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Background: In some cases, permanent reduction in cerebral functioning affects a high percentage of 
patients undergoing cardiovascular surgery. We studied the relationship between the results of preoperative 
bilateral carotid artery colour Doppler sonography and regional cerebral oxygen saturation (rSO2) during 
coronary artery bypass graft surgery (CABG).
Materials and Methods: This study was a cross‑sectional analytical study conducted with 96 candidates 
for off‑pump CABG. This study determined the percentage of the correlation of rSO2 with demographic 
information, diabetes, hyperlipidemia, hypertension, myocardial infraction  (MI), and smoking, and also 
provided information on the presence and type of plaque, intima‑media thickness (IMT), and percentage of 
stenosis of carotid artery detected through colour Doppler sonography. Data were analyzed by the t‑test, 
the Chi‑square test, and simple linear regression.
Results: In this study, the mean value of rSO2 increased after intubation compared to the mean before 
intubation, the difference being statistically significant (P = 0.005). A comparison of the mean rSO2 
of the right side of the brain and the percentage of right carotid obstruction  (stenosis of less than 
50% vs. stenosis with a range of 50‑69%) revealed that the mean rSO2 at the time of the partial‑clamp 
between carotid stenosis less than 50% and carotid stenosis with a range of 50‑69% was statistically 
significant (P = 0.043).
Conclusions: There is no statistically significant correlation between rSO2 and percentage of carotid 
artery stenosis less than 70%. It is advised that rSO2 and carotid stenosis of greater than 70% be studied 
in future.
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INTRODUCTION

Cerebral damage following cardiovascular surgery 
is a life‑threatening event correlated with increased 
lengths of hospital and ICU stay, and increased 
mortality rates.[1] Cerebral oxymetry is a means of 
investigating regional cerebral blood circulation, 
digitally showing the regional cerebral hemoglobin 
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oxygen saturation through continuous assessment 
of cerebral blood circulation. Hence, the application 
of cerebral oxymetry can not only help in early 
diagnosis and prompt intervention before established 
neurological consequences, but also lead to reduced 
incidence of neurological complications and a decreased 
length of hospital stay.[2] Also, some studies consider 
carotid artery disorders as risk factors for the incidence 
of neurological conditions. These studies state that 
the true prevalence of carotid artery disease  (CAD) 
is 17%‑22%[3,4] and that the total incidence of 
cerebrovascular complications is 1%‑6% after coronary 
artery bypass graft surgery (CABG),[5] while the obvious 
involvement of the carotid artery is approximately 
responsible for 1% of all cerebrovascular accidents. 
Despite this contradiction, it seems that a survey of CAD 
before CABG is of high importance.[6] The permanent 
reduction of cerebral function affects a high percentage 
of patients undergoing cardiovascular surgery. The 
costs of cerebral damage due to cardiovascular surgery 
are high. Thus, there are many clinical and economical 
motivations for studying the role of neurophysiologic 
monitoring to protect the brain during cardiovascular 
surgery. The debate over a correlation between 
stenotic carotid artery disorders and the incidence of 
cerebrovascular accidents after CABG surgery is still 
controversial. A number of studies have stated that 
carotid stenosis is a risk factor at the cross‑sectional 
level by 50% or more for the creation of cerebrovascular 
complications after cardiovascular surgery.[7,8] 
Therefore, this study was designed to investigate the 
findings of preoperative bilateral carotid artery colour 
Doppler sonography and also the amount of cerebral 
oxygen saturation measured by cerebral oximetry 
during surgery (INVOS 5100, somanetic Corp, Tory, 
MI, USA), and to compare the correlation between the 
findings by these two methods.

MATERIALS AND METHODS

This was a cross‑sectional analytic study conducted 
on 96 patients who were candidates of CABG, after 
obtaining both the approval of the Committee of Ethics 
at Yazd University of Medical Sciences and informed 
written consent from each candidate. Data collection 
was according to simple randomized sampling. The 
patients with a history of drug addition, cerebral 
surgery, and congenital disorders were excluded from 
the study. Demographic information including previous 
history of cerebrovascular complications, diabetes, 
hypertension, peripheral vessels diseases, and smoking 
were recorded in a questionnaire the day before surgery. 
Furthermore, data relating to the presence and type 
of plaque, intima‑media thickness (IMT), percentage 
of common carotid artery obstruction, and internal 
and external carotid artery stenosis were measured 

