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Abstract

Congenital heart defects (CHDs) account for one-third of all congenital malformations and occur in 0.7-1.7% of
newborns. In the structure of CHD, the incidence of total anomalous pulmonary venous drainage is 1.1-3.0%.

In this scientific review, a comparative analysis of radiological research methods, such as echocardiography,
catheterization of the heart cavities, magnetic resonance imaging and computed tomography, was carried out in the
diagnosis and postoperative evaluation of the structures of total anomalous pulmonary venous drainage.

The list of literature consists of 40 publications, including one domestic and 39 foreign authors, based on meta-analysis,
systematic reviews and clinical studies.

Total anomalous pulmonary venous return (TAPVC) is associated with high mortality. Life expectancy in patients with a
non-obstructive form of TAPVC is higher than obstructive. In the non-obstructive form of TAPVC, 50% mortality is noted by
three months of life and 80% mortality by 12 months. Patients with obstructive TAPVC die in the neonatal period. Newborns
with TAPVC have an unfavorable prognosis of the disease without surgical treatment. Only a fifth survive to the age of 1
year. In half of the patients who died in the first three months of life, a lethal outcome was observed in the first week after
birth. Early diagnosis and an accurate anatomical picture of this type of defect play an important role in the subsequent
phased surgical correction. Echo in this regard was insufficient to visualize individual types of TAPVC. Cardiac
catheterization, unlike CT, is associated with a relatively high risk of developing immediate and long-term complications.

Echocardiography is a routine method for the primary diagnosis of TAPVC. CT, in turn, is the "gold standard" and the
method of choice for adequate pre-and postoperative diagnosis of the defect. When CT is not possible, and
echocardiography is limited, MRI is an excellent method of choice. Cardiac catheterization is advisable only for specific
indications, preferably for children older than a year because of the development of serious complications.

Key words: total anomalous pulmonary venous return diagnostics, echocardiography, CT, catheterization, ionizing
radiation.
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! Otaenenve paanmonorun HauMoHanLHOro Hay4HOro kapANOXMUPYPru4Yeckoro LeHTpa MuHncTepcTea
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BpoxaeHHble nopoku cepaua (BMC) coctaBnsoT TpeTb BCEX BPOXAEHHLIX NOPOKOB pa3BWTUS U BeTpevatotes y 0,7-
1,7% HoBOpOXAEHHbIX AeTelt. B cTpykType BINC yacToTa BCTpeuaemMocTi TOTarbHOro aHoManbHOro ApeHaxa NeroyHbIX BeH
coctaenset 1,1-3,0%.

B paHHOM HayyHOM 0630pe NPOBOAMUNCS CPABHUTENbHBIN aHanM3 pagnonornyeckux METOL0B UCCefoBaHNs, TakuX Kak
3xokapamorpadusi, kKatetepusaLms NonocTen cepaLa, MarHMTHO-pPe30HaHCHast ToMorpadust 1 KOMMbKOTEPHas TOMorpadgms,
B AWarHoCTVKE W NMOCNEeonepaLMoHHON OLEHKE CTPYKTYP TOTANbHOMO aHOMAIbHOMO ApEHaa JIEro4HbIX BEH.
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Cnucok nutepatypbl cocTtoBnsieT 40 nybnukauuin, Bknovas B cebs 1 oTevecTBEHHbIN U 39 3apybexHbiX aBTOPOB,
OCHOBaHHbIX Ha MeTa-aHann3e, CUCTEMaTMYECKUX 0630pax 1 KTMHNYECKUX NCCNEA0BAHMSIX.

