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Abstract

Background and 
Aims

The feasibility and impact of high intensity exercise programmes in patients with hypertrophic cardiomyopathy (HCM) are 
unknown. This study was conducted to determine the feasibility of a high intensity exercise programme and explore safety 
and efficacy outcomes in patients with HCM.

Methods Participants were randomized to a 12-week supervised exercise programme (n = 40) in addition to usual care, or usual care 
alone (n = 40). All participants underwent assessment at baseline and 12 weeks. The exercise group was re-evaluated 6 
months post-programme. Feasibility was assessed by (i) recruitment, adherence, and retention rates; (ii) staffing ratios; 
(iii) logistics; and (iv) acceptability of the intervention. The primary exploratory safety outcome was a composite of arrhyth-
mia-related events. Exploratory secondary outcomes included changes in (i) cardiorespiratory fitness; (ii) cardiovascular risk 
factors; and (iii) quality of life, anxiety, and depression scores.

Results Overall, 67 (84%) participants completed the study (n = 34 and n = 33 in the exercise and usual care groups, respectively). 
Reasons for non-adherence included travel, work, and family commitments. Resource provision complied with national car-
diac rehabilitation standards. There was no difference between groups for the exploratory safety outcome (P = .99). At 12 
weeks, the exercise group had a greater increase in peak oxygen consumption (VO2) [+4.1 mL/kg/min, 95% confidence 
interval (CI) 1.1, 7.1] and VO2 at anaerobic threshold (+2.3 mL/kg/min, 95% CI 0.4, 4.1), lower systolic blood pressure 
(−7.3 mmHg, 95% CI −11.7, −2.8) and body mass index (−0.8 kg/m2, 95% CI −1.1, −0.4), and greater improvement in hos-
pital anxiety (−3, 95% CI −4.3, −1.7) and depression (−1.7, 95% CI −2.9, −0.5) scores, compared to the usual care group. 
Most exercise gains dissipated at 6 months.
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Conclusions A high intensity exercise programme is feasible in patients with HCM, with apparent cardiovascular and psychological ben-
efits, and no increase in arrhythmias. A large-scale study is required to substantiate findings and assess long-term safety of 
high intensity exercise in HCM.

Structured Graphical Abstract

Is a high intensity exercise programme safe and effective in patients with hypertrophic cardiomyopathy (HCM)?

A high intensity exercise programme in patients with HCM was feasible. Participants with HCM randomised to a 12-week programme 
demonstrated improved cardiorespiratory fitness, cardiovascular risk factor profile and psychological indices, with no increase in
arrhythmias, compared to usual care. 

A high intensity exercise programme is feasible, with apparent cardiovascular and psychological benefits, and no increase in adverse 
events. A large-scale study is required to substantiate findings and assess long-term safety of high intensity exercise in HCM. 
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Introduction
Hypertrophic cardiomyopathy (HCM) is the most common inherited 
cardiac condition encountered in clinical practice1 and until recently 
was considered a leading cause of exercise-related sudden cardiac 
death (SCD) in young individuals.2 Historical exercise recommenda-
tions adopted a conservative stance, confining affected individuals to 
low intensity exercise regimes3,4 promoting sedentary behaviour.5–7

Presently, 55% of patients with HCM fail to meet the minimum physical 
activity (PA) recommendations.5 A sedentary lifestyle cultivates 

obesity,6 increases cardiovascular risk,7–9 and has considerable adverse 
psychological impact, particularly in younger individuals.5,10–12

Contemporary studies suggest that the risk of SCD during exercise 
in individuals with HCM may not be as high as initially perceived. Indeed, 
many highly active individuals and athletes are diagnosed incidentally 
after years of exercise, rather than due to symptoms or adverse 
events.13 Exercise programmes in individuals within the sixth and sev-
enth decades of life suggest that moderate intensity exercise has a fa-
vourable effect on functional capacity and improves quality of life 
(QoL) with no signal for increase in major adverse events.14–16 A large 

2                                                                                                                                                                                                        Basu et al.



population study of self-reported participation in moderate to vigorous 
intensity exercise in middle-aged individuals with HCM demonstrated 
reduced all-cause and cardiovascular mortality in those that exercised 
most.17 Most recently, a prospective study of 1534 individuals with 
HCM, self-reporting engagement in either vigorous, moderate, or sed-
entary exercise, demonstrated no difference in the occurrence of car-
diac events between groups.18 Furthermore, small follow-up studies in 
athletes who continue to compete despite a diagnosis of HCM have not 
revealed an increase in adverse outcomes, or negative impact on car-
diac phenotype.19,20 However, safety and outcome data from 
large-scale randomized trials, are lacking.

The shifting opinion is reflected in the most recent European Society 
of Cardiology (ESC) and American Heart Association (AHA) guidelines 
which support a more liberal approach towards exercise in 
individuals with HCM.21,22 In order to support the growing number 
of individuals with HCM wishing to exercise at higher intensities, there 
is a need to educate health professionals on exercise prescription, and 
to explore how to integrate high intensity exercise into disease-specific 
cardiac rehabilitation programmes. Therefore, we aimed to examine 
the feasibility of a supervised, individually tailored high intensity exercise 
programme in young and middle-aged individuals with HCM, and to ex-
plore safety and the effect on cardiorespiratory fitness, risk factors for 
atherosclerosis, and psychological and QoL parameters.

Methods
Study design
This was a multi-site randomized controlled feasibility study. Study partici-
pants were recruited between January 2018 and May 2019 at three tertiary 
centres in London, UK. Individuals were block randomized to a high inten-
sity exercise programme in addition to usual care, or usual care alone. The 
study protocol is available in Supplementary data online, Supplement S1. All 
data analyses were blinded. Ethical approval was granted by the Yorkshire, 
and the Humber Research Ethics Committee and was approved by site in-
stitutional review boards. Written consent was obtained from all subjects. 
This study is registered with ClinicalTrials.gov NCT05459467.

Outcomes
The feasibility of the programme was assessed by means of (i) response to 
invitation to participate and reasons for refusal; (ii) adherence to the cardiac 
rehabilitation programme; (iii) staffing and resource assessment; and (iv) ac-
ceptability of the intervention and educational material (see Supplementary 
data online, Supplement S2).

The primary exploratory safety outcome was a composite of cardiovascular 
death, cardiac arrest, appropriate or inappropriate implantable cardioverter de-
fibrillator (ICD) therapy, exercise-induced syncope, sustained ventricular tachy-
cardia (VT), non-sustained VT (NSVT), and sustained atrial arrhythmias (≥30 s).

