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Perioperative characteristics in patients
with infective endocarditis complicated
by intracardiac abscesses

B.B. Sobirov

Amosov National Institute of Cardiovascular Surgery of NAMS of Ukraine, Kyiv, Ukraine

The aim — to present the outcomes of surgical interventions for intracardiac abscesses resulting from infective endocar-
ditis of various localizations.

Materials and methods. We retrospectively analyzed 552 patients with intracardiac abscesses complicating infective
endocarditis, treated between September 2000 and August 2023. This cohort represented 10.8 % of all patients diag-
nosed with infective endocarditis during that period. The entire cohort was categorized into four subgroups based on
abscess localization, with an additional group representing cases with abscess fistulization (aortic root abscess (ARA),
mitral valve abscess (MVA), aortic root & mitral valve abscess (AMA), fistula (F)). All patients underwent cardiac surgery
with intracardiac reconstruction.

Results and discussion. The mean age of patients within the general cohort was 44.1 £ 0.6 years, with males com-
prising 464 (84.0 %) of the population. Pathogenic organisms were identified in 272 patients (49.3 %), of whom
Staphylococcus spp. predominated in 157 cases (57.9 %), and Enterococcus spp. constituted 57 cases (21.0 %).
Surgical complexity varied significantly among groups. The shortest aortic clamping duration was observed in the MVA
group (115.1£4.1 minutes), while the longest duration was recorded in the F group (157.9+7.2 minutes). The duration
of cardiopulmonary bypass exhibited the highest values in the F group (236.9£11.1 min), indicative of increased surgi-
cal complexity within this cohort. Prolonged artificial ventilation of the lungs was noted in AMA patients (25.07+2.6 h).
Surgical methods employed for intracardiac abscesses illustrated various strategies for cardiac structure restoration.
Aortic valve replacement emerged as the primary procedure: 95.6 % (ARA group), 26 % (AMA group), and 95 % (F
group). Valve reconstruction was infrequent, occurring in merely 5 % of cases. Autopericardial patches were used in
95.6 % (ARA group) and 100 % (F group) for the repair of fibrous rings and cardiac walls. Mitral valve reconstruction
surgeries were predominant in the MVA group (58.8 %), reflecting a preference for valve-preserving techniques.
However, a higher incidence of valve replacement was observed in the AMA and F groups (up to 30.7 %), attributed
to extensive tissue damage. The in-hospital mortality rate within the initial 30 days postsurgery was 2.3 %, with the AMA
group exhibiting the highest mortality (2.6 %) and the ARA group the lowest (1.8 %).

Conclusions. The surgical treatment strategies for intracardiac abscesses in patients with infective endocarditis constitute
a complex yet critical component of cardiac surgery. The 23-year experience in surgical interventions has led to a low hos-
pital mortality rate of 2.3 %. The application of autopericardial patches offers significant advantages, including isolation of
infected regions from the systemic circulation, anticipated bacterial resistance, and requisite patch strength. The implementa-
tion of mitral valve reconstruction techniques in infective endocarditis patients with intracardiac abscesses have yielded
favorable outcomes. Reoperative challenges in such patients persist, alongside increased risks of postoperative complica-
tions and in-hospital mortality. Autopericardium emerges as a fundamental component in the surgical reconstruction of int-
racardiac structures, providing a dependable and versatile approach to the management of intracardiac abscesses, effec-
tively addressing immediate abscess resolution and fostering long-term structural integrity and functional restoration.

Key words: aortic root abscess, mitral valve infection, fistulization of abscesses, bacterial resistance, pericardial patch
reconstruction.
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nfective endocarditis (IE) is a global health prob-

lem with an incidence of 13.8 cases per 100,000
population per year [1]. Despite advances in the treat-
ment of IE, in-hospital mortality remains high even in
experienced centers, ranging from 15 % to 20 %. The
1-year mortality rate is as high as 40 %, highlighting the
serious risks associated with this condition [2].
Characterized by nonspecific symptoms and severe
complications, the management of IE relies on timely
diagnosis, echocardiography, and advanced imaging
techniques, such as CT or MRI. Blood cultures are criti-
cal for identifying the pathogen and planning treatment.
Effective treatment depends on clinical vigilance, timely
microbiological confirmation, and evaluation with
imaging techniques, which allow for accurate diagnosis
and improve the outcome of patients with IE [3].

