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Abstract

Objective: To assess the effectiveness and safety of fast-track 
cardiac anesthesia using the short-acting opioid sufentanil in 
children undergoing intraoperative device closure of ventricular 
septal defect (VSD).

Methods: This retrospective clinical study included 65 children 
who underwent intraoperative device closure of VSD between 
January 2017 and June 2017. Patients were diagnosed with isolated 
perimembranous VSD by transthoracic echocardiography. Then, 
they were divided into two groups, group F (n=30), whose patients 
were given sufentanil-based fast-track cardiac anesthesia, and 
group C (n=35), whose patients were given conventional cardiac 
anesthesia. Perioperative clinical data were analyzed.

Results: No significant differences were found between the 

preoperative clinical parameters and intraoperative hemodynamic 
indices between the two groups. In group C, compared with group 
F, the postoperative duration of mechanical ventilation, the length 
of stay in the intensive care unit, the length of hospital stay, and 
the hospital costs were significantly increased.

Conclusion: In this retrospective study at a single center, 
sufentanil-based fast-track cardiac anesthesia was shown to be a 
safe and effective technique for minimally-invasive intraoperative 
device closure of VSD in children, which was performed with 
reduced in-hospital costs.
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INTRODUCTION

Ventricular septal defect (VSD) is a common type of 
congenital heart disease in children[1]. The standard surgical 
treatment for VSD includes surgical repair and percutaneous 
device closure. Recently, minimally-invasive intraoperative 
device closure of VSD has become widely used and it has several 
advantages that include reduced trauma, minimally-invasive 

Abbreviations, acronyms & symbols

AV
CVP
ECG
HR
ICU

 = Atrioventricular
 = Central venous pressure
 = Electrocardiography
 = Heart rate
 = Intensive care unit

MAP
SD
TEE
TTE
VSD

 = Mean arterial pressure
 = Standard deviation
 = Transesophageal echocardiography
 = Transthoracic echocardiography
 = Ventricular septal defect

percutaneous delivery, use of echocardiography guidance, ease 
of operation and medical training, reduced procedure time, 
rapid postoperative recovery, low medical costs, and ease of 
conversion to conventional surgical repair in the event of device 
failure[2-5]. Fast-track cardiac anesthesia has previously been 
shown to be effective for adult cardiac surgical patients, resulting 
in rapid postoperative recovery[6,7].
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Therefore, this retrospective study aimed to assess the 
effectiveness and safety of fast-track cardiac anesthesia using 
the short-acting opioid sufentanil in children undergoing 
intraoperative device closure of VSD.

METHODS

Clinical Evaluation and Patient Groups

This retrospective study analyzed the clinical data of 65 children 
who underwent minimally-invasive intraoperative device closure of 
VSD in the Department of Cardiovascular Surgery, Union Hospital, 
Fujian Medical University, from January 2017 to June 2017. All the 
patients were diagnosed with isolated perimembranous VSD without 
any other intracardiac structural abnormality by transthoracic 
echocardiography (TTE) and they had no extracardiac vascular 
malformations. They were divided into two groups: group F, whose 
patients underwent sufentanil-based fast-track cardiac anesthesia 
(n=30), and group C, whose patients underwent fentanyl-based 
conventional cardiac anesthesia (n=35). The choice of different 
anesthetic techniques was based on the experiences and decisions 
of the anesthesiologists and the operators. Perioperative clinical 
data of the patients in the two groups were analyzed and included 
the preoperative clinical parameters, intraoperative hemodynamic 
indices, postoperative duration of mechanical ventilation, length of 
stay in intensive care unit (ICU), length of hospital stay, perioperative 
complications, and in-patient hospital costs.

