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16. Ulusal Pediatrik ve Kalp Cerrahisi
Kongresi’nde yapmakta

oldugum sunumumda kullandigim bilgi,
veri, goriisler, arastirmalar, makaleler ve
bunlarin dayandigi bilgi, ¢alisma ve
yayinlar ve diger bilimsel goriislerin
sunumumda kullanilmasi ile ilgili
sorumluluk sahsima ait olup, herhangi bir
cikar catismam bulunmamaktadir.






CCTGA

Teorik olarak normal bir dolasim s6z konusu
olsa da, sik gorulen ilave kardiyak anomaliler
nedeniyle durum genellikle normal degildir.
Hatta ilave kardiyak anomalisi olmayan
hastalarda bile sistemik dolasimdaki sag
ventrikUl ve trikUspid kapak zamanla problem
yaratir.



CCTGA'y1 komplike eden anatomik

ozellikler

Dekstrokardi +/- situs anomalileri(%25)
LVOTO > %50 (Multilevel)
VSD (%50-80)
Multipl
Remote
TV anomalileri (%25-90)
Straddling ve overriding AV kapaklar
VentrikUler hipoplazi
Koroner anomaliler
Komplet kalp bloku

Karl TR. Ann Pediatr Cardiol 2011;4(2):103-110



Major dortlu

VentrikUler septal defekt

Pulmoner stenoz

Sistemik trikUspit kapak anomalisi ve
yetersizligi

Komplet kalp bloku



| $1  MORTALITY RISK
| CHF
ARRHYTHMIA
| PROGRESSIVE TRICUSPID INSUFFICIENCY
AV BLOCK

BIRTH 20 YEARS 40 YEARS ???7?7? DEATH
1 1 |



http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3180964/figure/F2/

Cerrahi secenekler

Sistemik RV:
TY icin nihai tedavi olarak PAB
Neonatal PAB
Konvansiyonel (Fizyolojik) tamir
1.5 VentrikUl fizyolojik tamir (Mavroudis)
TVR
Multi-site pacing

Sistemik LV:
Senning +ASO
Senning + Rastelli
Senning + Patrick Mc Goon
Senning + Mod. Nikaidoh

1.5 VentrikUl anatomik tamir
Sistemik RV+LV

Fontan
Cerrahi yapmamak



Konvansiyonel tamir sonuclari

Sano ve ark.:10 yilda

Mortalite %17, TY%71, %50 sistemik ventr.
disfonksiyonu
Termington ve ark. 10 yilda %30 mortalite

Multicenter calisma(2005) 15 yillik survi %61



CCTGA ' da anatomik tamir
‘double switch’

Atrial ve ventrikUler outflow’larin switch
edilmesiyle AV ve VA konkordans elde
edilmesi, yani LV'nin sistemik dolasimda
calismasinin saglanmasidir.

Bu arada eslik eden lezyonlar da
duzeltilir (VSD, PS/PA, TY, kalp bloku)



Atrial outflow switch yontemleri

Senning baffle
Mustard baffle
Hemi-Mustard + Bidirectional Glenn




Ventrikuler outflow switch yontemleri

Arteryel switch

Rastelli LV-Ao baffle+RV-PA konduit
Aortik translokasyon + RV-PA
konduit



CCTGA

arterial switch completed
measuring hemi-Mustard PTFE patch




.
CCTGA
arterial switch completed
hemi-Mustard PTFE patch completed




Arterial-Atrial Switch (AAS) Rastelli-Atrial Switch (RAS)

Mustard SIS 2 . e A " .~ Rastelli

Mustard Patch

W Tricuspid
Mitral

Mitral
valve




RVOT revision
hemi-Mustard and BDG vs conventional atrial switch

b Hemi-Mustard

=le= Conventional
atrial switch

Freedom from RVOT
conduit replacement

Years after anatomic repair

 Hemi-Mustard group: 100% 10-yr freedom from RVOT intervention
e Conventional atrial switch: 75% 5-yr and 50% 10-yr
* Hemi-Mustard lower risk of RVOT reintervention (p=0.019)



Hemi-Mustard + Glenn

RV-PA konduitin 6mrinU uzatir. Daha ki¢uk konduit
konulmasina izin verir ve sternum basisi ihtimali azalr.
Sag ventrikUl disfonksiyonu varsa yukinu azaltir.
TrikUspit kapak displazik ise yetersizligini hafifletir.
SVC obstruksiyonu ihtimalini kaldirir ve pulmoner
baffle komplikasyonlarini minimize eder.

