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A B S T R A C T   

Purpose: To explore global/regional myocardial deformation across various layers, vascular dis-
tributions, specific levels and distinct walls in healthy individuals using cardiovascular magnetic 
resonance feature tracking (CMR-FT). 
Methods: We selected a cohort of 55 healthy participants and CMR cine images were used to 
obtain the left ventricular (LV) peak longitudinal, circumferential, radial strains (LS, CS, RS). The 
characteristics of normal LV strain in various layers (endocardium, myocardium, epicardium), 
territories [left anterior descending artery (LAD), left circumflex artery (LCX), and right coronary 
artery (RCA)], levels (basal, middle, apical) and walls (anterior, septum, inferior, lateral) were 
compared. 
Results: The absolute values of the LV global LS and CS gradually decreased from endocardium to 
epicardium. The absolute LV global RS (65.7 ± 47.7%) was maximum relative to LS (− 22.0 ±
10.8%) and CS (− 22.8 ± 7.7%). The absolute values of the LCX territorial strain were the largest 
compared with the LAD and RCA territorial strains. Regional RS, endo-CS and endo-LS gradually 
increased from the basal to the apical level. The LV lateral walls had the highest strain values (CS, 
LS, and RS). 
Conclusions: Variations in normal LV strain values across various layers, territories, levels, and 
walls were observed, suggesting the necessity for careful clinical interpretation of these strain 
values. These findings also partially revealed the complexity of normal cardiac mechanics.   

1. Introduction 

The assessment of left ventricular (LV) motion function including systolic and diastolic functions, is the primary objective of a 
cardiac imaging study [1,2]. However, the global parameters commonly used in clinical practice, such as left ventricular ejection 
fraction (LVEF), are not sufficiently sensitive to detect subtle anomalies in LV function, indicating an early stage of the disease [3,4]. 
Due to these limitations, alternative measures such as myocardial strain have gained attention. Myocardial strain (deformation) is 
defined as the relative change in myocardial fibers from end-systole to end-diastole [3,5]. It is measured in 3 principal directions 
(radial, circumferential, and longitudinal) following the distinct directions of myocardial deformation [1,6]. Several, studies have 
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confirmed the vital role of myocardial deformation in early diagnosis, differential diagnosis, and prognosis in patients with various 
cardiac diseases [7–11]. 

Echocardiography and computed tomography are used for assessing myocardial deformation. However, cardiovascular magnetic 
resonance (CMR) remains advantageous for widespread clinical applications because of its high spatial and contrast resolution, 
radiation-free characteristics, and noninvasive reference standard for assessing of cardiac anatomy and function [12,13]. Several 
proposed techniques for CMR strain analysis, such as myocardial tagging, displacement encoding and strain encoding require addi-
tional sequences and time, and hence are rarely used clinically [1,2,14]. CMR feature tracking (CMR-FT) is an emerging technique that 
allows the assessment of myocardial global/regional deformation and displacement parameters derived from routine, balanced steady 
state free precession (SSFP) cine images [1,15–17]. In the last decade, research hotspots have focused on analyzing CMR-FT normal 
reference values [15,18–22]. However, no studies to date have systematically characterized normal myocardial strain using CMR-FT, 
which is essential for the early diagnosis, treatment, and even prognosis of the disease. 

Addressing this notable gap, our study aimed to systematically explore global/regional myocardial deformation patterns, including 
various layers, segments, and vascular distributions, in healthy participants. In this effort, we sought to establish a comprehensive 
baseline understanding of normal myocardial strain using CMR-FT. This is fundamental to unraveling the complexity of cardiac 
mechanics and enhancing the accuracy of clinical assessments in cardiac diseases. 

