®apug Ucmarnnoesund benanos

[lcuxonormnyeckaa peabunmntaums

nocae XM3HeonacHbIX apUTMnM

ESC GUIDELINES

@11, B. 102, Bosess B.AL T HIL,

2025 ESC Clinical C St on
mental health and cardi lar di

B¢ Y
Komason €.10., Aapesa H. B, Meaneaen B. 3., Mocoson C. H.', Merpona M. M.
Tirpyno OB Monowa T- M4 Pen A ., CoBermkon B )y A FLO

jeveloped under the pices of the ESC
Clinical Practice Guideli

es Committee

pobeccronnuors ofpousa. Msaps PO, Mocas,Pocrs
e LI hporona- Mospun P, Mo, o

e B Conenon (Comocena maaper)- Nmeupos P9, Mo, Focnn
“ors0y!

Developed by the task force on mental health and
disease of the European Society of Cardiology (ESC)

P Associaf
AISBL (EFPA), the European Psychiatric Association (EPA), an
International Society of Behavioral Medicine (ISBM)

Authors/Task Force Members: Hector Bueno O+, (Chairparsar) Spain)
Chris n ©+, (Chairperson) (United Kingdom), M:

(rask Forco co- ordinator) (spain), Faye Forsyth ©%, (l'aak Foren Cororduis
(United Kingdom), Frieder © (sweden), Sergio

Simona Dragan © (Romania), Sofie Gevaert © (Belgium), Claes Held © (Sw
Donata Kurpas © (Poland), Karl-Heinz Ladwig ® (Germany), Christos D. Lid
(Greece), Angela H.E.M. Maas © (Netherlands), Caius Ovidiu Mersa ® (Rom|
Richard Mindham © (United Kingdom), Susanne S. Pedersen © (Denmark),
Martina Rojnic Kuzman © ' (Croatia), Sebastian Szmit © (Poland), Rod . Tay
(United Kingdom), Izabella Uchmanowicz © (Poland), Nea Vilchinsky 7 (it

“arsty
T A . ———— T
»orsHy. & .

e P
TICUXHYECKHE PACCTPOMCTBA ¥ IALIMEHTOB

© CEPAEMHO-COCYAMCTBIMHU 3ABOAEBAHU M.

KOHCEHCYC PAFOMMX I'PYIIN POCCHIICKOTO KAPAHOAOTHYECKOTO
OBIMECTBA i POCCHIACKOTO OBIIECTBA ICHXHATPOB.

e p———— o

and ESC Scientific Document Group. [
e s s ) e pcs e
o g

e BA, Gugisess NP, Kopyios E¥a, Larws KN. et

Rasian Sy of Cadelogy s the Rasion Socky of Porehiii Kediogi

i ks A1 S B o B

o miosmatnnn. Koncocye w« oy Pocabors ipusonmwciors ooaects

W ocenterors aemrs o Kpuwsiom 026 44(0) 447

Merososorma cossanus SpoRIIE eI yipeRACUN, perAIASE
oo rpym Poccuncroro poonIeciuro ofie Ny

» e compoucno mpsion
T o 1 S S KU 1 A ORI T ) AT € Y

oo oot (CC) 8 osns o
e el —

NpryTCK, 03.10.2025

APUTMWNI
CEPOLA

3jaHite, NepepatoTanHoe i fonoHeHHoe

P \FEOTAP Meauar

() F5GTaP Mommar



Peabunurauus

BropuuHaa npodunaktuKka
MOBTOPHbIX 060CTPEHUN BoccTtaHOoBNAeHUe

KoHTponb ¢paKTopoB pucKa dn3MYECKON aKTUBHOCTHU

YnyJyuwieHue
NCUXMUYECKOro COCTOAHUA
MU KauecTBa YXU3HU

* NosblleHMe ycTonumBocTH (resilience)

* ONTMMKU3M

* KOrHUTUBHO-NOBEAEHYECKAA Tepanua

* [InarHoCTUKa N KOPPEKLMA NCUXNYECKUX PACCTPOMCTB
(ncuxoTepanua, ncmxodapmakoTepanua)



People with SMl and symptoms People with SMI and established
indicative of arrhythmia arrhythmia diagnosis

!

