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Introduction
Persistent patent ductus arteriosus (PDA) was first described in 

1757 but it was given attention as a congenital cardiac malformation 
in mid nineteenth century. The classic Gibson’s murmur heard in 
PDA was named after Dr. Gibson, who first described it. First surgical 
ligation was successfully performed in a 7 year old child and published 
in 1938 by Dr. Gross. Catheter based ductal closure was first performed 
in 1971 [1].

PDA is present in 40-60 percent of preterms with its incidence 
inversely proportional to the gestational age [2]. The ductus arteriosus 
serves as an important physiological communication in prenatal life 
but its persistence in postnatal life is considered pathological due to 
its associated morbidity and mortality. Failure of closure of ductus 
leads to over circulation of pulmonary and hypoperfusion of systemic 
circulation. It is associated with higher incidence of mortality and 
morbidities such as bronchopulmonary dysplasia (BPD), pulmonary 
hemorrhage, necrotizing enterocolitis (NEC), intraventricular 
hemorrhage (IVH), periventricular leukomalacia (PVL) and renal 
impairment leading to interventions to close the PDA [3-5].

Functional closure in term infants occurs within few hours 
after birth and anatomical closure takes about 18-21 days. In older 
preterm infants with birth weight more than1500 g ductus closes 
within first four days of life in 95% of the infants [6]. Spontaneous 
ductal closure in less than 1500 g (ELBW) infants is seen in about 
34% of the cases and is dependent on gestational age and severity of 
presence of respiratory distress syndrome (Figures 1 and 2) [6]. The 
patency of PDA is primarily dependent on oxygen tension and levels 
of circulating prostaglandins. High postnatal oxygen tension leads to 
depression of voltage-dependent potassium channels that increases 
the influx of calcium in smooth muscle cells lining the duct leading to 
vasoconstriction and ductal closure. For anatomical closure, smooth 
muscle hypoxia associated with vasoconstriction leads to apoptosis and 
remodeling [7,8]. Further, prostaglandin (PG) E2 binds to its receptor 
on the smooth muscle cell around the duct and leads to increased cyclic 
adenosine monophosphate, protein kinase A and decreased myosin 
light chain kinase causes vasodilatation of the duct. Prematurity is 
associated to increased sensitivity of the smooth muscle cells to the 
circulating PG [9]. 

Management of PDA in extreme prematurity and ELBW infants 

is controversial specially with newer literature showing no significant 
benefits in long term outcomes in infants who were treated as compared 
to those who were not treated. Further the mortality and morbidities 
in preterms may not be entirely related to PDA [10]. Hence presently 
there is controversy as to which preterm infants should be treated, when 
should they be treated and which treatment modalities should be used? 
To answer these questions extensive search was performed in PubMed 
from 2005 onwards using terms as preterm, PDA, ductus arteriosus, 
hemodynamically significant, treatment, surgery, indomethacin, 
ibuprofen, acetaminophen, heart failure, outcomes and mortality. 

Types of Treatment Approaches
The various treatment approaches for the preterm infants are 

related to the timing of their treatment - prophylactically, asymptomatic 
but after confirming presence of PDA or only those PDA which are 
symptomatic. 
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Figure 1: Relationship between birth weight and incidence of PDA.



Citation: Chaudhary N, Filipov P, Bhutada A, Rastogi S (2016) Controversies in the Management of Patent Ductus Arteriosus in Preterm Infants. J 
Neonatal Biol 5: 238. doi: 10.4172/2167-0897.1000238

Page 2 of 5

Volume 5 • Issue 4 • 1000238
J Neonatal Biol, an open access journal
ISSN: 2167-0897

Prophylactic treatment

Prophylactic treatment is defined as when the infants are treated 
within 24 h of life. Pulmonary vascular resistance and pulmonary 
artery pressure decrease after birth and PDA manifests by 2-3 days, 
hence prophylaxis window is before that period [11]. Maony et al. 
reported that this approach was more beneficial in infants less than 
1000 g. It was related to decreased incidence of symptomatic PDA, 
need for future surgery for ductal closure and associated IVH [12]. But 
studies performed later did not confirm these findings and showed no 
decrease in morbidity and mortality. Rather prophylactic treatment 
was associated with increased incidence of hypoperfusion to cerebral, 
gastrointestinal and renal vascular beds, and associated gastrointestinal 
bleeds. Hence this approach has fallen out of favor [12].

