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EDITORIAL COMMENT

Transcatheter Superior
Cavopulmonary Anastomosis
Interesting Technique, Limited Applicability*
Barry A. Love, MD
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(Qp/Qs) is about 2:1, meaning that there is twice as

reﬂect the views of the authors and do not necessarily represent the

much blood ﬂow going to the lungs as is going to the

views of JACC or the American College of Cardiology.
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body. Because there is only 1 ventricle doing the job,
that ventricle is seeing the entire volume (3).
At about 4 to 6 months of age, the infant with a
systemic-to-pulmonary artery shunt or pulmonary
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Transcatheter Glenn

F I G U R E 1 3 Staged Operations for Single Ventricle Physiology

A

Shunt

o2 Sat 80% Qp/Qs 2:1

B

C

Glenn

o2 Sat 80% Qp/Qs 0.5:1

Fontan

o2 Sat 95% Qp/Qs 1:1

(A) Shunted circulation after ﬁrst stage repair for hypoplastic left heart. (1) Modiﬁed Blalock-Taussig shunt between the right subclavian
artery and the pulmonary artery provides pulmonary blood ﬂow. (2) The atrial septum has been removed to allow for mixing of systemic and
pulmonary venous blood. The arterial saturation in a shunted circulation is w80% with a Qp/Qs of 2:1. (3) Oversewn pulmonary artery stump.
(4) Main pulmonary artery anastomosed to diminutive ascending aorta to create an unobstructed egress from the single ventricle. (B) After
the Glenn operation at w6 months of age, (1) the superior vena cava is disconnected from the right atrium and anastomosed to the cranial
end of the right pulmonary artery. (2) The arterial shunt is removed. After the Glenn, the arterial saturation is still w80%, but the Qp/Qs is
now w0.5:1. (C) At 2 to 5 years of age, the Fontan operation is performed. (1) The inferior vena cava is connected to the caudal aspect of the
pulmonary artery. All of the venous return is now directed passively to the pulmonary arteries. A small communication is often left in the
bafﬂe to allow some residual right-to-left mixing, which improves perioperative hemodynamics. This communication (fenestration) often
closes spontaneously or can be closed percutaneously some time later, increasing the systemic oxygen saturation to >95%.
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approach to that patient today would usually be to

Over the past 2 decades, there have been attempts

recommend the Glenn at age 6 months and the
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and secondary polycythemia, the patient they report
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technique is unlikely to have applicability much
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is an interesting report of a technique, the trans-

used in infants, as somatic growth would quickly

catheter Glenn procedure is not yet poised to have a

outgrow the implanted size of any stent. Although the

large effect in the ﬁeld of congenital heart disease.

authors rightly point out that the surgical Glenn is not
without complications, many of these complications
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