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Abstract
Background and objectives Heart failure is the most frequent cardiac complication of CKD. Left ventricular
hypertrophy is common and develops early in CKD, but studies have not adequately evaluated the association of
left ventricular mass index with heart failure incidence among men and women with CKD.

Design, setting, participants, & measurementsWe evaluated echocardiograms of 2567 participants without self–
reported heart failure enrolled in the Chronic Renal Insufficiency Cohort Study. Two-dimensional echocardio-
grams were performed at the year 1 study visit and interpreted at a central core laboratory. Left ventricular mass
indexwas calculated using the linearmethod, indexed to height2.7, and analyzed using sex-specific quartiles. The
primary outcomes of incident heart failure and all-cause mortality were adjudicated over a median of 6.6
(interquartile range, 5.7–7.6) years.

Results Among 2567 participants, 45% were women, and 54% were nonwhite race; mean (SD) age was 59611
years old, and mean eGFR was 44617 ml/min per 1.73 m2. During a median follow-up period of 6.6 years, 262
participants developed heart failure, and 470 participants died. Comparedwith participants in thefirst quartile of
left ventricular mass index, those in the highest quartile had higher rates of incident heart failure (hazard ratio,
3.96; 95% confidence interval, 1.96 to 8.02) andmortality (hazard ratio, 1.86; 95% confidence interval, 1.22 to 2.85),
even after adjustment for B–type natriuretic peptide, troponin T, mineral metabolism markers, and other car-
diovascular disease risk factors. Those in the lowest quartile of ejection fraction had higher rates of incident heart
failure (hazard ratio, 3.01; 95% confidence interval, 1.94 to 4.67) but similarmortality rates (hazard ratio, 1.18; 95%
confidence interval, 0.89 to 1.57) compared with those in the highest quartile. Diastolic dysfunction was not
significantly associated with heart failure or death.

ConclusionsAmong personswith CKDandwithout history of cardiovascular disease, left ventricularmass index
is strongly associated with incident heart failure, even after adjustment for major cardiovascular risk factors and
biomarkers.

Clin J Am Soc Nephrol 12: 60–68, 2017. doi: 10.2215/CJN.02700316

Introduction
Patients with predialysis CKD are more likely to be
hospitalized for a cardiovascular event than proceed
to ESRD (1), and heart failure (HF) is the most fre-
quent cardiovascular event associated with CKD (2).
A recent meta-analysis showed that eGFR, when
added to traditional risk factors, improves risk pre-
diction for HF more than it does for atherosclerotic
disease (3).

Despite high rates of HF (4,5) in patients with pre-
dialysis CKD, we have a limited understanding of
how to use echocardiographic parameters to risk
stratify patients with CKD. Although the association
of left ventricular mass index (LVMI) (6) and systolic
function (7) with cardiovascular outcomes is well

documented in the dialysis population, less is known
about the importance of these parameters in the pre-
dialysis CKD population. The Chronic Renal Insuffi-
ciency Cohort (CRIC) provides a unique opportunity
to evaluate the relative strengths of the association of
conventional echocardiographic measures commonly
used in clinical practice with risk for subsequent HF
among the CKD population.
We hypothesized that, among the CRIC partici-

pants without baseline cardiovascular disease, con-
ventional echo measures of systolic and diastolic
function would have at most moderately strong
associations with HF and mortality risk, whereas
left ventricular (LV) mass would have stronger asso-
ciations with both outcomes.
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Materials and Methods
Study Population
The CRIC was designed to investigate risk factors for

