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Abstract

Notwithstanding the availability of human and technological

resources, the care deficit in the diagnosis and treatment of

patients with congenital heart diseases in Colombia is

estimated at 50%. Barriers to healthcare delivery and access,

both at the basic and specialized level, means that patients

progress and reach advanced stages of the disease, with a

direct impact on morbidity and mortality, and on the cost of

care. Problems in early detection and diagnosis, poor access to

specialized institutions, administrative constraints to autho-

rize surgeries, diagnostic tests, and medical services, in

addition to the lack of government recognition of national

referral centers for the specialized management of these

patients, compromise both the quality-of-life and the survival

of patients. The purpose of this study is to highlight the current

situation of patients and outline the diagnostic impact of the

tools widely available in our environment for the detection of

these pathologies.

Resumen

En Colombia se estima un déficit de atención para el diagnóstico y

tratamiento de los pacientes con cardiopatías congénitas del 50%,

a pesar de contar con el equipo humano y tecnológico. Las

barreras en el acceso a los servicios de salud, tanto en el nivel

básico como en el especializado, hacen que los pacientes

evolucionen hasta estadios avanzados, con impacto directo en

la morbimortalidad y costo de atención. Los problemas en la

detección y el diagnóstico temprano, la falta de acceso a centros

especializados, las fallas administrativas en las autorizaciones

quir�urgicas, diagnósticas y médicas, así como la falta de

reconocimiento por parte del Estado de centros de referencia

nacional para el manejo especializado de dichos pacientes hacen
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que tanto la calidad de vida como la sobrevida se encuentren

comprometidas. El objetivo de este artículo es resaltar la

problemática actual de los pacientes y describir el impacto

diagnóstico de las herramientas ampliamente disponibles en

nuestro medio para la detección de dichas enfermedades.

Introduction

Congenital heart defects are a serious public health issue1,2

since these are the most frequent congenital anomalies in
live births.3 Approximately 1 of every 40 deaths in children
under 1-year-old is due to a congenital heart defect.4 In the
absenceofmedical intervention,14%of thesechildrendonot
survive the first month of life and 30% die during the first
year. Unfortunately, in most cases the exact cause is
unknown and 90% of congenital heart diseases are consid-
ered multigenetic,5 which represents a primary focus for
intervention.1 A non-systematic literature review was
conducted in PUBMED, Lilacs and Google Scholar, and
sources recommendedbyexpertson the topicwere selected,
within the framework of academic meetings such as the IX
Symposium of Diseases Associated with Genetic Processes,
held this year in Cali, Colombia. The health science
descriptors for the Lilacs database were: Colombia, congeni-
tal heart diseases, massive screening, cardiovascular diag-
nostic techniques, pediatric healthcare services. The
headings of medical topics (Mesh, acronym for medical
subject headings) to do searches in medical databases in
English (PUBMED, Google Scholar) were: Colombia, heart
defects, congenital, mass screening, prenatal diagnosis, neonatal
screening. The purpose of this article is to highlight the
current situation of these patients in terms of poor early
detection, and the differences between countries with
organized screening programs versus countries such as
ours, where we are in the process of implementing these
strategies. Likewise, to describe the impact of the use of the
medical record, the physical workup, obstetric ultrasound,
fetal ultrasound, and pulse oximetry for the identification of
these conditions and a few considerations toward their
implementation.

The diagnosis and treatment of congenital heart diseases
has evolved considerably since the first patent ductus
arteriosus closure was conducted back in 1938. Later on,
with the advent of extracorporeal circulation in 1953, some
techniques were developed that allowed for surgical
advancement and for the correction or palliation of most
defects. Nowadays, percutaneous trans-placental interven-
tions6areconducted, thatallowforthemanagementofsome
patients and avoid or adjourn the surgical intervention.

Notwithstanding the scientific and technological prog-
ress in this area, access to this type of care is complex,
unequitable, and variable. It depends not just on the
healthcare resources available in each country, but on the
economic capability of the people, the access to high
complexity services usually localized in central areas,

infant and early childhood coverage, and the investment
capacity in human capital and technology, with the
corresponding economic, social, and public health impli-
cations for each country and region.7–9

Colombia is no exception to this reality. In addition to
the above, and despite an almost complete healthcare
coverage, access to services is poor, not only because of
geographical considerations, but also because of the
socioeconomic conditions and the characteristics of the
healthcare system itself.

