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Abstract
Aim: Hypertension (HTN) is a major cause of heart failure but the precise pathways by which HTN leads 
to heart failure are not resolved. Newer echocardiographic techniques permit assessment of myocardial 
contraction in different orientations defining left ventricular (LV) shortening as percentage longitudinal, 
circumferential and radial strain.
Methods: A systematic search was conducted of Medline and Embase. The search was conducted from the 
inception of each database on June 30, 2022. Search terms “left ventricular strain” or speckle tracking AND 
heart failure with preserved ejection fraction or diastolic dysfunction AND HTN.
Results: Six studies were identified and subject to detailed review. LV ejection fraction (LVEF) was not 
significantly different in patients with heart failure with preserved ejection fraction (HFpEF) and HTN 
compared to individuals with or without HTN. Global longitudinal strain (GLS) and global circumferential 
strain (GCS) were significantly (P < 0.0001) different (lower) in patients with HFpEF and HTN compared to 
patients with HTN without HFpEF and control individuals without HTN or other conditions. In contrast, 
global radial strain (GRS) was not significantly (P < 0.054) different in patients with HFpEF and HTN 
compared to individuals without HTN or other conditions. GRS was significantly (P < 0.01) different in 
individuals with HFpEF and HTN compared to individuals with HTN.
Conclusions: Assessment of LV strain is an important advance in the assessment of LV function in patients 
with HTN and HFpEF as it identifies patients with reduced LV strain while there was no difference in LVEF. 
GLS and GCS provide the best separation between patients with HFpEF and HTN compared to individuals 
with HTN without HFpEF. This study advances the possibility of redefining the classification of heart function 
and heart failure for patients with HTN by either classifying patients mainly by LV strain or sub-classifying 
patients with HTN and HFpEF by LV strain.
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Introduction
Hypertension (HTN) is a major cause of heart failure but the precise pathways by which HTN leads to heart 
failure are not resolved. Several pathways have been proposed that lead to heart failure with reduced 
ejection fraction (HFrEF) or heart failure with preserved ejection fraction (HFpEF) [1]. HFpEF comprises 
nearly half of all patients with heart failure and is growing in prevalence [2]. HTN is frequently associated 
with HFpEF [3] implicating HTN as an important potential cause of HFpEF.

One advancement in the field of assessment of cardiac function is the introduction of the concept of 
cardiac strain and the techniques to assess it. Myocardial strain is a dimensionless index of length change 
between two given points, which reflects the degree of myocardial deformation [4]. Cardiac contraction is 
due to the shortening of myocardial fibers that have different orientations at various levels of the heart [5–7]. 
Myocardial fibers have a longitudinal arrangement on the oblique parts of the heart and a circumferential 
arrangement on other parts of the heart [6]. Contraction of myocardial fibers that have different orientations 
produces deformation in different directions that translates into left ventricular (LV) shortening that can be 
measured as percentage longitudinal, circumferential and radial strain [8, 9]. Longitudinal strain evaluates 
the apex-base deformation, circumferential, strain evaluates circumferential deformation while radial strain 
represents radial thickening of the myocardium [8, 10]. The distribution and angulation of myofibers in all 
layers of the heart contribute to each of these three kinds of strain [8]. It has only been recently possible to 
readily assess changes in myocardial contractility in the different orientations in the heart. Speckle tracking 
echocardiography permits a quantitative assessment of myocardial motion that is reflective of different 
layers of the heart [11]. This technique provides accurate and angle-independent measurements of LV 
dimensions [12]. There is evidence that assessment of myocardial strain may be superior to the LV ejection 
fraction (LVEF) as a predictor of major adverse cardiac events [13, 14].

Assessment of myocardial strain has advanced the assessment of cardiac functional changes during 
chemotherapy for various malignancies which involves the use of potentially cardiac toxic drugs [15]. The 
question is the extent to which myocardial strain can identify abnormalities in cardiac contractile function 
in patients with HTN and HFpEF. The objective of this study is to determine whether LV strain is significantly 
different in patients with HTN and HFpEF compared to patients with HTN or individuals without HTN. In 
addition, myocardial strain will be compared to the standard assessment of cardiac contractility namely LVEF.

