Roundtable Discussion 1

Adult Congenital Heart Disease: Education, Education, Education
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Michael Gatzoulis, MD, PhD

Adult Congenital Heart Centre & National Centre for Pulmonary Arterial
Hypertension at the Royal Brompton & Harefield NHS Trust and
the National Heart and Lung Institute, Imperial College, London, UK

The adult congenital heart disease (ACHD) field has reached a point where education is the key to
translating past and recent advances into improved patient care, inclusive of the large number of
ACHD patients lost to cardiac follow-up.

We need to reach out and educate a broader professional audience on the principles and
challenges regarding the care of the patient with CHD. This broader audience should include
general cardiologists and physicians, obstetricians, other hospital specialists, family doctors and
health allied professionals. While the congenital heart disease [CHD] aficionados will continue to
educate themselves -and there are endless continuing medical educational opportunities for them- we
need to expand our educational portfolio and efforts. A change in emphasis is required from the high-
level, sophisticated, somewhat esoteric material which has been the main academic drive for many
individuals or teams working in the field, material which remains essential for maintaining and
improving tertiary practice towards educational efforts at a more basic level, accessible to and
understandable by this broader target audience. Widely available guidelines, more basic textbooks
and more publications in general cardiology and general medical journals are a few tools of the trade
in achieving this goal. In other words, we need to flag the main issues and basic principles of
managing ACHD to a larger professional body. And why is it so? Because although it may be desirable,
it 1s not possible to provide comprehensive, total health care for an ACHD patient in a tertiary centre
for reasons such as geography, lack of capacity and need for local emergency care to mention only a
few. It is, thus, essential that we engage and support these broader professional groups in the
management of ACHD patients to achieve these common goals. Furthermore, we need a stronger
representation of ACHD in medical school curricula. This is not only because of its rich clinical
material that students cherish, but also because of the pressing need to encourage people to join the
ACHD field early in their career development by alerting them of the wonderful clinical and academic
ACHD opportunities that exist.

We need to support CHD patient education on medical and surgical aspects of their
condition. More so, we need to discuss early with our patients lifestyle issues, such as
exercise, pregnancy (and contraception), career planning and insurability. These issues are
often more important to patients and their families than details about their anatomy, physiology or
even previous operations. We need to provide more educational material for them and encourage
patients to create their own health files and become proactive about their health. Copying clinic
letters and discharge summaries to patients may be a sensible way to start. We need to extend our
deliberate discussions with them in what can be complex areas, such as moderate to high risk
pregnancy or moderate to high risk “elective” operations/reoperations, allow them time, and
ultimately support them in their decision. Most of these challenge areas are covered better and carry a
lower risk when these discussions take place early and a clear plan of action is formulated and agreed
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upon. And yes, all this requires more of our time and more of the limited resources available. But I
don’t think there are good alternatives or any place for compromise. In brief, we need to strengthen
further our relationship with our patients and patient support groups in a proactive -not reactive-,
advisory model establishing a life-long “partnership” with them. This approach is particularly fitting
for ACHD patients who are largely young adults, highly motivated with excellent survival profiles,

and therefore, likely to benefit from such a relationship for a long time.

Last but not least, we need to educate the “public”’, namely a) the general public, b) the 80% or
more of patients with CHD who are lost to specialist follow-up (and as a result, are subjected to poorer
outcomes) and c¢) government and other funding bodies whose support is crucial for additional
resource allocation. There should be more public support and more funding sources be made
available for such an area concerned with the most common inborn defect, with a
worldwide distribution inflicting young individuals (and their families) who strive to have
a full life despite variable levels of physical disability. If congenital heart disease patients who
are lost to follow-up where aware of these issues and the need for and benefits from life-long follow-up
they would seek expert advice. This would put enormous pressure on any ACHD centre, operating
already at maximum capacity. But with time, it will create the conditions and bring in the resources
for staged expansion of ACHD services, both tertiary and secondary which is long due. Patients after
all have (or should have) a stronger voice and more lobbying power than professionals. Persistent
representation of the ACHD issues (and the enormous need) to government and other professional
funding bodies (the National Institute of Health, the American College of Cardiology and American
Heart Association, the European Society of Cardiology, the British Heart Foundation etc) including
philanthropy and industry, will remain essential in securing resources to improve clinical

infrastructure, promote education and research.

It is only through educated professionals, educated ACHD patients and educated
“public” that we can truly extend the outstanding results of pediatric cardiology and
cardiac surgery into adulthood and enable every patient with CHD to reach and enjoy their
full life potential.
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Roundtable Discussion 2

Re-Operation for Repaired Congenital Heart Disease:
Long Term Follow Up

Glen Van Arsdell
Hospital for Sick Children, Toronto

Late Re-operation for Adult Congenital Heart Disease can be broadly classified into the following:

Pulmonary Valve Implantation following Tetralogy Repair

Conduit Replacements

Valve Repair or Replacement (AVSD, Ebstein’s, LVOT and aortic valve issues)
Arch Reconstruction for Hypertension and small Arches

Endocarditis

Fontan Revisions

Transplantation

CABG in ACHD

Re-operation on biventricular repairs has been largely low risk surgery though sometimes fraught
with technical challenge. Surgery for endocarditis, single ventricle revision surgery, and single
ventricle transplantation can carry a significant surgical mortality.

Endocarditis In a predictive model of endocarditis (1), the highest hazard ratios existed for 1)
tetralogy type pulmonary atresia, 2) congenitally corrected transposition, 3) and nearly equally, VSD,
or bicuspid aortic valve, or double inlet left ventricle. We will discuss examples and complexity of
endocarditis surgery — particularly with staphylococcus aureus infection.

Transplantation In a sample based study of 509 adult congenital patients having transplantation,
all single ventricle transplantation patients had a higher mortality than ACHD 2V transplants. In
hospital mortality for 2V patients was similar to non ACHD patients while the single V in hospital
mortality was 23% (2).

ACHD and CABG: With the adult congenital population aging, acquired heart disease will be an
increasing additional burden with the occasional requirement for coronary artery bypass grafting.
Survival at 5 years for this group has been reported to be 76% (3).

1) Verheugt CL et al, Turning 18 with congenital heart disease: predition of infective endocarditis based on a
large population. Eur Hrt J 2011;32:1926-34.

2) Karamlou T et al, Impact of single-ventricle physiology on death after heart transplantation in adults with
congenital heart disease. Ann Thorac Surg 2012;94:1281-7.

3) Stulak JM et al. Coronary artery disease in adult congenital heart disease: outcome after coronary artery
bypass grafting. Ann Thorac Surg 2012;93:116-22
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Roundtable Discussion 3

Preconception and Contraceptive Counseling for Females with
Congenital Heart Disease.
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Mary M. Canobbio, RN, MN, FAAN, FAH

Ahmanson/UCLA ACHD Center
UCLA School of Nursing

Background

Optimizing the health of the mother before conception is important for improving pregnancy
outcomes. This is particularly true for certain populations of women, such as those with congenital
heart disease. In CHD, preconception counseling is now recognized as vital to successful pregnancy

outcomes

Preconception care refers to interventions aimed at identifying and modifying, medical, behavioral,
and social risks to a woman's health or pregnancy outcome through prevention and management.
Preconception counseling provides health care providers with an opportunity to inform the female
with congenital heart disease desirous of becoming pregnant about potential and actual risks of
pregnancy for both the mother and her fetus, and to advise her about appropriate contraception

options for her.

In this session we will discuss the components of a preconception counseling program that should

be integrated into CHD caring for females of childbearing age.

Objectives
Upon completion of this session the learner will:

Outline the goals of preconception counseling
Review the components of a preconception counseling program
Discuss the appropriate time to initiate preconception counseling

Components of a preconception counseling program
Assessment: determine pregnancy risk profile
e Medical risk assessment
* Gynecologic history: Menarche , history of dysfunctional bleeding, contraceptive history,
past pregnancy history
e Social risk assessment: —Family/spousal support, access to care, health risk behaviors,
smoking,,drugs, alcohol use, history of unplanned pregnancies, maturity, mental and
cognitive health
e Life time education and counseling
¢ Development of a reproductive life plan (RLP)for females with CHD
— Personal goals about having/not having children
— Assess fears, concerns, misconceptions
— Risk profile relative to heart defect, medications, need for interventions

— Addresses “at risk behaviors” i.e. smoking, drugs;
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Timing : when to begin preconception counseling
¢ Adolescence
— when menses begin
— the “first boyfriend
— Initial visit: Meet with parent and teen ; introduce topic
RLP as “age appropriate”
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¢ The young adult

— Initial visit to ACHD: part of medical/gynecologic history
— For couple desiring to become pregnant
Meet 6-12 months prior to conception
Contraception choices for females with CHD
Hormonal Contraception: estrogen onl and estrogen + progestin
Oral contraceptive preparation (OCPs) the pill”;
— Transdermal “Patch” (Evra);
— Vaginal ring (Nuva Ring) in 3 wks, out 1 week
— Injectable: Lunelle Monthly injections
Hormonal Contraception: Progestin only

Injectables: Depo Provera — progestin only

Implantable : Implanon - 3yrs

Intrauterine devices: Copper deviceshormone releasing
(Paragard, Mirena )
— Permanent Sterilization: Tubal ligation, Essure

Emergency Contraception:“morning after pill”: Yuzpe: estrogen-
progestin (Peven); Plan B: progestin-only
Abortion
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Roundtable Discussion 4

Psychosocial Factors Influencing Mental Health in Adults with
Congenital Heart Disease
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Junko Enomoto

Toyo University
Chiba Cardiovascular Center

Introduction

Adult congenital heart disease (ACHD) patients encounter unique challenges related to social
adaptation and mental health. Therefore healthcare professionals, such as psychologists and nurses,
are trying to better understand how to support them in attaining a more stable mental health. To do
this, we need to identify the psychosocial factors influencing mental health in ACHD patients. Here
are discussed these factors based on the practice conducted in the counseling room set at ACHD
department of cardiovascular center in Japan and the investigation through questionnaires for

Japanese patients.

Psychosocial Factors Influencing Mental Health
1. From the point of view of the practice

At Chiba Cardiovascular Center, there are psychologists who offer counseling to ACHD patients
three or four times per month since Apr. 2007. Here are shown the utilization of the counseling room
from Apr.2007 to Mar. 2011 and the features of the patients who used it.
Method: The number of the patients who used the counseling room and the total number of
counseling cases were counted from medical records from Apr.2007 to Mar.2011, and the chief
complaints of each patient were classified into five categories after discussions between the
psychologists and the specialized nurse.
Results: As to the utilization of the counseling room, the number of patients was 33 (11 male, 22
female) and the total number of counseling cases was 107 during the period from Apr.2007 to Mar.
2008, 33(8 male, 25 female), 183 from Apr.2008 to Mar. 2009, 44 (12 male, 32 female), 262 from
Apr.2009 to Mar. 2010, and 41 (13 male, 27 female), 248 from Apr. 2010 to Mar. 2011. The number of
counseling cases increased annually. Most patients who take counseling sessions were females in their
20’s and 30’s and more than 80% of the patients continue having them. The chief complaints were:
“Interpersonal troubles (40%),” “Independence-related challenges (38%),” “Anxiety (20%),” “Conflict
with their family (15%),” “Others (18%),” and in most cases, these issues are overlapped. The
psychosocial factors influencing these complaints were: 1. Deficiency of social skills caused by poor
human relations, 2. Low motivation for working and giving up working caused by subjective physical
capacity, 3. Anxiety regarding the condition/prognosis of their disease, 4. Close relationship between
parents and children coming from overprotection.
Conclusions: ACHD patients seem to have a lot of issues they would like to discuss during
counseling if given the chance. This fact is reflected by the increasing number of counseling cases from
year to year. There is a frequent occurrence of counseling cases dealing with “Interpersonal
troubles” and “Independence-related challenges,” which means patients tend to have psychosocial
issues, for example low motivation for working and deficiency of social skills caused by their condition,
and these issues seem to influence their mental health.
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2. From the point of view of the investigation

We do not have any knowledge about the psychosocial mechanism related to the mental health of
patients because only minimal research has been conducted on psychosocial functioning of Japanese
ACHD patients. The aim of this study was (1) to compare the psychosocial aspects of ACHD with that
of a control group, (2) to determine psychosocial factors influencing the mental health of patients.
Method: Seventy-two ACHD patients (aged 18-39; 57% male) and 86 control participants (aged 18—
39; 48% male) completed the SF-36, a measure of mental health, and four self-report questionnaires
measuring aspects of psychosocial functioning: Independent-Consciousness, Problem Solving, Locus of
Control, and Self-esteem.
Results: ANOVAs (sex xXACHD - control) revealed that patients showed significantly lower scores in “
Independence”, “Problem Solving”, and “ Self-esteem” as well as higher scores in “Dependence on
parents” compared to the control group. To examine the psychosocial factors influencing patients’
mental health, a structural equation model was performed. The finding showed that “Problem
Solving” was the most influential psychosocial factor on patients’ mental health and it was associated
with “Independence” and “Self-esteem.”
Conclusions: ACHD patients in Japan have psychosocial difficulties, and the psychosocial factors
influencing patients’ mental health are social problem-solving, independence, and self-esteem.
However, patients have poorer abilities than the control group in all of those areas, hence, they run
the risk of developing poor mental health.

Conclusions

Our study of psychosocial factors influencing mental health in ACHD patients from the point of
view of the practice and the investigation suggests that “Independence-related challenges,” which is a
chief complaint during counseling, can be recognized as low “Independence” and high “Dependence on
parents” in the investigation, and deficiency of social skills, such as “Interpersonal troubles”, can be
related even to low social problem solving ability. All of these may be leading to patients’ low “Self-
esteem”.

A lack of independence and social skills is a common feature of patients as shown both in the
investigation and the practice. Overall, patients have to cope with several difficulties in achieving a
level of maturity as adults, and it is difficult for them to maintain mental health.

It is highly recommended that preventive measures be taken for these patients hereafter with
perspective insight extending from childhood to adulthood to mitigate difficulties encountered in
adulthood, and more concrete suggestions are required as to how actual support should be offered to
help ACHD patients become functional in society.
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Roundtable Discussion 5

How to develop high quality ACHD Care center
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Koichiro Niwa MD, FACC, FAHA, FJCC
St. Luke international Hospital, Tokyo

Because of major advances in surgical and medical management, ever-increasing numbers of
patients with congenital heart disease (CHD) reach adulthood. With few exceptions, however,
reparative surgery is not radical with residua and sequelae that require life long surveillance.
Because of the complexities such as heart failure, arrhythmias, sudden death reoperation, cardiac
intervention and ablation inherent in the comprehensive care, proper follow-up and management are
mandatory.

Regarding caregiver for adult CHD (ACHD), transition from pediatric cardiologists and
cardiovascular surgeons to cardiologists those are well trained in the field of ACHD, is necessary.
Provision of comprehensive care by multidisciplinary teams including adult and pediatric
cardiologists and cardiovascular surgeons was the fundamental feature in care facilities for ACHD.
Training and education should be focused on the ACHD fellows who represent the next generation of
cardiologists and cardiovascular surgeon that will assume responsibility for this patient population.

Specialized tertiary care facilities developed in response to the increasing numbers of ACHD.
Because this patient population comprizes a relatively new area of specialized cardiovascular interest,
the first facilities necessarily evolved without preexisting guidelines or interaction. After the
establishment of initial favcilities in the North America and UK, the other following centers, the
directors of them were trained in these initial facilities, have been evolving in the North America,
Euro, and Asian-Pacific lesions including Japan.

In this lecture, I will characterize the major features of tertiary ACHD facilities in the North
America, Euro and Asia Pacific regions and clarify the historical and current situation and prospect in
adult CHD services.
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The ASEAN region : Issues and challenges in Adult Congenital
Heart Disease.

Geetha Kandavello

Institute Jantung Negara, Malaysia

Congenital Heart Disease (CHD) with an incidence of 0.8% is one of the most common inborn
defects. Advances in paediatric cardiology and cardiac surgery have lead to more than 85% of these
patients surviving to adulthood, creating a large and still growing population of adolescent and adult
patients with CHD. Many of them will face the prospect of further surgery, arrhythmias, intervention
and if managed inappropriately, overt heart failure and premature death.

In general the management of these patients will include

¢ The initial assessment of suspected or known CHD
eg. Uncorrected atrial septal defect ,ventricular septal defect or Tetralogy of Fallot presenting
in an adult

e Follow-up and continuing care of patients with moderate and complex lesions following total or
palliative surgery, for residual lesions, sequelae or complications. (eg arrhythmias, valvular
disease, persistent shunts, myocardial dysfunction, pulmonary vascular disease, problems
caused by prosthetic materials, infective endocarditis and thomboembolic events)

¢ Further surgical and nonsurgical intervention
eg. Right ventricle to pulmonary artery conduit in post tetralogy of Fallot correction with free
flow pulmonary regurgitation, Stenting of branch pulmonary artery stenosis

¢ Risk assessment and support for non cardiac surgery and pregnancy

e Management of Eisenmenger syndrome and pulmonary hypertension .
(risk reduction strategies, avoid routine venesection, identify and correct ferum deficiency
anaemia.
Role of pulmonary arterial hypertension targeted drug therapy .

e Social issues involving employment, insurance, genetic counseling and physical activities

The majority of adults with CHD will still require local follow up for geographic, social and/ or
health economic reasons. Primary care physicians and general adult cardiologist must therefore have
some understanding of the health needs and special issues in the general management of these
patients. Importantly community and hospital physicians must recognize promptly when to refer
these patients to an expert center.

Attendance to a tertiary adult congenital cardiac center should be considered for

1. The initial assessment of suspected or known congenital heart lesion

2. Follow up and continuing care of patients with moderate and severe complex lesions
3. Further surgical and catheter interventions
4

. Risk assessment and support for non cardiac surgery and pregnancy
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In the ASEAN region, there are many issues that contribute to difficulties in developing a

comprehensive healthcare system to cater for these patients with ACHD.

Some of the challenges are:

Large population with high birth rates

Most of the healthcare focus in on improving basic infant and childhood mortality and
healthcare. Some countries have limited facilities even to deal with children with congenital
heart disease.

Lack of funding and support from policy makers and administrators

Lack of organization and coordination

Duplication and uneven distribution of resources - multiple centers in large cities, none
in the provinces

Lack of expertise

Inadequate training of personnel with expertise in ACHD.

Ignorance and acceptance due to cultural belief, poverty and illiteracy.

This contributes to many patients with uncorrected and palliated CHD, patients with
complications and those that are loss to medical follow up.

Poor transition programmes from paediatric to adult health care services
contributes to improper and inadequate care of ACHD patients

Policy makers and physician as well as cardiac societies should work together to develop a

comprehensive healthcare plan to overcome these problems.

Some potential strategies could be:

1.
2.

To create awareness and educate physicians, patients and policy makes.

To develop policies on management protocols for standardization of care and referral to
appropriate centers. Drive the policy makers to integrate and coordinate the health care
services, They need to have better planning and distribution of resources

. Programmes to train personnel with expertise in not only managing ACHD patient but also

with appropriate skill in supportive non clinical areas eg imaging, counseling, laboratory,
exercise testing etc.

. We need to established regional GUCH centers with trained personnel and also focus on

multidisciplinary support

. To raise funding from multinational, foundations, the ministry of health.

The increase in the number of patients with CHD who will reach adulthood in the coming decades

makes it necessary to carefully consider the new healthcare demands that are being generated, who

should be responsible for them and how and where solutions can be found. Limitation have to be

addressed not only by the policy makers but cardiac societies and ACHD teams can play a role in

overcoming some of these challenges
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Evaluation of RV function in ACHD - complementary diagnosis with
echo and other modality

Ju-Le TAN

National Heart Centre, Singapore

The right ventricle (RV) is an important determinant of long-term morbidity and mortality in
ACHD patients. Imaging the RV is fraught with numerous challenges involving its unique tripartite
anatomy coupled with prominent trabeculations and thin RV walls, which limits the application of
geometric models for function and volume quantifications. Echo with its easy access, portability and
high resolution is the main imaging modality used in assessment of RV function in ACHD patients.
Other imaging modalities such as MRI, CT and Nuclear may give information that is additional as
well as complimentary to that obtained from echocardiography with regards to RV anatomy and
function.

In this lecture, we will look at echo parameters for assessment of RV systolic and diastolic function
and its equivalent measurements in other imaging modality. We will also look at how these different
imaging modalities can help in the assessment of RV function in specific congenital conditions such as
Tetralogy of Fallot, Eisenmenger Syndrome and Transposition of the Great Arteries (TGA).

Echo in the assessment of RV systolic function

2D and M-mode echo can be used to measure RV and right atrial (RA) area, RV wall thickness,
Tricuspid Annular Plane Systolic Excursion (TAPSE) and RV fractional area change. Doppler based
indices such as dP/dt of the TR velocity, myocardial performance index (MPI , myocardial acceleration
during isovolumic contraction (IVA), RV strain and strain-rate may be used to assess RV systolic
function.

Echo in the assessment of RV diastolic function
Very difficult to assess as loading condition varies. Tricuspid inflow E/A is not a reliable indicator
of function. Restrictive RV physiology usually present if there is evidence of antegrade diastolic flow

across the pulmonary valve during atrial contraction.

MRI in the assessment of RV dysfunction

MRI can be used to assess RV volumes, RV myocardial thickness and mass. The most widely used
MRI measurement of RV systolic function is the RV ejection fraction, calculated using the equation:
RVEF=(RV end diastolic volume - RVend systolic volume)/RVend diastolic volumel].

CT in the assessment of RV dysfunction

CT is not a technique of choice in comparison with echo or MRI because of the radiation and the
use of 1odinated contrast involved in its acquisition. Several studies have however been performed to
validate some of the CT derived measurements with that of MRI or echo. In comparison with MRI, CT
measurements slightly overestimated RV end-systolic and RV end-diastolic volumes due to the limited
temporal resolution of CT.
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Nuclear Imaging in the assessment of RV dysfunction

RVEF and volumes can be obtained from radionuclide studies. However, this requires ionizing
radiation and an adequate bolus injection for first pass studies. Its resolution is also poor and hence is
currently of limited used. The advantage of radionuclide is the possibility of providing for a reliable
quantitative measurement of RVEF not based upon assumptions of ventricular geometry.

The use of multiple imaging modalities in the following conditions will be briefly
discussed

e TOF

¢ Eisenmenger Syndrome
e Systemic RV in post atrial switch for TGA/CCTGA

Conclusion

Assessment of RV function in ACHD patients remains challenging but improvement in technology
across all imaging modalities have helped to some extent. Validation on techniques of the different
imaging modalities is required to provide for robust assessment of the RV. Understanding the
strengths and limitations of each imaging modality will help in determining the use and
interpretation of the various RV parameters in guiding the assessment of RV dysfunction in different
congenital conditions.
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New Strategies for Patients with Atrial Septal Defect and Severe Pulmonary
Arterial Hypertension: Combination of Medical Therapy
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Tomotake Tokuno®), Toshiro Shinke®, Atsushi Yao”), Katsumasa Miyaji6), Hiromi Matsubara®,
Kengo Kusano!), Shunji Sano”, Hiroshi Ito!

Dcardiovascular Medicine, Y Cardiac Intensive Caare Unit, Okayama University Hospital, 3)Kyushu
University Graduate School of Medical Sciences, Department of Cardiovascular Medicine, YKobe
University Graduate School of Medicine, Department of Internal Medicine, Division of Cardiovascular
Medicine, 3)Graduate School of Medicine, University of Tokyo, Department of Cardiovascular Medicine,
®National Hospital Organization Okayama Medical Center, Division of Cardiology, 7Cardiovascular
Surgery, Okayama University Hospital

Background: Therapeutic strategy for atrial septal defect (ASD) patients with severe pulmonary artery
hypertension (PAH) still remains controversial. Recent advances in medical therapy for PAH and catheter
intervention may provide new therapeutic approaches in these patients. Method: Four ASD patients complicated
with severe PAH (mean pulmonary artery pressure >40 mmHg) were studied. Medication for PAH included
intravenous or oral prostanoids (n=2), phosphodieterase type 5 inhibitors (n=2), endothelin receptor antagonists
(n=4). After confirmation of therapeutic efficacy of medication for PAH, catheter closure of ASD was performed.
Estimated initial systolic pulmonary pressures at the time of catheter closure ranged from were 57 mmHg to 68
mmHg. Qp/Qs ranged from 1.9 to 2.2. Device size ranged from 22 mm to 34 mm. Results: After catheter closure,
in all the patients, symptoms of heart failure improved and estimated pulmonary pressure decreased (ranged 26
mmHg to 50 mmHg). Conclusion: Combination of advanced medical therapy for PAH and catheter closure of
ASD may expand the therapeutic indication to this patient population.
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Clinical profile of Eisenmenger syndrome in the era of specific pulmonary
vasodilators and lung transplantation
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$2-1 Ventricular tachycardia and sudden cardiac death in adults with
tetralogy of Fallot (TOF)

June Huh, MD, PhD

Samsung Medical Center, Cardiac and Vascular Center, Department of Pediatrics,
Sungkyunkwan University School of Medicine, Seoul, Republic of Korea

Improvement of total care in congenital heart diseases has led to increasing population of adult CHD patients.
Tetralogy of Fallot, common form of cyanotic CHD, also has large population of surviving repaired cyanotic CHD
into adulthood. Longterm complications such as arrhythmia, heart failure, and infective endocarditis have
become hot topics in the management of this population. In patients with repaired TOF, sustained ventricular
tachycardia and sudden cardiac death are reported to be 11.9% and 8.3%, respectively, with incidence per decade
of sudden death of 1.2-3.0% 1®. Ventricular tachycardia after repair of tetralogy of Fallot (TOF) can serve as a
paradigm for postoperative ventricular tachycardia in the CHD population.

Reentry mechanism is known to be the main mechanism of arrhythmia, which circulates around the scar or
patch in the right ventricular outflow tract 2 Long-lasting pressure overload of the right ventricle and long-
standing hypoxemia could contribute to pathologic changes such as cardiomyocytic degeneration and interstitial
fibrosis, which have been implicated in myocardial dysfunction and ventricular arrhythmias. Sudden cardiac
death is another big issue in postoperative TOF/PA with VSD. It is reported that ventricular arrhythmia is
related to this ®. Most common arrhythmias in postoperative TOF/ PA with VSD occur in atrium. But life
threatening event is thought to mainly be associated with ventricular arrhythmias.

Risk factors that could predict ventricular arrhythmias are older age at operation, RV dysfunction, LV
dysfunction, severe PR, prolonged QRS, and rapid increase of QRS duration, and history of sustained ventricular
tachycardia. Those risk factors indicate that ventricular arrhythmia may occur in the milieu of optimal condition
consisting of 1) anatomical substrate such as surgical scar or cardiac damage before surgery, and 2) hemodynamic
change such as severe PR, and 3) electrical change such as prolonged QRS. Until now, we do not find risk factors
of high predictability for ventricular arrhythmia. Recently, noninvasive tools such as micro T wave alternance,
fragmentation of QRS ® and signal averaging ECG are being investigated for congenital heart diseases. The risk
factors of ventricular tachycardia in repaired TOF are as follows: moderate or severe pulmonary regurgitation,
history of sustained ventricular tachycardia, moderate or severe left ventricular dysfunction, prolonged QRS
duration more than 180 ms, and rapid change of QRS duration 715)

Pulmonary valve replacement reduces right ventricular size and stabilizes QRS duration; however,
substantial reduction in the incidence of subsequent monomorphic ventricular tachycardia is controversial 167,
Predisposing factors to rhythm disturbances in adult with repaired TOF include underlying cardiac defects,
hemodynamic changes as part of the natural history, surgical repair and related scarring, and residual
hemodynamic abnormalities as mentioned above. Acquired factors such as aging, hypertension, diabetes, obesity,
and others may also contribute to arrhythmogenesis in repaired TOF.

By assessing predisposing and acquired factors, the total risk of arrhythmia in this repaired TOF case can be
evaluated step by step, as follows: Step 1: Underlying congenital defect. Step 2: Hemodynamic changes as part of
the natural history of TOF. Step 3: Surgical repair and scarring in repaired TOF. Step 4: Residual postoperative
hemodynamic abnormalities. Step 5: In addition to those factors, acquired factors also contribute to the
development of arrhythmias. Then, according to the subcomponents of cardiac conduction system, a stepwise
approach to specific diagnosis of arrhythmias can be done.
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$2-2 Complete Transposition of the Great Arteries

Michael Gatzoulis
Royal Brompton Hospital, London

Description of the lesion

In patients with complete transposition of the great arteries (TGA; Fig. 13.1), there is atrioventricular
concordance and ventriculoarterial discordance—i.e. the right atrium connects to the morphological right
ventricle which gives rise to the aorta and the left atrium connects to the morphologic left ventricle which gives
rise to the pulmonary artery (Fig. 13.2). Consequently, the pulmonary and systemic circulations are connected in
parallel rather than the normal inseries connection. This situation is incompatible with life unless mixing of the
two circuits occurs.

Presentation and course in childhood

Newborns are typically pink at birth but become progressively cyanotic as the ductus closes. Survival before
surgical repair is dependent upon mixing of the circulations at one level or another, whether natural (ventricular
septal defect, VSD; atrial septal defect, ASD; patent ductus arteriosus, PDA) or by intervention (Blalock-Hanlon
atrial septectomy or Rashkind balloon atrial septostomy).

Unoperated transposition is a lethal condition with 90% mortality by the age of one year. Nearly all patients
will have had surgical intervention (atrial switch (Fig. 13.3), arterial switch, or Rastelli operation—see below)
early on, with the exception perhaps of patients with a large VSD who may survive into adulthood without inter-
vention and present with pulmonary vascular disease.
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Normal Complete Congenitally
transposition corrected
transposition

Fig.13.1 Transposition of great arteries. Left panel: normal heart. Middle panel: complete (or
simple) transposition—patients present with cyanosis soon after birth. Right panel: congenitally
corrected transposition—patients present usually later depending on associated lesions (see
Chapter 14). RA, right atrium; RV, right ventricle; LA, left atrium; LV, left ventricle; P, pulmonary
trunk; A, aorta.

Fig. 13.2 Complete transposition of great arteries (cardiac MRI). Note anterior aorta arising
from a hypertrophied systemic right ventricle (left part) and posterior pulmonary artery aris-

ing from the left ventricle. Note banana-shaped left ventricle (right lower panel) due to right
ventricular dilatation. Patients with transposition complexes have a systemic right ventricle. The
latter—despite adaptation and remodeling to support the systemic load—is associated with late
ventricular dysfunction and failure in a proportion of patients.

Physical examination

e Atrial switch: right ventricular parasternal lift, a normal S;, a single loud Sy (P, is not heard because of its
posterior location), a holosystolic murmur from tricuspid regurgitation if present.

e Arterial switch: appears normal on physical examination. Diastolic murmur from neo-aortic valve regurgitation
and systolic ejection murmur from right ventricular outfl ow tract obstruction (RVOTO) may be present.

Useful investigations

e EKG: sinus bradycardia or junctional rhythm, in the absence of a right atrial overload pattern, with evidence
of right ventricular hypertrophy is characteristically present in patients following the atrial switch procedure.
The EKG is typically normal in patients following the arterial switch procedure.

¢ Chest radiography: on the posteroanterior film, a narrow vascular pedicle with an oblong cardiac silhouette
(‘egg on its side’) is typically seen in patients following the atrial switch procedure. For the arterial switch,
normal mediastinal borders.

e Echocardiography: following the atrial switch procedure, parallel great arteries are the hallmark of TGA.
Qualitative assessment of systemic right ventricular function, the degree of tricuspid regurgitation and the
presence or absence of subpulmonic left ventricular obstruction (dynamic or fi xed) is possible. Assessment of
baffl e leak or obstruction is best done using color and Doppler flow.

