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CLINICAL PRESENTATION 

A 74 year old man with no cardiovascular history

Admitted to a Community Hospital due to 5 months of : 

• Fever 

• Constitutional syndrome (fatigue, poor appetite, weight loss of 10 kg).

• Progressive exercise-induced dyspnea (no other signs of heart failure). 

• BLOOD CULTURES 6/6: Streptococcus sanguis (viridans group Streptococcus)
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TOE AT THE COMMUNITY HOSPITAL

• Myxomatous mitral valve degeneration. 

• Large and mobile vegetation of 6 x 22 mm on the atrial aspect of the posterior 
leaflet. 

• Severe mitral regurgitation (ERO by PISA of 68 mm2).

• Mild dilatation of the LV with normal systolic function. 
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ON ADMISSION

DEFINITIVE COMMUNITY-ACQUIRED NATIVE VALVE ENDOCARDITIS

2 major + 1 minor CRITERIA

Habib G, et al. Eur Heart J 2015;36(44):3075-3128.



ON ADMISSION

HIGH EMBOLIC RISK

RISK FACTORS OF EMBOLISM: VEGETATION CHARACTERISTICS

• SIZE: > 10 mm, specially > 15 mm + significant mobility (very high > 3 cm)

• MOBILITY

• LOCATION: mitral valve

• EVOLUTION: size increment under antibiotic therapy.

Vilacosta I, et al. JACC 2002;39:1489-95



ON ADMISSION

INDICATION OF SURGERY FOR EMBOLISM PREVENTION

Habib G, et al. Eur Heart J 2015;36(44):3075-3128.



Early Surgery (48 hours) versus Conventional Treatment
for Infective Endocarditis to prevent System Embolism
Large vegetations: > 10 mm (70%) - > 15 mm (30%) + severe valve disease

Kung DH et al. N Engl J Med 2012;366:2466-73.

.Death from any cause

.Embolic events

.Recurrence of IE

.Repeat Hospitalization

PROTECTIVE HR
0.08 (0.01-0.65) 

28%

3%



ON ADMISSION

INDICATIONS FOR HEART TEAM EVALUATION
Habib G, et al. Eur Heart J 2015;36(44):3075-3128.



THE PATIENT WAS NOT TRANSFERED: CONSERVATIVE STRATEGY

ANTIBIOTIC TREATMENT
Ceftriaxone 2gr/24hs + Gentamicin 80 mg/8hs

Thoracic-abdominal CT
Two splenic embolisms

- 4 cm in the inferior pole
- 1.4 cm in the anterior aspect. 

Habib G, et al. Eur Heart J 2015;36(44):3075-3128.



NEUROLOGICAL SYMPTOMS

Brain CT:

-Acute ischemic frontal cortico-subcortical 

-Small haemorrhagic lesions in the left occipital lobule.

6 DAYS AFTER ANTIBIOTIC ONSET

• Confusion and somnolence.

• No clear neurological deficits
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Embolic events occur mainly during the 1st week 

Dickerman SA, et al. For the ICE-PCS Study. Am Heart J 2007;154:1086-94

1º week: 51.6%

RELATION BETWEEN ATB TREATMENT AND THE INCIDENCE OF STROKE IN IE
(ICE-PCS)

2º week: 74.7%



RELATION BETWEEN ATB TREATMENT AND THE INCIDENCE OF STROKE IN IE
(ICE-PCS)

The risk of stroke in IE falls dramatically after the first week of effective 
antimicrobial therapy to only 3.1% (65% rate reduction in the 2nd week)

Dickerman SA, et al. For the ICE-PCS Study. Am Heart J 2007;154:1086-94

1st week: 4.8 patients/1000-day

2nd week: 1.7 patients/1000-day 



EXPERT TEAM UNIT

THE PATIENT WAS TRANSFERED

TO A REFERENCE CENTER …..



ON ADMISSION TO THE REFERENCE CENTER

• No fever.

• BP 108/54 mmHg.

• Signs of mild heart failure (bibasal crackles)

• Mitral murmur 3/6

• No clear neurological deficits.

LAB: Hb 9.3 g/dl, Leucocytes 8410, Creatinine 0,84

ECG: Sinus rhythm (82 bpm), 1st grade A-V Block (PR 230 mseg).

