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Abstract
Nearly 50 years after the pioneering procedure performed by 
Francis Fontan and Eugene Baudet, which has saved the lives 
of thousands of children, there are still more questions than 
answers regarding therapeutic management. The complex 
pathophysiology of Fontan circulation, the lack of clear guide-
lines, and the shift in the care of such patients from pediatric 
cardiological and cardiac surgical centers to ones dealing with 
adult patients, cause new threats. This paper outlines the fun-
damental issues related to the pathophysiology of Fontan cir-
culation and reviews the literature on the methods of treating 
complications characteristic of this group of patients.
Key words: Fontan procedure, congenital heart defects.

Streszczenie
Minęło niemal 50 lat od pionierskiej operacji Francisa Fonta-
na i Eugene’a Baudeta, która uratowała życie tysiącom dzieci, 
a wciąż jest więcej pytań niż odpowiedzi dotyczących postępo-
wania terapeutycznego. Złożona patofizjologia krążenia fonta-
nowskiego, brak jasnych wytycznych i wynikające z większej 
przeżywalności przesunięcie ciężaru opieki nad tymi pacjen-
tami z pediatrycznych ośrodków kardiologiczno-kardiochirur-
gicznych na te, które zwyczajowo zajmują się pacjentami doro-
słymi, stwarzają nowe zagrożenia. W niniejszym opracowaniu 
przedstawiono podstawowe zagadnienia związane z patofizjo-
logią krążenia fontanowskiego, a także dokonano przeglądu 
piśmiennictwa dotyczącego metod leczenia powikłań charak-
terystycznych dla tej grupy pacjentów.
Słowa kluczowe: operacja Fontana, wrodzone wady serca.
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Introduction
Congenital heart defects which cannot be surgically 

corrected to reconstruct normal anatomic conditions of 
“biventricular circulation” are often described as defects 
with a “functional single ventricle”. Despite their signifi-
cant morphological variety, the surgical treatment for these 
defects is the same and consists in performing a Fontan 
procedure. The most commonly diagnosed defect from 
this group is hypoplastic left heart syndrome, followed by: 
tricuspid valve atresia, unbalanced atrioventricular canal, 
double-inlet left ventricle, some forms of double-outlet left 
ventricle defects, Ebstein’s syndrome, and others.

“Functional single ventricles” represent approx. 7.7% of 
all congenital heart defects [1, 2].

Before the introduction of the Fontan procedure, most 
children with single ventricles would die within the first year 
of their life. At present, according to a recently published 
Australian register, the rate of 25-year survival amounts to 
83%. The optimism inspired by this data must be confront-
ed with the fact that only 29% of the patients from this 
group will not develop severe, and often life-threatening, 

complications [3]. Therefore, one should keep in mind that 
Fontan circulation is only an imperfect substitute of normal 
circulation, and the patients are burdened with numerous 
complications that are often difficult to treat. Due to the 
distinctness of Fontan circulation and the lack of detailed 
guidelines, the cases of these patients are often most chal-
lenging. Concurrently, as the survival period increases, the 
burden of caring for these patients increasingly shifts from 
pediatric cardiology wards to adult wards. 

The present article discusses the fundamental issues 
related to the pathophysiology of Fontan circulation and 
sums up the current studies concerning the treatment of 
Fontan patients.

The Fontan procedure in the past and today

The primary goal of multistage treatment is to de-
crease the volume overload of the single ventricle and to 
separate pulmonary circulation from systemic circulation, 
while balancing the ratio between pulmonary and sys-
temic flow (Qp/Qs), which should result in arterial blood 
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saturation values that are close to normal. The benefit of 
the procedure consists in prolonging life and improving 
its quality in patients with the most complex congenital 
heart defects.

The classic Fontan procedure was first performed in 
1968 and consisted in the creation of anastomoses be-
tween the superior vena cava and the right pulmonary ar-
tery and between the inferior vena cava and the left pulmo-
nary artery by means of valvular homografts [1]. Since then, 
many modifications have been made to the procedure; the 
most important ones include:
–  the introduction of “multistage” Fontan procedures in the 

1980s with an intermediate stage consisting in a Glenn or 
hemiFontan anastomosis (Fig. 1),

–  substituting the direct atriopulmonary connection (APC), 
which was widely used until the early 1990s, with the 
creation of a lateral tunnel (LT), and later with the new-
est generation of Fontan circulation procedures using an 
extracardiac conduit (ECC),

– the introduction of fenestration in the lateral tunnel,
–  the lowering of the age at which the individual stages of 

creating Fontan circulation are performed (at present, the 
Glenn/hemiFontan anastomosis is performed at the age 
of approximately 4–6 months, and the Fontan procedure 
is performed when the patient is approximately 2–3 years 
old).

