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History of present illness:  A 23-year-old male, with a history of end-stage renal disease (ESRD) secondary to 
nephrotic syndrome status post failed transplant, methicillin-resistant Staphylococcus aureus (MRSA), and 
intravenous drug abuse, presented to the emergency department with low back pain for two days. He also 
endorsed worsening chest pain and shortness of breath for two weeks. The patient’s pain had acutely 
worsened immediately prior to presentation. Vital signs were notable for tachycardia (heart rate 114) and 
tachypnea (respiratory rate 20). His physical exam revealed diffuse crackles bilaterally, paraspinal tenderness 
in the lumbar region, and skin pallor.  
 
Significant findings: Upright frontal radiograph of the chest demonstrated large pleural effusion on the left 
and moderate pleural effusion on the right as shown by the visible menisci on both sides (red arrows) with 
diffuse bilateral nodular densities (yellow dotted lines), consistent with septic pulmonary emboli. Computed 
tomography (CT) of the chest demonstrated multiple scattered lung nodules bilaterally containing internal 
foci of air cavitation (green dotted lines).  
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Discussion: Infective endocarditis (IE) is a relatively rare infection of the endocardial surface of the heart, 
heart valves, or an endocardial device that most commonly presents acutely with variable and often 
nonspecific symptoms.1,2  IE should be suspected in patients with risk factors including cardiac prosthetic 
materials, congenital heart defects, history of IE, male sex, age greater than 65, intravenous drug users, 
intravascular device, chronic hemodialysis.3-5 IE is most commonly caused by Staphylococcus aureus (31% of 
the time) followed by viridans group streptococci (17% of the time) in both drug abusers and non-drug 
abusers.2 The mitral valve and aortic valve are most commonly affected, 41% and 38% of the time 
respectively, in non-drug abusers while the tricuspid valve is affected 86% of the time in IV drug abusers.2,6  
 
Though chest X-ray and CT may support the diagnosis, diagnosis is based on clinical symptoms, blood cultures 
from different venipuncture sites, and echocardiography, and is often guided by the modified Duke criteria, 
a commonly utilized diagnostic tool encompassing a range of IE manifestations that is sensitive for disease 
detection and has a high negative predictive value.1 If blood cultures are negative, valve histopathology and 
polymerase chain reaction (PCR) may be useful in diagnosis.7 Empiric therapy should be started after blood 
cultures are drawn aimed at the most common organisms, including methicillin resistant Staphylococcus 
aureus, to prevent complications until antibiotic sensitivities are determined.8   
  
Topics: Cardiology, endocarditis, infectious disease.  
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