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ABSTRACT
Objectives: This study aimed to investigate the relationship between hemoglobin A1c (HbA1c) levels, which is a good marker for 
determining glycemic levels, and left ventricular diastolic dysfunction (LVDD) in the type 2 diabetes mellitus (DM) patient population.
Patients and methods: This retrospective study was conducted with 116 type 2 DM patients (62 males, 54 females; mean age: 58.4±9.5 
years; range, 18 to 65 years) between July 2019 and November 2021. The patients were divided into two groups as those without LVDD 
(n=55, Group 1) and those with LVDD (n=61, Group 2). Early to late diastolic transmural f low velocity (E/A) ratio, the mean ratio (E/e') 
of mitral inf low (E) and mitral annular (e'), HbA1c levels, other hemogram and biochemical parameters, and demographic data were 
recorded.
Results: The HbA1c level was significantly higher in the group with LVDD (6.96±1.23 vs. 9.00±2.19, p<0.001). While the mean E/e' ratio 
was 9.69±2.73 in the group without LVDD, it was 16.00±1.69 in the group with LVDD, and there was a significant difference between 
the two groups (p<0.001). The mean E/A ratio was significantly higher in the group without LVDD (1.25±0.51 vs. 1.02±0.53, p=0.021). 
In regression operating characteristics analysis, a HbA1c cut-off value of 7.35 and was found to be a predictor of LVDD in the type 2 DM 
patient group with a sensitivity of 80% and specificity of 80% (AUC: 0.805; 95% confidence interval: 0.718-0.892; p<0.001).
Conclusion: Providing close glycemic follow-up and monitoring the HbA1c level can reduce heart failure and other comorbid conditions 
that may develop, particularly after LVDD.
Keywords: Diabetes mellitus, diastolic dysfunction, hemoglobin A1c.

Diabetes mellitus (DM) is one of the prominent 
health issues all over the world. Type 2 DM can cause 
microvascular damage in many organs, particularly 
the heart and kidney. Cardiovascular complications 
are the leading cause of mortality in patients with 
DM.[1] Diabetic cardiomyopathy (DCM) is generally 
considered to be the result of microvascular damage 
to the heart.[2] Diabetic cardiomyopathy may be 
considered in the etiology of heart failure (HF) 
when no other possible cause can be identified. 
Left ventricular diastolic dysfunction (LVDD) is 
the earliest functional change in DCM, followed 
by a progressive development of heart failure with 
preserved ejection fraction (HFpEF).[3] An effective 
treatment protocol for HFpEF has yet to be found. 
Therefore, it carries similar risks as systolic HF. 
Hyperglycemia in patients with DM can cause 
mitochondrial dysfunction, lipotoxicity, and abnormal 
substrate metabolism, and through this, it may also 
cause damage to the myocardial tissue.[4] One of 

the serological markers recommended for periodic 
glycemic control is Hemoglobin A1c (HbA1c), which 
has been the subject of research in recent years.[5] 
Hemoglobin A1c elevation may cause multisystemic 
adverse effects. In a recent study, it was revealed 
that the heart rate, cerebral oxygenation and cerebral 
perfusion were also lower in the group of patients 
with a higher HbA1c value who underwent cardiac 
surgery.[6] A 1% increase in HbA1c was associated with 
an 8% increased risk of developing HF, independent 
of other cardiovascular risks.[2] In addition, LVDD 
was found to be quite common in newly diagnosed 

1Department of Cardiology, Health Science University, Gazi Yaşargil Training and Research Hospital, Diyarbakır, Türkiye
2Department of Cardiology, Dokuz Eylül University Faculty of Medicine, Izmir, Türkiye
3Department of Cardiology, Bakırçay University Çiğli Training and Research Hospital, Izmir, Türkiye

Citation:
Güzel T, Kış M, Şenöz O. The relationship between left ventricular diastolic 
dysfunction and hemoglobin A1c levels in the type 2 diabetes mellitus patient 
population. Cardiovasc Surg Int 2022;9(2):97-103.

