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Figure 1  (A) Transthoracic echocardiography parasternal long axis view. (B) Transesophageal echocardiography (mid esophageal level) long axis 
view. (C) Transthoracic echocardiography parasternal short axis view.

A dairy worker with fever and 
an abnormal echocardiogram

Description of the case
A 38-year-old male presented with history of progressively 
increasing dyspnoea of 25 days duration. He gave history of 
low -grade fever associated with malaise and weight loss over 
the preceding 6 months. He worked in the dairy industry in 
the Middle  East and returned to India owing  to his illness. 
On clinical examination, he was found to be tachypneic and 
cachectic. Jugular venous pressure was raised with a prominent 
‘a’ wave. There was a short early diastolic murmur over the 
aortic area. His blood investigations, including renal and liver 
function tests, were normal. Three sets of blood cultures were 
sterile. Two-dimensional trans-thoracic and trans-oesophageal 

echocardiography revealed thickened bicuspid aortic valve cusps, 
with moderate eccentric aortic regurgitation and an abnormal 
structure posterior to the left ventricular outflow tract and aorta 
(figure 1A–C). A small vegetation was seen attached to the fused 
right–left aortic cusp (supplementary figure 1). The patient was 
started on appropriate intravenous antibiotics and antifailure 
medications, and was referred for early surgical treatment.

Question
Identify the structure depicted in the images (figure 1A–C).

Answer options:

A.	 Cor triatriatum
B.	 Aortic dissection
C.	 Left atrial pseudoaneurysm
D.	 Pseudoaneurysm of the mitral aortic inter-valvular fibrosa
E.	 Aortic root abscess.
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Image challenge

Answer: Option d

A large pseudoaneurysm (PsA) is seen arising from mitral-
aortic intervalvular fibrosa (MAIVF) region (figure  1A, B; 
see online supplementary video 1). PsA is situated posterior to 
the aorta (figure 1C) and is seen communicating with the  left 
ventricular outflow tract (see  online  supplementary video 2, 
supplementary video 3), adjacent to the left coronary cusp 
(supplementary video 3). There was a vegetation at the site of 
the breach in the MAIVF. Cardiac MRI (see online supplemen-
tary figure 2, supplementary figure 3) revealed that the pseudo-
aneurysm (PsA-MAIVF) measured 6.4 cm x 4 cm x 3.6 cm and 
was sandwiched between the aorta anteriorly and the left atrium 
posteriorly. CT angiogram (see online supplementary figure 4, 
supplementary figure 5)   showed superiorly the PsA extended 
above the level of left pulmonary artery and inferiorly it was in 
close proximity to the left atrioventricular groove.

Absence of an intimal breach in the aortic root and visuali-
sation of a clear communication tract above the level of aortic 
cusps rule out aortic dissection.

Aortic root abscesses are usually located anterior to the aorta, 
although in rare instances they can be posterior. The abscess 
cavity communicates with the aortic root with the communica-
tion tract usually located above the level of the valve cusps.1 An 
aortic root abscess in comparison to PsA is small and non-pulsa-
tile in nature.

Left atrial pseudoaneurysm commonly originates from the 
atrial appendage and is commonly associated with infective endo-
carditis involving the mitral valve or following blunt trauma.

Cor triatriatum is seen as a fibromuscular membrane, parti-
tioning the left atrial cavity. The two chambers communicate 
with a variable size orifice with evidence of diastolic doming with 
flow of blood. The absence of the above finding and the pres-
ence of a clear communication with the left ventricular outflow, 
with filling of the chamber in systole, exclude this diagnosis.

The MAIVF tissue, being relatively avascular, is commonly 
involved in endocarditis and can result in pseudoaneurysm 
formation.2 The causative organism was identified to be Brucella 
species based on elevated serum agglutination test antibody 
titres. The patient was started on treatment with doxycycline 
and streptomycin and stabilised with antifailure medications. 

He was advised to undergo early surgery after completion of 
2 weeks of antibiotic therapy.

Brucellosis is prevalent in the Middle-Eastern region among 
people who are in close contact with cattle and dairy prod-
ucts, and is an important cause of culture negative infective 
endocarditis with preferential aortic valve involvement.3 This 
case highlights a rare cause of pseudoaneurysm of the MAIVF 
complicating Brucella endocarditis.
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