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et al. Total Anomalous Pulmonary

Venous Return in the Time of

SARS-CoV-2—Case Report. Children

2023, 10, 387. https://doi.org/

10.3390/children10020387

Academic Editor: Bibhuti B. Das

Received: 15 December 2022

Revised: 23 January 2023

Accepted: 11 February 2023

Published: 16 February 2023

Copyright: © 2023 by the authors.

Licensee MDPI, Basel, Switzerland.

This article is an open access article

distributed under the terms and

conditions of the Creative Commons

Attribution (CC BY) license (https://

creativecommons.org/licenses/by/

4.0/).

children

Case Report

Total Anomalous Pulmonary Venous Return in the Time of
SARS-CoV-2—Case Report
Alina-Costina Luca 1,2 , Alexandrina-S, tefania Curpăn 3,* , Raluca-Stefania Manea 1,2,
Lacramioara Ionela Butnariu 2,4 , Elena T, arcă 5 , Iuliana Magdalena Starcea 6 , Solange Tamara Ros, u 7,
Dana Elena Mîndru 1, Elena Macsim 8, Heidrun Adumitrăchioaiei 1,2 and Ioana Alexandra Păduret, 2

1 Department of Pediatrics, Faculty of Medicine, Grigore T. Popa’ University of Medicine and Pharmacy,
700115 Iasi, Romania

2 Pediatrics Department, “St. Mary” Children’s Hospital, Vasile Lupu Street, No 62-64, 700309 Iasi, Romania
3 Department of Biology, Faculty of Biology, Alexandru Ioan Cuza University, 700505 Iasi, Romania
4 Department of Medical Genetics, Faculty of Medicine, “Grigore T. Popa” University of Medicine and

Pharmacy, University Street, No 16, 700115 Iasi, Romania
5 Department of Surgery II—Pediatric Surgery, ”Grigore T. Popa” University of Medicine and Pharmacy,

700115 Iasi, Romania
6 Nephrology Clinic, “St. Mary” Children’s Hospital, Vasile Lupu Street, No 62-64, 700309 Iasi, Romania
7 Emergency Room, “St. Mary” Children’s Hospital, Vasile Lupu Street, No 62-64, 700309 Iasi, Romania
8 Radiology Department, “St. Mary” Children’s Hospital, Vasile Lupu Street, No 62-64, 700309 Iasi, Romania
* Correspondence: andracurpan@yahoo.com

Abstract: The management of children with complex and life-threatening heart malformations
became a clinical conundrum during the SARS-CoV-2 pandemic. The pathophysiological features of
the new coronavirus infection have raised major dilemmas regarding the postoperative evolution of
an infected patient, and the epidemiological limitations have tightened the criteria for selecting cases.
We present the case of a newborn diagnosed with total anomalous pulmonary venous return (TAPVR)
who underwent surgical repair of the defect with favorable outcome, despite a prior diagnosis of
SARS-CoV-2 infection. We discuss the medical and surgical management of TAPVR, highlighting
possible management difficulties brought by the SARS-CoV-2 pandemic.

Keywords: TAPVR; SARS-CoV-2

1. Introduction

Under normal circumstances, pulmonary veins drain into the left atrium to ensure the
return of oxygenated blood from the lungs to the cardiac chambers and afterwards into the
systemic circulation [1], therefore leading to an anomalous pulmonary venous inflow to
the right atrium, known as total anomalous pulmonary venous return (TAPVR) [2]. The
anomalous pulmonary venous return is a congenital heart disease, accounting for up to
3% of all birth defects; it can be total, with all four pulmonary veins connected to the right
atrium either directly or via systemic venous circulation, or partial [3], with at least one
pulmonary vein draining in the left atrium [2,4,5]. TAPVR is a cyanotic congenital heart
defect that requires an atrial septal defect (ASD) in order for survival to be possible [6].

The Darling classification of TAPVR is based on the site at which pulmonary veins
converge [7]:

Type I, supracardiac, is the most common type of all (45–55% of cases): in which the
pulmonary veins drain into the innominate vein, the superior vena cava (SVC), or the
azygous vein.

Type II, cardiac: the pulmonary veins drain into the right atrium or the coronary sinus.
It is generally considered to be benign with postoperative findings concluding that it is
associated with a significant degree of pulmonary vein stenosis; 20–30% of patients are
diagnosed with this type of TAPVR.
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Type III, infracardiac or infradiaphragmatic (25%): a vertical vein serves as a common
collector for pulmonary veins; it then drains into the hepatic, portal, or inferior vena cava.

