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Abstract

Objective: To measure the in-hospital mortality and complications
after cardiac surgery at the postoperative pediatric cardiac surgical
Intensive Care Unit, (Abo El Reesh pediatric hospital), Cairo

university.

Methodology: Our study included a total of 952 patients admitted to
the Cardiac Intensive Care Unit (CICU), Children’s Hospital, Cairo
University during the 3 years period between April 2011 to April
2014. Retrospective observational analysis of the data of the patient's

records was done.

Results: from a total of 952 patients; males (53.9%), females
(46.1%). Age of patients in current study ranges from 4 days to 13
years, including neonates 39 (4.1%), infants 696 (73.1%) and
children 217 (22.8%). procedures were either closed (39.6%) or
open (59.1%). The incidence of morbidity was (57.6%), mortality
was (30%), and (26.6%) were sent immediately back home after the
operation. The most common procedure in our study is PAB
followed by VSD Closure, BT shunt then Total repair of TOF and

the least done procedure is (HLHS repair) procedure.

Conclusion: Mortality was encountered in 286 patients (30%).
Morbidity was found in 548 patients (57.6%), the most common
complications were infections particularly VAP followed by
respiratory complications followed by cardiovascular complications.
Risk factors for mortality were the high RACHS-1 level, prolonged
bypass time, prolonged ICU stay, younger age group. The



commonest procedure in our study was PAB followed by VSD
closure, followed by BT shunt then total repair of Fallot tetralogy
(TOF) then PDA closure. In the current study HLHS repair (only
one case performed) had the worst outcome with 100% mortality
followed by arterial switch operation with 64% mortality followed
by CAVC repair with mortality 48%, DORYV repair and ASD closure
had zero mortality.

Keywords:
1. Pediatric cardiothoracic surgery
2. ICU
3. RACHS-1
4. Mortality rate

5. Morbidity.
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INTRODUCTION

Postoperative care of pediatric cardiac patients has evolved
dramatically over the past two decades, with significant
improvement in survival. These improvements are attributable, at
least in part to improvements in diagnostic modalities, surgical
techniques, cardiopulmonary bypass (CPB) support, anesthetic
management, postoperative care, and the use of extracorporeal life
support to manage postoperative refractory shock (Knowles RL et
al., 2012).

Despite an overall increase in complexity, mortality has
decreased in both short-term and long-term follow-up. Several
factors have contributed to this improvement in outcome, including
advances in prenatal and preoperative evaluation and diagnosis,
anesthetic and intraoperative management, and standardized
approaches to postoperative care. For example, recent advances in
the surgical and perioperative management of congenital heart
disease in neonates have allowed early primary repair of cardiac
lesions, such as tetralogy of Fallot with results comparable to
delayed repair (Ofori-Amanfo & Cheifetz, 2013).

The growing implementation of multidisciplinary clinical care
teams with expertise in cardiac surgery, critical care, cardiology,
cardiac anesthesia, neonatology, electrophysiology, nursing,
respiratory care, pharmacology, and nutritional support have had a
positive impact on the care delivered to these complex patients. The

development of these dedicated teams along with improved
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outcomes in premature and low-birth-weight infants have changed

the demographics of patients managed in pediatric cardiac 1CUs
(Padley JR et al., 2011).

Recent improvements in facilities in paediatric intensive care
units (ICUs) have increased the survival rates among children
suffering from congenital heart diseases (CHD),including those
suffering from the more complex conditions. The patient's course
after a successful heart surgery depends on such diverse factors as
the severity of the CHD, age and condition of the patient before
surgery, events in the operating room, and the quality of
postoperative care (Roodpeyma S. et al., 2013).



