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OpuruHaJ HA HAaydyHH paj y Boaehem mayumom wacomucy melhynapoauor 3navaja 12
GonoBa

1. Popovic Z, Miric M, Gradinac A, Neskovic A, Bojic M, Popovic A.
Partial left ventriculectomy improves left ventricular end systolic elastance in patients with
idiopathic dilated cardiomyopathy. Heart 2000;83:316-319.

To assess the effect of partial left ventriculectomy (PLV) on estimate of left ventricular
end systolic elastance (Ees), arterial elastance, and ventriculoarterial coupling. We had 11
patients with idiopathic dilated cardiomyopathy before and two weeks after PLV, and 11
controls. Interventions: Single plane left ventricular angiography with simultaneous
measurements of femoral artery pressure was performed during right heart pacing before and
after load reduction. Results:PLV increased mean (SD) Ees from 0.52 (0.27) to 1.47 (0.62) mm
Hg/ml (p = 0.0004). The increase in Ees remained significant after correction for the change in
left ventricular mass (p = 0.004) and end diastolic volume (p = 0.048). As PLV had no effect on
arterial elastance, ventriculoarterial coupling improved from 3.25 (2.17) to 1.01 (0.93) (p =
0.017), thereby maximising left ventricular stroke work. It appears that PLV improves both Ees
and ventriculoarterial coupling, thus
increasing left ventricular work efficiency.

Bonosa 12x0,3=3,6

2.P. Otasevic, A N Neskovic, Z Popovic, A Vlahovic, D Bojic, M Bojic, A D PopovicShort early
filling deceleration time on day 1 after acute myocardial infarction is associated with short and
long term left ventricular remodelling. Heart 2001;85:527-532

Objective was to assess the relations between early filling deceleration time, left ventricular
remodelling, and cardiac mortality in an unselected group of postinfarction patients. Design and
patients—Prospective evaluation of 131 consecutive patients with first acute myocardial
infarction. Echocardiography was performed on day 1, day 2, day 3, day 7, at three and six
weeks, and at three, six, and 12 months after infarction. According to deceleration time on day 1,
patients were divided into groups with short (< 150 ms) and normal deceleration time (> 150
ms). Results—Patients with a short deceleration time had higher end systolic and end diastolic
volume indices and a higher wall motion score index, but a lower ejection fraction, in the year
after infarction. These patients also showed a significant increase in end diastolic (p < 0.001) and
end systolic volume indices (p = 0.007) during the follow up period, while ejection fraction and
wall motion score index remained unchanged. In the group with normal deceleration time, end
diastolic volume index increased (p < 0.001) but end systolic volume index did not change; in
addition, the ejection fraction increased (p = 0.002) and the wall motion score index decreased.
One year and five year survival analysis showed greater cardiac mortality in patients with a short
deceleration time (p = 0.04 and p = 0.02, respectively). In a Cox model, which included initial
ejection fraction, infarct location, and infarct size, deceleration time on day 1 was the only




Q{éﬁiﬁcant predictor of five year mortality. Conclusions:A short deceleration time on day 1 after
acute myocardial infarction can identify patients who are likely to undergo left ventricular
remodelling in the following year. These patients have a higher one year and five year cardiac
mortality.

Boaxosa 12x0,3=3,6

3.Lazarevic A, Nakatani S, Neskovic A,Marinkovic J, Yasumura Y, Stojicic Dj, Miyatake K,
Bojic M, Popovic A. Early Changes in Left Ventricular Functionin Chronic Asymptomatic

Alcoholics: Relation to the Duration of Heavy Drinking. Journal of the American College of
CardiologyMay 2000:1599-606.

This study sought to assess preclinical cardiac abnormalities in chronic alcoholic patients and
possible differences among alcoholics related to the duration of heavy drinking. Chronic
excessive alcohol intake has been reported as a possible cause of dilated cardiomyopathy.
However, before the appearance of severe cardiac dysfunction, subtle signs of cardiac
abnormalities may be identified. We studied 30 healthy subjects (age 44 6 8 years) and 89
asymptomatic alcoholics (age 45 6 8 years, p 5 NS) divided into three groups, with short (S, 5-9
years, n 5 31), intermediate (I, 10~15 years, n 5 31) and long (L, 16-28 years, n 5 27) duration of
alcoholism. Transmitral early (E) and late (A) Doppler flow velocities, E/A ratio, deceleration
time of E (DT) and isovolumic relaxation time (IVRT) were obtained. Left ventricular (LV) wall
thickness and volumes were also determined by echocardiography, and LV mass and ejection
fraction (EF) were calculated.

The alcoholics had prolonged IVRT (92 6 11 vs. 83 6 7 ms, p, 0.001), longer DT (180 6

20 vs. 170 6 10 ms, p , 0.01), smaller E/A (1.25 6 0.34 vs. 1.40 6 0.32, p, 0.05), larger

LV volumes (73 6 8 vs. 65 6 7 ml/m2, p, 0.001 for end-diastolic volume index; 25 6 4

vs. 21 6 2 ml/m2, p, 0.001 for end-systolic volume index), higher LV mass index (92 6

14 vs. 78 6 8 g/m2, p , 0.001) and thicker posterior wall (96 1 vs. 8 6 1 mm, p, 0.001).

