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Case Study

ABSTRACT

Infective endocarditis is a relatively rare disease which, despite today's advances in diagnosis and
treatment, is still associated with a high morbidity and mortality rate. Staphylococci and streptococci
head the list of causative organisms. Few cases of Streptococcus gordonii endocarditis have been
reported in the literature.

We report the case of a 34-year-old man with no previous history of S. gordonii IE, responsible for
multiple systemic embolisms in addition to valvular lesions.
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1. INTRODUCTION

Infective endocarditis (IE) is an uncommon
disease, grafted with high morbidity and
mortality, with a risk of heart failure and systemic
embolism. Ischemic stroke is the initial
presentation of IE in 20% of cases, as reported
by Byrne et al. Along with staphylococci,
streptococci are the main germs responsible for
IE. They comprise six main subgroups: S.
mutans, S. mitis, S. anginosus, S. salivarius, S.
bovis group and S. sanguinis. S. gordonii
belongs to the S. sanguinis group and rarely
causes IE.

We report the case of a 34-year-old man with no
pathological history who presented with infective
endocarditis caused by Streptococcus gordonii,
revealed by a febrile ischemic stroke and
complicated by partial occlusion of the right
anterior tibial artery.

2. CASE PRESENTATION

34-year-old man with no medical history
hospitalized for febrile focal neurological deficit.
The story began three months ago with the onset
of progressively worsening dyspnea in a context
of fever and deterioration in general condition.
The evolution was marked by the occurrence of
left hemiparesis with an ischemic stroke on the
brain scan a week ago (fig.1). On examination
the patient is hemodynamically stable with blood
pressure at 105/54mmHg, heart rate at 112bpm,

Fig. 1. Cerebral ischemia of the territory of the
right middle cerebral artery of subacute
appearance

fever at 38.7, protodiastolic murmur 4/6 at the
aortic focus. Pulse felt, ample and symmetrical,
no signs of heart failure. Moreover, there is a bad
oral condition probably the infectious gateway.
The ECG, notes sinus tachycardia with negative
apico-lateral T waves.

Transthoracic  echocardiography found left
ventricular dilatation (LVED = 70 mm) with a
good left ventricular ejection fraction (LVEF) at
55%. The mitral valve is the seat of an eccentric
average regurgitation directed towards the
interatrial septum by perforation of the AMV,
presence of vegetation on the auricular slope
measuring 4X7mm (fig. 2-3). The aortic valve is
the seat of several vegetations, the largest of
which measures 20x7 mm attached to the right
coronary cusp responsible for severe Alo (VR =
132ml, SOR = 120 mm2, ETD = 62cm/s) without
stenosis (fig. 4-6). the PAPS per PI flow is
estimated at 39mmHg. The thoraco-abdominal
scanner notes a homogeneous hepato-
splenomegaly without detectable infarction.

Biologically, there is an inflammatory syndrome
with microcytic anemia at 9g/dl, CRP at 78mg/I,
VS at 50mm, leukocytes at 7570/mm3; positive
rheumatoid factor and the Low complement
factors C3 and C4. The other biological tests
including renal function, electrolytes, liver,

thyroid, hemostasis, and viral serology (HBV,
HCV and HIV) negative. Three blood cultures
taken on admission are positive for multisensitive
Streptococcus gordonii.

Fig. 2. Mitral vegetation
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Fig. 3. Moyenne eccentric mitral regurgitation
due to perforation
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Fig. 8. Anterior tibial arterial occlusion

Fig. 7. Evolution showing the increase in
mitro-aortic vegetations
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Fig. 9. Velocity of anterior

Thus, in front of the vegetations on
echocardiography, the positivity of blood
cultures, fever, immunological and vascular

signs, the diagnosis of endocarditis complicated
by severe Alo, middle mitral insufficiency and
ischemic stroke is retained, and the patient put
on dual antibiotic therapy based on ceftriaxone
and gentamycin. The evolution is characterized
by the increase in the size of the mitro-aortic
vegetations (fig. 7) and the embolism with
anterior tibial arterial occlusion (fig. 8-9). And this
despite the apyrexia and the reduction of the
inflammatory syndrome, posing the indication of
a double mitro-aortic surgical replacement in
emergency to control the infection.

