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Comparison of acoustic quantification and
Doppler echocardiography in assessment of left
ventricular diastolic variables

Adrian Chenzbraun, Fausto | Pinto, Shawn Popylisen, Ingela Schnittger,

Richard L. Popp

Abstract

Objective—To assess the haemodynamic
correlations of the waveforms of left
ventricular area change obtained by
automated boundary detection with
newly developed acoustic quantification
technology.

Design—The timing of events in the
cardiac cycle was identified on the wave-
form automated boundary detection and
was correlated with the corresponding
tming derived from pulsed wave
Doppler fow velocity traces of the
mitral valve and left ventricular cutflow
tract. The amounts of area change dur-
ing the rapid filling phase and during
atrial contraction were correlated with
the time-velocity integrals of early and
late diastolic ventricular filling obtained
from Doppler tracings of the mitral
inflow.

Setting—A university medical school
echocardiography laboratory.
Subjects—16 healthy volunteers and 19
patients referred for echocardiographic
studies.

Results—A significant correlation was
found between the methods for measure-
ment of the tme from the R wave to
mitral valve opening (» = 0-72, p < 0+01),
isovolumic relaxation time (r = 0062, p <
0-01), and ejection time (r=0:54, p <
0-01). The change of total area that
occurred during rapid filling and atrial
filling phases measured from the
acoustic waveform correlated with the
time-velocity integrals of the carly and
late diastolic mitral valve inflow velocity
derived from Doppler echocardiography
{r = 0-60 and r = (-80, respectively).
Conclusion—The waveform of left ven-
tricular area obtained by the automated
boundary detection techmnique identifies
the phases of the cardiac cycle and corre-
lates with Doppler values of left ventricu-
lar diastolic function. Therefore, this
new method of automated boundary
detection has potential uses in the assess-
ment of left ventricular diastolic func-
tion.

(Br Heart 7 1993;70:448-456)

F 1 Real time parasternal short axis vietw of the left ventricle at papillary muscle level with the automated border
def:::m method. mepzenm'cular cavity is tncluded in @ manually traced region of interest (black arrow). A thin bright

line (white arrow) identifies the blood endocardial surface.
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Figure 2 Left. Waveforms
display. Upper panel area
change waveform {cnm’).
Lotoer panel: d4/dt
waveform {em’s). A, end
diastole; B, beginning of
glection; C, end of ejecrion;

Jrom the classic paper of
Wiggers and Katz?
{reproduced twith
permission).
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variables by acoustic quantification

A

Non-invasive measurement of left ventricular
volume throughout the cardiac cycle has
many potential uses. The left ventricular vol-
ume curve is currently obtained predomi-
nantly from radionuclide ventriculography.
Manual traces of echocardiographic images
provide volumetric data comparable with
those obtained by contrast ventriculography’
but data acquisition on sequential frames
throughout the cardiac cycle is tedious and
time consuming, thus precluding the routine
use of this method. An acoustic technique
with the ability to automatically identify, dis-
play, and track the endocardial-cavity inter-
face has been developed recently and
incorporated in commercially available ultra-
sonographs. The detection of the blood-tissue
interface is based on ultrasonic backscatter
technology.? The endocardial-luminal border
appears as a thin bright line and the area
enclosed by it represents the instantaneous
cross sectional area (fig. 1). A waveform rep-
resenting the changing value of the area is
displayed along with the cross sectional image
allowing for on line area measurements
throughout the cardiac cycle. This waveform
is strikingly similar to the classic left ventricu-
lar volume curve obtained by physiclogists
(fig 2).> Conversion of direct measurement of
the cross sectonal area of the ventricular
chamber to left ventricular volume requires
application of formulae not yet validated for
this method. A display of the rate of area
change versus time (dA/dt) 1s also available.
The purpose of this study was to analyse the
waveform of the left ventricular area change
obtained by the ultrasonic technique with
automated border detection, define its values
in normal subjects, and evaluate it as a poten-
tial tool for the assessment of left ventricular
diastolic function.