Materials and methods
Literature search
A systematic search was conducted of Medline and Embase. The search was conducted from the inception 
of each database on June 30, 2022. Search terms “left ventricular strain” or speckle tracking AND heart 
failure with preserved ejection fraction or diastolic dysfunction were used in conjunction with Boolean 
operators to identify articles reporting LV strain in patients with HFpEF and HTN. Because there was no 
primary patient or animal contact, there was no requirement for approval from our research ethics 
committee. The search was conducted according to the Preferred Reporting Items for Systematic reviews and 
Meta-Analyses (PRISMA) (Figure 1) [16].

Titles and abstracts were screened to identify articles for full-text review. The inclusion criteria included 
echocardiographic measurement of LV strain. The exclusion criteria were articles that were: (i) not published 
in English (ii) involved non-human subjects (iii) non-primary research articles (reviews, editorials, or letters 
commenting on an article) (iv) pediatric age population (v) unrelated to the investigated topic, e.g., only 
focused on electrocardiogram (ECG) and ECG pattern of LV hypertrophy and strain (vi) relevant data 
could not be extracted from the paper.

The following items were extracted from each paper, authors, year of publication, age, sex, LV global 
longitudinal strain (GLS), global circumferential strain (GCS), and global radial strain (GRS). Tanacli et al. [17] 
presented data for subendocardial, mid-myocardial, and subepicardial strains that were averaged together 
with the resultant considered as global LV strain. If a study presented the data as median and interquartile 
range or mean [confidence interval (CI)], and mean (standard error), the data were converted to mean 
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and standard deviation by utilizing equations suggested in the Cochrane handbook for systematic reviews 
of interventions [18].

Figure 1. The literature flow of the meta-analysis

Statistical analysis
Results were quantified using forest plot depicting the standard difference of means, 95% confidence 
interval, and P-value. The meta-analysis was performed using Comprehensive Meta-Analysis (Biostat Inc., 
NJ, and USA). In-study heterogeneity in the meta-analysis was tested using Q, Cochran’s I2 statistic and Tau2 
where variance is described by standard error of the mean (SEM). Otherwise, the data is presented as the 
mean and standard deviation (SD).

Results
The initial search produced 103 studies and with one identified through other sources, 104 studies were 
screened and then relevant studies were assessed and evaluated for inclusion (Figure 1). Eight studies were 
included for quantitative synthesis (Table 1) [17, 19–26]. Excluded were studies that focused on HFpEF in 
animal models [23].

Table 1. Age, sex, and proportion of HTN in patients in the studies

Authors HTN HTN and HFpEF Control
Age Sex (% M) % HTN Age Sex (% M) % HTN Age Sex (% M) % HTN

Stoichescu-Hogea et al. [26] 61 52 100 63 67.7 85.5 60 55 0
He et al. [19] 51 56 100 56 62 100 49 50 0
Tanacli et al. [17] NA NA NA 73 60 70 68 60 0
Mordi et al. [24] 70 77 100 71 32 76 68 50 0
Liu et al. [20] 62 NA 93 61 NA 82 58 NA 0
Minatoguchi et al. [25] 70 59 100 75 60 100 69 61 0
Gregorova et al. [22] 63.3 26.3 89.5 68.5 30.4 87 63 38.1 NA
Kraigher-Krainer et al. [21] 71 39 100 72 39 90 69 32 0
NA: not available; M: male

LVEF was not significantly different in patients with HFpEF compared to individuals without HTN or 
other conditions (Figure 2) as well as compared to those with HTN (Figure 3).
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Figure 2. The forest plot for LVEF in studies that examined it in patients with HFpEF compared to a control group without HTN 
or other conditions. The relative weight that each study contributed to the overall standard difference in means is also shown. 
There was significant heterogeneity between studies with a Q = 31.3, I2 = 84, and Tau2 = 0.252 + 0.207. ←: the CI extends beyond 
the scale; std: standard; diff: difference

Figure 3. The forest plot for LVEF in studies that examined it in patients with HFpEF compared to a group with HTN. The relative 
weight that each study contributed to the overall standard difference in means is also shown. There was heterogeneity between 
studies with a Q = 53.7 (P = 0.001), I2 = 88.8, and Tau2 = 0.332 + 0.226

GLS was significantly (P < 0.0001) different in patients with HFpEF and HTN compared to control 
individuals without HTN or other conditions (Figure 4). The odds ratio (OR), the ratio of the odds in the 
HFpEF with HTN vs. the HTN group, was 8.9 (z = 16.0, P < 0.001). Although there was significant 
heterogeneity between studies, all but one study showed a significant difference and it was only the 
magnitude of the difference which varied between studies. Evaluation for publication bias using the classic 
fail-safe N showed a relative lack of publication balance as it would take 518 studies to reverse the significant 
findings. The values for trim and fill were for the fixed model 1.205 (1.046–1.365), for random model 
1.588 (0.874–2.301) and the values were unchanged using trim and fill.

