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Abstract

Background and Childhood-onset cardiomyopathies are rare and poorly characterized. This study examined the baseline characteristics and
Aims 1-year follow-up of children with cardiomyopathy in the first European Cardiomyopathy Registry.

Methods Prospective data were collected on individuals aged 1-<18 years enrolled in the European Society of Cardiology
EURObservational Research Programme Cardiomyopathy and Myocarditis long-term registry (June 2014—December 2016).

Results A total of 633 individuals aged <18 years with hypertrophic [HCM; n = 388 (61.3%)], dilated [DCM; n =206 (32.5%)], re-
strictive [RCM; n = 28 (4.4%)], and arrhythmogenic right ventricular cardiomyopathy [ARVC; n = 11 (1.7%)] were enrolled
by 23 referral centres in 14 countries. Median age at diagnosis was 4.0 [interquartile range (IQR) 0—10] years, and there was a
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male predominance [n =372 (58.8%)] across all subtypes, with the exception of DCM diagnosed <10 years of age; 621
(98.1%) patients were receiving cardiac medication and 80 (12.6%) had an implantable cardioverter-defibrillator. A total
of 253 patients (253/535, 47.3%) had familial disease. Genetic testing was performed in 414 (67.8%) patients with a patho-
genic or likely pathogenic variant reported in 250 (60.4%). Rare disease phenocopies were reported in 177 patients (28.0%)
and were most frequent in patients under 10 years [142 (30.9%) vs. 35 (19.6%); P = .003]. Over a median follow-up of 12.5

months (IQR 11.3—15.3 months), 18 patients (3.3%) died [HCMn =9

(26%),DCM n = 5 (3.0%), RCM n = 4 (16.0%)]. Heart

failure events were most frequent in RCM patients (36.0%).

The findings confirm the heterogeneous aetiology of childhood cardiomyopathies and show a high frequency of familial dis-

Conclusions

ease. Outcomes differed by cardiomyopathy subtype, highlighting a need for disease-specific evaluation and treatment.

Structured Graphical Abstract

Key Question

What are the characteristics of paediatric onset cardiomyopathy in a European population?

Key Finding

Among 633 individuals enrolled in the ESC EORP Cardiomyopathy and Myocarditis long-term registry, 47% had familial disease.
Genetic testing identified a likely pathogenic variant in 60%. Outcomes differed by cardiomyopathy subtype. Patients with restrictive
cardiomyopathy were at the highest risk of adverse cardiovascular events.

Take Home Message

The findings confirm the heterogeneous aetiology of childhood cardiomyopathies and show a high frequency of familial and genetic
disease. Outcomes differed by cardiomyopathy subtype, highlighting a need for disease-specific evaluation and treatment.
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Characteristics and outcomes of paediatric onset cardiomyopathy in a European population. HCM, hypertrophic cardiomyopathy; DCM, dilated
cardiomyopathy; RCM, restrictive cardiomyopathy; ARVC, arrhythmogenic right ventricular cardiomyopathy.
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Keywords

Introduction

Cardiomyopathies are a heterogeneous group of diseases character-
ized by structural and functional abnormalities of the myocardium
that are unexplained by abnormal loading conditions. They affect indi-
viduals of all ages," but childhood-onset cardiomyopathies are rare (an-
nual incidence 1.3 per 100 000) and poorly characterized.>™®

The EURObservational Research Programme (EORP) was launched
by the European Society of Cardiology (ESC) in 2009 with the aim of
describing the management and outcomes of specific cardiovascular
diseases using robust observational methodologies. The EORP
Cardiomyopathy and Myocarditis Registry has provided novel informa-
tion on contemporary assessment and management of adult cardiomy-
opathies across Europe.”'® As part of the long-term phase of the
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registry, recruitment was extended to include children and adolescents
aged 1-18 years. This report summarizes the characteristics of the
paediatric cohort with a particular focus on aetiology and short-term
outcomes.

Methods

General registry design

The ESC EORP Cardiomyopathy and Myocarditis Registry is a prospective,
multicentre observational registry of patients with a diagnosis of cardiomy-
opathy or myocarditis who were consecutively assessed at cardiology cen-
tres across Europe; detailed methodology for the pilot and adult long-term
phases has been described.”'® Children and adolescents were recruited
into the long-term registry between June 2014 and December 2016. The
paediatric component of the registry was established in partnership with
the Association for European Paediatric and Congenital Cardiology
(AEPC) and included centres involved in the adult pilot and long-term
phases that also managed children with cardiomyopathies as well as add-
itional paediatric cardiology centres fulfilling pre-specified criteria (see
Supplementary data online, Methods).” Written informed consent was ob-
tained from all participants or their parents/guardians prior to enrolment,
and the study received local ethical approval in accordance with each par-
ticipating centre’s governance requirements. The registry was managed by
the ESC EORP and overseen by an executive committee.

Patient population

Cardiomyopathies were defined as myocardial disorders characterized by
structural or functional abnormalities in the absence of coronary artery dis-
ease, hypertension, valve disease, or congenital heart disease (CHD) suffi-
cient to cause the observed degree of myocardial abnormality.’ The four
major cardiomyopathy subtypes eligible for inclusion in the registry were
hypertrophic cardiomyopathy (HCM), dilated cardiomyopathy (DCM), ar-
rhythmogenic right ventricular cardiomyopathy (ARVC), and restrictive
cardiomyopathy (RCM). Left ventricular non-compaction (LVNC) was re-
ported as an associated clinical feature in each of the four cardiomyopathy
subtypes. Genetic and non-genetic forms of cardiomyopathy were eligible
for inclusion. For the paediatric subsection of the registry, inclusion criteria
were (i) age at enrolment > 1 year and <18 years, (i) ability to provide
informed consent if over 16 years or via a parent or legal guardian if under
16 years, (iii) ability to comply with all study requirements, and (iv) fulfil-
ment of conventional cardiomyopathy diagnostic criteria for probands
or relatives, as previously described.”'® Patients with infantile-onset dis-
ease (diagnosed <1 year of age) were excluded from this registry during
the design phase."’ ™"

Cardiovascular outcomes were ascertained by the treating cardiologist at
each centre and defined a priori as the following:

(1) Major arrhythmic event: sudden cardiac death or resuscitated ventricular
fibrillation (VF)/cardiac arrest or sustained ventricular tachycardia (VT)

(2) Major heart failure event: heart failure death, heart transplant, or ven-
tricular assist device (VAD) implantation

(3) Major adverse cardiovascular events (MACE): any type of cardiovascu-
lar death or hospital urgent admission for cardiac reason

Among the 633 patients at baseline, only 620 patients are in the final
database (as 13 patients were enrolled in sites non-compliant with
European Community regulatory agreements and were therefore removed
in transfer after lock of initial database). This study complies with the
Declaration of Helsinki.