Atriyal sUtUr hatlar azaldigindan sinUs nod
disfonksiyonu ve atrial aritmiler Uzerinde olumlu etki
yaratir.

Ozellikle situs solitus+ dekstrokardi ve situs inversus
vakalarinda atriyal switch'i kolaylastirir.

Aort klemp zamanini kisaltir.




Outcomes of definitive surgical repair for congenitally corrected transposition of the great
arteries or double outlet right ventricle with discordant atrioventricular connections: risk
analyses in 189 patients.

Shin'oka T, Kurosawa H, ImaiY, Aoki M, Ishiyama M, Sakamoto T, Miyamoto S, Hobo K, Ichihara
Y.

Department of Cardiovascular Surgery, The Heart Institute of Japan, Tokyo Women's Medical
University, Tokyo, Japan.

This study was undertaken to compare long-term results of various types of surgical repairs for
either congenitally corrected transposition of the great arteries or double outlet right ventricle
with discordant atrioventricular connections, and to analyze the risk factors that affect early and
late mortality and reintervention.

Between January 1972 and September 2005, a total of 189 patients (median age 8.3 years, range
2 months to 47 years old) with congenitally corrected transposition of the great arteries or
double outlet right ventricle with discordant atrioventricular connections underwent definitive
repairs. The definitive repairs comprised a conventional repair (atrial septal defect, or ventricular
septal defect closure with or without pulmonary stenosis release, or isolated tricuspid valve
surgery) in 36 patients (group I), conventional Rastelli in 31 patients (group Il), double-switch
operation (atrial switch plus arterial switch) in 15 patients (group lll), atrial switch plus
intraventricular rerouting (with or without extracardiac conduits) in 69 patients (group V), and a
Fontan-type repair in 38 patients (group V). The mean follow-up period was 10.1 years.
Hospitalization and late mortality and reoperation were indicated as events. Risk factors for
these events were analyzed by logistic regression for hospital death and a Cox proportional
hazards model for late events.

JThorac Cardiovasc Surg 2007 May;133(5):1318-28
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RESULTS:

The Kaplan-Meier survival including hospital and late mortality was 62.4% at 32
years in group |, 78.5% at 27 years in group |l, 74.5% at 15 years in group |ll, 80% at
16 years in group IV, and 79.3% at 22 years in group V. The reoperation-free ratio
was 64.2% in group |, 76.6% in group Il, 84.4% in group Ill, 89.6% in group 1V, and
91.3% in group V. Risk analyses showed that the risk for hospital death was
preoperative in patients with more than moderate tricuspid regurgitation and a
cardiopulmonary bypass time of more than 240 minutes. A risk for late mortality
was the presence of tricuspid regurgitation. Risks for reoperation were
preoperative cardiomegaly, preoperative tricuspid regurgitation of more than
grade ll, ventricular septal defect enlargement, and body weight less than 10 kg.
Risks for pacemaker implantation, as indicated by multivariate analysis, were
ventricular septal defect enlargement during operation and age less than 3 years.
CONCLUSIONS:

There were no statistical differences between long-term survival rates of patients
who underwent conventional surgical repair versus those of patients who
underwent anatomic surgical repair. Results of conventional repair were
satisfactory except in patients with significant tricuspid regurgitation. Results of
anatomic repair were also satisfactory even for patients with significant tricuspid
regurgitation, and therefore, anatomic repair should be the procedure of choice
for those patients

JThorac Cardiovasc Surg 2007 May;133(5):1318-28



The role of the Fontan operation in the treatment of congenitally corrected
transposition of the great arteries.

Karl TR.

Source

Department of Paediatric Cardiac Surgery, Queensland Paediatric Cardiac
Service, Mater Children's Hospital, Brisbane, Australia.

