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[ Abstract] Objective: To investigate the relationship between global longitudinal

strain (GLS) of the left ventricle and segmental longitudinal strain (SLS) in ST-segment elevation
myocardial infarction (STEMI) patients with preserved ejection fraction and left anterior
descending artery occlusion. Methods: A total of 21 patients with acute STEMI undergoing
primary percutaneous coronary intervention (PCI) received cardiac magnetic resonance (CMR)
imaging at the Central Hospital of Shandong First Medical University from 2019 to 2022, and all
had preserved left ventricular ejection fraction (LVEF =50%) at echocardiography. In addition,
21 normal subjects who underwent CMR examination during the same period served a control
group. CMR characteristics and correlation between left ventricular GLS and SLS were compared
between the two groups. Results: Compared with control group, SLS became significantly
abnormal for all segments in patients with STEMI (P<<0.05). Apical longitudinal strain was most
closely related to the GLS in STEMI group (#=0.399, t=7.673, P<<0.01). Conclusion: In
STEMI patients with heart failure with preserved LVEF caused by LAD occlusion, the change of

apical longitudinal strain is closely related to left ventricular GLS alterations. The finding suggests
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that assessment of apical longitudinal strain may be helpful for evaluating the treatment effect and

disease progression.
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ST-elevation myocardial infarction; Heart failure with preserved ejection

fraction; Cardiac magnetic resonance; Left ventricular global longitudinal strain
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