Journal of Cardiography 9: 101-111, 1979

AR EBIC T 5 EIESHF  Anterior mitral valve

AISEE) . LT a2 —KEL  motion in mitral valve

MEERH & OXfH prolapse :  Echocardio-
graphic and angiocar-
diographic correlation

NS 3 Osamu HIROSE
wiiE %% Yoshio ARAGAKI
N BLBR Hiroki OGUCHI
FIR H A= Noriyuki HANEDA
HIH & Osamu YAMADA
Mz Ez Shigeyuki ECHIGO
NS be Tohru KOHATA
BE Takeshi TANIMOTO
B B Kiyoshi BABA

e AR Tetsuro KAMIYA

Summary

In 9 cases with various heart disease in childhood, anterior mitral valve motion was studied by cine
angiocardiography and echocardiography. Cine angiocardiography was performed with contrast
medium injected into the right atrium in lateral projection. A vertical axis from the posterior corner
of the mitral ring to the sternum was depicted at the end-diastolic frame (Fig. 1), and the crossing
point (c) of this axis to the anterior mitral leaflet shadow at each frame was measured from the sternum
and was plotted with time.

This anterior mitral valve motion was similar to that by the M-mode echocardiogram. Two
of 3 cases with anterior mitral valve prolapse (AMVP) and 1 case with suspected AMVP showed an
abrupt early systolic posterior motion of the anterior mitral leaflet, quickly returning to the normal
position, and slowly continuing anterior motion. The remaining one with AMVP showed a U-shaped
holosystolic motion of the anterior mitral leaflet.

Key words

Anterior mitral valve motion Mitral valve prolapse
ESERERE ¥ — DNER Department of Pediatrics, National Cardiovascular
RETHEB R 5 (T565) Center, Fujishiro-dai 5, Suita 565

Presented at the 17th Meeting of the Japanese Society of Cardiovascular Sound held in Sendai, October 20-21, 1978
Received for publication December 7, 1978

— 101 —

—101 —



IB¥E, ¥OE, /ho, @n

LI
IR, (ENEFRelIE Bt o I I B R R AL
RAFXREEZ OGN ED, LIEFEEEOESC
Xy, BIEFATROBE 2RI T2 &
DBAREL 72 o T & 1. Fx 34 O/NEHIEKE
BT, AUEERIC X 5 biplane cine angio-
graphy OfIE%E T, EOE, ELEVN&EESH
3 EEHic, BIEFATRERE OB & 2 ERNICIEE
LY BEFITZ ORTROBIEEZNTL, BIEfFE
BBc BT 2B RIRERBD DT, Lxa—
X &xth L+ 5.
HEHELVFHE

stz Table 1 (R4 kS5, FExDLESR
b2 3~ EoRIET, L2 —KTHEERH
LiWHY LB 3IFE, BEIEDAK
24, XU EEREE L L BSR4,
FoflThs.

zh b oERAICELEERIC L % biplane cine
angiography %17\, Fig. 1 iR+ 28<, *
DRIE S T ILERKH O BIERELFRESA a X
VIEICEREBAL, TOKEE b L L, &
ab #[EE Lz, Z ol ab #8580 5 IEFAITR
&R LDk c kL, bc DE&#% frame =
CEHIL 2. (7, Zo@itEERBEDKEEL D
BLOMEMEERIL, BEEICRERE, ftEhcERREY
Ly, EHicb F&2LoT, BOoBDE EEIC
Fuy kL. YRT7 4 AEER 90 2 < TR
¥L, RRICH TR~/ A —F -2 X 3HLEL
BIV vR AL EER 200 mm O Y HE
TE&L, Fig.2 nB5onk. £/, £FlicER
fiiEm, &5 \ITERIRNL, Z#ifiHz, hepatocla-
vicular projection Iz X 3 EZEER T, BIEHE
BRoFELRFTL 7=

¥ S

sER] 1 (Fig. 3) i 3 4 IR BB L 72
8o BIRT, [LREic Levine 3/6 nuknsifil

Fig. 1. The vertical axis at the end-diastolic
frame in lateral projection of cine angiocardio-

graphy.

a=posterior corner of the mitral ring; b=vertical
point of a to the sternum; c=crossing point of ab
to the anterior mitral leaflet.
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Table 1. Summary of 9 cases

Anterior Mitral valve AMV motion

Case Heart Lesi by our method
sions Age Sex uee ver ACG Y etho
Mitral
regurgitation, Prolapse Prolapse
1 coronary 8y M Normal (+) (o)p
aneurysm(MCLS)
Premature
2 ventricular Uy M Pansystolic  Prolapse Prolapse
contraction bowing (+) (+) (+)
Supra-valvular Pansystolic Prolapse Prolaps
i i e
3 aortic stenosis 6y F bowing(+) (+) +)
q Mitral 3 F Pansystolic Prolapse Prolapse
regurgitation Y bowing (%) ?) (=)
5 WPW syndrome 13 fp Pansystolic Prolapse Prolapse
Y d bowing (+) 2) 2)
Supra-valvular
6 aortic stenosis 7y F Normal Pr(zl.)apse Pr7}a;pse \J\/\
7  LGL syndrome 12y M Normal Prc()i?pse Prc()i?pse
Pulmonary
8 valvular 3y F Normal Prolapse Prolapse
stenosis =) =)
Ventricular Prolapse Prolapse
septal defect loy F Normal (-) (-)p

UCG=M-mode UCG ; UCT =ultrasono-cardiotomography ; ACG =angiocardiography.
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Fig. 2. Simultaneously recorded pressure measuring, biplane cine angiocardiography,
and plotted anterior mitral leaflet and left atrial posterior wall.
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Fig. 3. Mitral regurgitation with AMVP (arrow) and both coronary arteries aneurysms
due to MCLS (Kawasaki disease) (Case 1, 8-year-old male).

RV =right ventricle; LV =left ventricle ; LA =left atrium; Ao=aortic valve. Black arrow in d=
end-diastolic phase by intracardiac PCG.
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Fig. 4. Premature ventricular contraction with AMVP (Case 2, 14-year-old male).
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Fig. 5. Supravalvular aortic stenosis with AMVP (Case 3, 6-vear-old female).
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Fig. 6. Mitral regurgitation with suspected AMVP (Case 4, 3-vear-old female).
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Fig. 7. WPW syndrome with suspected AMVP (Case 5, 13-vear-old female).
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Fig. 8. Supravalvular aortic stenosis syndrome without MVP (Case 6, 7-year-old female).
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Fig. 9. a: LGL syndrome without MVP (Case 7, 12-year-old male). b: pulmonary valvular
stenosis without MVP (Case 8, 3-year-old female). c: Ventricular septal defect without MVP
(Case 9, 10-year-old female).
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