
RESEARCH ARTICLE

Diagnostic and prognostic significance of

premature ventricular complexes in

community and hospital-based participants: A

scoping review

Sukardi SubaID
1*, Kirsten E. Fleischmann2, Hildy Schell-Chaple3, Priya Prasad4, Gregory

M. Marcus2, Xiao Hu5, Michele M. PelterID
6*

1 School of Nursing, University of Rochester Medical Center, Rochester, New York, United States of

America, 2 Department of Medicine, Division of Cardiology, School of Medicine, University of California, San

Francisco, San Francisco, California, United States of America, 3 Institute for Nursing Excellence, University

of California, San Francisco, Medical Center, San Francisco, California, United States of America,

4 Department of Medicine, Division of Hospital Medicine, School of Medicine, University of California, San

Francisco, San Francisco, California, United States of America, 5 School of Nursing, Duke University,

Durham, North Carolina, United States of America, 6 Department of Physiological Nursing, University of

California, San Francisco, California, United States of America

* sukardi_suba@urmc.rochester.edu (SS); michele.pelter@ucsf.edu (MMP)

Abstract

Background

While there are published studies that have examined premature ventricular complexes

(PVCs) among patients with and without cardiac disease, there has not been a comprehen-

sive review of the literature examining the diagnostic and prognostic significance of PVCs.

This could help guide both community and hospital-based research and clinical practice.

Methods

Scoping review frameworks by Arksey and O’Malley and the Joanna Briggs Institute (JBI)

were used. A systematic search of the literature using four databases (CINAHL, Embase,

PubMed, and Web of Science) was conducted. The review was prepared adhering to the

Preferred Reporting Items for Systematic Reviews and Meta-Analysis Extension for Scop-

ing Review (PRISMA-ScR).

Results

A total of 71 relevant articles were identified, 66 (93%) were observational, and five (7%)

were secondary analyses from randomized clinical trials. Three studies (4%) examined the

diagnostic importance of PVC origin (left/right ventricle) and QRS morphology in the diagno-

sis of acute myocardial ischemia (MI). The majority of the studies examined prognostic out-

comes including left ventricular dysfunction, heart failure, arrhythmias, ischemic heart

diseases, and mortality by PVCs frequency, burden, and QRS morphology.
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Conclusions

Very few studies have evaluated the diagnostic significance of PVCs and all are decades

old. No hospital setting only studies were identified. Community-based longitudinal studies,

which make up most of the literature, show that PVCs are associated with structural and cor-

onary heart disease, lethal arrhythmias, atrial fibrillation, stroke, all-cause and cardiac mor-

tality. However, a causal association between PVCs and these outcomes cannot be

established due to the purely observational study designs employed.

Introduction

Premature ventricular complexes (PVCs) are early depolarizations of myocardial cells that

originate in the ventricle (right or left) and are caused primarily by impulse formation disorder

(enhanced automaticity or triggered activity) [1–3] or reentry mechanisms of myocardial tis-

sues [1, 4–6]. In hospitalized patients, PVCs are one of the most common arrhythmias seen on

both standard 12-lead electrocardiograms (ECGs) or during continuous ECG monitoring [7–

9]. One hospital-based study found that there were over 854,901 PVC alarms during the one-

month study period, representing 33% of the over 2.5 million total alarms or 18 PVCs/moni-

toring hour per patient [7]. Among community-based participants enrolled in large cohort

studies, the occurrence rate of PVCs was found to be 1% to 4% [10–12]. PVCs are more preva-

lent in individuals with structural heart disease (SHD), suggesting they may be a marker of car-

diac pathology in some subjects [13].

In the late 1960s, when ECG monitoring was first introduced in the hospital setting, PVCs

were carefully monitored for and treated, particularly in patients with acute coronary syn-

dromes, because PVCs were considered a potential precursor to lethal arrhythmias (i.e., ven-

tricular tachycardia [VT] and/or ventricular fibrillation [VF]) [14]. Following two decades of

treating PVCs in hospitalized patients without empirical evidence, the landmark Cardiac

Arrhythmia Suppression Trial (CAST) [15] tested the hypothesis that pharmacological sup-

pression of PVCs would reduce the incidence of arrhythmic death in post-myocardial infarc-

tion (MI) patients. Surprisingly, preliminary data from the CAST study showed that

pharmacologic suppression of PVCs using encainide or flecainide (class IC antiarrhythmics)

was associated with increased mortality when compared with placebo [15]. This finding from

the interim analysis led to early termination of the study and a shift away from routine aggres-

sive treatment of PVCs in clinical practice. Interestingly, even though PVCs are not typically

treated in the hospital setting, bedside ECG monitors used in both the intensive care and

telemetry unit settings are often configured to alarm (audible and inaudible message alerts) for

PVCs. Not only is this considered potential over monitoring [16, 17], but this practice can

cause alarm burden in clinicians and thus, contribute to alarm fatigue [7, 18]. The Practice

Standards for ECG monitoring in hospital settings state that the benefit of continuous PVC

monitoring is less well-established (class: IIb), and unfortunately, there is a paucity of literature

regarding the potential relevance of PVCs among hospitalized patients (level of evidence: C)

[17]. Hence, guidance on how best to monitor and/or manage PVCs in hospitalized patients is

mostly unknown.

In the outpatient setting, there is debate as to whether PVCs are generally benign or serve as

a marker of risk for various cardiovascular diseases such as left ventricle (LV) dysfunction, car-

diomyopathies, or MI [19, 20]. Although published consensus and practice guidelines provide
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guidance for the management of PVCs [21–25], the recommendations come from observa-

tional data, thus, confirmatory cause and effect regarding PVCs on clinical outcomes is still

unknown.

Three meta-analyses that examined community-based participants without known cardiac

disease identified PVCs as a predictor of mortality [13, 26, 27]. In one meta-analysis, there was

an association between the presence of PVCs and an increased risk for all-cause and cardiovas-

cular mortality [13]. Another study showed that frequent PVCs were an independent risk fac-

tor for sudden and overall cardiac death [26]. Moreover, in patients undergoing exercise stress

testing, the presence of PVCs was correlated with a higher risk for mortality [27]. While these

meta-analyses show that PVCs were associated with an increased risk for all-cause and cardio-

vascular mortality, they included only outpatient and community-based participants without

cardiac disease. Of note, this same evidence is lacking in other important groups such as hospi-

talized patients, asymptomatic patients with cardiac disease, and/or patients with implantable

cardioverter-defibrillator (ICD). Therefore, there is a need to establish a clearer understanding

of the diagnostic and prognostic implications of PVCs in both community and hospital set-

tings and whether there are differences based on the presence of underlying cardiac disease.

This would not only help guide clinical practice (in- and out-patient), but shed light on

whether PVCs are an important marker in patients at risk for the development of cardiac dis-

ease and/or adverse outcomes. The purpose of this scoping review was to evaluate published

studies to date that have examined the diagnostic and prognostic significance of PVCs across

different care settings (i.e., community, hospital) and among various adult patient populations

(i.e., with-, without heart disease). Of note, this scoping review included historical studies as

far back as the 1970’s with the goal of understanding shifts in patient populations of study,

clinical and prognostic importance and the analysis of newer cardiac pathologies associated

with PVCs.

Materials and methods

Our scoping review protocol has been registered in the Open Science Framework (OSF), DOI:

https://doi.org/10.17605/OSF.IO/GAVT2, which includes a published full-text [28]. The

review followed the scoping review framework of Arksey and O’Malley [29] and the Joanna

Briggs Institute (JBI) Methodology for Scoping Reviews [30]. This manuscript was prepared

using the Preferred Reporting Items for Systematic Reviews and Meta-Analysis Extension for

Scoping Review (PRISMA-ScR): Checklist and Explanation [31], and can be found in S1

Table. The methods of the present scoping review followed our published protocol [28] with a

few minor changes, which will be described below.

Eligibility

We included primary studies that collected quantitative data that were published in English.

We included studies that met the Population, Concept, and Context (PCC) framework set

forth by the JBI scoping review methodology (Table 1) [30]. The gold standard test for diag-

nosing PVCs is the ECG [25]; therefore, all of the included studies used some type of ECG

device/method to diagnose PVCs (e.g., standard 12-lead ECG, Holter, or bedside monitor).

Information sources and search strategy

The preliminary search was done by SS with a pilot review and guidance on the content and

review methodology from MMP. After both investigators were confident that the search and

review process was well established, SS performed the literature search and selected the studies

for inclusion with validation by MMP. Four electronic databases were searched: the
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Cumulative Index to Nursing and Allied Health Literature (CINAHL), Embase, PubMed, and

the Web of Science Core Collection, and included publications without limitations on publica-

tion date. Once the electronic search had been completed, the reference lists for all of the avail-

able articles were carefully searched manually to ensure there were no studies excluded during

the electronic search. The detailed database search strategy is shown in S2 Table.

Selection process

The title for each study identified was exported into EndNote X8 (Clarivate Analytics, PA,

USA) in order to identify and remove duplicates. These references were then exported to

Microsoft Excel (version 2016; Microsoft, Redmond, WA) for a secondary duplicate screening

process. The remaining list was carefully screened to ensure the established eligibility criteria

were met. The first author (SS) conducted the screening, selection, and review process inde-

pendently. The last author (MMP) provided oversight to ensure the established criteria were

met for the selected studies and to ensure that the extracted data from the included studies

were captured accurately. Fig 1 is the PRISMA flow diagram detailing our study selection pro-

cess [32].

Data charting

A data extraction form was developed by SS and MMP [28]. Minor modifications to the data

extraction form were made following a pilot study. For example, data on PVC criteria (e.g.,

simple, complex, or frequent PVCs) and the ECG annotation method were originally included

on the data extraction form. However, after reviewing over half of the studies, we determined

that the majority of the studies did not report these data elements; hence, these variables were

not extracted. The first author (SS) performed the data extraction process, with consultation

from MMP whenever data were unclear.

Data extracted and synthesis of the results

Data extracted for this scoping review included study characteristics (i.e., country of origin,

year, aims, design, setting, patient population, sampling criteria/size, age, and sex), study

methodology (i.e., ECG method, follow-up period, and analysis), and key findings/outcomes.

While we examined studies for ethnicity and race, very few provided these data. Because the

purpose of this present review was to gather evidence on the prognostic and clinical signifi-

cance of PVCs, only studies that performed statistical analyses were included in the scoping

Table 1. Population, Concept, and Context (PCC) eligibility criteria used to identify premature ventricular com-

plex (PVC) studies for the scoping review [28], adapted from the Joanna Briggs Institute (JBI) [30].

Eligibility

Component

Criteria

Participants Adults 19 years of age or older who had premature ventricular complexes (PVCs) diagnosed.

Studies that examined exercise-induced PVCs (EiPVCs) were included if the procedure was

performed during hospitalization or a clinic visit as part of a screening or diagnostic test.

Concept The focus of this scoping review was to assess the diagnostic (i.e., identification of a specific

condition or disease) and prognostic importance (i.e., patient outcomes) of PVCs. Studies

that examined the combination of both PVCs and other arrhythmias were excluded. Finally,

studies that assessed electrocardiographic (ECG) features of PVCs (e.g., QRS duration,

morphology) were included only if the study also examined the correlation of such features

with patient outcomes.

Context Studies conducted in both outpatient and inpatient settings were included. There were no

exclusions based on geographical location or demographics (e.g., race, ethnicity, sex, etc.), or

year of publication.

https://doi.org/10.1371/journal.pone.0261712.t001
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review. The data from the studies included in our review are presented in tables. We grouped

the evidence primarily based on the setting (outpatient versus hospital-based), presence or

absence of cardiac disease(s) and patient outcomes. Key findings are synthesized and described

in detail in the narrative text.

Critical appraisal/Publication bias

We were unable to perform a critical appraisal of the individual source evidence included in

this review as initially planned because there was significant methodological heterogeneity

across the studies. Nevertheless, since the goal of this scoping review was to “map” the existing

evidence regarding the significance of PVCs regardless of the methodological quality, a critical

appraisal is not required. This is aligned with the PRISMA-ScR guidelines [31], hence, our

approach is within the guidelines of a well-designed review of the literature.

Results

The literature search was conducted in January 2020, and resulted in a total of 10,063 titles

from the four databases searched. Five additional titles were identified after searching the cited

references. After a careful screening process using the outlined inclusion/exclusion criteria

above, 71 articles were ultimately included in the scoping review (Fig 1). The characteristics of

the 71 included studies are summarized in Table 2.

Fig 1. Study selection process and results (adopted from PRISMA 2009 flow diagram [32]).

CINAHL = Cumulative Index to Nursing and Allied Health Literature; PCC = Participants-Concept-Context.

https://doi.org/10.1371/journal.pone.0261712.g001
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Table 2. Characteristics of the studies included in the scoping review grouped by setting (i.e., community-based/outpatient clinic or hospital).

Study Country Study Design Patient Populationa Sample

Size

Mean Age Male, ECG Data Collection

Method(± SD), years n (%)

Community-Based and/or Outpatient Clinic (by year earliest to most recent)
Chiang 1969

[33]

US Longitudinal

epidemiological

Cardiac disease (+) 264 30+ NR Single channel (duration

unspecified)

Desai 1973 [34] US Observational Cardiac disease (+/–) 1,037 Mean 60 640 (62%) 12-lead for�30 seconds

Ruberman 1977

[35]

US Observational History of MI 1,739 Range 35–74 1,739

(100%)

Single-lead for 1-hour

Boudoulas 1979

[36]

US Observational Cardiac disease (+) 339 Mean 52 (19–72) 223 (66%) 24-hour Holter

Rabkin 1981

[37]

Canada Observational IHD (–) 401 Predominantly

25–35

401 (100%) NR

Abdalla 1987

[38]

US RCT Apparently healthy 15,481 46 ± 7 15,481

(100%)

2-minute lead I rhythm

strip

Dabrowski 1998

[39]

Poland Observational Cardiac symptoms (+) 303 59 ± 14 215 (71%) 12-lead

Dabrowski 1999

[40]

Poland Observational Post MI 193 62 ± 10 161 (83%) 12-lead

Jouven 2000

[41]

France Prospective

observational

CHD (–) 6,101 48 ± 2 6,101

(100%)

Bipolar lead (V5 and

V5R) per bicycle exercise

test protocol

Hatanaka 2002

[42]

Japan Observational PVC (+), history of cardiac

disease (–)

201 Mean 44 192 (96%) 12-lead

Morshedi-

Meibodi 2004

[43]

US Observational Cardiac disease (–) 2,885 43 ± 10 1,385

(48%)

Leads V1 and V5 (during

treadmill and recovery)

Carrim 2005

[44]

UK Observational ICD (+) 44 Mean 57 38 (86%) ICD (duration

unspecified)

Massing 2006

[45]

US Observational Cardiac disease (–) 15,070 54 ± 0.1 6,766

(45%)

2-minute leads V1, II,

and V5 rhythm strip; and

12-lead

Meine 2006 [46] US Observational Referred for stress test; cardiac

disease (–)

2,828 Median 58 (50–

67)

2,036

(72%)

12-lead

Sajadieh 2006

[47]

Denmark Epidemiological

survey

Apparently healthy 678 64 ± 7 398 (59%) 48-hour two-channel

Holter

Topaloglu 2007

[48]

Turkey Observational Cardiac symptoms (+) 63 39 ± 9 19 (30%) 24-hour Holter

Niwano 2009

[49]

Japan Observational Frequent PVCs; cardiac disease

(–)

239 43 ± 13 118 (49%) Holter (duration

unspecified)

Agarwal 2010

[50]

US Observational Cardiac disease (–) 14,783 54 ± 6 6,652

(45%)

2-minute leads V1, II,

and V5 rhythm strip; and

12-lead

Baman 2010

[51]

US Retrospective

observational

Frequent PVC referred for

ablation

174 48 ± 13 87 (50%) 24-hour Holter

Hirose 2010 [52] Japan Cohort Cardiac disease (–) 11,158 55 ± 11 4,333

(39%)

