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Infective Endocarditis in Hypertrophic Cardiomyopathy
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Hypertrophic cardiomyopathy (HCM) is infrequently complicated by infective endocarditis (IE). The
authors report the case of a 46-year-old woman developing IE in asymptomatic HCM.Blood cultures were
positive for Streptococcus viridans. Echocardiography demonstrated: 1) a mobile (1.2 x 1 cm2) vegetation
attached to the septa1 endocardium at the site of contact between the mitral valve leaflet and the hypertrophic
septum; 2) two large (2.7 x 1.7 cm2 and 1.6 x 1.1 cm2) vegetations at NCC and RCC respectively of aortic valve,
causing moderate valve regurgitation; and, 3) a mural (1 x 0.8 cm2) vegetation on the posterior wall of the left
ventricle. On the third day of hospitalization, the patient underwent aortic valve replacement and removal of
the vegetations. Antibiotics were continued for another four weeks. The patient recovered and follow-up was
uneventful. Thus, chronic endocardial trauma of the septum, a common finding in HCM with outflow tract
obstruction, may provide a fertile nidus for the development of vegetation, which in turn would play the major
role in the pathogenesis of IE.
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Infective endocarditis (IE) complicating hy-
pertrophic cardiomyopathy (HCM) is not commonly
reported but occurs almost universally in patients
showing evidence of outflow tract obstruction. The
estimated cumulative 10-year probability of develop-
ing IE in obstructive HCM is < 5%(1) Since there are
few reports on the pathological observations of IE
complicating HCM, the authors report a case of com-
munity-acquired Streptococcus viridans, aortic valve
and mural vegetations endocarditis in a woman with
previously asymptomatic HCM and a modest basal
outflow tract gradient. The authors describe the HCM
with moderate aortic regurgitation (AR) and mural
vegetations resulting from IE, and we review the
relevant literature.

Case Report
A 46-year-old woman was transferred for

management of IE, after the diagnosis of IE was made
at the referring hospital. On admission to our hospital,
her vital signs included: temperature (39oC), pulse (100/
min) and blood pressure (110/80 mmHg).

Her physical examination showed a grade 3/6
harsh systolic murmur along the left parasternal border
but no rales on the lung fields. The electrocardiogram
showed sinus rhythm, left axis deviation, frequent
premature atrial contractions and left ventricular hyper-
trophy (Fig. l). Moderate cardiomegaly was revealed
on the chest roentgenogram (Fig. 2). Transthoracic
echocardiography demonstrated a septal hypertrophy
(3.2 cm) with systolic anterior motion of the anterior
mitral leailet (SAM) and a moderate outflow tract
obstruction (mean pressure gradient 45 mmHg). There
were multiple vegetations: 1) two large(2.7 x 1.7 cm2

and 1.6 x 1.1 cm2) vegetations on NCC and RCC respec-
tively of the aortic valve causing moderate AR; 2) a
mobile (1. 2 x 1 cm2) vegetation attached to the septum
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(where rnitral-septa1 contact occurred during systole);
and, 3) a mural (1 x 0.8 cm2) vegetation on the posterior
wall of left ventricle opposite site of septal vegetation
(kissing lesion) (Fig. 3-5).

Following diagnosis of Streptococcal viridans
IE, the patient was placed on intravenous third genera-
tion cephalosporin and the case was discussed with a
cardiothoracic surgeon. The patient underwent early
surgical replacement of the aortic valve and removal of
vegetations on the third day of hospitalization.

Surgical findings and clinical course
The diagnosis of HCM was confirmed during

surgery with visualization of hypertrophy of the left
ventricle, especially at the interventricular septum.
Vegetations were attached to the interventricular sep-
tum in the area of chronic endocardia1 trauma of the
left ventricular outflow tract and one opposite on the
posterior wall of the left ventricle. Vegetations were
also seen on the NCC and RCC of aortic valve. Aortic
valve replacement and removal of vegetations were

Fig. 1 ECG showed normal sinus rhythm, left axis deviation, frequent premature atrial contraction and left ventricular
hypertrophy

Fig. 2 Chest x-ray showed cardiomegaly
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Fig. 3 Echocardiography. Arrow mark vegetations attached to the hypertrophic septum

Fig. 4 Echocardiography showed vegetation attached to the hypertrophic septum ( mural vegetation )

Fig 5. Echocardiography showed vegetations attached to the hypertrophic septum and the posterior wall of left ventricle
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performed. The authors did not performed myomec-
tomy of the hypertrophic septum because there was
no severe outflow tract obstruction. One month after
the combined surgery and antibiotic therapy, the
patient was doing well and was asymptomatic.

Discussion
Infective endocarditis in HCM is an uncom-

mon complication and usually associated with increased
morbidity and mortality(10-12). During the last 20 years,
only 33 cases of IE complicated HCM were published(1).
The real frequency of IE in the overall HCM population
likely remains unknown.

The literature indicates IE can involve the
aortic or mitral valve, or both(2-6), the chordae ten-
dineae(7) or the subaortic interventricular septum(8,9);
the pathogenesis of infective vegetations has not been
conpletely clarified and understanding this would be
helpful. It is clear from morphological studies that
systolic anterior motion of the anterior motion leaflet is
relevant to the pathogenesis of endocarditis(3). In the
most comprehensive study of prevalence and incidence,
by Spirito et al(1). identified 10 patients with HCM and
endocarditis, outflow tract obstruction and atrial
dilatation present in all cases.

A pathological investigation by Le Jemtel et
al(7) revealed evidence of an endocardia1 plaque in the
left ventricular outflow tract, with thickening of the
mitral valve and the presence of disorganized septal
muscle bundles. Although the anterior leaflet of the
mitral valve was abnormally deformed, it appeared
that the major area of friction was between the anterior
leaflet (which apparently had fused and thickened
chordae) and the septal outflow tract. This localization
suggested that chronic endocardia1 trauma occurred
by mitral-septa1 contact during systole and subse-
quently causing an area of thickened mural endo-
cardium.

What makes the presented case unusual is
the demonstration of chronic endocardia1 trauma
arising from the septal opposition of the mitral valve
during systole, which is a typical feature of hypertro-
phic obstructive cardiomyopathy, which may be an
initial site or location of the development of infective
vegetations and the posterior wall of the left ventricle
(kissing lesion).

Clinical Implications
It is well known that patients with HCM are at

risk for the development of IE. Based on the authors’
observations and the literature reviewed, antibiotic

prophylaxis for IE really is necessary but only in
patients with outflow tract obstruction. It is recom-
mended that in patients with HCM and cause-unknown
prolonged fever, IE should be included in the differen-
tial diagnosis.

Conclusion
The incidence of infective endocarditis in

HCM with left ventricular outflow tract obstruction is
almost the same as that for valvular heart diseases.
The vegetations can be found on the anterior mitral
leaflet, aortic cusps and mural subaortic endocardium
and the posterior wall of the left ventricle. Chronic endo-
cardia1 trauma caused by persistent friction between
anterior mitral leaflet and septal outflow tract may pro-
vide a fertile nidus and play a major role for vegetative
pathogenesis.
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โรคเย่ือบุหัวใจติดเช้ือในผู้ป่วยกล้ามเน้ือหัวใจหนา

อรทยั  พาชีรัตน,์ วิรัตน ์ คลงับุญครอง, เชิดชัย  ตันตศิริินทร์
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