Abstract

Congenitally corrected transposition of the great arteries (ccTGA) is a complex
cardiac anomaly with an unfavorable natural history. Surgical treatment has
been available for over 5o years. Initial procedures used for ccTGA did not correct
atrio-ventricular discordance, leaving the right ventricle in systemic position. In
the past two decades anatomic repair has been considered to be a better option.
Many cases subjected to anatomic repairs would also be suitable for the Fontan
strategy, which probably has a lower initial risk. The rationale for use of the
Fontan operation in management of congenitally corrected transposition is
discussed in this review, with comparisons to other strategies

Ann Pediatr Cardiol 2011;4(2):103-110
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Physiologic Anatomic Fontan

Technical - +—++ +
complexity

Operative - - -
mortality

Late atrial baffle n/a + n/a
problems

Late tricuspid +++ + 27
insufficiency

Heart block e - +
Systemic Right Left Both
ventricle

Ventricular n/a Selected cases with n/a
retraining intact ventricular septum
Septation - +++ (for Rastelli) n/a
complexity

Late morbidity or ——— - - -
mortality

Late functional e + +
disability

Reoperation ++++ (for LV-PA et -
probability conduit) (for RV-PA conduit)

Karl TR. Ann Pediatr Cardiol 2011,4(2):103-110



Long-term prognosis of double-switch operation for
congenitally corrected transposition of the great arteries.

Hiramatsu T, Matsumura G, Konuma T, Yamazaki K, Kurosawa H, Imai.
Department of Cardiovascular Surgery, Tokyo Women's Medical University, Tokyo, Japan

OBJECTIVES:

Recently, the double-switch operation for congenitally corrected transposition of the great arteries has become
the procedure of choice in our institute; however, the long-term follow-up is uncertain.

METHODS:

From 1983 to 2010, 9o patients with congenitally corrected transposition of the great arteries underwent the
double-switch operation, which comprised of an atrial switch plus intraventricular rerouting (with or without
extracardiac conduits) in 72 patients (group I), and an atrial switch plus arterial switch in 18 patients (group II).
The mean age at operation was 7.4 years old in group | vs. 4.3 years old in group Il. The mean follow-up period
was 12.9 years in group | vs. 10.9 years in group Il. Hospital and late mortality, reoperation, arrhythmia and
NYHA status were analysed retrospectively.

RESULTS:

The Kaplan-Meier survival, including hospital and late mortality at 20 years, was similar (75.7% in group | vs.
83.3% in group ). The freedom from reoperation was 77.6% in group | (redo-Rastelli in five patients, subaortic
stenosis resection in three, tricuspid valve replacement in one and mitral valve plasty in one) vs. 94.1% in group
Il (P < 0.05 vs. group |; aortic valve replacement in one). The freedom from arrhythmia was 57.1% in group | vs.
78.6% in group Il (P < 0.05 vs. group I). The ratio of NYHA class | to Il at outpatient clinic was similar (86% in
group | vs. 86% in group ).

CONCLUSIONS:

The long-term prognosis of the double-switch operation for congenitally corrected transposition of the great
arteries was acceptable. In particular, an atrial switch plus arterial switch could be performed with low
morbidity, and it should be considered as the optimal procedure.

EurJ Cardiothorac Surg 2012 Dec;42(6):1004-8
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Aksi gorus

Rastelli hastalari arteryel switch hastalarindan
genellikle daha iyi seyreder. Tek problem
zamanla gelisen konduit disfonksiyonudur ve
BDG kullanilarak bu geciktirilebilir.

Arteryel switch hastalari siklikla LV training'i
yonunden belirsizlikle karsi karsityadir ve ayrica
pulmoner band ile iligkili aort yetersizligi
gelistirebilirler.

Mainwaring RD, Hanley F.Operative techniques in
Thoracic and Cardiovascular Surgery, 2011
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Great Arteries

Ali N. Ibrahimiye, MD', Richard D. Mainwaring, MD',
William L. Patrick, BS', Laura Downey, MD?2,
Vamsi Yarlagadda, MD3, and Frank L. Hanley, MD'

