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INTRODUCAO

* Impacto positivo do exercicio fisico na promocao da saude e prevencao de doencas

* Actividade fisica regular € uma das estratégias de prevencao de doencas CV

individuos com uma vida fisicamente activa obtém um conjunto de
beneficios para a saude




Saude Fisica:
+ fortalecimento 6sseo, muscular e articular

» atraso do envelhecimento
* prevengao de doencas

Saude Mental:
* > performance académica

* prevencao doencas neuropsiquiatricas
* prevengao de comportamentos de risco

Saude Social:
* < sentimentos de exclusao social




Sera o exercicio sempre saudavel?

S. excesso de actividade fisica:

+ alteracbes CV
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Chwicol Update
Exercise and the heart: the good, the bad,
and the ugly

Sanjay Sharma s, Ahmed Merghant', and Liuis Mont®*
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Tipos de exercicio
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MORTE SUBITA CARDIACA

Anomalias cardiacas estruturais

Anomalias cardiacas elétricas Anomalias cardiacas adquiridas
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RASTREIO MEDICO-DESPORTIVO

Young
competitive

athletes

Family and personal history, physical
examination, 12-lead ECG

Negative findings Positive findings

l

Eligible for No evidence
competition of CV disease

Diagnosis of CV disease

l

protocols

Management according to established

Rev Port Cardiol. 2015; 34 (1): 51-64

Dor toracica

Lipotimia ou Sincope

Palpitacoes
Dispneia
Fadiga

MSC

Dca coronaria
Miocardiopatias
Arritmias

Estigmas doencas
HTA
Sopro
Pulsos femorais



Group 1: common and Group 2: uncommon and

training-related ECG training-unrelated ECG
changes changes
Sinus | Seattle Criteria Abnormal Findings in Athletes
First-d| o 7.wave inversion beyond V2 in WAs and V4 in BAst * Left atrial enlargement * Short-QT interval <320 ms
IEn:m ¢ ST-segment depression ¢ Right atrial enlargement * Brugada-like ECG pattern

I
| l: ¢ Pathological Q-waves * Right ventricular hypertrophy pattern ¢ Profound sinus bradycardia (<30 bpm)
SO . Refined Criteria Training Related Normal Variants  Refined Criteria Borderline Variants Refined Criteria Training Unrelated Changes

left Not Warranting Further Investigation* Potentially Warranting Further Investigation Warranting Further Investigation
L
_. ¢ ST-segment depression

¢ Pathological Q-waves
* Sinus bradycardia T i il e e Ventricular pre-_excitation
* First-degree AV block Rioht atrial enlargemen * TWI beyond V1 in WAs
¢ Incomplete RBBB deviatic beyond V4 in BAs
e Early repolarisation Rioht axie ¢ - e Complete LBBB or RBBB

* |solated QRS voltage Right ventricular hvpertroph ¢ QTc 2470 ms in males
criteria for LVH » TWI up to V4 in BAst 2480 ms in females

¢ Brugada-like ER
e Atrial or vent. arrhythmias
e 22 PVCs per 10 sec tracing

-

European Heart Journal 2010; 31, 243-259 BR J Sports Med 2013; 47: 122-124 Circulation. 2014; 129:1637-1649



Alteracoes benignas

Refined Criteria Training Related Normal Variants
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Not Warranting Further Investigation*

¢ Sinus bradycardia
¢ First-degree AV block
¢ Incomplete RBBB

¢ Early repolarisation
¢ Isolated QRS voltage
criteria for LVH

Circulation. 2014; 129:1637-1649

Rev Port Cardiol. 2015; 34 (12): 753-770



Alteracoes patologicas - estruturais
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Refined Criteria Training Unrelated Changes
Warranting Further Investigation

¢ ST-segment depression

¢ Pathological Q-waves

e Ventricular pre-excitation

* TWI beyond V1 in WAs
beyond V4 in BAs

e Complete LBBB or RBBB

*QTc 2470 ms in males
2480 ms in females

¢ Brugada-like ER

e Atrial or vent. arrhythmias

* 22 PVCs per 10 sec tracing

Circulation. 2014; 129:1637-1649

Rev Port Cardiol. 2015; 34 (12): 753-770



Alteracoes patologicas - eléctricas

Delta wave

Refined Criteria Training Unrelated Changes
Warranting Further Investigation

¢ ST-segment depression

¢ Pathological Q-waves

e Ventricular pre-excitation

* TWI beyond V1 in WAs
beyond V4 in BAs

e Complete LBBB or RBBB

*QTc 2470 ms in males
2480 ms in females

¢ Brugada-like ER

e Atrial or vent. arrhythmias

* 22 PVCs per 10 sec tracing
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DESPORTO EM CARDIOPATIAS

