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Abstract
Objective: Assess if the main pulmonary artery controlled

perfusion over cardiopulmonary bypass (CPB) modifies BNP
levels expressed by the ventricular myocardium.

Methods: Experimental research involving 32 pigs,
divided into two groups according to CPB strategy - group I
(cardioplegia) and group II (beating heart). Both groups were
allocated into three subgroups according to lung perfusion
strategy - subgroup A (control: no lung perfusion), subgroup
B (lung perfusion with arterial blood) and subgroup C (lung
perfusion with venous blood). In subgroups B and C, lung
was perfused for 30 minutes, using preoperative mean
pulmonary artery pressure (MPAP) as perfusion pressure,
which was monitored through manometer. MPAP and
pulmonary vascular resistance (PVR) were measured after
coming off CPB using Swan-Ganz catheter. At preoperative
time and 30 minutes after lung perfusion, specimens were
taken from the right ventricular myocardium aiming to
assess brain natriuretic peptide (BNP) and histologic pattern.
Immunohistochemical and hematoxylin-eosin techniques
were used to determine, respectively, BNP expression and
inflammatory myocardial lesions.

Results: In animals submitted to controlled lung
perfusion, there was a postoperative reduction of MPAP
(P=0.03) and PVR (P=0.005).There was no differences among
subgroups within the group, I (P=0.228) and subgroups

within group II (P=0.325) as to postoperative BNP expression.
There were no differences among subgroups with and without
lung perfusion as to postoperative inflammatory lesions
(P>0.05).

Conclusion: Main pulmonary artery controlled perfusion
for 30 minutes did not yield substantial modifications in
BNP expression and histologic pattern of the right
ventricular myocardium.

Descriptors: Cardiopulmonary bypass. Perfusion.
Pulmonary artery.

Resumo
Objetivo: Avaliar se perfusão controlada do tronco

pulmonar durante circulação extracorpórea (CEC) modifica
os níveis de BNP expressos pelo miocárdio ventricular.

Métodos: Estudo experimental com 32 porcos, divididos
em dois grupos de acordo com estratégia de CEC - grupo I
(cardioplegia) e grupo II (coração batendo). Ambos os grupos
foram alocados em três subgrupos, de acordo com a estratégia
de perfusão pulmonar - subgrupo A (controle: sem perfusão
pulmonar), subgrupo B (perfusão pulmonar com sangue
arterial) e subgrupo C (perfusão com sangue venoso). Nos
subgrupos B e C, pulmões foram perfundidos por 30 minutos,
utilizando pressão arterial média pulmonar (PAPM) pré-
operatória como pressão de perfusão, a qual foi controlada
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INTRODUCTION
 
The basic principle that guided the development of

techniques of myocardial preservation was the ischemia/
reperfusion lesion. The repair of anomalies and disorders
of the heart by itself is not enough to provide energy
substrates and electrolytes to the myocardium, especially
in case of prolonged periods of ischemia [1-5].

The thoroughly prevention of both ischemia and
reperfusion lesions during heart surgery using
cardiopulmonary bypass (CPB) has been restricted to
myocardial protection. However, it is theoretically known
that the primary function of the CPB would consider both
metabolic and energy demands of the heart, as well as that
of the lungs [4-6].

In heart surgery with CPB, the use of aortic clamping
technique in combination with cardioplegia prevents the
right ventricle to maintain perfusion of the lungs. Similarly,
in operations with CPB support, in which the heart is kept
beating without aortic clamping, the perfusion of the lungs
is also jeopardized, once there is a drainage partial or total
of blood volume from the right chambers, consequently,
limiting the perfusion flow of the pulmonary trunk. To all
this must also be added, the observation made by Schlensak
et al. [7] that the bronchial arterial flow turns up to be very
low and variable during CPB because the use of non-
pulsatile flow.

It should keep in mind that there is a close relationship
between the right ventricle and the pulmonary
vasculature, comprising the pulmonary trunk and its
peripheral capillary extensions. In the light of this, the
right ventricular systole and, therefore, the work
performed by the right ventricle depend on hemodynamic
parameters, such as MPAP and PVR.

