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Abstract: Acute ischemia is a vascular emergency that involves the functional
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and sometimes vital prognosis of the patient, it can have several etiologies
including infective endocarditis. We discussed an acute ischemia of the left
lower limb secondary to infective endocarditis in a 17-year-old patient.
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INTRODUCTION

Infective endocarditis remains a rare pathology
with a high mortality rate (15-22%). Its incidence is
approximately 6 to 9 cases per 100,000 people per year.
Staphylococci are currently the most frequently isolated
germs in IE. Embolic complications are common and can
be extremely severe (especially cerebral). Peripheral
arterial embolisms can affect the lower limbs and give
rise to acute ischemia that is often severe and involves
both functional and vital prognosis on an already fragile
ground. We report the case of acute left lower limb
ischemia complicating infective endocarditis in a young
patient.

CASE REPORT

A 17-year-old man hospitalized in the
cardiology department for infective endocarditis,
suddenly presented with intense pain, coldness and
paleness of the left foot. His vital signs were as follows:
a tachycardia at 120 bpm, a blood pressure was 100/60
mmHg, a low-grade fever at 38°C and oxygen saturation
level was 100% on room air. The left extremity of the
patient showed a decreased temperature and absence of
sensory-motor deficit. The femoral, popliteal and distal
pulses were abolished. The right lower extremity was
asymptomatic but distal pulses were absents. A systolic
mitral murmur was noted on cardiac auscultation, but no
signs of acute heart failure.The ECG showed a regular
sinus rhythm, a criteria of left atrial enlargement and
absence of repolarization disorders. Transthoracic
echocardiogram revealed a rheumatic mitral valve, a

mobile vegetation measuring 6mm x 5 mm on the
auricular side of the anterior mitral leaflet, and a possible
posterior leaflet chordal rupture causing severe mitral
regurgitation; left atrial dilatation, left wventricular
dilatation, a normal systolic function and minimal
pericardial effusion. On biological assessment,
hemoglobin was 9.5 g/I, White blood cell 23,690/mm3,
platelet 142,000/mm3, CRP 145 mg/l, negative troponin,
deteriorated renal function: creatinine 25 mg/I, urea 1.89
g/l; Positive blood cultures for Staphylococcus aureus
and negative serum Candida antigen search.

Angio-scan of the aorta-lower limbs revealed
occlusion of the superficial femoral artery at its upper
third with compensated distal perfusion (Figure 2),
splenic and bilateral renal infarction. A cerebral Angio-
MRI showed axial sub-tensor lesions in relation to
micro-abscesses and and a small ischemic left parietal
cortical-subcortical zone which looks emboligenic. A
heparin bolus was administered.

An emergency embolectomy was performed
through a left Scarpa access. A whitish thrombus was
removed from the superficial femoral artery to be
examined histologically (Figure 3). Immediate post-
operative examination revealed a warm left leg with a
good popliteal and distal pulses. Bacteriological analysis
of the thrombus revealed the presence of Staphylococcus
aureus ss. Aureus (the same germ isolated from the blood
culture). The patient was put on a bi-antibio therapy
based on Targocid and Imipenem cilastatine, and
unfractionated heparin was administered at a curative
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dose. The patient was admitted to the ICU immediately on the 4th postoperative day of septic shock despite an
post-op, intubated and ventilated for four days, then died effective antibiotic therapy and resuscitation measures.
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Figure 2: Vegetation on the mitral valve on transthoracic echocardiogram (TTE)
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DiscussiON

Infective endocarditis remains a serious
condition due to its cardiac and extra-cardiac
complications. The frequency of embolic phenomena
varies from 30 to 50% of potentially severe cases and is
correlated with the size of the vegetation [1, 2] affecting
the brain, spleen, liver, kidneys, but also the limbs. Our
patient presented, in addition to acute limb ischemia, an
ischemic stroke, a splenic infarction and renal infarctions
(manifested by deterioration in renal function). Macro-
or micro-emboli can affect vessels of any caliber,
resulting in acute ischemia or pass unnoticed and be the
cause of mycotic aneurysm [3]. Pre-existing valvular
pathologies (60%) constitute a potential risk factor for
the occurrence of embolic phenomena [4]. The germ
isolated from our patient in the hemocultures and culture
of the embolus material taken in the block is
Staphylococcus aureus. IE is microbiologically
documented in more than 90% of cases. Staphylococci
(S. aureus and coagulase-negative staphylococci) now
occupy the first place among the isolated bacteria in front
of streptococci and enterococci [5]. The main risk factors
for peripheral embolism are large soft vegetations (>10
mm in diameter) and their location in the mitral valve [6].
Most studies reported an incidence of 4 to 5% among
patients with native valve endocarditis [7-9].

The general approach to El treatment is initial
clinical stabilization, early acquisition of blood cultures,
and medical and/or definitive surgical treatment, while
that of acute limb ischemia treatment depends on the
patient's hemodynamic status. Embolectomy and
systemic antibiotic therapy followed by replacement of
the damaged valve are the cornerstones of treatment. The
mortality rate exceeds 80% even when medical or
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surgical treatment is established [4]. In case of subacute
ischemia with compensated distal perfusion, a medical
treatment with delayed surgical interventions should be
considered [8].

CONCLUSION

This case shows the contribution of surgery in
the treatment of ischemic complications of infective
endocarditis. Surgery remains a therapeutic option in
case of severe acute limb ischemia in infective
endocarditis.
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