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7 T Musculoskeletal MRI
Fundamentals and Clinical Implementation

Shila Pazahr, MD,*† Daniel Nanz, PhD,†‡ and Reto Sutter, MD*†

Abstract: This review summarizes the current state-of-the-art of musculoskeletal

7 T magnetic resonance imaging (MRI), the associated technological challenges,

and gives an overview of current and future clinical applications of 1H-based 7 T

MRI. The higher signal-to-noise ratio at 7 T is predominantly used for increased

spatial resolution and thus the visualization of anatomical details or subtle lesions

rather than to accelerate the sequences. For musculoskeletalMRI, turbo spin echo

pulse sequences are particularly useful, but with altered relaxation times, B1 inho-

mogeneity, and increased artifacts at 7 T; specific absorption rate limitation issues

quickly arise for turbo spin echo pulse sequences. The development of dedicated

pulse sequence techniques in the last 2 decades and the increasing availability of

specialized coils now facilitate several clinical musculoskeletal applications. 7 T

MRI is performed in vivo in a wide range of applications for the knee joint and

other anatomical areas, such as ultra-high-resolution nerve imaging or bone tra-

becular microarchitecture imaging. So far, however, it has not been shown syste-

matically whether the higher field strength compared with the established 3 T

MRI systems translates into clinical advantages, such as an early-stage identifica-

tion of tissue damage allowing for preventive therapy or an influence on treat-

ment decisions and patient outcome. At the moment, results tend to suggest that

7 T MRI will be reserved for answering specific, targeted musculoskeletal ques-

tions rather than for a broad application, as is the case for 3 T MRI. Future data

regarding the implementation of clinical use cases are expected to clarify if 7 T

musculoskeletal MRI applications with higher diagnostic accuracy result in pa-

tient benefits compared with MRI at lower field strengths.

KeyWords:MRI, 7 T, musculoskeletal, artifacts, MR physics, knee, nerves, foot,

fingers

(Invest Radiol 2023;58: 88–98)

T he spatial resolution of clinical magnetic resonance imaging (MRI) of
the musculoskeletal system has substantially increased over the last 3

decades, driven by the advent of 3 T magnets with higher signal-to-noise
ratios (SNRs) and thewidespread availability of dedicated high-end extrem-
ity coils.1 For many clinical questions in musculoskeletal medicine, MRI at
1.5 Tand 3 T field strength can provide adequate answers, which has led to
significant improvements in patient care.2 Now, with the advent of clinical
7 T scanners, new possibilities for musculoskeletal imaging arise.

ULTRA-HIGH-FIELD MUSCULOSKELETAL MRI
The first ultra-high-field magnets, that is, the MRI scanners with

a main magnetic field strength (B0) of 7 T and above, were introduced

more than 2 decades ago, with 1 system operating at 7 T and another at
8 T field strength,3,4 although research magnets with field strengths
above 3 T had been installed many years earlier. However, the clinical
implementation of ultra-high-field scanners is a slow process that has
only recently gained speed. Several artifacts, particularly related to
chemical shift and signal intensity inhomogeneities, only have a limited
impact at 1.5 Tand 3 T but can substantially deteriorate image quality at
7 T and higher field strengths.5,6

Although at lower field strengths, 2-dimensional (2D) turbo spin
echo (TSE) sequences are the mainstay of musculoskeletal MRI due to
their good in-plane resolution, excellent tissue-border depiction, and
contrast-to-noise ratio (CNR), the quality of TSE images acquired at
7 Twas, for many years, inferior to those from 3 TMRI.7,8 Several gra-
dient echo imaging studies demonstrated the feasibility of 7 T to image
the bone microarchitecture to the level of individual trabeculae but were
impaired by marked signal inhomogeneities throughout the field of
view, especially in the soft tissues.9,10

Moreover, many 7 T studies of the musculoskeletal system have
been performed in cadavers, allowing imaging without motion artifacts
even when using substantially longer acquisition times than in vivo ex-
aminations, and making it possible to overcome some of the mentioned
problems in a study setting.11,12

With the advent of newer-generation 7 T scanners, commercially
available extremity coils, and substantial improvements in artifact re-
duction, 7 T MRI has received increased attention,13 so that we are
now at the verge of a new paradigm in musculoskeletal imaging–
clinical ultra-high-resolution MRI (Fig. 1).

Important questions now include how transformative clinical 7 T
MRI will be and what the current state of 7 TMRI for the musculoskel-
etal system is. Unlike clinical MRI at 3 T field strength, 7 T MRI is not
yet available for the entire musculoskeletal system. However, it has be-
come evident that 7 T MRI can add value beyond the possibilities of
lower field strengths for specific clinical questions.

