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Chapter 9

Despite improvement in survival, Fontan patients still have an increased risk of 
morbidity and mortality (1, 2). However, a clear therapeutic strategy to improve 
Fontan circulation and prevent Fontan failure is still lacking. While many centres 
have focused their therapy on treating or preventing ventricular dysfunction using 
angiotensin converting enzyme (ACE) inhibitors, evidence of their efficacy in these 
patients is still lacking (3, 4). Accordingly, in this thesis, we studied the effects of ACE 
inhibition on various cardiovascular and hemodynamic properties of the Fontan 
circulation of paediatric patients. In addition, to further elucidate the effectiveness 
of ACE inhibition in Fontan patients and understand the pathophysiology of Fontan 
failure, we also studied the haemodynamics of the Fontan circulation of paediatric 
patients. Different pathophysiological mechanisms may influence the Fontan 
circulation negatively, such as systolic and diastolic ventricular dysfunction, reduced 
vascular compliance and autonomic failure. Since little is known about the normal 
development of autonomic function in healthy children, we studied both normal 
development of autonomic function as well as the autonomic function of paediatric 
Fontan patients. At last, in this thesis, the literature of plastic bronchitis, a severe 
complication of the Fontan circulation, was systematically reviewed to evaluate 
several aspects of plastic bronchitis in Fontan patients.

All different parts of this thesis with associated findings will be discussed below. 
First the results of cardiac autonomic function in healthy children and paediatric 
Fontan patients will be discussed. Thereafter, the results of evaluation of the 
Fontan circulation and effects of ACE inhibition are evaluated. At last, results of the 
systematic review of plastic bronchitis will be explicated.

Cardiac autonomic nervous activity

The autonomic nervous system (ANS), consisting of the parasympathetic- (PNS) and 
sympathetic nervous system (SNS), influences the circulation by regulating, e.g., 
blood pressure and heart rate. The interest in cardiac ANS activity has increased in 
recent years because of its relevance for cardiovascular disease and mortality (5). 
However, the normal development of cardiac ANS activity is still not fully understood. 
Therefore, in this thesis in chapter 3, we assessed the maturation of the cardiac 
PNS and SNS activity by measuring different non-invasive PNS activity parameters, 
i.e., respiratory sinus arrhythmia and two heart rate variability parameters, and a 
SNS activity parameter, i.e., pre-ejection period. For this study, cardiac PNS and SNS 
activity parameters from 5 different studies were combined, resulting in a multi-
cohort study of 4820 healthy subjects aged 0.5 to 20 years (6-10). Our study showed 
that PNS activity increased rapidly after birth, levelled off during middle childhood 
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(≈11 years), and then decreased into adolescence, while SNS activity showed a 
linear decrease from early childhood to late adolescence. Such patterns were highly 
compatible with previously performed studies (11-28). Furthermore, there was a 
difference in maturation between sexes with PNS activity peaking later in boys than 
in girls. This later peak in boys is likely due to differences in hormonal changes since 
girls are known to enter puberty earlier than boys. Although the maturational trends 
are clear there is a large interindividual variability in absolute ANS parameters. 
This interindividual variability can be caused by various factors including ethnicity, 
differences in development of stature, body composition and entering puberty, 
differences in loading conditions, heart size, sensitivity of the baroreflex and lung 
stretch reflexes and respiratory behaviours (frequency and tidal volume), adopted 
lifestyle patterns (smoking, dietary habits, and physical activity), and psychosocial 
stress exposures. Moreover, even experimental factors can impact absolute values, 
such as time of day, posture, previous physical activity, and even analytic strategy 
to quantify SNS and PNS cardiac activity. This may limit the usefulness of individual 
absolute parameters, although group comparisons can still be valuable.

