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Abstract
Background Left ventricular (LV) diastolic dysfunction can be a sole cause of all-cause mortality, while increased
epicardial fat thickness (EFT) is signi cantly correlated with impairment of LV diastolic function. Herein, we
examined the relationship between EFT measured by echocardiography and LV diastolic function in a Beijing
community population.
Methods We included 1004 participants in this study. Echocardiographic parameters including E and A peak
velocity, the early diastolic velocities (e’) of the septal and lateral of mitral annulus using tissue doppler imaging,
E/e’, and EFT, were measured. EFT1 was measured perpendicularly on the right ventricular free wall at enddiastole in the extension line of the aortic root. EFT2 was the maximum thickness measured perpendicularly on
the right ventricular free wall at end-diastole. Multivariate linear regression was used to analyze the relationship
between EFT and the mean e’ and E/e’.
Results The mean age of the participants was 63.91 ± 9.02 years old (51.4% men). EFT1 and EFT2 were
negatively correlated with e’ lat, e’ sep, and e’ mean (p < 0.05), and positively correlated with E/e’ lat, E/e’ sep, and
E/e’ mean. Multivariate regression analysis showed that EFT1 and EFT2 were independently and negatively
correlated with e’ mean (EFT1: β = −0.089 [95% con dence interval = −0.177, −0.000, p = 0.050]; EFT2: β = −0.078
[95% con dence interval = −0.143, −0.012, p = 0.020]). There were no interactions between EFT and any
covariates, including age or heart groups, sex, BMI, or presence of hypertension, diabetes, or coronary heart
disease in relation to LV diastolic dysfunction.
Conclusions EFT was negatively and independently correlated with e’ mean, suggesting that more attention to this
type of adipose fat is required for cardiovascular disease therapy.

Introduction
There has been a progressive increase in the incidence of obesity with the increasing prevalence of unhealthy
lifestyles in recent years. An increase in visceral fat is the main manifestation of the abnormal fat distribution in
obesity, which is closely related to cardiovascular disease, metabolic syndrome (1). Therefore, abnormal fat
distribution should be taken into account when considering cardiovascular risk assessment.
There are two types of fat around the heart, including epicardial and pericardial fat(2). Epicardial fat is located
between the myocardium and visceral pericardium. Pericardial fat is located on the external surface of the parietal
pericardium (2). Epicardial fat is an important endocrine and paracrine organ producing variety of active
substances (2). Epicardial fat is closely associated with obesity, metabolic syndrome, and heart disease,
especially coronary artery disease (CAD) (3), and can predict the cardiovascular disease and mortality in patients
with type 2 diabetes (4).
Left ventricular (LV) diastolic dysfunction is one of the main reason of all-cause mortality (5). Obesity is one of
the important risk factors for the heart failure with preserved EF. (6). Intramyocardial fat was correlated with LV
diastolic dysfunction in HFpEF patients (7). Further, an increased epicardial fat thickness (EFT) was correlated
with LV diastolic function impairment in obesity and coronary heart disease (CHD) patients (8–10). However,
there is still a lack of community population research. Thus, we examined the relationship between EFT measured
by echocardiography and LV diastolic function in a Beijing community population.
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Methods

Population
All residents who were more than 40 years of age and lived in Shi Jing Shan district of Beijing were invited.
Residents were contacted by recruitment advertisements or by telephone, and those volunteering to participate
were included. Of the 5593 individuals who were ≥ 40 years of age, 1058 (18.9%) volunteered to participate in this
study. The investigation started in July 2004 and ended in June 2005. Participants who had echocardiography
were recruited in this study, while participants who had valve disease, evident arrhythmia (including atrial
brillation), regional wall movement abnormal, or a LV ejection fraction (LVEF) < 50% were excluded. A nal 1004
participants were included in this study. The study was approved by the institutional review board of Peking
University First Hospital, and informed consent was obtained from all participants.

