LETTER TO THE EDITOR

Infective Endocarditis caused
by Gemella Sanguinis: A Case
with Fever of Unknown Origin
and Anemia
Sir,
Infective endocarditis (IE), which is commonly associated with
streptococcal or staphylococcal bacteriemia, has a wide range
of clinical signs and symptoms. An emerging agent associated
with IE is the genus Gemella.1 The genus Gemella is immotile,
oxidase and catalase negative, facultatively anaerobic, and
Gram-positive coccoid bacteria. They occur as commensals in
the oral cavity, upper respiratory tract, and gastrointestinal
tract, but are rare causes of disease in humans. In clinical practice, they are often seen as opportunistic pathogens. They may
cause severe life-threatening infections, especially in immunocompromised patients with predisposing diseases.1 The identiﬁcation of Gemella species with conventional methods is troublesome. In the past, they were classiﬁed in Neisseraceae family,
but with consequent studies, they were identiﬁed as a diﬀerent
genus by 16S rRNA gene sequencing.1 Nowadays, the identiﬁcation of Gemella spp can be done more easily with molecular and
automated systems. There are six diﬀerent species deﬁned till
recently: G. haemolysans, G. morbillorum, G. bergeri, G.
sanguinis, G. palaticanis, and G. cuniculi.1 G. haemolysans and
G.morbillorum have been reported more frequent than G.
sanguinis as causes of IE.2To our knowledge, endocarditis associated with G. sanguinis was reported only twice in the literature.3,4 The ﬁrst case was a 69-year male patient with subacute
endocarditis.3 There is no other detail available for the patient.
The second case was a 69-year male with a subacute course of
spiking fever, followed by central nervous system ﬁndings.4 He
had periodontal disease and an abscessed tooth; and was under
prednisone treatment for severe chronic obstructive pulmonary disease. He was found to have only mitral valve involvement and was successfully treated with valve replacement. A
56-year male presented with a two-month history of intermittent fever reaching up to 39°C, shortness of breath, fatigue and
anemia, which were detected in the tests performed before. His
medical history was signiﬁcant only for degenerative aortic and
mitral valve disease, for which he has been on follow-up. He
denied any recent invasive interventions preceding his
complaints. Physical examination was noticeable for a fever of
38.8°C, a pansystolic murmur (3/6) in the mitral area radiating
to the armpit, and a diastolic murmur (3/6) in the aortic area,
and bilateral ﬁne rales at the bases of lungs.Results of laboratory analyses were as follows: erythrocyte sedimentation rate
57 mm/1st h, C-reactive protein 60 mg/L, leukocytes 9300/μL,
neutrophils 7050/μL, lymphocytes 1350/μL, hemoglobin 8.8
g/dL, mean corpuscular volume 88 fL, and platelets 136,000/μL.
Other biochemical analyses were within normal limits. Electro-

cardiogram showed sinüs tachycardia, loss of R progression
from lead V1 to V3 and left ventricular hypertrophy. The chest Xray was normal. Trans-esophageal echocardiography revealed
advanced mitral and aortic regurgitations, two vegetations in
the aortic valve measuring 1.4 cm and 1.8 cm in diameters,
aortic perforation in the non-coronary cusp and suspicion of
mitral valve perforation. Two of three separate blood culture
bottles of BACTEC 9240 (Becton Dickinson, USA) gave positive
signals. The samples of bottles were inoculated to blood and
chocolate agar. Grown bacteria were oxidase and catalase-negative, Gram-positive cocci. Further identiﬁcation was done by
the Vitek 2 system (bioMérieux, France). The antibiotic susceptibility test was performed using a disc diﬀusion method
according to Clinical and Laboratory Standards Institute (CLSI)
recommendations (Streptococci species). The following antibiotics were tested for susceptibility: penicillin (10 μg), ampicillin
5
(10 μg), vancomycin (30 μg), and teicoplanin (30 μg). The
bacterium was identiﬁed as G. Sanguinis, and it was susceptible
to the antibiotics tested. After a 10-day course of intravenous
penicillin G and gentamicin, his fever resolved and acute phase
reactants returned to normal ranges. The size of the vegetations in the aortic valve decreased on the follow-up echocardiogram. The patient was transferred to the Cardiovascular
Surgery Unit for aortic, and possibly mitral valve replacement.
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