
Objective

Congenital Heart  Diseases (CHDs) are serious 
and common conditions that have a significant 
impact on morbidity, mortality,  and healthcare 
costs in children. CHDs are also the most 
common birth defects affecting nearly  1% of  live 
births every  year in the United States,  and are the 
leading cause of  birth defect-associated morbidity 
and mortality  among infants.1 Fifteen percent to 
twenty-five percent of  these infants are estimated 
to have Critical Congenital Heart  Disease (CCHD) 
(a subgroup of  Congenital Heart  Defects that  often 
cause severe and life-threatening symptoms and 
are a major cause of  cardiovascular mortality  in 
newborns, requiring specialized procedures and 
surgery  within the first year of  life.2,3,4 With 
improved screening programs, early  identification 
and advances in cardiothoracic surgery, survival 
rates of  newborns with CCHDs have been 
steadily  improving, and have enabled the majority 
of these patients to reach adulthood.  

Considering current annual births of  3.9-4 million 
in United States, around 32,000-40,000 newborns 
are expected to be diagnosed with CHD and 
approximately  6,000-10,000 of  them are 
estimated to have CCHDs. However,  with 
changing demographics, diagnostic methods and 
screening programs, epidemiologic studies have 
reported an increase in birth prevalence of  overall 

CHDs across the globe over the last five decades.
5 Although several genetic and environmental 
factors have been implicated in the occurrence of 
many  CHDs, the exact etiology  of  most  forms of 
CCHDs is  not completely  understood. In 2013, an 
AHA report conf irmed that congenital 
cardiovascular defects were the most common 
cause of  infant  mortality  resulting from birth 
defects and almost  1 in 4 infants who died of  a 
birth defect had a heart anomaly. The same report 
estimated that the hospital costs in United States 
were ~$1.4 billion for stays related to cardiac and 
circulatory  congenital anomalies, which was more 
than half of all hospital costs for all birth defects. 6

Background

Our main aim was to determine temporal trends of 
hospital stays with diagnosis of  CCHDs in the 
United States for the years 1997-2012. We also 
sought to evaluate the trends in mortality  and 
hospital charges during the same years and, in 
addition, to understanding the patterns of  hospital 
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Abstract
Objective
Pulse Oximetry in newborns to detect the 
Critical Cyanotic Congenital Heart Diseases 
has become a standard of care in many 
developed countries after recent guidelines. 
We undertook this to see if it is feasible in 
Indian circumstances and also wanted to see 
the cost implications of the same. 

Setting
Tertiary Maternity Hospitals in Bangalore, India.

Participants 
All babies born above 36 weeks at the hospital 
and were with the mothers during the first few 
days – and not requiring Neonatal Intensive 
Care Unit (NICU) admission.

Main outcome measures
The economic feasibility of the results of our 
protocol is reviewed after 2 years.

Results
Screening by Pulse Oximetry was done 

for a total of 22,601 neonates between 
June 2012 and Oct 2016 (study period). 
Thorough clinical examination done by the 
neonatologists for the 14 neonates who failed 
screenings revealed that three babies had 
a pulmonary condition requiring treatment 
(false positive cases) and 11 babies were 
investigated with an Echocardiography 
by a Paediatric Cardiologist. One infant 
had PDA with no other abnormalities, one 
had VSD with a small PDA, but no other 
abnormalities and the remaining nine 
infants were diagnosed with CCHD: three 
were found to have Transposition of Great 
Vessels (TGV) (3); two were found to 
have Total Anomalous Pulmonary Venous 
Drainage (TAPVD) (2); one baby was found 
to have Fallot’s Tetralogy (TOF), one baby 
had VSD, ASD and Patent Foramen Ovale 
with pulmonary hypertension; one baby had 
severe pulmonary hypertension (PAH) and 
two babies had pulmonary stenosis (PS). 

Conclusion: Our data shows evidence for 
Pulse Oximetry screening of apparently 
healthy newborns to become a standard of 
care in India like many developed countries 
and is very cost effective, and is affordable.

Key Words: Congenital Heart Disease 
(CHD), Critical Cyanotic Congenital Heart 
Disease (CCCHD), newborn, Pulse Oximetry, 
screening.
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What is Already Know on this Topic:
1. Pulse Oximetry screening has been shown to improve the 

prognosis of early-diagnosed Critical Congenital Cyanotic 
Heart Disease in newborn babies.

2. Barriers to implementation include concerns about increased 
workload on echocardiography services.

3. Screening programs are being implemented in most 
developed countries.

What this Paper Adds:
1. Pulse Oximetry screening does improve early diagnosis 

of CHD with minimal increase in cost and the burden on 
echocardiography services.

2. It is equally effective in improving early diagnosis of other, 
mainly respiratory, pathologies.

3. There is enough evidence to suggest a national 
recommendation for Pulse Oximetry screening in India.

Congenital Heart Disease is an important cause of death and 
morbidity in early childhood with a prevalence of 5-10 per 1000 live 
births worldwide.1 One-fourth of these have major CHD (defined as 
requiring surgery or catheter intervention in the first year of life). In 
India, heart disease in young children accounts for more than 10% 
of all childhood deaths due to late presentation or diagnosis.2,3 

Early diagnosis can prevent progression to cardiac failure, 
cardiovascular collapse, neurological sequelae and death.2,3 
Currently, screening for CHD relies on antenatal ultrasonography 
in the mid-trimester and post-natal clinical examination. Antenatal 
scans have a diagnosis rate of up to 44%, while newborn 
examination diagnoses less than 50% of CHD and have a false 
positive rate of 1.90%.4,5 Pulse Oximetry screening of newborns 
has been shown to be a non-invasive test that increases the ability 
to identify infants with major CHD before clinical presentation with 
collapse, which may result in long-term complications.2,5

In 2012, a chain of tertiary maternity hospitals in India reviewed 
the published evidence of the benefit and decided to implement 
this practice into routine care, especially after one of their parents 
was upset and they alleged that we had ‘missed’ diagnosing their 
baby with CCCHD at birth. These parents were quite upset when 
they learned that a simple non-invasive test could have helped 
their baby to be diagnosed at birth instead of at the age of 2 ½ 
months when the baby was diagnosed because of a murmur. We 
present our Indian experience.

This paper describes a post-implementation review of the first 
52 months of Pulse Oximetry screening of well newborns at 
these hospitals. The aim is to describe the implementation of the 
screening programme and review whether the outcomes were 
consistent with those described in the literature in our setting & 
the cost implications for doing that.

Methods
The study population included all babies born at the four maternity 
tertiary care hospitals between June 2012 and October 2016. A 
group of tertiary maternity hospitals {four of which are located 
in Bangalore (one each at Old Airport Road, Malleshwaram and 

two in Jayanagar)}, delivering over 5,000 babies a year, provide 
maternal fetal medicine service, including screening for high-risk 
births & cardiac screening. 

Pulse Oximetry Screening
Screening was initiated in June 2012, in all the 4 hospitals after 
deliberations of the evidence available so far in the literature and 
discussions among peers as to its feasibility. Pulse Oximetry 
screening was conducted according to the Royal College of 
Paediatrics and Child Health (RCPCH) recommendations by 
placing the pulse oximeter sensor initially on one foot, obtaining 
a post-ductal oxygen saturation reading, and then immediately 
moving the sensor to the right hand to obtain a pre-ductal oxygen 
saturation reading.6,7 Then the other two limb saturations were 
also measured to increase accuracy. 

