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Abstract
BACKGROUND: Statistics indicate that approximately 25,000 open-heart surgeries 
are performed annually in Iran, with coronary artery bypass grafting (CABG) surgeries 
accounting for 50–60% of these procedures. Although CABG offers numerous benefits 
to patients with coronary artery disease (CAD), some cases have reported negative 
consequences, such as heart failure (HF).

METHODS: This study explored several influential blood indices related to HF following 
CABG surgery using manuscripts extracted from PubMed, Scopus, and Google Scholar. 
The analysis focused on indicators that can exacerbate HF, including fibrotic factors 
such as catecholamines and the renin-angiotensin-aldosterone system (RAAS).

Conversely, it also investigated anti-fibrotic factors, including adrenomedullin (ADM), 
the natriuretic peptide system (NPS), NP-converting enzymes, and NP receptors. 
Additionally, the study evaluated the impact of various exercise training programs on 
these variables.

RESULTS: Some fibrotic factors, such as catecholamines and the RAAS, contrast with 
anti-fibrosis factors, including NPs, their producing enzymes, receptors, production 
and excretion processes, ADM, and others. Research suggests these elements can be 
positively influenced by exercise rehabilitation.

This study highlights the beneficial effects of exercise rehabilitation, specifically in 
reducing fibrotic factors and enhancing anti-fibrosis factors.

CONCLUSION: All types of exercise training—including endurance, resistance, and 
combined training, in both continuous and interval modes with moderate and high 
intensity—can delay fibrotic pathways after surgery and prevent subsequent adverse 
structural (pathologic hypertrophy) and functional changes in the heart, such as HF.
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Introduction
Cardiovascular diseases, especially coronary 
artery disease (CAD), are the leading cause of 
death globally, accounting for 50% of all fatalities 
in developed countries approximately 5 million 
out of 12 million deaths1. Efforts to reduce 
mortality rates include developing various drug 
treatments, clinical care, and surgeries such as 
coronary artery bypass grafting (CABG). While 
CABG can provide some recovery, it may also 
lead to complications and long-term mortality2. 

Therefore, it is crucial to consider additional 
approaches, such as exercise training within 
cardiac rehabilitation (CR) programs after 
surgery, to prevent complications and expedite 
the recovery process. Numerous studies have 
demonstrated the benefits of these programs 
for this patient population3-5.

However, most studies have focused on 
the general impact of traditional rehabilitation 
programs, specifically moderate-intensity 
continuous training, on performance indicators, 
exercise capacity, and tolerance in these 
patients6-9. Only a few studies have compared the 
effects of different types of exercise training on 
side-effect mechanisms, treatment processes, 
and recovery10,11.

Given the importance of exercise 
rehabilitation programs for patients, more 
research is necessary to pinpoint the features 
of effective exercise training and improve these 
programs by clarifying their specific effects on 
recovery and complication prevention.

HF after CABG Surgery 
CABG improves blood supply to the heart by 
using vessels from peripheral organs to bypass 
blocked coronary arteries, significantly reducing 
mortality from CAD. However, CABG can lead to 
complications such as calcification, re-occlusion, 
myocardial infarction, atrial fibrillation, and HF. 
Among these, HF is particularly concerning, often 
resulting in death due to the heart’s inability to 
effectively fill or pump blood2. HF is a complex 
issue, with hypertension and concentric cardiac 
hypertrophy being major risk factors. Key 
predictors of HF and mortality post-CABG include 

a left ventricular mass index (LVMI) over 116 g/m²  
and a relative wall thickness (RWT) to end-
diastolic dimensions ratio greater than 0.4212. 

Risk factors and exacerbation of HF after CABG 
Key risk factors for complications after CABG 
include age over 55, chronic diseases like 
COPD and diabetes, lipid disorders, chronic 
renal insufficiency, peripheral artery disease 
(PAD), smoking, hypertension, and pathological 
ventricular hypertrophy13. Among these risk 
factors, high blood pressure and pathologic 
cardiac hypertrophy are two vital factors in 
causing and aggravating the complication of HF 
after CABG.

1- Hypertension 
Hypertension can cause a range of pathological 
changes in the heart due to increased afterload. 
High blood pressure is associated with a 
rise in vasoconstrictor factors, a decrease in 
vasodilator factors, fluid excretion disorders, 
and an increase in inflammatory and oxidative 
factors. These factors contribute to the pro-
fibrotic activation pathways, such as the RAAS 
and transforming growth factor-beta (TGFB) 
pathways. These pathways ultimately increase 
stiffness and fibrosis in the heart, leading 
to pathologic hypertrophy, functional heart 
disorders, and HF14-16.

2-Pathologic Hypertrophy of the Heart
Inflammation is a key factor in the development 
of pathological hypertrophy17,18.
In pathologic hypertrophy, the heart’s muscle 
mass increases, but its pumping ability and 
efficiency decrease. This occurs because fibrotic 
tissue replaces muscle tissue in the myocardium.

The RAAS hypertrophy pathway and 
TGF pathway contribute to cardiac fibrosis 
and pathological concentric hypertrophy by 
increasing extracellular matrix (ECM) proteins19,20. 
 Pathological hypertrophy significantly raises the 
risk of complications after surgery, making patients 
more susceptible to heart failure (HF) post-surgery.

Figures 1 and 2 illustrate the characteristics of 
concentric and eccentric hypertrophy21. Studies 



61

Importance of exercise rehabilitation approach to prevent heart failure

ARYA Atheroscler 2025; Volume 21; Issue 3; 59-74

have demonstrated the impact of exercise 
training on pathological hypertrophy and cardiac 
function in patients following CABG surgery.

For example, Zare Karizak et al. (2016) 
found that interval exercise training, compared 
to continuous exercise training, leads to a 
considerable reduction in concentric pathological 
hypertrophy and a notable improvement in 
systolic and diastolic function after CABG22.

 
Some effective blood indices in HF after CABG 
surgery
1- Fibrotic factors 
Catecholamines
Catecholamines, especially norepinephrine, are 

hormones released from the adrenal glands and 
postganglionic neurons in the somatic nervous 
system (SNS). They significantly contribute to the 
pathology of HF. In heart disease and after surgery, 
increased sympathetic activity helps improve 
weakened heart contraction due to inflammation. 
However, prolonged elevation of sympathetic 
activity ultimately worsens the condition and 
can lead to HF. Long-term catecholamine 
stimulation reduces the number and sensitivity 
of beta-adrenergic receptors, causing cardiac 
dysfunction. Additionally, increased sympathetic 
activity raises pressure on the heart, leading to 
compensatory hypertrophy, which is another 
factor in the development of HF23.

 
 
 
Figure 1. The criteria for distinguishing eccentric and concentric hypertrophy using the RWT index [21] 
  

 

  

 

 
 
 
Figure 2. The shape of the ventricle in normal states and types of hypertrophy [21] 

  

Figure 1. The criteria for distinguishing eccentric and concentric hypertrophy using the RWT index [21]

Figure 2. The shape of the ventricle in normal states and types of hypertrophy [21]
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RAAS
After cardiac surgery, blood reperfusion in the 
ischemic myocardium generates free radicals 
that trigger inflammation and pro-inflammatory 
cytokines like IL-6. This phenomenon reduces 
myocardial contractility and leads to a decline 
in cardiac output18. As cardiac output and blood 
volume decrease, the RAAS is activated. Renin 
secretion in the kidneys converts angiotensin 
to angiotensin I, which is then converted 
to angiotensin II by angiotensin-converting 
enzyme.

Angiotensin II causes increased vasoconstr-
iction, creating pressure overload on the heart 
and promoting compensatory hypertrophy. It 
also stimulates aldosterone release and increases 
sodium and water reabsorption, causing volume 
overload. This overload initiates negative 
remodeling and fibrosis in the heart, ultimately 
leading to functional failure24.

The inappropriate activation of the 
sympathetic and RAAS systems has wide-
ranging negative effects on hemodynamic 
changes, ultimately contributing to the gradual 
progression of congestive HF (CHF)24.

2- Anti-HF Indicators (Anti-Fibrotic Agents)
Adrenomedullin 
ADM is a peptide widely distributed in the 
body’s tissues and organs, particularly in the 
cardiovascular system. This peptide is primarily 
released from the medulla of the adrenal 
gland, where catecholamines are secreted20. 
ADM has various systemic and local effects on 
blood vessels and the heart. It acts as a potent 
vasodilator, with intravenous injection causing a 
rapid and significant reduction in blood pressure 

and decreasing total peripheral resistance. ADM 
increases stroke volume, causing a secondary 
increase in cardiac output by reducing the 
overload on the heart25.

