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Abstract

Background: Previous studies established a role for the wearable cardioverter
defibrillator (WCD) to effectively and safely bridge temporary risk for sudden cardiac
death (SCD) in patients with advanced heart failure. The prognostic relevance of the
WCD remains controversial.
Objectives: The authors investigated adherence to, as well as the safety and
effectiveness of, WCD use in a real-world cohort of patients at high risk for SCD.
Material and methods: All consecutive patients (n= 83) receiving a WCD at a German
tertiary care hospital between April 2012 and December 2019 were retrospectively
included in this analysis. Patient characteristics were collected at the time of the index
hospitalization. Using the Zoll® lifeVest® (ZOLL Medical Corporation, Chelmsford, MA,
USA) network database, two separate investigators evaluated adherence to the WCD
as well as arrhythmic events during WCD wear time.
Results: During 3680 wearing days (mean WCD wear time, 44 days) with a median
daily wear time of 23.1h, three arrhythmic events of relevance (sustained ventricular
tachycardia, VT) occurred, one of which was sufficiently terminated by WCD shock.
Another patient died from sudden cardiac death while pausing his WCD. Right bundle
branch block correlated significantly with sustained VT occurrence (r= 0.3315; 95% CI
–0.1265 to 0.3014; p= 0.0022). In 30 patients (36.1%) a cardioverter/defibrillator was
implanted.
Conclusion: In a real-life clinical setting, the use of WCD in patients at high risk for
sudden cardiac death is effective and safe and adherence to the device is high. The
event rate for VA was lower than in comparable patient cohorts. Adherence remains
a crucial issue as one patient in the present series died while not wearing the device.
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Introduction

Patients with myocardial infarction or
newly diagnosed advanced heart failure
(i.e. left ventricular ejection fraction, LVEF
<35%) are at increased risk of sudden car-

diac death (SCD) by arrhythmic events [1].
Immediate implantation of a cardioverter
defibrillator (ICD) for primary prevention
is not beneficial [2, 3] as treatment of the
underlying cardiomyopathy (e.g. cardiac
revascularization) and pharmacological
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Fig. 18 Indication forwearable cardioverter defibrillator use

heart failure therapy significantly im-
proves left ventricular function in about
one third of patients [4–6]. Therefore,
current guidelines recommend at least
3 months of maximum tolerated doses
of guideline-directed medical therapy or
a 6-week waiting period in the case of is-
chemic etiology before reevaluating LVEF
as a surrogate of arrhythmic risk and pos-
sible definitive implantable cardioverter
defibrillator (ICD) implantation [7, 8].

Previous studies established the wear-
able cardioverter defibrillator (WCD) as
a bridging tool during the vulnerable in-
terval to LVEF restitution or definitive ICD-
implantation by sufficiently detecting and
terminating ventricular arrhythmias (VA)
[9–13]. According to current guidelines,
WCD use has a IIa [14, 15] or IIb indi-
cation [8, 29] in patients at high risk for

Abbreviations

ARNI Angiotensin receptor neprilysin
inhibitor

BMI Body mass index
CABG Coronary artery bypass graft
CAD Coronary artery disease
DCM Dilated cardiomyopathy
ICD Implantable cardioverter defibrilla-

tor
ICM Ischemic cardiomyopathy
LBBB Left bundle branch block
LVEF Left ventricular ejection fraction
MRA Mineralocorticoid receptor antago-

nist
RBBB Right bundle branch block
SCD Sudden cardiac death
VA Ventricular arrhythmias
VF Ventricular fibrillation
VT Ventricular tachycardia
WCD Wearable cardioverter defibrillator

SCD by arrhythmic events. However, the
prognostic role of the WCD remains con-
troversial and a lack of profound evidence
has led to uncertainty in decision-mak-
ing regarding its use in clinical practice.
Several studies documented inappropriate
therapies and high rates of inappropri-
ate alarming [16–18]. Occurrence of life-
threatening ventricular tachycardia (VT)/
ventricular fibrillation (VF) duringWCD use
was low (2.6%) in ameta-analysis [19], and
the only prospective randomized trial on
WCD therapy did not show a reduction in
sudden arrhythmic deaths in patients with
acute myocardial infarction and a LVEF of
35% or less [20]. In this trial, device adher-
ence was unexpectedly low, representing
a finding that was discussed as a major
limiting factor of the study. Therefore, the
authors investigatedadherence, safetyand
effectiveness of WCD use in a real-world
cohort of patients at high risk for sudden
cardiac death.

