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ABSTRACT

Pediatric and congenital heart disease (PCHD) affects millions of children worldwide, including over one million
babies born with congenital heart disease (CHD) each year and 300,000 children dying from rheumatic heart dis-
ease (RHD) yearly. Although the vast majority of children born with CHD in high-income countries now reach
adulthood and RHD is nearly eradicated in these countries, most of the world cannot access the necessary care to
prevent or mitigate PCHD. In low- and middle-income countries, over 90% of children with PCHD cannot
receive the care they need, as over 100 countries and territories lack local cardiac surgical capacity. The unmet
needs for PCHD are large, albeit still poorly quantified, resulting in a considerable socioeconomic impact at
the individual and societal levels. This review highlights the extensive opportunities to improve access to and scale
PCHD care by strengthening research, clinical care delivery, capacity-building, advocacy, health policy, and finan-
cing. We discuss global disparities in access to congenital heart surgery, the socioeconomic impact of untreated
PCHD, and propose strategies for scaling pediatric and congenital cardiac care. Our recommendations focus on
enhancing research and data collection, expanding training programs, improving healthcare infrastructure, advo-
cating for policy changes, leveraging technological innovations, fostering international collaborations, and devel-
oping comprehensive care models.
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HIC High-income country
HLHS Hypoplastic left heart syndrome
HR Hazard ratio
ICU Intensive care unit
IQIC International Quality Improvement Collaborative
LMIC Low- and middle-income country
PCHD Pediatric and congenital heart disease
QALY Quality-adjusted life year
RACHS Risk adjustment for congenital heart surgery
RHD Rheumatic heart disease
UI Uncertainty interval
UMIC Upper-middle-income country
VSD Ventricular septal defect
YLD Years lost to disability

1 Background

Pediatric and congenital heart disease (PCHD) affects tens of millions of children worldwide [1]. Every
year, over one million children are born with congenital heart disease (CHD), presenting a range of
conditions from minor defects that resolve spontaneously to major forms requiring immediate life-saving
surgery [2]. It is estimated that one-quarter to one-third of CHD is critical, requiring surgical or
interventional care within the first year of life, whereas up to 49% of CHD cases require procedural care
at least once in a lifetime [3]. Rheumatic heart disease (RHD) typically manifests in childhood, with
clinical presentations often occurring in adolescence or early adulthood, leading to valve dysfunction and,
ultimately, heart failure that requires timely surgical intervention. However, the exact needs and rates of
surgery for PCHD are poorly defined.

Access to pediatric and congenital heart surgery (CHS) varies significantly across the globe. In high-
income countries (HICs), advances in detection, referrals, and surgical and perioperative care have
resulted in over 95% of children born with CHD surviving into adulthood, whereas RHD is nearly
eradicated outside marginalized populations and indigenous peoples [1]. In contrast, low- and middle-
income countries (LMICs) face substantial challenges in providing adequate care for children with
PCHD. In these regions, 93% of children with CHD cannot access the care they need, and less than one
in ten individuals with RHD requiring cardiac surgery will undergo the necessary procedures [4].

The vast majority of children born with CHD in LMICs are unable to receive essential care due to
limited local cardiac surgery capacity, with over 100 countries and territories lacking sufficient resources
[1]. This unmet need for PCHD care results in significant socioeconomic impacts at both the individual
and societal levels. Untreated PCHD leads to high infant mortality rates and considerable years lost to
disability [5,6]. There are significant disparities in CHS expertise worldwide, a situation which is
exacerbated by regional variations in CHD prevalence, with the highest rates seen in Asia and the lowest
overall rates in Africa, partly due to underdiagnosis in certain areas [7,8].

Addressing the global burden of PCHD requires a multifaceted approach that encompasses research,
capacity-building, organization of care, policy, and financing. Improved data collection and research
efforts are crucial for understanding the true extent of PCHD needs and guiding policy development.
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2 Pediatric and Congenital Heart Surgery Needs

2.1 Congenital Heart Disease
Globally, CHD has a prevalence of over 1780 per 100,000 births and is one of the top ten leading causes

of death in infancy [5]. Over 90% of patients with CHD in LMICs either cannot receive care or experience
suboptimal care [1]. This lack of access results in nearly 200,000 preventable pediatric deaths from CHD
each year, with over 90% of this mortality considered excess [6]. Surgery or interventional care is the
definitive treatment for CHD; however, there are significant geographic disparities in surgical expertise
and resources worldwide. The number of pediatric cardiac surgeons per million pediatric population
varies from 0.08 in sub-Saharan Africa to 2.08 in North America [7]. This disparity highlights the
profound global inequity in accessing safe, affordable, and timely pediatric cardiac care. Regional
variation in CHD prevalence further complicates this issue [8].