After arterial switch, neo-aortic valve regurgitation, supravalvar pulmonary stenosis and segmental wall
motion abnormality from ischemia due to coronary ostial stenosis should be sought. In patients with the Rastelli
operation, left ventricular to aorta tunnel obstruction as well as right ventricular to pulmonary artery conduit
degeneration (stenosis/regurgitation) must be sought.
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Surgical management

o Atrial switch (see Figs 13.2 and 13.3) (Mustard or Senning procedure): blood is redirected at the atrial level
using a baffle made of Dacron® or pericardium (Mustard operation) or atrial flaps (Senning operation),
achieving physiologic correction. Systemic venous return is diverted through the mitral valve into the
subpulmonary morphologic left ventricle and the pulmonary venous return is rerouted via the tricuspid valve
into the subaortic morphologic right ventricle. By virtue of this repair, the morphologic right ventricle is left to
support the systemic circulation.

o Arterial switch (Jatene procedure): blood is redirected at the great artery level by switching the aorta and
pulmonary arteries such that the morphologic left ventricle becomes the subaortic ventricle and supports the
systemic circulation, and the morphologic right ventricle becomes the subpulmonary ventricle.

* Rastelli procedure (for patients with VSD and pulmonary/subpulmonary stenosis): blood is redirected at the
ventricular level with the left ventricle tunneled to the aorta via the VSD and a valved conduit placed from the
right ventricle to the pulmonary artery. By virtue of this procedure, the left ventricle supports the systemic
circulation.

Fig. 13.3 Mustard procedure (the same patient as in Fig. 13.2—cardiac MRI). Consists of atrial
redirection of flow to correct cyanosis. Patient continues to have the right ventricle supporting
the systemic circulation. Mild stenosis of the superior vena cava part of the baffle (anastomosis)
is seen at the left upper panel, leading to dilatation of the inferior vena cava anastomosis at the
left bottom panel. Some of the drainage of the upper systemic venous blood is facilitated via the
azygous system (not seen in this figure). Systemic veins drain into the smooth trabeculated left
ventricle at the right bottom part of figure.

Late complications
e Following atrial switch procedure, one of the following complications may occur:
— signifi cant systemic (tricuspid) atrioventricular (AV) valve regurgitation (40%);
— systemic right ventricular dysfunction (40%);
— symptomatic bradycardia (sinus node dysfunction, AV node block) (50%)
— atrial flutter and fibrillation (20% by age 20);
— superior or inferior vena cava pathway obstruction;
— pulmonary venous obstruction (rare);
— atrial baffle leak.
e Following arterial switch procedure, the following complications may occur:
— right ventricular outflow tract obstruction;
— neo-aortic valve regurgitation;
— myocardial ischemia from coronary artery obstruction.

e Following the Rastelli procedure, the following complications may occur:
— right ventricle-to-pulmonary artery conduit stenosis;
— signifi cant subaortic obstruction (across LV-aorta tunnel);
— residual VSD.

Recommended follow-up
Regular follow-up by physicians with special expertise in adult congenital heart disease is recommended.

o Atrial switch: serial follow-up of systemic right ventricular function is warranted. Echocardiography and RNA
can be used, although MRI is especially useful.
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e Arterial switch: regular follow-up with echocardiography is recommended.

* Rastelli: regular follow-up with echocardiography is warranted given the inevitability of conduit degeneration
over time.

e Holter monitoring is recommended to diagnose unacceptable brady- or tachyarrhythmias.

Endocarditis recommendations

e All patients with DTGA status after atrial switch or Rastelli procedure should take SBE prophylaxis for life.

e Patients with DTGA status after arterial switch should take SBE prophylaxis if any residual hemodynamic
disturbances are present (mild pulmonary stenosis, aortic regurgitation, etc.).

Exercise
¢ In the absence of severe cardiomegaly or severe pulmonary hypertension, patients should be restricted to class
1A type activities (see Chapter 6).

e Patients with severe cardiomegaly or severe pulmonary hypertension should not exercise.

Pregnancy and contraception

Pregnancy in women with a normal functional class following atrial switch operation is usually well tolerated.
Worsening of systemic right ventricular function during or shortly after pregnancy, however, has been reported.
ACE inhibitors should be stopped before pregnancy occurs.

Long-term outcome
e Atrial switch
— Following atrial baffle surgery, most patients reaching adulthood will be in NYHA class I-II.
— Progressive systemic right ventricular dysfunction and left AV valve regurgitation is the rule.
— About 10% of patients will present with frank symptoms of congestive heart failure.
— Atrial flutter/fi brillation occurs in 20% of patients by age 20.
— Progressive sinus node dysfunction is seen in half of the patients by early adulthood.
e Arterial switch
— Supravalvar pulmonary stenosis.
— Ostial coronary artery disease.
— Progressive neo-aortic valve regurgitation.
e Rastelli procedure
— Progressive right ventricular to pulmonary artery conduit obstruction can cause exercise intolerance or right
ventricular angina.
— Left ventricular tunnel obstruction can present as dyspnea or syncope.

Key clinical points
e Patients with an atrial switch procedure and severe systemic (tricuspid) AV valve regurgitation may need:
— valve replacement if systemic ventricular function is adequate;
— consideration of heart transplantation;
— a conversion procedure to an arterial switch following retraining of the left ventricle with a pulmonary artery
band.

e Following an atrial switch procedure, atrial tachyarrhythmias and/or bradycardia commonly develop in early
adulthood.

Corrected Transposition of the Great Arteries

Description of the lesion

In congenitally corrected transposition of the great arteries (L-TGA or CCTGA), the connections of both the
atria to ventricles and of the ventricles to the great arteries are discordant. Systemic venous blood passes from
the right atriumthrough a mitral valve to the left ventricle and then to the right-sided posteriorly located
pulmonary artery. Pulmonary venous blood passes from the left atrium through a tricuspid valve to the right
ventricle and then to an anterior, left-sided aorta (see Fig. 13.1). The circulation is thus ‘physiologically’ corrected,
but the morphologic right ventricle supports the systemic circulation.

Associated anomalies occur in up to 98% and include:

VSD (~75%);
¢ pulmonary or subpulmonary stenosis (~75%);
¢ left-sided (tricuspid and often ‘Ebstein-like’) valve anomalies (>75%);
¢ complete AV block (~2% per year).

Incidence and etiology
Congenitally corrected transposition of the great arteries is a rare condition, accounting for less than 1% of all
congenital heart disease.
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Presentation and course in childhood

Patients with no associated defects (~1% of all such patients) are acyanotic and often asymptomatic until late
adulthood. Dyspnea and exercise intolerance from systemic ventricular failure and significant left AV valve
regurgitation will usually manifest itself by the fourth or fifth decade, and palpitations from supraventricular
arrhythmias may arise in the fifth or sixth decade.

Patients with a VSD and pulmonary outflow tract obstruction will either present in congestive heart failure
(if VSD large) or cyanosed (if RVOTO severe) and will undergo classic repair (VSD patch closure with RVOT relief
of obstruction) or double switch operation (atrial and arterial switch procedure) early on.

Signifi cant left AV valve regurgitation is rarely seen in childhood and is more likely to arise later on or after
classic repair type surgery.

Physical examination

* A single loud Sy (Ay) will be heard, Py being silent due to its posterior location. The murmur of an associated
VSD or left atrioventricular valve regurgitation may be heard. The murmur of pulmonary stenosis will radiate
upward and to the right, given the rightward direction of the main pulmonary artery.

e If complete heart block is present, cannon A waves with an S; of variable intensity will be present.

Useful investigations

¢ EKG: complete atrioventricular block can be present. The presence of Q wave in leads V;_y combined with an
absent Q wave in leads Vj_g is typical and reflects the initial right-to-left septal depolarization occurring in the
setting of ‘ventricular inversion’. This should not be mistaken for evidence of previous anterior myocardial
infarction.

¢ Chest radiography: because of the unusual position of the great vessels (pulmonary artery to the right and
aorta to the left), the pulmonary trunk is inconspicuous and an abnormal bulge along the left side of the cardiac
contour reflects the left-sided ascending aorta rising to the aortic knuckle.

Surgical management

e Classic repair: this procedure consists of VSD patch closure, left ventricular to pulmonary artery valved
conduit insertion and systemic tricuspid valve replacement. Patients having undergone ‘classic’ repair continue
to have a morphologic right ventricle supporting the systemic circulation.

e Double switch operation: This procedure consist of an atrial switch procedure (Mustard or Senning) together
with an arterial switch procedure. It should be considered for patients with severe tricuspid regurgitation and
systemic ventricular dysfunction. Its purpose is to relocate the left ventricle into the systemic circulation and
the right ventricle into the pulmonary circulation, achieving ‘anatomic’ correction. Firstly, the LV must be
appropriately ‘trained’.

e Complete AV block may require pacemaker implantation for symptoms, progressive or profound bradycardia,
poor exercise heart rate response or cardiac enlargement.

Late complications

Natural history after ‘classic’ repair:

¢ progressive systemic (tricuspid) AV valve regurgitation;

¢ progressive systemic (right) ventricular dysfunction;

e atrial arrhythmias;

® acquired complete atrioventricular block continues to develop at 2% per year, and is especially common at the
time of heart surgery (25%);

¢ subpulmonary (morphologic left) ventricular dysfunction.

Recommended follow-up
All patients should have at least annual cardiology follow-up with an expert in the care of adult patients with
congenital cardiac defects. Regular assessment of systemic (tricuspid) atrioventricular valve regurgitation by
serial echocardiographic studies and systemic ventricular function by MRI (preferably) should be performed.
Holter recording may be useful if paroxysmal atrial arrhythmias or transient complete AV block is suspected.
Endocarditis recommendations
e Unoperated CCTGA with associated left atrioventricular valve regurgitation, subPS or VSD should observe
endocarditis prophylaxis for life.
e Patients who have undergone classic repair with residual lesions, prosthetic LAVV or double switch should
practice SBE prophylaxis for life.
Exercise
e In the absence of severe pulmonary hypertension or cardiomegaly, patients with CCTGA should restrict their
activities to class 1A types.

e Patients with severe cardiomegaly or severe pulmonary hypertension should not exercise.
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Pregnancy

Pregnancy may be associated with a marked deterioration in systemic right ventricular function and/or the
development or worsening of systemic (tricuspid) AV valve regurgitation. Moderate to severe systemic ventricular
dysfunction as well as the presence of cyanosis prepartum increases maternal morbidity and fetal losses. Close
supervision of such pregnant patients is recommended.

Key clinical points
e Left AV valve replacement should be performed before systemic right ventricular function deteriorates, namely
at an ejection fraction >45%.

e Left AV valve repair is usually unsuccessful because of the abnormal, often ‘Ebstein-like’, anatomy of the valve.
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The clinical pictures of sudden cardiac arrest in the patients with adult
congenital heart disease.
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$2-4 Catheter Ablation for Ventricular Tachycardia in Adults with Congenital Heart
Disease.
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Tetsuyuki Manaka'), Morio Shoda!), Nobuhisa Hagiwara), Daiji Takeuchi®, Keiko Toyohara?,
Toshio Nakanishi?

1)Dept. of Cardiology, 2)Dept. of Pediatric Cardiology, Tokyo Women’s Medical University

Though the life expectancy has improved in rapidly growing population of adult patients with congenital
heart disease (CHD), sudden cardiac death (SCD) remains most common cause of mortality. SCD is mostly
associated with the ventricular tachy-arrhythmias, which are sometimes resistant to anti-arrhythmic drugs, and
require radiofrequency catheter ablation (RFCA) or defibrillators. In patients with surgical ventricular repair,
ventriculotomy or patch-suture scars constitute the arrhythmogenic substrate for macroreentrant ventricular
tachycardia (VT). Especially the VT is common in patients after repair of Tetralogy of Fallot (TOF). According to
the published data, the prevalence of VT in TOF patients ranges between 3 and 14%, with a risk for SCD
estimated at 2% per decade.

RFCA has shown remarkable progress in a last decade. It is a hope to eliminate VT in such patients, and we
have challenged RFCA for VT all the time.

In our institution, among 11 adult patients with CHD who underwent the RFCA for VT from 2005 to 2012 (3
male, mean age 43.2y.0. TOF n=5, VSD n=4, TGA n=1, AVSD n=1), RFCA was succeeded in 7 patient (64%). This
ablation success rate considered still low and not sufficient compared to the ablation success rate (70-80%) for
atrial tachycardia. This data suggests the difficulty of VT ablation, despite the recent innovation of technology
brought us the higher success rate for RFCA of other tachy-arrhythmias.

The complex anatomy, thickness of ventricular wall due to the long-lasting pressure/volume burden, the
calcified lesion on the endocardial surface, and hemodynamically instability of induced VT, possibly prevent the
stable mapping and ablation success in most cases. The ablation technique like the linear ablation between the
scars referring to the three-dimensional mapping, or the technical progress of ablation catheter to create the
deeper lesion, is required to improve the ablation success.

Although it is still challenging, RFCA is useful to eliminate fatal ventricular arrhythmia in some proportion
of adult patients with CHD.
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$2-5 ICD therapy for ventricular tachycardia and sudden death in adults with
congenital heart disease

Morio ShodaV, Tetsuyuki Manakal), Koichiro Ejimal), Keiko Toyoharaz), Daiji Takeuchi?,
Toshio Nakanishi?, Nobuhisa Hagiwaral)
l)Department of Cardiology, Z)Department of Pediatric Cardiology, Tokyo Women’s Medical University

ICD is an established treatment for malignant ventricular arrhythmias that may cause sudden cardiac death.
The original indication of ICD was to patients with a history of cardiac arrest or ventricular tachyarrhythmias, as
the secondary prevention. Then, ICD began to be implanted to the high-risk patients for sudden cardiac death, as
the primary prevention. For the latter indication, risk stratification process is so important that a lot of
investigations have revealed evidence that can delineate high-risk groups. For ischemic and non-ischemic
cardiomyopathy, low left ventricular ejection fraction is a strong indicator of the risk, and for hypertrophic
cardiomyopathy, gene abnormality and left ventricular wall thickening are as well. However, risk stratification
for adult congenital heart disease has not yet been established. Moreover, the role of ICD in contrast with
antiarrhythmic drug, catheter ablation and surgery is still unclear. Indication, risk stratification of sudden
cardiac death, method of implantation for adult patients with congenital heart disease will be discussed in this
presentation.
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Survey of reoperation indication in patients with tetralogy of Fallot in Japan
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1)Department of Cardiology, St. Luke’s International hospital,
DResearch Committee, Japanese Society for Adult Congenital Heart Disease

Although survival rate of repaired TOF has been dramatically improving, postoperative anatomical and
functional residua and sequela such as cardiac failure, arrhythmias and sudden death are still challenging issues
to be solved. There is no consensus about indication and optimal timing of reoperation for patients with repaired
TOF, especially in Japan. We performed cross-sectional questionnaire survey of reoperation in these patients
through a Japanese multicenter study in 2011. Survey questionnaire included the number of repaired TOF
patients with the age over 15 years old, reoperation indications, and management. 41.5% (78/188) hospital in
total replied. Total number of repaired TOF patients was 4010, and sudden cardiac death was observed in 45. 236
(5.9%) patients experienced reoperation due to various reasons. Pulmonary stenosis (32%), and pulmonary
regurgitation (29%) were most frequent reasons of reoperation. The indication of reoperation was not uniform and
different among hospitals. Our nation-wide survey results are useful for having global number and indication of
reoperation in repaired TOF patients in Japan. In near future, we should correct detailed data on reoperation and
establish the proper guidelines for reoperation in these patients.

F1-2 PVR long after the repair of ToF- Does pulmonary annulus preservation upon ToF
repair lower the risk of PVR?

Tae-Jin Yun
Asan Medical Center

Tetralogy of Fallot (ToF) can be best understood as a spectrum of disease, and controversy has centered on
optimal right ventricular outflow tract (RVOT) reconstruction method for each patient with different disease
severity. RVOT reconstruction with pulmonary annulus preservation (AP) is generally believed to be superior to
trans-annular patching (TAP) for the prevention of later development of pulmonary insufficiency and RV
dilatation, and many clinical reports have supported this concept. In general, determination of AP or TAP
depends on the anatomical disposition of individual patients. For instance, there is a subset of patients, in one
extreme of the spectrum, whose pulmonary valve annulus can be preserved (AP) by most of surgeons. In the other
extreme of the spectrum, there is another subset of patients who are to have trans-annular patch (TAP)
regardless of the ability or the intention of AP. In between these two extremes, however, there is a wide gray zone
where RVOT reconstruction method is determined by the surgeon’s preference or institutional bias (Figure 1).
Over-reliance on TAP results in superfluous pulmonary insufficiency and right ventricular (RV) dilatation in
patients who would benefit from AP, while overly aggressive AP strategies may lead to excessive RV hypertension
and hypertrophy which would necessitate repeated re-interventions to relieve RVOT obstruction (Figure 2). For
the fair comparison between AP and TAP strategies, therefore, patients in the ‘gray zone’ should be selected
either by prospective randomization or propensity score matching. However, information regarding the long-term
outcomes of patients who would have either AP or TAP depending on the surgical strategies (i.e. patients in the
gray zone) is sparse.
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Is AP beneficial for the alleviation of later PR?: AMC experience

Among the 299 consecutive infants who underwent total correction of tetralogy of Fallot from January 1989 to
December 2005 at AMC, echocardiographic data were available in 255 (255/299, 87.6%) patients. Seventy-five
patients (72/255, 28.2%) underwent repair with pulmonary annulus preservation (AP) and 183 (183/255, 71.8%)
received trans-annular patching (TAP). Follow-up duration of these 255 patients was 113.2 + 54.0 months. During
the follow-up, 12 patients (4.6%) died and 17 received pulmonary valve implantation (PVI). For the assessment of
the risk of later PVI in terms of right ventricular outflow tract reconstruction method, 114 patients (AP group=57,
TAP group=57) were selected using propensity score matching for various preoperative variables, such as age and
body weight at operation, sex, pulmonary artery size, pre-repair palliation, anatomical types of ventricular septal
defect, and Z-score of pulmonary valve annulus size (PVA-Z) (Table 1). PVA-Z of AP and TAP groups were -2.3 +
1.3 and -2.1 + 1.3, respectively (»=0.547). Mean follow-up duration was 123 + 46 months (AP, 117 + 38 months
versus TAP, 128 + 53 months; p=0.191). During the follow-up periods, there were 12 reoperations for right
ventricular outflow tract obstruction (RVOTO) (6 in AP, 6 in TAP), 7 PVI (all in TAP), and 2 late deaths. While
freedom from reoperation for RVOTO was comparable between the two groups (p=0.182), freedom from PVI at
postoperative 10 and 15 years were significantly lower in the TAP group (98%, 63%) than in the AP group (100%,
100%) (p=0.015) (Figure 3).

Table 1. Baseline characteristics of the study population

All patients Propensity-matched patients
Variables AP TAP AP TAP
(n=72) (n=183) P (n=57) (n=57) P
Age (months) 9.1+2.0 89+24 441 9.3+1.9 9.3+22 .891
Female sex (%) 28 (38.9) 66 (36.1) 674 19 (33.3) 21 (36.8) .695
Body weight (kg) 8.0+1.4 81+15 .665 8.2+1.3 8.3+1.3 .702
PVA z-score 2.0+1.4 -29+1.6 <.001 -2.3+1.3 -2.1+1.3 547
PAI (mm?%/m?) 299 + 122 240 + 146 .003 283+ 117 259 + 108 .246
McGoon ratio 2.4+0.4 2.2+0.5 .003 2.4+05 2.3+0.4 .492
VSD type
PM 56 (71.8) 147 (80.3) 42 (73.7) 45 (78.9)
MO 9(12.5) 14 (7.7) 8 (14.0) 4(7.0)
SA 4(5.6) 15 (8.2) .603 4(7.0) 5(8.8) .692
TCD 3(4.2) 7(3.8) 3(5.3) 3(5.3)
Palliation
No palliation 69 (95.8) 161 (88.0) 54 (94.7) 57 (100)
RMBT shunt 3 (4.2) 4(2.2) 3(5.3) 0(0.0)
LMBT shunt 0(0.0) 2(1.1) .028 0(0.0) 0(0.0) .243
Central shunt 0(0.0) 1(0.5) 0 (0.0) 0(0.0)
RVOT relief 0(0.0) 15 (8.2) 0(0.0) 0(0.0)
CPB time (min) 100 + 36 105 + 34 .318 104 + 37 98 + 20 .250
ACC time (min) 60 =21 58+ 18 729 60 = 21 57+ 14 .286

AP, annulus preservation; TAP, transannular patch; PVA, pulmonary valve annulus; PAI, pulmonary artery
index; VSD, ventricular septal defect; PM, perimanbranous; MO, muscular outlet; SA, subarterial; TCD, total
conal defect; RMBT, right modified Blalock-Taussigi LMBT, left modified Blalock-Taussig; RVOT, right
ventricular outflow tract; CPB, cardiopulmonary bypass; ACC, aortic cross clamp.
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Annulus preservation upon ToF repair: AMC experience.

Medical record of 170 consecutive patients, who underwent total correction of ToF by a single surgeon (Tae-Jin
Yun) from September 1997 to August 2012, was retrospectively reviewed. ToF associated with pulmonary atresia,
absent pulmonary valve syndrome or atrioventricular septal defect were excluded from the study. There were 102
male and 68 female patients, and age at repair ranged from 11 days to 57 years (median: 8.1 months), including 4
neonates and 17 young infants (age < 3 months). Most of the patients (118/170, 69.4%) underwent their
operations within 12 months of age. Body weight ranged from 3.1 kg to 77 kg (median: 8.1kg), and median PVA
(Z) was -2.43. Twenty patients had undergone palliative procedures before definitive surgical repair, including 19
modified Blalock—Taussing shunt and one central shunt.

There was no early mortality and 2 late deaths of unknown cause. AP was achieved in 142 children (142/170,
83.5%), and, among them, an infundibular patch was placed in 107 (107/142, 75%). TAP was required only in 28
children (16%). Median follow-up duration was 38 months (1 — 175 months), and follow-up was complete in 94% of
the patients. During the follow-up, 13 patients underwent reoperation (9 in AP group, 4 in TAP group) for
relieving residual RVOT obstruction with (n=6) / without (n=6) resection of RVOT aneurysm, or closure of
residual VSD (n=1). RVOT aneurysm was observed on follow-up echocardiography in 11 patients, of whom 6
underwent reoperation for RVOT aneurysmectomy. By multivariate analysis (Cox survival model), small PVS (Z)
(p=0.012) and TAP (p<0.001) were identified as risk factors for significant postoperative pulmonary regurgitation
(PR), and residual RVOT obstruction was found to be a risk factor for the development of RVOT aneurysm
(p=0.032).

VSD types and RVOTO after AP: AMC experience.

Differing from perimembranous or muscular VSD, subarterial (SA) VSD has extremely uneven geographic
distribution: It is more prevalent in northeast Asia than in the Occident. This is also the case for the types of VSD
in TOF. In Japan, for instance, the association of SA VSD with ToF has been reported to be up to 20%. Thus,
studies on SA VSD in TOF have been conducted much more frequently in Asia, especially in Japan. Previous
studies implied a higher rate of transannular patch (TAP), a higher risk of postoperative RVOTO, frequent
development of postoperative aortic regurgitation and even higher mortality in this subset. However, these
studies have several pitfalls. With respect to the frequent need for TAP, we speculate that deficient infundibular
septum is not necessarily a risk factor for TAP, because TAP probability could well be determined by PVA size
alone, and because patients with SA VSD may have even larger PVA than patients with other types of VSD. Thus,
higher incidence of TAP in the previous studies might have had more to do with institutional bias or individual
surgeon’s preference. Additionally, the age at repair in the previous reports is older than that of the contemporary
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series, which are mostly comprised of patients who undergo repair during infancy. Furthermore, the risk of
RVOTO after ToF repair cannot be assessed plausibly without taking RVOT reconstruction strategy into account
- that is, the risk of RVOTO can be analyzed plausibly in patients who are operated on by surgeons who favor
aggressive PVA preservation, because over-reliance on TAP may alleviate the deleterious effect of ISD on the
development of postoperative RVOTO. Our study is distinctive compared to the previous reports in that
postoperative outcome of ToF with SA VSD was looked at in patients who had repair mostly during infancy G.e.
median age at repair of 9 months) under aggressive PVA preservation strategy (i.e. 80% of annulus preservation
rate). From our recent experience, we have inferred that higher risk of RVOTO in patients with infundibular
septal deficiency (ISD) may be related to the surgical technique used for VSD closure as well as unique anatomic
predisposition to RVOTO. Three possible explanations can be given for frequent postoperative RVOTO in the
patients with ISD: 1) Subpulmonary extension of VSD and anchoring of a VSD patch to the pulmonary annulus
may restrict the growth of the PVA, as was demonstrated in isolated SA VSD, 2) posterior wall of the
infundibulum formed by prosthetic material (i.e. VSD patch) may restrict the growth of the infundibulum, and 3)
oversized VSD patch protruding into the RVOT may cause flow turbulence and fibrotic tissue growth more easily
in this group than others . To test these hypotheses, we sought to determine the impact of ISD on the
development of RVOTO in patients who were operated on under an aggressive PVA preservation strategy.
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Pitfalls at reoperations long after repair of congenital heart malformations
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To achieve successful redo surgery long after the initial repair of cardiac malformations requires several
points of vital importance to be noted. Firstly, a safe approach to the heart is paramount. When to decide and
how to use femoral vessels to establish cardiopulmonary bypass requires efficient logic. Secondly, paying careful
attention to the surgical techniques that were previously employed. Each surgeon has his/her own preference
and habits, so that reparative procedures are quite diverse. Variations in operative techniques should be
recognized precisely as misunderstanding of previous methods may result in harmful consequences at
reoperation. The third point is the ongoing change in tissues and structural orientation that are unique to adults
with congenital heart disease. In addition to ‘congenital’ factors such as the initial malformation and surgically
modified morphology, some acquired factors warrant attention. These include tissue degeneration and
calcification related to haemodynamic impediments or aging. There is no doubt that surgical materials used at
previous procedures can also affect redo manoeuvres. The fourth point relates to issues around heart rhythm.
Arrhythmias do not necessarily improve after treating haemodynamic lesions. Therefore, surgical strategy ought
to be combined with electro-physiologic management in the catheter lab. The fifth point is to plan for the future.
Adult congenital heart disease is a life-long problem, so future re-interventions (either surgical or percutaneous),
when needed, should ideally be achieved readily. Thoughtful reoperations can make future surgery safer and/or
future catheter intervention more applicable or effective. In this respect, operative notes must be documented
accurately and handed over for the next generation. Thus, pitfalls at reoperations in adults with congenital heart
disease are overcome not only by the skills and experience of the surgeon, but also by copious knowledge, sharp
wisdom, and deep insight.
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The study of TCPC conversion cases in adulthood
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Indication and timing of TCPC conversion from long-term QOL
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rhythm T® - 72EFIONYHAIL 1:79%, 11:18%, II1:3% TdH - 727%, irregular rhythm 2547 L 724E 6] TIX11:71%, III:
29% L ARETH o 7.

[#58] TCPC conversion 2[5 LATRIBNPE LA B 2 BN T-Th o 7. WAl G AR T &0 L T 5 LTAINYHA
BARTHY, regular thythm % f> 2 & I3EEHQOL%Z RO L CTHETH 5. ANENRDFAET L1, BNPEL L5
3 5 HiICTCPC conversion & fifT§ X & & & 2 57z,
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F2-1 ACHDEEICH T 2 BRSGMEHE, BREAMENHA, ABHWICOWNT :
RRABRMEISEZ S.
The needs of communication and cooperation between pediatric cardiologist
and adult cardiologist: The consideration through the experiences of emergent
admission.

Il ESE, PR B, A0 BT
NSNS TR 3 e AR S

Naomi Nakagawa, Masahiro Kamada, Yukiko Ishiguchi
Dep. of Pediatric Cardiology, Hiroshima City Hp.

(B8] ACHDAEE IR L CIEERE/NER (BN B, TERENE (BN B LD X5 I LBb > T RE . R
BPR, AL 125 ) NYHAZTIT (orAH2Y) TREAB & 72 5 72ACHD EEZ OS2 0W T 5 2 EI2 L YIS 2
5.

[F&R - K] 20034 LIRS R T L 72 N42561F, ERRBEREARE L 2 - 721661 (18I0]) o<z H, WG EE, &
B, T, BEBOVSRIELENCO &, BT D L IR TRICHE.

[#ER] =Z8ME  LAE9, REIRk4 (VF3, CAVBI1, AF%ED), 042, BREX, FRARL, JEREAHImESL. w8
HEE  HEANS, B0, OAEL. TEILIOBIOIRRE AR, (OARE2, HBMXL, AL, MikiEl (785 SIADH)
THNIMEHNMZEZ TH o 2. ABEEEE « — w10 (Lok4, B3, /88, ), fdvt > ¥ — 6, ICU2TH V) fEHHR
T, favt v & — ABBNIIENZIGRE CIRE Sz I0E (EED V) ALK EREERET, INKiRE DS, Fii3 (pacemaker
1, ICD 2), PCPS 1, &4 TEBINIET. AFFICEERBHEEL R L/EMIE SR L. BEEZIFRIELE - IMEDO A,
PE/IN+ 155 (ICD 2, pacemeker 1) THEN D A DFEMEIZ L 2o 72,

[#558] 15/ NMEREIMACHD B T O BB IR 2, BNIEIEARE:, PCPSEAE 2 KL R CHANRZZ LG,
EPfirst call CHIHNEELTHOIL, TORIHEN, TE/ABEHI L 2 7+ 0 =2 BE I N Twiz, a2 2t
(GG, ABRRB) 2% 2 5 L THIIEMAEIR, AR, AEELFBMREITFHEINLBETIEDH 50 LoD, 1
WOSSEATL TR T v 0 =7 v 7547 S L HFEET, UARNRACHDER T — 2RO E 22 E 2 b,

F2-2 BARXEDHEBFHESD S REEEBHEELELZEAEH
Disease properties and the necessary medical treatment system considering of
the adult congenital heart disease operation cases

TH el AE BRW, S 76, B Joli, BIA FEL TN R MR Sk
RIS ERER Y S5 —54Ft
Shunji Uchita, Kentaro Honda, Mitsuru Yuzaki, Ryosuke Funahashi, Hideki Kunimoto,

Yoshiharu Nishimura, Yoshitaka Okamura
Department of Thoracic and Cardiovascular Surgery, Wakayama Medical University

(B8] B ERMOEE (ACHD) (2A§ 2 4V EHAR S /NEBI T 2 O T4l B AR L (CHD) T4z
Z, BRRRMIEGHEENOFMAA & GOFNEHRBIERB & Bk x 2R EY 23 5.

(B8] LiEakic B TRA A L7ACHDIEBIA S, Z DR & 03 % BRI D W THET

[x%&] 200041 H 7 520124F10H % TIZ T A L 72ACHD 4961 GERMRBIIR AR TAETiH 2 B ). FlrEER:
R fE52% (20— T45%), FIclb21 1 28, FHFEREDO EMIFZE, SHHRZDOIRIL % MET.

[#R] OFM : CHD F 14132861, CHD D7/, ACHD F(A4%14%]. CHD F4K286I, F %D A Tl 1551
(ASD : 101, VSD : 361, PDA - CoA%161), &HHREAMA 136, ACHDEMAEA 1461 @IEFESH : 561H1 26112 mycotic
aneurysm&ff L, 161610, @B  MBEHkFZH © 3361 (67%), Mkt : 1361 (BIZEEIRI, A mEE2r)), gk
Febi 20, FETC 16 @ERERRAGHE @ SIIE @ 1161, IR : 106]. ©Z DMEHEE - 2 Lefl, 1241,
H 03160 PFULEIRIE © 861, DM : 561 (f > =) fEH3H), BA A 56, HILZEE © 46, IREHER @ 3,
AR - ANBEE - BRAMEHRR - K260, BIRAMEREE ¢ 160

(=] ACHD CIIMAEHEHA A Z BT 5 THRAE - WIS TH - 7. SRR SR b2 ), LERBHEEHIL
CHD - ACHD & & IZF4li C & 2 LIk ESVEF, 6BREEE, NEMERZEEHI D & £ ) DMINE, BIANE, HiENE,
1L2RRE, AETERE, MMMEE BIEALEE HILERIMEL L OB R SR RIS L TH B
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F2-3 BRARXEDEBZRICEIVWTSRELShIZEAKIEIL?
Novel Clinical Settings Required for the Management of Adult Congenital Heart
Disease

Rt B, MR i, BH KB, HA EUTF, TN oRD, BFE BF, B fiE, 2l e
vy B

RO RFERY: TR N

Kei Inai, Tokuko Shinohara, Eriko Shimada, Mikiko Shimizu, Daiji Takeuchi, Keiko Toyohara,
Tetsuko Ishii, Hisashi Sugiyama, Toshio Nakanishi

Department of Pediatric Cardiology, Tokyo Women’s Medical University

[BEEHM] AR CEBREOWINE-> T, ZOBREHORE LFEE L RoTnh, BEEL oML R
MEEAZMH LT, 5%B0BLNEEHICOVTERT 5.

