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INTRODUCTION 

Ischemic mitral regurgitation is mitral insufficiency caused by 

myocardial infarction.[1] It is a common complication of a completed 

myocardial infarction prevalent in up to 20% of cases following more 

frequently an inferior MI rather than an antero-septal one.[2] IMR always 

follows myocardial infarction. It is therefore a disease of the myocardium 

that disturbs mitral valvular function. The leaflets and subvalvular apparatus 

are by definition normal[3] distinguishing it from other causes of MR 

associated with coronary artery disease in which no cause and effect 

relationship exists. 

There are different mechanisms by which IMR occurs. It may present 

suddenly with MI and papillary muscle dysfunction or rupture; usually the 

postero-medial one. It can more commonly be chronic where there is loss of 

leaflet coaptation late after an established MI. This could be due annular 

dilatation or to global LV dilatation leading to displacement of the papillary 

muscles with consequent increase of tethering forces both leading to 

incomplete coaptation of mitral leaflets as well as local malfunction of the 

LV wall adjacent to a single papillary muscle.[4] Ischemic heart disease 

patients with IMR have a worse survival than patients without IMR. A 

higher degree of IMR worsens further long term survival.[5] 

 



Decision to perform surgery on the incompetent valve is taxing with a 

higher risk of post operative complications. Surgery is considered according 

to the grade of mitral incompetence. Grades 3/4 and 4/4 generally require 

mitral valve surgery in addition to coronary artery bypass grafting for better 

surgical outcomes and prognosis. The debate regarding surgical indications 

for MV surgery is still open for less severe lesions.[6] Some surgeons found 

no difference between isolated coronary artery bypass grafting (CABG) and 

CABG associated to MV surgery.[7] Other studies evidence a better 

outcome with MV surgery, even in the case of moderate (2/4) IMR.[8] 

Some anterior infarctions are tolerated without severe loss of function 

initially, but progress to severe ventricular dysfunction later on with IMR 

and heart failure. Even on the best available therapy the 5-year survival for 

infarction-induced heart failure can be as low as 50%.[9] Recent studies 

suggest that a transmural myocardial infarction makes the surrounding 

normally perfused myocardium myopathic. Whether this process is 

reversible remains to be seen, but unimpressive results with LV volume 

reduction and LV aneurysm operations strongly suggest that it is not.[10] 

[11] [12] It is proposed that early interventions attenuate LV dilatation 

before LV remodeling occurs and improves survival by restraining infarct 

expansion and stabilizing LV geometry thus preventing the progress of 

ischemic mitral regurgitation and improving survival.[13] 



 

Aim of the work: 

1. to compare mortality and morbidity in the different strategies for tackling  

a large LV with mild to moderate mitral regurgitation. 

2. to evaluate the influence
 

of factors including concomitant
 

surgical 

procedures, clinical
 
and hemodynamic parameters on surgical outcomes. 

3. to evaluate improvement in LV function, LV size and mitral valve status 

postoperatively and one month  after recovery. 

PATIENTS AND METHODS: 

A prospective study where 60 patients with mild to moderate IMR and 

coronary artery disease with above normal left ventricular dimensions 

undergoing surgery will be chosen. First group of patients will undergo 

CABG alone while the other will have mitral repair in addition to CABG. 

Results will be collected: 

 Preoperatively in the form of: 

o Age, sex, clinical symptoms and signs, EURO score (standard 

and logistic) and preexisting comorbidities 

o Laboratory tests (CBC, Liver functions and Kidney functions) 

o Trans thoracic echocardigraphy including mitral valve analysis, 

size and dynamic properties of the LV (including LV end 

diastolic dimension, LV ejection fraction) 



o Coronary angiography in addition to any previous surgery or 

PCI, coexisting cardiac lesions and arrhythmias will be noted. 

 Intraoperatively in the form of:  

o Type of procedure 

o Operative time, bypass and cross clamp time (type of 

myocardial preservation will be cold antegrade cardioplegia) 

o Technique of mitral repair 

o Intraoperative TOE findings 

o In-theatre mortality 

o Inotropic support and need for IABP 

  Postoperatively 

o Immediate in the form of : 

 ICU stay, postoperative complications (including: 

bleeding, MI, arrhythmias, low cardiac output and renal 

failure) 

 Hospital stay 

 Mortality 

 Predischarge echocardiography 

o Follow up: 4 to 6 weeks 

 for  progress of symptoms 

 Transthoracic echocardiography: LV end diastolic 

dimension, LV ejection fraction, Wall motion 

abnormality and mitral valve status. 

RESULTS: 

All results will be tabulated, graphed and statistically analyzed. 
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