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Acute Mitral Endocarditis with Reversible
Complete Heart Block
Hau-Tong Tan1, Chun-I Lee1, Chih-Hsien Chang1, Jack C.R. Tsai,2 Chon-Hoo Ho2 and Jung-Chou Wu1

Acute infective endocarditis is commonly associated with damage to cardiac structures, seeding of vegetation to
extracardiac sites, and progression to death within weeks if left untreated. Conduction abnormalities associated with
mitral valve endocarditis are extremely rare and associated with a high mortality. Emergent surgery is recommended
for acute aortic or mitral regurgitation with decompensated heart failure. We report a 82-year-old man presented
with fever, dizziness and complete heart block (CHB). Temporary pacing was instituted for CHB. Initial
transthoracic echocardiography (TTE) showed adequate left ventricular (LV) systolic function without evidence of
vegetation. Blood culture was positive for oxacillin-sensitive Staphylococcus aureus. Acute pulmonary edema with
cardiogenic shock developed during admission. Follow-up TTE revealed a large vegetation over the anterior mitral
leaflet (AML) of the mitral valve with leaflets perforation and severe mitral regurgitation (MR). Emergency surgical
resection of the mitral leaflets with mitral valve replacement was performed. The patient survived after successful
surgical intervention.
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INTRODUCTION

CASE REPORT

Infective endocarditis (IE) is an infection of the
cardiac endothelium and macroscopically seen as vegetation. Mortality is high, especially with intracardiac
complication, such as valvular dysfunction with advanced heart failure and complete heart block (CHB).
CHB due to IE has rarely been reported, with most
cases involving the aortic valve and very few in the mitral valve. We report an unusual case of acute mitral
endocarditis complicated with CHB, acute severe MR
and cardiogenic shock.

An 82-year-old man, a heavy smoker, had history of
gastric ulcer and gastroesophageal reflux disease without
follow-up. Two days prior to admission, he had fever
and cough and took medication from a local clinic. He
was referred to our hospital because of bradycardia associated with dizziness, abdominal fullness and chest
tightness. At the ER, the patient had a temperature of
36.1 °C, a regular heart rate of 37 beats/min, blood pressure of 114/32 mmHg, and a respiratory rate of 18/min
on room air. He had no raised jugular venous pressure,
and his carotid pulse was normal without bruit. Cardiac
examination showed regular heart rhythm without murmur or gallop. The lungs were clear by auscultation.
Abdominal examination showed soft and tympanic on
percussion. The patient did not have pedal edema. The
remainder of the physical examination was unremarkable. Laboratory results, including complete blood
count, biochemistry and cardiac markers, were within
normal limits, except for GOT/GPT of 124/126IU/L and
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(LVEF) of 80% in M-mode, mildly dilated right atrium
(RA) and right ventricle (RV), moderate tricuspid regurgi ta tion with es ti mated pul mo nary ar tery sys tolic
pressure of about 49 mmHg, and mild mitral regurgitation. No regional wall motion abnormality was detected
(Fig ure 3, Panel A). Ab dom i nal ul tra sound re vealed
liver parenchymal disease.
Three days after admission, persistent high fever as sociated with progressive shortness of breath was noted.

BUN/Cr of 27/1.9mg/dl. Initial chest X-ray showed enlarged car diac sil hou ette and tor tu ous tho racic aorta
without pulmonary congestion (Figure 2, Panel A). Electro car di og ra phy (ECG) showed atrial fi bril la tion with
complete heart block, with a ventricular escape rate of
37 beats per minute (Figure 1, Panel A). Transvenous
tem po rary pac ing was in sti tuted for symp tom atic
bradyarrythmia. Ini tial transthoracic echocardiogram
(TTE) re vealed good left ven tric u lar ejec tion frac tion

A

fibrillary waves

B

Figure 1. (A) ECG at emergency department demonstrating fibrillary wave (arrow) with slow regular ventricular escape rhythm; atrial fibrillation
with CHB. (B) ECG 9 months after operation showed atrial fibrillation without CHB.
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Figure 2. (A) Initial chest X-ray showed enlarged cardiac silhouette and tortuous aorta without pulmonary congestion. (B) Chest X-ray on the 4th
day of admission showed enlarged cardiac silhouette with increased pulmonary infiltration over bilateral perihilar regions and both lower lungs,
favoring acute lung edema.