Received:  May 01, 2022  Accepted: May 18, 2022  Published online: July 07, 2022

https://orcid.org/0000-0001-8470-1928
https://orcid.org/0000-0003-0775-8992
https://orcid.org/0000-0002-3847-7598


Cardiovasc Surg Int98

www.e-cvsi.orgCardiovascular Surgery and Interventions, an open access journal

DM patients and was associated with HbA1c levels, 
obesity, dyslipidemia, and the duration of diabetes.[7] 
Therefore, early diagnosis, follow-up, and treatment 
of DM patients before myocardial dysfunction and HF 
develop is crucial. Hemoglobin A1c can be an effective 
diagnostic method and screening tool in identifying 
patients with early changes in myocardial function.

This study aimed to investigate the relationship 
between HbA1c levels, which is a good marker for 
determining glycemic level, and LVDD in the type 2 
DM patient population.

PATIENTS AND METHODS
This retrospective study was conducted with 116 

consecutive type 2 DM patients (62 males, 54 females; 
mean age: 58.4±9.5 years; range, 18 to 65 years) at the 
Cardiology Departments of three hospitals, between 
July 2019 and November 2021. The patients included 
in the study were enrolled from three different 
centers. Inclusion criteria for the study were patients 
with a diagnosis of type 2 DM, who were evaluated 
by echocardiography (ECHO) and whose HbA1c 
level was followed. Exclusion criteria from the study 
were pregnant patients, active infection, malignancy, 
hematological diseases, rheumatological diseases, life 

expectancy <1 year, anemia, severe kidney or liver 
failure, acute coronary syndrome, coronary artery 
disease, moderate to severe heart valve disease, acute 
decompensated or cardiac failure, cardiac pacemaker 
implantation history, patients who were hypertensive 
at the time of examination (systolic blood pressure 
≥140 mmHg or diastolic blood pressure ≥90 mmHg), 
and patients with severe arrhythmia. The patients 
were divided into two groups as those without 
LVDD (n=55, Group 1) and those with LVDD 
(n=61, Group 2).

Venous blood samples were taken from all patients 
included in the study after an overnight fasting period. 
Blood was drawn from the anterior surface of the 
forearm in the supine position. For the complete blood 
count, blood was drawn into tubes containing standard 
EDTA, and measurements were made immediately 
after blood collection. Drugs used by the patients, 
demographic data, and echocardiographic data were 
obtained from hospital records.

Echocardiographic evaluation was performed with 
a GE Vivid 5 (5-1 MHz multi-frequency probe; GE 
Medical Systems, Milwaukee, USA) instrument using 
standard protocol. Echocardiographic images were 
obtained in four standard views (parasternal long axis, 
parasternal short axis, apical two chamber, and apical 

Table 1
Demographic and comorbid characteristic results

Group 1 (n=55) Group 2 (n=61) Total (n=116)
Parameters n % Mean±SD n % Mean±SD n % Mean±SD p
Age (year) 57.8±9.4 59.0±9.7 58.4±9.5 0.459
Sex

Male 28±50.9 34±55.7 62±53.4 0.603
Systolic BP (mmHg) 124.15±17.8 131.48±18.9 128.0±18.7 0.034
Diastolic BP (mmHg) 69.44 ±10.6 72.67±11.7 71.1±11.3 0.123
Heart rate/min 72.9±11.7 74.0±13.9 73.5±12.9 0.635
Chest pain 28 50.9 32 52.5 60 51.7 0.868
Palpitation 13 23.6 15 24.6 28 24.1 0.905
Dyspnea 11 20.0 27 44.3 38 32.8 0.005
Smoker 21 38.2 29 47.5 50 43.1 0.309
Hypertension 26 47.3 31 50.8 57 49.1 0.703
Stroke/TIA 8 14.5 6 9.8 14 12.1 0.437
Hyperlipidemia 33 60.0 37 60.7 70 60.3 0.943
CKD 3 5.5 8 13.1 11 9.5 0.160
SD: Standard deviation; BP: Blood pressure; TIA: Transient ischemic attack; CKD: Chronic kidney disease.
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four chamber) using the methods recommended by 
the American Society of Echocardiography.[8] The 
left ventricular ejection fraction was evaluated using 
Simpson's method from the biplane apical four-and 
two-chamber views.[8] Pulsed-wave Doppler-derived 
transmitral inf low velocities were measured in apical 
four-chamber imaging. While evaluating the diastolic 
parameters, a single measurement was made from an 
optimal image.

