significantly associated with death >1
hour from the onset of symptoms, dyspnea
within 7 days of death, and overt heart
failure within 7 days of death,

9 ventricular no antiarrhythmie | During follow-up, 25 patients (53.2%) in
tachyarrhythmias | drug treatment the ICD-only group had a VI/VF
(ICD} vs. recurrence in comparison to 15 patients
D,I-sotalol (28.3%) in the sotalol group and 15
patients (32.6%) in the ICD/sotalol group
(p=0.0013).
14 Tachycardia, implantable The episodes of ventricular tachycardia
Ventricular cardiac, were refractory to aggressive medical
defibrillator management and implantable cardiac
right coronary defibrillator placement. A Heartmate left
artery bypass ventricular assist device was implanted,
grafting, in combination with 1solated nght
cardiac coronary artery bypass grafting, which
transplantation abolished any further episode of
ventricular tachycardia. The patient
successfully underwent cardiac
transplantation 79 days later.

15 coronary disease, | ICD vs. The average survival for the defibrillator
ventricular conventional group over a 4-year period was 3.66 years
tachycardia treatment compared with 2.80 years for

conventionally treated patients.

16 Tachycardia, ICD vs. Overall survival was greater with the
Ventricular, antiarrhythmic implantable defibrillator, with unadjusted
Ventricular drug therapy estimates of 89.3 percent, as compared
Fibrillation with 82.3 percent in the

antiarrhythmic-drug group at one year,
81.6 percent versus 74.7 percent at two
years, and 75,4 percent versus 64.1
percent at three years (P<0.02).

17 left ventricular ICD & CABG vs. no | No difference was seen in the history of
dysfunction antiarrhythmice myocardial infarction (83%), congestive

treatment heart failure (50%), or atrial (11%) or
ventricular (17%} arrhythmias between
the two groups.

18 Ventricular ICD & CABG During an average follow-up of 32+/-16
Dysfunction, Left months, there were 101 deaths in the

defibrillator group (71 from cardiac
causes) and 95 in the control group (72
from cardiac causes). The hazard ratio for
death from any cause was 1.07 (95
percent confidence interval, 0.81 to 1.42;
P=0.64). There was no statistically
significant interaction between
defibrillator therapy and any of 10
preselected base-line covariates.

19 nonsustained Automatic Three-year total survival was comparable
ventricular Defibrillator in group 1 (70%) and in group 2 (81%), but
tachycardia, Implantation vs. sudden cardiac death mortality tended to
corenary disease antiarrhythmic be lower in group 1 versus group 2 (0 vs

drug 9%. p = 0.09). Patients receiving class ITI
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antiarrhythmic therapy had significantly
higher 3-year all cause (40%, p = 0.04) and
sudden death (25%, p = 0.06) mortality
than patients receiving beta blockers
{17% and 8% respectively) or no
antiarrhythmic drug therapy (4% and 0%,
respectively).

20 ventricular ICD vs. Although 14% of registry patients
arrhythmias antiarrhythmic received neither ICD nor antiarrhythmic

drug therapy drug therapy, ICDs were no more

{(AVID trial) frequently used in the registry patient
than antiarrhythmic drugs (45% for ICD
vs 42% for drugs). Thus, randomized
AVID patients have very similar clinical
characteristics, cardiac history, and
presenting arrhythmias as to
nonrandomized eligible patients.

21 ventricular ICD vs. There is a striking absence of any attempt
arrhythmias antiarrhythmic at chronic therapy to prevent cardiac

drug therapy arrest in most patients with a prior
(AVID trial} ventricular tachycardia or ventricular
fibrillation.

29 ventricular I1CD vs, During an average follow-up of 27
arrhythmia, conventional months, there were 15 deaths in the
coronary disease | medical therapy defibrillator group (11 from cardiac

causes) and 39 deaths in the
conventional-therapy group (27 from
cardiac causes) (hazard ratio for overall
mortality, 0.46: 95 percent confidence
interval, 0.26 to 0.82; P=0.009).

25 Ventricular ICD vs. Fifteen patients died, 4 in the early ICD
Tachycardia, antiarrhythmic group and 11 in the EP-guided strategy
Ventricular drugs and guided group (P = .07).

