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ABSTRACT

Background and Objective: This study aimed to identify risk factors for mitral
insuficiency (MI) recurrence after isolated coronary artery bypass grafting
(CABG) and for CABG with mitral valve (MV) repair of moderate Ml in patients
with ischemic cardiomyopathy. Methodology: This is a single-centre prospective
study. We included 76 patients with moderate Ml and poor left ventricular function
(EF <35%). The patients underwent isolated CABG or CABG with MV repair. The
age of the patients was 5718 years, and 90% were men. MV repair was restricting
annuloplasty using a rigid ring with a size of 26-30.

Results: The total complications in the long-term period were 19 (52.7%) and
8 (23.5%) in the isolated CABG and CABG + MV repair groups, respectively
(p=0.015). After isolated CABG in patients suffering ischemic cardiomyopathy (IC)
and moderate MI, progression of Ml (grade 3) initially 0%, after 12 months, 31%,
after 36 months, 71%, p <0.001 is observed.

Conclusions: Isolated CABG or CABG with MV repair in patients with IC does not result
in a signigicant decrease in Ml in the long-term, when compared with the baseline. The
revealing of the predictors of the progression of Ml made it possible to determine the
threshold values of the performance indicators of MV repair and assisted with the
determination of the surgical treatment strategies for patients with moderate Ml.

Key words: Ischemic cardiomyopathy, mitral insuféiciency, coronary artery bypass
grafting
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1. INTRODUCTION

The presence and severity of Ml is an
unfavourable predictor in patients with left
ventricular (LV) systolic dysfunction after acute
myocardial infarction and chronic ischemia (1).

MI progresses due to G6ibrosis of the
papillary muscles in IC, causing severe Ml in
postinfarction dysplasia. This results in valve
failure and also LV remodelling, increased cavity
size and sphericity (2). Due to the deformation
of the LV cavity, the distance from the base of
the papillary muscle to the éibrous ring of the
mitral valve (MV) increases, the ring is stretched
along the posterior semicircle, and the distance
between the bases of the papillary muscles is
increased. MV repair for ischemic MI (IMI) can
improve MI using annuloplasty (3). However,
in contrast with the organic lesion of MV, valve
annuloplasty using a ring of smaller diameter
is not a physiological correction because it
restores leablet coaptation without eliminating
the cause of excess leablet tension (4). Hung
et al (2004) investigated the association of
recurrent regurgitation with annuloplasty (5).
They showed that recurrent regurgitation in
the MV was associated with further tension of
the mitral leaélets, due to the progression of LV
remodelling (6).

Currently, there is no consensus on the
need for correcting moderate IMI with
severe systolic dysfunction of the LV and LV
gjection fraction (LVEF) <35%. Due to the
complex multicomponent mechanism of IMI
formation and LV remodelling processes in
IC, debining surgical strategies is diféicult.
Thus, isolated CABG has a lower risk of
perioperative complications and mortality,
but does not eliminate MI; thus, it does not
reduce the inéluence of MI on further cardiac
remodelling. Subsequently, the MV repair
should be as safe and effective as possible,
considering the severity of patients suffering
with IC. The improvement of life quality
and the longevity of patients may not occur
without IMI correction in patients suffering
with severe LV dysfunction, provided that the

patency of the coronary arteries is restored.
Data on the effect of combined interventions
on the development of heart failure (HF) are
conélicting, and options for postoperative LV
remodelling and the determining factors have
been insufiiciently studied (7). The validity
of the additional intervention in the MV with
an insignibicant and moderate IMI remains a
subject of discussion (8).

This study aimed to compare the surgical
correction results for isolated CABG and for
CABG in combination with MV repair for
moderate Ml in patients with IC and to identify
the risk factors determining Ml return.

2. MATERIAL AND METHODS

This was a prospective, single-centre, open-
label, randomised controlled trial to compare
the surgical correction results for isolated
CABG and for CABG in combination with MV
repair for moderate IMI in patients with IC
and to identify the risk factors determining Ml
return. Participants were randomly allocated
preoperatively ina 1:1 ratio (Figure 1).