The vasodilation effects of ADM are not only 
systemic but also local, improving organ blood 
circulation, such as in the brain, kidney, lungs, 
and coronary arteries. The vasodilator effect of 
ADM occurs through at least two mechanisms:
1. A direct effect on vascular smooth muscle 

cells
2. An indirect effect on vascular endothelial 

cells
ADM has a diuretic and natriuretic role, 

making it effective in reducing blood pressure25. 
 Additionally, ADM helps regulate vascular 
cells by preventing the proliferation of vascular 
smooth muscle cells and preventing the 
apoptosis of endothelial cells. ADM plays a 
key role in promoting angiogenesis pathways, 
which provide protection against ischemia and 
vascular damage. Furthermore, ADM regulates 
and suppresses negative cardiac remodeling by 
inhibiting hypertrophy pathways, such as the 
angiotensin II pathway, preventing the synthesis 
of ECM-forming proteins20.

ADM is released by the heart in response 
to stimuli such as hypoxia, oxidative stress, 
and inflammatory cytokines, making it a key 
autocrine and paracrine regulator in cardiac 
disorders20. For this reason, it is regarded as an 
essential biomarker in all types of cardiovascular 
diseases. ADM levels increase with hypertension 
as a defense mechanism in the body25. 
Additionally, ADM levels rise in patients with HF, 
where they correlate positively with natriuretic 
peptide (NP) grades and norepinephrine and 

 
Figure 3. The biochemical and molecular structure of NPs [34] 

 

Figure 3. The biochemical and molecular structure of NPs 34
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negatively with cardiac ejection fraction (EF)20.
Due to its sensitivity to inflammation, an integral 

component of atherosclerosis, ADM is considered 
one of the most critical predictors of coronary 
and peripheral artery disease, with greater 
predictive value than CRP, IL-6, and adiponectin.

ADM levels reflect the severity of 
cardiovascular damage and dysfunction across 
all related diseases, increasing compensatorily as 
the body attempts to counteract these disorders.

Zare Karizak et al. (2019) compared plasma 
ADM levels, ventricular EF, and resting rate-
pressure product (RPP) in CABG patients who 
underwent high-intensity interval training (HIIT) 
versus moderate-intensity continuous training 
(MICT). Their findings revealed no difference 
in plasma ADM levels between the two groups; 
however, HIIT was more effective than MICT in 
improving cardiovascular function after CABG 
surgery26.

NPS
The system of natriuretic peptides (NPs), originally 
secreted from the heart and blood vessels, 
consists of three main components: NP type A, 
type B, and type C, along with guanylyl cyclase 
receptors, which are found throughout the 
body, especially in the cardiovascular system27. 
 Therefore, these peptides have both local 
effects on the heart and systemic impacts on the 
endothelium of blood vessels and kidneys.

The effects of NPs include vasodilation, 
diuresis, natriuresis, prevention of fibrosis, 
hypertrophy, angiogenesis, and inflammation28. 
 Atrial natriuretic peptide (ANP) and brain 
natriuretic peptide (BNP) regulate blood 
pressure and reduce heart strain. They promote 
fluid movement away from blood vessels, lower 
sympathetic tone, dilate arteries, increase 
glomerular filtration, and suppress the renin-
aldosterone system. These actions decrease 
blood pressure, reduce the heart’s preload 
and afterload, minimize stress, and prevent 
compensatory hypertrophy, which aids in the 
long-term prevention of heart failure29.

NPs, especially ANP and BNP, are key indicators 
of cardiovascular diseases. CNP plays a protective 

role in diseases such as atherosclerosis by 
preventing neointimal formation in damaged 
vessels following angioplasty, thus reducing the 
risk of re-clogging30. Elevated levels of these 
peptides correlate with structural changes and 
dysfunction in the heart, such as pathologic 
hypertrophy31-33. NPs play a protective role during 
various cardiovascular conditions and surgical 
procedures by responding to pressure overload, 
volume changes, ischemia, inflammation, and 
oxidative stress. Their increase helps counteract 
complications, making them important biomarkers 
for diagnosing and predicting cardiovascular 
issues, including hypertension, pathologic 
hypertrophy, pulmonary hypertension, and heart-
kidney failure20.

Types of NP receptors
NP receptors are widespread throughout 
the body, particularly in the heart, vascular 
endothelium, and kidneys. These receptors, 
known as guanylyl cyclase receptors, come in 
three types: NP receptor type I (NPR-A), NP 
receptor type II (NPR-B), and NP receptor type III 
(NPR-C). The first two receptors are responsible 
for the majority of biological actions.

ANP and BNP bind to NPR-A and elicit their 
functions, while CNP specifically binds to NPR-B, 
which is primarily localized in the heart and 
blood vessels, exerting local actions of NPs35. 
Downstream of these receptors, cyclic guanosine 
monophosphate (cGMP) serves as a secondary 
messenger that regulates NP actions35.

Distinct from the first two receptor types, 
NPR-C operates differently. Rather than initiating 
biological functions, NPR-C is responsible for the 
removal and clearance of NPs36.

NP Converting Enzymes
NPs are produced from precursor molecules 
through the action of enzymes that cleave 
the larger precursor material. Key enzymes in 
this process include Corin and Furin. Corin is 
crucial for producing ANP and also aids in BNP 
production. Furin specifically contributes to CNP 
production and participates in BNP production 
as well19.
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CORIN Enzyme
Corin is a transmembrane trypsin-like protease 
composed of 1,032 amino acids, and its overall 
structure is similar to type II transmembrane 
serine proteases19. Although highly expressed in 
cardiomyocytes, Corin has also been detected in 
blood and kidney tissue in healthy individuals37.

This enzyme is involved in the breakdown 
of inactive Pro-ANP to active ANP and inactive 
Pro-BNP to active BNP37,38. As a transmembrane 
enzyme, Corin is easily absorbed into the 
bloodstream. After cleaving precursor molecules 
on the membrane surface, the resulting Corin 
components are released into the bloodstream, 
making it easily detectable through a specific 
antigen19.

Corin levels increase in various cardiovascular 
conditions, such as chronic hypertension, CAD, 
and HF, where the compensatory elevation of NP 
production is necessary. However, in advanced 
stages, Corin production may fail37.

FURIN Enzyme
Furin, an intracellular endoprotease, is 
synthesized in the Golgi apparatus. It is primarily 
expressed in cardiomyocytes, fibroblasts, and 
endothelial vessels, although its presence has 
also been observed in the kidneys19,39,40. Unlike 
Corin, there is no evidence of Furin’s presence in 
the bloodstream due to its intracellular nature.

While its principal role is to facilitate the 
conversion of inactive pro-CNP to active CNP, 
studies have shown that it also has a supporting 
role in the Corin-dependent conversion of 
inactive pro-BNP to active BNP40.

Furin plays a crucial role in combatting fibrosis 
in disease conditions. It converts pro-CNP, which 
has local and anti-fibrotic properties, along with 
other pro-fibrotic proteins such as pro-TGFB 
to TGFB, pro-endothelin to endothelin, and 
pro-MMP1 to MMP1. Therefore, its role as an 
anti-fibrotic agent in diseases is complex and 
multifaceted41.

PRO-BNP/CORIN System
The PRO-BNP/CORIN system involves the 
conversion of inactive Pro-BNP to active BNP, 

which consists of three main components: the 
precursor (pro-BNP), the converting enzyme 
(CORIN), and the final product (BNP)37. This 
system can be found wherever Pro-BNP and 
CORIN are present in the body, producing active 
BNP. 

The presence of Pro-BNP and CORIN has 
been confirmed in the heart, kidneys, and 
blood, indicating that this system is active in all 
three locations and provides BNP for local or 
systemic needs37. Therefore, it is crucial to have 
the proper amount of all three components and 
ensure optimal conversion to compensate for 
various heart diseases, especially heart failure, 
where BNP plays a significant role in the disease 
pathology and prevention of its negative effects. 
The presence of an efficient BNP production 
system is necessary to make BNP readily 
available and compensate for the conditions 
caused by the disease. Zare Karizak et al. (2017) 
conducted a study comparing the effects of MICT 
and HIIT on the PRO-BNP/CORIN system in post-
CABG patients. They found that HIIT, compared 
to continuous training, improved the PRO-BNP/
CORIN system after CABG surgery42. 

Failure in PROBNP/CORIN System and 
importance of it in HF
BNP has both direct (local) and indirect (systemic) 
effects in suppressing fibrotic factors, preventing 
negative cardiac remodeling (pathologic 
hypertrophy), and ultimately reducing the risk 
of heart failure. Any dysfunction in the PRO-
BNP/CORIN system indicates a failure in the 
production of active BNP, which accelerates the 
progression of heart failure by eliminating its 
protective effects37.

Failure in this system can occur due to 
problems with any of its three components. 
Issues related to Pro-BNP include glycosylation, 
which prevents CORIN from binding to it and 
converting it into active BNP43. Additionally, 
excessive production or impaired breakdown of 
Pro-BNP can result in increased Pro-BNP levels 
and decreased active BNP production44. This 
failure can be referred to as PRO-BNP/CORIN 
system failure with Pro-BNP origin.
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Corin-related defects involve a reduction 
in Corin production or excessive breakdown, 
often occurring as a negative feedback response 
to elevated BNP levels in advanced disease 
conditions. This leads to decreased availability 
of Corin for BNP production and subsequent 
failure to produce active BNP19,45. These issues 
can be referred to as PRO-BNP/CORIN system 
failure with CORIN origin.

