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CLINICAL IMAGE

Aspergillus endocarditis in a 33-year-old patient

with bone marrow aplasia
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A 33-year-old patient was diagnosed with bone
marrow aplasia on the basis of trephine biop-
sy. He was initially treated with steroids with-
out any improvement. Thereafter, he was put
on a combination of steroids and cyclosporine.
While on immunosuppressive therapy, the pa-
tient was hospitalized in a district hospital be-
cause of sepsis. His blood cultures were positive
for Salmonella enteritidis. The sepsis was com-
plicated by acute renal failure. The patient was
treated conservatively and showed a slow but
gradual improvement. After 1 month of treat-
ment, granulocytopoiesis was observed; howev-
er, there were persistent thrombocytopenia and
anemia. During this hospitalization, for the first
time, the cavitary lesions were found on chest ra-
diographs, possibly an Aspergillus abscess. How-
ever, further diagnostic workup of the lung le-
sions was not performed. The patient did not re-
ceive preemptive therapy focused on fungal in-
fection. Five months after the initial manifesta-
tion of the disease, the patient was admitted to
the Department of Hematology. A chest radio-
graph showed thick-walled cavities (FIGURE 1A).
A high serum concentration of galactomannan
antigen was detected (diagnostic workup was
based on the guidelines for managing Aspergil-
lusinfection).'? On physical examination, a loud
murmur was audible at the base of the heart.
Echocardiography revealed a large mobile mass
in the left ventricular outflow tract, attached to
the bicuspid aortic valve, and moderate aortic
regurgitation (FIGURE 1B). The clinical picture was
suggestive of vegetation. Because of the size of
the vegetation, the risk of arterial embolization,
and the high probability of fungal endocarditis,
surgical intervention was considered and the pa-
tient was consulted by a heart team. However,
because of high perioperative risk, conserva-
tive therapy was recommended. Since systemic

aspergillosis was suspected, rescue combination
therapy of intravenous voriconazole and caspo-
fungin was initiated.

After 8 weeks of antifungal salvage therapy,
control echocardiography revealed the regression
of lesions in the aortic valve; however, it showed
the progression of regurgitation and left ventric-
ular enlargement. Small vegetation was persist-
ing in the anterior mitral leaflet (FIGURE 1C). Anti-
fungal therapy was continued. The next echocar-
diogram was scheduled after 4 weeks. It revealed
the progression of the lesion in the anterior mi-
tral leaflet along with a large mobile vegetation
of about 2 cm in diameter (FIGURE 1D). The pa-
tient was again consulted by the heart team, but
surgical intervention was again excluded. Over
the next 2 weeks, the patient developed signs
of lower limb ischemia, probably due to throm-
boembolism to the bifurcation of the aorta, and
died of progressive multiorgan failure.

Fungi are uncommon causes of infective en-
docarditis. Previous studies have reported fun-
gi as the cause of infective endocarditis in 1.3%
to 6% of cases.’® Infective endocarditis related
to the Aspergillus species (most commonly Asper-
gillus fumigatus) accounts for about 30% of cas-
es with fungal endocarditis. In the majority of
these cases, it affects immunocompromised pa-
tients. The risk factors for endocarditis in these
patients are structural heart disease, prosthetic
valve, and prolonged antibiotic or steroid thera-
py. Confirmatory diagnosis requires tissue his-
tology and culture. Optimal treatment involves
aggressive surgical debridement in conjunction
with prolonged antifungal therapy.* Mortali-
ty in Aspergillus endocarditis is generally high,
reaching almost 100% in the absence of surgi-
cal intervention.®*
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FIGURE 1 A —a chest radiograph showing thick-walled cavities (arrow) in the right lung suggestive of Aspergillus infection in an immuno-
compromised patient; B — echocardiography (parasternal long-axis view) showing an abnormal echo in the left ventricular outflow tract (clinical picture
suggestive of vegetation); C — echocardiography (parasternal long-axis view) showing a small vegetation in the left ventricular outflow tract and

an additional vegetation attached to the atrial surface of the anterior mitral leaflet; D — echocardiography (4-chamber view) showing a large vegetation
attached to the atrial surface of the mitral valve

The presented case illustrates the problem of
late diagnosis and delayed implementation of
antifungal therapy in a patient with bone mar-
row aplasia and invasive aspergillosis. Asper-
gillosis should be considered in a patient with
prolonged neutropenia or immunosuppression,
especially when typical features are found on
chest radiography.
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