Fast-Track Anesthesia (Group F)

Patients fasted before the procedure. Before entering the 
operating room, intramuscular ketamine (5 mg/kg) and midazolam 
(0.05 mg/kg) sedation were administered. In the operating room, 
all patients were monitored by electrocardiography (ECG) and the 
measurement of peripheral blood oxygen saturation. A peripheral 
venous route was established, and a 5% glucose infusion was 
given. The peripheral arterial puncture was performed to measure 
changes in arterial blood pressure. Induction of anesthesia 
included administering intravenous sufentanil (1 µg/kg) followed 
by cisatracurium besylate (0.5 mg/kg). After muscle relaxation was 
achieved, lidocaine gel was applied to the tip of the tracheal tube 
used for nasal intubation. Mechanical ventilation was maintained 
with pressure control. The end-tidal carbon dioxide partial 
pressure was monitored. Subclavian vein or internal jugular vein 
catheterization was established to measure the central venous 
pressure. The nasopharynx temperature was used to monitor the 
child’s body temperature and to ensure that it was maintained 
above 36.5°C. Arterial blood gas was monitored to ensure the 
adequacy of ventilation. Anesthesia was maintained with sufentanil 
(1-2 µg/kg/h), using an intravenous pump, and sevoflurane (2%) 
inhalation, and both agents were adjusted according to the depth 
of anesthesia. Ropivacaine (0.375%) was used for local anesthesia 
during the sternal incision and after sternal closure.

Conventional Anesthesia (Group C)

The preparation before anesthesia induction in group C 
was the same as that before fast-track anesthesia in group F. 
Anesthesia induction was performed with intravenous fentanyl 

(10 μg/kg) and cisatracurium besylate (0.5 mg/kg). Fentanyl 
(approximately 5 µg/kg/h) was used to maintain intraoperative 
anesthesia with an intravenous pump, and sevoflurane (2%) was 
administered by inhalation, with both agents adjusted according 
to the depth of anesthesia.

Transesophageal Echocardiography and Intraoperative 
Device Closure of VSD

Following general anesthesia, the probe used for transesophageal 
echocardiography (TEE) was placed into the esophagus via mouth. 
A small 2-3 cm incision was made at the lower end of the sternum to 
access the thoracic cavity. The pericardium was opened to expose 
the free wall of the right ventricle. Intravenous heparin (1 mg/kg) 
was used for systemic heparinization. Under TEE guidance, the 
puncture site was selected and located, and purse-string sutures 
were placed around the puncture site. A guide wire was used to 
establish a delivery track across the right ventricle, the VSD, and the 
left ventricle. An occluder was delivered into the site of the VSD. 
The left and right-side discs of the occluder were deployed in turn 
to close the VSD. TEE was performed to confirm the position of 
the occluder. Neither a residual shunt nor aortic regurgitation was 
noted, and ECG showed no atrioventricular (AV) block, indicating 
that the procedure was performed successfully[4]. The patients were 
transferred to the ICU after the procedure. Tracheal extubation was 
performed in the ICU for all patients.

Monitoring Parameters

Table 1 shows the preoperative clinical data of both study 
groups. Table 2 shows the hemodynamic parameters in the 
two groups, including heart rate, blood pressure, and central 
venous pressure before anesthesia induction, after intubation, 
during skin incision, during chest closure, and after extubation. 
Table 3 shows the duration of surgery, duration of mechanical 
ventilation, length of ICU stay, length of hospital stay, and 
hospital costs. Table 4 shows the incidence of postoperative 
complications. Following discharge from hospital, patients were 
followed up for a period of 9-12 months.

Statistical Analysis

Continuous data were described as mean ± standard deviation 
(SD). Comparison of the clinical parameters between the two study 
groups used the independent samples t-test. Nominal variables 
between the two groups were compared using Fisher's exact test. 
A P-value < 0.05 was assumed to be statistically significant.

Ethical Approval and Consent to Participate

The present study was approved by the ethics committee of 
Fujian Medical University, People’s Republic of China, and adhered 
to the tenets of the Declaration of Helsinki. Additionally, written 
informed consent was obtained from the relatives of the patients.

Availability of Data and Materials

Data sharing is not applicable to this article as no data sets 
were generated or analyzed during the current study.
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RESULTS

VSD was successfully closed in all 65 patients, and the overall 
immediate closure rate and closure at three months rate were 
96.9% and 100%, respectively. Any immediate recurrence of 
the residual shunt was usually found as a small amount of flow 
through the device itself, which only required close medical 
observation. No patient in either group required conversion 
to surgical repair, experienced fatal AV block or aortic valve 
regurgitation, or required a blood transfusion. There was no 
cerebral complication, no occluder dislodgement, or other organ 
complications in the two groups. There were no anesthesia-related 
perioperative complications in the two study groups. During the 
follow-up period of 9-12 months, there were no delayed-onset 
complications of complete AV block or new occurrences of aortic 
valve regurgitation or cases of sudden death.

