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Introduction: T wave oversensing (TWOS) is a major drawback of implantable
cardioverter defibrillator (ICD) and data on predictors of TWOS in ICD is limited. We aimed
to calculate a novel index of T wave safety margin (TWSM) and assess its potential for
evaluating TWOS during the procedure of ICD implantation.

Methods and Results: Thirty-two consecutive patients with ICD implantation were
enrolled. During each procedure of ICD implantation, different ICD generators were
connected to implanted sensing lead through active-fixation leads and bridging cables.
R and T wave amplitudes were measured on ICD printouts according to the gain. The
ICDs were programed to the most sensitive settings to reveal possible TWOS. A novel
index TWSM was calculated according to the corresponding sensing algorithm of ICD.
There was discrepancy of R wave amplitudes measured by different ICDs (P < 0.01).
In Fortify and Teligen ICDs, T wave amplitudes showed no difference (P > 0.05) and
TWSMs were sufficiently high (post sensing: 13.0 4+ 7.6 and 28.3 + 16.5, respectively,
post pacing: 5.0 + 2.2 and 4.6 £+ 0.9, respectively). In nine patients with 10 TWOS
episodes detected during the procedure of ICD implantation, generators with the highest
TWSM were chosen. Only one TWOS episode during pacing was recorded during the
25 4+ 7 mo follow-up period.

Conclusions: We first propose the index of TWSM during ICD implantation as a
potentially efficient predictor for TWOS. Evaluation of TWSM might help to reduce TWOS
episodes in patients with high risk of TWOS. Prospective studies are warranted to validate
this index and its potential to reduce TWOS episodes.

Keywords: implantable cardioverter-defibrillator, T wave oversensing, safety margin, inappropriate therapy,
intracardiac electrocardiogram
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INTRODUCTION

Implantable cardioverter-defibrillators (ICDs), either alone or
with cardiac resynchronization therapy (CRT), reduce mortality
in patients at high risk for cardiac death (Moss et al., 1996,
2002, 2009). However, inappropriate ICD therapy can result
in impaired quality of life, psychiatric disturbance, and life-
threatening ventricular arrhythmias (Mark et al., 2008; Juan and
Pollack, 2010; van Rees et al., 2011; Powell et al., 2013). How to
reduce inappropriate therapy is a significant challenge in ICD
patients.

T wave oversensing (TWOS) is one of the major reasons of
inappropriate ICD therapy. In some subgroups of patients, such
as those with Brugada syndrome, long QT syndrome, short QT
syndrome, hypertrophic cardiomyopathy, and younger patients
(Schimpf et al., 2003; Weretka et al., 2003; Sacher et al., 2006,
2013; Magnusson et al.,, 2015; Olde Nordkamp et al., 2016),
TWOS after ICD implantation has been reported in 3 ~ 14% of
these patients. However, the studies focusing on the predictors
of TWOS in ICD are limited (Maesato et al., 2011). In these
patients, evaluating the risk of TWOS during the procedure of
ICD implantation might help in reducing TWOS episodes.

In this study, we introduced a novel TWSM index and
evaluated its potential of reducing TWOS episodes in mid-term
follow up.

METHODS

This study was approved by the Ethics Committee of the Sir
Run Run Shaw Hospital at Zhejiang University. Informed written
consents were obtained from all study participants.

Clinical and Device Characteristics

From April 2013 to July 2014, 32 consecutive patients with
ICD implantation indices were enrolled. The average age of
the 32 patients (59.4% male) was 54.9 &+ 12 y. The indications
for ICD implantation and clinical characteristic of the patients
are summarized in Table 1. The case with short QT syndrome
was reported previously (Sun et al, 2010, 2011). Six ICDs
(CRT/D) from three manufacturers (St. Jude Medical, Inc.;
Medtronic, Inc.; and Boston Scientific, Inc.) were applied as
testing ICDs in this study; all testing ICDs were functionally
normal.

Ex vivo ICD Connection

Ex vivo connection was designed to enable evaluation of R and
T wave amplitudes across all six testing ICDs in each patient.
ICD implantation was performed under local anesthesia. All the
shock leads were fixed in the lower ventricular septal. All the 32
defibrillation leads were dedicated bipolar leads. A bridging cable
was connected to the connector pins of sensing lead by bipolar
mode at 10 min after lead fixation to minimize the influence
of acute injury current (Saxonhouse et al., 2005). According
to the reported study and our experience, 10 min is long
enough for normalizing acute injury current, and diminishing
its influence on ST-T amplitude. The other end of the bridging
cable was clipped onto both the tip and the ring electrode

TABLE 1 | Demographic and clinical characteristics of patients.

