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Abstract
Congenital heart defects (CHD) is one of the most common types of birth defects. Thanks to advances in surgical techniques 
and intensive care, the majority of children with severe forms of CHD survive into adulthood. However, this increase in sur-
vival comes with a cost. CHD survivors have neurological functioning at the bottom of the normal range. A large spectrum 
of central nervous system dysmaturation leads to the deficits seen in critical CHD. The heart develops early during gesta-
tion, and CHD has a profound effect on fetal brain development for the remainder of gestation. Term infants with critical 
CHD are born with an immature brain, which is highly susceptible to hypoxic-ischemic injuries. Perioperative blood flow 
disturbances due to the CHD and the use of cardiopulmonary bypass or circulatory arrest during surgery cause additional 
neurological injuries. Innate patient factors, such as genetic syndromes and preterm birth, and postoperative complications 
play a larger role in neurological injury than perioperative factors. Strategies to reduce the disability burden in critical CHD 
survivors are urgently needed.
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Introduction

Congenital heart disease (CHD) is one of the most common 
types of birth defects. Moderate–severe forms of CHD occur 
in 0.6% of live births [1]. Over the past decades, survival has 
drastically improved. Currently, 90% of neonates with CHD 

survive into adulthood and, more adults are living with CHD 
than children born with CHD [2, 3]. However, strategies to 
reduce brain injuries and disability in critical CHD have 
been less successful. Although overt neurological dysfunc-
tion is rare in survivors of critical CHD, they have a typi-
cal neurodevelopmental impairment profile consisting of a 
mild reduction in cognitive performance, challenges with 
social interaction, inattention, impulsivity, impaired execu-
tive functions and worse pragmatic language [3–6]. CHD 
neurocognitive deficits are still present in young adulthood 
and likely persist into aging. This life-long neurocognitive 
disability presents a large burden to society [3, 6]. Here 
we provide a review of mechanisms of global neurologi-
cal injury and neurodevelopmental delays in CHD. We will 
approach the matter by types of congenital heart disease, 
with specific mention to the most common pathologies, as 
well as and explore the factors that are known to impact 
neurodevelopment in these children.

The risk factors for neurocognitive impairment are mul-
tifactorial, interrelated and cumulative over time. These fac-
tors include: ((i) genetic and epigenetic factors, (ii) prema-
turity, (iii) socioeconomic factors, (iv) complications due 
to the heart disease resulting abnormal fetal cerebral blood 
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flow and hypoxia–hyperoxia damage, (v) perioperative fac-
tors relating to cardiopulmonary bypass or deep hypothermic 
circulatory arrest, and (vi) postoperative factors [3, 5, 7, 8].

Most of these factors converge on brain maturity, addi-
tive injuries and hypoxia-reperfusion insult. The presence of 
CHD reduces the rate of fetal growth, particularly the rate 
of brain growth [9]. The developing brain is highly sensitive 
to oxygen balance changes. The white matter is particularly 
vulnerable to disruptions in cerebral blood flow because the 
blood vessels in the white matter have a lower vasodilatory 
response than blood vessels in the rest of the brain [10]. 
White matter injury (WMI) and focal infarctions of the gray 
matter are the most common injuries seen in infants with 
severe CHD [11]. Preoperative WMI is present in 16–39% 
of term infants with CHD, and 35%-67% of CHD infants 
develop new postoperative WMI. Preoperative WMI is par-
ticularly common in infants diagnosed with single-ventricle 
physiology, with aortic arch obstruction, and in infants with 
a low brain maturity score. Postoperative injury is associ-
ated with preoperative injury, the use of cardiopulmonary 
bypass (CPB) with regional cerebral perfusion, and lower 
cerebral hemoglobin oxygen saturation during the myocar-
dial ischemic period. Excessive reoxygenation during CPB 
may also contribute to postoperative brain injury [4, 12–18].

Infants with hypoplastic left heart syndrome (HLHS) 
with a low birth weight have an overall poor growth rate, 
longer hospital stays and worse neurodevelopmental out-
comes [19]. In infants with undergoing surgical repair for 
HLHS, d-TGA, truncus arteriosus and interrupted aortic 
arch with a ventricular septal defect, the presence of WMI 
further delays brain growth, which increases susceptibility 
to additional postoperative mild WMI [16, 20]. The major-
ity of neonatal magnetic resonance imaging (MRI) lesions 
resolve within 4–6 months [18], but neurodevelopmental 
delays occur throughout life. At 1–1.5 years of age, infants 
that had a surgical repair for CHD had a lower scores on 
both the Psychomotor Development Index (PDI) and Mental 
Development Indexes (MDI) of the Bayley Scales of Infant 
Development 2nd edition, and the Griffiths developmental 
scales and were more likely to have neurological abnormali-
ties [21, 22].

Neurodevelopmental delays are associated with reduced 
growth in specific brain regions. Neonates and infants with 
CHD have smaller brain volumes in the frontal lobe, parietal 
lobe, cerebral white matter, subcortical gray matter, cerebel-
lum and brainstem [9, 23, 24]. In newborns with cyanotic 
CHD, reduced subcortical gray matter and increased CSF 
volumes associated with poor behavioral state regulation, 
while in newborns with non-cyanotic CHD behavioral state 
regulation deficits were associated with reduced cerebellar 
volumes [24]. Around 1 year, infants with biventricular CHD 
still have lower cerebral white matter, cerebellar white mat-
ter and brain stem volumes. Reduced cerebral white matter 

volume correlated with lower language scores [25]. Reduced 
perioperative brain growth of specific cortical regions, such 
as the Heschl’s gyrus and anterior planum temporale in the 
left temporal plane, also associated with language score 
deficits at 1 year of age [26]. Postoperative WMI is associ-
ated with lower IQ scores and attention deficits at school 
age [17]. By adolescence, the neurodevelopmental delay 
persisted and manifested as impairments of neuromotor, 
intellectual, executive function, visuomotor, perception and 
integration skills. Lasting cerebral WMI and microstructural 
alterations, cerebellar white matter and cerebellar volume 
loss contributed to the neurodevelopmental deficits [27–30].

Types of CHD

CHD is a diverse group of disorders classified by disease 
severity and cyanosis. Severe cyanotic CHD syndromes 
include d-transposition of the great arteries (d-TGA), tetral-
ogy of Fallot (TOF), double outlet right ventricle, truncus 
arteriosus and single-ventricle disorders. Single-ventricle 
physiology is divided into hypoplastic left heart syndromes 
(HLHS) with aortic or mitral atresia, and hypoplastic right 
heart syndromes with tricuspid or pulmonary atresia. Severe 
forms of non-cyanotic heart disease include atrioventricular 
septal defects, ventral septal defects, patent ductus arterio-
sus, aortic and pulmonary stenosis [1].

Cyanotic Heart Diseases

Dextro‑Transposition of the Great Arteries

d-TGA is a cyanotic heart disease that occurs when the 
two main arteries carrying blood away from the heart are 
reversed. During d-TGA, oxygen-rich blood reaches the 
pulmonary vasculature and oxygen-poor blood is pumped 
to the brain and body. The l-TGA form preserves the flow of 
oxygen-rich blood around the body and is less severe than 
d-TGA [6, 7, 28, 31]. Preoperative brain injuries are com-
mon in d-TGA. Fetal injuries occur in around 16%, preopera-
tive brain injuries, including WMI, stroke and intraventricu-
lar hemorrhages occur in 30–41% and postoperative WMI in 
25% of neonates studied [12, 32, 33]. At birth, infants with 
d-TGA have a smaller head circumference and a tendency to 
have an overall reduced brain volume [34–36].

Adolescents with d-TGA have abnormal WM microstruc-
ture and reduced gray matter volumes and thicknesses in 
the parietal, midline, and subcortical brain regions, which 
correlates with their neurocognitive performance [31, 37, 
38]. They typically have lower test scores within the average 
range for academic achievement, memory, executive func-
tions, visual-spatial skills, attention, and social cognition 
than a normative population. Up to 65% of adolescents with 
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d-TGA has received remedial academic or behavioral ser-
vices [7, 28].

Single‑Ventricle Physiology

Single-ventricle physiology occurs when one of the heart 
ventricles is smaller, underdeveloped or missing a valve. 
Because there is only one functioning ventricle, the same 
blood flows to the lungs and the body. Left-sided single-
ventricle defects include hypoplastic left heart syndrome 
(HLHS) where the entire left side of the heart (aorta, aortic 
valve, left ventricle and mitral valve) are underdeveloped, 
mitral valve atresia which impairs blood flow from the left 
atrium to the left ventricle, and aortic arch obstructions that 
impair blood flow from the left ventricle to the body. Right 
side lesions include hypoplastic right heart syndrome, tri-
cuspid atresia where the blood cannot flow from the right 
atrium to the right ventricle, and pulmonary atresia where 
blood cannot flow from the right ventricle to the lungs [1, 6]. 
Somatic growth restriction occurs in approximately 16% of 
fetuses with HLHS. Some HLHS fetuses have a small head 
size and WMI at mid-gestation, but the majority of fetuses 
have a normal head size. During the second and third tri-
mester, approximately 50% of fetuses subsequently develop 
poor head growth that manifests as the reduced head circum-
ference. Microcephaly occurs in 12% of HLHS newborns. 
Microcephaly was associated with a low birth weight and 
birth length, but not with the aortic valve anatomy [5, 34, 
39, 40].

Autopsy analysis of 11 HLHS fetuses showed some 
degree of chronic WMI in all the fetuses, despite normal 
brain weights. The WMI localized to the deep and inter-
mediate white matter, with widespread multifocal involve-
ment of adjacent central nervous system (CNS) structures 
and gray matter injury. None of the fetuses had infarcts [39]. 
A second autopsy analysis of 40 HLHS infants found that 
55% of the cohort had no acquired brain lesions, and the 
remaining 45% had hypoxic-ischemic lesions or intracranial 
hemorrhage [41].

MRI studies have identified preoperative WMI or stroke 
in 16–45%, and postoperative WMI or strokes in 50% of 
neonates with HLHS [12, 32, 33]. Brain lesions occur in up 
to 75% of neonates with tricuspid atresia [33]. Single-ventri-
cle physiology delays cortical growth and gyrification [42].

HLHS delays performance on the PDI to a larger extent 
than other types of single-ventricle deficits [43]. At around 
14 months of age, neonates that had corrective surgery for 
HLHS had reduced PDI and MDI scores. This developmen-
tal delay was more highly associated with innate patient fac-
tors, like low birth weight, maternal education and genetic 
anomalies, and with complications after the surgery during 
the first year of life, than with intraoperative management 

strategies [44]. The PDI and MDI delays in HLHS persist at 
30 months of age [43].

Adolescents with single-ventricle disease have wide-
spread WM microstructure abnormalities, reduced gray 
matter volumes, and asymmetric brain sulcal patterns on 
MRI. They also have compromised integrity of multiple cor-
tical, subcortical and cerebellar regions that are involved in 
autonomic control, mood and cognition. Adolescents with 
single-ventricle disease have deficits in all of these func-
tional areas [45–47]. Volume loss of the mammillary bod-
ies in the limbic system associates cognitive and memory 
deficits [48]. The majority of school-aged HLHS survivors 
have IQ scores within the normal range, but a lower mean 
performance than the general population and a third of the 
children require special education [49, 50]. Children and 
adolescents with HLHS also have impaired executive func-
tioning and intellectual disability occurs in 18% of HLHS 
survivors [28, 49]. Attention deficit hyperactivity disorder 
(ADHD) occurs in 28–50% of school-aged survivors, gross 
motor deficits such as cerebral palsy occur in 17–64%, clini-
cally significant anxiety occurs in 18%, and approximately 
50% of HLHS survivors use remedial education [10, 51].

Tetralogy of Fallot

Tetralogy of Fallot (TOF) is a severe cyanotic heart dis-
ease that consists of four congenital anomalies: (i) a right 
ventricular outflow tract obstruction, (ii) a ventricular sep-
tal defect, (iii) an overriding aorta which receives blood 
from both ventricles, and (iv) right ventricular hypertrophy 
[52]. Currently, the 20–30-year survival rates of TOF is 
close to 90%, but their survival rates decrease after middle 
age and these patients have life-long morbidity [53]. TOF 
affects brain growth from early in gestation. Fetuses with 
TOF already have reduced cortical and subcortical gray and 
white matter volumes and enlarged CSF spaces by 25 weeks 
of gestation, which persist throughout gestation. The mean 
cerebellar volume was not affected by TOF [52]. At birth, 
neonates with TOF have reduced head circumference [34]. 
Around 1/5th of fetuses and neonates with TOF also have 
abnormal preoperative MRIs [33]. During adolescence, 
patients that had surgery for TOF had lower scores on tests 
of academic achievement, memory, executive functions, vis-
ual-spatial skills, attention and social cognition. Co-morbid 
genetic abnormalities occur in up to 25% of adolescents, 
which further impairs neurocognitive performance. In TOF 
without other genetic abnormalities, the strongest predictors 
of adverse neurocognitive outcomes were related to surgi-
cal complications and postoperative seizures [54]. TOF 
also increases the incidence of motor dysfunction, which 
correlates with neurological dysfunction, lower IQ scores, 
reduced expressive language, behavioral problems, reduced 
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expressive language, self-esteem and school competence 
around 7 years of school age [55, 56].

Non‑cyanotic Disorders

Aortic Valve Stenosis and Atrial, Ventricular 
and Atrioventricular Septal Defects

There are fewer studies on outcomes after non-cyanotic 
CHD. Somatic growth restrictions occur in around 13% of 
neonates with isolated aortic valve stenosis. Aortic valve ste-
nosis affects antegrade aortic blood flow, which may reduce 
cerebral blood flow and impact CNS development. Aortic 
valve stenosis leads to microcephaly or head growth restric-
tion in approximately 25% of neonates, despite relatively 
mild blood flow disturbances. The reduction in head growth 
is likely due to complex factors which affect both CNS and 
cardiac development, rather than due to reduced antegrade 
aortic blood flow [39].

