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Abstract

A Fontan circulation requires a series of three-staged operations aimed to palliate patients with
single-ventricle CHD. Currently, the most frequent technique is the extracardiac total cavopul-
monary connection, an external conduit connecting the IVC and right pulmonary artery,
bypassing the right side of the heart. Fontan candidates must meet strict criteria; they are
assessed utilising both cardiac catheterisation and cardiac magnetic resonance.
Postoperatively, treatment protocols prioritise antibiotic prophylaxis, diuretics, angiotensin-
converting enzyme inhibitors, anticoagulation, and oxygen therapy with fluid restriction
and a low-fat diet. These measures aim to reduce length of stay in the ICU and hospital by
preventing acute complications such as infection, venous thromboembolism, low cardiac out-
put, pleural effusion, and acute kidney injury. Late complications of a Fontan procedure include
circulation failure, protein-losing enteropathy, plastic bronchitis, and Fontan-associated liver
disease. The definitive management is cardiac transplantation, with promising innovations in
selective embolisation of lymphatic vessels and Fontan-specific ventricular assist devices.
Further research assessing current protocols in the perioperative management of Fontan
patients would be beneficial for standardising current practice and improving outcomes.

In 1971, Francis Fontan outlined the Fontan procedure, the third and final stage of surgical
palliation aimed at improving the survival of patients with single-ventricle congenital heart
disease.1 The Fontan procedure allows passive systemic venous return to the lungs, by
bypassing the single ventricle.2

Palliation of a univentricular heart is normally performed as a staged reconstruction in a
series of open-heart procedures to allow the heart and lungs to progressively adapt to the
changes in blood flow various congenital cardiac malformations may result in a Fontan circu-
lation after reconstruction (Fig 1a–c). The first operation is the Norwood procedure. Usually
performed when the baby is around 1–2 weeks old, it commonly utilises a modified Blalock–
Taussig (BT) shunt or a direct conduit from the right ventricle to the pulmonary artery (Sano
technique)3. This is combined with reinforcement of the aorta, by connecting the main pulmo-
nary artery body to the aorta, with or without a patch (Fig 1d). The second stage is the Glenn
operation that occurs when the infant is 2–6 months old. At this point, the Norwood shunt has
often been outgrown and can now be ligated.3 In this operation, an anastomosis between the
superior vena cava (SVC) and right pulmonary artery is created (Fig 1e). At age 1–5 years,
the third and final stage of Fontan palliation is completed when the pulmonary arteries are
of sufficient size and strength, and can allow for a low pulmonary vascular resistance (PVR).3

Three different variations of the Fontan procedure exist, evolving originally from the ven-
triculisation of the right atrium, otherwise known as the atriopulmonary connection (Fig 1f).
This classical technique was associated with turbulent flow in the right atrium, due to the col-
lision of streams from the superior and inferior vena cava (IVC). This decreased pulmonary
perfusion and increased the incidence of late complications including thrombus formation,
arrhythmias, and atrial dilation.4 The “lateral tunnel” total cavopulmonary connection
(TCPC) modification was then developed (Fig 1g).4,5 This involves creating a tunnel within
the right atrium using an intra-atrial patch and suturing the SVC directly to the right pulmonary
artery. As a result, excessive atrial dilation is avoided, improving pulmonary flow and reducing
thromboembolic risk. However, extensive atrial suture lines remain a risk for arrhythmia
development.4,5

The “lateral tunnel” was then modified into the extracardiac total cavopulmonary connec-
tion (ECC) (Fig 1h), with the aim of reducing this risk. This operation bypasses the right atrium
entirely through the insertion of an extracardiac conduit between the IVC and the right
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pulmonary artery.5 There is ongoing debate about whether the
ECC or “lateral tunnel” is better, with consideration of factors such
as risk of arrhythmia development, risk of thromboembolic events
and optimal haemodynamics.5

Preoperative assessment

With risk minimisation at the core of preoperative assessment, in
1977, Choussat et al as cited by Stern proposed a list of “ten com-
mandments”;6,7 a series of optimal characteristics of Fontan can-
didates (Table 1). Since 1977, these criteria have been amended and
revised by individual centres with the aim of improving procedure
success rates. These amendments reflect advances in preoperative
assessment, intraoperative surgical techniques and postoperative
management.7 Preoperative investigations for Fontan candidates
can include echocardiography (ECHO), cardiac catheterisation
(CC), and cardiac magnetic resonance (CMR).8

Cardiac catheterisation

Full haemodynamic cardiac catherisation enables the measure-
ment of various cardiac and respiratory parameters. Data collected
through CC includes transpulmonary gradient (TPG); end-
diastolic pressure; PVR; mean pulmonary artery pressure (mPAP);
and common atrial pressure. This is enabled through a set of direct
calculations for blood flow and resistance as well as estimates and
direct measurements.9 However, due to the added risk of cancer
from ionising radiation,10 there has been a growing interest for sub-
stitution of CC with less invasive methods.9,11

Despite this, a recent cohort study aiming to compare CC with
ECHO found that patients requiring systemic to pulmonary
arterial or left SVC embolisation were not detected by ECHO.
In a minority of patients, significant new diagnostic information
was revealed through CC, which may have resulted in postpone-
ment or exclusion of a Fontan procedure.9

Cardiac magnetic resonance

Whilst angiographical catherisation allows for a therapeutic
approach in selected cases, its invasive nature makes it less ideal
for patients without a need for its therapeutic effect. Accordingly,
there is mounting interest in the less-invasive CMR. CMR may
be limited by intrinsic factors such as spatial resolution, lack of
patient cooperation, and contraindications in patients with metal-
lic devices. However, it offers high diagnostic value through assess-
ment of cardiovascular morphology, ventricular function, and
blood flow, through phase contrast flow, cine imaging and mag-
netic resonance angiography.12 CMR is more commonly used
for post-surgical care but it has been adapted to provide valuable
insight in pre-surgical planning.13 To benefit from the radiation-
free environment offered by CMR as well as the therapeutic advan-
tage of CC, an algorithm has been proposed which seeks to elimi-
nate the need for CC in some patients,8 illustrated in Figure 2.

