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Populärvetenskaplig sammanfattning 

Årligen drabbas cirka 10 000 människor i Sverige av plötsligt hjärtstopp utanför 
sjukhus1. Oftast till följd av kammararytmier, störningar i hjärtats elektriska system. 
Det kan vara kammartakykardier eller kammarflimmer, som gör att hjärtat inte 
förmår pumpa runt blodet. Endast cirka 6% (600st) beräknas överleva den akuta 
fasen och blir utskrivna från sjukhuset i livet efter hjärtstopp årligen1. Det stora 
flertalet som drabbas är antingen medelålders eller äldre patienter med känd 
bakomliggande hjärtsjukdom, såsom hjärtinfarkt eller hjärtsvikt. Det finns även en 
ansenlig subgrupp bestående av unga människor utan känd hjärtsjukdom, där 
insjuknandet får dramatiska konsekvenser både för själva patienten, men även för 
deras närstående. Således får alla patienter enligt gängse rutiner en hjärtstartare 
inopererad, en så kallad implanterbar defibrillator (ICD) i förebyggande syfte. Även 
patienter med känd hjärtsjukdom, som aldrig haft en livshotande kammararytmi, är 
potentiella kandidater till att erhålla en ICD, eftersom deras hjärtsjukdom medför en 
extra hög risk att drabbas av allvarliga kammararytmier. En ICD kan avbryta snabba 
livshotande kammararytmier, bland annat genom att avge en elektrisk chock över 
hjärtat eller med snabba pulsar köra över kammartakykardin (ATP). Patienter som 
behandlas med ICD har ett gott skydd mot livshotande kammararytmier, men 
behandlingen innebär ibland återkommande elchocker, vilka kan upplevas som 
oerhört smärtsamma. De kan vara så pass påtagliga, att en individs livskvalitet 
påverkas negativt. Det föreligger även risk för infektioner (cirka 1,3%) i samband 
med batteribyte eller uppgradering av ett befintligt ICD-system. Vid infektion måste 
hela ICD-systemet avlägsnas. Det i sig är riskabelt. Det finns även patientgrupper 
som aldrig får uppleva en ICD-behandling och därmed kan man ifrågasätta nyttan 
med en ICD framförallt då det är en kostsam behandling och inte helt riskfri. Risken 
att drabbas av återkommande allvarliga kammararytmier, vilka behandlas med 
elchockbehandling skattats till mellan 1,1 – 3,8% per år. Därför är det av stor vikt 
att tidigt identifiera, vilka patienter som har hög risk att drabbas av återkommande 
kammararytmier men även kunna identifiera vilka som har en låg risk att drabbas 
av kammararytmier. Det finns därmed ett behov av att förfina urvalskriterierna för 
en ICD och därigenom förbättra risk-nytta-kvoten vid ICD behandling. 

EKG är numera en vanlig hjärtundersökning, som mäter hjärtats elektriska aktivitet. 
EKG-kurvan förändras i samband med underliggande hjärtsjukdom. Den senaste 
tiden har EKG fått allt större betydelse, då olika EKG-markörer kan lätt erhållas. 
Syftet med avhandlingen var att utvärdera ifall olika EKG-markörer kan förutspå 
risken för allvarliga kammararytmier och dödlighet hos patienter med ICD-
behandling. 

Ärrvävnad i hjärtmuskeln bildas oftast till följd av hjärtinfarkt och hjärtsvikt, och 
har i studier förknippats med ökad risk för allvarliga kammararytmier. 
Undersökningen för bedömning av ärrvävnad med magnetröntgen (MR) av hjärtat 
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är både kostsam och tidskrävande. Dessutom varierar tillgängligheten från sjukhus 
till sjukhus. Selvester-score är en EKG-variabel som kan bedöma andelen ärrvävnad 
med vanlig EKG-analys. Dock är manuell analys tidskrävande, samt förutsätter 
vidgade EKG-kunskaper, eftersom 46 kriterier bedöms. QuAReSS är ett nytt 
datorprogram som kan automatiskt bedöma Selvester-score, förutsatt att patienten 
uppföljer ett EKG-kriterium, dvs vänstergrenblockering enligt nya kriterier. Då det 
sker automatiskt, kan det tillföra mycket klinisk nytta. Programmet ger även 
användaren möjlighet att korrigera och validera varje analyserad kriterium. 
Tredimensionell EKG avbildning, så kallat vektorkardiogram (VKG) är ett EKG-
koncept som numera kan inhämtas automatiskt och har visat sig vara överlägset ett 
vanligt EKG, för att bekräfta hjärtsjukdom. I studie I-II har Selvester-score bedömts 
i en kohort med ICD-behandlad hjärtsvikt, med MR-hjärta som referensmetod, för 
att bestämma graden av ärrvävnad. I studie III har VKG-markörer (QRS-T angle, 
QRS vector magnitude och T-wave vector magnitude) bedömts i en patient kohort 
med ICD behandlad hjärtsvikt, samt även i relation till ärrbedömning med MR-
hjärta. Utöver detta är studie IV ett unikt projekt, då det är den första större 
deskriptiva studien med en svensk kohort av patienter som överlevt hjärtstillestånd 
pga. kammarflimmer, men som inte har haft någon påvisbar hjärtsjukdom vid 
insjuknandet (idiopatisk kammarflimmer, Idiopathic Ventricular Fibrillation (IVF)). 
Det är en relativt liten grupp av patienter, men de har vid ung ålder drabbats av 
allvarlig sjukdom, som även kan påverka deras familjemedlemmar. Osäkerheten för 
patient och närstående är betydlig om man inte har en säker diagnos, och om man 
inte vet huruvida risken för hjärtstillestånd är ärftlig. Genom att studera dessa 
patienter kan vi få ny kunskap om långtidsprognosen samt utvärdera EKG-faktorer 
som kan förutspå återinsjuknande i allvarlig hjärtarytmi. Slutligen kan vi utvärdera 
ifall en konklusiv diagnos kan fastställas med uppföljande kontroller med 
bilddiagnostik (ultraljud hjärta) samt med dagens utvidgade genetiska kunskap, och 
därmed underlätta genetisk rådgivning och screening av förstagradssläktingar till 
den som överlevt hjärtstopp. 

Denna avhandling bygger på retrospektiva registerbaserade observationsstudier. 
Två studiepopulationer har studerats. Studie I-III; patienter med hjärtsvikt som 
genomgick MR-hjärta innan inopererad ICD vid Skånes universitetssjukhus i Lund 
mellan 2002 och 2013. Studie IV: patienter med IVF från Skånes 
universitetssjukhus i Lund, Sahlgrenska universitetssjukhuset samt Norrlands 
universitetssjukhus mellan 1988 och 2016. Medicinska upplysningar har inhämtas 
via den elektroniska journalen Melior, via pappersjournalhandlingar, via digitalt 
lagrade undersökningsresultat (EKG från Regions Skånes EKG databas) och via 
Socialstyrelsen. 

I studie I (67 patienter) påvisades att QuAReSS är ett användarvänligt program, som 
ger tillförlitliga mätningar av Selvester-score hos patienter med känt 
vänstergrenblock enligt nya kriterier. 
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I studie II (60 patienter) bedömdes ärrbedömning med Selvester-score enligt 
QuAReSS program med MR-hjärta som referensmetod. Vi såg en blygsam 
korrelation mellan båda undersökningarna. Selvester-score hade en tendens att 
antingen överskatta eller underskatta andelen ärrvävnad. Under uppföljningstiden 
på närmare 3 år var MR-verifierad ärrvävnad förknippat med ICD behandlad 
kammararytmier samt dödlighet. Samma analys kunde inte genomföras med 
Selvester-score, eftersom alla hade ärrvävnad enligt den beräkningen, även då MR-
hjärta påvisade frånvaro. Selvester-score måste förfinas ytterligare, för att kunna 
tillföra en klinisk nytta med tillförlitliga mätningar av ärrvävnad. Utöver detta 
rekommenderas modifiering av QuAReSS program så att alla EKG typer kan 
analyseras. Möjligen har Selvester-score en framtida roll ifall den används i 
riskbedömningar med andra kliniska faktorer och undersökningar. 

I studie III (178 patienter) visade vi att tre EKG-markörer, ökad QRS-T angle, lägre 
QRS vector magnitude och lägre T-wave vector magnitude är förknippade med 
högre dödlighet i patientgrupper med ICD-behandlad hjärtsvikt. En ökad QRS-T 
angle var primärt förknippat med hjärtsviktsdöd. Utöver det var lägre QRS vector 
magnitude och lägre T-wave vector magnitude förknippade med ärrvävnad. Därmed 
kan beräkning av dessa EKG-markörer ha nytta i riskvärderingsbedömningar 
tillsammans med andra kliniska faktorer och undersökningar. Resultaten måste dock 
valideras i större studier.  

I studie IV följde vi 50 patienter med IVF, under en median-tid på 13,8 år. Under 
denna period avled 2 patienter (4%), men den bakomliggande orsaken var inte hjärt- 
och kärlsjukdom. Hela 32% fick under ICD uppföljningstiden (median 12,3 år) 
återfall av behandlingskrävande kammararytmi. Dock var risken att få ny 
kammararytmi relativt låg per patient år. Den årliga risken för kammararytmi 
beräknades till 3,1%. Således är prognosen överlag mycket god, förutsatt 
välfungerande ICD. Sju patienter (14%) fick en kardiologisk slutdiagnos förknippad 
med ökad risk för kammararytmier och utav dessa var åtminstone 3 (6%) förknippat 
med det ursprungliga hjärtstoppet. EKG-förändringar noterades i samband med 
hjärtstoppet och vid uppföljning, men inget som kunde förutspå kammararytmier. 
En låg andel genomgick genetiska analyser vid insjuknande och vid uppföljning, 
18% respektive 24%. Av de som genomgick genetisk analys påfanns en genetisk 
avvikelse associerad med en hjärtsjukdom som förklaring till hjärtstopp hos 23,1%. 
Regelbundna rutinläkarkontroller rekommenderas pga. potentiellt senkommande 
hjärtsjukdomar som förklaring till hjärtstopp. Vi måste även bli bättre på att 
undersöka denna extraordinära grupp för genetiska avvikelser, framförallt då det 
numera dels är billigare jämfört med tidigare och dels att mer omfattande genetiska 
paneler numera är lättillgängliga. 
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Introduction 

Sudden cardiac death 

The earliest suggested reference to sudden cardiac death (SCD) dates back to 5th 
century BC to the teachings of Hippocrates2; 

“Those who are subject to frequent and severe fainting attacks without 
obvious cause die suddenly” 

Sudden death is defined as unexpected death that occurs within 1 hour from onset 
of symptom in witnessed cases and in unwitnessed cases, within 24 hours of last 
being seen alive3, 4. Sudden death is widely accepted as a reference to an unexpected 
death secondary to cardiac arrhythmia. The mechanism proposed behind sudden 
death from cardiac arrhythmia is a cascade of arrhythmias, with onset of ventricular 
tachycardia (VT) degenerating to ventricular fibrillation (VF) and later to asystole5. 
Bradyarrhythmia alone, especially in patients with advanced heart disease has also 
been reported5. In a case series from 1989 with SCD during ambulatory Holter 
registration, the arrhythmia behind fatality was VT degenerating to VF in 62.4%, 
followed by bradycardia 16.5%, torsades de pointes 12.7% and primary VF 8.3%6.  

History of sudden death and ventricular arrhythmias 

During the 18th century, studies confirmed a link between sudden death and 
coronary artery disease7. John Hunter was the first to describe extensive coronary 
artery disease in patients with sudden death and history of angina7. The first 
suggested reference to ventricular arrhythmia (VA) was by John Erichsen in 1840 
who during experimental studies on dogs observed ceased ventricular activity when 
a coronary artery was ligated7. Further studies elaborated on these findings and also 
confirmed onset of reperfusion VAs7. Translation of these findings to clinical 
relevance however was weak. John A. MacWilliam established its importance and 
accurately described VF in 1887, a description which still holds today8; 

“…sudden syncope from plugging or obstructing some portion of the 
coronary system (in patients) is very probably determined or ensured by the 
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occurrence of fibrillar contractions in the ventricles. The cardiac pump is 
thrown out of gear, and the last of its vital energy is dissipated in a violent 

and prolonged turmoil of fruitless activity in the ventricular walls’’ 

In medical terms, VF is characterised by rapid and grossly irregular ventricular 
activity with loss of cardiac output and cardiac arrest9. Though a recognised 
phenomenon, it didn’t gain attention due to rarity, lack of supported arrhythmia 
documentation and fatal outcome7. In 1912, August Hoffman recorded the first 
human tracing of VF10. By the 1960s, in parallel to advances in electrocardiographic 
recordings with introduction of bedside and ambulatory electrocardiographic 
monitoring, the clinical significance of VA was recognised and has remained so 
ever since7. 

Electrocardiography and Vectorcardiography 

The introduction of the electrocardiogram (ECG) has revolutionised cardiac 
medicine and has become a gold standard non-invasive investigative tool. The 
principle of the ECG was developed by Willem Einthoven and earned him the Nobel 
Prize in Physiology or Medicine in 192411. Furthermore, work by Peter Macfarlane 
has enabled the digitalisation of ECG recording and automated ECG 
interpretation12.  

The ECG measures the action potential spread (see figure 1) across the cardiac 
myocytes i.e. the resultant electrical current generated dependent of myocardial 
mass measured on the skin surface13. The ECG is a measure of atrial and ventricular 
activity, a linear function of depolarisation and repolarisation waves over time, but 
not the cardiac conduction system alone13. The 12-lead ECG represents 12 different 
‘electrical’ views of the heart i.e. 12 different angles in both horizontal and vertical 
planes13.  

Vectorcardiography (VCG), first described by Mann in 1920 and initially termed 
monocardiogram, with subsequent developments by Frank in the 1950s, is an 
important complement to standard 12-lead electrocardiography14, 15. The 
vectorcardiogram is a measure of the magnitude and direction of cardiac activity 
through the conduction system (see figure 2) in three orthogonal planes; vertical, 
transversal, and sagittal (orthogonal Frank-leads)16 as shown in figure 3. A three-
dimensional representation of the cardiac vector loop is formed which enables 
various measurements of depolarisation and repolarisation pathologies, in contrast 
to the linear time-dependent one-dimensional ECG16. The VCG has been reported 
to be a more superior measure than the ECG in diagnosis of cardiac disease15, 17, 18. 
Measurement of VCG requires additional skin electrodes and is therefore not 
routinely used in clinical practice19. But with digitalisation of the ECG and 
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application of the software ‘Glasgow algorithm’, computerised transformation of 
digital 12-lead ECGs to VCG by Kors’ regression related method is possible12, 19, 20. 

 

Figure 1. Cardiac action potential 

The action potential has four phases13; 

Resting (4): The recovery time before initiation of action potential. The resting membrane potential of the cell is negative 
(-90mV).  

Depolarisation (0): The sodium channels open and there is a fast influx of sodium ions. There is a shift of charge to 
positive, from -90 mV to +20 - 30 mV. 

Peak (1): The cell is at its peak positive charge, thus negative chloride ions enters the cell and slows the influx of sodium. 

Plateau (2): The cell membranes permeability is reduced as sodium channels close. There is an efflux of potassium and 
influx of calcium, which triggers contraction. The potential stabilises around 0 mV during a short period, prolonging the 
action potential. 

Repolarisation (3): Potassium channels open to repolarise the cell and there is an efflux of sodium, thus the original 
resting potential of -90 mV is restored.  
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Figure 2. The cardiac conduction pathway.  
Reprinted with permission from Journal of Cardiovascular Development and Disease, 5(4), Cirillo M., The Memory of 
the Heart, 201821. © MDPI. 

The electrical stimulation arise in the sinoatrial node, the hearts intrinsic pacemaker which discharge at regular intervals 
stimulating the atria to contract13. The electrical conduction is independent of the autonomic nervous system, however 
the rate of electrical discharge can be increased and decreased by the sympathetic and parasympathetic tone, 
respectively13. The electrical signal then travels to the atrioventricular node and following a delay which allows for atrial 
contraction, divides and conducts through the left and right bundle of His to the Purkinje fibres, triggering ventricular 
contraction13. 

Figure 3. Vectorcardiography loop 
Reprinted with permission from BioMedical Engineering OnLine, 11, Yang H, Bukkapatnam STs, Komanduri R., 
Spatiotemporal representation of cardiac vectorcardiogram (VCG) signals, 201215. © BioMed Central. 
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Electrocardiography in relation to cardiac action potential 

With each heartbeat, all of the cardiac myocytes are activated in a specific sequence 
as the cells are depolarised and repolarised. The deflections seen on an ECG tracing 
represent the different activation phases in the atrium and ventricle. Figure 4. 

 

Figure 4. ECG tracing 

P-wave: Atrial depolarisation. Atrial repolarisation is not visible on ECG as it coincides with the larger ventricular 
depolarisation force. 

QRS-complex: Ventricular depolarisation. 

T-wave: Ventricular repolarisation. 

PR-interval: Reflects sinoatrial node activation with subsequent activation of the conduction pathway and delay at AV-
node till the impulse passes the Purkinje fibres. 

During the depolarisation phase, the myocardial cells are in an absolute refractory 
state i.e. the cells do not respond to an external stimuli like ventricular extrasystole13. 
In contrast, the repolarisation phase also known as the vulnerable phase, is relative 
refractory13. Repolarisation coincides with the apex of the T-wave and a ventricular 
extrasystole can therefore initiate an action potential, R- on T-phenomenon, with 
possible resultant VF22. This is however more commonly observed in patients with 
electrical instability such as in acute myocardial ischemia or channelopathies22. 

Aetiology of ventricular arrhythmias 

Globally, the leading underlying cause of VA is coronary artery disease3, 9, 23. Other 
imperative causes of VA include non-ischemic dilated cardiomyopathy (NICMP), 
valvular heart disease, myocarditis, hypertrophic cardiomyopathy, arrhythmogenic 
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right ventricular cardiomyopathy (ARVC) and infiltrative diseases such as 
sarcoidosis4. Since the 1990s the attention has also been shifted to predisposing 
genetic substrates for SCD24, 25 (see table 1), the channelopathies e.g. long QT 
syndrome, short QT syndrome, Brugada syndrome and catecholaminergic 
polymorphic ventricular tachycardia (CPVT)4, 24, the latter group being more 
commonly observed in younger patients (< 35 years of age)4, 24, 25. In absence of 
structural heart disease, channelopathies, metabolic, toxic and respiratory causes i.e. 
unexplained sudden cardiac arrest, idiopathic ventricular fibrillation (IVF) is 
diagnosed25. It is estimated that IVF accounts for 5 - 10% of all patients who 
survive an out-of-hospital cardiac arrest26. 

Table 1. Cardiac disease and associated genetic mutation 
Genetic mutation 

Long QT KCNQ1, KCNH2, SCN5A, KCNE1, KCNE2 

Short QT KCNH2, KCNQ1, KCNJ2 

Brugada SCN5A 

CPVT RyR2, CASQ2, KCNJ2 

Figure 5. Causes of sudden cardiac death 
Reprinted with permission from Arrhythmia & Electrophysiology Review, 7(2), Srinivasan NT, Schilling RJ., Sudden 
Cardiac Death and Arrhythmias, 20183. © Radcliffe Cardiology. 
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Epidemiology  

Management of cardiac diseases have improved over the preceding decades. This is 
primarily due to better understanding and awareness, but also due to implementation 
of primary and secondary preventive measures, pharmacological optimisation, 
coronary revascularisation and the use of implantable cardioverter-
defibrillator/cardiac resynchronization therapy (ICD/CRT) as appropriate27-31. As a 
result, over the past 20 years a decline in cardiovascular mortality has been 
observed4. However, despite this, cardiovascular disease remains a global health 
problem with reported 17 million deaths annually4. An estimated 15-20% of all 
deaths in Western world are due to SCD23. About 40-50% of cardiovascular deaths 
are by SCD, the majority of which (~80%) are due to acute VAs3, 5, 32. According to 
Rahul Mehra, based on above figures, about 6 million SCDs due to VAs occur 
annually worldwide 32. 

Mechanisms behind ventricular arrhythmias 

Several mechanisms behind VAs have been established. With abnormal 
automaticity, injury currents formed between healthy ventricular myocardium and 
infarcted or ischemic ventricular myocardial tissue due to increased extracellular 
potassium, may spontaneously initiate depolarisation9. With triggered activity, there 
are alterations in the different phases of the action potential9. The action potential 
can thus induce afterdepolarisations i.e. depolarisation occurring either during 
repolarisation (early afterdepolarisation) or after repolarisation (delayed 
afterdepolarisation)9 as shown in figure 6. Such afterdepolarisations can result in a 
cascade of action potentials and thus trigger ventricular extrasystole9. However, to 
trigger a VA, re-entry mechanism is required9. In re-entry there is a closed loop of 
pathways (unidirectional block) with different speeds of depolarisation and 
repolarisation; one fast and one slow. Once a trigger, ventricular extrasystole enters 
the loop, there is an endless circuit and due to changes in myocardial tissue either at 
cellular level or due to fibrosis as seen in structural heart disease, there is an 
excitable substrate to sustain a VA9. 
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Figure 6. Illustration of afterdepolarisations 
A. Early afterdepolarisation (bradycardia, long QT syndrome, hypokalemia, heart failure)9

B. Delayed afterdepolarisation (digoxin toxicity, CPVT)9

Management of ventricular arrhythmias 

The cornerstone in VA management is treatment of the underlying cardiac 
aetiology4. Coronary revascularisation is fundamental in coronary artery disease in 
addition to primary and secondary prevention measures27, 29, 30. Adjunctive 
pharmacological approach in congestive heart failure (CHF) include treatment 
optimisation with beta-receptor blockers, angiotensin converting 
enzyme inhibitors/angiotensin II receptor blockers (ACE-i/ARB) and 
mineralocorticoid receptor antagonists as appropriate31. Their efficacy in reducing 
morbidity and mortality are well established in clinical trials31, 33-43. 
Sacubitril/valsartan, a combination drug with neprilysin inhibitor sacubitril and 
ARB valsartan, is a new heart failure drug which was commercialised in 201544. 
Recently, it has been suggested that sacubitril/valsartan may also have 
antiarrhythmic properties45. In the PARADIGM-HF study, sudden death was 
reduced in patients with sacubitril/valsartan treatment46. Furthermore, one study 
observed reduced VA burden and appropriate ICD shocks in a small cohort with 
sacubitril/valsartan treated heart failure (mean LV-EF 35%) and ICD therapy 
compared to control arm with ACE-i/ARB and ICD therapy (mean LV-EF 30%)47. 

