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I nappropriate  lef t  ventr icular  hypertro-
phy, known as hypertrophic cardiomyopathy 
(HCM), is a common disease with an inci-

dence that reaches 0.3% in the adult population. 
In 60% of cases it is an autosomal dominant dis-
ease, caused by mutations of the genes that encode 
cardiac sarcomeric proteins, chromosomal anoma-
lies, and genetic syndromes.1 The detection of in-
creased left ventricular wall thickness (>15 mm) 
in asymptomatic or symptomatic patients (synco-
pal episodes, dizziness, palpitations, angina, fa-
tigue) triggers a thorough clinical and laboratory 
investigation, including a detailed familial and in-
dividual history, clinical examination, resting elec-
trocardiogram, ambulatory cardiac monitoring, 
stress testing, and magnetic resonance imaging for 
the evaluation of underlying myocardial fibrosis, as 
well as a genetic check of both the patient and all 
first-degree relatives. Depending on whether symp-
toms are present and whether there is spontane-
ous or induced obstruction of the left ventricular 
outflow tract, the therapeutic interventions range 
from drug treatment, either alone or in combina-
tion with percutaneous or surgical procedures to 
reduce the thickness of the interventricular sep-
tum, to implantation of a dual-chamber pacemak-
er. An important addition to the recent guidelines 
is a new algorithm for evaluating the five year risk 
of sudden death (HCM Risk-SCD), which is based 
on the maximum wall thickness, the left atrial di-
ameter, the maximum pressure gradient in the left 
ventricular outflow tract, the family history of sud-
den cardiac death, the presence of non-sustained 
ventricular tachycardia, unexplained syncope, and 

age, and classifies the patient as low, medium, or 
high risk for the five-year occurrence of sudden 
cardiac death (<4%, 4-6%, ≥6%, respectively). In 
medium- and high-risk patients ICD implantation 
is recommended for primary prevention of sudden 
cardiac death, as well as for secondary prevention 
in patients who have recovered from sudden car-
diac death.

It should be stressed that patients with HCM, as 
well as any first-degree relatives who are affected, re-
quire lifelong monitoring, every 0.5-2 years, according 
to the severity of the underlying disease, with period-
ic laboratory investigation for the evaluation of car-
diac performance, at rest and during exercise, as well 
as the probability of occurrence of arrhythmias or ad-
verse events, using ambulatory electrocardiographic 
monitoring.

The new guidelines for aortic diseases,2 togeth-
er with the guidelines for coronary reperfusion and 
the guidelines for peripheral arterial diseases from 
2011, also allow an integrated, evidence-based eval-
uation and treatment of patients with cardiovascu-
lar diseases. In fact, the recent guidelines for aor-
tic diseases, compared with the previous edition 
in 2001, are not limited only to the diagnosis and 
management of thoracic aortic dissection, but cov-
er a wide range of disease entities, including aneu-
rysms, calcifications, congenital disorders, tumours, 
and inflammatory conditions of the thoracic and 
abdominal aorta. The guidelines place special em-
phasis on rapid and effective diagnostic and thera-
peutic approaches, with the latter including drugs, 
intravascular and surgical strategies, as well as their 
combinations. In the case of acute aortic syndromes 
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a special algorithm is provided, which, based on the 
patient’s history, ECG, and haemodynamic condi-
tion, recommends an appropriate imaging (chest 
X-ray, transthoracic or transoesophageal echocar-
diography, computed tomography or magnetic res-
onance imaging) or laboratory (D-dimers) exami-
nation to confirm or rule out the disease. This al-
gorithm takes account of the pre-test probability 
of acute aortic syndrome due to the presence of 
predisposing conditions (Marfan syndrome, fam-
ily history of aortic disease, known aortic valve dis-
ease, known aneurysms of the thoracic aorta, a his-
tory of procedures in the aorta), the characteristics 
of the pain (sudden onset, intense, tearing), and the 
clinical examination (absence of pulses and arte-
rial pressure difference, focal neurological defects, 
newly developed aortic diastolic murmur, hypoten-
sion or shock) and classifies patients as having a 
low (0 factors), intermediate (1 factor), or high (>1 
factor) clinical probability. In the case of aortic dis-
section, intramural aortic haematoma, or calcifying 
aortic ulcer, apart from the immediate regulation of 
arterial blood pressure and treatment of the pain, 
surgical repair is recommended for type A aneu-
rysms and haematomas, and drug treatment alone 
or in combination with intravascular repair for type 
B. Surgical repair of a thoracic aortic aneurysm is 
recommended in patients with Marfan syndrome 
and high-risk features (family history of dissection 
or rapid rate of growth >3 mm/year), in patients 
with a bicuspid aortic valve and the same risk fac-
tors, and in patients without elastic tissue disorders, 
when the aortic diameter is ≥45, ≥50 and ≥55 mm, 
respectively. Percutaneous repair is recommended 
for aneurysms of both the ascending thoracic aorta 
and the abdominal aorta, if the diameter of the an-
eurysm is ≥55 mm.

