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ARTHRITIS AS A MANIFESTATION OF INFECTIVE
ENDOCARDITIS
Uvarova K. H.

Introduction. Diagnosis of infective endocarditis is a challenging task for clinicians.
The issue of early infective endocarditis detection is topical, since the mortality rate of
this pathological condition is high; also, along with the classic symptoms of the disease,
its atypical manifestations, so-called "masks" of infective endocarditis, often occur.
Objectives. The purpose of the work is to investigate one of infective endocarditis
manifestations in the form of monoarthritis on the clinical case basis. Materials and
methods. The medical history, the laboratory and instrumental findings, Guidelines for
the management of infective endocarditis 2015; Infective Endocarditis in Adults:
Diagnosis, Antimicrobial Therapy, and Management of Complications, AHA 2015
(including update 2016). Results. The patient, born in 1952, complains of the right foot
pain, fever with chills, general weakness. Considers herself ill for 3 weeks. In
connection with the right foot pain intensification, the patient was taken to a
multidisciplinary hospital by the ambulance team and hospitalized to the therapeutic
department. The anamnesis vitae is notable for her undergoing a procedure for
curettage of the uterine cavity for an endometrial polyp half a year before the
admission. The main diagnosis: Active mitral valve endocarditis due to Streptococcus
haemoliticus. Mitral valve regurgitation stage Ill. Chronic coronary syndrome. Heart
failure with preserved ejection fraction (EF 68%). NYHA class Il. Concomitant
diagnosis: Mild anemia. Reactive arthritis. Deforming osteoarthrosis of the ankle joint.
The treatment included: meronem 1 g 3 times daily intravenously (1) and linezolidine
600 mg 2 times a day per os during 4 weeks; detoxification, cardiotropic, antiplatelet
and anticoagulant therapy; proton pump inhibitors, diuretics, antifungal drugs.
Conclusion. Diagnosis of infective endocarditis is very challenging despite the
presence of the specially developed diagnostic criteria. Given the polymorphic clinical
manifestations of the disease and multiple organ damage, clinicians should be wary of

the presence of infective endocarditis in patients with corresponding risk factors.
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Aptpur sk Manidecramis 1H(pekuiiHOro enaokapauty. Berym. JliarHocTtHka
1HQEKIIMHOTO EHJOKApPAUTY € BaXXKUM 3aBIAaHHAM JUIS  JIIKapiB-KJIIHIIIUCTIB.
[IpoGnema paHHBOTO BHSIBICHHS 1H(EKIIHHOTO €HIOKAPAUTY CTOITh TOCTPO 4Yepes3
BUCOKHUH pIB€Hb CMEPTHOCTI BiJ IIbOTO IMATOJOTIYHOIO CTaHy; J0 TOTO K, MOPsA 13
KJIACUYHUMHU CHUMITOMAaMH 3aXBOPIOBAHHS MAalOTh MICIIE€ aTUIOBI MOro MPOSBH, Tak
3BaH1 «MacKku» iH(pekIiitHoro enaokapauty. Mera po6oru. Ha mifcTaBi KiIiHIYHOTO
BUIQJIKy PO3TJISIHYTH OJIMH 13 BapiaHTiB MaHidecTaiii iHQEeKIIHHOTO eHAOKApAUTY Y
BUTJISIAI MOHOoapTputa. Matepianu Tta meroau. Jlani anamHe3y, 1aboOpaTOpPHO-
iHCTpyMeHTalbHOTO oOcTexkeHHs, Pexomenmanii Guidelines for the management of
infective endocarditis 2015; Infective Endocarditis in Adults: Diagnosis, Antimicrobial
Therapy, and Management of Complications, AHA 2015 (including update 2016).
Pe3yabtaru. [Tamientka, 1952 p. H., CKapKUThCA Ha OUTH Y TIpaBiif CTOMI, TIUXOMAHKY
3 03HOOOM, 3araljibHy ci1a0KicTh. BBaskae ceGe XBOpOIo MpOTIroM 3 TUXKHIB. Y 3B'S3KY
3 TIOCWJICHHSIM OOJII0 Y CTOIT XBOpa OpPHUTaio0 MIBHAKOI MEIUYHOI JOIMOMOTH Oyia
JI0CTaBJICHA /10 OaraTonpo@iIbHOTO CTaIloHapY 1 TOCIITaTi30BaHa /10 TEPANeBTUYHOTO
BIITITICHHSI. AHaMHE3 JKUTTS 3acIyroByBa€ Ha yBary TOMY, IO 3a ITIBPOKH [0
HAJXO/DKEHHS JI0 CTallloHapy XBOpid OyJ0 TPOBENECHO MPOIEAYypPY KIOpETaxy
MOPOXKHUHU MATKU 3 METOI BHWJIAJICHHS TOJIiNa eHaoMeTpito. ByB BucTaBieHwHit
OCHOBHMM [1arHo3: AKTUBHUW OakTepialibHUI €HIOKapAUT MITPAJIbHOIO KJamaHy,
BUKJIMKaHUU Streptococcus haemoliticus. Mitpansna perypritamis I ct. Xponiuawmii
KopoHapHuil cuHApoM. CeplieBa HEOCTATHICTh 31 30€pEXKEHOI0 CKOPOUYYBAIBHOIO
¢yHkuiero giBoro nutyHouka (¢pakuis Bukugy 68%). NYHA xnac Il. Cynythiit
niarao3: AHeMis JIeTKoro cTyneHs. PeaktuBauit aptput. [lepopmyrounii octeoaptpos
romizkoBoro cyrino0Oy. [IpoBeaena Tepamis Bkirouana: MepoHeM 1 r 3 pasu Ha g00y
B/B KpamnenbHO 1 JiHe3omiaiH 600 mr 2 pa3u Ha JeHb Per 0S mpoTsiroM 4 THXKHIB,
J€31HTOKCUKAIIHY, KapI1OTPOIHY, aHTHATPEraHTHY Ta aHTHKOATYJSIHTHY Teparliio;
IHT10ITOPU MPOTOHHOI MOMIIH, A1YPETHKH, MPOTUTPUOKOBI MpenapaTd. BHUCHOBKH.
JliarHocTrKa 1HGEKIIIHOTO eHIOKapAUTY CKIIaa€e BEIUKI TPYIHOII, He3BAKAIOUU HA

