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Down syndrome and congenital heart disease: why 
the regional difference as observed in the Libyan 
experience?
Z ELMAGRPY, A RAYANI, A SHAH, E HABAS, EH ABURAWI 

Abstract 
Background: Children with Down syndrome (DS) have about 
a 40 to 50% incidence of congenital heart disease (CHD). The 
objectives of this study were to evaluate the distribution and 
frequency of CHD patterns in Libyan children with DS.
Methods: All patients with DS who were referred to the 
cardiology clinic between January 1995 and December 2008 
were reviewed. 
Results: Of the 1 193 patients reviewed, 537 (45%) had an 
associated CHD. Overall there were 349 (65%) patients who 
had a single cardiac lesion, and 188 (35%) had multiple 
cardiac lesions. The most common isolated cardiac lesion 
was atrial septal defect (ASD), found in 125 (23%) patients, 
followed by atrioventricular septal defect (AVSD) in 103 
(19%), and ventricular septal defect (VSD) in 76 (14%). 
Conclusion: Atrial septal defect was the most common cardi-
ac lesion. The distribution of CHDs in Libyan children with 
DS was similar to what has been reported internationally, 
but the frequency was not compared with international rates.
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Down syndrome (DS) or trisomy 21 is a chromosomal disorder 
frequently associated with a varied combination of morphologi-
cal and structural birth defects. These defects are in the form of 
congenital mental disability, hypotonia, characteristic body 
features, heart defects, and other systemic congenital malforma-
tions. The frequency and severity of these morphological and 
functional defects vary significantly among affected individuals. 
The incidence of moderate to severe forms of congenital heart 
disease (CHD) in Libya is about 5/1 000 live births.1 

In 1866, John Langdon Haydon Down first characterised 
DS as a distinct disease with intellectual impairment.2 In the 
late fifties, Lejeune and Jacobs independently reported that DS 
resulted from an extra chromosome 21. Since then the condi-
tion has been known as trisomy 21.3,4 This particular trisomy is 
the most common form of chromosomal abnormality, affecting 
about one in 700 live births.5,6 It is characterised by the whole 
chromosomal aneuploidy in about 95% of cases. The remaining 
5% is in the form of translocations and mosaics.7 The risk of 
pregnancy with DS increases with the mother’s age, and it can 
occur with a frequency as high as one in 30 in those older than 
45 years.8 

Approximately 40 to 60% of children with DS have heart 
defects and among those with CHD, four to 10% are associated 
with DS.9 The cardiac defects are commonly single, but they can 
be multiple as well. It is highly recommended that DS patients be 
referred early for cardiac screening. Chest infection, CHD, blood 
disorders, leukaemia and lymphoma are not uncommon causes 
of death.10,11 Nowadays, almost all CHD in DS patients are surgi-
cally manageable, with good results. Moreover, the postoperative 
morbidity and mortality associated with cardiac surgery has 
fallen dramatically in recent years due to advances in intensive 
care units, peri-operative care and improved treatment related to 
respiratory illnesses.12,13 

The aim of this study was to determine the mode of presenta-
tion, and type and distribution of CHD affecting DS patients in 
Libya, and to compare this with previously reported studies.

Methods
In a retrospective descriptive study, medical records of clinically 
diagnosed DS patients were reviewed. There were 1 193 children 
with DS who had presented to Alfateh University Children’s 
Hospital, Tripoli, between January 1995 and December 2008. 
After detailed histories and thorough physical examinations were 
recorded, two-dimensional echocardiography and Doppler stud-
ies were performed using the ALOKA SSD-800 before 2005, 
and the Philips EnVisor C HD, Philips Medical Systems after 
2005. 

The data were analysed by descriptive statistics, using 
Microsoft Excel and Minitab version 16 statistical software pack-
ages. Previously reported literature was reviewed to compare our 
results with the international geographical distribution of cardiac 
defects in patients with DS.

Results
There were 1 193 patients with DS who attended the cardiac 
clinic and of these, 537 (45%) had CHD. The male-to-female 
ratio was 1:1.4. The reasons for presentation are given in Table 
1, with the commonest being routine screening (44%). Cardiac 
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murmur was the reason for referral in 177 (33%) patients, heart 
failure in 62 (12%), chest infection in 36 (7%), and cyanosis in 
19 patients (4%). 

