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— Abstract —

Surgical Treatment of Pulmonary Atresia
— 2 Cases —

K.H. Kang, M.D.*, O.C. Kwon, M.D.*, B.Y. Kim, M.D.*, J.H. Lee, M.D.* and H.S. Yu, M.D.*

Puimonary atresia with intact ventricular septum, and with VSD were uncommon congenital anomalies with
high motality in the neonatal period. Those survivals depend on an adquate interatrial communication or interven-
tricular communication and pulmonary flow via large aortopulmonary collateral including PDA.

Rescently we experienced surgical correction of 2 cases pulmonary atresia with intact ventricular septum
and with VSD.

On case 1, 10-years old male patient was confirmed as pulmonary valvular membranous atresia with intact
ventricular septum combined with large functioning PFO and mild tricuspid incompetence. So we performed
total correction under the £.C.C. that was PDA ligation, RVOT reconstruction with monocusp valved outflow
patch (16mm), repair of tricuspid insufficiency and closure of PFO. Post-operative hemodynamic result was good
and there was no event during hospital course.

On case 2, 16-years old female patient was diagnosed as pulmonary atresia with VSD and PDA. MPA was
abscent, remained fibrous cord like remnant and type of VSD was subaortic defect (3cm by 3cm in the size).
FDA was located at the usuat site. Under the E.C.C. VSD patch closure through the right ventriculotomy, anastomis
Letween the right ventricular outflow tract and the pulmonary bifucated site with the extra-cardiac Hancock
valved conduit (22cm) and PDA ligation were performe
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Fig. 1. Case I; Pre-operative chest P-A.

A Z2} Aol A ghelele 5 HE ANl 4 S
Wg Fold ANE AM 4R zgEgedt F
#HEHo g zl9lsz] @3tn, g 4dukdll4 PFOE
3 zAlukg AH AN (Lt, upper pul, ve-
in)eg z4=get Ab£E3bE= 4 o AR
Aol A Zztglo] HF 51 %E velyo, 24 WA
WL 97 5%, AN 69% U W5 541 %24 ¢
2t whifo] okdu} slololl 4 Q1&g o 5 b o|wf of

Fig. 2. Case I; RV. angiogram shows atresia at valvular
level (arrow).
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Fig. 3. Case I; Schematic drawing of pulmonary atresia
with intact ventricular septum.
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Fig. 4. Case I; Post-operative RV angiogram shows good
hemodynamic result of outflow reconstruction
with Monocusp valved outflow patch.
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Fig. 6. Case II; Schematic drawing of pulmonary atresia
with VSD.
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Fig. 7. Case II; Post-operative lateral view of RV
angiogram shows good functioning Valved
conduit.
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