ToTanbHbI aHOManbHbIN ApeHax nerovHblx BeH (TAMB) obycnaBnuBaeT BbICOKYK CMEPTHOCTL. [1pOAOMKUTENBHOCTD
XU3HK y BonbHbIX ¢ HeobeTpykTueHOM chopme TALJIB Bbiwe. Mpu HeobcTpykTusHon dopme TALJIB otmevaetcs 50%
neTanbHocTb K 3 mec xu3Hu n 80% netanbHocTb K 12 mec. MaumenTsl ¢ obcTpykTuBHON chopmort TALJIB ymumpatoT B
nepuog HOBOPOXAEHHOCTU. Y HoBopoxaeHHbIX ¢ TALJIB oTmevatoT HebnaronpusTHbIA MporHo3 3aboneeaHus 0e3
XMPYPrUYECKOro neyeHns. TombKo NaTas YacTb JOXMBAET 40 Bo3pacTta 1 roga. Y nonoBuHbI NALMEHTOB, YMEPLUMX B NEpPBble
3 MeC Xu3HWM, neTanbHbIi ucxon Habmiogancs B NepByl0 HeAen nocne poXoeHWs. PaHHAs guarHoCTWKa W TouHas
aHaTOMMuYeckasi kapTuHa Npu JaHHOM BWAe NOpOKA WrpaloT BaXHYIO pOnb B MOCMEAYHOLLEn NO3TanHOW XUpYpPruveckon
koppekuun. xoKI B 3TOM nnaHe okasanacb HegoCTaTOUYHON ANs Bu3yanusaumm otaenbHbix Tunoe TALJB. Katetepusauus
cepaua, B otnmume ot KT, ConpsikeHbl CO CPABHUTENBHO BbICOKMM PUCKOM Pa3BUTUSI HEMOCPEACTBEHHBIX W OTAANEHHbIX
OCMOXHEHWH.

OxoKI' sBnseTcs pyTWHHbIM MeTOAOM [Ans nepsuyHon amarHocTukn TAIMB. KT, B cBOKW oyepedp, - «30M0TbIM
CTaHOapTOM» 1 METOLOM BbI6Opa ANs afekBaTHON NPea- 1 NocneonepaLMoHHON ANarHoCTuKkX nopoka. Mpn HEBO3MOXHOCTH
npoeeaenus KT, a OxoKI nmeet orpaHuyeHus, MPT saBnsietca oTnuuHbIM MeTogoM Bbibopa. KaTtetepusaums cepaua
LenecoobpasHa NuLLb NpK ONPEAENEHHbIX MOKa3aHusX, XenaTensHo Ans AeTel cTaplue roga B BUAy pasBuTHS CEPbe3HbIX
OCMOXHEHWIA.

Knrouesbie crmosa: momarbHbilil aHOManbHbIl OpeHax fe2o4HbIX 8eH, OuasgHocmuka, 3xokapduoepacpus, KT,
Kamemepus3ayusi, UOHU3UPYIOWee U3fyyeHue.
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Hapectenepae Tya OiTkeH Xypek kemicTiri 6apnblk Tya GiTkeH kemicTiktepaiH apacbiHga 0,7-1,7% kesgecegi. Tya
BiTKeH Xypek KeMicTiri KypbibIMbIHA ©KMNe KK TeMblpNapbIHbIH, TyTac aHoman apeHaxbl 1,1-3,0 Kypaigbl.

bananapgabiH 60% emipaiH anFawkbl ailbiHaa Xypek akaynapblHaH xaHe 25% -bl TyblnFaHFa AeiiH KaiTbic 6onagsi.

OKTALl ambpuoreHes kesiHAe CMpeK KesfmeceTiH JaMmy akaybl, OHAA ©kne KeK TamblpnapbiHbiH, ip Geniri Hemece
Gapnbifbl, 06CTPyKUMAMEH BonmMaca 0BCTPYKUMACKI3, OH, Xak XYPEKLIEere HEMECe XyMenik BeHanapFa kenin xanfacagp!.
HaTuxeciHae LiapLiay, eHTiry, exkne apTepusinblk rMnepTeH3usChl, LMaHo3 XoHe XYPEeKTiH NpOorpeccuBTi XeTKinikciaairi
cexingi 6enrinep nanaa 6onagp!.

By FbinbIMUM WONYAA XYPEKTIH Xarnfbl3 KapbliHLWACh! KypbInbIMbIH AUarHOCTUKanay kesinaeri axokapauorpadus, Xypek
KYbICTapblHbIH  KaTeTepu3auusacbl, KOMMbIOTEpRik ToMorpacus  CUSKTbI  paguonorusnblK — 3epTTey  dgicTepiHe
canbiCTbpManbl Tangay xacangbl.

