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A Case of Löffler Endocarditis Complicated with 
Listeria Sepsis

INTRODUCTION

Löffler endocarditis (LE) is rare restrictive cardiomyopathy. Listeria monocyto-
genes is a foodborne pathogen that causes listeriosis, a relatively rare but poten-
tially fatal gastrointestinal illness. The incidence of listeriosis in the United States 
is about 0.24/100 000 population (Centers for Disease Control, 2017). There is no 
report of Löffler endocarditis combined with Listeria infection.

We present the case of a 43-year-old woman who was admitted to another hos-
pital because of repeated breathlessness. Her laboratory examinations dem-
onstrated the presence of hypereosinophilia. Based on her multimodal imaging 
findings, the final diagnosis of  Löffler endocarditis  was made. During treatment, 
the patient developed a recurrent fever, her blood culture tests suggested liste-
ria infection. We did the anti-infective treatment based on sensitivity tests after 
rehabilitation. 

CASE REPORT

The patient, a 43-year-old female, suffered from heart fatigue, shortness of 
breath, and frequent heart palpitations since April 2020, needing to lie elevated 
by high pillows and edema of both lower extremities. She was admitted to another 
hospital in June 2020. Physical examination: T: 36.4°C, P60 beats/min, R: 21 beats/
min, BP131/71 mm Hg, clear breath sounds in both lungs, no dry and wet rales, nor-
mal heart, regular heart rhythm, no murmurs in each valve area, and mild edema 
of both lower extremities. Auxiliary examination included routine blood tests: 
eosinophil percentage 7.5%, basophil percentage 1.4%, eosinophil absolute value 
0.38 × 109/L, basophil absolute value 0.07 × 109/L. Biochemical tests included total 
bilirubin 368 µmol/L, direct bilirubin 13.7 µmol/L, indirect bilirubin 23.1 µmol/L, 
creatinine 82 µmol/L, estimated glomerular filtration rate 75.75 mL/min/1.73 
m2, uric acid 515 µmol/L, potassium 4.06, trans -trii odoth yroni ne 16 nmol/L, nor-
mal thyroid-stimulating hormone, FT3 (4.33 pmol/L) and FT4 (14.44 pmol/L). 
Swelling marker: serum carbohydrate antigen 125: 53.90 U/mL. Immunoglobulin 
and complement: immunoglobulin G 7.80 g/L, complement 30.7110 g/L, comple-
ment 40.1340 g/L. Immunological examination : no obvious abnormalities were 
observed in T subcells; ANA<1:80, anti-double-stranded DNA, and ENA (nega-
tive) were all negative. L; lupus anticoagulant: screening time 45.10 seconds, diag-
nosis time was 38.50 seconds LA1/LA21 .17; Microbial laboratory tests suggested 
anticardiolipin antibodies (−); ESR(−), procalcitonin 0.09 ng/mL, TBIGRA, G test, 
GM test, EB-DNA CMV-DNA, and TORCH- GM were negative: Schistosoma 
antibody (−), Plasmodium antigen (−); Serum VitB12 concentration determina-
tion (−); Cardiac color Doppler ultrasound + right heart function measurement 
(2020-5-30): Whole- heart enlargement, biventricular apical endocardium thick-
ening, calcified tricuspid regurgitation (severe), mitral regurgitation (mild), dou-
ble decreased ventricular systolic function measurement values, and pericardial 
effusion (minor amount). The patient was initially diagnosed with eosinophilic 
endocarditis (Loeffler Endocarditis). Further cardiac magnetic resonance imaging 
(MRI) examination showed LV 54 mm, LA 40 mm, RA 52 mm, RV 28 mm, VS 9 mm, 
EF 46%. Myocardial perfusion ultrasound examination (June 20th 2020): We slowly 

Fengyou Yao 1#  

Shilan Liu 2#  

Qian Yu 1  

Luyong Huang 1  

Denghong Zhang 2  

Yong Li 1  

Mingjian Lang 1  

Jingjing Hu 3

1Department of Cardiology, Fifth People’s 
Hospital of Chengdu, Chengdu, China
2Department of Respiratory, Fifth 
People’s Hospital of Chengdu, Chengdu, 
China
3Department of Renal Medicine, Fifth 
People’s Hospital of Chengdu, Chengdu, 
China

Corresponding author: 
Jingjing Hu  
 345889568@qq.com

Cite this article as: Yao F, Liu S, Yu Q, 
et al. A case of löffler endocarditis 
complicated with listeria sepsis. 
Anatol J Cardiol. 2022;26(8):665-667.

#Fengyou Yao and Shilan Liu 
contributed equally to this manuscript.

