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ABBREVIATIONS
PMV: Prolonged Mechanical Ventilation; CPB: 

Cardiopulmonary Bypass; ICU: Intensive Care Unit Costs; SIRS: 
Systemic Inflammatory Response Syndrome; CABG: Coronary 
Artery Bypass Graft; BMI: Body Mass Index; PaO2: Partial 
Pressure of Oxygen; FiO2: Fraction of Inspired Oxygen; NYHA: 
New York Heart Association; EF: Ejection Fraction; AF: Atrial 
Fibrillation; ACC: Aortic Cross Clamp; IABP: Intra-Aortic Balloon 
Pump; COPD: Chronic Obstructive Pulmonary Disease; TRALI: 
Transfusion-related Acute Lung Injury; STS: Society of Thoracic 
Surgeons. 

INTRODUCTION
Patients receiving open-heart surgery normally remain 

intubated post-surgery to improve gas exchange and work of 
breathing, and to lower rates of hypertension and myocardial 
ischemia [1,2]. In operations using CPB, the majority of patients 
are extubated within 6-8 hours post-surgery [3]. However, 
up to 20% require mechanical ventilation for > 48 hours 
postoperatively [4]. PMV is most commonly defined as ≥ 24 
hrs, but has been variously defined as a cumulative duration of 
mechanical ventilation for ≥6 hrs, ≥ 8 hrs, ≥ 24 hrs, ≥ 72hrs, or as 
long as ≥ 14 days. 

There are many complications associated with PMV, including 
vocal cord granulomas and ulcerations [5], oxygen toxicity, and 
local inflammation [6]. Early extubation decreases intensive care 
unit (ICU) costs [7], and a shorter hospital stay is associated with 
decreased morbidity and mortality [8-10]. CPB is associated with 
longer ventilation times, as it can induce a systemic inflammatory 
response syndrome (SIRS) triggered by exposure of blood 
to the foreign surface of the extracorporeal circuit, amongst 
other factors. SIRS can result in pulmonary edema, surfactant 
dysfunction, and pulmonary hypertension [11].

This comprehensive review of the current literature 
demonstrates that CPB has been found to be a direct risk factor 
for PMV in most studies, as well as indirectly increasing risk of 
other factors that are associated with causing PMV. The number 
of people requiring open-heart surgery will grow in the next 
decade due to the obesity epidemic. By identifying and scaling 
the impact of risk factors for PMV, it may be possible to create a 
patient scoring system of PMV risk that could potentially be used 
to decrease risk of PMV before and during cardiac surgery. 

METHODOLOGY
For the purposes of this review, we have analyzed the 

relevant studies without setting particular inclusion criteria 
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Cardiopulmonary bypass (CPB) during open-heart surgery is associated with 
pulmonary complications, such as atelectasis, acute respiratory distress syndrome 
(ARDS), pulmonary vascular injury and respiratory failure. Many patients require 
prolonged mechanical ventilation (PMV) as a result. PMV is associated with longer 
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adequately identify the factors that are consistently associated with PMV risk. This may 
allow development of a scoring system for PMV risk, so that high-risk patients could be 
identified prior to cardiac surgery.
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for PMV definition. Studies must include use of CPB during 
cardiac surgery procedures, which can include coronary artery 
bypass graft (CABG) or valvular procedures. Studies employing 
univariate and/or multivariate analyses were included, but for 
those studies that included both us only considered the data 
obtained for multivariate analysis. Since there was a lack of 
studies on some factors that could potentially contribute to PMV 
risk, we included within our search any studies relevant to PMV, 

irrespective of date of publication or patient demographics. 

Pre-operative risk factors for prolonged mechanical 
ventilation

Age and sex: Age appears to be a clear risk factor for PMV 
(Table 1 and 2), with risk increasing as age increases, most 
probably due to co-morbidities complicating recovery and an 
impaired bodily response to combat injury and cope with the 

Table 1: Outline of results, definitions of PMV and patient populations for major studies analysing the effect of several variables on PMV risk for 
patients undergoing cardiac surgery using CPB.

Study Definition of PMV Sample size and patient demographics Factors significantly associated with increasing risk 
of PMV 

Reddy et al 2007 >48hrs
12,662 patients undergoing cardiac surgery 
between Apr 1997-Mar 2005; prospective 
analysis; UK

Increasing age above 65 years; current smoker; increasing 
serum creatinine>125μmol/L; EF <30%; myocardial 
infarction <90 days; urgent surgery; emergency surgery; 
use of CPB

Ji et al 2013
>48hrs or re-
intubation following 
cardiac surgery

143 patients undergoing cardiac surgery 
between Jan 2005-Dec 2012; retrospective 
analysis; Shanghai.

Increasing age above 65 years; pre-operative CHF; pre-
operative PaO2; CPB duration; intra-operative phrenic 
nerve injury; post-operative acute kidney injury

Siddiqui et al 2012 >24hrs
1,617 patients undergoing cardiac surgery 
between Mar 2009- May 2011; retrospective 
analysis; Pakistan 

Pre-operative renal failure; emphysema; EF <30%; 
urgent operation; prolonged CPB; prolonged aortic cross 
clamp time; complex surgical procedures; peri-operative 
myocardial infarction 

Faritous et al. 
2011

Uninterrupted 
mechanical 
ventilation of
≥14 complete days.

5,497 female patients undergoing CABG 
between Apr 2002-Mar 2008; retrospective 
analysis; Iran

Increasing age ≥70 years; EF ≤30%; pre-operative 
respiratory or renal disease; emergency or re-do 
operation; use of pre-operative inotropic agents 

Giakoumidakis et 
al 2011 No set definition

48 patients undergoing cardiac surgery 
between Oct 2010-Dec 2010, Observational 
prospective analysis; Greece

Older age; prolonged duration of cardiac surgery

Yende et al 2002 >24hrs

400 patients undergoing
cardiac surgery between
June 1999-Oct 2000; observational
prospective analysis; USA. 

Post-operative bleeding; hypoxemia

Ji et al 2012 >48hrs
588 patients undergoing cardiac surgery 
between Jan 2003- Dec 2008; retrospective 
analysis; Shanghai 

Pre-operative CHF; pre-operative hypoalbuminemia; pre-
operative PaO2; post-operative anaemia

Suematsu et al 
2000 >24hrs

167 patients undergoing cardiac surgery 
between 1994-1998; retrospective analysis; 
Japan

Older age; longer duration of surgery; peri-operative heart 
failure; glucose level; post-operative transfusion; low 
PaO2/FiO2 ratio

Dunning et al 2003 >24hrs
3,070 patients undergoing cardiac surgery 
between Apr 1998-May 2002; retrospective 
analysis; UK

Parsonnetscore >7;low EF; emergency operation;low PaO2; 
older age

Knapik et al 2011 >48hrs
2 cohorts: July 2007 - Dec 2008, n = 2165; 
Jan 2009 - July 2010, n = 2192. Retrospective 
analysis; Poland.

Aortic aneurysm surgery; emergency surgery; combined 
procedures; valve procedures; pre-operative renal 
dysfunction; pre-operative stroke or transient ischemic attack

Totonchi et al 
2014 >48hrs 743 patients; observational prospective 

analysis; Iran.  

Gender; COPD; chronic kidney disease; endocarditis; type 
of surgery; length of operation; CPB time; transfusion; 
post-operative bleeding; inotrope-dependency

Wong et al 1999 >10hrs 885 patients; prospective analysis; Canada.
Increased age; female gender; post-operative use of intra-
aortic balloon pump; use of inotropes; post-operative 
bleeding; atrial fibrillation

Cislaghi et al 2009 >12hrs
5,123 patients undergoing cardiac surgery from 
Jan 2000-Dec 2006; observational prospective 
analysis.

Age >65 years; chronic renal failure; COPD; redo surgery; 
emergency surgery; NYHA class >2; EF< 30%; transfusion; 
CPB time >77 min

Natarajan et al 
2006 ≥24hrs 470 patients undergoing CABG between Jan-

June 2002; retrospective analysis; Chennai. 
EF <40%; pre-operative renal dysfunction; prolonged CPB 
>120 min; re-exploration/re-intubation in the ICU

EF = ejection fraction; CPB = cardiopulmonary bypass; CHF = congestive heart failure; NYHA = New York Heart Association; FEV1 = forced expiratory 
volume in 1 second; BMI = body mass index; PaO2 = partial pressure of oxygen; FiO2 = fraction of inspired oxygen; CABG = coronary artery bypass 
graft; COPD = chronic obstructive pulmonary disease.
Note: Not extensive of all studies in this area. Does not include all studies discussed in this review.  
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Table 2: Summary of the strength of the association for analysed factors 
effecting PMV risk.

Factor effecting PMV risk Strength of association of the 
factor inincreasing PMV risk

Increasing age 
Congestive heart failure (including 
low EF and NYHA class)
Recent myocardial infarction
Atrial fibrillation

Strong

Current/recent smoker Moderate
Sex
Diabetes mellitus
Systemic hypertension
Chronic obstructive pulmonary 
disease
Chronic renal disease
Urgent or emergency operation

Weak

Increasing duration of 
cardiopulmonary bypass Strong

Length of operation Moderate
Increasing aortic cross clamp time
Hypothermia 
Complexity of surgery
Haemodilution/low haematocrit Weak

Delirium 
Blood transfusion 
Re-exploration for bleeding

Strong

Myocardial infarction
Atrial fibrillation
Post-operative bleeding

Moderate

Acute kidney injury Weak

stress of surgery. For example, compared to age ≤65, those 65-
75yrs old had a 2.2 times increased risk of PMV, those 75-80yrs 
old had a 4.8 times increased risk, and age >80yrs had a risk 5.5 
times greater [12]. Another study found a 0.3% increase in risk 
of severe hypoxemia, and therefore PMV, after CPB for every year 
above the age of 34 [13]. Most studies did not find that sex was 
a risk factor [13-15] as illustrated in Table 1, but results might 
have been affected by the relatively small sample size in many of 
these studies. 

