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Mycotic aneurysm as a complication of infective endocarditis – a 
case report
AneurismA micótico como complicAção de endocArdite infecciosA – relAto de cAso
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introduction 
The first mention of the clinical aspects of infectious 
endocarditis (IE) comes from French physician Jean 
François Fernel in the 16th century.1 However, appropri-
ate treatment only started being implemented more 
than a century later, when the presence of microorgan-
isms as the cause of the disease was identified.2 IE nor-
mally affects the native valves as a primary site, being 
the mitral valve the most common.3 In the last thirty 
years there have been important advancements in the 
diagnostic and therapeutic methods for the disease, 
which despite the low incidence in the population in 
general, still presents a poor prognosis and high mor-
tality rate.4,5,6 IE complications appear in 60% of patients, 
being mycotic aneurysm one of the most serious.  Caused 
by weakening of the vessel walls, it is clinically recog-
nized in 3-10% of IE cases.7 The most dramatic event is 
subarachnoid hemorrhage, which usually occurs in the 
stage of bacteremia.6 

cAse report 

Figure 1 Computerized tomography of the cranium showing 

acute frontoparietal subdural hematoma to the left with a subjacent 

frontoparietal focus of contusion

Source: HMSJ neuroradiology service.
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Figure 2 Angiography showing aneurysm formation, measuring 

about 8 × 9mm on topographic examination of cortical branch of the 

middle cerebral artery associated with parietal irregularity of the 

vessel, as indicated by the white arrow.

Source: HMSJ neuroradiology service.

Figure 3 Postembolization arteriogram with coils, as indicated 

by the white arrow.

Source: HMSJ neuroradiology service.

Female patient, 45 years old, born in São Jorge d’Oeste, 
state of Paraná, Brazil, and originating from Joinville, San-
ta Catarina, white, married, building janitor.  She was ad-
mitted to the Hospital Municipal São José (HMSJ) for in-
vestigation of epigastric pain associated with holocrani-
al headache, intermittent and progressive, with 1 month 
of evolution and significant deterioration in the last 2 
days. No further complaints.

Hypertensive and hypothyroid patient, treated with 
captopril 25 mg T.I.D. and levothyroxine 50 mcg/day. Un-
derwent thyroidectomy 8 months before admission for 
adenomatous goiter.  Patient denies allergies and previ-
ous hospitalization.

On physical examination, she showed good general 
condition, pale + / 4 +, hydrated, eupneic, tachycardia 
(HR: 110), afebrile, acyanotic, anicteric, lucid and orient-
ed in time and space. In the lung auscultation, vesicular 
murmur present and symmetrical, with no adventitious 
sounds. In the cardiovascular examination, presence of 
systolic murmur from regurgitation, pancardiac 4+/6+ 
radiating to the left armpit and more audible in the mi-
tral zone, with tremor present, ictus cordis of normal size, 
palpable and visible. The presence of lesions compatible 
with Janeway lesions on the right fifth toe was verified. 
No signs of meningeal irritation and no focal deficits.

Additional tests were requested: cranial tomography 
that showed no presence of acute lesions; CSF without 
changes in cellularity, protein, glucose and culture-neg-
ative; negative blood culture; anti-HCV non-reactive, an-
ti-HIV nonreactive and HBsAg reactive serologies; echo-
cardiogram demonstrating redundant mitral valve with 
intense systolic posterior movement and nodule image 
on atrial side of the anterior leaflet suggesting vegetation.

Given the findings, IE diagnosis was established based 
on the modified Duke criteria (two major and one mi-
nor).8 Treatment started with 60 mg of gentamicin T.I.D. 
and 1g of vancomycin B.I.D. after hospital admission. 
Transesophageal ultrasound performed on the twenty-
seventh day of hospitalization showed a 40% reduction 
of mitral valve vegetation, with antibiotic treatment re-
placed by 2 g oxacillin Q.I.D. 

On the fifty-seventh day of hospitalization, the patient 
had an episode of generalized tonic-clonic seizures associ-
ated with decreased level of consciousness - with no eye 
opening, issuing incomprehensible sounds and decorti-
cate response to painful stimuli (Glasgow 06). Orotrache-
al intubation was then implemented. In cranial tomogra-
phy performed after the event, the presence of acute 
subdural hematoma was found on the frontoparietal sub-
dural hematoma to the left with a subjacent frontoparie-
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tal focus of contusion.  The patient was sent for an emer-
gency decompressive hemicraniectomy. The next day the 
patient was submitted to angiography, which revealed an 
aneurysm measuring about 8 × 9mm on topography of 
the cortical branch of the left middle cerebral artery asso-
ciated with parietal irregularity of the vessel – image com-
patible with a ruptured mycotic aneurysm, which was em-
bolized with coils. After the procedure, the patient was 
referred to the Intensive Care Unit at the hospital. 

