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Description 

The figure above shows transesophageal 

echocardiographic images (TEE) of a tricuspid 

valve (TV) bioprosthesis with recurrent 

vegetation (Figure A). Continuous wave (CW) 

Doppler across the bioprosthesis in a 2-D 

modified parasternal echocardiographic view  

 

 

(Figure B) reveals both regurgitation and 

stenosis caused by the bulky vegetations. Figure 

C is a TEE image post-op TV bioprosthesis 

valvulectomy revealing absence of a valve in the 

tricuspid position, with resultant wide-open TR 

shown by color flow Doppler in Figure D.  
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Discussion 

Infective endocarditis is a major health issue, 

affecting approximately 15 of 100,000 subjects, 

with a predilection to males and elderly, and 

continues to carry high mortality rates [1]. Right-

sided endocarditis is less common than left 

sided endocarditis, and almost exclusively 

affects the tricuspid valve as a result of IV drug 

abuse, intracardiac implantable devices and 

dialysis vascular access. It is predominantly 

caused by Staphylococcus aureus [2]. 

Prosthetic valve endocarditis is less common, 

with a reported incidence of up to 1.2% per 

patient year, but can be detrimental, causing 

acute significant hemodynamic abnormalities 

and more often requires prompt surgical 

intervention [3]. Bioprosthetic valve endocarditis 

tends to be more common than mechanical 

valve endocarditis, likely due to leaflet 

degeneration and increased flow turbulence, 

lack of anticoagulation, compared with 

mechanical valves, and potentially lower 

utilization of SBE prophylaxis in bioprosthetic 

valves [4]. 

Medical and often surgical management are 

needed to treat endocarditis, especially of 

prosthetic valves, depending on the extent of 

valve damage and hemodynamic abnormalities 

[5]. While valve replacement is often required in 

left sided endocarditis due to the higher 

hemodynamic burden of valvular stenosis or 

regurgitation leading to heart failure, more 

options may be available in right sided 

endocarditis [6]. Tricuspid valve replacement is 

one option, although less ideal in the setting of 

intravenous drug abuse; bovine bioprostheses 

appear to have more long-term regurgitation [7]. 

Surgical tricuspid valve reconstruction, including 

vegectomy, debridement, and patch repair have 

also been reported [8]. Percutaneous vegectomy 

has been reported to result in significant 

debulking of tricuspid valve vegetations reducing 

embolic potential and reinfection rates [9]. These 

procedures mitigate the long term risk of severe 

tricuspid regurgitation associated with complete 

resection of the tricuspid valve (Valvulectomy).   

Tricuspid valvulectomy without replacement, 

although represents an attractive option for 

intractable, recurrent tricuspid valve 

endocarditis, especially in IV drug abuse 

patients, is associated with severe tricuspid 

regurgitation and its attendant risks [10]. Right 

heart failure has been reported in 3 out of 10 

patients undergoing tricuspid valvulectomy, with 

no definitive preop features to predict post-op 

outcomes [11]. Severe tricuspid regurgitation is 

associated with an overall increased long-term 

morbidity and mortality, calling for more 

intensive medical, surgical and interventional 

management [12]. The advent of catheter-based 

interventions, such as inferior vena cava 

percutaneous valve implantation, especially in 

high surgical-risk patients, has been 

demonstrated to ameliorate the hemodynamic 

effects of severe tricuspid regurgitation resulting 

in symptom improvement [13]. These 

interventions, however, await the support of 

larger clinical studies to establish a definitive 

role in improving outcomes in severe TR [14]. 
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