GIOI THIEU LUAN AN

1. Pit vin dé

Thiéu mau co tim cyc b do ton thwong vira xo gy hep, tic
dong mach vanh 1a mét trong nhitng bénh 1y phd bién & cac nudc
phat trién, 1a nguyén nhan hang dau giy dot tr do bénh tim mach.
Viéc diéu tri phic tap, doi hoi qua trinh 1au dai voi chi phi cao. Theo
s6 liéu duge cong b tai My: nam 2014, ) luong nguoi bi nhdi mau
co tim 1an dau 1a 695000 nguoi; nam 2017, ty 1é nguoi trén 20 tudi
méc bénh dong mach vanh 6,3%; tir vong do nguyén nhan mach vanh
364593 bénh nhan (chiém khoang 1/7 sb luong tir vong do tit ca cac
nguyén nhan). Chi phi diéu tri bénh hang chuc ty d6 la mdi nam.

Tai Viét Nam, véi sy phat trién nhanh chong cua xa hoi, mo
hinh bénh tat d3 dan chuyén theo mé hinh cia cac nudc cong nghiép
phat trién, sb luong bénh nhan hep dong mach vanh do vita xo tang
nhanh chéng. Méc du chua c6 dugce nhitng khao sat trén quy moé toan
qudc, nhung cac két qua nghién ctru tai mot s bénh vién trung wong
da khéng dinh dugc xu hudng nay. S liéu ctia Vién Tim mach Viét
Nam tir 2003-2007: nhém bénh ¢6 s6 bénh nhan ting manh nhat 1 bénh
1y mach vanh, tiép d6 1a tang huyét ap, suy tim va cac bénh rdi loan nhip
tim. Chi trong vong 5 nam, ty 1& bénh thiéu mau co tim cyc bd ting hon
gip d6i (11,2% nam 2003 tang 1én t6i 24% trong nam 2007). S6 licu
thong ké vé nhdi méau co tim cap tai thanh phd H6 Chi Minh: ndm 1988,
¢6 313 trudng hop; nam 1992, ¢ 639 trudong hop; nam 2000, c¢d khoang
3.222 bénh nhan.

Phau thuét bic cau chi vanh la phuong phép diéu tri kinh dién
ctia bénh hep dong mach vanh do xo vita, c6 uu diém tai twdi mau lau
bén va dugc khuyén céo lya chon trong nhitng truong hop tén thuong
ning nhiéu dong mach, nhét 1 nhimng trudng hop ton thuong ca 3
than dong mach vanh chinh, tén thuong than chung dong mach vanh
trai,... Nhidu nghién ciru gan day cho thay phau thuét c6 lgi hon so
véi can thiép qua da & nhém bénh nhan nay. Nghién ciru ngau nhién
c6 nhom ching gitra phau thuat va can thiép qua da dit gia d& mach
vanh phii thude (SYNTAX), tong hop tir 85 trung tim & My va chau
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Au trong thoi gian 5 nam cho két qua ti 18 thap hon & nhém phau
thuét so voi can thiép qua da vé cac tiéu chi: ti 18 tir vong, cac bién ¢
tim mach (déc biét nhéi mau co tim) va ti 18 tai hep phai can thiép lai.
Tai liéu huéng dan 14m sang moi nhét cta cac hoi tim mach, phiu
thuat tim mach 16ng nguc chau Au va My déu khuyén cdo chi dinh
phiu thuat bic ciu chu vanh & nh(’)m bénh nhan nay.

‘Tuy nhiing nghién ctru vé phiu thuét hep dong mach vanh co6
tir rat som, bac cau chu vanh chi thue sy phat trién cung voi phau
thuat tim khi c¢6 sy ra doi cia tudn hoan ngoal co thé vao nhung
nim 1950s cua thé ky trudc. Nho sy phat trién cia hé thong tudn
hoan ngoai co thé va phuong phap chup dong mach vanh chon loc
cho hinh anh giai phau hé dong mach vanh thuong tim mac, bac cau
cha vanh truyén théng (sit dung may tim phdi nhén tao, 1am ngimg
tim) dé tr¢ thanh tiu chuan trong ; phau thuat dong mach vanh, 1a loai
phau thuat pho bién nhat trong phau thuat tim ho.

Tai nhiéu trung tdm phau thudt tim mach trong nudc, bic ciu
chu vanh da tré thanh thuong quy. Pa cé cac cong trinh cua cac
nhom tac gia khac nhau dwoc cong bd. Tuy nhién, nhitng nghién ctru
riéng & nhom bénh nhan hep ba than dong mach con it va nhiéu khia
canh con chua dugc khai thac, chua cé nghién ciru nao vé nhitng
bénh nhan dugc tudi mau du 3 nhanh dong mach vanh chinh. Trung
tdm tim mach bénh vién E 1a mdt trong nhiing trung tam co ) luong
ca phau thuat tim ho 16n trong ca nudc, trong do bac cau chi vanh 13
phau thuét thuong gap. Vi vay chung t6i tién hanh dé tai “Nghién ctru
két qua phau thuat bic cau chu vanh ¢ bénh nhan _hep ba than dong
mach vanh tai trung tam tim mach bénh vién E” nham hai muc tiéu:

1. Pdinh gid két qua phdu thudt bic cdu chii vanh & bénh nhin
hep ba than dong mach vanh tai trung tdm tim mach bénh vién E.

2. Xdc dinh mot s6 yéu 10 lién quan toi két qud phdu thuat.

2.Tinh cap thiét ciia dé tai

Thiéu mau co tim cuc bd do hep tic déng mach vanh 1a nguyén
nhan hang dau trong cac bénh tim mach gy tir vong & ngudi trudng
thanh. Nhiing tién bo trong y hoc, cong nghé di da dang hoa cac
phuong phap diéu tri bénh: Piéu tri diéu tri ndi bang thudc, can thiép
mach vanh qua da, phau thuat béc cau chu vanh, méi day la diéu tri té
bao gdc. Tuy nhién, phiu thuat bic ciu chi van ludn giit mot vi tri



quan trong, nhat 1a nhiing trudng hop tén thuong phirc tap, hep tic ba
than dong mach vanh, can thi€p qua da da boc 16 nhitng han ché vé
thanh cong k¥ thuat, két qua trung han va dai han qua nhiéu nghién
ctru. Tai Viét Nam, c6 nhiéu trung tam tim mach da thyc hién thanh
thao phau thuat bic ciu chii vanh. Cac nghién ctru vé phau thuét bic
cau chii vanh mot cach tong quat va nhing chuyén dé riéng biét da
dugc cong bd. Pé tai nghién ciru nay tap trung vao cac bénh nhan
hep ba than déng mach vanh 1a nhém c6 thuong tén ning méi chi co
mot s it tac gia trong nudc dé cap dén két qua som sau mo. Nghién
ctru duoc thuc hién nhim rat ra nhitng bai hoc thuc tién cho céac bac
sy trong chuyén nghanh tim mach: chi dinh md, ky thuat, két qua, cac
yéu t& anh huong toi két qua... tir 46 co thé dwa ra cac nhan dinh,
khuyén céo hiru ich cho cac co s& phdu thuat, nhét 1a nhiing trung
tam méi dang dugc hinh thanh va phat trién & nudc ta.

3. Nhirng dong gop méi cia luidn an:

- Nghién ciru cho thay két qua tirc thoi va theo dbi trung han ciia
phiu thuat bac ciu ndi toan bd ba nhanh dong mach vanh cé hiéu
qua, ty 1€ thanh cong cao, cai thién cac triéu chirng cho bénh nhan,
cac bién chimg thap.

- Cho thay mét sb yéu té anh huong dén két qua phau thuat: tudi
cao, md cép ctu, diém nguy co EUROSCORE II, phan suit tong
mau, hep than chung dong mach vanh...

-Pé cap, thuc hién k¥ thuét boc ndi mac dong mach vanh: chi dinh
boc ndi mac dong mach, ki thuat md, két qua. Day 1a mot giai phap
nham dat dwoc muc tiéu tai tudi méau toan bd cac nhanh dong mach vanh
trong trudng hop mach thuong ton ning, lan toa anh huong dén kha
nang thyc hién va chét luong cau ndi. Cho dén nay chua c6 nghién ciru
cia tac gia nao khac trong nude dé cap dén bién phap nay.

4. B6 cuc ciia luan 4n

Luan 4an day 128 trang khd gidy A4, dugc phan ra 4 chuong,
trong do: dat van dé 02 trang, tong quan: 32 trang, ddi twong va
phuong phap nghién ctru: 24 trang, két qua nghién ctru: 27 trang, ban
ludn: 40 trang, két luan va kién nghi: 3 trang.
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CHUONG 1
TONG QUAN

1.1. Phiu thuit bic ciu chii vanh

Phau thuét bic cdu chi vanh (BCCV) duogc dinh nghia “la phau
thuat tim hé trong d6 st dung mot doan mach mau lam mach ghép tu
hé dong mach chu t6i DMV sau chd hep tdc, nham muc dich cai thién
tudi mau co tim”
1.1.1. Bic cdu chii vanh truyén thong truyén théng

BCCV truyén thong 1a phuorng phap tiéu chuan, duoc sir dung
chu yéu trong BCCV. Ky thuat md: mé doc giira toan bd xwong i,
sir dung tuan hoan ngoai co thé, cip dong mach chu, lam ngimg tim
trong qué trinh thuc hién miéng ndi.
- Quy trinh k thudt: Cua mé toan bd xuong trc boc 16 tim. Thude
chéng dong Heparin khong phan doan tiém tinh mach. Thiét 1ap hé
thong tuan hoan ngoai co thé: 1 éng din mau dong mach dit vao
dong mach chu 1én dé bom mau dugc trao ddi oxy tir tudn hoan ngoai
co thé di nudi co thé. Ong din mau tinh mach tir tim vao hé thong
tudn hoan ngoai co thé dit vao tdm nhi phai (hodc c6 thé dit 2 dng
vao tinh mach chu trén va tinh mach chu duéi), dudng hit mau giam
ap tim trai dit vao tinh mach phéi trén phai hodc than dong mach
phdi. Mau tinh mach duoc l4y ra trao d6i oxy & ph6i nhan tao va bom
lai vao hé théng dong mach cua co thé qua 6ng dan mau dong mach
nho hé théng bom cia tudn hoan ngoai co thé. Kim truyén dich liét tim
dat vao dong mach chu 1én phia trén vi tri Xudt phat cta cac 16 PMV.
Sau khi tudn hoan ngoai co thé van hanh toan bd luu lugng, kiém soat
duoc huyét dong, dong mach chu 1én dugc cip ngang phia trén vi tri kim
truyén. Dich liét tim dwoc truyén vao hé théng DMV qua gbc dong
mach chu dé bao vé co tim va lam tim ngimg dap trong suot qua trinh
lam cac miéng ndi. Sau khi hoan thanh toan bd cac cau ndi, dong mach
chu 1én dugc tha cap, hé thong DPMYV dugc tudi mau gitp tim dép lai.
Tuén hoan ngoai co thé giam dan luu luong roi ngimg hin, hé thong éng
dAn méu duoc rat bo sau khi tim hoat dong trd lai dam bao huyét dong.
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1.2. Chi dinh phiu thuit bic ciu chii vanh

- Chi dinh tai tudi mau:

Dbi v6i TC va doan gan cia PMLTT: muc do hep > 50% dudng
kinh dugc cac nghién ctru thong nhét coi 1a hep c¢6 y nghia can can
thiép. V6i cac mach con lai, mdc x4c dinh hep PMV c¢6 y nghia dé
dua ra quyét dinh diéu tri c6 thay ddi: c6 nghién ciru dwa ra mde
50%, c6 nghién ctru 1a 70%. Hudéng dan thuc hanh cta Truong Mon
Tim mach / Hoi Tim My (2004), Hoi tim mach / Hoi phau thuat tim
va 10ng nguc chau Au (2014) coi hep > 50% 1a c6 y nghia.