Diagnostic work-up?

g hd ™
l General advice v
« As for all people with SMI and CVD - Arrhythmia treatment according
follow management and guidance to ESC Guidelines
from Psycho-Cardio teamP « Check for other pro-arrhythmic Y

|

Indicated for treatment with psychotropic drug?

"

risk factors®

]

+In case of QT prolongation: consider avoiding or switching medicationd
« If drug with QT prolonging properties is chosen see relevant table®

Meonitor for QT prolongation

Sinus
tachycardia

« Exclude other
medical causes”
(incl myocarditis)

« If asymptomatic:
wait for
normalization

« If symptomatic
or persistent
HR >130 bpm:
beta-blocker,
alternatively
verapamil
or ivabradine

!

Management of specific arrhythmias

PSVT Atrial VPB, VT Bradycardia
fibrillation
«Management  « Thromboembolic  « Re-evaluate + Avoid other drugs
according to prophylaxis if potential drug  causing
ESC Guidelines e side effects bradycardia
« Consider + Choose « Consider « For management
ablation rhythm or rate avoiding in people taking
as first-line control according  or switching Lithiumh
treatment for toESCGuidelines  medication + Manage according
AVNRT and « Caution with « Risk assessment  to ESC Guidelines
AVRT specific by cardiologist
psychotropic
drugs?

]

If persistent symptomatic arrhythmia

+ Address modifiable CV risk factors which may also increase the risk
of arrhythmias
- Follow-up by cardiclogist

O6cyKaeHue apuTMuUM cepaua orpaHUYeHo

AaNeKo He CaMOi aKTya/IbHOU U YacToi npobnemoin
- CUHAPOMOM YA/IMHEHHOTO UHTepBana QT

+ Ensure person-centred management approach

ty, depression, and symptom preoccupation related

Table 7 Management of psychotropic drugs with QT interval prolongation properties

Action

Assess symptoms

Diagneostic

worl-up

Management

Special

precautions

Supporting information

Typically, asymptomatic

In case of torsades de pointes: palpitations, dizziness, syncope, cardiac arrest.

= 12-lead ECG providing QTc at baseline and after 1, 6, and 12 weeks after initiating drug
* ECG more often in case of QT prolongation

= Use Fridericia formula for heart rate correction if there is tachycardia

= Check electrolytes: potassium, calcium, magnesium

= Ambulatory ECG monitoring in people with symptoms

= Exclude possible inherited long QT syndrome.

N T ——

Special caution with: sertindole, amisulp-id~ =~
Always aim for the lowest effecived MANAGEMENT CONSENSUS STATEMENTS

Check for other QT-prolonging drug (i) Screening of mental health with validated screening tools is advised after a new diagnosis or CV event, at least once during follow-up and anytime based on
Check for drug interactions

clinical judgement of need.

Always special caution when new me
Consult https:iwww.crediblemeds.or
Correct electrolyte imbalances

(i) Initial simple screening with a two-item measure (i.e. Whooley questions, PHQ-2, GAD-2) can be incorporated into routine practice.

(i) Alow threshold for mental health screening in people with CVD is advised, considering the high prevalence of mental health conditions in people with CVD

and its impact on outcomes.

Address other reversible QT-prolong

B (iv)  Following an abnormal result in the initial screening, a longer validated screening instrument should be used to determine if condition severity is low,
abuse, myocardial ischaemia)

Mote other non-reversible potentially ¢ moderate, or high.

fibrillation, impaired hepatic/renal funct ) Psycho-Cardio teams must define who is responsible for the assessment of mental health conditions and how and when it will be done, tailoring it to the

If QTc is prolonged (470 ms) at baseli specific context and resources.

on individualized risk-bencfit assessmen  (vi)  Each Psycho-Cardio team may choose a particular screening tool after careful assessment of its validity, reliability, and applicability to their population, but
Stop treatment with antipsychotic drug standardized screening tools are preferred for mental health assessment.

* QTc>500 ms® (vii)  People scoring high on a screening questionnaire need referral for diagnostic assessment and appropriate treatment by a mental health professional.

