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Aim: To analyze the very early changes of diastolic LV function during and after chemotherapy (CT) in patients with newly diagnosed
acute leukemia. Methods: 26 patients with acute leukemia have been studied. The cardiac echo evaluation was performed at the base-
line (before CT), after the first CT (mean cumulative anthracyclines dose 136.3 + 28.3 mg m2), after the last CT (mean cumulative
anthracyclines dose 464.3 + 117.5 mg m~2) and circa 6 months after the completion of CT. Results: We found a significant decrease
in LVEF (65.3 £ 4.5% vs 60.2 = 5.7%, p < 0.01), the fractional shortening of the LV (34.8 + 3.7%, vs 29.5 £ 5.0%, p < 0.01),
but the mitral flow rapid filling velocity (E-wave) was not changed (0.74 = 0.18 ms~', vs 0.67 £ 0.17 ms~', p ns), and atrial filling
velocity (A-wave) increased (0.66 £ 0.15 ms~' vs 0.78 £ 0.18 ms~!, p < 0.01). E/A ratio significantly decreased (1.18 = 0.35 vs
0.89 = 0.27, p < 0.01). IVRT increased (71.5 £ 11.6 ms vs 84.0 = 11.6 ms, p < 0.01). DT E-wave velocity increased (162.3 =
25.8 ms v5206.7 = 25.5 ms, p < 0.01). After the first CT, the signs of LV diastolic dysfunction were detected in 5 (19.2%) patients.
6 months after the last CT, two of these patients (7.7%) developed LV systolic dysfunction with the clinical symptoms of heart failure.
Six months after the last CT, 12 (46.2%) patients developed the signs of LV diastolic dysfunction. Conclusion: Chemotherapy can
induce early changes of diastolic left ventricular function. We consider using Doppler echocardiography as the election tool not only

for baseline cardiologic screening but also for the monitoring of the earliest subclinical signs of cardiotoxicity.
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In the last decade, chemotherapy (CT) has shown
a significant reduction of morbidity and mortality of the
hematooncologic patients. However, the beneficial ef-
fects of this therapy can be limited by the development
of acute or chronic cardiotoxicity, and the early detec-
tion of cardiotoxicity due to CT is a critical issue in the
clinical setting [1]. Various methods are recommended
to diagnose cardiotoxicity, such as electrocardiogra-
phy or the evaluation of biochemical markers [2, 3]. In
process of time, echocardiography has emerged as
the most useful test of the non-invasive detection of
cardiotoxicity [4]. Echocardiography allows identifying
the early markers of the systolic and diastolic left ven-
tricular (LV) dysfunction. Silent diastolic dysfunction is
considered to be the first manifestation of the cardiac
related toxicity and is followed by systolic dysfunction
[5]. In our pilot study, we have used the serial of Doppler
echocardiografic measurements to analyze the very
early changes of diastolic LV function during and after
CT in patients with newly diagnosed acute leukemia.

Twenty-six consecutive patients (15 males, 11 fe-
males, mean age of 46.2 + 12.4 yrs, range: 22-61 yrs),
with acute leukemia have been studied. Seven patients
were treated for arterial hypertension. Renal and liver
functions were normal in all patients. No patient has
been treated with CT or radiotherapy previously. The
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patients have been given 2-6 cycles of conventional
CT containing anthracycline agent in the total cumu-
lative dose of 464.3 = 117.5 mg m~2 (range: 240-715,
median 425.5). To calculate the total cumulative dose
of anthracyclines, we have applied the conversion
factors derived from the maximum recommended cu-
mulative doses for individual agents used (idarubicine,
daunorubicine, mitoxantrone). Cardioprotection with
dexrazoxane hasn’t been used. Afterwards, sixteen
patients have undergone the preparative regimen and
hematopoietic cell transplantation within two months
after the completion of CT. The local ethical committee
approved the study protocol. All patients provided a
written consent before they were included in the study.
The cardiac evaluation was performed at the baseline
(before CT), after the first CT (mean cumulative an-
thracyclines dose 136.3 = 28.3 mg m2), after the last
CT (mean cumulative anthracyclines dose 464.3 +
117.5 mg m=2) and circa 6 months after the completion
of CT (range: 5-8 months, median 6.0). The ECHO
evaluation was performed on Hewlett Packard Image
Point machine. The parameters of the systolic and
the diastolic LV function and the presence of pericar-
dial effusion were assessed. The systolic LV function
was assessed using LV ejection fraction (LVEF) and
fractional shortening (FS). To evaluate diastolic LV
function, we used the major pulsed-wave Doppler in-
dexes of impaired diastolic function: E/Aratio, E-wave
deceleration time (DT) and isovolumic relaxation time
of the left ventricle (IVRT). The diastolic LV dysfunction
was defined as E/A inversion and DT-E above 220 ms
onthe transmitral Doppler curve (impaired relaxation).
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Pericardial effusion was defined as the separation of
pericardial leaves at least 2 mm in systole. The statis-
tical analysis was performed with the “Statistica for
Windows, Version 5.0” program. The analysis of the
variance test was used. The values are expressed as
mean = SD. The probability value (p) < 0.01 was con-
sidered statistically significant.

