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ABSTRACT 
 

Objective: To study the modes of presentation, precursor lesions, complications and other clinical 
parameters related to infective endocarditis. 
Study design: Case series 
Place and duration of study: The study was conducted in the department of Cardiology and in 
Medical unit 4 at Bahawal Victoria Hospital Bahawalpur from 1

st
 April 2010 to 30

th
 September 2012. 

Methodology: The data was collected regarding the symptoms of the disease, its complications, 
predisposing factors and the site of involvement. All the patients with a possibility of infective 
endocarditis were subjected to trans-thoraccic echocardiography. Blood cultures were also sent. Data 
was analyzed using SPSS version 10. 
Results: A total of 86 patients were enrolled. In the study population, fever was the most common 
clinical presentation (87%). Mitral valve was the most commonly affected site (55% of patients). Most 
of the patients (77%) were having rheumatic valvular heart disease as the precursor lesion. 
Conclusion: Most of the patients presented with fever. The prevalence of rheumatic heart disease and 
embolic complications was much higher. 
Keywords: Infective endocarditis, Rheumatic heart disease 

 

INTRODUCTION 
 

Endocarditis is a bacterial or fungal infection of the 
valvular or endocardial surface of the heart

1,11
. The 

prototypic lesion of infective endocarditis, the 
vegetation, is a mass of platelets, fibrin, micrcolonies 
of microorganisms, and scant inflammatory cells

2
. 

Infection most commonly involves heart valves (either 
native or prosthetic) but may also occur on the low 
pressure side of the ventricular septum at the site of 
a defect, on the mural endocardium where it is 
damaged by aberrant jets of blood or foreign bodies, 
or on intracardiac devices themselves

2
.
 

Common 
organisms responsible usually include Streptococcus 
viridins group, Enterococcus, Staphylococcus aureus 
and Streptococcus epidermis

1-5
. Other organisms 

have been reported rarely and include anaerobic 
gram-negative bacilli, Coxiella burnetti, Chalamydia, 
Candida, Aspergillus and Histoplasma

4
. Group A 

Beta-haemolytic Streptococcus (GABS), 
Streptococcus pyogens is an uncommon cause of 
infective endocarditis

4
. Predisposing cardiac 

conditions are valvular disease, rheumatic fever, 
history of endocarditis, congenital heart disease and 
pacemaker wires

4
. Infective endocarditis (IE) is 

associated with a number of complications
6
. 

Peripheral systemic embolism is a common and  
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serious complication of infective endocarditis linked 
to migration of vegetations

6,7
. Transthoracic 

echocardiography is economical, easily available and 
specific in diagnosing endocarditis

8,9
  

Despite advances in medical, surgical and 
critical care interventions, infective endocarditis 
remains a disease that is associated with 
considerable morbidity and mortality.

4,10,12,13
 

Therefore timely diagnosis and appropriate 
management, medial or surgical, is necessary. For 
uncomplicated infective endocarditis medical 
management may be considered sufficient whereas 
guidelines, not backed by evidence from randomized 
trials, strongly recommend urgent surgery for patients 
with infective endocarditis and congestive heart 
failure due to valvular regurgitation

14,15
. 

 

METHODOLOGY 
 

The study was conducted in the department of 
Cardiology and in Medical unit 4 at Bahawal Victoria 
Hospital Bahawalpur from 1

st
 April 2010 to 30

th
 

September 2012. All patients with the diagnosis of 
infective endocarditis based upon the Duke’s 
criteria

1,2,5
 were enrolled in the study. The data was 

collected regarding the symptoms of the disease 
(fever, weight loss, anorexia, nausea, arthralgias or 
myalgias, headache, fatigue etc), its complications 
(petechiae, Osler nodes, Janeway lesions, Roth’s 
spots, subconjunctival hemorrhage, splinter 
hemorrhages, splenomegaly, cerebral embolism etc), 
predisposing factors and the site of involvement. All 
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the patients with a possibility of infective endocarditis 
were subjected to trans-thoracic echocardiography. 
Blood cultures were also sent. Patients with a strong 
suspicion of alternative diagnosis were excluded. 
 

Duke’s Criteria for Infective Endocarditis 
 
Major Criteria 

 Positive echocardiography 
 Positive blood culture 

Minor Criteria 
 Predisposing conditions 
 Fever > 370 C 
 Vascular phenomenon 
 Immunologic phenomenon 
 Suggestive echocardiogram 
 Ambiguous blood culture 

Diagnosis of infective endocarditis requires two major, or one major 
and three minor or five minor criteria. 