[#ER] MR OB, FEES0IND R NERIELEBEE DS ARINEZ 5 1Tz, 209 520%1340 L Lo EETH
5. T0-80FBDEELHRET A, T2, 21%IIH 7 L120 NIEFENOELE AR TH DL, 10%F 7+ % v EE, 7L
UIBRBEE A II LD LT ARLEBRROBRE T, T 7O —UEE, BIEKIMEENE, 74 ¥y X v 7 — R
DHRNT WS, ABEFHEIZOAL (83%), AR (29%) D 57220 T6EIZ oW, 1284 ICUIC AR LIEE 2172,
ZDH)BEBZITUOALETHEL, 1A EMZAAMAT O EAE SN TS, BFIIRFTL1TOBEREZZ L TR
& DLV OIIHILERNE L FHHRER CTh o 72

[#556] BAEBEE L CWAMES E LTRUTABRIFON L. OEFOERL OQEAESS OB @ORRZIEEIO L L
THbH. INHOMEMIIHIE L TW L DI, 1HRGNEE L OB BERTRTHSL I LIELBEAHALEY, %
FEL R RS, BB OERICED S, HRICHTG TELIBREZES 2 TR S 2w, 1BV NERE g —7 1
d—F =L LT, ZREESIBEROMEL L BREOKREOHREZ R L Tl Tk bwnhwneEz S/,

F2-4 BRALEXUEDEEODEZRBICE IT3HR —BENODEALFEDRHE -
Introduction of adult congenital heart disease to curriculum in medical school
and response from students

R, 3K EDF, N SR, KRE WL, PR BA T, b BIA, W PR MR SR,
A 83, il u, ME Rk, EE i

HARZFERAE NREERNER o B

Mamoru Ayusawa, Naokata Sumitomo, Hirofumi Watanabe, Hiromi Ookuma, Yuriko Abe,
Takahiro Nakamura, Rie Ichikawa, Junji Fukuhara, Masaharu Matsumura, Hiroshi Kamiyama,
Tomoo Okada, Hideo Mugishima

Department of Pediatrics and Child Health, Nihon University School of Medicine

[Bm9] 236k, BRI TR LR (ACHD) OFENHMIND £ ) REH OB AN, FAEOWH
TRET S,

[FE] BEEE64E L 3ED#RT—H 2 ACHDICFE T /2. EARICHEIE COMBREHER & @Q/NBLEEA~OML (5330,
@ACHD®#E:% (340), @& (53, ®HEED 2 N% (BI), F /230 AR % HE AR ABREIL L, R E M L7
[M&R] 34 0 oML L6, 34E%460, 74 (F49) £ TH-7-.

[(ER] OQOMLME3E> 64, B> /NETH - 27 EEL L. @ACHD % #10 CTilik L 728 1334E59.5%, 64£31.7%
THEED Y (p=0.002). @ L&) EAEAS, 34E28.4%, 64E48.3% THEED V) (p=0.03). KM H 2 LK 2 1-H
1334E25.7%, 64F20.0% THEAEL L. ORdL CHEHEE TV NEIZSEL [HRITE] (44.6%), 64FE1E [RAMOE
RE] (58.3%) TH - 7-. SFEF LRI, 2 TACHD D BERRHE & iR AN O BOAYE EIZ S H o 72 (£p=0.03, 0.01).
[Z%] 64E131970% ACHDZ Bk L, IO L W EKLTEY, EREZZFHIZ WTHEEDLN D - 7. ER R -
BB ERIC T v ) — 4 = N— BT 2N 4, EBHOEHEA W ERBY CHBRIC R S L Bbh, 54
OFFFEER LD EHCE#R ST L LEND 5.
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Keynote Lecture 1

Transitioning the Adolescent Congenital Heart Disease
“Health Care Needs: The Patient and Family Perspective”

Mary M. Canobbio, RN,MN, FAAN, FAHA
School of Nursing, UCLA, LA

Goals of Care

e To provide continuity of care for the long term residua and sequelae related to Congenital Heart
Disease

e To promote independence in the adolescent/young adult

e To encourage the adolescent to assume responsibility in the management of their defect.

e To assist the adolescent/young adult to achieve optimal educational, & vocational achievement
through counseling, referral and follow-up.

e To promote adult development by addressing normal adult issues: psychosocial, reproductive and
sexuality

e To provide emotional support & counseling to family members.

Transitional Care Issues

¢ Recognize issues and struggles for adolescent and parent

¢ Informational needs

e Counseling

e Timing: when to start transitioning patient from pediatrics to adulthood
Whose responsible

Transitioning the Adolescent: Issues facing the Adolescent/Young adult
Social Characteristics:
Being accepted by friends becomes most important.
Cliques start to develop outside of school.
Team sports/activities become popular.
Are concerned about what others say and think of them.
Sexuality begins to emerge
Mental Characteristics:
Want more independence, but need guidance and support.
Developmental Tasks:
Social Cooperation
Self Evaluation
Skill Learning
Team Play

Transitioning the Adolescent: Issues faced by parents of child with CHD

Struggle between encouraging independence and responsibility and need to protect and “care for”

Struggle to balance family, finances, work, play

For Parent of teen w/ CHD : Struggle of meeting needs of all children;
Struggle to understand normal vs. a problem w/ cardiac condition;
What’s can be allowed, what are limits?

Primary communicator w/ health care provider and in effort to “protect” often fail to provide details
to child;
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Primary decision makers; difficult to “relinquish” primary responsibility and let teen take over
Have trusting relationship w/ pediatric cardiologist;
Don’t trust adult providers...often they know more

Informational Needs of Young Adults With CHD

Learning Need Topic
Cardiac defect Explanation of primary defect
Treatment modalities Surgical interventions (palliative vs. corrective)

Interventional cardiac procedures
Medications
Hematologic monitoring
Activity allowances and limitations
Medical follow-up
Cardiologist
Primary care
Subspecialities: gynecology
Preventive health Dental health: brushing, flossing, cleaning
practices Endocarditis prevention and prophylaxis:
Tatooing; dental care
Elective surgery/medical procedures
Risk behaviors: Tobacco use: smoking, chew, snuff
Alcohol, drug use: marijuana, cocaine,
street drugs; unprotected sex
Social support groups

Counseling Education, career planning
Employment choices; Insurance coverage: health, life, dental
Reproduction Childbearing, Genetic transmission; For females contraception,
childbearing

Adapted from Canobbio MM. Health care issues facing adolescents with congenital heart
disease. 2001;J of Ped Nurs16(5):363-370 with permission.

Transitional care: Creating a Partnership

¢ Teen

e Parent/family

e Physician (cardiologist)

e TC Program/team

* Begin age 14

e Create a transitional care plan that includes a time line for transfer to adult care
e Plan must be age-specific and consider changes in his/her health needs

¢ Needs constant re-evaluation w/ increasing involvement of teen and less of parent

Transitional care: how to begin,?

e Family meetings: Discussing cardiac condition as a family

e Group activities: Organized Camps, Workshops, Patient/ Family Forums
¢ Transitional care clinics

e Web sites

¢ Teen camps

Resources:

¢ Congenital Heart Information Network (CHIN)
Adult Congenital Heart Association (ACHA)
CACHNET (Canada)

GUCH (UK)

ACHC (New Zealand)

UCLA www.uclahealth.org/CHDtransitionalcare
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Keynote Lecture 2

Physical and psychosocial functioning in adults with congenital
heart disease: Taiwan experience

Yu-Chuan Hua, Chun-An Chen?, Hsin-Hui Chiu?,
Shih-Cheng Liao?, Chung-I Chang?, Ing-Sh Chiu?,
Yih-Sharng Chen?, Chun-Wei Lu?>>, Ming-Tai Lin?,
Shuenn-Nan Chiu?, Hung-Chi Lue'?, Mei-Hwan Wu'?,
Jou-Kou Wang'?

DCardiac Children’s Foundation, Taiwan;

YDepartment of Pediatrics, ¥Department of Psychiatry,

YDepartment of Surgery, and YAdult Congenital Heart Center, National
Taiwan University Hospital, Taipei, Taiwan.

Successful medical and surgical management of congenital heart disease (CHD) has produced a
new patient population with new medical challenges and new psychosocial issues. In Taiwan, more
than one quarter of all CHD patients are now in their adulthoods. The overall prevalence of adults
with congenital heart disease (ACHD) is 1.6 per 1,000 adults in Taiwan based on the database of
National Health Insurance between 2002-2007. Previous studies in Western countries have
demonstrated metal health and exercise capacity as important concerns in ACHD. In this talk, we
would like to share our experiences in physical and psychosocial functioning in Taiwanese ACHD
population.

We have ever surveyed the quality of life (QoL) in 289 ACHD patients (age: 33.2 + 10.6 years; 36%
men) from one tertiary medical center. Four different domains of QoL (physical, psychological, social,
and environmental) were assessed, together with personality, psychological distress, and family
support. We found that ACHD women had significantly lower QoL scores in the physical and
psychological domains compared to the age-matched general population, whereas no differences were
observed between ACHD men and the general population. The determinants of QoL varied between
different domains. Extroversion personality trait, psychological distress, and family support were
common determinants of most domains of QoL. Disease severity, as evaluated by current functional
status (rather than underlying CHD diagnosis or illness course), was only marginally associated with
physical well-being but not with other domains of QoL. Our findings indicate not only the need for a
more comprehensive follow-up strategy for ACHD but also the importance of a gender-specific
psychological support system for them.

As patients’ current functional status might be the most important disease-related factor linking to
QoL, we further explored this issue by refining the assessment of functional status in ACHD using
standard cardiopulmonary function test (CPX). In a cohort of 183 ACHD patients (age: 32.2 + 9.9
years; 34% men), symptom-limited CPX was performed using bicycle ergometer immediately after the
assessment of QoL. We found that the functional status classification system used in our previous
study could only differentiate actual exercise capacity in patients with or without advanced heart
failure. Patients’ physical QoL was significantly but weakly associated with submaximal exercise
parameters (oxygen uptake efficiency slope and plateau) and heart rate reserve. Furthermore,
physical QoL was not directly related to peak oxygen consumption, which is usually regarded as the
best indicator of exercise capacity. Therefore, it is important to use CPX in cardiac follow-up of ACHD
to uncover potential functional deficits even if the patients report satisfactory physical well-being or

the doctors consider patients as having fair clinical functional performance.

62 BARAZREDEBSSHES



TUVFAEI T

Advances in PAH In Association with CHD

Michael Gatzoulis

Adult Congenital Heart Centre & National Centre for Pulmonary Arterial
Hypertension at the Royal Brompton & Harefield NHS Trust and
the National Heart and Lung Institute, Imperial College, London, UK

There is clear evidence that advanced PAH therapy is safe and conveys symptomatic and survival
benefits in patients with ES. ES patients, many of whom have been lost to follow-up, should be
brought back to tertiary care and be treated with advanced therapy, when in WHO functional class
III. A case can be made for treating also class II ES patients, as we know of the progressive nature of
their condition and the overall adverse prognosis for adult patients and we should know of their
existence. The latter is an advantage compared to patients with idiopathic PAH, where diagnosis is
often delayed, although again many of the ES patients are lost to follow-up. However, at present we
are lucking data on the potential benefits of extending advanced therapy to functional class II ES
patients, and this is an area where studies are needed. CHD patients with postsurgical PAH and
those with small defects should be treated with PAH therapies as their disease course is similar to
that of idiopathic PAH. With regards to PAH and systemic-to-pulmonary shunts, patients should be
operated on only if a clear and long-standing benefit from such intervention can be portrayed.
However, the exact circumstances where this can be sufficiently guaranteed is currently unknown,
and surgical or catheter interventions -other than consideration of advanced PAH therapies- in such
patients are inappropriate. There is a lot of discussion about “a treat and repair approach” in this
setting, but no substantive evidence to support it. Furthermore, decisions to proceed with repair based
on procedural feasibility and perioperative survival prospects, may truly compromise long-term
prospects for such patients converting them to a more aggressive later PAH phenotype. There are
clearly more CHD groups with either milder forms of PAH or atypical forms (such as patients with the
Fontan operation), who may also benefit from these recent advances in PAH associated with CHD.
Clearly more data and further investment in these CHD subgroups are required.

Looking to the future, national and international registries should provide additional data and a
better understanding of the epidemiology, genetics, natural history, and therapeutic outcomes of this
heterogeneous patient population. We would suggest that randomised, controlled, trials of the benefits
of advanced PAH therapy should now be extended to ES WHO functional class II patients, those with
pre-Eisenmenerger syndrome and to patients with a Fontan circulation. Other management
recommendations, such as abandoning venesections and discussing iron supplementation and the
application of a standardized assessment approach for ES, presented herewith, should be applied
widely and validated prospectively, so that more patients with this association of PAH with CHD
benefit from these advances.
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The Learning Framework: Lessons from Pediatrics on Why Just any
Surgeon Shoudn’t be an ACHD Surgeon

Glen Van Arsdell
Hospital for Sick Children, Toronto

Effortful Learning: In a Scientific American article entitled the Expert Mind, it is noted that chess
masters of today are superior to chess masters of many years ago in terms of the quality of game
played (1). Researchers attribute this to a concept called “effortful learning”. Not only are these chess
masters playing a significant amount of chess, they are also constantly evaluating and refining they’re
knowledge and execution. Better chess players don’t just have more moves, they have better moves
and they are learned moves.

Fractured Care Delivery: Across the globe, an evaluation of healthcare delivery suggests that we
have a fractured care delivery system that focuses on patient events as opposed to the continuum of
care. Fractured care with regards to ACHD means that some portion of the disease we treat in
pediatrics and some portion of the same fundamental disease we treat later with a different adult
team. Fractured care impairs effortful learning for the life cycle of the patient and therefore care
delivery is not optimized. Porter and Teisberg (2) note that developing teams, organizations and
physically co-located space for treating a disease is necessary to deliver best care. This environment
sets the scene for: measuring outcomes, efficient learning, and delivering best care.

ACHD Outcomes: The impact of fractured care can be seen in a sample based analysis of about
40,000 ACHD surgery cases performed by either a non CHD surgeon or a CHD surgeon in either a
general adult hospital or in a pediatric hospital. Outcomes for straightforward surgery were very
similar regardless of surgeon or place of surgery. Complex surgery done by a CHD surgeon in a
general hospital had 4x’s the mortality of complex surgery done by a CHD surgeon in a children’s
hospital. This indicates that fractured care impacts patient outcome.

Proposed Setup: The authors, and we, believe that the best setting for treating complex surgical
ACHD is a setting that mimics the team environment of a children’s hospital. This type of team
setting that incorporates the entire continuum of care — from fetus, childhood, and through adult life —
allows for effortful learning, measuring, and continuous enhancement of care delivery. We thus
organize ourselves for effortful learning and learn in a way analogous to the chess masters. In
Children’s hospital’s there is a history of fractured care that was overcome by creating heart center’s
and institutes within children’s hospitals. Outcomes dramatically improved along with that model of
care change. The growing population of ACHD requires that we form new paradigms of care rather
than simply treat ACHD like an interesting boutique group of patients that we force fit into pre-
existing hospital structure.

1) Ross PE, The Expert Mind. Scientific American July 24, 2006

2) Redefining Health Care: Creating Value-Based Competition on Results. Porter M and Teisberg E. Harvard
Business School Publishing, 2006

3) Karamlou T et al. Adults or big kids: what is the ideal clinical environment for management of grow-up
patients with congenital heart disease? Ann THorac Surg 2010;90:573-9
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(AN
ST AT BOL A EL RGeS PSR & & — BRIRHTJEE 0 IR R

T ORiF%TIE, 1004 L O FFENIR MM MLEE (PAH) BE ZEHR L TV 55, ORI EPAH
(IPAH) TH 1, e RMELEEAHPAHIZ13%IZ#H X 22\ LAY ¥ 2 P DSFERAEL TWABIDIT & A EIZASD
RS BT, B IIREMEOBREMESIMERESNTH L. LAY ¥ ¥ PHABEINRTVWAHITIE, IPAH
(2B B & FRRS, MBIIRE O EFALE Bis L CRABI 2 R 2 0 L T 5. B S Bk 5-%
FERDEALZ RO THLEIEG T2 2124 v 2K LW T, PDESIHESRE, —ov Mty v/ RE
s, PGI27 + 0 7 O3RMOWIRE LB FIICRKEE TG TL L)L L. Z2oa, 2k
DIMATEIRECSGER) RICEN-PDESIHEIE 2 ANy, =2 Pt VA5 EEEiidE, PGI2WIREDIEFE T
T 5 2 EA% . 3HIBEIZ & o T FHMEIIRE 25 40mmHg LT & 7 6 2 wWi&i, PGI27 07 %
IRTOAT /= VICYDEZ D, —F, % ¥ ML T 5ASDOWAE, Iilis MULE DGR A ZED)
FThHELE-EHY Y v MEMLE oo THIBIRIEASFIFIEE 2 DT, ZOBIZIZASDOMEE* EET 5. 20
B, WGENANADE X IR S LM IREANIAEIREM 1B T, G vy Y FOAREZMRL, 2o T
REDOEAZ O %235 DT, IPAHEMRIZFEIICHEENATZ L) FEBEPLETH L. T72IPAHERE S
TW5 2 EDNLWIBIIR GBI ZZEICOWTIE, [ UMBEIEETH > TOHEAORESZ L L, &R
L7 TU—FhETL, INLOEMEZIR LS, MERIZBT 2 I RV EA BRI IEAE O GE % ik
L7z,
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EMmERNZET 3 EXECKRRBICHT 58K

KH #—
BELLIRZERE /NS EER AT

TR CEBEOGE - HEHEITo T BT, MMERMOERIIFFICEELTH LD, SFIEEER
RV EEAZITEETAZ LA v, FARMICELZEHIZB VTR, TOWRBICELITED 5N
LHELBEHRINDS.

FAETIE, B2 S OFBHIE#R A, HOT, BHEIIRIENM & MG OS2 12 X 0, i
HALREETI Y PO VTLENAREE LD, WOPDOBREBED RSN TS, LML, e REkE
29 5CHDIZBWT, ZOWMEOMMEIID R, FLFLEFREY TRELTo TR TUI L L%
AT - ARY
Z 2T, CHDOGE MG 2 L5 5 L COMELRFR AL 2>, KHRE - ZWIZ BT 2 sl K
PLOFREZY WHPIEH T REDIZOVT, RREZED TGRRTTE 720,
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O1-1 BHEPLURICEXREDRBICH BRECHERICEB L 4EFOEZBED, S
Infective Endocarditis in four adulthood patients with congenital heart disease

TR TED, WE ERTD, & R, HECTRD, VI ERAD, R A%ED, Bk kD,
EH D, W Bow, Kig 32

S 2 8 g DISERERL, DO s R

Chie Yukimoto, Sachiko Kido, Kamei Naoya, Chiho Koga, Sadaharu Ogawa, Yumi Sato,
Kenta Tominaga, Hideki Fujita, Toshikatu Tanaka, Yoshihiro Oshima

Hyogo Prefectural Kobe Children’s Hospital

DAE OISR MO B PE ) B NS (LUTFIE) %A, BETFMEMNICE <, S OIETA DS LE R p S %
S BREENEHVWEEO—D & LT, RHMD D VILEE OB CHREIER G237 SN/ 72D ITHEEZ W £ TIZHER
EL, EELAIELSEL TrOBMENIIEMNNL NI ENRNEZ LN,

INFEFTHIRA - KIEIK L TIEICK T 2 FHHEEOVESESH LN TE 2D, TORBEIINIIDRECELRS
TW5h, ERWLVEBRRBREBICBOCI/NEH» L BEBICBITT AL &, HLVIIHRAMICR o 282, AAEEDS
IEDY AZIZOWTEHFEL TWENE) 2DHEE L >TLLTHA).

SRR L 72 4EB O 9 638200 B2, 18I 19% BT TH - 7. BEFHTFEGIA3H], 2FIREMREZTH ) AL
Ff - ALIMMENDELER ENZNIBTOH -7, 5D 1FNLOZEPRERBORTFIEN CTH o 72, B E TIZE L 708
MiE17 AL EA36I, 1AM DA IBIO AR, &6ITHRITT 2HIMMLEIZR <, 7 NE—HEE LT 1BIZGRD 72

IR LB £ CICRERI 252270 o 72 3B R 2B S BB DI Al & e e < &, 1BNIIFBEE L7z, BRI - (B aa 3
TR TdH - 721N NEHTRBE D A TR EDS Sz, IEO RSO EEN:, $ /- 3 EBI T4 e KO
FROBEIIN LIEO ) A7 1DV THD R LUERYITH) 2 L OEEN* -k L7

O1-2 R Eh AR BRI S5 R O E R PR R IR - X ZAE) AR AH E) Ak 2 B Eh Ak (PA/VSD, MAPCA) DR A HA
E B D 1% F

Managing pulmonary atresia with ventricular septal defect and major
aortopulmonary collateral arteries in adulthood

g D) g AED, feek mEmD, gkZE D, &1 D, Ny D) EEE Y, T EE?,
RIEOAD ABth2), SFEH FEEED, &7 En?

[E R B RS & v 4 — DiEsigeet, D0l s R

Yu Nakagamal), Yasushi Misaki?, Hitomi Sasaki!, Hiroki Nagaminel), Masahide Kaneko,
Hiroshi Ono?, Hitoshi Kato?, Hiroyuki Morishita?, Tkuya Achiwa?, Yasutaka Hirata?,

Yukihiro Kaneko?

l)Department of Cardiology, 2)Department of Cardiovascular Surgery,
National Center for Child Halth and Development

[#E] PA/VSD, MAPCA L Z i &, /ANEEIICHEAT & Nzl B LR, ICRICE S TIRAT EBIAESL. F7 /) —
LREBAEPED 720 I FAREHREIIKC, RITFHARTH .

[FiEHLUHER] LB T20110, PA/VSD, MAPCAD A5G LICREIS ARG S 7z, 4Bl /N 2o
BEFEDS D - 72, HLAGEIIRIECIERE (261), ANHH 261), MiEmE (161)) % BEEICICRMIGH & HIl ST 7z. FEERliE:
fEHH1224-367%, Sa02 78-86%, NYHAZGHI-IIIE TH-7-. CT, MRIL, UEh 7 — 7 WA & A BHEIIRIZHE, BRE)
PRIE, OBEREaFAli % £ C, 260 CICRASHEAT S 7z, Mifa2Bl ONYHAHEIZTEE, RVIE/LVIEILIZ0.36, 0.56TH o 7.
3BT VF I H NYHA ITE T, 181 THHER, 2603 h T 5.

[#558] BEICICRBIGAE & HIWF S 72 PA/VSD, MAPCAJERI T, AMICICRE iATS 5 ICE - -Gl 2 BEBR L 72, 77
J —¥ithi#, performance statusli] Lx 57275, 72721, FMY A7 OFHMIIEZETH Y, EHOEFTUZOWTHE R
MWz Zd 5.
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0O1-3 EEXMEERL - KMERMAENZZERADOEWRE & OHEE
Is morphological repair better than anatomical repair? Long-term cardiac
function in TGA and ccTGA

AR AT, Y U
FOR A RS A s e

Mikiko Shimizu, Toshio Nakanishi
Dept. of Pediatric Cardiology, Tokyo Women’s Medical University Hospital

[BF=] BERMBEGEAE (TGA) \[2R$ 2 Fiitc o CREEEICE L, BE2IBHE EEENBHEO S 58R W
EAHTH 5.

(B8] cTGALTGA®D, ltkimbaio Lkse % 5-ili§ 2 %

[H3E] 2005-20124E (2 0B 7 — 7 )VIAL & JEAT S 721658 L EOTGA - cTGAD M5 7B DT B RES.
TGAIZ/LEA 4 v F (AS) # (n=15), Jatenef (n=18), cTCGAIZHEFEHIEIE T /213K T4 (CR) #: (n=13) £ ¥ 7L
A 4 v F (DSO) B (n=11) 125 THET L7z, #EHEItME & 58t 2 Fv 7z,

[#ER] ALEEKEE (EF), e (CD T4FHICAH E 2% 72972 (ANOVA p<0.05) A%, JRKMESAERFICH EE
E o7z, ROEEFIEX, CREEEDSOMETEIZ LA - 72 (DSO 53+7 vs. CR56+16%, p>0.05) %%, ASH: (44+6%) 1 [H]
UHGEFEETH HCREEL D L E) - 72 FHERHLZEEF L, DSOS AEIZCREE L ) E) o 72 (46+ 8 vs. 57+ 11%).
CLiZ, DSO#AsJateneffIZ It L THEIZIKAE/Z 572, (DSO 2.2+0.4 vs. Jatene3.1+0.6, p<0.05)

[#558] cTGAIZH 5 DSO D fm i O FEfEIZ, CREEICIL L THRWEIRE 2 2. BHEIIRALCSEMEAEE T IR
LAHEMD D 5.

O1-4 BAF7/—tHEXMEOEBEEE LS ITIME X2 F CENOBRKMERICET
3 1&gt
Investigation of cyctatin C in adult patients with cyanotic congenital heart
disease

i f—ED, SR —EED, et 72, s R, SFH OB, kI R, kXY,

rhi VRS, KN A6, B B, Bk BIRY, R R

UMRZREE D= kv & — R ASERPE ORIk, 2/ NRE DOimgs s R, OIS ARt

Kenichiro Yamamura®), Ichiro Sakamoto?, Kiyoshi Uike?, Yasutaka Nakashima?,

Yuichiro Hirata?, Hazumu Nagata®, Yoshihisa Tanoue®, Atsuhiro Nakashima®, Yuichi Shiokawa?,
Kenji Sunagawa4), Ryuji Tominaga3), Toshiro Hara?

DAdult Congenital Heart Disease Clinic, Kyushu University Hospital Heart center,

2)Department of Pediatrics, 3)Department of Cardiology, 4)Departmen‘c of Cardiovascular Surgery,
Kyushu University Hospital

[&E] MiFEY 27 F > Cfli (CysC) X EMAEREDRY~— 1 —Th 5 L AU AEREDA N FHERFTLH
D, F7/—EHEREER (CCHD) BB TO TR F 7/ —PHERETHR T & L COEHNEREIEZEINS.
[F& &HE] MEIZCCHDEE 1661 (FHi37+8i%, TR A H.0= 116, EisenmengerfEEHE45], FallotVUfiE151),
BLUOEBMEMNZ B ST T/ —XORWERELEENCCHD) E& 166, MWAIZB1F 5 CysCZ ILEL L,
CCHDHIZ BT 5 CysCL KR 7 — 5 & OMB, CysC& LI A N N ORBEM:ZMET L 7.

[#%] CCHD#EZ DCysCld, NCCHDEE L W AEICHE TH - 72 (0.89+0.24 vs 0.73+0.22 mg/L, P=0.04). CCHD
BB B BEEMHITTIX, CysCE 7V 7 X ¥ (r=0.69), Sp02 (r=-0.66), REE (r=0.57), MCV (r=-0.52) & DHEIZH
BELRHBESR SNz LRI TIECYysCE HHKET— ¥ L OMICEELZMBIEA SN H o7z, CCHDEZ AR L
MEA XY P2ED, LIMEANY P EBRDOLHEOCYsCIZRO Lo ML ) B %2 320 72 (1.01+0.21 vs
0.85+0.25 mg/L, P=0.13).

[(BF] EERMAE, AERERMIRIC X 2 5BEEHENEMILC B2 X ) IO LAY, 77 7 —EBERENDH
Lo TWAZENHEEI SN2, CCHDEZIZBWTL, 77/ —EHEORY~— 71—, L&A XY b TFHIE
T-& LCCysCHAEHTH A REMARIB S N7z,
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O1-5 BABKRAEVSDD S £ X LMREICKH T S5 8H8%

Three cases of untreated VSD diagnosed by congestive heart failure in the adult

AH CEORM, TH =R, R frEE, Gk g8, BIA S, RS SO, MR Sk

FRIL ST R BRSOl 54 F

Kentaro Honda, Shunji Uchita, Yoshiharu Nishimura, Mitsuru Yuzaki, Hideki Kunimoto,
Ryosuke Funahashi, Yoshitaka Okamura

Department of Thoracic and Cardiovascular Surgery, Wakayama Medical University

ARG % BB A 080 THEHS S 72 AVSD 3ER % #5ER L 72D THiE§ 5.

JEFILIZ 24 B . 4 F T UMER B SN TV 22521 37 DM R ChefT L 72—~ 2 —TVSD (), RCCP,
moderate AR% §§f# & 1172, RCCPOEIELA#H {, VSDEASE & KBIRFANDNADLEELE 2 SNz, HEOH 5
DOEERFEIZX L H O E H 72 Cusp extension |2 TIZBAMTHEAT. SEBI21E 568 4. FEM%, FRREAEOZHR
THIBE & 0 k. WoEko.Lx a2 —"CTVSD (1), ValsalvalWBiRIEMHEE & B0, FMhEIT L7z, JERISIZ6SHILE. %)
DL D OS2I/ SN TV, BEREZ T ed o7 10 H T10kgDRFEMEN, FREESHE L#EEZE. O
T a—THEZEH K, VSD (III), moderate AR, severe MR, moderateTR, PFO % #l& 7z, fE o L#EELZ TAVR,
MAP, TAP, VSDI#$H, PFORSH % jitifT L 7.

BN NAMANL RIFICREE L7z, ER LM ZIEROLI—T, ArldiBd T, JERIIEM %60 H o a—C#
PR T RIFIRB L TV D, EFSIIREOMr, Tridifw s b 00EE b/, BIFICEAL TV,

FRMFZOER LCHETE, CEEFPRBEEOTIIMAMICELZLEFNEEZLNS. L LT TITHAMIC
FLIIEF ORI RO R REEANDPEINL I L EZ 5N 5. AR I - EIEEVSDO & F X
F e HESSIE & RRER L 7.

02-1 Rastelliffi#BFHEED -HNDEEREICHT 53 HT — T IVAEARDIERE
Can Aggressive Catheter Intervention for Conduit Stenosis prevent Redo in
patients after Rastelli Operation?

Bk OEED, =i oD, g B, Ak BY, B D, SR s rD, Rk s,

YRS VETD, VES HED, ¥ ALY, wWE kD

MRSl NS R, DB SR, 0 R

Yusaku Nagatomol), Jun Muneuchil), Ayako Kuraokal), Satoshi Takenaka?, Yuichiro Sugitanil),
Eiko Terashil, Shunya Ohmura!), Yoko Horibata?, Yoshie Ochiai®), Mamie WatanabeD),
Kunitaka Joo!

