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Introduction

Recent development of surgical interventions have
contributed to Substantial improvements in morbidity and

mortality of children with congenital cardiac defects.

Innovations in achieving early and correct preoperative
diagnoses, Operative techniques, methods of extracorporeal
circulation and myocardial protection, and renal replacement
therapy have encouraged surgeons to attempt surgical
correction for more severe cardiac anomalies, more premature
babies, and lower-body-weight babies (Wernovsky et al.,
2001).

Heart surgery in children is done to repair heart defects a
child is born with (congenital heart defects) and heart diseases
a child gets after birth that need surgery. The surgery is needed
for the child’s well-being. There are many kinds of heart
defects. Some are minor, and others are more serious. Defects
can occur inside the heart or in the large blood vessels outside
the heart. Some heart defects may need surgery right after the
baby is born. For others, your child may be able to safely wait
for months or years to have surgery. One surgery may be
enough to repair the heart defect, but sometimes a series of

procedures is needed (Bonow et al., 2007).
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The development of cardiopulmonary bypass (CPB) has
brought cardiac surgery from a very limited and hazardous
endeavor to a routine and relatively safe practice that addresses
an incredible variety of diseases and conditions in patients
from a few hours to nine or decades old (Mammen et al.,
1985).

With facilities for accurate diagnosis and scope of
complete correction, more and more children and infants are
undergoing surgical treatment for congenital heart disease in
the neonatal period and infancy, and there is an increasing
demand for dedicated personnel for the specialized intensive
care of these critically ill children. This has translated into
better outcomes in several centers (Balachandran et al.,
2010).

Pediatric cardiac intensive care has evolved as a distinct
limb of efficient pediatric cardiac programs in the developed
nations. With increasing demand for congenital heart surgery
in the developing nations, concept of pediatric cardiac
intensive care units (PCICU) is critical to the success of these
programs. In the early years of development of congenital
heart surgery, the pediatric cardiac surgeons were primarily
responsible for postoperative intensive care. Over the past
three decades, other pediatric cardiac professionals

(cardiology, cardiac anesthesia, critical care physicians, and
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ancillary staff) have started contributing increasingly to the
care of these patients .Thus, pediatric cardiac intensive care
has emerged as a new subspecialty to cater to the unique need
of children with congenital and acquired heart disease
(Stromberg, 2004).