 BNP-related issues arise from an imbalance 
in system products, leading to a rise in BNP-
degrading agents and a drop in NT PRO-BNP 
excreting agents. This results in a higher ratio 
of inactive NT PRO-BNP to active BNP, creating 
a situation known as the BNP paradox. In this 
case, even with high levels of BNP derivatives, 
their inactivity limits their beneficial effects. 
A second BNP paradox occurs when elevated 
BNP levels saturate its receptors, hindering 
binding to other BNPs46. All of these issues can 
be attributed to PRO-BNP/CORIN system failure 
due to BNP disorders.

Clearance of NPS
There are two main pathways for eliminating 
NP: enzymatic and non-enzymatic. The 
enzymatic pathway breaks down NP into smaller 
components, which are then excreted in urine. 
The non-enzymatic pathway involves NP binding 
to the clearance receptor NPR-C, resulting in 
glomerular excretion in the kidneys28.

The disposal mechanisms for diuretic 
peptides, BNP, and their rate of decomposition 
are crucial factors in the pathology of various 
diseases. The enzymatic pathway comprises 
dipeptidyl peptidase four (DPPIV) enzymes, 
neprilysin (NEP), and insulin-degrading enzyme 
(IDE). Additionally, the non-enzymatic pathway 
primarily involves binding BNP to its scavenging 
receptors (i.e., NPR-C), followed by glomerular 
excretion in the kidney47.

NT PRO-BNP is an inactive byproduct of BNP 
with fewer elimination routes, relying solely on 
renal filtration. BNP has a half-life of 20 minutes, 
while NT PRO-BNP has a half-life of 120 minutes. 
Typically, NT PRO-BNP levels in the blood are 2 
to 3 times higher than those of BNP28.

The proper production and disposal of BNP 
are crucial in post-CABG patients, as dysfunction 
in these processes can lead to heart fibrosis and 
hypertrophy, increasing the risk of heart failure.

Zare Karizak et al. (2023) studied BNP 
production and breakdown, focusing on the 
ratios PRO BNP/BNP and BNP/NT PRO-BNP 
to assess BNP dynamics in these patients 
undergoing cardiac rehabilitation. Their research 
found that inactivity disrupts BNP production 
and elimination pathways, while both moderate 
MICT and HIIT effectively improve these 
processes compared to inactivity48.

The degree of structural and functional disorder 
of the ventricles
It has been shown that negative cardiac 
remodeling (changes in dimensions, thicknesses, 
ventricular mass) and systolic and diastolic 
function disorders have a direct relationship 
with NPs, including BNP. Since BNP is secreted 
from the ventricles, compared to other markers 
or other NPs, it can be a better indicator of 
ventricular structural and functional disorder49. 
In particular, studies have shown that people 
who have concentric pathologic hypertrophy or 
systolic, diastolic, or both disorders, compared to 
people with normal heart structure or function, 
have a higher level of BNP, which coincides with 
an increased degree of disruption49,50.

Exercise CR after surgery
CR is an acceptable therapeutic strategy to add 
to the basic medical program of patients with 
CAD, chronic and stable angina, after myocardial 
infarction, or after a variety of surgeries such as 
valvular surgery, PCI, or CABG. It has two main 
goals. First, it helps patients recover physical 
and mental abilities and perform activities 
related to daily life and work environment 
(with appropriate quality). Second, it prevents 
secondary complications related to the disease 
or after surgery, which can worsen the patient’s 
condition or even lead to death51.

The Component and Stages of CR
A comprehensive CR program includes six 
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main aspects: 1) initial patient assessment, 2) 
nutritional counseling and weight management, 
3) continuous management of coronary risk 
factors, 4) psychological management, 5) physical 
activity counseling, and 6) exercise training51. In 
this regard, emphasizing the exercise training 
aspect of the CR program, there are four main 
stages for the patients’ rehabilitation, especially 
those who have undergone surgery.

The rehabilitation program begins upon 
hospital admission, typically 7 to 14 days post-
surgery. The first stage focuses on education and 
psychological support to enhance morale and 
reduce anxiety while informing patients about 
rehabilitation goals. The second stage involves 
an exercise training program after hospital 
discharge, with 2 to 3 sessions per week for 2 
to 3 months, each lasting 1 to 2 hours under 
staff supervision and ECG monitoring. The third 
stage is a home exercise program lasting 6 to 12 
months. Finally, the fourth stage is a long-term 
follow-up that lasts until two years post-surgery, 
which includes lipid profile check-ups every six 
months, along with examinations and reviews 
by a doctor and a psychiatrist. Continuous 
exercise training and risk factor management 
are essential in this stage52. The risk level of 
heart disorder is determined, based on the 
information in the patient’s file, including the 
severity of the disease, age, physical fitness 
level, changes in heart rate, and ECG at rest and 
during exercise testing53.

Types of Exercise Training in Rehabilitation 
Program
Exercise training is an integral part of the 
rehabilitation program for heart patients. The 
general effects of exercise training on this group 
of patients include increasing exercise tolerance, 
improving hemodynamics, enhancing ventilation 
efficiency and autonomic function, reversing 
muscle atrophy, and correcting endothelial, 
bioenergetic, and histological disorders, among 
others54. In the past, due to limitations and 
concerns for cardiac patients, the rehabilitation 
program primarily consisted of very light and 
continuous types of exercise training. However, 

with the accumulation of research findings over 
time, it has been discovered that different types 
of exercise training with various methods and 
intensities can be employed in the rehabilitation 
program for cardiac patients.

Rehabilitation specialists incorporate 
continuous, interval, resistance, and combined 
training into their programs today. The 
characteristics of these types of exercise training 
are described as follows.

MICT 
Continuous training involves exercising uniformly 
for a long duration at a light to moderate 
intensity. This approach was previously used in 
rehabilitation centers, utilizing treadmills and 
ergometers. The low intensity of continuous 
exercise training makes it a safe choice, 
particularly for high-risk patients, those with 
minimum functional capacities, or individuals 
unable to perform high-intensity exercises.

Continuous exercise training is recommended 
to increase aerobic or functional capacity 
and reduce fat mass and other risk factors in 
cardiovascular patients51. However, one drawback 
of continuous training is its extended duration, 
which may lead to general muscle fatigue.

HIIT
This type of exercise consists of alternating bouts 
of high-intensity exercise and active or passive 
recovery bouts of low to moderate intensity 
between the high-intensity periods. This mode 
of training is commonly performed on treadmills 
and ergometers. While exercise intensity 
remains a controversial topic, accumulating 
evidence indicates that HIIT poses little risk to 
cardiac patients and is associated with minimal 
hemodynamic, electrical, biological, ischemic, or 
arrhythmic disturbances. HIIT has emerged as a 
vital care strategy for cardiovascular patients54,55. 
The interval nature of this exercise type allows 
patients to have active rest periods between 
high-intensity exercises, making them more 
manageable and enabling patients to benefit 
from their positive effects. However, there 
is still no unanimous agreement on interval 
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Table1: Summary of articles 

Main Findings Study Authors/year 
Both HIIT and MICT, compared 
with inactivity, have positive effects 
on ratios of ProBNP1-108/ BNP1-32, 
NT-pro-BNP1-76/BNP1-32 and could 
be effective in promoting the health 
of coronary arteries and prevention 
of HF in post-CABG patients. 

HIIT and MICT training / 
The ratio of ProBNP1-108/ BNP1-32 and NT-pro-BNP1-76/BNP1-32 

Zare Karizak et 
al. 2023 48 

There was no difference between the 
effects of interval and continuous 
training on plasmatic ADM, but 
interval training had more effect than 
continuous training on the 
improvement of cardiac function 
after CABG surgery. 

HIIT and MICT training / 
ADM, Ejection Fraction (EF), Rate Pressure Product (RPP) 

Zare Karizak 
et al. 2021 26 

(AI) training in contrast to (AC) 
training is more effective in 
decreasing concentric pathologic 
hypertrophy and improving systolic 
and diastolic function after Coronary 
Artery Bypass Grafting surgery. 

Aerobic Interval training (AI) and  Aerobic Continuous training (AC) / 
concentric pathologic hypertrophy, systolic and diastolic function 

Zare Karizak 
et al. 2017 22 

(AI) training, in contrast to (AC) 
training, is more effective in PRO-
BNP/CORIN system development 
after CABG42. 

Aerobic Interval training (AI) and  Aerobic Continuous training (AC) / 
PRO-BNP/CORIN system 

Zare Karizak 
et al. 2017 42 

Both training methods provide 
improvements in cardiorespiratory 
fitness and QoL, with greater 
increases from HIIT. 

