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Predictors of recurrence of ventricular
tachycardia and the effectiveness
of endocardial ablation at the patients
with sudden cardiac death and history
of myocardial infarction

The aim - to assess predictors of recurrence of ventricular tachycardia after the procedure of endocardial abla-
tion in patients with an episode of cardiac arrest and history of myocardial infarction.

Materials and methods. The work included 32 patients (average age 52.9 + 5.6 years, 27 (84.3 %) men and 5
(15.6 %) women). Including criteria were: an episode of cardiac arrest with successful resuscitation, history of myo-
cardial infarction, procedure of endocardial mapping with ablation the substrate of tachyarrhythmia. The duration of
observation was 12 months. Patients were examined according to the guidelines of the diagnosis in patients with ven-
tricular tachycardia. The endpoint was the recurrence of VT at the time of the patient’s last visit. Quantitative indicators
are presented as mean + standard deviation.

Results. At 12 months after the procedure, the following parameters were associated with relapses of ven-
tricular tachycardia with the greatest statistical significance: left ventricular systolic dysfunction (additive relative risk
(ARR) — 43.0 %, relative risk (RR) — 2.57 [1.14-5.82], odds ratio (OR) — 6.50 [7.00-30.70], p < 0.05), arterial hyperten-
sion (ARR -41.0 %, RR - 2.75 [1.08-6.90], OR - 5.96 [1.33-26.70], p < 0.05), diabetes mellitus (ARR - 43.0 %, RR - 2.83
[1.10-7.30], OR - 6.50 [1.25-33.60], p < 0.05), duration of arrhythmic history (ARR - 40.0 %, OR - 5.71 [7.00-28.10],
p < 0.05), electrical storm episode at the time of ablation (ARR - 38.0 %, RR - 1.89 [1.27-4.99], OR - 8.57 [7.00-51.50],
p < 0.05). Atrial fibrillation (ARR — 25.0 %, RR - 1.58 [0.76-3.25], OR — 2.73 [7.00-17.60], p < 0.05), age younger than
45 years (ARR - 15.0 %, RR - 1.37 [0.60-3.07], OR - 1.78 [7.00-7.47], p < 0.05), and chronic obstructive pulmonary
disease (ARR - 18.0 %, RR - 1.46 [0.71-2.99], OR - 2.10 [7.00-9.01], p < 0.05) were at the limit of probability with reli-
able odds ratio. Recurrent VT was recorded more often in patients with partial intraoperative effect than in those with
complete effect (26.7 % versus 5.9 % of patients, p < 0.05). Recurrences of VT were also more common in patients with
larger number of radiofrequency ablation procedures in the history (46.7 % versus 5.9 %). A significant risk factor for
a recurrent episode of tachycardia was also the duration of corrected QT-interval (QTc, ms) and the presence of late
potentials from the epicardial surface of the left ventricle. In the multivariate model, all the above-mentioned param-
eters were tested, while the only factor independently associated with VT recurrence was the fact of an electrical storm
at the time of ablation (risk ratio 5.78; 95 % Cl: 1.16-19.4; p = 0.02).

Conclusions. Factors associated with an increased risk of recurrence of ventricular tachyarrhythmias in patients
after a heart attack and an episode of sudden death include left ventricular systolic dysfunction, arterial hypertension,
diabetes mellitus, and duration of an arrhythmic history. The presence of an electrical storm is an independent predic-
tor of VT relapse when observed up to 12 months after endocardial ablation.
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Sudden cardiac death (SCD) is one of the most
important health care problems, accounting
for 20 % of total mortality and 50 % of cardiovas-
cular mortality in the United States and coun-
tries of the European Union [21, 25]. Myocardial
infarction and its complications, such as cardio-
genic shock, pulmonary edema, heart rhythm
disorders and their combination can also be a
cause of SCD [7]. The risk factors of SCD are also
myocarditis, heart conduction disorders of
unknown etiology (complete atrioventricular
block), prolonged Q-T syndrome, mitral valve
prolapse [17]. In 80-90 % of cases, cardiac arrest
is caused by the occurrence of ventricular fibril-
lation or sustained ventricular tachycardia [4,
14, 16]. SCD in young and middle age is observed
in men 4 times more often than in women [18].

