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techniques permit earlier identification of these organisms, leading to
early treatment with an antibiotic regimen which should contain
metronidazole.

I thank Dr S Benatar, Professor P Folb, and Dr A Forder for their advice
and help.
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Listeria monocytogenes endocarditis
in hypertrophic cardiomyopathy

Infective endocarditis has been reported as a complication of hyper-
trophic cardiomyopathy,' 2 while Listeria monocytogenes is a rare
causative organism in endocarditis.3 We report the first known case of
L monocytogenes endocarditis complicating hypertrophic cardio-
myopathy.

Case history

A previously fit 53-year-old man was referred with a five-week history of
fatigue, dizziness, exertional dyspnoea, and night sweats. He had lost weight,
and two weeks previously had developed ankle oedema, for which digoxin
and frusemide had been prescribed without noticeable improvement. He had
been found to be anaemic and given oral iron supplements. He was pale and
had slight ankle oedema. The carotid pulse was sharp and a systolic murmur
was heard at both the cardiac apex and the left sternal edge. There were no
specific signs of infective endocarditis and he was afebrile. A month later he
was admitted to hospital for investigation of his persistent anaemia and his
cardiac murmur. He had developed signs suggestive of endocarditis: fever,
finger-clubbing, and splenomegaly. A new mitral pansystolic murmur and a
new aortic immediate diastolic murmur were heard. Two days later sphnter

Electrocardiogram (EGG) and phonocardiogram (PCG) with echocardio-
gram showing aortic valve (AQ), with premature partial closure (PCL), left
atrium (LA), interventricular septum (IVS), and anterior mitral leaflet
(AML) showing systolic anterior movement (SAM).

haemorrhages appeared. Investigations showed a normocytic, normo-
chromic anaemia (Hb 8-6 g/dl) and raised ESR (47 mm in 1 h, Westergren).
L monocytogenes was isolated from seven bottles during serial blood cultures.
An enlarged heart was seen on the chest radiograph and the electrocardio-
gram showed evidence of left ventricular hypertrophy.
The endocarditis was treated with penicillin in high dose, and over the

subsequent weeks he progressively recovered. His fever settled and he began
to gain weight; the aortic regurgitant murmur was no longer audible; and the
anaemia resolved and the ESR fell to normal.. One year after leaving hospital
his only symptoms were occasional non-specific chest pains and infrequent
episodes of dizziness, unrelated to each other or to exertion. The ejection-
systolic and mitral pansystolic murmurs persisted. An echocardiogram
showed abnormalities typical of hypertrophic obstructive cardiomyopathy
(see figure).4 There is systolic anterior movement of the anterior leaflet of the
mitral valve. The left ventricular outflow tract is narrowed. The anterior
leaflet of the mitral valve is thickened, and the septum is disproportionately
thickened in comparison with the posterior left ventricular wall. There is
premature partial closure of the aortic valve in mid-systole.

Treatment was subsequently begun with propranolol, 40. mg thrice daily,
since when he has had no further episodes of dizziness and only infrequent
chest pain.

Comment

This report illustrates the need for an increased awareness of the
risk of endocarditis in hypertrophic cardiomyopathy, since mortality
and morbidity will be minimised by earlier diagnosis. The need for
adequate antibiotic prophylaxis in this condition is also emphasised.

Furthermore, the case illustrates the usefulness of echocardiography
in the diagnosis of this condition, particularly in the presence of endo-
carditis, when invasive methods would be better avoided. Echo-
cardiography has also been used to show the anatomical site of
vegetations in endocarditis.5 The investigation was not performed
during our patient's illness, but its use in future cases may provide
information about the sites of endocardial infection in hypertrophic
cardiomyopathy, previously obtainable only at necropsy.1 2

We thank Dr C L Joiner for permission to report this case.
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Haemarthrosis of the knee
presenting as ankle bruising

Haemarthrosis of the knee may occur after relatively minor trauma.
Rupture of the knee joint is fairly common in rheumatoid arthritis'
but may also occur in degenerative disease.2 Good and Pozderac3 have
recently described four patients with haemarthrosis who presented
with signs and symptoms of synovial rupture and who also had
extensive bruising over the lower leg extending to the ankle. Neverthe-
less, the degree of bruising may be much less. Kraag et a14 have
described two patients with rheumatoid arthritis who presented with
a "haemorrhagic crescent sign" at the ankles after synovial rupture.
I report a patient with this sign who sustained a haemarthrosis after
minor trauma.

Case report

A 64-year-old dustman presented with a five-month history of inter-
mittent swelling of the right knee which for the previous week had been
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