Screening was Considered Positive If:
1. Oxygen saturation measure is <90% (in the initial screen or 

in repeat screens); 
2. Oxygen saturation is <95% in the right hand and foot on 

three measures, each separated by one hour; or 
3. >3% absolute difference exists in oxygen saturation between 

the right hand and foot on three measures, each separated 
by one hour. 

A neonate was categorized as having passed the screening 
if SaO2 was more than 95% in all limbs and if the difference in 
SaO2 was less than 3%. Screening was performed by specially 
trained nurses between 24 – 48 hours of age or at the time of 
discharge, which is usually after 48 hours. When screening was 
positive, the neonate underwent a thorough physical examination 
by a neonatologist and, if indicated, a chest radiograph and an 
electrocardiogram was done. If no pulmonary condition was 
found, the neonate was immediately referred for a complete 
echocardiogram by a pediatric cardiologist, as applicable.

Data Collection and Analysis
The results of screening were entered into the HIS (Hospital 
Information System) database and stored. For this study we 
derived descriptive statistics for the number of babies screened, 
their demographics, the results of the screening, and the 
associated variables. 

Ethics and IRB Approval
The parents or guardians of each child were informed about the 
screening using a printed brochure prior to the screening. Ethical 
committee approval for retrospectively analyzing the stored 
screening data was obtained.

This screening was done between 24 and 48 hours of life. For 
babies going home on early discharge (discharge before 24 
hours), the oximetry was performed prior to discharge and then 
repeated within the first 3-5 days by the home care team.

A GE saturation monitor with Masimo probe was fixed to the portable 
trolley of examination equipment, which was used for newborn 
examination. At the start of the examination, a reusable probe was 
attached to one foot of the baby with disposable tape (one-inch 
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self-adherent wrap manufactured by 3M); 
the oximeter was switched on and oxygen 
saturation documented when the reading 
stabilized with a strong plethysmographic 
signal. This typically took between 2 and 
4 min. This post-ductal saturation was 
entered into the hospital clinical records, 
and also was recorded in the parent-
held baby booklet – a personal health 
record given by the hospital. The probe 
was cleaned between babies with 70% 
isopropyl alcohol wipes.

The screening protocol is shown in Figure 
1. If the post-ductal saturation was 95% or 
more, the result was assigned as a pass. 
Readings between 90% and 95% lead to a 
repeat saturation measurement in the next 
2 to 6 hours. If the post-ductal saturation 
remained below 95% on repeat testing, the 
baby was reviewed by a senior neonatologist 
without waiting for a repeat test.

The hospital electronic, clinical database was 
searched for all saturation readings performed 
since commencement of the screening 
programme. Medical records were searched 
if further information was needed. Information 
was collected on the oxygen saturation, the 
subsequent management, review by senior 
neonatologist, further management and need 
for echocardiography. We calculated the 
sensitivity, specificity, positive and negative 
predictive values, and a false positive rate.

Results
There were a total of 22,821 babies born 
after 36 weeks in the study period. Of these, 
22,601 babies had saturation screening 
performed. Of the 220 babies not screened, 
207 had been admitted to the nursery and did 
not qualify for screening, as per our criteria. 
Screening was missed in a further 12 babies 
{not performed because of non-consent by 
parents (11), performed but not recorded 
(1)}. Of the 22,601 babies screened, 22,579 
(99.9%) passed the test, and 22 babies 
(0.1%) were referred. These were babies 
who had failed the screening protocol, as 
their initial saturations were difficult to obtain 
for whatever reason or was <90% or 90-95% 
on two occasions. Of the 22 cases who were 
referred, repeat saturation monitoring after a 
few hours was normal in eight babies and 
abnormal in 14 babies. Of the 14 babies 
with abnormal saturations, an examination 
by a neonatologist found that three had 
low saturations secondary to a previously 
unrecognized pulmonary cause, which was 
diagnosed following review - these included 
persistent pulmonary hypertension of the 
newborn in one, Transient tachypnea of 
newborn in one and congenital pneumonia 
with sepsis in the other.

The other 11 babies who failed oxygen 
saturation screening underwent a detailed 

echocardiography by the Paediatric 
Cardiologist and one infant had PDA with 
no other abnormalities, one had VSD with a 
small PDA, but no other abnormalities and 
the remaining nine infants were diagnosed 
with CCHD, three were found to have 
Transposition of Great Vessels (TGV) (3), 
two were found to have Total Anomalous 
Pulmonary Venous Drainage (TAPVD) 
(2), one baby was found to have Tetralogy 
of Fallot’s (TOF), one baby had a VSD, 
a ASD, and Patent Foramen Ovale with 
Pulmonary Hypertension, one baby had 
severe pulmonary hypertension (PAH) and 
two babies had pulmonary stenosis (PS). 

Among these 11 infants, five had been 
picked up by antenatal scans by our 
Foetal Medicine specialists in the anomaly 
scans. All the infants were followed up by 
the Paediatric Cardiologist and five were 
referred for emergency cardiac surgery. 
Three underwent surgery on the 3rd Day 
of Life (DoL), and are currently alive and 
thriving. One underwent surgery on Day 
7, and is currently doing well. The other 
underwent surgery on the 9th DoL, but 
unfortunately, died from post-surgical 
sepsis. 

Analyzing the accuracy of Pulse Oximetry 
screening in the detection of major CHD, 
the sensitivity was 89%; specificity was 
99.8%; positive predictive value was 
0.6% and a negative predictive value 

was 99.9%. The false positive rate was 
0.13%. The routine use of Pulse Oximetry 
screening in a maternity hospital with 
over 5,000 deliveries per annum resulted 
in three extra ultrasounds of structurally 
normal hearts over the first 52 months.

Discussion
This is the first Pulse Oximetry screening 
series from India and included 22,601 
neonates. Pulse Oximetry screening of 
healthy newborns provided early alerts to 
diagnose - life-threatening conditions, both 
cardiac and respiratory. Successful Pulse 
Oximetry screening needs appropriate 
equipment and training. Our study showed 
similar accuracy to those reported in the 
recent meta-analysis of 13 studies, which 
showed a sensitivity of 76.5%, specificity of 
99.5% and a low false positive rate of 0.14%. 

The 11 cases with major CHD who were 
identified by Pulse Oximetry were all 
identified prior to discharge from our service 
with the clinical alert in all being triggered 
by the saturation reading, and though our 
foetal medicine experts had picked up 
five cases antenatally. All 11 cases would 
probably have been discharged without a 
diagnosis, had this been in a rural setting 
without foetal medicine specialists. The 
timely management of these cardiac 
conditions was vital in optimizing the 
prognosis for these babies.