Secondary exploratory outcomes focused on cardiovascular health and 
wellbeing, and were assessed by changes in: (i) cardiopulmonary exercise test-
ing (CPET) parameters [total exercise time (tMax), peak oxygen consumption 
(pVO2/kg), time to anaerobic threshold (tAT), VO2 at AT (VO2/kgAT), and 
VE/VCO2 slope]; (ii) PA levels; (iii) baseline characteristics [blood pressure 
(BP), body mass index (BMI)]; (iv) psychological and QoL scores [Hospital 
Anxiety and Depression Scale (HADS), World Health Organization 
Disability Assessment Schedule II (WHO-DAS II), 36-Item Short Form 
Survey (SF-36)]; (v) biochemical parameters [glycated haemoglobin (HbA1c) 
and lipid profile]; (vi) cardiac markers [high-sensitivity troponin, and 
N-terminal pro-B-type natriuretic peptide (NT-proBNP)]; (vii) echocardio-
graphic parameters [left atrial (LA) volume, left ventricular end-diastolic dimen-
sion (LVEDD), left ventricular wall thickness (LVWT)], diastolic parameters (E/ 
E′, E/A); and (viii) burden of premature ventricular complexes.

Study participants
The inclusion and exclusion criteria were developed to prioritize safety and 
include individuals representative of real-world patients with HCM, who 
were able to participate in high intensity exercise. Participants were re-
cruited sequentially from the inherited cardiac conditions clinics at each 
site. Eligible patients were those with a diagnosis of HCM (LVWT ≥  
15 mm in the absence of abnormal loading conditions), aged 16–60 years, 
New York Heart Association classes I–II, able to exercise, and commit to 
the protocol defined programme duration. Exclusion criteria included com-
petitive athletes, history of exercise-induced syncope, poorly controlled 
ventricular arrhythmias, surgical myectomy, severely reduced left ventricu-
lar (LV) ejection fraction (<35%), LV outflow tract gradient ≥ 50 mmHg at 
rest, following Valsalva manoeuvre or squatting, awaiting or recent device 
implantation (<3 months), known coronary artery disease (CAD) (lesion  
> 50% on coronary angiography/previous coronary intervention), exercise 
limited by a non-cardiac cause, renal failure, phenocopies of HCM, and preg-
nancy. Patients continued their prescribed medical therapy.

Study procedures
All study participants underwent baseline (T0) evaluation with detailed clin-
ical and exercise history (see Supplementary data online, Supplement S3), 
physical examination, routine blood tests, 12-lead ECG, transthoracic 
echocardiogram, maximal CPET, 48 h ECG monitor, and cardiac magnetic 
resonance (CMR) imaging (see Supplementary data online, Supplement S4). 
Psychological and QoL assessment was performed using standardized 
questionnaires (HADS, WHO-DAS II, SF-36) (see Supplementary data 
online, Supplement S5). Individuals assigned to the exercise arm underwent 
consultation with a cardiac rehabilitation instructor. Participants with an 
ICD underwent interrogation of their device. All investigations, apart 
from CMR, were repeated in all study participants at 12 weeks (T12). 
Participants in the exercise arm were re-evaluated at 6 months (T6m) post- 
exercise programme completion, with repeat CPET, 48 h ECG monitor 
and psychological and QoL questionnaires.

The exercise group participated in supervised exercise sessions for a total of 
1 h, twice weekly, together with an hour per week of home-based exercise, for 
12 weeks. Each exercise class included up to 10 participants. Participants began 
exercising at high intensity at 70% of heart rate reserve (HRR), progressing by 
5% increments to 85% of HRR (see Supplementary data online, Supplement S6). 
This was calculated using the Karvonen formula23 using the maximum heart 
rate (HR) derived from the baseline CPET. For participants with an ICD, the 
target HR was set at least 10 b.p.m. below the activation threshold of the de-
vice. The Borg rating of perceived exertion scale was used to monitor exertion 
during the programme.24 Participants were provided with Polar (M430) 
watches to ensure that the prescribed intensity of exercise was maintained. 
To ensure safety, continuous ECG monitoring was performed during exercise 
classes. Exercise classes consisted of warm up exercises, followed by a circuit of 
alternating aerobic and resistance exercises, ending with a cool down period. A 
minimum of 50% of the hour was dedicated to aerobic activities. To accommo-
date for differences in baseline fitness levels and exercise capacity, a colour- 
coded programme was used [red—level 1 (HRR 70%–75%), orange—level 
2 (HRR 75%–80%), green—level 3 (HRR 80%–85%)], which allowed each par-
ticipant to progress in a graded fashion. Each time the exercise level was in-
creased, a 48 h ECG monitor was attached to the patient in order to assess 
for arrhythmias. A pre-recorded exercise programme was also available, enab-
ling patients to perform additional exercise sessions at home (see 
Supplementary data online, Supplement S7). Exercises were also detailed in 
booklets provided to patients (see Supplementary data online, Supplement 
S2). Engagement in the exercise programme was assessed using patient diaries 
(see Supplementary data online, Supplement S2) and Polar watch downloads. 
An educational session followed every exercise session. Topics covered in-
cluded: home-based exercise sessions, benefits of exercise, living with HCM, 
medications, diet, stress/anxiety management and mindfulness, self- 
management/self-efficacy, and living with an ICD. At 12 weeks, individuals 
were instructed to continue with the frequency and intensity of PA achieved 
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at the end of the cardiac rehabilitation programme, using the home-based ex-
ercise programme, and were re-evaluated at T6m.

Statistical analysis
All data were analysed by an individual blinded to the group allocation. All the 
collected variables, pre- and post-intervention, have been visually inspected 
using graphics and summarized by intervention group according to their na-
ture; means, standard deviations, medians, interquartiles, and ranges for con-
tinuous variables and proportions for categorical/binary variables. Change in 
exercise capacity from baseline to 12 weeks is presented using box 
whisker plots containing raw median, interquartile range, and range data. 
Per-protocol analyses (including only participants who completed the 
12-week trial) have been conducted using adequate statistical tests. 
Unpaired type analyses (t-tests or χ2 tests) have been used for post- 
intervention measurements and their respective changes from baseline com-
parisons between groups according to their distributional assumptions. 
One-to-one transformations such as logarithm have been applied as neces-
sary to meet the tests’ assumptions requirements. Intention-to-treat ana-
lyses (including all participants who were randomized) have also been 
conducted using appropriate permutation tests (non-parametric setting) un-
der the missing completely at random assumption.25–27 Both per-protocol 
and intention-to-treat analyses are presented for the secondary outcomes 

to ascertain the influence of assuming normal distribution or any missing 
data. As a feasibility rather than hypothesis testing study, these analyses 
have exploratory value only and, therefore, do not require adjustments 
for the probability of a type 1 error. Therefore, the parameters are reported 
as 95% confidence intervals (CIs) rather than P-values. Mixed models have 
been applied to a series of clinically relevant longitudinal measurements un-
der the normality assumption for the intervention group only, who were fol-
lowed up for 6 months after the planned trial finished. These data are 
presented graphically as changes in mean and CIs. The advantage of this 
method is that it considers all the complete observations under the missing 
at random assumption for the missing observations, which is not testable 
from the data at hand.28 Statistical significance was cautiously set at P < .05 
for the assessment of the exploratory analyses. All tests were two-sided, 
and the 95% CIs are presented to reflect the exploratory nature of the study. 
All analyses and graphics have been conducted in STATA (StataCorp. 2023. 
Stata Statistical Software: Release 17. College Station, TX: StataCorp LLC).