1)Department of Pediatrics, 2)Depauctment of Cardiology, 3)Department of Cardiovascular Surgery,
Kyushu Koseinenkin Hospital

[ - HM) Rastellifi FATEIEIC 175, A TEEEII 0TS 5ROV — U IEIER (BVP) ORh % WEt L 7.
[xt% - Hi&K] Rastellifli 22761 [CEFERG20 (6~42) %, &15] A% E LT, FMBABVPA AL X 2 T4 A8 2D
WTHGET L7z, TOF 1861 (PA 15, PA+MAPCA 9), TGA+PS 6%, DORV 3%1T, #I[ERastellifti it 4 #5137.8
(1.8-20.8) i%, MM L 7-Fff1E%E 13 Hancock2%], SIMF1%1, C-EFf11%1, Hand-madel3flTd - 7z,

[#ER] HFAENE 146 (L7 T, B FEISEE15.6 (6.2-28.3) %, FIETHin58.8 (3.3-15.2) £ TH » /2. B
BRI X FI915.8 (6.1-31.7) SE CHTMFELESR (1 75~ - <4 ¥ —i8) 12104£96%, 154E61%, 204E39%TH -7z, 9f
TR T4 2 5 F159.4 (1.3-31.6) FEICBVP %175 72, 661 TIEEMTE SV — >~ (Conquest’™ ) % {8 L 7. BVPHifi#E
B CIE ISR ZWI I 13.34E TR T AL I 104£89%, 154-59%, 204E19%TdH 1), BVPRIEITHI & i L THEZEL
oz, Lo LATERSEE (1.8, 4.84F) ICBVPEEA L2 CHTFM M TE T\ 5.

[#55E] TAEAMT AR M BVP 47 ) IS & O BP0 EEERm LA S %t sh 5.
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02-2 RAFAOMMEZMT OERBERIBEZVAICHT—TIVEAHERT 35 2 FIRFIIREDHE
Transecatheter closure of large atrial septal defects(>40mm). : Combination
therapy with diuretics.

R ZED, Rk BESCD, Aok wE?, Ak D, sl RRED, ki D, e S A, |,
Y ORRED, g uED

ARk DIEB AR, 2IEB e A g

Akira Ueokal), Yasufumi Kijima'), Teiji Akagi?, Norihisa Tou", Kouji Nakagawa,

Satoshi Nagase!), Kunihisa Kouno!), Hiroshi Morita!), Kengo Kusano"), Hiroshi Itou!
DCardiovascular medicine dept, ICardiac intensive care unit, Okayama University Hospital

LEHRRIBED A 7 — 7 VST IE R A b L C & 728, AR TREPROEGEKOPETRKE 2 /KIE
ILRMEIMTESBEOREIEL 25 2 ERMENTWAS, 17— T IVESEMATTT R L S Twv b RIBILOm AL
FTETNAADKE SIKAEL, RIFTIE3SmMmTH 5. BPBETIE I N FE THEFNIIK L38SmmD 7T /34 A% F i L T\»
L, ) bRBEEORKIBILRKES38mm %8 2 TV /z—FlZ oW THE T 2. ERNE505/8, ik i - BYWhz
FHRIGEEZZ. LETRBRIEE SIS, BRHNSBA SRz GO0 57— 7 VIRE CIBi Rt 3.84, FI4iH)
JRIE 18mmHg & B 0@ Th o7z, Lo LEAEOT 2 — [T /RIBILER AR IZ43mmE K&, 7 — T VibE
DBIENT RV E I L7z, RADS TR ZIEA, F2INTE TOAEERIMTON TV ah o0, ROFRFICE S
SRREERBIG L7z, #9837 B0 T a— OB 4 Zidfi/h L, KRIBFLERREII RSO 2 — X2 T36mm & #i
INLTZ. ZD720h T — T ViEEE 1T L38mmD TN ADZE BT Lz, K1y A, 78 ABER L, BEO
NYHAZclass ITA* Sclass T122e3E L7z, #am : fIZ O KIBILIRAEABSMm A B 2 TV Th, T4 % DRSHENST
DTV WEE, FRAE R E T2 0GR L) RIBILEDH/NT 2 T2 S 5.

02-3 DEFRBRIBEICEHLACEAEBICHTI7IL—2 a3 Viak
Radiofrequency Catheter Ablation for Atrial Fibrillation in Patients with Atrial
Septal Defect

I SEED, SRk wRAY, KB RECY, ki D, e A, S EEED, ' pRED,
By 3, P vED

ML mbe DIEER S AR, DISB s rmanes, Sominag set

Koji Nakagawal), Teiji Akagi®, Yasufumi Kijimal), Satoshi Nagase!), Kunihisa Kohno"),
Kengo F Kusano!, Shingo Kasahara®, Shunji Sano®, Hiroshi Itoh!

DDepartment of Cardiology, 2Cardiac Intensive Care Unit, 3)Department of Cardiovascular Surgery,
Okayama University Hospital

[Hx] hEEUFEDLE R RRIESE (ASD) BEI2B VT, LEME) (AF) 3HEEOBEWEIHETH S & & HIZQOLKET
ROAREIEICHEE T ZERNTH S, ASD, AFE b IZEED T — T VIEEDPIELFTbND & 512k o725, ASDIZAE
BELZAFICRHST A7 —F AT 7L —2 a Y OFRMEZHL P E 2o T,

(& - #ER] EEEOFIEM F 72 1B AR LI IRFEEERT (PVID) % 61T S U722 IZASD A 7 — 7 )V PSR % it
TL72 NASDEE 114 (5 © 54+167F, ARG - 7/4%) 128\ T, ASDR#MI R DOAFHEREDOFHEIZ DOV THE
%47 572, PVI#2ASDH$ F CTIZAFOFEREA1LILH2Z4ICBWTHED LN, TN 6 BHI6 L T2l H OPVIASHAT
ANz, ASDH 75— T IVEAgEMT A, FI15+9 B 7+ 0 —7 v TR PIZ11410% T (91%) AFOFREIEFED 57k
Motz 14 (9%) I2B VT, ASDESHIE B IZEIFAT #3220 72%%, LB IIPIABIRIEO M 7 LIS R A ASHERR X
NTWn5,

[#E58] H1ED 2 WIZFHMEAF 2 AT H5ASDEZICHL, 77 —FT N7 7L — a3 vy EASDA 57— 7 IVESEAT DN A
Ty MIEBRIERREEL T a5,
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024 ASD deviceFASHTEEICOEKEZE L 2258 EH

Pericardial effusion related to vascular entry hematoma after closure of ASD
using Amplatzer septal occluder —Two cases of reports—

i WD, & EsD, KE D, &1 SR, il —1EY, M B

iRl DN GERERL, 20 05 s R

Yasumi Nakashima®), Yoshiki Mori"), Sho Takeda'), Sachie Kaneko!), Kazumasa Watanabe?),
Masaaki Koide?

DPpediatric cardiology, DCardiovascular surgery, Seirei Hamamatsu General Hospital

ASDBISHARTE BRI OERDE A SN2 E, BSHRIZ X Serosion, (07 Y RFF—¥EGIET L. SRIFTXL ITGEERR
N GIEKE 2L, GRS O M, FUltE ) REHMEDSERFERK & E 2 6 Nzl ABl = &5 L7-. [k
BEEROLEKOENE LEEEEZ -OTHET .

[FEBI1)] 79miictt, fhEb4.4kg. Qp/Qs 2.0, ASDD K E &1312.3x9.6mm T, 15mm device THSiL 7z, 757 —F )b
BICHERBEEICZERNC L 2 &HHETH A ERIMELSA Sz, BFEICEIMAHETF LAEZ7 08 2 (Hb) 1£13.6g/d15 5
7.9g/dliZ, #EH (TP) 3 7.9g/d17>55.5g/dlICAKT L7z, EF4HBOLT I —REIC TR IImm OLEKD A S L7z
B, BIREAIE A Ao 72 Wi, FURF % BIAE L, TPI36.8g/dlic E5-L, L8k b L7

[FEBI2] 63/t 1hES1.2kg. LEME) (Paf) % #ZHRIZASDAYIE R & L7z, Pafizxf L Cldablation 12 ASD % FfH
L7:. ASDIZQp/Qs 2.8, K& &i15x10mm™T, 19mm devicez i/ LFI$A L 7-. » 57— FIVEEE, AABIZEKINLE
=R L, Hbix12.9g/d12>59.7g/dliZ, TP 7.3g/d1A*55.9g/dl1F T T L7z, #it23H B2 I —HETHSmmMD
DFEKATR S NFZHS, BRI T L7z,

02-5 DRE % #b & LLevoatrial Cardinal Vein M 44 #8515

The Surgical Repair of Patent Levoatrial Cardinal Vein without any other Cardiac
Abnomality

By FED, S OREED, (L S, P LAt i A, BEE e, g kY, mk sz
i RACE B DOBAARL, DiEssaRL 3 NRR

Toshimichi Nonaka!), Masatoshi Mutsugal), Takashi Yamada?, Akihiro Hirashiki?,

Takahisa Kondo?, Yoshie Fukasawa?), Taichi Kato®), Akihiko Usuil)

DCardiac Surgery, 2)Cardiology, 3)Pediatric, Nagoya University

(GEBI] 29m 2tk [EER] Mt REEY [BRRE] MRS TR R I % 15 S NHMCTIA 2 50 L 72 & 2 A i
W) > XHIER & BE b LY BEfi . SR CTHRA TIEE MBI R R Es S bR L 33 o7 [BEERE] FFicFE
7 L [fTERERCT] MMM % 4T LR & LREIR % M 3 2 HA20mm O 2 4 % o7 [faibIa—] 4
CARDBEILRPDIMNIFETT R 2 L (W8 H T — T IVRE] wEIIRETRE 2 L. AF & LREIRE E4 T 2 28 mE
DIz MidRIZ4ARERE~EW. PA27/10/17.RV30/8/13.RA12/10/9.Qp/Qs1.75 [#TaIZZHT] L HZE %2 EDb 2w
Levoatrial cardinal vein & 2. /AT v~ MIPED Qp/Qsl.75 & iGEHGEIG & RO 7272 O/EL Tili 2 218 [F4lT] £ H
HIZHIESE % FV CHBM 7 7’0 — 5 CLigation & 772 [BE] OB % £F 5 SE KM G EICE PR L 72 Levoatrial
cardinal vein DFREIIHA SN2 05, IEFIIEH LDEFNIEIEFITH TH D 1HOMELZRD L DA TH 72, HE
ZWr & L TIZ3DCTAE M T, iGF B L@ H O ¥ v » MEEICHE U COAERES £ U'Qp/Qs T DA% # Y] & &
Z BNz FREHEIEH T — T OVERMTRLIVEHORE BT A A F C SR TAIT %> Robotic surgery b T HE L Ebir s,

We report a very rare case of a 29-years-old woman with an anomalous vein connecting the left atrium and
superior vena cava (SVC).She did not have any other cardiac abnormality. We performed the three-dimensional
computed tomography (3DCT) and cardiac catheterization for diagnosis.3DCT clearly showed an anomalous
vessel joining the SVC and the left atrium. This abnormal vein was considered to be a levoatrial cardinal vein.
Cardiac catheterization revealed a left-to right shunt (Qp/Qs 1.75) and did not recognize a pulmonary
hypertension. We are considered that an optimal treatment of this case is the anomalous vein ligation and now
planning the day of surgery. The presentation will discuss the embryology, physiology, diagnosis, and surgical
repair of this rare case.
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03-1 EXECEBLZEOABRREICOVT
Abnormal menstrual patterns in women with congenital heart disease.

IR B, KA FSME, HE A, KH S, mHE A

[E BT 2 2 v & —

Akiko Komori, Hideo Ouchil, Yuka Tanabe, Kenji Yasuda, Kazuhisa Izuta
National Cerebral and Cardiovascular Center

BE] 77/ —BUEE MSERE, FontanfEikz &0 R LREZYE (WCHD) 128\ T HREE OBEEITE
ZEDPHESIN TS,

[BBY] WCHDIZBI) 2 HfdEE (HREEMEE, WRER) 2oV TRiT 5.

[xt&] 20114E6 H 7> 5201249 A 12 B Belz ABe L7216 L EOWCHD 1261, 4E#iIE16-775% (Fhyufli : 275%). 77/ —
BB OEE L7261 (57%).

[FE] 77/ — PR EOAE FiHEIHE, NYHAICOWTEST L, 7oy — FE,S, ARERESOL
HE WRAERSIC O W TR 21T - 77,

[#58R] 5061 (40%) DIERFITHRBEIRE %780, 1BNIEEEEAR CTH -7z F7 /7 —LLIERETIESTH (52%) 1IZH
REMBEE 2RO, FF7 /B UORBIANEEICHBE T 72, T2, PATREI IS 512200, ARENEY
DOBEEDTEIN L 72, RREMRMIT SR TI3.2222TH Y, F7 / — X OEATIZ18.9:0.2 L IETF 7/ — BB ICIE
NEBEICBETH -7z, FAEROMBMECNYHAIR AR RE CHRERH & OB E D R h o 7.

[(BE] 77/ —VERE, REHOENS ARBEMER 0608 <, BEERIEH IR EE Y RITL T
AU REMEDSTRIE S 7z,

[#5sa] EMRFEMUEREE % 5 FATIE, HREM W eI % RIET.

03-2 HRICE T IRAEXREDKRBLEDTEIREE
Interdisciplinary Management of Pregnancy of the Women with Adult Congenital
Heart Disease

g S, Bl EHD, M ED, A AR, der BeD, sESF mEyD, Bk 92D,
PORED, ARE RFEIED, REE 2D, MEH S0, v 2D, Gk WD, Al R,
A BT, FRM A

MmphE ke DavERa B, DkmE, DI SR

Hironobu Hyodol), Mizuki Akiyamal), Hiroko Harada!), Kentaro Yamamoto!), Rie Kitano,
Mariko Horii?, Minoru Majimal), Yoshinobu Hayashil), Rie Saito!, Kazuhide Hida",

Kyoko Shiota), Michiko Yamanaka!), Mikio Momoedal), Masao Katayama2), Yasuko Morimoto?,
Koichiro Niwa?®

Departments of 1)Integmted Women’s Health, 2)Anesthesiology, 3)Cardiology,

St. Luke’s International Hospital

[EY] A ERICE L BRI RIS DV, HIRGIGROBEERH OBMIR S HEE 2o Tnd. BhEICB
B BN ERE B O ITHRER 2 R DR Y, ZOEFBEIZ OV TG L7z

[i&k] 2011464 H ~20124FE9 H 23 L7ZERI O 9 B, IR ICIERZE AR TR M R B OB BIEE % 1T - 72 EH
152 L, LRER OHRE, BERHER, SRR, ERENAIIOWTRE L2,

[R#E] 1500 EREONFILLEFRRIBESH, LEFREIIBESS, SIREMAELS, 77 u—UIE1sl, BIE
KMBFIEASE2R, KEIRMEZRELR, ARMBLE1FTH o7, IS A ) ZAZERICOWTIE, ERFIC1~%0,
FER - BURERT - HREM, F7-, R - TEIRERNEL - BREREL - BB RR e &R - MM AR T 7 Ly ALK D B E
L, EHAMEREL. R, EHE137T, il BRREEe, T %2, WYITTH o7 EREIEOR
Ex BIE LG~ oim A, EBIRTYL, S SETHHEN B O 75061, RS E ORI RES 72 053 -
- 2, HIRRSET B X OEBRIIOEREOE T IR SN a2 o 72,

(#&5R] oK RELEDILIR A, MBI E 72250 BIERE L 72 F — ARGl CREICEHT X /2. S oz
MLBED, ALK EBLCEOIIRIZEFTETEMLTRY, ZOFHIIH/2o T, EEAOEHZ M LEHIZY
TeHZ T, BEGMERNECELLEZD.
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03-3 I7244 VREAHEROBATE

Maternal Outcome in Pregnancy Complicated with Ebstein Anomaly

R BHED, fa T, ik D, R BED, 6 WD, Ak BERD, SR D,

ok EED, W WD, FREE A, Hin oD

DE g8 ssiiize £ > & — FEREH - AR D=dAy AR 3 BpsEESSE fEEe AR
Shinji Katsuragi!), Chizuko Kamiya!), Kaoru Yamanaka'), Reiko Neki!), Takekazu Miyoshi",
Yoshinari Kobayashi, Chinami Horiuchi", Naoko Iwanaga!), Tomoaki Ikeda®, Koichiro Niwa®,
Jun Yoshimatsu?

1)Department of Perinatology and Gynecology, National Cerebral Cardiovascular Center,

2)Department of Obstetrics and Gynecology, Mie University,
3 )Department of Cardiology, St Luke International Hospital

[BW] =725 4 VIREZRFOMAIC L 2 HEEMATREE 2R & T4, FERBEITIRO AR OERET R, TR
BICHET 2B IV WD, SRRE 21T .

[FE] W5 1ERICB A2 725 4 VRAHERILA Q9EIR). MEFEE © BERAEGFE HIRAH O OREEZL
(EZEWHETI, ZRAHG (TR), GHERI). REIR, OALBBEOHIE. NYHA class73H. TIREEIEE © 5iGE%L,
STk, JRARE.

[#5R] MIRRIAE. 1141 - ASDAHF4, ASDEASHMT2. Ablationd. ZRFIHML, =St iEili14.
THAIET 1204, IRIRAT- UM 62% D AE B CHEIR28M I LA, ARSI, LW 2S75% & 2 1), FF I
(CS) HifT. HHRFONYHA class/HEIFIT 1T ITE 2L L 72, MUEBIONYHA class/HHI3 & CITHERS. =5k
B ORI THUR2T:HE, TRy a XS —Yr @k, BAEREnE X721, CSHifT. RIFRFAED LT,
LER2 % LIS TR 37 ~ 398 T4l L 7= (FfE14, CS 3). ##R39:8 T4k L 72 1 BIL #- R vh o /20 28 ® Fractional
Shortening 7320 LT & K\ 328, MO FITIZ24~44 THRE. TIRATEZ CTROBEOEE) L2 h o7z, Mo MAKEL
2100-3600g (‘F-392793g). 4R CEAEM EEWAEIASHRILL 7225, RXI83)V, 77/ ¥ VHFITHEL Mo
N9 SiiRiG#EIE6 7 H##IZAblation144, 224F-1%1ZAblation, =5 F R, ASDRSHMTAY144.

[#38] =7 2% 1 VIRAGHTR C.OMEE BT IRGE I CoORBO AT EETH 5. IHIRFT O A RablationiGE &
IEIRPOARBIREE, OIEK, EROBEAEE LEHTAENEETH 5.

H

03-4 TAE XD v —EGESHTR
Maternal Outcome in Pregnancy Complicated with Eisenmenger syndrome

Mk BED, i THTD, & 5, b #ED, A BT, 4 WD, R BIKD,
PR D, gk D, KRER WP, b B, Wi e, HRoED

[ BB i g & v & — DREBEW] - AR D0 ARHITESR 2 L — 7, =AY FEIGAR

Shinji Katsuragil), Chizuko Kamiyal), Yaemi Takagiz), Kaoru Yamanaka'), Reiko Nekil),
Takekazu Miyoshil), Yoshinari Kobayashil), Chinami Horiuchil) Naoko Iwanagal), Takeshi Ogoz),
Norifumi Nakanishi?, Tomoaki Ikeda®), Jun Yoshimatsu!

1)Department of Perinatology and Gynecology, 2)Department of Cardiovascular Medicine Pulmonary
Circulation Group, National Cerebral Cardiovascular Center,
3 )Department of Obstetrics and Gynecology, Mie University

(BB 74 €2 20y —EERE (BES) # & UMiEMEEREREICBW TITHRIIZEZ E ShTwb, ESAEHHTIRICBIT
R T2 R 5.

[FiE] iz ic BT 2 ESAIHTMRISH xR & L7z, SERMELERONIRIZASD3%, VSD9%, PDA3%. MEHHEHE -
BHEAEER, 00 7 — 7TV X 2 MiBIRE, PaO2, NYHA class? . HIREEMEEE @ IRk OH I, 45
A%, BRI, SR, IRERRREE A

[ER] 15%W, MRTIEE 104, MREGERE 5%, JBRMEOEBILITRERT IR, MEHONHIZASD (3,0), VSD (5,4),
PDA (2,1). R WTA%L, 20-#E %% (10.0+1.2, 30.4+1.8) 8. AR WrE 10% O MBIARTE (24 9460 mmHg (41-
81) CTEIEDMIEIMELE TH - 72. NYHA classiIII 4%, 11544, IV 1%, FEOHIEW O Sp02:87.9+2.6, PO2 :
55.5+4.9 mmHg. #HURMKGIHES4 DPa02 53.6 mmHg(50.5-68), 7318 $530.8: (28-33), HrA: A1AE 1240g (1027-1562).
WBCHRERIC7Ta—5 >, #5574 VEERA L. COBTHREHEBRIBITH 7. MimlERL EH L 27
ABIHP BN TENET RIS 2072, BE, FiERFRIZEFBITCH - 72, B0 EIIRE I EEIRRT, S H
BB R IR E L h o 72 (67.4£14.0 vs 76.0+£9.4 mmHg ; p=0.40). HLURET, iR, 731017 H# ONYHA class (34T
[I=1=211CH » 72, i 3034 T BB T4 J e, Swan-Ganz catheter |2 THIEBIIREDE=% 1) > 7 %475 7.
[#E5R] ESHAHTIRIC B CIIRE FIX & F ARSI 217\, FITR30:E O B IMIL 2 T WA F IR CTh o 72,
TERNEIREHRILERL% WE, NYHA classOHEIZTRIC B 2 EBRMBEME FECE R WIREZ KL Twb &
Hbhsb.
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03-5 DIA-RBREBICEIBRAXXRECKBSHIIROKOEREIE - K OEEFOFM
Systemic ventricular function in pregnant women with congenital heart disease
by serial cardiac echo

N K5, Ve RS, B U, AR HEY, A s, TR A8

A N Kb

Yoko Koike, Yuki Ogura, Takeaki Shirai, Yasuko Morimoto, Hiroyuki Niinuma, Koichiro Niwa
St.Luke’s International Hospital

(= EHM] TE, ALK OEE (LUFACHD) OR - HE % &5 2 &K@ aicd 5. 20—H7T, i
IR - HIEEDS E DR LDRFENEE L T A 20 7205w, 4T 4 1ZACHD A BHTIREE O L E Lo a0 —
WZCREM L, MeaEd L7z,

[3¥8&] 2011448 £ 0 MBI CTHAR - HEDFER S N2114. FHe33+5.2/%. 14% I SRR, BEMT5R OB RO
PR (LUT IR & R N OEME L BT (LT IR OO0 R 72, TR i Marfan fiE B8 CREVIR KHL5R)
1%, VSDP#HT%24, PDARISEAZ1%, CoABMER12 DRSS GrEYIM3%, RESi2%). IIFIIVSDARMH2%, cc
TGA 2%, TOF#if%14, SV septationflif214 D564 G LYIBI4%, RlEai24).

(3] FHEE, (AR08, 28, LEEIZIS U C36H, HIEHLER, 120H, 37H, 62°H. E/A, DcT, Ele', 1§
DEEREE ROEREZFHIL, FNENRAEE RIS L 2B oA R0 M) 28 L7z Lxa—12
IZPHILIPS iE33% i H L 7-.

[BR] AL ITFIH T, E/ATH26.3%, 11#20.5%, DcT 1#£22.7%, 11#19.6%, Ele’ 1#:22.4%, 11#24.3%, 1K
LEBRHHEIREL.6%, 11H£16.1%, AROEEIRES.2%, 115#£14.5%.

[#558] IO 5 2SR A I 2 & HEER I TR GBI T L, AROERDILAT 2 EIAIH - 72, B
B R B T, IR E OLERREIC KU T B EE R BRI R K W EEz e,

04-1 SenningFiENTELAMERM TOEEFLICHT 3 LB RIAKE
Cardiac Resynchronization Therapy of Right Ventricular Failure in Patient After
Senning Operation for Transposition of Great Arteries

Mg D, A EY, bk IEED, EY OEED, S R, bk D, R ik,
gk -ED, #iE MY

SRR RS DN, DIEER Bk

Yoshiaki Kato"), Tomoko Ishizu?, Akihiro Nakamura!), Miho Takahashi-Igari?, Lisheng Lin",
Yoshihiro Seo®, Hitoshi Horigomel), Kazutaka Aonuma?

1)Depauﬂtment of Child Health, Institute of Clinical Medicine, Faculty of Medicine,
2)Department of Cardiology, Institute of Clinical Medicine, Faculty of Medicine, University of Tsukuba

[(2UBHIC] LHEFAAL v FHROZERMBEEM CIIHEEMRLE L 2D, BRI OERERTOMES 25, PR
LA HOAREIIRT B DR FEEIED (CRT) A L72iGHR & o T & 7225, HEORMIA LIS 5 CRTICOW
TIEZFDHE, BRI L T,

[ZEBI] 327, =ik 7THHEHCTFT T/ — B2 RIS SN INEIE 2 RINERMISA L, 478E5 2 Senning T4, G
SRR Sy TSN & ME1T S 7z RITHEE L ) TR L, B4 ICEEOILAM D S, FIRK], ACE
PR BHEWTSE 2 AR LARBEIZ S Tw/z Miitk294F 1.0 0 — A CRIA 2% 15 ARG T (EF15-
20%) # O SN LENEBRS 7 —F VL BR_—2 7 TOCRTORETMEIT- 72, BEEIRIISORE, R
A B OES, BRREIRMICHHZNEE (RLE) NICEBY T — 7TV ERBE L. LTI —MmECTLERREIZ
Dyskinesis% &£ L, AZERALIAVEIEIZIGHEINEN T/, BES 7 — 7 IV & R EICHE L7z, dP/AtEm.0ZE R~ —
v 7 (AV delay 160 ms, VV delay 0 ms) T838mmHg/s, AAI 75 bpm T717mmHg/s\ZH_T17%HMmL, Lxa—
WA COdyssynchronyldgzE L7z, 4k, NEISI/MREMR 2 B iE LCRTEATATETH 5.

[#558] A= ST A2CRTAMTH 2 HEELRDH D, =3 Y I EORFTO/-OLT I —RENGHTH 5.
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04-2 BMARXEDERBICEHT 2EEREBETICHT 2REMBOFIE —3EMIC & 315

Efficacy of beta blockers for right ventricular dysfunction with adult congenital
heart disease

M EED, JUR JES, A 4D, KM PEmD, RRE D, 4k D, Sk Rz, EE R,
WL D, I A, NE —EKD

Dtk R s m b B g AR, DBnUkE IR A

Katsura Somal), Atsushi Yao?, Shun Minatsuki!), Hironori Muraoka®, Toshiro InabaV),

Hisataka Makil), Teruhiko Imamural), Taro Shigal), Masaru Hatanol), Koichiro Kinugawal),

Issei Komuro!

1)Departments of Cardiovascular Medicine, The University of Tokyo,
DDivision for Health Service Promotion, The University of Tokyo

B W I B NS VA S NGB O —BIRGE2HS, Mk 2 G BIHEA I L CORBERIRIIEL L TR,
T/, AR OEBIZEHE L OAEICEL TO a2t id R s Tuniwn, 4L, BERSEOEANER) L Z
ZBNIEZEUAREIERN LR L 720 THET 5.

FEBI LIL 1251, O RO A EEAIIERELUE ICE 5 72 19 BUFITH 525, AP u— VKT )
7)) IEHE L, H1IFEOKBTMRIEDHEENASB L UBRHEOUE L EZIRAEOWUEL RO TV L. EFI2IT,
FERPAH R R L Bb b ZRRHAEAEIC L ) ERHREEER L WA 22 RO 7221 B i 0 FSEHIC
& O MRIZ CRIBE A OHERE - BEOWEZ RO TWS. EFSIZ49BMT, 7 7 O — WUBUEM 12 EhIR B SEAN 4
WL BAEEIRICHERD T - &) LA WESHEREGE R 0G5 L 2m ORI X ) EELAWICARE L ZEMNTH
5. FIREZ 212 X AR OASEBERIIRICTA MR O - VOB A T2 8 2 A, BEREROGEES L ' BNP
DOFRFRAET 2RO TV 5.

DbEBaedss, HBENEMIGEARSICHT LTI NRI O — VIZEEOLESIELIGERSFEBICHELYET 5
LOLEbLNL. ZO3BIOWEFEREE L NG RECEEIZAE L 72 OAEIRT 2 BEREE o Rh R 12 B U CEE % s
LEEEZMR 72\,

04-3 BAZEXEOCKEBMETEDERAOLLICHT StolvaptanD B HEEAZIR

Efficacy of Tolvaptan for Intractable Heart Failure in Adults with Congenital Heart
Disease.

AKEFORFEED, KN DD, mag b, el Hcb, im gb
[E S BB el 2 & v & — D/NUOEBR S RL, DA e R DR
Masanori Mizuno!), Hideo Ohuchi!-?, Aya Miyazaki'), Kenji Yasuda'), Osamu Yamada®

1)Department of Pediatric Cardiology, 2)Dcs‘partment of Heart Failure (Adult Congenital Heart Disease),
National Cerebral and Cardiovascular Center

[&F] Tolvaptan (T) IE/KFIR CHMEHAETT 2 H 72 2 FRA & L CORNODAESBEFHTER SN TS5, ALK
P B EE (ACHD) &R o LA TCOMBIZ .

[BrY] EJEACHDIZ XS A TOEBM A OMET.

[FFiE] TERDPULALHEEIIRPUE O EIEACHDS% (Fontanifithsss, 20Z2BHE34) ICT2%5-L, #MHRHOMK
B, MEB L ORFERE Na, K, CD) #E (mEq/L), BERE (2 L7 F =021 75 v A Cer, HFARIRAKJEEE
eGFR), UAEIRE (GEMTF MY 7 4 FK~RTF F : hANP, BElJ- b ) 7 2K~ 7F F : BNP), furosemidef%’5-&
H L7z,

[#5R] TEHEILFI96.9mg/H, FItA1s H T17.8mg/H ¥ TH&E L 72 (P=0.02). Frosemidet%5-& 3BT 109+65mg/
HT17 HixE TI2BITHHE T & /2. IMiENa, CUEEIZBIAHTZ 1213243, 94£375 514 H T136+3, 99+412 L5 L
72 (P=0.02, 0.02). NalZPd L CTld5-Bta4H LN T134+4 & 15 L7 (P=0.05). H5-Rite CHAE, IE, MEK, Cer,
eGFR, BNP, hANPIZZHML %2 RO Lo 72

[#558] ESEACHDIZA T 5 TH G BHERE % AL S TICFRZD R DS S, ENallfE (d2E L7z,
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04-4 Fili & B 1 Bl 5 fn FESE IS &\ 3 A ETRIEDIRES

Analysis of small arteries and fibrotic areas of right ventricle from autopsy
specimens of pulmonary arterial hypertension patients.

Al fY, | B, kN FHED, REE e
S IEBR BT &~ 2 — D/NBAfEBR R, DB R}
Toru Iwasal), Osamu Yamada!), Hideo Ouchi®, Hatsue Ishibashi-Ueda?

1)Department of pediatric cardiology, 2)Department of pathology,
National Cerebral and Cardiovascular Center

EFEOMBIIRMERS T (PAH) BEFOFHIE, SWIMEEILL ) KT L72GEMRIC L Vs dEE S NS Lt
ENTWVD, LA LPAHEEOHIEREZ 2 L - AZE OB 2058 - FEILIZ L A SR STl wn,

FaldLtry —TPAHTHT L7236/ DEBLDH B, R EED % WEEORHEARREA % fFHT L 72 18D
AEREEARIZS L18H T & (105 TR L, PO MIRftE - MLm= - 1R E TN EZI0pmL T O
NEDIRBE WS L7z, 7 BAIER CHRIMERCEH TR I OWCTHEEZE TV A,

S0 M B AR 22 L X PAH AE B C 13 28.2+/-5. 1um (R G H 10.94/-2.0um, p<0.01) L IEK L TWw7z, #HEILEAESR X
20.8+/-7.8% (R RHE 5.6+/-1.7%, p<0.01) & ¥ L CTw7z. /NEhIR%EE1.24/-0.3/HPF (R} 428 1.8+/- 0.3/HPF, p<0.01)
EHRBIRA LTz,

PAHEZICBWTIL, AROMITEKRL, BIEFZEIHAL, LVEZOoMEIULEINLEEZLND. LILrLE
S RAE - 72 MR OBIE DA T 5T, WHILEBEZED) T VIR 5> TV L WEEELH 5. SHRITEEOEIER
SR, BEFE - G0N T v AT B 0E8ED, B 2PAHEZOFHUEL 72O TWREESE 2 b,

04-5 EisenmengerfEfRENEE L EERICHT 2 2ERELR

Survey for current status and management of Eisenmenger Syndrome: Japanese
Nationwide Survey

SR Y, PR A1, R D, RIR 5EY, i i)
DESIE 3 IRERARL, DRBIERRET IGBRBARL, R DR - BEEEAD, YR,
D SEHE AT JEWHEHE /NGB A AR

Taku Inohara'), Koichiro Niwa?, Atsushi Yao®, Ryo Inuzuka®, Hisanori Sakazaki®

1)Department of Cardiology, Keio University, 2)Department of Cardiology, St. Luke’s International
Hospital, 3)Division for Health Service Promotion, 4)Department of Pediatrics, Tokyo University,
3 )Department of Pediatric Cardiology, Hyogo Prefectural Amagasaki Hospital

Background/Objectives: The management of Eisenmenger syndrome (ES) has dramatically changed since the
advent of disease target therapy (DTT). However, guidelines for the management of ES including DTT have not
been established. The purpose of this study was to clarify the incidence, underlying disease, diagnostic approach
and management of ES in Japan through nationwide survey.

