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DAI en prévention primaire 

• Cardiopathie ischémique 

• Cardiopathie non-ischémique 

• Les indications 

• Quelques questions…. 



MADIT/MUSTT/MADIT-II 
Study Criteria Comparison 

Inclusion Criteria MADIT1 

(196 patients) 

MUSTT2 

(704 patients) 

MADIT II3 

(1232 patients) 

 

CAD/Post-MI 
   

 

LV Dysfunction 
 

(<35%) 

 
(<40%) 

 
(<30%) 

NSVT 
  

Inducible VT on EPS 
  

1 Moss AJ. N Engl J Med. 1996;335:1933-40. 
2 Buxton AE. N Engl J Med. 1999;341:1882-90. 
3 Moss AJ. N Engl J Med. 2002; 346:877-83. 



MADIT Survival Results 

No. of patients 

Defibrillator 95 80 53 31 17 3 

Conventional    101 67 48 29 17 0 
therapy 
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Conventional 

therapy 

Defibrillator 

P = 0.009 

Moss AJ. N Engl J Med. 1996;335:1933-40. 

N=196 

Mean FU 27 mo 

ARR 23% (RRR 54%) 



P<0.01 

P=0.11 

MADIT study 

Moss AJ, Circulation 2000;101:138.40 

N=102 

N=94 



ICD 

Conventional 

P = 0.007 
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Year No.  At Risk 

Defibrillator 742 502 (0.91) 274 (0.94) 110 (0.78) 9 

Conventional  490 329 (0.90) 170 (0.78)   65 (0.69) 3 

N=1232 

20 month mean FU ARR 5.6% (RRR 31%) 

MADIT-II : mortalité totale 

Moss AJ. N Engl J Med. 2002;346:877-83. 



MADIT-II 
Survival Results – Subgroup Analyses 

Moss AJ. N Engl J Med. 2002;346:877-83. 
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CAT AMIOVIRT DEFINITE SCD-HFT 

Circulation 
2002 

JACC  
2003 

NEJM  
2004 

NEJM  
2005 

n 104 103 458 2521 

Design ICD vs control ICD vs amio ICD vs control ICD vs amio vs 
placebo 

EF < 30% < 35% < 35% < 35% 

Arrhythmia 0 NSVT NSVT / VES 0 

Mean FU 5 yr 2 yr 2 yr 3.5yr 

Total  8 vs 4%*  
(NS) 

10 vs 4%* 
(NS) 

14 vs 8%** 
(NS) 

22 vs 17 %*** 
P=0.007 

*  At 1 year **  At 2 years*** at 3 years 

ICD et prévention primaire : CMD 



NYHA II-III 

LVEF<35% 

N=2521 
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Circulation. 2008;117:e350-e408.) 

1. Patients with LVEF < 35% due to prior MI who are at least 40 days post-

MI and are in NYHA functional Class II or III. (Level of evidence A) 

 

2. Patients with nonischemic DCM who have an LVEF < 35% and who are 

in NYHA functional Class II or III. (Level of evidence B) 

 

3. Patients with LV dysfunction due to prior MI who are at least 40 days 

post-MI, have an LVEF < 30%, and are in NYHA functional Class I. 

(Level of evidence A) 

 

4. Patients with nonsustained VT due to prior MI, LVEF < 40%, and 

inducible VF or sustained VT at electrophysiological study.  

(Level of evidence B) 

 

Class I indication for primary prevention of sudden death 
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Qui bénéficierait le plus d’un DAI? 

A. H 64 ans, cardiopathie ischémique, FEVG 40%, 
mort subit récupéré (prévention II) 
 

B. H 72 ans, cardiopathie ischémique, FE VG 
25%, asymptomatique (prévention I) 



Connolly et al. Eur Heart J 2000;21:2071-8. 
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Prévention secondaire: 
Méta-analyse AVID/CASH/CIDS 

% % 

HR 0.72 p=0.0006 HR 0.5  p<0.0001 



Connolly et al. Eur Heart J 2000;21:2071-8. 
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Efficacité des DAI:  
prévention primaire et secondaire 

Moss AJ. N Engl J Med. 1996;335:1933-40.  

Buxton AE. N Engl J Med. 1999;341:1882-90. 