Treatment of all infants after diagnosis of PDA is confirmed

This method offers advantage as it spares preterm infants without 
PDA from unnecessary treatment. Metanalysis from three trials showed 
this approach was associated with decrease in duration of supplemental 
oxygen along with decreased number of symptomatic PDA but it was 
not associated with decreased incidence of mortality, BPD, IVH, ROP 
or time on ventilator. Multiple studies showed no benefit in long term 
outcomes. Hence this treatment approach is being used less often by 
the clinicians [13].

Treatment of symptomatic infants

This method is used only to treat all the infants who are diagnosed 
with “hemodynamically significant (hs) PDA”. But the definition 
of hemodynamic significant PDA is variable [2]. It is essentially a 
clinical diagnosis corroborated with laboratory and echocardiographic 
variables. Clinical presentation associated with hs PDA commonly 
include gestational age, weight, clinical presentation such as bounding 
pulses and wide pulse pressure, sepsis [14], associated with laboratory 
findings of organ dysfunction (abnormal kidney and liver function 
tests), increased natriuretic peptide (BNP or NT-proBNP) and cardiac 
troponin T (cTnT) [15]. Echocardiographic findings such as the size 
of PDA, left atrium/aorta ratio, internal diameter of ductus to body 
surface area ratio, reversed diastolic flow in descending aorta, left 
sided heart dilatation and associated mitral regurgitation also help 
in quantification of clinical and laboratory parameters [14]. Decision 
making in individual clinical scenario can be extremely challenging, 
subjective and dependent on the provider. Despite few reports 
where hs PDA are defined [16], there is lack of agreement among the 
providers on the definition of hs PDA. Echocardiographic parameters 
are not completely reliable due to the variability in the experience of 
the performer and process of performing echocardiography. Also, a 
given ductal size may be insignificant for a higher weight/ gestational 
infant when compared to smaller infant as the presentation is related 
to the shunt size rather than anatomical size. Furthermore depending 

solely on clinical diagnosis is usually related to delay in treatment of hs 
PDA by two or more days. This delay can be associated with increased 
refractoriness to the pharmacological therapy and may be related to 
higher rate of surgical ligation [2].

Modalities of Treatment
Treatment for PDA has evolved from surgery to pharmacological 

treatment to conservative management or a combination depending 
on the clinical scenario and the provider’s preference and availability 
of the surgical support. After successful trials of prostaglandins for 
closure of PDA, pharmacological treatment with cyclo-oxygenase 
inhibitors became mainstay [17]. Surgery is reserved for refractory 
cases. The use of prospective studies has shown no benefit in the 
incidence of mortality and morbidity between the infants treated with 
prophylactic surgery as compared to prophylactic medical therapy 
[18]. Cochrane review also reported no statistical benefit in long term 
outcomes for those treated initially with surgery as compared to those 
treated with cyclooxygenase (COX) inhibitors [19]. Table 1 shows the 
comparison of various treatment modalities [20]. Pharmacological 
treatment is preferred over surgical intervention as latter is associated 
with short and long term side effects related to surgery and anesthesia. 
These complications include higher incidence of death, left vocal cord 
and diaphragmatic paresis, intraoperative bleeding, chylothorax and 
pneumothorax [2]. Recently, post-surgical ligation syndrome has been 
described which entails ionotrope refractory hypotension and adrenal 
insufficiency that develops after surgical ligation and is related to 
myocardial dysfunction and respiratory worsening in the immediate 
postoperative period [21]. It is seen in half of the babies undergoing 
ligation [22]. Preterm myocardium is inefficient to compensate for 
sudden changes in afterload related to closure of the hs PDA and its 
associated decreased preload. As the myocardial of the preterm infants 
is mainly dependent on L-type calcium channels for contraction and 
there is paucity of T-tubule system the preterm infants are not able 
respond to the sudden increase in afterload due to inability to increase 
their myocardial contractility [23]. Furthermore, their myocardium 
has less elastin fibers and more non-contractile collagen. Hence there 
is decreased diastolic filling related to decreased preload due to the 
sudden decrease in left to right shunting after ligation [24]. Preterms 
are at increased risk of hemodynamic instability which can be 
increased with surgery and associated anesthesia leading to decreased 
perfusion in brain and associated poor neurodevelopmental outcome 
[25]. NEC is another short term complication which could be related to 
surgery, though it is controversial [2]. Long term outcomes of surgery 
demonstrate no pulmonary benefit and may even have increased 
incidence of BPD due to arrest in alveolarization in the lungs. There 
are reports of increased incidence of retinopathy of prematurity (ROP), 
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Figure 2: Relationship between gestational age and incidence of PDA.

