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Abstract

Background: The purpose of this study was to quantify myocardial strain on the subendocardial and epicardial
layers of the left ventricle (LV) using tagged cardiovascular magnetic resonance (CMR) and to investigate the
transmural degree of contractile impairment in the chronic ischemic myocardium.

Methods: 3T tagged CMR was performed at rest in 12 patients with severe coronary artery disease who had been
scheduled for coronary artery bypass grafting. Circumferential strain (C-strain) at end-systole on subendocardial and
epicardial layers was measured using the short-axis tagged images of the LV and available software (Intag; Osirix).
The myocardial segment was divided into stenotic and non-stenotic segments by invasive coronary angiography,
and ischemic and non-ischemic segments by stress myocardial perfusion scintigraphy. The difference in C-strain
between the two groups was analyzed using the Mann-Whitney U-test. The diagnostic capability of C-strain was
analyzed using receiver operating characteristics analysis.

Results: The absolute subendocardial C-strain was significantly lower for stenotic (-7.5 ± 12.6%) than non-stenotic
segment (-18.8 ± 10.2%, p < 0.0001). There was no difference in epicardial C-strain between the two groups. Use
of cutoff thresholds for subendocardial C-strain differentiated stenotic segments from non-stenotic segments with
a sensitivity of 77%, a specificity of 70%, and areas under the curve (AUC) of 0.76. The absolute subendocardial C-
strain was significantly lower for ischemic (-6.7 ± 13.1%) than non-ischemic segments (-21.6 ± 7.0%, p < 0.0001).
The absolute epicardial C-strain was also significantly lower for ischemic (-5.1 ± 7.8%) than non-ischemic segments
(-9.6 ± 9.1%, p < 0.05). Use of cutoff thresholds for subendocardial C-strain differentiated ischemic segments from
non-ischemic segments with sensitivities of 86%, specificities of 84%, and AUC of 0.86.

Conclusions: Analysis of tagged CMR can non-invasively demonstrate predominant impairment of subendocardial
strain in the chronic ischemic myocardium at rest.
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Background
Systolic wall thickening of the left ventricle (LV) is dis-
tributed transmurally inhomogeneously. In the normal
myocardium, subendocardial deformation becomes
markedly greater than subepicardial deformation [1].
The progression of myocardial ischemia has a waveform

appearance, which initiates at the subendocardium and
extends in a gradient to the epicardial layer. The suben-
docardium is often the earliest myocardial layer affected
in the processes of ischemia [2].
Intra-myocardial mechanisms, including wall motion

strains and/or the torsion angles, can be measured when
a pre-saturation tag pattern of cardiovascular magnetic
resonance (CMR) is added to cine imaging. The basic
principle is to tag the myocardium physically using spa-
tially selective saturation pulses and to track the displa-
cement of the tagged myocardium. CMR-tagging has
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been well demonstrated in animal studies [3-5]. Myocar-
dial function after infarction has been studied by CMR-
tagging [6-8] and a decrease in the transmural gradient
of circumferential strain (C-strain) has been demon-
strated in rats [7].
The purpose of this study was to quantify myocardial

strain on the subendocardial and epicardial layers of LV
using tagged MR imaging in patients with severe coron-
ary artery disease (CAD) and to investigate the trans-
mural degree of left ventricular deformation in the
chronic ischemic myocardium at rest.

Methods
Patient population
The study protocol was reviewed and approved by the
institutional review board, and written informed consent
was obtained from all patients.
Seventeen patients with coronary artery stenosis, who

were diagnosed as having ≥ 1 severe coronary stenosis
(> 75% stenosis) using quantitative coronary artery
angiography (CAG) and had been scheduled for coron-
ary artery bypass grafting, were registered. All the
patients underwent 3T tagged and late gadolinium
enhancement (LGE) CMR, CAG, and stress 201-thal-
lium myocardial perfusion SPECT within 2 weeks before
revascularization therapy. The 5 of 17 patients who had
LGE areas were excluded in this study. Finally, 12
patients were prospectively enrolled (Table 1). In addi-
tion, the exclusion criteria for this study were as follows:
(i) acute myocardial infarction; (ii) unstable angina; (iii)
a history of previous revascularization therapy (iv)
greater than first degree atrioventricular block; (v) severe
lower cardiac function (left ventricular ejection fraction
< 20%); and (vi) New York Heart Association class IV
congestive heart failure.

