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[ Abstract] Objective To evaluate the benefits and risks of tight glucose control by compare the
differences between tight glucose control (TGC) and conventional glucose control (CGC) during pedi-
atric cardiac surgery with cardiopulmonary bypass (CPB). Methods Randomized controlled trails
(RCTs) in which pediatric cardiac surgery patients undergoing CPB were randomly assigned to TGC
or CGC were searched through the Pubmed. Embase, OVID, WOS, Cochrane library, CBM, CNKI,
Wanfang and VIP database. Data abstracted from identified articles were analyzed using Revman 5. 2.
Results Five RCTs involving 3 372 participants were identified. The results of meta-analysis showed
that TGC was associated with the decrease in acquired infection (RR =0.69, 95% CI 0.49-0.98).
While compared with CGC, TGC conversely increased the incidence of hypoglycemia (RR = 3. 34,
95%CI 1.33-8.34) and TGC did not result in a decrease in hospital mortality (RR =0. 78, 95%CI
0.47-1. 30). Conclusion TGC during pediatric cardiac surgery with cardiopulmonary bypass appears
to lower acquired infection and higher the incidence of hypoglycemia. TGC dose not reduce the inci-
dence of hospital mortality, however.
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