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orphananesthesia
Anaesthesia recommendations for  

Noncompaction cardiomyopathy 

Disease name:  Noncompaction cardiomyopathy 

ICD 10:  142.8 (unclassified cardiomyopathy) 

Synonyms:  Noncompaction cardiomyopathy. Non-compaction cardiomyopathy. Left 
ventricle noncompaction cardiomyopathy. Noncompaction/hypertrabeculation 
cardiomyopathy. Spongiform cardiomyopathy. 

Disease summary:  The presence of excessive and prominent trabeculae of the ventricular 
myocardium, together with deep intertrabecular recesses characterises the disease [1]. Three 
distinctive criteria define left ventricle noncompaction cardiomyopathy (LVNC): prominent left 
ventricle trabeculae, deep intertrabecular recesses and a thin compact layer of the 
myocardium [2,3]. Prevalence of the disease in uncertain. In a study in adult patients using 
transthoracic echocardiography, 17/37,555 carried LVNC, 0.045 % [4], whereas in children 
transthoracic ultrasound showed 12/20,341 cases, 0.06 % [5]. Mortality ranges 5 % to 47 % 
[6]. 

The disease was first recognised in the 90's of the past century as a congenital disease, due 
to a failure in ventricle myocardium compaction during the 5 to 8 weeks of the embrionic 
development [7]. The disease was classified as an independent entity, with no age of 
appearance preference, and in some cases related with other genetic disorders. 

However, evidence is growing that LVNC is not a failure in the pre-existing embrionic trabecular 
myocardium compaction that forms the compact components of the ventricle walls [8]. When 
observed in adult patients, the presence of excessive trabeculae does not comport worse 
outcomes if the ejection fraction (EF) is normal, the risk of the development of complications, 
as arrhythmias and stroke, being low. In fact, noncompaction images observed in children or 
autopsies are different from those in adult patients with excessive trabeculation with or without 
clinical symptoms. Thus, it has been suggested that left ventricle wall hypertrabeculation would 
not be a clinical entity by itself [8,9]. This morphological aspect could be a finding appearing 
together with additional lesions (as dilated cardiomyopathy) that are responsible of the low EF 
the patients show. The term itself can be misleading because there is neither compaction 
failure nor cardiomyopathy in most individuals fulfilling the diagnostic criteria. 

Clinical manifestations are quite variable, ranging from asymptomatic to congestive heart 
failure, arrhythmias, systemic thromboembolism, and sudden death [9]. The AHA has 
classified the disease as a primary genetic cardiomyopathy [10], but this is controversial [11-
14]. The WHO and the European Society of Cardiology classify the disease as unclassified [2], 
because it can be considered an independent cardiomyopathy or a phenotypical variant of 
other primary cardiomyopathies fulfilling echocardiography criteria of LVNC, as dilated, 
hypertrophic or restrictive cardiomyopathy (with the current criteria it can overlap and not be 
mutually exclusive) [14]. LVNC could describe morphologic features but not a functional profile 
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of the cardiomyopathy [14,15]. There has been a passage in LVNC from infra to overdiagnose 
[16]. 

As other hereditary cardiomyopathies, LVNC is genetically heterogeneous [9]. LVNC1 is 
caused by a heterozigous mutation (autosomal dominant17) in the alpha-dystrobrevin gene 
(DTNA; 601239) in the 18q12 chromosome. However, at least 11 additional forms have been 
described (see Annex). 

It should be taken into account the possible association of some variants with Barth syndrome 
and with other neuromuscular disorders: dystrophinopathies, dystrobrevinopathy, lamino-
pathy, zaspopathy, myotonic dystrophy, children glucogenosis type II (Pompe's disease), 
myoadenilate-deaminase deficiency, Friedreich ataxia, Duchenne's disease, Charcot-Marie-
Tooth's disease and mitochondrial diseases [3,18–22]. 

Thorough reviews of LVNC can be read in references [6,15,23,24] and outcomes (NYHA class 
III or major cardiovascular complications as the worse ones, but not left ventricle dilation or 
systolic dysfunction) in references [25] and [26]. Moreover, a review of paediatric cases is 
presented in reference [27]. 

