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Postoperative atrial fibrillation

after aortic valve replacement in patients
with aortic valve regurgitation

The aim - to determine the frequency of postoperative atrial fibrillation (POAF) and risk factors for its
development in patients with aortic regurgitation who underwent aortic valve replacement.

Materials and methods. The study included 86 patients with aortic regurgitation who underwent aortic valve
replacement. Patients were divided into 2 groups: Group | — 32 people who developed POAF, Group Il — 54 patients
without arrhythmia. Demographic, preoperative general clinical, instrumental, and electrophysiological indicators, as
well as intraoperative and early postoperative parameters in these groups of patients were compared.

Results. Patients in Group | had significantly more hypertension, chronic kidney disease, smoking, and use of
median sternotomy. By means of ROC analysis, such predictors of POAF were determined: left atrial diameter, left
atrial volume, left atrial volume index (LAVI), LV end-diastolic diameter (LV EDD), LV end-diastolic volume (LV EDV),
end-diastolic volume index (EDVI), thyroid-stimulating hormone (TSH) and glomerular filtration rate (GFR), duration
of cardiopulmonary bypass, aortic cross-clamp time duration and median sternotomy.

Conclusions. The incidence of POAF in patients with aortic valve regurgitation who underwent aortic valve
replacement was 37.2 %. Significant risk factors for POAF in these patients were: hypertension, smoking, left atrial
diameter > 45.5 mm, its volume > 92.5 cm3, LAVI > 44.4 mL/m?, LV EDD > 63.5 mm, LV EDV > 214.5 mL, EDVI > 106.2
mL/m2, TSH > 4.75 mU/L and GFR < 99.8 mL/min, duration of cardiopulmonary bypass > 69.5 min, aortic cross-clamp

time duration > 50.5 min, duration of operation > 155 min, use of median sternotomy.

Key words: aortic regurgitation, aortic valve replacement, postoperative atrial fibrillation, predictors.

n Ukraine, as in the rest of the world, aortic

valve disease is a common cardiac pathology
with a frequency of 43-45 % of the total number
of heart valve diseases [1]. According to the
Strong Heart Study involving 3501 patients aged
from 45.8 to 81.6 years, aortic regurgitation was
diagnosed in every 9th patient, including mild
in 7.7 % of cases, moderate in 3.2 %, and severe
in 1.1 % of cases [2]. Aortic regurgitation is the
third most common valve disease, accounting
for approximately 5 % of interventions for severe
valvular heart disease in adults [3]. A study con-
ducted as part of the Framingham Heart Study
showed that the prevalence of aortic regurgita-
tion varies significantly depending on the sever-
ity of the disease and also increases with age,

but begins to decline after the sixth decade of
life [4].

The causes of acute severe aortic regurgitation
are limited and include aortic dissection, infec-
tious endocarditis, and trauma. In a study includ-
ing 268 adults who underwent surgery for aortic
regurgitation, 18 % of patients had acute valve
insufficiency, of which 56 % were associated with
active endocarditis and 44 % with acute aortic
dissection [5]. Such patients in the vast majority
of cases require emergent surgical intervention.

Chronic aortic regurgitation is caused by
valve leaflet disease or dilatation of the root
and ascending aorta [3]. It can also be caused by
infectious and rheumatic endocarditis, traumatic
valve damage, and connective tissue diseases.
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It has been established that in industrialized
countries, aortic valve regurgitation is most often
caused by dilatation of aorta, congenital bicuspid
aortic valve, and calcific valve disease, while in
countries with limited resources it is caused by
rheumatic heart disease [6].

Chronic aortic regurgitation may be asympto-
matic for a long time and lead to the development
of latent and gradual dilatation, and eventually
left ventricular (LV) hypertrophy, decreased con-
tractility, and the formation of heart failure [7].
Aortic valve replacement is performed mainly
in patients with severe symptomatic valvular
disease, although new data confirm the likely
benefit of surgical treatment in patients with
severe asymptomatic and even moderate valve
disease, which allows to prevent the development
of irreversible changes in the LV and achieve opti-
mal long-term results in terms of mortality and
morbidity [8].

According to the literature, the development
of cardiac surgical techniques, myocardial pro-
tection methods and faster recovery of patients
in the early postoperative period hasn’t been
unfortunately accompanied by decrease in the
incidence of postoperative atrial fibrillation
(POAF) after aortic valve replacement. This is
partly due to the increasing of patients’ age with
more comorbidities and, as a result, a greater
risk of postoperative complications. It is known
that, depending on the definition and method of
diagnosis, POAF is detected with a frequency of
10 % to 50 % with minor changes over the past 2
decades [9].

