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OBJECTIVEdTo compare magnetic resonance imaging-derived right ventricular (RV)
dimensions and function between men with type 2 diabetes and healthy subjects, and to relate
these parameters to left ventricular (LV) dimensions and function.

RESEARCH DESIGN AND METHODSdRV and LV volumes and functions were
assessed in 78 men with uncomplicated type 2 diabetes and 28 healthy men within the same
range of age usingmagnetic resonance imaging. Steady-state free precession sequences were used
to assess ventricular dimensions. Flow velocity mapping across the pulmonary valve and tri-
cuspid valve was used to assess RV outflow and diastolic filling patterns, respectively. Univariate
general linear models were used for statistical analyses.

RESULTSdRV end-diastolic volume was significantly decreased in patients compared with
healthy subjects after adjustment for BMI and pulse pressure (1776 28mL vs. 1976 47mL, P,
0.01). RV systolic function was impaired: peak ejection rate across the pulmonary valve was
decreased (4336 54 mL/s vs. 4636 71 mL/s, P, 0.01) and pulmonary flow acceleration time
was longer (124 6 17 ms vs. 115 6 25 ms, P , 0.05). Indexes of RV diastolic function were
impaired: peak filling rate and peak deceleration gradient of the early filling phase were 3156 63
mL/s vs. 3566 90mL/s (P, 0.01) and 2.36 0.8mL/s23 1023 vs. 2.86 0.8mL/s23 1023 (P,
0.01), respectively. All RV parameters were strongly associated with its corresponding LV pa-
rameter (P , 0.001).

CONCLUSIONSdDiabetic cardiomyopathy affects the right ventricle, as demonstrated by
RV remodeling and impaired systolic and diastolic functions in men with type 2 diabetes, in a
similar manner as changes in LV dimensions and functions. These observations suggest that RV
impairment might be a component of the diabetic cardiomyopathy phenotype.
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Cardiovascular disease is one of the
major adverse consequences of type
2 diabetes. Patients with type 2

diabetes have an increased cardiovascular
mortality rate (1). Even in the absence of
significant coronary artery disease and hy-
pertension, subclinical left ventricular (LV)
dysfunction presents in type 2 diabetes (2).
This so-called diabetic cardiomyopathy
has a complex and multifactorial patho-
genesis. Atherosclerosis, subclinical
microinfarctions, mitochondrial dysfunc-
tion, and lipotoxicity all have been
proposed as contributors to diabetic

cardiomyopathy. Furthermore, it has
been recognized that deposition of ad-
vanced glycation end products, caused
by long-standing hyperglycemia, affects
ventricular stiffness (3). The formation
of advanced glycation end products yields
fibrosis by cross-linking collagen (4), thus
increasing myocardial stiffness. This may
lead to a decreased LV end-diastolic vol-
ume and impaired subclinical LV func-
tion (5–7).

All proposed mechanisms leading to
LV impairment in type 2 diabetes are
systemic changes and therefore alsomight

hamper right ventricular (RV) function.
RV involvement in diabetic cardiomyop-
athy might be of importance because the
right ventricle has a substantial contribu-
tion to overall myocardial contractility.
RV function has proven to be of impor-
tance for patient risk stratification in heart
failure (8) and for prediction of develop-
ment of atrial fibrillation (9). In general,
RV dysfunction and fibrosis are associated
with lethal ventricular arrhythmias, sud-
den death, exercise limitation, and im-
paired RV cardiac output (10). In
addition, the prevalence of cardiac con-
duction abnormalities is increased in di-
abetic patients (11).

However, only limited data exist on
RV involvement in type 2 diabetes.
Whereas animal studies have shown that
dysfunction of the right ventricle might
play a role in diabetic cardiomyopathy
(12), the right ventricle is largely over-
looked in human studies. Only a few
echocardiographic studies discuss the
right ventricle in diabetes (13–17). These
studies were limited by inclusion of
patients with cardiovascular diabetes-
related complications (13–15,17), and
study populations consisted partially
(13,14) or entirely of type 1 diabetic pa-
tients (16). Moreover, none of these stud-
ies reported RV volumes.

The right ventricle is a difficult struc-
ture from which to obtain reproducible
echocardiographic signals because of
the irregular geometrical shape and the
anterior position within the thorax.With-
outmathematical modeling, conventional
two-dimensional echo techniques com-
monly underestimate or overestimate the
true size of the adult right ventricle (18).
Cardiovascular magnetic resonance imag-
ing (MRI) has become the reference stan-
dard for the assessment of RV function
and volumes because good reproducibil-
ity has been shown (19,20).

