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Fig. 1. Preoperative 2D-UCG. (A) 2D-UCG shows type B interrupted aortic arch. (B) 2D-UCG shows posterior malalignment ven-
tricualr septal defect and valvular aortic stenosis. 2D-UCG, Two dimensional ultracardiogram.
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Fig. 2. Schematic diagram of the surgical technique. (A) The
diagram shows type B Interrupted aortic arch (IAA) & hypo-
plastic ascending aorta (AAo). Dashed lines represent the si-
tes of incision. (B) Main pulmonary artery (MPA) is transected
just below the pulmonary bifurcation (PB). AAo is transected at
the level of PB. Division of patent ductus arteriosus is done.
(C) PB is translocated anterior to the AAo and MPA stump.
Anastomosis between proximal AAo orifice, distal AAo orifice, de-
scending aorta (DAo) orifice and MPA stump is done and po-
sterior wall of neo-aortic arch (NAA) is reconstructed. (D) End-
to-end anastomosis between the great arteries is done and
anterior wall of NAA is reconstructed. Right ventricular outflow
track is reconsfructed with 10 mm stretch vascular graft bear-
ing 0.1 mm pericardial membrane monocusp. MPA, Main pul-
monary artery; LSCA=Left subclavian artery; RSCA=Right sub-
clavian artery, PDA=Patent ductus arteriosus; DAo=Descending
aorta; RV-PA conduit Right ventricle- Pulmonary artety conduit.
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Fig. 3. Postoperative 2D-UCG. (A) 2D-UCG shows no stenosis and turbulence flow on left ventricular out track. (B) 2D-UCG
shows no stenosis and turbulence flow on right ventricular out track. 2D-UCG, Two dimensional ultracardiography.
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