 

Medicine is in progress 

Perhaps new knowledge 

Every patient is unique 

Perhaps the diagnosis is wrong  

 
 
Find more information on the disease, its centres of reference and patient 
organisations on Orphanet: www.orpha.net 
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Typical surgery 

Any type of surgery can be indicated in LVNC patients [28]. Heart failure therapy includes, in 
advanced forms, cardiac transplantation; thus, cardiac transplantation, extracorporeal cell 
membrane oxygenation (ECMO) device implant, as well as ventricular assist devices implant 
are relatively frequent. For arrhythmia's treatment automated implantable defibrillator (AID) 
implants can be indicated, especially in the case of ventricular arrhythmias, syncope or 
resuscitated sudden death. In a 6-year follow up of LVNC patients, 59 % were dead or required 
cardiac transplant [4]. In a cohort of 113 patients who received a cardiac transplantation, 
outcomes were better than those whose transplant was due to ischaemic cardiopathy. 
However, the LVNC sample was heterogeneous, as 70 % of patients were children [29, 30]. 

 

Type of anaesthesia 

There are no references comparing anaesthesia techniques or procedures. In severe cases, 
general anaesthesia was usually used, but regional anaesthesia and monitored anaesthesia 
care have been used safely. Choosing one or the other will depend on the patient's 
haemodynamic status or coagulation/anticoagulation status. 

 

Necessary additional pre-operative testing (beside standard care) 

If possible, consultation with a cardiologist and haematologist is suggested. 

LVNC can be associated to other congenital cardiomyopathies, or appear isolated (in this case 
being sporadic or familial). Age of disease presentation, evolution, as well as the degree of 
affectation are variable. 

Clinical manifestations are not specific. Cardiac insufficiency because of systolic or diastolic 
dysfunction, thromboembolic phenomena due to the combination of blood stasis in the 
ventricular recesses with a higher incidence of atrial fibrillation and cardiac chamber's 
dilatation, conduction disorders as branch blocks, Wolf-Parkinson-White syndrome [31], 
supraventricular arrhythmia episodes (mainly atrial fibrillation) [32], ventricular arrhythmias [32] 
and sudden death can occur. Diagnostic workup consist in image techniques such as 
echocardiography [33], contrast echocardiography [34,35], cardiac CT and cardiac MRI [3,36–
38]. 

Insertion of AID was reported as controversial3 and previous Holter evaluation is suggested 
(outcome goals can be defined based on EF and the patient's symptoms). However, an AID is 
recommended if: EF is low, or EF is normal but there are a syncope history, unsustained 
ventricular tachycardia or a family history of cardiac sudden death [39].  

 

Particular preparation for airway management 

None described. Some genetic types can present with facial dysmorphies, leading to airway 
investigations. 
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Particular preparation for transfusion or administration of blood products 

There are no specific references. Blood products have been transfused when indicated without 
problems. 

 

Particular preparation for anticoagulation 

Patients having increased risk to develop thromboembolic events are these with low EF and 
atrial fibrillation [3]. Oral anticoagulation could be started in patients with diagnosed ventricle 
thrombus or atrial fibrillation. Otherwise, a risk stratification is suggested with CHADS2/ 
CHADS2-Vasc scores [3]. Routine anticoagulation is under debate, as thrombogenesis has 
not been soundly evidenced in LVNC [3]. 

 

Particular precautions for positioning, transportation and mobilisation 

No special considerations. 

 

Interactions of chronic disease and anaesthesia medications 

The recommended basic treatment is that of the cardiomyopathies, but evidence is low. As an 
example, those of dilated cardiomyopathies with low EF [3]. Some patients can be under beta-
blocking drug therapy. A relatively distinctive treatment is anticoagulation (see before) and 
sudden death prevention. Regarding the latter, it need to be considered that several 
neuromuscular diseases with LVNC could be related with sudden death per se [40]. 

