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Abstract
Cardiac magnetic resonance has become a well-established imaging modality and is considered the gold standard for
myocardial tissue viability assessment and ventricular volumes quantification. Recent technological hardware and software
advancements in magnetic resonance imaging technology have allowed the development of new methods that can improve
clinical cardiovascular diagnosis and prognosis. The advent of a new generation of higher magnetic field scanners can be
beneficial to various clinical applications. Also, the development of faster acquisition techniques have allowed mapping of the
magnetic relaxation properties T1, T2, and T2* in the myocardium that can be used to quantify myocardial diffuse fibrosis,
determine the presence of edema or inflammation, and measure iron within the myocardium, respectively. Another recent major
advancement in CMR has been the introduction of three-dimension (3D) phase contrast imaging, also known as 4D flow. The
following review discusses key advances in cardiac magnetic resonance technology and their potential to improve clinical
cardiovascular diagnosis and outcomes.

Introduction
Cardiac magnetic resonance (CMR) has become a wellrecognized imaging modality and is viewed as the gold standard
for myocardial tissue viability assessment, ventricular volumes,
blood flow quantification, and cardiac function evaluation. It
has also played a significant role in valve disease, although it
usually acts as a second-line technique to assist when Doppler
echocardiography has proven problematic due to limited acoustic
access, highly eccentric jets, or the need for precise quantification.
While CMR has been used for tissue characterization and blood
flow quantification in past decades, recent technological hardware
and software advancements in magnetic resonance imaging (MRI)
technology have allowed the development of new methods that
can improve clinical cardiovascular diagnosis and prognosis.

1.5 Tesla vs 3 Tesla
Achieving higher resolution is always an aim for clinical and
biomedical imaging. At present, cardiovascular imaging is making
considerable advances toward fulfilling this requirement, mainly
with the continued improvements in MRI hardware and software.
Optimal diagnostic-quality MRI requires a balance among signalto-noise ratio (SNR), tissue contrast, acquisition time, and spatial
and temporal resolutions. Since the SNR is directly proportional
to the magnetic field strength, increasing the field strength leads
to an inherent improvement in SNR that can then be traded for
improved spatial resolution, improved temporal resolution,
or reduced acquisition time. In 1998, the U. S. Food and Drug
Administration (FDA) approved the use of MRI systems up to 4
Tesla (T) to qualify as nonsignificant risk devices, which led the
way for manufacturers to introduce the whole body 3-T scanners
in addition to the typical 1.5-T scanners already in use. While 3-T
MRI systems have been available for nearly 15 years, their use in
CMR had been limited because CMR pulse sequences are highly
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sensitive to the field inhomogeneity artifacts. However recent
improvements in field homogeneity and new advanced shimming
techniques have propelled 3-T CMR.
There are several advantages in using the higher field strength
scanners. A number of recent comparisons of pulse sequences
at 1.5-T and 3-T have demonstrated close to the theoretical
doubling of SNR in cardiac imaging applications in the higher
field scanners.1 Also, the introduction of parallel imaging,2
with improved radiofrequency electronics and coil design, has
facilitated the use of higher acceleration factors. All that led to
improvements in the speed, resolution, and coverage of CMR
imaging. Recently, several studies have highlighted the positive
outcome when using contrast-enhanced magnetic resonance
angiography with parallel imaging at higher field strengths.3
Besides the increase in SNR in higher field strengths, it has
been shown that the T1 relaxation time (a measure of how
quickly the net magnetization vector recovers to its ground
state) increases with field strength by about 43% in myocardium
and 34% in blood.4 This increase can be an advantage in CMR
depending on the imaging application. For example, spin
labeling technique benefits from the longer T1 times at higher
field strength and can be translated into better assessment of
myocardial perfusion.5 Viability imaging is another technique that
benefits from the increase of T1 time at 3-T.6 Since the relaxation
time of paramagnetic contrast agents such as the commonly used
gadolinium-based contrast is slightly reduced in 3-T field strength,7
the increase in baseline tissue T1 time becomes an advantage when
these T1-shortening paramagnetic contrast agents are used. This
combination leads to a larger signal difference between contrastenhanced tissue and blood/unenhanced surrounding tissue.
With all the above-mentioned advantages, there are some
challenges in using 3-T over 1.5-T scanners. The electrocardiogram,
which is essential to gating-based imaging, can be harder to
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acquire at 3-T. Also, artifacts are more common and some
restrictions may be necessary to limit heating effects from the
radiofrequency energy.

