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[ Abstract] The electrocardiogram( ECG) of patients with acute total occlusion of coronary artery usually presents ST segment elevation,
which is easy to be detected for performing prompt revascularization. It has been found in clinical practice that some patients with acute
myocardial infarction have completely occluded coronary artery, but there is no typical ECG ST segment elevation. That is non-ST segment
elevation myocardial infarction. This is more common in patients with acute complete occlusion of the left circumflex artery. It delayed
reperfusion treatment time and had a higher incidence of major adverse cardiac event and higher mortality. Therefore ,to summarize the clinical
and ECG features in this sub-group patients is of great significance for early identification , prompt reperfusion therapy and improved prognosis.
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