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Case report  

A one–month-old term boy, weighing 3 kg, was referred to our institution 
with the diagnosis of truncus arteriosus. 

Echocardiography revealed a TA type 1-2 according to Van Praagh 

classification (6-7); two symmetric ventricles, large outlet VSD, large 

truncus arteriosus, right aortic arch, 2 good sized pulmonary arteries and 

quadricuspid truncal valve with severe insufficiency and moderate 
stenosis.  

An elective primary surgical repair according to Rastelli Procedure was 

performed; VSD closure, right ventricle (RV)-pulmonary arteries tube 

and truncal valve repair by tricuspidization. 

The immediate postoperative echocardiography showed a persistent 

severe aortic regurgitation with moderate stenosis. We decided to return 

immediately to operating room for a new truncal valvuloplasty. An aortic 

valve reconstruction with fixed pericardium using Ozaki technique was 

performed [8]. 

The echocardiography performed after the second aortic valve 

reconstruction was found no ventricular dysfunction, mild to moderate 

aortic regurgitation, no aortic stenosis and a good coaptation of the new 
leaflets  

Following a failure of weaning of mechanical ventilation after 2 weeks of 

surgery, a chest injected CT-scan was performed and showed an external 

compression of the trachea and the left and right main stem bronchus by 

a dilated ascending aorta (figure 2). 

An aortopexy was performed and the baby was extubated 5 days after. 

 

 

6 months later, the baby still free of respiratory signs with a good staturo-

ponderal growth. The control of echocardiography showed a mild to 
moderate aortic regurgitation with no stenosis. 

Discussion 

Truncus arteriosus is considered as a congenital heart defect reported with 

many cardiac and extracardiac malformations.[9,10] 

The management of aortic valve disease particularly in the neonatal 

period, still very challenging. In case of aortic valvuloplasty failure in 

infant, a rescue therapy is not achievable by a bioprosthesis substitution 

[11]. A mechanical valve replacement is not possible technically in 

neonates and a Ross procedure is a high-risk operation [12] and not 

possible in truncus arteriosus.  

Despite improved surgical management of patients with truncus 

arteriosus, truncal valve regurgitation remains a risk factor for early and 

late morbidity and mortality [13]. 

Neonatal period and many others factors as dysplastic TV, severe TVI, 

TV stenosis, abnormal number of leaflets and dilated aorta still affect 
significantly the outcome of truncal valve repair.  

Tricuspidization techniques for quadricuspid aortic valve repair was 

originally described by Imamura et al. [14] with a good result on TVI but, 

in their study, there was just one neonate among those who had a 

quadricuspid truncal valve with severe TVI without associated valvular 

stenosis. Myers et al [15] have shown that surgical creation of a tricuspid 

truncal valve seems to provide a best outcomes but, neonatal repair of 
truncal valve was a significant independent predictor of reoperation.  

Abstract 

Neonatal management of severe quadricuspid truncal valve insufficiency is very challenging with high risk of postoperative 

mortality. Aortic valve reconstruction is the unique rescue and should be consider and previously planned in case of truncal 

valvuloplasty failure. Many extracardiac malformations can be associated to truncus arteriosus, therefore a cardiac and chest 

computed tomography scan must be performed before the elective surgical repair. 
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More recently, Cuttone et al, [16] have shown the feasibility and a good 

early postoperative result of aortic valve reconstruction following Osaki 

procedure in children. 

Currently, in neonatal period with severe truncal valve disease, the data 
available on techniques and outcomes still very limited.  

Aortic valve reconstruction as described by Ozaki et al. [8] remains the 

unique option in case of failure of truncal valve repair in newborn. 

Questions remain regarding the durability of the fixed pericardium used 
and the late outcomes.  

In this case, we report a tracheobronchial compression by a dilated 

ascending aorta results in ventilator dependency. It was diagnosed by a 
computed tomography (CT) 

After TA repair. 

The airway compression (AC) commonly occurs in patients with 

anomalies of the aortic arch system and vascular rings. However, several 

conditions cause AC in preoperative congenital heart diseases cases, 

including a left-to-right shunt causing dilatation of the pulmonary arteries, 

truncus arteriosus [17], tetralogy of Fallot with an absent pulmonary 
valve, and a malposition or dilated aorta 

This associated abnormality to TA is rarely described in the literature [5, 

17, 18], Its early detection and management is essential to reduce further 
morbidity and mortality. 

Conclusion: 

Aortic valve reconstruction should be considered in newborn with severe 

truncal valve disease. Preoperative meticulous analysis of truncal valve 

should be performed especially with 3D echocardiography. An aortic CT 

must be done systematically to eliminate any extrinsic airway 
compression and to carry out in the same time of TA repair. 

Declaration of patient consent 

The authors certify that they have obtained all appropriate patient 

consent forms. In the form, the legal guardian has given his consent for 

images and other clinical information to be reported in the journal. The 

guardian understands that names and initials will not be published and 

due efforts will be made to conceal patient identity, but anonymity 
cannot be guaranteed. 

Financial support and sponsorship: Nil. 

Conflicts of interest 

There are no conflicts of interest. 