The above mentioned modifications along with im-
provements in the process of qualifying patients for the 
procedure resulted in decidedly better treatment outcomes, 
both short- and long-term.

in the 1970s, Choussat and Fontan formulated the so-
called “ten commandments” for selecting appropriate can-
didates for single ventricle correction. Although some of 
these rules have been modified, the basic principles are still 
used in everyday practice as valuable guidelines not only 
for qualifying patients for the procedure, but also for their 
later evaluation.

Of the original Choussat’s “commandments”, the fol-
lowing are still in use:
– maintaining sinus rhythm,
– normal venous return,
– low mean pulmonary artery pressure (below 15 mm Hg),
–  low pulmonary vascular resistance (lower than 2–3 WU/m2),
– normally developed pulmonary arteries,
– good systolic function of the single ventricle.
– no significant insufficiency of the atrioventricular valve.

Fontan circulation can be expected to function well in 
patients who meet these criteria. However, any disturbanc-
es in this delicate system, such as even a slight increase in 
pulmonary resistance, may lead to dramatic consequences.

Pathophysiology of Fontan circulation
The mechanism by which circulatory failure develops in 

patients after Fontan procedures differs from that observed 
in patients with anatomically normal circulatory systems. 
As underscored by Gewillig, the lack of a “pumping” sub-
pulmonary chamber is the creation of a specific portal 

system in which the postcapillary energy of systemic cir-
culation drives the flow through pulmonary capillaries [4]. 
The only mechanism of maintaining blood flow through 
the lungs is to increase the systemic venous pressure sig-
nificantly (above the values typical for pulmonary capillary 
wedge pressure). This dramatic change in pressure ratio, 
although indispensable for maintaining pulmonary flow, 
causes venous stasis and contributes to the development 
of complications such as edemas, effusion, chylothorax, 
liver fibrosis, kidney failure, susceptibility to thrombosis, 
protein-losing enteropathy (PLE), or plastic bronchitis.

increasing exercise cardiac output after Fontan proce-
dures is difficult due to the lack of a pumping subpulmo-
nary ventricle and the passive flow of blood through the 
lungs, which does not rise adequately to the level of physi-
cal activity. This leads to insufficient preload of the single 
ventricle and the development of circulatory insufficiency. 
The patients do not experience excessive fatigue during 
regular, everyday activities, but their exercise tolerance is 
much lower not only in comparison to the healthy popula-
tion, but also in comparison to patients undergoing other 
types of congenital heart defect correction. it has also been 
proven that their fitness is not improved by regular physical 
exercise [5].

One solution for chronic insufficient preload of the 
single ventricle is the creation of a so-called fenestration  
(Fig. 2), i.e., a small connection between the systemic ve-
nous system and the atrium of the systemic ventricle, per-
formed during the last stage of the surgical treatment. This 
serves a double purpose. On the one hand, the fenestration 
becomes a “safety valve” in case of an excessive pressure 
rise in the systemic venous system; on the other, the ad-
ditional shunt increases the preload of the single ventricle 
as well as cardiac output. Although the addition of blood 
from systemic veins to blood flowing from pulmonary veins 
causes a slight desaturation in the aorta (optimally to ap-

Fig. 1. A 6-year-old patient after a Glenn procedure. The additional 
left superior vena cava is closed by Amplatzer vascular Plug 4
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prox. 90%), this is offset by the advantage of increased car-
diac output.

Fenestration is useful in the early postoperative pe-
riod, when the heart goes through shock associated with 
the rapidly reduced preload, as well as in older patients, 
in whom aging results in increased pulmonary vascular 
resistance and elevated pressure in the systemic venous 
system. On the other hand, its benefits are less obvious 
several months or years after the procedure in patients 
with optimal hemodynamic conditions.

Complications of Fontan circulation
Most patients with Fontan circulation develop a number 

of associated complications. The most serious occur when 
the patients are in their 20s–30s, but they may also occur 
shortly after the procedure. The most important ones in-
clude: systolic and/or diastolic dysfunction of the single ven-
tricle, cardiac dysrhythmias and conduction disturbances, 
thromboembolic complications, edemas and effusions into 
body cavities, chylothorax, liver fibrosis and cirrhosis, kidney 
failure, protein-losing enteropathy, plastic bronchitis, and 
the development of abnormal vascular connections in the 
pulmonary and systemic circulation.

