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1  |  CASE REPORT

We report the case of a 70- year- old woman suffering from 
chronic liver disease (eradicated HCV), previous pneumo-
nia with pleural effusions, and chronic cerebral ischemia. 
The past cardiological history was negative and the pre-
vious ECG showed sinus rhythm while the echocardio-
gram proved only low E/A (0.62) with minimal tricuspid 
regurgitation. The patient went to the hospital for intense 
inflammatory pain in hips, not associated with shoulder 
pain, and a slight low- grade fever (37°C), without evident 
cardiovascular symptoms or signs. Since septic arthritis of 
the hip was suspected, X- ray was performed showing only 
coxarthrosis, while procalcitonin levels and white blood 
cell count (9.66 × 109/L) resulted within normal limits. 
The molecular swab for SARS- CoV- 2 was negative. For 

this reason, the patient was discharged with a diagnosis 
of coxarthrosis. About 10 days after this episode, she was 
transferred to hospital for an episode of dyspnea with 
severe desaturation (78% in ambient air) and wide QRS 
monomorphic ventricular tachycardia (170 beats/min) 
that was treated with amiodarone and a single 200 J direct 
current shock (Figure  1).1 A cardiologist was involved, 
and echocardiograms were repeatedly performed showing 
a very severe reduction of the ejection fraction of the left 
ventricle (from 5% to 20%) with pericardial effusion; no 
right ventricular dysfunction or valvulopathy were found. 
Laboratory tests showed increase of markers of myocardial 
damage including troponin T hs (9800 ng/ml), myoglo-
bin (467 ng/ml), CPK- MB (62.50 ng/ml), LDH (718 U/L), 
CK- MB (124 U/L). Electrolytes showed only low sodium 
levels (133 mEq/L), while calcium and potassium were 
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Abstract
Diagnosis of myocarditis is complex because it is not always preceded by clear 
symptoms. We report the case of a woman who died suddenly. Autopsy and his-
topathological investigations revealed a lymphocytic myocarditis. Clinical history 
showed the patient went to the hospital some days before for joint pain and low- 
grade fever.
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in the reference range. Within an hour from the onset of 
symptoms, the patient developed mottled skin, cyanosis, 
hemodynamic instability with episodes of ventricular 
tachycardia needing repeated defibrillation. Total body 
CT was also performed, in the suspect of a pulmonary 
embolism, and it revealed cardiomegaly with stagnation 
of contrast medium in the right heart chambers, bilateral 
pulmonary areas of consolidation, pericardial effusion; no 
hilar or interstitial congestion were found. After cardiover-
sion, the patient had cardiac asystole, for which she died 
despite ACLS maneuvers. Autopsy showed cardiomegaly 
with massive myocardial fat, most likely related to the pa-
tient's overweight, pale color, whitish discoloration of the 
ventricular wall and adiposities spread over the papillary 
muscles (Figure 2). Microscopic histological examination 
revealed widespread biventricular lymphocytic inflam-
matory infiltrate with necrotic areas in the right ventricle, 
compatible with viral myocarditis (Figures 3– 4). Even if 
no further analysis were performed on biopsy, differential 
diagnosis was performed. An acute myocardial infarction 

was excluded, both clinically and histopathologically, due 
to the integrity of coronary circulation. Also, an isolated 
right ventricle failure was excluded due to the cardiac 
biventricular involvement.

2  |  DISCUSSION

Fulminant myocarditis is an acute form of severe cardiac 
inflammation, most often of viral etiology, characterized 
by hemodynamic instability requiring immediate sup-
port.2 Symptoms include fatal ventricular arrhythmias 
needing defibrillation and assisted respiratory ventila-
tion.3,4 Diagnosis includes echocardiography, magnetic 
resonance (MRI), cardiac catheterization and, in rare 
cases, endomyocardial biopsy which remains the gold 
standard for diagnosis.5,6 Myocarditis remains a pathology 
burdened by high mortality, above all because it may be 
anticipated by different and often vague symptoms, such 
as to make its onset unsuspected.4,5

F I G U R E  1  Electrocardiographic 
trace of the arrhythmia (on the left from 
the top to the bottom leads I- II- III-  aVR- 
aVL- aVF; on the right from the top to the 
bottom leads from V1 to V6)

F I G U R E  2  Panel (A) Areas of 
suffusion on the atrioventricular line; 
Panel (B) Myocardial wall paleening with 
whitish dyschromia at the left ventricular 
section and areas of adiposities
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The patient of reported case presented a vague pre-
vious symptomatology characterized by accentuated 
joint pain with low- grade fever so we can hypothesize 
that these symptoms could be prodromal with respect 
to the acute event. The case demonstrates the difficulty 
in formulating the diagnostic suspicion of myocarditis, 
especially when it is preceded by vague and flu- like pro-
dromal symptoms. For this reason, it is essential to pay 
close attention also to symptoms that may apparently 
seem minor and of non- cardiac origin. Further research 
on atypical prodromal symptoms and potential clinical 
predictors is needed to improve the prompt recognition 
of myocarditis.
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