Type IV, the mixed type (5%), involves venous connections at various levels.
The Smith classification takes into consideration the hemodynamic impact of the

cardiac anomaly. Non-obstructive TAVPR carries the same consequences as a large atrial
septal defect (ASD) [7,8]. The blood passes into the left atrium and into the systemic
circulation. However, the atrial septal defect cannot ensure balanced hemodynamics; as a
consequence, more blood enters into the right ventricle, leading to right heart hypertrophy,
pulmonary congestion, and increased pressure in the right heart cavities and the pulmonary
vessels [9,10]. Oxygen levels measured in the aorta and pulmonary artery have the same
value due to the mixing of oxygenated and deoxygenated blood in the right atrium [11].
Pulmonary and tricuspid murmurs can be heard, as well as gallop rhythm [8,12].

Obstructed TAPVR leads to pulmonary edema [13]. The obstruction may occur at
the interatrial septum or within the anomalous canal: intrinsic narrowing or extrinsic
narrowing (in types II and III) [14]. The failure of the pulmonary venous return translates
into congestion, increased PVR, and hypertension measured in the right ventricle and
pulmonary artery sites. Oxygen levels in the aorta and pulmonary artery have the same
value, but remain lower than those registered in patients without obstruction [12].

The selection of the appropriate time for surgical intervention is based on the magni-
tude of the pulmonary blood flow compared to the systemic blood flow [15]. However, the
confirmed diagnosis itself is an indication for surgery.

A ratio between pulmonary (Qp) and systemic (Qs) blood flow greater than 1.5 is a
classical indicator for surgical correction in most cyanotic congenital heart diseases with
left-to-right shunt [16].

The surgical management techniques are highly dependent on the type of TAVPR and
the presence of other cardiac malformations, namely heterotaxy syndrome and hypoplastic
left heart syndrome [17]. Prolonged aortic clamping time and emergency surgery are
surgical factors that strongly influence patient outcome and require special postsurgical
measures, as detailed in the discussion section.

2. SARS-CoV-2 Infection in Patients with Congenital Heart Disease

An important aspect to consider in the process of evaluating the surgical opportunity
for TAPVR patients is the presence of factors that can precipitate hemodynamic and
respiratory degradation [18].

Viral infections in children have long been associated with hemodynamic instabil-
ity originating in systemic stress, inflammatory status, hypoxia, and metabolic imbal-
ance [19–21]. MERS and SARS-CoV-2 have been linked to cardiac complications such as
myocarditis, pericarditis, and arrhythmias, even in patients with no preexisting cardiac dis-
ease [22,23]. Considering the similarities between SARS-CoV-2 and the above-mentioned
viruses, it is reasonable to consider, in a similar fashion, that SARS-CoV-2 infection may
be associated with an unfavorable cardiac prognosis. Direct cell damage, either by cy-
tokine storm or viral invasion, as well as ischemic injuries in the context of severe hypoxia
are the underlying mechanisms of the cardiac impairment in COVID-19 infections [24].
Furthermore, the multi-inflammatory syndrome described in children exposed to SARS-
CoV-2 (MIS-C) manifests itself through coagulopathies, hypotension, arrhythmias, coronary
dilatation, and cardiac dysfunction [25].

Previous studies have reported arrhythmias and heart failure in patients with underly-
ing CHD and COVID-19 infections, showing high rates of favorable evolution [26]. In a few
cases, death was reported due to ventricular tachycardia or unknown causes [27,28]. To
our knowledge, studies have yet to show a direct link between a specific congenital heart
disease and the prognosis in the context of COVID-19 infection. Therefore, the purpose of
our paper was to illustrate the prognosis of a TAPVR patient simultaneously diagnosed
with COVID-19 infection, the potential risk factors taken into consideration in order to
establish the best course of action, and the pre- and post-operative evolution.
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3. Case Presentation

A 2-month-old male newborn was admitted for fever, diarrhea, and SARS-CoV-2
acute infection diagnosed through RT-PCR testing. After an initial positive response to
symptomatic treatment administered in the Infectious Disease department, the patient
developed respiratory distress requiring orotracheal intubation and mechanical ventilation.

At this point, the patient was referred to our cardiology clinic. He presented with
altered general status, pale skin, bilateral pulmonary rales, a grade II systolic murmur,
tachycardia, hypotension, distended abdomen with superficial collateral circulation, and
significant hepatomegaly (the inferior liver margin was situated 4 cm below the costal rim).

The ECG revealed sinus rhythm, right QRS axis deviation with aspects of right ven-
tricular hypertrophy, and ventricular repolarization abnormalities.

Echocardiography results revealed situs solitus, levocardia, normal systemic venous
circulation, dilated inferior vena cava, atrioventricular and ventriculoarterial concordance,
patent foramen ovale with right-to-left shunt; normal size and kinetics of the left ven-
tricle, a hypertrophic, dilated right ventricle with overload indices and flattening of the
interventricular septum; moderate pulmonary insufficiency, pulmonary arterial pressure
(PAP) = 49 mmHg, dilated pulmonary trunk with confluent pulmonary branches, all with
normal caliber, normal mitral and tricuspid valve morphology and function; common
origin of the right coronary artery and circumflex artery from the right coronary sinus,
venous collector that flows into the superior vena cava (SVC) and collects from three
out of the four pulmonary veins; the left inferior pulmonary vein drained between the
venous collector effusion and SVC effusion in the right atria, unobstructed aortic arch, no
pericardial effusion.