Treatment 
Option Advantage Disadvantage Cost Complications

Fluid restriction 
and expectant 
management

No exposure to 
drugs

Lower success 
rate

Less 
expensive

Delays 
treatment 

Decreased 
response to 

COX inhibitors

Pharmacological
High success 

rate
Non invasive

May require 
multiple 
courses

Expensive Drug side 
effects

Surgical 

High success 
rate Good 

option 
where drugs 

contraindicated

Invasive

Expensive 
due to post-

operative 
costs

Surgery related 
complications 

and BPD, 
ROP and 

neurosensory 
impairment.

Table 1: Comparison of various PDA treatment modalities.
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risk of neurosensory impairment and cognitive delay at 18 months, 
especially if surgery was performed within 10 days of life [26].

Methods used in surgery for closure of PDA include use of coils, 
vascular clips and suture ligation by traditional intercostal incision or 
by video-assisted thoracoscopic approach. Coils were used for small 
PDA residual shunts that commonly resolve on their own. Device 
occlusion is preferred with children in moderate to large PDA. Even 
though invasive it is generally considered to be safe. Percutaneous 
closure is an alternate option with the advantage of leaving no scar 
but may not be as effective in infants less than 1000 g [27,28]. Surgical 
ligation has also evolved into two basic approaches- early ligation and 
selective ligation. Early ligation is defined as closing the duct when 
medical treatment has failed irrespective of the degree of shunting or 
ventilator requirement. Selective ligation is done only if there are hs 
PDA. Selective ligation has been shown to be associated with improved 
neurodevelopmental outcome as compared to early ligation [29].

Pharmacological treatment includes use of COX inhibitors and 
paracetamol. Indomethacin and ibuprofen are the COX inhibitors 
used for treatment of PDA. Both have almost equal success in closure 
rates with ibuprofen having the advantage of lower risk of NEC and 
transient renal insufficiency [30]. Potentially serious side effects exist 
with medical management which may vary in incidence depending 
on the agent used. Indomethacin is associated with adverse effects 
such as renal circulation insufficiency and decreased platelet function 
due to inhibition of platelet aggregation though these are usually 
transient. One adverse effect clinically of concern is related to diminish 
intestinal blood flow, especially with concomitant use of steroids, 
and is a significant risk factor for spontaneous intestinal perforation. 
Fortunately, ibuprofen has decreased incidence of renal side effects and 
less decrease in organ blood flow [31], but its role in neurotoxicity due 
to its effect in bilirubin metabolism is debatable. Recent studies have 
shown that it displaces bilirubin decreasing its binding to albumin and 
releasing unconjugated bilirubin in the serum making it more likely to 
cross blood brain barrier [32]. Recently, pulmonary hypertension has 
been reported with ibuprofen use [33]. More recently paracetamol has 
been used for ductal closure as first line therapy because of its low cost 
and safety profile. It can be safely used in infants who have intestinal 
issues and noted to have success in closing PDA between 80-100% in 
infants born between 24-32 weeks [34].

Failure of treatment or relapse after initial success in closing 
the duct with indomethacin is between 13-53%. Ibuprofen also has 
variable success between 45-92% after the first course. In extremely 
preterm infants the second course of indomethacin showed successful 
closure in 44% patients [35]. The closure rate declines to almost 20% 
as observed in a study following multiple courses. Persistence of PDA 
following medical management and not followed by surgical ligation 
was a significant risk factor for death compared to children with closed 
PDA [36].

Conservative therapy is another modality used and requires 
watchful monitoring in anticipation of spontaneous closure. It is 
important to consider the rate of spontaneous PDA closure before 
starting treatment. It is estimated that in majority of infants with 
more than 30 weeks’ gestational age will close by day four of life and 
in infants less than 30 weeks with severe respiratory distress ductus 
shall close in 60% by day four of life [3]. About 70% of infants with 
gestational age more than 28 weeks will have spontaneous closure in 
first 10 days of life. In less than 27 weeks gestational age babies 75% 
infants will have spontaneous closure by end of first year. Hence it is 
important to wait and give adequate chance for the ductus to close as 
medical or surgical interventions are associated with side effects [3]. In 
a metanalysis, restriction of fluids to decrease total blood volume and 
decrease pulmonary overload had shown that it has no effect on oxygen 
requirement, ductus size, flow velocity in ductus, systemic blood 
pressure [37]. It does decrease blood flow in superior vena cava and 
superior mesenteric artery. Furosemide is used with same intentions 
but is no longer recommended as it increases COX inhibitor therapy 
failure by increasing prostaglandin release and hence keeping the duct 
patent [38].