Figure 4. The forest plot for GLS in eight studies that examined patients with HFpEF compared to a control group without HTN or 
other conditions. The relative weight that each study contributed to the overall standard difference in means is also shown. There 
was significant heterogeneity between studies with a Q = 31.5 (P < 0.001), I2 = 77.8, and Tau2 = 1.24 + 1.13
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GLS was also significantly (P < 0.0001) different in patients with HFpEF and HTN compared to patients 
HTN without HFpEF (Figure 5). Although there was significant heterogeneity between studies, most studies 
showed a significant difference. OR in the HFpEF with HTN vs. the HTN group, was 3.03 (z = 8.9, P < 0.001). 
Evaluation for publication bias the classic fail-safe N was 126 indicating that it would take 126 null studies 
to reverse the significant findings. The values for trim and fill were for the fixed model 0.60631 (0.457–0.756), 
for random model 0.715 (0.259–1.172) and the values were unchanged using trim and fill analysis.

Figure 5. The forest plot for GLS in the seven studies that examined HFpEF in patients with HFpEF compared to patients with 
HTN. The relative weight that each study contributed to the overall standard difference in means is also shown. There was 
significant heterogeneity between studies with a Q = 36.7, I2 = 89.1, and Tau2 = 0.335 + 0.281 (SEM)

GCS was significantly (P < 0.0001) different in patients with HFpEF and HTN compared to individuals 
without HTN or other conditions (Figure 6). OR was 6.1, (P < 0.001). Evaluation for publication bias 
the classic fail-safe N was 221, indicating that it would take 221 null studies to reverse the significant 
findings. The values for trim and fill were for the fixed model 0.997 (0.815–1.178), for random model 
1.449 (0.630–2.268) and the values were unchanged using trim and fill analysis.

Figure 6. The forest plot for GCS in the six studies that examined HFpEF in patients with HTN compared to a control group without 
HTN or other conditions. The relative weight that each study contributed to the overall standard difference in means is also shown. 
There was significant heterogeneity between studies with a Q = 90.0, I2 = 94.4, and Tau2 = 0.96 + 0.75

GCS was also significantly (P < 0.0001) different in individuals with HFpEF and HTN compared to 
individuals with HTN (Figure 7). There was only one exception to the overall findings [17]. There 
was significant heterogeneity between studies. OR in the HFpEF with HTN vs. the HTN group, was 
4.7 (P < 0.001). However, fail-safe N was 121 indicating that it would take 121 null studies to reverse the 
significant findings. The values for trim and fill were for the fixed model 0.850 (0.676–1.024), for random 
model 0.921 (0.429–1.41) and the values were unchanged using trim and fill analysis.

There were few studies that evaluated GRS. GRS was not quite significantly (P < 0.054) different in 
patients with HFpEF and HTN compared to individuals without HTN or other conditions (Figure 8).
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Figure 7. The forest plot for GCS in the five studies that examined HFpEF in patients with HTN compared to patients with HTN 
without HFpEF. There was significant heterogeneity between studies with a Q = 30.3, I2 = 86, and Tau2 = 0.269 + 0.229

Figure 8. The forest plot for GRS in the three studies that examined HFpEF in patients with HFpEF compared to a control group 
without HTN or other conditions. The relative weight that each study contributed to the overall standard difference in means is also 
shown. There was significant heterogeneity between studies with a Q = 10.62 (P = 0.005), I2 = 81.2, and Tau2 = 0.228 + 0.287

GRS was significantly (P < 0.01) different in individuals with HFpEF and HTN compared to individuals 
with HTN (Figure 9).

