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SUMMARY
Mitral valve endocarditis complicating hypertrophic
cardiomyopathy is rare especially in the absence of
significant mitral regurgitation. The occurrence of large
vegetation and an abscess formation is even rarer.
Endocarditis occurs predominantly on the left ventricular
aspect of the anterior mitral leaflet. We report a case of
a 34-year-old woman with asymptomatic obstructive
hypertrophic cardiomyopathy who developed mitral valve
endocarditis with large vegetation and subsequently an
abscess caused by a rare organism Gemella morbillorum,
following dental extraction. The patient underwent
antibacterial therapy followed by successful mitral valve
replacement for severe mitral regurgitation and her
postoperative course has been asymptomatic so far. This
case is unique in describing endocarditis by a rare
organism as a cause of large vegetation and an abscess
on an unusual site on the mitral valve leaflet without
predisposition of haemodynamically significant mitral
regurgitation and illustrates the potential lifesaving role
of timely intervention.

BACKGROUND
Infective endocarditis (IE) is a relatively rare compli-
cation of hypertrophic cardiomyopathy (HCM).
This has been reported previously and is known to
be associated with substantial morbidity and mortal-
ity. However, the literature which is available on the
association of endocarditis in HCM is scarce. The
cumulative probability of developing endocarditis
over a period of 10 years in cases of HCM having
significant intracavitary obstruction is <5%.1 While
IE is an uncommon complication within the overall
HCM population it can be potentially devastating
and can damage cardiac structure and valvular func-
tion and can cause systemic embolisation which is
also a potentially life-threatening complication.
Failure to appropriately manage the patients who do
not respond to antibiotics or who have evidence of
abscess formation may lead to fatal outcome. We
report the case of a 34-year-old woman with asymp-
tomatic HCM and mitral valve endocarditis with
Gemella morbillorum, a rare organism causing
endocarditis with only a few reported cases.

Figure 1 (A) Parasternal long axis (PLAX) view of septal hypertrophy and a vegetation on the anterior mitral leaflet
(AML). (B) PLAX view of a large vegetation on AML and pericardial effusion. (C) M-mode echocardiography showing
systolic anterior motion of AML. (D) Continuous wave Doppler showing significant left ventricular outflow gradient of
68 mm Hg.
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CASE PRESENTATION
A 34-year-woman presented to us with low-grade fever since
the past 2 weeks associated with swelling of lower limbs, facial
puffiness and breathlessness on exertion since 1 week. The
patient had undergone dental extraction 3 weeks ago. She had
been previously diagnosed of having hypothyroidism and had
been on irregular treatment. The patient was diagnosed of
having HCM during routine evaluation for a murmur and was
not on any treatment. Examination revealed tachycardia,
normal blood pressure and oxygen saturation. Pallor and pedal
oedema were evident. Examination showed elevated jugular
venous pulse, hyperdynamic apex and ejection systolic murmur
at the lower left sternal border. She also had basal crepitations
and a palpable spleen.

INVESTIGATIONS
Initial blood tests showed raised inflammatory markers (C react-
ive protein 204 mg/L, erythrocyte sedimentation rate 45 mm),
thrombocytopenia and mildly deranged renal function. ECG
showed major left ventricular hypertrophy and abnormal repolar-
isation in the lateral ECG leads. Two-dimensional echocardiog-
raphy showed localised septal hypertrophy (2.2 cm; figure 1A,
video 1).There was a large (22×12 mm), mobile vegetation on
the anterior mitral leaflet (AML; figure 1B, video 2) and mitral
regurgitation (MR) was quantified as mild. Mild pericardial effu-
sion was also seen. The M mode confirmed the systolic anterior
motion of the AML (figure 1C). Continuous-wave Doppler gave
a maximal predicted gradient of 68 mm Hg across the left ven-
tricular outflow (LVOT; figure 1D).

Blood cultures drawn at presentation showed Gram-positive
cocci in clumps at 2 days, presumptively identified as coagulase-
negative staphylococci; however, 4 days later the final identity
of the microorganism was confirmed as G. morbillorum, sensi-
tive to penicillin, cephalosporins and quinolones.

