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Introduction

Rheumatic fever consists of a sequela of a pharyngeal 
infection produced by Streptococcus pyogenes or, A Group 
beta-hemolytic streptococcus. Of the symptoms associated 
with this condition, only valve damage or rheumatic heart 
disease (RHD) can lead to a chronic condition and lead to heart 
failure, stroke, endocarditis and death [1-4].

Although the incidence and prevalence of rheumatic fever 
and RHD have decreased in developing countries, they continue 
to be the cause of signifi cant morbidity and mortality among 
young people. It is estimated that there are more than 15 
million cases with RHD worldwide, with 282,000 new cases 
and 233,000 deaths annually [1]. A particularly susceptible 
population consists of pregnant women, who frequently have 
complications related to this disease. Acute rheumatic fever is 
a possible complication at this stage, but it is rarely observed. 
The majority of patients have established valve disease.

In developing countries, cardiac valve disease is present 
in 80% of patients with pregnancy-related cardiomyopathy, 
with rheumatic fever being the most common etiology [2]. 
Pregnancy represents a hyper-dynamic state in which changes 
occur at the cardiovascular level; increase in cardiac output, 
expansion of blood volume and reduction of systemic vascular 
resistance and blood pressure [3]. In with severe cardiac 
valve disease, these changes are poorly tolerated, especially 
those associated with stenosis due to the increase in valve 
gradients, with fetal and neonatal complications reported in 
up to 25% [4]. Therefore, we are presenting an interesting and 
ethically challenging case of a patient with rheumatic valve 
disease, carrying a dysfunctional biological prosthesis in the 
aortic position who presents refractory heart failure during a 
pregnancy of 20 weeks.

Case Report

A 20-year-old woman presented for consultation at 
the Cardiology Department of the Hospital de Clínicas. She 
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complained of episodes of respiratory distress associated with 
efforts and edema of lower limbs in recent weeks. She reported 
having undergone aortic valve replacement surgery with a 
biological prosthesis 2 years earlier, due to severe rheumatic 
aortic regurgitation. She had an ischemic stroke of cardiac 
emboli origin one year earlier. She received anticoagulant 
medication since then. She was also having regular check-ups 
for a gestation of 20 weeks.

Upon physical examination, she was found with a heart rate 
of 110 beats per minute with a regular rhythm. The auscultation 
revealed the presence of systolic murmur in mitral focus IV 
/ VI, as well as systolic murmur in aortic focus III / VI. She 
had signs of pulmonary congestion and lower limb edema. 
The electrocardiogram showed a sinus tachycardia with 
presence of Q waves in inferior leads (Figure 1). Transthoracic 
echocardiography showed a mitral rheumatic valve disease with 
severe insuffi ciency. Thickened aortic biological prosthesis with 
severe stenosis and moderate insuffi ciency was also observed 
with normal systolic function of the left ventricle (Figure 2). 
For a better characterization of these fi ndings, transesophageal 
echocardiography was performed, showing the biological valve 
prosthesis in dysfunctional aortic position with severe stenosis 
and moderate failure (central and para-valve leak). Severe 
mitral valve insuffi ciency, eccentric, directed toward the left 
atrial free wall, due to poor systolic cooptation due to retraction 
of the sub-valve apparatus of the posterior leafl et.

The corresponding pharmacological measures for heart 
failure were initiated. The patient remained hospitalized for 
four weeks after which she presented a progressive worsening, 
so valve replacement surgery was proposed. A multidisciplinary 
committee comprised of cardiologists, cardiac surgeons, 

gynecologists, neonatologists, and bioethics committee met 
and fi nally it was decided to proceed with cardiac surgery.

The surgical technique proceeded as follows: 
Heparinization, aortic cannulation and cannulation of the 
superior and inferior vena cava through the right atrium, 
entry to extracorporeal circulation, aortic clamping. Classical 
aortotomy was performed, and cardioplegia in both coronary 
sinuses. The biological valvular prosthesis was found to 
have severe dysfunction due to calcifi cation and rupture of 
its leaves. There is no evidence of detachment of the suture. 
Then, we proceeded to the extraction of the prosthesis which 
was very diffi cult due to intense peri and subvalvular fi brosis. 
We proceeded to place points in U to fi x a 19 mm biological 
prosthesis that fi tted very well. Closure of the aortotomy was 
done. Then we proceeded to the left atriotomy, the left atrium 
was dilated. Thrombi were not observed inside. Mitral valve 
was thickened and retracted at its free edges. The anterior 
leafl et was extracted and the posterior leafl et was preserved. U 
points were placed on Tefl on and a 31 mm biological valvular 
prosthesis with good settlement was implanted. The atriotomy 
was closed. Extracorporeal circulation time was 130 min at a 
temperature of 32 degrees celcius. Aortic clamping time was 
110 min.

At surgery, it was found that the biological aortic prosthesis 
was severely dysfunctional (Calcifi cation and rupture of its 
leaves), there was no evidence of detachment of the suture, 
nor signs of infection. The patient remained in UCIA for 6 days 
and in the ward for 12 days, she was fi nally discharged in good 
health. In her 38th week of gestation, a successful cesarean 
delivery was performed without any complications.

Discussion

We are presenting an interesting and ethically challenging 
case of a patient with rheumatic valve disease, carrying a 
dysfunctional biological prosthesis in the aortic position who 
presents refractory heart failure during a pregnancy of 20 
weeks. A successful double valve replacement in the aortic 
and mitral positions was performed, and later on a successful 
cesarean delivery was performed without any complications.

In the modifi ed classifi cation of risk during pregnancy 
(WHO) [5], valve prosthesis and severe symptomatic aortic 
stenosis are found in groups III and IV, representing extremely 
high mortality and morbidity. Some studies also describe 
deterioration of the prosthesis during pregnancy [6,7]. It is 
recommended, if possible, to avoid cardiac surgery during this 
period of pregnancy because of multiple complications, high 
morbidity and mortality for the mother and the fetus [8-10]. 
In our reported case, the cardiac surgery was decided due to 
the failure of the pharmacological treatment and worsening 
of her clinical condition, and to the fact that the life of the 
mother and the fetus were highly compromised. Our case also 
highlights the early dysfunction (at 2 years) of the biological 
prosthesis, and the great need to make early diagnoses of 
these pathologies in order to insist on prenatal counseling [11]. 
Although unusual, early dysfunction of a biological prosthesis 
may occur which is a fact that we have to take into account 

Figure 1: 12 lead electrocardiographic tracing with rhythm trace in lead II. The 
electrocardiogram depicts a sinus tachycardia with presence of Q waves in inferior 
leads.

Figure 2: The transthoracic echocardiography shows severe stenosis and 
moderate insuffi  ciency within the biological prosthesis in the aortic valve position 
with normal systolic function of the left ventricle.
Vmax AoV: 4.46 m/s, Mean PG AoV: 46.o2 mmHg, Left ventricle Ejection fraction: 
69%
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when making a decision to perform cardiac valve replacement. 
Our case also emphasizes the need for a multidisciplinary team 
to work together in order to proceed with the best approach 
and solution for a very complicated and ethically challenging 
case.
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