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PAT VAN PE

Ho van dong mach chu 1a ton thuong 1am cho van déng khong kin,
méu trao nguoc tir dong mach chii vé budng thit trii trong thoi ky tm
truong. Bénh 1y nay duoc Vieusens md ta 1an dau tién vao thé ky thi XVIIL

Pay 1a thuong ton van tim twong ddi thuong gip, do nhicu nguyén
nhan giy ra nhu bat thuong vé giai phau, bénh 1y tai van, gbc dong
mach chu...... Tai cac nude phat trién nhu My, chau Au co khoang 10%
sO ngudi cao tudi bi ton thwong van dong mach cha va chiém khoang
10% tong s6 bénh nhan mac bénh van tim, dimg hang thir 5 trong s6 cac
thuong t6n van tim. Nguyén nhan hang dau dugc cho 1a do thoai hoa
van, khoang 10- 15 % sd ngudi trén 60 tudi bi ton thuong van dong
mach chu véi cac mirc dd khac nhau.

Véi cac nudc dang phat trién va Viét Nam nguyén nhan hang dau
gy bénh van tim & nguoi tré tudi 12 hdu qua cta thap tim. Theo tac gia
Nguyén Pha Khéng ton thuong van dong mach chua do thap chiém 25%
s6 bénh nhan bi thwong ton van tim, trong phan 16n cac truong hop ho
van dong mach chii do thip c6 kém theo hep van tir mirc do nhe dén
vira. Ho van dong mach chu trong nghién ctru ctia chung t6i bao gom
hé don thuan va ho van 1a cha yéu.

Trong hd van dong mach chu chia thanh 2 nhém hé cha cép va ho
cha méin. Ho van DMC cép (thudng sau viém nodi tim mac nhiém
khuan), gdy hau qua suy tim sung huyét rit sém. Trong khi d6 hé van
dong mach chi mén tinh 13 thuong tén dién ra kéo dai trong nhiéu
thang, nhiéu nim véi triéu ching tién trién 4m thdm. Theo Kirklin, h&
van dong mach chu ning thoi gian sdng kéo dai tir 3-10 nam. Con Borer
cho thiy hé cha khi d xuét hién céc triéu ching co ning, nhung chirc
nang thét trai con binh thudng ma khong md thi 80% song trén 5 nam.
O Viét Nam, theo Nguyén Lan Viét, ton thuong van dong mach chu khi
da c6 tridu chimg co ning ty 1& séng giam nhanh néu khéng mé. Vi ho
van muc do nhe - vira 85-95% song trén 10 nim, nhung hé van mirc do
vira — nang du duoc diéu tri ndi khoa, ty 1€ séng trén 5 nam chi khoang
75% va sau 10 nam: 50%. Ty 1& tir vong ting tuyén tinh hang nim véi
bénh nhan c¢6 triéu ching 1am sang: 9,4%, chua co tri€u ching 1a 2,8%.
Phiu thuat 13 mot trong cac phuong phéap diéu tri nham giai quyét tinh
trang ho van dé kéo dai thém thoi gian sdng, ning cao chit lugng cude
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sdng cho bénh nhan. Hién nay c6 nhidu phuong phap: sira van, thay
van, ghép van... Viéc lya chon thoi diém phiu thuat, phuong phap phau
thuat khong chi tiy thudc vao mirc do thwong ton van, chiic ning cua
tim ma con phu thude vao diéu kién ciia bénh nhan.

Xuét phat tir thyc té trén ching t6i tién hanh dé tai: "Nghién ciru
dic diém lam sang, cdn lam sang va két qud phdu thudt hé van djng
mach chii tai bénh vién hiru nghi Viét - Pirc ** nham cic muc tiéu sau:

1. M6 ta dac diém lam sang va cdn lam sang Cia hé van dong
mach chu dwoc phcfu thudt tai bénh vién hitu nghi Viét Durc.

2. Pdnh gid két qua sau phdu thudt bénh 1y hé van ddng mach chii
tai bénh vién hivu nghj Viét Pirc.

* B6 cuc ciia luén an:

Luan 4n gom: 142 trang, phan dit van dé 2 trang va két luan 2

trang. Luan 4n gdm 4 chuong: Chwong I Tong quan dai 37 trang,
chuong 2 d6i twong va phuong phap nghién ciru dai 14 trang, chuong 3
két qua nghién ctru dai 32 trang, chuong 4 ban luan dai 38 trang. Luan
an c6 50 bang, 32biéu dd va hinh. 22tai liéu tham khao tiéng Viét,160
tai liéu tham khao tiéng Anh. Phan phu luc gém ¢O hinh anh minh hoa
céc bénh nhan diéu tri, bénh an nghién ctru, thu moi bénh nhan vé kham
lai, danh sach bénh nhan.
* Y nghia thyec tién va déng gop ciia ludn an: Trong qué trinh nghién
ctru ching t6i nhan thiy thuong ton hé van dong mach chu c6 dic diém:
dién bién 4m tham, it c6 biéu hién triéu ching; Thuong tén chu yéu tai
14 van, thuong ton gdc dong mach chu con it gap. Trong d6 thuong tén
van tim do viém nhiém (thép tim, viém ndi tdm mac..) chiém ty 1€ 16n.
Nén thuong c6 thuong tén két hop nhu hep van.....

Bénh nhan c6 chirc ning thét trai giam nhiéu(EF < 30%) van nén
duoc phau thuat, tuy ty 18 tir vong c6 cao hon, su cai thién chirc ning
ctia tim thap hon nhung 14m sang c6 sy cai thién 15 rang

Thay van van 1a liwa chon hang dau trong hé van dong mach chu.
Van sinh hoc ¢6 xu huéng duge mé rong chi dinh khi c6 wu diém khong
phai str dung thudc chéng dong, c6 muc do chénh 4p qua van thip hon
so vo1 van co hoc.

Chtic nang that trai co su phuc hoi 15 rét trong 6 thang dau sau md
biéu hién thé tich that trai, khéi luong co thét trai giam nhiéu
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Chuong 1. TONG QUAN

1. 1. Giai phiu gbc va van dong mach chii
1.1.1. Géc dpng mach chii: dugce tinh tir chd bam ciia cac 14 van bén
trong that trai dén chd ndi xoang valsalva va dong mach chi 1én. Goc
dong chu dugce xem nhu 13 phin cta dudng ra thét trai, c6 chirc ning hd
tro vé ciu trac van dong mach chu, cac 14 van, xoang vanh, vong van.
1.1.2. Gidi phdu van dgng mach cha
1.1.2.1. Van déng mach binh thuwong: gdm ba 14 van mong hinh ban
nguyét. La vanh phai; 1a vanh trai; 14 khong vanh. Chiéu rong trung
binh: vanh phai: 25,9mm, khong vanh: 25,5mm, vanh trai: 25,0 mm.
Chiéu cao trung binh cta 14 vanh phai, khong vanh, vanh trai 1a: 14,1;
14,1; 14,2mm.
1.1.2.2. Bdt thuong vé gidi phdu van déng mach chi: Van dong mach
chaco 114 van; 2 1a van; 4 14 van.
1.2. Cac nguyén nhan giy hé van dong mach chi man tinh
1.2.1. Bénh Iy goc dpng mach chii

Su gian khong rd nguyén nhan cia gbc dong mach chii, vong van,
xoang Valsalva va dong mach chu Ién. Ngoai ra con gap trong:

- Hoi ching Marfan.

- Viém thanh dong mach chu do bénh giang mai

- Hoi ching Ehlers-Danlos

- Hoi chung Reiter

- Chan thuong hay phdng 16c cta thanh dong mach chu
1.2.2. Bénh ly tai la van dong mach chu:

- Di chig van tim do thip

- Thoai hod vo6i hodc thoai hoa nhay

- Phinh gian xoang Valsalva.

- Bat thuong vé giai phau: Van dong mach chu hai 14, bon la.......

- Viém ndi tdm mac.
1.2.3. Bénh ly khong tai gbc va van dgng mach chii

Do van dong mach chu bi sa thir phat gip trong thong lién that
phan cao (hoi chimg Laubry Pezzi) va ting huyét ap hé thong.



1.3. Chén doan thwong tén hé van dong mach chi
1.3.1. Lam sang

+ Co nang: thudng khong biéu hién gi trong thoi gian dai.

Dau thit ngyc: xuat hién ¢ nhitng bénh nhan hd chii ning

Kho thd khi gang sirc: ting dan phu thudc vao mirc d suy tim.

+ Murc do suy tim: theo phan loai NYHA

+ Huyér dp: binh thuong néu HoC nhe, khi HoC nang, huyét ap
tam thu tang cao, huyét ap tdm truong giam nhiéu, tao ra chénh 1éch vé
huyét ap 16n, c6 thé gay ra cac dau hiéu nhu: Musset, Miller, Hill.....

+ Nghe tim: Nhip tim van binh thudng, téi giai doan mudn, nhip
thuong nhanh.

- Tiéng Ty md khi HoC ning va réi loan chirc nang that trai; tiéng
T, thuong mo, tach doi.

- Théi tAm trwong: khoang lién suon III- IV canh tc trai.

- Théi tAm thu: khoang lién suon IIl- IV canh trc tri do c6 hep
kém theo hodc do ting luu luong tdng mau qua van dong mach chu.

- Rung tam trwong Austin Flint: & mom tim trong HoC niang.
1.3.2. Can lam sang

+ X Quang phoi: Co thé thiy hinh anh tim gian to, chi s tim nguc
ang, thét trai gidn. Gian dong mach chu 1én goi y bénh 1y ciia gbc dong
mach chu: hoi chirng Marfan, boc tdch dong mach chu.....

+ Bign tdm do: Thuong c6 day nhi trdi va phi dai that trai biéu
hién tryc léch trai va ting ganh tAm truong that trai, rdi loan nhip it xay
ra, chi & giai doan cudi. Bléc nhi that c6 thé gip khi 4p xe vong van
bién ching viém ndi tim mac.

+ Siéu am tim: Gitp chan doan va dua ra chi dinh phau thuat. C6
thé thyuc hién siéu Am qua thanh nguc hodc siéu am qua thuc quan.

Pdnh gid tinh trang tén thirong ciia ld van va goc déng chii:

- Thuong t6n 14 van:Po day, tinh chét thuong ton; bat thudng giai
phau 14 van.

- Gbc dong mach chu, kich thudc vong van.

Xac dinh mirc do ho van: dua trén siéu am Doppler mau, Doppler
thuong: dong ho phut tir dong mach chii vé tht trai trong ky tam truong ...



Pdnh gid hinh thdi va chire ndng that trdi:

- Hinh thai ca that trai:

Thé tich that trai va chi sé thé tich that trai: Ho van dong mach
cht man tinh 1am tang thé tich that trai.

Khoi lwong co thdt trai: Phi dai thét trai khi KLTT > 134g/m2 &
nam va >110g/m2 ¢ ni.

- Chtrc nang tam thu that trai: duoc tinh tir cac chi s6 2D va TM .

Churc nang co bop cua co tim:

Chire ndng tam thu that trdi:

. han xuat tdng méau (EF - ejection fraction): chi sd tam thu tin cay,
dugc tmg dung rong rii nhat trong tim mach.

- Chirc niang tdm truong thét trai : chi yéu dugc danh gia qua: Siéu
am TM, Doppler

+Théng tim: Ngay nay duoc chi dinh khi c6 nghi ngd vé ton thuong
rén si€u &m hoac chup mach vanh cho bénh nhan nam >40 tudi va nir >
50 tudi trude khi mo dé loai trir bénh dong mach vanh.

+ Cdc phwong phdp tham do khdc: Chup cét 16p vi tinh, chup
cong huong tir dwoc ing dung rong rii dé danh gia tinh trang thuong
t6n & van.

