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RESUM
E
ABSTRACT
Postpartum infective endocarditis is a rare disease, especially in
people with no risk factors (ie, intravenous drug use), that can be
followed by severe morbidity and mortality. Here, we report a case of
postpartum infective endocarditis with an unusual acute coronary
syndrome-like presentation in a patient with minimal risk factors. In
addition to lesions on the aortic valve causing severe aortic insufﬁciency, the patient’s case was also complicated by left main coronary
artery embolization, which was subsequently aspirated during surgery.
Repeat angiography demonstrated complete removal, with no evidence of downstream embolization.

Early postpartum infective endocarditis (IE) is rare, with the
typical population being individuals with a history of intravenous drug use and patients with a structurally abnormal
heart.1-3 IE exerts its deleterious effects via local tissue damage, immunologic response, and embolic events, particularly
affecting the cerebral arteries.4 Although uncommon, septic
emboli to the coronary arteries can cause myocardial infarction, and sudden death.3-5 Many different strategies for the
management of coronary embolism have been reported,
including antithrombotic therapy, thrombectomy, percutaneous coronary intervention (PCI), and surgical embolectomy.5 Here, we present a case of postpartum IE, with a rare
acute coronary syndrome presentation due to the presence of a
left main coronary artery embolization. The patient was successfully treated with early surgical thrombectomy and aortic
valve replacement.
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Case History
A 44-year-old woman presented to the hospital emergency
room after the sudden onset of severe chest pain radiating to
her back. This pain had lasted for an hour and had largely
resolved when she was seen in the emergency department.
The patient was 5 months postpartum, after a vaginal delivery,
at the time of presentation, and her recovery period following
delivery had been complicated by an episode of endometritis
that was treated empirically with a 10-day course of cephalexin
and metronidazole. Her past medical history was signiﬁcant
for only hypertension and asthma; she had no other risk
factors for IE.
Physical Examination
On examination, the patient was tachycardic but hemodynamically stable: blood pressure 142/57 mm Hg; heart rate 99
beats per minute; respiration rate 16 breaths per minute, and
oxygen saturation 100% on room air. The ﬁrst and second
heart sounds were appreciated, but no additional abnormalities,
including aortic regurgitation murmur, were initially documented. The remainder of the examination was unremarkable.
Her complete blood count, kidney function, and electrolytes
were otherwise normal. Her D-dimer was negative (less than
230 ng/mL), and her high-sensitivity troponin levels were
elevated (from 30 ng/L to 172 ng/L and 230 ng/L). An electrocardiogram showed sinus tachycardia with no ST-segment
changes, and her chest radiograph was unremarkable.
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Novel Teaching Points
 IE should be considered as a potential diagnosis for
young patients with atypical presentation and a history
of a recent serious infection.
 In the case of septic embolization of the aortic valve and
coronary arteries in these patients, an early surgical
intervention must be the treatment of choice.

Computed tomography of the chest revealed a 1.6-cm splenic
aneurysm, a splenic infarct, pulmonary edema, and dilated
pulmonary arteries. No acute aortic dissection was identiﬁed.
Differential Diagnosis
The computed tomography angiogram and D-dimer results ruled out aortic dissection and pulmonary embolism,
respectively. Due to the rising troponin levels, a non-ST

segment elevation myocardial infarction was considered.
Moreover, the patient was under recent signiﬁcant stress due
to an illness of her 5-month-old daughter and ﬁnancial strains.
Therefore, the differential diagnoses included acute coronary
syndrome, stress-induced cardiomyopathy, peripartum cardiomyopathy, and spontaneous coronary artery dissection.
While awaiting the remainder of her workup, the patient was
initially treated for acute coronary syndrome.
Additional Investigations
A transthoracic echocardiogram demonstrated 2 additional
masses on the tricuspid aortic valve: one on the right coronary
cusp measuring 9 mm x 4 mm, and one on the noncoronary
cusp measuring 4 mm  10 mm (Fig. 1, A and B). Severe
aortic regurgitation with pan-diastolic ﬂow reversal in the
descending aorta and abdominal aorta was observed. Other
ﬁndings included a mildly dilated left ventricle with moderate
eccentric hypertrophy, dilated atria with elevated atrial pressure, and moderate mitral regurgitation. Mild pulmonary
hypertension was also suspected.