By a regime of high levels of these cited parameters,
signs of overload and right ventricular dysfunction can be
identified through clinical, electrocardiographic, and

echocardiographic features. One of the main clinical features
of right ventricular overload would be the increased tissue
BNP synthesis, once this peptide has been described by
many authors as one of the most relevant indirect markers
of ventricular overload [80-10].

Once the lungs are perfused during CPB with perfusion
pressure controlled, the deleterious effects caused by the
CPB regarding the significant increase in MPAP and PVR
can be attenuated. Thus, the right ventricle performance
could be optimized and occasional signs of overload would
certainly be avoided. Thus, one can postulate that the
pulmonary perfusion with perfusion pressure controlled
tends not to cause right ventricular overload in the post-
CPB period. Thereafter, BNP values expressed by the right
ventricular myocardium would be not significantly
elevated [7,11].

On an ad hoc basis, Nagaya et al. [11] demonstrated
that in the postoperative period of pulmonary
thromboendarterectomy, besides the reduced levels of
MPAP and PVR, there is also a significant reduction of
BNP synthesis of the right ventricle. The authors point out
that there is a correlation between the decreased MPAP
and PVR levels, and the reduced BNP level by the right
ventricle. Therefore, one can understand that the
inadequate perfusion of the lungs could have a negative
impact both of mechanical and inflammatory nature in the
right ventricle myocardium.

In light of all this information, this study aims to
determine whether perfusion of the pulmonary trunk can
modify the BNP tissue expression through the right ventricle
in surgeries with CPB.

 
METODS

Animals 
After approval of the research by the Local Ethics Animal

Research Committee, an experimental study was conducted

com manômetro. PAPM e resistência vascular pulmonar
(RVP) foram medidas após saída de CEC com cateter de
Swan-Ganz. No período pré-operatório e após 30 minutos
de perfusão pulmonar, fragmentos de miocárdio ventricular
direito foram coletados para avaliar expressão de peptídeo
natriurético cerebral (BNP) e padrão histológico tecidual.
Técnicas de imunohistoquímica e hematoxilina-eosina
foram utilizadas para determinar, respectivamente,
expressão de BNP e lesões inflamatórias miocárdicas.

Resultados: Nos animais submetidos à perfusão
controlada do tronco pulmonar, houve redução pós-operatória
da PAPM (P=0,03) e da RVP (P=0,005). Não houve diferenças

entre os subgrupos do grupo I (P=0,228) e subgrupos do grupo
II (P=0,325) quanto à expressão pós-operatória de BNP. Não
houve diferenças entre subgrupos com e sem perfusão
pulmonar quanto à intensidade das lesões inflamatórias
miocárdicas identificadas no pós-operatório (P>0,05).

Conclusão: Perfusão controlada do tronco pulmonar por
30 minutos não foi suficiente para promover alterações
substanciais na expressão de BNP e no padrão histológico
miocárdico do ventrículo direito.

Descritores: Circulação extracorpórea. Perfusão. Artéria
pulmonar.
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at the laboratory of experimental operative technique and
surgery in the Federal University of São Paulo. The handling
of these animals followed the guidelines of the “Guide for
the Care and Use of Laboratory Animals” and the ethical
principles for animal experimentation of the Brazilian College
of Animal Experimentation. In the present study, it was used
32 male porcine with a mean age of 2.7 months, mean weight
of 20.4 kg, average length of 70.3 cm, all belonging to the
lineage Pernalan C-56. To perform this experimental
research, we have chosen the porcine because they present
from the cardiac and pulmonary standpoint, due to their
anatomical and physiological similarities with the human
beings. The animals, which presented no clinical or
laboratory signs of infection in any site have been
considered eligible for inclusion in the study.

Study design   
In the present research, labels numbered from 1 through

32 were placed in a sealed box. For each animal, prior to the
surgical procedure and after its separation from the others,
a label was taken at random from the box. The animals that
were labeled with the numbers 1-4, 5-10, and 11-16,
respectively belong to subgroups IA, IB and IC. The
animals that were labelled with the numbers 17-20, 21-26,
and 27-32, respectively belong to subgroups IIA, IIB and
IIC.

The operative procedure was performed immediately
after the animal was randomized. The random process was
performed again only at the end of each operative
procedure.

