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CASE REPORT

THE CASE
A 75-year-old man with a history of osteoarthritis presented to our clinic with worsening 
weakness over the previous month. His signs and symptoms included profound fatigue, sub-
jective fevers, a 10-pound weight loss, ankle swelling, myalgias in his legs and back, shortness 
of breath, and a persistent cough. The patient was otherwise previously healthy.

The patient’s heart and lung exams were normal. Initial outpatient labs showed sig-
nificantly elevated inflammatory markers, with an erythrocyte sedimentation rate (ESR) of  
102 mm/h (normal range for men ≥ 50 years, 0-20 mm/h) and a C-reactive protein (CRP) 
level of 11.1 mg/L (normal range, < 3 mg/L). The patient also had an elevated white 
blood cell count of 12,000/mcL (normal range, 4500-11,000/mcL). His hemoglobin was low  
(11 g/dL; normal range, 13.5-17.5 g/dL) and so was his albumin level (2.9 g/dL; normal range, 
3.4-5.4 g/dL). The results of his prostate-specific antigen and brain natriuretic peptide tests 
were both normal. The results of a computed tomography scan of his thorax, abdomen, and 
pelvis were negative for malignancy. 

The patient returned to our clinic 3 days later with severe weakness, which inhibited him 
from walking. He complained of a severe spasmodic pain between his shoulder blades. He de-
nied joint stiffness, headaches, vision changes, or jaw claudication. The patient’s son had not-

ed an overall increase in his father’s baseline heart 
rate, with readings increasing from the 50 beats/
min range to the 70 beats/min range; this raised con-
cern for a catecholamine-secreting tumor. There was 
also concern for occult infection and malignancy, or 
an autoimmune process, such as polymyalgia rheu-
matica. Due to his extreme weakness, the patient 
was directly admitted to the hospital for further  
work-up.

THE DIAGNOSIS
Concern for a smoldering infection prompted  
an order for a transthoracic echocardiogram. Im-
ages revealed a large mass on the mitral valve  
(FIGURE 1). Blood cultures quickly grew Streptococcus 
sanguinis. Additional work-up with a transesopha-
geal echocardiogram (TEE) showed a “windsock” 
deformity (thinning and ballooning of the mitral 
valve), a known sequela of infective endocarditis  
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FIGURE 1 

Transthoracic echocardiogram reveals 
large mass on mitral valve
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 THE PATIENT

75-year-old man

 SIGNS & SYMPTOMS 

– Fatigue

– Unintentional weight loss

– Anemia
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(FIGURE 2).1 Further history obtained after  
the TEE revealed the patient had had a 
routine dental cleaning the month before  
his symptoms began. A murmur was then 
also detected.

DISCUSSION
Infective endocarditis (IE) is uncommon 
and difficult to diagnose; it has a high early-
mortality rate of 30%.2 TEE is the recom-
mended imaging study for IE, because it is 
more sensitive than a transthoracic echocar-
diogram for identifying vegetations on the 
valves and it is more cost effective.3 

The modified Duke Criteria provide 
guidance for diagnosis of endocarditis. Ma-
jor criteria focus on positive blood cultures 
and evidence of endocardial involvement. 
Minor criteria include predisposing heart 
conditions, intravenous drug use (IVDU), 
fever, and vascular and immunologic phe-
nomena. As many as 90% of patients have 
a fever and often experience weight loss.4 
Murmurs are auscultated in up to 85% of 
patients, and embolic features are present 
in up to 25% of patients at the time of di-
agnosis.4 In the developed world, Janeway 
lesions, Osler nodes, and splinter hemor-
rhages are increasingly rare, as patients usu-
ally present earlier in the disease course.4 
While ESR and CRP are generally elevat-
ed in cases of IE, they are not part of the  
Duke Criteria.4 

A closer look at risk factors 
In 2007, guidelines for the prevention, treat-
ment, and management of endocarditis were 
given significant categorical revision by the 
American Heart Association for the first time 
in 50 years.5 Recommendations for antibi-
otic prophylaxis prior to dental procedures 
became more restrictive, to include only  
4 groups of high-risk patients: those with 
prosthetic cardiac valves, those with a his-
tory of IE, those with congenital heart dis-
ease, and cardiac transplant recipients.4 The 
rationale for these restrictions included the 
small risk for anaphylaxis and potential in-
crease in risk for bacterial resistance associ-
ated with antibiotic prophylaxis.4 A review 

published in 2021 noted no increase in the 
frequency of, nor the morbidity and mor-
tality from, viridans group streptococcal IE 
since the guideline updates.5 

There is an emerging consensus that 
poor oral hygiene and gingival bleeding after 
tooth brushing promote a chronic low-grade 
bacteremia that may be more strongly asso-
ciated with IE than an isolated dental extrac-
tion.6 Poor dental hygiene, defined as dental 
plaque and calculus, is especially common 
in the elderly, who are known to let their 
dental hygiene lapse.6 In our patient’s case, 
his generally poor oral hygiene was more 
likely the cause of his IE than his routine den-
tal cleaning.

z Other risk factors include IV drug 
use. At our tertiary care hospital in western 
North Carolina, 48% of patients with endo-
carditis had an additional diagnosis of opiate 
or narcotic dependence (Ryan Tilton, Phar-
mD, email communication, June 7, 2018).  
Interestingly, though, only 16% of patients in 
North America with endocarditis were found 
to be currently using IV drugs.7 

z Our patient was treated with IV  

FIGURE 2

Windsock deformity is visible 
on transesophageal echocardiogram

A transesophageal echocardiogram showed a thinning and ballooning of the mitral 
valve, a sequela of infective endocarditis. 
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antibiotics for 4 weeks and underwent re-
habilitation at a skilled nursing facility. Four 
weeks after diagnosis, he underwent an en-
doscopic porcine mitral valve replacement. 
Two months after that, he returned to his 
previously active lifestyle and began riding 
his stationary bike. The patient also began 
taking a daily aspirin. Consistent with current 
guidelines, he now gets antibiotic prophylax-
is prior to dental procedures. 

THE TAKEAWAY
This patient, without any history of IVDU or 
cardiac valvular abnormalities, presented 
with symptoms classic for a developing ma-
lignancy or possible rheumatologic condi-
tion. Subacute IE may manifest similarly, with 
vague symptoms such as myalgias, fatigue, 
chills, and/or anemia. In non-drug users, sus-
picion for endocarditis should be highest in 
men older than age 60. Also, it’s important to 
auscultate for a new heart murmur. In our pa-
tient’s case, no murmur was auscultated until 
after his TEE. 	         		                JFP
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