A detailed medical history was taken from all 
patients at the time of admission. Hypertension was 
defined as systolic blood pressure ≥140 mmHg, diastolic 
blood pressure ≥90 mmHg, or using antihypertensive 
medication. Patients with a fasting glucose level 

≥126 mg/dL, using antidiabetic agents, or HbA1c 
>6.5% were considered DM in accordance with the 
American Diabetes Association.[9] The tests were 
performed after anemia was excluded. The ratio (E/e') 
of mitral inf low (E) and mitral annular (e') velocities 
were obtained in apical four-chamber imaging using 
pulsed-wave Doppler. Patients with an early to late 
diastolic transmural f low velocity (E/A) ratio <1, mean 
E/e' >14, septal e' <7 cm/s, or lateral e' <10 cm/s were 
considered LVDD due to its high specificity.[10]

Statistical analysis
Data were analyzed using the IBM SPSS version 

25.0 software (IBM Corp., Armonk, NY, USA). 
The Kolmogorov-Smirnov and Shapiro-Wilk tests 

Table 2
Hemogram, biochemical, and echocardiographic results

Group 1 (n=55) Group 2 (n=61) Total (n=116)
Parameters n % Mean±SD n % Mean±SD n % Mean±SD p
Uric acid (mg/dL) 5.30±1.02 5.41±1.02 5.36±1.02 0.590
Creatinine (mg/dL) 0.91±0.20 1.04±0.84 0.98±0.62 0.241

WBC (¥103/L) 8.11±2.06 8.62±2.62 8.98±2.18 0.202

Hemoglobin (g/dL) 13.64±1.28 13.48±1.59 13.55±1.45 0.566

Platelet (¥103/µL) 252.91±42.19 257.72±64.91 255.44±55.14 0.641

Total cholesterol (mg/dL) 195.78±57.18 182.34±48.10 188.72±52.80 0.172
Triglyceride (mg/dL) 156.16±76.54 171.09±135.31 164.01±111.17 0.473
HDL (mg/dL) 44.20±11.73 40.64±11.50 42.33±11.70 0.102
LDL (mg/dL) 118.73±55.64 119.98±93.56 119.38±77.60 0.931
Sodium (mEq/L) 137.58±13.72 139.36±2.79 138.52±9.66 0.324
Potassium (mmol/L) 4.48±0.39 4.51±0.47 4.49±0.43 0.686
HbA1c (%) 6.96±1.23 9.00±2.19 8.03±2.06 <0.001
TSH (µIU/mL) 2.01±1.28 2.25±1.41 2.13±1.35 0.345
LVEF (%) 57.9±5.3 57.8±4.3 57.9±4.8 0.950
LVEDD (mm) 47.09±3.49 47.77±4.81 47.45±4.23 0.390
LVESD (mm) 29.05±4.07 29.67±4.91 29.38±4.53 0.465
LVH 9 16.3 13 21.31 22 18.96 0.497
LA (mm) 35.31±7.25 36.38±5.27 35.87±6.28 0.361
E (cm/s) 104.52±37.32 85.51±29.58 94.53±34.67 0.003
A (cm/s) 87.81±25.14 91.39±24.27 89.7±24.65 0.438