12-lead

Le 2010 [53] US Observational Cardiac disease (+) 352 64 ± 11 345 (98%) 12-lead

Cheriyath 2011

[54]

US Observational Cardiac disease (–) 14,574 54 ± 6 6,327

(43%)

2-minute leads V1, II,

and V5 rhythm strip; and

12-lead

Munoz 2011

[55]

US Observational Frequent and symptomatic

PVCs

70 42 ± 17 30 (43%) 24- to 48-hour Holter

and 12-lead

Agarwal 2012

[56]

US Observational Cardiac disease (–) 13,486 54 ± 6 5,932

(44%)

2-minute leads V1, II,

and V5 rhythm strip; and

12-lead

(Continued)
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Table 2. (Continued)

Ofoma 2012

[57]

US Observational Cardiac disease (–) 14,493 Mean 54 6,232

(43%)

2-minute leads V1, II,

and V5 rhythm strip; and

12-lead

Yokokawa

2012a [58]

US Observational Frequent PVCs referred for

ablation

241 48 ± 14 115 (48%) 24-hour Holter

Yokokawa

2012b [59]

US Observational Frequent PVCs referred for

ablation

294 48 ± 14 137 (47%) 12-lead ECG (mapping

procedure) and 24-hour

Holter

Ban 2013 [60] South Korea Observational Frequent PVCs underwent

ablation

127 44 ± 13 50 (39%) 24-hour Holter and

12-lead

Ephrem 2013

[61]

US Cohort Cardiac symptoms (+) 222 55 ± 16 94 (43%) 24-hour three-channel

Holter (unspecified)

Barutcu 2014

[62]

Turkey Observational Frequent

PVCs; SHD

(–)

80 Mean 47 (22–60) 34 (43%) 24-hour Holter

Cozma 2014

[63]

Romania Cross-sectional Cardiac

disease (–)

121 43 ± 11.5 76 (63%) 24-hour Holter

Lee 2014 [64] US Observational Cardiac disease (+/–) 1,589 61 ± 16 879 (55%) 24-hour Holter and

12-lead

Park 2014 [65] South Korea Observational Frequent PVCs; SHD (–) 438 55 ± 15 144 (33%) 24-hour Holter

Pol 2014 [66] US Observational Cardiac disease (+) 45 49 ± 15 17 (38%) 24-hour Holter and

12-lead

Qureshi 2014

[67]

US Cohort Cardiac disease (–) 7,504 59 ± 13 3,977

(53%)

12-lead

Yang 2014 [68] US Cross-sectional High-burden PVC 66 64 ± 16 38 (58%) 24-hour Holter and

12-lead

Agarwal 2015

[69]

US Observational Baseline stroke (–) 24,460 64 ± 9 10,990

(45%)

12-lead

Dukes 2015 [70] US Cohort Cardiac disease (–) 1,139 Median 70 (68–

74)

482 (42%) 24-hour Holter

Lin 2015 [71] Taiwan Observational Apparently normal hearts with

symptoms

3,351 58 ± 19 1,910

(57%)

24-hour Holter

Bas 2016 [72] US Observational Cardiac diseases (+/–) 107 50 ± 15 58 (54%) 24-hour Holter

Nguyen 2017

[73]

US Cohort Cardiac disease (–) 18,910 Range 49–80 NR 12-lead

Agarwal 2017

[74]

US Longitudinal Cardiac disease (–) 16,807,903 50 ± 19 7,091,590

(42%)

NR

Lin 2017 [75] Taiwan Observational Apparently normal hearts with

symptoms

5,778 63 ± 18 3,352

(61%)

24-hour three-channel

Holter (unspecified)

Sheldon 2017

[76]

US Observational Frequent idiopathic PVCs

referred for ablation

100 52 ± 15 53 (53%) 24-hour Holter

Aviles-Rosales

2018 [77]

Mexico Observational Cardiac disease (+) 1,442 56 ± 14 1,179

(82%)

Continuous 12-lead

(treadmill and recovery)

Bière 2018 [78] France Observational Probability of CAD 343 67 ± 12 235

(68.5%)

Continuous 12-lead

(treadmill and recovery)

Li 2018 [79] China Observational ICD (+) 416 Median 64 (55–

73)

314 (76%) ICD for 60-days

Ruwald 2018

[80]

US, Canada,

Europe

(multicenter)

RCT CRT-D (+) 698 64 ± 10 520 (74%) 24-hour Holter

Su 2018 [81] China Observational Cardiac diseases (+/–) 342 57 ± 15 153 (45%) 24-hour Holter

Altıntaş 2019

[82]

Turkey Cross-sectional Idiopathic PVC 341 Median 50 (38–

60)

172 (50.4) 24-hour Holter and

12-lead

Study Country Study Design Setting Patient

Population

Sample

Size

Mean Age (±
SD), years

Male, n

(%)

ECG Data Collection of

PVCs

(Continued)
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Table 2. (Continued)

In-Hospital (by year earliest to most recent)
Schulze 1977

[83]

US Observational Non-ICU AMI 81 Mean 56 61 (75%) 24-hour Holter

Moss 1979 [84] US Observational CCU AMI 940 54 ± 8 770 (82%) 6-hour Holter

Rengo 1979 [85] Italy Observational Non-ICU Cardiac

disease (+/–)

232 Mean 64 155 (67%) 12-lead

Sclarovsky 1979

[86]

Israel Observational CCU AMI 114 NR NR 12-lead

Lichtenberg

1980 [87]

US Observational Cath AMI 81 NR NR Leads I, aVF, V1

oscilloscopic recorder

Dash 1983 [88] US Observational Cath Cardiac

disease (+)

58 NR NR 2-minute multiple lead

(unspecified)

Bigger 1984 [89] US Observational CCU Post MI 819 Under 70 NR 24-hour leads V1 and V5

Holter

Kostis 1987 [90] US RCT CCU AMI 1,640 NR NR 24-hour two-channel

Holter (unspecified)

Minisi 1988 [91] US Observational Non-ICU Post MI 128 55 ± 10 91 (71%) 24-hour Holter

Rasmussen 1988

[92]

Denmark Observational CCU Post MI 51 Median 66 (24–

89)

33 (65%) 24-hour two-channel

Holter (unspecified)

Moulton 1990

[93]

US Observational Non-ICU Cardiac

disease (+)

100 60 ± 2 NR 12-lead

Wilson 1992

[94]

US RCT CCU AMI 2,456 NR NR 24-hour two-channel

Holter (unspecified)

Fujimoto 1994

[95]

Japan Observational Non-ICU Cardiac

disease (+/–)

100 58 ± 16 59 (59%) Holter (unspecified)

Statters 1996

[96]

UK Observational CCU AMI 680 58 ± 9 537 (79%) 24-hour leads II and

modified CM5 Holter

Vaage-Nilsen

1998 [97]

Denmark RCT Non-ICU Post MI 250 60 ± 9 187 (75%) 12- to 24-hour Holter

Dabrowski 2000

[98]

Poland Observational Non-ICU Post MI 148 61 ± 9 127 (86%) 12-lead

Im 2018 [99] South Korea Observational Non-ICU Cardiac

disease (–)

373 60 ± 16 168 (45%) 24-hour Holter

Yamada 2019

[100]

Japan Observational Non-ICU Cardiac

disease (+)

435 65 ± 14 271 (62%) 24-hour Holter

Other Settings (by year earliest to most recent)
Fries 2003 [101] Germany Observational NR ICD (+) 38 58 ± 14 33 (87%) ICD (unspecified)

Engel 2007 [102] US Observational Both In- and

Outpatient

AF or paced

rhythm (–)

45,401 56 ± 15 40,861

(90%)

12-lead

Kanei 2008

[103]

US Observational NR Frequent

PVCs; SHD

(–)

108 50 ± 16 34 (31%) 24-hour Holter

12-lead = standard 12-lead ECG; AF = atrial fibrillation; AMI = acute myocardial infarction; CAD = coronary artery disease; Cath = cardiac catheterization lab;

CCU = coronary care unit; CHD = coronary heart disease; CRT-D = cardiac resynchronization therapy with defibrillator; ECG = electrocardiogram; ICD = implantable

cardioverter defibrillator; ICU = intensive care unit; IHD = ischemic heart disease; MI = myocardial infarction; NR = not reported; PVC = premature ventricular

complex; RCT = randomize control trial; SD = standard deviation; SHD = structural heart disease; UK = United Kingdom; US = United States.
a (+) and (-) indicates whether the study populations do or do not have the listed criteria. For example, “cardiac disease (+)” means the study participants have cardiac

disease, and “cardiac disease (+/-)” means the study includes participants with and without cardiac disease.

https://doi.org/10.1371/journal.pone.0261712.t002
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Study characteristics

Location, design and setting. Of the 71 studies included, 39 (55%) were conducted in the

United States (US), 16 (23%) from Asia (Japan, South Korea, Turkey, China, Taiwan, and

Israel), 13 (18%) from Europe (Denmark, France, Germany, Italy, Poland, Romania, and

United Kingdom), one (3%) from each Canada and Mexico. One study was a multi-national

study including participants from the US, Canada, and Europe. Nearly all (n = 66, 93%) were

observational; and five (7%) were secondary analyses from randomized clinical trials including

the: Multiple Risk Factor Intervention Trial (MRFIT) [38]; Beta Blocker Heart Attack Trial

(BHAT) [90, 94]; Danish Verapamil Infarction Trial II (DAVIT II) [97]; and Multicenter

Automatic Defibrillator Implantation Trial with Cardiac Resynchronization Therapy

(MADIT-CRT) [80]. Fifty (70%) of the studies were conducted in outpatient and/or ambula-

tory clinics. Several were secondary data analyses from large community-based observational

and/or epidemiological studies including the Tecumseh Community Health Study [33], the

Framingham Offspring Study [43], Healthcare Cost and Utilization Project (HCUP) [74], the

Atherosclerosis Risk in Communities (ARIC) Study [45, 50, 54, 56, 57, 73], the Cardiovascular

Health Study (CHS) [70, 73], the Reasons for Geographic and Racial Differences in Stroke

(REGARDS) Study [69], and the Third National Health and Nutrition Examination Survey

(NHANES III) [67]. A small number (n = 18, 25%) were conducted in the hospital setting at

varied locations including: cardiac catheterization and electrophysiology laboratory; coronary

care unit; and non-ICU units. Three (4%) of the studies did not fall within the community/out-

patient or hospital setting, two did not report study setting and one included both in- and out-

patient settings.

Sampling criteria. The study sample sizes ranged from <100 participants [44, 48, 55, 62,

66, 68, 83, 87, 88, 92, 101] to>16-million [74]. In the majority of the studies, data were

obtained from medical records, while others collected data during clinic visits, hospital stay,

and/or a combination of both locations. Several of the studies examined the significance of

PVCs in a cohort of healthy adults who did not have a history of a cardiac disease(s). For exam-

ple, the ARIC Study excluded participants not in sinus rhythm and those with cardiac rhythm

disorders such as Wolff-Parkinson-White (WPW) syndrome, atrial fibrillation (AF)/atrial flut-

ter, wandering atrial pacemaker, and supraventricular tachycardia (SVT) [45, 50, 54, 56, 57,

73]. In addition to rhythm disorders, several other secondary analyses using the ARIC Study

database also excluded participants with heart failure (HF) [56], coronary heart disease (CHD)

[54, 56, 57], or a history of stroke [50, 54, 57]. One study using the HCUP dataset excluded

adults with both systolic and/or diastolic HF at enrollment, arrhythmogenic right ventricular

dysplasia, paroxysmal ventricular tachycardia, and valvular heart disease [74]. Similarly, one

study using the NHANES III dataset also excluded participants with known cardiovascular dis-

ease, ECG evidence of prior MI, paced rhythms, or AF [67].

In contrast, several studies purposefully examined patients with known cardiac disease. Ini-

tial studies done in the 1970’s and 1980’s were focused on hospitalized patients with acute MI

[35, 83, 84, 86, 87, 89–92]. However, beginning in the late 2000’s, the focus shifted to patients

with frequent PVCs who were referred for catheter ablation [58–60, 72, 76], or patients with

exercise induced-PVCs who later had a cardiac catheterization procedure [46]. Other studies

investigated the significance of PVCs among patients with dual-chamber ICDs [44, 79, 80,

101], or patients with palpitations, syncope, near-syncope who were referred for Holter

recording evaluation due to these clinical symptoms [61, 71, 75].

The mean age of the samples included was primarily between 50 and 60 years old. In 34

(48%) of the 71 studies, men made up the majority of the sample and four studies (6%)

included only male participants [35, 37, 38, 41]. A small number of the studies did not report
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demographics such as age (n = 5; 7%) or sex (n = 9; 13%). As mentioned previously, very few

studies reported ethnicity or race. S3 Table shows details of the sampling criteria.

ECG data collection method used to identify PVCs. The ECG method used to identify

PVCs varied considerably across the studies, and in two studies the ECG method was not

reported [37, 74]. Of the 71 studies, 30 (42%) used a Holter recorder, with varied recording

times (6 to 48-hours); 15 studies (21%) used a standard 12-lead ECG; while 10 studies (14%)

used a short duration ECG rhythm strip (2-minutes to 1-hour). In a handful of studies, other

methods were used including; both a standard 12-lead and Holter recording, ICD device, and

ECG data obtained during a diagnostic procedure such as cardiac mapping or stress test.

Key findings

Diagnostic value of PVCs acute myocardial infarction. Three studies examined the

diagnostic importance of PVCs in the early phase of acute MI for identifying the location, or

diagnosis of acute MI, heart region (ventricle) and QRS morphology of the PVCs [86–88]. For

example, one study showed that a right bundle branch block (RBBB) pattern PVC(s) during

the first 48 hours post-MI along with right axis deviation was correlated with anterior MI

(anteroseptal and/or anterolateral), whereas a RBBB pattern PVC(s) and left axis deviation was

associated with infero-posterior wall MI [86]. The QRS characteristics of the PVC, such as the

duration of the Q-wave and/or Q/R ratio were found to have low sensitivity, high specificity

and moderate positive predictive value (PPV) for identifying anterior, or inferior MI location

[87, 88]. PVCs with a qR or qRS configuration also had low sensitivity but high specificity and

PPV in the diagnosis of MI [88]. Details of the study results are provided in Table 3.

Prognostic value of PVCs. The vast majority of the studies examined the prognostic

value of PVCs using a longitudinal design. The studies examined a multitude of clinical out-

comes (described below) from different settings (i.e., outpatient, community-based, and hospi-

tal based) among patients with and without known cardiac disease (Table 4). The prognostic

outcomes examined included: (1) SHD; (2) lethal arrhythmias; (3) AF and/or stroke; (4) IHD

and other adverse outcomes; (5) all-cause mortality; and (6) cardiovascular mortality. A sum-

mary of each outcome category is described in the text below.

Table 3. Diagnostic value of premature ventricular complexes (PVCs) during the early phase of acute myocardial infarction.

Study Diagnostic

Value

PVC Criteria Notes

Sclarovsky 1979

[86]

Location of

MI

• RBBB PVC pattern in V1 and RAD is indicative of

anterior wall AMI.

PVCs were considered acute when they appeared only during the first

48-hour of the acute phase of the infarction. Using a standard 12-lead

ECG, the origin of the PVCs was determined primarily based on right-

versus left-bundle branch block PVC pattern in V1 and axis deviation

criteria in leads II, III, and aVF

• RBBB PVC pattern in V1 and LAD is indicative of

infero-posterior wall AMI.

Lichtenberg

1980 [87]

Location of

MI

• Lead V1: a Q wave of�0.04 sec and a Q/R ratio >0.1

may detect anterior MI (sensitivity 0.36, specificity 0.87,

and PPV 0.67).

PVCs induced by catheter stimulation in lead V1 for the diagnosis of

anterior wall MI, and lead aVF for the inferior wall MI

• Lead aVF: a Q wave of�0.02 sec may detect abnormal

inferior wall motion (sensitivity 0.22, specificity 0.94, and

PPV 0.70).

