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Abstract
Objective-To study the time course

and underlying mechanisms of right
heart filling after cardiac surgery.
Design-A prospective observational

study of adult patients undergoing car-
diac surgery.
Setting-Echocardiography labora-

tory of the Stanford University Medical
Center.
Patients-Twenty six patients (mean

age 54-9) undergoing cardiac surgery
were studied before and two days, one
week, six weeks, and six months after
cardiac surgery.
Main outcome measures-Flow in the

hepatic veins and superior vena cava,
tricuspid and mitral annulus motion,
signs of tricuspid regurgitation, and
right ventricular size were assessed by
echocardiography.
Results-Right heart filling, expressed

as the ratio of systolic to diastolic for-
ward flow Doppler velocity integrals in
the superior vena cava and by tricuspid
annulus motion, decreased in parallel
from before surgery baseline values of
3*5 (SD 3-1) and 21-9 (3-4) mm, respec-
tively to 02 (01) and 8-1 (2-3) mm two
days after operation. A gradual increase
towards baseline values was noted after
six months, to 1-4 (1-3) and 15.1 (2 3) mm
respectively; however, these values were
still significantly less than those before
operation. Similar changes were seen in
the hepatic venous flow pattern. The
decrease in total tricuspid annulus
motion was most pronounced in its
lateral segment and the atrial compon-
ent of the tricuspid annulus motion
showed similar changes.
Conclusions-The pronounced decrease

in tricuspid annulus motion during the
early postoperative period suggests right
atrial and right ventricular dysfunction
as mechanisms responsible for the early
changes-seen. The progressive return to
a normal venous filling pattern and the
partial recovery of annular motion six
months after operation further support
the influence ofthe above mechanisms, as
well as their resolution with time. The
persistent flow abnormalities and com-
promised motion of the free aspects of
the tricuspid annulus, however, suggest
long- term tethering of the right heart
walL

Right heart filling, reflected in the pattern of
systemic venous return, becomes abnormal in
patients who undergo cardiac surgery suppor-
ted by cardiopulmonary bypass.'-' These
changes were first described as an alteration in
jugular venous pulse contours and flow
velocities from the normal dominant systolic
flow to an equal or dominant diastolic flow.45
Recently we have shown, using intraoperative
transoesophageal echocardiography, that the
venous flow pattern is normal before car-
diopulmonary bypass even with the pericar-
dium fully opened, but becomes abnormal
immediately after termination of cardiopul-
monary bypass.6 A mechanical impediment to
cardiac motion and a combination of abnor-
malities in right heart function were suggested
as possible mechanisms for these changes
immediately after cardiopulmonary bypass.
The present study was undertaken to further
elucidate the time course and underlying
mechanisms of these changes through
repeated observations before and during a six
month period after operation.

Patients and methods
PATIENT POPULATION
We studied 26 patients (mean age 54 9, range
20-80 years; 16 men and 10 women) undergo-
ing their first cardiac surgery. Sixteen patients
had coronary artery bypass grafts (one also
had mitral valve replacement and two had
aortic valve replacement), two had aortic valve
and four mitral valve replacement or repair,
and four had ablative surgery of accessory
bundles. All patients were in sinus rhythm at
the time of preoperative study and none had
clinical signs of right heart failure. Sixteen
patients in the present study were also
included in the recently reported
intraoperative study.6 All subjects gave infor-
med written consent to the protocol, which
was approved by the Committee for the
Protection of Human Subjects at the Stanford
University Medical Center.

