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Abstract
Background—While low thyroid function is known to have detrimental effects on the
cardiovascular system, including microvascular impairment, little is known about the
pathophysiological consequences of hypothyroidism in the background of hypertension.

Methods and Results—Hypothyroidism was induced in female Spontaneously Hypertensive
Heart Failure (SHHF) rats by treatment with propylthiouracil (PTU) for six months. Untreated SHHF
and normotensive Wistar Furth (WF) rats served as controls. In terminal experiments, heart weight,
echocardiographic measurements, hemodynamics, and arteriolar morphometry were performed. LV
internal diameter in systole and diastole were increased and wall thickness, ejection fraction, heart
rate, systolic blood pressure, and ±dP/dt were significantly decreased in the treatment group.
Surprisingly, there were no observed differences in arteriolar density between the three groups.

Conclusion—As expected, PTU treatment of SHHF rats led to systolic dysfunction and chamber
dilatation. However, PTU treatment did not lead to arteriolar loss as previously observed in
normotensive rats treated with PTU. These finding suggest that induced hypothyroidism leads to
detrimental changes in SHHF rats but the overall effects were no worse than those previously
observed in normotensive rats treated with PTU.
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INTRODUCTION
It is known that low thyroid function has many effects on the cardiovascular system, such as
impaired cardiac contractility, decreased cardiac output, increased systemic vascular
resistance, reduced chronotropy, and cardiac atrophy1-3. Not only has low thyroid function
been implicated as an independent risk factor for progression to heart failure4-7, but a recent
animal study suggested that chronic hypothyroidism alone can eventually cause heart
failure8. Several potential mechanisms by which low thyroid function contribute to HF have
been identified: (1) altered blood lipids and accelerated atherosclerosis; (2) stimulation of
myocardial fibrosis; (3) vasoconstriction and arteriolar loss; (4) reduced contractility (e.g.
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increased expression of β myosin and reduced expression of α myosin); and (5) impaired
relaxation (e.g. reduced SERCA activity)4, 8-12.

Clinical studies suggest that cardiac patients with hypothyroidism or borderline low thyroid
function have worse outcome6, 13, 14. We recently demonstrated that hamsters with dilated
cardiomyopathy have subclinical hypothyroidism and benefited significantly from thyroid
hormone treatment15. Another study demonstrated greater infarct size in dogs with PTU
induced hypothyroidism16. It is not clear if hypertensive individuals who develop
hypothyroidism have accelerated progression of heart disease.

In this study, the effects of induced hypothyroidism were examined in lean female SHHF
(Spontaneously Hypertensive Heart Failure) rats during the period of compensated
hypertrophy (note: lean female SHHF rats typically develop heart failure at about 24 months
of age)17. Our hypothesis was that hypothyroidism in the background of pre-existing
hypertension leads to accelerated progression of heart disease. We anticipated that the
consequences of induced low thyroid function in hypertensive rats would have a more
pronounced effect than that previously observed in normal rats treated with PTU.

METHODS
Animal Model and Experimental Design

Hypothyroidism was induced in six month old female Spontaneously Hypertensive Heart
Failure (SHHF) rats by treatment with PTU (0.025% 6-n-PROPYL-2-THIOURACIL, Sigma-
Aldrich, Saint Louis, MO) in drinking water for six months (SHHF-TX). Animals were
compared to age and gender matched, untreated SHHF rats and untreated, normotensive Wistar
Furth (WF) rats. All procedures were approved by the University of South Dakota Animal Care
and Use Committee and followed institutional guidelines for treatment of animals. All animals
were maintained in the same environment including temperature and humidity and free access
to rodent diet and tap water. Animals were housed in a room lit 12 hours per day. Animals
were followed for 6 months by echocardiogram every 2 months. At the end of 6 months,
echocardiography, hemodynamics, tissue histology, and arteriolar density were collected from
each group. There were two deaths in the SHHF-TX group. These rats were excluded due to
insufficient data.

T3 and T4 assays
Serum was collected for determination of T3 (Bioquant, San Diego, CA) and T4 (Diagnostics
Systems Laboratories, Webster, TX) by ELISA according to the manufacturers instructions.
Since reported hormone values may vary somewhat between manufacturers, lots, or assay type
(e.g. ELISA or RIA), all hormone assays were conducted at the same time using supplies from
the same kit.

