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Objective: to investigate the factors associated with mortality in patients undergoing coronary
artery bypass grafting in a cardiovascular referral hospital in Santa Catarina. Method:
quantitative, exploratory, descriptive and retrospective study. The medical records of 1447
patients, from 2005 to 2013, were analyzed for statistically related variables, these being:
profile, hospitalization diagnosis, risk factors for coronary artery disease, complications recorded
during the hospitalization, length of hospitalization and cause of death. Results: the mortality
rate was 5.3% during the study period. Death was more common in females and those of black
skin color, with a mean age of 65 years. Acute myocardial infarction was the most common
hospitalization diagnosis. The majority of the complications recorded during hospitalization were
characterized by changes in the cardiovascular system, with longer hospitalization periods being
directly related to death from septic shock. Conclusion: the data provide subsidies for nursing
work with preventive measures and early detection of complications associated with coronary
artery bypass grafting. This reinforces the importance of using the data as quality indicators,
aiming to guarantee care guided by reliable information to guide managers in planning patient

care and high complexity health services.
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Introduction

Coronary artery bypass grafting (CABG) is
considered one of the most frequent cardiac surgeries
performed in the Brazilian National Health System (SUS)
representing 77% of all surgeries performed in both
public hospitals and philanthropic or private hospitals®.
The decision for surgery is based on an individual
analysis, taking into account factors such as the degree
of angina, ventricular function, ischemic burden and
coronary anatomy. Individuals with multivessel coronary
disease and ventricular dysfunction, left main coronary
artery obstruction or large areas of ischemia usually
receive an indication for CABG(?).

Over the years CABG has received two essential
contributions for the improvement of surgical outcomes
throughout the world, both of which were introduced by
Brazilian surgeons, namely: the technique of myocardial
revascularization with cardiopulmonary bypass (CPB)
and the use of double internal mammary artery grafts®.
Thus, over the course of 40 years, CABG has undergone
considerable development favoring this surgical
practice. However, over the last 20 years there has been
a significant change in the profile of patients undergoing
CABG, which is usually performed with older individuals
with more severe heart damage, most often with
comorbidities associated with Cardiovascular Disease
(CVvD),

complications and mortality®.

representing greater risk for reoperations,

The mortality rate is usually applied by health
services as a quality indicator, however, this indicator
is often used in a generalized way, without knowing the
exact profile of the population studied. In an attempt
to identify mortality risks related to CABG, seeking to
understand the factors that influence the outcome
of this surgical practice is essential for dealing with
CVD. Although extensive literature shows data on the
mortality rates of patients undergoing CABG®®, few
studies portray the factors associated with mortality in
this type of surgery.

Inthe health area, nursing is the only profession that
includes, in its formation, theory combined with practice
in relation to health management or administration. In
this sense, the use of reliable indicators is essential for
the effective and efficient management of care, since this
allows the identification of avoidable risks, subsidizes
corrective action planning and directs prevention

strategies for events and complications related to CVD.
The potential of the professional nurse to contribute to
the changing reality of chronic diseases should be noted,
particularly regarding CVD, by identifying risk factors
and preventing potential events that complicate the
state of health of the individual affected by CVD, with
the aim of ensuring the quality of the care provided®.

Given the previously mentioned considerations, the
following question arises: What factors are associated
with the occurrence of mortality in patients undergoing
coronary artery bypass grafting in a cardiology referral
institution of Santa Catarina? In relation to the above
question, the aim of this study was to investigate the
factors associated with mortality in patients undergoing
coronary artery bypass grafting in a cardiovascular
referral hospital of Santa Catarina.

Method

The study had a
descriptive and retrospective focus and was performed

quantitative, exploratory,
in a public, cardiovascular referral hospital of Santa
Catarina. Data were gathered from the documents,
records and statistical data of the institution related to
the patients who underwent CABG in the previous nine
years, i.e., between 2005 and 2013.

