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ORIGINAL INVESTIGATION

Altered myocardial response in patients 
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Abstract 

Background:  Type 2 diabetes mellitus (T2DM) complicated by retinopathy is associated with altered left ventricular 
(LV) structure and resting myocardial dysfunction unlike T2DM without retinopathy. The myocardial response to stress 
has not been compared in patients with and without diabetic retinopathy. The aim of this retrospective study was to 
determine the relationship between retinopathy and myocardial function in patients with T2DM at rest and during 
exercise echocardiography.

Methods:  134 patients with T2DM and no evidence of underlying coronary artery disease were recruited. All patients 
underwent retinal photography to screen for diabetic retinopathy, and resting and exercise echocardiography. Rest‑
ing echocardiography was analyzed by conventional echocardiographic parameters and speckle tracking derived 
global longitudinal strain (GLS). Exercise echocardiography parameters included diastolic function reserve index 
(DFRI) and stress GLS.

Results:  The mean age of participants was 60 years and 49 % were male. Diabetic retinopathy was identified in 43 
patients (32 %). Resting echocardiography revealed that those with diabetic retinopathy had a higher prevalence of 
impaired diastolic function, higher E/E′ ratio (LV filling pressures) and impaired resting GLS compared with those with‑
out. Exercise echocardiography revealed that those with diabetic retinopathy also had more impaired DFRI and stress 
GLS. Multivariable analysis showed that the presence of diabetic retinopathy was independently associated with high 
resting E/E′, diastolic dysfunction grade, impaired resting GLS, low DFRI and impaired stress GLS.

Conclusions:  In conclusion, the presence of diabetic retinopathy was independently associated with impaired rest‑
ing myocardial function (diastolic and systolic function) and myocardial function during stress (evaluated by DFRI and 
stress GLS).

Keywords:  Diabetic cardiomyopathy, Cardiac dysfunction, Exercise echocardiography, Diabetic retinopathy, Cardiac 
function reserve
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Background
Patients with type 2 diabetes mellitus (T2DM) have 
altered left ventricular (LV) structure and function, 
independent of traditional risk factors and underly-
ing coronary artery disease, that leads to an adverse 

cardiovascular outcome [1, 2]. One of the proposed 
pathologies that contributes to the adverse change to 
the myocardium is diabetes-induced microvascular dys-
function [3]. Cardiac magnetic resonance imaging has 
determined that the presence of diabetic retinopathy, a 
manifestation of underlying microvascular dysfunction, 
is associated with increased LV concentric remodeling 
[4]. Further, resting echocardiography has demonstrated 
that patients with more severe diabetic retinopathy have 
a greater left ventricular mass and decreased LV ejection 

Open Access

*Correspondence:  hftse@hkucc.hku.hk; khkyiu@hku.hk 
†Zhe Zhen and Yan Chen contributed equally to this study
1 Division of Cardiology, Department of Medicine, Queen Mary Hospital, 
The University of Hong Kong, Rm 1929b, Block K, Hong Kong, China
Full list of author information is available at the end of the article

brought to you by COREView metadata, citation and similar papers at core.ac.uk

provided by Springer - Publisher Connector

https://core.ac.uk/display/81282537?utm_source=pdf&utm_medium=banner&utm_campaign=pdf-decoration-v1
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12933-015-0281-5&domain=pdf


Page 2 of 8Zhen et al. Cardiovasc Diabetol  (2015) 14:123 

fraction [5]. Although resting echocardiography pro-
vides information about myocardial function at a static 
state, the dynamic response of the myocardium to stress 
can only be revealed by stress testing [6]. Patients with 
T2DM have impaired LV function during pharmaco-
logical or exercise stress that is not present at rest [7, 8]. 
Stress echocardiography-derived LV functional reserve 
has been shown to predict adverse outcome in patients 
with T2DM better than resting echocardiography param-
eters [9]. Nonetheless the myocardial response during 
stress has not been compared between patients with and 
without diabetic retinopathy. The aim of this study was 
to determine the relationship between retinopathy and 
myocardial function in patients with T2DM at rest and 
during a stress state by exercise echocardiography.

Methods
A total of 323 patients with T2DM, as defined by World 
Health Organization criteria, were consecutively recruited 
at Queen Mary Hospital, Hong Kong [10]. Patients with a 
documented history of cardiovascular disease, including 
coronary artery disease, myocardial infarction, significant 
valvular disease, stroke or peripheral vascular disease, 
were excluded to eliminate their potential confound-
ing risk of impaired cardiac function (n =  78) [11]. The 
remaining 245 patients were recruited for the present ret-
rospective study. Written informed consent was obtained 
from all participants. The study was approved by the local 
institutional review board of the Hong Kong West Clus-
ter and was conducted according to the Declaration of 
Helsinki. This study is part of the Chinese Diabetic Heart 
Study (CDATS) to evaluate cardiovascular manifestations 
in Chinese patients with T2DM, in an attempt to evaluate 
the pathophysiology and potential therapies [12].

