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Abstract 

Background: While current guidelines recommend noninvasive testing to detect coronary artery disease, stress 
tests are deemed inconclusive in a quarter of cases. The strategy for risk stratification after inconclusive stress testing 
is not well standardized. To assess the prognostic value of vasodilator stress cardiovascular magnetic resonance (CMR) 
parameters and CMR-based coronary revascularization in patients after inconclusive stress testing.

Methods: Between 2008 and 2020, consecutive patients with a first non-CMR inconclusive stress test referred for 
vasodilator stress perfusion CMR were followed for the occurrence of major adverse cardiovascular events (MACE), 
defined by cardiovascular death or nonfatal myocardial infarction. CMR-related coronary revascularization was defined 
as any revascularisation occurring within 90 days after CMR. Univariable and multivariable Cox regressions were per-
formed to determine the prognostic value of each parameter.

Results: Of 1563 patients who completed the CMR protocol, 1402 patients (66.7% male, 69.5 ± 11.0 years) com-
pleted the follow-up (median [interquartile range], 6.5 [5.6–7.5] years); 197 experienced a MACE (14.1%). Vasodilator 
stress CMR was well tolerated without severe adverse events. Using Kaplan–Meier analysis, inducible ischemia and 
late gadolinium enhancement (LGE) were significantly associated with the occurrence of MACE (hazard ratio, HR: 2.88 
[95% CI 2.18–3.81]; and HR: 1.46 [95% CI 1.16–1.89], both p < 0.001; respectively). In multivariable Cox regression, the 
presence and extent of inducible ischemia were independent predictors of a higher incidence of MACE (HR: 2.53 [95% 
CI 1.89–3.40]; and HR: 1.58 [95% CI 1.47–1.71]; both p < 0.001; respectively). After adjustment, the extent of inducible 
ischemia showed the best improvement in model discrimination above traditional risk factors (C-statistic 0.75 [95% CI 
0.69–0.81] with C-statistic improvement: 0.12). The study suggested no benefit of CMR-related coronary revasculariza-
tion in reducing MACE.

Conclusions: In patients with a first non-CMR inconclusive stress test, vasodilator stress CMR has good prognostic 
value to predict MACE offering an incremental prognostic value over traditional risk factors.
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Introduction
Cardiovascular disease (CVD) mortality due to coro-
nary artery disease (CAD) has recently increased, and 
CAD represents more than $500 million in annual health 
care costs in the United States alone [1]. While current 
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guidelines recommend a non-invasive stress testing or 
coronary computed tomography angiography (CTA) for 
the initial diagnostic management of patients with angina 
and suspected CAD (class IA) [2, 3], stress tests are 
deemed inconclusive in up to 15% to 29% of cases [4, 5]. 
The management of patients with inconclusive stress test 
is not well standardized and studies reported that < 25% 
of patients with inconclusive stress test underwent an 
additional stress test in clinical practice [4, 6]. Moreover, 
it has been shown that inconclusive stress testing leads to 
a 140% increase in medical costs at 2 years and a worse 
prognosis compared to patients with conclusive negative 
tests [6, 7]. Although some reports support that further 
testing after first inconclusive stress test may improve 
diagnostic accuracy of obstructive CAD and risk stratifi-
cation [6], the management of such patients remain con-
troversial because data are scarce [7]. Vasodilator stress 
cardiovascular magnetic resonance (CMR) is recognized 
as an accurate technique to depict inducible myocardial 
ischemia and infarction with high sensitivity and speci-
ficity [8, 9]. A first-line stress CMR-based strategy was 
recently shown to be non-inferior in terms of outcomes 
compared to an invasive approach with fractional flow 
reserve in patients with stable angina [10]. Although 
several large studies have shown the prognostic value of 
stress CMR [11, 12], no studies have specifically assessed 
the prognostic value of stress CMR in targeted patients 
with a first inconclusive stress test.

The aim of this study was to assess the prognostic value 
of stress CMR parameters and CMR-based coronary 
revascularization in consecutive patients referred for 
stress CMR after a first inconclusive noninvasive stress 
test.

Methods
Study population
Between December 2008 and January 2020, we con-
ducted a single-centre longitudinal study with retro-
spective enrollment of consecutive patients with a first 
non-CMR inconclusive noninvasive stress test as the 
main indication for vasodilator stress perfusion CMR. 
Inconclusive stress test was defined by exercise electro-
cardiogram (ECG) or stress echocardiography or single 
photon emission computed tomography (SPECT) with-
out positive or negative conclusion regarding the diag-
nosis of CAD [6, 13]. Two expert physicians reviewed 
the first stress test, using the definitions of positive or 
negative tests presented in Additional file  1, in accord-
ance with previous studies [6]. Patients without angina or 
dyspnea on exertion underwent the first stress test during 
the work-up of known CAD, or because of relatively high 
CVD risk defined by the presence of at least 2 CVD risk 
factors (age > 50 years for men or > 60 years for women, 

diabetes, hypertension, smoking, dyslipidemia, family 
history of CAD and obesity defined by body mass index 
(BMI) ≥ 30  kg/m2). Exclusion criteria were: (i) contrain-
dication to CMR (cerebral clips, metallic eye implant); 
(ii) contraindication to dipyridamole (severe asthma or 
chronic obstructive pulmonary disease, second- or third-
degree atrioventricular block); (iii) known cardiomyopa-
thy (e.g. hypertrophic, dilated, or infiltrative) and acute 
or chronic myocarditis; (iv) known allergy to gadolinium-
based contrast medium; and (v) glomerular filtration 
rate < 30  ml/min/1.73   m2. Clinical data were collected 
according to medical history and clinical examination on 
the day of stress CMR. All patients gave informed writ-
ten consent for clinical CMR examination and enrolment 
in the clinical research study at baseline. The study was 
approved by the local ethic committee of our institu-
tion and conducted in accordance with the Declaration 
of Helsinki. This study followed the STROBE reporting 
guidelines for cohort studies.

Patients follow‑up and clinical outcome
The follow-up consisted of a clinical visit as part of usual 
care (72%) or by direct contact with the patient or the 
referring cardiologist (28%). Data collection was ended 
on June 2020. Cardiovascular events were checked by 
medical reports collected from the corresponding hospi-
tals. The primary composite endpoint was the occurrence 
of at least one of the combined major adverse clinical 
events (MACE) defined as cardiovascular mortality or 
nonfatal myocardial infarction (MI). The secondary end-
points were all-cause mortality, hospitalizations for heart 
failure (HF), late coronary revascularizations and sus-
tained ventricular arrhythmias. All these clinical events 
were defined according to standardized definitions [14, 
15], and are detailed in Additional file  2. Annualized 
event rates were expressed as the number of patients hav-
ing the event as a proportion of the number of patients 
at risk divided by the number of patient-years follow-
up. The adjudication of the cause of death between car-
diovascular and non-cardiovascular was performed 
by two senior cardiologists (TP and MK), with a third 
cardiologist (JG) to reach final consensus. For patients 
who underwent percutaneous coronary intervention 
(PCI) < 90  days after index examination, the nine peri-
procedural events (seven nonfatal MI or two CVD mor-
tality) were excluded from the analysis.