Statistical analyses

Continuous variables were reported as mean =+ standard deviation and/or
as median and interquartile range (IQR) when appropriate. Categorical vari-
ables were reported as percentages. Between-group comparisons were

made using a non-parametric test (Kruska-Wallis) or a x* test or a
Fisher’s exact test if any expected cell count was <5. Disease presenting
in early childhood (1-<10 years) was compared with that seen in later child-
hood using a priori determined age cut-offs of 10-18 years. Follow-up time
for each patient was calculated from the date of enrolment into the registry.
Cox proportional hazards model was used for survival estimates of com-
bined endpoints reporting hazard ratios (HR) and 95% confidence intervals
(CI). All analyses were performed using SAS statistical software version 9.4
(SAS Institute, Inc., Cary, NC, USA). A two-sided P value of <.05 was con-
sidered as statistically significant.

Results

Enrolment and geographical distribution
of participants

Twenty-three centres from 14 countries participated in the registry
(see Supplementary data online, Figure S1). As of 31 December 2019,
the total number of patients recruited and with locked data sets was
633. Over 75% of patients came from one of the three countries
(Italy, UK, and France); 251 patients (39.7%) were from Southern
Europe, 205 (32.4%) from Northern Europe, 106 (16.7%) from
Western Europe, and 57 (9.0%) from Eastern Europe [defined accord-
ing to United Nations geoscheme for Europe (https:/unstats.un.org/
unsd/methodology/m49/)]. In addition, nine patients were recruited
from Egypt and five from Nigeria. Overall, 541 patients (86.7%) were
probands and 83 were relatives (13.3%); in 9 patients, the proband sta-
tus was unknown. A total of 193 patients (30.5%) were new cases, and
440 (69.5%) were under follow-up; 359 patients (56.7%) were re-
cruited from an outpatient setting, and 274 (43.3%) were inpatients.
Geographical differences in evaluation and management are summar-
ized in Supplementary data online, Table S7. Patients from Eastern
Europe were older at diagnosis and more likely to be inpatients and in-
cident cases; they were also less likely to have rare disease phenocopies
and to have undergone implantable cardioverter-defibrillator (ICD)
implantation.

Cardiomyopathy subtypes and baseline
characteristics

Hypertrophic cardiomyopathy was the commonest subtype [n= 388
(61.3%)], followed by DCM [n=206 (32.5%)], RCM [n=28 (4.4%)],
and ARVC [n =11 (1.7%)]; there was a statistically significant difference
in the proportions of cardiomyopathy subtypes in the 1-<10 group
compared with the 10-18 group, with a higher proportion of HCM
and ARVC and a lower proportion of DCM and RCM (P <.001). Left
ventricular non-compaction was reported in 86 patients (13.8% of those
with available data) and was most frequent in those diagnosed aged
1-<10 years [n=70 (15.8%) vs. n=16 (9.0%) in those 10-18 years;
P =.026]. Dilated cardiomyopathy was the commonest cardiomyopathy
subtype associated with LVNC in the 1-<10 year group [n = 55 (35.5%)
vs. HCM (n= 11, 4.2%) and RCM (n =4, 15.4%); P < .001].

The baseline characteristics of the study cohort are shown in Table 1.
The median age at diagnosis for the whole cohort was 4 (0, 10) years,
and there was a male predominance across all cardiomyopathy sub-
types, with the exception of DCM diagnosed aged 1-<10 years of age.

The most common reason for diagnosis across the whole cohort
was symptoms [n= 191 (30.8%)], followed by family screening [n=
139 (22.4%)], incidental finding [n =133 (21.5%)], and cardiac arrest
[n=17 (2.7%)]. Across all age groups, patients with DCM and RCM
were most commonly diagnosed due to symptoms, whereas family
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Figure 1 Reasons for diagnosis for each cardiomyopathy subtype.
HCM, hypertrophic cardiomyopathy; DCM, dilated cardiomyopathy;
RCM, restrictive cardiomyopathy; ARVC, arrhythmogenic right ven-
tricular cardiomyopathy; CA/SCD, cardiac arrest/sudden cardiac
death

screening was the most common reason for diagnosis in HCM and
ARVC (Figure 1).

Clinical characteristics
Symptoms were reported in 332 patients (52.4%) and were most com-
mon in patients with DCM and RCM (Table 1).

A history of atrial fibrillation and transient ischaemic attack/stroke
was rare [eight (1.3%) and six (1.0%) patients, respectively].
Ventricular arrhythmia prior to enrolment was reported in 51 patients
(8.1%): 27 had a history of sustained VT, which was more common in
patients aged 10-18 years [15 out of 179 patients (8.4%) compared
with 12 out of 452 (2.7%) in those diagnosed aged 1-< 10 years of
age (P=.001)], and 24 patients had suffered a resuscitated VF cardiac
arrest (no difference between age groups). There was a non-significant
trend towards an increased frequency of ventricular arrhythmia in older
patients with ARVC.

Co-existing CHD was documented in 103 patients (16.5%), including
atrial septal defects (n=36, 5.8%) and ventricular septal defects
(n=122, 3.5%). The frequency of congenital heart lesions other than at-
rial septal defect and ventricular septal defect was higher in those diag-
nosed aged 1-<10 years of age [n =42 (9.4%) vs. 3 (1.7%) in the 10-18
year group, P <.001].

Genetic testing and aetiology

Familial disease was reported in 253 patients (n = 253/535, 47.3%); in
those diagnosed between 10-18 years, familial disease was most fre-
quent in HCM and least frequent in DCM [n =57 (54.8%) vs. n=12
(32.4%), P=.046]. Similar trends were observed in the 1-<10 year
group (see Supplementary data online, Figure S2).

Genetic testing was performed in 414 patients (67.8%). In those di-
agnosed 1-<10 years, genetic testing was most frequent in ARVC
[2 (100.0%)], followed by HCM [191 (74.9%)], RCM [18 (72.0%)],
and DCM [90 (59.6%); P =.008] for global comparison; in those aged
10-18, genetic testing was most frequent in ARVC [n=8 (88.9%)]
followed by HCM [n=81 (69.2%)], RCM [n=1 (50.0%)], and DCM
[n=22 (45.8%); P=.007]. A causative variant was documented in
250 patients (60.4%), with a higher yield from testing in those aged

10-18 years [n =77 (68.8%) vs. n =172 (57.1%) compared with those
aged 1-<10 years; P =.032]. In those aged 1-<10 years, the prevalence
of reported causative variants was highest in HCM [128 (67.0%) vs. 10
(55.6%) in RCM, 1 (50.0%) in ARVC, and 33 (36.7%) in DCM; P < .001];
in those 10-18 years, there was no difference in prevalence of reported
causative variants between cardiomyopathy subtypes (see Supplementary
data online, Figure S3). Table 2 and Supplementary data online, Table S2,
describe the disease-causing variants identified on genetic testing by age
and diagnosis. Variants were most commonly identified in sarcomeric
protein genes for all cardiomyopathy subtypes except ARVC.

Phenocopies were reported in 177 patients (28.0%) (Figure 2):
malformation syndromes [n=75 (11.8%)], neuromuscular disorders
[n=49 (7.7%)], inborn errors of metabolism [n =20 (3.2%)], mito-
chondrial disorders [n=18 (2.8%)], and chromosomal abnormalities
[n=15 (2.4%)]. Phenocopies were most frequent in patients aged
1-<10 years [142 (30.9%) vs. 35 (19.6%) in those aged 10-18 years;
P=.003], particularly in younger HCM patients [n=116 (43.4%);
P <.001 vs. other subtypes] and older DCM patients [n =18 (37.5%);
P =.002 vs. other subtypes]. Data on specific rare disease phenocopies
are reported in the Supplementary data online, Tables S3 and $4.