Abstract

Purpose: Congenitally corrected transposition of the great arteries (CC-TGA) is a complex form of congenital heart
defect with numerous anatomic subgroups. The majority of patients with CC-TGA are excellent candidates for a double-
switch procedure. However, in the absence of an unrestrictive ventricular septal defect or subpulmonary stenosis, the left
ventricle (LV) may undergo involution and require retraining prior to double switch. The purpose of this study was to
review our experience with patients having CC-TGA who required LV retraining prior to a double-switch procedure.
Methods: This was a retrospective review of 24 patients with CC-TGA who were enrolled in an LV retraining program in
preparation for a double-switch procedure. The median age at the time of enrollment for retraining was || months (range
| month-24 years). The average left ventricle to right ventricle pressure ratio was 0.39 + 0.07 prior to intervention. All 24
patients underwent placement of an initial pulmonary artery band (PAB) for LV retraining. Results: Eighteen (75%) of the
24 patients underwent a double-switch procedure with no operative mortality. Of these |8 patients, 9 had a single PAB and
9 required a second band for retraining. Six patients have not undergone a double-switch procedure to date. Five patients
are good candidates for a double switch and are 2 weeks, 3 weeks, 4 weeks, 8 months, and 35 months since their last PAB.
One patient died from a noncardiac cause 26 months after PAB retightening. The |8 patients who underwent a double
switch were followed for an average of 5 + | years (range 0.1-10.3 years). There has been no late mortality, and only
2 patients required further reinterventions. Conclusion: The data demonstrate that LV retraining has been highly effective in
this select group of patients with CC-TGA. The data also demonstrate that the results of the double-switch procedure have been
excellent at midterm follow-up. These results suggest that LV retraining and double switch offer a reliable strategy option for
patients with CC-TGA.




Table |. Assessment of the Left Ventricular Preparedness
for a Double Switch.

| Left ventricular pressure 90% of Systemic pressure
2 Left ventricular systolic function Ejection fraction >55%

3 Left ventricular end diastolic pressure Less than 12 mm Hg

4 Mitral valve function Mild or less insufficiency
5 Left ventricular mass (by MRI) >50 g/m? (in children)

>65 g/m? (in adults)

Abbreviation: MRI, magnetic resonance imaging.



Tricuspid regurgitation following double switch

Post-DS




Table 3

Meta-analysis of outcome data for anatomic repair of ccTGA

Publication Origin N Hospital mortality
(95% Cl)
Karl et al 1997 Melbourne 14 7% (1.6-32)
Gaies et al 2009 Ann Arbor 65 13.8% (B-24)
Mohamedou et al 2009 Paris 20 0% (0-16)
Imai et al 1997 Tokyo 44 0% (3-21)
Langley et al 2003 Birmingham 54 5.6% (2-15)
Bautista-Hernandez 2006 Boston e 4 5% (2-15)
Alghamdi et al 2006 Toronto 94 6.4% (3-13)
(meta-analysis)
Duncan et al 2005 Cleveland 73 1.5% (0.3-7)
Sharma et al 2009 Bangalore 68 15% (B-25)

KarlTR. Ann Pediatr Cardiol 2011,4(2):103-110
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ORIGINAL ARTICLE

Double Switch Procedure and Surgical
Alternatives for the Treatment of
Congenitally Corrected Transposition
of the Great Arteries

Mehmet Salih Bilal, M.D.,* Mustafa Kemal Avsar, M.D.,* Ozgiir Yildinnm, M.D.,*
Arda Ozyuksel, M.D.,i Cenap Zeybek, M.D.,i Osman Kuc¢ukosmanoglu, M.D.,i
and Sener Demiroluk, M.D.§

*Department of Cardiovascular Surgery, Medicana International Hospital, Istanbul, Turkey,

t1Department of Cardiovascular Surgery, Medipol University, Istanbul, Turkey, tDepartment
of Pediatric Cardiology, Medicana International Hospital, Istanbul, Turkey; and 8 Department
of Anesthesiology, Medicana International Hospital, Istanbul, Turkey

AssTrAacT Background: We present our experience with the double switch operation in sixteen patients with
congenitally corrected transposition of the great arteries. Methods: We enrolled 16 patients with
congenitally corrected transposition of the great arteries operated by a single surgeon between 1995 and
2015. The mean age was 25 months (range 4 to 72 months) and the mean body weight was 8.9 kg (range 4.3 to
19 kg) at the time of operation. Results: We encountered seven patients with moderate to severe tricuspid
regurgitation, five of which had Ebstein anomaly. We performed a combination of atrial and arterial switch
procedures in 11 cases, one of which had a concomitant coarctation of the aorta that was repaired along with
the double switch procedure. Atrial switch and the Rastelli procedures were performed in three cases with
concomitant pulmonary stenosis. A combination of arterial switch, Hemi-Mustard procedure, and
bidirectional cavopulmonary anastomosis was performed in two cases. During a mean follow-up period
of 67 months (range three months to 18 years), we encountered one early postoperative mortality related to
intracerebral bleeding. All but one of the patients are now in NYHA class I-ll. Conclusions: Congenitally
corrected transposition of the great arteries is a rare congenital cardiac anomaly in which the results of the
anatomical repair with double switch operation appear to be superior to that achieved by a physiological
repair. doi: 10.1111/jocs.12728 (J Card Surg 2016;XX:1-6)