Bethesda Conference #36 and the European Society
of Cardiology Consensus Recommendations Revisited

JACC 2005; vol 45, n° 8



Recommendations:

1. Athletes with small defects, normal riét heart vol-
umeﬁ and no pulmonary mertenslon can Bartmxgate Recommendations:
5 =L etesoﬁ. . ASD and normal on 1. 'I.‘hree to.six months aftt.:r the.o eration or interven-
< tion, patients can participate in ﬁ sports uaess Ee
following are present: 1) evidence of pax-nonary
momaﬁc atrial or ventricular

tachyarrhythmias or second- or third-degree heart
block; and 3) evidence of myocardial dysfunction.

structive disease who have cyanosis and a
large right-to-left shunt cannot participate in com-
petitive sports.

JACC 2005; vol 45, n°8 f| Task Force 2: Congenital Heart Discase



Recommendations:

1. Athletes with a VSD and normal pulmonary arte
pressure can participate in all sports.

2.

Athletes with a large VSD who do not have marked
elevation of pulmonary resistance are candidates for
repair, and full participation in all sports would
normally occur after a successful VSD closure.

Recommendations:

1.

3.

JACC 2005; vol 45, n° 8

At three to six months after repair, as
athletes with no defect or onlv a small residual dete

can participate in all competitive sports if they have
no evidence of pulmonary artery hypertension, ven-

tricular or atrial tachyarrhythmia, or myocardial dys-
function.

Athletes with symptomatic atrial or ventricular
tachyarrhythmias or second- or third-degree atrio-
ventricular (AV) block should follow the recommen-
dations in Task Force 7: Arrhythmias. Athletes with
mild-to-moderate pulmonary hypertension or ven-
tricular dysfunction should follow the recommenda-

tions in the section entitled Elevated Pulmonary
Resistance or Ventricular Dysfunction After Cardiac

Surgery.

Athletes with persistent, severe pulmonary hyperten-
sion cannot ﬁagate in_competitive Sports (see
section entitled Elevate onary Resistance).

Task Force 2: Congenital Heart Discase



Recommendations: Recommendations:
1. Athletes with a small PDA and normal left heart 1. Three months after PDA closure, patients with no
-mshamber dimension can participate in all competitive, —smetoms, with_normal_cardiac_eamination, and.

mSDOILS. with no evidence of gulmongd hypertension or LV
2. Athletes with a moderate or large PDA, causing left argement can participate in all competitive sports.

ventricular (LV) enlargement, should undergo surgi- 2. For athletes with residual pulmonary artery hyperten-
cal or interventional catheterization closure before sion see the section entitled Elevated Pulmonary
unrestricted competition. Resistance.

JACC 2005; vol 45, n°8 f| Task Force 2: Congenital Heart Discase



Recommendations:

. 1. Athletes with no or only residual mild PS and normal
Recommendations:
ventricular function without toms can partici-
1. Athletes with a peak systolic gradient less than 40 ate 1n all competitive sports. 3arnc1pauon in sports
mm EE ang norma ngt ventncu!g Enctron can can Begin two to four weeks after balloon valvulo-
articipate in all competitive sports if no symptoms lasty. I operation, an interval of approximate
are present. Annual re-evaluation is recommended. three months is suggested before resuming sports

2. Athletes with a Beak ﬁto]ic gradient greater than 40 participation.
: i i i iti 2. Athletes with a persistent peak systolic gradient greater

: ! than 40 mm Hg should follow the same recommenda-
usually are referred for balloon valvuloplasty or op- tions as those for patients before treatment.

erative valvotomy before sports participation. 3. Athletes with severe pulmonary incompetence charac-
terized by a marked right ventricular enlargement can_

w'cigate in class IA and IB com@uve sports.

