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Introduction

Among the Elizabethkingia species, E. meningosepticum is the most 
pathogenic member of genus. As primarily opportunistic pathogens, 
they majorly cause meningitis in premature and newborn infants and 
rarely cause pneumonia, endocarditis, and meningitis in immunocom-
promised adults (1). Here we describe an adult patient with an E. 
meningosepticum endocarditis who had no underlying diseases. To the 
best of our knowledge, this is the first documented case of this type in 
China.

Case Report

A 66-year-old man was admitted to the emergency department of 
our hospital with heart failure, respiratory failure, renal failure, and 
bilateral pleural effusion. He had been admitted in another hospital due 
to fever and chest pain 2 days before. The patient was referred to our 
hospital because he had chest distress, shortness of breath, and could 
not lie on his back. He had no history of hypertension or diabetes. At the 
time of admission, he had a temperature of 37.2°C, BP of 131/47 mm Hg, 
pulse of 105 beats/min, and respiratory rate of 36 breaths/min. 
Hemogram showed WBC count of 18.9×109 cells/L with 83% neutrophils. 
The levels of TNT, blood urea, creatinine, LDH, CysC, ProBNP, and 
d-dimer were 0.175 ng/mL, 20.17 mmol/L, 159.0 μmol/L, 378.0 U/L, 2.39 
mg/L, 31386.7 pg/mL, and 0.6 μg/mL, respectively. HIV, HBsAg, and HCV 
ELISA showed negative results. Echocardiography revealed left ven-
tricular enlargement, decreased cardiac function, aortic valve pro-
lapse, moderate aortic insufficiency, mild to moderate mitral regurgita-
tion, and trace of pericardial effusion. He was administered symptom-
atic treatment and etapenem due to the probable lower respiratory 
tract infection.

The blood cultures grew Gram-negative bacilli after 28 of incubation 
at 37°C on the third day after admission. The Gram-negative rod was 
nonmotile and catalase- and oxidase-positive. Consequently, it was 
identified as E. meningosepticum using VITEK2 Gram-negative identifi-
cation card (bioMerieux) because was sensitive to piperacillin-tazo-
bactam, imipenem, meropenem, levofloxacin, minocycline, cefepime, 
piperacillin, ceoperazone-sulbactam, ticarcillin-clavulanic acid, vanco-
mycin, teicoplanin, and rifampicin and resistant to aztreonam, ceftazi-
dime, gentamicin, and amikacin. Vegetative culture was also positive 
for E. meningosepticum. It had the same resistance phenotype with that 
organism isolated from blood. The sputum culture showed normal flora.

The patient was treated on the lines of acute bacterial endocarditis 
with injections of Vancomycin 1 g/12 h intravenously initially; the dose 
was reduced to 0.5 g/week later as the patient became afebrile and his 
subsequent blood cultures were sterile. Aortic valve replacement and 
intracardiac aortic sinus aneurysm repair surgery was then performed. 
However, 11 days later he developed Acinetobacter baumannii sep-
temia and cardiac arrest and died despite resuscitative measures.
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Discussion

Staphylococci and streptococci are the main pathogens and Gram-
negative bacilli are rare to cause infective endocarditis (2, 3). E. meningo-
septicum is a nonfermenting, nonmotile, Gram-negative aerobic rod and 
is not considered part of the normal human flora. It is a well-known 
pathogen causing meningitis in premature and newborn infants. Strains 
of this bacterium have infrequently been reported to cause infection 
among adults. In adults it can cause endocarditis, pneumonia, bactere-
mia, and keratitis (1, 4, 5). In the hospital environment, they exist in water 
systems and wet surfaces and serve as potential reservoirs of infection. 
Saline, lipid, and chlorhexidine gluconate solutions as well as contami-
nated sinks have been implicated as sources of infection (6). Contaminated 
surgically implanted devices, such as intravascular catheters and pros-
thetic valves, have also been reported to carry the bacteria (7).