 

Anaesthetic procedure 

Sviggum et al. [28] retrospectively revised a cohort of 60 patients with LVNC in whom 220 
surgical procedures were performed. Nineteen patients suffered of 25 complications, 10 being 
new arrhythmias, 5 respiratory, one seizure and one syncope. 47 % of these occurred during 
open cardiac bypass procedures under general anaesthesia, and none with regional 
anaesthesia or monitored anaesthesia care/sedation. There were neither long-term morbidity 
nor peri-operative mortality in this series. Authors pointed out that complication rates were not 
different from those without LVNC. In some cases, the disease was diagnosed after severe 
heart insufficiency workup for cardiac transplantation [35].  

A case of cardiac arrest during sevoflurane anaesthesia induction for a dental procedure in a 
child with LVNC, with complete recovery, was reported [41].  

There are few published surgical cases. A young male patient suffered a traumatic spleen 
rupture42. A family history of severe cardiopathies was reported. Six months ago, the patient 
complained from congestive heart failure with systolic ventricular dysfunction and paroxismal 
atrial fibrillation, and LVNC was diagnosed. An AID was inserted and acenocumarol 
anticoagulation started. Before surgery (open splenectomy), the AID was disconnected and 
transcutaneous pacing pads applied. General anaesthesia consisted of midazolam 0.1 mg/kg, 
ketamine 100 mg, rocuronium 50 mg, and 50 % O2/air, sevoflurane and rocuronium infusion 
maintenance, as well as fentanyl boluses. The patient was transfused red packed cells, fresh 
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frozen plasma and platelets. 48 hours after ICU admission, oral anticoagulation was restarted 
(60 mg/24 h of enoxaparin have been administered till this moment). 

Kim et al. [43] published the case of a female patient under laparoscopic ovarian cystectomy. 
LVNC had been diagnosed before. The patient showed sinus bradycardia and 1st degree 
auriculo-ventricular block, multiple premature ventricular contractions and left branch block. 
Severe left ventricle dysfunction with EF 30 % and left atrial dilatation were observed too. 
Invasive arterial pressure and transoesophageal echocardiography (TEE) were used for 
monitoring. General anaesthesia with etomidate, midazolam, cis-atracurium and propofol-
remifentanil was selected. Dobutamine infusion was needed after induction. No other 
alterations were observed during the procedure including CO2 insufflation periods. During the 
24h ICU admission there were no incidences. 

Kumar et al. [44] reported the case of a patient with biventricular noncompaction 
cardiomyopathy with Ebstein anomaly and a mass in the left atrium. An external assist device 
was inserted in the ventricle. Due to the thin wall of the ventricle and trabeculae, the inflow 
cannula was correctly inserted thanks to TEE. The patient's heart was transplanted afterwards. 

Malignant hyperthermia cases have been described in LVNC patients in possible relationship 
with the coincidence with neuromuscular diseases. Two cases have been reported 
intraoperatively, one during a biventricular assist device insertion (after ECMO) in a 25 year-
old patient sustaining refractory cardiogenic shock [45], and the other during cardiac surgery 
[46]. 

 

Particular or additional monitoring 

During the perioperative management of LVNC patients, preoperative evaluation is 
fundamental to know the haemodynamic status and to select the surgical and anaesthesia 
techniques, as well as monitoring and perioperative patient care, in order to diminish risks.  

In the described haemodynamically unstable trauma patient, with LVNC, monitoring consisted 
in ECG (DII derivation) to check for rhythm alterations, urine output control, and invasive 
arterial pressure. The patient complained several months before of atrial fibrillation with rapid 
ventricular response and acute cardiac insufficiency that lead to the diagnosis of the 
cardiomyopathy [42]. Due to the arrhythmogenesis, ECG monitoring is recommended, as well 
as rapid treatment of arrhythmias. In LVNC patients with cardiac insufficiency, pulmonary 
artery catheter insertion or TEE have been used [43,47,48] to determine preload and 
ventricular function. In the case reported, the patient carried an AID requiring disconnection 
and external pacing pads sited peri-operatively [42]. Specific information about AID indications 
can be read in reference [49]. Management (general) of AID is showed in table 1. 