The subject literature often features the term “failing 
Fontan”, which denotes advanced circulatory insufficiency 
with concurrent development of several of the abovemen-
tioned complications, especially if they include protein-los-
ing enteropathy or plastic bronchitis.

Postoperative treatment after Fontan 
procedures

As mentioned above, the exercise tolerance of patients 
undergoing Fontan procedures is limited from the outset, 

which stems from the fact that, in optimal conditions, the 
cardiac output of their single ventricles amounts to only 
approx. 70% of normal values [4].

Notwithstanding, most patients remain in low NYHA 
functional classes for years: they attend schools, achieving 
results similar to their peers, their lifestyle is almost nor-
mal, and the quality of life is acceptable [6].

According to various studies, the level of development 
and IQ of children with functional single ventricles is only 
slightly lower than that among the general population, 
falling within the norm. However, a much more frequent 
problem, affecting as many as 65% of patients undergo-
ing Fontan procedures, is constituted by mental disorders, 
especially increased anxiety, depressive tendencies, or hy-
peractivity (ADHD) [7]. For this reason, it is important to 
provide such patients with multispecialist care, including 
psychological and psychiatric support.

One should also remember that heart defects as such 
are a risk factor for the development of malnutrition. Pa-
tients undergoing Fontan procedures are shorter and have 
lower muscle mass than the general population [8]. They 
are more likely to experience iron deficits (despite the in-
creased hematocrit levels) and vitamin D deficits, which 
should be controlled and balanced through supplementa-
tion [9].

An important issue that requires consideration after 
puberty is the question of having children and the conse-
quences related to pregnancy. The population risk of giv-
ing birth to a child with a serious heart defect is approx.  
6 : 1000; the defect’s occurrence is influenced by both ge-
netic (abnormal karyotype or microdeletions) and environ-
mental factors [10]. in most cases, a heart defect in a par-
ent is associated with a slight increase in the risk of a heart 
defect in the offspring. Therefore, before making decisions 
about having children, the future parents should seek ge-
netic advice. The risk of pregnancy failure in patients with 
Fontan circulation is estimated by the European Society of 
Cardiology (ESC) as moderate or high (WHO class III/IV) [11, 
12]. Decisions concerning pregnancy should be preceded 
by detailed analysis of the circulatory system performed in 
a specialist center, and the patient should be informed of 
the risks involved, including preterm birth, low birth weight 
of the neonate, and NYHA class deterioration of the moth-
er. Only patients with optimally functioning Fontan systems 
can be expected to successfully complete pregnancy. in 
other cases, pregnancy should be discouraged, and effec-
tive methods of contraception should be recommended.

Furthermore, all patients after Fontan procedures 
should undergo infective endocarditis prophylaxis [13].

There are no universally accepted guidelines for pre-
venting and treating circulatory insufficiency in a patient 
with a “functional single ventricle”. The type and dosage 
of cardiac agents as well as indications for their introduc-
tion largely depend on the experience of individual centers. 
Significant differences are observed in the use of specific 
groups of agents. According to an analysis by Anderson  
et al., subjects’ medication usage ranged from 32% to 76% 

Fig. 2. A 9-year-old patient after a Fontan procedure. A fenestra-
tion and a stent in the left pulmonary artery are clearly visible
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for angiotensin-converting-enzyme inhibitors (ACEis), 33–
97% for antithrombotics, 22–55% for digitalis glycosides, 
and 7–45% for diuretics [14].

What is more, the effectiveness of most of these agents 
has not been sufficiently verified by studies of appropriate 
design, and their use is based either on empirical experi-
ences or guidelines regarding patients with normal anato-
my of the circulatory system.

A good example of this is the widespread use of angio-
tensin-converting-enzyme inhibitors. According to a regis-
ter from New Zealand and Australia, 36% of patients after 
Fontan procedures receive ACEis, and the most common 
reason for their introduction into the treatment is systolic 
or diastolic dysfunction [15]. While this group of agents is 
well-established in the ESC guidelines on the treatment of 
heart failure in patients with normal cardiac anatomy, their 
efficacy in patients after Fontan procedures has not been 
confirmed so far [16, 17]. Moreover, some researchers point 
to their possibly adverse effects [4]. By assumption, ACEis 
reduce systemic resistance by decreasing afterload and sys-
temic pressure, which results in increased cardiac output. 
in the case of Fontan circulation, cardiac output is mainly 
limited by chronic, insufficient ventricular preload; as a re-
sult, reducing systemic resistance does not increase cardiac 
output, but may cause arterial hypotension instead [4].