ANAESTHESIA
High dose narcotics with benzodiazepine and
non-depolarising muscle relaxants were used
to induce and maintain general anaesthesia.
Eight patients received 0-3 to 0-6% isoflurane,
and four received 0-2% halothane, for part of
the prebypass period. These agents were
typically used to blunt or prevent hyper-
dynamic responses associated with the initial
surgical incision, median sternotomy, or aortic
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cannulation. No patient received a volatile
anaesthetic after cardiopulmonary bypass was
completed. Patients were mechanically ven-
tilated with a mixture of oxygen and nitrogen.
Haemodynamic control was accomplished
with glyceryl trinitrate, nitroprusside,
dopamine, dobutamine, adrenaline and/or
isoprenaline.
The following factors related to anaesthesia

or surgery were analysed: cardiopulmonary
bypass and aortic cross clamp time, type of
cardioplegia, type of anaesthetic, and need
and use of inotropic agents to maintain
adequate cardiac output immediately after
bypass.

SURGERY
After midline sternotomy, the pericardium
was opened and the right atrium and ascend-
ing aorta were cannulated. Cardiopulmonary
bypass was started after administration of cold
myocardial preservation solution into the aor-
tic root or directly into the coronary arteries in
22 patients (1288 (849) ml, range 500-

Figure I Hepatic venous
flow tracings from the same
patient before (top panel),
two days after (middle
panel), and six weeks after
surgery (bottom panel).
Recordings show normal
patterns before, reversed
systolic to diastolicflow
ratio two days after, and
partial but not total return
towards a normal pattern
six weeks after surgery.
Flow below the zero line is
toward the heart. Black
arrows indicate systolic
flow and open arrows
indicate diastolicflow.
Simultaneous
electrocardiogram and
respiratory tracings are
recorded. The respiratory
tracing is displaced
upwards with inspiration.
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3200 ml). No cardioplegia was used in four
patients. Mean total time of cardiopulmonary
bypass was 123 (38) min and mean aortic
cross clamp time was 71 (29) min. Mean blad-
der temperature was 29.0 (2 2)°C. At the end
of operation the pericardium was left open in
all patients. The chest was closed after
placement of two or more chest tubes for
drainage.

ECHOCARDIOGRAPHY
All ultrasound recordings were obtained with
a Hewlett-Packard (Andover, MA) ultrasound
phased array 77020 imaging system with a 2-5
or 3-5 MHz transducer. Pulsed wave Doppler
echocardiographic recordings were obtained
from the hepatic veins and superior vena cava
as previously reported.7 Anterograde flow
through the tricuspid valve was measured by
placing the Doppler sample volume at the tips
of the tricuspid valve leaflets. Doppler colour
flow mapping was used for semiquantitative
assessment of valve regurgitation.8 Tricuspid
and mitral annulus motion were obtained at
four different locations around the circum-
ference of the annulus (lateral, medial,
anterior, and posterior) by cross sectionally
directed M mode as recently described.9
Patients were examined at five different times:
all patients before surgery; 17 patients two
days (mean (SD) 1-8 (1 0), range 1-5); 22
patients seven days (mean 7-2 (1 9), range 5-
12); 19 patients six weeks (mean 6-3 (3 1),
range 4-15); and nine patients six months
(means 6-5 (0-5), range 5-8) after surgery.
During the first days after operation patients
often felt uncomfortable; thus priority was
given to obtain recordings of tricuspid
annulus motion and hepatic venous flow. Flow
in the superior vena cava was usually not
obtained at the recording two days after
operation due to soreness at the insertion site
of the internal jugular venous cannula.
Patients with atrial fibrillation or other arr-
hythmias after operation were excluded at that
time, but were included on later occasions if
sinus rhythm was restored.