 

Possible complications 

Cardiac insufficiency, arrhythmias, systemic thromboembolism, haemorrhage, sudden death. 

 

Post-operative care 

Depending on the surgery and on the previous haemodynamic status, the patient with LVNC 
might need ICU admission. UCI admission is suggested in moderate to severe cases, and in 
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those with actual or foreseen haemodynamic instability. In most of the published cases, 
patients were admitted to an ICU because of severe complications. In a published case, a 
ventricular fibrillation episode was registered and treated in the first postoperative hours in the 
ICU as the AID was adequately restarted [41].  

Anticoagulation should be reintroduced as soon as possible to prevent thromboembolic events 
(both in the case the patient was under anticoagulation therapy or when risk factors for 
thrombus formation concurred). 

 

Disease-related acute problems and effect on anaesthesia and recovery 

There are no specific recommendations. A case by case evaluation is mandatory, due to the 
clinical variability. 

 

Ambulatory anaesthesia 

There are no specific references published. 

 

Obstetrical anaesthesia 

There are several obstetrical cases communicated. As previously stated in other settings, 
clinical presentation and evolution of LVNC during pregnancy is variable [49]. In a previously 
diagnosed LVNC patient who suffered severe symptoms and who was scheduled for cesarean 
section under general anaesthesia, invasive monitoring was started that included pulmonary 
artery catheterisation with pacing, as well as entry ports for arteriovenous ECMO. Dobutamine 
and milrinone infusions were started, too. Anaesthesia induction consisted in S-ketamine 0.5 
mg/kg, etomidate 0.25 mg/kg and succinylcholine. Maintenance was with propofol/remifentanil. 
The patient course was stable. She was admitted to the ICU with no incidences and with no 
ECMO use needed [50]. Another patient with preterm gestation and preeclampsia, sustaining 
severe LVNC and pulmonary hypertension, needed a cesarean section. Monitoring included 
TEE instead of pulmonary artery catheter [48]. In another cesarean section case, a patient with 
severe LVNC developed postpartum haemorrhage after being unresponsive to several 
treatments for uterine atonia. In this patient, pulmonary hypertension and severe right 
ventricular insufficiency developed immediately after intramuscular methyl-ergonovine 
injection. Inotropic drug support was needed, and she was admitted to the ICU with good 
evolution [51]. Uesugi et al. [52] reported on a 24 weeks pregnant patient who was scheduled 
for cesarean section. However, symptomatic cardiac failure developed. Anaesthesia consisted 
of propofol and fentanyl, with intraoperative haemodynamic stability. Two years afterwards, 
she needed another cesarean section that was performed under spinal anaesthesia in her 34th 
gestational week, because she had normal cardiac function and no anticoagulation. No 
incidences were observed. 

In other reported cases, there were no previous LVNC diagnosis. In a pregnant patient, a 
cerebral infarction due to embolism of cardiac origin was attributed to LVNC. Several days 
after stabilisation, an elective cesarean section was performed under general anaesthesia [53]. 
In a pregnant woman with systolic failure of the left ventricle that develops during labour, 
general anaesthesia consisted of etomidate, midazolam, succinylcholine and fentanyl-
midazolam boluses. Invasive monitoring was with arterial pressure, central venous catheter 
and TEE that lead to LVNC diagnosis. Dobutamine infusion was needed, and after ICU 
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admission, no more incidences were reported. In the postoperative period, angiotensin-
converting enzyme inhibitors and beta-blocking drugs were started, as was oral 
anticoagulation and an AID [54]. Finally, a 25 year-old woman suffered a dilated 
cardiomyopathy and recovered from cardiac arrest 8 weeks after labour. TEE during 
anesthesia to insert a left ventricular assist device revealed apical LVNC. Authors comment 
that this is the first case reporting such a combination (peripartum dilated cardiomyopathy and 
LVNC) [55]. However, as stated before, the development as a secondary cardiomyopathy 
cannot be ruled out. 

