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ABSTRACT: 
Incidence of infective endocarditis (IE) in 

intravenous drug use (IVDU) has risen over the past 

few decades. Usually right sided valves have been 

thought to get affected. However, we came across a 

patient of isolated aortic valve endocarditis in a 

intravenous drug user and wanted to report the case.  

 

I. INTRODUCTION: 
Infective endocarditis leads to tissue 

destruction and formation of vegetation due to 

microbial infection of heart valve (native or 

prosthetic) or the mural endocardium. The incidence 

of infective endocarditis is more in females 

compared to male (1:2) with 1.7-7.2 cases/one lakh-

year.  Most common causative organism is 

Staphylococcus aureus and a well-known risk factor 

is intravenous drug use.  

 

II. CASE REPORT: 
A 32 year old male, Known iv drug abuser( 

pheniremine maleate) , Came from another hospital 

at around 2:24 PM, Admitted there with complaints 

of high grade fever, Cough with expectoration from 

last 5 days, along with Shortness of Breath and 

Chest pain from last 1 day. Patient was received in 

ER in with Severe Respiratory Distress, State of 

Shock (BP-70 systolic) and altered sensorium.On 

Examination-  Pulse- 133/min, SPO2- 80% with 15 

litre O2, BP – 70 systolic, Resp. rate- 34/min 

withmultiple healed needle puncture wounds over 

Bilateral cubital fossa. On systemic examination, 

B/L extensive crepitations heard all over lung field, 

he was agitated and restless, no localizing sign 

present,S1, S2 heard , no murmur was appreciated. 

He was Intubated, put on Ventilatory supportand 

Inotropic support was started (NorAd- 15ml/hr), 

CVP line insertion and Foley’s catheterization done 

along with IV fluids, IV steroids, IV Antibiotics 

(InjMeropenem&InjTeicoplanin), IV 

Antimalarial(Inj. ,Artesunate) andAntiviral 

(Oseltamivir)were given. Complete blood count 

were done which revealed Hb 12.3 g/dl, total 

leucocyte count 19.49, with neutrophils 89% and 

marked thrombocytopenia (40). Renal function test 

revealed acute kidney injury (serum urea 61, serum 

creatinine 1.9 mg/dl). Liver function test revealed 

raised liver enzymes (SGOT 65, SGPT 56). Workup 

for fever was done and typhidot, peripheral smear 

for malaria parasite, malaria antigen, dengue NS1, 

dengue serology were sent which were negative. 

Viral markers (HbsAG, HIV) were sent which were 

negative, but HCV was reactive. D-dimer and FDP 

were sent which were elevated (6674 and >20 

respectively). 2 D-ECHO was done which revealed 

Mobile echogenic mass seen on Aortic valve- likely 

vegetation,Mild MR, Mild TR, Mild AR, No 

RWMA , EF-50%,Grade 1 LVDD, RVSP- 

40mmHg, No LA/LV clot/ PE seen. He wasadmitted 

in Internal Medicine and Neurology with a 

provisional diagnosis ofSevere Sepsis with shock 

with MODS – Altered sensorium, acute respiratory 

distress syndrome, acute kidney injury, Infective 

Endocarditis.Urgent Cardiology and Pulmonology 

opinion were asked. Patient was shifted for CT scan 

around 6 PM where he had cardiac arrest post CT in 

CT Room, CPR done according to ACLS protocol, 

however he could not be revived and declared dead. 

Paired blood culture was sent which revealed 

growth of Methicillin resistant Staphylococcus 

aureus(MRSA). Final diagnosis was Infective 

Endocarditis- Aortic Valve vegetation(Blood C/S- 

MRSA + ve, known IV drug Abuser) with ? 

Cardiogenic Pulmonary edema with septic shock 

with MODS(AKI, Respiratory Failure, Altered 

Sensorium, DIC) with HCV + ve status. 
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III. DISCUSSION : 
Infective endocarditis initialy recognized to 

be a complication of injection drug use in 1950s.
1
In 

one study, IDU associated IE was found to be 

common in younger population and females 

compared with other causes.
2 

Most common cause 

of infective endocarditis among intravenous drug 

users is Staphylococcus aureus, which involves 

more than half of the cases.
3
Along with that, 

community associated methicillin-resistant 

Staphylococcus aureus(MRSA) were first observed 

in intravenous drug users. Streptococci, Enterococci, 

Gram negative bacilli were the other organisms 

involved.
4
In the general population as a whole, 

right-sided endocarditis is less common than left-

sided endocarditis.Most cases of right-sided IE 

occur among IDUs, and many series note that most 

IDUs with IE have right-sided infection.
5
However, 

in one series of 67 IDUs, left-sided IE was more 

common than right sided IE (57 versus 40 

percent).Left-sided involvement is associated with 

worse prognosis than right-sided involvement.
6 
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