HasIBHICTh CIELIAIBHO PO3pOOJICHUX JIarHOCTUYHUX KpUTEpliB. 3 Oriasay Ha



noJiMOP(I3M KITIHIYHUX TMPOSIBIB 3aXBOPIOBAHHS 1 TMOJIOPTaHHICTh YypaKeHHS,
JTIKapAM-KITIHIOUCTaM cllif OyTHM TWIBHUMHU IOJAO0 HAsABHOCTI 1H(EKUIHHOTO
SHJIOKApUTY Y MAaIIEHTIB 3 BIAMOBIIHUMHU (DAKTOPAMU PU3UKY.

KirouoBi croBa: iHpEKIIHHUN €HIOKapAUT, KITIHIYHA J1arHOCTUKA, apTPUT.

ApTput kak MaHudecTanus UHPEKIMOHHOTO YHAOKapauTa. BBenenue. /luarnoctuka
MH(EKITMOHHOTO SHIOKAPAUTA SBIIAECTCS TPYIHOM 3aa4eil 111 Bpauei-KIMHUIUCTOB.
[IpoOnema paHHEro BBISBIECHUSA WH(EKIMOHHOTO 3HAOKApJIWTa CTOUT OCTPO H3-3a
BBICOKOT'O YPOBHSI CMEPTHOCTH OT JAHHOTO MAaTOJIOTMYECKOI0 COCTOSHUS; K TOMY K€,
HapsIy C KJIACCHYECKUMHU CHMITOMAaMU 3a00JIeBaHUS UMEIOT MECTO aTHIUYHBIE €ro
NpOSIBIICHUS, TaK Ha3blBaeMble «Mackm» HH(PEKIMOHHOTO »SHAOoKapauTa. Lleab
padorbl. Ha ocHOBaHMM KJIMHMYECKOIO Cllyyass pacCMOTPETh OJWH M3 BapUaHTOB
MaHu(ecTaui HHHEKIIMOHHOTO YHIOKApAUTa B BUJE MOHOApTpUTa. MaTepuasbl H
MeToAbl. /laHHBIE aHaMHeE3a, J1a0OPATOPHO-MHCTPYMEHTAIBHOTO OOCIIEI0BaHUS,
Pexomenmaruu  Guidelines for the management of infective endocarditis 2015;
Infective Endocarditis in Adults: Diagnosis, Antimicrobial Therapy, and Management
of Complications, AHA 2015 (including update 2016). Pe3yabTaTsnl. [lanueHTka,
1952 r. p., npeabsaBiseT kanodbl Ha 00JIb B MPABOM CTONE, JUXOPAJIKY C 0O3HOOOM,
o01ryro cimabocts. Cunrtaer cedst 60abHOM B TeueHHe 3 Heflenb. B CBs3M ¢ ycuneHueM
6omu B cTore OobHas OpUTaioN CKOPOH MEIUIIMHCKOM MOMOIIH Oblia JOCTaBlIeHA BO
MHOTOIPO(QUIbHBINA CTALIMOHAP U TOCITUTAIM3UPOBAaHA B TEPANIEBTHUECKOE OTICTICHHE.
AHaMHe3 KU3HU MpUMeYaTeiIeH TeM, YTO 3a MOJroja 10 TOCHUTAIN3aluUd 0OJIbHOM
MPOBOAMIIOCH BBICKAOJIMBAaHNE MOJOCTH MATKHU 10 TMOBOAY MOJIMIIA SHAOMETpHs. boin
BBICTABJICH OCHOBHOM JTUarH03: AKTUBHBIN OaKTEepUaTbHBIN SHIOKAPIUT MUTPAILHOTO
