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ABSTRACT
Informed consent is of the utmost importance,
especially in complex clinical situations where patients
may be exposed to a life-threatening risk. A particularly
complex example is the eligibility of competitive
athletes with inherited cardiac conditions on medical
grounds, especially when the risk is low or
unquantifiable. The rationale and benefits of a joint
informed consent for athletes to compete with
potentially life-threatening cardiac conditions are
discussed in this manuscript.

BACKGROUND
The diagnosis of a heart rhythm disorder or
cardiomyopathy in a competitive athlete may
lead to dilemma and challenging choices,
associated with medical, ethical and legal
controversy.1 Very often, the degree and
extent of sudden cardiac death risk exposure
in a specific individual is impossible to quan-
tify. Not only can individuals who qualify to
participate in sport after thorough cardiac
screening and still experience ventricular fib-
rillation,2 but conversely those testing posi-
tive for cardiac conditions, like hypertrophic
cardiomyopathy, may live long and healthy
lives without serious arrhythmic events.3

Obtaining patients’ informed consent has
now become a routine and mandatory part
of medical practice (‘Practising medicine
without consent may constitute assault,
actionable without proof of physical
damage’.).4 5 We believe the same should
apply to the setting of preparticipation
screening and eligibility decisions. However,
this situation is unique and complex because
of the different parties involved (athlete/
patient, physician(s) and sports team/organ-
isation), the challenges of predicting risk in
individuals with complex cardiac conditions
competing under extreme physical stress and
that disqualification on medical grounds may
have devastating psychological and financial

implications to the individual. This paper
will focus on cardiac disorders alone.
Concussions or musculoskeletal injuries are
beyond this remit.

From the first proposal into the currently
suggested framework
The need for an athlete informed consent
model was proposed several years ago.6 The
concept was based on a ‘strong libertarian
philosophy that would enable a physically
impaired athlete to voluntarily assume the
risk of a potentially serious injury, which is
not medically certain, or even likely, to
occur’.6 However, this notion has not made
its way into the routine medical decision-
making process. British law contemplates the
concept of volenti non fit injuria (from Latin:
to a willing person, harm is not done)7 Applied
to the athlete with a heart rhythm disorder,

KEY MESSAGES

What is already known about this subject?
▸ Obtaining an informed consent in athletes with

arrhythmic disorders has been mentioned for a
few years, but so far it has not been incorpo-
rated into guidelines, or extensively discussed in
the literature.

What does this study add?
▸ This is the first paper to focus on this concept,

providing a thorough rationale for its use, and
highlighting all the advantages of implementing
informed consenting of athletes, both for the
athlete and for the physician.

How might this impact on clinical practice?
▸ Obtaining an informed consent for all athletes,

or athletes with potential arrhythmic disorders,
will improve transparency, doctor-patient com-
munication, knowledge of athletes and sports
teams about cardiac conditions, improve avail-
ability of staff trained in cardiopulmonary resus-
citation and automatic external defibrillators, and
ultimately it will allow empowerment of patients.
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this would mean that if the athlete is willing to undergo
voluntarily exposure to risk, and fully knows and under-
stands the extent of the possible consequences, there is
no one to blame in case something happens.
Sometimes, athletes and families are willing to sign

waivers preventing future legal claims against physi-
cians, or sports clubs, in the case of an adverse event.8 9

Legal issues may also arise in patients who have previou-
sly undergone cardiac screening which failed to detect
a cardiac condition but ultimately experience fatal
events. Therefore, we believe the signing of a joint in-
formed consent form by all athletes, and not only those
with ‘grey zone’ cardiac conditions (examples presented
in box 1)10 11 should be mandatory, as all athletes, no
matter how thorough their screening, may potentially be
at risk of sudden cardiac death and should be made
aware of that. This is particularly relevant in the context
of non-diagnostic findings, for example, subtle ECG or
imaging anomalies identified on investigation of cardiac
symptoms, family screening for sudden arrhythmic death
syndrome or preparticipation screening. Even though
preparticipation screening is controversial and has
recently been called into question by an Israeli longitu-
dinal data analysis,12 and a review by the Belgian Health
Care Knowledge Centre,13 in the landmark Nationwide
Italian study, it has been suggested to be of benefit and
associated with a 90% reduction in sudden cardiac death
in the 20-year period following its implementation.14

Therefore, despite the overall risk of sudden cardiac
death ranges from 1 in 53 703 to 1 in 164 000 athlete-
years,15–17 it is important to ensure that the athlete is fully
aware of the risks of competitive sports participation,
since the consequences are so devastating.

