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Pestome. WHdpekumosunat enpokapaut (ME) e Bb3nanutenHo 3abonsBaHe Ha eHAokapfa Ha CbpLETO, 3acsrallo CbpaeyHu-
T€ Knanu (HaTUBHW UMW NPOTE3HW), @ B NOCNEAHUTE HAKOMKO AECETUNETUS U HaNUYHU BLTPECHPAEYHN MOCTOSHHM
YCTPOMCTBA WNW KaTeTpu. Bbnpekn TEXHONOTMYHMS MPOrpec W HaTpynaHust onuT, Tasu Bonect He cnupa Aa Obae
OTPOMHO NPeau3BUKaTENCTBO 3a NlekapuTe Mo OTHOLLUEHWE Ha AWarHoOCTMKa, neyeHne 1 nofobpsiBaHe Ha NpexwuBse-
MocTTa. KnuHniHaTa kapTuHa e HETUNMYHA U Pa3HOPOAHA, C PA3MMYHM KIMHNYHW ,MaCcKn” Ha Apyrv 3abonsBaHNs — UH-
(hEKLMO3HM, OHKOMOTMYHM, XeMaTONOrMYHU, PEBMATONOMYHYU, HEBPONOTMYHY W Ap. EMBONMYHMTE YCOXHEHMS YECTO
ca MbpBa M3sBa Ha bonecTTa, kKaTo Hain-4ecTo ca MO3byHM. [peacTaBsme KNUHUYEH cryyaii Ha 29 r. xeHa, ¢ ocTpa
HEeBpOMOrnyHa cMMNTOMaTka kato mbpea nposiea Ha ME. Toau cnyyain oTpassBa HeTUNMYHaTa KNMHUYHA NpeseHTa-
UMs Ha 3ab0nsIBaHETO, 3HAYEHNETO Ha HOBWUTe 06pa3HM MOAANHOCTY B NpeLu3HaTa AMarHocTuka Ha HEeBPOMOrNYHTE
YCIOXHEHNS, KaKTO M PELLEHNETO 3a BPEMETO Ha OmepaTiBHATa MHTEPBEHLMS, Korato e nok3aHa. OcTaBa OTBOPEH
BBMPOCHT 3a npodunakTukara Ha NE npu ymepeHOpUCKOBUTE NaLMEHTH, KAKBUTO Ca Te3W C MUTPANeH KnaneH npo-
nanc v BukycnugHa aopTHa knana.

Kntouoem aymu: MHGEKLMO3EH EHAOKAPANT, OCTPI HEBPOMOTUYHM YCIIOKHEHMS!, AUarHo3a

Anpec
3a kopecnonaeHuns:  [1-p Buctpa [Jobpesa-Auesa, e-menn: bistra0806@yahoo.com

Abstract. Infective endocarditis (IE) is an inflammatory disease of the endocardium of the heart affecting heart valves (native or
prosthetic) and, in the last few decades, also available intracardiac permanent devices or catheters. Despite technological
progress and accumulated experience, this disease continues to be a huge challenge for doctors in terms of diagnosis,
treatment and improvement of survival. The clinical picture is atypical and heterogeneous, with different clinical "masks"
of other diseases — infectious, oncological, hematological, rheumatological, neurological, etc. Embolic complications are
often the first manifestation of the disease and are most often cerebral. We present a clinical case of a 29-year-old woman
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use, distribution, and reproduction in any medium, provided the original author and source are credited.
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with acute neurological symptoms as a first manifestation of IE. This case reflects the atypical clinical presentation of
the disease, the importance of new imaging modalities for the precise diagnosis of neurological complications, and the
decision on the timing of operative intervention when indicated. The question of IE prophylaxis in moderate-risk patients,
such as those with mitral valve prolapse and bicuspid aortic valve, remains open.
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BbBEOQEHMUE

NHdekunosHmaT eHpokapouT 6enexu HapacTtsa-
wa 3abonesaemoct ot 9.91 Ha 13.8/100 000 npe3 no-
cnegHute 30 r. [1]. CMBbpTHOCTTa OCTaBa HenpoMeHe-
Ha u Bucoka — 20-30% [2]. Benpekn HaBnM3aHeToO Ha
HOBWTE MHCTPYMEHTaNHW MoJanHocTn 1 nogobpssaHe
Ha MVKPOBMONOrMYHMTE W3CNeABaHus, AuarHosarta
4YeCTO 3aKbCHABA nopagu HecneunduyeH KvHUYeH
xog Ha 6onectTta. KnuHnyHWTE CMMNTOMU MOXe Aa ce
rpynupat no crnegHusi Ha4yvH: CUMMTOMM, CBbP3aHu
Cc nHdekumaTa — ebpunurtetr cbc/b6e3 pasTpucaHe,
6esanetuTne, cnabocTt, MycKynHu 6onk1, pegykums Ha
Terno, BKI1. CENTUYEH LLIOK; CUMMTOMU, CBBbP3aHU CbC
cbpaeyHa HepgocTtaTb4yHocT (CH) — HoBOMosBUN ce
LIYM Ha CbpLETo, HOBOMosBUNA ce unu 3agbnbodasa-
He Ha cblecTByBawa CH, 0o NposiBM Ha kapauoreHeH
LLIOK; CAMMTOMU B pe3yntaT Ha eMOONMUYHN YCIOXK-
HeHuA B 3acerHatusa opraH — MO3bK, creska, nepu-
depHn, 6L6peun, YepeH opob 1 ap.