KJIaraHa, BeI3BaHHBIM Streptococcus haemoliticus. MutpanpHas peryprutanus |11 cr.
XPpOHUYECKUI KOPOHApHBIM cUHAPOM. CeplieuHasl HEA0CTATOYHOCTh ¢ COXPAaHEHHOU
COKpaTHTENIbHON (PyHKIMElH neBoro >kemymouka (dpakmus Beiopoca 68%). NYHA
xiace II. ConyrcTByromuii AMarHo3: AHeMHUsl JErKOU cTeneHu. PeakTMBHbBINA apTpUT.
JedbopMmupyroluii 0cTeoapTpo3 TOJICHOCTOMHOTO cycTaBa. IIpoBeneHHast Tepamnus
BKJIFOYaJia: MepoHeM 1 T 3 pasa B cyTku B/B KarenbHO 1 JuHe3omuaua 600 mr 2 pasa B

JIE€Hb per oS B TeueHWe 4 Hemelb AC3MHTOKCUKAIMOHHYIO, KapAuOTPOIHYIO,



aHTHArperaHTHYIO U aHTUKOATyJISSHTHYIO T€PANHio; MHIMOUTOPHI MPOTOHHOM MOMIIBI,
TAYPETUKH, MIPOTUBOTPHUOKOBbBIE Ipenaparsl. BriBoabI. Jlmarsoctuka
I/IH(i)eKHI/IOHHOFO OHAOKapanuTa COCTaBJIACT OoJIbIINE TPYOAHOCTH, HECMOTpPA Ha
HaJIN4Yuec ClcauaJibHO p213pa6OTaHHBIX AUArHOCTUYICCKUX KPUTCPHUCB. YuurteiBasg
HOJII/IMop(l)I/ISM KIIMHUYECCKNX HpOiIBJIeHI/Iﬁ 3a0o0yeBaunsa U IMOJIMOPTaHHOCTb
IMOopaXCHUsA, BpadaM-KIIMHUIOUCTaAM CJIICAYCT OBITh HaCTOPOKXCHHBIMHU B OTHOIICHHUUA
MH()EKITMOHHOTO YHAOKAPINTA Y MMAIIMEHTOB C COOTBETCTBYIOIIMMH (DAKTOpAMHU PUCKa.
KiroueBrle ciioBa: I/IH(i)CKLII/IOHHBIf/JI OHAOKApANUT, KIMHUYCCKAA TMAIrHOCTUKA, apTPHUT.

INTRODUCTION

The annual incidence of infective endocarditis (IE) ranges from 1.5 to 11.6 cases
per 100,000 person-years [1]. Given the high mortality rate from IE (survival at the
stage of inpatient treatment is 14-22%; within a year after diagnosis, even with the most
currently effective therapy, — 20-30% [2]), it is extremely important to detect this
disease at the early possible stage of its development. To accomplish the latter task,
one should remember and consider atypical symptoms of the manifestation of this
pathological condition (IE “masks”) in addition to the classical manifestations of IE.

