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ORIGINAL ARTICLE

Are Standard Follow-Up Parameters Sufficient 
to Protect Neurocognitive Functions in Patients 
with Diabetes Mellitus who Underwent Coronary 
Artery Bypass Grafting?

Hakan Sacli1, MD; Ibrahim Kara1, MD

Abstract

Objective: We aimed to compare the effectiveness of 
cognitive function protection between the standard follow-up 
parameters and advanced neuromonitoring methods in diabetic 
patients who underwent coronary artery bypass grafting during 
cardiopulmonary bypass. 

Methods: Study design was prospective and observational. 
Patients were separated into two groups, treated only with 
standard follow-up parameters (Group 1) and followed up with 
the change of regional cerebral tissue oxygenation (rSO2) by near-
infrared spectroscopy (Group 2). Neurocognitive functions were 
evaluated preoperatively and postoperatively before discharge in 
all patients using the Montreal Cognitive Assessment (MoCA) test. 

Results: Cognitive functions of Group 2 patients in the 

postoperative period were significantly higher than Group 1 patients 
(P=0.001). The mean postoperative MoCA score of patients was 
significantly lower than the mean preoperative MoCA score in Group 
1 (24.8±2.2 vs. 23.6±2.6, P=0.02). However, mild cognitive dysfunction 
was significantly lower in Group 2, compared to Group 1 (P=0.02). 

Conclusion: In patients followed up with standard parameters, 
a significant decrease in cognitive function was observed in the 
early period. However, the use of advanced neuromonitoring 
methods can significantly prevent this decrease in cognitive 
functions.
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 = Coronary artery bypass grafting 
 = Cardiopulmonary bypass 
 = Diabetes mellitus 
 = Epiaortic ultrasound 
 = Fraction of inspired oxygen
 = Hemoglobin
 = Hematocrit
 = Deoxyhemoglobin 
 = Mean arterial blood pressure 
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 = Montreal Cognitive Assessment 
 = Near-infrared spectroscopy
 = Oxyhemoglobin
 = Partial carbon dioxide
 = Partial oxygen
 = Postoperative cognitive dysfunction 
 = Regional cerebral tissue oxygenation
 = Statistical Package for the Social Sciences
 = Transesophageal echocardiography
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mobile structure and plaque surface). All patients have similar 
EAU results in both groups, but 4 patients included in the study 
were excluded because calcifications were at level 3. Carotid 
and vertebral artery Doppler ultrasound were performed in all 
patients to assess the atheroma condition of the carotid arteries. 
All patients included in the study had fibrofatty plaque under 2 
mm and there was no effect on blood flow in the internal and 
common carotid artery. Patients were divided into two groups: 
patients followed up with standard follow-up parameters (Group 
1, n=24) and patients whose cerebral tissue saturations (rSO2) are 
followed up with near-infrared spectroscopy (NIRS) in addition to 
standard parameters (Group 2, n=26). Patients who underwent 
additional procedure other than CABG, whose EAU showed 
severe calcification in ascending aorta, with significant carotid 
artery disease (≥70% of lesion with carotid Doppler USG), very 
low educational level or illiterate, >80 years old, and with history 
of cerebrovascular disease, neurovascular seizure and psychiatric 
disorders, were excluded. The study was approved by the Ethics 
Committee of Sakarya University Medical Faculty. Informed 
consent was obtained from all patients included in the study.

Measurements and Surgical Management

Electrocardiography, heart rate, invasive arterial and jugular 
venous pressure monitoring, arterial blood lactate level, mean 
arterial blood pressure (MAP), urinary output, hemoglobin (Hb) 
and hematocrit (Hct) levels, partial carbon dioxide (pCO2) and 
partial oxygen (pO2) with alpha-stat method and peripheral 
oxygen saturation (SpO2) monitoring, routine follow-up 
parameters, were used in all patients. In addition, intraoperative 
aortic cross-clamp and total perfusion times, intensive care and 
hospital length of stay, and regional cerebral oxygen saturation 
(rSO2) parameters were recorded.