Is PDA Even Pathological in Preterm? 
Randomized controlled trials performed to evaluate the associations 

between PDA and development of NEC and BPD have shown positive 
association but the contribution of PDA in their causation is still not 
clear. These comorbidities that co-exist with prematurity which could 
be more important in their pathogenesis than presence of PDA which is 
also associated with prematurity. Further, decreased incidence of short 
term complications associated with PDA like IVH and pulmonary 
hemorrhage after prophylactic indomethacin use for closure of 
ductus does not imply causation [39]. The benefits of indomethacin 
prophylaxis in reducing IVH is not solely through ductal closure and 
maybe related to direct stabilizing effect of indomethacin on brain 
blood flow independent of the drug’s action on COX inhibition. 

In the Trial of Indomethacin Prophylaxis in Preterm Infants 
(TIPP) study, ELBW infants were randomized to receive prophylactic 
indomethacin or placebo and primary outcomes that were evaluated 
were death, cerebral palsy, cognitive delay, deafness and blindness at 
corrected age of 18 months. Decreased incidence of severe IVH and PDA 
were observed in the indomethacin group but the composite outcomes 
were the same in both groups [40]. Metanalysis have shown that early 
PDA closure has no effect on neonatal morbidity including BPD, NEC 
neurosensory impairment, and mortality or even combined outcomes 
[41]. Even decreased incidence of moderate to severe IVH associated 
with early closure does not translate into better neurodevelopmental 
outcome [42]. Table 2 details various trials reported to evaluate the 
management of PDA.

Study Year/Location Study design Summary of Outcomes

DETECT Trial 2013/Australia Randomized placebo-
controlled trial

Early ultrasound targeted treatment of large PDA resulted in decreased 
incidence of pulmonary hemorrhage and medical treatment but no effect on 

mortality and abnormal cranial USG.

TIPP Trial
1993-2001/Multicenter involving 32 NICUs 

in United States, Australia, Canada and 
Hong Kong

Randomized double 
blinded trial

Indomethacin prophylaxis decreases severe IVH need for surgery but no 
improvement in death or disability at 18 months.

National 
Collaborative 

Trial
1983 Randomized control trial Infants randomized to surgical ligation had higher incidence of pneumothorax 

and ROP vs. medical management; no difference in other outcomes.

Hammerman 
et al. In progress/Australia Clinical trial Testing paracetamol vs. placebo

Table 2: Clinical trials for treatment of PDA.
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In conclusion there is lack of consensus regarding definition of 
hs PDA. Though, there are some parameters that can be used but are 
not universally applicable in all infants and acceptable by the medical 
providers. Further, identification of group of infants that benefit from 
treatment needs to be better defined. Furthermore, there is evidence 
that not only the type of modality but the age when it is used may have 
different results. More studies are needed to define which infants need 
treatment and how and when should they be treated. Large multicenter 
studies with long term follow up is needed to see if the treatment of 
PDA is associated with better short and long term patient outcomes.

References 

1.	 Kaemmerer H, Meisner H, Hess J, Perloff JK (2004) Surgical treatment of 
patent ductus arteriosus: A new historical perspective. Am J Cardiol 94: 1153-
1154.

2.	 Sinha B (2013) Controversies in management of patent ductus arteriosus in the 
preterm infant. J Pulmon Resp Med S13: 007. 

3.	 Marshall DD, Kotelchuck M, Young TE, Bose CL, Kruyer L, et al. (1999) 
Risk factors for chronic lung disease in the surfactant era: A North Carolina 
population-based study of very low birth weight infants. North Carolina 
Neonatologists Association. Pediatrics 104: 1345-1350. 

4.	 Dollberg S, Lusky A, Reichman B (2005) Patent ductus arteriosus, indomethacin 
and necrotizing enterocolitis in very low birth weight infants: A population-based 
study. J Pediatr Gastroenterol Nutr 40: 184-188. 

5.	 Evans N, Kluckow M (1996) Early ductal shunting and intraventricular 
haemorrhage in ventilated preterm infants. Arch Dis Child Fetal Neonatal Ed 
75: F183-186. 