A study of a mixed group of children with predominantly 
non-cyanotic CHD that had open-heart surgery at school age 
found no deficits in general intelligence and neurocognitive 
functioning before and after surgery. However, this study 
excluded 26% of children that had a physical or mental defi-
cit before surgery from their analysis [57]. A second study 
of surgical correction in children with non-cyanotic CHD 
also did not find any baseline differences on any neuropsy-
chological domain before surgery, and a mild postoperative 
decline in cognitive function at 6 months after surgery. This 
decline was not specifically attributable to using CPB dur-
ing the surgery [58]. Studies of children with atrial septal 
defects found mean scores for IQ, general conceptual abil-
ity (analogous to IQ), academic achievement, language and 
memory within the normal range before and after correction 
with surgical repair or a catheter-delivered device. These 
children were also generally healthy. However surgical cor-
rection affected visuospatial and visuomotor skills, which 
reduced their performance IQ scores in one study [59, 60].

The incidence of preoperative MRI abnormalities in 
ventricular septal defects (VSD) and atrioventricular sep-
tal defects (AVSD) ranges from 16–50%, but relatively 
low amounts of infants have been studied [33]. At 1 year, 
the MDI and PDI scores of children that underwent surgi-
cal repair for a VSD with or without an additional aortic 
arch obstruction were within normal limits [61]. Around 
6–7  years of age (range 3–16  years), children that had 
surgical correction of VSD with or without cardiac insuf-
ficiency had intermediate neurodevelopmental deficits. 
Children without cyanosis before the operation had a nor-
mal performance on most domains, including full-scale IQ, 
internalizing behavior, externalizing behavior, executive 
functioning, quality of life, verbal memory, attention and 
concentration, cognitive flexibility and problem-solving, and 

academic skills. However, children with VSD had reduced 
performance IQ, visual-motor ability and reduced adaptive 
behavior deficits. Another study of VSD complicated by car-
diac insufficiency at the time of operation found that around 
7 years of age these children had increased internalizing 
and externalizing problems, reduced school performance and 
lower use of expressive and receptive language, comparable 
to children with TOF. Therefore the degree of cardiac insuf-
ficiency affects neurodevelopmental outcomes in children 
with surgically corrected VSD [55, 56, 62]. Around 9 years 
of age, children with surgically corrected VSD had subtle 
problems in attention and visuospatial information process-
ing, while children with surgically corrected atrial septal 
defect secundum type had lower scores on tests of visuospa-
tial processing, working memory, sensorimotor functioning, 
language, attention, and social perception and lower school 
performance [63, 64].

Patent Ductus Arteriosus (PDA)

The ductus arteriosus is a fetal blood vessel between the 
aorta and the pulmonary artery that normally closes shortly 
after birth. Sustained opening of the ductus arteriosus or 
PDA may lead to heart failure later in life. PDA is one of 
the most common types of CHD with an incidence between 
5 and 10% in term infants, and up to 60% in preterm infants 
born before 29 weeks of gestation. In term infants, PDA is 
associated with functional defects, while in preterm infants, 
PDA is associated with prematurity. PDA is commonly asso-
ciated with morbidity and mortality in preterm infants and 
often accompanied by other complications of prematurity, 
such as necrotizing enterocolitis, intraventricular hemor-
rhage, pulmonary hemorrhage, chronic lung diseases and 
retinopathy of prematurity [65–69].

PDA reduces cerebral oxygen saturation. WM and cer-
ebral injuries due to immaturity and hypoxic-ischemic inju-
ries are also common in preterm PDA and a major cause 
of neurodevelopmental impairments. Treatment options 
for PDA consist of pharmacotherapy with cyclooxygenase 
inhibitors, fluid restriction, or surgical ligation. Approxi-
mately 20–36% of preterm survivors of PDA have a neurode-
velopmental disability such as cerebral palsy, hearing loss, 
blindness, or PDI and MDI scores below 70 at 1.5–2 years 
of age. Infants that had a surgical ligation had a higher inci-
dence of neurodevelopmental deficits than infants treated 
pharmacologically or left untreated. However, the higher 
incidence of neurodevelopmental disorders after ligation 
treatment may be due to confounding by additional risk fac-
tors, rather than the ligation itself. At birth, risk factors for 
neurodevelopmental disability include gestational age, birth 
weight, multiple gestation, antenatal corticosteroids, intrau-
terine growth restriction and sex. At the time of discharge, 
neonatal morbidities of prematurity, sepsis and major brain 
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injury are associated with neurodevelopmental impairments 
at 18–24 months of age [65–69]. Since brain injury and neu-
rodevelopmental disability in PDA is intertwined with the 
complications of preterm birth in general, we excluded PDA 
from the rest of the review.

Factors that Predict Neurological Injury 
and Neurodevelopmental Deficits

Preoperative Factors

Patient-specific preoperative factors are stronger predictors 
of adverse neurodevelopmental outcome than intraoperative 
factors [10, 22, 70, 71].

Delayed Brain Growth

A substantial amount of neurological damage in critical 
CHD occurs prenatally due to global CNS dysmaturation of 
white and gray matter, resulting in impaired neuronal con-
nectivity and long-term neurodevelopmental impairment. 
Human brain development begins at the  3rd week at gesta-
tion with the differentiation of neural progenitor cells and 
continues into late adolescence. Neurogenesis starts at the 
6th week of gestation and is mostly complete by mid-ges-
tation [72]. The fetal heart development is nearly complete 
by the 7th week of gestation and the occurrence of critical 
CHD can disrupt fetal blood flow and oxygen delivery to the 
brain for the rest of the gestational period [73]. By the end 
of the 8th week of gestation, the basic structures of the CNS 
are established. The subsequent period until mid-gestation 
is critical for the formation of the neocortex. Around mid-
gestation, the myelination process starts. During the third-
trimester blood supply to the brain increases to 25% of the 
combined ventricular output to allow the increased forma-
tion of synaptic connections and neuronal activity. By the 
end of gestation, the formation of major subcortical path-
ways like the thalamocortical pathway is complete. While 
the production and migration of neurons is largely completed 
prenatally, the proliferation and migration of glial precursors 
and differentiation into astrocytes and myelinating oligo-
dendrocytes continue after birth and the maturation of glial 
cells continue into early childhood. These processes play a 
critical role in the functional maturation of neural circuits. 
Substantial cortical neurogenesis and migration of neurons 
to the frontal lobe also occur postnatally [8, 72, 74]. Critical 
CHD impairs cortical growth and maturation by reducing 
the proliferation of neural progenitor cells and neurogenesis 
in the subventricular zone [75]. The brain size only reaches 
90% of the adult brain volume by age 6 [72].

Pregnancies in which the fetus has a CHD often have 
an impaired uteroplacental environment and increased 

incidences of pre-eclampsia, preterm birth and low gesta-
tional age births. Impaired fetal-placental oxygen exchange 
reduces systemic and cerebral oxygenation that results in a 
delay of body and brain growth [36, 76, 77]. The majority 
of studies of CHD, particularly studies of HLHS, d-TGA 
and TOF, report impaired fetal brain growth [34]. Struc-
tural brain abnormalities are present in 28% of fetuses with 
CHD. The most common abnormalities are enlarged ven-
tricles, agenesis of the corpus callosum, ventricular bleed-
ing, increased extra-axial space, vermian hypoplasia, white 
matter abnormalities and delayed brain development [78].

At birth, infants with CHD typically have a birth weight 
and birth length below average, a mean head circumference 
1 standard deviation below normal, and a delay of 1 month 
in structural brain development. Neonates with CHD have 
delayed gyrification, a 21% reduction in overall brain volume 
and regional brain volume reductions of 8–28% [9, 12, 19, 
32, 34, 79, 80]. In particular, smaller brain volumes in the 
frontal lobe, parietal lobe, cerebral white matter, thalamus, 
cerebellum and brainstem have been found around the time 
of birth. The reduction in frontal and parietal lobe size corre-
lates with delayed white matter microstructure development, 
while reduced subcortical and cerebellar volumes associates 
with regional deficits in cerebral WM energy metabolism 
[9, 23].

The underdeveloped brain metabolism and WM micro-
structure of term infants with CHD increase both the risk 
of preoperative and postoperative WMI and the severity of 
the brain injury [12–14, 16, 81]. WMI occurs in the central, 
frontal and posterior periventricular regions in both term 
and preterm CHD infants [12–14]. Neonatal brain injuries 
are already detectable on a fetal MRI in 27% of cases [33], 
thus brain injuries in this population are a mixture of prena-
tal, perinatal and postoperative injuries. Preoperative brain 
injury in term neonates is associated with subsequently 
impaired corticospinal tract development [82]. Delays in 
brain growth vary by the type of CHD. Neonates with HLHS 
have a lower global and regional brain growth rate than neo-
nates with d-TGA [20].

Abnormal brain growth and brain injury in the antenatal 
period has life-long effects. Focal WM lesions consisting 
of small punctate mineralization or WM iron deposits are 
relatively common on structural MRIs of adolescents with 
CHD. These MRI abnormalities are likely related to micro 
hemorrhage that occurred at the time of corrective surgery 
[7, 54]. When compared to controls, adolescents with CHD 
have lower total brain volumes and lower volumes of WM 
and cortical, subcortical and cerebellar gray matter but com-
parable cerebrospinal fluid (CSF) volumes. Adolescents with 
cyanotic CHD have more WM and subcortical brain volume 
loss than non-cyanotic CHD. The reduction in regional brain 
volumes correlated with impairments in cognitive, motor 
and executive functions [83]. After controlling for the total 
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brain volume, the extent of hippocampal volume loss after 
CHD correlated with total IQ, working memory, episodic 
memory and verbal comprehension. The extent of WM vol-
ume loss correlated with verbal comprehension and motor 
performance and the cerebellar volume correlated with 
working memory and static balance [83–85]. Adolescents 
with CHD also have global WM microstructural abnormali-
ties and a disruption of the WM network topology. Some 
of these WM disturbances correlate with performance in 
specific functional domains.

On a microstructural level, adolescents have a lower 
apparent density of axonal packing, but not altered axonal 
orientation. The reduced WM axonal packing could impair 
communication between different brain regions [86]. The 
degree of global WM network topology disturbances corre-
lates with overall neurocognitive performance, WMI in the 
uncinate fasciculus correlates with verbal memory impair-
ments, WMI in the frontal lobe associates with working 
memory deficits, and WMI of the middle cerebellar pedun-
cle correlates with auditory attention span [30, 31, 87].

Fetuses with CHD have lower cerebellar volumes and 
an overall reduced growth rate of the cortical and subcorti-
cal gray matter and cerebellum over the fetal period, which 
results in reduced total brain volumes at birth and 3 months 
of age [80, 88]. CHD reduces the rate of brain volume gain 
over the third trimester. Fetuses with CHDs with single-
ventricle physiology experience a greater slowing of brain 
growth than fetuses with two-ventricle CHDs. Fetuses with 
two-ventricle CHD have a steady increase in brain volume 
across most regions during the third trimester. In fetuses 
with single-ventricle CHD the rate of cerebral brain growth 
slows between 32 and 35 weeks of gestation, the rate of 
total brain, cortical plate, and deep gray matter growth slows 
around 35 weeks of gestation, and cerebellar growth slows 
around 34 weeks of gestation. Fetuses with single-ventricle 
and two-ventricle CHD had similar rates of WM volume 
gain over the third trimester [89]. There is a strong corre-
lation between the total brain volume and volumes of the 
cortical gray matter, unmyelinated white matter and CSF 
on the fetal MRI at 33 weeks of gestation and neonatal MRI 
within the first week after birth [90].

Cerebral Blood Flow Obstructions

Fetuses have different blood flow patterns than neonates 
because their gas exchange occurs in the placenta. The 
oxygenated blood from the placenta flows from the right 
atrium across the foramen ovale to the left atrium, which 
streams oxygen-rich blood to the brain. Critical CHD causes 
modifications to the intracardiac circulation, which changes 
the characteristics of cerebral blood flow to the brain. CHD 
reduces both the blood flow to the brain (ischemia) and the 
oxygen content of the blood (hypoxia). Inadequate blood 

flow to the brain reduces both oxygen and glucose delivery, 
which affects brain growth. The fetus attempts to compen-
sate by reducing cerebral vascular resistance to increase cer-
ebral blood flow, but this ‘brain sparing’ mechanism is insuf-
ficient to ensure adequate blood supply to the brain [8, 91].

The type of CHD affects fetal cerebrovascular blood 
flow distribution and the level of brain immaturity. Single-
ventricle physiology occurs when one of the ventricles is 
smaller, underdeveloped or missing a valve. In HLHS, the 
left side of the heart is underdeveloped. Oxygen-rich blood 
from the placenta mixes with deoxygenated blood in the 
right atrium, which reduces the overall oxygen content of 
the blood. Blood with a reduced oxygen content is ejected 
into the pulmonary trunk and the ductus arteriosus. Retro-
grade blood flow and a reduced diameter of the aortic arch 
further restricts blood flow into the brain. In HLHS, the fetal 
brain thus receives less blood (ischemia) and the blood that 
flows to the brain has a reduced oxygen content (hypoxia). 
In fetuses with left-ventricular outflow tract obstructions, 
the flow of blood to the brain is reduced (ischemia) but the 
relative oxygen content of the blood that reaches the brain is 
within normal limits. The brain compensates for left-sided 
lesions by lowering cerebrovascular resistance to increase 
blood flow to the brain. Fetuses with obstructions of the 
right side of the heart have higher cerebrovascular resist-
ance than infants with HLHS. In d-TGA, the two main arter-
ies carrying blood away from the heart are reversed so that 
the brain receives relatively deoxygenated blood from the 
superior vena cava through the right ventricle. Thus d-TGA 
causes a severe reduction in the oxygen content of the blood 
delivered to the brain (hypoxia), but less cerebral blood flow 
disturbances (ischemia) than left-ventricular outflow tract 
obstructions and single-ventricle physiology with aortic arch 
obstructions [8, 36, 42, 81]. These differences in cerebrovas-
cular blood flow distribution likely affect subsequent brain 
injuries [8, 10, 35, 92].

