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1 | INTRODUCTION

Listeria monocytogenes (LM) is a facultative intracellular
gram-positive bacterium that causes listeriosis. Infection
usually occurs through ingestion of contaminated food,
particularly shellfish, deli meats, and dairy products. The
disease is relatively rare, with 0.1-10 cases per million
people per year depending on the country. Mortality is es-
timated at 20%-30% of infected patients.'

Listeriosis mainly affects newborns, pregnant women,
the elderly, transplant and immunocompromised patients.
It classically presents as febrile gastroenteritis leading to
bacteremia, which may be responsible for meningoen-
cephalitis or maternal-fetal infection.” Endocarditis and
spondylodiscitis are rare forms and sometimes present a

A 75-year-old man with an aortic bioprosthesis was admitted with polyarthritis in
a non-febrile setting. Blood cultures were positive for Listeria monocytogenes. The
diagnosis of Listeria endocarditis and spondylodiscitis was evoked. These are two

unusual forms of listeriosis. The evolution was favorable after antibiotic therapy.

case report, endocarditis, Listeria monocytogenes, spondylodiscitis

diagnostic challenge.>* We describe a case of aortic bio-
prosthesis endocarditis associated with spondylodiscitis
due to LM.

2 | OBSERVATION

A 75-year-old man was admitted to the Internal Medicine
Department with polyarthritis of the wrists, elbows, shoul-
ders, hips, knees, and ankles for 3 weeks without fever. He
did not have any alteration in his general condition. In the
past, he has had two episodes of infective endocarditis, the
last one dated 2 years ago due to Streptococcus gallolyticus
and complicated by a severe aortic insufficiency requir-
ing replacement with a biological valve prosthesis. He had
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this valve prosthesis for 2 years and had a pacemaker. He
was known to have atrial fibrillation and chronic alcohol-
ism. In addition, he was a regular consumer of unpasteur-
ized milk.

On admission, the physical examination revealed a
right knee effusion, bilateral pain in the first metatar-
sophalangeal joint, mechanical low back pain, and ec-
chymotic purpura on the dorsal side of the feet. Cardiac
auscultation revealed no murmurs and the neurological
examination was normal.

The C-reactive protein was elevated to 78 mg/L. Blood
count, serum creatinine, uric acid, and calcium levels were
normal. The immunological investigation showed nor-
mal serum protein electrophoresis, rheumatoid factor at
27.1 IU/mL, and negativity of anti-nuclear and anti-CCP
antibodies. Serology for hepatitis B, C, HIV, and syphilis
performed in the etiological exploration of polyarthritis
were negative. Proteinuria was 0.44g per 24 h.

Ultrasound of the joints showed effusion in the right
knee, left ankle, and subacromial bursa with synovitis of
the first metatarsophalangeal joints. The knee joint aspira-
tion revealed sterile inflammatory fluid (3600 leukocytes/
mm?) with uric acid crystals.

Two blood cultures 48 h apart were finally positive for
LM serogroup Ila, which is sensitive to amoxicillin. The
urine was sterile.

Transesophageal echocardiography (TEE) showed 5
mm vegetation on the aortic bioprosthesis and an abscess
at the aorto-mitral trigone (Figure 1). The fluorine-18 fluo-
rodeoxyglucose positron emission tomography (18F-FDG
PET/CT) showed hypermetabolism of the aortic valve and
hyperfixation of the L5 vertebral body suggesting spondy-
lodiscitis (Figure 2). Magnetic resonance imaging of the

o 133180

spine confirmed L4-L5 spondylodiscitis without spinal
cord compression (Figure 3).

On the 7th day of hospitalization, a right brachiofa-
cial hemiparesis and dysarthria occurred suddenly. The
brain computed tomography showed ischemic hypoden-
sity in the left superficial sylvian territory with subarach-
noid hemorrhage in the frontotemporal region (Figure 4).
Cerebrospinal fluid (CSF) examination revealed a clear
fluid containing less than one leukocyte per mm® with
normal proteinorachia (0.39 g/L), normal glycorrhachia
(0.54 g/L), negative culture, and viral panel.

