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Effect of CPB glucose levels on inflammatory 
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Abstract 

Background: Systemic inflammatory response syndrome (SIRS) is a common complication after cardiac surgery. 
There are no definite optimal glycemic threshold for pediatric patients receiving open‑heart surgery with CPB. The 
study aimed to investigate the optimal cardiopulmonary bypass (CPB) glucose in patients undergoing cardiac surgery.

Methods: We enrolled children with congenital heart disease who underwent surgical repair between June 2012 
and December 2020. We included only patients who underwent cardiac surgery with CPB. The primary outcome was 
severe SIRS. A two‑piece‑wise regression model was applied to examine threshold effect of CPB glucose on severe 
SIRS.

Results: A total of 7350 patients were enrolled in the present study, of whom 3895 (52.99%) are female. After poten‑
tial confounders were adjusted, non‑linear relationship was detected between CPB glucose and severe SIRS, whose 
turning point was 8.1. With CPB glucose < 8.1 mmol/L, the estimated dose–response curve was consistent with a 
horizontal line. However, the prevalence of severe SIRS increased with increasing glucose up to the turning point 
(Glucose > 8.1 mmol/L); the odds ratio (OR) of the Glucose was 1.35 (95% CI 1.21, 1.50).

Conclusions: The present study indicates the association of CPB glucose with inflammatory response after pediatric 
cardiac surgery. The patients might have the best outcomes with the optimal CPB glucose no more than 8.1 mmol/L.
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Background
Congenital heart disease (CHD) is the most common 
birth defect occurring in approximately 1% of all live 
births and affecting millions of individuals internation-
ally [1]. Although surgical techniques had achieved 
massive breakthroughs, postoperative morbidity and 
mortality among infants and young children remain 
relatively high [2]. Systemic inflammatory response syn-
drome (SIRS) was a frequent complication after pediat-
ric congenital heart surgery; it affects nearly one third 
of children and prolongs PICU stay significantly [3]. 

Therefore, identifying modifiable risk factors that could 
lower the incidence of perioperative SIRS is important 
for sustained improvement in clinical outcomes of these 
patients.

Perioperative hyperglycemia is related to cardiopul-
monary bypass (CPB) [4]. Several clinical studies sug-
gest that hyperglycemia is associated with postoperative 
morbidity in patients who undergo cardiac surgery [5–7]. 
The perioperative period for congenital heart surgery 
can be challenging because of the systemic inflammatory 
response and endocrine metabolic stress associated with 
these procedures [8].

Improved glycemic control at initiation of CPB in adult 
patients undergoing cardiac surgery was associated with 
reduced 30-day mortality [9]. Nevertheless, there are no 
definite optimal glycemic threshold or reference interval 
for pediatric patients receiving open-heart surgery with 
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CPB. In this study, we aimed to investigate the associa-
tion of CPB glucose with severe SIRS in pediatric patients 
receiving open-heart surgery with CPB. And according to 
this glycemic threshold, we can reduce the incidence of 
SIRS and related complications by optimizing glycemic 
management during CPB.

Methods
Research population
This respective cohort study was conducted in pediat-
ric patients who underwent cardiac surgery at TEDA 
International Cardiovascular Hospital. We included all 
patients who underwent cardiac surgery with arrested-
heart CPB between June 2012 and December 2020. We 
excluded patients undergoing a cardiac procedure on a 
beating heart or required preoperative renal-replacement 
therapy, mechanical ventilatory support, or mechani-
cal circulatory support. We also excluded those who had 
missing CPB glucose data or outcome. The present study 
was approved by the Ethics Committee (Internal Review 
Board) of TEDA International Cardiovascular Hospi-
tal. All the procedures performed in this study involv-
ing human participants were conducted in accordance 
with the Declaration of Helsinki (as revised in 2013). All 
data collection was done anonymously. The requirement 
of personal consent for this retrospective analysis was 
waived by the Ethics Committee (Internal Review Board) 
of TEDA International Cardiovascular Hospital, so there 
is no confusion regarding prospective consent.