To our knowledge, no studies to date
have evaluated volumetric as well as sys-
tolic and diastolic functional involvement
of the right ventricle in uncomplicated
type 2 diabetes compared with healthy
subjects assessed byMRI. Accordingly, the
purpose of the current study was to com-
pare MRI-derived RV dimensions and
systolic and diastolic function between
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well-controlled uncomplicated type 2 di-
abetic patients and healthy subjects, in
relation to LV dimensions and function.

RESEARCH DESIGN AND
METHODS

Subjects
Data were derived from the PIRAMID trial
(Pioglitazone Influence on tRiglyceride
Accumulation in the Myocardium In Di-
abetes), in which participants were ran-
domized to pioglitazone or metformin
after baseline measurements to study the
effects of these agents on cardiac function
and metabolism (21). This prospective
trial included a total of 78 men with un-
complicated, well-controlled type 2 dia-
betes of short duration and with verified
absence of cardiac ischemia. In the PIRA-
MID trial, only men were included be-
cause in women hormonal status and
use of contraceptives have been shown
to influence metabolism. Inclusion and
exclusion criteria have been reported pre-
viously (21). In summary, the inclusion
criteria were age 45–65 years; type 2
diabetes diagnosed according to
the World Health Organization criteria
(22) and treated with sulfonylurea deri-
vates and/or metformin in stable doses;
glycated hemoglobin6.5–8.5%; and sitting
blood pressure ,150/85 mmHg, with or
without use of antihypertensivemedication.
Exclusion criteria included known cardio-
vascular disease or diabetes-related compli-
cations, and contraindications for MRI. In
addition, to exclude inducible myocardial
ischemia or silent infarction caused by cor-
onary artery disease, high-dose dobutamine
stress echocardiography was performed.

When patients were eligible for in-
clusion in the PIRAMID trial, they
entered a 10-week run-in period during
which their previous blood glucose-
lowering agents (metforminmonotherapy,
39.8%; sulfonylureamonotherapy, 25.6%;
and metformin and sulfonylurea combi-
nation therapy, 34.6%) were washed
out. They were transferred to glimepiride
monotherapy, which was titrated until a
stable dose was reached. MRI assessments
were made after this run-in period.

Thirty healthy male control subjects
were recruited. Control subjects were
included if theymet the following criteria:
age 45–65 years and no known acute or
chronic disease based on medical history,
physical examination, and standard labo-
ratory tests (blood counts, fasting blood
glucose, lipids, serum creatinine, liver en-
zymes, and electrocardiogram). Exclusion

criteria included hypertension, chronic
use of any drug, substance abuse, and im-
paired glucose tolerance, as excluded by a
75-g oral glucose test (23). Written in-
formed consent was obtained from all par-
ticipants. This study was conducted in
accordance with the ethics principles of
the Declaration of Helsinki and was con-
sistent with Good Clinical Practice guide-
lines and applicable local regulatory
requirements.

Cardiovascular MRI protocol
All participants underwent blood sam-
pling and MRI scanning for assessment of
heart function after an overnight fast. All
MRI studies were performed with a 1.5-T
whole-bodyMRI scanner (Gyroscan ACS/
NT15; Philips, Best, the Netherlands),
with subjects in the supine position at
rest. Image postprocessing was per-
formedwith software packages developed
in-house (MASS and FLOW; Medis,
Leiden, the Netherlands).