Fibrillation by
electrophysiological
(EP)
ACP coronary disease | ICD vs. 15 patients {16%) who received an ICD
at high risk for conventional died compared with 39 patients (39%) who
1 ventricula therapy received conventional therapy (P = 0.009).
arrhythmia Regression analysis showed that
mortality was not associated with
anti-arrhythmic medications, including
amiodarone, 3 -blockers, other cardiac
medications, or any baseline
characteristic (P > 0.2 for all interactions).

9 sudden death at ICD (+} vs. (=) Prophylactic implantation of a
the time of cardioverter-defibrillator at the time of
coronary artery coronary artery bypass graft surgery did
bypass graft not improve survival of patients at high
(CABG) surgery risk for sudden death.

3 ventricular ICD vs. Patients in the ICD group appeared to
fibrillation . amiodarone have a lower mortality rate relative to
ventricular those in the amiodarone group, but the

tachycardia (VI)

differences were not statistically
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significant (P = 0.14 for all-cause
mortality; P = 0.09 for death from

arrhythmia)
4 I resuscitated ICD vs. Over 6.3 years, mean survival was 4.58
ventricular amiodarone vears i the ICD group and 4.35 years in
fibrillation (VF). the amiodarone group (difference 0.23 v,
ventricular 95% CI —0.09 to 0.55 y). Mean duration of
tachycardia (VT) the initial hospital stay was longer for the

ICD group (4.7 4 in intensive care and
12.0 d on the ward) than for the
amiodarone group (2.0 d in intensive care
and 8.3 d on the ward).

O MILFRIZH LR 2RO A ARGEZZEDZW X o ML L D Gk
REMo T - HETTELR W

(3) Zaftt - 5|t
R RCR BN S T

(4) BHEQOL
QOLIZDWTOREN 1HH LD, HERDADFHMET/2< QOL A3 & ICD DA
SHREFERIZE>T2E LTS,

g | ICD BN 530} QOL
No DFF HFR
i
MED O Ventricular ICD vs. Because effectiveness aspecis other than
Tachycardia, antiarrhythmic mortality are not incorporated in this ratio,
25 Ventricular drugs and guided other factors related to quality of life were
Fibrillation by used as qualitative measures of
electrophysiological | cost-effectiveness.
EP) If quality-of-life measures are taken into
account, the cost-effectiveness of early ICD
implantation was even more favorable.

O MHEBEEITH LR EZDH A ARLEEZREDR Y X R L O BHRE
MMEMNS /= - HETERN

(4) TARRKT 4w b
NV A7 2 OB EIREE O/ I121E ICD 14$23,000 per life-year OEFifiIi5 &0
2 i 3 &
B D ICD #4#53811,315 per patient per year R /25 50D HONH - /-,

% | ICD I 4 i aA b+
No OFF # ¥R
fith
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MED O coronary ICD vs. Accumulated net costs were $97,560 for the
disease, conventional defibrillator group compared with $75,980 for
15 ventricular treatment individuals treated with medications alone.
tachycardia The resulting incremental cost-effectiveness
ratio of $27,000 per life-year saved compares
favorably with other cardiac interventions.
Sensitivity analyses showed that the
incremental cost-effectiveness ratio would be
reduced to approximately $23,000 per life-year
saved if transvenous defibrillators were used
instead of the older devices, which required
thoracic surgery for implantation.
25 O Ventricular | ICD vs. The cost-effectiveness ratios were $63 and $94
Tachycardia, | antiarrhythmic for the early ICD and EP-guided strategy
Ventricular | drugs and guided groups, respectively, per patient per day alive.
Fibrillation | by This amounts to a net cost-effectiveness of
electrophysiological | $11,315 per patient per year alive saved by
(EP) early ICD implantation.

O @ BRI LR ERD

MNEMND

B. Zofi
ICD Hafss 2 JEFM L T2 A, dispatcher assistance OZNEEREBE L 72 B D,
FRAEIRE S T 3L F— L)), SR — B, #BOAHECET S0, class IC DHIRE
Ik (propafenone) IZX5MEAOEBEORBTORMAESNL,