and recorded with color Doppler sonography using 
the Siemens G40 Color Doppler device. To measure 
cerebral oxygenation, INVOS 5100  (Somanetics 
Corp., Troy, MI, USA) was used. For induction of 
anesthesia, etomidate with a dose of 0.2‑0.3  mg/kg 
and an infusion bolus of remifentanyl 1 µ/kg were used 
for both groups. For muscle relaxation, Pancuronium 
bromide 0.15 mg/kg was used. To repeat the muscle 
relaxant, Pancuronium bromide 0.01 mg/kg was used 
every 60 min. The mean arterial pressure (MAP) was 
maintained at 50‑100 mmHg. Hypotension, sufficient 
fluid infusion, and phenylephrine 100  µg and/or 
intravenous ephedrine 10 mg were used. Hypertension 
was managed with a bolus of trinitroglycerin (TNG) 
100‑200  µg. Before the initiation of the first 
anastomosis, heparin 150 IU/kg of body weight was 
given to maintain activated clotting time  (ACT) for 
longer than 250 s. On completion of anastomosis, ACT 
was reduced to 150‑170 with the administration of 
protamine. The surgical technique was the same for 
all patients and all the anastomoses were performed 
using intracoronary shunt. The percentage of regional 
cerebral oxygen saturation (rSO2) was recorded for all 
patients before induction, after induction, during left 
anterior descending artery bypass (LAD) graft surgery, 
during posterior descending artery (PDA) bypass graft 
surgery, during circumflex (CX) bypass graft surgery, 
and also during partial aortic clamp for proximal 
anastomosis. Data were analysed by the t‑test, the 
Chi‑square test, and simple linear regression.

RESULTS

The mean age of patients was 62.41 ± 10.18 years (with 
a range of 37‑78 years). The mean ejection fraction (EF) 
was 43.93 ± 10.05% (range 20‑62%). Fifty‑six (58.3%) 
patients were male and 40 (41.7%) were female. The 
frequency distribution of the number of grafts showed 
that 47 patients were three‑grafted, 46 patients were 
two‑grafted, and three patients were one‑grafted. The 
frequency distribution of the number of patients with 
plaque diagnosed by sonography demonstrated that 
34 patients had plaque and 62 patients were plaque‑free. 
Of the former, 26 patients showed hypoechoic plaque, 
seven patients had hyperechoic plaque, and one 
patient had ulcerative plaque. The results of frequency 
distribution of plaque sites revealed that 14 patients 
had their plaque in the right carotid artery, 10 patients 
in the left carotid artery, and 10 patients in both the 
right and left carotid arteries. Regarding the percentage 
of stenosis of carotid arteries in terms of risk factors 
of hypertension, hyperlipidemia, smoking, and MI, it 
could be said that although the percentage of stenosis 
in patients with hypertension, hyperlipidemia, and 
diabetes was higher than that of the patients without 
these risk factors, the difference was not statistically 
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significant. The mean percentage of cerebral oxygen 
saturation was 65.81 before anaesthesia. Also, the 
mean rSO2 increased after intubation compared to 
before intubation, causing a statistically significant 
difference  (P  =  0005). The results of frequency 
distribution of percentage of carotid artery stenosis 
obtained from the ratio of peak systolic velocity/internal 
carotid artery  (PSV/ICA) to peak systolic velocity/
common carotid artery (PSV/CCA) revealed that for the 
right carotid artery, 70 patients had stenosis less than 
50% and 26 patients had stenosis 50‑69%. Regarding 
the left carotid artery, 61 patients had stenosis less than 
50% and 35 patients had stenosis 50‑69%. The results 
of comparison of the mean rSO2 of the right hemisphere 
and percentage of right carotid stenosis (stenosis less 
than 50%, stenosis 50‑69%) revealed that the mean 
rSO2 values before and after induction, during LAD 
graft, CX graft, and PDA graft were not significantly 
different, yet there was a significant difference at 
the time of aortic partial clamp (P = 0.043) [Table 1]. 
Additionally, the results of comparison of mean rSO2 

of the left side of the brain and percentage of stenosis 
of right carotid artery (stenosis less than 50%, stenosis 
50‑69%) revealed that there was no significant 
difference at any of the desired times [Table 2]. The 
frequency distribution of status of IMT demonstrated 
that regarding the right carotid artery, 35 patients 
had normal thickness (less than 0.8), 61 patients had 
abnormal thickness  (39  patients with thickness of 
more than 0.8 and less than 1.1, and 22 patients with 
IMT of more than 1.1). Furthermore, regarding the 
left carotid, 47 patients had normal IMT  (less than 
0.8), 49 patients had abnormal thickness (19 patients 
with thickness of more than 0.8 and less than 1.1, 
and 30 patients with IMT of more than 1.1) [Table 3]. 
The correlation coefficient between percentage of 
local oxygen saturation of the right side of the brain 
before induction, and IMT of the right carotid artery 

was r = 0.109, which was not significant at P = 0.291. 
This means that there was no statistically significant 
correlation between the percentage of rSO2 of the 
right side of the brain before induction of anesthesia 
and IMT of the right carotid artery. Finally, there was 
no statistically significant correlation between the 
percentage of rSO2 of the right side of the brain and the 
IMT of the right carotid artery, between the percentage 
of oxygen saturation of the left side of the brain before 
induction and the IMT of the left carotid artery after 
induction, during LAD graft, CX graft, PDA graft, and 
the time of aortic partial clamp [Table 4].