The prevalence of congenital heart disease in our
country is estimated at 1.2 per 1000 life births,10 below
the figure reported for Europe of 7.7 to 8.2 (EUROCAT 2012–
2016),11 and the United States of 6.8 per every 1000 life
births.12 These differences may be due to an unreliable
registry13,14 which accounts for under-diagnosis15 as a
consequence of the above-mentioned problems. Treat-
ment is 50% below the estimated requirement; Sandoval
et al16, estimate an annual requirement of 4905 surgeries,
but only 2434 are conducted in Colombia per year.

The United States reported a mortality below 3%
between 2014 and 2017.17 In our country in 2005, the
global mortality reported was 9%18; however, this number
is not an official report, since like in many other
pathologies and procedures, there is not a sole national
registry to have a clear scenario and to be able to make a
regional and global analysis of the results, to establish
highly specialized centers. The factors considered to have
the strongest impact onmortality are: poor nutritional and
psycho-affective conditions, advanced stages of the
disease, pulmonary hypertension, the healthcare delivery
conditions, and postoperative care.19

Barriers to access to a timely diagnosis and
adequate treatment for patients with congenital
heart disease

The geographical, cultural, socioeconomic, and educa-
tional conditions, together with the high costs involved in
the management of the disease in an inefficient health-
care system, results in an unequitable and unfair
management of congenital heart disease in Colombia.20

As previously mentioned, notwithstanding an exten-
sive coverage, poor access to continued medical care due
to the conditions of the healthcare system and the
contributory and subsidized regimens, in which although
these pathologies are covered by the mandatory health-
care plan, there is a lack of service agreements with
specialized centers. This may be due to the high cost
involved in the management and follow-up of these
conditions, and to the lack of awareness about social
reintegration with timely treatment (QUALYS gains) or
simply because of a lack of interest of the healthcare
system. A potential strategy to be implemented is
conducting campaigns to capture patients and educate
the community, to create awareness about these diseases

COLOMBIAN JOURNAL OF ANESTHESIOLOGY. 2019;47(4):236-242

237

N
O

N
-S

Y
S

T
EM

A
T

IC
 R

EV
IE

W



among the general population. However, as stated by
Rubio et al21, there are quite a few challenges pending,
particularly in terms of communication, resources, and
implementation of the recommendations made.

Another current problem in our country is the lack of
early and antenatal detection of congenital heart disease
so that these infants are delivered in specialized centers to
provide timely management, and hence be able to change
the national scenario for these patients.22,23

Antenatal diagnosis enables the strategic planning for
the route of delivery, intrapartum monitoring, and post-
partum care of the newborn and changes the outcomes in
terms of survival andmorbidity, particularly inmajor heart
disease23; trying to take the fetus to full-termor almost full-
term, or conduct in utero interventions or interventions
during the first hours after birth, as well as initiating early
management,5 will all improve the pre-operative hemody-
namic and metabolic status and neurodevelopment, with
improved long-term cognitive outcomes.24

Screening tests for antenatal diagnosis include: obstet-
ric ultrasonography between weeks 10 and 13, which
offers a 4-chamber view, but because the outflow tracts
view is not mandatory, a considerable number of extra-
cardiac defects are missed.5 Any patient with visible
anatomic alterations should undergo an extended fetal
ultrasonography,which is a studywith a high specificity of
over 95%.

The fetal ultrasonography is conducted between weeks
18 and 23, to establish any structural variations. This
examination identifies between 85% and 90% of all
congenital heart diseases among the selected population.
While the specificity is high, the sensitivity varies between
2.6% and 92%, due to the type of medical equipment, the
level of training of the operator, gestational age differ-
ences, poor fetal window, or the position of the fetus.
Therefore, improved sensitivity is achieved when the test
is conducted by a team of perinatologists and expert
pediatric cardiologists.

