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BRUGADA SYNDROME MIMICKING AS AN ACUTE CORONARY SYNDROME: A CASE 

REPORT 

C.L. Putra1, A. Kosasih2 
1Faculty Of Medicine, Tarumanagara University 
2Cardiology Consultant, Sumber Waras Hospital 

 

Background: The Brugada syndrome (BrS) is an inherited disorder associated with sudden cardiac death due to 

ventricular arrhythmia in a patient with a normal heart structure. The diagnosis of BrS is made based on 

characteristic ECG findings, which are spontaneous or drug-induced. In this report, we present a patient with 

BrS that mimics acute coronary syndrome.  

 

Case illustration: A 45-year-old-man presented to the Emergency Department (ED), complaining of chest pain 

accompanied by diaphoresis since 3 days ago and getting worse 3 hours before admission to ED. The patient 

reported intensifying pain in the chest that feels heaviness, radiating to the jaw, left arm, and back. The patient 

heart rate was 92 bpm, blood pressure was 140/85 mmHg, and normal heart sound. The laboratory result 

showed no abnormalities. ECG examination revealed a right bundle branch block pattern with ST elevation in 

lead V1-V2, and inverted T wave in lead V1-V2. A radiological study using chest x-ray showed no 

abnormalities. Abnormal repolarization and depolarization are pathological mechanisms of BrS, but not all of 

the same mechanisms are responsible for all patients. Coronary vasospasm, right coronary artery spasm, and 

increase vagal tone It is believed to be the underlying pathophysiology of chest pain in our patients. 

 

Conclusion:  

We described a patient with BrS that mimics acute coronary syndrome. This study discusses the 

pathophysiology and possible mechanism of chest pain in our patients.  

 

 

KEYWORD: Brugada syndrome, pathophysiology, acute coronary syndrome 

 

 
 

Figure 1. The 12-lead ECG shows the type 1 Brugada ECG pattern 
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Acute Kidney Injury in Non -ST Elevation Myocardial Infraction: Identifying and Managing Population 

at Risk 

T.S.R. Sembiring1, S. Dharma1 
1Rumah Sakit Jantung dan Pembuluh Darah Harapan Kita 

 

Background: Despite the need to undergo quick clinical judgement and early intervention in settings of very 

high or high risk non-ST elevation myocardial infarction (NSTEMI), one should always remember the crucial 

complication of contrast induced acute kidney injury (CI-AKI) following percutaneous coronary intervention 

(PCI) procedure. Early identification of patients more likely suffering from CI-AKI and prompt intervention are 

deeply needed so that various adverse outcomes such as irreversible kidney injury, need for dialysis or even 

death can be avoided. 

  

Case Illustration: Male, 57 years old with NSTEMI, type II DM and renal insufficiency underwent PCI with 

stent implantation at LM-LAD and LCx. He had been predicted with high risk of CI-AKI based on Mehran 

score of 12 so preventive measures were done prior to PCI procedure. The patient developed CI-AKI post PCI 

procedure so we continued hydration while simultaneously evaluating his kidney function and urine output. 

Renal function and urine output gradually improved until it finally returned to its baseline at day 13 of 

hospitalization. 

  

Conclusion:  

CI-AKI is a serious complication that may follow after PCI procedure in patients with NSTEMI. Therefore, itôs 

necessary to identify the predisposing factors so that we could estimate our patientsô risk of developing CI-AKI 

and undergo appropriate management to avoid irreversible kidney injury, need for dialysis or even death. 

 

KEYWORD: Non-ST-elevation myocardial infarction, contrast-induced acute kidney injury, percutaneous 

coronary intervention 

 

 
 

Figure 1. Mr. AR's Trend of Creatinine and Fluid Intake 
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Invasive Physiologic Study Across Various Spectrum of Coronary Artery Fistula with Concomitant 

Stenosis 

T.S.R. Sembiring1, D. Firman1, A.A. Alkatiri1, N. Iryuza1, A.S. Mangkuanom1 
1Rumah Sakit Jantung dan Pembuluh Darah Harapan Kita 

 

Background: Most CAFs are asymptomatic but it might have serious hemodynamic consequences causing 

myocardial ischemia and heart failure prompting intervention. Thereôs no widely accepted guidelines or 

consensus to manage patients with CAFs. The decision to undergo intervention is usually based on the presence 

of symptoms, size and anatomic features of the fistula. 

  

Case Illustration: We presented 5 patients with CAFs undergoing FFR/iFR in our institution. Only one showed 

significant iFR suggesting significant hemodynamic burden. Number of fistulas varied from 1 ï 3, mostly arose 

from LAD and terminated in PA. Only one patient underwent RHC showing relatively normal flow ratio 

supported by normal iFR reading. One patient presented with patent stents in LAD and OM2 despite subtotal 

occlusion in proximal PDA, the other presented with insignificant stenosis in RCA, and the other two presented 

with no concomitant stenosis. We only underwent intervention in patients with abnormal FFR/iFR reading by 

implanting stent. Upon 1-year-follow up, all patients are currently doing well with no significant complaints of 

chest pain or dyspnea. 

  

Conclusion:  

FFR/iFR can be considered as a modality to guide the need to intervene CAFs with or without significant 

stenosis. Yet, itôs still dilemmatic which to intervene first in the presence of CAFs with significant coronary 

artery stenosis. Therefore, the decision which to intervene first is currently still in the discretion of attending 

physician. Further well-designed studies are needed to confirm the role of FFR/iFR hoping this modality might 

someday help in guiding decision-making in patients with CAFs. 

 

KEYWORD: coronary artery fistula, coronary artery stenosis, free fractional reserve (FFR), instantaneous 

wave free ratio (iFR) 

 

 
 

Table 1. Characteristics of Five Patients with CAFs and Concomitant Stenosis Undergoing FFR/iFR in Our 

Institution 
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External Counter Pulsation (ECP) in Patient With Refractory Angina and Heart Failure: A Case Report 

A.N. Fadila1 ,A.M. Ambari2 ,B.D. Putra2 
1Faculty of Medicine, University of Indonesia 

2Division of Cardiovascular Prevention and Rehabilitation, Department of Cardiology and Vascular Medicine, 

Faculty of Medicine University of Indonesia, Jakarta 

 

Background: Refractory angina pectoris (RAP) prevalence is estimated to be 5-10% of stable CAD patients 

and expected to rise each year. Despite of high survival rate, there is an unmet clinical need of symptoms control 

which leave patients with poor quality of life. In the other hand, heart failure is a global burden affecting ±26 

million people worldwide. Heart failure has high hospitalization and mortality rate, hence leaving patients with 

poor quality of life. Extended External Counter Pulsation (EECP) can improve coronary perfusion and cardiac 

output which benefits patients with refractory angina and heart failure.  

 

Case Illustration: A 63 years old patient was admitted due to angina pectoris. A catheterization was performed 

showing long diffuse stenosis on the LAD and 70% stenosis on the RCA (figure 1). CABG and PCI were not 

able to be performed. Later she has been experiencing angina attack for over 3 months and was found to develop 

symptoms of heart failure with ejection fraction of 47%. She was diagnosed with Refractory Angina Pectoris 

CCS III and CHF ec CAD NYHA III. Assessment of quality of life by EQ-5D-5L showed poor VAS score (50). 

Thirty five EECP sessions for 1 hour/day for a total of 35 therapy was delivered with average pressure of 2.5 

psi. By the end of the EECP session, she was evaluated for her symptoms, ejection fraction and heart-wall 

motion, and quality of life. Of which there were marked improvements of symptoms (CCS I, NYHA I), ejection 

fraction (EF 67%), and quality of life (EQ-5D-5L VAS 70). EECP has shown a promising treatment for 

refractory angina pectoris and heart failure by the following mechanisms: diastolic augmentation which increase 

coronary circulation; increased venous return which increase cardiac output; systolic unloading which reduce 

cardiac workload; improved endothelial function & neurohormonal factors; and induced collateral development. 

These mechanisms lead to alleviation of angina and improved cardiac function which eventually increase 

patientsô quality of life. 

 

Conclusion:  

The EECP benefited refractory angina pectoris with heart failure patient. EECP improves symptoms of angina, 

cardiac function, and the quality of life.  

 

KEYWORD: Enhanced External Counter Pulsation (ECP), Refractory Angina Pectoris (RAP), Heart Failure, 

Quality of Life 

 

 
 

  Figure 1. Coronary Angiography showing long diffuse stenosis on LAD and 70% stenosis on RCA 
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Complete Heart Block in NSTEACS Patient : Successful Initial Transvenous Cardiac Pacing in Maluku 

D.R. Saragih1, Irwan2, R.M. Simangunsong1 
1General Practitioner, Dr. Johannes Leimena Central General Hospital 

2Cardiologist, Dr. Johannes Leimena Central General Hospital 

 

Background: Complete Heart Block (CHB) is a rare complication of cardiac ischemia. There was limited 

studies are available on the incidence, treatments trends, and conduction disorder as complication after Non-ST 

elevation Acute Coronary Syndrome (NSTEACS). This case report aims to report the rare complication after 

NSTEACS and to report the first cathlab conducted in Maluku.  

 

Case illustration:  We report a case of 59-years-old female patient who admitted to Emergency Room with 

dizziness as a chief complaint. The patient also had history of chest pain two weeks before at the other hospital. 

She has been diagnosed with NSTEACS with first degree AV Block. The patient was admitted to Adult 

Cardiovascular Intensive Care Unit and diagnosed with CHB, Anterior NSTEACS. The patient was planned to 

perform Temporary transvenous cardiac pacing procedure. Pacing was performed with the Pacemaker lead 

inserted into the apex of the right ventricle.  

 

Conclusion : Complete Heart Block is a rare complication of cardiac ischemia. Coronary angiography for CHB 

patients with cardiac ischemic should also be perform in establishing the cause. It is therefore important to be 

vigilant for potential complication in cardiac ischemia of which develop conduction disorder. 

 

KEYWORD: CHB, cardiac ischemia, NSTEACS, anterior, transvenous cardiac pacing 

 

 
 

Figure 1. Pacing insertion position 
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Carotid Artery Stenting of 75 Years-old Man with Carotid Artery Disease and Coronary Artery Disease 

 

Ahmad Mujiburrahim1 
1Universitas Sebelas Maret/RSUD Dr. Moewardi Surakarta 

 

Background: Carotid artery disease was predisposed event of transient ischemic attack, and ischemic stroke. 

Atherosclerotic plaque usual found at carotid bifurcation. Mostly found at elderly population, and most common 

in man than women. 

 

Case illustration:  75 years-old man with chief complain loss of conscious 2 times last week with history of 

coronary artery disease post percutaneus coronary intervention. Physical examination found bruit sound at right 

carotid artery. Duplex ultrasound showed stenosis at right internal carotid artery with peak systolic 209.31 cm/s. 

Digital Digital substraction angiography found internal right carotid artery stenosis 90% by NASCET or 97% by 

ESCT. Then carotid artery stenting performed by self-expendable stent. Angiographic evaluation shows good. 

Duplex ultrasound showed PSV turn into normal range. The symptoms relieved. Double antiplatelet given for a 

month. 

 

Conclusions:  

In conclusion, we reported patient with carotid artery disease with carotid artery stenting in elder presenting 

syncope and dizziness. 

 

KEYWORD: Carotid disease, coronary disease, carotid artery stenting, carotid stenosis 

 

 
 

Examination of Patient with Carotid artery disease 
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Does Digoxin Has a Good Outcome? The Case of 67-Year Old Man, Presenting Acute Decompensated 

Heart Failure With Precipitating Factor AF RVR: Case Report 

 

R.P Hidayat1, N.S.D Cahya1, Vitriyaturrida1 
1RSUD dr. H. Slamet Martodirdjo Pamekasan, Jawa Timur 

 

Background: Atrial fibrillation (AF), one of the heart rhythm disorders, is frequently linked to an aggravating 

factor in acute decompensated heart failure (ADHF). Additionally, the therapeutic management might be 

challenging, particularly if the patient's heart function is deteriorating. The state of AF and ADHF itself will 

have an impact on the patient's prognosis, particularly in unstable hemodynamic circumstance. In this case 

study, we present a case of ADHF with precipitating factor AF RVR. 

 

Case illustration: We report the case of a 67-year-old male with major complaint was shortness of breath and 

history of heart failure. Patient heart rate was 160 bpm irregular, blood pressure was 144/76 mmHg, fine 

crackles at the bases of both lungs was heard. The ECG showed AF with rapid ventricular responses. Chest X-

ray showed cardiomegaly with left pleural effusion and aortic sclerosis. The patient was diagnosed with acute 

decompensated heart failure, AF RVR, and CHA2DS2-VASc=2 score. The patient was given rate control 

medication with digoxin, oral anticoagulants for stroke prevention management, and diuresis with furosemide 

for congestion symptoms. Clinical improvements were seen after 4 days of treatment, but unfortunately, on the 

fifth day, the symptoms began to worsen. Also, the patient refused to receive treatment in the intensive ward, so 

the monitoring was not optimal, and led to the patient's death afterward. One of the causes in acute heart failure 

is tachyarrhythmia, and in our patient, rate control therapy with digoxin may be a good alternative. Digoxin can 

decreasing the atrioventricular (AV) conduction, but due to its limited therapeutic window, the caution of side 

effect should be taken seriously. The used of CHA2DS2-VASc score and the earliest feasible administration of 

oral anticoagulants (OAC) are two equally crucial aspects of AF management.  

 

Conclusion: 

Heart failure (HF) and AF frequently co-occur when there is AF, as a cardiac arrhythmia with a high prevalence. 

The safety and treatment methods for this condition must be clearly identified. In patients with HF and AF, rate 

control is typically the preferred option; however, given the limited therapeutic window, dose selection must be 

modified.   

 

KEYWORD: Acute decompensated heart failure, Atrial Fibrillation, Digoxin, oral anticoagulants 
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Case Report 

 

N.P. Pranidya1, M. K. Pratama1, M. P. Aristya2, P. Wulandari1, A. A. Hakim1, M. N. Hutapea1 
1Badan Pengusahaan Batam Hospital 

2St. Elisabeth Batam Kota Hospital 

 

Background : 

Electrocardiogram is considered to be the most important method for determining the infarct-related artery, 

especially in STEACS cases, which recognizing this is helpful for timely discrimination of the culprit artery for 

reperfusion therapy. Acute myocardial infarction is one of the leading causes of death world-wide. In some 

cases, such as Isolated Right Ventricular (RV) Infarction, that has been reported by many times around the 

world, the inferior lead ST elevation seems to be covered by the precordial lead ST elevation. 