* Increase in QTe>60-70ms from ba (i) Applying a stepped care approach to manage mental health conditions in people with CVD is reasonable based on preferences, severity of symptoms and
condition, and resources available.
(ix)  Developing and evaluating tailored intervention programmes aimed at alleviating distress of people coping with CVD and caregivers may be useful.
(x) Lifestyle measures and psycho-education are useful for all people with CVD while psychological therapies may be helpful for people experiencing
depression and/or anxiety.
(xi)  Cardiac rehabilitation is an opportunity to screen people for depression and anxiety and can contribute to improve mental health after CV events or be an
opportunity to identify and manage mental health conditions.
(xii)  Avoiding benzodiazepines as first-line therapy in the management of anxiety and depression is advised.
(xiii)  Anxiolytics, sedatives, and hypnotics are overused and overprescribed in the general population, especially among the elderly and people with mental
health conditions, so careful selection of indications is advisable.
(xiv)  Antidepressant use is advised for those with moderate to severe anxiety disorders and depression under the guidance of qualified mental health
professionals.
(xv)  The use of antidepressants in HF is only advisable in severe depression symptoms where the risk of untreated depression outweighs the risk of taking

antidepressants.

(xvi)  In people with ventricular arrhythmias, antidepressants associated with an increased propensity to prolong QTc (such as TCAs and possibly citalopram/

escitalopram in dosages over 20 mg), may be switched to newer antidepressants with better safety profiles.

interactions between antidepressants and CV drugs affecting their emca(y and safety, therapeutic drug monitoring is advisable to

herapy and minimize potential side effects and clinically relevant drug interactions.

2025 ESC Clinical Consensus Statement on
mental health and cardiovascular disease:
developed under the auspices of the ESC
Clinical Practice Guidelines Committee



7.6.1. Rhythm disturbances

People with SMI are at increased risk of developing supraventricular and
ventricular arrhythmias, which may eventually lead to SCD. This in-
creased arrhythmia risk is multifactorial, including distress resulting
from the SMI, high prevalence of risk factors and unhealthy lifestyles,
CV comorbidities commonly observed in SMI, and side effects of psy-
chotropic medications. Furthermore, autonomic dysfunction, chronic
inflammation, and oxidative stress are common in SMI and have been

associated with an increased arrhythmia ris

k423

* Pre-existing arrhythmias or their development after the initiation of

treatment can pose significant challenges to the medical management

of SMI. The risk of SCD is significantly increased in people with SMI
with estimates suggesting a two- to four-fold higher risk compared
with the general populat ion.”*® Several medications prescribed to
persons with SMI have potential pro-arrhythmic side effects and
may cause or exacerbate atrial and ventricular tachycardia. Caution
and careful monitoring are needed when prescribing potentially
pro-arrhythmic drugs in people with known heart disease, with
the following considerations: quetiapine, olanzapine, risperidone, ilo-
peridone, ziprasidone, amisulpride, and sertindole increase the risk of
QTc prolongation compared with placebo *””

lloperidone, chlorpromazine, loxapine, risperidone, quetiapine, and pa-
liperidone increase the risk of tachycardia compared with placebo.*"®
Low-potency  first-generation  antipsychotics and  multi-acting
receptor-targeted second-generation antipsychotic treatment (spe-
cifically clozapine, chlorpromazine, olanzapine, quetiapine, and risper-
idone) are associated with an increased risk of AF especially in those
with hypertension, diabetes, or CAD although evidence is limited*7®
Lithium may induce electrocardiographic changes and arrhythmias
such as T-wave inversions, sinus bradycardia, sinoatrial block, PR pro-
lengation, incomplete bundle branch block, QTc prolongation, in-
creased QT dispersion, the Brugada electrocardiographic pattern,
and ventricular t:ln:h);-"arrhy‘thmias."'Em

The risk of AF appears not to be generally increased among pecple

with SMI after adjustment for sex and age, although this may reflect un-
derdiagnosis of AF and misinterpretation of palpitation symp-
toms.*3477481 | 5 study from Korea, young adults (20-39 years)
diagnosed with mental disorder had a higher risk of incident AF (ad-
justed HR. 153, 95% CI 1.44—1.62).*%*

7.6.1.1. QTc interval prolongation
QTeintervals can be prolonged in association with several antipsychot-
ic drugs such as sertindole, amisulpride, ziprasidone, iloperidone, risper-
idone, olanzapine, and quctiapinc,‘m' This effect may be more common
in women than men due to differences in pharmacokinetic prcn‘\lc‘:._‘1|e33
A prolongation of the QTc interval increases the risk of torsades de
pointes tachycardias and SCD. Therefore, a 12-lead ECG should be re-
corded before and after initiation of antipsychotic drugs and further
ECG controls performed on a yearly basis during long-term follow-up.
Prolonged QTcin response to antipsychotic medication may indicate
acquired long QT syndrome and/or reveal an underlying genetic predis-
position. Diagnosis and management of long QT syndrome in SMI
sheuld follow general Guidelines. *#*

