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1. Case Presentation  

A 5-month-old female infant referred to us with h/o failure to thrive and recurrent LRTI 

for cardiac evaluation. The baby gained only 700gm over 5 months with the current 

weight of 3.5kg (birth weight 2.8kg).  

Clinical Examination 

She had mild tachypnea and retractions with RR 68/min, HR 140bpm. Cardiovascular 

examination had hyperkinetic precordium, cardiomegaly with continuous murmur in 

Gibson’s area. 

Echocardiogram revealed dilated left atrium & left ventricle due to 6mm large Patent 

ductus arteriosus with short length s/o Type B window like PDA with Qp:Qs >2:1. 

Further plan & challenges: In the current era, most of the PDA can be closed percutane-

ously except few like this window Type PDA which might have inherent risk of device 

embolization due to absent constriction at the pulmonary end and also high potential to 

cause obstruction in the descending aorta / left pulmonary artery.  Hence surgical PDA 

ligation should be the ideal recommendation in such cases. Considering the age & sick 

condition of the baby as well the parents were keen for non -surgical option we planned 

for percutaneous device closure.  
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Procedure: The procedure was done under intravenous sedation in the catheterization 

lab. Right femoral vein access obtained under ultrasound guidance with 6Fr short 

sheath. The PDA was crossed from the venous end with 4Fr Judkins Right catheter and 

0.035 angle tip guide wire (RFV 🡪 IVC🡪RA🡪 RV 🡪PA🡪PDA🡪DTA). A 6Fr Balkin’s deliv-

ery sheath was exchanged over the wire. Angiogram by controlled hand injection con-

firmed short length window like Type B PDA. We made an attempt to position 8*6mm 

duct occlude initially. But the position was not satisfactory with high risk of emboliza-

tion - due to the absence of constriction in the device even at the pulled aortic end of 

8mm at the duct width of 6mm. Hence, we were destined to upsize the device. Consider-

ing the small femoral vein size we don’t want to upsize the device to 10*8 mm duct oc-

cluder which requires 7Fr sheath. Instead, we chose 10*8mm Lifetech Multifunctional 

Occluder Device (KONAR -MF) which is mainly meant for VSD closure. We could be 

able to close the duct with 10*8mm MFO device successfully. The post deployment angi-

ogram in lateral and RAO view showed good position of the device without residue and 

no obstruction to the DTA & LPA. 

Rationale: The reason for choosing the MFO device - it is a low-profile device which can 

go through 6Fr sheath itself and it has double disc with less chance of embolization. 

Though it carries the risk of LPA obstruction, we were able to safely in the index baby as 

the LPA was quite roomy.   

Outcome: The murmur disappeared on table and the distress settled as well. She re-

started breast feeding within 2 hours after procedure and got discharged home very next 

day at good health. The baby is on a week follow up and started gaining weight without 

any feeding difficulty or distress. Echo also showed normal position of the device with-

out any residual PDA and good antegrade flow across DTA & LPA without obstruction. 

 

Fig( 1): Modified suprasternal view showing short length wide 6mm Type B window 

like PDA (*) connecting descending thoracic aorta (DTA) & pulmonary artery (PA). 
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Fig (2): Angiogram in lateral view showing short length wide 6mm Type B window like 

PDA (*) connecting descending thoracic aorta (DTA) & pulmonary artery (PA). 

 

Fig( 3): Fluoroscopic in RAO view showing 8* 6mm Duct occluder device without any 

holding constrictions – high risk for embolization 

 

Fig (4): Fluoroscopic image in Lateral view showing well placed 10* 8mm MFO device. 
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Fig (5): Angiogram in RAO view showing unobstructed DTA flow. 

 

Fig (6): Angiogram in lateral view showing unobstructed LPA flow. 

 

Fig (7): Fluoroscopic image showing final satisfactory position of the MFO device in the 

ductal region. 
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Fig ( 8): Echo in short axis view showing unobstructed LPA flow. 

 

Fig (9): Echo in supra sternal view showing unobstructed DTA flow & no residual PDA 

flow. 

 


