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Peztome. MapaHTUeBUAT eHAOKAPANT, N3BECTEH KaTo HebakTepuaneH TPOMGOTUYEH EHAOKAPAWT, € PSAKO ChCTOsIHUE, KOETO Ce
cpeLLa Npy NauneHTH C OHKOMOTUYHI 3aB0NsIBaHNS 11 CbCTOSIHUS Ha Xunepkoarynauus. XapakTepuanpa ce ¢ 0bpasysaHe
Ha CTEPUITH, PUBPUHO3HO-TPOMBOLMTHI BEreTaLUn BbPXY KNanHUTe CTPYKTYPH, KOUTO YECTO BOASAT A0 CUCTEMHI eMbo-
TNNYHN MHUMaeHTW. NpeacTaBsMe xeHa Ha 84 rofyHy, NpueTa ¢ OnNakBaHUs OT NPOrpecuBeH 3adyX U cyxa kawwnuua. Mpw
exokapamorpacus ce yCTaHoBABaT MOGUIHI BereTaLum BbpXy MUTpanHaTa u aopTHaTa knana, NpuapyXeHu oT 3Hauynmu
KnarnHW peryprutaumm v nynMoHanHa xunepTonus. MauneHTkaTa e acebpunHa, ¢ OTPULATENHU XEMOKYNTYPU U HUCKM
Bb3NanuTenHn Mapkep. B xoaa Ha AuarHoCTUYHUS MPOLIEC KOMMIOTbPHATa ToMorpadust yCTaHOBSBa KapLMHOM Ha NaH-
Kpeaca ¢ YepHoApoBHN 1 BenoapobHM MeTacTasn. [uarHoCTULMPaH € MapaHTUEB eHAOKapANT, acoLMMpaH ¢ OHKOMOTY-
Ho 3abonsiBate. MpoBEAEHO € aHTUKOaryaHTHO 1 CUMNTOMATYHO NeyeHue. HAKOMKo JHW Cref AexocnuTanusaunsTa ce
pa3BMBa UCXEMUYEH MOSBYEH MHCYT. MaLmeHTKaTa NouMBa HAKOMKO CEAMMLM MO-KBCHO.

Kntouosu pymu: MapaHTheB EHAOKapANT, EHOAOKapAUT Ha MUTPalHa U aOpPTHa Knana, He6aKTepV|aneH TpOM6OTVI‘-IeH €HA0KapAuT, OHKOKap-
[nonorus, pak Ha naHkpeaca
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Abstract. Marantic endocarditis, also known as nonbacterial thrombotic endocarditis (NBTE), is a rare condition typically encountered
in patients with malignancy and hypercoagulable states. It is characterized by the formation of sterile fibrin—platelet
vegetations on cardiac valves, which frequently lead to systemic embolic events. We report the case of an 84-year-old
woman admitted with progressive exertional dyspnea and intermittent dry cough. Echocardiography revealed mobile
vegetations on the mitral and aortic valves, associated with significant valvular regurgitation and pulmonary hypertension.
The patient remained afebrile, with persistently negative blood cultures and low inflammatory markers. Whole-body
computed tomography subsequently demonstrated pancreatic tail carcinoma with hepatic and pulmonary metastases. A
diagnosis of marantic endocarditis secondary to malignancy was established. Anticoagulation and supportive therapy were
initiated. Several days after discharge, the patient developed an ischemic stroke. She died a few weeks later.
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BbBEAEHME