There are three main reasons for surgical interven-
tion in acute IE: heart failure, uncontrolled infection,
and prevention of septic embolism (particularly in the
central nervous system) [4]. Intracardiac abscesses are
among the most serious complications of IE, causing
difficult surgical tasks and high mortality. Despite
advances in antibiotic treatment and diagnosis, these
abscesses require surgical intervention because of their
potential to cause valvular dysfunction, fistulas, or
life-threatening arrhythmias [5]. Significant complica-
tions of cardiac abscess, whether with or without valvu-
lar tissue involvement, include conduction disturbanc-
es. The incidence of perivalvular abscesses in patients
with IE is 30 % to 40 %, with aortic valve abscesses
being more common than mitral valve and annulus
abscesses. Native aortic endocarditis, usually located in
the weak part of the annulus near the conduction path-
ways, clearly demonstrates the anatomical predisposi-
tion and explains why abscesses and AV block are fre-
quent sequelae [6]. Reconstruction of intracardiac
abscesses using autopericardium represents an impor-
tant advance in the surgical treatment of IE. This tech-
nique not only isolates areas of infectious destruction,
but also provides strength and biocompatibility, mini-
mizing bacterial resistance and improving treatment
outcomes. Due to its ability to effectively restore cardi-
ac anatomy, autopericardial reconstruction demon-
strates significant advantages in reducing complica-
tions, improving postoperative recovery, and ensuring
long-term structural integrity of the heart. This
approach highlights the increasing precision in the
treatment of complex cases of infective endocarditis.

The aim - to present the outcomes of surgical
interventions for intracardiac abscesses resulting from
infective endocarditis with various localizations.

MATERIALS AND METHODS

We retrospectively analyzed 552 patients with int-
racardiac abscesses complicating infective endocarditis
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treated at the M.M. Amosov National Institute of
Cardiovascular Surgery, National Academy of Medical
Sciences of Ukraine, from September 2000 to August
2023. This cohort represented 10.8 % of all patients
diagnosed with infective endocarditis during this peri-
od. The overall group was divided into four subgroups
depending on the localization of the abscesses and an
additional group with fistulization of the abscesses
(aortic root abscess (ARA), mitral valve abscess (MVA),
aortic root abscess and mitral valve abscess (AMA),
fistula (F)). These groups were compared for preopera-
tive parameters (electrocardiogram parameters (left
ventricular ejection fraction, hypertension pulmonary
arteries) and embolic complications), intraoperative
parameters (aortic cross-clamp time (CC); duration of
cardiopulmonary bypass (CPB)), and postoperative
outcomes, including duration of mechanical ventila-
tion, intensive care unit stay, and length of hospitaliza-
tion. Data on postoperative complications and risk
factors for in-hospital mortality were also collected. In
each case, a comprehensive approach for radical inter-
vention using autopericardial patches was used. The
procedure included sanitation of the abscess cavity,
antiseptic irrigation, reconstruction of the intracardiac
anatomy, repair of damaged fibrous valve rings, valve
replacement or repair, and strategies to prevent recur-
rence of infective endocarditis. This technique high-
lights the efficacy of autopericardium in resolving
abscesses, restoring structural integrity, and optimizing
long-term outcomes in complex cardiac reconstruc-
tions. Patients were assessed according to the modified
Duke criteria for infective endocarditis complicated by
intracardiac abscesses.

RESULTS

The diagnosis of infective endocarditis was con-
firmed using the modified Duke criteria, with the pres-
ence of an intracardiac abscess confirmed by preopera-
tive cardiac imaging or during surgery. The mean age
of the patients in the overall group was 44.1+0.6 years,
of whom 464 (84.0 %) were male. Embolic complica-
tions were observed in 166 (30 %) cases, and central
nervous system (CNS) involvement was recorded in 99
(17.9 %) cases. The pathogen was identified in 272
(49.3 %) patients, of whom Staphylococcus spp. was
predominant in 157 (57.9 %) cases, and Enterococcus
spp. in 57 (21.03 %) cases. Acute heart failure was pres-
ent before surgery in 139 (25.2 %) patients. All patients
underwent transthoracic echocardiography (TTE) to
detect intracardiac abscesses, and only 372 (67.3 %)
underwent chest CT with contrast. The ejection frac-
tion among the general group was 58.7+9.3%, and the
pulmonary artery hypertension index was 47.3+15.0
mm Hg. EUROSCORE II in the general group of
patients was 8.28+1.77 %.
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Table 1

