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Twenty years ago the World Alliance for Breastfeeding Action (WABA) 

launched the first World Breastfeeding Week (WBW). Every year a theme is 

selected for the WBW to focus attention on some important aspect. Twenty 

years is a good time to pause and look back to review and assess our successes 

and failures and to identify the opportunities and the threats. This will enable 

us to plan our future strategies for achieving the goals for optimal Infant and 

Young Child Feeding (IYCF). The theme for the WBW this year is 

“Understanding the Past; Planning the Future”. The following objectives

 are suggested:

1. To recall what happened in the past 20 years on IYCF.

2. To celebrate successes and achievements nationally, regionally and 

 globally (I would add locally also) and showcase national work at global level. 

3. To asses the status of the implementation of the Global Strategy for IYCF.

4. To call for action to bridge the remaining gaps in policy and programs on 

 breastfeeding and IYCF.

5. To draw public attention on the state of policy and programs on 

 breastfeeding and IYCF.

What has happened so far ?

Breastfeeding has been the natural way of feeding the young ones ever since 

mammals evolved on our planet earth. The industrial revolution in the 19th 

century, the two world wars and recession in the first half of the 20th century 

forced women to work full time and adopt alternative methods for feeding 

their children. The aggressive promotional tactics of the Dairy Industry 

exposed even the rural population in developing countries to formula/bottle 

feeding. At one stage, some health providers had started feeling that feeding 

the child at breast is not worth the bother – that the dairy milk can be 

completely humanized to satisfy the needs of the infant at various ages and 

stages! Research in the 2nd half of the 20th century not only clearly 

established the superiority of breastfeeding but also exposed the risks of non-

human milk and bottle feeding. International organization like the World 

Alliance for Breastfeeding Action (WABA), the International Baby Food Action 

Network (IBFAN), the World Health Organization (WHO) and the United 
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“Understanding the Past; Planning the Future”

Nations International Children's Fund (UNICEF) have worked together along 

with various national governments all over the world for promoting, 

protecting and supporting breastfeeding.

In 1980, UNICEF launched 'Child Survival and Development Revolution' and 

described low-cost strategies, costing only a few rupees' for saving the lives of 

millions of children. Known as GOBI or BOGI F3, the strategies were – 

Breastfeeding, ORS (oral rehydration solution), Growth monitoring, 

Immunization, Fertility control, Food to the expectant/lactating mother and 

Female education 1.A joint WHO/UNICEF statement in 1989 laid down ten 

essential tasks for every institution providing maternity services and care for 

the newborns and infants 2 (Box 1).In 1990, high level representatives of some 

40 nations attended the world Summit on Children at Innocenti. The Innocenti 

Declaration, of which India was a signatory,   recognized the unique role of 

breastfeeding in preventing infant mortality and morbidity and implored the 

member states to create such environment and facilities that will promote, 

protect and support breastfeeding.

Box 1

The Ten Steps for Protecting, Promoting and Supporting Breastfeeding

1. Have a written breastfeeding policy that is communicated to all health

 care staff.

2. Train all health care staff in the skills necessary to implement this policy.

3. Inform all pregnant women about the benefits and management of 

 breastfeeding.

4. Help mothers initiate breastfeeding within a half hour after birth.

5. Show mothers how to breastfeed and how to maintain lactation even if 

 they are separated from their infants.

6. Give newborn infants no feed or drink other than breast milk unless 

 medically indicated.

7. Practice rooming-in to allow mothers and infants to stay together

 24 hours a day.

8. Encourage breastfeeding on demand.

9. Give no artificial teats or pacifiers (also called dummies or soothers) to 

 breast feeding infants.

10. Foster the establishment of breastfeeding support group and refer 

 mothers to them on discharge from hospital.
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Breastfeeding Promotion Network of India (BPNI), was formed in 1991 by

30-40 leading medical and para-medical professionals after a 10-days 

workshop at Sevagram (Wardha), with objectives of advocacy for promoting, 

protecting and supporting breastfeeding and improving the knowledge, 

attitude and practice of the community as well as of the health providers. BPNI 

conducts training programs in IYCF, carries out surveys on the IYCF practices in 

various States of the country and has liaison and dialogue with International 

and National government and non-government organizations on various 

policy matters.  In the same year, Baby Friendly Hospital Initiative (BFHI) was 

introduced in India by UNICEF with the active support of the Government of 

India, Indian Medical Association and other professional and social agencies. 