Methods

Patient population

All consecutive patients (n= 83) receiving
a WCD (LifeVest®, ZOLL Medical Corpo-
ration, Chelmsford, MA, USA) at a Ger-
man tertiary care hospital between April
2012 and December 2019 were retrospec-
tively included in this investigator-initiated
registry. Patient characteristics were col-
lected at the time of index hospitaliza-
tion. The study protocol conforms to the
1975 Declaration of Helsinki (in its most
recently amended version), and the lo-

cal ethics committee approved the study.
Patients with prior myocardial infarction,
advanced heart failure with LVEF ≤35%,
ventricular arrhythmic events, myocarditis
or ICD explantation due to infection or
complications were included. Allocation
to WCD fitting remained at the discretion
of the treating physician with regard to
the patient’s individual risk of VA (i.e. VF/
sustained VT). The WCD wearing period
was pre-set to 3 months, but could be
adapted if substantial changes in arrhyth-
mic risk (e.g. LVEF improvement) occurred
earlier or if further medical therapy op-
timization was possible under prolonged
WCD protection.

WCD programming

WCD programming was adapted to in-
dividual patient characteristics regarding
prior arrhythmic events. In most patients
the VT zone was programmed at 150bpm
with a response time of 60 s and the VF
zone at 200bpm with a response time
of 25 s. In younger and more active pa-
tients the VT threshold was programmed
higher. The first shock energy was set
to 150 J. Follow-up visits with reevalua-
tion of LVEF were scheduled 3 months
after the initial hospitalization. Patients
with previously explanted ICDs were fol-
lowed-up according to clinical indications.
ICD implantation was performed accord-
ing to current guideline recommendations
[8, 21] if LVEF remained ≤35% despite
optimal medical therapy or if arrhythmic
riskwasunchangeddespite increasedLVEF
(e.g. persistent scar after myocarditis).

Arrhythmic events and adherence

Using the Zoll® LifeVest® network data-
base, two separate investigators (HA, CW)
evaluated arrhythmic events during WCD
wear time. Arrhythmic events were classi-
fied according to the 2015 ESC guidelines
on VA and the prevention of SCD [22] as
follows: adequateWCD shock forVFor sus-
tained VT (VT ≥30 s in duration), sustained
VT without shock (inhibited by patient),
inadequate shock (without VF or sustained
VT), non-sustained VT (three or more con-
secutive ventricular complexes in dura-
tion, terminating spontaneously in <30 s),
supraventricular tachycardia, bradycardia
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Table 1 Baseline characteristics

n %
Number of patients 83 –

Male 65 78.3

Age at diagnosis (years)a 60 13.2

WCD indication

Ischemic cardiomyopathy 27 32.5

Dilative cardiomyopathy 43 51.8

Myocarditis 6 7.2

Device complication 6 7.2

Others 1 1.2

LVEF at diagnosis (%)a 30 11.5

Primary arrhythmic event

VF 4 4.8

Sustained/unstable VT 12 14.5

Nonsustained VT 9 10.8

Comorbidities

Diabetes 23 27.7

Hypertension 59 71.1

Dyslipidemia 33 39.8

Smoker 49 59.0

Obesity 24 28.9

BMIa 27.1 5.1

CAD 44 53.0

Previous CABG 8 9.6

Mild to severe chronic
renal failure

20 24.1

RBBB 4 4.8

LBBB 17 20.5

Atrial fibrillation 25 30.1

Baselinemedication

Beta-blocker 83 100.0

AT1 antagonist/ACE in-
hibitor

79 95.2

MRA 72 86.7

ARNI 3 3.6

Amiodarone 10 12.0

WCD wearable cardioverter defibrillator,
LVEF left ventricular ejection fraction, VF ven-
tricular fibrillation, VT ventricular tachycardia,
BMI body mass index, CAD coronary artery
disease, CABG coronary artery bypass graft,
RBBB right bundle branch block, LBBB left
bundle branch block,MRAmineralocorti-
coid receptor antagonist, ARNI angiotensin
receptor neprilysin inhibitor
aFor continuous variables values are shown as
mean with standard deviation

≤30bpm and inappropriate alarming de-
fined as WCD alarming not due to VT or
VF. Similar episodes less than 3 min apart
werecountedasone. Weartimeadherence
was defined as median daily wear time as
recorded by the LifeVest® network.