Echocardiograms
After obtaining body weight and shaving the chest, each animal was placed on an isothermic
pad. Anesthesia was obtained by 1.5% isoflurane gas. M-mode images were obtained from the
short axis of the left ventricle (LV) at the level of the papillary muscles using a VisualSonics
Vevo 660 High-resolution Imaging System with 25-MHz transducer. All measurements were
performed according to the recommendation of the American Society for
Echocardiography18.

Hemodynamics
Rats were anesthetized with isoflurane gas prior to obtaining LV and aortic hemodynamic
measurements by catheterization of the right common carotid artery using a Millar micro-tip
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catheter (Millar Instruments: Houston, TX). Measurements were recorded using a digital
acquisition system (model HPA 410a; MicroMed; Louisville, KY).

Whole Heart Preparation
Hearts were trimmed, the aortas cannulated, and flushed to remove blood. Right ventricular,
atrial, and LV plus septal weights were determined. The middle third of the ventricle was taken
and fixed in 10% formalin. The remaining basal and apical portions of the ventricles were flash
frozen.

Quantitation of arterioles and histopathology
Frozen, formalin-fixed tissues were sectioned at 4-micrometers, placed on glass slides, and
immunolabeled using antibodies for α-smooth muscle actin and laminin (Sigma Inc.) as
described previously8, 19. Arterioles between 5 and 50 micrometers in diameter and having
at least 1 layer of smooth muscle were used for quantitation. The minor diameter was used to
define mean arteriolar diameter. Data were collected from 20 randomly selected fields from
each animal using 20× magnification. The following data were collected from each field: major
and minor arteriolar diameter, arteriolar number, and points on myocytes. Arteriolar data were
referenced to myocyte area rather than tissue area to eliminate any errors due to shrinkage or
separation artifacts. Arteriolar length density (Lv, average length of arterioles per unit myocyte
volume) was calculated based on the following formula developed for the analysis of arterioles
arranged in any orientation20, 21: Lv (mm/mm3) = Σ(a/b)× M, where a and b are the maximum
and minimum external arteriolar diameters, respectively, and M is the area of myocytes in the
reference area. Formalin-fixed transverse sections were also stained with hematoxylin and
eosin and picrosirus red for assessment of pathology.

Statistical Analyses
All data are presented as means ± SD. One-way ANOVA was used to compare data in each
group. The Student-Newman-Keuls test was used to examine statistically significant
differences observed with the ANOVA. Results were considered significant when P<0.05.

RESULTS
Physical data

There were no significant differences in body weight between the three groups. Compared to
WF rats, heart weight was highest in the SHHF group and there was significant reduction in
the SHHF-TX group. Heart rate was significantly lower in the SHHF-TX group compared to
the other two groups (Table 1).

Serum T3 and T4
Serum T3 and T4 were similar in SHHF (T3, 0.9±0.3ng/mL; T4, 8.5±1.6 μg/dL, respectively)
and WF (T3, 0.7±0.2 ng/mL; T4, 8.6±3.1 μg/dL). Compared to SHHF and WF, rats treated
with PTU showed significantly reduced (p ≤ 0.05) levels of T3 and T4 (T3, 0.3±0.1 ng/mL;
T4, 3.2±1.0 μg/dL).

Echocardiography
Untreated 12 month old SHHF rats tended to have thicker walls than WF but, as expected,
there was no evidence for chamber dilatation at this age. In the SHHF-TX group, there was a
significant increase in LV systolic and diastolic chamber diameters while wall thickness was
significantly reduced in systole and diastole when compared to both untreated SHHF and WF
groups. LV ejection fraction and fractional shortening were also reduced significantly in
SHHF-TX compared to the other groups (Table 2).
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Hemodynamics
Hemodynamic data are summarized in Table 3. LV systolic pressure decreased significantly
in the SHHF-TX group compared to the untreated SHHF group but was not significantly
different from the WF group. Systolic and diastolic aortic pressures were also normalized in
SHHF-TX. Lv end diastolic pressure was increased in the SHHF and SHHF-TX groups
compared to the WF group. Differences for maximum rate of pressure rise and decline (± dP/
dT) were statistically significant between the SHHF-TX group and the other two groups.