116 patients
with moderate IMI and
ischemic cardiomyopathy

Exclusion of
40 patients
with LV reconstruction

76 patients
with moderate IMI and
ischemic cardiomyopathy

38 patients
CABG + MV repair

Follow-up examination
at 12 and 36 months

Figure 1: Study design
The study was approved by the institutional
review board of the National Medical Research
Centre named after academician E.N. Meshalkin.
Written informed consent was obtained from

38 patients
isolated CABG
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eligible patients, who agreed to participate in
the study. This study included 76 patients with
IC and moderate MI and LVEF <35% who did
not undergo LV reconstruction. The criteria
stipulated that all subjects were above 18 years,
suffering from coronary artery disease (CAD),
LVEF <35%, and moderate IMI.

The exclusion criteria were acute MI,
cardiogenic shock and aortic valve damage
requiring surgical correction, organic MV
damage, and pathology of other organs and
systems in the terminal stage. Before surgical
treatment, patients were divided into two
groups: isolated CABG (control) and CABG

with MV repair (studied). Before the surgery,
prior to discharge, and at 12 and 36 months
postoperatively, the patients underwent
follow-up examinations, including general
clinical  examination, echocardiography
(EchoCG), and a six-minute walk test (SMWT).

The mean age of the patients was 57+8 years
(range, 30-75 years), and 90% were men.
The basic demographic data of patients are
presented in Table 1.

All surgical procedures were performed under
the conditions of cardiopulmonary bypass
with standard cannulation of the ascending

TABLE 1: Preoperative characteristics of patients included in the study

Indicator CABG group n=38 | CABG + MV Difference, MED | P-
(50%) repair group n=38 | (95% confidence | value
(50%) interval)
Male 34 (89.4%) 30 (78.9%) 0.4 (0.1 1.9) .346
Female 4 (10.6%) 8 (21.1%) 2.2(0.5;11.2) 346
Age 58+5 58+7 0(4;4) 913
Chronic renal failure 2 (5.2%) 7 (18.4%) 4(0.7;42.2) 153
Myocardial infarction 37 (97.3%) 37 (97.3%) 1(0.1; 14.5) >.999
Hypertensive disease 29 (76.3%) 30 (78.9%) 1.1 (0.4;3.7) >.999
Diabetes mellitus 8 (21.0%) 7 (18.4%) 0.8 (0.2;3.1) >.999
Atrial fibrillation 6 (15.7%) 10 (26.3%) 1.9(0.5;7.2) .399
Stroke 2 (5.2%) 4 (10.5%) 1.5(0.2;19.4) >.999
Functional class of HF, | I, n 0 0 - >.999
NYHA classification [y 5(13.2%) 4(10.5%) 1.3(0.3;7.1) >.999
1L n 22 (57.9%) 25 (65.8%) 0.7 (0.3; 2.0) .637
IV,n 11 (28.9%) 9 (23.7%) 0.7 (0.3;2.0) 795
Angina pectoris Without angina | 8 (21%) 8 (21%) 1.0 (0.3; 3.5) >.999
grade, the Canadian | 4(10.5%) 5 (13%) 0.8 (0.1; 4.0) >999
Cardiovascular Society 5 5 -
Classification I, n 12 (31.5%) 12 (31.5%) 1.0[0.3;2.9) >.999
1L, n 11 (29%) 11 (29%) 1.0 (0.3; 3.0) >.999
IV, n 3(7.9%) 2 (5.2%) 1.5(0.2;19.4) >.999

Note: Age: mean age in years + SD.

aorta and right atrium (in the control group)
or bicaval cannulation (in the studied group).
A custodiol solution was used to protect the
myocardium during ischemia of the heart.
Both arterial and venous grafts were used
to revascularise the myocardium. In 95% of
cases, the left internal thoracic artery was

used to bypass the anterior descending artery;,
and arterial grafts were unused in only four
(5%) cases, due to the poor quality of the
internal thoracic artery:.

Isolated annuloplasty was used with a rigid
support ring with a ring size of 26-30 to
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correct MI. All patients before and after surgery
received standard medical therapy for CAD
and HF in the postoperative period; patients
from the group with MV surgery additionally
received anticoagulants for six months after
surgery.

2.1 STATISTICAL ANALYSIS

The statistical processing of the data was
performed using the program STATISTICA
(StatSoft, USA). Comparative analysis was
performed using nonparametric methods,
which do not require normal distribution.
Descriptive characteristics were presented
as meanzstandard deviation for normally
distributed data, median (6irst quartile; third
quartile) for abnormally distributed numeric
data, percentage (95% conéidence interval
(CI) lower bound, 95% CI upper bound) for
categorical data, with CI calculation using the
Wilson formula.