Quinidine was the first antiarrhythmic drug introduced by Scott in 1922 for the 
management of VT and it remained mainstay treatment up until 1950s when 
procainamide became available48, 49. This was followed by several antiarrhythmic 
drugs in the 1960s, namely, lidocaine, disopyramide, beta-receptor blockers, 
mexiletine and amiodarone48, 49. Beta-receptor blocker is the only known drug that 
has been shown to reduce the risk of SCD4, 9, 50. Though antiarrhythmic drugs may 
reduce arrhythmia burden, their effectiveness in primary and secondary prevention 
of SCD have not been confirmed in randomised clinical trials4, 9, 50, 51. 
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The hallmark of VA management has been the discovery of defibrillation therapy. 
Experimental studies and clinical evidence laid the platform for its feasibility during 
the 19th century7. By the 1960s, external cardiac defibrillation was standard therapy 
provided in coronary care units7.  

The ICD was developed by Michel Mirowski in the 1970s52, 53. In 1975, ICD was 
first implanted in dogs. Following notable success in experimental studies, the first 
implant in humans was done in 1980 at John Hopkins Hospital, USA52. In Sweden, 
the first ICD implant was performed at Sahlgrenska University Hospital in 198454. 
Initially ICD was reserved for patients who had survived at least two cardiac 
arrests55. A number of pivotal primary and secondary prevention ICD trials 
followed, which laid the foundation for international device guidelines. A modern 
ICD has the ability to provide pacing, antitachycardia pacing (ATP) and shock as 
appropriate. 

Randomised clinical trials 

The Antiarrhythmics Versus Implantable Defibrillators Trial (AVID56, 1999), which 
may be controversial today, randomised survivors of cardiac arrest to either 
antiarrhythmic drug therapy (amiodarone or sotalol) or ICD therapy. At three years 
follow-up, a significant reduction was seen in all-cause mortality for patients treated 
with an ICD compared to patients treated with an antiarrhythmic drug. CASH57 and 
CIDS58 trials also evaluated ICD therapy versus antiarrhythmic drug therapy in 
survivors of cardiac arrest, and though findings were promising, they were not 
statistically significant. 

In the Multicenter Unsustained Tachycardia Trial (MUSTT59, 1999), patients with 
ICMP (ischemic cardiomyopathy) (LV-EF ≤ 40%) and non-sustained VT 
underwent electrophysiology studies (EPS). In patients in whom sustained VAs 
were induced, randomisation to either antiarrhythmic therapy (drugs or ICD) or no 
antiarrhythmic therapy was done. Reduced mortality was observed in the 
antiarrhythmic therapy group, but subanalysis confirmed that the net benefit was 
driven by ICD therapy and not antiarrhythmic drugs.  

The Multicenter Automatic Defibrillator Implantation Trial II (MADIT-II60, 2002) 
paved the way for ICD implantation in primary prevention in patients with history 
of myocardial infarction (MI) and reduced LV-EF (≤ 30%) as the ICD group had 
31% reduced risk of mortality compared to control group on conventional medical 
therapy.  

In the DEFIbrillators in Non-Ischemic cardiomyopathy Treatment trial 
(DEFINITE61, 2004) with NICMP patients (LV-EF < 36%), fewer deaths were 
reported in patients with ICD therapy and standard medical therapy compared to 
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group with standard medical therapy alone, but this did not reach statistical 
significance (p = 0.08). Subanalysis however, showed a significant reduced risk of 
mortality due to arrhythmia in the ICD group patients in NYHA class III, thus 
concluding that high risk patients also benefit from ICD therapy in addition to 
standard medical therapy. A year prior to DEFINITE trial, results from 
AMIOVART62 were released which randomised patients with NICMP (LV-EF ≤ 
35%) to either amiodarone or ICD. In this study, no difference in mortality was 
observed between ICD and amiodarone arm, thus casting a shadow on the benefit 
of ICD in NICMP. However, results should be interpreted with caution due to small 
sample size (103 versus 458 in DEFINITE). 

From The Defibrillator in Acute Myocardial Infarction Trial (DINAMIT63, 2004) it 
has been established that the optimal time frame to wait with ICD therapy in patients 
following acute MI and reduced LV-EF (≤ 35%) is 40 days. In the trial, early ICD 
implantation was associated with reduced arrhythmia mortality (-58%), but was 
offset by an increase in nonarrhythmic deaths. 

The Sudden Cardiac Death in Heart Failure Trial (SCD-HeFT51, 2005) was a 
landmark study which randomised patients with CHF (LV-EF < 35%) due to ICMP 
or NICMP to either amiodarone, placebo or ICD therapy. No difference in mortality 
was observed in amiodarone and placebo group, however, the ICD group had 
reduced overall mortality of 23%. Thus, a net benefit of ICD in primary prevention 
was evident in both ICMP and NICMP. Of note, 79% with NICMP and 64% with 
ICMP did not have any appropriate ICD therapy during a 5-year follow-up. 

An ongoing study is the The EUropean Comparative Effectiveness Research to 
Assess the Use of Primary ProphylacTic Implantable Cardioverter Defibrillators 
(EU-CERT-ICD64). Primary endpoint is to characterise all-cause mortality in a 
prospective cohort with ICMP or NICMP, who as per European Society of 
Cardiology (ESC) guidelines receive a newly implanted primary preventive ICD, 
and compare with a non-randomised no-ICD control cohort (against ESC 
guidelines). The decision to implant an ICD or opt for a conservative approach is 
not determined by the study design, but rather based on the decision of the treating 
physician and the patient, and influenced by regional and national health policy 
practices. Furthermore, ECG and Holter ECG analysis will be used for risk 
stratification. During the annual ESC conference 2019, interim data was presented65. 
A total of 2247 patients were enrolled with 1516 in the ICD arm and 731 in the 
control arm, a ratio of 2:1. Age was near similar in both groups with mean 62 and 
63. A male predominance in both cohorts (82%) was observed with LV-EF 28 -
29%. The cohorts were dominated by ICMP, with 69% in ICD arm and 57% in the
control arm. During a mean follow-up of 2.7 years in the ICD arm and 1.7 years in
the control arm, the reported mortality was 5.5% per year and 9.2% per year,
respectively. One hundred and seven patients (7.0%) had appropriate shock therapy,



11 

which translated to 2.8% per year. Further survival analysis (adjusted for mortality 
predictors) showed that the incidence of all-cause mortality was 27% lower in the 
ICD arm (p = 0.0140). Subanalysis for SCD showed a near 6-fold increased risk in 
the control arm (p < 0.0001). No conclusive results were obtained for ICMP versus 
NICMP analysis. The authors conclude that both ICMP and NICMP patients treated 
with an ICD in primary prevention as per ESC guideline recommendations derive 
mortality benefit, but should be used with caution in subgroups with advanced age 
or diabetes. Randomised ICD studies are called for. 

Lastly, another ongoing trial is the Programmed Ventricular Stimulation to Risk 
Stratify for Early Cardioverter-Defibrillator (ICD) Implantation to Prevent 
Tachyarrhythmias Following Acute Myocardial Infarction (PROTECT-ICD66), 
with proposed study completion date in 2023. No interim data has been released at 
the time of thesis publication. The PROTECT-ICD trial is a complement to 
DINAMIT63 and MUSTT59 trials and aims to determine the role of EPS guided ICD 
implantation in patients with recent revascularised STEMI (LV-EF ≤ 40%). Patients 
are randomised to either conventional treatment as per guidelines or undergo EPS 
within 40 days of MI. If VAs are induced with EPS, an ICD is implanted. Parallel, 
a proportion in both arms will undergo cardiovascular magnetic resonance (CMR) 
imaging to primarily correlate with VA at EPS, and SCD and non-fatal arrhythmia 
at follow-up. 

ICD guidelines 

The mentioned ICD trials have had a fundamental role in guiding ICD treatment, 
both in primary and secondary prevention. Furthermore, both prospective and 
retrospective observational studies have guided ICD utilisation67-70. The ESC 
guideline recommendations for ICD in CHF are shown in table 231. There is little 
debate regarding the choice of treatment options for those who have survived 
cardiac arrest4, 25. ICD indication in secondary prevention is a Class Ia 
recommendation, provided recovery from VA and expected survival of more than a 
year31. For primary prevention in CHF patients, ICD is recommended if NYHA 
class II-III and LV-EF (≤ 35%) despite more than 3 months optimised medical 
therapy and expected survival of more than a year31. The ESC guidelines also 
differentiate on the level of recommendation for ICD depending on aetiology of 
cardiomyopathy, with ICMP receiving a Class 1a recommendation and NICMP 
Class Ib recommendation, confirming that evidence for primary preventive ICD in 
heart failure is stronger in ICMP compared to NICMP, the latter which are largely 
based on subanalysis31, 51, 61, 71, 72. After MI, ICD implantation in primary prevention 
is discouraged within 40 days31. 
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Proper patient selection for primary ICD implantation especially in asymptomatic 
patients with certain genetically determined cardiomyopathies e.g. ARVC and 
channelopathies or acquired cardiomyopathies e.g. cardiac sarcoidosis, requires risk 
stratification, despite which there may be a grey zone9, 25, 73.  

Table 2. ESC ICD recommendations in patients with heart failure 

Cardiac resynchronization therapy 

The CRT was first introduced in 1993 by Patricia Bakker and has since become an 
established treatment option for patients with CHF on a background of impaired 
LV-EF (≤ 35%) and wide QRS31, 74. There is an increased susceptibility to VAs and
SCD with advanced CHF4, 31. The implantation of defibrillator with CRT is therefore
recommended, provided criteria for both ICD and CRT are met31.The criteria for
CRT implantation are largely the same as for ICD, but with additional requirement
of wide QRS and consideration of CRT-P in patients in ambulatory NYHA class
IV31, 75, 76. See table 3.
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Table 3. ESC CRT recommendations 

 

Successful CRT treatment results in cardiac reverse remodelling of the left ventricle 
(LV); improved ejection fraction, less mitral regurgitation and lower end diastolic 
filling pressure in the LV77. These beneficial effects are likely to reduce the risk of 
developing VAs, but on the offset of potential increased risk of arrhythmias if the 
left ventricular lead is pacing in an area with myocardial scar76, 78, 79. The CARE-
HF80 trial confirmed reduced risk of SCD in the CRT-P arm compared to optimal 
medical therapy arm.  

There is no clear consensus definition of CRT response75. However, commonly used 
variables include echocardiographic evidence of reverse structural remodelling 
(reduced left ventricular end-systolic volume by 15% and improved LV-EF) in 
addition to improved clinical status (NYHA, Quality of life questionnaire)75, 81. The 
CRT response rate varies due to different criteria analysed to label response. 
Nevertheless, studies suggest CRT response rate of 60 to 65%82.  

In the COMPANION83 trial, the CRT-D arm had significantly lower mortality 
compared to groups with either optimal medical therapy or CRT-P. The trial 
however was not powered to compare the CRT arms against each other, but in 
general, mortality benefit with CRT treatment was observed. The MIRACLE-ICD84 
trial didn’t show reduced mortality or heart failure hospitalisation in patients in 
NYHA class III-IV with defibrillator therapy in addition to active or deactivated 
CRT treatment. Subjective benefits of CRT were noted, but could not be verified 
with echocardiographic data or 6-minute walk test. The ICD function however, was 
not compromised by CRT. The MADIT-CRT85 trial on the other hand, did confirm 
additive benefit of CRT in a heart failure cohort in NYHA class I-II. Reduced heart 
failure events were observed, but similar mortality rate in both arms. Both trials 
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confirm the importance of selective CRT implantation, bearing in mind the clinical 
severity of underlying heart failure. 

Studies have confirmed a greater net CRT benefit for patients with QRS > 150 ms28. 
The LESSER-EARTH86 trial, which was terminated early, confirmed the adverse 
effects of CRT in patients with QRS < 120 ms. The EchoCRT87 trial set to determine 
the efficacy of CRT in patients with QRS < 130 ms, but with echocardiographic 
evidence of mechanical dyssynchrony. All patients were implanted with a CRT-D 
(mean QRS 105 ms), but were later randomised to have the CRT function activated 
or deactivated. The study was terminated early as an increased mortality was 
observed in the CRT arm, almost double, primarily driven by cardiovascular deaths. 
It was suggested that proarrhythmia may have contributed to adverse outcome, with 
both appropriate and inappropriate ICD therapy contributing to mortality. The rate 
of appropriate shock was equal in both arms, but inappropriate ICD shock was more 
abundant in the CRT arm. The EchoCRT trial has clarified guidelines and 
highlighted the importance of assessing QRS duration. However, the EchoCRT trial 
also questions the significance and potential harm of mechanical dyssynchrony, as 
suggested in the substudy88. 

To date, there is only one randomised clinical trial that has compared CRT-D to 
CRT-P treatment. In the Defibrillator Implantation in Patients with Nonischemic 
Systolic Heart Failure trial (DANISH89, 2016), patients with NICMP (LV-EF ≤ 
35%) on standard heart failure treatment including CRT when applicable, were 
randomised to receive ICD therapy76. At follow-up, all-cause mortality was not 
reduced in both arms (p = 0.28). Subanalysis however showed that ICD therapy was 
associated with a 3% absolute risk reduction in cardiac death, but on the offset of 
1.5% absolute increase in device infection. Furthermore, patients under the age of 
59 and patients with ‘less severe’ heart failure as guided by NT-proBNP level, 
derived mortality benefit from ICD therapy. Notably the noncardiovascular 
mortality rate was 31%, thus undermining the effect of ICD therapy. The trial 
confirms that ICD therapy should be individualised, with special consideration to 
age, comorbidities and frailty. These conclusions were also supported by the 
CeRtiTuDe79 prospective cohort study published a year before. The outcomes of the 
DANISH trial have not been translated into guidelines, but in a survey study 
conducted at 48 device implanting centres in 17 countries in Europe, 46% confirmed 
that they had been influenced by the findings from the DANISH trial and as such, 
restricted implantation of primary preventive ICD in patients with NICMP90.  

The role of primary prophylactic ICD with CRT is a hot topic, heightened especially 
following the DANISH trial. In a propensity adjusted retrospective observational 
study, the added benefit of defibrillator to CRT was noted in ICMP, but not for 
NICMP70. Meta-analyses however have delivered diverging outcomes, with some 
favouring defibrillator use with CRT, even in NICMP cohorts while others have 
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failed to show the superiority of CRT-D over CRT-P72, 91-94. Results however must 
be interpreted with caution as many of the randomised clinical trials were not 
homogenous and were carried out several years ago, following which 
pharmacological treatment of heart failure has greatly improved. Consensus is that 
ICD implantation decision is at physician discretion, with patients’ best interest and 
clinical status in mind.  

Device statistics, costs and complications 

Since the introduction of ICD, implantation rates have increased exponentially. 
EHRA statistical data from 2013 confirm regional variation, with mean implants per 
million inhabitants 176 in 28 EU member countries and 137 in Sweden95, 96. 
Historical ICD implantation rates in Sweden are shown in figure 7. For CRT, 
numbers are less compared to ICD, with mean 106 in 28 EU member countries and 
100 in Sweden95. Subanalysis show CRT-D and CRT-P implants per million 
inhabitants of 44 and 17, respectively, a ratio of 2.695. Data from The National 
Swedish Pacemaker and Implantable Cardioverter-Defibrillator (ICD) Registry 
further shows that in 2017, ~1,400 ICDs (inclusive of CRT-D) were implanted in 
Sweden of which 66% were in primary prevention96. In total during 2017, ~1,200 
CRTs were implanted (54% CRT-D and 46% CRT-P)96.  

 

Figure 7. Historical ICD implantation rates per million in Sweden 
Adapted from the Annual Statistical Report 201796.  

 

34

53
58

74
84

109

120
128

136 137

152 151 149
139

2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017



16 

The evidence for ICD and CRT treatment efficacy in appropriately selected patients 
is strong and as such favours widespread utilisation4, 25, 31, 76. This is however offset 
by associated high upfront device costs, though which have reduced over the last 
decade, with generator costs for ICD 31,000 SEK, CRT-D 31,000 SEK and CRT-
P 13,500 SEK. An ICD shock electrode costs 10,500 SEK. Based on these 
figures, excluding perioperative and other lead costs, ICD and CRT-D device costs 
with shock electrode amounts to 58 million SEK annually. 

A large proportion may never experience any appropriate ICD therapy (ATP or 
shock), thus the net benefit of ICD is questioned. In a prospective ICD registry 
study, the annual risk of appropriate ICD shock therapy or appropriate ICD therapy 
in primary prevention cohort was 1.1% and 3.9%, respectively; and 3.8% and 8.4% 
in the secondary prevention cohort97. In another prospective ICD registry with focus 
on ICMP patients with primary preventive ICD, the annual risk of appropriate ICD 
shock therapy was 4.1% and 7.1% for appropriate ICD therapy98.  

There are also potential adverse effects of ICD implantation, which include a 3% 
perioperative risk of pneumothorax, perforation of the right ventricular wall, 
bleeding and CHF decompensation and procedure-related mortality (which does not 
however exceed 1%)96, 99, 100. Data from the Swedish pacemaker registry compared 
to the DANISH trial are shown in table 4, and highlights a probable under-reporting 
of complications in the Swedish registry. In the prospective trial, cumulative rate of 
serious complications were 9.8% in the ICD arm. After implantation, care must be 
taken in order to program the ICD to avoid ventricular pacing that can aggravate 
underlying CHF101. Inappropriate shocks due to sinus tachycardia, atrial fibrillation, 
non-sustained VT, lead malfunction or oversensing occur at a yearly rate of 3.8% 
leading to a life-time risk of inappropriate shocks approaching 1/3 in ICD recipients 
despite programming optimisation102, 103. ICD shocks reduce quality of life and have 
been associated with increased mortality, possibly related to adverse effects of high 
voltage shock itself104. ICD-related infection is another complication feared, with 
1.3% risk during upgrade or generator replaement105, 106. Once ICD-related 
infection is diagnosed, ICD and lead extraction are mandatory, which itself is 
associated with 0.28% mortality107. 
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Table 4. ICD complications in Sweden for new implants and replacements compared to DANISH trial89 (%) 
Complication 2016 2017  DANISH trial 

Discontinued surgery due to 
hemodynamic reasons 

0.1 0.0  ICD group Control group 

Electrical dysfunction 1.8 1.5 Device infection 4.9 3.6 

Local bleeding 0.5 0.2 Serious device infection 2.7 2.3 

Perforation/tamponade 0.4 0.3 Bleeding requiring 
intervention 

0.2 0 

Pneumothorax 0.7 0.3 Pneumothorax 2.0 1.1 

Infection/perforation 1.0 1.0 Total 9.8 7.0 

Electrode displacement 2.8 2.5    

Other 0.6 0.5    

Subclavian or other related 
thrombosis 

0.2 0.0    

Death 0.0 0.0    

Pericardial fluid 0.0 0.1    

Stroke 0.0 0.0    

Total 8.1 6.4    

Adapted from the Annual Statistical Report 201796 and DANISH trial89. 

  



18 

Risk prediction 

Proper patient selection is the key to minimisation of ICD adverse effects, 
improvement of risk:benefit ratio of ICD therapy and optimisation of resource 
utilisation. In 2001, Huikuri et al described various factors’ predictive value for 
sudden arrhythmic deaths, see table 5. 
Table 5. Indicators of an increased risk of sudden death from arrhythmia 

Variable Measure Predictive Power 

Conventional coronary risk factors 
High cholesterol 
High blood pressure 
Smoking 
Diabetes 

Risk of underlying disease Low power to 
discriminate the 
individual person at risk 
for sudden death from 
arrhythmia 

Clinical markers 
NYHA functional class 
Ejection fraction 

Extent of structural disease High power to predict 
death from cardiac 
causes; relatively low 
specificity as predictors 
of death from arrhythmia 

Ambient ventricular arrhythmia 
Frequency of premature ventricular 
depolarizations 
Nonsustained VT 
Sustained VT 

Presence of transient triggers Low overall power if not 
combined with other 
variables 

Electrocardiographic variables 
Standard ECG 
Left ventricular hypertrophy 
Width of QRS complex 
QT dispersion 

Presence of electrical abnormalities Low power to predict 
death from arrhythmia 

Electrocardiographic variables 
Standard ECG  
Specific abnormalities 
- Prolonged QT interval
- Right bundle branch block plus ST segment 
elevation in lead V1 (Brugada syndrome) 
- ST-segment and T-wave abnormalities in 
leads V1 and V2 (right ventricular dysplasia) 
- Delta waves (Wolf-Parkinson-White 
syndrome) 

Presence of electrical abnormalities High degree of accuracy 
in identifying specific 
electrical abnormalities 

Electrocardiographic variables 
High resolution ECG 
Late potentials on signal-averaged 
electrocardiography 

T-wave alternans 

Presence of electrical abnormalities High negative predictive 
value but low positive 
predictive value 

Primary predictive value 
unknown 

Markers of autonomic nervous function 
Heart-rate variability 
Baroflex sensitivity 

Presence of conditioning factors Exact predictive value 
unknown 

Electrophysiological testing 
Inducibility of sustained tachyarrhythmia by 
programmed electrical stimulation 

Presence of permanent substrate for 
ventricular arrhythmia 

High degree of accuracy 
in specific high risk 
subgroups 

Adapted with permission from New England Journal of Medicine, 345 (20), Huikuri HV, Castellanos A, Myerburg 
RJ., Sudden death due to cardiac arrhythmias, 20015. © Massachusetts Medical Society. 
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Furthermore, Myerburg et al illustrated the relationship between incidence of SCD 
and the actual event rate in overall adult population108, as shown in figure 8. In the 
general population there is low individual risk, but overall a large number of events 
as there are many individuals in this category. Subsequently in other groups, there 
is a progressively higher individual risk (highest with previous MI, low LV-EF and 
VT), but the overall number of events is less as the size of the groups becomes 
smaller and smaller. Thus, there is an inverse relationship in subset populations 
between incidence and actual events. This illustrates the difficulties in identifying 
the vast majority of SCDs with established risk factors as most events occur in the 
general population without known risk factors. In reference to numbers needed to 
treat (NNT), it is prudent to invest in the high-risk group, but offset by the fewer 
total number of preventable events. It is therefore of equal importance to identify 
risk markers applicable to the general population and not only to specific subgroups. 

