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Abstract

It is rare in patient with infective endocarditis associated with spondylodiscitis. Herein, we report
a case of 35-year-old male with intravenous heroin addiction representing community-acquired
Achromobacter xylosoxidans native tricuspid valve endocarditis with spondylodiscitis as his early pre-
sentation and treatment failure in medical therapy. Early recognition of the relationship between infec-
tive endocarditis and spondylodiscitis is a key to successful treatment. This case also reminds clini-
cians about the unusual presentation of infective endocarditis due to Achromobacter xylosoxidans

(J Intern Med Taiwan 2007; 18: 212-216)
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Introduction

Although infective endocarditis in association
with spondylodiscitis is rarely observed, it does ex-
ist between them'™. Low back pain may be the only
symptom preceding the clinical evidence of infective
endocarditis™. Early diagnostic intervention with
echocardiography to the patients with spondy-
lodiscitis accompanying with bacteremiawill lead to
successful treatment. Achromobacter xylosoxidansis

uncommonly recovered as a human pathogen, but it
can cause various diseases in immunocompromised
host™. To date, few cases of infective endocarditis
caused by Achromobacter xylosoxidanshavebeenre-
ported on Medline search. Here, we document an un-
usual case of community-acquired native tricuspid
valve infective endocarditis due to Achromobacter
xylosoxidansin a35-year-old male of parenteral drug
abuser manifesting as spondylodiscitis.

Correspondence and requests for reprints : Dr. Ching-Huei Yang

Address : Section of Infectious Diseases, Department of Internal Medicine, Lo-Tong Poh-Ai Hospital, 83 Nan Chang St, Lo-Tong, llan, 265

Taiwan, ROC



Infective Endocarditis Caused by Achromobacter Xylosoxidans Associated with Spondylodiscitis 213

Case Report

A 35-year-old man presented with a 2-week his-
tory of low back painwith radiation to hisright thigh.
He had undergone aworkup at outpatient department
with the impression of herniation of intervertebral
disc. Two years ago, he had received conservative
therapy with appropriate antibiotic for spondy-
lodiscitis at L5/S1 under the diagnosis by magnetic
resonance imaging (MRI) and positive culture of
Enterobacter aerogenes from computed tomography
guided biopsy. The laboratory data disclosed nega-
tiveblood culturesand normal hemogram at that time.
Moderate to severe tricuspid regurgitation and mitral
valve prolapse were identified by transthoracic
echocardiography inanext hospitalization dueto bac-
teremic (Acinetobacter Iwoffii) cellulitis over hisleft
foot about oneyear ago. Hehad history of intravenous
heroin addiction without interruption until this ad-
mission. He drank alcoholic beverages in moderate
amount. During the present illness, he was afebrile.
Limitation of movement on his back with difficult
bending and turning around were complained.
Remaining findings on the review of systems were
unremarkable.

On admission, physical examination revealed
anemic conjunctivaeand tendernessto pal pation over
L4-S1. His body temperature was 36.2°C. He ap-
peared to be awell-nourished, middle-aged man who
was alert and oriented. His lungs were clear to aus-
cultation. Cardiovascul ar examinationrevealsarapid
heart rate of 124 times per minute and agrade I11/V |
systolic murmur with gallop rhythm in his left low
sternal border. Positive Patrick test on right side pre-
sented, the remaining neurological examination was
normal. There was no skin lesion including rash, pe-
techiae or ecchymosis. The remainders of the exam-
ination were otherwise unremarkable. Laboratory
findings showed an erythrocyte sedimentation of
119mm/1* hour, >140 mm/2™ hour, C reactive pro-
tein (CRP; nephelometry) 16.8 mg/dL, hemoglobin

7.7 mg/dL, hematocrit 24.0%, and awhite blood cell
count of 8.8x 10°/L with 85.7% polymorphonucl eo-
cytes. Theresults of other routine laboratory investi-
gations and a chest radiograph were normal.
Serologic tests for HIV, syphilis and hepatitis B in-
fection were negative, but positive test for hepatitis
Cinfection. A roentgenographic study of the lumbar
spine showed lumbar spondylosiswith multiple spur
formations and irregular contour at end plates of L5-
S1. MRI of spine confirmed spondylodiscitis with
typical finding (Figurel). He received intravenous
cephalothin (1.0 gm 3 times daily) initialy. On day
3, he began to develop increasing fever accompany-
ing with worsening pain on his back. Empirical an-
timicrobial therapy with piperacillin/tazobactam (4.5
gm4timesdaily) plusamikacin (500 mg 2 times dai-
ly) were started. Two blood cultures were positive
for Achromobacter xylosoxidans 2 days later.
Susceptibility study showed that the strain was sus-
ceptible to ampicillin/sulbactam, ceftazidime,
piperacillin/tazobactam, trimethroprim/sul-