Research exposure
All blood glucose measurements during cardiopulmo-
nary bypass were collected.

In this study, maximum CPB arterial glucose values 
were retrieved from a local online hospital information 
system for analysis and further confirmed by independ-
ent manual examination of extracorporeal circulation 
records.

Research covariates
For each patient, those baseline and clinical character-
istics, including Gender, Age of surgery (month), Age 
category of surgery, Body surface area  (m2), BMI (kg/
m2), Surgery year, Preoperative hemoglobin, Residence 
altitude, Hemodynamic pathology, Extracardiac malfor-
mations, Genetic anomalies, Clinical pathway implemen-
tation, Pulmonary arterial hypertension (PAH), Aorta 
crossclamp time (min), Red Cell need (U) during CPB, 
Steroids need, Glucose infusion, Insulin need, Aristotle 
complexity score and level were collected.

Research outcome
The primary outcome variable was severe systemic 
inflammatory response syndrome (SIRS), which we 
defined as the time of onset of SIRS from admission to 
the intensive care unit (ICU), postoperative day 5, or dis-
charge [10]. According to the definition of pediatric SIRS 
or sepsis, as well as the diagnostic criteria used clinically 
in our center, severe SIRS is defined by the satisfaction 
of four criteria below: (1) Body temperature over 38 or 
under 36 degrees Celsius; (2) Mean heart rate > 2 stand-
ard deviations (SD) beyond normal for age; (2) Mean res-
piratory rate > 2 SD above normal for age; (3) Elevated or 
reduced age-specific leukocyte count or > 10% immature 
neutrophils [3, 11, 12]. Secondary outcomes included 
SIRS length of mechanical ventilation, ICU stay, and all-
cause mortality at 30 days postoperatively.

Statistical analysis
All analyses were performed using EmpowerStats (http:// 
www. empow ersta ts. com). Baseline and clinical materials 
were grouped by glucose (8.1 mmol/L). Categorical vari-
ables are presented as percentages. Continuous variables 
are reported as medians with interquartile range (IQR). 
Comparisons between groups were performed using χ2 
testing for categorical variables and Kruskal–Wallis test-
ing for continuous variables. Univariate linear regression 
model was used to evaluate the associations between 
CPB glucose and severe SIRS. We used used general-
ized additive model (GAM) to identify the non-linear 
relationship between glucose and severe SIRS. And we 
applied a two-piece-wise regression model to examine 
threshold effect of CPB glucose on severe SIRS. To exam-
ine the cumulative incidence of severe SIRS by age at sur-
gery, we used Kaplan–Meier estimates, using age as the 
time scale [13]. P-value < 0.05 was defined as statistically 
significant.

Results
Patient characteristics and primary outcome
A total of 7350 patients were enrolled in the present 
study (Fig. 1), of whom 5821 (78.20%) patients had CPB 
glucose less than 8.1 mmol/L. 3895 (52.99%) are female, 
37.5 months (IQR 18.91–69.83) was the median age at the 
time of surgery, and the median glucose during CPB was 
6.40 (IQR 5.3–7.8) mmol/L. Baseline characteristics of 
patients with low (< 8.1 mmol/L) and high (> 8.1 mmol/L) 
glucose are shown in Table 1. Low glucose patients were 
older and congenital heart disease clinical pathways were 
more frequently implemented (Table 1).

Low glucose patients had a higher frequency of, genetic 
anomalies and pulmonary hypertension, but had a lower 
frequency of hemodynamic pathology in comparison to 
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high glucose patients (Table 1). There were no significant 
differences between the two groups in terms of extracar-
diac malformations (Table  1). The overall incidence of 
severe SIRS was 21.77%, and the incidence of severe SIRS 
in low glucose patients and high glucose patients was 
17.23% and 39.05% (Table 1).

