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Abstract

Sudden death (SD) is often the first clinical manifestation of an underlying dis-
ease in previously asymptomatic, apparently “healthy” subjects. Various criteria 
have been used to define sudden cardiac arrest and sudden cardiac death in the 
medical literature. The 2006 American College of Cardiology/American Heart 
Association/Heart Rhythm Society (ACC/AHA/HRS Writing Committee to 
establish data standards for electrophysiology) included definitions to guide doc-
umentation in research and clinical practice. “[Sudden] cardiac arrest is the sud-
den cessation of cardiac activity so that the victim becomes unresponsive, with 
no normal breathing and no signs of circulation. If corrective measures are not 
taken rapidly, this condition progresses to sudden death. Cardiac arrest should be 
used to signify an event as described above, that is reversed, usually by CPR and/
or defibrillation or cardioversion, or cardiac pacing. Sudden cardiac death should 
not be used to describe events that are not fatal.” Correct identification of future 
SCD victims is especially important as there is an effective treatment, namely, 
defibrillation via an external or internal (implanted) defibrillator. Currently, the 
commonly used SCD risk score based on left ventricular ejection fraction can 
only predict some cardiac arrest events. There is an urgent need for more effec-
tive and reliable SCD risk early warning methods. The rapid development of 
ECG signals, genetic markers, and a combination of multiple index risk scoring 
models, including the foregoing two, have opened new paths for SCD early 
warning diagnosis.
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Sudden cardiac death (SCD) refers to sudden accidental death within 1 or 24 h after 
the onset of symptoms and to exclude death caused by arrhythmia or hemodynamic 
reasons [1]. Epidemiological investigations have shown that SCD is still a serious 
public health issue, although significant progress has been made in high-risk patients 
with implantable cardioverter-defibrillator (ICD) implantation and coronary heart 
disease prevention. Cardiac arrest and its main outcome, SCD, account for 50% of 
cardiovascular deaths, causing serious health threats and huge social burdens world-
wide [2]. Survival analysis shows that the survival rate of patients with cardiac 
arrest outside the hospital is less than 10%, and even if the cardiac arrest occurs in 
the hospital, the incidence of survival to hospital rescue is less than 25% [3]. 
Therefore, the early diagnosis of SCD is particularly important, and a reliable and 
effective early diagnosis method of SCD is urgently needed to improve the severe 
social health status of SCD diagnosis and treatment.

Left ventricular ejection fraction (LVEF) is an important indicator for clinical 
evaluation of left ventricular systolic function and has been widely used as an indi-
cation criterion for ICD treatment. The latest US SCD prevention management 
guidelines released in September 2018 have once again emphasized the importance 
of LVEF as an early warning indicator of SCD and an indicator of whether or not to 
implant CD [1]. However, there is evidence that more than 50% of patients with 
high-risk SCD after myocardial infarction often do not show a decrease in LVEF or 
show only a slight decrease in LVEF [4]. In addition, even in high-risk SCD popula-
tions with significantly reduced LVEF, only 10–30% of patients can benefit from 
ICD treatment [5]. Therefore, the results of more and more large clinical studies 
show that the effectiveness of LVEF as an indicator of SCD risk stratification faces 
major challenges. The direct cause of SCD is mainly malignant arrhythmia events, 
which are mostly manifested as ventricular tachycardia, ventricular fibrillation, car-
diac arrest, etc., and the cardiac function index LVEF is not sufficient to sensitively 
reflect changes in the patient’s ECG activity. Because SCD mainly comes from 
malignant arrhythmias, the SCD warning value of ECG signals has great potential.

At present, the field of ECG detection technology continues to develop, and a 
variety of ECG characteristics have played an important role in predicting sudden 
cardiac death in the clinic.

8.1  Heart Rate

 1. Resting heart rate is a simple indicator commonly used in clinical practice. High- 
level resting heart rate has been reported by many studies to be related to the risk 
of sudden cardiac death. A prospective study in Paris showed that those with a 
high level of resting heart rate (75 beats/min) had a risk of sudden cardiac death 
approximately four times as high as those with low resting heart rate (<65 beats/
min) [6].