Patients and methods

STUDY POPULATION

Thirty five subjects (18 men, 17 women)
aged 18 to 80 (mean (SD): 42(16) years in
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sinus rhythm and with good quality cross sec-
tional and Doppler echocardiographic studies
were enrofled. Sixteen of them were healthy
volunteers with no cardiovascular history and
normal physical examination. The remaining
subjects were referred for echocardiographic
examination because of mitral valve prolapse
(four), assessment of lefi ventricular function
(four), assessment of murmur (three), assess-
ment after radiofrequency ablation of acces-
sory conduction tissue bundles {(three),
coronary artery discase {two), pror stroke
(one), suspected cardiomyopathy {one), and
suspected left ventricular hypertrophy (one).
Patients with dyskinetic segments by cross
sectional echocardiography or with more than
mild mitral ot aortic regurgitation by colour
Doppler flow study were excluded. All sub-
jects gave informed consent for the protocol,
which was approved by the Committee for
the Protection of Human Subjects at the
Stanford University Medical Center,

ECHOCARDIOGRAPHIC STUDIES

A complete echocardiographic study, includ-
ing cross sectional pulsed wave, and Doppler
colour flow imaging was performed according
to standard techniques with a Hewlext-
Packard Sonos 1500 ultrasonograph and 2-5
or 3-5 MHz transducers.

ACOUSTIC IMAGING

An opumal standard ulerasound image of the
left ventricle was obtained in the parastermal
short axis view at the papillary muscle level
and further improved if necessary by reducing
the depth of field and the sector width. The
acoustic quantification system was then acti-
vated and a prototype lateral gain control cir-
cuit was used to increase the signal in
ultrasonic lines in selected areas of interest at
the cavity-wall interface, to enhance endocar-
dial echoes (fig 3). The automated border
detection capability was then tumed on and
the system displayed a border following the
detected cavity wall interface. The accuracy
of the endocardial tracking was assessed by
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Figure 3 Lateral gain
compensation. {(A) real
rime parasternal shorr axis
image of the left ventricle,
The automated border
derection capabslity is
turned on (see also fig 1)
but the endocardial blood
interface is not accurarely
detected in the
anierolateral segments. The
triangle represenring the
lateral gain compensarion
region {arrotw) 5
posttioned over this area.
(B) The same smage after
the lateral gain
COPIPERSALiON was
selectively tncreased shows
a continyous blood
endocardial bovder withour
signtficant reduction in
stgnal.
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observation of its contour and movement and
by turning this border on and off to compare
it visually with the cavity-endocardial inter-
face. A study was considered satisfactory if at
least two thirds of the endocardial contour
was correctly traced. A region of interest for
area calculaton was then manually traced
within the myocardium so that the ventricular
cross-sectional area was included throughour
the cardiac cycle (fig 1). The waveforms of
left ventricular area change and the rate of
area change (dA/dt) were then displayed
along with the electrocardiogram and the
concurrent cross sectional image (fig. 2).

Dappler recordings

After imaging was completed, a spectral
Doppler recording of the mitral inflow was
recorded at a paper speed of 50 and 100
mrmy/s from the apical four chamber view with
the pulsed wave sample volume positioned at
the tips of the mitral valve leaflets.* The sam-
ple volume was then placed in the left ven-
tricular outflow tract, so a recording of both
the left ventricular outflow tract and the
mitral inflow were obtained for measure-
ments of ejection time and isovolumic relax-
ation time.? All studies were recorded on 0-5
inch super VHS videotape.

Waveform analysis

Off line analysis was performed in all studies
with the calibration and measurement system
built into the ultrasonograph. The following
points were defined on the area waveform (fig
2): point A, at the peak of the R wave con the
electrocardiogram, was considered to repre-
sent end diastole; poimts B and C, at the
beginning and at the end of the abrupt
downslope of the curve, were considered to
mark the beginning and the end of the left
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ventricular ejection period; point D, at the
beginning of the abrupt upslope of the curve,
was considered to represent the opening of
the mitral valve and the beginning of the
rapid filling period; point E, at the end of this
segment, was considered to represent the
completion of the rapid filling period; point F,
at the beginning of the upslope segment near
end diastole, was considered to represent the
beginning of area change due te atrial con-
traction. End diastolic and end-systolic areas
were taken at points A and C, and the areas
at the end of the rapid filling pericd and at
the beginning of the atrial contraction were
taken at points E and F, respectively. The
decrease in the cross sectional area of the left
ventricle from end diastole to end systole was
defined as fractional area change and calcu-
lated as:

Fractional area change =
(A area— C area)/A area

The amount of the total area change that
occurred at the end of the rapid filling period
was defined as rapid filling fractional area
change and was calculated as:

Rapid filling fracrional area change =
(E area— C area/(A area— C area)

The amount of the toral area change that
occwrred during atrial contraction was
defined as atrial filling fractional area change
and was calculated as:

Arrial filling fractional area change =
(A area—F area) /(A area— C area)

The amount of rtotal area change that
occutred during the slow filling period was
defined as slow filling fractional area change
and was calculated as:

Slow filling fractional area change =
(F area— E area)/(A area — C area)
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Measurement of diastolic variables by acoustic quantification

The following time intervals were measured
from the waveform: ejection time, between
points B and C; ésovolumic relaxation time,
between points C and D; rapid filling time,
between points D and E; time from the R
wave to the opening of the mitral wvalve,
between the peak of the R wave and point D,
The rapid filling slope was measured as the
mean slope of the DE segment. The first
upward peak in diastole on the dA/dt wave-
fortm, was considered to represent the peak

rate of area change during rapid ventricular .

filling. The time to peak rate of area change
was measured as the time interval from end-
systole (point C on the area waveform) to this
point. All subjects were in sinus rhythm and
values for three cardiac cycles were averaged
for each measurement.

DOPPLER ANALYSIS

The Doppler analysis was performed by one
of the investigators who was blinded to the
waveform measurements. The video tape was
replayed and the following variables of left
ventricular diastolic function were measured
from the mitral inflow Doppler flow velocity
tracings from the Doppler analysis package of
the echocardiographic system (fig 4): peak
early diastolic velocity (E), peak late velocity
(A), E/A ratio, acceleration slope and pres-
sure half time of early miwal flow, time veloc-
ity integral during rapid filling (E.g), time
velocity integral during atrial contraction
(A, and total time velocity integral of the
ventricular filling (TF.;). The rapid filling
and atrial filling contributions to the total fill-
ing were calculated as E,/TF,, and
A/ TFyg, respectively. An E/A ratio <1 was
considered diagnostic of abnormal relaxation.
The slow filling contribution to total filling
was not measured owing to expected difficul-
ties in quantifying this low velocity portion of
the mitral inflow. The following time intervals
were measured:  ejection tme, isovolumic
relaxation time, rapid filling time, and time
from the peak of the R wave to the opening of
the mitral valve.

ECG

—R
AC MVo

Figure 4 Schemaric diagram showing the Doppler race
analysis. A, peak velocity during amial contracrion; AC,
aortic valve closure click; E, peak velocity during early
filling; ECG, elecirocardiogram; IVRT, isevolumic
T v RV, e from e pesh of he B
rapid filling time; R-MVo, time peak o

wave to the opening of the mitral valve. Harched areas:
zime velocity integral of early and late filling. When the
race included a disvinct slow filling period, a kne rwas
dropped from the F point 1o the baseline for rapid filling
time and time velocity imegral measurements.
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DOPPLER ACOUSTIC QUANTIFICATION
WAVEFORM CORRELATIONS

The ejection time, the isovelumic relaxation
time, the rapid filling time, and the time from
the R wave to mitral valve opening as mea-
sured on the acoustic waveform were com-
pared with the corresponding intervals on the
Doppler tracing. The ratio of rapid filling
fractional area change to atrial filling frac-
tional area change, the rapid filling slope, the
peak rate of area change during rapid filling,
and the time to peak area change in the wave-
form from the acoustic technique were corre-
lated with Doppler indices of diastolic
function: E/A ratio, rapid filling contribution,
atrial filling contribution, rapid filling coneri-
bution/atrial filling contribution ratio, acceler-
ation slope, and pressure half time.