Dash 1983 [88] Diagnosis of

MI

Morphologic analysis of PVC has 29% sensitivity but high

specificity (97%) and PPV (86%) for the diagnosis of MI.

Pre-defined PVC criteria for MI diagnosis: a qR or qRS configuration

with a q-wave duration of at least 0.04 second

AMI = acute myocardial infarction; ECG = electrocardiogram; LAD = left axis deviation; MI = myocardial infarction; PPV = positive predictive value; PVC = premature

ventricular complex; RAD = right axis deviation; RBBB = right bundle branch block.

https://doi.org/10.1371/journal.pone.0261712.t003
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Table 4. Prognostic significance of premature ventricular complexes (PVCs) based on the setting, patient population, and PVC criteria.

Prognostic Outcome Patient Population a PVC Criteria Follow-Up (year) b

Structural heart disease

Community/Outpatient
Decreased LVEF No cardiac disease Presence of any 10 [73]

HF 5–15 [56, 73, 74]

LA dysfunction Frequent/high burden NR [63, 65]

LV dysfunction 1.2 [60]

Decreased LVEF 5–13 [49, 70, 82]

CMP 2.5–6.3 [51, 58, 59]

HF 13.7 [68, 70]

HF With cardiac disease/symptoms Presence of any 10 [71, 75]

LV dysfunction Frequent/high burden NR [48]

CMP 1.2 [66]

Decreased LVEF NR [55]

In-hospital
Decreased LVEF With cardiac disease/symptoms Presence of any NR [93]

Lethal arrhythmia

Community/Outpatient
VT/VF/SCD With cardiac disease/symptoms Presence of any 2.2 [39]

VT/VF Frequent/high burden 2.2–3.6 [44, 79, 80]

VT/VF During exercise test NR [36]

Life-threatening arrhythmia combined outcome 14 [77]

In-hospital
VT/VF/SCD With cardiac disease/symptoms Presence of any 2.9 [98]

Atrial fibrillation or stroke

Community/Outpatient
Atrial fibrillation No cardiac disease Presence of any 10–15 [50, 73]

Stroke 6–15 [50, 57, 69]

Atrial fibrillation and TIA With cardiac disease/symptoms Presence of any 10 [71]

In-hospital
Stroke-like symptoms No cardiac disease High burden 3.5 [99]

Coronary heart disease or other adverse cardiac outcomes

Community/Outpatient
Ablation outcome (�80% reduction of baseline PVC burden) No cardiac disease Presence of any 5.6 mo [76]

Develop IHD 10–14 [37, 54]

Myocardial ischemia During exercise testing 4.6 [46]

Hospitalization With cardiac disease/symptoms Presence of any 10 [71, 75]

Combined adverse events (ACS, stroke, CHF, all-cause mortality) 2.3 [61]

In-hospital
CAD severity With cardiac disease/symptoms Frequent NR [91]

Cardiac event (ICD therapy, re-hospitalization) 2.3 [100]

Mortality

Community/Outpatient
All-cause mortality No cardiac disease Presence of any 10–13 [45, 67]

Frequent/high burden 4.4–7 [38, 47]

During exercise testing 15 [43]

(Continued)
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Structural heart disease. Patients with frequent PVCs have a larger left atrium (LA) diameter

and volume index compared to those without frequent PVCs [62, 65]. LA remodeling suggests

higher filling pressures in the LV, which impacts the LA shape and volume due to increased

filling pressure and can indicate the presence of diastolic dysfunction and/or HF [63]. For

example, one study showed that among patients with an extreme number of PVCs (>1,000/

24-hour) along with symptoms (palpitations or dyspnea), the odds of having a trapezoidal LA

was 1.32 higher for each 10% increase in PVC frequency (odds ratio, OR, 1.32, 95% confidence

interval, CI, 1.17–1.48) [63]. This study also found that a high frequency of PVCs was associ-

ated with a higher LA volume [63].

The presence of PVCs has also been associated with LV dysfunction. In patients followed

for 5-years, the presence of PVCs measured from a baseline ECG was associated with

2.8-times greater odds of having a reduced LV ejection fraction (LVEF) as compared to

patients without PVCs [70, 73]. PVC morphology has also been associated with a lower LVEF.

For example, patients with a lower LVEF have PVCs that are either notched or have a wide

shelved QRS [93], or have a greater coupling interval and longer PVC QRS duration [64, 82].

Studies show that there is a higher prevalence of LV dysfunction in patients with frequent

PVCs (� 10 PVCs/hour or> 1,000 PVCs/day) [49, 103] or a high burden of PVCs (i.e., PVCs

>30% of all beats/day) [60], indicating PVCs are a marker of LV dysfunction. One study

reported that for each 1% incremental increase in the daily rate of PVCs, there was an

Table 4. (Continued)

Prognostic Outcome Patient Population a PVC Criteria Follow-Up (year) b

All-cause mortality With cardiac disease/symptoms Presence of any 2–10 [33, 35, 40, 71, 75]

Frequent/high burden 2.2–3.6 [79, 80]

During exercise test 4.5–14 [53, 77, 78]

In-hospital
All-cause mortality With cardiac disease/symptoms Presence of any 7 mo– 2.3 [83, 90, 92, 94]

Frequent 1–4.7 [89, 96, 97]

Cardiovascular mortality

Community/Outpatient
CV mortality No cardiac disease Presence of any 11.9 [52]

Sudden cardiac death 7–14 [38, 54]

Sudden cardiac death Frequent/high burden 7 [38]

CV mortality During exercise testing 15–23 [41, 43]

Sudden cardiac death With cardiac disease/symptoms Presence of any 2 [35]

Cardiac death Frequent/high burden 3.6 [79]

CV mortality During exercise test 6.2 [53]

In-hospital
Cardiac death With cardiac disease/symptoms Presence of any 3 [84]

Studies with no details on the setting, or studies that included participants with AND without cardiac disease (combined) are not included in the table. ACS = acute

coronary syndrome; CAD = coronary artery disease; CV = cardiovascular; CHF = congestive heart failure; CMP = cardiomyopathy; HF = heart failure;

ICD = implantable cardioverter defibrillator; IHD = ischemic heart disease; LA = left atrial; LV = left ventricular; LVEF = left ventricular ejection fraction; NR = not

reported; PVC = premature ventricular complex; SCD = sudden cardiac death; TIA = transient ischemic attack; VF = ventricular fibrillation; VT = ventricular

tachycardia.
a Patient Population Categories: No cardiac disease includes apparently healthy individuals, without ischemic/structural heart disease, idiopathic PVCs; cardiac

symptoms include syncope, lightheadedness/near-syncope, dizziness, palpitations, angina, and/or dyspnea.
b Represents the follow-up period range using mean/median years (or months [mo] when indicated). References not reporting the follow-up timeframe [36, 44, 48, 55,

62, 63, 65, 82, 91, 93]. Details on follow-up period for all studies are available in S3 Table.

https://doi.org/10.1371/journal.pone.0261712.t004
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increased risk of impaired LV relaxation (diastolic dysfunction) (OR 1.18, 95% CI 1.02–1.37)

[48]. Another study found that PVCs that originate from the right ventricle (RV) were associ-

ated with a lower LVEF when the PVC burden was at least 10%, while PVCs originating from

the left ventricle (LV) were associated with a reduced LVEF when the PVC burden was at least

20% [55]. Finally, among patients with frequent PVCs who are asymptomatic, a 10% increase

in PVC burden was found to be an independent predictor of impaired LV function (OR 2.1,

95% CI 1.2–3.6) [58].

A number of studies found that PVCs were associated with the development of cardiomy-

opathy (CMP), so called PVC-induced CMP (PVC-CMP), and/or HF [56, 68, 70, 71, 73–75].

In patients referred for catheter ablation due to frequent idiopathic PVCs, those with a high

PVC burden (>24% over 24-hour) were at increased risk for developing CMP [51, 58, 59, 72].

The QRS duration (width) of the PVCs had been found to be an independent predictor of

PVC-CMP even when controlling for other important variables, such as symptoms, PVC ori-

gin, and PVC burden [59, 66, 72]. Several studies showed that wider QRS’s increased the risk

for PVC-CMP from 3% to 12% [51, 59, 72]. Data from large cohort studies (ARIC [56, 73],

CHS [70, 73], and HCUP [74]) showed that there is an increased risk of incident HF (1.3- to

2-fold) when PVCs are present on either a 2-minute ECG rhythm strip or standard 12-lead

ECG. In a sub-group analysis of individuals < 65 years of age without hypertension, diabetes

mellitus (DM), CHD, or AF, there was a higher risk for incident HF compared to participants

without PVCs (hazard ratio, HR, 6.5, 95% CI 5.5–7.7) [74]. In patients referred for 24-hour

Holter monitoring due to syncope, palpitations, or suspected arrhythmia, there was a 1.5-fold

increase in the rate new-onset HF when multiform PVCs were present compared to no PVCs

(HR 1.46, 95% CI 1.06–2.00) [71]. Finally, patients with a high PVC burden (� 20%) were

found to have 3 times the odds of developing HF compared to the control group (OR 3.15,

95% CI 1.28–6.50) [68].

Lethal arrhythmia(s). Several studies have examined the relationship between PVCs and the

development of VT and/or VF [36, 39, 44, 77, 79–81, 98, 101]. In patients with frequent PVCs

(> 6/minute), high PVC burden (� 10% of QRS’s/24-hour) and/or couplets, were associated

with an increased risk for VT (PVC burden OR = 1.07, 95% CI 1.03–1.11; PVC couplets

OR = 33.98, 95% CI 11.53–100.19) [81]. In post-MI patients and those admitted for rule-out

cardiac diagnosis, longer QT dispersion of the PVCs, defined as the difference between maxi-

mum and minimum QT interval of the PVCs measured across the 12-leads, was associated

with the occurrence of lethal arrhythmias [39, 98]. In a study in patients with exercise-induced

PVCs (EiPVCs) followed for up to 14 years, there was an increased risk of VF/flutter and/or

sustained VT [77]. Another study showed that PVCs that occur in the late-period of exercise

testing and/or frequent multiform PVCs was associated with VT or VF [36]. In patients with

reduced LV function or CMP, a high PVC burden (>10 /hour) increased the risk for VT/VF

by 2.8-fold (HR 2.79, 95% CI 1.69–4.58) [80]. In patients with an ICD, the frequency of PVCs

was higher among those who developed VT/VF compared to those who did not develop VT/

VF [44, 79]. One study examined R-on-T type PVCs in a group of patients with an ICD and

found that this type of PVC rarely induced sustained VT. However, in the small number of

patients with sustained VT induced by an R-on-T, the PVCs were more likely to be polymor-

phic (positive and negative QRS) and in patients with CAD [101].

Atrial fibrillation and stroke. In two large cohort studies, there was a 1.1- to 1.6-fold

increased risk of developing AF when PVCs were present on an ECG recording [50, 73],

although the study by Nguyen et al. also examined premature atrial complex (PAC) [73]. In

one study that included patients with syncope, palpitations, or suspected arrhythmia, but who

did not have a history of documented heart disease, the presence of multiform PVCs was asso-

ciated with 1.5-times higher risk of new-onset AF compared to those without PVCs (HR 1.5,
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95% CI 1.06–2.26) [71]. In two different community-based studies, researchers found an asso-

ciation between the presence of any PVCs (vs. absence of PVCs) and an increased risk for inci-

dent stroke at 6-year (HR 1.4, 95% CI 1.05–1.81) [69] and 15-year follow-up periods (HR 2.1,

95% CI 1.2–3.6) [50]. A subsequent analysis in one of these studies showed that the occurrence

of� 4 PVCs/minute was associated with a higher risk of stroke (HR 2.06, 95% CI 1.24–3.42)

when compared to patients who did not have PVCs [50]. Additionally, when comparing any

PVCs vs. no PVCs, non-hypertensive individuals were at increased risk for thrombotic stroke

of non-carotid origin (HR 3.48, 95% CI 1.74–6.95). Interestingly, this same association was not

present among patients with hypertension (HR 1.21, 95% CI 0.58–2.53) [50]. Similarly, in a

secondary analysis of a longitudinal study (13 years) using data from the ARIC study

(n = 14,493), participants with PVCs who were normotensive had a higher risk of ischemic

stroke compared to hypertensive individuals with PVCs (HR 1.69, 95% CI 1.02–2.79) [57].

Among a group of patients without history of cardiac disease referred for 24-hour Holter

recording for new cardiac symptoms (i.e., syncope, palpitations, suspected arrhythmia, and/or

other clinical indication), those with multiform PVCs had an increased risk for transient ische-

mic attack at 10-years follow-up (HR 1.41, 95% CI 1.06–1.87) [71]. In a 3.5-years of follow-up

period, frequent PVCs, defined as>10% of the total number of beats over 24-hours, were asso-

ciated with the occurrence of stroke-like symptoms (i.e., painless weakness, sudden numbness,

“dead” feeling on one side of the body, sudden but painless loss of vision, and sudden loss of

the ability to understand what people were saying) (OR 3.42, 95% CI 1.09–10.73) [99].

Coronary heart disease and other adverse cardiac outcomes. Community based studies show

that the presence of PVCs is correlated with a 1.2-fold increased risk for the development of

ischemic/CAD over a 10-year follow-up period [37, 54]. Moreover, frequent PVCs (�0.6

PVCs/hour) following MI were an independent predictor of CAD severity [91]. Similarly,

PVCs during the recovery phase of a stress test also predicted myocardial ischemia on myocar-

dial perfusion imaging, adjusting for stress test scores and other significant clinical predictors

(OR 1.27, 95% CI 1.04–1.56) [46].

In a 10-year follow-up study in patients with palpitations and syncope with suspected

arrhythmia, the presence of>12 PVCs/day was found to increase a person’s risk for cardiovas-

cular-related hospitalization (crude HR 1.24, 95% CI 1.06–1.45) [75]. In two separate studies,

multiform PVCs (vs. no PVCs) were associated with all-cause hospitalization (HR 1.20, 95%

CI 1.06–1.35) [71], cardiovascular-related hospitalization (HR 1.29, 95% CI 1.03–1.61) [71],

and a major adverse cardiovascular event or new/worsening HF (HR 3.05, 95% CI 1.39–6.70)

[61]. In a study that followed hospitalized patients with decompensated HF for up to 2 years,

PVC burden (per 1% increase) was an independent risk factor for a cardiac event, such as ICD

therapy, re-hospitalization, or death (HR 1.036; CI 1.005-1.068) [100]. In a different analysis,

patients with left bundle branch block (LBBB) type PVCs (negative QRS in lead V1) without

axis deviation had a lower incidence of various cardiac diseases (i.e., hypertension, IHD, CMP,

and/or valvular heart disease) than those with RBBB-type PVCs [42]. Finally, in a study of

patients with frequent idiopathic PVCs who were referred for catheter ablation, the presence

of pleomorphic PVCs (i.e., multiple morphologies in at least three ECG leads) with a cut-off of

�156 PVCs/24-hour was associated with a non-successful ablation outcome [76].

All-cause mortality. In population-based studies with follow-up from 3.5 and 13 years, the

presence of PVCs at enrollment was associated with an increased risk of all-cause mortality

[33, 34, 37, 45]. In another community-based study,�30 PVCs/hour during a 48-hour Holter

recording was associated with all-cause mortality, or a first acute MI event (HR 2.46, 95% CI

1.29–4.68) [47]. Among 1,139 participants from the CHS Study, individuals with frequent

PVCs (upper versus lowest quartile) had a 1.31-fold increased risk of death during a median

follow-up of 13 years [70]. When considering the potential mediation effect of HF, the
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presence of PVCs on a 12-lead ECG was associated with an increased risk of overall mortality

during the 10-year follow-up period among ARIC Study participants (HR 1.5, 95% CI 1.3–

1.8), but this was not significant in CHS Study participants (HR 1.1, 95% CI 0.9–1.20) [73].

Interestingly, in another large study (n = 7,504), the presence of PVCs at enrollment was an

independent risk factor of mortality only among individuals�65 years (HR 1.36, CI 1.04–

1.76) [67].

