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avtorTa sayuradRebod!

redaqciaSi statiis warmodgenisas saWiroa davicvaT Semdegi wesebi:

 1. statia unda warmoadginoT 2 calad,  rusul an inglisur enebze, dabeWdili 
standartuli furclis 1 gverdze,  3 sm siganis marcxena velisa da striqonebs 
Soris 1,5 intervalis dacviT. gamoyenebuli kompiuteruli Srifti rusul da ing-
lisurenovan teqstebSi - Times New Roman (Кириллица), xolo qarTulenovan teqstSi 
saWiroa gamoviyenoT AcadNusx. Sriftis zoma – 12. statias Tan unda axldes CD 
statiiT. 
 2. statiis moculoba ar unda Seadgendes 10 gverdze naklebs da 20 gverdze mets 
literaturis siis da reziumeebis (inglisur, rusul da qarTul enebze) CaTvliT.
 3. statiaSi saWiroa gaSuqdes: sakiTxis aqtualoba; kvlevis mizani; sakvlevi 
masala da gamoyenebuli meTodebi; miRebuli Sedegebi da maTi gansja. eqsperimen-
tuli xasiaTis statiebis warmodgenisas avtorebma unda miuTiTon saeqsperimento 
cxovelebis saxeoba da raodenoba; gautkivarebisa da daZinebis meTodebi (mwvave 
cdebis pirobebSi).
 4. statias Tan unda axldes reziume inglisur, rusul da qarTul enebze 
aranakleb naxevari gverdis moculobisa (saTauris, avtorebis, dawesebulebis 
miTiTebiT da unda Seicavdes Semdeg ganyofilebebs: mizani, masala da meTodebi, 
Sedegebi da daskvnebi; teqstualuri nawili ar unda iyos 15 striqonze naklebi) 
da sakvanZo sityvebis CamonaTvali (key words).
 5. cxrilebi saWiroa warmoadginoT nabeWdi saxiT. yvela cifruli, Sema-
jamebeli da procentuli monacemebi unda Seesabamebodes teqstSi moyvanils. 
 6. fotosuraTebi unda iyos kontrastuli; suraTebi, naxazebi, diagramebi 
- dasaTaurebuli, danomrili da saTanado adgilas Casmuli. rentgenogramebis 
fotoaslebi warmoadgineT pozitiuri gamosaxulebiT tiff formatSi. mikrofoto-
suraTebis warwerebSi saWiroa miuTiToT okularis an obieqtivis saSualebiT 
gadidebis xarisxi, anaTalebis SeRebvis an impregnaciis meTodi da aRniSnoT su-
raTis zeda da qveda nawilebi.
 7. samamulo avtorebis gvarebi statiaSi aRiniSneba inicialebis TandarTviT, 
ucxourisa – ucxouri transkripciiT.
 8. statias Tan unda axldes avtoris mier gamoyenebuli samamulo da ucxo-
uri Sromebis bibliografiuli sia (bolo 5-8 wlis siRrmiT). anbanuri wyobiT 
warmodgenil bibliografiul siaSi miuTiTeT jer samamulo, Semdeg ucxoeli 
avtorebi (gvari, inicialebi, statiis saTauri, Jurnalis dasaxeleba, gamocemis 
adgili, weli, Jurnalis #, pirveli da bolo gverdebi). monografiis SemTxvevaSi 
miuTiTeT gamocemis weli, adgili da gverdebis saerTo raodenoba. teqstSi 
kvadratul fCxilebSi unda miuTiToT avtoris Sesabamisi N literaturis siis 
mixedviT. mizanSewonilia, rom citirebuli wyaroebis umetesi nawili iyos 5-6 
wlis siRrmis.
 9. statias Tan unda axldes: a) dawesebulebis an samecniero xelmZRvane-
lis wardgineba, damowmebuli xelmoweriTa da beWdiT; b) dargis specialistis 
damowmebuli recenzia, romelSic miTiTebuli iqneba sakiTxis aqtualoba, masalis 
sakmaoba, meTodis sandooba, Sedegebis samecniero-praqtikuli mniSvneloba.
 10. statiis bolos saWiroa yvela avtoris xelmowera, romelTa raodenoba 
ar unda aRematebodes 5-s.
 11. redaqcia itovebs uflebas Seasworos statia. teqstze muSaoba da Se-
jereba xdeba saavtoro originalis mixedviT.
 12. dauSvebelia redaqciaSi iseTi statiis wardgena, romelic dasabeWdad 
wardgenili iyo sxva redaqciaSi an gamoqveynebuli iyo sxva gamocemebSi.