Involved parties
The patient
The General Medical Council provides clear guidance in
consenting patients and in the decision-making
process.5 Individuals with mental capacity to decide for
themselves should be allowed to play the main role in
the decision-making process, as discussed on point 5 of
the document. This should happen irrespectively of the
risk of adverse events, whether it is very low (annual risk
deemed to be <1%), uncertain or high, as long as ath-
letes can only harm themselves (ie, if they are not
placing other individuals at risk) with the decision of
not abandoning their sporting career. In situations of a
clearly life-threatening condition (some examples are
presented in box 2),10 11 the physician should play a
safeguarding role as he/she has a duty of care, but the
ultimate decision left to the individual as long as they
are competent.5

Confirmation that an athlete understands the risks
involved and has the necessary maturity to exercise auton-
omy and responsibility for their own health is critical and
may require separate expert assessment if this is in doubt
or contested. In some countries, the question of how
much liberty an athlete has and the maximum level of

risk they may be allowed to assume when making this
decision, or which situations can be classified as too high
risk, is still open to debate. Understanding the natural
history of the disease, the probability and rate of progres-
sion, the risk of fatal events and the severity of resulting
harm with sporting participation, as well as whether rea-
sonable treatment interventions or taking specific precau-
tions would sufficiently reduce or even eliminate risk of
injury must constitute key components.6

Box 1 Example of challenging (‘grey zone’) cardiac condi-
tions for eligibility decisions Ψ

Presence of non-specific T-wave changes with a structurally
normal heart
Reason: Highly prevalent and not necessarily associated with an
adverse prognosis

Patients presenting with some, but not all, of the required criteria
for the diagnosis of cardiomyopathy or channelopathy
Reason: Diagnosis of condition not possible and therefore risk
still uncertain

Genotype-positive individuals who have not yet developed a heart
disease phenotype
Reason: Certain conditions such as hypertrophic cardiomyopathy
or long QT mutations may have incomplete penetrance, that is,
individuals with a mutation will not necessarily develop the
cardiac condition

Non-compacted ventricular cardiomyopathy in patients with no
detectable signs of arrhythmic vulnerability
Reason: Highly prevalent condition with sparse data regarding
sports

Brugada syndrome with no previous documentation of arrhythmic
events
Reason: Events are more likely to occur at night during sleep
rather than exercise

Primary prevention ICD recipients without clear association of
ventricular dysrhythmia with exertion in the past and no previous
history of ICD therapies, namely if not involved in sports with
high risk of collision or lead damage
Reason: Preliminary data regarding the effectiveness and durabil-
ity of ICDs in athletes during short-term/medium-term follow-up
are now available.

Permanent pacemaker recipients, mainly if not involved in sports
with high risk of collision or lead damage, and if not
pacing-dependent
Reason: Risk of lead failure is unlikely and even if it occurs,
patients will not be exposed to an immediate life-threatening
situation

Ψ Note: This list does not aim to be exhaustive or cover all possible clin-
ical scenarios. It is based on current guidelines/consensus and on the
authors’ personal experience and views. We believe that in some of these
situations, or other cases of high complexity, a Joint Case Conference by
a group of experts may be the best option to provide a well-informed and
non-biased medical judgement. Also, the decision to consider these indi-
viduals eligible should rely on the availability of automatic external defibril-
lators and presence of trained staff for cardiopulmonary resuscitation.
ICD, implantable cardioverter defibrillator.
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The role of the physician
The task of the physician in this scenario is complex and
should not be restricted to a final decision or judgement
regarding disqualification from sporting competition.
We suggest the main aim of the physician should be
counselling the athlete on their condition, its likely
natural history under different circumstances (ie,
involvement in sporting participation or not), potential
treatments or methods to potentially reduce risk, high-
lighting gaps in knowledge in medical practice pertain-
ing to sport and their condition and protecting an
athlete’s health in all its dimensions (not only physical,
but also psychological).
The General Medical Council Good Medical Practice

Document states that doctors should ‘work in partnership
with patients. Listen to, and respond to, their concerns
and preferences. Give patients the information they
want or need in a way they can understand. Respect
patients’ right to reach decisions with you about their
treatment and care’.18

