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Purpose: To evaluate if a fully-automatic deep learning method for myocardial

strain analysis based on magnetic resonance imaging (MRI) cine images can detect

asymptomatic dysfunction in young adults with cardiac risk factors.

Methods: An automated workflow termed DeepStrain was implemented using two

U-Net models for segmentation and motion tracking. DeepStrain was trained and

tested using short-axis cine-MRI images from healthy subjects and patients with

cardiac disease. Subsequently, subjects aged 18–45 years were prospectively recruited

and classified among age- and gender-matched groups: risk factor group (RFG)

1 including overweight without hypertension or type 2 diabetes; RFG2 including

hypertension without type 2 diabetes, regardless of overweight; RFG3 including type 2

diabetes, regardless of overweight or hypertension. Subjects underwent cardiac short-

axis cine-MRI image acquisition. Differences in DeepStrain-based left ventricular global

circumferential and radial strain and strain rate among groups were evaluated.

Results: The cohort consisted of 119 participants: 30 controls, 39 in RFG1, 30 in RFG2,

and 20 in RFG3. Despite comparable (>0.05) left-ventricular mass, volumes, and ejection

fraction, all groups (RFG1, RFG2, RFG3) showed signs of asymptomatic left ventricular

diastolic and systolic dysfunction, evidenced by lower circumferential early-diastolic

strain rate (<0.05, <0.001, <0.01), and lower septal circumferential end-systolic strain

(<0.001, <0.05, <0.001) compared with controls. Multivariate linear regression showed

that body surface area correlated negatively with all strain measures (<0.01), and

mean arterial pressure correlated negatively with early-diastolic strain rate (<0.01).
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Conclusion: DeepStrain fully-automatically provided evidence of asymptomatic left

ventricular diastolic and systolic dysfunction in asymptomatic young adults with

overweight, hypertension, and type 2 diabetes risk factors.

Keywords: deep learning, myocardial strain, young adults, risk factors, cardiac MRI, left ventricular dysfunction

INTRODUCTION

Worldwide shifts toward sedentary lifestyles and suboptimal
diets have led to increased prevalence of global obesity and
obesity-related comorbidities such as hypertension (1, 2). Both
conditions alone are strong independent risk factors for type
2 diabetes mellitus (T2DM) (3), and increased cardiovascular
morbidity and mortality (4). Obesity, hypertension, and
T2DM interact synergistically to influence cardiac remodeling,
resulting in a markedly heightened risk of cardiovascular
disease and heart failure when these risk factors co-cluster
(5). Further, links have been made between these risk factors
and the increased incidence of heart failure in the young
(6). The manifestations of heart failure could be preceded by
asymptomatic left ventricular diastolic dysfunction (ALVDD), a
silent disease whose development and progression are stimulated
by comorbidities, specially obesity, hypertension, and T2DM (7).
Strain and strain rate (SR) imaging have emerged as promising
technologies for the assessment of myocardial deformation
and earlier detection of asymptomatic dysfunction. Indeed, a
recent echocardiography strain study reported ALVDD in young
adults with obesity, as evidenced by reduced diastolic SR (8).
Other studies in older adults have shown that asymptomatic
left ventricular systolic dysfunction (ALVSD) can coexist with
ALVDD even when ejection fraction is preserved, and this is
associated with adverse long-term prognosis (9, 10). Thus, strain
imaging tools could provide a sensitive and comprehensive
evaluation of left ventricular (LV) function complementary to
ejection fraction. Further, identification of both ALVDD and
ALVSD at the onset of non-specific symptoms could represent
the earliest opportunity for diagnosis and treatment (7, 9).

