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Most published studies do not provide clear, emphatic, reliable results.1 Common reasons for this 
include variations in the study populations and sampling, but varied definitions of study endpoints 
investigating similar clinical outcomes is a major limitation of most clinical research.2-4  
 
Inconsistent definitions and durations of follow-up are too common, and yet this could be fixed with 
better coordination of efforts. This unnecessary variability also adds to the heterogeneity inherent in 
meta-analyses,5,6 and would explain at least some of the inability to replicate study findings. 
Standardised data and endpoint definitions also makes benchmarking more reliable. There are a finite 
number of relevant outcomes related to perfusion and cardiac surgery. It should be possible to 
standardise endpoints and to agree on a core dataset that is common to all aspects of perfusion. 
 
Some measurements and outcomes are arbitrary, perhaps based on a long history of “acceptance”. 
But these should still be formally validated to demonstrate accuracy, reproducibility and utility. 
Perhaps more importantly, they need to demonstrate patient-centredness, so their selection and 
definitions should engage relevant stakeholders including patients, cardiac surgeons and other 
clinicians, and policy makers. Anaesthesiology,4 cardiology,7 and stroke medicine8 have made good 
progress in recent years. 
 
Perfusion guidelines for standardised endpoints should be expert, consensus-based, and represent a 
range of geographical and resource settings. Consensus is best achieved and demonstrated using the 
Delphi technique.9,10 This needs expert, broad representation, open-mindedness, and independent 
consensus.  
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