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Abstract

A 58-year old woman with an endocarditis of the
aortic valve developed an acute anterior STEMI.
Manual thrombus aspiration yields an embolus with a
coccoid bacterium. The patient underwent immediate
surgery with an aortic bioprosthesis and a coronary
artery bypass graft (CABG) with a saphenous vein to
the distal LAD.
Keywords:  Infective  endocarditis;  Coronary
embolism; Acute myocardial infarction; Coronary

catheterization
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Abbreviations

CAG = coronary angiography

ECG = electrocardiogram

ESC = european society of cardiology

LAD = left anterior descending artery
STEMI = ST-Elevation Myocardiallnfarction
TEE = trans esophageal echocardiography

Case

A 58-year-old woman, without any medical history of
cardiovascular risk factors or other comorbidities was
admitted for shortness of breath and fever since several

days. A temperature of 39 degrees Celsius was
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measured. Cardiovascular examination revealed a high
pulse pressure, and a mid-diastolic murmur at second
intercostal  space  right.  Trans  esophageal
echocardiography (TEE) confirmed severe aortic
regurgitation due to a large vegetation (length 30 mm)
attached to the left coronary cusp of the aortic valve

(Figure 1).

Coronary angiography (CAG) as routine work-up for

valve surgery did not show significant coronary artery
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disease. The patient was treated with broad spectrum
antibiotics and was planned for urgent surgery,
however, the evening before surgery she developed
acute chest pain and ECG recording showed an acute

anterior ST-Elevation Myocardial Infarction.

Emergent CAG demonstrated an acute occlusion of the
mid left anterior descending artery (LAD) (Figure 2).
Manual thrombus aspiration yields a large embolus
(Figure 3).
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Figure 1: Trans Esophageal Echocardiography

Trans esophageal echocardiography. Mid-esophageal long-axis view showing a destructive aortic valve with a large

vegetation on the left coronary cusp (white arrowhead).
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Figure 2: Acute Coronary Angiography

(A) Acute coronary angiography showing an occlusion of the mid left anterior descending artery (LAD) (white
arrowhead). (B and C) The thrombus aspiration catheter is shown and after successful aspiration dilatation with a

balloon was performed. (D) Restoration of blood flow in the LAD is visible after thrombosuction.

Figure 3: Thrombus Aspiration Catheter
Thrombus aspiration catheter showing a large embolus, after successful manual thrombus aspiration (white

arrowhead).
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Blood cultures were positive for enterococcus faecium.
Pathologic anatomic investigation of the embolus
revealed a coccoid bacterium. The patient underwent
immediate surgery. An aortic bioprosthesis and, as
precaution, a venous graft to the distal LAD were
placed. The patient was treated with VVancomycin for 6
weeks and had an uneventful recovery afterwards. We
believe that this combined approach prevented serious

complications.

Discussion

Infective endocarditis refers to infection of the
endocardial surface of the heart; it usually refers to
infection of one or more heart valves or infection of an
intracardiac  device. Risk factors for infective
endocarditis include cardiac factors (history of prior
infective endocarditis, presence of a prosthetic valve or
cardiac device, or history of valvular or congenital
heart disease and noncardiac factors (intravenous drug
use, indwelling intravenous catheter,
immunosuppression, or a recent dental or surgical
procedure). The clinical manifestations of infective
endocarditis are highly variable. Infective endocarditis
may present as an acute, rapidly progressive infection
or as a subacute or chronic disease with low- grade
fever and nonspecific symptoms. Fever is the most
common symptom of infective endocarditis (up to 90
percent of cases), it is often associated with chills,
anorexia, and weight loss. Cardiac murmurs are
observed in approximately 85 percent of patients.
Supportive signs include cutaneous manifestations

such as petechiae or splinter hemorrhages.

Infective endocarditis is associated with a broad array
of systemic complications; these include cardiac and
neurologic complications, septic emboli, metastatic

infection, and systemic immune reactions. Clinical
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manifestations reflecting these complications may be
present at the time of initial presentation and/or may

develop subsequently [1].

The risk of embolization declines after institution of
appropriate antimicrobial therapy, and serious embolic
events weeks after such therapy is instituted are rare
[2]. In patients with left-sided infective endocarditis
receiving appropriate therapy, the incidence of stroke
has been decreased from 4.8 to 1.7 per 1000 patient
days between the first and second week of therapy [3].
However, vegetation size >10 mm and severe mobility
of the vegetation are predictors of new embolic events,
even after adjustment for pathogen type, and
vegetation size >15 mm is a predictor of one-year
mortality [4].

In the past there have been several cases of acute
myocardial infarction by septic embolization in
endocarditis. To the best of our knowledge this case is
the first in which thrombus aspiration was combined
with a CABG for revascularization of the coronary
artery. Three cases were reported where thrombus
aspiration was used to restore blood flow. In two of
them this was sufficient and the patient recovered well
[5,6]. In the other one, thrombus aspiration was not
successful and percutaneous coronary intervention
(PCI) by balloon angioplasty and stenting was
insufficient to improve blood flow [7]. CABG (in
combination with valve surgery) was described two
times before in case of myocardial infarction by septic
embolization [8,9]. In the first case patient recovered
uneventful, however, it was unclear which vessel was
used for grafting the LAD [8]. In the second one the
final outcome was not described, and a saphenous vein
was used for grafting the left circumflex artery [9].

The left internal mammary artery (LIMA) is generally
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considered as the first choice for grafting to the LAD,

while the saphenous vein is chosen as a supplementary

graft given its ease of use [10]. In this case a

saphenous vein was used because of the high risk of

graft failure by competitive flow.
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