A clear diagnosis of the medical problem is critical,
and the physician should decide which method of

screening is more appropriate, be it history-taking and
physical examination, 12-lead resting ECG or echocar-
diogram for all patients, based on his/her perceived
risk, and views on the sensitivity and cost-efficacy of the
screening process. However, obtaining a conclusive diag-
nosis may sometimes present challenges, as some disease
entities may be incompletely understood (eg, the thin
line between normal physiological states and disease, eg,
isolated non-compaction of the left ventricle19), or
inconclusive (cases of non-specific repolarisation abnor-
malities with normal echocardiographic and MRI find-
ings), or sometimes multiple disease states can overlap
such that teasing out individual risks can prove challen-
ging (box 3).10 11 20 Such complex decisions are best
made by a group of experts in a Joint Case Conference
or Multi-Disciplinary Team Meeting fully documenting
the patient’s clinical condition, investigations and con-
sensus of risk of sudden death, prognosis and long-term
management.
It is of the utmost importance the physician clearly

informs patients (and relatives if the patient is legally a
minor) of their condition, the possible risks and serious-
ness of the situation, areas of evidence and knowledge
gaps, which treatment options are available and their
effectiveness, and all according to existing data or lack
thereof. The clinician should highlight when these are not
100% predictive and if existing data are preliminary.21 22

The question of how much information a physician
must give to a patient may be contentious. The General
Medical Council document on Good Medical Practice
advises that the doctor must tell patients if treatment

Box 3 Causes and examples of situations that can
deceive screening (false negatives) Ψ

(A) Intermittent phenotype
▸ Brugada syndrome
▸ Long QT syndrome

(B) Phenotype only develops following exposure to an aggression
▸ Viral myocarditis
▸ Commotio cordis

(C) Insidious onset and unpredictable development of phenotype
▸ Hypertrophic cardiomyopathy
▸ Arrhythmogenic right ventricular cardiomyopathy
▸ Familial dilated cardiomyopathy

ECG changes precede the development of the typical echocardiographic
phenotype. Therefore, a diagnosis may not yet be possible while screening
is performed and presence of electrical criteria for left ventricular hyper-
trophy and negative T waves in a patient with no family history of cardio-
myopathy may be classified as unspecific or athlete’s heart if changes in
the echocardiogram or MRI are non-diagnostic. However, progression to
hypertrophic cardiomyopathy may be detected at a later stage if regular
echocardiographic monitoring is performed. Normal screening tests can
also be observed in patients with who later progress to develop a full
phenotype.

Ψ—This list does not aim to be exhaustive or cover all possible clinical
scenarios. It is based on current guidelines/consensus and on the
author’s personal experience and views.

Box 2 Example of situations associated with very high
risk for competition Ψ

Risk of harm to other individuals: athletes or spectators
(ie, auto-racing, motorcycling or riflery)

Risk of direct and life-threatening harm resulting from loss of
consciousness in the evidence of a very high probability of
arrhythmic events during competition
(ie, fall from great height, drowning, heavy body or cranial
trauma)

Documentation of exercise/catecholaminergic driven life-
threatening sustained ventricular arrhythmias in patients already
on maximal β blocker dose, for example, CPVT, long QT
syndrome

Documentation of high degree or third-degree atrioventricular
block, proven not to be caused by hypervagotonic states, and
causing symptoms, in patients without a permanent pacemaker

Patients with severe and non-reversible pulmonary hypertension
in the presence or absence of congenital heart disease

Obstructive hypertrophic cardiomyopathy with severe dynamic
gradient requiring appropriate intervention

Fixed obstructive lesions, for example, aortic stenosis, subaortic
membrane

High risk of aortic rupture, for example, ascending aortic aneur-
ysms in Marfan syndrome

Athletes previously requiring defibrillation during competition,
namely if concerns exist regarding possible refractoriness or
resistance of the arrhythmia and the availability of defibrillators