Figure 1: Screening protocol.
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We took a pragmatic approach at implementation into the current 
practice of Pulse Oximetry as one more test in normal newborn 
examination. The programme did involve employing one extra 
nurse, and the average procedure time estimated was 8-12 
minutes. The main financial costs were the salary for the nurse 
at Rs. 15,000 per month and the purchase of GE pulse oximeters 
with Masimo probes at an approximate cost of Rs. 50,000 each 
(though as per new NRP guidelines all maternity hospitals need to 
have this as part of their NRP guidelines).

The false positive rate was extremely low in our study, which was 
consistent with the rest of the literature. ‘False positive’ is really 
a misnomer in the context of this test. This test is screening for 
hypoxaemia, which is never normal in a newborn baby. Such 
hypoxaemia has many causes, just one of which is CHD, and early 
detection of these other causes can be just as important. Overall, 
in a published series of ‘false positive’ cases (e.g. those with 
low saturations, but a normal heart), about 50% will have some 
other pathology. The study of Grenelli et al showed a low false-
positive rate of 0.17% and that 31/69 ‘false-positives’ had other 
pathology. Our data are consistent with this as three of 14 cases 
(21%) with low saturations and a normal heart that had previously 
unrecognised respiratory pathology, some of which was serious 
and in which timely management was equally important.

There was just one case of significant CHD identified that was not 
diagnosed prior to discharge. This was the baby with a large VSD, 
as this complied with our definition of CHD (need for surgery in the 
first year of life). Parents were upset that this was not diagnosed 
despite delivering in a tertiary centre and doing all the tests. We 
identified it as a false-negative case, but saturation screening 
would not be expected to detect an acyanotic congenital heart 
lesion at birth. It is a limitation of this study.

In the face of consistent evidence of the benefits of this test, it is 
reasonable to ask why implementation has been slow in India. 
The main barriers referred (in informal discussions) in meetings 
were lack of echocardiography availability, increased workload for 
paediatric cardiology services and paediatric registrars, cost of 
equipment or concerns about the validity/usefulness of screening 
and the low rate of positive screens. These barriers are consistent 
with those described in the 2012 survey of UK practice published 
by Singh and Ewer.8 We have looked at these concerns and in the 
context of our experience have tried to answer them here.

1. Staffing and equipment cost: This was implemented in our 
services with the need for one additional nursing staff – but 
this nurse was also involved in administering BCG vaccine 
to the babies and also conducting the hearing test for the 
newborns. There are relatively minor equipment costs as 
previously detailed. The total cost to be invested is around 
Rs. 80,000 per 2 years – and even if it is charged at Rs. 50 
per baby (less than $1 per baby) – the cost will be “recovered” 
with 1,600 deliveries!

2. Paediatric cardiology and false positive rates: The main 
concern is paediatric cardiologists’ availability and increased 
burden on echocardiography services. Notwithstanding, most  
‘false positive’ have some other significant pathology. The 

false positive rate for CHD in this study, as in the rest of the 
literature, is extremely low.

3. Lack of availability of echocardiography. A low saturation 
screen is not a trigger for an immediate referral for 
echocardiography. Rather, it should trigger a clinical review by 
an experienced neonatologist, appropriate investigations and 
possibly a period of observation. If the clinical pointers are 
towards CHD or no other cause can be found, then a referral 
for echocardiography should be requested. At our hospital, 
we have facilities for paediatric cardiology services with less 
than 4 hours notice. Also, elective referral to a Paediatric 
Cardiologist is better than a collapsed baby with CCCHD.

4. Workload: This was a concern when we first implemented, 
and for this reason, we incorporated screening into the 
routine newborn examination and employed one dedicated 
paediatric nurse to do the test. Once the benefits were seen, 
there was quick acceptance amongst the staff & obstetricians 
regarding the value of this test, and this played an important 
role in promotion of the test.

5. Cross-infection risk: We adopted a pragmatic approach 
with re-useable probes and cleaning between patients. The 
cost is a fraction of what it would be to use disposable probes. 
There were no cross-infection issues that we are aware of 
during or since the period of this review.

6. Discharge delay: This has not been a concern in our set-up 
because the screening was incorporated seamlessly into our baby 
checks & BCG vaccination after 24 hours. This will clearly vary 
between services depending on the availability of nursing staff.

The optimal timing of screening remains a controversy. Earlier 
screening (<24h) results in more false positives, but many of these 
are important non-cardiac pathology. A late screening results in 
a lower false-positive for CHD and may be more accurate for 
diagnosis of obstructive left heart lesions, particularly Coarctation 
of the Aorta. Prudhoe et al showed that Pulse Oximetry is relatively 
insensitive in detection of coarctation of aorta/interrupted aortic 
arch (95% Confidence Interval (Cl) 24-50%) and TOF (95% 
Cl 24-58%). The AAP recommends screening at 24-48 h. We 
implemented this as ‘late’ screening for largely pragmatic reasons. 
Thus, since 2012, all babies have a saturation measure on the 
post-natal ward performed by the trained paediatric nurse after 24 
hours of birth.

There is increasing evidence to justify Pulse Oximetry screening as 
the standard of care.9,10,11,12,13 As a screening tool, Pulse Oximetry 
fulfills the requirements. It is inexpensive and easy to use with a 
low false positive rate, allows diagnosis of an important disease 
process (CCCHD) which has a defined natural history, a suitable 
confirmatory test, and is treatable. In 2011, the US Health and 
Human Services Secretary recommended that Pulse Oximetry 
screening be added to the Recommended Uniform Screening 
Panel. In the UK, there remains a wide variation in practice mainly 
due to a difference in timing of screening. We believe that apart 
from detecting CCCHD, Pulse Oximetry screening also picks up 
other important pathology which was previously categorized to 
be ‘false positive’. In our study of the 14 babies with abnormal 
saturations, 11 had cardiac disease, and the three ‘false-positive,’ 
actually had unrecognised pulmonary pathology.

continue to have a focus on this in the next few years to come,” 
Walsh said. “Working in teams will allow us to better serve the 
populations of patients whose care we undertake.”

She also hopes to engage more members in advocacy efforts.

“We need to make our voices heard on Capitol Hill and at our state 
houses by  advocating for patient access,  quality  care and even 
public health issues that result in a decrease in cardiovascular 
morbidity  and mortality,” Walsh said. “Being an advocacy  leader can 
be a goal for all of  our members and I hope to help foster that 
leadership.”

Walsh earned both her undergraduate and medical degrees from the 
University  of  Minnesota. She completed her internship and residency 
at the University  of  Texas Southwestern and her cardiology  fellowship 
at Washington University  School of  Medicine. She then served as an 
assistant professor of  medicine in the division of  cardiology, as well 
as an assistant professor of  radiology  at the Hospital of  the University 
of Pennsylvania. 

Walsh serves on the editorial board of  the Journal of Cardiac Failure and 
as an editorial consultant  for JACC: Heart Failure.  She is a reviewer for 
multiple other journals and has authored more than 80 articles and book 
chapters. Previously, Walsh has served as an associate editor of 
HeartWatch, a publication of the Massachusetts Medical Society.

She is actively  involved in clinical research in heart failure, nuclear 
cardiology  and systems approaches for quality  initiatives in the 
practice setting. She is  the 2014 recipient of  the Wenger Award for 
Medical Leadership and has been elected by  her peers for inclusion 
in Best Doctors in America annually since 2005.

