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Atypical presentation of cardiac device-related

infectious endocarditis and complicated follow-up
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Infectious endocarditis (IE) is a potentially fa-
tal disease that is difficult to diagnose. Patients
often present with unspecific signs and symp-
toms, which delays diagnosis and proper treat-
ment. The incidence of IE in patients with car-
diac implantable electronic devices is estimated
at 1% to 2%." Cardiac device-related infections
vary from pocket infection and lead-dependent
IE (LDIE) to sepsis.

A 51-year-old man presented to the Depart-
ment of Neurology with recurrent lower back
pain, which started suddenly 2 months earli-
er, and a considerable weight loss and conflu-
ent sweats during 6 months prior to admission.
Magnetic resonance imaging (MRI) of the lum-
bar spine showed inflammation of L4/L5 inter-
vertebral disc and L4 and L5 vertebral bodies
(FIGURE 1A), and chest X-ray demonstrated bilateral

FIGURE 1
vertebral bodies (arrow); B — transthoracic echocardiography: vegetations on right ventricular/high voltage (RV/HV) and
atrial leads (arrows)
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pneumonia. His medical history included pre-
vious inferior wall myocardial infarction treat-
ed with coronary artery bypass grafting, dual
chamber implantable cardioverter-defibrillator
(ICD) implanted as secondary prophylaxis, arte-
rial hypertension, and type 2 diabetes. Empiri-
cal antibiotic treatment was employed (ceftriax-
one, rifampicin, and vancomycin). Echocardiog-
raphy performed during hospitalization suggest-
ed vegetations on the tricuspid valve. The patient
was transferred to the Department of Cardiolo-
gy with suspicion of LDIE.

On admission, he had no fever, inflammato-
ry parameters were as follows: C-reactive pro-
tein, 10.30 mg/1 (mild elevation); procalcitonin,
0.06 ng/ml (within normal limits). The suspicion
of LDIE was confirmed using transthoracic echo-
cardiography, which demonstrated vegetations on

A — magnetic resonance image of the spine: inflammatory lesions of the intervertebral disc and L4/L5



FIGURE 1

C — transthoracic
echocardiography:
unusual mitral
regurgitation jet and
lesion resembling empty
mitral leaflet abscess
(arrows); D —
transthoracic
echocardiography:
suspicious lesion on

the aortic leaflet (arrow);
E — transesophageal
echocardiography:
unusual mitral
regurgitation jet (double
eccentric jet) (arrow);

F — 3-dimensional
transesophageal
echocardiography:
vegetations on the aortic
leaflets (arrows);

G — 3-dimensional
transesophageal
echocardiography, empty
mitral leaflet abscess
(posterior leaflet)
(arrows)
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both leads (FiGuRE 18), an unusual mitral regurgita-
tion jet (FIGURE 1¢) and lesions on the aortic valve
(FIGURE 1D), which led to suspicion of bilateral IE.
Consequently, transesophageal echocardiography
was performed, which confirmed involvement of
both mitral and aortic valves (FIGURE 1E-1G). The pa-
tient was treated with ICD removal and lead ex-
traction. Blood and lead cultures showed nega-
tive results and the initial antibiotic treatment
was continued for 2 months. Positron emission
tomography performed to follow the spinal abnor-
malities was inconclusive. Thus, MRI was used in
the follow-up as it provided better visualization
of the lesions. It showed abscesses of the spleen
and lumbar spine. The case was consulted by gen-
eral surgeons, who excluded surgery. Follow-up
echocardiography showed a significant insuffi-
ciency of both mitral and aortic valves. The pa-
tient was referred by cardiac surgeons for con-
servative treatment until IE has healed. Repeat-
ed follow-up MRI showed gradually diminishing
inflammatory lesions in the spleen and lumbar
spine. At present, nearly 2 years since the initial
diagnosis, the patient is still alive and asymptom-
atic. He was qualified for elective mitral valve re-
placement and ICD implantation.

Lower back pain is a rare presenting complaint
of IE, though not unexpected. Cases of such pa-
tients have been reported’?® but not in LDIE. Back
pain is attributed mainly to osteomyelitis, but
the relationship between IE and osteomyelitis
is uncertain.?® We described a case of a patient
with lower back pain as presenting complaint of
IE with ICD lead involvement, which was caused
by accompanying osteomyelitis, likely second-
ary to valvular IE. We also showed that a favor-
able long-term outcome is possible, even with se-
vere complications, provided the patient is opti-
mally treated during hospitalization and closely
followed at an outpatient clinic.

OPEN ACCESS This is an Open Access article dis-
tributed under the terms of the Creative Com-
mons AttributionNonCommercialShareAlike
4.0 International License (CC BY-NC-SA 4.0),
allowing third parties to copy and redistribute
the material in any medium or format and to re-
mix, transform, and build upon the material, pro-
vided the original work is properly cited, distrib-
uted under the same license, and used for non-
commercial purposes only. For commercial use,
please contact the journal office at pamwemp.pl.

REFERENCES

1 Greenspon AJ, Patel JD, Lau E, et al. 16 year trends in the infection bur-
den for pacemakers and implantable cardioverter-defibrillators in the United
States 1993 to 2008. J Am Coll Cardiol. 2011; 58: 1001-1006. (%"

2 Koslow M, Kuperstein R, Eshed |, et al. The unique clinical features and
outcome of infectious endocarditis and vertebral osteomyelitis co-infection.
Am J Med. 2014; 127: 669.69-669.e15.

3 Tamura K. Clinical characteristics of infective endocarditis with vertebral
osteomyelitis. J Infect Chemother. 2010; 16: 260-265. (7"

182 POLISH ARCHIVES OF INTERNAL MEDICINE 2018; 128 (12)


http://creativecommons.org/licenses/by-nc-sa/4.0
https://doi.org/10.1016/j.jacc.2011.04.033
https://doi.org/10.1016/j.jacc.2011.04.033
https://doi.org/10.1016/j.jacc.2011.04.033
https://doi.org/10.1007/s10156-010-0046-8
https://doi.org/10.1007/s10156-010-0046-8