OpebueTtTep TisiMiHe MeTa-Tangay, XyWeni LWonynap eHe KNuHWKarmbIK 3epTTeynepre HerigenreH 29 xapusnaHbim,
OHbIH, illiHAe 1 oTaHAbIK XaHe 28 weTenaik aBTop Kipegi.

©Kne KeK TeMbIpnapbIHbIH, TYTaC aHOMan ApeHaxbl XoFapFbl enimre cebebwi bonagp!.

Obctpykumsiceis OKTALL 6ap HaykacTapaa emip Cypy YakbiTbl xofFapbipak Gonbin kenegi. O6CTpyKumMschI3 TypiHae
enim 3 annbiFbiga 50%, an 12 annbiFbinga 80% kypaiigsl. OGCTPYKUMS Ke3[ecKeH XaFaanaa Haykactap  kaHa TyFaH
keseHae kantbic Gonagbl. OKTA[L-neH TyraH HopeceTenepae XMpYprusnblK €M kacanmaca, Konaicbid 6omxam
Gaiikanagpl.

Tek BecTeH Oipi FaHa 1 xacka aeiiH emip cypedi. 3 aitFa AeniHri kasa TankaH HayKacTapAblH XapTbICbiHAA KaltFbibl
XaF[ai TybinFaHHaH coH, BipiHLi anTackiHaa bankanagsl. byn akay kesiHaeri epTe AUarHOCTUKA MEH HaKTbl aHAaTOMUATNbIK
KepiHiC ke3eHAI XUpYpPrusnbIK Ty3eTy YIKeH pen atkapagbl.

OKTAL-TbiH, Keibip Typnepi KesiHoe axokapauorpadus Bu3yanuaauws YLLiH keTkinikcia Gonbin kenegi. YKypek
kaTeTepuaaumscel KT-Fa kaparaHaa ackbiHynapablH KanbintacybiHa Tikeneit Tayeken 6onbin kenegi.

Oxokapavorpacms — Oyn ©KTAL-Tbl anfallksl aHbiKTayFa apHanFaH apetTeri afic, KT — akaynbIKTbiH, Onepauusira
LENiHri XXaHe KeMiHri TONbIK Anardo3bl YLUiH anTbiH CTaHAapTbl 6onbin ecenTenegi.

YypekTiH kaTeTepusaunscel Tek Benrini 6ip KOPCETKILLTEP YLUIH XSHE XacTaH XacTaH ackaH MauueHTTEep YLUiH, KapCbl
KalLbInbIKTap GonmaraH xaraanaa KepceTinreH.

Tyliindi ce3dep: ©kne keKk MamblpnapbiHbiH mymac aHoman OpeHaxbl, OuaeHocmuka, 3xokapduoepagpus, KT,
Kamemepu3ayusinay, UoHOaywb! COYNeseHy.
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Relevance:

Congenital heart disease (CHD) is a common pathology
that continues to cause high mortality in children in the first
year of life despite advances in cardiac surgery. 60% of
children in the first month of life and 25% die from heart
defects before birth [3]. Total anomalous pulmonary venous
drainage (TAPVC) is a rare developmental defect during
embryogenesis in which some or all of the pulmonary veins
drain into the right atrium or systemic veins, with or without
the obstruction of the pulmonary veins, resulting in various
manifestations such as fatigue, dyspnea during exercise,
pulmonary arterial hypertension, cyanosis and progressive
congestive heart failure. In the structure of CHD, the
frequency of occurrence, TAPVC occurs in 1.1-3.0% of
infants with malformations of the cardiovascular system.
With the development of surgical techniques and
treatments, the results of surgical correction of TAPVC have
generally improved over the past few decades. Surgical
repair remains problematic, with an early mortality rate as
high as 10.7%. [19]. Recently, there has been a trend
towards an increase in the number of children with CHD,
which is associated with an improved diagnosis of CHD [2].
In 1957, Darling and colleagues described a systematic
classification for this type of anomaly [12]. In children, the
frequency of TAPVC types is supracardiac - 45%;
infracardiac - 25%; intracardiac - 25%; and mixed - 5% [4].
Hospital mortality in various types of TAPVC was: 14.2% for
supracardiac, 11.6% for intracardial, 32.6% for infracardiac,
15.8% for mixed, and 31% for an unexplained site of the
abnormal connection. The overall surgical mortality in
isolated TAPVC reaches 16%. The prognosis of the course
of the defect largely depends on the variant of
hemodynamics. Life expectancy is higher in patients with
non-obstructive TAPVC. In the non-obstructive form of
TAPVC, 50% mortality is noted by three months of life and
80% mortality by 12 months. Patients with obstructive
TAPVC die in the neonatal period. Newborns with TAPVC
have an unfavourable prognosis of the disease without
surgical treatment. Only 20% of them survive to the age of 1
year. In 50% of patients who died in the first three months,
a lethal outcome was observed in the first week after birth
[10]. The average life expectancy of patients with
pulmonary vein stenosis is three weeks, while in patients
without obstruction - an average of 2.5 months [27]. In
separate studies, the age of patients with corrected TAPVC
reached 48 years [13].