Other ACC officers for 2017-2018 are Vice President C. Michael 
Valentine, MD, FACC; Board of  Governors Chair B. Hadley  Wilson, 
MD, FACC; and Treasurer Robert A. Guyton, MD, FACC.

The American College of  Cardiology  is a 52,000-member medical 
society  that is the professional home for the entire cardiovascular 
care team. The mission of  the College is to transform 
cardiovascular care and to improve heart health. s.  For more 
information, visit acc.org.

Largest Survey to Date of Patient and Family Experience at US 
Children's Hospitals

A survey  of  more than 17,000 parents of  hospitalized children, 
conducted by  the Center of  Excellence for Pediatric Quality 
Measurement at Boston Children's Hospital, gives mixed responses 
about the quality  of  the inpatient experience at 69 U.S. children's 
hospitals. The analysis, the largest  to date in pediatrics, found much 
variability  from hospital to hospital. The findings are reported online 
today in the journal Pediatrics.

"Patient and family  experience is one of  the core aspects of  quality 
healthcare, and has been associated with improved health outcomes," 
says lead author Sara Toomey, MD, MPhil, MPH, MSc, Medical Director 
of  patient  Experience at Boston Children's and Assistant Professor of 
Pediatrics at Harvard Medical School. "This large data set gives us a 
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creating leaders.
Memorial is

Memorial Healthcare System — an award-winning, nationally recognized, community-
based system located in South Florida — is home to 13,500 professionals. Together, 
we have created an environment where every effort is focused on Deeper Caring and 
Smarter Healthcare.

Our freestanding Joe DiMaggio Children’s Hospital is the leading children’s hospital in 
Broward and Palm Beach counties. With 204 beds, Joe DiMaggio Children’s Hospital 
uses a kid-friendly “Power of Play” healing approach that involves patients’ families in 
every aspect of the compassionate care they receive. We are one of only four children’s 
hospitals in Florida that performs pediatric heart transplants, and one of just a handful 
worldwide offering extracorporeal membrane oxygenation (ECMO).

Manager Pediatric Echocardiography
We are currently seeking a Manager Pediatric Echocardiography to manage the daily 
operations of multiple departments within pediatric imaging to ensure alignment with 
departmental and organizational objectives. Duties will include:

•  Assisting with developing specific departmental goals, standards, and objectives which 
directly support the strategic plan and vision of the organization.

•  Managing staff relations including performance management, staff satisfaction, and 
conflict management. Performs and oversees scheduling, recruitment, payroll, and 
student engagements.

•  Developing and monitoring departmental budgets, regulatory compliance, 
departmental contracts and vendor relations. Determines and justifies needs for 
systems/equipment/supplies purchases, monitors usage, and oversees proper 
working order and/or stock supplies.

•  Assessing the quality of patient care delivered and coordinates patient care services 
with patients, staff, physicians, and other departments.

Qualifications:
•  Graduate of an accredited Imaging Technologist program.
•  Bachelor’s degree in management or related field.
•  3 years of pediatric, imaging congenital heart defect and surgical repair at an 

accredited ICAEL institution required.
•  Registered as a diagnostic medical sonographer PEDS, or diagnostic cardiac 

sonographer Peds - RDCS (Peds) by the American Registry for the Diagnostic 
Medical Sonography (ARDMS) or as a technologist (RT) by the American Registry of 
Radiographic Technologists (ARRT).

•  Florida state licensure.
•  Critical thinking skills, effective communication skills, decisive judgment and the ability 

to work with minimal supervision.
•  Must be able to work in a stressful environment and take appropriate action.

Today’s managers need to be visionaries who can navigate a changing healthcare 
landscape. That’s why Memorial hires professionals who are motivated to make a 
difference today – and tomorrow. Join us and you’ll have every opportunity to excel and 
advance within our high performing, results-oriented and innovative atmosphere.

Apply Online Now to Job #58862BR

Careers.MHS.net

Memorial Healthcare System is proud to be an equal opportunity employer committed to workplace diversity.

Join Us for Two Weeks to Save Children with Congenital Heart Defects!

We are looking for medical volunteers who can join us in our 

missions to underdeveloped countries to perform pediatric cardiac

surgery and care while also training the local medical staff. 

For more information and our 2014 mission schedule, please visit Babyheart.org2017

http://www.CongenitalCardiologyToday.com
http://www.congenitalcardiologytoday.com/Clicks/forward.php?fname=http://www.babyheart.org
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Conclusions
This post-implementation review shows 
that Pulse Oximetry screening can be 
introduced into Indian practice with 
minimal cost and minimal extra burden to 
echocardiographic services. Our findings 
mirror those in the rest of the literature 
with cases of major CCCHD that might 
have been missed, being diagnosed prior 
to discharge.12 The ‘false-positive’ rate is 
extremely low, but the term ‘false-positive’ 
is a misnomer in this context as over half 
of these babies had some other pathology. 
This screening practice should be seen as 
a test of neonatal well-being, not just for 
CHD, and should become a standard of 
care in India, especially now with new IAP 
NNF NRP guidelines, saturation monitoring 
at birth has become mandatory; there is no 
reason why this cannot be done.

For obstetricians this is even more important 
since they are concerned about the survival 
of the baby and both mother & baby being 
normal – this gives extra confidence as 
one cannot diagnose CCCHD otherwise at 
birth. This being an inexpensive test and 
no other new equipment is required, all 
obstetricians should make it mandatory for 
their babies to undergo this test which will 
go a long way to achieve our Millennium 
Development Goals (MDG) in reducing our 
infant mortality and help India achieve the 
goals.
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there was a downward trend in discharges of 
Tetralogy  of  Fallot and significant in discharges 
of  Double Outlet Right Ventricle (DORV) were 
noted between years 1997-2012 (Table 1). 
Significant reduction in inpatient mortality  (4% 
vs. 2.9% p=0.001) (Table 2) and estimated 
total number of  discharges (33,124 vs. 28,000; 
p=0.21) from congenital cardiac and circulatory 
anomalies were seen during the study  period 
while mean total hospital charges (Table 2) and 
mean hospital charges for each diagnosis 
(Table 3) increased exponentially. There was a 
consistent increase in average length of  stay 
for each principal diagnosis of  CCHD (Table 4). 
We also noted that there was an upward trend 
increase in hospital discharges with all listed 
diagnoses of  ASD and PDA during the last 15 
years (Table 5).

Conclusions

During the last decade, there was a significant 
increase in the number of  patients (3034 ±389 
vs. 5355 ±506) cared for with a diagnosis of 
HLHS and inpatient mortality  from congenital 
cardiac and circulatory  anomalies has 
decreased by 40% in U.S. hospitals. Mean 
hospital charges for treatment of  CCHDs 
increased four-fold;  overall charges of 
treatments increased from $1.6 billion to 6.1 
billion, along with increased length-of-stay  for 
all CCHDs. Increasing numbers of  children 
(0-17 years) with diagnosis of  ASD and PDA  
were cared for in hospitals during study period. 
 
