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Abstract 

Ultra-fast track anesthesia aims at immediate extubation of cardiac sur-

gical patients at the end of the operation. In the current study, we com-

pared the effect of performing ultra-fast track anesthesia versus continued 

postoperative mechanical ventilation on the length of ICU stay. Fifty two 

patients were divided into 2 groups, ultra-fast group and conventional 

group.There was a significant reduction in the length of ICU stay in the 

ultra-fast group, without increasing postoperative complications. 

Key words: 

Ultra-fast track anesthesia, immediate extubation, cardiac surgery, ICU, 

mechanical ventilation 
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Introduction 

Since open heart surgery became established in the 1950s,the sedation 

and prolonged ventilatory support of this patient population has been the 

standard practice.Prolonged ventilatory support was maintained at leas-

tuntil the morning of the first postoperative day until thehemodynamic, 

respiratory and coagulation physiologicalsystems had stabilized com-

pletely(1,2) 

Particularly the first fewhours after cardiac surgical interventions are re-

garded as acritical period for the occurrence of myocardial ischemia(3), 

which are frequently triggered by the hypothermicand hemodilution as a 

consequence of the extracorporealcirculation and the consecutive activa-

tion of the sympatheticnervous system(4). Moreover, the extracorporeal-

circulation itself caused transient functional and metabolicdamage to the 

myocardium, which consequently becameeven more susceptible to new 

onset ischemia(5). 

More importantly,it was anesthesiological management with high-

doseopioid anesthetics which made prolonged ventilatorysupport of heart 

surgery patients necessary per se, and thetime of extubation was already 

established intraoperatively(2). 

The indications commonly cited for mechanical ventilation after cardiac 

surgery are significant hemodynamic instability that would require con-

trol of respiration, anticipated respiratory failure, central nervous system 

abnormalities anddepressed level of consciousness that would affect the 
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ventilatorydrive or airway maintenance, anticipated continuingblood loss 

that may require a return to the operating room, andknown difficult air-

way that would make emergency reintubationhazardous(6). 

The care of the cardiac surgical patient has undergoneextensive changes 

in the past decade. Previously, postoperativeventilation was routine be-

cause of the relatively highincidence of pulmonary insufficiency and low 

cardiac outputstates, as well as the popularity of high-dose narcotic anes-

thetictechniques. Recent advances in cardiac anesthesia and surgeryhave 

reduced the necessity for postoperative ventilation(7). 

Early tracheal extubation after cardiac surgery has proven to be safe, cost-

effective(8), and improves resource utilization(9).Early tracheal extuba-

tion after conventional coronary artery bypass grafting (CABG) has be-

come feasible due to improvement in perioperative anesthetic manage-

ment, advanced surgical techniques, myocardial protection and tepid car-

diopulmonary bypass techniques(10). 

Fast track cardiac anesthesia (FTCA) aims at tracheal extubation within 1 

to 6 hours after arrival in the cardiac surgery recovery unit. It has not 

been found to increase postoperative cardiorespiratory morbidity, sympa-

thoadrenal stress, or mortality. On the other hand, it significantly reduces 

costs and improves resource utilization(11). Improvement in diastolic 

compliance and overall cardiac performance were also described as po-

tential benefits of early extubation(12). 

Ultra-fast track anesthesia (UFTA) aims at immediate extubation of car-

diac surgical patients at the end of the operation. There are few contrain-
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dications to the adoption of early extubation protocols. Generally most 

cardiac surgical patients, presenting for either elective or emergent sur-

gery, have adequate ventilatory function. If patients were not intubated 

and ventilated preoperatively, they are not likely to require prolonged 

mechanical ventilation(7). 

Patients do not like to remain intubated postoperatively.Before surgery, 

patients are very concerned and often frightenedof the idea of remaining 

intubated after surgery, despiteunderstanding its value. After surgery, 

many patients find intubationthe worst experience of their hospital stay. 

As few as 4 more hours of postoperative ventilation results in patients 

with more mental depression measured on the third postoperative day.If 

immediate tracheal extubation is safe, at a minimum, patients will be-

saved psychological trauma(13). 

Feasibility of ultra-fast track anesthesia has been studied for different 

cardiac operations and with different anesthetic techniques. Nevertheless, 

questions remain regarding the significance of various perioperative anes-

thetic techniques on fast-track management of earlier tracheal extuba-

tion(14).
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Aim of the work 

In the current prospective comparative study, we aim to compare the ef-

fect of performing ultra-fast track anesthesia (UFTA) versus conventional 

continued postoperative ventilation on the length of ICU stay. This tech-

nique will be achieved through the application of a balanced anesthetic 

technique using low dose opioids, inhalational anesthetics, and paraceta-

mol.