Body weight: Obesity decreases functional residual capacity, 
expiratory reserve volume, partial pressure of oxygen (PaO2)and 
compliance of the chest wall, and increases the alveolar-arterial 
(A-a) oxygen gradient, and thereby has the potential to contribute 
to PMV [16].One study that only looked at the effect of obesity 
found that obesity (BMI 30-40 kg/m2) and extreme obesity (BMI 
≥40 kg/m2) was associated with increased risk of PMV since BMI 
is inversely related to PaO2/FiO2 ratio, with 30.6% of patients 
analyzed having post-operative hypoxemia, defined as PaO2/
FiO2 ratio <200 [17]. A retrospective study by Faritous et al of 
women undergoing cardiac surgery found that the risk of post-
operative hypoxemia increased 1.7 fold for each incremental BMI 
class [18]. However, most studies have not found an association 
between BMI and PMV [12,15,19,20], possibly due to a broader 
examination of variables affecting PMV risk reducing the 
significance of BMI under multivariate analysis.

Diabetes mellitus: As a result of surgical stress, there is 
an increase in gluconeogenesis and glycogenolysis, causing 

hyperglycaemia even in patients who had normal blood 
glucose levels before surgery [21]. Hyperglycaemia decreases 
endothelium-derived vasodilators, and increases release of 
vasoconstrictors and reactive oxygen species that exacerbate SIRS 
[21]. The PaO2/FiO2 ratio is lower and the A-a oxygen gradient 
is higher in diabetics before cardiac surgery, with these indices 
being poorer after CBP [22-24]. The number of diabetic patients 
with HbA1c> 6.5% requiring mechanical ventilation after CPB 
was higher compared to diabetic patients with better glycaemic 
control [25], relating to a higher incidence of pneumonia [25, 
26], and transfusion requirement [25], which are both associated 
with PMV. Diabetes mellitus occurs in one-third of patients with 
chronic renal disease undergoing CABG surgery [27], which has 
been found in some studies to be an independent risk factor for 
PMV. In spite of these results, conflicting studies concluded that 
diabetes mellitus was not a risk factor for PMV [12,13,15], which 
again may be due to relatively low sample sizes. 

Systemic hypertension: Hypertension (>140mmHg 
systolic and/or >90mmHg diastolic) can be pre-existing, or 
may be acutely increased before surgery due to anxiety [28]. 
Acute rises in systemic hypertension can exacerbate underlying 
left ventricular systolic dysfunction, thereby leading to acute 
pulmonary oedema [28]. Suematsu and colleagues (2001) found 
that hypertension was an excellent predictor of PaO2/FiO2 ratio 
<350 [29], and hypertension was a significant risk factor for PMV 
[30,31]. However, Ji et al (2013) and Jian et al (2013) studying 
patients of differing demographics to Suematsu et al (2001), did 
not find hypertension was significant for PMV or re-intubation, 
respectively [32,33]. 

Cardiovascular disease and atrial fibrillation: Pre-
operative congestive heart failure was found to be a risk factor 
for PMV [15,24,31,33]. As expected, the higher the New York 
Heart Association (NYHA) class, the greater the risk of PMV 
in these studies. For example, compared to ejection fraction 
(EF) >55%, those with EF <55% had ~1.8x increased risk of 
severe hypoxemia, and thus increased incidence of PMV [13]. 
Pre-existing ventricular failure may be worsened after cardiac 
surgery, which can cause cardiogenic pulmonary oedema, 
pulmonary hypertension and hypoxemia. Recent myocardial 
infarction (<90 days) is a predictor of post-operative respiratory 
problems after CBP [34]. Pre-operative atrial fibrillation (AF) 
increased duration of mechanical ventilation to >24hrs [35], and 
increased the incidence of acute renal failure, itself a risk factor 
for PMV [35]. AF contributes to lowering post-operative cardiac 
output, which leads to cardiogenic pulmonary oedema and 
decreased renal blood flow [35].

Current smoking, chronic obstructive pulmonary disease 
and pulmonary hypertension: Pre-existing respiratory disease 
in patients is exacerbated following cardiac surgery. Respiratory 
compliance is typically decreased within the first three days post-
surgery, which may prolong intubation in these patients. Indeed, 
one study specifically looking at pre-operative PaO2 found that 
it was an excellent predictor of post-operative PaO2/FiO2 ratio 
<350 [29]. Studies looking at multiple variables found that 
current smoking was not a variable associated with increased 
risk of PMV [12,13,33]. However, four prospective cohort studies 
specifically looking at smoking, found that cessation for >20 years 
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to >3 months prior to cardiac surgery significantly decreased 
duration of mechanical ventilation [36-39]. This was in contrast 
to Reddy and colleagues who found that smoking caused a 1.7 
times increased risk of PMV, with forced expiratory volume in 
one second (FEV1) <70% being associated with a 2.01 increased 
risk of PMV [12]. Chronic obstructive pulmonary disease (COPD) 
was not a risk factor for PMV in most studies [13,20, 24], while 
Jian et al who used a larger sample size did find an association 
[33]. Systolic pulmonary artery pressures >35mmHg has been 
associated with increased risk of PMV, with increasing severity of 
pulmonary hypertension being associated with a higher risk [40].

Chronic renal disease: Chronic renal disease impairs the 
ability to excrete fluid, causing pulmonary oedema [41]. The 
sedative, analgesic and anxiolytic drugs used peri-operatively have 
a decreased metabolism and clearance due to renal dysfunction, 
thus causing a prolonged decrease in respiratory drive [41]. 
As a result, there is a need for PMV, this being correlated with 
increasing stage of severity [30,42-47]. For example, compared to 
a creatinine level of ≤125μmol/L, those with >125-≤175μmol/L 
had a 1.09 odds ratio of PMV, whilst those with >175μmol/L had a 
4.0 odds ratio (P<0.001) [32]. Chronic renal disease also increases 
risk of peri-operative AF, post-operative bleeding, re-exploration 
for bleeding, need for transfusion, post-operative acute kidney 
injury and new myocardial infarction, which have been found to 
be independent risk factors for PMV in some studies [48]. Post-
operative bleeding due to platelet dysfunction and impaired 
erythropoietin synthesis causes anaemia of chronic disease that 
may exacerbate post-operative hypoxemia, leading to PMV [41]. 
Despite this, some studies found no significant association with 
chronic renal disease [13,20,24,29,30], which may again be due 
to differing patient demographics and sample sizes. 

Urgency of operation: Patients with acute coronary 
syndromes are given anti-platelet and anti-thrombotic drugs to 
improve survival, but this increases the risk of bleeding when 
emergency surgery is performed (49). The Society of Thoracic 
Surgeons and the Society of Cardiovascular Anaesthesiologists 
found that emergency surgery was associated with increased 
transfusion requirement, which may be exacerbated by re-
exploration for bleeding [50], both of which have been associated 
as risk factors for PMV. Reddy et al found that compared to 
elective surgery, urgent surgery had a 1.6 odds and emergency 
surgery had a 2.1 odds of PMV [1]. Studies demonstrating a 
significant association with emergency surgery [42,44,51] are 
evenly matched with studies which found no relationship [13, 43, 
52], therefore it is difficult to form a conclusion and more studies 
are required in this area. 

Operative risk factors for PMV

Cardiopulmonary bypass duration, aortic cross clamp 
duration, length of operation, complexity of surgery: As shown 
in Table 1, longer durations of CPB was a consistent risk factor for 
PMV across most studies reviewed [12,13,15,24,30,31,42], with 
CPB >120mins being a significant risk factor in most [13,30,42]. 
For example, Szeles et al found that compared to not using CPB, 
duration of CPB <120 min had a ~2.3 odds of PMV, and duration 
>120 mins had a ~3.2 odds [13]. Aortic cross clamp (ACC) 
time was largely insignificant as a risk factor [15,24,29-31,33]. 
Length of the operation has been found to be significant in some 

studies as shown in Table 1, but not in others since it is related 
to the duration of CPB, so became insignificant after multivariate 
analysis. However, increased length of operation may also 
indicate surgical or anaesthetic difficulties, which could be 
independently associated with PMV. Complexity of the surgery, 
such as combined CABG and valvular surgery and multiple valve 
surgery, was largely non-significant in conferring risk of PMV 
[20,30,32]. This may be dependent on surgical technique, as well 
as patient specific factors such as age and co-morbidities that 
may affect the patient’s ability to recover from more complex 
surgeries. 

Use of an intra-aortic balloon pump: A randomized 
controlled trial was conducted by Onorati et al of 50 COPD 
patients either receiving non-pulsatile CPB or intra-aortic 
balloon pump (IABP)-induced pulsatile CPB. It was found that 
the latter group had a shorter intubation time (8.3 ± 5.1 hours 
versus the former group: 13.2 ± 6.0; P = 0.001), better PaO2/FiO2 
at aortic de-clamping and at 24 hours post-surgery, and better 
scores on blinded chest radiographs [53]. CPB alone produces 
non-pulsatile blood flow, whilst pulsatile blood flow reduces 
tissue vasoconstriction, optimises tissue oxygen consumption 
and decreases tissue acidosis throughout the body [53]. This is 
expected to decrease SIRS, and improve blood flow through the 
pulmonary arteries during CPB, so is expected to offer better 
pulmonary outcomes [53]. IABP-induced pulsatile CPB had a 
lower incidence of acute renal failure and transfusions in a study 
conducted on 80 patients >70 years of age [54]. Therefore, the 
use of IABP-induced pulsatile CPB seems promising, but there 
is conflicting evidence where peri-operative use of an IABP was 
not associated with PMV [14,15,24,55], which could be related to 
differences in technique. 

Hypothermia: Patients are at a greater risk of morbidity 
and mortality after CPB if their ICU admission temperature 
was <36°C [56]. For example, the risk of AF increases as the 
body temperature decreases, and may progress to ventricular 
tachycardia [57], being found to be highest at 27.2°C, between 
30-33°C and between 22-32°C [58]. Bladder core temperature 
<36°C in the ICU post-CPB was associated with PMV [59] in a 
retrospective database analysis of 5,701 patients over 2 years 
[57]. However, hypothermia (34°C) was not a significant factor 
for PMV in a randomized controlled trial (n=144) in which 
nasopharyngeal temperatures were measured [60]. This might 
be due to the different bodily locations of measurement, the 
different methods of data collection or the large difference in 
sample size. 