progression of CKD, cardiovascular disease, and overall
mortality in persons with CKD. Participants were recruited
between June of 2003 and March of 2007 at seven centers
(Ann Arbor, MI; Baltimore, MD; Chicago, IL; Cleveland,
OH; New Orleans, LA; Philadelphia, PA; and Oakland,
CA). Investigators recruited 3939 racially and ethnically
diverse individuals between the ages of 21–74 years old
with eGFR between 20 and 70 ml/min per 1.73 m2 by
simplified Modification of Diet in Renal Disease equation
(8). Exclusion criteria were as follows: polycystic kidney
disease, use of immunosuppression within the last 6
months, institutionalization, inability to consent, enroll-
ment in other studies, pregnancy, New York Heart As-
sociation classes 3–4 HF, HIV, cirrhosis, myeloma, renal
cancer, recent chemotherapy, organ transplant, or dial-
ysis treatment within the last month (9). The institu-
tional review board at each study site approved the
protocol, and participants gave written informed con-
sent. Of 3939 CRIC participants, 2964 had echocardio-
grams. For this analysis, we included patients who had
an initial echocardiogram as part of the study and did
not self-report prior HF (final n=2567). Among these
2567 participants, missingness values of LVMI, diastolic
function, and ejection fraction (EF) were n=0, n=340, and
n=0, respectively.

Data Collection
Echocardiograms. Echocardiograms were performed at

1 year after enrollment using standard techniques to
acquire optimal views of cardiac function. Images were
transferred to the core echocardiography laboratory (Uni-
versity of Pennsylvania), where they were read by a
Registered Diagnostic Cardiac Sonographer according to
the guidelines (10) of the American Society of Echocardi-
ography. Readers were blinded to participants’ baseline
eGFRs.
LVMI was derived by the area length method and

indexed to height2.7. LV systolic function was assessed as
EF ([end diastolic volume] 2 [end systolic volume]/[end
systolic volume]) 3100%. LV diastolic dysfunction was
determined from the ratio of early to late ventricular filling
velocities, mitral deceleration time, and the ratio of systolic
to diastolic pulmonary vein flow.
Outcomes. Incident HF and overall mortality were

adjudicated over a median of 6.6 years of follow-up
through March 31, 2013. The CRIC Study personnel
screened for hospitalizations by contacting participants
and selected hospitals. For each hospitalization, the first 30
discharge codes were screened for cardiovascular events,
including HF (International Classification of Diseases, 9th
Revision codes 428.0–428.9), myocardial infarction, ar-
rhythmia, or stroke. Potential cardiovascular hospitaliza-
tions were each reviewed by two physicians, with close
attention to physical examination findings, chest x-ray,
consultant notes, serologic markers, and if available, echo-
cardiogram and/or invasive hemodynamic monitoring.
The two reviewers were asked to come to a consensus
regarding a diagnosis of no HF, probable HF, or definite
HF on the basis of modified Framingham criteria (11).

Patients were censored at death, loss to follow-up, or
ESRD. Date and cause of death were collected from death
certificates or obituaries, review of hospital records, and
the Social Security Death Master File.
Covariates. Information on demographics and clinical

history was obtained by self-report through question-
naires administered at the baseline visit. Diabetes was
defined as documented medical history, current or pre-
vious use of diabetic medications, or elevated fasting
blood glucose. Participants reported whether they cur-
rently used tobacco; they graded their own frequency of
alcohol use on a zero to eight scale, ranging from zero
(never) and one (not in the past 12 months) up to eight
(every day or almost every day). BP was averaged over
three measurements performed in a standardized fashion
in a seated position at rest using a calibrated sphygmo-
manometer. Samples for cystatin C were processed
using a Siemens BNII Nephelometer at the CRIC Central
Laboratory, with an intra–assay coefficient of variation of
4.9%. eGFR was calculated from serum cystatin and cre-
atinine using the CRIC Study equation (12), and eGFR
was categorized as ,30, 30–44, 45–59, and $60 ml/min
per 1.73 m2. Urine samples were collected for spot albumin-
to-creatinine ratios, and albumin-to-creatinine ratio
was categorized as ,30, 30–299, 300–999, and $1000
mg/g. Biomarker assays for lipids, phosphate, B–type
natriuretic peptide (BNP), and troponin T were per-
formed at the CRIC Central Laboratory at the University
of Pennsylvania, with the exception of total parathyroid
hormone (PTH), which was measured at Scantibodies
Laboratory, Inc.