The occurrence of cardiac arrhythmias in
the postoperative period increases the morbidity
rate. POAF has been associated with an increased
risk of in-hospital stroke in some [10, 11] but not
all studies [12]. POAF can lead to such complica-
tions as thromboembolism and cardiac arrest,
and also associated with increased hospitaliza-
tion period and mortality [13, 14]. In particular,
patients with POAF had a higher risk of death
from systemic embolism [15]. In the EXCEL trial,
new onset of POAF was an independent predictor
of all-cause mortality after 3 years with a rate of
11.4 % compared with 4.3 % in patients without
POAF [16].

There are many unresolved issues in the prob-
lem of POAF after aortic valve replacement. We
believe that improving the understanding of the
main risk factors for POAF development will
allow to develop the targeted strategies for its
early detection and prevention. It will also help
to improve the outcomes of treatment for aortic
regurgitation.

The aim - to determine the frequency of POAF
and risk factors for its development in patients
with aortic regurgitation who underwent aortic
valve replacement.

Materials and methods

We planned and conducted a prospective one-
center cohort study, which included 86 (78 men,
8 women) patients with aortic valve regurgitation
aged from 27 to 74 years (mean 50.44+12.72 years)
who underwent aortic valve replacement from
2018 to 2022.

Inclusion criteria were:

- age from 18 years;

+ averified diagnosis of aortic valve regurgi-
tation of grade III-1V;

« surgical intervention - aortic valve re-
placement;

» patient’s consent to participate in the study.

Exclusion criteria for the study:

+ age less than 18 years;

* the presence of various cardiac rhythm
disorders (extrasystolic arrhythmia, atrial fibril-
lation/flutter, supraventricular tachycardia, sinus
node weakness syndrome, etc.) in the anamne-
sis according to the patient’s available medical
records;

 stenosis of the coronary arteries > 70 %;

« implanted pacemaker, cardioverter-defi-
brillator;

¢ pregnancy;

» patient refusal to participate in the study.

The study was conducted in accordance with
the principles of the Helsinki Declaration. The
study protocol was approved by the Local Ethics
Committee. Informed consent to participate in
the study was obtained from all patients.

Patients were divided into 2 groups: Group
I - 32 patients who developed POAF, Group II - 54
patients without POAF.

POAF was defined by an electrocardiogram
(ECG) as an episode of atrial fibrillation or flutter
lasting 30 seconds or more.

Demographic, preoperative general clinical,
instrumental, electrophysiological parameters
and characteristics of the surgical intervention
that could affect the development of cardiac
arrhythmias after surgery were compared in both
groups.

The statistical analyses of the data were carried
out by «SPSS version 21». Data were presented
as M+o (mean #* standard deviation). Student’s
t-test was used to compare the mean values of
independent samples and linked samples. To
find differences in frequencies, the Pearson’s
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chi-square test was used, the odds ratio (OR) and It was found that atrial fibrillation after aortic
95 % confidence interval (CI) were determined. valve replacement developed in 32 of 86 patients
Differences between the groups at p < 0.05 with aortic regurgitation, which was 37.2 %.
(95.5 %) were considered statistically significant. Tables 2, 3, and 4 show a comparison of Groups
ROC analysis was also performed. I and II in terms of preoperative clinical, labora-
tory, and instrumental parameters.

As can be seen in Table 2, the mean age of

Results and discussion i A o - )
patients in Group I was significantly higher -

% % The main clinical, demographic, and anthro- 57.44+10.55 years vs. 46.3+12.13 years in Group
2 ; pometric parameters of patients included in the 1II (p < 0.001), the frequency of hypertension and
g study are presented in Table 1. chronic kidney disease was higher - 29 (90.6 %)
33
g

Table 1

Clinical, demographic, and anthropometric parameters of patients (n = 86)

Indicator Mzo Abs. (%)
Male sex, n (%) - 78 (90.7 %)
Age, years 50.44+12.72 -
Body mass, kg 86.79+17.20 -
Height, cm 176.30+9.15 -
Body mass index, kg/m?2 27.80+4.56 -
Arterial hypertension, n (%) - 68 (79.1 %)
Chronic coronary syndrome, n (%) - 14 (16.3 %)
Heart failure (NYHA classification), n (%)

