
229
Brazilian Journal of Cardiovascular Surgery 

Correspondence Address
Haci Ali Ucak

https://orcid.org/0000-0003-0350-109X 
Department of Cardiovascular Surgery, Adana City Training and Research Hospital
Dr. Mithat Özhan Bulvarı Kışla Mah. 4522 Sok. No:1, Adana, Turkey
Zip Code: 01230
E-mail: dr.haliucak@gmail.com 

Article received on February 9th, 2020.
Article accepted on March 10th, 2020.

Braz J Cardiovasc Surg 2021;36(2):229-36ORIGINAL ARTICLE

Single-Dose Del Nido Cardioplegia vs. Blood 
Cardioplegia in Aortic Valve Replacement 
Surgery
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Abstract

Introduction: In this study, we aimed to compare Del Nido 
cardioplegia (DNC) with blood cardioplegia (BC) in aortic valve 
replacement.

Methods: A two-year single-institute retrospective cohort 
study was accomplished. Subjects who underwent aortic valve 
replacement surgery were divided into two groups (DNC and BC) 
and outcomes were compared.

Results: Preoperative demographics and clinical data of the 
patients in both groups were similar. The time until cardiac arrest 
following administration of the first dose of cardioplegia was 
statistically significantly shorter in the BC group (47.0 sec. 25-
103) than in the DNC group (63.0 sec. 48-140) (P=0.012). Cross-
clamping time was longer in the BC group (48.7±12.3 min. vs. 
41.5±11.8 min.) (P=0.041). Cardiopulmonary bypass time was 

statistically significantly shorter in the DNC group (BC 60.8±18.5 
min., DNC 53.7±15.2 min.) (P=0.046). The rate of postoperative 
use of intravenous positive inotropic support drugs (dopamine, 
dobutamine, norepinephrine, etc.) for more than two hours was 
significantly higher in the BC group (20 [23.5%] in the BC group 
and nine [17.3%] in the DNC group) (P=0.035). Creatine kinase 
myocardial band and troponin I levels were slightly lower in 
patients receiving DNC, but no statistically significant difference 
was detected.

Conclusion: Del Nido cardioplegia is safe and can be used 
efficiently as an alternative to blood cardioplegia in isolated aortic 
valve replacement surgery.
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Abbreviations, acronyms & symbols

AKIN
AV
BC
CK-MB
COPD
CPB
DNC
EF
ICU
IVS
LV-EDD

 = Acute Kidney Injury Network
 = Atrioventricular
 = Blood cardioplegia
 = Creatine kinase myocardial band
 = Chronic obstructive pulmonary disease
 = Cardiopulmonary bypass
 = Del Nido cardioplegia
 = Ejection fraction
 = Intensive care unit
 = Interventricular septum
 = Left ventricular end-diastolic diameter

LV-ESD
MACCE
NYHA
PRBC
PW
RBC
SD
STS
VF
WBC

= Left ventricular end-systolic diameter
 = Major adverse cardiac and cerebrovascular events
 = New York Heart Association
 = Packed red blood cell
 = Posterior wall
 = Red blood cell
 = Standard deviation
 = Society of Thoracic Surgeons
 = Ventricular fibrillation
 = White blood cell
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All patients underwent elective CPB under general 
anaesthesia. Aortic valve replacement was performed with full 
median sternotomy as a standard procedure. Both cardioplegia 
solutions were prepared according to an established protocol for 
each case. DNC was prepared with 13 mL lidocaine 1%, 13 mL 
KCl 2 mEq/mL, 13 mL NaHCO3 8.4%, 1000 mL of Plasma-Lyte A, 
4 mL of MgSO4 50%, and 16.3 mL of mannitol 20%. It was mixed 
with the blood obtained from patient in a 4/1 ratio and cooled 
to 4 ˚C. A dose of 20 mL/kg, with a maximum of 1000 mL, was 
administered through antegrade cardioplegia cannula or ostial 
cannula. BC solution was prepared by mixing autologous blood 
and crystalloid obtained from patient in a 4/1 ratio. It contained 
435 mL of ringer lactate (as crystalloid), 20 mL of mannitol 15%, 
20 mL of NaHCO3 8.4%, and 25 mL of KCl 2 mEq/mL, equalling 
up to 500 mL of crystalloid in total. Each cardioplegia dose 
was mixed with autologous blood according to the total dose 
volume and the final BC solution was prepared at 24-28 ˚C. The 
first delivery was administered at a dose of 15 mL/kg while the 
subsequent deliveries were administered antegradely at a dose 
of 5-10 mL/kg every 15-20 minutes.