1.4. Piéu tri
1.4.1 Diéu tri néi khoa

*_ Céc thube gian mach: Cai thién tinh trang 14m sang va huyét dong
truéc md & bénh nhan rdi loan chirc nang thét trai chua xudt hién triéu
chimg co ning. ... Khong nén diéu tri 1au dai khi da c6 chi dinh mé.

* Thubc trc ché men chuyén: lam giam thé tich hé va tang thé tich
téng mau .... gilp tai cAu tric thét trai, duy tri hodc ting phan sb tong
mau, giam khdi lugng co that tréi.

*_ Bénh nhan da xuét hién triéu ching co ning thi phai phau thuat
chtr khong chi diéu tri ndi khoa.

1.4.2 Diéu tri ngoai khoa
1.4.2.1 Chi dinh diéu tri:

* Chi dinh phdu thudt hé van déng mach chii:

Theo khuyén cao cua hi¢p hdi tim mach Hoa Ky 2006 va hdi tim
mach Viét Nam 2008. Chi dinh md khi:



- Ho van dong mach chu nang, cap tinh.

- Ho van DMC ning, man tinh don thuan can phai phau thuat thay
hoic sura van khi:

+ C6 triéu chimg co ning, chirc ning tam thu thét trai binh thuong
(EF > 50%).

+ C6 10i loan chirc ning tam thu thét trai mirc do nhe-vira (EF tur
25-50%), da co suy tim nang (NYHA V).

+ Chua c6 triéu chimg co ning nhung c6 réi loan chic ning tam thu
thét trai khi nghi (EF < 50%) c6 dan that trai nang (khi dudng kinh thét trai
cudi tim truong 75mm hodc duong kinh thét trai cudi tim thu 55mm).

+ Chua c6 triéu chig co ning, chirc ning tam thu that trai con
trong gidi han binh thuong (EF >50%) nhung budng that trai dan ning
(duong kinh that trai cudi tAm truong > 75mm hodc dudng kinh that trai
cubi tam thu >55mm).

+ Bénh nhéan can phau thuat bac ciu chu vanh, phiu thuat & dong
mach chu hodc cac van tim khac.

- V6i bénh nhan hé van dong mach chu vira nhung can phai phiu
thuat dong mach chu 1én hoac can phai ph?lu thuat bic ciu dong mach
chu vanh.
1.4.2.3. Cdc phirong phdp phdu thudt hé van dong mach chil.

* Tao hinh van: c6 wu diém: Ty 1& tir vong sau phau thuat thap,
khéng can ding thudc chdng dong, ty 16 sdng 1au dai tét. Tuy nhién ddi
v6i van dong mach chu thuong rat kho sira nén can phai xem xét kha
nang van con stia dugc hay khong.

* Thay van

+ Phdu thudt thay van déng mach chii: cit bo van dong mach chu
bi ton thuong, thay vao d6 mét van nhan tao (co hoc hodc sinh hoc),
duoc lya chon gz:fm nhu tuyét ddi, ty 1€ tir vong 2- 3%, co thé tdng cao
hon khi ¢6 thuong t6n & dong mach vanh.

+ Thay van dong mach chu qua da: qua dong mach dui, dong
mach duéi don hodc qua mom tim, dudi sy huéng din ctia man huynh
guang tang sang va si€u am tim qua thyc quan.

+ Ghép van: Ghép van tu than hogc ghép van dong loai. Loai van nay
¢6 do bén cao, chénh 4p qua van thap so véi cac loai van sinh hoc khéc.



10

1.4.3. Cdc bién chirng sau phiu thudt van PMC:
1.4.3.1. Céc bién chitng chung trong phau thudt tim hé

* Chay mau sau phiu thuat: 13 bat thuong khi vuot qua 250 dén
300 ml/h cho 2 gi¢ dau tién hodc 100 -150ml/h sau do.

* Tran dich mang phdi, mang tim: gip khoang 50-64% cac
truong hop va lam ton hai chirc nang tim trong 0,8-6%.

* Nhiém trung: Nhiém tring thuong it gap trong phau thuat tim.

- Nhiém tring vét mo: xay ra & 1-2% bénh nhan phau thuat c6 mé
xuong Uc.

- Viém xwong vc: ty 1¢ tor 1-4% truong hgp mdé xuong UGc trong
phiu thuat tim, ty 1¢ tir vong c6 thé 1én dén 50%.
1.5.3.2. Bién chirng lién quan téi thay van nhan tao.

* Ho van nhdn tgo:

Nguyén nhan: do vong van qué voi hoa, do nhiém tring

. Do 15i cua ph?lu thuat vién khi khau bi hé.

. Do thoai hda van gy hd van gép & bénh nhan sau thay van sinh hoc.

* Hep van nhdn tao: Hep chu ning: chénh ap téi da > 70mmHg
hodc chénh ap TB > 40mmHg.

Nguyén nhén: tinh trang co rit vong van, khong thé dat duoc cac
van c¢o kich thudc 16n hodc huyét khéi, qua san ndi mac vong van.

* Huyét khéi van nhén tgo: do ding thudc chéng dong khong ding,

- Ket van nhan tao: bién chuing nguy hiém, ti 18 tir vong rit cao,
wéc tinh c6 tan suat 0,5% - 6% thuong xay ra & van co hoc
1.4.3.3. Cdc bién chirng lién quan dén sira van.

* H¢ van: sau phau thuat van con tinh trang hé van. Truong hop 14
van bi thiing hoic rach lic nay can phai thay van.
1.4.3.4. Céc bién chirng khdc:

+ Rung nhi: nhiéu trudng hop sau mo6 xuat hién rung nhi

+ Réi loan dan truyén: 2-3% sau mo thay van

+ Viém ndi tdm mac: Theo Steaphanie, ty 1¢ viém mang trong tim
3,9% déi véi van co hoc va 3,2% véi van sinh hoc.

+ Dot quy: khoang 4% trai qua con dot quy khi phau thuat thay van.

+ Suy tim sau md: bién chimg thuong thay, Wilhelm ty 1 gap 2,6%.

+ Suy than chtrc ning sau mo
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Chuong 2. POI TUQNG VA PHUONG PHAP NGHIEN CUU

2.1. Pdi twong nghién ciru

GOm bénh nhian thwong tén hd van dong mach chu dugce chan
doan va diéu tri tai khoa phiu thuit Tim mach- Long nguc, bénh vién
Viét- Dtc.

2.1.1. Tiéu chudn lwa chon bénh nhén va bénh dn nghién ciru.

Gom tat ca nhitng bénh nhan khong phan biét tudi gidi, dugc chan
doan 14 h van dong mach chu cé chi dinh phau thuat:

+ Puoc md lan dau tién.

+ Chan doéan hé van dong mach chu duoc dua ra:

Lam sang: Tri€u ching hé van dong mach chu

. Tiéng thoi tm truong: & khoang lién suon I1I-IV canh tc tréi.

Siéu am:

. Thuong ton 14 van: 14 van day, co rat hodc kém theo voi hoa

. Mtrc do hé van: theo khuyén cao cua Hoi tim mach Viét Nam
2008 chia lam 4 murc do: ho nhe; vira; vira - nhiéu va nhiéu 4).

+ Khong loai trir cac truong hop hd van cé kém theo hep nhe, vira
nhung tri€u chung hé chu 1a chinh va bénh nhan c6 kém bénh 1y toan
than, bénh mach vanh.

2.2. Phuong phap nghién ctru
2.2.1. Phuwong phdp nghién ciru: md ta 1am sang cit ngang, theo ddi
doc, tién ctru.

Thoi gian nghién ciru tir 1/2006 dén 12/2010. Cac bénh nhan
nghién ciru dugce tiép nhan theo mot quy trinh sau:
2.2.1.1. Bénh nhan truoc phcfu thuat. dua theo cac chi s6:

* Kham 1am sang: Pic diém chung:

- Tudi; Gi6i

- Céc tri¢u chung lam sang:

Triéu ching co nang, toan than, thuc thé

Céc bénh 1y toan than ( tiéu duong, bénh phdi min tinh,....)

* Céan 1am sang: Cac bénh nhan déu dugc khao sat can 1am sang:

+ Xét nghiém mau: Huyét hoc, sinh héa méu, vé dong mau.

+ Xquang phdi thang: danh gia mirc d¢ gidn cua that trai that ...
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+ Dién tim: danh gia nhip tim, 16i loan dan truyén bléc nhi that...

+ Siéu am tim:

- Panh gia thuong ton: L4 van; Vong van; dong mach chu....

- Banh gia mac d6 hé van:

- Chirc nang tim: that trai, that phai vé& hinh thai budng that trai, bé
day thanh thét trai, phan sd tong mau, chi s6 khéi lugng co thét trai....

+ Théng tim, chup mach vanh: khi nghi ngo ¢6 ton thuong dong
mach vanh.

* Chi dinh phiu thuét: Chung t6i dya theo khuyén cdo ctia hiép hoi
tim mach Hoa Ky 2006 va khuyén cao cua ho1 tim mach Viét Nam 2008.
2.2.1.2. Trong phdu thudt ching toi ghi nhan:

+ Thuong ton 14 van va tinh trang gbc dong mach chu:

+ Thuong ton khac: hep mach vanh

+ Loai van: co hoc, sinh hoc, van ty than, van va doan PMC Ién
2.2.1.3 Sau phdu thudt:

Giai doan hiu phiu:

+ Tinh trang cta tim, ( Déu hay loan nhip, tiéng thoi...).

+ Van nhéan tao

+ Céc tai bién va bién ching sau khi mo: Chay méau; Nhiém tring
(vét md, viém xuong trc); Suy tim. ...

+ Bién chimg lién quan dén hoat dong ctia van nhan tao

+ Tt vong bénh vién:

Tinh trang bénh nhan lic ra vién:

+ Tinh trang 1am sang

+ Céc bién chirng: vét md, xwong Urc, van nhan tao...

+ Siéu 4m sau phau thuat: Siéu 4m kiém tra vao ngay thir 7 sau mo

- Panh gia tinh trang van nhén tao va cac bién ching ciia van

- Chuc nang that trai va sy hoi phuc cua that trai sau phau thuat

Pinh gia két qua sau khi ra vién: Thoi gian kiém tra: sau phiu
thuat 1 thang, 6 thang, 1 nam, 3 nam, 5 nam.

- Lam sang: dau nguc, kho tho, huyét ap, tinh trang cta tim

+ Bién chirng: chay mau, tic mach, ket van, suy tim...

T vong (nguyén nhén tir vong)
- Siéu am tim:
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. Tinh trang hoat dong cta van nhén tao va cac bién chung

. Su phuc hdi cta chirc ning that trai .

- Ty 18 mo lai ( 1y do mo phai mo lai, cach thirc md)
2.3. Xir ly sb liéu.

Téng két cac dir liéu thu duge dé rat ra cac dic diém caa hd van
dong mach chu.

Xt 1y s6 liéu theo phuong phap théng ké y hoc: EPI-INFO 2002 .

Chwong 3. KET QUA NGHIEN CUU

Tur 1/2006 -12/2010 chung t6i phau thuat 67 truong hgp hd van
dong mach chu.

3.1. Pic diém chung.

Tuéi: Trong 67 bénh nhan nghién ctru tudi 16n nhat 1a 70, tudi nho
nhat 13 16 tudi; Tudi trung binh: 45,8 + 12.8.

Gi6i: 49 nam chiém ty 18 73,1 %; nit 18 chiém 26,9 %.

3.2. Pic diém 1am sang ton thwong van dong mach chii trwdc mo.
3.2.1. Cac tri¢u chirng lam sang

Triéu chimg co nang thwong gdp: khé thd khi ging strc chiém
82,09%, dau nguc chiém 13,43%,

Huyét dp: Huyét ap tam thu TB: 138,34 + 13.21lmmHg. Huyét ap
tam truong TB 59,23 + 10,12mmHg; Chénh léch huyét ap téi da va tbi
thiéu TB: 65+ 11,43mmHg.