Echocardiographic examinations can be non-diagnostic or
have inconclusive findings, especially in obese patients (11). In
such cases, cardiac magnetic resonance imaging (MRI) plays
an important complementary role and is often requested as
it provides the most accurate and reproducible assessment of
cardiac function, structure, and myocardial tissue properties
(12). Cardiac MRI feature tracking methods requiring only
clinically standard cine images could offer advanced strain
readouts as well, providing additional information about the
underlying biomechanical motion without modifications to the
imaging protocol. In addition, cine-based strain analysis has
been used to detect ALVDD and ALVSD in older adults
(13–15). Nevertheless, feature tracking is a time-consuming

Abbreviations: ALVDD, asymptomatic left ventricular diastolic dysfunction;
ALVSD, asymptomatic left ventricular systolic dysfunction; ANOVA, analysis of
variance; BMI, body mass index; MRI, magnetic resonance imaging; HbA1c,
hemoglobin A1c; LV, left ventricular; RFG, risk factor group; SR, strain rate; T2DM,
type 2 diabetes mellitus.

process that requires considerable training and expertise to
perform. Semi-automatic methods are available in commercial
software. However, manual correction of tracked myocardial
boundaries is still often required, which results in operator-
related discrepancies in strain measures (16). Alternatively, we
have shown that myocardial deformation can be automatically
quantified from short-axis cine-MRI images using convolutional
neural networks (17). Further, we have developed and validated
a deep learning method for fully-automatic strain analysis (i.e.,
DeepStrain) based on cine-MRI images (18). DeepStrain showed
significant differences among patients with known cardiac
disease. However, characterization of asymptomatic dysfunction
is potentially more difficult compared to older populations, since
they are less likely to have obvious clinical or imaging signs of
cardiac disease during examination (19). Indeed, few cardiacMRI
strain studies have focused on younger populations with cardiac
risk factors, yet identification and characterization of ALVDD
and ALVSD in this population is of clinical and public health
importance since young adults have a life-time risk of heart
failure as high as 20%, and may benefit the most from earlier
treatment (20).

Thus, we sought to evaluate if a fully-automatic deep learning
method for myocardial strain analysis based on cardiac cine-
MRI can detect asymptomatic dysfunction in asymptomatic
young adults with overweight, hypertension, and T2DM cardiac
risk factors.

MATERIALS AND METHODS

Study Population
This prospective cross-sectional single-center study was
approved by the local medical ethical committee, and conducted
in accordance with the Declaration of Helsinki. Subjects aged 18–
45 years were voluntarily recruited with public advertisements
and signed informed consent before participation. Exclusion
criteria were history or knowledge of cardiac disease, cardiac
risk factors other than overweight, hypertension or T2DM,
exercising >3 h/week (21), and contraindications to cardiac
MRI. Presence of cardiac risk factors was checked using a
medical questionnaire, and with measurements of weight, blood
pressure and hemoglobin A1c (HbA1c). Overweight was defined
as body mass index (BMI)≥ 25 kg/m2; hypertension was defined
as either actively under pharmacological treatment or three
consecutive blood pressure measurements ≥ 140/90 mmHg;
T2DM was defined as either actively under pharmacological
treatment or a HbA1c level ≥ 48 mmol/mol measured prior
to the MRI exam. All subjects were classified into one of the
following age- and gender-matched groups: controls including
all subjects without risk factors; risk factor group 1 (RFG1)
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including all overweight subjects with neither hypertension nor
T2DM; RFG2 including all hypertensive subjects without T2DM,
regardless of the presence or absence of additional overweight;
RFG3 including all subjects with T2DM, regardless of the
presence or absence of additional overweight or hypertension
(Figure 1).

MRI Acquisition
All subjects underwent cardiac MRI using a 3 Tesla (T)
scanner (MAGNETOM Prisma, Siemens Healthineers,
Erlangen, Germany) with a 60-element phased-array body coil.
Experienced operators used a retrospective electrocardiogram
(ECG)-gated steady-state free precession sequence to acquire
short-axis cines covering the heart from atria to ventricular
apex during a series of breath-holds. Each cine contained 25
cardiac phases with 6mm slice thickness, and 4mm interslice
gaps. Short-axis acquisition parameters were: repetition time
38.92–44.52ms, echo time 1.15–1.31ms, flip angle 43–46◦,
field of view 300–453 × 225–453 mm², acquisition matrix 256
× 192–256.