HIIT Versus MICT after Coronary Artery Bypass Graft Billie Schulté  et 
al. 2022 60 

Both HIIT  and MICT may be useful 
for the recovery of CABG patients. HIIT  and MICT in CABG patients Shafiee et al. 

2023 61 

HIIT proved to be as safe as a MICT 
in patients after CABG. It appeared 
to be significantly superior to MICT 
in improving cardiorespiratory 
fitness. 

HIIT Versus MICT after CABG Surgery Kakuchaya 
et al.2019 62 

HIIT has a greater effect on the 
improvement of cardiac autonomic 
activities after CABG. 

HIIT and MICT after CABG/ HRV, hemodynamic and 
echocardiography indices 

Ghardashi-
Afousiet al. 
2018 63 

Six months of soccer training 
increased LVEF, diastolic function, 
and decreased blood pressure in 
inactive hypertensive men. 

Soccer training (aerobic exercise training) / 
EF, diastolic function, and blood pressure 

Andersen 
et al. 2014 64 

Hypertension and concentric 
pathologic hypertrophy were the 
most important risk factors in the 
development of HF after CABG, 
and Corin decreased despite the 
increase in BNP. 

Coronary artery bypass grafting (CABG) surgery / 
Hypertension ,concentric pathologic hypertrophy, corin, BNP 

Barnet et al. 
2014 65 

Hypertension and concentric 
pathologic hypertrophy are the most 
important risk factors in the 
development of HF after CABG. 

Kidney Failure and Peripheral Vascular Disease Effect on Complications 
after CABG /Hypertension and Concentric Pathologic Hypertrophy 

Chaudhry et al. 
2013 12 

Induction of corin increased cardiac 
function and survival (the 
importance of PRO-BNP/CORIN 
as a therapeutic target in HF was 
demonstrated) 

Corin overexpression increases cardiac function and survival in mice with 
cardiomyopathy. 

Gladysheva et 
al. 2013 66 

Compared to moderate continuous 
exercise training, HIIT caused more 
improvement in the structure and 
cardiac and sports performance of 
cardiac patients. 

HIIT and MICT training / cardiac structure and function and sports 
performance 

Guiraud et al. 
2012 54 

Table 1. Summary of articles
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Main Findings Study Authors/year 
HF is the most important 
complication after CABG, which is 
associated with patient mortality. 

 
Cardiac disorders in POST CABG patients 
 

Siribaddana et 
al. 2012 2 

A single session of aerobic exercise 
increased BNP, but 4 months of 
exercise decreased it. 

A single session of Aerobic Exercise and 4 Months of Exercise Training / 
BNP 

Fernandes 
et al. 2011 67 

The process of converting PRO-
BNP to BNP (PRO-BNP/CORIN 
System) in the blood was also active 
like tissue and showed the 
importance of this system in HF 
pathology. 

Corin is naturally present in the heart, kidney, and blood, and the process 
of converting PRO-BNP to BNP takes place in the blood.  

Ichiki et al. 
2011 21 

There was a direct and strong 
correlation between the increase in 
BNP after CABG and the 
development of HF in the next 5 
years of the patient. 

Elevated BNP after CABG predicts long-term decline in physical function Fox et al.  
2011 68 

16 weeks of continuous training with 
moderate intensity reduced blood 
pressure and ventricular mass in 
hypertensive subjects. 

Moderate-intensity continuous training / left ventricular mass, exercise 
performance capacity, and blood pressure in low to moderate-
hypertension men 

Pitsavos 2011 69 

Adaptation to all kinds of sports 
training causes a reduction of BNP 
and NTPRO-BNP. 

Aerobic and Resistance Training / BNP and NTPRO-BNP in patients 
with HF 

Smart et al. 
2010 70 

The reduction of plasma corin in 
proportion to the severity of HF 
caused failure in BNP production. 

Plasma soluble corin and BNP production in patients with HF Dong et al. 
2010 71 

BNP is an indicator of cardiovascular 
diseases and increases significantly in 
hypertension, concentric pathologic 
hypertrophy, and HF. 

Cardiovascular disease indicators: focusing on natriuretic peptides (BNP) 
and adrenomedullin. 

Horio et al. 
2008 20 

8 weeks of high-intensity interval 
training was associated with more 
positive effects on endothelial 
function, reduction of pathologic 
cardiac hypertrophy, and reduction 
of BNP in patients with HF 
compared to moderate-intensity 
continuous exercise training 

More cardiovascular effects of interval training compared to continuous 
training in patients with HF 

Wisløff et al. 
2007 11 

Activity with more intensity than 
75% vo2 peak does not have a double 
effect on reducing blood pressure in 
hypertensive patients, and in this 
context, the priority is still moderate-
intensity activity. 

Exercise Training and Blood Pressure in the Elderly Stewart 2005 72 

Systolic hypertension (over 140 
mmHg) was associated with 40% 
mortality in POST CABG patients72. 

Systolic Hypertension is Associated with Negative Complications after 
CABG 

Aronson et al. 
2002 73 

In advanced conditions of HF 
disease, BNP production fails and 
decreases 

Evidence on the absence of BNP in advanced conditions of HF disease Hawkridge et al. 
2005 74 

Continued Table 1. Summary of articles

exercise training for individuals with the lowest 
functional capacity or high cardiovascular risk.

The Benefits of HIIT in Comparison to MICT
The benefits of HIIT compared to MICT are 
attributed to two main differences: Higher 
intensity and the interval nature of the 

training. HIIT provides a more intense training 
stimulus vs. MICT, leading to greater central 
and peripheral adaptations that result in more 
positive effects on cardiovascular structure 
and function, as well as aerobic and anaerobic 
capacity54. The high intensity of HIIT, which 
is associated with increased ischemia due 
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to stronger muscle contractions and more 
pressure on the blood vessels, stimulates 
hypoxia-inducible factor (HIF) and subsequently 
promotes the activation of PGC1α. PGC1α is 
known to enhance mitochondrial biogenesis, 
metabolism enzymes, glucose uptake, capillary 
formation, and antioxidant defense mechanisms 
(preventing the loss of O2 in the form of free 
radicals). The improved motor economy and 
efficiency (anti-inflammatory defense and 
resistance to age-related sarcopenia) partly 
explain the superiority of HIIT over MICT56. In 
addition, the superior effects of HIIT compared 
to MICT on cardiovascular structure and 
function changes have been proven in patients 
and healthy individuals11. HIIT improves blood 
flow to the heart, reduces vascular endothelial 
disorders, decreases vascular resistance, and 
enhances sensitivity to calcium (Ca+2), leading 
to increased contractile function of the heart in 
cardiac patients54.

Moreover, the interval nature of HIIT 
activates mechanisms that contribute to its 
superiority over MICT. Periods of active rest 
or passive recovery between high-intensity 
exercise bouts reduce ischemia, increase muscle 
oxygenation, and enhance the regeneration 
of phosphocreatine reserves depleted during 
high-intensity periods. Consequently, fatigue 
is reduced, and the tolerance threshold for 
subsequent high-intensity exercise bouts is 
increased54.

HIIT generally leads to more neurological, 
muscular, and cardiac adaptations vs.  MICT for 
cardiac patients. However, concerns regarding 
the risk of sudden death during HIIT in cardiac 
patients have been addressed by studies (only 1 
in 5 million cases)54.

Resistance Exercise Training
Resistance training involves contracting different 
muscle groups to perform movements against 
resistance, such as body weight, weights, or 
resistance devices57. It helps improve body 
composition by preventing muscle loss and 
increasing muscle mass. Additionally, it enhances 
strength, boosts performance, and delays 

fatigue through increased capillary volume and 
muscle mass.

This type of training is especially beneficial for 
ischemic heart patients, who often lose muscle 
strength and mass following CABG surgery.

Incorporating resistance training into 
the rehabilitation program is therefore 
recommended for increasing muscle strength 
and aerobic capacity in this patient population51. 
However, caution should be exercised in 
prescribing resistance training for cardiac 
patients due to the potential increase in cardiac 
remodeling, ischemia, or arrhythmia associated 
with the elevated cardiac workload. It is also 
advisable to use light to moderate weights and 
emphasize the importance of not holding one’s 
breath during resistance exercises58.

Combined Exercise Training (Aerobic Training + 
Resistance Training) 
In recent years, studies have investigated 
the role of various exercises in rehabilitation 
programs for cardiac patients. The strengths 
and weaknesses of different exercise training 
methods have been largely identified.

For example, moderate-intensity continuous 
training (MICT) improves cardiac function 
and exercise capacity in patients. This type of 
training also partially prevents post-surgical 
complications and enhances quality of life, 
particularly for weaker patients with acute 
disorders. In this sense, it has been introduced 
as a safe exercise training method51.

However, due to its relatively long duration, 
MICT not only causes local and general fatigue 
in the patient but also becomes psychologically 
exhausting and, at times, unbearable due to a 
lack of variety.

