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INTRODUCTION

Over the  past 15 years  transesophageal
echocardiography (TEE) has assumed an integral role in the
diagnosis and management of patients with acquired
pediatric cardiovascular disorders and congenital heart
disease (CHD) (Smallhorn, 2002). 1t is particularly suited to
define  complex  anatomical  structures, functional
abnormalities, and flow disturbances that may not always be
obtainable from transthoracic echocardiography (TTE) alone

(Randolph et al., 2002).

TEE has become a standard imaging technology for
patients with CHD undergoing intervention 1in the
laboratory or in the operating room (Bengur et al, 1998). As
miniaturized probes,novel technologies,and new
methodologies develop, the applications of TEE in the
patient with CHD continue to expand (Rice et al., 2002).

The intraoperative TEE performed just before surgical
intervention can provide additional information and may be of
benefit, as it may confirm or exclude preoperative TTE findings
and assess the immediate preoperative hemodynamics and
ventricular function of the patient. In addition, the findings can
be directly demonstrated to the surgeon and anesthesiologist for

immediate review just prior to commencement of the operation

(Andropoulos et al., 1999).



Preoperative TEE may also facilitate the placement of
central venous catheters, selection of anesthetic agents,and
the use of preoperative inotropic support by demonstrating
ventricular systolic function and size (Andropoulos et al.,

1999).

Performance of TEE in the patient with CHD
immediately after surgery, but before chest closure, has
been a contributor to the overall excellence in the outcome
for congenital heart surgery achieved in the past decade.
Based upon the TEE and clinical findings, the surgeon, in
conjunction with the TEE echocardiographer and
anesthesiologist, determines whether the surgical repair is
acceptable or not. TEE provides the opportunity to detect
significant and potentially treatable disease before
disconnection of bypass cannulae, sternal closure, and return
to the ICU. In addition it assesses cardiac function and the

presence of intracardiac air (Rosenfeld et al., 1998).



AIM OF THE WORK

The aim of our study is to evaluate the role of
perioperative echocardiography in the management of

pediatric patients during cardiac surgery.



SUBJECTS AND METHODS

The study will be conducted on 15 patients in the

pediatric age group who will undergo cardiac surgery for

congenital or rheumatic heart disease.

They will be recruited from the pediatric, cardiology

and cardiothoracic surgery departments at Ain Shams

University Hospitals.

All children will be subjected to-

1-  Full history taking laying stress on symptoms of

cardiac disease.

2-  Thorough clinical examination laying stress on cardiac
examination.
3-  The following investigations.

Routine preoperative investigation.
CXR.

ECG.

Routine preoperative Transthoracic echocardiography.

Cardiac catheterization if indicated in selected cases

and fashioned according to the echocardiographic data.

Transesophageal echocardiography done preopera-

tively for definition of cardiac anatomy and function



and intraoperatively for assessment of adequacy of the

surgical results.

4-  Statistical analysis.
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INTRODUCTION

Over the past 15 years transesophageal
echocardiography (TEE) has assumed an integral role
in the diagnosis and management of patients with
acquired pediatric cardiovascular disorders and
congenital heart disease (CHD) (Smallhorn, 2002). 1t
1s particularly suited to define complex anatomical
structures, functional abnormalities, and flow
disturbances that may not always be obtainable from
transthoracic echocardiography (TTE) alone
(Randolph et al., 2002).

TEE has become a standard imaging technology
for patients with CHD undergoing intervention in the
laboratory or in the operating room (Bengur et al,
1998). As miniaturized probes, novel technologies, and
new methodologies develop, the applications of TEE in
the patient with CHD continue to expand (Rice et al.,
2002).

The intraoperative TEE performed just before
surgical intervention can provide additional information
and may be of benefit, as it may confirm or exclude

preoperative TTE findings and assess the immediate
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preoperative hemodynamics and ventricular function of
the patient. In addition, the findings can be directly
demonstrated to the surgeon and anesthesiologist for

immediate review just prior to commencement of the
operation (Andropoulos et al., 1999).

Preoperative TEE may also facilitate the
placement of central venous catheters, selection of
anesthetic agents, and the use of preoperative
inotropic support by demonstrating ventricular

systolic function and size (Andropoulos et al., 1999).

Performance of TEE in the patient with CHD
immediately after surgery- but before chest closure-
has been a contributor to the overall excellence in the
outcome for congenital heart surgery achieved in the
past decade. Based upon the TEE and clinical
findings, the surgeon- in conjunction with the TEE
echocardiographer and anesthesiologist- determines
whether the surgical repair is acceptable or not. TEE
provides the opportunity to detect significant and
potentially treatable disease before disconnection of
bypass cannulae, sternal closure, and return to the
ICU. In addition it assesses cardiac function and the
presence of intracardiac air (Rosenfeld et al., 1998).