Main characteristics of patients
Variable ARA (N=271) MVA (N=68) AMA (N=153) F (N=60)
Male sex 241 (88.9 %) 50(73.5 %) 120 (78.4 %) 53(88.3 %)
Female sex 30(11.1 %) 18 (26.5 %) 33(21.6 %) 7(21.7 %)
Cross-clamp time, min 120.5+2.3 115.1+4.1 152.0+£3.2 157.9+7.2
Cardiopulmonary bypass time, min 189.6£3.2 176.0£5.2 230.6£5.1 236.9£11.1
Mechanical ventilation, h 24.8+3.8 16.5%£1.4 25.07£2.60 24 .9+3.3
Dobutamine infusion, h 25.3%£1.6 25.7+£3.2 40.0£2.7 38.7£6.9
Noradrenaline infusion, h 14.5+£0.5 20.6£1.2 20.4£1.2 26.0£2.4
Intensive care unit stay, days 4.95+0.20 4.5+0.3 6.08+0.30 6.6£1.7
Hospital stay, days 20.8+0.7 18.5+0.9 21.6£0.7 23.1+£0.7

The use of autopericardium was crucial for restor-
ing the fibrous rings and ensuring structural integrity.
This material has numerous advantages:

Biocompatibility: The autopericardium is derived
from the patient’s own pericardial tissue, ensuring
compatibility and minimizing immunological rejec-
tion.

Structural integrity: The material is strong and
flexible enough to withstand the high pressures in the
heart chambers.

Resistance to infection: The pretreated autoperi-
cardium demonstrates resistance to reinfection, mak-
ing it ideal for use in cases of active endocarditis. The
treatment involved soaking the autopericardium in a
glutaraldehyde solution (0.625 %) for 2 minutes, fol-
lowed by thorough rinsing with saline to remove
residual aldehyde. This approach helps to strengthen
the tissue structure and minimizes the risk of bacteri-
al contamination. In our analysis of 552 patients with
intracardiac abscesses of various localizations, autop-
ericardial patches were widely used, in particular for
the reconstruction of the aortic and mitral valves and
their annuli after thorough cleansing of the tissues
from infection and treatment with antiseptics. The
patches were made by taking into account the ana-
tomical features of the affected area, and their fixation
was carried out using a high-precision suture tech-
nique. The sutures were performed using a continu-
ous or knotted technique using monofilament materi-
als such as Prolene 4/0 or 5/0, which ensured optimal
tightness and reliable adaptation of the patch to the
tissues. Additional reinforcing techniques were used
to prevent tension at the connection site, especially in
areas with an increased risk of tissue perforation.
Teflon gaskets were not used. This approach mini-
mized the risk of postoperative complications and
ensured the stability of the reconstruction even in
difficult clinical cases.

Table 1 contains detailed data on the main charac-
teristics of the patients, who were divided into four

groups depending on the type of pathology: ARA (271
patients), MVA (68 patients), AMA (153 patients) and
F (60 patients). The table shows the gender distribution
of patients. In particular, in the ARA group, men pre-
vailed (88.9 %), while women accounted for only
11.1 %. A similar situation was observed in the AMA
group (78.4 % of men) and the F group (88.3 % of
men). The highest percentage of women (26.5 %) was
recorded in the MVA group.

The duration of surgical interventions was also
considered. The aortic cross-clamp time was the short-
est in the MVA group (115.1+4.1 minutes) and the
longest in the F group (157.9+7.2 minutes). The dura-
tion of artificial circulation was the highest in group F
(236.9+11.1 min), indicating a greater complexity of
interventions in this group. Artificial lung ventilation
(ALV) varied: in the AMA group it reached 25.07+2.60
hours, which is the highest rate among all groups. The
need for vasopressor support also varied: infusions of
norepinephrine and dobutamine were used longer in
group E

In addition, the duration of stay in the intensive
care unit and in the hospital in general is indicated. For
example, patients in group F were in the intensive care
unit on average 6.6+1.7 days, which exceeds similar
indicators in other groups. These data help to under-
stand the features of the clinical course and the need for
intensive care in patients with different variants of
damage.