Ejection fraction did not differ between the two groups (66 6 4 vs. 67 6 2%). Deceleration

time of the early transmitral flow velocity was longer in groups L and I compared with group S
(168 6 17 ms, p, 0.001 for L and I vs. S), whereas A was higher in group L compared with S (43
6 10 vs. 51 6 10 cm/s, p , 0.005). Multiple regression analysis identified duration of heavy
drinking as the most important variable affecting DT and A. CONCLUSIONS Left ventricular
dilation with preserved EF and impaired LV relaxation characterized LV function in chronic
asymptomatic alcoholic patients. It appeared that the progression of abnormalities in LV
diastolic filling related to the duration of alcoholism.

Boxosa 12x0,3=3,6

4.Lazarevi¢ AM, Neskovi¢ AN, Goronja M, Golubovic S, Komic¢ J, Boji¢ M, Popovi¢ AD.
Low incidence of cardiac abnormalities in treated trichinosis:a prospective study of 62 patients

from a single-source outbreak. Am J Med. 1999 Jul;107(1):18-23.




The reported incidence of cardiac involvement in trichinosis is highly variable, ranging from
21% to 75%. This study sought to determine the incidence and type of cardiac lesions
in trichinosis using serial echocardiographic examinations. Sixty-two
consecutive patients admitted ~ to  the  Banja  Luka Medical ~ Center  during
an outbreak of trichinosis (November to December 1996) were included in the study. Diagnosis
was made by typical clinical presentation, positive epidemiologic history, serologic testing, and
the detection of Trichinella larvae in contaminated meat. All patients underwent serial
electrocardiograms and two-dimensional and Doppler echocardiographic examinations within 20
days after the onset of symptoms. Repeated echocardiographic examinations were performed
weekly during the hospital stay in all patients with electrocardiographic abnormalities or an
abnormal initial echocardiogram. Cardiac involvement (electrocardiographic  and/or
echocardiographic changes) was detected in 8 (13%) of the 62 patients. Nonspecific transient
electrocardiographic ST-T changes were found in 6 patients (10%); 1 patient had frequent
premature ventricular complexes. Echocardiographic examinations revealed pericardial effusions
in 6 patients (10%), 5 of whom had minimal effusions without impairment of global and regional
left ventricular systolic function. One patient had hypokinesis of the interventricular septum with
a small pericardial effusion, both of which resolved within 2 weeks. Only 2 of the patients with
electrocardiographic abnormalities lacked echocardiographic evidence of cardiac involvement.
At 6-month  follow-up, none of the patientshad electrocardiographic  or
echocardiographic abnormalities. The incidence of cardiac involvement in trichinosis appears to
be lower than previously reported. Pericardial effusion is the most common manifestation
of cardiac involvement, and nonspecific transient electrocardiographic changes, traditionally
ascribed to myocarditis, more frequently reflect pericarditis.

Boaosa 12x0,3=3,6

5. Neskovic A, Otasevic P, Bojic M, Popovic A. Association of Killip class on admission and
left ventricular dilatation after myocardial infarction: A closer look into an old clinical
classification Am Heart J 1999;137:361-7.

Early identification of patients in whom left ventricular dilatation is likely to occur may have
important therapeutic implications. Thus the purpose of this study was to evaluate the relation
between Killip class on admission and subsequent left ventricular dilatation after acute
myocardial infarction We serially evaluated 129 consecutive patients by two-dimensional and
Doppler echocardiography on days 1, 2, 3, and 7, at 3 and 6 weeks, and at 3, 6, and 12 months
after infarction. Killip class on admission >1 was found in 29 of 129 (22.5%) patients, and they
had significantly higher end-systolic and end-diastolic volume indexes and wall motion score
index from day 1 onward compared with patients with Killip class 1, whereas ejection fraction
was lower during the follow-up period in these patients. Patients with Killip class >1 showed the
progressive increase of end-diastolic (68.2 + 2.99 to 88.0 = 7.55 ml/m?, p = 0.001) and end-
systolic volume indexes (43.9 + 2.67 to 56.3 + 6.18 ml/m? p = 0.004) during the follow-up
period, whereas ejection fraction and wall motion score index remained unchanged. In patients




with Killip class 1, end-systolic volume index did not change (30.8 + 1.06 to 33.8 +2.15 ml/m?,
p =0.064), ejection fraction increased (49.3% % 0.99% to 51.8% = 1.17%, p = 0.027), and wall
motion score index decreased (1.50 = 0.03 to 1.35 + 0.04, p < 0.001). End-systolic volume
index was the major independent correlate of Killip class, followed by history of diabetes and
peak creatine kinase level. No association was found between Doppler indexes of diastolic filling
and Killip class on admission. Killip class >1 on admission is associated with both acute and
long-term left ventricular dilatation. On the other hand, Killip class 1 is associated with favorable
left ventricular functional indices, and it appears that left ventricular function in these patients
may improve over time. Initial end-systolic volume index but not ejection fraction is the major
correlate of Killip class.