 2. Heart rate turbulence: Heart rate turbulence describes a short-term change in 
heart rate caused by ventricular premature beats (VVTs). It usually manifests as 
a significant acceleration of the heart rate (T0) followed by a gradual heart rate 

Z. Gao et al.



107

deceleration (TS). Abnormal heart rate turbulence has been reported to be sig-
nificantly associated with all-cause death and sudden cardiac death, especially in 
patients with heart failure after myocardial infarction [7]. Similarly, some studies 
have shown that heart rate turbulence is significantly related to cardiovascular 
death and can effectively predict the occurrence of sudden cardiac death in 
patients after acute myocardial infarction, and its prediction efficiency has sig-
nificantly improved after combining with other ECG characteristics [8].

 3. Heart rate variability: Heart rate variability refers to the frequency variation 
between heart beats, which reflects the state of cardiac autonomic nerve func-
tion, and can predict the occurrence of sudden cardiac death in patients with 
chronic heart failure [9].

8.2  12-Lead ECG

8.2.1  Deep Negative of P Wave in Lead V1

Deep terminaI negativity of P wave in V1 (DTNPVl) is a marker of atrial abnormal-
ity, defined as biphasic P wave detected by resting 12-lead ECG, and negative P 
wave amplitude>1 mm. DTNPV1 is closely related to all-cause death, cardiovascu-
lar disease death, and ischemic heart disease death in the adult population. It is a 
simple but effective prognostic indicator [10, 11].

8.2.2  QT Interval

Corrected QT interval (QTc) is a classic indicator for the diagnosis of cardiac ion 
channel diseases (such as long QT syndrome and short QT syndrome, etc.), but its 
clinical value is not limited to the diagnosis of cardiac ion channel disease. It can be 
extended to the risk diagnosis of heart failure, diabetes, and other diseases [12]. The 
prolongation of the QT interval reflects the prolongation of the action potential of 
cells, which in turn leads to the activation of L-type calcium ion channels, which 
eventually leads to cardiovascular events [13].

8.2.3  QRS Wave

 1. In a follow-up study in Finland, the risk of sudden cardiac death in patients with 
QRS duration (QRSd) ≥110 ms was 2.5 times higher than in patients with QRSd 
<96 ms [14]. QRSd is an independent risk factor for cardiovascular death, and an 
increase in QRSd every 10 ms results in an 18% increase in the risk of cardiovas-
cular death [15].

 2. QRS dispersion (QRS dispersion) refers to the maximum QRSd and minimum 
QRSd in a 12-lead ECG. Difference. QRSd has been reported as an independent 
predictor of sudden cardiac death in arrhythmic right ventricular cardiomyopa-
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thy populations [16]. In patients with heart failure, QRSd is significantly associ-
ated with left ventricular systolic dysfunction and can effectively predict sudden 
cardiac death [17].

 3. Fragmented QRS (fQRS) refers to a multiphase QRS wave that appears in two 
or more adjacent leads of a 12-lead ECG and complete or incomplete bundle 
branch block and complete right bundle branch block. Studies have reported that 
fQRS can be used as a predictor of myocardial scars and also predict arrhythmic 
events in non-ischemic cardiomyopathy [18].

 4. QRS.  The QRS-T angle refers to the angle between the QRS wave and the 
T-wave electrical axis and can be divided into a space angle and a frontal angle. 
A case-control study showed that the positive QRS-T angle was significantly 
associated with sudden cardiac death and that its predictive value was indepen-
dent of the left ventricular ejection fraction [19–21].

 5. QRS points are scores composed of the Q, R, and S wave amplitude, time his-
tory, and notch of each lead. In ischemic cardiomyopathy, QRS scores are still 
highly reliable in the evaluation of myocardial scars compared to the myocardial 
nuclear magnetic resonance that is currently prevalent [22]. Increased QRS 
scores have been shown to be closely related to ventricular arrhythmias, the 
occurrence of ICD discharges, and decreased left ventricular inverse remodel-
ing [23].