In addition, 12 healthy volunteers (8 men, 4 women;
mean age ± standard deviation, 56 ± 9 years) were
enrolled as a control group. In all controls, tagged MR
imaging was performed using the same protocol as for
the patient group.

CMR
All patients underwent CMR with a 3-T clinical unit
(Achieva 3.0T Quarsar Dual; Philips Healthcare, Best,
The Netherlands), 6- or 32-element cardiac phased-
array coils were used for radiofrequency reception, and
a 4-lead vector cardiogram was used for cardiac gating.
After localization of the heart, 8 to 10 contiguous short-
axis sections were used to cover the entire left ventricle
from the base to the apex. Cine images were obtained
using a balanced turbo field-echo sequence. Imaging
parameters were as follows: repetition time = 3.3 msec,
echo time = 1.4 msec, flip angle = 45°, section thickness
= 10 mm, field of view = 380 mm, matrix size = 256 ×
160, SENSE factor = 2, 20 cardiac phases/R-R interval
on ECG.
Tagged CMR images were obtained in the short axis

image plane of the left ventricle by using a 2D turbo
field-echo sequence with a rest grid pulse. Imaging para-
meters were as follows: repetition time = 4.6 msec, echo
time = 2.7 msec, flip angle = 12°, section thickness = 10
mm, field of view = 380 mm, matrix size = 256 × 179,
SENSE factor = 2, tag grid = 6.6 mm, 20 cardiac phases/
R-R interval on ECG. The mid-ventricular level of
tagged CMR was used for analysis of myocardial strain
(Figure 1).

Coronary angiography (CAG)
CAG was performed by standard transfemoral arterial
catheterization. A minimum of 8 projections were
obtained (minimum of 5 views for the left coronary
artery system and minimum of 3 views for the right cor-
onary artery system). All CAG images were saved to
CD-ROM and interpreted by two cardiologists over 10-
years’ clinical experience blinded to any other results (F.
S. and K. K.). Coronary artery segments were evaluated
using a 15-segment AHA coronary tree model. Quanti-
tative angiographic analysis was performed on the most
severe, well-defined lesion in each segment, using a pre-
viously described digital caliper method [9]. In the case
of multiple lesions in a given segment, the worst lesion
categorized the segment. In the cases of multiple abnor-
mal segments per artery, the worst segment categorized
the vessels. In this study, the three vessel-territories
(right coronary artery: RCA, left anterior descending
artery: LAD, left circumflex artery: LCX) were analyzed
according to the above-mentioned form. The stenosis of
the left main trunk (> 50%) was classified as the double-
vessel disease (LAD and LCX).

Table 1 Patient characteristics

No. of patients 12

Age (y) (mean ± SD) 70 ± 7

Gender (male/female) 8/4

BMI (mean ± SD) 23 ± 3

Risk factors

Hypertension 10/12 (83%)

Diabetes mellitus 7/12 (58%)

Hyperlipidemia 10/12 (83%)

Smoking 6/12 (50%)

CAD

Single-vessel disease 2/12 (17%)

Double-vessel disease 3/12 (25%)

Triple-vessel disease 7/12 (58%)

