
 
 
Joint symposium between the Working Group Computers in Cardiology and the 
EHRA, at the Europace 2009 meeting (Berlin). 
 
During the Europace 2009 conference in Berlin, a joint symposium has been 
organized by the European Heart Rhythm Association (EHRA) and the Working 
Group Computers in Cardiology (WG CiC). The title of the symposium was: “ICD 
registry: progress and promise for the future”. Chairmen: R Sutton (London, GB), B 
Gorenek (Eskisehir, TR).  
 

 
 
The following presentations were given: 
 
“Reimbursement policies for medical devices: economic implications”, by P.E. 
Vardas (Heraklion, Greece). 
Professor Vardas started with that the population is aging worldwide, which will have 
a profound effect on the cost of Healthcare. Secondly, the cost of new medical 
technology is rising steadily, which will also have a deep effect on the cost of 
Healthcare. All EU countries are taking measure to control the demand for and the 
costs of Healthcare by issuing guidelines, by education and by monitoring the 
medication prescription (all to regulate the costs). In many countries reimbursement 
will only take place if the therapy is cost-effective and/or approved. A problem is that 
there are different reimbursement schemes in the EU: (1) case or diagnosis related 
(DRG) (2) Global budget for the hospital (3) Positive or negative lists. Furthermore, 
in many countries there is an underuse of technology / device therapy while the 
economic benefit has been proven. 



Professor Vardas concluded that the schemes of reimbursement are very complex and 
heterogeneous, with still many issues to be resolved. 
Question (dr. Sutton): if there is no incentive (for the physician) there will be no 
innovation. Would the DRG system really help? 
Answer (prof. Vardas): DRG is better for the economics of the hospital. A global 
budget can lead to enormous deficits. 
Question (prof. Schalij): If it concerns an established therapy, covered by the DRG 
system, that is OK. However, it there is no DRG yet, the hospitals have to pay. How 
can EHAR help us to solve this problem? 
Answer (prof. Vardas): EHRA is still in its infancy. In the US the NASPE and ACC 
are working together with the doctors on “Cost of Care Measure development” 
projects. The EHRA has no role in this yet. 
 

  
 
 
“Potential use of Registries in improving outcome of patients with devices”, by R 
Hatala (Bratislava, SK). 
In this era of evidence-based medicine often conflicting data is existing. Therefore, 
guidelines are created. Various biases are created, for instance selection bias 
(women/men). Studies need to have sufficient power, leading to prolongation of fit, 
and surrogate endpoints. “Composite endpoints” are also not the solution, because of 
differences in importance, often inadequately reported, often misleading.  
Another problem is that adverse events are reported by the physicians themselves. In 
reality the number of adverse events is much higher. 
What can we expect from registries? How can we use registries? First, registries can 
show the compliance with guidelines. Secondly, registries can be used to compare 
individual physicians with other (with the average outcomes). Finally, randomized 
clinical trials should be complemented by real life data (from registries). 
 
 “Results of the Spanish Registry”,  by R. Peinado (Madrid, ES) 



The Spanish ICD registry was set up in 1996, the first publication of results was in 
1997. In 2002 a new impulse was given to the registry, xxxx. Information on the 
Spanish ICD registry can be found at: http://www.arritmias.org or on the website of 
the Spanish Society of Cardiology (http:// http://www.secardiologia.es/. The Spanish 
ICD registry is voluntary, but the total number of implants registered is 80-90% of 
total implants in Spain (EUCOMED).  
Some numbers from the registry (2007): percentage of new implants: 74%, 
replacements: 26%. Total number of hospitals:114 (80 public hospitals, 34 private 
hospitals). 96% of all implants are done in the public hospitals. There is a great 
geographical variety in implant rate, from 30 to 140 implants / million inhabitants. 
Total number of ICD implants: 3291.  
 
 
“The Dutch Cardiology Data Registry Initiative”, by E.T. Van der Velde 
(Leiden, NL) 
The Dutch ICD and Pacemaker Registry (DIPR) was started in 2006 as part of the 
Dutch NCDR (National Cardiovascular Data Registry) project, which was initiated by 
the Dutch Society of Cardiology (NVVC). The basis of the NCDR is to create clinical 
registries (in Cardiology) in the Netherlands. Purpose of the NCDR is to measure and 
improve the quality of clinical care for cardiac patients. In national databases, 
numbers and results of cardiovascular procedures will be registered. Furthermore, 
data on incidence and prevalence of various cardiovascular diseases will be collected 
and made available. The NCDR databases have been initiated in close cooperation 
with the Dutch Ministry of Health. Participation has been added as performance 
indicator for all hospitals. The following NCDR databases have been planned: Dutch 
ICD and Pacemaker Registry (DIPR): live since March 2008; registry of pecutaneous 
interventions (CIDR): pilot started in Q2-2009; registry of catheter ablations (2010); 
registry of clinical complications (2010). Data entry is facilitated in three ways: on-
line via a web interface; via data export from an existing local application; export 
from local EMR system. The DIPR (ICD + pacemakers) registry started in 2008; the 
registry was filled with historical data from a previous registry.  
Numbers from the registry (2008): 6168 pacemaker implants; 1946 ICD implants 
(about 60% of the total numbers mentioned in the EHRA Whitebook). 12 hospitals 
have entered the data directly, 33 hospitals via data export from their local system, 
and data from 21 hospitals was entered by hand by the DIPR office (total 66 of 116 
pacemaker or ICD implanting centers). To facilitate data entry for the hospitals (and 
to improve data delivery to the NCDR) the NCDR is developing a new software 
application to be used in the hospitals for data entry and retrieval in the cathlab and 
outpatient clinic. The new application, ‘NCDR-Express’ will automatically send the 
hospital data to the central NCDR database.  
In conclusion: data registries are essential to improve patient care. Benchmarking of 
results will improve the performance of hospitals and individual clinicians. In the 
event of a device or lead recall, patients can be traced easily. Lastly, the possibility of 
data exchange between databases, registries and systems is an important issue. 
 
 
“The Italian registry”,  by A. Proclemer (Udine, IT) 
The Italian registry was started in 1998, as part of the EUCOMED ptoject. The 
registry is voluntary, but contains 90% of the number of implants as reported by 
industry. 
Some numbers from the registry (2008): number of implanting centers: 400. Implant 
rate: 225 / million inhabitants. Mean age: 67,2; male/female: 82,5%/17,5%. There are 
a large number of hospitals who perform less than 50 ICD implants / year. Also in 
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Italy, there are large regional difference in implant rate. Many other results were 
shown by dr. Proclemer, which can be found in PACE 2009;32:434-445. 
Dr. Proclemer concludes that a national ICD registry is useful for monitoring ICD 
utilization, and monitoring adherence to guidelines. 
 
 


