
Coronary artery bypass surgery (CABG) is the most 
commonly performed heart operation in most countries, 
and its mortality and morbidity results are one of the 
most studied and scrutinized in the world. As a large 
operation involving long surgical times, sternotomy 
and cardiopulmonary bypass, long-term postoperative 
ventilation is a dreaded possible complication. Failure 
to wean from the ventilator can result both as a 
consequence of previous risk factors and as a cause of 
future morbidity and mortality. Not only it impacts 
patients’ well-being and recovery times, but also can 
lead to further complications such as lung infections, 
sepsis, loss of general muscle function and need for 
tracheostomy.1

Therefore, the current study of Dallazen-Sartori et 
al.2 is a timely and useful attempt to better characterize 
the incidence and risk factors for the development of 
prolonged ventilation (PV) after CABG. As previous 
authors did before, the authors focus on preoperative 
and per-operative factors to try to expose, by multiple 
logistic regressions, which ones are causally associated 
to PV in order to construct a practical Risk Score. It 
is needless to stress the importance of such a study 
in our Brazilian population, which might behave 
differently from well-known previous reports3 from 
other countries. Unfortunately, we still face a paucity 
of local and regional studies that would better represent 
our own results, outcomes and challenges. The situation 
when we need to base our decisions in external sources 
of data instead of using the national one happens very 
often. The current study by Dallazen-Sartori et al,2 is an 
attempt to change that.

The first aspect we should notice  in the actual 
study is that PV is defined as longer than 12 hours of 
mechanical ventilation after arrival in the ICU. There 
is a divergence of definition in the current literature as 
to what constitutes “prolonged” need for ventilation. 
While the references provided by the authors indeed use 
12 hours as the limit for PV definition, others1-3 and the 
STS database use the threshold of 24 hours. By “lowering 
the bar” for the outcome studied, it will most certainly 
increase its incidence (in this study 18.8%) and we 
should keep that in mind when comparing results with 
previous studies. The advantage to utilize the 12-hour 
hallmark is that it may better represent the threshold 
where mortality and prolonged length of stay starts to 
climb.4 Therefore, it has a strong case to be viewed as a 
quality mark of our operations.

Possible risk factors elected by the authors to be 
investigated were adequately based in previous reports. 
The total number of patients included in this analysis 
(4,165 patients) is much larger than in many other studies 
conferring a great advantage on the power to draw sound 
conclusions. The time frame of observation used, over 
20 years, was probably needed to achieve the present 
large cohort. It should be noted that such a wide period 
of observation might result in two different phenomena. 
On one hand, it avoids a time period bias (by precluding 
a too short period of observation when events could be 
mistakenly represented). On the other hand, by including 
the operation performed almost 24 years ago, it might 
have included scenarios and practices of extra-corporeal 
bypass circulation use and postoperative critical care that 
are no more in vogue today. 

While many studies1,3-5  limit themselves to describe 
risk factors and their respective Odd Ratios to the PV 
outcome, Dallazen-Sartori et al,2 went a step further to 
empirically create a practical risk score and validated it 
with its own population. This was previously performed 
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by Legaré et al.6 20 years ago when a simple additive risk 
score could predict a patient being ventilated for more 
than 24h with moderate precision. Differently from this 
Canadian previous risk score, Dallazen-cols.2 were able 
to instill different weights to different risk factors and 
also present us with a ROC curve.

The six risk factors that emerged as independent 
predictors of PV from the multiple logistic regression 
model are sound and in accordance with previous 
studies in this theme. The construction of an additive 
risk score could easily differentiate four different risk 
groups. The current risk score should be tested by other 

institutions, which may behave slightly differently and 
start to become part of the preoperative evaluation of 
patients deemed candidates for CABG. One should 
notice that, when used in the preoperative setting, all 
but one variable (Bypass time) will be available for 
evaluation. The appropriate preop estimation on the 
risk of PV can affect our expectations and resource 
utilization of the postoperative period and even make 
us reconsider the decision to go on with the operation 
(in elective cases). It could be useful for clinicians and 
surgeons dealing with individual patients and possibly 
to ICU administrators in evaluating the quality of 
surgical and ventilation specific care.
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