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Background
• The impact of atrioventricular valve failure and
subaortic stenosis in patients with Fontan
circulation has been recognized, but there is a
paucity of information regarding semilunar
valve dysfunction.

• We sought to evaluate risk factors and
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• 12 (1%) pts had AVR after Fontan. None had
AVR before or during Fontan.

• Mean age at time of Fontan was 7.2 ± 6.7
years (median 4 years). AVR occurred from
14 days to 29 years following the Fontan
(mean 13.5 ± 8.7 years, median 17 years).

• Indication for AVR was moderate or severe
regurgitation in all

• Median survival after AVR was 7.3 years
• Mean age of the 7 living pts at time of review
was 33.4 ± 7.3 years

Conclusions
• The need for aortic or neo-aortic valve
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replacements (AVR) in pts with Fontan
circulation is a relatively rare issue, but
increasing survival of Fontan patients may
cause more patients to eventually require
intervention for AR.
Pts were not free from Fontan failure,
reoperation, or need for PPM.
Male sex, LV dominant morphology,
atriopulmonary (AP) Fontan connection, and
TGA should be further investigated as risk
factors for AVR in pts with Fontan circulation.