Quantitation of arterioles and histopathology
Values for arteriolar length density (Lv) and numerical density were not significantly different
between the three groups (Table 4). Since there were no observable differences in fibrosis
between any of the three groups, this was not quantitated.

DISCUSSION
Our previous work showed that hypothyroidism can eventually produce changes similar to
heart failure8. In this study, we examined the results of induced hypothyroidism in the
background of hypertension in SHHF rats. PTU treatment of SHHF rats normalized LV
systolic, aortic systolic, and aortic diastolic pressures, and reduced heart weight. Adverse
changes, included reduced contractility, increased systolic wall stress, and death of two treated
rats. Nonetheless, we were surprised that low thyroid function did not lead to arteriolar loss as
previously observed in normotensive rats treated with PTU and, more recently, confirmed in
thyroidectomized rats (Gerdes, unpublished results). Also unexpected was the absence of
noticeable changes in myocardial collagen since low thyroid function is known to promote
fibrosis. Overall, SHHF rats tolerated PTU treatment better than anticipated.

Echocardiographic measures demonstrated deterioration of cardiac function and remodeling
as evidenced by significant increases in systolic and diastolic chamber dimensions, wall
thinning in systole and diastole, and a reduction in ejection fraction. Hemodynamic measures
showed an increase in LV end diastolic pressure in SHHF rats compared to WF rats. While
PTU treatment of SHHF rats led to a reduction in LV end diastolic pressure, wall stress tended
to be higher due to the increase in chamber diameter and reduction in wall thickness.

Our previous study showed a dramatic reduction in myocardial arterioles in normotensive rats
within six weeks after initiation of PTU treatment8. We were surprised to observe that arteriolar
density was the same in all three animal groups in the current study. In particular, arteriolar
rarefaction was expected in the untreated SHHF rats due to myocyte hypertrophy pushing
vessels further apart as reported by others22. Additionally, loss of arterioles was expected in
the PTU treated SHHF rats. While the absence of arteriolar group differences is not clear,
several points are worth noting here. The normotensive WF rats used in these experiments had
an unusually low arteriolar density compared to that observed in Sprague Dawley rats from
our previous study8. This may be a unique trait of this particular genetic strain of rats.
Consequently, it is likely that our failure to observe arteriolar rarefaction in untreated SHHF
rats here was simply due to the choice of controls for comparison. Regarding the PTU induced
loss of arterioles previously observed in Sprague Dawley rats, the mechanism has not yet been
determined. We believe that chronic vasoconstriction and low metabolic need from
hypothyroidism likely contribute to death of unnecessary vessels. This is supported by the fact
that rate-pressure product, a measure of myocardial oxygen consumption, was reduced in
proportion to vessel loss8. Consequently, in normal rats treated chronically with PTU, vessel
loss may merely reflect reduced myocardial energy needs. Low metabolic needs of
myocardium result from a combination of factors including reduced cardiac output, conversion
to the fetal gene program (e.g. conversion from α- to β- myosin reduces myocardial energy
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needs), reduced heart rate, reduced systolic pressure, and of course, the general effects of
thyroid hormones on metabolism23. It is also possible that reduced VEGF signaling, a known
feature of hypothyroidism, led to apoptotic loss of vessels24. The mechanism by which
arteriolar number is preserved in PTU treated SHHF rats is not clear and can only be speculated
upon. Since aortic diastolic pressure was higher in PTU-treated SHHF rats in the current study
(mean, 134 mm Hg) than in PTU-treated control rats in the previous study (mean, 80 mm Hg),
arteriolar preservation in SHHF rats may be related to better flow from higher myocardial
perfusion pressure. It is also possible that other differences between normotensive and
hypertensive rats treated with PTU may have contributed. For instance, SHHF rats already
express the lower energy form of myosin so a reduction in myosin related energy needs did
not occur in this rat strain with PTU treatment. The absence of vessel loss in PTU treated SHHF
rats was not due to less pronounced hypothyroidism. In the previous study, Sprague Dawley
rats were treated with PTU for 6 weeks and one year using the same dose as the current study.
Serum T3 and T4 levels were reduced by ∼30−40% at each time point compared to controls.
In the current study, serum T3 and T4 levels were reduced by ∼60−70% in PTU treated SHHF
rats compared to either untreated controls or SHHF rats.

