
Volume 6 • Issue 5 • 1000334
J Cardiovasc Dis Diagn, an open access journal
ISSN: 2329-9517 

Lalwala et al. J Cardiovasc Dis Diagn 2018, 6:5
DOI: 10.4172/2329-9517.1000334

Case Report Open Access

Journal of 
Cardiovascular Diseases & DiagnosisJo

ur
na

l o
f C

ar
dio

vascular Diseases & Diagnosis

ISSN: 2329-9517

Coronary Stent Infection: A Rare but Severe Complication of Percutaneous 
Coronary Intervention
Deepa Lalwala1*, Manoj Deshmukh1, Shruti Mehta2 and Vasant Nagvekar2

1Derpartment of Radiology, Lilavati Hospital and Research Centre, Mumbai, Maharashtra, India
2Department of Medicine, Lilavati Hospital and Research Centre, Mumbai, Maharashtra, India

Abstract
Although rare, coronary artery stent infections are associated with a high mortality rate. Since the introduction 

of coronary stents in 1987, only few cases of infection have been reported. We report a new case in a 57-year-
old man who had undergone a difficult percutaneous coronary intervention procedure, during which four stents 
were placed in dominant main right coronary artery and left anterior descending, left circumflex-obtuse marginal 
artery. Within two months of procedure, patient presented four-five episodes of fever, was treated and discharged 
as all investigation were normal. After 2-month post-procedure patient was readmitted with fever. Only WBC 
count and CRP were raised, rest investigations were normal. As suspicious of infective endocarditis, CT coronary 
angiography was advised. CT showed pseudo aneurysm arising from right coronary artery just distal to its origin 
adjacent to stent with evidence of surrounding extensive fat stranding and soft tissue thickening. PET scan was 
done to find out cause of pyrexia of unknown origin, showed low to moderate grade metabolic activity along the 
root of aorta and adjacent to stent in right RCA. Patient started on IV antibiotic and angiography was planned. 
CAG showed proximal RCA pseudo aneurysm with patent distal artery. Aneurysmectomy was done along with 
RCA stent removal and CABG. Coronary stent cultures show growth of Pseudomonas and Staphylococcus 
hominis. We conducted a review of the literature on coronary artery stent infections. Data suggest that early-
onset infections (<10 days after stent implantation) are potentially amenable to medical therapy alone, but late-
onset infections (≥ 10 days after implantation) or major complications necessitate combined surgical and medical 
therapy. Medical therapy consists of broad-spectrum antibiotics. Surgical intervention includes stent removal if 
possible, and abscess drainage or perforation repair when indicated.
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Introduction
During the last two decades, Percutaneous Transluminal Coronary 

Angioplasty (PTCA) with metal stent placement has become a well-
developed treatment modality for coronary stenotic lesions. Although 
infection involving implanted stent is rare, it can, however, occur with 
high morbidity and mortality. Foreign body implantation predisposes 
to the development of infections by damaging or invading epithelial 
or mucosal barriers, by supporting growth of micro-organisms and 
by impairing host defense mechanisms. Indeed, implantation of 
medical devices represents one of the most important risk factors 
for nosocomial infections, accounting for an estimated 45% of all 
nosocomial infections [1,2]. We describe an inserted coronary stent 
that was infected and complicated with pseudo aneurysm formation 
and severe sepsis. In an effort to raise awareness of the possible fatal 
outcome of this situation, we herein report our experience.

Case Report
A 57-year-old male, known case of diabetes and hypertension, 

presented with chest pain. 2D echo shows, ejection fraction was 35%. 
Coronary angioplasty advised, shows main right coronary artery, 
left anterior descending, left circumflex-obtuse marginal artery 
disease. Percutaneous coronary intervention has been done with four 
stent placements (Figures 1 and 2). 7th days post-procedure, patient 
presented with high grade fever with chills, treated and discharged. 
He was admitted multiple times with complaint of fever within two 
months and treated. All investigations were normal. Patient got 
readmitted after 2-months with complaints of Fever with chills for 2 
days associated with malaise [3]. As a history of recurrent episodes of 

fever after percutaneous coronary intervention, WBC count and CRP 
were raised, other investigations were normal, suspicion of infective 
endocarditic has been made. Patient was referred to MRI department 
for CT coronary angiography. It showed 2.8 × 2.3 × 1.8 cm pseudo 
aneurysm arising from proximal RCA just adjacent to Ostial origin, 
few wall calcifications are seen in Figures 3-7. There is extensive fat 
stranding noted adjacent to pseudo aneurysm and RCA stent (Figure 
2). PET scan was advised as to find out cause of pyrexia of unknown 
origin, showed low to moderate grade metabolic activity along the root 
of aorta and along proximal RCA adjacent to stent (Figures 5 and 6), 
diagnosis has been given as inflammatory infective etiology.