In chapter 4, we compared absolute values of cardiac ANS activity of Fontan 
patients with healthy controls to get an interpretation of baseline values. While 
PNS activity was comparable between both groups, the pre-ejection period was 
increased in Fontan patients suggesting lower SNS activity. This is in contrast with 
previous studies in adult Fontan patients who showed an impaired autonomic 
function with decreased PNS- and increased SNS activity (29-31). However, caution 
is needed with interpretation of pre-ejection period in Fontan patients as it is 
known to be sensitive to preload and afterload effects, which are both known to 
be different in Fontan patients. Our findings suggest a preserved ANS function in 
young Fontan patients being treated in the present era. Future research should 
consider more invasive parameters to measure SNS activity, as no other good non-
invasive alternative exists. Since autonomic dysfunction has been described in adult 
Fontan patients and autonomic function may play a role in the deterioration of the 
Fontan circulation, it is interesting for future research to investigate the maturation 
of cardiac ANS activity in Fontan patients.

Evaluation of the Fontan circulation

Multiple pathophysiological mechanisms may impact the Fontan circulation. A 
combination of exercise stress testing and the use of acute fluid challenges, either 
fluid loading or fluid depletion may give more insight in these mechanisms.

9
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Exercise stress testing
During exercise stress testing an adequate increase in cardiac output is mandatory, 
being influenced by heart rate, preload, contractility, and afterload. In Fontan 
patients the exercise capacity is known to be impaired. As shown in chapter 4, the 
percentage of predicted exercise capacity can range from 54-72% in one cohort, 
differing on the parameter used, which is comparable with previous literature (32-
37).

The main limiting factor of Fontan circulation is the inability to augment venous 
return due to the lack of a ventricle for the pulmonary circulation. In our patient 
population, we observed an adequate increase in heart rate, i.e., a good chronotropic 
competence, while stroke volume was reduced at peak exercise. We found that 
decreased diastolic function, influencing preload, and increased arterial stiffness, 
influencing afterload, were correlated with decreased exercise performance. It is 
known that diastolic dysfunction and increased arterial stiffness are present in 
Fontan patients at an early age and that both may worsen over time and therefore 
may contribute to deterioration of exercise performance (38-42). In contrast to 
other studies systolic function, i.e., contractility, was not correlated with exercise 
performance in our study. This may be explained by the selection criteria of 
our study cohort, excluding patients with significant systolic dysfunction, (1). 
Although we investigated the relationship between exercise capacity and various 
cardiovascular parameters we did not study other parameters such as the impact 
of residual obstructions in the Fontan tunnel or pulmonary arteries or increased 
pulmonary vascular resistance that will lead to energy loss and reduced pulmonary 
blood flow (37, 43, 44).

Acute fluid challenges
While acute fluid challenges were previously performed more frequently in invasive 
(laboratory) studies, in recent decades it has also been performed non-invasively by 
means of passive leg raising, mimicking fluid loading, and head-up tilt table testing, 
reflecting acute fluid unloading.

Passive leg raising as a test to evaluate the hemodynamic response to an increase 
in preload has not been used in Fontan patients. Passive leg raising is a non-
invasive, reversible, and reliable test to predict volume responsiveness. In this 
thesis, in chapter 5, hemodynamic reaction to passive leg raising was studied 
in Fontan patients and healthy controls. Overall, the hemodynamic response of 
Fontan patients was similar to the response in healthy controls. Moreover, Fontan 
patients who did not respond with an increase in stroke volume were not more 
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negatively affected by passive leg raising than controls. However, in a previous 
catheterization study (45) an increase in preload was related to an increase in end-
diastolic pressure, decreasing the transpulmonary gradient and cardiac output in 
part of the patients. Since the response to an increase in preload may be affected 
by differences in loading conditions, this can explain the different results from our 
study as compared to literature.