On the other hand, resistance exercise 
training improves performance and overall 
patient condition by increasing muscle strength 
and preventing complications related to muscle 
wasting in post-operative life. Given the direct 
effects of this type of exercise, research has 
shown that resistance exercise training should 
be carefully prescribed for cardiac patients, 
taking into account their hemodynamic state, 
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cardiac load, and the possibility of negative 
cardiac remodeling58.

Therefore, researchers have sought 
to diversify rehabilitation programs by 
incorporating both endurance and resistance 
exercises into combined training protocols. 
This approach helps reduce fatigue caused by 
continuous training and prevents potential 
negative effects from excessive or heavy-load 
resistance training59. Researchers have enhanced 
rehabilitation programs by incorporating 
both endurance and resistance exercises. This 
combination reduces fatigue from ongoing 
training and mitigates the drawbacks of heavy 
resistance training59. 

Studies indicate that this mixed approach 
outperforms endurance or resistance training 
alone in improving cardiac structure, exercise 
function, quality of life, and certain blood factors 
related to the disease in rehabilitating patients. 
However, opinions vary on the optimal intensity, 
duration, and ratio of exercises in combined 
training.

Conclusion
Several studies have demonstrated the favorable 
effects of cardiac exercise rehabilitation in 
POST CABG patients, and investigations have 
been conducted to explore the modifiability 
of cellular-molecular pathways and hormones 
that contribute to the structural and functional 
changes of the heart after CABG surgery. 
Based on the results of these studies, all types 
of exercise training, including endurance, 
resistance, and combined training in continuous 
and interval modes with moderate and high 
intensity, can delay the fibrotic pathways that 
occur after surgery and subsequently lead to 
adverse structural (pathologic hypertrophy) 
and functional changes in the heart, such as 
HF. For instance, some fibrotic factors, such 
as catecholamines, the RAAS, and others, in 
contrast to some anti-fibrosis factors, such 
as NPs and their producing enzymes, their 
receptors, their production and excretion 
processes, ADM, and so on, have been reported 
to be affected by exercise rehabilitation. This 

study primarily highlights the positive effects of 
exercise rehabilitation in reducing fibrotic factors 
and increasing anti-fibrosis factors. Table 1  
indicates the summary of articles in this field.

However, as the range of fibrotic and 
anti-fibrotic factors that are effective in HF 
is extensive, further studies are required to 
investigate the impact of exercise rehabilitation 
on various fibrotic and anti-fibrotic pathways 
that are effective in HF to clarify the role of 
exercise rehabilitation on those pathways. 

Conflict of interests
The author declares no conflict of interest.

Funding
There is no funding in this study.

Author’s Contributions
Study Conception or Design: SZK
Data Acquisition: SZK
Data Analysis or Interpretation: SZK
Manuscript Drafting: SZK
Critical Manuscript Revision: SZK
The author has approved the final manuscript 
and is responsible for all aspects of the work.

References
1.	 Ghalamghash R, Goosheh B, Emrani A, Keyhani 

MR. Effects of cardiac rehabilitation programs on 
functional capacity following valvular heart surgery. 
J Cardiopulm Rehabil Prev. 2007;27(5):346. https://
doi.org/10.1016/j.jelectrocard.2007.03.046

2.	 Siribaddana S. Cardiac dysfunction in the CABG 
patient. Curr Opin Pharmacol. 2012 Apr;12(2):166-
71. https://doi.org/10.1016/j.coph.2012.01.010

3.	 Piepoli MF, Davos C, Francis DP, Coats AJ; 
ExTraMATCH Collaborative. Exercise training meta-
analysis of trials in patients with chronic heart failure 
(ExTraMATCH). BMJ. 2004 Jan 24;328(7433):189. 
https://doi.org/10.1136/bmj.37938.645220.ee

4.	 Dendale P, Berger J, Hansen D, Vaes J, Benit E, 
Weymans M. Cardiac rehabilitation reduces the rate 
of major adverse cardiac events after percutaneous 
coronary intervention. Eur J Cardiovasc Nurs. 
2005 Jun;4(2):113-6. https://doi.org/10.1016/j.
ejcnurse.2004.11.003

5.	 Conraads VM, Beckers PJ. Exercise training in 
heart failure: practical guidance. Heart. 2010 
Dec;96(24):2025-31. https://doi.org/10.1136/hrt. 

https://doi.org/10.1016/j.jelectrocard.2007.03.046
https://doi.org/10.1016/j.jelectrocard.2007.03.046
https://doi.org/10.1016/j.coph.2012.01.010
https://doi.org/10.1136/bmj.37938.645220.ee
https://doi.org/10.1016/j.ejcnurse.2004.11.003
https://doi.org/10.1016/j.ejcnurse.2004.11.003
https://doi.org/10.1136/hrt.2009.183889


71

Importance of exercise rehabilitation approach to prevent heart failure

ARYA Atheroscler 2025; Volume 21; Issue 3; 59-74

2009.183889
6.	 Valkeinen H, Aaltonen S, Kujala UM. Effects 

of exercise training on oxygen uptake in 
coronary heart disease: a systematic review and 
meta-analysis. Scand J Med Sci Sports. 2010 
Aug;20(4):545-55. https://doi.org/10.1111/j.1600-
0838.2010.01133.x

7.	 Nishitani M, Shimada K, Masaki M, Sunayama S, 
Kume A, Fukao K, et al. Effect of cardiac rehabilitation 
on muscle mass, muscle strength, and exercise 
tolerance in diabetic patients after coronary artery 
bypass grafting. J Cardiol. 2013 Mar;61(3):216-21. 
https://doi.org/10.1016/j.jjcc.2012.11.004

8.	 Ghashghaei FE, Sadeghi M, Marandi SM, Ghashghaei 
SE. Exercise-based cardiac rehabilitation improves 
hemodynamic responses after coronary artery 
bypass graft surgery. ARYA Atheroscler. 2012 
Winter;7(4):151-6.

9.	 Meyer P, Gayda M, Juneau M, Nigam A. High-
intensity aerobic interval exercise in chronic heart 
failure. Curr Heart Fail Rep. 2013 Jun;10(2):130-8. 
https://doi.org/10.1007/s11897-013-0130-3

10.	 Bilińska M, Kosydar-Piechna M, Mikulski T, 
Piotrowicz E, Gąsiorowska A, Piotrowski W, et al. 
Influence of aerobic training on neurohormonal 
and hemodynamic responses to head-up tilt test 
and on autonomic nervous activity at rest and 
after exercise in patients after bypass surgery. 
Cardiol J. 2013;20(1):17-24. https://doi.org/10.5603/
cj.2013.0004

11.	 Wisløff U, Støylen A, Loennechen JP, Bruvold 
M, Rognmo Ø, Haram PM, et al. Superior 
cardiovascular effect of aerobic interval training 
versus moderate continuous training in heart failure 
patients: a randomized study. Circulation. 2007 
Jun 19;115(24):3086-94. https://doi.org/10.1161/
circulationaha.106.675041

12.	 A. M, Omar Z, Latif F. Impact of Renal Dysfunction 
and Peripheral Arterial Disease on Post-Operative 
Outcomes After Coronary Artery Bypass Grafting 
[Internet]. Artery Bypass. InTech; 2013. Available 
from: http://dx.doi.org/10.5772/54417

13.	 Farkouh ME, Boden WE, Bittner V, Muratov V, 
Hartigan P, Ogdie M, et al. Risk factor control for 
coronary artery disease secondary prevention in 
large randomized trials. J Am Coll Cardiol. 2013 
Apr 16;61(15):1607-15. https://doi.org/10.1016/j.
jacc.2013.01.044

14.	 Zile MR, Desantis SM, Baicu CF, Stroud RE, Thompson 
SB, McClure CD, et al. Plasma biomarkers that 
reflect determinants of matrix composition identify 
the presence of left ventricular hypertrophy 
and diastolic heart failure. Circ Heart Fail. 2011 
May;4(3):246-56. https://doi.org/10.1161/circhea 
rtfailure.110.958199

15.	 Dinh QN, Drummond GR, Sobey CG, Chrissobolis 
S. Roles of inflammation, oxidative stress, 
and vascular dysfunction in hypertension. 
Biomed Res Int. 2014;2014:406960. https://doi.
org/10.1155/2014/406960

16.	 Borlaug BA, Paulus WJ. Heart failure with preserved 
ejection fraction: pathophysiology, diagnosis, and 
treatment. Eur Heart J. 2011 Mar;32(6):670-9. 
https://doi.org/10.1093/eurheartj/ehq426

17.	 Stansfield WE, Ranek M, Pendse A, Schisler JC, Wang 
S, Pulinilkunnil T, Willis MS. The pathophysiology 
of cardiac hypertrophy and heart failure. In: Willis 
MS, Homeister JW, Stone JR, editors. Cellular and 
Molecular Pathobiology of Cardiovascular Disease. 
1st ed. London: Academic Press; 2014. p. 51–78. 
https://doi.org/10.1016/B978-0-12-405206-
2.00004-1