aRniSnuli wesebis darRvevis SemTxvevaSi statiebi ar ganixileba.
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Abstract.
Background: Deep sternal wound infection (DSWI) is a life-

threatening complication following cardiac surgery. This study 
aimed to evaluate different surgical treatment approaches for 
DSWI.

Methods: We retrospectively analysed the treatment outcomes 
of 70 DSWI patients treated at two hospitals within the same 
region. Hospital 1 admitted patients shortly after the onset of 
complications, applying surgical debridement supplemented 
by negative pressure wound therapy (NPWT), with rewiring 
used predominantly to close the sternal wound. Patients in 
Hospital 2 experienced delayed hospitalization and underwent 
simultaneous surgical treatment and reconstruction, most 
often using pectoralis major flap reconstruction. The duration 
of hospitalization, 30-day and 1-year mortality rates, and 
recurrence of infection were evaluated.

Results: The incidence of DSWI following cardiac surgery 
was 1.5%. Staphylococcus spp. was the most commonly 
isolated pathogen. The median treatment delay for patients in 
Hospital 1 was 1 day [IQR: 1–2], compared to 13 days [IQR: 
8–24] in Hospital 2. Consequently, patients in Hospital 2 often 
had significant sternal defects post-debridement, necessitating 
flap reconstruction. In Hospital 1, prompt surgical intervention 
allowed preservation of a substantial portion of the sternum, 
with NPWT facilitating rapid control of acute inflammation. 
Sternal reconstruction predominantly involved rewiring, which 
restored chest stability. The mean hospitalization duration was 
25 days [IQR: 16–30] in Hospital 1 and 22 days [IQR: 16–29] in 
Hospital 2. 30-day mortality rates were 5% in Hospital 1 and 6% 
in Hospital 2, with 1-year mortality rates of 10.5% and 4.3%, 
respectively. Infection recurrence rates were 15% in Hospital 1 
and 24% in Hospital 2.

Conclusions: The timing of surgical debridement is crucial 
in managing DSWI. When sufficient sternal tissue is preserved, 
rewiring is a viable option. Flap reconstruction is effective, 
particularly in cases involving extensive bone destruction.

Key words. Deep sternal wound infection, osteomyelitis, 
sternal reconstruction, negative pressure wound therapy.
Introduction.

Each year, the number of open-heart surgeries steadily 
increases. The classic surgical approach is typically a median 
sternotomy. Cardiac surgery generally concludes with 
the restoration of sternal integrity and the suturing of soft 
tissues. One of the most serious postoperative complications 

is the development of infection in the surgical area [1,2]. 
Both superficial and, especially, deep sternal infections can 
significantly impact the outcomes of cardiac surgery, increasing 
postoperative mortality, inpatient treatment duration, material 
costs, and the challenges of medical and social rehabilitation 
[3,4].

Experience accumulated in treating infectious complications 
in cardiac surgery highlights the importance of timely and 
adequate surgical intervention, which includes removing all 
non-viable tissues and infected foreign bodies [3,5]. While most 
authors agree on this initial treatment step, further treatment 
strategies remain a topic of much debate. It should be noted that 
some publications question the necessity of sternal resection for 
sternal osteomyelitis, instead favoring conservative treatment 
approaches [6]. The use of negative pressure wound therapy 
(NPWT) has become widespread in treating postoperative 
sternal infections [7,8]. Despite the advantages of NPWT, 
questions remain regarding its optimal duration. Many authors 
believe that NPWT should be limited to a few days, after which 
reconstructive surgery should follow [9,10]. Conversely, some 
experts advocate continuing NPWT until the infection is fully 
eradicated, changing vacuum-assisted dressings every 3–4 
days [11,12]. An alternative approach-simultaneous surgical 
debridement and reconstructive surgery-is gaining support, 
with NPWT recommended only when the patient’s condition is 
unstable [13-15].