ANALYSIS OF DOPPLER RECORDINGS
Hepatic venous flow and flow in the superior
vena cava during each beat was analysed by
dividing the cardiac cycle into systole and
diastole.7 Systole was defined as the interval
from tricuspid valve closure to tricuspid valve
opening, and diastole from tricuspid valve
opening to tricuspid valve closure (fig 1).
Tricuspid opening and closure were deter-
mined from the tricuspid anterograde flow on
pulsed wave Doppler ultrasound recordings
and were referenced to the electrocardiogram.
Venous peak flow velocities and flow velocity
integrals were measured in both systole and
diastole. The integrals were measured by
manual planimetry as an average of three
heart beats in expiration, the breathing pat-
tem being recorded by a nasal thermistor.
Angle correction was never used. The time to
reach peak flow velocity, both in systole and
diastole, was also determined and corrected
for heart rate.10A&LA"a * up * I... * 1.
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Figure 2 Cross
sectionally guidedM mode
recordings of the motion of
the lateral portion of
tricuspid annulus (A)
before, (B) two days
after, (C) six weeks after,
and (D) six months after
surgery. Although the
recorded signals do not
appear identical, the same
location was established by
using cross sectional
guidance at each time after
surgery. Note the decrease
in annulus amplitude in
the postoperative tracings.
Black arrows indicate
tricuspid annulus.
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ANALYSIS OF TRICUSPID AND MITRAL ANNULUS
MOTION, TRICUSPID REGURGITATION, AND
RIGHT VENTRICULAR AREA
Tricuspid and mitral annulus motion were
measured at four different locations around the
circumference for each annulus by cross sec-
tionally guided M mode echocardiography.9
For each location the maximal amplitude of
motion and the atrial contribution were
measured and the average of three to five beats
reported (fig 2). Tricuspid regurgitation was
assessed by Doppler colour flow mapping and,
if present, classified according to the spatial
distribution of the regurgitant jet within the
right atrium: trace or mild regurgitation
occupied less than one third of the atrium,
moderate from one third to two thirds, and
severe greater than two thirds of the atrium.8
Patients served as their own controls for serial
changes. All recordings were read by two
investigators, who reached a consensus.

Right ventricular systolic (RVS) and
diastolic (RVD) areas were measured by
planimetry of the apical four chamber view,
and the right ventricular area shortening frac-
tion was calculated as (RVD -RVS)/RVD.
All recordings were classified as- excellent,
good, fair, or poor according to image quality
and right ventricular endocardial definition.

The data reported came from only the fair to
excellent recordings. The average of three
measured beats is presented.

DATA ANALYSIS
Values are expressed as mean (SD). Differen-
ces in mean values were compared by a two
tailed paired Student's t test. Differences bet-
ween stages were analysed by two way
analysis of variance. For significant F ratios,
group mean values were compared by Fisher's
test. Correlations between heart rate, different
intraoperative conditions, and changes in ven-
ous flow velocity integrals were determined by
multiple regression analysis. The incidence of
measurable tricuspid and mitral annulus atrial
contribution and reversal of hepatic venous
flow and flow in the superior vena cava were
compared by the X2 test. Statistical significance
was set at p < 0 05.

Results
SYSTEMIC VENOUS FLOW RECORDINGS
Before surgery a normal pattern of systemic
venous flow with systolic predominance was
seen in all patients (table 1). After operation
there was a significant decrease in systolic and a
significant increase in diastolic forward flow
velocities; thus the systolic:diastolic ratio of
peak flow velocities (2-0 (08) to 0 3 (02) m/s,
p < 0-001) and velocity integrals (3'5 (3-1) to
0 2(0O 1) cm,p < 0 001) significantlydecreased
after surgery (figs 1 and 3, table 1). The shapeof
the envelope of the venous flow velocity curves
changed after surgery, with a significantly
earlier peak (corrected for heart rate) for sys-
tolic flow occurring 98 (55) ms after tricuspid
valve closure after surgery, compared with 199
(144) ms before surgery (p < 0 001). Values
are given for flow in the superior vena cava but
changes in hepatic venous flow were similar.
Diastolic flow tended to peak later in relation to
tricuspid opening after surgery (205 (159) ms)
compared with that before surgery (160
(189) ms), but this difference was not statis-
tically significant.