Secondary outcome
High glucose patients had a significantly longer postop-
erative length of mechanical ventilation and ICU stay 
in comparison to low glucose patients (P < 0.01) and a 
higher incidence of SIRS (P = 0.005) and inpatient mor-
tality (P < 0.001).

Univariate analysis
The results of univariate analysis were shown in Table 2. 
The results of univariate analysis showed that age of 
surgery, body surface area, preoperative hemoglobin, 
cyanotic, clinical pathway implementation, pulmonary 
arterial hypertension, aorta crossclamp time, red cell 
need, steroids need, insulin need, aristotle complex-
ity score, aristotle complexity level were correlated with 
higher severe SIRS. We also found that gender, age cat-
egory of surgery, BMI, residence altitude, extracardiac 
malformations, genetic anomalies, were not associated 
with severe SIRS.

Association of continuous glucose with outcome
Because glucose was continuous variable, the analyses 
of non-linear relationship are necessary. In the present 
study (Fig.  2), we found that the relationship between 
glucose and severe SIRS was non-linear (after adjusting 
gender, age of surgery, age category of surgery, body sur-
face area, BMI, surgery year, preoperative hemoglobin, 
residence altitude, hemodynamic pathology, extracar-
diac malformations, genetic anomalies, clinical pathway 

implementation, pulmonary arterial hypertension, aorta 
crossclamp time, red cell need, steroids need glucose 
infusion, insulin need, aristotle complexity score, aristo-
tle complexity level).

By two-piece-wise linear regression model, we 
calculated the turning point was 8.1. With a Glu-
cose < 8.1  mmol/L, the estimated dose–response curve 
was consistent with a horizontal line. However, the prev-
alence of severe SIRS increased with increasing glucose 
up to the turning point (Glucose > 8.1 mmol/L); the odds 
ratio (OR) of the Glucose was 1.35 (1.21, 1.50) < 0.0001 
(Table 3). The threshold of glucose would result in a risk 
probability of roughly0.37 or greater for severe SIRS 
(Table 3).

Severe SIRS‑free probability by age
Figure  3 shows the severe SIRS-free probability by age 
separately for overall patients. For all patients, this age 
gradient was steeper for those with glucose > 8.1 mmol/L, 
and the patients with glucose < 8.1 mmol/L have the lower 
risk probability (P < 0.001) in overall patients (Fig. 3).

Discussion
This study examines the association between CPB glu-
cose and postoperative severe SIRS in the pediatric car-
diac surgical population. These data show that there is 
an association between an CPB glucose level of greater 
than 8.1 mmol/L and the development of a postoperative 
severe SIRS. In our study, Non-linear relationship was 
detected between CPB glucose and severe SIRS, whose 
turning point was 8.1 mmol/L. The probability of postop-
erative severe SIRS increased with elevated CPB glucose 
up to the turning point (Glucose = 8.1  mmol/L). Using 
the overall rate of severe SIRS as reference, CPB glucose 
threshold of SIRS might lower 8.1  mmol/L, which con-
duce to management of extracorporeal circulation.

Previous studies have suggested that the optimal 
postoperative glycemic range in children under-
going complex congenital heart surgery was likely 
to be 6.1–7  mmol/L [9]. Perioperative mean glu-
cose ≤ 8.3  mmol/L may decreased adverse events in 
infants receiving open cardiac surgery [14]. The rec-
ommended threshold is remarkably near to the level 
at which our data showed significance for the devel-
opment of postoperative severe SIRS. In the present 
study (Fig. 2), we found that the relationship between 
CPB glucose and severe SIRS was non-linear (after 
adjusting gender, age of surgery, age category of sur-
gery, body surface area, BMI, surgery year, preop-
erative hemoglobin, residence altitude, hemodynamic 
pathology, extracardiac malformations, genetic anom-
alies, clinical pathway implementation, pulmonary 
arterial hypertension, aorta crossclamp time, red cell 

Fig. 1 The selected study patients. CHD, Congenital heart diseases; 
CPB, cardiopulmonary bypass
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Table 1 Characteristics and results between low and high glucose patients

