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A 69-year-old man was admitted to the hospital because of flu-like symptoms and
fatigue for 2 weeks. Computed tomography revealed ground glass opacity and con-

400144 59 72 solidation in both the lungs as well as pleural effusion. The patient was diagnosed with
& X 00144 5Y 132 pneumonia and was hospitalized. At the time of hospitalization, he complained of
AMEOl 2014 58 14Y shortness of breath and coughed-up blood-tinged sputum. Two days after admission,
] he died suddenly. An autopsy was performed; cardiomegaly was noted, and further
MUK} : LG ) examination revealed that the aortic valve had been destroyed by multiple, irregular
(515-622) MWelatx JdT Mud 53 tations. Herein, we report an autopsy case of infective endocarditis with a revie
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Fig. 1. Destroyed aortic cusps and vegetations, measuring up to 1.2 X 0.7 cm are noted. Cross sections of the myocardium show

multiple patch-like fibrotic lesions.

Fig. 2. Microscopically, the aortic valve demonstrated friable vegetations comprising fibrin and platelets mixed with inflammatory cells
and bacteria (H&E, < 100).
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Table 1. Modified Duke Criteria for the Diagnosis of Infective Endocarditis?

Criteria

Comments

Major criteria

Microbiologic
Typical microorganism isolated from two separate blood
culture: viridans streptococci, Streptococcus bovis, HACEK
group, Staphylococcus aureus, or community-acquired
enterococcal bacteremia without a primary focus
or
Microorganism consistent with infective endocarditis
isolated from persistently positive blood cultures
or
Single positive blood culure for Coxiella burnetii or phase |
IgG antibody titer to C. Burnetii > 1:800
Evidence of endocardial involvement
New valvular regurgitation (increase or change in
preexisting murmur not sufficient)
or
Positive echocardiogram (transesophageal echocardiogram
recommended in patients who have a prosthetic vlave,
who are rated as having at least possible infective
endocarditis by clinical criteria, or who have complicated
infective endocarditis)

In patient with possible infective endocarditis, at least two sets of
culture of blood collected by separate venipunctures should be
obtained within the first 1 to 2 hours of presentation. Patients with
cardiovascular collapse should have three cultures of blood obtained
at 5- to 10-minute intervals and thereafter receive empirical
antibiotic therapy

C. burnetii is not readily cultivated in most clinical microbiology
laboratories

Three echocardiographic findings qualify as major criteria: a discrete,
echogenic, oscillating intracardiac mass located at a site of
endocardial injury; a periannular abscess; and a new dehiscence of a
prosthetic valve

Minor criteria

Predisposition to infective endocarditis that includes certain
cardiac conditions and infection-durg use

Fever
Vascular phenomena

Immnologic phenomena

Microbiologic findings

Cardiac abnormalities that are associated with infective endocarditis are
classified into three groups:

High-risk conditions: previous infective endocarditis, aortic-valve
disease, rheumatic heart disease, prosthetic heart valve,
coarctation of the aorta, and complex cyanotic congenital heart
diseases

Moderate-risk conditions: mitral-valve prolapse with valvular
regurgitation or leaflet thickening, isolated mitral stenosis,
tricuspid-valve disease, pulmonary stenosis, and hypertrophic
cardiomyopathy”

Low- to no-risk conditions: secundum atrial septal defect, ischemic
heart disease, previous coronary-artery bypass graft surgery, and
mitral-valve prolapse with thin leaflets in the absence of
regurgetation

Temperature > 38C (100.4°F)

Petechiae and splinter hemorrhages are excluded

None of the peripheral lesions are pathognomonic for infective

endocarditis

Presence of rheumatoid factor, glomerulonephritis, Osler's nodes, or

Roth spots

Positive blood cultures that do not meet the major criteria

Serologic evidence of active infection; single isolates of coagulase-
negative staphylo-cocci and organisms that very rarely cause infective
endocarditis are excluded from this category.
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Table 2. Causes of Unexpected Death in Patient with of Infective

Endocarditis®

Acute congestive cardiac failure

Heart block
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Embolic events

Organ infarction

Mycotic aneurysm rupture
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Intracranial hemorrhage

Embolic stroke

Seizures
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