Cardiac Screening in Schools

Sudden Death Syndrome is an umbrella term that covers many different causes of sudden cardiac death in people under 35, and sadly it is not rare.  Hypertrophic Cardiomyopathy is actually quite common.  With a prevalence of 1 in 500 we should have 2 or 3 cases at the school we look after, but worryingly, I do not know who they are.  But one thing is for sure, we are doing everything we can to find out!

I have now had two young men die a sudden cardiac death while registered with me.  The first still troubles me.  It was thirteen years ago, when our knowledge about, and awareness of the condition was much less.  I did not have much chance to spot it, but I did have a chance, and missing that chance cost him his life.

He was 14 and came from Nigeria.  He had not long started at the school and he was being treated for asthma.  So when he came to me complaining of a tight chest and shortness of breath with exercise (he was a large, stocky chap and so was in demand with the rugby teams), I wrongly assumed that this was his asthma.  Physical examination was normal and there was no tell-tale family history.

On the day that he died he had gone out to play rugby as normal and had completed the game.  He was walking back to the changing rooms with a friend when he suddenly felt unwell.  He sat down at the foot of a tree, and there he died.  Subsequent post mortem examination showed a hypertrophied left ventricle.

Knowing what I know now, I am sure that his ethnic background would have helped me.  The trouble is that these young men look just that: sporty normal young men.  Not a cardiac cripple.  Not someone with obvious serious disease.  They don’t wave a flag at you.

His father and brother flew over from Nigeria.  Explaining all this to them was awful.  Explaining why it was that I had not known was worse.  The family’s misfortune was further compounded some three years later when the boy’s father, a political activist and writer, was executed in Nigeria.

The second case happened in February 2005.  Aged not quite 18, he had come over from Australia as a gap-student to work in a prep school, but within days he was dead.  He was lively and gregarious and enjoyed rugby, so it was natural that he should join the local club.  He was playing for their 4th XV when he collapsed.  He had not been hit, he did not even have the ball when he went down.  A couple of players in his team were paramedics at the local barracks and they tried to resuscitate him – initially with some success – but he was dead by the time he arrived at hospital.

He had had no symptoms of any kind prior to death and so his only opportunity to avoid this outcome would have been screening.  The post mortem read that he died of an arrhythmia and that he had congenitally small coronary arteries.  It is very likely that screening would have picked him up.  As it was, he had not even got so far as having his registration medical.  But perhaps that is just as well, because for sure it would have been normal.  And then what would people have thought of the doctors?

I first learnt of the availability of mass screening at a meeting of the Medical Officers of Schools Association, some four years ago, when one of the members presented a paper on his experience of introducing screening to his school.  His is a large school, with an emphasis on sport.  He had had a good take up, and this seemed to be the surest way currently available of preventing another of these deaths in adolescents under my care.  Besides, the death of the Nigerian boy still weighed heavily on me like an albatross around my neck.

The screening session had been provided by CRY (Cardiac Risk in the Young).  This is a national charity, one of whose aims is to promote a national screening programme for cardiac disease in young people.  I got in touch and we have now had annual screening sessions these past three years.  We had 299 boys screened the first year (when the parents of all 1300 boys were first offered such screening); 84 in the second year; and 79 in the third.  Given that only 250 parents would have been offered screening for their children for the first time in those subsequent years, it would appear that our uptake rate is probably about a third.

The charge is presently £35 per pupil screened.  CRY produces the information leaflet (which is very professional and informative) and the application and consent forms.  We mail it all out to parents with one of the standard mailings at the end of a term, and set a deadline for applications at the start of the next term.  In fact, applications typically continue to dribble in right up to the last minute and we have found CRY to be very helpful in fitting in these late-comers.

All people being screened undergo high quality ECG testing on CRY’s own equipment, with CRY’s own technicians.  The ECGs are then assessed by the CRY cardiology team and any doubtful cases are called back for an Echocardiogram (Echo) at no additional cost.  Some may need 24-hour ECG monitoring, and we have so far arranged for those few to be assessed at the local cardiology unit.  Of the 299 boys screened in the first year, 15 were recalled for Echo.  One had an elongated mitral leaflet, and a couple had LV cavities that were at the upper limit of normal.  But we have found no cardiomyopathies.  Two others had 24-hour ECGs, one of whom turned out to have Wolfe Parkinson White Syndrome.  It is known that symptom-free patients with WPW do sometimes die, and so after some considerable time, more investigations, a lot of thought, and a lot more consultation time with the CRY cardiologists, he underwent ablation of the aberrant pathway.

CRY are certainly easy to deal with and they do everything they can to minimise the impact on their hosts, of such a screening process.  But the charity CRY does much more than just providing the screening.  It is also involved in research into screening techniques; into the prevalence of conditions causing sudden death syndrome in young people (there is a big study going on at the moment screening the pupils in the state schools of the Western Isles); and into cardiac disease amongst athletes.

As a charity it has funded the provision of equipment in hospitals and GP surgeries, and has set up the CRY Centre for Sports Cardiology, based at the Olympic Medical Institute (a number of high profile sports men and women and personalities are involved in promoting it).  It has designed and developed a training course for supporters to help families who have lost one of their number through sudden cardiac death, and it is a powerful lobbying group pushing for wider access to screening for the young in this country.  CRY has been much involved in the 2005 NSF Chapter 8 on Arrhythmias and Sudden Cardiac Death.

CRY are easy to use, and those of us in a position to have some input to the care of teenagers should have a think about whether it is a suitable resource for use in our own particular situation.  I had my own son screened, and while I cannot say it has changed my world (thank goodness!), I sleep that bit easier at night!