The gold standard for reconstructive surgery in DSWI is 
defect closure using a flap, which provides optimal conditions 
for wound healing [7,16]. The most commonly used flaps are 
the pectoralis major (PM) flap, available in two versions: the 
traditional PM advancement flap and the turnover flap based on 
the internal mammary artery perforators (IMAP flap). The PM 
flap is considered a reliable option for covering defects in the 
upper two-thirds of the sternum [17]. The choice of PM flap 
version depends on defect size and the presence or absence of 
the internal mammary artery (IMA). For reconstructions in the 
lower third of the sternum, the rectus abdominis flap is preferred 
[18].

The latissimus dorsi (LD) flap is an option when both IMAs 
are taken. This flap can be muscular or musculocutaneous and 
is typically used for defects in the upper half of the sternum. 
Its drawbacks include the need for an additional incision at the 
donor site and repositioning of the patient during surgery [19]. 
The greater omentum (GO) flap offers advantages such as large 
size, good blood supply, a long pedicle, and readiness to accept 
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a split-thickness skin graft without waiting for granulation 
tissue to form. It can serve as an alternative to other flaps or be 
used in combination with them. However, using the GO flap 
involves entering the abdomen and dissecting the diaphragm, 
which may lead to hernia formation, a risk that can be reduced 
with laparoscopic techniques [20,21].

Despite extensive study on sternal flap reconstructions, the 
optimal timing for their implementation varies among authors, 
ranging from early to delayed or late reconstructions. However, 
most experts favour early reconstruction [22,23]. Early timing 
of reconstructive surgery has been shown to significantly impact 
the rates of readmission and reoperation due to infection [24].

Although flap reconstruction is considered the gold standard for 
DSWI treatment, some authors emphasize the need for sternal 
reosteosynthesis to improve chest stability [25-27]. Rewiring 
or titanium plating is generally recommended. Rewiring is 
typically possible when sufficient bone tissue remains after 
debridement [28]. However, even with limited bone tissue, rigid 
fixation options, combined with flaps or allografts, have been 
proposed [29].

Thus, the treatment of severe complications such as DSWI 
still involves numerous unresolved issues and controversies, 
highlighting the need for further research.
Methods.
Methodology:

The treatment outcomes of 70 patients with infectious 
complications following median sternotomy, treated between 
2021 and 2024, were retrospectively analysed. These patients 
were examined and treated in two clinical centres within the 
same region, each with distinct hospitalization practices. In 
Hospital No. 1, only patients who had undergone cardiac 
surgery in its cardiac surgery department were admitted to 
the surgical infection department. Conversely, Hospital No. 
2 admitted patients who had cardiac surgeries performed in 
various hospitals across the region. Patient medical records were 
selected for analysis by random sequential sampling. Inclusion 
criteria were deep sternal wound infection (DSWI) following 
cardiac surgery, and patients were between 18 and 80 years old. 
Exclusion criteria included superficial sternal wound infections 
and corticosteroid hormones.