Computed tomography, angiography, and echocardiography

Another similar protocol was based on conducting non-invasive
assessments including ECHO, medical history taking, and non-
invasive angiography on patients for whom Fontan was previously
excluded by CC was able to correctly identify all the patients who

Figure 1. Diagram of anatomical considerations and procedures including variations of the Fontan. Cardiacmalformations such as tricuspid atresia (a), double inlet left ventricle
with L-looped ventricles and transposition of the great arteries (b), and hypoplastic left heart syndrome, (c) can be converted to a Fontan circulation, which is normally completed
in stages. The first operation, the Norwood procedure (d), is usually performed at 1–2 weeks, with the aim of providing adequate pulmonary blood flow, lowering pulmonary
vascular resistance, and lowering ventricular load. This involves creating an aortopulmonary connection via a Sano (d.1) or Blalock–Taussig (d.2) shunt. The Glenn procedure (e) is
the second stage and involves creating an anastomosis between the superior vena cava and the right pulmonary artery. The last stage of palliation is the Fontan procedure. Three
variations exist including the “classical” atriopulmonary connection (f), the lateral tunnel total cavopulmonary connection (g), and the extracardiac total cavopulmonary con-
nection (h) where, depending on the patient, the conduit may be fenestrated and connected to the lateral atrial wall. There is ongoing discussion about the benefits of fenestra-
tion. The atriopulmonary connection is rarely performed now due to increased complications such as thrombus formation, arrhythmias, and atrial dilatation.
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were deemed not fit for the Fontan operation by cardiac catheter-
isation.14 Accordingly, a coherent and precise system should be
considered before considering phasing out CC based on institu-
tional experience and strength in imaging modalities.

Postoperative acute management

Postoperative ICU management after the Fontan procedure
involves monitoring, respiratory and cardiac support, and medica-
tion infusions to aid recovery. In Fontan patients specifically, a left
atrial line and pulmonary artery catheter are utilised tomonitor the
TPG and to enable sufficient pulmonary perfusion.15 Oxygen sat-
urations should be near normal in non-fenestrated Fontan
patients; hence, hypoxaemia may indicate complications caused
by lung pathology preventing gas exchange, the presence of pulmo-
nary arteriovenous or venovenous malformations or increased
oxygen demand such as in sepsis or reduced cardiac output (CO).15

Fontan management protocols

Several protocols (Table 2) have been published with the aim of
lowering incidence of postoperative and prolonged pleural effu-
sions (PPE) and hospital length of stay (LOS) in post-Fontan
patients. These protocols, focusing on standardised diuretic regi-
mens, afterload reduction, anticoagulation, low-fat diets, fluid
restriction, and continuous oxygen therapy, have improved out-
comes for Fontan patients by reducing hospital LOS and chest tube
drainage.2,16–19 Whilst these results are promising, further multi-
centre randomised controlled trials are needed to provide stronger
evidence for the use of a standardised approach and to determine
which approach is best to manage Fontan patients in the postop-
erative period.

Antibiotic prophylaxis

It is difficult to recommend standardised antibiotic prophylaxis
protocols for paediatric cardiac surgery patients due to microbial
sensitivity variability. Furthermore, antibiotic pharmacokinetics in
paediatric patients undergoing cardiopulmonary bypass (CPB) is
not fully known.20 A suggested schedule has been proposed cover-
ing preoperative nasal swab screening and treatment of
Staphylococcus aureus with Mupirocin, intraoperative prophylaxis
with cefazolin with vancomycin added if MRSA colonisation is
present, and continuation of antibiotics for 48 hours postopera-
tively (prolonged if delayed sternal closure or ECMO or VAD).
However, more research is needed to determine and investigate
an optimal protocol.20

Risk factors for prolonged ICU stay

Predictors for early Fontan failure include heterotaxia, low preop-
erative arterial oxygen saturations, and systemic right ventricle.21

Lower oxygen saturations, higher haemoglobin, and increased pul-
monary arterial pressure (PAP) are all associated with prolonged
ICU LOS,22 suggesting that interventions to optimise the pulmo-
nary circulation prior to surgery may improve postoperative out-
comes. Postoperative complications such as PPE, chylothorax,
ascites and infection,23 AKI,24 cardiac abnormalities (such as car-
diac arrest, tachyarrhythmias) or the need for unplanned interven-
tion (such as cardiac catheterisation or reoperation), ventilatory
and circulatory support, prolonged chest tube drainage, renal
replacement therapy (RRT), or blood product transfusion are all
associated with increased LOS.22 Considering these risk factors,
an evidence-based protocol to safely step down Fontan patients
from ICU for ward-based management would be useful.