De nition Of Cardiovascular Risk Factors And Disease
Waist circumference (WC) was measured in the standing position using the middle circumference between the
lower rib margin and the iliac crest. Body mass index (BMI) was calculated. After a rest period of 15 min, blood
pressure (BP) was measured three times, with 5-min intervals between each measurement, at the right upper arm
in a sitting position with a mercury sphygmomanometer. Mean systolic BP and diastolic BP were calculated
based on the three measurements. Total cholesterol and total triglyceride were analyzed by a fasting blood
sample using standard techniques in the Beijing Hypertension League Institute. Participants with cigarette
smoking history were identi ed as smokers. Hypertension was de ned as o ce systolic BP ≥ 140 mmHg and/or
diastolic BP ≥ 90 mmHg, or history or the usage of antihypertensive drugs. Diabetes was diagnosed according to
each participant’s interview and use of hypoglycemic drugs. Participants with a fasting glucose ≥ 7.0 mmol/L
and a 2-h glucose ≥ 11.1 mmol/L on the oral glucose tolerance test were also de ned as diabetic. Stroke,
including intracerebral hemorrhage, cerebral infarction, and transient ischemic attack, was determined based on a
history of data collected from hospitalizations and outpatient records, which were con rmed by computed
tomography (CT) or magnetic resonance imaging (MRI) scan (11). A history of old myocardial infarction,
percutaneous coronary intervention, and coronary artery bypass grafting were all included in CHD.

Echocardiography
Echocardiography was performed using a 3-MHz transducer in an ultrasound system (Vivid-7; General Electric).
According to the guidelines (12), standard images were collected and stored. One experienced echocardiography
doctor blinded to the clinical picture of the participants measured the echo parameters in Peking University First
Hospital central lab.
LV internal dimensions, LV wall thickness, and LVEF (measured by the Teichholtz method) were measured
following the recommendations(12). LV mass (LVM) was calculated as LVM = 0.8 ⋅ 1.04 ⋅ ([PWTd + VSTd +
LVIDd]3 – [LVIDd]3) + 0.6 g, where PWTd and SWTd are the posterior and septal wall thickness at end diastole,
respectively, and LVIDd is the LV dimension at end diastole (12). LV mass index (LVMI) was calculated. The
biplane method was used to measure the maximum left atrial volume (LAV), and LAV index (LAVI) was calculated.
Transmitral in ow velocities were measured using pulsed doppler at the mitral valve lea et tips in the apical fourPage 3/14

chamber view. E wave velocity, A wave velocity, E/A ratio and the E wave deceleration time (DT) was measured.
Tissue doppler imaging was used to measure LV myocardial velocities in the apical four-chamber view, the early
diastolic velocities (e’) of the septal and lateral mitral annulus were measured. The e’ mean was calculated as the
mean of the septal e’ (e’ sep) and lateral e’ (e’ lat). The E/e’ was calculated, and the E/e’ mean was calculated as
the mean of the septal E/e’ (E/e’ sep) and lateral E/e’ (E/e’ lat) regions. The mean doppler values were obtained
over three different cardiac cycles.
EFT was identi ed as the echo-free space between the myocardium and the visceral layer of the pericardium from
the parasternal long axis view. EFT1 was measured in the extension line of the aortic root and perpendicularly on
the right ventricular free wall. EFT2 was the maximum thickness measured perpendicularly on the right ventricular
free wall. Both EFTs were measured at end-diastole. The intra class correlation coe cient was used to evaluate
intra-researcher and inter-researcher consistency. Interobserver values for EFT1 and EFT2 were 0.897 (95%
con dence interval [CI]: 0.794−0.949, p < 0.05) and 0.914 (95% CI: 0.827−0.958, p < 0.05), respectively, while
intraobserver values for EFT1 and EFT2 were 0.532 (95% CI: 0.218−0.746, p < 0.05) and 0.548 (95% CI:
0.240−0.756, p < 0.05), respectively.

Statistical analysis
Measurement data are presented as mean ± standard deviation, while counting data are presented as
percentages. Spearman correlation was used to analyze the correlation of EFT with echocardiographic
parameters. Multivariate linear regression was used to analyze the relationship between EFT and e’ mean and E/e’
mean, adjusting for age, heart rate, WC, hypertension, diabetes, and CHD. Subgroup analyses and interaction tests
were used to examine the EFT2 and e’ mean according to age (< 65 years and ≥ 65 years), sex (male and female),
BMI (< 28 kg/m2 and ≥ 28 kg/m2), heart rate (< 80 beats per min and ≥ 80 beats per min), hypertension (yes or
no), diabetes mellitus (yes or no), and CHD (yes or no). A p-value < 0.05 (two-sided) was considered statistically
signi cant for all tests. All analyses were performed with statistical software (Empower(R),
www.empowerstats.com; X&Y solutions, Inc., Boston, MA, USA; R [http://www.R-project.org] v3.4.3; SPSS v13.0).

