findings: blood cultures positive for group D streptococcus. ECHO showed mobile
vegetations on the AV (20 mm), grade Il aortic regurgitation, EF 57%. Laboratory: Hb 90 g/1,
erythrocytes 2.7 x 10*%/L, leukocytes 14 x 10° /L, ESR 68 mm/h, urea 10 mmol/L, creatinine
146 pmol/L, RF negative, CRP 61 U/L. Urinalysis revealed leukocyturia, hematuria, and
hyaline casts. The patient received three antimicrobial drugs at maximum doses, antifungals,
low molecular weight anticoagulants.

Conclusion(s). Streptococcal infective endocarditis (caused by Streptococcus gallolyticus,
viridans, f-hemolytic streptococci) may progress with septic nephritis, worsening the disease
prognosis, particularly in elderly patients. Adequate infection treatment is crucial to
minimizing the risk of renal impairment.

Keywords: infective endocarditis, septic nephritis, renal involvement.
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Introduction. Aortic stenosis (AS) is a valvular condition that obstructs left ventricular
outflow, commonly seen in the elderly and associated with increased morbidity and
mortality. Echocardiography remains the standard for early diagnosis, severity assessment,
monitoring, and guiding therapeutic management.

Aim of the study. Review of the literature on essential echocardiographic features for the
diagnosis and staging of aortic stenosis, as well as the predictive value of parameters in
therapeutic decision-making.

Materials and methods. A narrative synthesis of relevant scientific articles from the past
five years was performed, using databases such as PubMed, HINARI, Scopus, and SAGE. The
following main echocardiographic parameters essential for diagnosis were evaluated: aortic
valve area (AVA), peak transvalvular jet velocity (Vmax), and mean pressure gradient.
Results. Research noted that mild stenosis is defined by an AVA >1.5 cm? and Vmax <3 m/s,
moderate stenosis is characterized by an AVA between 1.0-1.5 cm? and Vmax 3-4 m/s,
severe stenosis by an AVA <1.0 cm? Vmax >4 m/s, and a mean gradient 240 mmHg. In
special forms such as low-flow, low-gradient AS, the AVA is <1.0 cm? but with a gradient <40
mmHg, observed in patients with reduced ejection fraction. In these cases, complementary
methods like dobutamine stress echocardiography, a functional test for contractility
assessment or CT calcium scoring, are necessary to differentiate severe from moderate
forms and to guide clinical decisions.

Conclusion(s). Echocardiography enables the early diagnosis of aortic stenosis through the
evaluation of AVA, Vmax, and mean gradient, thus facilitating the identification of severe or
atypical forms, guiding therapeutic approaches, and supporting decisions regarding the
optimal timing of interventional treatment.
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Background. Infective endocarditis (IE) with negative blood cultures (BC) remains a severe
pathology, with a high risk of mortality, caused by the progression of heart failure, embolic
and neurological complications. Empirical antibacterial treatment of these patients has a
longer duration and adverse effects.

Objective(s).: Study of the evolution of infective endocarditis with negative blood cultures
and clinical case presentation of a patient with infective endocarditis with empirical
antibacterial treatment.

Materials and methods. 38-year-old woman, with IE and negative BC, admitted to the
Cardiology Department of the CMH ,Holy Trinity”. Anamnesis: fever, chills for 2 months,
antimicrobial treatment. Clinically and paraclinically evaluated by: ECOCG, 3 sets of blood
cultures, serological tests, clinical and biochemical analyses, interdisciplinary consultation.

Results. Clinical: fever 39-40°C, chills, sweating, palpitations, fatigue.

Objective(s).: pallor of the skin, Janeway lesions. Rhythmic heart sounds, FCC 110 b/min,
systolic murmur at the apex, BP 120/70 mmHg. Laboratory: BC from 3 cultures - negative.
ECHO: 15mm vegetations on the MV, rupture of the anterior MV chord, MV regurgitation gr.
I1I, EF 54%; Hb 92 g/], erythrocytes: 2.9 x10”12, leukocytes: 14x1079, ESR 48 mm/hour; RF
48 U/1; CRP 96 U/l; ALT 58 mmol/l. Abdominal USG: hepatomegaly. Combined treatment
with 3 regimens of antimicrobial drugs in maximum doses, antifungals, diuretics, cardiac
glycosides, surgical intervention.

Conclusion(s). Patients with infective endocarditis present negative blood cultures in the
event of antibacterial treatment prior to blood culture collection or specific microbial
trigger, which worsens the course of the disease, requires empirical antibacterial regimens
and surgical eradication of the infection.

Keywords: infective endocarditis, empirical antibiotherapy, hemoculture.
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Introduction. Left ventricular free wall rupture is a mechanical complication that can occur
on the 5th-14th day post-AMI with an incidence of 2-4% and a mortality of 20%. The most
common rupture is the posterior inferolateral free wall (43%), the lateral wall 28%) and the
apical wall (24%).

Purpose of the paper: Presentation of the clinical case of a patient with typical symptoms
of acute myocardial infarction with the ECG pattern of LV aneurysm.

Materials and methods. 73-year-old non-smoker man, with no history of documented
cardiovascular pathologies, with type 2 diabetes mellitus with oral antidiabetic treatment.
Typical anginal pains began a week ago, but he did not consult a doctor because they had
decreased in intensity. The condition worsened for one day with the reappearance of anginal
syndrome: prolonged precordial pains with a constricting character, dyspnea and marked
physical asthenia.

Investigations: electrocardiogram, echocardiography, Angio CT, Troponin-T.

Results. ECG: sinus rhythm, FCC 100 c/min, horizontal AEC, QS and residual ST segment
elevation in leads V1-Vs. Echocardiography: Apical SIV endocardial dissection and LV apex
with myocardial thinning up to 4 mm with rupture and hematoma formation in the
pericardium at the apex, moderate pericardial effusion, AngioCT: LAD II and LAD III
occlusion, severe stenoses on RCA I-II, aCX, IR. Pericardial hematoma in the apex projection.
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