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Quantitative assessment of left ventricular diastolic function in patients with
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[ Abstract | Objective To quantitatively evaluate the left ventricular diastolic function in patients
with hypertrophic cardiomyopathy (HCM) by cardiac magnetic resonance (CMR). Methods From October
2013 to August 2014, 26 HCM patients (43. 54 + 13. 29 year-old in average; 15 males) and 28 healthy
persons (41.52 +11.87 year-old in average; 16 males) as control were enrolled as the HCM group and the
control group, respectively. All the subjects underwent CMR examination to assess the cardiac structure and

function. The correlations of left ventricular mass ( LVM) with the left ventricular diastolic function parameters
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including left ventricular peak filling rate (LVPFR) , left atrial anteroposterior diameter ( LAAPD) , left atrial

superoinferior diameter ( LASID) and left atrial transverse diameter ( LATD) were analyzed. Results
Compared with the control group, the LVM, interventricular septal thickness (IVS), LAAPD, LASID and
LATD increased significantly in the HCM group (P <0.05), while the LVPFR decreased obviously (P <

0.05). The systolic function parameters, such as left ventricular ejection fraction (LVEF) and left ventricular

peak ejection rate (LVPER) , showed no significant differences between the two groups (P >0.05). In the
HCM group, LVM had significant negative correlation with LVPFR (r = =0.509, P <0.05) and positive

correlation with LAAPD and LATD (r =0.493 and 0. 466, respectively, P <0.05). Conclusion

In HCM

patients, the left ventricular diastolic function is significantly impaired, and LVM is closely related to LVPFR

and left atrial diameter. CMR plays an important role in quantitatively evaluating the left ventricular diastolic

function in the HCM patients.
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HCM# 26 15/11  43.54+13.29 164.04 +7.24 64.62+11.62  1.87+0.89  72.32£9.56 122.73+16.10 78.42 +11.31
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HCM 4 26 68.66 £8.16 113.08 £28.72  35.09 £13.57  76.10 £22.55 5.18+1.72 26.96 +5.40°  190.16 +57.38*
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Lefl Ventricle - Normalized
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