In Ukraine, the 2022 Recommendations of
the European Society of Cardiology are used as
a working document for the management of this
clinical condition [24, 25]. In addition to anti-
arrhythmic therapy, cardioverter defibrillators
are mostly used to prevent SCD in patients with
ventricular tachycardias. If the pharmacological
approach is ineffective, catheter modification of
arrhythmogenic zones of the ventricular myo-
cardium is used to relieve and prevent relapses
of ventricular tachyarrhythmias. The superiority
of radiofrequency catheter ablation compared
to the medical treatment of VT has been demon-
strated in individual clinical trials and a meta-
analysis combining the results of studies up to
2019 [5, 8, 20].

The effectiveness of endocardial catheter abla-
tion of the VT substrate varies in patients with dif-
ferent nosology of structural myocardial damage,
which, in some cases, is due to the deep (subepi-
cardial) location of the critical zone of tachycardia
and limited depth of penetration of radiofrequen-
¢y (RF) exposure during endocardial applications.
Thus, the depth of RF damage reaches 6-8 mm
according to various authors [12, 20].

Catheter ablation plays a vital role in the
treatment of post-infarction VT. According to
the results of the multicenter randomized trial
VTACH, it was shown that ablation of the VT
substrate in post-infarction patients reduces the
risk of developing recurrent VT, increases the
duration of the period until the first recurrence
of VT, and this patient management strategy is
preferable compared to isolated ICD implantation
[10]. Thus, after 2 years, in the ablation group,
47 % of patients had no recurrence of VT, while in
the ICD implantation group, only 29 % of patients
had no recurrence of VT. Also, the multicenter
randomized trial VANISH showed the advantage

of radiofrequency ablation in the prevention of
recurrent VT, ICD activation, and the develop-
ment of electrical storm compared with intensifi-
cation of drug antiarrhythmic therapy in patients
with ischemic VT [9]. The SMASH-VT trial showed
that catheter ablation significantly reduced the
rate of ICD activation due to recurrent VT [23].

In consequence, it seems relevant to study the
presence and prevalence of the subepicardial
electrophysiological substrate of VT in structural
heart diseases, predictors of the effectiveness of
endo- and epicardial ablation of VT, as well as
additional diagnostic criteria for diseases.

The aim - to evaluate the predictors of recur-
rence of ventricular tachycardia after the proce-
dure of endocardial ablation in patients with an
episode of cardiac arrest and history of myocar-
dial infarction.

Materials and methods

This study is a prospective, observational,
non-randomized study with consecutive enroll-
ment of patients. The work included 32 patients
(average age 52.9 + 5.6 years, 27 (84.3 %) men
and 5 (15.6 %) women) after an episode of car-
diac arrest with successful resuscitation, after
a history of myocardial infarction. All patients
underwent an initial cardiologic evaluation
which included coronary angiography, ventricu-
lography and appropriate hemodynamic meas-
urements. After that the endocardial mapping
with ablation of the substrate of ventricular
tachyarrhythmia was made.

The inclusion criteria were following: an epi-
sode of cardiac arrest with successful resuscita-
tion; presence of indications for ablation of the
substrate of ventricular tachyarrhythmia with a
history of myocardial infarction; all stages and
phenotypes of heart failure; written consent of
the patient to participate in a prospective study.

Criteria for non-inclusion of patients: unsta-
ble angina or less than 30 days since myocardial
infarction; patients with post-infarction cardio-
sclerosis, in case, when the anatomy of the coro-
nary arteries was unknown; the presence of coro-
nary artery stenosis requiring revascularization;
the presence of a mobile left ventricular throm-
bus according to echocardiography or computed
tomography; active infectious process; a history
of implantation the cardioverter-defibrillator; a
history of heart valve replacement.

The diagnosis of myocardial infarction was
established according to the Fourth Universal
Definition of Myocardial Infarction. All patients
were undergoing emergency coronary angiogra-
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phy and percutaneous coronary revasculariza-
tion after primary stabilization of hemodynam-
ics (1.80 * 0.23 days). Endocardial ablation was
provided in post-infarct period - 28.00 + 2.68 days
after cardiac arrest episode.