Septal e¢ (cm/s) 10.78±2.57 5.34±1.14 7.92±3.35 <0.001

E/A 1.25±0.51 1.02±0.53 1.13±0.53 0.021

E/e¢ 9.69±2.73 16.00±1.69 13.01±3.87 <0.001

SD: Standard deviation; WBC: White blood cell; HDL: High density lipoprotein; LDL: Low density lipoprotein; HbA1c: Hemoglobin A1c; TSH: Thyroid stimulate 
hormone; LVEF: Left ventricular ejection fraction; LVEDD: Left ventricular end-diastolic diameter; LVESD: Left ventricular end-systolic diameter; LVH: Left 
ventricular hypertrophy; LA: Left atrium.
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were applied to determine whether the study data 
were normally distributed. Categorical variables 
were expressed as frequencies and percentages, and 
quantitative variables were expressed as the mean and 
standard deviation. Receiver operating characteristics 
(ROC) analysis was performed to determine the 
HbA1c cut-off value. The cut-off value was determined 
according to the Youden index. The significance level 
was accepted as p<0.05.

RESULTS
There was no significant difference between the 

groups in terms of mean age and sex (57.8±9.4 
vs. 59.0±9.7, p=0.459; 50.9% vs. 55.7%, p=0.603, 
respectively). Dyspnea finding was significantly higher 
in Group 2 (44.3% vs. 20%, p=0.005). There was no 
significant difference between the groups in terms of 
hypertension (47.3% vs. 50.8%, p=0.703) and chronic 
kidney disease (5.5% vs. 13.1%, p=0.160) (Table 1). 
Other demographic data and comorbid diseases of the 
groups are given in Table 1.

The HbA1c level was significantly higher in 
Group 2 (6.96±1.23 vs. 9.00±2.19, p<0.001). There 
was no significant difference between the groups in 
terms of left ventricular ejection fraction (57.9±5.3 vs. 
57.8±4.3, p=0.950) and left ventricular hypertrophy 
(16.3% vs. 21.31%, p=0.497). While the E/e' ratio 
was 9.69±2.73 in Group 1, it was 16.00±1.69 in 
Group 2, and there was a significant difference 

between the two groups (p<0.001). A significant 
difference was observed between the two groups in 
E/A ratio (1.25±0.51 vs. 1.02±0.53, p=0.021, Table 2). 
Other hemogram, biochemical, and echocardiographic 
parameters are summarized in Table 2. The patients 
are compared in terms of the medical treatments they 
received in Table 3.

Table 3
The drugs used by patients

Group 1 (n=55) Group 2 (n=61) Total (n=116)
Parameters n % n % n % p
Beta-blockers 34 61.8 41 67.2 75 64.7 0.544
ACE-I 16 29.1 16 26.2 32 27.6 0.731
ARBs 8 14.5 15 24.6 23 19.8 0.175
MRAs 4 7.3 7 11.5 11 9.5 0.440
Dihydropyridine CCB 11 20.0 8 13.1 19 16.4 0.317
Non-dihydropyridine CCB 5 9.1 2 3.3 7 6.0 0.189
Statin 37 67.3 45 73.8 82 70.7 0.443
Furosemide 4 7.3 7 11.5 11 9.5 0.440
Thiazide diuretic 8 14.5 14 23.0 22 19.0 0.249
Antithrombocyte drugs 44 80.0 52 85.2 96 82.8 0.455
ACE-I: Angiotensin-converting enzyme inhibitors; ARBs: Angiotensin receptor blockers; MRAs: Mineralocorticoid receptor antagonists; CCB: Calcium channel 
blockers.

Figure 1. Cut-off value of HbA1c associated with LVDD in 
ROC curve analysis.
LVDD: Left ventricular diastolic dysfunction; HbA1c: 
Hemoglobin A1c; ROC: Receiver operating characteristics.
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Receiver operating characteristics analysis was 
used to evaluate the power of HbA1c in predicting 
LVDD. Hemoglobin A1c was found to be a predictor 
of LVDD in the type 2 DM patients with a cut-off 
value of 7.35, sensitivity of 80%, and specificity 
of 80% (AUC: 0.805; 95% confidence interval: 
0.718-0.892; p<0.001; Figure 1).