ClinicalMRI at 7 Tand above has been previously reviewedwith
various levels of detail.13–16 This review describes current state-of-the-
art musculoskeletal 7 T MRI, addresses technological challenges and
how to overcome them, and looks ahead at future developments. In-
creased spatial resolution is only a secondary goal that needs to translate
into increased diagnostic accuracy. Therefore, we first discuss an im-
portant question from the clinical viewpoint: what are possible clinical
use cases for musculoskeletal 7 T MRI with special attention to areas
and indications where a better spatial resolution brings additional bene-
fit for patient care and treating physicians?

CLINICAL USE CASES FOR 7 T MRI
The joint most commonly evaluated with MRI is the knee: non-

contrast 1.5 T and 3 T MRI have replaced diagnostic knee arthroscopy,
which was still performed in large numbers at the beginning of this century
in patients with unclear symptoms.17Magnetic resonance images acquired
at 1.5 Tor 3 Tallow the radiologist tovisualize internal derangements of the
knee in a similar way as is possible during open surgery or even autopsy.18

Ex vivo histological studies and magnified views from arthros-
copy allowed us to learn about the microanatomical structure of the me-
nisci and the articular cartilage. However, current clinicalMRI techniques
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fail to provide an equally reliable depiction of the musculoskeletal anat-
omy in vivo at the same resolution.

Computed tomography and MR arthrography have been useful
for a more accurate assessment of some internal derangement of the
joints. However, they are invasive through the need for a direct injection
of contrast agent into the joint under fluoroscopic or ultrasound guidance.
With state-of-the-art 7 T MRI, it is possible to substantially increase spa-
tial resolution, which helps detect small meniscal tears and delamination
of the articular cartilage even in noncontrast studies (Fig. 1).

Dual-echo steady-state imaging at 7 T visualizes the meniscal
and chondral calcifications in patients with calcium pyrophosphate de-
position disease much better than at lower field strength and even more
accurately than computed tomography.19

With ultra-high-field MRI, we can not only depict classic meniscal
tears but also better assess the attachment of the medial meniscus to the
posterior joint capsule. Meniscal ramp lesions may be missed in standard
MRI and only intraoperatively recognized during anterior cruciate ligament
(ACL) replacement surgery when the surgeon inspects the knee joint
and tests the meniscus with a probe. Accurate preoperative identifica-
tion of meniscal ramp lesions can change the treatment strategy.20

Magnetic resonance imaging of the knee in the preoperative sit-
uation or clinically suspected ACL tears are good examples of the po-
tential of 7 T MRI for use in a specific clinical setting. Other possible

scenarios for using 7 T MRI are preoperative evaluation and postsurgi-
cal follow-up of patients with indications for cartilage repair surgery, as
high-resolution MRI of cartilage layers allows for better planning of the
procedure and improves the quality control during the follow-up.21

Not every patient referred to knee MRI will need to undergo
ultra-high-field MRI, but 7 TMRI will enhance our insight into anatomy
and pathology in a subset of patients. Several ultra-high-resolution knee
MRI studies are currently ongoing in our institutions, and in the next cou-
ple of years, we will have additional data regarding the differentiation of
clinical use cases where 7 TMRI can offer a significant benefit and those
where MRI at lower field strengths is sufficient.

Apart from the knee joint, possible use cases for musculoskel-
etal 7 T MRI will also emerge for other anatomical areas, such as
ultra-high-resolution nerve imaging, the detection of cartilage delam-
ination of the hip joint, or the improved depiction of osteochondral le-
sions of the ankle.22,23

Recent advances in metal-artifact reduction at ultra-high-field
strength have also made it possible to reduce peri-implant signal voids
and geometric distortions in the presence of metal with a combination of
increased receive bandwidth, view-angle tilting, as well as slice-encoding
for metal artifact correction.24 The extent of metal artifacts is directly pro-
portional to the field strength.25 Therefore, metal artifact techniques at 7 T
MRI will help obtain a homogeneous signal intensity in patients

FIGURE 1. 7 TMRI knee protocol with turbo spin echo (TSE) sequences at the authors' institution. Although at lower field strength, TSE sequences are the
mainstay of musculoskeletal MRI; at 7 T MRI, severe chemical shift artifacts and signal intensity inhomogeneities needed to be overcome for
implementing TSE sequences. A, Coronal T1 sequence, (B) coronal proton density (PD) fat-saturated (fs) sequence, (C) sagittal PD fs sequence, and (D)
axial PD fs sequence. Note that the small cartilage delamination (B) and superficial defects (C) of the femoral cartilage (arrowheads in inserts) are well
depicted on high-resolution 7 T MRIs.
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undergoing 7 T MRI, for example, after ACL or tendon reconstruc-
tions. Typically, advanced acceleration techniques are required to attain
clinically feasible scan times, for example, compressed sensing.26

Interestingly, although in the transition from 1.5 T to 3 T, the
higher field strength was often used to speed up the image acquisition,
scan-time reductions compared with 3 T MRI do not seem to have a
high priority in current 7 T MRI. On the one hand, this is due to addi-
tional efforts required to mitigate image artifacts. On the other hand,
the advent of ever-faster image acquisitions at lower field strengths,

for example, enabled by deep learning image reconstruction algo-
rithms, has reduced the need to invest the higher SNR at 7 T for faster
imaging.27,28 Thus, 7 T MRI may mainly be attractive for its increased
spatial resolution in clinical musculoskeletal imaging.