Patients were examined in accordance with
current guidelines (resting ECG, echocardiogra-
phy, 24-hour ECG monitoring).

The primary endpoint was a recurrence of VT
at the time of the patient’s last visit in the form
of symptomatic persistent paroxysms or short-
time paroxysms registered with ECG monitoring.
Secondary endpoints included overall intraop-
erative ablation effect (no induction of any VT),
number of repeat procedures, procedure-related
adverse events, and death.

Electrophysiological studies, tachycardia sub-
strate mapping, and radiofrequency catheter
ablation were performed. For endocardial access
to the right ventricle, femoral vein puncture was
performed using the Seldinger’s technique. The
procedure was performed using the CARTO 3
non-fluoroscopic navigation system.

Stimulation mapping of potential conduction
channels inside scars and zones of entry and
exit of tachycardias from scar areas and areas
of registration of late and fragmented poten-
tials was carried out. In the case of induction of
sustained and hemodynamically tolerable VT,
entrainment mapping was performed (stimula-
tion with advance of the VT cycle and assessment
of stimulus-QRS intervals, post-stimulation inter-
val to local potential).

After radiofrequency catheter modification,
SMECG was monitored in the first three days
after surgery in the hospital, then patients under-
went follow-up visits. The period of observation
consisted 12 months.

For the statistical analysis of the obtained
results, we used the package of data process-
ing programs Statistica for Windows version
7.0 (Stat Soft inc., USA). As categorical indica-
tors are used frequencies and percentages of
the total number of observations. Quantitative
indicators were tested for normality using the
Kolmogorov - Smirnov test. Data are described
as mean * standard deviation (M * SD) in case
of normal distribution. For categorical vari-
ables, x-square analysis was performed. The
univariate analysis and assessment of the risk
of an adverse event was carried out taking into
account the absolute (AR) and relative (RR)
risks, as well as the odds ratio (OR), additive
relative risk (ARR) and 95 % confidence inter-
val. At p < 0.05, differences were considered
statistically significant.

Results

Concomitant pathology was represented by
hypertension in the majority of patients (17 peo-
ple, 53.1 % of patients), diabetes mellitus in
12 (37.5 %), chronic obstructive pulmonary dis-
ease in 7 (21.8 %). 6 (18.8 %) patients had a
non-paroxysmal form of atrial fibrillation; 10
patients (31.2 %) had a history of electrical storm.
Manifestations of chronic heart failure II-IV class
(NYHA) were noted in 16 patients (50 %), while
6 of them (18.8 %) had class II (NYHA). Left ven-
tricular systolic dysfunction was diagnosed in 14
patients.

The most frequent localization of the post-
infarction scar was on the lower wall (22 persons,
68.8 %) and side (18 persons, 56.3 %) walls. In the
area of the left ventricle septum, a post-infarction
scar was diagnosed in 10 cases (31.3 %). The least
common localization were changes of the apex in
5 cases (15.6 %) and front wall (5 people, 15.6 %).

When comparing maps of registration of bipo-
lar and unipolar signals on the endocardial sur-
face of the left ventricular myocardium, a pre-
dominance of the median area of low-amplitude
myocardium on unipolar maps compared to bipo-
lar ones was revealed (42.4 + 16.1 cm? versus
13.9 £6.9 cm?, p < 0.001).

Among patients with mapping analysis,
in only one case the area of arrhythmogenic
substrate on the bipolar signal recording map
exceeded that on the unipolar signal recording
map by 2.5 times on the endocardial surface. In
one patient, the area of registration of altered
activity was small (2.6 cm?), and there was
no predominance of the area of low-amplitude
myocardium on the unipolar map. The area
where late potentials were recorded, marked
with corresponding points on the map, was
assessed as a potentially arrhythmogenic zone.

The average duration of the intervention was
228 + 62 minutes, the average duration of fluor-
oscopy was 45 + 21 minutes. In 30 patients, at
the end of the intervention, a complete intraop-
erative effect was achieved, that is, ventricular
tachycardia was not induced, of which in two,
aggressive stimulation induced ventricular fibril-
lation, which was relieved by external defibril-
lation. Thus, in 30 of 32 (93.8 %) cases, complete
acute effectiveness of ablation was achieved.

