
Cardiol Young 2008; 18: 359–360
r Cambridge University Press

ISSN 1047-9511
doi: 10.1017/S1047951108002229
First published online 6 May 2008

Letter to the Editor

Re: Evolution of strategies for management of the patent
arterial duct

Dear Sir,
We welcome the comments of Alex Gillor regarding
our evolving strategy for the management of the
persistently patent arterial duct.1,2 It appears that
his objections to our recommendation for closure of
the ‘‘silent’’ duct are centred on several arguments,
including

> the possibility that ‘‘informed consent’’ cannot
exist in the absence of ‘‘complete’’ information
regarding the natural history of the ‘‘silent’’
patent arterial duct;

> the uncertain long term risk of contracting
endarteritis or endocarditis in the patient with a
‘‘silent’’ patent arterial duct;

> the significance of the morbidity and/or mortal-
ity to the patient who develops endarteritis, and

> the uncertain long term risks and outcomes of
closure of the ‘‘silent’’ patent arterial duct.

Gillor believes that we cannot ‘‘provide appro-
priate information concerning the natural history
of the ‘‘silent’’ duct; due to the fact that such
information is not available.’’ We disagree. In our
practice, informed consent is a ‘‘process of commu-
nication’’3 that allows for the exchange of informa-
tion between the family and the treating physician.
It is typically not a singular event, but rather a
dialogue that develops over time. The information
that we provide our parents includes both the
known natural history of the ‘‘audible’’ patent
arterial duct, as well as the ‘‘unknown’’ history of
the ‘‘silent’’ duct. We place particular emphasis on
the fact that the true risk of endarteritis is
unknown, and that we recognize that it is very
low. Given the fact of anecdotal reports of
endarteritis4–9 in association with the ‘‘silent’’
arterial duct, however, the risk cannot be zero. In
an angiographic study of silent and audible patent
arterial ducts, the authors found ‘‘no correlation

between the presence of a murmur and the size of
the arterial duct’’.10 In another report of 14 children
with infective endarteritis in association with patent
arterial ducts, the authors noted ‘‘infective endarter-
itis mostly involved the small ducts’’.11 In other
words, size may not necessarily correlate with
audibility or risk of infection. Although in the
modern era of antibiotic therapy, the long term risk
of infective endocarditis may be more ‘‘controlla-
ble’’, we at The Congenital Heart Institute of
Florida have had the experience of dealing with the
catastrophic consequences of infective endocarditis.
As noted by other authors, including a Japanese
collaborative study on infective endocarditis, there
is still significant morbidity and mortality, even in
the best of circumstances.12

Another point raised by Gillor is that ‘‘the
authors can not provide adequate information
concerning the outcome of interventional closed
duct, as there are no long term studies available.’’
Again we disagree. Enough medium-term studies
exist relative to interventional closure of the patent
arterial duct.13,14 In addition, the use of stainless
steel coils, such as Gianturco coils, in the systemic
vasculature has an even longer history since its
inception in 1975. In one study that specifically
analyzed the results of protrusion of stainless steel
coils into the aorta, no long term problems or
complications were encountered.15

The final point brought forward by Gillor quotes
Hippocrates as stating ‘‘first, do no harm’’. Gillor
then uses this statement, allegedly from Hippo-
crates, as justification for the argument that
‘‘physicians that proclaim closure must provide an
indisputable proof that closure is superior to
nihilism’’. Although in spirit, the Hippocratic
Oath may reflect this philosophy, Hippocrates
never stated ‘‘primum non nocere’’. Had he made
this statement, it certainly would not have been
in Latin! The statement ‘‘first, do no harm’’ is a
paraphrase of the statement, ‘‘As to diseases, make a
habit of two things – to help, or at least to do no
harm.’’ written by Hippocrates in Epidemics, Book I,
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Section XI, as translated by W.H.S. Jones.16–18 In a
book by Inman from 1860, the specific expression of
‘‘primum non nocere’’, and its specific associated
Latin, was traced back to an attribution to Thomas
Sydenham, who was born in 1624, and died in
1689.18 We prefer the more modern version of the
Hippocratic Oath that was proposed and implemen-
ted by the late Louis Lasagna, clinician, educator, and
Dean Emeritus at Tufts University, which states in
part, ‘‘I will apply, for the benefit of the sick, all
measures [that] are required, avoiding those twin
traps of overtreatment and therapeutic nihilism.’’19

We believe that harm can be caused by both an act
of omission and an act of commission. In other
words, it can be harmful to initiate a dangerous and
inappropriate treatment, and it can be harmful to
withhold an appropriate and indicated therapy.

To summarize, we recognize that the treatment of
the ‘‘silent’’ arterial duct is controversial, but we do
not accept that the risk of endarteritis is zero.
Furthermore, as the experience with percutaneous
closure of the patent arterial duct increases, and the
risk of intervention decreases, we are of the opinion
that to obtain truly informed consent, intervention
for all patent arterial ducts, including the ‘‘silent’’
ducts, needs to be part of the dialogue with the
parents.

Jorge M. Giroud, Jeffrey Jacobs
The Congenital Heart Institute of Florida

St Petersburg, FL, United States of America
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8. Celebi A, Erdem A, Cokuğras- H. Ahunbay GInfective endarter-
itis in a 2-month-old infant associated with silent patent ductus
arteriosus. Anadolu Kardiyol Derg 2007; 7: 325–327.

9. Onji K, Matsuura W. Pulmonary endarteritis and subsequent
pulmonary embolism associated with clinically silent patent
ductus arteriosus. Intern Med 2007; 46: 1663–1667; 2007 Oct 1.
Epub.

10. Bennhagen R, Benson L. Silent and audible persistent ductus
arteriosus: an angiographic study. Pediatr Cardiol 2003; 24:
27–30.

11. Sadiq M, Latif F, Ur-Rehman A. Analysis of infective endarteritis
in patent ductus arteriosus. Am J Cardiol 2004; 93: 513–515.

12. Niwa N, Nakazawa M, Tateno S, Yoshinaga M, Terai M. Infective
endocarditis in congenital heart disease: Japanese national
collaboration study. Heart 2005; 91: 795–800.

13. Galal MO, Hussain A, Arfi A. Do we still need the surgeon to
close the persistently patent arterial duct? Cardiol Young 2006;
16: 522–536.

14. Jacobs JP, Giroud JM, Quintessenza JA, et al. The modern
approach to patent ductus arteriosus treatment: complementary
roles of video-assisted thoracoscopic surgery (VATS) and inter-
ventional cardiology coil occlusion. Ann Thorac Surg 2003; 76:
1421–1428.

15. Verma R, Lock B, Perry S, Moore P, Keane J, Lock J. Intraaortic
spring coil loops: early and late results. J Am Coll Cardiol 1995;
25: 1416–1419.

16. Strauss MB. Familiar Medical Quotations. Little, Brown and
Company, Boston, 1968, p 625.

17. [http://eastridges.com/wesley/primum.html], accessed February 2,
2008.

18. Smith C. Origin and uses of primum non nocere – above all, do
no harm. J Clin Pharmacol 2005; 45: 371–377.

19. [http://www.pbs.org/wgbh/nova/doctors/oath_modern.html], accessed
February 2, 2008.

360 Cardiology in the Young June 2008

https://doi.org/10.1017/S1047951108002229 Published online by Cambridge University Press

https://doi.org/10.1017/S1047951108002229

