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Introduction: 
Ventriculoperitoneal shunting (VPS) is the most commonly surgical treatment for idiopathic normal pressure 
hydrocephalus (iNPH), whereas ventriculoatrial shunting (VAS) represents an alternative in selected cases. 
However, current literature has not yet clearly established which strategy provides superior clinical and surgical 
outcomes. 
Methods: 
We conducted a retrospective single-center study including 165 patients with iNPH: 82 treated with VPS and 83 
with VAS. Demographic characteristics, surgical data, valve type, initial setting, valve adjustments, and 
postoperative complications were analyzed. Three time windows: 0-30 days, 1-6 months, and 6-12 months. The 
possible association between antiplatelet or anticoagulant therapy and complications, reinterventions, and valve 
adjustments was also explored. 
Results: 
The two groups were comparable in age and sex distribution. VPS was associated with longer operative time (68 
[60–80.5] vs 35 [30–42] minutes, p<0.001) and less frequent use of local anesthesia (0% vs 96.4%, p<0.001). At 
least one valve adjustment was more frequently required after VPS than after VAS (68.3% vs 50.6%, p=0.026), as 
were multiple adjustments (36.6% vs 14.5%, p=0.001) and complication-related adjustments (15.9% vs 4.8%, 
p=0.022). Early postoperative complications were more frequent after VPS than after VAS (23.2% vs 10.8%, 
p=0.035), whereas no significant differences emerged in the 1-6 month and 6-12 month intervals. Distal catheter 
malposition (12.2% vs 0%, p=0.001) and complications related to the initial valve setting (7.3% vs 0%, p=0.014) 
were also more frequent after VPS. Subdural collections were numerically higher after VPS (14.6% vs 9.6%) 
without statistical significance (p=0.326). Antiplatelet and anticoagulant therapy showed no significant 
association with complications, reinterventions, or valve adjustments. 
Conclusion: 
In our cohort, VAS showed a more favorable postoperative profile than VPS, with fewer valve adjustments and 
fewer early complications. 


