15 MAY

Correspondence

Early Surgery in Prosthetic
Valve Endocarditis: When and
for Whom?

To THE EpITOR—We read with interest the
article recently published by Chirouze
et al [1]. However, we have some con-
cerns about their article.

Deciding the optimal timing of surgery
is one of the great difficulties in managing
patients with infective endocarditis, not
only for cardiologists or cardiac surgeons
but also for infectious disease physicians.
The available evidence to recommend
timing of surgery in endocarditis is large-
ly limited to observational data, cohort
studies, and expert opinion. Nearly half
of all patients with infective endocarditis
will require early surgical intervention,
and another 40%-50% will eventually
undergo surgical treatment for their dis-
ease. Although the indication for surgery
is clear in patients who develop heart fail-
ure, valve dehiscence, or paravalvular ab-
scess, or who have uncontrolled infection,
its role in other cases is less certain.

Chirouze and colleagues explored the
impact of prosthetic valve replacement
surgery within 60 days after the index ad-
mission on all-cause mortality in patients
with Staphylococcus aureus prosthetic
valve endocarditis. However, it is not
clear why the authors choose to dichoto-
mize their groups into early and late sur-
gery groups using a cutoff value of 60
days. It is widely acknowledged that the
benefits of surgical treatment would be
maximized by performing surgery within
a few days because the risk of embolism
has been reported to be particularly
high during the first week after diagnosis
in patients with infective endocarditis.

The benefit of early surgery was inves-
tigated in the early surgery versus conven-
tional treatment for infective endocarditis

trial, which is the first randomized trial
in endocarditis [2]. In this study, 76 pa-
tients with left-sided native valve infective
endocarditis, vegetations >10 mm, and
severe valve dysfunction were randomly
assigned to surgery within 48 hours or an-
tibiotic therapy. The major finding in this
study was that early surgery significantly
reduced the composite endpoint of embol-
ic events and death from any cause by ef-
fectively decreasing the risk of systemic
embolism. Although Chirouze and col-
leagues evaluated the effects of early sur-
gery in a subgroup of patients who
underwent surgery within the first 7 days,
it would be of great interest to know
whether the earlier surgery (eg, within 48
hours) affected the outcome. Our second
concern is about the absence of data on
transesophageal echocardiography. Previ-
ous studies showed that the risk of embo-
lism was associated with presence and size
of vegetations with a diameter of >10 mm,
and this risk was even higher among
patients with very large vegetations (>15
mm in diameter) [3]. It would also be of
great interest to know whether the pres-
ence or size of the vegetation was a predic-
tor of the outcome in patients with S.
aureus prosthetic valve endocarditis.

Note

Potential conflicts of interest. All authors:
No potential conflicts.

All authors have submitted the ICMJE Form
for Disclosure of Potential Conflicts of Interest.
Conflicts that the editors consider relevant to the

content of the manuscript have been disclosed.

Funda Sungur Biteker,! Ozcan Basaran,?
Volkan Dogan,? and Murat Biteker®
"Department of Infectious Diseases and Clinical
Microbiology and Cardiology Clinic, Mugla Sitki
Kocman University Education and Research Hospital,
Turkey

References

1. Chirouze C, Alla F, Fowler VG Jr, et al. ICE
Prospective Investigators. Impact of early
valve surgery on outcome of Staphylococcus
aureus prosthetic valve infective endocarditis—
analysis in the International Collaboration of
Endocarditis—Prospective Cohort Study. Clin
Infect Dis 2015; 60:741-9.

2. Kang DH, Kim Y], Kim SH, et al. Early sur-
gery versus conventional treatment for infective
endocarditis. N Engl ] Med 2012; 366:2466-73.

3. Di Salvo G, Habib G, Pergola V, et al. Echocar-
diography predicts embolic events in infec-
tive endocarditis. ] Am Coll Cardiol 2001;
37:1069-76.

Correspondence: Ozcan Basaran, MD, Mugla Sitki Kocman
University Education and Research Hospital, Cardiology Clinic,
Orhaniye Mahallesi Ismet Catak Caddesi Mugla, Turkey
(basaran_ozcan@yahoo.com).

Clinical Infectious Diseases®  2015;60(10):1584

© The Author 2015. Published by Oxford University Press
on behalf of the Infectious Diseases Society of America. All
rights reserved. For Permissions, please e-mail: journals.
permissions@oup.com.

DOI: 10.1093/cid/civ052

1584 e CID 2015:60 (15 May) e« CORRESPONDENCE

1202 1890J00 GO U0 Jasn AluN BB Aq £262£€/78G1L/01/09/21014E/PI0/WoD"dNO"dlWaped.//:Sd)y WOl PSPEOJUMOQ


mailto:basaran_ozcan@yahoo.com
mailto:journals.permissions@oup.com
mailto:journals.permissions@oup.com

