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Epidemiologia  Morte subita cardiaca # Morte Stbita

Definicdo — Morte subita inexplicada numa pessoa supostamente saudavel em 1hora apos o
inicio dos sintomas, ou morte ndo testemunhada em 24h

Falta de registos
Representa 50% das mortes por doenca cardiovascular
Cerca de 350 000 mortes por ano na Europa

Excluir outras causas de morte subita

Morin DP, et al. Prediction and Prevention of Sudden Cardiac Death. Card Electrophysiol Clin 2017;9:631-638.
Katrisis GD, et al. A Clinical Perspective on Sudden Cardiac Deatn. Arrhtythmia & Electrophysiology Review.
Sherwin DE, et al. Sudden Cardiac Death in Children and Adolescents. Card Electrophysiol Clin 2017; 9: 569-579..

Morte Subita Peter, Centro Hospitalar e Universitario de Lisboa
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Morin DP, et al. Prediction and Prevention of Sudden Cardiac Death. Card Electrophysiol Clin 2017;9:631-638.
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Etiologia de MSC, de acordo com a faixa etaria
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Sherwin DE, et al. Sudden Cardiac Death in Children and Adolescents. Card Electrophysiol Clin 2017; 9: 569-579..
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ischaomic Hoart Discaso

Myocardial infarction (including Nnon-ST segment elevation myocardial Severe electroiyte disturbances
infarction) Massive pulmonary embolus
Anomalous coronary origin Vigorous activity in sedentary individuals
Coronary spasm Acute psychosocial and economic stress

Inherited Channelopathiles

Long QT syndrome

short QT syndrome

Brugada syndrome

Early repolarisation syndrome

Catecholaminergic polymorphic ventricular tachycardia

Cardiomyopathies

Alcoholic

Hypertrophic

Igsopathic

Obesity-related

Fibrotic

Arrhythmogenic nghnt ventricular cardiomyopatiy
Myocardntis

Heart Fallure

Especially with left ventricular ejection fraction <3S %

Valve disease
AOIIC Stenosis

Congenital diseases
Tetralogy of Fallot

Morin DP, et al. Prediction and Prevention of Sudden Cardiac Death. Card Electrophysiol Clin 2017;9:631-638.
Katrisis GD, et al. A Clinical Perspective on Sudden Cardiac Deatn. Arrhtythmia & Electrophysiology Review.

Morte Subita Peter, Centro Hospitalar e Universitario de Lisboa
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Doenca Arterial Coronaria

Conventional risks of atherogenesis

1
Risks for plagque vulnerability and
rupture
) |

Risks for enhanced thrombogenesis
A
Acute Coronary Syndrome

| EP Vulnerability 1 Nonfatal Ml
|
L §
Post-MlI
remodeling
VT/VF (SCD) I
| L §
EP Vulnerability Congestive Heart Failure
Patientsiwith ICD
prophylaxis may
= - -
survive VT/VF (SCD) Non-SCD

El-Sherif N, et al. Sudden Cardiac Death in Ischemic Heart Disease. Card Electrophysiol Clin 2017;9:631-638.

Morte Subita Peter, Centro Hospitalar e Universitario de Lisboa
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Figure 2 SCORE chart 10-year risk of fatal cardio ular i populations of countries at low cardiovascular risk based on the following risk
factors: age. sex. smoking,. systolic blood pressure, total cholesterol. CVD cardior ular di : SCORE = Systermatic Coronary Risk Estimation.

Morte Subita Peter, Centro Hospitalar e Universitario de Lisboa

Piepoli MF, et al. 2016 European Guidelines on cardiovascular disease prevention in clinical practice. European Heart Journal 2016; 37 (29): 2315-2381.
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Cardiopatia Nao Isquémica
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Morin DP, et al. Prediction and Prevention of Sudden Cardiac Death. Card Electrophysiol Clin 2017;9:631-638.
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Cardiopatia Nao Isquémica