18.	 Preeshagul I, Gharbaran R, Jeong KH, Abdel-Razek 
A, Lee LY, Elman E, Suh KS. Potential biomarkers 
for predicting outcomes in CABG cardiothoracic 
surgeries. J Cardiothorac Surg. 2013 Jul 18;8:176. 
https://doi.org/10.1186/1749-8090-8-176

19.	 Ichiki T, Boerrigter G, Huntley BK, Sangaralingham 
SJ, McKie PM, Harty GJ, et al. Differential expression 
of the pro-natriuretic peptide convertases corin 
and furin in experimental heart failure and 
atrial fibrosis. Am J Physiol Regul Integr Comp 
Physiol. 2013 Jan 15;304(2):R102-9. https://doi.
org/10.1152/ajpregu.00233.2012

20. Horio T, Kawano Y. Bio-molecular markers for 
cardiovascular disease: significance of natriuretic 
peptides and adrenomedullin. Korean Circ J. 2008 
Oct;38(10):507–13. https://doi.org/10.4070/kcj.20 
08.38.10.507

21.	 Lang RM, Bierig M, Devereux RB, Flachskampf 
FA, Foster E, Pellikka PA, et al. Recommendations 
for chamber quantification. Eur J Echocardiogr. 
2006 Mar;7(2):79-108. https://doi.org/10.1016/j.
euje.2005.12.014

22.	 Zare Karizak S, Kashef M, Gaeini AA, Nejatian M. 
The comparison of two protocol of interval and 
continues aerobic training on level of concentric 
pathologic hypertrophy and cardiac function in 
patients after coronary artery bypass grafting 
surgery. J Pract Stud Biosci Sport. 2017;5(9):9-20. 
https://doi.org/10.22077/jpsbs.2017.617

23.	 Lymperopoulos A, Rengo G, Koch WJ. Adrenergic 
nervous system in heart failure: pathophysiology 
and therapy. Circ Res. 2013 Aug 30;113(6):739-53. 
https://doi.org/10.1161/circresaha.113.300308

24.	 Sayer G, Bhat G. The renin-angiotensin-aldo-
sterone system and heart failure. Cardiol Clin. 
2014 Feb;32(1):21-32. https://doi.org/10.1016/j.
ccl.2013.09.002

25.	 Hu W, Zhou PH, Zhang XB, Xu CG, Wang W. Plasma 

https://doi.org/10.1136/hrt.2009.183889
https://doi.org/10.1111/j.1600-0838.2010.01133.x
https://doi.org/10.1111/j.1600-0838.2010.01133.x
https://doi.org/10.1016/j.jjcc.2012.11.004
https://doi.org/10.1007/s11897-013-0130-3
https://doi.org/10.5603/cj.2013.0004
https://doi.org/10.5603/cj.2013.0004
https://doi.org/10.1161/circulationaha.106.675041
https://doi.org/10.1161/circulationaha.106.675041
http://dx.doi.org/10.5772/54417
https://doi.org/10.1016/j.jacc.2013.01.044
https://doi.org/10.1016/j.jacc.2013.01.044
https://doi.org/10.1161/circheartfailure.110.958199
https://doi.org/10.1161/circheartfailure.110.958199
https://doi.org/10.1155/2014/406960
https://doi.org/10.1155/2014/406960
https://doi.org/10.1093/eurheartj/ehq426
https://doi.org/10.1016/B978-0-12-405206-2.00004-1
https://doi.org/10.1016/B978-0-12-405206-2.00004-1
https://doi.org/10.1186/1749-8090-8-176
https://doi.org/10.1152/ajpregu.00233.2012
https://doi.org/10.1152/ajpregu.00233.2012
https://doi.org/10.4070/kcj.2008.38.10.507
https://doi.org/10.4070/kcj.2008.38.10.507
https://doi.org/10.1016/j.euje.2005.12.014
https://doi.org/10.1016/j.euje.2005.12.014
https://doi.org/10.22077/jpsbs.2017.617
https://doi.org/10.1161/circresaha.113.300308
https://doi.org/10.1016/j.ccl.2013.09.002
https://doi.org/10.1016/j.ccl.2013.09.002


ARYA Atheroscler 2025; Volume 21; Issue 3; 59-74

Importance of exercise rehabilitation approach to prevent heart failure

72

concentrations of adrenomedullin and natriuretic 
peptides in patients with essential hypertension. 
Exp Ther Med. 2015 May;9(5):1901-8. https://doi.
org/10.3892/etm.2015.2345

26.	 Zare Karizak S, Kashef M, Nejatian M, Hamid R. 
Variations of plasma adrenomedullin, ventricular 
ejection fraction and resting rate pressure product, 
following rehabilitation programs of interval and 
continuous training after coronary artery bypass 
grafting surgery. J Res Sport Rehabil. 2021;8(16):15–
23. https://doi.org/10.22084/rsr.2021.21330.1497

27.	 Minamino N, Horio T, Nishikimi T. Natriuretic 
peptides in the cardiovascular system. In: Kastin AJ, 
editor. Handbook of Biologically Active Peptides. 
1st ed. San Diego: Academic Press; 2006. p. 1199–
1207. 

28.	 Holm J. Markers of hemodynamic state and heart 
failure as predictors for outcome in cardiac surgery: 
with special reference to mixed venous oxygen 
saturation and natriuretic peptides [dissertation]. 
Linköping: Linköping University Electronic Press; 
2013.

29.	 Koivisto, E., Characterization of signaling pathways 
in cardiac hypertrophic response. University of 
Oulu, Oulu 2011.

30.	 Doi K, Ikeda T, Itoh H, Ueyama K, Hosoda K, 
Ogawa Y, et al. C-type natriuretic peptide induces 
redifferentiation of vascular smooth muscle cells 
with accelerated reendothelialization. Arterioscler 
Thromb Vasc Biol. 2001 Jun;21(6):930-6. https://
doi.org/10.1161/01.atv.21.6.930

31.	 Horio T, Tokudome T, Maki T, Yoshihara F, Suga S, 
Nishikimi T, et al. Gene expression, secretion, and 
autocrine action of C-type natriuretic peptide in 
cultured adult rat cardiac fibroblasts. Endocrinology. 
2003 Jun;144(6):2279-84. https://doi.org/10.1210/
en.2003-0128

32.	 Paulus WJ, Brutsaert DL, Gillebert TC, Rademakers 
FE, Sys SU, Leite-Moreira AF, et al. How to diagnose 
diastolic heart failure. Eur Heart J. 1998;19(7):990–
1003.

33.	 Henkel DM, Glockner J, Miller WL. Association of 
myocardial fibrosis, B-type natriuretic peptide, 
and cardiac magnetic resonance parameters of 
remodeling in chronic ischemic cardiomyopathy. 
Am J Cardiol. 2012 Feb 1;109(3):390-4. https://doi.
org/10.1016/j.amjcard.2011.09.027

34.	 Nishikimi T, Kuwahara K, Nakao K. Current biochem-
istry, molecular biology, and clinical relevance of 
natriuretic peptides. J Cardiol. 2011 Mar;57(2):131-
40. https://doi.org/10.1016/j.jjcc.2011.01.002

35.	 Sartipy U, Albåge A, Larsson PT, Insulander 
P, Lindblom D. Changes in B-type natriuretic 
peptides after surgical ventricular restoration. Eur J 
Cardiothorac Surg. 2007 May;31(5):922-8. https://

doi.org/10.1016/j.ejcts.2007.01.038
36.	 Potter LR, Yoder AR, Flora DR, Antos LK, Dickey DM. 