Acquired long QT syndrome is usually defined by a QTc of >500 ms
or a drug-induced change from baseline >60-70 ms.*®*

In people with QTc intervals =500 ms, suspected causal drugs should
be stopped and switched to alternative medication with lower
QT-prolonging properties and be evaluated by a cardiologist for
underlying genetic conditions.

In cases of intermediate QTc prolongation (e.g =470 ms in men;
=480 ms in women), dose reduction or switching to a different
antipsychotic may be considered and repeated ECGs should be
documented. Individualized risk-benefit assessments are useful, con-

MopBoaA UTOr, MOXKHO CKa3aTb, YTO Y NALMEHTOB C TAXKENbIMU
NCUXUYECKMMMU PACCTPOUCTBAMM U apUTMUAMU HEOBXOAMMO OLEHUTD
CBA3b MeXXAYy apUTMUAMMU U aHTUNCUXOTUKaMKU. Mpu Hannuum

KAMHUYECKUX NOAO03PEHUIN MOXKeT bbiTb LLenecoobpaseH nepexopm Ha
Apyrue npenapatbl ¢ MeHbLUEe BepPOATHOCTbIO apPUTMUU, OAHAKO 3TO
cnepyet CONOCTaBAATb C PUCKOM peLuanBa TAXKENbIX NCUXUYECKUX

paccTpoOMCTB.

7.6.1.2. Heart rate changes
Both tachycardia and bradycardia are side effects of antipsychotic medi-
cation.*”® Sinus tachycardia has been reported with most antipsychotic
medications, including first- and second-generation therapies. It is most
common with clozapine (1 ?“?&33%),"'3a but has usually a transient and
benign course. However, possible medical causes of sinus tachycardia
should be excluded. In those with symptoms, rate control with cardio-
selective beta-blockers, calcium channel blockers, or ivabradine may be
used. Persistent heart rates above 130 beats per minute (b.p.m) may in
rare cases cause a tachycardiomyopathy, which is usually reversible by
improved rate control.

Bradycardia is a rare side effect of antipsychotics, with incidence not
significantly higher compared with controls *# Bradycardia warrants
careful clinical attention in people at risk, e.g. in those with pre-existing
conduction disturbances or symptoms like dizziness or syncope.

Lithium has a unique mechanism of action and a narrow therapeutic
window. Common side effects include sinus node dysfunction, bradycar-
dia, conduction delays (e.g. atrioventricular block, bundle branch block)
but also precordial T-wave changes including Brugada pattern, and QT
prelengation. Prolonged use and high blood levels increase the complica-
tion risk making maintenance of optimal lithium serum levels essential 80
Since lithium concentration is affected by sodium, conditions like dehy-
dration or renal failure must be managed carefully. However, with appro-
priate monitoring, lithium does not pose a significant CV risk 178480

In summary, in people with SMI and arrhythmias, it is necessary to
evaluate the link between arrhythmias and antipsychotics. If clinicall

2025 ESC Clinical Consensus Statement on
mental health and cardiovascular disease:
developed under the auspices of the ESC
Clinical Practice Guidelines Committee



AHTUXONNHEpPruyeckme npenapaTbl U PUCK OCTaHOBKM cepALa

1 MpexopsLas akcroanyys Togg?)m%'(a
& 173 974 B3pocnbix B Bo3pacTe =40 rer,
nepeHecLlunx BHe6OJ'|bHVI‘-IHy}O OCTaHOBKY
AHTUXOMUHEprUYecKMe 2011 2021
npenaparsl cepAua B nepuog ¢ no roa

Puck ocTaHoBKv cepaLa, aCCOLMMPOBAHHIN
C NPEXOAALLENA aHTUXONMMHEPTNYECKON HArpy3KOiA

LLIkana aHTUXONMHEPrUYECKON Harpy3Ku Puck (95% W)

