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ABSTRACT

Neonatal infective endocarditis (IE) is an exceedingly rare disease and usually not associated with cardiac thabdomyomas or any
underlying structural cardiac anomalies. Cardiac thabdomyoma is also the most common benign primary cardiac tumor. The prognosis
depends on the size, location of tumors, and outflow tract obstruction but can regress within 2 months of age and reduces the necessity of
surgery. Due to the variable clinical features and course, we need to evaluate cardiac vegetation as soon as possible for better outcomes.
A combination of these two conditions was not reported before. Here, we presented a case of IE with cardiac rhabdomyoma in a male

baby which is first reported from Bangladesh previously.
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rimary cardiac tumor is a rare entity with only 0.027%
Pincidence in children [1-3]. Cardiac rhabdomyoma is the
most common benign tumor in a fetus with an incidence
of 60-86% and in infants, the incidence is 45% as a primary
tumor [1]. About 50% of cardiac rhabdomyoma are associated
with tuberous sclerosis and about 100 cases have been reported
in different literature [4,5]. Neonatal infective endocarditis (IE)
is also a rare disease but without any underlying structural heart
anomalies [6].
Here, we reported a case of IE with cardiac rhabdomyoma
with an absence of tuberous sclerosis which was an unusual
presentation. As far as our knowledge, the combination of these

diseases is first reported from Bangladesh previously.

CASE REPORT

A male baby was born to a 24-year-old 3™ gravid 2" Para
mother at 35 weeks of gestation, by cesarean section due to
scar tenderness, gestational diabetes mellitus (on insulin), and
previous cesarean section. At birth, he needed resuscitation as
stimulation, nasopharyngeal-oropharyngeal suction, and oxygen
inhalation with an Apgar score of 6/10. Soon after birth, the baby
developed respiratory distress and need oxygen through a face
mask and head box. But the baby was not improved and put in
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continuous positive airway pressure (CPAP) care for 9 days. His
condition again deteriorated and needed mechanical ventilation
(MV) from 11 days of his age.

At 18 days of age, the baby was severely dyspnoic, cyanosed,
in shock, edematous, pale, and bleeding from the nose. The baby
was resuscitated with two boluses of normal saline, dopamine
(10 ug/kg/min), dobutamine (10 ug/kg/min), and continued
MYV care with injection ceftazidime and amikacin. The baby’s
condition became worsen despite all supportive measures.

His investigation revealed hemoglobin 12.6 g/dl, the
total count of white blood cell 13,000/cmm, neutrophil 74%,
lymphocyte count 20%, platelet 80,000/cmm, hypoalbuminemia,
hypokalemia, positive C-reactive protein (CRP), and prolonged
prothrombin time. The chest X-ray revealed bilateral pneumonia
and an echocardiogram described large vegetation (8.7 mmx2.8
mm) attached to anterolateral papillary muscle with small
vegetation (4.3 mmx2.5 mm) attached to the posterior mitral
leaflet (PML). There was also moderate persistent pulmonary
hypertension (PPHN) with pulmonary artery systolic pressure
(PASP) of 46 mmHg, good left ventricular function, ejection
fraction (EF) of 61% as shown in initial echocardiography (Fig. 1).
The culture report shows that Candida species and Escherichia
coli were sensitive to imipenem, gentamicin, and fluconazole.

Since the baby was pale (Hb 9.7 gm/dl) with thrombocytopenia
(36,000/cmm), and increased CRP, MV care was provided to the
baby along with transfusion of blood and blood products. Albumin
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Figure 1: (a-c) Large vegetation (8.7 mmx2.8 mm) attached to anterolateral papillary muscle

infusion was given repeatedly. In addition to that, antibiotics were
given to the baby. On the 23" day of life, the patient was slightly
stable and was weaned to CPAP care. However, while on CPAP
and desaturation, the patient again developed respiratory distress.
The baby was reintubated and kept on MV care with a high set up
for the next 3 days. Again the baby became stable within 5 days
with lower ventilatory parameters.

Due to slow improvements, a repeat echocardiography
was done which had shown a large cardiac rhabdomyoma
(22 mmx=8 mm) attached to the anterolateral papillary muscle
of the left ventricle obstructing the outflow tract along with
IE of mitral valve (5§ mmx3.4 mm) attached to PML and mild
pulmonary arterial pressure (PASP: 30 mm of Hg) with good
biventricular function (EF: 62) (Fig. 2).

