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Introduction

• Sudden cardiac death and ventricular arrhythmias are a global 

health issue (responsible for approximately 10–20% of all deaths). 

• Recently, new 2022 guideline for the management of ventricular 

arrhythmias and prevention of sudden cardiac death has been 

published by the European Society of Cardiology that serves as an 

update to the 2015 guideline on this topic.

• On more than 130 pages, the new guideline contains more than 

hundred new recommendations and various new chapters and 

sections.





Public basic life support and access to

automatic external defibrillators





















New focus on managing electrical storm

• For the first time, new guideline devotes a separate chapter to the 

management of patients with electrical storm, which is defined as three 

or more separate sustained VA within 24 h each requiring termination

by an intervention.









Genetic counselling and testing

• The value of genetic counselling and testing as part of the diagnostic 

evaluation and for risk stratification of patients with VA has significantly 

increased from the 2015 to the current ESC guideline.



Increasing relevance of cardiac magnetic

resonance imaging

• The value of cardiac magnetic resonance imaging (CMR) for diagnostic 

evaluation and especially for risk stratification and its role in the 

decision-making on primary preventive ICD therapy have been 

significantly upgraded with the latest guideline. 





Increasing value of catheter ablation in

the management of VA

• The recommendations of the new ESC guideline reflect an increasing 

relevance of catheter ablation in the acute and long-term management 

of VA in patients with and without SHD













Changes in SCD risk stratification

• As identifying individuals at highest risk of SCD for successful primary 

preventive ICD therapy is challenging, criteria for primary preventive 

ICD therapy are among the most controversial and extensively 

discussed topics in both the 2015 and 2022 guidelines.



*After optimal medical heart failure treatment for ≥ 3 months

• New guidelines, mainly based on results of the DANISH trial downgraded 

that recommendation to a class IIa recommendation for ICD implantation. 

• In this patient group, clinical parameters might be considered but are not 

part of the recommended risk stratification as data are limited!!!

:including  personal history regarding unexplained syncope, comorbidities,

life expectancy, biomarkers (NT-proBNP) and echo parameters as the

global longitudinal strain]



• Beyond LVEF and NYHA class, New guideline incorporates alternative 

risk markers such as unexplained syncope and inducibility of SMVT in 

addition to criteria such as LGE on MRI and certain genetic mutations in 

PLN, FLNC, and RBM20 genes.

→ New recommendation for ICD implantation in DCM patients with LVEF 

(35~50%) and ≥ 2 of these risk factors has been introduced. 

• Yet, prospective data on this issue are lacking!!!.



Changes in primary electrical diseases

• New in the 2022 guidelines are specific criteria for an early repolarization 

pattern and the early repolarization syndrome.

: ERP can be a benign finding and is distinct from ERS.

• Whereas the 2015 guideline allowed the diagnosis of BrS in patients with an 

induced type 1 Brugada ECG, 

→ New guideline additionally demands clinical factors

: survived cardiac arrest (class I), positive family history, arrhythmic syncope 

for the diagnosis of BrS.

• Similarly, diagnostic criteria for SQTS have changed, including specific 

pathogenic mutations, a family history of SQTS or of survived SCD due to 

VT/VF, are required in addition to a short QTc interval ≤ 360 ms.



Changes in primary electrical diseases

• In CPVT, flecainide should be considered in addition to beta-blocker 

therapy in symptomatic patients with polymorphic or bidirectional VT, 

persistent exertional PVCs, or recurrent syncope irrespective of a proven 

presence of a disease specific mutation.

• Recommendations for left cardiac sympathetic denervation are 

upgraded not only in the context of LQTS but also in CPVT. 

• Implantable loop recorders may assist risk stratification in young SQTS 

patients and patients with an ERP and additional risk features. 



Thank You for Your 

Attention!! 
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