All patients
(N = 7350)

Low glucose patients
(N = 5821)

High glucose patients
(N = 1529)

P‑value

Sociodemography

Age of surgery, month 37.53 (18.91–69.83) 40.23 (20.70–72.00) 28.73 (12.77–57.37)  < 0.001

Gender

Female 3895 (52.99%) 3096 (53.19%) 799 (52.26%) 0.517

Male 3455 (47.01%) 2725 (46.81%) 730 (47.74%)

Surgery year  < 0.001

2012–2014 2713 (36.91%) 1976 (33.95%) 737 (48.20%)

2015–2017 2527 (34.38%) 1999 (34.34%) 528 (34.53%)

2018–2020 2110 (28.71%) 1846 (31.71%) 264 (17.27%)

Age category of surgery 0.018

Infants 2127 (28.94%) 1491 (25.61%) 636 (41.60%)

Toddlers and preschoolers 3526 (47.97%) 2902 (49.85%) 624 (40.81%)

School age 1415 (19.25%) 1187 (20.39%) 228 (14.91%)

Teenagers 282 (3.84%) 241 (4.14%) 41 (2.68%)

Body surface area,  m2 0.59 (0.47–0.75) 0.60 (0.49–0.77) 0.52 (0.42–0.68)  < 0.001

BMI, kg/m2 15.19 (14.07–16.53) 15.18 (14.07–16.49) 15.27 (14.05–16.68) 0.370

Preoperative hemoglobin 128.00 (119.00–136.00) 128.00 (119.00–136.00) 128.00 (117.00–139.00) 0.456

Residence altitude 0.022

Low altitude 5038 (68.54%) 3953 (67.91%) 1085 (70.96%)

High altitude 2312 (31.46%) 1868 (32.09%) 444 (29.04%)

Inpatient Information

Hemodynamic pathology  < 0.001

Non cyanotic 6262 (85.20%) 5025 (86.33%) 1237 (80.90%)

Cyanotic 1088 (14.80%) 796 (13.67%) 292 (19.10%)

Extracardiac malformations 0.746

Absence 7053 (95.96%) 5588 (96.00%) 1465 (95.81%)

Presence 297 (4.04%) 233 (4.00%) 64 (4.19%)

Genetic anomalies 0.009

Non 6964 (94.74%) 5495 (94.40%) 1469 (96.08%)

Presence 386 (5.13%) 326 (5.60%) 60 (3.92%)

Clinical pathway implementation  < 0.001

Non 1299 (17.67%) 877 (15.07%) 422 (27.60%)

Presence 6051 (82.33%) 4944 (84.93%) 1107 (72.40%)

PAH  < 0.001

Non 4585 (62.38%) 3558 (61.12%) 1027 (67.17%)

Presence 2765 (37.62%) 2263 (38.88%) 502 (32.83%)

Surgical factors

Aorta crossclamp time, min 34.00 (23.00–52.00) 32.00 (22.00–45.00) 51.00 (32.00–89.00)  < 0.001

Red cell need, U 1.00 (0.00–2.00) 1.00 (0.00–1.00) 1.00 (1.00–2.00)  < 0.001

Steroids need  < 0.001

No 7052 (95.95%) 5674 (97.47%) 1378 (90.12%)

Yes 298 (4.05%) 147 (2.53%) 151 (9.88%)

Glucose infusion 0.072

No 7179 (97.67%) 5695 (97.84%) 1484 (97.06%)

Yes 171 (2.33%) 126 (2.16%) 45 (2.94%)

Insulin need  < 0.001

No 6712 (91.32%) 5821 (100.00%) 891 (58.27%)

Yes 638 (8.68%) 0 (0.00%) 638 (41.73%)

Aristotle complexity score 6.00 (6.00–7.00) 6.00 (6.00–7.00) 6.00 (6.00–7.00) 0.127
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need, steroids need, glucose infusion, insulin need, 
aristotle complexity score, aristotle complexity level). 
This indicated that CPB glucose was related to severe 