Methods: A written questionnaire was sent to members of the Japanese Society for Adult Congenital Heart
Disease and information was obtained from 86 institutes.

Results: Two hundred and fifty-one patients with ES (more than 20 year-old, 80.5%) were followed-up as of Feb
2012, and DTT was undertaken in 124 (49.4%) patients. The proportion of underlying disease is as follows;
unrepaired simple anatomy 165 (65.7%), unrepaired complex anatomy 57 (22.7%), repaired simple anatomy 13
(5.2%), repaired complex anatomy 14 (5.6%), no response 2 (0.8%). Among patients with ES, 55 (21.9%), 128
(51%), 53 (21.1%), 12 (4.8%) were classified into World Health Organization functional class I, II, III and IV
respectively (no response, 3 (1.2%)). DTT was routinely undertaken in 52 (60.5%) institutes, and combination
therapy using oral prostacyclin, endothelin receptor antagonist (ERA) and phosphodieterase-5 (PDE5) inhibitor
was applied in 36 (41.9%) institutes. There were variations in the administration order of these drugs among
institutes, and oral prostacyclin was most frequently prescribed and tended to administer prior to ERA and PDE5S
inhibitor. Whereas digitalis and angiotensin converting enzyme inhibitor or angiotensin II receptor blocker were
widely used, beta-blocker was used limitedly as the management of heart failure.

Conclusions: This nationwide survey reflects the current status including prevalence and underlying disease,
and variations in practical management of ES in Japan. The results should be helpful in making future
guidelines for management of ES.
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05-1 BRAEXEDKREBEOARER & OEHEESMIBEA DI
Reasons of hospitalization and Psychosocial issue in adults with congenital
heart disease

e ED, ke 5D, RN FwRED, 8k BeD, mi ETD, BEA ETY, B D),

JIE %00, #8 BY, B =Y

THERIEERER L Y 2 — VEER, IRALERIEORBSZES, YRk KE¥

Megumi Wagal), Yoshiko Mizuno!), Kaori Takeuchi', Ayaka Suzuki!), Keiko Miyazakil),
Jyunko Enomotoz), Shigeru Tateno3), Yasutaka Kawazoe3), Hiroko Morishima?®, Kozo Matsuo”)

1)Dept. of Nursing, HAdult congenital heart disease clinic, Chiba cardiovascular center,
2)Dept. of education, Toyo university

[BH&] R OEE (ACHD) BE O LHEEAORER LR H M EEMIC L 2 FEMICLLZN YT 7 LU R
L AEBOBERIEH SN TS, Lo LB 2SI 2 8534 7w,

[B#9] ACHDEED ABIRIL E XIS EH OS2I L, SHBOBEE MG T 5.

[FiE] w5 0 2007~20114E (2 IEEREF B PR Be 1o ABE L7218/ ML EOACHDAE . NE - Jiik 0 AR & OB
OFE BERUELONAOFE FEMOMNICOBKREL VT OILRT 5. MHEMEE  rEEEHEEZESO
KB ART2.

[#ER] x5 Bi1974, KME153%. 4 10/835%, 20/8158%, 30f%824, 40ftLL E75%. B 1 EF7 / — ¥
H138%, F7 / —BHIRBIE59%, 1B1EMT14153%. FHES4%, Wm¥166%4, MEM130%. ABREEH .07 7—7)b -
FHT1974, BLEABELS2%. FTEABE198% 244, BEARELIS24 755 LEESD . 5E L LD ABRIZ54 T,
ZOBMIIRER - HLZBHEIRE 2 o 72, CHEEE L 99% T8 2T, VEERMEIEA~ME, F— 2R F#AiO N
Y77 LY ATRIG LT,

[ZBE] BB ET14 74X POV D L L, FRANDRERIHESEITFEDA M L AP SETHRBE Y, AT
DHEDLE . BVELARESTA =235, LHEEAORIK L CEMR DL, WHEE O SO TEEME)S
TRIEE N7z,

05-2 MEHEDPSEREBABAOBITE LEAXEXEDEBBEORR ~7 27— FAELY
Transition from Pediatric to Adult Cardiology for Adolescents with Congenital
Heart Disease ~Questionnaire Survey

HE BT
=2 GBS | T T NN T

Atsuko Morisada
Kurashiki Central Hospital

[IZUIZ] NER D STEBRBAIAEITE LZEAEICZOHIRE BVIZOWT T v 7 — Mk E T 72O CTHE %23 5.
(8] NEED SIEBREFRHNIAT L7220 ML L KRB R L LTz,

[(BR] HREOLEMEMIZL43%I2T v r— P &EEL, 178 (BUUE39%) 2> 5EEDDH - 72, E#IL205~367%
(F1928.45%) TEZREE AL 52 121N ETIESDE DD - 7.

T — MOKERIS, BITHEHIIZZBREEMOD, TEEOERRTHo72. BITOY A IV TORTE, F
TELEV)REI, ZBHHRPERICL 20T R o7z, BITOHBR, 11404ERE B ITRSE TH - 72085, 5%
BT, FERICIE 72 RIB L, 1A ERETH o7z, BIT2 B INIR, RERFERWL ERAIM IR
r—2A, RNEEMEDORFEIZH 72—, FIREICHEZ TW2r — A EREL Tz, B2 L25%IC1E, faREs
OB BRI O 2 L wEE LT, WoZzme LT, /NEERE o FBREOFEENE/NERERM & 0w
Tholo. BITEEE LT, AR LRSS OERE BITHOY AT 2EVIZOWTHAZ LTHRLY, 2 E0ER
HETF SNz
[BE] EBIBITE2To BB TY, NERD» SIERIFFRANOBITICEER B2 T b 2 bz, BiTx
HEFIZ AN B O R IEE OSTIRRTN OIS FE L W2 5.
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05-3 BITUERICE T3 BERE
Group Clinic for Young Patients with Congenital Heart Disease

sE ek, L mRD, AN BATD, BA MED, Bk %D, B &M, 2k 292,
gy i)

ST 2 8 ke DIEBR R S, 2 e R e i

Sachiko Kido", Akiyo Watanabe!), Hiroko Kimura®), Akiko Kishimoto", Atsuko Ishimoto"),
Shigeyo Hirail, Yuri Sugitomo?, Akiko Nakanishi®

1)Cardiology Dept., 2)Cardiology Ward, Hyogo prefectural Kobe Children’s Hospital

[#S] LR CEBERENRA AW 2 5128720, BITHEROBEBEUIVREINTWE, Z0—8&E L THRETIE
22 LY, FE L CHEENOBEEZRNR L LBEHEZEZHEL WL, NEH2OREETH L7120, RE
EZHMETA IV EEOACOEEICHTARBIEN L LLL, BOOKREEZLZoNTE2IELZ E, HOD
RIZOWTHGOEETHEN, BERLPMEZXET 22T 222 HMWE LTV A,

GESIRZE] 1F 3oL HEITTBY, TNETICT + v ¥ VEIFHEGIMEESOEE - 1 - #E 3E), 7+ >~
& VB FAiT R BE OB 2R, SR EBCEREOIR - WE, EEGEBEEOLSRE L mYy S HEr T —
<NAT o7z, EARMICZ 0 —-XDETHY), EMPEEMPDLIBEEREOTRTHEHE L TWLZ L, 21 ZHEEN
LI/ TEARYEESLTIEEZM—3 52 &, FHilkhlh - OHL - BhEfh - 2ERI0G - B L TRt
LT LX), WEDEBWHENTEXL L) IZLAT. MoBE, FHICREICHLIEEOWTHESTLILEHS
OREEEZ, BAHERRELHEMRH L VWIBERL S o 7.

[#E5E] RITHIEERO—BRE L TOEEHEIT, BHBORENOHMEZED, MRS ABRSEOITELR>TwE. HS
DEETHEDL Z LIZL ) HERBRADHREANDOBITHEA L — Ak UL EH> TV 5,

05-4 BAEXEOCKRBREORMOIEMMEICIN T 32RO RIK

The situation of consultation for mental problems in adult congenital heart
disease patients

A ETD, KB D, A LY, ¥ wED, NIE EED, R =D, PR At

DT EEIER SR L v 2 — RALERYEOIRBBEES, DIy SCEBaEER,

e NE R OMAT « ~ 4 — JEBRE AR

Hiroko Morishima®), Yoshiko Mizunol), Junko Enomotol’z), Shigeru Tatenol), Yasutaka Kawasoel),
Kozo Matsuol), Koichiro Niwa!-»

1)Department of Adult Congenital Heart Disease, Chiba Cardiovascular Center,
2)Department of Education, Faculty of Literature, Toyo University,
3 )Department of Cardiology, Cardiovascular Center, St. Luke’s International Hospital

TRMEOEBEZEOL CHPBRANI R ETHEAETL LAY, BERNLHEOATIIZRC, HEEl LoME,
LB 2 R, SRR - HEEICBID B SR A ZETEPE L S &) 12k o7z 2R, SERMEOEREICHED 5
SWAOBEENSLE L ), BIREFOMEN LI TV 5.

BEEDENIER M CHREBHE TIE, RSERIE R E O OB EISN LT, BMEEM, WROHELE LD
2, KM ME 2D OBEEITo T b,

DR R, BMANERECEEZRBIEET 2 8F L0, B OB TO 7 + 0 — 2 L2 L FREHHIE, oL
Cid, BHEHIRREGMLELLTHL. ZOPT, LHIEEMNZHEE - ASAEICB T 2HEICE L Tid, AER
TR L 7212, EICHROHE LA 2 OB 1T o TWw b, BMERD RO SN 451E, WFHE
HEL, B EWRE S SRR LB S OREEITo T,

MEZFIBOIRI ORI R 2 Z T BB O EERIE, AREIR, NIRGER, =y 7 5E, #1195 SIRETH Y,
ABEEFIZB T, AIRER, ALEROM, TR RAEOEIZA b L AMTEONES S 2T 2560 H 5.

ZNHDIEGIO—E 2 L, Bk & & 124 U 25 OB A R AL SR WS T & 2 B EERM, B CH
E V=TT =0, HEMRER C R EOEMAL JF L O L 2RREHIZ OV TEREMZ S
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06-1 DIA-RIOEPRBRIBENCELRY 1 X%B/NFEMT 3 : Fusion Imaging %
AV )
Echocardiography Underestimates Right Heart Size in Patients with Atrial Septal
Defect: Evidence from Fusion Imaging with Multidetector Computed Tomography

FE gD, Aok wRE?, KEOEECD, Rkl wEstD, OriE vsD
DRIk TEBRE AR DRILAREEE 6B S NGRS
Norihisa TohV, Teiji Akagi®, Yasufumi Kijima!), Hiroki Oe!, Hiroshi Ito"

1)Depauctment of Cardiovascular Medicine, Okayama University Graduate School of Medicine, Okayama,
Japan, 2Cardiac Intensive Care Unit, Okayama University Hospital, Okayama, Japan

Background: Quantification of right heart size is essential for risk assessment in patients with atrial septal
defect (ASD), although accurate measurement of right heart size in a single 2-dimensional echocardiographic
view is difficult due to its unique structure. Recently, an innovative imaging technique has been developed to
display in real time a virtual multi-planar reconstruction obtained from contrast-enhanced multidetector-
computed tomography (MD-CT) volume data corresponding to the same cross-sectional image from
echocardiography (Smart Fusion, Toshiba).

Methods: We studied 12 patients with secundum ASD. All patients underwent echocardiography within a week
of contrast-enhanced MD-CT. After importing MD-CT dataset to echo machine, both MD-CT and
echocardiographic images were displayed simultaneously in the same screen. Next, two referable markers were
set at the same position anatomically in each image, and then MD-CT images act in synchronization with
echocardiography. We measured left ventricular, left atrial, right ventricular and right atrial areas and maximal
defect diameter in both images.

Results: Left ventricular area, left atrial area, and defect diameter showed significant correlations between MD-
CT and echocardiography (r = 0.94, 0.94, and 0.92, respectively, all p < 0.05) and showed no significant differences
between the two (all p = ns). Right ventricular area and right atrial area (right ventricular area: MDCT 32 + 11
vs. echocardiography 28 + 10 cm?; right atrial area: 29 + 10 vs. 25 £ 8 cm?) showed significant correlations
between the two (r = 0.94 and 0.92, respectively, both p < 0.05), although the values from MD-CT were higher
than those from echocardiography (both p < 0.05).

Conclusions: Fusion imaging with MD-CT reveals that echocardiography provides accurate measurements of
left heart and defect size, whereas it underestimates right heart size in patients with ASD.

06-2 7 7 O —M#HAEHEERBOMRIC & 3 DEEERIFICOWVT
Magnetic Resonance Imaging to analysis of cardiac function in patients late after
repair of Tetralogy of Fallot

FIH AW, R OB, AW, BE T, W RS b Bk

W1 ERERE 5B &/ NRFY

Seiji Asagai, Kei Inai, Kei Honda, Tokuko Shinohara, Hirofumi Tomimatsu, Toshio Nakanishi
Pediatric Cardiology, Tokyo Women Medical University

(=] 7 7 u—UEE (TOF) fiizaimiiic B W CHiBIRF A2 (PR) I L 2 GERBAMREEARASE, FLEER
AN AEPHERE T 2SEEIC R 5.

[B#9] MRIIC X 2 TOFilittEmEM oG 2 A=A & ARIUHERE - ASZIUHEEOMHBMEICO W THRETT 5 2 &,

[F5i&] LPET7 + 0— &N T ATOFM R BEES O 9 £ 20114E5H 2> 52012458 H ¥ TIZMRI% 1T - 72 23ERN 2D
WORRET L7z, 4E#E 0 29.1£12.1% (12.6 —62.87%), LPMEHEMTEF4EED @ 6.249.65% (0.8 —48.07%), #MrfasESL @ 22.8+8.5
4 (10.6—40.84F). NYHAZHIZT : 15N, I1:7A, III: 1A TH o 7.

SimpsoniE TH % J O OYERRIAEM RVEDV - LVEDV), EiiE (RVEF - LVEF) % &Hll, 3 72iBhikF i
# (PR-RF) (2 #il1%E L7-. RVEDVI (RVEDV/BSA) & RVEF, RVEDVI & LVEF, RVEDVI & PR-RFD#HEIH: 12D
WCHRET L 7.

[# R] RVEDVI123.9450.0 ml/m2 (59.2-251.5 ml/m?), RVEF55.8+10.7% (41.0-77.0%), LVEF59.1+9.5% (37.0-
83.0%), PR-RF35.9+14.4% (4-71%). Tl & & 415 RVEDVI150 mUm2 Pl EOFEFNIZ5H], 150 ml/m2 LT DFEHs]
1318152 72, RVEDVIE RVEFIZA Z 2B DMK r=-0.79, p<0.001), RVEDVI: LVEFIZ A &2 B OB MR
(r=-0.54, p<0.01) % FEH72HRVEDVIL PR-RFICIZMHEBRZ RO 572 ¢=0.27, N.S).

[#558] TOFMT MBI I AR A RAMIHERERED A2 5 T AERERED 7259, RVEDVOILKIZPR-RF
DHRTHL, MOER BIZIEZRFWH) 1L o TH 5 SELMEENDH 5. MRIZHWE I LIL W EEERATN
EHEZENGERE, AZIGHRIEOHMBE AL NIT LI ENTE 2.
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06-3 AERHEBENRERAOMBRALRELEEZOHEERHILORERF
~ D EMRINC & 3 ¥4
Relation of Pulmonary Regurgitant Fraction to Left Ventricular Myocardial Mass
Volume ratios late after Right Ventricular Outflow Tract Reconstruction -
Evaluation by Cardiac Magnetic Resonance Imaging

o #FE, A5 E, Sk KaT, KBRS M ANE, BE 3k
mEeh ke LR

Kenji Waki, Jun Ishizuka, Daisuke Yoshinaga, Kayo Ogino, Tomohiro hayshi, Yoshio Arakaki
Dept. of Pediatrics, Kurashiki Central Hospital

[Hx] AZRHEBEEN RVOTR) %OMEIRFAEA S (PR) IZHZE RV) DA TR CEZE (V) ~NO#EE LI
TWw5,

[B®9] RVOTREMBHI OPRIZ L AINV~NO#E %, LIEMRIZ v CERIIZFFIT 5.

[3&] RVOTR%104E DL L L 7215661 (7 7 1 — U6, MikMmE A =iemas), MBIRMSE - =B aE1s], &
BIIREAE 1), RAFFER 5 10~305 (FULfiE20%) . MTA4FEE  10~214F (hfii14.74F).

[#5iE] MRZ: & Philipstt#Gyroscan Interal.5T Master. (1) Mi#kF¥i3R (%RF) ; 2-D FFE PC-MRA% HV /2 f
BBy AR O T W 1H % 356 E LIRI%. Time-Flow curve? 5 LA MBIIR O & 2T & AT i = % % LZEG OF]
75 %RF % EH. (2) multi-shot balanced-TFE cineMRI 7> 54558, Y RKEI O &R 5 4 ZAWiE O LA - L
% bL—Z LLVIEER, IR AE (EDVI, ESVI : mL/m2), L =EfHER (mass : g/m?2) #5Hl. LCEHEREMRIL
(mass/V ; g/mL) %5 . %RF & OMBIFRIZ DV TPearson’s correlation coefficient# V> THiE, p<0.05% #ial
WEELE L7

[#2] LVEDVI (96 7+20.0mL/m2), ESVI (51.6+15.2mL/m2) 1¥%RF & & OFHEIRIR % /R 9112 1) LV mass (40.4
+7.0g/m2) 23IFFT—%E T, LV mass/V (0.42£0.05 g/mL) 13%RF & & & 2 1IEOMBIRFR % 7R L 72 (r=0.551, p=0.0319).
(Z£] PRiﬁﬁﬁnciE%’ﬁ&@ﬁ@, UDHEREBLEO EAZ 07203200, EBHICESIREZET SELHE
RD—2 & 7 BUREHEATRIE S 4172,

06-4 2HICHFREE e H & D ZBRED1H]

A case of polysplenia patient with arteriovenous malformation in all parts of the
body

o BB RBT M2, $IH A, RE B, B T, il g o g

B RBER b TEBR R /NRH

Arai Mari, Abiko Masayuki, Asagai Seiji, Inai Kei, Shinohara Tokuko, Sugiyama Hisashi,
Nakanishi Toshio

Pediatric cardiology Dept., Tokyo women’s medical university hospital

[Ha] LM KEIRIEIIRY G772, hepatic factor® RIEIZ L 0, i OBEIRZE (AVM) DOIEFERD LS5
TREED H B Z L FHMH N TS, SRFKA I, LME H.0%, FontanfliifzlcF 7/ —EF#AER T, HHO
AVMO AT <, HHNIC S AVM % 529 72 fE B % #8857 L 72D T3 5.

(FEBI] 14pE2ctE. MARRS T 7/ —¥, LBV S ) SWHE, AREMEHE.GE, MBIIRKZ, Laiikig &, 358 R 277
WETIEDZW & % o 72, 31% TGlennfir, 4?*E“CFontanm75_’TT\/‘, 1% D SpO21 i90%:|: ITH o795, 114 1ZSp020 1k
ARSI, IEEED 7 — F WA TSpO2 88%, hepatic vein-LA, coronary-LAY ¥ &~ b #3388 5172, hepatic-LA
XV MOV — CAERBR AT o725, Sp020 FAIERED T, IV P T A LI —TEMDAVMOFIEATRIZ S N,
EEERIMEDRIN & £ 2 57z, 18HIFICRHEDRS S, RIBEOBED72D1T - 72EERCT TR EIEICAVM A
HOLN/z Fio, BEHT I CHEIC3PIIO HMEREZ A Lo, EECTEITV, EE, F3mEREOENE
AR STz

[#55E] &5 I CAVM % RO 7R % BBk L 72, ZBEMERE C RKEIRITEIIRY &2, MoOBFRG L2780 5 2 & i
MoENTWD, ez &, oA b BFIRED T REM LD 5.
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06-5 BESFRTLEZEHLET7 + 2 MEOIBRATHES

A woman with chronic venous insufficiency after Fontan operation

ANHG) BOND, ghA WD, (R KD, RS REED, T ED, SR S, wii B2, Hak ok
IR DN, Dg2st R

Tesshu Otagiri", Hiroshi Suzuki!), Makoto Sato!), Tatsunori Takahashi!), Yukihiro Yoshimura?),
Yoshiyuki Maekawa?, Mitsuaki Sadahiro?

1)Department of Pediatrics, DSecond Department of Surgery, Yamagata University School of Medicine

[IZUHIC] BHERASIIFREROBEETH Y, LITLIETFROEIRE, 3 BEOZ2s4: U4, Fontanfiif
A BT, BUEIRAEIE BB & L TH 2 DB E .

[ZEBI] 33moictt. =R R4 Ob) DFZWI T, 1% T/ Blalock-Taussigfi#s T, 2% TGlennT4l7, 5/% CFontanT
Wi 237z, 20/EFICT PR OBk, EIR ESHEHE L. Z20KEOCT, MRITIRA KBEEIR O/ NMEDSAR S
5DH T -7z, FontanFAMBEDOEIRE LA L B8R ot e LT, 7AEY YHIREEIER b v F 2 7O % F
WBL7z. 26D H.LEMEIZ D5 L)1k o7z. 2THIFISOAZDOEALTARE L, valsartan Nk & TEEMEF L%
FAgG L7z, GREM O TR AR IZ55E L2720, ECTa ielT. GYMEF RIS ARETHZEL TB Y, kil
BRIR & 28 L 7o G I B ERIRDSSE L Tz, AENERER, FHLE QICHIRIEASSEL THB Y, AfTH FThRE i
HRE 2ROz, 20, G TRROBIREICH LAY R4 — WXk 2 LEEEifT L2 8 2 A, EEISHE BRI,
HEPSAE DS L 72, BNCT, MRITIZAERET R <, —&ERE ML 2R L. DERAEINICEAET ATV DD,
MTROBEREIESOICHEELTETVS., SBRLEHR ) omEREROMER &S FE SN, HE, SR L
TW5,

[#55E] BUEHIRAEOWHEIZIZ FontanfEROIFRE L HEL TV B L BbN s Z &h s, 1, FEILIERICHET
H5.

O7-1 Norwood B FilTiEFREAN I KB AREAPIEK (CH T 5 B S HIRTFEIPE RN O —iaERHI
Valve-sparing aortic root replacement for neo-aortic root dilatation after the
Norwood procedure

g D LR R, e D, B S ED, A0 FED AT AR, SR~ wEmD, w2
SRR R DN IS 4R, 2D i AR

Tomohito Kanzaki"), Masaaki Yamagishi", Takako Miyazaki", Yoshinobu Maeda),

Satoshi Taniguchi', Masashi Takeshita!), Takuya Matsushiro!, Hitoshi Yaku?

1)Department of Pediatric cardiovascular surgery, 2)Department of Cardiovascular surgery,
Kyoto Prefectural University of Medicine

[BF=] BIRA A v FFiif (ASO) %X Ross FHii 2 BE M T3 KEIIR (neo Ao) FEEILADIREE 2 5. L AMEIERIE R
B Z DOHFEE BAR T A Norwood B FAii £ b ] D neo Ao ZEE LK DA §L & 5. Norwood B -4l £z b
(114E1%) IZneo AoZEFRILA % 4 U B O IEI BN (David F7) 2 1T L2162 B8R L7200 T, W ER% &
OTHET 5.

[FERI] 11s%, B2 WEEREFAERA, K&, KEREZ, KBRS TH%2I12% L H#B12 12 Norwood Tl Ff
*HiAT. 2m%IFEIC Fontan Flr 3%, Fontanflif444E D 5 7 — 7 IVIRZEIZ Tneo AoZEEBIER (33mm,190%N) % 52O #%H
BIE L T2, R4 1Zneo AR (none—mild), EATEIIRIEZE (neo AoZEEBIZ & 258, EE&EE Ty 7 58658
D72 72D FAMHIS & W, neo Ao EAEIZ39mm (190%N).  F4liid H O I % ifF L 24mm (117%N) OfifF & 7 —7 >~
ANLIf1% (Gelweave®) (2 CHFAP @, ERBIIRIEAIEH & R— 2 X — 7 — O A BN % [FIEHETT. #7656 00 i < B
B,

[Z=E] BEEIIRIEE DME L E T & 7 DARBERVEL O SEIERNIC B Wi, mIBEIC IS ILR & Pt 2SI E & 7 A W] fed:
SEET X 2\, FPERIERIC L DI ER E 2 5720, FFRMICE L TR EMICHCHEAFAZ LT E XX TH
%. Norwood Fiif% TIZ AT & IH EATREINR & O &I GOEZESLETH 5.
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07-2 BARXEDKRRBICE T3 EEREAT

i —f&, |k fhe, i B, AR s, flk K
FUBEEERRAS Dol S

B NREBEE ST B EEATEEA MVP) &, B 2EREIR ENBTEL ATbNTwE, LELED DS, K
NERELEBES (ACHD) 253 2MVPOBLIRIE, RZHS 2SN Twiv, 4RIACHDIZ X LT £ 7zMVP
\ZBE LiaT L 7-.

[&] 200841 H ~20124E10H F TIZMVP % fifT & 172 ACHD10f1.

(#R] THEEL, 405 (14~665%). M6kl RGHAOFTFMiEI8FITH Y, ASD 261, AVSD 261, TOF 14,
VSD/PS 151, CoA 151, PDA 1#5l. #nlF4iiE# 1L, ASD/VSD 16, VSDIITH -7z, T b DEBIC BT 2 EET
AR RIS HARS B, RoCH 1A, Mo4BlTH Y, ZDHFH L Prolapse 6% (9 % Chorda rupture 34),
Degeneration 41, Cleft 31 Tdh o7z, Hi%e, MARHELE £ & T HHHRENKNYTH ) Bz ProlapsefEflidiZ & A
ERDO Rtz FATERIE, BRI L CERROMNMAYIRE HES. IRBEICH L TUIEN, AfARD
rough zonelZfRF L7zH R + 1) 3 ¥ 7 L FH#EA (rough zone trimming) (2 & V), #1 L\ coaptaion zone% LR 3 4 i
KXOELTHAS. ACHDIZBIT S, Chorda rupture, CleftiiZid, WALEME & > 7z Degenerative D PEDSHH (| H
#iZe NTHESR, Cleftig & 7217 TIRHIHRNEE 2 EB2RKFETH D, 2D HH 5 brough zone trimmingldIEFIZH R TH -
72, FWREEE T B L OCHFMESIIERD T, BIF 2 K& E 157

[#558] ACHDIZXI 4 2MVPIX, BAHRZE XL 5. L LA ORI HIRREILME T2 b0 Tho 7z,

07-3 Deterioration of Mitral Valve Competence after the Repair of Atrial Septal Defect
in Adults

Tae-Jin Yun, MD, PhD
Asan Medical Center

Background: While mild mitral regurgitation (MR) associated with atrial septal defect (ASD) is believed to
improve by ASD closure alone, new-onset MR or aggravation of pre-existing mild MR may also develop after ASD
closure. We sought to determine the preoperative risk factors for the postoperative deterioration of mitral valve
competence in adults with ASD.

Methods: Retrospective review of 286 adults with ASD, who had undergone surgical closure of ASD between
January 2004 and December 2009, was performed. Patients with significant preoperative MR & III/IV) which
necessitated mitral valve intervention were excluded. Preoperative MR grades were 0 in 204 patients, I in 67
patients, and II in 15 patients.

Results: After ASD repair, MR degree did not change or improved in most of the patients (204/286, 71%), while
82 patients (82/286, 29%) showed aggravated or new-onset MR, including 18 patients whose MR degree increased
by equal to or greater than grade II. Univariable analysis revealed older age, pre-operative atrial fibrillation,
large left atrail size, large indexed ASD size, high peak tricuspid regurgitation velocity, and associated tricuspid
valve surgery or maze procedure as risk factors for new-onset or aggravated MR, but only old age (OR: 1.058, 95%
CI: 1.025-1.092, P=0.0005) and indexed ASD size (OR: 1.120, 95% CI: 1.042-1.205, P=0.0022) remained significant
on multivariable analysis. The ratio of postoperative left ventricular end-diastolic volume (LVEDV) over
preoperative LVEDV was greater in patients with new-onset or aggravated MR (P=0.016).

Conclusions: Mitral valve competence may deteriorate after ASD closure in older patients with large ASD.
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07-4 LR THETT L ZTOF#TE K A (165X LI E) T OB FHERH D%

IR fEE, FROF Swm, BY s, wH OOKEA, fRE AR, P fhEE, BTE BER, Bk W, KR B,
MW, AR =, BE S

iR AR DGBR 2RI R SR

Nobuyasu Katoh, Hidetsugu Asai, Tatsuya Seki, Taro Minamida, Makoto Iijima, Yuji Naito,
Yasushige Shingu, Satoru Wakasa, Tomonori Ooka, Tsuyoshi Tachibana, Suguru Kubota,

Yoshiro Matsui

Cardiovascular and thoracic surgery Dept, Hokkaido University Hospital

[(B=] EFRAGEO M IRV IE RGBT 7 0 BB (E4E 2 3B & 5 25, B4 fisiE - AHHEIC & ) Tl %
LB D7 v,

(B8] MR CHitT L 22 TOFMr i A (165% LA L) TORTAHREGNIZ R L CTHE L 7.

[F:E] 20054 DI, 4EFCHafT L 72 TOFMi 2 O TFFMTof] CFIERIST (17-59) i, 5 : t=4:5) . HIRICREFOLE#EIX
¥358.3 (1-29) #%. HS A DS PR/TR256] (RVEDVI=130~240), PS751%] (RVp=91/6), #&¥&VSD A 2% (Qp/
Qs=3.2, 2.8), 1E CKEWRFAALD) 25161 TH > 72,

[#EBR] FBAERZ L. WERIERIRIZ220 ©, &FICHTET & V) O NYHAZEN S SN, HKEZEO 16 ClEdE* 15
7. Maze % 161 CHhfT LIRFREEA)R. 160 TR IC & 2 VACHE, 16 TTSIZ & 2.LAED 720 F-FAlf (TVR) 2% L 7-.
[ZF] LEEAEIRE BOTWHEFIIE L QdmiaHBVEEOUE, WRAER2ETBY), KV EHICAATLE
TFIRE 2D TIE VR EbN7. $72 7+ 0 —2HEF SN TWRERA1IH, WEIELED ALY KL
TWIHEBIA 26D 1), SRATIOMED BT NEMETH L L Bbh/:.

[#£5E] BT TlEd 5 L OO TSI RF AR TH o772, TRIPREOF/NMADEMICE L TIdske b S 545
HrET 5.