During the six-month follow-up, we found a signifi-
cant decrease in LVEF (65.3 = 4.5% vs 60.2 + 5.7%,
p < 0.01), the fractional shortening of the LV (34.8 =
3.7%, vs 29.5 £ 5.0%, p < 0.01), but the mitral flow
rapid filling velocity (E-wave) was not changed (0.74 +
0.18 ms™', vs 0.67 £ 0.17 ms™', p ns), and atrial filling
velocity (A-wave) increased (0.66 £0.15ms 'vs 0.78 +
0.18 ms™, p < 0.01). Therefore, E/A ratio significantly
decreased (1.18+0.35vs0.89+0.27,p<0.01). IVRT
increased (71.5£11.6 msvs84.0+11.6ms, p<0.01).
DT E-wave velocity increased (162.3 £ 25.8 ms vs
206.7 £25.5ms, p < 0.01). During the 6-month follow-
up, there were no significant changes in left atrium,
right ventricular, left ventricular end-systolic and
end-diastolic diameters. After the first CT, the signs
of LV diastolic dysfunction were detected in 5 (19.2%)
patients. 6 months after the last CT, two of these pa-
tients (7.7%) developed LV systolic dysfunction with
the clinical symptoms of heart failure. Six months after
the last CT, 12 (46.2%) patients developed the signs
of LV diastolic dysfunction.

As the anthracycline-induced cardiotoxicity is
largely irreversible, itis crucial to detect the myocardial
injury atits earliest possible stage [6, 7]. However, the
parameters of the systolic function of the left ventricle
(EF and FS) are not very sensitive to diagnose the
subclinical forms of cardiotoxicity. Therefore, Dop-
pler derived diastolic indexes are recognized as early
signs of the left ventricular dysfunction in patients
undergoing CT [4].

In our study, we have showed that the first changes
in diastolic LV function could develop even in a few
weeks after starting of CT. We have found the signifi-
cant changes of Doppler derived echocardiographic
diastolic parameters of the left ventricle — the signifi-
cant decrease of E/A ratio, prolongation of DT of the
E-velocity and IVRT. We have also found the decrease
of the systolic LV parameters — EF and FS.

The diagnostic role of Doppler echocardiography
to detect cardiotoxicity after anthracycline therapy
was studied previously. Krupicka et al. [8] investigated
possible acute effects in 88 patients with Hodgkin’s
lymphoma who did not show the significant changes
of M-mode derived LV end-diastolic diameter, end-
systolic diameter and EF, but identified regional wall
motion abnormalities (hypokinesis) by 2D assessment.
The chronic cardiotoxicity is often manifested by LV
dysfunction and heart failure, which may be detected
by the monitoring of Doppler diastolic indexes earlier
than by measurement of ejection fraction (EF) [9].

Early peak flow velocity to atrial peak flow velocity
(E/A) ratio, deceleration time and isovolumic relaxation
time were all impaired (grade | of diastolic dysfunction)
in more than 50% of patients treated with anthracy-
clines, when EF was still normal.