Based on the data provided in Table 2, it is possible
to describe in detail the diagnostic features of valve
lesions and morphological changes in patients with
various forms of infective endocarditis:

Pericarditis was detected in a significant propor-
tion of patients, most often in AMA (25.2 %) and F
(23.3 %), which may indicate severe inflammation of
the serous membranes. Its diagnosis was probably
based on echocardiography or other imaging methods,
taking into account the characteristic effusion or peri-
cardial induration.
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Table 2
Valve damage and morphological changes
Variable ARA (N=271) MVA (N=68) AMA (N=153) F (N=60)
Pericarditis 60 (22.2 %) 11(16.2 %) 31(25.2 %) 14(23.3 %)
Aortic valve Vegetations: -
Small 75(27.6 %) 42 (27.5 %) 29 (48.3 %)
Large = 10 mm 196 (72.4 %) 111 (72.5 %) 31(51.7 %)
Aortic valve Single abs. 129 (47.6 %) - 46 (30.0 %) 7 (11.67 %)
Two and more abs. 69 (25.4 %) 75(49.1 %) 45 (75 %)
Circular abs. 73(26.9 %) 32(20.9 %) 8(13.3 %)
Mitral valve Vegetations: - -
Small 13(19.1 %) 47 (30.7 %)
Large = 10 mm 55(80.9 %) 106 (69.3 %)
Mitral valve Posterior leaflet - 13(19.1 %) 22 (14.5 %) -
Anterior leaflet 37 (54.4 %) 105 (68.6 %)
Annulus 18 (26.5 %) 26 (16.9 %)
Aorto-mitral curtain abs. 25 (9.2 %) - 65 (42.5 %) -
Aortic valve: Mitral valve:

1. Vegetation:

1. Large vegetation:

» Large formations (> 10 mm) were detected in
724 % of patients with ARA and 72.5 % with
AMA. Transthoracic and transesophageal
echocardiography were used to identify them. The
significant size of these formations increases the
risk of thromboembolism and necessitates surgery.
2. Abscesses:

« Single lesions dominated in 47.6 % of ARA,
while multiple abscesses were more common in
49.1 % of AMA.

« Morphological diagnosis included visualization
of purulent cavities or fibrous changes that
complicate valve function.

3. Circular abscesses:

e Most common in 26.9 % of ARA, but less
common in other groups.

« More common in 80.9 % of AMA and 69.3 % of
MVA. Their presence may be accompanied by
hemodynamic disturbances and the need for
plastic or prosthetics.

2. The posterior leaflet is most affected in 68.6 % of
AMA, as well as the annular area in 16.9 % of patients.

Combined lesions:

Aorto-mitral abscesses were diagnosed in 42.5 %
of AMA and only in 9.2 % of ARA, demonstrating a
greater aggressiveness of the process in patients with
AMA.

Table 3 shows the surgical approaches used to treat
patients with intracardiac abscesses and highlights the
variety of strategies aimed at repairing damaged cardi-
ac structures. These interventions play a key role in
preventing the progression of the infectious process,

Table 3
Surgical interventions and reconstruction options
Variable ARA (N=271) MVA (N=68) AMA (N=153) F (N=60)
Aortic valve Repair 4(1.4 %) - 6 (4 %) 3(5 %)
Replacement 267 (95.6 %) 147 (96 %) 57(95 %)
Mitral valve Repair - 40 (58.8 %) 106 (69.3 %) 1(1.67 %)
Replacement 28 (41.2 %) 47 (30.7 %) 1(1.67 %)
Suture technique 12 (4.4 %) 27 (39.7 %) 19 (17.4 %) -
Autopericardial patch 259 (95.6 %) 41 (60.3 %) 134 (87.6 %) 60 (100 %)
Re-operation 37 (13.6 %) 9(13.2 %) 28 (18.3 %) 6 (10 %)
Coronary artery bypass grafting 32(11.8 %) 4(5.89 %) 8 (5.2 %) 2 (3.4 %)




36 Ykpaincokuit kapgionoriunuii xypHan. 2025. Tom 32. Ne 2

the development of complications, and improving
patient survival. The most common aortic valve sur-
gery procedure is aortic valve replacement (95.6 % in
the ARA group, 96 % in the AMA group, 95 % in the F
group). This method is necessary in cases of significant
valve destruction, which is often observed in infective
endocarditis. Although valve reconstruction was rarely
used (up to 5 % in different groups), it may be prefera-
ble in patients with minimal damage and a high proba-
bility of successful restoration of valve function.

The use of autopericardial patch has proven to be
a universal approach to restore cardiac anatomy. In
95.6 % of cases (ARA group) and 100 % (F group), this
technique was used to correct defects in the area of the
annulus fibrosus and the heart walls. The pericardial
patch provides biocompatibility, reduces the risk of
thrombosis and infectious complications. Regarding
the mitral valve, reconstruction operations dominated
in the MVA group (58.8 %), which emphasizes the
desire for valve-preserving interventions. However, in
the AMA and F groups, a higher proportion of valve
replacement was observed (up to 30.7 %), which is
associated with severe tissue damage.