Head-up tilt testing can be used to test the acute orthostatic stress response. A good 
reaction to orthostatic stress requires activation of the sympathetic nervous system 
and concurrent vagal withdrawal to increase heart rate, systemic vasoconstriction, 
and venous return to be able to maintain adequate blood pressure and cerebral 
blood flow (46, 47). Previous studies, mostly performed in adult Fontan patients, 
have shown differing results with overall an impaired cardiac ANS activity and 
decreased baroreflex sensitivity, resulting in a blunted autonomic response to 
orthostatic stress (30, 31, 45, 48). In contrast to these studies, in chapter 6, we 
showed that paediatric patients had a sufficient autonomic response during head-
up tilt testing while maintaining adequate blood pressure and cardiac output. 
Sufficient autonomic response was demonstrated by an increase in heart rate and 
aortic stiffness, both indicative of intact autonomic regulation, as well as by the 
same degree of decrease in cardiac PNS activity between patients and controls. 
As previous studies were performed in adult patients, age may have affected the 
difference in results. Furthermore, cardiac output was maintained which may imply 
that patients are likely to be able to adapt to the Fontan circulation and to prevent 
venous pooling while standing and avoid a deleterious drop in central venous 
pressure. Although paediatric patients seem to adapt, studies in adult Fontan 
patients show a large decrease in cardiac output in response to tilt, suggesting that 
the adaptive mechanisms may be falling short on the long-term (48). It is interesting 
to further investigate both patients who respond well and those who do not, to 
clarify the difference and to possibly identify risk factors for deterioration of the 
circulation over time.

ACE inhibition

Since many Fontan patients, even without systolic ventricular dysfunction, are 
currently treated with ACE inhibition without evidence of efficacy, in this thesis, 
in chapters 6 and 7, we investigated the effect of ACE inhibition on the Fontan 
circulation. The previously mentioned methods to evaluate the circulation were also 
used to evaluate the effects of a 3-month treatment with enalapril on the circulation.

9
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We showed that a 3-month enalapril treatment had no effect on the exercise 
performance of the Fontan patients and did not improve arterial stiffness, diastolic 
nor systolic ventricular function, which was comparable with the previous two 
smaller studies performed in Fontan patients (49, 50). Enalapril did, however, lower 
the systolic blood pressure and NT pro-BNP levels. Lower levels of NT pro-BNP 
might suggest lower filling pressures, although not directly measured in this study, 
this effect of enalapril has previously been shown in a small catheterization study 
in univentricular heart patients (51). Furthermore, although enalapril lowered the 
blood pressure at rest, it did not lead to orthostatic hypotension or a decrease 
in cardiac output during head-up tilt testing. During the titration period a large 
proportion of patients experienced side effects (42%), such as a significant drop in 
systolic blood pressure, dizziness, and syncope. After the titration period patients 
were given a stable dosage, which was better tolerated. In other words, ACE 
inhibition has a vasodilatory effect in Fontan patients leading to lowering the blood 
pressure, but after the titration period most side effects have disappeared. This 
habituation is further supported by the good orthostatic tolerance under enalapril 
treatment.

Although we did not show beneficial effects of enalapril on the short-term, on the 
long-term cardiac renin-angiotensin-aldosterone system (RAAS) inhibition could 
limit cardiac remodelling and cardiomyocyte fibrosis (52). However, future studies 
are warranted to investigate if ACE inhibition or other RAAS inhibition may have 
beneficial effects in Fontan patients on the long-term.