SIRS after pediatric cardiac surgery. Overall, there was 
a gradual J-shaped risk curve among total patients 
(Fig.  2). Previous studies have examined the effect of 
hyperglycemia on morbidity and mortality in the pedi-
atric population [15]. Intraoperative hyperglycemia 
was also related to worse hospital outcomes after car-
diac surgery, including death [16]. A study showed that 
strict glycemic control significantly decreased morbid-
ity and mortality in critically ill children [17]. Strict 
intraoperative and postoperative glycemic control 

Table 1 (continued)

All patients
(N = 7350)

Low glucose patients
(N = 5821)

High glucose patients
(N = 1529)

P‑value

Aristotle complexity level 0.003

Level 1 1197 (16.29% 943 (16.20%) 254 (16.61%)

Level 2 5020 (68.30%) 4024 (69.13%) 996 (65.14%)

Level 3 1005 (13.67%) 762 (13.09%) 243 (15.89%)

Level 4 128 (1.74%) 92 (1.58%) 36 (2.35%)

Exposure

Glucose, mmol/L 6.40 (5.30–7.80) 5.90 (5.10–6.80) 9.60 (8.70–11.10)  < 0.001

Outcomes

Primary outcome

Severe SIRS 1600 (21.77%) 1003 (17.23%) 597 (39.05%)  < 0.001

Secondary outcome

SIRS 5637 (76.69%) 2937 (75.40%) 2700 (78.15%) 0.005

Length of mechanical ventilation, hours 3.15 (2.10–5.20) 3.00 (2.00–4.44) 4.40 (2.55–20.27)  < 0.001

ICU stay, hours 22.08 (19.00–39.58) 21.92 (18.83–23.83) 22.75 (20.00–46.75)  < 0.001

BMI, Body mass index; PAH, Pulmonary arterial hypertension; SIRS, systemic inflammatory response syndrome; ICU, intentive care unit

*Data are n (%) or median (IQR) other indicated mean (SD)

Fig. 2 The relationship between CPB glucose and risk probability 
of severe SIRS. A gradual J‑shaped risk curve among total patients. 
Red dotted lines represent the spline plots of CPB glucose and blue 
dotted lines represent the 95% CIs of the spline plots. Adjusted 
for Gender, Age of surgery (month), Age category of surgery, 
Body surface area  (m2), BMI (kg/m2), Surgery year, Preoperative 
hemoglobin, Residence altitude, Hemodynamic pathology, 
Extracardiac malformations, Genetic anomalies, Clinical pathway 
implementation, pulmonary arterial hypertension (PAH), Aorta 
crossclamp time (min), Red Cell need (U), Steroids need, Glucose 
infusion, Insulin need, Aristotle complexity score, Aristotle complexity 
level

Fig. 3 Severe SIRS‑free probability with increasing age by glucose 
category for overall patients. The figure represents the severe 
SIRS‑free probability by age separately for all patients depending on 
glucose category
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Table 2 The results of univariate analysis