Thus, the animals were randomly divided into two main
groups according to the strategy of CPB - Group I (n = 16 -
cardioplegia) and Group II (n = 16 - beating heart). Each of
the main groups were also randomly subdivided into three
subgroups according to the strategy of the pulmonary
perfusion - Group A (n = 4) control - without pulmonary
perfusion (IA / IIA); group B ( n = 6) - perfusion with the
pulmonary arterial blood (IB / IIB); and subgroup C (n = 6)
- perfusion with the pulmonary venous blood (IC / IIC).

Anesthesia and preoperative procedure  
The animals received as pre-aesthetic drugs,

acepromazine (0.1 mg / kg) and ketamine (10 mg / kg), both
intramuscularly. After 30 minutes, an anesthetic induction
through an intravenous injection of sodium pentobarbital
at a dosage of 12.5 mg / kg, in the ear right marginal vein
was performed. The animals were kept on mechanical
ventilation, with a respiratory frequency of approximately
14 breaths per minute and a tidal volume of 10 ml / kg.
Anesthesia was maintained with fentanyl (0.01 mg/kg
intravenous) and thiopental (1 g intravenous) at every 20
minutes. An 8 Fr polyethylene catheter was introduced into
the right internal carotid artery under anesthesia and by

dissection and phlebotomy for measurement of mean arterial
pressure. A 7-gauge Fr Swan-Ganz catheter (93A-131H-7F,
Edwards, Baxter Edwards Critical Care, Irvine, CA) was
inserted into the right jugular vein by dissection and
phlebotomy. Its tip was positioned in the pulmonary artery
guided by the pressure traces. These catheters were
connected to individual pressure transducers and a
polygraph model Viridia 24C (Hewlett-Packard Corp.,
Andover, MS, USA) to measure hemodynamic parameters,
such as mean pulmonary artery pressure. A third
polyethylene catheter (8 Fr) was inserted into the external
jugular vein by dissection and phlebotomy. It was used as
a central venous access.

CPB and Pulmonary Perfusion 
In the animals in the cardioplegia group I, after

performing systemic therapeutic administration of heparin
(4 mg / kg), the CPB support was performed by cannulation
of the aorta and bicaval cannulation. Two cardioplegia
solutions were performed, the first just after aortic clamping
and the second after a 15-minute interval. Once the total
CPB was established, the mechanical ventilation was
disconnected. The perfusion of the pulmonary trunk was
performed by inserting a cannula in the pulmonary artery.
It was initiated immediately after the first cardioplegia and
the length of time was 30 minutes. The pulmonary perfusion
pressure was strictly controlled by a digital manometer
based on the mean pulmonary artery pressure measured
before the median thoracotomy through the Swan-Ganz
catheter. During the perfusion period of the pulmonary
trunk, a probe (“Vent”) was used for drainage of the left
chambers, in order to avoid distension of them. The flow of
systemic perfusion was based on the animal body surface
and the perfusion flow from the pulmonary trunk was
adjusted according to the level of pulmonary perfusion
pressure defined previously. Soon after the CPB was
removed, hemodynamic measurements were performed
within the postoperative period.

In animals in the beating heart group II, after performing
systemic therapeutic administration of heparin (4 mg / kg),
the total CPB and the mechanical ventilation support were
disconnected. The perfusion of the pulmonary trunk was
started and maintained for 30 minutes. The perfusion
pressure of the pulmonary trunk was strictly controlled by
a digital manometer, and based on the mean pulmonary
artery pressure, measured before the median thoracotomy
through the Swan-Ganz catheter. During the period of
pulmonary perfusion, a tourniquet was placed at both vena
cavae and the right atrium was drained by a probe (Vent).
Thus, the perfusion of the pulmonary trunk could only be
made through the cannula inserted into the pulmonary trunk.
The flow of systemic perfusion was based on the animal
body surface, and the perfusion flow from the pulmonary
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trunk was adjusted according to the level of pulmonary
perfusion pressure defined previously. Soon after the CPB
removal, hemodynamic measurements were performed in
the postoperative period.

