Dynamic morphological changes in Libman-Sacks
endocarditis under different anticoagulation regimens
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DESCRIPTION

Libman-Sacks endocarditis is a prevalent complication
in patients with systemic lupus erythematosus or anti-
phospholipid syndrome (APS)." Although antithrom-
botic therapy can prevent thromboembolic events
in APS, the optimal anticoagulation regimen remains
uncertain. Here, we present a case of Libman-Sacks
endocarditis and APS that showed drastic changes in
endocardial vegetation morphology under different
anticoagulation regimens.

A 51-year-old woman with a 10-year history of
systemic lupus erythematosus was admitted to our
hospital with dizziness and right-sided ataxia. She
had developed a flare of lupus nephritis months
prior to presentation and received prednisone
20 mg/day. She had no history of injection drug
use. She had a history of atrial fibrillation without
anticoagulation. Urinalysis revealed proteinuria of
2.8 g/day on admission. Lupus anticoagulant, anti-
cardiolipin and anti-B2-glycoprotein I antibodies
were present according to the serum analysis. This
finding was compatible with secondary APS. Brain

Figure 1 Diffusion-weighted MR images on admission
(A) and on day 23 (B).

MRI revealed an acute right cerebellar infarction
(figure 1A). No stenosis or occlusion was found in
the intracranial arteries. Transoesophageal echocar-
diography (TEE) on admission revealed thickening
of the mitral valve, but no abnormality in the aortic
valve (figure 2A). A diagnosis of cardioembolic
stroke attributable to atrial fibrillation was made,
and apixaban 5 mg twice daily was initiated.

Although no neurological deterioration was
observed, follow-up MRI on day 23 revealed acute
cerebral infarctions in multiple vascular territories
(figure 1B). Repeated TEE on day 25 revealed a
newly developed vegetation in the aortic valve
(figure 2B). Blood cultures were negative; she
was afebrile and had no skin or eye lesions. The
predisposing heart condition was not present. Thus,
infective endocarditis was unlikely. Valve abnormal-
ities and positivity for antiphospholipid antibodies
suggested Libman-Sacks endocarditis. Apixaban
was ineffective and switched to continuous heparin
infusion. The vegetation diminished within a week
of initiation of heparin therapy (figure 2C). She
had no signs of systemic embolism. After 2 weeks,
heparin was switched to warfarin. Prednisone was
increased to 50 mg/day and mycophenolate mofetil
was added to treat lupus nephritis as proteinuria
greater than 2g/day persisted. Follow-up MRI
revealed no recurrent stroke. The vegetation disap-
peared on day 75 (figure 2D).

The vegetations in Libman-Sacks endocarditis are
sterile abnormal growths of tissue around the valves
with autoimmune inflammation and thrombotic
pathogenesis.! The natural history and optimal
treatment of Libman-Sacks endocarditis have not
been fully elucidated, but some valvular abnormal-
ities respond to anticoagulation therapy.” In the

Figure 2 Transoesophageal echocardiogram in the long-axis view on admission showing no abnormality in the aortic
valve (A). A vegetation (white arrows) in the aortic valve newly developed on day 25 (B), diminished rapidly within a
week of initiation of heparin infusion (C) and disappeared on day 75 (D). Ao, aorta; LA, left atrium; LV, left ventricle.
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present case, the vegetation in the aortic valve developed despite
treatment with apixaban and diminished drastically after the
initiation of heparin infusion.

Whether direct factor Xa inhibitors are useful for preventing
thromboembolic complications of APS is controversial, but recent
studies have shown that direct oral anticoagulants are less effective
than warfarin.’* Thrombin potential was less inhibited with a factor
Xa inhibitor than with warfarin.® This insufficiency in preventing
hypercoagulability by direct factor Xa inhibitors may be associated
with higher rate of thromboembolic complications in APS and may
be reflected in the vegetation growth in the present case.

In conclusion, this case highlights the limited efficacy of factor Xa
inhibitors for preventing thromboembolic complications of APS by
demonstrating morphological changes in Libman-Sacks endocarditis
under different anticoagulation regimens.

Learning points

» Libman-Sacks endocarditis is a cardiac manifestation of
antiphospholipid syndrome.

» Factor Xa inhibitors may be less effective for preventing
thromboembolic events in Libman-Sacks endocarditis than
heparin or warfarin.
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