There were no significant statistical differences in the 
preoperative clinical parameters between the two groups (Table 
1). Table 2 shows that the hemodynamic parameters were stable 
and were not statistically different between the two groups 
before induction, after intubation, during skin incision, during 
the opening of the thoracic cavity, during closure of the skin 
incision, and after extubation (P>0.05). There were no significant 
differences in the operation time between the two groups 
(Table 3). However, the postoperative duration of mechanical 
ventilation, the length of ICU stay, the length of hospital stay, and 
the hospital costs were significantly higher in the conventional 
cardiac anesthesia group (group C) when compared with the 
fast-track cardiac anesthesia group (group F) (P<0.05). Table 4 
shows that there were no incidences of death, third-degree 
AV block, occluder dislodgement, aortic valve regurgitation, 
hemolysis, or thrombosis after the procedure in either group. 

Table 1. Comparison of clinical data in both groups.

Group F Group C P-value

Number of patients 30 35

Males/females 16/14 18/17 0.774

Age (years) 3.3±1.5 4.0±2.1 0.789

Body weight (kg) 17.1± 4.1 16.7±5.4 0.491

VSD size (mm) 4.5±1.6 4.8±1.3 0.823

Occluder size (mm) 5.8±1.9 6.3±2.6 0.688

VSD=ventricular septal defect

Table 2. Comparison of interoperative hemodynamic data in both groups during the procedure.

Group F Group C P-value

Anesthesia induction

CVP (mmH2O) 6.0±1.1 6.2±1.6 0.359

MAP (mmHg) 90.8±10.4 96.4±14.7 0.731

HR (beats/min) 120.4±19.5 119.6±17.5 0.623

After intubation

CVP (mmH2O) 5.8±0.8 5.9±1.9 0.891

MAP (mmHg) 86.7±7.4 90.2±9.7 0.746

HR (beats/min) 114.5±18.2 109.8±20.4 0.947

Skin incision

CVP (mmH2O) 6.2±1.2 6.3±2.2 0.898

MAP (mmHg) 100.5±21.5 94.6±12.5 0.746

HR (beats/min) 135.6±26.8 129.9±27.9 0.879

Chest closure

CVP (mmH2O) 6.1±1.5 6.0±1.8 0.965

MAP (mmHg) 90.7±12.6 95.75±14.8 0.685

HR (beats/min) 115.6±20.8 121.7±18.8 0.836

After extubation

CVP (mmH2O) 6.4±1.7 6.5±2.0 0.977

MAP (mmHg) 97.5±10.2 92.2±11.9 0.769

HR (beats/min) 113.7±22.5 119.9±17.5 0.801

CVP=central venous pressure; HR=heart rate; MAP=mean arterial pressure
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Table 3. Comparison of interoperative and postoperative clinical data in both groups.

Group F Group C P-value

Operative time (minutes) 38.3±10.5 40.1±13.0 0.531

Mechanical ventilation time (hours) 1.4±0.8 4.6±2.1 0.046

Intensive care time (hours) 6.0±3.5 13.1±8.7 0.038

Hospital stay (days) 2.3±0.7 4.7±1.8 0.047

Medical cost (10000RMB)* 2.7±0.8 3.9±1.9 0.049

*Costs in renminbi (the Chinese currency)

However, fewer patients had postoperative pulmonary 
infections, bronchospasm, or laryngeal edema in the fast-track 
cardiac anesthesia group (group F) than in the conventional 
cardiac anesthesia group (group C).

DISCUSSION

Large doses of opioids are used in conventional anesthesia to 
provide sufficient depth of anesthesia with stable hemodynamics. 
However, this regimen leads to postoperative respiratory 
depression and prolonged mechanical ventilation, which 
are associated with increased postoperative complications, 
prolonged hospital stay, and increased hospital costs. In 1993, 
Verrier et al.[8] proposed the concept of fast-track anesthesia for 
cardiac surgery. Previously, Heard et al.[9] had proposed removing 
the tracheal tube within six hours after pediatric cardiac surgery 
as a standard approach, using early extubation. Since then, the 
number of studies that have examined the feasibility and safety 
of fast-track anesthesia and the choice of anesthetic agents has 
gradually increased[10-12]. The fast-track anesthesia technique 
involves adjusting the use of anesthetic agents and modifying 
anesthetic techniques to achieve the appropriate depth of 
anesthesia, early recovery of postoperative spontaneous 
breathing, a shorter duration of mechanical ventilation, a 

shorter length of ICU stay, and a reduction in postoperative 
complications. Combining fast-track cardiac anesthesia with 
intraoperative device closure of VSD would be likely to benefit 
the rapid recovery of pediatric surgical patients.