KnUHUYEH cnyyaAn

MpeacTtaBame XeHa Ha 29 r., KOATO OT 2 Mecela e
C peumavsupally 6onku B reproTto u pebpunutet o
38° C, c BpeMeHeH edekT OT npunaraHute ambynartop-
HO aHTMBMOTULM (aMOKCULMIMMH/KNaBypoOHOBa Kuce-
nvHa v knaputpomuuuH). bes aHamHesa 3a M3BECTHO
cbpaeyvHo n/vnn gpyro 3abonseaHe. Mo noBog Ha cun-
HO rmasobornre 1 HapyLLeHWsi B TOBOpa e npernejaHa B
CnelwHo BbTpelHo otaeneHne Ha YMBAIJT “Cs. 'eop-
rn“ —MNnosaue. [JaHHW OT nNperneaa nokaseat: debpun-
Ha — 37.5° C; 6an opob — 4ncTo BE3MKYNapHO AWLLaHE,
0e3 xpunoee; CCC — puTMMYHaA CbpaedHa OenHOoCT,
3ana3eHu TOHOBE, XONOCKCTOSEH LUYM Ha Bbpxa U p.
Erb; cbpaeyHa yectota — 95 ya./min; AH — 110/70 mm
Hg. Ot nabopatopHuTe n3cneaBaHus ce yCTaHoBMXa:
xemorno6buH (Hb) — 110 g/l (ped. ctomHocTn 120-160
g/l); neskountn (WBC) — 4.59 1079/l (pedb. cTOMHOCTU
3,5-10,5); Bb3nanuTtenHa koHctenauus — C-peakTMBeH
npotenH (CRP) — 52 mg/l (ped. ctonHocTtu < 10); cko-
pOCT Ha yTasiBaHe Ha eputpouunTtute (ESR) — 55 mm/h
(ped. CtonHocTn25-30); PubpuHoreH (Fbg) — 6.38 g/l
(ped. ctonHocTn 2.0-4.5).

infective endocarditis, acute neurological complications, diagnosis

Dr. Bistra Dobreva-Yatseva, e-mail: bistra0806@yahoo.com

INTRODUCTION

Infective endocarditis has seen an increasing inci-
dence from 9.91 to 13.8/100,000 in the last 30 years
[1]. Mortality remains unchanged and high — 20-30%
[2]. Despite the introduction of new instrumental mo-
dalities and improvement of microbiological studies,
the diagnosis is often delayed due to a non-specif-
ic clinical course of the disease. Clinical symptoms
can be grouped as follows: Symptoms related to the
infection — fever with/without chills, loss of appetite,
weakness, muscle pain, weight reduction, incl. sep-
tic shock; Symptoms related to heart failure (HF)
— new onset heart murmur, new onset or worsening
of existing HF to manifestations of cardiogenic shock;
Symptoms resulting from embolic complications
in the affected organ - brain, spleen, peripheral, kid-
ney, liver, etc.

A CLINICAL CASE

We present a 29-year-old woman who has had
recurrent sore throat for 2 months and fever up to
38° C, with a temporary effect from ambulatory anti-
biotic treatment (amoxicillin/clavuranic acid and clar-
ithromycin). No history of known cardiac and/or oth-
er disease. Due to a severe headache and speech
disorders, she was examined in the Emergency De-
partment of University Hospital “St. Georgy” — the city
of Plovdiv. Examination data: fever — 37.5° C; lung —
pure vesicular breathing, without wheezing; Cardio-
vascular system — normal sinus rhythm, holosystolic
murmur at the apex and p. Erb; Fr. — 95 bpm; Blood
pressure — 110/70 mmHg. From the laboratories tests:
hemoglobin (Hb) — 110 g/l; (ref. values 120-160); leu-
kocytes (WBC) — 4.59 1079/l (ref. values 3.5-10.5); in-
flammatory constellation — C reactive protein (CRP) —
52 mgl/l (ref. values < 10); Erythrocyte sedimentation
rate (ESR) — 55 mm/h (ref. values 25-30); fibrinogen
(Fbg) — 6.38 g/l (ref. values 2.0-4.5).
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PeHTreHorpadusa cbpue—6sn apob — 6.0. (dwr. 1).
Enektpokapguorpama — CvH. putbm, 6€3 NaTonornyHmn
NPOMEHMU.

KoHcyntupana e ¢ HeBpornor. PaboTHaTta avarHosa u
AvdbepeHumanHaTta guarHosa Britoysat: 1) ocTbp MHCYIT;
2) oCTbp MeHUHroeHuedanuT; 3) Mo3b4YyHa Xemoparusi.

OcbliecTBeHa e KOMMITbPHa akcuanHa Tomorpa-
duma (CT) Ha rmaBeH MO3bK, KOSTO MoKasBa Hanuyune
Ha nokanusnpaHa cybapaxHovgHa xemoparus B Cun-
BneBata 6pasga BnsABo. Habntogaea ce orpaHudeHa
XMMOZEHCHa 30Ha B NeBWsi TemnopareH nob ¢ gname-
Tbp OKOMO 3 cM, C HeeAHOPOAHAa NITbTHOCT U 3anu4a-
BaHe Ha CyrfKycuTe B CbCEACTBO — fIOKarneH egem.