The echocardiographic findings were highly suggestive of total anomalous pulmonary
venous return, which was confirmed by thoracic computed tomography (CT).

Through thoracic CT, we found SVC with a diameter of 15 mm (Figure 1), a venous
collector with a 12 mm in diameter connected to the SVC and identified at the level of a plane
passing through the middle of the left superior pulmonary lobe (Figure 2). The venous
structure continues superiorly with the left brachiocephalic venous trunk, which was
dilated up to 12 mm (Figure 3) and inferiorly with a left pulmonary vein. The pulmonary
trunk appeared shorter, with a diameter of 6 mm, right pulmonary artery = 5.4 mm and
left pulmonary artery = 5.6 mm (Figures 4 and 5). We have identified traits of pulmonary
consolidation (Figure 6).

Children 2023, 10, x FOR PEER REVIEW 4 of 10 
 

 

 
Figure 1. Dilated SVC. 

 
Figure 2. Venous collector. 

 
Figure 3. Venous brachiocephalic trunk. 

 
Figure 4. Right pulmonary artery. 

Figure 1. Dilated SVC.



Children 2023, 10, 387 4 of 9

Children 2023, 10, x FOR PEER REVIEW 4 of 10 
 

 

 
Figure 1. Dilated SVC. 

 
Figure 2. Venous collector. 

 
Figure 3. Venous brachiocephalic trunk. 

 
Figure 4. Right pulmonary artery. 

Figure 2. Venous collector.

Children 2023, 10, x FOR PEER REVIEW 4 of 10 
 

 

 
Figure 1. Dilated SVC. 

 
Figure 2. Venous collector. 

 
Figure 3. Venous brachiocephalic trunk. 

 
Figure 4. Right pulmonary artery. 

Figure 3. Venous brachiocephalic trunk.

Children 2023, 10, x FOR PEER REVIEW 4 of 10 
 

 

 
Figure 1. Dilated SVC. 

 
Figure 2. Venous collector. 

 
Figure 3. Venous brachiocephalic trunk. 

 
Figure 4. Right pulmonary artery. Figure 4. Right pulmonary artery.



Children 2023, 10, 387 5 of 9Children 2023, 10, x FOR PEER REVIEW 5 of 10 
 

 

 
Figure 5. Left pulmonary artery. 

 
Figure 6. Pulmonary consolidation. 

Biological investigations revealed microcytic hypochromic anemia, neutrophilia, 
lymphopenia, and hypoproteinemia. The venous blood gas test (VBG) showed SvO2 val-
ues between 96–100%, consistent with TAPVR pathophysiology. 

The patient was started on inotropic support, broad spectrum antibiotic therapy, cor-
ticotherapy, and heparin for a total of 35 days, with favorable outcome. 

The patient underwent surgical repair of TAPVR 4 weeks after a negative SARS-CoV-
2 RT-PCR test. 

The surgical procedure consisted of latero-lateral anastomosis between the venous 
collector and the upper part of the left atrium, closure of the atrial septal defect by direct 
suturing, and patent ductus arteriosus ligation. The patient required erythrocyte concen-
trate and plasma transfusion during surgery. CPB (cardiopulmonary bypass) exit was per-
formed without inotropic support. The patient was extubated on the fifth postoperative 
day. Milrinone and diuretic infusion were administered for a total of 6 days after the sur-
gical procedure. 

A favorable result of the surgical correction was found on the control echocardiog-
raphy and thoracic CT. However, the patient had remnant pulmonary lesions (left inferior 
lobe atelectasis), a persistent inflammatory status, and fluctuating coagulation parameters 
that required prolonged anticoagulation therapy and multiple courses of antibiotic ther-
apy and anti-inflammatory treatment, alongside diuretics (furosemide 1 mg/kg/day and 
spironolactone 1 mg/kg.day) and captopril (0.5 mg/kg/day). Anticoagulation medication 
was administered for 30 days, and diuretics and angiotensin-converting enzyme inhibi-
tors for a period of 2 months. The long-term follow-up was based on monthly cardiologic 
evaluation in the first year after the surgery and trimestral evaluations subsequently. We 
chose this considering the significant systemic burden brought on by the previous SARS-
CoV-2 infection that resulted in pulmonary, hepatic, and renal distress before surgery. 

Figure 5. Left pulmonary artery.

Children 2023, 10, x FOR PEER REVIEW 5 of 10 
 

 

 
Figure 5. Left pulmonary artery. 

 
Figure 6. Pulmonary consolidation. 