Socioeconomic factors play a significant role in the accessibility and outcome of CHD [1]. Children in
LMICs are disproportionately affected by CHD due to limited healthcare infrastructure, insufficient
resources, and a lack of trained healthcare professionals. A meta-analysis of 260 international studies
from 1970 to 2017 showed an increasing prevalence of mild lesions, such as ventricular septal defect
(VSD), atrial septal defect (ASD), and patent ductus arteriosus, likely owing to early and improved
postnatal detection. Conversely, the decrease in lesions with left ventricular outflow tract obstruction,
such as hypoplastic left heart syndrome (HLHS), can be explained by higher rates of prenatal diagnosis
resulting in pregnancy termination in high-income countries; in LMICs, the general absence of prenatal
diagnosis results in children born with HLHS but dying during infancy. Of the CHD subtypes, ASD and
VSD account for the majority of cases, with a global prevalence rate of over 470 per 100,000 infants
(Fig. 1) and is responsible for over 75% of pediatric CHD-related mortality [5]. In 2017, the global
mortality from CHD for patients under 19 years of age was estimated to be 235,239 deaths, of which the
most vulnerable patient population was less than one year of age and from LMICs (Fig. 2).

Figure 1: Global congenital heart disease (CHD) prevalence rate by subtype and patient age in 2017. Graph
constructed using data from Zimmerman et al. [5]
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Patients living with untreated CHD experience significant years lost from disability (YLD). In 2017, the
total YLD due to CHD was estimated to be 589,479, comparable to that of attention-deficit/hyperactivity
disorder, lower respiratory infections, and neonatal jaundice [5]. The YLD per 100,000 individuals was
7 in high sociodemographic index countries compared to 14 in low sociodemographic index countries.
Infants in Western, Central, and Eastern sub-Saharan Africa, Central and Southeast Asia, and some
provinces of China and India experience the highest YLD, estimated at 50–55 for 100,000 population.

2.2 Rheumatic Heart Disease
Unlike CHD, RHD is a disease process originating in childhood with clinical manifestations that tend to

occur in early adulthood. RHD disproportionately affects patients between 20–49 years of age and carries a
high morbidity burden. Although mortality from RHD is decreasing, the global prevalence of RHD was
estimated to be 33.4 million in 2015, with a cumulative YLD of 10.5 million [9]. Regions where RHD is
considered endemic, such as Oceania, South Asia, and Central sub-Saharan Africa face particularly high
burdens with RHD mortality of at least 0.15 deaths per 100,000 population among children five to nine
years of age. The REMEDY (Global Rheumatic Heart Disease Registry) study of 3343 patients from
14 LMICs found 16.9% mortality over a two-year follow-up, with a median age of 28.7 years among
non-survivors [10]. Patients from low- and lower-middle-income countries had significantly higher age-
and sex-adjusted mortality than patients from upper-middle-income countries (UMICs), reflecting
disparities in accessing surgical care. A recent prospective study of 13,696 adult patients in 24 RHD-
endemic LMICs reported a mortality rate of 15% over a 3.2-year follow-up period, with 67.5% of deaths
presumed to be cardiac-related [11]. Only 4.4% of patients underwent surgical intervention during the

Figure 2: Number of congenital heart disease deaths by countries’ sociodemographic index and age in 2017.
The sociodemographic index encompasses the composite of normalized values of a location’s income per
capita, the average years of schooling in the population of 15 years and over, and the total fertility rate
under 25 years, for which countries and territories are subsequently grouped into five quintiles. Graph
constructed using data from Zimmerman et al. [5]
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study period, despite evidence showing that corrective valve surgery and valvuloplasty were associated with
significantly lower mortality after adjusting for patient-level factors. The considerable survival benefit of
valve interventions for RHD is evident, yet the volume of cases continues to outpace surgical capacity,
particularly in LMICs.

