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Endocar ditisis a rare complication of brucellosis but it isthe main cause of the mortality in
thisdisease. The accepted treatment for Brucella endocar ditis (BE) isa combination of valve
replacement and antibiotics. Conservative antibiotic treatment aloneisnot recommended by
most of theauthorsasit isconsidered ineffective and increase therisk of fatality. In our litera-
ture search, we found 14 adult patientswith BE treated only with antibioticswith a favorable
outcome. In thisreport, we described a patient treated with antibioticsalone and reviewed the
literature. Depending on the data from the growing literature and our patient we suggest that
in selected patients with BE who do not have congestive heart failure, valvular destruction,
abscessformation, or a prosthetic valve, conservative antibiotic treatment may beavalid alter-
nativeto surgery. (Ann Thorac Cardiovasc Surg 2002; 8: 381-5)
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Introduction

Brucellosis is a systemic infectious disease caused by
gram-negative bacilli, the genus Brucella. Almost every
organ isinvolved in different degrees.? Although Bru-
cellaendocarditis (BE) is arare complication of brucel-
losis, it isthe main cause of the mortality related to this
disease.** By necropsy, endocarditis was found in 35 out
of 44 patients who had died of brucellosis (80%).? In-
deed when treated by antibiotics alone, this complication
isusually fatal. Therefore the most effective therapy for
BE is a combination of antibiotic administration with
valve replacement.? To our knowledge, only 14 adult cases
have been cured by antibiotic therapy only, which have
been reported in the English-language literature.>>* We
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report another patient with BE cured solely by medical
treatment.

Case Report

A 60-year-old male was hospitalized in November 1997
with chills, fever, and back pain for seven days. He had a
history of brucellosis in January 1997 and use of some
antibiotics and also arelapse of brucellosisin July 1997.
He had used doxycycline + rifampin, and developed
rifampin-induced thrombocytopenia, then switched to
ciprofloxacin (1,000 mg/d, per os (po), six weeks) + gen-
tamicin (160 mg/d, intravenous (iv), two weeks) + pred-
nisolone. He had also a history of acute rheumatic fever
when hewas 17.

On physical examination, blood pressure was 130/80
mmHg, pulserate was 76 beats/min. Fever (axillary: 38°C)
and splenomegaly (3 cm) were noted. An aortic systolic
murmur (grade I11/V1) and mitral diastolic rumble (111/
V1) were audible. The remaining was normal.

Laboratory studies were as follows: hematocrit 31%,
leukocyte 5,000/mm? (granulocyte 80%, lymphocyte
20%), platel ets 161,000/mm3, erythrocyte sedimentation
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Fig. 1. Echocardiographic photograph revealing an anterior mi-
tral vegetation. V: vegetation, LA: |eft atrium, AV: aortic valve,
MV: mitral valve, LV: left ventricle

rate 32 mm/hour. The others were normal. Slide (Rose-
Bengal) and tube (Wright: 1/2,560) agglutination tests
were positive. Anti-BrucellalgG and IgM antibodies by
ELISA were also positive. Chest X-ray revealed cardi-
omegaly with a cardiothoracic index of 0.59. Electrocar-
diography showed a normal sinus rhythm with positive
voltage criteriafor left ventricular hypertrophy. Transtho-
racic and transesophageal echocardiography revealed
oscillating vegetations on the anterior mitral (13x7 mm)
(Fig. 1) and noncoronary aortic leaflets (Fig. 2) (10x8
mm) and also revealed aortic and mitral valve disorders
(stenosis and insufficiency). Heart failure was not de-
tected. Theisolates of automated hemoculture (BACTEC
9240) system were identified as genus Brucella by con-
ventional biochemical tests and also by lam agglutina-
tion test using antisera. Further identification of Brucella
strains were not performed.

The diagnosiswas BE and surgical treatment (valvere-
placement) with antibiotics was planned. However the pa-
tient rejected this and he was prescribed a medical combi-
nation treatment of doxycycline (200 mg/day, po) +
ciprofloxacin (1,000 mg/day, po) + trimethoprim/
sulfamethoxazol e (320/1,600 mg/day, po) for four months.
During afollow-up of 18 months, hewas free of the disease.

Discussion
Although brucellosisis a controlled disease in devel oped
countries, the prevalence of it is not exactly known in

developing ones and still remains a health problem. The
prevalence is higher in the Mediterranean area, the Ara-
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Fig. 2. Echocardiographic photograph revealing a vegetation on
noncoronary aortic leaflet. V: vegetation, LA: left atrium, AO:
aorta, LV: |eft ventricle

bian Peninsula, Mexico, and Central and South America.?

