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Introduction
Professionalism is useful when it comes to relevant perspectives for

practical applications. Congenital Heart Disorders (CHDs) come in a
variety of shapes, sizes, and severity levels. For successful
management at all levels, a simple scientific approach combined with
sophistication is essential. We gathered critical information from peer-
reviewed journals and trustworthy sources and placed it into context.
For robust practices, these encompass contemporary prevention,
treatment, correction, cure, and rehabilitation procedures.
Preconception counseling and environmental factors are used in
prospective prevention. The importance of fetal echocardiography and
nondirective genetic counseling cannot be overstated. It is preferable
to have early detection and skilled diligence. It's a clinical suspicion.
There are a variety of clinical and investigative diagnostic methods
accessible, and they should be used as directed by clinical cues.

General health maintenance, vaccines, monitoring, and treatment of
problems are all part of medical management. Pediatric interventional
cardiology is progressing quickly and treating a wide range of
abnormalities. Following-up care requires an understanding of the
technique performed. Surgical procedures can be curative, reparative,
or palliative. Long-term consequences of surgical correction in early
childhood are uncommon. Some people have life-long consequences
from reparative surgery, while others have significant late disability.
The number of adult survivors of post intervention/surgery is rising.
Precision and fewer complications are being ushered in by
microsurgical procedures. The "Ten Points Information and Action
Plan (TP-IAP)" is recommended for follow-up care. The Armed
Forces scenario necessitates regular deployments to tough and hostile
environments. Special precautions for affected children needed.
Avoiding a sedentary lifestyle and obesity improves cardiovascular
health. Various inherent and external variables that impede functioning
must be handled appropriately.

Technologic Advances in Imaging CHD in Adults
Angiography and echocardiography invasive conventional

angiography was once used to diagnose CHD, however now
transthoracic echocardiography is the predominant imaging technique
used to diagnose CHD. Transthoracic echocardiography fails to
adequately characterize various anatomic areas in people with CHD,
including the right ventricle, transverse and descending aortic arch,
and pulmonary vasculature. Trans esophageal echocardiography, while
beneficial for examining these structures, has anatomic blind spots and
might cause airway impairment if the pulmonary artery is swollen.

Pulmonary artery enlargement is common in patients who have had
palliative surgery for CHD, which limits the diagnostic capabilities of
trans esophageal echocardiography.

Magnetic Resonance Imaging (MRI) advances in MRI have made it
particularly effective for assessing myocardial and valvular function,
as well as intricate 3D spatial relationships, in patients with complex
CHD. MRI is frequently used to assess CHD in adults because of its
noninvasive nature and lack of radiation and iodinated contrast
material. There are several limitations of MRI that are especially
relevant in the management of people with CHD. Many of these
individuals with CHD who have had surgery to repair it have
pacemakers or implantable cardioverter defibrillators, which prevent
them from getting an MRI. Because of improved implantable
cardioverter defibrillator technology, this contraindication is being
reassessed, although it still exists. MRI has long been known to have
limitations such as claustrophobia and limited access. MRI also is
limited in the evaluation of the lungs and airways, important
considerations among adults with CHD. Computed Tomography (CT)-
electron-beam CT was the first to make advances in CHD CT. With
electron-beam CT, faster imaging times allowed for better spatial and
anatomic information gathering than with traditional single-detector
CT. Functional information was obtained using ECG-gating
technology that could not be obtained using standard CT technology.
Despite its effectiveness, electron-beam CT has the drawbacks of
restricted availability and exorbitant cost, limiting its clinical utility.