Figure 9. The forest plot for GRS in the three studies that examined HFpEF in patients with HTN to the overall standard difference 
in means is also shown. Individually the studies did not show a difference but when combined there was a significant (P = 0.004) 
difference with a lower GRS in patients with HFpEF and HTN. There was no significant heterogeneity between studies with a 
Q = 0.353 (P = 0.83), I2 = 0, and Tau2 = 0 + 0.038. The OR was 0.65, compared to individuals with HTN and no HFpEF. The 
relative weight that each study that contributed was shown. Evaluation for publication bias was not analyzed because of the small 
sample size

Discussion
The present study showed that individuals with HFpEF had reduced LV strain while there was no difference 
in LVEF. This finding was evident regardless of whether the comparator was individuals free of HTN or those 
with HTN. GLS and GCS provided the best separation between patients with HFpEF and HTN compared to 
individuals with HTN without HFpEF. GRS, however, did not differentiate patients with HFpEF and HTN from 
individuals without HTN.
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This meta-analysis demonstrated a consistent and significant reduction in GLS in HFpEF in the absence 
of any change in LVEF. The complex LV architecture allows a fiber shortening of only 20% to be transformed 
into a 60% change in LV volume [9] so that small changes in LV strain are meaningful. GLS is the change in 
deformation from the apex to base so that a small percentage change is reflective of a reduced LV contractility. 
In animal studies, GLS correlates strongly with LV +dP/dtmax [27] so that reduced GLS is indicative of reduced 
ventricular +dP/dtmax. GLS has been demonstrated to identify early and subclinical LV dysfunction [28, 29]. 
Subendocardial and subepicardial layers are purported mainly responsible for longitudinal strain [8] and 
subendocardial layers are more likely to detect impaired cardiac function because they are more vulnerable 
to myocardial damage.

Longitudinal data support the value of GLS. In patients with cardiac disease, GLS is better than LVEF 
for predicting major adverse cardiac events [13]. In the general population, GLS provides independent and 
incremental prognostic information regarding long-term risk of cardiovascular morbidity and mortality [30]. 
GLS is better at predicting the composite cardiovascular outcome and heart failure incident beyond the 
Framingham risk score, the SCORE risk chart, and the modified American College of Cardiology/American 
Heart Association (ACC/AHA) pooled cohort equation [30]. Patients with preserved LVEF but impaired LV 
GLS have an increased risk of hospitalization for heart failure and all-cause mortality [31].

This meta-analysis demonstrates a consistent and significant lower GCS in HFpEF in the absence of 
any change in LVEF. GCS is the change in circumferential deformation or the change in length in systole 
along the circumferential axis of the LV. A smaller GCS is an indicator of a reduction in cardiac contractility. 
Mathematical modeling of LV contraction suggested that both longitudinal and mid-wall circumferential 
shortening contribute different extents to LV contractility depending on the degree of abnormality of 
myocardial shortening [32]. Circumferential shortening in systole compensates for impaired longitudinal 
shortening that occurs first when LV systolic dysfunction occurs [33]. GCS provides incremental independent 
prognostic value after considering LVEF, and late gadolinium enhancement [34].

This meta-analysis did not demonstrate a consistent and significant reduction in GRS in HFpEF. GRS 
is a result of fiber shortening in all layers, augmented by thickening and inward displacement of the 
myocardium [9]. Because GRS evaluates the change in radial deformation, GRS is an indicator of LV 
contractility in this dimension. In animal studies, the correlation between GRS and LV +dP/dtmax was weaker 
than the correlation with GLS [27], suggesting that GRS is not as good an indicator of cardiac contractility 
and explains why GLS and not GRS is highly significantly abnormal in HFpEF.

Szelényi et al. [35] studied patients with HTN with or without echocardiographic evidence of diastolic 
dysfunction—a component of HFpEF, but did not specifically study HFpEF. They found that GLS but not GCS 
or GRS was significantly lower in HTN compared to control and there was no significant difference in GCS or 
GRS between HTN with or without echo evidence of diastolic dysfunction [35].

Patients with HFpEF have limited exercise capacity which has been ascribed to increases in LV diastolic 
pressure with exercise. The demonstration of associated impairment in LV strain in HFpEF suggests another 
element that compromises cardiac output during exercise. A concept that is consistent with the idea that 
limited myocardial systolic function reserve may be underlying limited exercise capacity in HFpEF [36].