2. Materials and methods 

2.1. Population 

From the CMR database, we selected a cohort of 55 healthy subjects (all CMR studies were performed between March 2016 and 
October 2023). The study inclusion criteria were as follows: (1) no prior diagnosis of various cardiomyopathy, chronic kidney disease, 
hypertension, diabetes mellitus or hyperlipidemia that cause an increased risk of cardiovascular disease; (2) no symptoms or prior 
history of cardiovascular or cerebrovascular disease; and (3) normal physical examination and electrocardiogram. The exclusion 
criteria were as follows: (1) abnormal cardiac dimensions and function on cine CMR; (2) definite defects on perfusion images or a 
delayed enhancement signal on late gadolinium enhancement (LGE) images of CMR; (3) myocardial diseases including primary and 
secondary cardiomyopathies, such as hypertrophic cardiomyopathy, dilated cardiomyopathy, and arrhythmogenic right ventricular 
cardiomyopathy; (4) congenital cardiac abnormalities including anomalous coronary arteries; and (5) images that could not be 
analyzed, including those after a failed imaging study and those with unacceptable image quality. Only CMR studies yielding a 
remarkable to excellent image quality were selected, as judged by an experienced reader with more than 10 years of CMR experience. 
All subjects were in sinus rhythm at the time of the CMR examination. The study protocol conformed to the Declaration of Helsinki, and 
the study was approved by the ethics committee of our hospital. All subjects provided written informed consent. 

2.2. CMR protocol 

Imaging was performed using a 3T magnetic resonance imaging (MRI) system (MAGNETOM Prisma, Siemens Healthcare, Erlangen, 
Germany) with an 18-channel body coil. We examined all CMR images of each participant to guarantee image availability. For CMR-FT 
post-processing, a balanced SSFP cine images were obtained during repeated breath-holds in 3 long-axis (2-, 3-, and 4-chamber) views 
and in short-axis views covering the LV. The imaging parameters were as follows: repetition time (TR)/echo time (TE) = 3.1 milli-
seconds/1.3 ms; flip angle (FA) = 55◦; field of view (FOV) = 276 × 340 mm2; matrix = 156 × 192; and slice thickness = 5 mm for the 
long axis and 8 mm for the short axis, with 25 cardiac phases. 

For the perfusion and LGE sequences, gadolinium contrast (Magnevist, Bayer Healthcare, Berlin, Germany) was administered 
intravenously at an injection rate of 4 mL/s and dose of 0.05 mmol/kg, followed by a 20-mL saline flush in the right arm. The perfusion 
sequence was performed during every cardiac cycle, and the images were acquired in 3 short-axis (basal, mid, and apical) views and 
one 4-chamber view of the LV. The imaging parameters were as follows: TR/TE = 2.9 milliseconds/1.1 ms; FA = 12◦; TI = 100 ms; 
FOV = 350 × 450 mm2; and slice thickness = 8 mm. 

LGE images were acquired 10–15 min post-contrast administration in the same planes as the cine images using a T1-weighted 
gradient-echo pulse sequence with a phase-sensitive inversion recovery reconstruction. The imaging parameters were as follows: 
TR/TE = 4.1 milliseconds/1.56 ms; FA = 20◦; FOV = 350 × 284 mm2; and slice thickness = 5 mm for the long-axis view and 8 mm for 
the short-axis view. 

2.3. Imaging analysis 

The LV functional parameters were analyzed using dedicated software (Argus, Siemens Healthcare, Erlangen, Germany). The 
following parameters were measured: LVEF, LV end-diastolic volume (LVEDV), LV end-systolic volume (LVESV), LV cardiac output 
(LVCO), and LV stroke volume (LVSV). 

