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Letters to the
Editor

Chagas' disease may also be
encountered in Europe

An increasing number of cases of
Chagas' disease due to Trypanosoma
Cruzi (TC) are being detected among
immigrants to the United States11'.
We report the case of a 56-year-old
Bolivian woman, visiting relatives in
Switzerland, who consulted the Medi-
cal Policlinics, Geneva, because of
chronic constipation.

Physical examination revealed
a slow and irregular pulse rate, corre-
sponding to an atrial flutter, with ven-
tricular rate of 30-40 beats. min~'.
Her ECG showed right bundle branch
block (RBBB) associated with isolated
ventricular ectopic beats. She had no
cardiovascular risk factors, but admit-
ted having had episodes of dizziness
and breathing difficulties during effort.
Doppler-echocardiography (Fig. 1A)
revealed a slightly diminished left ven-
tricular (LV) ejection fraction, mild
mitral regurgitation, and left atrial
(LA) dilatation. The right atrium (RA)
and the right ventricle (RV) were mod-
erately dilated without evidence of
pulmonary hypertension. These find-
ings, together with a clinical history of
having lived, when younger for several
months in a rural area in Brazil,
suggested the possibility of Chagas'
cardiomyopathy (CCM). Cardiac
catheterisation showed normal press-
ures in both cavities, with moderate
dilatation and a LV ejection fraction
of 55%. Coronary arteries were nor-
mal. Left anterior fascicular block
(LAFB) became apparent during the
procedure as the patient reverted to a
slow sinus rhythm.

Right ventricular endomyo-
cardial biopsies (Fig. IB) showed dif-
fuse interstitial fibrosis, sometimes
englobing small bundles of atrophic or
degenerating cardiomyocytes, contain-
ing scattered mononuclear cell aggre-
gates, predominantly CD3+ with
slightly more CD8+ than CD4+,
principally around small vessels. An
indirect immunofluorescent antibody
serological test for TC was markedly
positive (1280 (n<160)). A single
chamber (WIR) pacemaker was
implanted, without antiarrhythmic
therapy, as the patient decided to
return to Bolivia.

Figure 1 (A) Doppler-eehocardio-
graphic recording at the four chamber
apical view showing slightly dimin-
ished left ventricular systolic function
and dilatation of the right cavities,
particularly of the right atrium. (B)
Endomyocardial biopsy showing dif-
fuse interstitial fibrosis englobing
bundles of isolated myocardial fibres
with scattered mononuclear cell ag-
gregates, principally around vessels.
Inset: Strong positive immunohisto-
chemical staining of the inflammatory
cells by CD3 antibodies, indicating
their T-cell nature.

The clinical history, the ECG
changes, the echocardiographic,
haemodynamic and histopathological
findings in this patient are consistent
with a characteristic form of chronic
CCM. The chronic form of Chagas'
disease is characterized by alterations
in the cardiac and/or digestive systems,
due among other factors, to auto-
nomical neuronal dysfunction of
these systems'21. There is a preferen-
tial involvement of the right bundle
branch and the anterior fascicles of the
left branch, due to progressive and
ongoing inflammation and fibrosis131.
Our patient had RBBB in combination
with LAFB, which are ECG altera-
tions frequently observed in patients in
endemic Chagas' areas'21. Ventricular
arrhythmias are a prominent feature
of CCM and atrial arrhythmias, in-
cluding atrial fibrillation or flutter,
may also occur14'51. Patients with a
positive serology for TC with RBBB,
especially in combination with fascicu-
lar block or ventricular extrasystoles,
as in this patient, have a significantly
higher mortality rate than seropositive
persons with a normal ECG. Echo-

cardiographic findings include LV
dilatation, with reduced systolic func-
tion and abnormal diastolic filling,
often with enlargement of the LA and
right cavities. Our patient had global
myocardial involvement, but the right
cavities were more markedly involved.
Although the histopathological find-
ings in our patient are non-specific and
parasites were not seen, the lesions are
consistent with the diagnosis of CCM
in the clinical context and the strong
positive serology for TC13'4'51.

It is now well established that
Chagas' disease can also be transmit-
ted by transfusion of blood donated
by infected persons, or by transplanta-
tion of donated organs, thus making it
of vital importance that all European
physicians should be aware of the dis-
ease, especially with the increasing
number of immigrants and tourists
coming from or returning from South
and Central America'4'̂ 1. Cardiolo-
gists, gastroenterologists and patholo-
gjsts, in particular, should be more
familiar with the clinical and patho-
logical presentation of Chagas' dis-
ease, which may also be discovered
fortuitously in Europe.
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