OBJECTIVES

The purpose of the work is to investigate one of the manifestations of IE in the
form of monoarthritis on the basis of the clinical case.

MATERIALS AND METHODS

The medical history, the laboratory and instrumental findings, Guidelines for the
management recommendations of infective endocarditis 2015; Infective Endocarditis
in Adults: Diagnosis, Antimicrobial Therapy, and Management of Complications,
AHA 2015 (including update 2016).

RESULTS

Patient O., 67 years old. Upon admission to the hospital complained of pain in
the right foot, due to which the patient couldn’t stand; increase in body temperature up
to 40°C with chills, general weakness.

Anamnesis morbi. Considers herself ill for the past 3 weeks. About 2 weeks ago,

she noticed a periodic increase in body temperature up to 40 ° C during the week, which



was accompanied by chills; there was a sharp pain in the ankle joint of the right leg.
She was taking paracetamol at the dose of 500 mg 2 times a day; as a result, the
temperature was being decreased for a while. 05.11.19 due to intensification of the foot
pain the patient called for an ambulance team. She was admitted to the Municipal non-
commercial enterprise “Municipal clinical multidisciplinary hospital Ne17” of Kharkov
City Council and hospitalized to the therapeutic department.

Anamnesis vitae. According to the patient, about 6 months ago she underwent a
procedure for curettage of the uterine cavity for an endometrial polyp. Before the first
complaints appeared, she had led an active lifestyle, went in for sports (running,
skiing). She disclaims pernicious habits, any allergic reactions. Denies hepatitis A,
tuberculosis, sexually transmitted diseases. She also negates visiting places endemic
for malaria.

Objective examination. General condition is stable. Consciousness is clear,
posture is restricted due to severe pain in the right foot. Weight — 62 kg, height — 167
cm, BMI — 22,23 kg/m?. Body temperature is 37.3 °C. Skin is somewhat pale, clean,
dry. Mucous membranes are pale pink, clean, wet. Swelling of the right foot is noticed,
palpation of the foot is sharply painful. Peripheral lymph nodes are not palpable.
Thyroid gland is not enlarged on palpation.

Respiratory system: rhythmic breathing. Respiratory rate is 17/min. On
percussion, above both lungs, percussion sound is clear. On auscultation, there is
vesicular breathing in the lungs, no adventitious lung sounds.

Cardiovascular system: the apical impulse is determined in the V intercostal
space 1.5 cm medially from the left midclavicular line, of moderate strength, with an
area of about 2 cm?. The borders of relative cardiac dullness are not extended. Heart
rate (HR) — 82 bpm. Ps — 82 bpm, rhythmic, unstressed, of satisfactory filling, the same
on the right and left hands. On auscultation, heart sounds are rhythmic, muffled tones
are noted. Blood pressure (BP): on the right arm — 130/80 mm Hg, on the left arm —
135/84 mm Hg.

Gastrointestinal system: The tongue is wet, clean. Abdomen is symmetrical,

participates in breathing actively. On superficial and deep palpation, the abdomen is



soft, painless. The lower edge of the liver is smooth, painless, palpated at the level of
the right costal arch. Spleen, kidneys are not palpable. Tapping sign is negative on both
sides. Stool and diuresis are not changed.

Laboratory and instrumental tests. The results of laboratory and instrumental
studies allowed to reveal: mild anemia, an increase in ESR up to 65 mm/h, leukocytosis
with a shift in the leukocyte formula to the left with the appearance of young forms,
toxic granularity of neutrophils; increased level of C-reactive protein up to 204 mg/l;
normal values of anti-streptolysin O, rheumatoid factor and seromucoids. According
to the results of the three sets of blood cultures taken at 30-min intervals, the growth of
Streptococcus haemoliticus spp. was obtained with the scale of sensitivity to
antibacterial drugs.

Echocardiography: at the bottom of the medial mitral valve (MV) commissure,
a threadlike formation of up to 1.5 cm in length was detected. VVegetation. Defect of
the MV leaflet. Low degree dilatation of the left atrium cavity. MV regurgitation stage
I11. Ejection fraction (EF) 68%.

Chest X-ray: without focal and infiltrative changes.

X-ray of the right foot in two projections: signs of deforming osteoarthrosis.