Compared to previous observations [6, 10—12], our
study refers very early changes of the diastolic function
of the left ventricle in patients undergoing anthracy-
cline chemotherapy. These changes are considered to
be the risk factors for development of heart failure in
the future and can develop very early after the start of
the anthracycline treatment. Motivated by this experi-
ence, we consider using Doppler echocardiography
as the election tool not only for baseline cardiologic
screening but also for the monitoring of the earliest
subclinical signs of cardiotoxicity in oncologic patients
during and after CT.
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MOHUTOPUHI PAHHEA AUACTOJIMMECKOWN AUCOYHKLIUU
JIEBOIO XEJN1IYA04KA Y 5OJIbHbIX OCTPON JIENKEMMUEWN,
NPOWEALLUUX KYPC JIEMEHUA AHTPALULUKJIMUHAMU

1]eav: mpoanaM3NpPoOBATh PAaHHHE M3MEHEHHS TUACTONNYECKO# (ynkuun Jiesoro xkeaynouka (JI2K) Bo Bpemsi mpoBenenus
xumuorepannu (XT) u mocie XT y G0JabHBIX ¢ MePBUYHOTMATHOCTHPOBAHHOI OCTPOii Jeiikemueil. Memoodst: 06cien0BaHbI
26 0OJBHBIX C OCTPO¥ Jeiikemueil. DxokapauorpamMmbl canMaiu 10 XT, mocie mepsoro Kypca XT (cpenHee 3HaueHne cCyMMapHOii
10361 auTpanukinHoB 136,3 + 28,3 mr m2), nocsie okonuanusi XT (cpenHee 3HAYeHHE CYMMAPHOM 03I AHTPANMKINHOB 464,3
+ 117,5 mr m%) 1 uepe3 6 mec mocite 3asepienns XT. Pesyavmamot: BbISBIEHO 3HAYMTEIbHOE YMeHbIIeHHE (DPAKIMH BHIOPOCA
JIB (65,3 £ 4,5% nporus 60,2 £ 5,7%, p < 0,01), dppakuun ykopouenus: auacroisl JIXK (34,8 £ 3,7% nporus 29,5 £ 5,0%,
p <0,01). Ckopoctb Hano;iHeHHs MUTPAILHOTO oToKa (E-Bona) He usmensiiace (0,74 £ 0,18 mc'mporus 0,67 £ 0,17 mc ™), u
npejicepaHasi CKOPOCTb Hano HeHus (A-BosiHa) mosbimaiack (0,66 + 0,15 mc! nporus 0,78 + 0,18 mc~!, p < 0,01). OTHOMEHNE
E/A cymectBenno ymensmanocs (1,18 + 0,35 mporus 0,89 * 0,27, p < 0,01). Bpems n30B0.TIOMETPHIECKOTO pacciaadIeHus
yBesmuuBasioch (71,5 £ 11,6 mc npotus 84,0 = 11,6 mc, p < 0,01). Bpems 3amenieHust KpoBoTOKa E-BOJIHBI yBeIHUNBATIOCH
(162,3 £ 25,8 mc mpotus 206,7 * 25,5 mc, p < 0,01). IToce neporo Kypca XT npuszHaku auactoamdeckoii muchynkmun JI2K
BbIsBIIeHbI Y 5 (19,2%) 60abHbIX. Yepes 6 mec nocie okonyanus XT'y 2 6oubnbIX (7,7 %) pa3Buiach CHCTOIMYECKAS TUCHYHKIMS
JIK ¢ KIMHMYEeCKMMH CHMIITOMAaMM mapajnya cepaua, a y 12 (46,2%) 00JbHbIX BbISBIEHbI MPU3HAKA AUACTOJIMYECKOI THC-
dbynxmm JIZK. Boigodsr: XT MoKeT BbI3bIBATH PAHHUE H3MeHeHUs1 AuacTomdeckoi dpynkmu JIK. [Ipennaraercs ncnoib30BaTh
axokapauorpacduio Jlonmiepa He TOJIbKO 111 MPeIBAPUTEIHHOTO CKPUHUHTA, HO W JJIST MOHUTOPHUIA PAHHUX CYOKJIMHIIECKHX
NPU3HAKOB KAPIMOTOKCHIHOCTH.

Karouesnle ci106a: KapIMOTOKCHIHOCTD, TUACTOINYECKAs TUCGYHKIMS JIEBOTO KeIyI09Ka, IXoKapauorpadus.
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