The increased SNR at 7 T may also enable potential applications
beyond proton imaging: several groups have investigated the musculo-
skeletal system using 7 T sodium MRI, for instance, by detecting
low-grade cartilage lesions or assessing cartilage stiffness in the knee.29,30

7 Twas also used for phosphorus MR spectroscopy in skeletal muscle,31

but the technique is experimental. In this review, wewill focus onmuscu-
loskeletal 1H 7 T MRI and its applications for clinical imaging that have
substantially broadened the appeal of 7 T MRI in recent years.

TECHNOLOGICAL CHALLENGES AND
IMAGE OPTIMIZATION

Relaxation Times
The 7 T longitudinal magnetization relaxation times (T1) of

musculoskeletal tissues were reported to be moderately longer (20%
to 60%) than corresponding T1 times at 3 T, with a particularly large in-
crease in synovial fluid,32 as shown in Table 1. The relaxation times and
relative changes of the synovial fluid and other fluids strongly depend
on macromolecular content and viscosity.33–36 Interestingly, an oppo-
site trend for hip cartilage T1 values, assessed with the dual flip-angle

TABLE 1. Comparative Relaxation Times atMagnetic Field Strengths
of 3 T and 7 T*

Tissue

T1, ms
T1 Ratio

(7 T/3 T)

T2, ms
T2 Ratio

(7 T/3 T)3 T 7 T 3 T 7 T

Patellar cartilage 1016 1568 1.54 39 32 0.82

Subcutaneous fat 404 583 1.44 48 46 0.96

Femoral bone marrow 381 549 1.44 52 47 0.90

Lateral gastrocnemius
muscle

1256 1553 1.24 29 23 0.79

Synovial fluid 2565 4813 1.87 653 325 0.50

*Adapted from Jordan et al.32

FIGURE 2. 7 T spin echo MRI with matched excitation and refocusing RF bandwidths showing coronal PD-weighted 2D TSE images of a right knee
(on the left) and sagittal reformations through the lateral (in themiddle) and themedial (on the right) femoral condyles. The 1mmcoronal imageswere
acquired without gaps and with RF bandwidths of 1000 Hz (A) and 250 Hz (B) of the excitation (90 degrees) and refocusing (130 degrees) pulses,
respectively, and with identical RF pulse durations in A and B. The lower RF bandwidth in B resulted in an increased through-slice (anterior-posterior
direction) chemical-shift displacement of bone marrow and adipose tissue, as indicated by the caliper arrows. The asterisk (*) in B highlights a
corresponding artifactual absence of signal in the coronal image. Also note the higher overall signal and the blurrier image appearance in B due to a less
sharp definition of the 2D slice profile associated with the lower RF bandwidth. The phase- and frequency-encoding directions were right-left and
superior-inferior, respectively.
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method, was also published.21 Increased T1 times may result in longer
scan times comparedwith 3 Texaminations; however, so far such differ-
ences are masked in most situations by different choice of acceleration
factors and by specific absorption rate (SAR) limits at 7 T.

In contrast, the 7 T transverse magnetization relaxation times (T2)
were only slightly shorter (4% to 21%) than corresponding 3 T values
(Table 1), with the largest reduction in synovial fluid.32 Nonsignificant
T2 value differences were reported for hip cartilage37 and a small to mod-
erate reduction (5% to 32%) of T2 values in knee cartilage.38

The 7 T T2* times in retropatellar and hip cartilage were re-
ported to be moderately shorter (12% to 36%) than the analogous 3 T
values,21,37 whereas more strongly reduced values (by 50%) were ob-
served in UTE measurements of trabecular bone.39 The shorter T2*
times allow a shortening of experimental echo times (TE; and, thus, rep-

etition times, TR) in 7 T susceptibility-weighted and functional brain
imaging protocols, where longer than minimum echo times are typi-
cally used. Adaptation of spin echo sequences to the changed relaxation
times is described later.

