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Abstract

Background: Stenotrophomonas maltophilia (S. Maltophilia) is a gram-negative bacillus presumed to be a
commensal and rarely causes opportunistic infections in immunocompromised individuals. Since it is
resistant to most of the commonly prescribed antibiotics, it carries a high mortality. S. maltophilia infective
endocarditis is extremely rare and only 43 cases have been reported worldwide till date.

Case Report: Our patient was a 45 years old male, known case of diabetes mellitus, Rheumatic heart
disease (RHD) with previous aortic valve replacement, who had 2 episodes of S. maltophilia bacteremia and
first episode being diagnosed as possible infective endocarditis being subsequently managed medically.
However in the second episode of bacteremia diagnosis of infective endocarditis was confirmed and patient
required prosthetic valve replacement.

Conclusion: This case is being presented to emphasize the possibility of infective endocarditis due to S.
maltophilia and the clinicians should be aware of its potential significance in appropriate clinical setting
and diagnosis should be considered early to prevent mortality.
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Introduction

S. maltophilia is an aerobic, non-fermentative,
gram-negative bacillus that is widely distributed in
humans and the natural environment. It was
presumed to cause opportunistic infections in
humans rarely, except in those who were
debilitated or were immunocompromised.*? S.
maltophilia infective endocarditis is a rare and
poorly described disease. Although it is an
opportunistic bacteria and less virulent than other
causative organisms, it is difficult to treat as it is
intrinsically resistant to various broad spectrum
antibiotics. If untreated, it carries high morbidity
and mortality rates.® Hence it should be suspected

as the cause of illness when isolated in at risk
patients with early initiation of treatment.

We are reporting a rare case of S. maltophilia
infective endocarditis involving prosthetic aortic
valve with 2 episodes of bacteremia. Only 43
cases have been reported worldwide till date.* To
the best of our knowledge there are only two cases
of S. maltophilia infective endocarditis reported
from the Indian subcontinent so far and this is the
3" case overall. It is however the first case with
two episodes of bacteremia reported from India.

Case Report
A 45 year old male, a known case of diabetes
mellitus since 10 years and RHD since 35 years
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was apparently asymptomatic 15 days before
presentation to the hospital, when he complained
of high grade fever and breathlessness. He also
gave history of burning micturition since 15 days.
There was no history of predisposing events such
as dental procedures or use of intravenous drugs.
He had undergone closed mitral valvotomy
(CMV) 30 years ago and aortic valve replacement
6 years ago for RHD and its sequelae. On initial
examination he was found to be having a blood
pressure of 100/70 mm Hg and temperature 100 F.
General examination and examination of
peripheral pulses was unremarkable and non
contributory. On Cardiovascular examination, soft
systolic murmur in mitral area was present and
metallic click of prosthetic valve was audible in
the aortic area. Respiratory, neurological and
abdominal examination were unremarkable. His
initial investigations revealed haemoglobin 11.6
gm per deciliter, total leukocyte count 9500 cells
per cubic millimeter, platelets 198,000 cells per
cubic millimeter and an Erythrocyte sedimentation
rate of 45 mm at the end of the 1% hour. His renal
and hepatic parameters were within normal limits.
Urine routine and microscopy was normal. Urine
culture done on the 5™ day of fever showed
growth of Escherichia Coli (Colony count 10°
colony forming units per millimeter). He was
started on intravenous (V) antibiotics which were
given for a few days considering the initial
diagnosis of urinary tract infection (UTI). On the
3" day of hospitalisation, blood culture showed
growth of S. maltophilia. Initially it was presumed
to be a commensal bacteria and IV antibiotics
were continued as per the urine culture report.
Echocardiography showed mild mitral stenosis
and no evidence of endocarditis. As fever spikes
persisted despite patient being on appropriate
medication, alternative etiologies for fever were
considered. Multiple blood cultures were sent
from different sites, all of which grew S.
maltophilia. Transesophageal echocardiography
(TEE) was done which did not reveal any
vegetation. A diagnosis of possible infective
endocarditis was made according to modified

Duke’s criteria because of the absence of
vegetations. According to the sensitivity reports,
he was started on oral Co-trimoxazole and IV
Minocycline and IV Ceftazidime which were
given for a duration of 6 weeks. Patient became
afebrile during the course of treatment and was
subsequently discharged. Blood cultures done
after 6 weeks of antibiotics were sterile. At home,
patient remained afebrile and well for one week
after stopping of the antibiotics when fever
recurred. He was readmitted and repeat
haemogram, renal and hepatic parameters were
within normal limits. Repeat multiple blood
cultures from different sites grew S. maltophilia.
TEE was done again and this time it showed two
soft echodense structures on the bioprosthetic
aortic valve measuring 0.6 cm? and 0.23 cm®
Hence the diagnosis of infective endocarditis was
confirmed according to modified Duke’s criteria
in this 2™ episode of bacteremia. He was again
started on IV Ceftazidime, IV Minocycline and
tablet Co-trimoxazole according to the sensitivity
report. Patient was electively taken for aortic
valve replacement and tissue specimen was sent
for culture which grew S. maltophilia. Repeat
blood culture after 6 weeks of antibiotics was
sterile. On follow up he is afebrile and stable.

Discussion

S. maltophilia is an aerobic, non-fermentative,
gram-negative bacillus measuring 0.5t0 1.5 pm in
length. S. maltophilia infective endocarditis is
rare.>® Risk factors for S. maltophilia infective
endocarditis include IV drug abuse, use of central
venous lines and history of prior cardiac surgery
with prior valve replacement accounting for 40-60
% of the endocarditis cases.>®"® Carrillo-Cordova
et al reported autoimmunity as a predisposing
factor for S. maltophilia infective endocarditis.’

S. maltophilia is responsible for hospital acquired
infections such as bacteremia, pneumonia, UTI,
skin and soft tissue infections, ocular infections
and meningitis.’® It is possible that the organism
may be isolated when there is no clinical evidence
of infection.* True infection must be considered
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when it is isolated in a normally sterile specimen
such as blood or CSF.*?

S. maltophilia infections are difficult to treat
because the organism is intrinsically resistant to
many common broad-spectrum antibiotics and [-
lactams.*® Sulphamethoxazole - trimethoprin is
considered as the agent of choice.* As it is a
bacteriostatic drug, combination therapy is
indicated to provide synergistic effect.* S.
maltophilia infective endocarditis is associated
with high mortality (34.8%).* Complications like
cardiac failure, cerebral vascular accidents and
organic abscesses are seen in 70-80% of
patients.>®®

Prosthetic valves are involved in 51.1% of cases
and surgery is required in 59.09% of patients
having prosthetic valve S. maltophilia infective
endocarditis. Only 36.36 % patients of prosthetic
valves infective endocarditis are cured without
surgery.* The aortic valve was most frequently
involved among prosthetic valves (50%).*

Ours was a case of prosthetic aortic valve
endocarditis with the possible risk factor being
previous history of valve replacement. 6 weeks of
usual antibiotic therapy didn’t achieve a cure and
the patient recovered only after the infected
prosthetic valve was replaced followed by 6
weeks of effective multidrug antibiotic therapy.

Conclusion

As S. maltophilia infective endocarditis is rare and
carries a high mortality due to its inherent
resistance to commonly prescribed antibiotics,
diagnosis should be considered early in patients
having risk factors and treatment should be
initiated as soon as possible. This is one of the
extremely rare cases of S. Maltophilia infective
endocarditis reported from india.
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