Results
Between January 2018 and May 2019, 636 patients with HCM, aged be-
tween 16 and 60 years, were identified as potential participants, and 
screened for eligibility. Of the 205 individuals contacted, 80 agreed to 

Figure 1 Recruitment and adherence flow chart
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Table 1 Baseline characteristics

Exercise Usual care P-value
n = 40 n = 40

Age, years 48 (7.9) 44 (8.9) .053

PA per week, hours 3.0 (1.0–4.0) 4.0 (2.0–6.0) .073

Sex

Men 36 (90%) 31 (77.5%) .225

Women 4 (10%) 9 (22.5%)

Ethnicity

White 22 (55%) 28 (70%) .379

Black 11 (27.5%) 7 (17.5%)

Othera 7 (17.5%) 5 (12.5%)

Genetic testing

Performed 29 (73%) 29 (73%) 1.000

Pathogenic variant identified 8 (28%) 8 (28%) 1.000

Medical history

Hypertension 12 (30%) 14 (35%) .812

Diabetes 2 (5%) 1 (2.5%) 1.000

Hypercholesterolaemia 14 (35%) 5 (12.5%) .069

TIA 1 (2.5%) 0 (0%) 1.000

Renal failure 1 (2.5%) 1 (2.5%) 1.000

Family history

SCD 6 (15%) 8 (20%) .770

HCM 18 (45%) 17 (42.5%) 1.000

Primary prevention ICD 6 (15%) 3 (7.5%) .481

Medical therapy

BB 13 (32.5%) 9 (22.5%) .453

Non-DHP CCB 3 (7.5%) 0 (0%) .241

DHP CCB 6 (15%) 7 (17.5%) 1.000

Cardiovascular risk factors

BMI, kg/m2 28.1 (25.5–30.3) 27.1 (24.8–31.6) .641

HR, b.p.m. 62.5 (58.8–70.3) 60.0 (54–73.8)

SBP, mmHg 122.0 (115.0–137.3) 120 (110.0–130.0) .271

DBP, mmHg 80.0 (70.0–83.0) 80.0 (70.0–80.0) .635

HbA1c, mmol/mol 37.0 (35.0–38.8) 36.0 (32.5–37.5) .036

Cholesterol, mmol/L 4.8 (3.9–5.5) 4.9 (4.2–5.6) .368

Cardiac biomarkers

NT-proBNP, ng/L 248.5 (90.3–365.0) 239.0 (63.0–467.0) .941

Troponin, ng/L 9.0 (6.0–16.0) 11.0 (5.0–20.0) .735

CPET parameters

Total exercise time (tMax), s 690 (592–774) 670 (564.5–761.3) .495

Time to AT (tAT), s 459 (348.5–569.3) 415.5 (359–498.8) .395

Continued
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participate. Commonly cited reasons for non-participation included travel 
distance (n = 85), work (n = 16) and family (n = 6) commitments, lack of 
desire to participate in research (n = 6), language barrier (n = 5), personal 
circumstances (n = 4), and commitment required (n = 3). Individuals were 
randomized to exercise (n = 34 completed the programme) or usual care 
groups (n = 33 completed follow-up at T12) (Figure 1).

Baseline characteristics are presented in (Table 1). There was no sig-
nificant difference in baseline values, except for HbA1c which was high-
er in the exercise group. Of note, only two individuals in the exercise 
group and one individual in the usual care group were diabetic.

Feasibility
The overall retention rate was 85% and 82.5% in the exercise and usual 
care groups, respectively. Thirty-four participants in the exercise group 
completed the exercise programme and 33 returned at 6 months for re-
peat evaluation. Of those who completed the exercise programme, all 
attended the minimum of 75% of sessions and 64.7% reached the 
maximum target HRR of 85%. Resources including staffing and 
equipment were in accordance with recommended standards as defined 
by the British Association for Cardiovascular Prevention and rehabilita-
tion (BACPR) and the American Association of Cardiovascular and 
Pulmonary Rehabilitation (ACPICR).29,30

As a perceived higher risk population, a staffing ratio of 1:5, with add-
itional onsite physician supervision, ensured that each session could be 
safely delivered. All staff were trained in basic life support, and individuals 
were monitored safely throughout by means of self-monitoring for ad-
verse symptoms, watches, and continuous ECG monitoring. There was 
immediate access to cardiac resuscitation equipment and an emergency 
team as required. There was sufficient equipment to deliver each exer-
cise session including stationary bicycles, treadmills, a mini trampoline, 
weights, and therabands. Participants were given the opportunity to 
provide feedback, which reflected that the intervention and associated 
educational materials were well received (see Supplementary data 
online, Supplement S8). A table outlining feasibility metrics and timing 
of assessment is available in Supplementary data online, Supplement S9.

Exploratory primary outcome
There was no evidence to suggest a difference in the composite ex-
ploratory primary safety outcome between exercise and usual care 
groups (P = .99). One participant in the exercise group experienced 
exercise-induced syncope after developing ventricular standstill during 
exertion and one participant in the usual care group developed an epi-
sode of sustained VT. Both individuals are in good health without fur-
ther complications. There was no evidence to suggest a between 
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Table 1 Continued