Materials and methods

In this review study, a comparative analysis of
radiological ~research methods was carried out:
echocardiography, catheterization of the heart cavities,

magnetic resonance imaging and computed tomography in
the diagnosis and evaluation of the structures of total
anomalous pulmonary veins connection.

The list of literature consists of 40 publications,
including one domestic and 39 foreign authors, based on
meta-analysis, systematic reviews and clinical studies.

Discussion

A condition for successful hemodynamic correction and
a factor that reduces the risk of an unfavourable prognosis
is a sufficient size of the pulmonary arteries and preserved
architectonics of the vessels of the pulmonary bed [27]. In
turn, for successful correction of the defect, it is necessary
to determine the exact anatomy the level of entry of the
pulmonary vein collector.

There are four types of abnormal pulmonary venous
outflow. The first type (type | - supracardiac) TAPVC
provides outflow of the pulmonary vein through a vertical
vein that flows directly into the superior vena cava. This is
the most common type, affecting up to 50% of TAPVC
cases. In type Il (intracardiac), venous drainage flows
directly into the right atrium or coronary sinus. In type IlI
(infracardiac), the return of the pulmonary vein reaches the
right atrium via the inferior vena cava. In type IV (mixed),
venous connections are located both in the supracardiac
and infracardiac positions [12]

The pathophysiology of TAPVC mainly depends on the
degree of obstruction of the pulmonary venous flow.
Infracardiac TAPVC is more likely to be obstructed due to
the tortuous course of the pulmonary venous return through
the liver. Patients with supracardiac TAPVC are less likely
to have obstruction. Intracardiac TAPVC with the
connection of the pulmonary venous return to the coronary
sinus has the slightest chance of obstruction. Pulmonary
venous outflow obstruction leads to severe pulmonary
venous congestion, pulmonary oedema, and pulmonary
arterial hypertension, leading to severe cyanosis and
respiratory failure in the first few hours of life. Therefore,
significant obstruction requires immediate neonatal surgery
[27].

The degree of functional obstruction is also affected by
the size of any interatrial communication, with less
communication being associated with more severe
symptoms. However, if the interatrial communication is
large, it allows blood flow to the left side of the heart,
reducing pulmonary hypertension. Infants with TAPVC who
do not have an obstruction or have an adequate atrial
septal defect may go undiagnosed in the neonatal period
and appear later in childhood [2]. At present, the primary
methods for studying abnormal pulmonary venous drainage
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are echocardiography, multislice computed tomography,
and catheterization of the heart cavities.

The advantage of echocardiography is the ability to
study pathology antenatally. For example, Nandhini et al.
The existence of direct and indirect ultrasound markers has
been reported to raise the suspicion of antenatal TAPVC.
There may be an increase in the distance between the
descending aorta and the pulmonary artery in four-chamber
mode. The left atrium (LA) wall may appear smooth,
indicating the absence of an orifice of the pulmonary vein,
or an additional vessel may be seen between the LA and
the descending aorta, representing the confluence of the
pulmonary veins. The right-to-left asymmetry may be more
pronounced in the third trimester as pulmonary venous
blood flow increases.