MauneHTbl
40-64 ropa

MaLveHTs Score -2 vs 0 1.56 (1.52-1.61)  1.54 (147-1.62)  1.40 (1.33-1.48)
>65 net Score 23 vs 0 221 (215-227) 219 (2.10-229)  1.93 (1.84-2.02)

TpaH3UTOpHOE YyBeNnYeHue aHTUXO/IMHEPruuyecKom Harpy3Ku 3HaunTeNbHoO
NoBbIWaeT PUCK BHE60bHUYHOM OCTAaHOBKM cepala, ocobeHHo cpeaun nuu
c 60n1ee BbICOKMM YPOBHEM HaArpy3Ku

Tsai M, Su C, Sung S, et al. Transient anticholinergic burden and out-of-hospital cardiac arrest: a case-crossover study. European Heart Journal. 2025:ehaf723.



KOrHMTUBHO-NoBeAeHYeCcKan TepanuA

MbILLneHmne HeBepHble oueHKu NMpaBunbHble OLEHKU
n cyxaeHua n cyxXgeHma
MpuumHa 6onesHu: cTpecc, onbKM Bpayel MoXXHO 3aMefNnTb NporpeccpoBaHne
N3MeHUTb TedeHne 601e3HN HEBO3ZMOMKHO 6onesHu, LOBUTLCA CTOMKOM pemuccum
Bosie3sHb HeN3BEXKHO NPUBEAET K OC/IOKHEHUAM JleueHne nNo3BonAeT yyyLWNUTb Ka4ecTBO
MeauuuHa He cnocobHa BblNeunTb 601e3Hb ¥KM3HU, M36eXKaTb OCNOKHEHWN,
XMpYyprudecKkoe NedeHme o4eHb OnacHo CHU3UTb CMEPTHOCTb NpK He6oNbLIOM pUCKe
v v
[lecTpyKTMBHOE NoBeAeHune, PasymHoe noseaeHue,
n 9MOUUNOHAa/IbHbIE paCCTpOVICTBa, deKBATHAA peaKuus,
oBegeHue
A UrHOPMpoOBaHME COBETOB BPaya, npuBepKeHHOCTb K J1Iie4HeHUto,
camoJsiedveHune 3,£I,0pOBbIl7I O6p33 KU3HU
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[MpuynHbI cMmepTen HaceneHma [1aHmm u Bo3pacT

—PaK —LlepebpoBacKynspHbie 60n1e3HU

==HeBHe3anHanA cepaevyHana CMepTb HeectectBeHHan CMepTb

dereHepaTuBHble

= BHe3anHaA cepgeyHan cmepTb(BCC) GOBaEIN HEBELEN GHETeRE

5.5 M/IH HaceneHunA
55000 cmepTen 3a 2010 roaa

O ® P DL O R O S K D D
oL L S S TR I S
NG Y N Y F A LN T

Bo3spacTHble rpynnbl, rogpl

Cpeau cepaeyHbiX cmepTeit OMUHUPYIOT BHE3aNHaa cepaeyHas CMepTb.

MpodunakTuKa BHE3aNHbIX cepAeyHbIX cmepTeii asnaetTca HeapPeKTUBHOMN.

Lynge T, Risgaard B, Banner J, et al. Nationwide burden of sudden cardiac death: A study of 54,028 deaths in Denmark. Heart Rhythm. 2021;10:1657-1665.



BbIXKMBaeMOCTb NOC/1e BHEroOCNMTaIbHOM OCTaHOBKM cepaL,a

1.0
0.8
0.6

0.4 k

0.2

BbIXKMBaemocCTb

[oabl

NMporHo3 y BbDKUBLUUX NOC/NIe OCTAHOBKU cepaLua ocTaeTca KpaﬁHe

HEGI’IaI'OanFlTHbIM, KaK B nepuoa rocnutaindaumm, Tak m nocse BbinMCKu

Amacher S, Bohren C, Blatter R, et al. Long-term Survival After Out-of-Hospital Cardiac Arrest: A Systematic Review and Meta-analysis. JAMA Cardiology. 2022;6:633-643.