Hepatic "v" wave reversal was present m
nine of26 patients before surgery and was seen
in all 16 patients studied soon after operation.
Reversed flow coincident with atrial contraction
was present in 15 of 26 patients before surgery.
After surgery only six presented a discrete flow
curve, whereas the others showed only a notch
during diastolic filling (fig 4). All of these
changes were more pronounced at the early
observation two days after surgery and tended
to normalise partially during the six month
follow up period, though the systolic : diastolic
ratios remained significantly lower than at the
recording before surgery (p < 0 02). Figure 1
shows typical curves from one patient.

ANNULUS MOTION
Tricuspid annulus motion was normal before
operation in all patients,9 with a significantly
higher amplitude of motion in the lateral point
than at other points (p < 0 002), giving it a
swinging or tilting motion with the hinge point
at the septal margin. Soon after operation,

.4,lt 1*4. Jp
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Table I Peak flow velocities and flow velocity integrals in the hepatic vein and superior vena cava before and at four
times after cardiac surgery. See fig 3for statistical evaluation

Systole v reversal Diastole a reversal Syst/Diast

HV SVC HV SVC HV SVC HV SVC HV SVC

Peak flow velocities (m/s)
Before mean 033 0-41 0-14 0-11 0-18 0-22 0-19 0-13 2-1 2-0

(SD) (0 13) (0-12) (007) (0-04) (0-08) (009) (0-09) (005) (1-3) (08)
No 19 24 9 11 19 24 15 22 19 24

Two days mean 0-06 0-11 0-12 0-17 0-25 0-37 009 030 03 03
(SD) (004) (007) (0-07) (0.07) (0.08) (005) (02) (02)
No 16 5 16 2 16 5 6 1 16 5

One week mean 0-13 0-21 0-11 0-12 0-25 0-32 009 0-16 0-6 07
(SD) (007) (0*08) (005) (007) (0,09) (0-11) (005) (005) (04) (0-3)
No 18 18 17 13 18 18 11 12 18 18

Six weeks mean 0-26 027 0-15 0-13 0-27 030 0-16 0-14 1-0 10
(SD) (0-14) (0-07) (0.07) (0 07) -(0-11) (0-11) (006) (006) (0-4) (0 6)
No 18 20 12 16 18 20 9 15 18 20

Six months mean 034 0-27 0-19 0 13 045 034 0-24 0-20 08 09
(SD) (0-14) (009) (0-12) (0 05) (0-18) (0 20) (0-13) (007) (0-1) (04)
No 4 9 4 9 4 9 4 6 4 9

Flow velocity integrals (cm)
Before mean 7-88 8-83 1-35 099 3 70 3-77 2-28 0-94 2-9 3 5

(SD) (3-45) (2-23) (0-99) (0 59) (2-11) (2 12) (1-36) (0-63) (2-1) (3.1)
No 15 22 8 10 15 22 12 19 15 22

Two days mean 1-04 1-30 1-30 1 37 5-34 7-24 0-66 1.91 0-2 0-2
(SD) (0 86) (0-91) (1-38) (2 00) (2 78) (0 89) (0-2) (01)
No 16 5 14 3 16 5 6 1 16 5

One week mean 1-54 2-43 1-14 1-10 4-86 5-28 0-56 0-96 0-4 0-6
(SD) (1-10) (1 35) (0 86) (0 55) (2 42) (1-93) (0-91) (0 89) (0.4) (0 4)
No 18 17 16 13 18 17 9 13 18 17

Six weeks mean 3 90 440 1-32 1-12 6-04 5 99 -1-66 -1-18 0 7 0 9
(SD) (2-78) (1-78) (0 74) (0 77) (4 52) (2 68) (1-03) (0-52) (0 4) (0 8)
No 17 19 12 16 17 19 9 13 17 19

