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Introduction
Under normal situations the aorta is resistant to infections; infectious aortitis is uncommon 

but potentially be life-threatening. Including trauma, atherosclerotic ulcers, and cystic necrosis of 
the intima can cause infection of the aorta. The infectious state can occur and pass to the aorta 
from blood or surrounding tissues. Including diabetes mellitus, vascular malformations, and 
other invasive catheterization are clinical risk factors [1]. Such as mycotic aneurysm, infectious 
pseudoaneurysms, infected preexisting aneurysms, and infectious aortitis, all these cases are usually 
serious and require further surgical intervention.

Case Presentation
An 84-year-old woman was admitted to our hospital due to intermittent fever for 5 days. 

She had medical history of type 2 diabetes mellitus, hypertensive cardiovascular disease, and old 
cerebrovascular accident with regular outpatient clinic (OPD) follow-up. She had no history of 
traumatic injury. Physical examination revealed her temperature was 38.7°C, and the cardiovascular 
hemodynamics was stable initially. The white cell count was 17,600/µL, C-reactive protein (CRP) level  
was 15 mg/dl, and other blood tests were unremarkable. Chest X-ray demonstrated mild calcification 
of aortic arch. Her blood cultures subsequently all grew Methicillin-Resistant Staphylococcus aureus 
(MRSA). Intravenous antibiotic of vancomycin was administrated. A transthoracic echocardiogram 
(TTE) revealed no obvious vegetation. Around one week after admission, the symptoms of 
shortness of breath were noted. The electrocardiograms (ECG) demonstrated sinus tachycardia, 
a follow-up chest X-ray showed progressive mediastinal widening. Contrast enhanced Computed 
Tomography (CT) scan demonstrated thickening of the wall of descending aorta that measured 0.5 
to 0.8 cm, indicative of aortitis (Figure 1). Finally, the clinical diagnosis of infectious aortitis was 
made. The family signed the do no resuscitation (DNR) due to old age of this patient. Unfortunately, 
she experienced sudden cardiovascular collapse and expired without further intensive surgical 
intervention.

Discussion
We present an educational case of life-threatening infectious aortitis with Methicillin-Resistant 

Staphylococcus Aureus (MRSA) bacteremia in a woman with type 2 diabetes mellitus.

In general, several mechanisms can cause infectious aortitis including: (a) direct bacteremic 
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Abstract
Infectious aortitis can cause life-threatening complications in clinical practice. Here in, we present 
an educational case of Infectious aortitis with Methicillin-Resistant Staphylococcus aureus (MRSA) 
bacteremia in a Woman. The 84-year-old woman was admitted to the hospital due to intermittent 
fever for 5 days. Her temperature was 38.5°C, and chest X-ray demonstrated tortuosity of aorta 
with calcification of aortic arch. Her blood cultures subsequently all grew Methicillin-Resistant 
Staphylococcus aureus (MRSA) during hospitalization. Her echocardiography revealed no 
vegetation, but the symptoms of chest tightness and shortness of breath were noted. A follow-
up contrast enhanced computed tomography (CT) scan demonstrated thickening of the wall of 
descending aorta that measured 0.8 cm, which was indicative of infectious aortitis.
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seeding with intimal injury, (b) septic emboli, (c) continuous 
infection extending to the aorta wall, and (d) traumatic injury, such 
as a penetrating injury [1-4]. The diagnosis of infectious aortitis is 
usually made based on imaging studies and the clinical symptoms 
of infection (fever, associated with chest, abdominal or back pain). 
However, the accurate diagnosis may be delayed and is confirmed 
by the culturing organisms from the blood or surgical specimens. 
Timely surgical intervention should be performed as soon as possible 
when the patients with impending aortic rupture or uncontrolled 
sepsis. CT scan and Magnetic Resonance Imaging (MRI) are helpful 
diagnostic tools and may demonstrate rapid aneurysm development, 

Figure 1: Contrast enhanced CT (coronal view) revealed thickening (*) of 
the wall of descending aorta 

peri-aortic soft-tissue mass and peri-aortic gas (in advanced cases) 
[1-7]. To the best of our knowledge, the management of infectious 
aortitis may still be challenging in clinical practice [ex: the concerning 
type of reconstruction (in situ/extra-anatomic), the type of the graft 
and endovascular methods, or duration of antibiotic administration]. 
Early diagnosis and appropriate treatment including surgical 
management can improve clinical outcomes.
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