 

Figure 8. Sudden cardiac death; Incidence vs. occurrence over 1 year  
Reprinted with permission from Journal of the American College of Cardiology, 54(9), Myerburg RJ, Reddy 
V, Castellanos A., Indications for implantable cardioverter-defibrillators based on evidence and judgment, 2009108. © 
Elsevier. 

 

Earlier attempts to identify risk factors which may help pinpointing patient 
subgroups expected to gain the most benefit from ICD therapy were based on 
retrospective analyses of the large-scale trials that around 15 years ago lead to the 
development of current guideline recommendations. Post hoc analyses of patients 
enrolled in the MADIT-II trial showed that age >70 years, history of atrial 
fibrillation, renal failure, QRS >120 ms and NYHA class ≥ II, were significantly 
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associated with prognosis in a U-shaped pattern109. Absence of risk factors and 
patients with very high risk derived no ICD therapy benefit, while medium-score 
patients demonstrated a 49% reduction in the risk of death109. These findings were 
reproduced in a single–site register study that showed that ICD treated patients with 
only one risk factor had 3.4% annual mortality compared with 33% in those with 3 
and more risk factors110. Patients without any risk factors did not demonstrate any 
notable mortality benefit from ICD therapy during follow-up110. Other studies have 
included diabetes mellitus, chronic obstructive pulmonary disease and peripheral 
arterial disease as surrogate risk markers associated with sudden death/appropriate 
ICD therapy in patients with primary preventive ICD, with similar conclusions 
drawn as from previous studies111, 112.  

Cardiac magnetic resonance imaging 

In search for further VA predictors to identify patients likely to benefit from ICD 
intervention, studies have focused on evaluation of myocardial scar burden by CMR 
imaging, i.e. substrates (re-entry circuits and arrhythmogenic triggers) for recurrent 
VAs. In large, almost all ICMP patients exhibit fibrosis, whereas in NICMP, ~30 - 
40% do113. Patients with late gadolinium enhancement (LGE) detected fibrosis had 
a significantly higher risk of adverse outcome, suggesting that evaluation of 
myocardial scar might serve as a predictor for better risk stratification113-116. Scar 
seems to confer a higher risk of VAs and worse prognosis both in ICMP and 
NICMP, but especially in ICMP patients, a detailed evaluation of the scar areas and 
heterogeneity of the scar may be able to further stratify the risk of VAs113, 117-119. 
LGE-CMR imaging is considered a gold standard investigative tool with high 
clinical yield, but this technique is fairly time consuming and expensive with 
variable centre specific availability, thus not utilised as a screening tool. 

Periodic repolarization dynamics 

The predefined substudy to EU-CERT-ICD as described on page 10 assessed 
Periodic Repolarization Dynamics (PRD) as a marker of mortality120, 121. PRD is a 
novel ECG-based risk marker that quantifies low-frequency oscillations of cardiac 
repolarisation instability. These oscillations can be extracted through mathematical 
algorithms from multipolar surface ECGs and are most likely caused by phasic 
sympathetic activation of the LV. In previous studies, increased PRD was strongly 
linked with arrhythmic complications, including VAs, appropriate ICD shocks and 
SCD122-124. It was therefore hypothesised that PRD may be a suitable tool in 
predicting ICD treatment effect on total mortality in contemporarily treated patients 
with ICMP and NICMP with LV-EF ≤ 35%. At enrolment, all patients in sinus 
rhythm underwent high-resolution 12-lead 24h Holter recording. The ICD derived 
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mortality benefit was strongly influenced by the PRD value, with low values 
conferring to low ICD benefit and higher levels associated with ICD benefits. With 
no known optimal cut-off level, it was observed that a level of 7.5 degrees enabled 
the best separation between responders and non-responders to ICD therapy. A PRD 
value of ≥ 7.5 was associated with a 75% risk reduction by ICD treatment. 
Furthermore, the number needed to treat, NNT, was 3.1 for PRD ≥ 7.5 and 18.3 for 
< 7.5. PRD was an independent predictor of appropriate ICD shock. The trial 
confirms that PRD predicts the mortality benefit with primary prophylactic ICD 
therapy and therefore may be a new novel tool to guide prophylactic ICD-
implantation in patients with ICMP and NICMP. However, validating studies are 
called for. 

QRS-T angle 

ECG indices are emerging for risk prediction, particularly VCG derived. Electrical 
instability correlates to repolarisation changes and ventricular structural 
abnormalities to depolarisation changes, both of which can be measured by spatial 
QRS-T angle125. The spatial QRS-T angle is the three-dimensional angle between 
the mean spatial QRS-vector and the mean spatial T-vector i.e. the angle between 
ventricular depolarisation and repolarisation vectors126. In a normal myocardium, 
the QRS- and T-vector loops point in the same spatial direction, but with changes 
in ventricular depolarisation and repolarization, the vectors point in opposite spatial 
directions125, 126. A widened spatial QRS-T angle has been associated with cardiac 
mortality and VAs126-129. It is suggested that a widened QRS-T angle generates an 
electrical instability, which predisposes to VAs126, 127.  

The threshold value to separate normal QRS-T angle from abnormal is not 
universally defined. In a post hoc analysis of the DEFINITE61 trial (described on 
page 9), the planar QRS-T angle (absolute difference between the QRS axis and T 
axis) as opposed to the three-dimensional spatial QRS-T angle, showed that an angle 
> 90 was independently associated with composite primary endpoint of death, 
appropriate ICD shock or resuscitated cardiac arrest in 25.4% of patients (adjusted 
HR 1.64, 95% CI 1.02–2.65, p = 0.039)130. Total mortality however was not 
significantly reduced. In an ICMP cohort with primary preventive ICD therapy, both 
planar and spatial QRS-T angles were assessed, > 90 and >100, respectively129. 
The adjusted hazard ratios for appropriate ICD device therapy was 2.4 for planar 
QRS-T angle and 7.3 for spatial QRS-T angle, confirming the importance of 
measuring the QRS-T angle, but also the superiority of spatial QRS-T angle. Further 
analysis showed that a spatial QRS-T angle  100 could also predict appropriate 
therapy-free follow-up (positive predictive value 98% and negative predictive value 
15%). In a prospective general population-based study (n=6,134), spatial QRS-T 
angles were categorised as normal 0 – 105, borderline 105 – 135 and abnormal 
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135 - 180127. During 6.7 years of follow-up, borderline or abnormal spatial QRS-T 
angles were associated with cardiac mortality, with adjusted hazard ratios of 1.7 and 
3.7, respectively127. In another population based study (n=46,573), spatial QRS-T 
angles were categorised as normal 0 – 50, borderline 50 – 100 and abnormal 100 
- 180128. During mean follow-up of 6 years, both borderline and abnormal spatial
QRS-T angle conferred to a higher risk of cardiovascular death, with increasing
divergence in angle associated with adverse outcome (> 107 HR 3.9 CI 3.5– 4.4,
p < 0.0001])128.

QRS dispersion and QRS vector magnitude 

QRS dispersion (QRSd) is the difference between the widest and narrowest QRS 
interval, as measured on 12-lead ECG, and is a marker of ventricular 
depolarisation131-134. An increased QRSd correlates to inhomogenous ventricular 
depolarisation, reflecting underlying ventricular pathology131-134. A widened QRSd 
has been linked to predict cardiovascular events and mortality in an asymptomatic 
population, cardiac mortality in CHF cohort, a near 3-fold risk of appropriate ICD 
therapy in cardiomyopathy cohorts with underlying bundle branch block, in addition 
to being an independent predictor of sudden death in ARVC patients131-135. In a small 
prospective case series with LBBB (left bundle branch block), a widened QRSd was 
associated with left ventricular systolic impairment136. There are however no 
standardised reference values, with values above 25 - 46 ms associated with adverse 
outcome131-135. The QRS vector magnitude (QRSvm) is a VCG derived measure of 
depolarisation voltage dispersion (sum of QRS amplitude peaks or troughs), a 
complement to QRSd. The QRSvm has in selected cohorts with Tetralogy of Fallot 
and Brugada syndrome shown to predict VAs137-139. The studies hypothesise that the 
dispersion of depolarisation due to ventricular pathology results in a decrease in 
unidirectional forces, thereby yielding a lower QRS peak magnitude137.  

T-wave vector magnitude

T-wave amplitude is measured form standard 12-lead ECGs and is a measure of
ventricular repolarisation133. A reduced T-wave amplitude, suggestive of ventricular
repolarisation heterogeneity, has been shown to predict a near 4-fold risk of
appropriate ICD therapy in cardiomyopathy cohorts without bundle branch block
and appropriate ICD therapy in a hypertrophic cardiomyopathy cohort133, 140. The T-
wave vector magnitude (Twvm) is VCG derived, thus avoids potential
underestimation or bias due to rotation of the main vector. It is an emerging ECG
index and possibly a superior measure of T-wave amplitude. The Twvm utility has
been assessed in selected cohorts141, 142. Twvm is a marker of hypertensive
ventricular repolarisation changes (< 0.24 mV, no clinical endpoints assessed)141. In
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females with long QT syndrome (genotype positive KCNH2 with normal QTc 
values), a Twvm < 0.30 mV conferred to a threefold increased risk of cardiac events 
A change in T-wave morphology (repolarisation) occurs secondary to cardiac 
pacing i.e. cardiac memory and as such, perhaps limits its use to pre-device 
treatment143, 144. However to date, no studies have evaluated the Twvm’s prognostic 
utility in patients with CHF. 

Early repolarization pattern 

Shipley and Hallaran first described early ST elevation in 1936 and in 1951, Grant 
termed it early repolarization (ER)145, 146. Traditionally, ER pattern (ERP) has been 
considered a benign phenomenon, a normal variant with a J-wave in the QRS-ST 
junction145. In 2008 following an observational case series on IVF survivors where 
31% had ERP compared to 5% in control group (p < 0.001), ERP gained renewed 
interest and even labelled as a marker for SCD4, 9, 145, 147. Homogenous ER definition 
has been lacking over the preceding decades, but lately the consensus is an end-QRS 
notch or slur ≥ 0.1 mV above baseline on the downslope of a prominent R-wave (J-
point), in two or more contiguous inferior leads (II, III and aVF) and/or lateral leads 
(I, aVL, V4-V6) and QRS duration < 120 ms148. In the general population, a 13.1% 
prevalence has been reported with a 2- to 4- fold increased risk of cardiac 
mortality149. A diagnosis of early repolarization syndrome (ERS) is reserved for 
survivors of idiopathic VF and/or polymorphic VT who have ECG changes 
consistent with ERP4. In ERS and in ICD heart failure cohorts, a further increase in 
J-point amplitude has been observed immediately before the onset of a VA, 
suggesting ER is arrhythmogenic145, 150. The ESC guideline has taken a cautious 
approach and decided not to give any management advice, but ERS is recognised4. 
ERP is more commonly observed in younger males and there may be a familiar 
pattern, but to date, there is no method to accurately differentiate benign ERP from 
malignant145.  

Selvester score 

In the 1960s, computer simulation of the cardiac electrical activation wave gained 
momentum151. Roland Selvester developed the Selvester QRS score in 1972 aiming 
to localise and quantify myocardial infarct size in the LV by 12-lead ECG recording, 
building on the concept that changes in ventricular depolarisation are mirrored by 
QRS morphology changes151, 152. In total 57 QRS criteria were established, 
representing measurements in all leads except aVR and III (10 out of 12 standard 
leads)151. A total of 32 points could be gained, with each point corresponding to 3% 
scar in the left ventricular myocardium, totalling to 96% of the LV151. The manually 
calculated ECG derived findings were validated with autopsy-measured myocardial 
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infarct size and subsequent studies verified its prognostic utility151, 153-156. However, 
the Selvester QRS didn’t gain widespread clinical utility due to rather tedious 
manual calculations of all 57 criteria in addition to being limited to ECGs without 
conduction abnormalities, the latter often being observed in MI151, 157. But due to 
widened interest in establishing risk stratification tools for ICD and CRT therapy, 
the Selvester score gained renewed attention and even allowed for automated 
measurements151, 158-160. In 2009, together with David Strauss, the Selvester score 
was refined to include 46 criteria assessed over 8 leads (9 categories), and expanded 
for application in conduction abnormalities157. See figure 9. The new semi-
automatic QuAReSS software, ‘QUantitative and Automatic REport of Selvester 
Score’, for use in ‘strict’ LBBB cohorts (see figure 10), requires manual validation 
of all 46 criteria and at times adjudication, nevertheless has simplified scoring and 
enabled quick ECG assessments160, 161. The QuAReSS software has previously been 
validated in a cohort from the MADIT-CRT trial (n= 180)160. 



25 

 

 

 
 
 
 
 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 9. Selvester scoring 
Reprinted with permission from Journal of Electrocardiology, 44(5), Loring Z, Chelliah S, Selvester RH, Wagner 
G, Strauss DG., A detailed guide for quantification of myocardial scar with the Selvester QRS score in the presence of 
electrocardiogram confounders, 2011153. © Elsevier. 

Figure 10. Strict LBBB criteria 
Modified with permission from the American Journal of Cardiology, 107, 
Strauss DG, Selvester RH, Wagner GS., Defining left bundle branch block in 
the era of cardiac resynchronization therapy, 2011147. © Elsevier. 
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ECG remains the most easily available inexpensive non-invasive diagnostic 
modality for evaluation of myocardial scar, although with a lesser predictive 
accuracy than CMR157, 162, 163. In a CRT cohort, a higher Selvester score (> 9) i.e. 
higher myocardial scar burden (>27%) predicted echocardiographic non-responders 
(reduced reverse LV remodelling), in keeping with previous CMR verified scar 
data159, 164. The Selvester scoring is useful for quantifying transmural left ventricular 
scar, and has been used in combination with CMR findings in small series of patients 
with ICD implants for prediction of VAs151, 157, 158, 163, 165. In one study, the receiver 
operating characteristics (ROC) area was 0.91 with r=0.74 and in another ROC 0.66 
with r=0.42. 157, 163. In the latter study with ICMP and ICD therapy, an increasing 
Selvester score had no predictive value for VAs163. However, Selvester score ≥ 6 
was associated with all-cause mortality. In a population-based study, Selvester score 
≥ 5 assessed together with planar QRS-T angle ≥ 105, were associated with an 
annual mortality of 8.8 – 13.9%125. The corresponding numbers for low Selvester 
score and narrow QRS-T angle were 3.8 – 5.5%125. In a substudy to SCD-HeFT51 
trial (described on page 10), the Selvester scoring was applied to the majority of the 
ICD arm158. A score ≥ 1 was associated with VAs whereas a score of 0, conferred 
to a 48% reduced risk of VAs. Furthermore, each 3-point (9%) increase in Selvester 
score was significantly related to appropriate ICD shock therapy (HR 1.14, p = 
0.01)158. 

Other ECG indices 

The rSr´ pattern in right precordial leads (QRS < 120 ms) has been observed in up 
to 7% without known heart disease166. It can be a benign sign, but also a marker for 
underlying pathology like ARVC or Brugada syndrome166. Diagnostic work-up 
algorithms have been proposed, with focus on measurement of the triangle base of 
the r’ wave166. Fragmented QRS (fQRS, r’ or notching of R or S wave) due to 
alteration of normal ventricular depolarisation is a possible marker for myocardial 
fibrosis. fQRS has been shown to be associated with SCD and all-cause mortality in 
ICMP and NICMP cohorts, with even greater risk in patients with LV-EF > 35% 
and QRS < 120 ms162, 167, 168. In selected cohorts with Brugada syndrome, it is a 
predictor of VAs169.  
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Aims 

The general aim of this thesis was to evaluate the predictive value of ECG indices 
for ventricular arrhythmias and mortality, in cohorts with ICD therapy. 

 

The specific aims of the papers included in this thesis were: 

 

I. To assess the inter-observer variability, usability and validity of the 
semi-automated Selvester scoring system for ECG based assessment of 
left ventricular scar burden in patients with left bundle branch block. 

II. To evaluate LGE-CMR assessed scar burden with Selvester score 
derived measurements and to determine whether presence of 
myocardial scar can predict ventricular arrhythmias and mortality in 
patients with ICD therapy due to underlying congestive heart failure. 

III. To assess vectorcardiography indices’ prediction of ventricular 
arrhythmias and mortality in patients with primary and secondary 
prophylactic ICD therapy due to underlying congestive heart failure. 

IV. To review the long-term prognosis and the predictive value of ECG 
abnormalities for ventricular arrhythmias in a Swedish cohort of 
idiopathic ventricular fibrillation survivors. 
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Methods 

Paper I-III are based on the review of patient material from ICD recipients 
(including CRT-D) at Skåne University Hospital in Lund, Sweden, between 2002 – 
2013, who all prior to ICD implantation underwent CMR imaging. The National 
Swedish Pacemaker and Implantable Cardioverter-Defibrillator (ICD) Registry was 
screened for ICD recipients and systematically cross-matched with medical records 
to identify patients with ICMP and NICMP who prior to ICD implantation did a 
CMR. The project was approved by the local ethics committee in Lund (Dnr 
2013/236, 2014/726, 2014/65) and complies with the Declaration of Helsinki. 
Requirement of informed consent was waived by the ethics committee. 

Paper IV is based on the review of patient material from survivors of IVF at three 
university hospitals in Sweden between 1988 and 2016. The participating hospitals 
were Skåne University Hospital in Lund (principal investigator), Sahlgrenska 
University Hospital and University Hospital of Umeå. The National Swedish 
Pacemaker and Implantable Cardioverter-Defibrillator (ICD) Registry was screened 
for secondary prophylactic ICD recipients and cross-matched with medical records 
to identify patients with IVF. The project was approved by the local committee in 
Lund (Dnr 2015/363) and complies with the Declaration of Helsinki. 

 
Figure 11. Flowchart of patient cohorts for papers I-IV. 
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Data sources 

Paper II - IV are registry-based retrospective observational studies with at least 1-
year follow-up period. Demographic and clinical information was obtained from 
electronic medical records and the National Swedish Pacemaker and Implantable 
Cardioverter-Defibrillator (ICD) Registry. ICD data, either from manual 
interrogation or remotely (Merlin®, CareLink® or Latitude®) were obtained 
from electronic medical records. Sustained VA was defined as  30 seconds and 
appropriate ICD therapy was defined as ATP or shock due to tachyarrhythmia of 
ventricular origin. Electrical storm was defined as 3 or more sustained episodes of 
VA or appropriate shocks from an ICD within 24 hours. The cause of death and 
primary in-hospital diagnosis were obtained from the Swedish National Board of 
Health and Welfare cause of death register and inpatient register. Three of the 
studies focus on ICMP, which was defined as (i) history of MI or revascularisation 
(CABG or PCI), (ii) ≥ 50% stenosis of LM or ≥ 70% proximal LAD or (iii) ≥ 70% 
stenosis of two or more epicardial vessels170. Patients not fulfilling the criteria for 
ICMP were classified as NICMP. Endpoints were adjudicated by a senior 
electrophysiologist. 

Electrocardiogram 

A prerequisite for study I-III was pre-device implantation digital ECG in order to 
avoid potential effect of cardiac pacing on electrophysiological remodelling i.e. 
worsening or correction of vector dispersion143, 144. Furthermore, patients with 
existing pacemaker were excluded from analysis in study I-III. In study IV, ECG 
prior to index event or during hospitalisation in addition to follow-up ECG (> 1 year 
from index) was essential. Baseline resting 12-lead ECGs were performed at 25 
mm/s speed with 10 mm/mV for limb and precordial leads. Digital ECGs were 
retrieved from the local hospital server, MUSE and MegaCare. Study I-II was a 
collaborative project with the Heart Research Follow-up Program team at 
University of Rochester, USA, who developed the semi-automated Selvester 
scoring software QuAReSS. Only patients with strict LBBB as described on page 
25, were eligible for semi-automated Selvester analysis. The strict LBBB ECGs 
were validated by the ECG core laboratory group at Duke University, USA. The 
VCG indices in study III were obtained automatically using the Glasgow algorithm 
to define the QRS and T-wave fiducial points in lead I, II, V1 to V6, followed by 
application of the Kors’ regression related method to calculate spatial QRS-T angle, 
QRSvm and Twvm20. In study III, LBBB was defined as a QRS width over 120 ms 
with broad notched or slurred R wave in leads I, aVL, V5 and V6

171, 172. 
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Cardiovascular magnetic resonance  

CMR data were used for papers II and III. CMR imaging was performed on two 
1.5T scanners (Philips Achieva, Best, The Netherlands and Siemens Magnetom 
Vision, Erlangen, Germany). Images were analysed using the validated software 
Segment v1.9 (http://segment.heiberg.se)173. LGE-CMR images were acquired by 
cine imaging in breath hold, both in short axis and long axis projections collected 
10–20 min after injection of 0.2 mmol/kg of a gadolinium based contrast agent. LV-
EF, end-diastolic and end-systolic volumes were determined by manual delineation 
of the endocardium and epicardium in short axis cine images, both in end-systole 
and end-diastole. Scar was quantified using a semi-automatic algorithm after 
manual delineation of the endocardium and epicardium174. The regional scar 
distribution and burden was assessed using the American Heart Association 17-
segment model175. Any LGE-CMR imaging of poor quality or with artefacts 
excluded the patient from LGE-CMR related analysis. 