Tackling the silent epidemic of RHD begins with early detection. Outreach programs in New Caledonia
[12] and Fiji [13] have demonstrated that focused cardiac ultrasound screening for early RHD in school-aged
children can be performed accurately by trained nursing staff. A randomized study in Nepal showed the
benefit of coupling surveillance with secondary prevention [14]. Children who underwent
echocardiographic screening and received antibiotic prophylaxis if imaging suggestive latent RHD had
significantly reduced odds of developing RHD at a median follow-up of 4.3 years. Early detection and
systematic community screening combined with secondary antibiotic prophylaxis can circumvent the
need for operative management altogether, presenting a potential strategy to address the unmet needs of
RHD.

3 Pediatric and Congenital Heart Surgery Volumes Worldwide

The global landscape of pediatric heart surgery is marked by significant disparities in surgical volumes.
The Lancet Commission on Global Surgery recommends at least 5000 annual surgical procedures per
100,000 population for all types of surgical conditions, but it does not specify by condition or
subspecialty [15]. Meanwhile, the World Health Organization sets a target of 400 cardiac surgeries per
million population per year, which the Pan-African Society for Cardiothoracic Surgery reduced to 40 per
million due to capacity constraints [16].

In HICs, the average annual CHS volume is approximately 7.9 per 100,000 population, though it varies
significantly from 1.2 in the United Kingdom to 18.2 in Singapore [17]. The stark contrast between HICs and
LMICs in CHS volumes underscores the global inequity in healthcare access. In HICs, surgical volumes
align closely with the demand for CHS, enabled by adequate resources, funding, and trained personnel.
For example, CHS constitutes 6.4% (123.2 procedures per 100,000) of all cardiac surgeries in HICs.
Conversely, in LMICs, data are scarce, but target volumes are adjusted to relative PCHD burdens,
estimated at 13.0 procedures per 100,000 population and representing 23.6% (55.1 procedures per
100,000) of the overall cardiac surgical volume [17]. However, actual CHS volumes in LMICs are often
far below these targets due to resource limitations and workforce constraints. A study of 37 institutions in
17 LMICs found a median CHS volume of 361 procedures annually, despite an estimated 312–
32,285 children born with moderate to severe PCHD per country each year [18]. Approximately 37% of
those institutions achieved less than half of their target volumes [18]. This discrepancy reflects broader
limitations in healthcare infrastructure, including limited operating room availability, insufficient intensive
care unit (ICU) beds, and ongoing workforce shortages [19].

3.1 Surgical Coverage, Procedural Complexity, and Resource Constraints
There is a clear relationship between national income and surgical volumes. In South America, HICs,

specifically Chile and Uruguay, have the lowest poverty rates and the highest percentage of national
surgical coverage [20]. In these countries, 80%–90% of children with PCHD received surgery, compared
to less than 20% in UMICs like Ecuador and Paraguay [20]. Chile and Uruguay also reported 76 CHS
cases per million population, achieving volumes closest to the HIC target of 79 cases per million and
significantly exceeding the continental average of 44 cases per million.

PCHD complexity, quantified by the Risk Adjustment for Congenital Heart Surgery score (RACHS),
represents another crucial determinant of CHS volumes and prognoses. In LMICs, there is often a greater
prioritization and feasibility of less complex procedures, with only 30% of CHS in the International
Quality Improvement Collaborative (IQIC) registry involving complex cases (RACHS score 3–6) [21].

CHD, 2024, vol.19, no.5 503



Treatment of HLHS exemplifies a resource-intensive situation that is often underreported in LMICs due to
the high demands of its management. It requires comprehensive diagnostic work-ups, hybrid surgical
techniques, multiple staged procedures, and prolonged ICU stays, costing, on average, almost double that
of other complex congenital heart procedures [22,23]. Consequently, the true incidence of HLHS is often
underreported in LMICs, making accurate volume targets difficult to estimate and discern. The IQIC
registry reported that 1%–16% of institutional CHS volumes and 2543 total operations from 2010–
2014 involved single ventricle palliation, made up mainly of stage 1 Norwood palliation (5%, 127), the
Glenn procedure (53%, 1358), and Fontan completion (27%, 687) [21]. These constraints in access to
more complex procedures are also applicable to surgery for RHD. For instance, rheumatic mitral valve
repair has superior outcomes and comparable freedom from re-operation as valve replacement [24,25],
but the added complexity of reparative technique (such as artificial chordal implantation) requires highly
experienced surgical teams which are often lacking in LMICs. Consequently, many patients end up
receiving valve replacements, despite the higher risks and significant concerns related to anticoagulation
compliance, which are more pronounced in LMICs [25,26].

