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INTRODUCTION 

Since the discovery of penicillin, the incidence of 

Streptococcus pneumoniae endocarditis has become rare. 

Less than 3 % of infective endocarditis is due 

to S. pneumoniae. Involvement of a native valve is less 

common than prosthetic valves and has been noted  

to be <1%. Aortic valve is the most common valve involved 

with the mitral valve being the second most common. 

Despite the rarity of S. pneumoniae endocarditis in the 

modern era, it is an important differential to keep in mind. 

CASE PRESENTATION 

• A 50-year-old Caucasian male with past medical 

history  of sarcoidosis, COPD, HTN, diabetes mellitus, 

obstructive sleep apnea, and bipolar disorder.  

• The patient presented to the ED as a return visit 2 

days after being discharged for a recent admission of 

S. pneumoniae bacteremia.  

• During the previous hospital admission, the  

transthoracic echocardiogram (TTE) showed EF of  

70-75% with a structurally normal aortic valve.  

• The mitral valve was noted to be moderately calcified 

with trivial regurgitation. CT thorax showed bilateral 

patchy infiltrates. S. pneumoniae blood cultures were 

pan-sensitive.  

• Patient was later discharged home with levofloxacin 

for S. pneumoniae bacteremia and bilateral 

pneumonia.  

• He was readmitted 2 days after discharge with 

complaints of left lower quadrant pain, shortness of 

breath, and inability to get his antibiotic prescriptions 

filled.  

• During the admission, the patient was found  to have a 

new systolic murmur and CT head showed new septic 

emboli (Image 1). 

• TTE was ordered showing an EF of 65%-70%, 

a mitral valve with a moderately calcified annulus and 

severe regurgitation. 

 

 

DISCUSSION 

• A transesophageal echocardiogram (TEE) was then  

done and found to have an apparent small mobile 

vegetation on the atrial aspect of the base of the 

posterior leaflet of the mitral valve (Image 2). 

• After evaluation by both Infectious Disease consultant 

and Cardiothoracic surgeon, it was agreed to treat with 

4-6 weeks of intravenous antibiotics for S. pneumoniae 

endocarditis, then reevaluate for possible mitral valve 

replacement.  

• He was discharged with a long course of intravenous 

ceftriaxone.  

 

• This case report was done to illustrate not only a rare 

cause of endocarditis in the penicillin era, but the 

importance of a history and physical.  

• It has been reported that less than 3% of cases  

of infective endocarditis have been due to  

S. pneumoniae. 

• The lung is the most common portal of entry with  

a classic presentation of Osler’s triad:  

• Pneumonia 

• Meningitis 

• Endocarditis 

• As mentioned above, S. pneumoniae can affect  

native or prosthetic valves and most commonly 

affects aortic valve. There is a high mortality rate  

of 28%-60% for S. pneumoniae endocarditis.  

• S. pneumoniae endocarditis can be aggressive  

and can have an atypical presentation from the 

classic endocarditis.  

• There needs to be a high index of suspicion with 

these cases. It is important to remember that  TTE 

sensitivity is only 40-60% and sensitivity of TEE is 

90%-100%. 

• Without a high index of suspicion, S. pneumoniae 

endocarditis could be missed, which would lead to  

a poor patient outcome. 
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