Plastic Bronchitis

When the Fontan circulation fails in single ventricle patients, plastic bronchitis 
can manifest as a serious complication. Plastic bronchitis is characterized by the 
formation of mucofibrinous casts in the tracheobronchial tree, leading to airway 
obstruction and possible suffocation. Systematically reviewing the literature in 
chapter 8 showed that the overall mortality rate in single ventricle patients was 
15.2%, with a lower overall mortality rate of 10.5% in cases published after 2012. 
Mortality was associated with diagnosis of plastic bronchitis within 12 months of the 
Fontan palliation, which could indicate that early onset of plastic bronchitis may be 
a manifestation of a poor Fontan circulation. Furthermore, a higher age at Fontan 
operation was found as an additional risk factor, however, whether this finding has 
been influenced by other factors could not be determined as many other possible 
risk factors were often missing from records.
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Concerning treatment for plastic bronchitis, we found that most cases received 
a combination therapy consisting of relief of airway obstruction, inflammatory 
treatment, and treatment to improve the haemodynamics of the Fontan circulation, 
which eventually led to the successful management of plastic bronchitis in most 
cases. Therefore, based on the data from our systematic review, we developed a 
treatment algorithm in which the acute phase may exist of bronchoscopy for direct 
cast relief and aerosolized tissue plasminogen activator can be considered, next 
to diagnostic evaluation. After the acute phase, treatment may best be consisting 
of a combination of all three treatment strategies. Improving the haemodynamics 
can consist in this phase of optimizing the Fontan circulation by medical therapy 
or surgery, anti-arrhythmic therapy and/or inhibition of lymph leakage. When the 
plastic bronchitis is still not improving, the haemodynamics could be improved 
by more invasive strategies, i.e., decompression of the circulation by creation 
of a fenestration or Fontan takedown, and even heart transplantation could be 
considered. In our case report, presented in this review, a temporary Fontan 
takedown was lifesaving, and during this period, the plastic bronchitis could 
resolve, the pulmonary circulation recovered, and the Fontan circulation restored 
successfully later. Finally, when the plastic bronchitis has resolved, we recommend 
that patients start prophylactic antibiotics as preventive therapy, as recurrence has 
been associated with respiratory infections (53).

Although a good overview of alle cases in the literature was given, much data from 
many cases were lacking to be able to determine more exactly which patients may 
be at risk for developing plastic bronchitis and which treatment option/strategy 
will work best. Large multicentre cohort studies are warranted to unravel the exact 
pathophysiology to determine which patients are at risk for developing plastic 
bronchitis and which therapeutic strategy is most effective.

Conclusions and future perspectives

In this thesis several aspects of the Fontan circulation were studied in a relatively 
homogeneous group of paediatric patients, with an extracardiac conduit and 
moderate to good systolic ventricular function, to evaluate not only the effectiveness 
and side effects of ACE inhibition, but also study the limitations of exercise capacity 
and haemodynamic reaction to acute fluid challenges.

We demonstrated that ACE inhibition on the short term does not show positive 
effects on exercise capacity, cardiovascular and ventricular function, but besides 
the side effects during the titration period, also had no negative effects on the 

9
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circulation itself. When evaluating the circulation itself further, we showed that 
even relatively healthy young Fontan patients have an impaired exercise capacity 
which is correlated with diastolic dysfunction and aortic stiffness. During exercise, 
patients showed a good chronotropic competence, implicating a preserved cardiac 
autonomic function. Preserved autonomic function could also be conducted from 
the sufficient response to acute fluid depletion, i.e., orthostatic stress. In contrast 
to limited exercise capacity, paediatric Fontan patients are still able to respond well 
to acute fluid changes and seem able to adapt well to the circulation.

As shown in this thesis, future therapeutic strategies should also be aimed at 
treating and preventing diastolic dysfunction and aortic stiffness in Fontan patients 
to optimize and hopefully prevent deterioration of the circulation. However, both 
diastolic dysfunction and increased aortic stiffness are difficult to treat and no single 
treatment option is yet available. Diastolic dysfunction may be caused by impaired 
ventriculo-arterial coupling and myocardial fibrosis (54, 55). The optimal treatment 
would keep ventricular filling pressure low and enhance ventricular pull, however, 
such an effective lusotropic drug is still lacking. In addition, anti-hypertensive 
drugs can be prescribed to lower the systemic vascular resistance, such as ACE 
inhibitors, and they may lower the blood pressure by a vasodilator effect but not 
effectively improve the aortic compliance and reduce aortic stiffness, as shown in 
this thesis. Possible treatment for improving aortic stiffness with anti-inflammatory 
drugs or endothelin-A receptor antagonist have shown some promising but also 
conflicting results in patients with a biventricular heart circulation (56). However, 
each treatment may only impact a part of the cause of the aortic stiffness. Future 
research is needed to first determine the exact pathophysiology and then develop 
medical therapies that can improve both diastolic function and arterial stiffness.