Statistics 

All statistical analyses were performed with IBM SPSS Statistics (v. 22 and 25 IBM 
Corporation, Armonk, NY, USA). Continuous variables expressed as means (+/- 
standard deviation, SD) or median (interquartile range, 25th and 75th percentile), as 
appropriate. Categorical variables presented as frequencies and percentages and 
compared with the χ2 test. Kaplan-Meier curves were used for survival analysis, 
with the log-rank test for significance testing. A p-value < 0.05 was considered 
statistically significant.  

Paper I 

The ECGs with strict LBBB were digitally uploaded to the semi-automatic 
QuAReSS software program for assessment by two groups of cardiologists working 
independently from each other and blinded to clinical data and LGE-CMR based 
data; the clinical group and the ECG core laboratory group. The agreement between 
the Cardiology groups analysed ECGs and between the manual and automatic 
readings were evaluated by the Heart Research Follow-up Program team. The 
average agreement was calculated as the percentage of agreed measurements in total 
measurements for each of nine categories, including R-amplitude, R/R′ ratio, 
presence of Q wave, S/S′ ratio, R-wave duration, notched R (a notch that begins 
within the first 40 ms, NchInit40), Q-wave duration, R/S ratio and R/Q ratio. An 
agreement between readings was considered if the peak/nadir was in the exact 
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position for the categories R-amplitude, R/R′ ratio, S/S′ ratio, R/S ratio and R/Q 
ratio. Similarly, if duration of R- and Q-wave were the same and lastly if the 
presence or absence of Q-wave or notch at initial 40 ms were correctly identified. 
Following analysis of all results, in case of discrepancy between the Cardiology 
groups, the final score was determined by consensus. 

The average score differences between ECG readings were presented as mean +/- 
SD. Bland-Altman plots were used to quantify and illustrate the level of consistency 
between adjudicated and automatic ECG readings and between Cardiology groups. 

Paper II 

Following ECG analysis and adjudication of results in paper I, the Selvester score 
results were transferred to paper II to correlate with LGE-CMR scar quantified data. 

The correlation between the burden of left ventricular scar (%) by Selvester score 
and LGE-CMR was assessed using bivariate correlation analysis with Spearman’s 
test. Bland-Altman plots were used to assess and illustrate any potential bias 
between the two scar quantification methods. Analyses were made for all patients 
and ICMP and NICMP subgroups. Subanalysis was done on patients with LGE-
CMR scar in relation to clinical outcome (mortality or appropriate ICD therapy). 
ROC analysis was used to select an appropriate cut-off mark for scar burden by 
Selvester scoring, in relation to clinical outcome (mortality or appropriate ICD 
therapy). 

Errata 

After publication of paper II, an error in table 1 was discovered. The reported 
numbers of CRT-D and ICD were incorrect due to merging of two databases. 
However, this did not alter main results, other tables and figures. Errata has been 
published. The error was discovered and corrected before paper III.  

Paper III 

VCG indices spatial-QRS-T angle, QRSvm and Twvm vector were computed 
automatically from digital 12-lead ECG as previously described. 

Bivariate Spearman correlation test was used to assess the internal correlation 
between the VCG variables, and correlation between CMR verified scar. A 
correlation coefficient more than 0.3 was considered significant. Due to high 



33 

internal correlation between VCG variables and pre-existing LBBB, the variables 
were analysed both in the entire cohort and subgroups with and without LBBB in 
Cox proportional hazards regression univariate analysis when evaluating potential 
association with primary endpoints (appropriate ICD therapy, mortality or a 
composite of both). If the p-value was less than 0.10, the variable was entered into 
a multivariable Cox regression analysis, adjusting for different sets of covariables 
(age, gender, aetiology of cardiomyopathy, primary or secondary prophylactic ICD, 
LBBB status, LV-EF, smoker, diabetes and hypertension). Survival analyses were 
performed using Kaplan-Meier curves for all three ECG variables (dichotomised, 
using ROC analysis to select an appropriate cut-off mark), with the log-rank test for 
significance testing and all-cause mortality as outcome. 

Paper IV 

All patients in the Lund cohort were invited for a follow-up clinical review with 
lead investigator and screening with ECG, echocardiogram and genetic testing as 
appropriate. Informed written consent was obtained. 12-lead ECGs at baseline and 
follow-up were reviewed by two electrophysiologists independently of each other 
and blinded to clinical outcome. Any discrepancies were adjudicated for consensus. 
ECGs were screened for ERP, rSr’ and S-upstroke time as described on page 23, 26. 
Any additional repolarisation and depolarisation changes were documented. 

EPS at baseline was performed according to local practice at respective sites, and 
included programmed stimulation from the right ventricular apex and base, with up 
to three progressively shortened extra stimuli until 200 ms.  

Initial genetic evaluation was carried out according to local practice and varied 
between centres. Follow-up genetic testing in autumn 2018 was performed by XON 
array (CytoScan XON, Applied Biosystems, Thermo Fisher) of a panel of 115 genes 
associated with channelopathies and cardiomyopathies. For exome sequencing, 
libraries were constructed using the SureSelect XT HS Clinical Research Exome V2 
(CREv2 kit, Agilent) and sequencing was performed with an Illumina NextSeq 500. 
Genome version GRCh37/hg19 was used as reference sequence. Genetic changes 
were classified as pathogenic or likely pathogenic according to the American 
College of Medical Genetics and Genomics (ACMG) guidelines176. 
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Results 

Paper I 

In the base cohort, 105 had LBBB according to standard definition. Sixty-seven 
qualified for strict LBBB to which the QuAReSS software was applied. The mean 
absolute difference of Selvester scores measured by the two independent Cardiology 
groups, as shown in figure 12 (outliers circled), was 1.4 ± 1.5 score points (4.2 ± 4.5 
% LV scar). A 66% score agreement was observed between two independent 
measurements when the difference of score was within 1 point range, and the 
agreement improved to 82% within a 2 point difference. Overall the agreement was 
above 72%, except R-wave duration with 24%, see figure 13. Five ECGs had a score 
difference of ≥ 4, all of which were rereviewed. 

Figure 12. Differences between Selvester scores measured by the two Cardiology groups. Adapted from paper I. 



36 

Figure 13. Average agreement on measurements between two Cardiology groups and automatic and-
semiaitomatic readinggs. Adapted from paper I. 

Further comparison between the automatic and two semi-automatic readings by the 
Cardiology groups (see figure 14) showed a mean absolute difference of Selvester 
scores of 1.2 ± 1.2 (3.6 ± 3.6%) and 1.3 ± 1.2 (3.9 ± 3.6%). The level of agreement 
was 67 - 69% with a score difference within 1 point range and 84 - 90% within a 2 
point difference. Overall the agreement was above 74 – 75%, with lowest agreement 
for R-wave duration, 16 – 22%, see figure 13. 
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Figure 14. Differences between Selvester scores by automatic and semi-automatic readings. Adapted from 
paper I. 
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Paper II 

Sixty-seven patients with Selvester scoring results from paper I were transferred to 
paper II. Seven patients were excluded. Baseline characteristics are shown in table 
6. 
Table 6. Patient characteristics. Adapted from Corrigendum paper II. 
Patients (n= 60) 

Age (y), mean ± SD 65.1 ± 9.0  

Men, n (%) 40 (67) 

LV-EF by CMR, mean ± SD 27.6 ± 11.7  

Non-ischemic dilated CMP, n (%) 34 (57) 

Ischemic CMP, n (%) 26 (43) 

Diabetes mellitus, n (%) 10 (17) 

Smokers, n (%) 18 (30) 

Hypertension, n (%) 34 (58) 

NYHA class pre-ICD implant, n (%) 
Missing data (n=2) 

I 3 (5.2) 

II 16 (27.6) 

II-III 4 (6.9) 

III 35 (60.3) 

IV 0 

Time to CMR (m), mean ± SD 7.7 ± 15.2 

CRT-D, n (%) 54 (90) 

ICD, n (%) 6 (10) 

* CMP = Cardiomyopathy 

Patients were followed for a mean 34.6 ± 23.0 months. All patients had evidence of 
scar by Selvester scoring (score > 0) and 62% by LGE-CMR (n=37). The Spearman 
correlation coefficient for LGE-CMR and Selvester score derived scar was r=0.35 
(p = 0.007). Similarly, in patients with LGE-CMR verified scar and corresponding 
Selvester scoring, the Spearman correlation coefficient was r=0.37 (p = 0.024). In 
subgroup analysis for ICMP and NICMP, the Spearman correlation coefficient was 
0.39 (p = 0.047) and 0.29 (p = 0.09), respectively. 

There was an overestimation of scar burden by Selvester scoring, including in 
absence of scar by LGE-CMR. The mean difference between LGE-CMR score and 
Selvester score was −13.3% ± 10.1% SD. In patients with LGE-CMR verified scar 
and corresponding Selvester scoring, the mean difference between LGE-CMR score 
and Selvester score was −11.7% ± 11.0% SD.  

In ICMP, Selvester score underestimated scar burden. Selvester score based scar 
between 9% – 51% (median 21%) corresponded to a 11% – 33% LV scar by LGE-
CMR. Conversely in NICMP, there was a tendency for overestimation of scar 
burden by Selvester scoring.  
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Fourteen patients (23%) had an event during the follow-up period; 11 (18%) deaths, 
and 6 (10%) adequate ICD therapies. Using the LGE-CMR based scar calculation, 
there was a significant trend indicating that presence of scar increased the risk of 
combined clinical endpoints of death or adequate ICD therapy (p = 0.045; Figure 
15). A similar analysis could not be performed for Selvester scoring since all 
patients had evidence of scar by this method. Nevertheless, a 5.5 point cut-off level 
was obtained through ROC curve analysis, although with low diagnostic accuracy 
(sensitivity 57% and specificity 48%, AUC 0.60). Further survival analyses with 
Kaplan–Meier for this Selvester scar level cut-off confirmed the low predictive 
value and did not show a significant correlation with clinical outcome (p = 0.33). 

 

Figure 15. Kaplan–Meir survival curve for CMR patients with and without scar. Adapted from paper II. 
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Paper III 

One hundred and seventy-eight patients were included in the study, with complete 
LGE-CMR scar data available for analysis in 153 patients. Baseline characteristics 
are shown in table 7. 

Table 7. Patient snd ECG characteristics. Adapted from paper III. 

The patients were followed for a median of 89 (IQR 70 – 119) months post ICD 
implant, with no patients lost to follow-up. Forty patients (23%) died during the 
follow-up time. Twenty-eight (16%) died due to cardiovascular causes, of which 17 
(61%) were due to congestive heart failure. Fifty-five patients (31%) had adequate 
ICD therapy for ventricular tachycardia or ventricular fibrillation. 

Mean (SD), n (%) or median 
(IQ values) 

All cohort 
 n= 178 

LBBB 
n=103 

Narrow QRS 
n=75 

Age (y) 60.5 ± 13.6 63.7 ± 11.0 56.2 ± 15.7 

Men 141 (79.2) 79 (76.7) 62 (82.7) 

LV-EF by CMR 27.4 ± 10.9 26.2 ± 10.4 28.9 ± 11.4 

Non-ischemic dilated CMP 83 (46.6) 51 (49.5) 32 (42.7) 

Ischemic CMP 95 (53.4) 52 (50.5) 43 (57.3) 

Secondary prophylactic ICD 55 (30.9) 24 (23.3) 31 (41.3) 

Diabetes mellitus 35 (19.6) 17 (16.5) 18 (24) 

Smoker 40 (22.5) 28 (27.2) 12 (16.0) 

Hypertension 95 (53.4) 58 (56.3) 37 (49.3) 

NYHA class pre-ICD implant 

I 30 (16.9) 7 (6.8) 23 (30.7) 

II 45 (25.3) 25 (24.3) 20 (26.7) 

III 91 (51.1) 65 (63.1) 26 (34.7) 

IV 3 (1.7) 0 3 (4.0) 

CRT-D 83 (46.6) 82 (79.6) 1 (1.3) 

ICD 95 (53.4) 21 (20.4) 74 (98.7) 

Follow-up (months) 89 (70 – 119) 82 (67 – 111) 93 (79 – 126) 

Sinus rhythm 142 (79.8) 84 (81.6) 58 (77.3) 

Heart rate (bpm) 71.0 (61 – 87) 72 ± 17 77 ± 18 

PR interval (ms) 177 (149 – 205) 178 (156 – 216) 177 ± 39 

QRS duration (ms) 120 (100 – 156) 156 (130 – 168) 100 (92 – 114) 

QTc duration (ms) 451 ± 34.4 462 (441 – 487) 437 (415 – 468) 

LBBB 103 (57.9) 103 (100) - 

Spatial QRS-T angle 151 (110 – 165) 161 (148 – 167) 111 (69 – 145)
QRSvm 1.60 (1.23 – 2.07) 1.73 (1.39 – 2.22) 1.47 (1.04 – 1.75)
Twvm 0.39 (0.25 – 0.56) 0.49 (0.38 – 0.68) 0.27 (0.20 – 0.38)

* CMP = Cardiomyopathy 
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A larger QRS-T angle was associated with increased mortality both in univariate 
and multivariate analyses (adjusted for LBBB); HR per 10° 1.10, 95% CI 1.00 to 
1.20, p = 0.04; HR 1.16, 95% CI 1.04 to 1.30, p = 0.01. In subanalyses in narrow 
QRS subgroup, QRS-T-angle was independently associated with an increased risk 
for composite endpoint of death and adequate ICD therapy; HR of 1.16 per 10° angle 
increase (95% CI 1.05 to 1.27, p = 0.004). Similar analyses for LBBB cohort were 
not significant.  

A decreasing QRSvm was associated with increased mortality in univariate 
analyses; HR of 0.96 per 0.1 mV increase (95% CI 0.91 to 1.01, p = 0.09). However, 
this did not reach statistical significance in multivariate analysis. Subanalyses in 
narrow QRS- and LBBB subgroups were not statistically significant. 

A decreasing Twvm was associated with increased mortality in univariate analysis; 
HR of 0.99 per 0.01 mV increase (95% CI 0.97 to 1.00, p = 0.06), but no statistical 
significance was reached in multivariate analysis. It was however evident from 
univariate analyses that significance in ‘all cohort’ for death outcome analysis was 
primarily due to results within the narrow QRS subgroup. In subanalysis for narrow 
QRS subgroup, a decreasing Twvm was associated with increased mortality and 
composite endpoint in univariate analysis. Twvm was also independently associated 
with both death and the composite endpoint of death or adequate ICD therapy in 
multivariate analysis; HR of 0.95 per 0.01 mV increase (95% CI 0.90 to 1.00, p = 
0.04) and HR of 0.97 per 0.01 mV increase (95% CI 0.94 to 1.00, p = 0.03), 
respectively (see supplement table 1). In subanalyses in the LBBB subgroup, no 
significant values were obtained.  

Table 8. Optimal cut-ff levels using ROC curve analysis. Adapted from paper III. 
Cut-off Sensitivity Specificity AUC 

QRS-T angle (°) 152 61 58 0.58 

QRS vector magnitude (mV) 1.54 61 58 0.60 

T-wave vector magnitude (mV) 

All cohort 

0.38 68 59 0.63 

T-wave vector magnitude (mV) 

Narrow QRS subgroup 

0.24 59 67 0.70 

Survival analyses with Kaplan–Meier curves showed that an QRS-T angle above 
cut-off was associated with increased mortality, which was primarily driven by heart 
failure deaths (p = 0.017). Twvm and QRSvm below cut-off were associated with 
increased mortality. See figure 16a-c.  

A combined score was constructed using all three VCG variables with ROC curve 
cut-off marks. A higher score (≥ 2) was significantly correlated to higher mortality, 
p < 0.001 (Figure 16d). 
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(a) 

(b)
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(c) 

 

(d) 

 

Figure 16. Kaplan–Meir survival curve for the VCG indices and combined VCG score points. Adapted from 
paper III. 
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One hundred and nine patients had LGE-CMR verified scar. QRS-T angle had no 
correlation to scar including in subanalysis for ICMP. However, with QRSvm and 
Twvm, there was a significant negative correlation between more scar, r=- 0.40 (p 
< 0.001) and r=- 0.36 (p < 0.001), respectively.  

Paper IV 

Fifty patients, followed for a median of 13.8 (QR 9.0 – 20.2) years, were included 
in the study. Baseline characteristics at the time of index event and investigations 
performed are presented in table 9. 
Table 9. Baseline patient characteristics and investigations performed. Adapted from paper IV. 

Mean (± SD) or N 
(%) 

Normal finding n 
(%) 

Abnormal finding - comment 

Age (years) 34.3 ± 13.3 

Men 28 (56) 

Hypertension 4 (8) 

Diabetes mellitus 2 (4) 

Echocardiography 50 (100) 48 (96)  2 bicuspid aortic valves 

Coronary angiogram 38 (76) 34 (68) 4 subtle nonobstructive 
atherosclerosis 

Coronary computed 
tomography angiography 

2 (4) 2 (100) 

Cardiovascular magnetic 
resonance imaging 

27 (54) 27 (100) 

Ajmaline test 9 (18) 9 (100) 

Signal-averaged ECG 22 (44) 22 (100) 

Endomyocardial biopsy 3 (6) 3 (100) 

Exercise tolerance test 30 (60) 30 (100) * 

Holter monitoring 12 (24) 12 (100) * Short PQ-interval, but not seen on 
12-lead ECG.

Electrophysiology studies 17 (34) 13 (76.5) 4 sustained polymorph VT or VF 
induced 

* No sustained ventricular arrhythmia 

Seven patients (14%) received a cardiac diagnosis during follow-up, as shown in 
table 10. Two deaths occurred during follow-up, one from malignancy and one from 
acute kidney failure, but there was no reported cardiovascular mortality. 
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Table 10. Cardiac diagnosis during follow-up. Adapted from paper IV. 
Diagnosis Time after index event, years Other 

Restrictive cardiomyopathy 23.4  

Severe left ventricular dysfunction 
with EF 25%, global hypokinesia 

18.4 No reported admissions for heart failure, 
but 3 episodes with ventricular 
arrhythmia, the first one after 16.1 years. 

Hypertrophic cardiomyopathy 7.2  

Long QT syndrome type 2 6.9 KCNH2 mutation 
Baseline ECG QTc 488ms 

ARVC 6.5 PKP2 mutation 

Congestive heart failure 5.4 No echocardiographic data available for 
adjudication 

Lamin AC gene positive 3.3  

 

Forty-seven baseline ECGs and 46 follow-up ECGs of sufficient quality recorded 
more than 1 year after the index event, median 10.5 (QR 6.5–18.2) years after VF 
date) were available for review. ECG developments during follow-up are shown in 
figure 17. 

 

Figure 17. ECG development during follow-up. Adapted from paper IV. 

 

Echocardiography was done in 80% (n=40) of patients during follow-up, with the 
latest examination at a median time of 7.9 years from index date. In all cases but 
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one, the ejection fraction was ≥ 50%. Targeted genetic testing at baseline or in the 
immediate follow-up period was done in 18% (n=9) of patients, with negative yield. 
During follow-up, 6.9 years after index event, one patient was diagnosed with long 
QT syndrome type 2 after a positive genetic yield (KCNH2 mutation). Follow-up 
genetic testing with a broad panel for channelopathies and cardiomyopathies were 
done in 12 subjects (24%). Eight of them underwent first time genetic screening and 
4 had had genetic testing at baseline, but for targeted genes. Two out of 12 patients 
(16.7%) had pathogenic mutations diagnostic for underlying cardiac pathology as 
probable cause of VF; ARVC with PKP2 gene positive and LMNA gene positive. 
The genetic yield for disease causing mutation during follow-up was 23.1% (n=3). 
Variants of uncertain significance in potential disease related genes were found in 8 
cases (66.7%), but according to ACMG guidelines these were not considered 
pathogenic (class III).  

Patients were followed by device interrogations for arrhythmias for median of 12.3 
(QR 8.1–19.8) years, during which 32% (n=16) of patients had recurrence of VF or 
sustained VT requiring ICD therapy at a median time of 1.9 years (range 0.1-20.3) 
from the index event; 3.1% per year. Abnormal ECG at baseline did not predict 
ECG-pathology at follow-up (p = 0.98), nor did it predict appropriate ICD therapy 
(p = 0.56). See table 11. 

Table 11. ECG characteristics at baseline and follow-up in relation to subsequent adequate ICD therapy. 
Adapted from paper IV. 