DeepStrain Analysis
The DeepStrain workflow uses a pair of cine-MRI stacks at
two different time frames (Figure 2). A cardiac segmentation
network (CarSON) generated tissue labels for a single time frame.
This was done for all time frames, and labels were used to
calculate LV morphology and function. Since Lagrangian strain
evaluates myocardial deformation with the end-diastolic phase
as the reference, end-diastolic labels were used to construct the
LV anatomical model required for strain analysis. A cardiac
motion estimation network (CarMEN) was used to generate

motion vectors using a pair of time frames concatenated along the
channel dimension, which were used to calculate the Lagrangian
strain (17). The first time frame was kept always at end-diastole,
while the second frame was evaluated for all contracted phases.
Per-voxel strain measures were combined with the LV labels to
extract both global and regional circumferential and radial strain
values. We evaluated global end-systolic strain, global systolic
and early-diastolic SR, and regional end-systolic strain for each
ventricular wall according to the American Heart Association
polar map (22), i.e., anterior (regions 1, 7, and 13), septal (regions
2, 3, 8, 9, and 14), inferior (regions 4, 10, and 15), and lateral
(regions 5, 6, 11, 12, and 16). The apex region 17 was excluded
from the regional analysis but included in the global evaluation.
The combined DeepStrain workflow was trained using short-
axis cine-MRI data that was obtained using 1.5 T (Siemens
Area, Siemens Medical Solutions, Germany) and 3.0 T scanners
(Siemens Trio Tim, Siemens Medical Solutions, Germany). The
data was collected from 150 subjects evenly divided into five
groups, including healthy subjects and patients with hypertrophic
cardiomyopathy, abnormal right ventricle, myocardial infarction
with reduced ejection fraction, and dilated cardiomyopathy
(23). DeepStrain automatically processed the data from each
subject (∼25 frames) in <2.2min on a 32GB RAM CPU.
The model and pre-trained parameters were made freely
available online.

Statistical Analysis
Demographic variables were expressed as mean ± standard
deviation, and strain-related variables as mean [95% confidence
interval]. Variables were tested for normality with a Shapiro-Wilk
test and for homogeneity of variance using Levene’s test. One-way

FIGURE 1 | Risk Factor Group (RFG) classifications visualized with a flow chart. RFG3 includes all type 2 diabetes mellitus (T2DM) subjects, regardless of the

presence of hypertension or overweight. RFG2 includes all hypertensive subjects without T2DM, regardless of the presence of overweight. RGF1 includes all

overweight subjects without hypertension and T2DM.
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FIGURE 2 | DeepStrain workflow. The first step is segmentation of the left and right ventricular tissues. The second step is evaluation of left-ventricular motion. These

two steps are performed using deep learning convolutional neural networks. These networks are combined into a single workflow for fast and automated strain

analysis (third step).

analysis of variance (ANOVA) with post-hoc test by Bonferroni
was used to examine differences among groups. Multivariate
linear regression analysis was used to identify the independent
association of the clinical variables body surface area, mean
arterial pressure, and HbA1c on global strain measures. A
p-value < 0.05 was considered statistically significant. Data
were analyzed using Python (version 3.5, Python Software
Foundation, www.python.org).

RESULTS

The study cohort consisted of 119 participants (35 ± 5 years,
50% male) including the control group with 30 subjects;
RFG1 with 39 overweight subjects; RFG2 with 30 hypertensive
subjects, including 13 (43%) with additional overweight; RFG3
with 20 T2DM subjects, including 11 (55%) with additional
overweight, 1 (5%) with additional hypertension and 8 (40%)
with both (Table 1). The ECG recorded during cardiac MRI
showed regular cardiac rhythm in all subjects. Mean heart
rate of RFG3 was significantly higher compared to controls (p
< 0.001). Furthermore, there were no significant differences
between groups in LV mass, volumes, and ejection fraction
(Supplementary Table 1).