 

Case Illustration : 

A 48 years old male was referred to the emergency unit with acute chest pain in the last 9 hours. It was elevated 

with exertion, described to be heavy, and radiated to his left shoulder, and jaw. It was not followed by other 

symptoms and he was a heavy smoker without any medical history before. His vital sign and physical 

examination appeared to be within normal limit. No sign of fluid overload was found during the initial 

assessment at the emergency unit. Chest X-Ray, and routine laboratory workups were normal. However, ST 

elevation in ECG of anterior precordial lead was sought, and elevated serum Troponin-I level was also reported. 

The ACS Algorithm was immediately activated and insertion of coronary artery stent was performed under 90 

minutes after the admission. Surprisingly, the culprit lesion was revealed to be located at the distal part of the 

right coronary artery (RCA), contrary to the ECG findings. However, the procedure was done without any 

complication and the patient was discharged in good condition. 

 

Conclusion : 

For every case of ACS found in the daily practice, looking for the possibility of other vessels involvement 

beside the ECG findings may assist a comprehensive management for the patient. 

 

KEYWORD: ST Elevation, Right Coronary Artery, Isolated RV Infarction, Electrocardiogram, Acute Coronary 

Syndrome 

 

 
 

Figure 1. Critical stenosis at Distal Right Coronary Artery 



Indonesian Journal of 
Cardiology  

Indonesian J Cardiol 2022:43:suppl_C 
pISSN: 2830-3105 / eISSN: 2964-7304 

doi: 10.30701/ijc.1424 

 

CASE REPORT / CASE SERIES 

 

Pregnancy Complicated by Thyroid Heart Disease: a Case Report 

L.S.K. Putra1, Y. Pintaningrum1 
1University of Mataram 

 

Background: Hyperthyroidism is known to give effects on the cardiovascular system such as arrhythmias, 

vascular changes, widened pulse pressure, and myocardial remodeling. It can also affect pregnancy by harming 

both maternal and fetal conditions. Uncontrolled thyrotoxicosis can increase the risk of complications such as 

preeclampsia, maternal congestive heart failure, pregnancy loss, prematurity, low birth weight, stillbirth, and 

IUGR. 

 

Case illustration: A 35 years old pregnant women presented with dyspnea. This complaint started since a year 

ago and progressively worsened since her 3rd month of pregnancy. Other symptoms were swollen legs since 3 

days before admitted to the hospital, palpitations since one year ago accompanied by thyroid enlargement and 

sweating. The patientôs blood pressure was 140/50 mmHg and heart rate was 97 bpm. On physical examination, 

a mid-systolic scratching sound was heard over the upper part of the sternum or second left intercostal space at 

the end of expiration, which is called The MeansïLerman scratch that occurs in patients with hyperthyroidism. 

This patient Wayneôs Index was 24. Chest x-ray showed a pulmonary edema and cardiomegaly. An 

echocardiography revealed normal LV systolic function (EF by teich 65%), abnormal LV diastolic function 

grade 3, and mild concentric left ventricle hypertrophy. Laboratory results showed TSHs, FT3, and FT4 were 

0.17 uIU/mL, 35.7 Pmol/L, and >100.00 Pmol/L. This patient was diagnosed with G3P2 gestational age 22-23 

weeks and thyroid heart disease with heart failure preserved ejection fraction. This patient was given 

furosemide, propanolol, and propylthiouracil. After the symptoms subside, furosemide was discontinued. The 

therapy was given with monitoring of fetal heart rate and an improvement was seen throughout the 

hospitalization. 

 

Conclusions:  

Increasing screening when it is suspected and early treatment of thyroid disease can help decrease the risk of 

maternal and fetal complications. 

 

KEYWORD: Heart failure, Hyperthyroidism, Pregnancy, Thyroid Heart Disease 

 

 
 

Figure 1. Echocardiography showing abnormality of LV diastolic function grade 3 and a mild concentric left 

ventricle hypertrophy  
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Severe Aortic Stenosis Presenting as STEMI : A Case Report 

D.Rifanda1 
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Background: ST Elevation MI is an event in which transmural myocardial ischemia results in myocardial 

injury or necrosis. There are STEMI that not caused by coronary occlusion, named Myocardial infarction non 

obstructive coronary artery (MINOCA), 6ï11% of patients with acute MI have nonobstructive coronary 

arteries and among those population presented with MINOCA only 2.8%-4.4% presenting as STEMI. In this 

case severe aortic stenosis induced poor myocardial perfusion with no occluded coronary artery as the reason 

that led to STEMI. 

 

Case Illustration: A 59-year old male patient came with typical chest pain radiating to the back 8 hours before 

admission, diaphoresis, and history of shortness of breath has been felt for 2 months that deteriorates recently. 

All vital signs were normal, bibasilar crackles was found. ECG showed ST-elevation on lead v1-v3. Lab result 

showed elevated Troponin I. Patient was diagnosed with anterior STEMI, underwent primary PCI, and was 

found to have no significant coronary lesion. Aortic valve was heavily calcified. Catheter pullback from LV to 

Aorta showed peak gradient difference of 51 mmHg. 

 

Conclusion :   

Aortic Stenosis (AS) rarely causes STEMI. Not only obstructed Coronary artery as solely reason of AMI, but 

other reasons as well are MINOCA. AS has to be severe enough to generate failure of cardiac coupling so to 

elevates troponin levels and induces transmural ischemia. The treatment for the case is to recover the supply and 

demand mismatch by balloon valvuloplasty as a bridge to surgical valve replacement.  

 

KEYWORD: Aortic stenosis, STEMI, MINOCA 

 

 
 

Figure 1. Pullback LV Pressure Gradient  
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Transesophageal Echocardiography Assisted Ablation of Papillary Muscle Origin Premature Ventricular 

Contraction: A Challenging Structure in Perpetual Motion 

R Wijaya1, S B Raharjo1, A S Kuncoro1 
1Heartology Cardiovascular Center, Jakarta, Indonesia 

 

Background: Catheter ablation is the most recommended interventional therapy for premature ventricular 

contraction. Interestingly, papillary muscle origin premature ventricular contractions are especially difficult to 

treat due to its perpetual motion during heart contractions, resulting in higher recurrence rate after ablation 

procedure. Hence, many recommendations encourage using echocardiography to better assist the catheter 

trajectory. In this study, we demonstrate that transesophageal echocardiography was comparable to intracardiac 

echocardiography in assisting 3D-ablation of papillary muscle origin premature ventricular contraction with 

desirable outcome. 

 

Case Illustration: A 41-years old female with worsening lethargy and recurring left chest discomfort. 12-lead 

electrocardiogram showed infrequent premature ventricular contraction of right bundle branch block 

morphology with 24 hours Holter showing frequent multifocal premature ventricular contraction complex 

(20.85%), right bundle branch block morphology, superior axis, RS-transition at precordial leads V3-V4, QRS 

duration 111-122 msec, predominantly posterior papillary muscle origin and infrequent premature atrial 

contraction (0.21%). Activation and pace mapping of the 2 dominant premature ventricular contractions were 

obtained assisted by transesophageal echocardiography, locating the premature ventricular contractions origin at 

the left ventricular posterior papillary muscle. Papillary muscle potential were identified as a pair of small 

electrical signals captured prior and in close proximity to the premature ventricular contraction potential. As 

widely known, premature ventricular contraction recurrence is highly dependent on the accuracy of catheter tip 

in ablating the premature ventricular contraction origin. Hence, additional visualization modality using 

transesophageal echocardiography was employed to ensure good catheter contact. 

 

Conclusion: Transesophageal echocardiography poses as a promising modality in ensuring good contact of 

catheter tip with challenging heart structures that are in perpetual motion. Based on our experience, a 3D-

electroanatomic mapping combined with real-time transesophageal echocardiography is able to clearly navigate 

catheter position relative to the papillary muscle which is crucial to suppress likelihood of recurrence, but with 

lesser cost and wider availability compared to intracardiac echocardiography. 

 

KEYWORD: papillary muscle, premature ventricular contraction, ablation, transesophageal echocardiography 
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Figure 1. 3D-ablation procedure visualized by TEE. 

Top panels showing the ablation target site with blue (panel A, PVC-1) and green (panel B, PVC-6) circles. 

Real-time TEE showed ablation catheter (blue arrow) in good contact positioned superior (panel C) and inferior 

(panel D) to the posterior PM (red-dotted circle).  
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Narrow QRS Tachycardia treated with digoxin after unsuccessful vagal maneuver, setting in the primary 

health care center 

R.N. Muslih1 
1Public Health Center of Kadungora 

 

Background: Narrow QRS complex tachycardia (NCT) represents an umbrella term for any rapid cardiac 

rhythm greater than 100 beats per minute (bpm) with a QRS duration of fewer than 120 milliseconds (ms). In 

the general population, the SVT prevalence is 2.25/1000 persons and the incidence is 35/100 000 person-years. 

 

Case illustration: A male smoker, 44 years old came to the emergency with a history of palpitation for the past 

two hours. It was the very first time he complained about it. He also felt fatigued and light-headedness. His heart 

rate was 180 bpm, and another vital sign and physical examination were normal. A resting ECG showed narrow 

QRS complex tachycardia. Laboratory examination showed leukocytosis and mild thrombocytopenia. The 

patient was treated with vagal maneuvers and intravenous digoxin 0,5 mg. Two hours later, the patient's 

symptoms subsided, and ECG showed a conversion to sinus rhythm and T-wave inversion in the anterior lead. 

After one day of care, the patient was sent home. Narrow QRS complexes are due to rapid activation of the 

ventricles via the His Purkinje system (HPS), which suggests that the origin of the arrhythmia is above or within 

the His bundle. According to the 2019 ESC guideline, this patient was assessed with narrow QRS tachycardia 

with a long RP interval. A long RP interval is typical of AT because the rhythm is driven by the atrium and 

conducts normally to the ventricles. This patient was treated with digoxin. Digoxin binds to and inhibits the 

sodium/potassium-ATPase (sodium pump) within the plasma membrane of cardiac myocytes. The time to reach 

the maximum concentration of digoxin was measured to be 1.0 h in one clinical study of healthy patients. 

 

Conclusions: 

In conclusion, we described patients with narrow QRS tachycardia with stable hemodynamics treated with 

digoxin. Two hours later the rhythm converted to sinus and symptoms subsided. Although many guidelines do 

not pick digoxin as primary therapy for this setting, digoxin is still effective and useful, especially in a primary 

health care center.  

 

 

KEYWORD: Narrow QRS complex tachycardia, digoxin. 

 

 
 

Figure 1. ECG shows narrow QRS tachycardia before digoxin treatment and ECG shows sinus rhythm after 

digoxin treatment 
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Recurrent Ventricular Tachycardia in Acute Inferior ST - Segment Elevation with Dominant Left 

Circumflex Artery Occlusion  

H. Oktaviani1, E. Supriadi2 
1Selat Community Health Center, Batanghari, Jambi, Indonesia 

2Department Cardiology and Vascular Medicine, Raden Mattaher Hospital, Jambi, Indonesia 

 

Background: Inferior ST-Segment Elevation Acute Coronary Syndrome (STEACS) is usually the result of 

right coronary artery (RCA) occlusion. Left circumflex artery (LCx) occlusion can also manifest as inferior 

STEACS, although less frequently, and with differing electrocardiogram (ECG) patterns. In both cases, 

polymorphic Ventricular Tachycardia (VT) can occur, and develop into Ventricular Fibrillation (VF). 

 

Case Illustration: A 68-year-old man came to the emergency department with palpitation, chest pain and 

diaphoresis for more than 20 minutes. Six months previously he complained of chest pain triggered by exercise, 

subsided by rest. There is history of metabolic syndrome and smoking. Heart rate is 200 bpm, regular; 

respiration rate 28 breaths/minute, pulse oximetry 97% with room air and otherwise normal findings upon 

physical examination. ECG showed VT (Fig. 1), synchronized cardioversion of 100 joule was given. Follow-up 

ECG later showed ST segment elevation in inferior leads, more elevated in lead III than lead II. Loading Aspirin 

and P2Y12 inhibitor to initial management of STEACS. Shortly after, patient experienced seizures and ECG 

monitoring showed VF; DC shock of 200 joules was given. Patient was later treated for STEACS and prepared 

for primary percutaneous coronary intervention (PCI). Total occlusion was found in LCx. RCA was normal. 

Synchronized cardioversion was subsequently performed seven times due to recurrent VT during intervention. 

After revascularization, patient had no symptoms, heart rate was 70 bpm and ECG revealed sinus rhythm. 

Echocardiography revealed left ventricular dilatation, mild mitral regurgitation, ejection fraction 46% with 

hypokinetic in infero-posterior and akinesis in apical segment. After six days of optimal treatment in ICCU, 

patient was discharged with routine medication. 

 

Conclusion: In few cases, inferior STEACS can be caused by LCx occlusion instead of RCA occlusion. The 

most common rhythm found in the acute phase is polymorphic VT that degenerates to VF. 

 

KEYWORD: Inferior STEACS, Left Circumflex Artery, Ventricular Tachycardia 

 

 
 

Figure 1. ECG showed Ventricular Tachycardia 200 bpm 
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Chronic Limb Threatening Ischemia in Autoimmune Disease 

M. A. Aditya1, N. Y. Kusumawardhani1 
1Department of Cardiology and Vascular Medicine, Universitas Padjadjaran, Dr. Hasan Sadikin General 

Hospital, Bandung, Indonesia 

 

Background: Peripheral arterial disease also can manifested in autoimmune diseases patients and frequently 

asymptomatic and can be difficult to diagnoses. Autoimmune diseases itself represent a broad spectrum of 

chronic conditions that affecting multiorgan in human. Studies showing that patients with autoimmune diseases 

has an increased rate of thrombotic events and more frequent cardiovascular disease.  

 

Case illustration:  A 48 years old man admitted to our emergency room due to inttermitent claudication 

following by discoloration of her right finger and left and right toe 1 months prior to admission. The patient also 

has a history of stroke since 7 years before admission and have not fully recovered. On physical examination 

showing pain, paresthesia, pulselessness, poikilothermic and cyanosis with discolorization in manus dextra and 

plantar pedis bilateral. The patients also has a reduced pulsation in ulnar artery bilateral, tibialis anterior artery, 

tibialis posterior artery and dorsum pedis arteri bilateral. Other physical examination are within normal limit. 