KomnioTbp-Ttomorpadgpckata (CT) aHrmorpadums
Ha MO3bYHUTE apTeEpPUN pasKkprBa HOPMAITHO LLMPOKK
N NPOXOAUMWU MO3BYHW apTeEpPUM OT MpedHus u 3aa-
HUS1 Kpbl, 6e3 aHeBpM3MarnHu npomeHu. Ha gonbnHu-
TenHaTa no-kbcHa hasa, 65 s crnen MHXeKTUpaHe Ha
KOHTpacTHaTa martepusi, He ce obocobsBa odopmeHa
obemHa hopmauums BNSBO TEMNOPArnHo, B M3BecTHaTa
XMnogecHa 30Ha Ha nokaneH egem. OctaHanute Mo-
3bYHW CTPYKTYpM ca 6e3 maTonormyHu npomexu. Ha-
nvue e acMMeTpusi Ha TpaHCBEepP3arHUTE CMHYCK, C MOo-
nobpe npenctaBeH AeceH cuHyc (cur. 2).

MocTaBeHa e AnarHo3a: ocTbp UCXEMUYEH MO3b-
YeH MHCYNT M cybapaxHougHa xemoparus.

lMpoBeneHa e KoHCyNTaLUms C Kapamoror U eXoKapau-
orpacusi No NoBOZ, Ha AMArHOCTULIMPaHKS XONOCUCTONEH
wymMm. [laHHMTE OT exorpaddCKoTo U3crnenBaHe pasKpusar
HOpMarHu pasMepu Ha CbpAeYHUTE KyXMHWN C ropHOrpa-
HWYHW TakmMBa Ha NSBOTO Npeacbpave, 3anaseHa cucTon-
Ha M AgnactonHa nesokamepHa yHKumsA. CUCTONHOTO
HansraHe B a. NyrMOHanuc e HopManHo. Vima nponarc
Ha ABeTe MUTpanHW MratHa, KOUTO ca Mo-06eMHu 1
YOBIDKEHW, KAKTO U Hanu4dve Ha MobunHa Beretaumsi Ha
NPeaHOTO MUTParHO MnaTHo, mponabupalla KbM MsBo-
TO npeacvbpave, ¢ pasmepn 11/15 mm (dur. 3 n 4, Bu-
aeodanin  https://10.3897/bgcardio.29.e105505.suppl1).
HabntogaBa ce TeXXKOCTENEHHa MUTparHa peryprutaums
(dowr. 5). OcTaHanuTe knanu 1 Nepukapaa ca UHTaKTHU.

SEDNAL

Chest X-ray — normal (Fig. 1). Electrocardio-
gram (ECG) — sinus rhythm, without pathological
changes.

She was consulted with a neurologist: Working
diagnosis and differential diagnosis: 1. Acute stroke.
2. Acute meningoencephalitis. 3. Cerebral hemor-
rhage.

The performed cerebral computed tomography
(CT) — presence of localized subarachnoid hemorrhage
in the Sylvian sulcus on the left. Limited hypodense
area in the left temporal lobe, about 3 cm in diameter,
with non-uniform density and deletion of adjacent sul-
cuses — local edema.

The cerebral computer tomographic (CT) angiogra-
phy presented normally wide and traversable cerebral
arteries from the anterior and posterior circles, without
aneurysmal changes. At the additional later phase, 65
s after injection of the contrast material, no shaped
volumetric formation was identified in the left temporal
area, in the known hypodense zone of local edema.
Remaining brain structures without pathological chang-
es. Asymmetry of the transverse sinuses with the right
one better represented (Fig. 2).

Diagnosis: Acute ischemic stroke and subarach-
noid hemorrhage.

A consultation with a cardiologist and echocardiog-
raphy was performed because of the new diagnosed ho-
losystolic murmur. The ultrasound cardiac examination
presented normal dimensions of heart chambers, with
left atrium within the upper limits of normal, preserved
systolic and diastolic left ventricular function. Normal
systolic pressure in a. pulmonalis. Prolapse of the two
mitral leaflets, which are more voluminous and elongat-
ed, presence of a mobile vegetation on the anterior mi-
tral leaflet, prolapsing towards the left atrium, with size
11/15 mm (Fig. 3 and Fig. 4, videofile https://10.3897/
bgcardio.29.e105505.suppl1) Severe mitral regurgita-
tion (Fig. 5). Remaining valves and pericardium — intact.

®dur. 1. PeHTreHorpadus Ha cbpue 1 6an gpo6 // Fig. 1. Chest X — ray
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®ur. 2. KomniotbpHa akcuanHa Tomorpadwms (CT) Ha ma-
BeH mo3bk M CT aHruorpacdwus // Fig. 2. Brain computed
tomography and computed tomography angiography

®dur. 3. TpaHcTopakanHa exokapauorpadusa (TTE), napactep-
Hara nosvuMs Mo Abnrata oc — BU3yanusupa ce Beretaumsi Ha
npeaHo MUTpanHo nnatHo ¢ pa3mepu 11/15 mm

Fig. 3. Transthoracic echocardiography (TTE), parasternal long axis —
visualized vegetation on the anterior leaflet with dimensions 11/15 mm

T e
|19ma/zozn 08:12:15
£3 [HD

USR bogo

®ur. 4. TTE 4eTUPUKYXMHEH U3rneq — npornanc Ha ABeTe MUTparnHu
nnaTtHa ¢ Beretauusi Ha NPegHO MUTPArHO NaTHoO

Fig. 4. TTE four chamber view — prolapse of the two leaflets of the
mitral valve with vegetation on the anterior leaflet

®ur. 5. TTE 4-KyxuHeH n napacTepHaneH us-
rmed — TeXKOCTEeNeHHa MUTpanHa peryprutaumns

Fig. 5. TTE four chamber view and parasternal
long axis view — severe mitral regurgitation
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BonHata noctenea B KapgvonornyHata KnvHuKa C
AvarHosa: UHEKLMO3eH eHOOKapanuT Ha MUTpanHa Kna-
na; BpPOOEH CbpAeYEeH NOPOK; MUTPArieH KrarneH nponarc;
TeXKocTeneHHa MmuTparnHa peryprutaums; CH-11 ©K.

