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Abstract 

BACKGROUND: Coronary artery bypass grafting (CABG) surgery is widely accepted as a 
revascularization method for coronary artery disease (CAD). Despite survival benefit and 
improvement in quality of life, CABG may impose major morbidities and significant 
complications. Right ventricle (RV) dysfunction is an important complication that may affect 
patient's longevity and functional capacity. The aim of this study was to evaluate the 
relationship between RV dysfunction and some invisible parameters like inferior vena cava 
(IVC) size with physical capacity. 

METHODS: In this prospective study, 61 eligible CABG candidates were enrolled and RV 
function was assessed by echocardiographic parameters before CABG and one week and six 
months after the procedure, using tricuspid annular plane systolic excursion (TAPSE), Tei Index 
(TI), peak systolic movement (Sm) (cm/s), and IVC size. Functional capacity was assessed by 
six-minute walk test (6-MWT) 6 months after CABG. 

RESULTS: 58 patients who did not have any perioperative RV dysfunction were remained until 
the end of study; mean age was 58.2 ± 7.9 years with 68.9% being men, and 3 patients died after 
CABG. Preoperatively, septal motion, RV indices, and IVC size were normal in all patients. The 
frequency of RV dysfunction according to abnormal TAPSE index, TI, and peak Sm one week 
after surgery was 81.0%, 79.0%, and 62.0%, respectively, and 6 months after surgery was 49.0%, 
49.0%, and 37.0%, respectively. Mean walked distance in 6-MWT was significantly less in 
patients with RV dysfunction, older age, and higher number of involved vessels (P < 0.001). 

CONCLUSION: The significant reduction in RV function and impairment of exercise capacity 
after CABG in this study suggests cardiologists to pay more attention to RV assessment in 
follow-up visits of patients undergoing GABG. 
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Introduction 
Cardiovascular diseases (CVDs) are the leading cause 
of mortality in most countries with increasing 
prevalence around the world,1 mostly coronary heart 
disease (CHD).2 Coronary artery bypass grafting 
(CABG) is one of two main revascularization 
strategies.3 
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This procedure is widely used for many patients 
around the world4 and has significant post-surgical 
complications that may end in death or serious 
morbidity.5 One of the most important complications 
of CABG is right ventricle (RV) dysfunction.6 RV 
function has been considered a significant determinant 
of post-CABG outcome and is associated with high 
mortality and morbidity.7 Therefore, diagnosis and 
management of RV dysfunction after CABG is crucial 
for maintenance of hemodynamic stability and organ 
function in early post-operation period and prognostic 
for later phase.8  

Although depressed RV function is a recognized 
echocardiographic finding after CABG, the 
mechanism and clinical significance of this 
phenomenon is poorly understood.9 

Cardiopulmonary bypass (CPB), perioperative 
myocardial ischemia, intra-operative cardiac 
damage, cardioplegia, and pericardial disruption or 
adhesion are the most proposed mechanisms.10,11 

RV dysfunction in early and late post-operation 
periods after CABG has been reported by many 
investigators and in addition it has been emphasized 
that RV dysfunction lasts at least 12-18 months 
after the procedure.12,13 Some reports have 
proposed that RV dysfunction recovers after 6 
months14 and long-term RV dysfunction is mainly 
associated with preoperative RV dysfunction, rather 
than CABG.15 Moreover, some researchers have 
suggested that it does not affect the exercise 
performance and is not clinically significant.16 

Depressed RV function significantly affects 
cardiac re-hospitalization and patients’ mortality17 
and morbidity. Determination of RV dysfunction 
after CABG and its predictors is clinically 
important. Controversy in published studies 
necessitates evaluating this underestimated 
derangement after CABG. The current study aimed 
to determine the frequency of patients with RV 
dysfunction within one week and 6 months after 
CABG and effective factors. 