Maternity homes following all the ten steps for promotion, protection and 

support of breastfeeding (Box 1), were certified as 'Baby Friendly'. 

Unfortunately, the implementation of BFHI was not very successful. There is 

need to revitalize the 'initiative'.In 1992, the parliament passed the 'Infant 

Milk Substitutes, Feeding Bottles and Infant Foods (Regulation of Production, 

Supply and Distribution) Act 1992 (IMS Act 92). Promotion of infant milk 

substitutes and of feeding bottles directly to the mothers by person or through 

media and gifts, enticements, samples and donation of any kind or money to 

the health providers was made a cognizable offence. In 2000, the general body 

of Indian Academy of Pediatrics (IAP) resolved that 'IAP will not accept help, 

donation or sponsorship in any form from any industry concerned with the 

production and sale of products covered by the IMS Act. The Act was amended 

in 2003 (IMS AA 03) to cover the infant foods. In 2002, the World Health 

Assembly adopted a Global Strategy for IYCF (resolution 55.25 of 18.05.2002). 

It recommended:

1. Improved nutritional status of women of reproductive age, especially 

 during pregnancy.

2. Exclusive breastfeeding for the first six months of life.

3. Nutritionally adequate and safe complementary feeding through

 introduction of safe and adequate amounts of indigenous foodstuffs and 

 local foods.

4. Continuing breastfeeding upto the age of two years or beyond.

An updated Innocenti Declaration of 2005 reaffirmed the tenets of

the original Declaration of 1990 and set 9 targets for further improvement

of breastfeeding support. (Box 2) 

Some Successes and Achievements 

Fifty years ago, as postgraduate students in pediatrics, we had learnt all the 

details about the various types of milk formulae and of feeding bottles and 

about preparation of milk and care of the bottle and the nipple – even the 

method of widening the hole in the nipple! We knew hardly anything about 

prevention and correction of lactation and breastfeeding problems. Now the 

situation is reversed.There has been a steady improvement in the rates of pre-

lacteal feeding, early initiation (within half an hour) of breastfeeding, 

exclusive breastfeeding for six months and timely (7th -9th month) 

complementary feeding. These rates differ from place to place depending 

upon the prevalence of risk factors. Vadodara shows even better rates but still 

the current state is unacceptable (table 1)3,4,5,6. BPNI undertook a 

prospective interventional study of the impact of participatory Behaviour 

Change Communication (BCC) by trained anganwadi workers (AWW) in three 

earthquake affected blocks in Kucchh-Bhuj. There was a significant increase in 

the knowledge content of the AWWs after the training. After the intervention 

by the trained AWWs, the prelacteal feeding rate reduced significantly from 

77.9% to 16.5%, the early initiation of breastfeeding increased from 16.9% to 

73.8%, the rate of exclusive breastfeeding for six months improved from 1.2% 

to 25.9% and the timely complementary feeding rate increased from 11.7%

to 43.2%. The end line survey showed beneficial spillover to non-targeted 

mothers in the control block.  

Monitoring Implementation of Global Strategy and Bridging the Gaps

During the session “From Policy to Practice' at the Asia Pacific Conference on 

Breastfeeding (Delhi, Nov.30 – Dec.3 2003) the following issues about the 

promotion of optimal IYCF at State level were noted:

 · No State plan to promote and monitor IYCF

 · Paucity of Baby Friendly Hospitals

 · Lack of Government and public support to working mothers

 · Poor knowledge content of health care providers at all levels

The following recommendations were made at the end of the session:

 · Give appropriate place for IYCF in all health related programs

 · Revitalize Baby Friendly Hospital Initiative (BFHI)

 · Promote maternity protection (maternity leave and mother-friendly 

  work places)
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 · Adopt, implement and monitor IMS Amendment Act 2003 

 · Monitor IYCF practices –

  - Rate of pre-lacteal feeding; 

  - Rate of early initiation of breastfeeding (within an hour of birth); 

  - Rate of exclusive breastfeeding for 6 months

  - Rate of timely starting of complementary feeds (7th-9th month)

The BPNI surveyed the Status of Infant and Young Child Feeding in 49 Districts 

of India in 2003. It was observed that:

· Very few mothers are willing to breastfeed their babies for 2 years or beyond

· Infant feeding practices were mostly influenced by mother-in-law

· Most health workers lacked knowledge of optimal infant feeding practices

· Very few health professionals were aware of the IMS Act and of the Cable 

 Television : Network (Regulation) Amendment Act (2000)

· Baby food companies continue to promote products and to distribute 

 samples and education material in ways that contravene the IMS Act.

