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Abstract

Background: Ischemic mitral regurgitation remains the subject of
much debate. The choice between therapeutic options is
characterized by the trade-off between reduced early operative
morbidity and mortality and avoidance of prosthetic valve related
complications with repair, versus a better long-term correction of
mitral insufficiency with replacement. Materials and Methods:
Between 2005 and 2007, 30 patients undergoing CABG for CAD,
with concomitant repair or replacement for their ischemic mitral
valve regurgitation are included in the study. Patients are followed
up for 2 years. Results: 21 patients had CABG + MVRp, 9 patients
had CABG + MVR. Early postoperative mortality was 11% for the
replacement group, and 5 % for the repair group. 2 years survival
was 78% for the replacement group, and 81% for the repair group.
Freedom from > 2+ MR was 76% for the repair group, and 100% for
the replacement group among survivors. Conclusion: MV repair
may be better in low-risk patients with ischemic mitral regurgitation.
Mitral valve replacement with intact subvalvular apparatus should be
considered in patients with chronic IMR who have multiple
comorbidities, complex regurgitant jets, or severe tethering of both
mitral valve leaflets.

Key words: ischemic- mitral regurgitation
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Introduction And Aim Of Work

Currently, there is general agreement about the efficacy of the
surgical treatment for patients with severe ischemic mitral valve
regurgitation (IMR) but the best surgical approach is still in conflict.
The surgical approach depends upon the pathophysiological
mechanisms and degree of mitral regurgitation. The milder form
(grade 1+) is generally treated with coronary artery bypass grafting
(CABG) alone, whereas the more severe forms (grade 3+ and 4+)
require a valvular or annular procedure along with CABG. The
optimal treatment of moderate (grade 2+) mitral regurgitation has
been debated. Most of the recent studies have also advocated a
mitral valve procedure in these patients.

Patients with mitral regurgitation (MR) of ischemic origin suffer a
higher surgical risk compared with MR of other etiologies, with
higher operative mortality, shorter survival and event-free survival
rates.

Mitral valve repair has shown clearly superior results compared to
replacement for degenerative diseases. In the specific case of IMR,
there has not been a consensus for the optimal procedure when
weighing repair versus replacement. The study aims to evaluate the
results of the surgical treatment of IMR, for patients with grades 3+
or 4+ IMR, comparing the results of mitral valve repair versus
replacement as treatment options for IMR.



Mitral regur'ggitation is a frequent complication of coronary artery
disease. The impact of uncorrected significant MR on late outcomes
after cardiac surgery is well recognized. Most surgeons would therefore
attempt to correct ischemic mitral regurgitation of moderate or greater
severity by repaiting or replacing the mitral valve. However, the relative
risks and benefits of mitral repair versus replacement in this difficult
patient populatior' are still controversial. {(A! Radi et al, 2005)

- Surgical treatment of ischemic mitral regurgitation is associated
with a high operative mortality rate and poor long-term survival.
Chaoosing the most appropriate surgical treatment to maximize survival is
made difficult by inconsistent classification schemes for the entity, a
paucity of long-term data to compare alternatives, and an absence of

randemized trials ‘of valve repair versus valve replacement. (Gillinov et
al, 2001)

. Although miiral reconstruction demonstrably provides better
preservation of ventricular function than does mitral replacement without
chordae sparing procedures and produces superior freedom from valve
related complications, in patients with degenerative mitral insufficiency,
similar advantages have not yet been definitely identified for the subset
of patients with ischemic mitral insufficiency. (Grossi et al, 2001)

A study by ©ohn and associates reported that mitral reconstruction
in patients with ischemic mitral insufficiency was associated with 5 year

mortality 5 times higher than that seen after replacement. (Cohn et al,
1995)

Several investigators have suggested that repair is better than
replacement for patients with ischemic mitral regurgitation. Others,
however, have cdocumented equivalent late survival after repair and
replacement. Chordal preservation at mitral valve replacement may be
an important means of improving survival. Gohn and colleagues and
Dion and associates concluded that the patho-physiologic mechanisms
of mitral valve regurgitation and the mode of presentation of the patient
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was more important determinants of outcome than was the surgical
technique. (Gillinov et al, 2001)

 .pPatients with IMR have a worse natural history than patients with
CAD and no IMR. A study of 11,748 cardiac catheterization patients
revealed that severe IMR was associated with a 1-year mortality of 40%,
moderate IMR 17%, and mild IMR 10%. If no IMR was present at
catheterization, the 1-year mortality rate was 6%. Data from trials of
thrombolysis for acute Ml showed similarly poor prognosis for IMR.
Post-myocardial infarction patients have a 1-year mortality rate of 52% if
they have severe MR, 229, if they have mild-moderate IMR and 11% if
they have no IMF. (Borger et al, 2006)

~ The preferrad surgical approach to severe IMR in early studies was
MV replacement with a mechanical or tissue prosthesis. Mitral valve
replacement involved complete excision of the subvalvular apparatus,
but subsequent studies revealed a detrimental effecton LV function with
this technique. The negative effect on LV function may explain the high
mortality rates in early IMR surgical series. Preservation of the entire
subvalvular apparatus can usually be performed in IMR patients because
the MV leaflets and chordae are thin and pliable. Subvalvular
preservation resuits in maintenance of annulo-ventricular continuity and
improved preservation of LV function. (David et al, 1995)

Gillinov and associates and Grossi and colleagues demonstrated
that both MV repair and replacement are effective at eliminating MR
immediately postoperatively, but MV repair was associated with lower
perioperative mortality. However, patients at the highest risk with the
most severe MR did just as well, and possibly better, with MV
replacement’ Regardless of which surgical technique was employed, 5-

year survival rates were uniformly disappointing at approximately 50 %.
(Borger et al, 2006)
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Aim of work:

The aim of this work is to review the recent advancements in the
understanding of ischemic mitral regurge pathogenesis and to examine
the numerous surgical techniques that are currently being employed for
this complex problem, to discover which patient benefits from valve
repair and which from valve replacement , and to quantify the durability
of repair.



Review of literature