To assess dimensions and systolic func-
tion of the right ventricle and left ventricle,
the entire heart was imaged in short-axis
orientation using electrocardiographically
gated breath-hold balanced steady-state
free precession imaging. Endocardial con-
tours of the right ventricle and left ventricle
were manually drawn in end-diastolic
phase and end-systolic phase. The papillary
muscles, trabeculae carnae, trabecula
septomarginalis (moderator band), and
RV outflow tract were included in the RV
volume (Fig. 1A and B). Imaging parame-
ters were as follows: repetition time = 3.4
ms; echo time =1.7 ms; flip-angle = 358;
slice thickness = 10 mm; slice gap =
0 mm; field of view = 400 3 400 mm;
and reconstructed matrix size = 256 3
256. Dimensions were end-diastolic vol-
ume (EDV) and end-systolic volume
(ESV) for the right ventricle and left ventri-
cle. Functional parameters were derived as
follows for each ventricle: stroke volume
(SV) was calculated by subtracting the
ESV from the EDV, cardiac output was cal-
culated by multiplying the SV by the heart
rate, and ejection fraction was calculated by
dividing the SV by the EDV and multiply-
ing by 100. Because RV afterloadmay affect
RV function, we assessed the peak ejection
rate and pulmonary flow acceleration time.
We therefore performed an electrocardio-
graphically gated gradient echo sequence
with velocity encoding to measure blood
flow across the pulmonary valve for deter-
mination of RV outflow. The peak ejection
ratewas defined as the highest velocity. The
pulmonary flow acceleration time was

defined as the time from the onset of flow
to the peak ejection rate (Fig. 1C). The fol-
lowing imaging parameters were used: rep-
etition time = 6.5 ms; echo time = 1 ms;
flip-angle = 208; slice thickness = 8 mm;
field of view = 350 3 350 mm; matrix
size = 256 3 256; echo planar imaging-
factor = 3; velocity encoding gradient = 150
cm/s; and scan percentage = 80%.

To determine RV and LV diastolic
functions, an electrocardiographically
gated gradient echo sequence with veloc-
ity encoding was performed to measure
blood flow across the tricuspid valve and
mitral valve, respectively. Similar imaging
parameters as described for the pulmonary
valve were used, with the exception of the
velocity encoding gradient (100 cm/s). For
the left ventricle, no echo planar imaging-
factor was used. Diastolic parameters in-
cluded peak filling rates of the early filling
phase (E) and atrial contraction (A), and
their ratio (E/A). Also, the peak deceleration
gradient of the E (hereafter referred to as E
deceleration peak) was calculated (Fig. 1D).

Statistical analysis
Statistical analysis was performed using
SPSS for Windows version 17.0 (SPSS,
Chicago, IL). Data are expressed as
mean 6 SD when normally distributed;
data not normally distributed are ex-
pressed as median (interquartile range).
Non-normally distributed data were log-
transformed, and unpaired t tests (or,
when appropriate, nonparametric tests)
were used for comparisons. A univariate
general linear model was used to compare
RV dimensions and function. The RV pa-
rameters were adjusted for BMI and pulse
pressure. Diabetic state was entered as
fixed factor and BMI and pulse pressure
were entered as covariates. Associations
between RV parameters and the corre-
sponding LV parameters were tested us-
ing univariate general linear models,
adjusted for diabetic state. P , 0.05 was
considered statistically significant.

RESULTSdParts of these data were
previously used for publication in sub-
groups (6,7,24). One healthy subject was
excluded for the current study because of
poor scan quality. Another healthy sub-
ject was excluded because of a coinciden-
tal finding, namely an aneurysmatic focal
abnormality of the left ventricle. Patient
characteristics are shown in Table 1.

Mean BMI was higher in patients com-
pared with controls (28.7 6 3.5 kg/m2 vs.
26.8 6 2.6 kg/m2, P , 0.01). Mean sys-
tolic blood pressure was within normal
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range, although it was higher in patients
comparedwith controls (1286 12mmHg
vs. 116 6 10 mmHg, P , 0.001). Pulse
pressure (systolic blood pressure–
diastolic blood pressure) was higher in
patients (52 6 10 mmHg vs. 46 6 9
mmHg, P , 0.01). Smoking habits and
alcohol use did not differ between the
two groups. Alcohol abuse was an exclu-
sion criterion. Healthy subjects performed
physical exercise more regularly. In 73
patients, microalbuminuria was assessed
at screening (before the glimepiride run-
in period) either by 24-h urine collection

or by assessing the albumin/creatinine ra-
tio in a spot sample. Thirteen of these
patients had microalbuminuria (.30 mg
in 24-h urine collection or albumin/creat-
inine ratio . 2.5 in a spot sample).

RV MRI parameters
RV dimensions and function data are
shown in Table 2. Because BMI differed
between the groups, parameters were ad-
justed for BMI. In addition, adjustments
were made for pulse pressure. RV EDV
was decreased in patients compared with
controls (1776 28 mL vs. 197 6 47 mL,

P , 0.01) (Fig. 2A). A similar difference
was observed for the RV ESV (83 6 18
mL vs. 936 28 mL, P , 0.05). All differ-
ences remained significant after adjust-
ment for BMI and pulse pressure.

