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Summary 

At present, MRI is probably the best technique for 

studying cardiomyopathies, MRI is better than 

echocardiography in determining the type of cardiac 

hypertrophy.  Myocardial hypertrophy (concentric, asymmetric) 

can be the result of a variety of disorders. A combination of 

serial MRI sequences may be extremely helpful in the 

differential diagnosis. 

MRI plays an important role in differentiating between 

various types of cardiomyopathies using different sequences of 

MRI combined with contrast enhanced images. 

Cardiac MRI has become an important imaging 

technique for the diagnosis and follow up of cardiomyopathies.  

cardiac MRI allows an accurate evaluation of myocardial 

morphology, function, perfusion, and tissue damage in a non 

invasive way. For these reasons, cardiac MRI has become an 

important diagnostic tool for cardiomyopathies and is the new 

reference standard for the assessment of cardiac function. 

MRI is of good diagnostic value in differentiating 

between different types of cardiomyopathies with special 

emphasis to hypertrophic and restrictive cardiomyopathies 

where it can precisely detect the structural changes in the 
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Introduction 

Cardiomyopathies (CMPs) are myocardial diseases that 

involve the heart muscle itself resulting in contractile and 

relaxation dysfunction of both ventricles leading to progressive 

chamber dilatation and then hypocontractile walls. They are 

classified as dilated CMP, hypertrophic CMP, restrictive CMP, 

arrhythmogenic right ventricular (RV) CMP, specific CMP, and 

non-classified CMP ( Kramer et al., 2008). 

Cardiac magnetic resonance imaging (MRI) is a 

noninvasive tool which is able to diagnose and differentiate 

cardiomyopathies in a single study. The assessment of essential 

information such as alterations of myocardial and ventricular 

geometry and function is possible with a high degree of 

accuracy and reproducibility, based on a small inter- and intra-

observer variability. Thus, very small morphological and 

functional changes in different types of cardiomyopathy are 

detectable, thereby enabling the cardiologist to increase the 

safety of therapeutic decisions. Furthermore, MRI bears the 

potential to characterize tissue transformation in the different 

types of myocardial affections including ischemic, toxic, 

infiltrative or inflammatory forms (Richardson et al., 2006).  

Cardiac MRI has become an important imaging 

technique for the diagnosis and follow up of CMP. In fact, 

echocardiography, usually the first step in CMP evaluation, has 

some pitfalls, mainly its limited acoustic window. On the 

contrary, cardiac MRI allows a reproducible and accurate 
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evaluation of myocardial morphology, function, perfusion, and 

tissue damage in a noninvasive and “one-stop shop” way. For 

these reasons, cardiac MRI has become an important diagnostic 

tool for CMP and is the new reference standard for the 

assessment of cardiac function (Earls et al., 2002). 

MRI plays an important role in managing patients with 

cardiomyopathies by determining the presence or extent of 

ischemic scar or interstitial fibrosis using viability imaging. 

Delayed enhancement MRI is an excellent technique for 

accurate, reproducible detection and quantification of 

myocardial scar (Lori et al., 2009). 
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Aim of the Work 

To evaluate the role of MRI in the diagnosis, assessment 

of severity and follow-up of cases of cardiomyopathies. 


