Does Ablation in S-ICD Patients with Monomorphic Ventricular Tachycardia Prevent Shocks?
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Introduction

 Ventricular tachyarrhythmias are managed
with anti-arrhythmic medications, defibrillators,
pacing and catheter ablation.

* An entirely subcutaneous defibrillator (S-1CD)
is limited currently by its lack of anti-
tachycardia pacing (ATP) capability for
monomorphic ventricular tachycardia (MVT).
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111 patients (pts) with S-ICD (82% male; 50% ischemic;
implanted between 2009 to 2019) were evaluated (mean
follow-up 4 years +/- 2). Pts were divided into two groups:
1) Shock group (26 (23%) unique pts; 2) non-shock group
(85 (77%) unique pts. The shock group was assessed for
both appropriate and inappropriate shocks. The non-shock
group was followed as a contemporary control over time.
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Of the 26 patients shocked, 16 (62%) with monomorphic VT (130-250 bpm); 8 (31%) with ventricular
fibrillation or polymorphic VT; and, 3 (7%) with inappropriate shocks for cardiac (2) or non-cardiac

oversensing (1).

In the MVT pts, 10 had ablation; 5 anti-arrhythmic therapy; 16 remained on beta blocker; 2 a

negative Electrophysiology study; 4 selected monitoring and 0 had the S-ICD replaced with a transvenous

device.
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Intervention endpoints were shocks, anti-arrhythmic drugs,
ablation, S-ICD reprogramming/revision, and replacement
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