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Interpretation of diagnostic test

Echocardiographic Evaluation of Left Ventricular Diastolic Function
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y vein S/D ratio <1 applicable to conclude elevated LAP in

Figure 1. (A) Algorithm used for diagnosis of LV diastolic dys-
function in subjects with normal LVEF. (B) Algorithm used for
estimation of LV filling pressure and for grading LV diastolic
function in patients with depressed LVEFs and patients with my-
ocardial disease and normal LVEEF after consideration of clinical
and other 2D data (modified from [4]). LV, left ventricular;
LVEF, left ventricular ejection fraction; E/e', early diastolic mi-
tral inflow velocity/early diastolic mitral annular tissue velocity;
TR, tricuspid regurgitation; LA, left atrial; E/A, early diastolic
mitral inflow velocity/late diastolic mitral inflow velocity; LAP,
left atrial pressure; CAD, coronary arterial disease.
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msec, septal e’ 6 cmy/sec, lateral e’ 7 cmy/sec, average E/e' 15.8,

Figure 2. (A) Mitral inflow pattern. E velocity was 102 cm/sec
and A velocity was 57 cm/sec. Mid-diastolic flow (L velocity)
was present. (B) Early diastolic septal mitral annular velocity
was 6 cm/sec (septal e’: 6 cm/sec).

Figure 3. Peak velocity of tricuspid regurgitation by continuous
wave Doppler was 2.84 m/sec.

4 A 679 = 2017 —

2|31 TR &= 2.84 m/sec (Fig. 2-4).
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Figure 4. Left atrial volume by the biplane method was 64.9 mL
and left atrial volume index was 38.5 mL/m’.
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