Two-dimensional strain analysis was performed by 2 experienced observers using Medis Suite software (Medis Medical Imaging BV, 
Leiden, The Netherlands). Manual contouring was performed on the end-diastolic frames of both long- and short-axis cine images to 
determine the LV endocardial and epicardial borders. Then, the contours were automatically propagated to all phases and modified 
manually, if necessary. The papillary muscles were excluded from the endocardial contour. The superior insertion point was subse-
quently labeled on the junction of the left and right anterior walls to identify 16 segments. In addition, the cine long-axis (2-, 3-, and 4- 
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chamber) images were used for analyzing LV peak longitudinal strain (LS), and cine short-axis images (basal, mid, and apical) were 
used for analyzing the LV peak circumferential strain (CS) and radial strain (RS) (Fig. 1). (1) The global strains, including global 
longitudinal, circumferential, and radial strains (GLS, GCS, and GRS), were software-generated and recorded. Also, the LV layer strains 
were labeled, including the subendocardial, mid-myocardial, and epicardial regional CS (endo-CS, myo-CS, and epi-CS); and the 
subendocardial, mid-myocardial, and epicardial regional LS (endo-LS, myo-LS, and epi-LS). (2) For the LV territorial strain. We defined 
the basal/mid-anterior and anteroseptal segments as well as the apical anterior and septal segments as the territory supplied by the left 
anterior descending artery (LAD) based on the AHA 16-segment model. The basal/mid-inferoseptal, inferior and the apical inferior 
segments were assigned to the right coronary artery (RCA) when it was dominant. The basal/mid-inferolateral, anterolateral and the 
apical lateral segments were generally assigned to the left circumflex artery (LCX) [23]. Finally, the territorial LS (TLS), RS (TRS), and 
CS (TCS) were recorded. (3) The LV regional strain was the peak of the phase mean of the corresponding segments at the 3 levels of LV 
including the basal level (S1–S6), middle level (S7–S12), and apical level (S13–S16). Further, the regional LS (RLS), regional CS (RCS), 
and regional RS (RRS) were recorded. (4) Finally, the LV strain on the anterior, septum, inferior, and lateral walls was determined. 

2.4. Statistical analysis 

The continuous variables were presented as means ± standard deviation (SD) or medians (interquartile range, IQR), and cate-
gorical variables as frequencies. The differences in LV strain values between multiple groups were assessed using one-way analysis of 
variance using post hoc t tests with Bonferroni correction. All statistical analyses were performed using SPSS version 26.0 (Statistical 
Package for the Social Sciences, International Business Machines, Inc., Armonk, NY, USA). P values of 0.05 or less indicated statistically 
significant differences. 

3. Results 

3.1. Study demographics 

A total of 55 subjects (37 men, mean age 44.3 ± 13.7 years) with cine CMR images acceptable for CMR-FT analysis were recruited. 
Of these, 67% were male, with a mean age of 44 years, and 18 (33%) were female, with a mean age of 45 years. A summary of clinical 
characteristics and LV cardiac function is provided in Table 1. 

3.2. Normal reference values for the LV global strain 

The normal reference values for the LV global strain are depicted in Table 2 and Fig. 2. The normal reference values of the LV GLS 
and GCS and GRS were − 22.0 ± 10.8% and − 22.8 ± 7.7%. Notably, the absolute values of the LV GLS and GCS exhibited a gradual 
decrease from endocardium to epicardium, with significant variations observed across various layers (P＜0.05). In contrast, the radial 

Fig. 1. Representative images in the standard long-axis (A–C) orientations and strain curves. Contours are illustrated in LV endocardial and 
epicardial borders in the 2-, 3-, and 4-chamber (A–C) views and corresponding LV GLS (E) and endo-LS (F). Peak systolic strain is provided for each 
myocardial segment (D). 
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direction displayed less variation, resulting in the evaluation of the myocardial layer (Myo-GRS) at 65.7 ± 47.7%. Also, the absolute 
GRS was at the maximum relative to GLS and GCS at the same level. 

3.3. Normal reference values for the LV territorial strain 

The normal reference values for the LV territorial strain are provided in Table 3 and Fig. 3. The absolute values of the LCX territorial 
strain were the largest compared with the LAD and RCA, and the territorial strain values for various coronary distributions varied 
significantly (P＜0.05). For TRS, the absolute value of the LAD-territorial strain was higher than that of the RCA territorial strain. For 
TCS, the absolute value of the RCA territorial strain was higher than that of the LAD territorial strain (Table 3). The absolute value of 
TCS and TLS in the 3 coronary arteries (LAD, LCX, and RCA) decreased from endocardium to epicardium (Fig. 3). 