3.2 Timing of Detection and Intervention
The timing of detection and intervention has significant impact on outcomes. Procedures such as the

Glenn and Fontan are performed later in LMICs than in HICs, presumably due to delays in work-ups,
referrals and the long-distance transport of patients to capable centers [22]. Specifically, while the Glenn
procedure is typically performed between 4–6 months in HICs, 57% of Glenn procedures in LMICs are
performed beyond 12 months [21,23]. These delays promote disease progression, resulting in patients
being more susceptible to adverse perioperative outcomes or succumbing to the natural history of disease.
Thus, while CHS volumes and procedural breakdowns are necessary to establish precise and informed
targets, they are often shaped by the availability of resources rather than adherence to evidence-based
standards of care.

4 Socioeconomic Impact of Treating Pediatric and Congenital Heart Disease

CHD is a leading cause of infant and childhood mortality in LMICs, with up to 200,000–
250,000 neonatal and infant deaths each year attributed to the lack of early intervention [6,27].
Addressing the unmet surgical needs through capacity-building and improved healthcare infrastructure
can have profound socioeconomic benefits, reducing preventable mortality and morbidity, and promoting
long-term economic growth. Regions such as North Africa and the Middle East, which showed the
largest burden of surgically avertable disability-adjusted life years (DALY) for PCHD, particularly stand
to benefit [28]. Surgical care was previously a neglected priority in global health efforts, in part due to
the resource intensity of surgery [29]. However, there has been a paradigm shift in the last decade upon
recognizing the comparable cost-effectiveness of basic surgical interventions to that of oral rehydration,
breastfeeding promotion, and antiretroviral therapy [30]. Surgery for CHD is now acknowledged as an
“essential pediatric surgical procedure,” based on the criteria of health burden, rate of surgical success,
and cost-effectiveness, joining the same category as inguinal hernia repair, trichiasis surgery, cleft lip and
palate repair, circumcision, and orthopedic procedures [31]. Although society’s investment in pediatric
care is arguably also driven by pathos and the higher value placed on the statistical life of a child [32],
the long-term economic benefits of CHS should not be overlooked. An international, multicenter analysis
of children undergoing CHS in LMICs through humanitarian assistance trips demonstrated an operative
survival of 92% and cost-effectiveness of $171 per DALY averted [27]. For each survivor, 39.9 DALY
were averted and 3.5 years of schooling and $159,533 in gross national income per capital were gained
during the patient’s extended lifetime. If these benefits are achievable through temporary external CHS
expertise, the socioeconomic impacts would likely be greater and more sustainable by developing local
CHS capacity. Establishing domestic surgical infrastructure and competencies would also eliminate the
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annual healthcare expenditure of sending patients from LMICs abroad for cardiac surgical care. Although
time and philanthropic support are needed for autonomous, financially independent cardiac surgical
programs to become established in lower-resource settings, excellent clinical outcomes can eventually be
achieved, comparable to those of established centers in HICs [33].

Unlike CHS, the cost-effectiveness of managing RHD in many LMICs lies primarily in prevention
rather than surgery, as RHD is inherently preventable [34,35]. However, given the extensive burden of
RHD, and the fact that primary and secondary prevention measures are often undertaken too late or not at
all, scaling up tertiary care is both critical and economically appropriate [36]. A strategic and feasible
scale-up of RHD prevention and management in the African Union is predicted to prevent 74,000 deaths
from 2021 to 2030, achieving a 30.7% deduction in age-standardized RHD mortality by 2030 [36]. The
2030 estimated benefit-cost ratio for primary prevention scale-up was low for primary prophylaxis alone
(0.2 [95% uncertainty interval <0.1–0.4]), compared to integrated secondary and tertiary care (4.7 [2.9–
6.3]). This indicates that investing in cardiac surgical care offers a significant return on investment.
Among the surgical techniques, a cost-utility analysis from India found repair ($2530, 9.7 quality-
adjusted life years [QALY] gained) to be less expensive and more effective than mechanical mitral valve
replacement ($3220, 6.2 QALYs) or the standard of care ($2990, 8.7 QALYs), which involves both repair
and replacement [37]. Bioprosthetic valve replacement ($3190, 10.1 QALYs) was borderline cost-
effective depending on the country’s per-capita gross domestic product. Optimizing the cost-benefit
balance of RHD management depends on a comprehensive public health approach, with tertiary surgical
intervention playing a crucial role.