MapaHTneBnaT eHgokapavT e Bug abaktepuaneH
TPOMOOTMYEH E€HOOKapAUT U € W3KIMIYUTENHO PSAAKO
CpeLLaHo CbCTOsSHUE C YecToTa Bapupaila mexay 1,1-
1,6% [1]. ABakTepuaneH eHaokapauT OBUKHOBEHO ce
cpella cpeq nauveHTU ¢ npegpasnonaraiwy cgakrtop wu/
WUNN CbCTOSIHWE Ha Xunepkoarynauus kato CUCTEMEH
nynyc eputemartogec (SLE), Hanuume Ha aHTudocdo-
nunugHn antutena (APLs) — eHgokapout Ha Libman-
Sacks (TepMuH 3a HebakTepvaneH eHOoKapouT u3-
norna3eaH B nutepaTtypaTta NpeaMMHO B KOHTEKCTa Ha
aBTOMMYHHUTE 3abonsBaHus), AMCEMUHMPaHa WHTpa-
BackynapHa koarynaums (DIC), KakTo 1 npu XpOHUYHU
3abonsBaHns, KakBUTO Ca aBTOMMYHHUTE 3abonsaBaHus,
Tybepkynosata v ap. [2, 3]. MapaHTMeBUAT eHaokapauT
€ XapaKTepeH 3a NauMeHTUTE C HanM4yne Ha akTUBHO
OHKOSMOrM4HO 3abonsiBaHe Nopaau MNOBULLEHOTO MPOU3-
BOACTBO Ha LMTOKUHM, KOoarynaumMoHHN ¢hakTopu 1 eKc-
npecusita Ha TbkaHeH dakTtop. Okono 44% OT BCUYKK
HebakTepuanHu eHOokapauTy ca nNpu NaumeHTu C ak-
TMBHO OHKOMOrMYHO 3abonsasaHe [4]. Han-yectute oH-
KONornyHm 3abonsiBaHus, Npy KOUTO Ce CpeLla To3n Tun
€HO0KapAKT, ca TP OCHOBHM 1 TOBA Ca: pak Ha naHkpe-
aca, pak Ha rbpaaTta 1 ageHokapLMHOM Ha 6envsa gpo0.
Han-yectata npuumHa 3a obpasyBaHe Ha BereTauumte
ca HaTpynBaHe Ha PUOPUH-TPOMBOLIMTHM MaTepum no
knanHusa anapart. Nopagu Tasn npuynHa, MegukameH-
TO3HOTO NleYeHne, KOeETO OOMKHOBEHO ce Mpeanprema,
€ CBbP3aHo C npunaraHe Ha aHTukoarynatt [5].

KNnMHUYEH cnyYyAn

MpeactaBame criyyam Ha xeHa Ha 84 r., NoCcTbn-
Bawa B OTAeneHvMeTo Mo Kapguororusi ¢ onnakBaHe
OT NeK 3agyx Npu pranyeckn ycunus un cyxa kawnumua
OT Bpeme Ha BpeMe. C aHamHe3a 3a napokcu3mariHo
NpeacbpaHO MbXAeHe — U3BbH nNpucTtbn. NocneneH
npuctsn npean 10 meceua — ToraBa € yCNeLHO Bb3-
CTaHOBEH CUHYCOB PUTBHM.

OT dmaukanHua nperneq — XeHata € Ha BuaMma
Bb3pacT, OTroBapsilla Ha gencTeuTenHara, agebpun-
Ha, KoXaTta M BUOuMuUTE nuraeBumum ca 6Gnegopos3osw,
C [aHHM 3a 4YWUCTO BEe3MKynapHO AuwiaHe, otcrnabeHo
00 nunceawo B ABeTe 6enogpobHy OCHOBU, pUTMUYHA
cbpdedHa OEeVHOCT C HanuyMe Ha CUCTOMEH U guac-
TOMEH LWyM Mo uenus npekopanym. YepHusart gpob ce
nannupa 5-6 cm nog pebpeHarta gbra. KpaHuumTe ca
C OUCKPETHM MapamarneornapH/ OTouu, CbC 3anaseHu
nepudepHn nyncaumu.

Ot nposegeHata EKI" uma ¢ gaHHu 3a: cMHYCOB pu-
TbM W BOMTaXHU KPUTEPUWN 3a NEeBOKaMepHa Xunepr-
pocus.

OT npoBepneHata exokapguorpadpua ce obek-
TMBM3Mpa 3anas3eHa CUCTONHa (yHKUMA Ha nsBa-

INTRODUCTION

Marantic endocarditis is a type of nonbacterial
thrombotic endocarditis (NBTE), an extremely rare
condition with a prevalence varying between 1,1-1,6%
[1]. Nonbacterial endocarditis is usually found in pa-
tients with a predisposing factor and/or hypercoag-
ulable state, such as systemic lupus erythematosus
(SLE); presence of antiphospholipid antibodies (APLSs)
— Libman-Sacks endocarditis (a term for nonbacterial
thrombotic endocarditis used predominantly in the lit-
erature in the context of autoimmune diseases); dis-
seminated intravascular coagulation (DIC), as well as
chronic conditions, namely autoimmune diseases, tu-
berculosis, etc. [2, 3]. Marantic endocarditis is found in
patients with active malignancy due to the increased
production of cytokines, coagulation factors and the
expression of tissue factor. Around 44% of all non-
bacterial endocarditis cases are registered in patients
with active malignancy [4]. There are three major most
common types of cancer associated with this type of
endocarditis: pancreatic cancer, breast cancer and
lung adenocarcinoma. The most common cause for
the vegetations is the clustering of fibrin-platelet sub-
stances on the valves. Therefore, the treatment which
is usually administered in these cases involves antico-
agulation [5].