Cnep B3eMaHe Ha 3 XeMOKyNnTypu Mo NpOTOKON €
3ano4yHaTo eMMNMPUYHO feveHre ¢ vancomycin 2x 1 g
i.v., cefotaxime 3 x 3 g i.v. n amikacin 2 x 500 mg i.v.,
KakTo u bisoprolol 5 mg gHeBHO 1 Torasemide 10 mg
Ha OeH kbM TepanusaTa. o npenopbka Ha HeBpoOnor
€ BKINIoYeHa JOMbHUTENHO 1 Tepanus c citicoline 2 x
1000 mg i.v. 3a 3 gHuK, cneg KoeTo nepoparnHo, mannitol
2 x 500 mg i.v. 3a 6 gHn. OT B3eTUTE NpU XOCNUTanm3a-
uusaTa npegu 3anodBaHe Ha NEYEHNETO XEMOKYMTYpU
e nsonupax Streptococcus mitis (rpyna Streptococcus
viridans). lNMpoabrku ce 3anoyHaTarta Tepanus nopaau
NoTBbPXXAEHWE OT aHTMBUorpamarta n 4o6bp KNMHUYEH
oTroBop — vancomycin u cefotaxime 3a 28 gHu n amu-
KauuH 3a 14 gHw.

3a yTouHsIBaHe Ha HaxogkaTta B MO3bka Ha 5-us AeH
ce ocbllecTBM sgpeHomarHuTeH pesoHaHc (MRI) Ha
rmaBeH MO3bk. Pesyntatnte nokasear, 4ye B cbaoBaTa
TEPUTOPUSA Ha fnsiBaTa cpegHa MO3bYHa apTepus uma
NMPOMEHM MO TUMa Ha UCXEMUYEH LIUTOTOKCUYEH edeM.
Mo xoga Ha nsiBata CunBueBa Gpasfa ca Hanvue npo-
MEHM KaKTO Mpu NMOHeceHa NokarnHa cybapaxHouganda
xemoparusa. MegnanHo ot nsBata CunBueBa cucypa
ce 0hopMs OKpPBITIEHA XWMOWHTEH3Ha e3uns, ¢ nepu-
depHO ycuneHa kancyna ¢ gauametrbp 10 mm, ¢ xapak-
TEepUCTUKa Ha abcLec. 3akno4eHNETO €, Ye MMa OaHHU
32 UCXEMUYHN MO3BYHM MHCYNTK MO TUMa Ha MUKPOEM-
6onusauus, 6e3 6enesn Ha BTOPUYHO XEMOPArnyHO MH-
dapumpaHe, Ho ¢ odopmeH abcuec 1 cm. Mma gaHHu
3a cybapaxouganHa xemoparvsi BNsBO TEMMOPASHO B
KbCEH NOAOCTbP CTagui Ha passuTne (dur. 6).

She was admitted to the Department of Cardi-
ology with a Diagnosis: Mitral valve infective endo-
carditis. Congenital valvular disease. Mitral valve
prolapse. Severe mitral regurgitation. Heart failure
(HF) — I NYHA.

After taking 3 blood cultures per protocol, antibi-
otic treatment was started with vancomycin 2 x 1 g.
i.v., cefotaxime 3 x g i.v. and amikacin 2 x 500 mg, i.v.
Additional therapy with bisoprolol 5 mg/day and torse-
mide 10 mg/day. Per neurologist consultation citicoline
2 x 1000 mg i.v. for 3 days, then orally and mannitol
2 x 500 mg i.v. for 6 days were added. Streptococcus
mitis (Streptococcus viridans group) was isolated from
the blood cultures taken on the day of hospitalization,
before starting the treatment. The started therapy was
continued due to confirmation by the antibiogram and a
good clinical response — vancomycin and cefotaxime —
28 days and amikacin 14 days.

To clarify the brain findings, a cerebral magnetic
resonance (MRI) was done on the 5th day. Result: in
the vascular territory of the left middle cerebral artery
changes according to the type of ischemic cytotox-
ic edema. Along the course of the left Sylvian sulcus,
there were changes as in the case of sustained local
subarachnoid hemorrhage. Medially from the left Syl-
vian fissure, a rounded hypointense lesion is formed,
with a peripherally enhanced capsule with a diameter
of 10 mm, with characteristics of an abscess. Conclu-
sion: Data confirming ischemic brain strokes by the
type of microembolization, without signs of secondary
hemorrhagic infarction, but with a formed abscess with
dimension 10 mm. Data for subarachnoid hemorrhage
in the left temporal area characteristic for late subacute
stage of development (Fig. 6).

®ur. 6. AgpeHomarHuTeH pesoHaHc (MRI) Ha rmaBeH MO3bk

Fig. 6. Cerebral magnetic resonance imaging (MRI)
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Ha 22-pusi geH naumeHTKkata e ¢ ocTpa 6onka B
nsiBata nosicHa obnact. V3BbplueHata abgoMuHanHa
exorpadmsi yCTaHOBSIBa HanMyMe Ha HenpaBuiTHa Xu-
NMoexoreHHa 30Ha B obnacTTa Ha JOMHWSA NOMC, C He-
paBHU N HEPE3KN o4epTaHus, ¢ pasmepu — 13,6/26 mm
— JaHHW 3a MHapKT Ha creskara.