Patients with diseases of the aorta require pe-
riodic monitoring throughout their lives, regardless 
of the initial therapeutic approach (pharmaceutical, 
percutaneous, or surgical). This monitoring should 
include a clinical examination, re-evaluation of med-
ication, and aortic imaging. There is a class IA indi-
cation for an echocardiographic examination for ab-
dominal aortic aneurysm in all men aged >65 years, 
and in women smokers of the same age (class IIbC). 
For all aneurysms, the guidelines recommend strict 
control of arterial hypertension, cessation of smok-
ing, and radical treatment of the remaining risk fac-
tors, while the administration of statins and angio-
tensin-converting enzyme inhibitors has a class IIb 

indication with level of evidence B. The periodic im-
aging examination for aneurysms should be repeat-
ed every 0.5-4 years, depending on the original size 
and the risk characteristics of the aneurysm, while in 
patients with congenital aortic diseases genetic and 
imaging examinations of first-degree relatives are 
recommended.

The new guidelines for myocardial reperfusion 
were based on a systematic review of 100 clinical 
trials with more than 90,000 patients altogether.3 
One basic change is a reduction in the duration of 
dual antiplatelet medication for patients who un-
dergo non-emergent or elective PCI to 6 months 
for drug-eluting stents (DES), while a shorter in-
terval (<6 months) may be considered in patients 
with a high haemorrhagic risk (IIb) who receive 
new-generation DES. For bare-metal stents, dou-
ble antiplatelet medication is recommended for 
only one month. In non ST-elevation acute coro-
nary syndromes, special emphasis is placed on the 
risk stratification of patients and the timing of the 
invasive procedure, while at the same time the 
wide use of GPIIb/IIIA receptor inhibitors is dep-
recated, with their use being limited only to cases 
where other antithrombotic therapies fail. In pa-
tients with ST-elevation myocardial infarction, the 
most significant change is the downgrading of bi-
valirudin from a class I to a class IIa indication, as 
a result of the HEAT PPCI and EUROMAX tri-
als. There is also a change in the recommended 
reperfusion technique, given that the new-gener-
ation DES have proved comparable to coronary 
artery bypass grafting (CABG) in isolated proxi-
mal lesions of the left anterior descending artery, 
main-stem lesions with a SYNTAX score ≤32, and 
in three-vessel disease with a SYNTAX score ≤22. 
The guidelines stress that the treatment of “com-
plex” cases should be individualised and that ther-
apeutic decisions should be the result of discus-
sions among the cardiac specialist team, mainly 
represented by the interventional and non-inter-
ventional cardiologist and the cardiac surgeon, as 
well as the patient’s own choice. Special reference 
is made to diabetic patients; since the BARI 2D, 
MASS II, and the more recent FREEDOM trials, 
CABG is recommended in all patients with stable 
multivessel coronary artery disease and accept-
able surgical risk. Given that the prevalence and 
the severity of extracranial carotid artery disease 
increase with the severity of coronary artery dis-
ease, carotid artery imaging is recommended in 
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all patients who undergo CABG and have a histo-
ry of stroke or transient ischaemic attack, as well 
as in patients with multivessel coronary artery dis-
ease, peripheral artery disease, or age >70 years. 
The timing (simultaneous or staged) and the type 
of intervention (carotid endarterectomy versus ca-
rotid artery stenting) depend on the clinical sever-
ity and the local experience of the centre. Symp-
tomatic carotid stenoses >50% and asymptomatic 
bilateral or contralateral stenoses >70%, espe-
cially in the case of an ipsilateral silent cerebral 
infarct, should be repaired.

The recent guidelines of the European society 
of cardiology summarise all the modern informa-
tion from large clinical trials and registers and pro-
vide us with an invaluable source of documented 
knowledge over a wide range of cardiovascular dis-
eases and procedures. However, the guidelines are 
recommendations and not commands.
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“Οὐκ ἔνι ἱατρικὴν εἰδέναι, ὅστις μὴ οἶδεν ὅ τι ἐστὶν ἄνθρωπος”
“No-one can know medicine without knowing what it is to be human”

Hippocrates, 460-377 BC