In groups I and II, the pulmonary arterial perfusion was
performed by an artificial line, which was derived from the
recirculation line. Pulmonary perfusion with venous blood
was made in turn from a derivation set up on the line
between the venous reservoir and oxygenator. During the
procedure, the mean arterial pulmonary pressure and the
pulmonary perfusion flow were equivalent to 24.6 mmHg
and 200 ml/min, respectively. There were no differences
regarding the pressure of pulmonary perfusion using either
venous or arterial blood. The systemic perfusion varied
from 1.2 to 1.4 l/min/m2. The mean CPB time ranged from 35
to 40 minutes.

The CPB circuit used in the experiments, as well as the
cardioplegia system and Unique Thymus oxygenator were
manufactured by Nipro Brazil.

Hemodynamic assessment/BNP/Histologic analysis 
Hemodynamic evaluations performed using the Swan-

Ganz catheter was performed shortly after the CPB support
removal. The following variables mean pulmonary artery
pressure, and pulmonary vascular resistance was analyzed.
Fragments of the infundibulum were collected to determine
the expression of brain natriuretic peptide (BNP) and tissue
histological pattern in the pre-operative periods (after
thoracotomy and pericardiotomy, before installing CPB) and
after 30 minutes of perfusion of the pulmonary trunk. The
CPB withdrawal practically coincided with the end of 30
minutes of pulmonary perfusion. Tissue BNP tissue
expression was analyzed by the method of real-time
polymerase chain reaction (rt-PCR) and the histological
examination of myocardial samples was done according to
the hematoxylin and eosin technique.

The rt-PCR method was applied only when the tissue
samples from each animal showed values of BNP expression
minimally detectable. A specialized pathologist in
myocardial inflammatory reaction performed the analysis
independently and without prior knowledge about the
various research subgroups. Furthermore, this pathologist
has adopted semi-quantitative criteria to determine the
intensity of different types of inflammatory lesions in the
myocardium. The intensity of the lesions in each successive
field was scored as 0 for no lesions, 1 for minimal, 2 for
moderate, and 3 for severe. The extent of lesions was graded
as 0 (absent), 1 (1-25% of tissue affected), 2 (26-50% of
tissue affected), and 3 (<50% of tissue affected). The
average score for successive fields represented the score
for each individual sample [12].

Comparative analysis for hemodynamic study and the

expression of myocardial BNP was made between pairs of
subgroups within each main group, i.e., no comparisons
were made between subgroups belonging to different major
groups. Regarding the histological study, the pre- and
postoperatively were compared individually for each
subgroup, once the preoperative myocardial histological
pattern could be confronted with the myocardial
histological pattern after 30 minutes of pulmonary perfusion.

Statistical Analysis
The sample size for this experiment was estimated using

the formula of Sturges and from this, the sample number 32
was considered minimally acceptable for this purpose. The
statistical power of the small number of patients enrolled (n
= 33) was 0.95 and for each one of the 16 elements in each
major group, this power was 0.70. The subdivision of each
main group into subgroups produced a low statistical power
for the sample size in each subgroup, and it certainly should
be considered an important limitation of this study.
Normality was tested with the Kolmogorov-Smirnov test.
When not normally distributed the Mann-Whitney U test
was used to compare non-parametric data. The variables
themselves with their values provided the data to prove
the not normally distributed continuous data.

The Wilcoxon signed-rank sum test was used to
establish a comparative analysis between two observational
time frames (pre- and postoperative periods) for each
subgroup individually (IA, IB, IC, IIA, IIB, IIC). The Mann-
Whitney test was used to perform comparative analysis
between two subgroups (IA x IB; IA x IC; IB x IC; IIA x IIB;
IIB x IIC; IIB x IIC), focusing only the postoperative period.
The Kruskal-Wallis test as used to concomitantly compare
three subgroups among each other (IA x IB x IC; IIA x IIB x
IIC), within each major group in the postoperative period.
For the statistical tests, an alpha error of 5% was admitted.
The Statistical Package for Social Sciences (SPSS) version
13.0 software (SPSS, Chicago, IL, USA) were used to
compute all the outcomes.