Rengo et al. showed that in 232 hospitalized patients followed for 30-months who had at

least one PVC on a standard 12-lead ECG, those with a short coupling interval of<360 milli-

second had a higher rate of sudden death [85]. Similarly, hospitalized patients who had PVCs

on any resting ECG had a doubled of mortality (HR 2.0, 95% CI 1.1–2.8) over a 5.5-year fol-

low-up period [102]. In other studies, PVCs during exercise stress testing (EiPVCs) were asso-

ciated with mortality in patients without cardiovascular and/or valvular heart disease [43], and

in patients with known CAD or idiopathic CMP [77] during the 14-year follow-up period.

Moreover, among patients referred for single-photon emission computed tomography

(SPECT), the presence of EiPVCs was a risk factor for mortality in patients with preserved

(> 50%) LVEF (OR 2.17, 95% CI 1.09–4.34) [78]. Multiform PVCs and >12 PVCs/day during

a 24-hour Holter recording increased the risk of mortality by 1.5-fold among patients with sus-

pected arrythmia with syncope and palpitations during 10-year follow-up [71, 75]. Similarly,

in patients with cardiac resynchronization therapy and a defibrillator (CRT-D), high PVC bur-

den (>10 PVCs/hour) was associated with increased risk of HF and death (HR 2.76, p<0.001)

[80].

Numerous studies have examined the association between PVCs and mortality in patients

with MI [35, 40, 83, 89, 90, 92, 94, 96, 97]. In a study with only male MI participants, the pres-

ence of complex PVCs (i.e., “early” PVC or R-on-T, run-PVCs, multiform PVC, or bigeminy)

vs. no complex PVCs was associated with a higher risk of mortality (RR 1.9, p� 0.01) [35]. In

patients with PVCs on a 12-lead ECG recorded at least 4 weeks post-MI, a PVC QT dispersion

�100 millisecond was an independent predictor of mortality (HR 3.10, 95% CI 1.7–9.4) [40].

In patients admitted to a coronary care unit for acute MI, several studies showed that PVCs

were associated with an increased risk of death at both 1- and 2-year follow-up [89, 90, 92, 94,

96]. Two of these studies showed that the risk of mortality was nearly 2-fold in patients with a

run of PVCs (�2 consecutive) [89] and 3.6-fold in patients with complex PVCs (i.e., couplets,

multiform, run of PVCs, and R-on-T) [92]. Those treated with thrombolytics who had� 25

PVCs/hour had a higher risk of mortality as compared with those who had<25 PVCs/hour

[96]. Similarly, those treated without thrombolytics who had� 10 PVCs/hour had a higher

risk of mortality as compared with those who had< 10 PVCs/hour [96].

Cardiovascular mortality. In apparently healthy adult populations, the presence of PVCs at

enrollment to the study was associated with 2- to 3.7-fold increased risk for cardiac death mea-

sured up to at least a 4-year [38, 47, 52, 54]. In particular, frequent PVCs defined as�30/hour

(vs.<30 PVCs/hour) significantly increased the risk for cardiovascular mortality (HR 2.85,

95% CI 1.16–7.0) [47]. Similarly, frequent PVCs during exercise stress testing was associated

with a higher risk of cardiovascular death over a 15-year follow-up time frame [41, 43]. In

patients with clinical HF, the presence of PVCs increased the risk of cardiac death by 5.48-fold

[53]; while high PVC burden (i.e.,�40% in 60-days continuous monitoring) was associated

with a higher risk of cardiac mortality in patients with a dual-chamber ICD (HR 3.29, 95% CI

1.72–6.28) [79]. In the setting of MI, patients with PVCs had a 2.8-fold increased risk of sud-

den cardiac death as compared with those who did not have PVCs [35].
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Discussion

To our knowledge, this is the first scoping review to carefully map the available evidence on

the diagnostic and prognostic significance of PVCs across different care settings (community

versus hospital) and patient populations (with and without heart disease). Our review, cover-

ing half a century (1969 to 2019), included predominantly observational studies mostly in the

outpatient and/or community-based settings. These studies show that PVCs and associated

characteristics (e.g., frequency, burden, and morphology) are associated with adverse out-

comes, although the spectrum of risk is quite varied.

Three hospital-based studies from the early 1980s examined the diagnostic significance of

PVCs in patients with acute MI. These studies were designed to better understand the occur-

rence of PVCs in the early phase of acute MI when ECG monitoring was relatively new in hos-

pital settings. Two of the studies compared whether PVCs were associated with the diagnosis

of MI, comparing PVC morphology from a standard 12-lead ECG to findings during cardiac

catheterization, and found poor sensitivity but higher specificity and PPV for acute MI [87,

88]. One of these studies showed that patients with a qR or qRS PVC morphology and a q-

wave duration of at least 0.04 seconds on their ECG have a high probability of having an acute

MI (86% PPV) [88]. These studies, however, are outdated and even if replicated do not appear

relevant given the many advances in MI diagnostic methods (i.e., biomarkers, cardiac imaging)

and treatments used in current practice. One line of inquiry that might be useful is an exami-

nation of the clinical significance of PVCs during continuous ECG monitoring given that

these data are readily available from bedside or telemetry ECG monitors, which have become

ubiquitous in the hospital setting. These studies should include both cardiac and non-cardiac

patients and examined in both ICU and non-ICU settings given that this has not been studied.

Such a study could help guide whether careful monitoring of PVCs during continuous ECG

monitoring using alarms (audible or inaudible) is important for identifying high risk patients.

Early studies focused primarily on the association between PVCs, measured during hospi-

talization, and all-cause and cardiovascular mortality measured after discharge, particularly

among patients with acute MI. The goal was to investigate whether treating or suppressing

PVCs would prevent future adverse patient outcomes. The Cardiac Arrhythmia Pilot Study

(CAPS), a double-blind RCT in 502 acute MI patients enrolled between 6- and 60-days post-

MI with at least 10 PVCs/hour, was the first study to test whether suppression of PVCs with

antiarrhythmic drugs would improve survival [104]. At 12-months, the investigators showed

that encainide, flecainide, and moricizine, suppressed ventricular arrhythmias and were well

tolerated by the study participants [104]. Based on these findings, these drugs were tested in

the much larger CAST study to test whether suppressing PVCs in patients with asymptomatic

or mildly symptomatic ventricular arrhythmias would reduce mortality [15]. Surprisingly, pre-

liminary results showed a higher rate of death from an arrhythmia and/or non-fatal cardiac

arrest (relative risk, RR, 3.6, 95% CI 1.7–8.5), as well as total mortality (RR 2.5, 95% CI 1.6–4.5)

in the encainide and flecainide group compare to the placebo group [15]. Based upon these

findings, aggressive anti-arrhythmic drug treatment was no longer recommended [15, 105].

Following the CAST study, researcher shifted their focus from the post-MI population to the

general population. Although initially PVCs were believed to be a marker of disease severity,

recent population-based studies showed that PVCs appear to have a significant role in the

development of adverse outcomes when measured longitudinally. Among healthy adults, the

presence of PVCs increased the risk for AF, stroke, LA and LV dysfunction, IHD, and all-

cause and cardiac mortality. Similar findings were also observed in patients with cardiac dis-

ease or symptoms suggestive of cardiac disease. Moreover, in these patients there is an
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associated risk of PVCs and arrhythmia events (i.e., sustained VT, VF, or sudden cardiac

death) and hospitalization.

One particular finding of interest from this review is that the presence of PVCs is linked

with AF [50, 71, 73] and ischemic stroke [50, 57, 69]. This is physiologically plausible given

that PVCs can occur in the presence of SHD, particularly LV pathology. Atrial stretch or

remodeling due to LV dysfunction can lead to AF, which can cause the blood clots associated

with stroke. However, AF has also been associated with premature atrial beats arising from the

pulmonary veins, thus, PVCs alone are not likely to explain this association. However, only

one study [73] also examined atrial ectopy when assessing the correlation between PVCs and

AF. In addition, other studies [50, 57, 69] did not account for the potential mediation of antiar-

rhythmic medications when examining the association of PVCs and incident stroke, poten-

tially introducing bias. It is worth noting that all of these studies were community based. To

our knowledge, there are no study that have examined whether PVCs during hospitalization

might be correlated with new-onset AF or stroke post-discharge. This could be a rational for

monitoring for PVCs during hospitalization to identify patients at risk for future events.

Another finding of interest in this scoping review were studies that examined the associa-

tion of PVCs and the occurrences of lethal arrhythmias (i.e., VT/VF). Of note, the studies

included in our review examined this correlation years after discharge and not in the hospital

setting. For example, in one study that included hospitalized MI patients, lethal arrhythmia

events were measured at three years [98]. In a community-based study in patients with an

ICD, arrhythmia events were examined at a median of 3.5 years [44, 79]. PVC monitoring dur-

ing hospital-based ECG monitoring was initiated decades ago for identifying patients at risk

for lethal arrhythmias and remains a central rationale today. Surprisingly, we did not find any

published hospital-based studies examining the prognostic significance of PVCs and lethal

arrhythmias. To date, only case reports or studies with small sample sizes have been published

[106–110]. Although the mechanisms of how PVCs trigger lethal arrhythmias in some patients

is not entirely understood, PVCs have been associated with VF [25], thus, treatment of idio-

pathic VF using PVC ablation techniques has been found to be effective [111–113]. Further

research is needed to examine not only associations but potential cause and effect relationships

of PVCs and lethal arrhythmias in both community- and hospital-based populations.

Recently, there is a growing interest in the significance of PVCs and the development of

CMP and incident HF. Researchers began examining the potential role of PVCs in the devel-

opment of CMP after early reports showed that improved LVEF was seen after suppressions of

PVCs in patients with dilated CMP [114–116]. As shown in the studies in this review, frequent

PVCs or high PVC burden appear to be a risk factor in the development of PVC-CMP. In

practice, radiofrequency ablation has been shown to improve LV function especially in

patients who have high PVC burden [25, 117], and is now recommended as a first line treat-

ment for PVCs [23, 118]. Unfortunately, there is a lack of prospective studies that could

explain the exact mechanisms that underlying PVC-CMP. Similarly, to date, there is a lack of

clinical trials to show whether PVCs cause HF, and almost all of the available evidence on

these topics comes from cross-sectional and longitudinal studies. Cross-sectional studies sug-

gested that the PVCs might be a manifestation for the extent of HF [68, 82]. Longitudinal stud-

ies might provide a better insight into the association between PVCs and LV dysfunction since

PVCs are present before incident HF or LV dysfunction [56, 70, 73, 74]. There could be factors

other than PVCs that confound an individual’s likelihood for developing HF or LV dysfunc-

tion that might not be captured in cross-sectional studies. Interestingly, interventional studies

show improvement in LV function after radiofrequency catheter ablation treatment of PVCs,

particularly in patients with frequent PVCs [119–122]. Although it appears that PVCs are asso-

ciated with LV dysfunction, these studies were not designed to determine the causal effect of
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PVCs on LV dysfunction, thus future studies are needed. Nonetheless, these studies show a

link between PVCs, LV dysfunction and HF.

Mortality has been one of the major outcomes of interest examined across studies in rela-

tion to PVCs since the 1980s. Our review shows that PVCs are associated with mortality when

measured at long-term follow-up among patients with and without cardiac disease, similar to

previously published meta-analyses [13, 26, 27]. The association between PVCs and mortality,

however, requires careful interpretation, especially when considering the follow-up period

across the available studies. As shown in Table 4, in the community/outpatient setting, the

association between PVCs and mortality was measured after at least 2-years. In hospital-based

studies, a similar association was found after one-year follow-up. Although these studies sug-

gest that PVCs are a risk factor for mortality, the aforementioned studies are observational,

thus, a causal relationship has not been established. Currently, there is no convincing data

available to show that treatment of PVCs reduces mortality.

Other areas of research related to this topic would benefit from further investigation. For

example, EiPVCs remain a topic of debate and, unfortunately there remains uncertainty as to

the significance of these types of PVCs in clinical practice. A recent meta-analysis showed an

association between EiPVCs in asymptomatic patients, particularly PVCs during the recovery

period, and adverse cardiovascular events (e.g., angina, non-fatal MI, cardiac hospital admis-

sion, or cardiac arrest) at long-term follow-up (5.5 to 16 years) [123]. The authors suggest that

autonomic dysfunction may play a role in this association. However, the analysis included

only observational studies. Therefore, additional studies are needed to determine if interven-

tions (i.e., drug or catheter-based) can improve the prognosis of patients with EiPVCs.

Another topic of interest is the clinical relevance of PVCs in hospitalized patient popula-

tions, which surprisingly has not been studied in any meaningful way. This topic has impor-

tant implications for continuous ECG monitoring because PVC alarms are common [7–9].

One observational study reported that PVCs were the most prevalent arrhythmia type alarm

during continuous bedside ECG monitoring [7]. Of the over 2.5 million unique alarms in 461

ICU patients during a one-month period, there were 854,901 (33%) PVC alarms. However, to

our knowledge there are no published contemporary studies that have examined the associa-

tion of PVCs and arrhythmias or adverse patient outcomes in the hospital setting. When ECG

monitoring was introduced in cardiac ICUs in the 1960s, PVC were carefully monitored for

and treated with antiarrhythmic drugs because they were believed to be associated with lethal

arrhythmias [124, 125]. Following the CAST Study published in 1989 showing that treatment

was actually harmful [15], aggressive treatment of PVCs was no longer standard practice. Yet,

PVC alarms are still activated (i.e., turned on) in ECG monitors used in hospital units with

ECG devices (i.e., ICU, step-down, medical surgical). Given the high number of PVC alarms

generated during continuous ECG monitoring, it is safe to assume that alarm burden/fatigue

is exacerbated among nurses and providers from this type of alarm. Moreover, there is scant

evidence to support the clinical benefit of continuously monitoring for PVCs in the acute/criti-

cal care setting. Of note, many manufacturers offer PVC algorithms for many types of PVCs

(e.g., isolated, bigeminy, trigeminy, couplets, R-on-T, or VT>2); thus, adding to the complex-

ity of monitoring for PVCs and alarm burden. Future studies are needed to examine the clini-

cal significance of these PVCs in the hospitalized patients and whether enabling PVC alarms

from continuous ECG monitoring informs clinical care.

Finally, it is important to note that almost all of the studies in this scoping review were

observational; therefore, a causal relationship between PVCs and adverse patient outcomes

remains largely unknown. Comprehensive identification of PVCs using the ECG, while non-

invasive, can be somewhat challenging from both a technical and patient burden perspective

and are likely reflected in the study designs included in this review. For example, in a number
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of the studies, a snap shot 12-lead ECG was used to identify PVCs. Other ECG methods used

were 24- to 48-hour Holter recordings and in three studies PVCs were identified with an ICD.

All of these methods, with the exception of the ICD studies, represent relatively short time

windows of PVC assessment. Given newer ECG technology and wearables sensors that can be

worn for long periods of time with minimal patient burden could open up opportunities for

not only more comprehensive identification of PVCs, but as a way to assess interventions.

Although the studies included in this review provide important information on the clinical sig-

nificance of PVCs, there is still much to be learn about translating this knowledge into clinical

practice. For example, there are limited guideline-based data on the best approach for health-

care providers to take when encountering a patient with a PVC(s) on their 12-lead ECG or

PVCs during continuous ECG monitoring. With the growing evidence showing the potential

predictive value of PVCs and certain outcomes (e.g., CMP and HF), there is also a need for

studies to validate the predictive value of PVCs and its utilization to mitigate the potential

adverse consequences of PVCs.