LVEF(%) (evaluated by cone MRI) 53 ± 15

(mean ± SD)
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Stress/redistribution thallium-201 MPS
Adenosine-stress/redistribution thallium-201 MPS was
performed according to the American College of Cardi-
ology/American Heart Association/American Society of
Nuclear Cardiology guidelines for the clinical use of car-
diac radionuclide imaging. Pharmacological stress was
induced with adenosine loading (0.16 mg/kg/min, 5
min) as described by Miyagawa et al. [10]. The adeno-
sine-stress tests were carefully performed without con-
comitant anti-anginal medication and/or caffeine intake
for at least 24 hours before the examination. Standard
ECG, vital signs, and the general condition were con-
tinuously monitored during the stress protocol. Three
minutes after the continuous infusion of adenosine, 111
MBq thallium-201 (FUJIFILM RI Pharma, Tokyo, Japan)
was injected intravenously and flushed with saline.
Stress images and redistribution images were acquired
10 min after the adenosine stress test and 4 h after the
stress images, respectively, using a three-headed SPECT
system (GCA 9300; Toshiba, Tokyo, Japan). Tomo-
graphic reconstruction was performed using a standard
filtered back-projection technique with a ramp filter to
produce a transaxial tomogram. No scatter or attenua-
tion correction was applied. From these transaxial tomo-
grams, the long axis of the left ventricle was identified
and oblique-angled tomograms were generated (i.e., ver-
tical long-axis, short-axis and horizontal long-axis tomo-
grams). The SPECT images were visually and
independently analyzed by two experienced radiologists
(M. N. and T. M.). The slices were displayed sequen-
tially to assess the myocardial perfusion in each vascular
territory. The presence or absence of redistribution was
visually judged in the 4 h images, which were used to
determine whether ischemia was present.

Data Analysis
Tag analysis was performed using the open source soft-
ware Osirix inTag http://www.osirix-viewer.com with the
sine-wave modeling method [11]. The sine-wave model
method is based on simultaneous detection of local spa-
tial phase shift and spatial frequency in bandpass-filtered
images. Image texture may be a regular grid or an irregu-
lar speckle pattern. Although tags deteriorate with time,
while anatomical features penetrate the images, the sine-
wave model method appears relatively robust for these
changes. Within a unique environment, it integrates
motion estimation in sequences of tagged images with
the sine-wave modeling method, automatic extraction of
the heart boundaries, and generation of deformation
parameter maps that are directly exploitable by the clini-
cian. The extraction of the heart boundaries is based on
mask images computed from filtered tagged images gen-
erated in the sine-wave modeling process. Segmentation
tracking is achieved by deforming the extracted contours
on a reference image at mid-systole on the basis of the
estimated motion fields by Sine-wave modeling. High
gradients in motion help to find the external contours of
the heart, as illustrated in Figure 2.
Short-axis tagged images of the mid-LV were divided

into 6 segments as follows: anterior, anteroseptal, infero-
septal, inferior, inferolateral, and anterolateral. Circum-
ferential strain (C-strain) on the subendocardial and
epicardial layer in each segment was measured during
the entire cardiac cycle. At end-systole, subendocardial
and epicardial C-strain was used as estimates of regional
contraction (Figure 3, 4). Inferior and inferoseptal seg-
ments were identified as territories of the right coronary
artery (RCA), anterior and anteroseptal segments were
territories of the left anterior descending artery (LAD),

Figure 1 71-year-old man with triple-vessel disease. Short-axis mid-ventricular views of tagged cine CMR images (left: first frame at end-
diastole; center: end-systole; right: last frame at end-diastole). The tagging grid persists throughout the cardiac phase on cine imaging.
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and inferolateral and anterolateral were territories of the
left circumflex artery (LCX). In patients with CAD, the
6 segments were categorized into ischemic and non-
ischemic segments, according to the results of stress/
redistribution 201-thallium SPECT.