Based on above mentioned investigation, suspicion of infective 
endocarditis with its complication pseudo aneurysm was made. 
Patient kept on IV antibiotics Meropenem and IV Tobramycin. WBC 
counts were still increasing. Conventional angiography was planned 
as suspicion of stent infection, CAG showed proximal RCA pseudo 
aneurysm with patent distal stents (Figure 8).

Surgical exploration was done, Aneurysmectomy along with RCA 
stent removal and CABG were done and coronary stent cultures sent. 
Stent culture showed growth of Pseudomonas and Staphylococcus 
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Figure 1: CT coronary angiography: Image 1-VRT image of coronary 
angiography shows four stents in proximal and distal RCA, proximal LAD 
and circumflex artery.

Figure 2: CT coronary angiography: Image 2-non-contrast axial section 
shows extensive fat stranding with effacement of fat plane adjacent to 
proximal right RCA stent.

Figure 4: CT coronary angiography-contrast study: Post contrast axial and 
sagittal section shows pseudo aneurysm arising from proximal RCA Adjacent 
to coronary stent.

Figure 3: CT coronary angiography-contrast study: Post contrast axial and 
sagittal section shows pseudo aneurysm arising from proximal RCA Adjacent 
to coronary stent.

Figure 5: FDG PET CT study: Axial section shows mild to moderate uptake 
adjacent to root of aorta and proximal RCA pseudo aneurysm adjacent to 
stent.

Figure 6: FDG PET CT study: Axial section shows mild to moderate uptake 
adjacent to root of aorta and proximal RCA pseudo aneurysm adjacent to 
stent.
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That is often fatal and associated with high morbidity and mortality. 
Coronary stent infection can present days to weeks after intervention. 
Exact mechanism of stent infections remains unclear. Possible 
mechanisms result of infection at the time of stent placement, 
Subsequent in stent balloon angioplasty, Hematogenous spread from 
another source of bacteremia. 

Most common presentation within First four weeks after stent 
placement is fever and chest pain (In 50% of the affected individuals). 
Blood culture is uniformly positive. In the background of above 
enlisted findings Stent infection should be suspected and blood cultures 
should be withdrawn in all patients presenting with fever within the 
first weeks after coronary stent placement even in the absence of chest 
pain, ECG abnormalities or elevation of cardiac enzymes [4-7]. Risk 
factors-patient’s age >60 years, Presence of congestive heart failure, 
multiple skin punctures, difficult vascular access, extended duration of 
the procedure, use of multiple PTCA-balloons, deferred removal of the 
arterial sheath, repeated catheterizations by the same vascular access site.

Preventive measures of this rare condition include:

• Removal of hair from the puncture site, 

• Application of antiseptic to the skin, 

• Use of sterile drapes, Appropriate hand washing, 

• Prophylactic antibiotics in patients with immunodeficiency, 

• Difficult procedures, prolonged indwelling catheter, 

• Stenting of difficult to reach areas, known colonization of patient 
and 

• Wearing a sterile gown and sterile gloves and a generally sterile 
environment should be maintained during the procedure. 

Intravenous antibiotics are the mainstay of treatment. It may need 
removal of infected stent by surgery and drainage of pus. Despite of 
antibiotics and surgery, mortality rate in these patients is around 40%.
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Figure 7: VRT image of coronary angiography showing pseudo aneurysm 
arising from proximal right RCA adjacent to stent.

Figure 8: Coronary angiography shows pseudo aneurysm arising from 
proximal RCA adjacent to stent.

hominis. Patient continued on IV antibiotics and discharged. Serial 
blood investigations showed improvement in WBC counts and CRP 
with no growth in repeat blood cultures.

Discussion and Conclusion
Coronary stent infection is a very rare post percutaneous coronary 

intervention complication. Other complications include coronary 
abscess, pericarditis, mycotic aneurysms, and valvular endocarditis. 

https://doi.org/10.1053/jhin.2001.1052
https://doi.org/10.1053/jhin.2001.1052
https://doi.org/10.1056/nejm198703193161201
https://doi.org/10.1056/nejm198703193161201
https://doi.org/10.1056/nejm198703193161201
https://doi.org/10.3949/ccjm.66.7.434
https://doi.org/10.3949/ccjm.66.7.434
https://doi.org/10.1136/hrt.79.6.541
https://doi.org/10.1136/hrt.79.6.541
https://doi.org/10.1002/(sici)1097-0304(199610)39:2%3C168::aid-ccd12%3E3.0.co;2-d
https://doi.org/10.1002/(sici)1097-0304(199610)39:2%3C168::aid-ccd12%3E3.0.co;2-d
https://doi.org/10.1067/mva.1991.29134
https://doi.org/10.1067/mva.1991.29134
https://doi.org/10.1067/mva.1991.29134

	Title
	Corresponding author
	Abstract
	Keywords
	Introduction
	Case Report
	Discussion and Conclusion
	Figure 1
	Figure 2
	Figure 3
	Figure 4
	Figure 5
	Figure 6
	Figure 7
	Figure 8
	References