Fetuses with HLHS have a progressive delay white and 
gray matter brain growth, brain metabolism and cortical 
folding over the third trimester [93, 94]. The delays in WM 
microstructural development and WMI are worse in infants 
with smaller ascending aortas or aortic atresia [95, 96]. In 
severe HLHS, there is a decrease in cerebral oxygen satura-
tion and cerebral oxygen extraction accompanied by a switch 
to anaerobic metabolism starting in the fetal period. More 
than 50% of neonates with HLHS have elevated brain lactate 
levels, sometimes accompanied by focal ischemic lesions 
[18, 94, 97]. The relative hypoxia persists throughout early 
childhood. Infants with single-ventricle physiology (includ-
ing HLHS) have reduced blood oxygen saturation at 1 and 
3 years of age [98]. Reduced cerebral oxygen saturation per-
sists in HLHS after stage I Norwood RVTA shunt and stage 
II Glenn repairs, but returns to normal after the stage III 
Fontan repair [97].
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Fetuses with d-TGA have impaired brain growth and 
metabolism over the third trimester [94]. However, the 
impairment in brain growth in d-TGA is less severe than 
in single-ventricle physiology with aortic arch obstruc-
tion. Neonates with d-TGA or a left ventricle outflow tract 
obstruction have more mature WM microstructure than 
infants with single-ventricle physiology with aortic arch 
obstruction [81].

CHD delays cortical growth and maturation: infants with 
mild forms of d-TGA have normal brain development of gyr-
ification, while gyrification is delayed in infants with single-
ventricle physiology. However, infants with severe d-TGA, 
that requires preoperative palliation with balloon atriosepto-
stomy, have a higher risk of delayed gyrification and reduced 
cortical volumes [42]. The use of balloon atrioseptostomy 
also increases the risk of WMI [99]. At 1 year, both infants 
with d-TGA and single-ventricle physiology have reduced 
brain volumes. But by 3 years of age onwards, brain volumes 
in the d-TGA group normalize but remain small in infants 
with the single-ventricle disease [98]. Severe hypoxia and 
acidosis before corrective surgery in d-TGA predispose to 
neurodevelopmental impairments during adolescence [100].

The impact of other types of CHD on blood flow and 
cerebral oxygenation is varied. TOF, patent ductus arteriosus 
and pulmonary atresia reduce cerebral oxygen saturation. 
However, children with ventricular septal defects and aortic 
coarctation have cerebral oxygen saturation levels compa-
rable to controls [97].

Prenatal Diagnosis

The majority of CHD cases can be diagnosed with prena-
tal echocardiography. Tertiary perinatal centers can detect 
85–95% of CHD cases prenatally, but the average prenatal 
detection rate in the US is around 34%. CHD lesions vis-
ible on a 4 chamber view are more likely to be detected 
prenatally than those requiring outflow tract visualization 
[101, 102].

Prenatal treatments of fetal abnormalities are a rapidly 
developing area. However, prenatal detection of the CHD 
and brain injuries do not necessarily improve outcomes. 
Most diagnostic techniques can only detect fetal heart 
defects after 18 weeks of gestation, by which time consider-
able organ damage has already occurred which can no longer 
be corrected, even with intrauterine surgery [102].

In CHD infants with standard mortality risk, a prenatal 
diagnosis reduces the risk of death due to cardiovascular 
compromise before the planned surgical intervention but 
does not affect mortality after surgery. However, the most 
critical infants may be considered too high risk for surgery 
and only receive palliative care and pregnancies with a pre-
natal diagnosis of complex CHD may be terminated. Pre-
natal diagnosis also increases the likelihood of a scheduled 

delivery, which results in infants being born earlier with 
lower birth weights [103–107].

Despite the potential drawbacks of prenatal diagnosis, 
in neonates with single-ventricle physiology or d-TGA, a 
prenatal diagnosis reduces the incidence of perioperative 
brain injuries and increases the rate of WM microstructural 
development. These beneficial brain findings are likely due 
to improved cardiovascular stability [107]. The brain vol-
umes on fetal MRI late in gestation strongly correlate with 
neonatal brain volumes in CHD. Fetuses with lower brain 
volumes on MRI are at a higher risk of having a neona-
tal ischemic brain injury, and neonatal brain injuries are 
already detectable on a fetal MRI in 27% of cases [33, 90]. 
Therefore, a fetal diagnosis of CHD is considered beneficial 
in terms of preoperative mortality and brain development. 
Once prenatal investigations confirmed the diagnosis of an 
operable CHD the main target for physicians will consist 
of an early optimized hemodynamic postnatal stabilization 
that in turn will improve neurological morbidity and WM 
development [6, 108, 109].

Other Preoperative Factors

Around 30% of infants with CHD have an additional genetic 
anomaly. Infants with an additional genetic anomaly are born 
at a lower gestational age and weight, have a smaller head 
circumference at birth and worse performance on the PDI 
and MDI at 1 year of age [70, 110].

In patients without genetic anomalies, innate risk factors 
(birth weight, Apgar score, race, APOE-E genotype) are 
associated with lower scores on the PDI. Low birth weight, 
Apgar score, male sex, maternal education level, genetic 
anomalies and APOE-E genotype are associated with lower 
scores on the MDI between 1 and 1.5 years of age [22, 70, 
110]. Interestingly, the APOE-E2 genotype is associated 
with worse neurodevelopmental outcomes in CHD, while 
the APOE-E2 genotype is protective against the late-life 
neurodegenerative disease Alzheimer’s disease [110, 111]. 
Male sex, delivery by C-section, and an acute hypoxic insult 
due to preoperative cardiac arrest are also risk factors for 
WMI in CHD [6, 96, 99]. Male sex is also a risk factor for 
worse outcomes after a hypoxic-ischemic insult in otherwise 
healthy newborns [112]. Preoperative seizures predicted 
lower IQ in school age children with HLHS [49].

Perioperative Factors

The majority of neonates with mild-severe CHD requires 
surgery within the first few weeks after birth to survive. 
Intraoperative brain injuries are predominantly due to the 
methods of CPB and deep hypothermic circulatory arrest 
(DHCA) used after stopping blood circulation and brain 
function for surgery. Complications of these methods 
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include low cardiac output syndrome, hypoperfusion, air 
emboli and systemic inflammation [6, 73, 113].

Embolism

Most heart surgery procedures involve opening the left side 
of the circulation, which brings a risk of vascular air embo-
lism, hypoperfusion and thromboembolism. The risk of 
stroke in CHD has been reduced over the last few decades, 
but preoperative strokes still occur in 2–25% and postopera-
tive strokes occur in 0–19% of infants with surgery for CHD 
[113–115].

Choice of Surgical Procedures

The Norwood Procedure for HLHS The stage I Norwood pro-
cedure is the first of three palliative operations for HLHS. 
While the stage II (Hemi-Fontan or bidirectional Glenn) 
and stage III Fontan procedures are now relatively low risk, 
the Norwood procedure remains a high-risk procedure [116, 
117]. Cerebral oxygen saturation in HLHS remains low 
after the stage I and II repairs but improves after the stage III 
Fontan procedure [97]. Altered cardiovascular hemodynam-
ics after stage II repair, particularly increased atrial filling 
and Glenn pressures, associated with reduced brain volumes 
and worse neurodevelopmental outcomes [118]. Both sur-
vival and neurodevelopmental outcomes after the Norwood 
procedure have improved between 1998 and 2005, but neu-
rodevelopmental scores of survivors remain below normal 
[119]. However, neurodevelopmental outcomes in HLHS 
survivors is comparable between infants that had a staged 
reconstruction with the Norwood procedure and infants that 
had a heart transplant, which indicates intrinsic patient fac-
tors play a larger role than intraoperative factors. Preopera-
tive seizures and a longer total DHCA time predicted lower 
IQ scores in HLHS survivors [10]. Hemodynamic instabil-
ity and postoperative death after the Norwood procedure 
remain problematic. Here we discuss several variations on 
the Norwood procedure. The first variable that can influ-
ence the surgical outcome is the choice of shunt used dur-
ing the operation. Several studies have compared outcomes 
after the modified Blalock–Taussig shunt (MBTS) to the 
right ventricle-to-pulmonary artery (RVPA) shunt modifica-
tion of the Norwood procedure. The use of the RVPA shunt 
has reduced mortality rates and improved the PDI score 
of infants with HLHS, likely because it promotes a more 
stable hemodynamic status [19, 119, 120]. However, the 
RVPA shunt may cause fibrotic tissue to develop over the 
long-term and an individualized shunt choice based on birth 
weight and aorta size can further improve outcomes [117].

A second consideration is the use of support techniques 
during the operation. Regional cerebral perfusion (RCP), 
also known as antegrade or low-flow cerebral perfusion, is 

a support technique that provides antegrade cerebral blood 
flow and maintains oxygen supply to the brain, while still 
maintaining a relatively bloodless intraoperative field. This 
allows more time to complete the repair [6, 121]. The uptake 
of RCP has increased in recent years [119].

A single randomized clinical trial did not find improved 
neurodevelopmental outcomes of RCP vs. deep hypother-
mic circulatory arrest (DHCA) used in the Norwood pro-
cedure at 1 year of age or during a follow-up investigation 
at 5–8 years [122, 123]. However, further improvements of 
the RCP technique have been suggested including neuro-
logical monitoring, with near-infrared spectroscopy (NIRS) 
and transcranial Doppler ultrasound (TCD), to adjust flow 
rates during RCP to standardize cerebral oxygen delivery for 
the individual patient. These results in an increased cerebral 
flow rate, which does not appear to cause more neurological 
injuries than the standard CPB [16, 121, 124]. Standard-
izing cerebral oxygen flow during RCP has improved the 
cognitive outcomes of survivors to levels comparable to the 
reference population at 1 year of age. However, mean lan-
guage and motor outcomes remain lower than the reference 
population mean by 0.8–0.9 standard deviations. The dura-
tion of RCP was not associated with adverse outcomes and 
prolonged RCP appears to be safe [121]. The age-at-surgery 
is a remaining consideration. A shorter time to surgery may 
decrease perioperative WMI [125].

Arterial Switch Operation for  d‑TGA  The arterial switch 
operation (ASO) is the standard of care for neonates with 
d-TGA. The procedure has a low mortality rate. Lower cer-
ebral oxygen saturation before and during the procedure, 
longer CPB and cross-clamping times, and anesthetic use 
were associated with adverse neurodevelopmental outcomes 
[100, 126, 127].

Cardiopulmonary Bypass

Open-heart surgery with CPB is standard care for 
CHD. However, open-heart surgery causes a planned 
ischemia–reperfusion injury, which resembles the hypoxic-
ischemic injury during perinatal asphyxia [113]. CPB is 
associated with cerebral microhemorrhages, which are still 
present in early adulthood (mean age 26.7 years) [128]

The use of CPB with RCP and lower cerebral hemoglobin 
oxygen saturation during surgery increases the risk of WMI 
and adverse neurodevelopmental outcomes [4, 126]. Lower 
nasopharyngeal temperatures during CPB were associated 
with a lower score on the PDI and a lower head circumfer-
ence at 1–1.5 years of age [70]. Longer CPB times associ-
ated with adverse neurodevelopmental outcomes. However, 
the predictive value of CPB time was lower than that of 
preoperative and postoperative factors. A longer CPB time 
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is likely a surrogate marker for more complex surgery with 
longer postoperative stays [49, 71].

CPB techniques are continuously improving. Notable 
advances in CPB technique over the last few years include 
the use of low prime CPB circuits and modified ultrafil-
tration [119]. A recent systematic review of interventions 
during CPB found that the clinical evidence for neuropro-
tective and neuromonitoring interventions curing CPB was 
limited and the only intervention with sufficient evidence 
was avoiding extreme hemodilution during CPB [129]. Low 
prime CPB circuits minimize hemodilution that improves 
the hematocrit values and reduces the need for red blood cell 
transfusions [119, 130, 131]. Modified ultrafiltration reduces 
systemic inflammation during CPB, which reduces morbid-
ity and mortality [132].

Cardiopulmonary Bypass Complications

Low Cardiac Output Syndrome Low cardiac output syn-
drome (LCOS) is a major perioperative complication after 
open-heart surgery with CPB. LCOS has multiple contribut-
ing factors, including ischemia–reperfusion injury, surgical 
trauma, endothelial dysfunction and the activation of inflam-
matory, complement and coagulation processes [113, 133]. 
Preoperative multifocal brain injuries are also associated 
with LCOS [134]. CPB affects cerebrovascular resistance 
by increasing the pulsatility of the middle cerebral artery 
during surgery [133]. Increased cerebrovascular resistance, 
elevated venous pressure, LCOS and low blood pressure 
compromise oxygen delivery to the brain, which increases 
the risk of postoperative neurological damage [113]. LCOS 
contributed to 30% of new postoperative multifocal brain 
injuries in a clinical cohort [134]. Several putative biomark-
ers of neurological damage during CPB have been identified. 
Infants with postoperative neurological damage have higher 
plasma levels of the brain injury protein activin A during 
CPB [135]. The plasma levels adrenomedullin, a vasoactive 
peptide that regulates cerebral blood flow, decreases during 
cardiac surgery with CPB. Low adrenomedullin levels at the 
end of CPB and after surgery associated with neurological 
damage and LCOS [133, 136].

