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MNPEXXUBAEMOCT U MPOTHOCTUYHU MAKTOPU NMPU XUPYPTMYHO AEYEHUE HA
MEAVWACTUHUT — EAHOLUEHTPOBO KAMHUYHO NMPOYYBAHE [BULGARIAN]

PE3HOME

MeguacmuHumbm e mexko u nomeHuyuanHo kuBomo3zacmpawaBawo cocmosiHue ¢ Bucoka
CMbpmHoOCcm, npu koemo xupypz2uyHomo AeuveHue uz2pae kalouoBa poasa 3a u3xoga om
3abonsBaHemo. Hacmosawomo egHoueHmMpoBo kauHUYHO npoyuBaHe uma 3a UeA ga OueHu
npexkuBsemocmma u ga ugeHmuduuupa npo2HocmuyHume d¢akmopu npu nayueHmu c
meguacmuHum, AekyBaHu xupypauuyHo. YcmaHoBeHo e, ue no—Huckama npekuBsemocm e
cBvp3aHa c no—Bucoku mapkepu Ha Bb3naneHue, a no—az2pecuBHumMe xupypauyHu Memogu ce
acouuupam c¢ no—gobpu kauHuuyHu pe3yamamu. ToBa noguepmaBa 3HauyeHuemo Ha
HaBpeMeHHama gua2Ho3a u uHguBugyaau3upaHus mepaneBmuueH nogxog 3a nogobpsiBaHe Ha
npe)kuBsemocmma npu nayueHmu ¢ MeguacmuHum.

KARQYOBU AYMUA
mMeguacmuHum, npexkuBsemocm, omeHmonaacmuka

BbBEAEHUE

MeguacmuHumbm npegcmaBanaBa egHo om Hal-mexkkume u nomeHuuanHo >kuBomo3acm-
pawaBawu uHdpekuuo3Hu ycAOKHEHUSS HA MEgUAaCMuUHyMa — aHamMOMUYHO npocmpaHcmBo,
pa3nonokeHo B 2pbgHus kow mekgy gBama 6eau gpoba. (1,2) Hal — uecmo ce pa3BuBa caeg
kapguomopakaaHa xupypausi, u3BbpweHu Ype3 MeguaHHa cmepHomomus. (3) Apyau emuono-
2UYHU NpUYUHU Mo2am ga Bbgam cBop3aHu ¢ ycaoXkHeHue Ha uHdekuyuu B opodapuHzeanHama
u uepBukanHama obaacm, caneg mpaBma, npu nepdopayusa Ha XpaHonpoBoga, XxeMamOo2eHHO
pa3npocmpaHeH UAU om cbcegHo uHdekyuo3Ho ozHUWE (65A gpo6, naeBpu u gp.).
Yecmomama Ha nocmcmepHOMOMHUss MeguacmuHum Bapupa B8 pa3auuHume nyb6aukauuu
meXgy 0,5% u 5%, Ho kauHuuHOmMO My 3HaueHue ocmaBa u3kalouumeaHo Bucoko. (4,5)
PazBumuemo Ha MeguacmuHum ce acouuupa ¢ Bucok npoueHm Ha MopbugHocm u Bogu go
Heobxogumocm om NoBmopHU XupypauuyHu uHMepBeHuuu, NPogbAKUMEAHO aHMUBUOMUUHO
AeYeHue u uHmeH3uBHo HabalogeHue, koemo 3HauumenHo yBeauuyaBa 3gpaBHume pa3xogu u
HamoBapBaHemo Ha 6oAHUYHUME cmpykmypu. (6)

Xupyp2u4yHomo AeUeHUe npembpnsa 3HauumenHa eBoaloyusi npe3 nocAegHUME gecemuaemus.
MopBoHauanHUMe nogxogu, ocHoBaHu Ha omkpum gpeHa)k u NnoBmopHU xupypa2uyHu peBu3suu,
NOCMENEHHO 65iXa gONbAHEHU U 3aMeHeHuU om no-azpecuBHu u pekoHcmpykmuBHu
cmpameauu, BkalouBawu Bakyym-acucmupaHa mepanuss u u3noa3BaHe Ha gobpe
Backynapu3upaHu mokaHu. (7—9)