Moss AJ. N Engl J Med. 2002;346:877-83 
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Control Mortality ICD Mortality ARR

Med. /mean FU   27 mo    39 mo      23 mo     45mo       18 mo     36 mo      57 mo 

Bardy NEJM 2005, 352(3):225-37 

The AVID Investigators. N Engl J Med. 1997;337:1576-83. 
 Kuck K. Circ. 2000;102:748-54. 

Connolly S. Circ. 2000:101:1297-1302. 
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Quel est le profil cardiaque le plus 
fréquent du patient atteint d’une mort 

subite? 

A. Cardiopathie non-ischémique, FE VG<35% 

B. Post-infarctus, FEVG < 35% 

C. Post-infarctus, FEVG < 20% 

D. Vous et moi 

 



Sudden death 

Adapted from: Myerburg RJ..  J Cardiovasc  Electrophysiol 2001 Vol. 12, pp. 369-381 

Multiple risk 
subgroups 

Patients with any 
previous coronary 
event 

Patients with ejection 
fraction <35% or CHF 

Cardiac arrest, VT/VF 
survivors 

High-risk post-MI 
subgroups 

General adult 
population 

30 25 20 10 5 0 

Incidence of Sudden Death 
(% of group) 

300,000 200,000 100,000 0 

Incidence  of Sudden 
Deaths Per Year 

(number) 

MADIT, MUSTT, MADIT II 

AVID, CASH, CIDS 

SCD-HeFT 



Quand implanter le DAI après un 
infarctus chez un patient avec une 

FE VG < 35%? 

A. Dès que possible 

B. > 1-2 mois 

C. > 1 an 



Mortality after AMI: VALIANT 
study 

N=14’609 

 

AMI with HF and/or 

LVEF< 40% 

Solomon  N Engl J Med 2005;352:2581-8. 



DINAMIT study 

AMI <40 days + LVEF<0.35 + abnormal HRV 

Randomization ICD vs medical 

N=674 

« ..ICDs might, by shocking ventricular fibrillation, merely transform 

sudden death to eventual death from pump failure,without significantly 

prolonging life. » 

 
Hohnloser, NEJM 2004;351:2481-8. 

 



N Engl J Med 2009;361:1427-36 

Sudden death 

Non-sudden death 

Total mortality 

898 pts with MI within 5-31 d 

- LVEF <40% + HR >90bpm 

- and/or NSVT (>150bpm) 

Mean LVEF ~ 35% 

Mean FU 37 mo 



Indication ICD chez patient avec 
un infarctus datant de 12 ans, FE 
VG 30%, absence de TV/syncope 

A. Non (il a fait preuve de survie) 

B. Oui 



Wilber Circulation 2004;109:1082-4  

Efficacité du DAI en cas d’ancien 
infarctus: MADIT-II 



Utilité de l’étude 
électrophysiologique pour 

stratifier le risque de mort subite? 

A. Cardiopathie non-ischémique, FE VG< 35% 

B. Cardiopathie ischémique, FE VG < 30% 

C. Cardiopathie ischémique, FE VG 35-40% 

D. Cardiopathie hypertrophique 



EPS in MADIT-II 

ICD Therapy for VT 

HR = 1.6 

adj.p=0.07  

ICD Therapy for VF 
HR = 2.2 

adj. p=0.08 

EPS in 583/742 ICD patients 

Inducible n=210 (36%) 

Moss, A.J. et al Card. EP Rev 2002;6:463-5 



Guidelines for EP Testing 

• Class I 

– Remote MI:  

• diagnostic evaluation of patients with symptoms suggestive of ventricular 
tachyarrhythmias including palpitations, presyncope, and syncope (LOE: B) 

– Congenital heart disease:  

• Recommended to guide and assess efficacy of VT ablation (LOE: B) 

• Useful for the diagnostic evaluation of WCTs of unclear mechanisms (LOE: C) 

• Class IIa 

– Reasonable for risk stratification in patients with remote MI, NSVT, 
and LVEF ≤40%  

AHA/ACC/ESC Guidelines EHJ 2006;27:2099-2140  



Risque 

individuel 
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Economie 

Risques du DAI 

Demande 

du patient 

? 



Merci! 