  
RESULTS
 
In the postoperative period, the values for the

hemodynamic parameters determined through
measurements obtained with the Swan-Ganz catheter
showed significant changes with regard to mean pulmonary
artery pressure and pulmonary vascular resistance among
subgroups of animals whose lungs were perfused with
controlled pressure and subgroups of animals whose lungs
were not perfused with controlled perfusion pressure.

The comparative analysis between subgroups into the
group I (cardioplegia) was characterized by postoperative
values significantly lower from mean pulmonary arterial
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pressure and pulmonary vascular resistance in the
subgroup of animals whose lungs were perfused with either
arterial or venous blood, adopting the strategy of controlled
rigorous perfusion pressure (Figure 1).

In subgroups of the group II (beating heart) in which
the lungs were perfused with arterial or venous controlled
perfusion pressure, It has been detected a significantly
lower postoperative value of the pulmonary vascular
resistance (Figure 2).

Regarding the expression of BNP in the right ventricular
myocardium, it was considered only the tissue samples in
which the quantitative BNP expression was minimally
detectable by real-time PCR. Thus, samples of myocardial
tissue that did not express minimally amounts of BNP
detectable by the rt-PCR method were not included in this
analysis. This generated the sample size variability
presented for each subgroup studied. The BNP

postoperative values were not significantly relevant for
the subgroups of the group I, nor between subgroups of
group II (Figure 3).

Evaluations performed in the preoperative period and
after 30 minutes of the pulmonary trunk perfusion in each
subgroup individually, showed different myocardial lesions
specially of inflammatory nature, such as interstitial edema,
interstitial hemorrhage, cellular infiltration, contraction
bands and areas of necrosis.

These lesions were measured using semi-quantitative
criteria, as above-mentioned in Methods, and presented in
a descriptive way for the subgroups of the cardioplegia
group (Figure 4) and for subgroups of the beating heart
group (Figure 5).

Next, Figures 6-8 illustrate and exemplify the main
myocardial lesions, especially of inflammatory nature, which
were found in different subgroups of the study population.
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IA – without pulmonary trunk perfusion
IB – pulmonary trunk perfusion with arterial blood
IC – pulmonary trunk perfusion with venous blood
MPAP mean pulmonary artery pressure in mmHg
RVP – pulmonary vascular resistance in dyne.s.cm2

Table 1. Hemodynamic variables compared postoperatively between subgroups of the group I.

Statistical
Significance (P)

0.038

0.392

Variable

Postoperative  MPAP.

Postoperative  PVR.

Group

1A
1B
1A

n

4
6
4

Mean

26.25
18.00

460.00

Standard  Deviation

4.79
4.47

280.00

Lower Threshold
21.56
14.42

185.61

Upper Threshold
30.94
21.58

734.39

Hemodynamic variables compared postoperatively between groups 1A and 1C.

Hemodynamic variables compared postoperatively between groups 1A and 1B.

Variable

Postoperative  MPAP.

Postoperative  PVR.

Group

1A
1C
1A
1C

n

4
6
4
6

Mean

26.25
23.33

460.00
211.00

Standard Deviation

4.79
4.13

280.00
104.72

Lower Threshold
21.56
20.03
185.61
127.21

Upper Threshold
30.94
26.64

734.39
294.79

Statistical
Significance (P)

0.232

0.010

Hemodynamic variables compared postoperatively between groups 1B and 1C.
Variable

Postoperative  MPAP.

Postoperative  PVR.

Group

1B
1C
1B

n

6
6
6

Mean

18.00
23.33
275.17

Standard Deviation

4.47
4.13

96.57

Lower Threshold
14.42
20.03

197.89

Upper Threshold
21.58
26.64
352.44

Significance (P)
0.126

0.332

Confidence Interval

Confidence Interval

Confidence Interval
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IIA – without pulmonary trunk perfusion
IIB – pulmonary trunk perfusion with arterial blood
IIC – pulmonary trunk perfusion with venous blood
MPAP mean pulmonary artery pressure in mmHg
RVP – pulmonary vascular resistance in dyne.s.cm2
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Table 2. Hemodynamic variables compared postoperatively between subgroups of the group II.

Statistical
Significance (P)

0.826

0.032

Variable

Postoperative  MPAP.

Postoperative  PVR.