Furthermore, although we recognized diastolic dysfunction and arterial stiffness 
as limiting factors, we did not study all possible potential limiting factors and only 
studied a relatively specific group of patients. For example, the pulmonary circulation, 
which has been recognized as one of the major limiting factors of Fontan circulation, 
has not been investigated. Nevertheless, improving the pulmonary circulation by 
pulmonary vasodilators has been the key focus of some recent large randomized 
studies and showed a slight increase in exercise capacity after treatment, which 
is promising (57). Whether this will prevent circulatory deterioration in the long 
term, however, needs further investigation. In addition, although systolic ventricular 
function was not a limiting factor in our population, systolic function is known to 
deteriorate, leading to heart failure on the long term. Therefore, preventing systolic 
ventricular function to deteriorate and treating systolic heart failure will still be one 
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of the therapeutic targets. However, from this thesis, we can conclude that there is 
no beneficial effect of short-term ACE inhibition in Fontan patients with moderate 
to good systolic ventricular function. If ACE inhibition might play a role in treating 
patients with significant systolic dysfunction has still to be determined.

As the Fontan population consists of a heterogeneous group of patients, the cause 
of deterioration of the circulation and eventually Fontan failure can vary between 
patients. Future studies are needed not only to develop medical therapies for the 
various possible limiting factors, but also to be able to recognize the limiting factors 
and determine which patients benefit most from which therapy.

9

167749_Harteveld_BNW-proef V7.indd   191167749_Harteveld_BNW-proef V7.indd   191 12-08-2023   10:4912-08-2023   10:49



192

Chapter 9

References

1.	 Atz AM, Zak V, Mahony L, Uzark K, D’Agincourt N, Goldberg DJ, et al. Longitudinal Outcomes of 
Patients With Single Ventricle After the Fontan Procedure. J Am Coll Cardiol. 2017;69(22):2735-
44.

2.	 Pundi KN, Johnson JN, Dearani JA, Pundi KN, Li Z, Hinck CA, et al. 40-Year Follow-Up After the 
Fontan Operation: Long-Term Outcomes of 1,052 Patients. J Am Coll Cardiol. 2015;66(15):1700-
10.

3.	 Anderson PA, Breitbart RE, McCrindle BW, Sleeper LA, Atz AM, Hsu DT, et al. The Fontan 
patient: inconsistencies in medication therapy across seven pediatric heart network centers. 
Pediatr Cardiol. 2010;31(8):1219-28.

4.	 Wilson TG, Iyengar AJ, Winlaw DS, Weintraub RG, Wheaton GR, Gentles TL, et al. Use of ACE 
inhibitors in Fontan: Rational or irrational? Int J Cardiol. 2016;210:95-9.

5.	 Billman GE. Heart rate variability - a historical perspective. Frontiers in physiology. 2011;2:86.
6.	 Nederend I, Schutte NM, Bartels M, Ten Harkel AD, de Geus EJ. Heritability of heart rate 

recovery and vagal rebound after exercise. Eur J Appl Physiol. 2016;116(11-12):2167-76.
7.	 Freitag CM, Konrad K, Stadler C, De Brito SA, Popma A, Herpertz SC, et al. Conduct disorder in 

adolescent females: current state of research and study design of the FemNAT-CD consortium. 
Eur Child Adolesc Psychiatry. 2018;27(9):1077-93.

8.	 Suurland J, van der Heijden KB, Smaling HJA, Huijbregts SCJ, van Goozen SHM, Swaab H. Infant 
autonomic nervous system response and recovery: Associations with maternal risk status 
and infant emotion regulation. Dev Psychopathol. 2017;29(3):759-73.

9.	 Nederend I, Ten Harkel ADJ, Blom NA, Berntson GG, de Geus EJC. Impedance cardiography 
in healthy children and children with congenital heart disease: Improving stroke volume 
assessment. Int J Psychophysiol. 2017;120:136-47.

10.	 de Beer M, van Eijsden M, Vrijkotte TG, Gemke RJ. Early growth patterns and cardiometabolic 
function at the age of 5 in a multiethnic birth cohort: the ABCD study. BMC Pediatr. 2009;9:23.

11.	 Bornstein MH, Suess PE. Physiological self-regulation and information processing in infancy: 
cardiac vagal tone and habituation. Child Dev. 2000;71(2):273-87.

