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Medline	1950–August	2009	using	OVID	interface	
9	manuscript		from	41	related	article





Mechanical	
valves
3	to	9%

Biological	valves	
7	to	29%	

Average	endocarditis
Recurrence	rate	



50%	concluded
no	significant	
difference	
when	separated	
from	other	risk	
factors

50%	recommended	
a	mechanical	valve
for	lower	recurrence	
and	higher	survival	
rates	



They		concluded	that	

-for	patients	under	65	years	old,	a	mechanical	valve	may	offer	

Greater	freedom	from	reoperation	and	increased	long-term	survival	when	compared	to	a	bioprosthetic valve



2004-2007	

Using	data	from	the	US	Renal	Data	System

11,156	dialysis	patient

hospitalized	for	bacterial	endocarditis	and	1267	(11.4%)	

Tissue	valve	44.3%,	non-tissue	valve	55.7%



0		yr 1	yr 2yr 3yr
Tissue	valve 59% 50% 37% 25%

Non-tissue	valve 60% 35% 37% 30%

Overall	30	days	Mortality	19%
SIMILAR	IN	BOTH	GROUP



665	patient	with	Native	Mitral	
valve	endocarditis

All	studies	were	observational



MV	repair	may	have

Better	post-op	
outcome

Superior	Survival	rate



-Mechanical	valves	in	65,	bio- prostheses	in	221,	and	homografts in	20	

patients

-NVE(209	patients)	or	PVE	(97	patients)	

-Between	1964	and	1995,	306	patients



Operative	mortality	was	18%		

and	 independent	of	replacement	

valve	type	(p	>	0.74)

Survival	was	
independent of	valve	

type	
(p>0.27)



The	long-term	freedom	from	reoperation	for	patients	who	received	a	

biologic	valve	who	were younger	than	60	years	of	age	was	low(51%	

at	10years,	19%	at	15	years).

For	patients	older	than	60	years,	however,	freedom	from	reoperation	

with	a	biological	valve	(84	%	at	15	years)	was	similar	to	that	for	all	

patients	with	mechanical	valves	(74	%	at	15	years)	(p	>	0.64).



Mechanical	valves	are	most	suitable	for	

younger	patients	with	native	valve	

endocarditis

Tissue	valves	are	acceptable	for	patients	

greater	than	60	years	of	age	with	native	or	

prosthetic	valve	infections	

For	selected	younger	patients	with	

prosthetic	valve	infections	because	of	

their	limited	life	expectancy



The	type	of	prosthesis	
implanted	does	not	
influence	long-term	

outcome



A	total	of	11	publications	

10,754																	cases	were	selected,	
6776	 cases	of	biological	valves
3,978																		cases	of	mechanical	valves.	



All-cause	

mortality	

The	risk	of	

reoperation	

Recurrence		

rate

Early

mortality	

Higher	in	Bioprosthesis
(HR	=	1.22,	95%	CI	1.03	to	1.44,	P	=	0.023)

Higher	in	Bioprosthesis
(RR	=	1.21,	95%	CI	1.02	to	1.43,	P	=	0.033)

Higher	in	Bioprosthesis
(HR	=	1.75,	95%	CI	1.26	to	2.42,	P	=	0.001)

Higher	in	Bioprosthesis
(HR	=	1.79,	95%	CI	1.15	to	2.80,	P	=	0.010)	

Postoperative	embolism	was	less	in	the	biological	valve	

but	this	difference	was	not	statistically	significant	

(RR	=	0.90,	95%	CI	0.76	to	1.07,	P	=	0.245)



The	need	for	a	patch	to	achieve	a	
competent	valve	has	not	been	
associated	with	worse	results	in	

terms	of	recurrence	of	IE	

More	extensive	destruction	of	a	
single	leaflet	or	the	presence	of	an	

abscess	is	not	necessarily	a	
contraindication	for	valve	repair	

Success	rate	of	repair						
Mitral	valve	:		61–80%					
Aortic	valve:	33%

valve	repair	is	favored	whenever	
possible

particularly	when	IE	affects	the	mitral	or	
tricuspid	valve	without	significant	

destruction



Mechanical	and	biological	prostheses	

have	similar	operative	mortality.