Intraoperative data and postoperative results of the patients 
were scanned to analyse the effectiveness of the myocardial 
protection strategy. Intraoperative cross-clamping and CPB 
times, use of inotropic support, use of intra-aortic balloon pump, 
electrical cardiac activity under aortic clamping, restoration 
of sinus rhythm, and defibrillation procedures were recorded. 
Troponin I and creatine kinase myocardial band (CK-MB) levels 
were analysed at postoperative hours 8, 24, and 48. Hourly urine 
output was monitored during the intensive care unit (ICU) stay. 
Haemoglobin, haematocrit, creatinine, creatinine clearance, 
and white blood cell results were recorded. Ejection fraction 
was measured again during routine postoperative transthoracic 
echocardiography. Myocardial infarction, acute kidney damage, 
respiratory failure, temporary or permanent neurological attacks, 
newly developing complete atrioventricular (AV) block, need 
for a permanent pacemaker, development of atrial fibrillation, 
reoperation due to excessive bleeding, infection development, 
ventilation time, and total length of ICU and hospital stay were 
evaluated.

RESULTS

The present study included a total of 137 patients undergoing 
aortic valve replacement who met the inclusion criteria within 
the study period. While BC was used in 85 of these patients, DNC 
was used in 52. Preoperative demographics and clinical data of 
the patients in both groups are presented in Table 1.

Mechanical and biological valve preferences were similar 
in both groups. During the first dose of cardioplegia, aortic 
infusion method was used in 45 (52.9%) patients in the BC 
group and 35 (67.3%) patients in the DNC group (P=0.041). 
Ostial cannula was used in 40 (47.1%) patients in the BC group 
and 17 (32.7%) patients in the DNC group (P=0.025). There was 
a statistically significant difference in terms of the first route of 
delivery of cardioplegia in both groups. The time until cardiac 
arrest following administration of the first dose of cardioplegia 
was statistically significantly shorter in the BC group (47.0 sec. 

INTRODUCTION

Maintenance of myocardial vitality is essential in an open-
heart surgery combined with cardiopulmonary bypass (CPB). 
Myocardial tissue is inevitably exposed to some ischemic 
damage during cross-clamping and surgeons aim to cause 
minimal damage during this ischemic process that is induced in 
a controlled manner. Various cardioplegia solutions exist to help 
myocardial tissue tolerate ischemia.

Despite containing different formulas, all cardioplegia 
solutions aim to minimize probable ischemia reperfusion 
injuries by providing cardiac depolarization and arrest with high 
concentrations of potassium. Blood cardioplegia (BC) is a method 
that has been used in clinical practice for many years, which contains 
80% blood and 20% crystalloid. Del Nido cardioplegia (DNC) was 
first used in congenital cardiac surgery in the early 1990s[1]. It 
contains a base solution of a crystalloid component (Plasma-Lyte 
A, lidocaine, magnesium sulphate, potassium chloride, mannitol, 
sodium bicarbonate). Additionally, it contains 20% oxygenated 
autologous blood. Lidocaine is the main distinctive component 
of this formula. It prolongs refractory period in myocytes and 
minimizes sodium and calcium passage into the cell.

Although primarily developed for use in pediatric cases, the 
efficiency of a single dose of cardioplegia to handle an entire 
surgical procedure has brought about discussions for its use in 
adult cases. A recent meta-analysis has emphasized that the use 
of DNC in adult patients is a good alternative to BC[2]. Although 
it is stated to be safe for adult cardiac surgery, more studies 
are needed on specific subgroups. Conditions requiring aortic 
valve replacement (aortic stenosis and aortic regurgitation) 
should also be subject to a separate assessment in terms of 
their effects on the left ventricle[3,4]. However, there is still a 
limited number of data associated with the use of DNC in aortic 
valve replacement[5,6]. The aim of this study is to contribute to 
the literature by comparing the results of DNC and BC delivery 
during aortic valve replacement in adult patients.

METHODS

This is a two-year retrospective cohort study including cases 
between October 2017 and September 2019. The study was 
approved by the local ethics committee.