DISCUSSION
In our study, we determined that HbA1c levels 

may be a predictor of LVDD in type 2 DM 
patients. Hyperglycemia is a risk factor for HF 
in individuals with type 2 DM.[11] Structural, 
functional, and metabolic disorders develop as a 
result of the relationship between DM and HF. 
This leads to the emergence of more comorbid 
diseases and a worse prognosis. In addition, LVDD 
can be defined as the earliest functional change in 
type 2 DM patients.[12] Type 2 DM is known as an 
important factor associated with hypertension or 
obesity, as well as HFpEF, which often manifests 
as LVDD. Additionally, higher HbA1c levels 
have been associated with increased mortality in 
HF patients.[13] Hyperglycemia has deleterious 
effects on the myocardium. It up-regulates the 
renin-angiotensin-aldosterone system, increases 
oxidative stress, leads to the accumulation of 
glycation end products, and causes interstitial 
f ibrosis in the heart muscle.[14] The HbA1c level is 
now recommended as the standard for testing and 
monitoring diabetes.[15] Giorda et al.[16] found that 
HbA1c is correlated with LVDD in patients with 
type 2 DM. Zuo et al.[17] revealed that the correlation 
between LVDD and HbA1c in type 2 DM patients 
was higher in patients with a normal body mass 
index. In a study by Di Pino et al.,[18] elevated 
HbA1c levels were associated with subclinical 
cardiac changes in patients with prediabetes, 
resulting in a lower E/A ratio and higher left atrial 
volume. Additionally, an independent relationship 
was found between E/e' ratio and HbA1c in this 
study.[18] In a recent study, it was emphasized that 
an E/e' ratio higher than 15 was associated with 
diastolic dysfunction.[19] This is consistent with our 
f indings and previous studies conducted on patients 
with alterations in glucose homeostasis. Stahrenberg 
et al.[20] demonstrated in their study that glucose 
metabolism is associated with LVDD and HbA1c 
is associated with E/e' ratio. In another recent 
study, it was reported that hypoglycemia may also 

affect diastolic functions.[21] In addition, another 
study on the risk of atherosclerosis reported that 
the E/e' ratio was often within the normal range 
but was also positively associated with HbA1c.[22] 
These results reveal that HbA1c may be a marker of 
asymptomatic LVDD, the most prominent feature 
of DCM.[23] It has also been reported that a 1% 
increase in HbA1c level is associated with an 8% 
increase in the risk of HF.[24] Jain et al.[25] reported 
that the frequency of LVDD increases as the HbA1c 
level increases. Hameedullah et al.[26] found a strong 
correlation between HbA1c levels and diastolic 
indices in their study on 60 patients with type 2 DM. 
The results we obtained in our study support all 
these f indings in the literature. As mentioned 
earlier, the pathogenesis of cardiac dysfunction 
associated with DM is multifactorial. Type 2 DM 
is thought to play a key role in the development 
of LVDD-related HFpEF.[23] Since there is still 
no effective pharmacological treatment in HFpEF 
patients, the importance of simple glycemic control 
with HbA1c monitoring becomes evident.

The main limitations of this study are its 
retrospective design and the relatively limited 
number of patients. In this respect, the results of 
the study cannot be generalized. In addition, we 
did not measure left atrial volume index (LAVI) 
during ECHO. In this respect, we did not examine 
all parameters indicative of diastolic dys function. 
Although we excluded many parameters that may 
affect diastolic functions, we could not exclude 
parameters that may affect diastolic functions such 
as chronic kidney disease, hypertension, and age. 
However, since there was no significant difference 
between the groups in terms of these parameters, 
we think that our study has a limited effect on the 
results. A single HbA1c value may not ref lect the 
effect of hyperglycemia on diastolic function. In 
addition, we could not exclude the use of drugs that 
may have an effect on diastolic parameters.

In conclusion, as LVDD is quite common in the 
type 2 DM patient population and hyperglycemia is 
closely related to LVDD, providing close glycemic 
monitoring with HbA1c levels can reduce HFpEF 
development due to LVDD. Preventing the 
development of HFpEF is also of great importance in 
preventing long-term comorbid conditions.