Table 2 Characteristics of patients with sustained VT or appropriateWCDshock duringWCD
wear time

Patient,
age

Indication for WCD Baseline
LVEF (%)

Arrhythmic event
prior to WCD

Type of arrhyth-
mia

Male,
72

Device explantation due to
infection, ICM

39 None VT withWCD shock

Male,
61

ICM, prior CABG 31 Sustained VT VT, patient inhib-
ited therapy

Male,
61

ICM 53 Sustained VT VT, patient inhib-
ited therapy

LVEF left ventricular ejection fraction, ICM ischemic cardiomyopathy, CABG coronary artery bypass
graft, VF ventricular fibrillation, VT ventricular tachycardia,WCD wearable cardioverter defibrillator

Statistics

Descriptivestatisticswereperformedusing
excel (Microsoft Corporation, Redmond,
USA) and GraphPad Prism9 (GraphPad
Software, San Diego, CA, USA). Data are
presented as mean± standard deviation
unless otherwise specified. Categorical
variables are presented by absolute and
relative frequencies. Statistical compar-
isons between groups were performed
using the Pearson chi-square test for
categorical variables and paired and un-
paired t-test or Wilcoxon rank sum test or
one-way ANOVA for continuous variables
where appropriate. Significance tests
were two-tailed with p< 0.05 considered
significant. Results are shown as effect
size with 95% confidence interval.

Results

Patient population

Between 2012 and 2019, 83 patients re-
ceived a WCD (78% male). Mean age
at index hospitalization was 60 (SD 13)
years. Median LVEF at baseline was 28%
(12–69%). Guideline-directedheart failure
medication containing beta-blocker, ACE-
I/AT1-A/ARNIandmineralocorticoid recep-
tor antagonist (MRA) was established in
86.7%. Baseline characteristics and co-
morbidities are shown in . Table 1. The
indication for WCD use was dilated car-
diomyopathy (DCM) in over half of the pa-
tients (51.8%), ischemic cardiomyopathy
(ICM) in one third (32.5%) and myocardi-
tis or device complication (i.e. infection,
lead problems) in 7% each (. Fig. 1). One
patient presenting with sustained VT re-
ceived WCD as a bridge to decision fol-
lowing theophylline intoxication. Median

LVEF at the end of WCD use improved
by 12 to 40% (13–78%). A further two
patients died during the follow-up period
from non-cardiac causes. A total of 11 pa-
tients were lost to follow-up.

Arrhythmic events during wear time
and definitive AICD implantation

A total of 25 patients (30%) had ventricu-
lar arrhythmic events (VF, sustained-/non-
sustained VT) prior to WCD prescription.
During WCD wear time three ventricular
tachycardias lasting 30 s or more were de-
tected in three patients. Of these, one
patient after ICD explantation due to in-
fection received one adequate WCD shock
for sustained VT (. Fig. 2). One patient in-
hibited WCD shock by repeatedly pressing
the response button before VT was self-
terminatingafter 289 s. The thirdwas read-
mitted immediately after demission due
to sustained VT (patient inhibited shock)
and died in combined cardiogenic and
hemorrhagic shock in the further course.
Detailed information is shown in. Table 2.

No inadequate therapies were applied
but overall 989 inappropriate alarms ap-
peared due to artefacts. An overview of all
arrhythmicevents is shown in. Table3. To
further characterize potential factors that
may determine risk for arrhythmogenic
events we correlated a panel of risk mark-
ers to occurrence of sustained VT/VF. Of all
testedvariables as shown in. Table4, only
right bundle branch block (RBBB) corre-
lated significantlywith sustainedVT occur-
rence, with medium effect size (r= 0.3315;
95% CI –0.1265 to 0.3014; p= 0.0022). In
30 patients (36.1%) an ICD was implanted.
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Fig. 29Wearable car-
dioverter defibrillator
(WCD) electrocardio-
graphic recording of
adequateWCDshock
for sustained ventricular
tachycardia (VT). a VT
onset;bWCDalarming
andpatient’s response
inhibitingWCDtherapy;
c 150 JWCDshock restor-
ing sinus rhythm as VT
continued andpatient fell
unconscious

Fig. 39Graphical ab-
stract.WCDwearable
cardioverter defibrillator,
SCD Sudden cardiac death,
VA ventricular arrhythmias
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Table 3 Arrhythmic events duringWCD
wear time

n
VF 0
VT≥ 30 s withWCD shock 1
VT≥ 30 s withoutWCD shock (pa-
tient inhibited)

2

VT< 30 s 9
Supraventricular arrhythmias 31
Bradycardia≤ 30/min (patient initi-
ated)