Data collection was carried out in three stages.
Firstly, the record of CABGs conducted in the institution
within the study period was obtained from the surgical
center. Next, the list of deaths that occurred during the
same period was requested from the statistical sector
of the institution. The manual organization of the data
resulted in a single table in Microsoft Excel® with the
record of the patients that underwent CABG and those
who died after performing the surgery. In the third
stage, data collection was carried out in the medical
records of those patients identified in the previous step,
totaling 1447 patient records. No medical record was
excluded considering that the data collection period
was established due to the quality in completing the
information of the forms. At this time, the factors
associated with mortality were sought, which in this study
refer to the profile of patients who underwent CABG, in
the period between 2005 and 2013, including: gender,
age, skin color, cardiopulmonary bypass and type of
surgery (CABG alone or combined with other surgery),
and specific data of patients who died due to CABG, such
as: hospitalization diagnosis, risk factors for coronary
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artery disease (CAD), complications recorded during
hospitalization, length of hospitalization and the main
cause of death. Thus, the variables of the groups: profile,
main diagnosis, risk factors, complications recorded
during hospitalization and length of hospitalization were
crossed with the main cause of death group.

Data were analyzed using descriptive (means,
medians, standard deviation, minimum and maximum
amplitude) and inferential statistics, using the Fisher-
Freeman-Halton Exact Test to compare the percentage
between groups; Student’s t-test to compare continuous
variables; and analysis of variance followed by Tukey’s
comparisons to compare the mean of more than two
groups. In addition, the odds ratio was also calculated.
For the statistical tests, a significance level of 0.05 was
assumed, equivalent to a 95% confidence interval. For
this analysis the SAS version 9 software was used, with
help from a statistician.

This study was related to the project entitled “The
revascularized cardiac patient: the process of referral
and counter referral of the health services of Santa
Catarina” approved by the Human Research Ethics
Committee of the Federal University of Santa Catarina
(CEPSH/USFC) under number 120.184 in 2012. Thus,

for the performance of this study an amendment to the
main project was made, aiming to obtain approval from
CEPSH/UFSC to collect data in the medical records. The
study followed Resolution No. 466/2012 of the National
Health Council/Ministry of Health,
Guidelines and Regulatory Norms for Research Involving

which provides

Human Subjects.

Results

In the period from 2005 to 2013, 1447 patients
underwent CABG in the institution chosen for this study.

A total of 455 patients (31.4%) were female
and 992 (68.6%) male. Regarding skin color, 1104
(76.45) patients were declared white and 26 (1.7%)
black, with no information for 317 (21.9%). Of all the
patients, 797 (55%) underwent CABG with CPB and 650
(45%) underwent surgery without CPB. Regarding the
type of surgery, it was found that the majority of the
patients, 1302 (89.9%), underwent CABG without any
other associated surgery. Only 145 (10.1%) patients
underwent CABG associated with another cardiac
surgery. The results show a certain balance between the
number of people that underwent CPB or not (Table 1).

Table 1 - Distribution of patients according to gender, skin color, CPB and type of surgery in relation to death. Sao

José, SC, Brazil, 2005-2013.

Characterization of the patients. Death - n (%) P-value Odds Ratio Cl OR*
Gender
Female 31(6.8%)
0.076 1.54 (0.96 ; 2.47)
Male 45(4.5%)
Skin color
Black 3 (11.5%)
0.184 2.19 (0.64 ; 7.50)
White 62 (5.6%)
No information 11 (3.4%)
CPBf
Present 62 (7.8%)
<0.0018 3.84 (2.13;6.92)
Absent 14 (2.2%)
Type surgery
CABG*only 54 (4.2%)
<0.0018 4.12 (2.43;7.00)
CABG associated with other surgeries 22 (15.1%)

* Confidence Interval for Odds Ratio t Cardiopulmonary Bypass; # Coronary Artery Bypass Grafting; § Statistically Significant Difference (p<0.05).
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With regard to mortality, of the total number
of patients who underwent surgery during the study
period (1447), 1371 (94.7%) survived and 76 (5.3%)
died. Thus, the analysis of the relationship between the
number of deaths and variables in this study was carried
out.

When the annual mortality rates were considered,
there was some increase over the years, especially
when comparing the year 2005, in which the mortality
rate was 1.1%, and the year of 2012, in which this was
13.1%, representing an increase of 12%. In 2013 there
was a reduction in mortality from 13.1% to 10.5%.

Regarding the age of the individuals undergoing
CABG, the mean was 60.6 years, median 61 years,
standard deviation 9.6 years, minimum 18 years
and maximum 86 years. The results showed a great
variability, with ages between 30-85 years. For those
who died, the mean age was 65.1 years, median 67.0
years, standard deviation 10.5 years, minimum 38 years
and maximum 86 years.