Dé danh gia chinh xac mirc 46 hep PMV ca vé mit giai phiu va
sinh 1y, gitip ngudi thay thude ¢6 thé dua ra quyét dinh diéu tri tdi wu
cho bénh nhan, phwong phap do phan suit du trit luu luong vanh
(myocardial fractional flow reserve — FFR) dugc phdi hop thuc hién
khi chup PMV xam 14n. FFR 1a ty s6 giita luu lugng méau dat t6i da
qua DMV bi hep so véi luu lugng mau ti da 1y thuyét qua DMV
binh thuong. FFR thuong dugc dung cho danh gia chirc nang cac
DMV c6 mirc d6 hep trung binh xem can thiét cho can thiép DMV
hay khong. Binh thuong FFR =1, FFR < 0,75 thé hién tinh trang thiéu
méu co tim va chéc chin céan tai tuéi mau. Trong khi d6 FFR > 0,80
khong lién quan dén thiéu méau co tim ging sirc va bénh nhéan co6 thé
duogc diéu tri ndi khoa t6i wu. Tuy nhién, gan day nguoi ta nhan thiy
mot s6 yéu t (vi du nhu tinh trang phi dai tht trai) co thé khién FFR
do dugc cao hon FFR thyc té, dan téi danh gia thap ton thuong. Do
d6, cac nha can thi¢p tim mach cé xu hudng can thi€p & cac bénh
nhan c6 FFR <0,80.

- Lua chon phuong phép tai tudi mau:

Trong thuc té hién nay, chi dinh BCCV hay can thiép DMV qua
da hién con nhiéu tranh cii giita cac nha 1dm sang, gitra cic co sO véi
kinh nghiém va kha nang khac nhau. Sy phat trién manh mé& cua can
thiép DMV qua da v6i wu diém it xdm l4n, can thiép nhanh, khong

phai gy mé toan than, giam thiéu ti da sang chén cho bénh nhan,. ..
da 1am thay d6i nhimng chi dinh ban dau cia BCCV. Nhiéu trudng
hop trudc day dugc chi dinh BCCV hién nay duoc thuc hién bdi can
thié¢p PMV qua da. Huéng dan thyc hanh ctia Truong Mon Tim
mach / Hoi Tim My (2011), Hoi tim mach / Hoi phau thuat tim va
10ng nguc chau Au (2014) vé BCCV dua ra cac khuyén céo cu thé
trong nhitng tinh hudng 1am sang: bénh nhan khong triéu chimg, dau
that nguc 6n dinh, khong 6n dinh, NMCT... v6i cac bac thang phéan
loai va murc béng chung trong viéc lya chon BCCV hay can thiép
DMV qua da. C6 thé tom tit nhitng wu tién chi dinh BCCV: hep 3
than DMV, hep khit TC hoac tuong duong TC, hep nhiéu nhéanh
DMV & bénh nhan tiéu duong, bénh nhan cé chic nang that trai
giam, thuong ton nhiéu nhanh DMV véi diém SYNTAX cao > 33.

Chuong 2
POI TUQNG VA PHUONG PHAP NGHIEN CUU

2.1. Bbi twong nghién ciru

Dbi twong nghién ciru gdm 93 bénh nhan hep 3 than DMV duoc
phau thuat theo phuong phap BCCV truyén thong tai Trung tdm tim
mach bénh vién E, thoi gian tr thang 2/ 2010 dén 12/2014.
2.1.1. Tiéu chuén chon bénh nhin

- Céc bénh nhan hep, tic ba thaAn DMV duoc chan doan béng
chup dong mach vanh chon loc.

- Bénh nhan khong phan biét tudi, gidi. Bénh nhén c6 tién sir can
thiép dong mach vanh qua da hay khong déu duoc lay vao nghién ctru.

- Bénh nhan dugc BCCV vao ca 3 than DMV theo phuong phéap
BCCYV truyén thong.

- C6 day da hd so bénh 4n, bénh nhan dong y phau thuat, tham
gia vao nghién clru



2.1.2. Tiéu chudn logi trir

- Phau thuat mach vanh phéi hop véi phau thuat tim mach khac:
thay van tim, thay dong mach chi Ién, boc ndi mac mach canh...

- Bénh nhén c6 tai bién ciia NMCT can phiu thuat cing véi
BCCV: vé thong lién thét, stra van hai 14...

- Bénh nhan c6 tién su phau thuat tim hé : thay van tim, stra di
tat tim bam sinh. ..

- Bénh nhan BCCV khéng theo phuong phap truyén thong,
khong hep da 3 than hodc hep 3 than nhung BCCV < 3 than DPMV.

- Khéng ¢6 du hd so nghién ciru
2.2. Phwong phap nghién ciru
2.2.1. Thiét ké nghién citu

- Nghién ctru mé ta cit ngang, dugc tién hanh tai Trung tim tim
mach bénh vién E, cic bénh nhan duoc phau thuat trong khoang thoi
gian tir 2/2010 — 12/2014.

- Tinh ¢& mau: Ap dung cong thirc tinh ¢& miu trong nghién ciru
md ta voi ty 16 cac bién c¢b sau mo:

n > (Z/dy>*px(1-p)

n: C& miu. Z: Mitc ¢6 y nghia thong ké, 1ay d¢ tin cay 95% thi
7=1,96. d: Sai s6 cho phép = 0,05. p: Ty 1& cac bién cd som sau mo.
Trong nghién ctru cia Serruys, ty 1& nay 5,4%. Ap dung cong thirc
trénn >79.

2.2.2 Phwong phdp phdu thudt: Bic ciu cau chu vanh truyén thong:
sir dung tuan hoan ngoai co thé, cip dong mach chu, 1am ngimg tim.
2.2.3. Cic tham sé va bién sé nghién ciru

+ Pic diém 1am sang, can lam sang, si€u am tim, chup dong
mach vanh chon loc trude mo.

+ Mot sb dic diém duoce thu thap trong md

+ Mot s6 dic diém dugc thu thap sau md (hdi sirc, bénh phong)

+ Léy cac tham sb & 14n kham lai cudi cung trong nam 2016
2.2.4 Xir Iy 56 ligu: phin mém SPSS 16.0

Chuong 3

KET QUA NGHIEN CUU

3.1 Pic diém truée md

Bang 3.1. Pic diém chung ciia nhém bénh nhin trong nghién ciru

Dic diém chung n | % (@m=93)
Tuoi trung binh(ndm) 65,34 + 7,65 (44 - 83)
Nam 71 76,34
N 22 23,66
Tiéu duong 20 21,51
THA 70 75,27
TBMMN 13 13,98
NMCT 20 21,74
Suy thén 5 5,38
<18,5 8 8,6
18,5-23 45 48,39
BMI >23 275 38 20,86
> 27,5 2 2,15
Tién sir gia dinh 3 3,57
Hut thuoc la 62 66,67
ROi loan m& mau 38 40,86
MO cii ngoai tim 11 11,83
bit gia d6 PMV trude mo 10 10,75
3.2 Két qua sém
3.2.1 Két qud trong mo:
Bing 3.2 Két qui sé'm trong md
1.Thoi gian trong phau thuat X +sD Min — Max
- Thoi gian mo (gio) 5,54 +0,98 3,5-8
- Thoi gian cdp dong mach chu (phut) 143,90 + 40,36 61 - 279
- Thoi gian THNCT (phat) 178,55 + 42,39 86 - 307
2. SO lugng cau noi 4,12+0,73 3-6
Dong mach nguc trong 84
3. Mach ghép st dung Dong mach quay 64
Tinh mach hién 16n 235
Don 78
LA A s Chir Y 132
4. Cac kiéu cau noi Lién tidp 2 cAu 3
Lién tiép 3 cau 140
5. B6c ndi mac dong mach vanh 24 bénh nhan




3.2.2 Két qud sém hdu phéu

- 100% bénh nhan hét dau thit nguc

- Cai thién triéu chimg NYHA ngay sau md

- Phén suét tong mau thit trai sau mé dugc cai thién ¢6 y nghia
& nhém bénh nhéan EF thap(<50%) trudc md (p = 0,03).

- Truéc md 31 bénh nhén c6 rdi loan van dong vung, sau mb
con 15 truong hop, khong co truong hop nao xuat hién méi. Sy thay
dbi c6 y nghia thong ké (p = 0,01).

3.3.3 Tai bién, bién chirng
Tran mau mang phdi phai dan luu chiém ty 1¢ cao nhat trong
cac bién chimg (10,75%)
4 bénh nhéan chay mau phai md lai, trong d6 1 truong hop chay
mau ngay th 2 sau md, bénh nhéan da duoc rat 6ng noi khi quan.
7 bénh nhan (7,53%) suy than cip sau md, 5 bénh nhan phai
loc mang bung (3 trong sb nay tir vong).
2 truong hop NMCT: 1 bénh nhan tir vong, 1 trudong hop tic
cau ndi sém vao PMLTT dugc xir tri dat gia do DPMV.
- 6 bénh nhan tir vong trong cac bénh canh: suy tim, NMCT, viém
phdi phai thd may kéo dai, suy than phai loc mang bung, viém
xuong uc, suy da tang.
3.3 Két qua xa

Téng s6 87 bénh nhan con séng ra vién, s& bénh nhan mét theo
doi: 2. Thoi gian theo ddi trung binh 52,13 + 14,79 thang (25 — 79
thang).

S6 bénh nhan tir vong trong thoi gian theo ddi 9 (1 bénh nhan tir
vong do tai nan giao thdng), con song 76.

.Chuyp lai cau ndi: 56 bénh nhan (chuyp DMV xam lan: 51 chup
cét 16p vi tinh da day: 5), tong s6 225 cau ndi dwoc chup.
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Biéu db 3.1: Con sé'ng theo thoi gian

13 bénh nhan dau nguc lai déu 1a dau thét nguc 6n dinh, duoc
chup PMV xam lan kiém tra.

Trong sb 76 bénh nhéan con séng, khong co bénh nhan nao suy
tim nang NYHA IIL, IV.

Khong c6 su khac biét c6 ¥ nghia vé& EF va s bénh nhan co
r6i loan van dong vung tai thoi diém kham lai so v&i luc ra vién va
trude mo.