Chemical Shift
Hydrogen frequency differences caused by different degrees of

chemical shielding linearly increase with magnetic field strength. The
difference between the water resonance and the most prominent methy-
lene resonance in fatty tissue and bone marrow increases from approx-
imately 224 Hz at 1.5 T, to 448 Hz at 3 T, and 1045 Hz at 7 T.40

Thus, in the absence of a spatial field gradient, the bandwidth of
a radiofrequency pulse, for example, a nonselective magnetization
preparation pulse, should reach more than 1 kHz to affect fat and water

FIGURE 3. 7 T spin echo MRI with unmatched excitation and refocusing RF bandwidths using coronal PD-weighted 2D TSE images of a right knee
acquired with identical parameters, except for the nominal RF bandwidth of the refocusing RF pulses (130 degrees), which was set to 1000, 750, and
500 Hz in A, B, and C, respectively. The 90-degree RF excitation pulse bandwidth was 1000 Hz. Estimated specific absorption rate values, SAR, were 0.26,
0.20, and 0.16W/kg, respectively. The decreasing overlap of the slices with excited and refocused fat protons decreased fat-signal intensity fromA toC.
A moderate mismatch in B allowed a significant SAR reduction with a fat-signal loss that may be tolerable in many applications while still producing
sufficiently crisp images due to the slice profile being dominated by the higher-bandwidth excitation pulse. A sufficiently large mismatch, as in C can
provide fat-signal suppression without increased SAR.

FIGURE 4. Intermediate weighted, fat-saturated sagittal finger MRI with identical TR and TE, acquired with a dedicated signal-receive hand coil at a field
strength of 3 T (A and C) and a transmit-receive knee coil at 7 T (B and D) as off-label use. Acquisition parameters (A–D): TR, 3000 milliseconds; TE,
44 milliseconds; slice thickness, 2 mm; number of averages, 2. In-plane voxel dimensions: 0.19mm2 (A and B), 0.06mm2 (C and D); acquisition time: 2:
26 minutes (A and B), 4:50 minutes (C and D); receive bandwidth: 116 kHz (A and B), 274 kHz (B and D); acquisition time: 2:26 minutes (A and B), 4:
50 minutes (C and D). Note the lower signal-to-noise ratio of the 7 T MRIs despite the higher field strength. However, the receive bandwidths would not
necessarily have had to be adapted for these fat-saturated images, and the TR should be longer at 7 T for comparable image quality.

Investigative Radiology • Volume 58, Number 1, January 2023 7 T Musculoskeletal MRI

© 2022 The Author(s). Published by Wolters Kluwer Health, Inc. www.investigativeradiology.com 91



protons equally. If the pulse is applied with the same frequency as the
water frequency, a bandwidth of even more than 2 kHz would seem de-
sirable. However, higher RF bandwidths come at the cost of increased
energy deposition and SAR.

In contrast, a low-SAR 2D or slab-selective RF pulse, which is
simultaneously applied with a spatial field-gradient, most often affects
fat as well as water protons; however, they are located in different slices
within the body that are separated by a distance, d5:

d ¼ slice thickness�
1045 Hz

bandwidthRF
:

Thus, the fat and water structures that are conjointly imaged in a non–fat-
suppressed 2D image actually stem from different slices. For example,
RF pulses with a bandwidth of 250 Hz excite fat and water protons sep-
arated by 4 slice thicknesses at 7 T. This can result in images that are hard
to interpret (Fig. 2).5 For the same RF pulses at 1.5 T, the fat and water
slices would only be separated by about a single slice thickness, which
would often not be disturbing. The choice of differing, “unmatched”
RF bandwidths for excitation and refocusing pulses,5 with so-called

gradient reversal41,42 at the extreme end, can provide a varying degree
of fat saturation (Fig. 3), at the cost of some reduction of the water sig-
nal, in particular in areas of B0 inhomogeneity. An alternative low-SAR
fat saturation approach that leverages parallel acceleration techniques
has been suggested and verified in echo planar head imaging.43

Static Field (B0) Variations
Magnetic field strength and, thus, 1H Larmor frequency differences

between materials of different magnetic susceptibility linearly scale with the
field strength, providing the well-known advantages44 and challenges,45 for
example, for functional and susceptibility-weighted brain imaging at 7 T.46

In the knee, this may contribute to the high sensitivity, with which 7 T MRI
can detect calcified depositions in cartilage and menisci19 and would likely
help to increase the sensitivity in phase and susceptibility-weighted im-
aging47 or T2* mapping48 at 7 T. Homogenization of the magnetic field
before acquisition and off-center imaging,49 however, remains a chal-
lenge50,51 that keeps being tackled most dynamically for head
imaging.52–54 Metal-induced susceptibility artifacts are particularly
large at 7 T compared with those at lower field strength.55,56

FIGURE 5. Sagittal 3D spoiled gradient echo 7 T MRI using (A) (FLASH; TR, TE, flip angle = 17.2 milliseconds, 2.04 milliseconds, 10 degrees) and sagittal
turbo spin echo images (B) (SPACE; TR, TEeff, flip angle, echo-train-length = 1500 milliseconds, 42 milliseconds, 120 degrees, 43) of the knee without
fat-signal suppression. The TE in A corresponds to the second in-phase echo time. Note the dark appearance of bonemarrow and fat in the gradient echo
image and the inhomogeneous signal brightness in the turbo spin echo image (eg, relatively dark Hoffa's pad [*] versus bright posterior subcutaneous
fat [‡]).

