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[Abstract] Objective - To investigate the difference in myocardial strain of left ventricle between obstructive hypertrophy cardiomyopathy (HCM) and
nonobstructive HCM. Methods - Cardiac magnetic resonance imaging (MRI) exam was performed on 48 sequential enrolled patients with HCM (18 with
obstructive HCM, and 30 with nonobstructive HCM), whose left ventricular ejection fractions (LVEF) were over 50%. Twenty-five healthy volunteers
were examined as normal controls. Global longitudinal strain (GLS), global radial strain (GRS), global circumferential strain (GCS), LVEF, left ventricular
end diastolic volume (LVEDV), left ventricular mass (LVM), left ventricular end diastolic volume index (LVEDVI), and left ventricular mass index (LVMI)
were collected and compared. Radial strain, circumferential strain and peak radial displacement were also measured in medial segment of left ventricle
according to American Heart Association (AHA) 17-segment model. Results - @ LVEF of the patients with obstructive HCM was bigger than those of
nonobstructive HCM patients and control group (P<0.05). LVM and LVMI of the HCM groups were bigger than those of control group (P<0.01). @ Left
ventricle GLS, GRS, and GCS significantly decreased in the patients with nonobstructive HCM compared to those with obstructive HCM (P<0.05). The
three parameters of two HCM groups were significantly lower than those of healthy volunteers (P<0.05). ® Compared with obstructive HCM patients,
the segmental parameters of left ventricule, the medial segment circumferential strain and radial strain of nonobstructive HCM patients significantly
decreased (P<0.05), and the two parameters of both HCM groups were lower than those in healthy volunteers. Compared with obstructive HCM patients
and healthy volunteers, peak radial displacement of left ventricule medial segment in nonobstructive HCM witnessed a significant decrease, while no
significant difference was observed between obstructive HCM patients and healthy volunteers. Conclusion * In the LVEF preserved HCM patients, the
myocardial strain of left ventricle in nonobstructive HCM patients decrease significantly than that in obstructive HCM patients, which may result in the
different clinical outcomes in two types of HCM patients. It is suggested that the myocardial strain is more sensitive than ejection fraction in the evaluation
of myocardial performance of HCM patients.
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Tab 1 Common parameters of left ventricle acquired by MRI

SiH AR AE AT ik W4
(n=30) (n=18) (n=25)
MRl (% /%) /n 20/10 11/7 16/9
oy 585+153 583+13.2 57.0£11.2
BSA/m’ 1.70£0.16 1.82+£0.25 1.74+£0.22
LVEF/% 62.0+8.40° 69.3+4.84° 57.6+£6.49
LVM/g 206.5+52.0° 188.4+67.3° 78.4+18.3
LVMI/ (g/m’*) 121.5+33.2° 103.4+258° 60.2+18.5
LVEDV/mL 96.1+£27.1 102.9+£32.2 101.8£16.2
LVEDVV/ (mL/m’) 58.4+22.1 60.2+18.9 59.6x+11.5
SV/mL 72.5+£6.9 753+£72 67.2+£5.8

7. “P=0.013, S ©P=0.003, °P=0.000, 5iF#HLLE,

22 JebEs R SR L

WS FIE 441, 2 41 HOM %1 GLS, GRS, GCS ¥
BEVHIE (3 P<0.05), FLATBHLME S IARBL LN 22 475
VR, JERIBYE HOM BUIE (3 P<0.05) (%2, B 1),
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Tab 2 Comparison of global strain parameters of left ventricle

ey AR (n=30) REBHLTE (n=18) IEHH (n=25)
GLS/% —12.91+2.547 —16.60+2.61° —20.82+2.56
GRS/% 27.61+8.22°° 39.70+12.21° 55.36+9.80
GCS/% ~14.69+3.25"" —18.68+£4.437 —24.10£2.19

. “P=0.008, “P=0.011, “P=0.006, SHEFLEELES: © P=0.000, *P=0.001,
HIEH AL,

AL Co b ERR A FIRE (A HIERERLYE, C WREM); B, D. —4>
DA AT GLS (Al (B A{RMERLE, D WiErE).

1 JEER M SR Y HCM E0EN EEERTEE

Fig 1 Diagrams of left ventricle strain parameters of the patients with nonobstructive
HCM and obstructive HCM
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Tab 3 Comparison of the strain parameters of left ventricule middle segment

28 JEMERLE (n=30)  HERHYE (n=18) EHH (n=25)
mCS/% —15.03+£3.99°  —20.63+2.35° —25.184+2.74
mRS/% 2747+1021°°  40.05+7.28° 57.22+4.05
e RAZFS /mm 5.14+1.58°° 7.76+1.26 7.88+1.11

k. ©P=0.005, ©P=0.001, °P=0.002, 4% pH I HCM 4 Fbi%, © P<0.001,

" P=0.008, SIEHALLLE.
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