DATA ANALYSIS

Data were expressed as mean (SD). We com-
pared indices of ventricular filling from
Doppler and acoustic quantification by two
approaches. Firstly, simple regression was
used to assess the linear association between
the two methods. Secondly, the method of
Bland and Aluman was used to assess the dif-
ference in measurements made by the two
methods; both limits of agreement and confi-
dence intervals (CIS) were calculated.®
Group differences were assessed by Student’s
¢ test, Results were considered significant at
p < 0-05.

REPRODUCIRILITY OF MEASUREMENTS

To assess intracbserver variability one investi-
gator reanalysed the videotaped studies. End
diastolic and end systolic areas were remea-
sured and the area change at the end of rapid
filling was recalculated in 12 patients. Linear
regression analysis and absolute differences
between repeat off line measurements were
used to define reproducibility.” Good repro-
ducibility was obtained for measurements of
end diastolic areas {(r=0-99, mean error =
4%}, end systolic arcas {r = (-98, mean error
= 9%) and rapid filling fractional area change
(r = 0-83, mean error = 6%). Ten randomly
selected, previously videotaped studies were
also assessed by a second investigator to
obtain interobserver reproducibility of the
same measurements, Good reproducibility
was found for all the measurements: end dias-
tolic area (r = 0-98, mean error = 3%), end
systolic area (r=0-98, mean error = 4%),
and rapid filling fractonal area change (r =
0-72, mean error = 7%).

Results

ECHOCARDIOGRAPHIC DOPPLER RESULTS
Doppler studies were within normal limits
in 25 of the 35 subjects. One of them had
mitral valve prolapse but the other 24 had
normal cross sectional examinations. Twenty
one of these 24 subjects (age = 34(4), range
20-42) were considered to represent a normal
population in view of their negative history
and physical examination whereas the re-
maining three had known heart disease (one
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Table !  Systolc and diastolic values of the waveform
Jrom acoustic quantification of area in 21 normal subjects

EDA (em?) 125 (3)
ESA (cm?) 6-4 (2)
FAC 05 (0-12)
RFFAC 0-74 (0-07)
AFFAC 0-19 (0-07)
REFAC/AFFAC 451 (2)
SFFAC 0-07 (0-07)
T-PRAC* (ms) 174 (23)
PRAC* (cm?s) 50 (12)
RES (cm?s) 15-4 (10}

*Data from 13 subjects; tData from 15 subjects. EDA, end
diasolic area; ESA, end systolic area; FAC, fractional ares
change; RFFAC, rapid filling fractional area change; AFFAC,
atrial filling fracuonal area change; SFFAC, slow flling
fractional area change; T-PRAC, dme 1o peak rate of area
change during rapid filling; PRAC, peak rate of area change
during rapid hlling; RFS, slope of rapid filling segment.

had coronary artery disease and two had
arrthythmia). A pattern of abnormal relaxation
by Doppler criteria (E/A < 1) was found in
10 of these 35 subjects. Systolic dysfunction
was present in only three of them by cross
sectional examination.

MORPHOLOGY OF WAVEFORMS REPRESENTING
AREA CHANGE

Figure 2 shows representative waveform and
the reference points for events in the cardiac
cycle. Table 1 shows the values found in the
normal population. Short axis left ventricular
end diastolic and end systolic area averaged
12-5 (3) cm? and 64 (2) cm?, respectively,
with a fractional area change of 05 (0-12).
Time intervals on the acoustic waveform were
compared with the Doppler trace in the sub-
jects in whom they were available from both
methods. Table 2 shows the correlation coef-
ficients. Significant correlations were found
for isovolumic relaxation time (r= 0-62, p <
0:01), time from the peak of the R wave to
the opening of the mitral valve (r =072, p <
0-01), rapid filling time (r = 0-44, p < 0-01),
and ejection time (r = 0-54, p < 0-01).