Muee do suy tim cuia bénh nhdn trudc mé theo NYHA: 4,48 % chua c6
biéu hién, 46,27%: NYHA II; 35,82% NYHA I11; 13,43%: NYHA IV.
3.2.2. Cén lam sang
3.2.2.1. X quang: 82,09 % co chi s6 tim/nguc > 55 %.
3.2.2.2. Pién tim: nhip xoang déu 82,35%, ting ganh that trai: 91,04
3.2.2.3. Siéu am

+ Mitc dp ho van: vira: 10,45%, vira d@én nhiéu: 58,21%; hé nhiéu:
31,34%, ¢6 22 truong hop kém theo hep van (nhe va vira) chiém 32,84%.

+ Kich thude cac buong tim
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Bdng 3.13 &3.14. M4t 56 théng s6 khdc trén siéu am tim trieée moé

i n X . " Hé kém
Cac thong so Chung | Hé don thuan theo hep

TTTT cudi t.truong (ml) 1754 184, 8 171,5
TTTT cudi t.thu(ml) 85,3 89,4 83,1
KL co that trai (g) 252,15 254,2 249,2
Chi s6 KLCTT trai (g/m°)

Nam 204,7 209,6 203,7

Nit 192,6 196,5 190,8

Nhén xét: Chi so KLTT cao hon ¢ nhom h¢ van don thuan (su
khac biét c6 y nghia voi p<0,05).

+ Chirc nang that trdi: Phan s6 tong mau EF (%) trung binh
53,4 £ 9,7, phan s6 tong mau >45: 59,7%, 7 truong hop c6 EF <30
chiém 10,45%.
3.3. Nhén xét trong md.
3.3.1 Th--ng tan van, ®éng m'ch chii trong phEu
thuEt.

Bdng 3.16. Nguyén nhdn gdy ton thiwong hé van déng mach chii

S6 lwong 14 van Bénh nhin | Ty 1¢

: (n=67) (%)

Bét thuong giai phau Van DMC2 14 8 11,94
Van DMC 4 14 1 1,49

Bo van day 59 88,06

M¢ép van co rit 51 76,12

Tén thuong 14 van | Vi hoa 14 van 35 52,24
Sa la van 5 7,46

Thung 14 van 3 4,48

2 B Voi hoa vong van 5 7,46
Ton thuong goc BMC Gian dong mach chu l1én 5 7,46
Thuong ton kém theo Hep dong mach vanh 5 7,46

Nhan xét: van DPMC c6 3 14 van gip 58 trudng hop chiém 86,57%, van
dong mach chu 2 1a van 11,94%, 14 van bi co rat cudn lai: 76,12%
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3.3.2. Cdc phwong phdp phdu thudt : Thay van 67 truong hop, chiém
100%. Trong d6 van co hoc 53 truong hop (79,10%), van sinh hoc 12
truong hop (17,91%), Van va DPMC 1én 2 truong hop (2,99%, 5 truong
hop c6 lam thém phiu thuat bic cdu chu vanh. C& van 23 chiém
47,76%, c6 van 21 (38 81%), cd van 25: 7,46% .

3.4. Két qua sau md

3.4.2. Cic bién chirng sau mo

Bdng 3.24. Mét s6 bién chitng gdp phdi sau phdu thudt

<X , BN .
Biéen chirng (n=67) Sinh hoc Co hoc
e A 2 1 0
Chay mau mo lai (2,99%) (1,49%) 1(1,49%)
o o 2. 1 o
Tran dich, khi mang phoi (1,49%) 0 1(1,49%)
Nhiém tring vét mo ! 3 4
& (10,45% (4.48%) (5,97%)
Suy tim sau md 6 4 2
s ! (8,96%) (5,97%) (2,99%)
, .o . 1 1
Tu vong khi nam vién (1,49%) (1,49%) 0

Nhén xét:

truong hop chay dich & vét mé chiém 10,45%.
C6 1 trudng hop sau thay van, suy tim ning, tir vong chiém 1,49 %.
3.4.3 Két qua bénh nhén khi ra vién

3.4.3.1.Tham kham lam sang va siéu dm tim khi ra vién

2 truong hop chay mau phai mo lai && cam mau; 7

Bdng 3.28. Két qud lam sang ngay thir 7 sau phdu thudt

Lam sang (nli'(;le) Ty 1€ %

I 30 45,45

I 21 31,82

NYHA i 11 16,67

v 4 6,06
Huyét 4p tdm thu (mmHg) 123,5 --
Huy¢t &p tdm truong (mmHg) 78,4 --

Dau nguc 5 7,58

Thiéu mau co tim 2 3,03
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Tinh trang hogt dong cua van nhdn tgo : van nhan tao hoat dong
t6t 89,39%, c6 5 truong hop hé van nhe chiém 7,58 %, 2 trudng hop
con chénh ap qua van >40mmHg

Badng 3.30. So sanh cac thong so trén siéu dm khi ra vién voi truéc mo

Cic thong sd Truéc md Khi ra vién p
(n=67) (n=66)
Thé tich tht trai cudi tim truong 175,4 105,4 0,0096
Thé tich thét trai cudi tim thu 85,3 46,5 0,0095
EF (%) 534+97 52,6+ 8,1 0,4774
Khéi lwong co thit tréi (g) P52,15+ 118,27| 234,4+120,2 | 0,1334
Chi sb khéi luong co that trai(g/m?) | 204,4 + 69,3 192,9+33,5 | 0,1052

Nhin xét: Chi s6 chirc ning thét trai giam hon so v6i trudc md (EF sau
md 52,7 so voi 53,4 trude md) sy khac biét khong co ¥ nghia.

3.4.4. Két qud kiém tra sau mo

3.4.4.1. Kham lgi sau ra vi¢n [ thing

Bdng 3.33. Két qud vé lam sang va dién tim 1 thang sau mé

Chi s n =66 Ty 18 (%)
[ 38 57,58
NYHA Il 22 33,33
H-1v 6 9,09
Pau nguc 2 3,08
Tim loan nhip 12 18,46
Tiéng thoi ¢ tim 5 7,58
Vét md _ Lien tot - 63 95,45
Nhiem trung vét mo 2 3,03
Didn G db Déu xoang 53 80,30
j Loan nhip 12 18,18

Nhin xét: con 9,09% sb bénh nhan khé thé nhiéu.
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Bdng 3.34. Danh gia hoat dong cua van trén siéu am tim sau 1 thang

Bénh nhin Co hoc Sinh hoc
n=66 (n=55) (n=11)
Tot 59 50 9
(90,91%) (15,38%)
Ho canh van 2 2 (3,64%) 0
Ho¢ trung tam 3 1(1,82%) | 2(1,54%)
Chénh ap toi Co hoc 53 22,8 +5.8 0,154
da qua van Sinh hoc 11 20,6 £ 8,4
(mmHg)

Nhén xét: c¢6 5 truong hop con hd van sau mo. Chénh ap tdi da
qua van nhan tao trung binh 21,6 £ 6,3 mmHg.
Bdng 3.35. Két qua 1 s6 thong sé trén siéu am tim sau 1 thang

Cic chi so n Két qua p
EF (%) 66 55,2+9,6
Chi s0 KLTT (g/m2)
Chung 66 155,7 + 48,6
Co hoc 53 154,1 £ 52,1
Sinh hoc 11 132,5 + 36,4 0,0512
Van + DPMC NT 2 158.2 + 40,6

Nhin xét: Chirc ning tdm thu thit trai cia bénh nhan t6t, véi phan suat
téng méau trung binh 13 55,2 + 9,6; Chi s6 khdi luong that trai 155,7 + 48,6.
3.4.4.2. Sau mo6 6 thing
+ Tinh trang 1am sang
Bdng 3.36. Két qud 1 s triéu chirng trén lam sdng sau 6 thang

Triéu chirng n=65 Ty 16(%)
Pau vét mo 8 12,31
Pau nguc 2 3,08
Tim loan nhip 12 18,46
Xuét huyét 1 1,54
NYHA I 31 47,69
I 28 43,08
" - v 5 7,69
Tu vong 1 1,54
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Nhin xét: Sau mo 6 thang 90,77 % NYHA I,11. C6 1 truong hop tir
vong sau md 4 thang chiém 1,54 %.
+ Tinh trang hoat dong cia van nhén tao
Bdng 3.37. Hoat dong ciia van nhén tao va chirc ning that

Van nhan tao n=65 Ty 1&(%)

Hoat dong ctia van tot 60 92,31

Hé canh van 2 3,08
o, Chung 65 229+5.2
Chénh (anﬁrgﬁg?ua van Ca hoe 52 232+53
Sinh hoc 11 22,7+ 4.8
Trung binh EF (%) 65 62,3+74

Chi s6 KLTT(g/m2) 65 139,5+ 29,6

Nhan xét: chénh &p trung binh qua van ¢ ca 2 loai van 21,8 mmHg.

3.4.4.3. Saumé I nam:

Ldam sang: T vong 2 trudong hop 3,64%
Bdng 3.41. Két qud sau mé 1 nam

Chung Van sinh hoc Van co hgc
NYHA |Khi PT | SauPT1 |KhiPT Sa:ﬁ;r ! Khi PT Sau PT1
(n=67) | nam (n=55) | (n=12) (n=7) (n=53) niam (N=46)
I 4,48 50,91(28) | 8,33 (1) | 71,43(5) 3,77(2) 50,0(23)
1 46,27 | 41,82(23) | 41,67(5) | 28,57(2) | 47,17(25) | 45,65(21)
i 35,82 3,64 (2) |41,67(5) 0 35,85(19) 4,35 (2)
v 13,43 0 8,33(1) 0 13,21(7) 0

Nhan xét: khong kho tho hodc kho thd nhe voi NYHA LII: 96,23 %.

+ Hoat dfng ciia van nhén tao

Bdng 3.42. Két qud sau mé 1 nam

Tinh trang van BN Ty 1€ |Van sinh hoc| Van co hoc
: (n=53) | (%) (n=7) (n=46)
Hoat dong tot 51 96,23 | 85,71%(6) | 97,83% (45)
H& canh van 1 1,89 0 2,17% (1)
Ho trung tam 1 1,89 | 14,29% (1) 0
Chénh ap t0i da qua van - - 20,6 +£3,8 228+54
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Siéu dm tim: 1 truong hgp ho canh van, chénh ap trung binh qua van:
21,4+3.7 mmHg; Chi s6 khi lugng co tht trai (g/m?) 129,3 + 25,4; EF
(%): 63 +5,4.

3.4.4.5. Saumé >3 nam

Bdng3.49. Két qua sau mé trén 3 niam

Cic thong sb n=20 | Kétqua
] Pau nguc 2 10%
Triéu chung - :
Tim loan nhip 6 30%
I 16 80%
Il 4 40%
NYHA
i 0 0.0
v 0 0.0
Hoat dong Hoat dong tot 19 95%
cua van Hé canh van 1 5%
nhan tao | Chenh 4p tdi da qua van (mmHg) 20,1 £34
Trung binh EF (%) 64,743
Chtrc nang 12801
that trai Chi s6 KLTT(g/m2) 22’ 1

Chuong 4. BAN LUAN

4.1. Dic diém 1am sang, cin 1am sang.
4.1.1. Péc diém chung

Vé tudi: trong nghién ciru ctia ching t6i gap chu yéu ¢ lira tudi 20
dén 60 tudi (80,39%), tudi trung binh 14 45,8 + 12,8, 16n nhit 1a 70 tudi va
nho nhét 14 16 tudi. DG tudi trung binh trong nghién ctru clia ching t6i ciing
gin nhu twong duong vé6i Shiv Kumar C tudi trung binh 1a 35,7 + 2,7;
Minh N.T nghién ciru két qua phiu thuét thay van PMC véi tudi trung
binh 47,6 + 13,6.

