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Introduction
Rheumatic manifestations have been reported to occur in as many 

as of 41% in patients with infective endocarditis (IE) [1]. Back pain is 
the second most common rheumatic manifestation of IE, although, the 
occurrence of both infective endocarditis and spondylodiscitis is rare, 
with an estimated general incidence of 2.5% [2,3]. Among such cases, 
Streptococcus bovis is the most frequently isolated etiologic agent due 
to its specific tropism for vertebra [4]. Streptococcus bovis endocarditis 
usually presents with an indolent course and tends to occur in older 
males with underlying colonic pathology [5]. Streptococcus bovis 
spondylodiscitis commonly affects the lumbar spine, has a slow and 
insidious onset and is usually managed successfully with intravenous 
antibiotics [6-8]. To date, there have been only a few reported cases 
in which an infective endocarditis presented with a cervical epidural 
abscess. The treatment of spinal epidural abscess usually comprises 
decompressive laminectomy, debridement and intravenous antibiotics 
[9]. Exclusive medical is usually reserved for patients with no 
neurological deficit, poor risk patients with heavy co-morbidities, 
patients with an extensive epidural abscess (multiple spinal segments 
affected) and for the ones with complete paralysis lasting for more than 
three days [10]. Herein we present the case report of a young, healthy male 
with Streptococcus bovis endocarditis who developed a cervical epidural 
abscess as the first symptomatic manifestation of his primary disease.

Case Report
A 42-year old previously healthy male presented to our emergency 

department reporting a three-week history of progressive worsening 
neck pain, bilateral upper extremity numbness and night sweats. 
His past medical history was unremarkable for cardiac disease, liver 
disease, intravenous drug use, or immunodeficiency. On exam, 
the patient was awake, oriented and cooperative, with stable vital 
signs but a tympanic temperature of 38.3 degrees Celsius. An aortic 
diastolic heart murmur grade III/VI was audible and there was midline 
tenderness on palpation of the cervical region. There were no motor or 
sensory deficits or signs of peripheral emboli. A positive Lhermitte sign 
and a positive right-sided Babinsky sign were recognized. The initial 
blood workup revealed hemoglobin of 12.4g/dL, white cell count of 
9.28x109/L, platelets of 159 x109/L, C reactive protein of 10.2mg/dL 
and a sedimentation rate of 45mm. Blood cultures were collected. A 
full spine Magnetic Resonance (MR) with contrast showed a C3-C4 
spondylodiscitis and an anterior epidural abscess determining cord 
compression (Figures 1A and 1B). Multifocal disease was excluded. 
The patient was taken emergently to the Operating Room (OR) and 
an anterior approach of the cervical spine, C3-C4 discectomy, drainage 
of the epidural abscess and intersomatic arthrodesis with autologous 
iliac bone graft (Cloward technique) were successfully performed. 
The patient woke-up from anesthesia with no additional focal deficits. 
A Streptococcus gallolyticus (ex- S. bovis) sensitive to penicillin was 
isolated on both blood cultures and pus collected intra-operatively and 
the patient was therefore started on intra-venous penicillin (24M units/
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day) and gentamicin (240mg/day). A trans-thoracic echocardiogram 
(TTE) and trans-esophageal echocardiogram (TOE) were performed 
on day 1 post-op and revealed infra-centimetric aortic valve infectious 
vegetations with moderate to severe aortic regurgitation and partial 
destruction of one valve leaflet. The aortic disease was considered 
not surgical. A complete colonoscopy was performed which excluded 
colonic pathology. The patient was treated with penicillin over 6 weeks 
and gentamicin over 2 weeks and remained afebrile after the second 
week of treatment. There was a progressive reduction in the serum 
inflammatory markers. The surveillance TTE and TOE ruled out intra-

Figure 1A: Preoperative T2 weighted cervical spine MR, sagittal view, showing 
C3-C4 vertebral endplates erosion with destruction of the intervertebral disc 
and an epidural abscess compressing the cord.

Figure 1B: Preoperative T2 weighted cervical spine MR, axial view, showing 
a focal anterior epidural abscess compressing the cord.
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cardiac abscess, fistula or pseudoaneurisms. The patient was discharged 
home 6 weeks after without any sign of congestive heart failure. A 
one-month interval follow-up TTE showed major aortic regurgitation 
without associated left ventricular or atrial dilation. Therefore, a 
regular echocardiographic follow-up was recommended. A cervical 
spine computerized tomography (CT) (Figure 2) and dynamic cervical 
spine x-rays (Figure 3) were performed 3 months after the surgery and 
confirmed an adequate intersomatic C3-C4 fusion with no additional 
osteomyelitis signs. The patient therefore received clearance to return 
to work.

Discussion
We report the case of a young male who presented with an epidural 

cervical abscess that required emergent evacuation in the setting of 
an unknown IE to Streptococcus bovis. Nevertheless, spondylodiscitis 
and/or spinal epidural abscess are rare complications of endocarditis 
(estimated general incidence of 2.5%) [2,3] and, when diagnosed, 
are usually associated with Group D Streptococcus endocarditis [4]. 

Streptococcus bovis is a group D organism found to be an etiologic 
agent in 5-12% of infective endocarditis cases [6, 11]. This agent usually 
causes a sub-acute type of endocarditis, predominates in elderly males, 
and is frequently linked to underlying colonic pathology [11]. It also 
commonly affects the aortic valve [7], although the exact cause for this 
remains unknown. However, this fact suggests that spondylodiscitis 
is a consequence of septic embolization from the heart and not the 
result of bacterial seeding during a bacteremia period. Despite the fact 
that spondylodiscitis will probably occur later in the disease course, 
its manifestations are generally the ones that cause the patient to seek 
medical care [7]. In sum, we report the history of a male who presented 
with a sub-acute history and was found to have spondylodiscitis in 
the setting of an underlying infective aortic valve endocarditis to 
Streptococcus bovis. This case provides an unique example of infective 
endocarditis caused by S. bovis in a young and healthy male without 
any proven underlying predisposing factors, who presented to the 
emergency department with a cervical epidural abscess that required 
emergent evacuation. The atypical location of the spinal abscess in 
this setting (the cervical region is the least affected segment of the 
spine (7-10%) in the setting of spondylodiscitis secondary to infective 
endocarditis [12-15]) and the acute and severe form of presentation 
make this report unusual. In addition, to the best of our knowledge, 
there is only one case report of Streptococcus bovis endocarditis 
presenting as a neurosurgical emergency.

As a limitation of the present report we highlight that the association 
of these two diseases was already reported as it was the best treatment 
to offer in this setting.

It is our belief that the awareness of this type of association and 
its treatment requires further attention and research, as this could 
potentially lead to higher success in treating the patients in a more 
efficient way, leading to less morbidity and mortality inherent to these 
cases.
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