5 Scaling Pediatric and Congenital Cardiac Care

Although the global gaps in pediatric and congenital cardiac care are significant, numerous opportunities
exist to improve access to care for individuals living with PCHD. These opportunities can be broadly
categorized into research, capacity-building, organization of care, and policy and financing areas (Fig. 3).

5.1 Research and Data
“One cannot manage what one does not measure,” illustrating the critical interrelationship between

clinical practice, research, and policy. Monitoring and evaluating process measures (e.g., surgical volumes
and healthcare utilization) and quality (e.g., perioperative outcomes and readmissions) provide insights
into the strength and growth of programs compared to their past performance and peers. Developing
databases to track the prevalence, cases, and outcomes with longitudinal follow-up is essential. For
instance, the IQIC, launched in 2008, collects CHS and interventional cardiology outcomes from over

Figure 3: Opportunities in scaling pediatric and congenital cardiac care
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70 hospitals in more than 25 LMICs. This effort could be expanded to other existing and emerging centers
worldwide and should be supported by the relevant professional societies and governments. Similarly,
countries should ensure consistent data collection of workforce numbers, procedural volume, and
longitudinal health outcomes, among other data [17]. Data collection, tracking, and analysis are critical in
introducing and scaling pediatric cardiac programs globally, ranging from initial site and baseline
assessments to evaluate programmatic feasibility, to the gradual growth of programs in terms of capacity,
procedural complexity, and iterative quality improvement.

Expert consensus recommendations and guidelines should be developed contextually rather than relying
solely on institutional practices or guidelines from North America or Europe. Data-driven needs assessments
provide insights into the current capacities of countries. For example, a cardiac surgery needs assessment tool
has been developed and piloted in Namibia, Uganda, and Zambia [38], and later adapted for Ethiopia [39].
These findings can assist with policy development and prioritization at national and international levels [40].
Lastly, research requires the necessary expertise and support, including time and resources. Institutions and
governments should recognize the return on investment associated with enabling healthcare professionals
and researchers to conduct high-quality research [41].

5.2 Capacity-Building
Scaling the PCHD workforce will require considerable time and resources due to the lengthy and

complex training involved. The current number of training programs in CHS worldwide is poorly defined
but is small and primarily located in HICs and UMICs. For instance, in the United States and Canada,
there are only 15 and 4 fellowship programs for CHS, respectively [42]. Expanding these programs
across countries is essential not only to increase the number of pediatric cardiac surgeons globally but
also to attract and retain expertise, thereby reducing international brain drain. Similar needs exist among
all pediatric heart team members, including cardiologists, anesthesiologists, intensivists, pediatricians,
nurses, and others.

Efforts to support surgeons in expanding and maintaining their skill sets are equally important. Cardiac
surgeons in LMICs report poor availability of continuing medical education [43]. Facilitating short-term
training abroad (e.g., mini-fellowships) or domestically (e.g., visiting teams, simulation training, online
training) should be better prioritized. For international training, structured programs, financial support,
and reduced administrative barriers are essential. Initiatives like the Hands-On Surgical Training (HOST)
workshop hosted by the Hospital for Sick Children in Toronto, Canada, allow surgeons to learn and
practice CHS on 3D-printed or silicone models, with pilot experiences in Brazil, China, Ecuador,
Thailand, and Vietnam. Furthermore, online, open-access educational platforms can enable entire teams to
benefit from remote continuing medical education. For example, Heart University is dedicated to (mostly
non-surgical) PCHD care, while SURGhub, established by the Global Surgery Foundation and the United
Nations Institute for Training and Research, offers surgical and anesthesia courses and resources [1]. The
World University for Pediatric and Congenital Heart Surgery, a collaboration of several professional
societal organizations, runs monthly curriculum webinars focusing on PCHD, promoting access to
education of surgeons and allied professionals involved in the care of these patients. The growth of
virtual reality and the advent of freely accessible artificial intelligence applications present additional
opportunities for remote training in the near future.

