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INTRODUCTION

Acquired tricuspid valve (Tr.V.) disease is classified surgically as functional
or organic (Karp, 1990).

The most common cause of tricuspid regurgitation (T.R.) is not intrinsic
involvement of the valve itself, but dilatation of the right ventricle (R.V.) and of the
tricuspid anulus, which may be due to complication or right ventricular failure of
any cause. This results in failure of systolic valve coaptation of the tricuspid valve
leaflets (Braunwald, 1992).

The degree of functional impairement is related to the severity of the left
sided lesion, the duration of aortic or mitral valve (M.V.) dysfunction and the
resultant degree of pulmonary artery hypertension and the degree of right ventricular
dilatation (Karp, 1990).

In tricuspid insufficiency ' the systolic regufgitation into the right atrium
elevates the right atrial (R.A.) pressure (Rackley et al., 1990a).

Hcpatic dysfunction often complicates Tr.V. disease and must be defined
before surgical intervention (Karp, 1990).

T.R. in the absence of pulmonary hypertension (PH+) usually does not
require surgical treatment. In patients with PH +, the severity of regurgitation should
be assessed by palpation of the valve at the time of the mitral or aortic valve surgery.
Excellent results have been reported in patients with T.R. w1th the use of the

De-Vega tricuspid annuloplasty (Braunwald, 1992).
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The De-Vega technique uses a double purse-string to narrow the anulus from
the anteroseptal commissure to the posteroseptal commissure., A valve sizer is often
inserted to gauge correctly the degree to which the annuloplasty suture is tightened
(Karp, 1990).

Undoubtedly, the results of Tr.V. annulorraphy have been better than those
“of the prosthetic replacement of the valve (Minale et al.,‘l990).

However, the De-Vega procedure commonly fails when excessive stress
causes tkle continuous suture to tear from the myocardium and the suture is strung
across the tricuspid orifice, a condition called "Guitar string tricuspid”, and tricuspid

insufficiency recurs.

A new technique for tricuspid valvular repair "Segmental tricuspid
annulopasty" can prevent suture tear by placing interrupted stitches over teflon
pledgets. This new technique is as fast and technically simple as the commonly used

De- Vega annuloplasty techmquc

I Y

Segmental tncusp:d annuloplasty successfully achieves annular reduction
while compensating for suture tearing. Even if one suture should fail or tear from
the endocardium, enough sutures would remain to prevent massive tricuspid

insufficiency (Revuelta and Garcia-Rinaldi, 1989).

Segmental tricuspid annuloplasty carries the advantage of the more
expeditious one suture/one knot, while still securing the periannular tissues, over

the unprotected annular suture after the De-Vega annuloplasty (Antunes, 1990).

Color Doppler flow mapping provides accurate assessment of the presence
and severity of T.-R. This technique aids in the selection of patients appropriate for
surgical repair of the Tr.V. and is useful in evaluating the adequacy of Tr.V. repair.
Color Doppler study performed early post-operative accurately predicts the presence

(if any) and the severity of residual post-operative T.R. (Czer et ak, 1989).
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AIM OF THE WORK
The tricuspid valve remains an enigma. Whenever functional tricuspid
msufﬁcxency requires surglcal repair to be performed, the choice of the best
armuloplasty technique whxch gives permanent efficiency is still controversial, and

oplmons still differ on thq best way to reconstruct the Tr.V.

The aim of this work is to evaluate this new technique "Segmental tricuspid
annuloplasty”, comparing it with the well known and commonly used De-Vega
technique, and to assess the performance of the Tr.V. following this new technique
both early and late postoperatively. The scope of this work includes functional
tricuspid insufficiency in patients with mitral valve disease (M.V.D.) requiring

surgical intervention.
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