Of the overall number of patients with CHD, 349 (65%) had 
a single cardiac lesion, whereas the remaining 188 (35%) had 
multiple defects. The most common single defect was atrial 
septal defect (ASD), which was found in 125 (24%) patients, 
followed by atrioventricular septal defect (AVSD) in 103 (19%), 
and ventricular septal defect (VSD) in 76 (14%) cases. Patent 
ductus arteriosus (PDA) occurred in 28 (5%) cases. 

Other common defects such as combined ASD plus VSD with 
other complex lesions was found in 77 (14%) patients, VSD plus 
PDA was found in 42 (8%), and 40 (7%) had ASD plus PDA. 
PDA was the most common cardiac defect associated with other 
cardiac lesions. It was found in association with VSD and ASD 
in 82 patients (15%) (Table 2). 

The median age (range) at diagnosis with ASD was three 
months (three days – 15 years) and for those with complex and 
mixed cardiac lesions it was four months (two days – 18 years) 
(Table 2). The rare associations of complex CHD were those of 
double-outlet right ventricle and transposition of the great arter-
ies in two patients, pulmonary atresia with VSD in one patient 
and a combination of complete atrioventricular septal defect with 
tetrology of Fallot in three patients. 

Discussion
Approximately 50% of the patients evaluated for DS had an asso-
ciated CHD. This finding is similar to internationally reported 
figures.9 ASD of secondum type was the most common single 
congenital cardiac defect and was found in 125 of the 537 DS 
patients (24%). This finding was not consistent with what has 
previously been reported in Europe, Sudan and the USA, where 
ASD was reported to occur in only 5% of the DS patients in 
Europe and Sudan and 8% in the USA patients.14-16 ASD of 
secondum type has been reported in Mexico in 38% and Saudi 
Arabia in 21% of patients with DS.17,18 These high distributions 
are similar to that in our report.

In most of the European countries, Sudan, Turkey and the 
USA, AVSD was the most common cardiac defect.14-16,19 In Asia 
on the other hand, VSD was the most common single cardiac 
defect, followed by ASD or AVSD.18,20,21 In our series, AVSD 
with a common atrioventricular valve was the second most 
common CHD, found in 103 (19%) patients. In Guatemala, PDA 
(29%) followed by VSD (28%) were the most common cardiac 
defects22 

The isolated cardiac lesions represented about 65% of all 
CHD in our study, compared with 80% in Guatemala,22 74% in 
Mexico,17 and 78% in Turkey19 (Table 3). Furthermore, patients’ 
age at diagnosis with ASD was younger than those with complex 
and other associated cardiac lesions. This minimised the possible 
bias that patients with more complex lesions died earlier before 
diagnosis, compared with those with ASD. 

On reviewing the literature (Table 3), it appears that the 
frequency and distribution of CHD in DS varies in different 
geographical regions. The reason for this difference in the 

TABLE 1. CARDIAC EVALUATIONS OF  
THE PATIENTS STUDIED

Number 537

M:F ratio 1:1.4

Reason for cardiac evaluation

Screening 237 (44%)

Murmur 177 (33%)

Heart failure 62 (12%)

Cyanosis 19 (4%)

Chest infection 36 (7%)

Others 6 (1%)

Age at diagnosing CHD

0–1 months 149 (28%)

> 1–6 months 230 (43%)

> 6 months – 1 year 66 (12%)

> 1–3 years 44 (8%)

> 3–5 years 18 (3%)

> 5–10 years 19 (4%)

> 10–18 years 11 (2%)

CHD, congenital heart disease.