Fig.1.Sagittal MRI demonstrating abnormal signal in-
tensity in L4-5 endplate and intervertebral disc and
an old insult of irregular destructive lesion in the
L5-S1 endplate with mild fusion between L5 and
S1 vertebra.
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famethoxazole, flomoxef, levofloxacin, and was re-
sistant to aminoglycosides. Antibiotic therapy with
piperacillin/tazobactam (4.5 gm 4 times daily) in ac-
cordancewith the antimicrobial susceptibility testing
was continued. The fever declined gradually after
treatment for 3 days. Although the appropriateintra-
venous antibiotics were prescribed to him for amost
2 weeks, repeated blood cultures yielded the same
bacteria. Therefore, thispatient underwent atranstho-
racic echocardiography examinationandit provedthe
diagnosis of infective endocarditis with the finding
of avegetation about 1.5t0 1.1 cmin size attached to
thetricuspid valve. Meanwhile, abnormal findings of
left ventricle diastolic dysfunction (grade I1), mild
mitral valve prolapse, severetricuspid valve regurgi-
tation, and dilated right antrium and ventricle were
identified on this examination. Subsequently, antibi-
otic was shifted to ceftazidime with adose of 2.0 gm
3 times daily due to the limited response to
piperacillin/tazobactam. The fever and the value of
CRP declined steadily, accompanying with improve-
ment of his daily activity and pain in the following
hospitalization. Antibiotic therapy of ceftazidime
was maintained for 4 weeks. Thefollowing blood cul -
tures became sterile and the value of CRP and
hemogloblin returned to normal in the following
check-up. But the vegetation on tricuspid valve re-
mained without decreasing size in the follow-up ex-
amination of transthoracic echocardiography. At that
time, surgical intervention for infective endocarditis
was considered by cardiovascular surgeon, but this
patient refused. He was discharged with stable con-
dition after atotal of 49-day hospitalization includ-
ing a 6-week course of appropriate intravenous an-
timicrobial therapy. After discharge, henever showed
up until one month later when hevisited at outpatient
department with the complaintsof recurrent fever and
chest pain. Increasing size of thevegetation on histri-
cuspid valve was observed by a repeated transtho-
racic echocardiography. The CRP rose significantly
with avalue of 22 mg/dL. Blood cultures were posi-
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Fig.2.Chest roentgenogram represents a patchy infil-
tration over right middle lung and cardiomegaly in
his 2™ hospitalization.

tive again for Achromobacter xylosoxidans with the
same antibiogram comparing with the previous cul-
tures. Antimicrobial therapy was adjusted to imipen-
em (500 mg 4timesdaily). At the sametime, hischest
roentgenogram represented a patchy infiltration over
right middle lung that was considered to be either a
pneumonic patchy or an embolic event (Figure 2).
Thereafter, he wastransferred to amedical center for
surgical intervention.

Discussion

Although the muscul oskeletal involvement onin-
fective endocarditis had been addressed before, it is
uncommon to find patients presenting with spondy-
lodiscitis and infective endocarditis concomitantly™ .
The reported prevalence rates were from 5 to 44%"°.
But it could be under estimated according to the re-
cent study”. The muscul oskeletal symptoms may ex-
ist for a long time before the diagnosis of spondy-
lodiscitis and infective endocarditis*®. Gram positive
cocci, especialy the Sreptococcus species are the
most common causative agents in patients with this
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combined infections™. MRI remains the most sensi-
tiveimage modality for diagnosing spondylodiscitis,
even in the very early stage of disease™. Disc cul-
ture is indicated if the patient with spondylodiscitis
has negative blood culture because of the unpre-
dictable pathogen. It is unclear about the precise
mechanism of the pathogenesis and the relationship
between them. Microemboli, immunol ogic-mediated
complexes deposit or direct destruction by bacteria
via bacteremia could be the possible cause™. In this
regard, we do not know where the origin of infection
is, either the bony lesion or the valvular lesion.
Nevertheless, previous valvular disease is docu-
mented to be prone to infective endocarditis in pa-
tients with spondylodiscitis™. In this patient, the
problem of spondylodiscitis happened to him for
twice. The causative agents were different. The con-
taminated mineral water used by heroininjectionwas
considered to betheinfectious source. Itislikely that
the previous abnormality in his tricuspid valve (re-
gurgitation) that might be damaged by his repeated
parenteral drug use predisposed him to get infective
endocarditis. This patient had a picture of chronic
anemiathat did not present before. He might havethe
problem of infectiveendocarditisfor quite sometime,
but he did not know it because of the insidious symp-
toms. Subsequently, seeding of the bacteria to spine
induce bony pain to alert him. Thereby, it is note-
worthy to emphasize that the bony symptoms might
manifest asthe early sign of the infective endocardi-
tis and it is wise to check echocardiography while
having positiveblood culturein patientswith spondy-
lodiscitis, particularly those of having prior valvular
diseases"™.

