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Infective endocarditis (IE) is referred to as an inflammation of 

the endocardium secondary to bloodstream infection. The 

diagnosis is usually made using the Modified Duke’s Criteria 

(Table 1). IE involving the right side of the heart accounts for 

~10% of all IE cases and generally occurs in younger IV drug 

users (IVDU) with few co-morbidities and valve disease as 

compared to those with left-sided IE. Staphylococcus aureus is 

the causative agent in 70% right-sided IE (RSIE). Here we 

report a case of young IVDU with RSIE. 

 
 

A 31-year-old female with a history of polysubstance abuse, 

presented to the ED with worsening body aches, reported fever, 

weakness, dry cough, pleuritic chest pain, and shortness of 

breath for a month. Associated symptoms included weight loss 

of 35 pounds in three months. Vitals in the ED were significant 

for HR of 111 bpm. Labs were significant for leukocytosis, 

bandemia, and urine toxicology was positive for cocaine, opiate, 

and methadone. Chest x-ray showed bibasilar haziness. She 

was admitted for sepsis and was started on vancomycin and 

piperacillin/tazobactam. The blood cultures x 2  eventually grew 

methicillin sensitive-Staphylococcus aureus and the antibiotic 

regimen was switched to nafcillin. 

 

Transthoracic echocardiogram  (Figure 1A) showed moderate 

to severe tricuspid valve regurgitation (MTSTVR) with a large 

vegetation 2.3 cm x 1.13 cm attached to the anterior leaflet of 

the tricuspid valve. Tranesophageal echocardiogram (Figure 

1B) also revealed MTSTVR with a large multi-lobulated echo 

density measuring 1.5 cm x 0.56cm and another measuring 

1.16 cm x 0.36cm. There was no evidence of tricuspid annular 

or valve ring abscess. The patient was transferred to a tertiary 

care center for cardiothoracic surgery. 

 
 

Amongst all IV drug-related endocarditis, heroin use has been 

more frequently associated with infective endocarditis as in our 

patient. Indications of surgery for infective endocarditis include 

large vegetations (>10mm) with embolic complications or very 

large vegetations (>15mm) without embolic complications. The 

size of vegetations in our patient in the setting of sepsis 

qualified her for surgery.  

Other indications for surgery include, but are not limited to:  

1) Congestive heart failure (CHF)   

 a. CHF caused by severe aortic regurgitation (AR) or 

mitral regurgitation (MR) or valve obstruction caused by 

vegetation  

 b. Severe AR/MR with echocardiogram showing elevated 

LVEDP or significant  pulmonary hypertension 

2) Perivalvular abscess 

3) Difficult  organisms- S. aureus IE involving prosthetic valve, 

most often left-sided native valve, IE caused by multi-resistant 

organism MRSA or VRE, aggressive organism  such as 

Brucella, S. lugdunensis, and Pseudomonas aeruginosa  

4) Prosthetic valve endocarditis- virtually all cases especially 

S. aureus.  

It is crucial for physicians to keep in mind of these indications, 

for appropriate surgery referral in a young patient such as 

ours.  
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Figure 1A. Transthoracic echocardiogram (TTE) showing  vegetation in the 

tricuspid valve. 

Figure 1B. Transesophageal echocardiogram (TEE) showing vegetation in 

tricuspid valve. There was no evidence of valvular abcess.  

Table 1. MODIFIED DUKE’S CRITERIA 