Fetal alterations present in the obstetric ultrasonogra-
phy (Table 1) detect between 20% and 50% of the patients
with congenital heart disease.5 However, in fetuses with
absolute maternal risk factors exceeding 3% (Table 2), a
fetal ultrasound shall be required; and those with an
absolute risk of between 2% and 3% should be approached
based on the opinion of the specialist. There are no
indications for those with a risk lower than 1%.5

Advances such as 3-D echocardiography enable a more
accurate identification of heart defects, and allow for in
utero procedures, including: percutaneous balloon aortic
or pulmonary valvuloplasty, or atrial septoplasty. These
prenatal procedures are intended to correct the natural
evolution of the heart defect, to prevent the development
of the hypoplastic left or right heart syndrome, and to
correct any restrictive septal defects.25

Notwithstanding the fact that the screening and risk
factors measurement protocols are followed, there are

some patients in whom cardiac defects are missed;
therefore, the neonatal screening using pulse oximetry
is an excellent method to identify congenital heart
diseases presenting with hypoxemia during the neonatal
period and should be mandatory during the first 24 to 48
hours of life. The test is conducted as indicated in the
flowchart19 of Fig. 1. When combined with an adequate
physical examination, this measurement increases the
sensitivity to 82.8% to 92%.5 In the United States, this
screening is mandatory and improved identification by
71%, while reducing the number of readmissions, the
length of stay, and the costs.19,26 Despite its importance is
well recognized, and although about 62% of the doctors
surveyed at a Level IV institution in Colombia claim to be
aware of the neonatal screening test using pulse oximetry,
only 25% of the physicians are familiar with the test and
use it correctly.27

If the pulse oximetry test is positive, it should be
confirmed with a pediatric cardiac evaluation and echo-
cardiography.28,29 The heart diseases that can be identified
using this test are those that usually present with
hypoxemia. However, not all heart diseases can be
detected in the same way; the 7 conditions screened for
during the neonatal period are as follows:30

1. Hypoplastic left heart syndrome
2. Pulmonary atresia
3. Severe tetralogy of fallot
4. Anomalous pulmonary venous connection
5. Transposition of the great arteries
6. Tricuspid atresia
7. Truncus arteriosus

Other heart conditions that present withmilder severity
in hypoxemia may also be diagnosed or suspected with
the neonatal screening test using pulse oximetry. These
heart conditions are as follows:31

1. Severe coarctation of the aorta with patent ductus
2. Interrupted the aortic arch
3. Ebstein anomaly
4. Double outlet right ventricle
5. Heart disease with single-ventricle physiology

The heart diseases that may be occasionally diagnosed
with this test, because they may or may not present with
neonatal hypoxemia are as follows:

1. Duct-dependent aortic stenosis
2. Severe pulmonary valve stenosis
3. Complete atrioventricular canal

Finally, there are some heart diseases that remain
undetected with the screening test, since they do not
present with hypoxemia during the neonatal period; these
include:

1. Non-duct-dependent coarctation of the aorta
2. Ebstein disease with no shunt
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3. Non-duct-dependent aortic stenosis
4. Right-to-left shunt heart disease

Pulse oximetry is recommended in our country: it does
not require special supplies or buying additional sup-
plies, it is non-invasive and involves no risk for the
patient, and it is low-cost, in addition to being widely
available throughout the country. The health authorities
should take into consideration the availability of specific
equipment in all centers; nevertheless, the disease may
not be detected using pulse oximetry, and therefore, a
thorough physical examination is an irreplaceable
practice in the immediate neonatal period and during
follow-up,32 with 1 medical control at least 3 days after
birth, watching for warning signs such as tachypnea,
hyperactive precordium, murmurs, reduced pulses. In
the presence of any of these signs, the patient must be
assessed by pediatric cardiology. If unfortunately, de-

spite this evaluation, the diagnosis ismissed, the patient
will consult during late stages of thedisease, and inmany
cases in shock or severe desaturation andmultiple organ
failure.

Neonatal screening has improved early detection of
heart diseases and has allowed for follow-up and rapid
diagnosis of these conditions. However, there are still
barriers that need to be overcome, since in an ideal world,
these patients should be able to access specialized care
and a comprehensive multidisciplinary management that
ensures timely and high-quality care, for a satisfactory
development of the process to correct a congenital heart
disease. The Ministry of Health, the companies under the
subsidized and contributory regimens, nurses, primary
care general physicians, obstetricians, pediatricians, pe-
diatric cardiologists, cardiovascular surgeons, should all
be coordinated to ensure comprehensive and timely

Table 1. Fetal risk factors for congenital heart disease, absolute risk, level of evidence, recommendation classification, and assessment
strategy in the presence of a pathology.

