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Cardiac MR for evaluating coronary artery aneurysms and
myocardial injury caused by Kawasaki disease
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[Abstract] Objective To explore the value of cardiac MR (CMR) evaluating coronary artery aneurysm (CAA) and
myocardial injury caused by Kawasaki disease (KD). Methods CMR data of 114 children with KD, including 3D steady-
state free procession (SSFP), first-pass perfusion and late gadolinium enhancement (LLGE) images were retrospectively
analyzed. The manifestations of CAA and myocardial injury were observed, and the results of 3D-SSFP were compared
with those of coronary angiography (CAG). Results Among 114 cases, artery aneurysm (AA) at right coronary artery
(RCA) was found in 96 cases (96/114, 84.21%), while AA at left anterior descending (LAD) were detected in 87 (87/
114, 76.32%) cases, at left main (LM) in 52 (52/114, 45.61%) and at left circumflex (LCX) in 20 (20/114, 17.54%)
cases. Intra-aneurysmal thrombi were found in 56 cases. including 24 cases of AA at RCA, 22 cases of AA at LAD, 9
cases of AA at LM and 1 case of AA at LCX. The diameter maximum (D) of CAA with intracardiac thrombi was greater
than of those without intracardiac thrombi ([9.11 4+ 3.68] mm wvs. [5.78 4+ 2.93] mm, P=0.003). Ischemia of left
ventricle and/or interventricular septum were noticed in 43 cases in first-pass perfusion imaging, while positive on LGE was
observed in 28 cases, among them intratumoral thrombi were detected in 16 and 18 cases, respectively. The location of
medium and large CAA showed in 3D-SSFP were consistent to that of CAG, and high consistencies were found between 3D-
SSFP and CAG for assessing Dy of the largest CAA (Z=—0.100, P=0.921). Conclusion Multi-sequences CMR could
comprehensively evaluate CAA and myocardial injury caused by KD.
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