PacnpocTtpaHeHHOCTb Tpesoru, aenpeccun, NTCP
nocsie OCTaHOBKU cepAaua

Stud Events Total 0 Il Prevalence of Anxiet P . 95%-C1 Study Events Total Overall Prevalence of PTSD Proportion 95%-ClI

" Desai et al 2018 16611 184568 I ] 0.09 [0.08, 0.09]
Desai et al 2019 19564 184568 | 011 [0.10;0.11
Kamphuis ot al 2002 77 168 —_— 0.46 g,s._ 0.5‘} Gamper et al 2004 0 W —— 027 [0.17;0.39]
Lilja et al 2015 &7 278 e 0.24 [0.19;030) Ladwig et al 1999 8 21 E = 0.38 [0.18;0.62]
Nielsen et al 1983 4 13 —- 0.31 [0.08; 0.61)
Pesking et al 2021 26 70 —— 027 [026:050] Random effects model 16639 184663 — 0.20 [0.03; 0.65]
Piegza et al 2015 15 30 - 0.50 [0.31;069) Heterogeneity: I = 95% [B9%; 98%], + = 0.5304, 72 = 41.94 (p < 0.01) r T T T !
Roine et al 1993 20 54 -—LaG— 037 [0.24;051) (1] 0.2 0.4 06 0.8
‘Wachelder et al 2008 8 63 —— 0.13 [0.06; 0.23) Prevalence of PTSD
‘Wimmer et al 2021 14 896 - 0.15 [0.08; 0.23]
Random offects modal 19795 185340 — 0.26 [0.16; 0.39]
Heterogeneity: I = 8% [97%:; 88%)], +* = 05112, z3 = 323.36 (p < 0.01) ' ! ! ' !

L] 0.2 0.4 06 0.8
Prevalence of Anuisty Y BbIXKUBLLUUX NOC/NE OCTAHOBKMU

Sty s o Sonle . ks WAH aenpeccun, Tpesorun u NTCP
YT R - o hieexd coctaBuna 19, 26 n 20%

Random effects model 168 516 —_— 0.34 [0.16; 0.60)
Heterogeneity; I = S0% [T4%; 96%), ©* = 01392, 13 = 2042 (p <0.01) [ T T T 1

o 0.2 04 08 oe

Prevalence of Anxiety
Study Events Total Prevalence of Anxiety at 12 months Proportion 95%-Cl
Kamphuis &t al 2002 67 168 —_— 0.40 [0.32; 0.48]
Peskine et al 2021 P —_— 0.34 [0.23; 0.46]
Roine et al 1993 20 54 - 0.37 [0.24; 0.51]
Random effects model 110 290 — 0.38 [0.27: 0.51]
Heterogensity: I = 0% [0%: 90%], ©* = 0, 13 = 0.78 ( = 0.68) f T T L
02 04 06 o8
Prevalence of Anxiety

Yaow CYL, Teoh SE, Lim WS, et al. Prevalence of anxiety, depression, and post-traumatic stress disorder after cardiac arrest: A systematic review and meta-analysis. Resuscitation. 2022;170:82-91.



PaccTpoicTBa HAaCTPOEHMA N TPEBOTA Y BbIXXUBLUMNX
Nnoc/sie OCTAaHOBKW cepaLa nocse rocnutanmsauum

Table 3. Risk of Psychiatric Outcomes Among Patients With Cardiac Arrest and People in the Matched Comparison Cohorts