3.4. Normal reference values for the LV regional strain 

The normal reference values for the LV regional strain (basal, middle, and apical levels) are provided in Table 4 and Fig. 4. The 
regional strain from the base to the apical level gradually increased for myo-RRS, endo-RCS and endo-RLS. The regional strain from the 
base to the apical level gradually reduced for epi-RCS and epi-RLS (Table 4 and Fig. 4). The absolute value of RCS and RLS in the 3 
levels (basal, middle, and apical) decreased from endocardium to epicardium. 

3.5. Normal reference values for the LV strain on anterior, septum, inferior and lateral walls 

The normal reference values for the LV strain on the anterior, septum, inferior and lateral walls are provided in Table 5 and Fig. 5. 
The LV CS and LS values decreased significantly on lateral, inferior, septum, and anterior walls (all P < 0.001). The LV lateral walls had 
the highest strain values (endo-CS, myo-CS, epi-CS, endo-LS, myo-LS, and epi-LS), with anterior walls having the lowest strain values. 
The LV RS values decreased considerably on lateral, anterior, inferior, and septum walls. The LV lateral walls had the highest strain 
values (80.5 ± 57.0%), with septum wall having the lowest strain value (46.4 ± 30.9%). 

4. Discussion 

This is a study to systematically characterized normal myocardial strain using CMR-FT, including various layers, walls, and 
vascular distributions, in a well-characterized group of healthy individuals. First, the absolute values of the LV GLS and GCS gradually 
decreased from endocardium to epicardium. Besides, the absolute GRS was maximum relative to GLS and GCS. Second, the absolute 

Table 1 
Baseline characteristics of the study cohort and cardiac function in the normal group.   

All (N = 55) Male (N = 37) Female (N = 18) 

Baseline demographics 
Age (years) 44.3 ± 13.7 43.7 ± 12.8 45.4 ± 15.6 
Weight (kg) 72.1 ± 13.3 75.3 ± 12.4 65.4 ± 12.8 
Height (cm) 170.5 ± 8.1 173.9 ± 6.7 163.6 ± 6.2 
BMI (kg/m2) 24.8 ± 4.3 24.9 ± 3.7 24.6 ± 5.3 
BSA (m2) 1.8 ± 0.2 1.9 ± 0.2 1.7 ± 0.2 
Rest HR (beats/min) 71.8 ± 12.5 71.7 ± 13.0 72.0 ± 11.8 
Cardiac function 
EDV (mL) 119.8 ± 28.0 126.1 ± 29.4 107.0 ± 20.3 
ESV (mL) 46.6 ± 14.4 50.2 ± 14.5 39.1 ± 11.0 
SV (mL) 73.0 ± 18.5 75.4 ± 21.0 67.9 ± 10.7 
EDV/BSA (mL/m2) 65.0 ± 13.9 65.9 ± 14.6 63.1 ± 12.6 
ESV/BSA (mL/m2) 25.1 ± 6.9 26.2 ± 6.9 23.0 ± 6.4 
SV/BSA (mL/m2) 39.7 ± 9.8 39.5 ± 10.9 40.1 ± 7.2 
CO (L/min) 5.2 ± 1.5 5.4 ± 1.6 4.9 ± 0.9 
LVEF (%) 61.1 ± 6.8 59.7 ± 7.3 64.0 ± 4.7 

Values presented as means ± SD or medians (IQR). BMI, body mass index; BSA, body surface area; CO, cardiac output; EDV, end diastolic 
volume; ESV, end systolic volume; HR, heart rate; LVEF, left ventricular ejection fraction; SV, stroke volume. 

Table 2 
Normal reference values of the LV global strain.  