To assess long-term results, patients were fol-
lowed up within the protocol. In three patients,
no recurrence of ventricular tachyarrhyth-
mia was recorded over a period of 1 year. In 2
patients, relapses of ventricular tachycardia were
observed within 1 year after surgery. Paroxysms
of ventricular tachycardia were stopped by anti-
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Table 1
Clinical characteristics of patients with and without relapses of ventricular tachycardia after catheter ablation
Relapse No relapse
Parameters (n=15) (n=17) P
Sex
men 14 (52.0 %) 13 (48.0 %) >0.05
women 1(20.0 %) 4 (80.0 %) <0.05
Arterial hypertension 11 (65.0 %) 6 (35.0 %) <0.05
Diabetes mellitus 8(67.0 %) 4 (33.0 %) <0.05
Chronic obstructive pulmonary disease 7 (58.0 %) 5(42.0 %) <0.05
Atrial fibrillation (persistent and stable form) 4(67.0 %) 2 (33 %) <0.05
History of electrical storm 8(80.0 %) 2(20.0 %) <0.05
The average age at the time of intervention is up to 45 10 (53.0 %) 9 (47.0 %) >0.05
years
The duration of the history of arrhythmia is more than 20 12 (63.0 %) 7 (37.0 %) <0.05
months
LV systolic dysfunction 10 (71.0 %) 4(29.0 %) <0.05

LV - left ventricle.

Table 2

Some electrophysiological parameters at patients with myocardial infarction and cardiac arrest in 12 months

of observation

Relapse

No relapse

Parameters (n = 15) (n=17) P

QRS, ms (sinus rhythm) 106.0 + 13.2 97.0+11.9 >0.05
QTc, ms (sinus rhythm) 411.0+£17.8 461.0 £ 28.9 <0.05
Partial effect of ablation 4(26.7 %) 1 (5.9 %) <0.05
Late spike the epicardial surface 13 (86.7 %) 7 (41.2 %) <0.05
More than one ablation in anamnesis 7 (46.7 %) 1(5.9 %) <0.05

tachycardia stimulation; 1 shock was caused due
to acceleration of VT to ventricular fibrillation.

By 12 months after catheter ablation of the
substrate, the episode of recurrent VT was more
common in patients with the greatest number
of previous attempts at radiofrequency modifi-
cation of the arrhythmogenic substrate in the
anamnesis.

Table 1 shows the clinical characteristics of
patients with and without recurrence of ventricu-
lar tachycardia after catheter ablation. Gender
and age characteristics, duration of arrhythmia
history, presence of concomitant diseases, veri-
fied left ventricular systolic dysfunction, and a
history of electrical storm were determined as
risk factors.

In 12 months after the procedure, recurrent VT
was recorded more often in patients with partial
intraoperative effect than in those with complete

effect (26.7 % versus 5.9 % of patients, p < 0.05).
Recurrences of VT were also more common in
patients with a large number of radiofrequency
ablation in the history (46.7 % versus 5.9 %). Also
as a significant risk factor for a recurrent episode
of tachycardia was the duration of the corrected
QT interval (QTc, ms) and the late potentials from
the epicardial surface of the left ventricle, table. 2.

At 12 months after the procedure, the fol-
lowing parameters were associated with recur-
rences of ventricular tachycardia with statistical
significance: left ventricular systolic dysfunc-
tion (ARR - 43.0 %, RR - 2.57 [1.14-5.82], odds
ratio (OR) - 6.5 [7.0-30.7]), arterial hypertension
(ARR - 41.0 %, RR - 2.75 [1.08-6.90], OR - 5.96
[1.33-26.70]), diabetes mellitus (ARR - 43.0 %o,
RR - 2.83 [1.10-7.30], OR - 6.50 [1.25-33.60]),
duration of arrhythmic history (ARR - 40.0 %,
RR - 2.74 [0.95-7.83], OR - 5.71 [7.00-28.10]), an

I
5
[
<
=
[
s
o
o

=
T
T
[1T]
X
=
(=
J
o
=




I
5
5
<
=
[
s
o
®)

