
Minor complications are relatively common during percutane-

ous coronary procedures; however, there is a relatively low rate of

potentially fatal complications such as acute arterial occlusion and

cardiogenic shock. According to the 2015 Spanish Cardiac

Catheterization and Coronary Intervention Registry (Registro

Español de Hemodinámica y Cardiologı́a Intervencionista), in

2014 severe complications during intervention affected 1.2% of

procedures and the intervention mortality rate was just 0.4%.1

Acute traumatic AoR due to catheterization injury is an

extremely rare mechanical complication. Three mechanisms have

been reported for acute traumatic AoR. The most frequent is

transitory regurgitation due to excessive movement of rigid

catheters into the aortic arch, and the condition is relieved upon

catheter withdrawal2. Irreversible acute AoR is rare and is

generally related to stents implanted in the RCA ostium protruding

into the aorta.3,4

Of the very few reported cases of direct catheter perforation of

the coronary leaflet, most involve intervention in the RCA with

Amplatz catheters.5,6 This type of complication can be prevented

by careful catheter handling, especially in situations where

catheterization is challenging or in patients with coronary

anomalies.

Sergio Gamaza Chulián,a Santiago Jesús Camacho Freire,b
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caused by a right coronary stent protruding into the aorta. J Heart Valve Dis.
2009;18:717–719.

5. Ong G, Bagur R, Barbeau G, Couture C, Trahan S, Déry JP. Severe aortic regurgitation
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Acute Coronary Syndrome Due to Septic

Embolism Secondary to Infective Endocarditis

in a Prosthetic Mitral Valve

Sı́ndrome coronario agudo por embolia séptica secundaria
a endocarditis infecciosa en prótesis mitral

To the Editor,

We report the uncommon case of a male patient with acute

coronary syndrome (ACS) secondary to a septic embolism in the

setting of infective endocarditis (IE) in a mitral valve prosthesis.

To date, the literature indicates a higher frequency of this

condition in aortic valve replacements. We conducted a review of

the disease and of the treatment currently considered most

appropriate.

The patient was a 69-year-old man whose mitral valve was

replaced in 2005 with a No. 29 St. Jude mechanical prosthetic

mitral valve due to IE in the setting of Q fever, after he had

presented to our emergency department because of an episode of

syncope. On arrival, an electrocardiogram showed a complete

atrioventricular block with a nodal escape rhythm at 44 bpm. The

international normalized ratio (INR) was in therapeutic range. In

the next few hours, while in the observation unit, the patient had

typical angina, and a new electrocardiogram showed excessively

discordant (2 mm) ST elevation in anterior leads (V2-V4). The

infarction code was activated. On arrival at the cardiac catheteri-

zation laboratory, the patient had ventricular fibrillation; he

underwent immediate electrical cardioversion, which restored the

previous rhythm, complete atrioventricular block, and a transitory

pacemaker was implanted.

Emergency coronary angiography revealed acute occlusion

of the midleft anterior descending artery, without filling of the

distal vascular bed (Figure 1 and Video 1 of the supplementary

material). Suspecting an embolic origin, we performed multiple
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Figure 2. Intraoperative image of the aortic valve, showing perforation of the

noncoronary leaflet. The 3 commissures are delimited by the sutures

(discontinuous blue line). The aspirator to the left is introduced through the

leaflet perforation. The aspirator to the right is placed over the ring of the

injured leaflet, which is opened in the form of a V, almost obscuring the left and

right coronary leaflets. The tweezers hold one edge of the perforated leaflet,

which would normally join the other leaflet-half at the commissure positioned

at 12 o’clock in the image. RA, right atrium; RCA, right coronary artery; LCA, left

coronary artery; NC, noncoronary.
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thrombectomy interventions with Xport and Capturer thromboas-

piration devices, with which we extracted abundant white-ish

thrombotic material, with no underlying atherosclerotic plaque

(Figure 1B and Video 2 of the supplementary material). Throm-

bolysis In Myocardial Infarction (TIMI) grade 3 flow was restored in

the mid and distal anterior descending artery but with a markedly

apical embolization that persisted despite percutaneous trans-

luminal coronary angioplasty using a balloon at low atmospheres

and abciximab administration at that level.

At 48 hours, the patient had fever spikes and blood cultures were

positive for Enterococcus faecalis. Targeted antibiotic therapy was

begun with ceftriaxone and ampicillin. Transesophageal echocar-

diography showed a number of images compatible with vegetations

in the prosthetic mitral valve, giving rise to stenotic prosthetic valve

dysfunction (Figure 2A-B and Videos 3-4 of the supplementary

material); the native aortic valve showed no evidence of IE. Given

these findings, the patient underwent emergency surgery and a

diagnosis IE with annular abscess was confirmed. A No. 27 St. Jude
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Figure 2. Transesophageal echocardiography. A and B: endocarditic vegetation on mitral prosthetic valve. C: postsurgical transesophageal echocardiography, 908

view; the mitral prosthetic valve shows no signs of infective endocarditis. D: 3-dimensional echocardiography using zoom (en face).
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Figure 1. Coronary angiography. A: acute occlusion in the midleft anterior descending artery. B: anterior descending artery after thrombectomy. AD, anterior

descending.
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mechanical mitral prosthetic valve was implanted. During the

immediate postoperative period, the patient recovered sinus

rhythm. The subsequent clinical course was favorable and he

completed 6 weeks of antibiotic therapy. The results of subsequent

blood cultures were negative and echocardiographic follow-up

showed no images compatible with IE (Figure 2C and Figure 2D).

