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Abstract

Annuloaortic ectasia is often accompanied by Marfan syndrome and associated with infective endocardi-
tis usually involving the mitral valves. We treated a patient with annuloaortic ectasia due to idiopathic cys-
tic medial necrosis who developed congestive heart failure with aortic valvular vegetation.

A 56-year-old man had dyspnea on effort since the beginning of January, 1997 and was admitted to our
hospital on April 6, 1997 because of orthopnea. The diagnosis was congestive heart failure due to severe
aortic regurgitation with annuloaortic ectasia detected by echocardiography. Medication and rest after hos-
pitalization relieved his symptoms but congestive heart failure deteriorated after he had a high fever. At
this time, a vegetation attached to the noncoronary cusp of the aortic valve was found which had not been
detected on admission. Blood culture yielded Streptococcus sanguis. The diagnosis was infective endo-
carditis involving the aortic valve. Surgical correction (Bentall method)improved congestive heart failure
and he was discharged on August 4, 1997 without recurrence of endocarditis.

Infective endocarditis involving the aortic valves is a possible cause of development or deterioration of
congestive heart failure in patients with annuloaortic ectasia.
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Table1 Laboratory data

Hematological examination

WBC 12,400/ pul
RBC 408 X 10/ ul
Hb 11.6 g/dl
Ht 36.4%
Plt 40.9X 104 ul
Blood chemistry
Na 136 mEq/!
K 4.3 mEq/!
Cl 104 mEq/!
Glu 333 mg/dl
GOT 62 1U/1
GPT 441U/l
T-bil 1.1 mg/d!
LDH 39710/
BUN 27 mg/dl
Creatinine 1.4 mg/d!
CRP 0.5 mg/dl
Blood gas analysis (Venturi mask O, 50%)
pH 7.454
Pco, 38.9 mmHg
Po, 70.2 mmHg
Hco; 26.9 mEq/!
BE 3.3 mEq/l
Sao, 94.7%
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Fig. 1 Echocardiograms on admission
Upper: Parasternal long-axis views (color Doppler
images) show dilation of the aortic root and the sinuses
of Valsalva with severe aortic regurgitation.
Middle : Parasternal long-axis views (zoom images)
show aortic valve prolapse (noncoronary cusp).
Lower: Short-axis views at the aortic valve level show
incomplete closure of the aortic valve and prolapse of
the noncoronary cusp.
LV = left ventricle; Ao = aorta; LA = left atrium ;
RVOT = right ventricular outflow tract; RA = right
atrium.
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Fig. 2 Clinical course of the patient

Administration of diuretics and nitrate relieved the symptoms a few days after admission. On the 12th hos-
pital day, congestive heart failure acutely deteriorated, accompanied by inflammatory findings. Blood cul-
ture yielded Streptococcus sanguis and the diagnosis was infective endocarditis. On the 44th hospital day, a
semi-emergent operation was performed.

CCU = coronary care unit; NTG=nitroglycerin; ML =milrinone; po=per os; iv=intravenous injection;
ACE-I =angiotensin converting enzyme inhibitor; PCWP=pulmonary capillary wedge pressure; CRP=

C-reactive protein; CEZ=cefazolin; CTM =cefotiam; PCG=penicilin G.
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€Fig.3 Echocardiograms on the
33rd hospital day

Upper: Short-axis view at the
aortic valve level.

Lower : Parasternal long-axis
views (zoom images) .

Those echocardiograms show
prolapse of the noncoronary
cusp (NCC) with a vegetation
(arrows).

RCC=right coronary cusp;
LCC=left coronary cusp. Other
abbreviations as in Fig.1.

vegetation

Histological findings of the
aortic wall

Left: Hematoxylin-eosin stain
(X100).

Right: Alcian blue stain (X 100).
Photomicrographs reveal elastic
fragmentation and significant
cystic change in the aortic media
filled with mucoid material
stained by Alcian blue.
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