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— Abstract —

Hemodynamic Changes following Total Correction of Tetralogy of Fallot

Min Ho Kim, M.D.*, Ja Hong Kuh, M.D.*, Jung Gu Jo, M.D.* and Kong Soo Kim, M.D.*

Tetralogy of Fallot is the most common cyanotic congenital anomaly, which needs some operation for the
survival.

Perioperative mortality of the Tetralogy of Fallot was lowered remarkably in recent years, but some discus-
sions were presented for the criteria of the corrective surgery and the corrective method of the pulmonary stenosis.

in the Department of Thoracic and Cardiovascular Surgery of the Choenbug National University Hospital,
17 cases of tetralogy of Fallot were corrected totally from July in 1983 to August in 1984,

in correction of the pulmonary stenosis, transanular patch was applied in 8 patients, infundibulectomy in
5, RVOT patch without transanular patch in 3, and isolated patches on RVOT and pulmonary trunk.

Preoperative and early postoperative hemodynamic study revealed increased RA pressure in transanular
patch group, which was significant statistically. (p<0.071).

Clinically, perioperative death occurred only in transanular patch group, and right heart failure signs including

hepatomegaly, ascites, pleural effusion and peripheral edema were high in frequency in transanular patch group.
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Table 1. Age & Sex Distribution

Age M F Total
0- 5 1 2 3
6 -~ 10 4 5
11 -20 5 5
21 - 30 2 1 3
31 - 40 1 1
Total 13 4 17
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_Table 2. Disease Entity

Disease Entity No. of Pt.
VSD + Infund. St. + Valv. St. 6
VSD + Infund. St. 4
VSD + Valv. St. 2
VSD + Infund. St. + Pul. A. St. 1
VSD + ASD + Infund. St. + Valv. St. 3
VSD + ASD + Infund. St. 1
Total 17
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Table 3. Operative Procedures

Producers No. of Pt.

VSD Clos. +
VSD Clos. + Infundibulectomy 1
VSD Clos. + *RVOT Patch 3
+ 1
3

Transannular Patch B}

VSD Clos. + Isolated Patch

VSD Clos. + ASD Clos. +
Transannular Patch

VSD Clos. + ASD Clos. + 1
Infundibulectomy
Total 17

*RVOT: Right Ventricular Outflow Tract
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Fig. 1. Pressure change after correction of TOF.
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Fig. 2. Pressure change after correction with TAP.
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Fig. 3. Pressure change after correction without TAP.
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Fig. 5. Comparison of pressure change of RV.
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Fig. 6. Comparison of pressure change of PA.

Table 4. Frequency of Right Heart Failure Sign

Pt. with TAP* Pt. without TAP

Hepatomegaly
Ascites

Peripheral Edema

3
2
Pleural Effusion 3
1
Dyspnea 2

3

Perioperative Death
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* TAP: Transannular Patch
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