Sixmonths mean 6-26 4-61 3-36 1-57 11-35 5-38 4-47 2-30 0-6 1-4
(SD) (2-62) (2 70) (2 82) (0 80) (5 36) (3 05) (3-89) (1-79) (0 1) (1.3)
No 4 9 4 9 4 9 4 7 4 9

a reversal, flow reversal coincident with atrial contraction; HV, hepatic venous; No, number of observations; SVC, superior vena
cava; Syst/Diast, systolic to diastolic ratio; v reversal, flow reversal at the end of ventricular systole.

annulus motion was significantly decreased this time there was no significant difference in
(p < 0-001), particularly in its lateral part, motion of the four tricuspid annulus points.
causing the ring to move more like a piston but Thus six months after surgery the annulus still
with very low amplitude. The decrease in moved like a piston. The tricuspid annulus a
amplitude was most pronounced early after wave was usually easy to define before surgery
surgery and this tended to become normal with and was seen in most patients (table 2). Two
time. Six months after operation the amplitude days to six weeks after surgery it was seen in
ofmotion was still less than that before surgery only a few patients (p < 0-003) compared with
for the anterior (p < 0*05), lateral (p < 0 004), patients before surgery, but it was seen in all
and posterior parts (p < 0 001), and the medial patients investigated six months after surgery.
part had regained its baseline motion (NS). At Mitral annulus motion (table 2, fig 5) was

Figure 3 Systolicl i 7 (i
diastolic (S/D) peakflow HV S/D
velocity ratios and velocity 4*0
time integral ratios in the SVC S/D
hepatic vein (HV) and 6
superior vena cava 3.5
(SVC) (means (SD))
before and two days, one 5
week, six weeks, and six 3S0
months after cardiac E
surgery. 'A WI

';- 2-5 %4

2.0

0 3~~~T
U-

surgery After surgery surgery After surgery
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Figure 4 Example of
hepatic venous tracing
after cardiac surgery with
a predominant diastolic
flow (open arrow) showing
a discrete diastolic notch
(black arrow) coincident
with atrial contraction.

2 days after surgery:

analysed in the group ofpatients without mitral
valve surgery. Before surgery mitral annulus
motion was significantly lower than tricuspid
annulus motion (p < 0-001), which is a normal
finding,9 but after surgery the motion amplitude
ofthe two annuli was not significantly different.
Mitral annulus a waves were seen in most
patients before surgery. A significant decrease
in measurable a waves was seen two days to six
weeks after surgery (p < 0 04). Measurable a
waves occurred significantly more often for the
mitral than for the tricuspid annulus
(p < 0-001) during this period.

RIGHT VENTRICULAR AREA
Right ventricular systolic and diastolic areas, as
well as the right ventricular area shortening
fraction, did not change significantly between
all five measuring times (55% before and 54%
two days, 55% one week, 52% one month, and
48% six months after surgery; NS).

TRICUSPID REGURGITATION
Sixteen patients had trace or mild tricuspid
regurgitation and none had moderate or severe
regurgitation before surgery. After surgery no
patient changed more than one grade of tricus-
pid regurgitation and none had severe regur-
gitation.

HEART RATE
Heart rate significantly increased from an
average of 70 (14) beats/min before surgery to
90 (12) two days after, 93 (13) one week after,
and 87 (14) six weeks after surgery. The heart
rate at the six month follow up (76 (13) beats/
min) did not differ significantly from the
preoperative recordings. There was no correla-
tion between changes in heart rate and the other
variables measured.

TYPE OF SURGERY
The trends of velocity ratio and annulus
motion were the same for each type of cardiac
surgery performed, including accessory path-
way ablation near the tricuspid or mitral
annulus.