The superiority of LV strain over LVEF should not be unexpected. It is generally accepted that a major 
limitation of LVEF as an indicator of cardiac function is the dependence of LVEF on preload, afterload, 
chamber size, thickness, as well as its relative insensitivity to identify patients with early-stage heart 
failure [37, 38]. The question of whether LV systolic function is reduced in HFpEF has been controversial. 
Baicu et al. [39] compared 75 patients with HFpEF to 75 normal control subjects and concluded that HFpEF 
was associated with normal LV systolic performance. In contrast, other investigators have found that 
approximately one-quarter of patients with HFpEF have subtle systolic dysfunction. Other data suggest that 
the progression to HFpEF is mediated by processes that impair both myocardial contractility and increase 
myocardial stiffness [40].

This study raises the possibility of redefining the classification of heart failure. Currently, heart 
failure is divided into HFpEF, HFrEF, and heart failure with mid-range EF and heart failure with improved 
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EF. We have previously proposed the classification of HFrEF with diastolic dysfunction (HrEFwDD) [41]. 
The present study highlights the presence of reduced systolic function in HFpEF. In a model of HFpEF, the Dahl 
salt-sensitive rat, reduction in GLS occurs early and continues to deteriorate until heart failure develops [42]. 
This study raises several novel perspectives. First, it suggests the possibility of a classification of heart 
failure based solely on the myocardial strain with heart failure severity being ranked according to the amount 
of reduction in LV strain. Another approach is that HFpEF could be sub-classified according to the degree 
of impairment in LV stain. A classification that includes HFpEF with small reductions in systolic function, 
identified by LV strain, may be beneficial as it may indicate the development of HFrEF. It would also 
stimulate clinical trials to test whether drugs that are effective in HFrEF will be beneficial in this subset of 
patients with HFpEF.

Study limitations
The limitations of the meta-analysis are well known. First, it includes dependent on the available published 
literature and reliance on mean results from each study rather than the use of individual data from each 
study participant. Second, while strain analysis is a relatively independent factor, it is not totally independent 
of other factors such as age, sex, and LV loading conditions [8]. Furthermore, the kind of echocardiography, 
necessary to define LV strain is not without its technical limitations [43]. The present meta-analysis did 
not examine strain in specific layers of the myocardium but rather focused on the three major global strain 
measurements because of their relative easy in measurement and potential extrapolation to clinical patient 
care. Other clinical variables that might influence HFpEF [44] could not be incorporated into the analysis. 
Another consideration is the small number of studies that examined myocardial strain in patients with HTN 
and HFpEF may have influenced the results, especially for GRS. Last, we were not able to evaluate HFpEF 
subtypes [45] to determine whether different subtypes showed different degrees of impairment in GLS, GCS, 
or GRS. Neither was it possible to do “phenomapping” of different indices of cardiac mechanics that have 
been proposed to represent the myocardial substrate for HFpEF [46].

In conclusion, the present study showed that individuals with HFpEF had reduced LV strain while there 
was no difference in LVEF. This finding was evident regardless of whether the comparator was individuals 
free from HTN or those with HTN. GLS or GCS were highly significantly different in patients with HFpEF 
and HTN compared to individuals with HTN without HFpEF. However, GRS did not differentiate 
patients with HFpEF and HTN from individuals without HTN. This study raises the possibility of redefining 
the classification of heart failure because it highlights the presence of reduced systolic function in HFpEF. 
A classification of HTN with (i) normal LV systolic and diastolic function (ii) HFpEF without LV systolic 
dysfunction (iii) HFpEF with LV systolic dysfunction (iv) HFrEF. Another approach would be to classify 
individuals only on the basis of LV strain. A classification that includes HFpEF with reductions in LV strain 
may be beneficial as it would determine whether this group progressed more rapidly to HFrEF and whether 
drugs that are effective in HFrEF will be beneficial in this subset of patients with HFpEF and reduced 
systolic function.

Abbreviations
CI: confidence interval
GCS: global circumferential strain
GLS: global longitudinal strain
GRS: global radial strain
HFpEF: heart failure with preserved ejection fraction
HFrEF: heart failure with reduced ejection fraction
HTN: hypertension
LV: left ventricular
LVEF: left ventricular ejection fraction
OR: odds ratio

https://doi.org/10.37349/emed.2023.00128


Explor Med. 2023;4:115–26 | https://doi.org/10.37349/emed.2023.00128 Page 123

Declarations
Author contributions
The author contributed solely to the work.