- HETTE A

N BEBERFEDE Xk HogeE L D i A

ek | b PR Feitr bapiqud
No HFE .
MED O ventricular dispatcher The participants who received dispatcher
fibrillation assistance (+) vs. | assistance were more likely to correctly deliver
1 (VF) cardiac ) a shock with the AED during the simulated VF
arrest cardiac arrest (91% vs 68%, p = 0.001).
9 O Cardiovascular | left pectoral In ACAT I, stored energy at DFT decreased
Diseases subcutaneous from 13.1+/-7.7 J (active can) to 9.6+/-6.1 J
array lead vs. {three-finger array lead) (P = 0.04), impedance
endocardial right | decreased from 53+/-8 chms to 40+/-6 ohms (P
ventricular < 0.0001). Omitting the middle finger of the
defibrillation array lead, stored energy at DFT increased by
lead 0.9 J (P =0.47) and impedance by 2 ohm (P <
0.0001).
5 O ventricular defibrillation The DFT+ in the study group was 9.6 +/- 3.2;
fibrillation threshold (DFT) in control group 10.1 +/- 3.5 J.
was evaluated in | At a mean follow-up of two years there was no
a significant difference between the two groups
step-down concerning the incidence of sudden cardiac
protocol] (15, 10, death (2.4% in the study group vs. 3.8% in the
8, 54J) control group).
12 A Tachycardia, single-pass In summary, both leads were safe and
Ventricular, transvenous efficacious in the detection and treatment of
Ventricular endocardial ventricular tachyarrhythmias. There were no
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Fibrillation ICD lead, differences between the DSP and control
Endotak DSP vs. | groups regarding short- or long-term lead
conventional lead | related complications.

93 O Arrhythmia, The DFT was 8.4 | The DFT was 8.4 +/- 3.2 J with the active shell,
Coronary +/- 3.2 J with the | compared with 13.1 +/- 6.9 J with the lead
disease active shell vs. alone (p < 0.01). This reduction was greatest in

13.1+-6.9J those patients with higher thresholds with the

with the lead lead-alone configuration and resulted in DFT

alone < or = 15 J with the active shell configuration
in all patients.

24 O Tachycardia, Propafenone 450 | There was no statistically significant
Ventricular, mg/day or difference between implantation and
Ventricular 675 mg/day vs. predischarge defibrillation thresholds in the
Fibrillation placebo three groups (Group 1: [mean +/- SE] 11.0 +/-

+ICD 1.3 vs. 12.1 +/- 1.5 J; Group 2: 11.5 +/- 1.1 vs.
13.6 +/- 1.3 J; Group 3: 12.5 +/- 1.2 vs. 13.3 +/-
1.6 J), and no significant difference between
treatment groups was found with a 0.86 power
to detect a 5-J difference between groups.
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5—3—14 Embolus Detection

MEDLINE 9 DX OERZW Y.

RFTS5—0 7574 —TaHMU &R, FAREREP OO BN EIXKERRS = 2
HLBIETFT S ENah-7. MED-1)

IR ABHRERE ORRMN O F 2 P/ NMGER TR S B 7208, BEBERFESE3HEME
FMIZEATE S, (MED-2)

DRBABEERBORT T > MIEBR/N 1 XAFEREL 020, FEiTEHENEIER
R shiaho7/z. (MED-3)

DS NRZAPIZERT S, BORSTEO0—F7— R T EORKHBR T, MROT A—
o, ik, ERFTEHELENENENSZ, (MED-4)
BEERSIEB M DN TANA I C T EMRKER L > F VI LR THRERL 2. #
Wizt AN SN CTIMOREDOKREERETZ S, (MED-5)

FREAME R F O ML FERE FHO /5@ aspirin & clivarin O 5B, (MED-6)
et £ L O E B OZFER T I aspirin & ticlopidine & HEE L 72 43228
B snshofz., MED-T)

SHEMEREORINOZDIZRR. Eif,. WHEXREAD3I DOy F LR 2T HHE
ELUTEEL /=. (MED-8)

DBAERNPICEGEREZMIET S0, 2ACORRE LT I-THEZERLRIGE
Hohiz. (MED-9)

(1) Heohnis 5w
MEDLINE =517 5 BB B ER SFIEL. heart disease, thromboembolic disease, Heart
Valve Diseases, Coronary Artery Disease, pulmonary embolism, lower extremity
injuries, cerebrovascular disease, prevention of cerebral embolic ischemic events, acute

pulmonary embolism T& %,

(2) W - IGRRES)
DWROLEHETE., MOM/LRE 2 4, L >F 737 ORBRAIZHANZHD 1 #.
miESORBEM TN bO 1 HFORESRH > 2,
BHIRZMME TR, BRESOEAEENEPREAEFBREOVAZETFMTLS, A/NXTINLCT
EIHRRHET S > F 7 7 ER OB, SEMERED TRIFIIHTSHDONH D,
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MED O O heart short The number of high-intensity transient signals
disease aortic (HITS) was 994 +/- 2118 (mean +/- SD) for the short