Cpeg pekoHcmpykmuBHume m™Memogu ocobeHo Msacmo 3aema oMeHmonAacmukama.
brazogapeHue Ha 6o2zamama Backyaapu3auyusa u u3zpa3zeHume uMyHOAO2UuHU cBolcmBa Ha
omeHmyMa ce ocuzypsBa edekmuBeH koHmpon Ha uHdekuusma u cmabunHo
Bv3cmaHoBsaBaHe Ha MeguacmuHaAHUMe cmpykmypu. AAmepHamuBHu nogxogu BkalouBam
ugnon3BaHemo Ha MyckyAaHu Aamba, kakmo u koMBuHuUpaHU Xupyp2uuyHU cmpamezauu npu
nauyueHmu ¢ mexkko u ycaoXkHeHo npomuuaHe. (9—11)

Auncama Ha eguHeH an20pumbubM 3a AedveHue Bogu go 3abaBsHe B nocmaBsHemo Ha
guaz2Ho3ama U npuAaz2aHe Ha pa3Au4HU mepaneBmuuHu Memogu c Bapupawa ycneBaemocm.
AHanuzbm Ha kAuHUUHUME pe3yamamu u npekuBsemMocmma npu pa3AUUYHU XUupypa2u4Hu
nogxogu uma cvbwecmBeHO 3HaueHUue 3a OnNMuUMU3UpaHe Ha AeuebHUmMeE cmpameauu.
Hacmosiwusm aHaAu3 uma 3a UeA ga OUEHU Xupyp2uyHume Memogu 3a AeUYEHUe Ha
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MeguacmuHum u msaxHomo BausiHue Bbpxy knuHUYUHUME pe3yamamu u npeXkuBsemocmma Ha
nayueHmume, AekyBaHu B cneyuaauzupaH kapguoxupypauyeH ueHmbvp.

MATEPUAA N METOAU

3anepuoga 02.2013 2. go 11.2024 2. e npoBegeHo ambucnekmuBHo kauHukoenugeMuoAo2UUYHO
npoy4BaHe, 06xBawaw,o 51 yuacmHuka c guazHo3a nocmcmepHOMOMeH MeguacmuHum, om
koumo 27 (52,9%) MuXe u 24 (47,1%) >keHu. Mpu Bcuuku nauueHmMu e Buna uzBopweHa
kapguoxupypauuHa onepauyus B8 ycaoBuama Ha ekcmpakopnopanHo kpvBoobpaweHue.
CpegHama Bv3pacm Ha u3zcaegBaHus koHmuHzeHm e 63,29+9,71 20guHu B uHmepBana meXkgy
39 u 82 2. AaHHuUmMe ca BvBegeHu u obpabomeHu cbc cmamucmuyeckume nakemu IBM SPSS
Statistics 27.0. u MedCalc Version 23.4.5. 3a ¢duzypume e u3znoa3BaH u Excel Ha Microsoft
Office 2021.3a HuBo Ha 3Hayumocm, npu koemo ce omxBuvpaa HyaneBama xunome3a, 6e
npuemo p<0,05.

MN3noA3BaHu ca cmaHgapmHu Memogu Ha u3caegBaHusa kamo memog Ha KanaaH — Maliep, He-
napamempuuyHu mecmoBe Ha Koamoz2opoB-CMupHoB u LLlanupo-Yunk, Kokc pezpecus u gpyau.
Cnopeg muna Ha onepauyusma nauueHmume ce pa3geasm Ha 4 zpynu (Quaypa 1). Mo
omHoweHue Buga Ha AeyeHUEMO Ha MeguacmuHuma nayueHmume ce geasm Ha 5 2pynu
(Quaypa 2).