All the surgeries were performed by the same surgery, 
anesthesia and perfusion teams using the standard surgical 
protocols and techniques of our clinic. The degree of 
atherosclerosis in the ascending aorta was evaluated using EAU 
and digital manual examination. Patients with severe calcific 
ascending aorta or porcelain aorta were excluded from the study. 
All patients in Group 2 were monitored with the INVOS system 
(INVOS 5100C; Somanetics Corp, Troy, MI, USA) to evaluate 
cerebral perfusion. The probes of the device were placed in both 
frontotemporal regions reciprocally as the distance between 
the two probes was approximately 3-4 cm. Prior to anesthesia 
induction, baseline values were obtained by measuring rSO2 
values. During CPB in Group 2 patients, right and left rSO2 
values were recorded continuously. It was considered clinically 
significant when rSO2 values were decreased by >20% compared 
to baseline values during the procedure and intervention was 
performed according to the proposed algorithm in the use of 
brain oximetry (Figure 1)[6]. 

The neurocognitive functions in all patients were evaluated 
by physicians preoperatively and postoperatively before 
discharge by using the Montreal Cognitive Assessment (MoCA) 
test[1]. MoCA test information was given to the patients by our 
two perfusionists and technically the test was provided by them. 
This test is an easy and fast screening test that was developed 
to evaluate mild cognitive functions. The cognitive functions 

INTRODUCTION

Although the improvement and applicability of surgical 
techniques in open heart surgery have positive gains, there is also 
an increase in risk factors in the patient population undergoing 
surgery due to increased average life expectancy. Postoperative 
cognitive dysfunction (POCD) is seen considerably after major 
surgeries[1]. Its frequency ranges from 10 to 54% and may range 
from short-term transient forms to postoperative delirium[2]. 
Although it is seen so often, there is no sufficient evaluation and 
research. Some factors associated with the presence of POCD have 
been demonstrated. Patients with advanced age, presence of DM 
and low level of education were reported to be more common in 
the observed POCD patient groups[3]. Diabetes mellitus is one of 
the major risk factors in atherosclerotic plaque formation and is 
currently an important health problem which brings additional 
diabetes-related problems. POCD is one of the diabetes-related 
problems after major surgeries. The prevalence of DM was 8.8% 
in 2015 worldwide and this rate is expected to reach 10.4% by 
2040, therefore, precautions to be taken are important in this 
regard[4]. Cerebral near-infrared spectroscopy (NIRS) is a system 
that monitors brain activity and therefore provides information 
about sufficient cerebral perfusion. Near-infrared region of the 
electromagnetic spectrum is used in this process (780 nm-2500 
nm). It is a technique that measures the amount of absorption of 
oxyhemoglobin (O2Hb) and deoxyhemoglobin (HHb) when the 
light in near-infrared wavelength passes through the tissues. It 
gives us values such as cerebral tissue oxygen saturation (rSO2). 
Its normal limits are between 60 and 75% and it is affected by 
intraoperative cardiac output, blood pressure, PCO2, pH, FiO2, 
tissue temperature, hemoglobin concentration and local/
regional blood flow[5]. Intraoperative rSO2 monitoring helps us to 
interfere with the changes that may result in POCD. 

We aimed to compare the effectiveness of cognitive function 
protection between the standard follow-up parameters and 
advanced neuromonitoring methods in diabetic patients 
who underwent coronary artery bypass grafting during 
cardiopulmonary bypass (CPB).