The staff of the Department of Cardiovascular Surgery, 
Union Hospital, Fujian Medical University now have extensive 
clinical experience in intraoperative device closure of VSD[4]. As 
the findings of the present study have shown, the operative 
time was reduced, the clinical efficacy was good, and the 
postoperative recovery was rapid. The duration of surgery 
could be controlled to within 30-40 minutes. Effective and 
reasonable anesthesia reduced the side effects of anesthetic 
drugs, improved the efficacy of surgical treatment, and further 
shortened the length of hospital stay and treatment costs. The 
present study was performed to compare the effectiveness of 
the short-acting opioid sufentanil with the fentanyl, which is 
used in conventional cardiac surgery, to provide evidence for the 
selection of anesthetic agents for pediatric intraoperative device 
closure of VSD.

A study by Thomson et al.[13] showed that sufentanil had a 
stronger analgesic effect than fentanyl (approximately 5-10 fold) 
and that its duration of action was approximately twice that of 
fentanyl. Sufentanil has been shown to be associated with more 
stable hemodynamics and is more suitable for anesthesia in 

Table 4. Comparison of postoperative complications’ clinical data in both groups.

Group F Group C P-value

Death 0 0

Complete atrioventricular block 0 0

Occluder dislodgement 0 0

Significant residual fistula 0 0

Aortic valve regurgitation 0 0

Hemolysis 0 0

Thrombosis 0 0

Pulmonary infection 1 7 0.041

Bronchospasm or laryngeal edema 0 5 0.031
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cardiovascular surgery[14,15]. Also, when compared with fentanyl, 
sufentanil has a higher selectivity for binding to μ1 receptors[14,15]. 
Therefore, sufentanil is less likely to cause respiratory 
depression than fentanyl. The findings of the present study also 
demonstrated that in addition to maintaining hemodynamic 
stability during the procedure, children in the fast-track cardiac 
anesthesia group (group F) had a shorter duration of mechanical 
ventilation, shorter length of ICU stay, and fewer respiratory 
complications than those in the conventional anesthesia group 
(group C). Friesen et al.[16] reported that children undergoing 
cardiac surgery under fast-track anesthesia had symptoms 
that included irritability and elevated blood pressure during 
extubation. The mechanism of these effects may be related to 
postoperative hyperalgesia caused by rapid tolerance of opioids. 
However, reasonable postoperative analgesia is necessary 
in children undergoing fast-track anesthesia and minimally-
invasive intraoperative device closure of VSD. Therefore, in this 
study, ropivacaine (0.375%) was used for local anesthesia during 
the incision of the sternum and after sternal closure to provide 
sufficient postoperative analgesia[17,18]. Also, lidocaine gel was 
applied to the tip of the tracheal tube before intubation to 
reduce irritation of the airway, as previously described[19,20]. The 
findings of the present study showed no significant difference 
in hemodynamic changes during extubation between group F 
and group C, and the children did not complain of significant 
postoperative pain.

In conventional pediatric cardiac surgery, high-dose 
fentanyl is used for analgesia. However, clinical experience has 
shown that fentanyl can significantly increase postoperative 
respiratory depression and can result in excessive postoperative 
sedation[21,22]. The use of fentanyl results in prolonged 
postoperative mechanical ventilation and increased respiratory 
complications and it is not a suitable analgesic for fast-track 
cardiac anesthesia in pediatric cardiac surgery. The findings of 
the current study also showed that the duration of postoperative 
mechanical ventilation was higher than one hour in the 
conventional cardiac anesthesia group (group C) and that the 
length of ICU stay was significantly longer when compared with 
the fast-track cardiac anesthesia group (group F). Postoperative 
complications, including pulmonary infection, laryngeal edema, 
and bronchospasm were significantly increased in the group C 
compared with group F. However, no significant differences were 
observed between these two groups in terms of procedural 
complications, such as fatal AV block, new occurrence of aortic 
valve regurgitation, occluder dislodgement, and presence of a 
residual shunt. Although transient arrhythmias were reported in 
both groups during the procedure, cardiac rhythm returned to 
normal without sequelae. These results indicate that transient 
arrhythmias are not related to the choice of anesthetic technique.