T1, T2, and T2* Parametric Mapping
One of the most important developments in software and
CMR pulse sequence design has been parallel imaging. It
allows a robust method for accelerating image acquisition that
has paved the way for parametric mapping of the magnetic
relaxation properties T1, T2, and T2* in the myocardium. Faster
image acquisition made the generation of these maps clinically
feasible in a single breath-hold. In order to generate a relaxation
map, multiple images of the same region of the myocardium are
acquired with different sensitivities to the parameter of interest,
and the signal intensities of these images are fit to a model that
describes the underlying physiology or relaxation parameters.
T1 mapping is performed before and after the administration
of contrast, and measured values can then be used to calculate
native T1 and extracellular volume (ECV) fraction in the
myocardium. The amount of ECV in the myocardium correlates
to the amount of diffuse myocardial fibrosis and myocardial
infiltration.8 T2 mapping can be used to measure myocardial
edema and inflammation whereas T2* mapping provides
an assessment of myocardial iron-overload and myocardial
hemorrhage.

T1 Relaxation Time Mapping

Delayed enhancement CMR (DE-CMR) is the reference
standard for assessing myocardial replacement fibrosis in ischemic
and nonischemic cardiomyopathy.9,10 DE-CMR images enable
the visualization and quantification of myocardial infarction and
replacement fibrosis. The infarcted regions have a slower washout
rate of gadolinium contrast than healthy myocardium, leading to
lower T1 relaxation times in these areas and creating a difference
between normal and irreversibly injured tissue.
However, DE-CMR is unable to identify diffuse interstitial
fibrosis. Recently, T1 mapping of the myocardium after the
administration of gadolinium contrast has been shown to identify
increased extracellular volume that occurs in the setting of diffuse
interstitial fibrosis. There has been a growing interest in assessing
ECV as a noninvasive biomarker for diffuse fibrosis, amyloidosis,
and myocarditis.11-13 Noninvasively assessing myocardial ECV
by T1 mapping can assist in monitoring the effectiveness of
therapies aimed at regressing myocardial fibrosis and even in
early identification of patients at risk of developing heart failure.
While endomyocardial biopsy can be prone to sampling errors
and is limited by its accessibility to certain regions of heart, T1
mapping allows reproducible noninvasive sampling of the entire
myocardium.

Figure 1. T1 mapping of a patient with ECV at 22.2%. (A) Precontrast T1
map of the myocardium (T1 in selected ROI is 1143 ms). (B) Postcontrast T1
map (T1 in selected ROI is 529 ms). ECV: extracellular volume; ROI: region of
interest.
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T2 Relaxation Time Mapping

T2 is the relaxation time for transverse magnetization. T2
values have been shown to increase in regions where edema and
inflammation are present.14 However, older techniques using
black-blood sequences to measure the T2 relaxation times have
significant limitations. The loss of signal in the myocardium
through the heartbeat cycle during acquisition poses a major
challenge. Another problem arises from the T2 sequence itself
as it is nonquantitative in nature, and using multiple standard
deviations to differentiate between the normal and abnormal
myocardial segments could introduce an interpretation bias in
defining what is normal versus abnormal.
Recent technological advances in image acquisition have
enabled the generation of T2 maps. Similar to the T1 mapping,
multiple images are acquired at the same location within the
myocardium but with various T2 sensitivities. The multiple
echo times acquired provide multiple points along the T2
relaxation curve for data fitting. The effects of signal loss or
any coil inhomogeneities are eliminated during the curve
fitting. Besides being used to detect the presence of edema and
inflammation, T2 maps can be used in clinical settings to detect
various cardiac pathologies including myocarditis and Takotsubo
cardiomyopathy.15 In that study, T2 mapping was shown to have
94% sensitivity and 97% specificity for identifying edema in the
myocardium, while 30% of patients enrolled went undetectable
using conventional direct T2 measurements.