Global Strain and Strain Rate
Comparisons of global end-systolic strain showed that there were
no significant differences in circumferential and radial strains
between groups, except for a significantly decreased radial strain
in RFG1 (19.4% [18.0, 20.8]; p < 0.05) relative to controls (21.9%
[20.7, 23.1]) (Table 2; Figure 3).

Global circumferential early-diastolic SR was significantly
reduced in RFG1 (0.70 s−1 [0.64, 0.75]; p < 0.05), RFG2 (0.62
s−1 [0.56, 0.67]; p < 0.001), and RFG3 (0.62 s−1 [0.55, 0.68];
p < 0.01) relative to controls (0.81 s−1 [0.74, 0.89]) (Table 2;
Figure 4A). Radial early-diastolic SR was also significantly

reduced in RFG3 (−1.34 s−1 [−1.48,−1.19]; p< 0.05) compared
to controls (−1.62 s−1 [−1.74, −1.51]) (Figure 4B). There were
no significant differences between controls and RFGs in global
systolic SR.

Body surface area was negatively associated with
circumferential and radial end-systolic strain (p < 0.001; p
< 0.001), early-diastolic SR (p < 0.001; p < 0.01), and systolic
SR (p < 0.001; p < 0.01). Mean arterial pressure was negatively
associated with early-diastolic circumferential SR (p < 0.01),
while HbA1c was not significantly associated with strain
measures (Table 3).

Regional Strain
Regional comparisons of end-systolic strain by wall showed
significantly lower circumferential strain in the septal wall of
RFG1 (−13.7% [−14.2, −13.3]; p < 0.001), RFG2 (−14.1%
[−14.7, −13.5]; p < 0.05), and RFG3 (−12.9% [−13.6,
−12.1]; p < 0.001) compared to controls (−15.1% [−15.6,
−14.7]) (Table 2; Figure 5A). Notably, circumferential strain
was significantly increased in the lateral wall of RFG1 (−17.7%
[−18.1, −17.3]; p < 0.01), RFG2 (−18.1% [−18.5, −17.7]; p <

0.001), and RFG3 (−17.9% [−18.3, −17.4]; p < 0.01) compared
to controls (−16.8% [−17.2,−16.5]). Radial strain was decreased
in the anterior (p < 0.01), inferior (p < 0.001), and lateral
(p < 0.001) walls of RFG1 and RFG3 compared to controls
(Figure 5B).

DISCUSSION

DeepStrain analysis of standard short-axis cine-MRI images
identified evidence of ALVDD and ALVSD in asymptomatic
young subjects with at least one cardiovascular risk factor
including overweight, hypertension, and T2DM, but without
presence or history of cardiovascular disease. Despite comparable
LV mass, volumes, and ejection fraction to controls, all
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TABLE 1 | Clinical characteristics of controls and risk factor groups (RFG).

Controls RFG1 RFG2 RFG3 P-value

(n = 30) (n = 39) (n = 30) (n = 20)