68 (84.5 %)

Class ) 18155 %)
Diabetes mellitus, n (%) - 5(4.3 %)
Chronic kidney disease, n (%) - 24 (27.9 %)
COVID-19 in the anamnesis, n (%) - 29 (24.9 %)
Smoking, n (%) - 37 (31.8 %)

Table 2

Clinical, demographic, and anthropometric characteristics of patients with and without atrial fibrillation after
aortic valve replacement due to aortic valve regurgitation (n = 86)

Indicator Group | (n =32) Group Il (n =54) P
Male sex, n (%) 30 (93.8 %) 48 (88.9 %) 0.453
Age, years 57.44+10.55 46.30+12.13 <0.001
Body mass, kg 86.56+16.03 86.93+18.01 0.743
Height, sm 176.80+7.71 176.10+£9.97 0.925
Body mass index, kg/m? 27.62+4,06 27.92+4.87 0.77
Hypertension, n (%) 29 (90.6 %) 39 (72.2 %) 0.043
Chronic coronary syndrome, n (%) 6(18.8 %) 8 (14.8 %) 0.633
Heart failure (NYHA classification), n (%)

Class Il 22 (68.7 %) 46 (85.2 %) -

Class Il 10 (31.3 %) 8(14.8 %) 0.070
Chronic kidney disease, n (%) 14 (43.7 %) 10 (18.5 %) 0.012
Diabetes mellitus, n (%) 3(9.4 %) 2 (3.7 %) 0.279
COVID-19 in the anamnesis, n (%) 12 (37.5 %) 17 (31.5 %) 0.568

Smoking, n (%) 22 (68.8 %) 15 (27.8 %) <0.001
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-II;ii:)‘LZfences between Groups | and Il during echocardiographic examination before surgery (n = 86)
Indicator Group | (n =32) Group Il (n = 54) P
Aortic annulus, mm (Mzoc) 25.44+1.68 26.20+1.78 0.055
Aortic root diameter, mm (M=oc) 39.25+5.06 39.2+4.8 0.961
Ascending aorta diameter, mm (Mzc) 40.63+4.20 40.87+4.99 0.810

Mitral regurgitation severity, n (%)

mild 18 (56.3 %) 28 (51.9 %) 0.693
moderate 4(12.5 %) 4(7.4 %) 0.432
Tricuspid regurgitation severity, n (%)

mild 20 (62.5 %) 26 (48.1 %) 0.197
moderate 0 0 -
Systolic pulmonary artery pressure, mmHg (M=+c) 39.8+11.1 35.84+7.44 0.09
Left atrial diameter, sm (M+c) 46.81+£6.17 43.04+6.12 0.007
Left atrial volume, sm3 (Mxc) 111.30+£28.47 88.47+29.69 0.001
Left atrial volume index, mL/m? (Mx=c) 54.13+13.65 43.14+£13.76 0.001
LV end-systolic diameter, mm (Mzc) 43.31+£5.08 41.30+4.02 0.061
LV end-diastolic diameter, mm (M+c) 64.97+6.63 62.19+5.78 0.044
LV end-systolic volume, mL (Mzc) 102.13+38.57 87.96+35.00 0.094
LV end-diastolic volume, mL (Mzc) 237.1+£36.2 214.70+60.77 0.035
End-diastolic volume index, mL/m2 (Mzc) 115.90+17.11 104.9+26.8 0.022

LV ejection fraction, n (%)
<40 % 0 2 -
40-49 % 7 9 0.549
=50 % 25 43 0.868
Interventricular septal thickness, mm (Mzc) 11.81x£2.61 11.87+2.57 0.92
LV posterior wall thickness, mm (Mzc) 11.69+1.75 11.48+2.05 0.636

vs. 39 (72.2 %) in Group II (OR 3.72; CI [1.01-14.05];
p = 0.043) and 14 (43.7 %) vs. 10 (18.5 %), respec-
tively (OR 3.42; CI [1.29-9.11]; p=0.012), as well as
smoking - 22 (68.8 %) vs. 15 (27.8 %) in Group II
(OR 5.72; CI [2.2-14.87]; p < 0.001).

