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Case Report

Right Ventricle Myocardial Abscess Developed After
Penetrating Cardiac Injury.
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. Abstract

Myocardial abscess is a life-threatening condition characterized by a suppurative infection of the myocardium. It typically arises as a complication
of infective endocarditis or, less frequently, other conditions such as sepsis or myocardial infarction. The most common localizations are the left
ventricular wall and the interventricular septum. Isolated myocardial abscesses are exceedingly rare. In this report, we present the case of a
43-year-old woman who presented with a right ventricle myocardial abscess 6 months after surgical repair of a penetrating cardiac injury. To our
knowledge, this is the first reported case of isolated right ventricle myocardial abscess after penetrating cardiac injury.
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INTRODUCTION

Myocardial abscess is a life-threatening condition
characterized by a suppurative infection of the myocardial
tissue. It most commonly develops through direct extension
from an adjacent infected structure, as seen in cases of
infective endocarditis or, less frequently, pericarditis, or
through dissemination during bacteriemia [1,2]. In the latter
scenario, it usually manifests as a complication of myocardial
infarction, cardiac pseudoaneurysm or hematoma [3]. The
most common localizations are the left ventricular wall
and the interventricular septum. The incidence of isolated
myocardial abscesses remains elusive due to their extreme
rarity, with only few documented cases. Although myocardial
abscesses without infective endocarditis can lead to clinical
manifestations (as persistent fever or EKG abnormalities),
they are often clinically silent, contributing to a relatively high
rate of occasional or post-mortem diagnosis [4].

Herein we report the case of a 43-year-old woman who
presented with a right ventricle myocardial abscess six
months after undergoing surgical repair of a penetrating

cardiac injury.

CASE PRESENTATION

A 43-year-old woman was rescued at home after stabbing.
Upon arrival at the Emergency Department, she was
in profound hemorrhagic shock. Multiple penetrating
wounds were present, mostly involving the left lateral and
posterior chest and the left superior limb. One of the chest
wounds was parasternal, located in the left fifth intercostal
space. Transthoracic echocardiography revealed severe
hemopericardium with signs of cardiac tamponade. During
emergent cardiac surgery, a 3-cm lesion in the right ventricle
was identified (Figure 1). Repair was successfully performed
using interrupted 3-0 polypropylene sutures reinforced with
two Teflon strips. Post-operative course was uneventful, and
the patient was discharged on the fifth post-operative day.

Six months later, the woman presented at the Emergency
Department complaining of chest pain and dyspnea. Blood
tests including inflammatory markers, EKG, and a chest X-ray
were unremarkable. Chest CT-scan was then performed,
showing a subepicardial right ventricular oval formation (5.2
x 3.8 x 5.6 cm), with light contrast wall enhancement and fluid
content, compressing the right ventricle cavity (Figure 2).
Transesophageal echocardiography was consistent with this
finding (Figure 3). After uneventful re-sternotomy and lysis of
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adhesions, the formation was identified in the anterior mid-apical wall of the right ventricle. The right atrium and ascending
aorta were prepared for eventual emergent cardiopulmonary bypass. The cavity was incised, revealing purulent content. The
abscess was completely evacuated, and specimens were sent for microbiological analysis. The right ventricle wall integrity was
restored with interrupted 4-0 polypropylene sutures (Figure 4).

Intravenous, empirical broad-spectrum antibiotic therapy with vancomycin and piperacillin/tazobactam was initiated. On the
first post-operative day, the patient was transferred to the step-down unit, and chest drains were removed. Microbiological
analysis of drained fluid yielded negative results, as did blood cultures. Throughout the post-operative course, the patient
remained afebrile. Blood inflammatory markers showed only slight elevation, steadily decreasing in the subsequent days until
normalization. Post-operative transthoracic echocardiography revealed good biventricular function and absence of residual
infection (Figure 5). On post-operative day 11, the patient was transferred to a cardiac rehabilitation facility, where intravenous
antibiotic therapy continued until post-operative day 30. Prior to discontinuation, a PET-CT scan was performed to exclude
infection dissemination. At 2-month follow-up, the patient was asymptomatic; transthoracic echocardiography showed no
recurrence.

Figure 1. Intra-operative view of the right ventricular injury.
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Figure 3. Intra-operative transesophageal echocardiography of right ventricle inflow in diastole (A) and systole (B).
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DISCUSSION

Myocardial abscesses are typically found in patients affected
by infective endocarditis [3]. Myocardial abscesses without
infective endocarditis are exceedingly rare and mainly consist
of abscesses located in an infarcted area of the left ventricle
wall or post-mortem findings in patients who died from sepsis
[5-7]. We found only one published case of an isolated right
ventricle myocardial abscess, which occurred in a 3-year-old
child diagnosed with leg osteomyelitis [8]. To our knowledge,
this is the first reported case of an isolated right ventricle
myocardial abscess following a penetrating cardiac injury.

A recent report described the case of an incidental intra-
operative diagnosis of a left ventricle myocardial abscess
in a 47-year-old man who underwent elective aortic valve
replacement [9]. Similarly, in our case, the patient did not
present signs of infection. She remained persistently afebrile,
and blood inflammatory markers were within the normal
range. Considering that clinical presentation and initial
routine tests may often be unremarkable, a high index of
suspicion for infection should be maintained in patients with
a history of penetrating cardiac injury. In such cases, a chest
CT scan may be highly valuable for diagnosis and surgical
treatment planning.

CONCLUSION

Myocardial abscesses are a rare complication of penetrating
cardiac injuries. Since the clinical presentation can be subtle,
maintaining a high index of suspicion is important for timely
diagnosis and effective treatment.
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