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The reliability of estimated glomerular filtration rate in 
coronary artery bypass grafting

Koroner arter baypas greftlemede tahmini glomerüler filtrasyon hızının güvenilirliği

Ozan Onur Balkanay, Deniz Göksedef, Suat Nail Ömeroğlu, Gökhan İpek

ÖZ

Amaç: Bu çalışmada kardiyopulmoner baypas altında 
koroner arter baypas greftleme yapılan hastalarda tahmini 
kreatinin klirensi ve glomerüler filtrasyon hızının 
güvenilirliği araştırıldı.

Çalışma planı: Kliniğimizde Ocak 2009 - Ocak 2011 
tarihleri arasında kardiyopulmoner baypas altında koroner 
arter baypas greftleme yapılan toplam 167 hasta (124 erkek, 
43 kadın; ort. yaş 60.9±9.4 yıl; dağılım 35-83 yıl) çalışmaya 
alındı. Hastaların demografik özellikleri, 24 saatlik idrar 
ile ölçülen kreatinin klirensi değerleri ve ameliyat öncesi 
ve ameliyat sonrası bir ve beşinci günlerde Cockcroft-
Gault, Böbrek Hastalığında Diyet Modifikasyonu-dört 
değişken ve altı değişken, Jelliffe-1972, Jelliffe-1973, 
Mawer, Bjornsson ve Gates formüllerine göre tahmini 
böbrek fonksiyonu ve glomerüler filtrasyon hızı retrospektif 
olarak incelendi.

Bul gu lar: Tahmini böbrek fonksiyonu ve glomerüler 
filtrasyon hızı hesaplamaları içerisinde, tüm dönemler için 
kreatinin klirens hızı için en anlamlı sonuçlar Cockcroft-
Gault formülü ile elde edildi.

Sonuç: Çalışma bulgularımız koroner arter baypas 
greftleme yapılan hastaların böbrek fonksiyonlarının 
değerlendirmesinde, Cockcroft-Gault eşitliğinin güvenilir 
bir şekilde kullanılabileceğini göstermektedir.
Anahtarsözcükler: Koroner arter baypas greftleme; glomerüler 
filtrasyon hızı; böbrek fonksiyon testleri; güvenilirlik.

ABSTRACT

Background:In this study, we investigated the reliability 
of the estimated creatinine clearance and glomerular 
filtration rate in patients undergoing on-pump coronary 
artery bypass grafting.

Methods: A total of 167 patients (124 males, 43 females; 
mean age 60.9±9.4 years; range, 35 to 83 years) who 
underwent on-pump coronary artery bypass grafting in our 
clinic between January 2009 and January 2011 were enrolled 
in the study. Demographic characteristics of the patients, 
creatinine clearance rates measured with 24-hour urine 
collection, and estimated renal function, and glomerular 
filtration rates according to the formulas of Cockcroft-Gault, 
Modification of Diet in Renal Disease-four variables and 
six variables, Jelliffe-1972, Jelliffe-1973, Mawer, Bjornsson, 
and Gates of preoperative and postoperative first and fifth-
days were retrospectively analyzed.

Results:Among all estimated renal function and glomerular 
filtration rate equations, the Cockcroft-Gault formula 
yielded the most significant results for the creatinine 
clearance rate for all periods.

Conclusion:Our study results suggest that the Cockcroft-
Gault equation can be reliably used in the evaluation of 
kidney functions of patients undergoing coronary artery 
bypass grafting.
Keywords: Coronary artery bypass grafting; glomerular filtration 
rate; kidney function tests; reliability.
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Kidney dysfunction in the perioperative period 
of coronary artery bypass grafting (CABG) has 
been significantly associated with the mortality.[1-3] 

Timely detection of the dysfunction, particularly 
in the early postoperative period, can be, therefore, 
life-saving.[4,5] The common methods such as blood 
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urea nitrogen and creatinine level measurements 
are usually incapable to meet all the requirements 
and a standard method of creatinine clearance 
rate calculation including the collection of all 
the urine output during a whole day is usually 
accepted as cumbersome to use.[6] For these practical 
reasons, a number of estimated kidney function 
and glomerular filtration rate (GFR) calculation 
formulas using different numbers of variables have 
been developed to date.[7-14] The predictive values 
of these equations have been also investigated 
among different patient populations.[6] However, the 
reliability of estimated GFR equations needs to be 
evaluated for CABG patients, as well. Therefore, 
in our study, we investigated the reliability of the 
estimated creatinine clearance and GFR in patients 
undergoing on-pump CABG.