DIASTOLIC PORTION OF THE WAVEFORM

A good correlaton was found in the 35 sub-
jects between the rapid filling fractional area
change, atrial filling fractional area change
and the ratio of rapid filling fractional area
change to atrial filling fractional area change

Table 2 Correlation of time intervals measured on the toaveform from acoustic
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by the new acoustic technique and the corre-
sponding Doppler rapid filling contribution,
atrial filling contribution, ratio of rapid filling
contribution to atrial filling conrribution and
the E/A ratio (table 3, fig 5). The Cls for the
mean differences between the acoustic tech-
nique and Doppler measurements were rela-
tively narrow. There was, however,
considerable scatter in the differences
between the absolute values given by the two
methods for the left ventricular filling indices
(fig 5). A striking contrast in the morphology
of the acoustic waveform was evident
between the 10 subjects with and the 25 sub-
jects without abnormal relaxation by Doppler
critena {fig 6). Patients with abnormal relax-
ation had significantly lower rapid filling frac-
tional area change, higher atrial filling
fractional area change, lower slope of area
change during the rapid filling period, and a
lower peak rate of area change (table 4). No
correlation was found between the acoustic
variables and the acceleration slope or the
pressure half time measured by Doppler.

Discussion

ACOUSTIC QUANTIFICATION

Previous attempts at automated detection of
the left ventricular endocardial border on
standard cross sectional echocardiographic
images required the intervention of an opera-
tor 10 define and monitor the endocardial
border.® The integrated backscattered ultra-
sound energy from blood within the ventricu-
lar cavity is sufficiently low compared with
the signal from the myocardium that the
interface between blood and muscle can be
detected with the new acoustic gquantification
system, By integrating the information for all
lines, on line reconstruction and real time
tracking and display of the endocardial edge
is provided allowing for measurements of left
venrricular cross sectional area throughout
the cardiac cycle.® The accuracy of this
method compared with manual edge tracing
for area measurements has been validated by
previous studies.” ' Measurements of left ven-
tricular ¢ross sectional areas have been used
as the basis for ventricular volume calcula-
tions based on several geometric models.!'" A
method has been proposed by which the end

quannficanon and the frace diastolic and end systolic cross sectional areas
Time interval Doppler at papillary muscle level are the only values
(my) Waudform e i b Value needed for calculation of volume.! In view of
‘IEV'[]‘{("F = 2_6)24 ggzl(g;) gggl(g;) g:gg :g:g} these data, it may be assumed that changes in
RFT (gn=_33)) 129(32) 225(52) 0-44 <001 the left wventricular cross sectional area
RMVo (n = 34) 459(50) 444(45) 0-72 <0-01 throughout the cardiac cycle will correlate

with changes in ventricular volumes as long-
as akinetic or dyskinetic segments are not pre-
sent. The differences in the shape of abnor-
mal ventricles and the change in shape from
diastole to systole in the beating heart make

AQ), acoustic quantification; ET, ejection time; NRT, isovolumilc relaxation time; RFT, rapid
filling time; R-MVo, time from peak of R to the mitral valve opening.

Table 3 Correlations berween the rapid filling and the atrial contribution to the total
ventricular filling as determined from the waveform from acoustic quantification gnd the

Dappler traces the conversion of the area to volume less
exact than the use of area values for the pur-
AQ . . £
Diastolic index waveform Doppler r p Values poses of this study. The main advantages o
i ification technology over man-

Early filling 067 (0-13) 0-59 (0-1) 059 <0-01 acoustic quant OBY »
Atrial filling 0-25 (0-13) 0-28 (0-12) 0-80 <0-H ual area tracmg are the continuous, on line
Earlyfauial filing 36(02) 2:36 (1-5) 0-73 <0-01 nature of the data supplied and the conve-

AQ, acoustic quantification nience of the automatic border detection.
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Measurement of diastolic variables by acoustic guantification

Figure 5 Scanterplots of
left venmicular filling
indices measured by
acoustic guantification and
echocardiography.
(A} Rapid filling phase
contribution 1o filling (B)
atrial contribution w
Silling, (C} ratio of rapid
and arrial contribution to
filling. Upper panels:
linear regression, lower
panels: plot of the
difference between the AQ
filling indices and the