DISCUSSION

Regarding the percentage of carotid artery stenosis 
risk factors of hypertension, hyperlipidemia, smoking, 
and MI, although the percentage of stenosis was 
greater in patients with hypertension, hyperlipidemia, 
and diabetes compared to patients without these 
risk factors, the difference was not statistically 
significant. These findings were not consistent with 
the results of studies by Ohouchi, Kawarada, and 
Tournay.[9‑11] This inconsistency may be due to our 
smaller sample volume, and consequently, due to 
the smaller percentage of carotid artery stenosis in 
our study, the percentage of carotid artery stenosis 
was less than 70% in our study. In addition, the 
percentage of stenosis was higher in our study in 
patients with smoking and MI compared to patients 
without smoking and MI, this being significantly 
different  (P  =  0.042, and P  =  0.042). This finding 
was consistent with the results of Mitta et  al.[12] 
The mean percentage of cerebral oxygen saturation 
was 65.81 before surgery, being consistent with the 
findings by Nauphal and Papadopoulos.[13,14] In the 
present study, the mean percentage of cerebral oxygen 
saturation was smaller in patients with diabetes 
compared to patients without diabetes  (P = 0.012), 

Table 1: Comparison of mean percentages of regional cerebral oxygen saturation of the right side of the brain in terms of percentage 
of stenosis of right carotid artery
rSO2
Stenosis

Before 
induction*

After 
induction*

LAD* CX* PDA* Partial 
clamp*

<50% 64.38±9.51 66.41±12.42 62.68±1.48 55.8±1.48 53.23±3.09 53.06±5.1
50‑69% 65.76±8.97 71.56±10.15 62.2±9.35 57.91±10.2 61±6.99 59.72±9.49
P value** 0.528 0.36 0.878 0.09 0.055 0.043
*(Mean±SD). **t‑test, rSO2: Regional cerebral oxygen saturation, LAD: Left anterior descending artery, CX: Circumflex coronary artery, PDA: Posterior descending artery

Table 2: Comparison of mean percentages of regional cerebral oxygen saturation of the left side of the brain in terms of percentage 
of stenosis of right carotid artery
rSO2
Stenosis

Before 
induction*

After 
induction*

LAD* CX* PDA* Partial 
clamp*

<50% 66.15±7.15 69.93±9.68 64.74±1.151 56.88±6.89 60.16±5.97 58.18±4.37
50‑69% 68.2±6.95 66.97±9.25 64.29±10.69 61.6±7.03 60.41±5.03 56.13±6.21
P value** 0.292 0.146 0.847 0.213 0.934 0.53
*(Mean±SD). **t‑test, rSO2: Regional cerebral oxygen saturation, LAD: Left anterior descending artery, CX: Circumflex coronary artery, PDA: Posterior descending artery
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this being consistent with the findings of the study by 
Baikoussis.[15] Additionally, the mean rSO2 increased 
after intubation compared to before intubation, the 
difference being statistically significant (P = 0.005). 
This increase may be due to the vasodilatory effect 
of anesthetics and the intake of 100% oxygen and 
also the reduced cerebral tissue consumption due to 
anesthesia. Among all the patients, 34 had plaque and 
62 did not. Of the former, 26 patients had hypoechoic 
plaque, seven patients had hyperechoic plaque, and 
one patient had ulcerative plaque. Generally speaking, 
plaque refers to the increase of IMT by more than 
1.1[16] and/or an increase in thickness by 50% more 
than the thickness of the adjacent vessel.[17] The risk of 
plaque‑related ischemic accidents is highly dependent 
on the histological morphology of plaque (hypoechoic, 
hyperechoic, and ulcerative plaque). In hypoechoic 
plaque, a thin layer of fibrosis lies on a lipid 
nucleus, and macrophage and hemorrhagic areas 
are sometimes seen. Hyperechoic plaques have a 
dense fibrosis layer and calcification creating a 
sound shape.[18] The hypoechoic and heterogeneous 
plaques are associated with neurovascular and 
cerebral ischemic symptoms.[19] In assessing the 
percentage of rSO2 performed separately for each 
hemisphere with the left and right carotid arteries, 
it was determined that there was no significant 
difference in the mean rSO2 of the right side of the 
brain in terms of carotid plaque status (the presence 
of plaque in the left and right carotid arteries) before 
and after induction, and during PDA graft and at 
the time of performing partial clamp, while the 
difference was significant at the time of performing 
LAD graft (P = 0.001) and CX graft (P = 0.020). This 