The laboratory examination showed anaemia, thrombocytopenia, hypoalbuminemia with increase of kidney 

function tests. Inflammatory marker was increased with elevated CRP. Another examination was within normal 

limits Doppler echocardiography showing reduced flow of bilateral arterial system with suggestive vasculitis 

and thrombosis in bilateral brachial, ulnar and radial artery with reduced lower extremities flow of bilateral 

artery and diffuse thickening at bilateral extremities with severe calcification at left extremities 

 

Conclusion:  

Autoimmune diseases represent conditions that affecting multiorgan in human. Among of patients with 

autoimmune diseases that increasing, risk of thrombotic. Peripheral arterial disease also can manifested in 

autoimmune diseases patients and frequently asymptomatic and can be difficult to diagnoses. The incidence of 

PAD also have not been well studied in patients with autoimmune diseases although the presence of PAD is 

associated with high frequency of another vascular disease such as coronary and cerebral disease. Optimized 

medical therapy with an option for revascularization still chosen as first line therapy for patients with CLTI with 

alternative of amputation if revascularization cannot be done. 

 

KEYWORD: Chronic Limb Threatening Ischemia, Autoimmune diseases 

 

 
 

Figure 1. Chronic Limb Threatening Ischemia on Tip of Finger 
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Thrombus Aspiration with Deferred Stenting in Young Aged Patient with ST-Elevation Myocardial 

Infarction: A Case Report 

I. P. G. Wikandikta1, J. L. Syamsuri1, I.P.G. Budiana1 
1RSD Mangusada 

 

Background: The PCI procedure with stenting is the most common procedure performed for STEMI, but the 

disadvantage of stenting is that it causes in-stent restenosis or distal embolism, which can increase morbidity 

and reduce the quality of life of patients after PCI. Thrombus aspiration (TA) can be an option other than 

stenting, which is often performed for young patients with high thrombus burden. In this report, we present a 

young STEMI patient with a high thrombus burden who was successfully treated with thrombus aspiration and 

deferred stenting procedure and showed favorable results after 1 month of follow-up. 

 

Case illustration: A 33-year-old man, an active smoker with a positive family history of coronary artery 

disease, presented to the emergency department with acute chest pain for the past 30 minutes. A vital sign 

examination was found to be within normal limits with a pain scale of 4. A 12-lead ECG examination revealed 

ST segment elevation in leads II, III, avF and leads v3R & v4R on the right ECG. Cardiac enzyme examination 

showed a significant increase in Hs-Troponin at 762.7 ng/L and CK-MB at 38.9 ng/mL. Coronary angiography 

was performed and there was total occlusion or extensive thrombus burden in the distal right coronary artery 

with TIMI flow grade 0. The operator decided to do thrombus aspiration. The patient underwent re-angiography 

and it was found that the distal right coronary artery flow was back but the thrombus was still present (TIMI 2 

Flow). The procedure was stopped without stent placement (deferred stenting). The patient was put on dual 

antithrombotic therapy and warfarin, then was discharged without any symptoms and planned for evaluation the 

next month. The second coronary angiography resulted in non-significant stenosis in RCA, so the procedure was 

finished without stent placement. The patient continued the medication with dual antiplatelet therapy for one 

year. 

 

Conclusions:  

In conclusion, managements of STEMI with large thrombus burden, especially in young aged, without stenting 

is feasible. Pharmacological therapy may be adjusted to the availability in the field. We believe that each patient 

requires an individualized approach based on clinical conditions.  

 

 

KEYWORD: Thrombus Aspiration, Deferred Stenting, STEMI, Angiography, Young Age 

 

 
 

Figure 1. Initial angiography at the time of PCI showed complete occlusion of the right coronary artery (TIMI 0 

flow) 
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Managing Senile With Total AV Block Due To Hypoglycemia Causing Cardiogenic Shock 

M.Fitra1, T.Heriansyah1, N. Widasari1 
1FK USK/RSUD Dr.Zainoel Abidin 

 

Background: Hypoglycaemia is an unusual cause of compromising bradyarrhytmias. Management of 

bradyarrhytmias in older population is different due to reduced life expectancy, multimorbidity, polypharmacy, 

and increased vulnerability.  

 

Case Illustration: An 82-year-old man presented to ER with altered mental state, bradyarrhytmias due to 

TAVB (HR 35 bpm), and cardiogenic shock (BP 84/54 mmHg). A fingerstick blood glucose showed 20 mg/dL. 

After 100 mL of 40% dextrose infusion, the cardiac rhythm spontaneously turned to normal sinus rhythm at rate 

90 beat/min with glucose level of 120 mg/dL one hour later. Patient was sent for Temporary Pacemaker 

insertion (HR 70 bpm) as TAVB repeatedly occurred and angiography resulted CAD 3VD followed by stenting 

implantation on LAD with non-dominant RCA. On Cardiac Intensive ward, patient was complicating with 

severe pneumonia infection, Upper GI Bleeding, and repeated asystole periods. Multi management approach 

included OMT, adequate antibiotics therapy, inotropic and vasopressor support, and optimizing nutritional 

intake to maintain the euglycemia. Patient clinical status was improving after five days on ICCU and being 

discharged. Senile with malnutrition and sepsis are very common and may cause hypoglycaemia. 

Hypoglycaemia rarely induce total AV Block resulting in cardiogenic shock and fatally lead to cardiac arrest. 

Previous report observed sinus bradycardia during a chronic hypoglycemic state lasting >5 months in a male 

patient after subtotal intestinal resection that resolved quickly after correcting hypoglycemia. CAD multivessel 

disease and reduced ejection fraction may contribute to higher incidence of cardiogenic shock and prolonged 

ICCU stay on geriatric.  

 

Conclusion :  

Elderly with multimorbidity fall to hypoglycemia may trigger TAVB and cardiogenic shock therefore 

comprehensive strategy required for better outcome. 

 

 

KEYWORD: Senile, TAVB, Hypoglycemia, Cardiogenic Shock, Sepsis 

 

 
 

Figure 1. A. Patient ECG on ER Admission B. ECG after hypoglycemia correction C. Coronary Angiography 

showed 90% on osteal, 95% on proximal-mid of LAD D. PCI 1 DES to LAD 
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Very Late Onset ST Elevation Myocardial Infarction - What Can Still Be Improved? 

S. Janson1 
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Background: The timely and accurate identification of symptoms of acute coronary syndrome (ACS) can be 

difficult for individuals because such symptoms may be similar to those of other less serious conditions. 

Individuals may attribute their symptoms to non-cardiac causes, and thus not seek care. The delay in seeking 

medical advice (DSMA) for symptoms of ACS increases the risk of serious complications, disability, and death. 

 

Case illustration:  A 48th year-old-male presented with heartburn and nausea for 20 hours, with history of 

uncontrolled hypertension. Electrocardiogram showed ST elevation in leads V1-V4 with Q wave and inversion 

of T wave. Laboratory findings showed elevated Troponin T levels (537,3 ng/L) and hyperglycemia though 

history of diabetes mellitus denied. Coronary Angiography showed significant stenosis in mid and distal LAD, 

with insignificant stenosis in LM, proximal LAD, LCx and RCA. PCI was performed with stent placement in 

mid-distal LAD. Echocardiography showed a reduced left venticular systolic function with ejection fraction was 

42-45%, and hypokinesis of the anterior and anterolateral wall. 

 

Conclusion:  

A reduction in the DSMA would make it possible to reach the most appropriate therapeutic time window for 

reperfusion of the culprit artery and to salvage a greater portion of myocardium at risk. Primary prevention 

through health education is fundamental to adequately trains the population to recognize symptoms of ACS and, 

thus, reduce DSMA. 

 

KEYWORD: ACS STEMI, Delayed in Seeking Medical Advice (DSMA), Health Education, Symptom 

 

 
 

Figure 1. Patientôs Electrocardiogram 
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Total Atrioventricular Block in 2 Weeks; Need Permanent Pacemaker or not? 

R. Wahyuni1, R. A. Haeruman1, W. Aditya1, R. Wahyuni1 
1RSPAD Gatot Soebroto 

 

Background: Total Atrioventricular Block (TAVB) occurs most frequently when the infarction of the inferior 

wall and results from interference to the blood supply of the atrioventricular(AV) node or upper part of the 

Bundle of His. Myocardial infarction, particularly with injury to the inferior wall, is also a well-described cause 

of reversible AVB 

 

Case Illustration: A 61-year-old man admitted to clinic with recurrent chest pain in the past month, diaphoresis 

and nausea. He has history of smoking, hypertension and diabetes mellitus. Based on physical examination, he 

has blood pressure 157/89 mmHg and general status were within normal. His electrocardiogram (ECG) showed 

sinus rhythm, heart rate 71beats/min, Q pathologist lead III, AVF, ST depression lead II, III, AVF, T inverted in 

V4-V6 without AVB. Then, he was hospitalized and coronary angiography was performed. It was found the 

proximal of right coronary artery (RCA) had 80% stenosis whereas left anterior descending artery (LAD), left 

circumflex artery (LCX) were non-significant. The RCA seen ruptured plaques, calcified nodules, alienated 

plaques with Intravascular ultrasound (IVUS).Afterwards, Primary Percutaneous Coronary Intervention (PCI) 

for the RCA lesion was performed with two stents. After PCI, he was observed and suddenly the monitor 

showed bradycardia and TAVB in ECG. Therefore, a temporary pacemaker (TPM) was implanted. During 14 

days of follow up, on the 1st-7th days follow up ECG showed TAVB. On the 8th day, PCI was repeated and RCA 

stenosis 70-80% osteal proximal was found and a stent was placed, after re-PCI, ECG showed second-degree 

AVB type 1. On the 9th-13nd days, ECG keep showed second-degree AVB type 1. Then, on the 14th days, ECG 

showed first-degree AVB. Finally, on the 15th days ECG convert to sinus rhythm. Intermittent conduction 

through the AV node was resolved after 15 days of follow up. Accordingly, permanent pacemaker implantation 

was postponed and the patient showed that the AV node had recovered to complete conduction 

 

Conclusions:  

Total AVB that resolve after revascularization may occur as a direct result of AV nodal ischemia. 

 

 

KEYWORD: Total Atrioventricular Block, Myocardial infarct, Pace maker 

 

 
 

Figure 1. ECG after PCI showed TAVB on-TPM and off-TPM 
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STEMI In Very Young People: Not All Acute Coronary Syndrome Are Similar 
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1Cardiology and Vascular Medicine Department, Sebelas Maret University, Dr Moewardi Hospital, Surakarta 
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Background: Acute Coronary Syndrome (ACS) is still the most common cause of death worldwide and it 

continues to increase recently. In Central Java, 1.6% of the population has suffered from ACS. ACS is 

commonly seen in population of over 45 years old and rarely occurs in young people of younger than 45 years 

old. ACS in young population was recorded at 2-6% of all STEMI events. In GRACE study, the prevalence of 

ACS at a young age was 6.3%. This condition is expected to decrease along with the changes in lifestyle within 

young population.  

 

Case Illustrations:  

Case 1: 26-year-old male with 17-hour long typical chest pain before admission. No history of hypertension, 

diabetes, smoking, alcoholism, and medicine before the attack. Vital sign and physical examination were 

normal. Electrocardiography (ECG) showed an Anterior STEMI with Troponin levels >40000, D-Dimer 

1206.54, Hs-cRP 1.62, LED 25 and others were normal. Primary PCI was performed and showed normal 

coronary angiography. 

Case 2: 25-year-old male with approximately 13-hour long typical chest pain about before admission, known as 

heavy smoker since age 15, and recently consuming alcohol. Vital signs and physical examinations were 

normal. His ECG showed an extensive anterior STEMI with troponin >40000, and other parameters were 

normal. Patient received successful thrombolysis before. Routine PCI was performed and found calcified lesion 

at proximal-mid-LAD, 1 DES was implanted with the result TIMI flow III.  

Based on the INTERHEART study in the Southeast Asian population; smoking, cocaine, and alcohol contribute 

to the incidence of ACS in young age followed by obesity. Non atherosclerotic process, such as 

hypercoagulation as in our first case showed another mechanism of ACS that is mostly found in young people. 

Thereôs no different of ACS management between young and old people. The use of statin must consider an 

ASCVD risk score and its underlying mechanism.   

 

Conclusion: ACS in young people is not only caused by an atherosclerosis process. Determining the risk factors 

that cause ACS in young people can help us to manage and prevent ACS in the future. 

 

KEYWORD: ACS, Atherosclerosis, Non-Atherosclerosis, STEMI, Young People 
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Figure 1 Coronary Angiography Showed (Left) 1st 

case with normal coronary angiography, (Right) 2nd case with calcified lesion 90% in proximal-mid-LAD 
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Right Heart Failure (RHF) Caused by Primary Pulmonary Hypertension (PPH) 
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Background: According to CDC, HF was still listed 379.000 death, 530.068 prevalence in Indonesia and 9.204 

in Bali. HF is a complex syndrome with signs and symptoms structural and functional abnormality of filling or 

pumping blood by left and right ventricles. PH is the most common cause of the RHF. 

 

Case Illustration: 52 years old man came to emergency room with chief complain shortness of breath and 

medical history of primary pulmonary hypertension, thrombectomy at his lower extremity, stroke and 

hypertension. He was a smoker and stop for the last 10 years. Blood pressure was 184/108 mmHg, heart rate 

was 76 bpm, respiratory rate 28 breath/minute and oxygen saturation 87% room air, increased to 98% with 

NRM, distention of jugular vein, rhonchi at both lungs and ankle edema in both legs. The laboratory results 

showed renal insufficiency, prolong homeostasis, increased D-dimer, and positive erythrocyte sediment in 

urinalysis. Chest X-ray impression was cardiomegaly with pulmonary congestion. TTE showed dilated right 

atrium and ventricle, LVEF 42%, TAPSE 1.2, RVSô 3, RV FAC 11.2%, RMWA, D shaped LV, mild PR, mild 

TR with high probability of PH, e-RAP 15 mmHg. MSCTA pulmonal impression was pulmonary hypertension 

without pulmonary embolism. CAG was performed with conclusion CAD 1VD (CTO at PL). The right heart 

failure caused by several etiology with different pathophysiology that effect the management and prognosis. 