CMR protocol
The detailed stress CMR protocol has been previously 
published [16, 17], and is described in Additional file 3. 
Briefly, CMR was performed on a 1.5T CMR scanner 
(Siemens Healthineers, Erlangen, Germany). Vaso-
dilation was induced with dipyridamole injected at 
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0.84  mg/kg during 3  min [18]. Then, a bolus of gado-
linium-based contrast agent  (Dotarem®, Guerbet LLC, 
France, 0.1 mmol/kg) was injected at a rate of 5.0 ml/s. 
Stress perfusion imaging was performed using an 
ECG-triggered saturation-prepared balanced steady-
state free-precession sequence. A series of six slices 
(four short-axis views, a 2-chamber, and a 4-chamber 
view) were acquired every other heartbeat. No motion 
compensation was performed before analysis. Ten 
minutes after contrast injection, breath-hold contrast-
enhanced 3D T1-weighted inversion-recovery gradient-
echo sequence was acquired to detect late gadolinium 
enhancement (LGE). CMR sequence parameters are 
detailed in Additional file 4.

CMR image analysis
Left ventricular (LV) end-diastolic volume (LVEDV), 
end-systolic volume (LVEDV) and systolic function 
were quantified on the short-axis cine stack. Stress 
perfusion and LGE images were evaluated according 
to the American Heart Association 17-segment model 
[19]. The analysis of perfusion images was done visu-
ally by two experienced physicians blinded to clinical 
and follow-up data. Inducible ischemia was defined as 
a subendocardial perfusion defect that (1) occurred in 
at least one myocardial segment, (2) persisted for at 
least three phases beyond peak contrast enhancement, 
(3) followed a coronary distribution, (4) in the absence 
of co-location with LGE in the same segment [11, 12]. 
An MI was defined by subendocardial or transmural 

LGE [20]. A myocardial segment was considered via-
ble if LGE thickness was < 50% and nonviable when 
LGE thickness was ≥ 50% of the myocardial wall [21]. 
The total number of ischemic and LGE segments was 
assessed for each patient.

CMR‑related coronary revascularization
CMR-related coronary revascularization was defined as 
all procedures (coronary artery bypass grafting [CABG] 
or PCI performed within 90  days after stress CMR. All 
patients were treated with optimal medical therapy 
according to current guidelines in patients with chronic 
coronary syndromes [2]. Decision-making regarding ini-
tial coronary revascularization was based on the presence 
of myocardial ischemia in at least two contiguous seg-
ments in symptomatic patients, and the choice between 
PCI or CABG was made by the Heart Team of the Insti-
tutions. All clinical data, CMR parameters and CMR-
related coronary revascularization were prospectively 
recorded into a dedicated database (Clinigrid software, 
Hemolia, France).

Statistical analysis
Continuous variables were expressed as mean ± stand-
ard deviation (SD), categorical variables as frequency 
with a percentage, and follow-up as a median and inter-
quartile range (IQR). Patients with and without induc-
ible ischemia were compared using the Student’s t-test 
or the Wilcoxon rank-sum test for the continuous vari-
ables and the Chi-square or Fisher’s exact test for the 

Fig. 1 Flow diagram. CMR cardiovascular magnetic resonance; ECG electrocardigram
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Table 1 Baseline and cardiovascular magnetic resonance (CMR) characteristics of patients with and without inducible ischemia on 
vasodilator stress CMR (N = 1402)

All patients (N = 1402) No inducible ischemia 
(N = 988)

Inducible ischemia 
(N = 414)

p value

Age, years 69.5 ± 11.0 68.5 ± 10.7 72.0 ± 11.3 < 0.001
Males, n (%) 935 (66.7) 641 (64.9) 294 (71.0) 0.031
Body mass index, kg/m2 28.6 ± 6.3 28.8 ± 6.5 28.4 ± 5.8 0.288

Body surface index,  m2 2.0 ± 0.3 2.0 ± 0.3 2.0 ± 0.2 0.056

Coronary risk factors, n (%)

 Diabetes mellitus 459 (32.7) 297 (30.1) 162 (39.1) 0.001
 Hypertension 807 (57.6) 542 (54.9) 265 (64.0) 0.002
  Obesitya 431 (30.7) 313 (31.7) 118 (28.5) 0.266

 Dyslipidemia 819 (58.4) 554 (56.1) 265 (64.0) 0.007
 Smoking 336 (24.0) 248 (25.1) 88 (21.3) 0.142

 Family history of CAD 391 (27.9) 268 (27.1) 123 (29.7) 0.358

Medical history of CVD, n (%)

 Known CAD 727 (51.9) 516 (52.2) 211 (51.0) 0.71

  History of PCI 442 (31.5) 336 (34.0) 106 (25.6) 0.002
  History of CABG 445 (31.7) 277 (28.0) 168 (40.6) < 0.001
  Known MI 340 (24.3) 246 (24.9) 94 (22.7) 0.42

 Peripheral atheroma 158 (11.3) 72 (7.3) 86 (20.8) < 0.001
 Ischemic stroke 54 (3.9) 39 (3.9) 15 (3.6) 0.892

 Pacemaker 7 (0.5) 4 (0.4) 3 (0.7) 0.428

 Renal  failureb 20 (1.4) 14 (1.4) 6 (1.4) 1.000

 History of hospitalization for HF 52 (3.7) 42 (4.3) 10 (2.4) 0.133

Symptoms, n (%)

Symptomatic angina 706 (50.4) 415 (42.0) 291 (70.3) < 0.001
 Dyspnea 211 (15.0) 158 (16.0) 53 (12.8) 0.149

 High cardiovascular  riskc 808 (57.6) 519 (52.5) 289 (69.8) < 0.001
 Ten-year risk for fatal  CADd, % 2.5 (1.2–5.9) 2.1 (0.8–5.3) 3.3 (1.5–6.4) < 0.001

Indications to stress CMR, n (%)

 Inconclusive stress echocardiography 702 (50.1) 500 (50.6) 202 (48.8) 0.165

 Inconclusive SPECT 612 (43.7) 438 (44.3) 174 (42.0) 0.159

 Inconclusive exercise ECG testing 88 (6.3) 66 (6.7) 22 (5.3) 0.512

Cardiac rhythm, n (%)

 Sinus rhythm 1155 (82.4) 821 (83.1) 334 (80.7) 0.177

 Atrial fibrillation/supraventricular arrhythmias 247 (17.6) 217 (22.0) 30 (7.2) < 0.001
LV ejection fraction, % 50.4 ± 12.1 50.1 ± 11.9 51.2 ± 12.5 0.007
LV end-diastolic volume index, ml/m2 93.3 ± 31.2 94.8 ± 31.6 89.6 ± 30.1 0.004
LV end-systolic volume index, ml/m2 51.2 ± 26.1 52.5 ± 26.1 48.1 ± 26.0 0.004
LV mass, g/m2 73.9 ± 9.8 72.2 ± 9.8 78.7 ± 9.7 < 0.001
RV ejection fraction, % 63.6 ± 10.5 63.6 ± 10.5 63.5 ± 10.6 0.771

