
ORIGINAL RESEARCH
published: 17 August 2021

doi: 10.3389/fcvm.2021.691653

Frontiers in Cardiovascular Medicine | www.frontiersin.org 1 August 2021 | Volume 8 | Article 691653

Edited by:

Nicola Mumoli,

ASST Ovest Milanese, Italy

Reviewed by:

Hong Ma,

Zhejiang University, China

Yuling Zhang,

Sun Yat-sen Memorial Hospital, China

*Correspondence:

Xiaorong Li

jsxrli@yeah.net

Xiujuan Zhou

zxjheart@163.com

†These authors have contributed

equally to this work

Specialty section:

This article was submitted to

General Cardiovascular Medicine,

a section of the journal

Frontiers in Cardiovascular Medicine

Received: 06 April 2021

Accepted: 19 July 2021

Published: 17 August 2021

Citation:

Dong Y, Yang W, Chen C, Ji J,

Zheng W, Zhang F, Yang B, Li X and

Zhou X (2021) Validation of the 2020

AHA/ACC Risk Stratification for

Sudden Cardiac Death in Chinese

Patients With Hypertrophic

Cardiomyopathy.

Front. Cardiovasc. Med. 8:691653.

doi: 10.3389/fcvm.2021.691653

Validation of the 2020 AHA/ACC Risk
Stratification for Sudden Cardiac
Death in Chinese Patients With
Hypertrophic Cardiomyopathy
Yan Dong 1†, Wen Yang 1†, Chongchong Chen 1, Jiamei Ji 1, Wei Zheng 1, Fengxiang Zhang 1,

Bing Yang 2, Xiaorong Li 2* and Xiujuan Zhou 1*

1Department of Cardiology, The First Affiliated Hospital of Nanjing Medical University, Nanjing, China, 2Department of

Cardiology, Shanghai East Hospital, Tongji University School of Medicine, Shanghai, China

Background: Sudden cardiac death (SCD) is a common cause of death in hypertrophic

cardiomyopathy (HCM), but identification of patients at a high risk of SCD is challenging.

The study aimed to validate the three SCD risk stratifications recommended by the 2011

ACCF/AHA guideline, the 2014 ESC guideline, and the 2020 AHA/ACC guideline in

Chinese HCM patients.

Methods: The study population consisted of a consecutive cohort of 511 patients with

HCM without a history of SCD event. The endpoint was a composite of SCD or an

equivalent event (appropriate implantable cardioverter defibrillator therapy or successful

resuscitation after cardiac arrest).

Results: During a follow-up of 4.7 ± 1.7 years, 15 patients (2.9%) reached the

SCD endpoint and 12 (2.3%) were protected by implantable cardioverter defibrillator

for primary prevention. A total of 13 (2.8%) patients experiencing SCD events were

misclassified as low-risk patients by the 2011 ACCF/AHA guideline, 12 (2.3%) by

the 2014 ESC model, and 7 (1.6%) by the 2020 AHA/ACC guideline. The SCD risk

stratification in the 2020 AHA/ACC guideline showed greater area under the curve (0.71;

95% CI 0.56–0.87, p < 0.001) than the one in the 2011 ACCF/AHA guideline (0.52; 95%

CI 0.37–0.67, p = 0.76) and 2014 ESC guideline (0.68; 95% CI 0.54–0.81, p = 0.02).

Conclusion: The SCD risk stratification recommended by the 2020 AHA/ACC guideline

showed a better discrimination than previous stratifications in Chinese patients with

HCM. A larger multicenter, independent, and prospective study with long-term follow-up

would be warranted to validate our result.

Keywords: hypertrophic cardiomyopathy, sudden cardiac death, risk stratification, guideline, Chinese patients

INTRODUCTION

Hypertrophic cardiomyopathy (HCM) is one of the most common inherited cardiac diseases with
a prevalence of 1/500 in the general population (1). Sudden cardiac death (SCD), heart failure,
and thromboembolism are three main causes of death in HCM patients. Although the prevalence
of SCD is relatively low with 0.5 to 1% per year (2, 3), SCD is a devastating clinical event once
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it happens. So it is critical to identify the high-risk patients
to be protected from SCD by implantable cardioverter
defibrillator (ICD).

The definitions of the SCD risk stratifications varied in
the guidelines of the diagnosis and treatment of patients with
HCM. The 2003 ACC/ESC guideline and the 2011 ACCF/AHA
guideline showed limited power to distinguish high- from low-
risk patients with lower specificity, leading to ICD implantation
in a large number of patients who did not experience SCD
events (4–6). The 2014 ESC guideline presented a novel risk
prediction model (HCM Risk-SCD), which provided a calculated
5-year SCD risk (7, 8). Several studies illustrated that the HCM
Risk-SCD model showed remarkable improvement in predicting
the risk of SCD than previous models (9–11). However, the
HCM Risk-SCD model resulted in lower sensitivity, incorrectly
classifying more patients at SCD risk as low risk without ICD
implantation (12, 13). The 2020 AHA/ACC guideline provided
a new risk stratification and its external validations have not been
reported (14).

The aims of this study were to (1) validate the SCD risk
stratification recommended by the 2020 AHA/ACC guideline
in Chinese HCM patients and (2) compare the ability
of distinguishing high-risk SCD patients among SCD risk
stratifications recommended by the 2011 ACCF/AHA guideline,
the 2014 ESC guideline, and the 2020 AHA/ACC guideline.

METHODS

Study Population
The retrospective observational study consisted of all
consecutively evaluated patients who were diagnosed as HCM
at the First Affiliated Hospital of Nanjing Medical University
from January 1, 2013 to December 31, 2018. The diagnosis of
HCM was based on the echocardiographic demonstration of
an unexplained left ventricle (LV) hypertrophy (LV maximum
wall thickness ≥15mm) in the absence of any other cardiac
or systemic disease capable of producing such a magnitude of
hypertrophy (e.g., uncontrolled hypertension, valvular heart
disease, or chemotherapy) (5, 7, 14). The exclusion criteria
were (1) patients with HCM linked to Noonan’s syndrome and
Fabry’s disease, glycogen storage disease, cardiac amyloidosis,
and mitochondrial disease; (2) patients younger than 16 years
old; (3) a history of an ICD for secondary prevention of SCD; (4)
a history of surgical myectomy or alcohol septal ablation or heart
transplant; or (5) patients who were lost to follow-up.

By viewing the patient’s electronic medical record,
we collected the baseline data, including demographics,
comorbidities (atrial fibrillation, coronary heart disease,
hypertension, cerebral infarction, and diabetes mellitus), and
data of echocardiography and 24-h Holter monitoring and
cardiac magnetic resonance (CMR). The study protocol was
approved by the Clinical Studies and Ethics Committee of the
First Affiliated Hospital of Nanjing Medical University.