 

 

 

 

Table 1. General management of IAD. 

Pacemaker (PM) dependent patient or device in rate-dependent mode: 

YES. 

Reprogram device with proprietary programmer: (1) inactivate rate-response or 
program to asynchronous pacing mode if PM dependent AND (2) suspend anti-
tachycardia therapy. 

NO. 

IAD accessible: place magnet over AID, perform surgery, remove magnet. 

IAD no accessible: (1) AID not accessible OR (2) magnet not securely applicable OR 
uncertain magnet response (audio/vibrate/pacing): reprogram device with proprietary 
programmer to suspend anti-tachycardia therapy. 

Reference. Sticherling C, Menafoglio A, Burri H, Reek S, Fuhrer J, Ganière V, et al. Recommendations 
for the peri­ operative management of patients with cardiac implantable electronic devices. Med 
Cardiovasc 2016;19:13–18. 

 

Annex. 

Genetic heterogeneity of LVNC12: 

LVNC1, heterozigotic mutation of alpha-dystrobrevin gene (DTNA; 601239), 18q12 
chromosome; locus for an autosomal dominant form, 11p15 chromosome (LVNC2; 609470); 
LVNC3 (see 605906), mutation in LDB3 gene (605906), 10q23 chromosome; LVNC4 (see 
613424) mutation in ACTC1 gene (102540), 15q14 chromosome; LVNC5 (see 613426) 
mutation in MYH7 gene (160760), 14q12 chromosome; LVNC6 (see 601494) mutation in 
TNNT2 gene (191045), 1q32 chromosome; LVNC7 (615092) mutation in MIB1 gene (608677), 
18q11 chromosome; LVNC8 (615373) mutation in PRDM16 gene (605557), 1p36 
chromosome; LVNC9 (see 611878) mutation in TPM1 gene (191010), 15q22 chromosome; 
LVNC10 (615396) mutation in MYBPC3 gene (600958) 11p11 chromosome; LVNC can take 
part of a X-linked disorder, Barth syndrome (302060), caused by a mutation in TAZ gene 
(300394), Xq28 chromosome. 

http://www.orphananesthesia.eu/


www.orphananesthesia.eu 8 

References 
 

1. Chin TK, Perloff JK, Williams RG, Jue K, Mohrmann R. Isolated noncompaction of left 
ventricular myocardium. A study of eight cases. Circulation 1990;82:507–513 

2. Arbustini E, Weidemann F, Hall JL. Left ventricular noncompaction: a distinct cardiomyopathy 
or a trait shared by different cardiac diseases? J Am Coll Cardiol 2014;64:1840–1850  

3. Bennett CE, Freudenberger R. The current approach to diagnosis and management of left 
ventricular noncompaction cardiomyopathy: Review of the Literature. Cardiol Res Pract 2016; 
2016:5172308 

4. Ritter M, Oeschlin E, Sustch G, Attenhofer C, Schneider J, Jenni R. Isolated noncompaction of 
the myocardium in adults. Mayo Clin Proc 1997;72:26–31 

5. Özkutlu S, Ayabakan C, Çeliker A, Elshershari H. Noncompaction of ventricular myocardium: 
a study of twelve patients. J Am Soc Echocardiogr 2002;15:1523–1528 

6. Finsterer J, Stollberger C, Towbin JA. Left ventricular noncompaction cardiomyopathy: 
cardiac, neuromuscular, and genetic factors. Nat Rev Cardiol 2017;14:224–237 

7. Elshershari H, Okutan V, Celiker A. Isolated noncompaction of ventricular myocardium. 
Cardiol Young 2001;11:472–475  

8. Anderson RH, Jensen B, Mohun TJ, et al. Key questions relating to left ventricular 
noncompaction cardiomyopathy: Is the Emperor still wearing any clothes? Can J Cardiol 2017; 
33:747–757  

