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Highest 

Intermediate 
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2° prevention 
Cardiac arrest/sustained VT 

1° prevention 
Family history HCM-SD 
Unexplained syncope 
Multiple-repetitive NSVT (Holter) 
Abnormal exercise BP response 
LGE ≥ 15% of LV mass 
Massive LVH ≥ 30 mm 
LV apical aneurysm  

Rare subgroups/potential arbitrators 
End-stage (EF < 50%) 
Marked LV outflow obstruction (rest) 
Modifiable 
     Intense competitive sports 
     CAD 
LGE ≥ 15% of LV mass 
Age ≥ 60y 

Alcohol septal ablation (some pts) 

ICD 

2011 US/CANADA  ACC/AHA Guidelines For HCM  
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Hypertrophy Counts in HCM:  
Relation Between LV Thickness & SD  

Spirito et al  
NEJM 2000;342:1778 
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The	ESC-HCM	predic0on	formula	for	SD	is	as	follows:	
	
Probability	SCD	at	5	years		=		1	–	0.998	exp	(Prognos0c	index);	
	
where	Prognos0c	index	=	[0.15939858	x	maximal	LV	wall	
thickness	(mm)]	–	[0.00294271	x	LV	maximal	wall	thick-	
ness2	(mm2)]	+	[0.0259082	x	leW	atrial	diameter	(mm)]	+	
[0.00446131	x	maximal	(rest/Valsalva)	LV	ou[low	tract	
gradient	(mm	Hg)]	+	[0.4583082	x	family	history	SCD]	+	
[0.82639195	x	NSVT]	+	[0.71650361	x	unexplained	
syncope]	–	[0.01799934	x	age	at	clinical	evalua0on	(years)].	
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Prevention of Sudden Death  
in HCM 



Dr. Michele Mirowski 





N Engl J Med 1980;303:322. 



ICD Performance in HCM 
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ICD in HCM for Children / Adolescents 
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Maron et al. 
JACC 2013;61:1527 
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HCM is Unpredictable 



HCM—ICD Registry 
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Expectations For HCM 
Patients After ICD Shocks 
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Primary Prevention Decision Tree:  ICD In HCM 
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Contemporary CV treatment options 
offer HCM patients a reasonable 

aspiration for reduced mortality and 
extended longevity.  The ICD has 
altered clinical course for many 

patients creating the possibility of 
normal life expectancy even for 

those @ high risk . 



Decrease in Annual HCM 
Mortality Over 50 Years 
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