FE A AR 51897 2018 4E58 15 %5 12 ] Chin J Interv Imaging Ther,2018, Vol 15,No 12 . 727 -

Cardiac MRI in assessment of myocardial damage in
patients with pulmonary hypertension
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[Abstract] Objective To explore the value of cardiac MRI (CMRD) in the assessment of the extent of myocardial damage
in pulmonary hypertension (PH) patients. Methods Thirty-two patients were collected, including chronic thromboembolic
PH (CTEPH) patients and pulmonary arterial hypertension (PAH) patients. and the latter were divided into congenital
heart disease-associated (PAH) . connective tissue disease-associated PAH and idiopathic PAH patients. All PH patients
underwent CMRI. Cine images were analyzed, and cardiac function parameters, including biventricular end-systolic volume
index (ESVD), end-diastolic volume index (EDVID), ejection fraction (EF), stroke volume index (SVI), myocardial mass
index (MMI) and ventricular mass index (VMI) were calculated. Phase-contrast MRI images were analyzed, the main
pulmonary artery maximum velocity, max and min area, as well as distensibility were obtained. Delayed enhancement (DE)
was employed for calculating delayed contrast enhancement (DCE) myocardial mass (MM). Differences of DCE MM were
compared between CTEPH and PAH patients, also among different etiologic groups of PAH patients. Correlations
between DCE MM and biventricular function, main pulmonary artery hemodynamic parameters, disease duration were
explored. Parameters significantly associated with DCE MM on univariate analysis were entered into multiple stepwise
linear regression analysis. Results DCE was demonstrated in 22 patients (22/32, 68.75%), occurred at the right
ventricular (RV) insertion point and was confined to midmyocardium. There was no statistical difference of DCE MM
between CTEPH and PAH patients, nor among different etiologic groups of PAH patients (all P=>0. 05). RV EDVI, RV
ESVI, RV MMI and VMI were predictors of DCE MM, and RV MMI was an independent predictor of DCE MM.
Conclusion CMRI could assess the extent of myocardial damage in PH patients invasively and accurately.
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