O7-5 7 7 O—MHEZRIABFMES & T 3PVROBDHEEANDRE & REAKE

Mid-term effects of PVR on right ventricular function for adult patients with
tetralogy of Fallot (TOF)

GAEE AT, MR W=, MER BGR), KRR, PR OREE, X SR, SRUA V&, PRHE G,
Al A, Sr¥ g, JNED 286

THEEAGER SR L ¥ & — DIRILE S

Nobuyuki Hirose, Kozo Matsuo, Kabasawa Seiji, Masanao Oba, Masao Hirano, Soichi Asano,
Hiroyuki Kito, Naoki Hayashida, Hirokazu Murayama, Shigeru Tateno, Yasutaka Kawasoe
Chiba Cardiovascular Center

[BBY] 7 7 u—UBUEMZRRIIC BT 2PR, PSIZTHULEEDOE L, FAERFEELEICE > CTFHREBET IERER
RF&sb. &H, BBETo7 70— TUBER W FHFHHEFNIZB1) 5 PR - PSIZXTT 2 PVROBKAE & A/ UHERE~D %
B MRET L7

[F&R] 20034FE4 H ~20114F6 H O, Uk <7 7 0 —VUBUEFFM & L CPVRZ JfT L 72158 %%t 5% & L7z (&6
Carpentier-EdwardstEfEF). IR AT o 7200 BE8 12 & 2 BFMEIZRA L 72, FFFAE2MIEPR 1141, PSR 44
TH o7z, FHIEEENT22~45m% (F1932.249.05%), AE1346~96kg (F3960.6+12.6kg) TH o 72 fEITHir 7 5 PVR
T COMMIZ17~414F (F1528.3+8.84E) T, PVR#Hfollow upififiliZF186.14ETdh - 7-.

[BR] Tl T, BRI R r - 72 MERMBIRFOH S 27 skss - iR SNk 7. BEATRETO S
T —F VAT R T, PRAEGITHIETRVEDVI 165.3+51.2ml/m2128F L CTHf£111.5429.56 ml/m2 & AHE M TFA R S
72 (P<0.03). RVEF, LVEFIZIZAELRZILIZR SN o 72, PSHERITIIATETRVP/LVP 0.56+0.11124F L THifk
0.40+0.06 & A & %= RVIE DO T 255 5 1172 (P<0.03).

[#£5B] 7 7 u—DUBEI AT 2 AL, Zeh2HHCTPR - PSIEBICOALEM % 45 1M S 472
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08-1 BARXEOCEBICE T 3REEEE - ER5

Pulse Wave Velocity and Pressure Wave Reflection in Adults Patients with
Congenital Heart Diseases

B CEED, ORI, koD, bl D, HIE RED, i Y, AR ETY,

EF O, IED BEED, PRE A2

DF-2E0LZ & e ibe MEBRmeRl, DTGB £ ¥ 4 — RAERIEDRBRES,

ey NE ik TEBE AR

Tomoaki Murakami, Nobuyuki Takada!), Kouji Higashi", Hiromichi Nakajima®,

Hiroyuki Aotsukal), Yoko Horibata?, Yasuko Morimoto?®, Shigeru Tateno?, Yasutaka Kawasoe?,
Koichiro Niwa>?)

DChiba Children's Hospital, 2)Chiba Cardiovascular Center, 3St. Luke’s International Hospital

(B8Y] Je R OB IR T A 25 L LM LT TOMAICET 2 89 10k o7 77 0 —UBUEZR & T
aortopathy Z f569 4 Z £ LN THE Y, MEREDOFHIILEMR P ROLEDZOEETH 2 HAEREHIZB T 50

FHEL v, F I THREREEZ M RICIREMENT 21T, MEREICHEZ S 2 5RT2ME L7z,

[FiE] RRITTEEIERIR >~ 7 — AL KM GEBBETIR CE A 0 205 DL 10 B8 TIRERIFERE (PWV)
B L OB ERGHRE CAD 2 5H0 L 2729761, FN-EhoFi- B 2 EHEEO1SDLL EZ T & L TEDER
ZRRE L7z,

[#R] 226112 BV TPWVHTLHE L T\ 7z, PWVITHEREIZ B W CILER (48.1+£20.5 vs. 34.6 + 13.3, p = 0.0071), LDL
(116.7 + 28.5 vs. 96.5 + 33.4, p=0.0116) 2’FE» > 72. F7-HbAlc (5.4 £ 0.7 vs. 5.1 £ 0.4, p=0.053) 2 E WEH[TADH -
72 —HrALIZEE L Cld40B CE %2 R L7-. rAISERE Cl3A EICFEBHE < (31.83 + 14.8 vs. 42.1 + 15.7, p=0.0009),
VWb % aortopathy = #1383 2B TH B 2 L 5% < (85% vs. 53%, p=0.0052) ), KEWARICFHHRIEE A TV B %E
BID3%h o 72 (60% vs. 16 %, p< 0.0001).

[#£56] HALRMEERRICBWTLPWVOTLHEIZ VAW B.LIMIERD ) A7 BT & OS5 EE 2 5Nz —
HrATE IR A - TR L OME L 207, KRB ICBIT 2rAIRHEOEFRII OV TPk E OBEOME 30
PCTH5b.

08-2 BEXMEBEMES 7NVAS Y FHIESBAOEELTFLOBAICHL T, LEBIE
AR THICEN XA T RAEAN 2 1T L =—5

RO, B M, AH O, K ERT, A W, TN KD, BUR ETF, B R, B E
Fedt B, whvd mikk

W1 ER INEIEEE R

Tokuko Shinohara, Kei Honda, Mikiko Shimizu, Tetsuko Ishii, Daiji Takeuchi, Keiko Toyohara,
Hisashi Sugiyama, Hirofumi Tomimatsu, Kei Inai, Toshio Nakanishi

Pediatric Cardiology, Tokyo Women’s Medical University

(] BIEKMEEMIES 7V A A v Fiif (DSO) HEEH O EIE LA EFDDH ), BRI OCIEBMEZAI R E T
& IX 2w,

[ZE#I] {S,L,LI 1-DORV VSD PS ®»227% 5 . 77K 12DSO (Senning + RV-PA direct anastmosis with monocup
pericardial patch + enlargement of VSD + LV-Ao rerouting + MVP cleft closure + CS cutback) % JitifT £ L7z, #&#
BAFT215% £ TBNP 50 pg/mlTdH > 72, 227%HE & 1) B o, sFRe BN 2 o KBt & 2o 7z FFER, AR,
KA, T EE2RD, OJIEETE L D 12% W RKO67% T, JK, i) oMt %780, EoherEe LW
OAEEZM LT, Lo — CRESBEFIIHEMEICILT L, LVEF 15%, severe MR, RVEF 30%, severe PRIZ & A4
FEPRZ ROz, BNPIZ860pg/mlTHh o7z, i, 02, FIJRHAI, Milrinone, DOB, ACE-I, Bblocker% & A L 7275,
2 R OWNFREEICEGUE, 7737 I UHAFEE 2 D B S IOHIINIREE & 2 o 72, TABPIFAT DL 77— 7 VR
A TIZCVP 11mmHg, mPAp 22mmHg, PCWP 20mmHg, C.I. 1.6L/min/m2T& V), WEIRKAE X 5072 AT —
TOVIEGAE % 2RI ) o A RE L, #iBh A OIS A 2 2L 72, ARIBO.CIE AR 2 EH3ETH L L 2%
&L, EVAHEARTHIAS & OPVRA JidT L7z, itk2, AETH 737 I Y A2BER L, BUEAERERICIITCYNEY)
FThb.

[(BE] LOCRIGERIMA T {, MRIZEEILAPFEKTSH D, @@ EOREHIT I3 L T EVAHERAT 25— O G
BCThHolz., HEIIEZBIZIL UBEEHPRN, AZIEAKOEKIZPRTH Y, #HitEOQOLD EE LB IEER L&A L 2
o,

[#5E] WM O E O LIBBRESENIEEIN L T 2 EBNFREND DS, FBHFM R HIR, AT RS 7 SR EE
%<, AFBIZBVTOUREGOEEISLETH 5.
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08-3 BRARXEDKBEZICSIIBRET—DH—ELTOIREFCIEOVT O
Cystatin C as a Novel Marker of Renal Function for Adult Congenital Heart
Disease

MR FEAERD, % JEED, % v, 5 D, R S5EY, N =Y, A Y,
I BB, i EY

AR A R v 4 — DR RPEOZBHRRL, 2/NIEBR SR, SN R, /Ol R
Kentaro Omoyal), Atsushi Terazawa?, Hiroko Goto?, Naoki Kuwabara?, Eiji Matsukuma?),
Ai Kojima?, Yusuke Iwata'*?, Takamasa Takeuchi®, Takashi Kuwahara?

1)Department of Adult Congenital Heart Disease, Z)Department of Pediatric Cardiology,
3)Department of Pediatric Nephrology, 4)Dcs‘pau'trmsﬂnt of Pediatric Cardiac Surgery,
Gifu Prefectural General Medical Center

[BF] o4, LEEEOMANFE L, BHAED L) EHAITEI RO SN Tw b REREBENED T—V K2 ¥
YE=FRAXY )T T A(Cin) THEHH, ZOMWEREMTHL. F/-ME7 LTF =2 (Cr) ZHV-FHMD
HARIZE D RESEELZIT 5. TE, VA5 F 2 C(CysC) 1XCin& JEHICEWHBZ/RTZ EAHME SN TW5.
(B8] AERMELER (ACHD) BE OB ARG & L CCysCOFHMEIZ D W T T 5.

[HR] 20114E1H 225201249 B I EMAR S L TR ABERIZ CysCx % L 72155 2L O ACHD #3961 (15.0-
53.1%, F3925.15%).

[F%£] CysC%Cr, R#F##, HANP, BNP, eGFR (Cockeroft-Gault) £ & Hoiitst L 7.

[#2] CysC 0.96 mg/d1P\ b% 7R L 729611, eGFR 90ml/min/1.73m?#iili Tdh - 72 b DI136HITH>72. —7F, eGFR
90ml/min/1.73m2Lk k%R L72 b D13106135 ), 20 5CysC 0.96mg/dILL EZ R L72H DId6HTH - 72,

[#358] CysCHEMEIZb 2 hb 5T, eGFRIZIEH 2 7R L7ZEGIZSEAE L7z, ACHDEE O X ) 1461, FR AR
BWUTOWAE, CysCHIEIL & ) REIFMKEEOBRFEF M N2 5 2 EAVEHTH L W HeMEARIE S 7z,

09-1 Mahaim#iif & B¥KentRIC &L > TEE EAVRT2F § 2EbsteinZE D14

A case of Ebstein anomaly with various QRS types of Atrioventricular Reentrant
Tachycardia due to Mahaim fiber and multiple Kent

e D, AR Ih—2), e R, S AT, Wil B, EE )
ERAERERY: DIEBIRIARE - AR OB v & —, 2/NRE SN - Je R DR IS SR
Yoshihito Hata!), Koichi Kataoka?, Tomoyuki Sato?), Akioko Takata?, Masaaki Kawada?),
Yoshinori Miyahara?®

1)Dept of Cardiology, ACHD Center, 2)Dept of Pediatrics,
3)Dept of Pediatric and Congenital Cardiovascular Surgery, Jichi Medical University

EbsteinZiD#720 — 30% . WPWHEMRR: & &84 5. 72, FDR50% I HEMENLLER O L ME SN TV 5,
[FE®I] s TN, A7 ayr, EHEMBMEGH 7Oy 7, IEHEMMO2MEEOPSVTAMER ST\, AR
LK TR F % 3260 2 WPSVTHAED S 5 728, CARTO % H\WTEPS3 X O'RFCA% 1T - 72. RATER L AREIIR
WEHEEIT-72. FNETA FIZLTARROZRFEwHZFZEL T, MHEBLOEER-V VI TIIv vy BV 7 EfTo 72,
BRI, HEEE (BEESEO A, WEEEEED 1)) OMahaimi & G B AR (BESEOR) B X OHGRE (B,
ZEEEE) OKent i % il 72, 28RO Kent [ % [0 & 4 5 Kent to KentiEZE ) = > ) M4EH1 (AVRT), BZEEEDH
B Kent R & EEAEH & ML & 258 FAPEAVRT, & 5 1CMahaimiii & B LT o EH iz RBBB%E#E)) &
2R ENEE L C2ROBEREK  EFEnET 2 ) = 2 M) HEEIAZHERE L 7. Mahaim#HEEEOR S5 O HI2 L - T
RBBBB#* bnarrow QRS T TE ¥ QRSEE AR L7z, T XTORENZERK I L THRIM 21T WO INHET AL &)
2. Wi ZPSVTHHEAREE o7,

[% & ] Mahaim#ii & 2O Kent B L CEEHEH VP EBEO—E L 2 ) LR 2 QRS % /RTAVRT* A1 5%
EbsteinZi A 51 % F&B% L 72
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09-2 FXEOERBIEERENICE T 3 H A O FHEMBSHES ORE
Atrial Flatter and Fibrillation in Long Term Follow -up after Operation for
Congenital Heart Disease

W ek, HY BoE, HEH O HEL, Sk K, R A%, NI G, WE TR, & Bk,
EERALZ & bt fEBEF

Sachiko Kido, Toshikatsu Tanaka, Hideki Fujita, Kenta Timinaga, Yumi Satou, Yoshiharu Ogawa,
Chiho Koga, Naoya Kamei, Chie Yukimoto

Cardiology Dept., Hyogo prefectural Kobe Children’s Hospital

(B8] SR CEEM RO CEMMBIOME R L TR id v B2, $EEODLDONL L, FHRICKECEET S L
EhILTWs, YEETHEEL 2RO LEMMEES O, S EeHiL, SR e a3 5.

[FEBI] 6. 16/~275%. LIREIZZEAEMRET 26 (COMEEMNR), BIEKMEEMN (57 VAL v Fiifk), WAl
BAERE WMEREHRNSME & HO0RS), 77 0—NUE (), =7 A% 4 UM H AT L 2 Fil + 25857
B, W0 S LB O ISAE T TOMMIZ4 A S 17TE8) H (FIuE114E9 H), NYHASE IZVIVIIVIII~IV
WENETNUUMLITH o7z, ) HLI3PITRIEMLEMBEI Z#E DR, MATEIRIAZE L R H5BICHBON Y v 5 —
Yavrz DC) xEL Tz, FLPUEMFERAITIE, ZEEIHPMEI DFEL, FERMH» O REHIRR D72
OT T —va VZHEEE R ENAA—ZA X = — AL ZRIDCEEL TW5. i 0AE - BisEiiE 2 ) flid, A%
BROFEAE & A OAREDTEAL LIV4AEORGBTIE L 7. BIEKRIMEE NI T FMEFICR— A A = — AR T ITV,
TR F/BL TS,

[ZFE] HHEOHFETLERB O DEMMENIERZ 2 L CBL S 2R D 0, MBIOBE I TFRIIAR TR
BOBEEBENADREE 2B L, BICHTREICEARIRNOBBR N A ZRET 5 ETH 5.

09-3 EXEOEBMEOFERICE T 3RERMFHORE
Clinical Characteristics of Postoperative Atrial Tachyarrhythmias with Congenital
Heart Disease

WiE R, R vE, AL el PR OB, IR BE, BReE BN, 1T HZ,
Mohamed A shafee, TJIl W]

ALK R PEBR A N

Masateru Kondo, Koji Fukuda, Yuji Wakayama, Makoto Nakano, Akiko Kawana, Yuhi Hasebe,
Mohamed A Shafee, Hiroaki Shimokawa

Department of Cardiovascular Medicine, Tohoku University Graduate School of Medicine

[TF=] eRMEESE (CHD) MIBEMICB W CTHEIEAEIRO G ER ST D, BEIT—T VT T -2 a v
(CA) DG & 72 BIEBIASBENEINIC B 5725, ZDORRIESIZE 202l S TRV,

[FiE] 20094E1H % 520124E5H £ TR, CHDM#IZAE U7z LB L CCA%R MEAT L 7238457 15 161 0 [ IR 1 A
BIZ OV TR LR BN (hon-CHD) 1061 & Fig L7z,

[#52] CHD#: CIIEHRIHE < (46.0£18.0 vs. 67.4+12.9 1%, P<0.05), RiGHT 2 SHMIE T COHMPE,P - 72
(26.7+13.2 vs. 7.9+5.14F, P<0.05). BEXRMHLEMMAIZB VT, CHD# 1561 CT26fE4H, non-CHDAE10% CT14FfE4H &
BROBIDTHE SNz, O & L Tmacroreentrant il M#E CHETH 57225, focal pattern#Hif1iZ CHDA
DI THRD 51172 (42.3 vs. 0% P<0.05). CARTO system!|Z & W HEERMmELZFHIIL7-& 2 ACHDHETHEREICRKE 2>
72 (213464 vs. 13836 cm?, P<0.05). 7+ 0 —7 v ZHIRIh (heffi209 HI), 561 THIMO T 20, 3617T2nd
v arEHiTL.

[#£58] CHDliAERI Tld, non-CHDJER & kX, AEMLANFHTH Y, HADOKF &£ L Tmacro-reentrantiZfiz,
focal pattern% &HF 3 A BHE b £\,
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09-4 Arrhythmia Surgery for Atrial Fibrillation Associated with Atrial Septal Defect:
Right-sided maze versus biatrial maze.

Tae-Jin Yun, MD, PhD
Asan Medical Center

Background: While it has been inferred that a biatrial maze procedure (BA) for atrial fibrillation (AF) in left-
heart lesions may lead to better outcomes compared te with a limited left atrial lesion set, it remains
controversial whether BA is superior to a right-sided maze procedure (RA) in right-heart lesions.

Methods: A retrospective review was performed for 56 adults who underwent surgical closure of ASD and
various maze procedures for AF between June 1998 and February 2011. The median age at operation was 59
years (range, 34-79 yeas). Clinical manifestations of AF were paroxysmal in 8, persistent in 15, and longstanding
persistent in 33. RA was performed in 23 patients (group 1) and BA was performed in 33 patients (Group 2).
Treatment failure was defined as AF recurrence, development of atrial flutter or other types of atrial
tachyarrhythmia, or implantation of a permanent pacemaker, and the Cox proportional hazards model was used
to identify risk factors for decreased time to treatment failure.

Results: During the median follow-up period of 49 months (range, 5-149 months), there was no early death and
one late non-cardiac death. On Cox survival model, group 1 showed a significantly decreased time to treatment
failure in comparison e with group 2 (HR: 5.11, 95% CI 1.59-16.44, P=0.006). Maintenance of normal sinus
rhythm without any episode of AF recurrence at postoperative 2 and 5 years were 57% and 45% in group 1, and
82% and 69% in group 2, respectively.

Conclusion: Left-sided ablation in addition to a right-sided maze procedure leads to better electrophysiologic
outcome in AF associated with ASD.

09-5 DEHEBEEH L ABRARKXEOKRBICHT 3 X 1 AFHOEER

Maze Operation for Adult Congenital Heart Disease with Atrial Fibrillation

ANEFD, BE D, dsg ED, EmE O AED, mA D, K% 7D, EE gD,

A OERD, KM w2, hEAY, &1 252, W O%md, il 5ed

menripb: VORISR 2 NIEBR SR DiEE R

Masaaki Koide!, Kunii Yoshifumil), Watanabe kazumasal), Tsuda Kazumasal), Miyairi Satoshil),
Ohashi Yuko!), Harada Takashi!), Mori Yoshiki?, Takeda Sho?, Nakashima Yasumi?,

Kaneko Sachie?, Oka Tosiaki®, Sugiura Ryo”)

1)Department of Cardiovascular Surgery, 2Division of Pediatric Cardiology, 3)Department of Cardiology,
Seirei Hamamatsu General Hospital

B NS R DR BN OEMEY (AF) 24069 57 — A0 7 { v, BEEIZBIT 5 A 4 AFMORERIC OV THET 5.
[¥& & HE] 20004E2 H ~20124F9 H 1 #%Ex L 72 B e R O BTl 6501 CHFIg4E#41.7+16.95%) #xt5% & Lk
MRS, A A XAF4l71E Cox Maze IIIIZ#E I T Cryoablation & RFIZ TH7 - 7.

[#ER] 656111661 (24.6%) IZHTATAF (181 F 7213 FMEME) % &0k L P94 #554.3£16.25%. PIFIZASD 561, ASD+
TR+MR 31, i 5% fFASD 141, AVSDAii#MR 31, VSDHfit4TR 161, TOF#i#%PR+MR 16, PPAfii{% 11, Congenital
MR 161, 1651+ D260 & Atrial Standstill T& - 72161 % B < 1361124 L T A 4 AP %4709 B 1261 CAFA k.
iz LA ED & 722 o 72 TOFM  PVRIERF CTILEAIS CRFAFICIER L7z, 2 A4 XiligFH22,- RO 7 + 0 — T2 T
P HERE, RAEBAFDOTIRE D h o7z, ANC &b TERIER T B, LEEIF45.7410.4mm TP (9,716) T
IR E B,

[ZBE] BALCKEEOEBTAEGAOHVAZAFEZEGIELTBY, AL XFM 24T > &6 TAFIEE Lz, AFZ&4F
L 72 REBI CIIRERAYIC A 4 AFM 2 TINETH S LEZ LN
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O010-1 URICHTIEHBRAXEXEDCKEBFHOKE L HBER
Reoperation for complex adults with congenital heart disease
—Surgical outcomes and postoperative managements—

S KD, R BE-D, KB OBAD, FHI ERYD, EE OHEWD, ME D, K b,
IR MDD, W ONIEED, P KD

S AT R O v 2 — DRI s RL, 2N e B R AR

Kenta Imai), Keiichi Fujiwara!), Nobuhisa Ohno", Eiji Yosikawa!), Kousuke Yosizawal),
Mamoru Homurol), Ayano Futsukil), Hisanori Sakazakiz), Kazuya Tsukuda?®, Yoshimi Hiraumi
DCardiovascular Surgery, 2Pediatric Cardiology, Heart center, Amagasaki hospital, Hyogo, Japan

2)

[12 CHIZ] TER AR CEER (ACHD) BEEEHML THB Y, JETIHFICEEOCSEOBTMA LI T1b. ik
BRSO XME L7,

[3¥%&] 199141 H ~20124E9H ICACHDEHE 178HII2196 Fli 2 1T - 72. 9 HLEMLLETEIE566161F4F (31%) TH - 72,

AN T OREBEBEORE (4 ) Tl34B37T Mz & R & L7z, £ZWIITOF:15, PA/VSD:5, ¢TGA:2, Truncus:1,

TGA:11T, FMIEFERII27TETR TH - 7. FMrEH Gz 13, TGAK: < 2361 CTPS:16, PR:4, AAE:2, VT:1 (RVOTR:20
(PVR:11), Bentall:2, Ablation:1) T& - 7z. TGA Tid¥Mustard%2%]TTR:1, IE:1 (TAP:1, PV Jki:1), Rastellift
41 TPS:3, TS:1 (RVOTR:3, BCPS:1), Jatenef24%1TPS:3, MR:1, AS:1 (RVOTR:3, MVR:1, ASfEK+AVR:1),

Patrick-McGoon 11 CLVOTO/IE (Rastelli #5#i+AVR:1) T - 7-.

[#ER] FAFE I 16 (KA OFERE), RFEIEIL260 (220838, MU TH -7z, & 574 5 BFMIETGAD 26112347 -
72 (PVR+TVR/rePVR+TVR, reAVR). iR EREHIMIZ7L54E T, (LEMEAREIRICH LT 7L — a ¥ 256012, (OHREE
BT LCRT #4602 4T - 72, BAED ) X 4 1ESR:27, PAf:2, Af:2 T, NYHAclass!31:28, II:2 (TOF/Af, TGA
Mustard /& CEBEEEET), IV (TOF/M L EHEEEET)Th - 7-.

[#E5R] L EBEEOEMACHDIIN T 2 FFMOBEII BT CTH o 72, KBRS ODAEISH T 2 5RO H TNYHA
classiIMEAQ BIF IR/ T Wiz L L, DA BIET 2EFNE ) SEOBRFRETH 5.

0102 FEFEHICEFHEZVEL L L7 70—MEIE (TOF) #iT & E 5 O BREK A

Clinical characteristics of adolescent patients with tetralogy of Fallot (TOF);
indication and timing for re-operation

o geh, B gD, AKm D, g D, bl gED, Ei 82, AF ED

JEH AR DNRRE, 20 SR

Atsushi Kitagawa!), Norihiko Oka?), Takashi Honda!), Hisashi Ando"), Yayoi Nakahata),
Kagami Miyaji?, Masahiro Ishii"

1)Dcs‘partment of Pediatrics, 2)Dcs‘pau"tment of Cardiovascular Surgery, Kitasato University

[BF=] 7 7 v —UBE (TOF) OMREFM 2 O MRS G35 2 L1248 0, BRMTo#Es & iz owTE
BT 5.

[FFR] 20084F ~20114F O 12 24 BE CTOFT # 5% b V2 TR0 2 WA T L 72760 (58 V2441, 2 B3l ORRRIIFRD Tk
FRIIRES L7z,

[#5R] TOFHIGERTEITERG O P MBI % (8 H-2i%), FFMEITERIZ16M (14-185%) Tdh -7z, FFArar oLl
T =TIV T, AEIERYAEE RVEDV) 131%N (92-151%N), HEERHIE (RVEF) 55% (49-59%), &= yLiER
W7AE (LVEDV) 103%N (84-130%N), ZLZEEK = (LVEF) 58% (42-66%) Td - 7=, LIEHEEHIRA T, 5HICEEE
DOEIIRFEGE (PR), 1812 E DO =R (TR) %7380, LZEHREKIBOERGEE 261123807, LERIZBIT5QRS
TEOHJLitiX164ms (140-186ms) TH - 7z, BRI, 7THNIIBEIIRF BT (PVR), 3B ZRFAIEHA, 260G %=
T BTN & AT L 72, TR s, BREROUEZ D 7.

[#55/] TOFMiA®EMEIIZBT ARVEDV, QRSIEDHINE HEOPR, TRIX, HFEMOME L % ET 2ROV
Lo LB REED B A, PVRIGBHS N ICEZERAE R E S €, ZRIBOGHREZ B I E2 615,
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010-3 7+ 4 HiEBEORRE-—FII—ICLZEEENORIAT) VT -
Liver disease in Fontan patients — Scoring assessment by sonography —

SN ED, AR BED, 1 FAD, b BD, e D, B OHEED, e D,
KA WD) HESE Y, A HED, WE D

JUNEAEAEGRRE DANRY, DIEBRg R, Do i skt

Jun Muneuchil, Ayako Kuraoka!), Mamie Watanabe!), Satoshi Takenakai®, Yuichiro Sugitanil),
Yusaku Nagatotmo!), Eiko Terashi’, Shunya Ohmura®), Yoko Horibata®), Yoshie Ochiai®),
Kunitaka Joo!

1)Department of Pediatrics, 2)Department of Cardiology, 3)Department of Cardiovascular Surgery,
Kyushu Koseinenkin Hospital

[B=EHM] 74 v 7 VTR EEIINE0%IITREZ &8 L, BEMIIHNTS. 77 % ¥ (TCPC) i EE DI
R EIREEIS L THETT 5.

[¥& &FiE] TCPCHRAEZ 130BIH 716 (F4160) 1k L, FIHFER17.0 (4.2-36.1) %, TCPCH 5 FIHfEMEK11.1
(1.5-28.7) £ CHZ I —%JfT L7z, WWREZOEEE %, OFEMEIR CFHE0 © KEHER1 - 212 ARF2 0 S 02 AR
3 REETIRY . @K (RO @ SEuhSL  efRet2), @FE T I — (EIR0 - E2IIAEL - HEAEK2), GORIKEEA
(ZL0:HN1), OHENMTE R L0 H01) & xa7{bl, EBHWELRL=0~1, EBHEIFEE=2~4 FHZE=5]
L, BRT—% &IbE L7,

BR] -, BEmEbz Lo (7%), BHEIFEESAF (74%), FFEZE1440 (19%), SOLD b 1061 (13%), &
90% L BT o M MEIFEEEZ X 2 FHEMEILET RS 57z, 104ELL BB L 7ZES CIEERICHEAIT TH-o 72
(4.4vs2.8). FZI— 12X 2EEFEZOREIITCPCHEEMIM (9.1 vs 10.2 vs 15.34F), A= (4.4 vs 4.0 vs 3.7
L/53/m2), IfiEyGTPME (50 vs 70 vs 97 IU/L) & B9 L, PAE, PAindex, AST - ALTfE, IVEI2 5 —4 > fli, BNP
B & B o 72,

[%£ &®H] MiR104E D EREBER CIIEIEMEEE Sy — v 2B L7z ROARERFREREY A2 &2, G
YGTPEAFFRZAESTE & AR L 7z

010-4 FontanFHiEBHICS I INRBBZTERERROEERILNRA (FE2R)
Ultrasound Semi-Quantitive Assessment of Liver Parenchymal Lesions in
Patients after Fontan Operation

FPT WD, KN FUEY, RO, BEE MY, KW FTY, M KD, (=% E%D, L g2
E S IEBR BRI S &~ &2 — DRSS, D/NaEsesel, e s ) =9 o,

DR SRR Z 8 8 v 2 — NERE

Hiromi Ikado!, Hideo Ohuchi?, Hiroshi Matsuo®), Tomoo Fujisawa®), Hideyuki Ohnishi®),

Norio Tanaka®, Michitaka Sano!, Osamu Yamada?

1)Hospital labolatory medicine, DPediatric Cardiology, National cerebral and cardiovascular center,
HMatsuo Clinic, 4)Department of Pediatrics, Saiseikai Yokohamashi Tobu Hospital

[&F=] EFE Fontan B2 B E O EE RSO FRENTE L 25> TV 505, ZOEECHEIED 5 A7 G X
M. LT, MEEOARSS T, Fontanfid BB OIS FEEE 2Ky b (HS) OfFEL R L, e o
BE TS L7

[BRY] FFHSEBEHHEGIEERLL, BREGEEOMELZHLMITLZ L.

[FiE] 201144 H ~201244 H £ T2 o — Mt % L 72 Fontanfii 2 #it 16261 (55 : 98%1, 4E#h3~48i%, TF118
) DB, A IV ARFE8HI B L KRBV 3B & VW 21516 2 Rk & L, BEKIC L A ITHSOBIEHEE (HS-G)
EMTTARGBAER, BELNICAT o 72 UliE S 7 — 7T VAR O LUEHIRIE B & QNI A LS A & e L7z, HS-Gid
HSOH A A3mmbl Eox 12, %L (0), 2% @), HEE (2), £\ (3) O4BRICaHE L 72,

[#58] HS-GIZ0: 8061, 1: 3361, 2:28%l, 4:1081TH-o7. HS-GOEWE TIIMIARAEL B L O'Forns index
WEMET (%4 1 p<0.0001, P<0.01), M/, ZhsoBETERWENIZH 72 (P<0.1). LA L7%AS, HS-G&
FOEIRE, 7V 72y, e oy IVEIS =7 I3 BEEN R 2o 7.

[#558] Fontanflit & B O FFEBE T Ro—>Th 2 HSO gt & tAa sz, FEEOMMALO M F 1 TR ASH
HThob I ik, SNOFFCHS-GE MEENFT ROMELY ZHFT 200 MR, S%OHS-G L IR RoBE O
A LEENS.
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010-5 @MARAZ7+V 4V EBEOBREFAUNTIH?
What predicts unexpected clinical events in adult Fontan patients?

KN FHED, M Gk, mig ), K G2, i &2
EIGBREEIIZE £ v & — DB AERMOIERR, 2N IEB gkt
Hideo Ohuchil), Kenji Yasuda?, Aya Miyazakiz), Satoshi Yazaki?, Osamu Yamada?

1)Departments of Adult Congenital Heart Disease, DPediatric Cardiology,
National Cerebral and Cardiovascular Center

[(BE] 7+ v v F) BRISEHFREME % £ B oAReTd Y, TEEEF I, IO E (Non-Cardiac)
BEPENTREBRET DWEEEDH 5.

[Br] MAFEEOERGE FEN AR (USH) L OBEZHOL 22T 5 2 L.