FIGURE 6. 7 TMRI of the left forefoot with transverse (A), sagittal (B), and coronal (C) 3DDESS reconstructions with partial maximum intensity projection
in a 34-year-old asymptomaticmale volunteer, demonstrating numerous Pacinian corpuscles (hyperintense ovoid nodules of 1–4mmsize in the plantar
subcutaneous fat [arrows] and interdigitally arranged in chain-like formations), which are sensory receptors for vibration and deep pressure.

Pazahr et al Investigative Radiology • Volume 58, Number 1, January 2023
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Coils, Radiofrequency, B1, and SAR
Most local 7 T RFantennas are transmit and receive antennas, that

is, smaller body parts are exposed to higher radiowave irradiation than in
corresponding examinations at lower field strength that use a body trans-
mit coil. CE-marked and FDA-cleared clinical 1H hydrogen musculo-
skeletal imaging at 7 T is limited to the knee at the time of writing.

Some experimental coils have been successfully shown to allow
imaging of various parts of the human musculoskeletal system in vivo,
for example.9,57–65 However, homogeneity of B1, signal intensity, and
image contrast over larger volumes have proven to be goals that are
not easy to reach, even in a volume as small as a human knee.

The scarcity of clinically approved, dedicated musculoskeletal
coils that can homogeneously transmit 1H radio waves into larger ana-
tomical volumes without exceeding safety-relevant restrictions on local
amplitudes, as well as receive the corresponding signals with homoge-
neous intensity may be one of the biggest roadblocks for a more com-
mon clinical use of 7 T systems (Fig. 4). Regulatory-cleared parallel-
transmit systems66,67 will be required to solve this issue. Promising
steps toward a 7 T parallel-transmit body coil were recently reported.68

Post–data acquisition attempts to homogenize signal intensity seem
moderately successful.69

Two-Dimensional Spin Echo MRI
Considering the role of 2D fast or turbo spin echo sequences in

musculoskeletal imaging at lower field strengths,70–72 their perfor-
mance must be the first checkpoint when migrating from 3 T to
7 T.7,73,74 A multiplication of TR and TE times by factors of 1.3 and
0.9, respectively, may be a reasonable first estimation based on the re-
ported relaxation times.

Because of SAR limitations, it might often be necessary to re-
duce the number of acquired slices, the flip angle of the refocusing
pulses, the length of the echo train, or to increase the repetition times
and/or the number of concatenations.75

The use of low-SAR pulses may help a long way with
obtaining high-resolution, fat-signal saturated images from a suffi-
ciently large number of slices. However, this often will require RF
bandwidths that are too low to acquire corresponding high-quality
images without fat-signal suppression. There, the problems de-
tailed under “chemical shift” and illustrated in Fig. 2 need to
be solved.5

Amore general report on how to mitigate 7 T image artifacts has
been published, allowing to incorporate musculoskeletal 7 TMRI in the
clinical workflow.6

FIGURE 7. 3D dual-echo steady-state (DESS)MRI of the cervical spine in a 34-year-oldmale healthy volunteer. Sagittal oblique reconstructions as a 5-mm
maximal intensity projection visualizing the left posterior intraspinal nerve rootlets (arrows) of nerve roots C3–C7. A and B, 3 T MRI and (C and D) 7 T
MRI. Note the higher contrast and higher number of rootlets that were identified at 7 T.

Investigative Radiology • Volume 58, Number 1, January 2023 7 T Musculoskeletal MRI
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Three-Dimensional MRI
A multitude of gradient echo–based sequences75 and variable

flip-angle turbo spin echo pulse sequences are available for
3-dimensional (3D)MRI at 7 T,74,75 as shown in Figure 5. In comparison
with corresponding acquisitions at lower field strengths, some salient
points to note are as follows: (1) the B1 inhomogeneity and penetration
depth issues are—in the authors' experience—most prominent for cur-
rent 2D spin echo > 3D spin echo > 3D gradient echo–based imaging,76

hypothetically in parallel with the number of high flip-angle RF pulses
that need to be applied, (2) bone marrow seems remarkably dark in gra-
dient echo–based images, even without fat-signal saturation, presum-
ably because of short T2* times. In slab-selective 3D acquisitions, the
previously discussed through-slice chemical-shift artifacts correspond
to “through-slab” chemical-shift artifacts that can be observed in a
few start and end slices, whereas in the central slices and in acquisition
with nonselective high-bandwidth RF pulses, fat and water are consis-
tently located in space along the 2 phase-encoding directions. This
leaves only the “traditional” chemical-shift displacement along the
frequency-encoding direction to be dealt with by appropriate adjust-
ment of the receive bandwidth.