Conflicts of interest
The author declares that he has no conflicts of interest.

Ethical approval
Not applicable.

Consent to participate
Not applicable.

Consent to publication
Not applicable.

Availability of data and materials
Not applicable.

Funding
Not applicable.

Copyright
© The Author(s) 2023.

References
1.	 Drazner MH. The progression of hypertensive heart disease. Circulation. 2011;123:327–34.
2.	 Reddy YNV, Borlaug BA. Heart failure with preserved ejection fraction. Curr Probl Cardiol. 

2016;41:145–88.
3.	 Lam CS, Donal E, Kraigher-Krainer E, Vasan RS. Epidemiology and clinical course of heart failure with 

preserved ejection fraction. Eur J Heart Fail. 2011;13:18–28.
4.	 Flachskampf FA, Blankstein R, Grayburn PA, Kramer CM, Kwong RYK, Marwick TH, et al. Global 

longitudinal shortening: a positive step towards reducing confusion surrounding global longitudinal 
strain. JACC Cardiovasc Imaging. 2019;12:1566–7.

5.	 Torrent-Guasp F, Ballester M, Buckberg GD, Carreras F, Flotats A, Carrió I, et al. Spatial orientation of 
the ventricular muscle band: physiologic contribution and surgical implications. J Thorac Cardiovasc 
Surg. 2001;122:389–92.

6.	 Greenbaum RA, Ho SY, Gibson DG, Becker AE, Anderson RH. Left ventricular fibre architecture in man. 
Br Heart J. 1981;45:248–63.

7.	 Bogaert J, Rademakers FE. Regional nonuniformity of normal adult human left ventricle. Am J Physiol 
Heart Circ Physiol. 2001;280:H610–20.

8.	 Collier P, Phelan D, Klein A. A test in context: myocardial strain measured by speckle-tracking 
echocardiography. J Am Coll Cardiol. 2017;69:1043–56.

9.	 Voigt JU, Cvijic M. 2- and 3-dimensional myocardial strain in cardiac health and disease. JACC Cardiovasc 
Imaging. 2019;12:1849–63.

10.	 Scatteia A, Baritussio A, Bucciarelli-Ducci C. Strain imaging using cardiac magnetic resonance. Heart 
Fail Rev. 2017;22:465–76.

https://doi.org/10.37349/emed.2023.00128


Explor Med. 2023;4:115–26 | https://doi.org/10.37349/emed.2023.00128 Page 124

11.	 Adamu U, Schmitz F, Becker M, Kelm M, Hoffmann R. Advanced speckle tracking echocardiography 
allowing a three-myocardial layer-specific analysis of deformation parameters. Eur J Echocardiogr. 
2009;10:303–8.

12.	 Amundsen BH, Helle-Valle T, Edvardsen T, Torp H, Crosby J, Lyseggen E, et al. Noninvasive myocardial 
strain measurement by speckle tracking echocardiography: validation against sonomicrometry and 
tagged magnetic resonance imaging. J Am Coll Cardiol. 2006;47:789–93.

13.	 Kalam K, Otahal P, Marwick TH. Prognostic implications of global LV dysfunction: a systematic 
review and meta-analysis of global longitudinal strain and ejection fraction. Heart. 2014;100:1673–80.

14.	 Kato T, Harada T, Kagami K, Obokata M. The roles of global longitudinal strain imaging in contemporary 
clinical cardiology. J Med Ultrason. 2022;49:175–85.

15.	 Bottinor WJ, Migliore CK, Lenneman CA, Stoddard MF. Echocardiographic assessment of cardiotoxic 
effects of cancer therapy. Curr Cardiol Rep. 2016;18:99.

16.	 Moher D, Liberati A, Tetzlaff J, Altman DG; PRISMA Group. Preferred reporting items for systematic 
reviews and meta-analyses: the PRISMA statement. PLoS Med. 2009;6:e1000097.

17.	 Tanacli R, Hashemi D, Neye M, Motzkus LA, Blum M, Tahirovic E, et al. Multilayer myocardial strain 
improves the diagnosis of heart failure with preserved ejection fraction. ESC Heart Fail. 2020;7:3240–5.

18.	 Higgins JPT, Thomas J, Chandler J, Cumpston M, Li T, Page MJ, et al., editors. Cochrane handbook for 
systematic reviews of interventions. 2nd ed. Chichester: John Wiley & Sons; 2019.