Boaosa 12x0,3=3,6

6.Maras D, Boskovié SD, Popovi¢ Z, Neskovié AN, Kovacevi¢ S, Otasevi¢ P, Marinkovi¢
J, Vuk L, Borzanovi¢ M, Nastasi¢ S, Jovanovié T, Boji¢ M, Babi¢ R, Popovi¢ AD. Single-
day loading dose of oral amiodarone for the prevention of new
onset atrial fibrillation after coronary artery bypass surgery. Am Heart J. 2001 May;141(5):
5-12.

Various regimens have been proposed for the prevention of postoperative atrial fibrillation,
including the use of intravenous and oral amiodarone. The purpose of this study was to
determine the effectiveness of a single-day loading dose of oral amiodarone in prophylaxis
of atrial fibrillation during the 7 days after coronary artery bypass surgery. We conducted a
double-blind, randomized, placebo-controlled study encompassing 315 consecutive patients who
underwent coronary artery bypass surgery. They received either amiodarone (159 patients) or
placebo (156 patients). Therapy consisted of a single oral loading dose of 1200 mg
of amiodarone 1 day before surgery, followed by the maintenance dose of 200 mg daily during
the next 7 days. Only episodes of atrial fibrillation lasting more than 1 hour or associated with
hemodynamic compromise were taken into consideration. Overall, the incidence
of atrial fibrillation was similar in patients who received amiodarone (31/159, 19.5%) and
placebo (33/156, 21.2%) (P = .78). However, amiodarone reduced the incidence
of atrial fibrillation in elderly patients (age > or = 60 years): it occurred in 20 of 75 (26.7%)
patients on amiodarone and in 28 of 65 (43.1%) patients in the placebo group (P = .05). There
were no differences between the study groups regarding the postoperative intrahospital morbidity

and mortality and the duration of hospital stay. A single-
day loading dose of  oral amiodarone (1200  mg) does not  prevent
postoperative atrial fibrillation in a general population of patients

undergoing coronary artery bypass surgery. However, it appears that this regimen reduces the
occurrence of postoperative atrial fibrillation in elderly patients.

Boaosa 12x0,3=3,6
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OpuruHAJHA HAYYHH Pajly Hay4HOM Yaconucy Mehynapoanor 3uadaja 10 Gogosa

1.Radak Dj, Popovic A, Radicevic S, Neskovic A, Bojic M. Immediate reoperation for
perioperativestroke after 2250 carotid endarterectomies:Differences between intraoperative
andearly postoperative stroke. J Vasc Surg 1999;30:245-51.

After carotid endarterectomy, intraoperative findings and outcome of immediatereoperation of
patients who had an intraoperative stroke were compared with thoseof patients who had an early
postoperative stroke. We retrospectively analyzed 2250 carotid endarterectomies performed
between 1980 and 1997. Intraoperative stroke (group A) was detected after 41 of the 2250
operations (1.8%), whereas early postoperative stroke (group B) developed after 18 of the 2250
operations (0.8%). Patients from both groups were reoperated on within 1 hour after neurological
examination. Results: Positive intraoperative findings that could be corrected during immediate
reoperationwere: (1) thrombotic occlusion of the carotid artery that was operated on caused
by technical error, which was found in nine of 41 patients (22%) in group A and in 1lof 18
patients (61%) in group B (P = .009); (2) mural thrombus caused by technicalerror without
occlusion, which was detected in seven of 41 patients (17%) in group Aand in two of 18 patients
(11%) in group B (P > .05); and (3) technical error without athrombus, which was found in eight
of 41 patients (20%) in group A and in three of 18patients (17%) in group B (P > .05). A patent
carotid artery was found in 17 of 41patients (42%) in group A and in two of 18 patients (11%) in
group B (P = .046).Twenty of the 41 patients (49%) in group A died, and four of 18 patients
(22%) in groupB died (P > 0.05). Major neurological deficit remained in nine of 41 patients
(22%) in group A and four of 18 patients (22%) in group B (P > 0.05). Total recovery occurred
in seven of 41 patients (17%) in group A and in eight of 18 patients (45%) in group B (P =
0.058). Conclusion: Carotid artery thrombosis during immediate reoperation was more frequent
in patients who had an early postoperative stroke than in patients who had an intraoperative
stroke. It appears that patients who had an intraoperative stroke have a higher incidence of
uncorrectable lesions.

Bogosa 10x0,5=5

2.Djuric D, Popovic Z, Petrovic J, Bojic M. Age-related progressive brachial artery endothelial
dysfunction precedes the changed carotid and left ventricular geometry in healthy humans.
Angiology. 1999 Jul;50(7):555-61.