Box 2
Targets set by Innocenti Declaration of 2005

1. Have a national breastfeeding coordinator and committee to promote 
 breastfeeding and healthy infant and child feeding. 
2. Ensure that facilities providing maternity services follow the WHO "Ten 
 Steps to Successful Breastfeeding." 
3. Follow the International Code of Marketing Breastmilk Substitutes. 
4. Enact and enforce legislation protecting the breastfeeding rights of 
 working women. 
5. Develop, implement, monitor and evaluate a comprehensive policy on 
 infant and young child feeding. 
6. Ensure the protection, promotion, and support of exclusive 
 breastfeeding for 6 months, and continued breastfeeding up to and 
 beyond 2 years. 
7. Promote timely, adequate, safe, and appropriate complementary 
 feeding. 
8. Provide guidance on feeding infants and young children in exceptionally 
 difficult circumstances. 
9. Consider legislation to support the "International Code of Marketing 
 of Breast-milk Substitutes." 

Table

Rates of various parameters of monitoring of IYCF

  BPNI -2003  NFHS-3 Baroda   Baroda

  49 Districts    2005-06  - 2001  -2012

Sample size   1987 5,775  1284

Age group   <3yr 1yr  <2yr

PLF  49.2  57.2 43.7  33

EIB  15.8  24.5 31.5  47.5

ExlBF6mo 26.1  27.6 31.5  60.5

TCF  33.5  34.1 28.17  37.8

CF 6-9  70  55 87.2  67.6

Ever BF    95.7 93.8  93.4

Colostrum 

not fed  62.8   43.7  5.2

 The 10th 5-year plan of the Government of India (2003-2007) had set 

the following National goals in IYCF practices: increasing the rate of early 

initiation of breastfeeding from the current 15.8% to 50%, rate of exclusive 

breastfeeding for 6 months from 41.2% to 80% and the rate of timely 

complementary feeding from 33.5% to 75%. In 2004, the Government of India 

issued National Guidelines on IYCF7. The Global Strategy now has full support 

from Central and the State Governments but there are many a slip between the 

breast and the lip. Old habits, ideas and rituals die hard even when proved to be 

wrong and/or harmful and this is true not only for the lay community but also for 

the health providers. The frequency of institutional deliveries is increasing and 

revitalization of the BFHI with recertification should be seriously considered. 

Apart from training (with workshops) of the undergraduates and the post-

graduate students of pediatrics and Obstetrics, the IAP should conduct 

workshops (as is done for critical care). The health provider must not only have 

knowledge and conviction but also the skills of communication.We need to 

know where we stand and monitoring of the IYCF practices must be carried

out every five years or so across the nation.
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At national and Local (Baroda) levels during the last decade

          PLF=prelacteal feeds, EIB=early initiation of breastfeeding, 

          ExclBF6mo=exclusive breastfeeding for 6 months. 

          TCF=timely complementary feeding, Ever BF=ever breastfed

           Figures given as % of the sample
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Withdrawal of Care: An Experience

 I have found that writing down my thoughts, especially when some

event touches the heart, to be a very powerful tool to help reflect and relieve

the feeling of restlessness. Below is my reflection on the event of withdrawal

of care for a neonate with grade 3 encephalopathy.

 I was on call in the neonatal unit over the weekend a couple of days ago. 

As always the unit was busy. AF was the first of twins. Mother went into 

spontaneous labour at 36 weeks' gestation and was admitted in a district general 

hospital.  The labour progressed well and it was hoped that the twins would be 

delivered vaginally. AF's head delivered but unfortunately his twin tried

to come out at the same time and obstructed the delivery. AF did not progress

any further. After about 20 minutes, crash Caesarean section was done.

AF's head had to be pushed back in and delivered via the abdominal route. 

AF was born in a very poor condition- no respiratory effort, pale, floppy,

no heart beat. Full cardiopulmonary resuscitation was done (including one dose 

of Adrenaline). The heart rate was about 80 after 15 min and more than

100/min at about 20 min.  AF was passively cooled. Within an hour of birth

he had seizures. He was transferred to our unit for further management.