Exercise Usual care P-value
n = 40 n = 40

Peak VO2 (pVO2/kg), mL/kg/min 28.3 (23.0–34.9) 30.3 (21.7–35.2) .917

VO2 at AT (VO2/kgAT), mL/kg/min 22.7 (17.7–28.6) 20.3 (15.3–26.9) .371

VE/VCO2 28.0 (25.4–29.9) 27.5 (25.0–30.4) .741

Echocardiographic parameters

LVEF, % 65 (60–70) 65 (60–70) .892

Maximum LVWT, mm 16.0 (14.0–18.8) 16.0 (15.0–18.0) .984

LVEDD, mm 47.5 (44.0–51.0) 48.0 (44.0–51.0) .943

LVOT gradient at rest, mmHg 4.5 (3.6–6.6) 5.0 (4.0–8.0) .061

LVOT gradient on provocation, mmHg 6.8 (4.9–15) 12.0 (9.0–23) .053

LA volume, mL 72.0 (53.0–95.0) 70.0 (57.0–96.5) .947

E/A 1.3 (1.0–1.5) 1.3 (0.9–1.6) .927

Average E/E′ 7.5 (5.8–9.7) 7.4 (6.4–10.2) .534

Ventricular ectopics (48 h) 16.0 (3.0–242.0) 6.0 (1–75.3) .096

Psychological and QoL scores

HADSD score 4.0 (.10–6.0) 2.0 (0.0–3.0) .090

HADSA score 6.0 (2.0–9.0) 5.0 (3.0–6.0) .229

WHO-DAS II score 2.0 (0.0–14.0) 2.0 (0.0–7.0) .634

SF-36 score 65.0 (50.0–80.0) 70.0 (50.0–85.0) .849

Data are presented as median (IQR) or n (%) unless otherwise stated.
AT, anaerobic threshold; BB, beta blocker; BMI, body mass index; CCB, calcium channel blocker; DHP, dihydropyridine; DBP, diastolic BP; HADSA score, Hospital Anxiety and Depression 
Scale anxiety score; HADSD score, Hospital Anxiety and Depression Scale depression score; HCM, hypertrophic cardiomyopathy; HR, heart rate; ICD, implantable cardioverter 
defibrillator; LA, left atrium; LVEDD, left ventricular end-diastolic dimension; LVWT, left ventricular wall thickness; non-DHP, non-dihydropyridine; NT-proBNP, N-terminal 
pro-B-type natriuretic peptide; PA, physical activity; QoL, quality of life; SBP, systolic BP; SCD, sudden cardiac death; SF-36, short form 36; TIA, transient ischaemic attack; VE/VCO2, 
minute ventilation/carbon dioxide production; WHO-DAS II, World Health Organization Disability Assessment Schedule II.
aOther comprised Asian or mixed race.
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group difference in the burden of NSVT at 12 weeks (P = .99). During 
the study period, six (15%) patients in the exercise group and four 
(10%) patients in the usual care group underwent ICD implantation 
due to perceived increase of their arrhythmic risk (P = .737). See 
Supplementary data online, Supplement S10 for changes in ESC risk 
score variables in all individuals who underwent ICD implantation. In 
all patients awaiting a primary prevention ICD, these were implanted 
following completion of the study.

Exploratory secondary outcomes
At 12 weeks, the exercise group demonstrated a greater increase in hours 
of PA engagement compared to the usual care group (2 ± 1.6 vs. 0.3 ±  
2.3 h) (data not shown). The exercise time during cardiopulmonary testing 
increased by 121.4 s in the exercise group compared to 19.6 s in the usual 
care group, with a greater mean increase for the exercise group of 101.8 s 
(95% CI −21.1, 182.6). The mean change in peak VO2 was +1.9 mL/kg/min 
for the exercise group and −2.1 mL/kg/min for the usual care group with a 
mean between group difference of +4.1 mL/kg/min (95% CI 1.1, 7.1). The 
exercise group showed a greater mean increase of the time to AT [120.9 s 
vs. 13.8 s, between group difference +107.0 s (95% CI 42.5, 171.6)] and a 
greater VO2 at AT [2.0 mL/min/kg vs. −0.3 mL/kg/min, between group dif-
ference +2.3 mL/kg/min (95% CI 0.4, 4.1)] (Figure 2, Table 2).

At 12 weeks, the exercise group showed a greater reduction in BMI 
and SBP (Table 2). There was no between group difference in 

cholesterol, HbA1c, cardiac biomarkers or any echocardiographic mea-
sures of cardiac morphology or function or ventricular ectopic burden 
(Table 2). Among the outcomes examining effects of exercise training 
on QoL, there were no differences between the exercise group and 
the usual care group at 12 weeks in SF-36 score and the WHO-DAS 
II score. Differences in favour of the exercise group were noted in 
the anxiety [HADSA −3 (95% CI −4.3, −1.7)] and depression 
[HADSD −1.7 (95% CI −2.9, −0.5)] scores (Table 2).

Exercise group 6-month follow-up
At 6 months, self-reported PA levels suggested a return to usual base-
line activity. Most observed improvements tended towards baseline va-
lues (Figure 3). This was supported by a significant effect of a quadratic 
term in time when a mixed model was fit to the data, for which the de-
scriptive summary statistics for each three occasions (baseline, T12, and 
T6m) are presented in Supplementary data online, Supplement S11. No 
arrhythmic events or increased prevalence of NSVT was recorded.

Discussion
Implementation of primary and secondary prevention strategies has re-
sulted in expansion of the HCM population. As a result, there are great-
er numbers of younger, low-risk individuals, with mortality rates 
comparable to the general population.31,32 This underscores the 

Figure 2 Change in exercise capacity from baseline to 12 weeks. Box whisker plots depicting raw median, IQR, and range data (clockwise from top 
left) for the change in maximum exercise time, peak VO2, VO2 at the anaerobic threshold, and time to anaerobic threshold

High intensity exercise programme in patients with HCM                                                                                                                                     7
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need to evaluate high intensity exercise regimes that are likely to be at-
tractive to younger individuals and reduce the long-term sequelae of a 
sedentary lifestyle. In this randomized, controlled feasibility study, we 
demonstrated that a supervised high intensity exercise programme 
was feasible in patients with HCM. Our results suggest potential gains 
in cardiorespiratory fitness, improvements in cardiovascular risk fac-
tors, and positive psychological outcomes. Importantly, there was no 
signal of increased arrhythmias (Structured Graphical Abstract).

Feasibility
Thirty-four (85%) participants completed the 12-week exercise pro-
gramme. This is similar to the UK national average (77%) for comple-
tion of a cardiac rehabilitation programme,33 and the completion rate 
reported by Saberi et al.15 for a home-based moderate intensity exer-
cise programme in HCM. All individuals who completed the exercise 
programme adhered to a minimum attendance of 75% of exercise ses-
sions, a value greater than that observed in cardiac rehabilitation studies 
(68%).34 Most participants (65%) achieved the upper limit of high inten-
sity exercise (maximum HRR of 85%). The current study was feasible 
with respect to resources including equipment and the intervention, al-
though staffing levels were higher to ensure safety.

Exploratory outcomes
Safety
Our study suggests no difference in the exploratory composite safety 
outcome between exercise and usual care groups and no difference 
in the burden of NSVT at baseline and 12 weeks. These findings align 
with a small study exercising individuals at very high intensity 
(90%–95% of maximum HR) (n = 7) vs. moderate intensity (n = 8) 
which demonstrated improvements in peak VO2 without an increase 
in the incidence of serious arrhythmias in the former group.35 The 
results from both studies should, however, be interpreted with caution 
as neither was powered for the safety.

Ten (13%) patients were implanted with an ICD over the period of 12 
weeks. In seven cases, the presence of new or repeat episodes of NSVT 
was the primary reason. Although the similar implantation rates be-
tween the exercise and usual care groups offer reassurance, our findings 
highlight the challenges of prolonged ECG monitoring which is becom-
ing widely available. Prolonged ECG monitoring is likely to detect more 
episodes of NSVT compared with the annual 24–48 h ECG monitoring 
incorporated in the ESC HCM-SCD risk calculator. A study utilizing 
14-day ECG monitors detected NSVT in 75% of patients, with only 
23% and 45% of NSVT captured within the first 24 and 48 h, 
respectively.36 Therefore, the use of intensive monitoring may serve 
to increase the perceived risk, rather than the true risk of SCD. 
Supplementary data online, Supplement S10 outlines in detail the change 
in ESC risk score variables in all individuals who underwent ICD implant-
ation. Moreover, six patients who underwent primary prevention ICD 
implantation had a calculated ESC risk score of between 4% and 6% 
(an ICD may be considered), and the decision to implant an ICD was 
made in the context of a multidisciplinary meeting and shared decision 
making after extensive discussion with the patients. It is possible, there-
fore, that these patients may not have received an ICD in other centres.