8.2.4  T Wave

T wave alternans (TWA) refers to the phenomenon in which the shape, amplitude, 
and polarity of T waves alternately change step by step in an electrocardiogram. 
TWA is mainly produced by the alternating repolarization of a single myocardial 
cell. Other possible mechanisms include calcium imbalance, myocardial memory, 
and mechanical-electrical feedback [24]. TWA can be observed in various disease 
states, such as myocardial infarction, heart failure, long QT syndrome, and Brugada 
syndrome. TWA is highly consistent with intracardiac electrophysiology in predict-
ing sudden cardiac death and can be used as a predictor of sudden cardiac death [25].

8.2.5  Others

(1) Index of cardiac electrophysiological balance (iCEB) is calculated from the ratio 
of QT interval to QRSd (iCEB = QT/QRSd), which can effectively predict arrhyth-
mia events caused by multiple drugs [26]. (2) Ventricular ectopic QRS interval 
(VEQSI) refers to the maximum interval between ventricular ectopic fluctuations. A 
health-based study in Italy found that VEQSI is significantly associated with struc-
tural heart disease and can help predict all-cause mortality [27]. (3) Waveform het-
erogeneity is the rapid development of computer image recognition technology, 
which makes the digitization of ECG and more complicated calculation indicators 
possible. Some studies have used the residual algorithm to evaluate the 
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heterogeneity of R waves and T waves on each lead and provided a better predictive 
model for the risk of arrhythmia than conventional ECG [28]. There are also studies 
that used the second-order central moment analysis method to process the electronic 
12-lead ECG of 5618 adults, and the results show that the increase in R wave, J 
wave, and T wave heterogeneity is significantly related to the occurrence of sudden 
cardiac death, and even after adjusting for conventional risk factors, the heterogene-
ity of J wave and T wave is still significantly associated with sudden cardiac death, 
suggesting that waveform heterogeneity can provide more ECG information and 
help assess the risk of sudden cardiac death [29].

In recent decades, with the rapid development of high-throughput sequencing 
technology, more and more whole-genome association studies (GWAS) have been 
implemented, and the genetic markers of SCD have gained more recognition. For 
example, in hypertrophic cardiomyopathy, mutations in the myocardial sarcomere 
gene can explain about 60% of the etiology of hypertrophic cardiomyopathy, with 
MYBPC3 and MYH7 being the most common. Studies have confirmed that patients 
with hypertrophic cardiomyopathy who carry multiple mutations in disease-causing 
genes will face a higher risk of SCD and a worse disease prognosis [30]. Long QT 
syndrome often shows autosomal dominant inheritance, and the exact pathogenic 
genes can be detected in more than 85% of patients. More than 15 gene mutations 
are closely related to the disease. In familial long QT syndrome, even carriers of 
genetic mutations who are asymptomatic and have normal ECG examinations have 
a risk of developing cardiac events about ten times higher than those of non-mutated 
carriers [31]. Therefore, this increasing evidence suggests that genetic testing can 
play an extremely important role in SCD risk warning [32].

In addition to the above cardiac function indicators, ECG signals, and genetic 
markers, there are still many other factors that may be related to SCD risk, such as 
age, gender, ethnicity, and disease history. Combining multiple predictive factors 
into a scoring system can more improve the prediction of SCD risk. For example, 
the CHA2DS2-VASc score that has been used clinically to assess the risk of stroke 
in patients with atrial fibrillation (AF) has been reported to be significantly associ-
ated with SCD events in patients with AF [33]. Based on the well-known ARIC 
cohort study, some researchers have proposed a SCD risk scoring system that 
includes a variety of traditional risk factors. The scoring system includes age, gen-
der, total cholesterol, lipid-lowering drugs, hypertension drugs, systolic blood pres-
sure, and diastolic blood pressure. Ten risk factors including smoking status, 
smoking status, diabetes, and body mass index build an index function prediction 
model, which predicts the risk of SCD in the community population and the actual 
observed risk is very close: And this study also used the Framingham cohort to 
verify the scoring system, suggesting the scoring system can effectively predict 
community SCD high-risk populations [34].