Follow-Up and Endpoints
The follow-up was conducted by clinical visits, reviews of medical
records, and telephone interviews up to September 2020. The

follow-up extended from the first evaluation to the endpoint
or death from another cause. The endpoint was SCD event
including SCD or an equivalent event (7, 15). SCD was defined
as instant and unexpected death within 1 h of new symptoms in
patients who were previously in a stable condition, or nocturnal
death with no antecedent history of worsening symptoms
(15). Appropriate ICD shock or successful resuscitation after
cardiac arrest was considered equivalent to SCD (15). The
appropriate ICD shock was in line with previous studies such as
ICD interventions for ventricular fibrillation or fast ventricular
tachycardia (>200 beats per minute) (7).

SCD Risk Stratifications of Three
Guidelines
Risk factors for SCD were assessed at baseline according to the
following three guidelines, respectively. Missing data on risk
factors were coded as absent.

2011 ACCF/AHA Guideline

In the 2011 ACCF/AHA guideline (5), five major risk factors
to estimate the risk for SCD were (1) family history of SCD,
(2) unexplained syncope, (3) the presence of nonsustained
ventricular tachycardia (NSVT) on Holter monitoring, (4)
maximal left ventricular wall thickness (LVWT) ≥30mm, and
(5) abnormal blood pressure response to exercise (ABPRE). The
NSVT and ABPRE were only considered major risk factors if at
least one of the others was present. The patients with ≥1 major
risk factor were supposed to be at high risk of SCD recommended
for ICD implantation for primary prevention (Class IIa).

2014 ESC Risk-SCD Model

The 2014 ESC guideline (7) presented a novel risk prediction
model (HCM Risk-SCD), which provided a calculated 5-year
SCD risk using seven risk factors: (1) age at time of evaluation;
(2) family history of SCD; (3) maximal LVWT; (4) left atrial
(LA) diameter; (5) maximal left ventricular outflow tract (LVOT)
gradient; (6) documented NSVT; (7) unexplained syncope.
According to the HCM Risk-SCD model, probability of SCD
at 5 years = 1 – 0.998exp (Prognostic Index), where Prognostic
Index = 0.15939858 × maximal LVWT (mm) – 0.00294271 ×

maximal LVWT2 (mm2) + 0.0259082 × LA diameter (mm) +
0.00446131 × maximal LVOT gradient (mmHg) + 0.4583082 ×
family history of SCD + 0.82639195 × NSVT + 0.71650361 ×

unexplained syncope – 0.01799934× age at evaluation (years).
Patients were divided into three groups according to the HCM

Risk-SCD model: low risk <4%, intermediate risk 4% to <6%,
and high risk ≥6%. A calculated 5-year SCD risk of ≥4% confers
a recommendation (≥6%, class IIa; and between 4 and<6%, class
IIb) for ICD implantation for primary prevention of SCD.

2020 AHA/ACC Guideline

The 2020 AHA/ACC guideline provided a new risk stratification
composed of four conventional (family history of SCD,
unexplained syncope, NSVT, and maximal LVWT ≥30mm) and
three additional risk factors. The additional risk factors included
LV systolic dysfunction (left ventricular ejection fraction, LVEF
<50%), LV apical aneurysm, and extensive late gadolinium
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enhancement (LGE) by contrast-enhanced CMR imaging. The
major risk factors include (1) family history of SCD, (2)
unexplained syncope, (3) maximal LVWT≥30mm, (4) LV apical
aneurysm, and (5) LV systolic dysfunction (LVEF <50%). NSVT
and extensive LGE on CMR were considered as risk factors but
not major risk factors. Similar to the 2011 ACCF/AHA guideline,
patients at high risk of SCD recommended for ICD implantation
should have at least one major risk factor (class IIa).

Statistical Analysis
Continuous variables with a normal distribution are presented
as mean ± SD and were compared using Student’s t-test.
Non-normally distributed continuous variables are presented
as median with interquartile range and were compared using
Mann–Whitney U test. Categorical variables are presented as
frequencies (percentage) and were analyzed using the χ

2 test or
Fisher’s exact test.

Receiver operating characteristic (ROC) curves were
constructed to visualize the risk stratification performances,
by plotting sensitivity against 1 – specificity with the area
under the curve. The area under the curve of 0.5 indicates
no predictive value and 1.0 indicates perfect discrimination.
Kaplan–Meier survival curves showed survival rates free from
the endpoint SCD, non-SCD death, and all-cause death among
three risk stratifications using the log-rank test. To visually
assess the efficiency of three risk stratifications to discriminate
high-risk SCD patients who needed ICD implantation under
the recommendation of guidelines, the number needed to treat
(NNT) and its 95% CI were calculated based on Bender’s method
(16, 17). All statistical analyses were conducted using the IBM
SPSS software version 25, and a two-tailed p value of less than
0.05 was considered statistically significant.

RESULTS

Baseline Clinical Characteristics
The finial study population consisted of 511 patients with HCM.
The baseline characteristics of these patients are presented in
Table 1. Mean age was 59.8 ± 13.4 years, and 62.6% of patients
were male. Baseline characteristics of patients with SCD were
comparable with those of patients without SCD except for
significantly lower LVEF (55.1 ± 15.2% vs. 63.9 ± 4.9%; p =

0.041), lower rate of coronary heart disease (0 vs. 21.8%; p =

0.049), higher rate of NYHA III/IV (33.3% vs. 11.9%; p = 0.029),
multiform premature ventricular contractions (PVCs) (26.7% vs.
4.6%; p = 0.006) and NSVT (46.7% vs. 12.1%; p = 0.001), and
higher rate of LVEF <50% (33.3% vs. 1.8%; p < 0.001) and apical
aneurysm (13.3% vs. 0.2%; p= 0.002).

SCD and ICD Implantation
During a mean follow-up of 4.7 ± 1.7 years, 15 (2.9%) patients
(mean age 62.2 ± 14.3 years; 66.7% male; mean follow-up
3.1 ± 2.2 years) reached the endpoint. The 1-year and 5-year
cumulative survival rates free from SCD events were 99.2 and
97.0%, respectively. The combined endpoint consisted of 14 SCD
(mean age 62.0 ± 14.8 years; 64.3% female; mean follow-up 3.0
± 2.2 years) and 1 appropriate ICD shock (age 65 years; female;
follow-up 4.5 years). Out of 511 patients, 12 patients (2.3%)

implanted ICD for primary prevention. Only one patient with
ICD implantation suffered one appropriate ICD shock.

Risk Groups of SCD Events
2011 ACCF/AHA Guideline

On the basis of SCD risk stratification in the 2011 ACCF/AHA
guideline, 45 patients (8.8%) had more than one risk factor
and 466 (91.2%) had no risk factor. No statistically significant
difference was demonstrated in the risk of SCD events between
the patients with ≥1 risk factor and with no risk factor (4.4% vs.
2.8%, p= 0.53; Figure 1A).

