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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 haemolyticus. Mitral valve regurgitation stage I11. 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 (1V) 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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The purpose of the work is to investigate

INTRODUCTION one of the manifestations of IE in the form of

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 «masksy) in addition to the classical
manifestations of IE.

OBJECTIVES
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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;
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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 «Munici-
pal clinical multidisciplinary hospital Ne 17» 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.

Obijective examination. General condition is
stable. Consciousness is clear, posture is restric-
ted 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 1.5cm
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.
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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 granulation 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. Vegetation. Defect of the MV
leaflet. Low degree dilatation of the left atrium
cavity. MV regurgitation stage Ill. 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 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.

Our patient received antibiotic therapy
(meropenem 1 g 3 times daily IV, linezolidine
600 mg 2 times daily per os) for 4 weeks, as
well as detoxification, cardiotropic, antiplatelet
and anticoagulant therapy. Among the side
effects during the treatment dizziness was
noted. 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
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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 (24 % of
patients), vascular (1.2-3% of patients),
hematological (1.6-2.2% of patients), «acute
abdomeny (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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APTPUT SIK MAHI®ECTAIISI IHOEKIIAHOIO EHAOKAPIUTY
Yeaposa K. I

Beryn. JliarHocTHka iH(QEKIIHHOrO EHAOKapAWTY € BaKKUM 3aBJAHHAM JUIs JIIKapiB-KJIiHILKCTIB.
[Ipobnema paHHBOTO BHSBICHHS IH(MEKIIHHOIO EHIOKApPIUTYy CTOITh TOCTPO 4Yepe3 BHCOKHH piBEHb
CMEPTHOCTI Bi/i ILOTO MATOJIOTIYHOTO CTaHy; IO TOTO X, MOPsAA 13 KIACHYHHUMH CHUMIITOMaMH 3aXBOPIOBaHHS
MaroTh MiCIIe aTHIIOBI HOT0 NPOSBH, TaK 3BaHi «MacKnm» iH(PEKLUIHHOro eHOKaAPNTY.

Mera po6orn. Ha mixcraBi KIIHIYHOrO BUNAAKY pO3ISIHYTH OJMH 13 BapiaHTiB MaHigecrauii
1H(EKUIHHOTO eHIOKAPIUTY y BUTJISII MOHOAPTPHUTA.
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Marepianu Ta meroau. /laHi aHamHe3y, J1aDOpaTOpHO-IHCTPYMEHTAILHOTO 00CTeX)eHHs, Pekomennarii
Guidelines for the management of infective endocarditis 2015; Infective Endocarditis in Adults: Diagnosis,
Antimicrobial Therapy, and Management of Complications, AHA 2015 (including update 2016).

PesyabraTu. Ilanientka, 1952 p. H., ckapXuTbcs Ha Ok y mpaBiil cTOmi, JUXOMaHKYy 3 O3HOOOM,
3arajbHy ciaOKicTb. BBaxkae cebe XBOpOrO MPOTAToM 3 THIKHIB. Y 3B 53Ky 3 MOCHIICHHSM OOJIIO Y CTOIi XBOpa
Opuranol0 MIBHAKOI MEIWYHOI JONMOMOrH Oyna JocTaBjieHa /o OaratonpodiJbHOro cramioHapy i
rOCIHiTaJli30BaHa 10 TEparneBTHYHOTO BIAIUICHHS. AHaMHe3 JKUTTS 3aciIyroByBa€ Ha yBary TOMY, IO 3a
MIBPOKH JI0 HaJIXOJUKEHHS JI0 CTalliOHapy XBOPil OyJIO MPOBENEHO MPOLENyPY KIOPETaKy MOPOKHUHN MaTKU
3 METOI0 BHJAJIEHHS MOJlNna eHxoMeTpiro. byB BucTaBneHuii OCHOBHUH JiarHO3: AKTHBHUI OakTepianbHUHA
SHJIOKapIUT MiTPAIbHOTO KIanaHy, BUKIHKaHuil Streptococcus haemolyticus. MitpaneHa perypritais 111 ct.
XponiyHuii kopoHapHui cuHIpoM. CepueBa HEJOCTATHICTH 31 30€pPEkKEHOI0 CKOPOUYYBAIBLHOIO (DYHKIIEO
aiBoro nutyHouka (¢pakuis Bukuny 68 %). NYHA xmac II. CynyTHiit niarHo3: AHeMisl JIETKOTO CTYIEHS.
PeaxktuBuuii aprtput. [edopmyrounii octeoaprpo3 rominkoBoro cyrio0y. [IpoBenena Tepamis BKIIIOYaa:
MepoHeM 1 r 3 pa3u Ha 100y B/B KpamenbHO 1 iHe3omigia 600 Mr 2 pa3u Ha JA€Hb per 0S IPOTIAroM 4 THXKHIB,
JIe3IHTOKCUKAlIiHY, KapIiOTPOIHY, aHTHAarperaHTHy Ta aHTHKOAryJsIHTHY Tepamiro; iHTiOITOpH MPOTOHHOT
MOMIIH, JIIYPETHKH, IPOTUIPUOKOBI Mpenapary.