To verify whether there was a significant difference
between the mean ages, Student’s t-test for independent
samples was performed and the descriptive level <0.001
obtained. From this, it was concluded that the mean of
group of deaths was significantly higher than the group
without death. The Odds Ratio for age was 1.0566 for
each year. Considering 10 years, the Odds Ratio was
1.73, that is, the chance of death with 10 more years of
age is 1.73 times higher.

Considering associated surgeries, there was some
difference in the percentage of deaths with regard to
CABG associated with mitral valve replacement (MVR),

presenting a higher percentage (26.7%), followed by
CABG associated with aortic valve replacement (AVR)
(16.0%). Calculating the Odds Ratio for each associated
surgery, compared to CABG only, it was found that for
CABG associated with AVR the Odds Ratio was 4.39
and for CABG associated with MVR the Odds Ratio
was 8.38, showing an increased chance of death for
CABG associated with MVR. Thus, it can be concluded
that there was a significant difference in the mortality
according to the type of surgery.

In relation to the main cause of death for the study
population, 29 (38.2%) patients died due to cardiogenic
shock, 16 (21.1%) from multiple organ failure, 5
(6.6%) acute myocardial infarction (AMI), 5 (6.6%)
septic shock, and 4 (5.3%) due to cardiac arrest (CA).
The other causes combined accounted for 17 (22.4%)
patients.

The majority of the patients hospitalized for CABG
had AMI as the main diagnosis, 36 (47.3%) patients,
followed by unstable angina (UA), 17 (22.3%) patients,
and congestive heart failure (CHF) and heart failure
(HF), both with 9 (11.8%) patients. The other diagnoses
combined accounted for 5 (6.5%) patients.

Regarding the distribution of the causes of death by
main hospitalization diagnoses, there was a tendency for
the diagnosis of CHF, 5 (55.6%) patients, UA, 8 (47.1%)
patients, and AMI, 13 (36.1%) patients. The percentage
of death from cardiogenic shock was not significant, as
shown in Table 2. To verify whether the percentages of
causes of death were the same for the diagnostic groups,
Fisher’s exact test was carried out and the descriptive
level of 0.691 obtained, which showed no significant
differences between the diagnostic groups.

Table 2 - Distribution of the main cause of death and hospitalization diagnosis. Sdo José, SC, Brazil, 2005-2013.

Hospitalization

Multiple Organ

Acute myocardial

diagnosis Cardiogenic shock Septic shock Failure infarction CA* Others

UAT N 8 1 3 1 1 3

% 471 5.9 17.6 5.9 5.9 17.6

CI (26.2;69.0) (1.0;27.0) (6.2;41.0) (1.0;27.0) (1.0;27.0) (6.2;41.0)
AMIS N 13 1 8 4 3 7

% 36.1 2.8 222 11.1 8.3 19.4

Cl (22.5;52.4) (0.5;14.2) (11.7;38.1) (4.4;25.3) (2.9;21.8) (9.8;35.0)
CHFt N 5 1 0 0 0 3

% 55.6 11.1 0.0 0.0 0.0 33.3

Cl (26.7;81.1) (2.0;43.5) (0.0;29.9) (0.0;29.9) (0.0;29.9) (12.1;64.6)
HFT N 2 2 2 0 0 3

% 222 222 222 0.0 0.0 33.3

Cl (6.3;54.7) (6.3;54.7) (6.3;54.7) (0.0;29.9) (0.0;29.9) (12.1,64.6)
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Hospitalization

Cardiogenic shock Septic shock

Multiple Organ

Acute myocardial

CA* Others

diagnosis Failure infarction
Others N 1 0 3 0 0 1
% 20.0 0.0 60.0 0.0 0.0 20.0
cl (3.6:62.4) (0.0;43.4) (23.1;88.2) (0.0;43.4) (0.0;43.4) (3.6:62.4)
Total N 29 5 16 5 4 17
% 38.2 6.6 211 6.6 53 22.4
cl (28.1;49.4) (2.8;14.5) (13.4;31.5) (2.8;14.5) (2.1;12.8) (14.5:32.9)

*Cardiac Arrest; T Unstable Angina; # Confidence Interval; § Acute Myocardial Infarction; || Congestive Heart Failure; 9 Heart Failure.