Reoperations in patients with intracardiac abscess-
es are one of the most difficult aspects of infective
endocarditis surgery. In our center, reoperations were
performed in 10-18.3 % of cases (FF AMA, ARA
groups), and all of these patients had previously been
operated on in other cardiac surgical centers. They
were brought to us with severe complications, such as
abscesses and progressive infective endocarditis. These
patients represented a significant surgical challenge
due to the complexity of the anatomical lesions, the
presence of adhesions in the areas of previous opera-
tions, as well as an increased risk of re-infection and
failure of reconstructive interventions. Reoperations
involved reopening the chest, which is accompanied by
the risk of damage to the heart, great vessels or previ-
ously implanted prostheses. Recovery after such opera-
tions requires an individual approach. The difficulty
was not only in eliminating intracardiac abscesses and
restoring cardiac anatomy, but also in maintaining
hemodynamic stability in patients who were often in
critical condition. A significant proportion of reopera-
tions required the use of an autopericardial patch to
reconstruct the damaged tissues. Such operations are
classified as high-risk due to the combination of previ-
ous lesions, concomitant pathologies and the need for
complex reconstructive procedures. Successful imple-
mentation of such interventions is possible only under
the conditions of experience of a multidisciplinary
team, modern equipment and the availability of indi-
vidual strategies for managing patients after surgery.

Coronary artery bypass grafting (CABG) was
required in cases where concomitant ischemic heart
disease necessitated simultaneous intervention.

b.6. Cobipos

Among the study groups, CABG was performed in
11.8 % of patients in ARA, 5.89 % in MVA, 5.2 % in
AMA, and 3.4 % in F, reflecting variations in coronary
involvement. The necessity of revascularization
underscores the complexity of intracardiac abscess
surgery, where the extent of valve destruction, fibrous
ring involvement, and systemic complications dictate
the surgical strategy. While valve-preserving tech-
niques are considered when feasible, extensive lesions
often require non-preserving methods. In such cases,
CABG plays a crucial role in optimizing long-term
outcomes by ensuring adequate myocardial perfusion
and reducing perioperative risks, highlighting the
need for a multidisciplinary approach in managing
these high-risk patients.

The analysis of 552 patients undergoing surgery
for intracardiac abscesses highlights the complexity
and unique challenges of these procedures (Table 4).
In-hospital mortality within the first 30 days post-sur-
gery was 2.3 %, demonstrating the effectiveness of
surgical intervention in this high-risk population.
Among the most common postoperative complica-
tions, respiratory failure was observed in 23 % of cases,
most frequently in the AMA group (33.9 %). Pacemaker
implantation was required in 15.7 % of cases, predom-
inantly in the AMA (20.2 %) and ARA (12.9 %) groups,
reflecting the high incidence of conduction disturbanc-
es due to extensive periannular involvement. Acute
renal failure occurred in 10.3 % of patients, often asso-
ciated with prolonged cardiopulmonary bypass and
systemic inflammatory response syndrome. The inci-
dence of CNS embolism remained low at 1.2 %, with
the lowest rates in groups F and MVA.

Hospital mortality was highest in the AMA group
(2.6 %) and lowest in the ARA group (1.8 %). Sepsis
was the leading cause of death (46.2 %), followed by
acute heart failure and related complications (23 %).
Notably, no cases of infection recurrence were record-
ed, emphasizing the efficacy of the surgical approach.

Intracardiac abscess surgery represents a special-
ized and highly demanding area of cardiac surgery. The
procedure involves multiple technical challenges,
including complete debridement of infected tissue,
reconstruction of the annulus fibrosus, and valve
replacement or repair using autopericardium. The
choice of intervention — whether valve-preserving or
prosthetic replacement — depends on the extent of tis-
sue destruction, hemodynamic status, and presence of
systemic complications. The use of autopericardial
patches has proven to be a reliable strategy, ensuring
structural integrity while reducing the risks of throm-
bosis and reinfection.