All patients underwent a complete physical examina-
tion and an interview to establish baseline characteris-
tics. Smoking status was recorded as positive if patients 
currently or had ever smoked. Body-mass index (BMI) 
was calculated in kg/m2 and an electrocardiogram (ECG) 
recorded. Hypertension was defined as resting systolic or 
diastolic blood pressure ≥140/90 mmHg at two different 
clinic visits or prescription of antihypertensive medica-
tion. Data on medications were retrieved from patients’ 
electronic medical record. A fasting blood sample was 
obtained to measure HbA1c, fasting plasma glucose, total 
cholesterol, triglyceride, high-density lipoprotein choles-
terol (HDL), low-density lipoprotein cholesterol (LDL) 
and serum creatinine level. The estimated glomerular 
filtration rate (eGFR) was calculated using the Modified 
Diet in Renal Disease Equation [13].

For diabetic retinopathy screening, digital photographs 
of the retina covering two standard fields, focused on 
the optic disc and macula respectively, were taken by an 

optometrist using a non-mydriatic fundus camera (Top-
con TRC-50DX: Type IA). The photographs were then 
graded by both the optometrist and an ophthalmologist 
at the Department of Ophthalmology, University of Hong 
Kong, using the UK National Screening Program for Dia-
betic Retinopathy Grading Scheme: no DR (R0), back-
ground (non-proliferative) DR (R1), pre-proliferative DR 
(R2), proliferative DR (R3), maculopathy (M1) and pho-
tocoagulation (P) [14]. Any discrepancy between grad-
ers was arbitrated by a senior ophthalmologist. Patients 
found to have at least background DR (R1) on fundus 
photography were referred to the specialist ophthalmol-
ogy clinic at Queen Mary Hospital, Hong Kong for a 
complete eye examination, including a dilated fundus 
examination for confirmation. Patients defined as having 
retinopathy had at least background retinopathy.

Transthoracic echocardiographic examination was 
performed in all patients using a commercially available 
echocardiography system (Vingmed Vivid 7, General 
Electric Vingmed Ultrasound, Milwaukee, WI, USA) 
with the patient lying in the lateral decubitus position. 
A 3.5-MHz transducer was used to obtain images that 
were digitally stored in cine-loop format. The frame rate 
was set at > 90 frames per second. Off-line analysis was 
performed using the EchoPAC version 108.1.5 (General 
Electric Vingmed, Horten, Norway). All patients were in 
normal sinus rhythm during the examination.

The inter-ventricular septum thickness, posterior wall 
thickness, and LV dimension were measured in M-mode 
according to the current recommendations. LV volume 
and ejection fraction were determined from apical four 
and two-chamber views using the modified Simpson’s 
biplane method of discs. Evaluation of LV diastolic func-
tion was based on the pulsed-wave Doppler of mitral 
valve inflow. Peak velocity in early diastole (E-wave) and 
late diastole (A-wave) was measured and the E/A ratio 
calculated. Pulsed wave tissue Doppler imaging was used 
to measure the early diastolic velocity (E′) with the sam-
ple volume placed at the septum annulus. In addition, 
the E/E′ ratio was calculated as an estimation of LV fill-
ing pressure [15]. LV mass index (LVMi) was calculated 
by Devereux’s formula and indexed to body surface area 
[16]. Diastolic function at rest was classified as previ-
ously described: normal; Grade 1, defined as LV impaired 
relaxation without evidence of increased filling pressure; 
Grade 2, LV impaired relaxation associated with moder-
ate elevation of filling pressure or pseudo-normal filling; 
or Grade 3, restrictive LV filling [17]. Tricuspid regurgita-
tion jet velocity was also obtained using continuous-wave 
Doppler imaging to estimate right ventricle systolic pres-
sure (RVSP).

The measurement of LV global longitudinal stain 
(GLS) provides detailed assessment of LV myocardial 
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deformation by tracking natural acoustic markers in a 
frame-to-frame basis within the cardiac cycle [18]. In 
brief, longitudinal strain, assessing the shortening/length-
ening of the myocardial wall, was measured from 3 apical 
views: 2-chamber view (comprising anterior and inferior 
walls), 4- chamber view (posteroseptal and lateral walls) 
and 3-chamber view (anteroseptal and posterior wall). 
Each wall was subsequently divided into 3 areas (basal, 
mid and apical) and a total of 18 segmental strain curves 
were obtained. During measurement, the regions of inter-
est were manually adjusted to include the entire myocar-
dial thickness while avoiding simultaneous inclusion of 
the pericardium in the same area [19] GLS was calculated 
as the average value of the three apical strain peak values. 
The intra and inter-observer reliability of strain analysis 
by our group has been previously reported [20].