The main risk factors associated with CAD
presented by the study population were hypertension
(HT), 59 (78.7%) patients, smoking, 39 (52%) patients,
dyslipidemia, 31 (41.3% ) patients, and diabetes mellitus
(DM), 30 (40%) patients. For the distribution of causes
of death (according to each risk factor) Fisher’s exact

test was applied and a trend between the HT risk factor

and death due to CA (100%) was seen, followed by death
due to multiple organ failure (87.5%) and cardiogenic
shock (72.4%), however, this was not significant. Based
on Table 3, it was concluded that the smoking and
dyslipidemia risk factors were closely related to death
from AMI (75%) and CA (75%). The descriptive level
showed no significant difference between the diagnostic
groups.

Table 3 - Distribution of causes of death according to each CAD risk factor. Sdo José, SC, Brazil, 2005-2013.

Smoking Hypertension Diabetes Dyslipidemia
Cause of
death No  Yes cr No  Yes No  Yes cl No  Yes cl
g:;g:gg 14 15 (34.4,68.6) 8 21 (54.3;85.3) 18 11 (22.7,56.0) 20 9 (17.3:49.2)
Septic shock 3 2 (11.8;76.9) 2 3 (23.1;882) 3 2 (11.8,76.9) 4 1 (36:624)
MOF# 1 5 (14.2,55.6) 2 14 (64.0,96.5) 8 8 (28.0;72.0) 9 7 (23.1,66.8)
AMIS 1 3 (30.1,954) 2 2 (15.0;85.0) 3 1 (4.6:69.9) 1 3 (30.1,954)
CAll 1 3 (30.1,954) 0 4 (51.0;100.0) 2 2 (15.0;85.0) 1 3 (30.1,954)
Others 6 1 (41.382.7) 2 15 (65.7,96.7) 1 6 (17.3,58.7) 9 8 (26.2,69.0)
Total 36 39 (40.9,62.9) 16 59 (68.1;864) 45 30 (29.751.3) 44 31 (30.9,52.6)
p-value 0.3491 0.2511 0.9381 0.3102

*Confidence Interval; TCardiogenic Shock; #Multiple Organ Failure; §Acute Myocardial Infarction; ||Cardiac Arrest.

Table 4 presents the complications recorded
during the hospitalization, grouped into four areas:
cardiovascular system, represented by 53 patients,

respiratory system, 34 patients, renal system, 31

patients and infections, 27 patients. Fisher’s exact test

www.eerp.usp.br/rlae

was performed and in general the descriptive level of
0.1471 was obtained, which showed a tendency between
the cardiovascular system variable and death, however,
the difference was not significant.
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Table 4 - Distribution of causes of death for each general complication group. Séo José, SC, Brazil, 2005-2013.

Cardiovascular System Respiratory Renal Infections
Cause of System System
death
No Yes CI* No Yes No Yes Cl No Yes Cl
2?1::’0“;? 10 19 (47.3:80.1) 18 1 (227:56.0) 20 9 (17.3:492) 25 4 (55306)
Septic shock 1 4 (376:964) 1 4 (376:964) 2 3 (23.1:882) 0 5 (56.6;100.0)
MOF#* 1 15 (71.7,98.9) 5 1 (444;85.8) 5 1 (444;85.8) 7 9 (33.2,76.9)
AMI§ 2 3 (23.1:882) 5 0 (0.0:434) 5 0 (0.0:434) 5 0 (0.0434)
CA|| 2 2 (15.0;85.0) 4 0 (0.0:49.0) 3 1 (4.6:69.9) 3 1 (46:69.9)
Others 7 10 (36.0;784) 9 8 (26.2:69.0) 10 7 (216:64.0) 9 8 (26.2690)
Total 23 53 (58.7:789) 42 34 (34.1;55.9) 45 31 (30.4;52.0) 49 27 (25.7:46.7)
p-value 0.1471 0.0118 0.0459 0.0002

*Confidence Interval; tCardiogenic Shock; #Multiple Organ Failure; §Acute Myocardial Infarction; ||Cardiac Arrest.

The complications of the cardiovascular system
showed a tendency with all the causes of death.
arrhythmia (75%) and AMI (50%)
showed a certain tendency with regard to death due

Among them,

to AMI. Regarding the distribution of causes of deaths
for respiratory complications, pleural effusion (60%)
and pneumonia/bronchopneumonia (60%) showed a
tendency with death due to septic shock. Regarding the
distribution of causes of death for each complication

1080
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of the renal system, acute renal failure (ARF) (62.5%)
presented a tendency with death due to multiple organ
failure. In relation to the distribution of causes of death
by infections, only death from septic shock showed a
tendency.