METHODS

Study Population and Exclusion Criteria

Fifty-four patients who underwent isolated and elective 
coronary artery bypass grafting (CABG) surgery between June 
and November 2018 were included in the study. Study design 
was prospective and observational. All patients included in the 
study had insulin-dependent diabetes mellitus (DM). Onset of 
diabetes was greater than ten years in all patients and the degree 
of diabetes was equally in both groups. All patients were assessed 
after the induction of general anesthesia with intraoperative 
transesophageal echocardiography (TEE) before sternotomy. 
After sternotomy, an epiaortic ultrasound (EAU) was performed 
to assess the level of atherosclerosis to all patients. Modified 
Wareing classification was used with EAU. The classification level 
is carried out as 0 (normal), 1 (mild, <3 mm intimal thickness), 2 
(medium, ≥3 mm intimal thickness in 1 ascending aorta segment), 
3 (severe, ≥3 mm intimal thickness in 2 or 3 aorta segments and 
frequently accompanying luminal protrusion, ulceration of the 
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postoperative values in groups. Mann-Whitney U test was used 
to compare data that are not normally distributed. Chi-square 
test was used to compare categorical data. While quantitative 
data showing normal distribution are presented as mean ± 
standard deviation, data that are not distributed normally are 
presented as median (min-max). Qualitative data are expressed 
as frequency (percentage). The significance level was considered 
as P<0.05.

RESULTS

Demographics and patient data during surgery are presented 
in Table 1 and Table 2. There was no significant difference 
between the groups in terms of demographic data. The mortality 
rate was 0% for both groups. There was no significant change in 
terms of operating data.

Neurocognitive Results

Since all patients included in the study were diabetic, patients 
with mild cognitive dysfunction from both groups were present 
preoperatively. These patients were not excluded because DM 
is a disease that affects cognitive functions and did not cause a 
significant difference in terms of between groups preoperative 
MoCA test. Therefore, the mean preoperative MoCA score of both 
groups was slightly low (24.8±2.2 vs. 25.2±2.0, P=0.59) (Table 3). 
The mean MoCA score and therefore the cognitive functions of 
patients being monitored for rSO2 with NIRS in the postoperative 
period were significantly higher than those monitored with 

evaluated by the MoCA test include visuopatial/executive, 
naming, memory, attention, language, abstraction, delayed 
recall, orientation sections. The highest total score that can be 
obtained is 30. Accordingly, 26 points and above is normal, 19-
25 points are mild cognitive impairment and a score below 19 
is considered severe cognitive impairment[7,8]. Neurological 
evaluation included visual and speech impairment, paralysis or 
weakness in the upper and/or lower extremities, and mental 
status assessment.

Under nasopharyngeal mild hypothermia (32-34°C), 
myocardial protection was provided in all patients with 
intermittent antegrade cold blood cardioplegia every 15 to 
20 minutes, and intermittent antegrade as well as continuous 
retrograde technique, when necessary. Double clamp technique 
was performed; distal anastomoses were done under cross-
clamp and proximal anastomoses were done under side-clamp, 
respectively, in all patients. The CPB machine standard flow rate 
was maintained between 2.2-2.4 L/min/m2, pCO2 was 35-40 
mmHg with the alpha-stat method, MAP was 50-100 mmHg and 
hematocrit (Hct) was 20%-25% during the operation.

Statistical Analysis

Data were analyzed with IBM SPSS v23 software. Compliance 
of data with normal distribution was examined with the Shapiro-
Wilk test. Independent samples t-test was used for comparison 
of data with normal distribution according to groups and paired 
sample t-test was used for comparison of preoperative and 
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Fig. 1 – Algorithm for the treatment of cerebral desaturation. 
FiO2=fraction of inspired oxygen; Hct=hematocrit; MAP=mean arterial pressure; PaCO2=partial carbon dioxide; rSO2=regional cerebral 
oxygenation

If rSO2 fell to more than 20% under the baseline, 

check the position of the patient's head and venous cannula to ensure that adequate venous drainage is provided. 