- C6 56 bénh nhan dugc chup kiém tra, 51 truong hop chup
DMV x4m lan, 5 bénh nhan chup cit 16p vi tinh da day

- Téng sb 225 cAu ndi duogc chup: 141 thong (46 A), 9 hep (d6 B),
75 tic (d6 O). Ti 1& con thong 141/225: 62,67%. Ti 1& hep tic: 84/225:
37,33%.
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Bing 3.3: Mirc d hep tic chu ndi & cic nhanh PMYV dich

Két qua chup Théng Hep tic
PMYV (n) n | % | n | % P
1. DMLTT (n = 56) 45 1 80,36 | 11 | 19,64
2. Ntﬂ1anh chéo (nA: 39) 28 | 61,79 | 11 | 28,21 p1-5 = 0,003
3. Bong mach phan giac (n=4) 2 50 2 50 p2-5=0.161
4. DPMM (n= 66) 33 50 33 50 ’
5. DMVP (n = 60) 33 | 55 | 27 | 45

Nhdn xét:

Cau ndi vao DPMLTT c6 ti 18 hep téc thép nhét so voi cau ndi
vao cac DMV khac: 19,64% (p(1-5) = 0,003). Khong cé su khac biét
gitra cac DMV con lai (p(2-5) =0,161).

Bing 3.4: So sanh ti 1¢ ciu ndi con thon

& 3 loai mach ghép

Nhdn xét:

12

Téng s6 17 DMV béc ndi mac duge chup lai kiém tra cAu ndi.
Nhoém c6 boc ngi mac BPMV ty 1€ hep tac thap hon mét cach co

y nghia (p = 0,034).

Béng 3.6: Cac pién’ ¢6 chinh trong thoi gian theo doi

Cac bién co n %
Tt vong do nguyén nhan tim mach 6 7,06
Tai bién mach ndo 2 2,35
NMCT | 1,18
M6 lai 1 1,18
Can thiép dat gia do6 PMV 5 5,88

Nhén xét:

Tt vong do nguyén nhan tim mach, tai hep phai can thiép 1a

cac bién cb thuong gip nhit

3.4. Cac yéu tb lién quan dén két qua phiu thuat
Bang 3.7: Nguy co tir vong sm

ét qua chup | Théng Hep tic Téng sb

Mach ghép n (%) n (%) n (%) P
49 9 58

1. DMNTT 8448) | (1552) | (100)
18 16 34 | pl-3<0,05

2. BMQ (52,94) | (4706 | (100) | p2-3<0.05
74 59 133

3. TMHL (56.64) | (4436) | (100

P 141 84 225

g 62,67 | (3733 | @00)

Nhdn xét:

Mach ghép PMNTTc6 ti 18 cau ndi con théng cao hon so voi
DPMQ va TMH (p1-3< 0,05). Khong cé su khac biét gitta mach ghép

PMQ va TMHL (p2-3< 0,05).

Bing 3.5: Hep tic cdu ndi & nhém béc va khong béc ndi mac PMV

L ne Thong Hep tac Tong so
Boc ndi mac n (%) n (%) n (%) p
Co 15 2 17
(88,24) (11,76) (100) 0.034
Khéng 126 82 208 ’

(60,58) (39,42) (100)

Téng sb 84 141 225
(37,33 (62,67) (100)

Yéu to nguy co RR Khoang tin ciy 95% p
Tuoi > 70 12,22 1,50-99,79 0,002
Nit gioi 6,45 1,27-32,90 0,01
Mo cép curu hodc ban cap 8,33 1,65-42 0,0024
Hep than chung >75% 0,73 0,09-5,90 >0,05
EuroSCORE 11 > 5% 12,28 3,02-49,95 <0,001
Suy than cap nang 35,2 8,35-148,34 <0,001

] B:ﬁng 3.8: Nguy co xdy ra cic bién chimg sém
Yéu to nguy co RR | Khoang tin ciy 95% P
Tuoi > 70 1,40 0,80 -2,42 > 0,05
Bénh dong mach ngoai vi | 1,75 1,03 -2,97 0,04
Tién st NMCT 0,37 0,13-1,10 0,03
MO cap ctru hodc ban cap | 1,12 0,58 -2,16 > 0,05
Hep than chung >75% 1,17 0,63 -2,18 > 0,05
Thoi gian mo >6h 2,21 1,33 - 3,66 0,004
Suy than cap nang 3,14 2,31-4,27 0,001
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Béang 3.9: Nguy co thé may > 72 gio
Yéu té nguy co RR | Khoang tin ciy 95% p

Tuoi >70 5,28 1,43 -19,51 <0,01

Tién st NMCT 1,07 0,24 - 4,72 > 0,05

M0 cap cuu hodc ban cap 2,34 1,03 - 5,31 0,04

Hep than chung >75% 4,44 1,31 - 14,99 0,01

EuroSCORE I1 >2% 8,29 1,84 - 37,39 < 0,001

Dung 3 thudc van mach | 7,08 2,33-21,52 < 0,001

- Bang 3.10: Nguy co tir vong xa
Yéu to nguy co RR Khoang tin ciy 95% P
Tuoi > 70 3,58 1,05 - 12,15 0,03
Nir gioi 1,06 0,24 - 4,68 > 0,05
Tién st NMCT 2,93 0,88 - 9,81 > 0,05
Mo cap ctru hodc ban cap 6,34 1,94 - 20,70 < 0,001
Hep than chung >75% 4,34 1,29 - 14,58 0,01
EuroSCORE 11 > 2% 3,37 0,99 - 11,46 0,04
EF <40% 3,75 1,11-12,68 0,03
Thoi gian tuan hoan ngoai co the > 3gio | 10,16 1,33 - 77,66 <0,01
Chwong 4
BAN LUAN

4.1. Két qua phiu thuit
4.1.1. Cdi thién tri¢u chirng lam sang

Cai thién triéu chung 1am sang, giip nguoi bénh quay tro lai
véi cac hoat dong doi thuong la mét trong nhitng muc tiéu chinh cua
BCCV. Két qua nghién ctru cua cing t6i cho thdy sau phiu thuat
triéu chimg 14m sang thay ddi 15 rét: tit ca cac bénh nhan con séng
sau md déu hét dau nguc ngay sau phiu thuat, cai thién triéu ching
suy tim. Sau hon 4 nam theo ddi: 82,9% bénh nhan khong cé dau
nguc tai phat.
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Nghién curu cia Lorusso voi thoi gian theo doi trung binh sau
md 3,8 + 6 nam (thay doi tir 3thang dén 9 nam): thoi diém 4 nim sau
md, ty 1& bénh nhan suy tim NYHA III, IV giam tir 43% truéc md
xudng 24%; thoi diém 8 nam sau md ty 18 nay 1a 35%.

4.1.2. Pdnh gid phuc hoi chirc ning co bép co tim trén siéu Gm:

Ching t6i danh gia sy thay dbi chue nang c6 bop co tim trén
siéu am tim qua thanh nguc thong qua 2 thong sb: phan suit tong
mau thét trai (EF) va ri loan van dong ving. Chi s6 binh thuong EF
> 50%. Theo Jeroen J Bax, phan sudt tong mau that trai dugc coi 1a
cai thién khi ting > 5%. Két qua nghién ctru cta chiing t6i: tinh trong
toan bo nhom nghién ciru khong c6 su thay d6i som ngay sau mo vé
gia tri EF trung binh. Tuy nhién, s6 bénh nhan c6 EF thap di giam di
mdt cach co y nghia so véi trude mo. Ti 18 bénh nhan co rdi loan van
dong vung ciing dugc cai thién: trude mé 31 bénh nhan (33,33%) ¢6
roi loan véan dong ving, sau mb con 16 truong hop (17,98%), khong
¢6 trudng hop nao xuét hién méi. Thoi diém kham lai sau 52 thang
khong thay su khac biét. Phin 16n cac nghién ctru déu cho thdy nhom
bénh nhén c6 EF giam trudc mé déu co su cai thién sau khi duoc
phau thuat.

4.1.3. Tai bién, bién chitng
4.1.3.1. Tai bién than kinh

Tai bién than kinh kha thuong gip trong phau thuat tim hg,
lam ting ty 18 tir vong, ting chi phi diéu tri, anh huong dén chat
lwong cude sdng sau md.

Cac nguyén nhan: tdc mach ndo boi cac manh di vat, bot khi,
tudi mau nido khong du trong mo, rung nhi, phu nio (do thong khi, do
phan tmg viém hdu qua cua tudn hoan ngoai co thé)... Theo Hogue,
30-50% bénh nhan d6t quy do cac manh xo vira tir thanh dong mach
cht. Ngoai cac manh xo vira, cac manh t6 chuc trong khoang mang
ngoai tim dugc hut vé THNCT, phén 16n 1a cac hat m& ¢é kich thudce
nho, ciing 1a nguyén nhan gy tic mach.

Mot yéu t6 nita phai tinh dén trong viéc ngin ngira va giam
thiéu cc bién ching than kinh 1a phat hién va diéu tri cac bénh ly
mach canh trudc md. Theo ACC/AHA 2004 nén siéu &m DM canh
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trudc phiu thuat, bénh nhan méi dot qui trudc phiu thuat nén
hodn phiu thuét lai sau 4 tudn. Quy trinh nghién ciru cta ching toi
déu thuc hién theo dung khuyén cao nay. Chung toi chi c6 1 bénh
nhan tai bién xudt huyét ndo, khong co truong hop nao nhdi mau
ndo sau mo

4.1.3.2. Suy thin cdp sau mé

Két qua nghién ctru: sau md c¢6 7 (7,53%) bénh nhan trong
nghién ctu trong tinh trang suy than cdc muc d6 trong d6 5 bénh
nhan phai tham phan phtic mac (5,38%), 3 bénh nhén tir vong. Nhu
vdy tir vong & nhom bénh nhan suy than phai loc mang bung la rat
cao: 60%.

Cung vdi cac tai bién vé than kinh, suy than cdp sau md 14 bién
ching kha thuong gap. Theo ACC/AHA 2004, trong mdt nghién cuu
véi 2222 bénh nhan BCCV, ty 1€ suy than cép sau md 7,7%; trong do
18% s6 bénh nhan nay (chiém ty 1 1,4% tong s6 bénh nhan nghién
ctru) can phai loc mau. Ty 1é tir vong nhom khong suy than 1a 0,9%,
nhom suy than khong phai loc méau 19%, nhéom suy than phai loc mau
tr vong 1én toi 63%.
4.1.3.3. Nhoi mdu co tim sau mo

C6 nhidu nguyén nhan, yéu t6 nguy co cia NMCT sau mb: hep
khit TC, mach xo vita ndng lan toa,...Tuy nhién nguyén nhén chu
yéu 1a do cac van dé gip phai trong md: bao vé co tim, khong tai tudi
mau toan bg, va dic biét 1a k¥ thuét lam miéng ndi khong dam bao,
mach ghép bi xoén vin, chén ép.

