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RESUMO

Os autores descrevem o caso de um doente
do sexo masculino, 78 anos, internado por
febre, dor lombar e com sopro sistélico.
Diagnosticada endocardite a estreptococos do
grupo viridans associada a espondilodiscite.
Sao apresentados resultados e imagens dos
exames complementares. Este caso é
comparado com estudos semelhantes na
literatura.
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CASO CLINICO

A.F.P.R.A., sexo masculino, 78 anos,
eraga caucasiana, natural e residente no
Porto, casado, reformado. E enviado pelo Mé-
dico Assistente ao Servigo de Urgéncia por
quadro de febre, astenia, anorexia e emagreci-
mento com trés meses de evolucdo, recente-
mente associados a dor lombar. Sem qualquer
outro dado relevante na anamnese, nomeada-
mente sem viagens recentes ou comportamen-
tos sociais de risco. De antecedentes patolégicos,
a referir apenas cirurgia da aorta abdominal e
colecistectomia, ambas hd 10 anos.

A entrada, o doente apresentava-se vigil,
orientado e colaborante, pele e mucosas desco-
radas, anictérico e aciandtico, com fadiga para
pequenos esforcos. Tensdo arterial = 145/65
mmHg, pulso = 95 bpm, amplo, ritmico, regu-
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Viridans Streptococcus Endocarditis
Associated With Spondylodiscitis

The authors report a case of a 78-year-old
male, admitted to the Hospital with fever,
lumbar pain and a systolic murmur. Viridans
streptococcus endocarditis associated with
spondylodiscitis was diagnosed. Images and
results of the exams are presented. This case
is compared with similar studies in the
literature.
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CASE REPORT

he patient, A.A.F.P.R.A, a 78-year-old

white male, born and resident in Porto,
married and retired, was referred to us by the
duty doctor of the Emergency Department after
admission with fever, asthenia, anorexia and
weight loss over a 3-month period, and re-
cently developed lumbar pain. His medical
history included surgery to the abdominal aorta
and a cholecystectomy, both 10 years pre-
viously, but no other relevant data such as re-
cent travel or high risk social behavior.

On admission, the patient was alert, lucid
and collaborative, with pale skin and mucus
membranes, without jaundice or cyanosis, fati-
gued after slight effort, with blood pressure
145/65 mmHg; his heart rate was 95 bpm, am-

ple, rhythmic, regular and symmetrical; axil-
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lar e simétrico, T.ax = 37,5°C. Eupneico,
5at02:=96 % em ar ambiente. Na auscultacdo
cardiaca, identificou-se sopro holossistélico
grau II/VI, suave, melhor audivel no foco mi-
tral e com irradiacfo axilar, ndo conhecido até
a data. A auscultacio pulmonar era normal.
Além de dor a palpagdo das apdéfises espinho-
sas da regiio lombar, o restante exame objec-
tivo, nomeadamente abdémen, membros, pele e
cavidade bucal, era normal. Nao se palpavam
adenopatias periféricas. O electrocardiograma
(ECG) estava em ritmo sinusal, sem alteracdes
relevantes, telerradiografia de térax dentro da
normalidade. Analiticamente, no hemograma,
destacava-se anemia normocitica e normocré-
mica, trombocitopenia ligeira, velocidade de
hemossedimenta¢do (VHS - 1.* hora) = 113
mm, bioquimica sem altera¢des relevantes.

