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Stent infection is a rare but serious complication that can lead to significant morbidity and mortality. A 75-year-old man with
a known history of diabetes underwent percutaneous coronary intervention (PCI) for coronary artery disease involving the
right coronary artery (RCA). The patient presented to our hospital with stent infection and a subsequent pseudoaneurysm
formation in the RCA. A multidisciplinary team decided on surgical intervention to manage stent-related infection. Infected
stents were removed, the pseudoaneurysm was excised, and the RCA was reinforced. Additionally, the aortic valve was
inspected and debrided. This case highlights the intricate management of complex coronary stent infections and the
importance of a timely and coordinated multidisciplinary approach.
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WHdekunsTa Ha CTEHTa e pSAKO, HO CEPUO3HO YCMOXHEHNE, KOETO MOXe [a AoBefe A0 3HauuTenHa 3abonsemoct u
CMBPTHOCT. 75-roAULLIEH MbX C M3BECTHA aHaMHe3a 3a AuabeT e NpeTbpnsn nepkyTaHHa kopoHapHa uHTepaeHuus (PCI)
3a KopoHapHa apTepuanHa GonecT, BkntouBalla gscHata kopoHapHa aptepusi (RCA). MaymeHTbT NocTbnu B Hawata
BonHMLa ¢ MHGeKLMS Ha CTEHTa W nocneaBallo obpasyBaHe Ha ncesgoaHespuama B RCA. MynTuancuunimMHapeH exun
B3€ PELUEHME 3a XMPYPruYHa MHTEPBEHLMS 3a NeYeHre Ha MHAEKLMS, CBbP3aHa CbC CTeHTa. VIHdekTUpaHuTe cTeHToBe
Osxa oTcTpaHeHu, ncesgoaHeBpuamarta be napssaHa n RCA 6bewwe nogcuneHa. OcBeH ToBa aopTHaTa knana Gelue wH-
cnekTupaHa v aebpuaypana. Toau cryyai nogyepTaBa TPYAHOTO NeYeHUe Ha CIOXHW CbpAeYHO-CbAOBK UHAEKLMM 1
3HAYEHMETO Ha HABPEMEHHNS M KOOPAMHWPAH MyNTUAMCLMNIMHAPEH NOAXOA.

KOpOHapHa apTepuanHa 6oNecT, CTEHT, MHAEKLMS!

4-p Anweapus Maxew Kymap, e-mail: draishwarya_m@apollohospitals.com

INTRODUCTION

Percutaneous coronary intervention is the mainstay
in the management of coronary artery disease. While
this interventional procedure has significantly improved
patient outcomes, it is not without complications. Cor-
onary stent infection (CSI) is a rare but potentially fatal

complication characterized by colonizing bacteria or
other microorganisms on the stent surface. It is known
to occur in < 0.1% of individuals with stents [1]. Given
the high morbidity and mortality associated with CSlI,
a multidisciplinary approach involving specialists from
cardiology, infectious disease, and cardiac surgery is
essential for optimal patient management.
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CASE PRESENTATION

A 75-year-old man with a history of diabetes melli-
tus presented with acute coronary syndrome in Febru-
ary 2024 and underwent percutaneous coronary inter-
vention (PCI) for stenosis of the right coronary artery
(RCA) at an outside hospital. One week post-PCI, he
developed recurrent fever and was admitted multiple
times and treated with Intravenous antibiotic therapy.
Subsequently, the patient was referred to our hospital
due to a persistent fever. On evaluation, transthorac-
ic echocardiography revealed a mobile mass attached
to the non-coronary cusp of the aortic valve, raising
concerns for infective endocarditis or stent-related in-
fection. Computed tomography coronary angiogram
revealed the presence of a large pseudo-aneurysm in
the proximal/mid-section of the stented RCA with sur-
rounding aneurysmal abscess cavity (Fig. 1). Blood
cultures grew Pseudomonas aeruginosa, leading to a
diagnosis of coronary stent infection complicated by
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a mycotic aneurysm of the RCA. A multidisciplinary
team meeting involving a cardiologist, cardiothoracic
surgeon, infectious disease specialist, and physician
was convened, and the decision was taken to perform
surgical intervention. This was conveyed to the patient
and his family, who were informed of the high proce-
dure risk. Under general anesthesia, median sternoto-
my was performed, and the patient was placed on car-
diopulmonary bypass with aorta-bicaval cannulation.
Saphenous vein graft was anastomosed distally to the
left anterior descending artery and distal right coro-
nary artery after endarterectomy. The aorta was then
cross-clamped, and cardioplegia was given to arrest
the heart. The proximal RCA was opened and the in-
fected stents removed (Fig. 2). The mycotic aneurysm
was excised from the right coronary artery, and the ab-
scess cavity was cleared. The laid open proximal RCA
was then reinforced with Teflon pledgets. Aortotomy
was performed to inspect the aortic valve. The aortic
valve was inspected and found to be clear of infection.