Several parameters of systolic function
were impaired in patients. Although RV
ejection fraction was preserved, RV SV
(956 15 vs. 1046 21,P, 0.05) and peak
ejection rate across the pulmonary valve
(433 6 54 vs. 463 6 71 mL/s, P , 0.05)
were decreased, and pulmonary flow ac-
celeration time was longer (124 6 17 vs.
115 6 25 ms, P , 0.05) in patients as

Figure 1dExample of MRI analyses of the right ventricle. Endocardial contour drawing of the right ventricle in end-diastolic (A) and end-systolic
phases (B). The RV outflow tract ends at the pulmonary valves (arrowheads).C: Phase contrast velocity map (left) andmodulus image (right) across
the pulmonary valve in one cardiac phase to assess pulmonary flow pattern. D: Phase contrast velocity map (left) and modulus image (right) across
the tricuspid valve in one cardiac phase to assess diastolic filling pattern. (A high-quality color representation of this figure is available in the online
issue.)
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compared with healthy subjects after ad-
justment for BMI and pulse pressure.

Moreover, RV diastolic function was
impaired in patients as compared with
healthy subjects. RV E peak filling rate,
RV E deceleration peak, and RV E/A were
315 6 63 mL/s vs. 356 6 90 mL/s (P ,
0.05), 2.36 0.8 mL/s2 3 1023 vs. 2.86
0.8 mL/s2 x 1023 (P , 0.05), and 0.85

(0.73–1.06) vs. 0.95 (0.82–1.28) (P ,
0.05), respectively (Fig. 2B). The RV E
peak filling rate and RV E deceleration
peak remained significantly lower in pa-
tients after adjustment for BMI and pulse
pressure. The E/A peak remained lower in
patients after adjustment for pulse pres-
sure (P = 0.041) but tended to be signifi-
cant after adjusting for BMI (P = 0.073).

Comparison of RV parameters be-
tween patients and healthy subjects could
not be adjusted reliably for physical exer-
cise because only one healthy subject did
not exercise. When RV parameters were
compared between physically active and
inactive patients, no statistically significant
differences were encountered. In addition,
when RV parameters were compared be-
tween patients with and without micro-
albuminuria, no statistically significant
differences were encountered. Therefore,
we think that physical exercise and micro-
albuminuria cannot explain the RV im-
pairment in our diabetic population.

LV MRI parameters
LV EDV and LVESVwere lower in patients
compared with controls (respectively,
156 6 25 mL vs. 176 6 36 mL, P ,
0.01; and 59 [52–71] mL vs. 72 [61–81]
mL, P, 0.01) (Fig. 2A). LV diastolic func-
tion was impaired in a similar manner as
for the right ventricle. LV E peak filling
rate, LV E deceleration peak, and LV E/A
were lower compared with healthy sub-
jects (respectively, 417 6 84 mL/s vs.
484 6 112 mL/s, P , 0.01; 3.4 [2.9–4.0]
mL/s2 3 1023 vs. 4.6 (2.8–5.2) mL/s2 3
1023, P , 0.01; and 1.04 6 0.25 vs.
1.236 0.35; P, 0.01) (Fig. 2B). All differ-
ences remained statistically significant af-
ter adjustment for BMI and pulse pressure.

All RV parameters were strongly asso-
ciated with their corresponding LV param-
eters, unconfounded by diabetic state.
Corresponding unstandardized b values
were: EDV = 0.753; ESV = 0.508; SV =
1.034; cardiac output = 0.994; ejection frac-
tion = 0.618; E peak filling rate = 0.847;
E deceleration peak = 0.602; A peak filling
rate = 0.353; and E/A peak = 0.497 (all P,
0.001). Moreover, there were no significant
interactions with diabetic state.

CONCLUSIONSdThe main finding
in the current study is that RV dimensions
and function are impaired in men with
uncomplicated type 2 diabetes, similar to
the left ventricle. This suggests that both
ventricles are influenced by the metabolic
abnormalities characterizing diabetes. Al-
though RV function has been evaluated in
several diseases, including sepsis (25),
pulmonary embolism (26), rheumatoid
arthritis (27), and idiopathic dilated car-
diomyopathy (28), most studies discus-
sing diabetic cardiomyopathy have
focused on the left ventricle only.