Pulmonary hypertension is the most common cause. The goals of management are improving quality of life, 

increasing exercise capacity and prolong survival. 

 

Conclusion: 

We described patient with Right Heart Failure caused by Primary Pulmonary Hypertension on Chronic Heart 

Failure FC III caused by Coronary Artery Disease 1 vessel disease (CTO at PL) and Hypertensive Heart 

Disease. This case report emphasized the etiology of right heart failure must be sought in all cases, because its 

recognition can direct the therapy and influence the prognosis of these patients. 

 

 

KEYWORD: Right Heart Failure, Primary Pulmonary Hypertension 

 

 
 

Figure 1. Right Pulmonary Artery Dilation on Pulmonary CT Angiography 
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Background: Pulmonary embolism (PE) is a common and potentially lethal condition. Despite diagnostic 

advances, delays in pulmonary embolism diagnosis are common and represent an important issue. Orthopedic 

surgery especially in the hip area is one of the high-risk condition to induced PE. As a cause of sudden death, 

massive pulmonary embolism is second only to sudden cardiac death. 

 

Case Illustration: A woman, 69 years old, came to ER with chief complaint of shortness breath since 5 days 

ago but getting worse in hours. She was discharge after neck humerus (ORIF surgery) a week ago. She also had 

history of immobilization for one month. Patient had history of controlled diabetes mellitus type II and 

hypertension. In primary survey, patientôs oxygen level was 90%. Initial evaluation showed ECG of sinus 

rhythm with right axis deviation, and S at lead I, T at lead III but no Q at lead III as sign of PE. Troponin level 

was not increased and D dimer result >4000 ng/ml. Transthoracic echocardiogram showed dilated RA-RV, mild 

tricuspid regurgitation and Mc Connel sign at right ventricle. Then patient performed MSCT (Pulmonal 

Angiography) and found bilateral pulmonary arterial thrombus. As diagnosed with submassive PE, we treated 

the patient with fondaparinux for 5 days and discharge with oral anticoagulant for 6 months. Submassive PE, 

seen in about 40% of patients with PE, carries a 5ï25% mortality rate. Orthopedic surgery in particular confers a 

higher risk with half of patients developing VTE without prophylaxis both pre-operatively and post-operatively. 

The increased risk is mediated by immobility during and after the surgery as well as by direct venous injury and 

inflammation during surgery. In current guidelines, pharmacologic thromboprophylaxis is preferred over 

mechanical thromboprophylaxis to reduces the incidence of DVT and PE in the postoperative period. 

 

Conclusion:  

Pulmonary embolism is often a misdiagnosed clinical disorder because the clinical presentation was common 

symptoms and similar to another common diagnosis. Rapid identification and appropriate treatment may often 

prevent unnecessary morbidity and mortality. 

 

KEYWORD: Pulmonary Embolism, Orthopedic Surgery, Thromboprophylaxis 

 

 
 

Figure 1 Bilateral pulmonary arterial embolism 
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Background : Aortic stenosis is the third most common cardiovascular disease after coronary artery disease and 

systemic arterial hypertension, and its prevalence increases with age. The progression of aortic stenosis severity 

contributes to the clinical manifestations and patient's survival rate. 

 

Case Illustration : A 62-year-old woman presented to the emergency department with chief complaint of 

intermittent chest pain and shortness of breath. Patient also reported syncope. The patient had a history of 

similar complaints over 2 years ago. Physical examination revealed, her blood pressure 95/57 mmHg, heart rate 

was 87 beats/minute and respiratory rate was 24 breaths/minute. On auscultation, a grade 4/6 systolic ejection 

murmur was best heard at the upper right sternal border that radiates to the carotid. An electrocardiography 

showed sinus rhythm with complete right bundle branch block. The classic symptom and physical examination 

findings of aortic stenosis lead us to an echocardiography. Transthoracic echocardiography revealed dilatation 

of all cardiac chambers with abnormal myocardial movement, ejection fraction 13%, calcification in all three 

aortic valves with low flow low gradient severe aortic stenosis. AVA VTI 0.3 cm2, AVA planimetry 0.3 cm2 , 

AV VMax 3.61 m/s, AV mean PG 32.49 mmHg, SV 24.1, SVi of 33.8 ml, AVAi 0.179 cm2/m2, and velocity 

ratio of 0.10. Low-dose dobutamine stress echocardiography (DSE) is recommended to detect left ventricular 

flow reserve and to differentiate between true severe and pseudo-severe aortic stenosis. Low-dose DSE test 

concluded that the patient had true severe aortic stenosis, with an increase AV VMax to 4.32 m/s, AV Mean PG 

to 44.20 mmHg, and elevated SV more than 20% to 37.37. 

 

Conclusions: Low flow low gradient aortic stenosis is diagnosed when AV mean PG Ò 40 mmHg, AV VMax Ò 

4.0 m/s, AVA Ò 1 cm2, and SVi Ò 35 mL/minute. It intrigues cardiologists and poses challenge in assessment of 

severity and appropriate management. Low-dose DSE is the key to proper diagnosis. In this case, we got an 

increasing flow in the presence of constant AVA with dobutamine infusion indicates presence of true severe 

aortic stenosis. 

 

KEYWORD: Aortic stenosis, low-flow low-gradient, low-dose dobutamine stress echocardiography 

 

 
 

Figure 1. Comparison of echocardiographic results before and after low-dose dobutamine infusion. 
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Background: ST-Segment Elevation Acute Coronary Syndrome (STEACS) is one of the most common 

cardiovascular diseases with high mortality, but prognosis is good when reperfusion is done promptly. 

Percutaneous coronary intervention (PCI) is not a routine procedure in Jambi Province, until recently. 

 

Case Illustration: A 59-year-old man with history of smoking, diabetes and hypertension complained of chest 

pain for 2 hours previously. Electrocardiogram (ECG) showed inferior STEACS. Dual antiplatelet therapy was 

given first to the patient and primary PCI was performed immediately within 120 minutes after STEACS 

diagnosis was established. Total occlusion was found in mid right coronary artery (RCA) (fig.1) and no 

significant stenosis with myocardial bridging in mid left anterior descending coronary artery (LAD). After 

primary PCI; ECG showed ST elevation reduction in inferior leads followed by improvement of the symptom 

and hemodynamic stability. Echocardiography revealed left ventricular hypertrophy, regional wall motion 

abnormality (RWMA) in infero-posterior, ejection fraction 65%. After five days of optimal treatment, ECG 

showed no ST elevation the patient improved and was discharged. The resources for performing PCI in Jambi 

Province have only been provided in the past few years, when health professionals and hospital requirements 

were fulfilled. This shows that a good outcome can be reached when stakeholders give their commitment and 

support to enable quality healthcare, based on the standard of evidence-based recommendations. 

 

Conclusion: 

This case illustrates a primary PCI that was performed in time. It adheres to the recommendation that PCI is 

performed within 120 minutes of STEACS diagnosis and within 12 hours of symptom onset, and patient 

outcome was good. 

 

KEYWORD : Inferior STEACS, Right Coronary Artery, Primary PCI 

 

 
 

Figure 1. Angiography of the right coronary artery; (a) initial angiography demonstrating total occlusion in mid 

RCA; (b) after stent placement in mid RCA and blood flow is increased through the artery 
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Background: ST-Elevation myocardial infarction (STEMI) is a life-threatening illness with high morbidity and 

mortality rates, including acute cardiogenic liver injury (ACLI). Hipoxic liver injury in patient with STEMI as a 

result of lower cardiac output and tissue perfusion leading to tissue ischemic and necrosis marked by elevated 

serum transaminases (AST) ten-fold higher than normal level. 

 

Case Illustration: A 53-year old man was admitted to the emergency department with chief complaint of 

typical chest pain onset 2 hours before. Electrocardiogram (ECG) test revealed STEMI inferior and total AV-

Block, heart rate was 42 bpm. Blood pressure was 123/78 mmHg. The patient treated with streptokinase as 

a trombolytic agent with succesfullfibrinolysis and the ECG converted to sinus rhytm with 62 bpm on 

evaluation. Patient refused to be referred for primary coronary intervention. Laboratory tests revealed AST level 

were 333.2 U/L, ten-fold higher (normal level was <35 U/L) and alanine transaminases (ALT) were 93.8 U/L, 

no history of chronic liver disease. Patients underwent echocardiographic examination with LVEF was 57% 

after 6 days treatment. The decreased of cardiac output suggesting a cardio-hepatic syndrome in patients with 

STEMI. No definite treatment is known, some experimental treatment suggest the use of antioxidants, also some 

studies evaluated the effectivity of using hepatoprotectant agent in acute cardiogenic liver injury. The only 

established strategy for treating is to correct the underlying disease to improve cardiac output. The elevated 

transaminases return to normal within 7-10 days after the cardiac output improve. In this case, Our patient was 

given curcuminoid as additional therapy. The AST back to normal 32.5 U/L after 6 days of therapy. 

 

Conclusions: STEMI followed by liver injury must be treated with optimal therapy using reperfusion strategy to 

improve cardiac output. Established therapy for treating ACLI is by correcting the underlying disease. Using 

antioxidants and hepatoprotectant as a treatment still need further experiment. 

 

KEYWORD: STEMI, Hipoxic liver injury 
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Background: Right Coronary Artery (RCA) is one of the main branches of the coronary artery that supplies 

blood for the right ventricle and the main conduction pathway of the heart. Inferior myocardial infarct (MI) due 

to RCA occlusion may lead to serious complications and even death. Thus, early detection of inferior MI using 

electrocardiography is important for early and appropriate management of inferior MI. 

 

Case illustration: A 55-year-old male was presented to the emergency room with chest pain that persist for 9 

hours. The chest pain was reported as tightness on the chest that radiated to the left arm and was accompanied 

by nausea, vomiting, and cold sweat. The patient also had a history of uncontrolled type 2 diabetes mellitus and 

dyslipidemia. Physical examinations revealed hypotension, tachycardia, clammy limbs, and prolonged capillary 

refill time. Laboratory findings showed an increased level of Troponin T serum. Electrocardiography revealed a 

Total Atrioventricular Block (TAVB) with Junctional Rhythm, and the ñTombstoneò ST elevation in lead II, III, 

aVF (inferior infarct), and V3R, V4R, V5R, V6R (right ventricle infarct), and the ñTombstoneò ST elevation in 

lead II, III, aVF (inferior infarct), and V3R, V4R, V5R, V6R (right ventricle infarct). Moreover, the ST-segment 

elevation was higher in lead III than lead II and there was also a right axis deviation. Therefore, the patient was 

diagnosed with inferior MI and right ventricle infarction due to occlusion of proximal RCA. However, the 

patient died before a coronary angiography could be performed. 

 

Conclusion: 

A higher ST-segment elevation found in lead III than lead II is predictive of RV infarction due to occlusion in 

proximal RCA. This specific electrocardiography finding is associated with a poorer prognosis and higher 

mortality rate in patients with inferior MI. 

 

KEYWORD: Electrocardiography, Inferior myocardial infarct, Right Coronary Artery 

 

 
 

 Figure 1. The right-sided electrocardiography of this case showed bradycardia, an inferior myocardial 

infarction, right ventricle infarction, and a total atrioventricular block with junctional rhythm 
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Myocardial Bridging Unmasks as an Acute Coronary Syndrome from Dehydration 

J. J. Wijaya1 
1Maranatha Christian University 

 

Background: Myocardial bridging is a peculiar condition that may lead to such changes, yet the 

vessel obstruction is mostly dynamic and dependent on the cardiac cycle. It can manifest in emergent cases such 

as acute coronary syndrome when precipitated by some factors. In this report, we present a patient with 

myocardial bridging as an acute coronary syndrome from dehydration. 

 

Case Illustration: A 50-year-old male with a past medical history of hypertension presented for loss of 

consciousness came to emergency ward. He was hypotensive with blood pressure 60 mmHg, tachycardic with a 

heart rate around 140 bpm, and complaining of ill-defined chest pain. Physical exam showed a regular 

tachycardic rhythm, normal heart sounds, and absent peripheral edema. Treatment started in the emergency 

department with intravenous fluids and epinephrine. The electrocardiogram (ECG) displayed an ST-segment 

elevation in lead aVR, along with global ST-segment depressions in the inferolateral leads. Figure 1, which was 

suggestive of myocardial bridging. The coronaries were otherwise angiographically normal. Epinephrine was 

discontinued, and after high-volume rehydration, blood pressure soon normalized. Follow-up ECG 

demonstrated a complete resolution of the ischemic changes and the patient regained 

consciousness. Echocardiography showed moderate concentric hypertrophy with a normal global systolic 

function. Myocardial bridging most commonly affects the middle segment of the LAD. The diagnosis can be 

made using coronary angiography, The myocardial compression of the artery decreases anterograde blood flow 

during systole and can even extend into early diastole. During tachycardia, diastole becomes compromised, 

leading to a shortened time for myocardial relaxation; thus, a higher proportion of flow obstruction can be seen 

within the cardiac cycle. Additionally, increased inotropy can exacerbate the degree of vessel compression, 

further prolonging the obstructive effect. 

 

Conclusions: 

In conclusion, we described patient with myocardial bridging clinically significant in hyperadrenergic states 

such as dehydration. This case report emphasizes the etiology of myocardial ischemia must be sought in all 

cases, because its recognition can direct the therapy and influence the prognosis of these patients. 

 

KEYWORD: Myocardial Ischemia, Myocardial Bridging, Intervensi 

 

 
 

  Figure 1. RAO cranial LHC demonstrating significant middle-LAD stenosis during systole.   
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Giant Left Ventrivular Thrombus Formation with HFrEF in Uneffective Reva scularization of Myocard 

Infarct Patient  

                                       I Jochebet1 ,Y.P. Astri1 , M.H. Teuku1 
1RS Jantung Jakarta 

 

Background: The development of a left ventricular thrombus (LVT) was one of the most feared complications 

in patient with ischemic heart disease and the highest rate observed in acute anterior myocardial infarction (MI) 

and severe left ventricular (LV) systolic dysfunction. 