[Fi&, HR] 18U LEOFEF1M ARG E Lz, BEEE TR, OIMTERE, Mk, TR, IFEikie 4
PRI, AR R T, SRR OISR T, SN S 2 BBEE T OUSHE OME L M L7z, FafEigh300
USHZ%4: L7-. USHEB® L-EHE X, S, B BeBE, RinE, K29 724 Na), BEEH, K7LVv7
IV (Alb), BBNU, &7 LT7F=r, B YAY Y, BCRTFF, it Ry, =R KHDLI L A57o—),
BWABHIF Y AFRARTF R, BV ERT) Y, mLZ U, (PRA), 7V KAT 0 » (Ald), FIURFIE,
BMEWTHRALE, REEMEEORV.ONE, BEENEB L CMETH o7, IS THWEENM (p<0.00D) RLZDIE
ENa, fRAlb, TTHERER Y, BIREE, BNP, HPRA, HAIld, K\ ik s 005, BEEEIE T, BNPAYHIZICUSH & B L 7.
[#E58] AFER O.CIATEIERIZIZUSH & OB EIEHE <, AR I R 1 B <0 BB Rr Ol 6 2 228 552 O B R L
I THEIT B,

O11-1 RAZRXUELEBOOLII-RRE —DLIJI-EEDEE?
Features and Issues of Echocardiographic Examination of Adult Congenital
Heart Disease. — Collaboration with Sonographers -

HEsE PETD, W A, WE FBEED, w0 v, N 2 A, vk 1B, AR %Y, B EMD
JUNFAEAE Sk DIBReRt, D@, /N EE Rt

Yoko Horibata!, Mitsuru Noma?, Kunitaka Joho®, Jun Muneuchi®, Mamie Watanabe®,

Satoshi Takenaka3), Ayako Kuraoka3), Masahiro Mohri!

1)Department of Cardiology, 2)Hospital, Medical Informatics, 3)Department of Pediatric Cardiology,
Kyushu Kosei-Nenkin Hospital

[BFE] ALK LEEAEE (ACHD) OZW, EHRICBV LI I —NBREIEELZREFEOOEDOTH L. T2
ACHDDOHEINZ X b, MBI Z OSHF~OSEASHEIN TV S,

[EfY] ACHDO.L.T I —[XMMAEDOHIRZITRL, LT a—=R OBEICBITLHELWSLIZTLI L.

[Fi&] 20114E4H 205 20124E3 A 12 M FE ThtifT & L7 MIBE L = o — BRI B 2 ACHD O3, ZWis, T4l
DHEEE, VT HEFRACHRE L2

[#R] 5508106071 (11%), 402 AHDSACHDTH -7z, #ZWizid, LEHFRKE (19%), LEFRKE (18%), 7 7
0 — U (14%), EREFEE (12%), BEEAFREKIE (8%), KIME#M(6%), MAKMEHSERIGE %), BERIME
HEAr (8%), —IEEFHEH (8%) % & THh o 72, FhOHhILE22i%, FBHE169AN (42%), JHEM18 A (6%), MEEAEBIS02 A
(75%), FontanfEE39A (10%) TH o 72, MAEFICCHDOZMI 27 SN TV WDIZEAT T TH - 7.

[#45] Uk TIEE <A BMERRAI L & HICCHDD LI I — A 21T% o TW A, BRI 3T I3 M 2sH it 12 12 B
WLDENFHTHY, 728 ZHEMECHD TH - T CHDIZ K E L2 [ERli & ¥, BHBF21Tho TV LT, %FE
HEATIRL, BEIHEDLL I LBESHIRL L EbNLS.
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O11-2 A —BKERETORAEXEDKBZEOBIK
Experience of outpatients care for adult congenital heart disease in a local
general hospital

A OEHD, &7 D, RKE D, il AR, ¥Eg —IEY, B B, M B, a5,
R )

manrkrike DNRIEB R, DO sl DIEB R AR

Yoshiki Mori", Sachie Kaneko!), Sho Takeda!), Yasumi Nakajima!), Kazumasa Watanabe?,
Yoshihumi Kunii?, Masaaki Koide 2, Tohru Sugiura’), Toshiaki Oka>)

DDivision of Pediatric Cardiology, Z)Department of Cardiovascular Surgery, 3)Department of Cardiology,
Seirei Hamamatsu General Hospital

[TFF] ZFEL B HERATREE, ZE bWk, BERIFEMRE, —Bombis & CRAGREEREE OBRER LR
HhHEEbNL, MEER GREETEE) OBFE 2 FICB I %o T 5 B TIE19994E 12 NP KM L Bl sk % B 3k,
20094E 7 & Bedh 2 & DB\ AN % BRlG L 7.

(B8] YOS HEOFERLZHSLPIZLT, ZOMELLELZ L.

[FE] 20084E7 5 2011 4F 12783523 L 72 18 KL L o JI i 4 0 & e e R M IR B 2 xf RIS, TEERZRNER (M),
LRMESVE (), /NEIEEREE (P) 32 B M0 &Y, HHELHEOEE, ToMB%h 2K L.

[#8] 20114F DIV RZZIEAEIIMATM98 A, S 7382 A, PAB24 AT, 20084F & Hl4 2 & MTiZ1.14%, SA™1.34%,
PH2.1MG L PCTOBIATH . » 72, #HHEOTIEOEEGIIM19%, S25%, P51%TH -7, FOHh THEDOEWTOFT
BEIIOWTHE L TALEZS, BETTEHLZEEU LS ZOMMICZZ L TR, 22 LEZomIZy ZH
B SIFTN, IERDPTTEZZ LD PHEBIA SN

[%£ &) — BB TOLBETIIIERERNE, B OB Y L5 ) BHERNTOSHEIZ) T voTwz, LaL, E8
MBS LEIZD 0 0b 6T, HIENTWAEEENV LIPS THEL, TOHBBHNLELEZ b7,

O11-3 —MbPRREICHTINMNERERBARTORABEZEORIK
clinical outcome in outpatients with adult congenital heart disease in the general
hospital
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Current status and problems of the clinical system administrating adult patients
with congenital heart disease in Amagasaki hospital
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Successful Treatment with Cardiac Surgery for an Elderly Patient with Intractable
Heart Failure and Congestive Liver Cirrhosis
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Two cases of tricuspid valve replacement in systemic right ventricle circulation.
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A case report; Surgical re-intervention for an adult Fontan case with cardiac
failure
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FontanIF#s & % 2 51, M CREBIEIN T2 40 ED S OANSIERDEAL, LB CHEFIIZ 17> 72. mean
PAP 19mmHg, Rp 3.3,PAI 420,EF 51%,Sp02 87% CTd - 7=. WA TId, MM/NEIIRIE IO IR 2 &R 12380 72
W, BEMIRE X 2o 7z, BEMICFontanEiE W BE L £ 2, BDG,PAB, I E1T-7:. FELEEZRTEA, 67 HD
Rttt WEMEIZ 1772, PAP 13mmHg,Rp 1.7,PAI 242 C& - 7. EC-TCPC (fenestrated) % Jiif7T. X—A A —%— -
) — REMHEAEL, BTSN L 7. 5% IZPDESIHESE, ACEMEREZ IR, B Z MG L7z, BIRBEIREED
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Tricuspid valve replacement long after atrial switch: Report of two-cases
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management of more than 50-year-old repaired and unrepaired tetralogy of Fallot
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Postoperative tetralogy of Fallot with cardiopulmonary arrest after ventricular
tachycardia: A case report
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SN KM D - 7225, DIEHEMEILZZ L a7z,
[ZE] BHOMZ TIToMEEZHET L L, REFTIZCPALATNIZZEEPVC, Ron T, QRSIFEOFFEMILE, 2k
MW7 &, VT Orisk factor % 52072, MM R H AR TIIFallotlUEE D BEMZEOVINEIZ A nwEZE 2z 5 Tn 5
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A case of congestive liver cirrhosis late after repair of tetralogy of Fallot
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Casa report of TOF patient with pericouduit abscess
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A woman with Fontan circulation delivered a baby at a Children’s Hospital.
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4)Departrnent of Obstetrics, S)Department of Anesthesiology, Shizuoka Children’s Hospital

[&F=] MR EZ AL T 2ACHDEE DS L T\ 525, BHELTTEO R BILE IS e 2 ieik 24 7% <, fE5lo
HIEATRO 5NTW D,

EBI] fEfliZ27im ot WAERICZRAMEE (la) LI DB 4B T T + B —. 115 CTBCPS,22/% CIPAS, 24j%
B IZTCPC (EC24) HifT. ML TR EREED BN REARI/NEIERERES N E 7+ 0 — LTz, #HEED
R % 30 LG 0 AR TR, IR25:8 TULE R ED 720 Bt AB & 7 o 72, PVC, PACHMEIST 5 X 9127
DEREROER A > 7 7 L v A T29whbd CFEM EYIM T 2 gt L L7z, CCUILTT A v HEiER L FMEAR
BEREZY — Db EIZEGMEBEA ZITWIA LY, 1100g0 B % HiE L7z, HrE BIINICUIHGE S iUk, Bk
IR PAC, PVCEHBFE L7225, VRWO/RNEERGHREICI DERE SN, Z0%RCCUKIRE, RReEFEHIX
CCURE B & VFHERM, HERMRMEICIZERES X OERFEEMASTIS L2, 2HBOCCURIED#, MERHRHIZHTH L
oz,

[EF] BEOMERBEHEDOTIZ, FontanfiifBIBOMIRINES Z E QR THRZ 5 2L TE L. BMABRICEN:
ACHDt » % — CTORMENIHEHNTIEIH 205, TNOVEMEINL T TOM, FMEMRLY Y —%2F3T25 20D Z
D—RBEH) T EHWREE EbN 5.

P1-3-2  Jateneffi & i E IR NI
Pregnancy outcomes after the arterial switch operation for Transposition of the
Great Arteries.

RN RD, ey TEED, RMA ErD, Wk FEEED, JEE EERD, vk REED, =i R,
ok D, i ED, Rk EED, B BrD, d D, i )

DIE 7 G e gE £ v & — JERES) - i AR, D=dokpmibe e RHm AR

Chinami Horiuchi?, Chizuko Kamiya!), Atsuko Okamoto!, Kunio Tabuki!), Tetsuya Ide?,
Yoshinari Kobayashil), Takekazu Miyoshil), Naoko Iwanagal), Kaoru Yamanakal),

Shinji Katsuragil), Reiko Neki'), Jun Yoshimatsu!, Tomoaki Ikeda?

I)Department of Obstetrics and Gynecology, National Cerebral and Cardiovascular Center,
DMie University Hospital

(B8] ERBCEED D bra RIMEEMII~T%% o, WEAER D720 LEMIMTERT AT SN TE 2
A5, 19804EAK 7 & BIRALIRIE T (Jatene FAlT) 2SEHEAMT & 7o TV A, Lo LJatenefiitAiFRICE L Tk, 2h¥
THFVMEIN TR\, S0 Jateneffi k& BHTUR D A BHEIC B L THRGET L 7.

[HiE] 2006 ~20124E F TOTEM, HFel THIRSMEH % HifT L 72 Jatene i 2 & BFEEUR 4 5E B 5 4R (O B BB IR
160) 1D W THAR .

[#5R] JateneFHMrEITEENIL H#5200£147.56H TH V), FFM S NEBIDSFITH o 72, ITURATICHEIZHE % B 72
SEBIA2BIH 1), 9 B 1BNIR L TRRBINIRDS SN Tz, IR ICAREBIRS DA ERE & Wo 720 IME A X2 M H
BL7EGIDR2BITH Y, WTFNOEBRELZRDIERATHY, TNODEFATIEE ) DITEELZBNP LA ZRD 7.
ERAPHE X B FENEIREEASE, 16NUERELY ROz SRS T.4£1.58TH 1), 5072133
AR, 2REFIATEELIRM TH 1), Wb BERHIEIG TR EYIRIM & 722 o Tz, BRI OIS £ N> Mok
WINRESEN & 7% o 72 REBI 226 TH o 7.

[£%] Jatenefli A A PHTIRE CILERREP B EM O.LIME A NV b)) 27 WT-& LTEZ SN RS OBNP
FREFITIZE SR LEENILELEZ LR
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P1-3-3 CPX%ME{TLEMR-HErRR LMY 3—8& L7 7 0-MFHiE TLFE/OY
7 0D—1Hl

VEEE WED, gl peh®, B 6D, S Y
Difi s gpsia tomibe INIARE DFLIRERICE /INOREEREE, 3Nl ombe R
Takeshi Nishida, Kinnya Hatakeyama?®, Jyun Kunisaki®), Norihisa Horita?

1)Dep‘c. of Pedi. Kushiro city General Hospital,
2)Dept. of Pedi. Sapporo Medical University School of Medicine, 3)Dept. of Pedi. Tomakomai city Hospital

[Hg] LR EEOHIBEMNIZBWT, BMOFEZ T TIE WO/ - HEOBESIZOWTIEIN A FI4 U 720F
TILHBNCEET 5.

(B8] 7 7 o -k CMigiiREzEx 2L, 22, BEFEZE7 0 v 7 OBEHLOEGNIT L CHAR - 5150 fe2H]
W4 %726, CPXTOEMNZ A7

[FERI] somcict. YREMIERIMEHC T 7 7 0 — DB O Z W C2m B O PSRN 2 T S 7. O ZE R R O MR
W3 0 105 RIS O E R B RIB RPN S HAT S 7z, BEM L VEEEE T O Y 7 2O TWehs, ERD 2V ok
BRI N TV, S0, BRAHLLEOZ L TEERDIHENEIZZ. LIRS 7 — 7 VA B O 720 BBHI# D T
& o7z,

[#2:8] Ulgs 7 — 57 VR T L 72, RV 52/7, mPA 51/7 (17), rtPA 42/7 (15), 1tPA 31/6 (14), LV 121/8, FHk
ORIz %R0z, LaL, EEEZE70y 71250, LEEARABIIS0E/FHIFZT, BEAGEICEEZRVLO
DOIIRF DOMATEHIEDZALIZHIE T X 25 L) HIEFIZHE L 2O CPX % JiifT L 72, ramp 7’0 b I — )L T125Watts®
BfiENz7z, SEEE7ay 70720, LIEO ERIZ116[E/512 8 & F 57278, VO2 (ml/kg/min) © 33. 0 (94%of
predicted) & BT 7 E BN e % R LR - IZ W RETH A 9 LI L7z, B RERABISRF TH 5.

[ZE] BHLHEB L OWWENRET 2548, MRS HEDE D 20 B OBCPXITFHTH 5.

P1-3-4 %XHUOKBEHETRICH T 3ERPOBNPIEICEIT 3185

Clinical study of brain natriuretic peptide level during pregnancy in pregnant
women with congenital heart disease

BEr BERED, tal RfEYY, &% Y, g REY, T R, S8 B, mE @D,
NI BB, RAH #60ED)

WL TR DVRFFRAESRE Y % —, DiEig AR, DiEste LR

Yasuo Makino"), Fumika Tsuchiyamal’z), Jun Konno!?, Yoshika Akizawa!?, Sanae Ide
Minoru Mitani!?, Tokuko Shinohara®), Masaki Ogawal’z), Yoshio Matsuda!-?

DDep. of Obstetrics and Gynecology, 2Perinatal Medical Center, >)Dep. of Pediatric Cardiology,
Tokyo Women’s Medical University

1,2)
2

[ B8] SRR 2 I DR EDESEE % K3 5 & £ 114 B type natriuretic peptide (BNP) O IFEARH OHEFRE & BEARAEIR,
AR L7 & & OB & e R G A PR (CHD) MR DTS L7z

[#i5] BNPIZCHDTHR (A, n=35) TII/RZHBIFICHEL, 1 ¥ 74— Fartr b2ELNEERH (BE,
n=24) & O LEIIHFARET, P, B0 TE I 2572, 100 pg/mlll L% BNPEEEE & B L7z, FIERCS Y
B EDHRONDGEE [WOASBE] &L, OEREREIIIEREFEMEIC L 2GR E AT R L )2l L7z,

[BdE] 1 ABOF51EE1336.6:8, EEMIZI26ITH - 72, 2) AIFOBNPEIZEEZICEEICEA L, BiEELlL
N5 EETOMRYTEM%E R L7z (ANOVA: p<0.05). 3) BNPEE EMHEILTH] (20%) T, HFEEIZAB &L 2o 72985, FNLL
PMOBE DB THEELRRTIIRO SN o7z, 4 DASMEL - 7-BNPEER MO 26 (1) #IE36, 51EKIm
H#AAE, BNP 590.4pg/ml (2) #H4R31:8, SE& KIME#EAE, BNP 102.4pg/mlTdh - 7-.

[#£58] CHDITIRICE T, BNPIZHRAMICH S 2B 2 /RS, BRI RN L OEIZA S NS, B
B EDTHARBNID DS B EMEZRTESNN2EASNS 20, CHDIFREFRICB W TEELRAEA L Bb
nr.
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P1-3-5 #iRIC &V ASDOERIE% R -Amplatzer:0F B RIBEASHIE(C & 2 EAS D 1IEH]
The case of ASD recanalization with ASO closure according to pregnancy

ANBE TR, NS R, BR BA, BEEE N

B B EBFR AEBRER £ v 2 — NROER

Toshiki Kobayashi, Takuro Kojima, Masahisa Shiraishi, Shigeki Yoshiba
Pediatric Cardiology dept, Saitama Medical University International Meidcal Center

[E#Y] Amplatzer/(-52 /K3 B#H (ASO) 12 TLEHH/RIEZ BgH (ASD) L 7-Zctfl, TR % 226%1C ASDF B &
R7ER R L 720 THET 5.

[FEBI] 347#cid, 33/ CTASDIZASOE & % itifT. Balloon sizing it 24.6mm C& - 724505 H b 13 IE # ¢ W i % 1
J%. 26mm ASODE & % A7z H wiggle THN28mmIZZE T L7z, BAFEAEITHEE L, FiEOMIELZRIHIR L 7. 1F
IRE T X ) ASODIVCH & 0 fE#k DS % 58 ) TTERT R A 1572, 5tk b Ao RSk § 2 72012 TEE % 17\,
ASOD T ANEN M %% X AR LS IVCHMEICHE L IAA, F 2T CUEBEEITIRL TWD 2 PRI
7z, FIAEMRE A D e Vo ICRBBIE L L, TERICIETTEIS THEMIMTOTH R & MR L 7.

(% - 5] BIROFHELRLEFRICKERASOTE L, MEEOLEREDOBAIC L 5ASODIVCHEADE B IA
Fh. HFIRIC X AIEERIMEEIEINC X W EEED LA LASOIZ L A LEHROEILER V- LR SN S, LR TIZEEIC
ASOIZ TASDPASHMR I ITAR - W % FEER L 72 EBI 25106155\ 5 2%, MMOFEFHIMEFN RS L T b, Lo LIEE 205
TS % 50 ASORE B HE B IR I IR SR WBIE SR BE L £ 2 S,

P1-4-1 —Jataneffii:@FEEAM A B DERK & & 3 R EE K

Clinical outcomes of adults after atrial switch operation

JEl verD, w D, AR R, b B, e HEED, BAOMEED, IR BHD, i Ve,
A hES, I LD, wRE FRD

MRSk NS R, DIEB R, S0 R

Eiko Terashil), Jun Muneuchil), Ayako Kuraokal), Satoshi Takenakail), Yuichiro Sugitanil),
Yusaku Nagatotmol), Shunya Ohmural), Yoko Horibataz), Yoshie Ochiai3), Mamie Watanabel),
Kunitaka Joo!

1)Department of Pediatrics, 2)Depauctment of Cardiology, 3)Department of Cardiovascular Surgery,
Kyushu Koseinenkin Hospital

(=& HW] JateneMBRBABIIEML CTELI L 2RI T, ZOHRKRGEEEETEGEHSPIZTL L.

[XR - FHiE] 1982~20124F F TIZ Y P THiAT L 7zJatane Tl 114610 5 5, 1S LLEIZE L 723061 (21 : %9,

SEIEER22. TR DOV T, TEEREIRE A ST IRIL 2 8k © BRI A L 72,

[R] wmAELIIR 1661, TTRI13%1, IIIRI1FIT, EEIRShaharF48i31;2061, 4261, 9160, 2a;360, 3a;260, b1,

Te1B1T, MRIZ—ERIEE 166, BBSRMEHE14BITH o 72, BEHE L L CREIRBEAS (= T%) 156 (50%), fii
BRI 1561 (9 H 1460125 LBAP% itifT), TEIIRFIZE26ITH - /2. FFMreslLGER ML - MEIRE25, K
BRIFEIR LB, KBRS E26], CABG1BITH - 7. NYHAZEHIZE&MI~IITH ) (REERIIED 7205572 & 1) 161),

FIFR#E - ACE FHAESPIIR 2 ke L TV 5 261 DAMEF4E~ LR IC 1A AR 232 THRABEIZE S T w /2, BRI full
timel6fl, part time2ffl, FIF2FI, 24661, MBI TH Y, SHIAKEEE L, 20005 HEZRER L Tz,

[#E38] FTMTRe T — T IVIHEELE L T ARENIEE D> 727, 9B O CHEAEGICKEZ & 728§, 58D E
MWEHIVL LA E S Z LN TETW.
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P1-4-2 ACHDEZ:#HERE —ERBEZPDLIC—

A patient and social security — Mainly medical expenses —

/AN 3T
#E

Fumiko Oyamada
Patient

(12U SIC] BEFlrIC L ) LHORMB & =) 72, MEROERERILTFENZ -7 HIBERIESTIC R A0, Biken7
THE - TW 57259 7.

[EEE] Tt : TCPCZH - PM#x% (ABe47HM), #5%66,483,218M (O b &#%:28,218H), FIEEHEFIH (K%
T33,218M 7257z, BWAAEHETIZ99,018H (FRFBIIEFESD) - 188,418 GERL). itk - @Pe1lIC D> X PM - 3HEH, 1
WRAES,460 5, I35 10,000/H8E. [EE GBS CHIL R, SHEK]. THROBHEEIAX, FIERE  E1/2, K -
/4, HEGEZEREDK & - T2

(B8] H1h, H4OFAT885M (1A [ RBIIEEBLIAT 13V b Gl B D))

[BYR] BESE4E 450 65,5411, 78— b (BUE) 20N, 830 & L T66,400H. HEJE & & H:284E 451 20,000 ((EEIMA)
[ZF] B0z k&, —HoP5o08E CIIIFERER, £ L &8 L <, £ > TL AR
R LV, SO IINMAREEE IS EO LEBEESEOE G2 L RN vh, RIZERL EEEOBT CRlE % 1%
T&72. BONPIEEE, BR/S— 1 F—%2TL L2, BEOHFIIBRGL L TELE RN,

[£EH] 2L DXRIEH LD, WADPRSNTEY, AEIBETTIRADFHLENFF T,

P1-4-3 SERREHLSHRABOEREDRENEERICS T IRIKOMES
Current problems in Surgical treatments of congenital heart disease for older
child to adult.

s AT, I CEOREE, AR OROE, WREE R, Lk P, ok Bh, B0 R, A R,
WBH L, R 8

JE R A KA PR 2 /Ol 175 4%

Keisuke Nakanishi, Shiori Kawasaki, Terumasa Morita, Hirotaka Inaba, Taira Yamamoto,
Kenji Kuwaki, Sizuyuki Dohi, Takeshi Matsumura, Akie Shimada, Atsushi Amano
Department of Cardiovascular Surgery, Juntendo University, School of Medicine, Tokyo, Japan

[I2CHIC] ERIBUREO LR LREONENEE %, /NED L 3R NGIEIVEHE AT ) »diEmasd 5. JEBZE L,
ERIED S B AM ORI LEENRBFEIC BT 2 BIROBE R 2R T,

[ZEBI] fEFI1IL, ASDD135% 5 2. ASDIE IS % 1T L 72 25 FERIC 2T €, EREK A L. 6FRICHTM %
B, Sy FEHSIC X VBRL 2. ER2IE, AEETAVSDHTEMRO 51N, 8RR 12 cleft BISHIZ N 2.,
FLEEME AT 2 ATV SEEICMRIGE R L7z, ERISIZ64m ik, RERAH 22 AEME O O MEIR - PSIZxt L, ke
ICCPAREFMZ 21T 5 b R L. Z0%, HBBElZTone and a half repair % JEfT L, I BT TH - 7.
[ZEEROKER] 01 ASDIZ, A TIE Sy FEISE, DNETIREEEMEDS — I BIREN 2%, ERBICH LTI,
WA D FAE % WIS 2 BB H L L Bbisz, ERI2 - AR I carry over S 72 FEEEIZ, BN UIEIVENO F2 T2 BT
MBI EIED, BIFRERSE SNz ERS RN GIEAEFOREBNZ, /NE GBI OISHE RN TH - 72
ERBRBNERMELERE, AR - AR IS L 72ABHESEEE T A NUTRETH LD, €0 L) kit
EAELVOPHIRTH L. SHIEFMBEISICOVWTIEZER L T2 WnAs, iz waid, KERED L9 /R
TEAVEREE, BNCIEAVEHE % & $ 4 Jitiak CRUT OFMT RO LA IFEHTH 5 L Bbh /.
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P1-4-4 WEREBHESZHEL LOEPRRIGHFMHIRKENTED 5 VEREDO1H

Testicular seminoma complicated to a Down patient with operated ventricular
septal defect and pulmonary stenosis

YR A2

KRR RS /NER

Yasunori Horiguch

KKR Tachikawa Hospital pediatric dept

[BF=] ERMECEBLHIBERE, WMATAEESADHIML THRAR] fEoMmEb AR IS,

(B8] G=EARERIE (VSD) JEAEIIREZEMT £ 0 577 »IERERE (Down) OFER IR EMEIER O fF5 % &5k L 720 TH
H95.

[FEBI] semeBtE. A EHDown , VSDiiEILE (PH) &2l Si7:. PHix“oversystemic” CTdh > 72, FEWHEGH
B2 D3 CPHILTG:, (LIIBEM & S T REB R Ch o 72, 36112 H 2 AR IEDVE BURIIEIR IS &7z, #EE
IRZZDBEAR L1 B4/ F 72 F 0B T2 L 2 ERI21E 1lemx9em O Fo SV C I o W AR PR % F2 T I2FRD 7.
BT FIRICGERME C, B QSRR D o 7 2VER B R O EE LA g b 7. TR CIEBIE IR ) -
RES TH - 72, WIRZFEH TR SN2 TR HLI2 584 L 72 seminoma TdH - 72, SEFVEP LB, &
BB IN TS,

[(ZE] EHBROBINIMZ TES TH L. RONILEBEZL S OEEE M) Down & B S NWZBRE DL H o 7205,
SIS NG o7z, RERITEERZ S MIESUNOZERSTBAD T 5 720N oOBEoEEE V. B
FEBEOD L BIEZFNIHEET 2BEE R PMER BFIC) A7 0EWL D) # RES LR WTELRBEPEREINSD.
[#558] 1) VSD,PH, Down CEZ SR OEMIERS % fE58 L 72160 % 5 L 72

2) BRI IR R EEAR 72 T TR 2R E L 2 OMAI 2B ENERE L Ebhi.

P2-1-1  HHGEHARIER B (2 3 5 Bl i 7E ) —
A case of unilateral hypoplasia of right pulmonary artery presenting with
pulmonary hypertension

PR —BY, P SAKEED, w1 B, (LA g

UM RZEE DB ERPIRL 2/ NLR}

Ichiro Sakamoto, Kohtaro Abe!), Kenji Sunagawal), Ken-Ichiro Yamamura
1)Department of Cardiovascular Medicine, 2)Department of Pediatrics, Kyushu University Hospital

2)

A 68 year old female presented with worsening exertional dyspnea. Six years earlier, s he was performed
aortic valve replacement using 21mm Carpentier-Edwards pericardial aortic valve for aortic regurgitation,
coronary artery bypass graft (LITA to LAD) and ligation of right coronary artery to right pulmonary artery
fistula. Her symptom was worsening gradually.

Initial examination, her oxygen saturation was 98% and six minute walk distance was 379m.

On cardiopulmonary exercise test peak VO2 was 12.7ml/min/kg (56%) with desaturation from 96% to 89%.
Echocardiogram revealed normal left ventricular size, normal left ventricular ejection fraction, normal prosthetic
valve function, estimated right ventricular systolic pressure of 69mmHg and no congenital anomaly. Chest CT
demonstrated unilateral hypoplasia of right pulmonary artery and 99m macroaggregate albumin perfusion image
showed complete absence of perfusion to the right lung.

Right heart catheterization demonstrated a right atrial pressure of 10/11/8mmHg, a pulmonary artery
pressure of 65/11mmHg (mean 29mmHg) and mean pulmonary capillary wedge pressure of 11lmmHg. Pulmonary
vascular resistance was calculated at 9Woods units and Fick cardiac index was calculated to be 1.72L/min/m2.
Right ventricular and pulmonary artery angiography revealed unilateral hypoplasia of right pulmonary artery.
Right heart catheterization did not reveal a shunt.

We started medical therapy with beraprost, tadalafil and bosentan. Her symptom had improved gradually.

Unilateral hypoplasia of right pulmonary artery is rare congenital anomaly. Patients with unilateral
hypoplasia of right pulmonary artery often presents in adulthood with recurrent pulmonary infections, dyspnea,
hemoptysis and pulmonary hypertension. Beraprost, tadalafil and bosentan served as an effective treatment for
pulmonary hypertension in patients with unilateral hypoplasia of right pulmonary artery.

BAMAZREOERFSUES 101




P2-1-2 Z=2AMEHH t= I/HEICOTFLLMENEEEAHL ZBEASEO—H

A B, A G S0 A, R S, A AR, Wil RIRF, Bl 5 SRR &R,
PIEORE, vl oK, ZHE R CEE RS, BN RS, A e

EREFER AR S Wiz [Ef 2 v 2 — (SR

Yamamoto Shingo

Department Of Cardiovascular Medicine, Saitama Medical Centor, Jichi Medical University

UEBI] 3475314

(E5R] FFIEREIFI.

(RRE] A2 F b % e RMERM &S, MPN/NEEMEREZRIC TUSRIC &= > 7 T, Li#20i% % TIH
BebbalbE & ptsE & & B ICH O 3457 (R BEE, IR 4 (SRAIPIL & M L 72720 Ylefiados. Sk
FAENE OAN 4 & ARPRSR IMUAE O 5 T 12 T A BE .

(ABR#RIEB] W e RS & OB CAIFRAN S C RPN O 4 X ) BEBEAR b IR FR MAEFRAE. W0 A 77— T v
BAN S CHIMEIIRIE O _EA & GRIFRKRYED LA B L O E RT3 bz, MigiRkzEB L Oy v~ b
MR OFRAFIZFRD SN hr o7z, WG S~ F 77 7 4 TIE O E AMEBEIRRIE & DKk g RIBORIED D S
7z, FURBMOE & RINERMAE = > 7l izic, B OMRIESA ZE ONGEFIEIT I2MF ) SEIRREE LA 2B LT
FEBRAE 2R & B WS MLE DA BF 12 & 2 MR IE & & 2 RBIAG. EEMRE LPIBREREB LUPEI VTS 714V
ZEA.

(#&58] FLIBHI TR o & KMEERM = > 7t Tld, BOGERINICAEERAEOBBIETIZ L D OAE~BITT S 2
XTI CHMBENT VS, ARBITIIB NGB s 2 &0F L, MR & e, o0 (G.0) SEIHE ) i i
FE, RPN AR ZEARRE DIRAE L 72IRRETH 5 L E 2 DN LIEFI D720 HET 5.