ECG 
characteristics 
at baseline 

% of total 
cohort (n) 

n=47 

No ICD 
therapy 

n=33 

With 
ICD 
therapy 

n=15 

ECG 
characteristics 
at follow-up 

n=46 

% (n) No ICD 
therapy 

n=34 

With 
ICD 
therapy 

n=13 

Normal ECG 34  (16) 10 6 28.3  (13) 7 6 

ER inferior 6.4  (3) 3 0 15.2  (7) 7 0 

ER lateral 6.4 (3) 2 1 8.7  (4) 3 1 

Notched S 
upslope in V1 

17 (8) 6 2 26.1 (12) 10 2 

Left or right 
axis deviation 

13.7 (6) 4 2 8.7 (4) 3 1 

LBBB/RBBB 4.3 (2) 2 0 4.3 (2) 2 0 

T-negative in 
other than V1 
or III 

27.7 (13) 11 2 28.3 (13) 8 5 

RSR’ pattern 8.5 (4) 3 1 17.4  (8) 6 2 

Four patients had their ICD explanted without re-implantation of a new system. 
During the follow-up period pre- and post ICD extraction, no syncopal or 
arrhythmic events were reported requiring hospital admission. Cause for 
explantation was patient preference due to absence of arrhythmic events after index 
VF (n=2), device endocarditis (n=1) and device-related complications (n=1, further 
details unavailable).  
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Discussion 

The four studies included in this thesis have ECG as a common denominator, with 
view of prediction of VA in ICD cohorts. Studies I-II evaluated semi-automated 
Selvester scoring in ICMP and NICMP cohorts with ICD treatment. The QuAReSS 
software is user friendly and provides valid measurements of the Selvester score in 
patients with strict LBBB. However, there was only a modest correlation between 
LGE-CMR verified scar and the semi-automated measurements by QuAReSS. Thus 
in its present form, it has limited clinical utility. Study III showed that the VCG 
indices spatial QRS-T angle, QRSvm and Twvm are independently associated with 
mortality in patients with reduced LV-EF due to ICMP and NICMP. Thus, the 
clinical applicability has a potential future in patient management. Lastly, study IV 
followed a cohort with IVF, a rare diagnosis. ECG changes were common, but had 
no prognostic value in determining the risk of VA recurrence, which was 3.1% per 
year. Provided ICD therapy is initiated, the prognosis is good, and applies to the 
vast majority of patients today. 

Selvester scoring with QuAReSS software 

In the preceding decades, the potential of Selvester score has been recognised and 
validated, despite which it has been underutilised, primarily due to practical 
limitations inherent to time and training associated with manual assessments of the 
many quantitative ECG waveform variables. In study I we have shown that semi-
automatic Selvester scoring with QuAReSS is a promising new software to identify, 
localise and quantify presence of scar in cohorts with LBBB as per Strauss criteria. 
Application of the QuAReSS software requires user review and validation or 
adjustment when applicable of the automated criteria measurements (illustrated in 
figure 18), which include; positioning of the start and end of QRS complex, 
characterisation of the QRS morphology, localisation of the wave peak and interval, 
detection of notches in the first 40 ms of the QRS and lastly detection of mid-QRS 
notch and slur patterns. Thus, electrocardiographic experience and knowledge is 
mandatory. However despite the expertise, there may be diverging opinions as 
evident in our study, particularly for assessment of R-wave duration (overall 
agreement 24%). Selvester et al highlighted the importance of ECG training and 
further even stated that additional ECG assessments should be performed until the 
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level of inter-observer agreement is  90%152. Nevertheless, the QuAReSS is user 
friendly and allows for quick ECG assessments (~2 minutes per ECG analysed) with 
minimum manual adjustment, provided the user has preselected ECGs with LBBB 
as per strict criteria and has an understanding about the different QRS patterns 
evaluated. As a comparison, for the trained observer, manual Selvester scoring takes 
less than 5 minutes per ECG157, 177. However, to increase the clinical utility by 
incorporating the algorithm to commercially available ECG diagnostic programs 
used in standard digital ECG machines and considering the bulk of ECGs in 
potential screening programs, automatisation is the best option. 

The QuAReSS is limited to analysis of strict LBBB only. The drawback of the 
software is that it cannot automatically detect strict LBBB i.e. to be used as a pre-
screening test for strict LBBB. Nevertheless, with modifications, its utility may be 
broaden to all ECG types. 

Figure 18. A screenshot from the scoring process in QuAReSS. The user is asked to validate the automated 
identification of the Q, R and S waves of the QRS complex in lead II (in this particular lead, there is no Q wave). 
User validation is required for all leads mesured, with possibility to adjust if required (blue tick marks on the 
curve). Following validation of all leads, a report is generated with details which criteria are met and the total 
Selvester score obtained. The individual criteria of the Selvester score are visible to the user, as seen on the 
top panel of this screenshot. 
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Validation of QuAReSS 

Prior to study I, the QuAReSS was validated in a set of ECGs from the MADIT-
CRT trial, following which the software was refined160. In MADIT-CRT ECGs, the 
inter-observer variability was not assessed, however the mean of absolute 
differences between automatic and adjudicated Selvester scoring was 1.2 ± 1.5 
points (3.6 ± 4.5%), comparable to the results in our study160. The QuAReSS can 
potentially facilitate the clinical use of the Selvester scoring system, broaden its 
application for risk assessment and prognostic purposes in selected cohorts due to 
the advantage of being easily accessible, non-invasive and inexpensive. However, 
the 2009 refined Selvester criteria have been met with critique due to the low 
specificity for the 46 criteria assessed, compared to corresponding LGE-CMR 
reference data with absence of myocardial scar178. Thus, casting a shadow on the 
potential of QuAReSS178. The QuAReSS, though unique for strict LBBB, is not the 
first attempt on automatisation of the Selvester score. In 1988, Pope et al showed a 
high correlation between automated and manual scoring (r=0.94) in a 54-criteria/32-
point Selvester scoring system177. The mean difference between methods was -0.2 
± 1.2 points, with identical ECG matched scores in 54%177. The goal was to 
incorporate the algorithm into clinically-used ECG systems, but perhaps due to 
difficulties with precise and reproducible measurements, compounded by lack of 
validation, the automatisation concept dissolved. Similarly, the automated Selvester 
scores by Haisty et al (1992), Horacek et al (2006) and Bono et al (2014) didn’t gain 
any momentum179-181. Nevertheless, the QuAReSS is different as it is a one-step 
model and requires only one software, which enables manual adjustment and 
validation by the user i.e. semi-automated measures. 

New LBBB criteria – the implications 

In study I-II, strict LBBB criteria was applied, but we decided against this in study 
III as the proposed criteria have not achieved widespread recognition nor have 
guidelines been updated182. The conventional LBBB criteria have for many decades 
been a QRS width over 120 ms with broad notched or slurred R wave in leads I, 
aVL, V5 and V6

171, 172. The importance of LBBB, a sign of electrical dyssynchrony, 
has been heightened following introduction of CRT therapy. The CRT ECG 
eligibility criteria as per guidelines are straightforward with reference to both QRS 
duration and LBBB QRS morphology, but doesn’t elaborate on the latter28, 31. The 
new strict LBBB evolved on the notion to identify myocardial scar and thus improve 
CRT responders. Our study cohort was however mixed, with both ICD and CRT-D, 
with no outcome measures specifically for CRT therapy arm. Previous studies have 
suggested that about 1/3 of patients diagnosed with conventional LBBB may not 
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have true LBBB, but likely have a combination of left ventricular hypertrophy and 
left anterior fascicular block161. The QRS width redefined for men and women, were 
extrapolated from subanalysis of CRT responders in the MADIT-CRT trial161. The 
gender threshold difference is attributed to that men have larger hearts which take 
longer to depolarise161. In study I, 105 patients were identified with standard LBBB, 
however after application of the new strict LBBB criteria, 67 eligible patients were 
identified. Thus, about 1/3 were excluded (36%). Largely patients were eliminated 
on basis of QRS duration. 

Selvester score vs. LGE-CMR 

The original Selvester score was recognised because of its strong correlation with 
histopathological verified myocardial infarct size (r=0.72 – 0.80, n=72)154-156. 
Subsequent CMR studies in small cohorts with ischemic heart disease (absence of 
conduction defect) have tried to mirror these findings with variable results (r=0.33 
– 0.79)165, 183-188. In our study, a modest correlation between LGE-CMR verified scar
and the semi-automated measurements by QuAReSS was observed (r=0.35).
Selvester score had low correlation with LGE-CMR findings in patients with
absence of scar or with very high burden of scar. The latter is less of a problem since
a distinction between 30% and 50% scar is not as pivotal as compared to distinction
between presence or absence of scar, a surrogate marker for arrhythmic substrate.
The Selvester score was more robust for scoring in ICMP (n=26, r=0.39), with
comparable data to a study by Carlsen et al from 2012 (r=0.41, n=55)189. Our
findings however were not in keeping with another similar study with a mixed ICMP
and NICMP cohort (n=162), some with ECG confounders; correlation between new
2009 Selvester criteria and LGE-CMR was 0.74157. However, subanalysis showed
that, similar to our data, in the NICMP subgroup, the Selvester score correctly
identified absence of scar in only 51%157. This was a limiting factor, but the
correlation was still significant at 0.60, compared to our non-significant level of
0.29157. In the strict LBBB arm, the correlation was strong, r=0.80 (n=32)157. It is
difficult to speculate on such diverging results, however, limiting factors may be
differences in standards for measuring the infarct size by LGE-CMR and Selvester
score.

Over- and underestimation of scar 

Our results confirmed an overestimation of scar by Selvester scar in NICMP, even 
in absence of scar by LGE-CMR. Particularly ECG changes in leads V1, V2, and V5 
were responsible for 39% of all scar points in patients with positive Selvester score 
but no scar on CMR. Small R-waves in leads V1 and V2 often exceeded threshold 
values for positive scoring, even when there was no scar tissue, as did the R/R′ ratio 
over 1 in lead V5. Our findings are in keeping with Åkerlund et al who investigated 
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the new Selvester scoring manually against LGE-CMR data with absence of 
myocardial scar178. In 27 of the 46 criteria, the specificity met  95%178. Thus, 
further refinement or perhaps even elimination of some of the non-specific criteria 
is necessary178. Notably in the original Selvester scoring, all criteria were modified 
until at least 95% specificity was achieved152. It is however plausible that other 
pathophysiological mechanisms like electrical instability not detected by CMR 
affects the Selvester score157. Moreover, the distribution of scar is different in 
NICMP (patchy, subepicardial or midmyocardial), which may further affect the 
Selvester score164.  

Although the correlation for Selvester score and LGE-CMR was significant in our 
ICMP subgroup, there was a tendency for underestimation of scar by Selvester 
score, which was also observed by Strauss et al157. In our study, patients were 
classified as ICMP without any further subanalysis to determine regional MI 
distribution. Strauss et al however showed that the Selvester score was more robust 
for detecting single-territory infarcts (88%) compared to two distinct MI areas 
(60%)157. If both large and small infarcts were present, the Selvester score only 
detected the larger157. This further shows that Selvester score is limited and perhaps 
better suited for segmental single coronary artery territory analysis, similar to the 
histopathological validated findings from the 1980s154-156. 

Other studies evaluating Selvester score in single reperfused coronary artery 
territory infarct area have shown both over- and underestimation of myocardial scar 
by Selvester score165, 184, 185, 189-191. The overestimation of MI size by Selvester score 
may partly be due to advent of reperfusion treatment. The original Selvester score 
measured the MI size in acute and chronic non-reperfused MI152. Since then, early 
reperfusion therapy has become mainstay. Knippenberg et al re-evaluated the 
quantitative relationship between Selvester score and reperfused MI191. In the study, 
Selvester score measured reperfused MI size was significantly correlated with a 
conversion factor of 2% for each point for small to moderate sized infarcts 
(undefined), and 3% for large infarcts (undefined) 151, 191. Thus, suggesting that 
Selvester score may not be linearly related to MI size as previously thought191. 

ECG indices and scar 

At present, there are no standardised reference levels to separate normal from 
abnormal, or low risk from high risk for the ECG indices assessed in study II and 
III. Therefore cut-off levels were obtained using ROC curve analysis. 

In study II, a major limiting factor was the positive Selvester scar quantification 
despite absence of scar by the gold standard LGE-CMR. We obtained a cut-off level 
of 5.5 points corresponding to 16.5% LV scar, albeit with low sensitivity and 
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specificity i.e. not optimal. In an ideal setting, in absence of scar, a marker with 
higher specificity balanced with an optimal sensitivity is warranted. Nevertheless, 
at the 5.5 cut-off level, no correlation to clinical outcome was observed. Previous 
studies with Selvester score however have shown that values ≥ 5 (in combination 
with planar QRS-T angle ≥ 105º) correlates to mortality in the general population. 
Interestingly, in a risk population with ICMP and ICD therapy, a similar score, ≥ 6 
was also associated with adverse outcome163. Our results did confirm the adverse 
effects of LGE-CMR verified scar. The Kaplan–Meier curves separated early 
(within the first year) and then continued to stay separate. This highlights the 
importance of myocardial scar screening, especially in risk patient groups 

In study III there was no correlation between widened QRS-T angle and scar burden 
(including a subanalysis for ICMP), despite it being a marker for both structural and 
ion channel changes. This was in contrast to a study by Shi et al, where scar of 
ischemic aetiology was associated with wider QRS-T angle192. On the other hand, a 
negative but significant correlation was observed with both lower QRSvm and 
Twvm and scar burden. As there are no previous studies that have evaluated the 
association between the latter two VCG indices with scar, one can only hypothesise. 
Myocardial scar is likely to influence ventricular depolarisation due to shift and 
dispersion of QRS vectors during depolarisation of viable myocardium around the 
scar91. Furthermore, increased scar burden may be associated with myocyte loss 
(reduced myocardium to depolarise) and hence smaller vectors. In acute MI patients 
undergoing treatment with thrombolysis, an increased T-wave amplitude was 
associated with lower 30-day (5.2% versus 8.6%, p = 0.001) and 1-year mortality, 
suggesting that T-wave amplitude and perhaps even Twvm is influenced by scar 
size193. 

Predictive value of ECG indices and ECG changes 

Univariate results for the LBBB cohort were not statistically significant. Potentially 
the existent depolarisation abnormality with bundle branch block and resultant 
vector changes, may have negatively affected further calculations for depolarisation 
and repolarisation ECG indices. A decreasing Twvm was independently associated 
with death and the composite endpoint of death or adequate ICD therapy, including 
in subanalysis for narrow QRS subgroup. The cut-off levels obtained were with 
moderate sensitivity and specificity at 0.38 mV and 0.24 mV, respectively. The 
latter being similar to threshold obtained in a cohort with hypertension and narrow 
QRS, though which did not assess any clinical endpoints141. A decreasing Twvm 
was associated with increased mortality (figure 16c, p = 0.005). For QRSvm, a cut-
off level of 1.54 mV was obtained with low to moderate sensitivity and specificity. 
In two unique cohorts, Brugada syndrome and Tetralogy of Fallot, cut-off levels of 
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1.55 mV and 1.31 mV, respectively, were reported137, 139. Our data showed that a 
level < 1.54 mV was associated with increased mortality. However, the association 
of QRSvm to mortality was not significant in multivariate analysis. Lower QRSvm 
value did not confer to increased risk of adequate ICD therapy, which has been 
previously reported in a cohort with Brugada syndrome139. There is until now no 
published data on patients with CHF, but in a cohort of patients with Tetralogy of 
Fallot, lower QRSvm was associated with inducibility of VAs138, and with 
perioperative atrial tachycardias137. 

In comparison to Twvm and QRSvm, there are more studies that have evaluated 
QRS-T angle, both planar and spatial. The difficulties that arise are the different 
thresholds for abnormality. In our cohort a level of 152 was identified with low to 
moderate sensitivity and specificity. Values above cut-off were however 
significantly correlated to mortality. In our study, every 10º increase in QRS-T angle 
was associated with a 16% raised risk of adverse outcome (p = 0.01), in keeping 
with previous reported data194. Furthermore, widened QRS-T angles have been 
shown to (independent of conventional cardiovascular risk factors) predict a 5-fold 
increased risk of cardiac death127. Our results did not show an association between 
widened QRS-T angle and adequate ICD therapy, in contrast to Borleffs et al who 
found a 7-fold increased risk of adequate ICD therapy, adjusted for covariates in a 
cohort with ICMP and spatial QRS-T angle > 100° (n=412)129. 

Combining all VCG scores i.e. one point for each value above or below ROC curve 
cut-off marks as appropriate (total 3 points), confirmed the additive benefit of the 
VCG indices. Score points ≥ 2 was significantly correlated to higher mortality, p < 
0.001. 

IVF cohort outcome 

In study IV we followed a Swedish cohort with IVF, a diagnosis which may pose 
therapeutic and prognostic challenges195. During the follow-up period of 14 years, 
mortality rate was 4%, none of which were due to a cardiovascular cause. The 
clinical outcome however, remains uncertain as studies have reported VA 
recurrence rates of 11–45%196. In our cohort, the recurrence rate was 32% over a 
median of 12.3 years, which translates to an annual risk of recurrent VA to 3.1%, 
near-similar to findings from a meta-analysis (5%)26. A cardiac diagnosis with 
known association to increased risk of VAs was confirmed in 14% during follow-
up. In patients with established long QT syndrome, ARVC and LMNA, the initial 
VF event was most likely a manifestation of the subsequent underlying cardiac 
diagnosis. In ARVC patients, there is a phase of arrhythmia risk without manifest 
cardiac structural changes197. Cardiac arrest may have been the first manifestation 
of disease in patients who subsequently developed dilated or hypertrophic 
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cardiomyopathy, but this is speculative as all had normal LV function and 
morphology at discharge after the index event. Two patients were found to have 
non-obstructive bicuspid aorta. There is little data correlating the presence of a 
bicuspid aortic valve with VAs and cardiac arrest, but a possible association cannot 
be ruled out. 

Depolarisation and repolarisation changes were observed, both at baseline and at 
follow-up, but neither had predictive value for future ventricular arrhythmic 
episodes nor for subsequent cardiac diagnosis. ERP was seen in 12.8% of cases at 
baseline, similar to data from an epidemiological study where 13.1% was 
reported149. At follow-up, nearly 1/4 had ERP. But both baseline and follow-up ERP 
were not significantly associated with VAs or ICD therapy. This is in keeping with 
other IVF studies145, 198. Therefore, in view of our results we are hesitant to label the 
IVF survivors in our cohort with ERP with ERS, although, according to ESC 
guidelines, they should be4. Similarly, rSr´ pattern observed had no predictive value, 
including in patient diagnosed with ARVC.  

Extensive cardiac investigations were performed at all three centres at baseline, a 
necessity to diagnose IVF4, 25. However, the amount of investigations performed at 
baseline and during follow-up varied significantly and this calls for standardisation. 
Considering the relatively young IVF population (mean age 34), a hereditary cause 
for VF could be the primary diagnosis in a significant proportion of cases. In our 
cohort, a low proportion underwent genetic testing; 18% at baseline and 24% at 
follow-up despite rapid developments in the area. There are presently more known 
disease-causing mutations and lower costs for genetic testing compared to when 
screening initially emerged. This has potential implications for the patients and their 
relatives as there is an uncertainty, a grey zone encompassing IVF diagnosis. 
Though a small proportion underwent genetic screening during follow-up, our 
results show a modest diagnostic yield for common known genetic variations for 
channelopathies and cardiomyopathies (23.1%) in keeping with a recent study by 
Broendberg et al, where the diagnostic yield for disease causing mutation was 24% 
(n=19/80)24. Variants of uncertain significance (class III) in arrhythmogenic disease 
associated genes, is a common finding, including in our cohort. Potentially they 
could be associated with diseases that may unmask an underlying cardiac disease 
causing cardiac arrest.  

ECG timing 

The 12-lead ECG, though a good screening tool is a measurement of depolarisation 
and repolarisation at a single point of time i.e. representative of the disease stage at 
a single point of time. Cardiac disease processes including substrates however 
evolve with time and are dynamic and as such, ECG changes are variable. This is 
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highlighted in study IV were pathological ECG findings subsequently normalised 
and vice versa. This can be translated to that the risk of suffering from VAs is 
dynamic, requiring both a trigger and a substrate. Although the ECG changes 
observed in study IV had no predictive value, they confirm the importance of repeat 
ECG measurements as single point measurements are not sufficient to cover the 
whole spectrum of dynamic evolvement over the years. Moreover, the timing of 
ECG acquisition is also of importance, both in VCG indices (QRS-T angle, QRSvm 
and Twvm) and in Selvester scoring. Infarct related QRS and T-wave morphology 
changes takes time to evolve in phase with myocardial remodelling and therefore 
ECG evaluation peri-infarct may not be representative of vector dispersion and scar 
burden183, 186. The optimal timing for ECG is however unknown, but repeat ECG 
assessments are necessary, both for re-evaluation and in risk stratification models, 
especially in cohorts not equipped with ICD. For example, subjects with 
unexplained syncope but without structural heart disease who do not meet the 
criteria to qualify for ICD implantation but have de facto aborted SCD as the cause 
of syncope. 
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Limitations 

In this thesis four studies are included, all of which are retrospective observational 
registry based. Study I-III are single centre and due to pre-defined ECG inclusion 
criteria, the original base cohort was narrowed down, thus perhaps underpowering 
the study. We analysed a subset of patients with ICM and NICMP and thus cannot 
make a generalised statement for Selvester score and VCG in other patient cohorts, 
which have to be validated in future studies. 