In individuals with CHD, MDCT gives an outstanding 3D
representation of cardiovascular anatomic components. Retrospective
ECG gating allows for a functional assessment similar to that of
traditional echocardiography. Although MDCT uses ionizing
radiation, the significantly reduced imaging period eliminates the
requirement for anesthesia in trans esophageal echocardiography and,
in certain cases, MRI. High heart rate and arrhythmia are limits of
ECG-gated MDCT, which are severe constraints in the evaluation of
people with CHD who have a high prevalence of arrhythmia. The use
of dual-source CT overcomes these drawbacks. Two x-ray tubes and
their matching detectors are arranged 90° apart on the rotating gantry
in this manner. Dual-source technology has several advantages,
including a significant increase in temporal resolution to 83
milliseconds and a reduction in radiation exposure to no obese
individuals. Dual-source CT's better temporal resolution allows for
more accurate diagnosis, frequently without the need for -blockade to
lower heart rate. Furthermore, dual-source CT has demonstrated
capabilities in assessing heart function, volume, and mass that is
comparable to that of transthoracic echocardiography. Prospective
ECG gating is also useful for decreasing radiation exposure, although
it is currently limited by the requirement for a low heart rate, which in
some CHD patients may be difficult to obtain.

Images are captured with the following parameters after an
automated IV injection of an 80 mL bolus of contrast material at 5
mL/s with a 60 mL saline chaser: Gantry rotation time, 330
milliseconds; pitch, 0.20-0.43; tube voltage, 120 kV; maximum tube
current, 400 mAs/rotation; collimation, 32 0.6 mm; section
acquisition, 64 0.6 mm; gantry rotation time, 330 milliseconds; tube
voltage, 120 kV; maximum tube current, 400 mAs/rotation modulation
of full current to decrease radiation for changing heart rates is as
follows: Heart rate of 60 beats per minute or less, current runs for
60%-70% of the cycle; heart rate of 60 beats-70 beats per minute,
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50%-80% of the cycle; heart rate greater than 70 beats per minute,
30%-80% of the cycle.

The primary review of axial pictures in the evaluation of
individuals with CHD is critical for proper diagnosis. Multiplan
reconstruction is used for the majority of the imaging evaluation,
which allows for detection of atrioventricular sepal abnormalities in
imaging planes similar to those used in echocardiography. The
examination of the huge vessels requires the use of maximum intensity
projection. In the examination of aortic arch and pulmonary artery
anomalies, the flexibility afforded with varied slab thickness in
maximal intensity projection is very relevant. The most common
application of volume rendering is in presurgical assessment. MDCT
significantly improves the 3D anatomic relations of the blood vessels
and chest wall when compared to catheter angiography findings.
Intracardiac shunts can be seen by adjusting the CT window and level
settings.

Detection and Diagnosis
It is preferable to have early detection and skilled diligence. The

most important reason for the poor state of affairs in our country for
children with CHD is that only a tiny percentage of CHD cases are
discovered at birth and during childhood. Early detection has been
shown to result in no mortality. Clinical suspicion of CHD exists.

Maternal diabetes mellitus, premature birth, birth at a high altitude,
fever and rash in the first trimester, and teratogenicity drugs are all
features of the history. A history of syncope, chest pain, or crouching;
cyanosis; prolonged unexplained hoarseness; asymmetric faces with
sobbing; and a physical appearance suggestive of a clinical syndrome
are all clinical signs. The signs and symptoms of heart failure differ
depending on your age.

Feeding issues are frequent in babies. Poor weight gain; feeding
difficulties; breathing too quickly; breathing better when held against
the shoulder; excessive sweating; irritability and restlessness; chronic
cough and wheeze; recurring pneumonia; edema are some of the other
symptoms. Exercise intolerance, difficulty keeping up with classmates
during sports, fatigability, and poor growth are all signs of heart failure
in older children.

Multiple studies show that standard pulse oximetry screening for all
babies can detect significant cyanotic CHD that is otherwise
undetected. The american academy of pediatrics, the american heart
association, the american college of cardiology, and the march of
dimes have all recommended this type of screening. CHD is diagnosed
with diagnostic aids and modalities such as echocardiogram or trans
esophageal echocardiogram, EKG, chest X-ray, cardiac
catheterization, and magnetic resonance imaging. These should be
used appropriately based on clinical cues.
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