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Fusarium Fungemia After Electric Burn: A Case Report
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ABSTRACT

Fusarium bloodstream infections, which are mostly seen in
immunosuppressive patients, are serious life-threatening infec-
tions. Here, we presenta 35-year-old male patient who was being
followed up for electric shock due to Fusarium fungemia, which
developed while receiving antibacterial therapy. It was thought
that the patient’s central venous catheter, use of broad-spec-
trum antibiotics, and severe burn could be the most important
risk factors. The patient was successfully treated by withdraw-
ing the catheter and administering Liposomal Amphotericin-B 3
mg/kg daily for 3 weeks. Blood culture is critical in burn patients,
and Fusarium infections should also be considered.

Keywords: Fusarium, burn unit, catheter-related bloodstream
infection
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Fusarium fungemileri, ¢cogunlukla imminosupresif hastalarda
gorulen ve hayatl tehdit eden ciddi enfeksiyonlardir. Burada,
elektrik garpmasi nedeniyle takip edilen ve antibakteriyel tedavi
alirken Fusarium fungemisi gelisen 35 yasinda erkek hastayi
sunuyoruz. Hastanin santral venoz kateterinin olmasi, genis
spektrumlu antibiyotik kullanimi ve siddetli yanik olmasinin en
onemli risk faktorleri oldugu kanisindayiz. Hasta, santral venoz
kateteri ¢ekilerek ve 3 hafta boyunca gtinde 3 mg/kg Lipozomal
Amfoterisin-B verilerek basarili bir sekilde tedavi edildi. Yanik
hastalarindan kan kiltiri almak onemlidir ve kateter iliskili
kan dolasim enfeksiyonlarinda Fusarium fungemisi de akla
getiriimelidir.

Anahtar Kelimeler: Fusarium, yanik Unitesi, kateter iliskili kan
dolasim enfeksiyonu

INTRODUCTION

Burn patients constitute a risky patient group due to their
high mortality and morbidity rates. These patients are very
prone to infection due to the deterioration of their skin
integrity and immune system. Infections are the cause of
75% of deaths in these patients."?

Fusarium species, an important plant pathogen, can occa-
sionally cause infection in animals and humans. Fusarium
species can cause serious opportunistic infections,
which can progress with skin lesions such as onycho-
mycosis, keratitis, endophthalmitis, and invasive fungal
infections in humans, generally in immunocompromised

patients who have hematological malignancies, hema-
topoietic stem cell transplantation, neutropenia, human
immunodeficiency virus infection. It can cause serious
bloodstream infections with high mortality in patients
with a suppressed immune system.?** Fusarium species
are common saprophytic fungi that represent the third
cause of invasive mold infection in humans overall, after
Aspergillus and Mucorales. Even with appropriate and
intensive therapeutic management, the mortality rate
due to invasive Fusarium infection can be over 50%.56 In
burn patients, although it is occasionally encountered as
a causative agent of wound infection, fungemia is rarely
encountered in this patient group.”
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In this case, Fusarium fungemia, which developed while
being followed up with an electrical burn, and its treat-
ment are presented.

CASE PRESENTATION

A 35-year-old male patient was admitted to the tertiary
Adult Burn Intensive Care Unit due to an electric shock.
There was second- and third-degree burnin the neck area,
both upper extremities, anterior and posterior aspect of
the trunk, and left thigh lateral with a ratio of 40% accord-
ing to the total body surface area. It was learned that he
was sent to our center by performing fasciotomy on both
upper extremities and escharotomy on the trunk in the
first center where he was followed up. The patient, whose
general condition was poor and supportive treatments
were started, was taken to a single room and followed
up. An increase in density was observed in the posterior-
anterior chest x-ray of the patient, who had complaints of
dyspnea on the 3rd day of the follow-up, and an increase
in acute phase reactants was detected. In addition, the
patient’s blood, urine culture, and complete urinalysis
were studied. Empirically, meropenem 3 x 1 g and linezolid
2 x 600 mg treatment were started. The patient, who did
not have a fever in the follow-ups and whose general con-
dition recovered relatively, worsened again on the 12th
day of his current treatment, and because of fever and
the presence of a central catheter, fluconazole 800 mg
loading and 400 mg/day maintenance treatment were
added empirically with a preliminary diagnosis of funge-
mia. On the 27th day of his hospitalization, while he was
receiving meropenem and fluconazole treatment, clini-
cal worsening occurred, and Fusarium spp. growth was
observed in the taken blood culture. Blood culture was
performed with the Bac/T Alert 3D (Bio-Merieux, France)
automated system. The blood culture with a positive sig-
nal was inoculated on sheep blood, EMB, chocolate, and
Sabouraud 2% dextrose agar medium. After a 24- to
48-hour incubation, molds from the plate were stained
with lactophenol cotton blue and examined (Figures 1-3).