TABLE 2. THE FREQUENCY AND TYPES OF CONGENITAL HEART DISEASE

Cardiac lesions Patients, n = 537 (%) Age* M:F ratio

Single lesion 349 (65%) 4 months (3 days –18 years) 1:1.4

ASD 125 (23%) 3 months (3 days –15 years) 1.1:1

AVSD 103 (19%) 3 months (3 days – 12 years) 1:1.6

VSD 76 (14%) 4 months (4 days – 14 years) 1:1

PDA 28 (5%) 5 months (1 moth – 18 years) 1:2

TOF 13 (2%) 3 months (3 weeks – 9 months) 1:1

COA 4 (1%) 5 months (1 week – 6 months) 1:0.3

Multiple lesions 188 (35%) 4 months (2 days – 18 years) 1:1.4

ASD with VSD plus others 77 (14%) 1 year (2 days – 18 years) 1:1.5

VSD with PDA plus others 42 (8%) 1.5 months (1–3 months) 1:0.8

ASD plus PDA with others 40 (7%) 4 months (1.5 months – 1.5 years) 1:0.8

ASD with pulmonary stenosis 11 (2%) 30 days (4 days – 3 years) 1:3

Other rare associations 19 (4%) 2 months (2 days – 2 years) 1:1

ASD, atrial septal defect; AVSD, atrioventricular septal defect; VSD, ventricular septal defect; PDA, patent ductus arteriosus; TOF, tetralogy of 
Fallot; CoA, coarctation of aorta.
*Median (range) age at diagnosing congenital heart disease.
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distribution of CHD among DS patients is not clear, although 
some consistency is observed between certain global areas. This 
variation in geographical distribution may be caused by numer-
ous factors, one of which could be the genetic make up of each 
nation or global region; or it could be due to specific embryo-
logical mechanisms. 

Types of CHD can also be determined by cell characteristics 
in each nation or population.23 The embryology and anatomy of 
VSD, ASD and PDA are quite different from that of AVSD.24-26 
Some publications have suggested that ethnicity and different 
geographic factors, such as high altitude with lower partial 
pressures of oxygen may contribute to a higher frequency of 
PDA.17,27,28 However, these hypotheses need to be tested by 
further large-scale multinational collaborative studies. 

The most common mode of presentation of CHD in DS was 
the routine referral to cardiology clinics, but only 44% of the 
cases were presented in this manner. There were 62 patients 
(12%) who presented with heart failure; this was probably due 
to the fact that these patients were missed or not referred at an 
earlier age for cardiac screening. This stresses the importance of 
early referral to cardiac clinics.1,29

The mother’s age is an important risk factor for DS, with the 
risk of giving birth to a child with DS increasing from 1 in 1 250 
at age 25, to 1 in 1 000 at age 30, to 1 in 400 at age 35, to 1 in 100 
at age 40, to 1 in 30 at age over 45 years.30 Nevertheless, about 
80% of infants with DS are born to mothers who are under 35 
years of age.28 In our series, CHD was more common in children 
whose mothers were in the age range of 31 to 45 years (71%), 
which is comparable with international figures. In addition, the 
single and multiple cardiac lesions were nearly doubled in those 
of older mothers. 

On the other hand, there was no specific association between 
ASD and mothers’ ages. Interestingly, we found tetrology of 
Fallot in 13 children of mothers who were over 30 years of age, 
and not in younger mothers. Coarctation of the aorta is unusual 
in patients with DS; however, we found this to occur in 1% of 
the cases, which is similar to a previous report from the USA.15 

There are a number of limitations in our study, such as the fact 
that the figures reported herein are not population based, and any 
patients with DS who died at home or at other hospitals and had 
never been diagnosed with CHD were not included. Moreover, 

cytogenetic studies were not routinely performed on all patients 
because diagnosis was mainly based on clinical grounds. Due 
to poor organisation and infrastructure at our cardiac centre in 
previous years, we were unable to accompany the presented 
figures with any surgical results. Irrespective of these limita-
tions, we believe that we have made some progress in document-
ing the distribution of CHD in Libyan children with DS. 

Conclusion
This is the first study to document the types, distribution and 
frequency of CHDs in Libyan children with DS. ASD was the 
most common single cardiac lesion in DS. The distribution of 
CHDs in Libyan children with DS was similar to what has been 
reported internationally but the frequency was not compared 
with international rates. We stress the importance of early refer-
ral and screening for CHDs in this group of patients. 