Patients (n = 32)

Age, y/o (Mean + SD) 5494+ 12.3
Male, n (%) 19 (59%)
Primary prevention, n (%) 283 (72%)
Secondary prevention, n (%) 9 (28%)
INDICATIONS FOR ICD IMPLANTATION, n (%)

Dilated cardiomyopathy 10 (31%)
Reduced LVEF post-myocardial infarction 6 (19%)
Survived idiopathic cardiac arrest 5 (16%)
Brugada syndrome 4 (13%)
Hypertrophic cardiomyopathy 3 (9%)
Long-QT syndrome 2 (6%)
Alcoholic cardiomyopathy 1 (8%)
Short-QT syndrome 1 (8%)
LVEF, % (n) 48 £19 (32)
Dilated cardiomyopathy 31 £ 3(10)
Ischemic cardiomyopathy 33+ 2(6)
Hypertrophic cardiomyopathy 76 £5(@9)
Arrhythmias related 62 + 10 (13)
Serum potassium (mmol/L) 3.9+0.3

ICD, Implantable cardioverter-defibrillator; LVEF, left ventricular ejection fraction.

of an active-fixation lead (Guidant Fineline II EZ 4471). The
active-fixation lead was then connected to the ventricular sensing
channel of testing ICD. The testing ICD was programed by the
corresponding ICD programmer (Figure 1A). The gain of the
printed intracardiac electrocardiogram (IEGM) was set to an
optimal value to avoid signal clipping and be eligible for T wave
measurement.

After being connected to testing ICDs, ventricular IEGMs
were printed by ICD programmers. The ventricular amplitude
was measured by two methods: R wave sensing test by ICD
programming, and signal measurement on ICD printouts. Three
consecutive R waves were measured for an average value. T wave
amplitudes post sensing and post pacing were measured by the
same method (Figures 1A,B).

TWOS and TWSM Tests

After connected to the active-fixation lead, each testing ICD was
programed to the most sensitive setting to reveal possible TWOS.
TWOS episode was evaluated by two physicians with expertise in
electrophysiology. If TWOS occurred, ventricular sensitivity was
reduced and retested till TWOS was resolved. If TWOS occurred
in certain type of ICD, another type of ICD generator with highest
TWSM was implanted to avoid possible TWOS in the future.
After the implantation, the ICD parameters were programed to
the nominal setting unless changes were necessary. The timeline
for TWSM is shown in Figure 1C. During each follow-up, the
ICDs were temporarily programed to the most sensitive setting
to reveal possible TWOS.

The TWSM was defined as the ratio of the ventricular sensing
threshold at the T wave peak on IEGM to T wave amplitude
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(Figure 1B). The details to calculate TWSM in different ICDs
were shown in Supplementary Table 1.

Statistical Analyses

All analyses were conducted using SPSS software (SPSS Inc.,
Chicago, IL, USA). Conformity to the normal distribution
was evaluated for continuous variables with the Kolmogorov-
Smirnov test. Comparisons between groups were made using
a paired t-test, and One way repeated measure ANOVA was
conducted to test paired data among three or more groups.
R wave amplitudes measured by ICD programmers and on
ICD printouts were compared using the Bland-Altman method
as well as with linear regression and Pearson correlation
analyses. Continuous variables are expressed as mean =+ standard
deviation. A two-tailed P < 0.05 was considered statistically
significant.

RESULTS

Basic Characteristic

Patient characteristics are summarized in Table 1. Briefly, 59%
of patients were men, with a mean age of 54.9 £ 12.3 years,
mostly for primary prevention (72%) and with a mean serum
potassium of 3.9 = 0.3 mmol/L. Mean follow-up duration was
25 + 7 months.

R Wave and T Wave Amplitudes

The R wave amplitude measured by ICD was consistent with
that measured on “Ventricular Amplifier” channel in St. Jude
ICDs and that on the “V” channel in the Teligen ICD, but was
not consistent with “Pace/sense (bipolar)” channels of other four
ICDs (Figure 2).

R wave amplitudes measured by five testing ICDs (Fortify,
Virtuoso, Consulta, Vitality, and Teligen) were different (P <
0.01, n = 28, Figure 3A). Four patients were not included in
R wave amplitude analysis, because their R wave amplitudes
measured by Fortify ICDs exceeded 12 mV and could not be
measured by ICD programmer accurately (only “>12 mV” was
shown).

T wave amplitudes post pacing were higher than those post
intrinsic rhythm (Fortify: 0.39 & 0.13 vs. 0.24 = 0.1l mV; P <
0.001, n = 21; Teligen: 0.36 &= 0.11 vs. 0.24 & 0.10 mV; P < 0.01,
n = 23. Figure 3B). There were no difference between T wave
amplitudes measured by Fortify and Teligen ICDs (post-sensing:
0.26 £ 0.15 vs. 0.27 £ 0.19 mV; P = 0.81, n = 32; Post-pacing:
0.39 £ 0.11 vs. 0.38 + 0.10 mV; P = 0.72, n = 19; Figure 3C).