In this study the authors evaluated correlation between aging and brachial endothelial and
vascular smooth muscle dysfunction, changes in carotid geometry,
and left ventricular remodeling. Vasomotor influences of brachial endothelium
and brachial smooth muscle function to reactive hyperemia and nitroglycerin (400 microg,
sublingual spray) were assessed by noninvasive ultrasound in 66 healthy subjects of different
ages (20-82 years). Carotid intima-media thickness and left ventricular mass index were also
assessed by ultrasound and compared with brachial hemodynamic parameters. All results were
analyzed by linear regression analysis. The response of brachial artery diastolic diameter to
reactive _hyperemia _ decreased  with aging  (p<0.0001). Also, the response




of brachial artery diastolic diameter to nitroglycerin increased relative to aging (p<0.004). Age-
related correlations between increased carotid intima-media thickness
and brachial artery diastolic diameter response to reactive hyperemia (p<0.01) as well as between
increased carotid intima-media thickness and increased left ventricular mass index (p<0.001)
were found. However, there was no correlation between brachial artery diastolic diameter
response to reactive hyperemia and increased left ventricular mass index (p>0.05). The study
showed that aging influences not only brachial endothelial vasomotor properties but also
vascular and cardiac geometry. The authors believe that modern therapeutic approach should
take these results into consideration to establish new vasculo-protective and cardioprotective
strategies.

boposa 10x0,75=7,5

3. Radak D, Labs KH, Jager KA, Bojic M, Popovic AD. Doppler-
based diagnosis of restenosis after femoropopliteal percutaneous  transluminal  angioplasty:
sensitivity and specificity of the ankle/brachial pressure index versus changes in absolute
pressure values. Angiology. 1999 Feb;50(2):111-22

The aim of this study was to investigate the sensitivity and specificity of changes of the
ankle/brachial pressure index (ABI) and changes in absolute ankle pressure values to
detect restenosis in  patients who underwent femoropopliteal percutaneous  transluminal
angioplasty (PTA). In total, 171 patients were followed up prospectively for 12 months;
sensitivity and specificity of Doppler-based diagnosis were calculated with duplex scanning as
the gold standard. The criteria for restenosis were: (1) a loss of 50% of the ABI increase or (2)
loss of 50% of the absolute ankle systolic pressure, gained by PTA. For both criteria, different
cut-off points (minimum increase of ABI or ankle pressure gained by PTA) were evaluated. The
overall sensitivity and specificity of the ABI criterion was 67% and 80%, respectively. The
introduction of cut-off points (the minimum ABI increase gained by PTA), ranging between > or
= 0.13 and > or = 0.35, did not markedly improve the results. The overall sensitivity and
specificity of the absolute ankle pressure criterion again was poor (59% and 81%). With the
introduction of cut-off points (the minimum increase of absolute ankle pressure gained by PTA)
ranging between > or = 15 mm Hg and > or = 20 mm Hg, the sensitivity and specificity of the
criterion improved to acceptable 92% and 96%, respectively. It is concluded, that in the long-
term follow-up of PTA patients, the "loss of 50% ankle pressure" criterion will
detect restenosis with reasonable accuracy in those patients, in whom an increase in systolic
ankle pressure > or = 20 mm Hg is warranted.

Boposa 10x0,5=5

4.Radak D, Radevi¢ B, Sterni¢ N, Vucurevi¢ G, Petrovi¢ B, Ilijevski N, Radicevié S, Neskovié¢
AN, Boji¢ M. Single center experience on eversion versus standard carotid endarterectomy:
a prospective non-randomized study. Cardiovasc Surg. 2000 Oct;8(6):422-8.

The prospective studies that have compared the outcomes
of eversion and standard longitudinal carotid endarcterectomy (CEA) have been few and small




and available data to reach definitive conclusions are still scarce. This prospective, non-
randomized study sought to compare eversion and standard CEA for early and late mortality and
morbidity and the incidence of late restenosis. Between 1992 and 1997, we performed 2806
CEAs in 2469 patients (2124 eversion CEAs in 1859 patients and 682 standard CEAs in 610
patients). All patients underwent preoperative neurological examination and cervical duplex
scanning. Patients were followed up by neurological evaluation and duplex scanning at 1 and
6months after CEA, and yearly afterwards. Demographics and neurologic inidications for CEA
were similar in both groups. Mean clamping time was shorter in the eversion CEA group
(13.54+/-6.1 vs 19.9+/-19.1min, P<0.001). Early (30-day) postoperative mortality due to major
stroke was lower after eversion CEA (10/2124 vs 9/682, P=0. 037), as well as total
cardiovascular mortality (16/2124 vs 12/682, P=0.038). Early carotid occlusion was more
frequent in standard CEA group (12/2124 vs 11/682, P=0.017), as well as total early morbidity
(112/2124 vs 53/682, P<0.001). During follow-up (mean 56 months, range 6-92), restenosis rate
was lower in the eversion CEA group (0. 5 vs 1.8%, P=0.006). Our data indicate
that eversion CEA as compared to standard CEA technique is associated with lower total
cardiovascular perioperative mortality and mortality due to major stroke, shorter clamping time,
lower early occlusion rate, and lower late restenosis rate.

boposa 10x0,3=3

5.Velimirovic DB, Pavlovic SU, Petrovic P, Neskovic A, Zivkovic M, Bojic M.