As previously reported in PTU-treated normal rats3, 8, systolic blood pressure declined in
PTU-treated SHHF rats. In normal rats, hypothyroidism leads to a reduction in cardiac output,
an increase in arteriolar resistance, bradycardia, reduced aortic systolic blood pressure, and a
reduction in aortic diastolic blood pressure3. The reduction in systemic blood pressure results
from a greater decline in cardiac output (flow) relative to the increase in peripheral resistance
(e.g. ↓pressure = ↓↓flow × ↑resistance)3. Although coronary blood flow and cardiac output
were not measured in the current study, the drop in blood pressure in PTU-treated SHHF rats
was likely due to a similar mechanism. It should be noted that humans may respond differently
since hypothyroidism leads to increased blood pressure in some individuals25.

Low thyroid conditions are known to stimulate myocardial fibroblasts and lead to increased
collagen expression26, 27. We also reported an anti-fibrotic effect of thyroid hormones in
treated dilated cardiomyopathic hamsters15. In the current experiment, we expected to observe
an increase in myocardial collagen due to the combined effects of hypertension and
hypothyroidism. However, myocardial collagen appeared normal in all three animal groups.
Since PTU treatment normalized blood pressure in SHHF rats, it is possible that this effect
minimized collagen accumulation related to hypertension. It should be noted here that
increased myocardial fibrosis occurs rather late in lean female SHHF rats and is not apparent
at the twelve month time point examined in this study. Increased myocardial fibrosis is readily
apparent in obese male SHHF rats by 12 months of age and significantly increased by 18 months
in lean male and obese female SHHF rats but remains minimal in lean females even with the
onset of heart failure at about 22−24 months of age (Gerdes, unpublished observations).

In summary, the current study showed PTU mediated impairment of LV function and
remodeling in SHHF rats, although changes were less severe than expected. The current study
did not address the alternate situation of hypertension developing in the background of low
thyroid function- a relevant clinical condition that may also lead to a worse outcome.

Support

This study was supported by grants P20 RR17662 from the National Institutes of Health, National Center for Research
Resources, and the South Dakota 2010 Program. Additional support was provided by Sanford Research/USD.

REFERENCES
1. Biondi B, Palmieri EA, Lombardi G, Fazio S. Effects of subclinical thyroid dysfunction on the heart.

Ann Intern Med 2002;137:904–914. [PubMed: 12458990]

Kisso et al. Page 5

J Card Fail. Author manuscript; available in PMC 2009 March 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



2. Klein I. Thyroid hormone and cardiac contractility. Am J Cardiol 2003;91:1331–1332. [PubMed:
12767426]

3. Liu Z, Gerdes AM. Influence of hypothyroidism and the reversal of hypothyroidism on hemodynamics
and cell size in the adult rat heart. J Mol Cell Cardiol 1990;22:1339–1348. [PubMed: 2089154]

4. Auer J, Berent R, Weber T, Lassnig E, Eber B. Thyroid function is associated with presence and severity
of coronary atherosclerosis. Clin Cardiol 2003;26:569–573. [PubMed: 14677810]

5. Biondi B, Klein I. Hypothyroidism as a risk factor for cardiovascular disease. Endocrine 2004;24:1–
14. [PubMed: 15249698]

6. Hak AE, Pols HA, Visser TJ, Drexhage HA, Hofman A, Witteman JC. Subclinical hypothyroidism is
an independent risk factor for atherosclerosis and myocardial infarction in elderly women: the
Rotterdam Study. Ann Intern Med 2000;132:270–278. [PubMed: 10681281]

7. Hamilton MA, Stevenson LW. Thyroid hormone abnormalities in heart failure: possibilities for therapy.
Thyroid 1996;6:527–529. [PubMed: 8936683]