Cardiac arrest cohort Matched MI cohort Matched general population cohort Adjusted HR (95% C1)*
No. of No. of No. of Cardiac arrest cohort
QOutcome by time since  outcomes/No. Cumulative incidence per outcomes/No. Cumulative incidence per outcomes/No. Cumulative incidence per  Cardiac arrest cohort  vs matched general
discharge atrisk 1000 persons (95% CI) at risk 1000 persons (95% CI) atrisk 1000 persons (95% CI)® vs matched Ml cohort population cohort
Mood disorders
including depression
0-3mo 363/10412 35.30(31.86-39.00) 567/103 764 5.54(5.10-6.01) 445/109953 4.10(3.74-4.50) 7.10 (5.94-8.49) 8.20(6.80-9.90)
4-12mo 551/9060 62.20 (57.30-67.37) 2334/100025 24.04 (23.09-25.02) 1847/106 721 17.83(17.04-18.65) 2.87 (2.55-3.22) 2.93(2.60-3.31)
13-60 mo 644/7428 99.70 (92.48-107.23) 6756/88 750 89.93 (87.88-92.01) 6154/96 628 75.07 (73.27-76.91) 1.24(1.13-1.36) 1.27(1.15-1.40)
>5y 346/3421 192.08 (157.72-229.05) 5105/45810 219.44(210.78-228.22) 5366/54 291 199.11(191.25-207.08) 1.00(0.87-1.14) 1.05(0.92-1.19)
Overall 1904/10412 269.82 (249.79-290.22) 14762/103 764 268.96 (262.50-275.45) 13812/109953 250.16 (243.74-256.63) 1.78 (1.68-1.89) 1.80(1.70-1.91)
Anxiety
0-3mo 289/10889 26.84 (23.91-30.02) 348/109413 3.23(2.90-3.58) 236/114431 2.09(1.84-2.37) 9.48 (7.60-11.84) 10.44 (8.24-13.25)
4-12mo 369/9540 39.72 (35.88-43.83) 1554/105553 15.21(14.47-15.97) 1231/111159 11.44(10.81-12.09) 2.86(2.49-3.30) 3.09(2.67-3.59)
13-60 mo 533/7975 76.99 (70.81-83.49) 5059/94 076 63.16 (61.48-64.87) 4262/100 928 49.66 (48.21-51.14) 1.37(1.23-1.52) 1.36(1.22-1.52)
>hy 234/3729 113.60(97.48-131.08) 2853/48 555 122.03 (115.25-129.02) 3020/57 034 113.97 (105.79-122.47) 1.24(1.06-1.46) 1.26(1.07-1.48)
Overall 1425/10889 187.12 (175.98-198.53) 0814/109413 166.70(161.45-172.03) 8749/114 431 152.98 (146.17-159.92) 1.98(1.85-2.12) 1.97 (1.84-2.12)

Y BbDXUBLUMX NOC/IE rOCNUTA/IN3aLLMM YacTOTa PACCTPOMCTB HAaCTPOEHUA U TPEeBOrm

Bbiwe B 1.8 n 2 pasa, yem nocne UHPapKTa MUOKapAa,
HO TeMbl CHUXXEHMA YacTOTbl Nocne cobbiTuA conoCcTaBUMBbI

Secher N, Adelborg K, Szentkuti P, et al. Evaluation of Neurologic and Psychiatric Outcomes After Hospital Discharge Among Adult Survivors of Cardiac Arrest. JAMA Netw Open. 2022;5(5):e2213546.



OHCA

MI

OHCA

MI

infarction (MI) controls, n (%). At least borderline—mild impairment (z<-1) in A, major impairment (z<-2) in B. Key in the bottom

KOrHUTUBHbIE HAapYLLEHMA NOCAEe OCTAaHOBKMU cepALia

0%

0%

59 18 16
(54) (17) (15)
58 19 7 6
(63) (21) (8) (6)
25% 50% 75% 100%
93 6 8 @
(86) (6) (7)
88 4
(96) (4)
25% 50% 75% 100%

Ooe OO 0O=0- 0+ Es M-

Fig. 2 Number of cognitive domains (0-6) with cagnitive impairment in of out-of-hospital cardiac arrest (OHCA) survivors and myocardial

Neuropsychological test battery Six cognitive domains
were assessed, italicized below, based on the subsequent
neuropsychological tests.

« Verbal Wechsler Adult Intelligence Scale—Fourth
Edition (WAIS-IV) Vocabulary [17], Delis-Kaplan
Executive Function System (D-KEFS) Verbal Fluency
[18].

« Visual/constructive WAIS-1V Block Design, Matrix
Reasoning [17].

«  Working memory WAIS-IV Digit Span [17], Wechsler
Memory Scale — Third Edition (WMS-III) Spatial
Span [19].

« Episodic memory Rey Auditory Verbal Learning Test
(RAVLT) [20], WMS-III Logical Memory [19], Brief
Visuospatial Memory Test-Revised (BVMT-R) [21].

«+ Processing speed Trail Making Test (TMT) A [22],
D-KEFS Color-Word Interference Test (CWIT) 1 & 2
[18].

« Executive functions TMT B [22], D-KEFS CWIT 3
[18].

Mocne ocTaHOBKM cepala KOTHUTUBHbIE HapyweHUA 6onee BbipaXKeHbl,

yem nocne nHpapkKra mmokapaa: nerkme 17 n 21%, sbipakeHHble 14 n 4%

Secher N, Adelborg K, Szentkuti P, et al. Evaluation of Neurologic and Psychiatric Outcomes After Hospital Discharge Among Adult Survivors of Cardiac Arrest. JAMA Netw Open. 2022;5(5):e2213546.