Ψ Note: This list does not aim to be exhaustive or cover all possible clin-
ical scenarios. It is based on current guidelines/consensus and on the
author’s personal experience and views.
CPVT, cathecolaminergic polymorphic ventricular tachycardia.
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might result in a serious adverse outcome, even if the
risk is very small, and physicians should also tell patients
about less serious complications if they occur frequently
(point 32).18 Not informing the patient about a risk the
doctor thinks is negligible, and therefore assuming the
patient shares the same opinion, can be perceived as
medical paternalism. The concept of material risk is of
importance in this topic.23 This is defined as ‘either a
risk to which a reasonable person in the patient’s pos-
ition would be likely to attach significance or a risk that
a doctor knows—or should reasonably know—would
probably be deemed of significance by this particular
patient’.24 Therefore, if information is likely to be of sig-
nificance to the athlete, doctors should disclose it, and
should not wait for the athlete to ask for it.
According to the General Medical Council guidance,

doctors should respect athlete’s decision even if it seems
‘wrong or irrational’ (point 43), and ascertain the deci-
sion is voluntary (point 41) and not happening as a
result of pressure from a third party.5 This certainly will
be alarming to many physicians when a patient is per-
ceived to be at very high risk of sudden death (see exam-
ples of box 2).10 11 In such circumstances, every
endeavour should be taken to ensure that the athlete
understands the risk and is protected accordingly.
However, ultimately the decision lies in the hands of the
athletes unless they are officially banned by the club or
sports organisation. In spite of this, every effort should
be made to create a close partnership with the physician,
as avoiding screening or any form of medical contact
can result in harm to the athlete.
It is important that the physician explains to athletes

and their sports team/coaches from start that in some
‘grey zone’ situations with non-specific findings or when
a final diagnosis is unclear, the potential risk of adverse
outcomes or the lack of knowledge of risk in these situa-
tions. This also applies when all screening tests prove
normal, or there is thought to be only a minor, but non-
negligible risk. As no situation can be totally risk-free, it
is important to explain there is still a lot we do not know

about sudden cardiac death in young adults, and we
must acknowledge that 21st century medicine is not, and
is unlikely to ever be, 100% reliable in identifying all
individuals at risk of sudden arrhythmic death.
The physician should liaise with the patient and sports

team or organisation providing information regarding
the probabilities of adverse events that can occur in the
particular athlete, and need and frequency of future
follow-up. Accordingly, support should be given in the
choice of appropriate medical equipment and imple-
mentation of staff training (cardiopulmonary resuscita-
tion, use of automatic external defibrillators, etc).
Formal, regular assessment of the appropriate function-
ing of this system, equipment and staff training to detect
and treat life-threatening situations should be made
before the athlete returns to the field.

Responsibilities of the employer/sports team/organisation
The team or organisation has a duty of protecting the
health and safety of participating athletes. In the UK, orga-
nisations have been deemed guilty of breach of duty to
provide appropriate and urgent healthcare to athletes
arising from complications occurring their sports activity.
However, in some countries, uncertainty may exist regard-
ing the legal duty of these organisations if patients volun-
tarily place themselves at increased risk in the context of
an arrhythmic disorder.6 It is critical to ensure there is no
evidence of coercion from the sports team/family, be it
financial, competitive or otherwise. In the event of a joint
informed consent between the athlete, physician and
sports team, where each of the parties involved assumes its
duties and obligations, we suggest the responsibilities of
the team in offering adequate protection to the individual
should include: (1) provision of automatic external defi-
brillators during training and competition; (2) training
and availability of personnel for cardiopulmonary resuscita-
tion and use of automatic external defibrillators; (3) provi-
sion of specialised medical care for cardiology (or other
relevant) assessments for diagnosis, risk assessment, disease
monitoring and necessary therapeutic interventions; (4)

Figure 1 Aspects of the joint informed consent: roles and duties of the three involved parties.
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provision of adequate insurance for health-related compli-
cations resulting from competition; (5) for professional
athletes agreeing on conditions for transition to a new
occupation/role in the event of retirement due to
health-related problems or events (figure 1). The latter
may be of value to prevent situations of athletes being
‘forced’ to remain in competition because of concerns
regarding their livelihood. However, there must be limits to
this support, and the degree of involvement of the team in
the transitioning process still requires clarification.
The right of a team physician, team consultants and an

institution to restrict an athlete from participation is a
very complex matter which is not discussed in this paper.
Patient empowerment is a concept now being widely used
in several fields of medicine,25 namely in the setting of
diagnostic tests and therapeutic interventions. However,
empowering patients through a shared-decision or an
informed-decision model, or disempowering them
through the use of a paternalist approach, should not
preclude obtaining the athlete’s consent.
Finally, a special note for a difficult situation meriting

reflection: the athlete declining screening. There are
situations where individuals with full capacity, and
assuming that they have no known cardiac conditions,
and/or are fully aware of possible risks, may refuse to
undergo screening. Such instances should be analysed
on a case-by-case basis, and the outcome will depend on
each club’s and sports league/competition policy or reg-
ulations. If the athlete’s decision goes against regula-
tions, the athlete will have no option, as screening will
be mandatory in order to be eligible. However, if the
regulation allows it and if the athlete is willing and
aware of the involved risks, it is the authors’ belief that
the athlete should be empowered to make such a deci-
sion. However, necessary precautions (with AEDs and
trained staff in CPR) should be made available during
training and competition.