difference may be due to the heart position in the 
desired positions. The percentage of carotid artery 
stenosis obtained on the basis of the ratio of PSV 
ICCA to PSV CCA, showed that regarding the right 
carotid artery, 70 patients had stenosis less than 50% 
and 26 patients had stenosis 50‑69%. Regarding the 
left carotid artery, 61 patients had stenosis less than 
50% and 35 patients had stenosis between 50% and 
69%. The comparison of mean percentage of rSO2 and 
percentage of the right carotid artery (stenosis less 
than 50%, stenosis of 50‑69%) revealed that the mean 
percentages of regional oxygen saturation before and 
after induction, at the time of performing LAD, CX, 
and PDA grafts were not statistically different; yet, 
the difference was statistically significant at the time 
of partial clamp (P = 0.043). This means that carotid 
artery stenosis at the time of partial clamp decreases 
rSO2, which may be due to low systemic blood 
pressure (80‑90 mmHg) at the time of partial clamp. 
Several studies have reported the tangible correlation 
between PSV in the medial cerebral artery and rSO2 
at the time of partial clamp.[20‑22] Regarding strength, 
the correlation between PSV in the medial cerebral 
artery and percentage of rSO2 has been positive.

CONCLUSION

We found that the percentage of oxygenation was 
correlated with less than 70% stenosis of carotid 
arteries, yet, the difference was not statistically 
significant. Also, rSO2 has a significant correlation 
with some of the heart positions in the off‑pump 
CABG, like CX artery bypass graft and partial clamp. 
It is recommended that future studies with larger 
sample volumes and stenoses greater than 70% also 
be conducted. Also, computerized tomography  (CT) 
angiography scans with rSO2 should be investigated.

REFERENCES

1.	 McKhann GM, Grega MA, Borowicz LM Jr, Baumgartner WA, Selnes OA. 
Stroke and encephalopathy after cardiac surgery: An update. Stroke 
2006;37:562‑71.

2.	 Tan  ST. Cerebral oximetry in cardiac surgery. Hong kong Ned J 
2008;14:220‑5.

3.	 Schwartz LB, Bridgman AH, Kieffer RW, Wilcox RA, McCann RL, Tawil MP, 
et al. Asymptomatic carotid artery stenosis and stroke in patients undergoing 
cardiopulmonary bypass. J Vasc Surg 1995;21:146‑53.

4.	 Gerraty RP, Gates PC, Doyle JC. Carotid stenosis and perioperative stroke 
risk in symptomatic and asymptomatic patients undergoing vascular or 
coronary surgery. Stroke 1993;24:1115‑8.

5.	 Stamou SC, Hill PC, Dangas G, Pfister AJ, Boyce SW, Dullum MK, et al. 
Stroke after coronary artery bypass: Incidence, predictors, and clinical 
outcome. Stroke 2001;32:1508‑13.

6.	 Ricotta JJ, Faggioli GL, Castilone A, Hasstt  JM. Risk factors for stroke 
after cardiac surgery: Buffalo cardiac‑cerebral study group. J Vasc Surg 
1995;21:359‑64.

7.	 Hogue CW Jr, Murphy SF, Schechtman KB, Dávila‑Román VG. Risk factors 
for early or delayed stroke after cardiac surgery. Circulation 1999;100:642‑7.

Table 3: Frequency distribution of intima‑media thickness of 
the left and right carotid arteries
Thickness
Carotid artery

Normal Abnormal
<0.8 1.1< IMT <0.8 >1.1

Right 35 39 22
Left 47 19 30
IMT: Intima-media thickness

Table 4: Determining the correlation coefficient between 
percentage of regional cerebral oxygen saturation and 
intima‑media thickness of the carotid artery
rSO2
Time

Left carotid artery Right carotid artery
P value r P value r

Before induction 0.747 0.033 0.291 0.109
After induction 0.758 −0.032 0.678 0.043
LAD 0.429 −0.082 0.091 −0.174
CX 0.39 −0.096 0.681 −0.046
PDA 0.231 −0.148 0.335 −0.12
Partial clamp 0.365 −0.095 0.547 −0.063
*Simple linear regression. LAD: Left anterior descending artery bypass, 
CX: Circumflex, PDA: Posterior descending artery



Sobhan, et al.: Carotid doppler sonography and cerebral oximetry

Advanced Biomedical Research | 2015	 5

8.	 Gates PC, Eliasziw M, Algra A, Barnett HJ, Gunton RW; North American 
Symptomatic Carotid Endarterectomy Trial Group. Identifying patients with 
symptomatic carotid artery disease at high and low risk of severe myocardial 
infraction and cardiac death. Stroke 2002;33:2413‑6.