PATIENTS AND METHODS
A total of 167 patients (124 males, 43 females; 
mean age 60.9±9.4 years; range, 35 to 83 years) who 
underwent on-pump CABG surgery in our clinic 
between January 2009 and January 2011 were enrolled 
in this study. Preoperative and postoperative first and 
fifth-day creatinine clearance rates and estimated 
GFR calculations were retrospectively analyzed. All 
calculations were made separately for different time 
periods using different measurement tools. Creatinine 
clearance rates were accepted as the main standard 
for the evaluation. We compared the Cockcroft-
Gault,[10] Jelliffe-1972,[8] Jelliffe-1973,[9] Mawer,[7] 
Bjornsson,[11] Gates,[12] Modification of Diet in Renal 
Disease-four variable (MDRD-4),[13] and –six variable 
(MDRD-6)[14] equations with the main standard tool. 
These estimated GFR formulas which were originally 
formed among different patient populations were 
compared with conventional renal function test results 
for our heterogeneous patient population in different 
time periods for clinical feasibility. The study was 
conducted in accordance with the principles of the 
Declaration of Helsinki.

The exclusion criteria were as follows: preoperative 
renal dysfunction, re-operation rates and simultaneous 
surgical procedures, critical preoperative conditions 
such as endocarditis, and emergency or salvage 
operation.

All the operations were performed on-pump and 
by a single surgical team. Mild hypothermia was used 
during surgery. Anastomoses were performed under a 
single aortic cross-clamp. Myocardial protection was 
achieved via both antegrade and retrograde cold blood 
cardioplegia.

Statistical analysis

Statistical analysis was performed using IBM SPSS 
software package version 20.0 (IBM Corporation, 
Armonk, NY, USA). All data were expressed in 
mean ± standard deviation or percentage (n, %). 
For the normality assumptions, the Kolmogorov-
Smirnov, Shapiro-Wilk tests, and histograms were 
used. Parametric variables with normally distributed 
data were compared among the groups by using 
repeated measures analysis of variance. Otherwise, 
the Friedman test was used. The Pearson correlation 
coefficients (r) were calculated for the normally 
distributed data; otherwise, the Spearman’s correlation 
coefficients (r) were calculated. The precision values 
(r2) were calculated after the correlation analyses. 
The scatter plots of estimated GFR calculations were 
created for both preoperative and postoperative first 
and fifth-days. A p value of <0.05 was considered 
statistically significant.

RESULTS
All patients were Caucasian. Sixty patients (36%) had 
diabetes mellitus, while 99 (59%) had hyperlipidemia 
(Table 1). There was a significant difference in the 
preoperative and postoperative blood albumin levels 
(p<0.001) (Table 2). The mean creatinine clearance 
rate of preoperative and postoperative first, and 
fifth-days were 80.5±34.1, 103.3±45.2, and 85±33.4 
mL•min-1•1.73 m2, respectively (Table 2). Among all 
estimated renal function and glomerular filtration rate 
equations, the Cockcroft-Gault formula was found to 
be closest to the standard creatinine clearance rate 
for all periods [correlation coefficient values (r) for 
preoperative and postoperative first and fifth-days 
were 0.648; 0.711; 0.606, respectively (p<0.001)] 
(Tables 3-5). The precision of the Cockcroft-Gault 
for preoperative and postoperative first and fifth-
days were 42.5%; 50.6%; and 36.7%, respectively 
(p<0.001) (Table 3-5). The Bjornsson equation 
followed the Cockcroft-Gault formula for all periods 
(Table 3-5). The scatter plots of all estimated renal 
function and glomerular filtration rate equations 
showed different distributions of comparisons 
(Figures 1-3). Overall, precision values were highest 
in the postoperative first-day measurements, while 
they reached the lowest state in the postoperative fifth-
day (Tables 3-5) (Figures 1-3). Although there were 
significant differences in the creatinine clearance 
rates between preoperative and postoperative first 
and fifth-day measurements (p<0.001), there were 
no statistically significant differences in terms of 
the estimated GFR calculations (p>0.05) (Table 2).
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Estimated glomerular filtration rate calculation formulas we used for female patients were as follows:

• Cockcroft-Gault equation:[10]

[[(140-age) x weight) / (72 x CreatinineSerum)] x 0.85]

• MDRD-4 equation:[13]

(186 x CreatinineSerum
-1.154 x age-0.203 x 0.742)

• MDRD-6 equation:[14]

(170 x CreatinineSerum
-0.999 x age-0.176 x 0.762 x UreaSerum

-0.170 x AlbuminSerum
0.318)

• Jelliffe-1972 equation:[8]

[(80 / CreatinineSerum)-7]

• Jelliffe-1973 equation:[9]

[[[98-[0.8 x (age - 20)]] / CreatinineSerum] x 0.9]

• Mawer equation:[7]

[[[weight x [25.3-(0.175 x age)] x [1-(0.03 x CreatinineSerum)]] / [(14.4 x CreatinineSerum) x (70 / weight)]

• Bjornsson equation:[11]

[[[25-(0.175 x age)] x weight x 0.07] / CreatinineSerum]

• Gates equation:[12]

[(60 x CreatinineSerum
-1.1) + (56 - age) x (0.3 x CreatinineSerum

-1.1)]

Estimated GFR calculation formulas we used for male patients were as follows:

• Cockcroft-Gault equation:[10]

[(140 - age) x weight) / (72 x CreatinineSerum)]

• MDRD-4 equation:[13]

(186 x CreatinineSerum
-1.154 x age-0.203)

• MDRD-6 equation:[14]

(170 x CreatinineSerum
-0.999 x age-0.176 x UreaSerum

-0.170 x AlbuminSerum
0.318)

• Jelliffe-1972 equation:[8]

[(100 / CreatinineSerum)-12]

• Jelliffe-1973 equation:[9]

[[98 - [0.8 x (age - 20)]] / CreatinineSerum]

• Mawer equation:[7]

[[[weight x [29.3-(0.203 x age)] x [1-(0.03 x CreatinineSerum)]] / [(14.4 x CreatinineSerum) x (70 / weight)]

• Bjornsson equation:[11]

[[[27-(0.173 x age)] x weight x 0.07] / CreatinineSerum]

• Gates equation:[12]

[(89.4 x CreatinineSerum
-1.2) + (55 - age) x (0.447 x CreatinineSerum

-1.1)]

After these calculations were made, all equations were adjusted according to the body surface areas and all units 
were standardized to mL/min/1.73 m2.
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DISCUSSION
Acute kidney failure (AKF) is one of the major 
complications which increases the mortality rates 
after CABG.[1,15] Preoperative renal dysfunction was 
accepted as an independent predictor of long-term 
mortality after cardiac surgery.[16,17] Besides, close 
monitoring for early detection and prevention of AKF 
is of utmost importance in CABG perioperatively.[18] 
Although GFR measurement with urinary or plasma 
clearance of a standard marker such as inulin is 
accepted as the gold standard, it is not cost-effective 
in the daily clinical practice.[16] On the other hand, 
the creatinine clearance rate calculation via collecting 
urine output during a whole day can be accepted as the 
clinical standard.[18] In the present study, we preferred 
to use creatinine clearance rate measurements as the 

main standard in parallel with some recent literature 
study findings.[16] However, it is challenging to use it 
routinely for all patients. Another disadvantage of this 
technique is the risk of late detection and intervention. 
Blood urea nitrogen and creatinine levels can be 
used, but not enough to evaluate glomerular filtration 
rates alone. For this reason, estimated creatinine 
clearance and GFR equations were developed.[7-14] 
These equations are usually evaluated and used for 
overall patient populations.[6] In particular, in CABG 
patients, there are a number of major alterations in 
blood measures, including plasma albumin levels after 
on-pump surgery.[18,19] Cardiopulmonary bypass circuit 
and the oxygenator membrane itself may also induce 
a high amount of cytokines to release, increasing 
the membrane permeability.[19,20] Therefore, off-pump 