The inhalational anesthetic used, sevoflurane, is a clear, 
colorless, aromatic liquid with properties that include a low 
blood:gas partition coefficient, fast elimination, and strong 
controllability[23-25]. Sevoflurane was used in the present study 
in combination with sufentanil to induce anesthesia. Previous 
studies have shown that volatile anesthetic agents have 
protective effects against myocardial ischemia-reperfusion injury 
and are safe for use in cardiovascular surgery. Also, sevoflurane 

does not cause an increase in airway secretions and meets the 
anesthesia requirements for short-term procedures, such as 
pediatric intraoperative device closure of VSD.

Mechanical ventilation can be beneficial for postoperative 
hemodynamics and homeostasis. However, the prolongation 
of mechanical ventilation is associated with increased 
complications that include dislodged tracheal tube, obstruction 
of airway secretions, laryngeal edema, and pulmonary infection, 
resulting in a reported mortality rate of up to 27%[26]. Meissner 
et al.[27] reported that early extubation in patients undergoing 
fast-track anesthesia was safe and did not affect postoperative 
cardiac function. A study by Fischer et al.[28] showed that the 
occurrence of ventilator-associated pneumonia after cardiac 
surgery in children was significantly correlated with the 
postoperative duration of intubation. Therefore, the use of the 
fast-track anesthesia technique in pediatric minimally-invasive 
intraoperative device closure of VSD has significance for early 
weaning from mechanical ventilation.

This study has several limitations. No standard dose of 
anesthetic agents was available for fast-track anesthesia 
because of the short history of use of this technique in pediatric 
minimally-invasive intraoperative device closure of VSD. In the 
cases selected for this study, device closure was predicted to 
be relatively easy to perform, according to preoperative and 
intraoperative echocardiography (TTE) and intraoperative TEE. 
The conventional cardiac anesthesia technique was used for 
patients for whom the device closure could be challenging. This 
is a retrospective and single-center study in which the grouping 
of patients was dependent on the preference of the surgeon and 
anesthesiologist. Therefore, a selection bias might have been 
present in this study. However, the results of this study might 
be used to guide clinical practice and should be supported by 
future prospective, multicenter, randomized studies to verify the 
findings of this preliminary retrospective study.

CONCLUSION

In this retrospective study at a single center, sufentanil-based 
fast-track cardiac anesthesia was shown to be a safe and effective 
technique for minimally-invasive intraoperative device closure of 
VSD in children, and it was associated with significantly reduced 
respiratory complications, reduced duration of postoperative 
mechanical ventilation, reduced length of ICU stay and hospital 
stay, and reduced hospital costs.

ACKNOWLEDGMENTS

The authors acknowledge the contributions of the physicians 
Dao-Zhong Chen, Hua Cao, Feng Lin, Qi-Min Wang, Zhong-Yao 
Huang, Xiao-Fu Dai, Xi-Jie Wu, Xue-Shan Huang, and Dong-Shan 
Liao. The authors extend their gratitude to the anesthesiologist 
who contributed to this study.

This research was sponsored by the Chinese national and Fujian 
provincial key clinical specialty construction programs.

No conflict of interest.



328
Brazilian Journal of Cardiovascular Surgery 

Zheng YY, et al. - Treatment of CTO Braz J Cardiovasc Surg 2020;35(3):323-8

successful early extubation following congenital cardiac surgery in neonates 
and infants. Heart Lung Circ. 2009;18(4):271-6. doi:10.1016/j.hlc.2008.11.009.

12.	Hamilton BC, Honjo O, Alghamdi AA, Caldarone CA, Schwartz SM, Van 
Arsdell GS, et al. Efficacy of evolving early-extubation strategy on early 
postoperative functional recovery in pediatric open-heart surgery: a matched 
case-control study. Semin Cardiothorac Vasc Anesth. 2014;18(3):290-6. 
doi:10.1177/1089253213519291.