Results
The general characteristics of the participants are shown(Table 1). The mean age was 63.91 ± 9.02 years of age,
and 51.4% of participants were male. The prevalence of hypertension was 80.0%, diabetes was 29.4%, CHD was
12%, and stroke was 16.1%. The echocardiography parameters of the participants are shown in Table 2. The e’ lat,
e’ sep, and e’ mean were all reduced compared to normal values, while there were no changes in indicators of LV
lling pressure (E/e’ sep, E/’ lat, and E/e’ mean).
EFT1 and EFT2 were positively correlated with interventricular septum thickness and LV posterior wall thickness
(p < 0.05), but not with LVMI and LAVI (p > 0.05). EFT1 and EFT2 were negatively correlated with E and E/A (p <
0.05), and positively correlated with A and DT (p > 0.05). EFT1 and EFT2 were negatively correlated with e’ lat, e’
sep, and e’ mean (p < 0.05), and positively correlated with E/e’ lat, E/e’ sep, and E/e’ mean (p < 0.05) (Table 3).
Univariate analysis showed that EFT1 and EFT2 were negatively correlated with e’ mean, while multivariate
regression analysis showed that the two EFTs were negatively correlated with e’mean after adjusting for age, sex,
heart rate, WC, hypertension, diabetes, and CHD. EFT1 and EFT2 were not independently related with E/e’ mean on
univariate analysis or multivariate regression analysis (Table 4). Results of subgroup analysis of the relationship
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between e’ mean and EFT2 are shown in Fig. 1. There were no interactions between EFT2 and any covariates,
including age and heart groups, sex, BMI, or presence of hypertension, diabetes, or CHD. These ndings were
consistent with EFT1 (data were not shown).