8. Tang YD, Kuzman JA, Said S, Anderson BE, Wang X, Gerdes AM. Low thyroid function leads to
cardiac atrophy with chamber dilatation, impaired myocardial blood flow, loss of arterioles, and severe
systolic dysfunction. Circulation 2005;112:3122–3130. [PubMed: 16275864]

9. Bengel FM, Nekolla SG, Ibrahim T, Weniger C, Ziegler SI, Schwaiger M. Effect of thyroid hormones
on cardiac function, geometry, and oxidative metabolism assessed noninvasively by positron emission
tomography and magnetic resonance imaging. J Clin Endocrinol Metab 2000;85:1822–1827.
[PubMed: 10843159]

10. Keating FR Jr. Parkin TW, Selby JB, Dickinson LS. Treatment of heart disease associated with
myxedema. Prog Cardiovasc Dis 1961;3:364–381. [PubMed: 13752096]

11. Chen WJ, Lin KH, Lee YS. Molecular characterization of myocardial fibrosis during hypothyroidism:
evidence for negative regulation of the pro-alpha1(I) collagen gene expression by thyroid hormone
receptor. Molecular and cellular endocrinology 2000;162:45–55. [PubMed: 10854697]

12. Ojamaa K, Klemperer JD, MacGilvray SS, Klein I, Samarel A. Thyroid hormone and hemodynamic
regulation of beta-myosin heavy chain promoter in the heart. Endocrinology 1996;137:802–808.
[PubMed: 8603588]

13. Imaizumi M, Akahoshi M, Ichimaru S, Nakashima E, Hida A, Soda M, Usa T, Ashizawa K, Yokoyama
N, Maeda R, Nagataki S, Eguchi K. Risk for ischemic heart disease and all-cause mortality in
subclinical hypothyroidism. J Clin Endocrinol Metab 2004;89:3365–3370. [PubMed: 15240616]

14. Kvetny J, Heldgaard PE, Bladbjerg EM, Gram J. Subclinical hypothyroidism is associated with a
low-grade inflammation, increased triglyceride levels and predicts cardiovascular disease in males
below 50 years. Clin Endocrinol (Oxf) 2004;61:232–238. [PubMed: 15272919]

15. Khalife WI, Tang YD, Kuzman JA, Thomas TA, Anderson BE, Said S, Tille P, Schlenker EH, Gerdes
AM. Treatment of subclinical hypothyroidism reverses ischemia and prevents myocyte loss and
progressive LV dysfunction in hamsters with dilated cardiomyopathy. American journal of
physiology 2005;289:H2409–2415. [PubMed: 16024568]

16. Karlsberg RP, Friscia DA, Aronow WS, Sekhon SS. Deleterious influence of hypothyroidism on
evolving myocardial infarction in conscious dogs. J Clin Invest 1981;67:1024–1034. [PubMed:
7204564]

17. Onodera T, Tamura T, Said S, McCune SA, Gerdes AM. Maladaptive remodeling of cardiac myocyte
shape begins long before failure in hypertension. Hypertension 1998;32:753–757. [PubMed:
9774375]

18. Schiller NB, Shah PM, Crawford M, DeMaria A, Devereux R, Feigenbaum H, Gutgesell H, Reichek
N, Sahn D, Schnittger I, et al. Recommendations for quantitation of the left ventricle by two-
dimensional echocardiography. American Society of Echocardiography Committee on Standards,
Subcommittee on Quantitation of Two-Dimensional Echocardiograms. J Am Soc Echocardiogr
1989;2:358–367. [PubMed: 2698218]

19. Tomanek RJ, Zimmerman MB, Suvarna PR, Morkin E, Pennock GD, Goldman S. A thyroid hormone
analog stimulates angiogenesis in the post-infarcted rat heart. Journal of molecular and cellular
cardiology 1998;30:923–932. [PubMed: 9618233]

20. Heron MI, Rakusan K. Short- and long-term effects of neonatal hypo- and hyperthyroidism on
coronary arterioles in rat. Am J Physiol 1996;271:H1746–1754. [PubMed: 8945887]

Kisso et al. Page 6

J Card Fail. Author manuscript; available in PMC 2009 March 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