13.	Thomson IR, Harding G, Hudson RJ. A comparison of fentanyl and sufentanil 
in patients undergoing coronary artery bypass graft surgery. J Cardiothorac 
Vasc Anesth. 2000;14(6):652-6. doi:10.1053/jcan.2000.18307.

14.	Pypendop BH, Brosnan RJ, Majewski-Tiedeken CR, Stanley SD, Ilkiw JE. 
Pharmacokinetics of fentanyl, alfentanil, and sufentanil in isoflurane-
anesthetized cats. J Vet Pharmacol Ther. 2014;37(1):13-7. doi:10.1111/
jvp.12047.

15.	Scholz J, Steinfath M, Schulz M. Clinical pharmacokinetics of alfentanil, 
fentanyl and sufentanil. An update. Clin Pharmacokinet. 1996;31(4):275-92. 
doi:10.2165/00003088-199631040-00004.

16.	Friesen RH, Veit AS, Archibald DJ, Campanini RS. A comparison of remifentanil 
and fentanyl for fast track paediatric cardiac anaesthesia. Paediatr Anaesth. 
2003;13(2):122-5. doi:10.1046/j.1460-9592.2003.00978.x.

17.	Abrão J, Fernandes CR, White PF, Shimano AC, Okubo R, Lima GB, et al. 
Effect of local anaesthetic infiltration with bupivacaine and ropivacaine on 
wound healing: a placebo-controlled study. Int Wound J. 2014;11(4):379-85. 
doi:10.1111/j.1742-481X.2012.01101.x.

18.	Albi-Feldzer A, Mouret-Fourme E E, Hamouda S, Motamed C, Dubois PY, 
Jouanneau L, et al. A double-blind randomized trial of wound and intercostal 
space infiltration with ropivacaine during breast cancer surgery: effects on 
chronic postoperative pain. Anesthesiology. 2013;118(2):318-26. doi:10.1097/
ALN.0b013e31827d88d8.

19.	Sumathi PA, Shenoy T, Ambareesha M, Krishna HM. Controlled comparison 
between betamethasone gel and lidocaine jelly applied over tracheal tube 
to reduce postoperative sore throat, cough, and hoarseness of voice. Br J 
Anaesth. 2008;100(2):215-8. doi:10.1093/bja/aem341.

20.	Mekhemar NA, El-Agwany AS, Radi WK, El-Hady SM. Comparative study 
between benzydamine hydrochloride gel, lidocaine 5% gel and lidocaine 
10% spray on endotracheal tube cuff as regards postoperative sore throat. 
Braz J Anesthesiol. 2016;66(3):242-8. doi:10.1016/j.bjane.2014.09.007.

21.	Yildirim V, Doganci S, Cinar S, Eskin MB, Ozkan G, Eksert S, et al. Acute 
high dose-fentanyl exposure produces hyperalgesia and tactile allodynia 
after coronary artery bypass surgery. Eur Rev Med Pharmacol Sci. 
2014;18(22):3425-34.

22.	Hori K, Nagasaka H. Effects of fentanyl on cardiovascular and plasma 
catecholamine responses in surgical patients. J Anesth. 2002;16(3):187-
93. doi:10.1007/s005400200022.

23.	Bettex DA, Wanner PM, Bosshart M, Balmer C, Knirsch W, Dave H, et al. Role 
of sevoflurane in organ protection during cardiac surgery in children: a 
randomized controlled trial. Interact Cardiovasc Thorac Surg. 2015;20(2):157-
65. doi:10.1093/icvts/ivu381.

24.	Xu R, Lu R, Jiang H, Li QF, Sun Y, Xu H, et al. Meta-analysis of protective 
effect of sevoflurane on myocardium during cardiac surgery. Eur Rev Med 
Pharmacol Sci. 2014;18(7):1058-66.

25.	Li F, Yuan Y. Meta-analysis of the cardioprotective effect of sevoflurane 
versus propofol during cardiac surgery. BMC Anesthesiol. 2015;15:128. 
doi:10.1186/s12871-015-0107-8.

26.	Miskovic A, Lumb AB. Postoperative pulmonary complications. Br J Anaesth. 
2017;118(3):317-34. doi:10.1093/bja/aex002.