Cung véi kinh nghiém ciia ting co sé phau thuat, mirc do nang
ctia bénh nhéan, viéc ap dung céc ti€u chi khac nhau ciing ly giai mét
phin su khac nhau giira cac két qua nghién ciru. Nalysnyk tong két
cac nghién ctru khac nhau cho thdy ti 18 thay ddi rat nhiéu giira cac
nghién ctru: tir 0 dén 29,2%; trung binh 3,9%. Két qua clia chung toi
¢6 2 bénh nhan (2,15%) trong d6 1 bénh nhan tu vong, 1 trudong hop
tac cdu ndi PMNTT- PMLTT duoc can thiép dit gia dd PMV.
4.1.3.4. Chdy mdu sau mo

Chay mau sau md 1a bién ching thudng gip trong phiu thuat,
dic biét voi md tim ho khi phai ding thude chéng dong mau va hé
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thong THNCT. C6 2 nguyén nhan ciia chay mau sau mo tim ho:
(1).Chay méu co hoc: ¢6 diém chay méau rd rang tir dién phau thudt, cac
chi s xét nghiém vé déng mau trong giGi han binh thuong.(2) Chay
méu do rdi loan déng mau. Chung t6i c6 4 bénh nhan chay mau phai md
lai chiém ty 1& 4,3%. Trong d6 1 truong hop chay mau ngay thir 2 sau
md: bénh nhan da dugc rat éng ndi khi quan, d6t ngdt mau chay nhiéu
qua dan lyu. M cép clru voi tuan hoan ngoai co thé kiém tra chay mau
tir miéng ndi vaio PMM. Céc bénh nhén con lai déu chay mau tir dién
cam mau xwong tc. Tong két vé nguyén nhan chay méau tir cac nghién
ctru Hall két luan: ti 1& 16n cac bénh nhan chay méau do nguyén nhan co
hoc lién quan dén phau thuat, c6 nghién ctru 1a 100%.
4.1.3.5. Viém xwong uc

Viém xuong e 1a mot trong nhitng bién chimg ning cta phau
thuét tim, 1am kéo dai thoi gian nam vién, ting chi phi diéu tri, de
doa tinh mang nguoi bénh, anh huéng dén két qua xa sau mo. Ty 18
ta vong bénh vién cao ¢ cac bénh nhan viém xwong uc do tinh trang
nhiém trung khong kiém soat duoc, nhiém trang huyét, suy da tang.

Trong nghién ctru cta ching t6i c¢6 4 truong hop (4,30%) bi
viém xuong uc. Cac bénh nhén déu co6 biéu hién toan than cua tinh
trang nhidm tring, tai chd 2 ban xuong mét vimng, vét mb khong lién
chay dich ban. Bién chimg viém xwong trc khong chi lam gia ting
nguy co tir vong bénh vién, kéo dai thoi gian nam vién, tang chi phi
diéu tri ma con anh huéng dén két qua lau dai sau khi xuit vién.
Nhiéu bién phap duoc dua ra nham du phong bién chimg viém xuong
trc: diéu chinh duong mau, kham loai trir cac 6 nhiém tring, vé sinh
bénh nhén truéc md khang sinh dy phong, han ché chay mau va truyén
mau, kha ning va kinh nghiém ciia nhém phiu thuat nhdm giam thoi
gian tuan hoan ngoai co thé, k¥ thudt dong xuong trc va vét md. ..
4.1.3.6. Tir vong som

Tir vong sau md phu thudc vao rat nhiéu yéu té: dic diém bénh
nhan trude phau thuat, kinh nghiém va kha ning cta doi ngii phau thuat
(phau thuat vién, ndi khoa chan doan va didu tri trude va sau md, gy mé
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hdi stre tim mach); diéu kién co s& vat chat, phuong tién va trang thiét b
phuc vu cho phau thuat va hdi strc sau mo. Chinh vi vay ti 1¢ tr vong rat
khac nhau giira cic ddi tugng bénh nhan nghién ctru, cac nhoém nghién
cliu, cac co so phau thuat.

Nalysnyk tong két tir 176 nghién ctru khac nhau cho ty 1& tir
vong trung binh 30 ngay dau sau md 2,1% (thay ddi 0-7,7%). Theo
Theo Truong Mon Tim Mach/Hoi Tim My 2004 nhom bénh nhan
hep 3 than DMV c¢6 nguy co tir vong cao hon. Két qua ciia ching t6i
6 bénh nhan tr vong vdi cac nguyén nhan: 1 truong hop suy tim, 1
NMCT, 4 bénh nhéan con lai tir vong trong bénh canh: viém phéi phai
thd may kéo dai, suy thin phai loc mang bung, viém xuong uc, suy
da tang.
4.1.3.7. Hep tdc cau noi sém

Théng ké cua Balacumaraswami va Taggart, ti 1& cac cau ndi
khong dat chat lugng ngay trong mo khoang 4% tong s6 cau ndi, 8%
téng s6 bénh nhén, co lién quan nhiu dén cac yéu td k¥ thuat. Pay la
mdt trong nhitng nguyén nhan quan trong cia NMCT ngay sau md,
khong chi gdy bién chimg sém ngay trong thoi ky chu phidu ma con
anh huong dén két qua 1au dai cia phau thuat. Viéc kiém tra cau ndi
ngay trong md phat hién cac tai bién k¥ thuat nhu: hep miéng ndi,
x0dn vin, gip goc cau ndi... dé sira chira trude khi két thuc cude md
gitip giam thiéu ti 1& nay.

C6 nhiéu phuong phap danh gia cau ndi trong mé: chup PMV
xam l4n, ghi hinh anh dong chay dién tir trudng, siéu 4m Doppler
DMV, chyp huynh quang, siéu 4m chuyén tiép thoi gian... Chup
DMV xam lan van 1a phuong phap tiéu chuin nhung khé thuc hién
trong phong mé. 2 phuwong phép dugc lya chon nhiéu nhét 13 chup
huynh quang va do dong chay cau ndi bang siéu 4m chuyén tiép thoi
gian. Chiing t6i c¢6 1 bénh nhén tuin thir 2 sau md triéu chimg dau
nguc khong 6n dinh, dién tim c6 biéu hién NMCT. Két qua chup
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DMV xam lan cho thiy tic ciu ndi PMNT - DPMLTT. Bénh nhan
duogc dat gia 46 vao PMLTT.
4.1.4. Két qud chyp’céu néi . ) o

Sy thong sudt ctia cau noi la mot trong nhitng yéu t6 anh
huéng quyét dinh dén thanh cong ctia phiu thuat va chit lwong cude
séng nguodi bénh sau mé: cai thién cac tridu chung 1am sang, cén lam
sang, NMCT, tir vong, tinh trang dau nguc tai phat, séng con sau mo,
Hep tic ciu ndi sau md chiu anh huéng cta nhiéu yéu td: loai mach
ghép duogc st dung, ky thuat lam miéng ndi, muc do hep mach vanh
dich, bénh nén va céac yéu tb nguy co...Trong sé cic mach ghép duoc
st dung lam cau néi, DPMNT dugc ching minh 1a cdu ndi cé chét
luong t6t voi ti 16 con thong theo thoi gian cao nhat trong cac loai
mach ghép. Cau ndi DPMNTT - BPMLTT duoc coi 1a tiéu chuan
BCCV. Miic d6 hep cia DMV dich trude md ciing anh hudng rat 1on
dén sy thong sudt cau ndi theo thoi gian do co hién tugng tranh chip
dong mau luu thong ty nhién trong mach vanh dich qua chd hep va dong
mau di tir mach ghép qua miéng ndi. Dong tranh chép ty 1& nghich véi
muc d6 hep cia DMV dich. Hién twong nay thudng quan sat thiy & gan
vi tri miéng ndi tan bén, con duoc goi 1a hién tugng dong chay ngugc:
khi chup chon loc ciu ndi s& khong thiy dong chay qua miéng ndi xudng
DMV nhung thiy dong chay ngugc tir DMV qua miéng ndi vao mach
ghép khi chup xam 14n chon loc DMV dich tuong tmg.
4.1.7. Két qud béc ngi mac dong mach vanh phéi hop

Béc ndi mac bMV phéi hop trong BCCV nham dat muc tiéu
tai tudi mau toan bo. Nhiéu nghién cuu cho théy cac bénh nhan duoc
tai tudi mau toan b co ty 1¢ séng sau md 5 - 10 nam cao hon, it bi
dau ngyc lai. Két qua nghién ciru cia Nguyén Vian Phan: “ Khong co
su cai thién vé phén sut téng mau néu chi thuc hién 2 ciu ndi. Bénh
nhan dugc thuc hién tir 3 cau ndi trd 1én thi sy cai thién vé phén suét
téng mau trude va sau md méi co y nghia théng ké ™.
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Trong nghién ctru nay, ching t6i thyc hién boc ndi mac PMV
cho 24 bénh nhan. Két qua khong co tai bién vé ky thuat. Tur vong
trong thoi gian theo ddi ¢ cac bénh nhan c6 boc ndi mac PMV 2/22
bénh nhan (9,52% ) va khong boc ndi mac DMV 7/54 ( 12,96%). Tuy
nhién sy khac biét khong c6 y nghia théng ké. Ti 1& cau ndi con thong
cao hon & nhém boc néi mac BPMV 88,24% so vai 60,58% & nhom
khong boc ndi mac BPMV.

4.1.8. Tir vong xa

Két qua nghién ctru c6 9/85(10,59%) truong hop tir vong trong
thoi gian theo doi. Trong do 1 bénh nhan tor vong do tai nan giao
thong, 8 bénh nhan con lai mat trong nhiéu bénh canh khac nhau (qua
khai thac ngudi than): NMCT, tai bién mach ndo, xo gan.

Theo Truong Mon Tim Mach/Hoi Tim M§ (nam 2004), tinh
chung trong BCCV, ti 1& séng con sau 5 nam la 92%, sau 10 nam
81%. Nghién ctru phan tich tong hop tir 23960 bénh nhan BCCV cho
thdy cac yéu té nguy co cta tir vong mudn: tudi cao, suy chirc ning
that trai, tiéu duong, ton thuong nhiéu mach, suy thén, tién st
NMCT. Két qua phan tich don bién trong nghién ciru cau chung toi
cho thiy su lién quan cia mot s yéu td: tudi > 70, nit gidi, mo cip
cru hodc ban cip, hep than chung dong mach vanh > 75%,
EuroSCORE 11 > 2%, EF < 40%, sau md phai dung 3 thudc trg tim
véan mach phdi hop.

4.2. Yéu t6 nguy co phiu thuat
4.2.1. Tuéi, gidi

BCCV d6i mit véi tinh trang d6 tudi ngay cang gia tang. Cau
trac tim mach ctia ngudi cao tudi ¢ nhiéu thay ddi, cung voi do la
nhitng bénh 1y di kém gia ting: ting huyét ap, bénh phdi man tinh,
suy giam chirc nang loc ciu than, bénh mach mau ndo... Chinh vi
vy & ngudi cao tudi nguy co cao hon cua nhiing tai bién, bién ching
sau BCCV. Nghién ctru cia Manché so sanh 2 nhom bénh nhan < 70
tudi va > 70 tudi cho két qua: ty 1¢ tir vong som ciing nhur lau dai, ti 1
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c4c tai bién tim mach va ngoai tim (tai bién mach ndo, suy than, suy ho
hép) déu cao hon & nhém bénh nhan > 70 tudi. Nghién ciru clia ching
toi cho théy tudi > 70 1a yéu t6 nguy co cua tir vong som ciing nhu trong
thoi gian theo ddi va nguy co ctia thd may kéo dai > 72 gio.