The study analysed patients’ age and sex, the time elapsed 
between cardiac surgery and initial debridement, and the period 
from the onset of infection symptoms to initial debridement. 
The impact of diabetes mellitus and early resternotomy (for 
bleeding) on the incidence of DSWI was also examined. 
Additionally, data on inpatient treatment duration, 30-day and 
1-year mortality, and infection recurrence rates were assessed. 
Microbiological studies provided insight into the composition 
of the microflora and its antibiotic sensitivity.
Compliance with ethical standards and consent to participate:

The local institutional review board approved the use of 
patient data for research purposes prior to data review, and this 
study was deemed exempt from continued review. Informed 
consent was not required due to the retrospective nature of 
the study. However, all participants or their legal guardians 
provided written informed consent for the collection of personal 

and medical data prior to study enrolment. All procedures 
were conducted in accordance with the ethical standards of 
the responsible committee on human experimentation (both 
institutional and national) and the Helsinki Declaration of 1975, 
as revised in 2008.
Statistical data analysis:

Statistical processing was carried out by collecting and 
grouping factual material and calculating the median (Me) 
and interquartile range (IQR). The distribution of “normality” 
was determined using the Shapiro‒Wilk normality test. The 
significance of the difference for nonparametric indicators was 
determined using the Mann‒Whitney U test. Differences in 
indicators at p<0.05 were considered statistically significant.
Results.
Treatment approaches:

In Hospital No. 1 (20 patients), treatment followed this 
protocol: surgical debridement with removal of visibly non-
viable soft tissues and bone structures, removal of wire fixators, 
and extensive opening of the anterior mediastinum. The wound 
was re-evaluated the next day, and NPWT was initiated. In 
one patient, vacuum-assisted dressings were changed 1–2 
times, lasting up to 3 days each, before reconstructive surgery 
commenced. Surgical options were chosen based on the 
sternum’s condition. If sufficient bone tissue remained, rewiring 
was performed, with the anterior mediastinum drained and 
soft tissues over the sternum sutured. For sternal defects, flap 
reconstruction using a PM flap was employed. Rewiring was 
completed in 18 patients (90%), flap reconstruction in 1 patient 
(5%), and 1 patient died before reconstruction (Table 1).

Table 1. Summary of reconstructive surgery.
Hospital 1 Hospital 2 p

Rewiring 90 % 12 % 0.0014 
Total of flap 
reconstruction 5 % 88 % 0.0001 

1 Advancement PM flap - 56 % -
2 IMAP flap 5 % 30 % 0.0201 
3 LD flap - 2 % -
Advancement PM flap - Advancement pectoralis major flap; IMAP 
flap - turnover flap based on perforators of the internal mammary 
artery; LD flap - latissimus dorsi flap. 

In Hospital No. 2 (50 patients), initial debridement and sternal 
reconstruction were performed simultaneously. Rewiring was 
performed in 6 cases, and various flap options were used to 
address sternal defects in 44 cases: PM advancement flap in 28 
cases, IMAP flap in 15 cases, and LD flap in 1 case (Table 1).

All patients were treated with IV-generation antibiotics.
Hospital 1:

Among 1334 sternotomies performed in the Department of 
Cardiac Surgery at Hospital 1 between 2021 and 2024, the 
incidence of DSWI was 1.5% (20 cases). The mean age of 
patients was 65 years [IQR: 57–66], with men comprising the 
majority – 14 cases (70%). The median time from sternotomy 
to DSWI surgery was 8 days [IQR: 6–14], and from the onset of 
inflammation to initial debridement, 1 day [IQR: 1–2] (Figure 1).
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Diabetes mellitus was noted in 9 (45%) of the DSWI cases 
and in 43% of all patients who underwent median sternotomy. 
Additionally, 4 (20%) patients required early resternotomy for 
postoperative bleeding, compared to 4.3% of all cardiac surgery 
patients (Figure 2). 

A pathogen was identified through microbiological examination 
in 17 (85%) cases, with Staphylococcus spp. predominating 
among gram-positive bacteria, and Klebsiella pneumoniae and 
Acinetobacter spp. among gram-negative bacteria (Figure 3).

The median number of surgical debridements per patient 
was 2 [IQR: 1–3]. The 30-day mortality rate among patients 
in Hospital 1 was 5% (1 case), due to progressive infection. 
The median duration of inpatient treatment was 25 days 
[IQR: 16–30]. Patients were followed up for a median of 18 
months postoperatively [IQR: 12–24]. During this period, 2 
deaths (10.5%) were recorded due to non-infectious causes. 
Infection recurrences occurred in 3 cases (15%), necessitating 
rehospitalisation and further surgeries (Table 2).