TWOS Testing

In the TWOS test, nine patients were positive (28%). There
were two sensing TWOS events and eight pacing TWOS
events under the maximum sensitivity during the procedure
of ICD implantation (Table2). In the short QT syndrome
patient, Virtuoso and Consulta ICDs showed TWOS at the
maximum  sensitivity of 0.15 mV at R-T interval of 200
ms (Figures4A,B). No TWOS event was recorded at the
sensitivity of 0.3 mV. The Epic ICD showed intermittent
TWOS at the interval of 172 ms between R wave and T

Testing ICD

Implanted lead
y x -

Bridging cable

B T wave safety margin = S/Tamp

c TWSM & TWOS test
Anesthesia&
puncture

Regular parameter test Default parameter setting

Informed consent l Lead fixation 1 Make ICD pocket l Regular follow up

B>

1 day 15min 3min  5min 2min 30 min

FIGURE 1 | (A) Ex vivo ICD connection during the procedure of ICD
implantation using the active-fixation lead. (B) TWSM measurements. The
green line indicates the sensing threshold curve of ICD. (C) The timeline for the
evaluation of TWSM.

wave sensing at decay delay of 0 ms and threshold start of
50%. No TWOS event occurred at decay delay of 0 ms and
threshold start of 62.5% (Figure 4C). Fortify, Vitality, and
Teligen ICDs showed no sensing or pacing TWOS under
maximum sensitivity (Figures 4D-F). The other sensing TWOS
occurred in a patient with HCM, who also showed post pacing
TWOS under the maximum sensitivity during the procedure of
implantation.

Virtuoso and Consulta ICDs showed post pacing
TWOS events in eight patients at a sensitivity of 0.15
mV, and in two patients under the maximum sensitivity
of 0.3 mV (Figures5A-E). No TWOS was recorded
under the maximum sensitivity of 0.45 mV. The eight
pacing TWOS patients included three with Brugada
syndrome, two with hypertrophic cardiomyopathy, one
with dilated cardiomyopathy, one who had survived cardiac
arrest, and one post-myocardial infarction with low left
ventricular ejection fraction. The two patients that had
pacing TWOS events under the sensitivity of 0.3 mV were
Brugada syndrome and hypertrophic cardiomyopathy,
respectively.

TWSM

With the default parameter setting, TWSMs post intrinsic rhythm
sensing by Fortify and Teligen ICDs were 13.0 & 7.6 and 28.3
=+ 16.5, respectively (n = 32, Figure 3D). TWSM post sensing
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measured from by Fortify ICD. (D,E) R wave amplitude measured by Virtuoso ICD. Inner dashed line is the mean difference; outer dashed lines are mean + 1.96 SD.

~
El: -
< o,
s 104 ® o
] .
‘£ 8 .
A 4 o
| °
2 6 oo .
]
£ .
-4 - L] o L]
> o °
e
= o
o * (1] . L]
- Ld
QIO
2
1
£ 24
=
>
4 T T T T T T T T
4 6 8 10 12 14 16

Average of Virtuoso_ICD and Virtuoso_Printout (mV)

was not calculated in Epic, Virtuoso, Consulta or Vitality ICDs
because T wave amplitudes were not measurable on these ICD
printouts.

TWSMs post pacing by Fortify and Teligen ICDs were 5.0
=+ 2.2 and 4.6 &£ 0.9 respectively (n = 23, Figure 3D). TWSMs
post sensing and pacing were not evaluated in Epic, Virtuoso,
Consulta, or Vitality ICDs because T wave amplitudes were not
measurable on these ICD printouts.

Follow-up

The 32 patients were followed up for 25 &= 7 months. One DCM
patients died of refractory heart failure. One Brugada patient was
shocked three times for ventricular tachycardia and ventricular
fibrillation. One short QT syndrome patient was shocked twice
for fracture of defibrillation lead (Riata, St. Jude Medical, Inc.).
Two patients experienced inappropriate ICD shocks for atrial
fibrillation. One patient with a Consulta ICD showed TWOS after
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TABLE 2 | Details of patients with TWOS during the procedure of ICD implantation.

‘Patient Age, sex Patho-genesis Indication Sensitivity ICD implanted Defibrillation lead
0.15 mV 0.3 mV
VS VP PSVP VS VP PSVP

1 54, M SQTS Primary + - - - - - Vitality Riata 1570

2 56, M Brugada Secondary — + + — — — Fortify Durata 7122
3 42, F HCM Primary — + - — — — Fortify Durata 7122
4 65, M DCM Primary — + + - — — Current Durata 7122
5 28, M Brugada Secondary - + - - - + Teligen RELIANCE G
6 52, F SCD Secondary - + + — - - Fortify Durata 7122
7 44, F HCM Primary + - + - - - Teligen RELIANCE G
8 58, M Brugada Primary - + - - - - Current Durata 7122
9 54, M Post MI Primary — + + — + — Fortify Durata 7122
10* 47, F DCM Primary - + (BV) - - - - Consulta Sprint 6947

