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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)

1
. 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

2
. 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 European

3
 and South American

4
 groups, and dis-

cussed by North Americans
5
 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

1-5
.  

The publication of the study by Soar and Nolan
1 

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-
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