Systemic Inflammation and Blood–Brain Barrier Compro‑
mise While surgery by itself causes a systemic inflamma-
tory response, exposure of blood cells to the circuit surface 
during CPB initiates an even stronger systemic inflam-
matory reaction, which worsens HI reperfusion injury 
[132, 137–139]. Infants with CHD have a preoperative 
increase in neuron-specific marker phosphorylated neuro-
filament heavy and the calcium-binding protein S100B, 
and detectable levels of neuron-specific enolase (NSE) in 
their plasma, which suggest a compromised blood–brain 
barrier. Infants with cyanotic CHD have higher plasma 

S100B levels preoperatively, during surgery with CPB 
and at 24 h postoperatively than infants with non-cyanotic 
CHD. The increases in perioperative plasma S100B lev-
els correlated with increased oxygenation levels during 
CPB. This is thought to reflect hyperoxia stress during 
reperfusion. Although S100B is not exclusively a neu-
ronal marker, neuronal damage is the most likely source 
of elevated plasma S100B levels. Elevated S100B release 
from other sources such as adipose tissues is unlikely 
because the adipose marker adiponectin remains constant 
in the perioperative period [137, 140, 141]. CHD also 
increases serum levels of the complement proteins C5a 
and sC5b9 and the inflammatory cytokines IL-12p70, 
IL-6, IL-8, IL-10 and TNF-α levels preoperatively. CPB 
further increases cytokine levels and complement remains 
activated after surgery [137]. The use of modified ultrafil-
tration during CPB reduces inflammation and morbidity 
after surgery [132].

Systemic Lactate Levels Lactate is formed during anaer-
obic metabolism. The greatest increase in lactate levels 
over the perioperative period occurs during CPB. Longer 
durations of CPB and aortic cross-clamping, low hema-
tocrit levels during the operation, and younger ages at 
operation associated with increased postoperative serum 
lactate levels. Elevated postoperative serum lactate lev-
els reflect reduced cerebral and renal oxygen saturation 
levels, which increases the risk of postoperative mortality 
and morbidity in infants [142–144].

Reoxygenation Injury and  Controlled Oxygen Support 
During CPB Standard CPB with a pump prime has a 
partial oxygen pressure that is relatively hyperoxic for 
a cyanotic patient. Cyanotic CHD patients, particularly 
those with the single-ventricle disease, have a high risk 
of reoxygenation and reperfusion injuries during CPB, 
which plays a central role inflammatory response induced 
by CPB. The plasma levels of the neuronal injury marker 
S100B increases as oxygenation increases during surgery. 
Controlling the partial oxygen pressure during CPB to 
match the patient’s partial oxygen levels reduced plasma 
markers of organ damage, inflammation, stress, and oxida-
tive stress in single-ventricle patients, but not in double-
ventricle patients [139, 140, 145, 146]. Supplementing 
nitric oxide (NO) has also been assessed as a strategy to 
reduce reperfusion injury. CPB damages endothelial cells 
which normally secrete NO. Hemoglobin released from 
hemolysis during CPB further scavenges NO. NO has a 
beneficial role in maintaining the vascular tone and reduc-
ing oxidative stress. Administration of NO donors during 
CPB has improved outcomes in pediatric trials [139].
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Deep Hypothermic Circulatory Arrest (DHCA) 
and Continuous Hypothermic Low‑Flow Bypass

The circulatory arrest is often used in open-heart surgery 
because of the absence of blood in the operative field. 
During this procedure, the body is cooled to 15–18 °C and 
the circulation is completely stopped, which induces a risk 
of hypoxic-ischemic and reperfusion brain injuries [73]. 
DHCA is based on the principle that there is a ‘safe’ dura-
tion for circulatory arrest under deep hypothermia [147]. 
However, extended durations of DHCA have deleterious 
effects on children. Traditionally periods of 45–50 min 
of DHCA have been considered safe [10]. However, the 
true ‘safe’ duration is likely much shorter. During the first 
20 min of DHCA, the cerebral metabolism remains aero-
bic, after this period, anaerobic metabolism and cerebral 
lactate concentrations start to increase. Increased anaero-
bic metabolism eventually leads to cerebral energy failure 
[113]. The relationship between neurological impairment 
and the length of DHCA is not linear [10]. In HLHS chil-
dren that had DHCA for the Norwood procedure, longer 
DHCA durations were associated with lower IQ scores in 
some, but not all, studies [10, 121]. Longer durations of 
hypothermia and support time and lower tympanic mem-
brane temperatures during surgery were also associated 
with structural brain damage in d-TGA [37]. In general, 
the weight at operation and having DHCA were weak pre-
dictors of delays in PDI and MDI scores at 1–1.5 years of 
age in CHD, and the time of DHCA was a weak predic-
tor of MDI scores. However, patient-specific factors were 
stronger predictors of neurodevelopmental outcomes than 
intraoperative factors [70].

Continuous hypothermic CPB at a low-flow rate (low-
flow bypass) has been evaluated as an alternative to DHCA. 
The low-flow bypass has the advantages of maintaining the 
cerebral blood flow during surgery, but it requires longer 
durations of extracorporeal blood flow than DHCA, which 
increases the risk of pump-related brain injuries such as air 
or particulate emboli [10, 147]. A randomized trial which 
compared DHCA to low-flow bypass for d-TGA surgeries 
found that the EEG activity recovers more rapidly after 
low-flow bypass, which associates with fewer postoperative 
seizures and lowers brain creatinine kinase release [147].

Glucose Levels

Intraoperative hyperglycemia increases the risk of postop-
erative infections [148]. Infections may increase the post-
operative length of stay, which is a risk factor for adverse 
neurodevelopmental outcomes [71]. However, intraoperative 
glucose levels were not correlated with long-term clinical, 
developmental or MRI deficits at 1, 4 or 8 years of age [149].

Anesthetic Use

The use of high doses of the benzodiazepine or volatile anes-
thetics in the perioperative and postoperative period asso-
ciates with reduced neurodevelopmental scores at 1 year. 
A greater number of subsequent anesthetic exposures after 
the initial surgery was also associated with worse neurode-
velopmental outcomes at 1 year of age [121, 126, 150]. At 
1.5–2 years of age, there was no association between the 
dose and duration of anesthetic drugs in the perioperative 
period and on mental, motor and vocabulary scores [151]. 
At 4–5 years, there was a weak association between the days 
on chloral hydrate anesthesia during the perioperative period 
and lower performance IQ, the cumulative dose of benzodi-
azepine anesthesia and visual-motor integration scores, and 
the cumulative dose of volatile anesthetics and full-scale IQ 
and verbal IQ scores [152, 153].

Postoperative Factors

Postoperative diffuse and focal WMI occurs in 26–50% of 
neonates with surgery for critical CHD. Hypoxemia and 
hypotension (both low mean and low diastolic blood pres-
sure) in the early postoperative period, the age-at-operation 
and lower brain maturity scores associates with WMI [4, 
16, 154]. Postoperative hyperglycemia increases the rate 
of early mortality and early CNS morbidity [155–157]. 
However, postoperative hyperglycemia was not associated 
with adverse neurodevelopmental outcomes at 1 year of age 
[158] and a randomized clinical trial of tight glycemic con-
trol postoperatively did not find improvements on mortal-
ity, morbidity or length of stay [159]. Postoperative cerebral 
desaturation due to low cardiac output or loss of cerebral 
autoregulation is common in infants with cardiac surgery for 
single-ventricle defects but it is unclear if cerebral desatu-
ration predicts neurodevelopmental delays [160, 161]. The 
need for extracorporeal membrane oxygenation (ECMO) or 
ventricular assist device support postoperatively, as well as 
increases in the postoperative length of stay associated with 
lower scores on the PDI and MDI at 1–1.5 years of age [70, 
71]. The use of ECMO and ventricular assist devices also 
increases the risk of stroke [115]. Additional postoperative 
risk factors for brain injuries in HLHS include multiple sur-
geries, prolonged hypoxemia, failure to thrive and the risk of 
strokes before and after the Fontan procedure due to abnor-
malities in coagulation factors [10]. Children with HLHS 
are operated at younger ages than children with other types 
of CHD and have a significantly longer postoperative length 
of stays, more surgeries and lower scores on tests of cogni-
tion, fine motor skills, executive function, and math skills at 
4 years than infants than other subtypes of CHD. Children 
with d-TGA also have earlier surgeries with longer post-
operative stays than infants operated for TOF or VSD. The 
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neurodevelopmental performance at 4 years was comparable 
between d-TGA, TOF and VSD, but the children were more 
likely to have an impairment in at least 1 functional domain 
than the general population [162]. Additional reversible fac-
tors during development also play a role in neurodevelop-
mental outcomes. Obstructive sleep apnea occurred in 57% 
of a mild-moderate CHD cohort and was associated with 
worse neurodevelopmental outcomes [163]. Early motor 
screening and early physical therapy could alleviate some 
of the early locomotor deficits in CHD [164].

Discussion

Neurological damage in CHD is a complex multifactorial 
insult affecting multiple brain regions. Here we discuss those 
innate patient factors, such as genetic risk factors, reduced 
cerebral blood flow and delayed brain growth, which results 
in an immature brain [16, 19, 20]. Adverse neurodevelop-
mental outcomes are likely due to the cumulative effect of 
critical CHD on several brain regions. CHD affects neural 
progenitor cells, which impairs the growth and maturation 
of the prefrontal cortex, which is essential for higher-order 
functions. Higher-order functions also require proper con-
nectivity and communication between neurons throughout 
the brain. White matter development plays a crucial role in 
this and WMI and an underdeveloped white matter micro-
structure is frequently observed in CHD studies. Delayed 
development and injury of the subcortical areas, particularly 
the cerebellum, further impair neurocognitive performance 
[73–75, 83–85]. The immature brain is highly susceptible to 
hypoxia–hyperoxia and ischemia caused by cerebral blood 
flow disturbances due to the CHD itself or CPB during the 
surgical correction. An increased length of stay postopera-
tively also predicts worse outcomes, likely because it indi-
cates a more complicated disease course [16, 19, 20].

Care must be taken when generalizing risk factors. CHD 
consists of a spectrum of disorders with varying degrees of 
severity and blood flow and blood oxygenation disruptions. 
Even after subdivision into syndromes such as d-TGA or 
HLHS, studies include heterogeneous patient populations 
with multiple risk factors for CNS dysmaturation and neu-
rodevelopmental impairments. Neonates with multiple risk 
factors, such as genetic comorbidities, delayed brain growth, 
intraoperative and postoperative complications have a far 
greater risk of long-term disabilities than neonates with a 
prenatal diagnosis without additional comorbidities and a 
successful surgical repair [10]. These innate patient factors 
should be considered when predicting the prognosis for an 
individual patient and designing strategies to reduce neuro-
logical injuries in these populations.

There is a lot of room for improvement in understand-
ing brain injuries after CHD. The current ‘best’ statistical 

models only explain around 30% of the variability in neu-
rodevelopmental performance at 1 year of age and thus 
important factors remain unidentified [71]. There is also 
room for improving our outcome measures. The Bayley 
Scales of Infant Development is widely used to assess neu-
rodevelopment within the first 3 years of life. However, a 
meta-analysis of the Bayley scales in preterm infants found 
that the MDI score explained 37% of the variance in cogni-
tive functioning later in life, which was considered strongly 
predictive. The PDI scores only explained 12% of the vari-
ance and were considered moderately predictive. Thus, 
although the Bayley scales are helpful, they do account for 
the majority of variance in cognitive and motor performance 
later in life [165]. Having a low PDI or MDI score before 
3 years does not necessarily mean the child will have poor 
performance at school age. The cognitive performance of 
children with low MDI can improve over time [166]. The 
reverse is also true. In a study of CHD children, there was 
an overall good correlation between scores on the Bayley 
scale at age 2 and neurodevelopmental performance at age 
4. However, several children who scored in the average range 
of the Bayley scales at age 2, had developed neurodevelop-
mental deficits by age 4 [167]. Abnormal cerebral findings in 
the prenatal and preoperative period may be better predictors 
of neurodevelopmental deficits. Findings of a cerebral devel-
opmental delay, abnormal Doppler parameters of cerebral 
blood flow are particularly frequent in infants with a neu-
rodevelopmental delay but no single cerebral abnormality 
predicts the poor neurodevelopmental outcome by itself. The 
neurodevelopmental outcome is likely the cumulative effects 
of delays in global brain development, combined with mul-
tiple hypoxic-ischemic events during the perinatal period, 
rather than a single factor [168].

Our current knowledge indicates that patient, preoperative 
and postoperative factors play a far greater role in adverse 
neurodevelopmental outcomes than perioperative techniques 
[71]. Unfortunately, innate patient factors are far more dif-
ficult to address and prevent than perioperative factors, and 
neurological damage starts early in gestation. Although car-
diac surgery in the first few weeks of life can restore cardiac 
function, surgery does not correct pre-existing brain inju-
ries and the brain developmental delays persist throughout 
life. Since the number of adults with CHD now outnumber 
children born with CHD, there is a need to identify ways 
to reduce WMI after birth and risk factors for secondary 
injuries across the lifespan [3, 6]. Successful mitigation of 
long-term neurological injuries will require consideration of 
the hemodynamic effects and brain injury patterns in differ-
ent CHD types, more widespread adoption of fetal diagnosis 
and early surgical correction, and rehabilitation strategies to 
reduce functional deficits.