T2* Relaxation Time Mapping

T2* is the transverse magnetization relaxation time in the
presence of magnetic field inhomogeneities. T2* relaxation
time quantification is well established in CMR and is used to
measure and monitor iron overload in the myocardium. T2* time
is shortened by magnetic inhomogeneities introduced by the
presence of iron depositions in the myocardium.
T2* time quantification is also used as an indicator for chelation
therapy. Abnormal T2* values are considered the most important
predictor of future need for chelation therapy. Change in T2*
relaxation time has been taken into account as an end point in
chelation therapy clinical trials.16 T2* mapping can also assist
in identifying myocardial hemorrhage in acute myocardial
infarction.17

4D Flow
Another major recent advancement in CMR has been the
introduction of three-dimensional (3D) phase contrast imaging,
also known as 4D flow. Traditionally, CMR imaging of flow has
been realized using methods that resolve two spatial dimensions
(2D) in individual slices. This approach allows measurements
of forward, regurgitant, and shunt flows in normal, congenital,
and acquired heart disease.18 However, such acquisitions require
prospective appropriate placement of the velocity mapping plane
and have limitations relative to the multiple directions of flow
through the heart and large vessels.
Recent phase contrast CMR imaging allows for the acquisition
of 3D morphology and time-resolved blood flow velocities in
x, y, and z axes. With 4D flow sequence, one can acquire the
anatomical and three-directional velocity information for each
voxel within a 3D volume at all measured time points of a
cardiac cycle. The temporal evaluation of flow can benefit from
the isotropic higher spatial resolution that 3D offers. This allows
for detailed quantitative flow and vessel wall parameters with
complete volumetric coverage and overcomes the limitations in
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allowed the acquisition time of 4D datasets to drop to reasonable
scan times of approximately 8 to 15 minutes. These advances have
made it feasible to use 4D flow imaging to acquire comprehensive
flow information within reasonable time. Various analysis and
data processing software packages have been introduced for the
visualization and quantification of flow and other parameters from
the acquired datasets.
The collected raw image data are a time-resolved 3D volume
of velocity vectors. This data is imported into a 3D visualization
software program (e.g., GTFlow, EnSight). There exist several ways
to present the 4D flow data including individual velocity vectors,
streamlines, and particle traces. The individual vectors are used
to show the velocities at the level of a selected plane. Even though
this is the simplest representation of a 4D flow set, the individual
vector tracing usually does not describe complex 3D flow patterns
well. Streamlines and particle traces are used to demonstrate
complex flow patterns such as helices and vortices. Streamlines
and particle traces are imaginary lines that depict the local velocity
field at a specific point in time and the path an imaginary particle
would take over time, respectively. Using the analysis tools, it is
possible to calculate different parameters from an extracted 2D
plane such as velocity profile, flow volumes, and peak and average
velocities.
Recently, there have been numerous studies that show the
potential of using 4D flow imaging across different cardiovascular
disciplines. The first application of 4D flow has been to visualize
complex flow patterns in the thoracic aorta that are associated
with healthy versus pathologic hemodynamics.19-21 Multiple flow
patterns have been noticed in ascending aortic aneurysms and
aortic dissections.22-23 Another area that has received attention
using 4D flow is the quantification of intracardiac blood flow
and visualization of flow patterns within the cardiac chambers.
New studies have emerged employing 4D flow in the left and
right ventricles to assess and integrate flow patterns with
morphological changes.24,25 This can lead the way to a better
understanding of the different flow patterns in various congenital
heart abnormalities.

Conclusion

Figure 2. (A) Streamlines of the 4D flow within a normal aorta and (B) diastolic
flow pattern in a patient with severe pulmonary regurgitation. Regurgitant flow
from the pulmonary artery is directed toward the RV apex. Inflow from the
right atrium is also directed to the apex. SVC: superior vena cava; IVC: inferior
vena cava; RA: right atrium; RV: right ventricle; PA: pulmonary artery.

