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Abstract

Tricuspid valve endocarditis caused by Acinetobacter baumannii is associated with a high mortality rate because of the
bacterium’s resistance to almost all available antibiotics. Low and middle income countries (LMICs) face the challenge of
successfully treating infective endocarditis because of the delayed diagnosis and having little access to expensive drug
regimens. Although several international guidelines indicate that large vegetations on cardiac valve protheses require
immediate surgery for valve replacement, this intervention remains a challenge in LMICs with limited resources. In our
case, a hemodialysis patient developed tricuspid valve endocarditis due to A. Baumannii which was diagnosed at a late
stage when surgery was necessary. Despite a few major complications, the patient survived. At the 2-year follow-up, she

is still doing well.
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Introduction

Infective endocarditis (IE) in patients with end-stage renal
disease continues to increase worldwide, with high morbidity
and mortality up to 30-63% during the first year after diag-
nosis [1,2]. Tricuspid valve (TV) IE accounted for 5%-15% of
all IE cases [2]. Acinetobacter baumannii, a rare cause of IE
in native and prosthetic heart valves [3], is characterized by
an acute onset and aggressive course. Mortality tends to be
higher in patients with native- than prosthetic-valve endocar-
ditis because of the low index of suspicion, leading to delayed
treatment [3]. We report a hemodialysis patient with TVIE
due to A. baumannii who presented at a late stage and re-
quired emergency valve replacement. This case is important
because treating IE is challenging in low and middle income
countries (LMICs), with limited healthcare facilities [4].

Case Presentation

A 26-year-old woman on dialysis had several episodes of
dialysis-catheter infections with an Acinetobacter baumannii
bacteremia, susceptible to amoxicillin/clavulanic acid. She un-
derwent repeated dialysis-catheter replacements and antibi-
otic treatments. Due to the recurrent nature of the infections,
meropenem instead of amoxicillin/clavulanic acid was admin-
istered in the most recent prior admission to cover possible
multi-resistant microorganisms. She was now admitted with
fever, chills, dyspnea, cough, generalized muscle pains, and
anasarca. Laboratory test results (Table 1) revealed a leukocy-

tosis, anemia, and elevated serum C-reactive protein. Serum
electrolytes and liver tests were unremarkable. Chest radiog-
raphy showed enhanced bilateral vascular distribution, car-
diomegaly, and a consolidation in the right lung with pleural
effusion. Blood cultures were positive for A. baumannii (with
the same susceptibility as previously), and meropenem was
started for aforementioned reasons. Transthoracic echocar-
diography showed a large (10.6 x 36.5 mm) vegetation on the
tricuspid valve (TV) (Figure 1), severe TV regurgitation (Figure
2), and right ventricular failure .Because of the right heart fail-
ure and large vegetation, patient was accepted for surgery.

Infected tissue was resected and the TV was replaced with
a 27 mm mechanical prosthesis. Transesophageal echocardi-
ography assessed a good tricuspid valve prosthesis function,
moderate function of the right ventricle, and good function of
the left ventricle. The patient came off bypass with high-dose
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Figure 1: Echocardiography of the patient, there is a large
vegetation on the tricuspid valve.
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Figure 2: Severe tricuspid valve regurgitation is apparent.

inotropic support. On postoperative day (POD) 3, hemodialy-
sis was restarted, without complications. The postoperative
course was complicated by cardiac arrest and two episodes of
cardiac tamponade and bleeding, each time requiring re-ex-
ploration. Cultures of the removed TV and vegetations were
positive for A. baumannii, with the same antibiotic resistance

Table 1: Laboratory findings during the patient’s hospitalization for
tricuspid valve infective endocarditis.

Laboratory test Day 0 Day 14 Day 45
Hb (mmol/L) 45 43 5.2
Leukocytes (x10°/L) 31.8 40.5 8

BUN (mmol/L) 10.7 10.7 33
Creatinine (mmol/L) 345 384 291
CRP (mg/dL) 227 17.9 47

BUN: Blood urea nitrogen, CRP: C-reactive protein, Hb: Hemoglobin

patterns as in previous blood cultures. Meropenem was con-
tinued for 6 weeks. Additionally, she developed a ventila-
tor-associated pneumonia with A. baumannii, which was re-
sistant to every intravenous antibiotic available in our coun-
try. Nebulization with colistin was started, with good results.
The patient was extubated on POD 17. On POD 22, a bilateral
pneumothorax was treated with chest drains. On POD 32, she
transferred to the cardiac ward for further recovery. On POD
45 she was discharged home in good clinical condition with
normalized infection parameters (Table 1). Currently, nearing
2-years and 8 months follow-up, she is in good clinical condi-
tion, undergoing dialysis using a Cimino shunt.

Discussion

Infective endocarditis remains a disease with high mor-
bidity and mortality rates, even in high-income countries.
Treatment of IE in MIC’s has several additional challenges,
related to the limited access to health care, lack of availabil-
ity of medical equipment and medications, high prevalence
of multi-resistant pathogens, and economic inequalities [5].
Endocarditis patients in MIC’s often present late after initia-
tion of symptoms [3]. Consequently, patients have frequent-
ly already developed complications (e.g. heart failure, valve
abscess, septic emboli) resulting in a worsened prognosis
[3]. Our patient presented with RV failure and a large vege-
tation on her tricuspid valve, surgery was indicated instead
of antibiotic treatment alone. Acetinobacter baumanii is an
opportunistic pathogen, known for its high rate of antibiotic
resistance and high prevalence in nosocomial infections. In IE,
A. baumannii has a high mortality rate up to 56% [3]. Its anti-
biotic resistance, combined with the little access to expensive
new generation antibiotics, provides an extra challenge in
treating infections caused by A. baumanii in MIC’s. Further-
more, missed drug doses or unnecessary regimen changes
due to antibiotic ‘stock-outs’ may also occur. In conclusion,
this report shows that surgery for complicated TVIE with a
multi-resistant pathogen is possible in MIC’s, despite several
challenges that need to be overcome. Patients in MIC’s pre-
senting with complex IE therefore should not be declined the
option of surgery.
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