Nhiéu nghién ctru cho thay nit gidi c6 ty 1& rui ro cao hon nam
giéi trong BCCV. Tim hiéu vé anh huéng cua giéi dén két qua
BCCV, Catherine Kim va cong sy tién hanh mot nghién ctru phan
tich tong hop tir 23 nghién ciru 14m sang ngau nhién c6 nhém chimg,
thoi gian tir 1985 t6i 2005. Két qua: ti 1& tir vong sém cua nit gioi cao
hon nam giéi. Phan 16n cic nghién ciru cho thiy khong ¢ su khac
biét giita 2 gidi vé tir vong xa. Két qua nhom nghién ciru cta chiing
t6i ciing cho thy nit gidi 1a yéu t6 nguy co ciia tir vong sém sau md
(p = 0,01), khong co sy khac biét giita nam va nir vé tir vong xa.
4.2.2. Tién sir nhéi méu co tim

Tién sir NMCT la mot trong nhimng yéu t6 c6 lién quan dén tir
vong va cac bién cb tim mach sau md. Nghién ctru ciia Geraci (2005)
trén 15228 bénh nhan BCCV, khao sat mdi lién quan giita tién sir
NMCT va tir vong sau md cho két qua NMCT trude md 1a yéu tb
nguy co cua tir vong som, dic biét néu NMCT < 7 ngiy trudc mo.
Tac gia Nguyén Vin Phan tai Vién tim thanh phd H6 Chi Minh ciing
cho thiy ty 1é tir vong sau md cao hon hin & cac bénh nhan cé tién sir
NMCT. Nghién ciru ctia chung t6i ciing cho két qua twong tu: tién sir
NMCT 14 yéu t6 nguy co tir vong som. Pong thoi ciing 1a yéu tb
nguy co cia cac bién chung trong thoi gian hau phiu.

4.2.4. Hoan cinh phdu thudt

Két qua nghién ctru 13/93 trudng hop mo ban cap (13,98%), 5
bénh nhan phai mé cip ciru (5,38%). Phan tich don bién cho thiy mo
cép ctru hodc ban cap 1a yéu t6 nguy co: (I).Tir vong bénh vién: nguy
co ting 8,33 lan; (2). Thoi gian thd may > 72 gio: nguy co ting 2,34
lan (Bang 3.40); (3). Tir vong xa: nguy co gap 6,34 lan.
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Nghién curu ciia Danner véi 109 bénh nhan, ty 1€ tir vong cta
cac truong hop md cip ciru, tir vong 18,3%. Dic biét trong s6 nay
nhitng bénh nhan mé cdp ctru do sbc tim tir vong 1én t6i 55%, néu
khong dugc tai tudi mau toan bd tir vong 78%

4.2.5. Chikc niing tam thu thit trdi (EF) giam trude mé

Cac h¢ théng danh gia nguy co trudc md déu coi EF tha‘ip la
yéu t6 nguy co cua tai bién va tir vong sém. Két qua nghién ctru cia
Trudng Moén Tim Mach/Hoi Tim My trén 23960 bénh nhan trong gan
20 nim ciing cho thdy suy giam chirc ning that trai trude md 1a yéu
td nguy co cta tir vong mudn sau md. Nghién ctru cua ching t6i EF<
40% lam tang ti 1¢ tir vong xa gép 3,75 lan.

4.2.6. Hep than chung dong mach vanh trai

TC cép mau cho phan 16n thét trai. Khi c6 hep TC toan bd
ving cip mau cia PMLTT va DMM bi anh hudng. Chinh vi vy hep
TC duoc coi 14 ton thuong ning. Trong két qua nghién ctru ciia chiing
toi 36,6% co hep TC > 50% (hep co6 y nghia), hep TC > 75% lam
ting nguy co ciia tr vong xa 4,34 lan. Do nguy co cao ciia cc bién
¢b tim mach trude va sau phau thuét, nhitng trudng hop hep TC ¢o y
nghia trén bénh nhan c6 hoi chimg vanh cip, hep TC > 75%, suy tim
NYHA 1V, ¢6 tién sit NMCT nén dugc phiu thuat sém trude 10 ngay
ké tir khi xac dinh chan doan bang chup PMV xam lan.

4.2.7. Thang diém EuroSCORE

Mot trong nhitng mi quan tim trong phiu thuat tim, dic biét
phiu thuat BCCV 1a tién luong nguy co tir vong. Nhiéu thang diém
tién lugng nguy co tir vong sau phau thuat tim dd va dang dugc
nghién cru va 4p dung trén thuc t& 1am sang. Thang diém
EuroSCORE II hién dugc st dung phd bién. Nghién ctru ciia Biancari
cho thiy EuroSCORE 1I khéng chi c¢6 gi4 tri trong du bdo nguy co tir
vong ma con dy bao nguy co phai loc than sau md, st dung trg tim kéo
dai va thoi gian nim hdi ste > 5. Két qua nghién ctru cua chung toi:
nhitng bénh nhan c6 EuroSCORE 11 > 5% nguy co thd may kéo dai > 72
gio gip hon 8 lan, EuroSCORE II > 2% lam ting nguy co cia tir vong
xa 3,37 lan.
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Qua nghién ciru 93 bénh nhan hep 3 than PMV duoc phau
thudt bic cau chi vanh theo phwong phap truyén théng trong thoi
gian tir 2/2010 — 12/2014 tai Trung tdm tim mach bénh vién E chung
t61 rat ra mot s6 két luan nhu sau:

Két qua phiu thuat

- Pbi twgng bénh nhéan cha yéu 1a ngudi cao tudi (77,42% bénh
nhan > 60 tudi), phai lam nhiéu cau ndi, thoi gian mé dai.

- Céc triéu chung cai thién ngay sau md: 100% hét dau ngyec.
Chirc ning co bop that trai trén siéu am tim dugc cai thién co y nghia
& nhom bénh nhan EF < 50% trudc mb. S6 lugng bénh nhan c6 rdi
loan van dong ving giam ¢ ¥ nghia ngay sau md.

- Tran mau mang phoi 1a bién chimg hay gap nhat (10,75%). Ti
1€ t&r vong bénh vién con ¢ mirc kha cao (6,45%).

- Mach ghép dong mach nguc trong trai co chit luong tot nhét:
cau ndi bang dong mach nguc trong trai c6 ti 18 hep - tic thip nhét
(15,52%). Khong co sy khac biét gitta mach ghép PMQ quay (ti 1€
hep - tic 47,06%) va TMHL (44,36%).

-Tilé clu nbi con thong sau md ti 1¢ thuén voi mue d6 hep
khit (> 95 %) ciia d6ng mach vanh dich trudc mé: cau ndi vao cac
DMV hep > 95% trudec mo c6 ti 1¢ hep — tic thap hon. Pau nguc
tai phat gap nhidu hon ¢ nhiing truong hop tic cdu ndi vaio PMLTT.

- Boc ndi mac DMV khong 1am gia ting ti 1& tir vong va bién
chung sém. Béc ngi mac dong mach vanh trong nhiing trudng hop
mach thuong ton xo vita nang khé khau ndi, hodc khong dam bao
chat luong miéng ndi 1a giai phap cho tai tudi mau toan bd cac nhanh

dong mach vanh.
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- Ti 1& sdng con trong thoi gian theo ddi tuong duong voi
nhiéu nghién ciru khac (89,4%). Dy bao séng con theo phwong phap
Kaplan Meier: sau 1 ndm, 3 ndm va 6 nam lan luot 1a 96,43%;
96,43%; 84,26%.

2. Mt s6 yéu t6 lién quan dén két qua phiu thuit

- Nguy co tir vong sém: tudi > 70 (nguy co ting gap 12 lan),
nit giGi (ting 6,5 1an), md cép ciru hodc ban cap clru (ting 8 lan),
EuroSCORE II > 5% (ting 12,28 lan). Pic biét cac bénh nhan suy
than cdp ning sau mo, suy tim phai dung phdi hop 3 thudc trg tim
véan mach ti 18 tir vong rit cao (60% va 71,43%.).

- Nguy co thé may > 72h: tudi >70 (ting gép 5 lan), md cip
ctru hodc ban cap clu (ting 2,3 1an), EuroSCORE II > 2% ( ting 8
lan), hep than chung dong mach vanh tréi > 75% ( ting 4,4 lan).

- Nguy co tir vong xa: tubi > 70 tudi(ting nguy co 3,6 lan), md
cap ciru hogc ban cap ciu (ting 6,3 lan), EuroSCORE II > 2% (ting 3.4
1an), EF < 40% (tang 3,75 14n), hep than chung déng mach vanh trai >
75%( tang 4,3 1an).
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KIEN NGHI

Cin ctr vao két qua nghién ctru c¢6 duge chung t6i dua ra mot
s6 kién nghi nhu sau:

- Nén sir dung mach ghép dong mach nguc trong trai c6 cudng
lam ciu nbi vao dong mach lién that trudc: Pong mach nguc trong
trai 1a mach ghép c6 chat luong tot nhat. Str dung dong mach nguc
trong trai lam cau nbi vao dong mach lién thit trudc 1a phuong thirc
cho két qua t6t nhét trong béc cdu chil vanh vé lau dai.

- Nén boc ndi mac dong mach vanh trong nhiing truong hop
mach thuong ton xo vita nang khé 1am dwoc miéng ndi hodc miéng

nbi khong dam bao chat lugng dé dat muc tiéu tai tudi mau toan bo.
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INTRODUCTION

2. Background
Ischemic heart disease due to atherosclerotic plaque causing

stenosis or occlusion is a commonly seen disease in developed
countries, is the leading cause of sudden death from cardiovascular
diseases. The treatment is complex, requires long time with high cost.
According to data published in America: in 2014, the number of
patients suffering from the first myocardial infarction was 695,0000;
in 2017, the rate of coronary heart disease in people over 20 years old
is 6.3%; cardiovascular deaths accounted to 365,593 patients (1/7 of
all-cause deaths). The cost of health care is approximately billions of
dollars each year.

In Vietnam, with the rapid development of the society, the
disease pattern has shifted to that of developed industrial countries,
the number of patients with atherosclerotic coronary heart disease
increases rapidly. Although there was no national survey, results
from some studies at several central hospitals confirmed this trend.
Data at Vietnam National Heart Institute from 2003-2007: the
number of patients with coronary artery disease had the biggest
increase, followed by hypertension, heart failure and cardiac
arrhythmia. In only 5 years, the rate of ischemic heart disease
doubled (11.2% in 2003 to 24% in 2007). Data of myocardial
infarction at Ho Chi Minh city: in 1988, there were 313 cases; in
1992, 639 cases; in 2000, 3,200 cases.

Coronary artery bypass graft (CABG) surgery is the classic
treatment of atherosclerotic coronary artery disease with the
advantages of sustained revascularization and is recommended in
cases with severe multiple-vessel disease, left main disease, etc.
Many recent studies showed that surgery has more advantages than
percutaneous coronary intervention (PCI) in this group of patients.
Randomized controlled trials comparing between CABG surgery and
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PCI with drugs-eluting stent (DES) (SYNTAX) from 85 centres in
the USA and Europe in 5 years showed that compared to PCI group,
the CABG group had lower rates of: mortality, cardiovascular events
(especially MI) and re-stenosis requires intervention. The most recent
guidelines from cardiovascular, cardiothoracic surgery associations
all recommend CABG surgeries in this group of patients.

Although studies on CABG were are very early, It actually began to
develop along with cardiac surgery in the early 1950s. The
contributions of heart lung machine and coronary angiography
procedure had made a great change in CABG. CABG on pump has
become the standard in coronary artery bypass surgery, the most
common surgical procedure in open heart surgery.

