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ABSTRACT

INTRODUCTION: There is strong association between inflammation and atrial fibrillation

(AF), as high- levels of high-sensitivity C-reactive protein(hs-CRP) have been noted to be higher among patients
with AF. AF promotes thromboembolism through a variety of mechanisms, blood stasis, endothelial dysfunction
andinflammation.

OBJECTIVES: This study aimed to assess the relationship between hs-CRP as inflammatory marker and the
risk of thromboembolism in patients with non valvular AF.

METHODS: This study included 100 patients with non valvular AF referred to transesophageal
echocardiography(TEE) before cardioversion or in patients with stroke to evaluate thromboembolic markers (
LAA thrombus, LAA low flow velocity, SEC ),transthoracic echocardiography(TTE) to measure LA
anteroposterior diameter (AP),LA area, and LV EF and hs-CRP blood level .The patients divided into two
groups Group ( A) included 26 patients with hs-CRP >4.5 mg/dl Group ( B) included 74 patients with hs-
CRP<4.5mg/dl.

RESULTS: Group (A) patients were significantly older (p = 0.003), have longer duration of AF (P=0.003),
higher left atrial size (LA AP diameter. &LA area P<0.001), lower LVEF (50.923 +8.291 % vs 57.054+7.83 %
P =0.021), higher incidence of thromboembolic markers as LAA thrombus (76.9% vs 18.92% p< 0.001), dense
SEC (53.84% vs 18.92% p< 0.001) and LAA low flow velocity (17.058+ 2.751 vs 26.986+ 9.083, p < 0.001) and
higher CHADSVASCc score (4.692 £1.032 vs 1.838 + 1.118, p <0.001) compared to group (B). Hs-CRP showed
significant positive correlation with age (r=0.514, p < 0.001), CHADSVASc (r=0.603, p < 0.001), LA diameter
(r=0.628 p < 0.001), LA area (r = 0.525, p < 0.001), SEC (1=0.603 p < 0.001), LAA thrombus (r = 8.313, p <
0.001) and AF duration (r =2.877, p= 0.006) and significant negative correlation with LAA emptying velocity (r
=-0.530, p <0.001), filling velocity (r=-0.487,p <0.001), and LVEF (r=-0.317,p

=0.025). The cut-off value of hs-CRP >4.5 mg/ dl had sensitivity, specificity, positive & negative predictive values
and accuracy 95 %, 90.3% ,92.9, 97 and 93% respectively for predicting thromboembolic risk in patients with non
valvular AF.

CONCLUSION: High-sensitivity C- reactive protein ( hs-CRP) level is suitable to predict thromboembolic
markers in patients with non-valvular AF. Therefore, it can help to predict the presence of these markers among
AF patients in combination with established clinical risk score (CHA2DS2-VASc score).
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When Is It Necessary To Resend A Residual Shunt

To A Surgeon?
Khaled Samir Mohamed, MD, FETCS

ABSTRACT

OBJECTIVES: Evaluation of the real volume and outcome of the prd
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VSD in 151, atrioventricular septal defect (AVSD) in 42, double outlet right ventricle in 36, ASD in 29, PDA in
28, TGA (who had atria with the technique of Senning) in 8, aorto pulmonary window in 3. All patients had
median sternotomy except for 7 patients who had right posterior mimithoracotomy for ASD closure.
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All patients had CPB with no cooling. Cold crystalloid blood enriched ante grade homemade cardioplegia was
used in all patients. We used Dacron patches for VSD closure while ASD, AVSD, P-A window was closed by
pericardium either fresh or Glutaraldehyde fixed and PDA ligation by silk suture. Non absorbable 5/0
monofilament for suturing. Resection was used only for fibrous tissues and interruption for muscle bands. Us aim
is always to keep aortic clamping time at minimum.

Follow up was made by the use of echocardiography with the following milestones: before the patient is discharged
from the hospital, every 3 months twice then every year after.

A hemodynamic study by catheter was used to estimate residual shunt associatedgmithehemodynamically
significant stenosis.
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Fig 2: Types and levels of the residuals

with highest rate of residuals (45%) while TOF repair had the highest rate of
up II b (29%) and DORY repair had the highest rate of large residuals of group II ¢
ortic cross clamping time was higher in Group II and special in the sub groups b with
a P value 0.029.
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The hospital stay duration median calculation proved that being in group Il ¢ is a statistically significant risk factor
with a P value of0.019.
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Table 2: statistics of Group I (no residuals) and II (residuals) with its sub groups A (<2 mm), B (2 -<4
mm) and C (4 < mm), dark cells = P < 0.05 (significant)
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Shunt column or neck is not calculated. If there was no mention of the possibility of such a complication to the
patient and in the preoperative consent a residual shunt can result in serious medicolegal problems. Financially the
increased cost due to longer ICU, hospital stay and medications raises another issue and this will be a real problem
in case of a need for reintervention; usually the insurance authority is reluctant to pay without investigations. The
psychological effect on the patient varies according to the patient personality and the family reaction, some
psychological effects can be long term or life time up to the need for continuous psychiatric treatment.

Endocarditis and its prevention remains an issue especially in case of small resid sis is another
problem that can be seen with small residual shunts and up to a life threatening conditi
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within a year and that has suggested that nonsignificant residuals should be left 2
Preoperative preparation of the patient and the choice of the suture
avoidance. Proper intraoperative assessment of the shunt closure should B

cardiologists too as with

expansion of percutaneous closure
higher numbers of residual shunt are
seen. [5,6]

Conclusion
Tiny residual shunts may closg
and should be avoided by 3

sidual Shunt
Valdes- Jones M, Roland Shematek JP, Allen HD, Goldberg SJ, Sahn DJ.
Residual shunting in ative period afté@Closure of atrial septal defect: echocardiographic
comparison of patch mate’ iovasc Surg. 1982 Jul;84(1):73-6.
6. Alan Zajarias; Srih: ohn Lasala; Julio Perez Predictors and Clinical Outcomes of Residual
Shunt in Patients Undergoing ranscatheter Closure of Patent Foramen Ovale J Invasive Cardiol.
2006;18(11):533- 537.

t, Ain Shams University, Cairo, Egypt

CARDIOVASCULARRESEARCHPROVEJOURNAL 1