Statistical Analyses
We first explored the distributions of EF, categorical

diastolic function, and LVMI among the CRIC participants.
The cohort was divided into LVMI quartiles, and charac-
teristics across LVMI quartiles were compared using
ANOVA, chi-squared test, or Wilcoxon rank sum test.
Because of their skewed distributions, PTH, fibroblast
growth factor-23 (FGF23), BNP, and troponin T were log
transformed. Crude incident HF and overall death rates
were calculated across quartiles of LVMI, EF, and cate-
gories of diastolic function. For the analysis of incident HF,
censoring occurred at ESRD (n=608), loss to follow-up
(n=310), or death (n=251).
Multivariable regression was performed using Cox pro-

portional hazards models for the outcomes of HF and
overall death. Model 1 was adjusted for demographic
factors (age, sex, and race/ethnicity), clinical site, and
traditional cardiovascular risk factors, including diabetes,
current smoking, alcohol use, log(24-hour urine total pro-
tein excretion), eGFR, systolic and diastolic BP, body mass
index, and lipoprotein concentrations. Model 1 also in-
cluded phosphate, hemoglobin, and use of medications,
including aldosterone antagonists, angiotensin–converting
enzyme inhibitors, angiotensin receptor blockers, di-
uretics, and b-blockers. Model 2 included the previously
listed covariates as well as PTH, FGF23, use of aspirin, and
statins. Model 3 added BNP and troponin T to model 2.
We a priori explored effect modification of the following
baseline characteristics: age ,60 years old, sex, race, dia-
betes, eGFR,45, and hemoglobin ,12.
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Results
Among 2567 participants, 45% were women, and 54%

were nonwhite race; mean (SD) age was 59611 years old,
and mean (SD) eGFR was 44617 ml/min per 1.73 m2 at
baseline. Median LVMI was 49 g/m2.7. Over a median
follow-up of 6.6 (interquartile range, 5.7–7.6) years, 262
participants developed incident HF, and 470 participants
died. Higher LVMI was associated with older age, black
race, Hispanic ethnicity, diabetes, hypertension, higher
systolic BP, and higher body mass index. Higher LVMI
was also associated with lower eGFR, LDL, and HDL as
well as higher proteinuria, calcium, phosphorus, PTH,
FGF23, BNP, and troponin T (Table 1).
Among all participants, LVMI in the third (48.5 to ,57.5

g/m2.7) or fourth quartile ($57.5 g/m2.7) was associated
with HF independent of comorbidities, eGFR, FGF23,
BNP, and troponin T. These associations were consistent
for both men and women using sex-specific quartiles (Ta-
ble 2). There were no significant interactions by age, sex,
race, eGFR, or hemoglobin for the association of LVMI (as
linear variable) with HF incidence. However, the associa-
tion seemed significantly stronger in nonpatients with di-
abetes (2.15; 95% confidence interval [95% CI], 1.64 to 2.82)
than patients with diabetes (1.33; 95% CI, 1.10 to 1.61;
P=0.01). Similarly, participants in the third and fourth
quartiles of LVMI had higher rates of overall mortality
after full adjustment (Table 3); modeled as a linear vari-
able, this risk again seemed stronger in nonpatients with
diabetes (1.57; 95% CI, 1.31 to 1.88) than patients with di-
abetes (1.23; 95% CI, 1.04 to 1.45; P,0.01). An interaction
of age and LVMI was also present for this association with
mortality, with a stronger association apparent in those
younger than 60 years of age (1.55; 95% CI, 1.25 to 1.91)
than older participants $60 years of age (hazard ratio
[HR], 1.27; 95% CI, 1.09 to 1.48; P=0.04). There were no
significant interactions of race, eGFR, or hemoglobin in the
association of LVMI with mortality. We performed an alter-
native analysis of LVMI divided into sex–specific clinical cut
points according to American Society of Echocardiography
guidelines (10) and found that men with mildly abnormal
LVMI (49–56 g/m2.7) were at higher risk of HF (HR, 2.05;
95% CI, 1.10 to 3.8) as were men at higher cut points: 56–64
g/m2.7 (HR, 2.07; 95% CI, 1.05 to 4.07) and $64 g/m2.7 (HR,
2.68; 95% CI, 1.37 to 5.28). Men with mildly abnormal LVMI
were at slightly higher risk of death (HR, 1.55; 95% CI, 1.05
to 2.27), but this association was not significant at higher cut
points. Among women, only those above the highest cut
point (59 g/m2.7) were at significantly higher risk for these
outcomes (HR for HF, 4.77; 95% CI, 2.15 to 10.57; HR for
death, 2.47; 95% CI, 1.37 to 4.45).
When EF was modeled in categories by clinical cut points,