2014 ESC Risk-SCD Model

The mean calculated 5-year SCD risk of 511 patients was 1.8 ±

1.2% according to the 2014 ESC guideline. The observed SCD
risk was 2.9% (15/511). The mean calculated 5-year SCD risk of
low-, intermediate-, and high-risk group was 1.6 ± 0.8%, 4.8 ±

0.5%, and 7.4 ± 1.4%, while the observed incidence of SCD was
2.5, 9.5, and 16.7%, respectively. The predicted and observed risks
per group are illustrated in Figure 1B. The observed risk of SCD
events was significantly higher than the predicted risk per group
(p < 0.001).

2020 AHA/ACC Guideline

A total of 53 patients (10.7%) had more than one major risk
factor based on the 2020 AHA/ACC guideline. The risk of SCD
events significantly increased in patients with ≥1 risk factor
compared with those with no risk factor (13.1% vs. 1.6%, p <

0.001; Figure 1C).

Predictors of SCD Events
Figure 2 shows ROC curves for the criteria of the 2011
ACCF/AHA, 2020 AHA/ACC guidelines, and the 2014 ESC
guideline for a cut-off level of 4 and 6%.

2011 ACCF/AHA Guideline

The area under the curve calculated for the study population
using the 2011ACCF/AHA guideline was 0.52 (95%CI 0.37–0.67,
p= 0.76), discriminating between patients with and without SCD
events, with a sensitivity and specificity of 13 and 91%.

2014 ESC Risk-SCD Model

The area under the curve for the calculated risk was 0.68 (95% CI
0.54–0.81, p = 0.02) for the 2014 ESC model. For the 2014 ESC
model with a cut-off level of 4%, the area under the curve was 0.58
(95% CI 0.41–0.74, p = 0.32), with a sensitivity and specificity of
20% and 95%. For the 2014 ESC model with a cut-off level of 6%,
the area under the curve was 0.53 (95% CI 0.37–0.68, p = 0.71),
with a sensitivity and specificity of 7 and 99%.

2020 AHA/ACC Guideline

The area under the curve for the calculated risk using the 2020
ACC/AHA guideline was 0.71 (95% CI 0.56–0.87, p < 0.001),
with a sensitivity and specificity of 53 and 89%.

Figure 3 shows the Kaplan–Meier curves for survival free
from the endpoint of SCD event based on the 2011 ACCF/AHA
guideline (A), the 2014 ESC model with a cut-off level of 4% (B)
and 6% (C), and the 2020 ACC/AHA guideline (D).
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TABLE 1 | Baseline clinical characteristics of the 511 HCM patients.

Patients without SCD event (n = 496) Patients with SCD event (n = 15) All (n = 511) P value

Male 310 (62.5) 10 (66.7) 320 (62.6) 0.742

Age 59.7 ± 13.3 62.2 ± 14.3 59.8 ± 13.4 0.473

Symptoms

Palpitation 205 (41.3) 7 (46.7) 212 (41.5) 0.679

Angina 153 (30.8) 3 (20.0) 156 (30.5) 0.570

Dyspnea 131 (26.4) 4 (26.7) 135 (26.4) 1.000

Syncope 37 (7.5) 2 (13.3) 39 (7.6) 0.320

Family history of HCM 17 (3.4) 1(6.7) 18(3.5) 0.420

NYHA III/IV 59 (11.9) 5 (33.3) 64 (12.5) 0.029

Atrial fibrillation 127 (25.6) 4 (26.7) 131 (25.6) 1.000

Coronary heart disease 108 (100) 0 108 (0) 0.049

Hypertension 294 (59.3) 8 (53.3) 302 (59.1) 0.645

Cerebral infarction 33 (6.7) 0 33 (6.5) 0.614

Diabetes mellitus 66 (13.3) 3 (20.0) 69 (13.5) 0.440

Multiform PVC 23 (4.6) 4 (26.7) 27 (5.3) 0.006

LAD 40.7 ± 6.2 42.5 ± 7.9 40.8 ± 6.3 0.294

LVDd 46.4 ± 4.4 51.4 ± 11.5 46.6 ± 4.8 0.117

LVEF 63.9 ± 4.9 55.1 ± 15.2 63.7 ± 5.6 0.041

Maximal LVWT 17.2 ± 3.3 18.1 ± 4.1 17.2 ± 3.3 0.262

LVOT gradient 6 (0,10) 5 (0,28) 6 (0,10) 0.770

LVOT obstruction 78 (15.7) 3(20) 81 (15.9) 0.717

Drug therapy

Beta-blocker 412 (83.1) 13 (86.7) 425 (83.2) 1.000

Calcium channel blocker 30 (6.0) 2 (13.3) 32 (6.3) 0.240

ACEI/ARB 221 (44.6) 3 (20.0) 224 (43.8) 0.059

Amiodarone 40 (8.1) 3 (20.0) 43 (8.4) 0.124

ICD implantation 12 (2.3) 1 (6.7) 11 (2.2) 0.303

Risk factors of the 2020 AHA/ACC guideline

Family history of SCD 4 (0.8) 0 4 (0.8) 1.000

Unexplained syncope 37 (7.5) 2 (13.3) 39 (7.6) 0.320

NSVT 60 (12.1) 7 (46.7) 67 (13.1) 0.001

Maximal LVWT ≥30mm 2 (0.4) 0 2 (0.4) 1.000

LVEF<50% 9 (1.8) 5 (33.3) 14 (2.7) <0.001

LV apical aneurysm 1 (0.2) 2 (13.3) 3 (0.6) 0.002

LGE 8 (1.6) 1 (6.7) 9 (1.8) 0.237

Number of risk factors in the 2020 AHA/ACC guideline <0.001

0 443 (89.3) 7 (46.7) 450 (88.1)

1 42 (8.5) 3 (20.0) 45 (8.8)

≥2 11 (2.2) 5 (33.3) 16 (3.1)

Number of risk factors in the 2011 ACCF/AHA guideline 0.663

0 453 (91.3) 13 (86.7) 466 (91.2)

≥1 43 (8.7) 2 (13.3) 45 (8.8)

2014 ESC Risk-SCD score (%/5 years) 1.8 ± 1.1 2.8 ± 2.2 1.8 ± 1.2 0.001

2014 ESC Risk-SCD Model 0.023

<4% 472 (95.2) 12 (80.0) 484 (94.7)

4%-6% 19 (3.8) 2 (13.3) 21 (4.1)

≥6% 5 (1.0) 1 (6.7) 6 (1.2)

Values are expressed as either mean ± SD, median (interquartile range), or number (percentage). HCM, hypertrophic cardiomyopathy; PVC, premature ventricular contraction; LAD, left

atrial diameter; LVDd, left ventricular end-diastolic diameter; LVEF, left ventricular ejection fraction; LVWT, left ventricular wall thickness; LVOT, left ventricular outflow tract; ACEI/ARB,

angiotensin-converting enzyme inhibitor/angiotensin receptor blocker; ICD, implantable cardioverter defibrillator; SCD, sudden cardiac death; NSVT, nonsustained ventricular tachycardia;

LGE, late gadolinium enhancement.
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FIGURE 1 | The sudden cardiac death (SCD) risk of groups based on the risk stratifications in the 2011 ACCF/AHA guideline (A), the 2014 ESC guideline (B), and the

2020 AHA/ACC guideline (C).

FIGURE 2 | Receiver operating characteristic (ROC) curves for the risk

prediction models of the 2011 ACCF/AHA, the 2020 AHA/ACC guidelines,

and the 2014 ESC guideline with a cut-off level of 4 and 6%. The sudden

cardiac death (SCD) risk stratification in the 2020 AHA/ACC guideline showed

greater area under the curve (0.71) than the others.