His twin BF was a well baby.

 AF was actively cooled for 72 hours. Cerebral function monitoring 

showed a very low baseline and intermittent burst suppression. EEG did not show 

any cerebro-electrical activity. Cranial ultrasound scan showed absent end 

diastolic flow. Clinically AF was very hypertonic and had seizures. The picture was 

obviously very bleak. On day 4 of life he failed planned extubation – had to be

re-intubated and ventilated within 2 hours.

 Parents were updated regularly about the poor prognosis and when AF 

failed extubation, it was obvious that he was unlikely to survive. Withdrawal of 

care was discussed with parents and their family. Understandably they wanted 

more time to think about it. That afternoon the hospital Chaplain christened AF 

on the unit in the presence of his family. Although I am not a religious person

I always feel quite emotional when I see a child being christened on the unit.
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 The next day I joined the Consultant when he had a discussion with the 

family about withdrawal again. Ironically it was Father's Day. The Consultant 

asked the parents to let us know when they felt ready. The father said 'Never'.   

However parents later came to the unit and set a time for withdrawal of care.

The extended family visited and took pictures of AF with his parents and his twin.  

Just before 4 pm the parents asked us to go ahead. They did not want to be 

present in the unit and preferred AF to be extubated in the Quiet room in their 

arms.

 Just before Florence (staff nurse- name changed) was due to take AF

to his parents she asked me if I wanted to say goodbye to AF. I did. I touched

his head and face and could not stop tears rolling down my cheeks. Florence

took him hand ventilated via endotracheal tube and extubated him in father's 

arms. AF had occasional gasps and went cyanosed immediately. He was getting

a low dose morphine infusion to keep him comfortable. We left AF with his family.

 About 30 minutes later AF's relative (grandfather's partner) called us. 

AF's father was cuddling him, crying. AF did not have any respiratory effort,

was a very poor colour but had occasional heart beat. I told his father that AF is still 

with us. Father gave him an even tighter cuddle and cried even more, asked if

he would be in any pain. I put my hand on his knees to acknowledge his distress 

and explained that AF was comfortable and would not be feeling any pain. 

We left the room and said we would return a bit later.

 I and Florence went in again about 10 minutes later. AF had passed away 

and I said 'Sorry' to his family. My eyes welled up again and I had to try very hard 

not to let the tears flow down. Parents wanted to leave immediately- they had 

already told us they would like to leave pretty much as soon as AF passed away. 

They did not want to give him a cuddle after he died. 

 The family thanked us for everything we had done for AF and left. I, 

Florence and AF stayed in the Quiet room. I let my tears trickle down. I helped 

Florence to give AF a bath and then dressed him myself. After doing the necessary 

paperwork I said a final goodbye to AF, we covered him, placed him in a moses 

basket. A porter came and took AF to the Chapel. † Rest in peace baby A †

 Any doctor is bound to see some patients dying and I am sure everyone 

feels emotional especially when a child dies. Although I had seen children die in 

India, I probably did not feel so emotional. What is it that makes it such a different 

experience in UK? I am not sure if I have the answer. Perhaps it is the whole 

approach to life and valuing human beings, even the newly born, is what makes it 

so touching.  In my experience in U.K, the family almost invariably thank the 

hospital staff for looking after and doing their best for the baby. I feel quite 

overwhelmed when the family express their gratitude. This is something that

I had never experienced in India. Although over the past few years of my training 

in UK, experiences around the death of a child are always disturbing, they

have given me a different perspective to life, hopefully making me a better 

person.

Vishakha Phatak
Registrar, Paediatric Neurodisability 

NHS, UK

Euthanasia

 In this issue, Dr.Vishakha Phatak narrates her experience of  'end of life ' 

management with withdrawal of medical treatment and intensified alleviation of 

pain in UK.In our own culture, such decisions are taken and the relatives are 

advised to let the patient die peacefully at home. When parents are told that their 

child had not much hope and even if the child survives, the quality of life is likely to 

be very poor, many of them prefer to take away the child – many find both the 

invasive management and the financial burden unbearable. 