3 RESULTS

The mean duration of clamping of the aorta
in the isolated CABG was 48+18 mins and
131+29 mins (p<0.001) in the CABG group in
combination with the MV repair.

In the early postoperative period, all patients
were observed in the intensive care ward
for 2-7 days. To compare the frequency of
occurrence of any complication in the two
groups, a combined point was evaluated
whereby all complications of the early
postoperative period were considered. No
signisicant statistical difference was found
between the groups; hence, complications
were noted in 16 (42.11%) and 18 (74.36%)
patients in the 8irst group and second group,
respectively (p> 0.899).

Hospital mortality in the isolated CABG and
CABG + MV repair groups was 2 (5.4%) and
4 (10.81%), respectively (p=0.675). In the
Birst group, respiratory failure affected 11
(29.73%) patients, and in the second group

10 (26.3%), (p = 0.727), and HF - 4 (10.8%)
cases in the control group and 6 (15.7%)
in the studied group (p = 0.651), with one
pacemaker implantation due to sinus node
dysfunction (2.7%) in the CABG group and two
(5.4%) due to an atrioventricular block after
surgery in CABG+MV repair group, (p=0.654).
Severe HF was the cause of mortality during
the postoperative period for most patients.

In the long-term follow-up period of three years
postoperatively, signisicant complications were
stroke, sudden death, progressive HF, and MV
dysfunction (separation of the support ring)
after MV annuloplasty (Table 2). The total
complications in the long-term period were 19
(52.7%) and 8 (23.5%) in the 6irst group and
second group, respectively (p=0.015) (Table 2).

TABLE 2:Complications in the long-term
postoperative period

Complication | CABG CABG + | CABG/ P-

n=36 MV CABG | value
(50%) repair +MV
n=36 repair
(50%) Risk
ratio
Stroke 4(11.1%) | 0 8.5 A15
Sudden 4 (11.1%) | 1(2.9%) 3.78 358
cardiac death
Heart failure 11 (44%) | 5(14.7%) | 2.08 157
Detachment 0 4 (11.7%) | - .051
of the
annuloplastic
ring
Combined 19 (52.7%) | 8 (23.5%) | 2.24 .015
points

Amongst the severe complications in the
comparison groups, progression of HF was
noted, which led to a fatal outcome in five
(14.7%) and 11 (44%) patients in the CABG
+ MV repair and isolated CABG groups,
respectively (p=0.157). The progression of Ml
infour (11.7%) patients with the annuloplasty
ring detachment (p=0.051) was noted in the
CABG + MV repair group in the long-term period.
Two of these patients underwent a reoperation
to correct MI, and two were included in the
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waiting list for heart transplantation, due to
worsening HF and a reduction of LV contractility.

The cumulative survival rate, depending on the
method of surgical correction, is shown in Figure
2. A signiticant difference in survival between
the two groups (45% and 74%, respectively;
equating to a log rank test of p=0.037) was
seen, with no signiticant differences between
the groups being identitied during two
years of follow-up. After one and two years
postoperatively, the survival rate was 84% and
78%, and 84% and 71%, with MV repair and
CABG, respectively. After three years, the survival
curves diverged, with a signiicant difference
between the groups. In the Cox model, for the
survival of groups receiving isolated CABG and
CABG + MV repair, the ratio of mortality risks in
groups is 0.457 with a standard error of 0.385
(p=0.04). The Cox model indicated a signisicant
0.457 times lower risk of death in the CABG +
MV repair group than that in the isolated CABG
group (Figure 2).

3.1 DYNAMICS OF THE LONG-TERM
CLINICAL AND FUNCTIONAL STATE OF
PATIENTS IN THE TWO GROUPS

More than half of the patients in both
groups suffered with angina pectoris
grades Il and Il preoperatively and 12
months postoperatively, and both groups
showed a signisicant movement of >80%
of patients to grade | or a complete relief of
the symptoms of angina pectoris. Tolerance
to exercise was also assessed using the
SMWT. A signisicant improvement in exercise
tolerance postoperatively in both groups
was shown. Thus, the mean distance of the
SMWT increased from 280-420m and from
303-510m in the control group (p=0.01) and
the studied group, respectively (p<0.001),
12 months postoperatively. This dynamic of
tolerance to physical activity coincides with
the improvement of the functional class of HF
one year postoperatively.

