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Introduction: Although chronic Q fever is rare in 

children, by far endocarditis is the most common 

syndrome of chronic Q fever. This is particularly so 

when there is preexisting congenital heart disease. 

Such cases do present diagnostic and therapeutic 

challenges. Case: We present a case of relapsed 

chronic Q fever endocarditis in an 8-year-old boy 

with Double Outlet Right Ventricle corrected by 

Yasui (Norwood/Rastelli) procedure with Right 

VenticlePulmonary Artery Contegra conduit 

insertion. Twenty-one months later, his illness 

started as pyrexia of unknown origin with 

splenomegaly and a cardiac murmur. Based on 

echocardiogram, diagnosis of Culture Negative 

Endocarditis wad made, for which he received a 6-

weeks course of Vancomycin and Gentamicin and 

then discharged. The fever however did not 

completely resolve. Readmitted after one month to 

rule out Subacute Bacterial Endocarditis, and 

empirically started on Vancomycin, Ceftazedime, 

Amikacin and Rifampicin. Diagnosis with chronic Q 

fever endocarditis was made by serology, and 

treatment with Ciprofloxacin commenced and 

continued for 2 years. The patient developed conduit 

stenosis. During the time of therapy his Coxiella 

burnetii antibodies titers were rising, along with liver 

transaminitis and development of hepatomegaly. At 

that stage, we thought that this was because of the 

presence of infected pulmonary artery conduit 

(foreign material). The patient was referred to 

cardiac surgery again for removal of what we 

thought was the source of persistence of his high C. 

burnetii antibodies titers. The patient underwent open 

heart surgery and conduit replacement. We restarted 

him on Ciprofloxacin for another 3 years. We also 

added Rifampicin and increased the dose of 

Ciprofloxacin. But his titers were not going down as 

excepted, so we started him on Doxycycline as he 

was 8 years old, and discontinued Ciprofloxacin and 

Rifampicin. He responded well initially, but liver 

enzymes remained elevated. Therefore, we restarted 

Ciprofloxacin again in addition to the Doxycycline, 

which were effective in normalizing his liver 

enzymes, and had resolved hepatosplenomegaly. 

Unfortunately, the patient developed drug 

intolerance to Ciprofloxacin, so we had to switch it 

back to Rifampicin that was later discontinued as his 

liver enzymes were rising. On latest follow up, 

towards his ninth birthday, the patient again having 

rising C. burnetii antibodies titers. Discussion: The 

clinical course of chronic Q fever endocarditis can be 

slow and indolent in nature, some with relapses and 

treatment failure. Looking into the literature, up to 

50% of the time, relapse can occur even with 

prolonged therapy. This is the first case of pediatric 

chronic Q fever endocarditis in our institution since 

its start up in 1982. Our patient initially received 2 

years of antibiotic treatment for chronic Q fever 

endocarditis, and then continued for another 3 years. 

Currently he is on Doxycycline. Despite this, the 

patient still has relapse. So, the question remains, for 

how long should we treat a patient post relapse? 
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