Understanding the impact of CHD on neurologi-
cal functioning in adulthood and aging will be key in 
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future studies. Data from the Quebec congenital heart 
disease database estimated the prevalence of CHD to be 
8.23/1000 infants, 13.11/1000 children, 6.12/1000 adults 
and 3.80/1000 of the elderly. It is estimated that in 2010, 
there were 1.4 million adults and 1 million children living 
with CHD in the US [3]. Adult survivors of CHD have a 
high incidence of heart failure [169] and poor exercise 
capacity associated with a greater risk of hospitalization 
and death [170]. Higher plasma levels of von Willebrand 
factor, which reflect liver congestion due to right-sided 
heart failure, was also associated with increased all-cause 
mortality in adults with CHD [171]. A wide spectrum of 
structural brain abnormalities and lower estimated IQ lev-
els has been identified in adults with CHD at a mean age 
of 26.7 years [128]. Further studies at more advanced ages 
are eagerly awaited.

There is an urgent need to discover therapies or reha-
bilitative strategies to improve neurological outcomes 
in CHD. This is further complicated by an incomplete 
understanding of the causes of brain dysmaturation in 
CHD. Continued research into animal and cellular mod-
els of CHD is essential to deliver on this need. It is now 
possible to develop cardiac and brain organoid systems 
for disease modeling and therapeutic discoveries [172]. 
Advances in CRISPR-cas9 gene-editing technologies 
allow us to improve our rodent, sheep and pig models of 
CHD. Combining our genetics, cell and molecular biol-
ogy knowledge in future studies has great potential to find 
targets and therapies for neurological damage in CHD. 
Improvements to our clinical trial design are also essential 
to improve outcomes in CHD. The majority of clinical tri-
als in CHD included heterogeneous cohorts with limited 
follow-up. Future prospective clinical trials should take 
care to include patients with the same type of CHD and 
combine this with meticulous long-term follow-up, such 
as in the Boston Circulatory Arrest Trial [74].

To conclude, we have made tremendous progress in 
improving the survival of infants with CHD over the past 
decades. Improving the quality of life of those survivors 
is our next frontier.

Acknowledgements This research was partially supported by the Sis-
tema de Investigación y Desarrollo (SINDE) and the Vicerrectorado 
de Investigación y Posgrado of the Universidad Católica de Santiago 
de Guayaquil, Guayaquil, Ecuador.

Author Contributions Concept/Design: RA, JSHV, LJZ, AWDG, DG; 
Drafting article: MB, RA; MB, JSHV, AWDG; Approval of article: All 
authors; Funding secured by AWDG

Funding This research was partially supported by the Sistema de Inves-
tigación y Desarrollo (SINDE) of the Universidad Católica de Santiago 
de Guayaquil, Guayaquil, Ecuador, through the Grant No. SIU- 319.

Compliance with Ethical Standards 

Conflict of interest The authors declare that they have no conflict of 
interest.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creat iveco mmons .org/licen ses/by/4.0/.

References

 1. Hoffman JI, Kaplan S (2002) The incidence of congenital heart 
disease. J Am Coll Cardiol 39(12):1890–1900

 2. Moons P, Bovijn L, Budts W, Belmans A, Gewillig MJC (2010) 
Temporal trends in survival to adulthood among patients born 
with congenital heart disease from 1970 to 1992 in Belgium. 
Circulation 122:2264–2272

 3. Marelli A, Miller SP, Marino BS, Jefferson AL, Newburger JWJC 
(2016) Brain in congenital heart disease across the lifespan: the 
cumulative burden of injury. Circulation 133:1951–1962

 4. McQuillen PS, Barkovich AJ, Hamrick SE, Perez M, Ward P, 
Glidden DV, Azakie A, Karl T, Miller SP (2007) Temporal and 
anatomic risk profile of brain injury with neonatal repair of con-
genital heart defects. Stroke 38(2):736–741

 5. Wernovsky G (2006) Current insights regarding neurological and 
developmental abnormalities in children and young adults with 
complex congenital cardiac disease. Cardiol Young 16:92–104

 6. Peyvandi S, Latal B, Miller SP, McQuillen PSJN (2019) The 
neonatal brain in critical congenital heart disease: insights and 
future directions. Neuroimage 185:776–782

 7. Bellinger DC, Wypij D, Rivkin MJ, DeMaso DR, Robertson RL 
Jr, Dunbar-Masterson C, Rappaport LA, Wernovsky G, Jonas 
RA, Newburger JWJC (2011) Adolescents with d-transposition 
of the great arteries corrected with the arterial switch procedure: 
neuropsychological assessment and structural brain imaging. Cir-
culation 124:1361–1369

 8. Leonetti C, Back SA, Gallo V, Ishibashi N (2019) Cortical dys-
maturation in congenital heart disease. Trends Neurosci 42:192

 9. Ortinau C, Beca J, Lambeth J, Ferdman B, Alexopoulos D, Shi-
mony JS, Wallendorf M, Neil J, Inder T (2012) Regional altera-
tions in cerebral growth exist preoperatively in infants with con-
genital heart disease. J Thorac Cardiovasc Surg 143:1264–1270

 10. 10Mahle WT, Wernovsky G (2004) Neurodevelopmental out-
comes in hypoplastic left heart syndrome. Seminars in Thoracic 
and Cardiovascular Surgery: Pediatric Cardiac Surgery Annual. 
Elsevier, pp 39–47

 11. Stegeman R, Lamur KD, Avd H, Breur JM, Groenendaal F, 
Jansen NJ (2018) Neuroprotective drugs in infants with severe 
congenital heart disease: a systematic review. Front Neurol 9:521

 12. Miller SP, McQuillen PS, Hamrick S, Xu D, Glidden DV, Charl-
ton N, Karl T, Azakie A, Ferriero DM (2007) Abnormal brain 
development in newborns with congenital heart disease. Engl J 
Med 357:1928–1938

http://creativecommons.org/licenses/by/4.0/


13Pediatric Cardiology (2021) 42:1–18 

1 3

 13. Guo T, Duerden EG, Adams E, Chau V, Branson HM, 
Chakravarty MM, Poskitt KJ, Synnes A, Grunau RE, Miller 
SPJN (2017) Quantitative assessment of white matter injury 
in preterm neonates: association with outcomes. Neurology 
88:614–622

 14. Guo T, Chau V, Peyvandi S, Latal B, McQuillen PS, Knirsch 
W, Synnes A, Feldmann M, Naef N, Chakravarty MMJN (2018) 
White matter injury in term neonates with congenital heart dis-
eases: topology & comparison with preterm newborns. Neuroim-
age 185:742

 15. Beca J, Gunn J, Coleman L, Hope A, Whelan LC, Gentles T, 
Inder T, Hunt R, Shekerdemian L (2009) Pre-operative brain 
injury in newborn infants with transposition of the great arteries 
occurs at rates similar to other complex congenital heart disease 
and is not related to balloon atrial septostomy. J Am Coll Cardiol 
53:1807–1811

 16. Andropoulos DB, Hunter JV, Nelson DP, Stayer SA, Stark AR, 
McKenzie ED, Heinle JS, Graves DE, Fraser CD Jr (2010) Brain 
immaturity is associated with brain injury before and after neona-
tal cardiac surgery with high-flow bypass and cerebral oxygena-
tion monitoring. J Thorac Cardiovasc Surg 139:543–556

 17. Claessens NH, Algra SO, Ouwehand TL, Jansen NJ, Schappin R, 
Haas F, Eijsermans MJ, de Vries LS, Benders MJ (2018) Perio-
perative neonatal brain injury is associated with worse school-
age neurodevelopment in children with critical congenital heart 
disease. Dev Med Child Neurol 60:1052–1058

 18. Mahle WT, Tavani F, Zimmerman RA, Nicolson SC, Galli KK, 
Gaynor JW, Clancy RR, Montenegro LM, Spray TL, Chiavacci 
RMJC (2002) An MRI study of neurological injury before and 
after congenital heart surgery. Circulation 106:109–114

 19. Miller TA, Ghanayem NS, Newburger JW, McCrindle BW, Hu 
C, DeWitt AG, Cnota JF, Tractenberg FL, Pemberton VL, Wolf 
MJJP (2019) Gestational age, birth weight, and outcomes six 
years after the norwood procedure. Paediatrics 143:e20182577

 20. Peyvandi S, Kim H, Lau J, Barkovich AJ, Campbell A, Miller 
S, Xu D, McQuillen P (2018) The association between cardiac 
physiology, acquired brain injury, and postnatal brain growth 
in critical congenital heart disease. J Thorac Cardiovasc Surg 
155:291–300

 21. Dittrich H, Bührer C, Grimmer I, Dittrich S, Abdul-Khaliq H, 
Lange PJH (2003) Neurodevelopment at 1 year of age in infants 
with congenital heart disease. Heart 89:436–441

 22. Gaynor JW, Stopp C, Wypij D, Andropoulos DB, Atallah J, Atz 
AM, Beca J, Donofrio MT, Duncan K, Ghanayem NSJP (2015) 
Neurodevelopmental outcomes after cardiac surgery in infancy. 
Paediatrics 135:816

 23. Gertsvolf N, Votava-Smith JK, Ceschin R, del Castillo S, Lee 
V, Lai HA, Bluml S, Paquette L, Panigrahy A (2018) Associa-
tion between subcortical morphology and cerebral white matter 
energy metabolism in neonates with congenital heart disease. Sci 
Rep 8:1–8

 24. Owen M, Shevell M, Donofrio M, Majnemer A, McCarter R, 
Vezina G, Bouyssi-Kobar M, Evangelou I, Freeman D (2014) 
Brain volume and neurobehavior in newborns with complex con-
genital heart defects. J Paediatr 164(1121–1127):e1121

 25. Rollins CK, Asaro LA, Akhondi-Asl A, Kussman BD, Rivkin 
MJ, Bellinger DC, Warfield SK, Wypij D, Newburger JW, Soul 
JS (2017) White matter volume predicts language development 
in congenital heart disease. J Pediatr 181(42–48):e42

 26. Jakab A, Meuwly E, Feldmann M, Rhein MV, Kottke R, 
O’Gorman Tuura R, Latal B, Knirsch W, Heart RG, Brain BJ 
(2019) Left temporal plane growth predicts language devel-
opment in newborns with congenital heart disease. Brain 
142:1270–1281

 27. von Rhein M, Scheer I, Loenneker T, Huber R, Knirsch W, Latal 
B (2011) Structural brain lesions in adolescents with congenital 
heart disease. J Pediatr 158:984–989

 28. Cassidy AR, White MT, DeMaso DR, Newburger JW, Bellinger 
DC (2015) Executive function in children and adolescents with 
critical cyanotic congenital heart disease. J Int Neuropsychol Soc 
21:34–49

 29. Semmel ES, Dotson VM, Burns TG, Mahle WT, King TZ (2018) 
Posterior cerebellar volume and executive function in young 
adults with congenital heart disease. J Int Neuropsychol Soc 
24:939–948

 30. Ehrler M, Latal B, Kretschmar O, von Rhein M, Tuura ROG 
(2020) Altered frontal white matter microstructure is associated 
with working memory impairments in adolescents with congeni-
tal heart disease: a diffusion tensor imaging study. NeuroImage 
25:102123

 31. Panigrahy A, Schmithorst VJ, Wisnowski JL, Watson CG, Bell-
inger DC, Newburger JW, Rivkin MJJNC (2015) Relationship 
of white matter network topology and cognitive outcome in ado-
lescents with d-transposition of the great arteries. Neuroimage 
7:438–448

 32. Licht DJ, Shera DM, Clancy RR, Wernovsky G, Montenegro LM, 
Nicolson SC, Zimmerman RA, Spray TL, Gaynor JW, Vossough 
A (2009) Brain maturation is delayed in infants with complex 
congenital heart defects. J Thorac Cardiovasc 137:529–537

 33. Brossard-Racine M, du Plessis A, Vezina G, Robertson R, Dono-
frio M, Tworetzky W, Limperopoulos C (2016) Brain injury in 
neonates with complex congenital heart disease: what is the 
predictive value of MRI in the fetal period? Am J Neurocardiol 
37:1338–1346

 34. Hansen T, Henriksen TB, Bach CC, Matthiesen NB (2017) Con-
genital heart defects and measures of prenatal brain growth: a 
systematic review. Pediatr Neurol 72(7–18):e11

 35. Donofrio M, Bremer Y, Schieken R, Gennings C, Morton L, 
Eidem BW, Cetta F, Falkensammer C, Huhta J (2003) Autoregu-
lation of cerebral blood flow in fetuses with congenital heart 
disease: the brain sparing effect. Pediatr Cardiol 24:436–443

 36. Sun L, Macgowan CK, Sled JG, Yoo S-J, Manlhiot C, Porayette 
P, Grosse-Wortmann L, Jaeggi E, McCrindle BW, Kingdom JJC 
(2015) Reduced fetal cerebral oxygen consumption is associated 
with smaller brain size in fetuses with congenital heart disease. 
Circulation 131:1313–1323

 37. Watson CG, Asaro LA, Wypij D, Robertson RL Jr, Newburger 
JW, Rivkin MJ (2016) Altered gray matter in adolescents with 
d-transposition of the great arteries. J Pediatr 169:36–43

 38. Rollins CK, Watson CG, Asaro LA, Wypij D, Vajapeyam S, 
Bellinger DC, DeMaso DR, Robertson RL Jr, Newburger JW, 
Rivkin MJ (2014) White matter microstructure and cognition in 
adolescents with congenital heart disease. J Pediatr 165:936–944

 39. Hinton RB, Andelfinger G, Sekar P, Hinton AC, Gendron RL, 
Michelfelder EC, Robitaille Y, Benson DW (2008) Prenatal head 
growth and white matter injury in hypoplastic left heart syn-
drome. Pediatr Res 64:364