Strain (%) Global strain LV-Endo LV-Myo LV-Epi F P value 

GCS − 22.8 ± 7.7 − 33.7 ± 10.9 − 21.4 ± 8.0 − 13.5 ± 7.5 1131.6 0.000 
GLS − 22.0 ± 10.8 − 23.6 ± 11.2 − 21.8 ± 11.2 − 20.6 ± 12.1 15.3 0.000 
GRS 65.7 ± 47.7 – 65.7 ± 47.7 – – – 

Values presented as means ± SD or medians (IQR). LV, left ventricular; GLS, global longitudinal strain; GCS, global circumferential strain; GRS, global 
radial strain. 
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values of the LCX territorial strain were the largest compared with the LAD territorial and RCA territorial strains. Third, the regional 
strain from the base to the apical level gradually increased for RRS, endo-RCS and endo-RLS. Finally, the LV lateral walls had the highest 
strain values (CS, LS, and RS). 

Many previous studies have indeed elucidated the normal strain values of LV [1,24,25], but none have studied the normal strain 
values of the coronary artery supply area, which is crucial for coronary heart disease. On the basis of studying the strain of different 
layers (basal, mid, apical) and different walls (subendocardial, mid-myocardial, epicardial), we also conducted strain analysis ac-
cording to the distribution of coronary artery blood supply, including LCX, LAD, and RCA. The LV GLS and GCS values obtained in our 
study (GLS: − 22% and GCS: − 22.8%) were similar to the normal ranges obtained in a systematic review and meta-analysis [2]. This 
meta-analysis revealed FT-derived GLS and GCS values of − 20.1% and − 23%, which was concordant with our results. In particular, 

Fig. 2. Group comparisons of the LV layer-specific GLS/GCS in the normal group. The LV layer-specific GCS (endo-GCS, myo-GCS, and epi-GCS) in 
the normal group (A) and the LV layer-specific GLS (endo-GLS, myo-GLS, and epi-GLS) in the normal group (B). *** represents a statistically sig-
nificant difference, namely, P ＜ 0.05. 

Table 3 
Normal reference values of the LV territorial strain.  

Strain (%) LAD LCX RCA F P value 

Endo-TCS − 31.8 ± 12.1 − 35.8 ± 10.1 − 33.7 ± 10.0 10.1 ＜0.001 
Myo-TCS − 18.2 ± 7.5 − 24.8 ± 7.8 − 21.8 ± 7.2 56.8 ＜0.001 
Epi-TCS − 10.3 ± 6.1 − 17.0 ± 7.9 − 13.8 ± 7.0 68.9 ＜0.001 
Endo-TLS − 22.9 ± 10.9 − 25.4 ± 10.9 − 22.6 ± 11.6 5.2 0.006 
Myo-TLS − 20.7 ± 10.2 − 23.9 ± 12.2 − 21.0 ± 11.0 7.1 0.001 
Epi-TLS − 19.3 ± 10.8 − 22.9 ± 13.9 − 19.9 ± 11.6 7.4 0.001 
TRS 67.4 ± 45.9 80.5 ± 57.0 48.9 ± 31.8 32.6 ＜0.001 

Values presented as means ± SD or medians (IQR). LAD, left anterior descending artery; LCX, left circumflex artery; RCA, right coronary artery; TCS, 
territorial circumferential strain; TLS, territorial longitudinal strain; TRS, territorial radial strain. 

Fig. 3. Bar plots of the LV TLS/TCS/TRS in the normal group. The LV TCS (LAD, LCX and RCA territorial strains) in the normal group (A), the LV 
TLS (LAD, LCX and RCA territorial strains) in the normal group (B), and the LV TRS (LAD, LCX and RCA territorial strains) in the normal group (C). 
*** represents a statistically significant difference, namely, P ＜ 0.05. 
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Table 4 
Normal reference values of the LV regional strain.  

Strain (%) Basal Mid Apical F P value 

Endo-RCS − 33.1 ± 9.7 − 32.0 ± 10.3 − 37.0 ± 12.9 15.4 ＜0.001 
Myo-RCS − 22.1 ± 8.3 − 20.3 ± 7.1 − 21.4 ± 8.0 4.7 0.009 
Epi-RCS − 15.1 ± 8.3 − 12.6 ± 6.5 − 12.4 ± 7.0 12.8 ＜0.001 
Endo-RLS − 21.8 ± 11.2 − 24.1 ± 10.5 − 25.5 ± 11.9 8.1 0.006 
Myo-RLS − 22.3 ± 12.2 − 22.2 ± 10.2 − 20.2 ± 10.7 2.8 0.061 
Epi-RLS − 22.8 ± 13.7 − 21.0 ± 11.0 − 16.6 ± 10.3 18.1 ＜0.001 
RRS 55.3 ± 39.4 66.1 ± 41.0 80.7 ± 62.3 19.5 ＜0.001 

Values presented as means ± SD or medians (IQR). RCS, regional circumferential strain; RLS, regional longitudinal strain; RRS, regional radial strain. 