J CARD SURG BILAL, ET AL. 3
2016;XX:1-6 DOUBLE SWITCH IN cc-TGA

TABLE 1
Demographic, Operative, and Long-Term Outcomes

Age Body Weight Associated Cardiac Surgical Procedure Group

Patient (months) (kg) Pathology 1,2, 3" Long-Term Outcomes
1 4 4.3 VSD, PDA Group 1, PDA closure Early postoperative mortality
2 5 49 VSD Group 1 Mild to moderate AR, NYHA |
3 6 5.2 VSD, TR Group 1 NYHA |
4 72 14 VSD (multiple) Group 1 Mumps infection related LV
dysfunction, NYHA I
5 49 9.6 VSD, Ebs, PS, TR, AV Group 3, PS repair, PM NYHA I
block implantation
6 6 5 VSD, Ebs, TR, s/p PAB  Group 1, pulmonary Late Cx artery occlusion, NYHA
debanding |
7 18 10 VSD, Ebs, TR, coA Group 1, coA repair Mild to moderate AR, NYHA |
8 36 12 VSD, Ebs, TR, s/p PAB  Group 1, pulmonary NYHA |
debanding
9 48 16 VSD, PS Group 2 Reoperation for early RV-PA
conduit thrombosis, NYHA |
10 4 4.1 VSD Group 3 Reoperation for pulmonary

venous baffle stenosis, RF
ablation, mild to moderate

AR, NYHA |
11 60 18 VSD, PS Group 2 NYHA Ill, scheduled for dual PM
implementation
12 50 14 VSD, PS, s/p SPS Group 2, division of the RV-PA conduit replacement,
shunt NYHA |
13 24 9.2 VSD, TR Group 1 NYHA |
14 7 6.2 VSD Group 1 NYHA |
15 5 5.1 VSD Group 1 NYHA |
16 6 5 VSD, Ebs, TR, s/p PAB  Group 1, pulmonary Postoperative temporary
debanding mechanical circulatory
support, mild to moderate
AR, NYHA |

“Group 1: Atrial and arterial switch operation; group 2: atrial switch and Rastelli procedure; group 3: arterial switch and hemi-Mustard
procedures, bidirectional cavopulmonary anastomosis.

VSD, ventricular septal defect; PDA, patent ductus arteriosus; TR, tricuspid regurgitation; Ebs, Ebstein anomaly; AV, atrioventricular;
PS, pulmonary stenosis; PAB, pulmonary artery banding; CoA, coarctation of the aorta; SPS, systemic to pulmonary shunt; PM,
pace-maker; RV, right ventricle; PA, pulmonary artery; AR, aortic regurgitation; LV, left ventricle; Cx, circumflex coronary artery; RF,
radiofrequency ablation.



1995-2016 tarihleri arasinda anatomik duzeltme
sagladigimiz 16 CTGA olgusu mevcut. 21 yillik kisisel
deneyimi iceriyor.

Yas ortalamasi 25 ay (4-72ay)
Agirlik ortalamasi 8.9kg (4,3-19kg)
13 erkek, 3 kiz

Shunt: 1 hasta

Pulmoner Banding: 3 hasta



Cerrahi teknikler

Arteryel switch + Senning olgulari :12
10 olguda VSD.(Bir vakada multipl VSD)

= 6 hastadaTY (4 Ebstein)

= 5 hastada Koroner anomali (3 tek koroner arter)
= 3 hastada PS

= 1 hastada dekstrokardi

= 1 hastada Aort Koarktasyonu ve PDA

= 1preoptamAV blok

2 hastada WPW

Arteryel switch + Hemi- Mustard: 1

Rastelli + Senning: 3
= Bir hastada restriktif VSD ameliyatta genisletildi.