Discussion
Filling and emptying of the normal heart
occurs almost without a change in total heart
volume, due to the motion of the annuli."1'-3
During systole the tricuspid annulus descends
towards the apex as the ventricular volume
decreases. Together with atrial relaxation, this
descent causes an increase in atrial volume and
blood is transported from the veins into the
atria. This is reflected in the systemic venous
flowpatternwith flowtowards theatrium begin-
ning before the onset ofventricular systole, due
to atrial relaxation. The flow then increases in
velocity during ventricular systole due to des-
cent ofthe annulus. A second peak ofinflow into
the atrium is seen during ventricular diastole,
when the tricuspid valve opens and the atrium
acts as a passive conduit for blood from the
veins into the right ventricle. In the normal
venous filling pattern systolic flow is greater
than diastolic flow.5 7 14
Changes in systemic venous return after

cardiac surgery have been recognised by abnor-
malities in jugular venous pulse contours2 3 and
flow velocities,45 and by changes in the flow
velocities of the hepatic vein and superior vena
cava.'1'7 Recently we showed, using
intraoperative transoesophageal echo-
cardiography, that the venous flow pattern

Table 2 Tricuspid and mitral annulus motion before and atfour times after cardiac surgery

Tricuspid annulus Mitral annulus

Lateral Medial Anterior Posterior Lateral Medial Anterior Posterior

a total a total a total a total a total a total a total a total

Before mean 8-7 21 9 7-2 15-7 7-7 18-4 8-0 19-4 5-4 12-4 4-9 11-3 5-0 12-4 5-0 12-6
(SD) (2 2) (3 4) (2 5) (4 0) (2 2) (5-3) (2 7) (3-9) (1-7) (3 2) (1-4) (3-1) (1-5) (3-5) (1-8) (3-2)
No 20 25 17 21 20 24 20 22 20 25 20 25 20 25 19 24

Two days mean 3-3 8-1 3-3 8 9 2-5 8-4 2-5 8 1 4-2 10-8
(SD) (2 3) (2 2) (2-5) (2.3) (1-3) (30)
No 3 14 3 9 2 11 2 8 5 11

One week mean 3-8 8-5 3-8 7-7 3-5 7.9 3-5 8-4 3-1 8-4
(SD) (1-3) (2 5) (1-2) (1 9) (0-9) (2-1) (0-8) (2 3) (1-3) (2 3)
No 8 21 8 18 8 22 8 19 9 16

Six weeks mean 5-2
(SD) (1-5)
No 6

Six months mean 6-1
(SD) (1-3)
No 9

10-5 4-3 9-1 6-0 9.1 4-6 8-8 5-2 10-1
(3 4) (1.3) (1 8) (2 2) (1 5) (2 2) (2-1) (2 7)
19 4 14 3 16 5 18 9 17

15-1 5-8 14 3 5-0 1-3 5-8 14-1 5-6 14,6
(2 3) (1-6) (3 6) (1-2) (2 2) (1-5) (3-0) (1-3) (3 2)
9 9 9 8 8 9 9 7 7

4-3 8-4 3-8 7-9 3-3
(2-2) (0-5) (2-4) (1 5)

3 11 4 11 4
3-4 6-9 3-1 7-1 3-2
(I1-0) (1-5) (1 1) (1 9) (1-3)
7 17 7 16 9
4-0 7-7 50 95 4-5
(0 7) (1-8) (2-0) (1-7)
5 16 5 17 2
4-3 10-4 4*9 12-0 5-1
(1-3) (3 2) (1-7) (2 8) (0 9)
7 7 7 7 7

a, atrial component of tricuspid annulus motion. See footnote to table 1 for other abbreviations.

8-4
(2 3)
11
7-5
(2 4)
16
78
(2 0)
15
12 3
(3 6)
7

439

m



Wranne, Pinto, Hammarstrom, St Goar, Puryear, Popp

Figure 5 Motion (mean
(SD)) of the lateral
aspects of tricuspid
annulus and mitral
annulus before and two
days, one week, six weeks,
and six months after
cardiac surgery.

15

10-

5-

Before 2 days 1 week 6 weeks 6 months
surgery After surgery

becomes abnormal immediately after termina-
tion of cardiopulmonary bypass, and is normal
even with an open pericardium before car-

diopulmonary bypass.6 The progression of
these changes and their relation to the motion
of the tricuspid annulus, however, have not
been studied before.