Limitations

We acknowledge that this review has limitations. First, as mentioned above, a number of the

studies included in this scoping review are dated, with some from the 1970s to 1990s. There-

fore, the outcomes of these studies, which were influenced by clinical management at the time,

might not reflect current patient populations and/or management of PVCs in current clinical

practice. Nevertheless, this scoping review highlights the significant paradigm shifts over

decades concerning the clinical significance of PVCs. In the 1970s, PVCs were thought to have

a significant role in the development of lethal arrhythmias and risk of mortality, and therefore,

were aggressively treated with antiarrhythmic drugs. This practice changed following the pub-

lication of the CAST study in the early 1990s, thus, shifting the paradigm away from aggres-

sively treating PVCs. By the turn of the 21st century, however, researchers showed a plausible

association between PVCs and long-term poor outcomes, which has led to new PVC treatment

strategies in select patients. Given that patients are living longer and have co-occurring cardiac

co-morbidities, the impact of PVCs remains a relevant research topic in both community and

in-patient settings.

Second, we limited our search to studies published in English from four bibliographic data-

bases. Therefore, it is possible we missed studies that have been published in other languages,

or reports that are published outside of traditional peer-reviewed commercial publications

(grey literature). To account for grey literature, we searched the reference lists of available arti-

cles included.

Third, very few studies reported demographic and/or socioeconomic data. In addition, the

majority of the studies included mostly male participants, which could limit our knowledge on

whether sex differences play an important role in the association of PVCs and poor patient

outcomes. How PVCs might impact varied populations remains largely unknown and should

be explored in broader populations. For example, according to 2021 Heart Disease and Stroke

Statistics from the American Heart Association, the CVD mortality rate was highest among

non-Hispanic Black or African American people compared to other racial and ethnic groups

[126]. In this same report, Black or African American individuals 20 to 54 years of age had a

higher annual sex-adjusted incidence of first-ever ischemic stroke (128 per 100,000) than

White individuals (48 per 100,000). Similar disparities, while not as dramatic as seen among

Blacks or African Americans, are also observed among Native Americans, Hispanics and

Asian/Pacific Islanders when compared to their White counterparts. Based on a 2012 study,

between 2010 and 2050, the number of incident strokes is expected to more than double, with
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the majority of the increase among the elderly (�75 years of age) and minority groups. Given

the findings of the studies included in this scoping review showing the association of PVCs to

cardiovascular diseases, additional research is needed that examines PVCs in the aforemen-

tioned populations.

Finally, we were unable to perform a critical appraisal or examine publication bias because

of significant between-study design heterogeneity, research setting, patient population(s),

ECG data collection method, analysis approach and adverse outcomes of interest. Further-

more, almost all of the included studies were observational, and therefore, clear causal rela-

tionships between PVCs and patient outcomes remains unclear. However, because this was a

scoping review, heterogeneity was expected as our goal was to describe the available evidence

on this topic without paying strict attention to homogeneity across studies as one would do in

a systematic review. Despite this, our approach allowed us to examine this topic in a much

broader way, across settings (community- and hospital-based) and among patient populations

with- and without cardiac diseases, which will guide future research on this topic.

Conclusion

A very small number of dated studies, all hospital-based, have examined the diagnostic value

of PVCs without validation in contemporary patient populations; hence, no clear associations

can be drawn. However, there have been a number of published studies, in large cohorts fol-

lowed for years, on the prognostic value of PVCs. These studies were conducted across differ-

ent care settings (community and hospital), and in patients with and without cardiovascular

diseases. The findings from these studies show that PVCs are not entirely benign. PVCs mor-

phologies (e.g., multiform PVC, LBBB- or RBBB-type), frequency/burden, and setting

observed in, are associated with long-term adverse cardiovascular outcomes. This scoping

review identified areas for future research including: improved PVC assessment techniques

(i.e., newer ECG devices and sensor technology); evaluation in people of color, women, and

older individuals; hospital-based PVC monitoring; and studies designed to examine whether

there is a cause and effect association of PVCs with adverse patient outcomes.

Supporting information

S1 Table. Preferred reporting items for systematic reviews and meta-analysis extension for

scoping review (PRISMA-ScR) checklist.

(DOCX)

S2 Table. Database search results.

(DOCX)

S3 Table. Methodology and key findings of the included studies.

(DOCX)

Author Contributions

Conceptualization: Sukardi Suba.

Data curation: Sukardi Suba.

Formal analysis: Sukardi Suba.

Investigation: Michele M. Pelter.

Methodology: Sukardi Suba, Kirsten E. Fleischmann, Hildy Schell-Chaple, Priya Prasad, Greg-

ory M. Marcus, Xiao Hu, Michele M. Pelter.

PLOS ONE Clinical significance of premature ventricular complexes

PLOS ONE | https://doi.org/10.1371/journal.pone.0261712 December 23, 2021 20 / 28

http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0261712.s001
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0261712.s002
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0261712.s003
https://doi.org/10.1371/journal.pone.0261712


Resources: Sukardi Suba, Kirsten E. Fleischmann, Hildy Schell-Chaple, Priya Prasad, Gregory

M. Marcus, Xiao Hu, Michele M. Pelter.

Supervision: Kirsten E. Fleischmann, Hildy Schell-Chaple, Priya Prasad, Gregory M. Marcus,

Xiao Hu, Michele M. Pelter.

Validation: Sukardi Suba, Michele M. Pelter.

Visualization: Sukardi Suba.

Writing – original draft: Sukardi Suba.

Writing – review & editing: Sukardi Suba, Kirsten E. Fleischmann, Hildy Schell-Chaple, Priya

Prasad, Gregory M. Marcus, Xiao Hu, Michele M. Pelter.

References
1. Han J. Mechanisms of ventricular arrhythmias associated with myocardial infarction. The American

Journal of Cardiology. 1969; 24(6):800–813. https://doi.org/10.1016/0002-9149(69)90469-x PMID:

4188210

2. Issa ZF, Miller JM, Zipes DP. Chapter 1—Electrophysiological mechanisms of cardiac arrhythmias. In:

Issa ZF, Miller JM, Zipes DP, editors. Clinical arrhythmology and electrophysiology. Philadelphia: W.

B. Saunders; 2009:1–26.

3. Wit AL. Cellular electrophysiologic mechanisms of cardiac arrhythmias. Cardiol Clin. 1990; 8(3):393–

409. PMID: 2205382

4. Levine JH, Morganroth J, Kadish AH. Mechanisms and risk factors for proarrhythmia with type Ia com-

pared with Ic antiarrhythmic drug therapy. Circulation. 1989; 80(4):1063–1069. https://doi.org/10.

1161/01.cir.80.4.1063 PMID: 2676234

5. Mines GR. On dynamic equilibrium in the heart. J Physiol. 1913; 46(4–5):349–383. https://doi.org/10.

1113/jphysiol.1913.sp001596 PMID: 16993210

6. Schamroth L. The disorders of cardiac rhythm. 2nd ed. Oxford: Blackwell Scientific; 1980.

7. Drew BJ, Harris P, Zegre-Hemsey JK, Mammone T, Schindler D, Salas-Boni R, et al. Insights into the

problem of alarm fatigue with physiologic monitor devices: a comprehensive observational study of

consecutive intensive care unit patients. PLoS One. 2014; 9(10):e110274. https://doi.org/10.1371/

journal.pone.0110274 PMID: 25338067

8. Graham KC, Cvach M. Monitor alarm fatigue: Standardizing use of physiological monitors and

decreasing nuisance alarms. American Journal of Critical Care. 2010; 19(1):28–34. https://doi.org/10.

4037/ajcc2010651 PMID: 20045845

9. Turmel JW, Coke L, Catinella R, Hosford T, Majeski A. Alarm fatigue use of an evidence-based alarm

management strategy. Journal of Nursing Care Quality. 2017; 32(1):47–54. https://doi.org/10.1097/

NCQ.0000000000000223 PMID: 27500694

10. Kennedy HL, Whitlock JA, Sprague MK, Kennedy LJ, Buckingham TA, Goldberg RJ. Long-term fol-

low-up of asymptomatic healthy subjects with frequent and complex ventricular ectopy. The New

England Journal of Medicine. 1985; 312(4):193–197. https://doi.org/10.1056/NEJM198501243120401

PMID: 2578212

11. Simpson RJ Jr., Cascio WE, Schreiner PJ, Crow RS, Rautaharju PM, Heiss G. Prevalence of prema-

ture ventricular contractions in a population of African American and white men and women: the Ath-

erosclerosis Risk in Communities (ARIC) study. Am Heart J. 2002; 143(3):535–540. https://doi.org/10.

1067/mhj.2002.120298 PMID: 11868062

12. Ng GA. Treating patients with ventricular ectopic beats. Heart. 2006; 92(11):1707–1712. https://doi.

org/10.1136/hrt.2005.067843 PMID: 17041126

13. Lee V, Hemingway H, Harb R, Crake T, Lambiase P. The prognostic significance of premature ventric-

ular complexes in adults without clinically apparent heart disease: A meta-analysis and systematic

review. Heart. 2012; 98(17):1290–1298. https://doi.org/10.1136/heartjnl-2012-302005 PMID:

22781425

14. Lown B, Wolf M. Approaches to sudden death from coronary heart disease. Circulation. 1971; 44

(1):130–142. https://doi.org/10.1161/01.cir.44.1.130 PMID: 4104697

PLOS ONE Clinical significance of premature ventricular complexes

PLOS ONE | https://doi.org/10.1371/journal.pone.0261712 December 23, 2021 21 / 28

https://doi.org/10.1016/0002-9149%2869%2990469-x
http://www.ncbi.nlm.nih.gov/pubmed/4188210
http://www.ncbi.nlm.nih.gov/pubmed/2205382
https://doi.org/10.1161/01.cir.80.4.1063
https://doi.org/10.1161/01.cir.80.4.1063
http://www.ncbi.nlm.nih.gov/pubmed/2676234
https://doi.org/10.1113/jphysiol.1913.sp001596
https://doi.org/10.1113/jphysiol.1913.sp001596
http://www.ncbi.nlm.nih.gov/pubmed/16993210
https://doi.org/10.1371/journal.pone.0110274
https://doi.org/10.1371/journal.pone.0110274
http://www.ncbi.nlm.nih.gov/pubmed/25338067
https://doi.org/10.4037/ajcc2010651
https://doi.org/10.4037/ajcc2010651
http://www.ncbi.nlm.nih.gov/pubmed/20045845
https://doi.org/10.1097/NCQ.0000000000000223
https://doi.org/10.1097/NCQ.0000000000000223
http://www.ncbi.nlm.nih.gov/pubmed/27500694
https://doi.org/10.1056/NEJM198501243120401
http://www.ncbi.nlm.nih.gov/pubmed/2578212
https://doi.org/10.1067/mhj.2002.120298
https://doi.org/10.1067/mhj.2002.120298
http://www.ncbi.nlm.nih.gov/pubmed/11868062
https://doi.org/10.1136/hrt.2005.067843
https://doi.org/10.1136/hrt.2005.067843
http://www.ncbi.nlm.nih.gov/pubmed/17041126
https://doi.org/10.1136/heartjnl-2012-302005
http://www.ncbi.nlm.nih.gov/pubmed/22781425
https://doi.org/10.1161/01.cir.44.1.130
http://www.ncbi.nlm.nih.gov/pubmed/4104697
https://doi.org/10.1371/journal.pone.0261712


15. Cardiac Arrhythmia Suppression Trial Investigators. Preliminary report: Effect of encainide and flecai-

nide on mortality in a randomized trial of arrhythmia suppression after myocardial infarction. New

England Journal of Medicine. 1989; 321(6):406–412.

16. Feder S, Funk M. Over-monitoring and alarm fatigue: For whom do the bells toll? Heart Lung. 2013; 42

(6):395–396. https://doi.org/10.1016/j.hrtlng.2013.09.001 PMID: 24183197

17. Sandau KE, Funk M, Auerbach A, Barsness GW, Blum K, Cvach M, et al. Update to practice standards

for electrocardiographic monitoring in hospital settings: A scientific statement from the American Heart

Association. Circulation. 2017; 136(19):e273–e344. https://doi.org/10.1161/CIR.0000000000000527

PMID: 28974521

18. Winters BD, Cvach MM, Bonafide CP, Hu X, Konkani A, O’Connor MF, et al. Technological distrac-

tions (part 2): A summary of approaches to manage clinical alarms with intent to reduce alarm fatigue.

Critical Care Medicine. 2018; 46(1):130–137. https://doi.org/10.1097/CCM.0000000000002803

PMID: 29112077

19. Brienesse SC, Sverdlov AL. Premature ventricular complexes: Benign, pathogenic or just a marker of

myocardial disease? Heart Lung Circ. 2019; 28(3):351–353. https://doi.org/10.1016/j.hlc.2019.01.001

PMID: 30712655

20. Gerstenfeld EP, De Marco T. Premature ventricular contractions. Circulation. 2019; 140(8):624–626.

https://doi.org/10.1161/CIRCULATIONAHA.119.040015 PMID: 31424993

21. Pedersen CT, Kay GN, Kalman J, et al. EHRA/HRS/APHRS expert consensus on ventricular arrhyth-

mias. Europace. 2014; 16(9):1257–1283. https://doi.org/10.1093/europace/euu194 PMID: 25172618

22. Priori SG, Blomstrom-Lundqvist C, Mazzanti A, Blom N, Borggrefe M, Camm J, et al. 2015 ESC

Guidelines for the management 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. https://doi.org/10.1093/europace/euv319 PMID: 26318695

23. Al-Khatib SM, Stevenson WG, Ackerman MJ, Bryant WJ, Callans DJ, Curtis AB, et al. 2017 AHA/

ACC/HRS guideline for management of patients with ventricular arrhythmias and the prevention of

sudden cardiac death: Executive summary: A Report of the American College of Cardiology/American

Heart Association Task Force on Clinical Practice Guidelines and the Heart Rhythm Society. Heart

Rhythm. 2018; 15(10):e190–e252. https://doi.org/10.1016/j.hrthm.2017.10.035 PMID: 29097320

24. Arnar DO, Mairesse GH, Boriani G, Calkins H, Chin A, Coats A, et al. Management of asymptomatic

arrhythmias: a European Heart Rhythm Association (EHRA) consensus document, endorsed by the

Heart Failure Association (HFA), Heart Rhythm Society (HRS), Asia Pacific Heart Rhythm Society

(APHRS), Cardiac Arrhythmia Society of Southern Africa (CASSA), and Latin America Heart Rhythm

Society (LAHRS). Europace. 2019.

25. Marcus GM. Evaluation and management of premature ventricular complexes. Circulation. 2020; 141

(17):1404–1418. https://doi.org/10.1161/CIRCULATIONAHA.119.042434 PMID: 32339046

26. Ataklte F, Erqou S, Laukkanen J, Kaptoge S. Meta-analysis of ventricular premature complexes and

their relation to cardiac mortality in general populations. The American Journal of Cardiology. 2013;

112(8):1263–1270. https://doi.org/10.1016/j.amjcard.2013.05.065 PMID: 23927786

27. Kim J, Kwon M, Chang J, Harris D, Gerson MC, Hwang SS, et al. Meta-analysis of prognostic implica-

tions of exercise-induced ventricular premature complexes in the general population. The American

Journal of Cardiology. 2016; 118(5):725–732. https://doi.org/10.1016/j.amjcard.2016.06.007 PMID:

27394411

28. Suba S, Pelter MM. Clinical significance of premature ventricular contraction among adult patients:

Protocol for a scoping review. Syst Rev. 2019; 8(1):254. https://doi.org/10.1186/s13643-019-1168-4

PMID: 31675996

29. Arksey HOM L. Scoping studies: Towards a methodological framework. International Journal of Social

Research Methodology. 2005; 8(1):14.

30. The Joanna Briggs Institute. Joanna Briggs Institute reviewers’ manual: 2015 edition / Supplement.

Adelaide: The Joanna Briggs Institute; 2015.

