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Systemic lupus erythematous (SLE) is a multisystem auto
immune disease, with up to 50% of cases having cardiac involve-
ment.1 Myocarditis is one of the cardiac presentations in SLE. 
Cardiac magnetic resonance imaging (cMRI) is a noninvasive 
diagnostic technique that provides evidence of acute myocar-
dial inflammation by showing myocardial edema on T2-based 
imaging and myocardial injury on T1-based imaging. Pericardial 
effusion and abnormal wall motion are also supportive character-
istics of myocarditis.2,3 Here we present the sequential cMRI in a 
case of lupus myocarditis.
	 A 41-year-old woman complained of SLE-related poly
arthralgia, exertional dyspnea, and chest pain unrelated to 
exertion. Electrocardiography showed a heart rate of 91 beats 
per minute without the abnormal ST segment (Figure  1). No 
abnormal wall motion was seen through echocardiogram. Serum 
tests did not identify microbial infections and demonstrated a 
high serum troponin level of 7224  pg/mL, C-reactive protein 
of 1.79  mg/dL, and high SLE activity (Supplementary Table, 
available from the authors upon request). Cardiac catheteriza-
tion showed unobstructed coronary arteries and a ventilation
perfusion scan did not identify pulmonary embolism. cMRI 

revealed the edema and enhancement of the anterior, lateral, 
and inferior walls of the left ventricle (LV; Figures 2A,B), with 
focal pericardial effusion and a calculated left ventricular ejec-
tion fraction (LVEF) of 73%. Myocarditis was diagnosed and the 
patient responded well to pulse methylprednisolone therapy. The 
follow-up cMRI in 10 months demonstrated delayed enhance-
ment of the lateral wall, with focal fibrosis in the LV (Figure 2). 
Although decreased LVEF (50%) was found, the patient’s clin-
ical presentation improved.
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Figure 1. Electrocardiography shows a heart rate of 91 beats per minute without the abnormal 
ST segment.
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2 Myocarditis in cardiac MRI

Figure 2. Cardiac magnetic resonance imaging (cMRI) of myocardial edema and injury. (A) 
The black arrowhead indicates increased myocardial enhancement at the anterior, lateral, and  
inferior walls of the LV on 2-chamber short-axis view. (B) The white arrowhead shows the 
delayed gadolinium enhancement of the lateral wall of LV at the follow-up cMRI in 10 months. 
LV: left ventricle; RV: right ventricle.
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