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Taussig-Bing Anomaly with Coarctation of Aorta

Hyuck Kim, M.D.*, Hyoun Soo Lim, M.D.*, Young Hak Kim, M.D.*, Won Sang Chung, M.D.*
Jung Ho Kang, M.D.*, Chul Beom Lee, M.D.*, Heng Ok Jee, M.D.*, Nam Su Kim, M.D.**

The patient was a 30-day-old female infant with symptoms of severe dyspnea and cyanosis, when she was
admitted to the ER. The echocardiography revealed DORV with subpulmonary VSD, and the diagnosis of
Taussig-Bing anomaly was made. Two days after admission, an urgent operation was performed. The oper-
ation consisted of intraventricular tunnel repair and arterial switch operation. She was discharged, and after
checking her chest X-ray through OPD, there was no interval change of cardiomegaly. She was then
re-admitted, and the angiography revealed coactation of aorta. We performed a resection and end-to-end
anastomosis of aorta. She is currently in good condition 11 months postoperatively.

(Korean J Thorac Cardiovasc Surg 2003;36:189-193)
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2. Aortic coactation
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Fig. 1. Preoperative Echocardiography. Parasternal long axis
view shows DORV with subpulmonary VSD (arrow). DORY,
double outlet right vetricle; VSD, ventricular septal defect. A,
aorta; P, pulmonary artery
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Fig. 2. The schematic diagram of the coronary arteries and
great vessels. Cx, Circumflex artery; LAD, Left arterior
descending artety; RCA, Right coronary artery.

Fig. 3. Postoperative echo-
cardiography. neoAo, neo-
aorta; LV, Left veutricle; RY,
Right veutricle.
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