O doente foi internado no Servigo de Medi-
cina 2 onde foram colhidas duas hemoculturas,
tendo sido isolado, em ambas, estreptococo
a-hemolitico do grupo viridans sensivel a peni-
cilina. Enquanto se aguardava o resultado mi-
crobiolégico, foi realizado ecocardiograma
transtordcico (ETT). Com imagem sugestiva de
vegetagdo, foi entdo realizado eco transesofd-
gico (ETE); este, mostrou vdlvula mitral com
imagem suspeita de pequena vegetacio no
bordo auricular do folheto anterior (Fig 1,
seta), e imagem filamentosa livre na sua extre-
midade distal, muito mével, sugestiva de rup-
tura de corda tendinosa (Fig. 2, seta). Detec-
tada ainda insuficiéncia mitral ligeira a
moderada, hipertrofia ventricular esquerda li-
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lary temperature 37.5 °C; eupneic; O satura-
tion 96 % at room temperature. A previously
undetected soft II/VI pansystolic murmur was
noted during auscultation which was more au-
dible at the mitral focus and with axillary irra-
diation. Pulmonary auscultation was normal.
Apart from pain on palpation of the vertebral
apophyses of the lumbar region, the rest of the
physical examination, including abdomen,
limbs, skin and mouth cavity, was normal. No
peripheral adenopathy was observed. ECG
showed sinus rhythm, without abnormalities,
and the chest X-ray was also normal. Hemo-
gram analysis showed normochromic and nor-
mocytic anemia and slight thrombocytopenia;
erythrocyte sedimentation rate (ESR) was 113
mm/1st hour, and biochemical tests did not
indicate any abnormality.

After the patient was admitted to our de-
partment two blood cultures were performed,
both of which showed alpha-hemolytic penicil-
lin-sensitive Streptococcus of the viridans
group. While awaiting the microbiological re-
sults, a transthoracic echocardiogram (TTE)
was carried out, which showed a vegetation-
like image; this was followed up by a transeso-
phageal echocardiogram which appeared to
show slight vegetation on the mitral valve loca-
ted on the atrial surface of the anterior leaflet
(Fig. 1, arrow) and a free filamentous image at
the distal extremity which was extremely mo-
bile, suggesting rupture of the chordae tendi-
neae (Fig. 2, arrow). In addition, there were
also indications of mild to moderate mitral re-

Fig 1 (seta) ETE com imagem de
vegeta¢do no bordo auricular do
folheto anterior da vélvula mitral.
AE - aurfcula esquerda

VE - ventriculo esquerdo

Fig. I (arrow) TTE with vegeta-
tion located on the atrial surface
of the anterior leaflet of the mitral
valve.

AE — left atrium

VE — left ventricle




Fig 2 (seta) ETE com imagem su-
gestiva de ruptura de corda tendi-
nosa.

AE - aurfcula esquerda

VE - ventriculo esquerdo

Fig. 2 (arrow) TTE suggestive of
chordae tendineae rupture.

AE - left atrium

VE - left ventricle

geira, dilatacio ligeira da auricula esquerda
(AE) com boa funcio global do ventriculo es-
querdo (VE).

Pelas queixas osteoarticulares apresenta-
das, foram realizadas radiografia simples e to-
mografia axial computorizada (TAC) da coluna
lombar, que mostraram achatamento de corpos
vertebrais de D12 a 1.2, com erosdo das plata-
formas vertebrais. Para melhor esclarecimento
imagioldgico, foi realizada ressonincia magné-
tica nuclear (RMN) que foi sugestiva de pro-
cesso infeccioso activo compativel com espon-
dilodiscite, interessando os niveis L1-1.2.

O doente cumpriu tratamento endo-venoso
com ceftriaxone 2 g/dia durante cinco sema-
nas. Assistiu-se a melhoria das queixas sisté-
micas em oito dias, com concomitante esterili-
zaglo das hemoculturas. O ETT de controlo as
quatro semanas, foi contudo sobreponivel ao
inicial: manteve insuficiéncia mitral ligeira
com boa fun¢do biventricular, sem complica-
¢oes. Analiticamente, verificou-se normaliza-
¢dio do valor de VHS (18 mm) e subida dos va-
lores da hemoglobina.

Apés a terapéutica endovenosa, o doente
teve alta medicado com antibioterapia oral du-
rante quatro semanas (amoxacilina 500 mg -
8/8h); a TAC de controlo as cinco semanas
ap6s o infcio do quadro, mostrou resolugdo
parcial dos achados iniciais, sem agravamento
do processo infeccioso.