Presence of LGE, n (%) 556 (39.7) 422 (42.7) 134 (32.4) < 0.001
Presence of viability if LGE, n (%)e 178 (12.7) 117 (11.8) 61 (14.7) 0.163

Number of LGE segments if LGE 0.9 ± 1.3 1.0 ± 1.3 0.8 ± 1.4 0.09

Number of ischemic segments 0.7 ± 1.2 0.0 ± 0.0 2.3 ± 1.2 < 0.001
RPP at baseline, mmHg/beats/min 9.1 (7.5–10.1) 9.1 (7.5–10.1) 9.2 (7.6–10.4) 0.533

RPP at stress, mmHg/beats/min 10.8 (10.4–12.7) 10.8 (10.4–12.7) 11.4 (9.9–14.5) 0.175

CMR-related coronary  revascularizationb, n (%) 323 (23.0) 0 (0) 323 (78.0) < 0.001
 By PCI 317 (22.6) 0 (0) 317 (76.6) < 0.001
 By CABG 6 (0.4) 0 (0) 6 (1.4) 0.004



Page 5 of 13Pezel et al. J Cardiovasc Magn Reson           (2021) 23:89  

categorical variables. Cumulative incidence rates of 
the outcomes were estimated using the Kaplan–Meier 
method and compared with the log-rank test. The data 
of patients who were lost to follow-up were censored to 
the time of the last contact. Cox proportional hazards 
methods were used to identify the predictors of MACE 
among patients with and without inducible ischemia. 
The assumption of the proportional hazards ratio (HR) 
was verified. To assess the incremental prognostic value 
of both the inducible ischemia and CMR-related coro-
nary revascularization, different multivariable models 
were used, as follows:

Model 1: used all clinical and CMR covariates for 
MACE and CV mortality with a p-value ≤0.1 on 
univariable screening (without ischemia and CMR-
related coronary revascularization).
Model 2a: model 1 with presence of inducible 
ischemia.
Model 2b: model 1 with number of ischemic seg-
ments.
Model 2c: model 1 with presence of ischemia with 
or without CMR-related coronary revasculariza-
tion.

The discriminative capacity of each model for pre-
dicting MACE was determined according to Harrell’s 
C-statistic before and after the addition of inducible 
ischemia. The additional predictive value of the induc-
ible ischemia was calculated using Harrell’s C-statistic 
increment. In addition, the global χ2 statistic was cal-
culated for models with or without stress CMR param-
eters and compared using the likelihood ratio (LR) test 
for predicting MACE.

In the competitive risk analysis, cumulative inci-
dence functions were used to display the proportion 
of patients with the event of interest or the competing 
event (nonfatal MI or CV mortality) as time progressed, 
and the Fine and Gray regression model was used for 
the sub-distribution hazard. A two-tailed p-value < 0.05 
was considered statistically significant. Statistical anal-
ysis was performed using R software, version 3.3.1 (R 
Project for Statistical Computing, Vienna, Austria).

Results
Study population
Of the 35,280 patients referred for stress CMR during the 
inclusion period, 1584 (4.5%) patients were referred for 
dipyridamole vasodilator  stress CMR because of a first 
inconclusive noninvasive stress test. Among those, 1563 
(98.7%) completed the stress protocol, as detailed in the 
flowchart (Fig. 1). Of the 1563 patients who successfully 
underwent stress CMR, the diagnosis of ischemia was 

Table 1 (continued)
Bold empasis means that the P value has reached statistical significance, with 2-tailed P value < 0.05

Values are n (%), mean ± SD, or median (interquartile range)

BMI body mass index, CABG coronary artery bypass graft, CAD coronary artery disease, CMR cardiovascular magnetic resonance, CVD cardiovascular disease, ECG 
electrocardiogram, HF heart failure, LGE late gadolinium enhancement, LV left ventricle, MI myocardial infarction, PCI percutaneous coronary intervention, RPP rate-
pressure product (pressure mmHg × Heart rate bpm)/1000, SD standard deviation
a Defined by BMI ≥ 30 kg/m2

b Defined by glomerular filtration rate < 60 ml/min/1.73  m2

c Defined by Framingham Risk Score > 20% of risk of CAD at 10 years
d Based on a modified SCORE project (https:// www. escar dio. org/ Educa tion/ Pract ice- Tools/ CVD- preve ntion- toolb ox/ SCORE- Risk- Charts) that did not take into account 
the total cholesterol level [22, 23]
e Defined by the presence of LGE with < 50% transmurality

Fig. 2 Annualized rates of major adverse cardiovascular events 
(MACE) stratified by the extent of myocardial ischemia. Annualized 
rates of MACE stratified by the extent of myocardial ischemia. Mild, 
moderate, and severe ischemia were defined as the involvement of 
1–2, 3–5, and ≥ 6 myocardial segments, respectively. Test comparing 
the groups was based on the Cochran–Armitage test for trend

https://www.escardio.org/Education/Practice-Tools/CVD-prevention-toolbox/SCORE-Risk-Charts
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inconclusive in 24 patients (1.5%) due to nondiagnostic 
image quality, arrythmias or artifacts. Out of these 1563 
patients, 61 failed to respond to dipyridamole injec-
tion as assessed by the rate-pressure product (3.9%). No 
patient died during or shortly after CMR, and detailed 
safety results are presented in Additional file 5. Overall, 
1402 patients completed the clinical follow-up and con-
stituted our study cohort. Baseline subject characteris-
tics and baseline CMR data are shown in Table 1. Among 
those 1402 patients (66.7% male, 69.5 ± 11.0 years), 58.4% 
had dyslipidemia, 57.6% had hypertension, 32.7% had 
diabetes mellitus, 30.7% had obesity, 27.9% had a family 
history of CAD and 24.0% were smokers. Overall, 727 
(51.9%) patients had known CAD. Of note, 247 (17.6%) 
of patients were in atrial fibrillation or supraventricu-
lar arrhythmia. Regarding the first inconclusive stress 
test, 702 (50.1%) patients had a prior inconclusive stress 

echocardiography, 612 (43.7%) a prior inconclusive 
SPECT (147 dipyridamole SPECT) and 88 (6.3%) a prior 
inconclusive exercise ECG testing. The two main reasons 
for an inconclusive stress test were poor image quality 
(68%) and sub-maximal exercise (29%).

Among the 1402 patients, 485 (34.6%) were asympto-
matic without angina or dyspnea. These asymptomatic 
patients were older and had a higher rate of known CAD 
(87.0% vs 33.3%, p < 0.001), diabetes mellitus, hyperten-
sion and smoking than symptomatic patients with angina 
or dyspnea (Additional file  6). Consistently, asympto-
matic patients presented a higher CV risk than sympto-
matic using the ESC SCORE 10-year risk for fatal CAD 
[22] (3.4 [2.2–6.9] vs 2.1 [0.7–5.5] %, p < 0.001).