These findings underscore the necessity for an
individualized surgical approach, considering the
complexity of each case. The ability to successfully
treat such severe conditions with low mortality and
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Table 4
Postoperative complications and in-hospital mortality in patients undergoing cardiac surgery for intracardiac
abscesses
Variabl ARA MVA AMA F Total
anabie (N=271) (N=68) (N=153) (N=60) (N=552)
Postoperative  Pacemaker implantation 35(12.9 %) 2(2.9 %) 31(20.2 %) 19 (31.6 %) 87 (15.7 %)
complications  Respiratory failure 53(19.5 %) 11(16.1 %) 52(33.9 %) 11(18.3 %) 127 (23 %)
CNS embolism 3 (1.1 %) - 4(2.6 %) - 7 (1.2 %)
Acute renal failure 22 (8.1 %) 4 (5.8 %) 26 (16.9 %) 5(8.3 %) 57 (10.3 %)
Bleeding 7 (5.8 %) 1(1.4 %) 7 (4.5 %) 2(3.3%) 17 (3.07 %)
Hospital mortality 5(1.8 %) 2(2.9 %) 4 (2.6 %) 2 (3.3 %) 13 (2.3 %)
Lethal Infectionr ecurrence 1(7.7 %) - - - 1(7.7 %)
complications  Acute heart failure 1(7.7 %) 1(7.7 %) 1(7.7 %) - 3 (23 %)
CNS embolism 1(7.7 %) - 1(7.7 %) - 2(15.4 %)
Respiratory failure 1(7.7 %) - - - 1(7.7 %)
Sepsis 1(7.7 %) 1(7.7 %) 2(15.4 %) 2(15.4 %) 6(46.2 %)

minimal recurrence risk highlights the importance of
surgical expertise, multidisciplinary management,
and advanced perioperative care. Ultimately, the
reconstruction of intracardiac abscesses is not only a
surgical intervention but a refined combination of
science and artistry in modern cardiac surgery.

DISCUSSION

Surgical management of intracardiac abscesses
in infective endocarditis (IE) is a challenging task
that requires precise decisions and specialized exper-
tise. Our 23-year experience in 552 patients has
demonstrated that autopericardium reconstruction
is a valuable approach, providing a low in-hospital
mortality rate of only 2.3 %. Despite the inherent
risks, especially in cases of multiple abscesses, the
use of autopericardium has been shown to be effec-
tive in isolating infectious areas, ensuring bacterial
resistance, and restoring the structural integrity of
the fibrous rings [7].

The autopericardial patch technique minimizes
hemodynamic stress while maintaining valve function,
especially in cases of mitral valve (MVA) reconstruc-
tion [8]. Our findings suggest that this technique not
only prevents the need for two valve replacements in
the aortomitral junction (AMA) abscess group, but also
shortens the operative time, reducing the risk of post-
operative complications and 30-day mortality.

It should be noted that reoperations remain a sig-
nificant risk factor for in-hospital mortality, highlight-
ing the importance of effective initial interventions.

Aortomitral junction reconstruction using autop-
ericardium is an example of a surgical innovation that
offers unparalleled biocompatibility, resistance to

infection, and restoration of structural integrity in
complex cardiac surgical cases [9].

The study highlights the efficacy of autopericardi-
um in achieving favorable surgical outcomes for intra-
cardiac abscesses. Key findings include the following:

« Individualized approach: The choice between
valve reconstruction and valve replacement is
based on several key factors, including abscess
size, location, and degree of tissue involvement.
Our study analyzed in detail the characteristics of
each case: the location of the lesion (aortic valve,
mitral valve, aorto-mitral curtain), the extent of
the inflammatory process, and the depth of
destructive tissue changes. For example, large
abscesses (>10 mm) with valve annulus involve-
ment required combined reconstruction tech-
niques using autopericardial patches. When possi-
ble, reconstruction provides better long-term
results.
+ Advanced surgical techniques: The application
of autopericardial patches tailored to the anatomi-
cal needs of each case has enhanced the precision
of reconstruction and facilitated more effective
intracardiac repairs. This approach has optimized
structural integrity while contributing to reduced
operative time.

 Preventive strategies: Careful antiseptic proto-

cols during surgery and prolonged antibiotic ther-

apy after surgery is critical to prevent recurrence of
infection.

Our study highlights the critical role of echocardi-
ographic assessment and careful surgical technique in
achieving favorable outcomes. Future studies should
continue to refine these techniques to further improve
survival and reduce complication rates in this high-risk
patient group [10].
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CONCLUSIONS

1. The surgical management of intracardiac
abscesses in patients with infective endocarditis is a
challenging but important step in cardiac surgery. Our
23-year surgical experience has resulted in a low
in-hospital mortality rate of 2.3 %. The use of autoper-
icardial patches has undeniable advantages: isolation of
infected areas from the bloodstream, expected bacterial
resistance and the necessary strength of the patch.