Obviously, in the routine diagnosis and treatment work, high-risk patients need 
to get an arrhythmia risk assessment quickly. At the same time, in view of the cur-
rent SCD risk assessment’s complete reliance on LVEF and the high medical costs 
of ICD treatment, other clinical-based, predictive indicators that are independent of 
LVEF are urgently needed. Electrocardiogram as a routine examination has the 
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advantages of being simple, fast, effective, and inexpensive, and it is also very suit-
able for capturing the electrophysiological abnormalities of patients with high-risk 
SCD. We have reason to believe that with the rapid development of computer sci-
ence, next-generation sequencing technology, and big data science, various new 
types of ECG characteristics, genetic markers, and a scoring system composed of 
multiple risk factors are likely to provide SCD warnings. More valuable informa-
tion. In addition, the rapid popularization of wireless signal transmission technol-
ogy and wearable devices has made it possible to extract and analyze remote ECG 
features, which will greatly expand the individualization, real time, and effective-
ness of SCD risk prevention and control based on ECG monitoring. It is expected 
that SCD early warning for the general population will be truly realized in the 
near future.

8.3  The Evolution of Diagnostic Criteria of Sudden 
Cardiac Death

Sudden death (SD) is usually the first clinical manifestation of an underlying dis-
ease in previously asymptomatic, apparently “healthy” subjects [35]. Sudden death 
is a major problem that has significant impact on public health. Many conditions 
can predispose to sudden cardiac death (SCD) and sudden cardiac arrest (SCA) [36, 
37]. Various criteria have been used to define sudden cardiac arrest and sudden car-
diac death in the medical literature [38]. Difficulties in deriving a specific definition 
include the following:

• Events are witnessed in only two-thirds of cases, which makes the diagnosis dif-
ficult to establish in many instances.

• It is too hard to restrict the definition of SCA to documented cases of VF since 
the cardiac rhythm at clinical presentation is unknown in so many cases.

• The duration of symptoms prior to SCA generally defines the suddenness of 
death. However, the duration of symptoms is unknown in approximately one- 
third of cases.

Therefore operational criteria for SCA and SCD have been proposed that do not 
rely on the cardiac rhythm at the right time of the event. The criteria focus on the 
out-of-hospital occurrence of a presumed sudden pulseless condition and the 
absence of evidence of a noncardiac condition (e.g., central airway obstruction, 
intracranial hemorrhage, pulmonary embolism) as the cause of cardiac arrest.

An international multidisciplinary conference held at the Utstein Abbey near 
Stavanger in June 1990. The purpose of this meeting was to develop uniform terms 
and definitions for out-of-hospital resuscitation. The term “Utstein style” is synony-
mous with consensus reporting guidelines for resuscitation from then on [38, 39]. 
The original Utstein recommendations focused on patients with non-emergency 
medical services—witnessed cardiac arrest of presumed cardiac cause, with ven-
tricular fibrillation at the point of first rhythm analysis. At that time, cardiac arrest 
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was defined as the cessation of cardiac mechanical activity, which confirmed by 
pulseless, by unresponsiveness, and by apnea (or agonal, gasping respirations). For 
the purposes of the Utstein style, no comment on time or “suddenness” was recom-
mended [40].

The Utstein definitions were revised in 2004 with the purposes of reducing com-
plexity and updating data elements based on advances in resuscitation science [41]. 
The Utstein 2004 revision broadened this focus on including all EMS-treated car-
diac arrests no matter what the first monitored rhythm is and whether or not the 
arrests were witnessed. Other changes in 2004 related to the definition of cardiac 
arrest (transition from carotid pulse to signs of circulation), including defibrillation 
attempts by bystanders, and extension of the template to include reporting of in- 
hospital cardiac arrest (IHCA) in adults and children in the same template [41, 42]. 
The 2004 Utstein resuscitation registry template for out-of-hospital cardiac arrest 
was updated in 2015, which balances the necessity of uniform collection of evi-
dence-based factors associated with outcome and the challenges of real-life data 
collection and validation. Because substantial between in-hospital and out-of- 
hospital epidemiology, process of care, and treatments are different, a decision was 
made again to use separate reporting templates [43]. And a 2019 update was focused 
on in-hospital cardiac arrest [44].