27.	Meissner U, Scharf J, Dötsch J, Schroth M. Very early extubation after open-
heart surgery in children does not influence cardiac function. Pediatr Cardiol. 
2008;29(2):317-20. doi:10.1007/s00246-007-9023-0.

28.	Fischer JE, Allen P, Fanconi S. Delay of extubation in neonates and children 
after cardiac surgery: impact of ventilator-associated pneumonia. Intensive 
Care Med. 2000;26(7):942-9. doi:10.1007/s001340051285.

Authors. roles & responsibilities

ZCW

QC

LSY

LWC

GCZ

Substantial contributions to the conception or design of 
the work; or the acquisition, analysis, or interpretation 
of data for the work; drafting the work or revising 
it critically for important intellectual content; final 
approval of the version to be published

Substantial contributions to the conception or design of 
the work; or the acquisition, analysis, or interpretation 
of data for the work; drafting the work or revising 
it critically for important intellectual content; final 
approval of the version to be published

Substantial contributions to the conception or design of 
the work; or the acquisition, analysis, or interpretation 
of data for the work; drafting the work or revising 
it critically for important intellectual content; final 
approval of the version to be published

Drafting the work or revising it critically for important 
intellectual content; final approval of the version to be 
published

Drafting the work or revising it critically for important 
intellectual content; final approval of the version to be 
published

REFERENCES

1.	 Goldberg JF. Long-term follow-up of "simple" lesions -- atrial septal defect, 
ventricular septal defect, and coarctation of the aorta. Congenit Heart Dis. 
2015;10(5):466-74. doi:10.1111/chd.12298.

2.	 Yang L, Tai BC, Khin LW, Quek SC. A systematic review on the efficacy and 
safety of transcatheter device closure of ventricular septal defect (VSD). J 
Interv Cardiol. 2014;27(3):260-72. doi:10.1111/joic.12121.

3.	 Xing Q, Wu Q, Shi L, Xing Y, Yu G. Minimally invasive transthoracic device 
closure of isolated ventricular septal defects without cardiopulmonary bypass: 
long-term follow-up results. J Thorac Cardiovasc Surg. 2015;149(1):257-64. 
doi:10.1016/j.jtcvs.2014.07.078.

4.	 Chen Q, Hong ZN, Zhang GC, Chen LW, Zhang QL, Lin ZW, et al. Intraoperative 
device closure of isolated ventricular septal defects: experience on 
1,090 Cases. Ann Thorac Surg. 2018;105(6):1797-802. doi:10.1016/j.
athoracsur.2018.02.059.

5.	 Xu HS, Inamdar KY, Firoj KM, Zhao WZ. Perventricular device closure of 
ventricular defects in 235 young children: a single-center experience. J 
Thorac Cardiovasc Surg. 2013;146(6):1551-3. doi:10.1016/j.jtcvs.2013.08.004.

6.	 Najafi M. Fast-track method in cardiac surgery: evaluation of risks and benefits 
of continuous administration technique. Singapore Med J. 2008;49(6):470-5. 

7.	 Wong WT, Lai VK, Chee YE, Lee A. Fast-track cardiac care for adult cardiac 
surgical patients. Cochrane Database Syst Rev. 2016;9:CD003587. 
doi:10.1002/14651858.CD003587.pub3.

8.	 Verrier ED, Wright IH, Cochran RP, Spiess BD. Changes in cardiovascular 
surgical approaches to achieve early extubation. J Cardiothorac Vasc Anesth. 
1995;9(5 Suppl 1):10-5.

9.	 Heard GG, Lamberti JJ Jr, Park SM, Waldman JD, Waldman J. Early 
extubation after surgical repair of congenital heart disease. Crit Care Med. 
1985;13(10):830-2. doi:10.1097/00003246-198510000-00010.

10.	Karthekeyan RB, Sundar AS, Sulaiman S, Thangavelu P, Vakamudi M, 
Kasianandan T. Early extubation in tetralogy of Fallot patients after complete 
repair. Cardiol Young. 2011;21(4):378-82. doi:10.1017/S1047951111000059.

11.	Winch PD, Nicholson L, Isaacs J, Spanos S, Olshove V, Naguib A. Predictors of 

This is an open-access article distributed under the terms of the Creative Commons Attribution License.