The ECGs analysed were pre-device implantation i.e. VCG values obtained were 
before ICD implantation. Therefore it is unknown if the VCG indices change in 
relation to pacing or resynchronization therapy. Thus our findings may not be 
applicable to existing ICD cohorts if the patients are paced. The Selvester score 
however is inapplicable on paced ECGs due to changed QRS morphology. The 
ECGs used in the study were representative of the disease stage at the time, however 
one needs to bear in mind that both ECG changes and cardiac disease processes are 
dynamic. Furthermore, optimal ECG timing and assessment, especially in 
reperfused MI patients is unknown, but highlights the importance of serial ECG 
measurements. 

The Selvester scoring is easily utilised, but the semiautomatic computerised scoring 
program (QuAReSS software) is limited in its applicability due to the prerequisite 
of a strict LBBB inclusion criterion. Modifications are called for in order to include 
all ECG morphologies. 

For the VCG indices, univariate results for the LBBB cohort were not statistically 
significant and reasons for this are only speculative. Ideally the VCG indices should 
be further assessed in a larger ICD study population, comparing subjects with 
narrow QRS and LBBB in order to determine the impact of LBBB on QRS- and T-
wave vector dispersion. Thus, perhaps establish whether the VCG indices are 
applicable to narrow QRS cohorts only or has wider utilisation. Furthermore, the 
reference values for the VCG indices are not known and warrant further validation. 

Study IV is a multi-centre study, despite which the sample size was small. Most 
likely this is a reflection of the rarity of the disease. Some patients were lost to 
follow-up. Data from the Swedish National Board of Health and Welfare hospital 
discharge registry were used for adjudication. But potential ICD therapies could 
theoretically have been missed if the patient was not hospitalised for arrhythmia as 
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coded diagnoses from out-patient are difficult to interpret without clinic notes to 
hand for adjudication. Some, but not all baseline ECGs were acquired early after the 
cardiac arrest and therefore the impact of drugs and post resuscitation therapy on 
abnormal ECGs changes are unknown. The proportion of patients undergoing 
genetic testing was low, in part due to that clinical diagnostic follow-up was only 
done in 24% of patients. However, it should be noted that in the 1990s, routine 
genetic investigation was not initiated in this patient cohort. Not all patients were 
offered, or accepted invitation to, comprehensive clinical follow-up visits (apart 
from ICD interrogation follow-up, which was 100%). Non-participation in clinical 
follow-up may reflect that patients have accepted their IVF diagnosis and simply 
want to continue to live as normally as possibly without further reminders of their 
underlying cardiac disease. 
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Conclusions 

 The QuAReSS software provides valid automatic measurements of the 
Selvester score in patients with strict LBBB as per Strauss criteria. Thus, 
potentially, the QuAReSS could deliver broad application of the Selvester 
score. 

 There is a modest correlation between LGE-CMR and Selvester score 
verified myocardial scar. LGE-CMR based scar burden is correlated to 
clinical outcome, but Selvester score quantified scar burden is not. The 
Selvester scoring algorithm needs to be further refined in order to be 
clinically relevant and reliable for detailed scar evaluation in patients with 
strict LBBB. 

 The spatial QRS-T angle, QRSvm and Twvm magnitude are relatively new 
VCG indices which are independently associated with mortality in patients 
with reduced LV-EF due to ICMP and NICMP. The VCG variables can be 
automatically computed from standard 12-lead ECG and could potentially 
be utilised in risk prediction models.  

 IVF is a rare diagnosis with a 3.1% risk of recurrent VA per year. The 
mortality was 4% during follow-up, none due to cardiovascular cause. Thus 
IVF has a good prognosis provided ICD therapy is initiated. IVF survivors 
are recommended to undergo routine clinical follow-ups e.g. with genetic 
screening and echocardiography due to potential late emerging cardiac 
diagnosis associated with initial cardiac arrest, which also has implications 
for first degree relatives. ECG changes are common, but have no prognostic 
value in determining the risk of VAs recurrence. Screening for genetic 
diseases has previously been low, and this calls for improvement, especially 
since cheaper and more comprehensive genetic panels are now readily 
available. 
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Future perspectives 

We have shown that computer-assisted semiautomatic Selvester scoring is an 
emerging screening tool for detection of scar without performing LGE-CMR, and 
potentially could become an accessible and inexpensive tool. It allows 
quantification, but in relation to clinical outcome compared to LGE-CMR, the latter 
provides more clinical and diagnostic information. The additive information from 
LGE-CMR- and Selvester QRS scoring in context with measurement of left 
ventricular function and assessment of functional class may provide more accurate 
prognostic information and allow for better selection of patient groups that may 
benefit from ICD therapy. In view of our results, it is evident that in order for the 
software to be reliably and extensively used as a clinical alternative to CMR imaging 
for ECG based scar prediction, the Selvester scoring needs higher specificity and 
perhaps also an increased sensitivity for those with high scar burden. At present a 
set of 46 criteria is used to characterise the myocardial scar tissue. It is possible that 
a more accurate score could be obtained if some of the less specific criteria of the 
score were modified or omitted. Moreover, the Selvester score should be modified 
to include semiautomatic ECG interpretation of both conventional LBBB (QRS ≥ 
120 ms) and non-LBBB ECG morphologies. 

With the advent of digitalisation of ECG and new sophisticated algorithms, the 
potential scope of ECG diagnostic utility has expanded. The QRS-T angle, QRSvm 
and Twvm are relatively new quantitative ECG measures which could potentially 
easily be automatically computed from clinically-used ECG systems without 
necessary manual user validation, thus increasing the clinical utility. We have 
shown that the VCG indices are associated with adverse outcome in a mixed cohort 
with ICMP and NICMP treated with ICD therapy. Furthermore, in combination with 
myocardial scar evaluation, total VCG score points and other clinical risk factors, 
they may provide additive prognostic information. In addition, the patient needs to 
be able to balance the advantages and disadvantages of ICD therapy. Thus 
evaluation of ECG risk markers in combination with other clinical risk factors may 
guide patient decision. Though our results are promising, external validation in 
larger prospective studies is warranted. 

In study IV we followed a Swedish cohort of IVF survivors. We have shown the 
importance of clinical re-evaluations as some patients received a cardiac diagnosis 
with a plausible link to initial VF arrest, despite extensive investigations at baseline. 
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Genetic screening is essential as highlighted by the established disease causing 
mutations behind cardiac arrest in our study. Although the IVF survivors are 
unequivocally treated with an ICD, an established diagnosis further guides patient 
management and may also have implications for screening of first degree relatives. 
A proportion of genetic test results were consistent with variants of uncertain 
significance (class III) i.e. unknown clinical significance. Potentially they could be 
associated with diseases that may unmask an underlying cardiac disease associated 
with cardiac arrest. Nevertheless, continued liberty with genetic screening in cardiac 
arrest survivors with IVF is recommended, both for diagnostic purposes but also to 
determine the future prospect of pathogenicity or not for patients with class III 
genetic mutations. Moreover, standardised care for IVF survivors is called for, both 
at baseline and at clinical re-evaluations. 



63 

Financial Support 

Governmental funding of clinical research within the Swedish National Health 
Service (ALF) and Region Skåne research grant. 





65 

Acknowledgements 

My PhD journey is coming to an end. It has been a bumpy ride to say the least. 
Nevertheless, full with joy, late night sessions and not to forget the adrenalin rush 
with all deadlines! I am lucky to have had such great support and encouragement 
throughout.  

Firstly, a huge thank you to my supervisor Rasmus Borgquist for giving me this 
research opportunity. Your support and dedication has been unremarkable. You 
have been a great role model as a mentor, as head of department, as a clinician and 
researcher but most importantly as a family man. How you manage to do it all and 
make it look so easy?! 

My co-supervisor, Pyotr Platonov, thank you for coming on board and being part 
of my research journey. Your input, swift replies and endless enthusiasm show how 
amazingly dedicated you are, which is truly admirable and inspirational. 

To my colleagues at the Arrhythmia department; doctors, nurses and administration 
staff. Thank you for your support, patience and positive encouragement. It is a bliss 
working with you all! Especial gratitude extended to Eva Hertervig. You are an 
inspiring woman and an excellent mentor. You have given me endless courage and 
guidance. Thank you. David Mörtsell, thank you for being an inspirational 
interventional Cardiologist. Your guidance and mentorship is invaluable. Maria 
Hesselstrand, you truly are a fresh breath of air. 

Patrik Tydén, thank you for giving me the opportunity and believing in me. 

Thank you to the members of the research group, without whom this would not have 
been possible; Jonas Carlson, Daniel Cortez, Robert Jablonowski and Christian 
Reitan. 

Thank you to all study participants for making this thesis possible. 

A special thank you to my former colleagues at Helsingborg Hospital. 

Sven-Erik Olsson, I am at the position I am today because of you. You gave me a 
job- though I was a confused (but focused!) new doctor from England! You believed 
in me, gave me a chance and always encouraged my career choice. Thank you. 

Henrik Wagner, my supervisor during ST – it all started with your input and 
dedication! Thank you. 



66 

Lena and Monica, thank you for all your administrative help and support, and for 
not forgetting to keep me (us!) on track! 

My incredible friends; Sadia Hasnain, Magdalena Naumovska, Anna Slättman 
and Mehreen Zaigham. Thank you for your support, time and laughter. 

Suneela Zaigham – I did it! You did it! We did it! Thank you for our chit chats and 
for being so supportive throughout. 

Maral Zaboli, my dearest friend. Thank you for always being there for me and 
believing in me. You are the epitome of a true friend. 

My siblings, Sohail, Mahwash and Nadia. You all mean the world to me. Together 
we have reached a peak and In Shaa Allah more is to come. You are all inspirational 
role models. Your support, kindness and love has been endless. On a positive note, 
thank you for being so refreshingly unaware of what I have actually been 
researching about over the last years  

My brother-in-law Dawood and sister-in-law Nisha. I am forever grateful to you 
both. 

My niece Aniya and nephew Hashim, my bundles of joy and love. 

My beautiful daughter Mairah. You are my world. You are my inspiration. You are 
my motivation. You are my joy. You are my happiness. You are my love. I wish 
you health and prosperity and hope that this book will one day make you proud. 

My husband Wajed. It has not been easy juggling family, work and research. But 
thank you for taking the weight and just being there.  

Lastly, my parents. None of this would have been possible without your guidance 
and support every step of the way. You are my admiration. You raised me up to be 
who I am today. Thank you for your prayers and unconditional love. I hope I 
continue to make you proud. 



67 

References 

1. Hjärt-Lungfonden.  [Available from: https://www.hjart-
lungfonden.se/Sjukdomar/Hjartsjukdomar/Plotsligt-hjartstopp/. 

2. Mirchandani S, Phoon CK. Sudden cardiac death: a 2400-year-old diagnosis? Int J 
Cardiol. 2003;90(1):41-8. 

3. Srinivasan NT, Schilling RJ. Sudden Cardiac Death and Arrhythmias. Arrhythm 
Electrophysiol Rev. 2018;7(2):111-7. 

4. 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). Eur Heart J. 
2015;36(41):2793-867. 

5. Huikuri HV, Castellanos A, Myerburg RJ. Sudden death due to cardiac arrhythmias. 
N Engl J Med. 2001;345(20):1473-82. 

6. Bayes de Luna A, Coumel P, Leclercq JF. Ambulatory sudden cardiac death: 
mechanisms of production of fatal arrhythmia on the basis of data from 157 cases. 
Am Heart J. 1989;117(1):151-9. 

7. Janse MJ. A brief history of sudden cardiac death and its therapy. Pharmacol Ther. 
2003;100(1):89-99. 

8. Fye WB. Ventricular fibrillation and defibrillation: historical perspectives with 
emphasis on the contributions of John MacWilliam, Carl Wiggers, and William 
Kouwenhoven. Circulation. 1985;71(5):858-65. 

9. 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. 

10. Aras KK, Kay MW, Efimov IR. Ventricular Fibrillation: Rotors or Foci? Both! Circ 
Arrhythm Electrophysiol. 2017;10(12). 

11. Merritt C, Tan SY. Willem Einthoven (1860-1927): father of electrocardiography. 
Singapore Med J. 2012;53(1):17-8. 

12. Macfarlane PW, Devine B, Clark E, editors. The university of glasgow (Uni-G) ECG 
analysis program. Computers in Cardiology, 2005; 2005 25-28 Sept. 2005. 



68 

13. Levick JR. An introduction to cardiovascular physiology. 5th ed. London: Hodder
Arnold; 2010. xii, 414 p. p.

14. Burch GE. The history of vectorcardiography. Med Hist Suppl. 1985(5):103-31.

15. Yang H, Bukkapatnam S, Komanduri R. Spatiotemporal representation of cardiac
vectorcardiogram (VCG) signals. Biomed Eng Online. 2012;11:16.

16. Jaros R, Martinek R, Danys L. Comparison of Different Electrocardiography with
Vectorcardiography Transformations. Sensors (Basel). 2019;19(14).

17. Perez Riera AR, Uchida AH, Filho CF, Meneghini A, Ferreira C, Schapacknik E, et
al. Significance of vectorcardiogram in the cardiological diagnosis of the 21st
century. Clin Cardiol. 2007;30(7):319-23.

18. Schreck DM, Fishberg RD. Derivation of the 12-lead electrocardiogram and 3-lead
vectorcardiogram. Am J Emerg Med. 2013;31(8):1183-90.

19. Pastore CA, Samesima N, Pereira Filho HG, Tobias N, Madaloso BA, Facin ME.
Applicability of the Electro-Vectorcardiogram in Current Clinical Practice. Arq Bras
Cardiol. 2019;113(1):87-99.

20. Kors JA, van Herpen G, Sittig AC, van Bemmel JH. Reconstruction of the Frank
vectorcardiogram from standard electrocardiographic leads: diagnostic comparison of
different methods. Eur Heart J. 1990;11(12):1083-92.

21. Cirillo M. The Memory of the Heart. J Cardiovasc Dev Dis. 2018;5(4).

22. Gertsch M. The ECG : a two-step approach to diagnosis. Berlin ; New York:
Springer; 2004. xxxiv, 615 p. p.

23. Wong CX, Brown A, Lau DH, Chugh SS, Albert CM, Kalman JM, et al.
Epidemiology of Sudden Cardiac Death: Global and Regional Perspectives. Heart
Lung Circ. 2019;28(1):6-14.

24. Broendberg AK, Christiansen MK, Nielsen JC, Pedersen LN, Jensen HK. Targeted
next generation sequencing in a young population with suspected inherited malignant
cardiac arrhythmias. Eur J Hum Genet. 2018;26(3):303-13.

25. Priori SG, Wilde AA, Horie M, Cho Y, Behr ER, Berul C, et al. HRS/EHRA/APHRS
expert consensus statement on the diagnosis and management of patients with
inherited primary arrhythmia syndromes: document endorsed by HRS, EHRA, and
APHRS in May 2013 and by ACCF, AHA, PACES, and AEPC in June 2013. Heart
Rhythm. 2013;10(12):1932-63.

26. Ozaydin M, Moazzami K, Kalantarian S, Lee H, Mansour M, Ruskin JN. Long-Term
Outcome of Patients With Idiopathic Ventricular Fibrillation: A Meta-Analysis. J
Cardiovasc Electrophysiol. 2015;26(10):1095-104.

27. Cosentino F, Grant PJ, Aboyans V, Bailey CJ, Ceriello A, Delgado V, et al. 2019
ESC Guidelines on diabetes, pre-diabetes, and cardiovascular diseases developed in
collaboration with the EASD. Eur Heart J. 2019.



69 

28. European Society of C, European Heart Rhythm A, Brignole M, Auricchio A, Baron-
Esquivias G, Bordachar P, et al. 2013 ESC guidelines on cardiac pacing and cardiac 
resynchronization therapy: the task force on cardiac pacing and resynchronization 
therapy of the European Society of Cardiology (ESC). Developed in collaboration 
with the European Heart Rhythm Association (EHRA). Europace. 2013;15(8):1070-
118. 

29. Mach F, Baigent C, Catapano AL, Koskinas KC, Casula M, Badimon L, et al. 2019 
ESC/EAS Guidelines for the management of dyslipidaemias: lipid modification to 
reduce cardiovascular risk. Eur Heart J. 2019. 

30. Neumann FJ, Sousa-Uva M, Ahlsson A, Alfonso F, Banning AP, Benedetto U, et al. 
2018 ESC/EACTS Guidelines on myocardial revascularization. Eur Heart J. 
2019;40(2):87-165. 

31. Ponikowski P, Voors AA, Anker SD, Bueno H, Cleland JGF, Coats AJS, et al. 2016 
ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure: 
The Task Force for the diagnosis and treatment of acute and chronic heart failure of 
the European Society of Cardiology (ESC)Developed with the special contribution of 
the Heart Failure Association (HFA) of the ESC. Eur Heart J. 2016;37(27):2129-200. 

32. Mehra R. Global public health problem of sudden cardiac death. J Electrocardiol. 
2007;40(6 Suppl):S118-22. 

33. Postmyocardial infarction patients: experience from the SAVE trial. 1995;4(1):23-8. 

34. Kober L, Torp-Pedersen C, Carlsen JE, Bagger H, Eliasen P, Lyngborg K, et al. A 
clinical trial of the angiotensin-converting-enzyme inhibitor trandolapril in patients 
with left ventricular dysfunction after myocardial infarction. Trandolapril Cardiac 
Evaluation (TRACE) Study Group. N Engl J Med. 1995;333(25):1670-6. 

35. Konstam MA, Rousseau MF, Kronenberg MW, Udelson JE, Melin J, Stewart D, et 
al. Effects of the angiotensin converting enzyme inhibitor enalapril on the long-term 
progression of left ventricular dysfunction in patients with heart failure. SOLVD 
Investigators. Circulation. 1992;86(2):431-8. 

36. Swedberg K, Eneroth P, Kjekshus J, Snapinn S. Effects of enalapril and 
neuroendocrine activation on prognosis in severe congestive heart failure (follow-up 
of the CONSENSUS trial). CONSENSUS Trial Study Group. Am J Cardiol. 
1990;66(11):40D-4D; discussion 4D-5D. 

37. Pitt B, Zannad F, Remme WJ, Cody R, Castaigne A, Perez A, et al. The effect of 
spironolactone on morbidity and mortality in patients with severe heart failure. 
Randomized Aldactone Evaluation Study Investigators. N Engl J Med. 
1999;341(10):709-17. 

38. The Cardiac Insufficiency Bisoprolol Study II (CIBIS-II): a randomised trial. Lancet. 
1999;353(9146):9-13. 

39. Effect of metoprolol CR/XL in chronic heart failure: Metoprolol CR/XL Randomised 
Intervention Trial in Congestive Heart Failure (MERIT-HF). Lancet. 
1999;353(9169):2001-7. 

  



70 

40. Freemantle N, Cleland J, Young P, Mason J, Harrison J. beta Blockade after 
myocardial infarction: systematic review and meta regression analysis. BMJ. 
1999;318(7200):1730-7. 

41. Zannad F, McMurray JJ, Krum H, van Veldhuisen DJ, Swedberg K, Shi H, et al. 
Eplerenone in patients with systolic heart failure and mild symptoms. N Engl J Med. 
2011;364(1):11-21. 

42. Randomised trial of intravenous atenolol among 16 027 cases of suspected acute 
myocardial infarction: ISIS-1. First International Study of Infarct Survival 
Collaborative Group. Lancet. 1986;2(8498):57-66. 

43. Primary results of COPERNICUS, a pivotal landmark study (Carvedilol Prospective 
Randomised Cumulative Survival Trial). Cardiovasc J S Afr. 2001;12(1):57. 

44. McMurray JJ, Packer M, Desai AS, Gong J, Lefkowitz MP, Rizkala AR, et al. 
Angiotensin-neprilysin inhibition versus enalapril in heart failure. N Engl J Med. 
2014;371(11):993-1004. 

45. Sarrias A, Bayes-Genis A. Is Sacubitril/Valsartan (Also) an Antiarrhythmic Drug? 
Circulation. 2018;138(6):551-3. 

46. Desai AS, McMurray JJ, Packer M, Swedberg K, Rouleau JL, Chen F, et al. Effect of 
the angiotensin-receptor-neprilysin inhibitor LCZ696 compared with enalapril on 
mode of death in heart failure patients. Eur Heart J. 2015;36(30):1990-7. 

47. de Diego C, Gonzalez-Torres L, Nunez JM, Centurion Inda R, Martin-Langerwerf 
DA, Sangio AD, et al. Effects of angiotensin-neprilysin inhibition compared to 
angiotensin inhibition on ventricular arrhythmias in reduced ejection fraction patients 
under continuous remote monitoring of implantable defibrillator devices. Heart 
Rhythm. 2018;15(3):395-402. 

48. McGovern B, Schoenfeld MH, Ruskin JN, Garan H, Yurchak PM. Ventricular 
tachycardia: historical perspective. Pacing Clin Electrophysiol. 1986;9(3):449-62. 

49. Walker MJ. Antiarrhythmic drug research. Br J Pharmacol. 2006;147 Suppl 1:S222-
31. 

50. Kennedy HL. Beta-blocker prevention of proarrhythmia and proischemia: clues from 
CAST, CAMIAT, and EMIAT. Cardiac Arrhythmia Suppression Trial. Canadian 
Amiodarone Myocardial Infarction Arrhythmia Trial. European Myocardial Infarct 
Amiodarone Trial. Am J Cardiol. 1997;80(9):1208-11. 

51. Bardy GH, Lee KL, Mark DB, Poole JE, Packer DL, Boineau R, et al. Amiodarone 
or an implantable cardioverter-defibrillator for congestive heart failure. N Engl J 
Med. 2005;352(3):225-37. 

52. Nisam S, Reddy S. The story of ... a lead. Europace. 2015;17(5):677-88. 

53. Mirowski M, Reid PR, Mower MM, Watkins L, Gott VL, Schauble JF, et al. 
Termination of malignant ventricular arrhythmias with an implanted automatic 
defibrillator in human beings. N Engl J Med. 1980;303(6):322-4. 