0

Asystole 0
Inappropriate alarms/artefacts 989
Inadequate therapies 0
Adequate therapies 1
VF ventricular fibrillation, VT ventricular tachy-
cardia,WCD wearable cardioverter defibrilla-
tor

Device adherence

ThemeanWCDusageperiodwas44(SD32)
days with a median daily wear time of
23.1h (0–23.97h). Daily WCD use was
similar regarding sex, age, indication and
total days of WCD wear (. Table 5). Two
patients returned their WCD directly after
discharge due to discomfort. One patient
with DCM died from sudden cardiac arrest
while pausing his WCD. His prior daily
wear time was 15.1h/day.

Discussion

This study investigates the use of the WCD
in a real-world setting of patients at high
risk of SCD. WCD use was effective and
safe. During wear time life threatening ar-
rhythmic events were safely detected and
efficiently terminated by the device. No in-
adequate WCD therapies were observed.
The incidence of arrhythmic events was
low as only few events of relevance oc-
curredduringWCDmonitoring. Compared
to similar cohorts, patientadherence to the
device was high.

SCDduetoVT/VFremainsapreventable
cause of death and the concept of WCD
use provides a safe and effective approach
for aborting death among patients at high
risk of sudden arrhythmic death. Several
prospective trials [11, 12] and real-world
data [9, 10, 13] in different patient popu-
lations (e.g. early post myocardial infarc-
tion, non-ischemic cardiomyopathy) con-

Table 4 Pearson’s correlation for occurrence of sustained ventricular tachycardia/ventricular
fibrillation

r (95% CI) P value
Diabetes 0.07825 (–0.02252 to 0.3933) 0.4819

Hypertension 0.1002 (–0.2445 to 0.1865) 0.3673

Smoker –0.02887 (–0.169 to 0.2614) 0.7955

Obesity –0.1002 (–0.2592 to 0.1713) 0.3673

BMI 0.01217 (–0.3052 to 0.1223) 0.9130

CAD 0.1479 (–0.06296 to 0.3585) 0.1820

Previous CABG 0.2149 (–0.08509 to 0.339) 0.0511

Chronic renal failure –0.08854 (–0.3772 to 0.04146) 0.4261

RBBB 0.3315 (–0.1265 to 0.3014) 0.0022

LBBB –0.07975 (–0.2028 to 0.2285) 0.4736

Atrial fibrillation –0.1032 (-0.1948 to 0.2364) 0.3534

LVEF at baseline 0.164 (–0.05361 to 0.3667) 0.1385

Beta-blocker 0.0 – –

AT1 antagonist –0.05645 (–0.2689 to 0.1612) 0.2401

ACE inhibitor 0.08749 (–0.1307 to 0.2976) 0.3617

MRA 0.122 (–0.09626 to 0.329) 0.5812

ARNI –0.06042 (–0.2726 to 0.1573) 0.7848

Amiodarone –0.1155 (–0.3231 to 0.1028) 0.0974

BMI body mass index, CAD coronary artery disease, CABG coronary artery bypass graft, RBBB right
bundle branch block, LBBB left bundle branch block, LVEF left ventricular ejection fraction,MRAmin-
eralocorticoid receptor antagonist, ARNI angiotensin receptor neprilysin inhibitor

sistently proved effectiveness and safety.
Accuracy and precision in the detection
of ventricular tachyarrhythmia/ventricular
fibrillation was high throughout all stud-
ies. Successful terminationofVT/VFevents
was achieved in up to 98% with the first
shock [23]. Rates of inappropriate shocks
differ between patient cohorts and are re-
ported as being up to 5.9% [14]. However,
they fall below inappropriate shock rates
in ICD patients, which have been shown
to be up to 13% [24]. In the present study,
three episodes of sustained VT were cor-
rectly detected and one (1.2%) of these
was effectively treated by the device. This
corresponds to a large German cohort of
6043 patients and US data which reported
1.6% of patients treated by WCD in re-
sponse to VF/VT [7, 13]. However, the
small number of relevant VA in our co-
hort (3.6%) differs from comparable re-
ports describing up to 9.6% of VA [16–18,
25]. Whereas in comparable study collec-
tives inappropriate shock treatments oc-
curred in up to 2% [18], there was no in-
adequate therapy applied in the present
cohort despite a relevant number of inap-
propriate alarms. Regarding indication for
WCD, patient age and comorbidities, the

authors’ collective is comparable to others
[16–18, 25] and shows even higher rates
of arrhythmic events prior to WCD pre-
scription (30%). Therefore, the low rate of
arrhythmic events observed during WCD
treatment cannot be entirely explained by
divergent patient selection or a younger
and healthier patient collective.