Therefore	the	Task	Force	does	not	favor	any	specific	valve	

but	
recommends	a	tailored	approach	for	each	individual	patient	and	

clinical	situation.	



but	their	application	is	limited	by	poor	long	term	durability	and	difficulty	of	
the	surgical	technique,	and	the	results	have	not	been	consistent.	

Homografts or	stentless xenografts may	be	preferred	in	PVE	or	in	cases	where	there	is	
extensive	aortic	root	de- struction with	aorto-ventricular	discontinuity.	

However,	mechanical	prostheses	and	xenografts have	led	to	similar	results	in	terms	of	persistent	or	
recurrent	infection	and	survival	if	associated	with	complete	debridement	of	annular	abscesses.

It	is	expert	opinion	and	standard	strategy	in	many	institutions	that	the	use	of	a	
homograft	is	to	be	favoured over	valve	prostheses,	particularly	in	the	presence	of	root	

abscess.



Surgical	management	of	intervalvular fibrosa
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MAIVF	is	an	avascular	structure	be- tween	the	non-,	left	coronary	cusps	
and	AML.	It	plays	an	important	role	in	maintaining	the	geometry	and	
function	of	both	valves,	but	can	be	easily	infected	by	bacte- ria and	
lead	to	abscess	formation.

In	rare	cases,	the	bacteria	spread	from	AV	to	nearby	MAIVF	and	leads	
to	serious	complication	including	abscess	or	aneurysm	formation,	
perforation	into	the	LA,	AML	aneurysm	and	perforation.	

Afridiet et	al.4	reported	a	total	of	20	cases	(2%)	of	P-MAIVF	out	of	818	
cases	suspected	of	infective	endocarditis	over	a	5-year	period.	
(Af(ridi I,	Apostolidou MA,	Saad RM,	Zoghbi WA.	Pseudoaneu- rysms of	the	mitral-aortic	intervalvular fibrosa:	
dynamic	charac- terization using	transesophageal echocardiographic	and	doppler techniques.	J	Am	Coll Cardiol
1995;25:137-45.	

Pseudoaneurysms of	the	MAIVF	may	enlarge,	causing	mitral	valve	
regurgitation	and	angina	pectoris,	or	rupture	into	the	left	atrium,	left	
ventricular	outflow	tract,	or	very	rarely	into	the	pericardium,	causing	
hemopericardium.	





Surgical	repair	consisted	of	excision	of	the	
abscess	or	pseudoaneurysm and	aortic	
valvereplacement.	In	five	patients,	the	
pathologic	condition	neces- sitated an	aortic	
root	replacement	with	a	composite	graft	(n	=	4
or	a	homograft	(n	-- 1).	



Al- though	the	majority	of	MAIVF-Ps	are	operated,	conservative	
management	with	watchful	waiting	and	serial	imaging	may	be	a	valid	
option	in	uncomplicated	cases	or	high	risk	surgical	patients.







Autografts and	homografts are	the	preferred replacement	
aortic	valves	for	these	patients	even	if	concomitant	mitral	
valve	replacement	is	required,	and	risk	of	valve-related	

death	or	recurrent	endocarditis	is	low	at	

medium-term	follow-up.



Allograft	reoperation	
rates	increase	with	

time.

The	importance	of	the	
mechanical	prosthesis	in	
NVE	might	be	established	

in	the	coming	years



Major	complications	
and	late	mortality

similar	among	Mechanical	valves,	
Bioprosthesis &	Homografts



low	recurrence	of	endocarditis	

But

high	incidence	of	SVD	



Low	risk	of	relapsing	infection	and	very	acceptable	long-term	survival.	

The	risk	of	reoperation	due	to	SVD	is	significant	after	one	decade	especially	in	

young	patients



MAIVF	

Surgery

Simple	closure

Reconstruction	
with	patch

Root	
Reconstruction

conservative

Medical

Percutneous
approach
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