Altered blood physiology and intra-operative bleeding: 
Haemodilution and systemic heparinisation used during CPB, 
coupled with the non-pulsatile blood flow, all effect normal 
blood physiology and increase risk of bleeding [61]. Excessive 
haemodilution is an important factor in the development of lung 
injury [62-64], and is associated with increased risk of post-
operative acute kidney injury [65]. Haematocrit levels <22% due 
to blood loss increased the incidence of pulmonary oedema, re-
operation due to bleeding, stroke, myocardial infarction and renal 
failure, which have been associated with PMV [66]. Hypervolemia 
may also lead to delirium, which can potentially increase risk of 
PMV. However, there have been only few studies analysing the 
effects of these factors. 
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Post-operative risk factors for prolonged mechanical 
ventilation

Myocardial infarction and atrial fibrillation: Post-
operative acute myocardial infarction and AF are moderate 
risk factors for PMV (Table 2). Myocardial infarction increases 
the risk of pulmonary oedema, which leads to hypoxemia and 
pulmonary hypertension, and increases risk of acute renal 
failure. Time on CPB was 33% longer in patients who developed 
an infraction [67]. AF is the most common arrhythmia following 
cardiac surgery, occurring in 20-40% of patients [69]. There 
was a significant increase in monocytes and polymorphonuclear 
cells after cardiac surgery in patients with CPB who developed 
AF [70]. Post-operative AF increases risk of new myocardial 
infarction, congestive heart failure, post-operative bleeding due 
to anticoagulation and delirium, therefore may only indirectly 
increase risk of PMV, so was insignificant as a risk factor for PMV 
in two studies [32,33]. However, AF has been found to increase 
risk of re-intubation post-surgery [71], and increase the risk of 
ventilation for >24hrs in other studies [72]. 

Acute kidney injury: Acute renal failure following CPB 
occurs in 8% of adultpatients who had pre-operative renal 
impairment and in 3–4% of patients without pre-operative renal 
impairment [73]. Pre-operative diabetes mellitus, peripheral 
artery disease, congestive heart failure, advanced age, duration 
of CPB and longer cross-clamp time, also increase risk of acute 
kidney injury [74]. The use of haemodilution in CPB, and SIRS 
and non-pulsatile blood flow could be contributing factors [75]. 
Acute kidney injury causes water retention, leading to congestive 
heart failure and pulmonary edema, which ultimately results in 
hypoxemia (33). Acute kidney injury was a significant risk factor 
for PMV in some studies [15,32,33] but not all (Table 1). 

Delirium: Longer durations of CPB may incur increased 
risk of central nervous system injury [76,77], due to SIRS, a 
higher rate of particulate and gaseous microemboli [78,79], and 
increases the risk of delirium post-operatively [80], which is 
associated with PMV [56,80,81]. There is limited coordination 
between the respiratory system and the brain, needing a longer 
time for mechanical ventilation [76]. Conversely, longer duration 
of mechanical ventilation also increases risk of delirium [56,80]. 
Transfusion, older age [56,76,78], a history of major depression 
[76], pre-operative cognitive impairment [82,83],and post-
operative renal failure [78], and AF [56], were other risk factors 
for post-operative delirium. 

Blood transfusion: Blood transfusion is used to improve 
haemostasis, enhance oxygen carrying capacity, and provide 
volume support for cardiac output after cardiac surgery [50]. 
However, the use of transfusion increases the incidence of acute 
kidney injury, worsens cardiac outcomes, and increases risk of 
stroke and mortality [50]. Transfusion-related acute lung injury 
(TRALI) may also occur, which is the leading cause of transfusion-
related mortality across cardiac and non-cardiac surgeries [52]. 
It develops during or within 6 hours of being transfused, and 
is defined by a PaO2/FiO2<300mmHg [52]. It is characterised 
by non-cardiogenic pulmonary oedema. Multiple transfusions 
increase the risk TRALI (odds ratio of 4.5 for 3-9 units vs 1-2 
units) [52,62], with a higher volume of banked blood transfused 
increasing the risk of PMV [13,24,84,85]. 

Re-exploration for bleeding: Biancari et al conducted 
a systematic review with meta-analysis on the impact of re-
exploration for bleeding after cardiac surgery on the immediate 
postoperative outcome. They  found that those at a higher 
risk for re-exploration were often older males, patients with 
peripheral vascular disease, patients who were taking aspirin 
pre-operatively, and who underwent urgent/emergency surgery 
[88]. Four out of eight of the studies in the systematic review 
found that re-exploration was significantly related to increased 
risk of PMV, with a combined risk ratio of PMV of 3.39 (95% CI 
2.28-5.05; P≤0.001) [88]. Re-exploration was associated with a 
prolonged CPB time, and was a strong risk factor for ARDS [84]. 
Excessive post-operative bleeding was a significant risk factor for 
PMV in some studies (Table 1) as it requires transfusion and can 
increase the risk of renal failure [89-91]. CPB was associated with 
greater degree of post-operative bleeding [52].

Difficulties with creating scoring systems for prolonged 
mechanical ventilation: Problems that arise when creating a 
scoring system for PMV include breadth of application limited 
to the particular patient demographic of the institution in which 
it was developed, and that the system may need to be modified 
overtime within an institution as the patient demographic 
changes. For example, the study by Knapik and colleagues 
compared two different cohorts of patients in one institution 
retrospectively across two different time periods (cohort 1 July 
2007 – Dec 2008 and cohort 2: Jan 2009 – July 2010) [44]. This 
allowed them to test the validity of their prediction model of PMV 
risk over time. In the second time period, the technique of post-
operative ventilation had changed, and there was a drop in the 
use of CPB as there were more patients >65yrs needing surgery 
who were typically treated off-pump [44]. Age >65yrs, NYHA 
class >II, urgent surgery and CABG surgery were no longer risk 
factors in the new prediction model for the second time period, 
since the elderly tended to have NYHA class III or IV, tended to 
require CABG surgery over valvular surgery, and more frequently 
had elective surgery [44]. This shows that risk factors change over 
time even within institutions, highlighting the need for continual 
re-assessment of risk factors to keep scoring systems accurate. 

Limitations of the studies analyzed: A lack of consensus 
on the definition of PMV (Table 1) has led to inconsistent 
conclusions regarding whether certain factors carry significant 
risk for PMV. These inconsistencies may also be attributed to 
the large differences in sample sizes between some studies and 
the retrospective nature of many of the studies (Table 1), which 
relies on accurate data recording and appropriate collation and 
storage of data, as well as accurate assessment of patients for 
pre-operative factors. Similarly, there are differences across 
institutions as to routine practice for cardiac surgery and CPB, 
and post-operative patient management, particularly for those 
requiring mechanical ventilation in the ICU. All of these factors 
may influence the extent to which the duration of CPB, ACC and 
cardiac surgery as well as the complexity of surgery, impact on 
PMV risk. Furthermore, the factors assessed differed between 
studies. 

Since some studies have been conducted on non-Western 
populations (Table 1), different patient demographics are also 
likely to have affected both the risk factors studied and the degree 
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of associated risk for PMV. The time over which studies were 
conducted varied markedly as well (Table 1), and it would be 
expected that the results of those studies conducted over a longer 
period could be affected by changing patient demographic and 
changing surgical/CPB methods over time. Despite disparities 
over whether certain risk factors are important or not, it would 
be beneficial to treat each factor analyzed as a ‘potential’ risk 
factor for PMV for the patient, and thus try to minimize the effects 
of these factors on mechanical ventilation time.

Summary of the risk factors for prolonged mechanical 
ventilation with recommendations for decreasing risk: Since 
age is a strong risk factor for PMV, this suggests that the elderly 
should undergo off-pump surgery where possible to avoid SIRS. 
Minimally invasive cardiac surgery should also be used where 
possible, since it decreases blood loss, lowers risk of infection 
and decreases ventilation time [93]. There have been differing 
results regarding sex of the patient and obesity as risk factors for 
PMV. Diabetes mellitus is associated with increased risk of post-
operative infections, including pneumonia, and also increased 
risk of post-operative acute kidney injury, but there lacks 
consensus as to whether it increases PMV risk (Table 2). Despite 
this, Suematsu et al (2000) suggests that normo-glycaemia 
should be aimed for during CPB [13], but further studies are 
required. Reducing weight and controlling diabetes before 
surgery is recommended, because although it is difficult to say 
whether these are significant risk factors, it would be beneficial 
to the patient’s health and recovery after surgery if these were 
managed. 

It appears that a higher NYHA class, lower EF, recent 
myocardial infarction and pre-operative AF are clearly risk 
factors for PMV (Table 2), but there needs to be further studies 
with larger sample sizes to adequately assess whether pre-
operative systemic hypertension is of significance. Overall, it 
appears that current smoking and pre-operative pulmonary 
hypertension may be associated with increased risk of PMV, 
since underlying respiratory disease is exacerbated following 
cardiac surgery. Low pre-operative PaO2 has a strong association 
with PMV risk, but there is still inconsistency about COPD being 
a risk factor for PMV. There appears to be a correlation between 
increasing levels of creatinine and increasing risk of PMV, but 
chronic renal disease has been inconsistently associated with 
increased risk of PMV. Whether the urgency of the operation 
is a risk factor for PMV is still debatable. However, emergency 
surgery and chronic renal disease increase risk of post-operative 
bleeding, transfusion and re-exploration for bleeding, which are 
themselves potential risk factors for PMV. 

It would be beneficial for lung outcomes and overall patient 
health post-surgery if the patient had adequate treatment for 
pre-existing lung disease, congestive heart failure, systemic 
hypertension, atrial fibrillation and chronic renal disease well 
before surgery. This should involve symptom control and delay 
of disease progression, where possible. It would also mean that 
those at high risk of such conditions could potentially be identified 
and managed to prevent them from getting these conditions, 
to improve outcomes post-surgery. Smoking cessation started 
as soon as possible before cardiac surgery is recommended as 
it could decrease risk, although it is expected that cessation too 
close to surgery would not significantly improve risk. 

Most of the studies concur that the duration of CPB is a risk 
factor for PMV due to SIRS. CPB duration >120 minutes carries 
the highest risk, so longer operation time is indirectly associated 
with risk of PMV. Surgeons should try to avoid CPB use where 
possible, or at least minimize CPB duration. The use of total vital 
capacity manoeuvres immediately before termination of CPB may 
decrease incidence of intrapulmonary shunting and atelectasis 
caused by CPB, so may be used as techniques to decrease 
intubation duration [94]. The use of an ACC is an insignificant risk 
factor for PMV. Studies differ as to whether complexity of surgery 
or hypothermia is direct risk factors for PMV, but hypothermia 
may indirectly contribute to PMV risk by increasing the risk of AF. 
The use of IABP-induced pulsatile CPB has been shown to lower 
intubation times, incidence of acute renal injury and transfusion 
requirement, which also confer better lung outcomes. However, 
results are still inconsistent over the use of IABP. Since the use 
of an IABP has been associated with better outcomes, it would 
be worthwhile for more studies to be conducted. Although few 
studies have looked at the direct effect of low haematocrit levels 
and haemodilution, it has been shown that they are associated 
with worse lung outcomes.  