Ventilation
Early extubation after paediatric cardiac surgery is considered
safe and is associated with shorter ICU and hospital lengths

Table 1. Selection criteria for optimal surgical candidates for Fontan procedure
from Choussat et al (1977) as seen in Stern (2010)6,7

Cardiovascular factors Sinus rhythm

Normal systemic venous return

Mitral value sufficiency

Normal right atrial volume

Left ventricular ejection fraction >0.60

Pulmonary factors Mean pulmonary artery pressure
<15 mmHg

Pulmonary arteriolar resistance <4 Wood
units/m2

Pulmonary artery–aorta ratio >0.75
(satisfactory pulmonary artery size)

Absence of pulmonary artery distortion

Other factors Age >4 years

Table modified from Stern (2010).7

Figure 2. A summary of algorithm for preoperative assessment of Fontan candidates
reprinted from Ait-Ali et al8. ECHO=Echocardiogram; CMR=Cardiac magnetic reso-
nance; CC=Cardiac Catherisation. Candidates for Fontan are assessed with a medical
history, ECHO, and CMR imaging. If any of the underlying criteria (1–9) is present, the
patient should be considered for CC. This minimises the exposure of all Fontan can-
didates to radiation in CC.
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Table 2. Summary of Fontan-specific postoperative management protocols

Cava et al (2005) Pike et al (2015) Sunstrom et al (2015) Ergün et al (2020) Lagergren et al (2020)

Diuretics Furosemide*: POD 1 start IV
(1 mg/kg) every 8 hours

Furosemide†: POD 1 start IV
(1 mg/kg) every 6–8 hours: con-
vert to oral TDS before dis-
charge

Furosemide: POD 1 (1 mg/kg) every
8 hours.

Furosemide: POD 1 (1 mg/kg/24 hours)
switch to PO in two divided doses
once drains removed

Furosemide: POD 1 (1 mg/kg) every
8 hours. Transition to PO the day
prior to anticipated chest tube
removal. Minimum discharge
diuretic regimen PO TDS – start regi-
men 24–48 hours prior to discharge.

When PO liquids:
Hydrochlorothiazide* þ
Spironolactone*(1 mg/kg)
every 12 hours

When PO liquids:
Chlorothiazide† þ
Spironolactone† (1 mg/kg)
every 12 hours

Consider adding Spironolactone or
Chlorothiazide.

Spironolactone: (1 mg/kg/24 hours)
PO in two divided doses

Chlorothiazide: (5–10 mg/kg) PO
every 12 hours once tolerating PO
diet. May use IV (5 mg/kg) instead
of PO if more diuresis required

Adjust diuretics prior to discharge. Spironolactone: (1 mg/kg) PO every
12 hours once tolerating PO diet.

ACEi Captopril* (maximum 1mg/
kg/dose) when enteral feeds
initiated

Enalapril†,‡ (starting dose
0.05 mg/kg/dose) every
12 hours

If inotropes are weaned, discontinue
milrinone and initiate ACEi.

Lisinopril (0.1 mg/kg/24 hours) single
dose

Anticoagulation Warfarin 0.5 mg orally every
evening (INR target 1.5–2.0)

Aspirin: POD 0 Heparin: Postoperative hour 6 (15U/
kg/hour) if no bleeding. Stop POD 1 if
no bleed

Not specified due to change in sur-
geons and their preferences for
warfarin versus aspirin for fenes-
trated Fontans.

Suppository (5 mg/kg) rounded to
nearest 20 mg.

Enoxaparin (1 mg/kg/24 hours). Stop
at discharge

POD 1–5 transition to oral until
INR> 1.5. Stop at discharge.

Aspirin: 5 mg/kg/day PO initiated at
discharge

Heparin: POD 0–1 drip at 20U/kg/hour
when no signs of excessive clinical
bleeding.

POD 2–3 drip held for 4 hours for intra-
cardiac line removal, restarted after.

POD 4–5 drip continued for 48 hours
after initiation of Warfarin and if
INR< 1.5.

Warfarin: POD 2–3 initiated after intra-
cardiac line removal. Consider 0.2 mg/
kg × 2 doses then decreased to
0.1 mg/kg × 2 doses then decreased
to 0.1 mg/kg. Goal: INR 2–3 but may
discharge if INR> 1.5. Follow-up in
anticoagulation clinic.
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Diet Low-fat diet* consisting of
30% daily calories from fat

Clear liquids POD 1 Low-fat diet Low-fat diet 30% daily calories
from fat

Low-fat diet to continue 2 weeks
after chest tube removal or 6 weeks
if chylous drainage

Advance to low-fat diet for
6 weeks (30% daily kcal from
fat)

Continue for 6 weeks if chylous output If chest tube drainage >7 days, fat is
withdrawn from diet except medium-
chain triglycerides. Oral feeding
ceasedþ TPN if drainage is continued

Fluids Restriction: 80% maintenance Restriction: 80% maintenance POD 0 – 50% maintenance Restriction: 80% daily fluid require-
ment

Restriction: 80% maintenance (lib-
eralise to 100% maintenance
48 hours before discharge), Free
water restriction max 6 oz. per day
(liberalise to 12 oz on discharge)

POD 1 – 50% maintenance until
adequate oral intake. restriction: 80%
maintenance

Water restriction to be removed at
first postoperative follow-up.