AaHHU 3a npekuBsemocmma uma 3a 47 (92,2%) om o06wo 51 nauueHmu, kamo
npe)kuBsemocmma e aHaAu3upaHa no Memoga Ha KanaaH-Mauep.

PE3YATATU

Bv3pacmoBomo pa3npegeneHue Ha nayueHmume noka3Ba npeobaagaBaHe B 2pynama 60-69
2. npu MbXe u50-59 2., 60-69 2. npu keHu.

Cnopeg muna Ha onepauusima (Quaypa 1) cbc cuzHupukaHmHO Hall-20AIM OMHOCUMEAEH gsiA
(68,6%) e kopoHapHusm mun, caegBaH om koMbuHupaHus (23,5%). Cbc cmamucmuuecku
gocmoBepHo Hal-manku npoueHmu ca kaaneH (5,9%) u aopmeH (2,0%) mun.

2;3;5,9% 3;1,2,0%

1; 35:68,6%

B KopoHapeH M KnaneH W AopTHaxupyprua B KoMbuHupaH

Queypa 1: PagnpegeeHue no mun kapguoxupypauyHa uHmepBeHyus
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Mo omHoweHue Buga Ha AeueHUemMoO Ha MeguacmuHuma (Quaypa 2), 2pynume cbC cugHUuU-
kaHmHO no-z2oAeMu omHocumeAHu ganoBe ca omeHmonaacmuka u koHcepBamuBHo/gpeHark
(cobomBemHo 51,0% u 33,3%). Cbc cmamucmuuecku gocmoBepHo no-manku npoueHmu ca
MyckyAHO Aambo (9,8%), kombuHupaHo (3,9%) u VAC (2,0%).

4;2; 3,9%

MyckynHo
namb6o5; 9

B VAC mOwmeHTONNactMka M MyckynHo namb6o B KomM6buHmpaHo B KoHcepBaTUBHO/ gpeHax

Quaypa 2: PagnpegeeHue Ha nayueHmume no Bug AeueHue

Hal-uecmusm npudyuHumeA Ha MeguacmuHum ca lpam (+) 6akmepuu — MSSA (45,1%),
caegBaH om S. Epidermidis (13,7%) u MRSA (9,8%). Mo — pagko ycmaHoBeHu namozeHu ca E.
faecalis, A. baumannii, S. marcescens, K. pneumoniae u gp. NMoaoXkumeaHa xeMokyamypa ce
ycmaHoBsaB8a npu 25,5% om nauueHmume.

CpegHomo Bpeme Ha npocaegsaBaHe Ha nauueHmume, BkaloueHu B npoyuBaHemo, e
11,57+18,57 meceua B uHmepBanaom 1go 72, a cpegHama obwa npexkuBsemocm e 43,32+5,33
meceua npu 95% AW om 32,88 go 53,77 meceua.

Tabauua 1 npegcmabBasBa mabauua Ha npeXkuBssemocmma, u3yucAeHa no Memoga Ha KanaaH-
Matep. NMo-xapakmepHume MOMeHMU OM Hes ca CAegHUME:

. Om 47 nauueHmu 18 (38,3%) ca ek3umupanu om u3zcaegBaHomo 3a6oaaBaHe;

. Hal-2o0AsiMa cMbpmHocm ce HabalogaBa npe3 nopBus mMeceu - 7 cAyyas UAU
38,9% om obwus 6pol Ha ekzumupanume 3a Bpememo Ha npocaegsiBaHemo 18 nauueHmu;

. Bmopo Macmo no cMmbpmHocm 3aemMa Bmopus meceu, — 6 cayyas uau 33,3% om
ek3umupanume;

. MNpe3 mpemusi Mecey, ca ce cAyvuau 3 (16,7%) om ek3umycume, a npe3
yemBvbpmus u wecmus Meceu, — ocmaHaAume gBa (11,1%);