 40. Shillingford AJ, Ittenbach RF, Marino BS, Rychik J, Clancy RR, 
Spray TL, Gaynor JW, Wernovsky GJ (2007) Aortic morphome-
try and microcephaly in hypoplastic left heart syndrome. Cardiol 
Young 17:189–195

 41. Glauser TA, Rorke LB, Weinberg PM, Clancy RR (1990) 
Acquired neuropathologic lesions associated with the hypoplas-
tic left heart syndrome. Pediatrics 85:991–1000

 42. Claessens NH, Moeskops P, Buchmann A, Latal B, Knirsch W, 
Scheer I, Išgum I, De Vries LS, Benders MJ, Von Rhein MJ 
(2016) Delayed cortical gray matter development in neonates 
with severe congenital heart disease. Pediatr Res 80:668



14 Pediatric Cardiology (2021) 42:1–18

1 3

 43. Sarajuuri A, Jokinen E, Puosi R, Mildh L, Mattila I, Lano A 
(2010) Neurodevelopment in children with hypoplastic left heart 
syndrome. J Pediatr 157:414–420

 44. Newburger JW, Sleeper LA, Bellinger DC, Goldberg CS, Tabbutt 
S, Lu M, Mussatto KA, Williams IA, Gustafson KE, Mital SJC 
(2012) Early developmental outcome in children with hypoplas-
tic left heart syndrome and related anomalies: the single ventricle 
reconstruction trial. Circulation 125:2081–2091

 45. Singh S, Kumar R, Roy B, Woo MA, Lewis A, Halnon N, Pike 
NJ (2018) Regional brain gray matter changes in adolescents 
with single ventricle heart disease. Neurosci Lett 665:156–162

 46. Watson CG, Stopp C, Wypij D, Bellinger DC, Newburger JW 
(2018) Altered white matter microstructure correlates with IQ 
and processing speed in children and adolescents post-fontan. J 
Pediatr 200:140–149

 47. Morton SU, Maleyeff L, Wypij D, Yun HJ, Newburger JW, 
Bellinger DC, Roberts AE, Rivkin MJ, Seidman J, Seidman CE 
(2020) Abnormal left-hemispheric sulcal patterns correlate with 
neurodevelopmental outcomes in subjects with single ventricular 
congenital heart disease. Cereb Cortex 30:476–487

 48. Cabrera-Mino C, Roy B, Woo MA, Singh S, Moye S, Halnon NJ, 
Lewis AB, Kumar R, Pike NA (2020) Reduced brain mammil-
lary body volumes and memory deficits in adolescents who have 
undergone the Fontan procedure. Pediatr Res 87:169–175

 49. Mahle WT, Clancy RR, Moss EM, Gerdes M, Jobes DR, Wer-
novsky GJP (2000) Neurodevelopmental outcome and lifestyle 
assessment in school-aged and adolescent children with hypo-
plastic left heart syndrome. Pediatrics 105:1082–1089

 50. Oberhuber RD, Huemer S, Mair R, Sames-Dolzer E, Kreuzer M, 
Tulzer GJ (2017) Cognitive development of school-age hypoplas-
tic left heart syndrome survivors: a single center study. Pediatr 
Cardiol 38:1089–1096

 51. Shillingford AJ, Glanzman MM, Ittenbach RF, Clancy RR, 
Gaynor JW, Wernovsky GJP (2008) Inattention, hyperactivity, 
and school performance in a population of school-age children 
with complex congenital heart disease. Pediatrics 121:e759–e767

 52. Schellen C, Ernst S, Gruber GM, Mlczoch E, Weber M, Brugger 
PC, Ulm B, Langs G, Salzer-Muhar U, Prayer D (2015) Fetal 
MRI detects early alterations of brain development in Tetralogy 
of Fallot. Am J Obstetr Gynecol 213(392):e391–392

 53. Mueller AS, McDonald DM, Singh HS, Ginns JN (2020) Heart 
failure in adult congenital heart disease: tetralogy of Fallot. Heart 
Failure Rev 25:1–16

 54. Bellinger DC, Rivkin MJ, DeMaso D, Robertson RL, Stopp C, 
Dunbar-Masterson C, Wypij D, Newburger JW (2015) Adoles-
cents with tetralogy of Fallot: neuropsychological assessment 
and structural brain imaging. Cardiol Young 25:338–347

 55. Hövels-Gürich H, Konrad K, Skorzenski D, Minkenberg R, Her-
pertz-Dahlmann B, Messmer B, Seghaye M-C (2007) Long-term 
behavior and quality of life after corrective cardiac surgery in 
infancy for tetralogy of Fallot or ventricular septal defect. Pediatr 
Cardiol 28:346–354

 56. Hövels-Gürich HH, Konrad K, Skorzenski D, Nacken C, Minken-
berg R, Messmer BJ, Seghaye M-C (2006) Long-term neurode-
velopmental outcome and exercise capacity after corrective sur-
gery for tetralogy of Fallot or ventricular septal defect in infancy. 
Ann Thorac Surg 81:958–966

 57. van der Rijken R, Hulstijn-Dirkmaat G, Kraaimaat F, Nabuurs-
Kohrman L, Nijveld A, Maassen B, Daniels O (2008) Open-heart 
surgery at school age does not affect neurocognitive functioning. 
Eur Heart J 29:2681–2688

 58. Quartermain MD, Ittenbach RF, Flynn TB, Gaynor JW, Zhang X, 
Licht DJ, Ichord RN, Nance ML, Wernovsky G (2010) Neuropsy-
chological status in children after repair of acyanotic congenital 
heart disease. Pediatrics 126:e351

 59. Visconti KJ, Bichell DP, Jonas RA, Newburger JW, Bellinger 
DC (1999) Developmental outcome after surgical versus inter-
ventional closure of secundum atrial septal defect in children. 
Circulation 100:II-45–II-150

 60. Stavinoha PL, Fixler DE, Mahony L (2003) Cardiopulmonary 
bypass to repair an atrial septal defect does not affect cognitive 
function in children. Circulation 107:2722–2725

 61. Kaltman JR, Jarvik GP, Bernbaum J, Wernovsky G, Gerdes M, 
Zackai E, Clancy RR, Nicolson SC, Spray TL, Gaynor JW (2006) 
Neurodevelopmental outcome after early repair of a ventricular 
septal defect with or without aortic arch obstruction. J Thorac 
Cardiovasc Surg 131:792–798

 62. Simons JS, Glidden R, Sheslow D, Pizarro C (2010) Intermediate 
neurodevelopmental outcome after repair of ventricular septal 
defect. Ann Thorac Surg 90:1586–1591

 63. Sarrechia I, Miatton M, François K, Gewillig M, Meyns B, Ving-
erhoets G, De Wolf D (2015) Neurodevelopmental outcome after 
surgery for acyanotic congenital heart disease. Res Dev Disabil 
45:58–68

 64. Sarrechia I, De Wolf D, Miatton M, François K, Gewillig M, 
Meyns B, Vingerhoets G (2015) Neurodevelopment and behav-
ior after transcatheter versus surgical closure of secundum type 
atrial septal defect. J Pediatr 166(31–38):e31

 65. Weisz DE, Mirea L, Rosenberg E, Jang M, Ly L, Church PT, 
Kelly E, Kim SJ, Jain A, McNamara PJ (2017) Association of 
patent ductus arteriosus ligation with death or neurodevelop-
mental impairment among extremely preterm infants. JAMA 
Pediatr 171:443–449

 66. Lemmers PM, Molenschot MC, Evens J, Toet MC, van Bel 
F (2010) Is cerebral oxygen supply compromised in preterm 
infants undergoing surgical closure for patent ductus arterio-
sus? Arch Dis Childhood-Fetal Neonatal Ed 95:F429–F434

 67. Bourgoin L, Cipierre C, Hauet Q, Basset H, Gournay V, 
Rozé J-C, Flamant C, Gascoin G (2016) Neurodevelopmental 
outcome at 2 years of age according to patent ductus arte-
riosus management in very preterm infants. Neonatology 
109:139–146

 68. Oncel MY, Eras Z, Uras N, Canpolat FE, Erdeve O, Oguz SS 
(2017) Neurodevelopmental outcomes of preterm infants treated 
with oral paracetamol versus ibuprofen for patent ductus arterio-
sus. Am J Perinatol 34:1185–1189

 69. Dice JE, Bhatia J (2007) Patent ductus arteriosus: an overview. 
J Pediatr Pharmacol Therap 12:138–146

 70. Gaynor JW, Wernovsky G, Jarvik GP, Bernbaum J, Gerdes M, 
Zackai E, Nord AS, Clancy RR, Nicolson SC, Spray TL (2007) 
Patient characteristics are important determinants of neurodevel-
opmental outcome at one year of age after neonatal and infant 
cardiac surgery. J Thorac Cardiovasc Surg 133:1344–1353

 71. Gaynor JW, Stopp C, Wypij D, Andropoulos DB, Atallah J, Atz 
AM, Beca J, Donofrio MT, Duncan K, Ghanayem NS (2016) 
Impact of operative and postoperative factors on neurodevel-
opmental outcomes after cardiac operations. Ann Thorac Surg 
102:843–849

 72. Stiles J, Jernigan TL (2010) The basics of brain development. 
Neuropsychol Rev 20:327–348

 73. Morton PD, Ishibashi N, Jonas RA, Gallo V (2015) Congeni-
tal cardiac anomalies and white matter injury. Trend Neurisci 
38:353–363

 74. Morton PD, Ishibashi N, Jonas RA (2017) Neurodevelopmental 
abnormalities and congenital heart disease: insights into altered 
brain maturation. Circ Res 120:960–977

 75. Morton PD, Korotcova L, Lewis BK, Bhuvanendran S, 
Ramachandra SD, Zurakowski D, Zhang J, Mori S, Frank JA, 
Jonas RA (2017) Abnormal neurogenesis and cortical growth in 
congenital heart disease. Sci Transl Med 9:eaah7029



15Pediatric Cardiology (2021) 42:1–18 

1 3

 76. Gaynor JW, Parry S, Moldenhauer JS, Simmons RA, Rychik 
J, Ittenbach RF, Russell WW, Zullo E, Ward JL, Nicolson SC 
(2018) The impact of the maternal–foetal environment on out-
comes of surgery for congenital heart disease in neonates. Eur J 
Cardiovasc Surg 54:348–353

 77. Miller TA, Joss-Moore L, Menon SC, Weng C, Puchalski MD 
(2014) Umbilical artery systolic to diastolic ratio is associated 
with growth and myocardial performance in infants with hypo-
plastic left heart syndrome. Prenatal Diagn 34:128–133

 78. Khalil A, Bennet S, Thilaganathan B, Paladini D, Griffiths P, 
Carvalho JS (2016) Prevalence of prenatal brain abnormalities in 
fetuses with congenital heart disease: a systematic review. Ultra-
sound Obstet Gynecol 48:296–307

 79. von Rhein M, Buchmann A, Hagmann C, Dave H, Bernet V, 
Scheer I, Knirsch W, Latal B, Bürki C (2015) Severe congenital 
heart defects are associated with global reduction of neonatal 
brain volumes. J Pediatr 167:1259–1263

 80. Ortinau CM, Mangin-Heimos K, Moen J, Alexopoulos D, 
Inder TE, Gholipour A, Shimony JS, Eghtesady P, Schlag-
gar BL, Smyser CD (2018) Prenatal to postnatal trajectory of 
brain growth in complex congenital heart disease. NeuroImage 
20:913–922

 81. Claessens NH, Breur JM, Groenendaal F, Wösten-van Asperen 
RM, Stegeman R, Haas F, Dudink J, de Vries LS, Jansen NJ, 
Benders MJJNC (2019) Brain microstructural development in 
neonates with critical congenital heart disease: an atlas-based 
diffusion tensor imaging study. Neuroiamge 21:101672

 82. Partridge SC, Vigneron DB, Charlton NN, Berman JI, Henry RG, 
Mukherjee P, McQuillen PS, Karl TR, Barkovich AJ, Miller SP 
(2006) Pyramidal tract maturation after brain injury in newborns 
with heart disease. Ann Neurol 59:640–651

 83. von Rhein M, Buchmann A, Hagmann C, Huber R, Klaver P, 
Knirsch W, Latal BJB (2013) Brain volumes predict neurodevel-
opment in adolescents after surgery for congenital heart disease. 
Brain 137:268–276

 84. Latal B, Patel P, Liamlahi R, Knirsch W, Tuura ROG, von Rhein 
M (2016) Hippocampal volume reduction is associated with 
intellectual functions in adolescents with congenital heart dis-
ease. Pediatr Res 80:531

 85. Muñoz-López M, Hoskote A, Chadwick MJ, Dzieciol AM, 
Gadian DG, Chong K, Banks T, de Haan M, Baldeweg T, 
Mishkin MJH (2017) Hippocampal damage and memory 
impairment in congenital cyanotic heart disease. Hippocampus 
27:417–424

 86. Easson K, Rohlicek CV, Houde J-C, Gilbert G, Saint-Martin C, 
Fontes K, Majnemer A, Marelli A, Wintermark P, Descoteaux 
M (2020) Quantification of apparent axon density and orienta-
tion dispersion in the white matter of youth born with congenital 
heart disease. NeuroImage 205:116255

 87. Brewster RC, King TZ, Burns TG, Drossner DM, Mahle WT 
(2015) White matter integrity dissociates verbal memory and 
auditory attention span in emerging adults with congenital heart 
disease. J Int Neuropsychol Soc 21:22–33

 88. Olshaker H, Ber R, Hoffman D, Derazne E, Achiron R, Katorza 
E (2018) Volumetric brain MRI study in fetuses with congenital 
heart disease. Am J Neuroradiol 39:1164–1169

