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Introduction

Infective endocarditis (IE) is rare in the young population and 
has a high mortality rate. Traditional risk factors such as valve 
replacement, cardiac device implantations, and continuous 
intravenous drug use are well defined in IE. IE after urogenital 
surgery is less common than dental or gastrointestinal proce-
dures (1). In addition, the pathogens causing endocarditis and 
the location of cardiac involvement may vary depending on the 
type of risk factors. Enterococci in the urogenital tract flora can 
cause about 10% of all IE. 

Although the agents in pregnancy and postpartum IE are 
often staphylococci and streptococci, enterococci can also be 
causative agents, especially after a cesarean section (2). IE with 
enterococci after vaginal delivery is very rare. Here, we present 
postpartum IE with Enterococcus faecalis in a 24-year-old 
healthy woman. To the best of our knowledge, the cases of IE 
with Enterococcus faecalis after vaginal delivery are extremely 
rare in the literature.

Case Report

A 24-year-old female patient without a known history of cardi-
ac disease visited our clinic with complaints of dyspnea, fever, and 
cough. According to her medical history, she did not take any 
intravenous drugs and did not travel anywhere for two years. She 
had a healthy baby with vaginal delivery 7 months ago. Fatigue and 
dyspnea with exertion started two weeks after delivery, and the 
dyspnea progressed with fever starting in the past week.

Physical examination revealed tachypnea and tachycardia 
with a 3/6 diastolic murmur in the mitral region. Her body tem-
perature was 38.5°C, respiratory rate 30 bpm, heart rate 115 
bpm, and blood pressure 110/70 mm Hg. 

Coronavirus disease 2019 infection was ruled out with a 
negative thorax computed tomography scan. Valvular heart dis-
ease was suspected, and a transthoracic echocardiogram (TTE) 
was performed to evaluate cardiac structures and functions. 
Three sets of blood cultures were drawn on admission. 

TTE showed an ejection fraction of 55%, severe mitral insuf-
ficiency, a mass compatible with vegetation on both the anterior 
and posterior leaflets of the mitral valve. In addition, ruptured 
chordae tendineae was detected.

After echocardiographic evaluation, IE was diagnosed, and 
empiric antibiotic therapy was administered (vancomycin 500 mg 
once a day and gentamicin 80 mg twice a day). Transesophageal 
echocardiogram (TEE) revealed a mobile 20 × 18 mm vegetation 
attached to the anterior mitral valve, and a mobile 14 × 11 mm veg-
etation attached to the posterior mitral valve. Chordae tendineae 
rupture was observed in both anterior and posterior leaflets. 
Severe mitral regurgitation was observed in TEE (Fig. 1, 2 and 
Videos 1, 2). On the third day of her hospitalization, blood culture 
results were positive for vancomycin resistant Enterococcus fae-
calis, and daptomycin treatment was initiated.

She did not have fever on the fourth day of her hospitaliza-
tion. Her complaints of dyspnea and cough regressed. The 
patient underwent mitral valve replacement operation on the 
14th day of hospitalization. No vegetation or positive blood cul-

Figure 1. Two-dimensional transesophageal echocardiography showing 
a vegetation-like mass on the anterior and posterior leaflets of the 
mitral valve and ruptured chordae tendineae

Figure 2. Three-dimensional transesophageal echocardiography 
showing a vegetation-like mass on the anterior and posterior leaflets of 
the mitral valve and ruptured chordae tendineae
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ture was detected during the follow-up period. She was dis-
charged on the 42nd day of hospitalization.

Discussion 

IE in the postpartum period is a very rare and life-threatening 
clinical condition. Suppressed immunity during pregnancy and 
the postpartum period and invasive procedures performed dur-
ing delivery such as insertion of a urinary catheter may cause 
disruption of the mucosal barrier and as a result, local infections 
may occur. Local infections caused by opportunistic organisms 
can rarely cause systemic infections and sepsis, which can be 
life-threatening (3). Cesarean sections and routine urinary cath-
eter insertions are particular risk factors for local infections. 
Therefore, many obstetrics clinics administer antibiotic prophy-
laxis before cesarean section (4) However, vaginal delivery 
without risk factors has a lower risk of infection, and routine 
prophylaxis is not recommended in the current guidelines (5). 
Our patient presented with a serious infection that developed 
after vaginal delivery. A urinary catheter was not inserted, and 
antibiotic prophylaxis was not administered to our patient dur-
ing delivery, only an episiotomy was performed before delivery.

The publications on pregnancy and postpartum IE are limited 
to case reports and small studies. Staphylococci and strepto-
cocci are the most common organisms in pregnancy-related 
endocarditis as in all IE. Although IE with enterococci is known 
at 10% in the general population, this rate is lower in peripartum 
and postpartum endocarditis. In a study in which 90 peripartum 
infective endocarditis case reports were examined, the rate of 
endocarditis with enterococci was reported at 1.1% (2).

Enterococcus faecalis is a gram-positive, catalase-negative 
bacterium inhabiting the gastrointestinal tract of humans. A 
plasmid-encoded hemolysin, called the cytolysin, is important 
for pathogenesis in animal models of infection. It could cause 
endocarditis and sepsis, urinary tract infections, and meningitis. 
The most important feature of enterococci is partial or complete 
resistance to many antimicrobial agents used in the treatment of 
gram-positive bacterial infections. The frequency of enterococci 
infection in all types of nosocomial infections, especially urinary 
tract infections, is increasing.

When we searched for studies on IE with Enterococcus 
faecalis on Web of Science and Google Scholar, we found 2 
cases in the postpartum period. One of these developed after a 
cesarean section, and the other one was IE involving the aortic 
valve (6, 7). To the best of our knowledge, our patient is first case 
of mitral valve IE caused by Enterococcus feacalis after a vagi-
nal delivery in these indexes. She presented with large vegeta-
tion and ruptured chordae tendineae because the hospital 
admission was delayed. This case showed that IE can be seen 
in healthy women with vaginal delivery. In addition, this case 
demonstrated that patients with persistent fever, weakness, and 
dyspnea symptoms in the postpartum period require a cardiac 
examination. Routine antibiotic use after vaginal delivery and 
episiotomy is still debatable, and large-scale randomized con-
trolled studies are needed for further delineation. 

Conclusion

IE has a high mortality rate, and early diagnosis and immedi-
ate antibiotherapy are crucial. During the postpartum period, the 
patient’s signs and symptoms should be evaluated carefully, and 
appropriate patients should be referred to be evaluated for car-
diac function and structures. 

Informed consent: Written informed consent was obtained from the 
patients for sharing their relevant medical history and laboratory results.

Video 1. Two-dimensional transesophageal echocardiography 
showing a vegetation-like mass on the anterior and posterior leaflets of 
the mitral valve and ruptured chordae tendineae

Video 2. Two-dimensional transesophageal echocardiography show-
ing a vegetation-like mass on the anterior and posterior leaflets of the 
mitral valve, ruptured chordae tendineae, and severe mitral regurgitation
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