Materials and Methods 

In this prospective study, 61 eligible CABG 
candidates at Dr. Heshmat Hospital in Rasht, Iran, 
were enrolled by simple sampling method. Patients 
who did not have these factors were included in the 
study: suffering recent myocardial infarction (MI), 
previous CABG, atrial fibrillation (AF), significant 
valvular heart disease (VHD), pulmonary 
hypertension (PH), history of severe pulmonary 
disease, pulmonary embolism (PE), left bundle 
branch block (LBBB) in electrocardiogram (ECG), 

abnormal septal motion(ASM) in echocardiography, 
periprocedural MI, RV dysfunction before surgery 
according to echocardiographic findings [tricuspid 
annular plane systolic excursion (TAPSE) < 1.6 cm, 
Tei Index (TI) > 55%, peak systolic movement 
(Sm) < 10 cm/s, inferior vena cava (IVC) size > 21 
mm],18 and poor acoustic window. The study was 
approved by the Ethics Committee of Guilan 
University of Medical Sciences, Rasht, Iran 
(IR.GUMS.REC.1394.86).  

MI associated with CABG is defined by 
increased cardiac biomarker levels to 5 times the 
99th percentile of the reference range during the first 
72 hours after surgery, in addition to one of the 
following criteria: 1) new pathologic Q waves or 
new LBBB, 2) new graft or coronary artery 
occlusion, confirmed by angiographic examination, 
or 3) new loss of viable myocardium or regional 
wall motion abnormality, confirmed by imaging.19  

Demographic characteristics, including age, 
gender, diabetes mellitus (DM), hypertension 
(HTN), smoking, and body mass index (BMI) were 
recorded. Patients were diagnosed as DM, when 
fasting blood sugar (FBS) was ≥ 126 mg/dl or 
random blood sugar was > 200 mg/dl with 
symptoms, and were diagnosed as hypertensive, 
when systolic and diastolic blood pressures were 
greater than 140 mmHg and 90 mmHg, 
respectively, or when they were on antihypertensive 
medication. Patients were considered overweight 
according to BMI > 25 kg/m2 and were considered 
obese when BMI was > 30 kg/m2. The number of 
grafts, right coronary artery (RCA) and RV branch 
lesions and their revascularization, number of 
diseased arteries, left ventricular ejection fraction 
(LVEF), pump time, hypothermia, cardioplegia, and 
pericardial closure were recorded, as well. 

Two-dimensional (2D) echocardiography and 
tissue Doppler imaging (TDI) were performed for 
all patients before CABG, one week, and six 
months after the procedure (with Vivid 3 device, 
GE healthcare model, Germany) by an expert 
cardiologist. The function of RV was assessed by 
TAPSE, peak Sm velocity, and TI, based on the 
protocol explained in previous studies.20 In 
addition, IVC size and respiratory variation were 
measured by M-mode method in subcostal view. 
ASM was visually speculated by M-mode method 
from parasternal and apical views. Functional 
capacity was assessed by the six-minute walk test  
(6-MWT) 6 months after surgery.  

All patients underwent general anesthesia with 
similar protocol, including induction of anesthesia 
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with 3 mg/kg/h propofol and 0.5 to 1.0 
mg/kg/min remifentanil infusion. CABG with CPB 
was performed using ascending aortic cannulation 
and a two-stage venous cannulation in the right 
atrium. Antegrade cold cardioplegia and moderate 
hypothermia (approximately 32 °C) were used in all 
patients and total revascularization was done. In 17 
patients, partial pericardial closure was performed. 

Normal distribution assumption was checked by 
skewness and Kurtosis criteria (lower than 1) and 
Kolmogorov-Smirnov test (K-S test). Continuous 
and categorical variables were expressed as mean 
and standard deviation (SD) and frequency and 
percentage, respectively. McNemar's test was used 
for comparing the frequency of RV dysfunction 
between first and second period. Paired t-test was 
used to compare the mean of RV function indices 
before surgery and one week after surgery and also 
one week and 6 months after surgery. Logistic 
regression test was used to assess the influence of 
the independent variables on RV dysfunction. To 
compare the mean distance paced in 6-MWT in 
patients with and without RV dysfunction based on 
three indices, independent t-test was used. Linear 
regression analysis was used to determine the 
effective factors on 6-MWT. Repeated measures 
analysis of variance (ANOVA) was used to 
determine the effect of time for different variables. 
Data were analyzed using SPSS software (version 
19, SPSS Inc., Chicago, IL, USA). P-values < 0.050 
were considered statistically significant. 