The patient was again weaned to CPAP care, then subsequently,
CPAP was withdrawn and kept on head box to face mask. The baby
showed gradual improvement after 1 month of age, maintaining
oxygen saturation in room air and was transferred to the ward
from NICU at 33 days of age.

DISCUSSION

Neonatal IE is usually a rare and fatal condition [7], previously
not diagnosed because of unavailability of diagnostic tools like
an echocardiogram. Nowadays, awareness and early detection
reduce the fatality rate [8]. Congenital heart disease is found in
only 8% of neonates as compared to 80% in older children and
adults with IE [6,9,10].

Risk factors for neonatal IE are invasive umbilical and other
central lines, total parenteral nutrition, and septicemia. For non-
bacterial thrombotic endocarditis, important risk factors are
hypoxia in a neonate due to perinatal stress, low APGAR score
at birth, low pH at birth, resuscitated neonate, PPHN, hyaline
membrane disease. Positive blood culture, respiratory distress,
new murmur, hematuria, congestive cardiac failure (CCF), fever,
and central lines are seen in both types of IE [6,11]. Our patient has
septicemia, persistent thrombocytopenia, required resuscitation
after birth, and was culture-positive with echocardiographic
evidence. This presentation is similar to Afif’s findings [12].
Clinical presentations are non-specific, variable and depend on
the highest suspicions of clinicians [8].

There are no definite diagnostic criteria for neonates but still,
echocardiography and blood culture are usual diagnostic tools.
Thrombocytopenia is evidence of septicemia and taking longer
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Figure 2: (a&b) Large cardiac rhabdomyoma (22 mmx8 mm)
attached to anterolateral papillary muscle
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than usual time to resolve [6]. Still, the mortality rate is 25-60%
at present, it can be possibly decreased by early diagnosis and
treatment with higher dose antibiotics than for sepsis [13]. Fungal
infections are rare, no case report was found as before. In our
baby, Candida species were found in the blood.

Cardiac rhabdomyoma is an extremely rare childhood
tumor [14]. Infant cardiac tumors are determined by postmortem
which are not possible in resource-limited areas [15]. The tumor
has different clinical presentations and surgery was done in
hemodynamically unstable conditions [2]. Clinically undetectable
but discovered during investigation for other conditions such as
heart failure, arrhythmia, or fetal ultrasound for any purpose [16].
Important features are spontaneous regression but may cause
serious clinical manifestations before regression such as severe
arrhythmias, ventricular inflow and outflow tract obstruction,
CCEF, and even death. These patients need medical care until the
condition is not suitable for intervention [2]. Our patient had a
large mass and evidence of IE, where surgical correction is not
possible for general wellbeing.

As the maternal transplacental transmitted estrogen is
responsible for rhabdomyomas growth, regression occurs with
the first 2 months of life due to reduction of this effect [3].
Asymptomatic patients need close monitoring which can assess
prognosis and regression status with exclusion of association as
tuberous sclerosis [3,11,14,17]. In tuberous sclerosis, stigmata
presents in families [17] but our baby had no such history.

Surgical intervention is not necessary, depending on extend of
outflow obstruction and failure of regression. Because of changing
and unstable nature of this tumor, the clinical presentation is
not constant and also prognosis is varied except association of
cardiac failure. According to Durairaj et al., 85% of cases had
documented spontaneous regression with a good prognosis [15].

Individual diseases are reported before from different countries
and institutions [3,6,11,13,14]. Due to atypical and uncommon
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disease of cardiac rhabdomyoma with IE in neonates, very few
reports are presented in the literature. Hence, we have tried to
present the details of this type of rare case from a resource-limited
country like Bangladesh.

CONCLUSION

We report a case of cardiac rhabdomyoma located in the left
anterolateral papillary muscle of the left ventricle which obstructs
the outflow tract and IE of the mitral valve which was improved
after conservative treatment. With improved sonographic
technology, the diagnosis of cardiac rhabdomyomas and IE may
become easier, earlier, and more accurate in the clinical diagnosis
and treatment era.
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