Specialized diagnostic tests

Supplementary data online, Table S5, shows the utilization of cardiac in-
vestigations at baseline. When performed, ambulatory ECG monitoring
showed sinus rhythm throughout in the majority of patients, with par-
oxysmal atrial fibrillation identified in two patients (0.6%) and conduc-
tion disease in five (1.5%). Non-sustained VT (NSVT) was documented
in 14 patients (4.1%), with the highest frequency in patients with DCM,
although this did not reach statistical significance. A total of 193 patients
(30.5%) underwent cardiac magnetic resonance imaging (MRI); the
presence or absence of late gadolinium enhancement was assessed in
101 (59.1%) patients.

Treatment at baseline

A total of 621 patients (98.1%) were receiving one or more cardiovas-
cular medications at the time of enrolment. The breakdown of medica-
tion class by cardiomyopathy subtype is shown in Table 3. The most
commonly used drugs (n=372, 58.8%);
angiotensin-converting enzyme (ACE) inhibitors were used in 158 chil-
dren with DCM (77.1%). Eighteen patients (4.0%) were receiving oral
anticoagulation, of whom 14 had DCM.

were beta-blockers

Follow-up and outcomes
Five hundred and forty-eight patients (88.4%) had 1-year follow-up
data. Median follow-up was 12.5 months (IQR 11.3-15.3 months).
Patients with follow-up were less likely to have heart failure symptoms
at baseline but did not otherwise differ in baseline characteristics (see
Supplementary data online, Table S6). By the end of follow-up,
80 (12.9%) had received an ICD, the majority of which was for primary
prophylaxis (75.0%). Devices were most commonly implanted in older
patients [10-18 years n =40 (22.3%) vs. 1-<10 years n =40 (8.9%),
P <.001] and in those with ARVC (n=7, 63.6%), followed by HCM
(n=56, 14.5%). Ten patients (1.6%) received a permanent pacemaker,
and one patient had a cardiac resynchronization therapy device.
Twenty-six (4.2%) patients (15 with DCM) had a VAD, and 23 pa-
tients (3.7%) (14 with DCM) received a heart transplant. The number
of patients with HCM who had undergone a septal myectomy was 41
(10.6%), and this was most frequent in younger patients [n = 35 (13.1%)
vs. n=6 (5.0%) in the 10-18 year group; P=.016].
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Table 2 Disease-causing variant identified by genetic testing by age group (1-<10 vs. 10-18 years)

Total 414 1-<10 years (n = 301) 10-18 years (n=112) P value 1-<10 vs.
................................................................................................................ 10-18 years
HCM DCM RCM ARVC HCM DCM RCM ARVC

(n=191) (=90) ((=18) (n=2) (n=81) (n=22) (n=1) (n=8)
Sarcomeric 139 (33.7%) 68 (35.6%) 17 (18.9%) 8 (44.4%) 0 (0.0%) 42 (51.9%) 3 (13.6%) 1 (100%) 0 (0.0%) .06
Dystrophin 6 (1.4%) 0 (0.0%) 2(22%) 0(0.0%) 0 (0.0%) 1(12%) 3(13.6%) 0(0.0%) 0 (0.0%) .05
Z disc 5 (1.2%) 1 (0.5%) 1(11%) 1(5.6%) 0 (0.0%) 1(12%) 1(45%) 0(0.0%) 0 (0.0%) 51
Nuclear 1(0.2%) 0 (0.0%) 0(0.0%) 0(0.0%) 0 (0.0%) 0(0.0%) 1(5.0%) 0(0.0%) 0 (0.0%) >.999

envelope

Desmosomal 23(5.6%) 6 (3.1%) 6 (67%) 1(5.6%) 1(50.0%) 2((25%) 1(45%) 0(0.0%) 6 (75.0%) 18
lon channel 4 (1.0%) 0 (0.0%) 2(22%) 2(11.1%) 0 (0.0%) 0(0.0%) 0(0.0%) 0(0.0%) 0(0.0%) .58
RASopathy 31 (7.5%) 26 (13.6%) 1(11.1%) 0(0.0%) 0 (0.0%) 4(49%) 0(0.0%) 0(0.0%) 0(0.0%) .06
Metabolic 9 (2.2%) 7 (3.7%) 0(0.0%) 0(0.0%) 0(0.0%) 2(25%) 0(0.0%) 0(0.0%) 0(0.0%) >.999
Mitochondrial 10 (2.4%) 5 (2.6%) 2 (22%) 0(0.0%) 0 (0.0%) 3(3.7%) 0(0.0%) 0(0.0%) 0(0.0%) 73

Genetic testing was performed in 414 patients (67.8%). Genetic testing identified a causative variant in 250 (60.4%) patients and was negative in 250 (39.6%). In 22 patients, genetic testing
status was unknown.

B <10
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Figure 2 Frequency of rare disease causes in childhood cardiomyopathies. Proportion of rare disease causes across all age groups and cardiomyop-
athy subtypes. (A) Proportion of rare disease causes by cardiomyopathy subtype in patients diagnosed under 10 years of age. (B) Proportion of rare
disease causes by cardiomyopathy subtype in patients diagnosed between 10 and 18 years of age. MFS, malformation syndrome; IEM, inborn error of
metabolism; Mito, mitochondrial cytopathy; NMD, neuromuscular disorder; Chrom, chromosomal abnormality

Eighteen patients (3.3%) died [HCM n =9 (2.6%), DCM n =5 (3.0%). subtype is described in Table 4. Arrhythmic events occurred most com-
RCM n=4 (16.0%)]. Cause of death was heart failure (n = 8), arrhyth- monly in patients with ARVC (12.5%) followed by RCM (8.0%). Heart
mia (n=1), cerebrovascular accident (n=1), systemic haemorrhage failure events were most frequent in RCM patients (36.0%), followed by
(n=2), and other (n = 6). Cause of death by age and cardiomyopathy DCM (7.1%) (Figure 3). Compared with those with HCM, children with
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Table 4 Outcomes by cardiomyopathy subtype and age group (1-<10 vs. 10-18 years)
Total 1-<10 years (n = 392) 10-18 years (n = 154) P value 1-<10
(R BAB) 7 years vs,
HCM DCM RCM ARVC HCM DCM RCM ARVC 10-18 years
(n=234) (n=132) (n=24) (n=2) (n=111) (=36) (n=1) (n=6)
Death 18 (33%)  9(38%) 3(Q3%) 4(167%) 0(00%) 0(00%) 2(56%) 0(0.0%) 0 (0.0%) 101
Heart failure 8(15%)  2(09%) 2(1.5%) 2(83%) 0(00%) 0(00%) 2 (56%) 0(00%) 0 (0.0%)
Arrhythmia 1(02%)  1(04%) 0(00%) 0(0.0% 0(00%) 0(00%) 0(00% 0(00%) 0 (0.0%)
CVA 1(02%)  0(00%) 0(00%) 2(83% 0(00% 0(00% 0(0%  0(0.0%) 0 /(0.0%)
Systemic 2(04%)  1(04%) 0(00%)  0(00%) 0(00%) 0(00% 0(00% 0(0.0%) 0 (0.0%)
haemorrhage
Other 6(11%)  521%) 1(08%)  0(00%) 0(00%) 0(00% 0(00%) 0(0.0%) 0 (0.0%)
Septal myectomy 41 (7.5%) 35 (13.1%) 6 (5.0%) 016
Major heart failure 28 (5.1%) 6 (26%) 7(53%) 9(37.5%) 0(00%) 1(09%) 5(13.9%) 0(0.0%) 0 (0.0%) 413
event
Major arrhythmic 25 (46%) 11(47%) 3(3%) 2(83%) 0(00%) 5(45%) 3(83%) 0(0.0%) 1(167%) 375
event
Major cardiovascular 66 (12.0%) 27 (11.6%) 8 (6.1%) 9 (37.5%) 0(0.0%) 14 (12.6%) 6 (167%) 1(100%) 1 (16.7%) 339