Similarly, Figures 4, 5 show the Kaplan–Meier curves for
survival free from the non-SCD death and all-cause death,
respectively, based on three guidelines.

The non-SCD mortality and all-cause mortality in patients
with ≥1 risk factor were higher than those in patients with 0
risk factor based on the 2020 ACC/AHA guideline (p = 0.03 and
p < 0.001, respectively).

Clinical Implications
To compare the predictive ability of SCD risk stratifications
recommended by three guidelines, the odds ratio (OR) and
number needed to treat (NNT) to prevent 1 case of SCD event

are shown in Table 2. It shows that 8.7 ICD implantations are
necessary to prevent 1 case of SCD in 5 years according to the
2020 ACC/AHA guideline. A total of 11.6 ICD implantations are
necessary when using the 2014 ESC model with a cut-off level of
4%. However, it would be less effective to identify the patients
at high risk of SCD with the criteria of the 2011 ACCF/AHA
guideline or the 2014 ESC model with a cut-off level of 6%.

DISCUSSION

The study is the first comparative evaluation of SCD risk
stratification methods recommended by the 2011 ACCF/AHA
guideline, the 2014 ESC guideline, and the 2020 AHA/ACC
guideline in a Chinese cohort with HCM. Also, it is the first
independent validation of the SCD risk stratification method
used in the 2020 AHA/ACC guideline. The most important
finding of this study is that the SCD risk stratification used in
the 2020 AHA/ACC guideline showed better discrimination than
the other two risk stratifications in Chinese patients with HCM.

Current Validations of Three Risk
Stratifications
In the 2011 ACCF/AHA guideline, the identification of high-
risk patients was based on five major binary risk factors. The
risk of SCD increased with the number of major risk factors.
Several studies demonstrated that the risk stratification in the
2011 ACCF/AHA guideline showed higher sensitivity and lower
specificity, resulting in unnecessary ICD implantations (6, 18).
The reported C-statistics ranged from 0.54 to 0.83 with the 2011
ACCF/AHA guideline in different cohorts (6, 9, 10, 18).

O’Mahony et al. provided a novel risk predictionmodel (HCM
Risk-SCD) to stratify 5-year SCD risk, which was adopted as the
2014 ESC risk prediction model for primary prevention of SCD
in HCM (8). It not only evaluated the SCD risk quantitatively
with continuous variables rather than binary factors, but added
into risk stratification new factors reflecting cardiac remodeling
and disease progression (such as maximal LVWT, LA diameter,
and LVOT gradient). O’Mahony et al. further conducted an
international multicenter cohort study includingmore than 3,700
patients with HCM to verify the significant prediction of HCM
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FIGURE 3 | Kaplan–Meier curves for survival free from the sudden cardiac death (SCD) event by risk stratifications based on the 2011 ACCF/AHA (A), the 2014 ESC

guideline with a cut-off level of 4% (B) and 6% (C), and the 2020 AHA/ACC guidelines (D).

Risk-SCD model (11). The reported C-statistics varied from 0.69
to 0.93 with the 2014 ESC guideline (9, 10, 18–20). Besides,
studies fromAsianHCMpopulation demonstrated that theHCM
Risk-SCD model resulted in lower sensitivity, missing more
patients at SCD risk who do not receive ICDs (12, 19, 21).

The 2020 AHA/ACC guideline provided a new risk
stratification composed of four conventional and three additional
risk factors (LV systolic dysfunction, LV apical aneurysm, and
extensive LGE by contrast-enhanced CMR imaging). The
new factors included in the 2020 AHA/ACC guideline were
mainly derived from high-risk patients with HCM in Western
population (14). However, whether the SCD risk stratification
method in the 2020 AHA/ACC guideline can be applied to
Chinese patients with HCM is still questionable. Our study was
to validate and compare the predictive value for SCD in Chinese
HCM patients.

New SCD Risk Factors of the 2020
AHA/ACC Guideline
The ROC curves vividly suggested that the 2020 AHA/ACC
guideline strategy had better discrimination performance than

the other two methods in our cohort. This may be attributed
to the new major risk factors in the 2020 AHA/ACC guideline
strategy (14): LV systolic dysfunction (LVEF <50%) and LV
apical aneurysm. In a retrospective study published by Harris
et al. in 2006 (22), end-stage HCM (LVEF<50%) were identified
in 44 (3.5%) of 1,259 study patients. Also, investigators found that
LV systolic dysfunction was associated with increased mortality
rate (11% per year) and regarded as a sudden death risk factor.
Maron et al. conducted a study in 118 (4.8%) end-stage HCM
patients from 2004 to 2017 at the Tufts HCM Institute (23). The
follow-up was up to December 31, 2018, and the study suggested
that SCD events were fivefold more frequent in end-stage HCM
patients than in patients with preserved LV systolic function (2.4
vs. 0.5%/year; p = 0.006). In our study, 14 (2.7%) were identified
with LV systolic dysfunction in 511 HCM patients. Of 14 patients
with LV systolic dysfunction, 4 (28.6%) suffered SCD and all
of them did not implant ICD. Primary prevention ICDs should
be considered in HCM patients with LV systolic dysfunction.
In aspect of LV apical aneurysm, Igarashi et al. conducted an
electrophysiological study in 15 patients with HCM and LV
apical aneurysm (24). It showed that endocardial radiofrequency
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FIGURE 4 | Kaplan–Meier curves for survival free from the non-SCD death by risk stratifications based on the 2011 ACCF/AHA (A), the 2014 ESC guideline with a

cut-off level of 4% (B) and 6% (C), and the 2020 AHA/ACC guidelines (D). SCD, sudden cardiac death.

catheter ablation of LV apical aneurysm effectively suppressed
monomorphic VT which decreased the mortality rate related to
SCD. In a cohort of 93 patients with HCM and apical aneurysms,
Rowin and colleagues demonstrated that LV apical aneurysm
could be considered as a risk factor of SCD (25). It has been
reported that LV apical aneurysms are present in up to 2%
of patients with HCM (26). In the present study, 3 (0.6%) of
511 patients were identified with LV apical aneurysm and two
patients reached the endpoint of SCD events.

