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Background: Due to improved survival rates, more patients treated for cancer
are living with co-morbidities secondary to their therapy. Left ventricular systolic
dysfunction (LVSD) is  a  recognised consequence of  chemotherapeutic  agents.
The  arrhythmia  burden  in  cardio-toxcitiy  is  less  clear  however.  A  recent
retrospective  study  observed  an  episodic  rate  of  73.9% and  56.6% for  non-
sustained ventricular tachycardia (NSVT) and atrial fibrillation (AF) respectively in
an  anthracycline-induced  LVSD  group,  similar  to  ischaemic/dilated
cardiomyopathies controls after 5.5 years of follow up. 

Methods: We retrospectively reviewed data for patients seen in device/cardio-
oncology clinics (2016-2017) with severe LVSD secondary to chemotherapy who
underwent  implantable  cardiac  defibrillator  (ICD)  or  cardiac  resynchronisation
therapy defibrillator (CRT-D) insertion. 10 patients met criteria, of whom 9 had
previous anthracycline based chemotherapy. 8 individuals had a prior diagnosis
of  lymphoma  or  acute  myeloid  leukaemia  and  2  had  breast  cancer.
Echocardiograms, device interrogation reports and clinic letters were reviewed.

Results: Average age at cancer diagnosis was 50.5 years (25.1 - 73). Time from
initial chemotherapy to first documented LVSD ranged from 6 months to 14.1
years with an average LV ejection fraction on first imaging of 21.1% (IQR 17.5-
26.4%). One patient developed single vessel coronary disease following an initial
diagnosis of chemotherapy-induced cardiomyopathy. 9/10 devices were inserted
for  primary  prevention  and  one  for  secondary  prevention.  Time  from  initial
chemotherapy to device implant varied from 8 months to 18.7 years. 7/10 and
6/10 patients had evidence of NSVT and atrial tachycardia/AF respectively during
an average 9 months (±3) of device interrogation. 3/10 had > 15 episodes of
NSVT.  1  patient  inappropriately  received  device  therapy  due  to  AF  with  fast
ventricular rates.

Conclusion: NSVT and atrial arrhythmia burden is evident in this cohort which
requires  careful  consideration  for  appropriate  defibrillator  settings  and
optimisation of ventricular rate control. Larger cohorts with prolonged follow-up
are  necessary  to  effectively  evaluate  arrhythmia  burden  and  institute
appropriate changes to treatment. 
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