JACC 2005; vol 45, n°8 f| Task Force 2: Congenital Heart Discase



Recommendations:

1. Athletes with mild AS can Earticigate in all compet-
itive_sports if they have a normal ECG, normal

exercise tolerance, and no history of exercise-related
chest pain, syncope, or atrial or ventricular tachyar-

rhythmia associated with symptoms.
Athletes with moderate AS can %’dﬁte in low

low-to-moderatc amic (classes IB and IIA

competitive sports if the following conditions are met:

e Mild or no LV hypertrophy by echocardiography
and the absence of LV strain pattern on the ECG.

e Normal exercise test without evidence of myocar-
dial ischemia or atrial or ventricular tachyarrhyth-
mia and with normal exercise duration and blood
pressure response. 1 hose athletes with supraven-
tricular tachycardia or multiple or complex ven-
tricular tachyarrhythmias at rest or with exercise
can participate only in low-intensity competitive
sports, classes IA and IB.

o Absence of symptoms, as defined in the preceding
text.

3. Athletes with severe AS should not garticigate in
comgetitive sBorts.

JACC 2005; vol 45, n°8 f| Task Force 2: Congenital Heart Discase



Recommendations:

1. Participation in sports, three or more months after
Recommendations: su ﬁ or MOon angio i zor coarctation oz Ee

. . . a0 is permitted for athletes with a 20 mm or
1. et;s v‘tneth r‘x:ls(:eco:c:onﬁf a:)hr:mal:::tme of less arm/leg blood pressure gradient at rest and a

zoscore 3.0 or less) (score 3.0 = 3 standard normal peak systolic blood pressure during rest and

' exercise.
deviations from the mean for patient size), with a 3. Durine the first . ﬁ N
normal exercise test and a small pressure gradient at - Junng me postoperative year, athletes sho

ﬁain & hi -1 1 1 1 clas
rest (usually 20 mm Hg or less between upper and e om high-intensity static exercise (classes

IIIA, IIIB, and IIIC) and tha the dan
lower limbs), and a peak systolic blood pressure 230 ofllt dily ooEsion ) and sports that pose the danger

mm H.g. or less with exercise w 3. After three months, if patients continue to be asymp-
com Ctm"? Sports. . . tomatic, with normal blood pressure at rest and
2. Athletes with a systolic arm/leg_gradient more than, exercise, all sports are permissible except those with a

20 mm He or exercise-induced hvpertension with a large static component (particularly, classes IIIA,
systolic blood pressure more than 230 mm Hg can I1IB, and IIIC).

en in only low-intensity competitive sports (class 4. For athletes with evidence of siﬂ' cant aortic dila-
_IA until treated. tion ng, or an m formation, partici-
pation sho restricted to low-intensity compet-

itive sports ‘dasses IA and IB!.

JACC 2005; vol 45, n°8 f| Task Force 2: Congenital Heart Discase



Recommendations:

1. Athletes with an excellent repair should be allowed to
participate in all sports, ProviE’ g that the foﬁowing
criteria are met:

e Normal or near-normal right heart pressure

¢ No or only mild right ventricular volume overload

* No evidence of a significant residual shunt

e No atrial or ventricular tachyarrhythmia abnor-
mality on ambulatory ECG monitoring or exercise
testing

2. Patxents thh marked ¢

tricular hypertension (pez ic rig 1
pressure greater or equal to 50% systemic pres-
sure), or atrial or ventricular M

should participate in low-intensity competitive sports
only (class 1A).

JACC 2005; vol 45, n°8 f| Task Force 2: Congenital Heart Discase



Recommendations: Recommendations:

1. Athletes with normal ventricular function, normal 1. Selected patients can engage in low and moderate
exercise test, and no atrial or ventri tachyar- stati;iow'z amic competitive sports zaasses IA and

mias can participate in all sports. !EE WO“&CE there 1s:

2. Athletes with more than mild hemodynamic abnor- e Mild or no cardiac chamber enlargement on chest
malities or ventricular dysfunction can participate in radiograph, echocardiography, or CMR
low and moderate stati%iow zma.mic competitive * No history of atrial flutter, supraventricular tachy-
sports (classes IA, IB, IC. and IIA), provided that cardia, or ventricular tachyarrhythmia
their exercise test is normal. * No history of syncope or other cardiac symptoms

¢ A normal exercise test defined as normal duration,
workload, heart rate, ECG, and blood pressure
response for age and gender.

JACC 2005; vol 45, n°8 f| Task Force 2: Congenital Heart Discase



Recommendations:

2. etes can engage in class IB sports if they have
normal ventricular function and oxygen saturation.

JACC 2005; vol 45, n°8 f| Task Force 2: Congenital Heart Discase



Recommendations: 4. Patients with one or more la p

1. Patients with no_coronary artery abnormalities or — —y—— o ay oartici-
transient coronary artery ectasia resolving during the ate in class IA and IIA sports if th+ey ave 0o
convalescent phase of the disease are encouraged to -%_‘h .

