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INTRODUCTION

S/ urgery for congenital heart disease has progressed by leaps
Dand bounds in the last few decades, but the right
ventricular outflow tract continues to pose a challenge to the
congenital heart surgeon.

A considerable proportion of congenital heart defects
have a component of right ventricular outflow tract (RVOT)
abnormality. This may be in the form of a simple stenosis or a
more complicated atresia, discordant ventriculo-arterial
connection, absent pulmonary valve or rarely a common
systemic and pulmonary outflow as in truncus arteriosus (TA).
Pulmonary stenosis (PS) is relatively easily treated by opening
the stenosed pulmonary valve (PV), resecting the obstructive
muscle and if necessary further enlarging the narrowed portion
with a patch of autologous pericardium. Since a portion of the
natural right ventricle (RV) to pulmonary artery connection is
preserved, the outflow tract can be expected to enlarge in
keeping with the growth of the patient and recurrent stenosis is
therefore uncommon .

Absence of continuity between the RV and pulmonary
artery either because of atresia or discordant arterial connection
calls for a more complicated intervention. Valved conduits
were first used by Ross and soon after by Rastelli in the early
1960's, and since then have remained the principal choice of
treatment for RV to PA discontinuity .

1
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Valved conduits do a great job simulating the natural
right ventricular outflow, however they have one major
drawback: they don’t grow. This means that once a patient
receives a conduit, re-operation for conduit replacement is
inevitable. Growth may not be a relevant issue in the older
patient who has reached full physical development, however,
conduit stenosis necessitating replacement usually develops as
a result of intimal peel formation, anastamotic stricture or
calcific degeneration of the conduit valve .

In spite of that, conduits have been known to function
satisfactorily for upwards of ten years in the older patient.
When used in neonates and young children however, conduit
longevity is markedly shortened because of a combination of
progressive body-weight / conduit size mismatch and a poorly
understood accelerated degeneration of the conduit valve. In
this age group conduit replacement may be required within a
few months of implantation .
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AIM OF THE WORK

'1['/0 describe short and intermediate term outcome in
congenital heart disease patients undergoing surgical
repair using artificial right ventricle to pulmonary artery

conduits.




