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Highlights
Despite advances in diagnosis and treatment, infective endocarditis still shows considerable morbidity and mortality rates. The
dermatological examination in patients with suspected infective endocarditis may prove very useful, as it might reveal suggestive
abnormalities of this disease, such as Osler’s nodes and Janeway lesions. These cutaneous manifestations of infective endocarditis
are currently found only in about 20% of endocarditis cases, their presence, expression of an immune-mediated response and septic
microembolism is associated to with poor outcome. We report a case of a woman with infective endocarditis and the typical cutaneous
manifestations.
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A 47-year-old woman with a history of intravenous drug use,
came to our observations for fever for a few days.
The arterial blood pressure and the heart rate were in normal
range. The physical examination showed the presence of
cutaneous lesions in the nail beds and palms that were typical
for splinter hemorrhages associated with endocarditis, painful
lesions consistent with Osler nodes and painless Janeway
lesions, figu e.
The cardiac examination revealed a diastolic murmur grade III/
IV near the heart’s base. The laboratory biomarkers showed the
elevation of C-reactive protein, erythrocyte sedimentation rate
and procalcitonin, leucocytosis. and an increase in the indices of
hepatocyte necrosis.
The echocardiographic evaluation showed the presence of
an endocarditis vegetation on the left cusp of the aortic valve
determining a severe regurgitation.
The subject had a staphylococcus aureus endocarditis. She
underwent aortic valve replacement with biological prosthesis,
see panel D, intra-operatory view.

Cutaneous manifestations of infective endocarditis, very common
in the pre-antibiotic era, are currently found only in about 20% of
endocarditis cases [1].
Osler’s nodes are typically painful lesions that occur on fingers
and toes and are attributed to an immune-mediated response. In
contrast, splinter hemorrhages (involving the distal nail bed) and
Janeway lesions (involving the palms and soles) are painless and
secondary to septic microembolism.
Osler’s nodes are painful, purple nodular lesions, usually found on
the tips of fingers and toes. Janeway lesions, in turn, are painless
erythematous macules that usually affect palms and soles [2].
Early recognition of these clinical signs is important as they
indicate the presence of systemic embolization and are
associated with poor outcomes [3].
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Figure 1. Cutaneous manifestations of a staphylococcus
endocarditis of the left aortic cusp.
Panel A: cutaneous lesions in the nail beds and palms that were
typical for splinter hemorrhages associated with endocarditis
(black circle), painful lesions consistent with Osler nodes (black
arrow) and painless Janeway lesions (white arrow), figu e.
Panel B and C: trans-esophageal echocardiographic examination
showing the endocarditis vegetation on the left aortic cusp (white
arrow).
Panel D: intra-operatory view, the endocarditis vegetation is well
evident on the aortic cusp.
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