The diagnosis of LM endocarditis on aortic biopros-
thesis associated with L4-L5 spondylodiscitis was made,
complicated by an abscess of the aorto-mitral trigone and
a cerebral septic embolus. The diagnosis of gouty arthrop-
athy was associated.

As soon as the blood cultures were positive, intrave-
nous antibiotic therapy with amoxicillin 150 mg/kg/24 h
for 6 weeks and gentamycin 4 mg/kg/24hrs for 2 weeks
was started. Treatment was continued with amoxicil-
lin 75 mg/kg/24 h orally for a further 6 weeks with the
use of a corset for the management of spondylodiscitis.
Colchicine was added to the treatment.

The clinical course was marked by the disappear-
ance of pain and joint effusions after 3 weeks of treat-
ment. Follow-up blood cultures were negative from day
2 of antibiotic therapy. The CRP level decreased to 22
mg/L at the 3rd week of treatment and then fluctuated
between 15 and 20 mg/L for 2 months. The TEE per-
formed at the 3rd week showed complete disappearance
of vegetation, absence of valve leakage, and stabilization
of the abscess. At the 6th week, transthoracic echocar-
diography showed that the abscess had disappeared.

FIGURE 1 Transesophageal echocardiography. Aortic bioprosthesis with 5 mm vegetation and abscess at the aorto-mitral trigone

without communication
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FIGURE 2

18F-FDG positron emission tomography. (A) Focal hypermetabolism of the aortic valve prosthesis [VMAX = 5.71]. (B)

Hyperfixation of the L5 vertebral body [VMAX = 9.72] extended to the anterior part of the overlying disk and the anterior edge of the L4

lower plate, osteolytic background with infiltration of adjacent soft tissues

The neurological evolution consisted of motor recovery
after 1 month of treatment and the disappearance of the
hemorrhage on the brain scan. At 3 months, X-rays of
the lumbosacral spine showed a reconstitution process
at the L4-L5 level in favor of a favorable evolution of the
spondylodiscitis.

3 | DISCUSSION

The diagnosis of listeriosis is based on the isolation and
identification of LM from biological samples, including
blood cultures or CSF. Valvular and osteoarticular infec-
tions are unusual locations and usually occur in special
settings.

LM endocarditis occurs in 8% of patients with listerio-
sis.® It can affect native or prosthetic valves and intracar-
diac devices. In 2017, 100 cases of LM endocarditis were
identified in the MEDLINE database.’ The clinical mani-
festations are protean, fever is often absent and vascular
phenomena are very frequent. Aortic involvement is most
common in native valve endocarditis and mitral involve-
ment in prosthetic valve endocarditis.” Although listerio-
sis usually affects women, evidence shows that men are
frequently affected by LM endocarditis.® The main predis-
posing factors are immunodeficiency, valve disease, pros-
thetic devices, hypertrophic cardiomyopathy and a history

of endocarditis. Our patient had an aortic bioprosthesis,
a pacemaker, and two episodes of infective endocarditis.
The context of chronic alcoholism was an important fac-
tor. The absence of hypermetabolism on 18F-FDG PET/
CT allowed us to rule out a pacemaker infection.

LM is a rare causative agent of osteoarticular infec-
tion. The infection usually affects a single joint with a
predominance of the knee and hip. It occurs in patients
over 50 years of age with underlying diseases and mainly
concerns orthopedic implants.” Rheumatoid arthritis, os-
teoarthritis, liver cirrhosis, and diabetes mellitus are the
most reported risk factors. Other authors have discussed
the correlation between LM osteoarticular infection and
surgical interventions.® Spinal involvement is less com-
mon, resulting in spondylodiscitis. To our knowledge, 7
cases of Listeria spondylodiscitis have been described in
the literature (Table 1).**** In some cases, the diagnosis
was confirmed by spinal biopsy. The association between
LM spondylodiscitis and endocarditis is reported in one
case.

