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CONTROL OF ATRIO-VENTRICULAR BLOCK 69

. catheterization and cyanosis was present on exertion. In other words,
this patient was in the early stage of Eisenmenger complex, and
would have been considered inoperable by many authorities.® We
believe that if the patient has no cyanosis at rest and the predomi-
nant shunt is from left to right, an operative chance should be given
to these unfortunate children, since death is the only alternative to
surgery in these cases. Of course, the surgical mortality is high
among those who have severe pulmonary hypertension.* Hallmar
and Cooley reported 50 per cent mortality in patients whose pul-
monary pressure is 80 per cent or more of systemic pressure.* In
our patient, the pulmonary pressure was 100 per cent of systemic
pressure. In spite of this, the child benefitted from surgery.

The second interesting point in our case was the role of the
temporary external pacemaker in the control of operatively produc-
ed total heart block. There is a special danger of total heart block
during open heart operations for tetralogy of Fallot, endocardial
cushion defects and some ventricular septal defects. Better know-
ledge of the location of the conduction system and improved suturing
techniques have helped in preventing this often fatal complication.
In spite of these advances, total heart block still remains a serious
problem, especially in these operations. Patients with surgicallv
produced heart block may die suddenly, even though their clinical
condition may be good, if sinus rhythm does not return or if the
heart block is not controlled. Because of this, in every center wherc
open heart surgery is performed, pacemaker control should be avail-
able. In our case, an external temporary pacemaker was used to
control a surgically produced heart block, because we considered it
the best method to employ on a patient whose heart block was
thought not to be permanent. The pacemaker may be turned off
temporarily to test the patient’s reaction and heart rate, and the
electrical voltage can be regulated to obtain a satisfactory myocardial
response. Furthermore, the electrodes can be easily removed when
the pacemaker is no longer needed. Its use is a great advantage to
the surgeon and the danger of often fatal complications is greatly
decreased.

In the case reported here, total heart block returned to normal
sinus rhythm eight months after surgery. Since the stitch was
removed immediately after the occurrence of the block, temporary
edema and/or hematoma is the most likely explanation. The tempo-
rary nature of the block further supports this supposition.
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Summary

We have presented a case of ventricular septal defect with severe
pulmonary hypertension in which total heart block developed durine
surgical repair. The role of pulmonary hypertension is discussed in
the prognosis and surgery. Details of the management of surgically
produced heart block occurring during the repair of a large ventri-
cular septal defect are given and the réle of the pacemaker in reduc-
ing the mortality from heart block is emphasized.
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