The analysis of preoperative echocardiogra-
phy parameters revealed significant differences
in the mean values of left atrial diameter and it’s
volume (p = 0.007 and p = 0.001, respectively),
left atrial volume index (LAVI) (p = 0.001) during
preoperative examination, as well as LV end-dias-
tolic diameter (LV EDD), LV end-diastolic volume
(LV EDV) and end-diastolic volume index (EDVI)
(p = 0.044, p = 0.035 and p = 0.022, respectively
(Table 3).

There were no differences between Groups I
and II in the mean values of preoperative labora-
tory parameters, except for the mean levels of
thyroid-stimulating hormone (TSH), which was
higher in patients of Group I - 4.96+2.09 mU/L
versus 2.30+2.41 mU/L in patients of Group II
(p =0.001), and a lower glomerular filtration rate
(GFR) - 97.46+20.25 versus 115.10+33.11 ml/min,
respectively (p = 0.008) (Table 4).

Comparing the operative and early postop-
erative parameters, a higher frequency of median

sternotomy was found in patients of Group I - 23
(71.9 %) versus 26 (48.1 %) in Group II (OR 2.75; CI
[1.08-7.03]; p = 0.032), longer duration of cardio-
pulmonary bypass (p < 0.001), aortic cross-clamp
time (p = 0.001), duration of surgery and artificial
lung ventilation (p = 0.002 and p = 0.006, respec-
tively) (Table 5).

Table 6 shows ROC analysis results for the
probable preoperative criteria of POAF prognosis
after aortic valve replacement in patients with
aortic valve regurgitation.

According to the table 6 and the graphical data
of ROC analysis (Figures 1, 2, 3), the development
of POAF in patients with aortic valve regurgita-
tion is associated with an increased left atrial
diameter > 45.5 mm (sensitivity 56.3 %, speci-
ficity 55.6 %), AUROC 0.662 (95 % CI 0.54-0.783;
p = 0.013) (Figure 1A), left atrial volume > 92.5
sm? (sensitivity 75 %, specificity 62.9 %), AUROC
0.711 (95 % CI 0.6-0.822; p=0.001) (Figure 1B) and
LAVI > 44.4 mL/m? (sensitivity 62.5 %, specific-
ity 59.3 %), AUROC 0.713 (95 % CI 0.603-0.823;
p=0.001) (Figure 1C), LV EDD > 63.5 mm (sensitivi-
ty 68.8 %, specificity 66.7 %), AUROC 0.63 (95 % CI
0.504-0.756; p=0.045) (Figure 1D), LV EDV > 214.5
mL (sensitivity 68.8 %, specificity 66.7 %), AUROC
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Table 4

Differences in preoperative laboratory parameters of patients with and without atrial fibrillation after aortic

valve replacement due to aortic valve regurgitation (n = 86)

Indicator Group | (n = 32) Group Il (n = 54) P
Leukocytes - 10%/L (Mzo) 6.43+1.64 7.11£1.82 0.095
Erythrocytes - 10'%/L (M) 4.79+0.40 4.99+0.51 0.070
= Hemoglobin, g/L (Mzo) 142.40+16.64 149.50+13.89 0.053
E % Erythrocyte Sedimentation Rate, mm/h (Mzc) 12.23+9.47 7.68+8.92 0.053
g % Platelets - 10%/L (Mzo) 197.30+£38.87 218.90+71.46 0.131
E 5 International normalized ratio (M+c) 1.01+0.08 0.99+0.06 0.301
8 8: Potassium, mmol/L (M+c) 4.37+0.60 4.43+0.52 0.622
TSH, mU/L (M+c) 4.96+2.09 2.30+2.41 0.001
Creatinine, mmol/L (M+c) 90.19+15.61 87.81+£14.67 0.481
Cholesterol, mmol/L (Mzxc) 4.72+1.19 5.19+1.25 0.201
Blood glucose, mmol/L (Mx+c) 5.23+0.58 5.51+0.86 0.141
GFR, mL/min (Mxc) 97.46+20.25 115.10+33.11 0.008

Table 5

Differences in operative and early postoperative parameters of patients with and without atrial fibrillation
after aortic valve replacement due to aortic valve regurgitation (n = 86)

