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Summary

The major echocardiographic criteria for accepting the diagnosis of mitral stenosis is based on the
findings of a decreased early diastolic slope of the anterior mitral leaflet and anterior motion of the pos-
terior mitral leaflet in diastole. The latter has been accepted to rule out false mitral stenosis.

We have analyzed echocardiograms of 64 patients with mitral stenosis who had open heart operation
and have found 12 cases in whom the posterior mitral leaflet moved posteriorly, that is, in an opposite
direction to the anterior mitral leaflet in diastole.

In the cuspal type, 2 patients had posterior motion of the posterior mitral leaflet before and after
open mitral commissurotomy, while other 10 patients showed posterior motion after operation. Eight
belonged to the commissural type and 2 belonged to the commissural and chordal type.

This atypical motion of the posterior mitral leaflet is influenced by the condition of the mitral
complex and operative procedures.

Considering from hemodynamic findings and mitral orifice area, they all are judged to have mild
to moderate stenosis.
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Figure 1. Echocardiogram of mitral stenosis.
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E’ point in the posterior mitral mitral leaflet (arrow) is recorded below D-C line (dotted line).
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Figure 2. Drawing of the mitral valves.
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A) Normal mitral valve in a open position, viewed from the atrium.

B) Commissural type of mitral stenosis, showing maximum opening; commissural fusion joines leaflets

of normal thickness and mobility.

C) Cuspal type of mitral stenosis: only minimal fusion of commissure is present.

Table 1. Operative findings in 12 patients with mitral stenosis which shows posterior motion

of the posterior mitral leaflet

Mitral valve orifice PML motion
Pt. No. D (mm) MVA (cm?2) Type Pre ope Post ope

1 10-30 1.52 1
2 1230 1.58
3 15—35 1.96
4 12—-30 1.28
5 10—30 1.26
6 12—35 1.30 Commissural type Anterior Posterior
7 1230 1.12
8 10—35 1.57
9 12—30 2.00 Commissural

10 12—30 1.63 and chordal type

11 2535 Cuspal type ;

12 2030 Posterior

D: diameters of mitral orifice before and after operation, MVA: mitral valve area, PML: posterior mitral

leaflet.
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Figure 3. Echocardiogram (scanning from the aortic root to the left cavity) of classical mitral stenosis.
The leaflets are seen to move parallel each other. AML: anterior mitral leaflet, PML: posterior mitral
leaflet.
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Figure 4. Echocardiogram of mitral stenosis.
The posterior mitral leaflet (PML: arrow) is moving away from the anterior mitral leaflet.
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Table 2. Classification of mitral orifices and
operative procedures

OMC MVR
Commissural type 33 (8) 0
Commissural and
Chordal type 5() 22
Cuspal type 2 (2) 2

Table 3. Hemodynamic findings in 12 patients with mitral stenosis which shows posterior

motion of the posterior mitral leaflet

Hemodynamic Findings

Pressures (mm Hg)
PCW

Angiography
R A

Pt. No. Age MPA (m) P-grad
1 32 15 14 6 0 0
2 33 27 12 4 0 0
3 37 14 10 5 <1 0
4 35 34 16 — 0 <1
5 43 18 14 8 0 0
6 39 16 11 — 0 0
7 44 17 13 — <1 0
8 34 17 19 8 0 0
9 42 23 11 — <1 0
10 37 23 18 9 0 0
11 41 13 8 8 0 0
12 56 26 21 7 0 0

MPA : mean pulmonary artery pressure, PCW: pulmonary capillary pressure, P-grad : mitral pressure gradient,

MR and AR: mitral and aortic regurgitation.
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Figure 5. Echocardiogram of a patient with hypertrophic cardio-

myopathy.

The diastolic slope of the anterior mitral leaflet is reduced. But the posterior
mitral leaflet is moving away from the anterior mitral leaflet and the thickness

of the interventricular septum increases.
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