The study cohort had a mean LV ejection fraction 
(LVEF) of 50.4 ± 12.1%. LGE was present in 556 (39.7%) 
and presence of inducible ischemia was detected in 414 

Table 2 Univariable analysis of clinical and CMR characteristics for prediction of adverse events

Bold empasis means that the P value has reached statistical significance, with 2-tailed P value < 0.05

BMI body mass index, CAD coronary artery disease, CI confidence interval, CMR cardiac magnetic resonance, HF heart failure, LGE late gadolinium enhancement, LV left 
ventricle, LVEF left ventricular ejection fraction, MACE major adverse cardiac events, MI myocardial infarction, RV right ventricle
a Increment of 10 units
b Defined by a coronary revascularisation performed within 90 days after the stress CMR examination

MACE Cardiovascular mortality

Hazard ratio (95% CI) p value Hazard ratio (95% CI) p value

Age 1.04 (1.02–1.05) < 0.001 1.06 (1.04–1.08) < 0.001
Male 1.56 (1.14–2.14) 0.006 1.77 (1.21–2.60) 0.003
BMI 1.04 (0.98–1.09) 0.123 0.96 (0.90–1.03) 0.282

Hypertension 1.22 (1.03–1.60) 0.033 1.18 (0.97–1.57) 0.077

Diabetes mellitus 1.35 (1.04–1.77) 0.041 1.59 (1.14–2.23) 0.006
Dyslipidemia 1.41 (1.05–1.89) 0.022 1.55 (1.09–2.20) 0.014
Smoking 1.02 (0.77–1.36) 0.757 1.03 (0.79–1.40) 0.675

Family history of CAD 1.01 (0.74–1.38) 0.937 1.05 (0.73–1.50) 0.810

Known CAD 1.30 (1.01–1.69) 0.043 1.21 (0.93–1.71) 0.122

Known MI 0.80 (0.57–1.15) 0.222 0.82 (0.53–1.26) 0.361

Peripheral atheroma 1.35 (0.84–2.17) 0.212 1.59 (0.94–2.67) 0.082

Ischemic stroke 1.03 (0.53–2.01) 0.936 0.90 (0.39–2.03) 0.793

History of hospitalization for HF 1.35 (0.69–2.64) 0.376 1.48 (0.69–3.17) 0.311

Symptomatic angina 1.63 (0.83–3.22) 0.16 0.92 (0.50–1.71) 0.88

Dyspnea 0.91 (0.47–1.73) 0.77 0.78 (0.47–1.30) 0.35

Ten-year risk for fatal CAD (modified SCORE project) 1.22 (1.08–1.80) < 0.001 1.29 (1.10–1.83) < 0.001
Presence of inducible ischemia 2.88 (2.18–3.81) < 0.001 2.44 (1.75–3.40) < 0.001
Number of segments of inducible ischemia 1.61 (1.51–1.72) < 0.001 1.55 (1.43–1.67) < 0.001
Presence of LGE 1.46 (1.16–1.89) < 0.001 1.38 (1.06–1.77) 0.031
Number of segments of LGE 1.40 (1.30–1.52) < 0.001 1.33 (1.21–1.45) < 0.001
LVEFa 0.85 (0.79–0.91) < 0.001 0.92 (0.84–0.98) 0.024
LV end-diastolic volume  indexa 1.07 (1.04–1.10) < 0.001 1.03 (0.90–1.37) 0.315

LV end-systolic volume  indexa 1.09 (1.05–1.12) < 0.001 1.05 (0.92–1.42) 0.221

RV ejection fraction 0.99 (0.80–1.23) 0.45 1.09 (0.81–1.52) 0.72

CMR-related coronary revascularization 2.43 (1.83–3.22) < 0.001 2.04 (1.46–2.86) < 0.001
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(29.5%) patients with a mean extent of 2.3 ± 1.2 segments 
(Additional file 7). Of note, the rate of inducible ischemia 
in the overall population of 35,280 patients referred for 
stress CMR during the inclusion period was 12.4%.

Patients with inducible ischemia were older, more 
frequently males and had a higher rate of diabetes mel-
litus, hypertension, dyslipidemia and history of periph-
eral atheroma than patients without inducible ischemia 
(Table  1). Of 414 patients with ischemia, 381 (92.0%) 
had a coronary angiography. Among those, 323 (84.8%) 
underwent CMR-related coronary revascularization (317 
[98.1%] PCI and 6 [1.9%] CABG).

Cardiovascular events
During a median follow-up of 6.5 (IQR 5.6–7.5) years, 
there were 197 (14.1%) MACE, including 141 (10.1%) 
CV mortality and 73 (5.2%) nonfatal MI. Furthermore, 
255 all-cause mortality (18.2%), 106 HF hospitalisa-
tions (7.6%), 99 late coronary revascularizations (7.1%), 
and 34 sustained documented ventricular arrhythmias 
(2.4%). Annualized event rates were 4.4% for MACE, 
2.4% for CVD mortality, and 4.6% for all-cause mortal-
ity. Patients without inducible ischemia or LGE had the 
lowest annualized rate of MACE (2.1%/year), whereas the 
annualized rate of MACE was greater for patients with 
inducible ischemia without or with LGE (9.0%/year and 
9.3%/year respectively, both p < 0.001) (Additional file 8). 
The annualized rate of MACE was lower in patients with-
out inducible ischemia compared to patients with mild, 
moderate, or severe ischemia (2.4%/year vs. 4.2%/year, 
20.7%/year and 27.9%/year, respectively;  ptrend < 0.001) 
(Fig. 2). In addition, the prognostic value of the presence 
of inducible ischemia was consistent irrespective of age 
(Additional file 9).

Prognostic value of stress CMR parameters
In univariable analysis, age, male gender, hypertension, 
diabetes mellitus, dyslipidemia, known CAD, LVEF value, 
LV end-diastolic volume (LVEDV) and end-systolic vol-
ume (LVESV) indexed (LVEDVI, LVESVI, respectively) 
and the presence and extent of both inducible ischemia 
and LGE were all significantly associated with MACE 
(Table 2). Using Kaplan–Meier analysis, the presence of 
inducible ischemia was associated with the occurrence 
of MACE (HR: 2.88, 95% CI 2.18–3.81, Fig.  3) and CV 
mortality (HR: 2.44 95% CI 1.75–3.40; both p < 0.001), 
and the same finding was observed for LGE (HR: 1.46, 
95% CI 1.16–1.89; and HR: 1.38, 95% CI 1.06–1.77, both 
p < 0.001; respectively). In the overall population, the 
CMR-related coronary revascularization was associ-
ated with the occurrence of MACE and CV mortality 
(HR: 2.43 95% CI 1.83–3.22; and HR: 2.04 95% CI 1.46–
2.86; respectively both p < 0.001). The prognostic value 
of inducible ischemia to predict MACE was consistent 
for both women and men (Additional file 10); and both 
asymptomatic and symptomatic patients (Additional 
file 11).