Biological investigations revealed microcytic hypochromic anemia, neutrophilia, 
lymphopenia, and hypoproteinemia. The venous blood gas test (VBG) showed SvO2 val-
ues between 96–100%, consistent with TAPVR pathophysiology. 

The patient was started on inotropic support, broad spectrum antibiotic therapy, cor-
ticotherapy, and heparin for a total of 35 days, with favorable outcome. 

The patient underwent surgical repair of TAPVR 4 weeks after a negative SARS-CoV-
2 RT-PCR test. 

The surgical procedure consisted of latero-lateral anastomosis between the venous 
collector and the upper part of the left atrium, closure of the atrial septal defect by direct 
suturing, and patent ductus arteriosus ligation. The patient required erythrocyte concen-
trate and plasma transfusion during surgery. CPB (cardiopulmonary bypass) exit was per-
formed without inotropic support. The patient was extubated on the fifth postoperative 
day. Milrinone and diuretic infusion were administered for a total of 6 days after the sur-
gical procedure. 

A favorable result of the surgical correction was found on the control echocardiog-
raphy and thoracic CT. However, the patient had remnant pulmonary lesions (left inferior 
lobe atelectasis), a persistent inflammatory status, and fluctuating coagulation parameters 
that required prolonged anticoagulation therapy and multiple courses of antibiotic ther-
apy and anti-inflammatory treatment, alongside diuretics (furosemide 1 mg/kg/day and 
spironolactone 1 mg/kg.day) and captopril (0.5 mg/kg/day). Anticoagulation medication 
was administered for 30 days, and diuretics and angiotensin-converting enzyme inhibi-
tors for a period of 2 months. The long-term follow-up was based on monthly cardiologic 
evaluation in the first year after the surgery and trimestral evaluations subsequently. We 
chose this considering the significant systemic burden brought on by the previous SARS-
CoV-2 infection that resulted in pulmonary, hepatic, and renal distress before surgery. 

Figure 6. Pulmonary consolidation.

Biological investigations revealed microcytic hypochromic anemia, neutrophilia, lym-
phopenia, and hypoproteinemia. The venous blood gas test (VBG) showed SvO2 values
between 96–100%, consistent with TAPVR pathophysiology.

The patient was started on inotropic support, broad spectrum antibiotic therapy,
corticotherapy, and heparin for a total of 35 days, with favorable outcome.

The patient underwent surgical repair of TAPVR 4 weeks after a negative SARS-CoV-2
RT-PCR test.

The surgical procedure consisted of latero-lateral anastomosis between the venous
collector and the upper part of the left atrium, closure of the atrial septal defect by direct
suturing, and patent ductus arteriosus ligation. The patient required erythrocyte concen-
trate and plasma transfusion during surgery. CPB (cardiopulmonary bypass) exit was
performed without inotropic support. The patient was extubated on the fifth postoperative
day. Milrinone and diuretic infusion were administered for a total of 6 days after the
surgical procedure.

A favorable result of the surgical correction was found on the control echocardiogra-
phy and thoracic CT. However, the patient had remnant pulmonary lesions (left inferior
lobe atelectasis), a persistent inflammatory status, and fluctuating coagulation parameters
that required prolonged anticoagulation therapy and multiple courses of antibiotic ther-
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apy and anti-inflammatory treatment, alongside diuretics (furosemide 1 mg/kg/day and
spironolactone 1 mg/kg.day) and captopril (0.5 mg/kg/day). Anticoagulation medication
was administered for 30 days, and diuretics and angiotensin-converting enzyme inhibitors
for a period of 2 months. The long-term follow-up was based on monthly cardiologic eval-
uation in the first year after the surgery and trimestral evaluations subsequently. We chose
this considering the significant systemic burden brought on by the previous SARS-CoV-2
infection that resulted in pulmonary, hepatic, and renal distress before surgery.

4. Discussion

Totally aberrant pulmonary venous return is a cyanotic heart defect in which all four
pulmonary veins are drained into the systemic venous circulatory system, either in the right
atrium or in the tributary veins. It is identified with an incidence of 0.6–1.2 per 10,000 live
births, accounting for 0.7–1.5% of congenital heart defects [29]. Prenatal diagnosis of TAPVR
is rarely made, despite available knowledge and imaging techniques [30]. However, a
cohort study realized by Paladini and his team, in 2017, found a significant correlation of
TAPVC and other congenital heart diseases with prenatal diagnosis that was in line with
postnatal findings [31].