Patients who underwent an additional operation in the same 
session due to another pathology accompanying aortic valve 
disease, patients operated for active infective endocarditis, and 
patients who underwent surgery in emergency conditions were 
excluded from the study. A total of 137 patients who underwent 
aortic valve replacement alone were included in the study. DNC 
was used in 52 patients while BC was used in 85 patients. All 
patients’ age, gender, body mass index, New York Heart Association 
functional status, smoking and alcohol consumption status, 
and preoperative comorbidity (hypertension, diabetes mellitus, 
dyslipidaemia, kidney failure, chronic obstructive pulmonary 
disease) were recorded. Preoperative echocardiographic 
measurements were also included in the data set. Patients with a 
previous history of cardiac surgery and patients who underwent 
combined valve, ascending aorta, or coronary surgery due to 
accompanying pathology were excluded from the study.
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Table 1. Patients’ preoperative data.

Characteristic BC group, n 85 DNC group, n 52

Male 51 (60 %) 34 (65.3%)

Age, years±SD 63.24±10.48 64.02±11.76

Body mass index 27.7±4.1 27.2±4.7

Preoperative comorbidities

Diabetes mellitus 16 (18.8 %) 10 (19.2%)

Hypertension 35 (41.1 %) 19 (36.5 %)

Hyperlipidemia 13 (15.3%) 9 (17.3%)

Renal insufficiency 1 (1.17%) 0

Dialysis 1 (1.17%) 0

Asthma/COPD 8 (9.4%) 6 (11.5%)

Atrial fibrillation 6 (7.05%) 4 (7.6%)

STS risk of mortality (%) 1.95 (0.42-21.2) 1.9 (0.51-19.8)

NYHA functional status class I 5 (5.8%) 3 (5.7%)

NYHA functional status class II 26(30.5%) 14 (26.9%)

NYHA functional status class III 48 (56.4%) 30 (57.6%)

NYHA functional status class IV 6 (7. 1%) 5 (9.6%)

Preoperative echocardiographic data

Isolated aortic stenosis 45 (52.9%) 35 (67.3%)

Isolated aortic insufficiency 7 (8.2%) 3 (5.7%)

Combined aortic valve disease 33 (38.8%) 14 (26.9%)

Ejection fraction (%) 58.8±9.8 55.4±7.9

IVS (mm) 13.8±2.6 13.1±2.4

PW thickness (mm) 12.7±1.8 12.9±1.6

LV-ESD (mm) 33.2±6.9 33.8±7.1

LV-EDD, (mm) 50.5±8.2 51.3±7.4

Preoperative blood laboratory data

Hemoglobin (g/dL) 14.42±1.2 14.8±1.3

Hematocrit (%) 42.06±3.95 41.34±4.36

WBC counts (109/L) 9.2±3.1 9.6±1.4

RBC counts (1012/L) 4.7±0.7 4.6±0.7

Platelet count (109/L) 210.5±45.8 208.2±50.3

BC=blood cardioplegia; COPD=chronic obstructive pulmonary disease; DNC=Del Nido cardioplegia; IVS=interventricular septum; 
LV-EDD=left ventricular end-diastolic diameter; LV-ESD=left ventricular end-systolic diameter; NYHA=New York Heart Association; 
PW=posterior wall; RBC=red blood cell; SD=standard deviation; STS=Society of Thoracic Surgeons; WBC=white blood cell

25-103) compared to the DNC group (63.0 sec. 48-140) (P=0.012). 
The total cardioplegia volume was found higher in the BC 
group (1310±85.3 mL) than in the DNC group (910±105.6 mL), 
but there was no statistically significant difference. While all 
operations were completed with a single dose of cardioplegia in 

the DNC group, all patients in the BC group required additional 
doses. In the BC group, two doses of cardioplegia were used in 
six (7.1%) patients, three doses in 71 (83.5%) patients, and > 3 
doses in eight (9.4%) patients. Cross-clamping time was longer 
in the BC group (48.7±12.3 min vs. 41.5±11.8 min.; P=0.041). CPB 
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time was statistically significantly shorter in the DNC group (BC 
60.8±18.5 min., DNC 53.7±15.2 min.; P=0.046). During cross-
clamping, ventricular fibrillation was observed in eight (9.4%) 
patients in the BC group and three (5.7%) patients in the DNC 
group; P=0.016. The reversal time to regular sinus rhythm after 
the removal of the cross-clamping was statistically significantly 
shorter in the BC group (52.7 sec. [41-152]) compared to the DNC 
group (83.0 sec. [48-182]) (P=0.032). Additionally, the number of 
patients undergoing defibrillation following reperfusion was 
similar in both cardioplegia groups. Intraoperative data of the 
patients in both groups are presented in Table 2.