Natriuretic peptides: their structures, receptors, 
physiologic functions and therapeutic applications. 
Handb Exp Pharmacol. 2009;(191):341-66.  https://
doi.org/10.1007/978-3-540-68964-5_15

37.	 Ichiki T, Huntley BK, Heublein DM, Sandberg 
SM, McKie PM, Martin FL, et al. Corin is present 
in the normal human heart, kidney, and blood, 
with pro-B-type natriuretic peptide processing in 
the circulation. Clin Chem. 2011 Jan;57(1):40-7. 
https://doi.org/10.1373/clinchem.2010.153908

38.	 Dong N, Chen S, Wang W, Zhou Y, Wu Q. Corin in 
clinical laboratory diagnostics. Clin Chim Acta. 2012 
Feb 18;413(3-4):378-83. https://doi.org/10.1016/j.
cca.2011.10.032

39.	 Semenov AG, Tamm NN, Seferian KR, Postnikov 
AB, Karpova NS, Serebryanaya DV, Koshkina EV, 
Krasnoselsky MI, Katrukha AG. Processing of 
pro-B-type natriuretic peptide: furin and corin 
as candidate convertases. Clin Chem. 2010 
Jul;56(7):1166-76. https://doi.org/10.1373/clinch 
em.2010.143883

40.	 Wu C, Wu F, Pan J, Morser J, Wu Q. Furin-mediated 
processing of Pro-C-type natriuretic peptide. J Biol 
Chem. 2003 Jul 11;278(28):25847-52. https://doi.
org/10.1074/jbc.m301223200

41.	 Dubois CM, Blanchette F, Laprise MH, Leduc 
R, Grondin F, Seidah NG. Evidence that furin 
is an authentic transforming growth factor-
beta1-converting enzyme. Am J Pathol. 2001 
Jan;158(1):305-16. https://doi.org/10.1016/s0002-
9440(10)63970-3

42.	 Zare Karizak S, Kashef M, Gaeini AA. The Comparison 
of Eight Weeks Interval and Continuous Training 
on PRO-BNP/ CORIN System in Coronary Artery 
Disease Patients after CABG Surgery. Sport Physio, 
2017;9(33): 131-52. https://doi.org/10.22089/
spj.2017.1946.1249

43.	 Yandle TG, Richards AM. B-type Natriuretic Peptide 
circulating forms: Analytical and bioactivity issues. 
Clin Chim Acta. 2015 Aug 25;448:195-205. https://
doi.org/10.1016/j.cca.2015.07.004

44.	 Huntley BK, Sandberg SM, Heublein DM, 
Sangaralingham SJ, Burnett JC Jr, Ichiki T. Pro-B-
type natriuretic peptide-1-108 processing and 
degradation in human heart failure. Circ Heart 
Fail. 2015 Jan;8(1):89-97. https://doi.org/10.1161/
circheartfailure.114.001174

45.	 Zhou Y, Wu Q. Corin in natriuretic peptide 
processing and hypertension. Curr Hypertens Rep. 
2014 Feb;16(2):415. https://doi.org/10.1007/
s11906-013-0415-7

46.	 Macheret F, Boerrigter G, McKie P, Costello-
Boerrigter L, Lahr B, Heublein D, et al. Pro-B-type 

https://doi.org/10.3892/etm.2015.2345
https://doi.org/10.3892/etm.2015.2345
https://doi.org/10.22084/rsr.2021.21330.1497
https://doi.org/10.1161/01.atv.21.6.930
https://doi.org/10.1161/01.atv.21.6.930
https://doi.org/10.1210/en.2003-0128
https://doi.org/10.1210/en.2003-0128
https://doi.org/10.1016/j.amjcard.2011.09.027
https://doi.org/10.1016/j.amjcard.2011.09.027
https://doi.org/10.1016/j.jjcc.2011.01.002
https://doi.org/10.1016/j.ejcts.2007.01.038
https://doi.org/10.1016/j.ejcts.2007.01.038
https://doi.org/10.1007/978-3-540-68964-5_15
https://doi.org/10.1007/978-3-540-68964-5_15
https://doi.org/10.1373/clinchem.2010.153908
https://doi.org/10.1016/j.cca.2011.10.032
https://doi.org/10.1016/j.cca.2011.10.032
https://doi.org/10.1373/clinchem.2010.143883
https://doi.org/10.1373/clinchem.2010.143883
https://doi.org/10.1074/jbc.m301223200
https://doi.org/10.1074/jbc.m301223200
https://doi.org/10.1016/s0002-9440(10)63970-3
https://doi.org/10.1016/s0002-9440(10)63970-3
https://doi.org/10.22089/spj.2017.1946.1249
https://doi.org/10.22089/spj.2017.1946.1249
https://doi.org/10.1016/j.cca.2015.07.004
https://doi.org/10.1016/j.cca.2015.07.004
https://doi.org/10.1161/circheartfailure.114.001174
https://doi.org/10.1161/circheartfailure.114.001174
https://doi.org/10.1007/s11906-013-0415-7
https://doi.org/10.1007/s11906-013-0415-7


73

Importance of exercise rehabilitation approach to prevent heart failure

ARYA Atheroscler 2025; Volume 21; Issue 3; 59-74

natriuretic peptide(1-108) circulates in the general 
community: plasma determinants and detection of 
left ventricular dysfunction. J Am Coll Cardiol. 2011 
Mar 22;57(12):1386-95. https://doi.org/10.1016/j.
jacc.2011.01.005

47.	 Marney AM, Brown NJ, Tamboli R, Abumrad 
N. Changes in B-type natriuretic peptide and 
BMI following Roux-en-Y gastric bypass surgery. 
Diabetes Care. 2014 Apr;37(4):e70-1. https://doi.
org/10.2337/dc13-2449

48.	 Zare Karizak S, Kashef M, Gaeini AA, Nejatian 
M. Impact of high intensity interval and 
moderate continuous training on plasma ratios 
of ProBNP1-108/BNP1-32 and NT-pro-BNP1-76/
BNP1-32 after coronary artery bypass grafting 
surgery. Front Physiol. 2023 Mar 7;14:1114813. 
https://doi.org/10.3389/fphys.2023.1114813

49.	 Groenning BA, Nilsson JC, Sondergaard L, Kjaer 
A, Larsson HB, Hildebrandt PR. Evaluation of 
impaired left ventricular ejection fraction and 
increased dimensions by multiple neurohumoral 
plasma concentrations. Eur J Heart Fail. 2001 
Dec;3(6):699-708. https://doi.org/10.1016/s1388-
9842(01)00181-7

50.	 Krishnaswamy P, Lubien E, Clopton P, Koon J, 
Kazanegra R, Wanner E, Gardetto N, Garcia A, 
DeMaria A, Maisel AS. Utility of B-natriuretic peptide 
levels in identifying patients with left ventricular 
systolic or diastolic dysfunction. Am J Med. 2001 
Sep;111(4):274-9. https://doi.org/10.1016/s0002-
9343(01)00841-5

51.	 Sadeghi M, Garakyaraghi M, Khosravi M, 
Taghavi M, Sarrafzadegan N, Roohafza H. The 
impacts of cardiac rehabilitation program on 
echocardiographic parameters in coronary artery 
disease patients with left ventricular dysfunction. 
Cardiol Res Pract. 2013;2013:201713. https://doi.
org/10.1155/2013/201713

52.	 Soleimannejad K, Nouzari Y, Ahsani A, Nejatian 
M, Sayehmiri K. Evaluation of the effect of 
cardiac rehabilitation on left ventricular diastolic 
and systolic function and cardiac chamber size 
in patients undergoing percutaneous coronary 
intervention. J Tehran Heart Cent. 2014;9(2):54-8.

53.	 Thow, M., Exercise leadership in cardiac 
rehabilitation: an evidence-based approach. 2006: 
John Wiley & Sons.

54.	 Guiraud T, Nigam A, Gremeaux V, Meyer P, Juneau M, 
Bosquet L. High-intensity interval training in cardiac 
rehabilitation. Sports Med. 2012 Jul 1;42(7):587-
605. https://doi.org/10.2165/11631910-00000000 
0-00000

55.	 Tinkham M. Health promotion in cardiac 
rehabilitation patients through the use of a 
high-intensity interval training protocol. World J 

Cardiovasc Dis. 2014;4(10):493-7. http://dx.doi.
org/10.4236/wjcd.2014.410059

56.	 Gibala MJ, Little JP, Macdonald MJ, Hawley JA. 
Physiological adaptations to low-volume, high-
intensity interval training in health and disease. J 
Physiol. 2012 Mar 1;590(5):1077-84. https://doi.
org/10.1113/jphysiol.2011.224725

57.	 Heyward, V.H., Advanced fitness assessment and 
exercise prescription. Medicine & Science in Sports 
& Exercise, 1992. 24(2): p. 278.

58.	 Pollock ML, Franklin BA, Balady GJ, Chaitman BL, 
Fleg JL, Fletcher B, et al. AHA Science Advisory. 
Resistance exercise in individuals with and without 
cardiovascular disease: benefits, rationale, safety, 
and prescription: An advisory from the Committee 
on Exercise, Rehabilitation, and Prevention, Council 
on Clinical Cardiology, American Heart Association; 
Position paper endorsed by the American College of 
Sports Medicine. Circulation. 2000 Feb 22;101(7):828-
33. https://doi.org/10.1161/01.cir.101.7.828

59.	 Conraads VM, Beckers P, Vaes J, Martin M, Van 
Hoof V, De Maeyer C, et al. Combined endurance/
resistance training reduces NT-proBNP levels 
in patients with chronic heart failure. Eur 
Heart J. 2004 Oct;25(20):1797-805. https://doi.
org/10.1016/j.ehj.2004.07.022

60.	 Schulté B, Nieborak L, Leclercq F, Villafañe JH, 
Sánchez Romero EA, Corbellini C. The Comparison 
of High-Intensity Interval Training Versus Moderate-
Intensity Continuous Training after Coronary Artery 
Bypass Graft: A Systematic Review of Recent Studies. 
J Cardiovasc Dev Dis. 2022 Sep 28;9(10):328. 
https://doi.org/10.3390/jcdd9100328