21. Zheng W, Weiss RM, Wang X, Zhou R, Arlen AM, Lei L, Lazartigues E, Tomanek RJ. DITPA
stimulates arteriolar growth and modifies myocardial postinfarction remodeling. American journal
of physiology 2004;286:H1994–2000. [PubMed: 15072976]

22. Greene AS, Tonellato PJ, Lui J, Lombard JH, Cowley AW Jr. Microvascular rarefaction and tissue
vascular resistance in hypertension. Am J Physiol 1989;256:H126–131. [PubMed: 2912175]

23. Videla LA, Fernandez V, Tapia G, Varela P. Thyroid hormone calorigenesis and mitochondrial redox
signaling: upregulation of gene expression. Front Biosci 2007;12:1220–1228. [PubMed: 17127375]

24. Baffert F, Le T, Sennino B, Thurston G, Kuo CJ, Hu-Lowe D, McDonald DM. Cellular changes in
normal blood capillaries undergoing regression after inhibition of VEGF signaling. American journal
of physiology 2006;290:H547–559. [PubMed: 16172161]

25. Saito I, Ito K, Saruta T. Hypothyroidism as a cause of hypertension. Hypertension 1983;5:112–115.
[PubMed: 6848458]

26. Yao J, Eghbali M. Decreased collagen gene expression and absence of fibrosis in thyroid hormone-
induced myocardial hypertrophy. Response of cardiac fibroblasts to thyroid hormone in vitro. Circ
Res 1992;71:831–839. [PubMed: 1381294]

27. Wu Y, Peng J, Campbell KB, Labeit S, Granzier H. Hypothyroidism leads to increased collagen-
based stiffness and re-expression of large cardiac titin isoforms with high compliance. Journal of
molecular and cellular cardiology 2007;42:186–195. [PubMed: 17069849]

Kisso et al. Page 7

J Card Fail. Author manuscript; available in PMC 2009 March 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Kisso et al. Page 8
Ta

bl
e 

1
Ph

ys
ic

al
 d

at
a

G
ro

up
s

N
B

od
y 

W
ei

gh
t, 

g
H

ea
rt

 W
ei

gh
t, 

m
g

H
W

/B
W

, m
g/

g
H

ea
rt

 R
at

e,
 b

pm
SH

H
F-

TX
5

26
3 

± 
19

89
5 

± 
85

 *
3.

4 
± 

0.
5

22
8 

± 
32

 *,
 *

*
SH

H
F

5
26

6 
± 

26
10

94
 ±

 1
26

 **
4.

1 
± 

0.
2 

**
35

6 
± 

63
W

F
6

25
7 

± 
10

79
7 

± 
36

3.
1 

± 
0.

1
40

3 
± 

30
* , P

 <
0.

05
 V

s S
H

H
F 

gr
ou

p

**
, P

 <
0.

05
 V

s W
F 

gr
ou

p;
 H

W
/B

W
, H

ea
rt 

w
ei

gh
t/B

od
y 

w
ei

gh
t.

J Card Fail. Author manuscript; available in PMC 2009 March 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Kisso et al. Page 9
Ta

bl
e 

2
Ec

ho
 d

at
a

G
ro

up
s

N
L

V
ID

d,
 m

m
L

V
ID

s, 
m

m
A

W
T

d,
 m

m
A

W
T

s, 
m

m
PW

T
d,

 m
m

PW
T

s, 
m

m
L

V
E

F,
 %

FS
, %

SH
H

F-
TX

5
7.

6±
0.

3,
 **

*
5.

5±
0.

7,
 **

*
1.

4±
0.

2,
 **

*
2.

2±
0.

5,
 **

*
1.

4±
0.

2,
 **

*
2.

1±
0.

6,
 **

*
50

±1
2,

 **
*

27
±8

, **
*

SH
H

F
5

6.
8±

0.
4

3.
8±

0.
1

2.
3±

0.
3**

3.
4±

0.
2

2.
2±

0.
2

3.
5±

0.
6

70
±5

41
±5

W
F

6
6.

9±
0.

4
3.

6±
0.

4
1.

8±
0.

2
3.

1±
0.

3
1.

9±
0.

3
2.

9±
0.

2
76

±5
46

±4
* , P

 <
0.