nonuniform flow quantification from 2D flow imaging. Another
advantage of 4D flow is the ability to retrospectively select any
individual planes for analysis of velocities. However, in the past
the acquisition of these very large datasets took time and relied
on efficient synchronization relative to cardiac and respiratory
movements that often limited its use.
Modern technological and methodological improvements such
as parallel imaging and more efficient respiratory control have
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The introduction of 3 Tesla clinical scanners as well as advances
in both software and sequence and coil design have proven
beneficial in cardiac magnetic resonance imaging. The gain in
signal-to-noise ratio from using a high field strength magnet
appears to lead to improvements in contrast-enhanced methods
such as first-pass perfusion, delayed enhancement, and magnetic
resonance angiography. Also, these technical improvements have
brought about quantitative techniques for myocardial parametric
mapping of magnetic relaxation times. These maps can extend the
unique potential of CMR for characterization of cardiac structure
and physiology. However, further research will be necessary
to show the incremental diagnostic and prognostic usefulness
and robustness compared to current CMR techniques. Lastly,
the increasing versatility of CMR, its 3D nature, and its unique
capabilities have proved to be increasingly important in assessing
4D flow patterns in various vascular and cardiac abnormalities.
Conflict of Interest Disclosure: The authors have completed and submitted
the Methodist DeBakey Cardiovascular Journal Conflict of Interest Statement
and none were reported.
Funding/Support: The authors have no funding disclosures.
Keywords: cardiac magnetic resonance imaging, technological
advancement, parametric mapping, 4D flow

houstonmethodist.org/debakey-journal

161

References
1. Lotz J, Döker R, Noeske R, Schüttert M, Felix R, Galanski M, et
al. In vitro validation of phase-contrast flow measurements at 3 T
in comparison to 1.5 T: precision, accuracy, and signal-to-noise
ratios. J Magn Reson Imaging. 2005 May;21(5):604-10.
2. Sodickson DK, Manning WJ. Simultaneous acquisition of spatial
harmonics (SMASH): fast imaging with radiofrequency coil arrays.
Magn Reson Med. 1997 Oct;38(4):591-603.
3. Nael K, Michaely HJ, Lee M, Goldin J, Laub G, Finn JP. Dynamic
pulmonary perfusion and flow quantification with MR imaging,
3.0T vs. 1.5T: initial results. J Magn Reson Imaging. 2006
Aug;24(2):333-9.
4. Stanisz GJ, Odrobina EE, Pun J, Escaravage M, Graham
SJ, Bronskill MJ, et al. T1, T2 relaxation and magnetization
transfer in tissue at 3T. Magn Reson Med. 2005 Sep;54(3):50712.
5. Fidler F, Wacker CM, Dueren C, Weigel M, Jakob PM, Bauer
WR, et al. Myocardial perfusion measurements by spin-labeling
under different vasodynamic states. J Cardiovasc Magn Reson.
2004;6(2):509-16.
6. Huber A, Bauner K, Wintersperger BJ, Reeder SB, Stadie
F, Mueller E, et al. Phase-sensitive inversion recovery (PSIR)
single-shot TrueFISP for assessment of myocardial infarction at 3
tesla. Invest Radiol. 2006 Feb;41(2):148-53.
7. Bernstein MA, Huston J 3rd, Lin C, Gibbs GF, Felmlee JP.
High-resolution intracranial and cervical MRA at 3.0T: technical
considerations and initial experience. Magn Reson Med. 2001
Nov;46(5):955-62.
8. Messroghli DR, Nordmeyer S, Dietrich T, Dirsch O, Kaschina
E, Savvatis K, et al. Assessment of diffuse myocardial fibrosis
in rats using small-animal Look-Locker inversion recovery T1
mapping. Circ Cardiovasc Imaging. 2011 Nov;4(6):636-40.
9. Assomull RG, Prasad SK, Lyne J, Smith G, Burman ED, Khan
M, et al. Cardiovascular magnetic resonance, fibrosis, and
prognosis in dilated cardiomyopathy. J Am Coll Cardiol. 2006
Nov 21;48(10):1977-85.
10. Kim RJ, Wu E, Rafael A, Chen EL, Parker MA, Simonetti O, et al.
The use of contrast-enhanced magnetic resonance imaging to
identify reversible myocardial dysfunction. N Engl J Med. 2000
Nov 16;343(20):1445-53.
11. Kawel N, Nacif M, Zavodni A, Jones J, Liu S, Sibley CT, et al. T1
mapping of the myocardium: intra-individual assessment of postcontrast T1 time evolution and extracellular volume fraction at 3T
for Gd-DTPA and Gd-BOPTA. J Cardiovasc Magn Reson. 2012
Apr 28;14:26.
12. Syed IS, Glockner JF, Feng D, Araoz PA, Martinez MW, Edwards
WD, et al. Role of cardiac magnetic resonance imaging in the
detection of cardiac amyloidosis. JACC Cardiovasc Imaging.
2010 Feb;3(2):155-64.
13. Kellman P, Wilson JR, Xue H, Bandettini WP, Shanbhag
SM, Druey KM, et al. Extracellular volume fraction mapping in the
myocardium, part 2: initial clinical experience. J Cardiovasc Magn

