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• Definition: Taussig-Bing anomaly include:DORV, a large 
subpulmonary VSD, aorta arising completely from the 
RV, and at least 50% of PA arising from the RV

• with a bilateral conus (pulmonary– mitral continuity is 
absent, subaortic RVOT obstruction is found in 50% to 
60%, RV hypertrophy .

• Aortic arch obstruction is common and present in more 
than 50% of cases



• ASO with VSD closure has become the best choice for Taussig-Bing anomaly.
• One-stage repair in Taussig-Bing anomaly with AAO might provide better outcomes at experienced 

centers (the lengthy surgery includes ASO, aortic arch repair with VSD closure, compounded by 
complex coronary anatomy, presence of sub-aortic obstruction which can be complex, can be 
challenging)

• The overall survival rate of ASO for TBA is typically excellent and varies, early mortality according to 
recent published literature, is from 5.3% to 11%.  85% survival rate at 10 years



• Risk factors of early mortality: increased weight at operation, PAB prior to ASO, concurrent 
PAB, coronary artery anatomy

• Risk factors of re-operation or re-intervention: side by side great vessels, subaortic 
obstruction and aortic arch abnormalities.



Methods 
• Retrospective study, from 2/2010 to 10/2021 at Vietnam 

National Children’s Hospital
• Patients: There were 99 patients with Taussig-Bing 

anomaly with or without arch obstruction which were 
performed ASO
• Single-stage repair for ASO with aortic arch 

reconstruction: (Avoid DHCA, using regional cerebral 
perfusion combined with NIRS for cerebral oxygenation 
monitoring, Aortic arch reconstruction by extensive 
dissection, extended end-to-end/side anastomosis, using 
autologous native tissue)



Methods 
• Lecompte maneuver in all cases, relocated the distal neo-

pulmonary to the right PA for side-by-side great arteries 
relationship

• Always inspect the sub-aortic RVOT muscle and resection
• Right atrial approach for VSD closure
• Coronary re-implantation by closed technique, minimize 

the trapdoor
• Neo-PA reconstruction: Fresh autologous pericardial 

patch: The height of the patch is crucial to avoid left and 
right PA torsion



Results
Demographic and Anatomic Characteristics n (%), mean (SD), or median (IQR)
Male/Female 78/21
Age at surgery (days) 55(83)
Weight at surgery (kg) 3,7(1,25)
Prenatal diagnosis 13 (13,1%)
Pre-operation ventilator 27(27,3%)
Coronary patterns (Leiden classification)
1L2RCx 21(21,2%)
1LCx2R 32 (32,3%)
1LCxR 6 (6,1%)
1LR2Cx 5 (5,1%)
2LCxR 21(21,2%)
1R2LCx 12 (12,1%)
1RCx2L 1(1%)
1Cx2RL 1(1%)
Intramural coronary artery 7 (7,07%)
Aortic arch obstruction 52(52,5%)
Coarctation of aorta/ Hypoplastic aortic arch 46(46,4%)
Interrupted aortic arch 6(6,1%)
Native PA–aorta diameter ratio ≥2 78(78,8%)
Commissural malalignment 23(23,2%)
Subaortic RVOTO 84(84,8%)



Results
Operative data n (%), mean (SD), or median (IQR)

Operating time (min) 330(90)

Bypass time (min) 214(69)

Ao cross clamp time (min) 158(39)

Regional cerebral perfusion time (min) 26(21,5)

Additional operative procedures with ASO + VSD closure

Concomitant Aortic arch repair 50(50,5%)

Coarctation repair and PAB Previous procedures 2(2,1%)

LVOT (subneoaortic) resection 6(6,1%)

RVOT (subneopulmonary) resection 84(84,8%)

Native pulmonary root reduction 44(44,4%)

Pulmonary bifurcation translation to the right PA 44(44,4%)

Unroofing the intramural coronary artery 7(7,1%)

Concomitant PA banding (leave VSD) 8(8,1%)



Results
Early Postoperative Data n (%), mean (SD), or median (IQR)
Mechanical ventilation time (hours) 90(52,5)
Length of postoperative hospital stay (days) 21(14)
Delayed chest closure or reopening 32(32,3%)
Wound infection 15(15,2%)
Sternal infection 2(2,1%)
Respiratory infection 23(23,2%)
Sepsis infection 8(8,1%)
Diaphragm paralysis 2(2,1%)
Peritoneal dialysis 27(27,3%)
Neurological abnormalities or seizures 3(3,1%)
ECMO 1(1%)
Exploration for bleeding 1(1%)
Post-operative Arrhythmia 45(45,5%)
Sinus node dysfunction requiring permanent pacemaker 1(1%)



Results
vEarly mortality : 13(13,1%)
ü6 patients died of hospital-acquired infection
ü2 patients died of myocardial ischemia
ü5 patients died related to suspected mixed cardiac failure or respiratory 

failure
vLate death : 2(2,1%)
v15(15,2%) patients needed 19 Cardiac reoperation:
ü6 patients had VSD closure and debanding of the PA
ü3 patients needed 5 reoperations for RVOT obstruction
ü3 patients needed reoperations for recurrent coarctation and ascending 

aorta stenosis
ü1 patient required pacemaker implantation due to sinus node dysfunction
ü2 patients needed  reoperations for LVOT obstruction
ü4 patients needed put BT shunt
vCatheter reintervention : 4(4%)
ü2 patients  with Blalock-Taussig shunt occlusion 
ü 2 patients with balloon angioplasty for recurrent coarctation 



Results

v Multivariate Cox regression showed secondary aortic 
cross-clamping (HR 4,42, 95% CI, 1,18–16,54; p = 0,028) was a risk 
factor for overall mortality



Results

• Median follow-up of 3.8 years
• 5 patients was lost follow up
• Aortic regurgitation: no 51(64,6%), trivial-mild 28(35,4%), moderate 

and severe (no patients )
• Postoperative echocardiography at the last follow-up for the patients 

required arch repair: PG across the arch: 9,5(3,5) mmHg 



Conclusions

• The surgical results of Taussig-Bing anomaly were satisfactory at Vietnam 
national children’s Hospital
• Performing extensive septoparietal trabeculation division might reduce 

the reintervention rate for RVOTO
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