 

Case Illustration: A 59 y.o female presented to ER with shortness of breath, PND and DOE 5 days before 

admission, and 1 year prior with history of MI and ADHF. The result of CAG revealed CAD 3 VD + LM 

Disease with suggestion to undergo bypass surgery, but the patient refused the surgery (figure 1). Diffuse 

crackles on both lung auscultation and bilateral pitting pedal edema. Initial workup was significant for low 

suspicion of ACS from unchanged ECG findings and subsequent CXR signs of pulmonary edema. Laboratory 

examination with normal cardiac enzyme levels, platelets 129,100/mm3, Cr 1.32mg/dL, Ur 76mg/dL, PT 12.2s, 

aPTT 49.9s, INR 1.18. TTE was performed and compared to prior examination (figure 2), found spontaneous 

echo contrast in the LV, thrombus at the apical of the LV with a size of 32-50.7 mm, with LV EDV include 

thrombus 237 ml and LV EDV without thrombus 97ml. Assesment with ADHF on HFrEF NYHA functional 

class III-IV with giant LVT (figure 3), CAD 3 VD + LM Disease with history of ACS, AKI. Patient was treated 

with HF treatment, anticoagulants (enoxaparin and warfarin) with PT/APTT/INR monitoring, and underwent 

successful diuresis, discharged 5 days after admission with stable condition. 

 

Conclusion: 

Based on a history patient of CAD, active smoker, extensive anterior OMI, HFrEF, akinetics of inferior-

inferoseptal segments at basal to apical level on TTE, it showed that patient have a high risk leading to giant 

LVT. While even there is a high risk of thromboembolic events in patients with HFrEF, there are no convincing 

data and guideline to support use of systemic anticoagulation as a prevention.2 in this case, the patient 

immediately receives optimal anticoagulants and warfarin as soon as the diagnosis is established. But 

unfortunately, giant thrombus formation make worsening and permanent wall motion abnormalities with severe 

global hypokinesis. 

 

KEYWORD: Giant LV Thrombus, HEFRF, myocardial infarct 
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Single Coronary Artery Anomaly 

 

B. P. Wirawan1, M. F. Riza2 
1Universitas Muhammadiyah Malang 

2RSUD Dr. Wahidin Sudiro Husodo Kota Mojokerto 

 

Background : Single coronary artery (SCA) anomalies are a subset of coronary artery anomalies. The 

prevalence of single coronary anomalies in the general population is approximately 0.024% according to 

Liptonôs reports. In rare cases, coronary artery anomalies are isolated, asymptomatic cardiac malformation, and 

usually associated with other cardiac congenital abnormalities. 

 

Case Illustrations: A 57-year-old man presented to our hospital with unstable angina. The patient complained 

of progressive chest discomfort that started a few weeks before the presentation. He also had associated 

palpitations and dizziness. Upon arrival, the patientôs electrocardiography showed : sinus rhythm, 60-65 beats 

per minute, normal axis deviation, and anterior ischemia (T inversion in precordial lead V1-V5). We decided to 

proceed with a coronary angiography given his clinical presentation with unstable angina. The angiography 

resulted in approximately 85% blockade of the left circumflex artery (LCX), a normal flow of the left anterior 

descending artery (LAD), but an absence of RCA with no other vessels coming from the right or non-coronary 

cusps. A combination of both invasive (percutaneous coronary intervention) and non-invasive 

(pharmacotherapies) were made. After 2 days of hospitalization, he was discharged with no chest discomfort. 

This case reports a rare case of an isolated single coronary artery with a presentation of typical chest pain. 

 

Conclusions :  

This patient was diagnosed as having a single coronary artery and classified as L2P (according to Liptonôs 

classification). The multi-disciplinary approach of management must be considered to determine an 

individualized plan based on the presentation and anatomy of each case. 

 

 

KEYWORD: Single Coronary Artery, Unstable Angina, Coronary Angiography 

 

 
 

Figure 1. The coronary angiography showed left circumflex artery supplying right coronary artery region (figure 

B); and an absent of right coronary artery (figure C) 
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The Role of Cardiac MRI in Defining a Curious Case of Dyspnea 
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2Cardiologist, Siloam Hospital Lippo Village, Department of Cardiology and Vascular Medicine, Pelita Harapan 
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Indonesia, Jakarta, Indonesia 

 

Background: 

Dyspnea is a symptom caused by many etiologies. It is a challenge to diagnose an underlying cause of dyspnea, 

especially when results from other tools are not conclusive. In this case report, initial clinical and radiologic 

workups suggested a congestive heart failure with history of CTEPH. After doing subsequent tests with normal 

results in both cardiac and pulmonary systems, Cardiac MRI was finally done and led to the definitive diagnosis 

of Cardiac Sarcoidosis (CS) with Pulmonary Hypertension. 

 

Case Illustration: 

A 47 years old woman came to the ED with dyspnea at sudden onset. She has history of CTEPH from prior 

hospital and was relatively stable over these 3 years. Previous echocardiography showed LVEF of 60%, LVH 

concentric with diastolic dysfunction grade II, mild pulmonary emboly with no sign of tamponade, and PASP 

45-50 mmHg. In this hospitalization period, her blood pressure was 130/90 mmHg with pitting edema on both 

legs. She was obese with BMI 33.3 kg/m2. Initial laboratory tests showed normal value of CKMB and Troponin 

T. ECG showed sinus rhythm with left ventricular hypertrophy and AV block type I. The new echocardiography 

result was still similar with the previous one. Exercise stress test was disrupted because of poor tolerance, with 

ST depression at inferior leads and inverted T wave in all leads. She was temporarily diagnosed with congestive 

heart failure. More diagnostic workups were done, such as CT thorax with contrast, CT pulmonary angiography, 

and CT coronary angiography, all showed normal results. Ventilation/Perfusion test of the lung also reported 

normal lung perfusion. Cardiac MRI results found late gadolinium enhancement (LGE) on the inferior and 

inferoseptal region. It was concluded as possible cardiac sarcoidosis (50-90%) with pulmonary hypertension 

(Sarcoidosis-Associated Pulmonary Hypertension / SAPH). 

 

Conclusion: 

Cardiac sarcoidosis is a great imitator of many diseases, that patient may present with dyspnea only. Diagnosis 

of CS is challenging, because gold standard criteria has not been established. Therefore, cardiac MRI should be 

considered as both initial screening and diagnostic test in patients with dyspnea, especially when other 

diagnostic workups were not specific.  

 

KEYWORD: Pulmonary Hypertension, Cardiac MRI, Cardiac Sarcoidosis 
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Figure 1. Short axis Cardiac MRI showed multifocal Late Gadolinium Enhancement (LGE) of the inferior and 

infero-septal LV wall. A: apical wall. B: basal wall. C: mid septum wall. D: Two chambers view. 
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A Case Of Tachyarrhythmia : Pre-Excited Atrial Fibrillation  

M. A. Pratomo1, S. Irsalina1, N. M. S. Wijayanti1 
1Sumbawa Regional General Hospital 

 

Background: 

Marked tachycardia with a palpable pulse, usually greater than 150 beats per minute accompanied by cardiac 

instability, is the hallmark of unstable tachyarrhythmia. The presence of Atrial Fibrillation (AF) when 

accompanied by an accessory pathway allows rapid conduction directly to the ventricles, bypassing the 

Atrioventricular Node (AVN). The purpose of this report is to present a rare case of pre-excited AF since 

diagnosing and treating this disorder proves to be challenging when the pathognomonic waves become buried in 

tachyarrhythmic patients. 

 

Case Illustration: 

A 37 years-old male presented with chest pain and palpitation 30 minutes before arrival, with a history of 

similar episodes which resolved on its own. Vital signs were significant, with a blood pressure of 100/60, 

irregular heart rate between 170 and 180, respiratory rate of 28, and normal oxygen saturation. Physical 

examination was unremarkable. The Electrocardiogram (ECG) suggests pre-excited AF (Figure 1). 

Synchronized cardioversion was attempted, with the following result: the ECG converted to sinus rhythm with 

the easily identifiable signs of Wolff-Parkinson-White (WPW) syndrome: delta wave, shortened PR interval, 

and wide QRS (Figure 2). Urgent cardioversion is required in patients presenting with pre-excited AF. AVN 

modulating agents should be avoided as they may contribute to a risk of ventricular fibrillation. Amiodarone 

should not be considered, since there has been a report of enhanced pathway conduction and ventricular 

fibri llation. 

 

Conclusion: 

Pre-excited AF limits the choice of pharmacological treatment, especially in rural regional hospitals. 

Synchronized cardioversion, which should be available in every regional hospital, is the treatment of choice in 

pre-excited AF. 

 

 

KEYWORD:  atrial fibrillation, tachyarrhythmias

 

 
 

Figure 1. Initial ECG. Notice the wide, irregular QRS complexes with beat-to-beat variation, R-R variation, and 

rapid ventricular response. 
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A Complicated Case in Secondary Hospital : Conservatife management in Atrial Fibrilation with 

Hypertensive Heart Disease and Decompensated Cor Pulmonale 

 

O. Legyan1,  D. Mahardiana2 

1Aulia Hospital, Blitar Regency, Indonesia 
2Department of Cardiology and Vascular Medicine,  Aulia Hospital, Blitar Regency, Indonesia

Background: 30% of patients with atrial fbrillation also have atrial fbrillation and heart failure are 2 associated, 

common cardiovascular diseases that may increase mortality. The sequence of presentation varies, but patients 

with both conditions are at particular risk of cardiovascular complications,including all-cause and cardiovascular 

death,stroke, and worsening of heart failure. 

 

Case illustration: A 48 y.o. male came to emergency room with chief complaint shortness of breath. shortness 

of breath. The complaint is felt intermittently since 1 week and worsened since 3 days. He also complained 

pounding. The patient has a history of hypertension and is not routinely treated. Patients who smoke are more or 

less exhausted 1-2 packs of cigarettes in 1 day. Patient heart rate was 148 bpm with irregular ryhtm, blood 

pressure was 90/60 mmHg, respiratory rate 30x/minute, temperature 36,5,Spo2 91% room air. In physical 

examination, we found cardiomegaly and rales in 1/3 basal of lungs. Laboratory abnormal was Hb 9. ECG 

showed Atrial Fibrilation Rapid Ventricular Respon and atrial enlargment. The AP chest X-ray shows an 

cardiomegaly, accompanied by early lung edema and minimal right pleural effusion.  Selection and 

administration of beta blocker therapy, prostacyclin synthetic analogues, ionotropic agents, ACE inhibitors, 

intravenous fluids, potassium-sparing diuretics, fibrinolytic agents, and glucocorticoids discharge with no 

complaints 

 

Conclusions: 

We discribe a patient with atrial fibrillation with complicated disease, patient was given HF, Cor pulmonale and 

atrial fibrillation therapy that can reduce the risk of death of the patient, improve the patient's clinical course and 

will shorten the duration of hospitalization. 

 

 

 

KEYWORD: Atrial Fibrilation, Hypertensive heart failure, Cor Pulmonale 

 

 
 

Figure 1. An Atrial 35ibrillation RVR  
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Stable Oxygen Saturation Improvement in a High Risk Patient with Tetralogy Of Fallot Post Right 

Ventricular Outflow Tract Stenting  

R. Prakoso1, P.P. Halim2, E. Ratningpoeti2 
1RS Pusat Jantung Nasional Harapan Kita 

2Fakultas Kedokteran Universitas Indonesia 

 

Background: For the past decade, right ventricular outflow tract (RVOT) stenting has been widely used as a 

palliative therapy prior surgical intervention in patients with tetralogy of fallot (TOF). Previous studies had 

confirmed the effectiveness of RVOT stenting in improving oxygen level in cyanotic patients.  

 

Case illustration: We report a successful case of right ventricular outflow tract (RVOT) stenting on a 3-year-

old with TOF and  severe cyanosis. He had become increasingly less responsive to propranolol therapy and 

getting between 1-3 cyanotic spells a day despite adequate doses of propranolol. He arrived at the emergency 

room with shallow breathing and his oxygen saturation was 30% only. Emergency RVOT stenting was then 

takenafter stabilization and intubation in the emergency unit. This procedure was conducted as an emergency 

measure since the patient had McGoon ratio of 1.2, severely hypoxic, and unresponsive with medication. 

Previous reports on RVOT stenting had shown 87% success rate in patients with 63% (44-80%) pre-procedural 

oxygen and improvement in patients from 75% (60-85%) pre-procedural oxygen saturation up to 94% (90-98%) 

(p=0.008) post-procedure. In addition, RVOT stenting had shown lower risk of mortality compared to Blalock-

Thomas-Taussig (BT) shunt, does not require patients to have McGoon ratio above 1.5, improving oxygen 

saturation and right pulmonary artery size better than modified Blalock-Tausig shunt (mBTS). Hence, 

considering that RVOT stenting provides better outcomes with less prerequisite criteria, I preferred over BT 

shunt in our case. Predilatation steps were conducted to prevent stent fracture. After stent was stowed in place, 

descending aortic oxygen saturation rose significantly from 42% to 95%. Follow-up echocardiography shows 

perfect resolution of pulmonary stenosis and post intubation removal, the patient oxygen saturation stabilized at 

92%. 

 

Conclusion: RVOT stent is a safe and effective palliative treatment in severely cyanotic with recurrent 

spell TOF patient, unresponsive with medication. This report highlights the stable oxygen saturation 

improvement after RVOT stenting. 

 

KEYWORD: right ventricular outflow tract stent, severe pulmonary stenosis, severe desaturation, tetralogy of 

Fallot 
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Background: Essential thrombocytosis (ET) is a rare myeloproliferative disease that increases the risk of both 

thrombosis and bleeding. Acute coronary syndrome as presenting symptom leading to diagnosis of ET is 

uncommon, even though 9.4% of ET patients will suffered from ACS. 

 

Case Illustration: A 67-years old man presented to the ER with typical chest pain, nausea, vomiting, and 

diaphoresis since 2 hours ago. The patient has no classic risk factor other than his age. The lab results from 2 

years ago revealed high platelet counts of 8.75x105/µl, but was never diagnosed and treated. ECG showed poor 

R wave progression and LVH. The laboratory examination exhibited leukocytosis, severe thrombocytosis and 

elevated hs-cTn I. Echocardiography displayed LV segmental wall motion abnormality with low EF. The 

coronary angiography showed 80% stenosis on proximal LAD, 90% stenosis on proximal RCA with high take 

off ostium, and 50-60% stenosis on proximal LCX. A drug eluted stent was placed on proximal LAD. The 

patient was discharged on day 5 due to stable condition and resolved chest pain, with planned staging PCI, bone 

marrow puncture (BMP) and JAK2 mutation testing. On outpatient follow up, peripheral blood smear, BMP, 

and JAK2 mutation showed consistent results confirming ET diagnosis. The ET was treated with hydroxyurea 

500mg bid and follow-up lab exam 3 months later shown normal leukocyte and thrombocyte counts.  

