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Case Report

Staphylococcal Endocarditis and Multiple Emboli in a
Patient with Systemic Lupus Erythematosus
CHIANG-HUA LIAO, TSUNG-CHIEH YAO, HUNG-TAO CHUNG, REY-IN LIEN, and JING-LONG HUANG

ABSTRACT. We describe a patient with systemic lupus erythematosus who developed Staphylococcus aureus endo-
carditis following dental work. Multiple brain and cutaneous septic emboli developed despite aggres-
sive antibiotic therapy. (J Rheumatol 2004;31:2305–6)
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Infection is an important risk factor for morbidity and mor-
tality in patients with systemic lupus erythematosus (SLE)
and major infection1 accounts for 32% of deaths in SLE. The
longterm use of corticosteroids and immunosuppressive
agents contributes to this risk2-4. Corticosteroids lead to
fibrotic and retracted cardiac valve leaflet tissue, which
increases the risk of valvular dysfunction and infective endo-
carditis (IE) in patients with SLE5. We describe a patient with
SLE who developed Staphylococcus aureus endocarditis with
multiple brain and cutaneous septic emboli following dental
work.

CASE REPORT
A 12-year-old girl diagnosed with SLE at age 6, who subsequently received
continuous ambulatory peritoneal dialysis because of endstage renal disease,
presented with complaints of fever, dyspnea, tachycardia, severe abdominal
pain, and new malar rashes. Two weeks before admission, she had undergone
several dental procedures. Hypertension and congestive heart failure (CHF),
proven by cardiac echocardiography, worsened progressively.

On admission she was alert with respiratory distress and orthopnea. Her
temperature was 38.6°C, heart rate 125 beats/minute, respiratory rate 35
breaths/minute, and blood pressure 171/97 mm Hg. Bilateral jugular veins
were engorged; decreased breathing sounds in the left lung field and a 3/6
systolic murmur over the left sternal border were heard; her abdomen had
muscle guarding, diffuse tenderness, and rebounding pain. Erythema of bilat-
eral palms and nonpitting edema of both lower extremities were also noted.
Laboratory investigations showed the following: white blood cell count 16.0
× 109/l, hemoglobin 8.9 g/dl, platelet count 110 × 109/l, C-reactive protein
155 mg/l, blood urea nitrogen 123 mg/dl, creatinine 5 mg/dl, albumin 3 g/dl,
creatine kinase 163 U/l, troponin-I 27.5 ng/ml, alkaline phosphatase 119 U/l,
C3 35 mg/dl, and C4 < 5.4 mg/dl. Antinuclear antibody was 1/320 and anti-
dsDNA antibody was 178 IU/ml. Urinalysis revealed hematuria (red blood

cells > 500/µl) and proteinuria (25 mg/dl). Chest radiography showed bilat-
eral increased lung infiltrates and cardiomegaly.

She was initially treated with methylprednisolone pulse therapy, inotrop-
ic agents, and ceftriaxone for a perceived SLE flare, CHF, and bacterial peri-
tonitis. On day 2, transthoracic echocardiography showed poor ejection frac-
tion (49%) and a vegetation, measuring 3.83 cm in circumference and 0.96
cm2 in area, on the posterior leaflet of mitral valve (Figure 1). Vancomycin
was added to her treatment regimen on suspicion of bacterial endocarditis
and the fever subsided within 48 hours. Oxacillin-resistant S. aureus was iso-
lated from 4 separate blood cultures and ceftriaxone was discontinued. No
bacteria were cultured from the urine and peritoneal fluid.

Unexpectedly, fever recurred on day 5 and a generalized tonic-clonic
seizure occurred on the same day. Splinter hemorrhages beneath her finger-
nails and toenails, and Janeway’s lesions on her fingers, palms, and soles
were also noted. Brain computed tomography (CT) showed multiple intracra-
nial hemorrhages and calcifications at the basal ganglion. Phenytoin was
added to control seizure activity. The fever resolved 3 weeks later and a
repeat echocardiogram showed improved ejection fraction (67%) and
decreased vegetation size. Chest radiography also showed both improved
lung infiltrates and a decreased cardiac size. Vancomycin was continued for
6 weeks and she was discharged in stable condition. No vegetation was found
on echocardiogram 2 months later.

DISCUSSION
Among the cardiovascular abnormalities associated with
SLE, Libman-Sacks lesions are the most common endocar-
dial lesions and consist of sterile fibrin and platelet accumu-
lations6. These lesions may change the hemodynamic system
and serve as a nidus for microbial infection, placing patients
at risk of developing IE. Our patient had undergone dental
procedures without receiving antibiotic prophylaxis. Her
nasopharynx might have been inhabited by S. aureus, which
is uncommonly isolated from the oral cavity in some patients
with serious underlying illnesses7. S. aureus might have
entered the bloodstream during the dental work. Host immu-
nity is depressed in patients with SLE as a result of corticos-
teroids and complement deficiency, and abnormalities of the
reticuloendothelial system8, which might contribute to the
impaired clearance of bacteria, leading to the later develop-
ment of IE.

Systemic embolization occurs in 24% to 44% of IE cases,
and up to 65% of embolic events involve the central nervous
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system (CNS)9,10. Intracranial hemorrhage occurs in about
7% of patients with IE, and it often leads to death11. The inci-
dence of embolic complications of IE is the highest among
patients with S. aureus infection of the mitral valve. Most
embolizations occur within the first 2 to 4 weeks of antimi-
crobial therapy12. In our patient, seizure and cutaneous
emboli occurred despite aggressive antibiotic therapy. Brain
CT showed multiple intracranial hemorrhages in the cortical
and subcortical areas that may be caused by lupus vasculitis
of the CNS or cerebral emboli. Notably, the seizure was asso-
ciated with the occurrence of splinter hemorrhages and
Janeway’s lesions. Therefore, we believed these intracranial
hemorrhages were compatible with secondary hemorrhagic
transformation of ischemic infarcts caused by septic
embolization.

We emphasize that recognizing the possibility of infectious
endocarditis in patients with SLE with fever and CHF can
avoid delay in diagnosis. Septic emboli may develop despite
aggressive antibiotic therapy. Our case further highlights the
question of antibiotic prophylaxis for dental work in patients
with SLE.
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Figure 1. Transthoracic echocardiography showed a vegetation (arrow) on the insertion of the posterior leaflet of the mitral
valve on the left atrial side.
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