β-blockers, sotalol, and amiodarone all reduced risk of post-
operative AF, with no marked difference in efficacy between 
them [7]. Acute kidney injury after cardiac surgery also appears 
to be a risk factor for PMV. Some drugs such as frusemide, 
natriuretic peptide and low dose dopamine have shown efficacy 
in decreasing severity of renal dysfunction and volume overload 
post-surgery [34]. There is a need for adequate perioperative 
hydration, and fluid balance monitoring. Nephrotoxic drugs 
should be discontinued before surgery. Post-operative delirium 
appears to be a clear risk factor for PMV, and results in a longer 
ICU and hospital stay [77]. It would be favorable for those 
predisposed to delirium to be screened for their risk of post-
operative delirium using cognitive testing. CPB duration should 
be minimized, off-pump surgery should be used were possible, 
and pain should be adequately controlled for those predisposed 
to delirium. 

Transfusion appears to be a clear risk factor PMV since it is 
related to TRALI (Table 2), with multiple transfusions conferring a 
higher risk. Post-operative bleeding increases the risk of multiple 
transfusions and renal dysfunction, so is indirectly associated with 
increased risk of PMV. Re-exploration for bleeding appears to be 
a strong risk factor for PMV (Table 2). Surgical technique should 
be re-assessed in institutions where there is a higher percentage 
of patients requiring re-exploration, as well as management of 
pre-operative coagulopathy to decrease bleeding [85]. The need 
for transfusion can be reduced by preventing haemodynamic 
instability [86]. In order to facilitate peri-operative blood 
conservation, the use of anti-fibrinolytic drugs, off-pump surgery 
where possible, and erythropoietin to increase pre-operative 
blood volume has been recommended by the Society of Thoracic 
Surgeons (STS) [51]. They also recommend implementing a 
blood conservation program within institutions that involves 
transfusion algorithms to guide transfusion decisions [51].

The use of pre-operative corticosteroids may decrease pro-
inflammatory cytokines and increase anti-inflammatory cytokines 
after CPB, with better lung outcomes [95]. Administration of 



Central

Govender et al. (2015)
Email:    

Clin Res Pulmonol 3(1): 1033 (2015) 7/10

aprotinin, a serum protease inhibitor, in the pulmonary artery 
during CPB may also improve lung outcomes [96]. However 
aprotonin use remains controversial, since it may increase risk 
of myocardial infarction, heart failure, acute renal failure and 
stroke [97]. It is recommended by the STS, with the caveat of 
caution due to the increased risk of renal dysfunction [51]. The 
STS also recommends the use of two lysine analogues that inhibit 
fibrinolysis: epsilon-aminocaproic acid and tranexamic acid, 
and are safer drugs than aprotonin [51]. The STS commented 
that leukocyte filters lack clinical benefit and may even activate 
leukocytes so they do not recommend its use [51].

CONCLUSION
The major limitation to this study was difficulty in comparing 

studies due to inconsistency in the definition of PMV, as well as 
variations in sample sizes, patient demographics and patient 
management. As a result, there were inconsistencies amongst the 
findings for many of the factors analyzed, so it has been difficult 
to confidently comment on whether certain factors carry risk of 
PMV. There is a need for institution-wide studies in this area, 
in particular the effect of the sex of the patient, BMI, diabetes 
mellitus, hypothermia, pre-operative systemic hypertension, 
urgency and complexity of surgery, and use of an IABP.  Providing 
more evidence of factors that are consistently associated with 
PMV risk may allow development of a scoring system to stratify 
patients into low, moderate or high-risk groups. This could be 
used to tailor their management peri-operatively. Such a scoring 
system could be specific to a particular institution, but modifiable 
to reflect changes overtime to surgical technique and patient 
demographics.

The following appear to be clear risk factors for PMV: 
increasing age (especially >65 years), higher NYHA class, lower EF, 
recent myocardial infarction, pre-operative AF, longer duration 
of CPB (especially >120 minutes), post-operative delirium, use of 
transfusion (especially multiple transfusions), and re-exploration 
for bleeding. Off-pump cardiac surgery and minimally invasive 
cardiac surgery should be used where possible. Otherwise, 
CPB duration should be minimized. This review has provided 
a preliminary summary of factors contributing to PMV risk 
specifically related to CPB, and we encourage further research in 
this area given that PMV increases hospital costs and mortality 
and morbidity following cardiac injury. 

REFERENCES
1.	 Axisa C. Early extubation and time to extubation following cardiac 

surgery. St Vincent’s Health Care Campus Nursing Monograph. 
2002:1-4.

2.	 Miyamoto T, Kimura T, Hadama T. The benefits and new predictors of 
early extubation following coronary artery bypass grafting. Annals of 
thoracic and cardiovascular surgery: official journal of the Association 
of Thoracic and Cardiovascular Surgeons of Asia. 2000; 6: 39-45.

3.	 Dunning J, Au J, Kalkat M, Levine A A validated rule for predicting 
patients who require prolonged ventilation post cardiac surgery. Eur J 
Cardiothorac Surg. 2003; 24: 270-276.

4.	 Schlensak C, Beyersdorf F. Lung injury during CPB: pathomechanisms 
and clinical relevance. Interact Cardiovasc Thorac Surg. 2005; 4: 381-
382.

5.	 Kastanos N, Estopá Miró R, Marín Perez A, Xaubet Mir A, Agustí-Vidal 

A Laryngotracheal injury due to endotracheal intubation: incidence, 
evolution, and predisposing factors. A prospective long-term study. 
Crit Care Med. 1983; 11: 362-367.

6.	 Sackner MA, Hirsch J, Epstein S. Effect of cuffed endotracheal tubes on 
tracheal mucous velocity. Chest. 1975; 68: 774-777.

7.	 Cheng DC, Karski J, Peniston C, Raveendran G, Asokumar B, Carroll J, 
David T. Early tracheal extubation after coronary artery bypass graft 
surgery reduces costs and improves resource use. A prospective, 
randomized, controlled trial. Anesthesiology. 1996; 85: 1300-1310.

8.	 Oliveira EKd, Silva VZMd, Turquetto ALR. Relationship on walk test and 
pulmonary function tests with the length of hospitalization in cardiac 
surgery patients. Revista Brasileira de Cirurgia Cardiovascular. 2009; 
24: 478-484.

9.	 Atoui R, Ma F, Langlois Y, Morin JF. Risk factors for prolonged stay in 
the intensive care unit and on the ward after cardiac surgery. J Card 
Surg. 2008; 23: 99-106.

10.	Hawkes CA, Dhileepan S, Foxcroft D. Early extubation for adult cardiac 
surgical patients. Cochrane Database Syst Rev. 2003; 3587.

11.	Ng CS, Wan S, Yim AP, Arifi AA. Pulmonary dysfunction after cardiac 
surgery. Chest. 2002; 121: 1269-1277.

12.	Reddy SL1, Grayson AD, Griffiths EM, Pullan DM, Rashid A. Logistic 
risk model for prolonged ventilation after adult cardiac surgery. Ann 
Thorac Surg. 2007; 84: 528-536.

13.	Szeles TF, Yoshinaga EM, Alencar W, Brudniewski M, Ferreira FS, Auler 
Jr JOC, et al. Hypoxemia after myocardial revascularization: analysis of 
risk factors. Revista brasileira de anestesiologia. 2008; 58: 124-136.

14.	Siddiqui MM, Paras I, Jalal A. Risk factors of prolonged mechanical 
ventilation following open heart surgery: what has changed over the 
last decade? Cardiovascular diagnosis and therapy. 2012; 2: 192-199. 

15.	Ji Q, Mei Y, Wang X, Feng J, Cai J, Ding W. Risk factors for pulmonary 
complications following cardiac surgery with cardiopulmonary 
bypass. International journal of medical sciences. 2013; 10: 1578-
1583. 

16.	Jenkins SC, Moxham J. The effects of mild obesity on lung function. 
Respir Med. 1991; 85: 309-311.

17.	Wigfield CH, Lindsey JD, Muñoz A, Chopra PS, Edwards NM, Love RB. 
Is extreme obesity a risk factor for cardiac surgery? An analysis of 
patients with a BMI > or = 40. Eur J Cardiothorac Surg. 2006; 29: 434-
440.

18.	Ranucci M, Ballotta A, La Rovere MT, Castelvecchio S. Surgical and 
Clinical Outcome Research (SCORE) Group Postoperative hypoxia 
and length of intensive care unit stay after cardiac surgery: the 
underweight paradox? PLoS One. 2014; 9: 93992.

19.	Faritous ZS, Aghdaie N, Yazdanian F, Azarfarin R, Dabbagh A. 
Perioperative risk factors for prolonged mechanical ventilation and 
tracheostomy in women undergoing coronary artery bypass graft 
with cardiopulmonary bypass. Saudi journal of anaesthesia. 2011; 5: 
167.

20.	Giakoumidakis K, Eltheni R, Brokalaki H, Galanis P, Nenekidis I, 
Fildissis G. Preoperative and intraoperative risk factors for prolonged 
mechanical ventilation among cardiac surgery patients. Health 
Science Journal. 2011; 5: 297-305.