Rastelli + Hemi-Mustard: 1



Cerrahi Teknik

28°C Kardiyopulmoner bypass

Ultrafiltrasyon

Hipotermik antegrad kan kardiyoplejisi (15 dk
araliklr)

Arteryel switch(ASO) + Senning grubundaki
hastalardaVSD, transmitral yolla kapatilirken
Senning + Rastelli grubundaki 3 hastada
transmitral + sag ventriktler yaklagim
uygulandi.



Cerrahi teknik

ASO sirasinda pulmoner anastomoz kismen sol
PA Uzerine kaydirilarak pulmoner konstruksiyon
sirasinda greft interpozisyonundan kaginildi. Bir
hastada PA basisindan korunmak icin asendan
aortaya 19 mm Vascutek greft interpoze edild.i.
Hi¢ bir hastaya Le Compte manevrasi yapilmadi.
Rastelli sirasinda RV-PA devamhligiigin ilk
vakada 16 mm Dacron ekstrakardiak konduit,
ikinci vakada 212 mm Medtronic Freestyle, 3.
vakada 18 mm Contegra kullanild.



Mod. Senning: Cerrahi

teknik

TY yoksa genellikle =7
atriyumlar kiguk ] .

Genis ASD mevcutsaic flep
PTFE patch ile olusturuldu.
Dis flep genellikle otolog
perikard (gluterald) ile

bUyuUtuldo. f
Autologous Senning .
proseduru: insitu perikard =\
ile pulm. venoz baffle X = =
rekonstriksiyonu (Barrat- NS =R /
Boyes modifikasyonu) \c /;:“\ e

2 hastada kullanild | PRC U SRK [




Postoperatif erken izlem

Bir hastada mortalite goruldi(%6.25). Bu hasta hemodinamik
olarak ve kardiyak agidan sorunsuz seyretmesine ragmen hi%<

U danmadl. BT ile beyinde yaygin kanama saptandi. 11. gun eksitus
oldu.

Sinus ritminde KPB’dan ¢ikan bir hastada AV blok nedeniyle
sonradan kalici pace implante edildi.

Bir hasta pulmoner venoz _‘\{ol obstruksiyonu nedeniyle %agijn
reoperasyona alinip Gore-Tex yamayla dis flep genisletildi.

ASO + Senning uyguladigimiz bir hasta g95/dk hizda AV blokla
seyredip 15 gun sonra sinus ritmine dondu.

Hemi-Mustard + Glenn uygulanan bir hastada Contegra
konduitinde trombus gelismesi Uzerine 1 ay sonra pompasiz
reoperasyon yapildi.



Postoperatif ge¢ izlem

'|I<'al<ci|p suresi: ort.67 ay (3 ay-18 yil). Bir hasta son yillarda takip disi
aldi.

Hastalarin biri hari¢ hepsi asemptomatik ve NYHA Class |-l
durumunda izlenmektedir.

NYHA class Il durumdaki hastaya 17 yil 6nce Rastelli ve Senning +
kalici pace implantasyonu yapilmisti. 8 yil sonra RV-PA pulmoner
homogreft replasmani uygulandi.Biventrikiler disfonksiyon
gozlenmesi Uzerine dual pacemaker planlandu.

Senning + Arteryel Switch + VSD operasyonu yapilan bir hasta
postop 8. yilda pulmonik venoz batfle obstriksiyonu nedeniyle
opere edildi. Bu hastaya ayrica WPW icin cerrahi RF ablasyon
yapildi. Islemden 4 yil sonra bir kez SVT tekrari gozlendi.



Postoperatif ge¢ izlem

Alti yasinda Atrial ve Arteryel Switch kombinasyonu
uygulanmis VSD+PH’libir hastada LV EF’si azalmis
olarak bulundu (%50). Kabakulak enfeksiyonu sonrasi
ortaya c¢ikan bu tablo miyokarditle iligkili dusunuldu. Bu
hastanin anjiografik kontroli normal, efor kapasitesi klas
[l idi. Bu hasta son yillarda takip disi kaldi.

Arteryel Switch uygulanan bir hastada kontrol
anjiosunda ayri ostiumdan ¢ikan Cx ‘in retrograd
doldugu gozlendi. Bu hasta asemptomatik olarak
LVEF:%45-50 olarak izlenmektedir.