Fig. 4. Bar plots of the LV RLS/RCS/RRS in the normal group. The LV RCS (basal, middle, and apical levels) in the normal group (A), the LV RLS 
(basal, middle, and apical levels) in the normal group (B), and the LV RRS (basal, middle, and apical levels) in the normal group (C). *** represents a 
statistically significant difference, namely, P ＜ 0.05. 

Table 5 
Normal reference values of the LV strain on the anterior, septum, inferior and lateral walls.  

Strain (%) Anterior Septum Inferior Lateral P value 

CS − 19.4 ± 7.0 − 22.1 ± 7.0 − 22.5 ± 7.6 − 25.8 ± 7.7 ＜0.001 
Endo-CS − 30.6 ± 11.7 − 33.4 ± 10.8 − 33.5 ± 11.3 − 35.8 ± 10.1 ＜0.001 
Myo-CS − 17.6 ± 7.3 − 20.5 ± 7.2 − 21.1 ± 8.0 − 24.8 ± 7.8 ＜0.001 
Epi-CS − 10.3 ± 6.1 − 12.3 ± 6.7 − 12.9 ± 6.9 − 17.0 ± 7.9 ＜0.001 
LS − 19.9 ± 10.4 − 21.7 ± 9.3 − 21.1 ± 11.5 − 24.0 ± 11.7 0.001 
Endo-LS − 22.3 ± 11.7 − 22.6 ± 10.1 − 23.6 ± 12.6 − 25.4 ± 10.9 0.010 
Myo-LS − 19.7 ± 10.7 − 21.5 ± 9.5 − 20.9 ± 11.9 − 23.9 ± 12.2 0.001 
Epi-LS − 17.6 ± 11.1 − 20.9 ± 10.6 − 19.1 ± 12.0 − 22.9 ± 13.8 ＜0.001 
RS 79.7 ± 53.1 46.4 ± 30.9 59.4 ± 33.4 80.5 ± 57.0 ＜0.001 

Values presented as means ± SD or medians (IQR). CS, circumferential strain; LS, longitudinal strain; RS, radial strain. 

Fig. 5. Bar plots of the LV strain on the anterior, septum, inferior and lateral walls in the normal group. The LV CS (anterior, septum, inferior and 
lateral walls) in the normal group (A), the LV LS (anterior, septum, inferior and lateral walls) in the normal group (B), and the LV RS (anterior, 
septum, inferior and lateral walls) in the normal group (C). *** represents a statistically significant difference, namely, P ＜ 0.05. 
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junping et al. [24] reported normal values of myocardial deformation in healthy Chinese individuals with GLS and GCS values of 
− 22.4% and − 24.3%, respectively, which was also consistent with our findings. Although the normal values of GLS and GCS were 
similar in multiple studies and fluctuated in a narrow range [1,2,24–26], GRS had a wide range. The GRS reported in our study (65.7%) 
was relatively greater than that reported in previous studies (34.1%) [2]. The meta-analysis of Vo et al. also failed to identify the source 
of this heterogeneity. We suggested 3 general reasons for this problem: (1) Normal strain values slightly varied among distinct pop-
ulations [2]. Our results were in agreement with those of junping et al. [24](GRS 79%). This result further validated our hypothesis. (2) 
Various software used distinct algorithms (non-rigid algorithm or optical flow technology) for CMR-FT, ultimately leading to het-
erogeneity in results [19,20]. (3) Radial direction might be an influencing factor. 