54. Clausson E. ICD-programmering - en handbok 2013. 

55. Boriani G, Ricci R, Toselli T, Ferrari R, Branzi A, Santini M. Implantable 
cardioverter defibrillators: from evidence of trials to clinical practice. European Heart 
Journal Supplements 2007:166-73. 



71 

56. Antiarrhythmics versus Implantable Defibrillators I. A comparison of antiarrhythmic-
drug therapy with implantable defibrillators in patients resuscitated from near-fatal
ventricular arrhythmias. N Engl J Med. 1997;337(22):1576-83.

57. Kuck KH, Cappato R, Siebels J, Ruppel R. Randomized comparison of
antiarrhythmic drug therapy with implantable defibrillators in patients resuscitated
from cardiac arrest : the Cardiac Arrest Study Hamburg (CASH). Circulation.
2000;102(7):748-54.

58. Connolly SJ, Gent M, Roberts RS, Dorian P, Roy D, Sheldon RS, et al. Canadian
implantable defibrillator study (CIDS) : a randomized trial of the implantable
cardioverter defibrillator against amiodarone. Circulation. 2000;101(11):1297-302.

59. Buxton AE, Lee KL, Fisher JD, Josephson ME, Prystowsky EN, Hafley G. A
randomized study of the prevention of sudden death in patients with coronary artery
disease. Multicenter Unsustained Tachycardia Trial Investigators. N Engl J Med.
1999;341(25):1882-90.

60. Moss AJ, Zareba W, Hall WJ, Klein H, Wilber DJ, Cannom DS, et al. Prophylactic
implantation of a defibrillator in patients with myocardial infarction and reduced
ejection fraction. N Engl J Med. 2002;346(12):877-83.

61. Kadish A, Dyer A, Daubert JP, Quigg R, Estes NA, Anderson KP, et al. Prophylactic
defibrillator implantation in patients with nonischemic dilated cardiomyopathy. N
Engl J Med. 2004;350(21):2151-8.

62. Strickberger SA, Hummel JD, Bartlett TG, Frumin HI, Schuger CD, Beau SL, et al.
Amiodarone versus implantable cardioverter-defibrillator:randomized trial in patients
with nonischemic dilated cardiomyopathy and asymptomatic nonsustained
ventricular tachycardia--AMIOVIRT. J Am Coll Cardiol. 2003;41(10):1707-12.

63. Hohnloser SH, Kuck KH, Dorian P, Roberts RS, Hampton JR, Hatala R, et al.
Prophylactic use of an implantable cardioverter-defibrillator after acute myocardial
infarction. N Engl J Med. 2004;351(24):2481-8.

64. Zabel M, Sticherling C, Willems R, Lubinski A, Bauer A, Bergau L, et al. Rationale
and design of the EU-CERT-ICD prospective study: comparative effectiveness of
prophylactic ICD implantation. ESC Heart Fail. 2019;6(1):182-93.

65. Zabel M. Clinical Effectiveness of Primary Prevention ICDs: Results of the EU-
CERT-ICD Non-randomised, Controlled, Multicentre Study 2019 [Available from:
https://esc365.escardio.org/Congress/ESC-CONGRESS-2019/Late-Breaking-
Science-in-Heart-Failure-1/202053-clinical-effectiveness-of-primary-prevention-
implantable-defibrillators-results-of-the-eu-cert-icd-non-randomised-controlled-
multicentre-study#slide.

66. Kovoor P. Programmed Ventricular Stimulation to Risk Stratify for Early
Cardioverter-Defibrillator (ICD) Implantation to Prevent Tachyarrhythmias
Following Acute Myocardial Infarction (PROTECT-ICD)  [Available from:
https://clinicaltrials.gov/ct2/show/NCT03588286.

67. Schrage B, Uijl A, Benson L, Westermann D, Stahlberg M, Stolfo D, et al.
Association Between Use of Primary Prevention Implantable Cardioverter-
Defibrillators and Mortality in Patients with Heart Failure: A Prospective Propensity-
Score Matched Analysis from the Swedish Heart Failure Registry. Circulation. 2019.



72 

68. van der Lingen ACJ, Timmer SAJ, Allaart LJH, Rijnierse MT, van de Ven PM, van 
Rossum AC, et al. The Benefit of Prophylactic Implantable Cardioverter Defibrillator 
Implantation in Asymptomatic Heart Failure Patients With a Reduced Ejection 
Fraction. Am J Cardiol. 2019;124(4):560-6. 

69. Chan PS, Chow T, Kereiakes D, Schloss EJ, Waller T, Eagle K, et al. Effectiveness 
of implantable cardioverter-defibrillators in patients with ischemic heart disease and 
left ventricular dysfunction. Arch Intern Med. 2006;166(20):2228-33. 

70. Barra S, Boveda S, Providencia R, Sadoul N, Duehmke R, Reitan C, et al. Adding 
Defibrillation Therapy to Cardiac Resynchronization on the Basis of the Myocardial 
Substrate. J Am Coll Cardiol. 2017;69(13):1669-78. 

71. Theuns DA, Smith T, Hunink MG, Bardy GH, Jordaens L. Effectiveness of 
prophylactic implantation of cardioverter-defibrillators without cardiac 
resynchronization therapy in patients with ischaemic or non-ischaemic heart disease: 
a systematic review and meta-analysis. Europace. 2010;12(11):1564-70. 

72. Barra S, Providencia R, Duehmke R, Boveda S, Begley D, Grace A, et al. Cause-of-
death analysis in patients with cardiac resynchronization therapy with or without a 
defibrillator: a systematic review and proportional meta-analysis. Europace. 
2018;20(3):481-91. 

73. Corrado D, Wichter T, Link MS, Hauer RN, Marchlinski FE, Anastasakis A, et al. 
Treatment of Arrhythmogenic Right Ventricular Cardiomyopathy/Dysplasia: An 
International Task Force Consensus Statement. Circulation. 2015;132(5):441-53. 

74. Bakker PF, Meijburg HW, de Vries JW, Mower MM, Thomas AC, Hull ML, et al. 
Biventricular pacing in end-stage heart failure improves functional capacity and left 
ventricular function. J Interv Card Electrophysiol. 2000;4(2):395-404. 

75. European Heart Rhythm A, European Society of C, Heart Rhythm S, Heart Failure 
Society of A, American Society of E, American Heart A, et al. 2012 EHRA/HRS 
expert consensus statement on cardiac resynchronization therapy in heart failure: 
implant and follow-up recommendations and management. Heart Rhythm. 
2012;9(9):1524-76. 

76. Brignole M, Auricchio A, Baron-Esquivias G, Bordachar P, Boriani G, Breithardt 
OA, et al. 2013 ESC Guidelines on cardiac pacing and cardiac resynchronization 
therapy: the Task Force on cardiac pacing and resynchronization therapy of the 
European Society of Cardiology (ESC). Developed in collaboration with the 
European Heart Rhythm Association (EHRA). Eur Heart J. 2013;34(29):2281-329. 

77. Tedrow U, Sweeney MO, Stevenson WG. Physiology of cardiac resynchronization. 
Curr Cardiol Rep. 2004;6(3):189-93. 

78. Di Biase L, Gasparini M, Lunati M, Santini M, Landolina M, Boriani G, et al. 
Antiarrhythmic effect of reverse ventricular remodeling induced by cardiac 
resynchronization therapy: the InSync ICD (Implantable Cardioverter-Defibrillator) 
Italian Registry. J Am Coll Cardiol. 2008;52(18):1442-9. 

79. Marijon E, Leclercq C, Narayanan K, Boveda S, Klug D, Lacaze-Gadonneix J, et al. 
Causes-of-death analysis of patients with cardiac resynchronization therapy: an 
analysis of the CeRtiTuDe cohort study. Eur Heart J. 2015;36(41):2767-76. 



73 

80. Cleland JG, Daubert JC, Erdmann E, Freemantle N, Gras D, Kappenberger L, et al. 
The effect of cardiac resynchronization on morbidity and mortality in heart failure. N 
Engl J Med. 2005;352(15):1539-49. 

81. Chung ES, Leon AR, Tavazzi L, Sun JP, Nihoyannopoulos P, Merlino J, et al. 
Results of the Predictors of Response to CRT (PROSPECT) trial. Circulation. 
2008;117(20):2608-16. 

82. Leclercq C, Burri H, Curnis A, Delnoy PP, Rinaldi CA, Sperzel J, et al. Cardiac 
resynchronization therapy non-responder to responder conversion rate in the more 
response to cardiac resynchronization therapy with MultiPoint Pacing (MORE-CRT 
MPP) study: results from Phase I. Eur Heart J. 2019. 

83. Bristow MR, Saxon LA, Boehmer J, Krueger S, Kass DA, De Marco T, et al. 
Cardiac-resynchronization therapy with or without an implantable defibrillator in 
advanced chronic heart failure. N Engl J Med. 2004;350(21):2140-50. 

84. Young JB, Abraham WT, Smith AL, Leon AR, Lieberman R, Wilkoff B, et al. 
Combined cardiac resynchronization and implantable cardioversion defibrillation in 
advanced chronic heart failure: the MIRACLE ICD Trial. JAMA. 
2003;289(20):2685-94. 

85. Moss AJ, Hall WJ, Cannom DS, Klein H, Brown MW, Daubert JP, et al. Cardiac-
resynchronization therapy for the prevention of heart-failure events. N Engl J Med. 
2009;361(14):1329-38. 

86. Thibault B, Harel F, Ducharme A, White M, Ellenbogen KA, Frasure-Smith N, et al. 
Cardiac resynchronization therapy in patients with heart failure and a QRS complex 
<120 milliseconds: the Evaluation of Resynchronization Therapy for Heart Failure 
(LESSER-EARTH) trial. Circulation. 2013;127(8):873-81. 

87. Ruschitzka F, Abraham WT, Singh JP, Bax JJ, Borer JS, Brugada J, et al. Cardiac-
resynchronization therapy in heart failure with a narrow QRS complex. N Engl J 
Med. 2013;369(15):1395-405. 

88. Gorcsan J, 3rd, Sogaard P, Bax JJ, Singh JP, Abraham WT, Borer JS, et al. 
Association of persistent or worsened echocardiographic dyssynchrony with 
unfavourable clinical outcomes in heart failure patients with narrow QRS width: a 
subgroup analysis of the EchoCRT trial. Eur Heart J. 2016;37(1):49-59. 

89. Kober L, Thune JJ, Nielsen JC, Haarbo J, Videbaek L, Korup E, et al. Defibrillator 
Implantation in Patients with Nonischemic Systolic Heart Failure. N Engl J Med. 
2016;375(13):1221-30. 

90. Haugaa KH, Tilz R, Boveda S, Dobreanu D, Sciaraffia E, Mansourati J, et al. 
Implantable cardioverter defibrillator use for primary prevention in ischaemic and 
non-ischaemic heart disease-indications in the post-DANISH trial era: results of the 
European Heart Rhythm Association survey. Europace. 2017;19(4):660-4. 

91. Al-Khatib SM, Fonarow GC, Joglar JA, Inoue LYT, Mark DB, Lee KL, et al. 
Primary Prevention Implantable Cardioverter Defibrillators in Patients With 
Nonischemic Cardiomyopathy: A Meta-analysis. JAMA Cardiol. 2017;2(6):685-8. 

  



74 

92. Shun-Shin MJ, Zheng SL, Cole GD, Howard JP, Whinnett ZI, Francis DP. 
Implantable cardioverter defibrillators for primary prevention of death in left 
ventricular dysfunction with and without ischaemic heart disease: a meta-analysis of 
8567 patients in the 11 trials. Eur Heart J. 2017;38(22):1738-46. 

93. Golwala H, Bajaj NS, Arora G, Arora P. Implantable Cardioverter-Defibrillator for 
Nonischemic Cardiomyopathy: An Updated Meta-Analysis. Circulation. 
2017;135(2):201-3. 

94. Lam SK, Owen A. Combined resynchronisation and implantable defibrillator therapy 
in left ventricular dysfunction: Bayesian network meta-analysis of randomised 
controlled trials. BMJ. 2007;335(7626):925. 

95. Raatikainen MJ, Arnar DO, Zeppenfeld K, Merino JL, Levya F, Hindriks G, et al. 
Statistics on the use of cardiac electronic devices and electrophysiological procedures 
in the European Society of Cardiology countries: 2014 report from the European 
Heart Rhythm Association. Europace. 2015;17 Suppl 1:i1-75. 

96. ANNUAL STATISTICAL REPORT 2017. The National Swedish Pacemaker and 
Implantable Cardioverter-Defibrillator (ICD) Registry 2018. 

97. Sabbag A, Suleiman M, Laish-Farkash A, Samania N, Kazatsker M, Goldenberg I, et 
al. Contemporary rates of appropriate shock therapy in patients who receive 
implantable device therapy in a real-world setting: From the Israeli ICD Registry. 
Heart Rhythm. 2015;12(12):2426-33. 

98. Weeke P, Johansen JB, Jorgensen OD, Nielsen JC, Moller M, Videbaek R, et al. 
Mortality and appropriate and inappropriate therapy in patients with ischaemic heart 
disease and implanted cardioverter-defibrillators for primary prevention: data from 
the Danish ICD Register. Europace. 2013;15(8):1150-7. 

99. Dewland TA, Pellegrini CN, Wang Y, Marcus GM, Keung E, Varosy PD. Dual-
chamber implantable cardioverter-defibrillator selection is associated with increased 
complication rates and mortality among patients enrolled in the NCDR implantable 
cardioverter-defibrillator registry. J Am Coll Cardiol. 2011;58(10):1007-13. 

100. Haines DE, Wang Y, Curtis J. Implantable cardioverter-defibrillator registry risk 
score models for acute procedural complications or death after implantable 
cardioverter-defibrillator implantation. Circulation. 2011;123(19):2069-76. 

101. Wilkoff BL, Cook JR, Epstein AE, Greene HL, Hallstrom AP, Hsia H, et al. Dual-
chamber pacing or ventricular backup pacing in patients with an implantable 
defibrillator: the Dual Chamber and VVI Implantable Defibrillator (DAVID) Trial. 
JAMA. 2002;288(24):3115-23. 

102. van Rees JB, Borleffs CJ, de Bie MK, Stijnen T, van Erven L, Bax JJ, et al. 
Inappropriate implantable cardioverter-defibrillator shocks: incidence, predictors, 
and impact on mortality. J Am Coll Cardiol. 2011;57(5):556-62. 

103. Koneru JN, Swerdlow CD, Wood MA, Ellenbogen KA. Minimizing inappropriate or 
"unnecessary" implantable cardioverter-defibrillator shocks: appropriate 
programming. Circulation Arrhythmia and electrophysiology. 2011;4(5):778-90. 

104. Sweeney MO. The contradiction of appropriate shocks in primary prevention ICDs: 
increasing and decreasing the risk of death. Circulation. 2010;122(25):2638-41. 



75 

105. Biffi M, Ammendola E, Menardi E, Parisi Q, Narducci ML, De Filippo P, et al. Real-
life outcome of implantable cardioverter-defibrillator and cardiac resynchronization 
defibrillator replacement/upgrade in a contemporary population: observations from 
the multicentre DECODE registry. Europace. 2019. 

106. Uslan DZ, Gleva MJ, Warren DK, Mela T, Chung MK, Gottipaty V, et al. 
Cardiovascular implantable electronic device replacement infections and prevention: 
results from the REPLACE Registry. Pacing Clin Electrophysiol. 2012;35(1):81-7. 

107. Wazni O, Epstein LM, Carrillo RG, Love C, Adler SW, Riggio DW, et al. Lead 
extraction in the contemporary setting: the LExICon study: an observational 
retrospective study of consecutive laser lead extractions. J Am Coll Cardiol. 
2010;55(6):579-86. 

108. Myerburg RJ, Reddy V, Castellanos A. Indications for implantable cardioverter-
defibrillators based on evidence and judgment. J Am Coll Cardiol. 2009;54(9):747-
63. 

109. Goldenberg I, Vyas AK, Hall WJ, Moss AJ, Wang H, He H, et al. Risk stratification 
for primary implantation of a cardioverter-defibrillator in patients with ischemic left 
ventricular dysfunction. J Am Coll Cardiol. 2008;51(3):288-96. 

110. Parkash R, Stevenson WG, Epstein LM, Maisel WH. Predicting early mortality after 
implantable defibrillator implantation: a clinical risk score for optimal patient 
selection. Am Heart J. 2006;151(2):397-403. 

111. Bilchick KC, Stukenborg GJ, Kamath S, Cheng A. Prediction of mortality in clinical 
practice for medicare patients undergoing defibrillator implantation for primary 
prevention of sudden cardiac death. J Am Coll Cardiol. 2012;60(17):1647-55. 

112. Kramer DB, Friedman PA, Kallinen LM, Morrison TB, Crusan DJ, Hodge DO, et al. 
Development and validation of a risk score to predict early mortality in recipients of 
implantable cardioverter-defibrillators. Heart Rhythm. 2012;9(1):42-6. 

113. Disertori M, Mase M, Ravelli F. Myocardial fibrosis predicts ventricular 
tachyarrhythmias. Trends Cardiovasc Med. 2017;27(5):363-72. 

114. Dawson DK, Hawlisch K, Prescott G, Roussin I, Di Pietro E, Deac M, et al. 
Prognostic role of CMR in patients presenting with ventricular arrhythmias. JACC 
Cardiovasc Imaging. 2013;6(3):335-44. 

115. Scott PA, Rosengarten JA, Murday DC, Peebles CR, Harden SP, Curzen NP, et al. 
Left ventricular scar burden specifies the potential for ventricular arrhythmogenesis: 
an LGE-CMR study. J Cardiovasc Electrophysiol. 2013;24(4):430-6. 

116. Disertori M, Rigoni M, Pace N, Casolo G, Mase M, Gonzini L, et al. Myocardial 
Fibrosis Assessment by LGE Is a Powerful Predictor of Ventricular 
Tachyarrhythmias in Ischemic and Nonischemic LV Dysfunction: A Meta-Analysis. 
JACC Cardiovasc Imaging. 2016;9(9):1046-55. 

117. Iles L, Pfluger H, Lefkovits L, Butler MJ, Kistler PM, Kaye DM, et al. Myocardial 
fibrosis predicts appropriate device therapy in patients with implantable cardioverter-
defibrillators for primary prevention of sudden cardiac death. J Am Coll Cardiol. 
2011;57(7):821-8. 

  



76 

118. Roes SD, Borleffs CJ, van der Geest RJ, Westenberg JJ, Marsan NA, Kaandorp TA,
et al. Infarct tissue heterogeneity assessed with contrast-enhanced MRI predicts
spontaneous ventricular arrhythmia in patients with ischemic cardiomyopathy and
implantable cardioverter-defibrillator. Circ Cardiovasc Imaging. 2009;2(3):183-90.

119. Gao P, Yee R, Gula L, Krahn AD, Skanes A, Leong-Sit P, et al. Prediction of
arrhythmic events in ischemic and dilated cardiomyopathy patients referred for
implantable cardiac defibrillator: evaluation of multiple scar quantification measures
for late gadolinium enhancement magnetic resonance imaging. Circ Cardiovasc
Imaging. 2012;5(4):448-56.

120. Bauer A. Prediction of mortality benefit by means of Periodic repolarization
dynamics in patients undergoing prophylactic implantation of a defibrillator: EU-
CERT-ICD substudy 2019 [Available from:
https://esc365.escardio.org/Congress/ESC-CONGRESS-2019/Late-Breaking-
Science-in-Arrhythmias/202031-accurate-prediction-of-appropriate-shocks-by-
periodic-repolarization-dynamics-results-from-the-prospective-eu-cert-icd-
study#slide.

121. Bauer A, Klemm M, Rizas KD, Hamm W, von Stulpnagel L, Dommasch M, et al.
Prediction of mortality benefit based on periodic repolarisation dynamics in patients
undergoing prophylactic implantation of a defibrillator: a prospective, controlled,
multicentre cohort study. Lancet. 2019.

122. Rizas KD, Doller AJ, Hamm W, Vdovin N, von Stuelpnagel L, Zuern CS, et al.
Periodic repolarization dynamics as a risk predictor after myocardial infarction:
Prospective validation study. Heart Rhythm. 2019;16(8):1223-31.

123. Rizas KD, McNitt S, Hamm W, Massberg S, Kaab S, Zareba W, et al. Prediction of
sudden and non-sudden cardiac death in post-infarction patients with reduced left
ventricular ejection fraction by periodic repolarization dynamics: MADIT-II
substudy. Eur Heart J. 2017;38(27):2110-8.

124. Rizas KD, Nieminen T, Barthel P, Zurn CS, Kahonen M, Viik J, et al. Sympathetic
activity-associated periodic repolarization dynamics predict mortality following
myocardial infarction. J Clin Invest. 2014;124(4):1770-80.

125. Strauss DG, Mewton N, Verrier RL, Nearing BD, Marchlinski FE, Killian T, et al.
Screening entire health system ECG databases to identify patients at increased risk of
death. Circ Arrhythm Electrophysiol. 2013;6(6):1156-62.

126. Oehler A, Feldman T, Henrikson CA, Tereshchenko LG. QRS-T angle: a review.
Ann Noninvasive Electrocardiol. 2014;19(6):534-42.

127. Kardys I, Kors JA, van der Meer IM, Hofman A, van der Kuip DA, Witteman JC.
Spatial QRS-T angle predicts cardiac death in a general population. Eur Heart J.
2003;24(14):1357-64.

128. Yamazaki T, Froelicher VF, Myers J, Chun S, Wang P. Spatial QRS-T angle predicts
cardiac death in a clinical population. Heart Rhythm. 2005;2(1):73-8.