After CABG, improvement of LV contractility
was noted in the CABG + MV repair group.
Thus, in the studied group, LVEF increased

Groups differ significantly based on log-rank test (p=0.037)

Groups CABG, survival — 0.44 [0.30; 0.63]  + CABG + MV repair, survival — 0.73 [0.60; 0.89]
100% ?
75% |
= ig
B
[}
3 —
B 50%
=
s
5
25%
0%
0 12 24 Time (months) 36 48 60
Patients in risk groups
v
g =] 38 32 26 20 11 11
=]
u — 38 28 27 25 24 24
0 12 24 36 48 60
Time (months)

Figure 2: Survival of patients with moderate IMI and IC, depending on the method of treatment
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from 31.5% (24.75%; 34%) to 33% (28%;
38%) 12 months postoperatively and
remained above the baseline values for up to
36 months of follow-up (p<0.001). Isolated
CABG also leads to an increase in the mean
LVEF in the postoperative period, but tends to
decrease signisicantly during distant periods
of observation. Thus, LVEF increased from
31.5% (27.75%; 34%) to 33% (27%; 37.25%)
12 months postoperatively (p=0.02), and
30% (24%; 32%) 36 months postoperatively,
thereby  demonstrating no  significant
difference when compared with the baseline
(p=0.23). In the Birst 12 months after surgery;,
most patients in both groups had a signisicant
increase in LVEF Negative dynamics were
detected after three years, when LVEF dropped
to baseline values.

3.2 DYNAMICS OF ISCHEMIC MITRAL
INSUFFICIENCY

The study analysed the MI dynamics, depending
on the treatment method for patients suffering
with IC (Figures 3,4). The criteria for assessing
the degree of MI were effective regurgitation
opening (ERO), percentage of regurgitating jet,
and width of the regurgitation opening.

The isolated CABG in patients suffering with
ischemic heart disease (IHD) and severe
systolic dysfunction did not lead to a decrease
in Ml during the follow-up period of 12
months. MI progressed signisicantly after
isolated CABG. In relation to patients in the
CABG + MV repair group, MI decreased to 0-1
mitral regurgitation grade after 12 months.

Dependence on the method of treatment
was shown after performing a comparative
analysis of the dynamics of the MI grade
during the observation period up to 12
months. Thus, positive Ml dynamics, that
is, a decrease by one or more grades, was
detected in all patients in the CABG + MV
repair group and in 28% in the isolated CABG
group, with Ml progression occurring in 31%
of cases. During examination after 36 months
in both groups, progression of MI grade was
observed. After 36 months in the CABG + MV
repair group, patients had positive dynamics
of 47%, progression to Ml grade 2 in 32% of
cases, and an increase in Ml above grade 2 Ml
in 21% of cases. On average, Ml after isolated
CABG remained without dynamics at 12 and
36 months. In the CABG + MV repair group,
the mean positive dynamics were noted only
12 months postoperatively and became the

same in 36 months.

mitral insufficiency, before surgery, % McNemar test, 12 months McNemar test, 36 months
degree p>0,001 after surgery, % p>0,001 after surgery, %
9
0 0 22,76 0
8
3
1 0 7.24 1 10,42
1
2
2 38 0 937
3 0 0 521
total 38,100 29,100 24,100

Figure 3: Dynamics of MI in the CABG group
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Before surgery on both groups, Ml was of grade
2, and the groups did not differ signisicantly.
However, 12 months postoperatively,
signisicant differences in the MI grade in the
isolated CABG group were noted 12 months
postoperatively compared with the CABG +
MV repair group (p<0.01). Analysis of the Ml
grade in the long-term also demonstrated a
signiticant difference between the groups.
Thus, MI was statistically signisicantly less
than in the isolated CABG group 36 months
postoperatively in the CABG + MV repair
group (chi-square=2.286; p<0.01).

A signiticant advantage in the dynamics of
the degree of MI amongst the groups of CABG
+ MV repair was found, when compared
with isolated CABG. Thus, after isolated
CABG in patients with IC and moderate MI,
progression of Ml (grade 3 MlI, initially 0%;

after 12 months, 31%; after 36 months, 71%;
p <0.001) was observed, even with initially
moderate changes in the geometry of the MV.

