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Abstract
Contegra® is an integrated valved conduit using for reconstruction or replacement of the neutral 
Right Ventricular Outflow Tract (RVOT) or replacement of a failed homograft or composite 
pulmonary conduit in patients. However, complications frequently occur like stenosis, thrombosis, 
and valve failure of conduit. Here we present a case of true aneurysmal dilatation of a Contegra® 
conduit after RVOT reconstruction.
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Introduction
The incidence of anatomic complications after treatment has increased due to the rates of 

intervention in congenital heart diseases. Contegra® (Medtronic Inc, Minneapolis, MN) is often used 
to maintain continuity between the right ventricle and pulmonary arteries. This conduit is a ready-
to-use graft with a three-leaflet valve has excellent hemodynamic properties. Dilatation, occlusion, 
and valve insufficiency may develop in the graft due to deformation, and therefore re-operation may 
be required in the postoperative period [1].

When the first aortic homograft was used in 1960, many bioprostheses like bovine or pig 
xenografts, bioprostheses placed in aortic or pulmonary roots, valvular aortic and pulmonary 
homografts fixed with glutaraldehyde have been used in cardiac surgery. Contegra® conduit 
which is manufactured from bovine jugular vein in 1999 (Medtronic Inc, Minneapolis, MN) has 
been preferred among pediatric cardiovascular surgeons for reconstruction of RVOT. Conduit 
dilation has been reported as a very unique complication and reported cases usually represent 
pseudoaneurysm formation [2].

In this report, we present a case of true aneurysmal dilatation of a Contegra® conduit that has 
been applied as a 4th operation in a 17-year-old woman with a basic diagnosis of Fallot Tetralogy.

Case Presentation
A 17-year-old female patient applied to our clinic with the complaints of increasing shortness of 

breath, chest pain and palpitations for five months.

Our patient who was born with the diagnosis of tetralogy of Fallot had a modified Blalock-
Taussig (mBT) shunt operation in the newborn period. A central shunt operation was performed 
when she was 5 months old, and a full correction operation was performed when she was 23 months 
old. A 16 mm Contegra® conduit was applied as the fourth operation to the patient who developed 
pulmonary stenosis at the age of 5. The patient was followed up by pediatric cardiologists every 
six months. Echocardiography was performed at the age of 16, and pulmonary hypertension 
(66/34 mmHg) was detected. No anatomical abnormality was found in the conduit. Complaints 
of shortness of breath, chest pain, and palpitations gradually increased in the last 5 months which 
emerged 12 years after the last surgery.

On physical examination, heart rate was 88 bpm and arterial blood pressure was 110/65 mm/
Hg. A systolic insufficiency murmur was heard on the right side of the sternum. Conduit aneurysm 
was detected in the control echocardiography. Cardiac CT angiography (Figure A) and cardiac MR 
angiography (Figure B) revealed an appearance consistent with the giant aneurysm sac extending 
from the right ventricular anastomosis line to the intact area in the pulmonary conduit (Figure C). 
Operation decision was made for the patient.
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Following femoral and jugular cannulation, a re-do median 
sternotomy was performed under cardiopulmonary bypass. While 
performing sternotomy, aneurysm ruptured. The old conduit was 
replaced with a 22 mm Contegra® pulmonary valve conduit. In 
the evaluation of six months after the operation, the patient lives 
asymptomatically without stenosis or pulmonary insufficiency.

Figure A: Cardiac CT angiography of Contegra Aneurysm image.

Figure B: Cardiac MR angiography of Contegra Aneurysm transvers image.

Figure C: Cardiac MR angiography of Contegra Aneurysm lateral vertical 
image.

Discussion
Contegra is biologically stable and available in many different 

diameters, so no size mismatch issues are observed. There are studies 
showing that the deformation incidence of the Contegra conduit 
exceeds 50% in five years [3]. Aneurysmal dilatation of the Contegra 
has been rarely reported, and diagnosed aneurysmatic dilatations 
are usually pseudoaneurysms. It has been associated with distal 
anastomotic stenosis caused by surgery [4].

In our case, true aneurysmal dilatation was observed at 16 mm 
Contegra, but no obstruction was found in the distal anastomosis 
line. We explained that two different complications occurred after 
using Contegra. Failure mechanisms are still unknown, but there may 
be mechanical stress and/or immunological factors [5]. Whatever 
the cause, Contegra's true aneurysm is rarely observed and can be 
considered a new condition for the close follow-up of patients using 
Contegra graft.

References
1.	 Mohammadi S, Belli E, Martinovic I, Houyel L, Capderou A, Petit J, et al. 

Surgery for right ventricle to pulmonary artery conduit obstruction: Risk 
factors for further reoperation. Eur J Cardiothorac Surg. 2005;28(2):217‐2.

2.	 Delmo-Walter EM, Alexi-Meskishvili V, Abdul-Khaliq H, Meyer R, Hetzer 
R. Aneurysmal dilatation of the Contegra bovine jugular vein conduit after 
reconstruction of the right ventricular outflow tract. Ann Thorac Surg. 
2007;83(2):682‐4.

3.	 Niemantsverdriet MB, Ottenkamp J, Gauvreau K, Del Nido PJ, Hazenkamp 
MG, Jenkins KJ. Determinants of right ventricular outflow tract conduit 
longevity: A multinational analysis. Congenit Heart Dis. 2008;3(3):176‐84.

4.	 Yoldaş T, Örün UA, Kutsal A, Tak S. True aneurysmal dilatation of a 
valved bovine jugular vein conduit after right ventricular outflow tract 
reconstruction: A rare complication-CORRIGENDUM. Cardiol Young. 
2019;29(12):1569.

5.	 Tomar M, Bhan A. Rapidly progressing giant aneurysm of right ventricular 
outflow tract with severe conduit obstruction: Report of two cases. Images 
Paediatr Cardiol. 2018;20(1):1‐7.

https://pubmed.ncbi.nlm.nih.gov/15967672/
https://pubmed.ncbi.nlm.nih.gov/15967672/
https://pubmed.ncbi.nlm.nih.gov/15967672/
https://pubmed.ncbi.nlm.nih.gov/17258016/
https://pubmed.ncbi.nlm.nih.gov/17258016/
https://pubmed.ncbi.nlm.nih.gov/17258016/
https://pubmed.ncbi.nlm.nih.gov/17258016/
https://pubmed.ncbi.nlm.nih.gov/18557880/
https://pubmed.ncbi.nlm.nih.gov/18557880/
https://pubmed.ncbi.nlm.nih.gov/18557880/
https://pubmed.ncbi.nlm.nih.gov/31791432/
https://pubmed.ncbi.nlm.nih.gov/31791432/
https://pubmed.ncbi.nlm.nih.gov/31791432/
https://pubmed.ncbi.nlm.nih.gov/31791432/
https://pubmed.ncbi.nlm.nih.gov/30792741/
https://pubmed.ncbi.nlm.nih.gov/30792741/
https://pubmed.ncbi.nlm.nih.gov/30792741/

	Title
	Abstract
	Introduction
	Case Presentation
	Discussion
	References
	Figure A
	Figure B
	Figure C