9. Ichida F. Left ventricular noncompaction. Circ J 2009;73:19–26  
10. Maron BJ, Towbin JA, Thiene G, et al. Contemporary definitions and classification of the 

cardiomyopathies: an American Heart Association Scientific Statement from the Council on 
Clinical Cardiology, Heart Failure and Transplantation Committee; Quality of Care and 
Outcomes Research and Functional Genomics and Translational Biology Interdisciplinary 
Working Groups; and Council on Epidemiology and Prevention. Circulation 2006; 13:1807–
1816 

11. Monserrat L, Hermida-Prieto M, Fernandez X, et al. Mutation in the alpha-cardiac actin gene 
associated with apical hypertrophic cardiomyopathy, left ventricular non-compaction, and 
septal defects. Eur Heart J 2007;28:1953–1961 

12. 12. https://omim.org/entry/604169. # 604169. LEFT VENTRICULAR NONCOMPACTION 1; 
LVNC1  

13. Errando CL, Peiro CM, Tatay J. Observaciones sobre la miocardiopatía no compactante (in 
Spanish). Med Clin (Barc) 2005;124:277–279 

14. Arbustini E, Favalli V, Narula N, Serio A, Grasso M. Left ventricular noncompaction: A distinct 
genetic cardiomyopathy? J Am Coll Cardiol 2016;68:949–966  

15. Negri F, De Luca A, Fabris E, et al. Left ventricular noncompaction, morphological, and clinical 
features for an integrated diagnosis. Heart Fail Rev 2019;24:315–323  

16. Gati S, Rajani R, Carr-White GS, Chambers JB. Adult left ventricular noncompaction: 
reappraisal of current diagnostic imaging modalities. JACC Cardiovasc Imaging 2014;7:1266–
1275  

17. Sasse-Klaassen S, Gerull B, Oechslin E, Jenni R, Thierfelder L. Isolated noncompaction of the 
left ventricular myocardium in adult is an autosomal dominant disorder in the majority of 
patients. Am J Med Genet 2003;119A:162–167  

18. Finsterer J, Gelpi E, Stollberger C. Left ventricular hypertrabeculation/noncompaction as a 
cardiac manifestation of Duchenne muscular dystrophy under non-invasive positive-pressure 
ventilation. Acta Cardiol 2005;60:445–448  

19. Finsterer J, Stollberger C, Blazek G. Neuromuscular implications in left ventricular 
hypertrabeculation/noncompaction. Int J Cardiol 2006;110:288–300  

20. Stollberger C, Finsterer J. Consider Danon disease in dilated cardiomyopathy with 
noncompaction. Muscle Nerve 2013; 48:152-153. 

21. Stollberger C, Finsterer J. Understanding left ventricular hypertrabeculation/noncompaction: 
pathomorphologic findings and prognostic impact of neuromuscular comorbidities. Expert Rev 
Cardiovasc Ther 2019;17:95–109  

22. Towbin JA, Lorts A, Jefferies JL. Left ventricular non-compaction cardiomyopathy. Lancet 
2015;386:813–825  

23. Hussein A, Karimianpour A, Collier P, Krasuski RA. Isolated noncompaction of the left 
ventricle in adults. J Am Coll Cardiol 2015;66:578–585  

http://www.orphananesthesia.eu/


www.orphananesthesia.eu 9 

24. Stollberger C, Finsterer J. Unmet needs in the cardiologic and neurologic work-up of left 
ventricular hypertrabeculation/noncompaction. Expert Rev Cardiovasc Ther 2016;14:1151–
1160  

25. Greutmann M, Mah ML, Silversides CK, et al. Predictors of adverse outcome in adolescents 
and adults with isolated left ventricular noncompaction. Am J Cardiol 2012;109:276–281  

26. Kubik M, Dabrowska-Kugacka A, Lewicka E, Danilowicz-Szymanowicz L, Raczak G. 
Predictors of poor outcome in patients with left ventricular noncompaction: Review of the 
literature. Adv Clin Exp Med 2018;27:415–422  

27. Stollberger C, Wegner C, Finsterer J. Fetal ventricular hypertrabeculation/noncompaction: 
clinical presentation, genetics, associated cardiac and extracardiac abnormalities and 
outcome. Pediatr Cardiol 2015;36:1319–1326  