The initial echocardiographs (EchoCGs) of LV
and MV were analysed to identify the causes of MI
progression in IC over a long-term postoperative
period. The analysis was performed for all
surviving patients of each group exhibiting
negative MI dynamics during the 12 and 36
months postoperatively. Using the single-factor
logistic regression model, signisicant predictors
of MI progression were volume LV indices (EDI,
ESI, EDV, and ESV) in both groups (Table 3).
However, the evaluation of predictors in the
multivariate regression model, in addition to
the signiéicant ESI, also revealed signiicant
predictors of MV remodelling (IPD, PAD, and
leablet coaptation depth) (Table 4).

TABLE 3: Model of univariate long-term logistic regression of the risk of MI progression

Predictors Odds ratio MI/no MI | 95% odds ratio CI p-value
EDI 1.042 (1.003; 1.097) 0.06
ESI 10.49 (1.006; 1.109) 0.04
EDV 1.021 (1.005; 1.047) 0.03
ESV 1.025 (1.005; 1.055) 0.03
EF 0.885 (0.746; 1.03) 0.12
S MR/SLA 1.052 (0.901; 1.253) 0.52
ERO 0.187 (0; 33929.04) 0.84
MYV fibrous ring diameter 1.094 (0.837; 1.465) 0.51
S leaflet tension 0.441 (0.038; 4.226) 0.48
IPD in diastole 1.033 (0.943; 1.145) 0.48
PAD 0.965 (0.862; 1.074) 0.51
Coaptation depth 1.009 (0.63; 1.629) 0.96
Disfunction type 1.285 (0.241; 7.208) 0.76
Right atrium 0.752 (0.267; 2.009) 0.57
Coaptation length 0.941 (0.422;2.064) 0.87
Diastolic LV dysfunction, initial 1.308 (0.383; 4.805) 0.66
Left atrium 1.864 (0.45;9.351) 0.40
LA pressure 0.991 (0.918; 1.066) 0.80
Tricuspid regurgitation 0.484 (0.085; 2.249) 0.36

Abbreviations: EDI = end-diastolic index; ESI = end-systolic index; EDV = end-diastolic volume; ESV = end-
systolic volume; S MR\S LA = ratio of the area of mitral regurgitation to the area of the left atrium; IPD =
interpapillary distance; PAD = papillary-annular distance; PA = pulmonary artery.
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TABLE 4: Model of long-term multifactor
logistic regression and risk of progression
of MI

Predictors Odds ratio 95% odds ratio | p-value
MI/no MI CI
ES 1.043 (0.929; 1.206) 0.04
EF 0.845 (0.529; 1.173) 0.06

ERO 2824675.838 | (0; +o0) 0.16

IPD in 1.223 (0.905; 1.822) 0.05
diastole

PAD 0.680 (0.293; 1.17) 0.07
Coaptation 0.891 (0.226; 5.182) 0.05
depth

Diastolic LV 1.166 (0.152; 8.664) 0.04
dysfunction

PA pressure 0.990 (0.876; 1.14) 0.06
Tricuspid 4.784 (0.424;215.478) | 0.166

regurgitation

Note: + o denotes values >10° the deviance of
the constructed model is 25.057 for 21 degrees
of freedom. Abbreviations: EDI = end-diastolic
index; ERO = effective regurgitation aperture; IPD
= interpapillary distance; PAD = papillary-annular
distance; PA = pulmonary artery

From the regression analysis, the progression
of Ml in IC was noted to have a credible
relationship to  global postinfarction
remodelling of the heart. Concurrently, LV
volume indices, total LVEF, and the restrictive
type of diastolic dysfunction have a signisicant
predictor role. Thus, the MV geometry and
function are dependent on the geometry and
function of the basal part of the LV (basal
remodelling).

The threshold changes in the rates of Ml
progression were assessed to build the
algorithm of surgical strategies in the
treatment of patients with moderate IMI and
IC. Thus, the model predicts effective repair in
patients with the following predictor values:
ESI <70 ml/m2, LVEF>30%, ER0<0.3 cm2,
IPD<45 mm, PAD<55 mm, coaptation depth>7
mm, diastolic dysfunction not of a restrictive
type, and pressure in the PA<45 mm Hg.