=
T
T
[1T]
X
=
=
J
o
=

30 Kappaioxipypris Ta iHTepBeHLUiiHa kapaionoris. 2024; Tom 13, N2 3

O.M. Tpnuan, 9.B. Cknbumk

Table 3

Absolute and relative risk, odds ratio of the developing of recurrence of ventricular tachycardia depending

on the initial clinical characteristics of patients

Parameters AR, % RR [CI % 95] OR [CI % 95]
Gender

Male 52.0 2.59 [0.43-15.50] 4.31[0.42-43.80]

Female 20.0 p>0.05 p>0.05
Arterial hypertension

Verified 65.0 2.75 [1.08-6.90] 5.96 [1.33-26.70]

Non-verified 24.0 p<0.05 p<0.05
Diabetes mellitus

Verified 67.0 2.83[1.10-7.30] 6.50 [1.25-33.60]

Non-verified 24.0 p<0.05 p<0.05
Chronic obstructive pulmonary disease

Verified 58.0 1.46 [0.71-2.99] 2.10[7.00-9.01]

Non-verified 40.0 p>0.05 p <0.05
Atrial fibrillation

Verified 67.0 1.58 [0.76-3.25] 2.73 [7.00-17.60]

Non-verified 42.0 p>0.05 p<0.05
Electrical storm

Verified 80.0 1.89 [1.27-4.99] 8.57 [7.00-51.50]

Non-verified 42.0 p<0.05 p<0.05
Age less than 45 years

Verified 53.0 1.37 [0.60-3.07] 1.78 [7.00-7.47]

Non-verified 38.0 p>0.05 p<0.05
Duration of arrythmia more than 20 months

Verified 63.0 _

— 2.7410.95-7.83] 5.71[7.00-28.10]

Non-verified 23.0 p>0.05
Systolic dysfunction of left ventricle

Verified 71.0 2.57 [1.14-5.82] 6.50 [7.00-30.70]

Non-verified 28.0 p<0.05 p<0.05

AR — absolute risk; RR - relative risk; OR — odds ratio; CS — confidence interval.

episode of electrical storm at the time of abla-
tion (ARR - 38.0 %, RR - 1.89 [1.27-4.99], OR -
8.57 [7.00-51.50]), table 3.

Some clinical facts wre on the edge of prob-
ability with reliable parameters of odds ratio,
such as atrial fibrillation (ARR - 25.0 %, RR - 1.58
[0.76-3.25], OR - 2.73 [7.00-17.60]), age younger
than 45 years (ARR - 15.0 %, RR - 1.37 [0.60-3.07],
OR - 1.78 [7.00-7.47]), and the presence of chronic
obstructive pulmonary disease (ARR - 18.0 %,
RR - 1.46 [0.71-2.99], OR - 2.10 [7.00-9,01]).

In the multivariate model, all the above-men-
tioned parameters were tested, while the only
factor independently associated with VT recur-
rence was the fact of an electrical storm at the

time of ablation (risk ratio 5.78; 95 % CI: 1.16-
19.4; p = 0.02).

Discussion

The varying effectiveness of catheter ablation
of an arrhythmogenic substrate depends on the
etiology of the substrate itself. Thus, the effective-
ness of ablation of the substrate of post-infarct
and non-ischemic VT in the acute period and its
significant reduction to 57 % and 40.7 %, respec-
tively, 1 hour after the intervention [3] have been
repeatedly emphasized.

The varying effectiveness of catheter ablation
of an arrhythmogenic substrate depends on the
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etiology of the substrate itself. The effective-
ness of ablation of the substrate of post-infarct
and non-ischemic VT in the acute period and its
significant reduction to 57 % and 40.7 %, respec-
tively, 1 hour after the intervention [19] have been
repeatedly emphasized.

An important finding, in our opinion, is the
prognostic significance of electrical storm (that
is, 3 or more episodes of VT within 24 hours,
requiring cardioversion or electrotherapy of ICD)
as an indication for index ablation. Patients with
a history of electric shock have the highest risk
of VT recurrence in the long-term postoperative
period. Despite the earlier shown high efficiency
of RF catheter ablation as a method of stopping
an electric storm [13, 22], the efficiency in the
long term appears significantly lower.