: . . : evidence of reversible ischemia on stress testing,
Dt e e eDOTIe ATer SIX IO SIt e normal LV function, and absence of exercise-induced

2. Patients with regressed aneurysms can participate in arrhythmia. Stress testing with evaluation of myocar-

all competitive sports if they have no evidence of . . 4
Ok ! . . . dial perfusion should be repeated at one-year inter-
exercise-induced ischemia by stress testing with myo- vals to monitor ischemia and cuide ﬁu'thyer recom-

can.iml pcr.fusn.on HRAGINg. . . mendations about sports competition.
ﬂs‘ Pat;;n‘t; n?o?;?;dc;‘:ﬁr;oa:::z?:’j:d anct:; 5. Athletes with recent MI or revascularization should
_&fow risk for ischemic complications (.nor.mal left ;‘l’:::_“::m?; :ﬁgxfes en.lr'hr:::\:zl 1: :r‘::l
.ventnc. ar luncton, _SDeencs o .e.xcrcu?-mduced LV ejection fraction, exercise tolerance, absence of
lschemia or mhythm ia) w reversible ischemia or myocardial perfusion testing,
moderate static and dynamic competitive sports and absence of exercise-induced arrhythmias can
= ' ; participate in class IA and IB sports. Those with left
ventricular ejection fraction less than 40%, exercise
intolerance, or exercise-induced ventricular tachyar-
thythmias should not participate in competitive
sports.
6. Patients with coro lesions who are taking anti-

co ts and/or antiplatelet drugs (aspirin, clopi-
sho not participate in sports that pose a

dmg of w ﬂeed collision.

peated at one- to two-year intervals to monitor
ischemia and guide further recommendations about
sports competition.

JACC 2005; vol 45, n°8 f| Task Force 2: Congenital Heart Discase



- Recommendations:

1. Athletes with a grobable or uneguivocal clinical dig-

dependent of age, gender, and phenotypic appear-
ance, and does not differ for those athletes with or
without symptoms, LV outflow obstruction, or prior
treatment with drugs or major interventions with
surgery, alcohol septal ablation, pacemaker, or im-
plantable defibrillator.

2. Although the clinical significance and natural history

of genotype positive-phenotype negative individuals
at present with which € prechade these patients from™

mpetitive sports. parviealadly in the absense o
“cardine symotoms o a family history of sudden death.

M2S) ! have parsonally reviewed the test result and agree with the ipterpretation above...

Rev Port Cardiol. 2015; 34 (12): 753-770

JACC 2005; vol 45, n° 8
ask Force 4: HCM and

Other Cardiomyopathies, Mitral Valve
Prolapse, Myocarditis, and Marfan Syndrome




aVL

aVF

Recommendation:

1. Athletes with grobable or definite diﬂosis of
ARVC should be excluded from most competitive
sports WIE Ee ossE’ ie exception o; Eose oi iow
mtenSIE - .

va vs
|
N—
|
v vé

Rev Port Cardiol. 2015; 34 (12): 753-770

JACC 2005; vol 45, n° 8




Recommendations: Recommendation:

1. Athletes with probable or definite evidence of myo- 1. Athletes with pericarditis, regardless of etiology,
~caudits should Be vithdzwn fom Al comperiie. .~ should st paricipate In competitve sports durin
sports and undergo a prudent convalescent period of Wmmm

manifestations. sease, including eftusion by echocardiography, an

2. Athletes may return to training and competition after ““When serum markers of inflammation have normal-
W period of time if: ized. For pericarditis associated with evidence of
a. LV function, wall motion, and cardiac dimensions myocardial involvement, eligibility recommendations
return to normal (based on echocardiographic and/or should also be based on the course of myocarditis.
radionuclide studies at rest and with exercise) Chronic pericardial disease that results in constric-

b. clinically relevant arrhythmias such as frequent tion disqualifies one from all competitive sports.

and/or complex repetitive forms of ventricular or
supraventricular ectopic activity are absent on am-
bulatory Holter monitoring and graded exercise
testing

c. serum markers of inflammation and heart failure
have normalized

d. the 12-lead ECG has normalized. Persistence of
relatively minor ECG alterations such as some
ST-T changes are not, per se, the basis for restric-
tion from competition.