DISCUSSAO

A endocardite infecciosa, (EI), é uma
doenga relativamente incomum, mas potencial-

gurgitation, mild left ventricular hypertrophy
and mild dilatation of the left atrium, while
global left ventricular function was good.

Due to the patient’s lumbar pain, both regu-
lar X-ray and computerized tomography (CT)
scan of the lumbar region were carried out,
which indicated flattening of the D12 and L2
vertebrae with erosion of the vertebral bodies.
On recourse to magnetic resonance imaging to
clarify these results, an active infection, com-
patible with spondylodiscitis at L.1-1.2, was re-
vealed.

The patient underwent antibacterial treat-
ment with intravenous ceftriaxone, 2g/day, for
five weeks. After eight days, improvement was
noted with regard to the systemic complaints
and blood culture proved to be sterile. How-
ever, a control TTE at 4 weeks was similar to
that carried out on admission, continuing to
show mild mitral regurgitation with good bi-
ventricular function, without complications.
Lab tests showed normalization of ESR (18
mm) and a rise in hemoglobin.

On completing the intravenous treatment,
the patient was discharged and underwent an-
tibiotic therapy for a further four weeks (500
mg amoxicillin 3 times a day); a control CT
scan five weeks after beginning treatment
showed partial resolution of the initial flatten-
ing, without any worsening of the infectious
process.

DISCUSSION

Infectious endocarditis (IE) is a potentially
fatal, but relatively rare, disease with an overall

725



726

mente letal, com uma mortalidade global entre
20-25% *". O evento terminal, resulta prima-
riamente de acidentes embdlicos cerebrais e
deteriora¢do hemodindmical. Muitos sfo os
agentes envolvidos na patogénese da doenca,
com as espécies de estreptococos como de en-
tre as mais frequentemente identificadas, espe-
cialmente em vélvulas nativasl. A embolizacdo
sistémica, é uma complicacgfio frequente da en-
docardite infecciosa e envolve, com mais fre-
quéncia o bacgo, o rim, o figado, e as artérias
ilfacas ou mesentéricas. Até 65% dos eventos
embdlicos envolvem o Sistema Nervoso Cen-
tral, com complica¢des neurolégicas em 20-
-40 % -2,

A ocorréncia de queixas reuméticas na El,
tem sido documentada em varios estudos, com
prevaléncias que variam entre 25 e 44 % ®. No
entanto, a espondilodiscite é raramente obser-
vada e encontra-se documentada, na maioria
das vezes, em case reports®. A clinica descrita
neste caso, é bastante sobreponivel ao encon-
trado em estudos de revisdo, nomeadamente a
idade (>55 anos) e o sexo (predominio mascu-
lino), sendo os sintomas apresentados, também
similares aos disponiveis na literatura: dor lo-
calizada antecede o diagnéstico de EI em v4-
rios dias, e a regido lombar é a mais vezes aco-
metida.

A associacdo de espondilodiscite com endo-
cardite, se bem que descrita pela primeira vez
em 1965, apresenta uma frequéncia contraditéria
na literatura, estimando-se entre 0,6 e 15 % **.
Mas a aparente raridade de espondilodiscite
associada a El, contrasta com a alta frequencia
de dor vertebral em doentes com EI; na maio-
ria de estudos, a dor esteve presente em 43 %
dos doentes, sugerindo-se microémbolos bacte-
rianos ou disfun¢do imunolégica, como causas
das queixas ®?. Um estudo retrospectivo envol-
vendo 92 doentes com El estabelecida pelos
critérios de Duke, avaliou as caracterfsticas
daquela doencga quando associada a espondilo-
discite; identificaram-se 14 doentes (15 %)
com espondilodiscite. Excepto no que con-
cerne & duracgfo do tratamento e hospitaliza-
¢do, ndo foram encontradas diferencas signifi-
cativas entre a El isolada e a associada a
espondilodiscite, relativamente a varidveis
como idade, sexo, caracteristicas clinicas ou
laboratoriais, e evolucdo da doenga®. Parece,
no entanto, ser mais frequente a necessidade
de substitui¢do valvular no grupo associado a
espondilodiscite; é que dentro dos factores de
prognéstico, sdo as complicagdes ou co-morbi-