Postnatal diagnosis is based on the clinical picture and imaging investigations. The
symptoms can be severe and unresponsive to medical therapy, requiring surgical therapy.
Asymptomatic forms have also been identified [8,12]. In cases without pulmonary venous
obstruction, the patient has moderate cyanosis, growth delay, recurrent respiratory infec-
tions, and signs of heart failure (tachypnea, dyspnea, tachycardia, hepatomegaly) [32]. In
cases with severe pulmonary obstruction, the symptoms are very pronounced—reduced ex-
ercise tolerance, cyanosis, and more pronounced signs of heart failure. Accentuated II heart
sound and galloping rhythm can be detected. An infrequent heart murmur is perceived in
the upper left parasternal auscultation area [29]. The electrocardiogram may find right axis
deviation, signs of right ventricular hypertrophy, and tall, sharp “pulmonary“ P waves.
Chest radiography can identify moderate cardiomegaly with accentuation of the pulmonary
vascular pattern in the non-obstructive forms, or pulmonary edema and enlarged medi-
astinum without cardiomegaly in the obstructive forms. The characteristic “snowman”
appearance, especially in older infants and children, is present in the supracardiac-type
TAPVR [33,34]. Radiological changes can be confused with those of pneumonia, meconium
aspiration, or hyaline membrane disease [35].

The echocardiographic findings included diastolic overload of the right ventricle,
dilation of the pulmonary artery, and relative hypoplasia of the left heart. In the setting
of pulmonary arterial hypertension, there is marked right ventricular hypertrophy, a
flattened interventricular septum that exhibits paradoxical movement. Sometimes, due
to inadequate transthoracic windows, other imaging investigations are required, such as
contrast tomography and cardiac magnetic resonance imaging, to accurately assess the
anatomy of the pulmonary veins [36].

Cardiac catheterization can provide hemodynamic details in complex cases, or palliative
treatment, as is the case with percutaneous balloon atrial septostomy (Rashkind) for restrictive
atrial septal defect [10,37]. However, this method is not used for diagnostic purposes.

The popular surgical approach for TAPVR repair is the excision of the common wall
between the atrial septum and the coronary sinus in order to regain unobstructed blood
flow to the right side of the heart [38]. The surgical repair of TAPVR is associated with
various degrees of mortality and morbidity, depending on the presence of concurrent car-
diac anomalies [39,40]. Heterotaxy syndrome has been proved to be a strong postoperative
mortality indicator, while preoperative pulmonary venous obstruction (PPVO) greatly
influences the mortality risk in patients before surgical repair [41–43]. In cases with PPVO,
long term follow-up is warranted in order to detect postoperative obstruction lesions. Post-
operative pulmonary hypertension crisis is a complication that may occur in patients with a
body weight below 6 kg, heart failure, pulmonary disease, elevated PAP, PPVO, emergency
surgery, and prolonged aortic cross-clamping time [44–46]. Prevention mechanisms include
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avoiding trigger factors and medical therapy with milrinone 0.5 mcg/kg/min, with silde-
nafil administration as part of the prevention strategy to avoid pulmonary vasoconstriction
once milrinone treatment is stopped [18]. Other difficulties that may arise in these patients
include postoperative arrhythmias, with early third-degree atrioventricular block and sinus
node dysfunction cited as indicators of pacemaker implantation requirements in the long
term. Supraventricular tachycardia has also been cited in these patients, even long after the
surgical repairmen of the cardiac anomaly [47–49]. Low cardiac output syndrome can also
prove debilitating for postsurgical recovery, as it increases the chances of acute organ dam-
age and pulmonary infections. This is particularly worrisome considering the increasingly
higher percentages of HAI infections with multiple drug-resistant bacteria [50,51]. Special
considerations should also be paid to feeding protocols both before and after the surgical
intervention [52]. Available guidelines elaborated by the American Society for Parenteral
and Enteral Nutrition and the European Society of Paediatric and Neonatal Intensive Care
proved useful in tailoring the nutritional requirements of children in postoperative care,
with direct impact on the long-term prognosis [53].

Our patient’s postoperative evolution was burdened by the systemic impact of the
previous SARS-CoV-2 infection. The overlap between the systemic damage caused by
the COVID-19 disease, with an accentuated impact on the respiratory system, and the
cellular stress associated with the surgical intervention, resulted in prolonged postoperative
care and higher risk foofr hemodynamic and respiratory instability. As our patient had
a persistent coagulopathy, we hypothesized that thrombotic microangiopathy (TAM),
which was proved in other patients recovering from COVID-19, was the most likely cause.
However, our patient did not meet the necessary criteria for TAM and received standard
anticoagulation therapy indicated in patients recovering from cardiac surgery.