21.	Tesfamariam B. Free radicals in diabetic endothelial cell dysfunction. 
Free Radic Biol Med. 1994; 16: 383-391.

22.	Seki S, Yoshida H, Momoki Y, Ooba O, Teramoto S, Komoto Y. Impaired 
pulmonary oxygenation of diabetic origin in patients undergoing 
coronary artery bypass grafting. Cardiovasc Surg. 1993; 1: 72-78.

http://www.researchgate.net/publication/12568699
http://www.researchgate.net/publication/12568699
http://www.researchgate.net/publication/12568699
http://www.researchgate.net/publication/12568699
http://www.ncbi.nlm.nih.gov/pubmed/12895619
http://www.ncbi.nlm.nih.gov/pubmed/12895619
http://www.ncbi.nlm.nih.gov/pubmed/12895619
http://www.ncbi.nlm.nih.gov/pubmed/17670436
http://www.ncbi.nlm.nih.gov/pubmed/17670436
http://www.ncbi.nlm.nih.gov/pubmed/17670436
http://www.ncbi.nlm.nih.gov/pubmed/6839788
http://www.ncbi.nlm.nih.gov/pubmed/6839788
http://www.ncbi.nlm.nih.gov/pubmed/6839788
http://www.ncbi.nlm.nih.gov/pubmed/6839788
http://www.ncbi.nlm.nih.gov/pubmed/1192854
http://www.ncbi.nlm.nih.gov/pubmed/1192854
http://www.ncbi.nlm.nih.gov/pubmed/8968177
http://www.ncbi.nlm.nih.gov/pubmed/8968177
http://www.ncbi.nlm.nih.gov/pubmed/8968177
http://www.ncbi.nlm.nih.gov/pubmed/8968177
http://www.ncbi.nlm.nih.gov/pubmed/20305920
http://www.ncbi.nlm.nih.gov/pubmed/20305920
http://www.ncbi.nlm.nih.gov/pubmed/20305920
http://www.ncbi.nlm.nih.gov/pubmed/20305920
http://www.ncbi.nlm.nih.gov/pubmed/18304122
http://www.ncbi.nlm.nih.gov/pubmed/18304122
http://www.ncbi.nlm.nih.gov/pubmed/18304122
http://www.ncbi.nlm.nih.gov/pubmed/14583985
http://www.ncbi.nlm.nih.gov/pubmed/14583985
http://www.ncbi.nlm.nih.gov/pubmed/11948063
http://www.ncbi.nlm.nih.gov/pubmed/11948063
http://www.ncbi.nlm.nih.gov/pubmed/17643630
http://www.ncbi.nlm.nih.gov/pubmed/17643630
http://www.ncbi.nlm.nih.gov/pubmed/17643630
http://www.ncbi.nlm.nih.gov/pubmed/19378531
http://www.ncbi.nlm.nih.gov/pubmed/19378531
http://www.ncbi.nlm.nih.gov/pubmed/19378531
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3839186/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3839186/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3839186/
http://www.medsci.org/v10p1578.htm
http://www.medsci.org/v10p1578.htm
http://www.medsci.org/v10p1578.htm
http://www.medsci.org/v10p1578.htm
http://www.ncbi.nlm.nih.gov/pubmed/1947368
http://www.ncbi.nlm.nih.gov/pubmed/1947368
http://www.ncbi.nlm.nih.gov/pubmed/16504529
http://www.ncbi.nlm.nih.gov/pubmed/16504529
http://www.ncbi.nlm.nih.gov/pubmed/16504529
http://www.ncbi.nlm.nih.gov/pubmed/16504529
http://www.ncbi.nlm.nih.gov/pubmed/24709952
http://www.ncbi.nlm.nih.gov/pubmed/24709952
http://www.ncbi.nlm.nih.gov/pubmed/24709952
http://www.ncbi.nlm.nih.gov/pubmed/24709952
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3139309/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3139309/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3139309/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3139309/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3139309/
http://www.hsj.gr/medicine/preoperative-and-intraoperative-risk-factors-for-prolonged-mechanical-ventilation-among-cardiac-surgery-patients.pdf
http://www.hsj.gr/medicine/preoperative-and-intraoperative-risk-factors-for-prolonged-mechanical-ventilation-among-cardiac-surgery-patients.pdf
http://www.hsj.gr/medicine/preoperative-and-intraoperative-risk-factors-for-prolonged-mechanical-ventilation-among-cardiac-surgery-patients.pdf
http://www.hsj.gr/medicine/preoperative-and-intraoperative-risk-factors-for-prolonged-mechanical-ventilation-among-cardiac-surgery-patients.pdf
http://www.ncbi.nlm.nih.gov/pubmed/8063201
http://www.ncbi.nlm.nih.gov/pubmed/8063201
http://www.ncbi.nlm.nih.gov/pubmed/8076003
http://www.ncbi.nlm.nih.gov/pubmed/8076003
http://www.ncbi.nlm.nih.gov/pubmed/8076003


Central

Govender et al. (2015)
Email:    

Clin Res Pulmonol 3(1): 1033 (2015) 8/10

23.	Seki S, Yoshida H, Ooba O, Teramoto S, Komoto Y. Pulmonary oxygen 
transfer deficits of diabetic origin in patients undergoing coronary 
artery bypass grafting. Surg Today. 1993; 23: 592-597.

24.	Suematsu Y, Sato H, Ohtsuka T, Kotsuka Y, Araki S, Takamoto S. 
Predictive risk factors for delayed extubation in patients undergoing 
coronary artery bypass grafting. Heart Vessels. 2000; 15: 214-220.

25.	Sato H, Carvalho G, Sato T, Lattermann R, Matsukawa T, Schricker 
T. The association of preoperative glycemic control, intraoperative 
insulin sensitivity, and outcomes after cardiac surgery. The Journal of 
Clinical Endocrinology & Metabolism. 2010; 95: 4338-4344.

26.	Lola I, Levidiotou S, Petrou A, Arnaoutoglou H, Apostolakis E, 
Papadopoulos GS. Are there independent predisposing factors for 
postoperative infections following open heart surgery? J Cardiothorac 
Surg. 2011; 6: 151.

27.	Herlitz J, Wognsen GB, Karlson BW, Sjöland H, Karlsson T, Caidahl K, 
et al. Mortality, mode of death and risk indicators for death during 5 
years after coronary artery bypass grafting among patients with and 
without a history of diabetes mellitus. Coronary artery disease. 2000; 
11: 339-346.

28.	Estafanous FG, Tarazi RC. Systemic arterial hypertension associated 
with cardiac surgery. Am J Cardiol. 1980; 46: 685-694.

29.	Suematsu Y, Sato H, Ohtsuka T, Kotsuka Y, Araki S, Takamoto S. 
Predictive risk factors for pulmonary oxygen transfer in patients 
undergoing coronary artery bypass grafting. Jpn Heart J. 2001; 42: 
143-153.

30.	Siddiqui M-MA, Paras I, Jalal A. Risk factors of prolonged mechanical 
ventilation following open heart surgery: what has changed over the 
last decade? Cardiovascular diagnosis and therapy. 2012; 2: 192.

31.	Ji Q1, Duan Q, Wang X, Cai J, Zhou Y, Feng J, Mei Y Risk factors for 
ventilator dependency following coronary artery bypass grafting. Int J 
Med Sci. 2012; 9: 306-310.

32.	Ji Q, Mei Y, Wang X, Feng J, Cai J, Ding W. Risk factors for pulmonary 
complications following cardiac surgery with cardiopulmonary 
bypass. Int J Med Sci. 2013; 10: 1578-1583.

33.	Jian L, Sheng S, Min Y, Zhongxiang Y. Risk factors for endotracheal re-
intubation following coronary artery bypass grafting. J Cardiothorac 
Surg. 2013; 8: 208.

34.	Rajaei S, Dabbagh A. Risk factors for postoperative respiratory 
mortality and morbidity in patients undergoing coronary artery 
bypass grafting. Anesthesiology and pain medicine. 2012; 2: 60.

35.	Anghel D, Anghel R, Corciova F, Enache M, Tinica G. Preoperative 
arrhythmias such as atrial fibrillation: cardiovascular surgery risk 
factor. BioMed research international. 2014.

36.	Ngaage DL, Martins E, Orkell E, Griffin S, Cale AR, Cowen ME, et al. The 
impact of the duration of mechanical ventilation on the respiratory 
outcome in smokers undergoing cardiac surgery. Cardiovasc Surg. 
2002; 10: 345-350.

37.	Jones R, Nyawo B, Jamieson S, Clark S. Current smoking predicts 
increased operative mortality and morbidity after cardiac surgery in 
the elderly. Interactive cardiovascular and thoracic surgery. 2011; 12: 
449-453.

38.	Arabaci U1, Akdur H, YiÄŸit Z. Effects of smoking on pulmonary 
functions and arterial blood gases following coronary artery surgery 
in Turkish patients. Jpn Heart J. 2003; 44: 61-72.

39.	Sanchez-Lazaro I, Almenar L, Martinez-Dolz L, Moro J, Ortiz-Martínez 
V, Izquierdo M, et al. Impact of smoking on survival after heart 
transplantation. Transplantation proceedings. 2007.

40.	Thunberg CA, Gaitan BD, Grewal A, Ramakrishna H, Stansbury LG, 

Grigore AM. Pulmonary hypertension in patients undergoing cardiac 
surgery: Pathophysiology, perioperative management, and outcomes. 
Journal of cardiothoracic and vascular anesthesia. 2013; 27: 551-572.

41.	Chaudhry MA, Latif F, Omar Z. Impact of Renal Dysfunction and 
Peripheral Arterial Disease on Post-Operative Outcomes After 
Coronary Artery Bypass Grafting: INTECH Open Access Publisher; 
2013.

42.	Faritous ZS, Aghdaie N, Yazdanian F, Azarfarin R, Dabbagh A. Saudi 
journal of anaesthesia. 2011; 5: 167-169. 

43.	Natarajan K, Patil S, Lesley N, Ninan B. Predictors of prolonged 
mechanical ventilation after on-pump coronary artery bypass grafting. 
Ann Card Anaesth. 2006; 9: 31-36.

44.	Knapik P, Ciesla D, Borowik D, Czempik P, Knapik T. Prolonged 
ventilation post cardiac surgery--tips and pitfalls of the prediction 
game. J Cardiothorac Surg. 2011; 6: 158.

45.	Charytan DM, Yang SS, McGurk S, Rawn J. Long and short-term 
outcomes following coronary artery bypass grafting in patients with 
and without chronic kidney disease. Nephrol Dial Transplant. 2010; 
25: 3654-3663.

46.	Anderson RJ, O’brien M, MaWhinney S, VillaNueva CB, Moritz TE, Sethi 
GK, Henderson WG. Renal failure predisposes patients to adverse 
outcome after coronary artery bypass surgery. VA Cooperative Study 
#5. Kidney Int. 1999; 55: 1057-1062.

47.	Abreu JE, Reilly J, Salzano RP, Khachane VB, Jekel JF, Clyne CA. 
Comparison of frequencies of atrial fibrillation after coronary artery 
bypass grafting with and without the use of cardiopulmonary bypass. 
Am J Cardiol. 1999; 83: 775-776.

