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Letters to Editor

Primary tuberculous mastitis is extremely uncommon.[1] 

The reason for low incidence of  tuberculous mastitis is 
because mammary tissue is an inhospitable site for survival 
and multiplication of  Tubercle bacilli as is skeletal muscle 
and spleen. Although cases have been reported from those 
aged 6 months to 73 years, yet most cases are 20-40 years 
old and in active sexual life.[3] It can present as a painless 
breast mass, generalized breast edema or localized breast 
abscess with or without axillary involvement.[4] Lumps 
are mostly misdiagnosed as fibroadenoma, fibroadenosis 
or malignancy.[2] Radiological imaging modalities like 
mammography or ultrasonography are unreliable in 
distinguishing it from carcinoma.[1] 

The demonstration of  acid fast bacilli on Ziehl Neelson 
stain or growth of  Mycobacterium tuberculosis on culture 
of  the FNA specimen remains the gold standard for 
diagnosis despite 38% yield.[4] FNAC is proving very 
useful in diagnosis of  breast lumps with or without 
nodes. The presence of  epithelioid cell granulomas 
and caseous necrosis is diagnostic. The demonstration 
of  AFB is not a must.[1] Earlier the therapy used to be 
exclusively surgical resection of  the infected tissue, but 
now anti-tuberculosis chemotherapy supplemented by 
limited surgery or aspiration of  abscesses is considered 
as adequate.[3]

Although granulomatous inflammation of  the breast is an 
uncommon entity, it should be considered in the differential 
diagnosis of  a lump in the breast. Fine needle aspiration 
and cytologic analysis may provide the diagnosis.
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A Rare Case of Prosthetic 
Valve Endocarditis Caused 
by Extended-spectrum 
β-Lactamase Producing 
Escherichia coli

Sir,
Prosthetic heart valve endocarditis accounts for 20% 
of  cases of  infective endocarditis.[1] Endocarditis due 
to non HACEK (Hemophilus species, Actinobacillus 
actinomycetemcomitan, Cardiobacterium hominis, Eikenella 
corrodens, Kingella species) Gram negative bacteria is 
uncommon. Among the Gram negative bacteria, extended-
spectrum β –lactamase (ESBL) - producing Escherichia 
species causing prosthetic valve endocarditis (PVE) is 
extremely uncommon.

Our patient was a 62-years-old African American female 
with history of  mitral regurgitation s/p bioprosthetic mitral 
valve replacement four years ago, left sided hemiplegia 
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Figure 1: Necrotizing epithelioid cell granulomas in a smear prepared 
from FNAC breast lump. (Leishman; ×200)

Azhar
Rectangle

Azhar
Rectangle



100 	 Journal of Global Infectious Diseases / Jan-Mar 2011 / Vol-3 / Issue-1

Letters to Editor

after right basal ganglia infarct and severe penicillin allergy 
presented to hospital for respiratory distress. Patient was 
tachypneic, tachycardic, normotensive and febrile with 
temperature of  39.6°C. On examination, there was newly 
found pansystolic murmur grade 2/6 at apex of  the heart, 
diffuse expiratory rales and left sided hemiplegia. There were 
no peripheral stigmata of  endocarditis. Her leukocytes count 
was 13,000/mm3 with 81% neutrophils, 14% lymphocytes 
and 5% monocytes. Urinalysis was negative for leukocyte 
esterase, 1-5 leucocytes/high power field and no bacteria. 
Roentogenogram showed mild pulmonary congestion. Initial 
arterial blood gas analysis depicted respiratory acidosis. CT 
scan of  head without contrast showed chronic infarct in 
right basal ganglia. Patient was admitted to intensive care 
unit (ICU), supported with non invasive ventilation and 
treated with intravenous vancomycin and aztreonam for 
health care associated pneumonia. The Gram-stained smear 
showed Gram-negative bacilli. On day three, transesophageal 
echocardiogram (TEE) revealed 5-mm mobile echogenic 
structure on bioprosthetic mitral valve and mild mitral 
regurgitation [Figure 1]. The isolate was identified as  
E. coli and the sensitivity results depicted ESBL producer 
susceptible to carbapenems only. Antibiotics were switched 
to imipenem-cilastin that improved her clinical condition. 
Patient was transferred to nursing home with intravenous 
antibiotic therapy for six weeks. Surgical treatment was not 
considered because of  clinical response to the antibiotic 
therapy, mild regurgitation of  mitral valve and high risk for 
surgery because of  co-morbidities.

