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Early mortality due to oral streptococcal IE significantly
decreased from 16.7% in the period 1990 to 2000 to 10% in the
period 2011 to 2020 (table 2), despite the increased incidence of
severe complications already discussed. This inconsistency may be
partly due to the higher rate of elective surgery, which prevents
poor disease progression. The results of the multivariable study
(stepwise logistic regression) showed an association between
streptococcal etiology and a significant reduction in mortality of
26% in the total series (odds ratio = 0.74; 95% confidence interval:
0.56-0.92; P =.043).

In conclusion, our analysis of a large single-center series of IE
spanning a long time period showed that oral streptococci, mainly
S. viridans, continued to cause around 20% of all [E, especially native
and late prosthetic endocarditis. Nevertheless, their relative
incidence seems to have decreased in recent years, probably due
to the increase in cases caused by other microorganisms, such as
staphylococci and enterococci. Over the 3 decades analyzed, the
clinical and epidemiological characteristics of IE, the incidence of
serious complications, and the performance of early surgery have
remained unchanged, although in-hospital mortality has recently
decreased, reaching just 10% in the last decade.
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Mycotic coronary aneurysm complicated by left
ventricular pseudoaneurysm after everolimus-eluting
stent implantation

E
Gheck for
Updates

Aneurisma micotico coronario complicado con seudoaneurisma
ventricular izquierdo después de la implantacion de stent
de everolimus

To the Editor,

A 68-year-old man with a history of type 2 diabetes,
dyslipidemia and hyperuricemia had been recently started on
allopurinol. He was admitted to our hospital with a diagnosis of
severe allopurinol-induced Stevens-Johnson syndrome and started
on systemic corticotherapy with a favorable clinical response.

On day 10, the patient developed chest pain and hypotension
and an electrocardiogram showed atrial fibrillation with complete
heart block and inferoposterolateral ST-segment elevation. Emer-
gent coronary angiography using the right femoral artery showed a
critical stenosis in the middle segment of a dominant left
circumflex artery (LCx). Percutaneous coronary intervention
(PCI) with direct implantation of an everolimus-eluting stent
(Xience Alpine 3.0 x 23 mm, Abbott, United States) was performed
with good angiographic result. On day 11, the patient developed
fever and laboratory tests showed a marked increase in C-reactive
protein (400 mg/L). Empirical broad spectrum antibiotic therapy

was started. The patient was in Killip class II with a peak high-
sensitivity troponin [ (hs-Tpl) of 14.483 ng/L. Transthoracic
echocardiogram showed mild left ventricle (LV) dysfunction with
inferoposterior akinesis, grade 2 functional mitral regurgitation,
and small-volume pericardial effusion with no signs of vegetations.
Persistent psychomotor agitation was interpreted in the context of
acute disease because cerebral computed tomography (CT) was
unremarkable. In the following days, the patient showed persistent
fever and periods of respiratory distress requiring noninvasive
ventilation. Serial hs-Tpl showed a re-elevation from 2.100 to
14.483 ng/L. On day 15, antibiotic therapy was de-escalated
to flucloxacillin after 2 positive cultures for methicillin-sensitive
Staphylococcus aureus. Despite adequate antibiotic therapy, the
patient maintained a fever and methicillin-sensitive S. aureus
bacteremia. Contrast transesophageal echocardiography showed
a heterogenous cavity compatible with a LCx aneurysm and a
complex LV pseudoaneurysm in the posterolateral wall (figure 1).
Coronary angiography showed a massive LCx aneurysm in the
proximal and middle segments not limited to the area covered by
the stent (figure 2 and video 1 of the supplementary data [coronary
angiography showing the left circumflex artery aneurysm
in multiple projections]). Cardiac CT further detailed the anatomy
of the complex LV pseudoaneurysm with anterolateral and
inferolateral cavities (figure 2 and video 2 of the supplementary
data [cardiac computed tomography 3D reconstruction of the
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Figure 1. Contrast transesophageal echocardiography showing blood flow in an enlarged left circumflex artery with heterogenous walls (A,B), the implanted stent
(arrow) and the LV pseudoaneurysm with a horseshoe distribution around the ventricle (#) arising from the posterolateral wall (*) (C-E).

Figure 2. Sequence of coronary angiography images showing left circumflex artery (LCx) stenosis (A), immediate postpercutaneous coronary intervention
angiographic result (B), and subsequent LCx aneurysm (C). Panel D shows selected views of a 3-dimensional 360° cardiac CT reconstruction of the heart where the
LCx aneurysm (arrows) and the left ventricle pseudoaneurysm (*) are visualized. Left anterior oblique 0° angiographic projections.
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heart showing the left circumflex artery aneurysm and LV
pseudoaneurysm]). A diagnosis was established of LCx mycotic
coronary aneurysm (MCA) and LV pseudoaneurysm due to
contained myocardial rupture. The clinical case was discussed in
a Heart Team session and deemed unsuitable for surgical repair. In
the following days, the patient showed progressive obnubilation
and he eventually died. Informed consent for the purpose of
publishing this case report was obtained from the patients’ family.

MCAs are a very rare complication of PCI. Few cases of MCA with
associated complications have been reported in the literature,
particularly those in which multimodality imaging allowed full
anatomical characterization.! Mechanical factors associated with
arterial wall injury caused by stent deployment, local immuno-
suppression and systemic corticotherapy have been described as
contributing factors.> MCA are formed by microbial invasion and
destruction of the vessel wall. The most common agent is S. aureus.
MCAs have a poor prognosis, with a recent case series describing a
43% fatality rate and complications such as myocardial infarction,
purulent pericardial effusion, and ventricular rupture.?> Diagnosis
is challenging, requiring a high degree of suspicion and multi-
modality imaging. Treatment is individualized and depends on the
clinical presentation, MCA extension, and associated complica-
tions. The most common treatment option is antibiotic therapy and
surgical excision with distal bypass.?

In this clinical case, we hypothesize that the stent provided a
nidus for methicillin-sensitive S. aureus in the context of persistent
bacteremia and systemic corticotherapy. The patient likely
developed bacteremia secondary to the multiple skin lesions
caused by Stevens-Johnson syndrome. Multimodality imaging
with transesophageal echocardiography, cardiac CT and coronary
angiography were required for full anatomical definition and
decision-making. Treatment options were limited in the context of
complex coronary and ventricular lesions which would have
required MCA excision with distal bypass and ventriculoplasty.
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