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A case of infective endocarditisinvolving tricuspid valve leeflet and Lead of CRT
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Introduction: Infective endocarditis (IE) related to pacemaker leads is a rare complication with reported incidence rate of about 0.5%. Furthermore, car-
diac resynchronization therapy (CRT) lead removal due to |E are extremely rare and can be serious due to deterioration of cardiac function. We present a
unique case of a patient with removal of CRT lead due to |E involving tricuspid valve |esflet and lead of CRT. Case presentation: An 81-year-old female
was transferred from a primary clinic after seeing no improvement despite treatment for fever and generalized weakness. Patient had a history of severe
heart failure accompanied by LBBB and was discharged after CRT procedure 4 months ago. Her symptoms improved after procedure, and she has since
been followed up on an outpatient basis. She also underwent vertebroplasty for aspina disease accompanied by back pain aswell as wire fixation of radial
fracture sustained during afall. Upon blood culture, MRSA was detected. Chest and abdominal CT was performed to identify etiology, but none was found.
On echocardiogram, the left ventricular gection fraction had improved from 30% prior to the procedure to 47%, and previously observed dyssynchrony
was aso improved. Also, a 18x13mm vegetation was observed in the septal lesflet of the tricuspid valve that was attached to the right ventricular lead and
moving synchronously with the leaflet (Figure 1-A,B). A large vegetation adjacent to a valve in a patient with |E accompanied by bacteraemia would, by
principle, require asurgica remova of the vegetation via open thoracotomy. However, due to the patient’s advanced age and poor systemic condition, the
patient and family opted against the surgery. Therefore, a decision was made to remove the CRT device and leads, treat with antibiotics, and monitor for
progress (Figure 1-C). On repeat echocardiogram after the procedure, the previously observed vegetation was no longer seen (Figure 1-D), and dyssyn-
chrony due to LBBB as well as decreased |eft ventricular gjection fraction of 37% were observed. Patient received antibiotics and heart failure medications
during admission and was discharged upon negative finding of bacteremia.