Our results indicated that the absolute values of the LV GLS and GCS gradually decreased from endocardium to epicardium 
(endocardium＞myocardium＞epicardium). This was because the myocardial motion was extremely complex, and the orientation of 
myofibers varied in distinct myocardial layers. The subepicardial myofibers contract through a left-handed helix and the sub-
endocardial fibers are oriented in a right-handed helix. The middle-layer myocardial fibers move in a circumferential direction 
[27–29]. Our study only measured GRS, not divided into endo-RS and epi-RS. This was because the systolic strain (wall thickening) in 
the radial direction was in the order of millimeters. For example, when the end-diastolic myocardial thickness was 10 mm, and the 
systolic thickening reached 50%, the actual absolute change in myocardial thickness was only 5 mm. Based on the current spatial 
resolution of CMR cine imaging, the GRS assessment itself is extremely challenging, not to mention endo/epi-RS. In contrast, 
measuring changes from end-systole to end-diastole in the longitudinal and circumferential directions is easier [20]. 

A comprehensive understanding of the activation, contraction, and relaxation of the heart is complex and far beyond the ability of 
contemporary research. However, several previous studies have demonstrated remarkable efforts to explore and understand the 
myocardial structure and cardiac function [29–33]. As early as BC, humans recognized that the myocardium was a distinctive muscle 
that spreads the ventricular walls apart after each contraction [30–34]. Afterwards, Purkinje [32] confirmed that the apex of the heart 
remained motionless, whereas the atrioventricular junction moved toward and from it during ventricular systole and diastole. The 
ventricular myocardial fibers consisted of a single muscular band and contained 2 helices, the so-called right (basal loop, BL) and left 
ventricle (apical loop, AL) during its trajectory from the pulmonary artery to the aorta. The LV contained an ascending segment with 
fibers going up from the apex to the base and a descending segment with fibers coming down from the base to the apex. Furthermore, 
Hexeberg et al. [34] reported anisotropy in the thickness changes between various layers of the LV myocardium during contraction. He 
explained that the thickening of distinct muscle layers in the LV wall was not a reflection of the work by the fibers themselves in that 
layer because the thickening of the myocardial layer was not independent of other layers. Our study and previous studies demonstrated 
that LV architecture was much more complex. In the short-axis direction, the LV cavity had an oval rather than a circular configuration 
at the end-diastole. Moreover, in the long-axis direction, the LV wall flattened toward the apex. The LV wall gradually thinner toward 
the apex with the exception of the most basal level, composed of the membranous ventricular septum, due to the fibrous interven-
tricular septum and the LV conical shape [33]. Thus, the myocardial movement pattern depended on the direction and spatial 
arrangement of the constituent muscular fibers. Besides, the differences in regional LV architecture and local stress, which led to an 
altered perfusion-related myocardial volume, might explain marked transmural gradients and regional inhomogeneities/heter-
ogeneity of the LV myocardial strain. 

Our study had some limitations. First, the research population was relatively small and it was a single center study. Afterwards, we 
will continue to include the population and expand the sample size to confirm our findings. Although a meta-analysis published by 
Yang et al. [35] in 2023 elaborated that different CMR-FT postprocessing software vendors would cause heterogeneity in strain values, 
but gender, age and CMR vendor had no effect on normal value measurements, we should also have a moderate proportion of men and 
women in follow-up studies. Second, there was a lack of other risk factors in this study, such as smoking, blood pressure, and alcohol 
consumption, and further research was needed on how they will affect strain values. Finally, left atrial deformation was excluded from 
this analysis, and the boundaries of the atrium were technically challenging due to their thin wall and potential morphological 
changes. 

5. Conclusions 

Our study showed the normal LV myocardial strain had transmural gradients and regional inhomogeneities/heterogeneity, which 
might help maintain the uniformity of fiber stress and strain during LV ejection and filling. When the aforementioned normal 
myocardial strain characteristics/transmural gradients were altered, it suggested adverse myocardial remodeling and LV dysfunction 
in the early stages of cardiac disease. 
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