Brucellosisis endemic in Turkey which islocated be-
tween Asiaand Europe, and also isaMediterranean coun-
try. During the last decade (between 1991 and 2000), about
9,000 cases yearly were reported to the Turkish Ministry
of Health (incidence: 14/100,000). A screening of the
general population for seropositivity (Wright test, n:
1,054/58,707, 1.8%) reveals a much higher rate in our
country.*

Endocarditisis arare complication of brucellosis: five
big series reviewing 1,500 patients with brucellosis re-
ported only 12 (0.8%) cases with endocarditis.’¢?? Al-
though overall mortality of brucellosisislow (<1%), en-
docarditis is responsible for the majority of deaths re-
lated to this disease.*® Brucella series from Turkey (a
total of 566 patients, four with endocarditis) reported the
rate of endocarditis as 0.7%.2-2% Also in our unit, we have
followed-up 140 patients with brucellosiswithin 10 years
and only one (0.7%) had endocarditis.

The combination of antibiotic administration with valve
replacement which is a very expensive option is recom-
mended as the most effective therapy of BE.? Brucello-
sisis more prevalent in the countries with poor condi-
tions and lower income, and therefore BE may also be
estimated to be more common. Valve replacement may
not be feasible for every patient in these countries. The
exact role of medical treatment aloneis not known in the
management. In the English-language literature, 14 well-
documented patients cured by medical treatment alone
have been described.3549

Thirteen of these cases have been reviewed and pub-
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Table 2. Incidence of various featuresin the two groups of patients with Brucella endocar ditis

Feature Medical and surgical Medical treatment Pvalue
treatment group (n=49) alone group (n=15)
Male (%) 39(80) 11 (73) NS
Female (%) 10 (20) 4(27) NS
Mean age 36 37 NS
Underlying cardiac disorders (%) 31 (63) 11(73) NS
Rheumatic (%) 10 (20) 5(33) NS
Prosthetic valve (%) 14 (28.5) 1(6.6) NS (0.08)
Brucellatype
B. melitensis (%) 24 (49) 9 (60) NS
B. abortus (%) 7(14) 3(20) NS
Unknown 18 (37) 3(20) NS
Aortic valve involvement (%) 38 (77.5) 12 (80) NS
Presence of heart failure (%) 34 (70) 1(6.6) 0.00
Mean duration from clinical onset to the diagnosis 2.5 months 2.1 months NS
Types of cardiac involvement
Vegetation (%) 25 (51) 9/12 (75) NS
Abscesses (%) 14 (28) 0 0.02
Valvular destruction 12 (25) 0 0.03

NS: not significant

lished by Cohen et al.® We have reviewed and reevalu-
ated al of the cases. The patientsincluding ours are shown
in Table 1. One patient was afebrile and only one had an
undulating type of fever. Standard tube agglutination test
(Wright) was not performed in two. The test was nega-
tive in one, three had atiter of >1/160 when repeated a
few weeks | ater, and the remaining had an initial aggluti-
nation between 1/160 to 1/5,120. Embolic phenomena
were encountered in three: two had splinter hemorrhages
and one had hemiparesis with aphasia and facia paraly-
sis. One developed disseminated intravascular coagula-
tion. Clinical response to the treatment (being afebrile
and feeling well) was observed within a mean of seven
days (range: 2-18 days). The observation of disappear-
ance of the vegetation was possible in two patients: those
of both patients disappeared within two months. The
majority of the patients were given a triple antibiotics
therapy (tetracycline or doxycycline + rifampin +
aminoglycoside or trimethoprim/sulfamethoxazole) for a
mean duration of three months.

Several features of 49 patients with BE treated with
medical and surgical treatment were compared with those
of the onestreated with only medical treatment, and shown
in Table 2. An important part of this table was obtained
from the review of Coheneta.?

Kulaet al. recently reviewed the cases of Brucella en-
docarditisin children during the past two decades?® Their
report included 15 children and cardiac surgery was per-
formed in five patients.
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In conclusion, the patients with BE are generally seen
in developing countries where health services and espe-
cialy surgical facilities are inadequate. On the basis of
current datain the literature and of our patient, we sug-
gest that antibiotic treatment alone may be an aternative
in patients with BE without prosthetic valves, heart fail-
ure, abscess formation, or valvular destruction.
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