4. DISCUSSION

For a long time, IMI correction by the supporting
annuloplastic ring, combined with CABG, was
considered an effective surgical procedure (9).
However, the results of MV repair with severe
insufticiency and the results of isolated CABG
with moderate MI with LVEF <35% were
disappointing in the long-term (10,11). Thus, with
the annuloplasty of severe MI, the percentage of
return of regurgitation remains high, and Mi
progresses with isolated CABG (1213). The
reason for ineffective surgical treatment for this
pathology is due to the complex mechanism
of MI formation and ischemic LV remodelling,
combined with severe systolic dysfunction. In
addition, the risk of perioperative complications
and lethality increases with the expansion of the
volume of surgery by MV repair compared with
isolated CABG.

Statistical differences  between  the
comparison groups were obtained regarding
the assessment of long-term survival (73% in
the CABG + MV repair and 44% after isolated
CABG graft p = 0.037). Simultaneously, up
to three years of observation, statistically
signibicant differences were not observed, but
therewasatendencyindicating the advantages
of MV repair in combination with CABG, when
compared with isolated revascularisation.
The difference between the groups in terms of
long-term survival is consistent with the 2014
metaanalysis of the differences between CABG
and CABG + MV repair, following 6ive years of
follow-up after surgery (13). Estimated survival
in our study was between surgical treatment
groups with a LV EF of less than 35%, so the
study by DJ Mauro conéirms our thesis on the
progression of HF and M1in IC (14). Perhaps this
difference in the results of the study in survival
is due to the fact that moderate ischemic Ml in
patients with low LV contractility makes a more
signisicant contribution to hemodynamics than
for moderately reduced LV functions. Perhaps
annuloplasty of the MV ‘opens’ a vicious cycle
of HF failure pathogenesis in patients with IC,
which leads to improved survival in the long-run.
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Based on our study, in both groups for
patients with IHD and severe systolic LV
dysfunction, there is no signiticant decrease
in Ml in the long-term, when compared with
the baseline. However, the degree of Ml after
CABG + MV repair is lower than the initial
values, unlike isolated CABG, when assessed
12 months postoperatively. In the observation
period, up to 36 months, the MI degree after
isolated CABG corresponded to the initial
values. The determination of predictors in
the progression of IMI in IC made it possible
to determine the threshold values of the
performance indicators of MV repair, and
the evaluation of EchoCG predictors for
annuloplasty preoperatively assisted with
selection of the surgical treatment strategies
of patients with IC and moderate MI.

4.1 LIMITATIONS

The present study aimed to optimize the
selection of the most appropriate surgical
treatment of patients with moderate Ml with
IC. The patients were selected according to
clear criteria to ensure homogeneity of the
groups, which serves to place limitations on
the application of the results to the general
population of patients with IMI. In the study, the
selected patients had IHD and low LVEF, and the
degree of Ml was evaluated as moderate for all,
whereas excluded patients had organic lesions
of Ml and aneurysms of LV, if aneurysm resection
was shown in conjunction with LV repair.

There were no differences in the number
of early postoperative complications and
hospital mortality between groups, possibly
due to the fact that the calculation of the
sample was undertaken according to long-
term survival, and the number of patients was
insuficient to assess complications.

Implantation of cardioverter-desibrillator (ICD)
was not performed on patients in either group
during hospitalisation because there was no
clear guidance for ICD implantation in patients
with IHD and LVEF <35% at the time of planning
and patient selection in the international
recommendations for treatment of HF.

5. CONCLUSIONS

Correction of IMI in patients with IC does not
increase the number of complications in the
early postoperative period, when compared
with the group of isolated CABG. At the same
time, in the long-term period, the number of
complications in the CABG + MV repair group
is signidicantly less than in the isolated CABG
group (8 vs. 19, respectively, p=0.015).

MV repair leads to an improvement in the
course of HF and LV remodelling indicators in
the 6irst year postoperatively (class NYHA I11-
IV preoperatively, 85%; after 12 months, 29%,
p=0.003), but regression of the indicators 36
months postoperatively is noted (class NYHA
I1I-1V preoperatively, 83%; after 36 months,
67%; p=0.386).