BV, Bioventricular pacing; ICD, implantable cardioverter-defibrillator; TWOS, T-wave oversensing; VR, ventricular pacing; VS, ventricular sensing;, PSVF, post-sensing ventricular pacing.
+, persistent TWOS; —, no TWOS; =, intermittent TWOS, *during routine follow-up.
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FIGURE 4 | TWOS episodes during the procedure of ICD implantation and
sensing threshold curves with real proportion. (A) 12-lead surface
electrocardiogram of the short QT syndrome patient. (B) TWOS under the
maximum sensitivity in Virtuoso ICD. Red line shows the blank period after
sensing; green line shows the sensing curve with minimum sensitivity; blue
lines show sensing curves with sensitivity of 0.3 and 0.15 mV; red dot shows
the possible range of T wave amplitudes. (C) Intermittent TWOS under
maximum sensitivity in Epic ICD. Green and blue lines show the sensing
curves with minimum and default sensitivity, respectively. (D) Measurement of
TWSM in Fortify ICD. (E,F) Measurement of TWSM in Vitality and Teligen ICDs.
Blue lines show the sensing curve with default sensitivity.

biventricular pacing in the default setting at the 3-month follow-
up visit (Figures 5F,G, Table 2). No inappropriate therapy related
to TWOS occurred during follow-up.

DISCUSSION

To the best of our knowledge, this is the first study that
evaluates the T wave amplitude and TWSM of different ICDs

during the procedure of ICD implantation. We first propose
the index of TWSM and validated that ventricular signal
amplitude could be measured on printouts in certain ICD
models. Ex vivo connection could evaluate T wave amplitude
and TWSM, and might reduce TWOS episodes at mid-term
follow-up.

Currently, there is no reliable method to identify patients
at high risk for TWOS. In clinical practice, if the R wave
amplitude measured by the ICD programmer is high enough
(>5~8 mV), the risk of TWOS is considered to be low. Recently,
T/R ratio during AAI pacing using bipolar electrograms was
reported as an excellent predictor of TWOS (Maesato et al.,
2011). However, according to the sensing principle of ICDs, the
devices sense the filtered ventricular signals when these signals
are higher than the real-time sensing threshold. As T wave was
concerned, it is TWSM rather than R wave amplitude or T/R
ratio that determines the risk of TWOS when T wave amplitude
varies. In this study, R wave amplitudes in all 32 patients were
sufficiently high for clinical practice. But TWOS still occurred
in some patients under the maximum sensitivity, which means
insufficient TWSM in these patients under default parameters
setting. In certain clinical situations, such as hyperkalemia,
exercise, emotional fluctuation, and myocardial ischemia, T
wave amplitude might increase and cause TWOS (Koul et al,
2004; Otmani et al., 2008). Evaluating T wave amplitude and
TWSM during the procedure of ICD implantation might help
clinicians to select optimal ICDs to reduce risk of TWOS by
the following means: (1) When TWSM under default setting
is <1 in one type of ICD, physician could implant another
type with higher TWSM, or re-locate shock lead to avoid
TWOS; (2) When TWOS occurs after ICD implantation and
could not be solved by non-invasive method, replacing ICD
generator with higher TWSM might resolve the problem and
minimize the risk in the future; (3) When TWOS occurs during
the follow-up period and could be solved by non-invasive
method, TWSM could help to program appropriate sensing
parameters.

To evaluate TWSM, two values are needed: T wave amplitude
and real-time sensing threshold. The sensing threshold could
be calculated according to the sensing algorithm of ICD
(Supplementary Table 1). However, T wave amplitude could
not be measured on an ICD analyzer or programmer, so we
developed a novel method called ex vivo connection to measure
T wave amplitude.

Ex vivo Connection

The intracardiac signal such as QRS wave is characterized by
low amplitude (~mV) and high impedance (~kS2). Therefore,
modern ICD sensing circuitry needs high input impedance
(~MQ) to minimize the distortion of the QRS wave, so that the
signal sampling is not significantly affected by trivial increases in
load resistance (Myers et al., 1978). In this study, we evaluated
R waves by ex vivo ICD connections, which produced similar
patterns of ventricular sensing as implanted ICDs (data not
shown). This suggests that ventricular sensing could be evaluated
precisely by an ex vivo connection method before the ICD was
implanted.
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FIGURE 5 | Post pacing TWOS revealed during the procedure of ICD implantation in Brugada syndrome patient, hypertrophic cardiomyopathy patient and dialated
cardiomyopathy patient. (A) 12-lead surface EKG of a Brugada syndrome patient. (B,C) Post pacing TWOS episodes by a Consulta ICD under sensitivity of 0.15 mV.
No TWOS was recorded under 0.3 mV. (D) 12-lead surface EKG of a hypertrophic cardiomyopathy patient. The implantable cardioverter-defibrillator working mode is
VAT. (E) Post pacing TWOS episodes in Virtuoso ICD under the sensitivity of 0.156 mV. (F) 12-lead EKG of a CRT-D patient with dilated cardiomyopathy. (G) After the
episode of TWOS (@), PVARP was prolonged by PVC response and sinus P wave was recognized as a premature beat (@) and not traced by ventricle (®).
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R Wave and T Wave Amplitude

