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Palpitations/ectopy (PVCs)
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Instant Imaging





The Typical Workup for Cardiology patients

ECG- LBBB, old Q waves, LVH with ST/T wave changes, AF

Holter – palpitations, syncope etc

ECHO

• LVH or not

• Dilated LV?

• Valve issues?

• Regional wall motion abnormalities - ?IHD

• RV

ETT

• To screen for CAD

Angiogram

+/- FFR, TOE, CT
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Just Do a CMR





Primary – CV death and non fatal MI
Secondary- as above, HF/angina hospitalisation, unplanned late CABG 



Does Ischaemia Matter?
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Some Cases
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• 62 year old male
• Lockdown life changes
• Fam hx, LDL 3.8, BP 141/81 on 24 hr BP
• Slight disproportionate unexplained fatigue in 

afternoons
• Worried re family hx
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61 Yr old ex smoker
STEMI
PCI performed

Told it was an excellent 
angiographic result

Echo said mild inferior and 
lateral wall hypokinesis but good 
LVEF



Post Contrast Images





Example 

• 60 yr old male

• C2H5 XS

• EF 31%

• Occluded RCA and LAD

• CMR to assess for viability

• No angina

• NYHA III



NYHA III, Exertional dizziness, CCS I



Non viable myocardium
Recommend Medical Mx

Occluded LAD/RCA, EF 30%



NYHA III, Exertional dizziness, CCS I



NYHA III, Exertional dizziness, CCS I



Follow Up CMR

CKD, eGFR 29
New Apical Thrombus
No Angina, NYHA III
EF Unchanged



CABG vs PCI

CTO  LAD and RCA. 
Large LCx with 50-70% proximal stenosis and 
collaterals to RCA and LAD
CCS 1, NYHA II+



LGE Study

Absence of late enhancement



Hibernating myocardium 

Pre
revasc

Post
revasc

EF: 19%

EF: 37%



22 Year old. TnI positive chest pain. 
Recent COVID. 





Two patients (19 and 21 yrs) with HCM 
in their 20. Both have NSVT on holter
(6 beats). 
No family hx of SCD
Nil else of note in RF profile. 

Who has LGE?
What to do from now?
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• 51 year high level runner
• Sinus brady 46bpm but significant TWI throughout
• Normal echo
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The Dilated Heart



41 year old regular exerciser. Vague palpitations. No syncope. Normal 

echo and PVCs on 24 hr holter. 



Family hx SCD- was it an MI? Could it have been cardiomyopathy or anomalous 
coronaries?

Frequent ventricular ectopy- despite a normal echo

Unexplained LVH- on echo or ECG

Suboptimal echo- ie valvular assessment

Syncope

Unexplained LV or RV dilatation/enlargement

Post MI

MI with normal coronary arteries (MINOCA)

Post myocarditis

Pericardial assessment

Aorta assessment (no radiation)

It is not a good screening test for non obstructive CAD/early atheroma. CMR detects 
ischaemia.
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In summary – who should you consider for CMR in the community