Impairment of RV systolic function,
measured by tricuspid annular plane

Table 1dClinical and biochemical characteristics

Characteristics
Healthy subjects

n = 28
Type 2 diabetic patients

n = 78

Clinical
Age (years) 54.5 6 7.7 56.5 6 5.6
BMI (kg/m2) 26.8 6 2.6 28.7 6 3.5*
Waist circumference (cm) 100 6 9 104 6 10*
Systolic blood pressure (mmHg) 116 6 10 128 6 12*
Diastolic blood pressure (mmHg) 73 6 8 76 6 7
Pulse pressure (mmHg) 46 6 9 52 6 10*
Heart rate (bpm) 59 (53–63) 64 (60–70)*
Time since diagnosis diabetes (years) NA 4 (2–6)
Alcoholic consumers (n)† 20 (80) 58 (74)
Smokers (n)† 4 (16) 17 (22)
Physically active (n)† 24 (96) 50 (64)*

Biochemical
Glycated hemoglobin (%) 5.4 6 0.2 7.1 6 1.0*
Plasma glucose (mmol/L) 5.3 (5.0–5.5) 8.3 (7.4–9.8)*
Plasma insulin (pmol/L) 36 (24–51) 66 (37–100)*
Total cholesterol (mmol/L) 5.3 6 0.7 4.7 6 1.0*
HDL cholesterol (mmol/L) 1.4 (1.2–1.6) 1.1 (0.9–1.3)*
LDL cholesterol (mmol/L) 3.4 6 0.64 2.7 6 0.78*
Plasma triglycerides (mmol/L) 0.9 (0.7–1.2) 1.5 (1.0–2.2)*
Nonesterified fatty acids (mmol/L) 0.4 6 0.2 0.5 6 0.2

Data are mean6 SD, median (interquartile range), or n (%). NA, not applicable. *P, 0.05. †Data are missing
for three healthy subjects.

Table 2dMRI study parameters

Parameters
Healthy subjects

n = 28
Type 2 diabetic patients

n = 78

RV dimensions
End-diastolic volume (mL) 197 6 47 177 6 28*†
End-systolic volume (mL) 93 6 28 83 6 18*†

RV systolic function
Stroke volume (mL) 104 6 21 95 6 15*†
Cardiac output (mL/min) 6,060 (5,432–6,661) 6,227 (5,524–7,091)
Ejection fraction (%) 53 6 4 54 6 5
Peak ejection rate (mL/s) 463 6 71 433 6 54*†
Pulmonary flow acceleration time (ms) 115 6 25 124 6 17†

RV diastolic function
E peak filling rate (mL/s) 356 6 90 315 6 63*†
E deceleration peak (mL/s2 3 1023) 2.8 6 0.8 2.3 6 0.8*†
A peak filling rate (mL/s) 349 6 60 353 6 68
E/A 0.95 (0.82–1.28) 0.85 (0.73–1.06)*

Data are mean6 SD or median (interquartile range). *P, 0.05 unadjusted for pulse pressure and BMI. †P,
0.05 after adjustment for pulse pressure and BMI.
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systolic excursion, has been reported in
Zucker diabetic fatty rats (12). In our di-
abetic population, RV systolic function as
measured by the peak ejection rate and the
acceleration time of the pulmonary artery
flow was impaired, whereas RV ejection
fraction was preserved and did not differ
between groups. This pattern of pulmo-
nary artery flow is characteristic for pulmo-
nary hypertension (29) and may reflect an
increase in RV afterload. In diabetes,
microangiopathy of the alveolar–capillary
network in the lung (30) may cause in-
creased RV afterload and, consequently,
RV systolic dysfunction may occur.

In the current study, parameters of
RV diastolic function were impaired in
patients compared with healthy subjects.
RV E deceleration peak and RV E peak
filling rate were lower in patients, indi-
cating impaired myocardial relaxation
and/or increased myocardial stiffness,
which are the hallmarks of diastolic dys-
function (31). Furthermore, RV EDV was
decreased in patients.

