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Among the echocardiographic methods, M-mode measurement of left ventricular
end-diastolic dimension on two-dimensional image of parasternal long-axis view
was arbitrarily preferred in our study since it has been accepted to be simple
and reproduceable’®9,

All patients, excluding two whose left ventricular end-diastolic dimension did
not increase displayed significant development in left ventricular size following
shunt operation. This enabled the patients to have total correction more safely.

Oberhansli and Friedli'® showed in five patients who had undergone a previous
palliative procedure before total correction, that left ventricular dimensions
approached or exceeded normal values (range 81 to 105 percent). Jarmakani
et al'®, reported that preoperative left ventricular end-diastolic volume was less
than normal in cyanotic children more than two years of age. This variable
increased significantly after either a functioning shunt procedure or complete
correction. In eight patients who had undergone a shunt procedure, while the
preoperative left ventricular end-diastolic dimension was 95 + 13 percent of
normal, postoperatively these values reached 144 + 12%1°. In our study, although
left ventricular end- diastolic dimensions were between 70 and 103 percent of
normal (mean 28.7%) in 22 patients, in the remaining two cases the values did
not change one year after surgery.

Kirklin et al.’® and Malm et al.? concluded that the left ventricle would not be
small if the patients were over four or five years of age. Contrary to these reports,
in our previous study, 13 patients who died after total correction operation and
whose ventricular end-diastolic dimensions were below the 66 percent limit line,
ranged in age from three to 16 years. In addition, in the present study the age
of seven patients was above four years. Those findings do not support Kirklin'®
and Malm'”'s report. Furthermore, data obtained from our three and seven-year-old
patients whose left ventricular end-diastolic dimension did not show any increase
following shunt operation over time is against their belief.

In conclusion, we can suggest shunt operation in patients with a small left
ventricle. Thus, left ventricular size is expected to be enlarged over time to
enable an increased chance for total correction.
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