using EF=50%–65% as the referent, each of the two lower EF
categories (EF=25%–50% and EF,35%) showed higher risk of
HF than the referent category. However, only the lowest cat-
egory, EF,35%, had a significant association with mortality
(Table 4). When EF was modeled in quartiles, using
EF$59.2% as the referent category, quartiles 2–4 (the patients
with lower EF) had higher risk of HF compared with the
referent. EF quartiles 2–4 did not have significantly higher
HRs for mortality (Supplemental Table 1).
To account for the potential of informative censoring of

participants due to ESRD or death, we performed a Fine–Gray

analysis for the associations of LVMI and EF with incident
HF. The associations were somewhat attenuated using this
approach but qualitatively similar to the Cox analyses: par-
ticipants in LVMI quartiles 3 and 4 remained at signifi-
cantly higher risk of HF compared with those in quartile
1. Fully adjusted HRs for LVMI quartiles compared with
referent quartile 1 were as follows: quartile 2 HR, 1.16; 95%
CI, 0.78 to 1.73; quartile 3 HR, 1.73; 95% CI, 1.18 to 2.53;
and quartile 4 HR, 2.07; 95% CI, 1.38 to 3.11. Fine–Gray
analyses for EF categories showed that only participants in
the lowest category of EF had significantly higher risk of
HF; HRs for EF cut points compared with referent group
EF=50%–65% were as follows: EF.65% HR, 0.71; 95% CI,
0.44 to 1.16; EF=35%–50% HR, 1.04; 95% CI, 0.79 to 1.37;
and EF,35% HR, 2.42; 95% CI, 1.49 to 3.95. We also
performed a sensitivity analysis using the Chronic Kidney
Disease Epidemiology Collaboration equation for eGFR,
and it did not change the results.
As previously reported, the vast majority of the CRIC

participants had either normal diastolic function (n=771;
30%) or mildly abnormal diastolic function (n=1663; 60%).
In unadjusted analyses, mildly abnormal diastolic function
was associated with higher risk of HF (HR, 1.41; 95% CI,
1.04 to 1.90) and death (HR, 1.46; 95% CI, 1.17 to 1.84)
compared with normal diastolic function. However, these
associations lost statistical significance after adjustment.
Moderately and severely abnormal diastolic dysfunctions
were not significantly associated with HF, regardless of
model selection, and severely abnormal diastolic dysfunc-
tion was only marginally associated with death after full
adjustment (Supplemental Table 2).