If MAP fell, 

raise the MAP > 60 mm Hg

If systemic saturation abnormal, 

increase the FIO2

If PaCO2 < 40 mm Hg, 

raise the PaCO2 > 40mm Hg

If Hct <

to consider red blood cell transfusion or raising the pump flow rate 

If none of the above interventions privdes a rise of cerebral oxygen saturation, 

reduce cerebral oxygen consumption by increasing the depth of anesthesia and reducing temperature. 
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No major neurological disorder occurred in either group. 
Intensive care and hospital length of stay were significantly 
higher in Group 1 compared to Group 2 statistically (P<0.01, 
P=0.04, respectively) (Table 2).

DISCUSSION

The two most important results of this study are; 1) The 
rate of early postoperative POCD was significantly lower with 
cerebral rSO2 monitoring and intervention in DM patients 
who underwent CABG compared with the patient group who 
were followed up with standard follow-up parameters and the 
POCD rate is demonstrated to be reducible in these patients[8]. 
Interestingly, although the proportion of mild cognitive 
impairment in the preoperative period in Group 2 has decreased 

standard follow-up parameters (23.6±2.6 vs. 26.0±2.3, P=0.001) 
(Table 3). The mean postoperative MoCA score of Group 1 patients 
who were followed with standard follow-up parameters during 
CABG was significantly lower than the mean preoperative MoCA 
score (24.8±2.2 vs. 23.6±2.6, P=0.02) (Table 3). The postoperative 
and preoperative MoCA scores of patients in Group 2 who were 
monitored for rSO2 with NIRS were similar (25.2±2.0 vs. 26.0±2.3, 
P=0.06) (Table 3). Mild cognitive dysfunction was observed in 13 
(54.2%) patients in Group 1 and in 5 (19.2%) patients in Group 
2. Severe cognitive dysfunction occurred in 2 (8.3%) patients in 
Group 1, but none in Group 2. When the groups were compared 
in terms of mild cognitive dysfunction, it was significantly lower 
in Group 2 (P=0.02) (Table 3). Even though severe cognitive 
dysfunction was more frequently observed in Group 1, it was not 
significant (P=0.22) (Table 3). 

Table 2. Intraoperative and postoperative data.

Group 1 (n=24) Group 2 (n=26) P-value

Number of grafts (mean±SD) 2.5±0.8 2.7±0.5 0.18

CPB time, median (min-max) 83 (40-217) 89 (35-153) 0.52

AC time, median (min-max) 45 (18-170) 50 (15-108) 0.65

Temperature (°C), median (min-max) 30 (28-34) 30 (28-33) 0.39

Major neurological deficit, n (%) 0 (0) 0 (0) 1.00

Mortality, n (%) 0 (0) 0 (0) 1.00

Reoperation for bleeding, n (%) 1 (4.2) 1 (3.8) 0.95

ICU length of stay (days), median (min-max) 3 (1-12) 2 (1-8) 0.04

Length of hospital stay median (min-max) 8 (6-28) 7 (5-16) <0.01

AC=aortic cross-clamp; CPB=cardiopulmonary bypass; ICU=intensive care unit

Table 1. Description of demographic characteristics.

Group 1 (n=24) Group 2 (n=26) P-value

Age (years) 62±7.7 59.8±9.1 0.37

Sex, n (%)

     Male 20 (83.3) 4 (16.7) 0.90

     Female 22 (84.6) 4 (15.4)

Hypertension, n (%) 13 (54.2) 15 (57.7) 0.80

Hyperlipidemia, n (%) 11 (45.8) 9 (34.6) 0.42

Diabetes mellitus, n (%) 10 (41.7) 12 (46.2) 0.75

COPD, n (%) 6 (25) 0 (0) 0.01

CRF, n (%) 2 (8.3) 0 (0) 0.13

Smoking, n (%) 9 (37.5) 12 (46.2) 0.54

Ejection fraction, median (min-max) 55 (40-65) 55 (35-70) 0.61

PAD, n (%) 3 (12.5) 0 (0) 0.06

CVD, n (%) 1 (4.2) 0 (0) 0.29

COPD=chronic obstructive pulmonary disease; CRF=chronic renal failure; CVD=cerebrovascular disease; PAD=peripheral artery disease
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In this study, MAP was maintained between 50 and 100 mmHg 
in Group 1 patients, whereas in Group 2 patients, intervention 
was performed according to standard algorithm when cerebral 
rSO2 value decreased >20% compared to baseline.

