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A 33-year-old person who uses intravenous drugs presented with, 
dyspnea and altered consciousness. His initial laboratory investigations 
revealed severe lactic acidosis with a pH of 7.06, a serum lactate of 17.5 
mmol/L, a c-reactive protein of 154 mg/L, a total while blood cell count 
of 42 × 109/L and neutrophil count of 38 × 109/L. He was in frank 
disseminated intravascular coagulopathy (DIC) with a Hb of 5.4 g/dL, a 
platelet count of 38,000 × 109/L, an international normalized ratio of 
4.5, activated partial thromboplastin time of 95.9 s and a fibrinogen 
level of 0.43 g/L. A lung contrast computed tomogram showed bilateral 
pulmonary emboli (Fig. 1) with RV strain and numerous bilateral 
parenchymal abscesses (Fig. 2). Large bulky tricuspid valve vegetations 
were seen on echocardiography with severe tricuspid regurgitation. 
Methicillin-sensitive staphylococcus aures was isolated from blood cul
tures within 12 h of presentation. Despite intravenous cefazolin as 
directed by the sensitivity report, the patient remained septic and in 
refractory DIC, therefore, debulking of TV vegetations was undertaken 
using the AngioVac F22180® system (AngioDynamics, Latham NY, USA).

Under general anesthesia with trans-esophageal echocardiographic 
guidance (Fig. 3, Supplemental videos 1 and 2), the device was introduced 
from the right femoral vein into the right atrium. A 17Fr re-infusion 
cannula was secured in the left femoral vein. The circuit was con
nected to an extracorporeal centrifugal pump. The majority of the bulky 
vegetations (Fig. 4) were extracted after a 10-minute pump run with 

flow rates of up to 5.2 L/min (Supplemental video 3).
The patient improved within 48 h of the procedure. Repeat blood 

cultures were sterile and his coagulation profile, inflammatory markers 
and total white cell and absolute neutrophil count also normalized. He 
was maintained on intravenous cefazolin for 10 days then discharged on 
oral co-trimoxazole for an additional 32 days. He successfully completed 
a total of 6 weeks of antimicrobial therapy. The patient has had no re
lapses and will be evaluated for tricuspid valve surgery after a 
comprehensive rehabilitation program.

Large-bore Percutaneous mechanical aspiration (PMA) has bridged a 
huge gap in the acute management of patients with tricuspid valve 
endocarditis. The response to parenteral antimicrobial drugs alone is 
unpredictable due to persistence of bulky, immune-evasive infected 
vegetations, and distal embolization seeding new septic foci in the lung 
parenchyma [1]. Such cases classically require surgical intervention. On 
the other hand, surgery in infected friable tissue in a coagulopathic, 
bacteraemic subject with concomitant right ventricular (RV) dysfunc
tion is fraught with substantial perioperative risk, especially of early 
prosthetic valve endocarditis. In summary, PMA provides early source 
control and limits valve destruction. Definitive surgery, if still indicated, 
can be planned under more favorable circumstances [2].
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Fig. 1. A CT pulmonary angiogram at a level below the tracheal carina showing (A) markedly dilated main and branch pulmonary arteries. Multiple filling defects 
are seen within the distal pulmonary arteries bilaterally (arrow heads). (B) Contrast reflux into the dilated hepatic veins (arrows) consistent with severe tricuspid 
regurgitation.

Fig. 2. High resolution CT of the lungs progressing from apex [C] to diaphragm [F] showing a moderate right sided pleural effusion (green asterix), multiple ring- 
enhancing cavitary lesions consistent with abscesses (yellow asterix) and patchy consolidation affected multiple lung segments bilaterally (red asterix).

Fig. 3. Modified mid-esophageal right ventricular inflow view showing severe 
tricuspid regurgitation with multiple vegetations attached to the valve leaflets 
[21 × 8 mm on septal leaflet and 36 × 5 mm on posterior] with a particularly 
large [44 × 7 mm], multi-lobulated and highly mobile vegetation attached to 
the anterior leaflet of the tricuspid valve (3D reconstruction).

Fig. 4. Large chunks of vegetations extracted with the AngioVac® F-180 sys
tem [I] The aspirated vegetations contained purulent debris.
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