BucnoBku. /[liarHoctuka iH(EKUIHOTO €HIOKApIUTY CKIIAJA€ BEJHMKI TPYAHOLI, HE3BaKAlOUM Ha
HAasBHICTb CIELiaJIbHO PO3POOJICHUX JIarHOCTHYHUX KPUTEPIiB. 3 orsiay Ha MosiMopdi3M KITIHIYHUX TPOSBIB
3aXBOPIOBAHHS 1 TOJIIOPTAHHICTh ypa)KeHHs, JIKapsAM-KIiHIUCTaM Ciij OyTH NMUWIBHHUMH LIOJO HasBHOCTI
iH(QEKUIHHOTO eHIOKAPIUTY y MALI€HTIB 3 BIINOBIIHUMHU (PaKTOpaMU pPUBHUKY.

KJIFOY0BI C/I0OBA: indexuiiinmii eHI0KapuT, KIIHIYHA JIarHOCTHKA, apTPUT

IHOOPMALIA ITPO ABTOPA

YBapoBa Kapuna I'ennagiiBua, acucteHT KadeIpy HpOIENEBTUKH BHYTPINIHBOI MEIMIMHH 1 (i3nmyHoi peabimiTamil
XapkiBcbKOro HamioHaabHOTO yHiBepcurery imeni B. H. Kapasina, rutoma CoGomau, 6, Xapkis, Ykpaina, 61022, e-mail:
karinaguvarova@karazin.ua, ORCID ID: https://orcid.org/0000-0003-3135-0778

APTPUT KAK MAHU®ECTALUSA UHOEKIIUOHHOI'O DQHAOKAPJANUTA
Yeaposa K. I'.

Beenenune. JlnarHocTnka WHQEKIMOHHOTO JHIOKAPIWTA SBISETCS TPYIHOM 3ajadeid Juis Bpadeii-
KHUOUCTOB. [Ipobnema paHHEro BBIIBICHUS MH(EKIIMOHHOTO SHJOKApIHUTa CTOMT OCTPO H3-32 BBICOKOTO
YPOBHSI CMEPTHOCTH OT JIAaHHOTO IIaTOJIOTHYECKOTO COCTOSIHMS; K TOMY JK€, Hapsay C KIaCCHYECKUMH
CHUMIITOMaMH 3a00JICBaHUS HMEIOT MECTO AaTWIHMYHbIE €ro IPOSIBICHHS, TaK Ha3bIBaEMbIE «MACKH»
MH(EKIIMOHHOTO YHAOKapANTa.

Heab padorel. Ha ocHOBaHMM KIMHHYECKOTO Ciydas pacCMOTPETh OJWH M3 BapHaHTOB MaHH(eCTannuu
MH(EKIIMOHHOTO YHI0KAPUTa B BUJIE MOHOAPTPHTA.

Marepuansl W Meroabl. JlaHHBIE aHaMHe3a, J1a00PAaTOPHO-MHCTPYMEHTAIBLHOTO OOCIIEn0BaHuS,
Pexomenpaumu Guidelines for the management of infective endocarditis 2015; Infective Endocarditis in
Adults: Diagnosis, Antimicrobial Therapy, and Management of Complications, AHA 2015 (including update
2016).