Similarly, no favorable effects of spironolactone on 
endothelial function or the reduction of inflammatory cy-
tokine concentration have been proven. Other potential 
benefits from its use, such as its influence on myocardial 
remodeling, require further studies [18].

Digitalis glycosides and diuretics are also widely used 
in Fontan patients despite the fact that their benefits have 
not been proven [14]. The use of the latter agents should be 
restricted to patients with fluid retention as they may have 
an impact on the already reduced preload.

Certain hopes are associated with the use of carvedilol. 
Japanese researchers proved that the use of this agent with 
the target dose of 0.4 mg/kg/day was associated with im-
provements of the NYHA functional class and ejection frac-
tion assessed by echocardiography, especially in patients 
with a morphologically single left ventricle [19].

Currently, the most convincing evidence for physical 
capacity improvement after Fontan procedures has been 
gathered with regard to agents influencing the pulmonary 
bed. The prospective, randomized, double-blinded TEMPO 
study proved the favorable impact of bosentan on both 
physical capacity and NYHA class [20]. Similar results were 
achieved in several studies using sildenafil; its positive ef-
fect on hemodynamic conditions was documented [21, 22].

On the other hand, it should be pointed out that all 
studies so far had short follow-up periods (up to 14–16 
weeks) and that physical capacity improvement does not 
necessarily have to translate into improvements of more 
crucial parameters such as survival length or time until 
clinical deterioration.

One third of patients experience cardiac dysrhythmias 
requiring treatment within 15 years after the Fontan pro-

cedure. This condition is associated with poor prognosis 
[6, 23]. The prevalence of dysrhythmias is significantly in-
fluenced by the employed procedural technique. They are 
most common in elderly patients in whom atriopulmonary 
connections are created. Newer procedural techniques, 
such as the lateral tunnel or the extracardiac conduit, sig-
nificantly reduce this risk [3].

The conservative treatment options for supraventricular 
dysrhythmias (most commonly atrial: atrial fibrillation/flut-
ter) are limited. Despite challenges, the treatment should 
always aim to maintain sinus rhythm. in order to achieve 
this, vaughan-Williams class iii agents (amiodarone, so-
talol) are administered, or cardioversion is performed. if 
this proves ineffective, or in the case of pharmacothera-
peutic complications, percutaneous ablation should be per-
formed. Although the procedure is technically challenging, 
especially in patients with extracardiac conduits, its effec-
tiveness is high, and the number of associated complica-
tions low. According to the data published by Correa et al., 
ablation was fully or partially successful in 85% of patients 
after Fontan procedures with lateral tunnels or complete 
extracardiac conduits. Notwithstanding, dysrhythmias re-
curred in long-term follow-up in 50% of the patients [24].

The most common treatment for symptomatic bradyar-
rhythmias is double-chamber stimulation (Fig. 3), preferably 
with the use of steroid-eluting electrodes [25, 26]. Despite 
the lack of connections between the superior vena cava and 
the single ventricle, it is possible to use endocavitary elec-
trodes even in patients with extracardiac conduits [27, 28].

Due to the slowed flow of blood in the systemic venous 
system, chronic inflammation, and increased platelet activ-
ity (despite the often reduced platelet count), patients after 

Fig. 3. A 16-year old patient after a Fontan procedure, who was 
implanted with a DDDR pacemaker due to a 3rd degree atrioven-
tricular block (an endocavitary atrial electrode and an epicardial 
ventricular electrode)
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Fontan procedures are especially vulnerable to thromboem-
bolic complications and thus require anticoagulation or an-
tiplatelet treatment. There is currently no decisive evidence 
on which of these antithrombotic prevention methods is 
better [29, 30]. Regardless, the use of anticoagulation is 
universally accepted in the following cases: during the first 
year after the creation of a complete extracardiac conduit, 
in elderly patients with atrioventricular anastomosis, in pa-
tients with atrial dysrhythmias, and, obviously, in patients 
with previous thromboembolic incidents.

