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Severe brucella endocarditis
good outcome: A case report

on native tricuspid valve with a
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Abstract

Background: Brucellosis causes polymorphic symptoms. Infective
Endocarditis (IE) remains an exceptional location. We report a rare case
of tricuspid brucella endocarditis.

Case presentation: A 48 year old man, with a history of psoriasis, In-
travenous (IV) opiate drug addiction and regular use of raw, unpasteur-
ized milk, presented to the emergency department for fever, myalgia
and painful urination that has been going on for three weeks. On ex-
amination: Respiratory rate was 28 cycle /minute (cpm), oxygene pulse
oxymetry was at 94%, blood pressure was 108/59 mmHg, heart rate
at 130 beats per minute without heart murmur, the patient had nor-
mal consciousness, hepatomegaly at 20 cm, fever at 38.8°C, bilateral
edema of the lower limbs. The electrocardiogram showed sinus tachy-
cardia. Blood test showed: leukocytosis at 11810 E/mm?, hemolytic
anemia with an hemoglobin level at 7 gr/dl, C-reactive protein level
was 361 mg/l, urea=32.8 mmol/l, creatinine=238 umol/I. Cytobacte-
riological urine exam was positive and isolated Enterobacter Cloacae.
The diagnosis of urinary sepsis was made. The computed tomography
showed hepatosplenomegaly with splenic infarction, bilateral nodular
lesions of the pulmonary bases suggestive of septic emboli and sac-
roilitis. Bed side cardiac ultrasound which showed: Tricuspid vegeta-
tion with a moderate tricuspid dysfunction, the cardiac right cavities
were normal. The Blood cultures were positive for Brucella Melitensis.

Antibiotic therapy targeted staphylococcus was changed to the as-
sociation of rifampicin, doxycycline and cefotaxim. After six weeks of
antibiotic therapy size of tricuspid vegetation on cardiac ultrasound
was (31 x 21 mm). The patient had then a valve replacement with a bio
prosthesis and was discharged after two months. Patient had a good
outcome at 6 months control visit.

Conclusion: This case underlines that Brucella Melitensis can be the
cause of a right IE on the native valve. Good outcome is based on with
targeted antibiotic therapy with timely cardiac surgery.
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Introduction

Background: Brucellosis is a worldwide zoonotic infection
caused by a gram-negative intracellular bacillus of the genus
Brucella. Brucellosis is transmitted to humans via consumption
of unpasteurized animal products or inhalation of aerosolized
infected particles and through contact with skin or mucous
membranes of infected animal tissue [1]. It frequently presents
with polymorphic symptoms such as fever and malaise, but can
lead to multiorgan failure [2].

In this article, we report an observation of tricuspid native
brucella endocarditis which needed surgical treatment.

Case presentation

A 48 year old north african man, with a history of psoria-
sis and Intravenous (IV) opiate drug addiction, presented to
the Emergency Department (ED) for fever, myalgia and painful
urination that has been going on for three weeks. The patient
reported the regular consumption of raw, unpasteurized milk.

On examination: Respiratory rate was 28 cycle /minute, oxy-
gene pulse oxymetry was at 94%, blood pressure was 108/59
mmHg, heart rate at 130 beats per minute without heart mur-
mur, the patient had normal consciousness, no sensorimotor
deficit, hepatomegaly at 20 cm, fever at 38.8°C, bilateral edema
of the lower limbs.

The electrocardiogram showed sinus tachycardia

Blood test showed: Leukocytosis at 11810 E/mm? with pre-
dominantly polynuclear neutrophiles, hemolytic anemia with
hemoglobin level at 7 g/dl, with schizocytes and with positive
coombs test, platelets Level was 124000 E/mm?3, C-reactive
protein level was 361 mg/L, acute kidney failure, urea = 32.8
mmol/l, creatinine = 238 pumol/I.

Cytobacteriological urine exam was positive and isolated En-
terobacter Cloacae. The diagnosis of urinary sepsis was made.

The computed tomography showed hepatosplenomegaly
with splenic infarction, bilateral nodular lesions of the pulmo-
nary bases suggestive of septic emboli (Figure 1) and sacroilitis
(Figure 2).

Given the context of drug addiction, prolonged fever, areas
of splenic infarction and septic emboli, we performed a bed side
cardiac Ultrasound which showed: Tricuspid vegetation (34 x 24
mm) with a moderate tricuspid dysfunction, the cardiac right
cavities were normal (Figure 3).