Of the recruited patients, 55 of the 245 were physically 
unable to perform exercise echocardiography. Exercise 
echocardiography was performed in the remaining 190 
patients. Regional wall motion abnormality was detected 
in 22 patients during stress testing, suggesting the pres-
ence of significant ischemic heart disease and 34 patients 
had suboptimal stress images for analysis. The number of 
patients with exercise echocardiography images suitable 
for analysis was thus 134. The mean age of the remaining 
participants was 60 years and 49 % were male. Diabetic 
retinopathy was indicated in 43 patients (32  %). Maxi-
mum exercise treadmill testing was performed using the 
standard Bruce protocol [21]. All parameters measured at 
rest were obtained again within 2  min of exercise com-
pletion. It has been shown that the primary mechanism 
for the increase in E′ during exercise may be increased 
sympathetic tone and consequent faster myocardial 
relaxation. Based on the findings, an LV diastolic func-
tion reserve index (DFRI) was calculated by the formula: 
DFRI = ∆E′ × E′ base (∆E′ is the change of E′ from rest-
ing state to the end of exercise. E′ base is the early dias-
tolic mitral annular velocity at rest) [22].

All continuous variables and categorical variables are 
expressed as mean  ±  standard deviation and frequen-
cies or percentages, respectively. Continuous variables 
were compared between patients with and without dia-
betic retinopathy, using independent Student’s t test. Cat-
egorical variables were compared using Chi square test 
or Fisher’s exact test if >10 % of the cells had an expected 
count <5. Pearson’s correlation test was used to assess 
the correlation of retinopathy with myocardial function 
in diabetic patients. Correlation coefficients were per-
formed in order to assess the association of METS and 
resting and exercise echocardiography parameters in 
T2DM patients. Multivariate analyses were performed to 
detect the independent predictors of abnormal myocar-
dial function in patients with T2DM. In these analyses, 

factors independently associated with E/E′, LV diastolic 
dysfunction grade, resting GLS, DFRI or stress GLS were 
identified using an enter regression model in which each 
statistically significant univariate predictor of outcomes 
with p < 0.10 was chosen. All data analysis was performed 
using the commercially available statistics software SPSS 
for Windows (Version 17.0). All p values reported are 
2-sided for consistency. A p value < 0.05 was considered 
statistically significant.

Results
The baseline characteristics of patients with and without 
diabetic retinopathy are shown in Table  1. Age, hyper-
lipidemia, smoking status and BMI were similar in both 
groups of patients. Serum levels of triglyceride, total 
cholesterol, HDL, LDL, fasting glucose, HbA1c were 
also comparable. Patients with diabetic retinopathy were 
more likely to be female, have longer disease duration, 
and be hypertensive and prescribed insulin (Table 1).

Conventional echocardiographic LV findings are 
described in Table  2. Resting LV dimension, LV mass 
index and LV ejection fraction were similar between 
patients with and without diabetic retinopathy. In addi-
tion, all patients had preserved systolic function with an 

Table 1  Baseline clinical characteristics in  patients 
with and without retinopathy

ARB angiotensin receptor blocker, ACEI angiotensin converting enzyme 
inhibitors, eGFR estimated glomerular filtration rate

Parameters No retinopathy Retinopathy P
N = 91 N = 43

Demographic information

 Age (year) 59.7 ± 9.4 60.8 ± 9.1 0.52

 Male, n (%) 50 (55 %) 15 (35 %) 0.03

 Disease duration (years) 13.6 ± 7.4 17.9 ± 7.5 <0.01

 Hypertension, n (%) 65 (71 %) 36 (88 %) 0.04

 Hyperlipidemia, n (%) 45 (50 %) 25 (60 %) 0.31

 Smoking, n (%) 21 (24 %) 6 (15 %) 0.27

 Body mass index (kg m−2) 26.8 ± 5.3 26.2 ± 4.0 0.54

Blood biochemistry

 Triglyceride (mmol L−1) 4.1 ± 1.1 4.2 ± 1.0 0.59

 Total cholesterol (mmol L−1) 1.8 ± 1.4 1.7 ± 1.3 0.78

 High-density lipoprotein  
(mmol L−1)

1.3 ± 0.4 1.2 ± 0.4 0.31

 Low-density lipoprotein  
(mmol L−1)

2.4 ± 0.6 2.3 ± 0.7 0.57

 eGFR (mL/min/1.73 m2) 88.7 ± 21.6 113.9 ± 202.1 0.25

 HbA1c (%) 7.5 ± 1.3 8.0 ± 1.4 0.06

Medication, n (%)

 Insulin 38 (44 %) 29 (69 %) <0.01

 Diuretics 7 (8 %) 4 (10 %) 0.76

 ACEI/ARB 50 (56.8 %) 23 (54.8 %) 0.83



Page 4 of 8Zhen et al. Cardiovasc Diabetol  (2015) 14:123 

LV ejection fraction ≥55  %. Nonetheless patients with 
diabetic retinopathy had a higher prevalence of impaired 
diastolic function and a higher E/E′ ratio as well as 
impaired LV systolic function as reflected by a lower rest-
ing GLS.