JACC 2005; vol 45, n° 8

ask Force 4: HCM and
ther Cardiomyopathies, Mitral Valve
Prolapse, Mvocarditis, and Marfan Syndrome



2. Athletes with unequivocal aortic root dilatation

m
greater than 2 standard deviations beyond the mean
for body surface area in children and adolescents;

z-score of 2 or more) (41,43), prior surgical aortic root

Recommendations: reconstruction, chronic dissection of aorta or other

. . . artery, moderate-to-severe mitral re tation, or

1. Athletes with Marfan syndrome can cipate in low fami ﬁt P Section of sudden death can
and moderate static/low dynamic competitive Sports - : . —

'A

hletes with Marfan syndrome, familial aortic aneu-
rysm or dissection, or congenital bicuspid aortic valve
. . with any degree of ascending aortic enlargement (as
de}'lanons from the mean for body surface area in defined in 1 and 2 above) also should not participate
children and adolescents; z-score of 2 or more) in sports that involve the potential tor bodily colli-

b. moderate-to-severe mitral re itation sion
c. Tamily history ol dissection or sudden death in a

4. Recommendations related to aortic regurgitation are
ative

It is recommended, however, that these athletes have the same as those in Task Force 3.

an echocardiographic measurement of aortic root di-

mension repeated every six months, for close surveil-

lance of aortic enlargement. JACC 2005; vol 45, n° 8

a. aortic root dilatation (i.e., transverse dimension 40
mm or greater in adults, or more than 2 standard




Recommendations:

1. Before individuals commence training for competi-
tive athletics, they should undergo careful assessment
of BP and those with initially high levels (above
140/90 mm Hg) should have out-of-office measure-
ments to exclude isolated office “white-coat” hyper-

tension. Those with pre-hypertension (120/80 mm
Hg up to 139/89 mm 'Hgi sEogai ;E cnco%d to
mo@' lifesgle but sho not restricte m

hysical activity. Those with sustained hypertension
chﬁogmphy. Left ventricular hy-
pertrophy (LVH) beyond that seen with “athletes’
heart” should limit participation until BP is normal-

ized by appropriate drug therapy.

2. The presence of 1h ion in the absence of

W
eart disease should not limit the eligibility for an

modrrmgd

gram, the hypertensive athlete should have BP remea-
sured every two to four months (or more frequently, if
indicated) to monitor the impact of exercise.

tension 1s controlled by e1

or drug therapy.

ner lifestyle modification

4. All drugs being taken must be registered with appro-

priate governing bodies to obtain a therapeutic ex-
emption.

5. When hypertension coexists with another cardiovas-

cular disease, eligibility for participation in compet-
itive athletics is usually based on the type and severity
of the associated condition.

orce 5: temic Hypertension

JACC 2005; vol 45, n° 8 ds



Recommendation: Recommendations:
1. Athletes can &'dgatc in all comgctitive sports. 1. Athletes without structural heart disecase who have

“ premature ventricular complexes at rest and during
= excrcise, and excrcise testing (comparable to the sport
in which they compete) can participate in all com-
Detitive sports. Should "The” prememweventiTar
comglexcs increase in Eucng ﬁ exercise or
exercise testing to the extent that they uce

_symptoms of impaired consciousness, significant fa-

tigue, or dyspnea, the athlete can participate in class
IA competitive sports o *
2. ctes with stru cart discase who are in

P
sed by drug therapy (as assessed by ambula-
CG recordings) during participation in the
can compete in only class IA competitive

- Aparecimento ou agravamento com o esforco
- Fendmeno de R sobre T

JACC 2005; vol 45, n°8  fTask Force 7: Arrhythmias



Recommendations:

1. Athletes without structural heart disease, without a

ory o itations, or without t 1a_(par-
ticulariy :Eosc 20 to 25 years old or morc; can
articipate in all competitive sports. However, in 1 M | [T |
younger age groups, a more in-depth evaluation L/J M\_} |
including an electrophysiologic study may be recom- | - RER \]W . MW
mended before allowing participation in moderate- |
to hichcintenditv camnetitive enarte. _ _
5. A 3. Athletes with episodes of atrial flutter/fibrill: | W EH A L
d and syncope or near syncope whose maximal ven ! avL W\N V‘R\! \’ q

ular rate at rest (without therapy) as a resu

Y conduction over the accessory pathway exceeding ki

2 beats/min should be considered for catheter ablz-l' WFMW&M
i therapy of the accessory pathway prior to contin

" competition. Those whose ventricular rate d

o isoproterenol administration is less than 240 b #%WWWA{
o min and who have no episodes of syncope or | |
1e syncope appear to be at low risk for sudden caruiac

2 death.