Discussion
There are many studies about the association of adipose tissue and LV diastolic dysfunction, including global
adiposity (13), central adiposity (14), and visceral adiposity (15). Epicardial fat plays an important role in lipid and
energy metabolism, which can also have harmful effects because it can secret many proatherogenic and
proin ammatory cytokines (16). In our study, EFT measured by echocardiography was independently correlated
with e’ mean, but not with E/e’ mean, in a high-risk community population with an LVEF ≥ 50%. Subgroup analysis
showed no interaction with age, sex, BMI, heart rate, or preexisting conditions such as hypertension, diabetes, or
CHD, and no correlation of EFT2 with e’ mean.
Epicardial fat can be assessed by multiple imaging methods, including CT, MRI, and echocardiography. The
thickness, area, and volume of epicardial fat can be measured by CT with manual or semi-automated methods.
However, the high cost and radiation exposure associated with CT are disadvantageous, especially in large
population studies. MRI is considered the golden standard for evaluating heart fat, although its use is also limited
because of high cost and high requirement. By contrast, echocardiography is the most convenient method to
evaluate epicardial fat, and is particularly suitable for epidemiological studies. The thickness and area of the
epicardial fat can be measured with echocardiography (3), although the image quality has a marked in uence on
accuracy. Further, there can be differences between different readers. We used echocardiography to evaluated EFT
in the present study. Echocardiography is widely used to evaluate epicardial fat (3). Using ultrasound
measurements, a Korean study reported a correlation between EFT and CT measurements of epicardial fat
volume (17). Echocardiographic epicardial fat measurements were also shown to have a strong correlation with
MRI measurements (18). It is important to note that paracardial fat consists of epicardial fat and pericardial fat,
which should be distinguished during echocardiography examination. Echocardiographic EFT can be measured
from the parasternal long and short axis views. However, EFT measured from the long axis view (but not the short
axis view) was reported to be the independent predictor of e’ septal and e’ lateral (19).
In the present study, EFT was associated with most echocardiographic parameters. For example, EFT was
positively correlated with ventricular septum and LV posterior wall thickness, but not with LVMI. One study
showed that an increasing epicardial fat was signi cantly related to an increase in LVM because of high free fatty
acids levels, insulin resistance and adrenergic activity, and that increased visceral fat directly affected LV output
to perfuse the increased body mass (20). In that study, the participants were younger (mean age, 46.9 years) and
more obese (BMI, 30−30.5 kg/m2) than in our cohort. A further study reported that EFT was correlated with atria
enlargement in morbidly obese subjects (8). By contrast, we found no associated of EFT with LAVI, although our
participants were older, with a higher prevalence of hypertension. Thus, LVMI and LAVI may be more signi cantly
correlated with hypertension and age.
There are only a few echocardiographic parameters used to evaluate LV diastolic function. Mitral in ow pattern,
including E and A wave velocity, E/A, and E wave DT, are affected by many factors. A signi cant association of e’
with LV relaxation was reported in human subjects (21). The E/e’ ratio can also be used to evaluate LV lling
pressures (22). Further, e’ is a powerful predictor of cardiac mortality in patients, independent of normal or
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abnormal LV systolic function (23, 24), while mitral E/e’ is a strong predictor of cardiac death or rehospitalization
for CHF as well(25). In our correlation analysis, EFT was negatively associated with E, E/A, and e’, and positively
associated with A, DT, and E/e’. In multivariate regression analysis, EFT was independently associated with e’
mean, but not with E/e’. Interestingly, in Japanese patients with known or suspected CAD, EFT was negatively
associated with e’ mean and positively correlated with E/e’ mean (10). Konishi et al. also reported that epicardial
fat volumes measured by CT were signi cantly and independently associated with E/e’ >10 in suspected CAD
patients (15). Further EFT was signi cantly associated with LV diastolic dysfunction in subjects with normal
coronary artery (26). Finally, Dabbah et al. reported that E/e’ was not associated with EFT (19), similar to that in
the present study.
In our subgroup analysis, there was no effect of CHD on the relationship between EFT2 and e’ mean. Cavalcante
and Konishi reported an independent correlation of epicardial fat and E/e’, although as that study included
patients suspected of CAD, some patients may have advanced diastolic dysfunction since ischemia (15).
Hypertension is a risk factor for the occurrence of LV diastolic dysfunction. In patients with newly diagnosed and
untreated hypertension, increased EFT was signi cantly and independently related to the degree of LV diastolic
function (9). In our subgroup analysis, we found no effect of hypertension on the relationship between EFT2 and
e’ mean. It was also reported that EFT was more common in women than men > 60 years old, and that EFT was
signi cantly related to LV function in women, but not men (27). By contrast, we found no interactions of different
ages or sex on the correlation of EFT with e’ mean. All of these contrasting ndings may be relate to the different
imaging methods for evaluating epicardial fat, or to different populations of patients.
There are several limitations to our study. First, epicardial fat was measured by echocardiography rather than MRI
or CT. However, EFT measured by echocardiography was shown to correlate with volumetric measurements.
Second, because of the cross-sectional nature of our study, a causal relationship between EFT and e’ cannot be
determined. Prospective studies examining whether increased EFT is predictive of LV diastolic dysfunction are
required. Finally, the majority of patients were > 40 years of age, and thus our ndings may not re ect the
characteristics of epicardial fat in a younger population.
In summary, EFT measured by echocardiography was independently correlated with the e’ mean, but not with the
E/e’ mean, in a high-risk community population with an LVEF ≥ 50%. Subgroup analysis showed no interaction
with age, sex, BMI, heart rate, or preexisting conditions such as hypertension, diabetes, or CHD, or of the
correlation between EFT and e’ mean.
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Table 1
General characteristics of the study participants
Variables

Values

Sex(male,n %)

516(51.4)

age(years)

63.91 ± 9.02

BMI(kg/m2)

25.88 ± 3.40

WC(cm)

88.72 ± 9.21

SBP(mmHg)

133.98 ± 17.95

DBP(mmHg)

80.07 ± 10.97

HR( / )

71.09 ± 10.04

Smoking(n,%)

352(35.0)

Hypertension(n,%)

803(80.0)

Diabetes(n,%)

295(29.4)

CHD(n,%)

120(12.0)

Stroke(n,%)

162(16.1)

TC(mmol/l)

5.28 ± 1.02

TG(mmol/l)

2.30 ± 1.92

Fast Glucose(mmol/l)

6.36 ± 2.24

BMI body mass index, WC waist circumference, SBP systolic blood pressure, DBP diastolic blood pressure, HR
heart rate, CHD coronary heart disease, TC total cholesterol, TG total triglyceride
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Table 2
Echocardiography parameters of the participants
Variables