5. Conclusions

Our patient required urgent medical therapy and early surgical management, despite
an initial asymptomatic status. The severe SARS-CoV-2 infection brought on both cardiac
and respiratory failure, further complicating survival chances both before and after surgical
repair. Our patient had no documented PPVO; however, the pulmonary strain was highly
influenced by the respiratory infection, which also had a systemic impact, leading to a
severe hypercoagulable state and hepato-renal decompensation. These aspects prolonged
the time-before-surgery, adding insult to injury in a patient with no other anomalies other
than a non-obstructive TAPVR. Emergency surgery was required in order to increase
survival chances and the postoperative management of pulmonary hypertension and low
cardiac output was successfully performed, proving that established protocols and the
early detection of TAPVR are paramount in saving these children.
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venous drainage in a 5.5-month-old infant. J. Ultrason. 2019, 19, 75. [CrossRef]
7. Kao, C.C.; Hsieh, C.C.; Cheng, P.J.; Chiang, C.H.; Huang, S.Y. Total Anomalous Pulmonary Venous Connection: From Embryology

to a Prenatal Ultrasound Diagnostic Update. J. Med. Ultrasound 2017, 25, 130. [CrossRef]
8. Park, M.K.; Salamat, M. Park’s Pediatric Cardiology for Practitioners, 7th ed.; Elsevier Health Sciences: Philadelphia, PA, USA, 2021.
9. Nashat, H.; Montanaro, C.; Li, W.; Kempny, A.; Wort, S.J.; Dimopoulos, K.; Gatzoulis, M.A.; Babu-Narayan, S.V. Atrial septal

defects and pulmonary arterial hypertension. J. Thorac. Dis. 2018, 10, S2953. [CrossRef]
10. Torres, A.J. Hemodynamic assessment of atrial septal defects. J. Thorac. Dis. 2018, 10, S2882. [CrossRef]
11. Marty, M.; Kerndt, C.C.; Lui, F. Embryology, Fetal Circulation; StatPearls: Treasure Island, FL, USA, 2022.
12. Luca, A.C.; Iordache, N.C. Tratat de Terapie Intensivă Pediatrică, 1st ed.; Editura Medicală: Bucuresti, Romania, 2016.
13. Al-Mutairi, M.; Aselan, A.; Al-Muhaya, M.; Abo-Haded, H. Obstructed infracardiac total anomalous pulmonary venous

connection: The challenge of palliative stenting for the stenotic vertical vein. Pediatr. Investig. 2020, 4, 141. [CrossRef]
14. Patel, P.M.; Rotta, A.T.; Brown, J.W. Partial and total anomalous pulmonary venous connections and associated defects. Pediatr.

Congenit. Cardiol. Card. Surg. Intensive Care 2014, 1885–1904. [CrossRef]
15. Photiadis, J.; Sinzobahamvya, N.; Fink, C.; Schneider, M.; Schindler, E.; Brecher, A.M.; Urban, A.E.; Asfour, B. Optimal pulmonary

to systemic blood flow ratio for best hemodynamic status and outcome early after Norwood operation. Eur. J. Cardio-Thorac. Surg.
2006, 29, 551–556. [CrossRef]

16. Seller, N.; Yoo, S.J.; Grant, B.; Grosse-Wortmann, L. How many versus how much: Comprehensive haemodynamic evaluation of
partial anomalous pulmonary venous connection by cardiac MRI. Eur. Radiol. 2018, 28, 4598–4606. [CrossRef]

17. Lim, T.B.; Foo, S.Y.R.; Chen, C.K. The role of epigenetics in congenital heart disease. Genes 2021, 12, 390. [CrossRef]
18. Gokanapudy, L.R.; Remy, K.E.; Karuppiah, S.; Humala, E.V.M.; Abdullah, I.; Ruppe, M.D.; Schechter, W.S.; Michler, R.; Tobias, J.D.

Successful surgical repair and perioperative management of 6-month-old with total anomalous pulmonary venous return in a
developing country: Considerations for the treatment of pulmonary hypertension. Cardiol. Res. 2018, 9, 53. [CrossRef]

19. Chakraborty, R.K.; Burns, B. Systemic Inflammatory Response Syndrome; StatPearls: Treasure Island, FL, USA, 2022.
20. McMurray, J.C.; May, J.W.; Cunningham, M.W.; Jones, O.Y. Multisystem Inflammatory Syndrome in Children (MIS-C), a Post-viral

Myocarditis and Systemic Vasculitis—A Critical Review of Its Pathogenesis and Treatment. Front. Pediatr. 2020, 8, 871. [CrossRef]
21. Perrone, S.; LastNameCannavò, L.; Manti, S.; Rullo, I.; Buonocore, G.; Maria, S.; Esposito, R.; Gitto, E. Pediatric Multisystem

Syndrome Associated with SARS-CoV-2 (MIS-C): The Interplay of Oxidative Stress and Inflammation. Int. J. Mol. Sci. 2022, 23,
12836. [CrossRef]

22. Alhogbani, T. Acute myocarditis associated with novel Middle East respiratory syndrome coronavirus. Ann. Saudi Med. 2016, 36,
78. [CrossRef]

23. Basu-Ray, I.; Almaddah, N.K.; Adeboye, A.; Soos, M.P. Cardiac Manifestations Of Coronavirus (COVID-19); StatPearls: Treasure
Island, FL, USA, 2022.