CLINICAL CASE

We present a case of an 84-year-old woman ad-
mitted to the cardiology department due to mild ex-
ertional dyspnoea and occasional dry cough. Her
medical history was notable for paroxysmal atrial
fibrillation, with the ECG in the time of admission be-
ing in sinus rhythm. The last documented episode of
arrhythmia was 10 months ago, with sinus rhythm be-
ing successfully restored.

On admission a physical exam was performed,
with the following objective status: A woman whose ap-
parent age corresponds to her actual age, afebrile, with
pale pink skin and visible mucous membranes, with
findings of clear vesicular breath sounds, diminished to
absent on both pulmonary bases, rhythmic heart beats,
with systolic and diastolic murmur over the precordium,
the liver is palpable 5-6 cm below costal margin, the
limbs present with mild paramalleolar oedema with pre-
served palpable pulse.

The ECG revealed sinus rhythm with left ventricu-
lar hypertrophy voltage criteria. The conducted echo-
cardiography showed preserved left ventricular systolic
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Ta Kamapa npuv 3anaseHu pasmepu n obemu Ha JIK.
AopTHaTa knana e ¢ AaHHU 3a AONbIIHUTENHA Xune-
pexoreHHa exo-CTpyKkTypa, nponabupaiia Kbm MU3-
XOOHUSA TPaKT Ha ngaBaTta kamepa ¢ pasmepu: 11/4,5
mm 1 ymepeHa aopTHa peryprutauus [pressure half
time (PHT) 292 ms].

MuTpanHaTa knana e ¢ JaHHM 3a BUCOKOCTENeHHa
peryprutaumsa cymapHo OT ABa mxeTta. B obnactta Ha
nNpegHoO MUTpasiHO NraTHO OTKBbM fieBonpeacbpaHaTa
CTpaHa ce Bu3yanuaupa OOMbIHUTENHA, XWUMNepexo-
rEHHa, CUIMHO MOOWITHA, HULLKOBUOHA €XO-CTPYKTypa C
pasmepu okoro 20 mm. Hanvue ca olle: BUCOKOCTe-
neHHa TpuKycnuaanHa MHCyuumneHLns, nyriMoHarnHa
XUNEPTOHUS — UHONPEKTHO CUCTOSMHO HansaraHe B AsiC-
Ha kamepa 51 mmHg, manbk nepukapaeH nsnus (dwr.
1). NMaumeHTKaTa OTpU4a aHaMHe3a 3a NpekapaHa VH-
dekums, cBbp3aHa C NokavyBaHe Ha TerecHara TemMne-
patypa. OT 3b6HMS CTaTyC — NauueHTkaTa e ¢ NpoTesun
Ha ropHa ¥ JorHa 4YentocT.

lMpoBene ce peHTreHorpadgwusa Ha 6sn apob ¢ aaH-
HY 32 NHEBMOMMOPO3HM 1 3aCTONHN MPOMEHN C Hanu-
yYme Ha ABYCTPaHHU NreBparnHu u3nuem, 6e3 gaHHM 3a
MHUNTPaTNBHN 3aceH4dBaHusa (cur. 2). Nposege ce
TpaHcesodpareanHa exokapauorpacdua (TEE), kosto
NOTBBbPAM HaxoOKWUTe OT TpaHCTOpakanHaTa exokapau-
orpadus, KaTto B JOMbIIHEHME Ce BUAS, Ye ca 3acerHa-
TV 1 ABETEe NnaTtHa Ha MuUTpanHarta knana ¢ Tanuumpa-
WM dopmaumm, oT KOUTO ce BU3yanuanpar mMobumHu,
HULLKOBUAOHW CTPYKTYpU C pasmepu okorno 20-22 mm
(cour. 3, 4 n 5).

function with preserved left ventricular dimensions and
volumes.

Aortic valve observation revealed an additional
hyperechogenic structure, prolapsing towards the left
ventricular outflow tract with the following size: 11/4,5
mm and moderate aortic regurgitation [pressure half
time (PHT) 292 ms].

