Necrotizing chest wall infection with extension into breast tissue following minimally invasive direct coronary

Background

Minimally invasive coronary artery bypass grafting is
an effective way of addressing multi-vessel cardiac
disease while avoiding a sternotomy, with rates of post
operative Infection as low as 0.3% [1]. However,
patients with uncontrolled diabetes are at elevated
risk of developing necrotizing infections [2] and the
impact, if any, when combined with relative tissue
Ischemia after a left internal mammary artery harvest
IS unknown.
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Case Presentation

60 year-old female with Hemoglobin A1c 11.3%, found to have 3
vessel coronary artery disease with significant proximal left
anterior descending artery stenosis and severe right circumflex
artery in-stent restenosis with chronic total occlusion,
underwent uneventful minimally invasive direct coronary artery
bypass of the left internal mammary artery to the left anterior
descending artery. She was discharged on post operative day 3
and readmitted on post operative day 27 with fever, chills, and
purulent discharge from her anterior thoracotomy incision. She
was hypotensive, with leukocytosis, hyponatremia, and
hyperglycemia to 453 mg/dL. CT scan revealed a 12 x 2.8 cm
abscess extending from the chest wall into the breast tissue.
She underwent percutaneous drainage with Interventional
radiology and demonstrated improvement but continued to have
copious purulent discharge and worsening erythema and skin
necrosis. She was taken for debridement of the breast and chest
wall on hospital day 3. This revealed an extensive cavity
extending from the intercostal space of her thoracotomy through
the breast tissue up to the nipple. After debridement her
leukocytosis resolved, and hyperglycemia was controlled. She
was managed with wet-to-dry dressing changes and transitioned
to negative pressure wound therapy with long term intravenous
antibiotic therapy. She was discharged home on hospital day
10 with outpatient negative pressure wound therapy.
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