Ultimate goal
We believe the widespread use of a ‘joint informed
consent’ concept is a crucial step for making the deci-
sion process towards eligibility or disqualification in
sport safer and more transparent. We believe this will
lead to a better understanding of the potential risks
involved in certain conditions, the appropriateness of
competition, the need for lifelong monitoring and the
best way to prevent a fatal outcome. The importance of
a written document to outline the process, clarify the
perceived current arrhythmic risk, the possibility of
disease progression even in the face of a structurally
normal heart and need for continuous monitoring
should not be understated (see online supplementary
material—appendix A). Also, the joint consent may be
an effective way of ensuring clear and effective commu-
nication between the three involved parties (athlete,
physician and sports team). It should be made clear that
such a document can neither be perfect or inclusive of
all potential outcomes but would act as a record of the

best attempt to provide a comprehensive assessment of
an individual athlete’s current status in terms of risk of
participating in competitive sport (see online
supplementary material—appendix).
Ultimately, this will hopefully avoid denial of life-

threatening heart conditions, forging closer relation-
ships between the athlete and specialised health services
and possibly improving the availability of care and
chances of survival if a serious event occurs during com-
petition. Awareness of potentially life-threatening situa-
tions (even if the risk is very low) may lead to wider
availability of automatic external defibrillators on
playing fields, and this would in turn be advantageous to
athletes (with known or unknown cardiac conditions)
and non-athlete bystanders/supporters.

Contributors RP, ORS and PDL are cardiac electrophysiologists at the largest
specialist cardiac centre in the UK, and PDL is the clinical lead for the
Inherited Arrhythmia Service and coauthor on national guidelines on
diagnosis and sudden death prevention in inherited cardiac conditions. CT is
a psychologist and researcher, with an interest in Empowerment,
Decision-Making and Ethics. AU is a Queen’s Council Barrister with expertise
in Personal Injury, Clinical Negligence, Sports Law and Professional
Negligence. RP and CT identified and proposed the need for the informed
consent in this setting and wrote the first draft of the manuscript, which was
thoroughly revised by PDL and ORS. A second draft of the manuscript was
then prepared and discussed with AU who provided legal advice and
suggested areas of improvement. The last draft of the paper was then
prepared accordingly. The final version of the manuscript was revised by all
authors, and approved before submission.

Funding CT was funded by the Advanced Rehabilitation Research Training
program (grant number 90AR5018) of the National Institute on Disability
Independent Living and Rehabilitation Research (NIDILRR), housed within the
Agency for Community Living (ACL) at the Department of Health and Human
Services (HHS). PDL was supported by University College of London
Hospitals Biomedicine Research Centre, a Partnership between University
College of London and University College of London Hospitals NHS Trust,
funded by the National Institute for Health Research (NIHR); British Heart
Foundation.

Disclaimer The contents of this project do not necessarily represent the
policy of NIDILRR, ACL, HHS and you should not assume endorsement by
the US Federal Government.

Competing interests None declared.

Provenance and peer review Not commissioned; externally peer reviewed.

Data sharing statement No additional data are available.

Open Access This is an Open Access article distributed in accordance with
the terms of the Creative Commons Attribution (CC BY 4.0) license, which
permits others to distribute, remix, adapt and build upon this work, for
commercial use, provided the original work is properly cited. See: http://
creativecommons.org/licenses/by/4.0/

REFERENCES
1. Maron BJ, Mitten MJ, Quandt EK, et al. Competitive athletes with

cardiovascular disease: the case of Nicholas Knapp. N Engl J Med
1998;339:1623–5.

2. Rosso R, Kogan E, Belhassen B, et al. J-point elevation in survivors
of primary ventricular fibrillation and matched control subjects:
incidence and clinical significance. J Am Coll Cardiol 2008;52:1231–8.

