
News in HCM / HOCM 
 
 Josef VESELKA 
 

Department of Cardiology, 2nd Medical School, Charles 
University and Motol University Hospital, Prague, 

Czech Republic 
 



Genotype in HCM 

Elliott  et al. EHJ 2014 



Risk of sudden cardiac death 



Prognosis 

• SCD 
• Most often cause of SCD in 

young athletes 

• One of the most often 
causes in childern and 
young adults 

• Obstruction is risk 
 

• Mortality events 

• 2% per year in childern 
and young adults 

• 1% per year in adults 

!Despite therapy, HCM-attributable death occurs 
in ≈ 1% of HCM pts per year! 



Risk stratification - US Guidelines 

Gersh et al 2011 



Lack of specificity in US model 

• Strict compliance to US model could lead to 
ICD implantation even in 40–60% of HCM 
patients with a low annual rate of appropriate 
ICD discharge of ≈2% in large HCM cohorts 
with implanted ICDs (Jahnlová IJC 2015;Maron 2015 

JACC; O´Mahony Heart 2012).  

• There was a need for a more specific model 
that would better stratify the individual risk of 
each patient.  





Lack of sensitivity in EU model 

• This model was shown to be sufficiently specific and 
associated with a lower rate of ICD implantations (20–
26%) (Jahnlová IJC 2015; Maron 2015 AJC). 

• Sufficient specificity. 

• Insufficient sensitivity. 

SCD ICD discharge 

Maron et al. AJC 2015 



Take-home messages 

• All patients should be informed about both 
models and their (dis)advantages.  

• ICD-related complications including 
inappropriate discharges, infections, and lead 
or device dysfunctions should be mentioned 
since their incidence is higher than the 
incidence of appropriate discharges!  



Survival and LV obstruction 



Obstruction and survival 
(HOCM vs matched general population) 

Sorajja et al. JACC 2009 



Obstruction and survival 

Maron M et al. NEJM 2003 



Survival and myectomy 

Ommen et al. JACC 2005 



Cardiovascular mortality events and post-ASA obstruction 

No. at risk

208 187 166 144 119 101 83 70 56 41 30

62 53 43 39 32 29 23 21 17 10 8
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PG: <30 >=30

Freedom from cardiovascular mortality events occurring after the first post-ASA check-up in 
patients with residual LVOTO ≥ 30 mmHg and < 30 mmHg  

(adjustment for age, sex, baseline LVOTO, and baseline septum thickness). 

HR 2.95, 95% CI 1.26-6.91 
 

Veselka et al. ESC congress 2016 

P=0.02 



Take-home messages 

• LVOTO is a risk factor of long-term clinical 
outcome in HOCM patients treated or 
untreated with septal reduction therapy. 

 

• Abolishment of LVOTO (it means PG < 30 
mmHg) should be pursued in therapy of 
HOCM patients. 



ASA vs Myectomy 



Survival 
ASA vs Myectomy: Mayo Clinic data 

Sorajja P. Circulation 2012 



ASA vs MYE 
Meta-analyses 

• A recent meta-analysis of long-term outcomes after 
septal reduction therapy, including 24 studies from 
centers around the world, showed that the peri-
procedural mortality rate of ASA was 1.3%, compared 
to 2.5% in patients undergoing MYE.  

• When studies from before the year 2000 were excluded, 
these figures became similarly low (1.3% vs. 1.1%, 
respectively). The same held true for the long-term 
mortality rates. 

 
Liebregts M et al.JACC Heart Fail 2015  



Am J Cardiol 2014 



Septal Myectomy is Associated With Worse In-Hospital Outcomes 
than Alcohol Septal Ablation: Data From the Nationwide Inpatient 

Sample in the United States, 2003-2011 

Looser PM et al. Circulation 2015 



Maron BJ et al. JACC 2015 



Int J Cardiol 2016 



ASA vs MYE 
General remarks 

• Among the most important trends in current medicine are a 
specialization of physicians and a centralization of medical 
care. This trend deepens differences between results achieved 
in small- and high-volume centers.  

• The more complex the therapeutic goal, the bigger is the gap 
between the safety and the efficacy of performed procedures 
in high- and low-volume centers. 

• This fact again emphasizes the important caveat that 
replication of excellent surgical results achieved at the Mayo 
or Cleveland Clinic is not possible at lower volume centers. 

  



Each patient needs optimal therapeutic option 
and experienced physician/center 

Morrow procedure 



Each patient needs optimal therapeutic 
option and experienced physician/center 

TTE: ASA CMR: ASA 



Therapeutic alternatives 

Song JK. Circ J 2014 



Take-home messages 

• In dedicated centers are both ASA and MYE safe and effective. 

• We need more "real-world" data from less specialized hospitals 
(and should be taken into account when writing medical 
guidelines). 

• In smaller European countries and less developed health-care 
settings might be difficult to achieve a high-volume competence 

• We need tailored therapy for each patient. 

 

• 1% RULE: Procedure-related mortality rate in septal 
reduction therapy should not exceed 1%. 

 