Table 2. Descriptive statistics.
Hospital 1 Hospital 2 p

Hospital stays, days
Me [IQR] 25 [16-30] 22 [16-29] 0.0001 

Recurrence of 
infection 15 % 24 % 0.0305 

30-day mortality 5 % 6 % 0.1201 
1-year mortality 10,5 % 4,3 % 0.0142 

Hospital 2:
The mean age of patients at Hospital 2 was 66 years [IQR: 58–

71], with men comprising 68% (34 cases). The median time from 
cardiac surgery to DSWI debridement was 30 days [IQR: 20–
44], and from the onset of infection symptoms to debridement, 
13 days [IQR: 8–24] (Figure 1). Diabetes mellitus was present 
in 18 (36%) patients. 12 (24%) patients had previously 
undergone resternotomy for bleeding (Figure 2). Microflora 
was identified in 34 (68%) cases, with Staphylococcus spp., 
Klebsiella pneumoniae, and Escherichia coli being the most 
common (Figure 3).

The 30-day mortality rate was 6% (3 patients), with infection-
related causes in two of these cases. The median duration of 
inpatient treatment was 22 days [IQR: 16–29]. The follow-up 
period post-discharge was 12 months [IQR: 9–16]. The post-
discharge mortality rate was 4.3% (2 patients), with one case 
related to infection. Recurrences of infection were observed in 
12 cases (24%) (Table 2).
Discussion.

In our observations, the number of DSWI cases after cardiac 
surgery did not exceed 1.5%, which aligns with data from other 
authors [30]. Although our goal was not to analyse multiple 
potential DSWI risk factors, we did examine the impact of 
diabetes mellitus and early postoperative resternotomy due to 
bleeding. The analysis showed that diabetes mellitus was not a Figure 2. Effect of early resternotomy on the occurrence of deep 

sternal wound infection.

Figure 1. Median time from sternotomy to initial debridement and the 
first signs of inflammation to initial debridement.
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risk factor for DSWI in our observations (p>0.05). Data from 
other authors on this issue are contradictory; however, it is more 
common to encounter similar findings that diabetes mellitus 
cannot be considered a risk factor for DSWI development [31-
33]. Conversely, resternotomy, according to some authors, 
significantly increases the risk of DSWI [10,20]. According to 
our data, the resternotomy rate among cardiac surgery patients 
was 4.3%. Among DSWI patients, previous resternotomy was 
significantly more frequent (20% in Hospital 1 and 24% in 
Hospital 2). Therefore, resternotomy is a significant risk factor 
for the development of DSWI.

Patients in Hospital 1 were transferred to the surgical infection 
department with a picture of acute inflammation (in the early 
stages after cardiac surgery). Patients admitted in Hospital 2 had 
a subacute or chronic course of the septic process. These facts 
determined the longer Hospital stay in hospital 1. The 1-year 
mortality of patients treated at Hospital 1 was higher than that 
of patients at Hospital 2. However, it was not associated with 
infection.

One of the main differences between patients treated in 
Hospitals 1 and 2 was the timing of surgical debridement from 
the onset of initial infection signs. Given that Hospital 1 had 
both the Cardiac Surgery and Surgical Infection Departments, 
surgical debridement at the first sign of DSWI was performed 
immediately. This approach contributed to the preservation 
of a significant amount of bone tissue and enabled rewiring, 
thereby restoring the rigid frame of the chest. Due to the unique 
admission process in Hospital 2, surgical debridement was 
performed a considerable time after the inflammatory process 

began. This delay resulted in substantial loss of sternal bone, 
necessitating reconstruction predominantly with muscle flaps. 
Unfortunately, the infection recurrence rate in these cases was 
quite high, consistent with findings from other researchers 
[24]. Therefore, differentiated surgical management in DSWI 
treatment involves performing surgical debridement as early as 
possible. In Hospital 1, NPWT was used only as a short-term 
preparatory phase for reconstruction. Depending on the extent 
of bone destruction, a choice was made between rewiring and 
flap reconstruction. Immediate or early sternal reconstructions 
are preferable to delayed or late reconstructions [34,35]. In our 
studies, this is supported by the low 30-day mortality rate and 
shorter inpatient treatment duration. A reduction in infection 
recurrence rates following rewiring can be achieved by more 
rigorous patient selection.

