Symposium on Mitral Valve Prolapse
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Left ventriculography and coronary angiography were performed in 100 consecutive patients
with old myocardial infarction (MI) in regard to the associated mitral valve prolapse (MVP) of the

posterior leaflet. The results were as follows:

1) Left ventriculography showed mitral valve bowing suggestive of MVP in 42/100 (42%) of
cases with old MI. MVP in patients with the normal coronary artery were found in 9/50 (18%)
and MVP with anginal groups were in 10/50 (20%).

2) Incidence of prolapse of each scallop was 60% in the posteromedial commissiural scallop
(PMCS), 14% in the anterolateral commissural scallop (ALCS) 1495, and 15% in the posterior

scallop (PS).

3) As to the location of myocardial infarction, MVP was more frequently observed in anterior

MI (399%) than in inferior MI (199%).

4) Incidence of prolapse of PMCS was highest in cases with anterior MI.
5) There was no relationship between distribution of mitral valve prolapse and the affected

coronary artery.
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Material

Myocardial infarction
100 cases

Age 31~76 y.o.

Sex male 83
female 17

Prolapse and Prolapsed Scallop

Fig. 1. Classification of the material according
to the ECG findings (top), prolapsed scallop (bot-
tom left) and incidence of prolapse of the pos-
terior mitral valve.

M=middle scallop; PM=posteromedial commis-
sural scallop; AL =anterolateral commissural scallop;
MR =mitral regurgitation.
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Fig. 2. Incidence and classification of mitral
valve prolapse and mitral regurgitaion (MR) in
control groups (normal and anginal groups).
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Fig. 3. Relation between location of myocardial
infarction, mitral valve prolapse, and mitral re-
gurgitaion (MR) (top), and prolapsed scallop (bot-
tom).

Anterior MI shows higher incidence of MVP com-
pared to inferior infarction.
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Fig. 4. Correlation between left ventricular asynergy, mitral valve prolapse, and mitral

regurgitation.
Hypo.=hypokinesis; Dys.=dyskinesis.
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Fig. 5. Relation between number of stenotic vessels, mitral valve prolapse, and mitral

regurgitation.

There are no significant differences between each group.
one=one vessel disease; two=two vessel diesase; three=three vessel disease; four=four vessel

disease.
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Fig. 6. Relation between severity of coronary stenosis, mitral valve prolapse, and mi-

tral regurgitation.

LMT =left main trunk; LAD=left anterior descending artery; Cx=left circumflex artery; RCA

=right coronary artery.
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