Overall,  we noted that hospital discharges and 
survival of  few patients with CCHDs like HLHS 
and DORV are increasing in number, while 
others are trending down or remained stable. 
Robust state/ federal surveillance programs are 
needed to measure the active and accurate 
birth prevalence rates of  CCHDs to plan for 
adequate resource allocation, care quality  and 
monitoring. The ongoing interest in finding 
precise biomarkers and genetic sequencing 
may  provide some additional insights into the 
causal associations of  CCHDs.  We hypothesize 
that survival rates among these infants are 
improving as a result of  advancement in science 
and technology, with better antenatal ultrasound 
surveillance, early  identification, better 
understanding of  pathophysiology,  improved 
surgical techniques, superior cardiac critical 
care and focused approach to manage the 
associated disabilities.
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Table 3. Trends in mean charges for each CCHD as principal diagnosis.

Table 2.  Trends in average hospital charges and inpatient mortality- CCS.

Trends in Overall Hospital and Inpatient Mortality - Congenital 
Cardiac and Circulatory Diseases

Trends in Mean Changes for CCHD as Principal Diagnosis
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A T U R E D  E X H I B I T O R

 World Congress of Pediatric Cardiology and Cardiac Surgery (WCPCCS), which will 
take place on July 16 - 21, 2017, in the Centre Convencions Internacional de Barcelona (CCIB), Barcelona, Spain.
The aim of WCPCCS is to bring together all professionals involved in the care of children’s heart disease and congenital heart disease of all ages, from 
the fetus to the aged. The Congress will provide a unique opportunity to meet the leaders of specialties worldwide; to learn about the latest innovations 
and the results of procedures; and to contribute to the discussions, debates and plenary sessions with renowned speakers.
    The central philosophy of the Congress is “bridging together” all major specialties in the field. Accordingly, the scientific program is carefully planned 
to address all interests and expertise with concentration streams on pediatric cardiology, pediatric cardiac surgery, adult congenital heart diseases, 
anesthesia, intensive care and nursing.
    We are excited to offer the scientific and cultural feast of a lifetime to one of the most refined crowd in the profession, in one the most welcoming, 
inimitably exciting venues of the world. Come to Barcelona in July 2017 and join us in forging this unforgettable experience.

Cordial Regards,
Prof. Sertaç Çiçek Congress Chairman, WCPCCS 2017         Prof. Levent Saltık, Congress Co-Chairman, WCPCCS 2017

SCIENTIFIC PROGRAM
www.wcpccs2017.org/

FACULTY
www.wcpccs2017.org/

PROGRAM AT A GLANCE
www.wcpccs2017.org/

LIST OF SPONSOR & EXHIBITS
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REGISTER ONLINE
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  W C P C C S  F E A T U R E

Dear Colleagues,

    The Organizing Committee is pleased to announce the 7th World Congress of Pediatric Cardiology and Cardiac Surgery (WCPCCS)
take place on July 16 - 21, 2017, in the Centre Convencions Internacional de Barcelona (CCIB), Barcelona, Spain.
The aim of WCPCCS is to bring together all professionals involved in the care of children’s heart disease and congenital heart disease of all ages, from 
the fetus to the aged. The Congress will provide a unique opportunity to meet the leaders of specialties worldwide; to learn about the latest innovations 
and the results of procedures; and to contribute to the discussions, debates and plenary sessions with renowned speakers.
    The central philosophy of the Congress is “bridging together” all major specialties in the field. Accordingly, the scientific program is carefully planned 
to address all interests and expertise with concentration streams on pediatric cardiology, pediatric cardiac surgery, adult congenital heart diseases, 
anesthesia, intensive care and nursing.
    We are excited to offer the scientific and cultural feast of a lifetime to one of the most refined crowd in the profession, in one the most welcoming, 
inimitably exciting venues of the world. Come to Barcelona in July 2017 and join us in forging this unforgettable experience.

Let’s meet in Barcelona in July 2017!

Cordial Regards,
Prof. Sertaç Çiçek Congress Chairman, WCPCCS 2017         Prof. Levent Saltık, Congress Co-Chairman, WCPCCS 2017

Only Medtronic offers a broad portfolio of solutions to manage your 
patients with Congenital Heart Disease throughout their lifetime.

ONE PARTNER,
MANY SOLUTIONS

www.wcpccs2017.org
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After delivery, monitoring of  the mother 
needs to continue, because the effects of 
pregnancy  can linger with the woman for 
six weeks and as long as six months.

Complex Congenital Heart Defects include:
• Single Ventricle, in which a patient is 

born with only one of the two 
chambers that pump blood

• Transposition of the Great Arteries, in 
which the position of the two main 
arteries leaving the heart are reversed;

• pulmonary hypertension, a type of high 
blood pressure that affects the arteries 
in the lungs

• Eisenmenger Syndrome, a condition in 
which a hole exists between the 
heart's two chambers, causing blood 
to flow from the left side of the heart to 
the right, leading to high blood 
pressure in the lungs (pulmonary 
hypertension); and

• severe aortic stenosis, a critical 
narrowing of one of the valves on the 
left side of the heart.

"This scientific statement  outlines the 
specific management for these high-risk 
patients:  what we know about the risks for 
these pa t ien ts ; what the po ten t ia l 
complications are; what cardiologists; 
advanced practice nurses and other 
cardiac health providers should discuss in 
counseling these women, and once 
pregnant, recommendations in terms of  the 
things we should be looking out for when 
caring for these women,” said Canobbio 
said.

Co-authors are: Co-Chair Carole A. 
Warnes, MD; Jamil Aboulhosn, MD; Heidi 
M. Connolly, MD; Amber Khanna, MD; 
Brian J. Koos, MD, D.Phil.; Seema Mital, 
MD; Carl Rose, MD; Candice Silversides, 

MD; and Karen Stout, MD; on behalf  of  the 
American Heart Association Council on 
Cardiovascular and Stroke Nursing; 
Council on Clinical Cardiology; Council on 
Cardiovascular Disease in the Young; 
Council on Functional Genomics and 
Translational Biology; and Council on 
Quality  of  Care and Outcomes Research. 
Author disclosures are on the manuscript.

Soft Robots Hug the Heart to Help Pump 
Blood

An implantable soft-robotic device could 
help failing hearts pump blood by  giving 
the organ gentle squeezes, mimicking the 
natural motion of  the cardiac muscle,  a 
new study  reveals. The silicon-based 
device, which stiffens or relaxes when 
inflated with pressurized air, could prove to 
b e a p r o m i s i n g s t r a t e g y  f o r t h e 
development of  assistive devices for heart 
failure – a serious condition afflicting 41 
million people worldwide and over five 
million in the U.S., costing the nation an 
estimated $32 billion each year. 

While Ventricular Assist Devices (VADs) 
are currently  used as a life-prolonging 
therapy, they  are in constant contact with 
the blood – increasing a patient’s risk for 
infection, coagulation and stroke, and 
requiring the use of  long-term blood-
thinning medications. VADs also interfere 
with the normal curvature of  the heart and 
its contraction mechanics. Seeking to 
pioneer a more effective device, Ellen 
Roche and colleagues developed a novel 
apparatus designed to augment cardiac 
function by  closely  replicating normal heart 
muscle behavior, instead of  disrupting it.  In 
e x v i v o e x p e r i m e n t s , t h e d e v i c e 
successfully  conformed to porcine heart 

surfaces, synchronizing with native heart 
motion. It also restored normal blood flow 
after acute cardiac arrest in six living pigs. 
The researchers were able to “fine tune” 
the device by  selectively  twisting and 
compressing either the right or left 
ventricle of  explanted pig hearts – a key 
finding, as chronic heart-failure often only 
affects a portion of  the organ. With further 
investigation, the device could be tailored 
for individual patient needs, to better target 
ca rd iac rehab i l i t a t i on o r recovery. 
Additional work is needed to make this 
technology  sui table for longer- term 
implantation in the body, the authors say. 