Indicator Group | (n =32) Group Il (n = 54) P
Duration of cardiopulmonary bypass, min (M+c) 77.38+14.66 63.04+13.44 < 0.001
Aortic cross-clamp time, min (M+c) 56.25+10.44 46.93£12.21 0.001
Surgical access, n (%)

mini sternotomy 9 (28.1 %) 28 (51.9 %) -

median sternotomy 23(71.9 %) 26 (48.1 %) 0.032
Surgery duration, min (Mz+c) 166.90+25.96 148.10+24.42 0.002
Duration of artificial lung ventilation, h (Mzo) 4.44+1.48 3.59+1.27 0.006
Length of stay in the intensive care unit, days (Mzc) 2.13+0.49 2.0+0.0 0.064
Hospitalization duration, days (Mzc) 8.38+6.04 9.74+6.79 0.351

0.684 (95 % CI 0.571-0.797; p = 0.004) (Figure 1E),
EDVI > 106.2 mL/m? (sensitivity 71.7 %, specific-
ity 64.8 %), AUROC 0.668 (95 % CI 0.555-0.782;
p = 0.009) (Figure 1F), increased TSH level > 4.75
mU/L (sensitivity 81.3 %, specificity 76.9 %),
AUROC 0.757 (95 % CI 0.594-0.921; p = 0.006)
(Figure 2A) and GFR < 99.8 mL/min (sensitivity
62.5 %, specificity 66.7 %), AUROC 0.316 (95 %
CI 0.203-0.429; p = 0.004) (Figure 2B), as well as
an increase in the duration of cardiopulmonary
bypass > 69.5 min (sensitivity 75 %, specificity
74 %), AUROC 0.774 (95 % CI 0.669-0.88; p < 0.001)
(Figure 3A), aortic cross-clamp time duration
> 50.5 min (sensitivity 62.5 %, specificity 59.3 %),
AUROC0.72 (95 % CI 0.611-0.829; p = 0.001) (Figure
3B), and the operation duration > 155 min (sen-
sitivity 68.8 %, specificity 66.7 %), AUROC 0.701
(95 % CI 0.587-0.816; p = 0.002) (Figure 3C).

The incidence of POAF in the study among
patients with aortic valve regurgitation who

underwent aortic valve replacement was 37.2 %
(32 patients). This coincides with the contempo-
rary data on the frequency of this complication
after surgical correction of valvular pathology.
In the study of J. Auer et al. the frequency of
POAF was 39.1 % [17]. The frequency of this
complication detection in studies is influenced
by both the criteria for defining arrhythmia [17]
and the diagnostic methods [18]. Multi-day (7 or
more days) electrocardiogram (ECG) monitoring
allows for more frequent detection of arrhyth-
mias than routine 1-day ECG monitoring or
12-lead ECG [18].

According to our data, preoperative echocar-
diographic parameters demonstrated typical
changes for the clinical picture of aortic regurgi-
tation with an increase of the left heart chambers
size. At the same time, the preserved LV contrac-
tility is noteworthy (57.64+12.27 % in patients
with POAF, 59.64+6.39 % - without POAF). 18
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Table 6

Results of ROC analysis for quantitative preoperative parameters as prognostic criteria for postoperative atrial

fibrillation after aortic valve replacement (n = 86)

Indicator AUROC p 95 % ClI Cut-off point Sensitivity, % Specificity, %
Left atrial diameter 0.662 0.013 0.540-0.783 > 45,5 mm 56,3 55,6
Left atrial volume 0.711 0.001 0.600-0.822 >92.5sm3 75 62.9
Left atrial volume index 0.713 0.001 0.603-0.823 > 44.4 ml/m? 62.5 59.3 = %
LV EDD 0.63 0.045 0.504-0.756 >63.5 mm 68.8 66.7 é E
LV EDV 0.684 0.004 0.571-0.797 >214.5 ml 68.8 66.7 § é
EDVI 0.668 0.009 0.555-0.782 > 106.2 ml/m? 71.7 64.8 E 5
TSH 0.757 0.006 0.594-0.921 >4.75 81.3 76.9 8 8:
GFR 0.316 0.004 0.203-0.429 <99.8 62.5 66.7
Duration of 0.774 <0.001 0.669-0.880 >69.5 75 74
cardiopulmonary bypass
Aortic cross-clamp time 0.72 0.001 0.611-0.829 >50.5 62.5 59.3
Surgery duration 0.701 0.002 0.587-0.816 > 155 68.8 66.7
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Figure 1. ROC curves characterizing the connection between the probability of atrial fibrillation development
after aortic valve replacement in patients with aortic valve regurgitation and preoperative echocardiographic
parameters: left atrial diameter (A), left atrial volume (B), LAVI (C), LV ejection fraction (D), LV EDD (E),

and LV EDV (F)

out of 86 patients had an ejection fraction below
normal (30-49 %), which was 15.5 %. According
to the 2024 ACC/AHA Clinical Performance and
Quality Measures for Adults With Valvular and