31. Tricco AC, Lillie E, Zarin W, O’Brien KK, Colquhoun H, Levac D, et al. PRISMA extension for scoping

reviews (PRISMA-ScR): Checklist and explanation. Ann Intern Med. 2018; 169(7):467–473. https://

doi.org/10.7326/M18-0850 PMID: 30178033

32. Moher D, Liberati A, Tetzlaff J, Altman DG, Group P. Preferred reporting items for systematic reviews

and meta-analyses: the PRISMA statement. BMJ. 2009; 339:b2535. https://doi.org/10.1136/bmj.

b2535 PMID: 19622551

PLOS ONE Clinical significance of premature ventricular complexes

PLOS ONE | https://doi.org/10.1371/journal.pone.0261712 December 23, 2021 22 / 28

https://doi.org/10.1016/j.hrtlng.2013.09.001
http://www.ncbi.nlm.nih.gov/pubmed/24183197
https://doi.org/10.1161/CIR.0000000000000527
http://www.ncbi.nlm.nih.gov/pubmed/28974521
https://doi.org/10.1097/CCM.0000000000002803
http://www.ncbi.nlm.nih.gov/pubmed/29112077
https://doi.org/10.1016/j.hlc.2019.01.001
http://www.ncbi.nlm.nih.gov/pubmed/30712655
https://doi.org/10.1161/CIRCULATIONAHA.119.040015
http://www.ncbi.nlm.nih.gov/pubmed/31424993
https://doi.org/10.1093/europace/euu194
http://www.ncbi.nlm.nih.gov/pubmed/25172618
https://doi.org/10.1093/europace/euv319
http://www.ncbi.nlm.nih.gov/pubmed/26318695
https://doi.org/10.1016/j.hrthm.2017.10.035
http://www.ncbi.nlm.nih.gov/pubmed/29097320
https://doi.org/10.1161/CIRCULATIONAHA.119.042434
http://www.ncbi.nlm.nih.gov/pubmed/32339046
https://doi.org/10.1016/j.amjcard.2013.05.065
http://www.ncbi.nlm.nih.gov/pubmed/23927786
https://doi.org/10.1016/j.amjcard.2016.06.007
http://www.ncbi.nlm.nih.gov/pubmed/27394411
https://doi.org/10.1186/s13643-019-1168-4
http://www.ncbi.nlm.nih.gov/pubmed/31675996
https://doi.org/10.7326/M18-0850
https://doi.org/10.7326/M18-0850
http://www.ncbi.nlm.nih.gov/pubmed/30178033
https://doi.org/10.1136/bmj.b2535
https://doi.org/10.1136/bmj.b2535
http://www.ncbi.nlm.nih.gov/pubmed/19622551
https://doi.org/10.1371/journal.pone.0261712


33. Chiang BN, Perlman LV, Ostrander LD Jr., Epstein FH. Relationship of premature systoles to coronary

heart disease and sudden death in the Tecumseh epidemiologic study. Ann Intern Med. 1969; 70

(6):1159–1166. https://doi.org/10.7326/0003-4819-70-6-1159 PMID: 4182784

34. Desai DC, Hershberg PI, Alexander S. Clinical significance of ventricular premature beats in an outpa-

tient population. Chest. 1973; 64(5):564–569. https://doi.org/10.1378/chest.64.5.564 PMID: 4127215

35. Ruberman W, Weinblatt E, Goldberg JD, Frank CW, Shapiro S. Ventricular premature beats and mor-

tality after myocardial-infarction. New England Journal of Medicine. 1977; 297(14):750–757. https://

doi.org/10.1056/NEJM197710062971404 PMID: 70750

36. Boudoulas H, Dervenagas S, Schaal SF, Lewis RP, Dalamangas G. Malignant premature ventricular

beats in ambulatory patients. Annals of Internal Medicine. 1979; 91(5):723–726. https://doi.org/10.

7326/0003-4819-91-5-723 PMID: 91336

37. Rabkin SW, Mathewson FA, Tate RB. Relationship of ventricular ectopy in men without apparent heart

disease to occurrence of ischemic heart disease and sudden death. Am Heart J. 1981; 101(2):135–

142. https://doi.org/10.1016/0002-8703(81)90655-4 PMID: 7468414

38. Abdalla ISH, Prineas RJ, Neaton JD, Jacobs DR Jr, Crow RS. Relation between ventricular premature

complexes and sudden cardiac death in apparently healthy men. American Journal of Cardiology.

1987; 60(13):1036–1042. https://doi.org/10.1016/0002-9149(87)90348-1 PMID: 3673904

39. Dabrowski A, Kramarz E, Piotrowicz R. Dispersion of QT interval in premature ventricular beats as a

marker of susceptibility to arrhythmic events. Journal of Cardiovascular Risk. 1998; 5(2):97–101.

PMID: 9821062

40. Dabrowski A, Kramarz E, Piotrowicz R. Dispersion of QT interval following ventricular premature beats

and mortality after myocardial infarction. Cardiology. 1999; 91(2):75–80. https://doi.org/10.1159/

000006883 PMID: 10449876

41. Jouven X, Zureik M, Desnos M, Courbon D, Ducimetiere P. Long-term outcome in asymptomatic men

with exercise-induced premature ventricular depolarizations. The New England Journal of Medicine.

2000; 343(12):826–833. https://doi.org/10.1056/NEJM200009213431201 PMID: 10995861

42. Hatanaka K, Fujinami A, Nishimoto Y, Ito N, Kobayashi M. The association between the pattern of pre-

mature ventricular contractions and heart diseases: Assessment of routine electrocardiography in

health examinations. Journal of Occupational Health. 2002; 44(5):343–347.

43. Morshedi-Meibodi A, Evans JC, Levy D, Larson MG, Vasan RS. Clinical correlates and prognostic sig-

nificance of exercise-induced ventricular premature beats in the community—The Framingham Heart

Study. Circulation. 2004; 109(20):2417–2422. https://doi.org/10.1161/01.CIR.0000129762.41889.41

PMID: 15148273

44. Carrim ZI, Khan AA. Mean frequency of premature ventricular complexes as predictor of malignant

ventricular arrhythmias. Mount Sinai Journal of Medicine. 2005; 72(6):374–380. PMID: 16358161

45. Massing MW, Simpson RJ Jr., Rautaharju PM, Schreiner PJ, Crow R, Heiss G. Usefulness of ventricu-

lar premature complexes to predict coronary heart disease events and mortality (from the Atheroscle-

rosis Risk In Communities cohort). The American Journal of Cardiology. 2006; 98(12):1609–1612.

https://doi.org/10.1016/j.amjcard.2006.06.061 PMID: 17145219

46. Meine TJ, Patel MR, Shaw LK, Borges-Neto S, Meine TJ, Patel MR, et al. Relation of ventricular pre-

mature complexes during recovery from a myocardial perfusion exercise stress test to myocardial

ischemia. American Journal of Cardiology. 2006; 97(11):1570–1572. https://doi.org/10.1016/j.

amjcard.2005.12.045 PMID: 16728215

47. Sajadieh A, Nielsen OW, Rasmussen V, Hein HO, Frederiksen BS, Davanlou M, et al. Ventricular

arrhythmias and risk of death and acute myocardial infarction in apparently healthy subjects of age >or

= 55 years. The American Journal of Cardiology. 2006; 97(9):1351–1357. https://doi.org/10.1016/j.

amjcard.2005.11.067 PMID: 16635610

48. Topaloglu S, Aras D, Cagli K, Yildiz A, Cagirci G, Cay S, et al. Evaluation of left ventricular diastolic

functions in patients with frequent premature ventricular contractions from right ventricular outflow

tract. Heart and Vessels. 2007; 22(5):328–334. https://doi.org/10.1007/s00380-007-0978-9 PMID:

17879025

49. Niwano S, Wakisaka Y, Niwano H, Fukaya H, Kurokawa S, Kiryu M, et al. Prognostic significance of

frequent premature ventricular contractions originating from the ventricular outflow tract in patients

with normal left ventricular function. Heart. 2009; 95(15):1230–1237. https://doi.org/10.1136/hrt.2008.

159558 PMID: 19429571

50. Agarwal SK, Heiss G, Rautaharju PM, Shahar E, Massing MW, Simpson RJ Jr Premature ventricular

complexes and the risk of incident stroke: the Atherosclerosis Risk In Communities (ARIC) Study.

Stroke. 2010; 41(4):588–593. https://doi.org/10.1161/STROKEAHA.109.567800 PMID: 20167922

PLOS ONE Clinical significance of premature ventricular complexes

PLOS ONE | https://doi.org/10.1371/journal.pone.0261712 December 23, 2021 23 / 28

https://doi.org/10.7326/0003-4819-70-6-1159
http://www.ncbi.nlm.nih.gov/pubmed/4182784
https://doi.org/10.1378/chest.64.5.564
http://www.ncbi.nlm.nih.gov/pubmed/4127215
https://doi.org/10.1056/NEJM197710062971404
https://doi.org/10.1056/NEJM197710062971404
http://www.ncbi.nlm.nih.gov/pubmed/70750
https://doi.org/10.7326/0003-4819-91-5-723
https://doi.org/10.7326/0003-4819-91-5-723
http://www.ncbi.nlm.nih.gov/pubmed/91336
https://doi.org/10.1016/0002-8703%2881%2990655-4
http://www.ncbi.nlm.nih.gov/pubmed/7468414
https://doi.org/10.1016/0002-9149%2887%2990348-1
http://www.ncbi.nlm.nih.gov/pubmed/3673904
http://www.ncbi.nlm.nih.gov/pubmed/9821062
https://doi.org/10.1159/000006883
https://doi.org/10.1159/000006883
http://www.ncbi.nlm.nih.gov/pubmed/10449876
https://doi.org/10.1056/NEJM200009213431201
http://www.ncbi.nlm.nih.gov/pubmed/10995861
https://doi.org/10.1161/01.CIR.0000129762.41889.41
http://www.ncbi.nlm.nih.gov/pubmed/15148273
http://www.ncbi.nlm.nih.gov/pubmed/16358161
https://doi.org/10.1016/j.amjcard.2006.06.061
http://www.ncbi.nlm.nih.gov/pubmed/17145219
https://doi.org/10.1016/j.amjcard.2005.12.045
https://doi.org/10.1016/j.amjcard.2005.12.045
http://www.ncbi.nlm.nih.gov/pubmed/16728215
https://doi.org/10.1016/j.amjcard.2005.11.067
https://doi.org/10.1016/j.amjcard.2005.11.067
http://www.ncbi.nlm.nih.gov/pubmed/16635610
https://doi.org/10.1007/s00380-007-0978-9
http://www.ncbi.nlm.nih.gov/pubmed/17879025
https://doi.org/10.1136/hrt.2008.159558
https://doi.org/10.1136/hrt.2008.159558
http://www.ncbi.nlm.nih.gov/pubmed/19429571
https://doi.org/10.1161/STROKEAHA.109.567800
http://www.ncbi.nlm.nih.gov/pubmed/20167922
https://doi.org/10.1371/journal.pone.0261712


51. Baman TS, Lange DC, Ilg KJ, Gupta SK, Liu TY, Alguire C, et al. Relationship between burden of pre-

mature ventricular complexes and left ventricular function. Heart Rhythm. 2010; 7(7):865–869. https://

doi.org/10.1016/j.hrthm.2010.03.036 PMID: 20348027

52. Hirose H, Ishikawa S, Gotoh T, Kabutoya T, Kayaba K, Kajii E. Cardiac mortality of premature ventric-

ular complexes in healthy people in Japan. Journal of Cardiology. 2010; 56(1):23–26. https://doi.org/

10.1016/j.jjcc.2010.01.005 PMID: 20350513

53. Le VV, Mitiku T, Hadley D, Myers J, Froelicher VF, Le VV, al. Rest premature ventricular contractions

on routine ECG and prognosis in heart failure patients. Annals of Noninvasive Electrocardiology.

2010; 15(1):56–62. https://doi.org/10.1111/j.1542-474X.2009.00340.x PMID: 20146783

54. Cheriyath P, He F, Peters I, Li X, Alagona P. Jr., Wu C, et al. Relation of atrial and/or ventricular pre-

mature complexes on a two-minute rhythm strip to the risk of sudden cardiac death (the Atherosclero-

sis Risk in Communities [ARIC] study). The American Journal of Cardiology. 2011; 107(2):151–155.

https://doi.org/10.1016/j.amjcard.2010.09.002 PMID: 21211594

55. Munoz FDC, Syed FF, Noheria A, Cha YM, Friedman PA, Hammill SC, et al. Characteristics of prema-

ture ventricular complexes as correlates of reduced left ventricular systolic function: Study of the bur-

den, duration, coupling interval, morphology and site of origin of PVCs. Journal of Cardiovascular

Electrophysiology. 2011; 22(7):791–798. https://doi.org/10.1111/j.1540-8167.2011.02021.x PMID:

21332870

56. Agarwal SK, Simpson RJ Jr., Rautaharju, Alonso A, Shahar E, Massing M, et al. Relation of ventricular

premature complexes to heart failure (from the Atherosclerosis Risk In Communities [ARIC] Study).

The American Journal of Cardiology. 2012; 109(1):105–109. https://doi.org/10.1016/j.amjcard.2011.

08.009 PMID: 21945138

57. Ofoma U, He F, Shaffer ML, Naccarelli GV, Liao D. Premature cardiac contractions and risk of incident

ischemic stroke. Journal of the American Heart Association. 2012; 1(5). https://doi.org/10.1161/JAHA.

112.002519 PMID: 23316293

58. Yokokawa M, Kim HM, Good E, Chugh A, Pelosi F. Jr, Alguire C, et al. Relation of symptoms and

symptom duration to premature ventricular complex-induced cardiomyopathy. Heart Rhythm. 2012; 9

(1):92–95. https://doi.org/10.1016/j.hrthm.2011.08.015 PMID: 21855522

59. Yokokawa M, Kim HM, Good E, Crawford T, Chugh A, Pelosi F. Jr, et al. Impact of QRS duration of fre-

quent premature ventricular complexes on the development of cardiomyopathy. Heart Rhythm. 2012;

9(9):1460–1464. https://doi.org/10.1016/j.hrthm.2012.04.036 PMID: 22542704

60. Ban JE, Park HC, Park JS, Nagamoto Y, Choi JI, Lim HE, et al. Electrocardiographic and electrophysi-

ological characteristics of premature ventricular complexes associated with left ventricular dysfunction

in patients without structural heart disease. Europace. 2013; 15(5):735–741. https://doi.org/10.1093/

europace/eus371 PMID: 23194696

61. Ephrem G, Levine M, Friedmann P, Schweitzer P. The prognostic significance of frequency and mor-

phology of premature ventricular complexes during ambulatory Holter monitoring. Annals of Noninva-

sive Electrocardiology. 2013; 18(2):118–125. https://doi.org/10.1111/anec.12010 PMID: 23530481

62. Barutcu A, Gazi E, Temiz A, Bekler A, Altun B, Kirilmaz B, et al. Assessment of left-atrial strain param-

eters in patients with frequent ventricular ectopic beats without structural heart disease. The Interna-

tional Journal of Cardiovascular Imaging. 2014; 30(6):1027–1036. https://doi.org/10.1007/s10554-

014-0423-y PMID: 24752954

63. Cozma D, Streian CG, Petrescu L, Mornos C. Subclinical left atrium remodelling in patients with fre-

quent premature ventricular contractions. Kardiologia Polska. 2014; 72(11):1141–1147. https://doi.

org/10.5603/KP.a2014.0133 PMID: 25522754

64. Lee Y-H, Zhong L, Roger VL, Asirvatham SJ, Shen W-K, Slusser JP, et al. Frequency, origin, and out-

come of ventricular premature complexes in patients with or without heart diseases. American Journal

of Cardiology. 2014; 114(9):1373–1378. https://doi.org/10.1016/j.amjcard.2014.07.072 PMID:

25205629

65. Park Y, Kim S, Shin J, Oh AR, Shin EJ, Lee JH, et al. Frequent premature ventricular complex is asso-

ciated with left atrial enlargement in patients with normal left ventricular ejection fraction. Pacing and

Clinical Electrophysiology. 2014; 37(11):1455–1461. https://doi.org/10.1111/pace.12447 PMID:

25039981

66. Pol LC, Deyell MW, Frankel DS, Benhayon D, Squara F, Chik W, et al. Ventricular premature depolari-

zation QRS duration as a new marker of risk for the development of ventricular premature depolariza-

tion-induced cardiomyopathy. Heart Rhythm. 2014; 11(2):299–306. https://doi.org/10.1016/j.hrthm.