With medical advances, nowadays, CABG has become more
diverse, many new techniques have been applied. However, classical
CABG surgery with extracorporeal circulation still plays the key role,
particularly in patients with three-vessel-disease. Studies in Vietnam
in this group of patients still have some unexplored aspects, there was
no reports on patients with revascularization for all three main
vessels. Cardiovascular Center of E Hospital is one of the leading
cardiovascular surgery centre in the country with CABG surgery is a
routine operation. Therefore, we conduct the study. Therefore, we
conduct the study “Investigate the results of coronary artery
bypass graft surgery in patients with three-vessel disease at
Cardiovascular Center, E Hospital” with two objectives:

3. Evaluate the results of coronary artery bypass graft surgery in
patients with three-vessel disease at Cardiovascular Center, E
Hospital.

4. Identify some factors related to the surgical outcomes.

2.The necessity of the study
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Ischemic heart disease due to the stenosis of coronary heart
disease is the leading cause of death in adults. The medical and
technological advances have diversified the treatment methods:
medical treatment with drugs, percutaneous intervention, bypass
surgery, and most recently, stem cells. However, CABG surgery
always plays an important role, especially in cases with complex
lesions, three-vessel disease, PCI showed limitations in procedural
success, mid-term and long-term outcomes in many studies. In
Vietnam, many centres successfully performed CABG surgery.
Studies on CABG surgery in general and specific subject have been
published. This study focuses on patients with three-vessel disease —
a group of patients with severe disease that only few authors in the
country mentioned about the early surgical outcomes. The study is
conducted to draw practical lessons for physicians working in
cardiology: surgical indications, techniques, outcomes, factors
affecting the outcomes, etc., from which we can give useful
judgements, recommendations for surgical facilities, especially for
newly built and developing centre in our country.

5. New contributions of the study:

- The study shows that CABG surgery for all three main vessels has
good immediate and mid-term follow-up results, high success rate,
improve symptoms for patients, low rates of complications.

- The study shows some factors affecting surgical outcomes:
advanced age, emergency operation, EUROSCORE II, ejection
fraction, left main stenosis, etc.

- The study mentions about coronary endarterectomy technique:
indications, surgical techniques, results. This is a solution to achieve
complete revascularization in cases with severe, diffuse lesions that
affect the performance and quality of bypass graft. Until now, there is
no study by authors in the country mentions about this method.
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4. The structure of the assignment

The assignment includes 128 A4-size- pages, is divided into 4
chapters as follow: background: 2 pages; overview: 32 pages;
subjects and study methods: 24 pages; results: 27 pages; discussion:
40 pages; conclusion and recommendation: 3 pages.

CHAPTER 1
OVERVIEW

1.1. Coronary artery bypass graft surgery

Coronary artery bypass graft (CABG) surgery is defined as
“open heart surgery in which a vascular graft is used to connect from
the aorta to the coronary artery after the stenosis/occlusion, to
improve myocardial perfusion”
1.1.1. Classical CABG surgery

Classical CABG surgery is the standard method which is

mainly used in CABG. Surgical technique: median sternotomy, use
extracorporeal circulation, aortic cross-clamp, cardiac arrest during
anastomosis performance.
- Technical process: Median sternotomy to expose the heart.
Intravenous injection of unfractionated heparin. Extracorporeal
circulation establishment: one arterial pipe inserted into ascending
aorta to pump oxygenated blood from extracorporeal circulation to
supply oxygen to the body. One venous pipe from the heart to
extracorporeal circulation is placed into right atrium (or 2 pipes can
be placed into superior vena cava and inferior vena cava), blood-
suction pipe to reduce left heart pressure is placed into right superior
pulmonary vein or pulmonary artery trunk. Venous blood is taken out
and oxygenated in artificial lung and pumped back to arterial system
of the body through arterial pipes by pumping system of
cardiopulmonary bypass machine. Needle for cardioplegia solution
infusion is placed into ascending aorta above the origin of coronary
artery ostia. After extracorporeal circulation working with full flow,
hemodynamics is controlled, the aorta is cross-clamped vertically,
above the location of cardioplegia needle. Cardioplegia solution is
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infused into coronary system through aortic root for myocardial
protection and the heart is arrested throughout the anastomosis
performance. Upon completion of all bypass grafts, the cross clamp
is released, the coronary system is perfused and the heart beats. The
flow of extracorporeal circulation is gradually decreased and then
completely stopped, all the pipes are removed after the heart beats and
hemodynamics is secured.

1.2. Indications for CABG surgery
- Indications for revascularization:

For left main disease and proximal segment of LAD: stenosis
>50% diameter is considered significant stenosis which requires
intervention. For other arteries, the threshold to identify which
stenosis is significant enough to treat is different: some studies use
50%, others use 70% as the threshold. Guidelines of ACC/AHA
(2004), ESC/EACTS (2014) consider a stenosis >50% is significant.

To accurately evaluate the level of stenosis of coronary artery,
both anatomically and physiologically, to guide the physicians give
the optimal treatment to the patients, myocardical fractional flow
reserve (FFR) measurement is performed during coronary
angiography. FFR is the ratio between the maximum flow achieved
through the stenosed coronary artery compared to theoretical flow
through normal coronary artery. FFR is used to evalutate the function
of a moderately stenosed CA to assess the necessity of intertention.
The normal FFR is 1, FFR < 0.75 represents myocardial ischemia and
need revascularization. Otherwise, FFR > 0.80 does not relate to
myocardial ischemia and patient can benefit from optimal medical
therapy. However, recently, some factors (for example left
ventricular hypertrophy) have been recognized to make measured
FFR higher than real FFR, result in underestimation of the lesion.
Therefore, interventional cardiologists tend to intervene in patients
with FFR < 0.80.

- Choice of revascularization method:

Today, there are still many debates about the indications for CABG
surgery or PCI among physicians, centres with different abilities and
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experiences. The robust development of PCI with the advantages of
less invasive, short procedural time, does not require general
anesthesia, minimize the trauma to the patients, etc. has changed the
initial indications for CABG surgery. Many cases indicated for
CABG in the past has now been performed by PCI. Guidelines from
ACC/AHA (2011), ESC/EACTS (2014) about CABG provide
specific recommendations in clinical situations: asymptomatic
patients, stable/unstable angina, myocardial infarction, etc. with class
of recommendation and level of evidence in choosing CABG or PCI.
We can summarize the situations that CABG is favoured: three-
vessel disease, left main disease or equivalent, multiple vessel
disease in diabetic patients, patients with impaired left ventricular
function, multiple vessel disease with high SYNTAX score (> 33).

Chapter 2
SUBJECTS AND STUDY METHODS

2.1. Study subjects

The subjects of the study include 93 patients with three-
vessel disease who were operated on using classical CABG surgery
at Cardiovascular Center, E Hospital from 2/ 2010 to 12/2014.

2.1.1. Inclusion criteria

- Patients diagnosed with three-vessel disease on coronary
angiography.

- Patients of all ages, all genders are enrolled no matter they
have history of PCI or not.

- Patients who are operated on by classical CABG surgery on
all three vessels.

- Patients who have complete medical record, agree to be
operated on and participate into the study.
2.1.2. Exclusion criteria

- CABG surgery associated with other cardiovascular surgery:
valve replacement, ascending aorta replacement, carotid
endarterectomy, etc.
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- Patients with MI related complications require surgery other Table 3.1. General features of study population
than CABG: ventricular septal defect closure, mitral valve repair, etc. General features n | % @m=93)

- Patients with history of open-heart surgery: valve Age (mean + SD) 65.34 + 7.65 (44 - 83)
replacement, congenital heart disease repair, etc. Male 71 76.34

- Patients undergoing non-classical CABG surgery, no three- __ Female 22 23.66
vessel disease or three-vessel disease but less than 3 vessels were Diabetes Mellitus 20 21.51
revascularized. Hypertension 70 75.27

- Incomplete medical record. v ?r(l)l_(ef - é(3) S 33
2.2. h yocardial itarction .
I Isg‘lt(zlzljlfndeetsi;:iz Renal failure 5 538

e . . <18. .

- Cross-sectional  observational study conducted at 3 58_523 485 42 29
Cardiovascular Center, E Hospital on patients undergoing CABG BMI >23-275 38 20.86
surgery in the period 2/2010 — 12/2014. >27.5 2 2.15

- Study sample calculation: We applied sample calculation Farsr’nlyll(l}story 632 6365677
. . . . moking 2
formul.a 1.n observational study with the rates of postoperative Dyslipidemia 38 40.86
complications [69]: History of extra-cardiac surgery 11 11.83
n > (Z/d)*xpx(1- Preoperative coronary stent 10 10.75
px(1-p
n: Study sample. Z: level of statistical significance, if level of 3.2 Early results

3.2.1 Intraoperative results:

. " oo _ . _ )
significance is 95% then Z=1.96. d: allowed error = 0.05. p: Rates of Table 3.2 Intraoperative results

early post-operative complications. In study of Serruys, this rate was

5.4%. Apoly the ab " ) > 79 1.Intraoperative time i +SD Min — Max
,4%. e above formula, n > 79. —

o APP y_ v 4 . _ - Operation time (hours) 5.54+£0.98 35-8
2.2.2 Surglcal method: Classical CABG: use extracorporeal - Aortic cross-clamp time (minutes) 143.90 + 40.36 61 -279
circulation, aortic cross clamp, cardiac arrest. - CPB time (minutes) 178.55 +42.39 86 - 307
2.2.3. Study variables 2. Number of grafts 4.12 0.73 3-6

. .. . Internal mammary artery 84
+
. Preoperative c11T11<?a1, laboratory, echocardiography, coronary 3. Vessel used for bypass graft Radial artery a
angiography characteristics. Saphenous vein 235
+ Intra-operative characteristics. Single 78
+ Postoperative characteristics (at Intensive Care Unit and Ward) 4. Types of graft Y gr?‘ft 132
. . Continuous, 2 grafts 33
+ Variables at the last follow-up visit in 2016 .
. . Continuous, 3 grafts 140
2.2.4 Data analysis: SPSS software, version 16.0 5. Coronary endarterectomy 24 patients
Chapter3 3.2.2 Early postoperative results
STUDY RESULTS - 100% patients are free from angina

3.1 Preoperative characteristics
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- NYHA class of symptoms is improved immediately after
surgery (p < 0.05)

- Left ventricular ejection fraction is significantly improved in
patients with low preoperative EF (<50%) (p = 0.03).

- Before surgery, 31 patients had regional wall motion
abnormalities, after surgery only 15 patients had abnormal wall motion,
no new-onset cases. This change is statistical significant (p = 0.01).

3.3.3 Complications

Hemothorax requires drainage is the most common
complication (10.75%)

4 patients suffered from bleeding required reoperation, in
which one case bled at the postoperative day 2, and had been
extubated.

7 patients (7.53%) had postoperative renal failure, 5 patients
needed peritoneal dialysis (3 of which died).

2 patients had MI: 1 patients died, 1 patient had early occlusion
of graft into LAD and PCI was successfully performed.

- 6 deaths including: heart failure, MI, ventilator-associated
pneumonia, renal failure required peritoneal dialysis, sternitis, multiple
organ dysfunction.

3.3 Long-term outcomes

In total, 87 patients survived, 2 patients were lost at follow-up.

Mean follow-up time: 52.13 + 14.79 months (25 — 79 months).

There were 9 deaths during follow-up period (1 patient died of
traffic accident), 76 patients survived.