TREATMENT
Treatment with intravenous crystalline penicillin and levofloxa-
cin was initiated and the case was discussed with a microbiolo-
gist and a cardiothoracic surgeon. Bearing in mind the large size
of vegetation and virulence of the organism, early surgery was
planned. The patient initially did not consent for surgery.

However, the patient did not respond to the antibiotic
therapy along with the heart failure medications and the fever
persisted, dyspnoea worsened. Review echocardiogram showed
a large ruptured abscess over AML (figure 2A, video 3) with
severe MR (figure 2B, video 4). After 2 weeks of antibiotic
therapy and a negative blood culture the patient was subjected
for mitral valve replacement.

Video 2 PLAX view showing a large vegetation on AML and
pericardial effusion.

Video 1 Parasternal long axis (PLAX) view showing septal
hypertrophy and a vegetation on Anterior Mitral Leaflet (AML).

Figure 2 (A) Parasternal long axis view of a large abscess over the
anterior mitral leaflet. (B) Colour Doppler showing severe mitral
regurgitation caused by the endocarditis.

Video 3 PLAX view showing a large abscess over AML.
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OUTCOME AND FOLLOW-UP
Postoperatively the patient improved symptomatically and was
discharged after completion of 6 weeks of parenteral antibiotic
treatment. At 6 months of follow-up the patient is
asymptomatic.

DISCUSSION
In a comprehensive review of >800 patients with HCM, Spirito
et al1 identified 10 patients with endocarditis .The prevalence
of endocarditis in patients with HCM in this study was esti-
mated at 3.7/1000 patients. All patients who developed endo-
carditis had LVOT obstruction under basal condition. This
higher risk of endocarditis may be due to damage of the mitral
and aortic valve endocardium caused by the high velocity and
turbulence of blood flow during ejection and by the mitral
septal contact during systole, as well as MR, which is often
present in patients with outflow obstruction. Examination of
excised mitral valves has indicated that vegetations were located
most commonly on the septal aspect of the AML. Systolic anter-
ior motion of the AML is thereby considered to be relevant to
the pathogenesis of endocarditis.2

G. morbillorum is a commensal facultative anaerobic
Gram-positive coccus found in the oropharynx and gastrointes-
tinal, respiratory and urogenital tracts.3 It is a rare cause of
endocarditis with few reported cases, although endocarditis is
the most common manifestation of G. morbillorum infection.
Gemella spp are related to the viridans group streptococci.
Periodontitis is the most frequently implicated source of this
organism.4 Association with colonic carcinoma has been
described. It has been suggested that an immunocompromised
status may contribute to the pathogenesis; however, our patient
was not immunocompromised. Cephalosporins in combination
with aminoglycosides are preferred; however, treatment should
be based on sensitivity pattern.

Mitral valve surgery and the Morrow septal myectomy are
accepted methods of treating symptomatic obstructive HCM
refractory to medical treatment, but the two operations are
rarely combined.5 Failure to operate on patients who do not

respond rapidly to antibiotics or who have evidence of abscess
formation often leads to a fatal outcome. Although current
guidelines do not recommend antibiotic prophylaxis to prevent
endocarditis in HCM, we believe it should be considered in
high risk cases and the approach should be individualised. Cases
that should be considered as high risk for endocarditis as those
with a history of endocarditis, haemodynamically significant
MR, coexistent structural mitral valve disease and significant
prolapsed mitral valve. The importance of oral hygiene should
be emphasised.

The occurrence of a large vegetation and abscess by this rare
organism has rarely been described previously and its occur-
rence in this uncommon setting of HCM makes this case unique
and previously unreported.

Learning points

▸ Hypertrophic cardiomyopathy (HCM) although not
recommended as an indication for prophylaxis for infective
endocarditis can rarely be associated with mitral valve
endocarditis which is a potentially life-threatening
complication.

▸ Gemella Morbillorum is an extremely rare organism causing
endocarditis and usually affects the immunocompromised
population, although very rarely may be associated with
disease even in the immunocompetent.

▸ This organism can even lead to the occurrence of large
vegetation and an abscess which has never been described
previously.

▸ Our case highlights the importance of timely surgery in the
management and the importance of oral hygiene in the
prevention of endocarditis in HCM.
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Video 4 Colour Doppler showing severe mitral regurgitation caused
by the endocarditis.
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