 It was however only recently (2011that the Supreme Court of India 

rejected Pinki Virani's plea for euthanasia for Aruna Shanbaug (who has 

vegetative existence since 1973) but allowed passive euthanasia. The judgment 

states that “If the doctors treating Aruna Shanbaug and the Dean of the KEM 

Hospital, together acting in the best interest of the patient, feel that withholding 

or withdrawing life-sustaining treatments is the appropriate course of action, 

they should be allowed to do so, and their actions should not be considered 

unlawful”.
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 The judgment defined that passive euthanasia involves withdrawing of 

treatment or food that would allow the patient to live. The court opined that in 

other cases, where a person has been in a vegetative state for a long time, passive 

euthanasia may be allowed by the High Court on a case to case basis provided

a panel of doctors has given its nod for such measure. This means that at present, 

withdrawal of treatment is possible only when the child is vegetative for a long 

time and that too only with the consent of the High Court.

 It would be illegal detention! Parents can be forced to continue the futile 

life sustaining  High Court orders it (may be in response to public interest 

litigation)? The attending doctor in private practice does not have the time, 

money, energy or inclination to go to the court of law. 

 These days some people write in their will that there should be no 

invasive resuscitation. When a patient is in terminal stage in the hospital,

the relatives may not consent for ventilatory care or blood transfusion in order to 

prolong life. Indeed when the end is perceived to be near, the patient is not even 

taken to the hospital. Do they not all represent some form of passive euthanasia? 

When the attending doctor opines that there is no hope and the parents decide to 

take the child home, the treatment is automatically withdrawn without going

to the high court. Who can compel the parents to keep the futile treatment going 

on? If the expert medical opinion is that all the available treatment is not likely to 

sustain life, and even if the child survives, the quality of life is likely to be very poor, 

what is the sense in continuing that treatment? Rather than sending the child 

home to suffer while waiting for the eternal peace brought by death, is it not more 

human that the treatment is withdrawn and the child is given palliative treatment 

to alleviate the physical pain and mental sufferings?  Getting a court-order is a 

long drawn process and neither the doctors nor the parents would have time, 

money and energy to move the High Court for an order of passive euthanasia. 

(The judgment of the Supreme Court on the petition for euthanasia in the

case of Aruna Shanbhag actually began with a quote from Mirza Galib: “

"Marte hain aarzoo mein marne ki, Maut aati hai par nahin aati" )1. There is a 

protocol for declaring a patient as 'brain-dead' and discontinuing the ventilatory 

support. Some similar protocol can be evolved for withdrawal of treatment

and end-of-life management.

 Some countries like Belgium, Luxemburg, Switzerland  and the states of 

Montana, Oregon and Washington in USA have legally accepted  physician-

assisted suicide in adults while in Netherlands, the law is applicable to minors 

above the age of 12 years – they can with the consent of the parents (and the 

doctor) validly request for a lethal dose administered by a physician. Although 

there is assistance by the physician in both, passive euthanasia in children is 

accepted in the West as a sound medical practice, physician assisted suicide 

(positive euthanasia) is a controversial issue especially if minors are to be 

included. The decision capacity of children varies widely and arbitrarily setting the 

age limit would be wrong. An opinion pole of 126 Belgian physicians reported that 

majority (67.7%) of the physicians appeared to accept physician-assisted dying in 

children under certain circumstances and favored a model of shared decision-

making.

 It would be interesting to see what the results of such a suvery of the 

opinion and attitude of our pediatricians is carried out. My guess is that a mjority 

will favor passive but not active euthanasia with a protocol for shared decision 

making involving a team of doctors, parents and some others.. 
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Successful Treatment of a Child with

Congestive Heart Failure

 H is a 2 year old child who was referred from a remote hospital with 

complaints of generalized edema, respiratory distress, oliguria, listlessness, 

apathy, anorexia and almost bed ridden with little activity/playfulness 

progressive in last one month. He had a referral note that he had a CHD for which 

catheter intervention was done twice earlier.

On examination, 

Weight : 7.5 kg (severe growth failure/FTT), generalized edema and pallor,

Weak peripheral pulses, Tachypnoea (Respiratory Rate-60 per minute)

with mild costal indrawing, Tachycardia (Heart Rate: 156 beats per minute),

NIBP in upper limb: 58/38 mean 42 mmHg, elevated JVP, Hepatomegaly

(4 cm size) and fine crepitaions on both chests on auscultation. Lower limb

NIBP was 34/22 mean 28 mm of Hg. Actually lower limb pulses (femoral and 

dorsalis pedis) were extremely difficult to appreciate. Muffled heart sounds,

no audible murmur. This was a presentation of Shock and evidences of CHF 

(congestive heart failure).