After isolated CABG in patients with IC and
moderate MI, progression of Ml (grade 3
mitral regurgitation, initially 0%; after 12
months, 31%; after 36 months, 71%; p <0.001)
is observed, even with initially moderate
changes in the geometry of the MV.
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XULASS

isemik kardiomiopatiya xastslorinds mitral qapa§in barpa edilmasila
va ya edilmadan aortokoronar suntlama eamsaliyyati sonrasi mitral ¢catismazlijin
tokrarlanmasi iigiin risk amillari

Vidadi SFONDIYEV
Rusiya Federasiyas\ Sohiyy®) Nazirliyinin Urik-damar CorrahiyyQsi Federal Morkizinin
Boytiklor iiciin KardiocQrrahiyy® eébsi, Krasnoyarsk, Rusiya Federasiyas)

Aleksey NESMACNIY
Akademik E. N. Mehalkin ad\na Milli Tibbi Tddqiqat MirkQzinin Aorta vi)
Koronar Arteriyalarin Corrahiyy® 2éb@si, Novosibirsk, Rusiya Federasiyasl

Yuliya KAREVA
Akademik E. N. Mehalkin adina Milli Tibbi TQdqiqat MGrk¢zinin Aorta vi)
Koronar Arteriyalarin Corrahiyy vébisi, Novosibirsk, Rusiya Federasiyasi

Sordor RAXMANOV
Akademik E. N. Mehalkin adina Milli Tibbi Todqiqat Mirk¢zinin Aorta vo)
Koronar Arteriyalarin Corrahiyy eébisi, Novosibirsk, Rusiya Federasiyasl

Aleksandr CERNYAVSKIY
Akademik E. N. Mehalkin ad\na Milli Tibbi Tddqiqat MirkQzinin Aorta vi)
Koronar Arteriyalarin Corrahiyy® eéb@si, Novosibirsk, Rusiya Federasiyasi

Timur RUZMATOV
Akademik E. N. Mehalkin adina Milli Tibbi TQdqiqat MGrk¢zinin Aorta vi)
Koronar Arteriyalarin Corrahiyy eébisi, Novosibirsk, Rusiya Federasiyasi

Tadqgigatin zamini va magsadi: Bu tadgigatin maqgsadi isemik kardiomiopatiyasi olan pasi-
yentlarda tacrid olunmus aortokoronar suntlama (CABG) amaliyyatindan sonra mitral catisma-
mazligin (MI) residivi va orta daracali miokard infarktinda mitral mitral gapagin (MV) barpasi ila
CABG amaliyyati tguin risk amillarinin miayyanlasdirilmasindan ibaratdir.

Metodologiya: Bu, toekmarkazli prospektiv bir tadqgigatidir. Tadqgigata orta daracali mitral
catismamazhgi olan va sol madaciyinin funksiyasi zaif olan (EF <35%) 76 pasiyent calb etdik.
Pasiyentlar tacrid olunmus CABG amaliyyati va yaxud mitral gapagin barpasi ile CABG amaliy-
yati olundular. Pasiyentlarin yasi 578 taskil edirdi ki, bunun da 90% kisilar idi. Mitral gapagin
barpasi zamani 26-30 6l¢ull sart halgadan istifada edilmakls annuloplastika mahdudlasdiril-
misdir.
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Naticalar: Uzunmuddatli perspektivds fasadlarin tmumi hacmi CABG amaliyyati va CABG
amaliyyati + mitral klapanin barpasi gruplarinda, muvasig olaraqg (p=0.015) olmagla, 19 (52.7%)
va 8 (23.5%) taskil etmisdir. isemik kardiomiopatiyasi (IC) va orta daracali mitral catismamaz-
l1§1 olan pasiyentlarda tacrid olunmus CABG amaliyyati aparildigdan sonra mitral ¢catismamaz-
li§in (3-ci daraca) inkisafl baslangicda 0%, 12 aydan sonra 31%, 36 aydan sonra ise 71%, p
<0.001 musahida olunmusdur.

Cixarilan naticalar: isemik kardiomiopatiyasi (IC) olan pasiyentlarda tacrid olunmus CABG
amaliyyati va ya mitral gapagin barpasi ile CABG amaliyyati mitral catismamazhgin ilkin saviyya
ile miqgayisada uzunmuiddatli perspektivds shamiyyatli daracads azalmasina gatirib ¢ixarmir.
Mitral catismamazligin (MI) inkisafini prognozlasdiran amillerin askar edilmasi mitral gapagin
barpasinin effektivlik géstaricilarinin had giymatlarini misyysnlasdirmays imkan verdi va orta
daracali mitral catismamazhgi olan pasiyentlarin carrahi mialice taktikasinin musyyanlasdiril-
masina kdmak etdi.