Discussion
In this study of individuals with CKD and without

baseline HF, we evaluated associations of LV mass and
systolic and diastolic function with longitudinal risk for HF
and mortality. LVMI was a strong, independent risk factor
for incident HF and death; these associations were in-
dependent of known cardiac risk factors in CKD, including
eGFR, troponin T, BNP, and FGF23. EF was a strong risk
factor for incident HF, but only the lowest EF (,35%) was
associated with mortality. Categories of diastolic function
did not predict HF or death.
Left ventricular hypertrophy (LVH) has been recog-

nized as a key feature of uremic cardiomyopathy for over a
century (13). The median LVMI in the CRIC is virtually
equivalent to the definition of hypertrophy by current
guidelines (10), showing the high prevalence of LVH in
patients with CKD. LVH in this setting has traditionally
been understood as a physiologic adaptation to reduce
ventricular wall stress in response to increased workload
(13) that results from anemia and hypertension (13,14).
However, we now know there are several additional fac-
tors that lead to LV remodeling and LVH. Wolf and col-
leagues (14,15) have identified the phosphaturic hormone
FGF23 as a kidney-specific mediator of LVH (14) that is
associated with HF in CKD (15). Fibrosis, mediated by
inflammation and possibly resulting from “organ cross-
talk” in cardiorenal syndrome, has also been increasingly
recognized as a key factor involved in LV remodeling in
CKD (16).
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LVH is a known risk factor for arrhythmic and non-
arrhythmic cardiovascular events in the general popula-
tion. In the Framingham cohort, LVH was associated with
sudden cardiac death, which was thought to result pri-
marily from arrhythmia (17). In a pooled analysis of the
Atherosclerotic Risk in Communities Study, the Cardio-
vascular Health Study, and the Framingham cohort,
LVH was associated with cardiovascular and composite
outcomes, including mortality (18). In the dialysis popula-
tion, baseline LVH (19,20) and increase in LV mass (6)
were associated with cardiovascular events and mortality.
There have been relatively few prior studies of LVH in
predialysis CKD (21), and none of those studies have spe-
cifically addressed incident HF in patients without HF at
baseline. In the African American Study of Kidney Disease
and Hypertension (AASK) cohort, LVH and diastolic dys-
function were found to predict outcomes, including HF
hospitalization. This cohort differed from our cohort and
investigation in several aspects. The CRIC was designed to
be an ethnically diverse cohort. Additionally, in the AASK,
diabetes was an exclusion criteria (22), and 50% of partic-
ipants in the AASK had a history of prior cardiovascular
disease (23). In contrast, these analyses include patients
with diabetes but exclude those who self-reported HF.
Our results indicate that, in patients with CKD who have

not experienced HF, higher LVMI is associated with in-
cident HF and overall mortality in a graded fashion. We
adjusted for several known direct or indirect mediators of
HF, including anemia, BP, FGF23, and eGFR. Thus, our
results suggest that, in addition to these factors, there are
additional unknown factors inherent to or related to LVH
that cause HF in these patients. LVH is likely a multifac-
torial process including known or unknown inflammatory
and fibrotic mediators that were not measured in this
investigation. We also adjusted for two markers of end
organ damage, BNP and troponin T, and found that LVMI
predicted HF independently of these powerfully prognos-
tic biomarkers in CKD (24).
The associations of LVMI with both HF and mortality

seemed stronger in persons without diabetes compared
with LVMI associations in persons with diabetes. There are
several potential explanations. Nonpatients with diabetes
in the CRIC are more likely to have purely hypertensive
renal disease and may have developed hypertrophy over a
longer period of time; thus, they may have more severe
histologic remodeling that predisposes to HF or sudden
cardiac death. The patients with diabetes might have been
more likely to have occult large artery or microvascular
coronary artery disease, and it is possible that LVH is less
important than burden of atherosclerotic disease as a
determinant of adverse outcomes in these patients.
Although we did not find associations between categor-

ical LV diastolic function and HF or mortality, the param-
eters used to determine diastolic function in the CRIC were
limited to pulse wave Doppler at the mitral valve and did
not include tissue Doppler imaging (i.e., e9 or a9). The E-to-
e9 ratio is now a standard component of diastolic assess-
ment (25) and particularly useful in differentiating normal
from pseudonormal diastolic function. Additionally, re-
cent studies have illustrated the prognostic utility of using
speckle tracking echocardiography to quantify systolic
function in patients with predialysis CKD (26) and ESRD
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(27,28). Thus, the less striking associations observed for EF
could be interpreted as a limitation of the conventional
evaluation of systolic function in patients with normal EF.