12.	 Dollar JM, Calkins SD, Berry NT, Perry NB, Keane SP, Shanahan L, et al. Developmental patterns 
of respiratory sinus arrhythmia from toddlerhood to adolescence. Dev Psychol. 2020.

13.	 El-Sheikh M. Stability of respiratory sinus arrhythmia in children and young adolescents: a 
longitudinal examination. Dev Psychobiol. 2005;46(1):66-74.

14.	 Fukuba Y, Sato H, Sakiyama T, Yamaoka Endo M, Yamada M, Ueoka H, et al. Autonomic nervous 
activities assessed by heart rate variability in pre- and post-adolescent Japanese. Journal of 
physiological anthropology. 2009;28(6):269-73.

15.	 Gatzke-Kopp L, Ram N. Developmental dynamics of autonomic function in childhood. 
Psychophysiology. 2018;55(11):e13218.

16.	 Lenard Z, Studinger P, Mersich B, Kocsis L, Kollai M. Maturation of cardiovagal autonomic 
function from childhood to young adult age. Circulation. 2004;110(16):2307-12.

17.	 Longin E, Dimitriadis C, Shazi S, Gerstner T, Lenz T, Konig S. Autonomic nervous system 
function in infants and adolescents: impact of autonomic tests on heart rate variability. Pediatr 
Cardiol. 2009;30(3):311-24.

18.	 Massin M, von Bernuth G. Normal ranges of heart rate variability during infancy and childhood. 
Pediatric cardiology. 1997;18(4):297-302.

19.	 Michels N, Clays E, De Buyzere M, Huybrechts I, Marild S, Vanaelst B, et al. Determinants 
and reference values of short-term heart rate variability in children. Eur J Appl Physiol. 
2013;113(6):1477-88.

167749_Harteveld_BNW-proef V7.indd   192167749_Harteveld_BNW-proef V7.indd   192 12-08-2023   10:4912-08-2023   10:49



193

General discussion and future perspectives

20.	 Pang KC, Beauchaine TP. Longitudinal patterns of autonomic nervous system responding to 
emotion evocation among children with conduct problems and/or depression. Dev Psychobiol. 
2013;55(7):698-706.

21.	 Patriquin MA, Lorenzi J, Scarpa A, Bell MA. Developmental trajectories of respiratory sinus 
arrhythmia: associations with social responsiveness. Dev Psychobiol. 2014;56(3):317-26.

22.	 Shader TM, Gatzke-Kopp LM, Crowell SE, Jamila Reid M, Thayer JF, Vasey MW, et al. Quantifying 
respiratory sinus arrhythmia: Effects of misspecifying breathing frequencies across 
development. Dev Psychopathol. 2018;30(1):351-66.

23.	 Sheinkopf SJ, Levine TP, McCormick CEB, Puggioni G, Conradt E, Lagasse LL, et al. Developmental 
trajectories of autonomic functioning in autism from birth to early childhood. Biol Psychol. 
2019;142:13-8.

24.	 Silvetti MS, Drago F, Ragonese P. Heart rate variability in healthy children and adolescents is 
partially related to age and gender. Int J Cardiol. 2001;81(2-3):169-74.

25.	 Alkon A, Boyce WT, Davis NV, Eskenazi B. Developmental changes in autonomic nervous system 
resting and reactivity measures in Latino children from 6 to 60 months of age. J Dev Behav 
Pediatr. 2011;32(9):668-77.

26.	 El-Sheikh M, Hinnant JB, Philbrook LE. Trajectories of sleep and cardiac sympathetic activity 
indexed by pre-ejection period in childhood. J Sleep Res. 2017;26(5):578-86.

27.	 Hinnant JB, Elmore-Staton L, El-Sheikh M. Developmental trajectories of respiratory sinus 
arrhythmia and preejection period in middle childhood. Dev Psychobiol. 2011;53(1):59-68.

