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tachycardia at hospital admission. Five individuals

percentage of the entire cohort in our SCD registry

(26%) had a previous ablation, 4 of which were

was investigated with an ECG, therefore the true

associated with successful resolution of the WPW

prevalence of SCD from WPW cannot be ascertained

pattern on the ECG. In the majority of cases (n ¼ 16;

from this study. Our data suggest that WPW causes

84%), SCD occurred at rest. The mean heart weight

death in asymptomatic individuals and deaths may

was 408  105 g. In 10 patients (53%), the autopsy

occur following ablation; however, this study cannot

revealed a normal heart, 5 cases showed deﬁnitive

ascertain the prevalence of fatal events in these cir-

cardiac

hypertrophic

cumstances because our information relied on sec-

cardiomyopathy [HCM] and 1 case of cardiac sarcoid),

ondary reports and we did not have adequate details

and 4 cases demonstrated autopsy ﬁndings of

about the electrophysiological studies, including the

uncertain signiﬁcance (2 cases of idiopathic left

refractory

ventricular hypertrophy, 1 with idiopathic ﬁbrosis,

respectively. Finally, the cardiac autopsy did not

and 1 with an enlarged left ventricle). Of the 5

include a standardized demonstration of accessory

asymptomatic patients, the postmortem revealed

pathways at the histological assessment.

pathology
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or
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pathways,

HCM in 3 and a normal heart in 2 cases. Two of the 4
patients with HCM showed myocardial ﬁbrosis in the
interventricular septum. All deaths attributed to
HCM

were

characterized

by

left

ventricular

hypertrophy associated with myocyte disarray. None
showed intracellular vacuolization characteristic of
glycogen

storage

diseases

associated

with
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WPW cases with structural abnormalities at autopsy
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was similar to cases without the reported WPW ECG
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pattern (n ¼ 1,870; 51%).
In conclusion, our ﬁndings suggest the following:
1) a proportion of cases with the WPW ECG pattern
may die suddenly in the absence of symptoms; 2)
many die at rest; 3) deaths may occur after the fourth
decade; and 4) a substantial proportion of individuals
have concomitant pathology that may contribute to
atrial ﬁbrillation. Previous prospective studies have
showed that the presence of symptoms is not useful
in the risk stratiﬁcation of WPW patients (2,4,5).
In addition, accessory pathway ablation did not seem
to eliminate the risk of SCD, because 5 of the SCD
cases were subjected to an ablation procedure. This is
possibly due to the presence of multiple pathways or
of other coexisting substrates for fatal arrhythmias.
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Finally, pre-excitation was associated with additional
structural abnormalities in almost 50% of cases,
underscoring the importance of performing baseline
echocardiography and possibly cardiovascular magnetic resonance in all individuals with WPW and
suggesting that the combination of pre-excitation

Diastolic Blood Pressure
and Myocardial Damage
What About Coronary Perfusion Time?

with additional cardiac pathology may render individuals at higher risk of SCD.
Our study has some limitations. Although all the
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high-sensitivity cardiac troponin T) and with coronary
heart disease (CHD), stroke, or death (1). They
concluded that particularly among subjects with
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elevated pulse pressure, low DBP was associated
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with subclinical myocardial damage and coronary
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systolic blood pressure $120 mm Hg, and thus

In this insightful analysis, a very low DBP coupled
with a high pulse pressure seemed to be very deleterious and these results put new perspective on
studies that support lower targets for blood pressure
lowering therapy (2).
It has been shown that overaggressive antihypertensive treatment, that leads to low DBP and thus
hypoperfusion of the coronary arteries, results in

Diastolic Hypotension and
Myocardial Ischemia
A Reason to Remember Cuff Artifact in
Blood Pressure Measurement
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patients attending hypertension clinics, but it is
likely that lesser degrees of cuff artifact are much
more common.
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In patients with stiff arteries, bradycardia widens
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do not seem to be hypotensive, it is important to
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measure intra-arterial pressure. The ﬁndings of McE-
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