Strengths and Limitations
Our study has numerous strengths, including the adjudi-

cation of HF by physician review. The CRIC is a highly
diverse, well characterized CKD cohort recruited from mul-
tiple centers across the United States. We adjusted for a broad
range of known cardiovascular risk factors, including BNP
and troponin T. We also faced certain limitations. Some
participants did not have available echocardiograms, and this
theoretically could have introduced selection bias. Evaluation
of diastolic dysfunction did not include tissue Doppler
imaging, which may have contributed to the weak findings
related to categorical diastolic function.Medical record review
was limited to hospitalizations that were suspected of HF on
the basis of discharge codes, an approach that prioritizes
specificity of diagnosis rather than sensitivity. Therefore, some
HF hospitalizations may have been missed. Additionally, HF
adjudications in the CRIC before 2003 did not distinguish
between HF with preserved EF and HF with reduced EF,
which could have reduced our ability to detect associations
between diastolic function and HF.

Implications for Future Research
Despite these limitations, we present a strong, indepen-

dent association of LVMI with HF and mortality that is
independent of known cardiovascular risk factors. These
results suggest that efforts to prevent the development of
LVH in patients with CKD without known HF might help
reduce the incidence of HF. Although regression of LVH in
non-CKD populations is known to improve outcomes
(29,30), it is not yet known whether regression of LV
mass should be a treatment target in CKD. Treating ane-
mia does improve LVH in CKD (31), but the Trial to Re-
duce Cardiovascular Events with Aranesp Therapy Trial
(32) and the Correction of Hemoglobin and Outcomes
in Renal Insufficiency Trial (33) have shown that using
erythropoietin-stimulating agents to raise hemoglobin
over 11–12 mg/dl may have deleterious effects. However,
recent studies in the CRIC and other cohorts show that LVH
is a multifactorial process. As new determinants of LVH
are discovered, developing strategies to target these novel
pathways may be useful in causing regression of LVH
and/or preventing HF in CKD.
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Prognosis Consortium: Estimated glomerular filtration rate and
albuminuria for prediction of cardiovascular outcomes: A col-
laborative meta-analysis of individual participant data. Lancet
Diabetes Endocrinol 3: 514–525, 2015

4. Ix JH, Shlipak MG, Chertow GM, Whooley MA: Association of
cystatin C with mortality, cardiovascular events, and incident
heart failure among persons with coronary heart disease: Data
from the Heart and Soul study. Circulation 115: 173–179, 2007

5. Sarnak MJ, Katz R, Stehman-Breen CO, Fried LF, Jenny NS, Psaty
BM, Newman AB, Siscovick D, Shlipak MG; Cardiovascular
Health Study: Cystatin C concentration as a risk factor for heart
failure in older adults. Ann Intern Med 142: 497–505, 2005

6. Zoccali C, Benedetto FA, Mallamaci F, Tripepi G, Giacone G,
Stancanelli B, Cataliotti A, Malatino LS: Left ventricular mass
monitoring in the follow-up of dialysis patients: Prognostic value
of left ventricular hypertrophy progression. Kidney Int 65: 1492–
1498, 2004

7. Zoccali C, Benedetto FA, Tripepi G, Mallamaci F, Rapisarda F,
Seminara G, Bonanno G, Malatino LS: Left ventricular systolic
function monitoring in asymptomatic dialysis patients: A pro-
spective cohort study. J Am Soc Nephrol 17: 1460–1465, 2006