Article #3:  "Soft  robotic sleeve supports 
heart function," by  E.T. Roche; M.A. 
Horvath; A. Alazmani; S.-E. Song; W. 
Whyte; C.J. Payne; D.J.  Mooney; C.J. 
Walsh at Harvard University  in Cambridge, 
MA; E.T. Roche; M.A. Horvath; A. 
Alazmani; S.-E. Song; W. Whyte; C.J. 
Payne; J. Weaver; D.J. Mooney; C.J. 
Walsh at Wyss Institute for Biologically 
Inspired Engineering in Boston, MA; E.T. 
Roche at National University  of  Ireland 
Galway in Galway, Ireland; M.A. Horvath at 
Technische Univers i tä t München in 
Garching, Germany; I . Wamala; A. 
Alazmani; S.-E. Song; Z. Machaidze; J. 
Kuebler; N.V.  Vasilyev; F.A. Pigula at 
Boston Children’s Hospital in Boston, MA; 
A. Alazmani at  University  of  Leeds in 
Leeds, UK; S.-E. Song at University  of 
Central Florida in Orlando, FL; W. Whyte at 
Royal College of  Surgeons in Ireland in 
Dublin,  Ireland; W. Whyte at Trinity  College 
Dublin in Dublin, Ireland. For a complete 
list of authors, please see the manuscript.

This paper's abstract is located at: http://
stm.sciencemag.org/lookup/doi/10.1126/
scitranslmed.aaf3925
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First Implant of Harmony™ Transcatheter Pulmonary Valve 
in Clinical Study

Nationwide Children’s Hospital today announced its first implant 
of the Medtronic Harmony™ Transcatheter Pulmonary Valve 
(TPV)—an investigational heart valve designed to help patients 
with Congenital Heart Disease (CHD)—as part of a new clinical 
study that will evaluate the valve’s safety and effectiveness. 
The procedure was performed at Nationwide Children’s by John 
P. Cheatham, MD, George H. Dunlap Endowed Chair in 
Interventional Cardiology and Co-Director of The Heart Center at 
Nationwide Children’s.*
 
Congenital Heart Disease (CHD) is the most common type 
of birth defect in the United States, affecting an estimated 
40,000 infants each year.i,ii There are many different types 
of CHD, including abnormalities in the structure of the heart 
and pulmonary artery/valve. After surgical correction of these 
defects, ie. Tetralogy of Fallot, the pulmonary valve is altered 
or removed, resulting in severe leakiness of the valve. Severe 
pulmonary valve regurgitation symptoms may occur, ranging 
from mild to severe, from tiredness or shortness of breath 
to fatigue, dizziness or weakness while performing normal 
activities. It can also lead to irregular heartbeats, chest pain or 
fainting (syncope).
 
For CHD patients born with pulmonary artery/valve abnormalities 
who undergo a surgical repair early in life, the Harmony TPV is 
designed to provide a less invasive option to restore normal valve 
function later in life. Currently, the only approved option in the 
United States for these patients is an open heart surgical valve 
replacement.
 
The Harmony TPV therapy builds off of the Medtronic Melody 
TPV technology, which has been implanted in more than 10,000 
patients worldwide. The Melody TPV was designed for patients 
with a failing right-ventricular-to-pulmonary-artery valved conduit, 

which accounts for only about 23% of this patient population. The 
Harmony TPV Clinical Study is expected to enroll 40 patients 
across approximately 10 centers in the United States and 
Canada, and if successful, can potentially serve ~ 77% of this 
patient population. 
 
“We are honored to be the first site to implant this device, both 
in the past Early Feasibility Study and now as part of this pivotal 
clinical trial,” said Dr. Cheatham.
 
Named to the Top 10 Honor Roll on U.S. News & World Report’s 
2016-17 list of “America’s Best Children’s Hospitals,” Nationwide 
Children’s Hospital is one of America’s largest not-for-profit 
freestanding pediatric healthcare systems providing wellness, 
preventive, diagnostic, treatment and rehabilitative care for infants, 
children and adolescents, as well as adult patients with congenital 
disease. Nationwide Children’s has a staff of more than 11,000 
providing state-of-the-art pediatric care during more than 1.2 million 
patient visits annually. As home to the Department of Pediatrics 
of The Ohio State University College of Medicine, Nationwide 
Children’s physicians train the next generation of pediatricians 
and pediatric specialists. The Research Institute at Nationwide 
Children’s Hospital is one of the Top 10 National Institutes of Health-
funded freestanding pediatric research facilities. More information 
is available at NationwideChildrens.org.
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Coffee Shops, ATMs May Be Ideal Locations for Lifesaving 
AEDs

Community coffee shops and automated teller machines, or 
ATMs, might be ideal locations for public access to Automated 
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Get involved with CHiP 
(Congenital Heart International Professionals Network)
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following clinical conditions:

·  Patients with regurgitant prosthetic right ventricular outflow tract 
(RVOT) conduits or bioprostheses with a clinical indication for 
invasive or surgical intervention, OR

·  Patients with stenotic prosthetic RVOT conduits or bioprostheses 
where the risk of worsening regurgitation is a relative 
contraindication to balloon dilatation or stenting

Contraindications: 

·  Venous anatomy unable to accommodate a 22 Fr size 
introducer sheath

·  Implantation of the TPV in the left heart

·  RVOT unfavorable for good stent anchorage

·  Severe RVOT obstruction, which cannot be dilated by balloon

·  Obstruction of the central veins

·  Clinical or biological signs of infection

·  Active endocarditis

·  Known allergy to aspirin or heparin

·  Pregnancy

Potential Complications/Adverse Events: Potential procedural 
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include the following: rupture of the RVOT conduit, compression of a 
coronary artery, perforation of a major blood vessel, embolization or 
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allergic reaction to contrast media, cerebrovascular events (TIA, CVA), 
infection/sepsis, fever, hematoma, radiation-induced erythema, pain, 
swelling or bruising at the catheterization site.

Potential device-related adverse events that may occur following 
device implantation include the following: stent fracture*, stent 
fracture resulting in recurrent obstruction, endocarditis, embolization 
or migration of the device, valvular dysfunction (stenosis or 
regurgitation), paravalvular leak, valvular thrombosis, pulmonary 
thromboembolism, hemolysis.

*The term “stent fracture” refers to the fracturing of the Melody TPV. 
However, in subjects with multiple stents in the RVOT it is difficult 
to definitively attribute stent fractures to the Melody frame versus 
another stent.

For additional information, please refer to the Instructions For Use 
provided with the product or available on  
http://manuals.medtronic.com.