3. Maron BJ. Hypertrophic cardiomyopathy: a systematic review. JAMA
2002;287:1308–20.

4. Allan J. Informed consent. J R Coll Physicians Edinb
2014;44:299–302.

5. General Medical Council. Consent: Patients and Doctors Making
Decisions Together. 2008:6–33. http://www.gmc-uk.org/guidance

Providencia R, Teixeira C, Segal OR, et al. Open Heart 2017;4:e000516. doi:10.1136/openhrt-2016-000516 5

Arrhythmias and sudden death

group.bmj.com on September 27, 2017 - Published by http://openheart.bmj.com/Downloaded from 

http://dx.doi.org/10.1136/openhrt-2016-000516
http://dx.doi.org/10.1136/openhrt-2016-000516
http://dx.doi.org/10.1136/openhrt-2016-000516
http://dx.doi.org/10.1136/openhrt-2016-000516
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://dx.doi.org/10.1016/j.jacc.2008.07.010
http://dx.doi.org/10.4997/JRCPE.2014.411
http://www.gmc-uk.org/guidance
http://www.gmc-uk.org/guidance
http://openheart.bmj.com/
http://group.bmj.com


6. Mitten MJ. Enhanced risk of harm to one’s self as a justification for
exclusion from athletics. Marq Sports LJ 1998;8:189–223.

7. Jaffey AJE. Volenti non fit injuria. Camb Law J 1985;44:87–110.
8. Larkin allowed to play for UT. The Victoria Advocate 25 April 1992.
9. Mobley v Madison Square Garden LP, 2013 US Dist LEXIS (SD

New York 2012).
10. Maron BJ, Zipes DP, Kovacs RJ, et al., American Heart Association

Electrocardiography and Arrhythmias Committee of Council on
Clinical Cardiology, Council on Cardiovascular Disease in Young,
Council on Cardiovascular and Stroke Nursing, et al. Eligibility and
disqualification recommendations for competitive athletes with
cardiovascular abnormalities: preamble, principles, and general
considerations: a scientific statement from the American Heart
Association and American College of Cardiology. Circulation
2015;132:e256–61.

11. Pelliccia A, Fagard R, Bjørnstad HH, et al., Study Group of Sports
Cardiology of the Working Group of Cardiac Rehabilitation and
Exercise Physiology; Working Group of Myocardial and Pericardial
Diseases of the European Society of Cardiology. Recommendations
for competitive sports participation in athletes with cardiovascular
disease. A consensus document from the Study Group of Sports
Cardiology of the Working Group of Cardiac Rehabilitation and
Exercise Physiology, and the Working Group of Myocardial and
Pericardial diseases of the European Society of Cardiology. Eur
Heart J 2005;26:1422–45.

12. Steinvil A, Chundadze T, Zeltser D, et al. Mandatory
electrocardiographic screening of athletes to reduce their risk for
sudden death proven fact or wishful thinking? J Am Coll Cardiol
2011;57:1291–6.

13. Van Brabandt H, Desomer A, Gerkens S, et al. Harms and benefits
of screening young people to prevent sudden cardiac death. BMJ
2016;353:i1156.

14. Corrado D, Basso C, Pavei A, et al. Trends in sudden cardiovascular
death in young competitive athletes after implementation of a
preparticipation screening program. JAMA 2006;296:1593–601.

15. Harmon KG, Asif IM, Maleszewski JJ, et al. Incidence, cause, and
comparative frequency of sudden cardiac death in National
Collegiate Athletic Association Athletes: a decade in review.
Circulation 2015;132:10–19.

16. Drezner JA. Practical guidelines for automated external defibrillators
in the athletic setting. Clin J Sport Med 2005;15:367–9.

17. Maron BJ, Doerer JJ, Haas TS, et al. Sudden deaths in young
competitive athletes: analysis of 1866 deaths in the United States,
1980–2006. Circulation 2009;119:1085–92.

18. General Medical Council. Good Medical Practice. 2013:4–24. http://
www.gmc-uk.org/guidance/

19. Gati S, Chandra N, Bennett RL, et al. Increased left ventricular
trabeculation in highly trained athletes: do we need more stringent
criteria for the diagnosis of left ventricular non-compaction in
athletes? Heart 2013;99:401–8.

20. Hamed v Mills & Tottenham Hotspur Football Club [2015] EWHC
298 (QB). Royal Courte of Justice, Strand, London, 16 February
2015. http://www.39essex.com/content/wp-content/uploads/2015/02/
Final-Hamed-v-Mills.pdf (accessed 1 Aug 2015).