Mitral valve — severe mitral regurgitation consisting
of two jets. In the anterior mitral valve area towards the
left atrial surface an additional, hyperechogenic, highly
mobile, filiform echo structure was visualized, around
20 mm in size. A severe tricuspid regurgitation was dis-
covered, together with pulmonary arterial hypertension
— indirect systolic pressure in the right ventricle being
51 mmHg, with a small pericardial effusion (Fig. 1). The
patient declined any history of infectious disease re-
lated to fever. Dental examination showed prosthetic
restorations of both the maxilla and mandible. A lung
X-ray was conducted showing pneumofibrotic and con-
gestive changes, bilateral pleural effusions, with no
infiltrative opacities (Fig. 2). A transoesophageal echo-
cardiography (TEE) was performed, which confirmed
the transthoracic findings, and contributed to the dis-
covery of coating lesions on both mitral valve leaflets,
with mobile, filiform structures 20-22 mm in size being
visualised (Fig. 3, 4 and 5).

Philtps M¥dical
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®dur. 1. TpaHcTopakanHa exokapanorpadus, anvkaneH 5 kyxuHeH obpas.
MapK1paHu cbC CTPenkn ca AOMbIHUTENHU eXOCTPYKTYPW Ha MUTpasnHa

1 aopTHa Knana

Fig. 1. Transthoracic echocardiography, apical 5-chamber view. The
arrows are pointing towards the additional echo structures of the mitral

and aortic valve

®ur. 2. PeHTreHorpadust Ha 6an apob v cbpue. NHeBMogrbpos-
HW 1 3aCTONHW NPOMEHN C Hann4ne Ha ABYCTPaHHW MieBpanHn
n3nveu, 6e3 AaHHN 3a UHPUNTPATUBHU 3aCeHYBaHNSA

Fig. 2 X-ray of the lungs and heart. Pneumofibrotic and
congestive changes, bilateral pleural effusions, with no
infiltrative opacities
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®ur. 3. TEE. CpegHoesodareaneH (ME) aortic valve (AV) long axis
(LAX) view. Cbc cTperka ca oTbensisaaHn BbpXoBeTe Ha MUTparnHa kna-
na c OOMbIHUTENHN EXOCTPYKTYPU, NO3ULMOHUPAHW Ha NPEAHO MUT-
panHo nnatHo (MMIT) n 3agHo mutpanHo nnatHo (3MIT)

Fig. 3. TEE — Mid-oesophageal (ME) aortic valve (AV) long axis (LAX)
view. The arrow shows the tips of the mitral valve leaflets with additional
echo structures, situated on the anterior mitral valve leaflet (AMVL) and
the posterior mitral valve leaflet (PMVL)

15
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OT npoBeaeHnTE NapakMHUYHK N3cneaBaHus uma
JAaHHU 3a NleKa NeBKOLMTO3a C NIeBKOLMTM oKoro 12x10°
g/l (pedepeHTHU rpaHmum 4.0-10.0 x 10° g/l ), nacnegn-
BaHu cneg HaxpaHBaHe, CRP 8 mg/l (pedepeHTHM rpa-
Huuwm 0-5 mg/l), npokanuuTtoHunH 0,022 ng/ml — B HopMa,
NTproBNP — 3251 pg/mL (pedepeHTHU rpaHuum 0-125
pg/mL), hs troponin: 0,053 ng/ml (pechepeHTHN rpaHu-
um 0-0,014 ng/ml), eGFR - 58 ml/min (eGFR CKD EPI
— pecbepeHTHM rpaHuum 60-120 ml/min). B3etn ca Tpu
OBOVKM xemMokynTypu npe3 30 min, KynTMBMpaHn n 3a
MUKOTUYHU NPUYUHUTENN — HeraTueHu cned 10-gHeBs-
HO KynTuBMpaHe. 3anoyHa ce eMnUPUYHO fieYeHne ¢
aHTUOMOTUK LedTPUakcoH 1 amnuumnuH cnopeq EB-
pOMeNCcKUTE MPENOPBbKM 3a NeYeHNe Ha eHOOoKapauT.
OcvbuecTtBu ce komntoTbp-TtoMorpadpcko (KT) nacnen-

Adylt Echo

XLt cor
63Hz
16cm

on (JPEG)
o 115 1m0

®dur. 4. TEE. ME AV LAX view. Cbc cTpenka e otbensisaHa no-
MbIHUTENHA X0 CTPYKTypa Ha aopTHa knana, nponabupaiya Kbm
N3XOMHUS TPaKT Ha NsiBa Kamepa

Fig. 4. TEE. ME AV LAX view — The arrow shows an additional
echo structure of the aortic valve, prolapsing towards the left
ventricular outflow tract

