
Original papers

Sudden death after spontaneous ventricular
fibrillation: case reports
H.J.N. BETHELL

SUMMARY Patients resuscitated from ventricular fibrillation
in the absence of myocardial infarction remain at high risk
of sudden death, even if underlying risk factors are treated.
Two such cases are reported here.

Introduction
% TENTRICULAR fibrillation in coronary heart disease may
V foilow acute myocardial infarction or may be spontaneous,

producing unexpected sudden death. Because acute myocardial
infarction often produces symptoms which result in medical help
being called before ventricular fibrillation can supervene, most
patients resuscitated from ventricular fibrillation come from the
infarct group. Infarct patients who are resuscitated and survive
to leave hospital have as good a long term prognosis as those
who have not suffered this complication. 1-3 The spread of pro-
grammes to train the non-medical public to perform car-
diopulmonary resuscitation with the back up of portable
defibrillators carried by general practitioners and ambulances
should result in more patients surviving an episode of spon-
taneous ventricular fibrillation.4' This may not, however, great-
ly prolong their lives.

Case reports

Case 1. Mrs A, aged 56 years, collapsed after walking round a
4 km 'fun run' course on 30 September 1986. She was carried
into the medical tent where she was found to be in ventricular
fibrillation. Defibrillation with a single 50 J shock converted
her to fast atrial fibrillation and she was transferred to hospital.
By the morning she was conscious and back in sinus rhythm.
She gave no history of previous cardiac illness and investiga-
tion showed no evidence of infarction. Coronary angiography
revealed occlusion of the right coronary artery and 70/o nar-
rowing of the left anterior descendintg artery. On 7 November
1986 triple vessel coronary artery bypass grafting was perform-
ed. There were no immediate post-operative complications,
though there was an enzyme rise which suggested peri-operative
infarction. On 11 November she was up and about, but the next
day she suffered a further cardiac arrest from which she could
not be resuscitated. A postmortem was not performed.
Case 2. Mr B, aged 68 years, suffered an acute myocardial in-
farct on 12 August 1986. He had been treated for mild hyperten-
sion with triamterene/hydrochlorothiazide, two tablets daily,
since 27 September 1985 and was also taking glibenclamide 10
mg daily for diabetes mellitus. He was treated in hospital for
10 days, during which time he had brief episodes of atrial fibrilla-
tion and pericarditis. His drug regimen on discharge was un-
changed. On 6 October 1986 he started on a course of thrice
weekly medically supervised cardiac rehabilitation.6 He was
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making excellent progress on the course when, on 28 November
1986, he went into ventricular fibrillation towards the end of
an exercise session. He received a 50 J shock and returned to
sinus rhythm with multiple ventricular ectopics, but repeatedly
went back into ventricular fibrillation. He reverted spontaneously
from some of these episodes but most required DC conversion.
He was transferred to hospital where he was treated with a ligno-
caine drip, and within two hours of the original arrest had stop-
ped going into ventricular fibrillation. During that time he had
received between 20 and 25 DC shocks. Investigation revealed
no evidence of a further infarct, but showed a plasma potassium
concentration of 2.3 mM. He was given intravenous and oral
potassium supplements, which increased the level to 4.4 mM.
He was discharged on 5 December 1986 on amiodarone 200 mg
twice daily. He remained well until 19 December when he was
found dead in his garden where he had been digging. A post-
mortem was not performed.

Discussion
The electrophysiology of sudden death after acute myocardial
infarction is different to that in patients who have not infarc-
ted. After infarction a very early ventricular ectopic (the R-on-
T phenomenon) is the usual precipitating event.

In the absence of infarction, ventricular fibrillation is usual-
ly the outcome of prolonged and unusually rapid ventricular
tachycardia occurring against a background of increasing ven-
tricular ectopic activity.7-9 If the patient is resuscitated, the
underlying tendency to ventricular irritability is not altered, and
he remains at high risk for sudden death, with a two year mor-
tality of nearly 50%. '0 No antiarrhythmic drug has been shown
to lower this risk," though it is possible that the long term
benefit of beta-blockers after myocardial infarction is due to this
effect. Most people who die suddenly without infarction have
severe coronary artery disease,'2 which is previously recogniz-
ed in about 40% of them.'3 The chief predictors of sudden
death in patients with overt coronary disease are extensive
myocardial damage and cardiac failure'3 but those who have
been resuscitated from previous non-infarct related cardiac arr-
rest are at far higher risk than any other group. These patients
would benefit from implanted defibrillators, whether or not they
have correctable underlying contributory factors, such as cor-
onary stenoses or electrolyte disturbance. As the number of peo-
ple in this category increases, the cost of implanted defibrillators
is likely to become a contentious issue.
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MANAGEMENT APPRECIATION
PROGRAMME

The Royal College of General Practitioners is pleased to offer a
series of two day MANAGEMENT APPRECIATION COURSES for
general practitioners and practice managers, as part of the
College's continuing initiative in the development of general prac-
tice management.
The course leader is June Huntington, Director of Educational
Programmes at the Kings Fund College and Sally Irvine, General
Administrator of the Royal College of General Practitioners, is
programme director.
The course aims are to explore changes in general practice
organization and the consequent needs for more effective manage-
ment; to clarify the management task and its relationship to better
patient care; to address the management of self, others, the
organization and change.
Fees are £175.00 for members; £200.00 for non-members. Over-
night accommodation is available at Princes Gate. The courses
have been zero-rated under Section 63.

1989 course dates are:
28/29 July

8/9 September
13/14 October
3/4 November

Further details are available from: Projects Office, RCGP, 14 Princes
Gate, Hyde Park, London SW7 1PU. Tel: 01-581 3232.
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you to make complete medical The system is fast. Nothing srecords (if you wish, you need hmoreiritating thanswaitingfor a
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