Exercise capacity
Our findings indicate that regular, high intensity exercise may improve 
exercise capacity in patients with HCM. Patients in the exercise group 
increased their exercise time during CPET by 101.8 s and their peak 
VO2 by 4.1 mL/kg/min, compared to the usual care group. Moreover, 
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the exercise group showed improved aerobic capacity, as evidenced by 
greater time to AT (+107.0 s) and VO2 at AT (+2.3 mL/kg/min) com-
pared to the usual care group. There were no confounding effects of 
submaximal exercise testing given that the respiratory exchange ratio 
exceeded 1.1 in more than 95% of individuals in both groups at T0 
and T12. Additionally, analysis of CPET data was blinded. The difference 
between groups remained when comparing peak VO2 (mL/min) (data 
not shown), suggesting that this was not driven solely by a reduction in 
BMI. Although the absolute increase of peak VO2 in the exercise group 
was modest (+1.9 mL/kg/min), these findings are in keeping with studies 

of home-based moderate intensity exercise programmes.15 Modest in-
creases in peak VO2 may confer benefit. Studies in HCM population 
have demonstrated that lower peak VO2 predicts higher rates of mor-
tality and morbidity37,38 and there may be as much as a 21% risk reduc-
tion in death or transplant for each 1 mL/min/kg increase in peak VO2.

39

Cardiovascular risk factors
We showed a clinically meaningful reduction in cardiovascular risk fac-
tors, namely BMI (0.8 kg/m2) and SBP (−7.3 mmHg). A reduction of 

Figure 3 Change in the means and confidence intervals in (A) maximum exercise time ET, (B) time to anaerobic threshold, (C ) VO2/kg at anaerobic 
threshold, (D) HADS anxiety score, (E) BMI, (F ) systolic BP, (G) peak VO2/kg, (H ) HADS depression score as estimated by the mixed models applied to 
the exercise group followed beyond the duration of the trial
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SBP by 5 mmHg may lead to a 9% reduction in CAD, 14% reduction in 
cerebrovascular accident, and 7% reduction in overall mortality.40

Furthermore, in a cohort of 425 patients with HCM, hypertension 
was present in 58% of black patients and 32% of white patients and 
was an independent risk factor for a composite outcome of cardiovas-
cular death, cardiac arrest, or appropriate ICD therapy.7

Psychological and health status outcomes
There was no improvement in QoL scores. This may be due to the fact 
that both the SF-36 and WHO-DAS II are generic QoL/health status 
questionnaires which assess a range of general domains, of which phys-
ical functioning is a small part. Disease-specific questionnaires, such as 
the HCM symptom questionnaire (HCMSQ),41 are more likely to cap-
ture improvements in symptoms and physical functioning, the domain 
most likely to demonstrate improvement following an exercise pro-
gramme. In fact, physical functioning was the only domain of the 
SF-36 questionnaire demonstrating a significant difference in those en-
rolled in a 16-week moderate intensity exercise programme compared 
to controls.15 However, the HCMSQ was validated following comple-
tion of the study.41 Its use may have demonstrated differences in QoL 
not observed with more generic assessment methods. However, we 
observed clinically meaningful reduction in both the anxiety (HADSA: 
−3) and depression (HADSD: −1.7)  scores in the exercise group, as 
indicated by a change in score of 1.5 and 0.5, respectively.42

Cardiovascular remodelling
At 12 weeks, there were no differences between groups with regard to 
cardiovascular remodelling, although it is unlikely that positive or ad-
verse remodelling would occur within this timeframe. This is in keeping 
with studies in HCM patients who did not demonstrate any difference 
in LVWT, cavity size, or left ventricular diastolic dysfunction across PA 
levels,43 and the findings in individuals who participated in a 16-week 
moderate intensity exercise programme.15 Although studies in athletes 
with HCM indicate enhanced diastolic function compared to sedentary 
individuals,13 this is likely to depend on disease phenotype and the dur-
ation, frequency, and intensity of exercise, but may also reflect that 
those with milder disease phenotypes are more likely to take part in 
PA and participate in recreational or competitive sport. Although raised 
levels of troponin44 are known to be associated with adverse out-
comes, there are no data regarding their prognostic significance in 
the context of HCM and exercise. In order to quantify a clinically rele-
vant increase in cardiac biomarkers, larger studies with longer-term 
follow-up are required.

Adherence to exercise
Individuals who actively engage in longer-term exercise programmes 
are more likely to maintain healthy levels of PA and sustain the benefits 
of exercise training. Our findings were consistent with studies compar-
ing short to longer-term engagement in exercise, in terms of reduction 
in PA levels and loss of most observed benefits at 6 months.45,46 A po-
tential solution to improve adherence to exercise may be through re-
mote programmes47,48 given that moderate intensity exercise 
programmes have suggested that an unsupervised approach may be 
safe.15 Although such efforts may be hampered by safety concerns in 
HCM patients when exercising more vigorously, remote monitoring 
through the use of telehealth has great potential.49 Given that hard 
safety data in high intensity exercise in HCM are lacking, a hybrid ap-
proach may be preferable.

Limitations
This study was subject to potential sampling bias as 290 individuals from 
the initial cohort (n = 636) were excluded and 125 declined participa-
tion. The majority of participants were male (84%) and white (63%), 
which limits extrapolation of the study findings to other patient groups. 
Furthermore, most participants did not exhibit a severe HCM pheno-
type, including significant left ventricular outflow tract obstruction, 
and the results of this study cannot be directly applied in instances of 
more advanced pathology. Participants were not blinded, and there-
fore, responses to psychological assessments may have been biased 
by their own expectations of participation. There was no difference 
in the composite primary outcome between the exercise and usual 
care groups, however, this was a feasibility study in a small cohort of 
individuals and therefore, was not powered for safety. Future studies 
might employ a cross-over/waiting list trial design in order to increase 
the numbers of participants in the exercise arm. Adverse events did oc-
cur, albeit in both groups, highlighting the need to monitor individuals 
and ensure appropriate follow-up to mitigate risk.

Conclusions
A high intensity programme with individualized exercise prescription is 
feasible in patients with HCM, with potential gains in cardiorespiratory 
fitness, reduction in cardiovascular risk factors, and improvement of 
psychological measures. A large-scale study, in cohorts with greater 
heterogeneity, is required to corroborate findings and assess long-term 
safety of high intensity exercise in HCM.

Acknowledgements
The authors would like to thank members of the exercise training pro-
gramme for their contribution to this study and a special thanks to Dr 
Irina Chis Ster who led all the statistical aspects of the research including 
the analytical approaches and substantially contributed to the writing of 
the manuscript.

Supplementary data
Supplementary data are available at European Heart Journal online.

Declarations
Disclosure of Interest
S.S., M.P., and J.B. list Cardiac Risk in the Young as an entity which they 
have had a relationship with, in the form of payments for research 
grants. M.P. additionally lists consultancy fees from Bristol Myers 
Squibb and a leadership role as President of the European 
Association of Preventative Cardiology 2022–2024. E.B. has partici-
pated on the Praetorian XL board. M.T. has received consulting fees 
from Bristol Myers Squibb and Cytokenetics. I.C.S. has received 
grants/contracts from NIHR and Astra Zeneca. B.G. was awarded an 
NHMRC Early Career Fellowship Funding, received honoraria for par-
ticipation on an advisory board, as well as for educational events from 
Bristol Myers Squibb. G.F. has received payment for teaching on the 
Royal Brompton Post Graduate Course in Heart Failure. C.M. received 
the Academy of Medical Sciences Starter Grant for Clinical Lecturers.