Age (years) 34 ± 3 33 ± 6 36 ± 5 37 ± 5 0.051

Gender, male 16 (53) 19 (49) 14 (47) 10 (50) 0.964

Height (cm) 178 ± 7 175 ± 8 178 ± 10 174 ± 10 0.206

Weight (kg) 70 ± 9 94 ± 13*** 82 ± 16* 98 ± 19*** <0.001

Body mass index (kg/m2 ) 22 ± 2 30 ± 3*** 25 ± 5*** 32 ± 5*** <0.001

Body surface area (m2 ) 1.9 ± 0.2 2.1 ± 0.2*** 2.0 ± 0.2 2.2 ± 0.3*** <0.001

Heart rate (bpm) 61 ± 9 67 ± 11 68 ± 8 77 ± 8*** <0.001

Systolic blood pressure (mmHg) 117 ± 8 122 ± 8 138 ± 18 136 ± 12*** <0.001

Diastolic blood pressure (mmHg) 78 ± 5 81 ± 6 92 ± 11 89 ± 8*** <0.001

Hemoglobin A1c (mmol/mol) 33 ± 3 34 ± 3 32 ± 3 61 ± 17*** <0.001

Hypertension medication, yes – – 24 (80) 4 (20) –

Type 2 diabetes medication, yes – – – 20 (100) –

Data is presented as either mean ± standard deviation or number (percentage). P-value shows the one-way ANOVA test value between groups. post-hoc test by Bonferroni: *p < 0.05;

***p < 0.001 vs. controls.

TABLE 2 | Left-ventricular strain in controls and risk factor groups (RFG).

Controls RFG1 RFG2 RFG3 P-value

Circumferential

Global end-systolic strain (%) −14.4 [−14.9, −14.0] −14.4 [−15.0, −13.7] −14.3 [−14.8, −13.7] −14.2 [−14.9, −13.5] 0.964

Global early-diastolic strain rate (s−1) 0.81 [0.74, 0.89] 0.70 [0.64, 0.75]* 0.62 [0.56, 0.67]*** 0.62 [0.55, 0.68]** <0.001

Global systolic strain rate (s−1) −1.00 [−1.09, −0.92] −0.98 [−1.06, −0.90] −0.99 [−1.10, −0.89] −0.97 [−1.06, −0.88] 0.979

Regional end-systolic strain (%)

Anterior −12.5 [−12.8, −12.1] −13.0 [−13.4, −12.5] −13.0 [−13.4, −12.5] −13.2 [−13.9, −12.6] 0.158

Septal −15.1 [−15.6, −14.7] −13.7 [−14.2, −13.3]*** −14.1 [−14.7, −13.5]* −12.9 [−13.6, −12.1]*** <0.001

Inferior −12.8 [−13.1, −12.5] −13.4 [−13.8, −13.1] −13.5 [−13.9, −13.1] −13.0 [−13.5, −12.5] 0.058

Lateral −16.8 [−17.2, −16.5] −17.7 [−18.1, −17.3]** −18.1 [−18.5, −17.7]*** −17.9 [−18.3, −17.4]** <0.001

Radial

Global end-systolic strain (%) 21.9 [20.7, 23.1] 19.4 [18.0, 20.8]* 21.6 [20.4, 22.6] 19.7 [17.7, 21.7] 0.021

Global early-diastolic strain rate (s−1) −1.62 [−1.74, −1.51] −1.42 [−1.54, −1.30] −1.41 [−1.52, −1.30] −1.34 [−1.48, −1.19]* 0.021

Global systolic strain rate (s−1) 1.51 [1.39, 1.63] 1.32 [1.19, 1.47] 1.52 [1.39, 1.66] 1.34 [1.20, 1.47] 0.088

Regional end-systolic strain (%)

Anterior 21.3 [20.5, 22.2] 19.0 [18.1, 20.0]** 20.7 [19.9, 21.5] 18.4 [16.9, 19.7]** <0.001

Septal 19.9 [19.2, 20.6] 19.7 [18.9, 20.4] 21.3 [20.6, 22.0] 18.9 [17.9, 19.9] <0.001

Inferior 23.8 [22.9, 24.8] 20.4 [19.5, 21.3]*** 24.1 [23.1, 25.1] 18.4 [16.5, 20.3]*** <0.001

Lateral 24.4 [23.7, 25.0] 20.9 [20.1, 21.7]*** 23.9 [23.3, 24.5] 21.2 [19.8, 22.6]*** <0.001

Data is presented as mean [95% confidence interval]. P-value shows the one-way ANOVA test value between groups. post-hoc test by Bonferroni: *p < 0.05; **p < 0.01; ***p < 0.001

vs. controls.

