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Background: Optimal surgical treatment of infective tricuspid valve endocarditis in patients with
intravenons drog use (IVIDLU) remains conrroversial. Tricuspid valvectomy has been proposed for infective
tricuspid valve endocarditis in this patient population given the inherent social concerns. The aim of this
systematic review and meta-analysis was to compare outcomes of valvectromy versus replacement for the
surgical treatment of isolated infectve tricuspid valve endocardiris.

Methods: An clectronic search was performed to identify all relevant smdies published. Afrer assessment
for inclosion and exclusion criteria, 16 original studies were pooled for systematic review and meta-analysis.
Results: There were a total of 752 patients with infective tricuspid valve endocarditis, of which 14%
underwent valvectomy and 86% underwent replacement (mean follow-up 4.2 years, 95% CI, 1.9-6.4 years).
The most common indications for surgical intervention were septic pulmonary embolism in the valvectomy
group (74%, 93% CI, 28-95%) and persistent sepsis in the replacement group (62%, 95% CI, 31-86%).
There were no differences in rates of stroke [vabvectomy 4% (95% CL 1-11%) vr. replacement 3% (95%
CI, 1-16%), P=0.85] but there was increased likelihood of prolonged ventilation in those who underwent
valvectomy [valvectomy 40% (95% CI, 30-51%) vs. replacement 26% (95% CI, 23-30%), P<0.01]. There
were no differences in 30-day post-operative mortality [valvectoomy 13% (95% CI, 5-30%) ve. replacement
7% (95% CI, 5-10%), P=0.21), post-operative right heart failure [valvectomy 27% (95% CI, 10-53%)
5. replacement 11% (95% CI, 5-25%), P=0.17] and recorrent endocarditis [valvectomy 7% (95% CI,
2-23%) vr. replacement 19% (95% CI, 12-28%), P=0.81]. Valvectomy had a higher rate of tricuspid valve
reoperation [valvectomy 56% (95% CIL, 15-90%) vs. initial replacement 14% (95% CI, 7-27%), P=0.06].
Conclusions: Tricuspid vabvectomy is an acceptable initial therapy for infective tricuspid valve endocardits
in padents with IVDU, providing a bridge to identify those who will self-select as candidates for staged vabee

replacement.
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Abstract

Since September 1970, we have operated on 55 patients with intractable right-sided endocarditis. All
patients were addicted to heroin. Fifty-three underwent tricuspid valvulectomy without replacement
and in addition two had pulmonic valve excision. Twenty-four patients (49%) returned to their drug
addiction. Six patients (11%) required prosthetic heart valve insertion 2 days to 13 years later for
medically refractory right-sided heart failure, and four of these died. Overall, 16 patients (29%) died,
six (11%) within 45 days after the tricuspid valvulectomy. One (2%) of these deaths was related to the
operation and five were due to uncontrollable infection. Ten (18%) deaths occurred 9 months to 13
years after the tricuspid valvulectomy. Nine were due to drug addiction and one to prograssine right

ventricular failure 2 months after prosthetic heart valve insertion and 10 years aft
removal. Of the 39 patients who are alive, 37 (67%) have not required prost —
From our observations we reached the following conclusions: (1) Drug addj
lethal disease. Among these patients, tricuspid valvulectomy without repl
choice for the management of intractable right-sided endocarditis; (2) aft
without replacement, only six of 55 patients (11%) had required prostheti
control medically refractory right-sided heart failure; (3) in a small percent
of the tricuspid valve may lead to severe and permanent impairment of right



» A 51-year-old man was hospitalized due to fatigue, weakness feverinthe p3
active intravenous drug abuse, hepatitis C, smoking. It is important i
economic status.

» Diagnostic work-up revealed positive Methicillin-resistant Staphylo
echo (TEE) note large echogenic mobile mass (18X12 mm), consist
experience with antibiotic treatment (Vancomivin + Garamycin), d

» After that the Endocarditis Team discussed several surgical options
valvectomy). However, due to the patient's ongoing intravenous dr
tricuspid valve excision as part of his treatmen
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» 1 vyear later he was hospitalized with right side heart failure symptoms, worsening dyspnea, easy fatigability. Note that since
last hospitalization due to IE the patient was rehabilitated from IV drug abuse.