CLINICAL IMPLEMENTATION
Although brain imaging is clinically implemented to a larger ex-

tent, musculoskeletal imaging at 7 T is less well developed. Similar to
the early clinical implementation of 3 T, this is due partly to the limited

commercial availability of 7 T array coils for musculoskeletal applica-
tions and the lack of radiofrequency hardware, well-matured imaging
sequences, and evaluation software. However, promising studies were
published during the last decade on musculoskeletal clinical applica-
tions and dedicated extremity coils,48,60 and self-built coils have in-
creasingly been constructed.77–79

Most importantly, the higher spatial resolution at 7 T helps the
visualization of anatomical details and subtle lesions without the use
of contrast agents, as has been demonstrated for knee,73,80 foot mus-
cles,81 peripheral nerves, mechanoreceptors82 (Fig. 6), and vessels of
the upper extremity.83,84

In a study performed in our department, dual-echo steady-state
MRI (DESS) at 3 T and at 7 T enabled noninvasive visualization of
the microanatomy of the nerve rootlets that merge to form the cervical
spinal nerve roots, with the higher field strength allowing identification
of a larger number of cervical nerve rootlets22 (Fig. 7).

Furthermore, cartilage, menisci, tendons, ligaments, and bones
can possibly be better visualized with ultra-high-field MRI, allowing
the detection of pathologies of these structures at an earlier stage and of-
fering an opportunity for early interventions19 (Fig. 8).

However, there is still a strong need to evaluatewhether these ad-
vances provide additional benefits for patients in clinical settings com-
pared with lower field strengths. It should also be considered that a 7 T
MR system is associated with increased requirements for installation,
operation, and maintenance. The results so far suggest that 7 T can be
a valuable complementary tool to imaging at lower field strengths.

FIGURE 8. Spatiallymatched 3D dual-echo steady-state (DESS) images of a 66-year-oldman. 7 TMRI (A–C) and 3 TMRI (D–F) of the left knee. At 7 T, the
hypointense calcium crystal deposits in the femorotibial and patellar cartilage are clearly and sharply visible (arrows), whereas at 3 T MRI, these are
much less visible, even without equivalent signal change (arrowheads).

Pazahr et al Investigative Radiology • Volume 58, Number 1, January 2023

94 www.investigativeradiology.com © 2022 The Author(s). Published by Wolters Kluwer Health, Inc.



Potential advantages and uses of ultra-high-field MRI in clinical
routine are summarized later for selected target tissues.

Articular Cartilage
Using dedicated coils and optimized protocols, 7 TMRI can vi-

sualize exquisite articular cartilage detail and subtle abnormalities,
such as low-grade damage, and provide information about early struc-
tural changes, which are not readily seen with conventional MRI
(Fig. 9). A systematic 7 T MRI evaluation of T2 relaxation times as
a marker for cartilage integrity and collagen composition showed for
the first time significant in vivo differences between the articular car-
tilage of the knee and ankle, confirming results of preceding biochem-

ical and biomechanical studies.85

Surgical options for repairing damaged cartilage include
microfracturing, osteochondral graft transplantation, autologous
chondrocyte implantation, and juvenile cartilage cell implantation.86

Imaging-based monitoring after surgery is a desirable tool to evaluate
the success of therapy and compare outcomes so that evidence-based
treatment decisions can be made.

To this end, Chang et al87 quantified cartilage thickness and T2
values with 7 T MRI in 11 patients with cartilage repair and 11 healthy
controls. They found thickness and T2 differences in the repair tissue

compared with adjacent native cartilage and compared with cartilage
from healthy subjects. They also described that the native cartilage ad-
jacent to the repair tissue had normal thickness but lower T2 values than
the cartilage of healthy control subjects and discussed whether that in-
dicated a normal postoperative state due to lower water content/higher
compressibility or early degeneration.87

Interestingly, similar results were shown for the ankle in a 7 T
MRI study that quantified and compared T2 values of native tibiotalar
cartilage and cartilage repair tissue in patients treated with a juvenile
particulate allograft for osteochondral lesions of the talus.88

Lazik-Palm et al21 focused on the morphology and quantitative
analysis of cartilage in patients undergoing hip cartilage transplantation.
They investigated 9 patients with a history of autologous acetabular car-
tilage transplantation with 7 T and 3 T MRI and compared the images

regarding image quality, assessability of cartilage structures, and
CNR among articular cartilage, joint fluid, and subchondral bone.
They also measured the relaxation times of the transplanted acetab-
ular and reference regions. 7 T MRI was superior to 3 T MRI regard-
ing image quality, assessment of cartilage transplants, and contrast,
whereas T2 relaxation times were longer at 7 T than 3 T but without
statistical significance.21