®dur. 5. TEE. Moguduumpan ME komucypaneH cpe3 Ha MuTpanHa
knana. Cbc cTpenka e otbensidaHa AOMBLIAHUTENHN €X0 CTPYKTypu
Ha MMM n 3MIM

Fig. 5. TEE. Modified ME commissural view of the mitral valve. The
arrow shows additional echo structures on the AMVL and PMVL

The laboratory tests’ results included mild post-
prandial leucocytosis (WBC around 12 x 10° g/l with
normal range between 4.0-10.0° g/l), CRP — 8 mg/I
(normal range within 0-5 mg/l), procalcitonin 0.022 ng/
ml (normal value) NTproBNP — 3251 pg/mL (normal
range 0-125 pg/mL), hs troponin 0.053 ng/ml (normal
range within 0-0.014 ng/ml), eGFR — 58 ml/min (eGFR
CKD EPI — normal range within 60-120 ml/min). Three
sets of blood cultures were collected in intervals of 30
minutes each, cultivated for fungi as well. All cultures
turned out negative after a 10-day follow-up. Empiri-
cal antibiotic treatment with ceftriaxone and ampicillin
was initiated at first regarding the European guidelines
for endocarditis treatment. The patient underwent a
whole-body computed tomography involving a scan of
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BaHe Ha LANo TANO0: IPbAEH KO, KOPEM 1 ManbK Tas3
C JaHHM 3a KapLMHOM Ha onailkaTa Ha naHkpeaca, C
BTOPUYHM YepHOapobHN 1 6enogpobHu guceMmmHaumm
(cour. 6 n 7); megnactuHanHa numdageHonaTms — Be-
POATHO peakTUBHA; 3acToviHu 6enogpobHM MpoMeHU
OT WHTepCTUUManeH TuUM; ABYCTPaHHWU MnreBpanHu ns-
nvMBK, MO-TONSAM BASICHO; ManbK LMPKyMdepeHTeH
nepukapgeH nanue. MN3ebpwn ce KT mscnegsaHe Ha
rmaBa C MO3bYHa aHrmorpadmsi 3a U3KM4YBaHE Ha
MO3bYHU MeTacTasu, OT KbOETO MMa JaHHM 3a bonecT
Ha MarnkuTe CbAOBE; NTAaKyHAapEeH NCXEMUYEH MO3bYEH
MHCYNT B DaceiHa Ha AsicHa CpefHOMO3bYHa apTepus
(OCMA); HauyanHa kopoBa aTtpodus. He ce yctaHoBu-
Xa CTEHO3M M aHEBPU3MariHM pasLMPEHUs Mo Xo4a Ha
KapoTuaHuTe, BepTebpanHuTe U MHTpakpaHuanHuTe
cbaose. [poBee ce KoHCYNTaumsi C KOPEMEH XMPYPT C
MHEHMEe 3a: KOHCEPBATMBEH NOAX04 C Orfies aBaHcupa-
nuna npouec. lNpoeege ce KOHCynTauus no CneLHoCT C
KapOuoxvpypr ¢ MHEHMEe 3a HeonpaBgaHO BUCOK orne-
patuBeH puck npu EuroScore Il 10,52%. OcbliecTsu
Ce KOHCyNnTauuWs C OHKOJIOT C NPeASIOKeHNE 3a UHULUK-
paHe Ha nanvaTvBHa NPOTMBOTYMOPHAa Tepanusi C reM-
unTabuH 1 naknuTakcen. MNMaumeHTkaTa ce OLUeHN KaTo
TakaBa C MHOIO BUCOK PWUCK 3a pasBUTWE Ha Kapawvo-
TOKCUYHOCT B XO4a@ Ha eBeHTyarHa MpoTMBOTYMOPHA
Tepanus nopagu: Bb3pacT, apTepuanHa XUnepToHUs,
3aBMLIEHN CbpAeYHn Ouomapkepu, cbpaedyHa He-
OO0CTaTbYHOCT, nscnegsaHa nocpeacrsom HFA-ICOS
Cardio-Oncology cardiovascular risk assessment tool.
Mopaam Gpost 1 xapakTepucTukaTa Ha MeTacTaTUYHU-
Te ne3uun B YepHus 1 B Benuvsa gpod naumeHTkarta ce
npeLueHn KaTto NpoTUBONOKa3aHa 3a paguorepanus.

