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The techniques and indications for the Yasui
operation have evolved from the first procedure performed in 1987 in children with
complex heart defects: severe left ventricular
outflow tract obstruction (LVOTO), ventricular
septal defect (VSD), interrupted aortic arch
(IAA), and well developed two ventricles [1].
The operation can be performed as primary
correction or staged repair in children with
high early mortality risk reaching even 18%–
–23%, especially in children with low body
weight and coexisting organ defects [2–4].
The procedure includes the reconstruction of
the IAA with Damus-Stansel-Kaye or Norwood
techniques, implantation of the right ventricle
(RV) — pulmonary artery (PA) prosthesis, and
the closure of VSD rerouting the blood from
the left ventricle (LV) to the pulmonary trunk
[1–4].
We present cases of two newborns operated on with the staged as well as primary
Yasui operation following Kanter’s operative
techniques [2].
Case 1: A 10-day-old female newborn with
D-malposition of the great arteries, double
outlet right ventricle (DORV, Taussig-Bing
type) (Supplementary material, Video S1), subaortic stenosis, subpulmonary VSD (Supplementary material, Video S2), IAA (type A), and
patent arterial duct (Supplementary material,
Video S3), was operated on with the primary
Yasui correction in cross-clamp circulation
and deep hypothermia. The aortic arch was
reconstructed with biological CorMatrix Cor™
PATCH (CorMatrix Cardiovascular Inc., GA,
USA). RV-PA connection was provided by the
12 mm valved conduit Contegra with a bovine
jugular vein (Medtronic Inc, MN, USA). VSD was
closed with a patch. In the early postoperative
follow-up, the patient required reoperation

due to LV-right atrial shunt and finally was
discharged home in a good condition.
Case 2: A 14-day-old female newborn with
LVOTO (conal septum posterior malalignment), large VSD (Figure 1A, Supplementary
material, Video S4), atrial septal defect (ASD),
IAA (type B) with a retroesophageal right
subclavian artery and patent arterial duct
(Figure 1B) was operated on with staged repair
due to low body weight and severe cardiac
compromise.
The first stage included the aortic arch
reconstruction with the patch from the left
subclavian artery and CorMatrix PATCH with
Norwood technique (Figure 1C, Supplementary material, Video S5) and Sano modification (5 mm PTFE RV-PA conduit) (Figure 1D,
Supplementary material, Video S6) without
VSD closure. Eight months later, the Yasui
correction with the Rastelli-type procedure
was performed with VSD closure (Figure 1E, F,
Supplementary material, Video S7, and S8) and
14 mm pulmonary valved conduit Contegra
implantation to establish RV-PA continuity.
The postoperative follow-up was uncomplicated.
In an 18-month follow-up, the patients
were in good condition (the New York Heart
Association [NYHA], class I) awaiting the heart
catheterization due to RV-PA distal Contegra
stenosis.
In both cases, the Yasui operation provided
a double-lumen LV outflow tract with aortic
arch reconstruction and RV-PA continuity,
which was an alternative option for biventricular repair.
A staged approach had a lower risk of
reoperation and mortality, although in all
children RV-PA prosthesis stenosis, as well as
reconstructed aortic arch obstruction or even
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Figure 1. A. Transthoracic echocardiographic. 5-chamber view with well-developed two ventricles, large ventricular septal defect (star), and
left ventricular outflow tract obstruction (arrow). B. 3D rendered computed tomography — interrupted aortic arch (type B) with large patent
arterial duct (red star). C. Norwood procedure with aortic arch reconstruction. D. Sano modification with the right ventricle — pulmonary
artery anastomosis. E, F. Large patch (white arrow) providing double-lumen left ventricular outlet tract
Abbreviations: Ao, aorta; LA, left atrium; LV, left ventricle; RA, right atrium; RV, right ventricle

dissection, may appear in follow-up with the necessity for
surgery or complex endovascular interventions including
balloon angioplasty or stent-graft implantations [5].

Supplementary material
Supplementary material is available at https://journals.
viamedica.pl/kardiologia_polska.
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