© 178 ¢ A f T R PE S 2022 4F 2 45 34 %55 2 ) Chin Crit Care Med, February 2022, Vol.34, No.2

iR -
B I P O JUL 28 B S O UL R Y

ER MBS HE

EaD OTHD B! FHkg ! mr? s 2’ kX!

' RAETH— PO ERASH, XRE 300192;° RETH— S EESEAA, RE 300192
@AZHEH : YL L, Email : shenwen66happy@163.com

[(FEZE] BA oM REHER SR (CMR) BAR G A5t 8] 5 5 1% (T1 mapping ) 1564488 ) 5t B )
(8] 5 1 % (T2 mapping) XTHRIMPEC URAS 2 PEAIZ WM E. ik BEH2020 45 5 A = 2021 4 4 A7ER
BT — O BE B R SR O sl OG0 3 sl i bR Sl ik Gt 18 52012 20RO IUFE (AMID) 119 24 461 F
ffi 1 3.0T CFIIH Ingenia it , 76 BAHRIZ I AMI J5 T 744 (9+4)d AT CMR #fs /ENVE 2SR I 34 A
Ji B 6 4~ A a1 M UESE (CMT) BH45 45— 1K CMR &A% 5 18R] — i Bk | A7 I8 DO RE 1) 26 il fdt bR &
JEH AN 1R S M i f 7 CMR A S8 &V MR, PR A ey . T2 AU % (T2WT ;
STIR J¥41) ), #4538 T T1 mapping Fl T2 mapping ; 3450k A A5 1 1 T L ZER 50 S IG5 J5 T1 mapping, HE
Lo EFE T Lo WLE T SR 5 HlVEZ 08 TAERMEINZL (ROC Z), WAL X F X5 AMI 411 6 1~ H
Ji CMI S FEFRINAE ., 53R AMI AUBFBEGRAT T1 A T2 (5 AIESNEFL (ECV ) B3t B Ty, 25 51
FGrE SR ET T1 {8 (ms): 14387+ 173.4 1, 1 269.2+42.3, BA5R F T2 A (ms):49.8+9.3 £, 21.7+4.0,
ECV (%) :33.2+102 1t 27.2+2.1,34 P<0.05 ), ECV 7& AMI B B34 & (% : 33.2+10.2 1k 27.2+2.1),{H
F3INAREBTREE (%:33.2210.2 L 324+5.1), 7 AMI 6 MHJG (% :27.7+4.9 [t 32.4+5.1) TH B E5
(¥ P>0.05), AMI 23450 HT T1 (B A T2 (EAE AMI BB B34 &5, 3 4 H 5 I BREAG, BF 6 A )5 B BT
(HE5R AT T1{H (ms) : 1438.7+173.4 [ 1272.1 £25.2, 39587 T2 {4 (ms) : 49.8 £9.3 [ 29.0+4.0,) P<0.05 ),
AMI FI CMI B458TT T1 {6 A T2 {6 ROC hZ 53015 HRE S B340 100% , SUBE 230500 R 72.7% F1 100% , 35558 i
T1AEFN T2 EJE 0] DAAFIX 4 AML F1 CMI 2 Wik, 4518 1 T1 mapping F1 T2 mapping 3456 ECV, X}
Sl M0 PO UL 22 A2 BT I A, G OSSR T UL T1 (RN T2 (EURIZ W AMI AER A ZUITAS B, IR AT IX 43 AMI
HTCMI, X BEE IR RIG YT AR A R K X o

[E@A] g ; Suntbols;  AtopuEse

BEE&WAE : Rl DAEMRZ SR AA R EH (RC20184)

DOI : 10.3760/cma.j.cn121430-20210825-01272

The diagnostic value of quantitative imaging for acute myocardial infarction
Cui Qian’, Yu Jing', Ge Xihong', Gao Guangfeng', Liu Yang', He Qiang’, Cui Qi', Wang Hongle', Shen Wen'
'Department of Radiology, Tianjin First Center Hospital, Tianjin 300192, China; *Department of Cardiology, Tianjin
First Center Hospital, Tianjin 300192, China
Corresponding author: Shen Wen, Email: shenwen66happy@163.com

[Abstract] Objective To explore the diagnostic performance of cardiac magnetic resonance imaging (CMR)
with T1 mapping and T2 mapping for detection of acute phase of ischemic cardiomyopathy. Methods Twenty-four
patients with acute myocardial infarction (AMI) detected by coronary angiography from May 2020 to April 2021 in Tianjin
First Center Hospital were selected. All patients underwent CMR (Philips Ingenia 3.0-T) at (9 +4) days after definite
diagnosis, which was defined as the first diagnosis. After 3 months and 6 months of chronic myocardial infarction (CMI)
phase, one CMR was performed. On the same period with age and sex matching, a total of 26 cases of healthy volunteers
and outpatient with non-specific chest pain and CMR examination without abnormality as control group. Plain scan
included Cine, T2-weighted (STIR), and native T1/T2 mapping. The enhanced scan included perfusion, late gadolinium
enhancement, post-T1 mapping. The changes of myocardial quantitative parameters before and after myocardial infarction
were compared. Receiver operator characteristic curves (ROC curve) were developed to evaluate, compare, and distinguish
the changes in the AMI group and the CMI group after 6 months. Results Pre-enhanced T1 value, T2 value and
extracellular volume (ECV) of AMI group were significantly higher than those of control group [pre-enhanced T1 value
(ms): 1438.7+£173.4 vs. 1269.2+42.3, pre-enhanced T2 value (ms): 49.8 £9.3 vs. 21.7+4.0 , ECV (%): 33.24+10.2
vs. 27.242.1, all P < 0.05]. ECV was significantly higher in AMI (%: 33.2£10.2 vs. 27.24+2.1), but stabilized after
3 months (%: 33.24+10.2 vs. 32.4 £5.1), and after 6 months later (%: 27.7 £4.9 vs. 32.4 £5.1), there were no significant
difference (all P > 0.05). Pre-enhanced T1 and T2 values were significantly higher in AMI, lower after 3 months, but
significantly decreased after 6 months [pre-enhanced T1 values (ms): 1 438.7 £173.4 vs. 1 272.1 25.2, pre-enhanced
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T2 values (ms): 49.8 +9.3 vs. 29.0+4.0, all P < 0.05]. The ROC curve showed that the specificity of pre-enhanced T1
and T2 values between AMI and CMI were 100%, and the sensitivity were 72.7%, 100%, respectively, pre-enhanced
T1 and T2 value could be better distinguish between AMI and CMI diagnosis method. Conclusion T1 mapping and

T2 mapping with ECV can clearly diagnosis ischemic cardiomyopathy, especially pre-enhanced myocardial T1 and T2

values which is non-invasive diagnosis method of AMI, and can distinguish AMI or CMI, has a great significance to the

patient's clinical treatment and follow-up.
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