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After correction of atrioventricular communication in 13 cases operated
patients have developed left ventricular outflow tract obstruction. By type of
stenosis patients were divided into 2 groups: discrete subaortic stenosis - | group
(n =11), tunnel type of stenosis - Il group (n = 2). Therewere no lethal cases. The
immediate and late results in all patients of | group except one were good. In the
second group, the immediate results were good, but in the late period was
observed progression of restenosis. Resection of fibrosis and myoectomy in
discrete subaortic stenosis ensure optimal results, but has a low efficiency in the
tunnel form of stenosis.
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Hemodynamically significant obstruction outflow tract of the left ventricle
(LVOTO) occurs in 3-7% of patients operated with cases of atrioventricular
communication (AVSD) and require complex surgical reinterventions [3, 5, 7].

Effective surgical tactic to such patients is not completely defined. This is
confirmed by the high frequency of reoperations caused by repeated re-stenosis
after "radical" correction [4, 6, 7]. It is important to accumulate and analyze data

about this subject and search optimal solution for the existing problems.



Purpose of our work is to analyze experience of surgical treatment of
patients who was operated with cases of AVSD and developed hemodynamically
significant LVOTO in the late period.

Materials and methods. During the period from 2004 to 2013 year we have
operated 355 patients with different forms of AVSD, 13 (3.6%) of which in the
long term have developed hemodynamically significant LVOTO. Average age of
the patients was 99 + 127 months (from 22 to 504 months), the average weight - 26
+ 18 kg (from 7,5 to 74 kg).

The average interval between radical correction and reoperation was 59 + 89
months (from 7 to 395 months).

Primary surgery in the studied group of patients included correction of
partial AVSD in 8 (62%) cases, complete AVSD in 1 (7,6%) patient, complete
AVSD with double outlet right ventricle in 1 (7,6%) patient, complete AVSD with
previous repaired coarctation of the aorta in 2 (15,2%) cases, complete AVSD with
previous pulmonary artery banding in 1 (7,6%) patient.

Comorbidities occurred in 11 (85%) of cases. Insufficiency of the mitral
valve (MV) of varying degree was detected in 8 (62%) patients. In 2 (15.2%) cases
were found trivial and moderate aortic insufficiency. Moderate insufficiency of
tricuspid valve and the pulmonary valve is detected in 1 (7.6%) patient.

Based on the type of LVOTO, all patients were divided into 2 groups.

Patients with discrete subaortic stenosis made first group - 11 (85%)
patients and the second group included 2 (15%) patients with tunnel type LVOTO.

The average preoperative pressure gradient (Ar) by Echo-kg was 87 + 26
mmHg (from 40 to 125 mmHg ).

Surgical tactics depended on the type of LVOTO and comorbidity.

In first group in 2 (19 %) cases was performed resection of the membrane.
Removal of fibrosis and additional myoectomy was performed in 3 (27%) patients.
Removal of membrane, myoectomy and suturing splitting of anterior leaf of MV in
3 (27%) patients. Resection of the membrane and myoectomy combined with
mobilization of fibrous triangles by Yacoub [9] performed in 1 (9%) patient. In 1



(9 %) case were performed resection membrane, myoectomy, mobilization of
fibrous triangles, suturing splitting of anterior leaf of MV and plastic tricuspid and
pulmonary valves. 1 (9%) case of underwent resection of membrane, myoectomy
and plastic aortic valve in Trasleru.

All patients of Group Il was performed with resection of fibro-muscular
tissue of tunnel, myoectomy and MV plastic (suturing splitting of front leaf).

The efficiency of removal of LVOTO was evaluated by echo-CG and
oriented on magnitude of pressure gradient on left ventricular outflow tract at
moment of discharge from the hospital: 20 mmHg — good result, 21-40 mmHg —
satisfactory result and 41-90 mmHg— poor result [1].

Results. There were no lethal cases in studied group

Among the patients of | group we were able to achieve good results in 10
(91%) cases, averaged postoperative Ap 18 mm Hg. In 1 (9%) patient who
received resection of the membrane without myoectomy we found satisfactory
result (postoperative Ap 34 mm Hg).

The immediate results in all cases the Il group were good - average Ap 16
mm Hg.

Long-term results of surgical treatment are collected in 10 (77%) patients
and amounted to an average of 26 + 23 months.

Among the first group of patients (85%) the average time of observation was
28 months. Average time of observation in second group of patients (15%) was 17
months.

At the time of inspection, regardless of the type of surgery, in 6 (55%)
patients of first group Ap remained in the range of 15-20 mm Hg. In 1 (9%) patient
with high residual Ap at discharge (34 mm Hg) was noted increase Ap to 66 mm
Hg and was regarded as an indication to reoperation.