Meniscus
Chang et al89 compared the dominant knee of asymptomatic

dancers with nonathletic women at 7 T MRI and found no cartilage
damage but occult medial meniscal lesions. Because this has been de-
scribed in early osteoarthritis, they concluded that 7 T MRI could indi-
cate preventive action to maintain long-term knee health in dancers.89

In a recent study, 41 patients with suspected meniscal damage or
mild osteoarthritis were evaluated at both 7 T and 3 T MRI with an im-
aging protocol that consisted of PD-weighted imaging with nearly iden-
tical imaging acquisition times but more than doubled spatial resolution
at 7 T MRI.90 Three readers analyzed the images according to a modi-
fied whole-organ MRI score of the knee in osteoarthritis and the score
of the International Cartilage Repair Society. The most important find-
ing of this study was that in the 12 patients who underwent arthroscopy,
the mean 7 TMRI cartilage and meniscus scores of each knee were sig-
nificantly closer to the arthroscopy scores than the 3 TMRI scores. The
authors also used a mixed model analysis of all 41 patients (with and
without arthroscopy) and found significantly higher scores for cartilage
and meniscal damage at 7 T than at 3 T MRI. The authors concluded
that 7 T MRI diagnosed low-grade cartilage and meniscal damage with
significantly higher accuracy.

To evaluate the healing process after meniscal suturing, Stelzeneder
et al91 evaluated meniscal tissue of 11 patients with 7 TMRI using sagittal
T2 mapping at 6 and 12 months to determine T2 values of the red and
white zones of each medial and lateral meniscus compared with healthy
subjects. They found a healing response 12 months after meniscal re-
pair in the red zone of the lateral posterior horn, which had similar T2
values as healthy subjects, but not in the medial meniscus, which did
not reach normal T2 values at the 12-month follow-up.91

FIGURE 9. Sagittal 3D dual-echo steady-state (DESS) 7 T MRI (A) of an asymptomatic 43-year-old amateur athlete depicting delamination (arrowhead)
of the femoral cartilage in the medial compartment of the knee, and corresponding sagittal 3 T DESS MRI (B), where the cartilage defect is less well
defined (arrowhead).
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Bone Density and Microstructure
Ultra-high-field MRI technology may be helpful to depict bone

microarchitecture allowing a detailed analysis of trabecular cancellous
bone to gain insight into age- and disease-related structural changes that
are useful for evaluating treatment efficacy and monitoring. Spin echo–
based pulse sequences are more suitable for high-resolution trabecular
bone imaging because they are less sensitive to undesired inhomogeneity
of the magnetic field but tend to be associated with high power output.

Magland et al92 introduced a modified, reduced SAR, 3D, fast
spin echo pulse sequence specifically optimized for in vivo trabecular
bone imaging of the distal tibia at 1.5 T, 3 T, and 7 T MRI, demonstrat-
ing that a significant SAR reduction can be achieved with negligible
SNR loss at 7 T. GRAPPA-based parallel imaging with an acceleration
factor of 1.8 reduced the 7 T scan time from 13minutes to 10.2minutes.

Another study showed high reproducibility for 7 T MRI subre-
gional trabecular bone microarchitecture measurements of the distal
tibia scanned on the same day and different days.93 Similar results were
achieved in other feasibility studies at 7 T for imaging trabecular bone
microarchitecture of the wrist77 and knee.94

Today's experience suggests that 7 T MRI improves trabecular
bone imaging by providing higher spatial resolution, efficient scan
times, and sufficient SNR despite using parallel imaging.

Promising results show that 7 TMRI can detect microarchitectural
deterioration in women with fragility fractures that bone mineral density
measurements by dual-energy x-ray absorptiometry failed to expose.95

Tendons
A 3D ultrashort time echo pulse sequence was used to compare

7 T and 3 T MRI for Achilles tendon evaluation in healthy volunteers
and patients with chronic Achilles tendinopathy. Unexpectedly, the
SNRwas higher at 3 T than at 7 T, which the authors attributed to the dif-
ferences in the noise profiles of the individual coils andmore pronounced
radial streak artifacts on the 7 T images. However, the CNR between ten-
dons and calf muscles was almost twice as high on 7 T than 3 TMRIs.96

The authors found regional differences in T2* values and differences be-
tween field strengths and between healthy and degenerated tendons, dem-
onstrating a higher accuracy of T2* calculations with 7 T compared with
3 TMRI. They concluded that T2* could be a useful quantitative marker
for the early detection of Achilles tendon tendinopathy and subclinical
tendon damage, invisible to morphological imaging.96