In the sensing circuitry of ICD, both R and T waves are
ventricular signals, so it is reasonable to measure R wave and
T wave amplitude on ICD printouts. In our study, T wave
amplitude post sensing was lower than after pacing in both
Fortify and Teligen ICDs. This result was consistent with higher
T waves after pacing than after sensing on surface EKGs.
Interestingly, T wave amplitudes showed no difference between
Fortify and Teligen ICDs, although the R wave amplitudes
differed.

TWOS and TWSM

In general clinical practice, ICD sensitivity is often programed
to default values unless TWOS occurs. This “wait-and-see”
strategy creates risks of TWOS and inappropriate therapy in ICD
patients, especially in those at high risk of TWOS. In our study,
9/32 (28%) patients had episodes of TWOS at the maximum
sensitivity settings. In these nine patients, default values could
only provide a TWSM of <2 (ie, 200%). When T wave
amplitude increased for various clinical reasons, TWOS might
occur. Sensing TWOS can cause inappropriate therapy, while
pacing TWOS created a risk for inappropriate bradycardia and
insufficient pacing in pacing-dependent patients, such as those
with long QT syndrome and dilated cardiomyopathy (Iijima
et al., 2011; Korantzopoulos et al., 2013). In our study, a dilated
cardiomyopathy patient with a Consulta ICD showed TWOS
post biventricular pacing during regular follow-up at 3 months.
The TWOS resulted in a decreased pacing proportion. The
situation was resolved by decreasing the ventricular sensitivity to
0.45mV.

Further analysis showed that all nine episodes of TWOS
occurred in the Epic ICDs and the two Medtronic ICDs. TWOS
in the Epic ICD was caused by high T wave amplitude. It is
noteworthy that the T wave amplitudes of the same patient
were 2.4-3.8 mV by the Epic ICD, and 0.74 mV by the Fortify
ICD, which might reflect technical improvement in the sensing
circuitry of ICDs. In contrast, TWOS episodes in Medtronic ICDs
were caused by low sensing thresholds rather than high T wave
amplitudes. In Medtronic ICDs, sensing thresholds after sensing
and pacing are limited to 8~10 and 4.5 times of the maximum
sensitivity, respectively. At the default sensing threshold of
0.3 mV, the ventricular sensing thresholds are not more than
3mV and 1.35mV, respectively. This algorithm ensures high
sensitivity to ventricular signals, but leads to a lower TWSM,
especially in patients with high R wave amplitudes (Swerdlow
and Friedman, 2005). Recently, a new TWOS rejection algorithm
was employed in Medtronic ICDs, but its effectiveness in
patients with a high risk of TWOS is still uncertain (Cao et al.,
2012).

Subcutaneous ICDs (S-ICD), as an alternative to the
transvenous ICD, are employed in recent years. The most
common cause of inappropriate shocks in S-ICD was TWOS
(Aydin etal., 2012; Olde Nordkamp et al., 2012; Kobe et al., 2013).
Although, there are some methods to predict TWOS (Wilson
et al., 2016) and resolve these problems (Kooiman et al., 2014),
evaluation of TWSM during the procedure of ICD implantation
seems to be a better choice to reduce TWOS in advance. However,
the sensing signal in S-ICD is more similar to surface EKG rather

than intracardiac signal in transvenous ICD. The validity of the
hypothesis still needs further verification.

Limitations

Only six ICD models are used to evaluate signal sensing. Some
new types of ICD (e.g., Protecta and Evera of Medtronic and
ICDs of Biotronik) are not tested because they are not available
during our study. Even though paired comparisons employed in
this study have adequate statistical power, 32 patients is a small
sample population. T wave and TWSM were not fully evaluated
under different heart rhythm or under different sympathetic
active drugs (e.g., isoproterenol). Post-pacing T wave sensing
is not fully tested for various reasons. Furthermore, R wave
and T wave amplitudes may significantly change according to
postural and emotional status, and should be further evaluated.
The heterogeneity of the patients and lack of control group were
the biggest drawback of our study. Further studies should be
designed to clarify these issues.

CONCLUSION

We first propose the index of TWSM during ICD implantation as
a potentially efficient predictor for TWOS. Evaluation of TWSM
may help to reduce TWOS episode in patients with high risk.
Further studies are warranted to validate this predictor and its
potential in clinical practice.

AUTHOR CONTRIBUTIONS

DH, GEF YS, and HM. design the project. YS, JGao, XS, YY, and
HH. coordinated and collected the clinical evaluations. DH, CJ,
YMX, and YZX organized and summarized the data. YZ, GL,
and JGuo. analyzed the data and made the figures and table. DH,
YS, and JGao wrote the manuscript. All co-authors contributed
to editing and proving of manuscript.