8. Feldman HI, Appel LJ, Chertow GM, Cifelli D, Cizman B,
Daugirdas J, Fink JC, Franklin-Becker ED, Go AS, Hamm LL, He J,
Hostetter T, Hsu CY, Jamerson K, Joffe M, Kusek JW, Landis JR,
Lash JP, Miller ER, Mohler ER 3rd, Muntner P, Ojo AO, Rahman
M, Townsend RR, Wright JT; Chronic Renal Insufficiency Cohort
(CRIC) Study Investigators: The Chronic Renal Insufficiency Co-
hort (CRIC) study: Design and methods. J Am Soc Nephrol 14
[Suppl 2]: S148–S153, 2003

9. Isakova T, Xie H, Yang W, Xie D, Anderson AH, Scialla J, Wahl P,
Gutiérrez OM, Steigerwalt S, He J, Schwartz S, Lo J, Ojo A,
Sondheimer J, Hsu CY, Lash J, LeonardM, Kusek JW, FeldmanHI,
WolfM; Chronic Renal Insufficiency Cohort (CRIC) StudyGroup:
Fibroblast growth factor 23 and risks of mortality and end-stage
renal disease in patients with chronic kidney disease. JAMA 305:
2432–2439, 2011

10. Lang RM, Bierig M, Devereux RB, Flachskampf FA, Foster E,
Pellikka PA, Picard MH, Roman MJ, Seward J, Shanewise J,
Solomon S, Spencer KT, St John Sutton M, Stewart W; American
Society of Echocardiography’s Nomenclature and Standards
Committee; Task Force on Chamber Quantification; American
College of Cardiology Echocardiography Committee; American
Heart Association; European Association of Echocardiography,
European Society of Cardiology: Recommendations for chamber
quantification. Eur J Echocardiogr 7: 79–108, 2006

11. McKee PA, Castelli WP, McNamara PM, Kannel WB: The natural
history of congestive heart failure: The Framingham study.N Engl
J Med 285: 1441–1446, 1971

Clin J Am Soc Nephrol 12: 60–68, January, 2017 Echocardiographic Measures, Incident Heart Failure, and Mortality, Dubin et al. 67



12. Anderson AH, Yang W, Hsu CY, Joffe MM, Leonard MB, Xie D,
Chen J, Greene T, Jaar BG, Kao P, Kusek JW, Landis JR, Lash JP,
Townsend RR, Weir MR, Feldman HI, Investigators CS; CRIC
Study Investigators: Estimating GFR among participants in the
Chronic Renal Insufficiency Cohort (CRIC) study. Am J Kidney
Dis 60: 250–261, 2012

13. Middleton RJ, Parfrey PS, Foley RN: Left ventricular hypertrophy
in the renal patient. J Am Soc Nephrol 12: 1079–1084, 2001

14. Faul C, Amaral AP, Oskouei B, Hu MC, Sloan A, Isakova T,
Gutiérrez OM, Aguillon-Prada R, Lincoln J, Hare JM, Mundel P,
Morales A, Scialla J, FischerM, Soliman EZ, Chen J, Go AS, Rosas
SE, Nessel L, Townsend RR, FeldmanHI, St John SuttonM,Ojo A,
Gadegbeku C, Di Marco GS, Reuter S, Kentrup D, Tiemann K,
Brand M, Hill JA, Moe OW, Kuro-O M, Kusek JW, Keane MG,
Wolf M: FGF23 induces left ventricular hypertrophy. J Clin Invest
121: 4393–4408, 2011

15. Scialla JJ, Xie H, Rahman M, Anderson AH, Isakova T, Ojo A,
Zhang X, Nessel L, Hamano T, Grunwald JE, Raj DS, YangW, He
J, Lash JP, Go AS, Kusek JW, Feldman H, Wolf M; Chronic Renal
Insufficiency Cohort (CRIC) Study Investigators: Fibroblast
growth factor-23 and cardiovascular events in CKD. J Am Soc
Nephrol 25: 349–360, 2014