Table 1. Patient characteristics and perioperative variables

Variable n % Mean±SD Min.-Max.

Age (year)   60.9±9.4 35-83
Gender

Female 43 25.7
Body mass index (kg/m2)   27.2±4.3 16.3-42
Body surface area (m2)   1.9±0.2 1.5-2.3
Hypertension 123 73.7  
Hyperlipidemia 99 59
Diabetes mellitus 60 36
Aortic cross clamping time (min)   69.8±29.3 12-155
Total perfusion time (min)   98±3 33-204
Distal bypass   2.5±0.9 1-5
ICU follow-up (hour)   50.7±27.7 10-283
Hospital-stay (day)   9.4±5.4 5-49

SD: Standard deviation; Min.: Minimum; Max.: Maximum; ICU: Intensive care unit.

Table 2. Renal function tests, estimated creatinine clearance and glomerular filtration rates, and related variables

 Preoperative Postoperative 1st day Postoperative 5th day 

 Mean±SD Min.-Max.  Mean±SD Min.-Max. Mean±SD Min.-Max. p

Blood urea nitrogen (mg/dL) 40.8±12.4 13-84 48.3±18.7 14-118 46.5±30.5 15-235 <0.001*
Blood creatinine (mg/dL) 1±0.2 0.6-2 1±0.4 0.5-3.4 1±0.4 0.5-3.8 0.165
Blood albumin (g/dL) 3.8±0.4 1.1-4.9 2.6±0.3 1.6-3.5 2.8±0.4 1.4-3.9 <0.001*
Creatinine clearance rate† 80.5±34.1 19.6-257 103.3±45.2 14.5-263.6 85±33.4 19.6-192.4 <0.001*
Cockcroft-Gault formula‡ 84±24.9 31.5-193 88.1±33.7 21.6-200 86.4±27.4 21.2-159.8 0.349
Bjornsson equation† 88.4±25.4 34.1-199 92.6±34.4 22.7-203.6 91±27.9 22.9-165 0.354
Mawer equation† 98.1±40.7 25.1-259.7 102.3±49.3 19.9-267.9 100.9±42.9 17.6-217 0.558
Gates equation† 82.7±21.3 38.6-178 87.8±32.4 19.9-193.3 85.4±24.6 25.2-175 0.198
MDRD-4 variable equation† 67.6±21.4 30.3-248.1 62.9±31.5 16.5-341.2 62±17.6 17.8-132.7 0.098
MDRD-6 variable equation† 79±18.4 37.1-160 83.6±29 19.7-184.5 81.5±21.6 25.8-157 0.192
Jelliffe-1972 equation† 66.3±16 33.3-127 70.1±24.5 19.2-164.7 68.3±18.7 23.9-134 0.186
Jelliffe-1973 equation† 87.4±18.5 39-163.4 91.7±28.4 17.4-154.7 90.1±22 33-154.7 0.237
SD: Standard deviation; Min.: Minimum; Max.: Maximum; MDRD: Modification of Diet in Renal Disease; * Statistically significant; † mL•min-1•1.73 m-2; ‡ Adjusted to 
body surface area (mL•min-1•1.73 m-2).
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surgery is accepted superior to on-pump surgery 
in terms of the risk of acute kidney injury and 
failure.[19,20] Under these circumstances, estimated GFR 
calculations in on-pump CABG patients need to have 
special concerns. First, the majority of our CABG 
candidates suffered from several comorbidities such as 
diabetes mellitus, hypertension, and hyperlipidemia. It 
makes the first main difference between these patients 
and healthy population. Second, cardiopulmonary 
bypass itself was the major factor which affected 

renal functions in the early postoperative period. 
Perfusion also affected electrolyte and body fluid 
balances, resulting in body weight changes, eventually, 
estimated GFR equations. For these reasons, we 
made all calculations separately for different time 
periods using separate measurement tools. As we 
expected, creatinine clearance rates and blood urea 
nitrogen differed postoperatively compared to the 
baseline values. Besides, blood creatinine levels did 
not differ significantly in the perioperative period. 