In the left ventricle, diffuse interstitial
fibrosis and collagen deposition within
the myocardium are the primary struc-
tural changes observed in diabetic car-
diomyopathy and eventually lead to
impaired ventricular relaxation (32,33).
In addition, deposition of advanced
glycation end products and increased car-
diomyocyte resting tension are important
mechanisms in diabetic cardiomyopathy
causing diastolic stiffness (33). Because
we observed reduced parameters of dia-
stolic function and reduced EDV of the
right ventricle in addition to the left ven-
tricle, it may be hypothesized that the
mechanisms responsible for LV stiffness
also affect the right ventricle. Alterna-
tively, the present changes could be the
consequence of left ventricle changes.

A possible explanation for the coex-
istence of RV and LV abnormalities in
diabetic patients may be that subendo-
cardial fibers are interwoven between the
right ventricle and the left ventricle in the
interventricular septum (34). Therefore,
it may be suggested that the diffuse fi-
brotic processes that take place in diabe-
tes could affect the function of both
ventricles. Dibble et al. (35) reported an
independent association between septal
function and RV systolic function. How-
ever, they did not investigate the associa-
tion between septal function and RV
diastolic function.

Effects on the right ventricle in diabetic
cardiomyopathy have not been investi-
gated extensively, and the few human
studies focusing explicitly on this subject
have used various techniques. Previous
studies reporting on impaired RV diastolic
function in diabetic patients (13–17) were
limited by the inclusion of patients with
diabetes-related cardiovascular complica-
tions and/or inclusion of type 1 diabetic
patients. None of these studies has evalu-
ated RV volumes to study geometrical
changes of the right ventricle in diabetes.
Therefore, besides inclusion of well-
controlled uncomplicated type 2 diabetic
patients, a strength of this study is the com-
bination of RV volumetric and functional
assessment by MRI to investigate RV in-
volvement in diabetic cardiomyopathy.

Some limitations of this study need to
be addressed. First, only men were in-
cluded. Exclusion of women limits the
generalizability of the current study and,
therefore, further studies are needed to
extend our findings to the female popu-
lation. Second, the rather small number of
patients and healthy subjects might cause
underpowering of the study. Our findings
possibly are hampered by the relatively

small study population and therefore
need to be interpreted with caution.

In conclusion, diabetic cardiomyop-
athy affects the right ventricle, as demon-
strated by RV remodeling and impaired
systolic and diastolic function in men
with type 2 diabetes, similar to changes
in LV dimensions and function. These
observations suggest that RV impairment
might be a component of the diabetic
cardiomyopathy phenotype.

AcknowledgmentsdThis research was per-
formed within the framework of the Center for
Translational Molecular Medicine (www.
ctmm.nl), project PREDICCt (Grant 01C-104),
and supported by the Netherlands Heart
Foundation, the Dutch Diabetes Research
Foundation, the Dutch Kidney Foundation,
and Eli Lilly, the Netherlands.
Through M.D., the VU University Medical

Center, Amsterdam, the Netherlands, received
research support from Eli Lilly & Co, Merck
Sharp & Dohme, Novo Nordisk, sanofi-
aventis, and Takeda. M.D. is a member of ad-
visory boards for Abbott, Eli Lilly &Co, Merck
Sharp & Dohme, Novo Nordisk, and Poxel
Pharma; consultant for AstraZeneca/BMS, Eli
Lilly & Co, Merck Sharp & Dohme, Novo
Nordisk, and sanofi-aventis; and speaker for
Eli Lilly & Co, Merck Sharp & Dohme, and
Novo Nordisk. J.J.B. received grants from Bi-
otronik, Medtronic, Boston Scientific Corp,
Bristol-Myers Squibb Medical Imaging, St.
Jude Medical, GE Healthcare, and Edwards
Lifesciences. All payments connected to these
activities are received by the Diabetes Work-
shop Foundation, connected to the VU Uni-
versity Medical Center, Amsterdam, the
Netherlands. No other potential conflicts of
interest relevant to this article were reported.
R.L.W., R.W.v.d.M., J.W.A.S., L.J.R., M.D.,

J.J.B., A.d.R., and H.J.L. contributed to the
study design, drafted and revised the manu-
script critically for important intellectual con-
tent, and approved the final version. R.L.W.