High intensity exercise programme in patients with HCM                                                                                                                                   11

http://academic.oup.com/eurheartj/article-lookup/doi/10.1093/eurheartj/ehae919#supplementary-data


Data Availability
The data underlying this article cannot be shared publicly due to the 
privacy of individuals that participated in the study. The data will be 
shared on reasonable request to the corresponding author.

Funding
J.B. was funded by a research fellowship awarded by Cardiac Risk in the 
Young (registered charity number 1050845), Surrey, UK.

Ethical Approval
Ethical approval was granted by the Yorkshire and the Humber 
Research Ethics Committee and was approved by site institutional re-
view boards.

Pre-registered Clinical Trial Number
The pre-registered clinical trial number is ClinicalTrials.gov NCT05 
459467.

References
1. Maron BJ. Hypertrophic cardiomyopathy: an important global disease. Am J Med 2004; 

116:63–5. https://doi.org/10.1016/j.amjmed.2003.10.012
2. Maron BJ, Haas TS, Ahluwalia A, Murphy CJ, Garberich RF. Demographics and epidemi-

ology of sudden deaths in young competitive athletes: from the United States national 
registry. Am J Med 2016;129:1170–7. https://doi.org/10.1016/j.amjmed.2016.02.031

3. Pelliccia A, Fagard R, Bjørnstad HH, Anastassakis A, Arbustini E, Assanelli D, et al. 
Recommendations for competitive sports participation in athletes with cardiovascular 
disease: a consensus document from the Study Group of Sports Cardiology of the 
Working Group of Cardiac Rehabilitation and Exercise Physiology and the Working 
Group of Myocardial and Pericardial Diseases of the European Society of Cardiology. 
Eur Heart J 2005;26:1422–45. https://doi.org/10.1093/eurheartj/ehi325

4. Maron BJ, Udelson JE, Bonow RO, Nishimura RA, Ackerman MJ, Estes NAM, et al. 
Eligibility and disqualification recommendations for competitive athletes with cardiovas-
cular abnormalities: task force 3: hypertrophic cardiomyopathy, arrhythmogenic right 
ventricular cardiomyopathy and other cardiomyopathies, and myocarditis: a scientific 
statement from the American Heart Association and American College of 
Cardiology. Circulation 2015;132:e273–280. https://doi.org/10.1161/CIR.0000000000 
000239

5. Sweeting J, Ingles J, Timperio A, Patterson J, Ball K, Semsarian C. Physical activity in 
hypertrophic cardiomyopathy: prevalence of inactivity and perceived barriers. Open 
Heart 2016;3:e000484. https://doi.org/10.1136/openhrt-2016-000484

6. Fumagalli C, Maurizi N, Day SM, Ashley EA, Michels M, Colan SD, et al. Association of 
obesity with adverse long-term outcomes in hypertrophic cardiomyopathy. JAMA 
Cardiol 2020;5:65–72. https://doi.org/10.1001/jamacardio.2019.4268

7. Sheikh N, Papadakis M, Panoulas VF, Prakash K, Millar L, Adami P, et al. Comparison of 
hypertrophic cardiomyopathy in Afro-Caribbean versus white patients in the UK. Heart 
2016;102:1797–804. https://doi.org/10.1136/heartjnl-2016-309843

8. Sorajja P, Ommen SR, Nishimura RA, Gersh BJ, Berger PB, Tajik AJ. Adverse prognosis 
of patients with hypertrophic cardiomyopathy who have epicardial coronary artery dis-
ease. Circulation 2003;108:2342–8. https://doi.org/10.1161/01.CIR.0000097110.55312. 
BF

9. Emond M, Mock MB, Davis KB, Fisher LD, Holmes DR, Chaitman BR, et al. Long-term 
survival of medically treated patients in the Coronary Artery Surgery Study (CASS) 
registry. Circulation 1994;90:2645–57. https://doi.org/10.1161/01.CIR.90.6.2645

10. Reineck E, Rolston B, Bragg-Gresham JL, Salberg L, Baty L, Kumar S, et al. Physical activity 
and other health behaviors in adults with hypertrophic cardiomyopathy. Am J Cardiol 
2013;111:1034–9. https://doi.org/10.1016/j.amjcard.2012.12.018

11. Asif IM, Price D, Fisher LA, Zakrajsek RA, Larsen LK, Raabe JJ, et al. Stages of psycho-
logical impact after diagnosis with serious or potentially lethal cardiac disease in young 
competitive athletes: a new model. J Electrocardiol 2015;48:298–310. https://doi.org/10. 
1016/j.jelectrocard.2014.12.018

12. Luiten RC, Ormond K, Post L, Asif IM, Wheeler MT, Caleshu C. Exercise restrictions 
trigger psychological difficulty in active and athletic adults with hypertrophic cardiomy-
opathy. Open Heart 2016;3:e000488. https://doi.org/10.1136/openhrt-2016-000488

13. Sheikh N, Papadakis M, Schnell F, Panoulas V, Malhotra A, Wilson M, et al. Clinical profile 
of athletes with hypertrophic cardiomyopathy. Circ Cardiovasc Imaging 2015;8:e003454. 
https://doi.org/10.1161/CIRCIMAGING.114.003454

14. Klempfner R, Kamerman T, Schwammenthal E, Nahshon A, Hay I, Goldenberg I, et al. 
Efficacy of exercise training in symptomatic patients with hypertrophic cardiomyopathy: 

results of a structured exercise training program in a cardiac rehabilitation center. Eur J 
Prev Cardiol 2015;22:13–9. https://doi.org/10.1177/2047487313501277

15. Saberi S, Wheeler M, Bragg-Gresham J, Hornsby W, Agarwal PP, Attili A, et al. Effect of 
moderate-intensity exercise training on peak oxygen consumption in patients with 
hypertrophic cardiomyopathy: a randomized clinical trial. JAMA 2017;317:1349–57. 
https://doi.org/10.1001/jama.2017.2503

16. Wasserstrum Y, Barbarova I, Lotan D, Kuperstein R, Shechter M, Freimark D, et al. 
Efficacy and safety of exercise rehabilitation in patients with hypertrophic cardiomyop-
athy. J Cardiol 2019;74:466–72. https://doi.org/10.1016/j.jjcc.2019.04.013

17. Kwon S, Lee H-J, Han K-D, Kim DH, Lee S-P, Hwang IC, et al. Association of physical 
activity with all-cause and cardiovascular mortality in 7666 adults with hypertrophic car-
diomyopathy (HCM): more physical activity is better. Br J Sports Med 2020;55:1034–40. 
https://doi.org/10.1136/bjsports-2020-101987

18. Lampert R, Ackerman MJ, Marino BS, Burg M, Ainsworth B, Salberg L, et al. Vigorous 
exercise in patients with hypertrophic cardiomyopathy. JAMA Cardiol 2023;8: 
595–605. https://doi.org/10.1001/jamacardio.2023.1042