In the interfered Group 2, POCD rate was three times lower 
than Group 1 in the early postoperative period. This shows that, 
in fact, the most ideal MAP value is the MAP value that provides 
the patient with adequate tissue oxygenation. The incidence 
of POCD after cardiac surgery varies between 7% and 83% in 
different studies and it is inevitable that high POCD levels are 
observed postoperatively[11,17-19]. Despite the presence of such 
high POCD rates, since this condition is not a major neurological 
deficit, most clinicians may believe that it is transient and they 
do not take it seriously. Although a high POCD ratio was also 
observed in our study, no patient developed major neurological 
deficit. In some studies, it was reported that postoperative POCD 
was improved in the early period, supporting that POCD was 
not taken too seriously by clinicians[20,21]. However, in many 
opposing studies, it is reported that the presence of POCD also 
continues in the long term and disrupts the quality of life and this 
is an indication that the reality is different[12,14,17,22,23]. In a study 
evaluating the cognitive functions of patients who underwent 
CABG, the incidence of cognitive decline compared to baseline 
was reported as 53% at discharge, 36% at 6 weeks, 24% at 6 
months and 42% at 5 years[12].

In another study, it was shown that persistent cognitive 
impairment at 1 year was over 35%[17]. In our study, the 
cognitive impairment rate was 40% in all patients in the early 
postoperative period (discharge), while it was 62.5% in Group 1 
and 19.2% in Group 2. The etiology of decreased postoperative 
cognitive function is multifactorial and use of CPB was shown as 

in the postoperative period, despite not being significant, 
the proportion of mild cognitive impairment in Group 1 has 
increased significantly in the postoperative period by 3-fold, 
compared to the preoperative period. 

Since the introduction of CPB until today, many improvements 
have been made in the field of anesthesia and surgery to protect 
organs and tissues and reduce the complications of CPB, and they 
still continue[9] . The main target for the use of several parameters 
such as electrocardiography, heart rate, invasive arterial and 
jugular venous pressure monitoring, arterial blood lactate level, 
MAP, diuresis, Hb and Hct levels, pCO2, pO2, SpO2, the use of 
many parameters by anesthesia is to ensure adequate tissue 
oxygenation during CPB and to maintain this status during the 
follow-up period[10,11]. Although there is a significant decrease in 
mortality rates with these standard follow-up parameters, there 
is no significant improvement in POCD rates[12,13]. Unfortunately, 
it cannot be determined whether brain tissue oxygenation, 
highly susceptible to ischemia especially during CPB, is sufficient 
or not with the use of standard anesthesia follow-up parameters. 
Optimal values of routine anesthesia follow-up parameters during 
CPB, which is an indispensable argument of cardiac surgery, are 
still controversial. The simplest example is that, although it is 
indicated that cerebral flow is preserved when MAP is between 
50 and 100 mmHg, which is one of the most important follow-
up parameters during CPB, its optimal value is still unclear[14]. 
In one study, MAP >70 mmHg and between 50 and 60 mmHg 
significantly changed the rates of neurological events and, in 
another study, according to MAP <40 mmHg or >60 mmHg, 
neurological complication rates were three times different from 
each other[15,16]. This shows us that it is controversial which 
pressure range will provide optimal cerebral tissue oxygenation. 

Table 3. Comparison of cognitive functions between and in the groups.