162

Reson. 2012 Sep 11;14:64.
14. Abdel-Aty H, Boyé P, Zagrosek A, Wassmuth R, Kumar
A, Messroghli D, et al. Diagnostic performance of cardiovascular
magnetic resonance in patients with suspected acute
myocarditis: comparison of different approaches. J Am Coll
Cardiol. 2005 Jun 7;45(11):1815-22.
15. Thavendiranathan P, Walls M, Giri S, Verhaert D, Rajagopalan
S, Moore S, et al. Improved detection of myocardial involvement
in acute inflammatory cardiomyopathies using T2 mapping. Circ
Cardiovasc Imaging. 2012 Jan;5(1):102-10.
16. Tanner MA, Galanello R, Dessi C, Smith GC, Westwood
MA, Agus A, et al. A randomized, placebo-controlled, doubleblind trial of the effect of combined therapy with deferoxamine
and deferiprone on myocardial iron in thalassemia major using
cardiovascular magnetic resonance. Circulation. 2007 Apr
10;115(14):1876-84.
17. Zia MI, Ghugre NR, Connelly KA, Strauss BH, Sparkes JD, Dick
AJ, et al. Characterizing myocardial edema and hemorrhage
using quantitative T2 and T2* mapping at multiple time intervals
post ST-segment elevation myocardial infarction. Circ Cardiovasc
Imaging. 2012 Sep 1;5(5):566-72.
18. Gatehouse PD, Keegan J, Crowe LA, Masood S, Mohiaddin
RH, Kreitner KF, et al. Applications of phase-contrast flow
and velocity imaging in cardiovascular MRI. Eur Radiol. 2005
Oct;15(10):2172-84.
19. Uribe S, Beerbaum P, Sørensen TS, Rasmusson A, Razavi
R, Schaeffter T. Four-dimensional (4D) flow of the whole heart
and great vessels using real-time respiratory self-gating. Magn
Reson Med. 2009 Oct;62(4):984-92.
20. Hope MD, Hope TA, Meadows AK, Ordovas KG, Urbania
TH, Alley MT, et al. Bicuspid aortic valve: four-dimensional MR
evaluation of ascending aortic systolic flow patterns. Radiology.
2010 Apr;255(1):53-61.
21. Stankovic Z, Frydrychowicz A, Csatari Z, Panther E, Deibert
P, Euringer W, et al. MR-based visualization and quantification
of three-dimensional flow characteristics in the portal venous
system. J Magn Reson Imaging. 2010 Aug;32(2):466-75.
22. Weigang E, Kari FA, Beyersdorf F, Luehr M, Etz
CD, Frydrychowicz A, et al. Flow-sensitive four-dimensional
magnetic resonance imaging: flow patterns in ascending aortic
aneurysms. Eur J Cardiothorac Surg. 2008 Jul;34(1):11-6.
23. Clough RE, Waltham M, Giese D, Taylor PR, Schaeffter T. A new
imaging method for assessment of aortic dissection using fourdimensional phase contrast magnetic resonance imaging. J Vasc
Surg. 2012 Apr;55(4):914-23.
24. Fredriksson AG, Zajac J, Eriksson J, Dyverfeldt P, Bolger
AF, Ebbers T, et al. 4-D blood flow in the human right ventricle.
Am J Physiol Heart Circ Physiol. 2011 Dec;301(6):H2344-50.
25. Bolger AF, Heiberg E, Karlsson M, Wigström L, Engvall
J, Sigfridsson A, et al. Transit of blood flow through the human
left ventricle mapped by cardiovascular magnetic resonance. J
Cardiovasc Magn Reson. 2007;9(5):741-7.

houstonmethodist.org/debakey-journal

MDCVJ

|

X (3) 2014