The data was analyzed using SPSS version 10. The 
frequencies and percentages of different clinical 
parameters were calculated. 
 

RESULTS 
 

During the study period, 86 patients were enrolled. In 
the study population, fever was the most common 
clinical presentation (87%), followed by anorexia, 
chills and sweats, fatigue, nausea and weight loss 
(Table 1). Mitral valve was the most commonly 
affected site (55%, n=47) as shown in Fig 1. Most of 
the patients (77%, n=66) were having rheumatic 
valvular heart disease as the precursor lesion (Fig 2). 
The data regarding the frequency of various 
complications and systemic features of the disease is 
given in Table 2. 

 
Fig.1: Site of Endocardial Involvement 
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Fig.2: Prevalence of precursor lesions for Infective Endocarditis 
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Table 1: Frequency of presenting clinical features 

Clinical Parameters %age 

Fever 87 

Anorexia 44 

Chills and sweats 56 

Fatigue 33 

Nausea 27 

Weight loss 15 

Headache 23 

Arthralgias and myalgias 12 

 
Table 2: Prevalence of complications 

Parameter %age =n 

Splenomegaly 32.5 28 

Petechial rash 4.6 4 

Osler’s nodes 8.1 7 

Janeway lesions 6.9 6 

Splinter hemorrhage 10.5 9 

Subconjunctival hemorrhage 12.8 11 

Roth’s spots 5.8 5 

Cerebral embolism 19.8 17 

Peripheral embolism 13.9 12 

 

DISCUSSION 
 

Infective endocarditis is an uncommon, but not rare, 
disease affecting about 10,000 to 20,000 persons in 
the United States each year

16
. Systemic embolism, 

which occurs in approximately one third of patients 
with infective endocarditis and involves the central 
nervous system in up to 65%, is the second most 
common cause of death, after congestive heart 
failure, in this patient population

17
. The risk of 

embolism has been reported to be particularly high 
during the first week after diagnosis

18,19
. In our study, 

mitral valve was the most commonly involved site in 
infective endocarditis while a study by Netzer et al

20
 

reported aortic valve to be the most commonly 
affected part. The limitation of the study was that it 
was a single center study conducted at a teaching 
hospital in southern Punjab, so not even a single 
case of prosthetic valve endocarditis was 
encountered during the study period. As the 
rheumatic heart disease is prevalent in this part of the 
country, so rheumatic valvular lesions were the most 
common precursor lesions of infective endocarditis, 
congenital heart disease occupying the second place 
in our study population. Cerebral embolism was 
documented in 19.8% of the patients which was 
higher as compared to that reported by Netzer et al 
(9%)

20
.  

 

CONCLUSION 
 

Most of the patients with infective endocarditis 
presented with typical symptoms of fever. Rheumatic 
heart disease was much more prevalent in our study 

as compared to earlier published data. Risk of 
embolic complications was also relatively high. 
 

REFERENCES 
 

1. Brian SS. Bacterial & chlamydial infections. In: 
Stephen JM, Maxine AP. Current medical diagnosis & 
treatment. New York: Mc Graw Hill; 2011. p.1357-
1400. 

2. Adolf WK. Infective endocarditis. In: Fauci AS, 
Braunwald E, Kasper DL, Hauser SL, Longo DL, 
Jameson JL, et al. editors. Harrison’s principles of 
internal medicine. 17th Ed. New York: McGraw Hill; 
2008. p. 789-798. 

3. Houghton T, Kaye GC, Meigh RE. An unusual case of 
infective endocarditis. Postgrad Med J 2002; 78: 290-
1. 

4. Aysha A, Tariq M. Beta-Hemolytic Streptococcus 
Group A Endocarditis: A Rare Clinical Presentation. J 
Coll Physicians Surg Pak  2008; Vol. 18 (1): 37-39. 

5. Bruce KS, Michael HC. Infective endocarditis. In: 
Michael HC. Current diagnosis & treatment 
(Cardiology). New York: Mc Graw Hill; 2009. p.137-
152. 

6. Javaid AK, Ziauddin P, Fayyaz M, Kashif S. Infective 
Endocarditis: A Rare Cause of Acute Coronary 
Syndrome. J Coll Physicians Surg Pak 2012; Vol. 22 
(4): 248-249. 

