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ABSTRACT.  The role of medical therapy in the treatment of idiopathic polymorphic ventricular 
tachycardia (IPMVT) and idiopathic ventricular fibrillation (IVF) is not well established. Current 
medications in use include amiodarone, lidocaine, isoproterenol, verapamil, and quinidine. How-
ever, the use of dopamine for controlling such arrhythmias has never been described. We present 
an interesting case of IPMVT/IVF storm induced by short-coupled premature ventricular con-
tractions. The arrhythmia was terminated acutely using dopamine infusion and was suppressed 
chronically using verapamil.
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Case presentation

A 53-year-old female patient was admitted to the hospital 
for syncope. The patient had a negative medical, surgical, 
and family history.

Assessment in the emergency department showed a 
hemodynamically stable patient with a pulse of 100 bpm 
and a blood pressure of 112/54  mmHg. Her physical 
examination was unremarkable. Sinus rhythm was 
evident on the electrocardiogram (ECG) (Figure  1). 
Troponins; blood count; and blood levels of electrolytes, 
calcium, magnesium, and phosphorus were normal.

The patient was admitted to the cardiac telemetry floor 
for further observation and management, where she 
was found to have polymorphic ventricular tachycardia 
(PMVT) (Figure 2) degenerating into ventricular fibrilla-
tion (VF) requiring electrical cardioversion. Amiodarone 

drip was started, followed by lidocaine drip as the 
PMVT/VF was recurrent, requiring multiple shocks.

Due to refractory VF storm, the patient was sedated 
and intubated. Urgent coronary angiography showed 
no significant obstructive coronary artery disease. 
Furthermore, no structural heart abnormalities were 
apparent on echocardiography, and the cardiac func-
tion was normal. The ECG was remarkable for repeti-
tive short-coupled premature ventricular contractions 
(PVCs) with a coupling interval of 300  ms (Figure 3) 
inducing PMVT/VF (Figure 2). No prolonged QT, short 
QT, Brugada, or early repolarization patterns were rec-
ognized (Figure 1).

Therefore, a diagnosis of idiopathic VF (IVF) was made, 
and intravenous verapamil boluses were administered to 
terminate the arrhythmia. However, VF was still ongoing, 
and overdrive ventricular pacing through a temporary 
transvenous pacer at a rate of 120 bpm failed to suppress 
the PMVT/VF. A total of 20 shocks were delivered. Con-
sequently, due to the lack of isoproterenol at that time, a 
dopamine drip was started and titrated up to a minimum 
target heart rate of 110 bpm, after which the PMVT/VF 
storm ceased, and no more shocks were required despite 
the ongoing PVCs. Dopamine was tapered over the next 
three days, and verapamil was started and administered 
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through a nasogastric tube, which caused a significant 
drop in her PVC burden.

The patient was then extubated, and a dual-chamber defi-
brillator was implanted before discharging her home on 
240 mg of oral verapamil daily. Eight months of follow-up 
showed no more PMVT/IVF episodes with scarce PVCs.

The patient was informed that the data concerning her 
case will be submitted for publication and approved and 
gave consent for publication.

Discussion

In 1994, Leenhardt et al. described the mode of onset of 
spontaneous arrhythmias in patients with no structural 
heart disease, where a single PVC with an extremely short 
coupling interval (R-on-T phenomenon) triggered a rapid 
PMVT or VF.1 These findings were confirmed by Viskin 
et al. in a cohort of unexplained cardiac arrest survivors; 
in the 22 VF episodes recorded, the PVC initiating a rapid 
PMVT had a coupling interval of 300 ± 52 ms.2 Besides, 
Haïssaguerre et  al. found that an early repolarization 

Figure 2: ECG showing PMVT.