STUDY HR (95% CI) Weight (%)
Combined
CAT + - { 0.83 (0.45, 1.52) 7.92
AMIOVIRT [} - i 0.87 (0.31, 2.42) 2.78
DEFINITE F —e— i 0.65 (0.40, 1.06) 12.36
SCD-HeFT e 0.73 (0.50, 1.07) 20.28
COMPANION B —— { 0.50 (0.29, 0.88) .53
DANISH 0.87 (0.68, 1.12) 47.14
Subtotal (l-squared = 0.0%, P = .565) 0.77 (0.64, 0.91) 100.00
CRT only
COMPANION - - { 0.50 (0.29, 0.88) 43.28
DANISH (CRT) 0.91 (0.64, 1.29) 56.72
Subtotal (I-squared = 68.7%, P = .074) 0.70 (0.39, 1.26) 100.00
ICD only
CAT } —— | 0.83 (0.45, 1.52) 11.99
AMIOVIRT I - { 0.87 (0.31, 2.42) 4.21
DEFINITE } i 0.65 (0.40, 1.06) 18.71
SCD-HeFT — 0.73 (0.50, 1.07) 30.70
DANISH (No CRT) — 0.83 (0.58, 1.19) 34.40
Subtotal (I-squared = 0.0%, P = 937) 0.76 (0.62, 0.94) 100.00
NOTE: Weights are from random effects analysis
<—— Favors Device Favors No Device ——>
l2 .'e 1 1?8 sfo

Morte Subita Peter, Centro Hospitalar e Universitario de Lisboa
Morin DP, et al. Prediction and Prevention of Sudden Cardiac Death. Card Electrophysiol Clin 2017;9:631-638.
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Miocardiopatia Hipertrofica

Definida pela presenca de espessamento da
parede ventricular esquerda que ndo é
explicada somente por condicbes de
sobrecarga

ICD
recommended

Prevaléncia de 0.3-0.5100 000 hab
1 em 500 hab

HIGH RISK
S5—year risk 6%

Mortalidade CV 1-2% ano
50% em MS

ICD generally not ICD may be ICD should be
indicated® considered considered

2D= twodmensuoml.ECG electrocardiogram; ICD = implantable cardioverter defibrillator; LVOT = left ventricular outflow tract; MLVWWT = maximum left ventricular wall
thick s NSVT = d ventricular ycardia during 24-48 hour ambulatory ECG monitoring:VF = ventricular fibrillation;VT = ventricular tachycardia.

“Use absolute values for LVOT gradient, MLVWT and left atrial dimension.

’ICDnoxre:mmmdedmksdnnoderdmﬁlfeamradmmofpotmmlprognm importance and when the likely benefit is greater than the lifelong risk of complications
and the impact of an ICD on lifestyle, status and p: gical health.

Morte Subita Peter, Centro Hospitalar e Universitario de Lisboa
Elliot PM, et al. 2014 ESC Guidelines on diagnosis and management of hypertrophic cardiomyopathy. Eur Heart J 2014; 35:2733-2779.
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Displasia Arritmogeénica do Ventriculo Direito

Prevalénciade 1em 1000hab
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Morte Subita Peter, Centro Hospitalar e Universitario de Lisboa

Marcus F1, et al. Diagnosis of Arrhythmogenic Right Ventricular Dysplasia Proposed Modification of the Task Force Criteria Circulation 2010; 121:1533-1541.
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Sindrome de Brugada
Prevaléncia1:1000a1: 10 000

Responsavel por cerca de 20% das MSC na
auséncia de doenca estrutural

Incidéncia anual de eventos arritmicos
13.5% em S. Brugada com hx de PCR,
3.2% com hx de sincope,

1% assintomaticos

Diagnosis of Brugada Syndrome

Recommendations

Brugada syndrome is diagnosed in
patients with ST-segment elevation with
type 1 morphology =2 mm in one or
more leads among the right precordial
leads V1 and/or V2 positioned in the
second, third, or fourth intercostal
space, occurring either spontaneously or
after provocative drug test with
intravenous administration of sodium
channel blockers (such as ajmaline,

flecainide, procainamide or pilsicainide).

Class® | Level®

This
panel of
experts

?Class of recommendation.
Level of evidence.
“Reference(s) supporting recommendations.

