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Abstracts:

PDA-related endocarditis is a very rare entity and Candida as its etiological agent in itself is infrequent. Nonspecific symptoms

make diagnosis of fungal endocarditis extremely difficult. This report presents a case of a woman with PDA who came for

surgical repair and diagnosed with suffering from Candida parapsilosis endocarditis which was suspected on echocardiography

and confirmed with its isolation in repeated blood cultures. Timely diagnosis and appropriate antifungal therapy in form of

liposomal Amphotericin B for 3 weeks led to the resolution of infection. Owing to the greater risk of fatal complications

associated with fungal endocarditis, it is imperative to have a high index of suspicion in patients with known risk factors to reach

to an accurate diagnosis as soon as possible.
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Introduction:

Incidence of infective endocarditis caused by fungal
species accounts for 1.3% to 6% of all cases.
Whereas Candida species alone account for 94.1% of
fungal endocarditis cases,"*” Candida albicans is the
most common causative agent followed by Candida
parapsilosis(17%)." C. parapsilosis, a commensal of
human skin is known for its capacity to grow in total
parenteral nutrition and forms biofilms on catheters
and other implanted devices. The nosocomial spread
is by hand carriage which leads to its persistence in
the hospital environment." Risk factors for C.
parapsilosis endocarditis include, previous valvular
disease, presence of prosthetic valves, intravenous
drug use and parenteral nutrition, abdominal surgery,
immunosuppression and treatment with broad-
spectrum antibiotics.! Intravenous catheters, bone

marrow transplant and abdominal surgery are

additional ~risk factors for candida infections.”®’
Candida endocarditis is associated with a high rates
of mortality even with aggressive treatment.® This
report presents a case of C. parapsilosis endocarditis
involving right ventricular outflow tract.

Case report:

A 29 years old female patient, known case of PDA
was admitted for surgical repair in a Superspeciality
hospital in May 2016. She had history of fever off
and on for last 1 month. She had no other symptoms
besides fever. Her physical examination was un-
remarkable except for a continuous pansystolic
murmur on CVS examination. On day 2 of
admission, a two dimensional echocardiography was
performed which revealed a moderate sized PDA
with a large mobile vegetation in the Right
ventricular outflow tract. The same day blood
samples were sent for complete hemogram and
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leucocyte counts. The results are as follows:
Hemoglobin-11.1 g/dl, Total Leucocytes Counts-
4300/mm’, Differential Leucocyte Counts= P64 1.29
EO1 MO06. After sending the first set of blood
cultures,the patient was started empiricaly on
Ceftriaxone, Amikacin, and Vancomycin . Repeated
Blood culture samples collected at different intervals
over the next 4 days showed growth in 3 blood
samples while other four were sterile.

Positive blood culture samples grew smooth pasty
cream coloured colonies on Sabourauds dextrose
agar. Gram stain showed oval budding gram positive
yeast like cells (figure 1). The infective organism was
identified as Candida species which was germ tube
negative (figure 2).* On Corn Meal Agar, fine and
coarse pseudomycelium (giant forms) were seen.
Blastospores were seen at the septa and terminal ends
either singly or in short chains (figure 3). Creamy
white to pale pink colored colonies were seen on
CHROM Agar (figure 4).

Further speciation and Antifungal susceptibility
testing was done at the Microbiology Department,
AIIMS, New Delhi. Here it was identified as Candida
parapsilosis which was sensitive to Amphoterecin B,
Caspofungin and Micafungin and resistant to
Fluconazole, Voriconazole and Posaconazole
{determined by Microbroth Dilution technique (CLSI
M27-S4)}° (Table 1).

On day 5, Liposomal Amphotericin B 150mg in 500
ml 5% dextrose was started with serial monitoring of
renal function tests which was continued for 21 days.
ECHO repeated on Day 18 showed findings similar
to the ECHO done on Day 2. A set of Blood culture
samples sent two weeks after the initiation of
antifungal therapy were found to be sterile. Patient
was afebrile throughout her stay in hospital. She was

discharged on day 25 on Oral Fluconazole 400mg

OD for 1 month without undergoing PDA repair
surgery. Repeat ECHO done 1 month after the
discharge showed disappearance of vegetation with
blood cultures being sterile. The patient was
readmitted in July 2016 for PDA closure surgery
which was successfully performed and the patient
was discharged the next day. Follow up Blood
cultures sent after a week also showed no growth.
Discussion:

PDA-related endocarditis (whether infective or Non-
infective) is a very rare entity with an estimated
annual risk of <0.25% in patients with PDA."
Candida endocarditis in itself is an uncommon but
often a fatal entity. There is paucity of epidemiologic
data regarding its incidence. Whatever little known is
derived from small case series or case reports.'
Literature contains around 80-90 reported cases of
Candida parapsilosis endocarditis. Around 20 cases
have been published in the last 10 years alone.'” The
diagnosis of candida endocarditis is extremely
difficult because its signs and symptoms are
nonspecific and often identical to those of bacterial
endocarditis. In a review of patients with Candida
endocarditis, 77% of them were diagnosed post
mortem.” Fungal endocarditis generally results in
larger vegetation than bacterial endocarditis, and
tends to be more invasive to the valves, destroying
the adjacent tissues, and thus promoting embolism
formation.'* Therefore, it is imperative to have a high
index of suspicion in patients with known risk factors
to reach to an accurate diagnosis as soon as possible
so that the treatment can be initiated without delay.
Treatment for Candida endocarditis consists of
Amphotericin B plus Flucytosine and early surgery.
Oral azoles can be taken for long term suppression.
Role of Echinocandins has not been established

though these have been effective in sporadic cases.'
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In vitro sensitivity to Amphotericin B, 5-
Fluorocytosine, Fluconazole, Ketoconazole, and
Itraconazole has been shown by Candida parapsilosis
% However, there are different schools of thought
regarding treatment options because there are cases
including ours where endocarditis was successfully
treated with antifungal agents alone and no surgery

5,6,17,18,19
d.

was require on the other hand there are

some guidelines that mandate surgery to be
performed as early as possible in the majority of
cases.”’ We suggest here to keep the fungal etiology
of infective endocarditis on list  when
Echocardiography findings show large vegetations
and thereby send patient’s blood for fungal cultures
along with the bacterial ones on time so that the

appropriate management can be done accordingly.
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DRUG MIC(ug/ml) INTERPRETATION
FLUCONAZOLE 32 RESISTANT
VORICONAZOLE 2 RESISTANT
POSACONAZOLE 0.125 RESISTANT
AMPHOTERICIN B 0.5 SENSITIVE
CASPOFUNGIN 0.125 SENSITIVE
MICAFUNGIN 0.25 SENSITIVE

Table 1: Cut-off for susceptibility:

For all drugs CLSI M27-S84° guidelines followed except for posaconazole

20 g :
For posaconazole, EUCAST" guidelines were followed.

Control strains used: C. parapsilosis ATCC 22019 and C. krusei ATCC 6258
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Figure 1

Figure 2

Figure 3
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Figure 4
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