RFGs showed impairment of LV circumferential early-diastolic
SR as well as regional circumferential end-systolic strain.
On multivariate linear regression analysis, body surface area
correlated negatively with all strain measures, and mean arterial
pressure was a negative correlate of circumferential early-
diastolic SR. Our results are consistent with similar studies in
older adults with similar risk factors. However, most studies
have predominantly focused on one or two risk factors groups,
which makes comparisons across the three groups difficult due
to differences in software and operator. Our study is the first
to report reference strain values across control, overweight,

hypertension, and T2DM populations using a single user-
independent, fully-automatic strain analysis software.

Asymptomatic Diastolic Dysfunction
The link from obesity, hypertension, and diabetes to diastolic
dysfunction across multiple age groups has been well
established in previous studies (4). For instance, a study in
asymptomatic older adults recently reported a progressive
decline in circumferential early-diastolic SR from controls to
newly diagnosed T2DM to longstanding T2DM, and reduced
radial early-diastolic SR in longstanding T2DM. This suggests
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FIGURE 3 | Global strain. Measures of (A) Circumferential and (B) Radial end-systolic strain in controls and risk factor groups. Strain results are visualized as mean

with 95% confidence interval. post-hoc test by Bonferroni: *p < 0.05.

FIGURE 4 | Global strain rate. Measures of (A) Circumferential and (B) Radial early-diastolic strain rate (SR) in controls and risk factor groups. Strain results are

visualized as mean with 95% confidence interval. post-hoc test by Bonferroni: *p < 0.05; **p < 0.01; ***p < 0.001.

asymptomatic diastolic dysfunction may occur early in the
pathogenesis of T2DM, and accumulate gradually over time (13).
However, data regarding diastolic dysfunction in younger (i.e.,
mean age < 45 years old) asymptomatic populations is limited.
Echocardiography studies have reported reduced circumferential
early-diastolic SR in obesity (8), and similar reductions have been
documented in obese subjects using tagging-MRI (24). In this
cine-MRI study, we showed that a significant reduction already
exists in overweight subjects (i.e., RFG1), even when a lower
BMI threshold of 25 kg/m2 was used. Further, we found that
both circumferential and radial early-diastolic SR were inversely

associated with body surface area, which is an important finding
because body surface area is a prognostic indicator of adverse
outcomes in heart failure. In hypertensive subjects without
diabetes, reduction in circumferential early-diastolic SR values
proportional to standard echocardiography grading of diastolic
function has also been reported (25). Similarly, our study showed
these values were reduced in RFG2 relative to controls, and were
inversely associated with mean arterial pressure. Taking both
overweight and hypertension into consideration, these results
are consistent with the observed benefits of weight reduction,
namely reduced mean arterial pressure and improved diastolic
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TABLE 3 | Independent correlates of global strain measures.

End-systolic strain Early-diastolic strain rate Systolic strain rate

β P-value β P-value β P-value

Circumferential

Body surface area −0.691 <0.001 −0.067 <0.001 −0.090 <0.001

Mean arterial pressure −0.106 0.471 −0.046 0.007 0.020 0.383

Hemoglobin A1c 0.168 0.261 0.002 0.901 0.024 0.303

Radial

Body surface area −1.404 <0.001 −0.088 0.009 −0.112 0.003

Mean arterial pressure 0.407 0.264 −0.023 0.481 0.046 0.208

Hemoglobin A1c −0.016 0.967 −0.013 0.691 −0.018 0.629

FIGURE 5 | Regional strain. Measures of (A) Circumferential and (B) Radial end-systolic strain by wall (i.e., anterior, septal, inferior, and lateral) in controls and risk

factor groups. Strain results are visualized as mean with 95% confidence interval. post-hoc test by Bonferroni: *p < 0.05; **p < 0.01; ***p < 0.001.

parameters. In addition, since both obesity and hypertension
are strong risk factors for T2DM, it is not surprising that
circumferential and radial early-diastolic SR were significantly
reduced in RFG3 compared to controls, which is consistent with
previous studies in T2DM (8, 24). These results are evidence
of ALVDD in young adults with overweight, hypertension,
and T2DM, characterized by a progressive deterioration in
early-diastolic SR from controls to RFG1 to RFG2 to RFG3.
Thus, DeepStrain could become a useful tool in the evaluation of
suspected diastolic dysfunction.