Ultrasound features can also help determine the type of
TAPVC. The supracardiac type of TAPVC will show a
dilated SVC and innominate vein. The intracardiac view of
TAPVC will show an enlarged coronary sinus, while an
accessory vessel seen in the sagittal section of the fetal
chest and abdomen can be seen in the infracardiac type.
[2].

The first line study to evaluate neonates with suspected
TAPVC is transthoracic echocardiography. Transthoracic
echocardiography is usually an adequate diagnostic tool to
provide the surgeon with preoperative data. Oh, et al.
reported that the sensitivity and specificity of transthoracic
echocardiography in the diagnosis of TAPVC were 97% and
99%, respectively. In their study, the diagnosis of a
particular type of TAPVC was correct in 24 out of 34
patients (71%) [28].

Transthoracic echocardiography can also evaluate the
presence or absence of pulmonary venous obstruction.
Doppler echocardiography can detect pulmonary vein
obstruction and assess the degree of obstruction by
measuring blood flow velocity in a stenotic pulmonary vein
[15].

In a study of a total of 84 (83 of which were compared
with surgical data) identified cases, the authors described
two missed cases of PAPVR by echocardiography found
after surgery to repair an atrial septal defect (ASD). Among
82 cases diagnosed as TAPVC by echocardiography, only
1 case of TAPVC was misdiagnosed as PAPVR [39].

However, Quanli Shen et al. write that transthoracic
echocardiography failed to clearly show the draining veins
in four children with infracardiac TAPVC and two children
with mixed TAPVC due to poor acoustic windows and is
less helpful in detecting distal pulmonary veins [30].

Thus, in one study of 26 people, the accuracy of
echocardiographic visualization of vascular anatomy was
evaluated, which could not demonstrate 4 cases of
infracardiac type TAPVC. [9]

In another study, echocardiography was highly sensitive
in the diagnosis of isolated TAPVC (81%), while the
diagnostic value was low (27%) in the mixed variant of
TAPVC associated with other CHD [15].

Thus, echocardiography may play a primary role in
diagnosing cardiac anomalies, including TAPVC.

Although echocardiography remains the first-line non-
invasive imaging modality for assessing congenital heart
disease [34], its inherent disadvantages, such as a limited
acoustic window, poor spatial resolution compared to

MSCT, and operator dependence, limit its usefulness.
These limitations become more pronounced in cases of
postoperative sutures of the sternum and mediastinal scar
tissue. Finally, echo may be insufficient when evaluating
extracardiac lesions and/or vessels [35]. MSCT of the
cardiovascular system can be performed at low levels of
radiation exposure in patients with TAPVC. Its accuracy
compared to the results of intervention studies is excellent.
CT is an effective imaging modality when a non-invasive
technique is desired, especially if cardiac MRI poses an
increased risk to the patient [35].

Newer CT scanners provide images with better
temporal and spatial resolution, greater anatomic coverage
per revolution and less volume of intravascular contrast
material, as well as better 2D reformation and 3D
reconstruction due to the acquisition of an isotropic data set
[33].

In the study by Shen et al., evaluating the role of MSCT
in the diagnosis of obstructive total anomalous pulmonary
venous drainage, eighteen children participated, including
five with supracardiac, three intracardial, eight infracardiac
and two mixed types. All of them were compared with
surgical data during the operation. Thus, the diagnostic
accuracy of MSCT reached 100%. [30]. In turn, the
accuracy of transthoracic echocardiography was 61%.
These gaps can be reduced with CT angiography. CT
angiography is a good diagnostic modality for preoperative
assessment of newborns and infants with TAPVC [21, 22,
25, 29]. Oh, et al. [28] compared MSCT with
echocardiography in assessing TAPVC. In their study,
MSCT accurately identified the location of the pulmonary
vein collector drain, vertical vein stenosis, and the course of
an atypical vessel into the systemic vein (sensitivity 100%,
specificity 100%). The specificity of echocardiography was
100% for three findings; sensitivity, however, was 87%,
71%, and 0%, respectively.