Figure 1. (A, B) Echocardiogram visualized 2 mobile vegetations on the right coronary and noncoronary cusps of the aortic valve (arrows). (C)
Coronary angiogram shows distal left main lesion (arrow) due to the embolization of an aortic valve vegetation in the anterior-posterior cranial view.
(D) Coronary angiogram of left coronary artery post-aortic valve replacement and surgical thrombectomy in anterior posterior cranial view, with arrow
pointing to the resolved vegetation.
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Figure 2. Intraoperative visualization of the vegetation at the ostium
of the left coronary artery (circle). Inset shows circled area enlarged.
The arrow points to the embolic material in the left main coronary
artery ostium.

Coronary angiography demonstrated a luminal ﬁlling
defect in the distal left main lesion (Fig. 1C). No other
angiographic coronary artery disease was identiﬁed.
Treatment
After discovery of a left main coronary lesion, the patient was
assessed by a cardiac surgeon and accepted for emergent operative
intervention. Upon opening of the aorta, a large vegetation was
visible sitting at the ostium of the left coronary artery (Fig. 2).
This vegetation was removed with care to avoid any further
embolization of vegetation down the left coronary system. The
grossly infected aortic valve was removed, and the annulus was
debrided. The aortic root was enlarged, and the valve was
replaced successfully with a mechanical prosthesis. The patient
was transferred to the intensive care unit in stable condition and
then sent to the ward on postoperative day 5. Repeat angiography
conﬁrmed complete removal of the distal left main lesion, and no
distal vessel was compromised (Fig. 1D). Culture results from the
removed vegetation were negative, and her antibiotics were
continued per the plan for a negative IE as suggested by the infectious diseases team. She was discharged home postoperatively
with no additional complications.
Outcome and Follow-up
The patient was discharged on intravenous vancomycin
and ceftriaxone for 30 days. Future follow-up with cardiac
surgery and infectious diseases was arranged. An echocardiogram in 6 weeks was ordered.
Discussion
Coronary artery embolism is a rare complication of IE
that can develop in up to 20%-50% of the cases if the
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infection remains untreated.6 Septic embolization to the
coronaries in the setting of IE has been treated using
thrombolytic agents, aspiration thrombectomy, PCI, surgical
intervention, and hybrid therapy involving transcatheter
aspiration followed by surgical valvular intervention.6 The
Infectious Disease Society of America has recommended a
combination of medical and surgical interventions for these
cases, yet there is an increasing trend favouring early surgical
intervention due to the reduced risk of repeated embolic
events while awaiting surgery.6,7
Although PCI intervention is less invasive and has a
shorter recovery time, it has the potential for microbial
seeding of the stent, distal occlusion of coronary arteries by
mobile emboli, and mycotic aneurysm development at the
PCI balloon dilation site.8 Surgical intervention provides an
opportunity for removal of all vegetation and of the main
burden of infection, allowing for successful antimicrobial
treatment. However, such intervention comes with a risk of
bleeding, stroke, thoracotomy, and prosthetic valve
replacement.7,8 The most suitable intervention for IE with
septic emboli is still controversial.5 Yanagawa et.al. suggest
earlier surgical intervention, especially for patients with
neurologic complications, despite the risk of hemorrhagic
transformation associated with cardiac surgery.7 In their
report, Bitay et.al. emphasize the signiﬁcance of using
hybrid methods for patients with coronary artery septic
embolization due to IE.6 This is while, Maqsood et al.
suggest that aspiration thrombectomy is a feasible and safe
choice for cases of IE complicated with septic emboli.8 In
our case, surgery was indicated on the basis of severe aortic
insufﬁciency, and large aortic vegetations with splenic and
left main emboli.
What makes this case unique is that although our patient
had no traditional risk factors for the development of IE, or
important signs such as fever, her history of postpartum
endometritis was signiﬁcant enough to cause suspicion of an
atypical infectious cause of IE. Additionally, this case
demonstrated that aspiration of septic coronary embolization
can be performed during aortic valve replacement surgery with
no distal vascular embolization. The emboli were successfully
removed, and the valve was replaced with a mechanical
prosthesis. Notably, the risks of future pregnancies along with
contraceptive plans should be discussed with the patient prior
to deployment of a mechanical valve.
Conclusion
This case demonstrates the need for a high index of suspicion, and the utility of multimodality imaging along with a
multidisciplinary approach to complex IE patients, to develop
an optimal management plan for each patient. Early surgical
intervention is often necessary in patients with IE with coronary embolization, resulting in a large ongoing myocardial
territory at risk.
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