19.	 He J, Sirajuddin A, Li S, Zhuang B, Xu J, Zhou D, et al. Heart failure with preserved ejection fraction in 
hypertension patients: a myocardial MR strain study. J Magn Reson Imaging. 2021;53:527–39.

20.	 Liu S, Guan Z, Jin X, Meng P, Wang Y, Zheng X, et al. Left ventricular diastolic and systolic dyssynchrony 
and dysfunction in heart failure with preserved ejection fraction and a narrow QRS complex. Int J 
Med Sci. 2018;15:108–14.

21.	 Kraigher-Krainer E, Shah AM, Gupta DK, Santos A, Claggett B, Pieske B, et al.; PARAMOUNT Investigators. 
Impaired systolic function by strain imaging in heart failure with preserved ejection fraction. J Am Coll 
Cardiol. 2014;63:447–56. Erratum in: J Am Coll Cardiol. 2014;64:335.

22.	 Gregorova Z, Meluzin J, Stepanova R, Sitar J, Podrouzkova H, Spinarova L. Longitudinal, circumferential 
and radial systolic left ventricular function in patients with heart failure and preserved ejection 
fraction. Biomed Pap Med Fac Univ Palacky Olomouc Czech Repub. 2016;160:385–92.

23.	 Satoh T, Wang L, Espinosa-Diez C, Wang B, Hahn SA, Noda K, et al. Metabolic syndrome mediates 
ROS-miR-193b-NFYA-dependent downregulation of soluble guanylate cyclase and contributes to 
exercise-induced pulmonary hypertension in heart failure with preserved ejection fraction. Circulation. 
2021;144:615–37.

24.	 Mordi IR, Singh S, Rudd A, Srinivasan J, Frenneaux M, Tzemos N, et al. Comprehensive echocardiographic 
and cardiac magnetic resonance evaluation differentiates among heart failure with preserved 
ejection fraction patients, hypertensive patients, and healthy control subjects. JACC Cardiovasc Imaging. 
2018;11:577–85. Erratum in: JACC Cardiovasc Imaging. 2019;12:576.

25.	 Minatoguchi S, Kawasaki M, Tanaka R, Yoshizane T, Ono K, Saeki M, et al. Evaluation of systolic and 
diastolic properties of hypertensive heart failure using speckle-tracking echocardiography with high 
volume rates. Heart Vessels. 2017;32:1202–13.

26.	 Stoichescu-Hogea G, Buleu FN, Christodorescu R, Sosdean R, Tudor A, Ember A, et al. Contribution of 
global and regional longitudinal strain for clinical assessment of HFpEF in coronary and hypertensive 
patients. Medicina (Kaunas). 2021;57:1372.

27.	 Culwell NM, Bonagura JD, Schober KE. Comparison of echocardiographic indices of myocardial strain 
with invasive measurements of left ventricular systolic function in anesthetized healthy dogs. Am J 
Vet Res. 2011;72:650–60.

https://doi.org/10.37349/emed.2023.00128


Explor Med. 2023;4:115–26 | https://doi.org/10.37349/emed.2023.00128 Page 125

28.	 Smiseth OA, Torp H, Opdahl A, Haugaa KH, Urheim S. Myocardial strain imaging: how useful is it in 
clinical decision making? Eur Heart J. 2016;37:1196–207.

29.	 Grenne B, Eek C, Sjøli B, Skulstad H, Aakhus S, Smiseth OA, et al. Changes of myocardial function in 
patients with non-ST-elevation acute coronary syndrome awaiting coronary angiography. Am J Cardiol. 
2010;105:1212–8.

30.	 Biering-Sørensen T, Shah SJ, Anand I, Sweitzer N, Claggett B, Liu L, et al. Prognostic importance of left 
ventricular mechanical dyssynchrony in heart failure with preserved ejection fraction. Eur J Heart Fail. 
2017;19:1043–52.

31.	 Hensen LCR, Goossens K, Delgado V, Abou R, Rotmans JI, Jukema JW, et al. Prevalence of left ventricular 
systolic dysfunction in pre-dialysis and dialysis patients with preserved left ventricular ejection 
fraction. Eur J Heart Fail. 2018;20:560–8.