Protein-losing enteropathy, plastic bronchitis, and chy-
lothorax result from chronic pressure elevation in the sys-
temic veins. it should be stressed that the occurrence of 
these complications is associated with unequivocally poor 
prognosis; their presence accompanied by progressive cir-
culatory insufficiency is described as a “failing Fontan” [31].

in the treatment of chylothorax, good results may be 
achieved by introducing proper diet, i.e., limiting the con-
sumption of fat while supplementing medium-chain triglic-
erydes (MCTs) [32]. Furthermore, adequate consumption of 
calories and protein should be ensured.

Providing successful treatment for protein-losing enter-
opathy is challenging. This condition involves not only hy-
poalbuminemia, but also immune disorders and coagulop-
athy. increased stool concentrations of α1-antitrypsin are 
an important biomarker for the diagnosis of this condition.

In the case of PLE, the first diagnostic priority should be 
to exclude its inflammatory background as well as factors 
promoting increased pressure in the systemic venous sys-
tem (e.g., stenosis of the Fontan tunnel or the pulmonary 
arteries).

The first stage of treatment involves conservative ther-
apy with steroids (oral budesonide) and heparin [33, 34]. 
Benefits of sildenafil administration have also been noted 
[35]. It has been demonstrated that inflammatory changes 
and mesenteric perfusion disorders coexist in PLE patients, 
causing damage to the intestinal mucosal barrier. Admin-
istering sildenafil to these patients, apart from influencing 
the pulmonary bed, also contributes directly to reducing 
resistance and improving perfusion in the mesenteric ves-
sels, thus reducing protein loss [36]. There are also reports 
demonstrating the efficacy of somatostatin analogues [31].

When pharmacological methods do not yield expected 
improvement, interventional treatment or cardiac surgery 
should be considered, including heart transplantation.

Cardiac catheterization with a concurrent interven-
tional procedure should be considered in all cases when 
the patient’s condition deteriorates. The introduction of 
modern interventional methods, such as angioplasty and 
stenting for stenoses in the Fontan system or closure of  
de novo occurring vascular connections using various 
plugs, has strongly improved the patients’ comfort and has 
contributed to prolonging their lives.

According to recommendations by the American Heart 
Association (AHA), creating a fenestration (or enlarging an 
already existing one) should be considered in patients with 
“failing Fontan” physiology [37]. The creation or enlarge-

ment of the fenestration offers hemodynamic improve-
ment by decompressing the venous system and improving 
the filling of the single ventricle by increasing preload and 
cardiac output. On the other hand, these benefits may be 
offset by hypoxemia and the risk of crossed emboli.

Both cardiac surgery (e.g., converting an atriopulmo-
nary connection to an extracardiac conduit) and heart 
transplantation are burdened with a high risk of complica-
tions due to the often complicated anatomy, the high risk 
of another sternotomy, and the severe general condition of 
patients. In many cases, a heart transplant is the only effec-
tive method of treating PLE. Approximately 40% of patients 
qualified for heart transplantation had been previously di-
agnosed with PLE. Previous reports had underscored that 
this is one of the most important factors increasing peri-
operative mortality (approx. 40% of PLE patients died), 
but newer studies do not appear to confirm this [38]. The 
effects of heart transplantation in Fontan patients are in-
creasingly better; at present, the survival of such patients 
is similar to that of patients receiving heart transplants for 
other reasons. One-year and 5-year survival vary, respec-
tively, from 76% to 84.8% and from 68% to 70.8% [39, 40].

Conclusions
in 1968, Francis Fontan and Eugene Baudet performed 

a pioneering procedure, which has since saved the lives of 
thousands of children [1]. The method creates a new type 
of circulation with distinct hemodynamic properties. How-
ever, it is associated with new complications that are not 
encountered in other types of patients, thus requiring a dif-
ferent therapeutic approach. Good understanding of the 
pathophysiology of this system is key for making accurate 
treatment decisions. Optimism can be found in the strong 
development of large registers of Fontan patients and the 
increasing number of prospective studies concerning their 
treatment. This contributes to improved care for this group 
of patients, resulting not only in prolonging their lives, but 
also in improving their comfort. Notwithstanding, more 
studies are needed to create universally accepted guidelines 
for the treatment of patients undergoing Fontan procedures.

Disclosure
Authors report no conflict of interest.

References
1. Fontan F, Baudet E. Surgical repair of tricuspid atresia. Thorax 1971; 26: 240-

248.
2. O’Leary PW. Prevalence, clinical presentation and natural history of patients 

with single ventricle. Prog Pediatr Cardiol 2002; 16: 31-38.
3. d’Udekem Y, iyengar A, Galati J, Forsdick v, Weintraub R, Wheaton G, Bul-

lock A, Justo R, Grigg L, Sholler G, Hope S, Radford D, Gentles T, Celerma- 
jer D, Winlaw D. Redefining expectations of long-term survival after the Fon-
tan procedure: twenty-five years of follow-up from the entire population of 
Australia and New Zealand. Circulation 2014; 130 (11 Suppl 1): 32-39.