Asymptomatic Systolic Dysfunction
Multiple studies in older adults have reported reduced systolic
strain with preserved ejection fraction in obesity, hypertension,
and T2DM (10, 14, 15, 24, 26). For example, cardiac MRI
studies measuring global circumferential end-systolic strain have
reported a clear reduction in obesity (14), and progressive
decline from controls to hypertension to hypertension with
T2DM (15). Evidence of reduced systolic strain in younger
asymptomatic populations is less clear. Studies in obese subjects

have shown no significant differences in measures of global
circumferential end-systolic strain relative to lean controls (8,
24, 27). Likewise, we found global circumferential end-systolic
strain was preserved in overweight subjects relative to lean
controls, but was negatively associated with increased body
surface area. Our study showed radial and circumferential
global strain values were preserved in RFG2 subjects, but were
associated with increased mean arterial pressure. Conflicting
results have been reported in T2DM. Haley et al. showed global
circumferential end-systolic strain values were reduced in T2DM
subjects relative to non-diabetic lean controls (8), whereas a
more recent but smaller study by Khan et al. reported no
significant differences in values between controls and T2DM
subjects (24). We also found comparable values between controls
and RFG3 subjects, and no association between strain andHbA1c
levels, the latter consistent with the finding that HbA1c is not
always associated with LV dysfunction. These discrepancies may
be caused by differences between echocardiography, tagging-
and cine-MRI imaging modalities, which could be exacerbated
when differences in strain are less pronounced. With some
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exceptions where the mean age was 43 years old (26), studies
in younger populations have not reported radial strain, and
to the best of our knowledge none of them has presented
regional evaluations.

The typical progression from stage A heart failure (i.e.,
inclusion into a RFG) to symptomatic stage C heart failure begins
with ALVDD, followed by ALVSD, overt systolic dysfunction, and
finally by symptomatic heart failure (7, 9). Although the presence
of ALVDD in all RFGs was clearly indicated by a reduction in
global early-diastolic SR, the use of global systolic strainmeasures
to establish the presence or absence of ALVSDwas less conclusive
in both our study and previous studies. Indeed, our finding that
global circumferential strain is preservedmay be explained by the
small sample sizes and inability to achieve statistical significance
in post-hoc analyses, but could also imply that global measures
are less sensitive to subtle systolic dysfunction than regional
measures, as previously shown for mild hypertension (28). In
fact, accurate evaluation of regional strain is challenging but
potentially very important as it could provide additional insights
regarding early disease processes. For instance, asymmetric septal
hypertrophy due to increased afterload has been considered a
consequence of increased wall stress on the septum compared to
the free lateral wall. This asymmetric response to stress results
in reduced strain values in the septal wall and increased values
in the lateral as reported in human and animal studies, which
could be explained by a larger compensatory preload recruitment
in the free wall compared to the septum (28, 29). Similar
asymmetric strain alterations have been reported in patients
with non-ischemic cardiomyopathy, and in these patients partial
left ventriculectomy has been shown to normalize wall stress
and improve septal strain (30). Further, septal-only fibrosis in
non-ischemic cardiomyopathy has been documented to result
in worse global circumferential strain relative to patients with
free-wall only fibrosis, highlighting the need to identify both
location and extent of deformation abnormalities (31). In line
with these studies, we found significant regional alterations
in circumferential end-systolic strain in asymptomatic young
adults with overweight, hypertension, and T2DM, characterized
by reduced septal strain and increased lateral strain. Thus,
our regional analysis with DeepStrain provides evidence of the
existence of heterogeneous strain alterations early in the disease
process, although further studies are needed to assess regional
strain alterations in non-ischemic patient populations.