The Utstein elements of the latest out-of-hospital cardiac arrest were grouped 
into five domains. Each domain contained both core and supplemental elements. 
Some important subgroups are identified which allow an estimate of the specific 
contribution of rhythm and bystander actions that are the key determinants of out-
come [43].

The 2006 American College of Cardiology/American Heart Association/Heart 
Rhythm Society (ACC/AHA/HRS Writing Committee to establish data standards 
for electrophysiology) included definitions to guide documentation in research and 
clinical practice [45].

The following definitions of SCA and SCD were presented:

“[Sudden] cardiac arrest is the sudden cessation of cardiac activity so that the victim 
becomes unresponsive, with no normal breathing and no signs of circulation. If corrective 
measures are not taken rapidly, this condition progresses to sudden death. Cardiac arrest 
should be used to signify an event as described above, that is reversed, usually by CPR and/
or defibrillation or cardioversion, or cardiac pacing. Sudden cardiac death should not be 
used to describe events that are not fatal.”

Sudden cardiac death is unexpected death within 1 h of symptoms [46]. It is a 
devastating and tragic outcome of numbers of underlying cardiovascular diseases. 
While coronary artery disease and acute myocardial infarction are the most proba-
ble causes of SCD in older populations, genetic cardiac disorders comprise a sub-
stantial proportion of SCD cases aged ≤40. It includes primary arrhythmogenic 
disorders such as long QT syndromes and inherited cardiomyopathies. In 30% of 
young SCD, no cause of death is identified at postmortem, which is called autopsy- 
negative or sudden arrhythmic death syndrome (SADS). Since these disorders 
rarely cause structural change to the heart, postmortem is often “negative.” That 
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means no cause of death is identified at postmortem, including normal histopathol-
ogy and normal toxicology analysis [47].

Worldwide, less than 1% of those who experience sudden cardiac arrest can 
finally survive [48]. Widespread accessibility of automated external defibrillators 
and effective utilization of public defibrillation programs can improve management 
of out-of-hospital cardiac arrest [49]. The investigation of sudden death involves 
five steps:

 1. Clinical features, including the history and circumstances of death.
 2. Autopsy examination and histology.
 3. Further laboratory tests including toxicology.
 4. Formulation of a diagnosis.
 5. Recommendation for family screening by specialized cardiologists [46].

SCD pressingly requires primary prevention since the first clinical event is 
always fatal, especially in patients with ventricular tachyarrhythmias. Patients with 
acute bradyarrhythmias usually retain a basal circulation. Accordingly, the appro-
priate treatment (such as pacemaker) can be deployed in time to prevent irreversible 
MODS when a sudden bradyarrhythmia occurs. However, VF often results in a 
rapid and complete loss of blood circulation. This condition will result in irrevers-
ible organ (especially the brain) damage after a few minutes if untreated timely. 
Only a very small proportion of patients suffering from VF can leave the hospital 
alive even in the regions with highly developed emergency medical care systems. 
Despite recent efforts to improve the treatment in the community setting by using 
semiautomatic external defibrillators, primary prevention of SCD is such a diagnos-
tic challenge that it requires identification of future sudden death victims prior to the 
first arrhythmia episode. Correct identification of future SCD victims is important, 
cause there is an effective treatment, which is called defibrillation via an external or 
internal (implanted) defibrillator [50].

References

 1. Al Khatib SM, Stevenson WG, Ackerman MJ, et al. 2017 AHA/ACC/HRS guideline for man-
agement of patients with ventricular arrhythmias and the prevention of sudden cardiac death. 
Circulation. 2018;138(13):272–391.

 2. Thomas H, Diamond J, Vieco A, et al. Global atlas of cardiovascular disease 2000–2016: the 
path to prevention and control. Glob Heart. 2018;13(3):143–63.

 3. Benjamin EJ, Blaha MJ, Chiuve SE, et al. Heart disease and stroke Statistics-2017 update: a 
report from the American Heart Association. Circulation. 2017;135(10):e146–603.