The rate of postoperative use of intravenous positive inotropic 
support drugs (dopamine, dobutamine, norepinephrine, etc.) for 
more than two hours was significantly higher in the BC group 
(20 [23.5%] in the BC group and nine [17.3%] in the DNC group; 
P=0.035). The comparison of patients in the BC group with those 
in the DNC group in terms of packed red blood cell (PRBC) use 
revealed that blood transfusion was less common in the BC 
group, but there was no statistically significant difference. In the 
BC and DNC groups, the rate of one unit of PRBC transfusion 
was 10.6% and 11.5% (P=0.931), of two units of PRBC transfusion 
was 10.6% and 13.4% (P=0.062), whereas of > 2 units of PRBC 
transfusion was 5.8% and 7.7% (P=0.612), respectively. The 
total rate of chest re-exploration associated with drainage 

and haemorrhage was similar in both groups (2.3% vs. 3.8%; 
P=0.784). The comparison of complete AV block (permanent) 
development, postoperative left ventricular ejection fraction 
values, rate of new onset atrial fibrillation, ICU length of stay 
(hours) and hospital length of stay (days), postoperative kidney 
injury, major adverse cardiac and cerebrovascular events rate, 
myocardial infarction, and stroke incidence did not exhibit a 
statistically significant difference between the patients in the 
BC and DNC groups. The postoperative results of all patients are 
presented in Table 3.

The evaluation of the CK-MB and troponin I levels of the 
patients at six-, 12-, 24-, and 48-hour intervals revealed slightly 
lower values in patients receiving DNC, but no statistically 
significant difference was detected at any time period (Figures 
1 and 2). Postoperative follow-up of cardiac enzymes in both 
groups are summarized in Table 4.

DISCUSSION

The results of our study showed that cross-clamping and 
CPB times were shorter in the DNC group than in the BC group. 
Additionally, inotropic drug use was less frequent in the DNC 
group. Cardioplegic solutions used in myocardial protection 
strategies are mainly classified as crystalloid and BC. DNC, which 

Table 2. Intraoperative data.

BC group, n=85 DNC group, n=52 P-value

Mechanical valve implantation 75 (88.2%) 45 (86.5%) 0.719

Bioprosthetic implantation 10 (12.8%) 7 (13.5%) 0.720

Aortic infusion (for first dose) 45 (52.9%) 35 (67.3%) 0.041

Ostial infusion (for first dose) 40 (47.1%) 17 (32.7%) 0.025

Time to arrest (s) 47.0 (25-103) 63 (48-140) 0.012

Total cardioplegia volume (mL) 1310±85.3 910±105.6 0.013

1 dose of cardioplegia 0 52 (100%) 0.0001

2 doses of cardioplegia 6 (7.1%) 0 0.0001

3 doses of cardioplegia 71 (83.5%) 0 0.0001

>3 doses of cardioplegia 8 (8.4 %) 0 0.0001

Cross-clamping time, min 48.7±12.3 41.5±11.8 0.041

Cardiopulmonary bypass time, min 60.8±18.5 53.7±15.2 0.046

VF in cross-clamping period 8 (9.4%) 3 (5.7%) 0.016

Time to restoration of the sinus rhythm, s 52.7 (41-152) 83.0 (48-182) 0.032

No defibrillation 12(14.1%) 11(21.2%) 0.012

1 defibrillation for VF 62 (72.9%) 34 (65.4%) 0.062

2 defibrillations for VF 11(12.9%) 7 (13.5%) 0.817

> 2 defibrillations for VF 4 (4.7%) 2 (3.8%) 0.752

BC=blood cardioplegia; DNC=Del Nido cardioplegia; VF=ventricular fibrillation
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Table 3. Postoperative outcomes.

