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An 80 year old woman with a background history of
mechanical aortic valve replacement (1999) and chronic atrial
fibrillation diagnosed some years ago presented with a three
month history of fatigue, malaise and weight loss and a one
week history of right flank pain, reduced urine volume,
weakness, drowsiness, nausea and palpitations. Examination
was unremarkable apart from tenderness at the loin.

Laboratory evaluation showed the following:

WBC 16,400
Hb 10.5
AST 116
ALT 84

Urea 8.6
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Creatinine 100
INR 5.0.

Urine showed:

Proteinuria

WBC 90

RBC 200

Epithelial cells +1

Colony count 40,000cfu/ml.

A presumptive diagnosis of urinary tract infection was made
and she was started on Co-amoxiclav. Her condition remained
unchanged for the next two days when she developed
episodes of extreme weakness/near collapse with pallor and
was found to have an absent pulse. ECG strip showed atrial
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fibrillation with pauses of 6-12 seconds. She was transferred

to the coronary care unit and received 250mg iv
aminophylline. The pauses diminished in frequency and
duration and resolved over 48 hours. The WCC increased to
23,000, although the patient had been afebrile since
admission.

The presence of AV prosthesis raised concerns about the
possibility of an aortic annular abscess, which provoked an
emergency transthoracic echocardiogram. This showed echo-
free spaces around the aortic annulus not present on a previous
study. Her antibiotic cover was changed to vancomycin and
gentamicin and a transoesophageal echocardiogram confirmed
the presence of the echo-free spaces adjacent to the aortic
annulus with a sinus into the left atrium. The patient was
immediately transferred to the regional cardiothoracic surgery
centre but unfortunately died the next day.

This case emphasises the importance in patients with
replacement cardiac valves of early consideration of the
possibility of annular abscess when there is unexplained
symptoms of malaise, weight loss, fatigue etc, as only urgent
intervention can avoid the otherwise inevitable fatal outcome.

Features strongly suggestive of annular abscess are
unexplained AV block and pericardial effusion.
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