 4. Chow T, Kereiakes DJ, Onufer J, et  al. Does microvolt T-wave Alternans testing predict 
ventricular Tachyarrhythmias in patients with ischemic cardiomyopathy and prophylactic 
defibrillators?: the MASTER (microvolt T wave Alternans testing for risk stratification of post- 
myocardial infarction patients) trial. J Am Coll Cardiol. 2008;52(20):1607–15.

 5. Jouven X, Zureik M, Desnos M, et al. Resting heart rate as a predictive risk factor for sudden 
death in middle-aged men. Cardiovasc Res. 2001;50(2):373–8.

Z. Gao et al.



113

 6. Gorgels A. Out-of-hospital cardiac arrest-the relevance of heart failure. The Maastricht circu-
latory Arrest registry. Eur Heart J. 2003;24(13):1204–9.

 7. Cygankiewicz I. Heart rate turbulence. Prog Cardiovasc Dis. 2013;56(2):160–71.
 8. Disertori M, Mase M, Rigoni M, et al. Heart rate turbulence is a powerful predictor of cardiac 

death and ventricular arrhythmias in postmyocardial infarction and heart failure patients: a 
systematic review and meta-analysis. Circ Arrhythm Electrophysiol. 2016;9(12):e004610.

 9. Al-Zaiti SS, Pietrasik G, Carey MG, et al. The role of heart rate variability, heart rate turbu-
lence, and deceleration capacity in predicting cause-specific mortality in chronic heart failure. 
J Electrocardiol. 2019;52(1):70–4.

 10. Tereshchenko LG, Shah AJ, Li Y, et al. Electrocardiographic deep terminal negativity of the P 
wave in V1 and risk of mortality: the National Health and nutrition examination survey III. J 
Cardiovasc Electrophysiol. 2014;25(11):1242–8.

 11. Tereshchenko LG, Henrikson CA, Sotoodehnia N, et al. Electrocardiographic deep terminal 
negativity of the P wave in V(1) and risk of sudden cardiac death: the atherosclerosis risk in 
communities (ARIC) study. J Am Heart Assoc. 2014;3(6):e001387.

 12. Stettler C, Bearth A, Allemann S, et al. QTc interval and resting heart rate as long-term pre-
dictors of mortality in type 1 and type 2 diabetes mellitus: a 23-year follow-up. Diabetologia. 
2007;50(1):186–94.

 13. January CT, Riddle JM. Early after depolarizations: mechanism of induction and block. A role 
for L-type Ca2+ current. Circ Res. 1989;64(5):977–90.

 14. Kurl S, Makikallio TH, Rautaharju P, et al. Duration of QRS complex in resting electrocardio-
gram is a predictor of sudden cardiac death in men. Circulation. 2012;125(21):2588–94.

 15. Desai AD, Yaw TS, Yamazaki T, et al. Prognostic significance of quantitative QRS duration. 
Am J Med. 2006;119(7):600–6.

 16. Turrini P, Corrado D, Basso C, et al. Dispersion of ventricular depolarization-repolarization: a 
noninvasive marker for risk stratification in arrhythmogenic right ventricular cardiomyopathy. 
Circulation. 2001;103(25):3075–2080.

 17. Kountouris E, Korantzopoulos P, Karanikis P, 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.

 18. Das MK, Zipes DP. Fragmented QRS: a predictor of mortality and sudden cardiac death. Heart 
Rhythm. 2009;6(3):S8–14.

 19. Chua KC, Teodorescu C, Reinier K, et  al. Wide QRS-T angle on the 12-Lead ECG as a 
prediction of sudden death beyond the LV ejection fraction. J Cardiovasc Electrophysiol. 
2016;27(7):833–9.

 20. Lingman M, Hartford M, Karlsson T, et  al. Value of the QRS-T area angle in improv-
ing the prediction of sudden cardiac death after acute coronary syndromes. Int J Cardiol. 
2016;218(1):1–11.

 21. Laukkanen JA, Di Angelantonio E, Khan H, et al. T-wave inversion, QRS duration, and QRS/T 
angle as electrocardiographic predictors of the risk for sudden cardiac death. Am J Cardiol. 
2014;113(7):1178–83.