Ekokardiyografik kontrollerde 4 hastada hafif AY tesbit
edildi. Takip suresince AY’de ilerleme olmadi.



Diger yontemlerde deneyimimiz: 31

hasta (Son 5 yil harig)

Mavroudis Yontemi: 4 hasta.

Bir hastaya ekstrakardiyak konduit gerekti
Pulmoner banding: 5 hasta
VSD + Ekstra kardiyak konduit: 7
VSD: 1 Hasta
VSD+ PS giderme:1
VSD +Trikuspitplasti:1
TrikUspitplasti + Pulmoner banding:1
MBTS: 2 o N
Fontan: 4 hasta (Hepsi LV hipoplazili)
Bidir Glenn: 4

Bidir Glenn + mitralplasti:1
Mortalite gorulmedi.




Fizyolojik tamir sonrasi Ilging bir

komplikasyon: Trikuspit (sistemik kapak)
korda rupturu

7Y, E

CTGA +VSD + PS

Daha once Ductal stent, sonra Restriktif EC conduit + LPA
genisletilmesi op. uygulanmis

VSD kapatilmasi + Konduit replasmani (Pulmoner homogreft)
ameliyati sonrasi problemsiz serviste taburculugu planlanirken ani
gelisen 6ksurik, solunum sikintisi ve akciger 6demiile YBU'ne
alindi. EKO'da trlkusplt kapak korda rUpturs saptandi.

Acil ameliyata alinarak artifisyel korda + anuloplasti uygulandi.
Sorunsuz bicimde taburcu edildi.

Konduit replasmani sonrasi, pulmonik ventrikil basincinda ani
disme sonucunda sol ventrikilun kigtlmesi ve septumun sola
kaymasi ile sistemik sag ventrikulun dilatasyonunun trikUspit
tensor aparat Uzerinde yarattigi gerginligin buna sebep oldugunu
disunuyoruz.



Algorithm for the management of Congenitally Corrected Transposition

No Associated Cardiac Anomalies

Associated Cardiac Anomalies

No TR TR
No RVF RVF Pulmonary
oo o I Atresia & VSD
CCF VSD &
=== PHT PS Cyanosis TR with CCF
e Tv| | 7 below 15
Re v elow 15 years
PAB to train LV |
and/or reduce TR 4
Balanced Systemic shunt
\ i cm:uwonl In infancy e
Double
Switch
Deband Double Increasing
VSD closure Switch Cyanosis
. Rastelli
Adult I ? Cardiac Senning
Alive and well Transplantation Systemic
______ — Shunt
Key ‘
TV - Tricuspid valve.
. v
TR - Tricuspid regurgitation, PS resection Ll\l’n slgndo:::; A ? Cardiac
RVF — Right ventricular failure. VSD closure co:?d it Transplantation
PAB ~ Pulmonary artery band .
LV ~ Left ventricle.
CCF — Congestive cardiac failure. y
PHT ~ Pulmonary hypertension. Delay intervention CP shunt
E until symptomatic Ps resection
VSD - Ventricular septal defect. (increasing cyanosis) VSD closure
PS — Pulmonary stenosis.
Lt T o i LY 2 Indication for

Fontan Procedure




Sonug¢

Double Switch operasyonu CTGA'li hastalarda TrikUspit
yetersizligini gidermede cok etkili bir yaklagimdir.

TrikUspit kapak anomalili, Gnemli TrikUspit yetersizligi, sag
ventrikUl yetmezligi olan C-TGA olgularinda anatomik tamir
tercih edilmelidir.

Izole pulmoner banding ile sistemik AV kapak yetersizligi
azalmakta veya en azindan stabilize edilmekte, sistemik RV
fonksiyonlarinda dizelme saglanabilmektedir.

Asamali anatomik tamir planlanan vakalarda hasta yasi
prognozu belirlemede 6nemli rol oynar.

Fizyolojik tamir yapilacaksa uygun vakalarda Mavroudis
yontemi ile konduit kullanimindan kaginilabilir.
BiventrikUler tamiri komplike kilan durumlarda Fontan iyi bir
secenek olabilir.



Senning+Arterial Switch

.

fizy

tami

Daha ¢
double switch

yapin.
Fontan’i da

unutmayin! 4