Vé giéi, nam nhiéu hon nir 73,1%% so véi 26,9 %.
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4.1.2. Dic diém lim sang, cin lim sing
4.1.2.1. Cdc triéu chirng lam sang chinh triede mé

Bénh nhén dau nguc chiém ty 1€ 13,43%. Trong ho van DPMC sy
giam tudi mau vanh do hé van va sy tang ti€u thy oxy cla co tim.

Phan 16n bénh nhan cta ching toi c6 mirc d6 suy tim theo NYHA
tir do II trd 1én chiém 95,52%, trong d6 NYHA 11 1a 43,14%, NYHA III 1a
35,82%, c6 13,43 % bénh nhan NYHA IV. Két qué nay tuong duong voi
tac gia Ines F, 96% bénh nhan trudc mé ¢6 NYHA I tré 1én va Per Kvidal,
ty 1¢ NYHA II tr¢ 1€n 1a 90%, trong d6 suy tim murc d0 néng: 27,7%.
4.1.2.2. Cac bénh ly toan than

Triéu ching vé huyét ap: chung t6i nhan thiy 58 bénh nhan c6
huyét 4p tAm thu ting trén 130mmHg chiém ty 1& 86,57 %. Huyét ap t6i da
trung binh 138+ 13,21 mmHg. 70,75 % bénh nhan ¢ huyét ap tim truong
giam <60mmHg. Chénh léch huyét ap trung binh 65+11,43mmHg.
4.1.2.3. Can lam sang.

Xquang phoi: 17,91% bénh nhan c6 chi s6 tim nguc khong ting
theo chiing t6i 1a do thwong ton kém theo hep nén d6 gian that trai
khong nhiéu.

Pién tim: 83,23% bénh nhan c6 day thét trai, truc hudng trai,
nhi trai gidn. Phan 16n cac bénh nhan c6 nhip xoang déu, c6 13,46%
¢6 loan nhip.

Siéu Am tim:

Thuong ton 14 van: Thuong tén co rit 14 van ching toi gip 51
truong hop chiém 76,12% day duoc cho 1a thuong ton dic hiéu do thap.
Trong thuong ton van tim do thdp noi chung va van DMC noi riéng it
khi don doc ma thuong phdi hop nhiéu van (hay gip 13 van hai 14). Tai
van bj ton thwong ciing it khi c6 mot hinh thai ton thuong don thuan
ma thuong phdi hop vira hé vira hep, hay hep 1a chinh hodc hé 1 chinh,
chung t6i gip 22 trudng hop thuong ton hd van c6 hep van kém theo.

Mtc d6 hé van: 89,55% bénh nhan hé van ¢ muac do tir vira dén
nang tré 1€n, trong d6 bénh nhan c6 mic d§ hd van tir vira — nang chiém
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58,21%, bénh nhan hé van ning chiém 31,34 %. 95,52% c6 NYHA 11
tr 1én. 7,46% bénh nhan c6 hé chil nhiéu nhung c6 mirc d6 NYHA II.
Chung t6i nhan thdy giita mirc d6 hd van véi tinh trang suy tim trudc
md ¢o sy twong quan vira phai (voi R twong quan 0,218 — 0,493).

Hinh thdi va chitc ndng that trdi:

Trong nghién ciru ctia chung toi phan s6 tong mau that trai cua hau
hét bénh nhan gidam véi 86,57 %, c6 EF < 55%. Theo Sionis: Ty 1¢ tir
vong & bénh nhan cé chirc nang that trai giam ning sau thay van cao, tir
1- 7%, két qua trung han twong ddi tét, chirc ning ciia hau hét cac bénh
nhan cai thién sau khi phiu thuit. Do d6, khi EF xudng thip <35%
khong phai 1a mot chdng chi dinh thay van.

Chung t6i cho rang bénh nhan hé chii va EF giam nhiéu can dugc
xem 13 c6 nguy co cao, phai danh gia cin than va néu phu hop nén can
thiép phau thuat cang som cang tot. Ching t6i c6 7 truong hop chiém
10,45% c6 phan suat tong mau <30% van dugc phiu thuat, tor vong 1
truong hop.

Chup mach vanh: C6 5 truong hop (chiém 7,46%) thuong tén
hep dong mach vanh nén ngoai thay van duoc phau thuit bic cau chu
vanh. Theo Micheal B, ty 1& c6 thuong ton dong mach vanh kém theo
46%, Frank E. ty 1& thuong ton dong mach vanh kém theo 34%, Porter
D. ty 18 38,3%. Tur thuc té trén cho thiy nén chi dinh chup mach vanh
rong rai s€ tot hon vi nhiéu bénh nhan md mach vanh tudi < 55.

4.2. Nhin xét trong md

Nhirng nguyén nhan gy ho van: nguyén nhan thuong ton tai van
gip 62 truong hop (92,54%), ton thuong gidn dong mach cha gip 5
truong hop chiém 7,46%. Ty 1é nguyén nhan giy ho chu khac nhau giita
cac nghién ctru. Theo Olson: Nguyén nhan giy hd van ddéng mach chu
do ton thuong phan gbc dong mach c6 xu hudng tang 18n, tir 17% trudc
nam 1980, 1én 37% sau nam 1980.

Tinh trang thuong ton ctia 1a van: cac 14 van bi day gap 88,06%, 55
truong hop mép van bi thuong tén cudn lai giy hé van chiém 82,09%,
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52,24 % bi voi hoa cac 14 van trong d6 5 truomg hop voi hoa tan vong
van, chiing t6i tién hanh tao hinh lai vong van bang cach khau cac mili
chi chir U ¢6 don cac miéng dém nho. Nguyén Thai Minh 6,7% phai tao
hinh vong van. Theo Turri ty 1& voi hoa 14 van 67%, Diéu nay theo
chung t6i hop 1y vi & cac nudc phat trién, bénh 1y van DMC chu yéu la
thodi hoa voi & ngudi 16n tudi.

Phuong phap phiu thuat: Trong nghién ctru clia chung toi tat ca
cac bénh nhan duoc ph?lu thudt thay van. Trong d6 van nhan tao co hoc:
53 truong hop (79,1%); van sinh hoc 12 truong hop chiém 17,9 %, c6 5
truong hop ton thuong dén tin vong van va thanh PMC, phai tao hinh
lai vong van va 2 trudng hop thay van két hop véi thay doan PMC 1én.
5 truong hop bi hep dong mach vanh nén sau thay van phai bic cau
dong mach chu vanh chiém 7,46%.

C& van chung toi sir dung nhiéu nhat 1a 21, 23 chiém 86,67 %, 4
truong hop van ¢& 19. Lya chon kich thuéc cua van dong mach chu
nhan tao phu hop, v6i chénh ap qua van nho nhat gitip cai thién chi sb
that trai sau thay van. Nén tranh thay van nhan tao khi dién tich 16 hiéu
dung / dién tich bé mit co thé ciia bénh nhan 1a <0,8.

4.3. Két qua sau md
4.3.1. Giai doan hidu phéu:

Trén 1dm sang, sau thay van ching t6i nhin thiy céc tridu ching
co nang cua bénh nhan bt dau co sy cai thién. Phan 16n bénh nhan tai
thoi diém truée phiu thuat déu cé khé thé véi cac mic do khac nhau
trong d6 NYHA III tré 1én 49,23 %, sau mé 22,73% con khé thé voi
NYHA II1LIV.

Chung ti ¢6 2 truong hop (2,99%) chay mau phai md lai: mot
truong hop chay mau chan chi khau nhi phai, mét truong hop chay mau
sau xuong tc. Ty 1& chay mau sau md cua ching t6i khéng cao hon so
véi cac nghién ctru khac: Elaine 13 3,2% , Raja P Akhtar 1a 3,4%, David
S. Bach 14 6,9% va theo David D. Yuh, ty 1¢ chay mau sau mé déi véi
thay van DPMC duéi 5%.
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Trong nghién ctru chung t6i ¢6 7 trudng hop chiém 10,45% nhiém
trung vét md, khong gip trudng hop nhidm tring xwong {rc nao. So véi
mdt sd tac gia khac thi ty 1& nhidm tring cua chiing t6i cao hon.

Ty 1& tir vong: chung t6i c6 1 bénh nhan tir vong sau md chiém
1,49%. Pay la trudng hop ning c6 suy tim trudc md NYHA 1V, co
phan suat tong mau <30% sau mo thay van tinh trang suy tim khong cai
thién. Diéu nay phu hgp v6i nhan dinh cua David DY, Robert JH: h¢ van
dong mach chii c6 16i loan chirc ning thét trai nghiém trong EF <25% sau
mb chirc ning that trai hdi phuc rat kém, ty 1¢ tir vong 1én t&i 10% nhung
néu khong md ma diéu tri ndi khoa ty 18 tir vong 18n t6i 20%.

Trén siéu Am tim: Ching t6i nhan thiy rang chirc ning that trai
sau khi thay van hau nhu chua c6 sy cai thién nhiéu tham chi chi s6 nay
con giam hon so véi true khi phiu thuat (EF TB: 53,4 + 9,7) sau mb
EF TB: 52,6+ 8,1. Theo khuyén cao cua Hoi Tim mach Viét Nam va
hiép hoi Tim mach M¥: trong vai tudn diu tién sau phau thuat, chirc
nang tdm thu that trai hau nhu rét it thay doi va phéan suat tbng mau
tham chi c6 thé x4u di so v&i trude phau thuat do giam tién ganh, phan
sudt tbng mau co6 thé hdi phuc ting 1én trong vai thang tiép theo.

Chi s6 khdi lwong co thét trai c6 sy giam khong nhiéu so véi trude
md (su khac biét khong c6 y nghia thdng ké p = 0,1052) nhung diéu nay
cho thiy hiéu qua ban ddu vé mat huyét dong ctia van PMC nhén tao
trong bénh ly nay.

V& tinh trang van nhan tao: Tai thoi diém siéu 4m kiém tra sau
phau thuit so sanh giita 2 loai van co hoc va van sinh hoc chung toi
thdy chénh ap thip hon ¢ van sinh hoc nhung sy khac biét khong co y
nghia thong ke.

Trong nghién ctru ching t6i gap 5 truong hop con c6 dong hd &
van nhan tao chiém 7,58%, trong d6 3 truong hop héd nhe trung tdm van
nhan tao, 2 truong hop ¢6 hd nhd canh van nhung huyét dong 6n dinh
sau phau thuét tiép tuc dugc theo dai.
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4.3.2. Két qua sém 1 thing.

- Vé ldm sang, chung t6i nhan thiy, hau hét bénh nhan sau mo 1
thang hét kho thé hodc chi kho thé nhe, voi NYHA 1, II chiém 90,91%,
S0 Vi thoi diém khi ra vién 14 78,46 %, tuy nhién van con 2 truong hop
chiém 3,08% bénh nhan van con thiy dau nguc.

Vé huyét ap c6 su cai thién rd rét so v6i trude phau thuat, huyét ap
tam thu trung binh 121,3mmHg. Huyét ap tim truong trung binh
80,1mmHg.

- Trén siéu am tim

Van nhan tao: Chénh 4p t6i da qua van nhan tao trung binh cho ca
2 nhom 13 22,9 + 5,2mmHg, giam hon so vé6i thoi diém ra vién 26,83 +
10,2 nhung su khac biét khong c6 ¥ nghia thong ké voi p= 0,0287. Két
qua nay tuong duong véi cac tic gia khac: Zingg U, chénh 4p ti da qua
van ¢ bénh nhan dugc thay van co hoc 14 22,5 + 6,1mmHg.

2 truong hop hd canh van nhan tao 1a nhitng truong hop trong mé
c6 thuong t6n voi hoa dén tan vong van. So sanh véi David DY: 2%,
Robert WE: 1%, ty 1€ ctia chling t6i cao hon.