. EgHomeceuHama npekuBsemocm e 851%, gBymeceuHama — 72,3%,
mpumeceyHama — 651%, a wecmMmeceyHama, egHoz2oguwHama, gBy-, mpu- u
wecmaoguwHama — 59,0%;

o MakcumanHama pezucmpupaHa npeXkuBsemocm e 6una 72 meceua (6 2oguHul).
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Tabauua 1: Tabauua Ha obwama npe>kuBsemocm no KanaaH-Maliep
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Bpeme | KymynamuBHa | bpoul ggl\;g/\amuBeH Bpou Bpou
(Mec.) | BepossmHocm ekzumupanu ekgumupanu npekocHaAu | ocmaBawu
0 1,000 0 0 0 47

1 0,851 7 7 0 40

2 0,723 6 13 3 31

3 0,651 3 16 3 25

4 0,625 1 17 4 20

5 0,625 0 17 2 18

6 0,590 1 18 2 15
12 0,590 0 18 4 11
36 0,590 0 18 8 3

72 0,590 0 18 3 0

Om gaHHume ce u3uyucasBa kymyaamuBHa BepoamHocm 3a ekgumupaHe, kamo Hal — Bucok e
puckem npe3 nbpBume mpu Meceua, a cAeg wecmus Mecey ocmaBa Ha nocmosiHHO HUBo —
41%. (Quaypa 3).

KymynatueeH pyck

06

05

04

0,3

0,2

01

oo

1 Survival Function
— Censored

0 6 12 18

24 30 36

Bpeme (meceumw)

Queypa 3: OyHkyus Ha pucka 3a ek3umupaHe

48 54 60

72

YcmaHoBeHa 6e crmamucmuvecku 3HauumMa 3aBucumocm mekgy 6posi Ha AeBkouumume u
npekuBsemocmma Ha nayueHmume. MNauueHmume c nocmonepamuBHU cmolHOCMU Ha

DOI:10.5281/zenodo.19564716


https://bgss.eu/

CM. XUPYPIuA1 - ). SURGERY 1'2026

Vol.90 Issuel Online ISSN: 3033-151X, Print ISSN: 0450-2167 https:/bgss.eu/

neBkouumume = 24,55 G/I nokagBam 3HauumenHo no-Hucka npe)kuBsemocm. lMpu msx
npexkuBsemocmma HamansiBa no-6vp30, B no-2o0AaMa cmeneH u npukalouBa 3HauuMeEAHoO no-
paHo B cpaBHeHue c nayueHmume ¢ no-Hucku AeBkouumHu cmotiHocmu, kamo kpalHama
pa3auka gocmuza npubauzumenHo 50%. (Quaypa 4)

INeBKOUWNTU NOCT-
onepaTuMeHoO >=
24,55 Gl

—THe

1 fa
08 e r T T A He-censaored
—— Ha-censored

10

06

o4

KymynatueHa mpexxesemMocT

02

0o

0 6 12 18 24 30 36 42 48 54 60 66 72
Bpeme (meceum)

Queypa 4: 06wa npexkuBsemocm cnopeg pakmopa nocmonepamuBHu AeBkoyumu

B 3aBucumocm om u3bpaHusi AeuebeH nogxog ce ycmaHoBsB8a no-Hucka npexkuBsemocm npu
nayueHmume, AekyBaHu koHcepBamuBHo (gpeHakHo neueHue), B cpaBHeHue c me3y,
nognokeHu Ha oMeHmonAacmuka, kamo pa3aukama e npubauzumenHo 20 meceua. Puckem om
AEmManeH u3xog npu nauueHmume ¢ koHcepBamuBHo/gpeHaXkHO AeueHUE Ha MeguacmMuHUMa
HapacmBa 3HauumeAHo no-6bp30 U gocmuza npubAauzumenHo ¢ 40% no-Bucoku cmolHocmu
B cpaBHeHue c ocmaHaaume nauueHmu. ( Quaypa 5).