2. The use of methods of mitral valve reconstruc-
tion in infective endocarditis with intracardiac abscess-
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es allows achieving excellent results in patients with its
abscessation.

3. Repeated operations in such patients remain
difficult, with an increased risk of postoperative com-
plications and hospital mortality.

4. Autopericardium is a cornerstone in the surgi-
cal restoration of intracardiac structures, offering a
reliable and universal solution for the treatment of
intracardiac abscesses. This approach not only solves
the immediate tasks of abscess removal, but also con-
tributes to long-term structural stability and func-
tional recovery.

5. Jiang X, Liu J, Khan F, Tang R, Zhang Y, Gu T. Aortic and
mitral valve surgery for infective endocarditis with reconstruc-
tion of the intervalvular fibrous body: an analysis of clinical
outcomes. J Thorac Dis 2020;12(4):1427-36. https://doi.
org/10.21037/{td.2020.03.04

6. Ramos Tuarez FJ, Yelamanchili VS, Sharma S, Law MA.
Cardiac Abscess. StatPearls Publishing; 2024 Oct 6. https://
pubmed.ncbi.nlm.nih.gov/29083576/

7. Jainandunsing JS, Linnemann R, Maessen J, Natour NE,
Lorusso R, Gelsomino S, Johnson DM, Natour E. Aorto-atrial
fistula formation and therapy. J Thorac Dis 2019;11(3):1016-
21. https://doi.org/10.21037/jtd.2019.02.63

8. Oliver L, Leauthier M, Jamme M, Arregle F, Martel H, Philip
M, Gouriet F, Casalta JP, Torras O, Casalta AC, Camoin-Jau
L, Lavagna F, Renard S, Ambrosi P, Lepidi H, Collart F,
Hubert S, Drancourt M, Raoult D, Riberi A, Habib G. Mitral
valve repair is better than mitral valve replacement in native
mitral valve endocarditis: Results from a prospective matched
cohort. Arch Cardiovasc Dis. 2022 Mar;115(3):160-8.
https://doi.org/10.1016/j.acvd.2022.02.002

9. Spindel SM, Du RE, Jiang KJ, Su J. Aortomitral curtain recon-
struction: demystifying a complicated situation. Multimed
Man Cardiothorac Surg. 2024 Jan 24;2024. https://doi.
org/10.1510/mmcts.2023.104

10. Quinn RW, Wang L, Foster N, Pasrija C, Ghoreishi M,
Dawood M, Gammie JS. Long-term Performance of Fresh
Autologous Pericardium for Mitral Valve Leaflet Repair. Ann
Thorac  Surg. 2020 Jan;109(1):36-41.  https://doi.
org/10.1016/j.athoracsur.2019.05.045



B.b. Cobipos OpuritansbHi gocnigxerHs * Kapgioxipypris 39

Oco6nuBocti nepebiry nepionepauiiiHoro nepioay B nauieHTiB 3 iHpeKLWiHHUM eHAOKAPAUTOM,
YCKIGAHEHUM BHYTPILLHbOCEPLIEBUM a6CLIeyBAHHAM
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LY «HauionanbHuit inctuTyT cepueso-cyamHHoi xipyprii imeHi M.M. Amocosa HAMH Ykpainu», Kuis

MeTa poboTtn — NPEeacTaBUTU PE3YNLTATH XIPYPTiYHOrO MiKYBAHHS BHYTPILHbOCEPUEBMX abCLECiB Npu iHdeKUinHOMY
E€HAOKAPAUTI Pi3HOT nokanisauii.

Marepianu i metogun. PetpocnektnsHo npoananisysanu 552 nauienT i3 BHYTPilHbOCEPLEBUMM ABCUECAMM, AKi
YCKNOAHIOBANM IHPEKUIMHUIA eHaoKapamMT, nponikosaHmx y nepion 3 sepecHs 2000 poky no cepnHa 2023 poky. Ls
koropta cranosmna 10,8 % sig ycix nauieHTis, y akux Oyno AIArHOCTOBAHO iHEKLUiMHUIA eHAOKAPAMT 3a Lei nepiof.
3aransHa rpyna Oyna NoAineHa Ha YOTUPM MIArPYNU 3ANEXHO Bif nokanisauii abcuecis Ta [OJATKOBY rpyny 3 ¢icTyni-
sauieio abeuecis (abcuec kopens aoptn (ARA), abcuec mitpansHoro knanana (MVA), abcuec kopeHs aopTi Ta MiTpasb-
noro knanara (AMA), dictyna (F)). Yci nauientv npoiwnu kapaioxipypriyHe nikyBaHHA 3 PEKOHCTPYKLIED BHYTPILLHbO-
CEpUEBUX CTPYKTYP.

