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ventricle, without obstruction. After a few centimeters, it 
gave way to a right pulmonary artery that ϐilled correctly in 
systole without obstruction (Figures 1,2). The left pulmonary 
artery arises directly from the right ventricle. All cardiac 
cavities are dilated—suprasystemic pulmonary hypertension 
with ostium secundum-type atrial septal defect with right-
to-left shunt. Cardiac angioscan conϐirmed the diagnosis, 
showing a 13 mm right pulmonary artery arising from the 
aorta. The left pulmonary artery arises directly from the right 
ventricle and measures 9.73 mm, with a functional pulmonary 
valve (Figures 3,4). Biological tests revealed microcytic 
hypochromic anemia at 9.3 g/dl. Medical treatment was 

Introduction 

Hemitruncus is a rare congenital anomaly in which one 
pulmonary artery branch, usually the right, arises from the 
ascending aorta just above the aortic sinuses. In contrast, the 
main pulmonary artery and the other pulmonary branch arise 
in their normal position. First described in 1868 by Fraentzel 
[1], its prognosis depends on timely surgical management, 
given the risk of Eisenmenger’s disease. Treatment is surgical 
and must be initiated early.

We report the case of a 19-month-old infant with 
hemituncus whose circumstance of discovery was dyspnea.

Observation
A 19-month-old male infant from a non-consanguineous 

marriage, the 4th of 4 siblings with one case of abortion in the 
family. The pregnancy was carried to term, with no notion of 
resuscitation at birth. The symptoms reported by her mother 
began at 2 months of age: the mother noted a hyperpulsatility 
of the precordium associated with a staturo-ponderal delay. 
This necessitated several unsuccessful consultations, and 
with the onset of diaphoresis and dyspnea during feedings, 
he was referred to our department. His saturation was 93% 
on room air, his heart rate was 120 beats per minute, and his 
blood pressure was 110/70 mmHg. He had delayed weight-
bearing and delayed reϐlex acquisition. Cardiac auscultation 
was normal. The patient was in congestive heart failure at the 
ϐirst consultation, with discrete labial cyanosis without digital 
hypoxia.

The electrocardiogram showed bi-atrial and left 
ventricular hypertrophy. On frontal telethorax, cardiomegaly 
with a supra-diaphragmatic peak, a right inferior arch 
overhang, and peri-hilar vascular overload, predominantly 
on the right. Cardiac ultrasound revealed a situs solitus heart 
with levocardia. The aorta normally emerges from the left 
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Figure 1: Echocardiography image showing the Right Pulmonary Artery 
(RPA) exiting the aorta.
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based on furosemide, captopril, and spironolactone. A 
surgical cure after catheterization with reimplantation of the 
right pulmonary artery was indicated. The child died before 
surgery.

Discussion
Hemitruncus is a very rare congenital cardiac anomaly. 

Edward Peng and all [2] found 9 cases over 29 years. The 
mean age at diagnosis was 14 days [3]. In a prospective study 
in the Hospital Infantil of Mexico “Federico Gomez” from 1991 
to 2002, 12 patients were found with a mean age at diagnosis 

of 2 months. The circumstances of discovery are most often 
heart failure, as demonstrated by the case report by Edward 
W.K. Peng and all, who found 100% heart failure with only 
one case of cyanosis, or 11% of cases [2]. Echocardiography 
evokes the diagnosis in most cases, with conϐirmation by 
angiography or cardiac angioscanner. Edward and all reported 
echocardiographic diagnosis in 78% of cases [2]. According 
to Reyes and all [4], echocardiography evoked the diagnosis 
of hemitruncus in all patients, and this was conϐirmed by 
angiography in 8 patients, 66.6% of cases. Hemitruncus was 
isolated in our child. However, in the literature, it can be found 
associated with tetralogy of Fallot, aortic arch anomalies, or in 
the context of Di George syndrome [5,6].

Arterial hypertension is almost constant and rapidly 
severe in hemitruncus arteriosus. Pulmonary hypertension is 
present in 30% of cases by the 3rd month and in 70% of cases 
by the 12th month [3] and rapidly progresses to pulmonary 
vascular disease, with death in severe cases [3]. Riyadh M, 
et al. [5], with 36 years’ experience at the University of Toronto 
in Canada, found arterial hypertension in all their patients, 
with 4 cases of systemic or supra-systemic pulmonary 
hypertension out of the 16 patients included in the study.

However, early surgical management can prevent 
pulmonary vascular disease and death [3]. It should be 
performed before 6 months of age to avoid Eisenmenger’s 
syndrome. In our infant, the severity of the disease, late 
diagnosis, and suprasystemic pulmonary hypertension 
resulted in death.

Conclusion
Hemitruncus is a very rare congenital pathology with a 

very high morbi-mortality. Surgical cure remains urgent to 
avoid pulmonary arterial vascular disease.
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Figure 2: Pulsed Doppler echocardiography on the right pulmonary artery.

Figure 3: Right pulmonary artery arising from the aorta on cardiac 
angioscan.

Figure 4: Cardiac angioscan reconstruction image showing right 
pulmonary artery exiting the aorta.