SYSTEMIC VENOUS FLOW PATTERN
The venous filling pattern is abnormal
immediately after cardiopulmonary bypass.6 A
decrease in systolic flow, reversed flow at the end
of ventricular systole, a predominant diastolic
component, and reversal in the systolic to
diastolic ratio are present at this time. The
current study shows that the abnormal pattern
is still present in most patients up to six months
after surgery, although it is not as pronounced
as in the early postoperative period.
The abnormal pattern of systemic venous

flow after open heart surgery has also been
noted by others.'5 Sivaciyan and Ranganathan
studied jugular venous flow velocity patterns in
a group of patients after cardiac surgery and
noted an equalisation of systolic and diastolic
flows or predominance ofthe diastolic compon-
ent.5 They concluded that these changes were

due to a decrease in right atrial compliance
affecting its contractility and relaxation and
contributing to a decreased systolic flow.
Similar findings and conclusions were also
noted in a group of patients who underwent
coronary artery bypass grafting.4 Yoshida et al
found decreased or reversed systolic flow in
postoperative patients and concluded that
hepatic venous flow was not accurate
in evaluating tricuspid regurgitation after
cardiac surgery.15
This pattern ofdecreased or inverted systolic

to diastolic ratio has also been described in
other clinical situations. In the presence of
impaired right ventricular function with
increased right ventricular end diastolic and
right atrial pressures (as seen in patients with
right heart failure), there is poor descent of the
base of the ventricle, giving a jugular venous
pulse pattern with only a "v" wave, a "y"
descent, and a single diastolic component in the
flowpattem.5 Inpatients with atrial fibrillation15

or significant tricuspid regurgitation""'8 there is
also a diminished or even reversed systolic
component. Recently it was shown that a
decrease in systolic peak flow velocity and an
increase in both diastolic and reversed flows
occur during inspiration in patients with car-
diac amyloidosis.'9

TRICUSPID ANNULUS MOTION
Echocardiographic analysis of tricuspid
annulus motion has been reported earlier by
Kaul et al using the two dimensional tech-
nique20 and recently by us using cross section-
ally guided M mode.9 In normal subjects
echocardiography shows a distinct difference in
motion between the tricuspid and mitral
annulus; whereas the mitral annulus moves like
a piston, the tricuspid annulus tilts or swings
from a hinge point at the septal margin, with
the greatest motion along the lateral aspect of
the annulus. The lateral point of the tricuspid
annulus has a larger excursion than the corre-
sponding point on the mitral annulus.9 A
decreased mitral annulus motion is associated
with left ventricular systolic dysfunction2"23
and is accompanied by an altered pulmonary
venous inflow pattern with diastolic instead of
the normal systolic dominance.2" A decrease in
the motion of the tricuspid annulus is asso-
ciated with right ventricular dysfunction,20 but
there are no reports regarding its possible
association with changes in systemic venous
return to the heart.
The present study shows a remarkable

change in pattem and decrease in tricuspid
annulus motion after surgery. Postoperatively
the tricuspid annulus moved like a piston,
initially with a very low amplitude. This
motion pattern was still present six months
after surgery, but the amplitudes of motion of
the anterior, lateral, and posterior parts of the
tricuspid annulus were significantly higher than
at the second postoperative day. A similar
evolution was seen for the tricuspid annulus
"a" wave, present in most patients before
operation and six months after, but present in
only a few two days to six weeks after surgery.
This cannot be explained by difficulty in its
identification with the increase in heart rate,
as the mitral annulus "a" wave was present
significantly more often during this time.
The time course of change in the motion of