event

RCM showed an increased risk of reaching the composite endpoint of
major heart failure events [HR 27.34 (95% Cl 9.72-76.94) P <.001],
major arrhythmic event (HR 29.48 (95% ClI 2.67-325.42), P =.006),
and MACE (HR 6.47 (95% CI 3.13-13.35) P < .001). There was no dif-
ference in outcome by proband status.

Discussion

In this study from the first European paediatric cardiomyopathy regis-
try, we demonstrate a high prevalence of familial and genetic disease,
even in the youngest children, and a high symptom burden requiring
medication, implantable devices, and surgical therapy. Patients with
RCM were at the highest risk of adverse cardiovascular events
(Structured Graphical Abstract).

Clinical characteristics of the cohort

In contrast with published paediatric registry data from North
America® and Australia,” where DCM accounts for more than 50%
of cardiomyopathies, HCM was the most frequent diagnosis in the
registry. This difference may relate to the exclusion of patients diag-
nosed in the first year of life, who may have a higher incidence of
DCM compared with HCM and other cardiomyopathy subtypes.®'
It is also possible that families with HCM were more likely to be re-
ferred, due to the perceived higher risk of genetic disease."*™"
Nevertheless, as the majority of patients across all cardiomyopathy sub-
types were index cases, it is also plausible that HCM may be more com-
mon in the paediatric population than previously assumed.

In keeping with previous adult and paediatric studies, there was a
male predominance across all cardiomyopathy subtypes in all age
groups, with the exception of DCM in patients diagnosed under
10 years of age. In adults, it is suggested that this may be related to
modifier effects of sex hormones,"® but the fact that this sex difference

is present even in pre-adolescence suggests that other genetic and epi-
genetic factors are important.

Associated congenital disease

Associated CHD was seen in one-sixth of patients in this study and was
particularly common in younger patients diagnosed with cardiomyop-
athies. The frequency of CHD in children with cardiomyopathies has
not been evaluated systematically previously but in this study was sub-
stantially higher than the population prevalence of CHD, which is esti-
mated at 0.8% in Europe.'® This may reflect the higher prevalence of
syndromic aetiologies (particularly RASopathies and chromosomal ab-
normalities) in the younger age group but could also suggest different
genetic causes for cardiomyopathies in the very young.

Familial disease

A major finding in this study was the large proportion of patients with fa-
milial disease, which remained even after removal of relatives of an index
patient. Although most frequent in patients with HCM, this was consistent
across all cardiomyopathy subtypes and across all age groups. This finding
corroborates reports from previous registry and consortium studies.’*?’
Furthermore, the overall yield of genetic testing was also high, exceeding
60% in HCM, ARVC, and RCM. Dilated cardiomyopathy had the lowest
overall yield of genetic testing (41%), but this was higher for those aged
10-18 years (59.1%). The overall yield of genetic testing was higher
than reported in the North American Pediatric Cardiomyopathy
Registry (PCMR) (60% vs. 48%), but they found similar differences in
the yield by cardiomyopathy type.?' It is possible that this high yield re-
flects selection bias from expert centres with ready access to genetic test-
ing; indeed, the proportion of patients undergoing genetic testing was
higher in than in the PCMR data set (68% vs. 53%).>' However, these find-
ings suggest a genetic basis for disease should always be considered in chil-
dren with cardiomyopathy. As in adults, the majority of disease-causing
variants in children with HCM was in sarcomeric protein genes. On the
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Figure 3 Rate of combined events at 1-year follow-up for each subtype of cardiomyopathy

other hand, the predominance of variants in sarcomere genes other than
titin in DCM contrasts with adult cohorts.'>'¢?*724

In keeping with previous studies in childhood, our data demonstrate
a substantially higher frequency of rare disease phenocopies compared
with adults, particularly in those diagnosed in the first decade of life.
Malformation syndromes, particularly Noonan syndrome and related
RAS-MAPK disorders, were most frequent among the rare disease
phenocopies. These diagnoses are important to recognize as they are
81225 and, increasingly, are amen-
able to targeted therapeutic approaches, including enzyme replacement
therapy for some inborn errors of metabolism,?® MEK inhibition for
some patients with disorders of the RAS-MAPK developmental path-
way (e.g. Noonan syndrome),”’” and genome editing in patients with
Duchenne muscular dystrophy.*®

associated with different outcomes

Systematic evaluation

The use of comprehensive clinical diagnostic investigations in this popu-
lation was high, reflecting the complexity of diagnosis in childhood cardio-
myopathies and the characteristics of the enrolling centres. A relatively
high proportion of patients underwent cardiac MRl and exercise testing,
although the use of these tests is necessarily limited in the very young. In
contrast, nearly half the patients enrolled had not undergone ambulatory
ECG monitoring. Importantly, when this was performed, it led to the de-
tection of NSVT in nearly 5% of patients, which could have implications
for sudden cardiac death risk stratification, particularly in HCM.2>*°
Similarly, although echocardiography was performed in the vast majority
of patients, an assessment of left atrial diameter was not recorded in
nearly 40% of children with HCM. As left atrial size is an important pre-
dictor of ventricular arrhythmia risk in childhood HCI"I,29'30 these data
suggest a potential gap in existing recommendations for the investigation
and management of paediatric cardiomyopathies.