COTTe ng Doppler
fridices on the vy axts and
their mean on the x axis;
horizontal solid line, ideal
zero difference; horizontal
dashed ine, mean
difference; U limits of
agreement at mean
{(28D); AQ, acoustic
quantification; AFC,
arrial contribution to filling
&y Doppler; AFFAG,
amial filling fractional area
change; RFC, rapid filling
conmiburion by Doppler;
RFFAC, rapid filling
fractional area change.
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This kind of analysis would be extremely dif-
ficult and tedious with manual tracing tech-
niques. The available waveform follows the
area changes during the cardiac cycle, and
thus reflects the dynamics of ventricular fill-
ing and emptying. Previous studies have
shown the potential of acoustic measure-
ments for assessing systolic function by com-
paring the fractional area change provided by
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the acoustic quantification waveform with
established indices of systolic performance
such as ejection fraction by radionuclide
ventriculography!'? or cross sectional echo-
cardiography.® In the cross sectional study, on
line fractonal area change correlated well
with ejection fraction calculated off line
though no comparison with other methods
was presented. Preliminary results of the new
ultrasonic acoustic technique compared with
cardiac output obtained by thermodilution'?
also suggest that the measured areas can be
used for on line measurement of stroke vol-
ume.

WAVEFORM OF AREA CHANGE AND ASSESSMENT
OF DIASTOLIC FUNCTION

Assessment of diastolic function is challeng-
ing because of both the number and complex-
ity of factors involved in the diastolic
behaviour of the heart and the lack of a good
standard for assessment of new methods.
Doppler echocardiography is widely used for
this purpose'*'* bur its value is limited by its
dependence on changes in cardiac pressures
and loading conditions.**"? Radionuclide
ventriculography® or ulorafast  computed
tomography® provide accurate information
on filling patterns but they are expensive,
time consuming and not suitable for senal
examination. As discussed, the area waveform
derived from acoustic quantification may per-
mit the analysis of the ventricular filling pat-
tern by a techmique that is relatively simple,
available, easy to petform serially, and which
provides information on a beat to beat basis.
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Figure 6 Morphology of
the waveform from acoustic
quannification. (A} subject
with @ normal Doppler
pattern, (B) parnent with
an abnormal relaxation
pattern. Upper panels:
Doppier trace, lower
panels: waveforms from
ecoustic quantification.
Arrow: arrial component of
ventricular filling, In
paitent (B) the diastolic
filling shows a prominent
amal component, which is
of higher amplitude and
with a more abrupt upslope
than in the trace of the
normal subject (A) whose
filling is represented
primarily by the early
rapid filling segment.
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PRESENT STUDY

Acoustic quantification waveform morphology
The shape of the acoustic quantification
waveform and the time correlatons with the
Doppler trace shows that this area waveform
accurately identifies the phases of the cardiac
cycle (fig 7). The weakest correlation between
methods was found for the rapid filling time.
We postulate that a significant decrease in the
filling rate may occur before the mitral flow
velocity signal approaches the baseline.
Therefore, Doppler measurements of the
rapid filling time may be longer than those
obtained by the acoustic quantification mea-
surements. The fact that the rapid filling
period values measured on the acoustic quan-
tification waveform were consistently shorter
than those measured on the Doppler trace is

Table 4 Drastolic indices of the waveform from acoustic
guantification in subjects with normal and abnonmal
relaxation

Normal Abnormal

relaxarion relaxanon
Diastolic mdex n=25) m=IM p Vaiue
RFFAC 0-72 031 =0-01
AFFAC 019 0-40 <001
RFFAC/AFFAC 4-44 1-43 <0-01
PRAC {cm®s) 50-4% 33.504 <0-01
RFS {cmifs) 35-40 2330 <(-¢1

*16 subjects; 15 subjects.
Abbreviatons as in wble 1.

Chenzbraum, Pinto, Popyltysen, Schnittger, Popp

consistent with this explanation. {fig 7, table
2).

NORMAL VALUES

Any new technique requires reference values
to be defined in a normal population before it
can be used in clinical studies. The values we
obtained for end diastolic area, end systolic
area, and fractional area change in our nor-
mal subjects (table 1) are similar to those
reported by Klein et al* using the same tech-
nique and may be used to assess serially ven-
tricular areas and systolic performance.