In addition, the 2020 AHA/ACC guideline also includes the
risk factor extensive LGE by CMR imaging, but it is not a
major risk factor (14). CMR imaging with LGE can be used to
detect and quantify myocardial fibrosis and scarring (27), which
was associated with increased risk for future potentially lethal
ventricular arrhythmias (28–31). Although several studies have
promoted a threshold for extensive LGE of≥15% of the LV mass
as representing a significant increase in SCD risk (30, 31), no
consensus is achieved on the methods used to quantify LGE and
further verification is still needed (14). HCM is mostly caused
by mutations in various genes encoding proteins of the cardiac
sarcomere (32). Girolami et al. reported that patients with double
or triple mutations are at increased risk of end-stage progression
and ventricular arrhythmias (33). But whether genetic testing

needs to be included in the risk stratification of SCD is uncertain
because of current limited data (34–36).

Lower Sensitivity of Three Risk
Stratifications
The accurate risk stratification can not only identify the patients
at a high risk of SCD to implant ICDs for primary prevention,
but avoid overtreatment in low-risk patients. All three SCD
risk stratifications in the present study showed lower sensitivity,
resulting in significant proportion of patients experiencing SCD
events that were misclassified into the low-risk patients. Thirteen
(2.8%) patients experiencing SCD events were misclassified as
low-risk patients by the 2011 ACCF/AHA guideline, twelve
(2.3%) by the 2014 ESC model, and seven (1.6%) by the 2020
AHA/ACC guideline. The reasons of lower sensitivity can be
listed as here. First, in the 2011 ACCF/AHA guideline, the risk
factor ABPRE was not available in our cohort because we did
not routinely assess the ABPRE in clinical practice. This may
lead to lower sensitivity in our cohort than the previous reported
sensitivity in cohorts from Western population (6, 18). Second,
the reported sensitivity and specificity of the 2014 ESC model
varied in different studies (8, 9, 12). The sensitivity in our study
were similar to the one in a study composed of 1,629 HCM
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FIGURE 5 | Kaplan–Meier curves for survival free from the all-cause death by risk stratifications based on the 2011 ACCF/AHA (A), the 2014 ESC guideline with a

cut-off level of 4% (B) and 6% (C), and the 2020 AHA/ACC guidelines (D).

TABLE 2 | Comparison of the odds ratio and number needed to treat for event predicting models.

High risk (ICD indicated) Low risk(ICD not indicated) OR (95% CI) P value NNT (95% CI)

2011 ACCF/AHA guideline 2/45 13/466 1.6 (0.4–6.6) 0.6 60.4 (7.3–∞)

2014 ESC risk-SCD ≥4% 3/27 12/484 4.9 (1.4–17.4) 0.04 11.6 (3.6–475.6)

2014 ESC risk-SCD ≥6% 1/6 14/505 7.0 (0.6–59.3) 0.2 7.2 (1.6–∞)

2020 AHA/ACC guideline 8/61 7/450 9.6 (3.3–25.1) <0.001 8.7 (4.3–22.5)

Values are expressed as either mean± SD, median (interquartile range), or number (percentage). ICD, implantable cardioverter defibrillator; OR, odds ratio; NNT, number needed to treat.

patients published by Maron et al. (a much lower sensitivity of
9%, but higher specificity of 96%) (12). The study indicated that
the area under the curve of 2014 ESC model appeared to be
higher because of its greater specificity. However, this may be at
the expense of reduced sensitivity and thus missed appropriate
ICD therapy. The actual incidence of 5-year SCDwas higher than
the predicted risk in per group in this study, reflecting that the
model underestimated the risk of SCD and was not applicable to
the Chinese HCM population. Third, although all three SCD risk
stratifications showed low sensitivity, the sensitivity of the one
recommended by the 2020 AHA/ACC guideline was highest.

The factor LV apical aneurysm in the 2020 AHA/ACC
guideline may have been under-diagnosed in our study, as only

20 (4.3%) patients were evaluated by CMR imaging. Compared
with CMR imaging, echocardiography can underestimate the
detection rate of LV apical aneurysm (25, 37). It needs further
researches to validate the risk stratification in HCM patients
undergoing CMR. More attention should be paid to seeking for
a SCD risk stratification applied to the Chinese HCM population
with both higher sensitivity and specificity.

ICD Implantation for Primary Prevention of
SCD
Several studies use NNT to further evaluate the specificity of
SCD risk stratification recommended by guidelines (10, 38, 39).
A smaller NNT represents a higher specificity, indicating that a
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smaller amount of ICD needs to be implanted to prevent 1 SCD.
The current guidelines recommend ICD implantation for high-
risk SCD HCM patients. Patients at high risk of SCD can be
protected by ICD implantation for primary prevention of SCD,
but this protection comes at a price of inappropriate shocks and
device-related complications (40). So it is necessary to seek for
the real high-risk patients who are eligible for ICD implantation
by an accurate risk stratification. According to the 2020
ACC/AHA guideline, only 8.7 ICD implantations are necessary
to prevent 1 case of SCD in 5 years. On the precondition
that high-risk patients are protected by ICD implantation,
reducing unnecessary ICD implantation is beneficial to reduce
the incidence of its potential complications and the economic
burden of patients.

Current guidelines all recommend a shared-decision making
process that takes into consideration the SCD risk stratification
of the patient as well as physician judgment and patient
preference (5, 7, 14, 41). In clinical practice, it is noteworthy
that whether to implant an ICD does not only depend on risk
stratification, but also related to physician judgment (the effect
of using antiarrhythmic drugs) and patient preference (the will
and economic conditions of patients). ICD implantation might
also be limited by the will or economic conditions of patients
because of its high cost and invasiveness. These factors cannot
be accurately assessed in a retrospective study resulting in a
relatively significant bias.

LIMITATIONS

The limitations of our study should be acknowledged. First, this
study was conducted in a single tertiary center with potential
selection bias, so the patient population might not represent
the general population with HCM. Further larger, multicenter,
and prospective studies are warranted to confirm our results.
Second, the comparison between different risk models is limited
because of the small number of SCD events, and it is less effective
to identify which one is an independent risk factor of SCD in
our study. Third, the risk factors recommended by the 2011
ACCF/AHA guideline and 2020 AHA/ACC guideline included
in our study were incomplete, leading to a relatively conservative
result. The risk factor ABPRE in the 2011 ACCF/AHA guideline
was not assessed in our cohort. Also, it was less accurate to
evaluate the new major risk factor LV apical aneurysm in the
2020 AHA/ACC guideline with transthoracic echocardiography.

These led to an underestimated result of risk stratifications.
However, these data presented the validation of different SCD
risk stratifications in Chinese HCM patients from real world.