In the late period in all cases of second group we registered a substantial
increase Ap an average of 15 to 30 mm Hg. This result shows the progression of
restenosis and high probability for a re-intervention in the remote period for this
group of patients.



Conclusions

1. Features of the structure of the heart in patients with AVSD promote
anatomical narrowing of left ventricular outflow tract and turbulent
blood flow, which set the stage for the emergence of subaortic
stenosis.

2. Aggressive resection and myoectomy in patients with membrane type
LVOTO provides good results in the early postoperative period.
High residual Ap in the early postoperative period is a risk factor
for restenosis.

3. For patients with tunnel form LVOTO resection of fibrosis and
myomectomy should be considered as palliative intervention
because it has low efficiency in late period. The development and
introduction of new methods as well as studying and optimization
of existing (Konno operation, etc.) is very important to help
effectively and radically solve the existing problem.
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XIPYPI'TYHE JIIKYBAHHSA CYBAOPTAJIBHOI'O CTEHO3Y IIICJIA
PAJIMKAJIbBHOI KOPEKIIII ATPIOBEHTPUKYJISIPHOI'O
CEIITAJIBHOI'O AE®EKTY

IIpopoxk C.FO.%, Ceran €.B.1, Pomantok O.M.2, Cepnenxko b.b.2

Hamu 6yno npooneposano 13  nayicumie, y akux nicia KopeKyii
AMpPIOBEHMPUKYIAPHOI KOMYHIKAYIT BUHUKIA OOCMPYKYIs BUBIOHO20 MPAKMYy
J1iB020 WIYHOUKA. 3a 6u0OM CMeHO3) X8opi 0yau po3nodileHi Ha 08I 2pyni.
ouckpemuutl cybaopmanvruti cmenos — I epyna (N=11), mynenvnuii cmenos — Il
epyna (N=2). Jlemanvnux sunaoxis ne Oyno. besnocepeoni i siooaneni pesyiomamu
v ecix nayienmig I epynu, Kkpim oOHozo, doyau ooopumu. Y Il epyni be3nocepeoni
pe3yromamu Oynu 000pi, a y 8i00aieHoMy nepiodi CnoCcmepieailocs npocpecy8aHHs;

pecmenosy.



Pesexyisn gioposy 3 mioekmomiero npu OuckpemHomy cyoaopmaibHoOMy CMeHO3I
3a0e3neyyc ONMUMAIbHUU pe3yibmam, a npu MyHeibHOM)Y CMeEeHO3l MA€ HU3bK)
ehexmueHicmo.

Knwuosi cnoea: 6poodowceni 6aou cepys, cybaopmaivbHUli CmeHos,

ampio6eHMpUKYIAPHA KOMYHIKAYIA.

XUPYPI'MUECKOE JIEYEHHUE CYBAOPTAJIBHOI'O CTEHO3A
MOCJIE PAIUKAJTBHONU KOPPEKIIMM ATPUOBEHTPUKYJISIPHOI'O
CEIITAJIBHOI'O JE®EKTA

IIpopok C.1O., Ceran E.B., Pomantok A.M., Cepaenko b.b.

Hamu 66110 npoonepuposano 13 nayuenmos, y Komopuix nocie Koppekyuu
AMPUOBCHMPUKYTIAAPHOU — KOMMYHUKAYUU — BO3HUKAA OOCMPYKYUS  8bl8OOHO20
mpaxma 1e8oeo dcenyoouka. I1o muny cmernosa 60avbHbie ObLIU PA30 elleHbl Ha 08¢
epynnol: ouckpemmunlii cybaopmanvuviii cmenos — I epynna (N=11), mynnenvuwiil
mun cmenoza — |l ecpynna (n=2). Jlemanvnvix ucxoooe wHe 6Ovlio.
Henocpeocmeennvie u omoanennvie pesyromamoul y 6cex nayuenmosg I epynneoi,
Kpome 00H020, Obliu xopowumu. B Il epynne nenocpedcmeenHvle pe3yibmamol
OblIU XOopowiue, a 6 OMOANEHHOM nepuooe HaAbI0O0AI0Ch NPOSPECCUPOBAHUE
pecmenosa.  Pesexyus  ¢ubposa ¢ muoskmomueu npu  OUCKPEMHOM
cybaopmanbHoM CmeHo3e obecneuugaem ONMUMAILHLIL pe3yibmam, a npu
MYHHENbHOU (hopMe cmeHo3a umeem HU3KYI0 3QPekmueHocms.

Knrwoueewie cnoea: eposicoennvle nopoku cepoya, cyoaopmanbublii CMeHos,

AMPUOBCHMPUKYVIAPHAS KOMMYHUKAYUSL.



