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Case History
• 55-year old man

• Hypertension

• Hodgkin lymphoma in 1969 (7-year old) treated with chemotherapy and 
radiation therapy

• TAVI (CoreValve 26 mm, transfemoral) in November 2016 for severe, 
symptomatic AS. Choice of TAVI because of prior radiation therapy and 
porcelain aorta.

• Hospitalized in October 2017:

− Intermittent fever for 3 months

− No dyspnea, no neurologic symptom

− No change in clinical examination



• Clinical examination

− No heart murmur

− No sign of congestive heart failure

− Normal neurological examination

− No cutaneous lesion

• ECG in sinus rhythm

• 12 000 leucocytes / mm3, CRP 66 mg/L

• 6 blood cultures, positive for enterococcus faecalis

• TTE

− Mean transprosthetic gradient 16 mmHg, trivial central regurgitation

− LV: 45/28 mm, EF 65%

− Mild mitral regurgitation

− Systolic PAP estimated at 40 mmHg





Is there endocarditis on the TAVI prosthesis?

1. Yes

2. No because there are no signs of IE on TEE

3. Cardiac CT scan should be performed

4. PET CT should be performed

5. Cardiac CT and PET CT should be performed
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Annual incidence: from 0.4 to 2.1%

annual incidence (%) study

0.4 Buellesfeld, JACC 2011

0.6 Généreux, JACC 2012

0.66 Gotzmann, AJC 2014

0.75 PARTNER (2 years FU)

1.13 Latib, JACC 2014

0.7 Amat-Santos, Circulation 2015

2.1 Olsen, Circ Cardiovasc Int 2015

1.82 Mangner, JACC 2016

1.1 Regueiro, JAMA 2016
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Bacteriological findings

Latib
JACC 2014

Amat-Santos
Circ 2015

Olsen
Circ CV Int

Mangner
JACC 2016

Regueiro
JAMA 2016

Endocarditis n= 29 53 18 55 250

Blood cultures (%) 73 89 100 96 95

Enterococci (%) 21 21 33 31 25

Staph Aureus (%) 14 21 22 38 23

Staph coag neg (%) 17 24 11 9 18

Oral strepto (%) 3 6 17 4 13



Stent frame 26.2% vs 10.6%, p=0.01

Valve-leaflet level 36.2% vs 56.8%, p=0.02 

X 2.5 with CoreValve

o Larger contact surface= more bacterial anchoring?
o Role of periprosthetic AR ?

• leaflets of the transcatheter valve : 48%
• stent frame : 18%  
• mitral valve : 20%
• tricuspid valve : 4%
• pacemaker devices : 6%

Location of vegetations

(Regueiro et al. JAMA 2016;316:1083-92)



16 patients referred for TAVR IE suspicion
Final diagnosis (expert-team at 3 months FU):
- definite-IE in 10
- possible-IE in 1
- rejected-IE in 5.

Main findings: 
1) atypical lesions of obstructive pattern are frequent. 
2) Conventional modified Duke criteria have a low diagnostic value

The multi-imaging approach (ESC 2015) presented with a higher diagnostic value 
(sensitivity 100%) than the modified Duke criteria (sensitivity 50%).

(Salaun E et al. JACC Cardiovasc Imaging 2018;11:143-6)



www.escardio.org European Heart Journal (2015) doi:10.1093/eurheartj/ehv319
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Algorithm for the diagnosis of infective endocarditis



PET/CT



www.escardio.org European Heart Journal (2015) doi:10.1093/eurheartj/ehv319

Modified diagnostic criteria for infective endocarditis
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How would you treat this patient?

1. 6-weeks antibiotic therapy

2. Lifelong antibiotic therapy

3. Surgical aortic valve replacement

4. TAVI valve-in-valve
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www.escardio.org European Heart Journal (2015) doi:10.1093/eurheartj/ehv319

Indications and timing of surgery in left-sided valve infective 
endocarditis (native /prosthetic valve endocarditis)



• No class I or IIa indication for surgery
– No heart failure, no aortic regurgitation

– No clinical embolism, no vegetation

– No abscess

• High risk for surgery

• Need for close follow-up



IE management

Latib
JACC 
2014

Amat-Santos 
Circ

2015

Olesen
Circ CV Int

2015

Mangner
JACC
2016

Regueiro
JAMA 
2016

Wang
JAMA 
2007

Endocarditis (n=) 29 53 18 55 250 556

Surgery 
indication(%)

87 - 65 81

Surgery (%) 10 8 6 16 15 49

Valve in valve (%) 3 4 - 1 -

+ PM lead extraction in 3%

T A V I Surgery



• IE seems as frequent on TAVI prostheses than on 
surgical prostheses.

• Staphylococci and enterococci are the most
frequent responsible micoorganisms.

• The diagnosis of prosthesis involvement is difficult
and frequently requires multimodality imaging.

• Indications for surgery should take into account the 
high-risk profile of patients.

Conclusion