mortality rate of 20-25% **¥. The terminal
event is normally the result of cerebral embo-
lism and hemodynamic deterioration ™. Various
agents may be involved in the pathogenesis of
the disease; species of Streptococcus are
among the most frequently identified, espe-
cially in native valves®. Systemic embolization
is a common complication associated with in-
fectious endocarditis and most frequently in-
volves the spleen, kidney, liver and the iliac or
mesenteric arteries. Up to 65 % of embolic
events involve the central nervous system, with
neurological complications in 20-40 % 2.

Rheumatic complaints in IE have been do-
cumented in various studies with a prevalence
ranging from 25 to 44 % ®. However, spondylo-
discitis has only rarely been observed and is
documented mainly in case reports ®. The cli-
nical features described in this case are gene-
rally similar to those in literature reviews with
respect to age (>50 years) and gender (predo-
minantly male), as are the symptoms presen-
ted, with localized pain preceding the diagno-
sis of IE by some days and the infection most
often affecting the lumbar region.

The association between infective endocar-
ditis and spondylodiscitis, described for the
first time in 1965, is ascribed widely varying
frequencies in the literature, estimates ranging
between 0.6 and 15 % ®*. But the apparent ra-
rity of the association between spondylodiscitis
and 1E contrast with the high frequency of
back pain in IE patients; in the majority of
studies the pain was present in 43 % of pa-
tients, with bacterial microembolisms or immu-
nological dysfunction being suggested as the
cause of the complaints ®?. A retrospective
study involving 92 patients with IE, as esta-
blished by the Duke criteria, assessed the cha-
racteristics of the disease when associated with
spondylodiscitis, which was identified in 14
patients (159%). Apart from the duration of
treatment and of hospitalization, no differences
in variables such as age, gender, clinical featu-
res, laboratory tests, or evolution of disease
were found between isolated 1E and IE asso-
ciated with spondylodiscitis ®. It would appear,
how-ever, that the need for cardiac valve repla-
cement is more frequent in IE patients with
spondylodiscitis; prognostic factors include
complications or associated comorbidity (heart
failure, neurological events, kidney failure or
severe HIV-related immunosuppression), peri-
valvular infection or myocardial abscess, and
the intrinsic virulence of the agent itself, all of




lidade associadas (insuficiéncia cardiaca,
eventos neurolégicos, insuficiéncia renal, ou
imunossupressio severa a HIV), desenvolvi-
mento de infec¢do perivalvular ou abcesso
miocardico, bem como a viruléncia intrinseca
do agente, que, de forma decisiva, determinam
a morbi-mortalidade e os indices de recidiva.
Para o estreptococos do grupo viridans, agente
em questdo, a mortalidade estima-se entre
4-16 %, com taxas de recidiva apds dois meses
de tratamento com penicilina em védlvula na-
tiva, geralmente inferior a 2% . Importa dizer,
que na maioria dos casos similares apresenta-
dos, havia transtorno valvular prévio predispo-
nente a El; no caso clinico apresentado, ndo
existe alteragdo valvular major documentada,
pelo menos, em ETT realizado a pedido do
Médico Assistente meses antes deste interna-
mento. Em relagfio ao agente isolado, esse es-
tudo refere os estreptococos do grupo viridans
apenas como os terceiros mais frequentes, res-
ponsdveis por trés dos 14 casos, onde os es-
treptococos do grupo D e os estafilococos coa-
gulase negativo foram os agentes mais vezes
isolados; importa dizer, que pelo limitado ni-
mero de amostras, aqueles resultados ndo fo-
ram considerados significativos.