2013.10.055 PMID: 24184787

67. Qureshi W, Shah AJ, Salahuddin T, Soliman EZ. Long-term mortality risk in individuals with atrial or

ventricular premature complexes (results from the Third National Health and Nutrition Examination

PLOS ONE Clinical significance of premature ventricular complexes

PLOS ONE | https://doi.org/10.1371/journal.pone.0261712 December 23, 2021 24 / 28

https://doi.org/10.1016/j.hrthm.2010.03.036
https://doi.org/10.1016/j.hrthm.2010.03.036
http://www.ncbi.nlm.nih.gov/pubmed/20348027
https://doi.org/10.1016/j.jjcc.2010.01.005
https://doi.org/10.1016/j.jjcc.2010.01.005
http://www.ncbi.nlm.nih.gov/pubmed/20350513
https://doi.org/10.1111/j.1542-474X.2009.00340.x
http://www.ncbi.nlm.nih.gov/pubmed/20146783
https://doi.org/10.1016/j.amjcard.2010.09.002
http://www.ncbi.nlm.nih.gov/pubmed/21211594
https://doi.org/10.1111/j.1540-8167.2011.02021.x
http://www.ncbi.nlm.nih.gov/pubmed/21332870
https://doi.org/10.1016/j.amjcard.2011.08.009
https://doi.org/10.1016/j.amjcard.2011.08.009
http://www.ncbi.nlm.nih.gov/pubmed/21945138
https://doi.org/10.1161/JAHA.112.002519
https://doi.org/10.1161/JAHA.112.002519
http://www.ncbi.nlm.nih.gov/pubmed/23316293
https://doi.org/10.1016/j.hrthm.2011.08.015
http://www.ncbi.nlm.nih.gov/pubmed/21855522
https://doi.org/10.1016/j.hrthm.2012.04.036
http://www.ncbi.nlm.nih.gov/pubmed/22542704
https://doi.org/10.1093/europace/eus371
https://doi.org/10.1093/europace/eus371
http://www.ncbi.nlm.nih.gov/pubmed/23194696
https://doi.org/10.1111/anec.12010
http://www.ncbi.nlm.nih.gov/pubmed/23530481
https://doi.org/10.1007/s10554-014-0423-y
https://doi.org/10.1007/s10554-014-0423-y
http://www.ncbi.nlm.nih.gov/pubmed/24752954
https://doi.org/10.5603/KP.a2014.0133
https://doi.org/10.5603/KP.a2014.0133
http://www.ncbi.nlm.nih.gov/pubmed/25522754
https://doi.org/10.1016/j.amjcard.2014.07.072
http://www.ncbi.nlm.nih.gov/pubmed/25205629
https://doi.org/10.1111/pace.12447
http://www.ncbi.nlm.nih.gov/pubmed/25039981
https://doi.org/10.1016/j.hrthm.2013.10.055
https://doi.org/10.1016/j.hrthm.2013.10.055
http://www.ncbi.nlm.nih.gov/pubmed/24184787
https://doi.org/10.1371/journal.pone.0261712


Survey). American Journal of Cardiology. 2014; 114(1):59–64. https://doi.org/10.1016/j.amjcard.2014.

04.005 PMID: 24819898

68. Yang J, Dudum R, Mandyam MC, Marcus GM. Characteristics of unselected high-burden premature

ventricular contraction patients. Pacing & Clinical Electrophysiology. 2014; 37(12):1671–1680. https://

doi.org/10.1111/pace.12476 PMID: 25081578

69. Agarwal SK, Chao J, Peace F, Judd SE, Kissela B, Kleindorfer D, et al. Premature ventricular com-

plexes on screening electrocardiogram and risk of ischemic stroke. Stroke (00392499). 2015; 46

(5):1365–1367. https://doi.org/10.1161/STROKEAHA.114.008447 PMID: 25873602

70. Dukes JW, Dewland TA, Vittinghoff E, Mandyam MC, Heckbert SR, Siscovick DS, et al. Ventricular

ectopy as a predictor of heart failure and death. Journal of the American College of Cardiology. 2015;

66(2):101–109. https://doi.org/10.1016/j.jacc.2015.04.062 PMID: 26160626

71. Lin CY, Chang SL, Lin YJ, Lo LW, Chung FP, Chen YY, et al. Long-term outcome of multiform prema-

ture ventricular complexes in structurally normal heart. International Journal of Cardiology. 2015;

180:80–85. https://doi.org/10.1016/j.ijcard.2014.11.110 PMID: 25438221

72. Bas HD, Baser K, Hoyt J, Yokokawa M, LaBounty T, Morady F, et al. Effect of circadian variability in

frequency of premature ventricular complexes on left ventricular function. Heart Rhythm. 2016; 13

(1):98–102. https://doi.org/10.1016/j.hrthm.2015.07.038 PMID: 26247319

73. Nguyen KT, Vittinghoff E, Dewland TA, Dukes JW, Soliman EZ, Stein PK, et al. Ectopy on a single 12-

Lead ECG, incident cardiac myopathy, and death in the community. Journal of the American Heart

Association. 2017; 6(8):1-N.PAG.

74. Agarwal V, Vittinghoff E, Whitman IR, Dewland TA, Dukes JW, Marcus GM. Relation between ventric-

ular premature complexes and incident heart failure. American Journal of Cardiology. 2017; 119

(8):1238–1242. https://doi.org/10.1016/j.amjcard.2016.12.029 PMID: 28214002

75. Lin CY, Chang SL, Lin YJ, Chen YY, Lo LW, Hu YF, et al. An observational study on the effect of pre-

mature ventricular complex burden on long-term outcome. Medicine. 2017; 96(1):e5476. https://doi.

org/10.1097/MD.0000000000005476 PMID: 28072689

76. Sheldon SH, Latchamsetty R, Morady F, Bogun F. Catheter ablation in patients with pleomorphic, idio-

pathic, premature ventricular complexes. Heart Rhythm. 2017; 14(11):1623–1628. https://doi.org/10.

1016/j.hrthm.2017.06.028 PMID: 28648668

77. Aviles-Rosales J, Ilarraza-Lomeli H, Garcia-Saldivia M, Rojano-Castillo J, Rius-Suarez MD, Nunez-

Urquiza JP, et al. Association between premature ventricular complexes during exercise, long-term

occurrence of life-threatening arrhythmia and mortality. Archivos de Cardiologia de Mexico. 2018; 88

(5):354–359. https://doi.org/10.1016/j.acmx.2017.07.004 PMID: 28818336

78. Bière L, Mezdad T-H, Dupuis J-M, Vervueren L, Rakotonirina H, Prunier F, et al. Long-term prognostic

significance of right bundle-branch morphology ventricular ectopy induced during stress test in

patients with intermediate to high probability of coronary artery disease. Europace. 2018; 20(3):528–

534. https://doi.org/10.1093/europace/euw413 PMID: 28170028

79. Li Z, Zhao S, Chen K, Su Y, Hua W, Chen S, et al. Prognostic significance of frequent premature ven-

tricular complex early after implantation among patients with implantable cardioverter defibrillator.

Journal of Electrocardiology. 2018; 51(5):898–905. https://doi.org/10.1016/j.jelectrocard.2018.06.004

PMID: 30177337

80. Ruwald AC, Aktas MK, Ruwald MH, Kutyifa V, McNitt S, Jons C, et al. Postimplantation ventricular

ectopic burden and clinical outcomes in cardiac resynchronization therapy-defibrillator patients: A

MADIT-CRT substudy. Annals of Noninvasive Electrocardiology. 2018; 23(2). https://doi.org/10.1111/

anec.12491 PMID: 28940909

81. Su Y, Xia M, Cao J, Gao Q. Cardiac characteristics in the premature ventricular contraction patients

with or without ventricular tachycardia. International Journal of Clinical and Experimental Medicine.

2018; 11(6):6106–6112.

82. Altıntaş B, Özkalaycı F, Çinier G, Kaya İ, Aktan A, Küp A, et al. The effect of idiopathic premature ven-

tricular complexes on left ventricular ejection fraction. Annals of Noninvasive Electrocardiology. 2019.

https://doi.org/10.1111/anec.12702 PMID: 31542896

83. Schulze RA, Strauss HW, Pitt B. Sudden-death in year following myocardial-infarction—Relation to

ventricular premature contractions in late hospital phase and left-ventricular ejection fraction. Ameri-

can Journal of Medicine. 1977; 62(2):192–199.

84. Moss AJ, Davis HT, DeCamilla J, Bayer LW. Ventricular ectopic beats and their relation to sudden and

nonsudden cardiac death after myocardial infarction. Circulation. 1979; 60(5):998–1003. https://doi.

org/10.1161/01.cir.60.5.998 PMID: 487558

85. Rengo F, Trimarco B, Chiariello M, Morrone G, Volpe M, Ricciardelli B, et al. Incidence of sudden-

death among patients with premature ventricular contractions—Epidemiological-study. Japanese

Heart Journal. 1979; 20(4):385–394. https://doi.org/10.1536/ihj.20.385 PMID: 470137

PLOS ONE Clinical significance of premature ventricular complexes

PLOS ONE | https://doi.org/10.1371/journal.pone.0261712 December 23, 2021 25 / 28

https://doi.org/10.1016/j.amjcard.2014.04.005
https://doi.org/10.1016/j.amjcard.2014.04.005
http://www.ncbi.nlm.nih.gov/pubmed/24819898
https://doi.org/10.1111/pace.12476
https://doi.org/10.1111/pace.12476
http://www.ncbi.nlm.nih.gov/pubmed/25081578
https://doi.org/10.1161/STROKEAHA.114.008447
http://www.ncbi.nlm.nih.gov/pubmed/25873602
https://doi.org/10.1016/j.jacc.2015.04.062
http://www.ncbi.nlm.nih.gov/pubmed/26160626
https://doi.org/10.1016/j.ijcard.2014.11.110
http://www.ncbi.nlm.nih.gov/pubmed/25438221
https://doi.org/10.1016/j.hrthm.2015.07.038
http://www.ncbi.nlm.nih.gov/pubmed/26247319
https://doi.org/10.1016/j.amjcard.2016.12.029
http://www.ncbi.nlm.nih.gov/pubmed/28214002
https://doi.org/10.1097/MD.0000000000005476
https://doi.org/10.1097/MD.0000000000005476
http://www.ncbi.nlm.nih.gov/pubmed/28072689
https://doi.org/10.1016/j.hrthm.2017.06.028
https://doi.org/10.1016/j.hrthm.2017.06.028
http://www.ncbi.nlm.nih.gov/pubmed/28648668
https://doi.org/10.1016/j.acmx.2017.07.004
http://www.ncbi.nlm.nih.gov/pubmed/28818336
https://doi.org/10.1093/europace/euw413
http://www.ncbi.nlm.nih.gov/pubmed/28170028
https://doi.org/10.1016/j.jelectrocard.2018.06.004
http://www.ncbi.nlm.nih.gov/pubmed/30177337
https://doi.org/10.1111/anec.12491
https://doi.org/10.1111/anec.12491
http://www.ncbi.nlm.nih.gov/pubmed/28940909
https://doi.org/10.1111/anec.12702
http://www.ncbi.nlm.nih.gov/pubmed/31542896
https://doi.org/10.1161/01.cir.60.5.998
https://doi.org/10.1161/01.cir.60.5.998
http://www.ncbi.nlm.nih.gov/pubmed/487558
https://doi.org/10.1536/ihj.20.385
http://www.ncbi.nlm.nih.gov/pubmed/470137
https://doi.org/10.1371/journal.pone.0261712


86. Sclarovsky S, Strasberg B, Lahav M, Lewin RF, Agmon J. Premature ventricular contractions in acute

myocardial-infarction—Correlation between their origin and the location of infarction. Journal of Elec-

trocardiology. 1979; 12(2):157–161. https://doi.org/10.1016/s0022-0736(79)80024-2 PMID: 458285

87. Lichtenberg SB, Schwartz MJ, Case RB. Value of premature ventricular contraction morphology in the

detection of myocardial-infarction. Journal of Electrocardiology. 1980; 13(2):167–171. https://doi.org/

10.1016/s0022-0736(80)80049-5 PMID: 7365358

88. Dash H, Ciotola TJ. Morphology of ventricular premature beats as an aid in the electrocardiographic

diagnosis of myocardial-infarction. American Journal of Cardiology. 1983; 52(5):458–461. https://doi.

org/10.1016/0002-9149(83)90007-3 PMID: 6193699

89. Bigger JT Jr, Fleiss JL, Kleiger R, Miller JP, Rolnitzky LM. The relationships among ventricular arrhyth-

mias, left ventricular dysfunction, and mortality in the 2 years after myocardial infarction. Circulation.

1984; 69(2):250–258. https://doi.org/10.1161/01.cir.69.2.250 PMID: 6690098

90. Kostis JB, Byington R, Friedman LM, Goldstein S, Furberg C. Prognostic significance of ventricular

ectopic activity in survivors of acute myocardial infarction. Journal of the American College of Cardiol-

ogy. 1987; 10(2):231–242. https://doi.org/10.1016/s0735-1097(87)80001-3 PMID: 2439559

91. Minisi AJ, Mukharji J, Rehr RB, Lewis SA, Richardson DW, Romhilt DW, et al. Association between

extent of coronary artery disease and ventricular premature beat frequency after myocardial infarction.

American Heart Journal. 1988; 115(6):1198–1201. https://doi.org/10.1016/0002-8703(88)90008-7

PMID: 2454023

92. Rasmussen V, Pedersen NT, Hougaard P, Hansen JF. Significance of ventricular ectopic activity in

the early recovery phase of acute myocardial infarction. Acta Medica Scandinavica. 1988; 224

(5):431–437. https://doi.org/10.1111/j.0954-6820.1988.tb19607.x PMID: 3202013

93. Moulton KP, Medcalf T, Lazzara R. Premature ventricular complex morphology: A marker for left ven-

tricular structure and function. Circulation. 1990; 81(4):1245–1251. https://doi.org/10.1161/01.cir.81.4.

1245 PMID: 1690614

94. Wilson AC, Kostis JB. The prognostic significance of very low-frequency ventricular ectopic activity in

survivors of acute myocardial-infarction. Chest. 1992; 102(3):732–736. https://doi.org/10.1378/chest.

102.3.732 PMID: 1381305

95. Fujimoto Y, Hirokane Y, Fukuki M, Doi T, Shirota K, Kotake H, et al. Characteristics of ventricular pre-

mature contractions and their clinical course. Japanese Circulation Journal. 1994; 58(3):190–198.

https://doi.org/10.1253/jcj.58.190 PMID: 7516985

96. Statters DJ, Malik M, Redwood S, Hnatkova K, Staunton A, Camm AJ. Use of ventricular premature

complexes for risk stratification after acute myocardial infarction in the thrombolytic era. American

Journal of Cardiology. 1996; 77(2):133–138. https://doi.org/10.1016/s0002-9149(96)90582-2 PMID:

8546079

97. Vaage-Nilsen M, Rasmussen V, Hansen JF, Hagerup L, Sørensen MB, Pedersen-Bjergaard O, et al.

Prognostic implications of ventricular ectopy one week, one month, and sixteen months after an acute

myocardial infarction. Clinical Cardiology. 1998; 21(12):905–911. https://doi.org/10.1002/clc.

4960211209 PMID: 9853183

98. Dabrowski A, Kramarz E, Piotrowicz R, Kubik L. Predictive power of increased QT dispersion in ven-

tricular extrasystoles and in sinus beats for risk stratification after myocardial infarction. Circulation.

2000; 101(14):1693–1697. https://doi.org/10.1161/01.cir.101.14.1693 PMID: 10758052

99. Im SI, Kim SH, Kim BJ, Cho KI, Kim HS, Heo JH. Association of frequent premature ventricular com-

plex >10% and stroke-like symptoms without a prior diagnosis of stroke or transient ischemic attack.