POD 2 – until chest tube removal
restriction: 80% maintenance

Oxygen Minimum 0.5 L 100% oxygen
via nasal cannula regardless
of systemic saturation

Minimum 0.5 L 100% oxygen via
nasal cannula until all chest
tubes removed

Minimum 0.5 L 100% Oxygen regard-
less of oxygen saturation, until chest
tube removal

0.5 L/minute nasal oxygen supply until
drain removal

Minimum 0.5 L oxygen via nasal
cannula continuously until removal
of chest tubes

Other Chest tubes are removed
when drainage decreased to
<2 ml/kg/24 hours

Chest tubes are removed when Extubate in operating room if pos-
sible.

Sildenafil: (3 mg/kg/day) PO, three
doses

Central Venous Access: PICC line in
Interventional Radiology POD1–3
for medication administration and
laboratory draws

End point of protocol was
chest tube removal

(1) Patient demonstrates ability
to take a low-fat diet

Coag labs: Chest tubes removed when drainage
<2 ml/kg/24 hours.

Excessive chest tube output >250–
300 ml/24 hours after POD 3 or
20 ml/kg/24 hours:

(2) Patient meets minimal
chest tube output criteria
(<2 ml/kg/24 hours)

(1) POD 0 – AT3 level check at least
daily and replaced if necessary.
Goal: AT3> 0.9U/ml. Heparin level
is drawn 12 hours after initiation

Catheter angiography used to detect
and correct residual pathologies if
need for ongoing drainage >14 days
or if need for transcatheter fenestra-
tion in the case of high Fontan pres-
sure without residual pathology

(1) Consider labs minimum biweekly

(2) POD 1 – chest tube removal AT3
replaced as necessary, Heparin
level daily whilst on Heparin

(2) Consider liberalisation of 80%
fluid restriction with cardiology
and surgeon input before initia-
tion.

Outcomes (1) Reduced hospital LOS (1) Reduced chest tube drainage (1) Reduced chest tube drainage (1) Reduced chest tube drainage (1) Reduced hospital LOS without
increase in readmissions

(2) Reduced duration of
chest tube drainage

(2) Reduced incidence of
prolonged drainage
(>1 week)

(2) Reduced chest drain duration (2) Reduced drain duration

(3) Reduced need for pleural
sclerosis

(3) Reduced readmission with
effusions

(3) Reduced ICU LOS (3) Reduced need for prolonged
drainage

(4) Reduced need for NBM/TPN
to control effusions

(4) Reduced hospital LOS (4) Reduced hospital LOS

(5) Reduced hospital LOS

ACEi= Angiotensin-converting enzyme inhibitor; AT3= Antithrombin 3; ICU= Intensive care unit; IV= Intravenous; LOS= Length of stay; PICC= peripherally inserted central catheter; PO= Per oral; POD= Postoperative day; TPN= Total parenteral nutrition;
LOS= Length of stay.
*Duration and discharge regimen not specified.
†Oral medications continued as outpatient for 2 weeks and weaned as per patient’s cardiologist.
‡Titration based on patient tolerance and echocardiogram findings of systemic atrioventricular valve regurgitation.
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of stay (LOS).25–27 It is also associated with improved haemody-
namics such as improved mean arterial pressure (MAP),26,27

reduced mean pulmonary arterial pressure (mPAP) and
increased CO,28 lower inotrope scores,26 lower fluid balance,
and less fluid administration,26,27 and shorter duration of
mechanical ventilation and chest tube duration with no adverse
effects on morbidity and mortality.25,26,27 Pain relief, whilst
important for recovery, can affect ventilation. Use of excessive
opioids should especially be avoided in Fontan patients due to
the potential for respiratory depression, which may worsen CO
due to reduced venous return and pulmonary blood flow.

Circulation
After the Fontan procedure, the patients are at risk of Low Cardiac
Output Syndrome (LCOS). This may be due to multiple factors such
as CPB, inadequate preload, elevated PVR, increased afterload,
arrhythmias, thrombosis or obstruction in the systemic veins, or ven-
tricular diastolic/systolic failure.

Simple, conservative measures to improve CO should be
implemented such as elevating the head of the bed, bending
the knees, and strict fluid management to ensure adequate central
venous pressure and venous return. Medical management
includes inodilators; agents that increase ventricular contractility
and reduce afterload. Both dobutamine and milrinone are shown
to be equally effective in reducing the risk of LCOS; however, evi-
dence suggests milrinone has greater efficacy in afterload
reduction.29

Whilst inotropes are useful postoperatively, they will not
increase CO to the same level as biventricular patients, as the main
determinant of CO in the Fontan circulation is the level of PVR,
not ventricular contractility.30 Optimising perfusion pressure
instead of focusing onmaximising CO, by favouring low-dose dop-
amine agonists and lusitropic agents (milrinone) has been shown
to improve mortality and reduce ventilation times in paediatric
cardiac surgery patients.31 Fenestration improves CO at times of
high PVR by allowing diversion of blood from the “bottle-neck”
of the circuit to the heart.30 More research into short-term benefits
of fenestration is needed as whilst it also reduces PAP and reduces
the risk of PPE, a recent meta-analysis suggests no significant
difference in intrahospital mortality and LOS compared to non-
fenestrated patients.32

Although ACE inhibitors are used in some postoperative man-
agement algorithms, there is insufficient evidence supporting their
use in Fontan patients with normal ventricular function in both the
short and long-term.33

Pulmonary vascular resistance
Alongside milrinone, patients with high pulmonary pressures can
be given inhaled Nitric Oxide (iNO), a pulmonary vasodilator.34

Further investigation is warranted into the use of iNO with
high-flow nasal oxygen therapy, as evidence shows this may reduce
the duration of postoperative intubation, pleural draining,
and LOS.35