Figure 1: ECG recorded in the emergency room: normal sinus rhythm, a heart rate of 100 bpm, and a corrected QT of 415 ms. 
No ischemic changes or Brugada pattern were noted.
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pattern was present in 31% of 206 patients with IVF; 
moreover, the early repolarization pattern was associated 
with a higher risk of recurrent VF.3

Therapeutic management of idiopathic ventricular 
fibrillation

It is estimated that among out-of-hospital cardiac arrest 
survivors, IVF is responsible for 5% to 10% of cases.4,5 
Because recurrent VF events are frequent and poorly 
predictable, both guidelines and expert consensus doc-
uments agree that placement of an implantable cardio-
verter-defibrillator (ICD) is considered a first-line therapy 
for IVF patients.6 Radiofrequency ablation may be con-
sidered when an ICD implantation is contraindicated or 
refused.7 Nevertheless, the role of medical therapy in the 
treatment of idiopathic ventricular tachycardia (IVT) and 
IVF is not well established. Current medications in use 
include isoproterenol, β-blockers, verapamil, and quini-
dine.7,8 However, no reports or studies have described the 
effectiveness of dopamine in treating this arrhythmia.

Pharmacological therapy. Only a few case series studies 
have described the antiarrhythmic agents’ response and 
their efficacy in treating IVT/IVF triggered by short-cou-
pled PVCs. The very first few patients diagnosed with 
IVF were treated with quinidine, and VF was no longer 
inducible after the quinidine therapy.9 The antiarrhyth-
mic action of this drug is attributed to the inhibition of 
potassium currents, causing a prolongation of action 
potential duration and refractory periods. It also blocks 
the fast sodium channels, slowing phase 0 of the action 

potential and depressing the depolarization phase. Its 
efficacy is due to the negative dromotropic effect, ren-
dering the myocytes unexcitable by short-coupled PVCs, 
thereby preventing idiopathic PMVT (IPMVT)/IVF.

Another drug used to reverse PMVT is isoproterenol.7,10 
In the study by Leenhardt et  al., isoproterenol and 
atropine had mixed effects on suppressing short-cou-
pled PVCs, while verapamil suppressed arrhythmia 
recurrence in seven out of 12  subjects during their fol-
low-up.1 Isoproterenol increases the heart rate due to its 
β1-/β2-adrenoceptor agonist actions, which increases 
intracellular calcium concentration, resulting in a steeper 
slope of the cardiac pacemaker action potential phase 
4, and consequently a decrease in basic cycle length. 
This shortens the QT interval and effective refractory 
period,10,11 thus preventing the excitation of myocytes 
by the coupled PVCs. On the other hand, the proposed 
mechanisms of action of verapamil in the treatment of 
short-coupled ventricular arrhythmias are increasing the 
refractoriness and coupling intervals, in addition to sup-
pressing the PVCs.

Intravenous amiodarone is also used in the treatment of 
ventricular arrhythmias. During administration, it blocks 
the fast sodium channels. It also inhibits norepinephrine 
release and blocks L-type calcium channels.12,13 In the 
study conducted by Levine et al., amiodarone prevented 
recurrent episodes of VT/VF in 46% of the patients.14

Implantable cardioverter-defibrillation. An ICD is the 
preferred treatment modality in patients with IPMVT/
IVF. Trials have demonstrated an improved outcome in 

Figure 3: ECG showing a PVC (a coupling interval of 300 ms) initiating PMVT.
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patients with ICDs as compared to pharmacological ther-
apy alone.15,16 Therefore, it is considered the treatment 
of choice in patients with IVF. However, given that the 
ICD does not prevent arrhythmias, adjunctive antiar-
rhythmic drugs are offered to patients with frequent ICD 
discharges.

Radiofrequency ablation. In patients with IVF, abla-
tion may be considered if the PVCs have a uniform 
morphology in conjunction with an ICD or when an 
ICD implantation is refused or contraindicated. Aizawa 
et al. attempted the first successful IVF ablation in 1992,17 
whereas Haïssaguerre et al. reported the first series.18 Out 
of 27 patients studied after being resuscitated from recur-
rent episodes of IVF, 24 (89%) patients had no recurrent 
VF episodes during the follow-up period. However, at 
the moment, it is hard to adopt this curative option as the 
etiology of such a disease is not fully understood.

The patient presented in this report had an electrical storm 
refractory to amiodarone and lidocaine. After a nega-
tive cardiac workup, she was diagnosed with IPMVT/
IVF caused by the R-on-T phenomenon, with a coupling 
interval of 300 ms. Intravenous verapamil boluses were 
then administered in an attempt to suppress the storm.8 
However, it failed, besides override ventricular pacing, to 
terminate the IVF storm.