Ethics Committee Approval: The study protocol 
was approved by the Bakırçay University Çiğli Training 



Cardiovasc Surg Int102

www.e-cvsi.orgCardiovascular Surgery and Interventions, an open access journal

and Research Hospital Ethics Committee (Date/no: 
29.04.2022/580). The study was conducted in accordance 
with the principles of the Declaration of Helsinki.

Patient Consent for Publication: A written informed 
consent was obtained from each patient.

Data Sharing Statement: The data that support the 
findings of this study are available from the corresponding 
author upon reasonable request.

Author Contributions: Idea/concept, design, data 
collection and/or processing, literature review, writing the 
article: T.G.; Idea/concept, design, control/supervision, data 
collection and/or processing, literature review, critical review: 
M.K.; Control/supervision, data collection and/or processing, 
analysis and/or interpretation, critical review: O.Ş.

Conf lict of Interest: The authors declared no conf licts 
of interest with respect to the authorship and/or publication 
of this article.

Funding: The authors received no financial support for 
the research and/or authorship of this article.

REFERENCES
1.	 Zinman B, Wanner C, Lachin JM, Fitchett D, Bluhmki 

E, Hantel S, et al. Empaglif lozin, cardiovascular 
outcomes, and mortality in type 2 diabetes. N Engl J Med 
2015;373:2117-28.

2.	 Galderisi M. Diastolic dysfunction and diabetic 
cardiomyopathy: Evaluation by Doppler echocardiography. 
J Am Coll Cardiol 2006;48:1548-51.

3.	 Schannwell CM, Schneppenheim M, Perings S, Plehn G, 
Strauer BE. Left ventricular diastolic dysfunction as an 
early manifestation of diabetic cardiomyopathy. Cardiology 
2002;98:33-9.

4.	 Yan D, Luo X, Li Y, Liu W, Deng J, Zheng N, et al. Effects 
of advanced glycation end products on calcium handling in 
cardiomyocytes. Cardiology 2014;129:75-83.

5.	 Keser BN, Kaya F, Sandal V, Kırman ÜN, Tutal MR, 
Kocaaslan C, et al. Hemoglobin A1c levels do not predict 
primary arteriovenous fistula failure in hemodialysis 
patients. Cardiovasc Surg Int 2021;8:139-44.

6.	 Özgök A, Ulus AT, Karadeniz Ü, Demir A, Kazancı D, 
Özyalçın S, et al. Does uncontrolled diabetes mellitus affect 
cerebral hemodynamics in heart surgery? Turk Gogus Kalp 
Dama 2020;28:84-91.

7.	 Hassan Ayman KM, Abdallah Mahmoud A, Abdel-
Mageed Eman A, Sayed Marwa, Soliman Mona M, Kishk 
Yehia T. Correlation between left ventricular diastolic 
dysfunction and dyslipidaemia in asymptomatic patients 
with new-onset type 2 diabetes mellitus. Egypt J Intern 
Med 2021;33:8.

8.	 Lang RM, Badano LP, Mor-Avi V, Afilalo J, Armstrong A, 
Ernande L, et al. Recommendations for cardiac chamber 
quantification by echocardiography in adults: An update 
from the American Society of Echocardiography and the 

European Association of Cardiovascular Imaging. J Am Soc 
Echocardiogr 2015;28:1-39.e14.

9.	 American Diabetes Association. 2. Classification and 
diagnosis of diabetes. Diabetes Care 2017;40(Suppl 
1):S11-S24.

10.	 Nagueh SF, Smiseth OA, Appleton CP, Byrd BF 3rd, 
Dokainish H, Edvardsen T, et al. Recommendations for 
the evaluation of left ventricular diastolic function by 
echocardiography: An update from the American Society 
of Echocardiography and the European Association 
of Cardiovascular Imaging. J Am Soc Echocardiogr 
2016;29:277-314.

11.	 Skrtic S, Cabrera C, Olsson M, Schnecke V, Lind M. 
Contemporary risk estimates of three HbA1c variables 
in relation to heart failure following diagnosis of type 2 
diabetes. Heart 2017;103:353-8.