Achromobacter xyl osoxidansisagram-negative
motile bacillus which is uncommonly isolated from
clinical specimens, and usually it is considered to be
an opportunistic pathogen™. Most of the patients
withthisbacterial infection are hospital-acquired and
have underlying diseases, including diabetes melli-
tus, renal insufficiency, acoholism, malignancy, tu-

7-10

berculosis, or endogenous immunosuppressant”.
The most common clinical spectrum of
Achromobacter xylosoxidans infection includes bac-
teremia, pneumonia, biliary tract infection, urinary
tract infection, wound infection, and peritonitis™.
With regard to these factors, this patient's evolution
wasunusual because of hisimmunocompetent status,
the infection of community-acquired, and the un-
common causative agent. Medical therapy with ap-
propriate antimicrobial for infective endocarditiswas
failed in this patient, although spondylodiscitis seem
responded well to it. It suggests the need for adjunc-
tive surgical therapy early if Achromobacter xy-
losoxidans infective endocarditis, even though in-
volved in the right-sided native valve without em-
bolic complication, is encountered in clinic.

It is hoped that more understanding the rela-
tionship between infective endocarditis and spondy-
lodiscitis will lead to early diagnosis and successful
treatment. Echocardiography should be performed as
routine in such situation. In addition, to be aware of
the potential role of Achromobacter xylosoxidansin
causing infective endocarditis, especially in patients
with intravenous drug addiction, is stressed.

References

1.Mulleman D, Philippe P, Senneville E, et a. Streptococcal and
Enterococcal spondylodiscitis (Vertebra osteomyelitis). High
incidence of infective endocarditis in 50 cases. J Rheumatol
2006; 33: 1: 91-7.

2.LeMoa G, Roblot F, Paccalin M, et al. Clinical and |aboratory
characteristics of infective endocarditis when associated with
spondylodiscitis. Eur JClin Microbiol Infect Dis2002; 21: 671-
5.

3.Morélli S, Carmenini E, Caporossi AP, et a. Spondylodiscitis
and infective endocarditis: case studies and review of literature.
Spine 2001; 26: 499-500.

4.Harkonen M, Olin PE, Wennstrom J. Severe backache as a pre-
senting sign of bacterial endocarditis. Acta Med Scand 1981;
210: 329-31.

5.Churchill MA, Geraci JE, Hunder GG. Musculoskeletal mani-
festations of bacterial endocarditis. Ann Intern Med 1977; 87:
754-9.

6.Roberts-Thompson PJ, Rischmueller M, et al. Rheumatic
manifestations of infective endocarditis. Rheumatol Int 1992,
12: 61-3.



216 C. H.Yang, N. C. Shih,and D. C.T. Lu

7.Aisenberg G, Rolston KV, Safdar A. Bacteremia caused by
Achromobacter and Al caligenes speciesin 46 patientswith can-
cer (1989-2003). Cancer 2004; 101: 2134-40.

8.Gomez-Cerezo J, Suarez |, Rios JJ, et al. Achromobacter xy-
losoxidans bacteremia: a10-year anaysisof 54 cases. Eur JClin
Microbiol Infect Dis 2003; 22: 360-3.

9.Legrand C, Anaissie E. Bacteremia due to Achromobacter xy-
losoxidansin patientswith cancer. Clin Infect Dis1992; 14: 479-
84.

10.Igra-Siegman Y, Chmel H, Cobbs C. Clinical and laboratory
characteristics of Achromobacter xylosoxidansinfection. JClin
Microbiol 1980; 11: 141-5.

11.Maiuri F, laconetta G, Gallicchio B, et a. Spondylodiscitis.
Clinical and magnetic resonance diagnosis. Spine 1997; 22:
1741-6.

R AR B 1 895 A BE LB A T
B B R MK

7 % #E

ARILEIE

i@

A 30 R e A

=2

SR R R R A AEA— AR B L ABARLEE RS R o ik > KA
HE BB RBEEERIR BATRE R LAETEABEMEL Bl ZHR
W AN R AR EPTSI B ZR AR - RBRHASHE KR AR - A KL
Bl s AR R R RE XX HETAH LM BEREM L5 AR b o L3R
IR A BT R B LR R E A B SRR o RILZ b RATHHFF 3B KB A

LR bR AT AR BR K BIRE -