The area of the mapped «scar» on the endo-
cardial surface on uni- and bipolar maps, as well
as the ratio of these areas, is positioned as a crite-
rion for assessing the prevalence and transmural-
ity of the arrhythmogenic substrate. Previously,
researchers attempted to derive the area ratio
coefficient, which could serve as a prognos-
tic and/or diagnostic criterion. As a result, A.
Miissigbrodt and co-authors demonstrated that
the scar area ratio on bi- and unipolar maps > 0.58
was a predictor of recurrence of ventricular tach-
ycardia [15]. Whereas A. Berruezo and co-authors
in their work on a larger sample of patients
showed that when the ratio of the area of the scar
on bipolar and unipolar maps of the endocardial
surface is > 0.23, the area of the subepicardial
substrate is small and these patients mainly need
endocardial modification of the arrhythmogenic
substrate [1].

Full intraoperative effect (non-inducibility of
any VT) influenced the risk of recurrence of

The authors declare no conflict of interest.

VT: in patients with partial intraoperative effect,
arrhythmia recurrences were more often reg-
istered 12 months after the intervention com-
pared to patients with full intraoperative effect.
This observation corresponds to the results of
previously published studies [2, 6, 11]. A meta-
analysis of 24 observational studies showed that
in patients after an episode of sudden cardiac
death, non-inducibility of VT after the ablation
procedure is a predictor of the absence of recur-
rence of tachyarrhythmias. As shown, the results
of our work confirm the data available in the lit-
erature [11].

Research limitations. The limitation of the
work was the non-randomized research design,
including personalized drug-therapy according
to the clinical situation.

Conclusions

The following clinical and electrophysiologi-
cal factors associated with an increased risk of
recurrence of ventricular tachyarrhythmias have
been identified in patients after a heart attack
and an episode of sudden death: left ventricu-
lar systolic dysfunction, hypertension, diabetes
mellitus, duration of an arrhythmic history. In
12 months after the procedure, recurrent VT was
registered more often in patients with partial
intraoperative effect of ablation and large num-
ber of previous attempts. A significant risk factor
for a recurrent episode of tachycardia was also
the duration of the corrected QT-interval. The
presence of an electrical storm (the need to per-
form 3 or more cardioversions in 24 hours due
to recurrent ventricular tachycardia and/or ven-
tricular fibrillation) is an independent predictor
of VT relapse after endocardial ablation.

Authors contributions: literature review - Ya.S.; writing the text - O.G.
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0.M. lpuuaii, A.B. CKnG4mMK
AY «lHcTnTyT cepua MO3 YkpaiHu», Kuis

MNpeankTopu peumamnBy WNYHOYKOBOI Taxikapaii Ta epeKTUBHICTb eHAoKapaianbHOi
abnsuii y XBopux i3 panToBoto CEPLEBOIO CMepPTIO Ta iHDapPKTOM MioKapAa B aHaMHe3i

MeTta po6GOTU — OLIHUTM MPEAMKTOPU PELMANBY LINYHOYKOBOI Taxikapgii nicna npouesypu eHaoKapaianbHoi
abnauii B mauieHTIB 3 eni3oaoM 3yNMHKK cepus Ta iHDapKTOM MioKapaa B aHaMHesi.

Martepianu i meToan. Y gocnigxeHHs 3anyunnm 32 xsopux (cepegHin Bik (52,9 = 5,6) poky, 3 HUXx — 27 (84,3 %)
yonogikiB i 5 (15,6 %) xiHok). KpuTepismu 3any4eHHs Oynu: enizop 3yrnvHKM cepusd 3 yCrilHO peaHimMaluieto, iHbapkT
Miokapga B aHaMHesi, npouefypa eHaokapaianbHoi abnauii. TepMiH cnocTepexeHHs cTaHoBMB 12 micsauiB. XBopux
obcTexyBanu BiAMNOBIAHO A0 YMHHUX peKoOMeHAaUin. K KiHLeBY TOUYKY pOo3rnsifany peumame enisogy WiyHOYKOBOI
Taxikapgii. KinbKicHi Moka3HUKM NpeacTaBunu y BUMNAi cepegHboro + ctaHAapTHE BiAXUIEHHS.