The Melody Transcatheter Pulmonary Valve and Ensemble II 
Transcatheter Delivery System has received CE Mark approval and is 
available for distribution in Europe.

Medtronic, Medtronic logo  
and Further, Together are  
trademarks of Medtronic.  
All other brands are trademarks  
of a Medtronic company.

710 Medtronic Parkway 
Minneapolis, MN 55432-5604 
USA 
Tel: (763) 514-4000 
Fax: (763) 514-4879 
Toll-free:  (800) 328-2518

LifeLine 
CardioVascular Technical Support   
Tel: (877) 526-7890 
Tel: (763) 526-7890 
Fax: (763) 526-7888 
rs.cstechsupport@medtronic.com 
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External Defibrillators (AEDs), according 
to new research in the American Heart 
Association’s journal Circulation.

An    Automated   External    Defibrillator 
(AED) is a computerized medical device 
that can check a person’s heart rhythm, 
recognize a rhythm that requires a shock 
and advise the rescuer when a shock is 
needed. The AED uses voice prompts, 
lights and text messages to tell the 
rescuer the steps to take.

Placement of AEDs in communities is an 
ongoing effort to provide access to these 
lifesaving devices to bystanders, so they 
can help people who suffer an out-of-
hospital cardiac arrest.

To determine where best to place AEDs 
in the community, researchers studied 
different businesses and municipal 
locations in Toronto, Canada. They 
ranked the businesses and other locations 
according to how many cardiac arrests 
occurred within 100 meters of the locations, 
and when they were open.

“We found that coffee shops and ATMs 
ranked highly across several related 
metrics, and that those rankings were 
stable over the years,” said Timothy C.Y. 
Chan, PhD, study author and Canada 
Research Chair in Novel Optimization and 
Analytics in Health, University of Toronto 
in Canada.

Among the Findings
There were 2,654 publicly located, non-
traumatic out-of-hospital cardiac arrests 
in Toronto from Jan. 2007 to Dec. 2015. 
Coffee shops from three major chains 
and ATMs from the five largest Canadian 
banks occupied eight of the top 10 
spots for out-of-hospital cardiac arrest 
in Toronto and its Downtown area. The 
rankings remained stable over time. “What 
this means is that health organizations, 
foundations and policymakers aiming 
to develop public access defibrillator 
programs could use our rankings to 
identify promising businesses to develop 
partnerships fors AED deployment,” Chan 
said. “Ultimately, we want to get AEDs in 
the right locations, so they are accessible 
when needed most.”

Children’s Hospital of Pittsburgh of 
UPMC’s 2017 Master Class to Focus on 
Univentricular Heart

This year’s course - the tenth annual - will 
focus on the congenital malformations of 
the ventricular septum and great arteries, 
including sessions on VSD, transposition, 
TOF, DORV, and isomerism. This activity 
has been approved for AMA PRA. The 
2017 Master Class in Congenital Cardiac 
Morphology will be held at Children’s 
Hospital of Pittsburgh of UPMC on October 
11, 12 and 13, 2017.

“We have been very lucky to have Bob 
Anderson return to his “roots” to co-
host this course.  Many may not realize 
that Professor Anderson did much of 
his seminal work in congenital cardiac 
morphology here at Children’s Hospital 
of Pittsburgh.  The Pittsburgh archive 
is one of the best in the world – it’s a 
treasure for all of us!  The Master Class 
has been incredibly successful over 
the years.  We have expanded lectures 
to include morphology, imaging and 
clinical topics which really round out 
our understanding of the congenitally 
malformed heart.  This conference is 
especially suitable for trainees and all 
of those interested in congenital cardiac 
morphology,” said Vivek Allada, MD, Co-
Director of Children’s Heart Institute, one 
of the event sponsors.

Now in its tenth year, the annual event 
draws an international audience ranging 
from cardiologists, surgeons, and cardiac 
interventionists to nurse practitioners, 
medical students, device makers, and 
medical sonographers. Held at the John 
G. Rangos Sr. Conference Center, located 
on Children’s campus, the event is co-
sponsored with Children’s Department of 
Pediatric Pathology and the University of 
Pittsburgh School of Medicine’s Center 
for Continuing Education in the Health 
Sciences.

Featuring multiple lecturers, the event will 
be again moderated by Robert Anderson, 
MD, FRCPath, visiting Professor of 
Pediatrics, Medical University of South 
Carolina (MUSC). This year’s sessions 
will spotlight Ventricular Septal Defects, 
Tetralogy of Fallot, Transposition of 
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the Great Arteries, Double Outlet 
Right Ventricle, and isomerism with 
Atrioventricular Septal Defect.

Through the program, participants will 
receive a multimodal look at all aspects of 
the developing heart using the latest imaging 
technologies (3D echocardiography 
and CT angiography) and hands-on 
demonstrations of pathologic specimens 
of each lesion. In addition, developmental 
embryology, clinical treatment for both 
cardiac catheterization and cardio-thoracic 
surgery will be covered in depth.

“The strength of the course is that it 
gives a sound fundamental basis for 
the understanding of Congenital Heart 
Disease,” said Allada, adding, “The 
survival for congenital heart disease has 
vastly improved over the past decade, and 
much of that can be attributed to the work 
of people like Professor Anderson giving 
us a greater understanding of how the 
heart is malformed and how we can best 
treat it.” 

Registration details will be provided online 
at www.chp.edu/MasterClassCCM in June, 
with enrollment limited to 75. This activity 
has been approved for AMA PRA Category 
1 Credit™ .  The University of Pittsburgh 
is an affirmative action, equal opportunity 
institution.

For more information, contact Lynda 
Cocco, 412-692-3216, at the Heart Institute 
at Children’s Hospital of Pittsburgh of 
UPMC.
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CONGENITAL CARDIOLOGY TODAYmacitentan and tadalafil. However,  she 
continued to experience dyspnea when 
attempting to climb a flight of  stairs and had 
bilateral lower extremity edema.

At the age of  48 years, she did not fully 
recover from bronchitis with symptoms 
including orthopnea, paroxysmal nocturnal 
dyspnea, dyspnea on exertion, fatigue, 
wheezing, cough, near-syncope, and 
nausea, which was later diagnosed as 
severe PAH with moderately  elevated 
pulmonary  vascular resistance (PVR). Right 
ventricular (RV) systolic pressure was 95 
mmHg, pulmonary  artery  (PA) pressure was 
95/30 (53) mmHg with systemic blood 
pressure of  112/66 (81) mmHg. Cardiac 
output was 3.87 L/min (Fick method).

She had a 27 mm ostium secundum ASD.  
A three-dimensional transesophageal 
e c h o c a r d i o g r a m ( 3 D T E E ) s h o w e d 
predominantly  left-to-right shunt with some 
flow reversal.  Her six-minute walk test 
distance dropped from 1580 to 1400 feet in 
a span of  three months. As a result of 
worsening PAH on maximal medical therapy, 
a decision was made by  a multidisciplinary 
team including a pulmonologist and lung 
transplant director,  and congenital heart 
specialists to close the defect with a 
fenestrated device.  The Occlutech® FASD 
occluder was selected for use under the 
U.S. Food and Drug Administration’s 
compassionate use guidance. The patient 
was given comprehensive education on the 
risks and benefits of  the procedure, including 
complications of  general anesthesia, TEE, 
cardiac catheterization and the occluder 
itself.  The potential intraprocedural and post-
procedural risks including air embolus, 
allergic reaction to nickel,  arrhythmia, 
bleeding, injury  to blood vessels, device 
e m b o l i z a t i o n a n d m i g r a t i o n , a n d 
t h romboembo l i c  even t s we re a l so 
d iscussed. The pat ien t s igned the 
compassionate use informed consent form 
after all questions were addressed to her 
satisfaction prior to the procedure.