Sildenafil, a PDE-5 inhibitor and Ambrisentan, a hepatically
metabolised endothelin receptor antagonist, can also be used post-
operatively to dilate the pulmonary vasculature. Small trials have
shown improved haemodynamics, lower use of inotropes, and
reduced intubation times with Sildenafil use post-Fontan pro-
cedure.36,37 Similarly, Ambrisentan administration lowers B-type
natriuretic peptide (BNP) levels, Fontan pressures, and PVR.38

Arrhythmias and thrombus formation
Whilst postoperative arrhythmias can occur after the Fontan pro-
cedure, novel surgical techniques that avoid handling and scarring
of the atria reduce this risk. Early postoperatively, atrioventricular
(AV) valve regurgitation is a predictor for arrhythmia and after 2
weeks postoperatively, older age at Fontan and highmPAP become
predictors.39 Predictors for late arrhythmia include atriopulmo-
nary Fontan or advanced age at operation.40 Management includes
pacing and anti-arrhythmicmedications; however, the proarrhyth-
mic effect of 1C anti-arrhythmics and amiodarone-induced thyro-
toxicity should be carefully considered when prescribing these
medications in Fontan patients.41 For patients with recurrent atrial
arrhythmia, first catheter ablation, and then conversion surgery
should be attempted. Up to 25% of Fontan patients require epicar-
dial pacing to manage late arrhythmias.40

Thrombosis risk is highest immediately after Fontan, with
prolonged central venous line use, uncontrolled warfarin prophy-
laxis, and lower fraction of inspired oxygen (FiO2) after the pro-
cedure all increasing risk.42 Thrombosis risk is ongoing after
discharge with venous thromboembolism incidence reported as
high as 22% at 2 years post-Fontan procedure.43 Because of this,
thromboprophylaxis with warfarin or aspirin is continued long-
term, with a meta-analysis showing little difference in efficacy
between the two (9 and 8.6%, respectively, versus 18% in non-anti-
coagulated Fontan patients).44 Further evidence is needed to evalu-
ate the use of direct oral anticoagulants in Fontan patients.

Pleural effusions and chylothorax
Postoperative development of pleural effusions and chylothorax is
a result of increased capillary permeability after CPB, systemic
venous hypertension, prolonged mechanical ventilation, and alter-
ations in fluid and electrolyte balance hormones. Intraoperative
trauma to the thoracic duct and lymphatics can also contribute.
Both can be diagnosed with a plain chest radiograph and pleurod-
esis with laboratory analysis. Management involves drainage, usu-
ally via an intercostal tube and drain, and control of fluid overload
with diuretics.16,45 In patients with chylothorax with minimal
drainage, conservative management with a low-fat diet and failing
this, total parenteral nutrition and somatostatin analogues may be
effective. Failure to resolve, or excessive drainage, may require sur-
gical intervention.46

Acute kidney injury
Risk factors for AKI after the Fontan procedure include preopera-
tive AV valve regurgitation greater than mild, preoperative PVR,
bypass time, renal perfusion pressure (RPP), and peak inotrope
score on postoperative day 0.47 Lower RPP is associated with a
higher risk for stage 2/3 injury.24 Management of AKI after
paediatric cardiac surgery involves maintaining CO, avoiding
potassium-based fluids and nephrotoxic drugs, maintaining fluid
balance and serum electrolytes, and ensuring adequate nutrition.48

Renal replacement therapy (RRT) can be used if patients continue
to experience worsening kidney function.49

Long-term outcomes and management

Survival outcomes

Today, short-term survival after the Fontan procedure is reported
to be as high as 98%.50 Medium-term outcomes are also promising,
with transplant-free survival rates as high as 95% at 5 years.50 The
estimated survival for a Fontan patient operated on today is as high
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as 85% at 30 years.1,51 Complications that significantly increase
mortality include arrhythmia, protein-losing enteropathy (PLE),
and venous thromboembolism.1 A summary of long-term compli-
cations, recommended surveillance measures for early detection,
and methods of management are summarised in Table 3.

Fontan circulation failure

Symptoms of heart failure are reported in up to 40% of adults with
a Fontan circulation.52 There are two forms of heart failure seen; the
typical ventricular pump dysfunction and the physiological conse-
quence of a chronically reduced CO paired with persistently elevated
systemic venous pressures. Heart failure signs and symptoms are a
major cause of admissions in Fontan circulation patients.1 BNP,
cardiopulmonary exercise testing and echocardiography may be used
to track significant changes indicating Fontan failure.53

Initial management of Fontan failure involves comprehensive
imaging, including the use of transthoracic echocardiography
and CMR. This is particularly to rule out the presence of an
obstruction, which would be managed by cardiac catheterisation.54

Other management options include diuresis to lower filling pres-
sures and alleviate symptoms. Standard heart failure management
such as ACE inhibitors are commonly used in Fontan patients:
however, their benefit requires further investigation.55 There is
limited evidence supporting cardiac resynchronisation therapy,
which is shown to have mixed results.56

As a bridge to transplantation for failing Fontan patients, both
fenestration creation and mechanical circulatory support can be

utilised. Transplantation is often the last resort for the failing
Fontan resistant to other forms of management.57 Early transplant
referral is beneficial for improving survival. Alongside transplant
scarcity, there are no clear guidelines on transplant suitability
for Fontan patients, particularly regarding the preferred timing,
indications, and contraindications. Additionally, Fontan trans-
plant candidates are more likely to be listed at the lowest urgency
status compared to non-congenital heart disease candidates and
have a higher cardiovascular mortality when waiting for a trans-
plant.58 Evidence suggests better survival outcomes in paediatric
Fontan transplant recipients, with paediatric 1-year survival after
transplant as high as 89% compared to 65% in adults.59,60 Other
last-resort options include ventricular assist devices,61 with
Fontan-specific devices being a promising field for future manage-
ment of Fontan patients.