Acute coronary syndrome (ACS) is an early and uncommon

complication of IE.1,2 Its incidence is difficult to calculate; in the

series reported by Manzano et al.,1 ACS occurred as a complication

of IE in 14 (2.9%) of 586 patients. Among prosthetic valves, the most

frequently affected was the aortic valve.1 The syndrome is acute,

developing in the first week in most patients, and is most

frequently associated with aortic valve infection, severe valvular

regurgitation, large periannular complications, and increased

mortality.1 ACS is not related to any specific microorganism in

particular but a high percentage of cases are associated with

virulent pathogens such as Staphylococcus aureus.1

The injured territory is usually anterior or anterolateral,1 while

presentation with ST-segment elevation is rare. The most common

cause is extrinsic compression of the coronary arteries secondary

to large periannular complications (pseudoaneurysms and ab-

scesses), followed by septic coronary embolism.1,2 Other reported

mechanisms are the ischemia triggered by the systemic inflam-

matory status, with an increase in the myocardial oxygen demand

associated with febrile syndrome, anemia and/or sepsis, as well as

the severe aortic regurgitation produced by myocardial ischemia

due to the reduction in perfusion pressure and coronary reserve.1,2

Fibrinolytic therapy is not recommended if this complication is

suspected, as it is related to a higher incidence of intracerebral

hemorrhage and mortality.3,4 It is thought that this may be due to

the high prevalence of silent cerebral infarctions and mycotic

aneurysms due to septic embolisms, together with the bleeding

risk associated with bacteremia.4 Early surgery significantly

reduces embolic events.5 As a therapeutic strategy, Manzano

et al.1 propose surgical referral–without previous coronary

angiography–of all patients with non–ST-elevation ACS due to

aortic IE and periannular complications, prior to performing

transesophageal echocardiography.1 In the case of ST-elevation

ACS and/or absence of periannular complication, these authors

recommend the performance of coronary angiography and, if

coronary occlusion is observed, they opt for balloon angioplasty

and stent placement, if necessary,1 with coronary angiographic

monitoring at 10 to 15 days, because of the risk of a coronary

mycotic aneurysm following stent placement.1

However, other authors,4 including our group, believe that the

risk involved in stent placement,1,6 in a setting of bacteremia and

absence of atherosclerotic plaque, supports the benefits of

thromboaspiration as the initial strategy–and if successful, the

only strategy–for these patients. This approach has the added

advantage of allowing the use of antiplatelet monotherapy, thus

avoiding the bleeding risk associated with dual antiplatelet

therapy after stenting. Finally, for patients with periannular

complications and no ST segment elevation, coronary computed

tomography angiography could be the alternative of choice in the

study of the coronary anatomy prior to any surgical intervention.

SUPPLEMENTARY MATERIAL

Supplementary material associated with this article

can be found in the online version at doi:10.1016/j.rec.

2016.10.003.
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� 2016 Sociedad Española de Cardiologı́a. Published by Elsevier España, S.L.U. All

rights reserved.

Peritoneal Dialysis in Constrictive Pericarditis:

A Report of Three Cases

Diálisis peritoneal en pericarditis constrictiva: a propósito
de tres casos

To the Editor,

Constrictive pericarditis (CP) usually manifests as systemic

congestion and is associated with high morbidity and mortality

unless specific maintenance treatment is administered.1,2 Contin-

uous ambulatory peritoneal dialysis (CAPD) has emerged as a safe

and effective alternative treatment in advanced heart failure

(HF).3–5 Here, we describe the outcome in 3 patients with CP

included in a CAPD program that changes the dialysis solution

(1.36%-2.27% glucose) 2 to 4 times a day. The baseline character-

istics of the patients are shown in Table 1.

The first patient was a 74-year-old man with a mechanical

mitral valve prosthesis and chronic kidney disease. CP was

confirmed with imaging techniques (Figure 1 of the supplementary

material). After failed pericardiectomy, he progressed to a state of

refractory congestive HF and was therefore included in the CAPD

program. At 1 and 6 months from the start of treatment, clinical

and biochemical parameters improved, with no deterioration in

baseline kidney function (Figure). The patient has experienced no

decompensation episodes after 16 months of CAPD. Complications

included infection of the catheter opening, which was treated in

the outpatient setting, and peritonitis, which required hospital

admission and temporary catheter withdrawal.
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