61.	 Shafiee N, Kordi N, Gadruni K, SalehFard Z, Jung F, 
Heidari N. Cardiac rehabilitation in coronary artery 
bypass grafting patients: Effect of eight weeks of 
moderate-intensity continuous training versus 
high-intensity interval training. Clin Hemorheol 
Microcirc. 2023;83(3):305-14. https://doi.org/10. 
3233/ch-221605

62.	 Kakuchaya T, Pachuashvili NV, Dzhitava TG, Kuular 
AM, Filatova AG, Bockeria LA. P633 Comparative 
analysis of exercise programmes with aerobic 
moderate and high-intensity interval training in 
patients after coronary artery bypass grafting. Eur 
Heart J. 2019;40(Suppl_1):ehz747.0241. https://
doi.org/10.1093/eurheartj/ehz747.0241

63.	 Ghardashi-Afousi A, Holisaz MT, Shirvani H, Pishgoo 
B. The effects of low-volume high-intensity interval 
versus moderate intensity continuous training 
on heart rate variability, and hemodynamic and 
echocardiography indices in men after coronary 
artery bypass grafting: A randomized clinical trial 
study. ARYA Atheroscler. 2018 Nov;14(6):260-71. 
https://doi.org/10.22122/arya.v14i6.1781

https://doi.org/10.1016/j.jacc.2011.01.005
https://doi.org/10.1016/j.jacc.2011.01.005
https://doi.org/10.2337/dc13-2449
https://doi.org/10.2337/dc13-2449
https://doi.org/10.3389/fphys.2023.1114813
https://doi.org/10.1016/s1388-9842(01)00181-7
https://doi.org/10.1016/s1388-9842(01)00181-7
https://doi.org/10.1016/s0002-9343(01)00841-5
https://doi.org/10.1016/s0002-9343(01)00841-5
https://doi.org/10.1155/2013/201713
https://doi.org/10.1155/2013/201713
https://doi.org/10.2165/11631910-000000000-00000
https://doi.org/10.2165/11631910-000000000-00000
http://dx.doi.org/10.4236/wjcd.2014.410059
http://dx.doi.org/10.4236/wjcd.2014.410059
https://doi.org/10.1113/jphysiol.2011.224725
https://doi.org/10.1113/jphysiol.2011.224725
https://doi.org/10.1161/01.cir.101.7.828
https://doi.org/10.1016/j.ehj.2004.07.022
https://doi.org/10.1016/j.ehj.2004.07.022
https://doi.org/10.3390/jcdd9100328
https://doi.org/10.3233/ch-221605
https://doi.org/10.3233/ch-221605
https://doi.org/10.1093/eurheartj/ehz747.0241
https://doi.org/10.1093/eurheartj/ehz747.0241
https://doi.org/10.22122/arya.v14i6.1781


ARYA Atheroscler 2025; Volume 21; Issue 3; 59-74

Importance of exercise rehabilitation approach to prevent heart failure

74

64.	 Andersen LJ, Randers MB, Hansen PR, Hornstrup T, 
Schmidt JF, Dvorak J, et al. Structural and functional 
cardiac adaptations to 6 months of football training 
in untrained hypertensive men. Scand J Med Sci 
Sports. 2014 Aug;24 Suppl 1:27-35. https://doi.
org/10.1111/sms.12237

65.	 Barnet CS, Liu X, Body SC, Collard CD, Shernan 
SK, Muehlschlegel JD, et al. Plasma corin de-
creases after coronary artery bypass graft sur-
gery and is associated with postoperative heart 
failure: a pilot study. J Cardiothorac Vasc Anesth. 
2015 Apr;29(2):374-81. https://doi.org/10.1053/j.
jvca.2014.11.001

66.	 Gladysheva IP, Wang D, McNamee RA, Houng AK, 
Mohamad AA, Fan TM, et al. Corin overexpression 
improves cardiac function, heart failure, and 
survival in mice with dilated cardiomyopathy. 
Hypertension. 2013 Feb;61(2):327-32. https://doi.
org/10.1161/hypertensionaha.112.193631

67.	 Lara Fernandes J, Serrano CV Jr, Toledo F, Hunziker 
MF, Zamperini A, Teo FH, et al. Acute and chronic 
effects of exercise on inflammatory markers 
and B-type natriuretic peptide in patients with 
coronary artery disease. Clin Res Cardiol. 2011 
Jan;100(1):77-84. https://doi.org/10.1007/s0039 
2-010-0215-x

68.	 Fox AA, Marcantonio ER, Collard CD, Thoma 
M, Perry TE, Shernan SK, et al. Increased peak 
postoperative B-type natriuretic peptide predicts 
decreased longer-term physical function after 
primary coronary artery bypass graft surgery. 
Anesthesiology. 2011 Apr;114(4):807-16. https://
doi.org/10.1097/aln.0b013e31820ef9c1

69.	 Pitsavos C, Chrysohoou C, Koutroumbi M, Aggeli 
C, Kourlaba G, Panagiotakos D, et al. The impact 
of moderate aerobic physical training on left 
ventricular mass, exercise capacity and blood 
pressure response during treadmill testing in 
borderline and mildly hypertensive males. Hellenic 
J Cardiol. 2011 Jan-Feb;52(1):6-14.

70.	 Smart NA, Steele M. Systematic review of the 
effect of aerobic and resistance exercise training 
on systemic brain natriuretic peptide (BNP) and 
N-terminal BNP expression in heart failure patients. 
Int J Cardiol. 2010 Apr 30;140(3):260-5. https://doi.
org/10.1016/j.ijcard.2009.07.004

71.	 Dong N, Chen S, Yang J, He L, Liu P, Zheng D, et al. 
Plasma soluble corin in patients with heart failure. 
Circ Heart Fail. 2010 Mar;3(2):207-11.

72.	 Stewart, K.J., et al. Effect of exercise on blood 
pressure in older persons: a randomized 
controlled trial. Archives of internal medicine, 
2005. 165(7): p. 756-62. https://doi.org/10.1161/
CIRCHEARTFAILURE.109.903849

73.	 Aronson S, Boisvert D, Lapp W. Isolated systolic 
hypertension is associated with adverse outcomes 
from coronary artery bypass grafting surgery. 
Anesth Analg. 2002 May;94(5):1079-84. https://
doi.org/10.1097/00000539-200205000-00005

74.	 Hawkridge AM, Heublein DM, Bergen HR 
3rd, Cataliotti A, Burnett JC Jr, Muddiman DC. 
Quantitative mass spectral evidence for the 
absence of circulating brain natriuretic peptide 
(BNP-32) in severe human heart failure. Proc Natl 
Acad Sci U S A. 2005 Nov 29;102(48):17442-7. 
https://doi.org/10.1073/pnas.0508782102

https://doi.org/10.1111/sms.12237
https://doi.org/10.1111/sms.12237
https://doi.org/10.1053/j.jvca.2014.11.001
https://doi.org/10.1053/j.jvca.2014.11.001
https://doi.org/10.1161/hypertensionaha.112.193631
https://doi.org/10.1161/hypertensionaha.112.193631
https://doi.org/10.1007/s00392-010-0215-x
https://doi.org/10.1007/s00392-010-0215-x
https://doi.org/10.1097/aln.0b013e31820ef9c1
https://doi.org/10.1097/aln.0b013e31820ef9c1
https://doi.org/10.1016/j.ijcard.2009.07.004
https://doi.org/10.1016/j.ijcard.2009.07.004
https://doi.org/10.1161/CIRCHEARTFAILURE.109.903849
https://doi.org/10.1161/CIRCHEARTFAILURE.109.903849
https://doi.org/10.1097/00000539-200205000-00005
https://doi.org/10.1097/00000539-200205000-00005
https://doi.org/10.1073/pnas.0508782102

	Heart Failure is the Most Negative Consequence of CABG Surgery (Importance of Exercise Rehabilitatio
	Abstract
	Keywords
	Introduction
	HF after CABG Surgery  
	Risk factors and exacerbation of HF after CABG  
	1- Hypertension  
	2-Pathologic Hypertrophy of the Heart 
	Some effective blood indices in HF after CABG surgery 
	1- Fibrotic factors  
	Catecholamines 
	RAAS
	2- Anti-HF Indicators (Anti-Fibrotic Agents) : 
	Adrenomedullin  
	NPS
	Types of NP receptors 
	NP Converting Enzymes 
	CORIN Enzyme 
	FURIN Enzyme 
	PRO-BNP/CORIN System 
	Failure in PROBNP/CORIN System and importance of it in HF 
	Clearance of NPS 
	Exercise CR after surgery 
	The Component and Stages of CR 
	Types of Exercise Training in Rehabilitation Program 
	MICT
	HIIT
	The Benefits of HIIT in Comparison to MICT 
	Resistance Exercise Training 
	Combined Exercise Training (Aerobic Training + Resistance Training)  

	Conclusion
	Conflict of interests 
	Funding
	Author’s Contributions 
	References


