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CIntroduction &

INTRODUCTION

Tetralogy of Fallot (TOF) is the most common cyanotic
4[ congenital heart disease, represents about 10% of all
congenital cardiac malformations (Bacchus and Franco,
2014).

It is classically characterised by the combination of
ventricular septal defect (VSD), right ventricular outflow tract
obstruction (RVOTO), overriding aorta, and a late right
ventricular hypertrophy (Bailliard and Anderson, 2009).

Common associations of Fallot’s Tetralogy include
pulmonary artery atresia that varies from mild hypoplasia to
complete absence of the main pulmonary artery or the non-
confluence of its branches. In severe cases, the pulmonary flow
Is maintained by a patent ductus arteriosus PDA, while the main
pulmonary artery and its branches are intact by major aorto-
pulmonary collateral arteries MAPCAs (Frank et al., 2013).

The MAPCAs are present from birth and are alternatives
to the systemic pulmonary arterial supply. They usually arise
from the descending thoracic aorta but may also take their
origins from the subclavian or coronary arteries and the
abdominal aorta (Roche et al., 2013).

Other  abnormalities include coronary artery
abnormalities; the most common is a right coronary artery
arising from the left anterior descending (LAD) artery, right

1



