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Introduction

| ntroduction

Progress of modern molecular biology and its
introduction into clinical cardiovascular medicihas
considerably changed the approach to cardiomyagsthi
and has led to new classification schemes. While
cardiomyopathies were initially defined as disosddat
were idiopathic, expert panels classify cardiomyboies

now into: primary, acquired and mixed .This results
from the data published by the latest American Hear
Association (AHA) (2006) and European Society of
Cardiology (ESC) (2008) classifications segregating
cardiomyopathies into familial/genetic and non-
familial/non-genetic. Both recommendations define a
cardiomyopathy as a myocardial disorder in whiah th
heart muscle is structurally and functionally almakin

the absence of coronary heart disease, hypertension
valvular heart disease and congenital heart disease
sufficient to cause the observed myocardial

abnormality. Cardiomyopathies are therefore grouped

1




Introduction

into specific morphological and functional phenasgp
and subclassified into familial and non-familialrrfts
(Parsai et al., 2012).

The most common clinical presentation in patients w
cardiomyopathy is heart failure. The evaluation for
underlying causes of heart failure includes a thgho
history and physical examination with baseline
chemistries, including B-type natriuretic peptidNP)
levels, echocardiography and electrocardiography
(ECG).Echocardiography is key diagnostic modality fo
patients with suspected cardiomyopathy. The most
important advance has been the use of cardiac MRI.
Two aspects were prominent. the ability of
cardiomagnetic resonance (CMR) to detect myocardial
segments ‘invisible’ to echocardiography (e.g..teosr
septum and apex) and probably and more importantly,
the ability to image myocardial scar using gadaoimi
enhancemer(Bruder et al., 2010).