Table 3. Preoperative correlation measurements between creatinine clearance 
rates and estimated equations*

 Rank Equation CC (r) Precision (r2) p

 1 Cockcroft and Gault[10] 0.652 0.425 <0.001
 2 Bjornsson[11] 0.646 0.417 <0.001
 3 Mawer[7] 0.602 0.362 <0.001
 4 Jelliffe-1973[9] 0.567 0.321 <0.001
 5 Gates[12] 0.555 0.308 <0.001
 6 MDRD-4 variable[13] 0.549 0.301 <0.001
 7 MDRD-6 variable[14] 0.546 0.298 <0.001
 8 Jelliffe-1972[8] 0.479 0.229 <0.001
* Equations are ranked according to correlation values; CC: Correlation coefficient; MDRD: Modification of 
Diet in Renal Disease.

Table 5. Postoperative fifth day correlation measurements between creatinine 
clearance rates and estimated equations*

 Rank Equation CC (r) Precision (r2) p

 1 Cockcroft and Gault[10] 0.606 0.367 <0.001
 2 Bjornsson[11] 0.597 0.356 <0.001
 3 Gates[12] 0.560 0.314 <0.001
 4 MDRD-6 variable[14] 0.541 0.293 <0.001
 5 Mawer[7] 0.528 0.279 <0.001
 6 MDRD-4 variable[13] 0.494 0.244 <0.001
 7 Jelliffe-1972[8] 0.493 0.243 <0.001
 8 Jelliffe-1973[9] 0.487 0.237 <0.001
* Equations are ranked according to correlation values; CC: Correlation coefficient; MDRD: Modification of 
Diet in Renal Disease.

Table 4. Postoperative first day correlation measurements between creatinine 
clearance rates and estimated equations*

 Rank Equation CC (r) Precision (r2) p

 1 Cockcroft and Gault[10] 0.711 0.506 <0.001
 2 Bjornsson[11] 0.709 0.503 <0.001
 3 MDRD-4 variable[13] 0.696 0.484 <0.001
 4 Jelliffe-1972[8] 0.694 0.482 <0.001
 5 Mawer[7] 0.681 0.464 <0.001
 6 Gates[12] 0.635 0.403 <0.001
 7 MDRD-6 variable[14] 0.616 0.379 <0.001
 8 Jelliffe-1973[9] 0.608 0.370 <0.001
* Equations are ranked according to correlation values; CC: Correlation coefficient; MDRD: Modification of 
Diet in Renal Disease.
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This finding can be interpreted as the lack of precision 
of conventional renal function tests reflecting the 
real glomerular filtration rates. After the estimated 
kidney function and glomerular filtration rate equation 
measurements were done, we adjusted all units 
according to the body surface areas. We did not use 
the race variable of MDRD formulas, as there was no 
black patient in our study. Consistent with the literature 
findings, correlation analyses showed us the Cockcroft-
Gault formula had higher correlation coefficient and 
precision values for all the time periods perioperatively, 
compared to other equations.[6] Of note, among all 
time periods, the Cockcroft-Gault equation had the 
highest precision in the postoperative first-day with 
50.6% (p<0.001). There were some literature findings 
suggesting that MDRD-4 formula was a more accurate 
measurement tool in predicting the long-term survival 
after cardiac surgery[16,17] and Cockcroft-Gault equation 
might result in an overestimated GFR in patients with 

