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— Abstract —

Anomalous origin of the right pulmonary artery from the ascending aorta
—a new modified surgical technique—

Sung Hoon Jin, M.D.*, Soon Ung Kang, M.D.**, Sang Kyoon Cho, M.D.***,
Tae Hwan Lim, M.D.****, Sang Dong Lee, M.D.*****

Anomalous origin of a pulmonary artery from the ascending aorta is a rare congenital cardiovascular anomaly

which usually involves the right pulmonary artery. For operative reconstruction, the surgical technigue of choice

used to be a direct end-to-side anastomosis of the ectopic pulmonary artery to the main pulmonary artery.

A case of right pulmonary artery arising from the ascending aorta associated with a contralateral patent

ductus arteriosus is presented, with description of a new modified surgical technigue.

The operation was done on cardiopuimonary bypass with deep hypothermia. After closure of PDA, a side-

to-side anastomosis between the RPA and MPA, roofed with Gore-Tex patch, was established.

The postoperative course was excellent, and the postoperative angiography revealed complete anatomic

correction.
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Fig. 1. Preoperative chest PA.

Fig. 2. Preoperative 2-D echocardiography. Discon-
tinuity (arrow) between MPA and RPA is
shown.

Table 1. Cardiac Catheterization

LPA 69/39(50) 88.2
MPA 63/38(51) 89.1
RV 75/-4/6 74.2
RA 76.6
Aorta 114/49(75) 95.1
LV 115/-3/5 94.0

LPA: left pulmonary artery, MPA: main pulmonary artery,
RV: right ventricle, RA: right atrium, LV: left ventricle.
Overbar indicates mean pressure.
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Fig. 3. Preoperative AP view of pulmonary truncal
angiography. LPA and its branches are well
visualized, but RPA and its branches are not
visualized at all.

Fig. 4. Preoperative AP view of root aortography
shows RPA (dense shadow) arising from the
proximal ascending aorta and subsequently

LPA via PDA.
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Fig. 5. Schematic drawing of preoperative anatomy.
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Fig. 6. Transverse aortotomy extending posteriorly
along the left aspect of RPA and transverse
main pulmonary arteriotomy (heavy lines).

Fig. 7. Direct side-to-side anastomosis (heavy line) bet-
ween the whole length of right pulmonary

arteriotomy  and  posterior half of main

pulmonary arteriotomy.
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Fig. 8. Roofing with Gore-Tex patch (heavy line).
+++: sutured portion of the patch cir-
cumference.

Fig. 9. Lett one-third of the circumference of the Gore-
Tex pateh is sandwiched between the edges of

aortotomy and main palmonary arteriotomy.

Fig. 10. Septation between the aorta and MPA is com-
pleted.
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Fig. 11. Postoperative chest PA.
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Fig. 12. Postoperative AP view of right ventricular
angiography shows both pulmonary arteries in
good anatomic relationship.
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Fig. 13, Postoperative AP view of left ventricular
anglographyv. Neither RPA or LPA is visualized.
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