Exercise echocardiography parameters are shown in 
Table 3. Patients with retinopathy had lower exercise LV 
ejection fraction and higher E/E′ ratio compared with 
those without retinopathy, but not its Δ, compared with 
those without retinopathy. The EA ratio at rest and dur-
ing stress was comparable for the two groups. Impor-
tantly, DFRI and both stress and ∆ of GLS were more 
impaired in patients with retinopathy.

Functional parameters derived from treadmill testing 
are shown in Table  3. Resting HR was similar for both 
groups but peak exercise HR, HR reserve, HR reserve % 
and METS achieved was significantly lower in patients 
with diabetic retinopathy.

The correlation of functional capacity assessed by 
METS with both resting and stress echocardiography 
parameters is shown in Figs.  1 and 2, respectively. A 
lower METS was significantly correlated with a higher 
resting E/E` ratio (Fig. 1) and a higher stress E/E′ ratio, a 
lower DFRI and a more impaired stress GLS (Fig. 2). Such 

an association was not found with LV ejection fraction 
and resting GLS.

Multivariable analysis adjusting for potential con-
founding factors of (1) resting parameters (E/E′, 
diastolic dysfunction grading, GLS) and (2) stress param-
eters (DFRI and stress GLS) is shown in Additional file 1: 
Tables  S1–S5. The presence of diabetic retinopathy was 
independently associated with a high E/E′, diastolic dys-
function grade, an impaired resting GLS, a low DFRI and 
an impaired stress GLS.

Discussion
The present study demonstrates that patients with T2DM 
complicated by retinopathy had impaired resting diastolic 
function and systolic function evaluated by 2D speckle 
tracking derived GLS. Exercise echocardiography revealed 
that they also had an altered myocardial stress response 
as demonstrated by an impaired DFRI, stress GLS and a 
lesser ∆ of GLS. Importantly, multivariate analysis further 
demonstrated that the presence of diabetic retinopathy 

Table 2  Conventional echocardiographic parameters 
in patients with and without retinopathy

E trans-mitral early diastolic peak velocity, E′ septal annulus early diastolic peak 
velocity, GLS global longitudinal strain, IVSd interventricular septa thickness at 
end-diastole, IVSs interventricular septal systolic thickness at end-systole, LVDd 
left ventricle dimension at end-diastole, LVDs left ventricle dimension at end-
systole, LVPWd left ventricle posterior wall thickness at end-diastole, LVPWs left 
ventricle posterior wall thickness at end-systole

No retinopathy Retinopathy P
N = 91 N = 43

LVDd (mm) 44.7 ± 5.1 43.6 ± 5.1 0.25

LVDs (mm) 28.9 ± 3.7 28.1 ± 3.5 0.23

IVSd (mm) 11.3 ± 2.2 12.0 ± 1.6 0.06

IVSs (mm) 14.2 ± 2.4 14.8 ± 3.6 0.26

LVPWd (mm) 11.0 ± 1.5 11.1 ± 1.5 0.79

LVPWs (mm) 14.7 ± 2.0 14.3 ± 2.0 0.34

LV mass index (g) 211 ± 66 212 ± 60 0.93

LV ejection fraction (%) 59.7 ± 5.0 58.1 ± 6.0 0.12

E (m/s) 0.8 ± 0.2 0.7 ± 0.2 0.39

E/A ratio 0.94 ± 0.26 0.89 ± 0.55 0.45

E′ (m/s) 0.10 ± 0.02 0.09 ± 0.03 <0.01

E/E′ ratio 7.5 ± 2.4 8.8 ± 3.6 0.02

Diastolic function grade, n (%) <0.01

 Normal 52 (58 %) 10 (23 %)

 Grade1 24 (27 %) 26 (61 %)

 Grade2 11 (12 %) 6 (14 %)

 Grade3 2 (2.2 %) 1 (2.33 %)

GLS (%) −18.3 ± 2.0 −17.2 ± 2.3 <0.01

Table 3  Exercise echocardiography and  treadmill param-
eters in patients with and without retinopathy

Data are expressed as mean ± SD or n (%)

DFRI diastolic function reserve index, HR heart rate, METs metabolic equivalents 
of task

Parameters No retinopathy Retinopathy P value
N = 91 N = 43

Exercise echocardiography

 LVEF (%)