1 elongated cannula cannula group and was significantly lower with the

cannula vS. elongated cannula (223 +/- 208; p < 0.02).
elongated
one

2 O O Thromhbo L-arginine | median number of embolic signals, placebo 44.7 (6 to
Doppler -e_mbolic vs. 778), L-arginine 9.5 (0 t(? 22.5), and GSII\‘O 0.‘8 (0 to
wltrasou disease S-nitro 8). Frequency of embolic signals predicts risk of
nd Tsoglutath stroke recurrence.

ione,
placebo
3 O A Heart CABG vs. | There were no significant differences between
Doppler Vz'alve cardiac Patients under.going valve and coronary ope%'ations
ltrasou Diseases, | valve . 1.!1 neur_obehavmral outcomes, strokes, transient
ad Coronary | operations | ischemic attacks, or deaths.
Artery
Disease
4 X A Coronary | centrifugal | In contrast, TAT and F1 + 2 formation did not differ
Doppler Artery pump vs, between the groups, and neither did the total
ultrasou Disease roller embolus count of both Doppler systems. Embolus
nd pump counts did not correlate with TAT or F1 + 2
formation.
5 O - pulmonar | spiral CT | It was possible to make a confident diagnosis in a
¥ pulmonary | significantly larger proportion of patients when
embolism | angiograp | SCTA was used as the initial investigation (35/39,
hy vs. 90%) compared with using VQS first (21/39, 54%
veatilation | P<0.001).
-perfusion
scintigrap
hy
6 - O lower Aspirin vs. [ Deep vein thrombosis occurred in 9 patients (6.3%)
extremity | clivarin with clivarin prophylaxis and in 7 patients (4.8%)
injuries treated with Aspirin. In both groups, no clinically
significant side effects of the medications were
observed.

7 O N cerebrova | Aspirin vs. | The correlation between the number of emboli under
Transcra S(?ular ticlopidine | the two me@ications was hlgh.. Th.e highest number
nial dlsease,‘ of embghc signals was found in high grade carotid
Doppler pre;'entm stenosis.

L no
I;mgomtorl cerebral
embolic
1schemic
events
8 - acute ventilation | Positive predictive values of triple-matched defects
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pulmonar | /perfusion | in the upper plus middle zones, 1 of 27 (4%), were
y vs. chest less frequent than in the lower zones, 13 of 57 (23%)
embolism | radiograp | (p < 0.05).
hic defects
g O - Heart Doppler The incidences of microbubbles and retained air
Valve ultrasonic | were 57% and 43% in group 1, and 62% and 38% in
Diseases | (+)vs. () group 2 respectively (ns).
O MEEEICH UMREREDE A AEREZRDRL X xR L OB

WEM-TE - T ERN

(3) &2t -
(4) BEQOL

(5) AAFRNRFT 4w b
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6. BRLELD

AERIL. HREREBIEREDOITRA L,

PEHFE I A L < DA THETAH. S RCTIZH D EERMIZITHT S evidence
fEmENEL., BBEOERMENT - X— X LORAL 2157z,

A ) RCT 7 — 4 OB BRI < FOUBIZIZT —F <1 22 F 0k BBkl
VI NBBRETH B, —H T, et - SEE. QLICET 5 RIT 7= RanI it
THHENVETHLHEBEATND,

F7-. RCT T D evidence I HIVIEEReMEES (i) 1B 2K —XZB|E(LT D &
NI ERNKE <, BERREOYRIL - BEAIKENL DET NV HSERERTBRHT 58
BWH D,

Lt EREISIZET S evidence IO T — ¥ X— (LA L . BREBIZHNT, &
RO E R ISR & BN < Efi T B A ES A REEAVRE N, F—F N Akl
HOHEWEE T EAMHIK.

REEFELSIT, HREEAERAE S, BEARR, MEBRRANEDEEIRITRNG, [KHF
B & i & L7z BBM 5 — & R— ZOEREICANT = lERREIT I 2L 8T 5,
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