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Abstract 

Infective endocarditis is associated with a high risk of complications such as cerebral emboli, splenic infarction, and rheumatic 
manifestations (spondylodiscitis, arthritis). The prevalence of rheumatic complications ranges from 25% to 44% and are often 
predating the diagnosis of infective endocarditis. However, spondylodiscitis remains a rarely observed complication. The goal 
of this article is to shed a light on this rare complication through two cases of infective endocarditis revealed by a spondylodis-
citis. We reported two cases of a 75-year-old male and 50-year-old male both with Streptococcus Bovis infective endocarditis.

Introduction
Infective Endocarditis (IE) refers to a microbial infection of 
native heart valve, prosthetic valve, or the endocardium, it of-
ten occurs in patients with cardiac structural abnormalities but 
also in normal structural hearts. IE is associated with a high 
risk of complications such as cerebral emboli, splenic infarc-
tion, and rheumatic manifestations (spondylodiscitis, arthritis). 
The prevalence of rheumatic complications ranges from 25% 
to 44% and are often predating the diagnosis of IE. However, 
spondylodiscitis remains a rarely observed complication. The 
goal of this article is to shed a light on this rare complication 
by presenting two cases of IE revealed by a spondylodiscitis.

Case Report
Case n°1: 
We report the case of a 75-year-old male with no history of 
cardiovascular disease who presented 15 days prior to his ad-
mission, back pain, fever, and night sweats, he was put under 
pain relief treatment without improvement. One week later, he 
presented balance disorders, diplopia, and dysarthria. The pa-
tient was first admitted in infectious diseases department the 
transferred to the cardiology department. On examination the 
patient had murmur in the mitral valve, obliterative arterial dis-
ease of the lower limbs and a malleolar ulceration. A Transtho-
racic Echocardiography (TTE) and a Transesophageal Echo-
cardiography (TOE) were performed and revealed vegetations 
on the mitral valve (Figure 1). Two blood cultures grew up 
Streptococcus Bovis. The diagnosis of infective endocarditis 

was made, and the patient underwent a full work-up to search 
for complications. Cerebral Computed Tomography (CT) 
showed a right acute cerebellar infarct, lumbar spine and ab-
dominal CT revealed findings consistent with spondylodiscitis 
(Figure 2), renal infarction, and aneurysm of the subrenal aorta 
(Figure 3). He was treated successfully with ciprofloxacin and 
gentamycin for 6 weeks without sequelae and was discharged.

Figure1: TOE showing a vegetation on the mitral valve (Red 
arrow).
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Figure 2: CT-scan revealing a lumbar spondylodiscitis.

Figure 3: Abdominal CT showing aneurysme of the subrenal 
Aorta(red arrow).
Case n°2:
A 50-year-old white man developed 3 months before his ad-
mission lower back pain, a lumbar spine CT was performed 
and showed herniated disc. The patient was given pain reliefer 
but without improvement. Six weeks later, he presented fe-
ver, chills, weight loss and worsening of his back pain despite 
symptomatic treatment. He underwent an MRI of the lumbar 
spine that revealed a spondylodiscitis of the L2-L3 and L5-S1 
vertebrae. The needle aspiration of the spinal site came up pos-
itive to non-groupable streptococcus. The patient was first ad-
mitted in rheumatology Clinique and was put under empirical 
antibiotic treatment without improvement. Clinical examina-
tion showed a diastolic murmur in the aortic valve and purpura. 
Blood culture grew out S.Bovis, TTE and TOE displayed two 
vegetations (Figure 4) of the aortic valve and moderate aortic 
regurgitation. A clinical diagnosis of IE was made, and an ab-
dominal CT showed renal and splenic infraction (Figure 5). 
The patient, who was allergic to penicillin, received 6 weeks 
of intravenous antibiotic therapy: Teicoplanin at a dose of 600 
mg daily and Gentamicin at a dose of 160 mg daily with good 
outcome.

Discussion
IE can mimic a variety of manifestations: neurologic, system-
ic, and rheumatic. The frequency of rheumatic manifestations 
(RM) ranges from 19 to 44% [1-3], they are not specific of 
EI and are particularly hard to diagnose. Moreover, they of-

Figure 4: TOE showing two aortic vegetations.

Figure 5: Abdominal CT showing splenic infarction (Red ar-
row).

ten precede the diagnosis of EI; patients often present first to 
a rheumatology clinic; causing a delay up to 4 weeks in the 
diagnosis. 
In the recent years, many studies have emphasized the preva-
lence of these manifestations in patients with IE [4-7]. The RM 
can be symmetric polyarthritis, arthralgia, myalgia, osteitis, 
or spondylodiscitis; [2,8]. The incidence of spondylodiscitis 
as a complication of endocarditis varies widely, ranging from 
0,02% to up to 16% [5,9], those numbers show that spondylo-
discitis remain rare and has only been described as case reports 
in the past few years. Ninet et al [10] found the prevalence of 
spondylodiscitis in patients with IE to be 5,9% and Thomas 
et al. [11] reported a prevalence of 3,7% among 108 with IE. 
The rarity of this association contrasts with frequency of back 
pain as a clinical finding in patient with IE. In many studies 
on IE back pain was reported in up to 43% of patients [12]. In 
our case report the two patients had backpain as main clini-
cal manifestation like the results shown in most of the studies. 
However, in their study Myers and al found that all the patients 
presenting with back pain had kidney manifestations related 
to endocarditis (muscular abscess, renal infarction discovered 
post-mortem).
As concerning the pathophysiology of this complication many 
mechanisms have been suggested, such as bacterial emboli, 
immune dysfunction [2,4] or hematogenous dissemination.
Gender in published reports was predominantly masculine and 
age was mainly above 55 years [10,13,14], our patients were 
male and age respectively 50 and 60. A large variety of bacteria 
are found in cases of IE associated with spondylodiscitis. How-
ever, in most studies as in our described cases, group D strepto-
coccus is the most frequent causative agent [10,15]. There have 
also been reported cases of IE caused by coagulase negative 
staphylococci especially in patient with pacemaker [4]. In a 
study published by Churchill and al. about bacteria found in 
patients with endocarditis and RM; streptococcus was first in 
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