Bua nevyeHue Ha
MeauacTUHWTA

— T OmMeHTONNACTHKE
—TKoHcepeaTMBHO/QpeHa
OmeHTOnnacTHka-censored

08 | | KoHcepeaTuBHO/ApeHaK-
censored

10

06

04

KymynamieeH puck

02

00 =

0 6 12 18 24 30 36 42 48 54 60 66 T2

Bpeme (meceun)

Quaypa 5: OyHkyuu Ha pucka 3a ek3umupaHe cnopeg pakmopa Bug AeyeHue Ha MeguacmuHuma
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3AKAHOUYEHUE

B obobweHue, pesyaAmamume nogkpenam 3HaueHuemo kakmo Ha paHHume AabopamopHu
noka3zameau, maka u Ha u3bopa Ha AeyebHa cmpamezus 3a npoz2HO3ama Ha nayueHmume.
Bucokusm nocmonepamuBeH 6pou AeBkouumu u koHcepBamuBHomo AeveHue ce acoyuupam
C no-HebaazonpusmHa npekuBsemocm, koemo Hanaza uHguBugyaau3upaH nogxog, paHHa
cmpamudukauyus Ha pucka u npegnoyumaHe Ha no-azpecuBHuU Xupypa2uyHuU Memogu npu
nogxogsauw,u nauueHmu.

EmuuHa gekaapauusi: [loAyuyeHO e nucMeHO UHDOpPMUpPaHO Cb2AacCUe Om nauyueHma 3a
nybaukyBaHe.

KoHdaukm Ha uHmepecu: ABmopume geknapupam Aunca Ha koHpAukm Ha uHmMepecu.
QuHaHcupaHe: He e noayueHo BbHWHO puHaHCupaHe.

MpuHoc Ha aBmopume: Bcuuku aBmopu ca yyacmBaau B AeuyeHuemo Ha nauyueHma,
uzzomBaHemo Ha pvkonuca u ogobpeHuemo Ha okoHuameAHama Bepcus.
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SURVIVAL AND PROGNOSTIC FACTORS IN THE SURGICAL TREATMENT OF
MEDIASTINITIS — A SINGLE-CENTER CLINICAL STUDY [ENGLISH]

SUMMARY

Mediastinitisis a severe and potentially life-threatening condition with high mortality, in which
surgical treatment plays akey role in disease outcome. The present single-center clinical study
aims to evaluate survival and identify prognostic factors among patients with surgically
treated mediastinitis. Lower survival was associated with higher inflammatory markers,
whereas more aggressive surgical methods were associated with better clinical outcomes.
These findings highlight the importance of timely diagnosis and an individualized therapeutic
approach to improve survival in patients with mediastinitis.

KEYWORDS
mediastinitis, survival, omentoplasty

INTRODUCTION

Mediastinitis represents one of the most severe and potentially life-threatening infectious
complications of the mediastinum—an anatomical space located in the thoracic cavity
between the two lungs (1,2). It most commonly develops after cardiothoracic surgery
performed via median sternotomy (3). Other etiological causes include complications of
oropharyngeal and cervical infections, trauma, esophageal perforation, hematogenous spread,
or extension from adjacent infectious foci (lung, pleura, etc.).

The incidence of post-sternotomy mediastinitis varies in the literature between 0.5% and 5%,
but its clinical significance remains extremely high. (4,5). The development of mediastinitis is
associated with a high rate of morbidity and necessitates repeated surgical interventions,
prolonged antibiotic therapy, and intensive monitoring, significantly increasing healthcare
costs and hospital burden (6).

Surgical management has evolved substantially over recent decades. Initial approaches based
on open drainage and repeated surgical revisions have gradually been supplemented or
replaced by more aggressive and reconstructive strategies, including vacuum-assisted
therapy and the use of well-vascularized tissues (7—9).