In addition to the pediatric cardiac surgical workforce, efforts must prioritize the concurrent capacity-
building of other members of pediatric heart teams, including pediatric cardiologists and dedicated
pediatric cardiac anesthesiologists and intensivists. This ensures that patients are appropriately
triaged, managed interventionally or surgically as appropriate, and receive optimal post-procedural and
follow-up care.
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5.3 Organization of Care
Although specialty care is typically limited to tertiary and quaternary hospitals (i.e., children’s

hospitals), the care for individuals with PCHD inherently involves the entire health system. Initially,
PCHD care in LMICs tends to follow a regionalized model due to resource constraints [44]. This model
may be modified by establishing comprehensive care centers vs. essential care centers, as seen in HICs
[45]. In Europe, regionalization of CHS largely developed organically within publicly funded health
systems. Recent experiences, such as Sweden’s shift to regionalization, have demonstrated increased
healthcare savings and improved outcomes. In contrast, the United States has nearly three times as many
congenital cardiac programs as necessary, leading to significant variation in volumes, charges, and
outcomes, with minimal benefit in geographical access for patients [46–48]. Deliberate regionalization
models, such as those in South Korea and Mexico, have shown feasibility and success when contextually
adopted [44]. Regardless of the form of regionalization, PCHD care in any country should include
multidisciplinary care with considerations for neurodevelopmental, exercise, and reproductive health, as
well as appropriate transition to adult care [49]. It is crucial to recognize the lifelong care needs of
individuals with PCHD, as many procedures, even those touted as cures, are essentially palliative and
several are not amenable to surgical or interventional therapy. Individuals with PCHD often have a higher
prevalence of comorbidities, procedural needs, neurodevelopmental delay, and poor mental health
compared to individuals without PCHD [1].

5.4 Policy & Financing
Research and clinical experiences ultimately influence policy and healthcare financing through

advocacy, which can be considered as evidence-based messaging. Advocacy begins at the grassroots level
and is generally driven by clinicians (e.g., surgeon-advocates), patients and families (e.g., organized
patient-family groups), and civil society (e.g., non-governmental organizations) [50]. Advocacy is
particularly impactful when it relies on contextual evidence and experiences and is directed toward the
appropriate policymakers, politicians, and government agencies. Therefore, healthcare professionals
specializing in PCHD play a critical role in engaging with policy developments and processes. Such
engagement can occur through personal involvement, including lobbying and running for office, or
through indirect involvement, such as outreach to and collaboration with policymakers or participation in
policy-oriented events like the World Health Organization’s annual World Health Assembly. Additionally,
understanding national policy processes ensures more effective engagement in ongoing or upcoming
policy development and implementation, thereby more likely securing a seat at the table.

One key area of policy is healthcare financing and budget allocations. Cardiac surgery and PCHD care
are expensive and nearly unaffordable for patients and families without health insurance or external financial
support. To overcome such financial barriers, countries should increase financing for PCHD care by
including it in basic healthcare insurance packages. These packages may involve broad, population-wide
coverage (e.g., forms of universal health coverage) or smaller-scale schemes (i.e., microinsurance) that
benefit those in greatest need. The former has been observed in Latin America, where public health
insurance has become increasingly inclusive in most countries. In contrast, Nepal has shown leadership in
the latter through its Poor Patients Relief program, established by the government to subsidize cardiac
surgical care for children, the elderly, and those under the poverty threshold.

6 Conclusions

Addressing the global burden of PCHD requires a multifaceted approach encompassing research,
capacity-building, organization of care, and policy and financing. Research and documentation form the
basis for evaluating surgical volumes, outcomes, and epidemiological trends; and will remain pivotal in
identifying regional disparities, informing surgical intervention targets, and guiding resource allocation.
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While PCHD care generally trends with resource availability, the global distribution of met and unmet needs
is more nuanced, necessitating timely diagnosis and intervention.

Going forward, capacity-building efforts must prioritize expanding training opportunities for pediatric
cardiac specialists and supporting ongoing skill development to meet increasing global demands. PCHD
care should be organized in comprehensive centers with multidisciplinary teams to ensure smooth
transitions from pediatric to adult services. Simultaneously, policy advocacy will be crucial for shaping
healthcare financing, requiring policymakers to recognize the long-term economic benefits of locally
sustainable PCHD care models.

By collectively advancing these global, regional, and national efforts, stakeholders can help bridge the
gap between surgical needs and volumes, improve overall health and socioeconomic outcomes, and promote
more equitable access to life-saving cardiac interventions for children worldwide.
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