In our case, the neurological deficit was explained by
the cerebral septic embolus. During infective endocar-
ditis, whatever the cause, emboli are reported in 15-30%
of cases, particularly affecting the central nervous sys-
tem."” In LM bacteremia, any neurological involvement
requires CSF analysis which was normal in our patient,
excluding meningoencephalitis. The association between
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FIGURE 3 Magnetic resonance imaging of the spine. L4-L5 spondylodiscitis without spinal cord compression. T1 sagittal section (A),

STIR (B), and T1 after gadolinium injection (C)

LM endocarditis and meningitis is exceptional in the
literature.'®

The first-line treatment of listeriosis is based on the
combination of aminopenicillin and aminoglycoside
which has a rapid synergistic bactericidal activity.'*” The
combination of ampicillin and gentamycin is the most
commonly used in LM endocarditis. The authors suggest
a treatment of 6-8 weeks for prosthetic valve endocardi-
tis and at least 4 weeks for native valve endocarditis.'®"’
Surgery is often reserved for complicated cases.® In con-
trast, the management of LM osteoarticular infections is
still debated due to the paucity of literature. Our patient
received a total of 12 weeks of treatment. In a 2012 study,
no treatment failure was observed in patients with the

FIGURE 4 Non-contrast brain
computed tomography. (A) Ischemic
hypodensity in the left parieto-insular
region, superficial sylvian territory.
(B) Subarachnoid hemorrhage in the
frontotemporal region

osteoarticular form without prosthetic devices treated for a
median of 15 weeks.” Other authors have shown the effec-
tiveness of rifampicin and co-trimoxazole.*!' Long-term
treatment with aminopenicillin remains a consensus.

Delayed diagnosis and treatment contribute to the fatal
outcome of patients. Valvular disease is one of the severe
forms of listeriosis. The mortality rate in LM endocardi-
tis is significantly higher than in other causes of bacterial
endocarditis.'® Prosthetic valve involvement has higher
morbidity and mortality rates compared to native valve
endocarditis, especially if associated with cardiac and ce-
rebral complications."

Asinitial symptomatology, our patient presented with a
non-febrile peripheral joint picture that is more consistent



50f7

Clinical Case Reports oenmess LEY

RANDRIANARISOA ET AL.

"21200°129:(E)TT:120T "19auuo) asn) Se[ 110da1 9sed B :SISOLIISI] SAISEAUTUOU 0] dnp ITedal O1I0E IB[NISBAOPUS Ia)J& SHIOSIPO[ApuodS O 1urredsen ‘O 0SSe[eD) ‘Y BARY ‘A OZUES ‘]l OLINJISNg

"6SS:02:020T "SasDasIQ snoudful DG 110do1 95ED € TUONIPUOd UOWIIOD B Jo A30[010 UOWWOIUN UE :SHIOSIPOIAPUOdS BLINSIT 'V JOIUS “DIN dUJeS N yieuesuey ¥ A[eyO [v,

"88¥009:ST:6T0T "SSP "SNI9ISO dUIds TeqUIN] YIIM PIJBIDOSSE Ss90sqe [eueLIad :uonodjur ssuadolfoouow el1a)sI] jo uonejuasald arer v '[e 19 Qv 0SLL, ‘NS 0juld ‘d dren(,

"$805009:(2)1*L10T

“doy 250D WAL “Yuswa0e[dX SABA U3 UONEUIQUIOD Ul uf[[ioiuad[Azuaq pue udiduresir Sursn spIpIeoopus safea day3sold sousg0)£o0uow BLIISIT JO JUSWIIEAI} [IYSSOONS “[ YOI ‘S UAYD ‘M AIYD ‘L UeseH,,

syoam 9
surpoIxowe Ke[oy
syoom 7 urAweiuad

+ syoam 9
aur[[IIXOUY
1[0qUId [BIQId)D)

sisayjsoxd onioe
U0 SI}IPILI0PUH

STV1

o110YodTY
UOHR[[LIqY [RLY
sisayysoxdoiq onIoy
IoYeWadRd
SIIIPIBOOPUS 7

SL- UBN

ased anQ

*6-L:(T)T9T0T '192Ju] If du0g [ *S9UF01A00UOW BLISISIT 01 NP SNIOSIPOIAPUOdS Jo 9580 [ensnu( ‘[e 19 Y 1210In0g ‘[ d[[IoInog ‘Do uiqny,