Pesynbtatn ta obroeopenHs. 36yaHuk Oye ineHTudikosanuin y 272 (49,3 %) nauienTis, 3 akux Staphylococcus spp.
nepesaxas y 157 (57,9 %) eunaakax i Enterococcus spp. —y 57 (21,03 %) sunankax. Xipypriuni BTpy4aHHA 3HAQYHO Bia-
PI3HANMCS 30 CKNQAHICTIO MiX rpynamu. Yac HAknageHHs aopTanbHOrO 3aTMCKaYa GyB HaMMeHWwum y rpyni MVA
((115,1£4,1) x8) i Hanbinbwmm y F ((157,9+7,2) x8). TpusanicTs wTy4HOro kpoBoobiry BAPIOBANACA: MAKCMMASTbHI MOKA3HM-
ku cnocrepiranues y rpyni F ((236,9£11,1) xs), wo csigunts npo cknagHicts xipyprii 8 i rpyni. LLtyuna seHTunauis nerexs
Tpueana HanposLwe 8 nauieHtis AMA ((25,07£2,60) rop). Xipypriuni nigxoam npm BHYTPILLHBOCEPLEBMX ABCLECAX NEMOH-
CTPYIOTb PISHOMQHITTS CTPATETIH BIAHOBEHHS CTPYKTYP Cepus. 3AMIHO OPTANBHOMO KANAaHa Byna OCHOBHO npoueay-
poio: 95,6 % (rpyna ARA), 96 % (rpyna AMA) i 95 % (rpyna F). Pekonctpykuia knanarna nposopunacs piawe, nuwe y 5 %
sunagkie. AsTonepwmkapaiansHi natku sactocosysanmcs y 95,6 % (rpyna ARA) i 100 % (rpyna F) ans sigHoBneHHs ¢ibpos-
HUX Kineup i cTiHok cepus. LLlopo mitpansHoro knanawa, To B rpyni MVA nominyeanm onepadii 3 pekorctpykuii (58,8 %),
WO MiAKPECIOE NPArHEeHHs 10 knanaHo3bepexHux BTpyYaHs. YTim y rpynax AMA ta F yacTiwe saminiosanm knanax (no
30,7 %), Wwo NoB’A3aHO 3 TAXKUM MOLIKOMKEHHAM TKAHUH. BHyTpilHbonikapHaHa netanbHicts npoTtarom nepumx 30 aHis
nicna onepauii cranosuna 2,3 %. locnitanbHa netansHicTs Gyna Hareuworo y rpyni AMA (2,6 %) i HarHmk4olo — y rpyni
ARA (1,8 %).

BucHoBKkM. TakTHKa XipypriyHOro NikyBAHHS BHYTPILIHBOCEPLEBKX AOCLECIB Y NALIEHTIB 3 iIHbEKUIMHMM EHAOKAPAUTOM €
CKNOOHUM, arne BAXIIMBUM eTanom y kapgioxipyprii. Haw 23-piuHmit focsin xipypridHux BTPYYQHb OB 3MOTY AOCATTH HU3b-
KOI rocnitanbHoi netansHocTi Ha pisHi 2,3 %. BukopucTtanHs asTonepukapaianbHmx natok mae Geszanepeyni nepesaru:
izonsujst iHIKOBAHMX 30H Bifl KPOBOMIMHY, OYIKYBAHA BAKTEPIANLHA CTIMKICTb TA HEOBXIAHA MILHICTbL NaTKK. ABTONEPMKAPA
€ HOPDKHUM KOMEHEM Yy XipYpriYvHOMY BIAHOBNEHHI BHYTPILUHBOCEPLEBUX CTPYKTYP, Akui 3abe3nedye HadiiHe Ta yHisep-
CanbHe pilleHHs Ans NiKyBAHHSA BHYTPILUHbOCEpLUeBmx abcuecis. Ller nigxia cnpusie LoBroTpueanii CTpyKTypHii cTabinsHoc-
Ti TO PYHKLIOHANBHOMY BiAHOBNEHHIO.

Kniouosi cnoea: abcuec kopeHs aopTw, iHdeKLia MITpankHOro knanaxa, ¢ictynisauis abcuecis, 6akTepiansHa pesuc-
TEHTHICTb, PEKOHCTPYKLiA 30 JONOMOTrOI ABTONEPUKAPAQ.



