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Fig. 1. This photograph shows left lower set ear
with hypogenesis, webbedneck, lordosis
and dilatation of the abdomen with abdo-
minal wall defect.
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Fie. 2. Both aorta and pulmonary artery arise
from the right ventricle and pulmonary
stenosis iz not found.

Fig. 5. Both ureters and the rectum connect the
large cystic structure and there is no ope-
ning to the outside.

Fig. 3. Ventricular septal defect is found just
below the aorta.
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Fig. 6, Schematic view of the intraabdominal
cystic structure,
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= Abstract =

A Case of Double Outlet Right Ventricle
and Imperforate Cloacal Membrane

Mi Kyung Jee, M.D., Keo Young Lee, M.D.,
Sang In Shim, M.D. and Sun Moo Kim, M.D.

Department of Clinical Pathology
Catholic Medical College, Seoul, Korea

Double outlet right ventricle is that condition in
which both arterial trunks emerge almost comple-

tely or completely from the right ventricle. This
diverse group of cardiac malformations are chara-

cterized by the relationship of the great arteries

to the ventricular septal defect and the presence
or absence of valve or subvalvular pulmonic ste-
nosis.

The terminal portion of the hindgut is called the
cloaca. The cloaca is devided by a coronal sheet
or wedge of mesenchyme, the urorectal septum,
which develops in the angle between the allantois
and the hindgut at 4weeka. By the end of the
sixth week, the urorectal septum has fused with
the cloacal membrane deviding the cloaca into
urogenital sinus and the rectum. If the urorectal
septum does not develop and the cloacal membrane
persist, an anomaly that the urogenital system
and the digestive system are connected with each
other is developed.

We report an autopay case of double outlet right
ventricle and imperforated cloacal membrane with
cystic dilatation. This case was accompanied by
atrial septal defect, patent ductus arteriosus, age-
nesis of the right ear, left lower set ear with
hypogenesis, lordosis, focal defect of the anterior
abdominal wall defect just below umbilicus.

The aorta was dextroposed and it arouse from
the right ventricle, right to the pulmonary artery.
The pulmonary artery was in normal position and
the pulmonary stenosis was not found. The atrial
septal defect and patent ductus arteriosus were
also found. The baby had rudimentary phallus
without opening. The Abdomen was markedly
dilated due to a cystic mass in the abdominal
cavity. Both ureters and the large intestine drained
into the cystic structure and the distal part of the
left ureter was dilated. There were neither ure-
thral opening nor anal opening connected to the
outside,