Priori SG, et al. 2015 ESC Guidelines for the management of patients with ventricular arrhtyhmias and the prevention of sudden cardiac death. European Heart Journal 2015; 36 (41): 2793-2867.

Morte Subita

Peter, Centro Hospitalar e Universitério de Lisboa
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Sindrome de Brugada
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Priori SG, et al. 2015 ESC Guidelines for the management of patients with ventricular arrhtyhmias and the prevention of sudden cardiac death. European Heart Journal 2015; 36 (41): 2793-2867.

Morte Subita Peter, Centro Hospitalar e Universitario de Lisboa
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CARDIOVASCULAR DE COIMBRA 2018 secondary causes for QT prolongation)

QT longo e QT curto P e

LQTS is diagnosed with either .

> .

QTc = 460ms |- QTc >480 ms in repeated 12-lead [ this. |
ECGs or parelof
- LQTS risk score >3,

LQTS is diagnosed in the presence of a
<
QTc < 360ms confirmed pathogenic LQTS mutation,

irrespective of the QT duration.
Diagnosis of Short QT Syndrome

Recommendations Class® | Level® | Ref.f

SQTS is diagnosed in the presence of a This

QTc <340 ms. panel of
experts

Priori SG, et al. 2015 ESC Guidelines for the management of patients with ventricular arrhtyhmias and the prevention of sudden cardiac death. European Heart Journal 2015; 36 (41): 2793-2867.

Morte Subita Peter, Centro Hospitalar e Universitario de Lisboa
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Pouca evolugao nos ultimos anos

20%
18% -

P<.007°

16% -
14%

M LGE+
M LGE-

12%
10% -
8%
6%
4%
2%
0%

P<.001"° P<.001° P<.001°

All Studies Mean Mean ICD primary
LVEF <35% LVEF >35% prevention
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Dado as dificuldades no rastreio.....




SIMPOSIO DE MEDICINA

CARDIOVASCULAR DE COIMBRA 2018

Como rastreiar algo que ndo sabemos?

Controle de FRCV
Risco de Doenca Arterial Coronaria
Sintomas de alerta: palpitacoes, sincope, dispneia, dor precordial

Histdria familiar de morte subita

L:> ECG 12 derivacgdes
Ex. Complementares

Morte Subita Peter, Centro Hospitalar e Universitario de Lisboa
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LOREM ISPUM DOLOR SIT AMET

| OREM ISPLIM DOI OR SIT AMET SED DIAM

Myocardial substrate:

. Fibrosis

. Hypertrophy

- lon channel dysfunction

= Abnormal calcium handling

Triggers

. Heart failure/stretch

. Ischemia

. Myocardial inflammation

® Sympathetic innervation
abnormality

Bradycardia
16%

Primary VF
8%

. Electrolyte disturbances
Prediposing factors and risks:
Repolarization abnormalities
Parasympathetic nerve dysfunction
Genetics
SCD causes Co-morbidities: diabetes, renal
dysfunction

Paradigm Shift
¥ VT/VF

A Pulseless event

Pérez-Riera AR, et al. Electrocardiographic Markers of Sudden Cardiac Death (including Left Ventricular Hupertrophy). Card Electrophysiol Clin 2017; 9: 605-629..
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Validagao do score para MCH
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Figure 1. Time-dependent receiver operating characteristic
curves for the risk prediction models of the 2014 European
Society of Cardioclogy (ESC) guidelines (area under the curve
[AUC]=0.69), 2003 American College of Cardiclogy (ACCYESC
guidelines (AUC=0.55), and 2011 ACC Foundation/American
Heart Association guidelines (AUC=0.60), and ithe reference line
(AUC=0.5).

Morte Subita Peter, Centro Hospitalar e Universitario de Lisboa
Vriesendorp PA, et al. Validation of the 2014 ESC Cuidelines Risk Prediction Model for the Primary Prevention of Sudden Cardiac Death in Hypertrophic Cardiomyiopathy. Circ Arrhythm Electrophysiol 2015;8:829-835..