9.	 Ohuchi S, Kawazoe K, Izumoto H, Yoshioka K. Head and neck magnetic 
resonance angiography before coronary artery bypass grafting. Surg Today 
2005;35:432‑5.

10.	 Kawarada O, Yokoi Y, Morioka N, Nakata S, Higashiue S, Mori T, et al. 
Carotid stenosis and peripheral artery disease in Japanese patients with 
coronary artery disease undergoing coronary artery bypass grafting. Circ 
J 2003;67:1003‑6.

11.	 de Tournay‑Jetté E, Dupuis  G, Bherer  L, Deschamps A, Cartier  R, 
Denault A. The relationship between cerebral oxygen saturation changes 
and postoperative cognitive dysfunction in elderly patients after coronary 
artery bypass graft surgery. J Cardiothorac Vasc Anesth 2011;25:95‑104.

12.	 Mitu  F, Mitu  M, Turiceanu  M, Tudorie  C, Pandele  GI. Carotid 
atherosclerotic alterations revealed at ultrasonographic examination in 
patients with coronary heart disease. Rev Med Chir Soc Med Nat Iasi 
2005;109:236‑41.

13.	 Nauphal M, El‑Khatib M, Taha S, Haroun‑Bizri S, Alameddine M, Baraka A. 
Effect of alpha‑stat vs. pH‑stat strategies on cerebral oximetry during 
moderate hypothermic cardiopulmonary bypass. Eur J Anaesthesiol 
2007;24:15‑9.

14.	 Baikoussis NG, Karanikolas M, Siminelakis S, Matsagas M, Papadopoulos G. 
Baseline cerebral oximetry values in cardiac and vascular surgery patients: 
A prospective observational study. J Cardiothorac Surg 2010;5:41.

15.	 Papadopoulos G, Karanikolas M, Liarmakopoulou A, Berris A. Baseline 

cerebral oximetry values in elderly patients with hip fractures: A prospective 
observational study. Injury 2011;42:1328‑32.

16.	 Honda O, Sugiyama S, Kugiyama K, Fukushima H, Nakamura S, Koide S, 
et al. Echolucent carotid plaques predict future coronary events in patients 
with coronary artery disease. J Am Coll Cardiol 2004;43:1177‑84.

17.	 Hollander M, Bots ML, Del Sol AI, Koudstaal PJ, Witteman JC, Grobbee DE, 
et al. Carotid plaques increase the risk of stroke and subtypes of cerebral 
infarction in asymptomatic elderly: The Rotterdam study. Circulation 
2002;105:2872‑7.

18.	 European Carotid Plaque Study Group. Reprinted article “Carotid artery 
plaque composition‑‑relationship to clinical presentation and ultrasound 
B‑mode imaging”. Eur J Vasc Endovasc Surg 2011;42(Suppl 1):S32‑8.

19.	 Polak JF, Shemanski L, O’Leary DH, Lefkowitz D, Price TR, Savage PJ, 
et al. Hypoechoic plaque at US of the carotid artery: An independent risk 
factor for incident stroke in adults aged 65 years or older. Cardiovascular 
Health Study. Radiology 1998;208:649‑54.

20.	 Vets P, ten Broecke P, Adriaensen H, Van Schil P, De Hert S. Cerebral 
oximetry in patients undergoing carotid endarterectomy: Preliminary results. 
Acta Anaesthesiol Belg 2004;55:215‑20.

21.	 Al‑Rawi PG, Kirkpatrick PJ. Tissue oxygen index: Thresholds for cerebral 
ischemia using near‑infrared spectroscopy. Stroke 2006;37:2720‑5.

22.	 Grubhofer  G,  Plöchl W,  Skolka  M,  Czerny  M,  Ehrlich  M,  Lassnigg A. 
Comparing Doppler ultrasonography and cerebral oximetry as indicators 
for shunting in carotid endarterectomy. Anesth Analg 2000;91:1339‑44.

Source of Support: Nil, Conflict of Interest: None declared.