Treatment

A high proportion of patients in this study were receiving cardiac
medication. This could indicate a bias towards patients with more se-
vere disease but may also reflect local clinical practice as medication
may be prescribed as prophylactic therapy in some centres. Nearly
1 in 10 individuals received an ICD, most commonly for primary
prophylaxis. The proportions of ICD implantation in patients with
HCM were in keeping with previous studies.>” In contrast, although
the numbers were small, a substantial proportion (over 60%) of pa-
tients with ARVC had undergone ICD implantation, consistent with

the findings from the adult EORP cardiomyopathy registry.” A small
number of patients with HCM had undergone septal myectomy at
the time of enrolment, and this was most frequent in those diagnosed
aged 1-<10 years of age, most likely reflecting the increased preva-
lence of syndromic aetiologies in this age group, which have a higher
prevalence of left ventricular outflow tract obstruction.*>

Outcomes

Children with RCM had the worst short-term outcomes, but the fre-
quency of adverse events differed by cardiomyopathy type; specifically,
children with DCM were most likely to experience a heart failure event,
whereas patients with HCM and ARVC more commonly experienced
an arrhythmic event. The finding that patients with HCM had relatively
good short-term outcomes is consistent with previous reports that,
outside of infancy, children and adolescents have a low incidence of
death and heart failure in childhood.®>*? However, long-term morbid-
ity associated with childhood diagnosis is considerable, with up to 50%
experiencing adverse cardiac outcomes within 25 years.zo One in 10
patients with HCM underwent septal myectomy during follow-up.
Analysis was not performed for myectomy by centre/geographical re-
gion, but centre-specific differences in the management of left ventricu-
lar outflow tract obstruction are likely given the sparsity of evidence in
paediatric disease. The lack of a difference in outcomes by age in this
study, compared with previous reports, could be explained by the ex-
clusion of infants, who are recognized to have a worse prognosis and
higher mortality.""'%3*

In contrast to adult disease, the prevalence of atrial fibrillation and
stroke in children with cardiomyopathy is extremely low. However,
nearly 1in 10 children had a history of sustained VT or VF at enrolment
detected on ambulatory monitoring, interrogation of ICD download,
or following presentation with a cardiac arrest. This was most common
in patients with ARVC, although the numbers with this diagnosis were
very small and may reflect a more severe end of the spectrum for this
condition. Importantly, a history of sustained VT or VF was recorded in
patients with all cardiomyopathy subtypes and age groups with the ex-
ception of RCM, highlighting the importance of considering sudden
death risk in all childhood cardiomyopathies. The low burden of ar-
rhythmia in RCM could be explained by small cohort size, as it is trad-
itionally described to have a high, largely atrial, arrhythmic burden
attributed to significant biatrial enlargement.®*3¢ However, it could
also suggest differing arrhythmogenic pathways in subtypes of paediat-
ric cardiomyopathies.

GZ0Z UDIBIN 8| UO Josn aBerT ap a)isIaAuN Aq €61LL9L/EYYL/9L/SH/AI0ME/[eSYINS /W0 dNo-o1WapED.//:Sd)Y WO papeojumod



1452

Kaski et al.

Limitations

In common with other registry studies, the data in this study may not be
fully representative of the general paediatric cardiomyopathy population,
particularly given that over 75% of the data originate from expert centres
in three European countries and that participation in the registry was vol-
untary with no data collected on individuals declining to participate. It is
therefore beyond the scope of this study to determine the true incidence
or natural history of these conditions in childhood. This also limits the
ability to perform detailed geographical comparisons. The registry con-
tains small numbers of patients with RCM and ARVC, and results should
be interpreted with caution. For RCM, this may reflect different care
pathways for these patients with different clinicians leading their care.
For ARVC, it likely reflects the current paradigm that this disease uncom-
monly presents during childhood. The small numbers of patients and
number of events also limit our statistical power; meaning analysis was
largely descriptive and reported Cl are wide. Patients under the age of
1 year were excluded from the registry by the ESC research committee
during the design phase; given that obstetricians and neonatologists were
not formally involved in the multinational EORP network, thereby, the
consecutiveness and early identification of patients enrolled would not
have been systematic. This group are recognized to have a higher pro-
portion of syndromic disease and worse long-term outcomes.'™"3
This may have distorted the proportion of patients with each cardiomy-
opathy subtype as well as other baseline characteristics. There was no
independent confirmation of the consecutiveness of the patients or veri-
fication of the imaging and clinical features.

Conclusions

This is the first European paediatric cardiomyopathy registry. The find-
ings confirm the heterogeneous aetiology of childhood cardiomyop-
athies and show a high frequency of familial disease. Outcomes
differed by cardiomyopathy subtype, highlighting a need for disease-
specific evaluation and treatment.

Acknowledgements

The authors are grateful to the EORP Oversight Committee and the
Registry Executive Committee of the EORP. Data collection was con-
ducted by the EORP department from the ESC by Rachid Mir Hassaine
and Clara Berlé as Clinical Project Managers; Emanuela Fiorucci, Myriam
Glemot, and Patti-Ann McNeill as Project Officers; and Mareéme Konté
and Sebastien Authier as Data Managers. Statistical analyses were per-
formed by Cécile Laroche. Overall activities were coordinated and su-
pervised by Dr Aldo P. Maggioni (EORP Scientific Coordinator). All
investigators are listed in the Appendix.

Supplementary data

Supplementary data are available at European Heart Journal online.

Declarations

Disclosure of Interest

J.P.K. reports consultancy fees from Cytokinetics and Tenaya, outside
the submitted work. L.T. reports personal fees from Servier and
CVie Therapeutics, outside the submitted work; A.P.M. reports per-
sonal fees from Bayer, Fresenius, and Novartis, outside the submitted

work. P.E. reports consultancies from Pfizer, Bristol Myers Squibb,
Biomarin, Cytokinetics, and NovoNordisk and grant funding from
Sarepta, outside the submitted work. LZ, SM., AA, ALP.C, GLL,
CL,PC,MT, T.O, GN, DK, AB, MG, and J.R.G.B. have nothing
to disclose.

Data Availability

The data underlying this article cannot be shared publically as consent
of dissemination of patient data was not obtained.

Funding

Since the start of EORP, the following companies have supported
the programme: Abbott Vascular (2011-21), Amgen Cardiovascular
(2009-18), AstraZeneca (2014-21), Bayer AG (2009-18), Boehringer
Ingelheim (2009-19), Boston Scientific (2009-12), the Bristol Myers
Squibb and Pfizer Alliance (2011-19), Daiichi Sankyo Europe GmbH
(2011-20), the Alliance Daiichi Sankyo Europe GmbH and Eli Lilly
and Company (2014-17), Edwards (2016-19), Gedeon Richter Plc.
(2014-16), Menarini Int. Op. (2009-12), MSD-Merck & Co. (2011-14),
Novartis Pharma AG (2014-20), ResMed (2014-16), Sanofi (2009-11),
SERVIER (2009-21), and Vifor Pharma (2019-22).

Ethical Approval

Written informed consent was obtained from all participants or their
parents/guardians prior to enrolment, and the study received local eth-
ical approval in accordance with each participating centre’s governance
requirements.

Pre-registered Clinical Trial Number
None supplied.