Group

IIA
IIB
IIA
IIB

n

4
6
4
6

Mean

25.00
23.17
358.75
242.50

Standard Deviation

4.08
4.49

56.62
55.29

Lower Threshold
21.00
19.57

303.26
198.26

Lower Threshold
29.00
26.76

414.24
286.74

Hemodynamic variables compared postoperatively between groups IIA and IIC.

Hemodynamic variables compared postoperatively between groups IIA and IIB

Variable

Postoperative  MPAP.

Postoperative  PVR.

Group

IIA
IIC
IIA
IIC

n

4
6
4
6

Mean

25.00
24.17

358.75
260.83

Standard Deviation

4.08
3.43

56.62
66.93

Lower Threshold
21.00
21.42
303.26
207.28

Lower Threshold
29.00
26.91

414.24
314.39

Statistical
Significance (P)

0.658

0.005

Hemodynamic variables compared postoperatively between groups IIB and IIC.
Variable

Postoperative  MPAP.

Postoperative  PVR.

Group

IIB
IIC
IIB
IIC

n

6
6
6
6

Mean

23.17
24.17

242.50
260.83

Standard Deviation

4.49
3.43

55.29
66.93

Lower Threshold
19.57
21.42

198.26
207.28

Lower Threshold
26.76
26.91

286.74
314.39

Statistical
Significance (P)

0.871

0.873

Confidence Interval

Confidence Interval

Confidence Interval

Tabela 3. Expression of  myocardial BNP in Groups I and II

Statistical
Significacnce (P)

0.028

Variable

Postoperative BNP.

Subgroup

IA
IB
IC

Total

n

3
5
4

12

Mean

9.09
9.12
8.29
8.83

Standard Deviation

0.46
1.42
1.08
1.16

Minimum

8.78
7.01
7.16
7.01

Maximum

9.69
11.05
9.79

11.05

Expression of myocardial BNP in subgroups of Group I postoperatively

IA – without pulmonary trunk perfusion
IB – pulmonary trunk perfusion with arterial blood
IC – pulmonary trunk perfusion with venous blood
IIA – without pulmonary trunk perfusion
IIB – pulmonary trunk perfusion with arterial blood
IIC – pulmonary trunk perfusion with venous blood
BNP – brain natriuretic peptide in  ìg/ìL

Expression of myocardial BNP in subgroups of Group II postoperatively
Statistical

Significacnce (P)
0.325

Variable

Postoperative BNP.

Subgroup

IIA
IIB
IIC

Total

n

4
3
3

10

Mean

6.68
8.36
7.94
7.56

Standard Deviation

2.41
2.06
0.11
1.96

Minimum

3.05
5.77
7.80
3.05

Maximum

8.78
10.19
8.02

10.19
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IIA – without pulmonary trunk perfusion; IIB – pulmonary trunk perfusion with arterial blood;IIC – pulmonary trunk
perfusion with venous blood

Table 5. Cardiac Inflammatory Lesions i Group III

Postoperative Interstitial Edema versus preoperative interstitial edema.
Postoperative Interstitial hemorrhage versus preoperative interstitial hemorrhage.
Postoperative myocardial infiltrate versus preoperative myocardial infiltrate.
Postoperative myocardial contraction bands  versus preoperative myocardial contraction bands.
Postoperative myocardial necrosis versus preoperative myocardial necrosis.

Subgroup IIA Cardiac Inflammatory Lesions in pre-and postoperative periods
IIA – Pair of variables Statistical

Significance (P)
>0.999
0.157

>0.999
0.557
0.046

Postoperative Interstitial Edema versus preoperative interstitial edema.
Postoperative Interstitial hemorrhage versus preoperative interstitial hemorrhage.
Postoperative myocardial infiltrate versus preoperative myocardial infiltrate.
Postoperative myocardial contraction bands  versus preoperative myocardial contraction bands.
Postoperative myocardial necrosis versus preoperative myocardial necrosis.

Pre- and postoperative period cardiac inflammatory lesions in subgroup IIB
IIB – Pair of variables Statistical

Significance (P)
0.058
0.107
0.157
0.088

>0.999

Postoperative Interstitial Edema versus preoperative interstitial edema.
Postoperative Interstitial hemorrhage versus preoperative interstitial hemorrhage.
Postoperative myocardial infiltrate versus preoperative myocardial infiltrate.
Postoperative myocardial contraction bands  versus preoperative myocardial contraction bands.
Postoperative myocardial necrosis versus preoperative myocardial necrosis.

