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Pseudoaneurysm after Aortic Valve Replacement for Infective Endocarditis
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We report a case in which a pseudoaneurysm located at the mitral-aortic intervalvular fibrosa progressed

during 17 years after aortic valve replacement for infective endocarditis. In 1994, the patient was referred to our

hospital for fever of unknown origin. Echocardiography revealed a large vegetation attached to the bicuspid aor-

tic valve with an abscess cavity at the mitral-aortic intervalvular fibrosa. Urgent aortic valve replacement and

patch closure of the abscess cavity were performed for treating infective endocarditis. Despite the persistent

pseudoaneurysm around the prosthetic valve, antibiotic treatment provided complete remission of inflammatory

reaction. However, transthoracic and transesophageal echocardiograms revealed continuous enlargement of the

pseudoaneurysm at the mitral-aortic intervalvular fibrosa. To prevent further enlargement and complications,

composite valve graft replacement was performed by the bilateral button and interposition graft technique using

a flanged-type composite graft; patch closure of the pseudoaneurysm was also performed. The patient’s postop-

erative course was uneventful.
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Fig. 1 TFindings of transesophageal echocardiography
- (A) Long axis view of the aortic valve on admission showing a large vegetation (arrows) and
an abscess cavity in the mitral-aortic intervalvular fibrosa. (B) Long axis view of the aortic
prosthesis immediately after AVR showing an echo-free space (arrow) between the aortic
prosthesis and LA. (C) Long axis view obtained 17 years after AVR showing a large pseu-
doaneurysm in the mitral-aortic intervalvular fibrosa.
Ao, aorta; LA, left atrium; LV, left ventricle; P, pseudoaneurysm; RV, right ventricle.
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Fig. 2 Axial view of CT aortogram (A) showing a large pseudoaneurysm that communi-
cates with the left ventricular outflow tract. (B) Three-dimensional reconstruction of CT
aortogram showing the position of the pseudoaneurysm.

Ao, aorta; LA, left atrium; LV, left ventricle; P, pseudoaneurysm; RV, right ventricle.
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