end-stage kidney failure, particularly.[17] Furthermore, 
studies including a heterogeneous group of cardiac 
and vascular patients[17] were not consistent with our 
findings. We included a more homogenous patient 
population - only CABG patients. We also excluded 
patients with end-stage renal dysfunction and critical 
preoperative conditions. Cardiac risk scoring systems 
such as EuroSCORE-II utilize the Cockcroft-Gault 
equation for the evaluation of renal functions as well 
as in the risk prediction.[21] This also encourages that 
using the Cockcroft-Gault equation can be helpful in 
our daily clinical practice. In our study, the Bjornsson 
equation followed the Cockcroft-Gault formula with 
precision values of preoperative and postoperative 
first and fifth-day as 0.417; 0.503; 0.367, respectively 
(p<0.001). In contrast with the literature, we did not find 
MDRD-6 formula as precisely described.[6] This can 
be attributed to the impact of blood albumin levels in 
terms of postoperative changes after perfusion. We also 

200 200

150 150

100 100

50 50

0 0
0 0100

Cockcroft-Gault (mL/min/1.73 m2) Bjornsson (mL/min/1.73 m2)

C
re

at
in

in
e 

cl
ea

ra
nc

e 
ra

te
 (m

L
/m

in
/1

.7
3 

m
2 )

C
re

at
in

in
e 

cl
ea

ra
nc

e 
ra

te
 (m

L
/m

in
/1

.7
3 

m
2 )

10050 50150 150200 200

200 200

150 150

100 100

50 50

0 0
0 0100 100

Jelliffe 1973 (mL/min/1.73 m2)Mawer (mL/min/1.73 m2)

C
re

at
in

in
e 

cl
ea

ra
nc

e 
ra

te
 (m

L
/m

in
/1

.7
3 

m
2 )

C
re

at
in

in
e 

cl
ea

ra
nc

e 
ra

te
 (m

L
/m

in
/1

.7
3 

m
2 )

50 50150 150200 200

Figure 1. Scatter plots of preoperative comparisons between CCR vs top four estimated renal function 
equations according to precision values.* (a) CCR vs Cockcroft-Gault; (b) CCR vs. Bjornsson; (c) CCR 
vs Mawer; (d) CCR vs Jelliffe-1973.
CCR: Creatinine clearance rate; * All equations were adjusted to the body surface area (mL/min/1.73 m2) before comparison. 
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found that blood albumin levels were significantly 
different between preoperative and postoperative first 
and fifth-day measurements (p<0.001). The scatter 
plots of all estimated renal function and glomerular 
filtration rate equations showed many different 
distributions. Overall, precision values were the 
highest in the postoperative first-day measurements. 
Furthermore, we observed a significant difference 
between preoperative and postoperative first and fifth-
day measurements in terms of creatinine clearance rate 
(p<0.001) . However, we were unable to find significant 
differences between the time groups of estimated GFR 
equations (p>0.05). Therefore, we should remember 
that predictive capabilities of estimated calculation 
formulas are still suboptimal compared to conventional 
standard methods.[6] Besides, the Cockcroft-Gault 
formula was also reported as the best predictor of early 
and late mortality after CABG compared to the other 
estimated renal function measurements.[22] This finding 

also supports the clinical use of the Cockcroft-Gault 
equation as a clinical practical evaluation method of 
kidney functions after CABG. Kidney dysfunctions still 
play an important role in the prediction of mortality and 
morbidity of CABG patients.[23-25] Therefore, practical 
and precise methods for the evaluation of glomerular 
filtration rates still stays as indispensable tools in our 
daily practices.