However, this study has a number of limitations, including its 
retrospective nature and the relatively small sample size in Hospital 
2, which may reduce the reliability of the conclusions drawn.
Conclusion.

As a life-threatening complication in cardiac surgery, DSWI 
underscores the need for a clear treatment algorithm. Timely 
and thorough surgical debridement is the cornerstone of this 
sequela treatment. However, without a reconstructive phase, 
the treatment process cannot be effectively completed. Different 
methods of reconstruction in DSWI each have their advantages, 
disadvantages, and optimal conditions for application. All of 
these factors should be considered carefully when planning 
treatment strategies.

Figure 3. The microorganisms cultured from patients with deep sternal wound infection.
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Введение.
Послеоперационный стерномедиастинит (deep sternal 

wound infection – DSWI) представляет собой грозное 
осложнение для жизни. Целью данного исследования 
стала оценка подходов к хирургическому лечению DSWI 
и обоснование лечебного алгоритма в зависимости от 
характера и распространенности патологического процесса.

Методы.
Был проведен ретроспективный анализ результатов 

лечения 70 пациентов с DSWI, проходивших лечение в двух 
клинических центрах одного региона. Лечение пациентов 
госпиталя №1 (20 пациентов) проходило по следующей 
схеме: хирургическая обработка с удалением визуально 
нежизнеспособных мягких тканей и костных структур, 
удаление проволочных фиксаторов, широкое раскрытие 
переднего средостения. Через сутки выполнялась 
ревизия раны и установка системы для лечения ран 
отрицательным давлением (negative pressure wound therapy 
– NPWT). В госпитале №2 преобладала продолжительность 
заболевания до обращения за медицинской помощью, 
первичная хирургическая обработка и реконструкция 
грудины выполнялись одновременно, чаще всего с 
использованием лоскута большой грудной мышцы. 
Изучена продолжительность стационарного лечения 
пациентов, 30-дневная и 1-годичная летальность, а также 
частота рецидивов инфекции.

Результаты.
Частота возникновения DSWI после операции на сердце 

составила 1,5%. Наиболее частым возбудителем стал 
Staphylococcus spp. Продолжительность заболевания до 
обращения за медицинской помощью в госпитале №1 
составила 1 день [МКИ: 1–2] в сравнении с 13 днями 
[МКИ: 8–24] в госпитале №2. Таким образом, у пациентов 
в госпитале №2 чаще наблюдались значительные дефекты 
грудины после хирургической обработки, что требовало 
реконструктивной операции с использованием лоскута. 
В госпитале №1 своевременная хирургическая обработка 
позволила сохранить значительное количество костной 
ткани, а использование NPWT способствовало адекватному 
контролю острого воспаления. Реконструкция грудины 
в основном включала проволочную фиксацию с целью 
повышения стабильности грудной клетки. Средняя 
продолжительность стационарного лечения составила 25 
дней [МКИ: 16–30] в госпитале №1 и 22 дня [МКИ: 16–
29] в госпитале №2. Показатели 30-дневной летальности 
составили 5% в госпитале №1 и 6% в госпитале №2, 
а показатели 1-годичной летальности – 10,5% и 4,3% 
соответственно. Частота рецидивов инфекции составила 
15% в госпитале №1 и 24% в госпитале №2.

Выводы.
Своевременная и полноценная хирургическая обработка 

имеет решающее значение при лечении DSWI. Достаточное 
количество костной ткани позволяет провести проволочную 
фиксацию грудины. Реконструкция лоскутом эффективна в 
случаях обширного разрушения костной ткани.

