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Abstract
Infections of prosthetic aortic grafts status post-acute aortic dissection with Candida albicans (C. albicans) are
rare. The gold standard of treatment for aortic graft infection is a combination of surgical resection and lifelong
antimicrobial drug therapy, however postoperative mortality rates remain high. Here we present a 44-year-old man
who presented with 2 months of fever, painful microembolic lesions localized to his right hypothenar eminence, right
conjunctival hyperemia, right neural hearing loss, and a systolic murmur radiating from the aorta towards the neck.
C. albicans was isolated from 3 separate blood cultures. Computed tomography (CT) displayed distinct thrombotic
material affixed to the aortic prosthetic graft in the brachiocephalic artery. The patient was then treated with
intravenous (IV) fluconazole for 8 weeks. During the treatment period, the patient suffered from brain hemorrhage in
the right temporal lobe, presenting with hemiparalysis. After 8 weeks on IV fluconazole, oral fluconazole was then
administered. Through 12 months of follow up, he remained asymptomatic, lab values only notable for slightly
elevated inflammatory markers. This case suggests that for some patients, either unwilling or unable to endure
surgery, candidemia associated with a prosthetic graft can be managed conservatively, with antifungal therapy
alone.
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antimicrobial therapy alone in the treatment of prosthetic aortic graft
infection. Surgical specialists carry out most studies, and antibiotic
treatment is mentioned as an adjunct to operative intervention [5].

Abbreviations: C. albicans: Candida albicans; CT: Computed
Tomography; HIV: Human Immunodeficiency Virus; hs-CRP: High
Sensitive C Reactive Protein; IV: Intravenous; MCA: Middle Cerebral
Artery

This case suggests that for some patients diagnosed with candidemia
associated with prosthetic graft who are unwilling, or unfit for surgical
intervention, can be managed conservatively with antifungal therapy
alone. Though, in the course of our therapy, a microembolic incident
occurred; the patient recovered rapidly, and the embolic material
significantly disappeared without surgical intervention. A case report
should not be used to recommend a therapeutic approach, but it can
provide an example of another, successful, therapeutic choice.

Introduction
Aortic prosthetic graft infection is a severe, yet rare, complication of
operations related to acute aortic dissection. However, these infrequent
infections have devastating mortality rates of 18-75% [1,2].
Specifically, aortic prosthetic graft infections requiring emergent
treatment are associated with early and late mortality, as well as limb
loss [3].
The diagnosis of aortic graft infection is based on clinical symptoms,
imaging studies, and microbiological findings [4,5]. CT is the ideal
imaging modality, with the caveat that culturing, if performed
properly, is the ultimate method of diagnosis. Because of its high
sensitivity, specificity, and speed, CT should be the first examination
ordered in suspected cases [5].
Previous cases of systemic candidiasis typically report fatal
outcomes [6,7]. Reoperation for graft replacement, combined with
lifelong antifungal treatment, is considered the current gold standard
therapy for this severe infection [4,8-11]. Importantly, surgical
management is associated with high morbidity and mortality due to
the complicated nature of this replacement procedure [12,13]. There
have been few, if any, well-designed trials to study the use of
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Case Presentation
A 44-year-old man with a past medical history of untreated
hypertension presented to Peking University First Hospital with a chief
complaint of fever (temperature of 104.5°F [40.3°C]) for 2 months.
Seventeen months prior, he underwent prosthetic aortic graft and
descending aortic stent-graft implantation due to a Debakey Type I
aortic dissection. Broad-spectrum antibiotics were administered for
more than 1 month as empirical treatment for the fever, however he
showed no improvement. Physical examination revealed painful,
microembolic lesions at his right hypothenar eminence (Figure 1A),
right conjunctival hyperemia (Figure 2A), right neural hearing loss,
and a systolic murmur beginning from the aortic focus and radiating
towards his neck. His white blood cell count was 8,700/mm3 and
serologic inflammatory marker, high sensitive C reactive protein (hsCRP), was elevated to 71 mg/L. His Human Immunodeficiency Virus
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(HIV) test was negative, and there was no evidence of intravenous
drug abuse.

we suspected the brachiocephalic artery to be the source of infection.
CT showed distinct, adherent embolic material on the aortic prosthetic
graft in the brachiocephalic artery (Figure 3A). Based on the patient’s
history, blood cultures, and imaging studies, he was diagnosed with C.
albicans infection of the aortic prosthetic graft.

Figure 1: Photo of right hypothenar eminence before (1A) and after
(1B) treatment with IV fluconazole.

Figure 3: CT Scan demonstrating the size decrease before (3A) and
after (3B) antifungal treatment.
Given the patient’s high risk to benefit ratio of undergoing a surgical
procedure, we opted for a more conservative approach: antifungal
therapy. After 2 weeks of IV fluconazole treatment (600 mg/d, 7.5
mg/kg/d), his temperature declined to 98.6°F (37°C) and repetitive
blood cultures remained negative for C. albicans. Significant
improvement in conjunctival hyperemia (Figure 2B) as well as
resolution of the microembolic lesions (Figure 1B) was also observed.

Figure 2: Conjunctival Hyperemia before (2A) and after (2B)
treatment with IV fluconazole.

C. albicans was then isolated from 3 separate blood cultures within
24 h. Antifungal sensitivity testing revealed full susceptibility to
fluconazole, voriconazole, and amphotericin B. No evidence of
endocarditis was found on transthoracic echocardiography. Due to the
localization of the patient’s signs on the upper, right part of his body,
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Of note, two weeks after admission the patient experienced sudden
onset left limb hemiparalysis. CT displayed an aneurism of the right
middle cerebral artery (MCA) (Figure 4A), bleeding into his right
frontal lobe, and infarction of his right temporal lobe. After another 4
weeks of IV fluconazole therapy (800 mg/d，10 mg/kg/d), the patient
presented no further clinical evidence of microembolism. The patient
was discharged with the recommendation of lifelong antifungal
therapy (oral fluconazole, 400 mg/d).
He was then followed for 12 months, remaining asymptomatic. On
repeat CT at 4 months post treatment, the size of the embolism
adherent to the aortic prosthetic graft at the brachiocephalic artery was
decreased significantly (Figure 3B). Additionally, the aneurism in the
right MCA also occluded (Figure 4B).
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Conclusion
This case demonstrates the importance of recognizing all microbes
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placement. Currently, the literature data support surgical and
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solidify this notion of conservative therapy as reliable treatment for
patients with high risk of operative complications when dealing with
candidemia and prosthetic grafts.
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