Values

IVS(cm)

0.94 ± 0.13

LVPW(cm)

0.92 ± 0.07

LVEDD(cm)

4.30 ± 0.50

LVESD(cm)

2.65 ± 0.90

LVMI(g/m2)

76.91 ± 16.20

LAVI(ml/m2)

34.14 ± 9.83

E peak velocity (cm/s)

78.41 ± 17.91

A peak velocity (cm/s)

89.12 ± 18.39

DT(ms)

245.09 ± 48.22

E/A

0.91 ± 0.27

e’lat(cm/s)

9.37 ± 2.73

e’sep(cm/s)

6.54 ± 2.04

e’mean(cm/s)

7.96 ± 9.83

E/e’lat

8.99 ± 3.18

E/e’sep

12.83 ± 4.02

E/e’mean

10.91 ± 3.26

LVEF(%)

69.11 ± 8.25

EFT1(cm)

0.39 ± 1.26

EFT2(cm)

0.68 ± 1.77

IVS interventricular septum thickness, LVPW left ventricular posterior wall thickness, LVEDD left ventricular end
diastolic diameter, LVESD left ventricular end systolic diameter, LVMI left ventricular mass index, LAVI left atrial
volume index, DT E wave deceleration time, e’ sep septal e’, e’ lat lateral e’, E/e’ lat lateral E/e’, E/e’ sep septal
E/e’, LVEF left ventricular ejection fraction, EFT1 epicardial fat thickness 1 (measured perpendicularly on the
right ventricular free wall at end-diastole in the extension line of the aortic root), EFT2 epicardial fat thickness
2 (the maximum thickness measured perpendicularly on the right ventricular free wall at end-diastole)
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Table 3
Correlation analysis of epicardial fat thickness (EFT) with echocardiography parameters
Epi1

Epi2

IVS

0.108a

0.124a

LVPW

0.115a

0.136a

LVEDD

-0.039

-0.060

LVESD

-0.012

-0.019

LVMI

0.030

0.016

LAVI

-0.029

-0.049

E peak velocity

-0.070a

-0.113a

A peak velocity

0.121a

0.107a

DT

0.073a

0.089a

E/A

-0.154a

-0.206a

e’lat

-0.136a

-0.162a

e’sep

-0.129a

-0.146a

e’mean

-0.138a

-0.180a

E/e’lat

0.093a

0.090a

E/e’sep

0.097a

0.081a

E/e’mean

0.100a

0.090a

LVEF

0.002

-0.009

ap

< 0.05

IVS interventricular septum thickness, LVPW left ventricular posterior wall thickness, LVEDD left ventricular end
diastolic diameter, LVESD left ventricular end systolic diameter, LVMI left ventricular mass index, LAVI left atrial
volume index, DT E wave deceleration time, e’ sep septal e, e’ lat lateral e’, E/e’ lat lateral E/e’, E/e’ sep septal
E/e’, LVEF, left ventricular ejection fraction
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Table 4
Univariate and multivariate regression analysis of epicardial fat thickness (EFT) and e’ mean and E/e’ mean
e’mean
Crudeβ

E/e’mean
Adjustedβ(95%CI)

p

Crudeβ(95%CI)

Adjustedβ(95%CI)

p

-0.089(-0.177,-0.000

0.050

0.212(0.052,0.372)

0.035(-0.116,0.186)

0.652

-0.222

-0.078

0.020

0.181(0.066,0.296)

0.012(-0.099,0.123)

0.829

(-0.297,-0.146)

(-0.143,-0.012)

(95%CI)
EFT1

-0.235

(-0.341,-0.130)
EFT2

Adjusted for age, sex, heart rate, WC, hypertension, dia

Declarations
- Ethical Approval and Consent to participate
The study was approved by the institutional review board of Peking University First Hospital, and informed
consent was obtained from all participants.
- Consent for publication
For all manuscripts that include details, images, or videos relating to an individual person, written informed
consent for the publication of these details have been obtained from that person (or their parent or legal guardian
in the case of children under 18).
- Availability of data and materials
The datasets generated and/or analysed during the current study are not publicly available due to the government
policy but are available from the corresponding author on reasonable request.
- Competing interests
The authors have no con icts of interest to disclose.
- Funding
1. Peking University Medicine Seed Fund for Interdisciplinary Research BMU2018MX002
2. The National Key Research and Development Program of China (No.2017YFC1307704)
- Authors' contributions
Wei Ma: Research design, echo data measurement, data analysis, paper writing
Page 10/14