OTL-¥TL:(6)EETO0T "SI 192fu] [ pUDIS "MITASI INJBIANI] pue J10dar 9sed :souaSoifoouonu er1a)sIT £q Pasned SHIOATI0)SO [BIqaIIdA PU. $S99sqe TeInpIdy ‘[ I[pUSY ‘M 0ed ‘NI ueyy,

$S90sqe Jo afeureiq —

unAweyuad Syoom 9

+ upqidury urqordury
SSQ0sqe

[esuojrradonay —
71 P1-€1

Ioy0uWs
pue dOYOod[V
0o

A1981ns
wisAInauy

uoisualradAy
A19310Ss o110y [BLIIIY
€8 - UB]N 6L - UBIN
5'T€ 39 [ OLINJIS A JTe
19 ¥ A[eYO TV

$S90sqe
Jo oSeure1iq
Syjuow ¢
JUI[[IOIXOWE
:Kefoy
SYoaM ¢
urdury

SS30Sqe [euBLIdd

wnioeg
ST

Ioyows

pue dI[0Yod[y
uorsuaradAy

[eLIo)IY

s9)RqeI(

S9 - UB]N

,'Te 19 g d1renq

"7€6-1€6:(4)6 16861 Pl U4IU] Y24Y "SIT[2ATI09)SO SAU2F01A00UOU BLIISIT *S YIIA[D I UImSIyD,

juauraoe[dar AT A
Syoom 8T
QUI[IOIXOWE e[y
SyoaMm  ourorduwreyi

+ sy9aMm 9
urqoruadiAzuag
UOI}OIBJUI [RIQRIdD)

sisayisoid onjIoe
Uo SIIPILd0PUH

STv1

A1a81ns A1eU010)

s1sayyso1rdorq onI0y

Ioyn[j eIy
uoIsualradAy

[eLI0MY

sa39qeIq

€9 - UBI
T8 33 1, ueseH

syjuow ¢
9[0ZeXOWLI}-00 :Ae[oy
skep
upAurejuad + skep 9
auIIXOUrY

1S-91
Sno0J ¢1-€7 ‘ST-¥'1

sisapord dig

I30[N J1IISeD
BIWAYLIY

aanyrej 31edH
UOISU9)IdAY [e1I9)IY

76 - UBJN
> 1839 DD uqny

IS-S1
Awoyoaurure|
1540 JO [eAoUISY
$S90sqe
Jo a8eureiq

upAurejuad
+ upqoidury

IS-ST
ssaosqe Teanpdg
P1-€1
1540 [e1AOUAS

Awoyoourure|
[eurds

69 - UBN
ﬂ_.1«
19 I ueqy]

uorssaxduodap
reurds

Syoam 9
urokwe1qoy
+ upqoidury

G 1-#1 uoissarduio)

Aderoyy
PI0191S0O110D)
BUIYISY
sajeqeIq
LS - UBN

«Te 39 3 ummsagy

£1981Ng

Adeoyy
noqnuy

uLIoy
PaJBIo0SSY

Lfur reurds

SjuapadaUy

93¢ ‘19puUsn

2INJBIANI] Y} UI SHIOSIpofApuods sauaSorddouows vLaisijosase) 1 AT1dV.L



6of 7 ..
linical R
_I_Wl LEY_C inical Case Reports ~

RANDRIANARISOA ET AL.

with the immunological manifestation of endocarditis.
This picture points in the first instance to rheumatoid
disease, which can delay the diagnosis in the absence of
fever. Our case reflects the importance of systematic blood
cultures in polyarthritis. The etiological investigation in-
cludes inflammatory, immunological, infectious (serol-
ogy and blood cultures), radiological, and joint aspiration
examinations.

4 | CONCLUSION

This is a case of LM endocarditis on bioprosthesis as-
sociated with spondylodiscitis. The initial presentation
is polyarthritis without fever. Blood cultures should be
performed in such cases in conjunction with immuno-
logical tests. In the case of LM bacteremia, patients at
risk should be tested for endocarditis. The combination
of aminopenicillin and aminoglycoside is still the most
effective treatment for the usual and unusual forms of
listeriosis.
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