BC group, n=85 DNC group, n=52 P-value

Inotropic support > 2 hours 20 (23.5%) 9 (17.3%) 0.035

Postoperative packed red blood cells transfusion

1 unit 9 (10.6%) 6 (11.5 %) 0.931

2 units 9 (10.6 %) 7 (13.4%) 0.062

> 2 units 5 (5.8 %) 4 (7.7%) 0.612

Total drainage, mL 680.0 (200.0-850.0) 650.0 (240.0-820.5) 0.063

Chest revision for bleeding 2 (2.3%) 2 (3.8%) 0.784

Complete AV block (permanently) 2 (2.3%) 1 (1.9%) 0.991

Postoperative EF, % 55.42±4.9 56.7±5.3 0.508

New onset atrial fibrillation 18 (24%) 21 (28%) 0.710

ICU length of stay (hours) 28.4±6.6 29.6±5.1 0.685

Hospital length of stay (days) 6.2±2.4 6.3±2.8 0.795

Renal functions

 AKIN stage 1 (creatinine increase > 0,3 mg/dL or 150%-200%) 14 (16.5%) 11 (21.2%) 0.358

AKIN stage 2 (creatinine increase > 200%-300%) 3 (3.5%) 3 (5.7%) 0.712

AKIN stage 3 (creatinine increase > 300%) 1(1.2 %) 0 0.402

MACCE 1 (1.2%) 1 (1.9%) 0.768

Mortality (30 days) 1 (1.2%) 0 0.512

Myocardial infarction 0 0 -

Stroke 0 0 -

AKIN=Acute Kidney Injury Network; AV=atrioventricular; BC=blood cardioplegia; DNC=Del Nido cardioplegia; EF=ejection fraction; 
ICU=intensive care unit; MACCE=major adverse cardiac and cerebrovascular events

Table 4. Cardiac enzymes.

Timing
CK-MB (ng/mL) Troponin I (ng/mL)

BC DNC P-value BC DNC P-value

6 hours 26.52±9.7 22.75±7.1 0.167 5.28±2.71 4.98±3.02 0.294

12 hours 36.84±13.9 32.94±15.6 0.641 6.45±3.21 6.05±4.12 0.384

24 hours 18.08±8.5 18.23±8 0.351 3.58±2.84 3.12±3.27 0.184

48 hours 12.52±8.2 12.14±2 0.241 1.86±1.1 1.54±1.65 0.451

BC=blood cardioplegia; CK-MB=creatine kinase myocardial band; DNC=Del Nido cardioplegia

can be classified as crystalloid cardioplegia despite the autologous 
blood component, was first used in pediatric patient groups and 
attracted a lot of attention upon reducing the need for repeated 
doses[7]. Medical professionals also began to use DNC in this field 
after several studies in which DNC was compared with classical 

cardioplegia methods in adult patient groups and revealed no 
negative clinical effect[2,8]. It has become increasingly popular 
as a single dose of cardioplegia enables to carry through many 
cardiac surgery procedures in adult patients and allows the 
surgeon to maintain high concentration during the procedure. 
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We previously published the results of a study 
presenting our experience in coronary surgery 
with DNC, which we have been using in adult 
patients in our clinic since 2014[9]. In the present 
study, we compared the DNC method with 
classical BC in patients undergoing isolated aortic 
valve replacement and evaluated its safety and 
efficacy.

In our study, no additional dose of cardioplegia 
was needed in any of the operations with DNC, 
which allowed the operations to continue without 
any interruption in the DNC group, resulting in 
shorter cross-clamping and CPB times; thus, we 
achieved consistent results with our hypothesis. 
The difference between the two groups regarding 
the use of ostial cannula was solely due to the 
higher number of patients with aortic insufficiency 
in the DNC group. Ostial cannulation was 
performed for all patients with aortic insufficiency. 
In the BC group, all doses following aortotomy 
were administered through coronary ostia even 
if the first dose was administered through aortic 
root. No patient had a major traumatic injury 
affecting the course of surgery in either group. 
Although theorized to cause tolerable damage, 
there has been no satisfactory study investigating 
the long-term effects of coronary perfusion 
cannulas on intima. In this aspect, outright delivery 
of cardioplegia in a single penetration will at least 
reduce the risk of trauma.

