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•A 83 YEARS OLD GENTLEMAN

•THE PATIENT ADMITTED FOR SYNCOPE AND

EPIGASTRIC PAIN

•ECG: AF WITH RAPID VENTRICULAR RATE

•BP: 50/30 MMHG

•HR: 140/MIN

•APPEARANCE : COLD SWEATING , CONFUSED

•  LUNGS: CLEAR

•HEART: TACHYCARDIA, NO MURMUR



 



Patient transferred to Cath lab





 



 



WBC 9.7        ×10*3/micL Ca serum 7.0          mg/dl

Hb 11.5        g/dl Mg 2.2           mg/dl

Plt              
 120 10*3/mm*3  Urea 90           mg/dl

BS 198          mg/dl BUN 42.1        mg/dl

Cr 1.48        mg/dl Troponin (HS) 4623       ng/L

Na 138          mEq/L   

K 4.6          mEq/L   



• AF RHYTHM CONVERTED WITH 200 J BIPHASIC

 SYNCHRONIZED SHOCK TO SINUS RHYTHM

 

• BP INCREASED TO 98/56 AND HR: 70/MIN

 

• ECG AFTER CARDIOVERSION: NSR

 



 



• LVEF: UP TO 30%

• NORMAL LV SIZE WITH SEVERE DYSFUNCTION

• INFERIOR, POSTERIOR AND BASE OF INFEROSEPTAL ARE

AKINETIC

• NORMAL RV SIZE AND MILD DYSFUNCTION

• MILD TO MODERATE MR, MILD TR

• MILD PERICARDIAL EFFUSION

• NO AS, NO MS



• PATIENT TRANSFERRED TO ICU UNDER CARDIAC MONITORING

• THE PATIENT IS ALERT AND ORIENTED

• COMPLAINED FROM EPIGASTRIC PAIN AND ANOREXIA

• BP: 80/50 MMHG

• HR: 70/MIN

• O2SAT: 86%

• LUNG: BILATERAL RALES IN BASE

• REPEAT ECHO: MILD PE, LVEF: 30 %,NO MECHANICAL COMPLICATION



What is the diagnosis ?



MINOCA    

• MYOCARDIAL INFARCTION WITH NON OBSTRUCTIVE

CORONARY ARTERIES (MINOCA) REFERS TO

•  CLINICAL SITUATION WHEN A PATIENT PRESENTS WITH

SYMPTOMS SUGGESTIVE OF ACS

• DEMONSTRATE TROPONIN ELEVATION

• AND HAS NON-OBSTRUCTIVE CORONARY ARTERIES  

CORONARY ARTERY STENOSIS < 50% IN ANY MAJOR

EPICARDIAL VESSELS





• HEPARIN INFUSION : 800 U/HR IV

• AMIODARONE PROTOCOL INFUSION CONTINUED WITH TABLET 200

MG/BID

• ATORVASTATIN 40 MG/DAILY

• BISOPROLOL 2.5 MG/DAILY

• SPIRONOLACTONE 12.5 MG/DAILY

• CAPTOPRIL 6.25 MG/BID

• ASA: 100 MG/DAILY

• LASIX 20 MG/BID



• DECREASED O2 SATURATION, COUGH AND DYSPNEA

• SPIRAL LUNG CT SCAN:

BILATERAL GROUND GLASS OPACITY AND PLEURAL

EFFUSION

•  LEVOFLOXACIN 500 MG/ DAILY INITIATED

• COVID AND FLU PCR CHECKED

 

 



SARS COVID Not detected WBC 21.1        
 ×10*3/micl Cr 1.85       mg/dl

Influenza ( A
and B) Not detected Neut 67 Na 134         mEq/L

ProBNP >35000   pg/mL Lymph 27 K 3.46       mEq/L

CTnI 13396   ng/L AST 416         U/L BUN 54.7        mg/dl

D-Dimer 0.62    Micgr/ml FEU ALT 352         U/L Urea 117         mg=dl

Lactate serum 14.3   mg/dl Alkp 854        U/L   



• OLIGURIC

• INCREASE CREATININE 2.6 MG/DL TO 3.6 MG/DL

• LACTATE 54 MG/DL

• C TROPONIN INCREASED TO  :  30220

• D-DIMER: 11.8

• WBC: 31600

• PLT : DECREASED TO 50000
 



• EF wase 30%  with inferior akinesia  and diffuse myocardial edema

•   mild to moderate TR, PAP 40 mmhg

• There was mild PE posterior to LV
 
 

Echocardiography was  done  again



AST 13805         U/L Cr 3.6          mg/dl

ALT 5094            U/L Na 134         mEq/L

Alp 7336            U/L K 5              mEq/L

Bili total 1.8 Plt 50          
10*3/mm*3

Bili D 1.1 WBC 31.5        ×10*3/mcl

Bili ind 0.7 Hb 10.7          g/dl



History taking again



What is the diagnosis ?







***INITIATION OF :

• METHYL PREDNISOLONE PULSE  500 MG × 3 TIMES

• MILRINONE  0.3 MCG/ KG/ MIN

• MIDODRINE 5 MG/TDS

• LEVOFLUXACIN : D/C

• MEROPENEM 500 MG/BID

 

 





• CRRT INITIATED  FOR ANURIA

• IABP INSERTED BECAUSE OF CARDIOGENIC SHOCK

• MILRINONE REPLACED WITH NOREPINEPHRINE

 INFUSION

• TPM INSERTED BECAUSE  OF BRADYCARDIA

 

 

















 









 