Fontan-associated liver disease

Patients with a Fontan circulation have increased risk for Fontan-
associated liver disease (FALD) due to physiological consequences
of a Fontan circulation, such as elevated systemic venous pressures
causing hepatic congestion and reduced CO causing hepatic hypo-
perfusion. Incidence of severe liver fibrosis on liver biopsy is as
high as 68% in post-Fontan patients.62 Surveillance of Fontan
patients for FALD should occur around 10 years after surgery;
however, the methods of this surveillance are contraversial.
Recent evidence suggests that liver enzymes are rarely elevated
in stable FALD and that ultrasound may fail to detect smaller

Table 3. The surveillance and management of late complications of a Fontan circulation

Long-term Fontan complication Surveillance method to allow early detection Management

Arrhythmia ECG surveillance at yearly clinical review Anti-arrhythmic medications (caution with type 1C
anti-arrhythmics and amiodarone)

Holter monitoring or implantable loop recorders
once every 5 years after Fontan procedure, or yearly
if there is clinical concern of arrhythmia.

Catheter ablation

Conversion surgery (if atriopulmonary type)

Venous thromboembolism Regular LFT and coagulation screen biochemistry at
yearly clinical review

Anticoagulation therapy of warfarin or aspirin

NOACs are likely a suitable alternative (but limited evidence)

Fontan circulation failure Cardiopulmonary exercise tests every 3 years, at
transition periods, or if there is clinical concern

Diuretics, ACE inhibitors, β-blockers

BNP monitoring at yearly clinical review Bridges to transplantation:
• Fenestration creation
• Mechanical circulatory support

Transthoracic echocardiography at yearly clinical
review

Cardiac transplantation

CMR every 3 years from age they can withstand
procedure without anaesthesia

Fontan-specific ventricular assist devices

Fontan-associated liver disease Two-pass liver biopsy commencing 10 years post-
Fontan

Combined heart and liver transplantation

Protein-losing enteropathy Albumin levels monitored at yearly clinical review High-protein and low-fat diet

Medical: Diuretics, Budesonide, Spironolactone, Octreotide

Surgical: Atrial level fenestration, selective embolisation of
lymphatic vessels

Plastic bronchitis Pulse oximetry monitored at yearly clinical review Chest physiotherapy

Oxygen therapy

Medical: Pulmonary vasodilators, diuretics, bronchodilators

Surgical: Selective embolisation of lymphatic vessels

BNP= B-natriuretic peptide; CMR= Cardiac magnetic resonance; ECG= Electrocardiogram; LFT= Liver function tests; NOAC= Novel oral anticoagulants.
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lesions due to the heterogenous parenchyma in a Fontan liver.
Consequently, cross-sectional imaging is increasingly used for liver
lesion screening with liver biopsy and elastography included in
assessment.63

Recommendations to prevent liver complications include
avoidance of hepatotoxins including alcohol, amiodarone, and
obesity. There is limited evidence suggesting heart transplant
alone may stabilise FALD.63 Combined heart and liver transplan-
tation (CHLT) is a rare procedure with promising supporting evi-
dence. Both Mayo Clinic and the University of Pennsylvania have
recently compared their experiences of heart transplantation and
CHLT in Fontan patients; both groups found similar survival
rates, but increased rates of acute rejection in the heart transplan-
tation alone cohort.64,65 Thus, Fontan patients with a failing
Fontan circulation and evidence of FALD should be considered
for CHLT, which may be more beneficial than heart transplanta-
tion alone.63

Protein-losing enteropathy

Protein-losing enteropathy (PLE) is a significant complication of
Fontan palliation, occurring in up to 12% of Fontan patients.
PLE is a loss of lymphatic fluid into the gastrointestinal tract as
a consequence of chronically increased systemic venous pressures
paired with inflammation of the gastrointestinal tract. This causes
loss of high-protein lymph rich fluid, resulting in hypoalbuminae-
mia.1 PLE presents with symptoms of diarrhoea, peripheral
oedema, ascites, and growth failure. It usually presents in the
first 10 years after the Fontan procedure. The gold standard for
diagnosis is 24-hour stool collection with measurement of elevated
α1 anti-trypsin levels. Routine surveillance including serum albu-
min levels can improve early detection of PLE.66 Conserva-

tive management for PLE involves dietary changes such as a
high-protein and low-fat diet. However, most evidence suggests
that dietary manipulation alone does not alleviate symptoms.67

Medical management involves diuretics to decrease fluid overload
and corticosteroid treatment with budesonide, with some centres
utilising spironolactone and octreotide. Finally, a surgical inter-
vention used to alleviate PLE symptoms includes atrial level
fenestration,68 which can be performed transcatheter. A novel
catheterisation based technique involving the selective emboli-
sation of gastrointestinal lymphatic vessels appears promising
in a small number of cases; further evidence is needed to clarify
its use in PLE management.69

Plastic bronchitis

Plastic bronchitis (PB) is another presentation of Fontan failure,
which usually occurs within the first few years after the operation
in up to 5% of Fontan patients.1,70 Both PB and PLE have a similar
aetiology, as PB is caused by lymphatic and bronchial communi-
cations leaking lymphatic fluid into the pulmonary system.71