19. Basu J, Finocchiaro G, Jayakumar S, Schönfeld J, MacLachlan H, Miles C, et al. Impact of 
exercise on outcomes and phenotypic expression in athletes with nonobstructive 
hypertrophic cardiomyopathy. J Am Coll Cardiol 2022;80:1498–500. https://doi.org/10. 
1016/j.jacc.2022.08.715

20. Pelliccia A, Caselli S, Pelliccia M, Musumeci MB, Lemme E, di Paolo FM, et al. Clinical out-
comes in adult athletes with hypertrophic cardiomyopathy: a 7-year follow-up study. Br 
J Sports Med 2020;54:1008–12. https://doi.org/10.1136/bjsports-2019-100890

21. Pelliccia A, Sharma S, Gati S, Bäck M, Börjesson M, Caselli S, et al. 2020 ESC Guidelines 
on sports cardiology and exercise in patients with cardiovascular disease. Eur Heart J 
2021;42:17–96. https://doi.org/10.1093/eurheartj/ehaa605

22. Ommen SR, Ho CY, Asif IM, Balaji S, Burke MA, Day SM, et al. 2024 AHA/ACC/AMSSM/ 
HRS/PACES/SCMR guideline for the management of hypertrophic cardiomyopathy: a 
report of the American Heart Association/American College of Cardiology joint com-
mittee on clinical practice guidelines. J Am Coll Cardiol 2024;83:2324–405. https://doi. 
org/10.1016/j.jacc.2024.02.014

23. Karvonen MJ, Kentala E, Mustalo O. The effects of training on heart rate; a longitudinal 
study. Ann Med Exp Biol Fenn 1957;35:307–15.

24. Borg GA. Psychophysical bases of perceived exertion. Med Sci Sports Exerc 1982;14: 
377–81.

25. White IR, Horton NJ, Carpenter J, Pocock SJ. Strategy for intention to treat analysis in 
randomised trials with missing outcome data. BMJ 2011;342:d40. https://doi.org/10. 
1136/bmj.d40

26. Heß S. Randomization inference with Stata: a guide and software. Stata J 2017;17: 
630–51. https://doi.org/10.1177/1536867X1701700306

27. Harris T, Hardin JW. Exact Wilcoxon signed-rank and Wilcoxon Mann–Whitney rank-
sum tests. Stata J 2013;13:337–43. https://doi.org/10.1177/1536867X1301300208

28. Sterne JAC, White IR, Carlin JB, Spratt M, Royston P, Kenward MG, et al. Multiple im-
putation for missing data in epidemiological and clinical research: potential and pitfalls. 
BMJ 2009;338:b2393. https://doi.org/10.1136/bmj.b2393

29. https://www.bacpr.org/resources/publications.
30. https://www.acpicr.com/data/Page_Downloads/ACPICR2023StandardsReaderlayout. 

pdf [31st December 2023, date last accessed].
31. Maron BJ, Rowin EJ, Casey SA, Lesser JR, Garberich RF, McGriff DM, et al. Hypertrophic 

cardiomyopathy in children, adolescents, and young adults associated with low cardio-
vascular mortality with contemporary management strategies. Circulation 2016;133: 
62–73. https://doi.org/10.1161/CIRCULATIONAHA.115.017633

32. Maron BJ, Casey SA, Poliac LC, Gohman TE, Almquist AK, Aeppli DM. Clinical course of 
hypertrophic cardiomyopathy in a regional United States cohort. J Am Med Assoc 1999; 
281:650–5. https://doi.org/10.1001/jama.281.7.650

33. The national audit of cardiac rehabilitation: Quality and Outcomes report 2019. https:// 
www.bhf.org.uk/informationsupport/publications/statistics/national-audit-of-cardiac-re 
habilitation-quality-and-outcomes-report-2019 [31st December 2023, date last 
accessed].

34. Varnfield M, Karunanithi M, Lee CK, Honeyman E, Arnold D, Ding H, et al. 
Smartphone-based home care model improved use of cardiac rehabilitation in post-
myocardial infarction patients: results from a randomised controlled trial. Heart 2014; 
110:1770–9. https://doi.org/10.1136/heartjnl-2014-305783

35. MacNamara JP, Dias KA, Hearon CM, Ivey E, Delgado VA, Saland S, et al. Randomized 
controlled trial of moderate- and high-intensity exercise training in patients with hyper-
trophic cardiomyopathy: effects on fitness and cardiovascular response to exercise. J Am 
Heart Assoc 2023;12:e031399. https://doi.org/10.1161/JAHA.123.031399

36. Weissler-Snir A, Chan RH, Adler A, Care M, Chauhan V, Gollob MH, et al. Usefulness of 
14-day Holter for detection of nonsustained ventricular tachycardia in patients with 
hypertrophic cardiomyopathy. Am J Cardiol 2016;118:1258–63. https://doi.org/10. 
1016/j.amjcard.2016.07.043

37. Finocchiaro G, Haddad F, Knowles JW, Caleshu C, Pavlovic A, Homburger J, et al. 
Cardiopulmonary responses, and prognosis in hypertrophic cardiomyopathy. A poten-
tial role for comprehensive noninvasive hemodynamic assessment. JACC Heart Fail 2015; 
3:408–18. https://doi.org/10.1016/j.jchf.2014.11.011

12                                                                                                                                                                                                      Basu et al.

https://ClinicalTrials.gov
https://doi.org/10.1016/j.amjmed.2003.10.012
https://doi.org/10.1016/j.amjmed.2016.02.031
https://doi.org/10.1093/eurheartj/ehi325
https://doi.org/10.1161/CIR.0000000000000239
https://doi.org/10.1161/CIR.0000000000000239
https://doi.org/10.1136/openhrt-2016-000484
https://doi.org/10.1001/jamacardio.2019.4268
https://doi.org/10.1136/heartjnl-2016-309843
https://doi.org/10.1161/01.CIR.0000097110.55312.BF
https://doi.org/10.1161/01.CIR.0000097110.55312.BF
https://doi.org/10.1161/01.CIR.90.6.2645
https://doi.org/10.1016/j.amjcard.2012.12.018
https://doi.org/10.1016/j.jelectrocard.2014.12.018
https://doi.org/10.1016/j.jelectrocard.2014.12.018
https://doi.org/10.1136/openhrt-2016-000488
https://doi.org/10.1161/CIRCIMAGING.114.003454
https://doi.org/10.1177/2047487313501277
https://doi.org/10.1001/jama.2017.2503
https://doi.org/10.1016/j.jjcc.2019.04.013
https://doi.org/10.1136/bjsports-2020-101987
https://doi.org/10.1001/jamacardio.2023.1042
https://doi.org/10.1016/j.jacc.2022.08.715
https://doi.org/10.1016/j.jacc.2022.08.715
https://doi.org/10.1136/bjsports-2019-100890
https://doi.org/10.1093/eurheartj/ehaa605
https://doi.org/10.1016/j.jacc.2024.02.014
https://doi.org/10.1016/j.jacc.2024.02.014
https://doi.org/10.1136/bmj.d40
https://doi.org/10.1136/bmj.d40
https://doi.org/10.1177/1536867X1701700306
https://doi.org/10.1177/1536867X1301300208
https://doi.org/10.1136/bmj.b2393
https://www.bacpr.org/resources/publications
https://www.acpicr.com/data/Page_Downloads/ACPICR2023StandardsReaderlayout.pdf
https://www.acpicr.com/data/Page_Downloads/ACPICR2023StandardsReaderlayout.pdf
https://doi.org/10.1161/CIRCULATIONAHA.115.017633
https://doi.org/10.1001/jama.281.7.650
https://www.bhf.org.uk/informationsupport/publications/statistics/national-audit-of-cardiac-rehabilitation-quality-and-outcomes-report-2019
https://www.bhf.org.uk/informationsupport/publications/statistics/national-audit-of-cardiac-rehabilitation-quality-and-outcomes-report-2019
https://www.bhf.org.uk/informationsupport/publications/statistics/national-audit-of-cardiac-rehabilitation-quality-and-outcomes-report-2019
https://doi.org/10.1136/heartjnl-2014-305783
https://doi.org/10.1161/JAHA.123.031399
https://doi.org/10.1016/j.amjcard.2016.07.043
https://doi.org/10.1016/j.amjcard.2016.07.043
https://doi.org/10.1016/j.jchf.2014.11.011