Results 

Among 61 patients undergoing CABG who 
participated in this study, 3 patients were excluded 
from the study due to cerebrovascular accident (CVA), 
bleeding after surgery, and inferior wall rupture due to 
MI. All three indices of RV function, IVC size, and 
SM were normal before surgery. Baseline 
characteristics of patients are presented in table 1. 

In the first follow-up after surgery (one week 
after surgery), the frequency of patients with 
abnormal TAPSE index, TI, and peak Sm were 
81.0%, 79.3%, and 62.0%, respectively. The size of 
IVC and SM was normal in all patients. 

 
Table 1. Baseline demographic characteristics of 

patients (n = 61) 

Characteristic Amount 
[n (%)] 

Male gender 42 (68.9) 
DM  28 (45.9) 
HTN 41 (67.2) 
Smoking 18 (29.5) 
Angiographic result  

SVD 3 (5.0) 
2VD 11 (18.3) 
3VD 46 (76.7) 

Graft number  
1 1 (1.7) 
2 7 (11.7) 
3 29 (48.3) 
4 21 (35.0) 
5 2 (3.3) 

RCA disease  54 (88.5) 
RV branch disease  14 (23.0) 
RCA graft  44 (73.3) 
Pericardial closure  17 (27.9) 
 Mean ± SD 
Age (year) 58.2 ± 7.9 
LVEF (%) 38.2 ± 22.7 
Pump time (minutes)  60.3 ± 27.4 

DM: Diabetes mellitus; HTN: Hypertension; SVD: Single 

vessel disease; 2VD: Two vessel disease; 3VD: Three vessel 

disease; RCA: Right coronary artery; RV: Right ventricle; SD: 

Standard deviation; LVEF: Left ventricular ejection fraction 

 

In the second follow-up (6 months after 
surgery), the number of cases with RV dysfunction 
decreased based on all three indices: TAPSE < 1.6 
cm was observed in 49.0% of patients, TI > 55% in 
49.0%, and peak Sm < 10 cm/s in 37.0% of 
patients. The size of IVC and SM was reported 
normal in all patients (Table 2).  

 

 

Table 2. Frequency of right ventricle (RV) dysfunction according to echocardiographic indices at 

baseline, one week, and 6 months after surgery 

Variable  Frequency [n (%)] 

Baseline One week after CABG 6 months after CABG 

(n = 61) (n = 60)* (n = 59)** 

Abnormal TAPSE 0 48 (80.0) 28 (47.4) 

Abnormal peak systolic movement 0 36 (58.0) 21 (35.5) 

Abnormal Tei index 0 46 (76.6) 28 (47.4) 

Abnormal IVC 0 0 0 

Abnormal septal motion 0 60 (100) 59 (100) 
*
 One patient died one week after surgery; ** One patient lost to follow up 

CABG: Coronary artery bypass grafting; TAPSE: Tricuspid annular plane systolic excursion; IVC: Inferior vena cava 
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Table 3. Comparison of the mean of right ventricle (RV) function indices during the study period 

Variable Amount  

Before One week after CABG 6 months after CABG 

Mean ± SD P* Mean ± SD P** Mean ± SD 

TAPSE (cm) 2.50 ± 0.30 0.001 1.30 ± 0.20 0.001 1.50 ± 0.20 

Peak systolic movement (cm/s) 13.60 ± 2.20 0.001 9.10 ± 1.30 0.001 9.90 ± 1.50 

Tei index 30.70 ± 7.50 0.001 64.90 ± 11.80 0.002 57.30 ± 15.10 

IVC size (cm) 1.11 ± 0.21 0.002 1.16 ± 0.25 0.001 1.19 ± 0.23 
* Comparison of the mean of right ventricle (RV) function indices between before surgery and one week after surgery using 

paired t-test; ** Comparison of the mean of RV function indices between one week after surgery and 6 months after surgery 

using paired t-test 

CABG: Coronary artery bypass grafting; SD: Standard deviation; TAPSE: Tricuspid annular plane systolic excursion; IVC: 

Inferior vena cava  
 

Paired comparison was conducted to compare 
the mean RV function indices before surgery and 
one week after surgery and also one week and six 
months after surgery, using paired t-test. As shown 
in table 3, the mean of TAPSE significantly 
decreased from 2.25 ± 0.30 cm before surgery to 
1.30 ± 0.20 cm one week after surgery (P < 0.001), 
and then significantly increased to 1.50 ± 0.20 cm 
six months after surgery (P < 0.001).  