Patients present with casts in the pulmonary bronchi comprised
of inflammatory debris. Presenting symptoms include breathless-
ness and coughing fits, often associated with hypoxia.1,72

Accordingly, routine surveillance of oxygen saturations may pro-
mote early detection.66

Management of PB is aimed to improve symptoms and airway
clearance. Oxygen provision, inhaled tissue plasminogen activator,
pulmonary vasodilators, diuretics, and bronchodilators can be use-
ful pharmacological agents to alleviate symptoms in Fontan
patients. Intensive chest physiotherapy is also beneficial.72

Similar to PLE, embolisation of the lymphatic system is a promis-
ing management option.71

Table 4. List of abbreviations

Acute kidney injury (AKI) Intravenous (IV)

Angiotensin-converting enzyme inhibitor (ACEi) Length of stay (LOS)

Atrioventricular (AV) Low cardiac output syndrome (LCOS)

B-type natriuretic peptide (BNP) Mean arterial pressure (MAP)

Blalock–Taussig (BT) Mean pulmonary arterial pressure (mPAP)

Cardiac catheterisation (CC) Non-steroidal anti-inflammatory drugs (NSAIDs)

Cardiac magnetic resonance (CMR) Novel oral anticoagulants (NOAC)

Cardiac output (CO) Peripherally inserted central catheter (PICC)

Cardiopulmonary bypass (CPB) Phosphodiesterase type 5 (PDE-5)

Combined heart and liver transplantation (CHLT) Plastic bronchitis (PB)

Computed tomography (CT) Prolonged pleural effusions (PPE)

Echocardiogram (ECHO) Protein-losing enteropathy (PLE)

Extracardiac total cavopulmonary connection (ECC) Pulmonary vascular resistance (PVR)

Fontan-associated liver disease (FALD) Renal perfusion pressure (RPP)

Fraction of inspired oxygen (FiO2) Renal replacement therapy (RRT)

Inferior vena cava (IVC) Superior vena cava (SVC)

Inhaled Nitric oxide (iNO) Total cavopulmonary connection (TCPC)

Intensive Care Unit (ICU) Transpulmonary gradient (TPG)

782 M. Al-Shawk et al.

https://doi.org/10.1017/S1047951120004618 Published online by Cambridge University Press

https://doi.org/10.1017/S1047951120004618


Medications used in Fontan patients

The majority of Fontan patients take two or more medications
long-term. Commonly utilised medications include antithrom-
botic agents, ACE inhibitors, cardiac glycosides, and diuretics.
However, there is significant variation in medication use in
Fontan patients across different centres.55 Furthermore, there
is limited evidence on the effectiveness of these medical thera-
pies in Fontan patients.

ACE inhibitors and β-blockers are sometimes used in Fontan
patients but lack supporting evidence.55 Evidence has shown no
benefit in Fontan patients using enalapril; a recent review con-
cluded that ACE inhibitors were overprescribed in Fontan patients
with limited rationale.73,74 Additionally, a large multicentre study
with a small subset of patients with functionally single ventricle cir-
culations found no benefit with carvedilol use.75

Hepatotoxic agents such as amiodarone, high dose acetamino-
phen, NSAIDs, and certain antibiotics should be avoided in Fontan
patients (see Table 4 for abbreviations).63 Risk-benefit assessment
before use of nephrotoxic medications such as ACE inhibitors and
diuretics is beneficial, due to the association of a Fontan circulation
with increased risk of long-term kidney dysfunction.76 For female
patients, the use of oestrogen-based contraceptives should be
avoided due to the increased risk of venous thromboembolism.
Progesterone only hormonal contraceptives or barrier methods
are a safer alternative.77

Quality of life

The quality of life of Fontan patients is complicated by the inter-
play of physical, psychological, and social challenges. According to
a recent meta-analysis, the health-related quality of life of a Fontan
patient is lower than the general population.78 Both the functional
limitations of a Fontan circulation and the psychological impact of
patients anticipating Fontan failure are contributors. Older age at
Fontan procedure may lead to worse psychological outcomes.78

More evidence assessing health-related quality of life in older
Fontan patients and exploring moderating factors and variables
is essential.

Conclusion

Outcomes for Fontan circulation patients have improved drasti-
cally since the operation was first pioneered, partly due to advance-
ments in preoperative assessment, postoperative protocols, and
long-term management. The long-term management of the
Fontan patient involves the prevention and treatment of late com-
plications such as Fontan circulation failure, PLE, PB, and FALD.
The definitive management for late complications is transplanta-
tion; highlighting a need for improvements and standardisation in
post-Fontan transplantation criteria. Further evidence assessing
preoperative and postoperative protocols would be valuable for
standardising the perioperative management of Fontan patients.

Acknowledgements. None.

Financial support. This research received no specific grant from any funding
agency, commercial, or not-for-profit sectors.

Conflict of interest. None.

Ethical standards. This article does not contain any studies with human par-
ticipants or animals performed by any of the authors.

References

1. Rychik J, Atz AM, Celermajer DS, Deal BJ, et al. Evaluation and man-
agement of the child and adult with Fontan circulation: a scientific
statement from the American heart association. Circulation 2019;
140: E234–E284.

2. SunstromRE,Muralidaran A, Gerrah R, et al. A definedmanagement strat-
egy improves early outcomes after the Fontan procedure: The Portland pro-
tocol. Ann Thorac Surg 2015; 99: 148–155.