The main diagnosis: Active mitral valve endocarditis due to Streptococcus
haemoliticus. Mitral valve regurgitation stage I11. Chronic coronary syndrome. Heart
failure with preserved ejection fraction (EF 68%). NYHA class I1.

Concomitant diagnosis: Mild anemia. Reactive arthritis. Deforming
osteoarthrosis of the ankle joint.

Our patient received antibiotic therapy (meropenem 1 g 3 times daily 1V,
linezolidine 600 mg 2 times daily per os) for 4 weeks, as well as detoxification,
cardiotropic, antiplatelet and anticoagulant therapy. As a result of the therapy, the
general condition of the patient improved: body temperature returned to normal, pain
in the right foot decreased significantly — the patient moved independently with the
help of walkers; there was also a decrease in the level of C-reactive protein up to 2.9
mg/l, a decrease in the level of white blood cells and ESR; the three sets of blood

culture 4 weeks after the start of treatment did not reveal the growth of microorganisms.



Being discharged from the hospital, the patient was sent to the Heart Institute for
surgical treatment.

Discussion. IE is a rare infectious (mainly bacterial) disease that affects
endocardium. IE risk factors are diverse. In developing countries, the most common
condition predisposing to the occurrence of IE is rheumatic heart disease [3]. Due to
the significant prevalence of artificial heart valve and cardioverter-defibrillators
implantation, the latter contributes to an increase in the proportion of IE cases [4].
Mitral valve prolapse is also considered to be the predominant predisposing structural
heart anomaly in developed countries [5]. Other risk factors include injecting drug use
and human immunodeficiency virus infection [2]. Procedures associated with an
increased IE risk comprise manipulations of the gums and periapical region of the teeth,
as well as perforation of the oral mucosa, and the use of dental implants [6].

In 80% of cases, streptococci and staphylococci are the causative agents of IE
[7], however, recently the proportion of these microorganisms among all pathogens has
changed. So, the percentage of Staphylococcus aureus and coagulase-negative
staphylococci prevalence increased [8; 9; 10], while the percentage of IE caused by
streptococci of viridans group decreased [10; 17]. In addition, enterococci are the third
among the leading causes of IE [11]. In about 10% of IE cases, blood culture results
are negative, mainly due to the use of antibacterial drugs during some time before the
examination [7].

Typical clinical manifestations of IE in 90% are common symptoms of fever
with chills, decreased appetite and body weight. In 85% of patients, cardiac murmurs
are heard. Up to 25% of patients suffer from embolic complications at the time of
diagnosis [12]. The classic signs of IE are: Osler nodes (dense painful subcutaneous
red nodules on the fingertips), Janeway lesions (small erythematous spots in the palms
and soles), Lukin-Libman spots (hemorrhagic rashes on the skin, mucous membranes,
conjunctival hemorrhages (spots), retinal hemorrhage), petechiae. In approximately
half of IE cases, at least one of these symptoms occurs [13].

Given the multiple organ damage by a systemic infectious process, there is a

polymorphic clinical picture of IE, and, consequently, late diagnosis of the disease in



view of the low alertness of medical personnel regarding IE. Such “masks” of the
pathologic process are pulmonary (in 20-90% of patients), neurological (5-10% of
patients), rheumatologic (2—4% of patients), renal (3.5-4.8% of patients), cardiological
(2—4% of patients), vascular (1.2-3% of patients), hematological (1.6-2.2% of
patients), “acute abdomen” (0.5-1.5% of patients), ocular (0.3 —0.5% of patients) [14].

Due to the activation of immune mechanisms that damage blood vessels in IE, a
clinical picture that resembles that of systemic diseases of the connective tissue may
develop, which requires differential diagnosis with those. One of IE “masks” is
arthritis, the onset of symptoms of which can precede the classic picture of the disease
for several months. “Rheumatic” manifestation of IE is observed in approximately 5—
9% of patients, that is usually seen in its subacute course [14]. Most often, the knee
and hip joints are affected [15]. In subacute bacterial endocarditis, the damage of
musculoskeletal system by the pathogen usually manifests with symptoms of acute
septic asymmetric arthritis involving 1-3 joints [16].

Conclusions. Despite the developed criteria, the diagnosis of IE is still a difficult
task, which is associated with the polymorphism of the clinical picture and multiple
organ damage as a result of the generalized infectious process.
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