Statistical analysis
Continuous data are expressed as the means ± SD. The
difference in the C-strain value between patients with
CAD and control groups and between subendocardial
and epicardial layers was analyzed using an unpaired t
test. The difference in the C-strain value between the
two groups of ischemic and non-ischemic, and the con-
trol segments was analyzed using the Mann-Whitney U-

test. The diagnostic capability of C-strain was analyzed
using receiver operating characteristics (ROC) analysis.
A probability value of less than 0.05 was considered sta-
tistically significant.

Results
In all patients with CAD, the absolute value of C-strain
was significantly greater for the subendocardial layer
(-14.3 ± 12.7%) than epicardial layer (-7.4 ± 9.5%, p <
0.0005). In all controls, the absolute value of C-strain
was significantly greater for the subendocardial layer
(-15.6 ± 9.8%) than epicardial layer (-10.0 ± 8.8%, p <
0.0005) (Figure 5). There was no difference in

Figure 2 Using inTag Osirix software for tag analysis, first we
draw concentric circles of inner and outer contours of the left
ventricle at end-systolic and divided the short-axis mid-
ventricle into 6 segments (left). The software automatically
plotted the area of the left ventricle and produced a color-coded
strain map that shows low values as cold colors and high value as
hot colors (right).

Figure 3 55-year-old man healthy control . Time curves of
circumferential strain (C-strain) on an anteroseptal segment as
control. The x-axis indicates time frames (20 frame/cycle), and the y-
axis indicates the C-strain value (%). Dotted line indicates the end-
systolic frame. In normal contraction, peak C-strain was a negative
value. The time curve of subendocardial C-strain shows a great peak
at end-systole and epicardial C-strain is relatively small. ■:
subendocardial C-strain, ○: epicardial C-strain.

Figure 4 71-year-old man with triple-vessel disease. Time curves
of circumferential strain (C-strain) on an ischemic anteroseptal
segment. The x-axis indicates time frames (20 frame/cycle), and the
y-axis indicates the C-strain value (%). Dotted line indicates the end-
systolic frame. In the ischemic myocardium, the time curves of C-
strain shows slow slopes and small peaks at end-systole.
Subendocardial C-strain becomes similar to epicardial C-strain. ■:
subendocardial C-strain, ○: epicardial C-strain.

Figure 5 Comparison of subendocardial and epicardial
circumferential strain (C-strain) in controls and patients with
coronary artery disease (CAD). Bars and horizontal lines indicate
means and standard deviations. In controls and patients with CAD,
subendocardial C-strain was significantly greater than epicardial C-
strain (*p < 0.0005).

Nagao et al. Journal of Cardiovascular Magnetic Resonance 2012, 14:14
http://www.jcmr-online.com/content/14/1/14

Page 4 of 8



subendocardial and epicardial C-strain for all segments
between patients with CAD and control groups.

C-strain vs. CAG
CAG detected 19 significant stenotic coronary arteries
in 12 patients, including 4 RCA, 7 LAD, and 8 LCX.
The absolute value of subendocardial C-strain was sig-
nificantly lower for the stenotic segment (-7.5 ± 12.6%)
than non-stenotic segment (-18.8 ± 10.2%, p < 0.0001)
and the control segment (-15.6 ± 9.8%, p = 0.0006).
There was no difference in subendocardial C-strain
between non-stenotic and control segments. The cutoff
threshold of -16.7% of subendocardial C-strain differen-
tiated stenotic segments from non-stenotic segments
with a sensitivity of 77%, a specificity of 70%, an accu-
racy of 74% and areas under the curve (AUC) of 0.76
(Figure 6). There was no difference in epicardial C-
strain between any two groups of stenotic (-7.7 ± 9.8%),
non-stenotic (-8.6 ± 9.3%) and control segments (-9.9 ±
8.8%).