Structural Heart Disease, preoperative echocar-
diographic findings are crucial for determining
the indications for surgical treatment of asympto-
matic patients with aortic heart disease [8].
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Figure 2. ROC curves characterizing the connection between the probability of atrial fibrillation development after
aortic valve replacement in patients with aortic valve regurgitation and preoperative laboratory parameters:

TSH (A), GFR (B)

Group I significantly differed from Group II
regarding age of the patients, which might be
explained by the appearance of fibrosis in the
atrial tissue causing changes in the electrophysi-
ological and anatomical parameters of the left
atrium in the elderly [19].

In terms of clinical indicators, Group I was
statistically significantly different from Group
IT in the frequency of hypertension, chronic
kidney disease, smoking, as well as an increase
in the left atrial diameter and it’s volume, LV
EDD and LV EDV. The latter also correlates
with global data on the increasing risk of POAF
development with increasing heart chambers
[13, 20].

Analysis of preoperative laboratory param-
eters revealed a significant relation between the
frequency of POAF development and the level of
TSH and GFR.

ROC curve

ROC curve

As in other studies [21, 22], we found a higher
frequency of median sternotomy among patients
with POAF (OR 2.75; CI [1.08-7.03]; p = 0.032).
These patients also had a longer duration of
cardiopulmonary bypass (p < 0.001), aortic cross-
clamp time (p = 0.001), duration of surgery, and
artificial lung ventilation (p = 0.002 and p = 0.006,
respectively).

The operations using cardiopulmonary
bypass are accompanied by the development
of a systemic inflammatory process. This may
disrupt conduction in the atrium which, in turn,
plays an important role in the POAF develop-
ment. According to our data, the duration of
cardiopulmonary bypass (AUROC 0.774; 95 % CI
0.669-0.880) and aortic cross-clamp time dura-
tion (AUROC 0.72; 95 % CI 0.611-0.829) at cut-off
> 69.5 min and > 50.5 min, respectively, as well
as the surgery duration (AUROC 0.701; 95 % CI
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Figure 3. ROC curves characterizing the relation between the probability of atrial fibrillation development after
aortic valve replacement in patients with aortic valve regurgitation and the characteristics of the surgical
intervention: duration of cardiopulmonary bypass (A), aortic cross-clamp time duration (B), surgery duration (C)
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0.587-0.816) > 155 min demonstrates a significant
association with the POAF development.

Aortic regurgitation is fundamentally dif-
ferent in its pathophysiology and intracardiac
hemodynamics from aortic stenosis. We believe
that the prognostic factors we have identified
for the development of POAF will allow us to
develop strategies for preventing this complica-
tion, improve the results of surgical treatment
and postoperative recovery of such patients after
heart valve replacement.

Conclusions

The incidence of POAF in patients with aortic
valve regurgitation after aortic valve replacement
was 37.2 %.

JocTynHicTb AaHux:
Zani mosxcymov Gymu Hadawi 3a 06SpyHMOBAHUM 3ANUNOM.
[xepena ¢iHaHCcyBaHHS:
dinancysanns 3 Jepaicasrnozo 6100xicemy.
KoHpnikT iHTepecis:
Kongaixmy inmepecis Hemae.
Y4yacTtb aBTOPpIB:

I0ea ma dusaiin docaidncenns — B.T.; nikyeanna xgopux - B.T.,
@.X.T.; 30ip i 06pobka mamepianie, Hanucanna mekcmy - . X.I.

ETWYHe cxBaneHHs:

IIpomoxon docaidnceHns 6y8 3ameepdiceHuli KOMicielo 3 Gioe-
muxu JHII «Incmumym cepysa MO3 Yxpainu» (22.08.2023 p.).

IHpopmoBaHa 3ropa:

Jocaidmcenns nposoduaocs eidnogidno do npunyunie I'env-
ciHcbKoi dekaapayii. Bid ycix nayienmie ompumano iH¢opmo-
8any 3200y HA Y4acmb Y 00CAIOHCEHHI.