On the sixty-seventh day of hospitalization orotra-
cheal extubation was performed, and after three days the 
patient was then referred to clinical medicine ward.  The 
patient initially remained aphasic, but presented progres-
sive improvement with multi-professional rehabilitation.  
The patient was discharged on the ninety-fifth day of hos-
pitalization with moderate disability (grade 3 on the mod-
ified Rankin scale),9 after completing 42 days of treatment 
with the latest antimicrobial scheme. They were referred 
for monitoring by hepatitis and cardiology outpatient 
clinics (with valvuloplasty scheduled). The patient under-
went skull reconstruction 60 days after discharge, with 
no adverse events.  

discussion 
The case reported is consistent with the reality of IE in 
medical practice in various aspects. The patient, aged 47, 
and with native valves is categorized under the new epi-
demiological profile of the disease, which was previously 
reserved for patients with compromised valves and young 
adults. However, the entry point that could have caused 
bacteremia was not identified, as is possible in the majo-
rity of cases.10

The patient sought the health service with specific 
complaints, presenting a physical exam with various signs 
of cardiovascular impairment. This paradox is not fre-
quent, but possible, considering the presence of underly-
ing heart disease and the characteristics of the patient.6 
The literature demonstrates that although approximate-
ly 90% of patients present fever and 80% have heart mur-
murs, the diagnosis is difficult.10 In the majority of cases, 
IE is only diagnosed accurately around one month after 
hospital admission, with transesophageal ultrasound as 
an indispensable exam for it presents sensitivity over 90%. 
In the present case, the exam was capable of showing mi-
tral valve vegetation, at the location most commonly af-
fected by IE.11,12 Delays of weeks or months in antimicro-
bial treatment increase the chance of the occurrence of 
embolic or immunological events.6

In relation to the blood culture, the case presented 
differs from European studies where 2.5 to 31% of cases 

demonstrate negativity, but is very similar to that found 
in a Senegalese study conducted from 2005 to 2011, in 
which 60% of blood cultures were negative.4,12,13 

After almost two months of clinical evolution the pa-
tient presented a mycotic aneurysm, as a consequence of 
displacement of septic emboli from valvular vegetation 
to the arterial vasa vasorum, disseminating the infection 
to the inner layer and wall of the vessel.5,13 This compli-
cation is rare, occurring in around 2-4% of cases, and as 
reported, more than half (57.4%) are located in the distal 
branches of the medium cerebral artery.7,13,14,15 

The cerebral hemorrhage presented by the patient 
can be justified by the fact that mycotic aneurysms gen-
erally present a fine and fragile wall.7 A multicenter study 
conducted in France showed that 65-80% of mycotic an-
eurysms are asymptomatic, diagnosed only by imaging 
exams. In the case of rupture, however – as in the case pre-
sented here, in which the patient experienced convulsions 
and changes to her level of consciousness –, mortality 
reaches 80%.5,10,11,14,16 In contrast with ruptured aneurysms, 
unruptured ones have a much lower mortality rate (30%) 
and treatment is generally based on antibiotics and pa-
tient monitoring.5,14

In addition to the difficulty in diagnosis, the treat-
ment of this complication does not yet have defined pro-
tocols, which makes conduct individualized and based 
on the clinical symptoms of the patient, as well as on the 
cost-benefit analysis of the treatment strategies.10 The 
majority of the Guidelines advise waiting 6 to 8 weeks for 
performing cardiac surgery on patients with a hemor-
rhagic event secondary to IE.15 Even if single antibiotic 
treatment is responsible for curing the majority of cases, 
not conducting surgery could lead to rupture of the an-
eurysm and catastrophic consequences.5 

The long period of hospitalization of the patient (near-
ly 100 days) may be explained by the occurrence of cere-
bral hemorrhage, corroborated by the study conducted 
in northeastern Italy, which demonstrates an increase in 
the average hospitalization from 23 to 35 days in the pres-
ence of complications associated with IE.17 Despite this, 
like the majority of survivors of cerebrovascular events 
secondary to IE evaluated by the study by Yeates, the pa-
tient recovered well from her neurological impairments.15
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Acronyms

IE - Infectious endocarditis
HMSJ – Hospital Municipal São José