C-strain vs. SPECT
Stress/redistribution MPS detected 35 ischemic seg-
ments (49%) out of 72 segments in 11 of 12 patients,
including 14 segments in the LAD region, 13 segments
in the LCX region and 8 segments in the RCA region.
The absolute value of subendocardial C-strain was sig-
nificantly lower for the ischemic segment (-6.7 ± 13.1%)
than non-ischemic segment (-21.6 ± 7.0%, p < 0.0001)
and the control segment (p < 0.0005), and was

significantly greater for the non-ischemic than control
segment (p < 0.05). The cutoff threshold of -16.3% of
subendocardial C-strain differentiated ischemic seg-
ments from non-ischemic segments with a sensitivity of
86%, a specificity of 84%, an accuracy of 85% and AUC
of 0.86 (Figure 7). The absolute value of epicardial C-
strain was significantly lower for the ischemic (-5.1 ±
7.8%) than non-ischemic segment (-9.6 ± 9.1%, p < 0.05)
and control segment (p < 0.01). There was no difference
in epicardial C-strain between non-ischemic and control
segments. The cutoff threshold of -8.5% of epicardial C-
strain differentiated ischemic segments from non-
ischemic segments with a sensitivity of 71%, a specificity
of 67%, an accuracy of 69% and AUC of 0.68 (Figure 7).

CAG vs. SPECT
Using the results of CAG as standard reference, the
diagnostic capability of SPECT was sensitivity of 77%,
specificity of 78%, and accuracy of 78%.

Discussion
Strain analysis of 3T tagged MR has enabled the quanti-
fication of transmural heterogeneity in myocardial systo-
lic mechanics in vivo in the human body. Ours is the
non-invasive analytical technique for assessing subendo-
cardial and epicardial layer strains on LV using tagged
MR. In patients with severe CAD in the resting condi-
tion, subendocardial C-strain in the stenotic coronary
segments was significantly lower than non-stenotic seg-
ments, whereas there was no difference in epicardial C-

Figure 6 Scatter plot shows subendocardial and epicardial circumferential strain (C-strain) in stenotic and non-stenotic segments in
patients with coronary artery disease. Horizontal long line represents the mean value and the upper and lower short lines the standard error of
the mean. Dotted line represents the best cutoff threshold of C-strain. Subendocardial C-strain was significantly lower for stenotic segment than
non-stenotic segment (*p <0.0001). There was no difference in epicardial C-strain between the two segments.
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strain between the two segments. Diagnostic capability
of subendocardial C-strain was sensitivity of 77%, speci-
ficity of 70%, and accuracy of 74%, and was about equal
to that of SPECT. Furthermore, subendocardial C-strain
significantly decreased in the ischemic myocardium
depicted by SPECT. The subendocardium is vulnerable
to change early in the process of ischemia due to several
factors; it is the furthest layer from epicardial coronary
flow, it undergoes extreme fluctuations in pressure and
compression in both systole and diastole, and also
appears prone to early structural microvascular architec-
tural change [2]. Our results demonstrated predominant
impairment of subendocardial strain induced by ische-
mia present at rest. Subendocardial C-strain is a more
sensitive index for the detection of ischemia than epicar-
dial C-strain.
Subendocardial C-strain for non-ischemic segments in

patients with CAD was significantly greater than con-
trols. In addition, subendocardial C-strain for non-ste-
notic segment tended to be greater than controls. These
suggest that the decreased circumferential shortening
induced in ischemic segments is compensated for by the
augmentation of circumferential strain in non-ischemic
segments. This compensatory mechanism allows the
preservation of overall LVEF, as indicating the mean
LVEF of 53%.
In the comparison of subendocardial and epicardial C-

strain, subendocardial C-strain was significantly greater

than epicardial C-strain in both patients with CAD and
controls. Normal contraction is heterogeneous, with
subendocardial deformation being markedly greater than
subepicardial deformation [1]. Our results agree with
the transmural gradient of myocardial strain from pre-
vious animal studies [12,13] and recent works using the
speckle-tracking method of echocardiography [14,15]. In
normal contraction of the heart, the free wall of the
right ventricle contracts predominately in the meridian
direction, whereas the free wall of LV contracts predo-
minately in the circumferential direction so the inter-
ventricular septum makes a deformation between them
[16]. This mechanical characteristic may be related to
variations in circumferential shortening, resulting in a
large variation by each segment in C-strain value.
The accuracy of strain calculation depends mainly on