FUNDING

This study was supported by the National Natural Science
Foundation of China (No. 81100067; No. 81670304) and
the Medicine & Health Platform Program of Zhejiang (No.
2014RCA011) and Natural Science Foundation of Zhejiang
Province (No. LY16H020002). The project was supported by
Zhengshu Medical Elite grant.

ACKNOWLEDGMENTS

We thank technical stuffs from St. Jude Medical, Inc., Medtronic,
Inc., and Boston Scientific, Inc. for providing the ICD manuals.
We appreciate Dr. Roderick Tung from University of Chicago for
his help in the manuscript revision.

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found
online at: http://journal.frontiersin.org/article/10.3389/fphys.
2017.00659/full#supplementary-material

Frontiers in Physiology | www.frontiersin.org

September 2017 | Volume 8 | Article 659


http://journal.frontiersin.org/article/10.3389/fphys.2017.00659/full#supplementary-material
http://www.frontiersin.org/Physiology
http://www.frontiersin.org
http://www.frontiersin.org/Physiology/archive

Sun et al.

T Wave Safety Margin As a Novel Predictor

REFERENCES

Aydin, A., Hartel, F., Schluter, M., Butter, C., Kobe, J., Seifert, M., et al.
(2012). Shock efficacy of subcutaneous implantable cardioverter-defibrillator
for prevention of sudden cardiac death: initial multicenter experience. Circ.
Arrhythm. Electrophysiol. 5, 913-919. doi: 10.1161/CIRCEP.112.973339

Cao, J., Gillberg, J. M., and Swerdlow, C. D. (2012). A fully automatic,
implantable cardioverter-defibrillator algorithm to prevent inappropriate
detection of ventricular tachycardia or fibrillation due to T-wave
oversensing in spontaneous rhythm. Heart Rhythm 9, 522-530.
doi: 10.1016/j.hrthm.2011.11.023

lijima, K., Chinushi, M., Hasegawa, K., Izumi, D., Hosaka, Y., Furushima, H., et al.
(2011). Inappropriate pacing inhibition triggered by QT prolongation due to
T wave oversensing in an ICD recipient presenting with long QT syndrome.
Intern. Med. 50, 1021-1024. doi: 10.2169/internalmedicine.50.4837

Juan, E. A, and Pollack, M. (2010). Phantom shocks in patients with
an implantable cardioverter defibrillator. J. Emerg. Med. 38, 22-24.
doi: 10.1016/j.jemermed.2007.09.036

Kobe, J., Reinke, F., Meyer, C., Shin, D. I, Martens, E., Kaab, S., et al. (2013).
Implantation and follow-up of totally subcutaneous versus conventional
implantable cardioverter-defibrillators: a multicenter case-control study. Heart
Rhythm 10, 29-36. doi: 10.1016/j.hrthm.2012.09.126

Kooiman, K. M., Knops, R. E.,, Olde Nordkamp, L., Wilde, A. A., and De
Groot, J. R. (2014). Inappropriate subcutaneous implantable cardioverter-
defibrillator shocks due to T-wave oversensing can be prevented: implications
for management. Heart Rhythm 11, 426-434. doi: 10.1016/j.hrthm.2013.12.007

Korantzopoulos, P., Kyrlas, K., and Goudevenos, J. A. (2013). Loss of biventricular
pacing due to T wave oversensing: case report and review of the literature. Int.
J. Cardiol. 168, 1626-1628. doi: 10.1016/j.ijcard.2013.01.065

Koul, A. K,, Keller, S., Clancy, J. F., Lampert, R., Batsford, W. P., and Rosenfeld,
L. E. (2004). Hyperkalemia induced T wave oversensing leading to loss of
biventricular pacing and inappropriate ICD shocks. Pacing Clin. Electrophysiol.
27, 681-683. doi: 10.1111/j.1540-8159.2004.00509.x

Maesato, A., Higa, S., Lin, Y. J,, Chinen, I, Ishigaki, S., Yajima, M., et al.
(2011). Impact of pacing and high-pass filter settings on ventricular bipolar
electrograms in implantable cardioverter defibrillator systems—Implication of
predictors for inappropriate therapy caused by oversensing of repolarization
electrograms. Circ. J. 75, 2095-2104. doi: 10.1253/circj.CJ-11-0200

Magnusson, P., Gadler, F., Liv, P, and Morner, S. (2015). Hypertrophic
cardiomyopathy and implantable defibrillators in sweden: inappropriate
shocks and complications requiring surgery. J. Cardiovasc. Electrophysiol. 26,
1088-1094. doi: 10.1111/jce.12750