Ключевые слова: Послеоперационный 
стерномедиастинит, Остеомиелит, Реконструкция грудины, 
Лечение ран отрицательным давлением.
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აბსტრაქტი.
ფონი.
გულმკერდის ღრმა ჭრილობის ინფექცია (DSWI) 

არის სიცოცხლისათვის საშიში გართულება გულის 
ოპერაციის შემდეგ. ეს კვლევა მიზნად ისახავდა DSWI-ს 
ქირურგიული მკურნალობის სხვადასხვა მიდგომის 
შეფასებას.

მეთოდები.
ჩვენ რეტროსპექტულად გავაანალიზეთ 70 DSWI 

პაციენტის მკურნალობის შედეგები, რომლებიც 
მკურნალობდნენ იმავე რეგიონის ორ საავადმყოფოში. 
ჰოსპიტალმა 1-მა მიიღო პაციენტები გართულებების 
დაწყებიდან მალევე, გამოიყენეს ქირურგიული 
დებრიდმენტი, რომელიც დამატებული იყო უარყოფითი 
წნევის ჭრილობის თერაპიით (NPWT) და ხელახალი 
გაყვანილობა, ძირითადად, სტერნის ჭრილობის 
დასახურავად. მე-2 საავადმყოფოში პაციენტებს 

განუვითარდათ დაგვიანებული ჰოსპიტალიზაცია და 
ჩაუტარდათ ერთდროული ქირურგიული მკურნალობა 
და რეკონსტრუქცია, ყველაზე ხშირად იყენებდნენ 
გულმკერდის ძირითადი ფლაპის რეკონსტრუქციას. 
შეფასებული იყო ჰოსპიტალიზაციის ხანგრძლივობა, 
30-დღიანი და 1-წლიანი სიკვდილიანობის მაჩვენებელი 
და ინფექციის რეციდივი.

შედეგები.
DSWI-ის სიხშირე გულის ოპერაციის შემდეგ 

იყო 1.5%. Staphylococcus spp. იყო ყველაზე ხშირად 
იზოლირებული პათოგენი. მედიანური მკურნალობის 
შეფერხება საავადმყოფოში 1-ში პაციენტებისთვის 
იყო 1 დღე [IQR: 1-2], შედარებით 13 დღე [IQR: 8-24] 2 
საავადმყოფოში. საჭიროებს ფლაპის რეკონსტრუქციას. 
საავადმყოფო 1-ში, ოპერატიულმა ქირურგიულმა 
ჩარევამ შესაძლებელი გახადა მკერდის ძვლის 
მნიშვნელოვანი ნაწილის შენარჩუნება, ხოლო NPWT 
ხელს უწყობს მწვავე ანთების სწრაფ კონტროლს. 
მკერდის რეკონსტრუქცია ძირითადად მოიცავდა 
ხელახლა გაყვანილობას, რამაც აღადგინა გულმკერდის 
სტაბილურობა. ჰოსპიტალიზაციის საშუალო 
ხანგრძლივობა იყო 25 დღე [IQR: 16-30] საავადმყოფო 
1-ში და 22 დღე [IQR: 16-29] მე-2 საავადმყოფოში. 
30-დღიანი სიკვდილიანობის მაჩვენებელი იყო 5% 
1 საავადმყოფოში და 6% საავადმყოფო 2-ში. 1 წლის 
სიკვდილიანობა 10.5% და 4.3% შესაბამისად. ინფექციის 
რეციდივების სიხშირე იყო 15% საავადმყოფოში 1 და 
24% საავადმყოფოში 2.

დასკვნები.
ქირურგიული მოცილების დრო გადამწყვეტია 

DSWI-ს მართვისთვის. როდესაც საკმარისია 
სტერნის ქსოვილი შენარჩუნებული, ხელახალი 
გაყვანილობა სიცოცხლისუნარიანი ვარიანტია. ფლაპის 
რეკონსტრუქცია ეფექტურია, განსაკუთრებით იმ 
შემთხვევებში, რომლებიც მოიცავს ძვლის ფართო 
განადგურებას.
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