In the overall population, inducible ischemia was also 
associated with nonfatal MI (HR: 5.04, 95% CI 3.09–8.21; 
p < 0.001), late elective coronary revascularization (HR: 
2.61, 95% CI 1.76–3.87; p < 0.001), ventricular arrythmias 
(HR: 2.76, 95% CI 1.41–5.42; p = 0.003), and all-cause 
mortality (HR: 1.73, 95% CI 1.35–2.22; p < 0.001) (Addi-
tional file 12. The prognostic value of inducible ischemia 
remained consistent in different subgroups of clinical 
interest, such as diabetics and non-diabetics, obese and 

Fig. 3 Survival curves for MACE stratified by the presence of 
inducible ischemia. The univariable analysis for MACE (a) was 
performed using the log-rank test to compare patients with ischemia 
and without ischemia. The adjusted survival curve for MACE (b) was 
performed with the final model including: age, male, hypertension, 
diabetes, dyslipidemia, known CAD, LVEF per 10%, LV end-diastolic 
volume index, modified SCORE project, the presence of LGE and the 
presence of ischemia. HR indicates hazard ratio
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non-obese, and regardless of LVEF value or the presence 
of LGE (Fig. 4).

In multivariable stepwise Cox regression analysis, 
age, male gender, the presence of inducible ischemia 
and the number of ischemic segments were inde-
pendent predictors of a higher incidence of MACE 
(HR: 1.05, 95% CI 1.03–1.06, p < 0.001; HR: 1.47, 95% 
CI 1.05–2.06, p = 0.027; HR: 2.53, 95% CI 1.89–3.40, 
p < 0.001; and HR: 1.58, 95% CI 1.47–1.71, p < 0.001; 
respectively) (Table  3). In competitive risk analysis, 
the presence of inducible ischemia was independently 
associated with nonfatal MI and CV mortality (HR: 
4.26, 95% CI 2.60–6.89, p < 0.001 and HR: 1.80, 95% CI 
1.27–2.56, p < 0.001; respectively) (Fig. 5 and Additional 
file 13).

Using Kaplan–Meier analysis only in patients with 
inducible ischemia, CMR-related coronary revascu-
larization was not associated with the occurrence of 
MACE (HR: 0.95, 95% CI 0.60–1.48; p = 0.81) (Fig.  6). 
Inducible ischemia remained independently associ-
ated with MACE in patients without or with coronary 
revascularization (HR: 2.88, 95% CI 1.82–4.56; and HR: 
2.44, 95% CI 1.79–3.34, both p < 0.001; respectively) 
(Table 3).

Incremental prognostic value of stress CMR
For the prediction of MACE, the baseline C-statistic 
value was 0.63 (95% CI 0.60–0.68) for model 1 with 
stepwise variable selection. The addition of inducible 

ischemia or the number of ischemic segments signifi-
cantly improved the C-statistic to 0.73 (95% CI 0.66–0.79; 
C statistic improvement for model 1: 0.10) and 0.75 (95% 
CI 0.69–0.81; C statistic improvement for model 1: 0.12), 
respectively. Furthermore, the addition of both presence 
of inducible ischemia and CMR-related coronary revas-
cularization did not improve the C-statistic compared to 
the model with only the presence of inducible ischemia 
(C-statistic 0.73 for both) (Table 4).

Discussion
In this study of consecutive series of patients with a first 
inconclusive noninvasive stress test referred for vaso-
dilator stress CMR, the main findings are: (1) 29.5% of 
patients had inducible ischemia and 14.1% had MACE 
after median follow-up of 6.5  years; (2) inducible 
ischemia and LGE were long-term predictors of MACE 
and CVD mortality; (3) the presence and extent of induc-
ible ischemia were independently associated with MACE 
and CV mortality; (4) the presence or extent of inducible 
ischemia improved model discrimination for the predic-
tion of MACE, after adjusting for traditional CV risk fac-
tors; (5) there was no benefit of CMR-related coronary 
revascularization in reducing MACE.

The prevalence of inducible ischemia (29.5%) and 
LGE (39.7%) are consistent with previous large studies 
in patients with suspected or known CAD [11, 12, 22]. 
The rate of MACE reported over the follow-up period 
(14.1%) is in line with contemporary cohorts of patients 

Fig. 4 Subgroup analysis. Forest-plot of incidence of MACE based on the presence of myocardial ischemia in specified subgroups. *N events/N 
subgroup: number of patients had a major adverse clinical events (MACE)/number of patients in the subgroup
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Table 3 Multivariable Cox regression analysis for the prediction of adverse events

Bold empasis means that the P value has reached statistical significance, with 2-tailed P value < 0.05

CAD coronary artery disease, CI confidence interval, CMR cardiovascular magnetic resonance, LGE late gadolinium enhancement, MACE major adverse cardiac events, 
LVEF left ventricular ejection fraction
a Covariates in the model 1 by stepwise variable selection with entry and exit criteria set at the p ≤ 0.1 level: (1) For MACE: age, male, hypertension, diabetes, 
dyslipidemia, known CAD, LVEF per 10%, LV end-diastolic volume index, modified SCORE project and the presence of LGE. (2) For CV mortality: age, male, diabetes, 
dyslipidemia, known CAD, LVEF per 10%, modified SCORE project and the presence of LGE
b Covariates in the model 2a: model 1 with presence of ischemia
c Covariates in the model 2b: model 1 with number of ischemic segments
d Covariates in the model 2c: model 1 with presence of ischemia with or without CMR-related coronary revascularization. This variable was defined in three categories: 
presence of ischemia without CMR-related coronary revascularization, presence of ischemia with CMR-related coronary revascularization and absence of ischemia 
(reference for hazard ratio calculations)

MACE Cardiovascular mortality

Hazard ratio (95% CI) p value Hazard ratio (95% CI) p value

Model  1a

 Age 1.05 (1.03–1.06) < 0.001 1.07 (1.05–1.10) < 0.001
 Male 1.49 (1.07–2.07) 0.002 1.78 (1.17–2.68) < 0.001
 Hypertension 1.10 (0.97–1.28) 0.098 – –

 Diabetes 1.34 (0.97–1.81) 0.061 1.50 (1.05–2.16) 0.030
 Dyslipidemia 1.32 (0.98–1.83) 0.050 1.40 (0.97–1.99) 0.073

 Known CAD 1.17 (0.84–1.65) 0.354 1.27 (0.85–1.89) 0.238

 LVEF 0.91 (0.80–1.03) 0.094 0.90 (0.78–1.02) 0.098

 Presence of LGE 1.07 (0.77–1.48) 0.691 0.90 (0.80–1.02) 0.104

 LV end-diastolic volume index 1.02 (0.92–1.20) 0.082 – –

 Ten-year risk for fatal CAD (modified SCORE project) 1.05 (0.84–2.17) 0.332 1.19 (0.90–2.43) 0.182

Model  2ab

 + Presence of inducible ischemia 2.53 (1.89–3.40) < 0.001 1.83 (1.29–2.60) < 0.001
Model  2bc

 + Number of ischemic segments 1.58 (1.47–1.71) < 0.001 1.44 (1.32–1.57) < 0.001
Model  2cd

 + Presence of ischemia without revascularization 2.88 (1.82–4.56) < 0.001 2.23 (1.30–3.85) 0.004
 + Presence of ischemia with revascularization 2.44 (1.79–3.34) < 0.001 1.74 (1.20–2.52) 0.003

Fig. 5 Competing risk analysis for nonfatal MI and cardiovascular mortality stratified by presence of inducible ischemia. Cumulative incidence 
functions of nonfatal MI (a) or cardiovascular mortality without nonfatal MI (b). Test comparing the groups was based on the Fine and Gray’s test for 
trend
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referred for stress CMR [11, 23], a meta-analysis of 
patients with inconclusive stress echocardiography [24], 
and the ISCHEMIA trial [25]. Notably, the rate of induc-
ible ischemia in patients referred for inconclusive stress 
test was higher (29.5%) than in the overall population of 
35,280 patients referred for stress CMR during the same 
inclusion period (12.4%). Besides, the global annualized 
events rate (4.4%/year) of this study was higher than the 
annualized rate described in patients with normal CMR 
in previous larges studies (1%/year) [12, 23]. This finding 
is consistent with a recent study showing that patients 
with inconclusive stress tests had a higher rate of CV 
events compared with those with negative results [6].

