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Abstract

Case Report

Introduction

This case describes the progression of Rothia dentocariosa, a 
normally nonpathogenic Gram‑positive bacterium that inhabits 
the oropharynx and upper respiratory tract,[1] in a 65‑year‑old 
immunocompetent male with a medical history of aortic valve 
stenosis, prostate cancer, and migraines. Infection with R. 
dentocariosa is exceedingly rare (Boudewijns et al., 2003)[2] 
and has some association with immunocompromised patients[1] 
and recent dental procedures.[3] There have also been cases 
that show Rothia‑mediated pathology in immunocompetent 
patients.[4] R. dentocariosa has previously been associated with 
bacteremia in pediatric populations.[5] Many cases have reported 
endocarditis as a consequence of R. dentocariosa infection;[3,6,7] 
Cases have been reported of patients with mitral valve prolapse 
who developed R. dentocariosa‑associated endocarditis.[8] A 
case has also been reported of cerebellar hemorrhage after 
Rothia‑associated endocarditis.[9] This bacterium is known to 
present difficulty in accurate laboratory diagnosis.[10]

While the first‑line treatment for Gram‑positive bacterial 
endocarditis is typically vancomycin, there is no general 

medical consensus on proper treatment for this bacterium. 
Other antibiotic regimens have been used to some success, 
including administration of ceftriaxone and rifampin[4] as 
well as penicillin G with and without co‑administration of 
gentamicin.[2,3] Valve replacement with further antibiotic 
treatment has been used to treat the associated endocarditis.[6] 
Intravenous (IV) drug users may be uniquely affected by this 
bacterium as infection has been reported if users lick their 
needles, thus transmitting R. dentocariosa from the oropharynx 
into the blood.[7]

Objective
To alert clinicians on potentially fatal complications involving 
R. dentocariosa and to describe our treatment protocols. 
From our observations, antibiotic susceptibility testing for 

A 65‑year‑old male patient with a history of heart valve replacement surgery after aortic valve stenosis and a family history of heart disease 
presented to the emergency room with complaints of headache, fever, back pain, and general malaise. Multiple blood samples during the 
patient’s hospitalization cultured showed Rothia dentocariosa. The patient was started on daily intravenous ceftriaxone and vancomycin. In the 
following weeks, the patient’s condition deteriorated with additional symptoms, persistent inflammatory markers, and elevated fever consistent 
with R. dentocariosa infection. The patient’s clinical progression led to a cerebrovascular accident that was resolved with thrombectomy. 
Full symptomatic relief occurred after a valve replacement. R. dentocariosa, a common mouth flora, is not commonly pathogenic. This case 
is of particular importance as severe complications involving this bacterium are rare. There is an extreme paucity of cases involving deadly 
complications of R. dentocariosa, and there is no general consensus involving standard treatment regimen for this bacterium. We believe that 
this paper adds to clinical knowledge surrounding R. dentocariosa.
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this bacterium is challenging and no established treatment 
regimen is currently in use. We suggest that our treatment 
regimen of IV vancomycin, ceftriaxone, and penicillin G used 
at different time‑points during the disease was ineffective at 
preventing serious Rothia‑mediated complications and that 
valve replacement was ultimately curative.

Case Report

A 65‑year old male  with a medical history of aortic valve 
stenosis, hypertension, and migraines presented to the 
emergency room (ER) with sudden‑onset pain throughout his 
body during a trip to Florida. The patient reported progressively 
worsening frontal headaches, fever, malaise, backache, 
and hair pain for the past 5 days. Seven years prior, he had 
a bioprosthetic aortic valve replacement surgery without 
complications. He has a compliant with metoprolol  (12.5 
mg P.O BID) use for hypertension management. The patient 
denied any water activities or exposure during his trip. In 
light of his recent travel and other physical examination 
findings, the initial clinical picture supported an acute bacterial 
infection and was treated with doxycycline  (P.O). Several 
days later, the patient returned to the hospital with additional 
symptoms of nuchal rigidity and neck pain. The patient was 
alert, hydrated, and in no acute distress. Vital signs showed 
a heart rate of 96, temperature of 99.2°F, respirations of 
18, body mass index of 34.09, and O2 saturation of 92% on 
room air. A  chest X‑ray showed mild cardiac enlargement 
with no acute infiltrate. An abdominal ultrasound showed 
hepatosplenomegaly. A  head computed tomography  (CT) 
was negative for acute intracranial hemorrhage. A  blood 
culture (with tubes from both hands) revealed R. dentocariosa 
bacteremia. Repeat blood cultures 12 h later also confirmed 
and cultured Rothia bacteremia. Complete blood cell (CBC) 
revealed mild thrombocytopenia (49 k/μL platelets), but bone 
marrow aspirate revealed normal trilineage hematopoiesis. 
Peripheral blood smear revealed megakaryocyte hyperplasia 
without features of peripheral consumption or destruction. 
Hematological evaluation supported blood abnormalities 
secondary to an infectious process. The patient was referred 
to an outpatient infectious disease clinic. He started on 
ceftriaxone (2 g IV QD). As the patient’s condition worsened, 
the treatment regimen was altered to include vancomycin (500 
mg IV). This regimen was continued for several days until 
the patient returned to the ER with joint pain in both knees 
and bilateral swelling in his feet, ceftriaxone and vancomycin 
were discontinued, and penicillin G sodium (2.4 mU IV QD) 
was prescribed. A week into his modified treatment regimen, 
the patient presented to the ER with sudden‑onset left‑sided 
neurological symptoms. Head CT angiography revealed an 
intra‑arterial thrombus in the right middle cerebral artery at 
the M1 segment. Head CT revealed stroke involvement of the 
right basal ganglia and insular cortex. There was no occlusion 
or hemodynamically significant stenosis of the extracranial 
carotid or vertebral arteries. In addition, there was no acute 
intracranial hemorrhage, hydrocephalus, or mass effect. 

A CBC revealed elevated erythrocyte sedimentation rate and 
C‑reactive protein levels. The patient was not a viable tissue 
plasminogen activator (TPA) candidate, and so athrombectomy 
was performed. This thrombus cultured Rothia. Following 
the thrombectomy, a transesophageal echocardiography was 
performed and showed vegetation. During a follow‑up visit 
2  weeks later, the patient reported feeling slightly better. 
Penicillin G was discontinued and ceftriaxone (2 g IV BID) 
was prescribed for several weeks to control endocarditis 
symptoms. The patient was also placed on ASA (P.O 300 mg 
QD) to prevent further septic emboli. The patient’s symptoms 
were completely relieved after performing a valve replacement 
2 weeks later.

Discussion

Complications of bacterial endocarditis with R. dentocariosa 
are extremely rare. They typically present in middle‑aged 
adults after valve replacements and are more common in 
immunocompromised patients. The patient’s CBC revealed 
normal white blood cell and absolute neutrophil counts, suggesting 
a nonimmunocompromised state. He also was not taking any 
immunosuppressive medications. Although the patient does have 
a history of thrombocytopenia  (49 k/μL platelets), due to the 
absence of other hematological findings, it is likely benign. As 
evidenced by the cerebrovascular accident (CVA), R. dentocariosa 
has the potential to present with severe complications. Physicians 
must make a concerted effort to follow‑up on complications after 
initial infection and be specifically cautious about its possible risk 
and association with CVAs. We hope that this paper will spur more 
timely methods to identify R. dentocariosa bacteremia as well as 
identify methods to promptly treat any complications associated 
with the bacterium. Because R. dentocariosa literature is rare, 
we hope that this paper will also add to the available literature to 
better inform physicians on infections involving this bacterium 
and potential treatment approaches.
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