BLOOD CULTURES: Negatives
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• Myxomatous mitral valve degeneration with P2 segment prolapse.
• Large vegetation of 7 x 25 mm on the posterior leaflet.

ON ADMISSION TO THE REFERENCE CENTER



• Severe mitral regurgitation. 
• Mild dilatation of the LV with normal systolic function (EF 72%). 
• Systolic PAP 39 mmHg.
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INDICATION OF SURGERY FOR EMBOLISM PREVENTION

Habib G, et al. Eur Heart J 2015;36(44):3075-3128.

ON ADMISSION TO THE REFERENCE CENTER



ON ADMISSION TO THE REFERENCE CENTER

NEUROLOGY UNIT

. Better characterization of brain lesions in infective endocarditis.

. Recommended when surgery is considered after a Neurological complication 

PREVIOUS CT: Haemorrhagic lesions  

Snygg-Martin U et al. Clinical Infectious Diseases 2008;47:23–30



T2 FLAIR T2*

• Acute ischemic lesion in the superficial (cortico-subcortical) territory of the medial left cerebral 
artery associated with a petechial bleeding foci. 

• Haemorrhagic lesions in the left occipital lobule suggestive of sub-acute septic embolisms. 

ON ADMISSION TO THE REFERENCE CENTER



THERAPEUTIC DESITION
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BRAIN 
HAEMORRHAGE

•PERSISTENT LARGE AND MOBIL 

SEPTIC VEGETATION (25 mm)

•CEREBRAL EMBOLIC EVENT 

DURING ANTIBIOTIC TREATMENT

•SEVERE MITRAL REGURGITATION



*
*

Habib G, et al. Eur Heart J 2015;36(44):3075-3128.



CLINICAL COURSE

• No fever.

• No signs of heart failure 

• No clear neurological deficits.

CONTROL BLOOD CULTURES : Negatives
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CLINICAL COURSE

• Persistent large vegetation of 6 x 32 mm on the posterior leaflet.
• Severe mitral regurgitation.
• Mild dilatation of the LV. EF 72%.
• Systolic PAP 39 mmHg.



RISK FACTORS OF EMBOLISM

García-Cabrera E et al. Circulation 2013;127:2272-84

VEGETATION SIZE > 3 CM - VERY HIGH RISK



RISK FACTORS OF EMBOLISM

Vilacosta I, et al. JACC 2002;39:1489-95

VEGETATION SIZE INCREMENT DURING ATB TREATMENT 
VERY HIGH RISK



S. Sanguis favoures large vegetations formation
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ECHO 11-06-16:
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PERSISTENT LARGE SEPTIC VEGETATION (> 3 CM)
+ 

SIZE INCREMENT ALTHOUGH ATB TREATMENT

Would you consider surgery 2 weeks after a hemorrhagic neurological 
complication?



CONTROL CEREBRAL MRI 2 WEEKS AFTER THE NEUROLOGICAL COMPLICATION  

T2 FLAIR T2*

• Sub-acute ischemic lesion

• Very mild and residual haemorrhagic lesions



CONTROL CEREBRAL MRI 2 WEEKS AFTER THE NEUROLOGICAL COMPLICATION  

2nd T2*

Significant improvement of brain lesions

1st - T2*



NO brain hemorrhage  + NO severe neurological damage
Surgery has a low neurological risk of 3-6%

Ruttman E. et al. Stroke 2006;37:2094-99

Thuny F. Et al. Europeann Heart Journal 2011;32:2027-33

Habib G, et al. Eur Heart J 2015;36(44):3075-3128.

PERSISTENT EMBOLIC RISK



Days: 1                    1                  2           10               11           12               15                 19   25
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20-06-16 Cardiac Surgery

MITRAL VALVE REPLACEMENT
. 28 days after the diagnosis of IE
. 18 days after a Neurological Complication
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Bad evolution: tamponade > shock and multiorganic failure



HOME MESSAGES

• Risk of Embolism must always be calculated in patients with large vegetations
and Early surgery for embolism prevention should be considered.

• Patients with high risk of embolism should be evaluated in a Reference Centre
with an IE Heart Team.

• Once a neurological complication occurs, the extent of the ischemic lesion and
the presence of haemorrhage must be assessed using MRI, when available.
Haemorrhagic lesions may be a surgical contraindication.

• Patients with uncomplicated stroke and a persistent high risk of embolism can
undergo surgery with a relatively low neurological risk.