3. Nayak S, Booker PD. The Fontan circulation. Contin Educ Anaesthesia,
Crit Care Pain 2008; 8(1): 26–30.

4. BaumVC, De Souza DG, Cronin B,Maus TM. Chapter 8 - Adult congenital
heart disease in noncardiac surgery. In: Kaplan JA, Cronin B, Maus TM,
editors. Essentials of Cardiac Anesthesia for Noncardiac Surgery.
Elsevier; 2019. p. 165–195.

5. Backer CL, Deal BJ, Kaushal S, Russell HM, Tsao S, Mavroudis C.
Extracardiac versus intra-atrial lateral tunnel fontan: extracardiac is better.
Semin Thorac Cardiovasc Surg Pediatr Card Surg Annu 2011; 14(1): 4–10.

6. Choussat A, Fontan F, Besse P. Selection criteria for the Fontan procedure.
In: Anderson R, Shinebourne E (eds). Paediatric Cardiology. Churchill
Livingstone, Edinburgh, Scotland, 1977: 559–666.

7. Stern HJ. Fontan “Ten commandments” revisited and revised. Pediatr
Cardiol 2010; 31: 1131–1134.

8. Ait-Ali L, DeMarchi D, Lombardi M, et al. The role of cardiovascular mag-
netic resonance in candidates for Fontan operation: proposal of a new
Algorithm. J Cardiovasc Magn Reson 2011; 13: 69.

9. Mohammad Nijres B, Murphy JJ, Diab K, Awad S, Abdulla R. Routine car-
diac catheterization prior to Fontan operation: is it a necessity? Pediatr
Cardiol 2018; 39: 818–823.

10. Kleinerman RA. Cancer risks following diagnostic and therapeutic radia-
tion exposure in children. Pediatr Radiol 2006; 36: 121–125.

11. Brown DW, Gauvreau K, Powell AJ, et al. Cardiac magnetic resonance ver-
sus routine cardiac catheterization before bidirectional Glenn anastomosis:
long-term follow-up of a prospective randomized trial. J Thorac Cardiovasc
Surg 2013; 146: 1172–1178.

12. Schicchi N, Secinaro A, Muscogiuri G, et al. Multicenter review: role of cardio-
vascularmagnetic resonance in diagnostic evaluation, pre-procedural planning
and follow-up for patients with congenital heart disease. Radiol Medica 2016;
121: 342–351.

13. Fogel MA, Khiabani RH, Yoganathan A. Imaging for preintervention plan-
ning pre- and post-Fontan procedures. Circ Cardiovasc Imaging 2013; 6:
1092–1101.

14. Prakash A, Khan MA, Hardy R, Torres AJ, Chen JM, GersonyWM. A new
diagnostic algorithm for assessment of patients with single ventricle before
a Fontan operation. J Thorac Cardiovasc Surg 2009; 138: 917–923.

15. Jones MB. The Fontan procedure for single-ventricle physiology. Crit Care
Nurse 2018; 38: e1–e10.

16. Cava JR, Bevandic SM, Steltzer MM, Tweddell JS. A medical strategy to
reduce persistent chest tube drainage after the Fontan operation. Am J
Cardiol 2005; 96: 130–133.

17. Pike NA, Okuhara CA, Toyama J, Gross BP, Wells WJ, Starnes VA.
Reduced pleural drainage, length of stay, and readmissions using a modified
Fontan management protocol. J Thorac Cardiovasc Surg 2015; 150: 481–487.

18. Ergün S, Yıldız O, Ayyıldız P, et al. Parameters affecting pleural drainage
and management strategy after Fontan operation. J Card Surg 2020; 35:
1556–1562.

19. Lagergren SM, Jensen M, Beaven B, Goudar S. Clinical pathway for the
Fontan patient to standardise care and improve outcomes. Cardiol Young
2020; 30(9): 1247–1252.

20. Jaworski R, Kansy A, Dzierzanowska-Fangrat K,Maruszewski B. Antibiotic
prophylaxis in pediatric cardiac surgery: where are we and where do we go?
A systematic review. Surg Infect (Larchmt) 2019; 20: 253–260.

21. Ovroutski S, Sohn C, Barikbin P, et al. Analysis of the risk factors for early
failure after extracardiac Fontan operation. Ann Thorac Surg 2013; 95:
1409–1416.

22. Sasaki J, Dykes JC, Sosa LJ, et al. Risk factors for longer hospital stay fol-
lowing the Fontan operation. Pediatr Crit Care Med 2016; 17: 411–419.

Cardiology in the Young 783

https://doi.org/10.1017/S1047951120004618 Published online by Cambridge University Press

https://doi.org/10.1017/S1047951120004618


23. Ono M, Burri M, Balling G, et al. Predicted clinical factors associated with
the intensive care unit length of stay after total cavopulmonary connection.
J Thorac Cardiovasc Surg 2019; 157: 2005–2013.

24. Algaze CA, KothAM, Faberowski LW,Hanley FL, Krawczeski CD, Axelrod
DM. Acute kidney injury in patients undergoing the extracardiac Fontan
operation with and without the use of cardiopulmonary bypass. Pediatr
Crit Care Med 2017; 18: 34–43.

25. Alghamdi AA, Singh SK, Hamilton BCS, et al. Early extubation after pedi-
atric cardiac surgery: systematic review, meta-analysis, and evidence-based
recommendations. J Card Surg 2010; 25: 586–595.
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