Coronary angiography after surgery: 56 patients (Invasive
angiography: 51 patients, multiple-slice computed tomography: 5), in
total 225 grafts were imaged.
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Graph 3.1: Time-survival curve

13 patients had recurrent angina, the majority were stable and
underwent invasive coronary angiography.

Among 76 survived individuals, there was no patients with
severe (NYHA class 11, IV) heart failure.

There were no significant differences in EF and the number of
patients with regional wall motion abnormalities at follow-up visit
compared to at discharge and before surgery.

- There were 56 patients underwent angiography after surgery,
51 invasive angiographies and 5 computed tomography.

- There were 225 grafts being imaged: 141 were patent (Grade A),
9 were stenosed (grade B), 75 were occluded (grade O). Patient rate was
141/225: 62.67%. Stenosis/occlusion rate: 84/225: 37.33%.
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Table 3.3: The level of stenosis/occlusion of graft into target
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Table 3.5: Graft stenosis/occlusion in groups with and without
coronary endarterectomy

vessel
sults of coronary Patent Stenosed/Occluded

angiography (n n % n % P
1. LAD (n=56) 45 80.36 11 19.64
2. Septal (n = 39) 28 | 61.79 11 28.21

- pl-5=0.003
3. Diagonal (n=4) 2 50 2 50

- p2-5=0.161
4. Left circumflex (n = 66) 33 50 33 50
5. RCA (n=60) 33 55 27 45
Comments:

Graft into LAD has lowest rate of stenosis/occlusion compared

to other coronary arteries: 19.64% (p(1-5) = 0.003). There was no
difference between other arteries (p(2-5) = 0.161).

Talbe 3.4: Comparison of patent rates between three types of grafts

ngiography | Patent | Stenosed/Occluded | Total
Graft vesse n (%) n (%) n (%) P
4
1. LIMA o ? >8
(84.48) (15.52) (100)
1 1 4 1-3<0.
2. Radial artery 8 6 3 pl-3<0.05
(52.94) (47.06) (100) p2-3<0.05
74 59 133
3. Saph i
APACIOUS VEIL 1 56 64) (44.36) (100)
Total 141 84 225
a
0 (62.67) (37.33) (100)
Comments:

LIMA graft has highest patent rate compared to radial artery
(RA) and saphenous vein (SV) graft (p1-3< 0,05). There was no

difference between RA and SV graft (p2-3< 0.05).

Endarterectom Patent | Stenosed/Occluded | Total
Y| n @) n (%) n%) | P

Ves 15 2 17
(88.24) (11.76) (100) | oo
o 126 82 208 |

(60.58) (39.42) (100)

84 141 225

Total (37.33) (62.67) (100)

Comments:

In total, 17 patients with coronary endarterectomy had
coronary angiography after surgery.

The endarterectomy group has significantly lower rate of graft
stenosis/occlusion (p = 0.034).

Table 3.6: Main complications during follow-up period

Complications n %
Cardiovascular death 6 7.06
Stroke 2 2.35
MI 1 1.18
Reoperation 1 1.18
Coronary stenting 5 5.88

Comment:

Cardiovascular death, stenosis requires intervention are the
most common complications.
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3.4. Factors related to surgical outcomes Table 3.9: Risk of mechanical ventilation > 72 hours
Table 3.7: Risks of early death
° 95% confidence
Risk factor RR 95 /0_ Confidence p Risk factors RR . p
interval interval
Age>70 12.22 1.50-99.79 0.002 Age=70 5.28 1.43 -19.51 <0.01
Previous MI 1.0 0.24 -4.72 >0.05
Female gender 6,45 1.27-32.90 0,01 revious , ’ ’
- Emergency or semi- 534 103531 0.04
Emergency or serr.n— 833 1.65-42 0.0024 emergency operation ' ' ' .
emergency operations - -
Left main stenosis >75% 4.44 1.31-14.99 0.01
. . o
Left main stenosis >75% | 0.73 0.09-5.90 >0.05 EuroSCORE 1152% 829 1843739 <0.001
EuroSCORE I1 > 5% 12.28 3.02-49.95 <0.001 Use of 3 inotropes 7.08 2.33-21.52 <0.001
Severe renal failure 35.2 8.35-148.34 <0.001
Table 3.10: Long-term mortality risk
D C . ° -
: Table 3.8: Risk of early complications Risk factors RR 95 /o confidence p
Risk factors RR 95% confidence interval
interval P Age>70 358 | 1.05-12.15 0.03
Age>70 1.40 0.80—-2.42 >0.05 Female gender 1.06 0.24 — 4.68 >0.05
Peripheral art Previous MI 2.93 0.88 —9.81 >0.05
cripherat attety 175 1.03-2.97 0.04 : :
disease Emergency or semi-emergency operation | 6.34 1.94 -20.70 <0.001
Previous MI 0.37 0.13-1.10 0.03 Left main stenosis >75% 4.34 1.29-14.58 0.01
semi-emergency 1.12 0.58-2.16 >0.05 EF <40% 3.75 1.11-12.68 0.03
operation CPB time > 3 hours 10.16 1.33-77.66 <0.01
Left main stenosis
1.17 0.63 —2.18 >0.05
>T75%
Operation time >6h 2.21 1.33 -3.66 0.004
Severe renal failure 3.14 2.31-4.27 0.001
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Chapter 4
DISCUSSION

4.1. Surgical outcomes
4.1.1. Clinical symptoms improvement

Symptoms improvement, help the patients to return to normal
daily activities are the main goals of CABG surgery. Our study
showed that after surgery, the symptoms of patients were
significantly improved: all survivals were free from angina
immediately after surgery, symptoms of heart failure were improved.
Over more than 4 years of follow-up: 82.9% of patients do not have
recurrent angina.

Lorusso’s study with mean follow-up time of 3.8 + 6 years
(ranged from 3 months to 9 years): at 4 years after surgery, the rate of
patients with NYHA class III, heart failure decreased from 43%
before surgery to 24%; at 8 years after surgery, this rate was 35%.
4.1.2. Evaluation of the recovery of contractility function on
echocardiography:

We evaluated the changes in contractility function on trans-
thoracic echocardiography through 2 parameters: left ventricular
ejection fraction (LVEF) and abnormal regional wall motion. Normal
value of EF is > 50%. According to Jeroen J Bax, the LVEF is
considered being improved when it increases > 5%. In our study:
there was no early postoperative change in LVEF. However, the
number of patients with low EF was significantly reduced compared
to that before surgery. The number of patients with regional wall
motion abnormalities also decreased significantly: from 31 patients
(33.33%) to 16 patients (17.98%), no newly diagnosed cases. At 52
months follow-up visit, there was no difference. The majority of
studies showed that the group of patients with low EF recieved
improvement after surgery.

4.1.3. Complications
4.1.3.1. Neurological complications

Neurological complications are quite common in open heart
surgery, which increase the mortality rate, healthcare cost, affect the
quality of life of the patient.
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Reasons: cerebral vascular occlusion due to extraneous body,
air, incomplete cerebral perfusion during operation, atrial fibrillation,
cerebral edema (due to ventilation, inflammatory reaction due to
extracorporeal circulation). According to Hogue, 30-50% of patients
suffering from stroke due to atherosclerotic plaques from aorta wall.
Besides atherosclerotic plaques, tissue pieces in pericardial cavity is
suctioned into extracorporeal circulation, the majority are small-size
fat particles, also the causes of vascular embolism.

One factor has to be considered to prevent and minimize
neurological complications is to detect and treat carotid artery disease
before surgery. According ACC/AHA 2004, carotid ultrasound
before surgery is recommended, patients with recent history of stroke
should delay the surgery after 4 weeks. Our research protocol
followed all these recommendations. There was only 1 patient
suffering from intracranial hemorrhage, there was no cases in brain
infarction.
4.1.3.2. Postoperative acute kidney injury

Results: after surgery, 7 patients (7.53%) in our study had
acute kidney injury at different levels, 5 patients (5.38%) needed
peritoneal dialysis, 3 patients died. Therefore, the mortality rate
among patients with kidney failure requiring peritoneal dialysis is
extremely high: 60%.

In addition to neurological complications, postoperative acute
kidney failure is also a commonly seen adverse events. According to
ACC/AHA 2004, in one study with 2,222 patients undergoing
CABG, the rate of postoperative kidney failure was 7.7%; in which
18% (accounted to 1.4% of study population) needed dialysis. The
mortality rate of patients without renal failure was 0.9%, patients
with renal failure not require dialysis was 19%; patients with renal
failure require dialysis was 63%.
4.1.3.3. Postoperative myocardial infarction

There are many causes, risk factors of postoperative MI: severe
stenosis of left main, severely diffuse stenosis, etc. However, the
main reason is intraoperative problems: myocardial protection,
incomplete revascularization, and especially the techniques to
perform anastomosis, torsion or pressed graft.
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Due to the difference in experience of each cardiovascular
surgery centre, the severity of the disease, and the application of
different criteria partially explain the differences between studies.
Nalysnyk summarized the results from different studies and showed
that the results varied a lot between studies: from 0 to 29.2%; mean
3.9%. In our study, 2 patients (2.15%), in which one patient died and
1 patients had graft occlusion and underwent successful PCI.
4.1.3.4. Postoperative bleeding

Postoperative bleeding is a common surgical complication,
especially with open heart surgery when anticoagulant and
extracorporeal circulation are used. There are two causes of bleeding
after open heart surgery: (1) Mechanical bleeding: there is a clear
bleeding point in surgical field, anticoagulant tests are within normal
range. (2) Bleeding due to anticoagulant disorder. We had 4 patients
with bleeding required reoperation, accounted to 4.3%. In these
patients, one case bled at postoperative day 2: the patients had been
extubated, suddenly bled through drainage tubes. Emergency
operation revealed bleeding from anastomosis to left circumflex
coronary artery. All other patients bled from the sternum. Summary
about bleeding causes, Hall concluded that: most of bleeding were
caused by mechanical causes related to the surgery, in some studies
this rate was 100%.
4.1.3.5. Sternitis

Sternitis is one of the most severe complications of heart
surgery which prolong hospital length of stay, increase cost of
healthcare, threaten patient’s life, affect the long-term outcomes. The
mortality rate of patients with sternitis is extremely high due to
uncontrolled infection, sepsis, multiple organ failure.

In our study, there were 4 cases (4.30%) suffered from
sternitis. All patients had symptoms of systemic infection, unstable
sternum, unhealed wound with dirty excretion. Sternitis not only
increases the mortality rate, prolong the hospital length of stay, the
cost of healthcare, but also affects the long-term outcomes after
discharge. Many solutions have been proposed to prevent sternitis:
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blood glucose control, exclude any infection before surgery,
patients’s hygiene, prophylaxis antibiotics, limit bleeding and blood
transfusion, the ability and experience of surgical team to reduce
CPB time, sternum and wound-closing technique, etc.

4.1.3.6. Early death

Postoperative death depends on many factors: preoperative
characteristics of the patient, experience and ability of surgical team
(surgeons, cardiologist, pre- and post-operative treatment, intensive
cardiovascular care); the infrastructure, equipment and tools of the
surgery and postoperative intensive care. That’s why the mortality rates
vary between study subjects, study groups, and surgery centres.