48.	Labrousse L, De Vincentiis C, Madonna F, Deville C, Roques X, Baudet 
E. Early and long term results of coronary artery bypass grafts in 
patients with dialysis dependant renal failure. European journal of 
cardio-thoracic surgery. 1999; 15: 691-696.

49.	Brown C, Joshi B, Faraday N, Shah A, Yuh D, Rade JJ, Hogue CW. 
Emergency cardiac surgery in patients with acute coronary 
syndromes: a review of the evidence and perioperative implications 
of medical and mechanical therapeutics. Anesth Analg. 2011; 112: 
777-799.

50.	Society of Thoracic Surgeons Blood Conservation Guideline Task 
Force, Ferraris VA, Ferraris SP, Saha SP, Hessel EA 2nd, Haan CK, 
Royston BD Perioperative blood transfusion and blood conservation 
in cardiac surgery: the Society of Thoracic Surgeons and The Society 
of Cardiovascular Anesthesiologists clinical practice guideline. Ann 
Thorac Surg. 2007; 83: S27-86.

51.	Cislaghi F, Condemi AM, Corona A. Predictors of prolonged mechanical 
ventilation in a cohort of 5123 cardiac surgical patients. Eur J 
Anaesthesiol. 2009; 26: 396-403.

52.	Toy P1, Gajic O, Bacchetti P, Looney MR, Gropper MA, Hubmayr R, et 
al. Transfusion-related acute lung injury: incidence and risk factors. 
Blood. 2012; 119: 1757-1767.

53.	Onorati F, Cristodoro L, Bilotta M, Impiombato B, Pezzo F, 
Mastroroberto P, et al. Intraaortic balloon pumping during 
cardioplegic arrest preserves lung function in patients with chronic 
obstructive pulmonary disease. Ann Thorac Surg. 2006; 82: 35-43.

54.	Onorati F, Santarpino G, Presta P, Caroleo S, Abdalla K, Santangelo E, et 
al. Pulsatile perfusion with intra-aortic balloon pumping ameliorates 
whole body response to cardiopulmonary bypass in the elderly. Crit 
Care Med. 2009; 37: 902-911.

55.	Karalapillai D, Story D, Hart GK, Bailey M, Pilcher D, Cooper DJ, 
Bellomo R. Postoperative hypothermia and patient outcomes after 
elective cardiac surgery. Anaesthesia. 2011; 66: 780-784.

http://www.ncbi.nlm.nih.gov/pubmed/8369610
http://www.ncbi.nlm.nih.gov/pubmed/8369610
http://www.ncbi.nlm.nih.gov/pubmed/8369610
http://www.ncbi.nlm.nih.gov/pubmed/11560357
http://www.ncbi.nlm.nih.gov/pubmed/11560357
http://www.ncbi.nlm.nih.gov/pubmed/11560357
http://www.ncbi.nlm.nih.gov/pubmed/20631016
http://www.ncbi.nlm.nih.gov/pubmed/20631016
http://www.ncbi.nlm.nih.gov/pubmed/20631016
http://www.ncbi.nlm.nih.gov/pubmed/20631016
http://www.ncbi.nlm.nih.gov/pubmed/22082355
http://www.ncbi.nlm.nih.gov/pubmed/22082355
http://www.ncbi.nlm.nih.gov/pubmed/22082355
http://www.ncbi.nlm.nih.gov/pubmed/22082355
http://www.ncbi.nlm.nih.gov/pubmed/10860177
http://www.ncbi.nlm.nih.gov/pubmed/10860177
http://www.ncbi.nlm.nih.gov/pubmed/10860177
http://www.ncbi.nlm.nih.gov/pubmed/10860177
http://www.ncbi.nlm.nih.gov/pubmed/10860177
http://www.ncbi.nlm.nih.gov/pubmed/6774605
http://www.ncbi.nlm.nih.gov/pubmed/6774605
http://www.ncbi.nlm.nih.gov/pubmed/11384075
http://www.ncbi.nlm.nih.gov/pubmed/11384075
http://www.ncbi.nlm.nih.gov/pubmed/11384075
http://www.ncbi.nlm.nih.gov/pubmed/11384075
http://www.thecdt.org/article/view/1015
http://www.thecdt.org/article/view/1015
http://www.thecdt.org/article/view/1015
http://www.ncbi.nlm.nih.gov/pubmed/22701338
http://www.ncbi.nlm.nih.gov/pubmed/22701338
http://www.ncbi.nlm.nih.gov/pubmed/22701338
http://www.ncbi.nlm.nih.gov/pubmed/24046535
http://www.ncbi.nlm.nih.gov/pubmed/24046535
http://www.ncbi.nlm.nih.gov/pubmed/24046535
http://www.ncbi.nlm.nih.gov/pubmed/24209453
http://www.ncbi.nlm.nih.gov/pubmed/24209453
http://www.ncbi.nlm.nih.gov/pubmed/24209453
http://anesthpain.com/5228.fulltext
http://anesthpain.com/5228.fulltext
http://anesthpain.com/5228.fulltext
http://www.hindawi.com/journals/bmri/2014/584918/
http://www.hindawi.com/journals/bmri/2014/584918/
http://www.hindawi.com/journals/bmri/2014/584918/
http://www.ncbi.nlm.nih.gov/pubmed/12359405
http://www.ncbi.nlm.nih.gov/pubmed/12359405
http://www.ncbi.nlm.nih.gov/pubmed/12359405
http://www.ncbi.nlm.nih.gov/pubmed/12359405
http://www.ncbi.nlm.nih.gov/pubmed/21097455
http://www.ncbi.nlm.nih.gov/pubmed/21097455
http://www.ncbi.nlm.nih.gov/pubmed/21097455
http://www.ncbi.nlm.nih.gov/pubmed/21097455
http://www.ncbi.nlm.nih.gov/pubmed/12622438
http://www.ncbi.nlm.nih.gov/pubmed/12622438
http://www.ncbi.nlm.nih.gov/pubmed/12622438
http://www.ncbi.nlm.nih.gov/pubmed/17889195
http://www.ncbi.nlm.nih.gov/pubmed/17889195
http://www.ncbi.nlm.nih.gov/pubmed/17889195
http://www.ncbi.nlm.nih.gov/pubmed/23036624
http://www.ncbi.nlm.nih.gov/pubmed/23036624
http://www.ncbi.nlm.nih.gov/pubmed/23036624
http://www.ncbi.nlm.nih.gov/pubmed/23036624
http://www.intechopen.com/books/artery-bypass/impact-of-renal-dysfunction-and-peripheral-arterial-disease-on-post-operative-outcomes-after-coronar
http://www.intechopen.com/books/artery-bypass/impact-of-renal-dysfunction-and-peripheral-arterial-disease-on-post-operative-outcomes-after-coronar
http://www.intechopen.com/books/artery-bypass/impact-of-renal-dysfunction-and-peripheral-arterial-disease-on-post-operative-outcomes-after-coronar
http://www.intechopen.com/books/artery-bypass/impact-of-renal-dysfunction-and-peripheral-arterial-disease-on-post-operative-outcomes-after-coronar
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3139309/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3139309/
http://www.ncbi.nlm.nih.gov/pubmed/17699905
http://www.ncbi.nlm.nih.gov/pubmed/17699905
http://www.ncbi.nlm.nih.gov/pubmed/17699905
http://www.ncbi.nlm.nih.gov/pubmed/22112694
http://www.ncbi.nlm.nih.gov/pubmed/22112694
http://www.ncbi.nlm.nih.gov/pubmed/22112694
http://www.ncbi.nlm.nih.gov/pubmed/20551089
http://www.ncbi.nlm.nih.gov/pubmed/20551089
http://www.ncbi.nlm.nih.gov/pubmed/20551089
http://www.ncbi.nlm.nih.gov/pubmed/20551089
http://www.ncbi.nlm.nih.gov/pubmed/10027944
http://www.ncbi.nlm.nih.gov/pubmed/10027944
http://www.ncbi.nlm.nih.gov/pubmed/10027944
http://www.ncbi.nlm.nih.gov/pubmed/10027944
http://www.ncbi.nlm.nih.gov/pubmed/10080436
http://www.ncbi.nlm.nih.gov/pubmed/10080436
http://www.ncbi.nlm.nih.gov/pubmed/10080436
http://www.ncbi.nlm.nih.gov/pubmed/10080436
http://www.ncbi.nlm.nih.gov/pubmed/10386419
http://www.ncbi.nlm.nih.gov/pubmed/10386419
http://www.ncbi.nlm.nih.gov/pubmed/10386419
http://www.ncbi.nlm.nih.gov/pubmed/10386419
http://www.ncbi.nlm.nih.gov/pubmed/21385977
http://www.ncbi.nlm.nih.gov/pubmed/21385977
http://www.ncbi.nlm.nih.gov/pubmed/21385977
http://www.ncbi.nlm.nih.gov/pubmed/21385977
http://www.ncbi.nlm.nih.gov/pubmed/21385977
http://www.ncbi.nlm.nih.gov/pubmed/17462454
http://www.ncbi.nlm.nih.gov/pubmed/17462454
http://www.ncbi.nlm.nih.gov/pubmed/17462454
http://www.ncbi.nlm.nih.gov/pubmed/17462454
http://www.ncbi.nlm.nih.gov/pubmed/17462454
http://www.ncbi.nlm.nih.gov/pubmed/17462454
http://www.ncbi.nlm.nih.gov/pubmed/19276979
http://www.ncbi.nlm.nih.gov/pubmed/19276979
http://www.ncbi.nlm.nih.gov/pubmed/19276979
http://www.ncbi.nlm.nih.gov/pubmed/22117051
http://www.ncbi.nlm.nih.gov/pubmed/22117051
http://www.ncbi.nlm.nih.gov/pubmed/22117051
http://www.ncbi.nlm.nih.gov/pubmed/16798184
http://www.ncbi.nlm.nih.gov/pubmed/16798184
http://www.ncbi.nlm.nih.gov/pubmed/16798184
http://www.ncbi.nlm.nih.gov/pubmed/16798184
http://www.ncbi.nlm.nih.gov/pubmed/19237895
http://www.ncbi.nlm.nih.gov/pubmed/19237895
http://www.ncbi.nlm.nih.gov/pubmed/19237895
http://www.ncbi.nlm.nih.gov/pubmed/19237895
http://www.ncbi.nlm.nih.gov/pubmed/21692761
http://www.ncbi.nlm.nih.gov/pubmed/21692761
http://www.ncbi.nlm.nih.gov/pubmed/21692761


Central

Govender et al. (2015)
Email:    

Clin Res Pulmonol 3(1): 1033 (2015) 9/10

56.	Kazmierski J, Kowman M, Banach M, Fendler W, Okonski P, Banys A, et 
al. Incidence and predictors of delirium after cardiac surgery: Results 
from The IPDACS Study. J Psychosom Res. 2010; 69: 179-185.