Although the long-term prognostic value of stress 
CMR is well established in patients with known or sus-
pected CAD [11, 12, 26], there is no prognostic data in 
patients with a first inconclusive stress test [7]. In the 
current study, the presence of inducible ischemia and 
LGE were associated with MACE and CVD mortality. In 
accordance with some recent studies [22, 27], the extent 
of inducible ischemia was a strong and independent pre-
dictor of MACE and CVD mortality. In agreement with 
previous functional imaging studies [28, 29], the extent of 
inducible ischemia assessed by stress CMR had the best 
incremental prognostic value in predicting MACE, with 
better discrimination over traditional risk factors than 
the sole presence of inducible ischemia.

We found the prognostic value of stress CMR for pre-
dicting MACE was significant for both symptomatic 
and asymptomatic patients. Interestingly, asymptomatic 
patients addressed after a first inconclusive stress test had 
known CAD in the vast majority of cases (87%) or at high 
CVD risk (13%). Because patients with silent myocardial 
ischemia have at least similar risk for CVD events and 
mortality than symptomatic patients with typical angina 
[30, 31] risk stratification of asymptomatic patients may 
be useful in managing secondary prevention. Although 
the current guidelines do not recommend systematic 
stress testing in the work-up of patients with CAD [2, 
3], the current data demonstrate a significant prognostic 
value of stress CMR in asymptomatic patients.

The rate of CMR-related revascularization was 78.0% in 
patients with inducible ischemia, which is consistent with 
recent studies [12, 27, 29]. In line with the ISCHEMIA 
trial that recently showed the lack of benefit of coronary 
revascularization in reducing MACE in patients with sta-
ble coronary disease [25], the current study suggests no 

Fig. 6 Kaplan–Meier curves for MACE stratified by presence/absence 
of stress CMR-related coronary revascularization in patients with 
inducible ischemia. Kaplan Meier curves for MACE as a function of 
length of follow-up for patients with or without early CMR-related 
coronary revascularization within 90 days after CMR in patients with 
inducible ischemia. Test comparing the two groups was based on the 
log-rank test

Table 4 Discrimination associated with the CMR-parameters for the prediction of MACE

BMI body mass index, CAD coronary artery disease, CI confidence interval, CV cardiovascular, HF heart failure, LGE late gadolinium enhancement, LVEF left ventricular 
ejection fraction, MACE major adverse cardiac events
a Covariates in the model 1 by stepwise variable selection with entry and exit criteria set at the p ≤ 0.1 level: age, male, hypertension, diabetes, dyslipidemia, known 
CAD, LVEF per 10% and presence of LGE
b Covariates in the model 2a: model 1 with presence of ischemia
c Covariates in the model 2b: model 1 with number of ischemic segments
d Covariates in the model 2c: model 1 with presence of ischemia with or without CMR-related coronary revascularization. This variable was defined in three categories: 
presence of ischemia without CMR-related coronary revascularization, presence of ischemia with CMR-related coronary revascularization and absence of ischemia 
(reference for hazard ratio calculations)

MACE

C‑index (95%CI) Global χ2 statistic LR‑test

Model  1a (stepwise selection) 0.63 (0.60–0.68) 420.1 Reference

Model  2ab (model 1 + presence of ischemia) 0.73 (0.66–0.79) 580.9 < 0.001

Model  2bc (model 1 + number of ischemic segments) 0.75 (0.69–0.81) 607.4 < 0.001

Model  2cd (model 1 + ischemia with or without CMR-related revascu-
larization)

0.73 (0.66–0.80) 570.2 < 0.001
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association between CMR-related coronary revasculari-
zation and improved outcome.

While the current guidelines recommend to perform an 
additional noninvasive testing (class IIa) in patients with 
a first inconclusive stress test [2, 3], this strategy is used 
in < 25% of the cases resulting in significant economic 
implications with increased healthcare costs [4, 6]. Inter-
estingly, a report from the SPINS registry of the Society 
for Cardiovascular Magnetic Resonance [12] has recently 
demonstrated that the average cost of ischemic testing 
was lower for stress CMR than nuclear stress or the use 
of initial coronary angiography [32]. The current study 
demonstrates that an improved risk stratification using 
stress CMR could allow to identify high-risk patients who 
could benefit from treatment intensification and new 
therapies. Future studies should prospectively randomize 
some diagnostic algorithms following an inconclusive 
stress test to define optimal testing strategies.

Study limitations
First, the study was retrospective with 8.8% patients lost 
to follow-up, which can be explained by the relatively 
long follow-up period. The analysis of the CMR perfu-
sion scans was visual, but it represents the most widely 
accepted clinical method with optimal diagnostic accu-
racy. Because of the lack of randomization, the prog-
nostic impact of CMR-related revascularization cannot 
be formally established. Moreover, the reasons for the 
absence of revascularization in patients with ischemia 
mostly included non-significant lesions, technical dif-
ficulties, small ischemic territory, and coronary arteries 
< 2  mm diameter, but those data were not formally col-
lected. Also, technical details regarding revascularization 
such as the type and number of stents or anti-platelet 
strategy were not collected. However, these limitations 
were related to patient care and reflect current clini-
cal practice. The Syntax score or other specific predic-
tive models of CVD events after revascularization were 
not available in this study. The current study was not 
designed to assess the potential prognostic value of a 
first inconclusive stress test before stress CMR. Finally, 
although adenosine or regadenoson is commonly used 
for vasodilator stress CMR, dipyridamole was used in our 
center mainly because of medico-economic reasons and 
very close efficacy/safety profile compared to adenosine.

Conclusion
In consecutive patients with a first inconclusive noninva-
sive stress test, stress perfusion CMR has good long-term 
prognostic value to predict MACE and CV mortality. The 
presence and extent of inducible myocardial ischemia are 

independently associated with CV mortality and nonfa-
tal MI and offer incremental prognostic value over tradi-
tional CVD risk factors.