Fetal risk factors Risk (%) CR
∗
/LE† Time/frequency of

the evaluation

Suspected cardiac anomaly in the obstetric ultrasound >40 I/B At the time of detection

Rhythm anomalies

Tachycardia 1 I/C

At the time of detectionBradycardia 50–55 I/C

Irregular rhythm 0.3–2 I/C

Non-cardiac anomaly 20–45 I/B At the time of detection

Known or suspected chromosome anomaly Varies up to 90 I/C 12–14 Weeks

Increased nuchal translucency

3.0–3.4 3 I/A 18–22 Weeks

>3.5 6 I/B 12–14 Weeks

>6 24 I/B 12–14 Weeks

>8.5 >60 IIb/C 18–22 Weeks

Umbilical chord, placental, or intraabdominal venous anatomy anomalies 3.9 IIb/C 18–22 weeks

Monochorionic twins 2–10 I/A 12–14 Weeks
18–22 Weeks

Fetal hydropes 15–25 I/B At the time of detection

Note: List of fetal risk factors with their corresponding absolute risk of a fetus with a congenital heart disease, expressed as a percentage.
∗
Classification of the recommendation class I: should be done; class IIa: it is reasonable to do; class IIb: could be considered; class III: does not help, exceeds

the cost–benefit ratio.
† Level of evidence assigned using themethodology of the American College of Cardiology in 2009, updated on July 3, 2012; the classification of the level of
evidence is based on the existence of studies that support the recommendations according to categories. Level A: based on multiple randomized trials or
meta-analyses; level B: based on a single randomized trial or several non-randomized trials; level C: based on expert opinion, case studies, standard of
care. CR=classification of recommendation, LE= level of evidence.
Source: modified from Donofrio et al.5
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Table 2. Maternal risk factors for congenital heart diseases and their absolute risk, level of evidence, classification of recommendation,
and evaluation strategy.

Maternal risk factors Absolute risk (%) CR
∗
/LE† Time/frequency of evaluation

Pre-gestational diabetes 3–5 I/A 18–22 Weeks, consider repeating the
HbA1c>6% in the third trimester

Gestational diabetes HbA1c<6% <1 III/B If the HgA1c>6%, the third trimester
check evaluates ventricular hypertro-

phy

Phenylketonuria 12–14 I/A 18–22 Weeks, only when phenylalanine
is >10mg/dL

Lupus or Sjögren only when the SSA/SSB antibodies
are positive

1–5 IIa/B 16 Weeks, then weekly or every 2
weeks at week

A previous child affected by CHB or neonatal lupus 11–19 I/B 16 Weeks, then weekly at week 28

Exposure to drugs

Teratogenic 1–2 IIb/A

18–22 Weeks

Anticonvulsants 1.8 IIb/B

ACE inhibitors 2.9 IIa/B

Retinoic acids 8–20 I/B

Vitamin A (>1000 IU retinol/d) 1.8 IIb/B

SSRI 1–2 IIb/A

NSAID‡ 5–50 I/A

Lithium <2‡ IIb/B

Vitamin K antagonists <1 III/B Not indicated

Use of assisted reproduction 1.1–3.3 IIa/A 18–22 Weeks

Maternal infection (rubella, parvovirus, Coxsackie,
adenovirus, cytomegalovirus)

1–2 I/C 18–22 Weeks

Structural maternal heart disease 3–7 I/B 18–22 Weeks

Structural paternal heart disease 2–3 I/B 18–22 Weeks

Sibling with heart disease 3–8 I/B 18–22 Weeks

First or second degree family illness or Mendelian
inheritance syndrome with associated structural
heart disease

>50 I/C 18–22 Weeks

Note: List of risk factors in pregnant womenwith their corresponding risk of having a fetus with a congenital heart disease expressed as a percentage. CR=
classification of recommendation, HbA1c=glycosylated hemoglobin, LE= level of evidence, NSAID=non-steroidal anti-inflammatory drugs, SSA/SSB=
extractable nuclear antigens, SSRI=selective serotonin reuptake inhibitors.
∗
Classification of the recommendation: class I: should be made; class IIa: it is reasonable to do it; class IIb: could be considered; class III: does not help,

exceeds the cost–benefit ratio.
†Level of evidence assigned using the methodology of the American College of Cardiology 2009, updated on July 3, 2012; the classification of the level of
evidence is based on the availability of studies supporting the recommendations according to categories. Level A: based on multiple randomized trials or
meta-analyses; level B: based on just 1 randomized trial or non-randomized trials; level C: based on expert opinions, case studies, and standard of care.
‡Recommendation for third trimester exposure for exclusion of ductal closure only.
Source: modified from Donofrio et al.5
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management that delivers proper care of these conditions
leading to quality of life and human dignity, and total
social reintegration with the same physical and cognitive
development of any other child, resulting in better
conditions for the child and for society as a whole. We,
as healthcare providers, have the responsibility to collect
data from the high-complexity institutions to make this
condition more visible.

