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Since the introduction of ICD's into clinical cardiology 25 years ago, though the efficacy of the device in detecting and aborting VF and rapid VT has been established beyond question, the quandary for the Cardiologist has been one of patient selection. The early clinical trials included survivors of sudden death whereas the more recent studies focused on those presumed to be at high risk for sudden death (LVEF<40 alone or with added risk features such as induced VT, NSVT, late potentials, reduced HR variability, etc.).  The Control group annual mortality was surprisingly similar with or without h/o SD (roughly 10%), the only exception being 18% in those with Procainamide resistant induced VT. The consensus clearly was that ICD reduced all cause mortality significantly by reducing sudden death in all patient groups studied.  The dilemma remains, however, that 90% of ICD recipients do not get therapy from the device in the first year and yet are exposed to the risk of recurring expense and inappropriate shocks. The epidemiological data that up to 40% of post MI sudden death is seen in those with LVEF>40 is yet another challenge for the Clinician. In summary, therefore, for us to enhance the cost benefit ratio of ICD utilization, further refinements need to be made in patient selection in the post MI patient regardless of LVEF and the cardiomyopathy patient so that the majority of ICD recipients will have appropriate therapy in the years to come.
