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Questions 

• Do we have a good indication? 

• What are we trying to achieve?

• Do we have the expertise? 

• What is the best approach? 

• What patient specific factors need to be considered? 



Well Indicated

Well Executed 

Well Indicated

Poorly Executed

Poorly Indicated

Well Executed 

Poorly Indicated

Poorly Executed 

4 Types of Interventions



Decision Making



•Heuristics 
 unconscious routines we use to 

enable us to cope with the 
complexity inherent in decision 
making

• Pattern Recognition on 
Angiography 

• Countered by Systematic 
Disciplined Approach 

•Biases
• Recommendations for Procedure 

• Timing 

• Borderline Indications 

• Emergency Situations 
• Systems 1 Thinking 
• Systems 2 Thinking 

• Simulation 
Pediatr Cardiol (2018) 39:160–167

Pediatr Cardiol (2018) 39:1281–1289

Cognitive Traps in Decision Making 



The greatest threats to complex systems are the result of human 

rather than technical failures.



Indications 



Indications 

(Circulation. 2011;123:2607-2652.)



RVOT Stenting Indications
General Indications

• General considerations: 

Indications that should strongly be considered:

High-risk symptomatic infants requiring pulmonary blood blow augmentation in the setting of tetralogy of Fallot or variants of RVOTO with 

VSD. 

Indications that may be considered:

Standard risk symptomatic infants with tetralogy of Fallot or variants of RVOTO with VSD. 

Standard risk asymptomatic infants with tetralogy of Fallot or variants of RVOTO with VSD with severe branch pulmonary stenosis (pulmonary 

artery z-score < -3)

Procedure specific considerations:

A transcatheter approach should be strongly considered:

In high-risk infants who are poor candidates for either primary repair or surgical systemic to pulmonary    shunting following discussion in a 

multidisciplinary team setting in conjunction with cardiothoracic surgery. 

Age specific considerations 

• In infants <2kgs, a hybrid transventricular approach to RVOT stenting maybe considered.

Regional considerations

• Transcatheter therapy could be considered in patients in resource limited environments where access to surgical therapy may not be available. 

Potential harm or lack of benefit

• Asymptomatic infants with tetralogy of Fallot or variants

Malposed great arteries with mitral-pulmonary continuity 

Coronary artery compression 



What Are We Trying to Achieve? 

• Secure acceptable pulmonary 
blood flow

• Lowest possible 30 Day Mortality 

• Branch pulmonary artery growth 

• Low Reintervention Rates

• Preservation of native pulmonary 
valve 

• Minimal PA Distortion 

• Healthcare Costs/Resources?

• Longer-term Goals
• Longest Event/Symptom Free 

survival
• Least possible number of Re-

interventions 



Lifetime Management 



Circulation. 2008;117:363-370. 



Do We Have the Expertise? 







What Is the Best Approach? 

(J Am Coll Cardiol 2021;77:1093–106) 



(Ann Thorac Surg 2023;115:1463-9) 



Heart. 2018 Nov;104(22):1864-1870



Heart 2017;103:1985–1991. 



RVOT Stent 

Catheter Cardiovasc Interv. 2021 Aug 1;98(2):E275-E281.



6x20mm F418

Catheter Cardiovasc Interv. 2021 Aug 1;98(2):E275-E281.



Final Result 

Catheter Cardiovasc Interv. 2021 Aug 1;98(2):E275-E281.







PDA Stent 



Axillary Approach 



Stent Deployment 



Result



Anterograde Flow and PDA – Which 
Approach?



PDA Stenting



Patient Specific Factors



MAPCA’s – Grow Native PA’s



More MAPCA’s



RVOT Stent to Promote PA Growth 



Patient Specific Factors 

(J Am Coll Cardiol Case Rep 2024;29:102318) 



? ARCAPA

(J Am Coll Cardiol Case Rep 2024;29:102318) 



Central Sunt 

(J Am Coll Cardiol Case Rep 2024;29:102318) 





No PDA and No RVOTO 



Hybrid Approach 



Proximity to Ao and PA Origins



Result and Follow-Up



Final Result 



Catheter Cardiovasc Interv. 2020;96:1434–1438. 
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In Conclusion….

• Staged Repair in symptomatic infants…Indication!

• Intervention as primary approach

• RVOT stent preferable 

• Patient specific factors – Collaborate!

• Avoid Myopic Thinking




	Slide 1:  PDA and RVOT Stenting: Who Needs an AP Shunt? 
	Slide 2: Disclosures 
	Slide 3
	Slide 4
	Slide 5:  PDA and RVOT Stenting (in symptomatic neonates): Who Needs an AP Shunt? (nearly everyone and perhaps no-one)
	Slide 6: Questions 
	Slide 7
	Slide 8: Decision Making
	Slide 9: Cognitive Traps in Decision Making 
	Slide 10
	Slide 11
	Slide 12: Indications 
	Slide 13: RVOT Stenting Indications
	Slide 14: What Are We Trying to Achieve? 
	Slide 15: Lifetime Management 
	Slide 16
	Slide 17: Do We Have the Expertise? 
	Slide 18
	Slide 19
	Slide 20: What Is the Best Approach? 
	Slide 21
	Slide 22
	Slide 23
	Slide 24: RVOT Stent 
	Slide 25: 6x20mm F418
	Slide 26: Final Result 
	Slide 27
	Slide 28
	Slide 29: PDA Stent 
	Slide 30: Axillary Approach 
	Slide 31: Stent Deployment 
	Slide 32: Result
	Slide 33: Anterograde Flow and PDA – Which Approach?
	Slide 34: PDA Stenting
	Slide 35: Patient Specific Factors
	Slide 36: MAPCA’s – Grow Native PA’s
	Slide 37: More MAPCA’s
	Slide 38: RVOT Stent to Promote PA Growth 
	Slide 39: Patient Specific Factors 
	Slide 40: ? ARCAPA
	Slide 41: Central Sunt 
	Slide 42
	Slide 43: No PDA and No RVOTO 
	Slide 44: Hybrid Approach 
	Slide 45: Proximity to Ao and PA Origins
	Slide 46: Result and Follow-Up
	Slide 47: Final Result 
	Slide 48
	Slide 49: < 2 Kgs
	Slide 50: In Conclusion….
	Slide 51