Financing

This review was funded by the authors.

Conflicts of interest

The authors have no conflict of interests to disclose with
regard to the publication of this article.

References

1. SamanekM. Children with congenital heart disease: probability of
natural survival. Pediatr Cardiol 1992;13:152–158.

2. Bernal J, Zarante I. Malformations and congenital anomalies:
impact and future. Biomedica 2009;29:7–8.

3. Mozaffarian D, Benjamin EJ, Go AS, et al. Writing Group Member-
sExecutive summary: heart disease and stroke statistics—2016
update: a report from the American Heart Association. Circulation
2016;133:447–454.

4. Lozano R, Naghavi M, Foreman K, et al. Global and regional
mortality from 235 causes of death for 20 age groups in 1990 and

2010: a systematic analysis for the Global Burden of Disease Study
2010. Lancet 2012;380:2095–2128.

5. Donofrio MT, Moon-Grady AJ, Hornberger LK, et al. Diagnosis and
treatment of fetal cardiac disease: a scientific statement from the
American Heart Association. Circulation 2014;129:2183–2242.

6. Andropoulos D. Anesthesia for congenital heart disease. 3rd ed.
Andropoulos D, editor. Hoboken, New Jersey: John Wiley & Sons,
Inc.; 2015.

7. Murni IK, Djer MM, Yanuarso PB, et al. Outcome of pediatric
cardiac surgery and predictors of major complication in a
developing country. Ann Pediatr Cardiol 2019;12:38–44.

8. Rao SG. Pediatric cardiac surgery in developing countries. Pediatr
Cardiol 2007;28:144–148.

9. Hoffman J. The global burden of congenital heart disease.
Cardiovasc J Afr 2013;24:141–145.

10. Baltaxe E, Zarante I. Prevalence of congenital heart disease in
44,985 newborns in Colombia. Arch Cardiol Mex 2006;76:263–268.

11. EUROCAT. European surveillance of congenital anomalies. 2015;
[Cited 2019 Feb 18]. Available at: http://www.eurocat-network.eu/
accessprevalencedata/.

12. Reller MD, Strickland MJ, Riehle-Colarusso T, et al. Prevalence of
congenital heart defects in metropolitan Atlanta, 1998–2005. J
Pediatr 2008;153:807–813.

13. Mocumbi AO, Lameira E, Yaksh A, et al. Challenges on the
management of congenital heart disease in developing countries.
Int J Cardiol 2011;148:285–288.

14. Van der Linde D, Konings EE, Slager MA, et al. Birth prevalence of
congenital heart disease worldwide: a systematic review and
meta-analysis. J Am Coll Cardiol 2011;58:2241–2247.

15. García A, Caicedo M, Moreno K, et al. Regional differences in
congenital heart disease. Rev Col Cardiología 2017;24:161–168.

16. Sandoval N, Kreutzer C, Jatene M, et al. Pediatric cardiovascular
surgery in South America: current status and regional differences.
World J Pediatr Congenit Heart Surg 2010;1:321–327.

17. The Society of Thoracic Surgeons Congenital Heart Surgery Data
Summary. STS congenital heart surgery data summary all
patients [Internet]. [Citado 2019 Feb 8]. Available at: https://

Pulse oximetry within the 
first 24-48 hours 

Posi�ve 

SaO2 < 90 % right hand or 
foot in 3 consecu�ve 

readings taken 1 hour apart.  

SaO2 < 95 % > 90 % right 
hand and foot or > 3 % 
difference between the 
right hand and foot in 3 

consecu�ve readings taken 
1 hour apart.  

Nega�ve 

SaO2 > 95 % right hand or 
foot and < 3 % difference at 

any point during 3 
consecu�ve readings.  

