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This editorial refers to ‘Association between prophylactic angiotensin-converting enzyme inhibitors and overall survival in

Duchenne muscular dystrophy: analysis of registry data’†, by R. Porcher et al., on page 1976.
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Graphical Abstract Pathogenic variants in the dystrophin gene lead to progressive neuromuscular and cardiac dysfunction in patients with
Duchenne muscular dystrophy. Diagnosis typically occurs when boys display signs of skeletal myopathy, such as Gowers’ sign, the adoption of a
prone position before standing to overcome pelvic muscle weakness. Lack of dystrophin protein leads to break down of myocyte cell membranes, in-
flammation and ultimately cell death and fibrosis. Cardiomyopathy is nearly inevitable and ongoing cardiac screening is recommended. The early initi-
ation of angiotensin-converting enzyme (ACE) inhibitor therapy is life-saving. Concomitant therapy with mineralocorticoid receptor antagonists and
betablockers may provide additional benefit.
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Duchenne muscular dystrophy (DMD) is an X-linked degenerative
neuromuscular disorder with an incidence of 1 in every 3500–5000
live male births, resulting in the progressive loss of muscle function
and cardiorespiratory death, typically by the third decade of life.1

Mutations in the dystrophin gene are responsible for both DMD and
a milder form of dystrophinopathy called Becker muscular dystrophy
(BMD). Dystrophin is the largest gene in humans, �2.4 Mb in size,
with 79 exons. Pathogenic variants in dystrophin occur de novo in at
least a third of affected patients, with the remainder of patients having
a clear, familial pattern of disease. Exonic out-of-frame mutations in
the gene dystrophin produce truncated or absent dystrophin protein,
resulting in the loss of myocyte plasma membrane integrity and con-
tractile dysfunction.2 Clinical manifestations typically arise during the
ages of 2–5 years, with falls, calf hypertrophy, gait disturbance, and
the classic Gowers’ sign (Graphical Abstract), followed by the loss of
ambulation due to skeletal myopathy, respiratory impairment, and
the nearly inevitable onset of dilated cardiomyopathy by age 18.3

Myocardial involvement of DMD remains under-recognized and
undertreated. To date, the standard of care for DMD has included
the use of anti-inflammatory glucocorticoid therapy, which has been
associated with improvement in muscle function, albeit with the at-
tendant morbidity of chronic steroid use. With recent advances in re-
spiratory support, including 24/7 non-invasive ventilation, patients
are now less likely to die of respiratory failure in their teenage years.
Instead, DMD-associated cardiomyopathy and arrhythmia have
emerged as a major cause of mortality in young adults, many of
whom are transitioning from paediatric to adult cardiology care.4

Early detection of cardiomyopathy through clinical screening and
subsequent treatment with angiotensin-converting enzyme (ACE)
inhibitors is associated with attenuated progression of left ventricular
dysfunction.5 However, the diagnostic use of echocardiography is
often hampered by difficult acoustic windows.6,7 In addition, the very
low cardio-metabolic requirement of patients who ambulate infre-
quently results in the masking of the clinical signs and symptoms of
heart failure (HF). Cardiac magnetic resonance imaging (MRI) with as-
sessment of late gadolinium enhancement has replaced echocardiog-
raphy as the imaging modality of choice in the DMD Care
Considerations Working Group recommendations from 20183;
however, cardiac MRI is not universally available, affordable, or easily
performed in young children. MRI studies have demonstrated the
clear presence of significant cardiac fibrosis even before the onset of
overt left ventricular dysfunction,8 prompting the question of the op-
timal time to initiate cardioprotective medications, including ACE
inhibitors. Moreover, the potential impact of cardioprotective ther-
apy on longer-term survival in patients with preserved ejection frac-
tion by echocardiogram at the time of initiation has not been
conclusively demonstrated.

In this issue of the European Heart Journal, Porcher et al. address
this vital question—is ACE inhibitor therapy associated with
improved survival and less HF hospitalization if started ‘prophylactic-
ally’, e.g. in a child with normal left ventricular ejection fraction
(LVEF) and no HF symptoms? The study included 576 patients, aged
8–13 years, from the multicentre French DMD Heart Registry. Study
design was complex, utilizing a non-intuitive emulated trial format to
analyse a retrospective, observational cohort. In the absence of
randomized data, the authors attempted to account for overt con-
founding factors that may have impacted the clinicians’ decision to

start ACE inhibitor therapy despite normal LVEF. MRI data were not
reported. They used three statistical models: a Cox model with inter-
vention as a time-dependent covariate; an emulated trial comparing
ACE inhibitor treatment vs. no treatment; and a sensitivity analysis.
The Cox model demonstrated a hazard ratio (HR) of 0.49 [95% con-
fidence interval (CI) 0.34–0.72] associated with the use of ACE inhibi-
tors and an HR of 0.60 (95% CI 0.39–0.93) for overall mortality after
adjustment for baseline variables. In the emulated trial, ACE inhibitors
significantly and profoundly reduced mortality (HR 0.39; 95% CI
0.17–0.92) and HF hospitalization (HR 0.16; 95% CI 0.04–0.62). The
sensitivity analyses resulted in similar conclusions. Notably, discon-
tinuation of ACE inhibitor therapy due to adverse events or side
effects occurred in only 1.8% of the treated group.9

Three previous studies of ACE inhibitor therapy in DMD cardio-
myopathy are consistent with the findings in the current analyses,
demonstrating that ACE inhibition prevents progression of DMD
cardiomyopathy.5,10,11 In addition, the use of concomitant mineralo-
corticoid receptor antagonist therapy was investigated in another
small trial in DMD patients and found to aid in the preservation of
ventricular function.12 Remarkably, there is a dearth of data on the
use of beta-blockers in patients with DMD, despite the clear risk of
fatal arrhythmic events in these individuals that might be mitigated by
therapies targeting the adrenergic system. A final gap in the care of
families with an affected DMD member is a focus on the mothers of
these children, who are often carriers of DMD. Female carriers,
many of whom are serving as the primary caregiver to their intensely
disabled, non-ambulatory sons,13 need to be screened for cardiac in-
volvement and likewise treated.

In conclusion, cardioprotective strategies have been investigated in
a number of cardiovascular disorders and successfully incorporated
into treatment regimens for selected patients, including ACE inhibi-
tors in patients with and without diabetes and coronary artery dis-
ease,14 angiotensin receptor blockers and beta-blockers in Marfan
syndrome,15 and the use of ACE inhibitors and beta-blockers in
patients at risk for chemotherapy-related toxicity.16 Porcher et al.
from the French multicentre DMD Heart Registry have now convin-
cingly demonstrated that even very young patients with DMD can
benefit from the life-saving intervention of ACE inhibition as well.
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