Figure 2dEnd-diastolic volume and E deceleration peak of the right ventricle and left ventricle. RV end-diastolic volume was decreased in type 2
diabetic patients compared with healthy controls, similar to the left ventricle (A). Likewise, the E deceleration peak was impaired in both ventricles
(B). *P , 0.05. E dec peak, E deceleration peak.

care.diabetesjournals.org DIABETES CARE, VOLUME 36, FEBRUARY 2013 461

Widya and Associates

http://www.ctmm.nl
http://www.ctmm.nl


wrote the manuscript. R.L.W., R.W.v.d.M., and
L.J.R. collected data. R.L.W., R.W.v.d.M., and
H.J.L. analyzed and interpreteddata.H.J.L. is the
guarantor of this work and, as such, had full
access to all the data in the study and takes re-
sponsibility for the integrity of the data and the
accuracy of the data analysis.

References
1. Francis GS. Diabetic cardiomyopathy: fact

or fiction? Heart 2001;85:247–248
2. Boudina S, Abel ED. Diabetic cardiomy-

opathy revisited. Circulation 2007;115:
3213–3223

3. Kass DA, Bronzwaer JG, Paulus WJ. What
mechanisms underlie diastolic dysfunction
in heart failure? Circ Res 2004;94:1533–
1542

4. Aronson D. Cross-linking of glycated
collagen in the pathogenesis of arterial and
myocardial stiffening of aging and di-
abetes. J Hypertens 2003;21:3–12

5. Devereux RB, Roman MJ, Paranicas M,
et al. Impact of diabetes on cardiac struc-
ture and function: the strong heart study.
Circulation 2000;101:2271–2276

6. Rijzewijk LJ, van der Meer RW, Smit JW,
et al. Myocardial steatosis is an in-
dependent predictor of diastolic dys-
function in type 2 diabetes mellitus. J Am
Coll Cardiol 2008;52:1793–1799

7. Rijzewijk LJ, van der Meer RW, Lamb HJ,
et al. Altered myocardial substrate me-
tabolism and decreased diastolic function
in nonischemic human diabetic cardio-
myopathy: studies with cardiac positron
emission tomography and magnetic res-
onance imaging. J Am Coll Cardiol 2009;
54:1524–1532

8. Ghio S, Gavazzi A, Campana C, et al. In-
dependent and additive prognostic value of
right ventricular systolic function and pul-
monary artery pressure in patients with
chronic heart failure. J Am Coll Cardiol
2001;37:183–188

9. Aziz EF, Kukin M, Javed F, et al. Right
ventricular dysfunction is a strong pre-
dictor of developing atrial fibrillation in
acutely decompensated heart failure pa-
tients, ACAP-HF data analysis. J Card Fail
2010;16:827–834

10. Warnes CA. Adult congenital heart dis-
ease importance of the right ventricle.
J Am Coll Cardiol 2009;54:1903–1910

11. Movahed MR. Diabetes as a risk factor for
cardiac conduction defects: a review. Di-
abetes Obes Metab 2007;9:276–281

12. van den Brom CE, Bosmans JW, Vlasblom
R, et al. Diabetic cardiomyopathy in Zucker
diabetic fatty rats: the forgotten right ven-
tricle. Cardiovasc Diabetol 2010;9:25

13. Kosmala W, Colonna P, Przewlocka-
Kosmala M, Mazurek W. Right ventricular

dysfunction in asymptomatic diabetic pa-
tients. Diabetes Care 2004;27:2736–2738

14. Kosmala W, Przewlocka-Kosmala M,
Mazurek W. Subclinical right ventricular
dysfunction in diabetes mellitusdan ul-
trasonic strain/strain rate study. Diabet
Med 2007;24:656–663

15. Movahed MR, Milne N. Presence of bi-
ventricular dysfunction in patients with
type II diabetes mellitus. Congest Heart
Fail 2007;13:78–80

16. Karamitsos TD, Karvounis HI, Dalamanga
EG, et al. Early diastolic impairment of
diabetic heart: the significance of right
ventricle. Int J Cardiol 2007;114:218–223

17. Tayyareci Y, Yurdakul S, Tayyareci G,
Nisanci Y, Umman B, Bu�gra Z. Impact of
myocardial acceleration during isovolumic
contraction in evaluating subclinical right
ventricular systolic dysfunction in type 2
diabetes mellitus patients. Echocardiogra-
phy 2010;27:1211–1218

18. Crean AM, Maredia N, Ballard G, et al. 3D
Echo systematically underestimates right
ventricular volumes compared to cardio-
vascular magnetic resonance in adult
congenital heart disease patients with
moderate or severe RV dilatation. J Car-
diovasc Magn Reson 2011;13:78