Pre- and postoperative period cardiac inflammatory lesions in subgroup IIC
IIC – Pair of variables Statistical

Significance (P)
0.414
0.058
0.014
0.414
0.002
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IA – without pulmonary trunk perfusion; IB – pulmonary trunk perfusion with arterial blood; IC – pulmonary trunk
perfusion with venous blood

Table 4. Cardiac Inflammatory Lesions in Group I

Postoperative Interstitial Edema versus preoperative interstitial edema.
Postoperative Interstitial hemorrhage versus preoperative interstitial hemorrhage.
Postoperative myocardial infiltrate versus preoperative myocardial infiltrate.
Postoperative myocardial contraction bands  versus preoperative myocardial contraction bands.
Postoperative myocardial necrosis versus preoperative myocardial necrosis.

Subgroup IA Cardiac Inflammatory Lesions in pre-and postoperative periods
IA – Pair of variables Statistical

Significance (P)
0.157
0.046

>0.999
>0.999
0.157

Postoperative Interstitial Edema versus preoperative interstitial edema.
Postoperative Interstitial hemorrhage versus preoperative interstitial hemorrhage.
Postoperative myocardial infiltrate versus preoperative myocardial infiltrate.
Postoperative myocardial contraction bands  versus preoperative myocardial contraction bands.
Postoperative myocardial necrosis versus preoperative myocardial necrosis.

Pre- and postoperative period cardiac inflammatory lesions in subgroup IB
IB – Pair of variables Statistical

Significance (P)
>0.999
0.014
0.157
0.023
0.014

Postoperative Interstitial Edema versus preoperative interstitial edema.
Postoperative Interstitial hemorrhage versus preoperative interstitial hemorrhage.
Postoperative myocardial infiltrate versus preoperative myocardial infiltrate.
Postoperative myocardial contraction bands  versus preoperative myocardial contraction bands.
Postoperative myocardial necrosis versus preoperative myocardial necrosis.

Pre- and postoperative period cardiac inflammatory lesions in subgroup IC
IC – Pair of variables Statistical

Significance (P)
0.414
0.414

>0.999
0.046

>0.999
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Fig. 1 – Postoperative comparison between subgroups of the
cardioplegia group regarding the hemodynamic variables. IA -
without pulmonary trunk perfusion; IB - perfusion with the
pulmonary arterial blood; IC - pulmonary perfusion with venous
blood; MPAP - mean pulmonary artery pressure in mmHg, PVR -
pulmonary vascular resistance in dyne.sec.cm5

Fig. 2 – Postoperative comparison between subgroups of the beating
heart group regarding the hemodynamic variables. IIA - without
pulmonary trunk perfusion; IIB - perfusion with pulmonary arterial
blood; IIC - pulmonary perfusion with venous blood; MPAP -
mean pulmonary arterial pressure in mmHg, PVR - pulmonary
vascular resistance in dyne.sec.cm5

Fig. 3 – Expression of myocardial BNP in groups I and II. IA - without pulmonary trunk perfusion; IB - perfusion with pulmonary arterial
blood; IC - pulmonary perfusion with venous blood; IIA - without pulmonary trunk perfusion; IIB - perfusion with pulmonary arterial blood;
IIC - pulmonary artery perfusion with venous blood, BNP - brain natriuretic peptide in g / mL
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DISCUSSION

In heart surgery using CPB support, there is no sufficient
and adequate perfusion of the pulmonary arteries, resulting
in endothelial dysfunction. Because of pulmonary ischemia
and reperfusion lesions, the surface receptors of
inflammatory cells are stimulated, resulting in the activation
of intracellular signalling cascades and in the subsequent
positive regulation of transcription of several pro-
inflammatory mediators, such as cytokines, chemokines and
cell adhesion molecules [13-18].

