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K antagonist, the patient was discharged in a good 
general condition.

Heart valve diseases associated with APS are 
found during transthoracic echocardiography in 
about one‑third of primary APS patients and are 
the most common cardiac manifestations of this 
disease.1 The lesions occur mainly on the mitral 
valve, less often on the aortic valve.1 In the pre‑
sented case, the differential diagnosis took into 
account the most common noninfectious lesions 
in the aortic valve leaflets diagnosed in the gen‑
eral population, which include primary tumors, 
as well as more typical in APS nonbacterial, orga‑
nized thrombus in the course of Libman‑Sachs en‑
docarditis, and significantly less frequent throm‑
bus on the aortic valve leaflets without a fibrin 
component.2,3 The  differentiation process in 
the diagnosis of a hemodynamically stable pa‑
tient is important due to sensitivity of an unor‑
ganized thrombus to the anticoagulant therapy, 
which enables a successful, conservative treat‑
ment, even though it does not exclude the pos‑
sibility of a thromboembolic event in a marked‑
ly extended treatment.2 The effects of anticoagu‑
lants and glucocorticosteroids on the vegetations 
in Libman‑Sacks endocarditis require further re‑
search.1 Surgical treatment preferred in the valve 
dysfunction and high risk of embolism involves 
aortic valve replacement or, if possible, removal of 
the lesions and the native valve repair.4 The sur‑
gery is associated with an increased risk of bleed‑
ing or development of prosthetic valve thrombo‑
sis, minimized in some centers by replacing me‑
chanical valves with aortic bioprostheses.1,5 In 
the context of these reports, the use of persis‑
tent biological valves with low thrombogenici‑
ty in young patients, even if the anticoagulant 
therapy is required as a secondary thromboem‑
bolism prophylaxis, may contribute to reducing 

A 28‑year‑old man with antiphospholipid syndrome 
(APS) was admitted to the cardiac surgery depart‑
ment for a resection of a single tumor with papil‑
lary fibroelastoma morphology in the aortic leaflet, 
causing severe regurgitation. The patient suffered 
from right‑sided ischemic stroke (with resolving pa‑
resis of the left upper limb), thrombosis of the ce‑
rebral sinuses and the right internal jugular vein, 
as well as chronic renal failure, thrombocytopenia, 
hypertriglyceridemia, hypertension, and chronic 
hepatitis B. He was treated with dabigatran. Trans‑
esophageal echocardiography revealed 2 irregular, 
free-floating structures with a length of 7 mm and 
4 mm at the edges of the noncoronary and left cor‑
onary leaflets, with a moderate 2‑stream regurgi‑
tation (Figure 1A–1D). Laboratory results and the pa‑
tient’s clinical condition did not reveal any signs of 
a systemic infection apart from a slightly elevated 
activity of liver enzymes typical of chronic hepati‑
tis B. Due to a high risk of embolism and primary 
tumor suspicion, the patient was qualified for a car‑
diac surgery. The native aortic valve with 2 papillary 
tumors (Figure 1E  and 1F) on the leaflets was removed 
through the upper ministernotomy, and a biopros‑
thesis (Inspiris Resilia Aortic Valve, Edwards Life‑
sciences; Irvine, California; United States) was im‑
planted. The choice of the valve for the patient with 
anticardiolipin antibodies in the serum and a histo‑
ry of serious thromboembolic events was motivat‑
ed by its lower thrombogenicity as compared with 
mechanical prostheses and a specific production 
technology that enables the use of the bioprosthe‑
sis in younger patients. Histopathological exami‑
nation revealed fibrosis of one of the valve leaflets, 
while nodular lesions were identified as organizing 
thrombi. The postoperative period was uneventful. 
On transesophageal echocardiography no paraval‑
vular leakage was observed and proper function of 
the valve was confirmed. After initiation of vitamin 
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the number of risk factors and obtaining good 
therapeutic outcomes, as in the described case.
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Figure 1�  A – 2 free-floating, irregular lesions with a length of 7 mm and 4 mm at the edges of the noncoronary and 
left coronary leaflets with a moderate 2‑stream regurgitation; 2-dimensional (2D) transesophageal echocardiography 
(TEE), long axis view; B – 2D TEE, long axis view, color Doppler; C – 2D TEE, short axis view; D – 3D TEE, short axis 
view with a moderate 2‑stream regurgitation; E – intraoperative view of the noncoronary aortic leaflet; 
F – intraoperative view of the left coronary aortic leaflet. 
Arrows indicate thrombi of the leaflet.
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