On the other hand, there are some limitations to this 
study. We used creatinine clearance rate measurements 
as the main standard for the evaluation in our study, 
as these tools are more practical and cost-effective 
compared to inulin clearance measurements, which is 
accepted as the gold standard. In addition, estimated 
GFR formulas which were compared in our study were 
originally described for different patient populations, 
but not specifically for the perioperative evaluation of 
CABG patients. Finally, our study was a single-center 

Figure 2. Scatter plots of postoperative first day comparisons between CCR vs top four estimated renal 
function equations according to precision values.* (a) CCR vs Cockcroft-Gault; (b) CCR vs Bjornsson; 
(c) CCR vs MDRD-4 variable; (d) CCR vs Jelliffe-1972.
CCR: Creatinine clearance rate; MDRD: Modification of Diet in Renal Disease; * All equations were adjusted to the body surface 
area (mL/min/1.73m2) before comparison.
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Figure 3. Scatter plots of postoperative fifth comparisons between CCR vs top four estimated renal 
function equations according to precision values.* (a) CCR vs Cockcroft-Gault; (b) CCR vs Bjornsson; 
(c) CCR vs Gates; (d) CCR vs MDRD-6 variables.
CCR: Creatinine clearance rate; MDRD: Modification of Diet in Renal Disease; * All equations were adjusted to the body surface 
area (mL/min/1.73 m2) before comparison.
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and retrospective study. Therefore, further multi-center 
and prospective studies with a larger sample size are 
required to confirm our findings.

In conclusion, although the efficacy of estimated 
glomerular filtration rate calculations is still suboptimal, 
they can be used instead of simple blood urea nitrogen 
and blood creatinine measurements. They are also 
more practical than standard creatinine clearance 
rate measurements by collecting whole 24-hour urine 
output. In the evaluation of renal functions of patients 
undergoing coronary artery bypass grafting surgery, 
the Cockcroft-Gault equation can be more reliably 
used for the calculation of estimated kidney functions, 
compared to the formulas.

Declaration of conflicting interests
The authors declared no conflicts of interest with respect to 

the authorship and/or publication of this article.

Funding
The authors received no financial support for the research 

and/or authorship of this article.

REFERENCES
1.  Chertow GM, Levy EM, Hammermeister KE, Grover 

F, Daley J. Independent association between acute renal 
failure and mortality following cardiac surgery. Am J Med 
1998;104:343-8.

2.  Mangano CM, Diamondstone LS, Ramsay JG, Aggarwal 
A, Herskowitz A, Mangano DT. Renal dysfunction after 
myocardial revascularization: risk factors, adverse outcomes, 
and hospital resource utilization. The Multicenter Study of 
Perioperative Ischemia Research Group. Ann Intern Med 
1998;128:194-203.

3.  Mazzarella V, Gallucci MT, Tozzo C, Elli M, Chiavarelli 
R, Marino B, et al. Renal function in patients undergoing 
cardiopulmonary bypass operations. J Thorac Cardiovasc 
Surg 1992;104:1625-7.

Gates (mL/min/1.73 m2)



Turk Gogus Kalp Dama

438

4.  Zanardo G, Michielon P, Paccagnella A, Rosi P, Caló 
M, Salandin V, et al. Acute renal failure in the patient 
undergoing cardiac operation. Prevalence, mortality 
rate, and main risk factors. J Thorac Cardiovasc Surg 
1994;107:1489-95.

5.  Conlon PJ, Stafford-Smith M, White WD, Newman MF, 
King S, Winn MP, et al. Acute renal failure following cardiac 
surgery. Nephrol Dial Transplant 1999;14:1158-62.

6.  Bostom AG, Kronenberg F, Ritz E. Predictive performance 
of renal function equations for patients with chronic kidney 
disease and normal serum creatinine levels. J Am Soc 
Nephrol 2002;13:2140-4.

7.  Mawer GE, Lucas SB, Knowles BR, Stirland RM. Computer-
assisted prescribing of kanamycin for patients with renal 
insufficiency. Lancet 1972;1:12-5.

8. Jelliffe RW, Jelliffe SM. A computer program for estimation 
of creatinine clearance from unstable serum creatinine 
levels, age, sex, and weight. Math Biosci 1972;14:17-24.

9.  Jelliffe RW. Letter: Creatinine clearance: bedside estimate. 
Ann Intern Med 1973;79:604-5.

10.  Cockcroft DW, Gault MH. Prediction of creatinine clearance 
from serum creatinine. Nephron 1976;16:31-41.

11.  Bjornsson TD. Use of serum creatinine concentrations to 
determine renal function. Clin Pharmacokinet 1979;4:200-22.