A pesquisa da literatura demonstra mesmo
ndo ser o estreptococo do grupo viridans o
agente mais vezes implicado na espondilodis-
cite isolada. Embora os estreptococos se en-
contrem a seguir aos estafilicocos e aos Gram
negativos como os agentes mais frequente-
mente isolados, os o-hemoliticos sdo rara-
mente implicados ®?. Weber et al., num artigo
que relata um caso e revisdo da literatura com
1368 doentes, mostra os estreptococos viridans
como identificados em apenas 0,2 % dos casos
de espondilodiscite isolada®. O estudo imagio-
légico realizado neste doente, vai ao encontro
do relatado na literatura®®. A TAC e a RMN
sfio importantes no apoio diagnéstico mais pre-
coce, especialmente na avaliacdo da extensdo
da infecco e no diagndstico de abcesso para-
vertebral. A TAC pode revelar lesdes Gsseas
precocemente, enquanto a RMN tem uma sen-
sibilidade diagnéstica de 96 % ©. Sdo estes os
métodos aconselhados para o seguimento am-
bulatério das complicagdes vertebrais *-2.

CONCLUSOES

A patogénese da espondilodiscite a estrep-
tococos do grupo viridans é ainda um assunto
controverso. Ndo sendo a espondilodiscite uma

which can decisively influence morbidity, mor-
tality and recurrence rates. Mortality for strep-
tococci of the viridans group is estimated at
between 4 and 16 %, with recurrence rates ge-
nerally less than 2% after 2 months of treat-
ment with penicillin in native valves V. Al-
though in most similar recorded cases there
had been previous valve incidents predispo-
sing to IE, in this case there were no major do-
cumented valve abnormalities, even though the
patient’s doctor had requested a TTE some
months prior to hospitalization. With regard to
the agent isolated, it should be mentioned that
although the above study cites viridans strepto-
coccus as the third most frequent cause of
spondylodiscitis after group D streptococcus
and coagulase-negative staphylococcus, res-
ponsible for 3 of the 14 cases, given the small
size of the sample, the results were not consi-
dered significant.

Reviewing the literature shows that viridans
streptococcus is not the agent most frequently
implicated in isolated spondylodiscitis. Al-
though streptococci are generally listed after
staphylococci and gram-negative bacteria as
being those most frequently isolated, alpha-
hemolytic agents are rarely implicated *?. Weber
et al., in an article which includes three cases
and a literature review of 1368 cases, report
viridans streptococcus as being identified
in only 0.2 % of cases of isolated spondylodisci-
tis ®. The imaging studies of our patient tend
to correspond to those in the literature . CT
scanning and magnetic resonance imaging are
important in arriving at an early diagnosis, es-
pecially in assessing the extent of the infection
and paravertebral abscess diagnosis. As CT
scanning can reveal bone lesions at an early
stage and MRI provides diagnostic sensitivity
of 96 % ©, these are the methods recommended
for outpatient follow-up of vertebral complica-
tions *?-

CONCLUSIONS

The pathogenesis of spondylodiscitis asso-
ciated with the viridans streptococcus group is
still not clearly established. As spondylodisci-
tis is not a common IE complication, there are
widely differing values in the literature for the
frequency with which the agent has been isola-
ted in this context ®. According to some au-
thors, a sign distinguishing between 1E with
spondylodiscitis and isolated spondylodiscitis
could be the agent isolated: a predominance of
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complicagdo comum da El, a frequéncia do
isolamento daquele agente neste contexto tem
encontrado valores discordantes na literatura ®.
Segundo alguns autores, um sinal discrimina-
tivo entre EI com espondilodiscite versus es-
pondilodiscite isolada, pode ser o agente iso-
lado: um predominio de S. viridans e de outros
tipos de estreptococos .

Isto leva a que em todos os casos de espon-
dilodiscite com isolamento destes agentes,
seja racional a procura de fonte endocdrdica
para o processo infeccioso.
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ANDRE MIGUEL COIMBRA LUZ
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Hospital Geral de Santo Anténio
Largo Prof. Abel Salazar
4020-001 PORTO, PORTUGAL
Telef. 222 057 584

E-mail: andrecoimbraluz@hotmail.com

viridans streptococcus and other types of strep-
tococcus 7.

This would lead us to conclude that in all
cases of spondylodiscitis where these agents
are isolated, it would be appropriate to seek a
endocardial source of the infection.
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