In our study, electrical activity terminated 
sooner in the BC group following the 
administration of cardioplegia. Sanetra et al.[10] 
carried out a study comparing cold BC and DNC, 
and their results were contradictory to ours. The 
same cardioplegia formulas were used in both 
studies, but Sanetra et al.[10] applied BC at +4 ˚C 
while we applied it at 24-28 ˚C. Such difference 
may have reduced the membrane permeability 
and resulted in prolonged attainment of effective 
intracellular values for the BC solution, which has 
a higher content of formed blood elements[11]. 
Diastolic arrest and depolarization inevitably 
increase the amount of intracellular sodium and 
calcium, resulting in myocardial cell damage[12]. 
It appears that the use of autologous blood as 
cardioplegia is the most plausible option since 
it is more physiological and has high oxygen-
carrying capacity and lower haemodilution, 
contrary to its crystalloid counterparts. However, 
no clear superiority has been demonstrated in 
any comparative studies with BC and crystalloid-
based formulas[13,14]. A current meta-analysis has 
indicated that smaller volumes of cardioplegia 
should be used in patients receiving DNC[8]. 
Consistently, the volume of cardioplegia was 
lower in the DNC group. Some studies reported 

Fig. 1 – Cardiac enzyme values performed to evaluate postoperative myocardial 
damage in Del Nido cardioplegia group.

Fig. 2 – Cardiac enzyme values performed to evaluate postoperative myocardial 
damage in blood cardioplegia group.

 

 

Tr
op

on
in

-I 
(n

g/
m

l)

Del Nido Cardioplegia Group Troponin-I Levels

 

 

Tr
op

on
in

-I 
(n

g/
m

l)

Blood Cardioplegia Group Troponin-I Levels



235
Brazilian Journal of Cardiovascular Surgery 

Braz J Cardiovasc Surg 2021;36(2):229-36Ucak HA & Ucak D - Del Nido Cardioplegia in Aortic Valve Replacement

that smaller volume of PRBC transfusion was associated with 
decreased haemodilution due to lower cardioplegia volumes[15,16]. 
Our data did not only coincide with these results, but also lower 
PRBC use was observed in the BC group, but this difference was 
not statistically significant. It should not be overlooked that DNC 
contains 4/1 autologous blood. Haemodilution is indeed an 
important parameter, however, there are many factors affecting 
PRBC transfusion and more comprehensive studies are needed 
in this regard[17].

Maintenance of stable cardiac arrest during surgery is also an 
important part of myocardial protection strategies. DNC offers 
a different form of myocardial protection with its class 1b anti-
arrhythmic agent lidocaine; lidocaine blocks sodium channels, 
thus, it prolongs the refractory period and reduces the negative 
effects of myocardial arrest by decreasing intracellular sodium 
and calcium accumulation[18]. Besides, the crystalloid fluid in the 
DNC formula does not contain calcium; its 20% blood component 
is the only source of calcium administered to patients. Not only 
that, but also magnesium sulphate contributes to the reduction 
of intracellular calcium by competitively blocking the passage of 
calcium through the cell membrane[19]. In an animal experiment, 
Govindapillai et al. showed that the resting membrane potential 
exhibits higher voltage and is less responsive to spontaneous 
and inducible stimulations during the ischemic period[20]. 
As a matter of fact, ventricular fibrillation was also observed 
less frequently during the cross-clamping period in the DNC 
group. In our study, no significant difference was observed 
between the two groups in CK-MB or troponin I levels at any 
period. Although previous studies reported the positive effects 
of DNC in increasing troponin I levels, most of them included 
operations requiring myocardial resection (such as mitral valve 
replacement), which makes it difficult to evaluate the results 
homogenously[21-23]. A recent meta-analysis has revealed that 
spontaneous defibrillation is associated with the use of DNC[24]. 
This may also explain the lower release of troponin I associated 
with less defibrillator use.

Limitations

Our study is a retrospective cohort study with a single-
centre, nonrandomized, limited number of patient groups. In this 
respect, it does not include long-term patient follow-up and long-
term echocardiographic follow-up for myocardial protection. We 
observed small differences that were not statistically significant 
in terms of length of ICU and hospital stay, postoperative 
myocardial infarction, stroke, and renal functions, however, larger 
patient series are needed to obtain a better understanding in 
this regard. We didn’t perform a cost analysis and future studies 
are needed in this field. Our study is unable to reveal any new 
findings with respect to optimal timing for a second dose or the 
reliability of the second dose since all participating patients in 
the DNC group were operated with a single dose of cardioplegia. 
Studies on more complex cases with longer cross-clamping 
times are needed to evaluate the results of DNC use, which is 
gaining more popularity every day. In the future, objective data 
on myocardial perfusion in an outright delivery of cardioplegic 
solution will also help to elucidate unanswered questions.