The Probabilistic initial antibiotic therapy targeted Staphylo-
coccus aureus based on oxacillin, gentamycin and ciprofloxocin.

The Blood cultures which were done on specific medium
(Colombia agar) were positive for Brucella Melitensis, \Nright,
Rose Bengal and hepatitis B serologies were positive.

Antibiotic therapy was changed to the association of rifam-
picin, doxycycline and cefotaxim. Solumedrol bolus correspond-
ing to 1 mg/kg/day have been prescribed for hemolytic anemia.

After six weeks of antibiotic therapy size of tricuspid vegeta-
tion on cardiac ultrasound was (31 x 21 mm). The patient had
then a valve replacement with a bio prosthesis after fifty one
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| Figure 1: CT scan.
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\\\Figure 2: Sacroilitis showing septic emboli.
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\ Figure 3: Echocardiography showing vegetation on tricuspid valve.
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days of antibiotic therapy. He was discharged after two months.
Patient had a good outcome after 6 months at follow-up visit.

Discussion

Infective Endocarditis (IE) is an exceptional location of bru-
cella. In a multicenter Greek study over 20 years from different
centers reported an incidence of IE localisation up to 4% among
all Brucella infection [3].

Brucella endocarditis involves the aortic valve in 75% of the
cases followed by an equal 8.3% involvement of each of the fol-
lowing: mitral valve alone, aortic along with mitral valve and
prosthetic valve [4].

In IV drug users, like our patient, the tricuspid valve is the
most affected valve. Injection of drugs results in entry of partic-
ulate into the circulatory system resulting in structural damage
to the endothelium of the valve.
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Right IE on the native tricuspid valve in IV drug users are
frequently due to staphylococcus [5]. Systemic review of the
literature reported the occurrence of Brucella endocarditis in
prosthetic valves or in the left heart but not in a native tricuspid
valve [6]. The germ isolated in our case was Brucella Melitensis,
making our observation extremely rare.

The most common presenting complaint of brucellosis is a
fever of unknown origin associated with night sweats, malaise,
asthenia and arthralgia. About one-third of patients with bru-
cellosis develop focal osteoarticular complications with compli-
cations accounting for more than half of cases [7,8].

The sign suggestive of brucellosis in our case was sacroiliitis,
the symptoms were confused with those of the urinary infec-
tion. The diagnosis of Brucella infection relies on blood cultures
and serological tests. In the literaure blood cultures are positive
only in 40-70% of cases [9]. Microbial identification in our case
was obtained on blood cultures which was done on specific me-
dium (Colombia agar) and on serology. The microbiologist must
be involved in sacroiliitis to initiate the necessary identification
techniques, such as oxidase, catalase and urea tests.

Medical treatment of brucella IE is based on antibiotic
therapy adapted to microbiological data [10]. Mentionned that
large, persistent tricuspid valve vegetations (>20 mm) is an in-
dication of surgical treatment given the risk of recurrent pul-
monary emboli with or without concomitant right heart failure.
Our patient size vegetation was (31 x 21) mm after six weeks
of antibiotic therapy. Surgical treatement was then indicated.
The best results are obtained if valve replacement is combined
with antibiotic therapy [11]. Keshtkar-Jahromi et al. conducted
an extensive review of Brucella IE cases between 1966 and 2011
and concluded that patients who did not undergo surgery have
an increased risk of mortality [12]. However, only a few studies
report successful treatment of native or prosthetic valve IE with
antibiotics alone [13-15].

Although it is rare to have endocarditis caused by Brucella,
nearly 80% of mortality in brucellosis is secondary to endocar-
ditis [16]. In our case the patient had a good outcome after six
months follow up when combining medical and cardiac surgery.

Conclusion

Endocarditis is a rare focal complication of brucellosis, with
a poor prognosis. It can involve prothetic valve, mitral valve but
also native tricupsid valve. Cardiac Bed side ultrasound realised
in the ED allowed quick diagnosis of endocarditis. Emergency
physician should be aware of this rare entity and perform blood
culture as soon as possible and collaborate with microbiologists
at the slightest clinical suspicion.

Treatment often requires a multidisciplinary approach, in-
cluding long-term combination antibiotic regimen and cardiac
surgery.
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