28. Sviggum HP, Kopp SL, Rettke SR, Rehfeldt KH. Perioperative complications in patients with 
left ventricular non-compaction. Eur J Anaesthesiol 2011;28:207–212 

29. Al-Kindi SG, El-Amm C, Ginwalla M, Hoit BD, Park SJ, Oliveira GH. Heart transplant 
outcomes in patients with left ventricular non-compaction cardiomyopathy. J Heart Lung 
Transplant 2015;34:761–765  

30. Lakdawala NK. Big data for a rare disease: Examining heart transplantation for left ventricular 
noncompaction in the United Network of Organ Sharing registry. J Heart Lung Transplant 
2015;34:759–760  

31. Nihei K, Shinomiya N, Kabayama H et al. Wolff-Parkinson-White (WPW) syndrome in isolated 
noncompaction of the ventricular myocardium (INVM) -three cases-. Circ J 2004;68:82–84  

32. Miyake CY, Kim JJ. Arrhythmias in left ventricular noncompaction. Card Electrophysiol Clin 
2015;7:319–330  

33. Jenni R, Oechslin E, Schneider J, Jost CA, Kaufmann PA. Echocardiographic and 
pathoanatomical characteristics of isolated left ventricular non-compaction: a step towards 
classification as a distinct cardiomyopathy. Heart 2001;86:666–671  

34. Lowery MH, Martel JA, Zambrano JP, Ferreira A, Eco L, Gallagher E. Noncompaction of the 
ventricular myocardium: the use of contrast-enhanced echocardiography in diagnosis. J Am 
Soc Echocardiogr 2003;16:94–96  

35. Weitzel N, Puskas F, Callahan V, Seres T. A case of left ventricular noncompaction. Anesth 
Analg 2009;108:1105–1106  

36. McCrohon JA, Richmond DR, Pennell DJ, Mohiaddin RH. Isolated noncompaction of the 
myocardium. A rarity or missed diagnosis? Circulation 2002; 06:e22–e23  

37. Borreguero LJJ, Corti R, de Soria RF, Osende JI, Fuster V, Badimon JJ. Diagnosis of isolated 
noncompaction of the myocardium by magnetic resonance imaging. Circulation 2002;105: 
e177–e178  

38. Chebrolu LH, Mehta AM, Nanda NC. Noncompaction cardiomyopathy: The role of advanced 
multimodality imaging techniques in diagnosis and assessment. Echocardiography 2017;34: 
279–289  

39. Finsterer J, Stollberger C, Maeztu C. Sudden cardiac death in neuromuscular disorders. Int J 
Cardiol 2016;203:508–515  

40. Yamazaki S, Ito H, Kawaai H. Transient cardiac arrest in patient with left ventricular 
noncompaction (spongiform cardiomyopathy). Anesth Prog 2011;58:22–25  

41. Errando CL, Tatay J, Serrano-Romero A, Gudin-Uriel M, Revert M, Peiro CM. Splenic rupture 
and haemoperitoneum in a patient with non-compaction of the left ventricular myocardium. Br 
J Anaesth 2005;95:358–361  

42. Kim D, Kim E, Lee JH, Kim CS, Lee SM, Lee JE. Anesthetic experience of patient with 
isolated left ventricular noncompaction: a case report. Korean J Anesthesiol 2016;69:275–278  

43. Kumar N, Troianos CA, Baisden JS. Left ventricular assist device insertion in a patient with 
biventricular noncompaction cardiomyopathy, Ebstein anomaly, and a left atrial mass: A case 
report. A A Case Rep 2016;7:251–255  

44. Schmidt K, Missler A, Lichtenstern C, et al. Suspected malignant hyperthermia during 
biventricular assist device implantation in a patient with left ventricular noncompaction 
cardiomyopathy. J Cardiothorac Vasc Anesth 2017;31:1025–1031  

