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SHORT REPORTS

Streptococcus bovis endocarditis
and colonic carcinoma: a neglected
association
In 1977 Klein et al drew attention to an association between Strepto-
coccus bovis endocarditis and carcinoma of the colon1; later this obser-
vation received support from other published case reports.2 We
describe a further patient in whom the finding of Str bovis endocarditis
stimulated investigation which resulted in the diagnosis and treatment
of carcinoma of the sigmoid colon. Few earlier reports give details of
the Str bovis biotype implicated, which in this particular case dif-
fered from the biotype of the organism more commonly associated
with endocarditis.4

Case report

A 58 year old woman was admitted to the intensive care unit of this hospital
in July 1982 with suspected acute toxic confusion. She was feverish (tempera-
ture 38"C) and delirious; her haemoglobin concentration had fallen from 12-0
g/dl earlier that year to 9-7 g/dl on admission. She was clearly in cardiac
failure secondary to valvular heart disease with established atrial fibrillation:
her ventricular rate was 84/min and blood pressure 130/65 mm Hg. On
auscultation a grade 3/4 systolic murmur was maximal at the base but widely
audible over the precordium and there was a grade 2/3 early diastolic murmur
at the left sternal edge. No abnormalities were noted on abdominal examina-
tion.
The patient was known to have had rheumatic heart disease, having suf-

fered four discrete attacks of rheumatic fever in youth, which had resulted in
rheumatic endocarditis. Both aortic and mitral valves were severely affected
and had been replaced by homograft valves in 1967 and 1979 respectively.
Later a history of intermittent mild diarrhoea lasting a few days at a time and
without obvious rectal blood loss came to light. This symptom, which dated
from June 1981, had led in August 1981 to sigmoidoscopic and barium enema
examinations, neither of which had shown anything abnormal. Immediately
before the present admission, however, persistent diarrhoea had again been
troublesome.

In this setting of apparent acute toxic confusion associated with changing
murmurs (the diastolic murmur had not been heard before) several blood
cultures were taken immediately, all of which rapidly grew Str bovis biotype
II, as identified by "API 20 strep." Intravenous ampicillin (later replaced by
intravenous benzylpenicillin) and gentamicin led to resolution of confusion
as her temperature fell to normal over a few days. While the findings on
auscultation were unchanged, her exercise tolerance rapidly returned to a
preadmission level with continued maintenance digoxin, diuretic, and anti-
coagulant treatment.
Although no intrinsic lesion was palpable on rectal examination, the im-

pression of a high pelvic mass and the identification of this particular Str
bovis as responsible for her endocarditis led to an intensive search for further
evidence of colonic carcinoma. Sigmoidoscopy on two separate occasions-
to 15 cm using a rigid instrument, and to 30 cm with a flexible instrument used
under keneral anaesthesia-showed only traces of intraluminal blood, which
presumably derived from a more proximal bowel condition. A further barium
enema examination failed to detect such a lesion but was technically un-
satisfactory, and when repeated an irregular narrowing of the proximal sig-
moid colon was seen.
At laparotomy under continued antibiotic cover with temporary anti-

coagulant reversal a tumour 6 X 3 X 3 cm situated at the apex of the sigmoid
colon was excised by sigmoid colectomy. Histologically this was a moderately
differentiated adenocarcinoma which had infiltrated at least one lymph node
beside the inferior mesenteric artery. There was, however, no other evidence
of metastatic spread. Postoperative recovery was uneventful and bowel
symptoms did not recur. Though she continued to have an aortic diastolic
murmur, her overall cardiorespiratory state remained satisfactory.

Comment

The relevance of the association reported by Klein et al between
Str bovis endocarditis and colonic adenocarcinoma appeared enhanced
by their finding of an increased prevalence of Str bovis isolation from
patients with colonic carcinoma when compared with controls."
Later other workers5 advocated full evaluation of the gastrointestinal
tract in the investigation of patients with Str bovis bacteraemia (with
or without endocarditis) on the basis of a high frequency of isolation
of this streptococcus type from patients with varied gastrointestinal
disease.
An earlier review of streptococcal disease showed that Str bovis

was responsible for 55 (17-40%) of 317 cases of streptococcal endocardi-

tiS.4 The vast majority of the organisms, however, belonged to Str
bovis biotype I (dextran producing, mannitol fermenting) rather than
Str bovis biotype II (non-dextran producing, non-mannitol ferment-
ing), the organism type responsible for endocarditis in our patient.
Indeed, of the 317 cases of endocarditis reviewed by Parker and Ball,
only seven were caused by Str bovis biotype II.4 The relevance of the
fact that our patient's isolate belonged to the biotype less commonly
associated with endocarditis is not clear, as few other reports give
details of the Str bovis biotype associated with gastrointestinal lesions.
Conceivably attention to more detailed identification of the organism
in such cases may further increase our understanding of the associa-
tion between Str bovis endocarditis and colonic carcinoma.
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Cerebrotendinous xanthomatosis:
biochemical response to inhibition
of cholesterol synthesis
Cerebrotendinous xanthomatosis is a rare disabling genetic disorder
in which cholestanol accumulates in the nervous system and other
tissues. We describe a patient severely affected by the disease in whom
the raised plasma cholestanol concentration was profoundly reduced
by mevinolin, a drug that inhibits cholesterol biosynthesis.

Case report

A 27 year old man presented with increasing unsteadiness of gait and
swelling of his Achilles tendons. Five years before bilateral cataracts had
been removed with improvement in vision. There were no similar illnesses
in his family, but he was born to consanguineous parents. A paternal aunt
had died of coronary heart disease at age 40. Although his father indicated
that there had been slight intellectual slowing, he was able to work as a
school clerk.
The patient was slightly dysarthric. Psychometric testing in English and

Arabic disclosed intellect and memory in the dull normal range (full scale
IQ 80-85). His severely ataxic gait was disproportionate to the minimal
pyramidal weakness and mild spasticity. He had bilateral ankle clonus,
extensor plantar responses, and brisk limb reflexes. Vibration sense was
reduced at his ankles. There were large xanthomas in both Achilles tendons
and in the plantar tendons. The liver was enlarged. Computed tomography
showed slight generalised cerebral atrophy. The electroencephalogram was
severely and diffusely abnormal with an excess of medium to high voltage
mixed slow activity. Electromyography showed delayed motor conduction,
suggesting peripheral nerve disease.
The diagnosis of cerebrotendinous xanthomatosis was confirmed by

measurement ofthe plasma cholestanol concentration by gas chromatography;
values were 16-8 and 13-3 mg/l (normal range 2-0-6-0 mg/11). Cholestanol
constituted 3 0% of sterols extracted from an Achilles tendon biopsy
specimen. Cholesterol concentrations were 6-6 and 7-1 mmol/l (255 and
274 mg/100 ml), exceeding the 90th percentile, due to a small increase of low
density lipoprotein. Serum alkaline phosphatase activity was 160 KAU/I
(upper limit 130), attributable to an increase in bone isoenzyme. The resting
electrocardiogram was normal.
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