ACOUSTIC QUANTIFICATION WAVEFORM AND
DIASTOLIC FUNCTION

The finding in this normal population that
T4% of the changes in total area is completed
at the end of the early rapid filling segment of
the diastolic portion of the waveform is con-
sistent with earlier data obtained with
radionuclide ventriculography showing that
60%-80% of the ventricular filling occurs at
the end of the rapid filling period in normal
subjects.?’ #* Also, the time to peak area
change found in this study is similar to the
normal values for time to peak filling rate as
measured by radionuclide ventriculography.®
These data suggest that the acoustic area
waveform reflects the volume-waveform and
could be used to assess diastolic function.
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Moeasurement of diastolic variables by acoustic quantification

Ejection

c

Figure 7 Schematic drating of the time correspondence for diastolic events between the
Doppler trace (upper trace) and the waveform from acousnic guantification (Tower trace).
The rapid filling time by Doppler was consistently longer than by the waveform from
acoustic guantification. Abbreviations as in fig 2 and 4.

The correlation found between the rato of
rapid filling fractional area change to atrial
filling fractional area change and Doppler
indices of venrricular filling further strength-
ens this assumption and accords with prelimi-
nary results recently published.* The
difference between the absolute values of the
ventricular filling indices reflects the chal-
lenge of comparing two different methods,
neither of which can be considered as a refer-
ence standard, for the assessment of a ¢com-
plex phenomenon. Another interesting
finding is the contribution of the slow filling
period to the total filling. This was generally
small, but in some subjects it reached values
comparable with those of the atrial contribu-
tion. Although a mid-diastolic L wave
described with Doppler methods?® could not
be seen on the trace from the acoustic tech-
nique, these data suggest that the slow filling
may be an important contributor to the total
filling at least in some subjects. It is probably
easier to quantify the slow filling flow with the
acoustic technology than with Doppler. With
Doppler, inadequate filter settings may pre-
clude adequate analysis of this low velocity
flow. >

STUDY LIMITATIONS

Due to limitations in the software, the
Doppler and the acoustic traces could not be
recorded simultaneously; also, we had no way
to quantify or to control the variable time
delay between the electrocardiogram and the
acoustic waveform (ranging from minimal to
one frame time + 20 ms). These factors prob-
ably account for lack of higher correlation for
time intervals of the cardiac cycle between the
two techniques. In our study we used
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Doppler derived values of diastolic function
for comparison with the acoustic quantifica-
tion waveform. This represents only one
widely used method with well known limita-
tions. There were no haemodynamic mea-
surements to compare with, as none of the
subjects had clinical indications for cardiac
catheterisation. Specifically, defining abnor-
mal relaxation as Doppler patterns with an
E/A ratio <1 is an oversimplification. This
criterion is widely accepted in clinical practice
and probably is a reasonable definition in the
absence of hypovolaemia or acute vasodilata-
tion. Another potential limitation is related to
the waveform itself. Although good inter and
intra observer variabilities were found for the
measured values it was also appreciated that
occasionally there was difficulty in identifying
specific points if the waveform which was
either too smooth or too contaminated by
artefacts. 'Theoretically, using the dA/de
denivative waveform to identify inflexion
points on the area waveform could be a
potential solution of this problem. The qual-
ity of the dA/dt waveform, however, was not
always adequate for the purpose. This should
change in the future with improvement in the
detection and processing algorithms. The
acoustic measurements in this study were
areas and area derived values. Volume mea-
surements are now calculated on commer-
cially available versions of this equipment. As
the volumes are obtained from algorithms
that are based on the measured areas, signifi-
cant discrepancies are not, however,
expected. Also, data on validation of the vol-
ume measurements compared with contrast
ventriculography are still lacking. Finally, the
volumetric change ganged by the new
acoustic method is different from that gauged
from the velocity patterns of the Doppler
method. The effective area of the mitral valve
is continously changing during the phases of
ventricular filling, so the relation of the veloc-
ity of flow to volumetric flow is complex. One
would not expect extremely high correlation
coefficients between these two methods even
with simultaneous recordings. Perhaps one
strength of the new method of acoustic quan-
tification will be to complement the Doppler
echocardiographic assessment of diastolic fill-
ing of the left ventricle. Further studies
including patients with a range of well
defined diastolic abnormalities and a range of
loading conditions are required to understand
better the place of this new technology in the
evaluation of diastolic dysfunction.
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