4. Gewillig M, Goldberg DJ. Failure of the fontan circulation. Heart Fail Clin 
2014; 10: 105-116.

5. O’Byrne ML, Desai S, Lane M, McBride M, Paridon S, Goldmuntz E. Rela-
tionship between habitual exercise and performance on cardiopulmonary 



Kardiochirurgia i Torakochirurgia Polska 2017; 14 (3) 191

REviEW PAPER

exercise testing differs between children with single and biventricular circu-
lations. Pediatr Cardiol 2017; 38: 472-483.

6. Atz A, Zak v, Mahony L, Uzark K, Shrader P, Gallagher D, Paridon S, Williams R, 
Breitbart R, Colan S, Kaltman J, Margossian R, Pasquali S, Allen K, Lai W, 
Korsin R, Marino B, Mirarchi N, Mccrindle B. Survival data and predictors of 
functional outcome an average of 15 years after the Fontan procedure: the 
Pediatric Heart Network Fontan Cohort. Congenit Heart Dis 2015; 10: 30-42. 

7. DeMaso D, Calderon J, Taylor G, Holland J, Stopp C, White M, Bellinger D, 
Rivkin M, Wypij D, Newburger J. Psychiatric disorders in adolescents with 
single ventricle congenital heart dsease. Pediatrics 2017; 139: pii: e20162241.

8. Avitabile C, Leonard M, Zemel B, Brodsky J, Lee D, Dodds K, Hayden-Rush C, 
Whitehead K, Goldmuntz E, Paridon S, Rychik J, Goldberg D. Lean mass defi-
cits, vitamin D status and exercise capacity in children and young adults 
after Fontan palliation. Heart 2014; 100: 1702-1707.

9. Tomkiewicz-Pajak L, Plazak W, Kolcz J, Pajak J, Kopec G, Dluzniewska N, Ol-
szowska M, Moryl-Bujakowska A, Podolec P. Iron deficiency and hemato-
logical changes in adult patients after Fontan operation. J Cardiol 2014; 64: 
384-389. 

10. Hoffman JIE, Kaplan S. The incidence of congenital heart disease. J Am Coll 
Cardiol 2002; 39: 1890-1900.

11. European Society of Gynecology (ESG); Association for European Paedi-
atric Cardiology (AEPC); German Society for Gender Medicine (DGesGM), 
Regitz-Zagrosek v, Blomstrom Lundqvist C, Borghi C, Cifkova R, Ferreira R, 
Foidart JM, Gibbs JS, Gohlke-Baerwolf C, Gorenek B, iung B, Kirby M, Maas 
AH, Morais J, Nihoyannopoulos P, Pieper PG, Presbitero P, Roos-Hesselink 
JW, Schaufelberger M, Seeland U, Torracca L; ESC Committee for Practice 
Guidelines. ESC Guidelines on the management of cardiovascular diseases 
during pregnancy. The Task Force on the Management of Cardiovascular 
Diseases during Pregnancy of the European Society of Cardiology (ESC). Eur  
Heart J 2011; 32: 3147-3197.

12. Baumgartner H, Bonhoeffer P, De Groot NM, de Haan F, Deanfield JE, Ga- 
lie N, Gatzoulis MA, Gohlke-Baerwolf C, Kaemmerer H, Kilner P, Meij- 
boom F, Mulder BJ, Oechslin E, Oliver JM, Serraf A, Szatmari A, Thaulow E, 
vouhe PR, Walma E; Task Force on the Management of Grown-up Congenital 
Heart Disease of the European Society of Cardiology (ESC); Association for 
European Paediatric Cardiology (AEPC); ESC Committee for Practice Guide-
lines (CPG). ESC Guidelines for the management of grown-up congenital 
heart disease (new version 2010) The Task Force on the Management of 
Grown-up Congenital Heart Disease of the European Society of Cardiology 
(ESC). Eur Heart J 2010; 31: 2915-2957.