Mopska:

Aemopu 0aKkylOmb NAyicHMam-yuacHukam 00CAi0HceHHS 3a
3200 HA BUKOPUCMAHHS IHGOPMAYil i yuacme Y 00CAIONHCeHHI.
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[HM «IHcTuTyT cepusa MO3 YkpaiHn», Kuis
MicnsonepauinHa ¢idbpunsuis nepeacepab y NaUieHTIB
I3 HEQOCTATHICTIO aOPTalibHOTO KJiarnaHa nicyig Moro npoTe3yBaHHA

MeTa po6OTU — BM3HAUYUTM YacTOTy PO3BMUTKY MicnsonepauinHoi ¢ibpunauii nepeacepab (MOMN) i dakTopm
PU3UKY if BAHUKHEHHS B NaLLE€HTIB i3 HEJOCTATHICTIO aOpTaNbHOMO KnanaHa, KM 0yfio BUKOHAHO MOro NpoTe3yBaHHS.

Martepianu i meToau. Y gocnigxeHHs 6yno 3any4yeHo 86 XBOpUX i3 HEOCTATHICTIO aopTa/ibHOrO KnanaHa, SKum
Oyno npoBefeHO NpoTe3yBaHHA aopTaNibHOro KfanaHa. MauieHTn 6ynn po3gineHi Ha agi rpynu: | rpyna — 32 ocobu, B
AKUX po3BuHynacs MO, Il rpyna — 54 xBopux 6e3 nopyleHHs putmy cepus. NMpoBeaeHO NOPIBHAHHS AeMorpadiy-
HUX, foonepaLliMHUX 3aranbHOKMIHIYHUX, IHCTPYMEHTaNbHUX Ta enekTPo@di3ionoriYHMX NoKasHWKIB, a TakoX iHTpa-
onepalifHUX i paHHIX NicnsonepauinHMX NapaMeTpiB Y LMX rpyrnax nawieHTis.

PesynbTaTn. Y nauieHTiB y rpyni MO®I cTaTUCTUYHO 3HaYyLLe YacTille peecTpyBanu rinepToHiYHy XBopoby, Xpo-
HiYHY XBOPOOY HUPOK, KYPiHHS, BUKOPUCTAHHS CepeanHHOI cTepHoTOoMIl. 3a gonomoroto ROC-aHanisy BCTaHOBNEHO,
wo npeaunkTopamu pusmky NODI € giameTp niBoro nepencepas, noro ob’em, iHaekc ob’emy niBoro nepepacepas,
KiHLueBMM giactoniyHnin posmip (KAP) nisoro wnyHouka (JIW), kiHueBun giactoniyHui ob6’em (KAO), KiHUeBUI fpia-
croniyHmm iHpekc (KAl), piBeHb TMpeoTponHoro ropmoHy (TTI) y KpoBi Ta WBMAKICTb knyboukoBoi dinbTpauii (LKD),
TpUBanicTb NepedyBaHHs Ha LWUTYYHOMY KPOBOODIry, mepeTuckaHHs aopTu Ta onepaldii.

BucHoBKN. YacToTa po3BuTKy NMO®IM y nauieHTiB i3 HeAOCTATHICTIO aopTaNbHOro KflanaHa, skum 6yno BUKOHaHoO
1noro npotesyBaHHs, cTaHoBuUNa 37,2 %. 3Hauywmmn paktopamu pmsmky MODI € HasBHICTb rinepTOHIYHOI XBOPO-
6u, ToTIOHOManNiHHSA, AiameTp nisoro nepepncepas > 45,5 MM, horo 06’em > 92,5 cm3, iHaekc o6’emy niBoro nepea-
cepas > 44,4 mn/m2, KOP NW > 63,5 mm, KOO NW > 214,5 mn, KAl > 106,2 mn/m?, piseHb TTT kposi > 4,75 mOg/n Ta
LWK®D < 99,8 mn/xB, TpMBanicTb LWTYYHOro KPOBOODIry > 69,5 XB, NepeTuckaHHs aopTh > 50,5 xB, TpuBanictb onepatii
> 155 XxB, BUKOPUCTAHHS CEPEAMHHOT CTEPHOTOMII.

Kniou4oBi cnoBa: HeoCTaTHICTL a0pPTanbHOrO KianaHa, NpoTe3yBaHHs aopTanbHOro KanaHa, nicnsonepauinHa
ibpunauis nepeacepab, NPeanKTOPU.