Fig. 1. Computed tomography coronary angiogram revealed the presence of a large pseudo aneurysm in the proximal/mid stented RCA with
surrounding aneurysmal abscess cavity

%

Fig. 2. Intraoperative image showing removal of the infected stent
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However, some calcium deposits were removed. The
heart was then rewarmed and restarted. The patient
was weaned off cardiopulmonary bypass. The patient
made a steady recovery with an uneventful postopera-
tive period and was discharged home on the 8th post-
operative day. The patient is on regular monitoring and
remains symptom-free at 7-month follow-up.

DiscussION

Coronary stent infections are a rare but serious com-
plication following coronary artery stenting. It was first
reported by Gunther in 1993 [2]. Despite advancements
in stent technology and interventional cardiology, this
condition remains a significant clinical challenge. The
exact mechanisms underlying coronary stent infection
are not fully understood, but several factors are implicat-
ed. Infected coronary stents commonly contain Staphy-
lococcus aureus (80%) and Pseudomonas aeruginosa
(20%) [2]. These bacteria adhere to the stent surface,
forming a biofilm. This biofilm provides a protective envi-
ronment for bacterial growth and resistance to antibiot-
ics. The implantation of a foreign body (stent) triggers an
inflammatory response. This creates a favorable envi-
ronment for bacterial colonization and biofilm formation.
Arecent systematic review found that drug-eluting stents
(DES) were the most frequently reported stents associ-
ated with infections, followed by bare metal stents and
a combination of drug-eluting and bare metal stents [3].
The rise in DES-associated infections is most likely due
to their immunomodulatory effects [4]. Stent mal-appo-
sition, thrombus formation, and disturbed blood flow can
contribute to the development of infection by creating ar-
eas of stasis where bacteria can accumulate. Other risk
factors include poor sterility, repeated use of the local
site for stent placement, repeated re-use of hardware
such as balloons, catheters, multiple guidewire manipu-
lations, and prolonged indwelling catheterization [5]. Pa-
tients typically present with recurrent or persistent chest
pain, fever, elevated inflammatory markers (C-reactive
protein, erythrocyte sedimentation rate), and signs of
systemic infection. Symptoms usually appear within
a week after the procedure, and most diagnoses are
made within a month of the intervention. Mycotic infec-
tions are seen in 60% of cases [6]. The diagnosis of cor-
onary stent infection is challenging due to its rarity and
nonspecific symptoms. Clinical suspicion is warranted. A
diagnosis may be considered if at least three of the fol-
lowing conditions existed: recent coronary stent implan-
tation (< 4 weeks), repeated procedures using the same
artery access point, signs of infection without another
explanation, symptoms of a heart attack, and abnormal
heart results from imaging tests [7]. The management
of coronary stent infection requires a multidisciplinary
approach. Choice of antibiotic therapy is based on cul-
ture. Anti-inflammatory and antiplatelet agents are used
to prevent stent thrombosis. Stent removal or exchange

may be considered. The mortality associated with cor-
onary stent infection ranges from 40-65%; some cases
may necessitate immediate surgical intervention [8].
Our patient was managed with surgical removal of the
infected stent and bypass using a saphenous venous
graft. Prevention of coronary stent infections hinges on
rigorous adherence to aseptic protocols throughout the
procedure and meticulous post-procedural care. During
the intervention, strict sterile practices, including proper
hand hygiene, sterile draping, and the use of sterilized
equipment, are paramount. Minimizing procedural du-
ration and maintaining glycemic control further reduces
infection risk. Post-procedure, meticulous wound care,
patient adherence to antiplatelet therapy, and vigilant
monitoring for signs of infection such as fever and chest
pain are necessary. Early detection of infected stents,
if any, through blood cultures and imaging techniques,
eg, computed tomography and magnetic resonance im-
aging, coupled with a multidisciplinary approach involv-
ing cardiologists, surgeons, infectious disease special-
ists, and microbiologists, ensures prompt management.
In severe cases, immediate surgical intervention with
broad-spectrum antibiotic coverage may be necessary.

CONCLUSION

This case highlights the severe and potentially fatal
consequences of coronary stent infection, emphasizing
the need for early diagnosis, prompt multidisciplinary
management, and aggressive surgical intervention.
Complete removal of the stent and the infected cavity
is essential for a successful outcome.
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