DOI:10.5152/AnatolJCardiol.2022.1342

8

26

https://creativecommons.org/licenses/by-nc/4.0/
https://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0003-1088-069X
http://orcid.org/0000-0001-7644-1652
http://orcid.org/0000-0002-7887-0757
http://orcid.org/0000-0001-5056-315X
http://orcid.org/0000-0002-9342-9978
http://orcid.org/0000-0003-4126-0178
http://orcid.org/0000-0002-2073-1076
http://orcid.org/0000-0003-0530-9405
mailto:345889568@qq.com


Yao et al. Case Report Anatol J Cardiol 2022; 26: 665-667

666

injected Sonovitro solution 3.5 mL through the left elbow 
vein. Angiography showed abnormal shape of the apex of 
both ventricles with filling defect. There was slightly more 
contrast agent filling, and there were many irregular and 
strong echoes inside it. The maximum size of the right ven-
tricle was 23 mm × 16 mm, and the maximum size of the left 
ventricle was 26 mm × 16 mm. There was an acoustic shadow 
behind them. There was nothing detected and no filling 
defect in the remaining heart cavity. Eosinophilic endocar-
ditis with calcification is suggested. Computed tomogra-
phy cardiac 3-dimensional reconstruction and enhanced 
scanning and chest scan showed heart enlargement, right 
atrium enlargement, endocardium calcification, no abnor-
mal pulmonary veins, no signs of thrombosis in the left atrial 
appendage, and no phenotypic abnormalities on bone mar-
row aspiration and biopsy. The patient was treated with 
rivaroxaban for anticoagulation, furosemide diuresis, and 
methylprednisolone 80 mg qd intravenous infusion therapy. 
After the impulse treatment, the symptoms were relieved, 
so the dose was reduced to 20 mg qd and he was discharged. 
After being discharged from the hospital, the patient expe-
rienced repeated chills and high fever and was transferred to 
the local hospital for poor treatment results. He later came 
to our hospital for further treatment. Cardiac color Doppler 
ultrasound after admission showed double ventricular apex 
endocardium thickening and calcification, double atrium 
enlargement, severe tricuspid regurgitation, moderate pul-
monary hypertension, E/A2.4, moderate mitral regurgitation, 
double-ventricle reduced systolic function, EF 0.48%, TAPSE 
10 mm, obvious endocardial mass calcification. Computed 
tomography of the upper abdomen revealed hypodensity 
of the spleen. Enhanced blood culture results suggested 
Listeria infection. Cardiac MRI revealed double-ventricular 
cavity volume shrinkage as well as uneven thickening of the 
left ventricle, the middle segment of the ventricular septum, 
and the apical segment, also involving the right ventricular 
outflow tract, causing its stenosis. The left and right ven-
tricle middle and apical segments of the ventricular wall, the 
middle segment of the ventricular septum, and the apical 
segment of the myocardium had middle myocardial fibrosis. 
For the sepsis caused by Listeria, cefoperazone and sulbac-
tam were given to fight the infections. The drug sensitivity 
test showed that the infections were sensitive to amoxicillin, 
penicillin G, and compound trimethoprim, and the antibiotic 
was adjusted to piperacillin and tazobactam 4.5 g. After 3 
days of intravenous infusion of q8h anti-infective treatment, 
the patient did not have a fever again. After that, sequential 
anti-infection therapy was continued for 1 month, and the 
patient’s symptoms were relieved without fever (Figures 1-3).

DISCUSSION

Eosinophilic endocarditis is a restrictive cardiomyopathy, 
Loeffler’s endocarditis is a cardiac manifestation of eosin-
ophilia syndrome, a rare systemic disease characterized 
by continuous occurrence. Eosinophils cause organ dam-
age. Non-invasive examinations, including echocardiog-
raphy, cardiac MRI, and PET-CT, can provide a strong basis 
for evaluating the heart involvement of LE and other non-
cardiac manifestations of hypereosinophilic syndrome. If 

the results of non-invasive imaging are confusing or uncer-
tain, endocardial biopsy may be considered in patients with 
high clinical suspicion of LE. The appropriate use of invasive 
and non-invasive imaging methods, combined with exist-
ing technology and the clinical characteristics of patients, is 
expected to lead to early diagnosis, more accurate disease 
staging, and timely treatment.1-4 The patient’s echocardio-
gram, contrast-enhanced ultrasound, and cardiac MRI all 
showed signs of eosinophil infective endocarditis, but the 
patient’s left ventricle showed thrombosis and was prone to 
stroke.5 Splenic embolism is contraindicated for endocardial 
myocardial biopsy, so myocardial biopsy was not performed. 
For the treatment of eosinophilic endocarditis, many 
cases have shown the effectiveness of glucocorticoids.6-8 

Figure  1. Left ventricular short-axis view of cardiac MRI: 
endocardial thickening and calcification. MRI, magnetic 
resonance imaging.