12.	 Yokota S, Tanaka H, Mochizuki Y, Soga F, Yamashita K, 
Tanaka Y, et al. Association of glycemic variability with left 
ventricular diastolic function in type 2 diabetes mellitus. 
Cardiovasc Diabetol 2019;18:166.

13.	 Romero SP, Garcia-Egido A, Escobar MA, Andrey JL, Corzo 
R, Perez V, et al. Impact of new-onset diabetes mellitus 
and glycemic control on the prognosis of heart failure 
patients: A propensity-matched study in the community. Int 
J Cardiol 2013;167:1206-16.

14.	 Miki T, Yuda S, Kouzu H, Miura T. Diabetic cardiomyopathy: 
Pathophysiology and clinical features. Heart Fail Rev 
2013;18:149-66.

15.	 American Diabetes Association. 6. Glycemic targets: 
Standards of medical care in diabetes-2018. Diabetes Care 
2018;41(Suppl 1):S55-S64.

16.	 Giorda CB, Cioffi G, de Simone G, Di Lenarda A, Faggiano 
P, Latini R, et al. Predictors of early-stage left ventricular 
dysfunction in type 2 diabetes: Results of DYDA study. Eur 
J Cardiovasc Prev Rehabil 2011;18:415-23.

17.	 Zuo X, Liu X, Chen R, Ou H, Lai J, Zhang Y, et al. An in-depth 
analysis of glycosylated haemoglobin level, body mass index 
and left ventricular diastolic dysfunction in patients with 
type 2 diabetes. BMC Endocr Disord 2019;19:88.

18.	 Di Pino A, Mangiafico S, Urbano F, Scicali R, Scandura S, 
D'Agate V, et al. HbA1c identifies subjects with prediabetes 
and subclinical left ventricular diastolic dysfunction. J Clin 
Endocrinol Metab 2017;102:3756-64.

19.	 Şafak Ö, Gürsoy O, Emren V, Demir E, Yıldırım T, Argan 
O, et al. Echocardiographic reference ranges for normal 
cardiac Doppler data in healthy Turkish population: ECHO-
DOP-TR Trial. Echocardiography 2020;37:1374-81.

20.	 Stahrenberg R, Edelmann F, Mende M, Kockskämper 
A, Düngen HD, Scherer M, et al. Association of glucose 
metabolism with diastolic function along the diabetic 
continuum. Diabetologia 2010;53:1331-40.

21.	 Akhan O, Ardahanli I. Hypoglycemia in the emergency, 
is there any effect on endothelial and diastolic functions? 
Echocardiography 2021;38:450-9.

22.	 Skali H, Shah A, Gupta DK, Cheng S, Claggett B, Liu J, 
et al. Cardiac structure and function across the glycemic 
spectrum in elderly men and women free of prevalent heart 



103Güzel et al. LVDD and hemoglobin A1c level in type-2 DM

www.e-cvsi.orgCardiovascular Surgery and Interventions, an open access journal

disease: The atherosclerosis risk in the community study. 
Circ Heart Fail 2015;8:448-54.

23.	 From AM, Scott CG, Chen HH. The development of heart 
failure in patients with diabetes mellitus and pre-clinical 
diastolic dysfunction a population-based study. J Am Coll 
Cardiol 2010;55:300-5. 

24.	 Aroor AR, Mandavia CH, Sowers JR. Insulin resistance 
and heart failure: Molecular mechanisms. Heart Fail Clin 
2012;8:609-17.

25.	 Jain S, Nawal C, Singh A, Chejara R, Barasara S, Marker S. 
Echocardiographic evaluation of left ventricular diastolic 
dysfunction in recently diagnosed type 2 diabetes mellitus. 
International Journal of Research in Medical Sciences 
2018;6:1691-3.

26.	 Hameedullah, Faheem M, Bahadar S, Hafizullah M, Najeeb 
S. Effect of glycaemic status on left ventricular diastolic 
function in normotensive type 2 diabetic patients. J Ayub 
Med Coll Abbottabad 2009;21:139-44.