Pe3ynbTraTtin. Yepes 12 micauis nicns npouenypwn eHgokapaiansHoi abnauii 3 peumamBamMm WNYHOYKOBOI Taxi-
Kapaii bynu acouinoBaHi Taki napaMeTpu: cUCToNIYHA AMUCDYHKLA NiBOro wiyHouka (aauTUBHUM BIZHOCHUI PU3KNK
(ARR) - 43,0 %, BigHocHuI pusuk (RR) — 2,57 [1,14-5,82], BigHoweHHs waHcie (OR) - 6,50 [7,00-30,70], p < 0,05),
apTepianbHa rinepteHsia (ARR - 41,0 %, RR - 2,75 [1,08-6,90], OR - 5,96 [1,33-26,70], p < 0,05), uykpoBuin giabet
(ARR - 43,0 %, RR - 2,83 [1,10-7,30], OR - 6,50 [1,25-33,60], p < 0,05), TpmBanictb aputmiyHoro aHamHe3sy (ARR —
40,0 %,0R - 5,71 [7,00-28,10], p < 0,05), eni3zop enekTpM4YHOro WwWTopMy Ha MomMeHT abnsuii (ARR - 38,0 %, RR -
1,89 [1,27-4,99], abo - 8,57 [7,00-51,50], p < 0,05), dibpunsuis nepencepab (ARR - 25,0 %, RR - 1,58 [0,76-3,25],
OR - 2,73 [7,00-17,60], p < 0,05), Bik meHwe Hix 45 pokis (ARR - 15,0 %, RR - 1,37 [0,60-3,07), OR - 1,78 [7,00-
7.47], p < 0,05) Ta XpOHi4He 0OCTPyKTMBHE 3axBoptoBaHHs nereHb (ARR - 18,0 %, RR - 1,46 [0,71-2,99], OR - 2,10
[7,00-9,01], p < 0,05). Peunamnen LWNYHOUYKOBOI Taxikapaii TakoX YacTille peecTpyBanu B MAL€EHTIB i3 YaCTKOBUM
iHTpaonepauinHUM edeKTOM MOPIBHAHO 3 MOBHUM iHTpaonepauinHum edekTom (26,7 % npotn 5,9 %, p < 0,05)
Ta B MaLIEHTIB 3 BEJIMKOIO KiNbKiCTIO pafioyacToTHMX abnauin B aHamHesi (46,7 % npotu 5,9 %). CytTeBuM dak-
TOPOM PU3KNKY NMOBTOPHOIO eni3ofy TaxikapAii byna TpuBanictb kopuroBaHoro iHTepsany QT (QTc, Mc) i HasiBHICTb
Ni3HiX NoTeHUjianiB 3 enikapAianbHoOi NOBEPXHi NiBOro wiayHouka. ¥ 6aratodakTopHin Moaeni eauHumM dakTtopom,
He3aneXHo MoB’'f3aHNM i3 peLnaMBOM LLNYHOUYKOBOI Taxikapaii, OyB enizon enekTpUYHOro WTOpMy Mnif Yac abnauii
(OR-5,78[1,16-19,4], p = 0,02).

BucHoBku. ®akTopamu, NoB's3aHMMM 3 NiABULLEHUM PU3UKOM PEeLMAMBY LUNYHOYKOBUX TaxiapUTMIl y nauieH-
TiB nicng iHapKTy MiokapAa Ta eni3ooM panToBOi CMepTi, € cMCToNiYHa ANCYHKLIS NiBOro LWAyHOYKa, apTepianbHa
rinepTeHsis, LyKpoBUI fiabeT, TpMBanicTb apUTMiIYHOro aHaMHe3y. Y 6aratocbakTopHin MoAeni HasBHICTb enekTpuy-
HOrO LUTOPMY € He3aneXHUM NPeaMKTOPOM peLnamBy NpU TPMBANIOMY COCTEPEXEHHI.

Knio4oBi cnoBa: peunavB LWNYHOUYKOBOI Taxikapail, eHhokaphianbHa abnsuis, pantoBa cepueBa CMepTb,
iHapkT Miokappaa.
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