Among reconstructive techniques, omentoplasty takes a special place. Owing to the
omentum's rich vascularization and pronounced immunological properties, effective infection
control and stable reconstruction of mediastinal structures can be achieved. Alternative
approaches include muscle flaps and combined surgical strategies in patients with severe and
complicated disease courses (9—11).

The lack of a unified treatment algorithm leads to delays in diagnosis and the application of
various therapeutic methods with variable success rates. Analysis of clinical outcomes and
survival associated with different surgical approaches is essential for optimizing treatment
strategies. The present study aims to evaluate surgical methods for treating mediastinitis and
theirimpact on clinical outcomes and patient survival at a specialized cardiac surgery center.

MATERIALS AND METHODS

During the period from February 2013 to November 2024, an ambispective clinical-
epidemiological study was conducted, including 51 patients diagnosed with post-sternotomy
mediastinitis, of whom 27 (52.9%) were men, and 24 (47.1%) were women. All patients had
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undergone cardiac surgery with the use of cardiopulmonary bypass. The mean age of the study
population was 63.29 + 9.71 years, ranging from 39 to 82 years.

Data were entered and analyzed using IBM SPSS Statistics 27.0 and MedCalc Version 23.4.5.
Microsoft Excel (Office 2021) was used for figure preparation. Statistical significance was
accepted at p < 0.05. Standard statistical methods were applied, including Kaplan—Meier
survival analysis, non-parametric Kolmogorov—Smirnov and Shapiro—Wilk tests, Cox
regression analysis, and others.

According to the type of cardiac surgery, patients were divided into four groups (Figure 1).
Based on the type of mediastinitis treatment, patients were divided into five groups (Figure 2).
Survival data were available for 47 (92.2%) of the 51 patients. The survival analysis was
performed by Kaplan-Meier's method.

RESULTS

Age distribution showed a predominance of patients aged 60—69 years among men and 50—
59 and 60—69 years among women.

By type of cardiac surgery, the coronary surgery group had a significantly higher proportion
(68.6%), followed by combined procedures (23.5%). The valve surgery (5.9%) and aortic

surgery (2.0%) groups had significantly lower proportions.
2;3,5,9% 3;1,2,0%

1; 35: 68,6%

valve
* surgery ® aortic surgery = combined

Figure 1: Distribution according to type of cardiac surgical intervention

Across treatment types, the omentoplasty and conservative/drainage groups showed signifi-
cantly higher proportions (51.0% and 33.3%, respectively). Statistically significantly lower pro-
portions were observed for muscle flap (9.8%), combined treatment (3.9%), and VAC therapy
(2.0%]).

4;2;3,9% _ conservative
17;33,3%

muscle flap  5)
9,8%

2, 26,51,

= VAC a omentoplasty a muscle flap
m combmned ®  conservative/ drainage

Figure 2: Distribution of patients according to treatment modality
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The most common causative agents of mediastinitis were Gram-positive bacteria—MSSA
(45.1%), followed by Staphylococcus epidermidis (13.7%) and MRSA (9.8%). Less frequently
identified pathogens included Enterococcus faecalis, Acinetobacter baumannii, Serratia
marcescens, Klebsiella pneumoniae, and others. Positive blood cultures were found in 25.5%
of patients.
The mean follow-up duration was 11.57 + 18.57 months (range 1—72 months), and the mean
overall survival was 43.32 + 5.33 months (95% Cl: 32.88—53.77 months).
Table 1 presents Kaplan—Meier survival estimates. Key findings include:
e Ofthe 47 patients, 18 (38.3%) died from the studied disease;
e The highest mortality occurred during the first month—7 cases (38.9% of all deaths);
e The second month accounted for 6 deaths (33.3%];
e Three deaths (16.7%) occurred during the third month, and the remaining two (11.1%)])
during the fourth and sixth months;
e One-month survival was 85.1%, two-month survival 72.3%, three-month survival
65.1%, and six-month, one-year, two-year, three-year, and six-year survival 59.0%;
e The maximum recorded survival was 72 months (6 years).

