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Complete Interruption of the Aortic Arch.
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Complete interruption of the aortic arch is one of the least common cardiac malformation.

In this condition, continuity between the ascending and descending protions of the aorta is not

present, and the descending aorta is supplied through a reversing patent ductus arteriosus.

In the majority of the patients a ventricular septal defect is present.

Authors have expierenced a case of the complete interruption of aortic arch, interruption between

the left carotid and the left subclavian artery.
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Fig. 1. PA chest: Marked enlargement of the main

pulmonary artery and increased pulmonary

SRR

( biventricular hypertrophy ) 5 X%t} vascularity. Absence of aortic knob.
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Table 1.
Site 0, Sat. %  Int. Pr.(Mean)mmHg
svC 71
IvC 70
RA 71,68,71 5/1(4)
RV Inf 70 108/6 (39)
Out 71 94/6 (39)
PA Trunk 76 102/52 (75)

R,L Branch 94/50 (71)
Ascending aorta 92 133/66 (95)
Systemic artery

Femoral artery 80

Descending aorta 81 106/51 (74)

_—g_
2] ( C/T ratio) =

X-4 2} A ZA GAR (cardiac series ol 4]
50%2 Audgs ¢gax

#H 59 7123 ( main pulmonary artery) 7} Ab3s] 2+
)

2

Aol glglen] AP gL Z7huol g

’54_-4 FIAE F dF

°J§ (impression

l‘,"
0

ol
.
R L

2ol g5

oF7ke] A=l

24
o

At ( Fig.

(aortic Knob) el 2]
A o] Bl o] 1} &

2 (trachea) <] &5
A A (midline )oll 928 1
u}9] (indentation ) ©]
o] 5T FF 4742 ol dt(Fig.

Fig. 2.
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Barium swallow: Absence of normal aortic
impression on the left posterolateral wall of
barium filled esophagus. Midline position
of the trachea down to the bifurcation.
Esophageal impression by enlarged right
pulmonary artery is seen.
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Fig. 3. Frontal pulmonary arteriogram: Marked enlargement of main pulmonary artery and continua-
tion of the large patent ductus arteriosus with the descending thoracic aorta. Visualization of
hypoplastic ascending aorta (levo-phase).
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Fig. 4. Root aortogram; The ascending aorta is hypoplastic with direct vertical ascent toward the
neck and termination right after left carotid arteries.
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Fig. 5. Classification of interrupted aortic arch (Celoria and Patton).
Type A = interruption distal to left subclavian artery (LS); Type B = interruption distal to left common carotid
artery (LCC); and Type C = interruption distal to innominate artery. Ao = ascending aorta; LPA = left pul-
monary artery; MPA = main pulmonary artery; PDA = patent ductus arteriosus; RCC = right common carotid
artery; RPA = right pulmonary artery; RS = right subclavian artery.
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