Chte ning tAm thu thét trai: dudng kinh that trai cubi tim truong
sau md 71,3 + 7,6 mm, so v6i trudc mdé 74,1+ 14,3 mm, phan suét téng
mau co sy cai thién, trung binh 13 55,2+9,6 %. Chi s khdi luong that
trai tai thoi diém sau ra vién 1 thang 145,7 £ 48,6 so vdi lac ra vién
(178,94 33,5).

4.3.3. Két qud sau ra vi¢n 6 thdng

Vé lim sang, dai bo phan bénh nhan trong séu thang sau mo hét
triéu chimg khé thé véi NYHA 1, tuy nhién van con 5 trudng hop bénh
nhan con khé tho véi NYHA 111

Tinh trang suy tim ciia bénh nhan cai thién dang ké so véi trudc
khi phau thuat v6i 75% bénh nhan & NYHA III hoic IV trude khi phiu
thuat, 81,2% dat mixc NYHA 1, Il sau phau thuat.

1 bénh nhan t& vong sau khi ra vién 4 thang chiém 1,54 %
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Trén siéu am tim:

Chirc ning tim: chiing toi thdy, chirc ning tam thu that trai it thay
ddi. Chi sé6 KLTT, giam manh nhat tai thoi diém trude khi ra vién
(192,9 + 33,5 so v6i trudec md 204,4 + 69,3), thang thir nhat sau md
155,7 £ 48,6, khi dén thang thi 6 thi chi sb nay vé mic binh thuong
(139,5 + 29,6).

Van nhan tao: Chénh 4p qua van nhan tao thap hon ¢ nhiing bénh
nhén duoc thay van sinh hoc, nhung su khac biét chua co ¥ nghia thong ké.

C6 2 truong hop hé canh van chiém 3,08%, két qua nay cao hon
SO Vv0i tac gia khac: cua David S. Bach 1a 2,2% va David D. Yuh, ty 1€
hé canh van véi van PMC co hoc 1a 1-2%. C6 1 truong hop hd van
tang 1én, biéu hién bong van nhan tao phai phiu thuat thay lai van.

4.3.4. Két qud sau mé 6 thang - 1 niam

+ Vé 1am sang: Dai da s6 bénh nhan co su cai thién rd rét, triéu
chung dau nguc giam rd rét khong con tir thang thir 6 tré di va 92,73%
bénh nhan khong con kho tha, hodc kho tha khi ging strc nhiéu.

1 trudng hop chay mau sau md 1 ndm (ndn ra mau) diéu tri chinh
lai liéu chong dong.

+ V@ siéu A4m: Van nhan tao co hoc hoat dong tdt, voi chénh ap
trung binh qua van 20,9 + 3,3 mmHg. Tuy nhién con 1 bénh nhan hé
canh van nhan tao, tiép tuc dugc theo ddi va diéu tri ndi khoa.

Khdi lugng co that trai giam nhanh nhat tir thoi diém ra vién, vé
mirc binh thuong dén thoi diém 1 thang va dén 6 thang giam cham.
Giam phi dai that trai 1a mot trong nhitng diém quan trong dé danh gia
hiéu qua phau thuat thay van DMC.

4.3.5. Két qud sau mé 3 nim — 5 nam

Vé miit 1am sang: hau hét cac bénh nhan hét cac triéu ching, chi sb
huyét 4p tdm thu, tim truong ¢ mirc chip nhan dugc, con 6 trudng hop
bénh nhan tim con loan nhip. Hau hét cac van nhan tao hoat dong t6t.
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Vé siéu am: Cac chi sb ciing tr& lai binh thuong. Khong gip
truong hop nao thoai hoa, voi hda van sinh hoc cling nhu ket van & van
co hoc.

Theo chung toi véi bénh nhin sau mé thay van sinh hoc chét luong
cudc song tot hon do khong phai str dung thude chdng dong.

KET LUAN

Dua trén nghién ctru 67 bénh nhan hé van dong mach chu duoc
phau thuit van PMC trong 5 nam tir 1/2006 dén 12/2010, tai bénh vién
Viét Pirc, chung t6i c6 cac két luan nhu sau:

1. Pic diém 1am sang va cin lam sang ciia bénh nhan

- Bénh nhan ¢ tudi trung nién, tudi trung binh: 45,8 + 12,8, phan 16n
trong khoang 20 dén 60 (80,6%), nam nhiéu hon nir (ty 1& 73,1%- 26,9).

- Tai thoi diém trudc md suy tim mirc d6 NYHA tir II tro 1én
chiém 95,52 %, trong d6 13,43% c6 suy tim NYHA V.

- Siéu am tim: Tinh trang thuong ton 14 van cha yéu 1a day 88,06%.

Chirc ning that trai giam, TB 53,4+9,7 va 32,84% kém theo hep van.

2. Két qua sau md

Trong sb 67 bénh nhan duoc ph?lu thuat thay van dong mach chu,
55 truong hop thay van co hoc, trong d6 2 truong hgp thay van cung
véi doan dong mach chu 1én va 12 van sinh hoc. Ttr vong 4,48 %.

- Giai dogan hiu phiu:

« Bién chung gap nhiéu nhét 12 nhiém tring vét mé (10,45%), ty 1¢
chay mau phai mé lai 2,99%, va ¢ 1 truong hop tir vong chiém 1,49%.

« Van nhén tao hoat dong tot, chirc ning tim thu thét trai, duong
kinh thét trai c6 sy thay d6i khong nhiéu sau khi thay van 7 ngay.

- Van sinh hoc ¢6 su chénh 4p qua van thip hon so véi van co hoc
va khong phai str dung thude chong dong.
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- Trong 6 thing sau mo:

Lam sang bénh nhan c6 két qua hdi phuc tot vai NYHA | 47,69%,
khong cé truong hgp nao hep van nang, chénh ap qua van trung binh
21,6+6,3 mmHg. 1 truong hop bong van nhén tao, phai m thay lai van.

Chte nang that trai hoi phuc rd rét. Khéi lugng co that trai giam
nhiéu nhat sau mo 1 thang.

- Két qua trung han sau md

« Ty 18 tir vong trong nam dau tién c6 3 trudng hop chiém 4,48%.

* Van nhan tao hoat dong tdt, chuc nang va hinh thai that trai tro
vé gan gia tri binh thuong sau 2 nam.

KIEN NGHI

Qua nghién ciru dic diém 1am sang, cin 1am sang va két qua phiu
thuat ho van dong mach chii tai khoa phau thuat tim mach Bénh vién

Viét Pirc, chung t6i dua ra nhing kién nghi sau:

1. Dién bién cua hé van dong mach chu am tham, cac bénh nhan
xudt hién triéu chimg dau nguc, tuy nhién mot sd trudng hop dau nguc
con do thwong ton dong mach vanh kém theo nén ching toi thay can
tham do mach vanh mdt cach hé théng & tAt ca cac bénh nhan ho van
dong mach chu ¢6 chi dinh phau thuat.

2. Khi phau thuat thay van nén sir dung c& van phu hop, tranh c&
van nho gy ra hep chu. Trong truong hop can thiét cAn mé rong vong
van dé thay van c6 ¢& van phu hop.
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BACKGROUND

Aortic valve regurgytation is the leaflet not sealed, reflux of blood
from the aorta to the left ventricle chamber during diastole. This disease
was first described Vieusens the eighteenth century.

These lesions are relatively common heart valve, caused by many
factors such as abnormal anatomic pathology at valve, aortic root ...... In
developed countries like the U.S., Europe has about 10% of the elderly
with aortic valve lesions and approximately 10% of patients with valvular
heart disease, ranked No. 5 in the valvular lesions. The leading cause is
believed to be due to degenerative valve, approximately 10-15% of people
over age 60 with aortic valve insufficiency with varying degrees.

For developing countries and Vietnam the leading cause of heart
valve disease in young people as a result of rheumatic heart. According
to Nguyen Phu Khang, aortic injury due to lower accounts for 25% of
patients with valvular lesions, in the majority of cases of aortic valve
insufficiency caused Rheumatic fever accompanied by stenosis mild to
moderate level. Aortic valve insufficiency in our study consists pure
aortic regurgitation and aortic regurgitation combine stenosis but AR
are still mostly.

In aortic valve insufficiency divided into 2 groups: acute and
chronic aortic valve regurgitation. The acute aortic valve insufficiency
(usually after injury, infection endocarditis) consequences very early
congestive heart failure. Meanwhile aortic valve insufficiency chronic
occur lasting several months, several years with symptoms progressing
quietly. In Kirklin, severe aortic valve insufficiency lifetime lasts from
3-10 years. Borer shows that, aortic valve regurgitation appeared
clinical symptoms, but left ventricular function was normal without
surgery is 80% over 5 years living. In Vietnam, Nguyen Lan Viet et al,
aortic valve lesions were asymptomatic when the rapid decline of
survival without surgery. With the valve regurgitation degree mild -
moderate 85-95% live more than 10 years, but moderate — servere
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despite medical treatment, the survival rate after 5 year is about 75%
and after 10 years: 50%. Mortality rates increased linearly with annual
patient clinical symptoms: 9.4%, no symptoms was 2.8%. Surgery is
one of the treatments to tackle aortic valve to prolong survival and
improve quality of life for patients. There are many methods: valve
repair, valve replacement, valve transplant ... The choice of surgical
time, surgical approach depends not only on the degree of valve
damage, heart function that depends on the patient's condition.

Stemming from the fact that we conducted on the topic: " Study
clinical characteristics, Sub-clinical and results of surgery aortic
valve regurgytation in the Friendship Hospital Vietnam -
Germany" to the following objectives:

1. Describe the clinical characteristics and their sub- clinical aortic
valve regurgitation surgery in the Vietnam-Germany Friendship Hospital.

2. Evaluate the results of open surgery patients the aortic valve in
German hospitals Vietnamese friendship.

* The layout of the thesis:

Thesis include: 142 page, book distribution and issue 2 page, 2

page conclusion. Thesis includes four chapters: Chapter | Overview 37
page, Chapter 2 Subjects and methods Studies 14 page, chapter 3
research results 32 page, chapter 4 discussion 38 page. Thesis 50charts,
32 graphs and images. 2lcreference in Vietnamese, 160 English
reference. The appendix consists image illustrates treated patients,
medical research, patient invites re-examination, the patient list.
* Practical significance and contributions of the thesis: In the study
we find that lesions aortic valve regurgitation are characterized by:
quietly devlopment, it has no symptoms, lesion was mainly in the leaflet
valves and the less common was aortic root lesion. In valvular lesions
by measuring inflammation (rheumatic heart, endocarditis..) had large
proportion and combination with stenosis valve

Patients with a much reduced left ventricular function (EF <30%)
should still surgery, but the mortality rate has higher, functional heart
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improved less than but clinically obvious improvement.

Valve replacement is still a top choice in aortic valve regurgitation.
Biological valve tends to be expanded to specify when has the
advantage: not use anticoagulants, has gradient pressure through the
valve lower than mechanical valves

Left ventricular function has recovery in the first 6 months after
surgical manifestations of left ventricular volumes are decreased and
left ventricular muscle mass index are reduced.

Chapter 1. OVERVIEW

1.1. Clinical anatomy of aortic root and valve

The aortic root: be calculated from the grip of the left ventricular
internal valve leaves to the Valsalva sinus junction and ascending aorta
(ventriculo-arterial junction). The aortic root is considered as a part of
the left ventricular, function of the structure supporting the aortic valve,
the valve leaves, coronary sinus, annulus.
1.1.2. Anatomy of aortic valve
1.1.2.1. Norman Anatomy of aortic valve: The aortic valve consists
primarily of three semilunar leaflets. Right coronary leaves, left
coronary leaves; non coronary leaves. Average Width: right coronary
cup: 25.9 mm, non coronary cup: 25.5 mm, left coronary cup: 25,0 mm.
1.1.2.2. Abnorman Anatomy of aortic valve: Unicuspid, Bicuspid and
Quadricuspid aortic valve.
1.3. The causes of aortic valve insufficiency chronic
1.3.1. Aortic root pathology: Unexplained dilatation of the aortic root,
aortic annulus, valsalva sinus and the ascending aorta and also during
the meeting:

- Marfan Syndrome.