Procedure

Under general anesthesia, 3DTEE confirmed 
the presence of  a signif icant  atr ial 
communication with persistent left-to-right 
shunt.  A detailed right heart catheterization 
was performed under aseptic precautions 
with stepwise oximetry  and hemodynamics. 
The patient’s RA pressure was 12/7 (9) 
mmHg, PA pressure was 80/29 (47) mmHg 

with systemic blood pressure of  100/50 (67) 
mmHg.  Oximetry  in 30% oxygen included 
superior vena cava (SVC) 78%, inferior vena 
cava (IVC) 75%, RA 80%, RV 81%, PA 80%, 
and LA 92%. Although the pre-procedure 
calculated Qp:Qs was 0.91 suggesting a net 
right-to-left shunt through the ASD, the 
pulmonary  reactivity  testing showed Qp:Qs of 
1.5: 1 on 100% oxygen and nitric  oxide.  A 
ba l l oon occ lus ion tes t showed no 
hemodynamic instability  on complete 
occlusion. Cardiac output was 3.81 L/min 
(Fick method).

A 0.035-inch extra-stiff  guidewire was 
placed into the pulmonary  vein and a 14F 
Mullins sheath was advanced over the 
guidewire and positioned in to the left upper 
pulmonary  vein. A 27 mm FASD occluder 
with 6 mm fenestration was loaded on the 
delivery  cable system and advanced in 
through the sheath. The LA disk was 
deployed followed by  deployment of  the RA 
disk under f luoroscopic and 3DTEE 
gu idance . A f te r con f i rm ing secure 
deployment of  the FASD occluder on 3D 

TEE (Figures 2 and 3), hemodynamic 
measurements were repeated.  The 
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Figure 3: The FASD occluder (red arrow) with left-to-right shunting through the fenestration 
(orange arrow) on two-dimensional TEE post deployment.

Figure 2: Post deployment 3DTEE shows a 
well seated FASD.  The red arrow shows the 
6 mm fenestration in the occluder.
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with leadership and governance. I want to 
ensure that our voice is heard to keep the 
ACC relevant, rewarding and respectful to 
our patients and our professionals. It is a 
profound honor and privilege to serve the 
ACC and our members in this capacity.”
After completing his cardiology  fellowship, 
Wilson joined Sanger Heart and Vascular 
Institute in Charlotte, North Carolina as an 
interventional cardiologist where he was 
director of  the cath lab and chief  of 
cardiology  for over 15 years. He currently 
serves as the chief  interventional cardiologist 
f o r t h e A C C / A H A N a t i o n a l S T E M I 
Accelerator I and II programs covering over 
30 million lives. Wilson has led numerous 
medical missions to Haiti and Latin America 
and since 2012 has traveled to Belize to help 
establish the country’s only  national 
percutaneous coronary  intervention (PCI) 
and coronary  artery  bypass grafting (CABG) 
program.
 
Wilson has been an active member of  the 
ACC over the entire course of  his career. For 
the last five years, he has been a program 
director of  the ACC North Carolina/South 
Carolina Chapter annual meeting, which has 
grown into one of  the largest combined state 
meetings.  Wilson currently  is the outgoing 
governor of  the ACC’s North Carolina 
chapter, and his efforts with the state 
legislature on population health led to his 
appointment to the Justus-Warren Heart 
Disease and Stroke Prevention Task Force. 
He also currently  serves on the ACC 
Membership Committee and the National 
Cardiovascular Data Registry  Management 
Board.
 
Wilson graduated with honors from Davidson 
College and Duke University  Medical School 
and completed his residency  and fellowship 
at Vanderbilt University.
 
Other officers for the ACC for 2017-2018 are 
President  Mary  Norine Walsh, MD, FACC; 
Vice President C. Michael Valentine, MD, 
FACC, and Treasurer Robert A. Guyton, MD, 
FACC.
 
For more information on The American 
College of Cardiology, visit acc.org.

The ACHA website offers resources for  ACHD professionals as well as 
for patients and family members.

Explore our website to discover what ACHA can offer you.
www.achaheart.org/home/professional-membership-account.aspx

E-mail comments or questions on 
medical news to:  

Mar-17-News@CCT.bz
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Do not implant the Nit-Occlud PDA into patients who have endocarditis, endarteritis, active infection, pulmonary hypertension (calculated PVR greater 

than 5 Wood Units), thrombus in a blood vessel through which access to the PDA must be obtained, thrombus in the vicinity of the implantation site 
at the time of the implantation or patients with a body weight < 11 lbs.  (5kg). An angiogram must be performed prior to implantation for measuring 

length and diameter of the PDA. Only the pfm medical implantation delivery catheter should be used to implant the device. Administration of 50 units 
of heparin per kg bodyweight should be injected after femoral sheaths are placed. Antibiotics should be given before (1 dose) and after implantation 

(2 doses) to prevent infection during the implant procedure. Do not implant the Nit-Occlud PDA in an MR environment. Do not pull the Nit-Occlud 
coil through heart valves or ventricular chambers. Contrast media should not be injected through the implantation catheter. The catheter must not be 
connected to high pressure injectors. Patients may have an allergic response to this device due to small amounts of nickel that has been shown to be 
released from the device in very small amounts. If the patient experiences allergic symptoms, such as difficulty in breathing or swelling of the face or 

throat, he/she should be instructed to seek medical assistance immediately. Antibiotic prophylaxis should be performed to prevent infective endocarditis 
during first 6 months after coil implantation. Potential Adverse Events: Air embolism, Allergic reaction to drug/contrast, Apnea, Arrhythmia requiring 

medical treatment or pacing, Arteriovenous fistula, Bacterial endocarditis, Blood loss requiring transfusion, Chest pain, Damage to the tricuspid or 
pulmonary valves, Death, Embolization of the occluder, requiring percutaneous or surgical intervention, Endarteritis, False aneurysm of the femoral 

artery, Fever, Headache/ Migraine, Heart failure, Hemolysis after implantation of the occluder, Hypertension, Hypotension or shock, Infection, Myocardial 
infarction, Occluder fracture or damage, Perforation of the heart or blood vessels, Stenosis of the left pulmonary artery or descending thoracic aorta, 

Stroke/TIA, Thromboembolism (cerebral or pulmonary), Valvular Regurgitation, Vessel damage at the site of groin puncture (loss of pulse, hematoma etc.). 
Nit-Occlud is a registered trademark of pfm medical Inc.
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Designed For the Safe and Atraumatic Occlusion of the 
Congenital Heart Defect PDA (Patent Ductus Arteriosus)
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