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Abstract 

In the present report, we describe two cases of endocarditis following Mitraclip procedures. In 

both patients, successful bailout surgical treatment was performed despite a high risk 

constellation due to significant co-morbidities. These cases highlight that surgical treatment may 

still be an option in patients initially declined for surgical therapy and that endocarditis 

following Mitraclip procedure might be an under-recognised complication. 
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MitraClip (Abbott Vascular, Santa Clara, CA, USA) procedure for interventional treatment of 

mitral valve regurgitation has become increasingly popular worldwide, although sufficient 

evidence-based consensus recommendations formulating indication criteria are still lacking 1. 

Generally, an interdisciplinary heart team approach is recommended and in the majority of 

cases, MitraClip procedure has been restricted to patients with very high perioperative risk. 

Having gained FDA approval in 2013, long-term results of the MitraClip procedure are yet to be 

determined. Short-term complication rate seems acceptable with bleeding complications, 

pericardial tamponade, cerebrovascular events and clip detachments being the most frequent 

ones  2. However, the abundance of often significant comorbidities require rigorous vigilance and 

team approach for successful treatment and avoidance of complications. 

 

Case Reports 

Case 1 

A 76 year old male patient was admitted to our tertiary referral center. He underwent a 

successful MitraClip procedure for severe eccentric mitral regurgitation (MR) due to prolapse of 

the posterior leaflet (P2) and tenting of the leaflet. Surgical treatment at that time was declined 

due to considerable comorbidities (COPD, diabetes mellitus, renal insufficiency). Left ventricular 

function was severely diminished (LVEF 35%), with a dilated left ventricle. Accordingly, NT-

ProBNP was elevated (4207 ng/L). Postprocedurally, mild residual MR was present.  The patient 

recovered uneventfully, and the clinical situation improved.   

Two and a half years later, the patient was readmitted to our department with fever of unknown 

origin and recurrence of shortness of breath. Transthoracic (TTE) and transesophageal 

echocardiography (TEE) demonstrated a large, bulky vegetation on the posterior leaflet of the 

mitral valve, accompanied by severe MR (Figure 1). Blood cultures were positive for 

Staphylococcus Aureus – despite meticulous investigations, no causative infectious focus was 

found. On readmission, an acute on chronic renal failure and de novo atrial fibrillation were 

present. Despite a high logistic EuroSCORE II of 27.01%, consensus of the multidisciplinary heart 
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team was surgical mitral valve replacement, considering decline of clinical situation with heart 

failure and the size of the vegetation (2 cm). Patient was surgically treated with mitral valve 

replacement (MVR). Intraoperative analysis revealed good insertion of the clip on the anterior 

leaflet and a large vegetation on the posterior leaflet with a local perforation, through which the 

clip was partially pulled out the posterior leaflet. The native valve and MitraClip®, which was 

involved in the endocarditis, were excised en bloc (Figure 2), and replaced by a 31 mm 

Pericarbon More bioprosthesis (Sorin Group, Burnaby, Canada). Postoperative TEE showed no 

mitral regurgitation and a mean gradient of 1.5 mmHg. Patient was postoperatively admitted to 

the ICU, where he was extubated the same day.  After an ICU stay of two days, he was discharged 

to the cardiothoracic surgery ward. Postoperative recovery was complicated by pericardial 

effusion on postoperative day 14 requiring re-sternotomy as well as by the preexisting renal 

failure, which temporarily deteriorated under gentamycin therapy for endocarditis. Finally, 

patient was discharged from hospital 28 days after surgery. 

 

Case 2 

A 71-year old man was re-admitted 6 months after successful treatment of severe MR with two 

MitraClips. At that time, conventional surgery had been declined due to considerable 

comorbidities (among others severe right ventricular dysfunction, pulmonary hypertension and 

a giant aneurysm of the circumflex artery). Moreover, patient underwent earlier a CABG 

procedure as well as Re-Do CABG 10 years later, each followed by re-thoracotomy due to 

bleeding complications in his medical history. At the time of re-admission, recurrent severe MR 

as well as severe tricuspid regurgitation were seen on preoperative TTE. Several blood cultures 

were positive for Staphylococcus Aureus, again no focus for bacteremia was found. Logistic 

EuroSCORE II was calculated 40.37%, however, multidisciplinary consensus supported surgical 

treatment. The initial plan was to replace the mitral valve and repair the tricuspid valve via 

anterolateral approach on fibrillating heart. Yet, due to considerable adhesions, full sternotomy 
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was performed. At inspection, the mitral valve appeared to be almost completely destructed. 

Again, endocarditis involved the MitraClip. Finally, MVR was performed using a 33 mm 

mechanical valve (St. Jude Medical, Inc, St Paul, MN, USA) followed by a tricuspid valve repair 

using a Contour 3D 34 mm annuloplasty ring (Medtronic, Minneapolis, MN, USA). Postoperative 

TEE demonstrated good function of both valves and the patient was transferred to the ICU. ICU 

stay was complicated by respiratory failure followed by reintubation and eventually 

tracheostomy as well as circulatory arrest due to right ventricular failure. Finally, after 20 days 

patient could be discharged to the ward and thereafter to a rehabilitation center. 

 

Comment 

Endocarditis has been reported as a very scarce complication after MitraClip procedure 3. 

However, quite recently, several cases of MitraClip endocarditis have been reported 4 5, most of 

which are followed by surgical mitral valve replacement. Our cases presented here, together 

with the existing literature, demonstrate that endocarditis after MitraClip procedure might be an 

underestimated complication. The presented two cases represent ca. 0,5% of all MitraClip 

procedures performed at our institution. Despite decline at the initial heart team evaluation for 

mitral valve surgery there is still the possibility of conventional mitral valve surgery as bailout 

strategy after MitraClip implantation in the hands of an experienced surgical team with 

favorable outcome despite a high risk constellation. At last, these cases may underline the need 

for antibiotic prophylaxis for patients with MitraClip in situ, as recommended by the 2015 

European Society of Cardiology (ESC) guidelines 6 and the 2017 American Heart Association 

(AHA) guidelines 7. 
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Figure Legends 

Figure 1. Echocardiographic pre-operative images. Left image: transthoracic echocardiography, 

two chamber view showing MitraClip in situ and severe mitral regurgitation. Right image: 

Transesophageal image, four chamber view showing a large vegetation (2 cm) on the mitral 

valve.  

Figure 2. Intraoperatively excised mitral valve with MitraClip in situ. Picture of the en block 

excised, severely destructed native posterior mitral valve leaflet with remaining MitraClip in 

situ. 
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