7. Roxan CJ, Weekes AJ. Acute myocardial infarction 
caused by coronary embolism from infective 
endocarditis. J Emerg Med 2011; 40; 50:509-14. Epub 
2008 Oct 23. 

8. Javaid AK, Basharat A, Tariq M, Faisal A, Jawaid AS, 
Zafer HB. Salmonella Typhi Infection: A Rare Cause of 
Endocarditis. J Coll Physicians Surg Pak 2011; Vol. 21 
(9): 559-560. 

9. Bonow RO, Carabello BA, Chatterjee K, de Leon AC 
Jr, Faxon DP, Freed MD, et al. 2008 Focused update 
incorporated into the ACC/AHA 2006 guidelines for the 
management of patients with valvular heart disease: a 
report of the American College of Cardiology/American 
Heart Association Task Force on Practice Guidelines 
(Writing Committee to Revise the 1998 Guidelines for 
the Management of Patients With Valvular Heart 
Disease): endorsed by the Society of Cardiovascular 
Anesthesiologists, Society for Cardiovascular and 
Intervention, and Society of Thoracic Surgeons. 
Circulation 2008; 118:e523. Epub 2008 Sep 26. 

10. Baddour LM, Wilson WR, Bayer AS, Fowler VG Jr, 
Bogler AF, Levison ME, et al. Infective endocarditis: 
diagnosis, antimicrobial therapy, and management of 
complications: a statement for healthcare 
professionals from the Committee on Rheumatic 
Fever, Endocarditis, and Kawasaki Disease, Council 
on Cardiovascular Disease in the Young, and the 
Councils on Clinical Cardiology, Stroke, and 
Cardiovascular Surgery and Anesthesia, American 
Heart Association: endorsed by the Infectious 
Diseases Society of America. Circulation 2005; 
111(23):e394-434. 

11. Christopher HC, Elias A, Adolf WK. Bacterial 
Endocarditis: The Disease, Treatment, and Prevention. 



 

P J M H S  VOL .7  NO.1  JAN – MAR  2013   179 

Circulation 2003; 107:e185-e187. Available from: 
http://circ.ahajournals.org/ content/107/20/e185. 

12. Kang DH, Kim YJ, Kim SH, Sun BJ, Kim DH, Yun CY, 
et al. Early Surgery versus Conventional Treatment for 
Infective Endocarditis. N Engl J Med 2012; 366:2466. 

13. Mylonakis E, Calderwood SB. Infective endocarditis in 
adults. N Engl J Med 2001; 345:1318-30. 

14. Gordon MS, Pettersson GB. Native-Valve Infective 
Endocarditis — When Does It Require Surgery?. N 
Engl J Med 2012; 366:2519-21. 

15. Habib G, Hoen B, Tornos P, et al. Guidelines on the 
prevention, diagnosis, and treatment of infective 
endocarditis (new version 2009): the Task Force on 
the Prevention, Diagnosis, and Treatment of Infective 
Endocarditis of the European Society of Cardiology 
(ESC): endorsed by the European Society of Clinical 
Microbiology and Infectious Diseases (ESCMID) and 
the International Society of Chemotherapy (ISC) for 
Infection and Cancer. Eur Heart J 2009;30:2369-2413. 

16. Bayer AS, Scheld WM. Endocarditis and intravascular 
infection. In: Mandell GL, Bennett JE, Dolin R, eds. 
Principles and Practice of Infectious Diseases. 5th ed. 
Philadelphia, Penn: Churchill Livingston; 2000:857–
902. 

17. Habib G. Management of infective endocarditis. Heart 
2006;92:124-130. 

18. Prendergast BD, Tornos P. Surgery for infective 
endocarditis: who and when?. Circulation 
2010;121:1141-1152. 

19. Thuny F, Di Salvo G, Belliard O, et al. Risk of 
embolism and death in infective endocarditis: 
prognostic value of echocardiography: a prospective 
multicenter study. Circulation 2005;112:69-75. 

20. Netzer ROM, Zollinger E, Seiler C, Cerny A. Infective 
endocarditis: clinical spectrum, presentation and 
outcome. An analysis of 212 cases 1980–1995. Heart 
2000;84:25–30.

 

 

http://circ.ahajournals.org/