Comparison of preoperative cognitive results between groups

Group 1 (n=24) Group 2 (n=26) P-value

Mild cognitive decline, n (%) 5 (20.8) 6 (23.1) 1.00

Severe cognitive decline, n (%) 0 (0) 0 (0) 1.00

Mean MoCA score 24.8±2.2 25.2±2.0 0.59

Comparison of postoperative cognitive results between groups

Group 1 Group 2 P-value

Mild cognitive decline, n (%) 13 (54.2) 5 (19.2) 0.02

Severe cognitive decline, n (%) 2 (8.3) 0 (0) 0.22

Mean MoCA score 23.6±2.6 26.0±2.3 0.001

Comparison of preoperative and postoperative cognitive results in the groups 

Preoperative Postoperative P-value

Group 1, Mean MoCA score 24.8±2.2 23.6±2.6 0.02

Group 2, Mean MoCA score 25.2±2.0 26.0±2.3 0.06

MoCA=Montreal Cognitive Assessment
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the most important cause of early POCD development[20]. While 
decreased cognitive function makes post-CABG early recovery 
difficult, recovery is prominent in three quarters of patients in 
discharge and one third of patients in 6 months[12]. One of the 
most important risk factors for cognitive dysfunction is diabetes 
mellitus (DM)[22,24]. We believe that CPB is the most common 
cause of POCD in the early postoperative period, and DM is one 
of the most important risk factors for POCD and cerebral tissue 
oxygenation and cannot be followed with the standard follow-
up parameters during CPB. Optimal values of routine follow-up 
parameters are controversial, requiring additional monitoring 
necessary[14,20,22]. For this purpose, NIRS monitoring used in 
our clinic and many clinics is non-invasive, simple to use and 
can show regional cerebral changes. As far as we know from 
the literature, there are a few prospective articles in which DM 
patients are followed up with advanced neuromonitoring during 
CABG and their cognitive functions are evaluated. According to 
the results of Colak et al.[23], which is one of these few studies, DM 
is a strong indicator of prolonged rSO2 desaturation during CABG, 
and prolonged rSO2 desaturation is five times more common 
among diabetic patients compared with non-diabetic patients. 
DM is a well-known risk factor for the development of coronary 
artery disease. It is also one of the primary predisposing factors 
for the development of postoperative neurological disorder after 
CABG surgery. According to the results of our study, while the 
rate of postoperative early cognitive impairment was 19.2% in 
DM patients whose cerebral rSO2 is monitored with NIRS during 
CABG and interfered due to the standard algorithm used by 
our clinic, this rate in patients who are not followed by NIRS 
was 62.5%. Cognitive impairment was observed approximately 
three times less in the intervention group and this is similar to 
the results of Colak et al.[23]. Cognitive outcomes in the early 
postoperative period were worse in diabetic patients compared 
to non-diabetic patients and it was associated with failure to 
optimize perfusion strategies during CPB[25] .

The low number of patients in both groups was one of 
the limitations of our study. Another limitation was that there 
were patients with mild cognitive dysfunction according to the 
preoperative MoCA test in both groups. There was no patient 
with severe dysfunction. However, since there was no significant 
difference between the two groups in terms of preoperative 
cognitive functions, this situation did not affect the results. 

CONCLUSION

The results of our study show that standard follow-up 
parameters can be optimized according to the patient during 
CABG surgery, with following cerebral regional tissue oxygenation 
that can decrease cognitive dysfunction, positively affecting the 
results. Our results need to be supported by randomized trials 
with a high patient population.

ACKNOWLEDGEMENTS

We thank Lutfi Yavuz and Ugur Aksu for their help in applying 
and evaluating neurocognitive tests. Thanks to Seher Arslankaya 
for her help in implementating statistics.