05
 V

s S
H

H
F 

gr
ou

p

**
, P

 <
0.

05
 V

s W
F 

gr
ou

p;
 L

V
ID

d,
 L

V
 in

te
rn

al
 d

ia
m

et
er

 in
 d

ia
st

ol
e;

 L
V

ID
s, 

LV
 in

te
rn

al
 d

ia
m

et
er

 in
 sy

st
ol

e;
 A

W
Td

, a
nt

er
io

r w
al

l t
hi

ck
ne

ss
 in

 d
ia

st
ol

e;
 A

W
Ts

, a
nt

er
io

r w
al

l t
hi

ck
ne

ss
 in

 sy
st

ol
e;

 P
W

Td
,

po
st

er
io

r w
al

l t
hi

ck
ne

ss
 in

 d
ia

st
ol

e;
 P

W
Ts

, p
os

te
rio

r w
al

l t
hi

ck
ne

ss
 in

 sy
st

ol
e;

 L
V

EF
, L

V
 e

je
ct

io
n 

fr
ac

tio
n;

 F
S,

J Card Fail. Author manuscript; available in PMC 2009 March 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Kisso et al. Page 10
Ta

bl
e 

3
H

em
od

yn
am

ic
 d

at
a

G
ro

up
s

N
L

V
SP

, m
m

H
g

L
V

E
D

P,
 m

m
H

g
dP

/d
t, 

m
m

H
g/

s
-d

P/
dt

, m
m

H
g/

s
W

al
l S

tr
es

s, 
kd

yn
/c

m
2

A
SP

, m
m

H
g

A
D

P,
 m

m
H

g
SH

H
F-

TX
5

15
8±

17
*

8.
1±

1.
1**

61
91

±1
28

8,
**

*
46

37
±9

40
,**

*
18

1±
18

**
16

3±
11

*
13

4±
17

*
SH

H
F

5
21

5±
48

**
7.

3±
3.

3**
12

19
1±

34
65

87
33

±2
60

7
14

7±
45

21
1±

29
**

15
6±

8**
W

F
6

16
6±

16
3.

0±
0.

6
10

73
8±

87
0

99
16

±1
28

5
11

0±
24

16
4±

14
13

8±
8

* , P
 <

0.
05

 V
s S

H
H

F 
gr

ou
p

**
, P

 <
0.

05
 V

s W
F 

gr
ou

p;
 L

V
SP

, L
V

 p
re

ss
ur

e 
en

d 
sy

st
ol

e;
 L

V
ED

P,
 L

V
 p

re
ss

ur
e 

en
d 

di
as

to
le

; d
P/

dt
, m

ax
im

um
 ra

te
 o

f L
V

 p
re

ss
ur

e 
in

cr
ea

se
; -

dP
/d

t, 
m

ax
im

um
 ra

te
 o

f L
V

 p
re

ss
ur

e 
re

du
ct

io
n;

 A
SP

, a
or

tic
sy

st
ol

ic
 p

re
ss

ur
e;

 A
D

P,
 a

or
tic

 d
ia

st
ol

ic
 p

re
ss

ur
e.

J Card Fail. Author manuscript; available in PMC 2009 March 1.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Kisso et al. Page 11
Ta

bl
e 

4
A

rte
rio

la
r d

at
a

G
ro

up
s

N
A

rt
er

io
la

r 
L

v
N

D
/to

ta
l

N
D

/5
−1

5μ
m

N
D

/1
5−

20
μm

N
D

/2
0−

30
μm

N
D

/3
0−

50
μm

SH
H

F-
TX

5
40

±4
11

0±
25

82
±2

1
17

±6
9±

4
2±

2
SH

H
F

5
35

±8
10

7±
27

73
±2

2
20

±2
12

±3
2±

3
W

F
6

31
±4

11
4±

22
68

±2
0

27
±1

2
16

±8
3±

2
A

rte
rio

la
r L

v,
 A

rte
rio

la
r l

en
gt

h 
de

ns
ity

 in
 m

m
/m

m
3 ;

 N
D

, n
um

er
ic

 d
en

si
ty

 in
 n

um
be

r/1
0 

m
m

2.

J Card Fail. Author manuscript; available in PMC 2009 March 1.


