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	Please write a few sentences regarding the importance of this manuscript for the scientific community. A minimum of 3-4 sentences may be required for this part.


	This manuscript addresses the critical challenges in diagnosing Arrhythmogenic Left Ventricular Cardiomyopathy (ALVC), a condition often underrecognized due to its heterogeneous clinical presentation and overlap with other cardiomyopathies. By highlighting the limitations of current diagnostic criteria and the importance of multimodal imaging, genetic testing, and electrocardiographic evaluation, this work provides valuable insights for clinicians and researchers. The study contributes to improving diagnostic accuracy, early identification, and risk stratification of ALVC. Ultimately, it promotes a deeper understanding of disease mechanisms and supports the development of more precise diagnostic guidelines for the scientific and medical community.
	

	Is the title of the article suitable?

(If not please suggest an alternative title)


	The proposed title, “Arrhythmogenic Left Ventricular Cardiomyopathy, the Great Imitator Unveiled by Cardiac MRI: A Case Report,” is misleading and not fully supported by the presented data. do not provide sufficient diagnostic evidence or fulfil the established supportive criteria for Arrhythmogenic Left Ventricular Cardiomyopathy based on the clinical presentation. As such, the title overstates the certainty of the diagnosis and may mislead readers regarding the strength of the case. A more appropriate title should reflect the diagnostic uncertainty and the differential considerations suggested by the imaging findings.
	

	Is the abstract of the article comprehensive? Do you suggest the addition (or deletion) of some points in this section? Please write your suggestions here.


	Why the differential diagnosis is limited only to sarcoidosis? Based on the presented data, it would be more appropriate to include dilated and hypertrophic cardiomyopathy as well. It would be helpful to expand the echocardiographic description by providing right ventricular parameters such as FAC and TAPSE, as well as left ventricular measurements including posterior wall thickness, interventricular septal thickness, and LV end-diastolic volume. From the current echocardiographic image, it is difficult to reliably assess the presence of right ventricular hypertrophy. Could you please specify the RV wall thickness reported on echocardiography? In addition, according to the MRI findings, it would be valuable to include the RV ejection fraction, RV and LV end-diastolic volumes, and the thickness of both ventricles and the interventricular septum, since the echocardiographic figures emphasize septal hypertrophy without providing the corresponding measurements.
	

	Is the manuscript scientifically, correct? Please write here.
	The manuscript, in its current form, requires substantial revision to meet accepted diagnostic and methodological standards. For the diagnosis of ALVC, genetic testing demonstrating a class IV or V pathogenic variant in desmosomal genes is essential. Without such findings, the diagnosis can only be considered presumptive. Moreover, the have not clearly indicated which major and/or minor criteria were used to establish the diagnosis. As previously mentioned, the instrumental section should be significantly expanded, and the differential diagnosis should include dilated and hypertrophic cardiomyopathy. This is particularly relevant given the description – “Cardiac function was further assessed with cardiac magnetic resonance imaging (CMR) revealing a moderately dilated left ventricle with significant hypertrophy measuring 15 mm in the basal anteroseptal and mid inferoseptal segments” – which raises suspicion for hypertrophic cardiomyopathy. The statement “These findings suggest focal fibrosis, which may indicate cardiac sarcoidosis or left-dominant ACM according to the latest European consensus” requires clarification. Which specific European consensus are the referring to? According to the 2023 ESC Guidelines for the Management of Cardiomyopathies, only arrhythmogenic right ventricular cardiomyopathy (ARVC) is formally recognized as a distinct entity. In addition, the echocardiographic and MRI findings are contradictory: echocardiography suggests possible right ventricular hypertrophy, whereas MRI reports “no segmental or global wall motion anomalies.” The MRI data should also include quantitative parameters such as RV and LV end-diastolic volumes, ejection fractions, and wall thickness measurements for both ventricles and the interventricular septum. Furthermore, prolonged T1 mapping values (>1050 ms) should be elaborated upon and discussed in the context of myocardial fibrosis and differential diagnosis. The classification of this patient as high-risk is also questionable. The cited document (Corrado et al., Eur Heart J, 2015) provides recommendations for ARVC, not ALVC, and is now outdated. Since the manuscript mentions spontaneous cardioversion, ECG tracings in sinus rhythm should be included to properly assess repolarization and depolarization abnormalities. The current figures are of low quality and should not be presented as screen photographs, as this reduces diagnostic credibility. It is also essential to include Holter ECG data or ICD interrogation tracings confirming the presence of non-sustained VT or appropriate device shocks. Table 1 should be reformatted properly rather than shown as a screenshot from Corrado et al. Figure 5 provides no diagnostic value and only raises questions. Moreover, the rationale for implanting a dual-chamber ICD in a patient with atrial fibrillation (as demonstrated in two ECG figures) should be clearly explained.
	

	Are the references sufficient and recent? If you have suggestions of additional references, please mention them in the review form.
	Several references are outdated (e.g., relying on pre-2020 ACM statements for risk) and the bibliography misses key, current European/American guidelines on ICD implantation and risk stratification.
Suggested additions (replace or supplement older citations): 
ESC 2022 Ventricular Arrhythmias/SCD Guideline 
ESC 2023 Cardiomyopathy Guideline 
HRS 2019 Expert Consensus on Arrhythmogenic Cardiomyopathy 
AHA/ACC/HRS 2017 Ventricular Arrhythmias/SCD 
AHA/ACC/HFSA 2022 Heart Failure Guideline 
	

	Is the language/English quality of the article suitable for scholarly communications?


	yes
	

	Optional/General comments


	Overall, the manuscript requires major revision to ensure scientific validity, internal consistency, and adherence to current diagnostic and reporting standards.
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