Statistics Effect size (β) P‑value

Age of surgery, month 37.53 (18.91–69.83) 1.01 (1.01, 1.01)  < 0.001

Age category of surgery 0.018

Infants 2127 (28.94%) 1.0

Toddlers and preschoolers 3526 (47.97%) 1.37 (1.17, 1.61)  < 0.0001

School age 1415 (19.25%) 8.63 (7.30, 10.20)  < 0.0001

Teenagers 282 (3.84%) 0.85 (0.56, 1.27) 0.4169

Gender

Female 3895 (52.99%) 1.0

Male 3455 (47.01%) 1.01 (0.91, 1.13) 0.8256

Surgery year

2012–2014 2713 (36.91%) 1.0

2015–2017 2527 (34.38%) 0.98 (0.86, 1.11) 0.7312

2018–2020 2110 (28.71%) 0.63 (0.54, 0.72)  < 0.0001

Body surface area,  m2 0.59 (0.47–0.75) 4.26 (3.51, 5.17)  < 0.001

BMI, kg/m2 15.19 (14.07–16.53) 1.01 (0.99, 1.04) 0.3206

Preoperative hemoglobin 128.00 (119.00–136.00) 1.02 (1.02, 1.02)  < 0.0001

Residence altitude

Low altitude 5038 (68.54%) 1.0

High altitude 2312 (31.46%) 1.07 (0.95, 1.20) 0.2811

Hemodynamic pathology

Non cyanotic 6262 (85.20%) 1.0

Cyanotic 1088 (14.80%) 1.63 (1.41, 1.88)  < 0.0001

Extracardiac malformations

Absence 7053 (95.96%) 1.0

Presence 297 (4.04%) 1.09 (0.83, 1.44) 0.5328

Genetic anomalies

Non 6964 (94.74%) 1.0

Presence 386 (5.13%) 0.92 (0.71, 1.19) 0.5242

Clinical pathway implementation

Non 1299 (17.67%) 1.0

Presence 6051 (82.33%) 0.66 (0.57, 0.75)  < 0.0001

PAH

Non 4585 (62.38%) 1.0

Presence 2765 (37.62%) 0.70 (0.62, 0.78)  < 0.0001

Aorta crossclamp time, min 34.00 (23.00–52.00) 1.01 (1.01, 1.01)  < 0.001

Red cell need, U 1.00 (0.00–2.00) 0.93 (0.88, 0.99) 0.0157

Steroids need  < 0.001

No 7052 (95.95%) 1.0

Yes 298 (4.05%) 1.81 (1.41, 2.32)  < 0.0001

Glucose infusion

No 7179 (97.67%) 1.0

Yes 171 (2.33%) 0.96 (0.66, 1.39) 0.8184

Insulin need

No 6712 (91.32%) 1.0

Yes 638 (8.68%) 9.33 (7.82, 11.12)  < 0.0001

Aristotle complexity score 6.00 (6.00–7.00) 1.13 (1.09, 1.18)  < 0.0001

Aristotle complexity level

Level 1 1197 (16.29% 1.0

Level 2 5020 (68.30%) 1.24 (1.05, 1.46) 0.0096
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protects the myocardium and reduces the inflamma-
tory response in neonatal cardiac surgery [8].

In the current study, The probability of severe SIRS 
significantly increased with elevated CPB glucose up 
to the turning point (Glucose = 8.1 mmol/L). Further-
more, We examined the cumulative incidence of severe 
SIRS by age at surgery and found that the patients with 
glucose < 8.1  mmol/L had the lower risk probability 
(P < 0.001) in overall patients (Fig.  3). These results 
highlighted that a significant take away maybe to 
maintain on CPB glucose < 8.1 mmol/L for all patients. 
Our study indicates that high glucose patients were 
associated with significantly greater longer postopera-
tive ventilation and ICU stay, and a higher incidence 
of inpatient mortality in comparison with those low 
glucose patients, highlighting reasonable CPB glucose 
control for CHD children in the management of extra-
corporeal circulation.

Limitations of the study
Our study has several potential limitations. The small 
set of variables available for covariate-adjusted analy-
ses leaves the possibility of residual confounding. It is 

the highest arterial glucose that we selected for associa-
tion analysis in our study that may not be comprehensive 
enough to reveal the clinical significance of glucose in 
postoperative inflammatory responses, so further study 
using the average arterial glucose may more reasonable. 
This study only studied blood glucose during extracor-
poreal circulation, and further studies should be con-
ducted in conjunction with postoperative blood glucose.