P2-1-3  small ASD % f¥ 5 B ) i % i = o [ 5 01 51
A case of pulmonary arterial hypertension with small ASD

A gD R D, SR D, S oMb, dul SR, kE #D, P RED
LR ok PR (058RS, DR

Isao Aburadani’, Shuhei Fujitaz), Oto Inoue!, Motoaki Hirazawal), Michiro Maruyamal),
Yoshiki Nagata!), Kazuo Usudal

1)Dept. of Cardiology, 2)Dept. of Pediatrics, Toyama Prefectural Central Hospital

FEBNT 49 L. DIAT & 0 I 2 486 S LT 72 IR Td - 72, 200948 DR IZ TRilllE B X OB e E %
s, BEEMICYENBANEBNZZE o7 WL > v v TOIbR, DENTIIAOETITR 2ROz, O
I a—TIEEHLZELRIER L 1SmmD-LEHFRRIELZ RSO, 5 oMM OAEDEEVITTURANBN L 2o 7 DS
T—TIVIRE CTIIEEIIRICAEEZE: L. Qp/Qsidl.1THh 7. PCWPD LH 1% 72> 727, mean PA 35mmHg& I
A% 8%, PAH+small ASDE Z Wi L7z, Dif%Bosentan% & &£ HIPEHNARIE L % B4R L 72, BB s 0 LEAGHRHE 12
X UMl SE T 1RGSR LI Bl 2 51T L, 2 OB OMENIRFEERT 7 TliHeath-Edwards 774 Grade 2-3DFT LT -
72, BKRO AN T b MZIRE 1£64/22(40) mmHg &+ 2K Fidf5 51 CH 53, Epoprostenol ™EA LB L O
ASDOSHZZRE L T 5.

A 49 year-old female with untreated hypertension was referred to our hospital for the evaluation of
hypertension and renal dysfunction. Her chest X-ray showed cardiomegaly, and ECG suggested right heart
overload. Echocardiography showed remarkable right heart dilatation and atrial septal defect. She was referred
to our department suspected to have congestive heart failure. Cardiac catheterization demonstrated no evidence
of coronary artery stenosis and Qp/Qs ratio was 1.1. Mean PA was increased to 35 mmHg without increased
PCWP. We diagnosed pulmonary arterial hypertension with small ASD. Thereafter we strated oral multidrug
therapy including bosentan. During the course of treatment, well-differentiated lung adenocarcinoma was
detected. She underwent lung partial resection and the pathology of pulmonary artery showed grade 2 to3 in
Heath-Edwards classification.

Up to the present time, we could not achieve enough PA lowering effect with the maximal oral therapies.
Introduction of epoprostenol and occlusion of ASD were under consideration.
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P2-1-4 EisenmengerfEfZE iR ZMENEMEE

Recruitment of entry into the prospective study of Eisenmenger syndrome

O MED, FER A —Eg2)
D R Smmsbe /NLIEBRBPR DB INE SRR OS2 v 2 — FEBR SR
Hisanori Sakazakil), Koichiro Niwa?

Dpediatric Cardiology dept, Hyogo Prefectural Amagasaki Hospital,
2)Depalftment of Cardiology Cardiovascular Center dept, St Luke’s International Hospital

[B#] EisenmengerfEfhE (ES) KABI D& ay T4, WEIRNR, BRMER, O - AR - &5 & 0EICB T 2 iR
MRAT 2 BERRAT U, B BIENYEE (Disease targeting therapy : LLFDTT) OB 2 FERIIEL L Owel 2 iEd 5
Z &,

[FiE] &hid CRBEET D16 D EOESEM* — k&L, BEERNT, BT CORFRN, ERBETR,
HEERNZFHEL, BRNELMFERE L OCERREOBHFAEZITS . BRNENZ oIS, DTTHEGE 2
BN 2IER % ZIREST 4. FEHIBAGAET F 72 13B 123 H R UBEIZ6HAATT A M 24TV, S SIZEEA 2 BT
LEE)PHMT A, 272, ERORKGE L OEMoYsE, FGER, BNEREB L EokER&IZOWTE, iR
ORI SINL, kB R, EAEMPIEOEEICEDL ST, WIREFESR, AEHEB X OHERREDE
R ZAT ) . RIELA S 3EMEBSR L, FS0ESH R EF THMAEZITH) FETH Y, KWIEE~NDBINEELRETH 5.

P2-2-1 RAZXMOEBEREECLSIZ MNT 2 OERBZER
A experience of using Tolvaptan for adult congenital heart disease

THRT Me2D, FHE oD, §H Ewd, Al OEY, 55D, #k BT, 6w, Rk B2,
Bl 1) B D, SR A2, hib Y

D st fe FEERER R R8RS/ NIRE, D8 & 7 RRER S b

Masayuki Abiko!, Gen Harada?, Seiji Asagaiz), Kei Honda?, Gaku Izumi?, Mikiko Shimizu?,

Tetsuko Ishii?, Kei Inai?, Hisashi Sugiyamaz), Tokuko Shinohara?, Hirofumi Tomimatsu?,

Toshio Nakanishi?

DPediatric cardiology dept, Tokyo women’s medical university Hospital,
2)Tokyo women’s medical university

N TV IV2ZHEEEIETH L PN Ty v ik, BESE TORFWIE G LARERZ 7259, PEHMER
T oMM OAREOEBICER & SNDH, BREEBEBRECTCOMAERSBNII D2\, S RISAER T oM R )
595,

[FEBU1] 395, M. 7 7 u—DURUE, OCABENRE. OCASSENETARL, 28flo 7 ov 3 NiER#ERIERE,
FVNT 5 0.06mglkg/ H A 5 F46 L0.21mg/kg/H £ Ciliidd L7z, BHFARFRSHE SN, MiENald<— ZA3130771F 2
51301~ L 7z

[EHI2] 15m%, B A=AE.0ZE, APC Fontanffi OPLEA PG T, TCPC conversionfifT L7z, itk DK H
T7ukLI N, RO/ I Ny, MY ZUEVAFTYRIIMZ MIVWNT Y V% 0.06mglkg! H A5 BLG, 0.3mg/kg/ H
F G Lk otk REMA ROz NIRETER CIENaiz 2 bz 2 - 72

[FEBI3] 14762t A=RMELE, Fontanffifd C, (OAEWMEIC L ZKIFE %30/, 70123 F, A¥D /57 h
Y2z WIVNT F 2 %0.04mglkg/ H 2> & Bi%G L0.15mg/kg/ H F Cillidl L7z, JEKIZEE L, WIkAI# CIiENaliZ & b
Loz,

ALK REEBBREIZBYTYH, PN T Y VIdMENaZ KT S FIABITR2UHESELDICHAN TH D L&
Abb.
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P2-2-2 EEHRELEEHERAPICOMBELZZLL, HHGLAE—H
Resuscitation from ventricular fibrillation in an adult patient after ventricular
septation for double-inlet left ventricle: case report

A HO, wE RERD, Ak 2D, A EED, B LD, lma mED, AR =D,
MR =z, HL EED, o D, Jok kb

FHE ARk DGR AR, DOk ser SR

Toru Tanigaki), Eisei Kou?, Naho Kobayashi®, Yoshinori Tsubakimoto!), Koji Isodono?,
Tomohiko Sakatani, Shinzo Kimura!), Akiko Matsuo!), Keiji Inoue", Hiroshi Fujital),
Makoto Kitamura!

1)Department of Cardiology, 2)Department of Cardiovascular surgery, 3)Depauftment of Pediatrics,
Japanese Red Cross Kyoto Daini Hosptal

FEBNE 35 B M. AfhsH A CRESMBLERE & RS, 2 ICITBIIREIEAMT, 9IS LR IR & Bl iR
FEAMT, AAR—ZARA—7—BHMT &2 ElH I N, ISHBICNR—A A —H =T 2 r b —F — %I SN2 BITEHRER
~NOMBEDTEAM R TV 7z, P24 4 F EB I GHEIRIREE & 2 1), BEERRIC & 2 O & B B RSB B 25 1EE)
12 & D EREICET) L 72 Gl DiEIERER 165). AL LB LEMEI Th o 72 Lx I — A TILLE P IRIZEK
M B BEREE) & oG ¥ v v ML, KREVIRAE TIORGOS 2 R L7z, IMREFRE 2 R L, ARk
BER CEBE L. BEROLERTIISEEE 70 v 7 28070, ABEBRE CILEEIIRICE Bk2IIED 5T,
FHO A T — 7 WVIRAE Tl C0=3.93L/min, CI=1.93L/min/m2, Qp/Qs=1.3, PA=42/17(27) mmHg, PVRI=3.6Wood/m2
Tho7z. 5289 I AL T2 AT 2 256 L, 5350 HIBERE & 2 o 72, /o A HL S REAT 2 5 A
WDIfEIEE & 72 L, Bav L 2 72—BERBRL7-0T, HTOXUMWELZEZINZ CRi5T 5.

P2-2-3 ERSBEIELSNOIEIK % 28 ICHEBER3DCTE2HEITL, ZEH LB OERO =K AH
The usefulness of the enhanced chest 3DCT for the detection of the adult
vascular ring patients suffered from digestive and respiratory symptom

A —&D, = RsED, BEE B, s D) B D, kil MY, EIk AP

BRI B LR Dty 2 —, 2288y 2 —

Kazuto Fujimoto!), Hiroaki Kise"), Takanari Fujii", Hideshi Tomita!), Shigeru UemuraV),

Nobuo Oyama?), Takashi Soga?

DCardiovascular Center, 2)Department of Pediatrics, Showa University, Northern Yokohama Hospital

(FR] MERIADLBINIHET 2 2 0% <, AN SIS 2 LIZEBIRTH 5. S RIEREHE LSO
{Lss - P ERAE R & 2B TS R CT 2 AT L, I H % M LA 72N IER 28R L 720 THE 3 5.

(EBI] 69 EFF : ZE8, MMk, AR BURE  fiEIC Tk e Zsn, RWOEHZEbNz720 4k
Wk ABE & 2 o7z ABeRE OB ELE R 3DCTIZ TAMARBIIRS - AHE TR T 2580, H#E T EIIRE i
IVEE - mEsEE STz BEARD? S ZEOUAE - BFEIARTH V) MEROME~NOE G 5Ebisz. B
TEREL A » AAEE LR EHERIITEE L TW A 20 BBE T TH 5.

(EBI2) 45m el E3F - BRSO MZER, WRBHOEAE, Wit 41 @S TREIREZORE 2 S, i
15 3DCTIC CHRIRBIIRS - 2808 TEIIRELG R E 2 R S vz, JERZ L CHBRBIE & o7z 45BN %
RO L. CTEAMAREIIRSD 25 5% - Sl E STz, EEHLENHSRAERRT L LM EEs %575
HEMEOEM 22 TH Y, MERHIC X 2 AEEE R SNz, BIEPPHR G IS TRBBIE T TH 5.

(£ &) BB CTHEBR GBI AL O ALER - R EHEIR O JF R H 912 CIECTHMA 2 11T S /23 E120, 1
iz Lo & LZRINEARD TR L EINCET 5 0ENH 5.
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P2-2-4 4oO4 FAEOBEICRIEL LUINHEEOEXO—B]

A case of constrictive pericarditis with keloid diathesis

wr P, HE SfED, FE O RED, B &Y, hm fed
Saemb NI DIEsENERL D0 s R
Tetsuya Nitta?, Masahiro Tahara®), Saiko Shimozono?), Yoshiko Masaoka?, Kazunori Yamada®

1)Department of Cardiovascular Medicine, 2)Department of Cardiovascular Surgery,
3 )Department of Pediatrics, Tsuchiya General Hospital

29 B, ANREIS ru g FOSE LR T o7z, FREDS TUOME % 5 S AUREIIRA TIRAAE & 2. 105512
KEWIRF T AR R RAT 2 51T, MRS RS v A4 NI 12RO 7 — 7 VIR T R i IR AT L
TBY 1SS P X B LG M BEIERRAN, REIIRI T E IR % 1T, MTEHR I D 7 a4 P UBMSGEIE. 235%
WIS TSR E L B SN, 27 & ) BRI & 557 BRI O - o L NE & = LB EE & 20 O
B TFATEEAE O 72D DA S Ee b LY e /. BNP 60.8 pg/ml, LEX EAEMAEVI~V5TSTET, Lxa— EEiR
HEHA AR R () 14.0cm/sec, (UAHE (CO) 3.40 VminTH 0, WE 7y 7 — 7 WVRE CHEEEREE 33 mmHg
& b5, dip and plateaud % i2.8, WECT CTLIEOINE & HIKLE 2D 72, LLE X ) CPE 2T, LI % JifT.
MiAE 6.4 cm/sec, CO 4.25 Vmin & B35 L7z, SRERALERSEMPT ISR TR SR & 7 1« 7)) VR BE N O IR EkEL
TEHZE G T RS, CPICFE LRI R TH o7z, BIEFAAREOA RO N TINE Sy F 505 E SIS L
TBY, SEERPICATYIINT 2 HORERISOBG2E 2 5172708, FAMREE W YHENERSmZ, 7u4 F
R ORMETER B D FHE I2PE D B2 ORI IE B & OEHEMEREIEAS OB B O3 25 LA HEfLICBE G- L T 5 1]
REMEDEZ N7z, FuA FECPOMELRIET 2MEIIH SR LIENOERILEND.

P2-3-1 #HEFHICEEATZHMEBIREAEEREICHT 37 7 O—RaHEBFHO M

Resurgery for repaired TOF with obstructive lesion of the right pulmonary artery
associated with a palliative surgery. — The effectiveness of bypass grafting
between main and right pulmonary artery —

A ez, this L W R EA ST, MR PR

FLBRERRER 2R E R 58 54 Ft

Nobuyuki Takagi, Tomohiro Nakashima, Kazutoshi Tachibana, Yasuko Miyaki, Tetsuya Higami
Department of Thoracic and Cardiovascular Surgery, Sapporo Medical University School of Medicine

[1l2C&IZ] 7 7 a—UHE (TOF) IEMEOETM O b T, WEMIZ X 2 GPHEN R KN CHTMN & 72 2 EFAEE L,
AN WOR: N MEST 2 N

[B#Y] Water-Stone (WS) Fi#& 712 & 2 HliBIIR O & ik %2 B8 & U5 Original Glenn (OG) %54 % O 45 Bl B AR ML i %
TICRT2FFMO G LT, ATIMEIC L 2 GRBIR—FREIIR N1 7S 200 % 61T L BRI R R 25720 T, &K
MR DH B DV THE L7,

[FEBI] FERILIZ, 2758, Bk GEM & L CWSHERMTER, 13RI MBIIRFERILR (TAP) 12 X 2 1RiEH 247> 72. WS
ELEERBIIRAIZ Sy FBISE L7z, 17/BR 25 VSD, PR, TRIZx LVSDTRISE, 4EF12X 2PVR, TVR%1T-
7o, Wl o CTEYE, TRBEEABEETS2 L1040, L a—HETCEEOPRE L UPHA R S WLRHAN & 2o
7o, A TS TWSH A3 Okinking 12 & 2 HENIR O & k72 B & Mg IRF A0 A (R ik REA & L 2. A EIE
78mmHg, RVEDVI 153.6ml/M2, RVEF 29% T - 7. ZHIZA LT, HPVREB L OATIE I & 5 GBIk — 0
BIRNA R AT o 72, MO AZERE1X36mmHg & BAf12esE L7z,

FEBI21X55 /%, B IHEMT & L COGEMEMEE, 35MEFICTAPIC X 2 RGN 24T o 72, T OOGY & idintact: L
72, WEHEOOH 7 TIIAZEE38mmHg, SVCF 10mmHg & BIF 2B E SN2, TTch by, 81 SiEyEE
HET 2 L 17% ) SRR SNz BEOKE, EFEPR, AMEIIREIOMmHg - 5 L, SVCHE#IC TSV
DL L DEFELIHHREZFEHL T, TRER»SEE, EMBIRN L&KL Tz ik v 5275 4Th, Lhili
ADIMFE Y 7 F ZFBDH72. AU LT, PVRB L O ATIME I & 5 EHEIIR — EREIIR A 20 21T 72, #iBo
FHEEIE35mmHg & BIF 12203 L7z,

[#£58] WSB L OGHE# M2 DA MEIIRFAZEMERZ o 23t L C, ATIE I & 2 G MBIIR — EMBIIR/ N 1 7S A M %
T VBRIF &R E 372 AEIRICT 3 2B OBFFM T, SEOEEL MTREIIRIC L 28, &, BHEFWN
WL DT BERNREER 2 LB, RTRISER R BRTE L Bbhi,
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P2-3-2 #BE#HTDOHTHRABICZE>PA/VSD, MAPCAIZX L —HAIC Unifocarization & &
VDAEERETT > 7161
Successful surgical repair of adult PA/VSD, MAPCA, a case report

RAA D, PE Y, HE OEWHD, S /AD, HI WA, KW A, HE D,
T REY, HORIBRY, SR Y

S T JE SRR O v 2 — DOsIngs s 2N 6B s R

Ayano Futsuki!, Mamoru Hamuro!), Kosuke Yoshizawa!), Kenta ImaiV, Eij1 YoshikawaD,
Nobuhisa Ohno'), Keiichi Fujiwaral), Yoshimi Hiraumi?, Kazuya Tukuda?, Hisanori Sakazaki®

1)Depauﬂtment of Cardiovascular Surgery, 2)Department of Pediatric Cardiology,
Heart Center, Hyogo Prefectural Amagasaki hospital

[B=] 54, /NEPA/VSD, MAPCAIZXI$ 5 Unifocarization (UF) +.LPEE (ICR) O EHES &I E L TWw 525,
WABIOHE T D2, S0, B TR A £ TE - 72PA/VSD, MAPCAIZUF +ICR% 1T\, B iGEER 15
72O THET 5.

[FEBI] 40, otk /ANBEIC.OES 7 — 7 VA TPA/VSD, MAPCA X & & /2. 17w 2 £ modified BT shunt
(6mm) % 21F, FWEEEIN Tz, 29 THELITZIE. 3SMEN S OAEERERTARZEEYETLHIIIRY,
FEATINA B T YR s S 17z, MAPCAIZELAR, H2ARDFSAT, central PAIFHERIYBIFIZHE L Tz,
Sp02 : 85% (RA), PA index : 263, PAP : 20/17 (19) mmHg, LVEDV index : 162ml/m? T, AR{AT#E & HH L 72
AEMAPCAIZERGEIHAIRC, UFARZEEE 2, Wi a4 VERM 1T 7.

[Fifr] EYIBI Capproach. AT.OifgE 7%, BT shunt% BSH. ERER & LT RKENR & O THMAPCA % 3.
HEFEAIRT T AMAPCAIZ, dual supply CTh 727280, KEWREITHRER L. A FEARIKT AMAPCAIL, TITK
BRI COIBEL, BHCOODKETILRER L2 GEIR D T2~ E Lz eI, HEYEICTIVC isthmus &
ablation. G=EiLHiEkx W L, BEGH%Z —5F. VSD% PTFE patch TR L /2%, 23mm CEP Magna EASE%
Wi L 7226mm J graft CHERMEE 2 /ER. TVPEZIT, Filf2 & T L7 #ifFBP @ 96/59, PAP : 51/23

(#238] #irtesH HICHAE. M231H BIEk 72, fiikes HoBIE, APk 7% <, NYHA class [TFSBEIFTH 5.
[#588] W APA/VSD, MAPCADORERI %= #38k L7, S4B b ERRVWRBHEIULETCHLEEZD.

P2-3-3 2XRLGAMERBIZNMITEEFE>/~7 70— MBEESEHEEEAAHTLIIHNT S
FWOIX
A case of mitral valve repair for mitral regurgitation after TOF repair with massive
aorto-pulmonary collateral.

wE BD R tEvD, Al R

Ak DO sRr 2R

Osamu Adachi"), Yoshikatsu Saiki", Syuhei Kakizaki?)

1)Dept. of Cardiovascular Surgery, 2)Dept. of Pediatrics, Tohoku University

—HIRGBIIR O B A2 LML R LA, B K ARMEIRMEI AT 2 KT 5 2 L% v, 29 LizE
Fioxt L CHBTZ 3 5358 1l OMIMER 2 BT 5 &, KEIIRER T b iEIRNOZRRSL K TH 5720k
LR DT 5370 I TR B 2 MR SR B 22 C 2 9B 2 H 5.

LR 42 3% K ARBTBIIRIE AT #E % 1 - 72 7 7 0 — UBUESEMT AR A &R LT, B BEE M MES: 2
BEH A 2 &0 E ) R EEOT, EIETIEEUN - MBIk &R 2 617 L 72O THRE$ 5.

JEBNZ, 19t URERICAERIBIIREAEMIETT 5 2 & 2 O%M%E. WIS T 7 O — WUBESEMIIT. AMBIR
PZEZZAMS UL 7 L. A@EE R o.0 o — A TR g 4, ZEZRMETT. OIEMRICTEE LR GEN A%
RO 7z ATENZ R ENIR B ENMAT IS0 LT a3 A VER 1T 5 b EE ORI 2551 L 7.

FMNIHIEPYRATT 70— 7. GIRESEINR, HRBREIIR % LM & U ClE R MER T I 0E 1L LERE % BT
5L REOEE~OEFIME 2D, FHIIZTEB L Z1/4Dcardiac return2id 5 Z &350 o 72, KiR25°CE THEIL,
ERSHEIIRIC ) =2 L — 2 3 v &2 3BI. A RBHENR 2 R LR SR MEER 2 i, A RBREIIR O £ 15 1L IS TER A~
D cardiac returnid1ZIFTHI L7z, Loop techniquell THIK & N LHZRICCTHE. mEBOMm Y LT 217w, ALH

W CH AR L 72, ZRATR D%, AR TRBIR B AT, M0 I — A TIIMR trivial Tdh - 72.
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P2-3-4 71 42 FHiEBEANOEBRHEFHOIX

Strategy of pelvic laparoscopic surgery for a woman with Fontan circulation

T MED, I BT, AW MY, K REmD, EE ED, Bl EeD, S EETD,
ORED, R 3D, S S TD, b 2B, Gk wED, Al ERD, HA T,
FEM 218

mphE ke DatRaismas, DmkmR, DR

Hironobu Hyodol), Chikako Hikosakal), Jun Iwasel), Asuka Yanol), Hiroko Haradal),

Mizuki Akiyama!), Mariko Horii", Yoshinobu Hayashi!, Kazuhide Hida"), Kyoko Shiotal),
Michiko Yamanakal), Mikio Momoedal), Masao Katayamaz), Yasuko Morim0t03), Koichiro Niwa>

1)Depaurtments of Integrated Women’s Health, 2)Anesthesiology, 3)Cardiology,
St. Luke’s International Hospital

(BR] 74 vV FiGOBEPRAETET L L9124, STSEREHREZT LRSI T L. EESRTHR

X, EHREOBERSRLEMEDS, AFHIREROKT 0w I M TIc 242255 WEeERH 225, 40, Zhbil

RS L 72 JRIPESE T O - B WIBE Tl 2 17 - 72.

(EBI] 347%, RAEAL Af21s A2, WRIMAEGSEIGE - CEPRRIE & B Sz BRI OO % 85 T

7 v 2 F 4 GEMEIRY & - =R, 285 THEIR-CIBEE - BRI &M 5 L O — 2 X — 7 =5k

AT ONTz. 72, FENESE L B S EERBIE SN TWads, EREEITL, FRsdnyse e L.

PR AL OB e ZRE L, TEESLREE - M EBREEST T T TIT) Sk e L7

TS RRIT X251 - 2BHERERT 2> 50.3% 0 ¥y o > T, SR RIEEE 2 AERHIR COBEL B L, 20 72 88U & Witk 2 1572
FRIROTVL—=FBLO7 4y ray Few/eEBEeRE R LEIC L) +o2eii2a T GiEFET L0

TRHEBER) & AERBE AT o 720 v, BREEAIC L2E, POBIRED R R A L 72, BRFEILICELIIR S e o

720 MERIZ24BE SR HARRETBIS L, DR —BoR=~~E LEw O HAE TEEE L 72

(BEg] WESPRIE DS & O R AT, B BRIEOEIES T Tl 2@ L #h e GETTE . 74 v 7 U FiREH

NOBEE LTHHTHLLEER S,

P2-4-1 LBROMABIRERFEFHOMR

assessment of the outcomes of adult patent ductus arteriosus

B OCER, SR OER, MR 58, Lk K, & 0K

CERES ARk ORI SR

Noriyasu Masuda, Masahiro Kira, Takuma Kobayashi, Takuma Yamasaki, Eisei Koh
Department of cardiovascular surgery, Kyoto Second Red Cross Hospital

[&=] B ABIRE BHAEE OVEHERRIC DWW THE L 7-.

[¥R] 19954127 7> 520114108 £ TOTHI (B24), F1951.45%.

[#%] NYHA IIEL B34, F349Qp/Qsl.65. ABHEIZ- LA 26, MR26I, Af1fl, VT16l, ASO1#I, OMI1fI. 4
=2 —(3LVDd 61.3+10.2mm, LAD42.5+11.8mm, FS32.1+8.9%. #iziZa &y T, Mg 1Edhup. AU,
B T ICPDA%Z VIR, FIRAIGEERE 1L T fogarty 77 7 — 7 )V CHiL % #l18l. PDAPBA$H (X direct closure 5%, patch closure
(B D) 240, A PEFMIEMVPLE, MVR1GI, FFENA S 24160, FMFER (43) 211.8+74.8, A L0 AR (43)
88.9+54.0, KENNREWEER (4)) 62.6+50.0, HIME (ml) 1114.3+893.4, IHEREH (4) 801.4+447.5, ICUMAEH % (H)
1.14+£0.38, ABeH#%t (H) 22.343.8. flits= a2 —CPDADY — 7 7 L. #ELVD d 56.7+11.7mm, LAD37.7+14.3mm,
FS37.542.1 L trs L 7=,

[#55E] PDAZKS L i f B A B R B9TEER 1211 F, fogarty 1 7 — 7 V2P L 72 BRI A TH B L EZ 5
nr:.
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P2-4-2 7 70— MSEBETNEERYIICSIBABIRE & FE L 7161

Development of Aortic Arch Aneurysm after Repair of Tetralogy of Fallot

RE AT, b BB, BUF D, yeg —ED, W ONBO, EA WD, R gD,
A OEEY, RE @Y, hiE AR, &1 $5Y

HERROREEE JEBE L v 4 — DRI SR 2N EE R Rl

Ohshi Yuko!), Koide Masaaki!), Kunii Yoshifumi’, Watanabe Kazumasa!), Tsuda kazumasaV),
Miyairi Satoshi", Ohashi Yuko!"), Harada Takashi", Mori Yoshiki®, Takeda Sho?),
Nakashima Yasumi?, Kaneko Sachie?

1)Department of Cardiovascular Surgery, DDivision of Pediatric Cardiology,
Seirei Hamamatsu General Hospital, Cardiovascular Center

7 7 1 — TUEREAT s BRI KB IRIER % & 7 REGI D513 H 2 BB T2 2 L I3MTH 5. 4l SEKH)
WRIE % FEHE L 72 B & REER L 720 TS ¥ 5.

[FEF] 28mictt. ZWirid21Trisomy, 7 7 0 —DUBE. SEREICOHNBEM 217 o 72, SIS CROBBIE A 257 H %
sz LIEIRFAPASA SRR S vz, BUERT L DV IREL v 7y EREIRS OB R4 IR L TETBYCT
MEZIT o728 25, KBIREN 5 ERIZ67x55mm kD E K2 BIRE & I S he.

(FMAR] MBI CARIMES: 2 Blgs, CENOFIRER REIPRERT, #%L TV /7-ASD L VSDAMSH L7z, LiH
EHIR & BESEEN IR 12 KM 2 4 A Lo BiE X 2 fAG L, ERGIR25E I\ CHERIEILE L7z, SEBoLRFEEIIR 3 IkE % T
KEDHRZ 000, BIIREE 2 IR 5 & REZIEHICSEIL L CB Y, IRMBIIRE & Bb /. RO TRk & A8
B TENRO B % —# 12 Inclusion T 16mm D J-Graft W& L 72 KEVIRS LA 80 Wi N EHl 2 & A7 KEDIR 1
TIBH 2 B L AT O i & 5-0PVDFf#g 612 T & L7z, BEIMHI%IZ18mm?DePTFE Bulging Sinus Graft
IZCTHEL.

[ZE] 7 7 o —UBEBEMZEEIICEEICEE L2 KBIRE 2 EBR L7z DPMoFkd 5 0viEh7—7VI2k 5
WL 8D O BIE L 72 REEDSE 2 STz,

P2-4-3 X#HR-KFICEHT 5 LITKBIRIERICH L TBental | Fili e & Z & o 72—l

Bentall procedure in a patient with ascending aorta dilatation related to bicuspid
aortic valve.

A D, mNED, N F ALY, i BRD, e B, Bk OMEED, SR %D,
KR WD, i FETY, EA D, W B, wWE FRD

JUNEAAESRRE DNRE, DIEBRL, Domings skt

Ayako Kuraoka!), Jun Muneuchi!?, Mamie Watanabe!), Satoshi Takenakai®, Yuichiro Sugitanil),

Yusaku Nagatotmol), Eiko Terashil), Shunya Ohmural’, Yoko Horibata?, Yoshie Ochiai?),
Akira Sese?), Kunitaka Joo!

1)Depar‘crnent of Pediatrics, 2)Department of Cardiology, 3)Depar‘cment of Cardiovascular Surgery,
Kyushu Koseinenkin Hospital

[H&] KRR FICEET 5 EATREIIRIEEE TI1d LIiIE LIS RO EEIEEZE AL (cystic medial necrosis) 3% 5115 %,
ZORRFIEHO IS T v, NEENZIER 2 7S MERBI IR 097 T LAT KRB IRILIR ISR 3 2 AL BFE % & 22
T5DIE0.1% L E SN TS,

[ZERI] 217 Zctk

(28] 27 HERICHBIIRFILASRE (23 B AR B9/ NV — VHEEMT % fifT S, AZEIGHE96mmHg 7> 5 28mmHg ™~
LYEE L7, FOBISRBIRZRI &NV IVNHOIER - Fafl S, BRI 2RI & ikt S LTz 185D
PNV OV AR 52mm, 195 EFIZ1358mm & JERRDS D - 72 S KBRS IV B CEERTH 0, EHFHIREPp7 O v
H—OBEATHEEIIREBEEZALN TV, FE143em, AE36kgl /MAET, #UN, MOBED S ) Gt fintt % it
TL727%, TurnerfEMERFIITHE SNz, RO LIIR - HED) A7 EE, KA - REOFMNOEFENTTAZZ
& 43, Bentall il (Carpentier-Edwards PERIMOUNT #19,J-graft 24mm) % fiifT L7z, AT KEIIR O K B AR
0O CULI B IR P I ns AR HE O T2 - 2% 239EF 1278 E Ceystic medial necrosis DT R CTdh - 72, izt BT T,
EIBIE 2 it Th 5.

(] NEMIIZ KBRS TP % A0 2 KBRS DAMIIEERENE T 255, AW DI _ AT KBIIRILRR
X LRKBRBEMORKNE 252 bH D, RN ZBEEBENLETH 5.
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P2-4-4 TCPC conversionB#(Zextra cardiac routelc & T3 Tk & HEEMEERITL =—17

A case report: TCPC conversion with RV inclusion and the arrangement of extra
cardiac route

S D, R MREED, Fpk D, KR OEED, W ORI, ARHE D, fE D, I s,
B A, i AgN?, R LAY, B e

JoE kg DIEBEE - kg sR 2R

Hidetsugu Asai', Nobuyasu Kato!), Satoru Wakasa!), Tomonori Ooka, Tsuyoshi Tatibanal),
Suguru Kubotal), Yoshiro Matsuil), Takuro Furukawaz), Hohta Takeiz), Hirokuni Yamazawaz),
Atsuhito Takeda®, Michihiko Ueno?

1)Department of Cardiovascular and Thoracic Surgery, 2)Departrnent of Pediatrics, Hokkaido University

[&¥=] FontanFfff%°one and one-half repairfii 2RI IEH 2B W THE AWM R ULARE % R0 7EFI A LOJHESE
NOEW AT ) HTMATEREDOLEZ 72D 5. 4 lalnon confluent PA Done and one-half repair % i 51 12 TCPC
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Congenltal cleft of the anterior tricuspid leaflet with severe tricuspid
regurgitation in an adult with repaired Tetralogy of Fallot, a case report
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