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A closed technique was applied successfully in a patient with Fallot’s tetralogy in
whom total correction had been previously performed, for creation of continuity
between the right ventricle and left pulmonary artery without the use of cardiopul-
monary bypass. A surgical approach was achieved by an anterolateral thoracotomy
incision in the left third intercostal space. A Dacron non - valved tubular graft, 10 mm.

- in diameter, was anastomosed to the proximal end of the left puimonary artery. The
proximal end of the graft was anastomosed to the pericardial outflow tract patch
with a running technique using a monofilament suture. The peripheral arterial oxygen
saturation increased postoperatively, and the patient’s condition improved dramati-
cally. Key words: tetralogy of fallot, pulmonary artery stenosis.

Intracardiac correction of tetralogy of Fallot (TOF), first described by Lilleheil in
1955, has become the treatment of choice for almost all variations of this
anomaly. - Parallel to the improvement of surgical techniques, anesthesia,
extra-corporeal circulation, and postoperative intensive care units, the weight and
age of patients no longer constitute an obstacle to correction. However,
hypoplastic pulmonary arteries are still an impediment to one stage correction in
infants with TOF. In such patients, several palliative surgical methods have been
used to improve the pulmonary blood flow before correction. One of these
procedures is conduit implantation (with or without valve) between the right
ventricle and pulmonary artery.

This report describes establishment of right ventricle - pulmonary artery continuity

with a conduit to increase pulmonary blood flow, without the use of cardiopulmo-
nary bypass, Iin a patient with TOF in whom total correction had been previously

performed.
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discharged on the 12th postoperative day. The patient had no complaints and was
followed up at six month intervals. At her last follow - up (December 1989),
cardiac catheterization was performed which revealed an 8 mm Hg gradient
between the left pulmonary artery and the right ventricle (LPA 32/12 mm Hg
mean 17, Rt ventricle 40/0 - 5 mm Hg). An angiogram revealed that the conduit
was open, but that the left pulmonary artery was slightly dilated just distal to the
conduit. ' :

Discussion

It is possible to reach the ultimate stage of treatment with total correction of TOF.
But, in order to avoid right ventricular failure, the use of palliative techniques is
preferred in patients with diminutive pulmonary arteries and pulmonary vascular
bed as well as in those with a small left ventricular cavity.

However, in infants with severe cyanosis, anoxic spells, high hematocrit levels
and low birth weights palliative techniques might be preferred as an immediate
measure, until total surgical correction can be performed, because it carries a low
mortality. Reconstruction of the right ventricular outflow tract is one of the
palliative operations.

Establishment of right ventricle - hypoplastic pulmonary artery continuity without
cardiopulmonary bypass was first performed by Puga and colleagues?2 in 1982 on
six patients with VSD, hypoplastic pulmonary arteries and total or near total atresia
of the pulmonary valve with zero mortality. In the same year, Diaz et al3 reported
using a similar technique which they applied to 11 patients for partial
reconstruction of the right ventricular outflow tract without the use of cardiopul-
monary bypass. In both studies it was stressed that the oxygen saturation had
increased and that good clinical improvement had been observed postoperatively.

In 1985 Maeta and co-workers? reported a new technique in which a
wire - guided knife was used. The technique had been applied in two patients
with TOF and in one with coarctation of the aorta, and neither flow occlusion nor
extracorporeal circulation was used.

If stenosis of the left pulmonary artery is recognized preoperatively or intraoperati-
vely, it can be corrected by a patch angioplasty and/or reimplantation into the
native main pulmonary artery. However, in our case left pulmonary artery stenosis
was not recognized preoperatively, and the pulmonary artery orifice was observed
to have a normal diameter intraoperatively.

Because of our patient’s poor condition, it was decided that a closed technique be
performed immediately. The case presented shows that for creation of continuity
between the right ventricle and left pulmonary artery without the use of
cardiopulmonary bypass, the closed technique can be applied to a patient with