13. Habib G, Lancellotti P, Antunes MJ, Bongiorni MG, Casalta JP, Del Zotti F, 
Dulgheru R, El Khoury G, Erba PA, iung B, Miro JM, Mulder BJ, Plonska-Gos-
ciniak E, Price S, Roos-Hesselink J, Snygg-Martin U, Thuny F, Tornos Mas P, 
vilacosta i, Zamorano JL; Document Reviewers, Erol Ç, Nihoyannopoulos P, 
Aboyans v, Agewall S, Athanassopoulos G, Aytekin S, Benzer W, Bueno H, 
Broekhuizen L, Carerj S, Cosyns B, De Backer J, De Bonis M, Dimopoulos K, 
Donal E, Drexel H, Flachskampf FA, Hall R, Halvorsen S, Hoen B, Kirchhof P, 
Lainscak M, Leite-Moreira AF, Lip GY, Mestres CA, Piepoli MF, Punjabi PP, 
Rapezzi C, Rosenhek R, Siebens K, Tamargo J, Walker DM. 2015 ESC Guide-
lines for the management of infective endocarditis. The Task Force for the 
Management of infective Endocarditis of the European Society of Cardiol-
ogy (ESC)Endorsed by: European Association for Cardio-Thoracic Surgery 
(EACTS), the European Asso. Eur Heart J 2015; 36: 3075-3128.

14. Anderson P, Breitbart R, McCrindle B, Sleeper L, Atz A, Hsu D, Lu M, Mar-
gossian R, Williams R. The Fontan patient: inconsistencies in medication 
therapy across seven pediatric heart network centers. Pediatr Cardiol 2010; 
31: 1219-1228. 

15. Wilson T, iyengar A, Winlaw D, Weintraub R, Wheaton G, Gentles T,  
Ayer J, Grigg L, Justo R, Radford D, Bullock A, Celermajer D, Dalziel K, Schi- 
lling C, D’Udekem Y. Use of ACE inhibitors in Fontan: rational or irrational? int  
J Cardiol 2016; 210: 95-99.

16. Kouatli AA, Garcia JA, Zellers TM, Weinstein EM, Mahony L. Enalapril does 
not enhance exercise capacity in patients after Fontan procedure. Circula-
tion 1997; 96: 1507-1512. 

17. Hsu D, Zak v, Mahony L, Sleeper L, Atz A, Levine J, Barker P, Ravishankar C, 
McCrindle B, Williams R, Altmann K, Ghanayem N, Margossian R, Chung W, 
Border W, Pearson G, Stylianou M, Mital S. Enalapril in infants with single 
ventricle: Results of a multicenter randomized trial. Circulation 2010; 122: 
333-340. 

18. Mahle W, Wang A, Quyyumi A, McConnell M, Book W. Impact of spironolac-
tone on endothelial function in patients with single ventricle heart. Congenit 
Heart Dis 2009; 4: 12-16. 

19. ishibashi N, Park i, Waragai T, Yoshikawa T, Murakami Y, Mori K, Mimori S, 
Ando M, Takahashi Y, Doi S, Mizutani S, Nakanishi T. Effect of carvedilol on 
heart failure in patients with a functionally univentricular heart. Circ J 2011; 
75: 1394-1399. 

20. Hebert A, Jensen AS, Idorn L, Sørensen KE, Søndergaard L. The effect of 
Bosentan on exercise capacity in Fontan patients; rationale and design for 
the TEMPO study. BMC Cardiovasc Disord 2013; 13: 36. 

21. van De Bruaene A, La Gerche A, Claessen G, De Meester P, Devroe S, Gil- 
lijns H, Bogaert J, Claus P, Heidbuchel H, Gewillig M, Budts W. Sildenafil 
improves exercise hemodynamics in fontan patients. Circ Cardiovasc imag-
ing 2014; 7: 265-273.

22. Mori H, Park iS, Yamagishi H, Nakamura M, ishikawa S, Takigiku K, Yasuko- 
chi S, Nakayama T, Saji T, Nakanishi T. Sildenafil reduces pulmonary vascular 
resistance in single ventricular physiology. int J Cardiol 2016; 221: 122-127. 

23. Carins T, Shi W, iyengar A, Nisbet A, Forsdick v, Zannino D, Gentles T, Rad- 
ford D, Justo R, Celermajer D, Bullock A, Winlaw D, Wheaton G, Grigg L, 
d’Udekem Y. Long-term outcomes after first-onset arrhythmia in Fontan 
physiology. J Thorac Cardiovasc Surg 2016; 152: 1355-1363.