IJC Heart and Vasculature. 2018; 19:58–62. https://doi.org/10.1016/j.ijcha.2018.05.001 PMID:

29946566

100. Yamada S, Yoshihisa A, Sato T, Kamioka M, Kaneshiro T, Oikawa M, et al. Prognostic significance of

premature ventricular complex burden on hospitalized patients with heart failure. Journal of Arrhyth-

mia. 2019. https://doi.org/10.1002/joa3.12259 PMID: 32071632

101. Fries R, Steuer M, Schafers HJ, Bohm M. The R-on-T phenomenon in patients with implantable cardi-

overter-defibrillators. The American Journal of Cardiology. 2003; 91(6):752–755. https://doi.org/10.

1016/s0002-9149(02)03424-0 PMID: 12633818

102. Engel G, Cho S, Ghayoumi A, Yamazaki T, Chun S, Fearon WF, et al. Prognostic significance of

PVCs and resting heart rate. Annals of Noninvasive Electrocardiology. 2007; 12(2):121–129. https://

doi.org/10.1111/j.1542-474X.2007.00150.x PMID: 17593180

103. Kanei Y, Friedman M, Ogawa N, Hanon S, Lam P, Schweitzer P. Frequent premature ventricular com-

plexes originating from the right ventricular outflow tract are associated with left ventricular dysfunc-

tion. Annals of Noninvasive Electrocardiology. 2008; 13(1):81–85. https://doi.org/10.1111/j.1542-

474X.2007.00204.x PMID: 18234010

PLOS ONE Clinical significance of premature ventricular complexes

PLOS ONE | https://doi.org/10.1371/journal.pone.0261712 December 23, 2021 26 / 28

https://doi.org/10.1016/s0022-0736%2879%2980024-2
http://www.ncbi.nlm.nih.gov/pubmed/458285
https://doi.org/10.1016/s0022-0736%2880%2980049-5
https://doi.org/10.1016/s0022-0736%2880%2980049-5
http://www.ncbi.nlm.nih.gov/pubmed/7365358
https://doi.org/10.1016/0002-9149%2883%2990007-3
https://doi.org/10.1016/0002-9149%2883%2990007-3
http://www.ncbi.nlm.nih.gov/pubmed/6193699
https://doi.org/10.1161/01.cir.69.2.250
http://www.ncbi.nlm.nih.gov/pubmed/6690098
https://doi.org/10.1016/s0735-1097%2887%2980001-3
http://www.ncbi.nlm.nih.gov/pubmed/2439559
https://doi.org/10.1016/0002-8703%2888%2990008-7
http://www.ncbi.nlm.nih.gov/pubmed/2454023
https://doi.org/10.1111/j.0954-6820.1988.tb19607.x
http://www.ncbi.nlm.nih.gov/pubmed/3202013
https://doi.org/10.1161/01.cir.81.4.1245
https://doi.org/10.1161/01.cir.81.4.1245
http://www.ncbi.nlm.nih.gov/pubmed/1690614
https://doi.org/10.1378/chest.102.3.732
https://doi.org/10.1378/chest.102.3.732
http://www.ncbi.nlm.nih.gov/pubmed/1381305
https://doi.org/10.1253/jcj.58.190
http://www.ncbi.nlm.nih.gov/pubmed/7516985
https://doi.org/10.1016/s0002-9149%2896%2990582-2
http://www.ncbi.nlm.nih.gov/pubmed/8546079
https://doi.org/10.1002/clc.4960211209
https://doi.org/10.1002/clc.4960211209
http://www.ncbi.nlm.nih.gov/pubmed/9853183
https://doi.org/10.1161/01.cir.101.14.1693
http://www.ncbi.nlm.nih.gov/pubmed/10758052
https://doi.org/10.1016/j.ijcha.2018.05.001
http://www.ncbi.nlm.nih.gov/pubmed/29946566
https://doi.org/10.1002/joa3.12259
http://www.ncbi.nlm.nih.gov/pubmed/32071632
https://doi.org/10.1016/s0002-9149%2802%2903424-0
https://doi.org/10.1016/s0002-9149%2802%2903424-0
http://www.ncbi.nlm.nih.gov/pubmed/12633818
https://doi.org/10.1111/j.1542-474X.2007.00150.x
https://doi.org/10.1111/j.1542-474X.2007.00150.x
http://www.ncbi.nlm.nih.gov/pubmed/17593180
https://doi.org/10.1111/j.1542-474X.2007.00204.x
https://doi.org/10.1111/j.1542-474X.2007.00204.x
http://www.ncbi.nlm.nih.gov/pubmed/18234010
https://doi.org/10.1371/journal.pone.0261712


104. The Cardiac Arrhythmia Pilot Study (CAPS) Investigators. Effects of encainide, flecainide, imipramine

and moricizine on ventricular arrhythmias during the year after acute myocardial infarction: the CAPS.

The American Journal of Cardiology. 1988; 61(8):501–509. https://doi.org/10.1016/0002-9149(88)

90754-0 PMID: 2894169

105. Pratt CM, Moye LA. The Cardiac Arrhythmia Suppression Trial: background, interim results and impli-

cations. The American Journal of Cardiology. 1990; 65(4):20B–29B. https://doi.org/10.1016/0002-

9149(90)91287-g PMID: 2105049

106. Viskin S, Lesh MD, Eldar M, Fish R, Setbon I, Laniado S, et al. Mode of onset of malignant ventricular

arrhythmias in idiopathic ventricular fibrillation. Journal of Cardiovascular Electrophysiology. 1997; 8

(10):1115–1120. https://doi.org/10.1111/j.1540-8167.1997.tb00997.x PMID: 9363814

107. Haissaguerre M, Shoda M, Jais P, Nogami A, Shah DC, Kautzner J, et al. Mapping and ablation of idio-

pathic ventricular fibrillation. Circulation. 2002; 106(8):962–967. https://doi.org/10.1161/01.cir.

0000027564.55739.b1 PMID: 12186801

108. Noda T, Shimizu W, Satomi K, Suyama K, Kurita T, Aihara N, et al. Classification and mechanism of

Torsade de Pointes initiation in patients with congenital long QT syndrome. Eur Heart J. 2004; 25

(23):2149–2154. https://doi.org/10.1016/j.ehj.2004.08.020 PMID: 15571831

109. Noda T, Shimizu W, Taguchi A, Aiba T, Satomi K, Suyama K, et al. Malignant entity of idiopathic ven-

tricular fibrillation and polymorphic ventricular tachycardia initiated by premature extrasystoles origi-

nating from the right ventricular outflow tract. Journal of the American College of Cardiology. 2005; 46

(7):1288–1294. https://doi.org/10.1016/j.jacc.2005.05.077 PMID: 16198845

110. Santoro F, Di Biase L, Hranitzky P, Sanchez JE, Santangeli P, Perini AP, et al. Ventricular fibrillation

triggered by PVCs from papillary muscles: Clinical features and ablation. Journal of Cardiovascular

Electrophysiology. 2014; 25(11):1158–1164. https://doi.org/10.1111/jce.12478 PMID: 24946987

111. Cheniti G, Vlachos K, Meo M, Puyo S, Thompson N, Denis A, et al. Mapping and ablation of idiopathic

ventricular fibrillation. Front Cardiovasc Med. 2018; 5:123. https://doi.org/10.3389/fcvm.2018.00123

PMID: 30280100

112. Takatsuki S, Mitamura H, Ogawa S. Catheter ablation of a monofocal premature ventricular complex

triggering idiopathic ventricular fibrillation. Heart. 2001; 86(1):E3. https://doi.org/10.1136/heart.86.1.e3

PMID: 11410580

113. Kusano KF, Yamamoto M, Emori T, Morita H, Ohe T. Successful catheter ablation in a patient with

polymorphic ventricular tachycardia. Journal of Cardiovascular Electrophysiology. 2000; 11(6):682–

685. https://doi.org/10.1111/j.1540-8167.2000.tb00031.x PMID: 10868742

114. Chugh SS SHEN WK, Luria DM, Smith HC. First evidence of premature ventricular complex-induced

cardiomyopathy: A potentially reversible cause of heart failure. Journal of Cardiovascular Electrophysi-

ology. 2000; 11(3):328–329. https://doi.org/10.1111/j.1540-8167.2000.tb01802.x PMID: 10749356

115. Shiraishi H, Ishibashi K, Urao N, Tsukamoto M, Hyogo M, Keira N, et al. A case of cardiomyopathy

induced by premature ventricular complexes. Circulation Journal. 2002; 66(11):1065–1067. https://

doi.org/10.1253/circj.66.1065 PMID: 12419942

116. Singh SN, Fletcher RD, Fisher SG, Singh BN, Lewis HD, Deedwania PC, et al. Amiodarone in patients

with congestive heart failure and asymptomatic ventricular arrhythmia. New England Journal of Medi-

cine. 1995; 333(2):77–82. https://doi.org/10.1056/NEJM199507133330201 PMID: 7539890

117. Lee A, Walters TE, Gerstenfeld EP, Haqqani HM. Frequent ventricular ectopy: Implications and out-

comes. Heart, Lung and Circulation. 2019; 28(1):178–190. https://doi.org/10.1016/j.hlc.2018.09.009

PMID: 30322758

118. Cronin EM, Bogun FM, Maury P, Peichl P, Chen M, Namboodiri N, et al. 2019 HRS/EHRA/APHRS/

LAHRS expert consensus statement on catheter ablation of ventricular arrhythmias. Heart Rhythm.

2020; 17(1):e2–e154. https://doi.org/10.1016/j.hrthm.2019.03.002 PMID: 31085023

119. Ling Z, Liu Z, Su L, Zipunnikov V, Wu J, Du H, et al. Radiofrequency ablation versus antiarrhythmic

medication for treatment of ventricular premature beats from the right ventricular outflow tract: Pro-

spective randomized study. Circ Arrhythm Electrophysiol. 2014; 7(2):237–243. https://doi.org/10.

1161/CIRCEP.113.000805 PMID: 24523413

120. Takemoto M, Yoshimura H, Ohba Y, Matsumoto Y, Yamamoto U, Mohri M, et al. Radiofrequency cath-

eter ablation of premature ventricular complexes from right ventricular outflow tract improves left ven-

tricular dilation and clinical status in patients without structural heart disease. Journal of the American

College of Cardiology. 2005; 45(8):1259–1265. https://doi.org/10.1016/j.jacc.2004.12.073 PMID:

15837259

121. Wojdyla-Hordynska A, Kowalski O, Hordynski GJ, Dinov B, Sommer P, Hindricks G, et al. The effect

of radiofrequency catheter ablation of frequent premature ventricular complexes and arrhythmia bur-

den on left ventricular function. Kardiol Pol. 2017; 75(7):698–704. https://doi.org/10.5603/KP.a2017.

0058 PMID: 28708198

PLOS ONE Clinical significance of premature ventricular complexes

PLOS ONE | https://doi.org/10.1371/journal.pone.0261712 December 23, 2021 27 / 28

https://doi.org/10.1016/0002-9149%2888%2990754-0
https://doi.org/10.1016/0002-9149%2888%2990754-0
http://www.ncbi.nlm.nih.gov/pubmed/2894169
https://doi.org/10.1016/0002-9149%2890%2991287-g
https://doi.org/10.1016/0002-9149%2890%2991287-g
http://www.ncbi.nlm.nih.gov/pubmed/2105049
https://doi.org/10.1111/j.1540-8167.1997.tb00997.x
http://www.ncbi.nlm.nih.gov/pubmed/9363814
https://doi.org/10.1161/01.cir.0000027564.55739.b1
https://doi.org/10.1161/01.cir.0000027564.55739.b1
http://www.ncbi.nlm.nih.gov/pubmed/12186801
https://doi.org/10.1016/j.ehj.2004.08.020
http://www.ncbi.nlm.nih.gov/pubmed/15571831
https://doi.org/10.1016/j.jacc.2005.05.077
http://www.ncbi.nlm.nih.gov/pubmed/16198845
https://doi.org/10.1111/jce.12478
http://www.ncbi.nlm.nih.gov/pubmed/24946987
https://doi.org/10.3389/fcvm.2018.00123
http://www.ncbi.nlm.nih.gov/pubmed/30280100
https://doi.org/10.1136/heart.86.1.e3
http://www.ncbi.nlm.nih.gov/pubmed/11410580
https://doi.org/10.1111/j.1540-8167.2000.tb00031.x
http://www.ncbi.nlm.nih.gov/pubmed/10868742
https://doi.org/10.1111/j.1540-8167.2000.tb01802.x
http://www.ncbi.nlm.nih.gov/pubmed/10749356
https://doi.org/10.1253/circj.66.1065
https://doi.org/10.1253/circj.66.1065
http://www.ncbi.nlm.nih.gov/pubmed/12419942
https://doi.org/10.1056/NEJM199507133330201
http://www.ncbi.nlm.nih.gov/pubmed/7539890
https://doi.org/10.1016/j.hlc.2018.09.009
http://www.ncbi.nlm.nih.gov/pubmed/30322758
https://doi.org/10.1016/j.hrthm.2019.03.002
http://www.ncbi.nlm.nih.gov/pubmed/31085023
https://doi.org/10.1161/CIRCEP.113.000805
https://doi.org/10.1161/CIRCEP.113.000805
http://www.ncbi.nlm.nih.gov/pubmed/24523413
https://doi.org/10.1016/j.jacc.2004.12.073
http://www.ncbi.nlm.nih.gov/pubmed/15837259
https://doi.org/10.5603/KP.a2017.0058
https://doi.org/10.5603/KP.a2017.0058
http://www.ncbi.nlm.nih.gov/pubmed/28708198
https://doi.org/10.1371/journal.pone.0261712


122. Zhong L, Lee YH, Huang XM, Asirvatham SJ, Shen WK, Friedman PA, et al. Relative efficacy of cathe-

ter ablation vs antiarrhythmic drugs in treating premature ventricular contractions: A single-center ret-

rospective study. Heart Rhythm. 2014; 11(2):187–193. https://doi.org/10.1016/j.hrthm.2013.10.033

PMID: 24157533

123. Lee V, Perera D, Lambiase P. Prognostic significance of exercise-induced premature ventricular com-

plexes: A systematic review and meta-analysis of observational studies. Heart Asia. 2017; 9(1):14–24.

https://doi.org/10.1136/heartasia-2016-010854 PMID: 28123456

124. Lown B, Vasaux C, Hood WB, Jr., Fakhro AM, Kaplinsky E, Roberge G. Unresolved problems in coro-

nary care. The American Journal of Cardiology. 1967; 20(4):494–508. https://doi.org/10.1016/0002-

9149(67)90027-6 PMID: 6052824

125. Meltzer LE, Kitchell J. The incidence of arrhythmias associated with acute myocardial infarction. Prog-

ress in Cardiovascular Diseases. 1966; 9(1):50–63.

126. Virani SS, Alonso A, Aparicio HJ, Benjamin EJ, Bittencourt MS, Callaway CW, et al. Heart Disease

and Stroke Statistics—2021 Update. Circulation. 2021; 143(8):e254–e743. https://doi.org/10.1161/

CIR.0000000000000950 PMID: 33501848

PLOS ONE Clinical significance of premature ventricular complexes

PLOS ONE | https://doi.org/10.1371/journal.pone.0261712 December 23, 2021 28 / 28

https://doi.org/10.1016/j.hrthm.2013.10.033
http://www.ncbi.nlm.nih.gov/pubmed/24157533
https://doi.org/10.1136/heartasia-2016-010854
http://www.ncbi.nlm.nih.gov/pubmed/28123456
https://doi.org/10.1016/0002-9149%2867%2990027-6
https://doi.org/10.1016/0002-9149%2867%2990027-6
http://www.ncbi.nlm.nih.gov/pubmed/6052824
https://doi.org/10.1161/CIR.0000000000000950
https://doi.org/10.1161/CIR.0000000000000950
http://www.ncbi.nlm.nih.gov/pubmed/33501848
https://doi.org/10.1371/journal.pone.0261712

