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Table 1. Diagnostic Accuracy to Determine the Site of Ventricular Septal Defect by Two-dimensional

Echocardiography

No. of surgical

ANo. of 2-D 9% correctly

Types of defect Echo. diagnosis diagnosis oidentiﬁed
Perimembranous 28 26 93
Doubly committed 7EE 88
Muscular 0 —
Total 36 33 92

* Two cases of perimembranous type confirmed doubly committed type at operation
** One case of doubly committed type confirmed perimembranous outlet type at operation

2-D Echo.: Two-dimensional echocardiography

Fig. 1. Method of estimation of the right

ventricular systolic pressure/left ventricular systolic pressure

(RVP/LVP) by short axis view from parasternal positions. The diameter between the interve-
ntricular septum(A) and the longest vertical from to the interventricular septum(B) was
measured. We estimate the RVP/LVP by the ratio, B/A.

parasternal short axis view o 4] 5T (papillary
muscle)o] Ho]E & video recordere] T &
slow motion ¢ 8 FaFsled 4 E27] (endsystolic
phase)d] A A]7] 2 interventricular sulcus ¢] A g
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doubly committed type ¢ 2 e} 8 F FEA
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anous outlet type ¢ a5 giv}l, o] ekzte] & 36
8% 33 el A ARE Iz} FEA AAFTAZE
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Table 2. Diagnostic Accuracy to Detect the PDA by Two-dimensional Echocardiography
At operation No. of cases No. of cases Total

By 2-D confirmed PDA without PDA Opa
No. of cases with PDA 6 9
No. of cases without PDA 25 27

Total 31 36
2-D Echo: Two-dimensional echocardiography

PDA: Patent ductus arteriosus

1.0

c.e

0.6

0.4

RVP/AoP before operation

o
~

0.2 0.4 G.6
RVP/LVP by 2-D Echo.

0.8 1.0
Fig. 2. Relationship between estimated right ven-
tricular systolic pressure/left ventricular
systolic pressure(RVP/LVP) by two-
dimensional echocardiography(X axis)
and measured right ventricular systolic
pressure/systemic arterial systolic pre-
ssurs(RVP/AoP) before operation(Y axis).

Table 8. Postoperative Complications

Postoperative complications No.
Respiratory tract problems* [
Junctional rhythm 2
2nd degree AV** block 1
3rd degree AV** block 1
Occasional PVC S 5
Complete RBBB**** 14
Incomplete RBBB**+% 3
Cerebral embolism 1
Wound infection 2

*Respiratory tract problems:
nia or atelectasis
##AV: Atrioventricular
#*#*PV(C’'S: Premature ventricular contractions
#*RBBB: Right bundle branch block

Include pneumo-

80
1 SD
70 “g mean
= L sp
Z 60 A
o 50 1
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4o 40 A
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L 30
o
% 20 A
]
; 10 A
Before Immediate
operation postoperation
Fig. 3. Changes of main pulmonary arterial sys-

tolic pressure before operation and imme-
diate postoperation.

lZ5e AEEE 9299 .
chebeke) wl$2 1,46 : 148
6.67: 17419 o# HAF 3.8+1.6: L(FTEEEHAR)
olgih. H @l At AL} A3 “%‘
Bl 74%7A g e %
1) g et

Az qAEA T BAEST] = 94
gl Aat THANEF] EAFAL, ol

oA FelshA EF A5, 284 FEFT U

Zo] ZA3t¢ e (Table 2).

Atz oiZEz 235 A4 F3F7]9d g ¢
A =27ere w$(RVP/LVP)S A +24 AF
248 A5Y F57%d A A4 571904
£ (RVP/AoP)z}e] AaiAE nd, 2 43E=
0. 695 v+ (Fig. 2).

2354 AR5 AT 154

shd, A FE AA A5 57 4E 2 57.614.6
mmHg(FF+EFHxNI T aAFF A F+= 35.0-
15.6 mmHg (S F+E5A}) 2 743kg o} (Fig. 3).
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o w2l HZdaE IR gdutes A4
A2gE Dl et e Aol Yoo,

AdE dZEE AEdld A4FAZESE $AT
T dv A4E dobr]l A oF 4% A& nalvy
3 FHP. Sutherland 5%¢] 93wl A4FAAEY
$17 Aol glelA ARS LEE 90%9 FFYL
xqlvix stge. AAEY ALAAE J4FHAAE
g SRAARA o4 AZYL 92% A cH(Table 1),
Sutherland 5®-& Perimembranous type-g- inlet,
outlet, trabecular septum extension o & 27 B3
3¢ = muscular type = inlet, outlet o2 Zz 2
ot AFAPE vlasige. £ AAEe] AT 2

T oglzEe] F ol FEE L7351l & #l &= perime-
mbranous type-& 79%¢ A &4 sl doubly commi-
tted type -2 88%¢ AL ¥ Aoz 81%
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Z9d<2 AL 25 A4FFAAE AR B
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The Criteria for Surgical Correction of Ventricular Septal Defect by
Non-invasive Diagnostic Methods

Chuhl-Joo Lyu, M.D., Jun Hee Sul, M.D., Sung Kyu Lee, M.D.
and Dong Shik Chin, M.D.

Department of Pediatrics, Yonsei University, College of Medicine, Seoul, Korea

In selected cases, early corrective surgery is indicated in the management of infants

with moderate or large ventricular septal defects. The risks of any surgical procedure in
infancy are acknowledged to be great and should be avoided if possible. However, these
surgical risks are justified when the patients have intractable congestive heart failure,
marked growth retardation, recurrent prolonged lower respiratory infections and severe
pulmonary hypertension.

Cardiac catheterization should be included for diagnosis of congenital heart diseases
before surgery. However, the risk of such study, even in experienced laboratories, is life-
threatening among the small, severely ill infants.

Thirty-six infants and children under the age of 2 years underwent patch closure of a
ventricular septal defect without cardiac catheterization and revealed good results. All
patients were selected under the criteria of operation without cardiac catheterization.

We concluded that two dimensional echocardiography provided a reliable and promising
non-invasive method of identifying the ventricular sertal defect in high risk small, severely
ill patients.

Key Words:
Ventricular septal defect, Two dimensional echocardiography.



