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FtQURE 1. Two-dirnenslonal echocardlogram, subxiphoid saglttal view. 
The defect In the superior vena caval pathway Is large and extends 
between the unlabelled white arrows. The black arrowheads outline 
the anterior border of the cephalad portion of the superior vena cava 
(svc). a = anterior: D Ao = descending aorta: dist = distal neo-left 
atrium (supra-tricuspid portion of the neo-left atrium): I = inferior; ivc 
= inferior vena cava; p = posterior; prox = proximal neo-left atrium 
(portlon of the neo-left atrium into which the pulmonary veins drain); 
wa = rfght pulmonary artery; s = superlor. 

multiple-plane subxiphoid 2-D echocardiographic 
imaging can still successfully localize residual atria1 
defects. 

Contrast 2-D echocardiography can be used to con- 
firm the site of shunting. This technique is particularly 
valuable in the immediate postoperative period, when 
indwelling atrial monitoring catheters can be used as the 
sites of microbubble injection.6 Although contrast in- 
jection into a peripheral vein site should demonstrate 
right-to-left shunting, it may not always result in suf- 
ficiently dense opacification of the neo-right atrium to 

FIGURE 2. Two-dimensional echocardiogram, subxiphoid sagiltal view, 
of the patient in Figure 1 following reoperation. The defect, which for- 
merly extended between the unlabelled arrows, has now been closed 
with a patch. Compare with Figure 1. Abbreviations as In Figure 1. 

observe negative washout, signifying left-to-right 
shunting. Therefore, in the late postoperative period, 
when intracardiac catheters are no longer available, 
direct visualization of the defect without the use of 
contrast material should be attempted. 
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Cardiac aspergillosis has not been described in patients 
with the acquired immune deficiency syndrome (AIDS). 
In this report we describe such a case. 
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A 32-year-old man who was an intravenous drug abuser 
was admitted with fever and headache. One year earlier he 
was hospitalized for oral and esophageal candidiasis which 
responded to Amphotericin B. Two months earlier he was 
hospitalized for Pneumocystis carinii pneumonia and pul- 
monary aspergillosis, for which he received trimethoprimf 
sulfa and Amphotericin B. Thus, a diagnosis of AIDS was 
made. He was a cachectic man in no acute distress but with 
a temperature of 103PF. Examination otherwise was un- 
remarkable. A computed tomographic scan of the head 
yielded normal findings. Lumbar puncture revealed 1,160 
leukocytes (73% polymorphonuclear); the glucose level was 
32 mgldl and the protein level was 78 mgldl. Smear and 
subsequent cultures of the spinal fluid and blood for bacteria 
and fungi provided no diagnostic information. On the twelfth 
hospital day, left hemiparesis and aphasia developed. 
Computed tomographic scan of the head revealed an infarct 
of the right parietotemporal occipital angle and angiogram 
disclosed a tapered occlusion at the right middle cerebral 
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FIGURE 1. Parasternal long-exis 2dimensional echocardiogram re- 
vealed a 1 X 1 cm vegetation on the mitral valve (arrow). Ao = aorta; 
LA = left atrium; LV = left ventrlcle. 

artery trifurcation. A 2-dimensional echocardiogram re- 
vealed a large vegetation of the anterior leaflet of the mitral 
valve (Fig. 1). Bilateral pulmonary infiltrates and hypoxemia 
developed and the patient died on the 15th hospital day. At 
necropsy, the myocardial walls of the 460g heart contained 
numerous white maSses (Fig. 2). The contained purulent 
material grew Aspergillua fumigatus. A large (1.2 cm) abscess 
was noted in the left ventricular wall behind the posterior 
mitral leaflet of the mitral valve, and it probably was the 
origin of the large septic embolus. Microscopic examination 
confirmed the presence of invasive masses of branching 
septate hyphae in the myocardial abscesses. 

Cardiac aspergillosis joins the list of rare infections 
that must be considered in patients with AIDS. Ne- 
cropsy evidence of fungal involvement of the heart has 
thus far not been described in these patients.lT2 One 
report described invasive pulmonary aspergillosis in a 

FIGURE 2. Gross specimen of the heart revealing abscesses involving 
the myocardium, mitral valve and papillary muscle (arrows). 

patient with AIDS.3 Aspergillar endocarditis is not as- 
sociated with intravenous drug use, and blood cultures 
are characteristically sterile.2*3-5 Systemic embolism 
occurred in 4 of 13 patients in 1 study.6 Endocarditis was 
seriously considered in our patient only after the 
acute onset of hemiparesis. Absence of precordial mur- 
murs and of positive blood cultures had been falsely 
reassuring. 
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Cardiac lesions are seen frequently at necropsy in pa- 
tients with acquired immune deficiency syndrome 
(AIDS).13 Most cardiac lesions in patients with AIDS 
are clinically silent. Of 44 patients with AIDS studied 
at autopsy at our medical center, 11 had major cardiac 
findings, including: nonbacterial thrombotic endocar- 
ditis (3 patients), metastatic Kaposi’s sarcoma (4 pa- 
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tie&) and fibrinous pericarditis (2 patients). Two pa- 
tients had acute myocarditis from Cryptococcus neo- 
formans with disseminated cryptococcal organisms in 
many noncardiac body organs also. Neither had clinical 
evidence of heart disease. Interstitial myocardial in- 
flammation was absent in both patients and myocyte 
necrosis was absent except in myoc$tes filled with 
organisms. 

Cryptococcal myocarditis is a rare myocardial fungal 
infection that is seen only in patient8 with immune 
suppres8ion.4>5 
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