21. Drezner JA, Toresdahl BG, Rao AL, et al. Outcomes from sudden cardiac
arrest in US high schools: a 2-year prospective study from The National
Registry for AED Use in Sports. Br J Sports Med 2013;47:1179–83.

22. Maron BJ. Sudden death in young athletes: lessons from the Hank
Gathers affair. N Engl J Med 1993;329:55–7.

23. Sokol DK. Update on the UK law on consent. BMJ 2015;350:h1481.
24. Montgomery (Appellant) v Lanarkshire Health Board (Respondent)

(Scotland) [2015] UKSC 11.
25. Chamberlin J. A working definition of empowerment. Psychiatr

Rehabil J 1997;20:43–6.

6 Providencia R, Teixeira C, Segal OR, et al. Open Heart 2017;4:e000516. doi:10.1136/openhrt-2016-000516

Open Heart

group.bmj.com on September 27, 2017 - Published by http://openheart.bmj.com/Downloaded from 

http://dx.doi.org/10.1161/CIR.0000000000000236
http://dx.doi.org/10.1093/eurheartj/ehi325
http://dx.doi.org/10.1093/eurheartj/ehi325
http://dx.doi.org/10.1016/j.jacc.2010.10.037
http://dx.doi.org/10.1001/jama.296.13.1593
http://dx.doi.org/10.1161/CIRCULATIONAHA.115.015431
http://dx.doi.org/10.1161/CIRCULATIONAHA.108.804617
http://www.gmc-uk.org/guidance/
http://www.gmc-uk.org/guidance/
http://www.gmc-uk.org/guidance/
http://dx.doi.org/10.1136/heartjnl-2012-303418
http://www.39essex.com/content/wp-content/uploads/2015/02/Final-Hamed-v-Mills.pdf
http://www.39essex.com/content/wp-content/uploads/2015/02/Final-Hamed-v-Mills.pdf
http://www.39essex.com/content/wp-content/uploads/2015/02/Final-Hamed-v-Mills.pdf
http://www.39essex.com/content/wp-content/uploads/2015/02/Final-Hamed-v-Mills.pdf
http://www.39essex.com/content/wp-content/uploads/2015/02/Final-Hamed-v-Mills.pdf
http://www.39essex.com/content/wp-content/uploads/2015/02/Final-Hamed-v-Mills.pdf
http://dx.doi.org/10.1136/bjsports-2013-092786
http://dx.doi.org/10.1056/NEJM199307013290113
http://openheart.bmj.com/
http://group.bmj.com


with inherited cardiac conditions
Call for joint informed consent in athletes

Pier D Lambiase
Rui Providencia, Carina Teixeira, Oliver R Segal, Augustus Ullstein and

doi: 10.1136/openhrt-2016-000516
2017 4: Open Heart 

 http://openheart.bmj.com/content/4/1/e000516
Updated information and services can be found at: 

These include:

References
 #BIBLhttp://openheart.bmj.com/content/4/1/e000516

This article cites 19 articles, 9 of which you can access for free at: 

Open Access

http://creativecommons.org/licenses/by/4.0/
use, provided the original work is properly cited. See: 
others to distribute, remix, adapt and build upon this work, for commercial
the Creative Commons Attribution (CC BY 4.0) license, which permits 
This is an Open Access article distributed in accordance with the terms of

service
Email alerting

box at the top right corner of the online article. 
Receive free email alerts when new articles cite this article. Sign up in the

Notes

http://group.bmj.com/group/rights-licensing/permissions
To request permissions go to:

http://journals.bmj.com/cgi/reprintform
To order reprints go to:

http://group.bmj.com/subscribe/
To subscribe to BMJ go to:

group.bmj.com on September 27, 2017 - Published by http://openheart.bmj.com/Downloaded from 

http://openheart.bmj.com/content/4/1/e000516
http://openheart.bmj.com/content/4/1/e000516#BIBL
http://creativecommons.org/licenses/by/4.0/
http://group.bmj.com/group/rights-licensing/permissions
http://journals.bmj.com/cgi/reprintform
http://group.bmj.com/subscribe/
http://openheart.bmj.com/
http://group.bmj.com

	Call for joint informed consent in athletes with inherited cardiac conditions
	Abstract
	Background
	From the first proposal into the currently suggested framework
	Involved parties
	The patient
	The role of the physician
	Responsibilities of the employer/sports team/organisation

	Ultimate goal

	References