6.	 Koch J, Hensley G, Roy L, Brown S, Ramaciotti C, et al. (2006) Prevalence of 
spontaneous closure of the ductus arteriosus in neonates at a birth weight of 
1000 g or less. Pediatrics 117: 1113-1121.

7.	 Clyman RI, Mauray F, Rudolph AM, Heymann MA, et al. (1980) Age dependent 
sensitivity of the lamb ductus arteriosus to indomethacin and prostaglandins. 
Circulation 93: 94- 98. 

8.	 Kajino H, Goldbarg S, Roman C, Liu BM, Mauray F, et al. (2002) Vasa vasorum 
hypoperfusion is responsible for medial hypoxia and anatomic remodeling in 
the newborn lamb ductus arteriosus. Pediatr Res 51: 228-235. 

9.	 Ivey KN, Srivastava D (2006) The paradoxical patent ductus arteriosus. J Clin 
Invest 116: 2863-2865.

10.	Hermes-DeSantis ER, Clyman RI (2006) Patent ductus arteriosus: 
Pathophysiology and management. J Perinatol 26 Suppl 1: S14-18.

11.	Cotton RB, Stahlman MT, Bender HW, Graham TP, Catterton WZ, et al (1978) 
Randomized trial of early closure of symptomatic patent ductus arterisus in 
small preterm infants. Journal of Pediatrics 93: 647-651.

12.	Mahony L, Carnero V, Brett C, Heymann MA, Clyman RI (1982) Prophylactic 
indomethacin therapy for patent ductus arteriosus in very-low-birth-weight 
infants. N Engl J Med 306: 506-510. 

13.	Cooke L, Steer P, Woodgate P (2003) Indomethacin for asymptomatic 
patent ductus arteriosus in preterm infants. Cochrane Database Syst Rev 2: 
CD003745.

14.	McNamara PJ, Sehgal A (2007) Towards rational management of the patent 
ductus arteriosus: The need for disease staging. Archives of Disease in 
Childhood 92: 424-F427. 

15.	El-Khuffash AF, Slevin M, McNamara PJ, Molloy EJ (2011) Troponin T, 
N-terminal pro natriuretic peptide and a patent ductus arteriosus scoring 
system predict death before discharge or neurodevelopmental outcome at 2 
years in preterm infants. Arch Dis Child Fetal Neonatal Ed 96: F133-F137.

16.	Valerio E, Valente MR, Salvadori S, Frigo AC, Baraldi E, et al. (2016) 
Intravenous paracetamol for PDA closure in the preterm: A single-center 
experience. Eur J Pediatr 175: 953-966.

17.	Friedman WF, Hirschklau MJ, Printz MP, Pitlick PT, Kirkpatrick SE (1976) 
Pharmacologic closure of patent ductus arteriosus in the premature infant. N 
Engl J Med 295: 526-529.

18.	Cassady G, Crouse DT, Kirklin JW, Strange MJ, Joiner CH, et al. (1989)A 
randomized, controlled trial of very early prophylactic ligation of the ductus 

arteriosus in babies who weighed 1000 g or less at birth. The New England 
Journal of Medicine 320: 1511–1516.

19.	Malviya MN, Ohlsson A, Shah SS (2003) Surgical versus medical treatment 
with cyclooxygenase inhibitors for symptomatic patent ductus arteriosus in 
preterm infants. Cochrane Database of Systematic Reviews 3: CD003951.

20.	Dice JE, Bhatia J (2007) Patent ductus arteriosus: An overview. J Pediatr 
Pharmacol Ther 12: 138-146.

21.	Sehgal A, McNamara PJ (2012) Coronary artery perfusion and myocardial 
performance after patent ductus arteriosus ligation. J Thorac Cardiovasc Surg 
143: 1271–1278.

22.	Harting MT, Blakely ML, Cox CS, Lantin-Hermoso R, Andrassy RJ, et al. 
(2008) Acute hemodynamic decompensation following patent ductus arteriosus 
ligation in premature infants. J Invest Surg 21: 133-138. 

23.	Noori S, Seri I (2005) Pathophysiology of newborn hypotension outside the 
transitional period. Early Hum Dev 81: 399-404.

24.	El-Khuffash AF, Jain A, McNamara PJ (2011) Enhancing the care of preterm 
infants undergoing surgical ligation of a patent ductus arteriosus. Congenital 
Cardiology Today 6: 1-11. 

