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Editorial Comment

Ligation of the arterial duct in pre-term babies – where should
it be done, and by whom?
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T
HE PAPER BY SIVAKUMAR ET AL.1 IN THIS ISSUE OF

the journal addresses a pertinent issue,
namely the effects of an increasing demand

for specialist services under circumstances where
the provision of these services is limited, and whilst
their logistic structure is less than optimal.

The authors describe their experience over a
period of 15 years with ligation of the arterial duct
in neonates as performed in the intensive care unit
by adult cardiac surgeons with specific training and
expertise in this procedure. Successful ligation was
achieved in all but one of 43 neonates. Of those
undergoing ligation, 95% survived for 30 days,
although only two-thirds were eventually dis-
charged successfully from hospital. The authors
argue that this poor outcome is related to the
complications of prematurity, rather than to the
surgical procedure, an observation which is also
supported by others.2 They also argue that the
results are similar to those achieved in dedicated
centres for paediatric cardiothoracic surgery. In spite
of these results, they report that there has been a
recent change in practice, and that, if needed, pre-
term babies are now referred to specialist centres for
ligation of their arterial ducts. This has been
associated with long waiting times for the opera-
tion, and the need to transfer these small sick
infants over long distances.

We agree that the current arrangements for
ligation of the persistently patent arterial duct in

neonates seen in the United Kingdom are unsatis-
factory. An important reason has been the inability
of the centres for paediatric cardiac services, already
overstretched, to accommodate these necessary
operations. Since the neonates usually are relatively
stable when referred, albeit often ventilator-depen-
dent, they are given low priority, and may have
to wait several weeks for their operation. This is
not only a waste of precious beds within neonatal
intensive care, but also a cause of avoidable
morbidity related to pulmonary overflow and
complications associated with prolonged stay in
intensive care. To the best of our knowledge, the
magnitude of this ‘‘extra’’ morbidity has not yet
been investigated.

So where, and by whom, should ligation of the
arterial duct be performed in pre-term babies?
Ideally, the procedure should be carried out in the
neonatal intensive care, within the very incubator in
which the babies have been nursed. In competent
hands, such a procedure is relatively simple, and
should take no more than 15 to 30 minutes.
Mortality associated with the surgical intervention
itself is very low. Who, then, is competent to
perform the procedure? The answer to this question
goes far beyond the possession of the necessary
surgical skills. Over the recent years, catalysed by
Inquiry into the happenings at Bristol Royal
Infirmary3, there have been profound changes in
professional attitudes towards expected standards of
healthcare, in particular for children. Occasional
paediatric practice is now unacceptable, and surgery
should be concentrated in the hands of appropriately
trained and designated surgeons with a commit-
ment to the paediatric surgical sub-speciality, and
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a workload of sufficient volume to maintain
competence4. Such considerations have led to a drive
for centralisation and specialisation of hospital
services, and ‘‘occasional surgeons’’, even those with
excellent results, have stopped, or been told to stop,
this practice. Unfortunately, the capacity of the
existing specialist services has been inadequate to
cope with the increased workload, with resultant
extended waiting times, and long journeys to
tertiary units. The drawbacks of increasing centra-
lisation and specialisation have also become apparent
in other areas, not only for paediatric emergencies
such as strangulated hernias or fractured limbs with
vascular compromise, but also for the more general
delivery of health care to rural and remote
communities. It has become clear that bigger is
not necessarily better, and there is ‘‘no one size fits
all’’ for the optimal delivery of health services.

So how can we improve the surgical service for
ligation of the patent arterial duct in pre-term
babies? An outreach team from a tertiary centre may
be the best solution. The team should bring the
necessary surgical and anaesthetic skills, as well as
competency in echocardiography to verify the
cardiac diagnosis. To achieve this aim, a consider-

able investment in financial and human resources
will be necessary, and a considerable disutility will
be associated with its organisation, particularly
when travelling times are taken into account. The
second best alternative might well be to perpetuate
the practice so excellently described by Shivakumar
and co-authors1, as long as equally excellent results
are produced.
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