References: 

1. de Siena P, Ghorbel M, Chen Q, Yim D, Caputo M. Common 

arterial trunk: review of surgical strategies and future research. 

Expert Rev Cardiovasc Therapy 2011;9:1527–1538. 

2. Kaza AK, Burch PT, Pinto N, Minich LL, Tani LY, Hawkins 

JA. Durability of truncal valve repair. Ann Thorac Surg 

2010;90:1307–1312. 

3. De Leval MR, McGoon DC, Wallace RB, Danielson GK, Mair 

DD. Management of truncal valvular regurgitation. Ann Surg 

1974;180: 427–432. 

4. Brown JW, Ruzmetov M, Okada Y, Vijay P, Turrentin MW. 

Truncus arteriosus repair: outcomes, risk factors, reoperation 

and management. Eur J Cardiothorac Surg 2001;20:221-227 

5. McElhinney DB, Reddy VM, Pian MS, Moore P, Hanley FL. 

Compression of the central airways by a dilated aorta in infants 

and children with congenital heart disease. Ann Thorac Surg. 

1999;67(4):1130-1136. 

6. Van Praagh R, Van Praagh S. The anatomy of common 

aorticopulmonary trunk (truncus arteriosus communis) and its 

embryologic implications. A study of 57 necropsy cases. Am J 

Cardiol 1965;16:406-425.  

7. Van Praagh R. Truncus arteriosus: what is it really and how 

should it be classified? Eur J Cardiothorac Surg 1987; 1:65-70.  

8. Ozaki S, Kawase I, Yamashita H, et al. A total of 404 cases of 

aortic valve reconstruction with glutaraldehyde-treated 

autologous pericardium. J Thorac Cardiovasc Surg 

2014;147:301—306. 

9. Calder L, Van Praagh R, Van Praagh S, Sears WP, Corwin R, 

Levy A, et al. Truncus arteriosus communis. Clinical, 

angiocardiographic, and pathologic findings in 100 patients. 

Am Heart J 1976;92:23‑38. 

10. Hanley FL, Heinemann MK, Jonas RA, Mayer JE Jr., Cook NR, 

Wessel DL, et al. Repair of truncus arteriosus in the neonate. J 

Thorac Cardiovasc Surg 1993;105:1047‑1056. 

11. Saleeb SF, Newburger JW, Geva T, et al. Accelerated degen-

eration of a bovine pericardial bioprosthetic aortic valve 

inchildren and young adults. Circulation 2014;130:51—60. 

12. Mookhoek A, Charitos EI, Hazekamp MG, Bogers AJ, Horer J, 

Lange R, et al. Ross Procedure in Neonates and Infants: A 

European Multicenter Experience. Ann Thorac Surg. 

2015;100(6):2278-2278 

13. Henaine R, Azarnoush K, Belli E, Capderou A, Roussin R, 

Planche C et al. Fate of the truncal valve in truncus arteriosus. 

Ann Thorac Surg 2008;85:172–178. 

14. Imamura M, Drummond-Webb JJ,  Sarris GE,  Mee RB. 

Improving early and intermediate results of truncus arteriosus 

repair: a new technique of truncal valve repair, Ann Thorac 

Surg, 1999, vol. 67 (pg. 1142-6)10.1016/S0003-

4975(99)00061-2 

15. Myers PO, Bautista-Hernandez V, del Nido PJ, Marx GR, 

Mayer JE, Pigula FA, et al. Surgical repair of truncal valve 

regurgitation. Eur J Cardiothorac Surg. 2013;44(5):813-820. 

16. Cuttone F, Alacoque X, Leobon B, Karsenty C, Guitarte A, 

Dulac Y, et al. Aortic valve reconstruction in children: A new 

string to our bow. Arch Cardiovasc Dis. 2019;112(11):653-656. 

17. Habbema L, Losekoot TG, Becker AE. Respiratory distress due 

to bronchial compression in persistent truncus arteriosus. Chest 

1980;77:230–232. 

18. An HS, Choi EY, Kwon BS, Kim GB, Bae EJ, Noh CI, et al. 

Airway compression in children with congenital heart disease 

evaluated using computed tomography. Ann Thorac Surg. 

2013;96(6):2192-2197. 

 
 

 
 

 

