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Introduction
Infective endocarditis is a fatal disease without adequate treatment. 

Right-sided endocarditis has a lower incidence than its left-sided 
counterpart. This is a reflection of the overall lower incidence of right-
sided structural valvular deformities largely secondary to the reduced 
shear stress on the endocardial surface.1 Tricuspid valve (TV) infective 
endocarditis is a serious complication of intravenous drug abuse with a 
reported mortality between 5% and 10%. Staphylococcus aureusis the 
most frequent organism encountered and is associated with increased 
morbidity and higher mortality.2,3 In approximately half of the cases, 
TV endocarditis is the source of septic pulmonary emboli resulting in 
lung abscesses. Although potentially a life-threatening complication, 
in the absence of a severely affected TV, lung abscesses can be treated 
by medical management alone.4

Case presentation
We report a 30-year-old male, intravenous drug abuser, referred 

with tricuspid valve endocarditis and bilateral multiple lung abscesses 
(Figure 1A) (Figure 1B). Over the preceding 2-months, he developed 
insidious symptoms of fatigue and dyspnoea. A transthoracic 
echocardiogram demonstrated severe tricuspid regurgitation and 
blood cultures grew methicillin sensitive Staphylococcus aureus. 
Initial treatment included combined broad-spectrum antibiotics. 
The pulmonary abscesses resolved following a period of microbial 
containment and pre-operative stabilization. He underwent a 
tricuspid valve replacement (Figure 1C) with a low profile 31mm 
mechanical prosthesis (ATS Open Pivot® Heart Valve, ATS Medical 
Inc, Minneapolis, USA) (Figure 1D). Following an uneventful 
postoperative course, the patient was discharged with endocarditis 
prophylaxis after 8 weeks and referred to a drugs rehabilitation facility. 
Three monthly follow-ups for 5years showed preserved bi-ventricular 
function with a functioning prosthesis at a constant mean gradient 
<3mmHg. During this period, the patient was free of narcotics and 
experienced no further pulmonary complications.

Figure 1A CT chest showing multiple lung abscesses in the horizontal plane. 
Figure 1B Multiple pulmonary abscesses in the coronal plane on CT chest. 
Figure 1C Intraoperative view of the destroyed tricuspid valve (white arrow 
marks the floating mass).
Figure 1D Well-seated low profile mechanical prosthesis in tricuspid position.

Discussion
Since the first description of malignant endocarditis in 1855 by Sir 

W Osler, the affected patient population and the causative organisms 
have significantly changed.5 Left sided endocarditis has a reported 
median incidence of 3.6/100,000 population per year, with a surge 
at the age of 65years to 15. 0/100,000 per year and a male to female 
ratio of 2:1; right sided lesions occur in 5-10% of all endocarditis 
cases.6 In tricuspid valve endocarditis, the valve can be repaired in the 
majority of cases; only if the valvular structure is severely affected is 
a replacement required. Controversy exists as to the optimal timing 
of the surgery. Convention dictates that the disease initially be treated 
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Abstract

A 30-year-old male intravenous drug user underwent a tricuspid valve replacement 
with a mechanical ATS Open Pivot® bileaflet prosthesis due to Staphylococcus 
aureus infective endocarditis. Preceding investigations also revealed concomitant 
bilateral pulmonary abscesses which were successfully treated with broad-spectrum 
antimicrobials. Follow-up at 5years demonstrated as well functioning valve prosthesis 
with a low gradient. This case emphasises the importance of a multidisciplinary 
approach in the successful treatment of infective endocarditis.
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medically and to surgically reconstruct the valvular structures when 
possible in a non-infected environment. However, in the presence 
of resistant pathogens, multi-organ involvement or haemodynamic 
instability, expedited surgery is required despite the predicted higher 
postoperative morbidity and mortality.7 Surgical technique is also 
important. 

Bauernschmitt et al.8 demonstrated that radical debridement of 
all the infected area is essential for successful long-term outcome. 
Furthermore, using this technique, the presence of a paravalvular 
abscess has no effect on outcome.9,10 Additionally, there appears to 
be no difference between valve repair and replacement. Musci et 
al.11 revealed that tricuspid valve reconstruction versus replacement 
has no statistically significant influence on early and late mortality. 
In their series??? The main causes of death were septic multi-organ 
failure, heart failure and haemorrhagic shock.11 Our brief report shows 
that TV infective endocarditis complicated by a severe secondary 
organ manifestation can be effectively treated. This requires 
multidisciplinary cooperation in the heart team to ensure early anti-
microbials and correctly timed surgical intervention. Furthermore, 
a supportive family background, a proficient drugs rehabilitation 
programme and meticulous heart team follow-ups ensure a favorable 
outcome.
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