®ur. 6. Cpe3 oT KOMMNOTbP-TOMOrpaddcko M3crnenBaHe Ha KOpeM.
Cbe cTpenku ca otbenssaHn meTacTtasu B YepeH Apob

Fig. 6. Cross-sectional image of abdominal CT scan. The arrows mark
liver metastases

the thorax, abdomen and pelvis. The results revealed
pancreatic tail carcinoma with liver and lung dissemi-
nations (Fig. 6 and 7), mediastinal lymphadenomega-
ly, most probably reactive, interstitial lung congestion,
bilateral pleural effusions, the right one being larger,
a small circumferent pericardial effusion. A CT-angi-
ography of the brain was performed for the purpose
of excluding brain disseminations. It showed cerebral
small vessel disease, a lacunar ischaemic stroke in
the vascular territory of the right middle cerebral ar-
tery, as well as the onset of cortical atrophy. No ste-
noses or aneurysmal dilatations of carotid, vertebral,
intracranial vessels were found. A surgical consult
was conducted, and conservative approach was rec-
ommended due to the advanced stage of the malig-
nancy. An emergency cardiosurgical consult was per-
formed with the opinion of unjustifiably high surgical
risk — EuroScore 1l 10.52%. An oncologist suggested
the strategy of initiating palliative therapy with gem-
citabine and paclitaxel. The Heart Team decided that
the patient had a very high risk of developing can-
cer-treatment related cardiotoxicity due to her age,
concomitant arterial hypertension and heart failure, el-
evated heart biomarkers. The risk was calculated via
the HFA-ICOS Cardio-Oncology cardiovascular risk
assessment tool. Regarding the number and charac-
teristics of the metastatic lesions in the liver and the
lungs, the patient was evaluated as contraindicated
for radiotherapy.

®ur. 7. Cpe3 OT KOMMIOTbP-TOMOrpaddCKo U3cnefBaHe Ha rpbaeH
kow. Cbe cTpenka e otbensasaHa MeTactatnyHa nesus B nssa be-
nogpo6bHa nonosuHa

Fig. 7 Cross-sectional image of thoracic CT scan. The arrow marks
a metastatic lesion in the left lung
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lMpue ce avarHosa MapaHTWEB eHOoKapauT Ha
MUTpanHa 1 aopTHa Knana nopagu: Hanvune Ha He-
ratmBHu 3 Bpos XeMOKynTypu, nunca Ha debpunureT
B X04a Ha BONMHMYHUA NPeCcTon 1 Npean ToBa, KakTo 1
HanMyne Ha OHKOMNOIMYHO 3abonsiBaHe — pak Ha naH-
kpeaca (cour. 8). lNMaumeHTkata ce gexocnutanusupa
C onTUmarnHa Tepanus 3a CbpgeyHa HegoCTaTbYHOCT
M aHTMKoarynaHTt nog dopmaTa Ha anukcabaH 2 x 2.5
mg (Bb3pacT 82 rog., TenecHo Termno 56 kg). MNMet aHm
cnep aexocnutanuaaums ot KnuHvka no kapamonorust
nawumeHTkaTta nocTbny no cnewHoct B OToeneHneTo
no HepBHW Gonectn ¢ KT gaHHM 32 HOB MCXEMMWYEH
mo3bueH uHeynt (UMW) B BaceliHa Ha asicHa cpegHo-
Mo3byHa aptepusa (ACMA) c neBocTpaHHa LieHTpanHa
Xemunapesa, no-n3paseHa 3a kpaka (cdwur. 9). 3anou-
HaTa e crneundmnyHa HeBpororuyHa Tepanus. Hakonko
CeaAMULM NO-KbCHO NMaumeHTKaTa noynHa.

Nonbacterial Thrombotic Endocarditis

*Predisposing conditions * Diagnosis

1. Oncological diseases

2. Autoimmune diseases,

* Treatment

1. Surgical treatment
2. Administration of

anticcagulants 2. Stroke

®ur. 9. MosbyHa aHrnorpadusi. Cbe cTpernka e otbenssaHa 3oHaTa Ha HOB

VMW B BaceiiHa Ha gsicHa cCpeqHOMO3b4YHa apTepusi

Fig. 9. Brain angiography. The arrow depicts the zone of new ischaemic

stroke in the vascular territory of the right middle cerebral artery

1. Echocardiography
2.Blood cultures

\ 3. Antibody testing

The Heart Team accepted the diagnosis of Maran-
tic endocarditis of the mitral and aortic valve because of
the presence of three negative blood cultures together
with the absence of fever during the hospital stay and
beforehand, the presence of malignancy — pancreatic
cancer (Fig. 8). The patient was discharged with opti-
mal guideline-mediated therapy for heart failure and a
blood thinner, namely apixaban in the dosage of 2,5 mg
b.i.d. (her age being 82 years old, her weight 56 kg).
After 5 days the patient was admitted to the neurology
department because of a CT scan presenting a new
ischaemic stroke in the vascular territory of the right
middle cerebral artery with left-sided haemiplegia more
pronounced for her left leg (Fig. 9). A specific neurolog-
ical therapy was started. A few weeks later the patient
passed away.