16. Husain-Syed F, McCullough PA, Birk HW, Renker M, Brocca A,
Seeger W, Ronco C: Cardio-pulmonary-renal interactions: A
multidisciplinary approach. J Am Coll Cardiol 65: 2433–2448,
2015

17. Haider AW, Larson MG, Benjamin EJ, Levy D: Increased left
ventricular mass and hypertrophy are associated with increased
risk for sudden death. J Am Coll Cardiol 32: 1454–1459, 1998

18. Weiner DE, Tighiouart H, Vlagopoulos PT, Griffith JL, SalemDN,
Levey AS, Sarnak MJ: Effects of anemia and left ventricular hy-
pertrophy on cardiovascular disease in patients with chronic
kidney disease. J Am Soc Nephrol 16: 1803–1810, 2005

19. Silberberg JS, Barre PE, Prichard SS, SnidermanAD: Impact of left
ventricular hypertrophy on survival in end-stage renal disease.
Kidney Int 36: 286–290, 1989

20. Stack AG, Saran R: Clinical correlates andmortality impact of left
ventricular hypertrophy among new ESRD patients in the United
States. Am J Kidney Dis 40: 1202–1210, 2002

21. Chen SC, Chang JM, Liu WC, Huang JC, Tsai JC, Lin MY, Su HM,
Hwang SJ, Chen HC: Echocardiographic parameters are in-
dependently associated with increased cardiovascular events in
patients with chronic kidney disease. Nephrol Dial Transplant
27: 1064–1070, 2012

22. Wright JT Jr., Bakris G,Greene T, Agodoa LY, Appel LJ, Charleston J,
Cheek D, Douglas-Baltimore JG, Gassman J, Glassock R, Hebert L,
Jamerson K, Lewis J, Phillips RA, Toto RD, Middleton JP, Rostand
SG; African American Study of Kidney Disease and Hypertension
Study Group: Effect of blood pressure lowering and antihyperten-
sive drug class on progression of hypertensive kidney disease:
Results from the AASK trial. JAMA 288: 2421–2431, 2002

23. Peterson GE, de Backer T, Contreras G, Wang X, Kendrick C,
Greene T, Appel LJ, Randall OS, Lea J, Smogorzewski M,
Vagaonescu T, Phillips RA; African American Study of Kidney
Disease Investigators: Relationship of left ventricular hypertro-
phy and diastolic function with cardiovascular and renal out-
comes in African Americans with hypertensive chronic kidney
disease. Hypertension 62: 518–525, 2013

24. Bansal N, Hyre Anderson A, Yang W, Christenson RH, deFilippi
CR, Deo R, Dries DL, GoAS, He J, Kusek JW, Lash JP, Raj D, Rosas
S, Wolf M, Zhang X, Shlipak MG, Feldman HI: High-sensitivity
troponin T and N-Terminal pro-B-type Natriuretic Peptide (NT-
proBNP) and risk of incident heart failure in patients with CKD:
The Chronic Renal Insufficiency Cohort (CRIC) study. J Am Soc
Nephrol 26: 946–956, 2014

25. Nagueh SF, Appleton CP, Gillebert TC, Marino PN, Oh JK,
Smiseth OA, Waggoner AD, Flachskampf FA, Pellikka PA,
Evangelista A: Recommendations for the evaluation of left
ventricular diastolic function by echocardiography. J Am Soc
Echocardiogr 22: 107–133, 2009

26. Krishnasamy R, Isbel NM, Hawley CM, Pascoe EM, Leano R,
Haluska BA, Stanton T: The association between left ventricular
global longitudinal strain, renal impairment and all-cause mor-
tality. Nephrol Dial Transplant 29: 1218–1225, 2014

27. Kramann R, Erpenbeck J, Schneider RK, Röhl AB, Hein M,
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