Pesyabrarsl. Ilanmmentka, 1952 1. p., npenbsBiser kaaoObl Ha O0ib B NpaBoil CTOINE, JMXOPAAKY C
03H000M, 00m1yt0 cimabocts. Cunraer cedst 00IbHOM B TeUeHUE 3 Henenb. B cBsi3u ¢ ycuieHueM 60 B cTome
OosibHast Opuramoil CKOpoi MeAWIMHCKOW MOMOUIM ObLIa JOCTaBJIE€Ha BO MHOTONPO(MWIBHBIM CTalMOHAp M
TOCHUTAIN3UPOBAHA B TEPANEBTUUECKOE OTAENEHHE. AHAMHE3 KU3HHU IpUMeUaTeNieH TeM, UTO 3a MOJIroja J10
TOCTIUTANIN3aluKl OOJLHOM NMPOBOIMIOCH BHICKAOJIMBAHHUE IOJIOCTH MATKH 110 HOBOJY IOJIMIIA SHIOMETpPHSI.
Bbu1 BEICTaBIEH OCHOBHOM JAnarHo3: AKTHUBHBIM OaKTepHalIbHBIA OSHIOKApIUT MHUTPAIBHOTO KIalaHa,
BBI3BaHHbIA Streptococcus haemolyticus. Murpansnas peryprutauus 111 cr. XpoHuueckuil KOpOHapHbIH
cuaapoM. CepredHas HEJIOCTATOYHOCTh C COXPAaHEHHOH COKpaTHUTENbHOH (YHKIMEH JIEBOrO >KelyIodYKa
(ppaxumst BeIOpOca 68 %). NYHA kmacc II. ComyrcrByrommii nmarHo3: AHEMHs JIETKOH CTETIEHH.
PeaktuBHbIIl apTput. [edopmupyromuii octeoapTpo3 TOJEHOCTOITHOTO cycTaBa. IlpoBexeHHas Tepanus
BKJIIOYaa: MepoHeM 1 T 3 pa3a B CyTKH B/B KalleJIbHO 1 JuHe30auauH 600 Mr 2 pasa B ieHb per 0S B TEUCHHUE
4 Hepmenb AE3MHTOKCHKALIMOHHYIO, KapJUOTPOIHYH0, AHTHArPETaHTHYI0 U AHTUKOATYISIHTHYIO TepalMio;
MHTUOUTOPBI IIPOTOHHOM HOMIIBL, INYPETUKH, IPOTHBOTPUOKOBEIE TIpENapaThl.

BreiBoabl. /InarHoctika MH(EKIMOHHOTO PHAOKApANUTAa COCTABISIET OONBIINE TPYIHOCTH, HECMOTpS Ha
HaJIMYKe CIeaIbHO Pa3pabOTaHHBIX JHArHOCTHUECKUX KPUTEPUEB. YUUTHIBAsK OIUMOP(U3M KIMHUYECKUX
NpOSIBICHUH 3a00J€BaHMS M  IOJUOPIaHHOCTH IOPAKEHUS, BpavyaM-KIMHUIMCTaM CleayeT ObITh
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HACTOPO)KEHHBIMH B OTHOLICHWH WH()EKIHOHHOTO OHHJOKapJHWTa Y TMAaIMEHTOB C COOTBETCTBYIOIUMHU
(akTopamu pucka.

K/IFIOYEBBIE C/I0OBA: vH)eKUNOHHBII 9HIOKapIUT, KIMHUYECKast AMarHOCTHKA, apTPHUT

NHOPOPMALIUA Ob ABTOPE

YBapoBa Kapuna I'enmagbeBHa, accucTeHT Kadeapbl NPONENEBTHKM BHYTpPEHHEH MEIWIMHBI W (U3HIECKOH
peabmranuy XapbKOBCKOTO HalMOHAIBEHOTO yHUBepcuTeTa nMeHu B. H. Kapasuna, miomans CBoGoxsl, 6, Xapekos,
Vkpauna, 61022, e-mail: karinaguvarova@karazin.ua, ORCID ID: https://orcid.org/0000-0003-3135-0778
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