References
1.	 Aburawi EH. The burden of congenital heart disease in Libya. Libyan 

J Med 2006; 1: 120–122.
2.	 Down JLH. Observations on an ethnic classification of idiots. Clinical 

Lecture Reports. London Hospital 1866; 3: 259–262.
3.	 Lejeune J. Le mongolisme. Premier example d’aberration autosomique 

humaine. Ann Genet 1959; 1: 41–49.
4.	 Jacobs PA, Baikie AG, Court Brown WM, Strong JA. The somatic 

chromosomes in mongolism. Lancet 1959; 1: 710.
5.	 Hoffman JI. Incidence of congenital heart disease. J Am Coll Cardiol 

2002; 39: 1890–1900. 
6.	 Hoffman JI. Incidence, mortality and natural history. Paediatric 

Cardiology, 2nd edn. Philadelphia: Churchill Livingstone, 2002; 1: 
111–131.

7.	 Hamertone JL, Briggs SM, Giannelli F, Carter CO. Chromosome stud-
ies in detection of parents with high risk of second child with Down 
syndrome. Lancet 1961; 2: 788–791. 

8.	 Hoe TS, Chan KC, Boy NY. Cardiovascular malformations in Malasian 
neonates with Down syndrome. Singapore Med J 1990; 31: 474–476.

9.	 Stoll C, Alembik Y, Dott B, Roth MP. Study of Down syndrome in 
238,942 consecutive births. Ann Genet 1998; 41: 44–51.

10.	 Laursen HB. Congenital heart disease in Down syndrome. Br Heart J 
1976: 38: 32–38.

11.	 Tubman TR, Shields MD, Craig BG, Mulholland HC, Nevin NC. 
Congenital heart disease in Down syndrome: two years prospective 
early screening study. Br Med J 1991; 302: 1425–1427.

12.	 Roussot MA, Lawrenson JB, Hewitson J, Smart R, de Decker H P. Is 
cardiac surgery warranted in children with Down syndrome? A case-
controlled review. S Afr Med J 2006; 96: 926–930.

13.	 Kabbani MS, Giridhar S, Elbarbary M, Elgamal MA, Najm H, Godman 
M. Postoperative cardiac intensive care outcome for Down syndrome 
children. Saudi Med J 2005; 26: 943–946. 

14.	 Placidi S, Digilio MC, Marino B. Types of cardiac defects in children 
with Down’s syndrome. Cardiol Young 2006; 16: 198–199. 

15.	 Ali SK. Cardiac abnormalities of Sudanes patients with Down syndrome 
and their short-term outcome. Cardiovasc J Afr 2009; 20: 112–115.

16.	 Freeman SB, Taft LF, Dooley KJ, Allran K, Sherman SL, Hassold 
TJ, et al. Population based study of congenital heart defects in Down 
syndrome. Am J Med Genet 1998; 80: 213–217. 

17.	 De Rubens Figueroa J, del Pozzo Magaña B, Pablos Hach JL, Calderón 
Jiménez C, Castrejón Urbina R. Heart malformations in children with 
Down syndrome. Rev Esp Cardiol 2003; 56: 894–899.

18.	 Abbag FI. Congenital heart diseases and other major anomalies in 
patients with Down syndrome. Saudi Med J 2006; 27: 219–222.

19.	 Nisli K, Oner N, Candan S, Kayserili H, Tansel T, Tireli E, et al. 
Congenital heart disease in children with Down’s syndrome: Turkish 
experience of 13 years. Acta Cardiol 2008; 63: 585–589. 

20.	 Lo NS, Leung PM, Lau KC, Yeung CY. Congenital cardiovascular 

TABLE 3. COMPARISON OF CONGENITAL HEART 
DISEASES IN LIBYAN TRISOMY 21 PATIENTS  

(n = 537) WITH OTHER NATIONS

Cardiopathy
ASD 
%

AVSD 
%

VSD 
%

PDA 
%

TOF 
%

CoA 
%

Others 
%

Libya 24 19 12 4 2 1 39

Mexico17 38 9 30 21 1 0 1

Guatemala22 13 10 28 29 0 0 22

Saudi Arabia18 21 23 33 14 5 0 4 

India21 12 3 26 5 16 0 39

China20 13 15 44 12 13 0 2

Italy14 5 55 25 5 6 0 4

USA16 8 45 35 7 4 1 1

Sudan15 5 48 23 7 6 0 11

ASD, atrial septal defect; AVSD, atrioventricular septal defect; VSD, 
ventricular septal defect; PDA, patent ductus arteriosus; TOF, tetral-
ogy of Fallot; CoA, coarctation of aorta.



