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En los iltimos dos afios se han publicado trabajos
importantes sobre la miocardiopatia hipertréfica
(MCH). Desde el punto de vista clinico quizas el mas
relevante ha sido la publicaciéon de las Guias de
Diagnéstico y Tratamiento de la MCH de la Euro-
pean Society of Cardiology (ESC )l . En este documen-
to uno de los aspectos mas novedosos ha sido la
presentacion de un nuevo indice de riesgo de muer-
te subita.

La estratificacién de riesgo clasica basaba su re-
comendacién para la implantacién de un desfibrila-
dor (DAI) en la presencia de uno o dos factores de
riesgo de muerte subita, de una lista de marcadores
clinicos que incluian: presencia de hipertrofia grave
(> 30 mm), obstruccién grave (> 90 mmHg), taqui-
cardia ventricular no sostenida (TVNS), antecedente
de sincope no explicado, historia familiar de muerte
subita a edad joven, o la respuesta de la tension ar-
terial anormalmente plana en la prueba de esfuerzo.
La guias americanas consideran, incluso hoy en dia,
que el paciente de alto riego es aquel que tiene al
menos uno de los aspectos de la lista, mientras en
las anteriores guias europeas se consideraba que la
presencia de dos de estos era suficiente para im-
plantar un DAL

La prevalencia de cada uno de los factores de
riesgo es relativamente elevada (> 10%); en cambio,
el valor predictivo positivo de muerte sibita a 5
anos de forma individual es bajo (< 10%). Es conoci-

do ademas, que el valor de los predictores de riesgo
viene modulado por otros factores, principalmente
por la edad. En este sentido, la TVNS es muy infre-
cuente en pacientes menores de 30 afos, pero
cuando esta presente, el riesgo de muerte stbita es
mas del doble respecto a los pacientes de mayor
edad.

La £SC en su documento se hizo eco de los resul-
tados del mayor estudio colaborativo publicado
hasta la fecha que incluyé mas de 3600 pacientes
con esta enfermedad®. En este trabajo, y tras un es-
tudio estadistico complejo, se present6 una férmula
para el calculo del riesgo de muerte subita estimado
a 5 anos que incluye: la edad, la presencia de TVNS,
el valor del grosor maximo de la pared del ventricu-
lo izquierdo, el gradiente maximo, la presencia de
sincope no explicado, la historia de muerte stbita
familiar y el didmetro de la auricula izquierda.

Por medio de esta férmula es posible identificar a
la mayoria de los pacientes que van a tener una
muerte subita a los que recomendar la implantacién
de un DAL Pero si se estableciera el corte de riesgo
de esta enfermedad a 5 afios en un 4% para la reco-
mendacién de este dispositivo, seria necesario im-
plantar un DAI al 31% de los pacientes con MCH
para prevenir el 71% de las muertes. La eficiencia de
esta estrategia es claramente superior a la de las
antiguas guias europeas que recomendaban 2 facto-
res de riesgo, o a las actuales guias americanas, en la
que solo un factor de riesgo es suficiente. En las
antiguas guias europeas se implantaria solo un 13%
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de DAI, que prevendrian el 38% de las muertes;
mientras que con las americanas seria necesario
implantar un DAI a casi la mitad de los pacientes
(48%) para prevenir el 74% de las muertes stbitas.
Es importante recordar que la implantacién de un
dispositivo no estd exenta de complicaciones, en
ocasiones graves, y que la seleccion de los candida-
tos debe hacerse de forma sensata e individualizada.

La incorporacion de este indice, validado por
otros grupos europe033 y sudamericanos4, y discuti-
do por norteamericanos’, ha supuesto un indudable
avance clinico. A pesar de todo, es importante re-
cordar que existen algunas variables implicadas en
el prondstico que no fueron incorporadas en la fér-
mula, como son la presencia de fibrosis en la reso-
nancia magnética o la genética.
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Acceder a la via respiratoria constituye un elemento
de vital importancia en la parada cardiaca. En los
ambitos hospitalario y extrahospitalario, ante una
via respiratoria complicada, se debe asegurar, lo

mas pronto posible, la ventilacién y la oxigenacion;
pero la intubacion traqueal requiere entrenamiento
y una practica regular; por eso, el personal poco
entrenado no deberia perder tiempo intentdndola y
debe centrarse en las compresiones toracicas de alta
calidad y la ventilacién con bolsa y mascarilla, hasta
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To the Editor:

In the last two years, important works on hyper-
trophic cardiomyopathy (HCM) have been pub-
lished. From the clinical point of view, perhaps, the
most important has been the publication of the Di-
agnosis and Treatment Guidelines of the ESC (Euro-
pean Society of Cardiology)l. In this document, one
of the novelest aspects has been the presentation of
a new risk index of sudden death.