Due to the lack of isoproterenol, dopamine infusion was 
started and titrated up to a heart rate of 110 bpm. Of note, 
only after the heart rate was increased to more than 110 
bpm, the IVF storm ceased despite the continued PVC. 
This may be relevant as it could be suggested to use atrial 
pacing in such patients to prevent the IVF storm.

Dopamine is a natural precursor of catecholamines. It 
has both α-and β-adrenergic effects, causing an increase 
in peripheral vasoconstriction and heart rate.19,20 Car-
diac β-1 receptors are G protein–coupled receptors. After 
dopamine binds to the receptor, GS-adenylyl cyclase–cy-
clic adenosine monophosphate–protein kinase-A signal-
ing cascade is initiated, leading to an increase in intracel-
lular calcium influx. An increased intracellular calcium 
concentration causes a positive ionotropic effect.20 In 
cardiac pacemaker cells, this increase in intracellular 
calcium causes an increase in the slope of phase 4 of the 
action potential, similar to that observed during the iso-
proterenol infusion. Consequently, the pacemaker cells 
will reach the firing threshold faster. This explains the 
positive chronotropic effects of dopamine. Therefore, 
theoretically, both isoproterenol and dopamine have the 
same effect in terminating IVF.

Accordingly, dopamine successfully terminated the IVF 
storm in the patient presented in this report despite 
the ongoing PVCs, probably by affecting repolariza-
tion, thereby shortening the QT interval to prevent VF 
induction. Thereafter, the patient was started on 240 mg 
of verapamil through a nasogastric tube to control the 
PVCs and prevent the PMVT/VF recurrence. During 

the following three days, dopamine was tapered down, 
and verapamil was continued, after which the burden of 
PVCs significantly decreased.

Before discharging home, a dual-chamber defibrillator 
was implanted, and the patient was permanently pre-
scribed 240  mg of verapamil to be taken orally. Eight 
months of follow-up revealed a complete resolution of 
IPMVT/IVF and only a few PVCs.

The aim of presenting this case report is to suggest dopa-
mine as a more cost-effective and affordable alternative 
for isoproterenol. Besides, preparation, administration, 
and titration of dopamine are more manageable com-
pared to those of isoproterenol. It may also hint at the 
possibility of using atrial pacing (ventricular pacing may 
derange the normal myocardial depolarization/repolari-
zation) to increase the heart rate in an attempt to control 
the IVF storm.

Conclusion

The use of dopamine in managing IPMVT/IVF has not 
been described in the literature, although this report is 
proof of its efficacy. More extensive studies should be 
conducted regarding its effectiveness in treating such 
arrhythmias.

References
1.	 Leenhardt A, Glaser E, Burguera M, Nürnberg M, Maison-

Blanche P, Coumel P. Short-coupled variant of torsade de 
pointes. A new electrocardiographic entity in the spectrum 
of idiopathic ventricular tachyarrhythmias. Circulation. 
1994;89(1):206–215.

2.	 Viskin S, Lesh MD, Eldar M, et al. Mode of onset of malignant 
ventricular arrhythmias in idiopathic ventricular fibrillation. 
J Cardiovasc Electrophysiol. 1997;8(10):1115–1120.

3.	 Haïssaguerre M, Derval N, Sacher F, et  al. Sudden cardiac 
arrest associated with early repolarization. N Engl J Med. 
2008;358(19):2016–2023.

4.	 Belhassen B, Viskin S. Idiopathic ventricular tachycardia and 
fibrillation. J Cardiovasc Electrophysiol. 1993;4(3):356–368.

5.	 Cobb LA, Baum RS, Alvarez 3rd H, Schaffer WA. Resuscitation 
from out-of-hospital ventricular fibrillation: 4  years fol-
low-up. Circulation. 1975;52(6 Suppl):III223–III235.

6.	 Russo AM, Stainback RF, Bailey SR, et al. ACCF/HRS/AHA/
ASE/HFSA/SCAI/SCCT/SCMR 2013 appropriate use cri-
teria for implantable cardioverter-defibrillators and cardiac 
resynchronization therapy: a report of the American College 
of Cardiology Foundation appropriate use criteria task 
force, Heart Rhythm Society, American Heart Association, 
American Society of Echocardiography, Heart Failure 
Society of America, Society for Cardiovascular Angiography 
and Interventions, Society of Cardiovascular Computed 
Tomography, and Society for Cardiovascular Magentic 
Resonance. J Am Coll Cardiol. 2013;61(12):1318–1368.