Discussion: ET increased thrombotic risk that may complicate into coronary thrombosis, presenting as ACS. 

Diagnosis of ET can be suspected from CBC and confirmed by BMP and the presence of JAK2 mutation. 

Treatment of ACS in ET involved cytoreductive therapy, antithrombotic therapy, and revascularization if 

needed. 

 

Conclusion:  

ACS can be presenting symptoms of patient with ET, which can be suspected by thrombocytosis and confirmed 

by hematological and JAK2 mutation testing. Cytoreductive and antithrombotic therapy play a big role in ACS 

therapy for ET patients, along with revascularization if needed. 

 

KEYWORD: Essential thrombocytosis, Acute Coronary Syndrome 
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Background: Abdominal Aortic Aneurysm (AAA) is abnormal focal dilation of the abdominal aorta, is a life-

threatening condition that requires monitoring or treatment. Mortality because of ruptured AAA is high with a 

typical symptom of worsening back pain. In this report, we present a female geriatric patient incidentally 

diagnosed with unruptured extensive AAA. 

 

Case illustration: A 77 years old female presented to the emergency room complaining of recurrent dyspnea 

and epigastric pain for 3 months. She also complained of abdominal discomfort and fullness. The patient had a 

history of uncontrolled hypertension, dyspnea on effort, and orthopnea. The patient heart rate 

was 108 bpm, blood pressure was 179/128 mmHg, and pulsatile mass was palpable in the right upper abdomen 

around 20 cm x7 cm. ECG showed LV hypertrophy with no sign of ischemia/infarction. Chest X-ray showed 

cardiomegaly, pulmonary congestion, aortic sclerosis, elongation, and dilatation. TTE showed concentric LV 

hypertrophy, LA dilatation, LVEF 48%, mild AR, and TAPSE 2,2 cm. Abdomen ultrasound indicated a 

supraumbilical AAA. Then, Abdomen CTA was suggested, and it discovered an extensive abdominal aortic 

aneurysm infrarenal measuring 4.3 cm in diameter and about 14 cm in length. AAA is defined as a dilation of 

the subdiaphragmatic aorta to a diameter greater than 3.0 cm. AAAs are found in 47% of men and 1% of women 

aged 50 and older. Yet, women with AAA have a higher mortality rate, and more frequently present with a 

ruptured AAA. Many of this death should be preventable by early detection and elective repair of aneurysms. 

Diagnostic tools like abdomen ultrasound can be a useful modality for the initial detection and size 

measurement of AAA. CT angiography can help to identify the presence of rupture, features of impending 

rupture, or alternative diagnoses. This patient received ɓ-blocker, ARB, and statin, This patient was then 

discharged after 3 days of hospitalization. Routine follow-up and hypertension control play a critical role to 

prevent future complications and mortality. 

 

Conclusion: 

In conclusion, we describe a geriatric female patient with unruptured extensive AAA. This case report 

emphasizes the recognition, diagnostic tools, and management of AAA. 

 

KEYWORD: Abdominal Aortic Aneurysm, Geriatry

 

 
 

Figure 1 Patient had distended abdomen, scrotal edema, and peripheral pitting edema 
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Background: Patients with acute inferior ST-elevation myocardial infarction (STEMI) are more likely to 

develop conduction system abnormalities as its complication. Ventricular tachycardia (VT) occurrence in acute 

myocardial infarction (AMI) amounted to 16%, which could lead to a collapse of the circulatory system and 

require immediate therapy. Atrioventricular (AV) block complicating acute inferior STEMI is associated with 

poor results and an increased mortality rate. 

 

Case Illustration: A 53-year-old woman with a history of hypertension and heart failure presented palpitation 

with worsening shortness of breath. She was conscious with blood pressure was 110/90 mmHg, a respiration 

rate of 32 times/minute, and oxygen saturation becomes 98% on a 3 lpm nasal cannula. Rhonchi on both lungs 

and distended jugular veins were found. The electrocardiogram showed regular wide QRS complex tachycardia 

with 175 pulse/minute. Chest radiograph showed cardiomegaly. Laboratory confirmed hypokalemia and others 

within normal limits. Given the patientôs stable hemodynamic, amiodarone intravenous bolus became started, 

and later on, the echocardiogram converted to sinus bradycardia with inferior STEMI and first-grade AV block. 

Aspirin, Clopidogrel, Fondaparinux subcutaneous, Atorvastatin, Dopamine pump, Furosemide, Spironolactone, 

and Kalium supplement were initiated and then the patient was transferred to a higher-level of health center for 

advanced cardiac care. Patient with stable hemodynamics is recommended to use a pharmacology approach to 

terminate VT and find the precipitating causes. The mechanism of VT in AMI patients is complex and consists 

of various factors; interaction of ionic imbalances with neurohumoral changes, increase in electrical resistance 

among cardiac myocytes, scar formation, and electrolyte imbalance. Most AV block reversibility may be 

achieved while reperfusion of STEMI has been completed. 

 

Conclusion:  

AMI can cause life-threatening arrhythmias. VT presents many challenges for clinicians and devastating 

outcomes might also occur all of sudden. Understanding the mechanism, and prompt diagnosis with appropriate 

clinical therapy of VT is essential for favorable outcomes in AMI patients during the acute phase and follow-up. 

 

KEYWORD: AMI, AV Block, STEMI, Tachyarrhythmia, Ventricular Tachycardia 

 

 
 

Figure 1 Patientôs ECG on admission and after intravenous bolus of amiodarone 
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Background: Imatinib, the first tyrosine kinase inhibitor (TKI) launched, is a standard first-line therapy for 

chronic myeloid leukemia (CML) because it is safe and well-tolerated. Imatinib-induced cardiotoxicity, such as 

LV dysfunction and heart failure, is uncommon1, with a prevalence of 0.2% per year. 

 

Case Illustration: A 56-year-old woman with CML has been on Imatinib for the past few years as maintenance 

therapy. She presented exertional dyspnea, paroxysmal nocturnal dyspnea, fatigue, and leg swellings. Blood 

pressure was 104/85 mmHg, pulse rate 107 beats/min regular, temperature 36.0°C, respiratory rate 22 times per 

minute, and oxygen saturation was 97% on 3 lpm nasal cannula. Rhonchi on each lung and edema on the lower 

extremity were found. Tachycardia sinus rhythm on electrocardiogram. Chest radiograph showed cardiomegaly 

and pulmonary edema. An echocardiogram showed LVEF of 36%, LA/LV dilatation, and reduced LV systolic 

function. Laboratory showed WBC 69.840/µL, Hemoglobin 12.5 g/dl, Platelets 687.000/µL, Urea 97.80 mg/dl, 

Creatinine 1.85 mg/dl. A diagnosis of congestive heart failure was made and Imatinib was replaced by 

Hydroxyurea. She was given Oxygen, Furosemide, Spironolactone, and Digoxin. A few days later patientôs 

symptoms had resolved. The mechanisms of toxic cardiomyopathy are multifactorial; include interference with 

the myocardial cellular bioenergetics and intracellular calcium pathways, the generation of reactive oxygen 

species, the induction of apoptosis, and neurohormonal stress. Imatinib induces mitochondrial dysfunction by 

interfering with the importation of mitochondrial proteins, negatively affecting the main mitochondrial 

metabolic pathways. Therefore, the impaired mitochondrial function will lead to heart myocytes and endothelial 

cell death which will eventually lead to cardiovascular dysfunction. Even though cardiac damage is uncommon, 

it is still worth attention. Heart failure patients need to be monitored carefully and treated aggressively with 

standard medical therapy.  

 

Conclusion: We present the case of a female with congestive heart failure with Imatinib as a CML maintenance 

treatment. Discontinued or reducing the dosage of Imatinib when heart failure was discovered and 

simultaneously treating the cardiotoxicity is recommended. Even though imatinib-induced cardiotoxicity is 

uncommon, even during long-term treatment, standard cardiac monitoring of patients is suggested. 

 

KEYWORD: Imatinib, TKI, CML, Heart Failure, Cardiotoxicity 
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Figure 1 Patientôs thorax x- ray showing cardiomegaly and 

pulmonary edema 
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CASE REPORT / CASE SERIES 

 

Normal Echocardiography on Acute Coronary Syndrome Despite Having Abnormal ECG and Severe 

Coronary Occlusion 

R. Hilman1, T. Heriansyah1, S. Murdiati2 
1Syiah Kuala University 
2RSUD Zainoel Abidin 

 

Background:  Acute coronary syndrome was the leading cause of death in the world. This disease was mostly 

happened because of atherothrombotic events cause thromboembolism in coronary artery which lead to 

myocardial ischemia or infarction. Ischemia and infarction will develop regional abnormalities in contractile 

function. However, in small number of cases, regional wall abnormalities was not presence. 

 

Case illustration: A 42 years old man came to emergency room with chest pain since 2 days before admission 

which was felt during activity for 5 minutes, like tightness in the chest. This was the first time the patient felt 

chest pain. Patient has history of hypertension since 10 years ago and stroke numerous amount of time. Physical 

examination and laboratory was within normal limit, with normal troponin levels. On his ECG there was ST 

elevation and pathologic Q wave on lead V1-V5. Early invasive coronary angiography found normal left main, 

severe calcified total occlusion at the proximal LAD and 80% stenosis on proximal until mid LCx, undeveloped 

distal OM and long aneurism on RCA from proximal to distal part. POBA was performed on LAD, but unable 

to open the lesion properly. Echocardiography result show normal LV and RV function, normokinetic on all 

segment at rest, grade 1 diastolic dysfunction, with LV concentric remodelling. Normal echocardiogram with 

normal troponin level cause doubt in the presence of coronary occlusion on the patient, even so, patientôs history 

lead to diagnosis of acute coronary syndrome with high risk cardiovascular events. Electrocardiogram supported 

the probability of coronary occlusion. Therefore, early coronary angiography was performed with result LAD 

occlusion. Due to compensatory process, collateral has developed on his RCA and his LCx supporting oxygen 

needed for his heart to function properly. But this compensation failed to meet his demand during exertion, 

therefore chest pain happened. 

 

Conclusion:  

Even with the presence of occluded artery, echocardiogram at rest might show normal heart function, therefore, 

it should not be overly relied to diagnose coronary artery disease. Proper history taking and electrocardiography 

was still the most reliable examination to diagnose of coronary artery disease. 

 

KEYWORD: Acute Coronary Syndrome, CAD, Chronic Coronary Syndrome, Normal Echocardiographic 

Findings, Calcified Coronary Occlusion 
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CASE REPORT / CASE SERIES 

 

Infective Endocarditis Presenting With Concomitant Systemic Lupus Erythematosus ï Like Syndrome 

D. A. Yafi1, T. Heriansyah1 
1Syiah Kuala University 

 

Background: Infective endocarditis (IE) is an uncommon infection occurring every 3 to 7 per 100.000 person-

years and increases with age, reaching a peak incidence of 14.5 episodes per 100,000 person-years in patients 

aged 70 to 80 years. Yet, it is also the fourth most common life-threatening infection after sepsis, pneumonia, 

and intraabdominal abscess, with an estimated inpatient mortality rate between 15 to 30%. Symptoms may be 

subtle and non-specific. IE may present with rheumatological manifestations in 25 ï 44% of patients. 

 

Case illustration:  A 18-year-old woman with 1-month history of tiredness, prolonged fever, myalgias, nausea, 

dysphagia to solid food and unintentional weight loss. Physical examination indicated weakness and wasting 

syndrome. She did not have petechial rash, splinter hemorrhages, Osler nodes or Janeway lesions. Crackles was 

heard from right side of her lung. Laboratory findings revealed leukocytosis 33,56x103/mm3 and severe 

normochromic-normocytes anemia (6,8 gr/dL) with cross-match incompatibility positive +1. Blood cultures 

were positive for Staphylococcus hominis. A Chest X-Ray showed normal heart size with right lung pneumonia 

and transthoracic echocardiogram (TTE) revealed vegetations in the tricuspid valve. The patients have improved 

clinical condition and laboratory parameters after get two PRC transfusion and administration of sensitive 

antibiotics, Vancomycin. However, after 7th day of definitive therapy, patient had episode of feverish condition 

and worsening of laboratory parameters also chest radiograph despite on sensitive antibiotics therapy. ANA-IF 

test show very high titer (1:320) suggesting a concomitant with autoimmune issue. The rheumatology division 

recommends addition pulse dose of 125mg methylprednisolone every 12 hours for 3 days. Clinically stable 

achieved after receiving antibiotics and steroid injections. Marked reduction of vegetation was also noticed from 

TTE (21mm X 28mm to 9mm X 9mm).  

 

Conclusion :  

Management of Endocarditis with autoimmune disease requires an interprofessional approach by infectious 

disease, rheumatologist, and pulmonologist to formulate a proper diagnosis and treatment plan. Because there is 

no established guideline yet, both overdiagnosis and underdiagnosis are inevitable. 

 

KEYWORD: Infective Endocarditis, Vegetation, Transthoracic Echocardiography 

 

 
 

Figure 1. A. Transthoracic Echocardiography show vegetation in Tricuspid Valve 21mm x 28mm ; B. 

Transthoracic Echocardiography show vegetation in Tricuspid Valve 9mm x 9mm. 
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CASE REPORT / CASE SERIES 

 

Management Of Orthodromic Atrioventricular -Reentrant-Tachycardia In Pregnancy with Pre-excitation 

In Rural Areas 

R. Novia1, M. Muqsith1 
1Department of Cardiology and Vascular Medicine, Faculty of Medicine, Universitas Syiah Kuala, Banda Aceh, 

Indonesia 

 

Background: Pre-excitation syndrome is a type of supraventricular tachycardia (SVT) with a haemodynamic 

compromise. The incidence of SVT in the general population is 35 per 100,000 person-years and there are no 

reliable data on the incidence of paroxysmal SVT in pregnant women due to rarity of cases. 

 

Case illustration : A 27-year-old woman was admitted to the emergency room with a chief complaint of 

fainting and palpitations since two days prior. The patient was in second pregnancy at 32 weeks of gestation. 

Blood pressure was decreased at the time of admission. The physical examination was within normal limits. 