25.	El-Khuffash AF, McNamara PJ (2011) The patent ductus arteriosus ligation 
decision. J Pediatr 158: 1037-1038.

26.	Heuchan AM, Hunter L, Young D (2012) Outcomes following the surgical 
ligation of the patent ductus arteriosus in premature infants in Scotland. 
Archives of Disease in Childhood 97: F39–F44. 

27.	Magee AG, Huggon IC, Seed PT, Qureshi SA, Tynan M; Association for 
European Cardiology (2001) Transcatheter coil occlusion of the arterial duct; 
results of the European Registry. Eur Heart J 22: 1817-1821.

28.	Zahn EM, Nevin P, Simmons C, Garg R (2015) A novel technique for 
transcatheter patent ductus arteriosus closure in extremely preterm infants 
using commercially available technology. Catheter Cardiovasc Interv 85: 240. 

29.	Wickremasinghe AC, Rogers EE, Piecuch RE, Johnson BC, Golden S, et 
al. (2012) Neurodevelopmental outcomes following two different treatment 
approaches (early ligation and selective ligation) for patent ductus arteriosus. 
J Pediatr 161: 1065. 

30.	Ohlsson A, Walia R, Shah SS (2015) Ibuprofen for the treatment of patent 
ductus arteriosus in preterm or low birth weight (or both) infants. Cochrane 
Database Syst Rev CD003481.

31.	Speziale MV, Allen RG, Henderson CR, Barrington KJ, Finer NN, et al. (1999) 
Effects of ibuprofen and indomethacin on the regional circulation in newborn 
piglets. Biol Neonate 76:  242-252.

32.	Ambat MT, Ostrea EM Jr, Aranda JV (2008) Effect of ibuprofen L-lysinate on 
bilirubin binding to albumin as measured by saturation index and horseradish 
peroxidase assays. J Perinatol 28: 287-290. 

33.	Gournay V, Roze JC, Kuster A, Daoud P, Cambonie G, et al. (2004) Prophylactic 
ibuprofen versus placebo in very premature infants: A randomized, double- 
blind, placebo-controlled trial. The Lancet 364: 1939-1944. 

34.	Yurttutan S, Oncel MY, Arayicı S, Uras N, Altug N, et al. (2013) A different 
first-choice drug in the medical management of patent ductus arteriosus: Oral 
paracetamol. Journal of Maternal-Fetal and Neonatal Medicine 26: 825-827. 

35.	Keller RL, Clyman RI (2003) Persistent Doppler flow predicts lack of response 
to multiple courses of indomethacin in premature infants with recurrent patent 
ductus arteriosus. Pediatrics 112: 583-587. 

36.	Noori S, McCoy M, Friedlich P, Bright B, Gottipati V, et al. (2009) Failure of 
ductus arteriosus closure is associated with increased mortality in preterm 
infants. Pediatrics 123: e138-144.

37.	De Buyst J, Rakza T, Pennaforte T, Johansson AB, Storme L. (2012) 
Hemodynamic effects of fluid restriction in preterm infants with significant 
patent ductus arteriosus. Journal of Pediatrics 161: 404-408. 

38.	Brion LP, Campbell DE (2001) Furosemide for symptomatic patent ductus 
arteriosus in indomethacin-treated infants. Cochrane Database of Systematic 
Reviews CD001148.

39.	Couser RJ, Hoekstra RE, Ferrara TB, Wright GB, Cabalka AK, et al. (2000) 
Neurodevelopmental follow-up at 36 months’ corrected age of preterm infants 
treated with prophylactic indomethacin. Archives of Pediatrics and Adolescent 
Medicine 154: 598-602. 

