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Summary

To assess the prevalence of mitral valve prolapse (MVP) in patients with premature ventricular
contractions (PVCs), 109 patients with PVCs (M: 69, F: 40, 42+20 years; mean+SD) and 50 control
subjects (M: 38, F: 12, 47+10 years) were studied by echocardiography. MVP was diagnosed by two-
dimensional echocardiography. The criterion for mitral valve prolapse by two-dimensional echocardio-
graphy is extension of the mitral leaflet to the left atrial side beyond the plane of the mitral annulus.
In addition, 60 patients with PVCs were examined by 24-hour Holter ECG and scored by the Lown’s
classification. Results were as follows:

1) MVP was detected more frequently in patients with PVCs than in the control subjects (22/
109, 209, vs 3/50, 6%, p<0.05) by echocardiography.

2) PVC patients with MVP were significantly younger than patients without MVP (34+14 vs
47+21 yrs, p<0.05), but there were no significant differences between these two groups as to sex, left
atrial diameter and left ventricular dimension.
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3) The 24-hour Holter ECG revealed that the high grade PVCs (Lown grade III & IV) was more
closely related to the absence of MVP (20/45, 449, vs 4/11, 369,), though this trend did not reach sta-

tistical significance.

It was suggested that MVP is not a major determinant of PVC, and life-threatening arrhythmias

are more likely related to cases without MVP.
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1. PVC fliz$1+2 MVP 3545 E (Table 1)

HEZHS I TER PVC g hie s, —
B2 CH L RDEBRORED bR 109 i
22 41 (20%) ic MVP @&, ZhidfgEplic
B17 5 MVP o 3/50(6%) X v #stacAEE
ZERTH - (p<0.05).

2. PVC flizs1+3% MR OHi53EE (Table 1)

#5— Ky 75—k, PVC 6444 16 45
(25%) iz MR v 7 FAn@z@bbhid, “hid
el 7/50(14%) L, HMAMEEREEZRD
hrotz. o MR offER, EEOHRLRET
BiET 5 b0 1 Hldb - 7o (MVP ) 23, o 15
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Fig. 1. Two-dimensional echocardiograms recorded by parasternal approach in a patient
with premature ventricular contractions and mitral valve prolapse.

Left: premature ventricular contraction, right:

is evident.

AO=aorta; LA=left atrium; LV =Ileft ventricle;

right ventricle.

Table 1. Clinical and echocardiographic data of
patients with premature ventricular
contractions and control subjects

Groups PVCs Controls p value
Number 109 50
MVP 22/109(20%,) 3/50(6%) <0.05

Age (years) 42+15 47+10 NS

Female 40/109(37%)  12/50(24%) NS
MR 25/64 (25%)  7/50(14%) NS
AOD (mm) 31+4.2 3244.2 NS
LAD (mm) 32+5.0 33+4.9 NS
LVDd (mm) 48-+4.8 48+4.1 NS
LVDs (mm) 30+5.6 31+3.9 NS

AOD=aortic diameter ; LAD=left atrial diameter;
LVDd=left ventricular end-diastolic dimension;
LVDs=left ventricular end-systolic dimension ; NS=
not significant ; PVCs=premature ventricular contrac-
tions ; MR =mitral regurgitation ; MVP =mitral valve
prolapse.

sinus beat. In both, prolapse of the mitral valve

PVC=premature ventricular contraction; RV=

Pl _TEN LY PBERLLOTHo72. 2
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3. PVC filo MVP OF#EIZ & 5t# (Table 2)

PVC jEfiioo MVP i3 MVP o enwiEicl L
BT o7 3414 vs 4721 3%, p<0.05).
%72 MVP #tciz MVP o WiEICH LA4ctEns
LW B - 1oy, FHEHE EEIRD vk
Po72(50% vs 33%). M E£— Kbz a—[ o
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Table 2. Comparison of clinical and echocardio-
graphic data of patients with premature
ventricular contractions with and with-
out mitral valve prolapse

PVCs
Groups p value
MVP No MVP
Number 22/109(20%)  87/109(80%)
Height (cm) 163+8.9 164+8.1 NS
Weight (kg) 59+12 59+9.3 NS
Age 344 14yrs 47+21yrs  <0.05

Female 11/22(50%)  29/87(33%) NS
MR 5/15(33%) 15/67(22%) NS
AOD (mm) 30+4.2 31+4.3 NS
LAD (mm) 30+4.2 31+4.3 NS
LVDd (mm) 48+4.4 48+4.8 NS
LVDs (mm) 30+4.0 31+6.2 NS

AOD =aortic diameter ; LAD=left atrial diameter;
LVDd=left ventricular end-diastolic dimension;
LVDs=left ventricular end-systolic dimension ; NS=
not significant ; PVCs=premature ventricular contrac-
tions ; MR =mitral regurgitation ; MVP=mitral valve
prolapse ; yrs=years.

KERE, EFER, ESHERYE, ESIGHEER
HRCEEZEIED ORI

24 FEfA L & — LDERRE % HifT L 72 MVP
#1511t PVC ofEfHiX, Lown H¥E» I B
borwi Il Eo—FEED b 0o 2% < (11 4),
Lown 248 111 EEH 5 v iz IV EoLFEMED 5 W
BEREOL DX 4FIOLTH 7= (Fig. 2). 7
hicxt L, MVP o2 wgE45 Tk, —IEME 25
B, ZIRMED 5 v ERME 20 T, HER%E
A% - 7= (Fig.3). MVP #< Lown 4348 111
B Lol PVC A L4405 b, MR
YITFLOBRBDENEDIZ2HT, WFRLERE
FRICETELREVEBERYRTH - 2.

z 3

MVP sEfliciz PVC RAERIcAE+ 3 L o
HIBE L, FICZh L ERE L OBE & RET
BHELHBHAIVOD, PVC 3 MVP 0EE

NUMBER

D — N W S D ~ o
T T T T

Lown’s classification

Fig. 2. Types of premature ventricular contrac-
tions in patients with mitral valve prolapse (n=
15).
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Lown’s classification

Fig. 3. Types of premature ventricular contrac-
tions in patients without mitral valve prolapse
(n=45).
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