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INTRODUCTION :
Crossed pulmonary arteries are due to an
anomalous origin of both pulmonary arteries
from the main pulmonary trunk.
The crisscross origin results from either faulty
differential growth during partitioning of the
truncus arteriosus or abnormal rotation of the
aortic and pulmary trunks.

CASE
Two months old child presented to ER with
complaints of reluctance to feed , cough and
respiratory distress for 10 days .
On examination patient was pale looking
irritable with dysmorphic facies , simean
crease and broad thumb in hand.
Cardiovascular examination:S1+ S2 with
pansystolic murmur grade 3 at left sternal
border
ECHO findings : large VSD , Double outlet
right ventricle (DORV), small PDA , mild
coarctation , left ventricular hypertrophy and
Left Ventricular Diastolic Dysfunction
(LVDD).
CT cardic angiography showed:
Post ductal AORTIC COARCTATION.
CRISS-CROSS ORIGIN of right and left
pulmonary arteries from the main trunk is
demonstrated by the left pulmonary artery
arising superiorly and to the right side of the
right pulmonary artery. The crossed pattern
was causing main pulmonary trunk dilatation.

DISCUSSION
Crisscross pulmonary arteries is a rare classic
malposition of the branch pulmonary arteries
which is considered benign but may be
associated with conotruncal malformations and
genetic syndromes. . In most reported cases, this
anomaly is diagnosed in association with truncus
arteriosus and interrupted aortic arch, VSD,
ASD, tetralogy of Fallot, left superior vena cava
and anomalous pulmonary venous return. Some
patients also had other congenital and
chromosomal abnormalities, including trisomy
18 and 22q11 deletions.5
We describe a case report of a two month old boy
with crisscross pulmonary arteries associated
with coarctation of the aorta, which to the best
of our knowledge has never been reported in
literature before.

TREATMENT
Patient electively admitted for VSD and
coarctation of aorta repair.
Two stage procedure was done for coarctation
repair and VSD closure.

OUTCOME
Post operatively the patient was shifted to CICU
with open chest and was kept on ventilation.
On 8th post operative day he went to
bradycardia, CPR was done, the child was
intubated again, epinephrine was given but did
not revived.