The central venous catheter of the patient, who was
started on liposomal amphotericin B at a dose of 3 mg/
kg, was removed on the 3rd day of the treatment. Since

MAIN POINTS
Burn patients constitute a risky patient group for fungal
infections.

Catheter and antibiotic use in burn patients are important
risk factors for fungal infections.

Fusarium fungal infections should be considered in burn
patients.

Figure 1. Growth of Fusarium spp. on blood medium passaged
from a blood culture bottle.

Figure 2. Microscopic examination of staining with lactophe-
nol cotton blue.

no fungal or bacterial growth was detected in the wound
debridement cultures, and there was no other focus, it
was thought that it might be catheter-related Fusarium
fungemia or that it might be caused by the burn area,
although it could not be detected in the wound cultures.
There was not any corticosteroid treatment before and
after the fusariosis diagnosis. The patient, whose lipo-
somal amphotericin B treatment was completed for 3
weeks, and whose control blood cultures did not show
any growth, was discharged with full recovery after graft
application for burn wounds and other treatments were
completed.

DISCUSSION

Burn patientsbecomevulnerable tomanyinfections, espe-
cially bacterial infections. Fungal infections are the most




224 Ersoy et al. Fusarium Fungemia After Electric Burn

Arch Basic Clin Res 2023; 5(1): 222-225

Figure 3. Reproduction image of Fusarium spp. on Sabouraud
dextrose medium.

common infections after bacterial infections. Despite the
availability of new antifungals, invasive fungal infections
cause high morbidity and mortality in immunocompro-
mised patients. Invasive fungal infections are caused by
yeasts, especially Candida species, while Aspergillus spe-
cies are the most common in molds."® Mortality rates of
mold infections are generally higher than yeast infections.
About 90% of invasive mold infections are caused by
Aspergillus species, followed by Mucarales team members
(Mucormycosis) and Fusarium and Scedosporium species.
Invasive fungalinfections develop in 17%-25% of patients
in intensive care units. More than 10% of these infections
are invasive mold infections." Fusarium spp. infection in
burn patients is usually reported as wound infections.”®
The isolations of Fusarium spp from blood were reported
very rarely in this patient group. It was reported that it was
isolated from blood in only 1 of 15 cases in which fusarium
was found in the pediatric burn unit.” Here, we present
a case with a bloodstream infection caused by Fusarium
spp in Burn Unit.

Risk factors of fusarium infection usually were deter-
mined as trauma, major burns, and foreign body for non-
immunosuppressed persons.’® However, the data on risk
factors are limited in burn patients, there were only case
reports or a few retrospective studies.”!" We believe that
the most important risk factors in our patient were elec-
trical burns (which means more than 50% burns on the
body surface), the presence of a central venous catheter,
and using broad-spectrum antibiotics. Suspicion of fun-
gal infections and initiation of rapid empirical antifungal

therapy is very critical in terms of patient prognosis,
especially in the case of intensive care hospitalization,
long-term use of broad-spectrum antibiotics, the pres-
ence of a central catheter, unexplained fever, and clinical
worsening.

The mortality rate of invasive Fusarium spp. infections in
immunocompromised patients is very high despite anti-
fungal therapy. For treatment of invasive fusariosis, lipo-
somal amphotericin B (3-5 mg/kg) is usually preferred.
Catheter removal and antifungal therapy are very impor-
tant for catheter-related infections.”? In recent years,
voriconazole has been recommended in combinations or
single treatment regimens.® In our patient, we removed
the catheter as early as possible and we preferred to
use only 3 mg/kg liposomal amphotericin B for 3 weeks
because of patient’s immunosuppression is not severe as
hematological malignancies. He had a good response to
this treatment.

In a conclusion; Fusarium fungemia is a condition that
should be considered in severe burn patients who receive
broad-spectrum antibiotics and microbiological identifi-
cation is important in terms of treatment management.
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