The length of hospitalization is presented in Figure
1, which ranged from 1 to 98 days, with means of 27.9
and 70.2 days depending on the cause of death.
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Figure 1 - Mean £ 1 standard deviation for time of hospitalization and the main cause of death
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Regarding the length of hospitalization and cause
of death, higher means of hospitalization can be seen
to be related to death from septic shock, mean of 70.2
days, median 72 days, standard deviation 20.8 days,
minimum of 39 days and maximum of 92 days.

Discussion

The results demonstrate that the mortality rate
of the study institution (5.3%) was slightly above the
national mean of 4.8%®). With regard to the profile of
patients that undergo CABG, in a study conducted in
southern Brazil, the age varied from 32 to 86 years and
the age group with the highest incidence was between
51 and 70 years, in which 688 individuals (68.5%) were
male®. This information confirms the findings of the
present study and the tendency for indication for CABG
of an older, male population.

The high mortality rate was influenced by the final
two years of the study, 2012 and 2013, in which mortality
rates were 13.1 and 10.5%. This may be related to the
hiring of new professionals in the institution with less
experience, causing change in the medical teams and
nursing practitioners, as well as the indication for CABG
of more clinically severe and older subjects, highlighting
the need for CVD prevention strategies.

Despite the predominant population for CABG
indication being male, mortality compared by gender,
in this study, showed a higher rate of death for women.
A study of cardiac surgeries performed in the SUS
nationwide, showed a lower mortality rate for males
compared to females, 5.20% versus 8.25% (p<0.001)®,
Therefore, it can be stated that being female is a clinical-
demographic characteristic associated with mortality in
CABG(10),

Older age appears as a risk factor for mortality in
patients undergoing CABG. A study conducted in Brazil
with, mostly male (56.3%), octogenarian patients that
all underwent CABG with CPB, showed a mortality rate
within the hospital of 14.8%, more than double the
national mean. It cited cardiogenic shock (42.8%) as the
main cause of death®V, in agreement with the findings
of this study, which showed cardiogenic shock as the
main cause of death, with an increased risk of death of
1.73 for every 10 more years of age.

Regarding race, studies in southern Brazil present
a predominance of white patients with CABG indication,
68.9%19 and 95.7%? in the states of Santa Catarina
and Rio Grande do Sul, respectively. However, it is
pertinent to consider that these studies were conducted
in southern Brazil, where the population is predominantly
in northeastern

Caucasian. In a study conducted

Brazil, which sought to identify the sociodemographic

characteristics of patients undergoing CABG, 53% of
the patients were declared non-white?. In relation to
the higher mortality rate in black patients undergoing
CABG, there is evidence of a higher rate of deaths from
circulatory system diseases in black men, as well as the
association of death with the prevalence of hypertension
in this race®4.

The results of this study also indicate a higher
chance of death for CABG associated with other
surgeries, especially valve replacement surgery. A
study conducted in southern Brazil that investigated
preoperative risk factors for heart valve surgery found
a significant increase in the rate of death, from 8.8% to
25%, in patients undergoing this procedure®®,

The use of CPB in CABG demonstrated a
significantly higher chance of mortality compared to its
non-use. Conventional CABG in CPB is associated with a
significant risk of related morbidity and mortality in older
patients(*®), Other studies show the use and duration of
CPB in CABG as a factor related to mortality within the
hospital®9.

Another study confirmed the results presented
here with regard to hypertension as the main risk factor
for CHD related to death in patients undergoing CABG.
In this same study, half of the patients were affected
by ACS, in which UA appeared more often in relation
to AMI, differing from the findings discussed that
identified AMI as the main hospitalization diagnosis”.
Dyslipidemia, smoking, physical inactivity, obesity,
diabetes mellitus (DM) and unhealthy diets are cited as
potential aggravating factors for impairment of health
and installation of complications in CAD®,

It should be highlighted that complications related
to the cardiovascular system were more representative,
in agreement with a study developed in southeastern
Brazil, in which 24.5% of the patients presented

cardiovascular changes. Pulmonary infection was
the most frequent infectious complication (15.3%),
corroborating the findings of this study that showed
the occurrence of pneumonia or bronchopneumonia in
patients who had death related to infection. The infected
patients had longer periods of hospitalization in relation
to those who did not have this occurrence recorded
during the hospitalization®.