the tricuspid annulus suggests a multifactorial
effect. The pronounced decrease in amplitude
found early after surgery and the later return
towards normal may be a consequence of
impaired right heart function secondary to
inadequate preservation of the right heart dur-
ing surgery. Intensive efforts have been made to
preserve the heart by general hypothermia,
intracoronary cold preservation solutions, and
topical chilling of the heart. The success in
preservation of the left heart is probably higher
than for the right heart, which is exposed to
room temperature and radiation heat from
operating room lights. Also the right atrium is
perfused with blood returning from the body at
a temperature of approximately 30'C.2"27 Our
findings may thus reflect a right ventricular
equivalent of "stunned myocardium."' The
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different response in the pattern of pulmonary
and systemic venous flow noted intra-
operatively6 and the difference in mitral and
tricuspid annulus motion seen in the present
study may be a reflection ofthe different success
in myocardial preservation of the right and leftf
heart chambers. The decrease in both total
amplitude and "a" wave amplitude oftricuspid
annulus motion suggests that right atrial and
right ventricular function may both be
impaired. Oedema and bleeding at the insertion
site of the right atrial cannula may also con-
tribute to this change. The lack of significant
change in right ventricular area after surgery
may reflect an altered pattern of right ven-
tricular contraction, implying a change in ven-
tricular geometry and so favouring a more
mechanical explanation for the changes.
An alternative explanation includes a

mechanical impediment to tricuspid annulus
motion. In the early postoperative period this
might be secondary to the presence of chest
tubes, oedema, and bleeding and in the later
postoperative period it could be due to
adhesions between the heart and surrounding
tissues. This hypothesis is supported by the
observed lack of total recovery of the lateral
aspect of the tricuspid annulus. The findings
soon after surgery are likely to be due to a
transient change in right heart function com-
bined with mechanical impediment whereas
the later findings may be mainly due to mechan-
ical impediment.
This study confirms the previously observed

postoperative changes in the pattern of flow in
the hepatic vein and superior vena cava from a
normal pattern with systolic dominance to an
abnormal pattern with diastolic dominance. In
most patients after surgery forward systolic flow
was minimal and frank systolic flow reversal,
corresponding to the right atrial pressure "v"
wave, was often present. This could not be
explained by tricuspid regurgitation, which
was an infrequent finding in our patient group.
There was a significant relation between the
amplitude of tricuspid annulus motion and
venous flow pattern, suggesting that the change
in venous pattern may be secondary to the
decrease in tricuspid annulus motion, which is
in turn a marker of right ventricular function.
The presence of cannulas inside the right
atrium during cardiopulmonary bypass might
produce atrial trauma, oedema, and increased
right atrial stiffness, which, in combination with
poor preservation of the right atrium, will
probably affect both atrial contractility and
relaxation, thereby decreasing systolic forward
flow.

LIMITATIONS OF THE STUDY
Patients received several types of clinically
indicated drugs. For ethical reasons it was not
possible to have all patients under the same drug
regimen. Loading conditions of the left and
right heart also influence Doppler flow velocities
but could not be rigidly controlled.2"3' Post-
operative intracardiac pressures were not
measured. The changes in the Doppler velocity
patterns and annulus motion were quite consis-
tent, however, despite these limitations.

The contraction of the heart involves not
only annular descent and myocardial thicken-
ing but also a twisting motion of the ventri-
cles.32 This motion was not analysed in our
present study so changes in torsion induced by
surgery that might affect right heart filling
would go undetected by these methods.

CLINICAL IMPLICATIONS
The present study improved the understanding
of the sequence and possible pathophysiology
of previously described changes in systemic
venous return after cardiac surgery. It shows
that these changes are not related to the type of
surgery, total time of cardiopulmonary bypass
or aortic cross clamp time, use of cardioplegia,
type ofmyocardial preservation, or presence of
tricuspid regurgitation. These findings have
significantimplicationsforevaluatinginfluences
of various perioperative interventions on main-
taining cardiac dynamics. They also reinforce
the previously recognised caution regarding
interpretation of systemic venous patterns in
patients even with remote cardiac surgery.
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