Authors' roles & responsibilities

HS

IK

Substantial contributions to the conception or design of 
the work; or the acquisition, analysis, or interpretation 
of data for the work; drafting the work or revising it 
critically for important intellectual content; agreement 
to be accountable for all aspects of the work in ensuring 
that questions related to the accuracy or integrity of 
any part of the work are appropriately investigated and 
resolved; final approval of the version to be published

Substantial contributions to the conception or design of 
the work; or the acquisition, analysis, or interpretation 
of data for the work; drafting the work or revising it 
critically for important intellectual content; agreement 
to be accountable for all aspects of the work in ensuring 
that questions related to the accuracy or integrity of 
any part of the work are appropriately investigated and 
resolved; final approval of the version to be published

REFERENCES

1. Kilo J, Czerny M, Gorlitzer M, Zimpfer D, Baumer H, Wolner E et al. 
Cardiopulmonary bypass affects cognitive brain function after coronary 
artery bypass grafting. Ann Thorac Surg 2001;72(6):1926-32. doi:10.1016/
s0003-4975(01)03199-x.

2. Feinkohl I, Winterer G, Spies CD, Pischon T. Cognitive reserve and the risk of 
postoperative cognitive dysfunction: a systematic review and meta-analysis. 
Dtsch Arztebl Int. 2017;114(7):110-7. doi:10.3238/arztebl.2017.0110.

3. Kadoi Y, Saito S, Fujita N, Goto F. Risk factors for cognitive dysfunction after 
coronary artery bypass graft surgery in patients with type 2 diabetes. J 
Thorac Cardiovasc Surg. 2005;129(3):576-83. doi:10.1016/j.jtcvs.2004.07.012.

4. Global Report on Diabetes 2016. Geneva: World Health Organization; 2016.
5. Zheng F, Sheinberg R, Yee MS, Ono M, Zheng Y, Hogue CW. Cerebral near-

infrared spectroscopy monitoring and neurologic outcomes in adult cardiac 
surgery patients: a systematic review. Anesth Analg. 2013;116(3):663-76. 
doi:10.1213/ANE.0b013e318277a255.

6. Kara I, Erkin A, Saclı H, Demirtas M, Percin B, Diler MS, et al. The effects of 
near-infrared spectroscopy on the neurocognitive functions in the patients 
undergoing coronary artery bypass grafting with asymptomatic carotid 
artery disease: a randomized prospective study. Ann Thorac Cardiovasc 
Surg. 2015;21(6):544-50. doi:10.5761/atcs.oa.15-00118.

7. McLennan SN, Mathias JL, Brennan LC, Stewart S. Validity of the Montreal 
cognitive assessment (MoCA) screening test for mild cognitive impairment 
(MCI) in a cardiovascular population. J Geriatr Psychiatry Neurol. 2011;24(1):33-
8. doi:10.1177/0891988710390813.

8. Nasreddine ZS, Phillips NA, Bédirian V, Charbonneau S, Whitehead V, Collin 
I, et al. The Montreal cognitive assessment, MoCA: a brief screening tool for 
mild cognitive impairment. J Am Geriatr Soc. 2005;53(4):695-9. Erratum in: 
J Am Geriatr Soc. 2019;67(9):1991. doi:10.1111/j.1532-5415.2005.53221.x.

9. Arrowsmith JE, Grocott HP, Reves JG, Newman MF. Central nervous 
system complications of cardiac surgery. Br J Anaesth. 2000;84(3):378-93. 
doi:10.1093/oxfordjournals.bja.a013444.

10. Kart JS, Ulugöl H, Arıtürk C, Aksu U, Ökten M, Karabulut H, et al. Evaluation 
of microcirculation with tissue oxygen saturation monitoring in open 
heart surgery. Turk Gogus Kalp Dama. 2015;23(4):651-7. doi:10.5606/tgkdc.
dergisi.2015.11278.

11. Slater JP, Guarino T, Stack J, Vinod K, Bustami RT, Brown JM 3rd, et al. Cerebral 

No financial support.

No conflict of interest.



81
Brazilian Journal of Cardiovascular Surgery 

Braz J Cardiovasc Surg 2020;35(1):75-81Sacli H & Kara I - Neurocognitive Functions after Coronary Artery Bypass 
Surgery

LR, et al. Defining neuropsychological dysfunction after coronary artery 
bypass grafting. Ann Thorac Surg. 1996;61(5):1342-7. doi:10.1016/0003-
4975(95)01095-5.