https://dx.doi.org/10.4172/2161-105X. S13-007
https://dx.doi.org/10.4172/2161-105X. S13-007
https://dx.doi.org/10.1542/peds.104.6.1345
https://dx.doi.org/10.1542/peds.104.6.1345
https://dx.doi.org/10.1542/peds.104.6.1345
https://dx.doi.org/10.1542/peds.104.6.1345
http://journals.lww.com/jpgn/Fulltext/2005/02000/Patent_Ductus_Arteriosus,_Indomethacin_and.19.aspx
http://journals.lww.com/jpgn/Fulltext/2005/02000/Patent_Ductus_Arteriosus,_Indomethacin_and.19.aspx
http://journals.lww.com/jpgn/Fulltext/2005/02000/Patent_Ductus_Arteriosus,_Indomethacin_and.19.aspx
https://dx.doi.org/10.1136/fn.75.3.F183
https://dx.doi.org/10.1136/fn.75.3.F183
https://dx.doi.org/10.1136/fn.75.3.F183
https://dx.doi.org/10.1542/peds.2005-1528
https://dx.doi.org/10.1542/peds.2005-1528
https://dx.doi.org/10.1542/peds.2005-1528
https://dx.doi.org/10.1203/00006450-200202000-00017
https://dx.doi.org/10.1203/00006450-200202000-00017
https://dx.doi.org/10.1203/00006450-200202000-00017
https://dx.doi.org/10.1172/JCI30349
https://dx.doi.org/10.1172/JCI30349
http://dx.doi.org/10.1038/sj.jp.7211465
http://dx.doi.org/10.1038/sj.jp.7211465
https://dx.doi.org/10.1016/S0022-3476(78)80910-X
https://dx.doi.org/10.1016/S0022-3476(78)80910-X
https://dx.doi.org/10.1016/S0022-3476(78)80910-X
https://dx.doi.org/10.1056/NEJM198203043060903
https://dx.doi.org/10.1056/NEJM198203043060903
https://dx.doi.org/10.1056/NEJM198203043060903
https://dx.doi.org/10.1002/14651858.CD003745
https://dx.doi.org/10.1002/14651858.CD003745
https://dx.doi.org/10.1002/14651858.CD003745
https://dx.doi.org/10.1136/adc.2007.118117
https://dx.doi.org/10.1136/adc.2007.118117
https://dx.doi.org/10.1136/adc.2007.118117
https://dx.doi.org/10.1136/adc.2010.185967
https://dx.doi.org/10.1136/adc.2010.185967
https://dx.doi.org/10.1136/adc.2010.185967
https://dx.doi.org/10.1136/adc.2010.185967
http://dx.doi.org/10.1007/s00431-016-2731-9
http://dx.doi.org/10.1007/s00431-016-2731-9
http://dx.doi.org/10.1007/s00431-016-2731-9
http://dx.doi.org/10.1056/NEJM197609022951003
http://dx.doi.org/10.1056/NEJM197609022951003
http://dx.doi.org/10.1056/NEJM197609022951003
https://dx.doi.org/10.1056/NEJM198906083202302
https://dx.doi.org/10.1056/NEJM198906083202302
https://dx.doi.org/10.1056/NEJM198906083202302
https://dx.doi.org/10.1056/NEJM198906083202302
https://dx.doi.org/10.1002/14651858.CD003951.pub3
https://dx.doi.org/10.1002/14651858.CD003951.pub3
https://dx.doi.org/10.1002/14651858.CD003951.pub3
https://dx.doi.org/10.5863/1551-6776-12.3.138
https://dx.doi.org/10.5863/1551-6776-12.3.138
https://dx.doi.org/10.1016/j.jtcvs.2011.10.035
https://dx.doi.org/10.1016/j.jtcvs.2011.10.035
https://dx.doi.org/10.1016/j.jtcvs.2011.10.035
https://dx.doi.org/10.1080/08941930802046469
https://dx.doi.org/10.1080/08941930802046469
https://dx.doi.org/10.1080/08941930802046469
http://dx.doi.org/10.1016/j.earlhumdev.2005.03.007
http://dx.doi.org/10.1016/j.earlhumdev.2005.03.007
http://www.neonatologytoday.net/newsletters/nt-aug11.pdf
http://www.neonatologytoday.net/newsletters/nt-aug11.pdf
http://www.neonatologytoday.net/newsletters/nt-aug11.pdf
http://dx.doi.org/10.1016/j.jpeds.2010.12.047
http://dx.doi.org/10.1016/j.jpeds.2010.12.047
https://dx.doi.org/10.1136/adc.2010.206052
https://dx.doi.org/10.1136/adc.2010.206052
https://dx.doi.org/10.1136/adc.2010.206052
http://dx.doi.org/10.1053/euhj.2001.2605
http://dx.doi.org/10.1053/euhj.2001.2605
http://dx.doi.org/10.1053/euhj.2001.2605
https://dx.doi.org/10.1002/ccd.25534
https://dx.doi.org/10.1002/ccd.25534
https://dx.doi.org/10.1002/ccd.25534
https://dx.doi.org/10.1016/j.jpeds.2012.05.062
https://dx.doi.org/10.1016/j.jpeds.2012.05.062
https://dx.doi.org/10.1016/j.jpeds.2012.05.062
https://dx.doi.org/10.1016/j.jpeds.2012.05.062
http://dx.doi.org/10.1002/14651858.CD003481.pub6
http://dx.doi.org/10.1002/14651858.CD003481.pub6
http://dx.doi.org/10.1002/14651858.CD003481.pub6
https://dx.doi.org/10.1159/000014165
https://dx.doi.org/10.1159/000014165
https://dx.doi.org/10.1159/000014165
https://dx.doi.org/10.1038/sj.jp.7211925
https://dx.doi.org/10.1038/sj.jp.7211925
https://dx.doi.org/10.1038/sj.jp.7211925
http://dx.doi.org/10.1016/S0140-6736(04)17476-X
http://dx.doi.org/10.1016/S0140-6736(04)17476-X
http://dx.doi.org/10.1016/S0140-6736(04)17476-X
https://dx.doi.org/10.3109/14767058.2012.755162
https://dx.doi.org/10.3109/14767058.2012.755162
https://dx.doi.org/10.3109/14767058.2012.755162
http://pediatrics.aappublications.org/content/112/3/583
http://pediatrics.aappublications.org/content/112/3/583
http://pediatrics.aappublications.org/content/112/3/583
http://dx.doi.org/10.1542/peds.2008-2418
http://dx.doi.org/10.1542/peds.2008-2418
http://dx.doi.org/10.1542/peds.2008-2418
https://dx.doi.org/10.1016/j.jpeds.2012.03.012
https://dx.doi.org/10.1016/j.jpeds.2012.03.012
https://dx.doi.org/10.1016/j.jpeds.2012.03.012
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD001148/abstract;jsessionid=C3993DF0AD33CE5496B69106A3889290.f03t03
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD001148/abstract;jsessionid=C3993DF0AD33CE5496B69106A3889290.f03t03
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD001148/abstract;jsessionid=C3993DF0AD33CE5496B69106A3889290.f03t03
https://dx.doi.org/10.1001/archpedi.154.6.598
https://dx.doi.org/10.1001/archpedi.154.6.598
https://dx.doi.org/10.1001/archpedi.154.6.598
https://dx.doi.org/10.1001/archpedi.154.6.598


