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— Abstract —
Double Outlet Left Ventricle
— One Case Report —
Hoo Sig Seong, M.D.**, Chang Kwon Park, M.D.*, Kwang Sook Lee, M.D.**
and Young Sun Yoo, M.D.**

Origin of both great vessles from morphological left ventricle (DOLV) is a rare cardiac anomaly which em-
bryologic possibility has been explained by differential conal development concept and differential conal ab-
sorption concept.

Recently we had surgical experience of DOLV in 4 month-age infant weighing 5.7Kg. The chief complaints
on admission were cyanosis and anoxic spell during severe crying, and right heart catheterization and right ven-
triculogram were performed but incorrect diagnosis was made.

The operative procedures were ligation of patent ductus arteriosus, patch closure of subaortic VSD aligning
aorta and pulmonary artery with left ventricle, suture closure of proximal pulmonary artery and valve and the
use of extracardiac valved conduit (Carpentier-Edward T4mm) from right ventricle to distal pulmonary artey.

Postoperative course was uneventful and discharged in the good condition.
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Fig. 1. Preoperative chest reontgenogram shows
moderate cardiomegaly with increased pulmonary
vascular markings.
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Table 1. Preoperative cardiac catheterization data.
oxygen
it H
site pressure (mmHg) saturation (%)
SVC 50
IvC 58
RA 54
RV 54/0 68
PA 42/18 (32) 76
PV 91
LA 9/0 94

Ao & systemic A. not checked

Legend; SVC, superior vena cava. IVC, inferior vena
cava. RA, right atrium. RV, right ventricle. PA, pulmonary
artery. PV, pulmonary vein. LA, left atrium. Ao, aorta.

Fig. 2. Preoperative right ventriculogram shows right-to-
left shunt and simultaneous filling in the both aor-
ta and main pulmonary artery.
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Fig. 3. Extracardiac valved conduit from right ventricle
to main pulmonary artery is shown after comple-
tion of repair.

Closure of proximal

Fig. 5. Postoperative chest reontgenogram shows decreas-
ed pulmonary vascular markings.

_~-Single Lt.coronary
artery

extracardiac
‘valved conduit )
(Carpentier-Edward 14mm)

Fig. 4. Anatomy after repair. With PDA and ventricular septal defect closed and proximal portion
of the pulmonary artery oversewn from the outside, a extracardiac valved conduit has been
used to estabilish continuity between the right ventricle and pulmonary artery.
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