Mild hypokalaemia was present. No abnormality was found on her echocardiogram. The electrocardiogram on 

admission showed narrow QRS-complex tachycardia of 150 beats per minute. We treated the patient with 

intravenous digoxin. Subsequently, the patient improved and the rhythm converted to sinus with delta waves 

and infrequent premature ventricular contractions (PVCs). Electrophysiology study was planned whenever 

available. Atrioventricular reentrant tachycardia (AVRT) due to pre-excitation is more likely to exacerbate 

during pregnancy, which is related to increased plasma catecholamine levels. AVRT might occur in either 

orthodromic or antidromic configuration; in this case, the PVC elicited the former. Digoxin reduces sympathetic 

nerve tone, renin-angiotensin activity, and circulating catecholamines. It also regulates baroreceptor function by 

increasing vagal tone (vagomimetic effect), which also decreases the rate of sinus node discharge, atrial 

conduction, and AV nodal conduction by prolonging conduction times and refractory periods of these tissues. 

There is no evidence of birth defects associated with digoxin use during pregnancy. The U.S. Food and Drug 

Administration (FDA) recommends digoxin with a classification of IC. It is the same as the recommendation for 

adenosine, but easily obtainable in rural areas. 

 

Conclusion:  

Digoxin is beneficial to treat the SVT in pre-excitation patients with pregnancy in the rural setting. This 

medication has been declared safe and approved by FDA for use in pregnancy. 

 

KEYWORD: AVRT, Pre-excitation, Pregnancy 

 

 
 

Figure 1: Electrocardiogram shows AVRT with narrow QRS complex and rate of 150 bpm 
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CASE REPORT / CASE SERIES 

 

Possible Pulmonary Embolism With Deep Vein Thrombosis in Obese Old-Woman with Routinely 

Traditional Massage 

R. Novia1, Novita1, T. Heriansyah1 
1Department of Cardiology and Vascular Medicine, Faculty of Medicine, Universitas Syiah Kuala, Banda Aceh, 

Indonesia 

 

Background: Pulmonary embolism (PE) is present in 60-80% of Deep Vein Thrombosis (DVT) patients, 

although more than half of these patients are asymptomatic. Obesity was associated with a six-fold increased 

risk for PE and a significant association between obesity with DVT. 

 

Case illustration: A 63-year-old obese woman admitted with shortness of breath that felt for three days. The 

patient complained of pain and swelling in her left leg two weeks before admission, and the day after patient had 

traditional massage treatment. She had a habit of traditional massage. The patient had severe breathlessness with 

desaturation (Sp O2 80%). The laboratory found D dimer >4000ng/ml. The electrocardiogram on admission 

showed deep S at lead I and inverted T at lead III. The chest x-ray showed a Westermark sign. 

Echocardiography revealed a decreased RV function with basal RV enlargement, McConnellôs sign and 60/60 

sign. Positive DVT in the left Popliteal vein from Doppler ultrasound. We canôt perform CT-Angiography due 

to decreased kidney function. We treated the patient with UFH for five days, and the symptoms improved. 

Obesity is associated with inactivity; raised intra abdominal pressure; a chronic low-grade inflammatory state; 

impaired fibrinolysis; high level of fibrinogen; von Willebrand factor; and factor VIII, leading to a 

prothrombotic condition and elevated risk of PE. Numerous studies have shown that advanced age is an 

independent risk factor for PE due to the increased blood coagulability and higher prevalence of other risk 

factors. Few case reports of DVT with massage related adverse events due to manipulation of extremities might 

dislodge a blood clot, leading to PE. 

 

Conclusion: 

We conclude elderly obese patients with deep vein thrombosis has higher risk of pulmonary embolism, 

exacerbated by traditional massage habits. 

 

KEYWORD: Pulmonary Embolism, Deep Vein Thrombosis, Obesity 

 

 
 

Figure 1. Echocardiography showing an enlarged right ventricle, Parasternal long axis view. B. Decreased 

tricuspid annular plane systolic excursion (TAPSE 1.5cm). c. Dilated RV and McConnell sign (arrow), Four 

chamber view 
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CASE REPORT / CASE SERIES 

 

Congenital Complete Atrioventricular Block in Neonate: A Rare Case Report 

M.Z. Azzuhdi1 
1Universitas Andalas 

 

Background: All arrhythmia types are rare conditions in neonate and children with the estimated incidence is 

between 1 in 15,000-20,000 births. In this report, we presented a rare case of congenital complete 

atrioventricular block in a tertiary hospital in Padang, Indonesia. 

 

Case illustration: A neonate had moaning cry and bluish at birth. Prenatally, fetal echocardiography showed no 

structural abnormality with bradycardia. On physical examination, we found heart rate 48 bpm, SpO2 76%, and 

circumoral cyanosis. Postnatally, electrocardiography showed total atrioventricular block. A permanent 

pacemaker was implanted in the first week of life epicardially with VVIR mode, amplitude 5 V, P wave 0.4 mV, 

sensitivity 2.8 mV, lower rate 120 bpm, and upper rate 150 bpm. Pacing System Analyzer (PSA) showed 

threshold of 2.5 V, R wave 9.8 mV, current 5.4 mA and impedance 816 ohms. The chest X-ray showed 

epicardial wires placed over the left ventricular apex, and the electrocardiography post implantation showed 

pacing rhythms. 

 

Conclusions:  

A rare condition of bradycardia was detected prenatally with fetal echocardiography. Postnatally, the patient 

was diagnosed as congenital complete atrioventricular block as electrocardiography showed total 

atrioventricular block. Serologic test of anti-Ro/SSA and/or anti-La/SSB were not performed. The patient had 

pacing treatment and showed a good outcome, yet a regular follow up was urged due to the risk of left 

ventricular dysfunction in the future. 

 

KEYWORD: congenital, arrhythmia, pacemaker 

 

 
 

Figure 1. The chest X-ray after PPM implantation, showing epicardial wires placed over the left ventricular 

apex. 
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A Rare Case of Left Ventricular Septal Intramyocardial Dissection in Asymptomatic Patient : The Role 

of Cardiovascular Imaging 

I.P.R.S. Wiratama1, H. Arifianto2 
1Sebelas Maret University 

2Sebelas Maret University Hospital 

 

Background: Intramyocardial dissection is a rare mechanical complication that occurs after an acute myocardial 

infarction or during the remodeling process. However, intramyocardial dissection can also be found incidentally 

or in asymptomatic patients without a history of ischemia or previous trauma. The diagnosis of intramyocardial 

dissection can be confirmed by cardiovascular imaging particularly transthoracic echocardiography and 

management is based on the hemodynamics of the patient and the progress of the dissection. 

 

Case illustration : 84 years old man came to our clinic with complaints of weakness and decreased of appetite 

and drinking from the ENT department. The patientôs history was hypertension, HfpEF, type-II DM and mass in 

the nasopharynx. Examination revealed a blood pressure of 141/81 mmHg with heart rate of 74 bpm. Physical 

examination revealed systolic murmur in apex and the rest were within normal limits. We performed 

transthoracic echocardiography, and found that there were signs of intramyocardial dissection in the left 

ventricular septum and mild mitral regurgitation. We found 5 out of 7 signs: (1) Formation of neo-cavity with 

the echo-lucent center, (2) endomyocardial mobile inner border (3) outer side of neo-cavity lined by 

myocardium (4) continuity between the dissected myocardium and the ventricular cavity and (5) doppler 

examination shows flow in the dissected myocardium. Cardiac CT examination showed high take-off LMCA 

originates from the ascending aorta and flap in the LV that supports intramyocardial dissection. The patient was 

then treated conservatively with drugs and continued until discharge. 

 

Conclusions: Intramyocardial dissection can occur in the septal area or the free wall area or the free wall of the 

ventricle. Transthoracic echocardiography remains the cornerstone of the diagnosis as in some cases. The 

diagnosis and management of intramyocardial dissection when performed correctly can improve patient 

survival. 

 

KEYWORD: intramyocardial dissection, echocardiography 

 

 
 

Figure 1. Signs of intramyocardial dissection from our patient, detected in transthoracic echocardiography. (1) 

Formation of neocavity with the echo-lucent center, (2) endomyocardial mobile inner border (3) outer side of 

neocavity lined by myocardium (4) continuity between the dissected myocardium and the ventricular cavity and 

(5) Doppler examination shows flow in the dissected myocardium 
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CASE REPORT / CASE SERIES 

 

Rate Control Therapy in Cardiogenic Shock with Severe Mitral Stenotis: An Emergency Case-Report 

M Subkhan1, T Heriansyah1, M Fitra1 
1Departement of Cardiology and Vascular Medicine, dr Zainoel Abidin General Hospital, Faculty of Medicine, 

Universitas Syiah Kuala, Banda Aceh, Indonesia 

 

Background: Mitral stenosis (MS) is characterized by obstruction mitral inflow at the level mitral valve mostly 

due to rheumatic or degenerative. Standart therapies for cardiogenic shock may be ineffective or even harmful in 

severe mitral stenosis. The increase heart rate (HR) or afterload resulting from inotropes or vasopressor can 

paradoxically worsen haemodynamics in severe mitral stenosis patients. 

 

Case Illustration:  A 43 years old-woman admitted to emergency room with shortness of breath, oliguria, and 

cold extremities that felt one hour ago. We found patient with hypotension, tachycardia, tachypnoea and altered 

mental status. Patient was treated with vasopressor and inotropic to improve haemodynamic. The ECG revealed 

atrial fibrillation rapid ventricular respons and echocardiography showed significant mitral stenosis with mitral 

valve area (MVA) <0.9 cm2, dilatation of LA, RA and RV with IVS paradoxical motion. We administered 

initiation of intravenous digoxin 0.5 mg and after that patient had stable condition. 

 

Conclusion:  

A rapid HR will leave inadequate diastolic filling time and exacerbate hemodynamic compromise in the setting 

of MS. This is markedly exacerbated by loss of the atrial contribution to ventricular filling in AF which is a 

common cause of deterioration among patients with chronic MS. Digoxin has vagomimetic effects on the AV 

node by stimulating the parasympathetic nervous system. It slows electrical conduction in the atrioventricular 

node, therefore, decreases the heart rate. It may be alternative to ɓ-blockers to safely achieve heart rate control 

in patients with AF and cardiogenic shock. 

 

 

KEYWORD: Cardiogenic shock, Mitral stenosis, Rate Control 

 

 
 

Figure 1. A. Parasternal short axis view showing mitral valve area (MVA) <0.9 cm2. B. Chamber view showing 

severe dilatation right sided cardiac chamber, bowing interatrial septum into the LV due to elevated right atrial 

pressure. 
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Brain abscess in a-25 year old male with Tetralogy of Fallot : A Case Report 

S. L. Yuvhendmindo1 
1RSUD dr. Zainoel Abidin 

 

Background : Tetralogy of Fallot (ToF) is the most common cyanotic congenital heart disease (CHD) 

accounting for 10%. Many patients with TOF still uncorrected until adult, also there have been several reports 

of neurological complications associated with ToF. Although is known, brain abscess is a serious complication 

in patients with uncorrected CHD. 

 

Case Illustration: A-25 year old male came to emergency room with chief complain shortness of breath and 

getting worse since 5 hours before admission, patient also with loss of consciousness since 5 hours ago. From 

physical examination, patient looks ill, tachypnea (44 x/m) and tachycardia (144 x/m, regular),oxygen saturation 

90% with NRM 12 l/m, and GCS : E2M1V5 (8). ECG showed, sinus tachycardia, QRS rate 129 bpm, RAD, 

RVH. Laboratory finding: Polycythemia (24.3 g / dl), and leukocytosis 32.400. Head CT-Scan showed cerebral 

abscess in left parietal. Echocardiography revealed of tetralogy of Fallot. Patient was treated with heart failure 

management and antibiotic for 4 days and declared died because of cardiac arrest. 

 

Conclusion: 

Tetralogy of Fallot are susceptible to serious neurological complication like brain abscess and cerebrovascular 

accidents (stroke) which contribute significantly to mortality and morbidity in them. In cyanotic heart disease, 

bacteria cannot be filtered through pulmonary vascular bed and may spread to systemic circulation. This 

increases the probability of direct entrance of pathologic microorganisms into the circulation of brain, also. With 

the fact that the brain might be hypo-perfused resulting from secondary polycythemia, allows the pathogens to 

seed such under-perfused regions. Brain abscess in patient with TOF to be a challenge to the medical world 

despite the introduction of updated diagnostic radiological procedures, newer and more effective antibiotic 

regimen, and better neurosurgical techniques still requires. 

 

 

KEYWORD: TOF, Brain Abscess 

 

 
 

Figure 1. A. Overiding aorta B. 2 VSD Subaortic C. CT Scan Showed Brain Abscess in Left Parietal 
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Transient Inferior ST -Elevation during Elective Coronary Angiography due to Thrombus in Normal 

Coronary 

A.A.A.N.D.W. Putri1, W. Aryadana1, I.M.J.R. Artha1 
1Department of Cardiology and Vascular Medicine, Sanglah Hospital Bali, Faculty of Medicine Udayana 

University 

 

Background: Intracoronary thrombus is the main pathology of total or partial occlusion of the coronary arteries 

and causes myocardial infarction. In general, plaque rupture due to process of atherosclerosis is the main cause 

of ST elevation myocardial infarction. However, in some cases intracoronary thrombus was found in STEMI 

patients with normal coronary arteries.  

 

Case illustration: 47-year-old man with severe aortic regurgitation, dilatation of left ventricle and in permanent 

pace maker who underwent elective coronary angiography complained of chest pain accompanied by an 

increase of ST segment in leads II, III and when right cannulation was performed. Angiography shown TIMI 1 

flow and appearance of a thrombus in right coronary artery. TIMI 3 flow returned and thrombus was 

disappeared after administration of pharmacotherapy and coronary arteries showed normal coronary arteries 

after that with resolve of chest pain and decreased in ST segment elevation.  

 

Conclusion:  

Many conditions can cause myocardial infarction in normal coronary arteries. The exact cause in most patient is 

still unclear but the possible pathophysiological mechanisms underlying myocardial infarction with normal 

coronary arteries are hypercoagulable state, coronary thrombosis, imbalance oxygen demand and supply, 

sympathetic stimulation, coronary trauma, coronary spasm, endothelial dysfunction and catheter thrombosis. 

The main priority in STEMI patients is to restore coronary blood flow. Administration of medication aims to 

reduce the symptoms of ischemia and to prevent further thrombogenesis. Due to the complex nature of 

intracoronary thrombogenesis, a multi-faceted and systematic approach is required to achieve the desired 

thrombus dissolution. 