CONCLUSION

Ultimately, all these evaluations along with the comparison 
of clinical results indicate that DNC is an equivalent alternative 
to BC in isolated posterior valve replacement operations in adult 
patient groups.w

No financial support.

No conflict of interest.

Authors' roles & responsibilities

HAU

DU

Substantial contributions to the conception or design of 
the work; or the acquisition, analysis or interpretation 
of data for the work, drafting the work or revising 
it critically for important intellectual content; final 
approval of the version to be published

Substantial contributions to the conception or design of 
the work; or the acquisition, analysis or interpretation 
of data for the work; final approval of the version to 
be published

REFERENCES

1. Matte GS, del Nido PJ. History and use of del Nido cardioplegia solution 
at Boston children's hospital. J Extra Corpor Technol. 2012;44(3):98-103. 
Erratum in: J Extra Corpor Technol. 2013;45(4):262. 

2. An KR, Rahman IA, Tam DY, Ad N, Verma S, Fremes SE, et al.  A systematic 
review and meta-analysis of del Nido versus conventional cardioplegia 
in adult cardiac surgery. Innovations (Phila). 2019;14(5):385-93. 
doi:10.1177/1556984519863718. 

3. Badiani S, van Zalen J, Treibel TA, Bhattacharyya S, Moon JC, Lloyd 
G. Aortic stenosis, a left ventricular disease: insights from advanced 
imaging. Curr Cardiol Rep. 2016;18(8):80. doi:10.1007/s11886-016-
0753-6. 

4. Ong G, Redfors B, Crowley A, Abdel-Qadir H, Harrington A, Liu Y, et al.  
Evaluation of left ventricular reverse remodeling in patients with severe 
aortic regurgitation undergoing aortic valve replacement: comparison 
between diameters and volumes. Echocardiography. 2018;35(2):142-7. 
doi:10.1111/echo.13750. 

5. Luo H, Qi X, Shi H, Zhao H, Liu C, Chen H, et al.  Single-dose del Nido 
cardioplegia used in adult minimally invasive valve surgery. J Thorac 
Dis. 2019;11(6):2373-82. doi:10.21037/jtd.2019.05.78. 

6. Shemin RJ. Commentary: del Nido versus blood cardioplegia for aortic 
valve replacement: the choice is yours. Proceed with caution. J Thorac 
Cardiovasc Surg. 2020;159(6):2286-7. doi:10.1016/j.jtcvs.2019.06.089. 

7. Charette K, Gerrah R, Quaegebeur J, Chen J, Riley D, Mongero L, et 
al.  Single dose myocardial protection technique utilizing del Nido 
cardioplegia solution during congenital heart surgery procedures. 
Perfusion. 2012;27(2):98-103. doi:10.1177/0267659111424788. 



236
Brazilian Journal of Cardiovascular Surgery 

Braz J Cardiovasc Surg 2021;36(2):229-36Ucak HA & Ucak D - Del Nido Cardioplegia in Aortic Valve Replacement

8. Li Y, Lin H, Zhao Y, Li Z, Liu D, Wu X, et al.  Del Nido cardioplegia 
for myocardial protection in adult cardiac surgery: a systematic 
review and meta-analysis. ASAIO J. 2018;64(3):360-7. doi:10.1097/
MAT.0000000000000652. 

9. Ucak HA, Uncu H. Comparison of Del Nido and intermittent warm 
blood cardioplegia in coronary artery bypass grafting surgery. Ann 
Thorac Cardiovasc Surg. 2019;25(1):39-45. doi:10.5761/atcs.oa.18-00087. 

10. Sanetra K, Gerber W, Shrestha R, Domaradzki W, Krzych Ł, Zembala M, et al.  
The del Nido versus cold blood cardioplegia in aortic valve replacement: 
a randomized trial. J Thorac Cardiovasc Surg. 2020;159(6):2275-83.e1. 
doi:10.1016/j.jtcvs.2019.05.083.

11. Boutilier RG. Mechanisms of cell survival in hypoxia and hypothermia. 
J Exp Biol. 2001;204(Pt 18):3171-81. 

12. Dobson GP, Jones MW. Adenosine and lidocaine: a new concept in 
nondepolarizing surgical myocardial arrest, protection, and preservation. 
J Thorac Cardiovasc Surg. 2004;127(3):794-805. doi:10.1016/s0022-
5223(03)01192-9. 