45. Stollberger C, Finsterer J. Myopathy and noncompaction detected after malignant 
hyperthermia during cardiac surgery. J Cardiothorac Vasc Anesth 2018;32:e8–e9  

46. Ashford EJ, Klimkina O, Hassan ZU, Colclough G, Fragneto R. Transesophageal 
echocardiography monitoring in the delivery of a preeclamptic parturient with severe left 
ventricular noncompaction. J Clin Anesth 2014;26:490–494  

http://www.orphananesthesia.eu/


www.orphananesthesia.eu 10 

47. Rehfeldt KH, Mauermann WJ, Bower TC, Click RL. The diagnosis of left ventricular hyper-
trabeculation/noncompaction by intraoperative transesophageal echocardiography. J 
Cardiothorac Vasc Anesth 2008;22:858–860  

48. Caliskan K, Szili-Torok T, Theuns D, et al. Indications and outcome of implantable 
cardioverter-defibrillators for primary and secondary prophylaxis in patients with 
noncompaction cardiomyopathy. Journal of Cardiovascular Electrophysiology. 2011;22:898–
904. DOI: 10.1111/j.1540-8167.2011.02015.x 

49. Ueda Y, Kamiya CA, Nakanishi A, et al. Cardiomyopathy phenotypes and pregnancy 
outcomes with left ventricular noncompaction cardiomyopathy. Int Heart J 2018;59:862–867  

50. 50. Koster AA, Pappalardo F, Silvetti S, et al. Cesarean section in a patient with non-
compaction cardiomyopathy managed with ECMO. Heart Lung Vessel 2013;5:183–186  

51. Spitzer Y, Weiner MM, Beilin Y. Cesarean delivery in a parturient with left ventricular 
noncompaction complicated by acute pulmonary hypertension after methylergonovine 
administration for postpartum hemorrhage. A A Case Rep 2015;4:166–168 

52. Uesugi T, Nishiyama J, Kimura Y, Mori M, Mikawa K, Obara H. [Anesthetic management for 
Cesarean section in a patient with left ventricular noncompaction]. (Abstract) Masui 2005;54: 
522–524  

53. Fernandez Sanchez LJ, Perez Gonzalez R, Guasch Arevalo E, Martin Reyes R, Gilsanz 
Rodriguez F. [Perioperative treatment of a pregnant woman with recent cerebral infarction 
secondary to noncompaction cardiomyopathy] (in Spanish). Rev Esp Anestesiol Reanim 2006; 
53:661–664  

54. Fischer GW, Bernstein HH, Ellis C, Kalman J. Noncompaction cardiomyopathy: case report 
and echocardiographic findings. J Cardiothorac Vasc Anesth 2009;23:200–202 

55. Rehfeldt KH, Pulido JN, Mauermann WJ, Click RL. Left ventricular hypertrabeculation/ 
noncompaction in a patient with peripartum cardiomyopathy. Int J Cardiol 2010;139:e18–e20. 
 

 
 
 
 
 
 
 
  

http://www.orphananesthesia.eu/


www.orphananesthesia.eu 11 

Date last modified:  December 2021 
 

This recommendation was prepared by: 
 
Author 
 
Carlos L. Errando. Anesthesiologist. Servicio de Anestesiología, Reanimación y 
Terapéutica del Dolor. Consorcio Hospital General Universitario de Valencia, Valencia, 
Spain. Hospital Can Misses, Ibiza, IB, Spain 
carlosluis.errando@asef.es 
 
 
Disclosure The author has no financial or other competing interest to disclose. This 
recommendation was unfunded. 
 
 
 
This recommendation was reviewed by: 
 
Reviewers 
 
Martin Jöhr, Anaesthesiologist, Adlingenswil, Switzerland 
joehrmartin@bluewin.ch 
 
 
María Martín, Cardiologist, Cardiology Department, Hospital Universitario Central Asturias, 
Oviedo, Spain  
mmartinf7@hotmail.com 
 
 
Disclosure The reviewers have no financial or other competing interest to disclose. 
 
 

http://www.orphananesthesia.eu/