The loss of circadian heart rate variations in patients undergoing mitral valve replacement and C
orridor procedure--comparison to heart transplant patients. Cardiovasc Surg. 2001 Feb;9(1):68-
T2

We have presently demonstrated that when added to mitral valve replacement (MVR)
the corridor procedure is 75% efficient in restoring and maintaining sinus rhythm in patients with
chronic atrial fibrillation (AF), caused by rheumatic mitral valve disease, (follow up
13.9months). In the same patient population, we observed that the typical day-night
cycle heart rate (HR) variations were lost and our present study concentrates on this
subject. Heart rate variability analysis based on 24-h Holter ECG recording (StrataScan 563
DelMar Avionics) or hospital discharge (12th-14th postoperative days) was performed in 3
patient groups: Group I: Patients with a Corridor procedure added to MVR (12pts, m/f 10/2,
mean age 47.3+/-7.5yr); Group II (control): with patients MVR performed through the left atrial
approach, without additional antiarrhythmic procedures (10pts, m/f 3/7 mean age 51.5+/-6.7yr),
and Group III: heart transplant recipients (Spts, mean age 46.4+/-11.22yr). We analyzed the
hourly heart rate over 24-h period divided into three 8-h segments (07-14h; 15-22h and 23-06h).
Statistical comparison of mean hourly heart rate values was made between the three time periods
of Holter monitoring. The Corridor procedure performed with mitral valve replacement resulted
in conversion of sinus rhythm in @ 75%  of patients (Group I), but
postoperative heart rate variability analyses based on Holter monitoring disclosed that the
mean heart rate was not statistically significantly difficult between the three 8-h segments of the
day-night  (P>0.05). The same  results were found in  the  group
of patients after heart transplant (P>0.05). The same results were found in the group
of patients after heart transplant (P>0.05). In the second group (classical MVR), statistically




significant differences in mean HR variation existed between the three 8-h intervals (P<0.05),
and although atrial fibrillation occurred postoperatively
physiologic circadian heart rate variations were preserved. With the Corridor procedure, both
atria were surgically and electrically isolated and chronotropic function of the ventricles was
restored by creating a small strip of atrial tissue with isolated sinus node and atrio-ventricular
node, connected to the ventricles. This technique produced heart denervation nervous system
influence, producing the loss of circadian HR variations, similar to the transplanted heart.
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Internal thoracic artery (ITA) graft proved to be superior over the venous graft for myocardial
revascularization [1]. ‘In situ’, pedicled internal thoracic artery graft is preferred over the free
internal thoracic artery graft, since proximal internal thoracic artery graft anastomosis may
present a significant technical problem [2]. In order to optimize the internal thoracic artery
length, and avoid the use of the most distal part of internal thoracic artery (often small in
diameter and prone to spasm), we try to make the internal thoracic artery graft as short as
possible. Occasionally, proper positioning of the internal thoracic artery graft is severely
compromised in patients with extreme forms of lung emphysema. Emphysematous lung
occupying the whole dome of the left pleural cavity and expanding well over the midline may
occasionally present a significant problem for positioning of the left internal thoracic artery,
although the graft has been mobilized up to its origin. To avoid an undue tension on it, we
combined a well known technique of the pericardial incision with the pericardial strip technique,
enabling the lung to expand freely.
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The purpose of this report was to analyze the clinical presentation, diagnosis, surgical and non-
surgical treatment and the outcome of patients with acute AVFs seen during the last 8years.
During 1991-98 we treated 47 patients with traumatic AVFs. Among these patients 11 were
classified as 'acute’ AVF. All the patients were male and they ranged in age from 17 to 64yr
(mean 25yr). The time from injury to admission to our two institutions varied from 4h to
17days. Emergency surgery was performed in unstable patients and in those with an expanding
haematoma base on clinical assessment alone. The acute surgery group consisted of stable
patients that were operated after angiography examination. A ??? murmur and thrill were present
in seven patients, and peripheral pulses were absent in four patients. The main blood vessels
were reconstructed using various techniques in eight patients and minor blood vessel were
ligated in three patients. Two lower limb amputations had to be performed, both after
reconstruction of popliteal AVFs. In the remaining nine patients reconstruction of the axial
vessels was successful and no signs of ischemia developed in patients after ligation of minor




vessels. No neurological deficit developed in two patients whose AVFs were vaporised in the
neck. The average hospital stay was 8. 6days. Emergency surgery is safe in unstable patients
with traumatic AVFs. A thrill and murmur are characteristic signs even in the acute setting, but
the examiner must be persistent in looking for them whenever there is a suspicion of a blood
vessel injury. Angiography is a reliable diagnostic tool in stable patients, but whether it is
essential when there is an expanding pulsating hematoma remains debatable.
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While partial left ventriculectomy (PLV) may improve functional status, the duration and
determinants of this improvement are poorly known. This study sought to assess the relationship
between left ventricular (LV) shape and function and functional status in late survivors after PLV
for non-ischemic dilated cardiomyopathy (DCM). We assessed the relations between LV shape
and function and functional status in 17 consecutive patients who survived >12

months after PLV for non-ischemic DCM. Invasive diagnostic studies were performed before,
early after, at mid-term after, and late after PLV. According to their functional status after >12
months of follow-up, patients were divided into responders (n=10) or non-responders (n=7).

