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 An infective endocarditis, specifically bacterial endocarditis, is usually caused by 
bacteria carried in the blood that may originate from an infection in other parts of the 
body besides the heart.1 Injuries, surgeries or preexisting heart conditions make the body 
vulnerable to infections.  Emboli may arise during this type of infection that may lead to 
visual field defects.   
 
Case Report 
  
 A 62-year-old white male from New York presented with the primary complaint 
of a recent loss of his left peripheral vision in his left eye and moving white and red 
flashes in both eyes.  The patient had a history of floaters which have subsided in the past 
years.  In addition, the patient reported an acute loss of hearing. The patient denies any 
head trauma, slurred speech or paralysis in the limbs.  Medical history revealed 
hypercholesteremia and hypertension, for which he takes vytorin and lotrel, respectively.  
 The patient’s best-corrected visual acuities were 20/20 in the right eye (OD) and in 
the left eye (OS).  Pupil and extraocular motility testings were normal.  Slit lamp 
evaluation revealed trace arcus and cortical cataracts in both eyes (OU). Intraocular 
pressures were within normal ranges in OU. The dilation fundus examination revealed 
posterior vitreal detachments in OU and a flat, choroidal nevus in the OD.  The posterior 
pole (see Figures 1) and peripheral retina were flat and intact in OU. An automated 
threshold visual field revealed left superior homonymous quandrantanopia that respected 
the vertical line but not the horizontal line (see Figures 2).  Given that the patient 
experienced the visual disturbances in OU, it was speculated that there was an impending 
cerebrovascular accident (CVA). 
 The patient was sent to the emergency room (ER) immediately for a magnetic 
resonance imaging (MRI), which showed no signs of any infarctions in the brain.  An 
angiogram was then utilized and revealed plaques in the aortic valve.  The patient was 
prescribed coumadin and within one week (July 2011), he developed a fever secondary to 
a staphylococcus aureus infection and was quickly given intravenous antibiotics.  The 
patient’s aortic deteriorated valve was later replaced.  
 The patient returned three months later to get a new pair of spectacles and is 
scheduled to repeat the visual field test to monitor the status of the quadrantanopia. 
 



 

 

Discussion 
 
 The chief complaint of this case report prompts a thorough DFE and it is 
reasonable to perform a visual field test, which revealed a left superior homonymous 
quandrantanopia indicating a possible lesion in the Fleschig-Meyer’s loop or elsewhere 
within the temporal lobe.2  This suspected lesion may explain the recent hearing loss. In 
this case, an infective endocarditis was diagnosed which required intravenous antibiotics 
and a replacement of the aortic valve. 
 
Conclusion 
 
 An infective endocarditis leading to a left superior homonymous quadrantanopia 
not only can be visually debilitating, but may also reveal an underlying systemic 
condition that needs to be addressed promptly.  A thorough case history and ocular 
examination are helpful to guide the eyecare practitioner to send the patient to the ER 
urgently to determine the cause. 
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Figure 2 



 

 

Figure 2 (continued) 

 