7.	 Priori SG, Wilde AA, Horie M, et  al. HRS/EHRA/APHRS 
expert consensus statement on the diagnosis and manage-
ment of patients with inherited primary arrhythmia syn-
dromes: document endorsed by HRS, EHRA, and APHRS 
in May 2013 and by ACCF, AHA, PACES, and AEPC in June 
2013. Heart Rhythm. 2013;10(12):1932–1963.

H. Rabah, Z. Khalaf and A. Rabah

4702� The Journal of Innovations in Cardiac Rhythm Management, September 2021



8.	 Authors/Task Force Members, Priori SG, Blomström-
Lundqvist C, et  al. 2015 ESC Guidelines for the manage-
ment of patients with ventricular arrhythmias and the 
prevention of sudden cardiac death: the Task Force for the 
Management of Patients with Ventricular Arrhythmias and 
the Prevention of Sudden Cardiac Death of the European 
Society of Cardiology (ESC). Endorsed by: Association for 
European Paediatric and Congenital Cardiology (AEPC). 
Europace. 2015;17(11):1601–1687.

9.	 Belhassen B, Shapira I, Shoshani D, Paredes A, Miller H, 
Laniado S. Idiopathic ventricular fibrillation: inducibil-
ity and beneficial effects of class I antiarrhythmic agents. 
Circulation. 1987;75(4):809–816.

10.	 Omar HR, Sprenker C, Karlnoski R, Mangar D, Camporesi 
EM. The use of isoproterenol and phenytoin to reverse tor-
sade de pointes. Am J Emerg Med. 2014;32(6):683.e5–683.e7.

11.	 Inoue H, Matsuo H, Mashima S, Murao S. Effects of atrial pacing, 
isoprenaline and lignocaine on experimental polymorphous 
ventricular tachycardia. Cardiovasc Res. 1984;18(9):538–547.

12.	 Kodama I, Kamiya K, Honjo H, Toyama J. Acute and chronic 
effects of amiodarone on mammalian ventricular cells. Jpn 
Heart J. 1996;37(5):719–730.

13.	 Du XJ, Esler MD, Dart AM. Sympatholytic action of intravenous 
amiodarone in the rat heart. Circulation. 1995;91(2):462–470.

14.	 Levine JH, Massumi A, Scheinman MM, et al. Intravenous 
Amiodarone Multicenter Trial Group. Intravenous amiodar-
one for recurrent sustained hypotensive ventricular tachyar-
rhythmias. J Am Coll Cardiol. 1996;27(1):67–75.

15.	 Conte G, Belhassen B, Lambiase P, et  al. Out-of-hospital 
cardiac arrest due to idiopathic ventricular fibrillation in 
patients with normal electrocardiograms: results from 
a multicentre long-term registry. Europace. 2019;21(11): 
1670–1677.

16.	 Antiarrhythmics versus Implantable Defibrillators (AVID) 
Investigators. A comparison of antiarrhythmic-drug ther-
apy with implantable defibrillators in patients resuscitated 
from near-fatal ventricular arrhythmias. N Engl J Med. 
1997;337(22):1576–1584.

17.	 Aizawa Y, Tamura M, Chinushi M, et al. An attempt at electri-
cal catheter ablation of the arrhythmogenic area in idiopathic 
ventricular fibrillation. Am Heart J. 1992;123(1):257–260.

18.	 Haïssaguerre M, Shoda M, Jaïs P, et  al. Mapping and 
ablation of idiopathic ventricular fibrillation. Circulation. 
2002;106(8):962–967.

19.	 Karliner JS. Dopamine for cardiogenic shock. JAMA. 
1973;226(10):1217–1218.

20.	 Hollenberg SM. Vasoactive drugs in circulatory shock. Am J 
Respir Crit Care Med. 2011;183(7):847–855.

Dopamine in Idiopathic Polymorphic VT/VF

The Journal of Innovations in Cardiac Rhythm Management, September 2021� 4703


