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Rastelli: types A& C



CHIRURGIE DU CAVC

Types de correction

A - Opération de Rastelli classique (1 patch auriculo-ventriculaire)
* Division valve commune antérieure
* Division valve commune postérieure
* Patch sur rebord droit de la CIV

* Composantes valvulaires attachées au patch
B - Correction avec 2 patches (ventriculaire, auriculaire)

C - Correction type Wilcock, Nicholson, Nunn....
* « transformation » en CAV partiel

«Properly used all techniques appear to provide good resulits...»
KIRKLIN, BARRATT-BOYES, 1993, p 720




Figure 20-23  Complete atnovenincular IAV) seplal defect reparr,
single-paich lechnique. A, Right atnotomy is made as for two-patch
technique and AV valves are inspected. Saline & infused into ven

tricdes as for two-patch lechiigue, and apposition point of left
supenior leaflet (L5SL) and lefl inferior leaflet (LIL) is identified as the
leaflets float up 10 their systolic position. A fine guy suture is placed
for alignment and left loose. Frequently, the beudging LSL or LIL s
incised to gan xcess to the anterior portion of interventricular
defect. Later, cach cul edge of the supenior keallet will be attached to
pencardial patch ot its waist B, Fresh or ghutaraldehyde-treated
percardial patch is Inmmed partally sfter measuring hesght and
width of interventncular communscation Generally, the ventricular
portion of the palch is altached o the night side of crest of ventricu-
kar seplum using 2 continuous suture initisted at the deepest aspect
imidpoint) of the nem of the ventricular seplal defect Usual precau

tions are taken as in the two-patch technigque to avoid the bundie of
His ot postenion-infenor aspect of ventricular defect €, AV leaflets,
baoth left and neht are atached 10 pencardad patch o apeeonewale










Le tissu nodal et la conduction







CAVC/CAVp cloisonnement atrial

Eviter le tissu de conduction; 2 possibilites




- La valve « mitrale » -
La « fente » - commissure septale?
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Valves of Heart in Diastole




Valves of Heart in Diastole




CHIRURGIE DU CAVC

- La valve « mitrale » -
La « fente » ou commissure septale

A - Suture systématique

B - Abstention (concept tri-valvulaire)

C - Suture partielle, élective

D - Suture impossible (valve en parachute potentielle)

E - Gestes complémentaires
* Commissuroplastie
* Annuloplastie

F - Remplacement valvulaire




CAVC : la valve AV gauche




CAVC : la valve AV gauche apres patch IV

Correct Too wide

Figure 20-22  Depiction of ventricular septal portion of two-
patch technique. If the patch is too wide, theoretically left ven

tricular outlet flow obstruction may be produced. If the patch is
too long, with level of atrioventricular (AV) valves too high, there
Is @ high probability of left AV valve regurgitation. (Modified
from Lacour-Gayet and colleagues."?) -

CHU TIMONE ENFANTS
Marseille, France
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TWO PATCHES TECHNIQUE

Sulure connecting
LSL and LIL

Pericardial

Pericardial
patch







Atrioventricular Canal:
Modified Single Patch Technique

Graham R. Nunn

A single surgeon sxperencs using & modified single patch tachmigue foe the repesr of 128
patients with complete atrioventriculsr canal i presented. Thirty-day mortality was 1 6°
Follow-up of thede patients has shown no incdence of significant residual ventriculae
septal defect, a 2.3% incidance of recperabion on the mitral valve, and no mstances of lelt
ventriculsr oatiet obstructon reqQu nng resection «n the follow D por od Cr-- SPNISONs re
grawn Detween these resuits ang the author s own SEDOArMOCe With reasr cé :'i.rr\p!o~?n
atriovemtincuar cang NG 3 two-patch tm'hnu;r,n (48 canen) and repar of partial atrio-
ventriculsr canal (126 cases) to shed Eght on late valve function and left ventricular outlet
COstructon In &7 groups

Semin Thorac Cardiovasc Surg Pedatr Card Surg Ann 10:28-31 © 2007 Elsavier Inc. Al

rights reserved




AV canal: Medified sinple patch trchnique
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CHIRURGIE DU CAVC

que retenir?
Selon état pré-op:

HTAP sans fuite (résistances)
HTAP avec fuite, gros shunt IV

A - risque de BAV

B - risque de sténose valve AV G (voire D)
C - risque d’IM (shunt VG-OD?)

D - CIV résiduelle?

E — Dysfonction ventriculaire (taille patch?)




CHIRURGIE DU CAVC

comment préparer la réa?

Fermeture thoracique différée
fonction VD? Désequilibre? Taille patch?

Entrainement par pace maker
frequence? BAV? Sequence A puis V+++?

Laisser un FOP?
utile si pas de fuite ou de sténose
et si HTAP

dangereux sinon




CAV partiels

SEEIIE
partiel vs intermediaire

Clinique
Symptomatologie de CIA

Chirurgie
Thoracotomie




Se méfier des CAV partiels symptomatiques < 1 an

Série personnelle: 12 cas sur 136
6 retard staturo-pondéral sévere
9 ostium primum tres large 2 « O. Unique »

désequilibre Dt > Geh

8 CAVi CIV plus que petite

2 “coeur tr atrial®

1 “triple orifice mitral”




CHIRURGIE DU CAVC

Conclusion

Quelque soit le patient, quelque soit son anatomie pré-op,

Pb de dénutrition et d’insuffisance cardiaque

Pb de 'HTAP

Pb conductifs

Pb de fuite ou de sténose des valves auriculo-ventriculaires




