
Coronary Artery Bypass (CABG) Surgery
demonstrated improvement in the
overall health-related quality of life and
survival. The use of Respiratory Therapist
Driven extubation protocol resulted in
shorter extubation times, reduced cost,
and length of stay when compared to
physician driven weaning. Koch defined
therapist driven protocol (TDP) as a
patient care plan, which are initiated
and implemented by respiratory care
practitioners. TDP’s allow the therapist
the ability to evaluate the patient,
initiate therapy, adjust, discontinue or
even restart respiratory care treatments
or procedures on as as needed basis
once the protocols are ordered by the
physician. They allow the therapist to
work in a goal oriented, rather than task
oriented environment (13). Budinger
et.al., stated that therapist driven
protocols (TDP’s) have been shown to
decrease the duration of mechanical
ventilation, reduce cost, length of stay
and improve the rate of weaning when
compared with physician directed
weaning (14). Respiratory Therapist can
provide protocol based care that will
hasten discontinuation from
mechanical ventilation. This study was
initiated to establish whether a
respiratory therapist driven protocol
would lead to a shorter extubation
time, coronary care unit stay, hospital
stay and lesser post-operative
complications compared to physician
driven extubation post Coronary Artery
Bypass Graft surgery.
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This is a retrospective analytical study
conducted in January 2010 – December
2012. A total 281 patients were included,
133 patients were assigned under the
physician driven and 148 patients were
allotted to the RT driven group.
Outcomes measured include duration
of mechanical ventilation, Coronary
Care Unit (CCU) stay, Hospital stay and
incidence of Hospital Acquired
Pneumonia (HAP). Chi square test was
used to determine the statistical
difference of the nominal variable and
independent T-test for continuous
variables. Mann Whitney U-Test was
used to compute for the coronary artery
disease. A p value of <0.05 was
considered significant. Linear regression
analysis was used to determine the
factors associated with prolonged
mechanical ventilation.

The duration of mechanical ventilation
was 8.35 hours ± 12.38 hours in the
Physician driven and 4.75 hours ±2.11
hours in the RT driven group. The
Physician driven group spent 2.78 ±1.76
days in the CCU while the RT Driven
group was 11.36 ±5.05 days compared
with RT Driven group with 9.55 ±3.92
days. Forty-one (41) patients (30.8%)
developed HAP in the Physician group
and Twenty-nine (29) patients (19.6%) in
the RT Driven group.

The use of RT Driven extubation
protocol is safe and efficient method in
liberating patient from mechanical
ventilation and reducing the CCU and
hospital days and the incidence of
Hospital Acquired Pneumonia (HAP).

To the men and women of the Institute
of Pulmonary Medicine especially to
our Respiratory Therapist.
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Extubation

N 133
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N 148

P value

Primary 
outcome:
Extubation time 
(in hours)

Mean

SD

8.35 hours

± 12.38

4.75 hours

± 2.11

.001

Secondary 
outcomes:
• Length of 

CCU stay 
(in days)

Mean

SD

2.78

±1.76

1.79

±1.012

.000

• Length of 
hospital stay 
(in days)

Mean
SD

11.36

± 5.05

9.55

± 3.92

.001

Post-operative 
Complications:
• HAP
• Pleural eff.
• PMV

41 (30.8%)

5 (3.8%)

18 (13.53%)

29 (19.6%)

0

3 (1.07%)

.030

.054

0.002
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Post CABG Surgery Patients admitted
at PACU – CVRR 

(n=340)

59 Patients were excluded:
- 10 Died
- 15 Intubated prior to surgery
- 16 Emergency Surgery
- 18 cardiovascular instability

281 Patients

Physician 
Driven
n = 133

Respiratory Therapist
Driven

n=148

1. AC Mode Post CABG
2. Hourly ABG
3. FiO2 Weaned 0.3 – 0.4
4. GCS 9

Spontaneous Breathing
5. SIMV PS

Dec. PS by 2’s q15-30 mins
Maintain RR > 10 - < 30

6. once SIMV PS 8 -10 is reached
7. CPAP Mode
8. CXR
9. Cuff leak test
10, Extubation

Figure 1. Patient Allocation

Table 1. Outcome Measures