Appendix

EORP Oversight Committee

2014-16: R. Ferrari, IT (Chair); A. Alonso, ES; ]. Bax, NL;
C. Blomstréom-Lundqvist, SE; S. Gielen, DE; P. Lancellotti, BE; A.P.
Maggioni, IT; N. Maniadakis, GR; F. Pinto, PT; F. Ruschitzka, CH;
L. Tavazzi, IT; P. Vardas, GR; F. Weidinger, AT; U. Zeymer, DE.
2016-18: A. Vahanian, FR (Chair); A. Budaj, PL; N. Dagres, DE;
N. Danchin, FR; V. Delgado, NL; J. Emberson, GB; O. Friberg, SE; C.P.
Gale, GB; G. Heyndrickx, BE; B. lung, FR; S. James, SE; A.P. Kappetein,
NL; A.P. Maggioni, IT; N. Maniadakis, GR; K.V. Nagy, HU; G. Parati,
IT; A-S. Petronio, IT; M. Pietila, Fl; E. Prescott, DK; F. Ruschitzka, CH;
F. Van de Werf, BE; F. Weidinger, AT; U. Zeymer, DE. 2018-20: C.P.
Gale, GB (Chair); B. Beleslin, RS; A. Budaj, PL; O. Chioncel, RO;
N. Dagres, DE; N. Danchin, FR; J. Emberson, GB; D. Erlinge, SE;
M. Glikson, IL; A. Gray, GB; M. Kayikcioglu, TR; A.P. Maggioni, IT; K.V.
Nagy, HU; A. Nedoshivin, RU; A-P. Petronio, IT; ].W. Roos-Hesselink,
NL; L. Wallentin, SE; U. Zeymer, DE. 2020-22: B.A. Popescu, RO
(Chair); D. Adlam, GB; ALP. Caforio, IT; D. Capodanno, IT;
M. Dweck, GB; D. Erlinge, SE; M. Glikson, IL; J. Hausleiter, DE;
B. lung, FR; M. Kayikcioglu, TR; P. Ludman, GB; L. Lund, SE; A.P.
Maggioni, IT; S. Matskeplishvili, RU; B. Meder, DE; K.V. Nagy, HU;
A. Nedoshivin, RU; D. Neglia, IT; AA. Pasquet, BE;, JW.
Roos-Hesselink, NL; F.J. Rossello, ES; S.M. Shaheen, EG; A. Torbica, IT.

GZ0Z UDIBIN 8| UO Josn aBerT ap a)isIaAuN Aq €61LL9L/EYYL/9L/SH/AI0ME/[eSYINS /W0 dNo-o1WapED.//:Sd)Y WO papeojumod


http://academic.oup.com/eurheartj/article-lookup/doi/10.1093/eurheartj/ehae109#supplementary-data

Cardiomyopathies in children and adolescents

1453

Executive Committee

Alida Caforio (Chair), IT; Juan Ramon Gimeno Blanes, ES; Philippe
Charron, FR; Perry Elliott, GB; Juan Pablo Kaski, GB; Aldo
P. Maggioni, IT; Luigi Tavazzi, IT; Michal Tendera, PL.

Investigators

Belarus: Minsk: S. Komissarova, N. Chakova, S. Niyazova, Egypt: Benha:
S. Mostafa, Finland: Helsinki: J. Pihkala, T. Ojala, A. Hiippala, T. Jarvinen,
France: Paris: D. Bonnet, D. Khraiche, |. Szezepanski, Germany:
Heidelberg: M. Gorenflo, R. Arnold, S. Uhl, V. Ziesenitz, A. Jung,
E. Roesch, Great Britain: Glasgow: M. llina, London: J.P. Kaski,
G. Norrish, E. Field, Greece: Athens: A. Anastasakis, K. Ritsatos,
V. Vlagkouli, Athens: S. Rammos, G. Kourelis, G. Vagenakis, Athens:
G. Papadopoulos, A. Giannakopoulou, E. Karanasios, P. Papachristou,
G. Servos, ltaly: Bologna: E. Biagini, A. Corsini, C. Gagliardi,
M. Graziosi, A. Milandri, L. Ragni, S. Palmieri, Naples: R. Calabro,
G. Pacileo, M.G. Russo, G. Limongelli, M. Caiazza, A. Cirillo, G. Del
Giorno, A. Esposito, S. Tramonte, F. Valente, R. Gravino,
T. Marrazzo, D. Masarone, V. Pazzanese, A. Rea, M. Rubino, Rome:
F. Drago, A. Baban, Trieste: G. Sinagra, C. Carriere, M. Merlo,
F. Ramani, M. Bobbo, B. Dagata, Lithuania: Kaunas: A. Kavoliuniene,
A. Krivickiene, E. Tamuleviciute-Prasciene, M. Viezelis, Netherlands:
Utrecht: F.W. Asselbergs, N. De Jonge, J.H. Kirkels, J. Van Der
Heijden, L. Van Laake, A. Sammani, Nigeria: Lagos: J. Ajuluchukwu,
A. Olusegun-Joseph, E. Ekure, Poland: Warsaw: G. Brzezinska-Rajszys,
L. Ziolkowska, A. Boruc, E. Plodzien, Russian Federation: Moscow:
E. Zaklyazminskaya, S. Dzemeshkevich, E. Kolbasova, N. Kotlukova,
V. Rusinova, Spain: Barcelona: A. Cequier, ]. Salazar-Mendiguchia,
J. Gonzalez, N. Manito, Madrid: P. Garcia-Pavia, A. Briceno,
M. Cobo-Marcos, F. Dominguez, Murcia: J.R. Gimeno Blanes, F)J.
Castro, C. Munoz Esparza, M. Sabater Molina, M. Sorli Garcia,
D. Lopez Cuenca, Salamanca: P.L. Sanchez Fernandez, E. Villacorta,
B. Plata, C. Avila, L. Bravo, E. Diaz-Pelaez, M. Gallego-Delgado,
L. Garcia-Cuenllas, Seville: J.E. Lopez-Haldon, E.M. Cantero Perez,
M.L. Pena Pena.

References

. Elliott P, Andersson B, Arbustini E, Bilinska Z, Cecchi F, Charron P, et al. Classification of

the cardiomyopathies: a position statement from the European Society Of Cardiology

Working Group on Myocardial and Pericardial Diseases. Eur Heart | 2008;29:270-6.

https:/doi.org/10.1093/eurheartj/ehm342

Burch M, Siddiqi SA, Celermajer DS, Scott C, Bull C, Deanfield JE. Dilated cardiomyop-

athy in children: determinants of outcome. Br Heart | 1994;72:246-50. https:/doi.org/

10.1136/hrt.72.3.246

. Denfield SW, Rosenthal G, Gajarski R}, Bricker JT, Schowengerdt KO, Price JK, et al.

Restrictive cardiomyopathies in childhood. Etiologies and natural history. Tex Heart

Inst | 1997,24:38-44.