Figure  2. Heart MRI four-chamber view: the apex of the 
double ventricle is obviously thickened. MRI, magnetic 
resonance imaging.
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However, the use of glucocorticoids in patients can lead to 
decreased immunity and increase the risk of pathogen infec-
tion. Opportunistic infections. Possible infectious complica-
tions should be considered in patients receiving high-dose 
glucocorticoid therapy.9 L.  monocytogenes is widely dis-
tributed in nature and widely found in animals and plants, 
as well as in sludge, soil, and water environments. Listeria 
monocytogenes is inherently resistant to third-generation 
cephalosporins, fusidic acid, and fosfomycin. Ten strains 
of L. monocytogenes were isolated from food and food-
processing environments. About 10%-80% are resistant 
to biocides and show high resistance to osmotic, dry, hot, 
cold, alkaline, and acidic stress conditions, so it can selec-
tively survive and increase its relative total group number. 
Resistance of L. monocytogenes to ampicillin occurs very 
rarely, maybe in less than 0.1% of isolates. During 2012-2015, 
no drug resistance was detected in 2862 well-characterized 
isolates in China.10 Although only a few patterns have been 
identified, the evolutionary conservation of many metabolic 
functions suggests that these molecules may be targets of 
the innate immune system.11 This patient still had fever after 
using cefoperazone and sulbactam. According to the drug 
susceptibility test, after switching to piperacillin and sulbac-
tam, the symptoms were relieved and the fever did not reap-
pear, which once again shows the antibacterial susceptibility 

properties of Listeria. To understand the characteristics of 
microbial drug susceptibility, it is important to use drugs more 
accurately based on the results of drug susceptibility tests. 

CONCLUSION

Clinically, eosinophilic endocarditis is rare and Listeria sep-
sis is also rare. These 2 diseases have not been reported 
together. This case has far-reaching significance for the 
diagnosis and treatment of such patients.

Informed Consent: Patient informed consent was waived owing to 
the retrospective nature of this case report.

REFERENCES

1. Polito MV, Hagendorff A, Citro R, et al. Loeffler's endocarditis: 
an integrated multimodality approach. J Am Soc Echocardiogr. 
2020;33(12):1427-1441. [CrossRef]

2. Afzal S, Ahmed T, Saleem T, Chan A. Loeffler's endocarditis and 
the diagnostic utility of MultiXmodality imaging. Cureus. 
2020;12(8):e10061. [CrossRef]

3. Ito  S, Isotani  A, Yamaji  K, Ando  K. Follow-up magnetic reso-
nance imaging of Löffler endocarditis: a case report. Eur Heart 
J Case Rep. 2020;4(6):1-7.

4. Gastl M, Behm P, Jacoby C, Kelm M, Bönner F. Multiparametric 
cardiac magnetic resonance imaging (CMR) for the diagnosis of 
Loeffler's endocarditis: a case report. BMC Cardiovasc Disord. 
2017;17(1):74. [CrossRef]

5. Chalayer E, Pelissier A, Tardy B. When hypereosinophilia leads to 
stroke. Eur J Case Rep Intern Med. 2017;4(6):000614. [CrossRef]

6. Koyama T, Yamamoto H, Matsumoto M, Isogai J, Isomura T, Tan-
aka  S. Late-stage Löffler's endocarditis mimicking cardiac 
tumor: A case report. Front Cardiovasc Med. 2020;7:589212. 
[CrossRef]

7. Beedupalli  J, Modi  K. Early-stage Loeffler's endocarditis with 
isolated right ventricular involvement: management, long-
term follow-up, and review of literature. Echocardiography. 
2016;33(9):1422-1427. [CrossRef]

8. Kimura Y, Sasaki K, Inoko M. Successful early steroid and antico-
agulant treatment for Loeffler's endocarditis related to eosino-
philic granulomatosis with polyangiitis. J Cardiol Cases. 
2017;16(4):109-112. [CrossRef]

9. Minderhoud TC, van Meer MPA, van Thiel RJ, Den Hoed CM, van 
Daele PLA, Schurink CAM. Infections during glucocorticoid use. 
Ned Tijdschr Geneeskd. 2018;162.

10. Baquero F, F Lanza VF, Duval M, Coque TM. Ecogenetics of anti-
biotic resistance in Listeria monocytogenes. Mol Microbiol. 
2020;113(3):570-579. [CrossRef]

11. Sauer  JD, Herskovits  AA, O'Riordan  MXD. Metabolism of the 
Gram-positive bacterial pathogen Listeria monocytogenes. 
Microbiol Spectr. 2019;7(4). [CrossRef]

Figure  3. Echocardiogram: thickening and calcification of 
the left ventricle endocardium.
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