DeepStrain-Based Analysis
To our best knowledge, the current study is the first to apply
an end-to-end deep learning-based workflow for myocardial
strain analysis detection of ALVDD and ALVSD in risk
populations, an approach that offers several advantages over
traditional techniques. Firstly, there are no explicit assumptions
about myocardial tissue properties imbedded into the model
(e.g., incompressible myocardium), which is common in
conventional methods (32), while this might not always
accurately reflect the underlying biomechanical motion (33).
Secondly, analysis per subject was done two orders of magnitude
faster than conventional methods (32). Thirdly, the open-source
nature of the software enables the scientific community to
easily apply our approach to other populations. Lastly, the

purchase of commercially available software licenses whose
accuracy depends on the segmentation procedure and vendor
is not always an option for research groups (16), whereas
open-source software provides key opportunities for cost
reduction, clinical engagement in software development, and
accelerated innovation.

The results presented in this study were based on cine-MRI
images acquired using a 3.0 T MRI scanner with a custom 60-
element coil. However, DeepStrain could potentially capture
similar abnormalities using other clinical scanners. For instance,
DeepStrain was trained using images acquired using both 1.5 T
and 3.0 T MRI scanners (23), therefore our method could be
applied to data acquired with both magnetic field strengths.
Further, we previously demonstrated that our method can be
applied to images collected with a different vendor using tagging-
MRI as reference (32). In addition, we have reported high intra-
scanner repeatability in strain measures in data acquired with a
6-channel body surface coil (18), therefore a custom 60-element
coil might not be necessary to capture subclinical abnormalities.

The DeepStrain model used in this study was based on
five populations covering a wide spectrum of cardiac anatomy
and function, which reduces the bias toward a single heart
condition. Specifically, the training cohort included groups with
dilated and hypertrophic cardiomyopathy, myocardial infarction,
and abnormal right ventricle. Obesity and obesity-related
comorbidities often result in structural abnormalities such as
LV hypertrophy, potentially leading to obesity cardiomyopathy,
hypertensive heart disease or diabetic cardiomyopathy. Thus,
the inclusion of the cardiomyopathy cohorts during training
was particularly important. Nevertheless, in this study, the RFGs
showed normal anatomy compared to the control group based
on measures of volume and mass. Therefore, further validation
in patients with more advanced cardiac diseases is necessary and
might require additional training. In addition, validation in larger
cohorts and comparisons to commercial software are necessary to
further demonstrate the clinical utility of DeepStrain.

Study Limitations
DeepStrain currently does not support long-axis images,
therefore longitudinal strain was not reported. From a technical
perspective, a joint model that uses both short and long axis
images would be needed to enforce consistency in the evaluated
deformation. For instance, suchmodel could be based on recently
published cine-MRI data with both long and short axis views
(34). The small participant numbers in the T2DM subgroup
may hinder the reliability of the measured strain, especially for
regional strain analysis. Since this was a cross-sectional study,
we could not monitor the progression of subclinical dysfunction
or link these findings to clinical outcomes. Further, two of the
groups included in the study cohort had a mixture of risk factors,
therefore the current study cannot separate the independent
impact of each of the three risk factors.

CONCLUSIONS

In young adults with overweight, hypertension, and T2DM
risk factors, early-diastolic SR suggested ALVDD, and regional
alterations in end-systolic strain indicated ALVSD despite
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preserved ejection fraction. These results demonstrate that the
application of DeepStrain in routine cardiac MRI studies would
fully-automatically offer useful information about the underlying
biomechanical motion using standard short-axis cine-MRI data.
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