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A patient with cancer and endocarditis

Nightmare in valvular heart disease
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Clinical case #1

76 yo man

CV risk factors: current smoker

Known for:
§ Permanent AF from 2012
§ Amyloidosis ATTR wild-type (from 2019) under treatment with Tafamidis
§ Previous surgical intervention for lumbar spinal stenosis (2020)



Clinical case #1
In 04/23 admitted to ED for fever («?urosepsis»), treated 
with Ciprofloxacin 500 mg for 7 days.

In 05/23 new admission to ED for fever + respiratory 
distress:

• Blood cultures: E. Faecalis + (2 sets)
• TTE + TOE: vegetations on the aortic valve (right and 

left cusps) with severe AR
• PET: captating lesion in the colon (cecum)

Conservative treatment: ampicillin i.v. + Linezolid po



The patient was still complaining dyspnoea for mild effort 

Three weeks later….



TTE Echo at admission



3D TTE Echo at admission



Pre-operative assessment

Blood cultures (under antibiotic treatment): negativeRight ischaemic frontal lesion (embolization?) 



Colonscopy

Polipectomy (adenoma)



Surgical AVR + LAA closure (right minithoracotomy)



EURO-ENDO registry

- 3085 patients (multicenter European study)
- 359 (11.6%) IE + cancer

IE + cancer vs IE – cancer: 
§ Same theoretical indication for surgery 
§ IE + cancer: less performed surgery

Worse prognosis if no surgery

Cosyns B et al. Front Cardiovasc Med 2021; 8: 766996 



Cancer: a predisposing factor for IE?

Focus of 
hematogenous 
bacterial spread

+
Delgado V et al. Eur Heart J 2023; ehad193



IE: a clinical marker for occult cancer?

Thomsen RW et al. Am J Med 2013; 126(1): 58-67 



Clinical case #2
48 yo woman
No CV risk factors
Comorbidities: ulcerative colitis (2008), spondiloartritis with sternocostal joints involvement (tp: Infliximab) 

Recent medical history:
In 03/23 admission to ED for dyspnoea and palpitations:
• AF treated by electrical cardioversion
• TTE: moderate-to-severe MR for «anterior leaflet prolapse» + moderate AR
• TOE: severe MR «for cordal rupture», no vegetations/thrombotic lesions

Transferred to our Centre for MVR ± AVR



Blood tests at admission

§ WBC 9920/µL
§ Hb 11.7 g/dL
§ Plt 502000/µL
§ Creatinine 0.76 mg/dL
§ CRP 7.24 mg/dL
§ Tn HS I 12.31 pg/mL
§ Fibrinogen 728 mg/dL
§ D-dimer 337.0 µg/L
§ INR 2.0



Intraoperative TOE



Intraoperative TOE

Perforation + Anterior (A3) and posterior (P1) leaflet vegetations 



Intraoperative TOE



Intraoperative TOE



Intraoperative TOE

Perforation of the left aortic cusp



Intraoperative TOE: mitral valve repair + AVR



Intraoperative TOE: double-valve replacement



Post-operative management

How to proceed?



Post-operative management

Ø Start antibiotic therapy: Daptomicin 500 mg i.v. + Ceftriaxone 2 g/day i.v.

Ø Blood cultures (3 sets): negative.

Ø Urine culture: negative.

Ø Valve culture: negative.

Ø Whole body CT



Whole-body CT

Right renal hypodensity (embolization?) Pelvic mass (uterine neoplasm?) 



Background of auto-
inflammatory diseases

Pelvic mass strongly 
suspected for malignancy

Non-bacterial thrombotic endocarditis
(NBTE)



After the cardiac rehabilitation program..

New admission in ED for fever (39°) and fatigue.

Blood tests at admission:
• CRP 13.6 mg/dL
• Procalcitonin 0.01 ng/mL
• Hb 9.3 g/dL

Blood culture and tests for legionella, mycoplasma, bartonella, 
brucella, fungi: negative. 



TOE



PET

• Homogeneous hypercaptation on aortic and mitral valve and on pericardium

• Marked hypercaptation in the pelvic mass



Management

• Surgical treatment of pelvic mass: isterectomy + bilateral annessiectomy

• Switch from VKA to LMWH --> complete resolution of the thrombotic lesions 

(during the switch episode of left superior arm hypoasthesia + diplopia -> 

negative CT head) 



Proposed Mayo-Clinic diagnostic work-up for NBTE

1) Clinical suspicion: age ≥ 39 yo, female, clinical history

2) Reject IE by Modified Duke Criteria

3) Evaluate the valve: vegetations or thickening!

Quintero-Martinez JA et al. Heart 2022; 108: 1637 - 1643 



Take home messages

ØCancer is a frequent finding in patients with IE (approximately 10% of pts)

ØCancer is a non cardiac-risk factor for IE

Ø IE is an important clinical marker for cancer

ØPatients with cancer + IE have worse prognosis if surgery is not performed 

(but these pts have more comorbidities and higher surgical risk)

ØDo not forget non-infective etiology!