After PLV, the LV systolic major-to-minor axis ratio was higher in responders at early, mid-,
and late follow-up (P=0.003, P=0.008 and P=0.04, respectively). LV circumferential end-
diastolic stress decreased early after PLV, but increased afterwards in non-responders only
(P=0.049). LV ejection fraction was similar in the two groups at baseline, and at early and mid-
follow-up, but was lower in non-responders at late follow-up (P=0.006). However, LV end-
diastolic and end-systolic volumes, and LV end-systolic circumferential stress showed no
difference between the two groups. It appears that poor functional capacity in late post-PLV
survivors is related to postoperative LV geometry.
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It is well known that mitral regurgitation may lead to left ventricular dilation; however, the
relationship between progressive left ventricular dilation after acute myocardial infarction (MI)
and mitral regurgitation has not yet been clarified. This study tested the hypothesis
that early mitral regurgitation contributes to left ventricular remodeling after acute M. We
prospectively evaluated 131 consecutive patients by serial two-dimensional and Doppler
echocardiography on Days 1, 2, 3, and 7, after 3 and 6 weeks, 3 and 6 months, and 1 year
following acute MI. Patients were divided into two groups: those with mitral regurgitation in the
first week after acute MI (Group 1, n = 34) and those without mitral regurgitation (Group 2, n =
81). Over 1 year, a significant increase in end-diastolic volume index (from 62.1 +/- 12.9 to 70.5
+/-23.6 ml/m2, p = 0.001) with a strong linear trend (F = 15.1, p < 0.001) was noted. Initial end-
diastolic volume index was higher in Group 1 (65.6 +/- 13.3 vs. 60.4 +/- 12.5 ml/m2, p = 0.047).




but this difference remained constant throughout the study (F = 1.76, p = NS). Therefore, the
pattern of end-diastolic volume changes was similar in both groups during the period of
observation. These data indicate that early mitral regurgitation after acute MI does not contribute
to subsequent left ventricular remodeling in the first year after myocardial infarction.
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10.Neskovi¢ AN, Marinkovi¢ J, Boji¢ M, Popovi¢ AD. Early predictors of mitral
regurgitation after acute myocardial infarction. Am J Cardiol. 1999 Aug 1;84(3):329-32

We  analyzed early predictors of mitral  regurgitation after myocardial ~ infarctionin 131
consecutive patients with first acute myocardial infarction. We prospectively evaluated 131
consecutive patients with first AMI who met the following criteria: (1) age #70 years, (2) typical
chest pain lasting .30 minutes, (3) ST-segment elevation $2 mm in $2 contiguous leads of
standard 12-lead electrocardiogram, (4) transient elevation of creatine kinase and/or MB
isoenzyme, (5) first echocardiogram performed within 24 hours of the onset of pain, and (6) no
history of mitral valve disease or apical systolic murmur. Clinical assessment of patients’
cardiovascular status was made according to the Killip classification. The chi-square test was
used for comparison of nonparametric data and the 7 test was used to compare continuous
variables. A multiple logistic regression model was used to identify predictors of MR on
admission and 1 week after AMI. Variables examined included clinical (age, sex, Killip class,
use of thrombolysis, peak serum creatine kinase level, infarct location), echocardiographic (left
ventricular end-diastolic volume index, left ventricular endsystolic volume index, ejection
fraction, wall motion score index, left atrial size and mitral annulus diameter, papillary muscle
region asynergy, left ventricular sphericity index), and angiographic (extent of coronary artery
disease, patency of the infarct-related artery) descriptorsOur data revealed that elderly patients
with larger infarcts, multivessel coronary disease, and papillary muscle region asynergy are more
likely to develop mitral regurgitation in the first year after infarction.
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The study assessed the value of ambulatory electrocardiogram (AECG) monitoring for
identification of patients who are at increased risk for cardiac death or arrhythmic
event following partial left ventriculectomy (PLV). Furthermore, the impact of PLV and its
hemodynamics on the occurrence of spontaneous ventricular arrhythmias was assessed in long-
term survivors. In 32 idiopathic dilated cardiomyopathy patients who underwent PLV,
ambulatory ECG (AECG) was performed preoperatively, early postoperatively, and 6 months
and 12 months after surgery. In 17 of 19 patients who survived > 12 months after the procedure,
left ventricular (LV) angiography was performed at the same time points and was used to
calculate LV ejection fraction, and end-diastolic and end-systolic wall stress. During a mean
follow-up of 478 +/- 405 days, 11 cardiac events occurred. Cox univariate regression revealed
frequency of premature ventricular contractions > 30/hour at baseline (p = 0.0213) and duration