OT 4-Tna peH cnepq 3anoyBaHe Ha NeyvyeHneTo na-
uueHTKaTta e TpaviHo adebpunHa, nMa NbrHo obpaTHO
pasBuMTME Ha HEBpOSiorMYyHaTa CUMMTOMATUKA, XEMO-
anHaMmnyHo ctabunHa e. OTbensiaBa ce gMHaMmMKa KbM
HOpManuaupaHe Ha nabopaTtopHuTe mokasaTenu: xe-
mornobuH (Hb) — 123; 129 g/l; (ped. ctorHocTn 120-
160); neskountn (WBC) — 8.59; 4.58 10”9/l (pedb. cTom-
HocTh 3,5-10,5); C-peakTtnBeH npoTtenH (CRP) — 34; 4
mg/l (ped. ctonHocTn < 10); CKOPOCT Ha yTasiBaHe Ha
eputpountute (ESR) — 44; 8 mm/h (ped. cTtonHocTh
25-30); dwmbpuHoreH (Fbg) — 5.84; 3.74 g/l (ped. cTon-
HocTu 2.0-4.5); kpeatuHnH (CREA) — 71; 78 mmol/l
(ped. ctonmHocTn 74-134). Hanuue ca aBe uHOuWKa-
LMN 3a paHHO ONepaTMBHO feyeHue: BereTaums Hag
10 mm, ¢ eMBONMYHN YCNOXHEHNS N TEXKOCTEMNEHHA
MuTpanHa peryprutaums. Kora e Han-gobpe ga 6vae
onepupaHa? lNpoBeae ce 28-OHEBHO fNeYeHNe C aHTu-
OuoTuyHa komMbuHaumst no aHTubuorpama. Nocnensa
onepauus ¢ nracTuka Ha MUTparnHa Knarna — KBagpaH-
rynapHa pesekuusi Ha MpegHo MUTpanHO NIaTtHO U
umnnaHTupaHe Ha puHr Sovering band No 30. MNepwu-
onepaTBHUAT nepuog, npoteye 6e3 ycrnoxHeHus. bes
ocTaTbYyeH HEBPOIOrUYeH AedULUT.

OBCBHXAAHE

KnuHuyHaTa npeseHtaums Ha ME e mHoro pasHo-
obpasHa n HecneuundnyHa, kKaTo YecTo AgnarHosarta ce
3abaBsi B TbpCeEHE NN OTXBBLPISHE Ha Apyro 3abons-
BaHe. Cnopep nocnegHus aktyaneH permctbp EURO-
ENDO (2019 r.), BkntouBaly, 3116 naumeHTn, Han-vyec-
TUTE KIIMHWYHM CMMMNTOMM MpUW XOcnuTanusauusTa ca:
ebpunuter/BTpncaHe — 77,7%; CbpOeveH WyMm —
64,5%; 3acTorHa cbpaeyHa HegocTaTbyHOCT — 27,2%;
ceetoBbpTeX — 10,8%; MO3bYHOCHAOBU MHUNOEHTU —
6,8%; cenTnyeH Wok — 6,6%; kapanoreHeH Wok — 2,3%;
cuHkon — 2,6%; ne3un Ha Janeway — 3,5%; Bb3nu Ha
Osler — 1,9%; netHa Ha Roth — 1,4% [2].

Han-yectnte KMMHWUYHM CUMNTOMMU MpU XOcnuTa-
nusauudaTa, pesyntaTr Ha YCMOXHeHus, ca: embonuy-
HU cbouTUa — 25,3%, (OT KOUTO B MO3bK — 44,4%; 6an
Opob — 24,7%; cneska — 22,3%; nepudepHu — 11,7%;
obbpeun — 9,6%; kopoHapHu — 2,8%; YepeH gpob —
2,2%); abcuec — 11,6%; cnongnnut — 5,4%; xemopa-
rmyeH nHeynT — 2,2 % [2]. No gaHHW Ha HaLWns LeHTbP
(270 naumeHTn 3a nepuoga 2005-2021 r.) Han-yecTn
CMMMTOMW NpPU Xocnutanu3auusita ca: ebpunutet/
BTpucaHe — 97,4%; aHemusi — 92,5%; Wym Ha cbpue-
TO — 66,2%; cnneHomeranusa — 18,1%; KOXHW npome-

On the 22nd day the patient received sharp pain in
the left abdominal region. The abdominal echography
revealed an irregular hypoechoic zone in the region
of the lower pole, with uneven and unsharp outlines,
with dimensions 13.6/26 mm — evidence of splenic in-
farction.

From the 4™ day after starting the treatment, the
patient was permanently afebrile, hemodynamically
stable, with complete reversal of neurological symp-
toms. A trend towards normalization of the laboratory
indicators is noted: Hemoglobin (Hb) — 123; 129 g/I;
(ref. values 120 — 160); Leukocytes (WBC) — 8.59; 4.58
1079/1 (ref. values 3.5-10.5); C reactive protein (CRP)
— 34; 4 mgl/l (ref. values < 10); Erythrocyte Sedimen-
tation Rate (ESR) — 44; 8 mm/h (ref. values 25-30);
Fibrinogen (Fbg) — 5.84; 3.74 g/l (ref. values 2.0 - 4.5);
creatinine (CREA) —71; 78 mmol/l (ref. values 74-134).
The patient had two indications for early surgical treat-
ment: vegetation over 10 mm, with embolic complica-
tions and severe mitral regurgitation. When is the best
time for surgery? After the pharmacological treatment
of totally 28 days a mitral valve surgery with valvu-
loplasty — quadrangular resection of the anterior mitral
leaflet and ring Sovering band No 30 implantations was
performed. The perioperative period was without com-
plications, with a complete recovery, without residual
neurological deficit.

