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A case of Takotsubo cardiomyopathy mimicking
an acute coronary syndrome

Mark D Metzl, Erik J Altman, Daniel M Spevack, Sanjay Doddamani, Mark | Travin and Robert J Ostfeld*

SUMMARY This article offers the opportunity to earn one

. . Category 1 credit toward the AMA Physician’s
Background A 71-year-old woman presented with severe chest pain Recognition Award.
after an episode of acute emotional distress. Her serum levels of cardiac
enzymes were slightly elevated and electrocardiography revealed anterioi;
ST-segment elevations. Significant coronary stenoses were excluded. A Ig
ventriculogram revealed apical ballooning and a hypercontractile basal department with acute, left-sided, substernal chest

segment. : .
g ) ) pain at rest. Her husband had died 4 months
Investigations Serum cardiac enzyme measurements, echocardlography,previously’ causing her severe emotional stress,

E CASE
1-year-old woman presented to an emergency

coronary angiography and left ventriculography. and she was also in the process of selling her
Diagnosis Takotsubo cardiomyopathy home. Her medical history included peripheral
Management Treatment withB-blockers, aspirin, angiotensin-converting- vascular disease, rheumatic heart disease with
enzyme inhibitors, and intravenous diuretics. moderate mitral valve regurgitation, sarcoidosis,
KEYWORDS basal hyperkinesis, left ventricular apical ballooning syndrome, type '2.d1abetes melhtus,. hyper‘Fe.nsmn, hypo-
myocardial stunning, Takotsubo cardiomyopathy thyroidism, and rheumatoid arthritis. The patient
denied having any history of angina symptoms.
She had undergone a nuclear stress test 2 weeks
before presentation, but this had not revealed any

evidence of ischemia. Her medications included
400 mg pentoxifylline three times daily,and 75 mg
clopidogrel, 50 g levothyroxine sodium, 200 mg
hydroxychloroquine sulphate, 25mg hydro-
chlorothiazide and 240 mg diltiazem hydrochloride
extended-release capsules, all once daily.

On presentation, the patient was afebrile,
hypotensive (72/50mmHg), and had a heart
rate of 72beats/min, a respiratory rate of
18 breaths/min and an oxygen saturation of
99%. Physical examination revealed a grade 2/6
systolic murmur at the apex of the heart, without
radiation. No jugular venous distention or lower-
extremity edema was noted, and the lungs were
clear on auscultation. The patient’s complete
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troponin I from 0.46 g/l to 1.26 g/ (normal
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Administration of a 11 normal saline bolus
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n . failed to normalize the patient’s blood pressure;
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