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In conclusion, we should like to highlight  that , in 

pat ients with instabilit y when t rying to remain standing, 

we should suspect  that  orthostat ic t remor may be 

involved, and an innocuous elect romyographic study 

may lead us to confi rm or rule out  this diagnosis.
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Infectious endocarditis, cerebral 
haemorrhage and liver cirrhosis

Endocarditis infecciosa, hemorragia cerebral 
y cirrosis hepática

Sir,

We present  the case of a 77-year old female with 

diabetes, hypertension and chronic hepat it is C virus-

related liver disease who consulted at  the Emergency 

Room for fever over the previous two days with 

subsequent  appearance of confusion and a 39.2°C fever. 

The computed tomography scan of the brain revealed 

the presence of mult iple haemorrhagic areas (sub-

arachnoid, supra- and infra-tentorial regions) (fi g. 1A). 

Given the rapid progression of the pat ient  to sept ic 

shock, she was admit ted to the Intensive Care Unit .  The 

t rans-thoracic and, in part icular, the t rans-oesophageal 

echocardiogram revealed the existence of a large, 

mobile growth on the aort ic valve, measuring 15 x 15 x 

18 mm (fi g. 1B [arrow]); in addit ion, she presented a 

perforat ion of the aort ic valve and aort ic valve failure, 

as well as an abscess surrounding the valve (fi g. 1C 

[arrowhead]). Three blood cultures and the culture of 

the cerebrospinal fl uid were posit ive for St aphylococcus 

aureus.  The pat ient  presented mult i-organ failure and, 

despite intensive management , passed away 48 hours 

later.

The autopsy confi rmed the existence of aort ic endocardit is 

complicated by a perforat ion of the valve, sub-valvular 

myocardial abscess, and mult i-systemic septic embolism: 

there were myocardial microabscesses and purulent, 

bilateral, sub-arachnoid, parenchymatous haemorrhage (in 

the encephalon, cerebellum, and brain stem), encephalic 

and renal microabscesses, and mult i-lobular haemorrhagic 

pneumonia; cirrhosis of the liver was seen.

The pathogenesis of infect ious endocardit is (IE) has 

changed in the last  few decades, often affect ing pat ients 

without  any cause or any of the classical predisposing 

cardiopathies,1 and with an increase in the number of 

cases due to more virulent  micro-organisms such as 

St aphylococcus aureus. These often give rise to severe 

infect ion with valve dest ruct ion and are highly 

emboligenic, leading to the disseminat ion of the 

infect ion, mult iple organ failure and death. In cont rast , 

chronic liver disease, cirrhosis in part icular, signifi cant ly 

increases suscept ibilit y to bacterial infect ions and their 

related mortalit y; however, the associat ion of IE and 

cirrhosis is uncommon and rarely reported.2-5

Neurological complicat ions appear in between 20% and 

40% of cases of IE, somet imes being the fi rst  manifestat ion 

of the illness. Of all these, brain haemorrhage is unusual 

(3% to 5% of all cases of IE), although it  involves the 

highest  mortality (80-90% of cases);6,7 rupture of mycot ic 

aneurysms, sept ic cerebral vasculit is, and ischaemic 

infarct ion causing bleeding tend to be the mechanisms 

involved in their appearance.
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Figure 1 A: Computed tomography and microscopic encephalic slices revealing mult iple haemorrhagic areas (supra- and infra-

tentorial regions). B: Large growth on the left  coronary aort ic sigmoid (arrow), complicated by the presence of perivalvular abscess 

(arrowhead) and valvular perforat ion. Trans-oesophageal echocardiogram: the longitudinal image of the aort ic root  at  the level of 

the valvular plane reveals the aort ic growth prot ruding into the outfl ow t ract  of the left  vent ricle in diastole. C: Necroscopic 

image: longitudinal opening of the aort ic root  at  the level of the valvular plane showing these same fi ndings.

Aphasia secondary to left cerebellar 
infarction

Afasia secundaria a infarto cerebeloso 
izquierdo

Sir,

The cerebellum is current ly considered to modulate 
several dif ferent  cognit ive processes, including 
language.1 Several cases of severe dysarthria grave, 

agrammat ism or mut ism secondary to acute cerebellar 
inj uries. Aphasia secondary to cerebellar inj uries has 
been known as crossed cerebral-cerebellar diaschisis, 
because it  has been at t ributed to the infl uence exerted 
by the right  cerebellum on the cont ralateral prefrontal 
cort ical areas by means of the cerebello-pont ine 
thalamo-cort ical pathways.2-4 However, there are scant  
references to language disorders owing to inj uries of the 
left  cerebellar hemisphere.5

In the present  art icle, we report  the case of a pat ient  
who presented acute aphasia after suffering a left  
cerebellar infarct ion, and who developed cognit ive 