» The Transthoracic Echocardiogram (TTE) demonstrated right ventricular dilatation with preserved function. The position of the
tricuspid valve revealed 'free' tricuspid regurgitation.

» The laboratory results showed negative blood cultures. Additionally, CRP levels were normal at 0.5 mg/dL.

» As he had successfully stopped intravenous drug abuse at that time, by heart team it was decided that he underwent
Redo TV replacement with a Hancock 2 — 31 Porcine Valve. Immediately post-operation, he developed complete atrioventricular

block (CAVB), necessitating implantation of a pacemaker.

» Early post operative period was with resolution of the symptoms.

Curren!




» The patient was lost to follow-up for 8 years. He was hospitalized again in the internal medicine department, presenting with
prolonged dyspnea, fatigue, weight loss and signs of right heart failure.

» His blood pressure was — 100/70 mm Hg, pulse — 95-100 per minute.
» Blood tests revealed a high CRP level of 5.5 mg/dl, along with blood culture positive to Enterococcus faecalis.
» Drug screen - positive for Methadone.

» An echocardiogram from the hospitalization revealed an echogenic mass (up to 25 mm) attached to the tricuspid prosthetic
valve, suggestive of vegetation.

» The case was discussed with the endocarditis team, which included a multidisciplinary group comprising a cardiologist,
infectious disease specialist, echocardiographer, and cardiac surgeon. Given the patient's occasional intravenous drug use,

conservative treatment was recommended. The patient received appropriate intravenous antibiotics, leading to a reduction in

CRP levels and WBC count, as well as resolution of the blood culture.




Take home massage.....

The approach to right-sided endocarditis in patients with IV
drug abuse is challenging and should be tailored on an individual basis.

Never give up!




Prophylactic placement of permanent epicardial leads should be per-
ormed at the time of tricuspid valve surgery for right-sided IE, particu-
arly if heart block is present in the operating room to prevent damage
f a replaced valve during subsequent transvenous lead displacement

733 Recommendation Table 21 — Recommendations for

nd to lower the risk of reinfection. the surgical treatment of right-sided infective
Recently, interest has been generated in the extraction of large vege- endocarditis

ations using percutaneous extracorporeal circuitry for aspiratic:on.753 REcamm e dC Class® Level®

"he main goals have been debulking of septic intracardiac masses, redu-

754 Surgery is recommended in patients with right-sided |E who are receiving

:ing the infectious load, and aChieVing clinical Stabi“tY' appropriate antibiotic therapy for the following scenarios:

Results

Sixteen patients died, for an overall mortality rate of
29%. Six (11%) of the deaths occurred within 45 days
after excision of the tricuspid valve. Only one of these
early deaths was related to the absence of the tricuspid

Right ventricular dysfunction secondary to acute

severe tricuspid regurgitation non-responsive to
o 479
diuretics.

Persistent vegetation with respiratory insufficiency

requiring ventilatory support after recurrent
pulmenary emboli.*’*"**

Large residual tricuspid vegetations (>20 mm)
after recurrent septic pulmonary embali."***’
Patients with simultaneous involvement of
left-heart structures.”*’

Tricuspid valve repair should be considered instead

valve. The other five early deaths were due to uncontrol- ;g'w hz'ld:;"":zs'“ " -
lable infection. right-sided IE who are receiving appropriate

Ten patients (18%) died 9 months to 13 years after tri- e -
cuspid valve excision or tricuspid and pulmonic valve appropriate antibiotic therapy 27>
excision without replacement. In nine patients the death N
was related to the use of drugs, and one patient died of surgical procedures.”*
progressive and uncontrollable right ventricular failure 2 RN
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who are high risk for surgery.
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months after insertion of a prosthetic valve in the tricus-
pid position. The clinical course of this patient was as fol- I wfethe endocardts.
lows. “Level of evidence.
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