24. Correa R, Sherwin E, Kovach J, Mah D, Alexander M, Cecchin F, Walsh E, 
Triedman J, Abrams D. Mechanism and ablation of arrhythmia following total 
cavopulmonary connection. Circ Arrhythmia Electrophysiol 2015; 8: 318-325. 

25. Heinemann MK, Gass M, Breuer J, Ziemer G. DDD pacemaker implantation 
after Fontan-type operations. Pacing Clin Electrophysiol 2003; 26: 492-495.

26. Tsao S, Deal BJ, Backer CL, Ward K, Franklin WH, Mavroudis C. Device man-
agement of arrhythmias after Fontan conversion. J Thorac Cardiovasc Surg 
2009; 138: 937-940. 

27. Arif S, Clift PF, De Giovanni J v. Permanent trans-venous pacing in an extra-
cardiac Fontan circulation. Europace 2016; 18: 304-307.

28. Hansky B, Blanz U, Peuster M, Gueldner H, Sandica E, Crespo-Martinez E, 
Mathies W, Meyer H, Koerfer R. Endocardial pacing after Fontan-type proce-
dures. Pacing Clin Electrophysiol 2005; 28: 140-148. 

29. Monagle P, Cochrane A, Roberts R, Manlhiot C, Weintraub R, Szechtman B, 
Hughes M, Andrew M, McCrindle BW. A multicenter, randomized trial com-
paring heparin/warfarin and acetylsalicylic acid as primary thromboprophy-
laxis for 2 years after the Fontan procedure in children. J Am Coll Cardiol 
2011; 58: 645-651. 

30. iyengar A, Winlaw D, Galati J, Wheaton G, Gentles T, Grigg L, Justo R, Rad-
ford D, Attard C, Weintraub R, Bullock A, Sholler G, Celermajer D, D’Ude- 
kem Y. No difference between aspirin and warfarin after extracardiac Fon-
tan in a propensity score analysis of 475 patients. Eur J Cardiothoracic Surg 
2016; 50: 980-987.

31. John AS, Johnson JA, Khan M, Driscoll DJ, Warnes CA, Cetta F. Clinical out-
comes and improved survival in patients with protein-losing enteropathy 
after the Fontan operation. J Am Coll Cardiol 2014; 64: 54-62. 

32. Milonakis M, Chatzis A, Giannopoulos N, Contrafouris C, Bobos D, Kirvassi-
lis G, Sarris G. Etiology and management of chylothorax following pediatric 
heart surgery. J Card Surg 2009; 24: 369-373. 

33. Turner Z, Lanford L, Webber S. Oral budesonide as a therapy for protein-los-
ing enteropathy in patients having undergone Fontan palliation. Congenit 
Heart Dis 2012; 7: 24-30. 

34. Ryerson L, Goldberg C, Rosenthal A, Armstrong A. Usefulness of heparin 
therapy in protein-losing enteropathy associated with single ventricle pal-
liation. Am J Cardiol 2008; 101: 248-251. 

35. Reinhardt Z, Uzun O, Bhole v, Ofoe v, Wilson D, Onuzo O, Wright J, Stum- 
per O. Sildenafil in the management of the failing Fontan circulation. Cardiol 
Young 2010; 20: 522-525.

36. Uzun O, Wong JK, Bhole v, Stumper O. Resolution of protein-losing enter-
opathy and normalization of mesenteric Doppler flow with sildenafil after 
Fontan. Ann Thorac Surg 2006; 82: 39-40 

37. Feltes T, Bacha E, iii R, Cheatham J, Feinstein J, Gomes A, Hijazi Z, ing F,  
Moor M, Morrow W, Mullins C, Taubert K. indications for cardiac catheter-
ization and intervention in pediatric cardiac disease. Circulation 2011; 123: 
2607-2652. 

38. Backer C, Russell H, Pahl E, Mongé M, Gambetta K, Kindel S, Gossett J,  
Hardy C, Costello J, Deal B. Heart transplantation for the failing Fontan. Ann 
Thorac Surg 2013; 96: 1413-1419.

39. Bernstein D, Naftel D, Chin C, Addonizio L, Gamberg P, Blume E, Hsu D, Can-
ter C, Kirklin J, Morrow W. Outcome of listing for cardiac transplantation 
for failed Fontan: a multi-institutional study. Circulation 2006; 114: 273-280.

40. Kanter KR. Heart transplantation in children after a Fontan procedure: better 
than people think. Semin Thorac Cardiovasc Surg Pediatr Card Surg Annu 
2016; 19: 44-49. 