®dur. 8. MogudumumpaHa cxema ot Ahmed O et al.
npencrassilla KpuTepunte 3a NnocTaBsiHe Ha AuarHo-
3aTa HebakTepuarneH eHaokapauT [6]

Fig. 8. A diagram modified by Ahmed O et al,
displaying the diagnostic criteria for nonbacterial
endocarditis. The pink circles depict the criteria for
the diagnosis in our patient [6]

* Complications

1. Peripheral
thromboembolism

Zoom@R
Contrast
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OBCBHXAAHE

MapaHTneBuNAT eHOoKapauT € PsAKo CpeLlaHo
3abonsiBaHe Mpu MauMeHTU C XunepkoarynaumMoHeH
cTaTyc nopagu Hanmyne Ha aBTOMMYHHO WITN OHKOIO-
rMyHo 3abonsBaHe. Han-4ecto ce 3acara muTpanHara
Knana, criegBaHa oT aopTHata knana [4]. JleyeHuneTo
€ CBbP3aHO CbC cneunduyHoO 1 HaBpPEMEHHO NneyveHne
Ha OCHOBHOTO 3abonsiBaHe 1 npunaraHe Ha aHTuKoary-
naHT. N360pbT Ha aHTMKOArynaHT € KNi4YoB MOMEHT B
TepaneBTUYHMSA noaxon. Bunpeku wunpokara ynotpeba
Ha gupekTHUTe nepopanHu anTukoarynaHtn (DOACS)
B Jle4eHMeTo Ha TPOMBOEeMOONUYHU CbCTOSHUA, Ha-
NNYHUTE OaHHW MOKa3BaT, Y€ HWCKOMOIEKYMHUAT Xe-
napvH (LMWH) ocTtaBa Tepanusa Ha n3bop npu Hebak-
TepvaneH TPOMOOTMYEH eHOoKapawT, ocobeHO npu
naumeHTn ¢ aktmBHa manurHeHoct. DOACs moraT ga
ObaaT ¢ No-HMCKa ePEKTUBHOCT B TO3U KOHTEKCT, KOETO
noTeHLManHo obscHsBa Bb3HMKBAHETO Ha eMOONNYHM
WHUMOEHTU BBMPEKU npoBexaaHata aHTukoarynaums
[7]. EMBoNUYHM yCNoXHEHNs1 MOraT Aa HacCTbMAT U Bb-
npekn agekBaTHa aHTUKoarynaHTHa Tepanusi nopaguv
HAKOIMKO MeXaHu3bMa: nepcucTmpalla xunepkoaryna-
ums, obycrnoBeHa OT akTMBHOTO OCHOBHO 3abonsiBaHe;
KpexkaTa CTPyKTypa Ha CTEPUSTHUTE Beretalum; BUCOK
Bb3nanuteneH n TpomboTu4eH ToBap; KaKTo 1 HeOoC-
TaTb4yHO MOBMUSBAHE Ha MOAMEXALLOTO MaTOMOMMYHO
cbCTOsHME. Te3n hakTopy 0OycnaBAaT BUCOKaTa 4ecTo-
Ta Ha CUCTEMHU eMboNM3aLnn, BKIHOYUTENHO MO3bYHN
WHCYNTK 1 nepudepHn Tpomboembonuum [8, 9]. Benpe-
KM BCMYKO aHTUKOarynaHtHarta Tepanus TpsbBa ga e
cbobpaseHa C UHAMBUAYyanHWs pUCK OT KbpBEHE Mpu
naumeHtute [3].