of heart failure symptoms (p = 0.0226) as predictors of cardiac death or arrhythmic event after
PLV. In a multivariate analysis, only frequency of premature ventricular contractions > 30/hour
was a significant predictor. There was no change in the frequency or severity
of ventricular arrhythmias after PLV. However, frequency of premature ventricular contractions
correlated with LV end-diastolic stress (r = 0.35, p = 0.013), and ejection fraction (r = -0.34, p =
0.016). Preoperative AECG monitoring may help stratification of PLV patients. Serial AECG did
not show that PLV influence  the  incidence  or  the  complexity
of spontaneous ventricular arrhythmias. In contrast, it appears that a hemodynamically
"successful" procedure may decrease the incidence of ventricular arrhythmias
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The purpose of this prospective randomized study was to compare the early and midterm
outcomes of aortic valve replacement (AVR) through upper ministernotomy with conventional
AVR through median sternotomy. One hundred patients undergoing elective AVR
were randomized into two groups: the M group (upper ministernotomy group, n=50) and the C
group (conventional sternotomy group, n= 50). The operative data, major adverse outcomes, and
postoperative variables were compared between the two groups of patients. A cross-sectional
follow-up was performed 24.9+5.8 months after surgery. The aortic cross-clamp time and
cardiopulmonary bypass time were significantly longer in the M group. Similar incidences of
major cardiac, neurologic and renal complications were recorded in both groups. Two patients
(4%) in the C group developed wound infections. The length of ICU stay was similar in both
groups. The patients in the M group had a shorter hospital stay compared with the patients in the
C group (7.6+2 days vs 9.3+£4.8 days: P=0.022). Follow-up revealed that the time period
needed to reach full recovery was significantly shorter in the ministernotomy group (1.7 +1.2
months vs 2.8+ 1.6 months; P=10.001). Morbidity and mortality data did not differ between the
two groups.There was no difference in the major outcomes between the patients who underwent
upper ministernotomy and those who underwent full sternotomy. The benefits of the minimally
invasive approach were the shorter hospital stay and significantly faster recovery of patients after
discharge from the hospital.
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Although  some patients with ~ end-stage  heart  disease  will  benefit  from
a partial left ventriculectomy, no criteria have been found for identifying this group
preoperatively. Our experience with partial left ventriculectomy at two institutions-the Texas
Heart Institute in Houston, TX, USA, and Dedinje Cardiovascular Institute in Belgrade,
| Yugoslavia-showed a higher survival rate and better postoperative myocardial function in the




Yugoslavian patients. We reviewed data from 42 patients (21 at each center) who had
idiopathic cardiomyopathy, a left ventricular end-diastolic dimension of more than 70 mm, wall
thickness of 1 cm or greater, and New York Heart Association class III or [V symptoms. The
only significant difference in preoperative status between the two groups was duration of
symptoms. Histologic specimens, blinded as to origin, were graded with regard to myocyte
hypertrophy, cytoplasmic vacuolation, and fibrosis. Computer-assisted myocyte and nuclear
morphometry was also performed. Immediately postoperatively, there were no significant
intergroup differences in the reduction in cardiac dimension or in corrections of mitral
regurgitation. During 6-month follow-up, however, the Texas Heart Institute patients had a lower
cardiac index (1.8 versus 3.0 L x min(-1) x m(-2); p = 0.001) and left ventricular ejection fraction
(24% versus 34%; p = 0.006) than the Dedinje Cardiovascular Institute patients. The Texas Heart
Institute patients differed from the Dedinje Cardiovascular Institute patients in the degree of
severe or moderate changes in myocyte hypertrophy (90% versus 29%; p = 0.0003) and fibrosis
(71% versus 29%; p = 0.006), as well as in the measurements of median myocyte diameter (35
+/- 7 microm versus 27 +/- 4 microm; p = 0.0002) and median nuclear size (15 +/- 4 microm
versus 12 +/- 2 microm; p = 0.0029). In the Texas Heart Institute patients, the significant
intergroup difference in clinical outcome may have been related to increased myocyte
hypertrophy and fibrosis. Further studies should be performed to determine the usefulness of
these criteria in selecting patients for partial left ventriculectomy.
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YKYIIHO BOJIOBA: 56,5

Hayuna monorpaduja HalHOHAJIHOT 3HAYaja

1. Boji¢ M, Boji¢ D, Dordevi¢ M. Kardiovaskularna i maligna oboljenja u Srbiji na pocetku
XXI veka, monografija, ZEXPO, Beograd, 2006. Knjiga je odobrena za objavljivanje
odlukom Nastavno-nau¢nog veéa Medicinske akademije — US Medical School br.
128/2006.
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2. Dordevi¢ M, Boji¢ M. Vodi¢ za rano otkrivanje raka dojke, monografija, ZEXPO,
Beograd, 2007.
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YKYIIHO BOJTOBA: 20




| VKYIIAH BPOJ BOJIOBA: 98,1

r) OGpa3oBHa AjeJaTHOCT KAHIANAATA:

OG6pa3oBHa /1jenaTHOCT MpHuje noceImer u3dopa/pensdopa
(Hasecmu ceée akmugHocmu (nyoaukayuje, 2ocmyjyha Hacmasa u Menmopcmeo) C6pCmanux no
kamezopujama u3 yiana 21.)

Kauzunar je 24.05.1999.roxune u3aGpaH y 3Bakbe PeOBHOT Ipodecopa 3a yKy Hay4Hy obnact
WHTepHa MeauuuHa Ha MemuuuHcKoM dakyarety beorpan Yuusepsurera y beorpan .
INprokeHo je pjewere CeHara o n36opy KaHIHIAT y 3Bambe Kao U U3BjemTaj KoMucuje o
u36opy KaHaMAAT y 3Bambe peaosHu Ipodecop us 1999. ronune.