Conclusion
To the best of our knowledge, this is the first study to 
investigate the optimal CPB glucose in pediatric cardiac 
surgery. Our study provides evidence supporting that 
patients might have the best outcomes with the optimal 
CPB glucose no more than 8.1  mmol/L. These findings 
can promote to management of CPB glucose.
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Table 2 (continued)

Statistics Effect size (β) P‑value

Level 3 1005 (13.67%) 1.78 (1.45, 2.18)  < 0.0001

Level 4 128 (1.74%) 3.18 (2.17, 4.66)  < 0.0001

Glucose, mmol/L 6.40 (5.30–7.80) 1.32 (1.29, 1.35)  < 0.001

Table 3 Threshold effect analysis of CPB glucose on severe SIRS 
using two‑piece‑wise regression model

LRT test, Logarithmic likelihood ratio test
# Model II is significant different from Model I

Adjusted: Gender, Age of surgery (month), Age category of surgery, Body surface 
area  (m2), BMI (kg/m2), Surgery year, Preoperative hemoglobin, Residence 
altitude, Hemodynamic pathology, Extracardiac malformations, Genetic 
anomalies, Clinical pathway implementation, pulmonary arterial hypertension 
(PAH), Aorta crossclamp time (min), Red cell need (U), Steroids need, Glucose 
infusion, Insulin need, Aristotle complexity score, Aristotle complexity level

Severe SIRS

Adjusted β/OR (95% CI) p‑value

Model I

One line slop 1.08 (1.03, 1.13) 0.0008

Model II

Turning point (K) 8.1

Glucose < 8.1 mmol/L 0.98 (0.92, 1.04) 0.4151

Glucose > 8.1 mmol/L 1.35 (1.21, 1.50) < 0.0001

LRT test  < 0.001#

https://doi.org/10.1186/s12872-022-02667-w
https://doi.org/10.1186/s12872-022-02667-w


Page 8 of 8Zeng et al. BMC Cardiovascular Disorders          (2022) 22:222 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

Declarations

Ethics approval and consent to participate
This study was approved by the Ethics Committee (Internal Review Board) 
of TEDA International Cardiovascular Hospital. All the procedures performed 
in this study involving human participants were conducted in accordance 
with the Declaration of Helsinki (as revised in 2013). All data collection was 
done anonymously. The requirement of personal consent for this retrospec‑
tive analysis was waived by the Ethics Committee (Internal Review Board) of 
TEDA International Cardiovascular Hospital, so there is no confusion regarding 
prospective consent.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Received: 23 January 2022   Accepted: 9 May 2022

References
 1. Kruszka P. Beaton A The state of congenital heart disease. Am J Med 

Genet C Sem Med Genet. 2020;184(1):5–6.
 2. O’Brien SM, Clarke DR, Jacobs JP, Jacobs ML, Lacour‑Gayet FG, Pizarro C, 

Welke KF, Maruszewski B, Tobota Z, Miller WJ, et al. An empirically based 
tool for analyzing mortality associated with congenital heart surgery. J 
Thorac Cardiovasc Surg. 2009;138(5):1139–53.

 3. Boehne M, Sasse M, Karch A, Dziuba F, Horke A, Kaussen T, Mikolajczyk 
R, Beerbaum P, Jack T. Systemic inflammatory response syndrome after 
pediatric congenital heart surgery: Incidence, risk factors, and clinical 
outcome. J Card Surg. 2017;32(2):116–25.

 4. Doenst T, Wijeysundera D, Karkouti K, Zechner C, Maganti M, Rao V, 
Borger MA. Hyperglycemia during cardiopulmonary bypass is an inde‑
pendent risk factor for mortality in patients undergoing cardiac surgery. J 
Thorac Cardiovasc Surg. 2005;130(4):1144.

 5. Gandhi GY, Nuttall GA, Abel MD, Mullany CJ, Schaff HV, Williams BA, 
Schrader LM, Rizza RA, McMahon MM. Intraoperative hyperglycemia 
and perioperative outcomes in cardiac surgery patients. Mayo Clin Proc. 
2005;80(7):862–6.