 22. Mewton N, Strauss DG, Rizzi P, et al. Screening for cardiac magnetic resonance scar features 
by 12-Lead ECG, in patients with preserved ejection fraction. Ann Noninvasive Electrocardiol. 
2016;21(1):49–59.

 23. Sweeney MO, van Bommel RJ, Schalij MJ, et  al. Analysis of ventricular activation using 
surface electrocardiography to predict left ventricular reverse volumetric remodeling during 
cardiac resynchronization therapy. Circulation. 2010;121(5):626–34.

 24. Takasugi N, Goto H, Kuwahara T, et al. Sudden paradoxical QT-interval prolongation exac-
erbating T-wave alternans in a patient with type 3 long QT syndrome. Ann Noninvasive 
Electrocardiol. 2015;20(3):290–1.

 25. Narayan SM. T-wave alternans and the susceptibility to ventricular arrhythmias. J Am Coll 
Cardiol. 2006;47(2):269–81.

8 Improvement in Diagnosis of Sudden Cardiac Death



114

 26. Lu HR, Yan GX, Gallacher DJ. A new biomarker—index of cardiac electrophysiological balance 
(iCEB) – plays an important role in drug-induced cardiac arrhythmias: beyond QT-prolongation 
and Torsades de pointes (TdPs). J Pharmacol Toxicol Methods. 2013;68(2):250–9.

 27. Gallagher MM, Padula M, Sgueglia M, et al. Electrocardiographic markers of structural heart 
disease and predictors of death in 2332 unselected patients undergoing outpatient Holter 
recording. Europace. 2007;9(12):1203–8.

 28. Bastiaenen R, Pantazis A, Gonna H, et al. The ventricular ectopic QRS interval (VEQSI): diag-
nosis of arrhythmogenic right ventricular cardiomyopathy in patients with incomplete disease 
expression. Heart Rhythm. 2016;13(7):1504–12.

 29. Kentta TV, Nearing BD, Porthan K, et al. Prediction of sudden cardiac death with automated 
high-throughput analysis of heterogeneity in standard resting 12-lead electrocardiograms. 
Heart Rhythm. 2016;13(3):713–20.

 30. Driest SLV, Vasile VC, Ommen SR, et al. Myosin binding protein C mutations and compound 
heterozygosity in hypertrophic cardiomyopathy. J Am Coll Cardiol. 2004;44(9):1903–10.

 31. Goldenberg I, Horr S, Moss AJ, Lopes CM, et al. Risk for life-threatening cardiac events in 
patients with genotype-confirmed long-QT syndrome and normal-range corrected QT inter-
vals. J Am Coll Cardiol. 2011;57(1):51–9.

 32. Bezzina CR, Lahrouchi N, Priori SG.  Genetics of sudden cardiac death. Circ Res. 
2015;116(12):1919.

 33. Kuo L, Chao TF, Liu CJ. Usefulness of the CHA2DS2-VASc score to predict the risk of sud-
den cardiac death and ventricular arrhythmias in patients with atrial fibrillation. Am J Cardiol. 
2018;122(12):2049–54.

 34. Bogle BM, Ning H, Goldberger JJ, et al. A simple community-based risk prediction score for 
sudden cardiac death. Am J Med. 2018;131(5):532–9.

 35. Basso C, et  al. Guidelines for autopsy investigation of sudden cardiac death: 2017 
update from the Association for European Cardiovascular Pathology. Virchows Arch. 
2017;471(6):691–705.

 36. Estes NA III, De Nofrio D. The challenge of prediction and prevention of sudden cardiac death 
in congestive heart failure. J Interv Card Electrophysiol. 2001;5(1):5–8.

 37. Morin DP, Homoud MK, Estes NAM 3rd. Prediction and prevention of sudden cardiac death. 
Card Electrophysiol Clin. 2017;9(4):631–8.

 38. Schmidt G. Sudden cardiac death: diagnostic help from chaos research? Prof. Dr. med. Georg 
Schmidt, Munich, on preventive diagnostic criteria. Interview by Beatrice Wagner. Fortschr 
Med. 1996;114(1–2):14, 16–7.

