SUBACUTE BACTERIAL ENDOCARDITIS PRESENTING WITH HAEMOPERITONEUM FROM
RUPTURED MYCOTIC ANEURYSM
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Vascular catastrophes such as embolism and mycotic aneurysm
are still notable sequelie of subacute bacterial endocarditis
(SBE), despite control of infection. Indeed their incidence
may well be higher now Tecause antibiotics salvage more and
more patients from the immediate consequences of infec-
tion.., 2

Stengel and Wolferth’ noted mycotic aneurysms of the in-
ferior mesenteric artery i 38 of 187 cases of SBE and Middle-
ton and Burke* reported an unruptured mycotic aneurysm of
the same artery in a woung girl. Armand-Delille et als
described rupture of an a bdominal aneurysm in a 10-year-old
child who died of the cata:strophe. Cates and Christie® reported
2 cases of haemorrhage from rupture of mesenteric mycotic
aneurysm. Clement and Montgomery® first described massive
haemoperitoneum from agpparent rupture of a mycotic aneu-
rysm of the superior mesenteric arery owing to SBE; the
diagnosis was not made clinically and even at laparotomy the
true source of haemorrh=age was not evident. In this paper
we describe a case of SBE presenting with haemoperitoneum
from ruptured mycotic ameurysm; the diagnosis was suspected
clinically and confirmed at laparotomy.

CASE HISTORY

An African male, aged <49 years, was admitted to hospital
with a history that 4 days before admission he had experienced
a sudden attack of epigastric pain while walking and that it
was followed by abdomeinal distension and weakness. On
further enquiry he admitted to dwspnoea on exertion, paroxys-
mal nocturnal dyspnoez mnd orthopnoea of 4 days’ duration.
He also had a non-productive cough and swelling of the legs.
He vomited on the day of admission but his bowels were
regular. There was no preevious history of rheumatic fever.

On examination the petdent looked ill and toxic. There was
marked pallor of the muamcosae, clubbing of the fingers and
sternal tenderness. The pmlse was 96 per min. and collapsing
in character, and the BP was 160/70 mm.Hg. The heart was
clinically enlarged. A wsstolic thrill was felt in the root of
the neck, and there was a harsh grade-II ejection systolic
murmur at the aortic ares, comducted upwards and to the
mitral area. An early dissstolic murmur was heard at the aortic
area and conducted fo thee left sternal border. The liver was
palpable and shifting cdulllness was present in the ahdgrnen.
qudates and haemorrhagees with pale centres were seen in the
undi.

Investigations

Hb was 3.2 G/I00 ml. WBC 28,000/cu.mm., ESR 83
mm./hr., MCHC 27%, aed blood urea 140 mg./100 ml His

urine contained albumin, scanty finely granular casts, 15 leuko-
cytes per high power field. PI was 97%. The benzidine test
for occult blood was positive.

On the clinical and laboratory findings, a diagnosis of aortic
valve disease with SBE was made. Mnaemia of 3.2 G/100 ml
was thought to be unusually severe £or such a diagnosis, how-
ever, and anaemia as the primary pathology was then con-
sidered. Examination of the bone marrow showed active
normoblastic erythropoiesis consistent with recent haemorrhage
or haemolysis. No white cell abyormnalities were seen. Aspira-
tion of blood from the peritonea] cavity raised the possibility
of ruptured mycotic aneurysm apd indeed could account for
the anaemia and peripheral
and bone-marrow picture of
blood loss. The presence of
oceuslt blood in the stool sug-
gested that the lesion might
be in one of the vessels sup-
plyimg the bowel.

The patient was therefore
treated with massive doses of
penicillin and blood transfu-
sion ., despite which his condi-
tion deteriorated. Falling BP
and progressive distension of
the abdomen indicated fur-
ther haemorrhage into the
peritoneal cavity. Sudden col-
lapse of the patient necessi-
tatecdd rapid transfusion of
blopd The patient responded
some€what to resuscitation but
surgical hel p was sought since
there was persistent loss of

bloord. At 1aparotomy 6 pints

of blood were removed from

the peritoneal cavity. The

Fig. 1. Mycotic aneurysm in the sour<e of bleeding was found

g;me?tery close to the small to be a mycotic aneurysm,
wel.

situzated close to the border
of the small bowel in the meseniery, and it was resected
together with a portion of bowel arid mesentery (Fig. 1), an
end-to-end anastomosis being done.

Postoperatively, the patient developed oliguria and the blood
urea rose progressively to 385 mg. per 100 ml. It subsequently
fell to 136 mg./100 ml. while the urinary output increased
gradually from 180 ml. to 1,500 m1./24 hours over a period of
a week. Dehiscence of the abdominal wound occurred on the
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9th postoperative dyy. This was repaired under general
anaesthesia. The day after operation the patient vomited and
aspirated vomitus intp the lungs following which there was
cardiac arrest and respiratory failure. pite resuscitative
measures the patient died 12 hours later.

Necropsy Findings

The body was that of a slightly built man in a poor nutri-
tional state. Mild ogderma of the sacrum and ankles was
present. There was pross clubbing of the fingers and toes.
There were chronic adhesions of the right pleur, the lungs
were emphysematous mainly at the apices and anterior borders,
and there was some oédem: of the lower lobes. Petechial
haemorrhages were presént on the parietal pericardium. There
was left ventricular hypertrophy, the heart weighing 440 G.
The aortic valve showed evidence of stenosis and incompetence
owing to rheumatic endocarditis, the cusps being covered with
fn‘abﬁe vegetations, a ctlture from which yielded haemolytic
streptococcus. Mild athéroma mainly of the abdominal aorta
was evident. The liver was congested and weighed 1,480 G.
The kidneys had a typjcal flez-bitten appearance, and histology
showed embolic glomerulonephritis. There were recent in-
farcts in the upper pole of the right kidney and in the spleen.

Discussion

SBE is not uncommon at King Edward VII Hospital, occur-
ring in about 1% of admissions to medical beds. The majority
of cases are diagnoseq on clinical grounds since positive cul-
tures are obtained in less than 309 of cases. Patients usually
seek medical advice lat¢ so that complications are frequently
encountered and the nrognosis is therefore poor. The present
case is of interest becyuse the patient was symptom-free until
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the catastrophe occurped and because he presented with anae.
mia and haemoperitpteum. It is probable that SBE was
present for a considepble period of time as is evident from
the pat.holoTical matgrial with gross distortion of the aortic
valve, embolic glomerubnephritis and mycotic aneurysm. The
raised blood urea op admission was Embably due to em-
bolic glomerulonephyits, aggravated by haemorrhage and
operation. Vomiting zfter the second operation might have
been due to the uraemi: and it is likely that renal failure was
the ultimate cause of death.

SUMMARY
A cae of subacute bacteral endocarditis presenting Wwith
insemia and haemgpritoneum from mpture of mycotic
sneurysm of a branch of the mesenteric artery is described.
The Iterature is bricfly reviewed. The clinical and pathologi-
cal findings are briefly discussed,
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