28.	 Matthews KA, Salomon K, Kenyon K, Allen MT. Stability of children’s and adolescents’ 
hemodynamic responses to psychological challenge: a three-year longitudinal study of a 
multiethnic cohort of boys and girls. Psychophysiology. 2002;39(6):826-34.

29.	 Davos CH, Francis DP, Leenarts MF, Yap SC, Li W, Davlouros PA, et al. Global impairment of 
cardiac autonomic nervous activity late after the Fontan operation. Circulation. 2003;108 
Suppl 1:Ii180-5.

30.	 Ohuchi H, Hasegawa S, Yasuda K, Yamada O, Ono Y, Echigo S. Severely impaired cardiac 
autonomic nervous activity after the Fontan operation. Circulation. 2001;104(13):1513-8.

31.	 Eser P, Herzig D, Vogt M, Stämpfli R, Trovato M, Olstad DS, et al. Vagal reactivation after exercise 
and cardiac autonomic nervous activity in adult Fontan patients without pacemakers. Int J 
Cardiol. 2016;220:527-33.

32.	 Bossers SS, Helbing WA, Duppen N, Kuipers IM, Schokking M, Hazekamp MG, et al. Exercise 
capacity in children after total cavopulmonary connection: lateral tunnel versus extracardiac 
conduit technique. J Thorac Cardiovasc Surg. 2014;148(4):1490-7.

33.	 Chen CA, Chen SY, Chiu HH, Wang JK, Chang CI, Chiu IS, et al. Prognostic value of submaximal 
exercise data for cardiac morbidity in Fontan patients. Med Sci Sports Exerc. 2014;46(1):10-5.

34.	 Müller J, Christov F, Schreiber C, Hess J, Hager A. Exercise capacity, quality of life, and 
daily activity in the long-term follow-up of patients with univentricular heart and total 
cavopulmonary connection. Eur Heart J. 2009;30(23):2915-20.

35.	 Opotowsky AR, Landzberg MJ, Earing MG, Wu FM, Triedman JK, Casey A, et al. Abnormal 
spirometry after the Fontan procedure is common and associated with impaired aerobic 
capacity. Am J Physiol Heart Circ Physiol. 2014;307(1):H110-7.

36.	 Paridon SM, Mitchell PD, Colan SD, Williams RV, Blaufox A, Li JS, et al. A cross-sectional study 
of exercise performance during the first 2 decades of life after the Fontan operation. J Am 
Coll Cardiol. 2008;52(2):99-107.

37.	 Takken T, Tacken MH, Blank AC, Hulzebos EH, Strengers JL, Helders PJ. Exercise limitation in 
patients with Fontan circulation: a review. J Cardiovasc Med (Hagerstown). 2007;8(10):775-81.

38.	 Cheung YF, Penny DJ, Redington AN. Serial assessment of left ventricular diastolic function 
after Fontan procedure. Heart. 2000;83(4):420-4.

9

167749_Harteveld_BNW-proef V7.indd   193167749_Harteveld_BNW-proef V7.indd   193 12-08-2023   10:4912-08-2023   10:49



194

Chapter 9

39.	 Goldstein BH, Urbina EM, Khoury PR, Gao Z, Amos MA, Mays WA, et al. Endothelial Function 
and Arterial Stiffness Relate to Functional Outcomes in Adolescent and Young Adult Fontan 
Survivors. J Am Heart Assoc. 2016;5(9).

40.	 Hayama Y, Ohuchi H, Negishi J, Iwasa T, Sakaguchi H, Miyazaki A, et al. Progressive stiffening 
and relatively slow growth of the dilated ascending aorta in long-term Fontan survivors-Serial 
assessment for 15 years. Int J Cardiol. 2020;316:87-93.

41.	 Nakamura Y, Yagihara T, Kagisaki K, Hagino I, Kobayashi J. Ventricular performance in long-
term survivors after Fontan operation. Ann Thorac Surg. 2011;91(1):172-80.

42.	 Ohuchi H, Hayama Y, Negishi J, Noritake K, Miyazaki A, Yamada O, et al. Determinants of aortic 
size and stiffness and the impact on exercise physiology in patients after the Fontan operation. 
International Heart Journal. 2017;58(1):73-80.