The mean TI increased from 30.7 ± 7.5 percent 
before surgery to 64.9 ± 11.8 percent one week after 
surgery (P < 0.001) and decreased to 57.3 ± 15.1 
percent six months after surgery (P < 0.002). The 
mean of peak Sm index decreased from 13.6 ± 2.2 
cm/s to 9.1 ± 1.3 cm/s one week after surgery  
(P < 0.001) and then significantly increased to  
9.1 ± 1.3 cm/s six months after surgery (P < 0.001). 
The result of repeated measures ANOVA showed 
that the mean of RV function indices was 
significantly different during the time of study: 
TAPSE )P = 0.001(, TI )P = 0.001(, peak Sm  
(P = 0.001), and IVC (P = 0.001). 

To determine the effective factors on RV 
dysfunction after 6 months, we conducted logistic 
regression analysis. Independent variables were 
demographic variables, angiography results, DM, 
and HTN. Dependent variables were RV function 
indices as binominal (normal or abnormal). Logistic 
regression analysis for TAPSE index showed that 
only age was significant effective factor [odds ratio 
(OR) = 0.88, 95% confidence interval (CI): 0.78-0.98, 
P = 0.020]. For TI, two factors including age and DM 
were effective [(OR = 0.87, 95% CI: 0.70-0.97,  
P = 0.010) and (OR = 6.70, 95% CI: 0.45-14.30,  
P = 0.030), respectively]. There were no significant 
effective factors on peak Sm index in 6 months after 
surgery. IVC size was normal during study period but 
the mean of IVC size significantly increased. Hence, 
we used linear regression analysis to determine 
effective factors on IVC size in second follow-up. The 
result of linear regression analysis showed that only 

history of HTN was significant effective factor  
(b = 0.1, β = 0.2, 95% CI: 0.01-0.28, P = 0.040). 

6-MWT was conducted for all study patients  
6 month after surgery. The mean of 6-MWT result was 
326 ± 50 m (minimum = 255 m, maximum = 450 m). 
As shown in table 4, mean distance paced in  
6-MWT in patients with RV dysfunction according 
to RV function indices was significantly lower than 
those without RV dysfunction (P < 0.001).  

 
Table 4. Comparison of mean distance paced in six-

minute walk test (6-MWT) in study patients with/without 

right ventricle (RV) dysfunction based on three indices 

Variable Mean ± SD P* 

TAPSE < 1.6 (cm) 298.89 ± 42.80 0.001 

TAPSE > 1.6 (cm) 351.21 ± 46.30 

Tei index > 55% 301.67 ± 43.10 0.001 

Tei index < 55% 348.62 ± 48.80 

Peak systolic 

movement < 10 (cm/s) 

296.43 ± 37.60 0.001 

Peak systolic  

movement > 10 (cm/s) 

343.71 ± 50.90 

* Independent t-test 

SD: Standard deviation; TAPSE: Tricuspid annular plane 

systolic excursion 

 
Based on linear regression analysis, age (b = -3.1, 

β = -0.5, P = 0.001), number of involved vessels  

(b = -33.5, β = -0.3, P = 0.006), graft number  
(b = -20.3, β = -0.3, P = 0.010), RV dysfunction 
based on TAPSE six months after surgery  
(b = 52.3, β = 0.5, P = 0.001), peak Sm six months 

after surgery (b = 47.2, β = 0.4, P = 0.010), and TI 
six months after surgery (b = 46.9, β = 0.3,  
P = 0.001) were significant effective factors on 6-

MWT. Results of multiple regression analysis are 
shown in table 5. As showed in this table, older age, 
higher number of involved vessels, and severity of 
RV dysfunction according to TABSE, TI, and peak 

Sm deteriorated 6-MWT. 
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Table 5. Predictive factors for six-minute walk test 

