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Atypical presentation of infective endocarditis
KARUPPIAH ARUNACHALAM, MD

ABSTRACT 
The HACEK group of organisms are one of the infrequent 
causes of infective endocarditis. Infective endocarditis 
should be recognized and treated promptly to prevent ex-
cessive morbidity and mortality associated with the dis-
ease. Sometimes the diagnosis is delayed due to vague and 
subtle presentation. Through this case report, risk factors 
of Cardiobacterium hominis endocarditis and its atypical 
presentation is illustrated to increase the recognition of 
infective endocarditis as one of the differential diagnosis.
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INTRODUCTION

In the United States, an estimated 10,000 to 15,000 new 
cases of infective endocarditis (IE) are diagnosed each year.1 
To date, less than 100 cases of Cardiobacterium hominis (C. 
hominis) endocarditis have been reported in the English med-
ical literature.2 The HACEK group of bacteria (Haemophilus 
species, Aggregatibacter species, Cardiobacterium hominis, 
Eikenella corrodens, and Kingella species) are a small, het-
erogeneous group of fastidious, gram-negative bacteria that 
frequently colonize the oropharynx and have long been rec-
ognised as a cause of infective endocarditis. These organisms 
have been historically reported as causing infection in <5% 
of patients of IE.3,4 This case report describes the atypical 
presentation of infective endocarditis due to a rare organism.

CASE PRESENTATION

An 80-year-old man with St. Jude’s prosthetic mitral valve 
replacement done in 2009, with a history of Alzeimer’s 
dementia and stroke, presented with bright red blood per 
rectum and palpitations. He was fatigued and felt unwell for 
nearly 6 weeks before the presentation. He lives with his 
wife at home and had a dental procedure 2 months before 
the presentation. He was given prophylactic amoxicillin for 
5 days after the procedure. In the emergency room, he was 
found to be diaphoretic, pale and drowsy. He was hypoten-
sive to systolic blood pressure of 70 mm Hg and tachycardic 
to 150/min. On exam, he was pleasantly confused and ori-
ented to person and place only. Oral examination revealed 

grossly poor dentition with dental caries. Cardiovascular 
exam showed a holosystolic murmur in the left 5th intercos-
tal space medial to the nipple area. Initially the EKG looked 
like supraventricular tachycardia and after adenosine therapy  
the atrial fibrillation was clearly evident.

He was resuscitated with intravenous fluid boluses; the 
laboratory tests showed severe anemia with a haemoglobin 
of 6.4 g/dl and supratherapeutic INR of 5.4. He was trans-
fused with 3 units of fresh frozen plasma and 3 units of 
packed red blood cells. During the hospitalization, he had 
a temperature of 102 degrees Fahrenheit; the blood culture 
was done which showed gram-negative bacteria in two bot-
tles. He was started on intravenous ceftriaxone empirically. 

The microbiology studies showed specific characteristics 
like cluster of gram negative bacilli and a waxy growth on 
the blood culture bottle. [Figure 1] Biochemical tests showed 
specific indole positivity which differentiates from other 
HACEK group of organisms.

The transthoracic echocardiogram done initially showed 
a normal ejection fraction without any obvious vegetations. 
The trans-esophageal echocardiogram done due to high sus-
picion for IE showed a mobile vegetation of approximately  
1 cm in size adherent to atrial surface of the mitral valve. 
But the patient didn’t have any significant mitral regur-
gitation and there was no evidence of valve dehiscence 

Figure 1. Gram stain of blood showing gram-negative bacilli in clusters.
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or abscess or valve rupture. [Figure 2 & 3]
The patient was treated for 6 weeks with  

intravenous ceftriaxone and surgical treat-
ment was not indicated. He recovered well in 
a rehabilitation facility.

DISCUSSION

IE with Cardiobacterium hominis, a member 
of the HACEK group of microorganisms, is 
usually insidious in onset, with a prolonged 
subacute course characterized by leukocyto-
sis, anemia, splenomegaly, embolic phenom-
ena, congestive heart failure and weight loss. 

C. hominis endocarditis is known for a 
spectrum of unusual clinical presentations, 
non-specific symptoms and protracted clinical 
course. It has been reported to occur after den-
tal procedures, upper GI endoscopy and colo-
noscopy. Incidence among elderly patients 
are higher due to the above risk factors and 
increased use of prosthetic valves and devices 
implants. Other rare presentations include 
septic arthritis, mycotic aneurysm, congestive 
heart failure and acute coronary syndrome. 