CARDIOVASCULAR JOURNAL OF AFRICA • Vol 22, No 6, November/December 2011AFRICA 309

malformations in Chinese children with Down’s syndrome. Chin Med 
J (Engl) 1989; 102: 382–386.

21.	 Kava MP, Tullu MS, Muranjan MN, Girisha KM. Down syndrome: 
clinical profile from India. Arch Med Res 2004; 35: 31–35.

22.	 Vida VL, Barnoya J, Larrazabal LA, Gaitan G, Garcia FM, Castaneda 
AR. Congenital cardiac disease in children with Down’s syndrome in 
Guatemala. Cardiol Young 2005; 15: 286–290.

23.	 Ferencz CH, Neill C, Boughman J, Rubin J, Brenner J, Perry L. 
Congenital cardiovascular malformations associated with chromosome 
abnormalities: an epidemiologic study. J Pediatr 1989; 114: 79–86. 

24.	 Park SC, Mathews AR, Zuberbuhler RJ, Rowe RD, Neches WH, Cora 
CL. Down syndrome with congenital heart malformation. Am J Dis 
Child 1977; 131: 29–33.

25.	 Marino B, Vairo U, Corno A, Nava S, Guccione P, Calabro R, et al. 

Atrioventricular canal in Down syndrome. Am J Dis Child 1990; 144: 
1120–1122.

26.	 Evans PR. Cardiac anomalies in mongolism. Br Heart J 1950; 12: 
258–262.

27.	 Velásquez T, Martínez C, Pezzia W, Gallardo N. Ventilatory effects of 
oxygen in high altitude natives. Respir Physiol 1968; 5(1): 211–220.

28.	 Diaz GF, Velez J. Ductus arteriosus. In: Diaz GF, Sandoval N, Velez 
JF, Carrillo G (eds). Cardiologia Pediatrica. Bogota: McGraw-Hill 
2003: 296–313.

29.	 American Academy of Pediatrics Committee on Genetics. Health 
Supervision for Children with Down syndrome. Pediatrics 2001; 107: 
442–449.

30.	 American College of Obstetricians and Gynecologists (ACOG). Your 
Pregnancy and Birth, 4th edn. Washington, DC: ACOG, 2005. 

International Society of Cardiovascular Disease 
Epidemiology and Prevention 

44th 10-day International Teaching Seminar on Cardiovascular Disease

Epidemiology and Prevention

15–27 January 2012

Cape Town, South Africa

The International Society of Cardiovascular Disease Epidemiology and Prevention announces the 44th 10-day international 
teaching seminar on cardiovascular disease epidemiology and prevention to be held 15–27 January 2012 in Cape Town, South 
Africa in conjunction with the South African Medical Research Council and the University of Cape Town. 

Approximately 36 fellows can be accepted. The Society’s seminar committee will make the final selection. Nominees 
should ideally be at the postgraduate level with residency training or its equivalent, and be interested in cardiovascular disease 
epidemiology. 

Normally, preference is given to younger candidates, with little or no formal training in epidemiology. Tuition, board and 
accommodation are provided without cost to fellows. Fellows and their sponsors are responsible for their own travel costs to 
the seminar. Should any accepted fellow be unable to attend, no substitute not reviewed by the seminar committee may be sent 
as an alternate by the institution.

FLUENCY IN ENGLISH IS AN ABSOLUTE ESSENTIAL

Applications, including (1) a letter of nomination by the chief of department or institution, or other relevant sponsor, (2) 
a personal letter of application from the nominee, and (3) the applicant’s curriculum vitae, should be received before 15 
September 2011 by the seminar coordinator, address below. Applications can be sent by e-mail but a signed hard copy should 
follow in the post.

Professor Kay-Tee Khaw,
Clinical Gerontology Unit, 
PO Box 251
University of Cambridge School of Clinical Medicine,
Addenbrooke’s Hospital,
Cambridge CB2 2QQ,
England

Fax: +44-1223-336928
Tel: +44-1223-217292

e-mail: kk101@medschl.cam.ac.uk


	F
	CVJA 22.6
	back