Supportive management started was-administration of oxygen by hood, 

dopamine and dobutamine IV drip at 10 micrograms per kg body weight

per minute, monitoring of input and output, admistration of diuretic once

intake was secured and monitoring of vital signs viz Spo2/NIBP/HR/RR/ECG/CVP 

etc.Bed side Chest X Ray had findings of situs solitus, (70% CTR) huge 

cardiomegaly and pulmonary congestion. Echocardiography had observations 

like-Situs solitus, SDS, Intact IAS and IVS, hugely dilated LV cavity with

Global hypokinesia-LVEF and LVFS were less than 10%, grade 1-2 MR,

grade 2 TR, RV dysfunction, normal aortic valve, juxtaductal coarctation of aorta 

with PSG of 28 mm of Hg, normal pericardium, no effusion, no evidences of 

fibroelastosis, normal coronary arteries and normal pulmonary venous drainage.

Thus, it was a case of significant coarctation of aorta, severe bi ventricular 

dysfunction leading to clinical presentation of cardiogenic shock and CHF.

 After discussing about the condition of the child due to the CHD and 

its presentation inspite of initial treatment, surgical repair was advised.

 Surgery (done at cardiac center, shri Krishna hospital, karamsad)-

Through postero-lateral thoracotomy, the coarct segment was resected and end 

to end anastomosis was accomplished using 7-0 maxone continuous stitches.

 Post operative Period-It was turbulent time, when he required 

prolonged ventilation and adequate respiratory optimization, stiff inotrope 

support, diuretic need and antibiotic usage for SEPSIS. He developed a 

thrombus in LV cavity, which was treated by IV injection Heparin drip and 

subsequent anti coagulant administration.

 Outcome-He could be discharged after 18 days. At discharge echo 

evaluation had findings of still severe ventricular dysfunction (LVEF and LVFS ~ 

10% only), grade 1 MR, and grade 2 TR, no thrombus/clot in LV cavity, while the 

descending aorta had PSG of 7.8 mm of Hg.

 He was advised (1) diuretic frusemide to reduce preload (2) digoxin as 

an isotope to improve his cardiac contractility (3) after load reducing drug-

enalepril to improve cardiac output (4) anti -coagulant-acitrome to keep his 

blood thin to prevent any thrombus/clot formation.

 Follow Up after one month showed nice healing of thoracotomy

wound, no clinical features of CHF, improved ventricular function (LVFS-22%, 

LVEF18%).He is advised to continue medical management.

 Discussion : Coarctation of the aorta is a common form of CHD, 

accounting for ≈ 6% to 8% of all cardiac defects. The prevalence of coarctation

is increased in certain disorders, such as Turner syndrome. The most common 

associated cardiac anomaly is bicuspid aortic valve, which is present in >30%

to 40% of all cases. The usual location of coarctation is juxtaductal, just distal

to the left subclavian artery. Clinical manifestations of coarctation are age 

dependent. Neonates with coarctation of the aorta may present with signs

and symptoms of low cardiac output and shock once the ductus arteriosus

closes. Older infants and children may present with signs and symptoms

of failure to thrive, upper limb hypertension, headaches, and claudication. 

 Treatment of coarctation of the aorta has evolved over the years.

As per scientific statement AHA guidelines (2011) for native coarctation of
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BOOK - POST

To,

the aorta, initially, surgical repair (extended resection with an end-to-end 

anastomosis) has been the primary treatment at most centers and remains the 

“gold standard” therapeutic option. However, in recent years, balloon angioplasty 

with or without stent implantation has emerged as an alternative, less invasive 

option. For most patients with discrete recurrent/residual coarctation after 

surgical repair, balloon angioplasty has been shown to be the best therapeutic 

option. Balloon angioplasty for native coarctation in young patients (>1 month 

but <6 months of age) may not benefit satisfactorily, as it has higher recurrence 

rate. Our case had balloon angioplasty done twice, but did not result onto a long 

term improvement and needed ultimate surgical correction. As the patient had 

presented with severe ventricular dysfunction and CHF, though corrected,

it might take its own time for heart to improve totally. 

Dr. Mahesh Bhatt
Pediatric Cardiologist

merkuji_21@yahoo.co.in


