
 

JOURNAL OF INTEGRATIVE CARDIOLOGY OPEN ACCESS | ISSN 2674-2489 
 

  

 

Available online at www.sciencerepository.org 

 

Science Repository 

 

 

 

 

 

*Correspondence to: Giovanni Peretto, MD, Vita-Salute University and San Raffaele Hospital, Via Olgettina 60, 20132 Milan, Italy; Tel:+39 02 2643 7484/7326; 

Fax: +39 02 2643 7484/7326; E-mail: peretto.giovanni@hsr.it 

Case Report 

Inopportune Opportunism: First Diagnosis of AIDS in New-Onset Viral 

Myocarditis 

Giovanni Peretto1* and Massimo Slavich2 

1Department of Cardiac Electrophysiology and Arrhythmology, IRCCS San Raffaele Hospital and University, Milan, Italy 

2Department of Cardiology, IRCCS San Raffaele Hospital, Milan, Italy 

A R T I C L E I N F O 

Article history:  

Received: 29 June, 2019 

Accepted: 31 July, 2019 

Published: 12 August, 2019 

Keywords:  

Myocarditis 

viral 

HIV 

AIDS 

CMV 

opportunistic 

endomyocardial biopsy 

cardiac magnetic resonance 

arrhythmias 

 
A B S T R A C T 

Opportunistic infections from cytomegalovirus (CMV) are a possible manifestation of late-stage AIDS. We 

present a case of acute CMV myocarditis, which eventually allowed for the diagnosis of a previously 

unknown HIV infection. 

 

 

 

 

 

 

 

 

 

 

 

Introduction 

Opportunistic infections from cytomegalovirus (CMV) are a possible 

manifestation of late-stage AIDS, when CD4+ blood count falls below 

50-100/mm3 [1]. We present a case of acute CMV myocarditis, which 

eventually allowed for the diagnosis of a previously unknown HIV 

infection. 

 

Case Presentation 

 

A 59-year old male with hypertension and type-2 diabetes mellitus 

presented to emergency room (ER) with acute heart failure. His past 

medical history was remarkable for ischaemic heart disease: eight years 

ago, after incidental finding of left bundle branch block (LBBB) at 

screening ECG, echocardiogram showed left ventricular systolic 

dysfuncion (LVEF 40%) with stress/rest myocardial scintigraphy 

positivity for inducible ischaemia. Coronary angiography was 

performed, showing critical stenosis at proximal left anterior descending 

artery and mid right coronary artery, treated by transcatheter angioplasty 

and double drug eluting stent implant. Furthermore, five years ago the 

patient was also diagnosed with dysmetabolic fatty liver disease 

(negative screening for HIV/HBV/HCV).  

 

At current ER access, the patients was symptomatic for acute dyspnoea, 

ankle swelling and weight gain. At presentation, ECG showed normal 

sinus rhythm with known LBBB (Figure 1A). Chest X-ray was 

significant for cardiomegaly and signs of pulmonary oedema (Figure 

1B). Transthoracic echocardiogram showed severe LV dilation and 

systolic dysfunction (LVEDV 240 mL; LVEF 15%) with no regional 

wall motion abnormalities (Figure 1C). Blood exams results are shown 

in (Figure 1D). Since T troponin (TnT) was near-normal (url < 14 ng/L), 

the patient did not undergo coronary angiography. Instead, CMR was 
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performed, showing both myocardial oedema at T2/STIR sequences and 

nonischaemic late gadolinium enhancement, in particular at mid-basal 

segments of anteroseptal LV wall extending to the right ventricle, 

suggesting a diagnosis of active myocarditis (Figure 2) according to the 

Lake Louise criteria [2]. Endomyocardial biopsy (EMB) was then 

performed, showing acute lymphocytic myocarditis according to the 

European Society of Cardiology (ESC) criteria [3]. Molecular biology 

analysis showing positivity for CMV genome. Since CMV myocarditis 

is quite uncommon in the immunocompetent host, intense diagnostic 

workup was performed, allowing for identification of a severe CD4+ T-

cells leukopenia (87/mL; total WBC 4,000/mL) together with high-load 

replicating CMV copies in blood. AIDS was subsequently suspected: 

ELISA and Western blot tests eventually confirmed a previously 

unknown HIV infection. Further CMV organ localizations (liver, eye, 

brain, adrenal glands) were accurately excluded (Figure 4). The patient 

was treated by iv valgancyclovir together with HAART. After 3 weeks, 

complete CMV blood clearance, LV reverse remodeling (170 mL; LVEF 

30%) and significant NT-proBNP reduction (from 2644 to 460 pg/mL) 

were observed. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1: ECG (A), chest XR (B), TT echocardiogram (C) and lab 

exams (D) at presentation. 

 

 

 

 

 

 

 

 

 

 

Figure 2: CMR (T2/STIR; LGE) shows active myocarditis. 

 

 

 

 

 

 

 

 

 

Figure 3: EMB shows myocarditis (haematoxylin/eosin; IHC for 

leucocyte common antigen). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 4: Imaging screening for CMV end-organ localization. Note 

incidental finding of left adrenal mass (arrow). 

 

Discussion 

 

Two critical features made this clinical case particularly difficult: a) 

because of known ischaemic heart disease and multiple CV risk factors, 

pre-test probability of myocarditis was relatively low; b) 5 years ago a 

negative HIV test was obtained. However, in the presence of acute heart 

failure with mild troponin alteration and no regional wall motion 

alterations, CMR was the exam of choice instead of coronary 

angiography and showed signs of inflammatory heart disease. However, 

EMB only allowed for an aetiology-driven treatment. In the end, it was 

possible to diagnose a complex systemic disease, such as AIDS, thanks 

to a complex diagnostic workup entirely held in Coronary Care Unit. 

 

Conclusion 

 

When active myocarditis is suspected, EMB is still the gold standard for 

aetiologic diagnosis and subsequent targeted treatment. In the presence 

of unexplained CMV+ myocarditis, especially together with an even 

mild leukopenia, HIV test is strongly recommended for the best 

diagnostic and therapeutic workup of the patient. 
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