Abbreviations
BMI: Body mass index; CAD: Coronary artery disease; CABG: Coronary artery 
bypass grafting; CMR: Cardiovascular magnetic resonance; CTA : Computed 
tomography angiography; CVD: Cardiovascular disease; ECG: Electrocardio-
gram; HF: Heart failure; LGE: Late gadolinium enhancement; LV: Left ventricle/
left ventricular; LVEDV: Left ventricular end-diastolic volume; LVEDVI: Left 
ventricular end-distolic volume index; LVEF: Left ventricular ejection fraction; 
LVESV: Left ventricular end-systolic volume; LVESVI: Left ventricular end-systolic 
volume index; MACE: Major adverse clinical events; MI: Myocardial infarction; 
PCI: Percutaneous coronary intervention; RPP: Rate pressure product; SPECT: 
Single photon emission computed tomography.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12968- 021- 00785-6.

Additional file 1. Definitions of positive and negative stress tests.

Additional file 2. Definition of clinical events.

Additional file 3. CMR protocol and analysis.

Additional file 4. Table. CMR sequence parameters.

Additional file 5. Safety results.

Additional file 6. Table. Baseline characteristics of patients according to 
the presence of symptoms.

Additional file 7. Figure. Examples of inducible myocardial ischemia on 
stress CMR in patients with a prior inconclusive stress test.

Additional file 8. Figure. Annualized rates of MACE stratified by the pres-
ence of myocardial ischemia and late gadolinium enhancement (LGE).

Additional file 9. Figure. Age interaction: annualized event rates of MACE 
stratified by age and presence/absence of myocardial ischemia.

Additional file 10. Figure. Kaplan-Meier Curves for MACE stratified by the 
presence of ischemia and according to patient sex.

Additional file 11. Figure. Kaplan-Meier Curves for MACE stratified by the 
presence of ischemia and according to the presence of symptoms.

Additional file 12. Table. Univariable and multivariable analysis of CMR-
induced myocardial ischemia for prediction of adverse events.

Additional file 13. Table. Univariable and Multivariable Competing Risk 
Regression Analysis.

Acknowledgements
We thank the medical, paramedical and research staff of Hôpital Privé J. 
CARTIER. Marilyn Zago (expert biostatistician) provided statistical assistance.

Authors’ contributions
All authors participated in the discussion of the concept of the study. TP and 
JG conceived the study design. TP, FS, MK, TH, SC, TU, PG and JG, obtained CMR 
images and analyzed CMR scans. TP and JG analyzed data and drafted the 
manuscript with critical revision. JG and ST have technically defined the CMR 
protocol. As authors, we attest to each of our substantial contributions to the 
manuscript and revision. All authors read and approved the final manuscript.

Funding
None.

Availability of data and materials
All data generated or analysed during this study are included in this published 
article [and its additional information files].

https://doi.org/10.1186/s12968-021-00785-6
https://doi.org/10.1186/s12968-021-00785-6


Page 12 of 13Pezel et al. J Cardiovasc Magn Reson           (2021) 23:89 

Declarations

Ethics approval and consent to participate
The study was evaluated and approved by the local ethic committee of our 
institutions and conducted in accordance with the 1964 Declaration of Hel-
sinki. All patients enrolled in this study were required to understand and give 
their consent for participation.

Consent for publication
Not applicable.

Competing interests
Solenn Toupin is an employee of Siemens Healthcare. Other authors declare 
that they have no competing interests.

Author details
1 Institut Cardiovasculaire Paris Sud, Cardiovascular Magnetic Resonance 
Laboratory, Hôpital Privé Jacques Cartier, Ramsay Santé, 6 Avenue du Noyer 
Lambert, 91300 Massy, France. 2 Division of Cardiology, Johns Hopkins 
University, Baltimore, MD 21287-0409, USA. 3 Siemens Healthcare France, 
93200 Saint-Denis, France. 

Received: 12 February 2021   Accepted: 7 June 2021

References
 1. Benjamin EJ, Muntner P, Alonso A, Bittencourt MS, Callaway CW, Carson 

AP, et al. Heart disease and stroke statistics-2019 update: a report from 
the American Heart Association. Circulation. 2019;139(10):e56-528.

 2. Knuuti J, Wijns W, Saraste A, Capodanno D, Barbato E, Funck-Brentano 
C, et al. 2019 ESC guidelines for the diagnosis and management of 
chronic coronary syndromes. Eur Heart J. 2020;41(3):407–77.

 3. Fihn SD, Gardin JM, Abrams J, Berra K, Blankenship JC, Dallas AP, et al. 
2012 ACCF/AHA/ACP/AATS/PCNA/SCAI/STS guideline for the diagnosis 
and management of patients with stable ischemic heart disease: a 
report of the American College of Cardiology Foundation/American 
Heart Association task force on practice guidelines, and the American 
College of Physicians, American Association for Thoracic Surgery, 
Preventive Cardiovascular Nurses Association, Society for Cardiovascu-
lar Angiography and Interventions, and Society of Thoracic Surgeons. 
Circulation. 2012;126(25):e354-471.

 4. Christman MP, Bittencourt MS, Hulten E, Saksena E, Hainer J, Skali 
H, et al. Yield of downstream tests after exercise treadmill testing: a 
prospective cohort study. J Am Coll Cardiol. 2014;63(13):1264–74.

 5. Flores-Blanco PJ, Cambronero F, García-Navarro M, de la Morena 
G, Valdés M, Manzano-Fernández S. Inconclusive exercise stress 
echocardiography in patients with chest pain: prevalence and clinical 
determinants. Rev Esp Cardiol (Engl Ed). 2018;71(5):406–8.

 6. Goyal A, Pagidipati N, Hill CL, Alhanti B, Udelson JE, Picard MH, 
et al. Clinical and economic implications of inconclusive noninva-
sive test results in stable patients with suspected coronary artery 
disease: insights from the PROMISE Trial. Circ Cardiovasc Imaging. 
2020;13(4):e009986.

 7. Blankstein R, Devore AD. Selecting a noninvasive imaging study after 
an inconclusive exercise test. Circulation. 2010;122(15):1514–8.

 8. Greenwood JP, Maredia N, Younger JF, Brown JM, Nixon J, Everett CC, 
et al. Cardiovascular magnetic resonance and single-photon emission 
computed tomography for diagnosis of coronary heart disease (CE-
MARC): a prospective trial. Lancet. 2012;379(9814):453–60.

 9. Schwitter J, Wacker CM, Wilke N, Al-Saadi N, Sauer E, Huettle K, et al. 
MR-IMPACT II: Magnetic Resonance Imaging for Myocardial Perfusion 

Assessment in Coronary artery disease Trial: perfusion-cardiac mag-
netic resonance vs. single-photon emission computed tomography for 
the detection of coronary artery disease: a comparative multicentre, 
multivendor trial. Eur Heart J. 2013;34(10):775–81.

 10. Nagel E, Greenwood JP, McCann GP, Bettencourt N, Shah AM, Hussain 
ST, et al. Magnetic resonance perfusion or fractional flow reserve in 
coronary disease. N Engl J Med. 2019;380(25):2418–28.

 11. Heitner JF, Kim RJ, Kim HW, Klem I, Shah DJ, Debs D, et al. Prognostic 
value of vasodilator stress cardiac magnetic resonance imaging: a 
multicenter study with 48 000 patient-years of follow-up. JAMA Cardiol. 
2019;4(3):256–64.

