
CONGENITAL HEART DISEASE 
 



A problem with the heart’s structure and 
function that present at birth.  

WHAT DOES CONGENITAL HEART 
DISEASE MEAN ? 



- ~9/1,000 live birth. 
- 2-3 in 1000 infant will be symptomatic in the 1st 

year with significant heart disease that require 
treatment. 

- CHD is the major cause of death in the 1st year 
- more than 35 cardiac defects with VSD being most 

common. 

HOW FREQUENT? 



-Multifactorial  

-Genetic 90%  

-Environmental 10%  

-Predisposing factor: Drugs , infection , 
systemic disease  



1 parent with CHD >> 10% 

1st cousin with CHD >> 2% 

No Fx of CHD and 1st child CHD the 2nd 2-3% 

FAMILY HISTORY 





? Central cyanosis  

caused by ? 

Constant or not ? 

 

ACYANOTIC VS CYANOTIC  















Extracardiac malformation in 15-45% with CHD 

WHERE TO LOOK MORE ? 





-Comprise 7-10% of CHD.  

-f:m=2:1 

-mostly sporadic , few families with genetic 
defect . 

 

 

ATRIAL SEPTAL DEFECTS  



-Secundum ASDs. 

-Primum ASDs. 

-Sinus venosus ASDs. 

 

TYPES 



-Patients with ASDs are usually asymptomatic esp small ASD but may have 
some fatigue.  

-Typically discovered on a regular well-child visit when a murmur is heard 
at a 4-6 month infant. 

-loudest over the pulmonic region and is associated with a fixed splitting of 
the S2 and a loud S1. 

-There may be left precordial bulging due to the enlarged RV. 

-Moderate ASD >> symptomatic 2nd decade , 40yr CHF  

-Infective endocarditis does not occur in patient with isolated ASD. 

CLINICAL MANIFESTATIONS 



- Typically, patients with hemodynamically 
significant ASDs are referred for intervention 
around 3 -4 yrs of age. “Rarely earlier”.  

- cardiac catheterization laboratory by using an 
ASD closure device , aspirin 81mg/day for 6 
months. 

- ASDs that are too large >38mm or do not 
have appropriate anatomy for cath , primum , 
sinus venosus and coronary sinus defect >> 
surgical repair. 

CATH VS SURGICAL REPAIR  



-Most common CHD present in 
50% -60% of all children with CHD.  

 

-Defective formation of the IVS 
and are classified on the basis of 
their location in the septum 
relative to the AV valves and the 
right and left ventricular outflow 
tracts.  

 

VENTRICULAR SEPTAL DEFECTS 



-Perimembranous VSDs are the most common type, 
~80% of all VSDs,  

-Doubly committed juxta-arterial  

-Muscular  

-Inlet. 

 





Size of the VSD is defined relative to the 
area of the aortic valve:  

• Small < 1/3 

• moderate ~1/3 to 2/3 

• large >2/3  

 



-A newborn may not initially have a murmur 

-pansystolic murmur over the left lower sternal border.  

-A child with a hemodynamically significant VSD presents with features of 
pulmonary congestion and CHF.  

-spontaneous closure of perimembranous VSDs can get occluded by 
aneurysmal tissue, and muscular VSDs can become smaller in size with 
muscular growth.  

-60% close before 3years of age , 80% before 8years. 

-One must be wary of the perimembranous defect that becomes smaller 
owing to prolapse of the aortic valve. 

 

CLINICAL MANIFESTATIONS 



-Children with CHF are temporized with diuretics—usually furosemide. 

-Patients with FTT may need up to 125 to 150 kcal/kg per day of caloric 
intake through fortified formula + monitoring of weight.  

MANAGEMENT 





-muscular VSDs can be closed with devices in the cardiac catheterization 
laboratory.  



-An arterial duct is a normal fetal 
connection between the aorta and 
the pulmonary artery that is 
present in all newborns.  

-Closes functionally within 24 hours 
and anatomically within 3 -4 weeks 
in most patients.  

 

 

PATENT DUCTUS ARTERIOSUS 



-In a newborn with higher pulmonary resistance and pressures, the PDA 
may not shunt much blood and may not be audible.  

-a loud systolic or continuous murmur. 

CLINICAL MANIFESTATIONS 



-premature >> all symptomatic patient less than 10 days of age with no 
response to indomethacin , older than 10 days  

Symptomatic is >> RD , tachycardia , hepatomegaly , cardiomegaly.  

-Children >> symptomatic and asymptomaatic should be closed to avocid 
CHD , IE , aneurysm formation. 

CLOSE IT OR WAIT?  



Indication for surgery : 

Failure of catheter closure 

Calcific PDA , aneurysmal duct 
,hypertensive duct , inflamed 
duct. 

Associated other CHD  

 

-Both procedures have similarly 
high success rates and a 
complication rate of less than 
1%.  

 



-All patients undergoing cardiopulmonary bypass should not receive live 
vaccines for 2 weeks before or 6 weeks after.  

-Cytokine and immunologic markers return to normal by 2 months after 
surgery, and the vaccination schedule can be resumed.  

-Children should receive the influenza vaccine.  

-Children younger than 12 months with unrepaired cyanotic CHD or those 
receiving diuretic therapy for CHF in acyanotic CHD should receive 
respiratory syncytial viral prophylaxis with palivizumab.  

 

 

GENERAL PRINCIPLES OF 

IMMUNIZATION, 

SUBACUTE BACTERIAL 

ENDOCARDITIS PROPHYLAXIS, AND 

POSTOPERATIVE AND CARDIAC 

CATHETERIZATION CARE 



-Children undergoing cardiac surgery or interventional catheterization 
procedures to repair a lesion or occlude a defect require subacute bacterial 
endocarditis (SBE) prophylaxis for 6 months after the procedure and 
indefinitely if residual defects are present around a patch and/or a device.  

 

-After a cardiac catheterization, most children should be ambulating within 
2 to 6 hours and should be back to full activities within 3 to 5 days. 

 

-Children with CHD are at risk for developmental delay and disability, with 
greater complexity of CHD lending a higher risk.  