38. Masri A, Pierson LM, Smedira NG, Agarwal S, Lytle BW, Naji P, et al. Predictors of 
long-term outcomes in patients with hypertrophic cardiomyopathy undergoing 
cardiopulmonary stress testing and echocardiography. Am Heart J 2015;169: 
684–92.e1. https://doi.org/10.1016/j.ahj.2015.02.006

39. Coats CJ, Rantell K, Bartnik A, Patel A, Mist B, McKenna WJ, et al. Cardiopulmonary ex-
ercise testing and prognosis in hypertrophic cardiomyopathy. Circ Heart Fail 2015;8: 
1022–31. https://doi.org/10.1161/CIRCHEARTFAILURE.114.002248

40. Whelton PK, He J, Appel LJ, Cutler JA, Havas S, Kotchen TA, et al. Primary prevention of 
hypertension: clinical and public health advisory from the National High Blood Pressure 
Education Program. J Am Med Assoc 2002;288:1882–8. https://doi.org/10.1001/jama. 
288.15.1882

41. Reaney M, Allen V, Sehnert AJ, Fang L, Hagège AA, Naidu SS, et al. Development of the 
hypertrophic cardiomyopathy symptom questionnaire (HCMSQ): a new patient- 
reported outcome (PRO) instrument. Pharmacoecon Open 2022;6:563–74. https://doi. 
org/10.1007/s41669-022-00335-5

42. Lemay KR, Tulloch HE, Pipe AL, Reed JL. Establishing the minimal clinically important 
difference for the hospital anxiety and depression scale in patients with cardiovascular 
disease. J Cardiopulm Rehabil Prev 2019;39:E6–11. https://doi.org/10.1097/HCR. 
0000000000000379

43. Pelliccia A, Borrazzo C, Caselli S, Lemme E, Musumeci MB, Maestrini V, et al. Neither 
athletic training nor detraining affects LV hypertrophy in adult, low-risk patients with 

HCM. Cardiovascular Imaging 2022;15:170–1. https://doi.org/10.1016/j.jcmg.2021.08. 
012

44. Kubo T, Kitaoka H, Yamanaka S, Hirota T, Baba Y, Hayashi K, et al. Significance of high- 
sensitivity cardiac troponin T in hypertrophic cardiomyopathy. J Am Coll Cardiol 2013; 
62:1252–9. https://doi.org/10.1016/j.jacc.2013.03.055

45. Brubaker PH, Warner JG, Rejeski WJ, Edwards DG, Matrazzo BA, Ribisl PM, et al. 
Comparison of standard- and extended-length participation in cardiac rehabilitation 
on body composition, functional capacity, and blood lipids. Am J Cardiol 1996;78: 
769–73. https://doi.org/10.1016/S0002-9149(96)00418-3

46. Bock BC, Carmona-Barros RE, Esler JL, Tilkemeier PL. Program participation and phys-
ical activity maintenance after cardiac rehabilitation. Behav Modif 2003;27:37–53. https:// 
doi.org/10.1177/0145445502238692

47. Nakayama A, Takayama N, Kobayashi M, Hyodo K, Maeshima N, Takayuki F, et al. 
Remote cardiac rehabilitation is a good alternative of outpatient cardiac rehabilitation 
in the COVID-19 era. Environ Health Prev Med 2020;25:48. https://doi.org/10.1186/ 
s12199-020-00885-2

48. Scherrenberg M, Frederix I, De Sutter J, Dendale P. Use of cardiac telerehabilitation dur-
ing COVID-19 pandemic in Belgium. Acta Cardiol 2020;76:773–7. https://doi.org/10. 
1080/00015385.2020.1786625

49. Rawstorn JC, Gant N, Direito A, Beckmann C, Maddison R. Telehealth exercise-based 
cardiac rehabilitation: a systematic review and meta-analysis. Heart 2016;102:1183–92. 
https://doi.org/10.1136/heartjnl-2015-308966

High intensity exercise programme in patients with HCM                                                                                                                                   13

https://doi.org/10.1016/j.ahj.2015.02.006
https://doi.org/10.1161/CIRCHEARTFAILURE.114.002248
https://doi.org/10.1001/jama.288.15.1882
https://doi.org/10.1001/jama.288.15.1882
https://doi.org/10.1007/s41669-022-00335-5
https://doi.org/10.1007/s41669-022-00335-5
https://doi.org/10.1097/HCR.0000000000000379
https://doi.org/10.1097/HCR.0000000000000379
https://doi.org/10.1016/j.jcmg.2021.08.012
https://doi.org/10.1016/j.jcmg.2021.08.012
https://doi.org/10.1016/j.jacc.2013.03.055
https://doi.org/10.1016/S0002-9149(96)00418-3
https://doi.org/10.1177/0145445502238692
https://doi.org/10.1177/0145445502238692
https://doi.org/10.1186/s12199-020-00885-2
https://doi.org/10.1186/s12199-020-00885-2
https://doi.org/10.1080/00015385.2020.1786625
https://doi.org/10.1080/00015385.2020.1786625
https://doi.org/10.1136/heartjnl-2015-308966

	High intensity exercise programme in patients with hypertrophic cardiomyopathy: a randomized trial
	Introduction
	Methods
	Study design
	Outcomes
	Study participants
	Study procedures
	Statistical analysis

	Results
	Feasibility
	Exploratory primary outcome
	Exploratory secondary outcomes
	Exercise group 6-month follow-up

	Discussion
	Feasibility
	Exploratory outcomes
	Safety
	Exercise capacity
	Cardiovascular risk factors
	Psychological and health status outcomes

	Cardiovascular remodelling
	Adherence to exercise
	Limitations

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

	References


