ICD IN PATIENTS WITH EF ABOVE 40%

D.D. MANOLATOS, MD, PhD, ESC
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KAAZMA EZQOH2ZHZ

To KAaoua ecwOnonc eival Evac KaBIEPWPEVOC
TTapayovtac OlaoTPWHATWONG KIvOuvou via AKO kail
epyputeuon ICD og 1ioxaipikn R diaraTikn KA.

‘Exel yETpia euaioOnaoia Kai €1I01IKOTNTA KAl 6a TTPETTEI
va ouvoudadleTal Kal JE GAAOUC AVAiJaKTOUC N
QIJATNPEOUC OEIKTEC.

O1 repioooTepol AKO cupBaivouv og aoBeveic pe
dlatnpnuevo KE (Maastricht C.A.Reg 51%- Oregon S.
U.D.Study 70%).
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OREGON STUDY

n=121 patients

Severely reduced -
(LVEF < 35%) 30%
Normal

(LVEF = 55%)

22%

Mild-moderately reduced
(LVEF 36-54%)

Stecker et al JACC 2006
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INCIDENCE OF SCD IN EFLV>40%

0.6-1.0% PER YEAR



ICD MEAETEZ2 deuTtepoyevoucg TTpoANYNG

MEAETH IHAHOYXMOX TYXAIOITIOIHXH AIIOTEAEXMATA

AVI D 1016 pts with life- ICD vs BETTER SURVIVAL
threating sustained = AMIODARONE or WITH ICD
VT/VF SOTALOL

C ASH 288 survivors of |ICD vs 1/ 3 drugs BETTER SURVIVAL
cardiac arrest WITH ICD

C | D S 659 pts with ICD vs BETTER SURVIVAL

sustained VT/VF AMIODARONE WITH ICD



B CONVENTIONAL

NN
o
|

ICD

w
o
|

N
o
|

15

2-year Mortality (%)

-
o
|

{, AVID CASH CIDS

Alfred E. Buxton. Circulation. Not Everyone With an Ejection Fraction <30% Should Receive an ICD, Volume: 111, Issue: 19, Pages: 2537-2549, DOI:
(10.1161/01.CIR.0000165057.88551.2C)



ICD for the secondary prevention of sudden cardiac
death and ventricular tachycardia

Recommendations Class® | Level® | Ref.©

ICD implantation is recommended in
patients with documented VF or
haemodynamically not tolerated VT in

the absence of reversible causes or
. . i 151—
within 48 h after myocardial infarction . 154

who are receiving chronic optimal
medical therapy and have a reasonable
expectation of survival with a good
functional status =1 year.




ICD-MEAETE2 tTpwTtoyevouc TpoAnywnG

MEAETH no of pts Xapakrnpi - | oAikn¢ BvnréTnTac
OTIKA TAnBuaopou

MADIT I 196 Isc.H.D | 54% oTtnv opdda ICD vs
EF< 35% apiwdapovng
NSVT
V stim +

MUSTT 704 Isc.H.D | 54% oTtnv opdda ICD vs
EF< 40% avTiappUBUIKAC aywyng
NSVT
V stim +

MADIT II 1232 Isc.H.D 31% | BvnréTnTac vs
EF< 30% PEATIOTNG PAPUAKEUTIKAG
NYHA II-IIT aywyng

SCD-HeFT 2521 Isc.H.D+DCM 23% vs placebo
EF< 35%
NYHA II-IIT

COMPANION 1520 CRT-D, CRT-P, CHF 43.3 % | ye PéATIOTh B.A +
EF< 35%, QRS »0.12 sec, CRT-D vs 23.9% | pe
NYHA III-IV péATioTn A + CRT-P
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MADIT Il

RRR 31%
ARR 5.6%
NNT 18

EPS IS NOT USEFUL



SIGNIFICANCE OF PVCs

PVCS are markers of abnormal substrate or SHD rather
than arrnythmic markers per se



OAHTIEZ EYPQTTAIKHZ
KAPATOAOTIKHXZ ETAIPEIAX

Recommendations Class® | Level® | Ref.c
PVS should be considered in survivors of

a myocardial infarction with preserved la 280-
LV function and otherwise unexplained 282

syncope.

ZUotaon yua NAEKTPOPUOIOAOYIKO EAEYXO €AV UTdpXEL aveENyNTn ouyKom

Priori S et al, 2015 ESC

Guidelines for Arrhythmias and Sudden
Cardiac Death



EPS

A good predictor for VT but NOT for VF

Provides important limited prognostic information

ICM 2-year NPV 88%

NIDC low inducibility and poor PPV



EPS

NO in EFLV< 30%
YES in EFLV 30-40%

YES in EFLV>40% AND Syncope of unknown origin



H mpoyvwoTikn aia Tnc mpokKANTAC KolAilakNG OIEyeponc via
SCD ote emiAeypEvoug uynAoU KivoUvou aoOeveic pe doHIKA
kapdiakn vooo Kai diatnpnuévo EF

Positive predictive value (¥) Negative predictive value (%)

All study patients

All post-MI patients
Syncope
Presyncope
Asymptomatic

All DCM patients
Syncope
Presyncope
Asymptomatic
Induced VT
Induced VF

(n = 33)606
(n = 23)522
(n=9)778
(n=7)375
(n=7)332
(n=10)80
(n=4)75

(n=1)0

(n=15)100
(n=6)66.7
(n=4)100

(n=111)100
(n = 69) 100
(n = 25) 100
(n = 20) 100
(n = 24) 100
(n = 42) 100
(n=11)100
(n=6)100

(n = 25) 100
(n=6)100

(m=4)100

« 23 peTepppaypaTtikoi aod pe KE
>40%

* TTdpa oAU KaAn apvnTIKA
mpoyvwoTikh aia (100%)

e TkavoToINTIKA BETIKA
TPOYVWOTIKA afia, aAAd
* UTTOYAV OTL KATAAANAN EKPOPTION
dev anpalvel Tavta Kat
dlaowBevta awpvido Bavato

Gatzoulis K et al, Int J Cardiol 2014



Electrophysiological Study for VA

COR LOE Recommendations for Electrophysiological Study
1. In patients with ischemic cardiomyopathy, NICM, or adult congenital

heart disease who have syncope or other VA symptoms andwho
do not meet indications for a primary prevention ICD, an

electrophysiological study can be

useful for assessing the risk of sustained VT.

2. In patients who meet criteria for ICD implantation, an
electrophysiological study for the sole reason of inducing

VA s not indicated for risk stratification.

3. An electrophysiological study is not recommended for risk
stratification for VA in the setting of long QT syndrome,
catecholaminergic polymorphic ventricular tachycardia,

short QT syndrome, or early repolarization syndromes.
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