3. DISCUSSION

"IE is characterized by ulcerative and vegetative
lesions related to grafting on the endocardium,
valvular (IE on native valve), much more rarely
parietal, or on an intracardiac prosthesis (IE on
prosthesis) or on an intracardiac electronic
device (ICED), of a microorganism, most often
bacterial* [1-2]. It is a relatively rare disease
worldwide whose estimated annual incidence of
3-10 cases per 100,000 peoples has not
decreased in recent years [2-4]. A serious
disease with a short-term mortality rate of 10-
30%, IE occurs in 50% in a subject free of heart
disease [2,3,4,5].

The main microorganisms involved are Gram-
positive cocci, dominated at 80% by the
staphylococci and streptococci groups [2,6].
Streptococcus gordonii (SG) is a gram-positive
alpha hemolytic coccus belonging to the
streptococcal sanguinis group [7,8]. It is involved
in the alkalinization of the oral cavity, the
production of protective biofilm and is rarely
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responsible for IE [4,7]. The mechanism of S.
gordonii IE is often secondary to a procedure,
trauma or during tooth brushing, resulting in
bacteremia and therefore risk of IE [4,8,9]. Our
young patient has not had recent dental
procedures but has a poor dental condition [8]. In
a study including 6506 cases of streptococcal
bacteremia, Sandra C et al. found that SG
bacteremia, although rare 1.46%, was at high
risk of IE, essentially native valves [6]. Dadon et
al. reports in a single-center experiment, only 15
cases of IE in S. gordonii in 20 years [7].

The clinical presentation in our patient shows in
addition to valve damage, a high embolic
potential with the revelation of IE by cerebral
ischemia complicated by neurological deficit. The
patient presented during his hospitalization, an
embolism with anterior tibial arterial occlusion.
And this is consistent with what is reported in the
literature, so cases of neurological complications,
spondylodiscitis, splenic, renal, and mesenteric
infarction, or multisite embolization have been
reported [8,9-11]. Only one case of thrombosis
polplity is reported in the literature like our young
patient [10]. The severity and significant embolic
potential of S. gordonii IE may be related to the
ability to evade and resist bactericidal agents that
degrade bacteria in phagolysosomes possessed
by the S. gordonii DL1 subtype [12]. The
diagnosis is retained in our patient as in the
literature on clinical elements, echocardiography,
and blood cultures [3].

The size of vegetation in our patient is very
important, respectively 20 x7mm and 4x7mm at

the aortic and mitral level. The size of the
vegetation is according to the ESC
recommendations of the management of

infective endocarditis, one of the criteria for early



Charfo et al.; Cardiol. Angiol. Int. J., vol. 13, no. 1, pp. 12-17, 2024; Article no.CA.111151

surgery. It has been shown that vegetations
larger than 15 mm have a higher risk of embolic
complications [13]. Our patient has multiple
emboli of the brain and lower limbs, which is
comparable to the literature [8,10].

In our case the transplant was done on native
valve, cases of grafting on prosthetic valves or
on mitraclip have been reported. [6,14].

S. gordonii is sensitive to penicillin, ceftriaxone,
and gentamycin with a high risk of needing
surgery [6,10,15]. In our case he had benefited
from a combination of ceftriaxone and
gentamycin for 2 weeks and then ceftriaxone
alone for a total duration of 6 weeks of treatment.
To this is added a double surgical valve
replacement, performed after the second week of
antibiotic therapy and the operating suites were
simple [16-17].

4. CONCLUSION

Endocarditis due to S. gordonii is rare but very
serious with a sometimes-significant multisite
embolic potential as in our patient who embolized
in the brain and lower limbs. Occurs mainly on
native valves, diagnosis must be early, and
management often combines surgery with
antibiotic treatment. In our case, endocarditis
was revealed by cerebral ischemia, management
consisted of dual antibiotic therapy combined
with early valve surgery.
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