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Clinical Image 
A 77-year-old male, with Parkinson disease and diabetes, was 
referred to the Intensive Cardiac Care Unit for a Non-ST-Elevation 
acute Myocardial Infarction; Troponin I levels peaked at 15395 
pg/ml (normal <3 pg/ml) and the ECG showed a T-waves inversion 
in the precordial leads (Figure 1A).

The transthoracic echocardiogram showed left ventricular wall 
motion abnormalities of the apical septal and mid anterior septal 
segments, but also a large, serpiginous vegetation (30 × 5 mm), 
attached to the anterior mitral leaflet;  it was hypermobile, 
with an impressive oscillation between left ventricle, in diastole 
(Figures 1B and 1C, arrows; in parasternal long-axis and apical 
four-chamber views, respectively) and left atrium in systole 
(Figure 1D, arrow); moreover, a moderate valvular regurgitation 
was present. A more detailed interview revealed that, the year 
prior to admission, the patient had several, recurrent bouts of 
fever, following a prostatic trans-urethral resection.

Blood cultures were positive for Enterococcus faecalis, and the 
patient was treated with ampicillin-sulbactam and vancomycin 
for 6 weeks; his condition progressively improved, but the 
vegetation’s size remained unchanged.

Despite the initial hypothesis of coronary septic embolism, 
coronary angiography (Figures 1E and 1F) showed a critical 
stenosis of the left main coronary artery (arrow). 

The patient underwent surgical excision of the vegetation and 
mitral valve repair; in addition, a single saphenous vein by-
pass graft to the left anterior descending coronary artery, was 

performed. The microbiological analysis of the surgical specimen, 
confirmed the blood cultures’ results.  The patient recovered well 
and postoperative period was uneventful [1,2].

The case we report is an unusual coexistence of two cardiac 
diseases, associated with a high mortality risk: the left main 
coronary artery stenosis and infective endocarditis with a very 
large, hypermobile vegetation.
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A) ECG showing T-waves inversion in the precordial leads. B-D) The transthoracic echocardiogram showing a 
large, hypermobile vegetation, attached to the anterior mitral leaflet. E,F) Coronary angiography, showing the 
left main coronary artery stenosis.
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