https://pubmed.ncbi.nlm.nih.gov/22103872/
https://pubmed.ncbi.nlm.nih.gov/22103872/
https://pubmed.ncbi.nlm.nih.gov/22103872/
https://pubmed.ncbi.nlm.nih.gov/20868834/#:~:text=Conclusions%3A%20Truncal%20valve%20repair%20is,should%20remain%20the%20primary%20option.
https://pubmed.ncbi.nlm.nih.gov/20868834/#:~:text=Conclusions%3A%20Truncal%20valve%20repair%20is,should%20remain%20the%20primary%20option.
https://pubmed.ncbi.nlm.nih.gov/20868834/#:~:text=Conclusions%3A%20Truncal%20valve%20repair%20is,should%20remain%20the%20primary%20option.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1344115/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1344115/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1344115/
https://pubmed.ncbi.nlm.nih.gov/11463535/
https://pubmed.ncbi.nlm.nih.gov/11463535/
https://pubmed.ncbi.nlm.nih.gov/11463535/
https://pubmed.ncbi.nlm.nih.gov/10320262/
https://pubmed.ncbi.nlm.nih.gov/10320262/
https://pubmed.ncbi.nlm.nih.gov/10320262/
https://pubmed.ncbi.nlm.nih.gov/10320262/
https://pubmed.ncbi.nlm.nih.gov/5828135/
https://pubmed.ncbi.nlm.nih.gov/5828135/
https://pubmed.ncbi.nlm.nih.gov/5828135/
https://pubmed.ncbi.nlm.nih.gov/5828135/
https://pubmed.ncbi.nlm.nih.gov/2856609/
https://pubmed.ncbi.nlm.nih.gov/2856609/
https://pubmed.ncbi.nlm.nih.gov/23228404/
https://pubmed.ncbi.nlm.nih.gov/23228404/
https://pubmed.ncbi.nlm.nih.gov/23228404/
https://pubmed.ncbi.nlm.nih.gov/23228404/
https://pubmed.ncbi.nlm.nih.gov/985630/
https://pubmed.ncbi.nlm.nih.gov/985630/
https://pubmed.ncbi.nlm.nih.gov/985630/
https://pubmed.ncbi.nlm.nih.gov/985630/
https://pubmed.ncbi.nlm.nih.gov/8501932/
https://pubmed.ncbi.nlm.nih.gov/8501932/
https://pubmed.ncbi.nlm.nih.gov/8501932/
https://pubmed.ncbi.nlm.nih.gov/24756063/
https://pubmed.ncbi.nlm.nih.gov/24756063/
https://pubmed.ncbi.nlm.nih.gov/24756063/
https://pubmed.ncbi.nlm.nih.gov/26603019/
https://pubmed.ncbi.nlm.nih.gov/26603019/
https://pubmed.ncbi.nlm.nih.gov/26603019/
https://pubmed.ncbi.nlm.nih.gov/26603019/
https://pubmed.ncbi.nlm.nih.gov/18154803/#:~:text=Truncal%20valve%2Daorta%20continuity%20was,was%20achieved%20in%20all%20survivors.
https://pubmed.ncbi.nlm.nih.gov/18154803/#:~:text=Truncal%20valve%2Daorta%20continuity%20was,was%20achieved%20in%20all%20survivors.
https://pubmed.ncbi.nlm.nih.gov/18154803/#:~:text=Truncal%20valve%2Daorta%20continuity%20was,was%20achieved%20in%20all%20survivors.
(pg.%201142-6)10.1016/S0003-4975(99)00061-2
(pg.%201142-6)10.1016/S0003-4975(99)00061-2
(pg.%201142-6)10.1016/S0003-4975(99)00061-2
(pg.%201142-6)10.1016/S0003-4975(99)00061-2
(pg.%201142-6)10.1016/S0003-4975(99)00061-2
https://pubmed.ncbi.nlm.nih.gov/23625452/
https://pubmed.ncbi.nlm.nih.gov/23625452/
https://pubmed.ncbi.nlm.nih.gov/23625452/
https://www.ncbi.nlm.nih.gov/pubmed/31708440
https://www.ncbi.nlm.nih.gov/pubmed/31708440
https://www.ncbi.nlm.nih.gov/pubmed/31708440
https://pubmed.ncbi.nlm.nih.gov/7353426/
https://pubmed.ncbi.nlm.nih.gov/7353426/
https://pubmed.ncbi.nlm.nih.gov/7353426/
https://pubmed.ncbi.nlm.nih.gov/24070697/
https://pubmed.ncbi.nlm.nih.gov/24070697/
https://pubmed.ncbi.nlm.nih.gov/24070697/
https://pubmed.ncbi.nlm.nih.gov/24070697/


J Clinical Cardiology and Cardiovascular Intervention                                                                                                                               Copy rights @ Nabil Tahhan, et.al, 
 

 
Auctores Publishing – Volume 4(3)-092 www.auctoresonline.org  
ISSN: 2641-0419   Page 3 of 3 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 This work is licensed under Creative    
   Commons Attribution 4.0 License 
 

To Submit Your Article Click Here: Submit Article 

 

DOI:10.31579/2641-0419/092

 

 

 

 

Ready to submit your research? Choose Auctores and benefit from:  
 

 fast, convenient online submission 
 rigorous peer review by experienced research in your field  
 rapid publication on acceptance  
 authors retain copyrights 
 unique DOI for all articles 
 immediate, unrestricted online access 

 

At Auctores, research is always in progress. 
 
Learn more www.auctoresonline.org/journals/clinical-cardiology-and-
cardiovascular-interventions 

file:///C:/C/Users/web/AppData/Local/Adobe/InDesign/Version%2010.0/en_US/Caches/InDesign%20ClipboardScrap1.pdf
https://www.auctoresonline.org/manuscript
http://www.auctoresonline.org/journals/clinical-cardiology-and-cardiovascular-interventions
http://www.auctoresonline.org/journals/clinical-cardiology-and-cardiovascular-interventions