57.	Polderman KH. Mechanisms of action, physiological effects, and 
complications of hypothermia. Crit Care Med. 2009; 37: S186-202.

58.	Swiniarski GV, Mah J, Bulbuc CF, Norris CM. A comprehensive 
literature review on hypothermia and early extubation following 
coronary artery bypass surgery. Applied Nursing Research. 2015; 28: 
137-141.

59.	Insler SR, O’Connor MS, Leventhal MJ, Nelson DR, Starr NJ. Association 
between postoperative hypothermia and adverse outcome after 
coronary artery bypass surgery. Ann Thorac Surg. 2000; 70: 175-181.

60.	Nathan HJ, Parlea L, Dupuis J-Y, Hendry P, Williams KA, Rubens FD, et 
al. Safety of deliberate intraoperative and postoperative hypothermia 
for patients undergoing coronary artery surgery: a randomized trial. J 
Thorac Cardiovasc Surg. 2004; 127: 1270-1275.

61.	Utley JR. Pathophysiology of cardiopulmonary bypass: current issues. 
J Card Surg. 1990; 5: 177-189.

62.	Hauters P, Delecluse V, Lambermont J, Hantson P, Khoury G, Verhelst 
R, et al. Myocardial revascularization with internal mammary artery 
graft: analysis of early and late post-operative respiratory morbidity. 
Annales de chirurgie; 1990.

63.	Hurlbut D, Myers ML, Lefcoe M, Goldbach M. Pleuropulmonary 
morbidity: internal thoracic artery versus saphenous vein graft. Ann 
Thorac Surg. 1990; 50: 959-964.

64.	Cosgrove DM, Lytle BW, Loop FD, Taylor PC, Stewart RW, Gill CC, et 
al. Does bilateral internal mammary artery grafting increase surgical 
risk? J Thorac Cardiovasc Surg. 1988; 95: 850-856.

65.	Karkouti K, Beattie WS, Wijeysundera DN, Rao V, Chan C, Dattilo KM, 
et al. Hemodilution during cardiopulmonary bypass is an independent 
risk factor for acute renal failure in adult cardiac surgery. J Thorac 
Cardiovasc Surg. 2005; 129: 391-400.

66.	Habib RH, Zacharias A, Schwann TA, Riordan CJ, Durham SJ, Shah A. 
Adverse effects of low hematocrit during cardiopulmonary bypass in 
the adult: should current practice be changed? J Thorac Cardiovasc 
Surg. 2003; 125: 1438-1450.

67.	Ghani MF, Parker BM, Smith JR. Recognition of myocardial infarction 
after cardiac surgery and its relation to cardiopulmonary bypass. Am 
Heart J. 1974; 88: 18-22.

68.	Onorati F, De Feo M, Mastroroberto P, Cristodoro L, Pezzo F, Renzulli 
A, et al. Determinants and prognosis of myocardial damage after 
coronary artery bypass grafting. Ann Thorac Surg. 2005; 79: 837-845.

69.	Gunaydin S, Ayrancioglu K, Dikmen E, Mccusker K, Vijay V, Sari T, et 
al. Clinical effects of leukofiltration and surface modification on post-
cardiopulmonary bypass atrial fibrillation in different risk cohorts. 
Perfusion. 2007; 22: 279-288.

70.	Fontes ML, Mathew JP, Rinder HM, Zelterman D, Smith BR, Rinder CS. 
Atrial fibrillation after cardiac surgery/cardiopulmonary bypass is 
associated with monocyte activation. Anesthesia & Analgesia. 2005; 
101:17-23.

71.	Almassi GH, Schowalter T, Nicolosi AC, Aggarwal A, Moritz TE, 
Henderson WG, et al. Atrial fibrillation after cardiac surgery: a major 
morbid event? Ann Surg. 1997; 226: 501-511.

72.	Aranki SF, Shaw DP, Adams DH, Rizzo RJ, Couper GS, VanderVliet M, 
et al. Jr Predictors of atrial fibrillation after coronary artery surgery. 
Current trends and impact on hospital resources. Circulation. 1996; 
94: 390-397.

73.	Fischer UM, Weissenberger WK, Warters RD, Geissler HJ, Allen SJ, 

Mehlhorn U. Impact of cardiopulmonary bypass management on 
postcardiac surgery renal function. Perfusion. 2002; 17: 401-406.

74.	Schopka S, Diez C, Camboni D, Floerchinger B, Schmid C, Hilker 
M. Impact of cardiopulmonary bypass on acute kidney injury 
following coronary artery bypass grafting: a matched pair analysis. J 
Cardiothorac Surg. 2014; 9: 20.

75.	Machiraju VR. Redo Cardiac Surgery in Adults: CME Network; 1997.

76.	Stransky M, Schmidt C, Ganslmeier P, Grossmann E, Haneya A, Moritz S, 
et al. Hypoactive delirium after cardiac surgery as an independent risk 
factor for prolonged mechanical ventilation. Journal of cardiothoracic 
and vascular anesthesia. 2011; 25 : 968-974.

77.	van Dijk D, Spoor M, Hijman R, Nathoe HM, Borst C, Jansen EW, et al. 
Cognitive and cardiac outcomes 5 years after off-pump vs on-pump 
coronary artery bypass graft surgery. JAMA. 2007; 297: 701-708.

78.	Giltay EJ, Huijskes RV, Kho KH, Blansjaar BA, Rosseel PM. Psychotic 
symptoms in patients undergoing coronary artery bypass grafting and 
heart valve operation. European journal of cardio-thoracic surgery. 
2006; 30 : 140-147.

79.	Newman MF, Mathew JP, Grocott HP, Mackensen GB, Monk T, Welsh-
Bohmer KA, et al. Central nervous system injury associated with 
cardiac surgery. Lancet. 2006; 368: 694-703.

80.	Shadvar K, Baastani F, Mahmoodpoor A, Bilehjani E. Evaluation of 
the prevalence and risk factors of delirium in cardiac surgery ICU. J 
Cardiovasc Thorac Res. 2013; 5: 157-161.

81.	Veliz-Reissmüller G, Torres HA, van der Linden J, Lindblom D, 
Jönhagen ME. Pre-operative mild cognitive dysfunction predicts 
risk for post-operative delirium after elective cardiac surgery. Aging 
clinical and experimental research. 2007; 19: 172-177.

82.	Rudolph JL, Jones RN, Levkoff SE, Rockett C, Inouye SK, Sellke FW, 
et al. Derivation and validation of a preoperative prediction rule for 
delirium after cardiac surgery. Circulation. 2009; 119: 229-236.

83.	Ebert AD, Walzer TA, Huth C, Herrmann M. Early neurobehavioral 
disorders after cardiac surgery: a comparative analysis of coronary 
artery bypass graft surgery and valve replacement. Journal of 
cardiothoracic and vascular anesthesia. 2001; 15: 15-19.

84.	Moulton MJ, Creswell LL, Mackey ME, Cox JL, Rosenbloom M. 
Reexploration for bleeding is a risk factor for adverse outcomes after 
cardiac operations. J Thorac Cardiovasc Surg. 1996; 111: 1037-1046.

85.	Habib RH, Zacharias A, Engoren M. Determinants of prolonged 
mechanical ventilation after coronary artery bypass grafting. Ann 
Thorac Surg. 1996; 62: 1164-1171.

86.	Spiess BD. Choose one: damned if you do/damned if you don’t! Crit 
Care Med. 2005; 33: 1871-1874.

87.	Lecamwasam HS, Katz D, Vlahakes GJ, Dzik W, Streckenbach SC. 
Cardiopulmonary bypass following severe transfusion-related acute 
lung injury. Anesthesiology. 2002; 97: 1311-1312.

88.	Biancari F, Mikkola R, Heikkinen J, Lahtinen J, Airaksinen KJ, Juvonen 
T. Estimating the risk of complications related to re-exploration for 
bleeding after adult cardiac surgery: a systematic review and meta-
analysis. European journal of cardio-thoracic surgery. 2012; 41: 50-
55.

89.	Totonchi Z, Baazm F, Chitsazan M, Seifi S, Chitsazan M. Predictors 
of prolonged mechanical ventilation after open heart surgery. J 
Cardiovasc Thorac Res. 2014; 6: 211-216.

90.	Wong DT, Cheng DC, Kustra R, Tibshirani R, Karski J, Carroll-Munro J, 
et al. A Risk factors of delayed extubation, prolonged length of stay in 
the intensive care unit, and mortality in patients undergoing coronary 
artery bypass graft with fast-track cardiac anesthesia: a new cardiac 