 12. Kwong RY, Ge Y, Steel K, Bingham S, Abdullah S, Fujikura K, et al. 
Cardiac magnetic resonance stress perfusion imaging for evaluation of 
patients with chest pain. J Am Coll Cardiol. 2019;74(14):1741–55.

 13. Gibbons RJ, Abrams J, Chatterjee K, Daley J, Deedwania PC, Douglas JS, 
et al. ACC/AHA 2002 guideline update for the management of patients 
with chronic stable angina–summary article: a report of the Ameri-
can College of Cardiology/American Heart Association Task Force on 
Practice Guidelines (Committee on the Management of Patients With 
Chronic Stable Angina). Circulation. 2003;107(1):149–58.

 14. Hicks KA, Tcheng JE, Bozkurt B, Chaitman BR, Cutlip DE, Farb A, et al. 
2014 ACC/AHA key data elements and definitions for cardiovascular 
endpoint events in clinical trials. J Am Coll Cardiol. 2015;66(4):403–69.

 15. Thygesen K, Alpert JS, Jaffe AS, Chaitman BR, Bax JJ, Morrow DA, et al. 
Fourth Universal definition of myocardial infarction (2018). Circulation. 
2018;138(20):e618–51.

 16. Pezel T, Sanguineti F, Kinnel M, Landon V, Toupin S, Unterseeh T, 
et al. Feasibility and prognostic value of vasodilator stress perfusion 
CMR in patients with atrial fibrillation. JACC Cardiovasc Imaging. 
2021;14(2):379–89. https:// doi. org/ 10. 1016/j. jcmg. 2020. 07. 041.

 17. Pezel T, Sanguineti F, Kinnel M, Landon V, Bonnet G, Garot P, et al. Safety 
and prognostic value of vasodilator stress cardiovascular magnetic 
resonance in patients with heart failure and reduced ejection fraction. 
Circ Cardiovasc Imaging. 2020;13(9):e010599.

 18. Kramer CM, Barkhausen J, Bucciarelli-Ducci C, Flamm SD, Kim RJ, Nagel 
E. Standardized cardiovascular magnetic resonance imaging (CMR) 
protocols: 2020 update. J Cardiovasc Magn Reson. 2020;22(1):17.

 19. Cerqueira MD, Weissman NJ, Dilsizian V, Jacobs AK, Kaul S, Laskey 
WK, et al. Standardized myocardial segmentation and nomenclature 
for tomographic imaging of the heart. A statement for healthcare 
professionals from the Cardiac Imaging Committee of the Council on 
Clinical Cardiology of the American Heart Association. Circulation. 
2002;105(4):539–42.

 20. Mahrholdt H, Wagner A, Judd RM, Sechtem U, Kim RJ. Delayed 
enhancement cardiovascular magnetic resonance assessment of non-
ischaemic cardiomyopathies. Eur Heart J. 2005;26(15):1461–74.

 21. Kim RJ, Wu E, Rafael A, Chen EL, Parker MA, Simonetti O, et al. The use 
of contrast-enhanced magnetic resonance imaging to identify revers-
ible myocardial dysfunction. N Engl J Med. 2000;343(20):1445–53.

 22. Vincenti G, Masci PG, Monney P, Rutz T, Hugelshofer S, Gaxherri M, et al. 
Stress perfusion CMR in patients with known and suspected CAD. JACC 
Cardiovasc Imaging. 2017;10(5):526–37.

 23. Coelho-Filho OR, Seabra LF, Mongeon F-P, Abdullah SM, Francis SA, 
Blankstein R, et al. Stress myocardial perfusion imaging by CMR pro-
vides strong prognostic value to cardiac events regardless of patient’s 
sex. JACC Cardiovasc Imaging. 2011;4(8):850–61.

 24. Makani H, Bangalore S, Halpern D, Makwana HG, Chaudhry FA. Cardiac 
outcomes with submaximal normal stress echocardiography: a meta-
analysis. J Am Coll Cardiol. 2012;60(15):1393–401.

 25. Maron DJ, Hochman JS, Reynolds HR, Bangalore S, O’Brien SM, Boden 
WE, et al. Initial invasive or conservative strategy for stable coronary 
disease. N Engl J Med. 2020;382(15):1395–407.

https://doi.org/10.1016/j.jcmg.2020.07.041


Page 13 of 13Pezel et al. J Cardiovasc Magn Reson           (2021) 23:89  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 26. Pontone G, Andreini D, Bertella E, Loguercio M, Guglielmo M, Baggiano 
A, et al. Prognostic value of dipyridamole stress cardiac magnetic reso-
nance in patients with known or suspected coronary artery disease: a 
mid-term follow-up study. Eur Radiol. 2016;26(7):2155–65.

 27. Marcos-Garces V, Gavara J, Monmeneu JV, Lopez-Lereu MP, Bosch MJ, 
Merlos P, et al. Vasodilator stress CMR and all-cause mortality in stable 
ischemic heart disease: a large retrospective registry. JACC Cardiovasc 
Imaging. 2020;13(8):1674–86.

 28. Berman DS, Kang X, Hayes SW, Friedman JD, Cohen I, Abidov A, et al. 
Adenosine myocardial perfusion single-photon emission computed 
tomography in women compared with men. Impact of diabetes mel-
litus on incremental prognostic value and effect on patient manage-
ment. J Am Coll Cardiol. 2003;41(7):1125–33.

 29. Neglia D, Liga R, Caselli C, Carpeggiani C, Lorenzoni V, Sicari R, et al. 
Anatomical and functional coronary imaging to predict long-term out-
come in patients with suspected coronary artery disease: the EVINCI-
outcome study. Eur Heart J Cardiovasc Imaging. 2020;21(11):1273–82. 
https:// doi. org/ 10. 1093/ ehjci/ jez248 PMID: 31701136.

 30. Biagini E, Schinkel AFL, Bax JJ, Rizzello V, van Domburg RT, Krenning 
BJ, et al. Long term outcome in patients with silent versus sympto-
matic ischaemia during dobutamine stress echocardiography. Heart. 
2005;91(6):737–42.

 31. Deedwania PC, Carbajal EV. Silent ischemia during daily life is an 
independent predictor of mortality in stable angina. Circulation. 
1990;81(3):748–56.

 32. Ge Y, Pandya A, Steel K, Bingham S, Jerosch-Herold M, Chen Y-Y, et al. 
Cost-effectiveness analysis of stress cardiovascular magnetic resonance 
imaging for stable chest pain syndromes. JACC Cardiovasc Imaging. 
2020;13(7):1505–17.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1093/ehjci/jez248

	Prognostic value of vasodilator stress perfusion cardiovascular magnetic resonance after inconclusive stress testing
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Introduction
	Methods
	Study population
	Patients follow-up and clinical outcome
	CMR protocol
	CMR image analysis
	CMR-related coronary revascularization
	Statistical analysis

	Results
	Study population
	Cardiovascular events
	Prognostic value of stress CMR parameters
	Incremental prognostic value of stress CMR

	Discussion
	Study limitations
	Conclusion
	Acknowledgements
	References