43.	 Lee SY, Song MK, Kim GB, Bae EJ, Kim SH, Jang SI, et al. Relation Between Exercise Capacity and 
Extracardiac Conduit Size in Patients with Fontan Circulation. Pediatr Cardiol. 2019;40(8):1584-
90.

44.	 Rijnberg FM, Westenberg JJM, van Assen HC, Juffermans JF, Kroft LJM, van den Boogaard PJ, 
et al. 4D flow cardiovascular magnetic resonance derived energetics in the Fontan circulation 
correlate with exercise capacity and CMR-derived liver fibrosis/congestion. J Cardiovasc Magn 
Reson. 2022;24(1):21.

45.	 De Mey W, Cools B, Heying R, Budts W, Louw JJ, Boshoff DE, et al. Can a volume challenge 
pinpoint the limiting factor in a Fontan circulation? Acta Cardiol. 2015;70(5):536-42.

46.	 Smith JJ, Porth CM, Erickson M. Hemodynamic response to the upright posture. J Clin 
Pharmacol. 1994;34(5):375-86.

47.	 van Dijk JG, van Rossum IA, Thijs RD. Timing of Circulatory and Neurological Events in Syncope. 
Front Cardiovasc Med. 2020;7:36.

48.	 Lambert E, d’Udekem Y, Cheung M, Sari CI, Inman J, Ahimastos A, et al. Sympathetic and 
vascular dysfunction in adult patients with Fontan circulation. Int J Cardiol. 2013;167(4):1333-8.

49.	 Kouatli AA, Garcia JA, Zellers TM, Weinstein EM, Mahony L. Enalapril does not enhance exercise 
capacity in patients after Fontan procedure. Circulation. 1997;96(5):1507-12.

50.	 Ohuchi H, Hasegawa S, Yasuda K, Yamada O, Ono Y, Echigo S. Severely impaired cardiac 
autonomic nervous activity after the Fontan operation [Published correction in Circulation. 
2004;109:3257]. Circulation. 2001;104(13):1513-8.

51.	 Yim DL, Jones BO, Alexander PM, d’Udekem Y, Cheung MM. Effect of anti-heart failure 
therapy on diastolic function in children with single-ventricle circulations. Cardiol Young. 
2015;25(7):1293-9.

52.	 Zannad F, Dousset B, Alla F. Treatment of congestive heart failure: interfering the aldosterone-
cardiac extracellular matrix relationship. Hypertension. 2001;38(5):1227-32.

53.	 Avitabile CM, Goldberg DJ, Dodds K, Dori Y, Ravishankar C, Rychik J. A multifaceted approach 
to the management of plastic bronchitis after cavopulmonary palliation. Ann Thorac Surg. 
2014;98(2):634-40.

54.	 Vaikunth SS, Lui GK. Heart failure with reduced and preserved ejection fraction in adult 
congenital heart disease. Heart Fail Rev. 2020;25(4):569-81.

55.	 Sugimoto M, Saiki H, Tamai A, Seki M, Inuzuka R, Masutani S, et al. Ventricular fibrogenesis 
activity assessed by serum levels of procollagen type III N-terminal amino peptide during the 
staged Fontan procedure. J Thorac Cardiovasc Surg. 2016;151(6):1518-26.

56.	 Janić M, Lunder M, Sabovič M. Arterial stiffness and cardiovascular therapy. Biomed Res Int. 
2014;2014:621437.

57.	 Gewillig M, van de Bruaene A. FUELing the Search for Medical Therapies in Late Fontan Failure. 
Circulation. 2020;141(8):652-4.

167749_Harteveld_BNW-proef V7.indd   194167749_Harteveld_BNW-proef V7.indd   194 12-08-2023   10:4912-08-2023   10:49



195

General discussion and future perspectives

9

167749_Harteveld_BNW-proef V7.indd   195167749_Harteveld_BNW-proef V7.indd   195 12-08-2023   10:4912-08-2023   10:49