19. Ahonen J, Salmenperä M. Brain injury after adult cardiac surgery. Acta 
Anaesthesiol Scand. 2004;48(1):4-19.  doi:10.1111/j.1399-6576.2004.00275.x.

20. Selnes OA, McKhann GM. Neurocognitive complications after coronary 
artery bypass surgery. Ann Neurol. 2005;57(5):615–21. doi:10.1002/ana.20481.

21. Selnes OA, Grega MA, Bailey MM, Pham LD, Zeger SL, Baumgartner WA, et 
al. Cognition 6 years after surgical or medical therapy for coronary artery 
disease. Ann Neurol. 2008;63(5):581-90. doi:10.1002/ana.21382.

22. Kadoi Y, Goto F. Factors associated with postoperative cognitive dysfunction 
in patients undergoing cardiac surgery. Surg Today. 2006;36(12):1053-7. 
doi:10.1007/s00595-006-3316-4.

23. Colak Z, Borojević M, Ivancan V, Gabelica R, Biocina B, Majerić-Kogler V. 
The relationship between prolonged cerebral oxygen desaturation and 
postoperative outcome in patients undergoing coronary artery bypass 
grafting. Coll Antropol. 2012;36(2):381-8. 

24. Feinkohl I, Winterer G, Pischon T. Diabetes is associated with risk of 
postoperative cognitive dysfunction: a meta-analysis. Diabetes Metab 
Res Rev. 2017;33(5). doi:10.1002/dmrr.2884.

25. Nötzold A, Michel K, Khattab AA, Sievers HH, Hüppe M. Diabetes mellitus 
increases adverse neurocognitive outcome after coronary artery 
bypass grafting surgery. Thorac Cardiovasc Surg. 2006;54(5):307-12. 
doi:10.1055/s-2006-924089.

oxygen desaturation predicts cognitive decline and longer hospital stay 
after cardiac surgery. Ann Thorac Surg. 2009;87(1):36-44 ; discussion 44-5. 
doi:10.1016/j.athoracsur.2008.08.070.

12. Newman MF, Kirchner JL, Phillips-Bute B, Gaver V, Grocott H, Jones RH, et al. 
Longitudinal assessment of neurocognitive function after coronary-artery 
bypass surgery. N Engl J Med. 2001;344(6):395-402. Erratum in: N Engl J Med 
2001;344(24):1876. doi:10.1056/NEJM200102083440601.

13. McKenzie ED, Andropoulos DB, DiBardino D, Fraser CD Jr. Congenital 
heart surgery 2005: the brain: it's the heart of the matter. Am J Surg. 
2005;190(2):289-94. doi:10.1016/j.amjsurg.2005.05.029.

14. Toraman F. The role of monitorization of regional cerebral oxygen saturation 
in adult cardiac surgery. GKD Anest Yog Bak Dern Derg. 2010;16:82-95.

15. Gold JP, Charlson ME, Williams-Russo P, Szatrowski TP, Peterson JC, Pirraglia PA, 
et al. Improvement of outcomes after coronary artery bypass. A randomized 
trial comparing intraoperative high versus low mean arterial pressure. J 
Thorac Cardiovasc Surg. 1995;110(5):1302-11; discussion 1311-4. doi:10.1016/
S0022-5223(95)70053-6.

16. Tufo HM, Ostfeld AM, Shekelle R. Central nervous system dysfunction 
following open-heart surgery. JAMA. 1970;212(8):1333-40. doi:10.1001/
jama.1970.03170210039006.

17. Gill R, Murkin JM. Neuropsychologic dysfunction after cardiac surgery: what 
is the problem? J Cardiothorac Vasc Anesth. 1996;10(1):91-8. doi:10.1016/
s1053-0770(96)80183-2.

18. Mahanna EP, Blumenthal JA, White WD, Croughwell ND, Clancy CP, Smith 

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