In recent years, 3D printing technology has gained wide
popularity, which significantly facilitates the understanding
of the doctor's disease and the patients themselves [17]. In
addition, it provides a more complete visualization of the
abnormal heart. The main reason for using 3D printed
models is to overcome the limitations of 2D medical
imaging, which cannot fully demonstrate the spatial
relationships between intracardiac structures and the
geometric relationships between large vessels and
surrounding anatomical structures [19]. For example, a
study by Ivan Lau et al. found an excellent correlation
between 3D printed models and original CT or MRI images
in demonstrating normal anatomy of the heart and detecting
pathologies with a mean difference of less than 0.4 mm.
According to a recent systematic review, the cost
associated with 3D printing varies as it depends on the
materials used for 3D printing and ranges from $1 to
$2,000. However, the application of this technology remains
relatively limited in IHD and lacks a comprehensive
overview of 3D printing in the CHD. Clinical applications of
3D printing in IHD can be divided into five main areas:
preoperative planning, preoperative modelling,
intraoperative  orientation, medical education, and
communication in medical practice. Given the data analysis
from these studies, this review discusses only the three
most frequently cited areas, including preoperative
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planning, medical education, and model accuracy.
However, time-consuming and labour-intensive image
segmentation and expensive printing remain the two main
limitations preventing the use of IHD 3D printing in everyday
clinical practice [24].

The traditional method for diagnosing congenital heart
defects is catheter angiography, which makes it possible to
most accurately assess the hemodynamic and anatomical
features of the pulmonary arterial and venous bed [30].
Although angiography is effective in diagnosis, it is an
invasive procedure [27]. However, catheterization can lead
to complications in high-risk individuals, such as
arrhythmias, thrombosis, cardiac arrest, up to death [9, 23,
28, 37, 38]. Many studies prove that exposure to ionizing
radiation in childhood is associated with an increased risk of
developing cancer [13] since frequent and repeated cardiac
catheterization procedures lead to a high cumulation of
radiation doses [29, 36].

In a study by Mehta et al., 11,073 children who
underwent cardiac catheterization between January 1994
and March 2006 were analyzed. In 816 studies (510 men,
63%), 858 (7.3%) complications (classified as major or
minor). There were 195 major (22%) and 663 (78%) minor
complications. Vascular complications were in the majority
(n=278; 32.4%) and were serious in 53 cases. Twenty-five
children died within 24 hours (0.23% of the total number of
cases) [32]. In turn, Bennet et al. indicate a high risk of
complications in children under one year of age. Thus, in a
study of 4454 cases of catheterization, the frequency of
complications in infants of the first year of life was 13.9%,
compared with children older than a year. Among them, 91
cases with serious complications, including four deaths.

Magnetic resonance imaging is another method to
detect and describe complete or partial anomalous
pulmonary artery drainage. Although transthoracic
echocardiography is a first-line diagnostic tool, suboptimal
acoustic windows may preclude adequate visualization of
the pulmonary veins or atrial septal defect. In addition, the
shortcomings of computed tomography do not allow
calculation of the shunt fraction, ionizing radiation and a
greater risk of nephrotoxicity when using gadolinium in
cardiac MRI [8]. Anatomically, MRI provides non-invasive
volumetric anatomical data and allows assessment of
systemic pulmonary return and the number, origin,
direction, and outflow of all pulmonary veins, including
abnormal connections or obstruction. The detection rate for
each pulmonary vein is 57% for the right superior
pulmonary vein, 62% for the left superior pulmonary vein,
76% for the right inferior pulmonary vein, and 86% for the
left inferior pulmonary vein. MRI also examines the
presence and type of atrial septal defect; quantitatively
determines the volume of the ventricles; evaluates the
output tract of the right ventricle and the pulmonary trunk,
areas of stenosis or aneurysm of the right ventricle -
pulmonary arteries or branches of the pulmonary arteries;
and quantifies pulmonary regurgitation and shunts,
biventricular function, ejection fraction, myocardial viability,
ascending aortic blood flow (including aneurysm, dissection,
coarctation, evaluation of aortopulmonary collaterals and
arteriovenous malformations), coronary anomalies, and
coronary artery disease. Cardiac MRI is versatile for tissue
characterization and has a superior ability to assess

cardiovascular physiology, evaluate viability and perfusion,
and detect myocardial fibrosis, as well as quantify cine and
shunt fractions in complex partial anomalous pulmonary
venous return compared to other imaging modalities [7].