24. Magadum, A.; Kishore, R. Cardiovascular Manifestations of COVID-19 Infection. Cells 2020, 9, 2508. [CrossRef]
25. Wu, E.Y.; Campbell, M.J. Cardiac Manifestations of Multisystem Inflammatory Syndrome in Children (MIS-C) Following

COVID-19. Curr. Cardiol. Rep. 2021, 23, 3. [CrossRef]
26. Jone, P.-N.; John, A.; Oster, M.E.; Allen, K.; Tremoulet, A.H.; Saarel, E.V.; Lambert, L.M.; Miyamoto, S.D.; de Ferranti, S.D.; on

behalf of the American Heart Association Leadership Committee and Congenital Cardiac Defects Committee of the Council on
Lifelong Congenital Heart Disease and Heart Health in the Young; et al. SARS-CoV-2 Infection and Associated Cardiovascular
Manifestations and Complications in Children and Young Adults: A Scientific Statement from the American Heart Association.
Circulation 2022, 145, E1037–E1052. [CrossRef]

27. Soleimani, A.; Soleimani, Z. Presentation and Outcome of Congenital Heart Disease During COVID-19 Pandemic: A Review.
Curr. Probl. Cardiol. 2022, 47, 100905. [CrossRef]

28. Rodriguez-Gonzalez, M.; Castellano-Martinez, A.; Cascales-Poyatos, H.M.; Perez-Reviriego, A.A. Cardiovascular impact of
COVID-19 with a focus on children: A systematic review. World J. Clin. Cases 2020, 8, 5250. [CrossRef]

29. Toganel, R. Abordarea Diagnostica si Terapeutica a Afectiunilor Cardiace Congenitale la Copil, 2nd ed.; University Press: Targu Mures,
Romania, 2021.

30. Bravo-Valenzuela, N.J.M.; Peixoto, A.B.; Araujo Júnior, E. Prenatal diagnosis of total anomalous pulmonary venous connection:
2D and 3D echocardiographic findings. J. Clin. Ultrasound 2021, 49, 240–247. [CrossRef]

http://doi.org/10.14503/THIJ-20-7393
http://doi.org/10.4103/2045-8932.97637
http://doi.org/10.1186/s40949-017-0008-4
http://doi.org/10.15557/JoU.2019.0012
http://doi.org/10.1016/j.jmu.2017.08.002
http://doi.org/10.21037/jtd.2018.08.92
http://doi.org/10.21037/jtd.2018.02.17
http://doi.org/10.1002/ped4.12204
http://doi.org/10.1007/978-1-4471-4619-3_43/COVER
http://doi.org/10.1016/j.ejcts.2005.12.043
http://doi.org/10.1007/s00330-018-5428-9
http://doi.org/10.3390/genes12030390
http://doi.org/10.14740/cr651w
http://doi.org/10.3389/fped.2020.626182
http://doi.org/10.3390/ijms232112836
http://doi.org/10.5144/0256-4947.2016.78
http://doi.org/10.3390/cells9112508
http://doi.org/10.1007/s11886-021-01602-3
http://doi.org/10.1161/CIR.0000000000001064
http://doi.org/10.1016/j.cpcardiol.2021.100905
http://doi.org/10.12998/wjcc.v8.i21.5250
http://doi.org/10.1002/jcu.22973


Children 2023, 10, 387 9 of 9

31. Paladini, D.; Pistorio, A.; Wu, L.H.; Meccariello, G.; Lei, T.; Tuo, G.; Donarini, G.; Marasini, M.; Xie, H.N. Prenatal diagnosis
of total and partial anomalous pulmonary venous connection: Multicenter cohort study and meta-analysis. Ultrasound Obstet.
Gynecol. 2018, 52, 24–34. [CrossRef]

32. Samyn, M.M.; Plymale, J.M.; Cousineau, A.J.; Tweddell, J.S. Case Report: TAPVR in a kindergartner presenting with fatigue. BMJ
Case Rep. 2014, 2014, bcr2014206231. [CrossRef]

33. Aluja Jaramillo, F.; Hernandez, C.; Garzón, J.P.; Sánchez Herrera, A.P.; Velasco Morales, M.L. Infracardiac type total anomalous
pulmonary venous return with obstruction and dilatation of portal vein. Radiol. Case Rep. 2017, 12, 229. [CrossRef]

34. Yun, S.W. Congenital heart disease in the newborn requiring early intervention. Korean J. Pediatr. 2011, 54, 183–191. [CrossRef]
35. Moller, J.H. Pediatric Cardiovascular Medicine, 2nd ed.; Wiley Blackwell: Chichester, UK, 2012.
36. Kuchynka, P.; Podzimkova, J.; Masek, M.; Lambert, L.; Cerny, V.; Danek, B.; Palecek, T. The Role of Magnetic Resonance Imaging

and Cardiac Computed Tomography in the Assessment of Left Atrial Anatomy, Size, and Function. Biomed Res. Int. 2015,
2015, 247865. [CrossRef]

