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Infective sub-acute endocarditis

Extreme rocking motion of an
infected aortic bioprosthesis
Stéphane Noble, Aude Maillefer, Mustafa Cikirikcioglu
Cardiology Division, University Hospital of Geneva, Switzerland

You can find a video file on

Case report

Discussion

A 66-year-old man underwent aortic valve replace-

Paravalvular leak (PVL) post valvular surgery is the

ment (AVR) for severe aortic regurgitation in 2003.

most common cause of nonstructural dysfunction of

Macroscopic inspection at the time of surgery re-

prosthetic heart valves [1]. Beyond the early postop-

vealed a few old, healed vegetations on the non- and

erative period, PVL is secondary to suture dehiscence

right-coronary cusps. Nine years later a second AVR

or endocarditis [2, 3]. In our case, despite suggestive

(27-mm Trifecta bioprosthesis) was performed be-

blood tests and conduction disturbances on the ini-

cause of severe, symptomatic, transvalvular aortic

tial ECG, the diagnosis of endocarditis was over-

regurgitation. Transthoracic echocardiography (TTE)

looked. Importantly new conduction disturbances

at discharge and at 3 months showed a well-function-

such as first-degree AV block in the presence of an

ing bioprosthesis with normal left ventricular ejec-

aortic prosthetic valve should have raised the suspi-

tion fraction (LVEF).

cion of a perivalvular abscess, since the abscess can

At six months, complaining of acute onset of leg pain

extend into the adjacent conduction tissues and

in his left thigh, the patient was referred by his angio

cause heart block. Rapid echocardiographic assess-

logist for popliteal artery thrombosis and admitted

ment could have helped in the diagnostic process in

directly to a medical ward at 5 pm the same evening.

the context of peripheral artery occlusion, especially

Upon admission he had no symptoms of heart failure

in the absence of atrial fibrillation. Indeed, other

and was not complaining of chest pain. Vital sign as-

than congestive heart failure, septic arterial emboli-

sessment showed no fever, heart rate was 85 bpm and

sation and its sequelae are the most common compli-

blood pressure 110/60 mm Hg. The blood tests at ad-

cations of endocarditis [4]. Septic embolisms are di-

mission revealed high BNP at 3281 ng/l, elevated CRP

agnosed in at least 30% of patients referred for valve

(71 mg/l) and leucocytosis (14.1 G/l), but no reparti-

replacement in the presence of endocarditis and ap-

tion was ordered. The ECG at admission showed

proximately one third of the embolic events are in

conduction disturbances (fig. 1) including a very long

the peripheral vasculature, as was the case for our pa-

first-degree atrioventricular block (460 ms), most

tient [4]. Other sites of embolisation are most com-

probably intermittent Wenckebach block and left

monly: pulmonary, splenic, renal, cerebral and coro-

bundle branch block.

nary arteries. Finally the acute PVL secondary to

At 3 am, ten hours after admission, he complained of

subacute endocarditis could explain the extreme

sudden dyspnea and rapidly went into cardiac arrest.

and acute clinical presentation. We cannot exclude

Cardiopulmonary resuscitation (CPR) was started.

that CPR might have contributed to worsening of the

The initial rhythm was asystole. TTE revealed global

bioprosthesis detachment although rocking motion

hypokinesis (LEVF: 20%) and substantial rocking mo-

of 75º has been described in an infected bioprosthesis

tion of the aortic bioprosthesis (fig. 2, panel A–B,

despite the absence of CPR [5].

video). The patient died despite CPR.

The insertion of an ECMO (Extracorporal Membrane

The autopsy revealed a septic embolism in the pop-

Oxygenation) as soon as the extreme rocking motion

liteal artery, partial detachment and a rotated bio-

was detected could have been considered in order to

prosthesis (fig. 2, panel C) with severe subacute

unload the left ventricle and could have yielded suffi-

endocarditis (necrotic tissue [fig. 2, panel D]) and

cient time until surgical valvular treatment was pos-

gram-positive bacteria (fig. 2, panel E, arrow) at mi-

sible. However given the poor tissue quality seen at

croscopy.

http://www.cardiovascmed.
ch/for-readers/multimedia
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autopsy, successful aortic valve replacement would
have been very difficult if not a failure. An early diagnosis of infective sub-acute endocarditis would have
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Figure 1: ECG at admission. Showing
conduction disturbances including a
very long first degree
atrioventricular block
(460 ms), most probably intermittent
Wenckebach block
and left bundle
branch block.
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Figure 2: Endocarditis. (A, B) Extreme rocking motion of the aortic bioprosthetic valve. (C) Macroscopic view at autopsy showing partial detachment of the
aortic bioprosthesis which is rotated by 90 degrees. Microscopic assessment showing severe subacute endocarditis with necrotic tissue (D) and
gram-positive bacteria (E, arrow). (See also the video1: Extreme rocking motion of the aortic bioprosthetic valve.)

assured the best chance of improving the outcome

3

for this patient.
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