 6. Yates AR, Dyke PC 2nd, Taeed R, Hoffman TM, Hayes J, Feltes TF, Cua CL. 
Hyperglycemia is a marker for poor outcome in the postoperative pediat‑
ric cardiac patient. Pediatr Crit Care Med. 2006;7(4):351–5.

 7. Matsumoto S, Omiya H, Fujinaka W, Morimatsu H. Association between 
intraoperative hyperglycemia and postoperative end‑organ dysfunc‑
tions after cardiac surgery: a retrospective observational study. J Anesth. 
2021;36:174–84.

 8. Vlasselaers D, Mesotten D, Langouche L, Vanhorebeek I, van den Heuvel 
I, Milants I, Wouters P, Wouters P, Meyns B, Bjerre M, et al. Tight glycemic 
control protects the myocardium and reduces inflammation in neonatal 
heart surgery. Ann Thorac Surg. 2010;90(1):22–9.

 9. Polito A, Thiagarajan RR, Laussen PC, Gauvreau K, Agus MS, Scheurer 
MA, Pigula FA, Costello JM. Association between intraoperative and 
early postoperative glucose levels and adverse outcomes after complex 
congenital heart surgery. Circulation. 2008;118(22):2235–42.

 10. Liu H, Hu YJ, Zheng SQ, Chen T, Zeng ZH, Wu DD, Zhao S, Zeng B, Liu ZG, 
Shao YF. Effect of perfusate oxygenation on inflammatory response in 
congenital heart disease children from low versus high altitude. J Thorac 
Cardiovasc Surg. 2021;161(6):2180–90.

 11. Chakraborty RK, Burns B. Systemic inflammatory response syndrome. In: 
StatPearls. edn. Treasure Island (FL): StatPearls Publishing LLC; 2022.

 12. Menon K, Schlapbach LJ, Akech S, Argent A, Chiotos K, Chisti MJ, Hamid J, 
Ishimine P, Kissoon N, Lodha R, et al. Pediatric sepsis definition‑a system‑
atic review protocol by the pediatric sepsis definition taskforce. Crit Care 
Explor. 2020;2(6):e0123.

 13. Qizilbash N, Gregson J, Johnson ME, Pearce N, Douglas I, Wing K, Evans 
SJW, Pocock SJ. BMI and risk of dementia in two million people over 

two decades: a retrospective cohort study. Lancet Diabetes Endocrinol. 
2015;3(6):431–6.

 14. Song L, Fan D, Cun L, Jinping L, Ju Z, Zhengyi F. Effects of peri‑operative 
glucose levels on adverse outcomes in infants receiving open‑heart 
surgery for congenital heart disease with cardiopulmonary bypass. Perfu‑
sion. 2011;26(2):133–9.

 15. Moorthy V, Sim MA, Liu W, Chew STH, Ti LK. Risk factors and impact 
of postoperative hyperglycemia in nondiabetic patients after cardiac 
surgery: a prospective study. Medicine. 2019;98(23):e15911.

 16. Shah NJ, Leis A, Kheterpal S, Englesbe MJ, Kumar SS. Association of 
intraoperative hyperglycemia and postoperative outcomes in patients 
undergoing non‑cardiac surgery: a multicenter retrospective study. BMC 
Anesthesiol. 2020;20(1):106.

 17. Vlasselaers D, Milants I, Desmet L, Wouters PJ, Vanhorebeek I, van den 
Heuvel I, Mesotten D, Casaer MP, Meyfroidt G, Ingels C, et al. Intensive 
insulin therapy for patients in paediatric intensive care: a prospective, 
randomised controlled study. Lancet. 2009;373(9663):547–56.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.


	Effect of CPB glucose levels on inflammatory response after pediatric cardiac surgery
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Research population
	Research exposure
	Research covariates
	Research outcome
	Statistical analysis

	Results
	Patient characteristics and primary outcome
	Secondary outcome
	Univariate analysis
	Association of continuous glucose with outcome
	Severe SIRS-free probability by age

	Discussion
	Limitations of the study

	Conclusion
	Acknowledgements
	References