 89. Rajagopalan V, Votava-Smith JK, Zhuang X, Brian J, Marshall 
L, Panigrahy A, Paquette L (2018) Fetuses with single ventricle 
congenital heart disease manifest impairment of regional brain 
growth. Prenat Diagn 38:1042–1048

 90. Claessens N, Khalili N, Isgum I, ter Heide H, Steenhuis T, Turk 
E, Jansen N, de Vries L, Breur J, de Heus R (2019) Brain and 
CSF volumes in fetuses and neonates with antenatal diagnosis of 
critical congenital heart disease: a longitudinal MRI study. Am J 
Neuroradiol 40:885

 91. Rudolph AM (2016) Impaired cerebral development in fetuses 
with congenital cardiovascular malformations: is it the result of 
inadequate glucose supply? Pediatr Res 80:172

 92. Kaltman J, Di H, Tian Z, Rychik J (2005) Impact of congeni-
tal heart disease on cerebrovascular blood flow dynamics in the 
fetus. Ultrasound Obstetr Gynecol 25:32–36

 93. Clouchoux C, Du Plessis A, Bouyssi-Kobar M, Tworetzky W, 
McElhinney D, Brown D, Gholipour A, Kudelski D, Warfield S, 
McCarter R (2012) Delayed cortical development in fetuses with 
complex congenital heart disease. Cerebr Cortex 23:2932–2943

 94. Limperopoulos C, Tworetzky W, McElhinney DB, Newburger 
JW, Brown DW, Robertson RL Jr, Guizard N, McGrath E, Geva 
J, Annese DJC (2010) Brain volume and metabolism in fetuses 
with congenital heart disease. Circulation 121:26–33

 95. Sethi V, Tabbutt S, Dimitropoulos A, Harris KC, Chau V, Poskitt 
K, Campbell A, Azakie A, Xu D, Barkovich A (2013) Single-
ventricle anatomy predicts delayed microstructural brain devel-
opment. Pediatr Res 73:661

 96. Goff DA, Shera DM, Tang S, Lavin NA, Durning SM, Nicolson 
SC, Montenegro LM, Rome JJ, Gaynor JW, Spray TL (2014) 
Risk factors for preoperative periventricular leukomalacia in term 
neonates with hypoplastic left heart syndrome are patient related. 
J Thorac Cardiovasc Surg 147:1312–1318

 97. Kurth CD, Steven JL, Montenegro LM, Watzman HM, Gaynor 
JW, Spray TL, Nicolson SC (2001) Cerebral oxygen saturation 
before congenital heart surgery. Ann Thorac Surg 72:187–192

 98. Ibuki K, Watanabe K, Yoshimura N, Kakimoto T, Matsui M, 
Yoshida T, Origasa H, Ichida FJ (2012) The improvement of 
hypoxia correlates with neuroanatomic and developmental out-
comes: comparison of midterm outcomes in infants with trans-
position of the great arteries or single-ventricle physiology. J 
Thorac Cardiovasc Surg 143:1077–1085

 99. Block A, McQuillen P, Chau V, Glass H, Poskitt K, Barkovich A, 
Esch M, Soulikias W, Azakie A (2010) Clinically silent preopera-
tive brain injuries do not worsen with surgery in neonates with 
congenital heart disease. J Thorac Cardiovasc Surg 140:550–557

 100. Hövels-Gürich HH, Seghaye M-C, Schnitker R, Wiesner M, 
Huber W, Minkenberg R, Kotlarek F, Messmer BJ (2002) Long-
term neurodevelopmental outcomes in school-aged children after 
neonatal arterial switch operation. J Thorac Cardiovasc Surg 
124:448–458

 101. Quartermain MD, Pasquali SK, Hill KD, Goldberg DJ, Huhta 
JC, Jacobs JP, Jacobs ML, Kim S, Ungerleider RM (2015) Vari-
ation in prenatal diagnosis of congenital heart disease in infants. 
Pediatrics 136:e378

 102. Nelle M, Raio L, Pavlovic M, Carrel T, Surbek D, Meyer-Witt-
kopf M (2009) Prenatal diagnosis and treatment planning of con-
genital heart defects—possibilities and limits. World J Pediatr 
5:18–22

 103. Holland B, Myers J, Woods C (2015) Prenatal diagnosis of criti-
cal congenital heart disease reduces risk of death from cardio-
vascular compromise prior to planned neonatal cardiac surgery: 
a meta-analysis. Ultrasound Obstet Gynecol 45:631–638

 104. Khoshnood B, Lelong N, Houyel L, Thieulin A-C, Jouannic J-M, 
Magnier S, Delezoide A-L, Magny J-F, Rambaud C, Bonnet D 
(2012) Prevalence, timing of diagnosis and mortality of new-
borns with congenital heart defects: a population-based study. 
Heart 98:1667–1673

 105. Sivarajan V, Penny DJ, Filan P, Brizard C, Shekerdemian LS 
(2009) Impact of antenatal diagnosis of hypoplastic left heart 
syndrome on the clinical presentation and surgical outcomes: 
the Australian experience. J Paediatr Child Health 45:112–117

 106. Kipps AK, Feuille C, Azakie A, Hoffman JI, Tabbutt S, Brook 
MM, Moon-Grady AJ (2011) Prenatal diagnosis of hypoplastic 
left heart syndrome in current era. Am J Cardiol 108:421–427



16 Pediatric Cardiology (2021) 42:1–18

1 3

 107. Peyvandi S, De Santiago V, Chakkarapani E, Chau V, Camp-
bell A, Poskitt KJ, Xu D, Barkovich AJ, Miller S, McQuillen P 
(2016) Association of prenatal diagnosis of critical congenital 
heart disease with postnatal brain development and the risk of 
brain injury. JAMA Pediatr 170:e154450–e154450

 108. Mahle WT, Clancy RR, McGaurn SP, Goin JE, Clark BJJP 
(2001) Impact of prenatal diagnosis on survival and early neu-
rologic morbidity in neonates with the hypoplastic left heart 
syndrome. Pediatrics 107:1277–1282

 109. Peyvandi S, De Santiago V, Chakkarapani E, Chau V, Campbell 
A, Poskitt KJ, Xu D, Barkovich AJ, Miller S (2016) Association 
of prenatal diagnosis of critical congenital heart disease with 
postnatal brain development and the risk of brain injury. JAMA 
Pediatr 170:e154450–e154450

 110. Fuller S, Nord AS, Gerdes M, Wernovsky G, Jarvik GP, Bern-
baum J, Zackai E, Gaynor JW (2009) Predictors of impaired neu-
rodevelopmental outcomes at one year of age after infant cardiac 
surgery. Eur J Cardio-Thorac Surg 36:40–48

 111. Gaynor JW, Gerdes M, Zackai EH, Bernbaum J, Wernovsky G, 
Clancy RR, Newman MF, Saunders AM, Heagerty PJ (2003) 
Apolipoprotein E genotype and neurodevelopmental sequelae of 
infant cardiac surgery. J Thorac Cardiovasc Surg 126:1736–1745

 112. Barkhuizen M, Van den Hove D, Vles J, Steinbusch H, Kramer 
B, Gavilanes A (2017) 25 years of research on global asphyxia 
in the immature rat brain. Neurosci Biobehav Rev 75:166–182

 113. Abella R, Varrica A, Satriano A, Tettamanti G, Pelissero G, 
Gavilanes A, Zimmermann L, Vles H, Strozzi M, Pluchinotta 
FJC (2015) Biochemical markers for brain injury monitoring in 
children with or without congenital heart diseases. CNS Neurol 
Disorders Drug Targets 14:12–23

 114. Chen J, Zimmerman RA, Jarvik GP, Nord AS, Clancy RR, 
Wernovsky G, Montenegro LM, Hartman DM, Nicolson SC, 
Spray TL (2009) Perioperative stroke in infants undergoing open 
heart operations for congenital heart disease. Ann Thorac Surg 
88:823–829

 115. Sinclair AJ, Fox CK, Ichord RN, Almond CS, Bernard TJ, 
Beslow LA, Chan AK, Cheung M, Dowling MM, Friedman NJ 
(2015) Stroke in children with cardiac disease: report from the 
International Pediatric Stroke Study Group Symposium. Pediatr 
Neurol 52:5–15

 116. Ohye RG, Schranz D, D’udekem YJC (2016) Current therapy 
for hypoplastic left heart syndrome and related single ventricle 
lesions. Circulation 134:1265–1279

 117. Algra S, Breur J, Evens F, de Roo F, Schoof P, Haas F (2011) 
Improving surgical outcome following the Norwood procedure. 
Netherland Heart J 19:369–372

 118. Reich B, Heye KN, Beck I, Wetterling K, Hahn A, Aktintürk 
H, Schranz D, Jux C, Kretschmar O, Hübler M (2019) Inter-
relationship between hemodynamics, brain volumes and out-
come in Hypoplastic Left Heart Syndrome. Ann Thorac Surg 
107(6):1838–1844

 119. Sistino JJ, Bonilha HS (2012) Improvements in survival and neu-
rodevelopmental outcomes in surgical treatment of hypoplastic 
left heart syndrome: a meta-analytic review. J Extra-Corporeal 
Technol 44:216

 120. Atallah J, Dinu IA, Joffe AR, Robertson CM, Sauve RS, Dyck 
JD, Ross DB, Rebeyka IM (2008) Circulation WCCPTF-UGJ. 
Clin Persp 118:1410–1418

 121. Andropoulos DB, Easley RB, Brady K, McKenzie ED, Heinle 
JS, Dickerson HA, Shekerdemian LS, Meador M, Eisenman C, 
Hunter JV (2013) Neurodevelopmental outcomes after regional 
cerebral perfusion with neuromonitoring for neonatal aortic arch 
reconstruction. Ann Thorac Surg 95:648–655

 122. Goldberg CS, Bove EL, Devaney EJ, Mollen E, Schwartz E, Tin-
dall S, Nowak C, Charpie J, Brown MB, Kulik T (2007) A ran-
domized clinical trial of regional cerebral perfusion versus deep 

hypothermic circulatory arrest: outcomes for infants with func-
tional single ventricle. J Thorac Cardiovasc Surg 133:880–887

 123. Smith-Parrish M, Yu S, Donohue J, Ohye R, Bove E, Best M, 
Goldberg C (2013) A randomized clinical trial of regional cer-
ebral perfusion versus deep hypothermic circulatory arrest: five-
year follow-up for neurodevelopmental outcomes in children with 
functional single ventricle. J Am Coll Cardiol 61:E421

 124. Andropoulos DB, Stayer SA, McKenzie ED, Fraser CD Jr (2003) 
Novel cerebral physiologic monitoring to guide low-flow cerebral 
perfusion during neonatal aortic arch reconstruction. J Thorac 
Cardiovasc Surg 125:491–499

 125. Lynch JM, Buckley EM, Schwab PJ, McCarthy AL, Winters 
ME, Busch DR, Xiao R, Goff DA, Nicolson SC, Montenegro 
LM (2014) Time to surgery and preoperative cerebral hemo-
dynamics predict postoperative white matter injury in neonates 
with hypoplastic left heart syndrome. J Thorac Cardiovasc Surg 
148:2181–2188

 126. Andropoulos DB, Easley RB, Brady K, McKenzie ED, Heinle 
JS, Dickerson HA, Shekerdemian L, Meador M, Eisenman C, 
Hunter JV (2012) Changing expectations for neurological out-
comes after the neonatal arterial switch operation. Ann Thorac 
Surg 94:1250–1256

 127. Hicks MS, Sauve RS, Robertson CM, Joffe AR, Alton G, 
Creighton D, Ross DB, Rebeyka IM (2016) Early childhood 
language outcomes after arterial switch operation: a prospec-
tive cohort study. SpringerPlus 5:1681

 128. Kessler N, Feldmann M, Schlosser L, Rometsch S, Brugger 
P, Kottke R, Knirsch W, Oxenius A, Greutmann M, Latal B 
(2020) Structural brain abnormalities in adults with congenital 
heart disease: Prevalence and association with estimated intel-
ligence quotient. Int J Cardiol 306:61–66

 129. Hirsch JC, Jacobs ML, Andropoulos D, Austin EH, Jacobs JP, 
Licht DJ, Pigula F, Tweddell JS, Gaynor JW (2012) Protecting 
the infant brain during cardiac surgery: a systematic review. 
Ann Thorac Surg 94:1365–1373

 130. Charette K, Hirata Y, Bograd A, Mongero L, Chen J, Quaege-
beur J, Mosca RJP (2007) 180 ml and less: cardiopulmonary 
bypass techniques to minimize hemodilution for neonates and 
small infants. Perfusion 22:327–331

 131. Cormack JE, Forest RJ, Groom RC, Morton JJP (2000) Size 
makes a difference: use of a low-prime cardiopulmonary 
bypass circuit and autologous priming in small adults. Perfu-
sion 15:129–135

 132. Ziyaeifard M, Alizadehasl A, Massoumi GJ (2014) Modified 
ultrafiltration during cardiopulmonary bypass and postopera-
tive course of pediatric cardiac surgery. Res Cardiovasc Med 
3:2

 133. Florio P, Abella R, Marinoni E, Di Iorio R, Letizia C, Meli M, 
De La Torre T, Petraglia F, Cazzaniga A (2008) Adrenomedullin 
blood concentrations in infants subjected to cardiopulmonary 
bypass: correlation with monitoring parameters and prediction 
of poor neurological outcome. Clin Chem 54:202–206

 134. Claessens NH, Chau V, de Vries LS, Jansen NJ, Au-Young SH, 
Stegeman R, Blaser S, Shroff M, Haas F, Marini D (2019) Brain 
injury in infants with critical congenital heart disease: insights 
from two clinical cohorts with different practice approaches. J 
Pediatr 215(75–82):e72