The classic risk stratification based its recom-
mendation for the implementation of an implantable
cardioverter-defibrillator (ICD) in the presence of
one or two risk factors of sudden death, from a list of
clinical markers including: presence of severe hy-
pertrophy (> 30 mm), severe obstruction (> 90
mmHg), non-sustained ventricular tachycardia
(NSVT), history of unexplained syncope, family his-
tory of sudden death at young age, or abnormally
flat blood pressure response in the stress test. The
American guidelines consider, even today, that the
high-risk patient is one who has at least one of the
aspects of the list, while in the previous European
guidelines it was considered that the presence of
two of these was enough to implement an ICD.

The prevalence of each of the risk factors is rela-
tively high (> 10%); on the other hand, the positive
predictive value of sudden death at five years indi-
vidually is low (< 10%). It is also known that the val-
ue of risk predictors is modulated by other factors,
mainly by age. Therefore, the NSVT is very uncom-
mon in patients under 30 years of age, but when it is

present, the risk of sudden death is more than dou-
ble that of older patients.

The ESC, in its document, echoed the results of
the largest collaborative study published to date,
which included more than 3.600 patients with this
disease’. In this paper, and after a complex statistical
study, a formula was presented for the calculation of
the risk of sudden death estimated at five years that
includes: age, the presence of NSVT, the value of the
maximum thickness of the left ventricular wall, the
maximum gradient, the presence of unexplained
syncope, the family history of sudden death and the
diameter of the left atrium.

Through this formula, it is possible to identify
most of the patients who will have a sudden death
and recommending them the implantation an ICD.
But if there was established a cut risk of this disease
to five years at 4% for the recommendation of this
device, it would be necessary to establish an ICD to
31% of the patients with HCM, to prevent 71% of
deaths. The efficiency of this strategy is clearly su-
perior to that of the old European guidelines, which
recommended two risk factors, or the current Amer-
ican guidelines, in which only a risk factor is
enough. In those European guidelines there would
have been implemented only 13% of ICD, which
would prevent 38% of the deaths; whereas with the
American, it would be necessary to implant an ICD
almost in half of the patients (48%), to prevent 74% of
sudden deaths. It is important to remember that the
implantation of a device is not free of complications,
sometimes serious, and that the selection of candi-
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dates must be accomplished in a sensible and indi-
vidualized way.

The incorporation of this index, validated by oth-
er Europearl3 and South American® groups, and dis-
cussed by North Americans’ has been an undoubted
clinical advance. Nevertheless, it is important to
remember that there are several variables involved
in the prognosis that were not incorporated in the
formula, such as the presence of fibrosis in the mag-
netic resonance, or genetics.
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To the Editor:

To have access to the airway is of vital importance
during a cardiac arrest. In the out-of-hospital and in-
hospital settings, before a difficult airway, the venti-
lation and oxygenation must be ensured as soon as
possible, but tracheal intubation requires training
and regular practice; thus, untrained personnel
should not waste time trying to do it and should

focus on high-quality chest compressions and venti-
lation bag and mask, until the arrival of expert re-
suscitators™.

The publication of the study by Soar and Nolan'
on airway in cardiopulmonary resuscitation, where
there is included an extensive database of cases of
out-of-hospital cardiac arrest, and which offers an
opportunity to reflect on an issue, in which proba-
bly, it is very difficult to set clear and uniform rec-

CorSalud 2017 Jul-Sep,;9(3):218-221 219

Lecture presented to the Il National Symposium on Sudden Cardiac Death and I Ibero-American
Convention on Sudden Cardiac Death (December 6-9, 2016. Havana, Cuba).