Ponsta Ha XupyprmyHoTO fedeHne ocTaBa Crop-
Ha. OnepaTvMBHa WMHTEPBEHUMA MOXe fa ce obcbau
npyv NauneHT CbC 3HaYUMKU BereTauuun, NoBTapsALLM
ce eMBoNMYHN CHLOUTUSA BBNPEKM ONTUMArTHA aHTUKO-
arynaumsi Uiy Texka KnanHa gucdyHKUus ¢ pa3suTne
Ha cbpAeyHa HegocTaTbyHOCT. B MHOro cnyyam oba-
ye (BKI. U B HACTOSLUA) XUPYPIUYHUAT MOAXOL HE e
onpaefaH nopaau HanpegHano OCHOBHO 3abonsBaHe,
OorpaHu4eHa NpexmBaeMOCT U BUCOK nepuonepaTmBeH
puck. [Nopagn ToBa nedyeHMeTo criegBa ga € CTporo
WUHAMBUOYyaNM3MpaHo, Kato MyNTUAMCLUNINHAPHUAT
NMoaXo4 € OT KIYOBO 3Ha4YeHue 3a ONTMMAarnHoTo Mno-
BegeHve npuv Te3un naumeHTtu [5, 6, 10].

MporHocTu4HMTE hakTopyn NpuM MapaHTMEB EH-
OOKapaWT BKIKOYBAT aKTUMBHOCTTA WM TexecTTa Ha
noanexawoto 3abonsBaHe, pasmepuTe MU MOABUX-
HOCTTa Ha BeretauuuTe, HaNUYMETO Ha NPEeaXOLHU
eMBOonMYHN UHUMOEHTM N OBLOTO CbCTOSHME Ha
naumeHta. MapaHTMeBUAT eHAoKapauT e 3abongasa-
He, C BUCOK NeTannteT U BUCOK PUCK OT eMOONnNYHM
MHUMOEeHTU. YecTo AmarHosaTta ce MnocTaBs Ha ay-
TONCMOHHaTa Maca.

DiscussION

Marantic endocarditis is a rare condition observed
in patients with a hypercoagulable state associated
with autoimmune or oncological diseases. The mitral
valve is most commonly affected, followed by the aortic
valve [4]. Management is primarily focused on timely
and disease-specific treatment of the underlying con-
dition, along with the administration of anticoagulant
therapy. The choice of anticoagulant represents a crit-
ical aspect of the therapeutic approach. Despite the
widespread use of direct oral anticoagulants (DOACs)
in the treatment of thromboembolic disorders, available
evidence indicates that low-molecular-weight heparin
(LMWH) remains the therapy of choice in nonbacteri-
al thrombotic endocarditis, particularly in patients with
active malignancy. DOACs may demonstrate reduced
efficacy in this clinical context, which may partially ex-
plain the occurrence of embolic events despite ongoing
anticoagulation [7].

Embolic complications may occur even in the pres-
ence of adequate anticoagulant therapy due to several
mechanisms, including persistent hypercoagulability
driven by active underlying disease, the friable nature
of sterile vegetations, increased inflammatory and
thrombotic burden, and insufficient control of the un-
derlying pathological process. These factors account
for the high incidence of systemic embolization, includ-
ing ischemic stroke and peripheral thromboembolic
events [8, 9]. Nevertheless, anticoagulant therapy must
be carefully balanced against the individual patient’s
risk of bleeding [3].

The role of surgical treatment remains controver-
sial. Surgical intervention may be considered in pa-
tients with large vegetations, recurrent embolic events
despite optimal anticoagulation, or severe valvular dys-
function leading to heart failure. However, in many cas-
es, including the present one, surgical management is
not justified due to advanced underlying disease, limit-
ed life expectancy, and high perioperative risk. There-
fore, treatment should be strictly individualized, and a
multidisciplinary approach is essential for optimal man-
agement of these patients [5, 6, 10].

Prognostic factors in marantic endocarditis include
the activity and severity of the underlying disease, the
size and mobility of vegetations, a history of prior em-
bolic events, and the patient’s overall clinical condition.
Marantic endocarditis is associated with high mortality
and a substantial risk of embolic complications, and the
diagnosis is frequently established postmortem.
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3AKNIOYEHUE

MapaHT1eBuAT eHaoKapauT TpsbBa ga ce uma
npeasua Npu NaUUeHT ¢ aKTUBHO OHKOINOrMYHO 3a60-
naBaHe, KnanHu Beretauuu, adeGpunHn U HeraTUBHN
XeMOKynTypu. PaHHOTO pasnosHaBaHe 1 onTMMU3aums
Ha aHTuKoarynaHTHaTa Tepanusi ca Kr4oBM 3a HaMa-
naBaHe Ha pucka OT eMBONTMYHM YCIIOXKHEHMSI.

He e deknapupaH KOHpIUKM Ha uHmMepecu
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