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Abstract
Infective endocarditis (IE) is a rare life-threatening condition often complicated by splenic emboli with splenic infraction being 

an uncommon presentation. We report a 34-year-old man, presenting with acute left flank pain and fever. Imaging confirmed splenic 
infraction and echocardiography revealed vegetation on a bicuspid aortic valve with grade II aortic insufficiency. Blood cultures 
identified staphylococcus aureus. Initial treatment with ceftriaxone was adjusted to targeted antibiotics but the patient developed 
an ischemic stroke. After six weeks of therapy aortic valve replacement led to improvement. This case highlights the diagnostic 
challenge of IE presenting as splenic infraction and the critical role of early echocardiography and blood cultures in febrile patients 
to prevent severe complications. 
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Introduction

Infective endocarditis (IE) is a rare but serious disease that affects the endocardium and heart valves. It is often caused by a bacterial 
infection, leading to various systemic complications. Of these, septic embolisms are the most common, affecting various organs such as 
the kidneys, brain and spleen [1]. Arteries can become blocked if the build-up of bacteria and blood clots on the valves (called condons) 
break off (become embolus), flow through the bloodstream to other parts of the body, and become lodged in an artery by blocking it [1].

However, splenic infarction remains a relatively unusual clinical presentation of AE. This type of complication can delay diagnosis, 
as symptoms are often nonspecific and can be confused with other abdominal conditions and etiologies without multiples: include 
hematologic malignancies, hypercoagulability states (sickle disease, C and S protein deficiencies, polycythemia vera, lupus anticoagulant, 
use of estrogen malignancies patent foravane, prosthetic heart valves). Autoimmune diseases and collagen vascular diseases have also 
been associated with [2].

In this article, we describe the case of infective endocarditis discovered following a splenic infarction, highlighting the complexity of 
diagnosis and the importance of early management to prevent life-threatening complications.
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Presentation of the Case

A 34-year-old man, with no significant medical history, presented to the emergency room with acute abdominal pain in his left flank, 
associated with fever for several days. On physical examination, marked tenderness of the left hypochondrium is noted, with no evidence 
of hemodynamic instability.

Abdominal ultrasound revealed a hypodense lesion of the spleen, suspected to be a splenic infarction. Abdominal CT confirmed the 
diagnosis.

Given the febrile context and the suggestive symptoms, and as part of the etiological assessment, a transthoracic echocardiography 
performed (confirmed on the transesophageal echocardiography), reveals a vegetation (Figure A) on an aortic bicuspid (Figure B) and an 
IA grade II (Figure C and D). Blood cultures were performed during febrile peaks that had come back positive for Staphylococcus aureus; 
In addition, the gateway is not identified but the patient reveals that he had a tooth inflammation a few weeks before receiving dental care.

Figure A

Figure B
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Figure C

Figure D

The initial course of action was to rehydrate the patient with administration of antipyretic and probabilistic antibiotic therapy based 
on ceftriaxone, which was subsequently changed after the results of the blood culture: dual antibiotic therapy adapted to the antibiogram. 
The evolution was marked by the occurrence of an ischemic stroke, after 6 weeks of antibiotic treatment he benefited from an aortic valve 
replacement with good improvement. 

 Discussion

Infective endocarditis is a rare but potentially fatal condition, especially when it is complicated by septic embolus, as in this case with 
a splenic infarction and a DALY. Symptoms of splenic infarction, such as abdominal pain and fever, are nonspecific, often making initial 
diagnosis difficult. The onset of such a complication may precede other clinical signs typical of AE, such as a heart murmur or obvious 
cardiac symptoms.

Transthoracic echocardiography is usually the first diagnostic modality in suspected cases of infective endocarditis.
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Transesophageal echocardiography is warranted in patients with suspected infective endocarditis who have no evidence of endocarditis 
by transthoracic echocardiography. In addition, transesophageal echocardiography is considered complementary to the positive results of 
endocarditis by transthoracic echocardiography as it allows better visualization of potential cardiac complications such as paravalvular 
abscesses and for preoperative evaluation [3,4].

Blood cultures are, along with imaging, the major criteria for the diagnosis of AE; in our patient, they reveal Staphylococcus aureus (S. 
aureus), which is the most frequently encountered strain of Staphylococcus in human and veterinary pathology. It is a common bacterium 
that can colonize the skin or nose without necessarily causing disease. However, if it enters the body via a cut, scrape, or other skin lesion 
[5].

Treatment consists of antibiotic therapy with cloxacillin 12 g/day in 4 to 6 doses or cefazolin 6 g/day in 3 doses for 4 to 6 weeks [6]; 
our patient was put on ASTAPH 12/J and then surgically treated with mechanical aortic prosthesis. 

This case illustrates the importance of considering AE in the etiological diagnosis of unexplained splenic infarctions, especially in 
a febrile context. Septic emboli from cardiac vegetation are a common complication of IE, and splenic embolisms should be actively 
investigated. Early echocardiography and blood cultures are essential for rapid diagnosis.

Conclusion

This case illustrates the importance of considering AE in the etiological diagnosis of unexplained splenic infarctions, especially in 
a febrile context. Septic emboli from cardiac vegetation are a common complication of AE, and splenic embolisms should be actively 
investigated. Early echocardiography and blood cultures are essential for rapid diagnosis.
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