In the present study a high propor-
tion of patients received guideline-di-
rected drug therapy according to baseline
data (beta-blocker 100%, ACE inhibitor/
angiotensin receptor blocker 95%, miner-
alocorticoid receptor antagonist 87%). In
comparable prior studies this ratio goes
down to 90.3% for beta-blocker and 32.7%
for MRA [16–18]. Stringent pharmaco-
logical heart failure therapy, in particular
beta-Blocker therapy, may have prevented
a higher incidence of arrhythmic events
in the present cohort. Hypothetically,
a high daily wear time as documented in
this series may be suggestive of increased
adherence to medication, which may have
contributed to this finding. Another point
is that a relevant proportion of patients
experienced rapid recovery of LVEF and
therefore WCD wearing was terminated
(mean wear time: 44 days, median LVEF
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Table 5 WCDuse

n Daily use (h)
WCD use by sex
Male 65 23.12 (20.53–23.74)

Female 18 22.97 (18.2–23.68)

WCD use by age
<50 y 18 23.02 (21.46–23.12)

<60 y 18 20.71 (13.21–23.33)

<70 y 24 22.97 (19.63–23.65)

≥70 y 23 23.81 (21.16–23.88)

WCD use by indication
ICM 43 23.02 (21.44-23.77)

DCM 27 23.48 (19.73–23.54)

Myocar-
ditis

6 19.43 (16.9–23.07)

Device
compli-
cations

6 22.4 (17.74–23.37)

Others 1 23.94 –

WCD use by total days of wear
<30d 30 22.67 (16.12–23.81)

30–90d 44 23.14 (20.65–23.72)

>90d 9 23.23 (22.67–23.7)

Values are means with interquartile range
ICM ischemic cardiomyopathy, DCM dilated
cardiomyopathy,WCD wearable cardioverter
defibrillator

improvement 12%). An ICDwas implanted
in 30 patients (36.1%) since LVEF remained
≤35% or due to evidence for unchanged
arrhythmic risk despite increased LVEF
(e.g. scar after myocarditis). Although
rates of definitive ICD implantation ap-
pear relatively low compared to other
studies (55% [18]), this data should be
interpreted with caution as 11 patients
(13%) were lost to complete follow-up.

Patient adherence is of crucial impor-
tance for effective WCD therapy as it em-
phasizes the patient’s agreement to ac-
tively participate in the treatment concept
[14]. In contrast to clinical studies investi-
gating adherence to medication, which is
often subject to self-report, adherence to
WCD use can be monitored effectively by
the treating physician. Registry data show
that adherence to WCD use is high. Sev-
eral case series report daily use of >90%
per day [9, 13, 26]. However, in the VEST
trial, the only randomized controlled trial
of WCD use, the wear time with the device
was lower thananticipatedevenunder trial
conditions. Wear time of only 18h per day
and only 12 of 48 participants in the de-

vice group wearing the WCD at the time
of death contributed to the primary re-
sult of the trial. Contrary to expectations,
WCD use did not lead to a significantly
lower rate of the primary outcome of ar-
rhythmic death [20]. In the present cohort
adherence to WCD was among the high-
est reported [19] at 23.1h per day overall
median wear time. However, although all
patients signed informed consent to WCD
therapy, individual adherence went as low
as zero hours, resulting in one patient dy-
ing from SCD.

Nevertheless, one event per 1227
wearing days in contrast to nevertheless
one SCD victim due to low adherence
raises concerns about the effectiveness
of WCD as well as appropriate patient
selection to WCD. Patient allocation to
WCD therapy is challenging as underlying
cardiomyopathy, prior arrhythmic events,
LVEF and other parameters mentioned
above are only surrogates of further ar-
rhythmic events and SCD. The observed
correlation between RBBB and sustained
VT occurrence might be biased by the
relatively small cohort. The present find-
ings support WCD use in patients with
a clear and ongoing AICD indication that
are temporarily unprotected, for example
as a result of device explantation due to
infection [27]. In the light of the low ar-
rhythmic event rates it seems reasonable
that other potentially high-risk patients
for SCD receive guideline-directed med-
ical therapy particularly including beta-
blockers and recurrent echocardiographic
LVEF reevaluation during index hospi-
talization before even considering WCD
provision. Patient adherence is crucial for
the effectiveness of WCD therapy. Despite
relatively strong adherence in the present
study, even more efforts (i.e. intensified
useof local heart failurenetworks/planned
close follow-ups) are necessary to main-
tain each individual patient’s adherence
as high as possible. Currently, about 5% of
patients for whom the WCD is prescribed
are ultimately considered unsuitable for
appropriate and safe handling of the sys-
tem or are unwilling to wear the WCD [23,
28]. Having said that, in the context of
a particularly motivated high-risk patient,
WCD may be considered as a safe and
effective strategy for the prevention of
SCD.