  Rest 59.7 ± 5.0 58.1 ± 6.0 0.12

  Exercise 64.5 ± 6.3 61.9 ± 6.6 0.03

  ∆ 4.9 ± 7.0 3.8 ± 7.3 0.41

 E/A ratio

  Rest 0.94 ± 0.26 0.89 ± 0.55 0.45

  Exercise 1.01 ± 0.37 0.93 ± 0.50 0.33

  ∆ 0.07 ± 0.43 0.04 ± 0.73 0.78

 E/E′ ratio

  Rest 7.5 ± 2.4 8.8 ± 3.6 0.02

  Exercise 7.8 ± 2.2 9.7 ± 4.9 <0.01

  ∆ 0.3 ± 2.3 1.0 ± 4.1 0.27

 GLS (%)

  Rest −18.3 ± 2.0 −17.2 ± 2.3 <0.01

  Exercise −19.7 ± 2.3 −17.5 ± 2.5 <0.01

  ∆ −1.4 ± 1.8 −0.3 ± 2.0 <0.01

DFRI 35.2 ± 22.0 22.8 ± 19.2 <0.01

Treadmill parameters

 HR rest 82.3 ± 12.8 86.3 ± 14.2 0.10

 HR exercise 154.1 ± 16.8 146.4 ± 21.0 0.02

 HR reserve (bmp) 71.9 ± 17.5 61.5 ± 17.6 <0.01

 HR reserve (%) 91.1 ± 31.2 73.6 ± 24.6 <0.01

 METs 8.3 ± 2.9 7.1 ± 2.7 0.03
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was independently associated with both resting (resting 
diastolic dysfunction grading and GLS) and exercise (stress 
DFRI and GLS) echocardiography parameters.

Retinopathy associated with resting myocardial structural 
and functional abnormality
Patients with T2DM complicated by retinopathy is 
common and is closely associated with glycemic con-
trol [23–25]. In addition, the presence of retinopathy 
has been shown to have adverse effects on LV remod-
eling and myocardial function that may contribute to an 
increased incidence of heart failure [26]. In the Multi-
Ethnic Study of Atherosclerosis (MESA), narrowing of the 

retinal arteriolar caliber was associated with LV concen-
tric hypertrophy as determined by cardiac magnetic res-
onance imaging [4]. A study of 531 patients with T2DM 
demonstrated that those with more severe retinopathy 
had increased LV mass and left atrial dimension when 
assessed by echocardiography [5]. In addition, LV ejection 
fraction was also more impaired with increasing severity 
of retinopathy. The present study confirmed these find-
ings: diabetic retinopathy was associated with impaired 
resting diastolic function grading and systolic function 
measured by advanced 2D speckle tracking derived strain 
analysis. Collectively, these data suggest that microvas-
cular disease may be one of the contributing factors to 
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resting myocardial dysfunction in patients with T2DM, 
although the exact mechanisms are uncertain.

Retinopathy associated with stress induced myocardial 
dysfunction
Myocardial performance during stress is clinically impor-
tant and has been shown to be associated with hospi-
talization for heart failure [6]. In particular, patients with 
T2DM have an impaired myocardial response during 
stress that may subsequently affect clinical performance 
[27]. Recent advances in echocardiographic techniques, 
including tissue-Doppler imaging and speckle track-
ing derived strain analysis, enable detailed assessment 
of myocardial function during stress testing. A study of 
53 T2DM patients demonstrated reduced systolic and 
diastolic velocity of the mitral annulus compared with 
controls during exercise but not at rest [7]. Using dobu-
tamine as an inotropic agent, another study showed an 
impaired LV strain and strain rate during pharmacologi-
cal stress in patients with T2DM compared with con-
trols [8]. Although patients with diabetic retinopathy 
have adverse LV remodeling and impaired LV function at 
rest, the myocardial response during stress has not been 
studied. The present study demonstrated that patients 
with diabetic retinopathy had impaired diastolic func-
tion (DFRI) and LV systolic function (stress GLS) during 
exercise stress testing. Few hypotheses can explain the 
association between diabetic retinopathy and an abnor-
mal myocardial stress response. The presence of diabetic 
retinopathy indicates systemic microvascular dysfunc-
tion that will likewise involve the myocardium. Typically, 
stress-induced wall motion abnormalities are absent 
in patients with microvascular disease compared with 
normal controls, despite a reduction in coronary flow 
reserve. Indeed, prior studies have consistently demon-
strated that microvascular dysfunction is associated with 
impaired exercise capacity in patients with heart failure 
[28]. Collectively, microvascular disease may impair myo-
cardial metabolism during stress, leading to an impaired 
response to stress, as reflected by impaired DFRI and 
stress GLS in patients with diabetic retinopathy. The 
impaired resting and stress LV function may therefore 
be associated with a higher incidence of heart failure in 
patients with diabetic retinopathy [29].

