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Fig. 1. T1-weighted MR imaging of a 53-year-old man who presented with a sudden cardiac arrest (case 13).

A. Axial MR image obtained at the midventricular level shows myocardial wall thinning at the right ventricular free wall (arrows)
and also there is global right ventricular dilatation. The interventricular septum shows convexity to the left ventricular side.

B, C. Coronal MR images show aneurysmal dilatation of the right ventricular outflow tract (open arrows in B). Right ventricle is di-
lated globally (arrows in C).
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Table 1. Clinical and Laboratory Data of 15 Patients with Suspected Diagnosis of Arrhythmogenic Right Ventricular Dysplasia
Case Clinical Diagnostic Criteria
N Age Sex  Clinical Presentation FHx of sudden CD
0. VT with LBBB  Repolar Abn VKA Heart Failure Dx Grade
1 36 M  SuddenLOC Father + + Focal, RV apex - 3
2 28 M  Recurrent LOC Father, Brother + + Focal, RV free wall - 3
3 3 M  SuddenLOC No + - - 1
4 41 M  Palpitation No + - - - 1
5 54 M  Sudden chest pain No + - - - 1
6 49 M  Recurrent LOC Sister, Brother - - - - 1
7 50 M  SuddenLOC No - - - - 1
8 48 M  Recurrent syncope No - —  Focal, RV apex & free wall — 1
9 2 F Irritability No - - - - 1
10 47 M  Palpitation No - - - - 1
11 39 M  SuddenLOC No + + - - 2
12 20 F Syncope No - + - - 1
13 53 M  Suddencardiac arrest  Father, Brother + + Global hypokinesia + 4
14 7 M VT No + + - - 2
15 60 M  Exerciseinduced VT Father, Sister + - — - 1

FHx of sudden CD: family history of sudden cardiac death, VT with LBBB: ventricular tachycardia with left bundle branch block,
Repolar Abn: Repolarization abnormality, VKA: Ventricular kinetic alteration on echocardiography or cardiac angiography, Dx Grade: di-
agnostic grade, LOC: loss of consciousness, RV: right ventricle, VT: ventricular tachycardia
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Fig. 2. T1-weighted MR image of a 28-year-old man who presented with a recurrent history of loss of consciousness (case 2).
A. Axial MR images obtained at the level of the cardiac base indicates that the size of the right ventricular outflow tract (arrow-
heads) is larger than that of the left ventricular outflow tract (arrows).
B, C. Transverse axial (B) and short axis (C) MR images obtained at the midventricular level. Right ventricular myocardium is
thinned-out (arrows in B) and focal high signal intensity (arrows in C) in the right ventricule wall represents fatty infiltration.

Table 2. Findings and Diagnostic Grade of MRI in 15 Patients Table 3. Comparison of the Clinical and MRI Diagnostic Grading
with Suspected Diagnosis of Arrhythmogenic Right Ventricular in 15 Patients with Suspected Diagnosis of Arrhythmogenic Right

Dysplasia Ventricular Dysplasia
Diagnostic Criteria on MRI Clinical Grade
Case - - MRI Grade Gradel Grade?2 Grade 3 Grade 4
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High SI: high signal intensity, RVOT: right ventricular outflow T1
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Value of Cardiac MR Imaging for the Diagnosis of
Arrhythmogenic Right Ventricular Dysplasia:
Comparison of Clinical and MR Imaging Diagnostic Grades'
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Purpose: To evaluate the usefulness of cardiac MRI in the diagnosis of clinically suspected arrhythmogenic
right ventricular dysplasia (ARVD).

Materials and Methods: Between February 1991 and January 1999, 15 patients [M:F=13:2, aged 2—60 (mean,
37—7) years] with clinically suspected ventricular arrhythmia due to unknown causes underwent MR imag-
ing. Using a CP body array coil and the single slice breath hold technique, ECG-gated T1-weighted images
were obtained. In all patients, these were acquired transaxially from the diaphragm to the aortic arch and
along the true short and long axis, and in two, coronal images were obtained. On the basis of clinical and MRI
diagnostic criteria, ARVD was classified as one of four types. The significance of differences in diagnostic
grades between clinical and MRI criteria was determined using Wilcoxon's signed rank test.

Results: According to both clinical and MRI criteria, it was highly probable that three of the 15 patients had
ARVD. In eleven, both sets of criteria indicated the same diagnostic grade. Wilcoxon's signed rank test indicat-
ed no significant differences in diagnostic grades between clinical and MRI criteria (p > 0.05).

Conclusion: For the diagnosis or exclusion of ARVD, MR imaging is a useful modality.
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