CONCLUSION

In the present study, the SCD risk stratifications recommended
by the 2011 ACCF/AHA guideline, the 2014 ESC guideline,
and the 2020 AHA/ACC guideline all showed lower sensitivity,
resulting in a significant proportion of patients experiencing
SCD events that were misclassified into the low-risk patients.
However, the SCD risk stratification recommended by the

2020 AHA/ACC guideline showed a better discrimination than
previous stratifications in Chinese patients with HCM.

DATA AVAILABILITY STATEMENT

The raw data supporting the conclusions of this article will be
made available by the authors, without undue reservation.

ETHICS STATEMENT

The study protocol was approved by the Clinical Studies and
Ethics Committee of the First Affiliated Hospital of Nanjing
Medical University.

AUTHOR CONTRIBUTIONS

YD contributed to the conception and design of the work.
YD, WY, CC, JJ, and WZ contributed to the acquisition and
interpretation of data for the work. WY and WZ contributed to
the analysis of data for the work. YD drafted the article. FZ, BY,
XL, and XZ critically revised the article. All authors contributed
to the article and approved the submitted version.

FUNDING

This work was supported by grants from the National
Twelfth Five Year Plan for Science and Technology Support
(Grant No. 2011BAI11B13), the National Natural Science
Foundation of China (Grant No. 81400253), and the Top-level
Clinical Discipline Project of Shanghai Pudong District (PWYgf
2018-02). The funders had no role in study design, data collection
and analysis, decision to publish, or preparation of the article.

REFERENCES

1. Maron BJ,MaronMS.Hypertrophic cardiomyopathy. Lancet. (2013) 381:242–

55. doi: 10.1016/S0140-6736(12)60397-3

2. Maron BJ. Clinical course and management of hypertrophic cardiomyopathy.

New Engl J Med. (2018) 379:1973–6. doi: 10.1056/NEJMc1812159

3. Maron BJ, Rowin EJ, Casey SA, Maron MS. How hypertrophic

cardiomyopathy became a contemporary treatable genetic disease

with low mortality: shaped by 50 years of clinical research and

practice. JAMA Cardiol. (2016) 1:98–105. doi: 10.1001/jamacardio.201

5.0354

4. Maron BJ, McKenna WJ, Danielson GK, Kappenberger LJ, Kuhn HJ, Seidman

CE, et al. American college of cardiology/european society of cardiology

clinical expert consensus document on hypertrophic cardiomyopathy.

J Am Coll Cardiol. (2003) 42:1687–713. doi: 10.1016/s0735-1097(03)0

0941-0

5. Gersh BJ, Maron BJ, Bonow RO, Dearani JA, Fifer MA, Link MS,

et al. 2011 ACCF/AHA guideline for the diagnosis and treatment

of hypertrophic cardiomyopathy: executive summary: a report of

the American College of Cardiology Foundation/American Heart

Association Task Force on Practice Guidelines. Circulation. (2011)

124:2761–96. doi: 10.1161/CIR.0b013e318223e2bd

Frontiers in Cardiovascular Medicine | www.frontiersin.org 9 August 2021 | Volume 8 | Article 691653

https://doi.org/10.1016/S0140-6736(12)60397-3
https://doi.org/10.1056/NEJMc1812159
https://doi.org/10.1001/jamacardio.2015.0354
https://doi.org/10.1016/s0735-1097(03)00941-0
https://doi.org/10.1161/CIR.0b013e318223e2bd
https://www.frontiersin.org/journals/cardiovascular-medicine
https://www.frontiersin.org
https://www.frontiersin.org/journals/cardiovascular-medicine#articles


Dong et al. SCD of Hypertrophic Cardiomyopathy

6. O’Mahony C, Tome-Esteban M, Lambiase PD, Pantazis A, Dickie S,

McKenna WJ, et al. A validation study of the 2003 American College of

Cardiology/European Society of Cardiology and 2011 American College of

Cardiology Foundation/American Heart Association risk stratification and

treatment algorithms for sudden cardiac death in patients with hypertrophic

cardiomyopathy.Heart. (2013) 99:534–41. doi: 10.1136/heartjnl-2012-303271

7. Authors/Task Force M, Elliott PM, Anastasakis A, Borger MA,

Borggrefe M, Cecchi F, et al. 2014 ESC Guidelines on diagnosis and

management of hypertrophic cardiomyopathy: the Task Force for

the Diagnosis and Management of Hypertrophic Cardiomyopathy

of the European Society of Cardiology (ESC). Eur Heart J. (2014)

35:2733–79. doi: 10.1093/eurheartj/ehu284

8. O’Mahony C, Jichi F, Pavlou M, Monserrat L, Anastasakis A, Rapezzi C,

et al. A novel clinical risk prediction model for sudden cardiac death in

hypertrophic cardiomyopathy (HCM risk-SCD). Eur Heart J. (2014) 35:2010–

20. doi: 10.1093/eurheartj/eht439

9. Vriesendorp PA, Schinkel AF, Liebregts M, Theuns DA, van Cleemput J,

Ten Cate FJ, et al. Validation of the 2014 European Society of Cardiology

guidelines risk prediction model for the primary prevention of sudden cardiac

death in hypertrophic cardiomyopathy. Circ Arrhythm Electrophysiol. (2015)

8:829–35. doi: 10.1161/CIRCEP.114.002553

10. Fernandez A, Quiroga A, Ochoa JP, Mysuta M, Casabe JH, Biagetti

M, et al. Validation of the 2014 european society of cardiology sudden

cardiac death risk prediction model in hypertrophic cardiomyopathy in

a reference center in south america. Am J Cardiol. (2016) 118:121–

6. doi: 10.1016/j.amjcard.2016.04.021

11. O’Mahony C, Jichi F, Ommen SR, Christiaans I, Arbustini E, Garcia-

Pavia P, et al. International external validation study of the 2014 european

society of cardiology guidelines on sudden cardiac death prevention

in hypertrophic cardiomyopathy (EVIDENCE-HCM). Circulation. (2018)

137:1015–23. doi: 10.1161/CIRCULATIONAHA.117.030437

12. Maron BJ, Casey SA, Chan RH, Garberich RF, Rowin EJ, Maron MS.

Independent assessment of the european society of cardiology sudden death

risk model for hypertrophic cardiomyopathy. Am J Cardiol. (2015) 116:757–

64. doi: 10.1016/j.amjcard.2015.05.047

13. Udelson JE. Evaluating and reducing the risk of sudden death

in hypertrophic cardiomyopathy. Circulation. (2019) 139:727–

9. doi: 10.1161/CIRCULATIONAHA.118.038436

14. Writing Committee M, Ommen SR, Mital S, Burke MA, Day SM,

Deswal A, et al. 2020 AHA/ACC guideline for the diagnosis and

treatment of patients with hypertrophic cardiomyopathy: a report of

the american college of cardiology/american heart association joint

committee on clinical practice guidelines. Circulation. (2020) 142:e558–

631. doi: 10.1161/CIR.0000000000000945

15. Elliott PM, Poloniecki J, Dickie S, Sharma S, Monserrat L,

Varnava A, et al. Sudden death in hypertrophic cardiomyopathy:

identification of high risk patients. J Am Coll Cardiol. (2000)

36:2212–8. doi: 10.1016/S0735-1097(00)01003-2

16. Bender R. Calculating confidence intervals for the number needed to treat.

Control Clin Trials. (2001) 22:102–10. doi: 10.1016/S0197-2456(00)00134-3

17. Newcombe RG. Interval estimation for the difference between independent

proportions: comparison of eleven methods. Stat Med. (1988) 17:873–

90. doi: 10.1002/(SICI)1097-0258(19980430)17:8<873::AID-SIM779>3.0.