Stress induced myocardial dysfunction and impaired 
functional capacity
Patients with T2DM have impaired exercise capacity due 
to a variety of reasons, including a blunted response in 
heart rate and blood pressure and autonomic dysfunc-
tion [30]. A study of 19 patients with T2DM demon-
strated that resting LV diastolic dysfunction limited 

exercise performance, a finding confirmed by this study 
in which a positive correlation was established between 
diastolic function as measured by E/E′ ratio and METS 
[31]. In addition, the present study extended these find-
ings by showing that impaired exercise diastolic (DFRI) 
and systolic function (stress GLS) correlated closely with 
exercise capacity as measured by METS. This provides 
evidence that impaired myocardial function during stress 
contributes to decreased exercise capacity in patients 
with T2DM. Measures that can reduce stress-induced 
myocardial dysfunction may thus improve exercise 
capacity in patients with diabetic retinopathy.

Limitation
The present study was a cross-sectional analysis and 
adverse clinical outcome data were not available. The 
stress echocardiography parameters have nonetheless 
been shown to be associated with adverse outcome in 
patients with T2DM [9]. Future evaluation of clinical 
outcome should be performed to verify the clinical signif-
icance of the present findings. Further, diabetic retinopa-
thy was not sub-classified according to its severity due to 
the limited study sample. A detailed assessment of myo-
cardial response during stress in patients with varying 
stages of diabetic retinopathy should be evaluated within 
a larger population.

Conclusion
The present study demonstrates that in patients with 
T2DM, the presence of retinopathy was independently 
associated with impaired resting and stress diastolic 
and systolic function. This finding suggests that patients 
with diabetic retinopathy have an impaired myocardial 
response during stress that may subsequently affect their 
exercise capacity and functional outcome compared with 
those without retinopathy.

Abbreviations
A: trans-mitral late diastolic peak velocity; ACEI: angiotensin converting 
enzyme inhibitors; ARB: angiotensin receptor blocker; BMI: body mass index; 
DFRI: diastolic function reserve index; E: trans-mitral early diastolic peak veloc‑
ity; E′: septal annulus early diastolic peak velocity; ECG: electrocardiogram; 
eGFR: estimated glomerular filtration rate; GLS: global longitudinal strain; HDL: 
high-density lipoprotein cholesterol; IVSd: interventricular septa thickness 
at end-diastole; IVSs: interventricular septal systolic thickness at end-systole; 
LDL: low-density cholesterol; LV: left ventricular; LVDd: LV dimension at end-
diastole; LVDs: LV dimension at end-systole; LVMi: LV mass index; LVPWd: LV 
posterior wall thickness at end-diastole; LVPWs: LV posterior wall thickness 
at end-systole; METS: metabolic equivalents of task; RVSP: right ventricular 
systolic pressure; T2DM: type 2 diabetes mellitus.

Additional file

Additional file 1. Multivariable analysis for individual echocardiography 
parameters.

http://www.cardiab.com/content/supplementary/s12933-015-0281-5-S1.docx


Page 7 of 8Zhen et al. Cardiovasc Diabetol  (2015) 14:123 

Authors’ contributions
ZZ and YC have made a substantial contribution to the conception and design 
of the study, as well as collection, analysis and interpretation of data, drafting 
of the manuscript. JHL has made a substantial contribution to the conception 
and design of the study, collection of data. KS, MY, DSHW, KSLL and HFT have 
also made a substantial contribution to the conception and design of the 
study. KHY has made a substantial contribution to the conception and design 
of the study, collection, analysis and interpretation of data, revision of the 
manuscript. All authors read and approved the final manuscript.

Author details
1 Division of Cardiology, Department of Medicine, Queen Mary Hospital, The 
University of Hong Kong, Rm 1929b, Block K, Hong Kong, China. 2 Department 
of Ophthalmology, Queen Mary Hospital, The University of Hong Kong, Hong 
Kong, China. 3 Division of Endocrinology, Department of Medicine, Queen 
Mary Hospital, The University of Hong Kong, Hong Kong, China. 4 Research 
Centre of Heart, Brain, Hormone and Healthy Aging, Li Ka Shing Faculty 
of Medicine, The University of Hong Kong, Hong Kong, China. 5 Department 
of Medicine, The University of Hong Kong ShenZhen Hospital, Shenzhen, 
China. 

Acknowledgements
This study was supported by the Research Grant Council of Hong Kong: Gen‑
eral Research Fund (no. HKU 785611).

Compliance with ethical guidelines

Competing interests
The authors declare that they have no competing interests.

Received: 15 July 2015   Accepted: 26 August 2015

References
	1.	 Devereux RB, Roman MJ, Paranicas M, O’Grady MJ, Lee ET, Welty TK, 

Fabsitz RR, Robbins D, Rhoades ER, Howard BV. Impact of diabetes on 
cardiac structure and function: the strong heart study. Circulation. 
2000;101:2271–6.

	2.	 Rutter MK, Parise H, Benjamin EJ, Levy D, Larson MG, Meigs JB, Nesto RW, 
Wilson PW, Vasan RS. Impact of glucose intolerance and insulin resistance 
on cardiac structure and function: sex-related differences in the Framing‑
ham Heart Study. Circulation. 2003;107:448–54.