- Inflammation of the aorta due to syphilis

- Ehlers-Danlos syndrome.

- Reiter's syndrome.

- Injuries or aneurysm of the aortic wall
1.3.2. Leaf disease in aortic valve:
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- Rheumatic valvulopathy.

- Calcareous degeneration or degeneration mucous

- Valsalva sinus aneurysm expansion.

- Abnormalities antomy: unicuspid, bicuspid and quadricuspid

- Infective endocarditis
1.3.3. Pathology is not in the root and aortic valve

Ventricular Septal Defect (Laubry Pezzi syndrome) and high blood
pressure system.

1.4. Diagnosing aortic valve insufficiency

1.4.1. Clinical

1.4.1.1. Functional symptoms: often do not show symptoms for a
long time.

+ Angina: appeared in patients with severe AR.

+ Shortness of breath on exertion: increased depending on the
severity of heart failure.

+ Degree of heart failure according to NYHA classification.

+ Blood pressure is normal if mild aortic valve insufficiency,
servere aortic valve insufficiency, high systolic blood pressure, diastolic
blood pressure decreased, creating discrepancies greater blood pressure,
can cause out for signs such as: Musset, Miller, Hill, Corrigan’s,
Quincke, ....
1.4.1.3. Physical symptoms:

Listening Heart: The heart rate is normal, to late stage: tachycardia

- T1 heavy and fuzzy they severe aortic valve and left ventricular
dysfunction ; T2 often blurred, split.

- Diastolic murmur: 111-1V intercostal space left breast side.

- Systolic flow murmur: HI-1V intercostal space left,

- Austin Flint murmur: may be present at the cardiac apex in severe
AR and is a low-pitched.

1.4.2.1. Hematology and Dbiochemistry:
generally to assess body condition, liver,



kidneys, heart failure .....

1.4.2.2. Chest x ray shows the image to dilated cardiomyopathy, cardiac
chest index increased, left ventricular relaxation. Dilatation of the
ascending aorta pathologies: Marfan syndrome, aortic dissection.....
1.42.4. ECG: Often left atrial thickness and left wventricular
hypertrophy, in left axis deviation, diastolicvolume overload,
arrhythmias occurring at the last stage and mostly atrial fibrillation.
1.4.2.5. Echocardiography: help the diagnosis and indication of
surgery. This can be done through the chest ultrasound or ultrasound of
the esophagus.

+ Assessment of the anatomy of the aortic leaflets and the aortic
root: anatomy of the aortic root, annulus and leaflets

+ Determination of the valve regurgytation: based on color Doppler
and Doppler ultrasound.

+ Characterization of LV size and function

- Characterization of LV size:

The thickness of the left ventricle and left ventricular diameter

Left ventricular mass was calculated based on the formula of
Devereux left ventricular hypertrophy: > 134g/m2 in men and >
110g/m2 in women.

- Left ventricular systolic function: the index is calculated from the
2D and TM: Ejection fraction (EF): The most widely index used in
cardiology.

- Left ventricular diastolic function
1.4.2.6. Cardiac Catheterization: indicated when there is suspicion of
lesions coronary artery. Angiography for male patients> 40 years old
and women > 50 years of age
1.4.2.7. The other exploration methods: computerized tomography,
magnetic resonance imaging is widely used to assess the damage in the
leaves, the status of the valve lesion, valve leaf cell, thickness...

1.5. Treatment
1.5.1 Medical treatment
*, The vasodilator: Improved clinical status and preoperative



36

hemodynamics in patients with left ventricular dysfunction appears not
functional symptoms .... It should not be long-term treatment when
surgery is indicated.

*. Angiotensin converting inhibitors: reduce volume and increase
volume open ejection .... Left ventricular assist restructuring, maintain
or increase ejection fraction, left ventricular mass reduction.

*, Patients had functional symptoms appear, they must surgical not
only medical treatment.

1.5.2 SURGICAL TREATMENT
1.5.2.1. Indications: based on the recommendations of the American Heart
Association 2006 and the Vietnam Cardiovascular Association 2008.

Class |

1. AVR is indicated for symptomatic patients with severe AR
irrespective of LV systolic function.

2. AVR is indicated for asymptomatic patients with chronic severe
AR and LV systolic dysfunction (EF 0.50 or less) at rest.

3. AVR is indicated for patients with chronic severe AR while
undergoing CABG or surgery on the aorta or other heart valves.

Class lla

AVR is reasonable for asymptomatic patients with severe AR with
normal LV systolic function (EF greater than 0.50) but with severe LV
dilatation (end-diastolic dimension greater than 75 mm or end-systolic
dimension greater than 55 mm).

Class Ilb

1. AVR may be considered in patients with moderate AR while
undergoing surgery on the ascending aorta.

2. AVR may be considered in patients with moderate AR while
undergoing CABG.

3. AVR may be considered for asymptomatic patients withsevere AR
and normal LV systolic function at rest (EF greater than 0.50) when the
degree of LV dilatation exceeds an end-diastolic dimension of 70 mm
or end-systolic dimension of 50 mm....
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1.5.2.2 The method of surgical treatment of aortic valveinsufficiency.

*, Plasty valve: have advantages: The mortality rate after surgery is
low, no need for anticoagulants, good long-term survival. But for aortic
valve repair is often difficult to have to consider the possibility of valve
repair or no longer.

* Aortic valve replacement

+ Surgical aortic valve replacement: removal of aortic valve, but
instead an artificial valve (mechanical or biological), is the only choice
to be almost absolute, mortality after valve replacement surgery from 2-
3%.

+ Percutaneous aortic valve replacement: through the femoral
artery, subclavian artery or cardiac apex, under the guidance of the X-
ray brightening screen and echocardiography through the esophagus.

+ Transplantation valve: Autologous transplantation valve (Ross
operation) or homografted. The valves are more durable, gradient
pressure through the valve low than other biological valves.

1.5.3. The postoperative complications:
1.5.3.1. The common complications of open heart surgery

*, Bleeding after surgery: Bleeding is considered unusual exceed
250 to 300 ml / h for the first 2 hours or 100-150ml / h later.

*. Pleural effusion, pericardial: is a common complication of
cardiac surgery, having about 50-64% of cases and damage heart
function in 0.8 to 6%

*. Infection: Infection is less common in cardiac surgery.

- Wound infection: occurs in 1-2% of patients with open sternum
surgery.

- Sternal Wound: With an incidence rate of 1-4%, is a rarely
occurring complication, but may show a mortality rate of up to 50%.
1.5.3.2. Complications associated with artificial valve replacement.

*. Artificial valve regurgytation:

Cause: the calcified around valves, infection, artificial valves
loosen off within or fault of the surgeon and degenerative biological
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valve insufficiency.

*. Artificial valve stenosis:

Cause: The status of shrinkage annulus valve, the valve can not
accommodate large size, intimal hyperplasia within valve stenosis.

*. Artificial valve thrombosis: do not use anticoagulant dosage or
improper use.

- Stuck valves artificial is dangerous complications, usually
happens for mechanical valves.
1.5.3.3. Complications related to valve repair.

*, Aortic valve regurgytation: after valve surgery leaves no closing
secret should remain open valve condition. However the case have a
hole or tear valve leaves, should be replaced with artificial valves.
1.5.3.4. Other complications:

+ Atrial Fibrillation: many cases postoperative atrial fibrillation.

+ Conduction disturbances: 2-3%  after valve replacement
surgery.

+ Endocarditis: According Steaphanie, endocarditis rate of 3.9%
for mechanical valves and 3.2% with biological valves.

+ Stroke: about 4% of stroke after valve replacement surgery.

+ Postoperative heart failure: encounter rate of 2.6%.

Chapter 2
SUBJECTS AND METHODS

2.1. Subjects of study

Includes patient injury aortic valve insufficiency was diagnosed
and treated at the Department of Cardiovascular Surgery Vietnamese
German hospital.
2.1.1. Selection criteria for patients and medical research.

Includes all patients regardless of the age, aortic valve insufficiency
had surgical indications:

+ Be the first surgery.

+ Clinical information, clinical complete
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+ Diagnosing aortic valve regergytation is given:

Symptoms: Diastolic murmur: in HI-1V intercostal space left breast
side.

Ultrasound: Assessment of the aortic leaflets

. Severity of AR level: divided into 4 levels of valve: mild,
moderate, moderate — severe and severe.

+ Do not exclude cases with mild, moderate aortic stenosis valve,
but just the main symptoms regurgytation and aortic valve insufficiency
associated systemic disease, coronary artery disease.

2.2. Research Methodology
2.2.1. Research Methodology: descriptive cross-sectional clinical,
longitudinal monitoring, advanced research.

Study period from 1/2006 to 12/2010. The patients in the group
were receiving a consistent procedure follows:
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2.2.1.1. Preoperative:
* Physical exam: General characteristics:
- Age, Gender
- The clinical symptoms:
- The accompanying systemic disease (diabetes, chronic lung)
* Sub clinic:
+ Blood tests: hematology, blood biochemistry, clotting.
+ Chest X-ray straight: chest cardiac index
+ ECG: evaluation heartbeat, conduction disturbances
atrioventricular block; increased left ventricular load, ventricular hypertrophy ...
+ Echocardiography:
- Assessing the damage of leaf valve: The anatomy of the aortic
leaflets and nature of injuries leaves.
- Assessment of valve regurgytation class:
- Cardiac function: LV volume, EF and LV muscle mass ....
+ Cardiac catheterization and coronary angiography: in patients with
myocardial ischemia, patients> 50 years old (female),> 45 years old (male).

Indications for surgery: based on the recommendations of the
American Heart Association 2006 and Vietnam Cardiovascular
Association 2008.
2.2.1.2. During surgery we noted:

+ Leaf valve lesions and aortic root condition:

+ Other lesions: aortic wall status and coronary stenosis

+ Valve is used: mechanical, biological, homograft or tube valve
2.2.1.3 After surgery:

Postoperative period:

+ Condition of the heart, (Equal or arrhythmia, murmur ...).

+ The complications and postoperative complications:
Postoperative bleeding; Infection (wound, sternum ...); Pneumonia;
Heart Failure....

+ Artificial valve and complications related to the operation .

Patient status at hospital discharge:
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+ Clinical Status

+ Complications: incision, the sternum, artificial valve ...
+ Ultrasound after surgery:

- Assess the status of artificial valves and complications

- Left ventricular function and left ventricular recovery after
surgery

Rating results after discharge: Inspection time: 1 month after
surgery, 6 months, 1 year, 3 years, 5 years. Content inspection:

- Clinical evaluation through surgery outcomes:

+ Functional symptoms: chest pain, shortness of breath and heart
abnorman sounds; blood pressure.

+ Status wound: infection, inflammation of the sternum

+ Complications: bleeding, embolism, stuck valves, heart failure ...

+ Mortality (cause of death)

- Sub- clinic:

Echocardiography: Status artificial valve and postoperative
complications and the recovery of left ventricular function.

- The rate of re-operation ( surgical reasons, the surgical method).
2.3. Data processing.

Summarizing the data obtained to draw the characteristics of aortic
regurgytation.

Data processing method biostatistics: EPI-INFO 2002.

Chapter 3
RESULTS

From 1/2006 -12/2010 our 67 cases surgical aortic valve regurgitation.
3.1. General characteristics.

Age: In 67 patients studied was 70 years old maximum, minimum
age is 16 years old, mean age: 45.8 £ 12.8.
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Sex: 49 males accounted for 73.1%, accounting for 26.9% female
18.