Mark, D. B., Anstrom, K. J., Sun, J. L., Clapp-Channing, N. E., Tsiatis,
A. A., Davidson-Ray, L., et al. (2008). Quality of life with defibrillator
therapy or amiodarone in heart failure. N. Engl. J. Med. 359, 999-1008.
doi: 10.1056/NEJM0a0706719

Moss, A. J., Hall, W. J., Cannom, D. S., Daubert, J. P., Higgins, S. L., Klein, H.,
et al. (1996). Improved survival with an implanted defibrillator in patients with
coronary disease at high risk for ventricular arrhythmia. Multicenter Automatic
Defibrillator Implantation Trial Investigators. N. Engl. J. Med. 335, 1933-1940.
doi: 10.1056/NEJM199612263352601

Moss, A. J., Hall, W.J., Cannom, D. S., Klein, H., Brown, M. W., Daubert, J. P., et al.
(2009). Cardiac-resynchronization therapy for the prevention of heart-failure
events. N. Engl. J. Med. 361, 1329-1338. doi: 10.1056/NEJM0a0906431

Moss, A. J., Zareba, W., Hall, W. ], Klein, H., Wilber, D. J., Cannom, D. S.,
et al. (2002). Prophylactic implantation of a defibrillator in patients with
myocardial infarction and reduced ejection fraction. N. Engl. J. Med. 346,
877-883. doi: 10.1056/NEJMoa013474

Myers, G. H., Kresh, Y. M., and Parsonnet, V. (1978). Characteristics
of intracardiac electrograms. Pacing Clin. Electrophysiol. 1, 90-103.
doi: 10.1111/§.1540-8159.1978.tb03445.x

Olde Nordkamp, L. R., Dabiri Abkenari, L., Boersma, L. V., Maass, A. H., De Groot,
J. R, Van Oostrom, A. J., et al. (2012). The entirely subcutaneous implantable

cardioverter-defibrillator: initial clinical experience in a large Dutch cohort. J.
Am. Coll. Cardiol 60, 1933-1939. doi: 10.1016/j.jacc.2012.06.053

Olde Nordkamp, L. R., Postema, P. G., Knops, R. E., Van Dijk, N., Limpens, J.,
Wilde, A. A,, et al. (2016). Implantable cardioverter-defibrillator harm in young
patients with inherited arrhythmia syndromes: a systematic review and meta-
analysis of inappropriate shocks and complications. Heart Rhythm 13, 443-454.
doi: 10.1016/j.hrthm.2015.09.010

Otmani, A., Rey, J. L., and Leborgne, L. (2008). T-wave oversensing during exercise
one year after cardioverter defibrillator implantation for Brugada syndrome.
Arch. Cardiovasc. Dis. 101, 292-294. doi: 10.1016/S1875-2136(08)73708-2

Powell, B. D., Saxon, L. A., Boehmer, J. P., Day, J. D., Gilliam, F. R. III,
Heidenreich, P. A., et al. (2013). Survival after shock therapy in implantable
cardioverter-defibrillator and cardiac resynchronization therapy-defibrillator
recipients according to rhythm shocked. The altitude survival by rhythm study.
J. Am. Coll. Cardiol. 62, 1674-1679. doi: 10.1016/j.jacc.2013.04.083

Sacher, F., Probst, V., Iesaka, Y., Jacon, P., Laborderie, J., Mizon-Gerard, F., et al.
(2006). Outcome after implantation of a cardioverter-defibrillator in patients
with Brugada syndrome: a multicenter study. Circulation 114, 2317-2324.
doi: 10.1161/CIRCULATIONAHA.106.628537

Sacher, F., Probst, V., Maury, P., Babuty, D., Mansourati, J., Komatsu, Y.,
et al. (2013). Outcome after implantation of a cardioverter-defibrillator in
patients with Brugada syndrome: a multicenter study-part 2. Circulation 128,
1739-1747. doi: 10.1161/CIRCULATIONAHA.113.001941

Saxonhouse, S. J., Conti, J. B, and Curtis, A. B. (2005). Current of injury predicts
adequate active lead fixation in permanent pacemaker/defibrillation leads. J.
Am. Coll. Cardiol. 45, 412-417. doi: 10.1016/j.jacc.2004.10.045

Schimpf, R., Wolpert, C., Bianchi, F., Giustetto, C., Gaita, F., Bauersfeld,

U, et al. (2003). Congenital short QT syndrome and implantable
cardioverter defibrillator treatment: inherent risk for inappropriate
shock  delivery. ] Cardiovasc.  Electrophysiol. 14,  1273-1277.

doi: 10.1046/j.1540-8167.2003.03278.x

Sun, Y., Quan, X. Q., Fromme, S., Cox, R. H., Zhang, P., Zhang, L., et al. (2011). A
novel mutation in the KCNH2 gene associated with short QT syndrome. J. Mol.
Cell Cardiol. 50, 433-441. doi: 10.1016/j.yjmcc.2010.11.017

