
Central (garland)
aortopulmonary shunt

A 24-year-old woman, with unoperated tetralogy of Fallot, pre-
sented with refractory cyanosis and was listed for emergency
palliative shunt surgery. Preoperative cardiac catheterisation or
CT angiography could not be performed. The size of the pul-
monary artery (PA) appeared borderline on echocardiographic
assessment. A central shunt, connecting the ascending aorta to
the main PA, was created using a 6 mm polytetrafluoroethylene
(PTFE) prosthesis. The central shunt was chosen because it was
an emergency procedure, the sizes of the left and right PAs
(LPA, RPA) were borderline, and there were multiple collaterals
from the subclavian artery. The patient’s condition stabilised
and she was discharged with a plan for corrective surgery on
follow-up. At 6 months post-surgery, she was asymptomatic with
an arterial oxygen saturation of 80% at room air. Cardiac aus-
cultation revealed a continuous murmur suggestive of a patent
shunt. Preoperative catheterisation demonstrated a patent
garland shaped central shunt (figure 1A, B and online supple-
mentary video 1), with the LPA being smaller than the RPA.

The advantages of a central shunt include simultaneous
growth of both the RPA and LPA,1 minimal iatrogenic branch
PA distortion, reduced incidence of PA stenosis, lower occlusion
rates, and ease of closure during corrective surgery.2

Disadvantages include risk of over-shunting with development

of pulmonary arterial hypertension (PAH) and injury to the
shunt during sternotomy. Increasing the length of the shunt (as
in our case, figure 1) prevents over-shunting/development of
PAH by increasing the resistance to blood flow.
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Figure 1 (A) Aortic root angiogram demonstrating a patent central shunt connecting the ascending aorta to the main pulmonary artery and
simultaneous filling of both pulmonary arteries. (B) The garland shaped central shunt is shown. LPA, left pulmonary artery; RPA, right pulmonary
artery.
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