Table 1: Kaplan—Meier overall survival table

Time Cumulative Number of gﬁ::gleitive of E;r?ggferd of Number at
(Months) | probability deaths deaths cases risk
0 1,000 0 0 0 47
1 0,851 7 7 0 40
2 0,723 6 13 3 31
3 0,651 3 16 3 25
4 0,625 1 17 4 20
5 0,625 0 17 2 18
6 0,590 1 18 2 15
12 0,590 0 18 4 11
36 0,590 0 18 8 3
72 0,590 0 18 3 0

Based on these data, the cumulative probability of death was calculated, with the highest risk
observed during the first three months. After the sixth month, the risk plateaued at 41%
(Figure 3).
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Figure 3: Hazard function for mortality

A statistically significant association was found between leukocyte count and patient survival.
Patients with postoperative leukocyte levels = 24.55 G/L demonstrated significantly lower
survival. In this group, survival declined faster and to a greater extent, and ended significantly
earlier than in patients with lower leukocyte values, with a final difference of approximately
50% (Figure 4).
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Figure 4: Overall survival according to postoperative leukocyte count

Depending on the chosen treatment strategy, survival was lower in patients treated
conservatively (drainage therapy) than in those who underwent omentoplasty, with a
difference of approximately 20 months. The risk of death in patients receiving
conservative/drainage treatment increased significantly faster and reached approximately
40% higher values compared to other patients (Figure 5).
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Figure 5: Mortality hazard functions according to mediastinitis treatment modality

Discussion

Microorganisms involved in the pathogenesis of mediastinitis possess virulent factors that
promote invasion, tissue destruction, and persistence of infection. Biofilm formation on bone
and synthetic surfaces significantly hampers pathogen eradication and reduces the
effectiveness of antibiotic therapy. For this reason, surgical interventions constitute a
fundamental component of mediastinitis treatment.

Omentoplasty is an excellent option for treating mediastinitis, as the omentum provides richly
vascularized, immunologically active tissue capable of filling dead space. Its abundant blood
supply enhances local delivery ofimmunocompetent cells and systemically administered anti-
biotics and supports tissue regeneration. The lymphoid tissue and immunological properties of
the omentum facilitate the elimination of bacteria and cellular debris, which is particularly
valuable in persistent or complex infections, including those involving prosthetic material (12).
Analysis by treatment modality reveals a substantial advantage of surgical management with
omentoplasty compared to conservative (drainage) treatment. The significantly lower survival
in conservatively treated patients—by approximately 20 months—and the faster and more
pronounced increase in mortality risk (by about 40%) likely reflect insufficient control of the
infectious process with this approach.

The results demonstrate that postoperative leukocyte count is an important prognostic
indicator of survival. The significantly lower survival observed in patients with leukocyte levels
> 24.55 G/L suggests that an exaggerated inflammatory response in the early postoperative
period is associated with poorer outcomes. The approximately 50% difference in survival
highlights the clinical relevance of this marker and the need for early identification and
aggressive management of patients with elevated inflammatory markers.

The single-center design of the study limits the generalizability of the findings, as they reflect
the specific clinical practices and patient population of one medical center. This introduces a
potential risk of selection bias and reduced statistical power due to the relatively small sample
size.

The results are consistent with data published in the international literature. Global studies
confirm the prognostic significance of an intense systemic inflammatory response as an
unfavorable factor for survival. Numerous publications report improved infection control and
lower recurrence rates with the use of omentoplasty, particularly in severe and complicated
forms of mediastinitis
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CONCLUSION

In summary, the results support the importance of both early laboratory markers and
treatment strategy selection for patient prognosis. High postoperative leukocyte counts and
conservative treatment are associated with poorer survival, necessitating an individualized
approach, early risk stratification, and preference for more aggressive surgical methods in
appropriately selected patients.
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