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A 37-year-old lady was admitted to
our institution with chest pain and
pain in her left arm, but no shortness
of breath. Preceding the admission
she had experienced symptoms of
an acute upper respiratory tract
infection.
Her past medical history included
hypertension, hypothyroidism, hyperprolactinaemia, focal sclerosing
glomerulosclerosis with stage IV
chronic kidney disease, eGFR 17 mL/
min, treated tuberculosis and three
first trimester miscarriages.
On admission, her hs- troponin T
was > 7,000 ng/L (normal < 30 ng/L).
Her ECG was largely unchanged from
a previous one taken in 2013 meeting LVH criteria, but otherwise
unremarkable.

Her echocardiogram showed lownormal left ventricular systolic function with akinesis of the mid inferior
and mid infero-septal segments with
an estimated EF of 55%.

mapping identified markedly increased
T1 and T2 values matching (and
extending beyond) the regional wall
motion abnormalities, confirming the
diagnosis of florid acute myocarditis.

On coronary angiography, her coronary arteries were unobstructed.

Subsequently, her troponin levels were
falling and she was discharged pain
free a few days later.

To confirm the working diagnosis of
myocarditis, she underwent Cardiovascular Magnetic Resonance (CMR)
imaging on our MAGNETOM Aera
1.5T (Siemens Healthcare, Erlangen,
Germany). In view of her severe renal
impairment, no gadolinium contrast
was given.
This was reported as showing normal
biventricular size, mild systolic
impairment with hypokinesis of the
antero-septum, infero-septum and
inferior wall. Non-contrast tissue
characterisation with T1 and T2

A month later, her EF on echo had
normalised with mild residual inferior
hypokinesis and her troponin was
normal at 18 n/L. Her repeat CMR,
however, showed persistent myocardial inflammation, but with falling
T2 values.
In summary, non-contrast myocardial
mapping in this case was used to
establish and confirm a diagnosis of
myocarditis and also to monitor
progress.
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Panel 1
The T1 maps (MOLLI) show
extensive interstitial expansion
in the septum and the inferior
wall on the first scan. On the
second (F_UP) scan, there is
incomplete resolution in the
inferior wall and limited change
in the septum.

Initial CMR

Follow-up

T1_MOLLI_2cha

a) On the two-chamber view
(T1_MOLLI_2cha and
F_UP_T1_MOLLI_2cha)
there is increased signal
in the inferior wall.
b) In a four-chamber orientation
(T1_MOLLI-4cha and
F_UP_T1_MOLLI_4cha),
there is increased signal in
the septum.
c) In the short axis views
(T1_MOLLI_mid-SAX and
F_UP_T1_MOLLI_mid_SAX),
both increased signal can
be seen in the septum and
the inferior wall.

T1_MOLLI_4cha

T1_MOLLI_mid_SAX

Panel 2
The matching T2 maps confirm
myocardial oedema matching
the areas of high native T1
values. The florid changes seen
in the initial scan are less impressive at follow-up (F_UP), but still
present.

T2_2cha

a) High T2 signal is seen in
the two-chamber view in the
inferior wall (T2-4cha and
F_UP_T2_4cha).
b) In the four-chamber orientation, there is increased signal
in the mid septum.

T2_4cha

c) The short axis view confirms
similar changes in septum and
inferior wall compared to the
T1 maps.

T2_SAX
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