C. hominis produces indole and is oxidase- 
positive. It ferments glucose, sorbitol, man-
nose, sucrose and, in most cases, maltose 
and mannitol. It does not demonstrate ure-
ase, catalase, nitrate reductase, phenylala-
nine deaminase, beta galactosidase, lysine 
decarboxylase, ornithine decarboxylase or 
arginine dihydrolase activity. These character-
istics help distinguish it from other members  
of the HACEK group.10

Although C. hominis is of relatively low 
virulence, endovascular infection compli-
cates 95% of all cases of bacteremia, with 
the aortic valve being most commonly 
affected.5,6 Peripheral and central nervous sys-
tem emboli occur frequently in C. hominis 
endocarditis, noted in 51% and 21% of cases, 
respectively, especially when the aortic valve 
is involved.5,7,8 Prognosis is generally favourable, with a 93% 
cure rate for both native and prosthetic valve infection.5 
A third-generation cephalosporin is the drug of choice for 
infection with HACEK organisms.9

Most often this disease has a chronic clinical course and 
requires prolonged antibiotic therapy. Association of atrial 
fibrillation with C. hominis endocarditis is rare and can be 
present either at the time of presentation or develop after 
hospitalization. This case report illustrates the atypical pre-
sentation of rare case of C. hominis subacute bacterial endo-
carditis (SBE) and also stresses the recognition of important 
risk factors like poor dentition, prosthetic valves in elderly 
patients for prompt diagnosis of prosthetic valve endocarditis.
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Figure 2. Vegetation on the mitral valve seen on transesophageal echocardiogram 

Figure 3. Mobile vegetation prolapsing (arrow) into the left atrium with mild mitral regur-

gitation by transesophageal echocardiogram.

W W W. R I M E D . O R G  |  R I M J  A R C H I V E S  |  J U LY  W E B P A G E J U LY  2 0 1 6 R H O D E  I S L A N D  M E D I C A L  J O U R N A L   25

http://www.rimed.org/index.asp
http://www.rimed.org/rimedicaljournal-archives.asp
http://www.rimed.org/rimedicaljournal-2016-07.asp


CASE REPORT

7. Chentanez T, Khawcharoenporn T, Chokrungvaranon N, et 
al. Cardiobacterium hominis endocarditis presenting as acute 
embolic stroke: A case report and review of the literature. Heart 
Lung. 2011;40:262–9.

8. Lena TS, De Meulemeester C. A case of infective endocarditis 
caused by C. hominis in a patient with HLAB27 aortitis. Can J 
Neurol Sci. 2009;36:385–7. 

9. Baddour LM, Wilson WR, Bayer AS, et al. Infective endocarditis: 
Diagnosis, antimicrobial therapy, and management of complica-
tions: A statement for healthcare professionals from the Com-
mittee on Rheumatic Fever, Endocarditis, and Kawasaki Disease, 
Council on Cardiovascular Disease in the Young, and the Coun-
cils on Clinical Cardiology, Stroke, and Cardiovascular Sur-
gery and Anesthesia, American Heart Association.Circulation.  
2005;111:394–434.

10. Wormser GP, Bottone EJ. Cardiobacterium hominis: Review of 
microbiologic and clinical features. Rev Infect Dis 1983;5:680-91.

Author
Karuppiah Arunachalam, MD, Clinical Instructor in Medicine,  
Department of Internal Medicine, The Warren Alpert Medical 
School of Brown University, Providence, Rhode Island.

Disclosures
None

Correspondence
Karuppiah Arunachalam, MD
Department of Hospital Medicine
Alpert Medical School of Brown University
593 Eddy Street
Providence, RI 02903
Karunachalam@lifespan.org

W W W. R I M E D . O R G  |  R I M J  A R C H I V E S  |  J U LY  W E B P A G E J U LY  2 0 1 6 R H O D E  I S L A N D  M E D I C A L  J O U R N A L   26

mailto:Karunachalam@lifespan.org
http://www.rimed.org/index.asp
http://www.rimed.org/rimedicaljournal-archives.asp
http://www.rimed.org/rimedicaljournal-2016-07.asp

	COVER
	CONTENTS-Features
	CONTENTS-News, People
	CONTENTS-Contributions, Public Health
	COMMENTARY-Friedman
	WE ARE READ EVERYWHERE-Readers' photos
	CONTRIBUTION-Dang
	CONTRIBUTION-Bhattarai
	CONTRIBUTION-Gil
	CONTRIBUTION-Alang
	CASE REPORT-Arunachalam
	CASE REPORT-Ashraf
	EMERGENCY MEDICINE CPC
	HEALTH-Vital Statistics
	RIMS NEWS
	NEWS
	PEOPLE-Appointments, Recognition, Obituaries
	HERITAGE