(6MWT) by multiple linear regression analysis 

Variable b SE 95% CI P
* 

Age -2.9 0.67 -4.30-1.60 0.001 

Number of 

involved 

vessels 

-34.9 8.80 -52.60-17.90 0.001 

TI -1.3 0.33 -1.90-0.63 0.001 
* Multiple regression analysis 

TI: Tei index; SE: Standard error; CI: Confidence interval 

Discussion 

This study evaluated changes in RV function and 
IVC size after CABG that have been considered by 
some investigators. The findings indicated that in 
patients with normal RV indices preoperatively, one 
week (abnormal TAPSE 81.0%, TI 79.0%, and peak 
Sm 62.0%) and 6 months after surgery (abnormal 
TAPSE 49.0%, TI 49.0%, and peak Sm 37.0%), all 
indices showed significant decrement. Mean 
distance paced in 6-MWT in patients was significantly 
less in patients with RV dysfunction, older age, 
multivessel disease, and higher graft number. 

Similarly, previous studies evaluated the 
echocardiographic indices of RV dysfunction in 
patients after CABG, but the results were 
controversial. RV function had significant influence 
on patients’ outcome in several studies.21 Ojaghi et 
al. evaluated echocardiographic indices in 30 Iranian 
patients and have reported reduced TAPSE and 
peak Sm velocity one week after CABG that 
remained after one month, while TI increased 
significantly.20 In our study, RV dysfunction 
remained even up to 6 months postoperatively. 
Alam et al. have also evaluated RV function by 
tricuspid annular velocity and demonstrated 
reduced function 1 and 3 month(s) after CABG.13 

Hedman et al. demonstrated that RV function 
remained depressed one year after CABG and 
suggested permanent changes in the majority of 
patients after CABG,16 findings that are contrary to 
our results. Alam et al.13 reported that RV dysfunction 
partially recovered after 1 year, and Pegg et al. reported 
complete recovery after 6 months.14 

One noticeable observation in our experience was 
the distance paced in 6-MWT that decreased in 
patients with RV dysfunction, while Hedman et al. 
reported improved exercise performance 3 months 
after CABG, despite decreased RV function.16 These 
discrepancies in the results of the studies can be 
attributable to the differences in demographic 
characteristics of patients, as older age and other 
parameters as higher number of involved vessels and 

grafts that had deleterious effect on 6-MWT result. 
There is an increased risk of coronary artery 

disease (CAD) in subjects with risk factors including 
HTN, obesity, dyslipidemia, and smoking.22,23 We 
considered these risks in the present study and the 
results showed that patients undergoing CABG had a 
high prevalence of HTN and DM and were smoker 
and overweight (67.2%, 45.9%, 29.5%, and 68.0%, 
respectively). More analysis proved that two of the 
indices (TAPSE and peak Sm) were not associated 
with major risk factors, while TI one week after 
surgery was more impaired in patients with DM. 

 Off-pump coronary artery bypass (CAB) 
represents an acceptable alternative to conventional 
on-pump surgery24 and has been reported to be 
associated with reduced oxidative stress25 and less 
pro-inflammatory cytokine expression compared to 
conventional CABG.26 On cellular level, systemic 
inflammatory response due to the release of pro-
inflammatory cytokines is a recognized feature of 
CPB.27 Diller et al. reported a non-significant trend 
that off-pump surgery might be associated with less 
RV damage.12 Larger studies may be required to 
investigate whether off-pump CABG is associated 
with less RV damage compared to on-pump surgery. 

The present study had several strengths, 
including assessment of all three indices of 2D 
echocardiography, IVC size, and exercise test 
together that could give a bright view to researchers 
and physicians to speculate the effects of CABG on 
all RV parameters. Limitation of this study is lack of 
control group. Moreover, although the sample size 
was calculated based on previous studies, only 58 
patients completed the 6-month follow-up who 
were selected from one center that decreased the 
credibility of the results. Multicenter studies with 
larger sample size can add to our knowledge. 

In conclusion, there was a significant reduction 
in RV function, increase in IVC size, and 
impairment of exercise test in patients with RV 
dysfunction six months after CABG. Peak Sm index 
one week after surgery was associated with its value 
prior to surgery and number of diseased arteries, 
and TI one week after surgery was affected by 
history of DM and TI before surgery and was more 
impaired in older patients, while deteriorated 6-
MWT was observed in patients with RV 
dysfunction, older age, higher numbers of involved 
vessels, and higher grafts. 