Maurizi N, Passantino S, Spaziani G, Girolami F, Arretini A, Targetti M, et al. Long-term

outcomes of pediatric-onset hypertrophic cardiomyopathy and age-specific risk factors

for lethal arrhythmic events. JAMA Cardiol 2018;3:520-5. https:/doi.org/10.1001/

jamacardio.2018.0789

. Yetman AT, Hamilton RM, Benson LN, McCrindle BW. Long-term outcome and prog-

nostic determinants in children with hypertrophic cardiomyopathy. | Am Coll Cardiol

1998;32:1943-50. https:/doi.org/10.1016/S0735-1097(98)00493-8

Lipshultz SE, Sleeper LA, Towbin JA, Lowe AM, Orav EJ, Cox GF, et al. The incidence of

pediatric cardiomyopathy in two regions of the United States. N Engl | Med 2003;348:

1647-55. https:/doi.org/10.1056/NEJM0a021715

Nugent AW, Daubeney PEF, Chondros P, Carlin |B, Cheung M, Wilkinson LC, et al. The

epidemiology of childhood cardiomyopathy in Australia. N Engl | Med 2003;348:

1639—46. https:/doi.org/10.1056/NEJM0a021737

. Norrish G, Field E, McLeod K, llina M, Stuart G, Bhole V, et al. Clinical presentation and
survival of childhood hypertrophic cardiomyopathy: a retrospective study in United
Kingdom. Eur Heart | 2019;40:986-93. https:/doi.org/10.1093/eurheartj/ehy798

. Charron P, Elliott PM, Gimeno JR, Caforio ALP, Kaski JP, Tavazzi L, et al. The
Cardiomyopathy Registry of the EURObservational Research Programme of the

N

N

w

B

wv

o

~

oo

Ned

European Society of Cardiology: baseline data and contemporary management of adult
patients with cardiomyopathies. Eur Heart | 2018;39:1784-93. https:/doi.org/10.1093/
eurheartj/ehx819

10. Elliott P, Charron P, Blanes JRG, Tavazzi L, Tendera M, Konte M, et al. European
Cardiomyopathy Pilot Registry: EURObservational Research Programme of the
European Society of Cardiology. Eur Heart | 2016;37:164-73. https:/doi.org/10.1093/
eurheartj/ehv497

11. Norrish G, Kolt G, Cervi E, Field E, Dady K, Ziétkowska L, et al. Clinical presentation and
long-term outcomes of infantile hypertrophic cardiomyopathy: a European multicentre
study. ESC Heart Fail 2021;8:5057-67. https:/doi.org/10.1002/ehf2.13573

12. Colan SD, Lipshultz SE, Lowe AM, Sleeper LA, Messere ], Cox GF, et al. Epidemiology
and cause-specific outcome of hypertrophic cardiomyopathy in children: findings from
the Pediatric Cardiomyopathy Registry. Circulation 2007;115:773-81. https:/doi.org/10.
1161/CIRCULATIONAHA.106.621185

13. Singh RK, Canter CE, Shi L, Colan SD, Dodd DA, Everitt MD, et al. Survival without car-
diac transplantation among children with dilated cardiomyopathy. | Am Coll Cardiol 2017;
70:2663-73. https:/doi.org/10.1016/j.jacc.2017.09.1089

14. Andrews RE, Fenton M, Ridout DA, Burch M; British Congenital Cardiac Association.
New-onset heart failure due to heart muscle disease in childhood: a prospective study in
the United Kingdom and Ireland. Circulation 2008;117:79-84. https:/doi.org/10.1161/
CIRCULATIONAHA.106.671735

15. Kaski JP, Syrris P, Esteban MT, Jenkins S, Pantazis A, Deanfield JE, et al. Prevalence of
sarcomere protein gene mutations in preadolescent children with hypertrophic cardio-
myopathy.  Circ ~ Cardiovasc ~ Genet ~ 2009;2:436—41.  https:/doi.org/10.1161/
CIRCGENETICS.108.821314

16. Morita H, Rehm HL, Menesses A, McDonough B, Roberts AE, Kucherlapati R, et al.
Shared genetic causes of cardiac hypertrophy in children and adults. N Engl | Med
2008;358:1899-908. https://doi.org/10.1056/NEJMoa075463

17. Ouellette AC, Mathew J, Manickaraj AK, Manase G, Zahavich L, Wilson J, et al. Clinical
genetic testing in pediatric cardiomyopathy: is bigger better? Clin Genet 2018;93:33—40.
https:/doi.org/10.1111/cge.13024

18. Meyer S, van der Meer P, van Tintelen JP, van den Berg MP. Sex differences in cardio-
myopathies. Eur | Heart Fail 2014;16:238—47. https:/doi.org/10.1002/ejhf.15

19. van der Linde D, Konings EE, Slager MA, Witsenburg M, Helbing WA, Takkenberg JJ,
et al. Birth prevalence of congenital heart disease worldwide: a systematic review and
meta-analysis. | Am Coll Cardiol 2011;58:2241-7. https:/doi.org/10.1016/}.jacc.2011.08.
025

20. Marston NA, Han L, Olivotto I, Day SM, Ashley EA, Michels M, et al. Clinical character-
istics and outcomes in childhood-onset hypertrophic cardiomyopathy. Eur Heart | 2021;
42:1988-96. https:/doi.org/10.1093/eurheartj/ehab148

21. Ware SM, Wilkinson JD, Tariq M, Schubert JA, Sridhar A, Colan SD, et al. Genetic causes
of cardiomyopathy in children: first results from the pediatric cardiomyopathy genes
study. | Am Heart Assoc 2021;10:¢017731. https:/doi.org/10.1161/JAHA.120.017731

22. Bagnall RD, Singer ES, Wacker ], Nowak N, Ingles J, King |, et al. Genetic basis of child-
hood cardiomyopathy. Circ Genom Precis Med 2022;15:e003686. https:/doi.org/10.
1161/CIRCGEN.121.003686

23. Ware SM, Bhatnagar S, Dexheimer P), Wilkinson JD, Sridhar A, Fan X et al. The genetic
architecture of pediatric cardiomyopathy. Am | Hum Genet 2022;109:282-98. https:/
doi.org/10.1016/j.ajhg.2021.12.006

24. Jordan E, Peterson L, Ai T, Asatryan B, Bronicki L, Brown E, et al. Evidence-based assess-
ment of genes in dilated cardiomyopathy. Circulation 2021;144:7-19. https:/doi.org/10.
1161/CIRCULATIONAHA.120.053033

25. Towbin JA, Lowe AM, Colan SD, Sleeper LA, Orav EJ, Clunie S, et al. Incidence, causes,
and outcomes of dilated cardiomyopathy in children. JAMA 2006;296:1867—76. https:/
doi.org/10.1001/jama.296.15.1867

26. Levine JC, Kishnani PS, Chen YT, Herlong JR, Li JS. Cardiac remodeling after enzyme re-
placement therapy with acid alpha-glucosidase for infants with Pompe disease. Pediatr
Cardiol 2008;29:1033—42. https:/doi.org/10.1007/s00246-008-9267-3

27. Andelfinger G, Marquis C, Raboisson MJ, Theoret Y, Waldmiiller S, Wiegand G, et al.
Hypertrophic cardiomyopathy in Noonan syndrome treated by MEK-inhibition. | Am
Coll Cardiol 2019;73:2237-9. https://doi.org/10.1016/j.jacc.2019.01.066

28. El Refaey M, Xu L, Gao Y, Canan BD, Adesanya TMA, Warner SC, et al. In vivo genome
editing restores dystrophin expression and cardiac function in dystrophic mice. Circ Res
2017;121:923-9. https:/doi.org/10.1161/CIRCRESAHA.117.310996

29. Norrish G, Cantarutti N, Pissaridou E, Ridout DA, Limongelli G, Elliott PM, et al. Risk
factors for sudden cardiac death in childhood hypertrophic cardiomyopathy: a system-
atic review and meta-analysis. Eur | Prev Cardiol 2017;24:1220-30. https:/doi.org/10.
1177/2047487317702519