13. Nardi P, Vacirca SR, Russo M, Colella DF, Bassano C, Scafuri A, et al.  Cold 
crystalloid versus warm blood cardioplegia in patients undergoing 
aortic valve replacement. J Thorac Dis. 2018;10(3):1490-9. doi:10.21037/
jtd.2018.03.67. 

14. Hendrikx M, Jiang H, Gutermann H, Toelsie J, Renard D, Briers A, et al.  
Release of cardiac troponin I in antegrade crystalloid versus cold blood 
cardioplegia. J Thorac Cardiovasc Surg. 1999;118(3):452-9. doi:10.1016/
s0022-5223(99)70182-0. 

15. Yerebakan H, Sorabella RA, Najjar M, Castillero E, Mongero L, Beck J, 
et al.  Del Nido cardioplegia can be safely administered in high-risk 
coronary artery bypass grafting surgery after acute myocardial infarction: 
a propensity matched comparison. J Cardiothorac Surg. 2014;9:141. 
doi:10.1186/s13019-014-0141-5. 

16. Kim WK, Kim HR, Kim JB, Jung SH, Choo SJ, Chung CH, et al.  del Nido 
cardioplegia in adult cardiac surgery: beyond single-valve surgery. 
Interact Cardiovasc Thorac Surg. 2018;27(1):81-7. doi:10.1093/icvts/
ivy028.

This is an open-access article distributed under the terms of the Creative Commons Attribution License.

17. Task Force on Patient Blood Management for Adult Cardiac Surgery of 
the European Association for Cardio-Thoracic Surgery (EACTS) and the 
European Association of Cardiothoracic Anaesthesiology (EACTA), Boer 
C, Meesters MI, Milojevic M, Benedetto U, Bolliger D, et al.  2017 EACTS/
EACTA guidelines on patient blood management for adult cardiac 
surgery. J Cardiothorac Vasc Anesth. 2018;32(1):88-120. doi:10.1053/j.
jvca.2017.06.026. 

18. O'Brien JD, Howlett SE, Burton HJ, O'Blenes SB, Litz DS, Friesen CL. 
Pediatric cardioplegia strategy results in enhanced calcium metabolism 
and lower serum troponin T. Ann Thorac Surg. 2009;87(5):1517-23. 
doi:10.1016/j.athoracsur.2009.02.067. 

19. O'Blenes SB, Friesen CH, Ali A, Howlett S. Protecting the aged heart during 
cardiac surgery: the potential benefits of del Nido cardioplegia. J Thorac 
Cardiovasc Surg. 2011;141(3):762-70. doi:10.1016/j.jtcvs.2010.06.004. 

20. Govindapillai A, Hua R, Rose R, Friesen CH, O'Blenes SB. Protecting the 
aged heart during cardiac surgery: use of del Nido cardioplegia provides 
superior functional recovery in isolated hearts. J Thorac Cardiovasc 
Surg. 2013;146(4):940-8. doi:10.1016/j.jtcvs.2013.05.032. 

21. Kim JS, Jeong JH, Moon SJ, Ahn H, Hwang HY. Sufficient myocardial 
protection of del Nido cardioplegia regardless of ventricular mass and 
myocardial ischemic time in adult cardiac surgical patients. J Thorac 
Dis. 2016;8(8):2004-10. doi:10.21037/jtd.2016.06.66.

22. Yammine M, Neely RC, Loberman D, Rajab TK, Grewal A, McGurk S, et 
al. The use of lidocaine containing cardioplegia in surgery for adult 
acquired heart disease. J Card Surg. 2015;30(9):677-84. doi:10.1111/
jocs.12597.

23. Kavala AA, Turkyilmaz S. Comparison of del Nido cardioplegia with 
blood cardioplegia in coronary artery bypass grafting combined with 
mitral valve replacement. Braz J Cardiovasc Surg. 2018;33(5):496-504. 
doi:10.21470/1678-9741-2018-0152. 

24. Gambardella I, Gaudino MFL, Antoniou GA, Rahouma M, Worku B, 
Tranbaugh RF, et al.  Single- versus multidose cardioplegia in adult 
cardiac surgery patients: a meta-analysis. J Thorac Cardiovasc Surg. 
2019:S0022-5223(19)31701-5. doi:10.1016/j.jtcvs.2019.07.109.