	3.	 Adameova A, Dhalla NS. Role of microangiopathy in diabetic cardiomyo‑
pathy. Heart Fail Rev. 2014;19:25–33.

	4.	 Cheung N, Bluemke DA, Klein R, Sharrett AR, Islam FM, Cotch MF, Klein 
BE, Criqui MH, Wong TY. Retinal arteriolar narrowing and left ventricular 
remodeling: the multi-ethnic study of atherosclerosis. J Am Coll Cardiol. 
2007;50:48–55.

	5.	 Aguilar D, Hallman DM, Piller LB, Klein BE, Klein R, Devereux RB, Arnett DK, 
Gonzalez VH, Hanis CL. Adverse association between diabetic retinopathy 
and cardiac structure and function. Am Heart J. 2009;157:563–8.

	6.	 Donal E, Thebault C, Lund LH, Kervio G, Reynaud A, Simon T, Drouet E, 
Nonotte E, Linde C, Daubert JC. Heart failure with a preserved ejection 
fraction additive value of an exercise stress echocardiography. Eur Heart J 
Cardiovasc Imaging. 2012;13:656–65.

	7.	 Ha JW, Lee HC, Kang ES, Ahn CM, Kim JM, Ahn JA, Lee SW, Choi EY, Rim 
SJ, Oh JK, et al. Abnormal left ventricular longitudinal functional reserve 
in patients with diabetes mellitus: implication for detecting subclinical 
myocardial dysfunction using exercise tissue Doppler echocardiography. 
Heart. 2007;93:1571–6.

	8.	 Galderisi M, de Simone G, Innelli P, Turco A, Turco S, Capaldo B, Riccardi G, 
de Divitiis O. Impaired inotropic response in type 2 diabetes mellitus: a 
strain rate imaging study. Am J Hypertens. 2007;20:548–55.

	9.	 Kim SA, Shim CY, Kim JM, Lee HJ, Choi DH, Choi EY, Jang Y, Chung N, Ha 
JW. Impact of left ventricular longitudinal diastolic functional reserve 
on clinical outcome in patients with type 2 diabetes mellitus. Heart. 
2011;97:1233–8.

	10.	 Olokoba AB, Obateru OA, Olokoba LB. Type 2 diabetes mellitus: a review 
of current trends. Oman medical journal. 2012;27:269–73.

	11.	 Zhao CT, Wang M, Siu CW, Hou YL, Wang T, Tse HF, Yiu KH. Myocardial 
dysfunction in patients with type 2 diabetes mellitus: role of endothelial 
progenitor cells and oxidative stress. Cardiovasc Diabetol. 2012;11:147.

	12.	 Chen Y, Zhao CT, Zhen Z, Wong A, Tse HF, Yiu KH. Association of myo‑
cardial dysfunction with vitamin D deficiency in patients with type 2 
diabetes mellitus. J Diabetes Complicat. 2014;28:286–90.

	13.	 Levey AS, Coresh J, Greene T, Stevens LA, Zhang YL, Hendriksen S, Kusek 
JW, Van Lente F. Using standardized serum creatinine values in the modi‑
fication of diet in renal disease study equation for estimating glomerular 
filtration rate. Ann Intern Med. 2006;145:247–54.

	14.	 Jyothi S, Elahi B, Srivastava A, Poole M, Nagi D, Sivaprasad S. Compliance 
with the quality standards of National Diabetic Retinopathy Screening 
Committee. Prim Care Diabetes. 2009;3:67–72.

	15.	 Lang RM, Badano LP, Mor-Avi V, Afilalo J, Armstrong A, Ernande L, 
Flachskampf FA, Foster E, Goldstein SA, Kuznetsova T, et al. Recommenda‑
tions for cardiac chamber quantification by echocardiography in adults: 
an update from the American Society of Echocardiography and the 
European Association of Cardiovascular Imaging. J Am Soc Echocardiogr. 
2015;28(1–39):e14.

	16.	 Ganau A, Devereux RB, Roman MJ, de Simone G, Pickering TG, Saba PS, 
Vargiu P, Simongini I, Laragh JH. Patterns of left ventricular hypertrophy 
and geometric remodeling in essential hypertension. J Am Coll Cardiol. 
1992;19:1550–8.

	17.	 Nagueh SF, Appleton CP, Gillebert TC, Marino PN, Oh JK, Smiseth OA, 
Waggoner AD, Flachskampf FA, Pellikka PA, Evangelisa A. Recommenda‑
tions for the evaluation of left ventricular diastolic function by echocardi‑
ography. Eur J Echocardiogr. 2009;10:165–93.

