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EDITORIAL COMMENT
The Case of an Asymptomatic Athlete
With Short-Coupled Premature
Ventricular Contractions
A Missed Opportunity*
Antonio Pelliccia, MD
T he case of an asymptomatic athlete with
short-coupled premature ventricular con-
tractions (PVCs) that is reported in this issue

of JACC: Case Reports by Milman et al. (1) is of partic-
ular interest and offers the opportunity for the pre-
sent commentary.

Milman et al. (1) correctly underscore that short-
coupled PVCs are recognized as a trigger for malig-
nant ventricular tachyarrhythmias, even in patients
without evidence of structural heart disease. Namely,
PVCs originating from the Purkinje system have been
documented at the onset of arrhythmic events lead-
ing to idiopathic ventricular fibrillation (VF) (2,3).
However, this trigger seems to be underappreciated
in the medical community, and relatively few studies
that define the underlying mechanisms have been
published (3–6).

Purkinje-related ventricular arrhythmias range
from isolated ectopies, such as that described in this
case, to monomorphic or polymorphic ventricular
tachycardia and VF. The clinical manifestations vary
from occasional palpitations to syncope to sudden
death as a result of VF.

Very wisely, the authors of the recent European
Society of Cardiology sport cardiology guidelines
(GLs) (7) recognized that a few PVCs originating for
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the Purkinje system usually have a benign clinical
course in apparently healthy athletes without un-
derlying cardiac disease. Although such PVCs should
not be alarming, the GLs state that special attention
should be paid to short-coupled PVCs. Namely, the
GLs state that otherwise “benign” PVCs arising from
the Purkinje network may give rise to polymorphic
ventricular tachycardia or VF because of their short
coupling interval. In such patients, the malignant
electrical presentation mandates an aggressive
approach and treatment (7).

Currently, use of an implantable cardioverter-
defibrillator constitutes a class I indication for the
management of Purkinje-related life-threatening ar-
rhythmias, whereas ablation is a very promising op-
tion, especially for patients with multiple device
therapies or electrical storms. Moreover, we foresee
that ablation will be a very suitable therapy in pa-
tients with clustered arrhythmic sources, who have a
high probability of success from this procedure. In
effect, the long-term efficacy of ablative treatment, as
reported by experienced centers, is >80% after a
median period of 5 years (8).

One may argue that the mapping procedure is
challenging in these patients given to the potential
for rapidly syncopal and lethal evolution of the
tachyarrhythmias. However, it is true that patients
may have periods of less severe arrhythmia when
only isolated PVCs or short runs of ventricular ecto-
pies are present, and these periods offer the oppor-
tunity for safe mapping of the culprit ectopy (3).

This option also seems appropriate in the case of
the athlete described by Milman et al. (1): his elec-
trocardiographic recordings showed PVCs with a
configuration highly suggestive of an origin near the
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right bundle of the Purkinje network, with a consis-
tent and alarming observation of a very short-coupled
interval. Although the patient’s clinical presentation
displayed mild symptoms or performance limitation,
the electrical characteristics of PVCs suggested clin-
ical caution and prompted Milman et al. (1) to perform
additional investigations to define the potential for
life-threatening arrhythmias and eventually an indi-
cation for an implantable cardioverter-defibrillator.

Indeed, in my opinion, the case described by Mil-
man et al. (1) offered the potential for a quite accurate
mapping evaluation, which would have provided
precious information for efficient ablation treatment.

Unfortunately, the athlete was reluctant to
perform this additional investigation and, despite
medical advice, refused to have conclusive diagnostic
investigation and treatment.

The case reported byMilman et al. (1) clearly depicts
the real-world scenario occurring in the stage of pre-
participation cardiovascular screening. The actors
are, on the one hand, a team of experienced physicians
who were able to detect a potentially ominous cardiac
condition and were ready to offer their expertise to
solve the risky condition and, on the other hand, an
athlete/patient who was unable (or unwilling?) to
fully understand his perilous medical condition and
simply avoided any appropriate solution.

Although we respect the individual’s right to make
decisions regarding his medical treatment, we never-
theless remain frustrated by the athlete/patient’s
behavior that, in fact, jeopardized the efficacy and the
social value of the athlete’s screening program.
Undoubtedly, the noncompliant attitude of this
athlete resulted in a failure to minimize the risk and in
a waste of the medical time, competence, and costs,
thereby calling into question the utility of the
screening program.
A pertinent consideration, in such a scenario,
concerns the shared decision making that is advised
by the European Society of Cardiology GL as the best
contemporary medical practice (7). We harbor justi-
fied concern that shared decision making may not be
applicable in cases such as this one.

We believe that, when a life-threatening medical
condition is detected and an athlete patient is unable
(or unwilling) to completely understand the severity
of the condition and the appropriate management,
the physician has the ethical mandate (on the basis of
the best available scientific evidence) to disqualify
the patient from participation in sports. In such cir-
cumstances, the physician’s decision should be
considered the best possible strategy to minimize the
risk to the candidate athlete.

Implementation of shared decision making re-
quires an educated athlete/patient who is able to
balance the benefits against the risks associated with
sport participation in his or her specific condition and
to make a decision free of pressure from family (as
seen with minors), team, school, or sponsor.

Eventually, we believe that public health
institutions and scientific cardiac societies have the
mandate to educate the community of athlete patients
regarding the best modalities to enjoy safe sport
participation.
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