DiscussION

The clinical presentation of IE is diverse and
non-specific, and the diagnosis is often delayed in the
search for or rejection of another disease. According to
the latest EURO-ENDO register (2019), including 3116
patients, the most frequent clinical symptoms during
hospitalization are: fever/chills — 77.7%; heart murmur
— 64.5%; congestive heart failure — 27.2%; vertigo —
10.8%; cerebrovascular accidents - 6.8%; septic shock
— 6.6%; cardiogenic shock — 2.3%; syncope — 2.6%;
Janeway lesions — 3.5%; Osler nodes — 1.9%; Roth
spots — 1.4% [2].

The most common clinical symptoms during
hospitalization as a result of complications are: em-
bolic events — 25.3%, (of which in the brain —44.4%;
lung — 24.7%:; spleen — 22.3%; peripheral — 11.7%;
kidneys — 9.6%; coronary — 2.8%; liver — 2.2%);
abscess — 11.6%; spondylitis — 5.4%; hemorrhagic
stroke — 2.2% [2]. According to our center (270 pa-
tients for the period 2005-2021), the most frequent
symptoms during hospitalization are: fever/chills -
97.4%; anemia — 92.5%; heart murmur — 66.2%;
splenomegaly — 18.1%; skin changes — 5.5%. We
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HU — 5,5%. YcTaHoBABaMe eMOONUYHN MHLUMAEHTU NpU
20,5%, oT kouto B MO3bKk — 58%; cneska — 19%; 6an
apob — 16%; koxxHu — 3,5%, koMOMHUpaHn — 3,5%.

Tean n gpyrv nyonukyBaHn AaHHW NoKa3ear, ye 1/4
ot nauweHtute ¢ VIE pebrotmpar ¢ eMBonuyHn UHLK-
OEHTU, KaTo 630 1/2 OT TX ca MO3bYHM Y CUMMTOMHW.
Cnen 3anovBaHe Ha aHTUBMOTUYHOTO NeYeHne pUCKBLT
OT noBTOpHa embonusauns Hamansaea 4o 6-21% B nbp-
BuTe ABe ceamuum [3]. OctpaTta HeBponormyHa CUMMTO-
MaTuKa ce NPeACTaBst Han-4eCTO C UICXEMUYEH MO3bYEH
nHeynT, 0o 37-83% [4]. MNpwn okorno 35-60% oT naunex-
TuTe ¢ VIE ce ycTaHoBsBa 6e3cumnToMHa emMbonunsaums
1 MUKpOKbpBeHe [5]. [pyrn NnposiBM ca NpexodHn ucxe-
MWYHW aTaku, UHTPaKpaHuanHa unm cybapaxHomganda
xemoparus (CAX), MMKOTUYHa aHeBpu3Ma (Cbc nnm 6e3
pynTypa), MO3b4YeH abcLEeC, MEHUHIUT, TOKCUYHA eHLie-
hanonatusi u CNoHAMNOANCUMT. Te3n YCrOXHEHUS BIO-
LaBart nporHosarta u ysenuyasat dpatanHug u3xoa ¢ 4o
30% [5]. JleBocTpaHHuaT ME embonuanpa Han-4ecto B
MO3bKa U crneskara, JoKaTo AecHOCTpaHHuAT VIE — B Ge-
nusa apob. NnemuHata n MobunHocTTa Ha BereTauusTa
ca He3aBUCUMW NPEAVKTOPY 3@ eMBONNYHN MHUMOEHTH
[6]. BereTaummTe, nokanManpaHn Ha NPeaHOTO MUTpar-
HO nnaTHo, eMbonuaupaTt No-4ecTo.

Camo BMCOKOTO nopo3peHune 3a MIE moxe ga no-
MOrHe 3a 6bpP30 AMarHOCTULMpPaHe, KOETO € KITH4YO0BO 3a
HaBPEMEHHO 3ano4BaHe Ha feYeHne N HamansiBaHe Ha
pvicka OT PeKyPeHTHM eMBONNYHN HLUMOEHTN U dhaTaneH
naxod. MNpu HawaTa naumeHTka Hanumuneto Ha cebpu-
NNTET, aHEMUS!, LUYM Ha CbpLETOo, Bb3nanutenHa nabo-
paTopHa KOHCTenauusi U OCTpa HEeBPOSorMyHa CUMMTO-
MaTMKa AaBaT BUCOKa cycnekums 3a 6onectta n 6bp3o
avarHoctTuumparHe. MUTpanHusT krnaneH nponarc n 6m-
KyCcrnmaHaTa aopTHa Krnana ca Hai-4eCcTuTe BPOLAEHM Cbp-
OEeYHM Nopoum Npu Bb3pacTHW, Npeapasnonarawm 3a VIE
[7]. YecTo Te He ca guarHoCTMUMpaHu Npy Minaam xopa.