Figure 1. Flowchart of the pulse oximetry test for neonatal screening of congenital heart disease.
Note:within the first 48hours of life, if the pulse oximetry measurement is below 90%, it is considered to be positive; if it is less than 95% in the
right hand (pre-ductal) and in the foot (post-ductal), or if there is a difference of more than 3% between these measurements, it is also positive.
SaO2=oxygen saturation.
Source: modified from Kemper et al.19

COLOMBIAN JOURNAL OF ANESTHESIOLOGY. 2019;47(4):236-242

241

N
O

N
-S

Y
S

T
EM

A
T

IC
 R

EV
IE

W

http://www.eurocat-network.eu/accessprevalencedata/
http://www.eurocat-network.eu/accessprevalencedata/
https://www.sts.org/sites/default/files/documents/Congenital-STSExecSummary_%20AllPatients_Spring2018.pdf


www.sts.org/sites/default/files/documents/Congenital-STSExec
Summary_ AllPatients_Spring2018.pdf.

18. Vélez J, Sandoval N, Cadavid E, et al. Cooperative study of
operatory mortality in the correction of congenital cardiopaties in
Colombia. Rev Colomb Cardiol 2005;11:397.

19. Kemper AR, MahleWT, Martin GR, et al. Strategies for implement-
ing screening for critical congenital heart disease. Pediatrics
2011;128:e1259–e1267.

20. Yang Q, Chen H, Correa A, et al. Racial differences in infant
mortality attributable to birth defects in the United States, 1989–
2002. Birth Defects Res A Clin Mol Teratol 2006;76:706–713.

21. Rubio MA, Dennis R, Domínguez MT, et al. Challenges to the
improvement of Colombian medical brigades aimed at the
diagnosis of congenital heart disease: a qualitative approach.
Glob Public Health 2019;14:1193–1203.

22. Mellander M, Sunnegardh J. Failure to diagnose critical heart
malformations in newborns before discharge—an increasing
problem? Acta Paediatr 2006;95:407–413.

23. Brown KL, Ridout DA, Hoskote A, et al. Delayed diagnosis of
congenital heart disease worsens preoperative condition and
outcome of surgery in neonates. Heart 2006;92:1298–1302.

24. Peyvandi S, De Santiago V, Chakkarapani E, et al. Association of
prenatal diagnosis of critical congenital heart disease with
postnatal brain development and the risk of brain injury. JAMA
Pediatr 2016;170:e154450.

25. Allan LD. Rationale for and current status of prenatal cardiac
intervention. Early Hum Dev 2012;88:287–290.

26. Knowles R, Griebsch I, Dezateux C, et al. Newborn screening for
congenital heart defects: a systematic review and cost-effective-
ness analysis. Health Technol Assess 2005;9:1–152.

27. Suárez-Ayala DV, Morcillo-Bastidas KL, Vallejo-Mondragón EL,
et al. Knowledge and implementation of the neonatal screening
for critical congenital heart diseases with a pulse oximetry. Rev
Colomb Cardiol 2016;23:553–559.

28. Mahle WT, Newburger JW, Matherne GP, et al. Role of pulse
oximetry in examining newborns for congenital heart disease: a
scientific statement from the American Heart Association and
American Academy of Pediatrics. Circulation 2009;120:447–458.

29. Engel MS, Kochilas LK. Pulse oximetry screening: a review of
diagnosing critical congenital heart disease in newborns. Med
Devices (Auckl) 2016;9:199–203.

30. Ryan DJ, Mikula EB, Germana S, et al. Screening for critical
congenital heart disease in newborns using pulse oximetry:
evaluation of nurses knowledge and adherence. Adv Neonatal
Care 2014;14:119–128.

31. Pérez-Lescure Picarzo J, Rueda N�uñez F, Centeno Malfaz F, et al.
Comments by the Spanish Society for Paediatric Cardiology and
Congenital Heart diseases on the recommendations by the
Spanish Neonatology Society as regards screening for critical
congenital heart diseases in the neonatal period. An Pediatr
2018;89:70–71.

32. Ministerio de Salud y Protección Social—Colciencias. Guía de
práctica clínica. Detección de anomalías congénitas en el recién
nacido. Minsalud Bogotá, Colombia; 2013 (Guía No. 03).

COLOMBIAN JOURNAL OF ANESTHESIOLOGY

242

N
O

N
-S

Y
S

T
EM

A
T

IC
 R

EV
IE

W

https://www.sts.org/sites/default/files/documents/Congenital-STSExecSummary_%20AllPatients_Spring2018.pdf
https://www.sts.org/sites/default/files/documents/Congenital-STSExecSummary_%20AllPatients_Spring2018.pdf