12.  Gates GF. Creatinine clearance estimation from serum 
creatinine values: an analysis of three mathematical models 
of glomerular function. Am J Kidney Dis 1985;5:199-205.

13.  Levey AS, Bosch JP, Lewis JB, Greene T, Rogers N, Roth 
D. A more accurate method to estimate glomerular filtration 
rate from serum creatinine: a new prediction equation. 
Modification of Diet in Renal Disease Study Group. Ann 
Intern Med 1999;130:461-70.

14. Levey AS, Greene T, Kusek JW, Beck GJ. A simplified 
equation to predict glomerular filtration rate from serum 
creatinine. J Am Soc Nephrol 2000;11:A0828.

15. Göksedef D, Ömeroğlu SN, Talas Z, Balkanay OO, Sayılgan 
NC, İpek G. Acute exacerbation in chronic kidney disease 
increases mortality after coronary artery bypass grafting. 
Turk Gogus Kalp Dama 2010;18:162-6.

16.  Domoto S, Tagusari O, Nakamura Y, Takai H, Seike Y, Ito 
Y, et al. Preoperative estimated glomerular filtration rate as 

a significant predictor of long-term outcomes after coronary 
artery bypass grafting in Japanese patients. Gen Thorac 
Cardiovasc Surg 2014;62:95-102.

17.  Dhanani J, Mullany DV, Fraser JF. Effect of preoperative 
renal function on long-term survival after cardiac surgery. J 
Thorac Cardiovasc Surg 2013;146:90-5.

18. Göksedef D, Balkanay OO, Ömeroğlu SN, Talas Z, Arapi 
B, Junusbekov Y, et al. The effects of a dexmedetomidine 
infusion on renal functions after coronary artery bypass graft 
surgery: a randomized, double-blind, placebo-controlled 
study. Turk Gogus Kalp Dama 2013;21:594-602.

19. Beyazpınar DS, Gültekin B, Kayıpmaz AE, Kayıpmaz Ç, 
Sezgin A, Giray TA, et al. A comparison of two coronary 
artery bypass graft surgery techniques with respect to acute 
kidney injury. Turk Gogus Kalp Dama 2015;23:643-50.

20.  Chua SK, Shyu KG, Lu MJ, Hung HF, Cheng JJ, Chiu CZ, 
et al. Renal dysfunction and the risk of postoperative atrial 
fibrillation after cardiac surgery: role beyond the CHA2DS2-
VASc score. Europace 2015;17:1363-70.

21.  Nashef SA, Roques F, Sharples LD, Nilsson J, Smith C, 
Goldstone AR, et al. EuroSCORE II. Eur J Cardiothorac 
Surg 2012;41:734-44.

22.  van Straten AH, Soliman Hamad MA, Koene BM, Martens 
EJ, Tan ME, Berreklouw E, et al. Which method of estimating 
renal function is the best predictor of mortality after coronary 
artery bypass grafting? Neth Heart J 2011;19:464-9.

23.  Minakata K, Bando K, Tanaka S, Takanashi S, Konishi H, 
Miyamoto Y, et al. Preoperative chronic kidney disease 
as a strong predictor of postoperative infection and 
mortality after coronary artery bypass grafting. Circ J 
2014;78:2225-31.

24.  Garg AX, Devereaux PJ, Yusuf S, Cuerden MS, Parikh CR, 
Coca SG, et al. Kidney function after off-pump or on-pump 
coronary artery bypass graft surgery: a randomized clinical 
trial. JAMA 2014;311:2191-8.

25.  Sugumar H, Lancefield TF, Andrianopoulos N, Duffy 
SJ, Ajani AE, Freeman M, et al. Impact of renal function 
in patients with multi-vessel coronary disease on long-
term mortality following coronary artery bypass grafting 
compared with percutaneous coronary intervention. Int J 
Cardiol 2014;172:442-9.