32.	 Maciver DH. The relative impact of circumferential and longitudinal shortening on left ventricular 
ejection fraction and stroke volume. Exp Clin Cardiol. 2012;17:5–11.

33.	 Mizuguchi Y, Oishi Y, Miyoshi H, Iuchi A, Nagase N, Oki T. The functional role of longitudinal, 
circumferential, and radial myocardial deformation for regulating the early impairment of left 
ventricular contraction and relaxation in patients with cardiovascular risk factors: a study with 
two-dimensional strain imaging. J Am Soc Echocardiogr. 2008;21:1138–44.

34.	 Mordi I, Bezerra H, Carrick D, Tzemos N. The combined incremental prognostic value of LVEF, late 
gadolinium enhancement, and global circumferential strain assessed by CMR. JACC Cardiovasc 
Imaging. 2015;8:540–9.

35.	 Szelényi Z, Fazakas Á� , Szénási G, Tegze N, Fekete B, Molvarec A, et al. The mechanism of reduced 
longitudinal left ventricular systolic function in hypertensive patients with normal ejection fraction. 
J Hypertens. 2015;33:1962–9.

36.	 Henein M, Mörner S, Lindmark K, Lindqvist P. Impaired left ventricular systolic function reserve limits 
cardiac output and exercise capacity in HFpEF patients due to systemic hypertension. Int J Cardiol. 
2013;168:1088–93.

37.	 Carabello BA. Evolution of the study of left ventricular function: everything old is new again. Circulation. 
2002;105:2701–3.

38.	 Marwick TH. Ejection fraction pros and cons: JACC state-of-the-art review. J Am Coll Cardiol. 
2018;72:2360–79.

39.	 Baicu CF, Zile MR, Aurigemma GP, Gaasch WH. Left ventricular systolic performance, function, and 
contractility in patients with diastolic heart failure. Circulation. 2005;111:2306–12.

40.	 Borlaug BA, Lam CS, Roger VL, Rodeheffer RJ, Redfield MM. Contractility and ventricular systolic 
stiffening in hypertensive heart disease insights into the pathogenesis of heart failure with preserved 
ejection fraction. J Am Coll Cardiol. 2009;54:410–8.

41.	 Rabkin SW. Heart failure with reduced ejection fraction and diastolic dysfunction (HrEFwDD): time 
for a new clinical entity. Int J Cardiol. 2022;363:123–4.

42.	 Koshizuka R, Ishizu T, Kameda Y, Kawamura R, Seo Y, Aonuma K. Longitudinal strain impairment as 
a marker of the progression of heart failure with preserved ejection fraction in a rat model. J Am Soc 
Echocardiogr. 2013;26:316–23.

43.	 Blessberger H, Binder T. Non-invasive imaging: two dimensional speckle tracking echocardiography: 
basic principles. Heart. 2010;96:716–22.

44.	 Oki T, Miyoshi H, Oishi Y, Mizuguchi Y, Ara N, Iuchi A. The impact of hypertension as a road to heart 
failure with preserved ejection fraction: diagnostic value of two-dimensional speckle tracking 
echocardiography for the early impairment of left atrial-left ventricular-arterial coupling. Curr 
Hypertens Rev. 2014;10:177–88.

https://doi.org/10.37349/emed.2023.00128


Explor Med. 2023;4:115–26 | https://doi.org/10.37349/emed.2023.00128 Page 126

45.	 Rabkin SW. Evaluating the adverse outcome of subtypes of heart failure with preserved ejection 
fraction defined by machine learning: a systematic review focused on defining high risk phenogroups. 
EXCLI J. 2022;21:487–518.

46.	 Katz DH, Deo RC, Aguilar FG, Selvaraj S, Martinez EE, Beussink-Nelson L, et al. Phenomapping for the 
identification of hypertensive patients with the myocardial substrate for heart failure with preserved 
ejection fraction. J Cardiovasc Transl Res. 2017;10:275–84.

https://doi.org/10.37349/emed.2023.00128

	Abstract 
	Keywords 
	Introduction 
	Materials and methods 
	Literature search 
	Statistical analysis 

	Results 
	Discussion 
	Study limitations 

	Abbreviations 
	Declarations 
	Author contributions 
	Conflicts of Interest 
	Ethical approval 
	Consent to participate 
	Consent to publication 
	Availability of data and materials 
	Funding 
	Copyright 

	References 