Acar sézlor: isemik kardiomiopatiya, mitral catismamazlig, aortokoronar suntlama
amaliyyati
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OcHoBaHMVe 1 Lenun nccnefoBaHus: Llenbo JaHHOro mccnefoBaHus 6b110 onpejeneHve
peunavBa MUTPasIbHON HEAOCTATOYHOCTW MOC/e onepauun U30IMPOBaHHOIO aopTa/lbHOrO
KOPOHapHOro WwyHTupoBaHus (AKLL) y nayMeHToB ¢ MLLeMNYECKO KapanomuonaTmeit n dak-
TOpOB pucka nposefeHus onepauun AKLL ¢ BocCcTaHOBNEHMEM MUTPa/IbHOIO KnanaHa npu
MHMapKTe MUOKapaa cpefHeli cteneHn. MeTofonorus: 3To 04HOLEHTPOBOE MPOCMNEKTUBHOE
nccrefosaHue.

B nccnefoBaHUM NPUHSAAW yyacTue 76 nauMeHToB ¢ YMEPEHHOW MUTPaibHOM HepocTa-
TOYHOCTLIO U AUCHYHKUMEN NeBOro xenygouka (PB <35%). MaumeHTbl NEPEHECIN N30/INPO-
BaHHoOW onepauuto AKLL nnm xxe onepauuneii AKLL ¢ 3amMeHon MUTpasibHOro KianaHa. BospacT
naymeHToB 90% KOTOPbIX 6bI/TM MY)KUMHbI COCTaBuN 57 + 8 neT. AHHyonnacTuka 6bina orpa-
HMYeHa MCMNoJb30BaHMEM XECTKOro Konbua 26-30 pasmepa BO BPeMs PEKOHCTPYKUMU MU-
Tpa/lbHOro KnanaHa. Pe3ynbTaTbl. B 0ArOCpoYHO nepcnekTnse 00LLNiA 06beM OCNOXKHEHWIA
B rpynnax AKLW n AKLL + peabunutauma MUTpasibHOro knanaHa, coctasun 19 (52,7%) n 8
(23,5%) cooTBeTcTBEHHO Npun (p = 0,015). Pabntoganocb YTO, y NaUMEHTOB C ULLEMUYECKOA
kapgvomuonaTueit (MK) n MUTpasibHOM HEAOCTATOYHOCTbLIO CPEAHE CTeNeHW nocse N3ou-
poBaHHo onepaunn AKLL pasBuTve MUTpasibHOM HEAOCTAaTOUYHOCTM (CTEMEHb 3) MepPBOHa-
YanbHo cocTassiano 0%, yepes 12 mecsueB 31% n 71% 4yepes 36 mecsues, npuv p <0,001.

Pe3ynbTaTbl. Y nauMeHTOB C uUwweMn4veckol kapguomuonatuein (MK) msonupoBaHHas
onepauusa AKLL nnm onepaunsa AKLL ¢ 3aMeHO MUTpasibHOro KnanaHa He NPUBOAUT K 3Ha-
UYNTENIbHOMY CHVDKEHUIO MUTPaIbHOM HeLOCTaTOYHOCTM B [LOMITOCPOYHONM MepcnekTmBe Mo
CPaBHEHWIO C UCXOAHbLIMU YPOBHAMW. BbisiBIeHWe (haKTOpOB, MPOrHO3MpPYOLWNX pasBnTme Mu-
Tpa/IbHOM HeO0CTaTOYHOCTY, NO3BOMUIO ONpeaennUTh NpefesbHble 3HaYeHUs 3 heKTUBHO-
CTW BOCTaHOB/IEHNA MUTPa/ILHOIO KniarnaHa 1 NoMors10 onpeaennTb TaKTUKY XMPYPrnyeckoro
NeYveHnst NaUnNeHTOB C MUTPa/TIbHOM HEA0CTATOYHOCTbIO CPefHeN CTENEHN.

~ v~ v v w A

— : Nwemnyeckas Kapgnomumonartuna, MuTpasibHad HegoCTaTOYHOCTb,

+ 4 ¢

a0pTOKOPOHAPHOE LYHTMPOBaHMe.
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