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Expert consensus on cardiovascular MR in ischemic cardiomyopathy
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[ Abstract |

Cardiovascular MR (CMR) is an important method of imaging diagnosis of ischemic cardiomyopathy (ICM).

Standardizing scanning process, sequence selection and interpretation of images can further improve clinical application value of

CMR in ICM. This consensus was formed by Chinese experts based on domestic clinical experiences and research progressed

combined with foreign consensus, in order to propose references for CMR applicated in clinical practice of ICM in China.
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