Baowei Zhang, Ying Yang, Litong Qi: Research design, performing echo , data analysis
Jin Zhou: Research design
Min Li, Jia Jia,: data analysis, paper writing
Yan Zhang, Huo Yong: Research design, data analysis
- Acknowledgements
No
- Authors' information
The corresponding author:
Wei Ma
Address: Division of Cardiology, Peking University First Hospital
Dahongluochang Street, Xicheng District, Beijing, 100034, China
Telephone: +86 13681050902
Fax: +86 10 6613 7748
Email:kmmawei@sina.com
Wei Ma1 MD, Baowei Zhang1 MD, Ying Yang1 MD, Litong Qi1 MD, Jin Zhou1MD, Min Li1, Jia Jia1 MPH, Yan
Zhang1,2MD, Huo Yong1,2MD
Department of Cardiology, Peking University First Hospital, Beijing 100044 China
1.Department of Cardiovascular Disease
Peking University First Hospital
2.Key Laboratory of Molecular Cardiovascular Sciences(Peking University), Ministry of Education

References
1. Hamdy O, Porramatikul S, Al-Ozairi E. Metabolic obesity: the paradox between visceral and subcutaneous fat.
Curr Diabetes Rev. 2006;2(4):367–73.
2. Sacks HS, Fain JN. Human epicardial adipose tissue: a review. Am Heart J. 2007;153(6):907–17.
3. Tekin I, Edem E. Association of Epicardial Fat Tissue with Coronary Artery Disease and Left Ventricle Diastolic
Function Indicators. Med Sci Monit. 2018;24:6367–74.
4. Christensen RH, von Scholten BJ, Hansen CS, Jensen MT, Vilsbøll T, Rossing P, et al. Epicardial adipose tissue
predicts incident cardiovascular disease and mortality in patients with type 2 diabetes. Cardiovasc Diabetol.
2019;18(1):114.
Page 11/14