Nalysnyk summarized from 176 different studies and showed
that the mean 30-day mortality rate was 2.1% (ranged from 0-7.7%).
According to ACC/AHA 2004, the group of patients with three-
vessel disease has higher mortality rate. In our study, 6 patients died:
one from heart failure, 1 from MI, 4 patients died from ventilator-
acquired pneumonia, renal failure required peritoneal dialysis,
sternitis, and multiple organ failure.
4.1.3.7. Early stenosis/occlusion of bypass graft

Statistics of Balacumaraswami and Taggart showed that the
rate of unqualified grafts during operation was approximately 4% of
the total number of grafts, 8% of patients, and this rate related to
many technical factors. This is one of the most important causes of
postoperative MI, not only results in early complications but also
affect the long-term outcomes of the surgery. Intraoperative check-up
of bypass graft to avoid technical complications such as: anastomosis
stenosis, torsion, fold, etc. to be fixed before completing the surgery
minimalize this rate.

There are many methods to evaluate the graft during operation:
invasive angiography, magnetic field magnetic image recording,
coronary Doppler ultrasound, fluoroscopy, Ultrasonic transition
time... Invasive angiography is still the standard method but is hard to
perform in the operating theatre. 2 methods which are chosen the
most are fluoroscopy and flow measurement by Ultrasonic transition
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time. In our study, one patient had unstable angina 2 weeks after
surgery, electrocardiography showed signs of MI. Coronary
angiography revealed the occlusion of bypass graft to LAD. The
patient had one stent implanted.

4.1.4. Graft imaging

The patency of the graft is the key factors of the success of the
surgery and the quality of life of patient after surgery: improvement
of symptoms, MI, mortality, recurrence of angina, postoperative
survival, etc. Many factors affect the stenosis/occlusion of bypass
graft: types of graft used, anastomosis technique, the level of stenosis
of target vessel, underlying disease and risk factors, etc. Among
vascular used to make bypass graft, internal mammary artery has
been proved to be the best graft with highest patent rate over time
compared to other vessels. LIMA-LAD graft is considered standard
CABG. The level of stenosis of target vessel before surgery also has
great effect on graft patency over time due to the competitiveness
between natural flow in target vessel through the stenosis and the
flow via the bypass graft. The competitive flow is reversely
proportional with the level of stenosis of target vessel. This phenomenon
is often observed near the end-to-side anastomosis, also considered the
reverse flow phenomenon: on coronary angiography, there is no flow
through anastomosis to coronary artery via bypass graft but there is
reverse flow from coronary artery to bypass graft through anastomosis.
4.1.7. Results of concomitant coronary endarterectomy

Concomitant coronary endarterectomy in CABG surgery to
achieve complete revascularization. Many studies have showed that
patients who complete revascularization is achieved has higher 5-10
years survival rate, lower rate of recurrent angina. Results from study
of Nguyen Van Phan: “There is no improvement in ejection fraction
when only 2 grafts were performed. Patients with three bypass grafts
or more have statistically significant improvement in EF”.

In this study, we performed coronary endarterectomy in 24
patients. There was no technical complication. Mortality rates during
follow-up was 2/22 patients (9.52%) with endarterectomy and 7/54
patients (12.96%) without endarterectomy. However, the difference
is not significant statistically. The rate of patent graft is higher in
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endarterectomy group: 88.24% compared to 60.58% in non-
endarterectomy group.
4.1.8. Long-term mortality
There were 9/85 patients (10.59%) died during follow-up.
Among these, 1 patient died from road accident, 8 patients died from
different situations (from asking their relatives): MI, stroke, cirrhosis.
According to ACC/AHA 2004, the 5-year-survival rate after
CABG surgery is 92%, after 10 years, this rate is 81%. Meta-analysis
from 23,960 patients undergoing CABG surgery showed the risk
factors of late mortality including: advanced age, impaired left
ventricular function, diabetes mellitus, multiple vessel lesion, renal
failure, history of MI. Single-variable analysis in our study showed
the relationship between some factors: age >70, female gender,
emergency or semi-emergency operation, left main stenosis > 75%,
EuroSCORE 11 > 2%, EF < 40%, the use of 3 inotropes after surgery.
4.2. Risk factors of surgery
4.2.1. Age, Gender

The age of patients undergoing CABG surgery is increasing.
The structure of an elderly heart has many changes, as well as
increased rates of co-morbidities: hypertension, chronic pulmonary
disease, impaired renal filtration function, cerebral vascular disease,
etc. Therefore, elderly patients have higher risk of complication after
surgery. Study by Manché compared two groups of patients: < 70
years old and > 70 years old showed that: early as well as long-term
mortality rates, rates of cardiac and extra-cardiac complications
(stroke, renal failure, respiratory failure) were higher in patients > 70
years of age. Our study showed that the age > 70 is a risk factor of
early and long-term mortality and prolonged mechanical ventilation >
72 hours.

Many studies have demonstrated that female has higher risk
compared to male in CABG surgery. Investigating on the effect of
gender on outcomes of CABG surgery, Catherine Kim et al
conducted a meta-analysis from 23 RCTs from 1985 to 2005.
Results: the early mortality rate in female patients was higher than
that of their counterpart. Most of the studies showed that there was
no difference between two genders in long-term mortality rate.
Results from our study also showed that female gender was a risk
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factor of early mortality (p=0.01), there was no difference between
male and female in long-term mortality.
4.2.2. History of myocardial infarction

History of MI is one of the factor relating to postoperative
death and complications. Study by Geraci (2005) on 15,228 patients
undergoing surgery, investigated the relationship between history of
MI and postoperative death confirmed that prior history of MI is a
risk factor of early mortality, particularly MI occurs < 7 days before
surgery. Nguyen Van Phan from Ho Chi Minh Heart Institute also
showed that early postoperative mortality is significantly higher in
patients with history of MI. Our study showed similar results: prior
history of MI is a risk factor of early mortality and also a risk factor
of postoperative complications.

4.2.4. Surgical situation

Study results showed that 13/93 cases were semi-emergency
operations (13.98%), 5 cases were emergency ones (5.38%). Single-
variate analysis showed that emergency or semi-emergency operation
is a risk factor: (1). Hospital death: the risk is 8.33-time higher; (2).
Mechanical ventilation time> 72 hours: the risk is 2.34-time higher
(Table 3.40); (3). Long-term mortality: the risk is 6.34-time higher.

Danner’s study on 109 patients showed that mortality rate in
emergency surgery is 18.3%. In particular, among these patients, the
mortality rate of patients with cardiogenic shock is 55%, without
complete revascularization, this rate increases to 78%.

4.2.5. Preoperative impaired left ventricular function

All preoperative risk stratification systems consider low EF a
risk factor of early mortality and complication. Results from studies
of ACC/AHA on 23,960 patients in nearly 20 years also showed that
preoperative impaired left ventricular function is a risk factor of long-
term mortality. In our study, EF<40% increases the long-term
mortality rates 3.75 times.

4.2.6. Left main stenosis

Left main supplies blood for the major part of left ventricle.
When left main stenosis presents, the regions supplied by LAD and
LCx are both affected. Therefore, LM stenosis is considered a severe
lesion. In our study, 36.6% of patients had LM stenosis >50%
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(significant stenosis), LM stenosis >75% increases the risk of long-
term mortality 4.34 times. Due to high risk of cardiovascular
complications before and after surgery, in cases with significant
stenosis of LM in patient with acute coronary syndrome, LM stenosis
>75%, NYHA class IV heart failure, prior history of MI should be
operated on early, within 10 days after confirmed diagnosis by
coronary angiography.
4.2.7. EuroSCORE scale

One concern in cardiac surgery, in particular CABG surgery is
mortality prognosis. Many scales have been studied and applied in
clinical practice. EuroSCORE 1I scale is the most commonly used
scale to date. Study by Biancari showed that EuroSCORE II is not only
valuable in predicting death but also in predicting risk of dialysis,
prolonged use of inotropes, and ICU length of stay > 5 days. In our
study: patients with EuroSCORE 1I > 5% has 8-fold higher risk of
prolonged mechanical ventilation > 72 hours, EuroSCORE II > 2%
increases long-term mortality rate 3.37 times.

CONCLUSION

Through the study on 93 patients with three-vessel disease
undergoing classical CABG surgery from 2/2010 — 12/2014 at
Cardiovascular Center, E Hospital, we have some conclusions as
following:

Surgical outcomes

- Patients are in elder group (77,42% > 60 tudi), have more
grafts, long operating time.

- Symptoms improvement immediately after surgery: 100% of
patients are free from angina. Left ventricular contractility is
improved significantly in patients with EF < 50% before surgery. The
number of patients with abnormal regional wall motion significantly
reduced after surgery.

- Hemothorax is the most common complication (10.75%).
Hospital death is quite high (6.45%).

- LIMA is the best graft: LIMA graft has the lowest stenosis-
occlusion rate (15.52%). There is no difference between Radial artery
graft (stenosis-occlusion rate 47.06%) and saphenous vein (44.36%).
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- The rate of patent graft proportionates with the level of
stenosis (>95%) of target vessel before surgery: graft to vessel with
stenosis >95% has lower stenosis-occlusion rate.

- Coronary endarterectomy does not increase mortality and
complications rate. This is a solution in cases with severe
atherosclerotic vessel which is hard to perform anastomosis, or the
quality of bypass graft is not secured and to provide complete
revascularization.

- Survival rate during follow up is similar to other studies
(89.4%). Survival prediction based on Kaplan Meier curve: after 1
year, 3 years and 6 years are 96.43%, 96.43% and 84.26%,
respectively.

2. Some factors relate to surgical outcomes

- Risk of early mortality: Age: > 70 years old increases early
mortality rate 12 times. Gender: female is one factor increases the
risk 6.5 times. Surgical situation: patients undergoing surgery in
emergency or semi-emergency situation have 8-fold higher risk of
early mortality. EuroSCORE II > 5% increases the risk 12 times.
Patients with renal failure requiring dialysis, patients with 3 inotropes
have the highest mortality rates (60% and 71.43%, respectively).
Postoperative renal failure requires peritoneal dialysis is a factor that
increases the risk of early mortality 35 times.

- Risk of ventilation >72 hours: Age > 70 years old increases
risk 5 times. Surgical situation: patients undergoing surgery in
emergency or semi-emergency situation have 2.3-fold higher.
EuroSCORE II > 2% increases the risk 8 times. Left main stenosis >
75%: increases the risk of prolonged ventilation 4.4 times. The use of
3 inotropes after surgery is a factor that prolongs the duration on
mechanical ventilation.

- Risk of long-term mortality: Age: > 70 years old increases
risk of long-term mortality 3.6 times. Surgical situation: patients
undergoing surgery in emergency or semi-emergency situation have
6.3-fold higher. Left ventricular ejection fraction < 40% increases the
risk of long-term mortality 3.75 times. Left main stenosis > 75%:
increases the risk 4.3 times.
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RECOMMENDATIONS

Based on the study results, we suggest the following
recommendations:

- Left internal mammary artery with root should be used to
make bypass graft to left descending coronary artery. LIMA is the best
graft. The use of LIMA as a bypass graft to LAD is the method with
the best long-term results.

- Coronary endarterectomy should be performed in cases with
severe atherosclerotic disease which is hard to perform anastomosis
and secure the quality of bypass graft to achieve complete
revascularization.



