Though there is no expectation here for cooling to convert JET to SR, it does slow the JET rate

mTrOdUCﬁOn: JET affects ]‘].5% of C'!' post cardiac SUrgiCC” pgﬁen’rs Cm.d can be to a more acceptable level which may allow for other therapies to restore AV synchrony and
challenging to manage. It is a malignant tachycardia and it is associated with improve the cardiac output (Catton et al, 2020). If the patient is still in JET, then the treatment
increased morbidity, prolonged mechanical ventilation as well as PICU and pathway needs to be escalated. Amiodarone is considered the 15 line anti-arrhythmic

therapy and should be commenced following discussion with the consultant cardiologist,
however care should be taken as the side effects of Amiodarone include: hypotension,
bradycardia, AV block, nausea and vomiting, liver dysfunction (Saul et al, 2005).

hospital length of stay (Sahu et al, 2018) . Post operative JET usually occurs within
/2 hours of repair of congenital heart defects and can self-resolve within 8 days. It
IS thought to be affributed to ischaemia/infiltirative haemorrhage or injury by
direct or indirect mechanical impact to the HIS bundle area (Till et al, 1992). It can

be regular or irregular but does not involve a re-entry circuit. JET can present with Case study: A 5 month-old boy admifted to a cardiac PICU following uncomplicated
a retrograde atrial conduction with 1:1 pattern or with atrioventricular dissociation Ieielogy i Falion sl [e ceveloged JE pesi epereiivety el wek sk 1o seeeio,

: : : muscle relaxation, active cooling, pacing and Amiodarone. The patient progressed to a low
W,'Th variable conduction. , , cardiac outfput state despite maximal medical management, leading to cardiac arrest
Risk Factors for post-operative JET: Children less than 6 months old, Those requiring cannulation to VA ECMO support. He remained in a junctional rhythm and required
undergoing repair for AV canal defects, Tetralogy of Fallot and Ventricular Septal 7 days of IV Amiodarone at 10mcg/kg/min. He was successfully weaned and decannulated
Defects. JET is not exclusive to these defects and has been reported in patients frorm ECMO on the third attempt. JET in the context of restrictive right venftricle physiology can

have serious consegquences. This case has demonstrated that refractory JET can contribute to
unsuccessful weaning of ECMO support, prolonged ventilatory tfime and prolonged ITU and
hospital length of stay.

who have had extra cardiac repairs such as BT shunts and completion of Fontan.
Patients who have electrolyte imbalances, fever and use of inofropes and
milnnone post-operatively are also at risk of developing JET. Those who have had
a prolonged bypass time are also at risk.

On reflection of this case, a literature review was carried out to explore the evidence behind
alternative strategies to manage JET. There is some suggestion that prophylaxis with
Dexmedetomidine may have a role to play in reducing the incidence of post-operative JET.
Another suggestion is the use of Ivabradine as a second line adjunct to Amiodarone when
patients are refractory to it. There is a suggestion that when Amiodarone is commenced on
Iscelectric Line patients who are already in a low cardiac output state, patients are particularly resistant to
Amiodarone. Early consideration of second line adjuncts in patients with refractory JET, with
evidence of low cardiac output, would benefit greatly if it resulted in earlier termination of the
dysrhythmia. The use of prophylactic Dexmedetomidine or early use of lvabradine as a
second line adjunct may provide options that can be considered in patients at higher risk of
refractory JET and associated low cardiac output state.
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HCl Injection

Arrows indicate P waves. They can be seen ‘marching’ through the QRS
complexes due to AV dissociation
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i = In conclusion: When one takes into account the significant increased morbidity and mortality
Amloqgrqne (CAUT|ON that is associated with JET, and the negafive side effects that can be associated with parfs of
nego’rlve Ino’rrope) the management pathway, we must question whether the management pathway is the only

. Louding dose (if ins’rruc’red) 5mg/kg opTioQ. Recen’r studies show Tho’r .’rhe use of.dexmede’romidine pre—inc.ision cquld hqve hugely
over 1-4 hours beneficial effects .for the patient in preventing .JET and thereby reducmg their ventilator dqys,
, , , and ITU and hospital length of stay. Other studies suggest that Ivabradine could be effective
* Mainfenance infusion of 5- when used alone or in addition to Amiodarone when treating JET and that the patient would
15mcg/kg/min benefit from its haemodynamically neutral profile. Of course, further study is required for both
of these methods when treating post operative JET in children. Both of these treatments have

the potential to radically change the way patients are freated in the future.

Further options:

° PC”’O|yse Ond COO' '|'O 340 References: Arvind B et al, ‘Ivabradine versus Amiodarone in the management of post-operative junctional ectopic: a randomized, open-label,

. noninferiority study’, J Am Coll Cardiol EP, 2021; 7, 1052-1060. Catton KG, Perterson JK. Junctional ectopic tachycardia: recognition and modern
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Arrhythmias in children in early postoperative period after cardiac surgery. World J Ped Congen Heart Surg. 2018;9(1):38-46. Sasikumar N, Raman K.K and
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https://www library leicestershospitals.nhs.uk/PAGL/SharedDocuments/JunctionalEctopicTachycardia(JET)UHLChildrensintensive CareGuideline .pdf
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