the ability to isolate the first harmonic spectral peaks,
and correctly estimate HARP images [17]. The T1
relaxation time of 3-T is longer than that for 1.5-T, so
the tagging grid persisted throughout the entire cardiac
cycle using a 3-T scanner. Visualization of the tagging
grid in the low-noise environment of 3-T was superior
to that of 1.5-T [18,19]. 3-T scanners might contribute
to reducing the effect of the phase wrapping function
and to correctly isolate the first harmonic spectral
peaks. Recently, tagged CMR analysis has used for the
mechanical characteristics of location at different dis-
tances from the infarct and revealed that the reduction

Figure 7 Scatter plot shows subendocardial and epicardial circumferential strain (C-strain) in ischemic and non-ischemic segments in
patients with coronary artery disease. Horizontal long line represents the mean value and the upper and lower short lines the standard error of
the mean. Dotted line represents the best cutoff threshold of C-strain. Both subendocardial and epicardial C-strains were significantly lower in
ischemic than non-ischemic segments (*p < 0.0001, **p < 0.05).
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of myocardial strain extended well beyond the infarction
to the adjacent area [20].
This study had several limitations. Subendocardial

deformation is greatest in the longitudinal plane, with
both electrical and mechanical activation at this level
propagating from apex to base [21]; however, longitudi-
nal myocardial strain was not calculated in our analysis.
In addition, a 6.6-mm tag grid was used in this study.
The half-thickness of the myocardial wall occasionally
becomes less than 5 mm during the cardiac cycle. When
half of the LV wall is thinner than the tagging grid size,
systolic deformation in the radial direction for inner and
outer layers might contain error values. Furthermore,
the sample size of both the control and patient groups
was small. Multiple comparisons should be interpreted
with caution given the small sample size; therefore, the
number of tagged segments within each anatomical
region needs to be much larger, and a database with
data obtained from many subjects is needed.

Conclusion
Analysis of 3T tagged MR can non-invasively quantify
the transmural degree of left ventricular deformation
and demonstrate predominate impairment of subendo-
cardial strain in the chronic ischemic myocardium at
rest. Subendocardial C-strain has potential as a sensitive
index for the detection of stenotic coronary segment
with a diagnostic capability equal to stress/rest SPECT.

Acknowledgements
This work was supported by Japan Society for the Promotion of Science
(JSPS) KAKENHI (22591339).

Author details
1Department of Molecular Imaging and Diagnosis, Graduate School of
Medical Sciences, Kyushu University, 3-1-1 Maidashi, Higashi-Ku Fukuoka-city,
Fukuoka, 812-8582, Japan. 2Department of Clinical Radiology, Graduate
School of Medical Sciences, Kyushu University, 3-1-1 Maidashi, Higashi-Ku
Fukuoka-city, Fukuoka, 812-8582, Japan. 3Department of Cardiovascular
Surgery, Ehime University Graduate School of Medicine, Shitsukawa, Toon-
city, Ehime, 791-0295, Japan. 4Department of Radiology, Ehime University
Graduate School of Medicine, Shitsukawa, Toon-city, Ehime, 791-0295, Japan.

Authors’ contributions
MN carried out the analysis of tagged CMR, participated in the sequence
alignment and drafted the manuscript. MH and HH participated in the
design of the study and helped to draft the manuscript. YM, TK, and KH
carried out the analysis of tagged MRI and performed the statistical analysis.
FS, MN, and TM conceived of the study, and participated in its design and
coordination.
All authors read and approved the final manuscript.

