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chemotherapy and 20 healthy females as control group were enrolled in this study. Routine echocardiography and
3D-STI parameters were monitored before chemotherapy and during 24 ~48 hours after receiving 3 and 6 cycles of
chemotherapy. The global area strain, global longitudinal strain, global radial strain, global circumferential strain,
Left ventricular twist were obtained by 3D-STI, to calculate the left ventricular myocardial syndrome and compare
the statistical differences between the above parameters of each group, to use the receiver operating characteristic

MCI after 3
and 6 cycles of chemotherapy was significantly lower than that of chemotherapy and control group ( P <0. 05) . The

curve to evaluate the clinical value of the above parameters in diagnosis of cardiac toxicity. Results

area under the receiver operating characteristic curve of MCI was 0.951, and the cutoff value was —235.75( %
x °) , with a specificity of 90. 2% and a sensitivity of 94. 1% . Conclusion The sensitivity and specificity of MCI
in the detection of anthracycline cardiotoxicity are high in the course of chemotherapy, and 3D-STI is a reliable
method to detect the early damage of left ventricular myocardium in patients with breast cancer receiving anthracy—
cline.
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symptom evaluation of esophageal motility disorders: a review of 4,

Research on esophageal motility characteristics

between different subtypes of achalasia of cardia
Sun Bin, Liu Dedi, Wang Yalei, et al

( Dept of Gastroenterology , The First Affiliated Hospital of Anhui Medical University ,Hefei 230022)
Abstract Objective To investigate the clinical characteristics of achalasia of cardia and discrepancies in esopha—
geal motility characteristics between different subtypes of achalasia of cardia. Methods A total of 24 patients with
achalasia of cardia were enrolled in this study and were classified into different subtypes by means of esophageal
manometry, then observed the clinical characteristics of achalasia of cardia and compared parameters of esophageal
manometry between different subtypes of achalasia of cardia. Results (1) 24 patients suffered dysphagia, among
which 13 patients( 13/24,54. 17%) suffered regurgitation, the clinical characteristic of regurgitation was commoner
in type | achalasia of cardia ( P =0. 015) ; ) The result of esophageal manometry expressed that all of 24 patients
showed esophageal synchronous peristalsis, lower esophageal sphincter remaining pressure rise and incomplete lower
esophageal sphincter relaxation. Meanwhile ,5 patients( 5/24,20. 83%) showed lower esophageal sphincter resting
pressure rise, and proximal esophageal pressure as well as distal esophageal pressure became higher in type Il
achalasia of cardia than type [ ( P <0.05) . Conclusion Different subtypes of achalasia of cardia show different
clinical characteristics and esophageal motility characteristics. Patient who is suspicious of suffering from achalasia
of cardia would better undergo esophageal manometry so as to make a definite diagnosis and confirm subtype, which
is useful for making a good choice of treatment and forecasting prognosis.
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