3.2. The clinical lesions before surgical aortic valve.
3.2.2. The clinical symptoms

Dyspnea on exertion accounted for 82.09%, and chest pain 13.43%

Blood pressure: systolic blood pressure mean: 138.34 =+
13.21mmHg

Diastolic blood pressure on average 59.23 + 10.12 mmHg, blood
pressure gradient between the maximum and minimum average: 65 =+
11.43.

Degree of heart failure patients in NYHA preoperative: 4.48% have
no expression, 46.27% NYHA Il, 35.82% NYHA Il and 13.43% of
patients with severe heart failure NYHA IV.

3.2.3. Subclinical

3.2.3.1. X-ray: 55 cases,( 82.09%) had cardiac index / chest > 55%.
3.2.3.2. ECG: sinus rhythm: 82.35%, LV over load 91.04%.
3.2.3.3. Ultrasound

+ The valve regergytation level: AR moderate:10,45%; AR
moderate- severse 58,21%; AR sevese: 31.34% and 22 cases combined
with stenosis (mild to moderate): 32.84%.

+ The size of the heart chambers and other parameters

Table 3.13&3.14. A number of other parameters on preoperative
echocardiography

Common AR pure AR c;r;bine
LV end-diastolic volumes(ml) 175,4 184, 8 1715
LV end-systolic volumes (ml) 85,3 89,4 83,1
Left ventricular mass (g) 252,15 254,2 249,2
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Left ventricular mass index (g/m?)
Male
Female

204,7
192,6

209,6
196,5

203,7
190,8

Comment: Left ventricular mass index was higher in the group

valve regurgytation pure (mean difference with p <0.05).

+ Left ventricular function: Ejection fraction average 53.4 +
9.7, majority of patients with left ventricular EF > 45: 59.7%, 7

cases with EF <30: 10.45%.
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3.3. Reviews of surgery.
3.3.1 Characteristics damage valves, aorta during surgery.
Table 3.16. Causes of injury aortic valve insufficiency

Lesions (n=67) | Rate (%)
Bicuspid 8 11,94
Abnormal anatomy Quadricuspid 1 1.49
Leaves thick 59 88,06
Shrinking leaves 51 76,12
Lesions leaves Calcified 35 52,24
Deformity leaves 5 7,46
Perforation leaves 3 4,48
Lesions the aortic | Calcification annulus 5 7,46
root Aortic root dilation 5 7,46
Lesions diferent | Coronary artery stenosis 5 7,46

Comment: biscupid aortic valve: 11.94%, leaf lesions which are
shrinking rolled: 76.12%,
3.3.2. The surgical approach

The surgical approach: Replacement: 67 cases, accounting for

100%. In the mechanical valve 53 cases (79.10%), biological valves 12
cases (17.91%), Tube valves 2 cases (2.99%). Valve size: 23 cases
accounted for 47.76%, size 21 (38.81%); 5 cases with coronary artery
stenosis add to CABG surgery.
3.4. Postoperative Results

3.4.2. Postoperative Complications
Table 3.24. Several encounter complications after surgery

Complications n=67 Mechanic | Biological

Bleeding reoperation 2 1 0
2.00%) | (1.490%) | 1(1:49%)

Effusion, pneumothorax 1 0
(1,49%) 0 1(1,49%)

Wound infection 7 3 4
(10,45% | (4.48%) (5,97%)

Postoperation heart failure 6 4 2
(8,96%) (5,97%) (2,99%)

Mortality’s hospitalization 1 1 0
(1,49%) (1,49%)
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Comment: 2 cases of bleeding have to re-operation. 7 cases incision
wound 10.45% and 1 case had severe heart failure irreversible, dead:
1.49%.

3.4.3 Results of patients discharged from hospital
3.4.3.1.The clinical examination and echocardiography at discharge

Table 3.28. Clinical Results 7th day after surgery

Clinic n=66 Rate %
I 30 45,45
NYHA I 21 31,82
i 11 16,67
v 4 6,06
Systolic blood pressur (mmHg) 123,5 -
Diastolic blood pressur (mmHg) 78,4 -
Chest pain 5 7,58
Myocardial ischemia 2 3,03

Status of artificial valve: work well: 89.39%, 5 cases valve slightly
regurgytation: 7.58% and 2 cases gradient pressure through the valve>40
mmHg

Table 3.30. Comparison of ultrasonographic parameters

The parameters Pre-op Post-op p
(n=67) (n=66)
LV end-diastolic volumes 175,4 105,4 0,0096
LV end-systolic volumes 85,3 46,5 0,0095
EF (%) 53,4+97 52,6+8,1 | 0,4774
The left ventricular mass (g) 252,15+ 118,27 |234,4+120,2 | 0,1334
The left ventricular mass index (g/mz) 204,4 + 69,3 192,9+ 33,5 | 0,1052

Comment: The LV function postoperative EF 52.7 compared with 53.4
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preoperative but the difference was not statistically significant.
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3.4.4. The test results after surgery
3.4.4.1. Examination 1 month after hospital discharge
Table 3.33. Results of clinical and ECG 1 month after surgery

The parameters n =66 Ty 1€ (%)
NYHA I 38 57,58
I 22 33,33
"n-1v 6 9,09
Chest pain 2 3,08
Heart arrhythmia 12 18,46
Heart murmur 5 7,58
Incision good healing 63 95,45
Wound 2 3,03

infection

ECG Sinus heart 53 80,30
Heart arrhythmia 12 18,18

Comment: At 1 month after surgery, is still 9.09% of patients with

difficulty breathing.

Table 3.34. Echocardiography after 1 month

. Mechanic Biological
Prosthetic heart valve n=66
(n=55) (n=11)
Works well 59 50 (90,91%) | 9 (15,38%)
Regergytate around the artificial valve 2 2 (3,64%) 0
Rergergytate in center 3 1 (1,82%) 2(1,54%)
Gradient max. through Mechanic 53 22,8+35.8
the valve (mmHg) Biological | 11 | 20,6+84 | "-01%4

Comments: gradient pressure through valve average 21.6 £ 6.3mm Hg
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Table 3.35. Results of the echocardiographic parameters later 1 month

The parameters n Results p
EF (%) 66 55,2+9,6
The left ventricular mass index g/m?)
Both 66 | 155,7+48,6
Mechanic 53 | 154,1+52,1
Biological 11 | 132,5+36,4 | 0,0512
Tube valve 2 158,2 + 40,6

Comment: LV systolic function of patients with good, with an
average EF was 55.2 £ 9.6, LV mass index 155.7 + 48.6
3.4.4.2. After surgery 6 months: Results are as follows

+ Clinical Status

Table 3.36. Results of clinical symptoms after 6 months

Symptoms n=65 Rate (%)
Incision pain 8 12,31
Chest pain 2 3,08
Heart arrhythmia 12 18,46
Bleeding 1 1,54
NYHA | 31 47,69
I 28 43,08
" - v 5 7,69
Mortality 1 1,54

Comment: 6 months after surgery, 90.77% NYHA | and IlI; There is
one case of postoperative mortality accounted for 1.54% 4 months.

+ Status artificial valve operation

Table 3.37. Activity of artificial valves on echocardiography after 6 months

Prosthetic heart valve n=65 Rate(%)
Works well 60 92,31
Regergytate around the artificial valve 3 4,62
Rergergytate in center 2 3,08
Gradient average through the valve (mmHg) 65 229+52
EF (%) 65 62,3+74
The LV mass index (g/m2) 65 139,5+29,6
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Comment: gradient pressure across the artificial valves are 21.8 mm Hg.

3.4.4.3. 1 year after surgery:

Clinical: 1 year after surgery: cases of Death 2 (3.64%)

Table 3.41. Results 1 year after surgery

Both Biological Mechanic
NYHA | Pre-op Post-op | Pre-op Post-op | Pre-op Post-op
(n=67) (n=55) (n=12) (n=7) (n=53) (n=46)
[ 4,48 | 50,91(28) | 8,33 (1) | 71,43(5) | 3,77(2) | 50,0(23)
I 46,27 | 41,82(23) | 41,67(5) | 28,57(2) | 47,17(25) | 45,65(21)
" 3582 | 3,64(2) | 41,67(5) 0 35,85(19) | 4,35 (2)
vV 13,43 0 8,33(1) 0 13,21(7) 0
P p< 0,001 p< 0,001 p< 0,001

Comment: not breathing or shortness of breath with NYHA I, 1I: 96.23%.
+ Activity of artificial heart valves

Table 3.42. Results 1 year after surgery

Artificial valve operation n=53 | Rate |Biological | Mechanic
(%) (n=7) (n=46)
Works well 51 96,23 |85,71%(6) |97,83%(45)
Regergytate around the artificial valve 1 1,89 0 2,17% (1)
Rergergytate in center artificial valve 1 1,89 |14,29%(1) 0
Gradient maximum through the valve (mmHg) - - 20,6+38 | 22,8+54

Comment: prosthesis work well: 96,23%, 1case regurgytate around the
artificial valve; Average maximum differential pressure across the
artificial valves are 21,44+3.7 mm Hg. The LV mass index 129,3 + 25 4;

EF (%): 63 + 5,4,

+ Evaluation of left ventricular function recovery in ejection fraction
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3.4.4.5. After surgery> 3 years
Table 3.49. Results after surgery in 3 years

The parameters n=20 Result
i 0,
Symtomms Chest pain ' 2 10%
Heart arrhythmia 6 30%
I 16 80%
1 4 40%
NYHA 1" 0 0.0
v 0 0.0
Works well 19 95%
Artificial valve |  Regergytate around the artificial valve 1 5%
Gradient maximum through the valve (mmHg) 20,1 +34
. EF (%) 64,7 +43
LV function The LV mass index (g/m2) 128,2+22,1

Comment: left ventricular EF on average 64.7 + 4.3, the
average differential pressure through the valve 20.1 + 3.4 mmHg.

Chapter 4. DISCUSSION
4.1. The clinical and subclinical features aortic valve insufficiency
4.1.1. General Characteristics

About age: mean age 45.8 + 12.8, the largest and the smallest is 70
years old is 16 years old. The average age in our study is also almost
equivalent. Shiv Kumar Choudhary average age of patients was 35.7 +
2.7. In Vietnam, Minh NT surgical outcomes study aortic valve
replacement with an average age of 47.6 + 13.6.

Regarding gender, men more than women 68.63% compared to
31.37%

4.1.2. The clinical features, laboratory

4.1.2.1. The main clinical symptoms before surgery: Patients with chest
pain is 13.43%. Chest pain is relatively ischemic coronary artery. In the
pathological aortic valve regurgytation due to reduced coronary
perfusion and increased valve oxygen consumption of the heart.

Most of our patients with heart failure in NYHA level from level Il
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or higher accounted for 95.52%, which is 43.14% NYHA I, NYHA Il
was 35.82%, up 13.43% of the NYHA V. Degree of heart failure
corresponding to the degree of dyspnea in patients clinically. This result
is the same study's Florath I, 96% of patients with preoperative NYHA
class Il or higher and Per Kvidal, NYHA class Il ratio is above 90%,
but the rate of heart failure severity was 27.7%.

4.1.2.4. The systemic pathology

Symptoms of high blood pressure: we found 58 patients with a
systolic blood pressure increase above 130mmHg (86.57%). Blood
pressure is the maximum we calculated average 138 + 13.21 mmHg.
70.75% of patients Diastolic blood pressure decreased <60mmHg. The
difference between systolic and diastolic average 65 + 11.43 mmHg.

4.1.2.5. Sub-clinic

Chest Xray: 17.91% of there's no increased cardiac index, Follow
us combines with stenosis lesions so left ventricular stretch not much.

ECG: 83.23% patients with left ventricular hypertrophy, left axis
direction, left atrial stretch. The majority of patients with sinus rhythm
and 13.46% of patients with arrhythmias.

