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Abstract  Infarct size is an independent predictor of major adverse cardiovascular events in ST-segment ele-
vation myocardial infarction. Cardiac magnetic resonance(CMR) can fully demonstrate the histological characteris-
tics of myocardial infarction, and late gadolinium enhanced images are the gold standard for in vivo detection and
quantification of infarct size as well as microvascular obstruction. However, the acquisition cost of CMR is high
and there are contraindications. ECG is simple and easy to evaluate the infarct size. This study summarizes the
current studies on ECG assessment of infarct size and provides evidence for clinical decision-making.
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