129. Borleffs CJ, Scherptong RW, Man SC, van Welsenes GH, Bax JJ, van Erven L, et al.
Predicting ventricular arrhythmias in patients with ischemic heart disease: clinical
application of the ECG-derived QRS-T angle. Circ Arrhythm Electrophysiol.
2009;2(5):548-54.



77 

130. Pavri BB, Hillis MB, Subacius H, Brumberg GE, Schaechter A, Levine JH, et al. 
Prognostic value and temporal behavior of the planar QRS-T angle in patients with 
nonischemic cardiomyopathy. Circulation. 2008;117(25):3181-6. 

131. Anastasiou-Nana MI, Nanas JN, Karagounis LA, Tsagalou EP, Alexopoulos GE, 
Toumanidis S, et al. Relation of dispersion of QRS and QT in patients with advanced 
congestive heart failure to cardiac and sudden death mortality. Am J Cardiol. 
2000;85(10):1212-7. 

132. Jain R, Gautam S, Wu C, Shen C, Jain A, Giesdal O, et al. Prognostic implications of 
QRS dispersion for major adverse cardiovascular events in asymptomatic women and 
men: the Multi-Ethnic Study of Atherosclerosis. J Interv Card Electrophysiol. 2019. 

133. Shi B, Harding SA, Jimenez A, Larsen PD. Standard 12-lead electrocardiography 
measures predictive of increased appropriate therapy in implantable cardioverter 
defibrillator recipients. Europace. 2013;15(6):892-8. 

134. Turrini P, Corrado D, Basso C, Nava A, Bauce B, Thiene G. Dispersion of 
ventricular depolarization-repolarization: a noninvasive marker for risk stratification 
in arrhythmogenic right ventricular cardiomyopathy. Circulation. 
2001;103(25):3075-80. 

135. Yamada T, Shimonagata T, Misaki N, Asai M, Makino N, Kioka H, et al. Usefulness 
of spatial dispersion of QRS duration in predicting mortality in patients with mild to 
moderate chronic heart failure. Am J Cardiol. 2004;94(7):960-3. 

136. Kountouris E, Korantzopoulos P, Karanikis P, Pappa E, Dimitroula V, Ntatsis A, et 
al. QRS dispersion: an electrocardiographic index of systolic left ventricular 
dysfunction in patients with left bundle branch block. Int J Cardiol. 2004;97(2):321-
2. 

137. Cortez D, Barham W, Ruckdeschel E, Sharma N, McCanta AC, von Alvensleben J, 
et al. Noninvasive Predictors of Ventricular Arrhythmias in Patients With Tetralogy 
of Fallot Undergoing Pulmonary Valve Replacement. JACC Clin Electrophysiol. 
2017;3(2):162-70. 

138. Cortez D, Ruckdeschel E, McCanta AC, Collins K, Sauer W, Kay J, et al. 
Vectorcardiographic predictors of ventricular arrhythmia inducibility in patients with 
tetralogy of Fallot. J Electrocardiol. 2015;48(2):141-4. 

139. Ragab AAY, Houck CA, van der Does L, Lanters EAH, Muskens A, de Groot NMS. 
QRS Vector Magnitude as Predictor of Ventricular Arrhythmia in Patients With 
Brugada Syndrome. Am J Cardiol. 2019;123(12):1962-6. 

140. Sugrue A, Killu AM, DeSimone CV, Chahal AA, Vogt JC, Kremen V, et al. Utility 
of T-wave amplitude as a non-invasive risk marker of sudden cardiac death in 
hypertrophic cardiomyopathy. Open Heart. 2017;4(1):e000561. 

141. Dilaveris P, Gialafos E, Poloniecki J, Hnatkova K, Richter D, Andrikopoulos G, et 
al. Changes of the T-wave amplitude and angle: an early marker of altered 
ventricular repolarization in hypertension. Clin Cardiol. 2000;23(8):600-6. 

142. Cortez D, Zareba W, McNitt S, Polonsky B, Rosero SZ, Platonov PG. Quantitative 
T-wave morphology assessment from surface ECG is linked with cardiac events risk 
in genotype-positive KCNH2 mutation carriers with normal QTc values. J 
Cardiovasc Electrophysiol. 2019. 



78 

143. Wecke L, Rubulis A, Lundahl G, Rosen MR, Bergfeldt L. Right ventricular pacing-
induced electrophysiological remodeling in the human heart and its relationship to 
cardiac memory. Heart Rhythm. 2007;4(12):1477-86. 

144. Wecke L, van Deursen CJ, Bergfeldt L, Prinzen FW. Repolarization changes in 
patients with heart failure receiving cardiac resynchronization therapy-signs of 
cardiac memory. J Electrocardiol. 2011;44(5):590-8. 

145. Mizusawa Y, Bezzina CR. Early repolarization pattern: its ECG characteristics, 
arrhythmogeneity and heritability. J Interv Card Electrophysiol. 2014;39(3):185-92. 

146. Bourier F, Denis A, Cheniti G, Lam A, Vlachos K, Takigawa M, et al. Early 
Repolarization Syndrome: Diagnostic and Therapeutic Approach. Front Cardiovasc 
Med. 2018;5:169. 

147. Haissaguerre M, Derval N, Sacher F, Jesel L, Deisenhofer I, de Roy L, et al. Sudden 
cardiac arrest associated with early repolarization. N Engl J Med. 
2008;358(19):2016-23. 

148. Macfarlane PW, Antzelevitch C, Haissaguerre M, Huikuri HV, Potse M, Rosso R, et 
al. The Early Repolarization Pattern: A Consensus Paper. J Am Coll Cardiol. 
2015;66(4):470-7. 

149. Sinner MF, Reinhard W, Muller M, Beckmann BM, Martens E, Perz S, et al. 
Association of early repolarization pattern on ECG with risk of cardiac and all-cause 
mortality: a population-based prospective cohort study (MONICA/KORA). PLoS 
Med. 2010;7(7):e1000314. 

150. Tereshchenko LG, McCabe A, Han L, Sur S, Huang T, Marine JE, et al. Intracardiac 
J-point elevation before the onset of polymorphic ventricular tachycardia and 
ventricular fibrillation in patients with an implantable cardioverter-defibrillator. 
Heart Rhythm. 2012;9(10):1594-602. 

151. Strauss DG, Selvester RH. The QRS complex--a biomarker that "images" the heart: 
QRS scores to quantify myocardial scar in the presence of normal and abnormal 
ventricular conduction. J Electrocardiol. 2009;42(1):85-96. 

152. Selvester RH, Wagner GS, Hindman NB. The Selvester QRS scoring system for 
estimating myocardial infarct size. The development and application of the system. 
Arch Intern Med. 1985;145(10):1877-81. 

153. Loring Z, Chelliah S, Selvester RH, Wagner G, Strauss DG. A detailed guide for 
quantification of myocardial scar with the Selvester QRS score in the presence of 
electrocardiogram confounders. J Electrocardiol. 2011;44(5):544-54. 

154. Ideker RE, Wagner GS, Ruth WK, Alonso DR, Bishop SP, Bloor CM, et al. 
Evaluation of a QRS scoring system for estimating myocardial infarct size. II. 
Correlation with quantitative anatomic findings for anterior infarcts. Am J Cardiol. 
1982;49(7):1604-14. 

155. Roark SF, Ideker RE, Wagner GS, Alonso DR, Bishop SP, Bloor CM, et al. 
Evaluation of a QRS scoring system for estimating myocardial infarct size. III. 
Correlation with quantitative anatomic findings for inferior infarcts. Am J Cardiol. 
1983;51(3):382-9. 

156. Ward RM, White RD, Ideker RE, Hindman NB, Alonso DR, Bishop SP, et al. 
Evaluation of a QRS scoring system for estimating myocardial infarct size. IV. 



79 

Correlation with quantitative anatomic findings for posterolateral infarcts. Am J 
Cardiol. 1984;53(6):706-14. 

157. Strauss DG, Selvester RH, Lima JA, Arheden H, Miller JM, Gerstenblith G, et al. 
ECG quantification of myocardial scar in cardiomyopathy patients with or without 
conduction defects: correlation with cardiac magnetic resonance and 
arrhythmogenesis. Circ Arrhythm Electrophysiol. 2008;1(5):327-36. 

158. Strauss DG, Poole JE, Wagner GS, Selvester RH, Miller JM, Anderson J, et al. An 
ECG index of myocardial scar enhances prediction of defibrillator shocks: an 
analysis of the Sudden Cardiac Death in Heart Failure Trial. Heart Rhythm. 
2011;8(1):38-45. 

159. Sweeney MO, van Bommel RJ, Schalij MJ, Borleffs CJ, Hellkamp AS, Bax JJ. 
Analysis of ventricular activation using surface electrocardiography to predict left 
ventricular reverse volumetric remodeling during cardiac resynchronization therapy. 
Circulation. 2010;121(5):626-34. 

160. Xia X, Wieslander B, Strauss DG, Wagner GS, Zareba W, Moss AJ, et al. Automatic 
QRS Selvester scoring system in patients with left bundle branch block. Europace. 
2016;18(2):308-14. 

161. Strauss DG, Selvester RH, Wagner GS. Defining left bundle branch block in the era 
of cardiac resynchronization therapy. Am J Cardiol. 2011;107(6):927-34. 

162. Das MK, Maskoun W, Shen C, Michael MA, Suradi H, Desai M, et al. Fragmented 
QRS on twelve-lead electrocardiogram predicts arrhythmic events in patients with 
ischemic and nonischemic cardiomyopathy. Heart Rhythm. 2010;7(1):74-80. 

163. Rosengarten JA, Scott PA, Chiu OK, Shambrook JS, Curzen NP, Morgan JM. Can 
QRS scoring predict left ventricular scar and clinical outcomes? Europace. 
2013;15(7):1034-41. 

164. Leyva F, Taylor RJ, Foley PW, Umar F, Mulligan LJ, Patel K, et al. Left ventricular 
midwall fibrosis as a predictor of mortality and morbidity after cardiac 
resynchronization therapy in patients with nonischemic cardiomyopathy. J Am Coll 
Cardiol. 2012;60(17):1659-67. 

165. Engblom H, Wagner GS, Setser RM, Selvester RH, Billgren T, Kasper JM, et al. 
Quantitative clinical assessment of chronic anterior myocardial infarction with 
delayed enhancement magnetic resonance imaging and QRS scoring. Am Heart J. 
2003;146(2):359-66. 

166. Koppikar S, Barbosa-Barros R, Baranchuk A. A Practical Approach to the 
Investigation of an rSr' Pattern in Leads V1-V2. Can J Cardiol. 2015;31(12):1493-6. 

167. Rosengarten JA, Scott PA, Morgan JM. Fragmented QRS for the prediction of 
sudden cardiac death: a meta-analysis. Europace. 2015;17(6):969-77. 

168. Das MK, Khan B, Jacob S, Kumar A, Mahenthiran J. Significance of a fragmented 
QRS complex versus a Q wave in patients with coronary artery disease. Circulation. 
2006;113(21):2495-501. 

169. Meng L, Letsas KP, Baranchuk A, Shao Q, Tse G, Zhang N, et al. Meta-analysis of 
Fragmented QRS as an Electrocardiographic Predictor for Arrhythmic Events in 
Patients with Brugada Syndrome. Front Physiol. 2017;8:678. 



80 

170. Felker GM, Shaw LK, O'Connor CM. A standardized definition of ischemic
cardiomyopathy for use in clinical research. J Am Coll Cardiol. 2002;39(2):210-8.

171. Surawicz B, Childers R, Deal BJ, Gettes LS, Bailey JJ, Gorgels A, et al.
AHA/ACCF/HRS recommendations for the standardization and interpretation of the
electrocardiogram: part III: intraventricular conduction disturbances: a scientific
statement from the American Heart Association Electrocardiography and
Arrhythmias Committee, Council on Clinical Cardiology; the American College of
Cardiology Foundation; and the Heart Rhythm Society. Endorsed by the International
Society for Computerized Electrocardiology. J Am Coll Cardiol. 2009;53(11):976-
81.

172. Willems JL, Robles de Medina EO, Bernard R, Coumel P, Fisch C, Krikler D, et al.
Criteria for intraventricular conduction disturbances and pre-excitation. World Health
Organizational/International Society and Federation for Cardiology Task Force Ad
Hoc. J Am Coll Cardiol. 1985;5(6):1261-75.

173. Heiberg E, Sjogren J, Ugander M, Carlsson M, Engblom H, Arheden H. Design and
validation of Segment--freely available software for cardiovascular image analysis.
BMC Med Imaging. 2010;10:1.

174. Heiberg E, Ugander M, Engblom H, Gotberg M, Olivecrona GK, Erlinge D, et al.
Automated quantification of myocardial infarction from MR images by accounting
for partial volume effects: animal, phantom, and human study. Radiology.
2008;246(2):581-8.

175. Cerqueira MD, Weissman NJ, Dilsizian V, Jacobs AK, Kaul S, Laskey WK, et al.
Standardized myocardial segmentation and nomenclature for tomographic imaging of
the heart. A statement for healthcare professionals from the Cardiac Imaging
Committee of the Council on Clinical Cardiology of the American Heart Association.
Circulation. 2002;105(4):539-42.

176. Richards S, Aziz N, Bale S, Bick D, Das S, Gastier-Foster J, et al. Standards and
guidelines for the interpretation of sequence variants: a joint consensus
recommendation of the American College of Medical Genetics and Genomics and
the Association for Molecular Pathology. Genet Med. 2015;17(5):405-24.

177. Pope JE, Wagner NB, Dubow D, Edmonds JH, Wagner GS, Haisty WK, Jr.
Development and validation of an automated method of the Selvester QRS scoring
system for myocardial infarct size. Am J Cardiol. 1988;61(10):734-8.

178. Akerlund S, Wieslander B, Turesson M, Nijveldt R, Klem I, Almer J, et al.
Specificity for each of the 46 criteria of the Selvester QRS score for
electrocardiographic myocardial scar sizing in left bundle branch block. J
Electrocardiol. 2015;48(5):769-76.

179. Haisty WK, Jr., Pahlm O, Wagner NB, Pope JE, Wagner GS. Performance of the
automated complete Selvester QRS scoring system in normal subjects and patients
with single and multiple myocardial infarctions. J Am Coll Cardiol. 1992;19(2):341-
6.

180. Bono V, Mazomenos EB, Chen T, Rosengarten JA, Acharyya A, Maharatna K, et al.
Development of an automated updated Selvester QRS scoring system using SWT-
based QRS fractionation detection and classification. IEEE J Biomed Health Inform.
2014;18(1):193-204.



81 

181. Horacek BM, Warren JW, Albano A, Palmeri MA, Rembert JC, Greenfield JC, Jr., et 
al. Development of an automated Selvester Scoring System for estimating the size of 
myocardial infarction from the electrocardiogram. J Electrocardiol. 2006;39(2):162-
8. 

182. Tian Y, Zhang P, Li X, Gao Y, Zhu T, Wang L, et al. True complete left bundle 
branch block morphology strongly predicts good response to cardiac 
resynchronization therapy. Europace. 2013;15(10):1499-506. 

183. Bang LE, Ripa RS, Grande P, Kastrup J, Clemmensen PM, Wagner GS. Comparison 
of infarct size changes with delayed contrast-enhanced magnetic resonance imaging 
and electrocardiogram QRS scoring during the 6 months after acutely reperfused 
myocardial infarction. J Electrocardiol. 2008;41(6):609-13. 

184. Engblom H, Hedstrom E, Heiberg E, Wagner GS, Pahlm O, Arheden H. Size and 
transmural extent of first-time reperfused myocardial infarction assessed by cardiac 
magnetic resonance can be estimated by 12-lead electrocardiogram. Am Heart J. 
2005;150(5):920. 

185. Rovers WC, van Boreen MC, Robinson M, Martin TN, Maynard C, Wagner GS, et 
al. Comparison of the correlation of the Selvester QRS scoring system with cardiac 
contrast-enhanced magnetic resonance imaging-measured acute myocardial infarct 
size in patients with and without thrombolytic therapy. J Electrocardiol. 
2009;42(2):139-44. 

186. Geerse DA, Wu KC, Gorgels AP, Zimmet J, Wagner GS, Miller JM. Comparison 
between contrast-enhanced magnetic resonance imaging and Selvester QRS scoring 
system in estimating changes in infarct size between the acute and chronic phases of 
myocardial infarction. Ann Noninvasive Electrocardiol. 2009;14(4):360-5. 

187. Wiiala J, Hedstrom E, Kraen M, Magnusson M, Arheden H, Engblom H. Diagnostic 
performance of the Selvester QRS scoring system in relation to clinical ECG 
assessment of patients with lateral myocardial infarction using cardiac magnetic 
resonance as reference standard. J Electrocardiol. 2015;48(5):750-7. 

188. Holmes LE, Nguyen TL, Hee L, Otton J, Moses DA, French JK, et al. 
Electrocardiographic measurement of infarct size compared to cardiac MRI in 
reperfused first time ST-segment elevation myocardial infarction. Int J Cardiol. 
2016;220:389-94. 

189. Carlsen EA, Bang LE, Ahtarovski KA, Engstrom T, Kober L, Kelbaek H, et al. 
Comparison of Selvester QRS score with magnetic resonance imaging measured 
infarct size in patients with ST elevation myocardial infarction. J Electrocardiol. 
2012;45(4):414-9. 

190. Welinder AE, Wagner GS, Horacek BM, Martin TN, Maynard C, Pahlm O. EASI-
Derived vs standard 12-lead electrocardiogram for Selvester QRS score estimations 
of chronic myocardial infarct size, using cardiac magnetic resonance imaging as gold 
standard. J Electrocardiol. 2009;42(2):145-51. 

191. Knippenberg SA, Wagner GS, Ubachs JF, Gorgels A, Hedstrom E, Arheden H, et al. 
Consideration of the impact of reperfusion therapy on the quantitative relationship 
between the Selvester QRS score and infarct size by cardiac MRI. Ann Noninvasive 
Electrocardiol. 2010;15(3):238-44. 



82 

192. Shi B, Ferrier KA, Sasse A, Harding SA, Larsen PD. Correlation between
vectorcardiographic measures and cardiac magnetic resonance imaging of the left
ventricle in an implantable cardioverter defibrillator population. J Electrocardiol.
2014;47(1):52-8.

193. Hochrein J, Sun F, Pieper KS, Lee KL, Gates KB, Armstrong PW, et al. Higher T-
wave amplitude associated with better prognosis in patients receiving thrombolytic
therapy for acute myocardial infarction (a GUSTO-I substudy). Global Utilization of
Streptokinase and Tissue plasminogen Activator for Occluded Coronary Arteries.
Am J Cardiol. 1998;81(9):1078-84.

194. Triola B, Olson MB, Reis SE, Rautaharju P, Merz CN, Kelsey SF, et al.
Electrocardiographic predictors of cardiovascular outcome in women: the National
Heart, Lung, and Blood Institute-sponsored Women's Ischemia Syndrome Evaluation
(WISE) study. J Am Coll Cardiol. 2005;46(1):51-6.

195. Waldmann V, Bougouin W, Karam N, Dumas F, Sharifzadehgan A, Gandjbakhch E,
et al. Characteristics and clinical assessment of unexplained sudden cardiac arrest in
the real-world setting: focus on idiopathic ventricular fibrillation. Eur Heart J.
2018;39(21):1981-7.

196. Visser M, van der Heijden JF, Doevendans PA, Loh P, Wilde AA, Hassink RJ.
Idiopathic Ventricular Fibrillation: The Struggle for Definition, Diagnosis, and
Follow-Up. Circ Arrhythm Electrophysiol. 2016;9(5).

197. Marcus FI, McKenna WJ, Sherrill D, Basso C, Bauce B, Bluemke DA, et al.
Diagnosis of arrhythmogenic right ventricular cardiomyopathy/dysplasia: proposed
modification of the task force criteria. Circulation. 2010;121(13):1533-41.

198. Dalos D, Fiedler L, Radojevic J, Sponder M, Dichtl W, Schukro C. Prevalence of
early repolarization syndrome and long-term clinical outcome in patients with the
diagnosis of idiopathic ventricular fibrillation. Heart Vessels. 2019;34(4):625-31.



<<
  /ASCII85EncodePages false
  /AllowTransparency true
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 25%)
  /CalRGBProfile (Adobe RGB \0501998\051)
  /CalCMYKProfile (None)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /UseDeviceIndependentColor
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 10
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 250
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.33333
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 250
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.33333
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 800
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.25000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly true
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (Coated FOGRA39 \050ISO 12647-2:2004\051)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /ENU <FFFE4600F6007200200074007200790063006B00200068006F00730020004D0065006400690061002D0054007200790063006B00>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides true
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        14.173230
        14.173230
        14.173230
        14.173230
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName (Coated FOGRA39 \(ISO 12647-2:2004\))
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /HighResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 8.503940
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /UseName
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice



 
 
    
   HistoryItem_V1
   AddMaskingTape
        
     Range: current page
     Mask co-ordinates: Horizontal, vertical offset 46.09, 90.58 Width 382.26 Height 32.06 points
     Origin: bottom left
     Colour: Default (white)
      

        
     D:20191024151824
      

        
     1
     0
     BL
     1104
     467
    
            
                
         Both
         14
         CurrentPage
         91
              

       CurrentAVDoc
          

     46.0853 90.5809 382.2633 32.0594 
      

        
     QITE_QuiteImposingPlus4
     Quite Imposing Plus 4.0k
     Quite Imposing Plus 4
     1
      

        
     33
     152
     33
     fed07c9e-23c8-4549-9074-bb34a9f6221a
     1
      

   1
  

 HistoryList_V1
 qi2base