P 4. Athletes with no structural heart discase who have

catheter or surg ablation o ¢

SUCCESS
ACCLSSO Ewa are omatic ana Eavc nor-
m% ZV oon!uction ani no in!uciﬂc @ ;
ow-up electrophysiologic study can participate in

all competitive sports in several days. Those without
an clectrophysiologic study and no spontancous re-
currence of tachycardia for two to four weeks after

sblation _can participate in ofl competitive sports, JACC 2005; vol 45,n°8 | Task Force 7: Archythmias

Rev Port Cardiol. 2015; 34 (12): 753-770



Recommendations:

1. Re@ess of 2 I c or underﬂ' 4 Eo%i all com-
etitive sports, exce ose 1n s cate

SNno € l’CStl'lCtC in a patient who has previous

2. tomatic patients with baseline QT prolon

tion co ms or more in males, ms or : , At
more in females) should be restricted to class IA w*‘- v i i FM' —
sports. The restriction limiting participation to class

ﬁ activities may be liberalized for the asymptomatic ;'_‘4"“""‘"";“"“'”\"‘]"' }-J AN

patient with genetically proven type 3 LQTS
3. Patients with e-positive/pheno i | =1, P

tation in an asymptomatic individual with a nondiag-

nostic QT'c) may be allowed to participate in competi-
tive sports. ManEﬂ the risk of suﬁen a:m Hﬁ is
not zero in such individuals, there is no compelling data
available to justify precluding these individuals (who are
being identified with increasing frequency) from com-
petitive activities. Because of the strong association

between swimming and LQT1, persons with genotype-
Qsmve/ghenom ne@ Lé i i sEoE m& Em
competntive

‘!. Eg ig Etlents WIE an ICD/%maker should not
en in sports with a danger of bodily collision

e e e o Rev Port Cardiol. 2015; 34 (12): 753.770
system. The presence of an ICD should restrict :
individuals to class TA acthities, JACC 2005, vol 5, 1°8




Recommendations: Recommendation:
1. Re@ess of g Icor underﬂ' 4 Eo%i all com- 1. Until the phenotype of SQTS is better understood, a
etitive sports, exce ose 1n s cate universal restriction from competitive sports with the
sho ¢ restricted in a patient who has previous ssible exception of class IA activities seems to
: represent the most Bruaent recommendation (27).

experiencec
rest, or 2) a susp

more in females) should be restricted to class IA
cports, The resteiior Tt ettt 1o o

+act1vities may be liberalized for the asymptomatic
patient with genetically proven type 3 LQTS
(LQT3).

3. Patients with e-positive/pheno

tation in an asymptomatic individual with a nondiag-

nostic QT'c) may be allowed to participate in competi- i§ s MEEESEEN

v sports, Niagh T AT of e e T T ey e i

not zero in such individuals, there is no compelling data saaEaanEnnNa

available to justify precluding these individuals (who are | |

being identified with increasing frequency) from com- Nad | |HBDES (98! - ”|1 R

petitive activities. Because of the strong association s |

between swimming and LQT1, persons with genotype-

Qsmve/ghenow new Lé i i sEoE ﬁ Em

competitive NuIREEREETNEL 88 EE PESTEL ANE BE) 55 RE. TEETeanaT
tients with an ICD/pacemaker should not A e e AW ¥ A e =

- W SV NV P S
ené% in siorts with a d*er of bodily collision
ause such trauma may damage the pacem Rev Port Cardiol. 2015; 34 (12): 753-770
system. The presence of an ICD should restrict :
individuals to class TA sethities jacc 200 vol s [Task Force 7: Arthythmia




Recommendations:

1. Although a clear association between exercise and
sudden death has not been established, and because

of the potential impact of hyperthermia, restriction to
W
2 e presence of an I evice warrants the same

Port Cardiol. 2015; 34 (12): 753-770

JACC 2005; vol 45, n°8  fTask Force 7: Arrhythmias



CONCLUSOES

* importancia da actividade fisica na promocao da saude e na prevencao de doencas
* epidemia do sedentarismo e obesidade

* rastreio médico fundamental
« ECG com critérios de interpretacao apropriados

» cardiopatias podem nao ser CI a practica desportiva

* avaliacao individualizada