 135. Florio P, Abella RF, De La Torre T, Giamberti A, Luisi S, Butera 
G, Cazzaniga A, Frigiola A, Petraglia F, Gazzolo DJ (2007) 
Perioperative activin A concentrations as a predictive marker 
of neurologic abnormalities in children after open heart surgery. 
Clin Chem 53:982–985

 136. Abella R, Satriano A, Frigiola A, Varrica A, Gavilanes AD, Zim-
mermann LJ, Vles HJ, Florio P, Calevo MG, Gazzolo DJ (2012) 
Adrenomedullin alterations related to cardiopulmonary bypass 



17Pediatric Cardiology (2021) 42:1–18 

1 3

in infants with low cardiac output syndrome. J Maternal-Fetal 
Neonatal Med 25:2756–2761

 137. Pironkova RP, Giamelli J, Seiden H, Parnell VA, Gruber D, Sison 
CP, Kowal C, Ojamaa KJE (2017) Brain injury with systemic 
inflammation in newborns with congenital heart disease undergo-
ing heart surgery. Exp Therp Med 14:228–238

 138. Brix-Christensen VJ (2001) The systemic inflammatory response 
after cardiac surgery with cardiopulmonary bypass in children. 
Acta Anaesthesiol Scand 45:671–679

 139. Bojan M (2019) Recent achievements and future developments in 
neonatal cardiopulmonary bypass. Pediatric Anesthesia 29:414

 140. Varrica A, Satriano A, Gavilanes AD, Zimmermann LJ, Vles HJ, 
Pluchinotta F, Anastasia L, Giamberti A, Baryshnikova E, Gaz-
zolo DJ (2019) S100B increases in cyanotic versus noncyanotic 
infants undergoing heart surgery and cardiopulmonary bypass 
(CPB). J Maternal-Fetal Neonatal Med 32:1117–1123

 141. Varrica A, Satriano A, Frigiola A, Giamberti A, Tettamanti G, 
Anastasia L, Conforti E, Gavilanes AD, Zimmermann LJ, Vles 
HJ (2015) Circulating S100B and adiponectin in children who 
underwent open heart surgery and cardiopulmonary bypass. 
Biomed Res Int. https ://doi.org/10.1155/2015/40264 2

 142. Basaran M, Sever K, Kafali E, Ugurlucan M, Sayin OA, Tansel T, 
Alpagut U, Dayioglu E (2006) Serum lactate level has prognostic 
significance after pediatric cardiac surgery. J Cardiothorac Vasc 
Anesthesia 20:43–47

 143. Munoz R, Laussen PC, Palacio G, Zienko L, Piercey G, Wessel 
DL (2000) Changes in whole blood lactate levels during cardio-
pulmonary bypass for surgery for congenital cardiac disease: an 
early indicator of morbidity and mortality. J Cardiovasc Thorac 
Surg 119:155–162

 144. Chakravarti SB, Mittnacht AJ, Katz JC, Nguyen K, Joashi U 
(2009) Multisite near-infrared spectroscopy predicts elevated 
blood lactate level in children after cardiac surgery. J Cardiovasc 
Thorac Surg 23:663–667

 145. Caputo M, Mokhtari A, Miceli A, Ghorbel MT, Angelini GD, 
Parry AJ, Suleiman SM (2014) Controlled reoxygenation during 
cardiopulmonary bypass decreases markers of organ damage, 
inflammation, and oxidative stress in single-ventricle patients 
undergoing pediatric heart surgery. J Thorac Cardiovasc Surg 
148(792–801):e798

 146. Gazzolo D, Abella R, Marinoni E, Di Iorio R, Volti GL, Galvano 
F, Pongiglione G, Frigiola A, Bertino E, Florio P (2009) Circu-
lating biochemical markers of brain damage in infants compli-
cated by ischemia reperfusion injury. Cardiovasc Hematol Agents 
Med Chem 7:108–126

 147. Newburger JW, Jonas RA, Wernovsky G, Wypij D, Hickey PR, 
Kuban K, Farrell DM, Holmes GL, Helmers SL, Constantinou JJ 
(1993) A comparison of the perioperative neurologic effects of 
hypothermic circulatory arrest versus low-flow cardiopulmonary 
bypass in infant heart surgery. N Engl J Med 329:1057–1064

 148. O’Brien JE Jr, Marshall JA, Tarrants ML, Stroup RE, Lofland 
GK (2010) Intraoperative hyperglycemia and postoperative bac-
teremia in the pediatric cardiac surgery patient. Ann Thorac Surg 
89:578–584

 149. de Ferranti S, Gauvreau K, Hickey PR, Jonas RA, Wypij D, du 
Plessis A, Bellinger DC, Kuban K, Newburger JW, Laussen 
PC (2004) Intraoperative hyperglycemia during infant cardiac 
surgery is not associated with adverse neurodevelopmental out-
comes at 1, 4, and 8 years. Anesthesiology 100:1345–1352

 150. Andropoulos DB, Ahmad HB, Haq T, Brady K, Stayer SA, Mea-
dor MR, Hunter JV, Rivera C, Voigt RG, Turcich MJPA (2014) 
The association between brain injury, perioperative anesthetic 
exposure, and 12-month neurodevelopmental outcomes after 
neonatal cardiac surgery: a retrospective cohort study. Pediatr 
Anesthesia 24:266–274

 151. Garcia Guerra G, Robertson CM, Alton GY, Joffe AR, Cave 
DA, Dinu IA, Creighton DE, Ross DB, Rebeyka IM (2011) Neu-
rodevelopmental outcome following exposure to sedative and 
analgesic drugs for complex cardiac surgery in infancy. Pediatr 
Anesthesia 21:932–941

 152. Garcia Guerra G, Robertson CM, Alton GY, Joffe AR, Cave DA, 
Yasmin F, Dinu IA, Creighton DE, Ross DB, Rebeyka IM (2014) 
Neurotoxicity of sedative and analgesia drugs in young infants 
with congenital heart disease: 4-year follow-up. Pediatr Anesthe-
sia 24:257–265

 153. Diaz LK, Gaynor JW, Koh SJ, Ittenbach RF, Gerdes M, Bern-
baum JC, Zackai EH, Clancy RR, Rehman MA, Pennington JW 
(2016) Increasing cumulative exposure to volatile anesthetic 
agents is associated with poorer neurodevelopmental outcomes 
in children with hypoplastic left heart syndrome. J Thorac Car-
diovasc Surg 152:482–489

 154. Galli KK, Zimmerman RA, Jarvik GP, Wernovsky G, Kuypers 
MK, Clancy RR, Montenegro LM, Mahle WT, Newman MF, 
Saunders AM (2004) Periventricular leukomalacia is com-
mon after neonatal cardiac surgery. J Thorac Cardiovasc Surg 
127:692–704

 155. Falcao G, Ulate K, Kouzekanani K, Bielefeld MR, Morales JM 
(2008) Impact of postoperative hyperglycemia following surgical 
repair of congenital cardiac defects. Pediatr Cardiol 29:628–636

 156. Yates AR, Dyke PC, Taeed R, Hoffman TM, Hayes J, Feltes TF, 
Cua CL (2006) Hyperglycemia is a marker for poor outcome in 
the postoperative pediatric cardiac patient. Pediatr Crit Care Med 
7:351–355

 157. Alaei F, Davari PN, Alaei M, Azarfarin R, Soleymani EJ (2012) 
Postoperative outcome for hyperglycemic pediatric cardiac sur-
gery patients. Pediatr Cardiol 33:21–22

 158. Ballweg JA, Wernovsky G, Ittenbach RF, Bernbaum J, Gerdes 
M, Gallagher PR, Dominguez TE, Zackai E, Clancy RR, Nicol-
son SC (2007) Hyperglycemia after infant cardiac surgery does 
not adversely impact neurodevelopmental outcome. Ann Thorac 
Surg 84:2052–2058

 159. Agus MS, Steil GM, Wypij D, Costello JM, Laussen PC, Langer 
M, Alexander JL, Scoppettuolo LA, Pigula FA, Charpie JR 
(2012) Tight glycemic control versus standard care after pediat-
ric cardiac surgery. N Engl J Med 367:1208–1219

 160. Phelps HM, Mahle WT, Kim D, Simsic JM, Kirshbom PM, 
Kanter KR, Maher KO (2009) Postoperative cerebral oxygena-
tion in hypoplastic left heart syndrome after the Norwood pro-
cedure. Ann Thorac Surg 87:1490–1494

 161. Bassan H, Gauvreau K, Newburger JW, Tsuji M, Limperopoulos 
C, Soul JS, Walter G, Laussen PC, Jonas RA, Du Plessis AJ 
(2005) Identification of pressure passive cerebral perfusion and 
its mediators after infant cardiac surgery. Pediatr Res 57:35

 162. Gaynor JW, Gerdes M, Nord AS, Bernbaum J, Zackai E, Wer-
novsky G, Clancy RR, Heagerty PJ, Solot CB, McDonald-
McGinn D (2010) Is cardiac diagnosis a predictor of neurode-
velopmental outcome after cardiac surgery in infancy? J Thorac 
Cardiovasc Surg 140:1230–1237

 163. Combs D, Edgin JO, Klewer S, Barber BJ, Morgan WJ, Hsu 
C-H, Abraham I, Parthasarathy S (2020) Obstructive sleep apnea 
and neurocognitive impairment in children with congenital heart 
disease. Chest. https ://doi.org/10.1016/j.chest .2020.03.021

 164. 164Fourdain S, Simard M-N, Dagenais L, Materassi M, Doussau 
A, Goulet J, Gagnon K, Prud’Homme J, Vinay M-C, Dehaes M 
(2020) Gross Motor Development of Children with Congeni-
tal Heart Disease Receiving Early Systematic Surveillance and 
Individualized Intervention: Brief Report. Developmental Neu-
rorehabilitation: 1–7

 165. dos Santos ESL, de Kieviet JF, Königs M, van Elburg RM, Oos-
terlaan J (2013) Predictive value of the Bayley scales of infant 

https://doi.org/10.1155/2015/402642
https://doi.org/10.1016/j.chest.2020.03.021


18 Pediatric Cardiology (2021) 42:1–18

1 3

development on development of very preterm/very low birth 
weight children: a meta-analysis. Early Hum Dev 89:487–496

 166. Hack M, Taylor HG, Drotar D, Schluchter M, Cartar L, Wilson-
Costello D, Klein N, Friedman H, Mercuri-Minich N, Morrow 
M (2005) Poor predictive validity of the Bayley Scales of Infant 
Development for cognitive function of extremely low birth 
weight children at school age. Pediatrics 116:333–341

 167. Brosig CL, Bear L, Allen S, Simpson P, Zhang L, Frommelt M, 
Mussatto KA (2018) Neurodevelopmental outcomes at 2 and 4 
years in children with congenital heart disease. Congen Heart Dis 
13:700–705

 168. Mebius MJ, Kooi EM, Bilardo CM, Bos AF (2017) Brain injury 
and neurodevelopmental outcome in congenital heart disease: a 
systematic review. Pediatrics 140:e20164055

 169. Vaikunth SS, Lui GK (2019) Heart failure with reduced and pre-
served ejection fraction in adult congenital heart disease. Heart 
Failure Rev 25:1–13

 170. Diller G-P, Dimopoulos K, Okonko D, Li W, Babu-Narayan SV, 
Broberg CS, Johansson B, Bouzas B, Mullen MJ, Poole-Wilson 

PA (2005) Exercise intolerance in adult congenital heart disease: 
comparative severity, correlates, and prognostic implication. Cir-
culation 112:828–835

 171. Ohuchi H, Hayama Y, Miike H, Suzuki D, Nakajima K, Iwasa 
T, Konagai N, Sakaguchi H, Miyazaki A, Shiraishi I (2020) 
Prognostic value of von Willebrand factor in adult patients with 
congenital heart disease. Heart. https ://doi.org/10.1136/heart jnl-
2019-31600 7

 172. Nugraha B, Buono MF, von Boehmer L, Hoerstrup SP, Emmert 
MY (2019) Human cardiac organoids for disease modeling. Clin 
Pharmacol Ther 105:79–85

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

https://doi.org/10.1136/heartjnl-2019-316007
https://doi.org/10.1136/heartjnl-2019-316007

	Antenatal and Perioperative Mechanisms of Global Neurological Injury in Congenital Heart Disease
	Abstract
	Introduction
	Types of CHD
	Cyanotic Heart Diseases
	Dextro-Transposition of the Great Arteries
	Single-Ventricle Physiology
	Tetralogy of Fallot

	Non-cyanotic Disorders
	Aortic Valve Stenosis and Atrial, Ventricular and Atrioventricular Septal Defects
	Patent Ductus Arteriosus (PDA)


	Factors that Predict Neurological Injury and Neurodevelopmental Deficits
	Preoperative Factors
	Delayed Brain Growth
	Cerebral Blood Flow Obstructions
	Prenatal Diagnosis
	Other Preoperative Factors

	Perioperative Factors
	Embolism
	Choice of Surgical Procedures
	The Norwood Procedure for HLHS 
	Arterial Switch Operation for d-TGA 

	Cardiopulmonary Bypass
	Cardiopulmonary Bypass Complications
	Low Cardiac Output Syndrome 
	Systemic Inflammation and Blood–Brain Barrier Compromise 
	Systemic Lactate Levels 
	Reoxygenation Injury and Controlled Oxygen Support During CPB 

	Deep Hypothermic Circulatory Arrest (DHCA) and Continuous Hypothermic Low-Flow Bypass
	Glucose Levels
	Anesthetic Use

	Postoperative Factors

	Discussion
	Acknowledgements 
	References




