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2D = Two-dimensional

3D = Three-dimensional

ACC/AHA = American College of Cardiology/American Heart

Association

ARO = Anatomic regurgitant orifice

AR = Aortic regurgitation

ASE = American Society of Echocardiography

CMR = Cardiovascular magnetic resonance

CSA = Cross-sectional area

CWD = Continuous wave Doppler

EROA = Effective regurgitant orifice area

LA = Left atrium, atrial

LV = Left ventricle, ventricular

LVEF = Left ventricular ejection fraction

LVOT = Left ventricular outflow tract

MR = Mitral regurgitation

MV = Mitral valve

MVP = Mitral valve prolapse

PA = Pulmonary artery

PISA = Proximal isovelocity surface area

PR = Pulmonary regurgitation

PRF = Pulse repetition frequency

PV = Pulmonary valve

RF = Regurgitant fraction

RV = Right ventricle, ventricular

RVol = Regurgitant volume

RVOT = Right ventricular outflow tract

SSFP = Steady-state free precession

SV = Stroke volume

TEE = Transesophageal echocardiography

TR = Tricuspid regurgitation

TTE = Transthoracic echocardiography

TV = Tricuspid valve

Va = Aliasing velocity

VC = Vena contracta

VCA = Vena contracta area

VCW = Vena contracta width

VTI = Velocity time integral
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