19. Pattynama PM, Lamb HJ, Van der Velde
EA, Van der Geest RJ, Van derWall EE, De
Roos A. Reproducibility of MRI-derived
measurements of right ventricular vol-
umes and myocardial mass. Magn Reson
Imaging 1995;13:53–63

20. Grothues F, Moon JC, Bellenger NG,
Smith GS, Klein HU, Pennell DJ. Inter-
study reproducibility of right ventricular
volumes, function, and mass with car-
diovascular magnetic resonance. Am
Heart J 2004;147:218–223

21. van der Meer RW, Rijzewijk LJ, de Jong
HW, et al. Pioglitazone improves cardiac
function and alters myocardial substrate
metabolism without affecting cardiac tri-
glyceride accumulation and high-energy
phosphate metabolism in patients with
well-controlled type 2 diabetes mellitus.
Circulation 2009;119:2069–2077

22. Alberti KG, Zimmet PZ. Definition, di-
agnosis and classification of diabetes mel-
litus and its complications. Part 1: diagnosis
and classification of diabetes mellitus pro-
visional report of a WHO consultation.
Diabet Med 1998;15:539–553

23. Expert Committee on the Diagnosis and
Classification of Diabetes Mellitus. Re-
port of the expert committee on the di-
agnosis and classification of diabetes
mellitus. Diabetes Care 2003;26(Suppl
1):S5–S20

24. Ng AC, Delgado V, Bertini M, et al. Myo-
cardial steatosis and biventricular strain
and strain rate imaging in patients with

type 2 diabetes mellitus. Circulation
2010;122:2538–2544

25. Lambermont B, Ghuysen A, Kolh P, et al.
Effects of endotoxic shock on right ven-
tricular systolic function and mechanical
efficiency. Cardiovasc Res 2003;59:412–
418

26. Hirsh J, Hoak J. Management of deep vein
thrombosis and pulmonary embolism. A
statement for healthcare professionals.
Council on Thrombosis (in consultation
with the Council on Cardiovascular Radi-
ology), American Heart Association. Cir-
culation 1996;93:2212–2245

27. Seyfeli E, Guler H, Akoglu S, et al. Right
ventricular diastolic abnormalities in
rheumatoid arthritis and its relationship
with left ventricular and pulmonary in-
volvement. A tissue Doppler echocardio-
graphic study. Int J Cardiovasc Imaging
2006;22:745–754

28. La Vecchia L, Zanolla L, Varotto L, et al.
Reduced right ventricular ejection frac-
tion as a marker for idiopathic dilated
cardiomyopathy compared with ischemic
left ventricular dysfunction. Am Heart J
2001;142:181–189

29. Kovacs G, Reiter G, Reiter U, Rienm€uller
R, Peacock A, Olschewski H. The emerg-
ing role of magnetic resonance imaging in
the diagnosis and management of pul-
monary hypertension. Respiration 2008;
76:458–470

30. Klein OL, Krishnan JA, Glick S, Smith
LJ. Systematic review of the association
between lung function and Type 2 di-
abetes mellitus. Diabet Med 2010;27:977–
987

31. Borlaug BA, Paulus WJ. Heart failure with
preserved ejection fraction: pathophysi-
ology, diagnosis, and treatment. EurHeart
J 2011;32:670–679

32. Aneja A, Tang WH, Bansilal S, Garcia MJ,
Farkouh ME. Diabetic cardiomyopathy:
insights into pathogenesis, diagnostic
challenges, and therapeutic options. Am J
Med 2008;121:748–757

33. van Heerebeek L, Hamdani N, Handoko
ML, et al. Diastolic stiffness of the failing
diabetic heart: importance of fibrosis,
advanced glycation end products, and
myocyte resting tension. Circulation
2008;117:43–51

34. Morris DA, Gailani M, Vaz Pérez A, et al.
Right ventricular myocardial systolic
and diastolic dysfunction in heart failure
with normal left ventricular ejection
fraction. J Am Soc Echocardiogr 2011;24:
886–897

35. Dibble CT, Lima JA, Bluemke DA, et al.
Regional left ventricular systolic function
and the right ventricle: the multi-ethnic
study of atherosclerosis right ventricle
study. Chest 2011;140:310–316

462 DIABETES CARE, VOLUME 36, FEBRUARY 2013 care.diabetesjournals.org

Right ventricle in diabetic cardiomyopathy


