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Abstract

Introduction: Cardiac complications are becoming more critical in patients with human immuno-
deficiency virus (HIV) infection. The risk of infectious complications in HIV-positive patients has
decreased with the availability of highly active antiretroviral therapy, but remains high in developing
countries, such as India. HIV patients are at increased risk for recurrent bacterial infections due to
acquired immune suppression.

Case presentation: We describe a case of a 45-year-old HIV-infected male, on antiretroviral therapy
for 4 years, with invasive endocarditis. On admission, his CD4+ count was 274 cells/pl. The patient
was hemodynamically stable on arrival and was in congestive heart failure. Pallor was present with no
peripheral signs of infective endocarditis. 2D echocardiogram revealed vegetations on the tips of an-
terior and posterior leaflets of the mitral valve, severe mitral regurgitation, and moderate tricuspid
regurgitation. Blood culture was positive for Brucella melitensis. The patient recovered without any
sequel after six weeks of antibiotic therapy (gentamycin intravenously + rifampicin p.o.). The patient
remains under regular follow-up.

Conclusions: Brucellosis in general is a difficult diagnosis to make. Therefore, along with diagnosis,
treatment is also delayed leading to devastating outcomes. Cardiac involvement occurs in only 2%
of cases but accounts for 80% of mortality due to brucellosis. Brucella endocarditis should be suspected
in HIV patients with endocarditis, who have negative blood cultures and risk of exposure. The most
accepted treatment for B. endocarditis is a combination of anti-microbial therapy with surgery.

HIV AIDS Rev 2021; 20, 2: 144-146
DOI: https://doi.org/10.5114/hivar.2021.107241

Key words: HIV infection, infective endocarditis, Brucella melitensis, CD4+ count, 2D echocardiogram.

Introduction morbidity and mortality rates [1]. IE was initially rec-

There have been several studies, mostly from west-
ern countries, on the association between human immu-
nodeficiency virus (HIV)-positive status and infective
endocarditis (IE), for which intravenous drug abuse was
the main risk factor. Even with advances in diagnosis, IE
remains a common cause of hospitalization, with high
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ognized to be a complication of intravenous drug use in
the 1950s [2]. It is a potentially fatal consequence of in-
jecting illicit drugs, such as heroin, cocaine, and metham-
phetamine. Very few reports exist regarding IE caused
by Brucella melitensis in HIV patients without a history
of any injectable drug abuse.
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Brucella melitensis endocarditis in an HIV-positive patient

Case presentation

A 45-year-old male was referred to our institute
with a suspicion of refractory heart failure from a pri-
mary care hospital. The patient is HIV-1-positive for
the last 6 years and on antiretroviral therapy (ART) for
the last four years (CD4+ count was 126 cells/pl at that
time); on admission, his CD4+ count was 274 cells/pl
(viral load 938 copies/ml). Main complaints at presen-
tation to the local hospital included severe fatigue, in-
termittent low-grade fever, and increasing shortness
of breath for the past two months. He was empirically
started on intravenous ceftriaxone and supportive care.
Pallor was present, with no peripheral symptoms of IE.
Blood cultures were taken. His baseline hemoglobin was
7 gm/dl and creatinine 1.8 mg/dl. ECG showed sinus tachy-
cardia with no other significant abnormality. Chest X-ray PA
was within normal limits, and sputum culture was negative
for acid-fast bacilli. 2D echocardiogram revealed vegetations
on the tips of the anterior and posterior leaflets of the mitral
valve (Figure 1). Color Doppler interrogation showed severe
mitral regurgitation and moderate tricuspid regurgitation
(Figure 2). Blood culture revealed the growth of Brucella
melitensis. The strain was sensitive to gentamycin, rifampi-
cin, cotrimoxazole, and resistant to doxycycline. The aortic
valve was unaffected with normal biventricular functions.
Intravenous gentamycin 60 mg every 8 hours, and rifampicin
600 mg orally, along with diuretics were started; the patient
was also started with two units of packed red cell transfu-
sions. The patient improved with reduced fatigue, shortness
of breath by 3" day of hospitalization. TEE was planned, but
the patient did not consent to it. After six weeks of antibiotic
therapy, the patient was discharged in a hemodynamically
stable condition. Repeat 2D-ECHO at the time of discharge
showed complete resolution of the vegetation. The patient
remains under regular medical follow-up.

Discussion

Although bacteremia is common in HIV-positive pa-
tients, IE is not routinely considered [3, 4]. IE and HIV are
mainly suspected in intravenous drug users; however, it is
quite rare in non-IVDA HIV-positive patients (2%) [5, 6].
HIV alone does not appear to increase the susceptibility for
IE in sero-positive patients [7]. As there is no significant
difference in the clinical presentation of IE between HIV-
infected and HIV-negative patients, it is very important to
consider a diagnosis of IE even in HIV patients without any
history of IVDA [8].

Our patient is HIV-positive; although, the cause of his
HIV infection could not be traced, he remained compliant
with ART for the last four years., and his recent CD4+ count
is 274 cells/pl (viral load 938 copies/ml). Right-sided infec-
tive endocarditis is more common in intravenous drug users.
In a European series, Staphylococcus aureus was the most
common causative IE organism in HIV-infected patients,
whereas Brucella melitensis was mainly associated with en-
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Figure 1. 2D echocardiography with vegetations on the tips
of anterior and posterior leaflets of the mitral valve (yellow
arrow)

Figure 2. 2D echocardiogram with vegetations on the tips
of anterior and posterior leaflets of the mitral valve (yellow
arrow), severe mitral regurgitation, and moderate tricuspid
regurgitation

docarditis in IVDA patients [9]. Nel et al. [8] also showed
no significant differences in the vegetation characteristics
between HIV-infected and uninfected patients. They also
showed that complications, such as leaflet aneurysms and
root abscess occurred in patients with CD4+ counts < 250/cc
in HIV-positive subjects, and appeared to be more extensive
compared to uninfected patients. The outcomes of pharmaco-
logical and surgical therapies were also similar in both groups
[8]. The most common presentation of brucellosis is pyrexia
of unknown origin, with night sweats, arthralgia, malaise, and
asthenia. Cardiovascular involvement most commonly mani-
fests as infective endocarditis but is seen in only 2% of brucel-
losis cases [9]. In general, risk factors for B. melitensis infec-
tion include intravenous drug abusers, HIV patients, hepatitis
B- and hepatitis C-infected patients, and also people living in
rural areas and having exposures to farms’ animals [10].

Conclusions

Infective endocarditis in HIV-positive patients has
a similar clinical presentation to those who are HIV-nega-
tive, with similar morbidity and mortality. Brucella endo-
carditis should be suspected in HIV-positive patients with
endocarditis, who have negative blood cultures and a risk
of exposure. The most accepted treatment for B. endocarditis
is a combination of anti-microbial therapy with surgery.
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