CO;2-I

18. Leong KMW, Chow JJ, Ng FS, Falaschetti E, Qureshi N, Koa-Wing

M, et al. Comparison of the prognostic usefulness of the European

society of cardiology and American heart association/American

college of cardiology foundation risk stratification systems for

patients with hypertrophic cardiomyopathy. Am J Cardiol. (2018)

121:349–55. doi: 10.1016/j.amjcard.2017.10.027

19. Liu J, Wu G, Zhang C, Ruan J, Wang D, Zhang M, et al. Improvement

in sudden cardiac death risk prediction by the enhanced American

College of Cardiology/American Heart Association strategy in

Chinese patients with hypertrophic cardiomyopathy. Heart Rhythm.

(2020). doi: 10.1016/j.hrthm.2020.04.017

20. O’Mahony C, Akhtar MM, Anastasiou Z, Guttmann OP, Vriesendorp

PA, Michels M, et al. Effectiveness of the 2014 European Society

of Cardiology guideline on sudden cardiac death in hypertrophic

cardiomyopathy: a systematic review and meta-analysis. Heart. (2019)

105:623–31. doi: 10.1136/heartjnl-2018-313700

21. Choi YJ, Kim HK, Lee SC, Park JB, Moon I, Park J, et al. Validation of the

hypertrophic cardiomyopathy risk-sudden cardiac death calculator in Asians.

Heart. (2019) 105:1892–7. doi: 10.1136/heartjnl-2019-315160

22. Harris KM, Spirito P, Maron MS, Zenovich AG, Formisano F, Lesser JR, et al.

Prevalence, clinical profile, and significance of left ventricular remodeling

in the end-stage phase of hypertrophic cardiomyopathy. Circulation. (2006)

114:216–25. doi: 10.1161/CIRCULATIONAHA.105.583500

23. Rowin EJ, Maron BJ, Carrick RT, Patel PP, Koethe B, Wells S, et al.

Outcomes in Patients With Hypertrophic Cardiomyopathy and Left

Ventricular Systolic Dysfunction. J Am Coll Cardiol. (2020) 75:3033–

43. doi: 10.1016/j.jacc.2020.04.045

24. Igarashi M, Nogami A, Kurosaki K, Hanaki Y, Komatsu Y, Fukamizu S, et al.

Radiofrequency catheter ablation of ventricular tachycardia in patients with

hypertrophic cardiomyopathy and apical aneurysm. JACC Clin Electrophysiol.

(2018) 4:339–50. doi: 10.1016/j.jacep.2017.12.020

25. Rowin EJ, Maron BJ, Haas TS, Garberich RF, Wang W, Link MS,

et al. Hypertrophic cardiomyopathy with left ventricular apical aneurysm:

implications for risk stratification and management. J Am Coll Cardiol. (2017)

69:761–73. doi: 10.1016/j.jacc.2016.11.063

26. Maron MS, Finley JJ, Bos JM, Hauser TH, Manning WJ, Haas TS, et al.

Prevalence, clinical significance, and natural history of left ventricular apical

aneurysms in hypertrophic cardiomyopathy. Circulation. (2008) 118:1541–

9. doi: 10.1161/CIRCULATIONAHA.108.781401

27. Nagueh SF, Bierig SM, Budoff MJ, Desai M, Dilsizian V, Eidem B,

et al. American society of echocardiography clinical recommendations

for multimodality cardiovascular imaging of patients with hypertrophic

cardiomyopathy. Journal of the American Society of Echocardiography. (2011)

24:473–98. doi: 10.1016/j.echo.2011.03.006

28. Weng Z, Yao J, Chan RH, He J, Yang X, Zhou Y, et al. Prognostic value

of LGE-CMR in HCM: a meta-analysis. JACC Cardiovasc Imaging. (2016)

9:1392–402. doi: 10.1016/j.jcmg.2016.02.031

29. Ismail TF, Jabbour A, Gulati A, Mallorie A, Raza S, Cowling TE, et al. Role

of late gadolinium enhancement cardiovascular magnetic resonance in the

risk stratification of hypertrophic cardiomyopathy. Heart. (2014) 100:1851–

8. doi: 10.1136/heartjnl-2013-305471

30. Mentias A, Raeisi-Giglou P, Smedira NG, Feng K, Sato K, Wazni O, et al.

Late gadolinium enhancement in patients with hypertrophic cardiomyopathy

and preserved systolic function. J Am Coll Cardiol. (2018) 72:857–

70. doi: 10.1016/j.jacc.2018.05.060

31. Chan RH, Maron BJ, Olivotto I, Pencina MJ, Assenza GE, Haas T,

et al. Prognostic value of quantitative contrast-enhanced cardiovascular

magnetic resonance for the evaluation of sudden death risk in

patients with hypertrophic cardiomyopathy. Circulation. (2014)

130:484–95. doi: 10.1161/CIRCULATIONAHA.113.007094

32. Burke MA, Cook SA, Seidman JG, Seidman CE. Clinical and mechanistic

insights into the genetics of cardiomyopathy. J Am Coll Cardiol. (2016)

68:2871–86. doi: 10.1016/j.jacc.2016.08.079

33. Girolami F, Ho CY, Semsarian C, Baldi M, Will ML, Baldini K, et al.

Clinical features and outcome of hypertrophic cardiomyopathy associated

with triple sarcomere protein gene mutations. J Am Coll Cardiol. (2010)

55:1444–53. doi: 10.1016/j.jacc.2009.11.062

34. Ho CY, Day SM, Ashley EA, Michels M, Pereira AC, Jacoby D, et al.

Genotype and Lifetime Burden of Disease in Hypertrophic Cardiomyopathy:

Insights from the Sarcomeric Human Cardiomyopathy Registry (SHaRe).

Circulation. (2018) 138:1387–98. doi: 10.1161/CIRCULATIONAHA.117.0

33200

35. Ingles J, Burns C, Bagnall RD, Lam L, Yeates L, Sarina T, et al.

Nonfamilial hypertrophic cardiomyopathy: prevalence, natural

history, and clinical implications. Circ Cardiovasc Genet. (2017)

10:e001620. doi: 10.1161/CIRCGENETICS.116.001620

36. Mathew J, Zahavich L, Lafreniere-Roula M, Wilson J, George K,

Benson L, et al. Utility of genetics for risk stratification in pediatric

hypertrophic cardiomyopathy. Clin Genet. (2018) 93:310–9. doi: 10.1111/cge.