The organism has a peculiar antibiotic profile and is usually resis-
tant to most antibiotics commonly prescribed to treat Gram-negative 
bacteria (Aminoglycosides, beta-lactam agents, chloramphenicol, and 
carbapenems) but susceptible to agents used to treat Gram-positive 
bacteria (rifampicin, ciprofloxacin, vancomycin, and trimethoprim-sulfa-
methoxazole). Hence, selecting the appropriate antibiotic for the treat-
ment is difficult. Some fluoroquinolones have shown favorable results (1, 
8). Rifampicin is usually active in vitro and has been used as a part of 
combination therapy to clear persistent infections. Although vancomy-
cin was used earlier to treat the patients, there are reports showing that 
vancomycin would not be effective against this organism (9). Thus, there 
is no optimal regimen for the treatment of Elizabethkingia spp. infections. 
More studies are required for the evaluation of these drugs. The doctor 
treated the patient with vancomycin and the patient responded well to 
vancomycin. His temperature turned normal and blood culture became 
negative. However, he died of A. baumannii bacteremia; this can be the 
limitation of the study for strongly proving vancomycin as good alterna-
tive to treat E. meningosepticum endocarditis.

Conclusion

E. meningosepticum could be a rare pathogen in endocarditis 
patients. Selecting the appropriate antibiotic is crucial for its treatment 
and vancomycin may be a good choice.

References

1. Boroda K, Li L. Elizabethkingia meningosepticum in a patient with six-year 
bilateral perma-catheters. Case Rep Infect Dis 2014; 2014: 985306.

2. Bor DH, Woolhandler S, Nardin R,  Brusch J, Himmelstein DU. Infective 
endocarditis in the U.S., 1998-2009: a nationwide study. PLoS One 2013; 8: 
e60033. [CrossRef]

3. Mahmood S, Taylor KE, Overman TL,  McCormick MI. Acute infective endo-
carditis caused by Delftia acidovorans, a rare pathogen complicating 
intravenous drug use. J Clin Microbiol 2012; 50: 3799-800. [CrossRef]

4. Ghafur A, Vidyalakshmi PR, Priyadarshini K, Easow JM, Raj R, Raja T. 
Elizabethkingia meningoseptica bacteremia in immunocompromised hosts: The 
first case series from India. South Asian J Cancer 2013; 2: 211-5. [CrossRef]

5. Erdem E, Abdurrahmanoğlu S, Kibar F, Yağmur M, Köksal F, Ersöz R. 
Posttraumatic keratitis caused by Elizabethkingia meningosepticum. Eye 
Contact Lens 2013; 39: 361-3. [CrossRef]

6. Jean SS, Lee WS, Chen FL, Ou TY, Hsueh PR. Elizabethkingia meningosep-
tica: an important emerging pathogen causing healthcare-associated 
infections. J Hosp Infect 2014; 86: 244-9. [CrossRef]

7. Nulens E, Bussels B, Bols A, Gordts B, van Landuyt HW. Recurrent bactere-
mia by Chryseobacterium indologenes in an oncology patient with a totally 
implanted intravascular device. Clin Microbiol Infect 2001; 7: 391-3. [CrossRef]

8. Kirby JT, Sader HS, Walsh TR, Jones RN. Antimicrobial susceptibility and 
epidemiology of a worldwide collection of Chryseobacterium spp: report 
from the SENTRY Antimicrobial Surveillance Program (1997-2001). J Clin 
Microbiol 2004; 42: 445-8. [CrossRef]

9. Chou DW, Wu SL, Lee CT, Tai FT, Yu WL. Clinical characteristics, antimicro-
bial susceptibilities, and outcomes of patients with Chryseobacterium 
indologenes bacteremia in an intensive care unit. Jpn J Infect Dis 2011; 64: 
520-4.

Address for Correspondence: Xiaonan Yu,
Department of Transfusion, General Hospital of
Shenyang Military Area Command,
Shenyang 110840-P.R. China
E-mail: 13309884078@189.cn
©Copyright 2015 by Turkish Society of Cardiology - Available online at www.anatoljcardiol.com
DOI:10.5152/akd.2015.6014

Case Reports Anatol J Cardiol 2015; 15: 426-9428

http://dx.doi.org/10.1371/journal.pone.0060033
http://dx.doi.org/10.1128/JCM.00553-12
http://dx.doi.org/10.4103/2278-330X.119912
http://dx.doi.org/10.1097/ICL.0b013e318291d171
http://dx.doi.org/10.1016/j.jhin.2014.01.009
http://dx.doi.org/10.1046/j.1198-743x.2001.00273.x
http://dx.doi.org/10.1128/JCM.42.1.445-448.2004

