CMI 1. DIAGNOSI  Spessore di parete in qualsiasi segmento del VS
Adulti 215 mm familiari 213 mm Bambini = 2 SD

a Asymmetrical septal hypertrophy d Biventricular hypertrophic




L’ECG nella diagnosi



Prevalence of Cardiomyopathy in Italian Asymptomatic
Children With Electrocardiographic T-Wave Inversion at
Preparticipation Screening X
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(Circulation. 2012;125:529-538.)
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Relationship of ECG findings to phenotypic expression in patients with hypertrophic
cardiomyopathy: A cardiac magnetic resonance study

Sara Dalila Luisella Delcré *, Paolo Di Donna ?, Stefano Leuzzi %, Salvatore Miceli ¢, Marta Bisi °,
Marco Scaglione ¢, Domenico Caponi ®, Maria Rosa Conte €, Franco Cecchi d,
lacopo Olivotto d Fiorenzo Gaita ®

Int ] Cardiol (2012),
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Diagnosis of apical hypertrophic cardiomyopathy: T-wave inversion and
not absolute apical left ventricular hypertrophy
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L’ECG nella diagnosi differenziale
(identificazione delle «fenocopie»)



2014 ESC Guidelines on diagnosis and Other gEﬂ}EtEC and
management of hypertrophic cardiomyopathy non-genetic causes

European Heart Journal
doi:10.1093/eurheartj/ehu284
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Anderson Fabry HCM
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Glycogen Storage Diseases Presenting g o

e Protein
as Hypertrophic Cardiomyopathy !

Genes PRKAG2 LAMP2
Variable (N=40)7i  (N=32)3§ (N=7):

Age at diagnosis (yr) 33+179 31159 15+4
No. of distinct mutations 35 4 6

N ENGL ] MED 352;4 WWW.NE/M.ORG JANUARY 27, 2005

Preexcitation (%) 9 (28) 6 (86)

Maximal left ventricular wall thickness 17+89 35+15
(mm)
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L’ECG nella prognosi



Outcome of Patients With Hypertrophic
Cardiomyopathy and a Normal Electrocardiogram

Christopher J. McLeod, MB, CHB, PHD, Michael J. Ackerman, MD, PHD, Rick A. Nishimura, MD,
A. Jamil Tajik, MDD, Bernard J. Gersh, MB, CHB, DPHIL, Steve R. Ommen, MD

J Am Coll Cardlol 2009
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Relation of QRS Duration to Mortality in a Community-Based

Cohort With Hypertrophic Cardiomyopathy

Sergio Bongioanni, MD**, Francesca Bianchi, MD*, Alessandro Migliardi, MD",
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Usefulness of Electrocardiographic Patterns at Presentation
to Predict Long-term Risk of Cardiac Death in Patients
With Hypertrophic Cardiomyopathy
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Am J Cardiol 2016 Claudio Rapezzi, MD™

Studio multicentrico
Bologna, Firenze, Roma, Napoli
1004 pz
(esclusi pz dopo miectomia

. |
Normal ECG 38 (4%) Giiant inverted T waves (=10 mm) || | f g
'[ T T T W T3 1T T e i I\J/F\'w cehi! { [ N\ B\ L\
.;IRI":‘ \-IL” AL ;]-‘-'m'f'- ]-'- I]-' L) [_||;_-u||_ |'..|:.:1||J1.: [ wWaves | .~ ]“ T - \/m-— \d«—J\ { ’ t -~ o~ o~
o Ay | \ , \
Prolonged corrected QT interval (=440 msec) 297 (30%) ST-segment depression 5 ] ) i o i 2 e =i
Do vard tad (YT al (= 480 ) L& (R ) :
. Prolonged corrected QT interval (> 480 msec) 63 (6%) ST-seement elevation sl
Al drgetl LEESED] -
:{ﬂ]l :”Lﬁlj'l”ﬂi‘.- '“‘f”‘l 4':;' ::f Pseudo-STEMI™ pattern 171 (17%})
ight atrial enlargemen 85 (8%) R : W
LV A | : i _.r,’ ST segment elevation without gant positive T waves o7 (10%)
.V hypertrophy 362 (36%) ¥ A w : \d A
: g Cuant positive T waves without ST segment elevation 34 (3%)
Massive LV hypertrophy 139 (14%) , G oy e
; : ; : i ST segment elevation and giant T waves 40 (4%)
Massive LV hypertrophy associated to right 11 (1%) ' ' S el
: ' ] J wave 4 (3%)
atrial enlargement X RS V] o
: P : R A ADNormal Kis way f W) [ty
LV hypertrophy in presence of abnormal R/S m V1 23 (2%) : DOGINL I WAYE 1n i I-.r-. ;
Low ORS voltages 13 (3%) Complete REEB 67 (T%)
Pseudo-necmosis () waves 335 (33%) Complete LEBB 63 (6%)
“Repolarisation abnormalities 778 (77%) Unspecified intraventricular block 73 (7%)

Neoative T wave 746 (T4%) Left antenior fascicular block 133 (13%)




CONCLUSIONI

* Neipz con CMI I'’ECG e di aiuto nella diagnosi e nella diagnosi
differenziale delle diverse etiologie

* E’ utile nello screening familiare (insieme all’ECO)
 E’un marker precoce, spesso con alterazioni aspecifiche

 Puo precedere lo sviluppo dell’ipertrofia significativa per CMI, che
puo manifestarsi dopo attivita sportiva intensa negli atleti

 Ha valore prognostico e migliora la stratificazione del rischio