It was found that the mean length of hospitalization
presented a consistently heterogeneous variable,
with a minimum of 1 day and up to 45 days, with the
hospitalization period exceeded 11 days in 25% of the
cases, which indicates treatment of complex events with
long stays and higher hospital costs(*®. In another study,
the vast majority of patients were operated electively,
after waiting a long time for the surgery, with a mean

of 35.5 days®. Both confirm the findings of this study
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with regard to the prolonged period of hospitalization.
Thus, it is relevant for the mortality indicator to be used
by health professionals and managers. Considering that,
among the various professions in the health area, nurses
stand out for having specific courses in their formation
aimed at health management and planning, they can
potentiate the use of these indicators in their practice
to improve the quality of the care provided, abandoning
unplanned actions and realizing the need to have a plan®®.

Despite the development of interventionist actions
for the individual with CVD, in high-complexity health,
nursing care should mainly be based on prevention.
The administration of nursing care brings the individual
close to the professional, as it considers the health-
disease process in a broad way. Thus, the search for new
perspectives and strategies reaffirms the importance of
nursing in the care for individuals affected by CVD and
sometimes submitted to CABG, as the aim is to promote
well-being and quality of health of these patients,
through the awareness of the existence of their problems
and their consequent complications®?b.

Conclusion

In this study, the main factors associated with the
occurrence of death in patients undergoing CABG were:
people with advanced age; use of CPB; occurrence
of associated CABG; manifestation of infection and
prolonged hospitalization period. Considering that
these factors were shown to directly impact on the
mortality of patients, greater attention of health staff
and managers to this profile is indicated. The results
of this study provide subsidies for the nursing practice
with preventive measures for the CVD event, as well as
in prevention and early identification of complications
associated with CABG.

As limitations, the study did not address aspects
frequently discussed in the literature that could influence
the mortality of patients undergoing CABG, such as
length of surgery, length of CPB and intraoperative
complications. The reason for this was that the study
proposal was to work with aspects still little discussed
in the literature, in order to seek other associations with
the occurrence of death after CABG.

References

1. Piegas LS, Bittar OJNV, Haddad N. Cirurgia de
revascularizacdo miocardica: resultados do Sistema
Unico de Sautde. Arq Bras Cardiol. 2009;93(5):555-60.
2. César LAM, Viana CB. Strategy for therapeutic
decision: medical vs. angioplasty vs. Surgery. Rev Soc

Cardiol. 2014;24(1):17-22.

3. Braile DM, Gomes WJ.
cardiovascular:

Evolugdo da cirurgia
a saga brasileira. Uma histéria de
trabalho, pioneirismo e sucesso. Arq Bras Cardiol.
2010;94(2):151-2.

4. Mattos LAP, Berwanger O, Santos ES, Reis HIL,
Romano ER, Petriz JLF, et al. Desfechos clinicos aos
30 dias do registro brasileiro das sindromes coronarias
agudas (ACCEPT). Arq Bras Cardiol. 2013;100(1):6-13.
5. Tonial R, Moreira DM. Perfil clinico-epidemioldgico dos
pacientes submetidos a cirurgia de revascularizagdo do
miocardio no instituto de cardiologia de Santa Catarina,
Sé&o José - SC. ACM Arq Catarin Med. 2011;40(4):42-6.
6. Lisboa LAF, Moreira LFP, Mejia OV, Dallan LAO,
Pomerantzeff PMA, Costa R,
cirurgia cardiovascular no Instituto do Coragao:

et al. Evolugdao da

analise de 71.305 operagdes.
2010;94(2):174-81.

7. Lorenzetti J, Lanzoni GMM, Assuiti LFC, Pires DEP,
Ramos FRS. Gestdo em saude no Brasil: Didlogo com

Arq Bras Cardiol.

gestores publicos e privados. Texto Contexto Enferm.
2014;23(2):417-25.

8. Vituri DW, Evora YDM.
nursing care quality: testing interexaminer agreement

Reliability of indicators of
and reliability. Rev. Latino-Am.
2014;22(2):234-40.

9. Baggio MA, Parizoto GM, Calegaro GD, Koerich
C, Erdmann AL.
sociodemograficas de

Enfermagem.

