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feasible in 94% of the scans. The RV lateral wall could not be tracked
in two subjects on D1 and in four on D2. The inferior wall was un-
traceable in one infant on D1 and five on D2. At least one wall was
analyzable in 98% of scans, while a global pLS calculation was feasible
in 90%. Measurements for tricuspid inflow velocities were not taken
in cases of complete fusion of TV E and TVA (10 scans on D1 and
nine on D2). Similarly, myocardial diastolic velocity measurements
were considered infeasible when e0 and a0 were indistinguishable
(four cases on D1 and seven on D2). Remaining functional indices
could successfully be measured from all studies. Most parameters
demonstrated low intra- and interobserver measurement variability
(Table 2). The variability in measuring RV end-systolic area in both
views was relatively higher than end-diastolic area. The biplane FAC
(global FAC) calculations were less variable than single-plane FAC-

4C and FAC-3C calculations. Tissue Doppler peak velocities were
highly reproducible, while myocardial performance index, calculated
from tissue Doppler time intervals, was more variable.

Echocardiographic RV Dimensions in the Transitional
Period

Results obtained for RV dimensions parameters for each day are out-
lined in Table 3. The mean B-PLAX was larger than the mean basal
four-chamber diameter, and mean three-chamber RV area at end-
diastole was larger than mean four-chamber RV area at end-diastole
(P < .001). We noted a small but significant increase in some RV di-
mensions on D2 (midcavity diameter, B-PLAX, and four-chamber
RV area at end-diastole).

Figure 6 Calculation of pLS-3C using STE. The endocardial border was manually traced from the RV-3C view. The tracking was per-
formed automatically by the software but was visually inspected before accepting results. The pLS values for individual segments
(represented graphically by color-coded lines) were averaged to generate overall pLS-3C.

Figure 5 Measurement of FAC-3C. Manual tracing of the endocardial borders was performed to generate respective three-chamber
RV area at end-diastole (EDA-3C) and three-chamber RV area at end-systole (ESA-3C). FAC-3C was then calculated as (EDA-3C !
ESA-3C)/EDA-3C).
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