Stroke related to staphylococcus endocarditis with no valves signs in transthoracic
echocardiography a case report.
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Introduction

Infective endocarditis Is a disease associated with considerable
morbidity and mortality. Neurological sequelae of Dbacterial
endocarditis are most often due to septic embolization producing
Ischemia and/or suppuration, resulting in infarction, haemorrhage,
meningoencephalitis, or abscess. Any organism capable of

producing bacterial endocarditis may secondarily infect the central
nervous system via haematogenous spread. Staphylococcus
aureus and streptococci, which cause 90% of all cases of
bacterial endocarditis, are the most common organisms
associated with central nervous system complications (1-2).
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Case Report e —
A 54 year-old male patient was admitted to Stroke Unit of Sant'‘Andrea R
Hospital of Rome with sudden onset of motor aphasia, right upper limb - pamm e s
weakness. He presented high grade fever, preceded by 5-day history of e
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severe back pain with no response to non-steroidal anti inflammatory drugs e e e e
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the hypothesis of possible infection on clinical signs and severity of patient. patients with suspeced IE. aven
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In the light of a suspected systemic infection, a Transoesophageal quakty TTE examination and

Tl B T e D g et B Lo = T Dy [

. : : : : = e
Clinical History and physical examination e
e 2 preieposig b, o, o
« The patient had no history of heart disease and did not use intravenous " o st sk, s pmorary s o [y )
drugs. He did not undergo any dental or surgical treatment in the . Imimckegrd shencmens:gomensonsghts Qe s mdes. Rt
previous six months. 2 mar crferon = ot v or —armlogicnl avdencs o S
* Physical examination revealed scratching-induced skin lesions on legs ot oot e P — P o —
surface, since he had a history of chronic pruritus. A b s oo . Gt b, Sl
* In addition, he complained of pain at the elbows that were red, swollen iy -y iy Y
and warm, but neither Janeway lesions nor Osler nodes were found. P — prwnry pyewr I
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Cerebral CT, performed on first day of hospitalization, did not show acute D IE and o negatiee or ! m
ischemic lesions. Brain MRI, performed on the second day of S ——————— o
hospitalization, demonstrated multiple acute ischemic areas. Spine MRI e o e o . o
showed spondilodyscitis at T7-T8 and L1-L2 level. T S A IrasrdRe devies = 2
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Transthoracic echocardiography (TTE) was negative. Blood samples were of oty regutve coaerarnton R E
collected to obtain microbiological cultures for common bacteria. Despite no | e b :
clear evidence of systemic infection, antibiotic therapy was started with the sy sy s el i ia S
consensus of the rheumatologists and infectious disease specialists, basing B, 2

echocardiogram (TOE) was performed: ultrasound images showed mild -
aortic regurgitation due to two valve vegetations. Moreover, a Total Body CT
scan showed pulmonary embolism in the inferior lobe of the left lung and

Conclusions

multiple splenic, hepatic and renal infarctions. « Endocarditis must always be suspected in patients with
fever and multiple embolic lesions; antibiotic treatment
Staphylococcus aureus was isolated from blood samples 7 days after must be started as soon as possible. | |
sample collection. A negative pattern of TTE doesn’t exclude the infection,
the use of transesophageal echocardiography seems to
Widal-Wright serodiagnosis and tubercolin skin test were negative; HIV represent the gold standard for diagnosis. A

test was negative and no other causes of immunodeficiency were detected. multidisciplinary team approach should be preferred in
decision-making process in complex clinical cases.
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