OGpa3oBHa /1jeaTHOCT TOCHje moceimer u3bopa/pensdopa
(Hasecmu cee axmuenocmu (nybauxayuje, 2ocmyjyha nacmaea u menmopcmso) u 6poj 60dosa
cepecmanux no kamezopujama us yaana 21.)

Penensupanu yHNBEP3UTETCKH YUOEHHK KOjH ce KOPHCTH Y 3eM/bH

1. Henesmkosuh C, Kamyx B, Bykotuh M u capaguuuy. Kapauonoruja Tom 1 u 2, beorpaz,
Memvuuncku dakynrer, Yuusepsutet y beorpan, 2000.

Omnykom HayuHor Bujeha Meanuunckor daxyntera Yuupepsutera y beorpamy 6p 1050/3 je
npuxsahena kao yuoennk MeauuuHekor dakkynteta YHusepsurera y beorpany

Bonoea: 6x0,3=1,8

YKVIIHO BOJTOBA: 1,8 6ox0Ba

MEHTOPCTBO KaHIH/1aTa 3a CTeNneH Tpeher HHRJyCca

1. Mentop nokropara ap 3opada [lororha moa HasuBoM "KiuHudka
npUMjeHa rokasaTe/ba KOHTPAKTHIHOCTH JIHjeBE KOMOPEHE3aBHCHHX O/ 1
ontepehema”, Koju je yemjemno oaparmeH 16.09.1999 ronune.

Bopaosa: 7 6onoBa

2. Menrop nokropata ap Jlyuka Ihexuha noa HasuBoM "MexaHnuka
MOTIOpa LMPKYJIaLKje KOJ MepHonepaTuBHe cpyaHe cj1abocTu y

ornepauujamMa Ha OTBOPEHOM cpLLy", KOjH je YCIIjelHO OipambeH
24.11.1999 roause.

Boaxosa: 7 6ogoBa

YKYIIHO BOJOBA: 14 Goxosa




I VKVIIAH BPOJ BOZIOBA: 15,8 6oa0Ba

) CTpy4Ha 1jeIaTHOCT KaHAHAaTa:

Kangnzat je 24.05.1999.roaune u3aGpaH y 3Barbe peloBHOT Mpodecopa 3a yxKy HayuHy obnact
WnTepHa MeauuuHa Ha Meguumackom (akyntery Beorpan Yuusepsutera y beorpan .
TpunoskeHo je pjemere CeHara o n360py KaHIMIAT y 3Bakbe Kao u M3sjewwtaj KoMucHje o
u360py KanaMaaT y 3Bame peaoau [podecop u3 1999. ronuue.

CTpy4Ha 1jeaTHOCT KaHAHAATa (Hocanje nocaeamer u3éopa/pensdopa)

VKVIIAH BPOJ BOJIOBA:0

VKYITHA HAYYHA, OBPA30BHA Y CTPYYHA JIJEJIATHOCT KAHIUJATA

JjenaTHoct IIpuje Hocanje Yxynno
nocJjeamer nocliemer
n3bopa n3dopa
HayuHa ajenaTHOCT KaHAuJaTa / 98,1 98,1
OGpa3oBHa /jenaTHOCT KaHauaTa / 15,8 15,8
Crpy4Ha JjelaTHOCT KaHAu/1aTa / 0 0
Ykynau 6poj 601082 / 113,9 113,9




II1. 3BAK/JbYYHO MUIIJbEILE

Hakon yBHaa y KOHKYPCHY JOKYMEHTAllHjy MpHjaB/beHOI KaHauaata, Komucuja y Hampujen
HaBEJIEHOM CacTaBy je 3aK/bydywia Aa ce AOKTOP MeXHIMHCKHX Hayka, Muiaosan Bojuh,
penoBHu mpodecop, MehyHaponuo adupmucao ca ykynHo 112 Hayunux pagoBa u 491
KOHTPECHHUM CAOIIITEHEM.

Komucuja je Taxole, neTasbHO Iperieana KOHKYPCHH MaTepHjall, aHalu3upana 6oraty HayqHy,
00pa3oBHY M CTpY4HY JjeJaTHOCT KaHAWJATa, aHATM3Mpaia yciaoBe 3a H30op y 3Bame
npornucaHe 3aKOHOM O BHCOKOM ofOpasoBamy, Craryrom YHuBepsutera y bamoj Jlymu u
IpaBHIHAKOM O MOCTYNKY M yClIOBHMa M300pa HAacTaBHHWKA M capaHHKa Ha YHHUBEP3UTETY Y
bamwoj JIymu.

OG63upoM Ha Hampujen HaseneHo, Kommucwja mnpemnaxe HactaBHo — HayyHoM Bujehy
Menunusckor ¢akynrera u Cenaty YHuBepsurera y bamoj Jlynu, na ce ap Muaoan Bojuh
uzabepe y 3Bame peaoBHOr npodecopa 3a yxy HayuHy obsact MHTepHa MeammumHa Ha
MenuuunckoM akyntery YHusepsurera y bamwoj Jlynu.

V Bamoj Jlymm, centembap, 2019. roxgune
[MoTnuc ynaHOBa KOMHCH]E
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