Citation: Chaudhary N, Filipov P, Bhutada A, Rastogi S (2016) Controversies in the Management of Patent Ductus Arteriosus in Preterm Infants. J 
Neonatal Biol 5: 238. doi: 10.4172/2167-0897.1000238

Page 5 of 5

Volume 5 • Issue 4 • 1000238
J Neonatal Biol, an open access journal
ISSN: 2167-0897

40.	Kabra NS, Schmidt B, Roberts RS, Doyle LW, Papile L, et al. (2007) 
Neurosensory impairment after surgical closure of patent ductus arteriosus
in extremely low birth weight infants: Results from the Trial of Indomethacin
Prophylaxis in Preterms. J Pediatr 150: 229-234. 

41.	Ohlsson A, Shah SS (2006) Ibuprofen for the prevention of patent ductus

arteriosus in preterm and/or low birth weight infants. Cochrane Database Syst 
Rev 7: CD004213.

42.	Rheinlaender C, Helfenstein D, Pees C, Walch E, Czernik C (2010) 
Neurodevelopmental outcome after COX inhibitor treatment for patent ductus
arteriosus. Early Human Development 86: 87–92.

https://dx.doi.org/10.1016/j.jpeds.2006.11.039
https://dx.doi.org/10.1016/j.jpeds.2006.11.039
https://dx.doi.org/10.1016/j.jpeds.2006.11.039
https://dx.doi.org/10.1016/j.jpeds.2006.11.039
https://dx.doi.org/10.1002/14651858.CD004213.pub3
https://dx.doi.org/10.1002/14651858.CD004213.pub3
https://dx.doi.org/10.1002/14651858.CD004213.pub3
https://dx.doi.org/10.1016/j.earlhumdev.2009.12.009
https://dx.doi.org/10.1016/j.earlhumdev.2009.12.009
https://dx.doi.org/10.1016/j.earlhumdev.2009.12.009

	Title
	Corresponding author
	Abstract
	Keywords
	Introduction 
	Types of Treatment Approaches 
	Prophylactic treatment 
	Treatment of all infants after diagnosis of PDA is confirmed 
	Treatment of symptomatic infants 

	Modalities of Treatment 
	Is PDA Even Pathological in Preterm?  
	Figure 1
	Figure 2
	Table 1
	Table 2
	References