Competing interests
Nagao M.: Bayer Healthcare Japan, Modest, Research Grant; Philips
Electronics Japan, Modest, Research Grant
Higuchi K.: Employ by Philips Electronics Japan
Other authors: None

Received: 12 October 2011 Accepted: 2 February 2012
Published: 2 February 2012

References
1. Sabbah HN, Marzilli M, Stein PD: The relative role of subendocardium and

subepicardium in left ventricular mechanics. Am J Physiol 1981, 240:
H920-6.

2. Schwartzkopff B, Motz W, Frenzel H, Vogt M, Knauer S, Strauer BE:
Structural and functional alterations of the intramyocardial coronary
arterioles in patients with arterial hypertension. Circulation 1993,
88:993-1003.

3. de Crespigny AJ, Carpenter TA, Hall LD: Cardiac tagging in the rat using a
DANTE sequence. Magn Reson Med 1991, 21:151-156.

4. Hyacinthe J, Ivancevic M, Daire J, Vallee J: Feasibility of complementary
spatial modulation of magnetization tagging in the rat heart after
manganese injection. NMR Biomed 2008, 21(1):15-21.

5. Liu W, Ashford M, Chen J, Watkins M, Williams T, Wickline S, Yu X: MR
tagging demonstrates quantitative differences in regional ventricular
wall motion in mice, rats, and men. Am J Physiol Heart Circ Physiol 2006,
291:H2515-2521.

6. Liu W, Chen J, Ji S, Allen JS, Bayly PV, Wickline SA, Yu X: Harmonic phase
MR tagging for direct quantification of lagrangian strain in rat hearts
after myocardial infarction. Magn Reson Med 2004, 52:1282-1290.

7. Ivancevic M, Daire J, Hyacinthe J, Crelier G, Kozerke S, Montet-Abou K,
Gunes-Tatar I, Morel D, Vallee J: High-Resolution Complementary Spatial
Modulation of Magnetization (CSPAMM) Rat Heart Tagging on a 1.5
Tesla Clinical Magnetic Resonance System: A Preliminary Feasibility
Study. Invest Radiol 2007, 42:204-210.

8. Juergens KU, Reimer P, Weber TP, Tombach B, Bremer C, Renger B,
VanAken H, Heindel W: Cine and tagged magnetic resonance imaging in
short-term stunned versus necrotic myocardium. Int J Cardiovasc Imaging
2005, 21:271-282.

9. Scoblionko DP, Brown BG, Mitten S, Caldwell JH, Kennedy JW, Bolson EL,
Dodge HT: A new digital electronic caliper for measurement of coronary
arterial stenosis: comparison with visual estimates and computer-
assisted measurements. Am J Cardiol 1984, 53:689-693.

10. Miyagawa M, Kumano S, Sekiya M, Watanabe K, Akutzu H, Imachi T,
Tanada S, Hamamoto K: Thallium-201 myocardial tomography with
intravenous infusion of adenosine triphosphate in diagnosis of coronary
artery disease. J Am Coll Cardiol 1995, 26:1196-1201.

11. Arts T, Prinzen FW, Delhaas T, Milles JR, Rossi AC, Clarysse P: Mapping
displacement and deformation of the heart with local sine-wave
modeling. IEEE Tans Med Imag 2010, 29:1114-1123.

12. McVeigh ER, Zerhouni EA: Noninvasive measurement of transmural
gradients in myocardial strain with MR imaging. Radiology 1991,
180:677-683.

13. Ashikaga H, Vander-Spoel TIG, Coppola BA, Omens JH: Transmural
myocardial mechanics during isovolumic contraction. J Am Coll Cardiol
2009, 2:202-211.

14. Becker M, Hoffmann R, Kuhl HP, Grawe H, Katou M, Kramann R,
Wildberger J, Kelm M, Hoffmann R: Analysis of myocardial deformation
based on ultrasonic pixel tracking to determine transmurality in chronic
myocardial infarction. Eur Heart J 2006, 27:2560-2566.