Mpu naumeHTkata ca Hanuue CT gaHHm 3a CAX u
XWMNOAEHCHa 30Ha OT 3 cm B NeBMs TemnoparneH nob,
KaTo MO3bYHaTa aHrnorpadums nokasea HopMasHu Cb-
poBe. 3a yTouHsBaHe e u3BbplleH MRI Ha rmaBeH mo-
3bK, KOWTO AmarHoctuumMpa MUKPOUHCYNTU, MO3bYeH
abcuec n CAX un nokassa npeBb3xoactso npeg CT
B MnpeumsHata OuMarHOCTUKa Ha HEBPOIOrMYHUTE YC-
noxHeHnsa. Mo3bYHMNAT abcuec e CpaBHUTENHO PSAAKO
ycnoxHeHune npu UE, okono 1-6%. lMNMopxogdawara aH-
TUMUKPOOHA Tepanus 3a MO3b4YeH abcuec 3aBuCu OT
n3bopa Ha aHTMONOTULK, KOUTO MOraT Aa MPOHMKHAT B
KyxmHaTa Ha abcueca. LledhanocnopuHute ot TpeTo no-
koneHue cefotaxime n ceftriaxone, kakto n vancomycin
nmar 4o6po NPOHMKBAHE B KyxXMHaTa Ha MO3bYHMSA ab-
cuec. JledeHneTo Mmoxe aa 6bae camo MeankameHTOo3-
HO, KOoraTo pa3MepbT Ha abcLieca e Nno-manbk oT 2,5 cm,
UM KOMOWHMPAHO C XUPYPTMYHO Hag Tasu rofieMuHa.
MpoabmKMTENHOCTTa Ha NEYEHNETO € MUHUMYM 4 cef-
MU1LKM, ako abcuechT ce nekyBa camo ¢ aHTubunotuum, u

found embolic incidents in 20.5%, of which in the
brain — 58%; spleen — 19%; lung — 16%; skin —
3.5%, combined — 3.5%.

These and other data indicate that 1/4 of patients
with IE present with embolic events, nearly 1/2 of
which are symptomatic cerebrovasculare. After initia-
tion of the antibiotic treatment, the risk of re-emboli-
zation decreases to 6-21% in the first two weeks [3].
Acute neurologic symptoms present most often with
ischemic stroke, up to 37-83% [4]. Asymptomatic em-
bolization and microbleed are found in about 35-60% of
patients with IE [5]. Other manifestations are transient
ischemic attacks, intracranial or subarachnoid hemor-
rhage (SAH), mycotic aneurysm (with or without rup-
ture), brain abscess, meningitis and toxic encephalop-
athy. These complications worsen the prognosis and
increase the fatal outcome by up to 30% [5]. Left-sided
IE embolizes most often in the brain and spleen, while
right-sided IE in the lung. Vegetation size and mobility
are independent predictors of embolic events [6]. Veg-
etations located on the anterior mitral valve embolize
more often.

Only a high suspicion of IE can help timely di-
agnosis, which is a key to adequate treatment and
reduce the risk of recurrent embolic events and fa-
tal outcome. In our patient, the presence of fever,
anemia, new heart murmur, inflammatory laboratory
constellation and acute neurological symptoms, give
a high suspicion of the disease and prompt diagno-
sis. Mitral valve prolapse and bicuspid aortic valve
are the most common congenital heart diseases,
predisposing to IE [7]. They are often not diagnosed
in young people.

The patient had CT evidence of SAH and a hy-
podense area of 3 cm in the left temporal lobe and
normal cerebral angiography data. For clarification,
brain MRI was performed, which diagnosed micro
strokes, brain abscess and SAH and showed supe-
riority over CT in the precise diagnosis of neurolog-
ical complications. Brain abscess is a relatively rare
complication of IE, about 1-6%. Appropriate antimi-
crobial therapy for brain abscess depends on choos-
ing antibiotics that penetrate the abscess cavity. The
third generation cephalosporins cefotaxime and cef-
triaxone, as well vancomycin have good penetration
into brain abscess cavities. The treatment of brain
abscess could be only with medication if the abscess
size is less than 2.5 cm or with combined therapy
with surgery when the size is more. The duration of
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MOXe Aa NpoAbIKK A0 6-8 cegMuumM Npy KOMOMHMpaHa
Tepanus [8]. Bce nak Tpsibea aa ce otbenexu, ye MRI
He ce npenopbyBa Ha BCUYKM NALMEHTU C HEBPOIOTNY-
HW YCINOXHEHUS], @ CaMO NP TE3N CbC CMMMNTOMATUKa 1
HeoOXOOUMOCT OT LOMbIHUTENHO YToYHABaHe. M3nons-
BaHeTo Ha MRI npy acMMATOMHU NaUMEHTU NpoabIbKa-
Ba ga 6vae cnopHo. MRI Ha Mo3bka MoXe Aa noBuMLLIN
YYBCTBUTENHOCTTA Ha KpuTepumuTe Ha [k ype3 goba-
BSIHE Ha BTOPOCTEMEHEH KpUTEPUIA B Clyvam C BUCOKO
KNMMHUYHO NOAO3PEHNE 38 MHDEKLIMO3EH eHO0KapANT 1
nvnca Ha gocTaTb4yHO AUarHOCTUYHU KpuTepun. Mo3by-
HaTa aHrmorpadus ce npenopbyBa NPy MHTPaKpaHuan-
Ha xemoparus n ocobeHo npu cybapaxHomnganHa.