5. Halley CM, Houghtaling PL, Khalil MK, Thomas JD, Jaber WA. Mortality rate in patients with diastolic
dysfunction and normal systolic function. Arch Intern Med. 2011;171(12):1082–7.
6. Haass M, Kitzman DW, Anand IS, Miller A, Zile MR, Massie BM, et al. Body mass index and adverse
cardiovascular outcomes in heart failure patients with preserved ejection fraction: results from the Irbesartan
in Heart Failure with Preserved Ejection Fraction (I-PRESERVE) trial. Circ Heart Fail. 2011;4(3):324–31.
7. Wu C-K, Lee J-K, Hsu J-C, Su M-YM, Wu Y-F, Lin T-T, et al. Myocardial adipose deposition and the development
of heart failure with preserved ejection fraction. Eur J Heart Fail. 2020;22(3):445–54.
8. Iacobellis G, Leonetti F, Singh N, Sharma M. A. Relationship of epicardial adipose tissue with atrial
dimensions and diastolic function in morbidly obese subjects. Int J Cardiol. 2007;115(2):272–3.
9. Turak O, Özcan F, Canpolat U, Işleyen A, Cebeci M, Öksüz F, et al. Increased echocardiographic epicardial fat
thickness and high-sensitivity CRP level indicate diastolic dysfunction in patients with newly diagnosed
essential hypertension. Blood Press Monit. 2013;18(5):259–64.
10. Hachiya K, Fukuta H, Wakami K, Goto T, Tani T, Ohte N. Relation of epicardial fat to central aortic pressure
and left ventricular diastolic function in patients with known or suspected coronary artery disease. Int J
Cardiovasc Imaging. 2014;30(7):1393–8.
11. Liu L, Zhao F, Yang Y, Qi LT, Zhang BW, Chen F, et al. The clinical signi cance of carotid intima-media
thickness in cardiovascular diseases: a survey in Beijing. Journal of Human Hypertension.22(4):259–65.
12. Lang RM, Bierig M, Devereux RB, Flachskampf FA, Foster E, Pellikka PA, et al. Recommendations for chamber
quanti cation: a report from the American Society of Echocardiography's Guidelines and Standards
Committee and the Chamber Quanti cation Writing Group, developed in conjunction with the European
Association of Echocardiography, a branch of the European Society of Cardiology. J Am Soc Echocardiogr.
2005;18(12):1440–63.
13. Russo C, Jin Z, Homma S, Rundek T, Elkind MSV, Sacco RL, et al. Effect of obesity and overweight on left
ventricular diastolic function: a community-based study in an elderly cohort. J Am Coll Cardiol.
2011;57(12):1368–74.
14. Ammar KA, Red eld MM, Mahoney DW, Johnson M, Jacobsen SJ, Rodeheffer RJ. Central obesity:
association with left ventricular dysfunction and mortality in the community. Am Heart J. 2008;156(5):975–
81.
15. Konishi M, Sugiyama S, Sugamura K, Nozaki T, Matsubara J, Akiyama E, et al. Accumulation of pericardial
fat correlates with left ventricular diastolic dysfunction in patients with normal ejection fraction. J Cardiol.
2012;59(3):344–51.
16. Iacobellis G, Corradi D, Sharma AM. Epicardial adipose tissue: anatomic, biomolecular and clinical
relationships with the heart. Nat Clin Pract Cardiovasc Med. 2005;2(10):536–43.
17. Kim BJ, Kang JG, Lee SH, Lee JY, Sung KC, Kim BS, et al. Relationship of Echocardiographic Epicardial Fat
Thickness and Epicardial Fat Volume by Computed Tomography with Coronary Artery Calci cation: Data
from the CAESAR Study. Archives of Medical Research.S0188440917301534.
18. Iacobellis G, Assael F, Ribaudo MC, Zappaterreno A, Alessi G, Di Mario U, et al. Epicardial fat from
echocardiography: a new method for visceral adipose tissue prediction. Obes Res. 2003;11(2):304–10.
19. Dabbah S, Komarov H, Marmor A, Assy N. Epicardial fat, rather than pericardial fat, is independently
associated with diastolic lling in subjects without apparent heart disease. Nutr Metab Cardiovasc Dis.
2014;24(8):877–82.
Page 12/14

20. Iacobellis G, Ribaudo MC, Zappaterreno A, Iannucci CV, Leonetti F. Relation between epicardial adipose tissue
and left ventricular mass. Am J Cardiol. 2004;94(8):1084–7.
21. Sohn DW, Chai IH, Lee DJ, Kim HC, Kim HS, Oh BH, et al. Assessment of mitral annulus velocity by Doppler
tissue imaging in the evaluation of left ventricular diastolic function. J Am Coll Cardiol. 1997;30(2):474–80.
22. Nagueh SF, Appleton CP, Gillebert TC, Marino PN, Oh JK, Smiseth OA, et al. Recommendations for the
evaluation of left ventricular diastolic function by echocardiography. J Am Soc Echocardiogr.
2009;22(2):107–33.
23. Wang M, Yip GWK, Wang AYM, Zhang Y, Ho PY, Tse MK, et al. Peak early diastolic mitral annulus velocity by
tissue Doppler imaging adds independent and incremental prognostic value. J Am Coll Cardiol.
2003;41(5):820–6.
24. Wang M, Yip G, Yu C-M, Zhang Q, Zhang Y, Tse D, et al. Independent and incremental prognostic value of early
mitral annulus velocity in patients with impaired left ventricular systolic function. J Am Coll Cardiol.
2005;45(2):272–7.
25. Dokainish H, Zoghbi WA, Lakkis NM, Ambriz E, Patel R, Quinones MA, et al. Incremental predictive power of Btype natriuretic peptide and tissue Doppler echocardiography in the prognosis of patients with congestive
heart failure. J Am Coll Cardiol. 2005;45(8):1223–6.
26. Topuz M, Dogan A. The effect of epicardial adipose tissue thickness on left ventricular diastolic functions in
patients with normal coronary arteries. Kardiol Pol. 2017;75(3):196–203.
27. Kim S-A, Kim M-N, Shim W-J, Park S-M. Epicardial adipose tissue is related to cardiac function in elderly
women, but not in men. Nutr Metab Cardiovasc Dis. 2017;27(1):41–7.

Figures

Figure 1
Page 13/14

Figure 1

Page 14/14