15. Goffinet C, Chenot F, Robert A, Pouleur AC, Waroux JBP, Gerard O,
Pasquet A, Gerber BL, Vanoverschelde JL: Assessment of subendocardial
vs. subepicardial left ventricular rotation and twist using two-
dimensional speckle tracking echocardiography: comparison with
tagged cardiac magnetic resonance. Eur Heart J 2009, 30:608-617.

16. Naito H, Arisawa J, Harada K, Yamagami H, Kozuka T, Tamura S: Assessment
of right ventricular regional contraction and comparison with the left
ventricle in normal humans: A cine magnetic resonance study with
presaturation myocardial tagging. British Heart Journal 1995, 74:186-191.

17. Osman N, McVeigh E, Prince J: Imaging heart motion using harmonic
phase MRI. IEEE Trans Med Imaging 2000, 19:186-202.

18. Gutberlet M, Schwinge K, Freyhardt P, Spors B, Grothoff M, Denecke T,
Ludemann L, Noeske R, Niedorf T, Felix R: Influence of high magnetic field
strengths and parallel acquisition strategies on image quality in cardiac
2D CINE magnetic resonance imaging: comparison of 1.5 T vs. 3.0 T. Eur
Radiol 2005, 15:1586-1597.

19. Valeti VU, Chun W, Potter DD, Araoz PA, McGee KP, Glockner JF,
Christian TF: Myocardial tagging and strain analysis at 3 Tesla:
comparison with 1.5 Tesla imaging. J Magn Reson Imaging 2006,
23:477-480.

Nagao et al. Journal of Cardiovascular Magnetic Resonance 2012, 14:14
http://www.jcmr-online.com/content/14/1/14

Page 7 of 8

http://www.ncbi.nlm.nih.gov/pubmed/7246754?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7246754?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8353927?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8353927?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1943673?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1943673?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17330927?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17330927?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17330927?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16751290?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16751290?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16751290?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15562486?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15562486?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15562486?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17287651?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17287651?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17287651?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17287651?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16015441?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16015441?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/6702614?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/6702614?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/6702614?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7594032?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7594032?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7594032?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1871278?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1871278?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17035253?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17035253?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17035253?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19019994?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19019994?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19019994?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19019994?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7547000?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7547000?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7547000?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7547000?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10875703?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10875703?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15875193?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15875193?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15875193?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16508953?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16508953?dopt=Abstract


20. Inoue Y, Yang X, Nagao M, Higashino H, Hosokawa K, Kido T, Kurata Akira,
Okayama Hideki, Higaki Jitsuo, Mochizuki Teruhito, Murase Kenya: Peri-
infarct dysfunction in post-myocardial infarction: assessment of 3-T
tagged and late enhancement MRI. Eur Radiol 2010, 20:1139-1148.

21. Sengupta PP, Narula J: Reclassifying heart failure: predominantly
subendocardial, subepicardial, and transmural. Heart Fail Clin 2008,
4:379-382.

doi:10.1186/1532-429X-14-14
Cite this article as: Nagao et al.: Subendocardial contractile impairment
in chronic ischemic myocardium: assessment by strain analysis of 3T
tagged CMR. Journal of Cardiovascular Magnetic Resonance 2012 14:14.

Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

Nagao et al. Journal of Cardiovascular Magnetic Resonance 2012, 14:14
http://www.jcmr-online.com/content/14/1/14

Page 8 of 8

http://www.ncbi.nlm.nih.gov/pubmed/19915846?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19915846?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19915846?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18598989?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18598989?dopt=Abstract

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Patient population
	CMR
	Coronary angiography (CAG)
	Stress/redistribution thallium-201 MPS
	Data Analysis
	Statistical analysis

	Results
	C-strain vs. CAG
	C-strain vs. SPECT
	CAG vs. SPECT

	Discussion
	Conclusion
	Acknowledgements
	Author details
	Authors' contributions
	Competing interests
	References