In the study outcomes of Schlensak et al. [7], there
was a significant decrease in bronchial artery flow in the
initial phase of total CPB; this flow remained low until
the end of CPB and returned to near normal levels during
throughout the 60 minutes of reperfusion after CPB
withdrawal. Histological analysis made by these authors
revealed that the increase in alveolar septal thickness
and the decrease in alveolar surface area were
significantly attenuated by the controlled perfusion of
pulmonary artery [7].

Gabriel et al. [19] demonstrated experimentally the
advantages of the pulmonary trunk with controlled
perfusion pressure using both arterial and venous blood.
From the hemodynamic point of view, these authors
observed a significant reduction in mean pulmonary artery
pressure and pulmonary vascular resistance in the
immediate postoperative period in animals that underwent
perfusion controlled of the pulmonary trunk.

High levels of BNP are found in patients with ventricular
dysfunction, acute myocardial infarction, unstable angina,
hypertension, and ventricular hypertrophy. In patients with
right ventricular pressure overload due to primary
pulmonary hypertension and thromboembolism, BNP levels
are higher than that in those patients with right ventricular
volume overload due to atrial septal defect [20-22].

In patients with chronic thromboembolic pulmonary
hypertension, BNP levels have been used as markers of
primary pulmonary hypertension, and after
thromboendarterectomy, levels of BNP and total pulmonary
vascular resistance decreases. Patients who presenting left
and right heart failure has shown values significantly higher
of BNP compared to those who have presented only left
heart failure.

In patients with chronic right ventricular pressure
overload, the measurement of the left ventricular ejection
fraction was negatively correlated with plasma BNP levels,
suggesting that BNP levels are elevated in patients with
right ventricular systolic dysfunction.

BNP is secreted primarily by the ventricles of the heart
and has been used as a noninvasive marker of right
ventricular dysfunction. Recent studies have shown that
BNP levels increase in proportion to the degree of

pulmonary hypertension and right ventricular dysfunction
[23,24].

Nagaya et al. [11] showed that the preoperative plasma
BNP levels are significantly high in patients with
thromboembolic pulmonary hypertension. These authors
emphasized that in the postoperative phase, plasma BNP
levels correlated positively with mean pulmonary arterial
pressure and negatively with cardiac output, thus
demonstrating a strong positive correlation with pulmonary
vascular resistance. The decrease in BNP levels correlated
with a decrease in pulmonary vascular resistance after
pulmonary thromboendarterectomy.

Although many studies suggest a correlation between
BNP levels and variables, such as mean pulmonary artery
pressure and pulmonary vascular resistance, there was no
direct relationship in the present study between
hemodynamic benefits associated with controlled perfusion
of the pulmonary trunk and BNP expression in the right
ventricular myocardium. The authors of this study
hypothesize that the time of pulmonary perfusion, i.e., the
duration of the controlled perfusion of the pulmonary trunk
could constitute an important limiting factor for obtaining
significant variations of the expression of myocardial BNP.
Thus, the controlled pulmonary perfusion for a period of 30
minutes was not sufficient to promote substantial changes
in the synthesis of BNP by the right ventricular myocytes.

Concerning the histological analysis of samples of the
right ventricular myocardium, this study revealed that, in
subgroups IA and IB, interstitial hemorrhage was significant
in the postoperative period. In subgroups IB and IC, the
presence of contraction bands and areas of myocardial
necrosis was perceivable in the postoperative period.

Concerning the beating heart group, the subgroups IIA
and IIC had significant myocardial lesions in the
postoperative period, mainly expressed by areas of necrosis.
In the subgroup B, there were no significant differences
between the preoperative and postoperative periods,
regarding the grading of inflammatory lesions. Based on
these histological findings, it can be assumed that the
inflammatory lesions found in the postoperative period of
each group were due to pro-inflammatory factors related to
cardiopulmonary bypass, regardless of whether the
pulmonary trunk was perfused during the procedure.

Therefore, it becomes prominent again the question
relative to a possible influence of time of controlled infusion
of the pulmonary trunk, once the histological findings were
correlated specifically with a continuous period of 30
minutes of perfusion of the pulmonary trunk.

In short, the controlled perfusion of the pulmonary trunk
for 30 minutes, during heart surgery according to the
experimental model produced, did not cause marked
changes in expression of myocardial BNP in the immediate
post-CPB period.
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