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Correlative multifactor analysis on frequency of ventricular premature beats in coro-

nary heart disease
LIU Bing JIA Guo-liang, GUO Werryi, CHEN Lanfang (Department of Cardiology, Xijing Hospital, Fourth Military Medical University, Xi’ an 710033, China)

Abstract. Objective To investigate the prognosis in risk of ventricular arthythmia in coronaty heart disease with heart rate variability (HRV),
left ventricular ejection fraction (LVEF) and other dlinical backgmound data. Methods A total of 81 patients were divided into ventricular premature
beats (VPBs)=30/h group and VPBs 30/ h group. Their LVEF, HRV and clinical data were studied and analyzed. Results The age and blood
pressure between 2 groups had no significant difference. LVEF, standard deviation of all nomal RR intervals (SDNN), SD of the average of NN in-
terval (SDANN) and HRV triangular index (HRVID) were significant less in VPBs==3(/ h group than in VPBs<_ 30/h group (43.29115. 38 vs
67.33£11.47, P<<0.01; 90.05£22.29 v 117.90£30. 32 P<<0.05; 77.43£17.78 ws 105. 69 £28.79, P<_0.05; 24. 54 £8.70 v 32.70 =
10. 87 P<<0.05 respectively). Incidence of myocardial infarction (MI) was larger in VPBs= 30/ h group than VPBsZ 30/ h group. LVEF was the
independent predictable factor in 1isk of ventricular arthythmia with multinomial regression logistic analysisCB=0. 119 P=0.032). Conclusion
Our findings indicate that LVEF is an independent predictable factor in risk of ventricular arhythmia in coronary heait disease. Although HRV and
MI history can not be used to predict VPB, significant difference is found between 2 groups. High-risk patients could be selected successfully when
these data are considered in combination.
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Tab 1 Comparison of clinical data of 2 groups
Bloal pressure (mmHg) Nunber of cases
) Sswolic Diastolic MI LAD>75%
Grasp n Agelears) Ppressure Ppressure 0 0 '

VPBs=30’h 19 59.B+890 134.32£1.73 84.23EIL.D 157(B.95 1 63.16)

VPBs<30’h & 57.6/+982 129.84+21.03 86.47F13.& 28 (45.16) 20(3226)
*: P<0.05 vs VPBsZ 30/ h
2
Tab 2 Comparison of different data of 2 groups
Graup LVEF( %) SDNN (ms) SDANN (ns) HRVI
VPBs=30/h 43.29+15.38 " 90.05+22. 29" 77.43+17.78* 24.54+8.70 "
VPBsZ 30/h 67.33+11.47 117.90+30. 32 105. 69+28.79  32.70 +10.87

*: P<0.05 **; P<0.01 vs VPBsZ30' h
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