30. Norrish G, Ding T, Field E, Zidlkowska L, Olivotto |, Limongelli G, et al. Development of
a novel risk prediction model for sudden cardiac death in childhood hypertrophic car-
diomyopathy (HCM Risk-Kids). JAMA Cardiol 2019;4:918-27. https:/doi.org/10.1001/
jamacardio.2019.2861

31. Maron BJ, Spirito P, Ackerman M), Casey SA, Semsarian C, Estes NAlll, et al. Prevention
of sudden cardiac death with implantable cardioverter-defibrillators in children and ado-
lescents with hypertrophic cardiomyopathy. ] Am Coll Cardiol 2013;61:1527-35. https:/
doi.org/10.1016/j.jacc.2013.01.037

GZ0Z UDIBIN 8| UO Josn aBerT ap a)isIaAuN Aq €61LL9L/EYYL/9L/SH/AI0ME/[eSYINS /W0 dNo-o1WapED.//:Sd)Y WO papeojumod


https://doi.org/10.1093/eurheartj/ehm342
https://doi.org/10.1136/hrt.72.3.246
https://doi.org/10.1136/hrt.72.3.246
https://doi.org/10.1001/jamacardio.2018.0789
https://doi.org/10.1001/jamacardio.2018.0789
https://doi.org/10.1016/S0735-1097(98)00493-8
https://doi.org/10.1056/NEJMoa021715
https://doi.org/10.1056/NEJMoa021737
https://doi.org/10.1093/eurheartj/ehy798
https://doi.org/10.1093/eurheartj/ehx819
https://doi.org/10.1093/eurheartj/ehx819
https://doi.org/10.1093/eurheartj/ehv497
https://doi.org/10.1093/eurheartj/ehv497
https://doi.org/10.1002/ehf2.13573
https://doi.org/10.1161/CIRCULATIONAHA.106.621185
https://doi.org/10.1161/CIRCULATIONAHA.106.621185
https://doi.org/10.1016/j.jacc.2017.09.1089
https://doi.org/10.1161/CIRCULATIONAHA.106.671735
https://doi.org/10.1161/CIRCULATIONAHA.106.671735
https://doi.org/10.1161/CIRCGENETICS.108.821314
https://doi.org/10.1161/CIRCGENETICS.108.821314
https://doi.org/10.1056/NEJMoa075463
https://doi.org/10.1111/cge.13024
https://doi.org/10.1002/ejhf.15
https://doi.org/10.1016/j.jacc.2011.08.025
https://doi.org/10.1016/j.jacc.2011.08.025
https://doi.org/10.1093/eurheartj/ehab148
https://doi.org/10.1161/JAHA.120.017731
https://doi.org/10.1161/CIRCGEN.121.003686
https://doi.org/10.1161/CIRCGEN.121.003686
https://doi.org/10.1016/j.ajhg.2021.12.006
https://doi.org/10.1016/j.ajhg.2021.12.006
https://doi.org/10.1161/CIRCULATIONAHA.120.053033
https://doi.org/10.1161/CIRCULATIONAHA.120.053033
https://doi.org/10.1001/jama.296.15.1867
https://doi.org/10.1001/jama.296.15.1867
https://doi.org/10.1007/s00246-008-9267-3
https://doi.org/10.1016/j.jacc.2019.01.066
https://doi.org/10.1161/CIRCRESAHA.117.310996
https://doi.org/10.1177/2047487317702519
https://doi.org/10.1177/2047487317702519
https://doi.org/10.1001/jamacardio.2019.2861
https://doi.org/10.1001/jamacardio.2019.2861
https://doi.org/10.1016/j.jacc.2013.01.037
https://doi.org/10.1016/j.jacc.2013.01.037

1454

Kaski et al.

32,

33.

34.

Wilkinson |D, Lowe AM, Salbert BA, Sleeper LA, Colan SD, Cox GF, et al. Outcomes in
children with Noonan syndrome and hypertrophic cardiomyopathy: a study from the
Pediatric Cardiomyopathy Registry. Am Heart | 2012;164:442-8. https:/doi.org/10.
1016/}.ahj.2012.04.018

Alexander PMA, Nugent AW, Daubeney PEF, Lee K|, Sleeper LA, Schuster T, et al.
Long-term outcomes of hypertrophic cardiomyopathy diagnosed during childhood: re-
sults from a national population-based study. Circulation 2018;138:29-36. https:/doi.
org/10.1161/CIRCULATIONAHA.117.028895

Nugent AW, Daubeney PE, Chondros P, Carlin |B, Colan SD, Cheung M, et al. Clinical
features and outcomes of childhood hypertrophic cardiomyopathy: results from a

35.

36.

national population-based study. Circulation 2005;112:1332-8. https:/doi.org/10.
1161/CIRCULATIONAHA.104.530303

Webber SA, Lipshultz SE, Sleeper LA, Lu M, Wilkinson JD, Addonizio L}, et al. Outcomes
of restrictive cardiomyopathy in childhood and the influence of phenotype: a report
from the Pediatric Cardiomyopathy Registry. Circulation 2012;126:1237-44. https:/
doi.org/10.1161/CIRCULATIONAHA.112.104638

Wang H, Liu S, Zhang X, Zheng, Lu F, Lip GYH, et al. Prevalence and impact of arrhyth-
mia on outcomes in restrictive cardiomyopathy-a report from the Beijing Municipal
Health Commission Information Center (BMHCIC) database. | Clin Med 2023;12:
1236. https:/doi.org/10.3390/jcm12031236

GZ0Z UDIBIN 8| UO Josn aBerT ap a)isIaAuN Aq €61LL9L/EYYL/9L/SH/AI0ME/[eSYINS /W0 dNo-o1WapED.//:Sd)Y WO papeojumod


https://doi.org/10.1016/j.ahj.2012.04.018
https://doi.org/10.1016/j.ahj.2012.04.018
https://doi.org/10.1161/CIRCULATIONAHA.117.028895
https://doi.org/10.1161/CIRCULATIONAHA.117.028895
https://doi.org/10.1161/CIRCULATIONAHA.104.530303
https://doi.org/10.1161/CIRCULATIONAHA.104.530303
https://doi.org/10.1161/CIRCULATIONAHA.112.104638
https://doi.org/10.1161/CIRCULATIONAHA.112.104638
https://doi.org/10.3390/jcm12031236

	Cardiomyopathies in children and adolescents: aetiology, management, and outcomes in the European Society of Cardiology EURObservational Research Programme Cardiomyopathy and Myocarditis Registry
	Introduction
	Methods
	General registry design
	Patient population
	Statistical analyses

	Results
	Enrolment and geographical distribution of participants
	Cardiomyopathy subtypes and baseline characteristics
	Clinical characteristics
	Genetic testing and aetiology
	Specialized diagnostic tests
	Treatment at baseline
	Follow-up and outcomes

	Discussion
	Clinical characteristics of the cohort
	Associated congenital disease
	Familial disease
	Systematic evaluation
	Treatment
	Outcomes
	Limitations

	Conclusions
	Acknowledgements
	Supplementary data
	Declarations
	Disclosure of Interest
	Data Availability
	Funding
	Ethical Approval
	Pre-registered Clinical Trial Number

	Appendix
	EORP Oversight Committee
	Executive Committee
	Investigators

	References