http://www.ncbi.nlm.nih.gov/pubmed/20624517
http://www.ncbi.nlm.nih.gov/pubmed/20624517
http://www.ncbi.nlm.nih.gov/pubmed/20624517
http://www.ncbi.nlm.nih.gov/pubmed/19535947
http://www.ncbi.nlm.nih.gov/pubmed/19535947
http://www.ncbi.nlm.nih.gov/pubmed/25448056
http://www.ncbi.nlm.nih.gov/pubmed/25448056
http://www.ncbi.nlm.nih.gov/pubmed/25448056
http://www.ncbi.nlm.nih.gov/pubmed/25448056
http://www.ncbi.nlm.nih.gov/pubmed/10921704
http://www.ncbi.nlm.nih.gov/pubmed/10921704
http://www.ncbi.nlm.nih.gov/pubmed/10921704
http://www.ncbi.nlm.nih.gov/pubmed/15115982
http://www.ncbi.nlm.nih.gov/pubmed/15115982
http://www.ncbi.nlm.nih.gov/pubmed/15115982
http://www.ncbi.nlm.nih.gov/pubmed/15115982
http://www.ncbi.nlm.nih.gov/pubmed/2133841
http://www.ncbi.nlm.nih.gov/pubmed/2133841
http://www.ncbi.nlm.nih.gov/pubmed/1673327
http://www.ncbi.nlm.nih.gov/pubmed/1673327
http://www.ncbi.nlm.nih.gov/pubmed/1673327
http://www.ncbi.nlm.nih.gov/pubmed/1673327
http://www.ncbi.nlm.nih.gov/pubmed/2241387
http://www.ncbi.nlm.nih.gov/pubmed/2241387
http://www.ncbi.nlm.nih.gov/pubmed/2241387
http://www.ncbi.nlm.nih.gov/pubmed/3361932
http://www.ncbi.nlm.nih.gov/pubmed/3361932
http://www.ncbi.nlm.nih.gov/pubmed/3361932
http://www.ncbi.nlm.nih.gov/pubmed/15678051
http://www.ncbi.nlm.nih.gov/pubmed/15678051
http://www.ncbi.nlm.nih.gov/pubmed/15678051
http://www.ncbi.nlm.nih.gov/pubmed/15678051
http://www.ncbi.nlm.nih.gov/pubmed/12830066
http://www.ncbi.nlm.nih.gov/pubmed/12830066
http://www.ncbi.nlm.nih.gov/pubmed/12830066
http://www.ncbi.nlm.nih.gov/pubmed/12830066
http://www.ncbi.nlm.nih.gov/pubmed/4546176
http://www.ncbi.nlm.nih.gov/pubmed/4546176
http://www.ncbi.nlm.nih.gov/pubmed/4546176
http://www.ncbi.nlm.nih.gov/pubmed/15734390
http://www.ncbi.nlm.nih.gov/pubmed/15734390
http://www.ncbi.nlm.nih.gov/pubmed/15734390
http://www.ncbi.nlm.nih.gov/pubmed/18181517
http://www.ncbi.nlm.nih.gov/pubmed/18181517
http://www.ncbi.nlm.nih.gov/pubmed/18181517
http://www.ncbi.nlm.nih.gov/pubmed/18181517
http://journals.lww.com/anesthesia-analgesia/Abstract/2005/07000/Atrial_Fibrillation_After_Cardiac.3.aspx
http://journals.lww.com/anesthesia-analgesia/Abstract/2005/07000/Atrial_Fibrillation_After_Cardiac.3.aspx
http://journals.lww.com/anesthesia-analgesia/Abstract/2005/07000/Atrial_Fibrillation_After_Cardiac.3.aspx
http://journals.lww.com/anesthesia-analgesia/Abstract/2005/07000/Atrial_Fibrillation_After_Cardiac.3.aspx
http://www.ncbi.nlm.nih.gov/pubmed/9351718
http://www.ncbi.nlm.nih.gov/pubmed/9351718
http://www.ncbi.nlm.nih.gov/pubmed/9351718
http://www.ncbi.nlm.nih.gov/pubmed/8759081
http://www.ncbi.nlm.nih.gov/pubmed/8759081
http://www.ncbi.nlm.nih.gov/pubmed/8759081
http://www.ncbi.nlm.nih.gov/pubmed/8759081
http://www.ncbi.nlm.nih.gov/pubmed/12470028
http://www.ncbi.nlm.nih.gov/pubmed/12470028
http://www.ncbi.nlm.nih.gov/pubmed/12470028
http://www.ncbi.nlm.nih.gov/pubmed/24438155
http://www.ncbi.nlm.nih.gov/pubmed/24438155
http://www.ncbi.nlm.nih.gov/pubmed/24438155
http://www.ncbi.nlm.nih.gov/pubmed/24438155
https://www.springer.com/in/book/9781461413257
http://www.ncbi.nlm.nih.gov/pubmed/21741272
http://www.ncbi.nlm.nih.gov/pubmed/21741272
http://www.ncbi.nlm.nih.gov/pubmed/21741272
http://www.ncbi.nlm.nih.gov/pubmed/21741272
http://www.ncbi.nlm.nih.gov/pubmed/17312289
http://www.ncbi.nlm.nih.gov/pubmed/17312289
http://www.ncbi.nlm.nih.gov/pubmed/17312289
http://www.ncbi.nlm.nih.gov/pubmed/16723244
http://www.ncbi.nlm.nih.gov/pubmed/16723244
http://www.ncbi.nlm.nih.gov/pubmed/16723244
http://www.ncbi.nlm.nih.gov/pubmed/16723244
http://www.ncbi.nlm.nih.gov/pubmed/16920475
http://www.ncbi.nlm.nih.gov/pubmed/16920475
http://www.ncbi.nlm.nih.gov/pubmed/16920475
http://www.ncbi.nlm.nih.gov/pubmed/24404347
http://www.ncbi.nlm.nih.gov/pubmed/24404347
http://www.ncbi.nlm.nih.gov/pubmed/24404347
http://www.ncbi.nlm.nih.gov/pubmed/17607083
http://www.ncbi.nlm.nih.gov/pubmed/17607083
http://www.ncbi.nlm.nih.gov/pubmed/17607083
http://www.ncbi.nlm.nih.gov/pubmed/17607083
http://www.ncbi.nlm.nih.gov/pubmed/19118253
http://www.ncbi.nlm.nih.gov/pubmed/19118253
http://www.ncbi.nlm.nih.gov/pubmed/19118253
http://www.ncbi.nlm.nih.gov/pubmed/11254833
http://www.ncbi.nlm.nih.gov/pubmed/11254833
http://www.ncbi.nlm.nih.gov/pubmed/11254833
http://www.ncbi.nlm.nih.gov/pubmed/11254833
http://www.ncbi.nlm.nih.gov/pubmed/8622301
http://www.ncbi.nlm.nih.gov/pubmed/8622301
http://www.ncbi.nlm.nih.gov/pubmed/8622301
http://www.ncbi.nlm.nih.gov/pubmed/8823107
http://www.ncbi.nlm.nih.gov/pubmed/8823107
http://www.ncbi.nlm.nih.gov/pubmed/8823107
http://www.ncbi.nlm.nih.gov/pubmed/16096475
http://www.ncbi.nlm.nih.gov/pubmed/16096475
http://www.ncbi.nlm.nih.gov/pubmed/12411821
http://www.ncbi.nlm.nih.gov/pubmed/12411821
http://www.ncbi.nlm.nih.gov/pubmed/12411821
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3241129/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3241129/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3241129/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3241129/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3241129/
http://www.ncbi.nlm.nih.gov/pubmed/25610551
http://www.ncbi.nlm.nih.gov/pubmed/25610551
http://www.ncbi.nlm.nih.gov/pubmed/25610551
http://www.ncbi.nlm.nih.gov/pubmed/10519495
http://www.ncbi.nlm.nih.gov/pubmed/10519495
http://www.ncbi.nlm.nih.gov/pubmed/10519495
http://www.ncbi.nlm.nih.gov/pubmed/10519495


Central

Govender et al. (2015)
Email:    

Clin Res Pulmonol 3(1): 1033 (2015) 10/10

Govender M, Bihari S, Dixon DL (2015) Risk Factors for Prolonged Mechanical Ventilation after Cardiopulmonary Bypass for Open-Heart Surgery in Adults. Clin 
Res Pulmonol 3(1): 1033.

Cite this article

risk score. Anesthesiology. 1999; 91: 936-944.

91.	Yende S, Wunderink R. Causes of prolonged mechanical ventilation 
after coronary artery bypass surgery. Chest. 2002; 122: 245-252.

92.	Sagbas E, Akpinar B, Sanisoglu I, Caynak B, Tamtekin B, Oral K, et al. 
Video-assisted bilateral epicardial pulmonary vein isolation for the 
treatment of lone atrial fibrillation. Ann Thorac Surg. 2007; 83: 1724-
1730.

93.	Tschernko EM, Bambazek A, Wisser W, Partik B, Jantsch U, Kubin K, 
et al. Intrapulmonary shunt after cardiopulmonary bypass: the use 
of vital capacity maneuvers versus off-pump coronary artery bypass 
grafting. J Thorac Cardiovasc Surg. 2002; 124: 732-738.

94.	Giomarelli P, Scolletta S, Borrelli E, Biagioli B. Myocardial and lung 
injury after cardiopulmonary bypass: role of interleukin (IL)-10. Ann 
Thorac Surg. 2003; 76: 117-123.

95.	Erdogan M, Kalaycioglu S, Iriz E. Protective effect of aprotinin against 
lung damage in patients undergoing CABG surgery. Acta Cardiol. 
2005; 60: 367-372.

96.	Mangano DT, Tudor IC. Dietzel C; Multicenter Study of Perioperative 
Ischemia Research Group; Ischemia Research and Education 
Foundation The risk associated with aprotinin in cardiac surgery. N 
Engl J Med. 2006; 354: 353-365.

http://www.ncbi.nlm.nih.gov/pubmed/10519495
http://www.ncbi.nlm.nih.gov/pubmed/12114366
http://www.ncbi.nlm.nih.gov/pubmed/12114366
http://www.ncbi.nlm.nih.gov/pubmed/17462389
http://www.ncbi.nlm.nih.gov/pubmed/17462389
http://www.ncbi.nlm.nih.gov/pubmed/17462389
http://www.ncbi.nlm.nih.gov/pubmed/17462389
http://www.ncbi.nlm.nih.gov/pubmed/12324731
http://www.ncbi.nlm.nih.gov/pubmed/12324731
http://www.ncbi.nlm.nih.gov/pubmed/12324731
http://www.ncbi.nlm.nih.gov/pubmed/12324731
http://www.ncbi.nlm.nih.gov/pubmed/12842524
http://www.ncbi.nlm.nih.gov/pubmed/12842524
http://www.ncbi.nlm.nih.gov/pubmed/12842524
http://www.ncbi.nlm.nih.gov/pubmed/16128368
http://www.ncbi.nlm.nih.gov/pubmed/16128368
http://www.ncbi.nlm.nih.gov/pubmed/16128368
http://www.ncbi.nlm.nih.gov/pubmed/16436767
http://www.ncbi.nlm.nih.gov/pubmed/16436767
http://www.ncbi.nlm.nih.gov/pubmed/16436767
http://www.ncbi.nlm.nih.gov/pubmed/16436767

	Risk Factors for Prolonged Mechanical Ventilation after Cardiopulmonary Bypass for Open-Heart Surger
	Abstract
	Abbreviations
	Introduction
	Methodology
	Pre-operative risk factors for prolonged mechanical ventilation 
	Operative risk factors for PMV 
	Post-operative risk factors for prolonged mechanical ventilation

	Conclusion
	References
	Table 1
	Table 2