In a study by Chang Y.C., MRI was performed on 21
patients with TAPVC. Of the 21 cases, 19 were classified as
total and two as partial. Of the 19 cases of TAPVC, seven
were supracardiac, nine cardiac, one infracardiac, and two
mixed types. Visualization of the combined axial and
coronal planes was sufficient to assess each individual
pulmonary vein. The sagittal plane provided no additional
information. Accurate identification of confluence of
pulmonary veins and abnormal connection of pulmonary
veins 95% (20/21). The limitation of echocardiography and
angiocardiography makes cardiac MRI necessary for
evaluating pulmonary vein-pulmonary vein fusion. This
eliminates the need for invasive angiocardiography and is
an essential adjunct to inadequate echocardiography [11].

As noted earlier, surgical correction of the defect is the
only method that can improve the condition of patients, up
to complete restoration of function. In a study by Rajamma
Mathew et al. cardiac activity was assessed in 12 infants
with an isolated total anomalous venous return to the lungs.
Four had a severe pulmonary venous obstruction and
severe pulmonary hypertension. Eight had no obvious
venous obstruction and lower pulmonary pressure. In all
subjects, the end-diastolic volume of the right ventricle was
increased (197% of the predicted norm), and its ejection
fraction was normal. The volume of the left ventricle,
generally speaking, was still within the normal range. After
correction, it was found that the size of the left atrium is not
critical in the surgical treatment of TAPVC. Cardiac function
returns to normal after surgery [31]. In the literature, there is
a case of a patient 47 years old after TAPVC repair who
underwent surgery for total anomalous pulmonary venous
return at 14 months of age in March 1960 at Texas
Children's Hospital. When this patient was voluntarily re-
evaluated in 2007, echocardiography revealed long-term
results of an operation that had been performed 47 years
earlier: normal pulmonary vein velocity, open pulmonary
venous return, and no significant electrocardiographic
abnormalities. This patient is possibly the oldest known
survivor of total anomalous pulmonary venous return
surgery. The patient's left ventricular ejection fraction was
55% [13]. No obstruction was observed at the site of the
surgical anastomosis, and the peak systolic velocity of the
pulmonary veins was 54.3 cm/sec, which is within the
normal range for a patient of this age [13].

Data from Jiirgen Harer et al. they say survival
after 20 years is 82.7 + 2.9%. SVH (5.9% of patients,
P<0.001) was the only significant risk factor for mortality in
multivariate analysis. Reoperations on the heart were not
performed in 82.2 + 3.3% after 20 years. Thus, there is
excellent reoperation-free survival up to the third decade in
patients with isolated TAPVC without the obstruction of the
pulmonary veins, regardless of the type of abnormal
connection. However, the survival of patients with
obstruction and SVH is one of the lowest of all congenital
heart diseases. Reoperation for pulmonary vein obstruction
is rare and is mainly required in patients operated on in the
neonatal period. Survival can be increased by using a low-
flow cardiopulmonary bypass strategy [20].
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Most children with TAPVC with obstruction develop
symptoms in neonatal or early infancy. CT angiography is
superior to transthoracic echocardiography in evaluating
pulmonary venous outflow and obstruction, especially in
children with infracardiac and mixed TAPVC. Cardiac
catheterization is necessary only for specific indications,
preferably for children older than a year. Moreover, for
patients older than eight years, for the sake of radiation
safety, it is desirable to have MRI without sedation or CTA.
Increasingly, new technologies are being used in
preoperative preparation, such as 3D printing of the heart
and blood vessels.

Mortality after restoring total anomalous pulmonary
venous connection has decreased but remains highest in
newborns and patients with intracardiac type of connection,
pulmonary vein obstruction, single ventricle of the heart.
Adverse anatomical characteristics remain essential
determinants ~ of  postoperative  survival  despite
improvements in perioperative and postoperative care.
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