BanaHune Aenpeccnn n TpeBorm Ha otTaaaeHHYHO BbIXKNBAEMOCTb

Figure 2. Long-term Mortality Among Patients With Out-of-Hospital Cardiac Arrest (OHCA)
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Time, y

No. at risk
Patients without depression or anxiety 1976 1976 1799 1683 1327 1013 761 532 371 260 161 100 56 15 0
Patients with depression or anxiety 397 397 355 330 252 198 141 105 70 49 31 21 13 6 0

Table 2. Multivariable Analysis to Identify Association Between Psychiatric Disorders and Long-term Mortality

After OHCA
HR (95% ClI)
Disorder Crude Adjusted®
Depression or anxiety 1.35(1.12-1.62) 1.41(1.17-1.70)
Depression 1.34(1.08-1.67) 1.44(1.16-1.79)
Anxiety 1.18(0.93-1.51) 1.20(0.94-1.53)

Lee J, Cho Y, Oh J, et al. Analysis of Anxiety or Depression and Long-term Mortality Among Survivors of Out-of-Hospital Cardiac Arrest. JAMA Netw Open. 2023;6(4):e237809.
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Ghezzi E, et al. Burden of mood symptoms and disorders in implantable cardioverter defibrillator patients: a systematic review and meta-analysis of 39 954 patients. EP Europace. 2023;25(6):euad130.
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Magnusson P, Mattsson G, Wallhagen M, Karlsson J. Health-related quality of life in patients with implantable cardioverter defibrillators in Sweden: a cross-sectional observational trial. BMJ Open. 2021 Jul 9;11(7):e047053.
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UMmnnaHTauma KapamosepTtepa-agedpubpunnaropa y mHormx naumeHtos (40-65%)
YAYYLLUAeT KauecTBo XMU3HU, 0CO6eHHO B ciyvyae peCUHXPOHU3UPYIOLLUX

yCTpOMUCTB. B TO }Ke BpemA o0cnoXHeHusa, o0cobeHHO HeonpaBAaHHble pa3paabl,
VXYALLAIOT Ka4ecTBO XXU3HU NOUTU Y KaXKA0ro AecAToro nauueHTa.

Januszkiewicz £, Barra S, Providencia R, et al. Long-term quality of life and acceptance of implantable cardioverter-defibrillator therapy: results of the European Heart Rhythm Association survey. EP Europace. 2022;5:860-867.



Pusnyeckana akTUBHOCTb U PUCKM BHE3AMHOM cCepaevyHON CMEPTH

A | Physical activity and sudden cardiac death, per 20 MET-hours/week |
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Fig. 3 Physical activity and sudden cardiac death, linear and nonlinear dose-response analysis

Aune D, Schlesinger S, Hamer M, et al. Physical activity and the risk of sudden cardiac death: a systematic review and meta-analysis of prospective studies. BMC Cardiovascular Disorders. 2020;1:318.



Te3ucbl Ana pekomeHaaLnm

Y BbIXKUBLUMX NOC/Ie OCTAHOBKM cepAl,a NOBbIWAeTCcA 4acToTa AJIUTENbHO
NepCcUCTUpPYOLWMX CUMNTOMOB aenpeccuun, Tpesorn u MNTCP

NmnnaHTaumna KapamosepTtepa-aedmnbpmnnatopa yBeMYMBAET YacTOTY TPEBOTN,
nenpeccun mn NTCP, o0cobeHHOo Y NauMeHTOB UCMbITbIBABLLUX Pa3pAabl

JleyeHune NCMXMYECKMX PACCTPOMCTB Y NAaLMEHTOB NOC/E OCTaHOBKM cepaLa TpebyeT
yyeTa BANAHUA NncuxopapmaKkoTepannum Ha PUCKU BHE3AMHOM CepaeYHON CMEPTH,
BKAtOYaA yaAaMHeHUe nHtepsana QT

dunsnyeckme Harpyskm ymeHbLLAOT CMMMITOMbI TPEBOTU U AENPECCUN, a TaKKe MOTYT
CHMU3UTb PUCK BHE3AMHOM CepAeYHON CMepPTH
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