NEONATO COM ATRESIA
PULMONAR

DEVO COLOCAR STENT NO
CANAL OU CHAMAR O
CIRURGIAO PARA FAZER UM
BLALOCK?




AP com SIV integro

Raiz pulmonar menor do que o digmetro normal
Valva com fusdo dos folhetos

Graus variados de displasia

Hipoplasia varidvel do VD e VT

Associacdo frequente com fistula corondria e
sinusoides
Artérias pulmonares com tamanho usualmente normal

Fluxo pulmonar mantido pelo canal arterial



AP com SIV integro

Ventriculo Direito
?0% dos casos hipertrofia com cavidade pequena

45% dos casos com fistulas corondrio - cavitdria e
9% circulacdo corondria depedente do VD

Menos comum VD dilatado secunddrio a obstrucdo
de via de saida e regurgitagdo tricispide



AP com SV integro
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Hipoplasia severa do VD
com fistulas coronaria —
VD e auséncia de
infundibulo

Atresia valvar
membranosa com VD
desenvolvido




Pulmonary atresia with intact ventricular septum

Check in 6-18 mo

a. Has RV grown?
(TV size =2SD)

b. O, sat >70%
with B-T occluded

RV-PA I---YES ————— Two-ventricular
S -FA conn. repair (RVOT
Tripartite RV + B-T shunt regons(truction
— or + closure of
Bipartite RV Pulmonary BT shunt)
valvotomy
(surgical/laser) = Borderline — One-and-a-half-
) ventricular repai
Monopartite RV — B-T shunt  — (BDG + RVOT
(no sinusoids) or PDA stent reconstruction)
B-T shunt P BDG or e
Monopartite RV or PDA stent Hemi-Fontan il
(+ sinusoids) (sinusoid left (3-6 mo)
alone)
B-T shunt —
or PDA stent
+ TV closure

(= Starnes op)




Atresia Pulmonar com septo integro
—

71 VD tripartide de bom tamanho

Perfuragdo + valvotomia por baléo =» definitivo 35%
- Operacdo de BT
- Stent PCA



Atresia Pulmonar com CIV

CIV com dextroposi¢cdo da aorta

Extrema variagcdo anatomica do tronco e ramos
pulmonares

Vasculatura pulmonar nutrida por PCA ou colaterais
aorto - pulmonar



Tetralogy of Fallot with pulmonary atresia
(or pulmonary atresia and VSD)

1 Confluent PAs with:
+ Favorable PA anatomy * Single-stage repair
(True PAs providing most (VSD closure + RV-to-
PBF with O, sat >75%) unifocalized PA connection)

Central ——— RV-PA connection

: shunt + Unifocalization

* Hypoplastic PAs + VSD closure, later

RV-PA — Unifocalization — VSD closure
connection

'Nonconfluent PAs — RV-PA — Unifocalization — VSD closure
+ MAPCAs conduit (6-8 mm homograft)
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Complicacdes cirurgicas do BT

Relacionadas ao material ou técnica
“Kinking”

Trombose

Relacionadas a anatomia

Quilotorax

Lesdo de nervos frénico ou vago
Sequelas da cirurgia

Estenose de ramo pulmonar



Risk Factors tor Mortality and Morbidity Atter the

Neonatal Blalock-Taussig Shunt Procedure

Orlando Petrucci, MD, PhD, Sean M. O’Brien, PhD, Marshall L. Jacobs, MD,
Jeffrey P. Jacobs, MD, Peter B. Manning, MD, and Pirooz Eghtesady, MD, PhD

Division of Cardiac Surgery, Faculty of Medical Science, State University of Campinas, UNICAMP, Campinas, Sao Paulo, Brazil;
Duke Clinical Research Institute, Durham, North Carolina; Center for Pediatric and Congenital Heart Disease, Cleveland Clinic
Foundation, Cleveland, Ohio; The Congenital Heart Institute of Florida, University of South Florida, All Children’s Hospital and
Children’s Hospital of Tampa, Saint Petersburg, Florida; and The Heart Institute, Division of Cardiothoracic Surgery, Cincinnati
Children’s Hospital Medical Center and University of Cincinnati, Cincinnati, Ohio

A mortalidade e morbidade

Revisdo de 1273 casos de cirurgia neonatal
—mortalidade imediata = 7,2%

Fatores de risco para mortalidade
Peso < 3kg

AP com septo integro

Ann Thorac Surg 2011;92:642-52)



Stent no PCA

Alternativa a cirurgia de shunt sistémico — pulmonar

Relativo baixo risco
Critérios de exclusdo
Morfologia do canal — extrema tortuosidade

Estenose importante de ramo pulmonar



AP com CIV e PCA




Intervention in Patients with Critical Pulmonary Stenosis
in the Ductal Stenting Era

lker Kemal Yucel' - Mustafa Orhan Bulut' *+ Mehmet Kucuk' * Sevket Balli' -
Ahmet Celebi’

55 recém nascidos com EPV critica submetidos a
valvuloplastia por baldo

20 (38%) necessitaram aumento de fluxo pulmonar
pds valvuloplastia = stent no canal

Excelente resultado imediato

Pediatr Cardiol (2016) 37:1037-1045
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Stent no PCA




Modified Blalock-Taussig shunt versus ductal stenting for palliation
of cardiac lesions with inadequate pulmonary blood flow

David Michael McMullan, MD,” Lester Cal Permut, MD,” Thomas Kenny Jones, MD,"
Troy Alan Johnston, MD,h and Agustin Eduardo Rubio, MD"

Estudo retrospectivo

TABLE 2. Comparison of endpoint variables stratified by group

H mBTS Ds P
BT em 42 pQCIenTeS Variable in=42) in=13) value
H 30-d Survival 08 92 371
Stent em ] 3 qu|enteS Overall survival 28 83 742
Follow-up period (d) 196 (1-365) 121 (5-365) 347
Procedural complications 3N 0 1000
Interval ipsilateral/juxtaductal 11 (26) 3(25) 1.000
reintervention

Interval to ipsilateral/juxtaductal 14 (1-121) 69 (4-146) .287

reintervention (d)
Contralateral and/or distal intervention 3N 0 1000
Ipsilateral or juxtaductal intervention 6(22) 1 (17 A58

at staged palliation or repair

Data presented as %, median (range), or n {%). mEBTS, Modified Blalock-Taussig
systemic-to-pulmonary shunt: DS, ductal stenting.

J Thorac Cardiovasc Surg 2014;147:397-403
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