Even greater difficulties need to be overcome for 7 T MRI of ro-
tator cuff tendons. The feasibility of 7 T shoulderMRI with a diagnostic
image quality was demonstrated by Lazik-Palm et al49 using a C-shaped
8-channel transmit/receive coil, and a 7-channel receive coil; however,
with inferior diagnostic accuracy compared with 3 T or 1.5 T studies.
In their MRI protocols, short echo times (30–35 milliseconds) were
chosen for the fat-saturated PD-weighted pulse sequence, prioritizing
a higher SNR over a reduction of magic-angle effects, which may have
led to an overcalling of supraspinatus tendinopathy.49

Muscles
The higher spatial and temporal resolution of 7 T MRI can be

beneficial for depicting muscle edema and the extent of fatty infiltra-
tion. For example, 2D chemical-shift imaging can differentiate and
quantify extramyocellular and intramyocellular lipids,97 which can be
a marker of whole-body insulin sensitivity in diabetes mellitus.98,99

The higher SNR at 7 T can also benefit diffusion-tensor imaging
(DTI) and enablemore detailed studies of muscle-fiber architecture and,
thus, provide a tool for investigating muscle tears, for example, in ath-
letes. Giraudo et al100 compared DTImetrics for calf muscles at 3 Twith
7 T MRI and found a significant improvement of fiber tracking at the
higher field strength. However, their results were heterogeneous, for ex-
ample, the average 7 T fractional anisotropy (FA) was higher, and the
7 T mean diffusivity (MD) values were lower in the soleus muscle,

but exactly opposite trends were measured for the anterior tibial muscle.
The authors discuss that this heterogeneity supports the assumption that
the use of 7 T is beneficial for studying certain areas.100,101 Finally, they
concluded an overall equivalence of the 2 field strengths except for the
superior performance of 7 T for the number of fibers tracked in the en-
tire calf and increased FA of the lateral gastrocnemius at 3 T. However, it
should be noted that muscle DTI is still primarily used for research pur-
poses and not applied in everyday clinical practice.

The muscle-tissue perfusion and, associated with it, the oxygen
supply to the tissue is important for assessing muscle function, which
is of clinical interest in patients with peripheral arterial disease.102 The
perfusion can be quantified by arterial spin labeling (ASL) without the
application of gadolinium, but both low SNR and signal decay during
inflow time due to T1 relaxation limit ASLmeasurements. In a feasibil-
ity study, Schewzow et al103 measured reliable quantitative perfusion
values of the calf muscles before, during, and after plantar flexion in
healthy subjects using pulsed ASL. They optimized the data acquisition
for high SNR and enough temporal resolution to detect significant per-
fusion changes after exercise, thus representing the dynamics of
muscle perfusion.

Peripheral Nerves
High-resolution MRI of peripheral nerves offers a potential ap-

plication for detecting and monitoring neuropathy, including inflamma-
tory pathologies, traumatic peripheral nerve injury or nerve regenera-
tion, and follow-up examination under therapy.

Recently, a 12-channel wrist coil and a triple-echo steady-state
(TESS) sequence have been used to assess the number of axonal bun-
dles (fascicles) in the median nerve and to determine the normative
T2 values, which seem to be associated with pathophysiological nerve
changes.84 This study found higher T2 values for patients with idio-
pathic carpal tunnel syndrome (24.27 ± 0.97 milliseconds) than healthy
volunteers (21.01 ± 0.65 milliseconds). The authors further could iden-
tify ultrastructural components of the relatively small median nerve due
to the high resolution available at 7 T.84

Another study evaluated nerve imaging of the upper extremity at
7 T compared with 3 T.83 The quantitative analyses showed almost
twice as high SNR and CNR values at 7 T, which allowed
high-resolution MRI with volume rendering and 3D depiction of the
course of the forearm nerves.83 The macrovascular and microvascular
anatomy of the hand, forearm, and wrist were also clearly visualized
using non–contrast-enhanced time-of-flight imaging.

CONCLUSIONS
Musculoskeletal MRI at 7 T has received increased attention

with the advent of newer-generation 7 T scanners, commercially avail-
able extremity coils, and substantial improvements in artifact reduction.
We are now on the verge of clinical ultra-high-resolution MRI. Unlike
the transition from 1.5 T to 3 T, where the higher field strength was of-
ten used to accelerate image acquisition, the higher field strength at 7 T
is more commonly used for obtaining higher spatial resolution to visu-
alization of small anatomical musculoskeletal structures and internal
derangements of the joints. To achieve this goal, specific sequence im-
provements at 7 Tmust be implemented tomitigate various artifacts that
have previously reduced the image quality at 7 T. Dedicated coils for
specific anatomic regions are also required for clinical 7 T MRI of
the knee joint and other musculoskeletal regions such as the foot and
spine. Identifying and validating clinical use cases will help determine
when MRI at lower field strength is sufficient and when 7 T MRI will
add value.
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