13157

37. Kebed KY, Al Adham RI, Bishu K, Askew JW, Klarich KW,

Oh JK, et al. Evaluation of apical pouches in hypertrophic

Frontiers in Cardiovascular Medicine | www.frontiersin.org 10 August 2021 | Volume 8 | Article 691653

https://doi.org/10.1136/heartjnl-2012-303271
https://doi.org/10.1093/eurheartj/ehu284
https://doi.org/10.1093/eurheartj/eht439
https://doi.org/10.1161/CIRCEP.114.002553
https://doi.org/10.1016/j.amjcard.2016.04.021
https://doi.org/10.1161/CIRCULATIONAHA.117.030437
https://doi.org/10.1016/j.amjcard.2015.05.047
https://doi.org/10.1161/CIRCULATIONAHA.118.038436
https://doi.org/10.1161/CIR.0000000000000945
https://doi.org/10.1016/S0735-1097(00)01003-2
https://doi.org/10.1016/S0197-2456(00)00134-3
https://doi.org/10.1002/(SICI)1097-0258(19980430)17:8<873::AID-SIM779>3.0.CO;2-I
https://doi.org/10.1016/j.amjcard.2017.10.027
https://doi.org/10.1016/j.hrthm.2020.04.017
https://doi.org/10.1136/heartjnl-2018-313700
https://doi.org/10.1136/heartjnl-2019-315160
https://doi.org/10.1161/CIRCULATIONAHA.105.583500
https://doi.org/10.1016/j.jacc.2020.04.045
https://doi.org/10.1016/j.jacep.2017.12.020
https://doi.org/10.1016/j.jacc.2016.11.063
https://doi.org/10.1161/CIRCULATIONAHA.108.781401
https://doi.org/10.1016/j.echo.2011.03.006
https://doi.org/10.1016/j.jcmg.2016.02.031
https://doi.org/10.1136/heartjnl-2013-305471
https://doi.org/10.1016/j.jacc.2018.05.060
https://doi.org/10.1161/CIRCULATIONAHA.113.007094
https://doi.org/10.1016/j.jacc.2016.08.079
https://doi.org/10.1016/j.jacc.2009.11.062
https://doi.org/10.1161/CIRCULATIONAHA.117.033200
https://doi.org/10.1161/CIRCGENETICS.116.001620
https://doi.org/10.1111/cge.13157
https://www.frontiersin.org/journals/cardiovascular-medicine
https://www.frontiersin.org
https://www.frontiersin.org/journals/cardiovascular-medicine#articles


Dong et al. SCD of Hypertrophic Cardiomyopathy

cardiomyopathy using cardiac MRI. Int J Cardiovasc Imaging. (2014)

30:591–7. doi: 10.1007/s10554-013-0355-y

38. Nakagawa S, Okada A, Nishimura K, Hamatani Y, Amano M, Takahama

H, et al. Validation of the 2014 European society of cardiology sudden

cardiac death risk prediction model among various phenotypes in Japanese

patients with hypertrophic cardiomyopathy. Am J Cardiol. (2018) 122:1939–

46. doi: 10.1016/j.amjcard.2018.08.042

39. Maron MS, Rowin EJ, Wessler BS, Mooney PJ, Fatima A, Patel

P, et al. Enhanced American college of cardiology/American heart

association strategy for prevention of sudden cardiac death in high-

risk patients with hypertrophic cardiomyopathy. JAMA Cardiol. (2019)

4:644–57. doi: 10.1001/jamacardio.2019.1391

40. Schinkel AF, Vriesendorp PA, Sijbrands EJ, Jordaens LJ. ten Cate

FJ, Michels M. Outcome and complications after implantable

cardioverter defibrillator therapy in hypertrophic cardiomyopathy:

systematic review and meta-analysis. Circ Heart Fail. (2012)

5:552–9. doi: 10.1161/CIRCHEARTFAILURE.112.969626

41. Maron BJ, Nishimura RA, Maron MS. Shared decision-making in HCM. Nat

Rev Cardiol. (2017) 14:125–6. doi: 10.1038/nrcardio.2017.6

Conflict of Interest: The authors declare that the research was conducted in the

absence of any commercial or financial relationships that could be construed as a

potential conflict of interest.

Publisher’s Note: All claims expressed in this article are solely those of the authors

and do not necessarily represent those of their affiliated organizations, or those of

the publisher, the editors and the reviewers. Any product that may be evaluated in

this article, or claim that may be made by its manufacturer, is not guaranteed or

endorsed by the publisher.

Copyright © 2021 Dong, Yang, Chen, Ji, Zheng, Zhang, Yang, Li and

Zhou. This is an open-access article distributed under the terms of the

Creative Commons Attribution License (CC BY). The use, distribution or

reproduction in other forums is permitted, provided the original author(s)

and the copyright owner(s) are credited and that the original publication in

this journal is cited, in accordance with accepted academic practice. No use,

distribution or reproduction is permitted which does not comply with these

terms.

Frontiers in Cardiovascular Medicine | www.frontiersin.org 11 August 2021 | Volume 8 | Article 691653

https://doi.org/10.1007/s10554-013-0355-y
https://doi.org/10.1016/j.amjcard.2018.08.042
https://doi.org/10.1001/jamacardio.2019.1391
https://doi.org/10.1161/CIRCHEARTFAILURE.112.969626
https://doi.org/10.1038/nrcardio.2017.6
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/cardiovascular-medicine
https://www.frontiersin.org
https://www.frontiersin.org/journals/cardiovascular-medicine#articles

	Validation of the 2020 AHA/ACC Risk Stratification for Sudden Cardiac Death in Chinese Patients With Hypertrophic Cardiomyopathy
	Introduction
	Methods
	Study Population
	Follow-Up and Endpoints
	SCD Risk Stratifications of Three Guidelines
	2011 ACCF/AHA Guideline
	2014 ESC Risk-SCD Model
	2020 AHA/ACC Guideline

	Statistical Analysis

	Results
	Baseline Clinical Characteristics
	SCD and ICD Implantation
	Risk Groups of SCD Events
	2011 ACCF/AHA Guideline
	2014 ESC Risk-SCD Model
	2020 AHA/ACC Guideline

	Predictors of SCD Events
	2011 ACCF/AHA Guideline
	2014 ESC Risk-SCD Model
	2020 AHA/ACC Guideline

	Clinical Implications

	Discussion
	Current Validations of Three Risk Stratifications
	New SCD Risk Factors of the 2020 AHA/ACC Guideline
	Lower Sensitivity of Three Risk Stratifications
	ICD Implantation for Primary Prevention of SCD

	Limitations
	Conclusion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	References


