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Letters to Editor

Sir,
A 28‑day‑old male infant  (3.5  kg) presented 
with tachypnea and cyanosis. On evaluation, he 
had dextro‑transposition of great arteries with 
ventricular septal defect. The neonate underwent 
an arterial switch operation (ASO) with moderate 
hypothermic cardiopulmonary bypass (28°C). He 
was shifted to the Intensive Care Unit  (postsurgery) 
on inotropic support  (dopamine and dobutamine 
[5 mcg/kg/min each]; nitroglycerine [0.5 mcg/kg/min]). 
Transthoracic echo revealed good biventricular 
contractility, mild tricuspid regurgitation. Soon after 
extubation (in 48 h), features of isolated (left) facial 
nerve palsy were noticed (drooping of angle of mouth, 
loss of nasolabial fold, dribbling of saliva) [Figure 1]. 
The affected eye remained partially open during sleep. 
Noncontrast computerized tomography of the head 
was normal. The neonate was initially fed through 
nasogastric tube before resuming oral feeding. There 
was no sucking/swallowing difficulty. For Bell’s palsy 
(provisional diagnosis), injection dexamethasone was 
given (0.3 mg/kg/day for 3 days). Oral prednisolone 
was continued for 2 weeks. He showed no improvement 
of facial palsy after 14 days. However, salivation and 
partial eye opening during sleep improved. We gave 
symptomatic treatment with methylcellulose eye drops. 
Prednisolone was tapered over next 2  weeks. The 
patient remained stable and was feeding well. He was 
electively discharged. On follow‑up after 4 weeks, the 
child still had some features of Bell’s palsy. However, 
in the second review after 12  weeks, the baby has 

shown improvement with no facial asymmetry and 
gained weight.

Neurological insults such as cognitive impairment, 
memory loss, encephalopathy including seizures, 
paralysis, coma, and brain death after cardiac surgery 
have been reported in the literature.[1] Among these, 
seizures are the most commonly reported.[1] Isolated 
cranial nerve injury (peripheral) after cardiac surgery 
is an extremely rare event. The most commonly injured 
cranial nerves reported are the superior laryngeal nerve 
and hypoglossal nerve.[2]

Idiopathic facial palsy (also called Bell’s Palsy) in the 
newborn is rare, occurring in 0.23% to 1.8% of live 
births. Birth trauma, vascular ischemia, autoimmune 
inflammatory phenomenon, and heredity may be 
causative mechanisms.[3] In addition, reports of neonatal 
Bell’s palsy[4] caused by traumatic delivery, congenital 
malformations, and infections including otitis media (as 
early as 2 weeks of life) with rapid response to oral 
steroids  (and antibiotics where indicated) are also 
available.[3] Cayler cardiofacial syndrome would be 
close mimic to Bell’s palsy; however, in our case, the 
mother remembers normal features till before surgery. 
Besides, persistence of asymmetric face during sleep 
also excludes the Cayler cardiofacial syndrome.[5] This 
baby developed facial palsy after ASO temporally, with 
no initial response to systemic steroids. The cause 
may be a vascular ischemia (transient) or compressive 
neuropathy. Neonatal idiopathic facial nerve palsy as 
in our case is rarely encountered. Extensive literature 
review yielded a similarly isolated case report of 
isolated facial nerve entrapment after an ASO,[6] which 
recovered completely. The child on regular follow‑up 
shows improvement. We highlight this rare complication 
after pediatric cardiac surgery, for the early recognition 
and treatment benefit by caregivers involved such as 
cardiologists, cardiac surgeons, and intensivists.
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Figure 1: Child on postoperative day 2. Notice there is drooping 
of the left angle of mouth (solid black arrow). Also on comparing 
with the right side (red thin arrow), there is loss of nasolabial fold 
on the left side (black thin arrow)
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Sir,
An aortopulmonary window  (APW) is a rare cardiac 
malformation, first reported by Elliotson, is found 
in 0.1% of patients with congenital cardiac lesions.[1] 
In most cases, surgical repair is undertaken during 
infancy although isolated cases have been reported 
of transcatheter device closures. We report our 
experience of transcatheter APW closure via antegrade 
and retrograde methods using a novel device 
Amplatzer duct occluder II (AGA Medical Corporation, 
MN, USA).

A 6‑year‑old male weighing 18  kg presented with a 
history of frequent respiratory tract infection since 
early infancy was diagnosed to have an isolated 
4 mm restrictive Type I APW with continuous left to 
right shunt with early diastolic flow reversal in arch 
of aorta. Access was obtained in the right femoral 
artery and vein. APW anatomy was best profiled in 
ascending aortogram in cranial 30° view [Figure 1a], 
measuring 4 mm and far away from origin of the left 
coronary artery. Mean pulmonary artery (PA) pressure 
was less than half systemic. The lesion was crossed 
retrogradely with 0.025  cm  ×  260  cm J tip Terumo 

wire through 5 Fr 3.5  mm right Judkin’s catheter. 
Since there was difficulty in negotiating the catheter 
into the defect directly in retrograde method we 
decided to go for antegrade method. An arterio‑venous 
loop was formed by snaring in the left PA using 
10 mm gooseneck snare [Figure 1b]. A 5 Fr Launcher 
Catheter  (Medtronic, USA) was advanced across 
the defect into descending aorta from venous end. 
A 5 mm × 4 mm ADO II device was deployed across the 
APW under transthoracic echocardiographic guidance. 
Check angiogram showed  complete occlusion 
of the defect without impingement of the left 
main coronary artery [Figure 1c] and then, the device 
was released [Figure 1d].

Another 2‑year‑old female weighing 10 kg presented with 
the incidental detection of murmur and was diagnosed 
to have a 4 mm restrictive Type I APW [Figure 2a]. Mean 
PA pressure was less than half systemic. The lesion 
was crossed retrogradely with 0.025  cm  ×  260  cm J 
tip Terumo wire through 5 Fr 3.5 mm right Judkin’s 
catheter. A  6 F Launcher catheter was advanced 
over the wire retrogradely and placed in the right 
ventricle (Though 5F launcher catheter is compatible 

Transcatheter closure of aortopulmonary window with Amplatzer 
duct occluder II
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