Incidéncia e  carateristicas

pacientes internados com
coronariopatia. Referéncia. 2011;(5):73-81.

10. Oliveira EL, Westphal GA, Mastroeni MF.
Caracteristicas clinico-demograficas de pacientes
submetidos a cirurgia de revascularizagdo do miocardio
e sua relagdo com a mortalidade. Rev Bras Cir
Cardiovasc. 2012;27(1):52-60.

11. Pivatto F Junior, Valle FH, Pereira EMC, Aguiar FM,
Henn NT, Behr PEB, et al. Sobrevida em longo prazo de
octogenarios submetidos a cirurgia de revascularizagédo
miocardica isolada. Rev Bras Cir Cardiovasc.
2011;26(1):21-6.

12. Fernandes MVB, Aliti G, Souza EN. Perfil de
pacientes submetidos a cirurgia de revascularizacdo
miocardica: implicacGes para o cuidado de enfermagem.
Rev Eletr Enferm. [Internet]. 2009 [Acesso 21 nov
2014];11(4):993-9. Disponivel em:
ufg.br/revista/vi1/n4/v1i1n4a25.htm.
13. Lima FET, Magalhdes FJ, Silva DA, Barbosa 1V,

Melo EM, Araljo TL. Emotional alterations gifts in the

http://www.fen.

patients who underwent coronary artery by-pass. Rev
Enferm UFPE on line. [Internet]. 2010. [Acesso 18 dez
2014];4(2):785-91. Disponivel em: http://www.revista.
ufpe.br/revistaenfermagem/index.php/revista/article/
view/976



Koerich C, Lanzoni GMM, Erdmann AL.

14. Fiorio NM, Flor LS, Padilha M, Castro DS, Molina
MDCB. Mortalidade por raga/cor: evidéncias de
desigualdades sociais em Vitoria (ES), Brasil. Rev Bras
Epidemiol. 2011;14(3):522-30.

15. Guaragna JCVC, Bodanese LC, Bueno FL, Goldani
MA. Proposta de escore de risco pré-operatorio para
pacientes candidatos a cirurgia cardiaca valvar. Arq Bras
Cardiol. 2010;94(4):541-8.

16. Raja SG. Myocardial revascularization for the
elderly: current options, role of off-pump coronary
artery bypass grafting and outcomes. Curr Cardiol Rev.
2012;8(1):26-36.

17. Oliveira TML, Oliveira GMM, Klein CH, Silva NAS,
Godoy PH. Letalidade e complicagdes da cirurgia de
revascularizagdo miocardica no Rio de Janeiro, de 1999
a 2003. Arq Bras Cardiol. 2010;95(3):303-12.

18. Strabelli TMV, Stolf NAG, Uip DE. Uso pratico de um
indice de risco de complicagGes apods cirurgia cardiaca.
Arq Bras Cardiol. 2008;91(5):342-7.

19. Pereira JMV, Cavalcanti ACD, Santana RF, Cassiano
KM, Queluci GC, Guimardes TCF. Diagndsticos de
enfermagem de pacientes hospitalizados com doencgas
cardiovasculares. Esc Anna Nery. 2011;15(4):737-45.
20. Menezes PIFB, D’innocenzo M. Dificuldades
vivenciadas pelo enfermeiro na utilizagdo de indicadores
de processos. Rev Bras Enferm. 2013;66(4):571-7.

21. Stipp MAC. A geréncia do cuidado na enfermagem
cardiovascular. Esc Anna Nery. 2012;16(1):7-13.

Corresponding Author:

Cintia Koerich

Universidade Federal de Santa Catarina

Centro de Ciéncias da Salde

Rua Acelon Pacheco da Costa, 231 Bloco B ap 302
Itacorubi

CEP: 88034-040 Florianodpolis, SC, Brasil

E-mail: cintia.koerich@gmail.com

erp.usp.br/rlae

Received: Apr. 12t 2015
Accepted: Sept. 20" 2015

Copyright © 2016 Revista Latino-Americana de Enfermagem
This is an Open Access article distributed under the terms of the
Creative Commons (CC BY).

This license lets others distribute, remix, tweak, and build upon
your work, even commercially, as long as they credit you for the
original creation. This is the most accommodating of licenses
offered. Recommended for maximum dissemination and use of
licensed materials.