	18.	 Delgado V, Ypenburg C, van Bommel RJ, Tops LF, Mollema SA, Marsan NA, 
Bleeker GB, Schalij MJ, Bax JJ. Assessment of left ventricular dyssynchrony 
by speckle tracking strain imaging comparison between longitudinal, 
circumferential, and radial strain in cardiac resynchronization therapy. J 
Am Coll Cardiol. 2008;51:1944–52.

	19.	 Park SM, Kim YH, Ahn CM, Hong SJ, Lim DS, Shim WJ. Relationship 
between ultrasonic tissue characterization and myocardial deformation 
for prediction of left ventricular reverse remodelling in non-ischaemic 
dilated cardiomyopathy. Eur J Echocardiogr. 2011;12:887–94.

	20.	 Chen Y, Chung HY, Zhao CT, Wong A, Zhen Z, Tsang HH, Lau CS, Tse 
HF, Yiu KH. Left ventricular myocardial dysfunction and premature 
atherosclerosis in patients with axial spondyloarthritis. Rheumatol Oxford. 
2015;54:292–301.

	21.	 Bruce RA, Kusumi F, Hosmer D. Maximal oxygen intake and nomographic 
assessment of functional aerobic impairment in cardiovascular disease. 
Am Heart J. 1973;85(4):546–62.

	22.	 Ha JW, Choi D, Park S, Choi EY, Shim CY, Kim JM, Ahn JA, Lee SW, 
Oh JK, Chung N. Left ventricular diastolic functional reserve during 
exercise in patients with impaired myocardial relaxation at rest. Heart. 
2009;95:399–404.

	23.	 Pugliese G, Solini A, Bonora E, Orsi E, Zerbini G, Fondelli C, Gruden G, Cav‑
alot F, Lamacchia O, Trevisan R, et al. Distribution of cardiovascular disease 
and retinopathy in patients with type 2 diabetes according to different 
classification systems for chronic kidney disease: a cross-sectional analysis 
of the renal insufficiency and cardiovascular events (RIACE) Italian multi‑
center study. Cardiovasc Diabetol. 2014;13:59.

	24.	 Mukai N, Yasuda M, Ninomiya T, Hata J, Hirakawa Y, Ikeda F, Fukuhara 
M, Hotta T, Koga M, Nakamura U, et al. Thresholds of various glycemic 
measures for diagnosing diabetes based on prevalence of retinopathy in 
community-dwelling Japanese subjects: the Hisayama Study. Cardiovasc 
Diabetol. 2014;13:45.

	25.	 Raum P, Lamparter J, Ponto KA, Peto T, Hoehn R, Schulz A, Schneider A, 
Wild PS, Pfeiffer N, Mirshahi A. Prevalence and cardiovascular associations 
of diabetic retinopathy and maculopathy: results from the Gutenberg 
Health Study. PLoS One. 2015;10:e0127188.

	26.	 Gilbert RE. Heart failure in SAVOR-TIMI 53: the hindsight of diabetic retin‑
opathy. J Diabetes. 2015;7:304–6.

	27.	 Jellis CL, Stanton T, Leano R, Martin J, Marwick TH. Usefulness of at rest 
and exercise hemodynamics to detect subclinical myocardial disease in 
type 2 diabetes mellitus. Am J Cardiol. 2011;107:615–21.



Page 8 of 8Zhen et al. Cardiovasc Diabetol  (2015) 14:123 

	28.	 Snoer M, Monk-Hansen T, Olsen RH, Pedersen LR, Nielsen OW, Rasmusen 
H, Dela F, Prescott E. Coronary flow reserve as a link between diastolic 
and systolic function and exercise capacity in heart failure. Eur Heart J 
Cardiovasc Imaging. 2013;14:677–83.

	29.	 Cheung N, Wang JJ, Rogers SL, Brancati F, Klein R, Sharrett AR, Wong 
TY. Diabetic retinopathy and risk of heart failure. J Am Coll Cardiol. 
2008;51:1573–8.

	30.	 Kahn JK, Zola B, Juni JE, Vinik AI. Decreased exercise heart rate and blood 
pressure response in diabetic subjects with cardiac autonomic neuropa‑
thy. Diabetes Care. 1986;9:389–94.

	31.	 Poirier P, Garneau C, Bogaty P, Nadeau A, Marois L, Brochu C, Gingras C, 
Fortin C, Jobin J, Dumesnil JG. Impact of left ventricular diastolic dysfunc‑
tion on maximal treadmill performance in normotensive subjects with 
well-controlled type 2 diabetes mellitus. Am J Cardiol. 2000;85:473–7.

Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Altered myocardial response in patients with diabetic retinopathy: an exercise echocardiography study
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Results
	Discussion
	Retinopathy associated with resting myocardial structural and functional abnormality
	Retinopathy associated with stress induced myocardial dysfunction
	Stress induced myocardial dysfunction and impaired functional capacity
	Limitation

	Conclusion
	Authors’ contributions
	References