Conclusion 

The significant reduction in RV function and 
impairment of exercise capacity after CABG in this 
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study suggest cardiologists to pay more attention to 
RV assessment in follow-up visits of patients 
undergoing GABG. 

Acknowledgments 

We wish to thank the Dr. Heshmat Hospital registry 
system for cooperation and also Vice Chancellor for 
Research of Guilan University of Medical Sciences 
for financial support (Research number: 94040214). 

Conflict of Interests 

Authors have no conflict of interests. 

References 

1. Jemal A, Ward E, Hao Y, Thun M. Trends in the 

leading causes of death in the United States, 1970-

2002. JAMA 2005; 294(10): 1255-9. 

2. Jousilahti P, Laatikainen T, Salomaa V, Pietila A, 

Vartiainen E, Puska P. 40-year CHD mortality 

trends and the role of risk factors in mortality 

decline: the North Karelia project experience. 

Global heart. 2016; 11(2): 207-12. 

3. Wijns W, Kolh P, Danchin N, Di Mario C, Falk V, 

Folliguet T, et al. Guidelines on myocardial 

revascularization. Eur Heart J 2010; 31(20): 2501-55. 

4. Li Z, Kravitz RL, Marcin JP, Romano PS, Rocke 

DM, Denton TA, et al. Survival enhancing 

indications for coronary artery bypass graft surgery 

in California. BMC Health Serv Res 2008; 8: 257. 

5. Passaloglou IT, Sabashnikov A, Zeriouh M, Reutter 

S, Fatullayev J, Choi YH, et al. Rapid diagnostics 

and treatment of early complications after CABG 

surgery: A life saver. Heart Surg Forum 2013; 

16(6): E346-E350. 

6. Rosner A, Avenarius D, Malm S, Iqbal A, Schirmer 

H, Bijnens B, et al. Changes in right ventricular 

shape and deformation following coronary artery 

bypass surgery-insights from echocardiography 

with strain rate and magnetic resonance imaging. 

Echocardiography 2015; 32(12): 1809-20. 

7. Pouleur AC, Rousseau MF, Ahn SA, Amzulescu 

M, Demeure F, de Meester C, et al. Right 

ventricular systolic dysfunction assessed by cardiac 

magnetic resonance is a strong predictor of 

cardiovascular death after coronary bypass grafting. 

Ann Thorac Surg 2016; 101(6): 2176-84. 

8. Itagaki S, Hosseinian L, Varghese R. Right 

ventricular failure after cardiac surgery: 

Management strategies. Semin Thorac Cardiovasc 

Surg 2012; 24(3): 188-94. 

9. Siddiqui MM, Jalal A, Sherwani M, Ahmad MZ. Right 

ventricular dysfunction after coronary artery bypass 

grafting is a reality of unknown cause and significance. 

Heart Surg Forum 2012; 15(4): E185-E188. 

10. Daly RC, Chandrasekaran K, Cavarocchi NC, Tajik 

AJ, Schaff HV. Ischemia of the interventricular 

septum. A mechanism of right ventricular failure 

during mechanical left ventricular assist. J Thorac 

Cardiovasc Surg 1992; 103(6): 1186-91. 

11. Joshi SB, Salah AK, Mendoza DD, Goldstein SA, 

Fuisz AR, Lindsay J. Mechanism of paradoxical 

ventricular septal motion after coronary artery 

bypass grafting. Am J Cardiol 2009; 103(2): 212-5. 

12. Diller GP, Wasan BS, Kyriacou A, Patel N, Casula 

RP, Athanasiou T, et al. Effect of coronary artery 

bypass surgery on myocardial function as assessed 

by tissue Doppler echocardiography. Eur J 

Cardiothorac Surg 2008; 34(5): 995-9. 

13. Alam M, Hedman A, Nordlander R, Samad B. 

Right ventricular function before and after an 

uncomplicated coronary artery bypass graft as 

assessed by pulsed wave Doppler tissue imaging of 

the tricuspid annulus. Am Heart J 2003; 146(3): 

520-6. 

