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Calculation of LVEF
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LVEF and Outcome
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LVEF is NOT systolic function
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Befare TAVE After ‘TAVE

Assessment of long axis function
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Relation between long:axis.and LA & LV filling
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Severe LV long axis asynchrony Strain and Strain Rate

+ Measures of myocardial deformation
v Uses
- Assessment of resiing LY and RV finction
- Myocardial visbllity during faw-dose dobulaming infusion
— Sirses lesting for ischaemia
- Follow up.of trealmant response
¢ Limitations
= Evldence base is fimited.
- Technitally chaflenging
- Clinical evaliabilty
- ‘Susteptibls b arfefact
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What to Measure?’
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17-segment model|
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Wall motion score analysis Viability During DSE Predicts Survival
- ABE criteria e ] o
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3 akinesis {f systolic thicknegs <10%) 'ul N .
4 dyskinesis {ouiward systolic motion + wall thinning) L S
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Use of LV contrast

M-mode assessment of LV
function
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M-mode assessment of LV function Minor axis

. =Amp|itude

* Velocities (shortening and. lengthening)

» Tiring

» Incodrdination

Normal values for cardiac DCM
chambers
M-mode parameter Range
LY EDD _(c'm) 4.0 - 5:6¢em.
LV ESD (cmy) 2.0- 4.0 cm
VS diastole {cr) 07-1.2cn
W diastole (cin) 0.7-12¢em
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CABG for ischaemic DCM

Severe MR

AVR for AR

Post—op

M-mode mitral echogram
for assessing LV function

Normal MV echogram
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Relation between IVRT and LVEDP

Lot vemtriculiar end-didatolic pr
T 5 '

L] %

a0k

e # Gff [iBlockas
. L W Op proprapoly’
.5, « ki
o o,
- Nx.; .
.. L]
\\ e AN .
L]
'h‘- l\‘ - - . .
T
! \"\p e, ’
oW s
5 R
-, Mo
.

20 4B 69 -89 100 1200 14@
Inavolumic rolaxutlen eife {o

itmhsny e dl Theart St 23

Doppler Assessment of LV

function

Doppler Assessment of LV function

1. Peak dP/dt

2. Stroke volume

3. Cardiac output

Calculation of peak dP./ dt

Wutocity %) .

Ly

Clinical significance of dP/dt

"LV systolic 'I':fn:_ne for LV (o dPr/de
function generate '32mmHg {mmHg/sec)
Normal <27ms >1200
Mild:moderate 27-40ms 800-1200
dysfunction
Séviere dystunction. >40ms <800,
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Continuous wave Doppler ‘Shape of MR signal

Mild MR Severe MR’
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= dugifut Aime <12 ms

- shinrt (<70ms} or even zero [VRT

= redised o abeest Aswave )
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Duration of MR LVFT limiting LVFT

_ Pre-gysiolic MR Post-systalic MR
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MR 500ms

Assessing LV function:
diastolic filling

Ejeciton 190ms

Examples of different LV filling patterns
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Waorséning diastolic-function

@ Descriptive terms and statements

Arseriing LA fren Hiana.

i, C_a{u':¥ wie . Marmal, dikued, small
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BSE guidelines

% Ventoeular nuss . Noraal; hordeiline, incriused

4 Aearsicnlar shaps Nuorral, Mewrvamal;
preudeanesymal.

5 Globalsystolie fniction Normal, b nonmid,
decréased (miild, mnderate, severd.
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Descriptive terms and statements

Asressing LI fupitron...
& Reginal systolic fuacticon Nuemal, Jvokinetie, akinttic,
’ dvskinetic, scar, aspnchoious

% [hastobic Alling Nornl, shaormal {mpaisel
relaxation, pseddonoarmal, resteictive),
elvated LA/ end-diastalic pressuen

W LVOT Na di:iilh.i_ct_ibn, s_tpt_a'l.ll'yp:rrmp by,

sub-avetic membiane, AN
B Thrombus- Prosent / absenit
1o, Mass {mimain) Fresent / abeut-

Diagnostic statements

Appearances suggestive of....

« Mydcardial infarction

+ Hypertrophic cardiomyopathy
+ Dilated cardiomyopathy.

« Rastrictive cardiomyopathy

+ Hypertensive heart disease.
+ Infiltrative heart disease

» LV volume overload

« Other

Measurementis and calculations

Measiere Callite
W LN cavipsize and | LVEDD, LVESD, S5 BE
syitalic fuisction | VEDV, EVESY
LY wallihickiness I\'Sd, 1¥4Es, P, s
1 LVOT INOT diameter LNOT area
& LYOT outflow ¥iax, VTI W
s LVilling TVIL EDT 1 A 14 estio

Conclusion

« |n the assessment of LV function.... .

+ LV systolic and diastolic funiction are
important,

« Forget not that the LV has both a minor

axis and a long. axis!
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