E. coli is a common organism to cause bacteremia in 
hospitalized patients, but the endocarditis due to E. coli 
is rare. The epidemiology and microbiological etiology 
of  PVE have changed and there is a marked increase in 
PVE caused by Enterococcus.[2] The major risk factors for 
infections with ESBL-producing organisms are advanced 
age, female sex, diabetes mellitus, underlying urinary tract 
infection, prolonged hospital stay, duration of  ICU stay and 
prior exposures to cephalosporins, quinolones and three 
or more courses of  antibiotic therapy within the preceding 
year.[3] E. coli endocarditis is associated with higher rate 
of  intracardiac abscess, sepsis and in-hospital mortality.[4] 
Modified Duke’s criteria have lower sensitivity in diagnosis 
of  PVE.[1] Blood culture is the best identification method 
providing live bacteria for susceptibility testing. TEE has 
higher sensitivity and specificity in detecting vegetations, 
valve abscesses, fistulae, perivalvular regurgitation and 
prosthetic valve dehiscence. 

The carbapenems are commonly used as the drug of  
choice for severe infections due to ESBL-producing 
Enterobacteriaceae. The presence of  ESBL confers resistance 

to third and fourth-generation cephalosporins and 
monobactams and co-resistance to fluoroquinolones, 
tetracyclines, and aminoglycosides.[5] Surgical treatment for 
PVE is associated with high mortality but the prognosis 
is better with the early surgery, radical debridement of  
infected tissue and in presence of  complications like heart 
failure and valve abscesses.[6] 
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Figure 1: Transesophageal echocardiogram – bioprosthetic mitral 
valve area showing 5 mm size, mobile, echogenic structure attached 
to the peripheral rim
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A Case of Staphylococcus 
lugdunensis Related 
Pyomyoma Occurring after 
Cesarean Section

Sir,
Pyomyoma (suppurative leiomyoma) is a rare condition 
occurring from infarction and infection of  a leiomyoma 
that typically occurs in pregnant women or postmenopausal 
women who have vascular disease.[1] It can result in 
complications, such as bacteremia, uterine rupture, and 
even death.[2] The diagnostic triad of  pyomyoma is the 
following: 1) sepsis; 2) leiomyoma uteri; and 3) no other 
apparent source of  infection.[3]

A 30-year-old female presented with fever and a 6 × 
5 cm painful abdominal mass with purulent discharge 
[Figure  1]. She had fibroids and eight weeks prior to 
admission, she had an uncomplicated cesarean section. 
CT revealed pedunculated fibroids, largest measuring 8.6 
× 5.9 cm [Figure 2] with secondary degenerative infection. 
Wound cultures grew Staphylococcus lugdunensis, Staphylococcus 
epidermidis and Peptostreptococus. She was started on 
intravenous vancomycin and avelox. At exploratory 
laparotomy, she was found to have a uterus with pus-filled 
necrotic fibroids protruding through the abdominal wall. 
She had a resection of  the necrotic fibroids and repair of  
the abdominal wall. Cultures grew Staphylococcus lugdunensis. 
She was discharged home one week later.

Figure 1: Abdominal mass protruding through umbilicus with purulent 
discharge

S. lugdunensis-related pyomyomas have never been described 
in the literature and may tend to have a more fulminant 
course unlike infections caused by other coagulase-negative 
staphylococci.[4] 

A delay in diagnosis may result in fatal complications,[5] 
which was not the case in our patient who received adequate 
surgery and broad-spectrum antibiotics that decreased 
serious morbidity and mortality.
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Figure 2: CT scan of abdomen confirming gas in the leiomyoma
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