[aHHuTe oT obpasHuTe M3crnedBaHWsi HA MO3bka
ca oT ocobeHo 3Ha4yeHVe 3a onpeaensHe Ha BPEMETO
Ha cbpaevyHaTta onepauus. MNpu NauMeHTn ¢ MO3bY-
HOCBZOBW YCINOXHEHWs KNanHOTO NpoTe3npaHe YecTo
ce oTnara nopaau puck OT No-HaTaTbLUHO BrOLIABaHE.
PaHHaTa cbpaeyHa onepauusi Moxe fa ce U3BbpLUN B
pamMKuTe Ha 7 OHW crned npexogHa McxXeMuyHa aTaka
U acMMNTOMEH MHCYNT. BpemeTto 3a knanHa xupyp-
st Ha VIE cned cMMNTOMEH UCXEMWYEH MHCYNT MIn
WHTpaKpaHuanHa xemoparvus octaBa NpegMeT Ha fe-
©aT OTHOCHO puckoBeTe M nonsuTte. Cnopea nocreg-
HUTEe npenopbkn Ha EBpPOMENCKOTO KapAWONOrMyHO
apyxecteo (ESC) npu Hanuume Ha MHTpakpaHuanHa
Xemoparusi cbpgedHaTa xupyprus TpsibBa ga ce oTrno-
xu ¢ 1 mecel (Nnpenopbka lla B) [9]. MaumneHTkaTa uma
2 VHOMKauMK 3a paHHO OMepaTMBHO NleYeHne: BereTa-
uns Hag 10 mm, ¢ eMOONNYHN YCIOXKHEHUST U TEXKO-
CTerneHHa MUTparnHa peryprutauusi, Ho CbLLO Taka Mo-
3byeH abcuec, ncxemuydeH nHeynt u CAX. basvpanku
ce Ha nocnegHute ESC npenopbku, ¢ pewweHne Ha
eHOoKapaUTHUS TUM, onepauusiTa Ha MUTparnHa knana
ce ocbLlecTBu crieq 28-AHEBEH KYpC Ha aHTUOMOTUY-
HO neyeHve. ToBa pelweHne belle Bb3MOXHO U nopa-
ON xemogmHavmHata CTabuinHOCT Ha naumeHTKarta u
MbIHUAT KOHTPOM Hag UHeKumaTa, 06EeKTMBM3NPAHO
KNMMHWYHO U C AMHaMuKaTa Ha nabopaTopHUTE nokasa-
Tenwu. lNpoBegeHaTa cbpaeyHa onepaums npemvHa 6e3
YCINOXHEHUS, C MbJIHO Bb3CTAHOBSIBAHE Ha NaUMeHTKa-
Ta 1 6e3 octaTbyeH HEBPOOrMYeH geduumT.

3AKINIOYEHUE

HeBponornyHute ycrnoxHeHus ca dectu npu VIE un
mMoraT ga 6baat aebtot Ha 6onectta. CbYyeTaHMeTo UM C
GebpunuTeT, aHeMMUS 1 LWYM Ha CbPLIETO AaBaT BUCOKA
cycnekums 3a UE. Manon3ssaHeto Ha MRI npeBb3xox-
na CT B gMarHocTmkarta Ha HEBPOSOrMYHUTE YCIOXHE-
HUS 1 MMa CbLUECTBEHO 3HAYeHMe 3a TepaneBTUYHOTO
noBefeHNE N NO-CreLmanHo BpEMETO Ha XMpPYypruyHa
WMHTEpPBEHUUS1, KoraTto e nokasaHa. OnTumanHoTo ne-
YeHMe Ha NaumMeHTU C HEBPOSNOMMYHWU YCITOXHEHMST Ha
WH(EKLMO3EH eHO0KapANT ce Hyxaae oT nHansmayan-

treatment is minimum of 4 weeks if abscess treated
with antibiotics alon [8] e and can go on up, to 6-8
weeks with the combine therapy. However, it should
be noted that MRI is not recommended for all pa-
tients with neurological complications, only for those
with symptoms and needs for further clarification.
MRI use in asymptomatic patients continues to be
controversial. Cerebral MRI can increase the sensi-
tivity of the Duke criteria by adding a minor criteri-
on in cases with high clinical suspicion for infective
endocarditis. Cerebral angiography is recommended
for intracranial hemorrhage and especially for sub-
arachnoid hemorrhage.

Brain imaging data are of particular importance
in determining the timing of heart surgery. In pa-
tients with cerebrovascular complications, valve re-
placement surgery is often delayed due to the risk
of further deterioration. Early valve surgery can be
performed within 7 days of transient ischemic attack
or asymptomatic stroke. Timing of valve surgery for
IE after symptomatic ischemic stroke or intracranial
hemorrhage remains under debate about the risks
and benefits. According to the latest recommenda-
tions of the European Society of Cardiology (ESC),
in the presence of intracranial hemorrhage, cardiac
surgery should be delayed by 1 month (Il a B) [9].
The patient has 2 indications for early surgical treat-
ment: vegetation over 10 mm, with embolic complica-
tions and severe mitral regurgitation, but also brain
abscess, ischemic stroke and SAH. The mitral valve
surgery was performed after a 28-day course of an-
tibiotic treatment, based on the latest ESC recom-
mendations and resolution of the endocarditis team.
This decision was also possible due to the patient’s
hemodynamic stability and complete control of the
infection, objectified clinically and with dynamics of
laboratory indicators The performed cardiac surgery
was without complications, with complete recovery
and without residual neurological deficit.

CONCLUSION

Neurological complications are common in IE and
may be the debut of the disease. The combination of
fever, anemia and heart murmur gives a high suspicion
of IE. Cerebral MRI is superior to cerebral CT in the di-
agnosis of neurological complications. This is essential
for therapeutic behavior, especially the timing of surgi-
cal intervention when indicated. Optimal management
of patients with infective endocarditis and neurological
complications requires case-by-case discussion and
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HO of6CcbXaaHe Ha cryyasi U OT MyNTUAMCUMNIIMHAPEH
€KUM, BKIOYBALL HEBPOO3M, KapAMonosu, KapamoTo-
pakanHu Xupypau, HEBPOPaANOIo3n, HEBPOXMPYP3U 1
cneumnanmncT no MHGEKLMo3Hu GonecTu.

He e OeknapupaH KOHGhrIuKm Ha uHmepecu
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