Sun, Y., Zhang, P., Li, X., and Guo, J. (2010). Inappropriate ICD discharge due
to T-wave oversensing in a patient with short QT syndrome. Pacing Clin.
Electrophysiol. 33, 113-116. doi: 10.1111/j.1540-8159.2009.02538.x

Swerdlow, C. D., and Friedman, P. A. (2005). Advanced ICD
troubleshooting: part, I Pacing Clin. Electrophysiol. 28, 1322-1346.
doi: 10.1111/j.1540-8159.2005.00275.x

van Rees, J. B., Borleffs, C. J., De Bie, M. K,, Stijnen, T., Van Erven, L., Bax,
J. J., et al. (2011). Inappropriate implantable cardioverter-defibrillator shocks:
incidence, predictors, and impact on mortality. J. Am. Coll. Cardiol. 57,
556-562. doi: 10.1016/j.jacc.2010.06.059

Weretka, S., Michaelsen, J., Becker, R., Karle, C. A., Voss, F., Hilbel, T., et al. (2003).
Ventricular oversensing: a study of 101 patients implanted with dual chamber
defibrillators and two different lead systems. Pacing Clin. Electrophysiol. 26,
65-70. doi: 10.1046/j.1460-9592.2003.00152.x

Wilson, D. G., Leventigiannis, G., Barr, C., and Morgan, J. M. (2016). ECG
predictors of T wave oversensing in subcutaneous implantable cardioverter
defibrillators. Int. J. Cardiol. 220, 27-31. doi: 10.1016/j.ijcard.2016.06.128

Conflict of Interest Statement: The authors declare that the research was
conducted in the absence of any commercial or financial relationships that could
be construed as a potential conflict of interest.

Copyright © 2017 Sun, Gao, Jiang, Xue, Xu, Liu, Guo, Sheng, Ye, He, Zhao, Barajas-
Martinez, Fu and Hu. This is an open-access article distributed under the terms
of the Creative Commons Attribution License (CC BY). The use, distribution or
reproduction in other forums is permitted, provided the original author(s) or licensor
are credited and that the original publication in this journal is cited, in accordance
with accepted academic practice. No use, distribution or reproduction is permitted
which does not comply with these terms.

Frontiers in Physiology | www.frontiersin.org

September 2017 | Volume 8 | Article 659


https://doi.org/10.1161/CIRCEP.112.973339
https://doi.org/10.1016/j.hrthm.2011.11.023
https://doi.org/10.2169/internalmedicine.50.4837
https://doi.org/10.1016/j.jemermed.2007.09.036
https://doi.org/10.1016/j.hrthm.2012.09.126
https://doi.org/10.1016/j.hrthm.2013.12.007
https://doi.org/10.1016/j.ijcard.2013.01.065
https://doi.org/10.1111/j.1540-8159.2004.00509.x
https://doi.org/10.1253/circj.CJ-11-0200
https://doi.org/10.1111/jce.12750
https://doi.org/10.1056/NEJMoa0706719
https://doi.org/10.1056/NEJM199612263352601
https://doi.org/10.1056/NEJMoa0906431
https://doi.org/10.1056/NEJMoa013474
https://doi.org/10.1111/j.1540-8159.1978.tb03445.x
https://doi.org/10.1016/j.jacc.2012.06.053
https://doi.org/10.1016/j.hrthm.2015.09.010
https://doi.org/10.1016/S1875-2136(08)73708-2
https://doi.org/10.1016/j.jacc.2013.04.083
https://doi.org/10.1161/CIRCULATIONAHA.106.628537
https://doi.org/10.1161/CIRCULATIONAHA.113.001941
https://doi.org/10.1016/j.jacc.2004.10.045
https://doi.org/10.1046/j.1540-8167.2003.03278.x
https://doi.org/10.1016/j.yjmcc.2010.11.017
https://doi.org/10.1111/j.1540-8159.2009.02538.x
https://doi.org/10.1111/j.1540-8159.2005.00275.x
https://doi.org/10.1016/j.jacc.2010.06.059
https://doi.org/10.1046/j.1460-9592.2003.00152.x
https://doi.org/10.1016/j.ijcard.2016.06.128
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://www.frontiersin.org/Physiology
http://www.frontiersin.org
http://www.frontiersin.org/Physiology/archive

	T Wave Safety Margin during the Process of ICD Implantation As a Novel Predictor of T Wave Oversensing
	Introduction
	Methods
	Clinical and Device Characteristics
	Ex vivo ICD Connection
	TWOS and TWSM Tests
	Statistical Analyses

	Results
	Basic Characteristic
	R Wave and T Wave Amplitudes
	TWOS Testing
	TWSM
	Follow-up

	Discussion
	Ex vivo Connection
	R Wave and T Wave Amplitude
	TWOS and TWSM
	Limitations

	Conclusion
	Author Contributions
	Funding
	Acknowledgments
	Supplementary Material
	References


