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2Centro Hospitalar Tamega e Sousa EPE
3Centro Hospitalar de Vila Nova de Gaia Espinho EPE
4Centro Hospitalar de Sao Joao
5Centro Hospitalar de São João EPE

February 20, 2021

Abstract

Infective endocarditis still has significant morbimortality, despite diagnostic and therapeutic improvements. We describe a case

of a 67-year-old man with recurrent prosthetic aortic valve infective endocarditis complicated by massive local tissue damage,

making valve replacement unfeasible. Although rarely performed in this setting, heart transplantation was a needed salvage

strategy, highlighting the need to make bold decisions for complex clinical scenarios.
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Abstract

Infective endocarditis still has significant morbimortality, despite diagnostic and therapeutic improvements.
We describe a case of a 67-year-old man with recurrent prosthetic aortic valve infective endocarditis com-
plicated by massive local tissue damage, making valve replacement unfeasible. Although rarely performed
in this setting, heart transplantation was a needed salvage strategy, highlighting the need to make bold
decisions for complex clinical scenarios.
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Introduction

Infective endocarditis (IE) remains a devastating disease with high morbimortality rates.1,2 Hazardous de-
cisions are often necessary, underscoring the challenging management of these patients.1,2,3

We report a case of a 67-year-old male patient with recurrent prosthetic valve IE (PVIE), with massive local
tissue damage, making surgery unfeasible. Although rarely performed in this setting, heart transplant (HT)
was the only possibility, as a salvage strategy.

Case description

A 67-year-old man with aortic bioprosthesis, implanted in 2012 in the setting of native aortic valve (AoV)
IE, underwent a redo surgery - Bentall procedure with new AoV bioprothesis - after early PVIE in 2013. No
known risk factors or drug abuse.

In 2017, he was admitted to hospital with fever with one-week evolution-time. Physical examination was un-
remarkable except for fever and tachycardia. Blood analysis showed elevated systemic inflammatory markers.
He was hospitalized for further study. Transthoracic (TTE) and transesophageal echocardiography (TEE)
revealed the presence of thin filiform vegetations in the right coronary cusp, with no local complications. No
signs of systemic embolization. The diagnosis of PVIE was made and empiric antibiotic therapy was started,
later directed to methicillin-sensitive Staphylococcus aureus (SA) identified in blood cultures. The patient
remained febrile and developed complete atrio-ventricular (AV) block. A transvenous temporary pacema-
ker was implanted and TEE was repeated which disclosed a perivalvular abscess involving the anterior the
AoV ring (Figure 1A, B, C). Serial echocardiographic assessments showed abscess expansion involving the
entire prosthetic ring, pseudoaneurysm formation and mild paravalvular regurgitation (Figure 1D, E, F).
Cardiac computed tomography depicted the massive pseudoaneurysm of the aortic root (AoR) with bilateral
communication with the left ventricle (LV) (Figure 2).

The case was addressed in Heart Team: due to massive destruction of cardiac structures, he was ineligible
for AoV replacement and was proposed for HT. He recovered from AV block, with no signs of heart failure
or systemic embolization. Repeated sets of blood cultures were sterile after 6 weeks of antibiotic therapy. He
was discharged home while on waiting list for HT. Serial echocardiograms were performed, which depicted
preserved LV function, mild aortic regurgitation and the AoR pseudoaneurysm with similar features over
time. After eight months of outpatient follow-up, he was successfully transplanted and had an uneventful
postoperative course. Despite the dreadful presentation, he remains asymptomatic 3 years after HT.

Discussion

IE remains a deadly disease imposing significant management challenges.1,2 Its epidemiologic profile has
changed with an increasing incidence of SA and the generalized implantation of prosthetic material, condi-
tions often associated with complicated clinical course.3
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. In our case, SA was the isolated pathogen, proving its aggressive profile with the development of multi-
ple perivalvular complications such as abscess formation, fistulation, pseudoaneurysm and AV conduction
disturbances. Interestingly, septic embolization, which is a common finding in SA IE, was not documented.

Ideal surgical timing is a rather controversial issue due to the risks related to undergoing surgery with an
on-going infectious process.3 HT is the utmost controversial topic, due to the need for immunossupression.4,5

Although guidelines support its use in extreme cases, there is little experience on the field and recommen-
dations are scarce, being rarely performed in IE.1,4,5

The patient had recurrent PVIE with major cardiac tissue destruction, making surgery unfeasible. A multidis-
ciplinary approach was essential, considering the high-risk strategy proposed. HT was life-saving, performed
after a surprisingly uneventful course of 8 waiting months, despite severe cardiac an vascular damage.

This interesting course of events and post-transplant favorable evolution highlights the need to carefully
select patients for HT as donor shortage is common, imposing long waiting timing for high-risk patients
process.5 In the case reported, the apparently resolved systemic infectious process reflected by normalization
of inflammatory markers and sterilization of blood cultures probably played a role in favorable post-surgical
clinical evolution.

In conclusion, IE is a defying disease associated with potentially fatal complications. This case illustrates the
paradigm of a massive perivalvular destruction in IE deemed as “untreatable”. HT in this setting highlights
the need to make bold decisions in challenging clinical scenarios in order to avoid fatal outcomes.
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