Figure 3. (A) Initial TTE in left parasternal long-axis view and apical four-chamber view revealed no evidence of vegetation. (B) Follow-up TTE in
left parasternal long-axis view on the 5th day of admission revealed 1.2x1.2cm2 vegetation and leaflet perforation over the AML of the MV, with two
severe eccentric jets of MR.
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Cardiac auscultation showed regular heart beat without
obvious murmur. On auscultation of the patient’s lungs,
there was moist crackle over lower half of the lung
fields. Follow-up chest X-ray revealed enlarged cardiac
silhouette with increased pulmonary infiltration over bilateral perihilar regions and both lower lobes, which was
in favor of acute pulmonary edema (Figure 2, Panel B).
Follow-up TTE revealed a 1.2 ´ 1.2-cm²-in-size vegetation and leaflet perforation over the AML of the mitral
valve with two severe eccentric jets of MR, moderate to
severe tricuspid regurgitation with estimated pulmonary
artery systolic pressure about 65 mmHg, mildly dilated
left atrium (LA), mildly dilated RA and mildly dilated
RV (Figure 3, Panel B). The blood culture yielded
oxacillin-sensitive Staphylococcus aureus. The patient’s
condition deteriorated rapidly, with hypotension of
88/46 mmHg and persistent hypoxemia with oxygen saturation of 97% despite being ventilated under FiO2 of
100%. A cardiovascular surgeon was consulted for
emergency operation. The operative findings were a 2 X
2-cm²-sized vegetation involving the AML, annulus,
papillary muscle and atrioventricular (AV) nodal area;
thus, resection of mitral leaflets with mitral valve replacement of a 29-mm St. Jude mechanical valve was
performed. An epicardial pacemaker was also implanted.
The patient survived after successful surgical intervention. Follow-up ECG 9 months after operation showed
restoration of atrial fibrillation without complete heart
block (Figure 1, Panel B).

raise the suspicion of infective endocarditis. The sensitivity of TTE for the detection of vegetations in patients
with a clinical suspicion of endocarditis averages around
50%, whereas the sensitivity of transesophageal echocardiography (TEE) for the detection of vegetations ranges
from 85 to 95%.5,6 Therefore, TEE should be considered
when there is high index of suspicion of infective
endocarditis and when results are negative on TTE. Our
case shows that follow-up serial TTE to evaluate rapid
deterioration of clinical hemodynamic with clinical suspicion of infective endocarditis with intracardiac
complication is reasonable if TEE was not easily assessed.
Heart murmurs are noted in 80 to 85% of patients
with native-valve endocarditis (NVE), but they are commonly not audible in patients with tricuspid IE and acute
NVE caused by Staphylococcus aureus.7 Besides, this
murmur may be absent in some cases of acute mitral regurgitation because fluid backs up into the lungs. There
may be crackles heard in the lungs, as in this patient.
Staphyloccocus aureus is a virulent microorganism
frequently associated with a rapid clinical deterioration
and a worse prognosis in infective endocarditis.8,9 Atrial
fibrillation with CHB has been reported in cases of infective endocarditis1. CHB with infective endocarditis
may be persistent or disappear after surgery. 1-4
Endocarditis with CHB has mortality rates as high as
80% and limited survival beyond 1 year.1,3 No patient
with persistent heart block survived 1 year without valve
replacement. 11 Emergent surgery is recommended for
acute aortic or mitral regurgitation with decompensated
heart failure, sinus of Valsalva rupture into the right
heart, and fistula to the pericardial sac.10

DISCUSSION
Perivalvular abscess involving the aortic valve is
much more common than that involving the mitral
valve.1,2 Conduction abnormalities that develop in patients with active infective endocarditis are rare
(1%-15%) 3 , and may represent extension of infection
from the valve leaflets into surrounding myocardium.
Extension from the mitral valve is less common, and the
conduction abnormality resulted from such extension is
mostly low-grade AV block.1,2 CHB has been reported in
some cases of aortic perivavular abscesses, however,
there are only two case reports of mitral valve endocarditis.1-4
Recent onset of fever and new heart block should
Acta Cardiol Sin 2007;23:109-14
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急性僧帽瓣心內膜炎，合併可逆性完全房室結傳導阻斷
陳孝棟 1 李俊毅 1 張志賢 1 蔡朝仁 2 何俊豪 2 吳榮州 1
財團法人屏東基督教醫院 內科部 心臟內科1 外科部 心臟外科2

急性感染性心內膜炎常伴隨心臟結構組織的損傷及侵犯心臟外其他結構，若未接受適當的
治療，病情會在數週內進展到死亡。
在臨床上，僧帽瓣心內膜炎合併傳導異常個案極為罕見，且死亡率高。心內膜炎引發急性
主動脈瓣閉鎖不全或急性僧帽瓣閉鎖不全合併失償性心臟衰竭時，需建議接受緊急外科手
術治療。
我們報告一位八十二歲的男性個案伴有發燒、頭暈及完全房室結傳導阻斷。以暫時性人工
節律器來治療完全房室結傳導阻斷。
最初的胸前心臟超音波檢查顯示未發現明顯的贅生物及正常的左心室收縮功能。血液培養
報告顯示，對 oxacillin 敏感的金黃色葡萄球菌菌種。在住院中，患者出現急性肺水腫合併
急性心因性休克。追蹤胸前心臟超音波檢查發現有大的贅生物附著在前葉僧帽瓣合併瓣膜
穿孔，造成僧帽瓣嚴重的血液逆流，立即接受緊急外科手術切除僧帽瓣及置換人工瓣膜。
經成功的手術治療後病人得以存活。

關鍵詞：僧帽瓣心內膜炎、完全房室結傳導阻斷、急性僧帽瓣閉鎖不全。
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