 39. Nolan J, Soar J.  Images in resuscitation: the ECG in hypothermia. Resuscitation. 
2005;64(2):133–4.

 40. Cummins RO, et  al. Recommended guidelines for uniform reporting of data from out-of- 
hospital cardiac arrest: the Utstein style. A statement for health professionals from a task 
force of the American Heart Association, the European resuscitation council, the Heart 
and Stroke Foundation of Canada, and the Australian resuscitation council. Circulation. 
1991;84(2):960–75.

 41. Jacobs I, et al. Cardiac arrest and cardiopulmonary resuscitation outcome reports: update and 
simplification of the Utstein templates for resuscitation registries. A statement for health-
care professionals from a task force of the international liaison committee on resuscitation 
(American Heart Association, European Resuscitation Council, Australian Resuscitation 
Council, New Zealand Resuscitation Council, Heart and Stroke Foundation of Canada, 
InterAmerican Heart Foundation, Resuscitation Council of Southern Africa). Resuscitation. 
2004;63(3):233–49.

 42. Nishiyama C, et al. Apples to apples or apples to oranges? International variation in report-
ing of process and outcome of care for out-of-hospital cardiac arrest. Resuscitation. 
2014;85(11):1599–609.

 43. Perkins GD, et al. Cardiac arrest and cardiopulmonary resuscitation outcome reports: update 
of the Utstein Resuscitation Registry Templates for Out-of-Hospital Cardiac Arrest: a state-
ment for healthcare professionals from a task force of the International Liaison Committee on 

Z. Gao et al.



115

Resuscitation (American Heart Association, European Resuscitation Council, Australian and 
New Zealand Council on Resuscitation, Heart and Stroke Foundation of Canada, InterAmerican 
Heart Foundation, Resuscitation Council of Southern Africa, Resuscitation Council of Asia); 
and the American Heart Association Emergency Cardiovascular Care Committee and the 
Council on Cardiopulmonary, Critical Care, Perioperative and Resuscitation. Resuscitation. 
2015;96:328–40.

 44. Nolan JP, et  al. Cardiac arrest and cardiopulmonary resuscitation outcome reports: update 
of the Utstein Resuscitation Registry Template for In-Hospital Cardiac Arrest: a consensus 
report from a Task Force of the International Liaison Committee on Resuscitation (American 
Heart Association, European Resuscitation Council, Australian and New Zealand Council 
on Resuscitation, Heart and Stroke Foundation of Canada, InterAmerican Heart Foundation, 
Resuscitation Council of Southern Africa, Resuscitation Council of Asia). Circulation. 
2019;140(18):e746–57.

 45. Kirchhof P, Breithardt G, Eckardt L.  Primary prevention of sudden cardiac death. Heart. 
2006;92(12):1873–8.

 46. Sheppard MN. The pathological investigation of sudden cardiac death. Br J Hosp Med (Lond). 
2010;71(11):604–5.

 47. Semsarian C, Ingles J, Wilde AA. Sudden cardiac death in the young: the molecular autopsy 
and a practical approach to surviving relatives. Eur Heart J. 2015;36(21):1290–6.

 48. Pochmalicki G, et al. Management of sudden death in a semi-rural district, seine-et-Marne: the 
DEFI 77 study. Arch Mal Coeur Vaiss. 2007;100(10):838–44.

 49. Sukhija R, et al. Implantable cardioverter defibrillators for prevention of sudden cardiac death. 
Clin Cardiol. 2007;30(1):3–8.

 50. Priori SG, et al. Update of the guidelines on sudden cardiac death of the European Society of 
Cardiology. Eur Heart J. 2003;24(1):13–5.

8 Improvement in Diagnosis of Sudden Cardiac Death


	8: Improvement in Diagnosis of Sudden Cardiac Death
	8.1	 Heart Rate
	8.2	 12-Lead ECG
	8.2.1	 Deep Negative of P Wave in Lead V1
	8.2.2	 QT Interval
	8.2.3	 QRS Wave
	8.2.4	 T Wave
	8.2.5	 Others

	8.3	 The Evolution of Diagnostic Criteria of Sudden Cardiac Death
	References


