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= Abstract=

Successful Correction of Coarctation of the Aorta, the Patent Ductus Arteriosus,
and the Persistent Left Superior Vena Cava

Kun Ho Kim M.D.,* Young Kwan Park M.D.* Heng Ok Jee M.D.,* Young Tae Kim M.D. *

Chong Suhl Kim M, D.,** Chung Kyun Lee M.D. **

This is a case report of successful Surgical correction of coarctation of the aorta associated with
the patent ductus arteriosus and the persistent left superior vena cava.

The patient was a 15 year old girl and congenital heart anomaly was suspected at the sixth
month after birth. Afterward there has been no embarrassing symptoms until the day of operation
except slight dyspnea on exertion.

The diagnosis of coarctation of the aorta and the patent ductus arteriosus detected by physical
signs and X-ray studies including aortography.

In the first place, coarctation of the aorta was corrected with following procedure: partial
resections of the aortic wall just above and below the coarctating line of the aorta and removal
of diaphragmatic structure of coarctation performed by cross clamping aorta above and below
coarctation, and then the defect of the aortic wall was closed by lateral aortorrhapic suture with
atraumatic needle 3-0 silk continuously (Fig. 6).

In the second place, the patent ductus arteriosus was closed with double ligation method. The
persistent left superior vena cava left as it has been, because there has been no evidence of
hemodynamic abnormal shunt

After operation, excellent result was obtained; blood pressure in the upper and lower extremities

was normalized and subjective complains of hypertension in the upper extremity was disappeared.
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(B)
A Preoperative posteroanterior plain cgest film reveals the moderate cardiomegaly
and increasing pulmonary vascularities in the lungs.

B: With barium swallow demonstrates a esophageal compression sign resulting
dilatation of the left atrium.
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Hig. 2 Retrograde aortogram. The catheter reaches
the end of the descending aortic arch through
the left femoral artery transcutanously. The
injected contrast material demonstrates the
both pulmonary arteries and its branches in
the lung, and thoracic and abdominal aorta.
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Fig. 3. Diagrammatic illustrations of anatomical relationship of the
patent ductus arteriosus, coarctation of the aorta, persistent
left superior vena cava, and hemiazygos vein.
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Fig. 4. The venogram demonstrates the persistent
left superior vena cava runing down ante—
riorly from the aortic arch and pulmonary
artery and draining into
venous sinus.
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faEi a2 Fig.63 o] LTE HoVRsIL M5 A: Satinsky’s forceps, B: Potts’s forceps.

Fig. 6. Schematic illustrations of operation technique.

A: Partial resection of the aortic wall just above and below the
coarctating line of the aorta. The inside on the coarctating line
of the aorta seen a membranous protrusion of fibrotic tissue

B: Aortorrhapic suture with atraumatic needle 3-0 silk.
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Fig. 7. Posteroanterior plain chest film at the three
months after operation reveals the norma-
lized Cardiac silhouette and decrease of pul-
monary vascularities in the lungs.
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