37. Wagdy, R. The role of diagnostic cardiac catheterization for children with congenital heart diseases: Local experience. Arch. Med.
Sci. Atheroscler. Dis. 2018, 3, e72. [CrossRef]

38. Gupta, A.; Mishra, A.; Shrivastava, Y. Repair of intracardiac total anomalous pulmonary venous return. Multimed. Man.
Cardiothorac. Surg. MMCTS 2021, 2021. [CrossRef]

39. Kelle, A.M.; Backer, C.L.; Gossett, J.G.; Kaushal, S.; Mavroudis, C. Total anomalous pulmonary venous connection: Results of
surgical repair of 100 patients at a single institution. J. Thorac. Cardiovasc. Surg. 2010, 139, 1387–1394. [CrossRef]

40. Xiang, Y.; Cheng, G.; Jin, K.; Zhang, X.; Yang, Y. Computed tomography findings and preoperative risk factors for mortality of
total anomalous pulmonary venous connection. Int. J. Cardiovasc. Imaging 2018, 34, 1969. [CrossRef]

41. Domadia, S.; Kumar, S.R.; Votava-Smith, J.K.; Pruetz, J.D. Neonatal Outcomes in Total Anomalous Pulmonary Venous Return:
The Role of Prenatal Diagnosis and Pulmonary Venous Obstruction. Pediatr. Cardiol. 2018, 39, 1346–1354. [CrossRef]

42. Zhang, H.; Shi, G.; Chen, H. Risk factors for postoperative pulmonary venous obstruction after surgical repair of total anomalous
pulmonary venous connection: A systemic review and meta-analysis. Interact. Cardiovasc. Thorac. Surg. 2022, 35, ivac162.
[CrossRef]

43. Ji, E.; Qiu, H.; Liu, X.; Xie, W.; Liufu, R.; Liu, T.; Chen, J.; Wen, S.; Li, X.; Cen, J.; et al. The Outcomes of Total Anomalous Pulmonary
Venous Connection in Neonates–10-Year Experience at a Single Center. Front. Cardiovasc. Med. 2021, 8, 1686. [CrossRef]

44. Hung, D.Q.; Huy, D.X.; Vo, H.L.; Hien, N.S. Factors Associated with Early Postoperative Results of Total Anomalous Pulmonary
Venous Connection Repair: Findings from Retrospective Single-Institution Data in Vietnam. Integr. Blood Press. Control 2021,
14, 77. [CrossRef] [PubMed]

45. Jain, S.; Bachani, N.; Pinto, R.; Dalvi, B. Dual pathology causing severe pulmonary hypertension following surgical repair of total
anomalous pulmonary venous connection: Successful outcome following serial transcatheter interventions. Ann. Pediatr. Cardiol.
2018, 11, 79–82. [CrossRef]

46. Lee, Y.; Cho, J.Y.; Kwon, O.Y.; Jang, W.S. Outcomes of Surgery for Total Anomalous Pulmonary Venous Return without Total
Circulatory Arrest. Korean J. Thorac. Cardiovasc. Surg. 2016, 49, 337–343. [CrossRef]

47. Luca, A.C.; Curpan, A.S.; Miron, I.; Horhota, E.O.; Iordache, A.C. Paroxysmal Supraventricular Tachycardia in Wolff-Parkinson-
White Syndrome in a Newborn-Case Report and Mini-Review. Medicina 2020, 56, 588. [CrossRef]

48. Touray, M.; Ladouceur, M.; Bouchardy, J.; Schwerzmann, M.; Greutmann, M.; Tobler, D.; Engel, R.; Gabriel, H.; Pruvot, E.; Blanche,
C.; et al. Arrhythmic Burden of Adult Survivors with Repaired Total Anomalous Pulmonary Venous Connection. CJC Pediatr.
Congenit. Heart Dis. 2022, 1, 263–269. [CrossRef]

49. Saxena, A.; Fong, L.V.; Lamb, R.K.; Monro, J.L.; Shore, D.F.; Keeton, B.R. Cardiac arrhythmias after surgical correction of total
anomalous pulmonary venous connection: Late follow-up. Pediatr. Cardiol. 1991, 12, 89–91. [CrossRef]

50. Duceac, L.D.; Tarca, E.; Ciuhodaru, M.I.; Tantu, M.M.; Goroftei, R.E.B.; Banu, E.A.; Damir, D.; Glod, M.; Luca, A.C. Study on the
mechanism of antibiotic resistance. Rev. Chim. 2019, 70, 199–201. [CrossRef]

51. Song, B.; Dang, H.; Dong, R. Analysis of risk factors of low cardiac output syndrome after congenital heart disease operation:
What can we do. J. Cardiothorac. Surg. 2021, 16, 135. [CrossRef] [PubMed]
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