Study limitations

This study is limitedby itsmonocentric, ret-
rospective, nonrandomizedcharacter. Fur-
thermore, patient allocation to WCD was
not standardized. Both might have led to
selection bias. Assignment to a single car-
diac diagnosis resulted in overlap among
disease types.

Conclusion

In a real-life clinical setting, the use ofWCD
in patients at high risk for SCD is effective
and safe, and adherence to the device is
generally high (. Fig. 3). Adherence re-
mains a crucial issue as one patient in the
present series died while not wearing the
device. In the authors’ cohort the event
rate for VA was lower than expected.

Practical conclusion

4 The present findings support WCD use in
patients with an ongoing ICD indication
temporarily unprotected as a result of de-
vice explantation (e.g. due to infection).

4 High-risk-patients for SCD should receive
LVEF reevaluation during index hospi-
talization prior to WCD allocation as ar-
rhythmic event rates appear lower with
contemporarymedical therapy.

4 As adherence remains crucial for the ef-
fectiveness of WCD therapy, every effort
should be made to promote each individ-
ual patient’s adherence.
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Zusammenfassung

Alltagserfahrungen mit dem tragbaren Kardioverter/Defibrillator –
klinische Effektivität und Einhaltung der Tragezeit bei Patienten mit
hohem Risiko eines plötzlichen Herztods

Hintergrund: Frühere Studien belegen die Bedeutung des tragbaren Kardiover-
ter/Defibrillators (WCD) für die wirksame und sichere Überbrückung eines temporären
Risikos des plötzlichen Herztods (SCD) bei Patienten mit fortgeschrittener Herzinsuf-
fizienz. Der prognostische Stellenwert einer solchen Therapie ist jedoch weiterhin
umstritten.
Ziel der Arbeit: Wir untersuchten Adhärenz, Sicherheit und Effektivität der
Kardioverter/Defibrillator-Weste im kardiologischen Versorgungsalltag einer Kohorte
von Patienten mit hohem SCD-Risiko.
Material und Methoden: Alle 83 zwischen April 2012 und Dezember 2019 in einer
deutschen Klinik der Tertiärversorgung mit einem WCD versorgten Patienten wurden
retrospektiv in diese Analyse eingeschlossen. Die Basischarakteristika wurden im
Rahmen der Indexhospitalisierung erhoben. Die Auswertung von WCD-Adhärenz
und arrhythmogenen Ereignissen während der WCD-Tragezeit erfolgte durch zwei
unabhängige Untersucher anhand der Daten des LifeVest® Network der Fa. Zoll® (ZOLL
Medical Corporation, Chelmsford, MA, USA).
Ergebnisse: Während 3680 Tragetagen (mittlere WCD-Tragedauer 44 Tage) mit
einer medianen täglichen Tragedauer von 23,1h traten drei anhaltende ventrikuläre
Tachykardien (VT) über 30 s Dauer auf. Davon konnte eine erfolgreich durch einenWCD-
Schock terminiert werden. Ein anderer Patient erlag einem SCD, als er die Weste gerade
nicht trug. Ein Rechtsschenkelblock korrelierte signifikant mit dem Auftreten einer
anhaltenden VT (r= 0,3315; 95%-Konfidenzintervall –0,1265 bis 0,3014; p= 0,0022).
Bei 30 Patienten (36,1%) wurde ein Kardioverter/Defibrillator implantiert.
Schlussfolgerung: Die Anwendung des WCD in einem Hochrisikokollektiv für SCD
unter klinischen Alltagsbedingungen ist sicher und effektiv, die Adhärenz der Patienten
ist hoch. Die Rate an Arrhythmieereignissen war geringer als in vergleichbaren
Patientenkollektiven. Die Adhärenz bleibt ein entscheidendes Problem, da ein Patient
bei fehlender individueller Compliance einem SCD erlag.
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