14. Pegg TJ, Selvanayagam JB, Karamitsos TD, Arnold 

RJ, Francis JM, Neubauer S, et al. Effects of off-

pump versus on-pump coronary artery bypass 

grafting on early and late right ventricular function. 

Circulation 2008; 117(17): 2202-10. 

15. Joshi SB, Roswell RO, Salah AK, Zeman PR, 

Corso PJ, Lindsay J, et al. Right ventricular 

function after coronary artery bypass graft surgery a 

magnetic resonance imaging study. Cardiovasc 

Revasc Med 2010; 11(2): 98-100. 

16. Hedman A, Alam M, Zuber E, Nordlander R, Samad 

BA. Decreased right ventricular function after 

coronary artery bypass grafting and its relation to 

exercise capacity: A tricuspid annular motion-based 

study. J Am Soc Echocardiogr 2004; 17(2): 126-31. 

17. Lella LK, Sales VL, Goldsmith Y, Chan J, Iskandir 

M, Gulkarov I, et al. Reduced right ventricular 

function predicts long-term cardiac re-

hospitalization after cardiac surgery. PLoS One 

2015; 10(7): e0132808. 

18. Mann DL, Zipes DP, Libby P, Bonow RO, 

Braunwald E. Braunwald's heart disease: A 

textbook of cardiovascular medicine. Philadelphia, 

PA: Elsevier/Saunders; 2015. 

19. Thygesen K, Alpert JS, White HD. Universal 

definition of myocardial infarction. Eur Heart J 

2007; 28(20): 2525-38. 

20. Ojaghi Z, Moaref A, Nouhi F, Maleki M, Mohebi 

A. Evaluation of right ventricular function after 

coronary artery bypass grafting. Iran Heart J 2007; 

8(1): 13-9. 

21. Maslow AD, Regan MM, Panzica P, Heindel S, 

Mashikian J, Comunale ME. Precardiopulmonary 

bypass right ventricular function is associated with 

poor outcome after coronary artery bypass grafting 

in patients with severe left ventricular systolic 

dysfunction. Anesth Analg 2002; 95(6): 1507-18, 

table. 



 

 
 

http://arya.mui.ac.ir 15 May 

 Chinikar, et al. 

 ARYA Atheroscler 2019; Volume 15; Issue 3    105 

22. Voelkel NF, Quaife RA, Leinwand LA, Barst RJ, 

McGoon MD, Meldrum DR, et al. Right ventricular 

function and failure: Report of a National Heart, 

Lung, and Blood Institute working group on 

cellular and molecular mechanisms of right heart 

failure. Circulation 2006; 114(17): 1883-91. 

23. Ryden L, Standl E, Bartnik M, Van den Berghe G, 

Betteridge J, de Boer MJ, et al. Guidelines on 

diabetes, pre-diabetes, and cardiovascular diseases: 

Executive summary. The Task Force on Diabetes 

and Cardiovascular Diseases of the European 

Society of Cardiology (ESC) and of the European 

Association for the Study of Diabetes (EASD). Eur 

Heart J 2007; 28(1): 88-136. 

24. El-Hamamsy I, Cartier R, Demers P, Bouchard D, 

Pellerin M. Long-term results after systematic off- 

pump coronary artery bypass graft surgery in 1000 

consecutive patients. Circulation 2006; 114(1 

Suppl): I486-I491. 

25. Gonenc A, Hacisevki A, Bakkaloglu B, Soyagir A, 

Torun M, Karagoz H, et al. Oxidative stress is 

decreased in off-pump versus on-pump coronary 

artery surgery. J Biochem Mol Biol 2006; 39(4): 

377-82. 

26. Gasz B, Lenard L, Racz B, Benko L, Borsiczky B, 

Cserepes B, et al. Effect of cardiopulmonary bypass 

on cytokine network and myocardial cytokine 

production. Clin Cardiol 2006; 29(7): 311-5. 

27. Davidson MJ. Can the off-pump coronary artery 

bypass debate shed light on postoperative right 

heart dysfunction? Circulation 2008; 117(17): 

2181-3. 

 