Echocardiography:

Leaves lesions: Leaf lesions shrink had 51 cases, accounting for
76.12% are to be hurt by rheumatic. In rheumatic valvular lesions in
general and in particular aortic valve rarely alone but often combines
multiple valves (mitral valve is common). In the valve disease were rare
a regurgitation pure that often combine with stenosis, we have 22 cases
valve regurgytation combines with stenosis.

Valve regurgytation degree: 89.55% valve regurgytation in patients
with moderate - severe degree or higher, in which patients with
moderate levels of valve regurgytation 58.21%, accounting for patients
with severe valve regurgytation 31,34%. NYHA 1l or higher 95.52%.
7.46% of patients with server insufficiency but have level NYHA II.
We found between the level of valve insufficiency with preoperative
heart failure with moderate correlation (R from 0.218 - 0.493).

Morphology and left ventricular function:
In our study left ventricular ejection fraction in most patients
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decreased to 86.57% of patients with reduced EF <55%. According to
Sionis the mortality in patients with severely reduced left ventricular
function after valve replacement is high from 1-7%, mid-term results
relatively well, the function of most patients improved after surgery.
Thus, when low ejection fraction <35% is not a contraindication to
valve replacement.

We believe that all patients aortic valve regurgitation with EF
decline should be considered at high risk to be assessed and appropriate
care should surgical intervention as soon as possible. In our study of 7
cases, accounting for 10.45% had an ejection fraction <30% is still
surgery, after surgery with good results.

Angiography: there are 5 cases (7.46%) coronary artery stenosis so
after valve replacement have CABG surgery. According to Michael B,
rates of coronary artery lesions with 46%, Frank E. rate of coronary
artery lesions with 34%, Porter D. rate of 38.3%. From reality shows
that coronary angiography should be indicated widely because many
patients have to surgery coronary in aged <55.

4.2. Comment during opertion

The cause of valve regurgytation: in our study causes valve lesions
encountered in 62 cases (92.54%), aortic dilation lesions of 5 cases,
accounting for 7.46%. Rate causes different openings all across studies.
According to Olson: Causes of aortic valve insufficiency due to arterial
injury at the base tends to increase, the rate of aortic root expansion
increased from 17% before 1980, to 37% after 1980.

Status of valve: the valve was thick leaves have 88.06%, 55 cases of
free edge leaves valve roll up cause valve insufficiency 82.09%, 52.24%
calcified leaves valves and 5 cases the calcified to annulus, we conducted the
annulus shaped valve by sewing sutures padded U-shaped small pads.
Nguyen Thai Minh 6.7% over valve shape. According Turri leaf valve
calcification rate of 67%. In our opinion this is reasonable because in the
developed countries, aortic valve disease mainly calcareous degeneration in
the elderly.

Surgical Methods: In our study all patients received valve
replacement surgery. In the artificial mechanical valves: 53 cases
(79.1%); biological valve 12 cases, accounting for 17.9%. 5 cases of
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damage to the annulus and take over the aorta wall and two cases of
valve replacement combined with changes to the ascending aorta. 5
cases of coronary artery stenosis after valve replacement have to
surgery coronary artery bypass all up 7.46%.

Size valve we used most was 21-23, accounting for 86.67%, 4
valve size 19 cases, no cases of valve used to size 27. Select the size of
the artificial aortic valve fit with gradient across valve minimum and
improves left ventricular index after valve replacement. Avoid artificial
valve replacement when Effective orifice area / body surface area is
<0.8.

4.3. Postoperative Results
4.3.1. Postoperative period

Clinically: after valve replacement we found that the functional
symptoms of the patient begins to improve, most patients feel more
comfortable. The majority of patients at the time of surgery have
difficulty breathing with different levels including NYHA 111 or higher
49.23%, 22.73% longer postoperative patient dyspnea NYHA I, V.

2 cases (2.99%) bleeding have to reoperation: a case of suture
bleeding right atrium, a case of sternum bleed. The rate of postoperative
bleeding, we are not higher than other studies: Elaine was 3.2%, 3.4%
Raja P Akhtar, David S. Bach was 6.9% and by David D. postoperative
bleeding rate of less than 5%.

In the present study we have 7 cases, accounting for 10.45% wound
infection, have not meet any case sternal infection. Compared with
some other authors, the rate of infection is higher than us.

Mortality: We have 1 patient died postoperatively accounted for
1.49%. This is the case with severe preoperative NYHA class 1V heart
failure, with an EF <30% after valve replacement surgery heart failure
did not improve. This is consistent with the statement of the author
David DY, Robert JH: Aortic valve insufficiency with left ventricular
dysfunction severe EF <25% postoperative recovery of left ventricular
function is poor, mortality up to 10%, but if not surgery that medical
treatment the mortality rate of up to 20%.

On echocardiography: We found that left ventricular function after
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valve replacement virtually no improvement even this indicators are
more reduced compared with before surgery (average EF: 53.4 + 9, 7)
Average postoperative EF: 52.6 + 8.1This is consistent with the
recommendations of the Vietnam cardiovascular Association and the
American Heart Association: in the first few weeks after surgery, left
ventricular systolic function hardly changes and EF may even worse
than before due to reduction of shoulder surgery and increased to
recover in the next few months.

The left ventricular volume reduction is not much compared to
before surgery (difference not statistically significant p = 0.1052), but
this shows that the initial effect of the aortic artificial valve.

On the status of artificial valve: At the time of the ultrasound
examination after surgery comparing two mechanical valves and
biological valves we found lower gradient pressure valve in biology, but
the difference was not statistically significant

In the present study we have 5 cases also the artificial valve
regergytation 7.58%, 2 cases with small regergytate side the artificial
valve but hemodynamically stable after surgery.

4.3.2. Results 1 month early.

- In clinical, we found that most patients after 1 month of surgery
difficulty breathing or shortness of breath only slightly, with NYHA |
and Il accounted for 90.91%, compared to 78.46% at discharge is
However, two cases still have chest pain, accounted for 3.08%.

Regarding the blood pressure significantly improved compared
with before surgery, the average systolic blood pressure: 121.3 mmHg.
Average diastolic blood pressure 80.1 mmHg.

On echocardiography

Acrtificial valve: maximum pressure differences across valves
artificial medium for 2 groups was 22.9 + 5.2 mmHg, decreased compared
to 26.83 + 10.2 discharged but the difference was not significant p =
0.0287. This result is similar to other authors: Zingg U, that the average
gradient pressure across mechanical valve was 22.5 + 6.1 mmHg.

There are 2 cases of side artificial valve insufficiency, the case in
surgery have injured calcified to annulus. The rate of in our study
higher: David DY: 2%, Robert WE: 1%.
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In our study the left ventricular end-diastolic diameter after surgery
71.3 = 7.6 mm, compared with 74.1 + 14.3 mm before surgery, ejection
fraction has improved an average of 55 , 2 £ 9.6%. Left ventricular
mass index at 1 month after discharge compared with 145.7 &+ 48.6 at
discharge (178.9 + 33.5).

4.3.3. Results 6 months after hospital discharge

Clinically, the majority of patients in the six months after are
asymptomatic dyspnea with NYHA 1. Status of heart failure patients
survived significantly improved compared with before surgery.
Meanwhile, 75% of patients in NYHA class Il or IV before surgery,
81.2% achieved NYHA class | or Il after the surgery.

In addition, 1 patient died 4 months after discharge accounted for
1.54%

On echocardiography:

Cardiac function: left ventricular systolic function less change. The
left ventricular mass index strongest decrease at the time of hospital
discharge (192.9 + 33.5 compared with 204.4 = 69.3 before surgery),
the first month after surgery 155.7 + 48.6, to 6th month, the index is
back to normal (139.5 & 29.6).

Acrtificial valves: gradient pressure across in biological valves
lower than mechanic valve, but the difference was not statistically
significant. There are 2 cases side valve regurgitation accounted for
3.08%, this result is higher than the author Other: David S. Bach was
2.2% and David D, side valve regurgytation rate with mechanical
valves is 1-2%. One case of increased valve regurgitation have to re-
operation.

4.3.4. Postoperative results 6 months - 1 year

In clinical vast majority of patients have markedly improved, the chest
pain was not significantly reduced from 6 months onwards and 92.73% of
patients no longer breathing or shortness of breath on exertion more.

We had one case of postoperative bleeding 1 year (vomiting blood)
was adjust anticoagulant dose.

Ultrasound: artificial mechanical valve works well with gradient
pressure through the valve average 20.9 + 3.3 mmHg. However, 1
patients still side artificial valve regugytation to be continue monitored
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and medical treatment.

Left ventricular mass decreased fastest time of discharge, the
normal time of 1 month and 6 months to slow down. Reduced left
ventricular hypertrophy is one of the important points to evaluate the
effectiveness of aortic valve replacement surgery.

4.3.5. Results after surgery 3 years - 5 years

Clinically: most of the patients with clinical symptoms, the systolic
blood pressure, diastolic at an acceptable level, and 6 cases of patients
with cardiac arrhythmias also. Most patients with artificial heart valves
work properly.

Ultrasound: The index is back to normal, Not any case
degenerative, calcified biological valves and mechanical valve stuck.

CONCLUSION

Based on the study 67 patients the aortic valve regurgytation
surgery in 5 years from 1/2006 to 12/2010, Vietnam-Germany Hospital,
we have the following conclusions:

1. Clinical and subclinical characteristics of patients with

- Patients in middle age, with an average age of 45.8 + 12.8, men
more than women (rate 73.1% - 26, 9%).

- At the time of surgery most patients have clinical symptoms,
clearly, from heart failure NYHA 1l level or higher accounted for
95.52%, of which 13.43% had NYHA class IV.

- Echocardiography: Status valve lesion mainly thick leaves
88.06%, shrinkage leaves 58.21%. Left ventricular function decreased,
the left cardiac hypertrophy, left ventricular systolic function decreased
slightly, the average 53, 4 £ 9.7 and 32.84% combines with stenosis

- 7.46% coronary artery stenosis attached to intervene with aortic valve.
2. Postoperative Results

Of the 67 patients aortic valve surgery, 55 cases of mechanical
valve replacement, including 2 cases of valve replacement with
ascending aorta and 12 biological valve. Overall mortality for the entire
study encountered 3 cases, accounting for 4.48%.
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- Postoperative period:

+ Complications encountered most wound infection (10.45%), post
operation bleeding rate 2.99%, and 1 case of death during this period
(1.49%.)

« Artificial valve works well, left ventricular systolic function, LV
diameter is not much change after valve replacement 7 days, the index
changed significantly after valve replacement 1 month. 2 cases with
mild regergytate around the artificial valve.

« Biological prothesis advantage than mechanical valves have a
lower differential pressure through the valve, not the use of
anticoagulants.

- In the 6 months after surgery:

Clinical outcome of patients with NYHA | recovered well with
47.69%, with no cases of severe stenosis, gradient pressure across valve
average 21.6 + 6.3 mmHg.

Left ventricular function recovered significantly, Left ventricular
mass decreased at most 1 month after surgery.

Complications of artificial heart valves have 1 case by endocarditis,
need surgical intervention.

- Mid-term results after surgery

* The mortality rate in the first 3 cases, accounting for 4.48%.

» Complications encountered one case of bleeding due to
anticoagulation use incorrect specifications.

 Atrtificial valve works well, function and left wventricular
morphology returned to near normal values after 2 years.

PROPOSALS

Through study of clinical characteristics, clinical and surgical
opening through the aortic valve in heart surgery Vietnam-Germany
Hospital, we offer the following recommendations:

1. Evolution of aortic valve insufficiency silently, the patients
symptoms of chest pain, chest pain can be caused by valve open all
coronary anemia, however some cases of chest pain is due to injury
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with coronary artery, we saw the need to explore coronary
systematically in all patients with aortic valve opening is indicated to
determine surgical lesions in coronary arteries that have management
direction.

2. When valve replacement surgery should use appropriate valve
size, valve size smaller to avoid all cause narrowing. In case of
necessity extend over sized valves to valve replacement with suitable
valve.
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