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Leading Article

Endovascular infections

E.G.J. Olsen

National Heart and Chest Hospital, Westmoreland Street, London WJM 8BA, UK.

Viral, rickettsial, bacterial, fungal, metazoal and pro-

tozoal infections can affect the cardiovascular system.'
Attention is usually paid to resulting endocarditis,
myocarditis or pericarditis. Vessels belonging to the
systemic, pulmonary or venous system are by no
means immune from infection, but vascular infections
have not received the same prominence in the
literature.
Some infective agents are more frequent than others

and in the context of endovascular infections (assum-
ing the heart to be an endovascular structure), Strep-
tococcus viridans and Staphylococcus aureus spring
readily to mind.
One of the rarer infective agents of endovascular

infection is Salmonella.2 Not surprisingly, gastro-
intestinal signs and symptoms dominate the clinical
picture and five forms are recognized, including gast-
roenteritis, enteric fever, bacteraemia, a chronic car-

rier state and a focal nidus anywhere in the body
frequently following bacteraemia, but also consequent
upon enteric fever and gastroenteritis.2 Localized
infections can occur in the cardiovascular system.

In this issue, a case ofa 55 year old man is reported,3
who, during an episode of blood culture proven
Salmonella virchow bacteraemia, developed a false
aneurysm of the left ventricle in a pre-existing true
aneurysm following myocardial infarction. Non-
specific clinical manifestations including fever, chest
pain, dry cough and generalized malaise, as well as
gastro-intestinal symptoms, were observed. This case

report illustrates that early recognition of the false
aneurysm due to infection is essential, and that
successful treatment (in this case by aneurysmectomy)
results in a cure of a condition usually carrying an
extremely poor prognosis. Early recognition is pos-

sible by two-dimensional echocardiography and gal-
lium citrate-67 scanning.
The interpretation of primary infection when the

organism can be identified usually poses no difficulty.
Secondary infections in previously damaged tissue
may make interpretation difficult with regard to
ascribing accurately the end-stage of the disease

processes.

Distinction between true and false aneurysms can

also be difficult even at morphological level. A true
aneurysm can be mistakenly interpreted as a false
aneurysm, if, as in cases of ventricular aneurysm, no

myocardial tissue is identifiable in the thinnest part of
the wall, which may consist of fibrous tissue only.
Histological examination will, however, often show
endocardium and pericardium. In cases of aortic
aneurysms, the media may also completely disappear.
As described in this case report, false aneurysms of the
ventricle lack the constituents of the wall, but blood is
contained by pericardial adhesions which may result
in a large fibrous sac communicating with a ventricular
cavity through a small aperture.4 Commonly, false
aneurysms result from rupture of the ventricle or the
affected vessel.

In endovascular Salmonella infection resulting in
true (or false) aneurysms, involvement such as the
thoracic' and abdominal aorta,6 coronary arteries7.8
and peripheral arteries9 have all been documented.
Arteriovenous fistulae'° " can also result.

In this issue, a case report of a 16 year old girl is also
described. She developed an aortobronchial fistula
presenting clinically with haemoptysis following an
aortic patch graft for coarctation of the aorta ascribed
to an infective process most likely consequent upon
recent preceding dental infection. 2 Aneurysms follow-
ing patch graft aortoplasty for coarctation have more
recently been reviewed.'3 To achieve a correct diag-
nosis, recovery and identification of the organism is
essential. In aortic aneurysms, for example, the so-

called inflammatory atherosclerotic aneurysm'4 may
mimic infection, in view of the chronic inflammatory
cell infiltrate, which can be striking.

These two case reports illustrate the potential
hazards of infection, particularly in patients with
previous pathology in the cardiovascular system, and
most timely intervention can result in a cure. They,
furthermore, illustrate that the entire endovascular
system is at risk and that these patients may present
with unusual clinical symptoms.
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