 

KEYWORD: Intracoronary thrombus, Myocardial infarction, coronary artery 
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Contrast-Induced Nephropathy following Primary PCI in Acute Inferior -lateral STEMI with 

Cardiogenic Shock: How to make it reversible? 

N.Y. Alfiani1 
1Awal Bros Hospital Pekanbaru 

 

Background:  Contrast-induced nephropathy (CIN) remains as the third leading cause of acute kidney injury in 

hospitalized patients. Multiple risk-factors patient undergoing coronary angiography has higher possibility for 

CIN. CIN is related with increased mortality and morbidity, prolonged lengths of stay also higher cost.  

 

Case Illustration:  54 years old male patient came to emergency room with Acute Inferior-lateral STEMI Killip 

Class IV underwent primary PCI at the onset 2 hours of STEMI using 60 ml iodinated contrast. The risk factors 

for CIN including type II diabetes, cardiogenic shock and baseline creatinine level was 1.4 mg/dl. In 24-hours 

observation in ICCU, patient was anuria and hemodynamic was unstable, therefore rehydration of 1000 ml 

normal saline was given in twenty-four hours, administration of acetylcysteine as renal protector agent, initiated 

forced-diuresis, and support hemodynamics with inotropic and vasopressor, however, patient was still unstable 

and remained anuria. Serum creatinine level increased to 3.08 mg/dl within 24 hours. The sustained low-

efficiency daily dialysis  (SLEDD) was initiated, however, creatinine level remained 3.0 mg/dl after dialysis and 

urine output was still not optimal. We decided to do routine dialysis three-times a week for one week. As a 

result, after two weeks of hospitalization and five-times dialysis, urine output reached 1500 ml/day without 

diuretic and patient was discharged with creatinine level 1.6 mg/dl. 

 

Conclusions:  

Patient with acute coronary syndrome, cardiogenic shock and multiple risk factors has absolute higher risk of 

CIN. Renal replacement therapy at the right time can increase the probability of CIN to be reversible. 

  

 

KEYWORD: Contrast-Induced Nephropathy, Acute Coronary Syndrome,  Worsening renal function, 

Cardiogenic Shock, SLEDD 
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Acute Decompensated Pulmonary Hypertension and Arrhythmias in Uncorrected Secundum Atrial 

Septal Defect 

I. S. Suhendro1, C. J. Cool2 
1Faculty of Medicine, Universitas Padjadjaran, Bandung, Indonesia 

2Department of Cardiology and Vascular Medicine, RSUP. Dr. Hasan Sadikin, Bandung, Indonesia 

 

Background: Pulmonary Hypertension (PH) in secundum Atrial Septal Defect (ASD) patient is associated with 

functional limitations, arrhythmias, heart failure and increased mortality. Arrhythmias are also important 

contributors to morbidity and mortality in patients with PH. We present a case of uncorrected secundum ASD 

patient who present with acute decompensated PH and passed away due to malignant arrhythmia. 

 

Case Illustration: A 62-years-old female, known as secundum ASD with Mitral Valve Prolapse and PH since 

11 months ago was admitted to emergency room due to progressive worsening shortness of breath for a week. 

She had history of repeat hospitalization due to Acute Pulmonary Embolism 7 months ago and COVID-19 

infection 3 months ago. At admission, she was hypotensive with BP of 90/60 mmHg, tachypneic with 

respiratory rate of 24 times per minute and peripheral saturation of 85%. From physical examination we found 

elevated jugular venous pressure, bibasilar rales, S3 gallop, and pretibial pitting edema. Impaired renal function, 

electrolyte imbalance was found from laboratory data. Electrocardiography showed sinus rhythm with right 

ventricular hypertrophy. Transthoracic Echocardiography was performed with worsening RV function if 

compared with previous study. She was then treated with diuretics, targeted PH therapy with PDE-5 inhibitors 

and prostacyclin agonist and then admitted to intensive care. In follow up, clinical deterioration was 

progressively happened. She was diagnosed as having hospital acquired pneumonia in third day of 

hospitalization. Atrial fibrillation was provoked in fourth day of hospitalization. In eight day of hospitalization, 

cardiac arrest was happened after episode of non-sustained ventricular tachycardia and torsade de pointes. 

 

Conclusion:  

Acute decompensated PH is a sudden worsening of clinical signs of right heart failure with subsequent systemic 

circulatory insufficiency and multisystem organ failure that can be triggered by many factors such as 

arrhythmias, infection, hypoxia, hypercapnia, and acidosis such as in our patient. 

 

KEYWORD: Pulmonary Hypertension, Secundum Atrial Septal Defect, Arrhythmia in Congenital Heart 

Disease 

 

 
 

Figure 1. Patientôs Electrocardiography from Sinus Rhythm, Atrial Fibrillation, Non-Sustained VT and Torsade 

de Pointes 
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Acute MI in Patient with New Onset LBBB : Think Beyond The Common LBBB Algorithm 

I. Idzni1, D. Arara1 
1Hasna Medika Cirebon Heart Hospital 

 

Background: Patients with underlying LBBB can present acute myocardial infarction (AMI) with either 

STEMI or NSTEMI equivalent. Current guidelines recommend patients who present clinical suspicion of ACS 

with new or presumed new LBBB is considered AMI and should undergo early reperfusion therapy. Di Marco 

(2020) performed a retrospective cohort study and showed the diagnostic accuracy for AMI with LBBB 

improved with Barcelona criteria. Despite this recommendation and tools, only a minority are proven to have 

occluded artery, hence early reperfusion may not be appropriate for all patients with LBBB or (presumed) new 

LBBB unless LBBB is perceived to be acute. Therefore, diagnosing AMI with the presence of LBBB proposes a 

great challenge for the clinician.  

 

Case illustration: Male, 56 years old presented with shortness of breath. Patient had a history of HFMREF, 

HHD, and CAD on medication. At presentation, BP was 111/72, HR was 96 bpm, respiratory rate was 22 per 

minute, and rhonchi at the base of the lungs. A 12-lead-ECG revealed a sinus rhythm with ST-elevation, 

dominant S wave in V1-V5, and M-shaped R wave in lateral leads, suggesting an acute STEMI with new onset 

of LBBB compared to prior ECG. Modified Sgarbossa and Barcelona criteria for diagnosing AMI in the setting 

of LBBB were all negative in the current ECG. Treatment included dual antiplatelet therapy and expeditious 

angiography. From angiography was found subtotal occlusion at mid LAD, 90% stenosis at proximal LCX, and 

50% stenosis at proximal RCA. Subtotal occlusion at mid-LAD was successfully treated with 1 drug-eluting 

stent placement.  

 

Conclusions: Not all patients with LBBB or presumed new LBBB are considered AMI and should undergo 

early reperfusion unless LBBB is perceived to be acute. ESC Guidelines (2017) also emphasized that the 

presence of a (presumed) new LBBB doesnôt predict myocardial infarction. Although many tools have been 

developed to help diagnose AMI in the setting of LBBB like Modified Sgarbossa and Barcelona criteria, the 

best approach to determine whether emergent reperfusion is necessary for patients LBBB with potential AMI 

would be through serial ECG analyses, cardiac biomarker testing, and rapid echocardiography. 

 

 

KEYWORD: Left bundle-branch block, STEMI, AMI 

 

 
 

Figure 1. A) Prior ECG shows no sign of LBBB, compared to B) ECG the day patient admitted to ER shows 

ST-elevation with dominant S wave in V1-V5, and M-shaped R wave in lateral leads suggesting an acute MI 

with new onset of LBBB. 
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Unstable Atrial Fibrillation in PPCM Patients: How to Manage it in Remote Cardiac Clinic 

D. Arara1, A. Deviana1 
1Hasna Medica Hospital 

 

Background: 

Peripartum cardiomyopathy (PPCM) is a condition of idiopathic cardiomyopathy, associated with pregnancy, 

manifested as heart failure caused by left ventricular systolic dysfunction, usually within the last month of 

pregnancy till 5 months after delivery. Adverse events include heart failure and/or ventricular tachycardia, 

aborted sudden death, atrial fibrillation, transitory ischaemic attack, and death.  

 

Case Illustration: 

A 25-year-old woman has had shortness of breath for 4 days, having chest pain and palpitation. The first 

complaint was felt 3 months after giving birth by SC. The patient is already known to have a PPCM (EF 20%) 

without AF history and is already under therapy for the third month with Furosemide, spironolactone, digoxin, 

bromocriptine, and beraprost. In ER, her BP was 70/40 with a heart rate of 130-140 bpm. The physical 

examination revealed dilated JVP, bibasilar rales, and swollen feet. The ECG is a figure below. We decided to 

perform electrical cardioversion 120 J and the rhythm was successfully converted to sinus rhythm. We 

administrated an amiodarone drip to maintain the rhythm with close rate monitoring. We also correct the 

electrolyte imbalance and give oral anticoagulation due to high thrombosis risk (CHA2DS2VAC 2 points). On 

the third day of hospitalization, the patient was discharged under therapy with furosemide, 

spironolactone,54ibrillation54, and Dorner. 

 

Conclusion: 

Atrial fibrillation can be found in patients with PPCM. Hypothetically it could be happened in this patient due to 

a studded increase of LA diameter due to fluid overload. Electrical cardioversion is the only treatment option if 

the hemodynamic is not stable. Continuing anti-arrhythmia drug with oral anticoagulation with other heart 

failure drugs and education to limit the fluid intake in this patient is mandatory. 
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Figure 1 ECG in patient before performed cardioversion. 
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Disastrous Complication of Late Presentation Inferoposterior Wall ST-Elevation Myocardial Infarction: 

From Ventricular Standstill Ended With Ventricular Septal Rupture  

G. Karwiky1, A.C. Undarsa1 
1Department of Cardiology and Vascular medicine, Faculty of Medicine Universitas Padjajaran, Bandung, 

Indonesia 

 

Background: ST- segment elevation myocardial infarction (STEMI), particularly with injury to the inferior 

wall, is well-described as a cause of total atrioventricular block (TAVB). While MI complicating with VSR 

might also show atrioventricular or infra-nodal conduction abnormality in approximately 40% patients. TAVB 

in inferior STEMI usually resolves promptly with acute revascularization in most cases in contrast to anterior 

involvement of STEMI which usually suggest extensive myocardial damage. Hereby, presenting case of fatal 

complication in patient with late onset STEMI inferoposterior presenting with TAVB developing to ventricular 

standstill and also ventricular septal rupture who had undergone delayed PCI  

 

Case illustration: A-51-years old ex-smoker man referred to Hasan Sadikin General Hospital with late onset 

STEMI inferoposterior with TAVB and ventricular standstill complication who previously only undergone 

temporary pacemaker (TPM) implantation without PCI due to financial issue. Coronary angiography was done 

on the 6th day and showed left dominant system and RCA was totally occluded. Coronary stenting was done 

with DES from mid to distal RCA with TIMI flow 3 after the procedure and TPM was then detached. Five hours 

after the procedure, he complained chest pain followed by tonic seizure. ECG showed paroxysmal ventricular 

standstill followed by VT with pulse and progression ST elevation on inferior wall. Suspicion of restenosis 

leading to urgent angiography evaluation was done and showed stent patent in situ. On the next day, he 

underwent pulmonary edema with new holosystolic murmur on lower left sternal border. Transthoracic 

echocardiography was performed and showed new ventricular septal rupture at base inferoseptal portion. His 

condition was worsened and eventually died on the next day after VSR diagnosis due to cardiogenic shock. 

 

Conclusion: 

Late presentation leading to late reperfusion of myocardial infarction may lead to disastrous complication from 

lethal arrythmia to mechanical complication. Complete revascularization of infarct related artery in late 

presenter STEMI might not fully eliminate residual ischemia risk complication as ischemic and necrotic damage 

was severe.  
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Acute Coronary Syndromes: Virchowôs Triad Remembrance 

I. Sari1, F.B Jaya1, E. Mulia2 
1Sari Maranatha Sehat Clinic, Bandar Lampung, Indonesia 

2Ahmad Yani Hospital, Kota Metro, Indonesia 

 

Background: Acute Coronary Syndrome (ACS) refers to a group of diseases in which blood flow to the heart is 

decreased with symptoms of typical chest pain. ACS is a manifestation of Coronary Heart Disease (CHD) as a 

result of plaque disruption in coronary arteries (atherosclerosis) and the formation of a clot within a blood vessel 

(thrombosis). Thrombosis is the result of alterations in blood flow, vascular endothelial injury, or alterations in 

the constitution of the blood/hypercoagulability (Virchowôs triad). By understanding this triad entity can help to 

optimize ACS therapy. 

 

Case illustration: A 53-year-old male came with typical chest pain, diaphoresis and nausea for 5 hours before 

arriving at the hospital. He has no history of hypertension, diabetes, and cancer. He has no familial history of 

coronary artery disease. He was a smoker with two packs a day. The Electrocardiogram (ECG) showed ST 

segment elevation anterior leads that suddenly changed to Polymorphic Ventricular Tachycardia which resolved 

spontaneously. The laboratory results showed consistent polycythemia vera (Hemoglobin 16.6 g/dL, White 

Blood Cell 13.650-13.930/µL, Platelet 893.000-946.000/µL). The angiography showed culprit lesion in Left 

Anterior Descending (LAD) artery with 50-70% stenosis. Stenting with Drug-eluting Stent (DES) was 

performed. Smoking habits may cause endothelial disturbance so that flow disruption or ñturbulenceò occurs. 

The increase In hematocrit may justify the higher cardiac output and may increase the blood viscosity to levels 

that lead to hypercoagulability. The thrombocytosis in these patients worsened the ischemic event. Antiplatelet 

continuation and conservative treatment care were suggested by the hematologist. Good hydration may give 

some benefit. 

 

Conclusion:  

In conclusion, we reported a patient with ACS and Polycythemia vera. This case report emphasizes the etiology 

of ACS must be sought in all cases, because its recognition can direct the therapy and influence the prognosis of 

these patients. So far, the treatment may mimic the usual ACS. Since the data is lacking regarding this entity. 
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Figure 1. Culprit LAD lesion. 
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Prompt Action in Acute Upper Limb Ischemia 

N, Nusantara1, H, Sulastomo2 
1Faculty of Medicine, Universitas Sebelas Maret, Indonesia 
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Background: Acute upper limb ischemia (AULI) is a rare vascular emergency in daily practice due to well 

collateral development compared to lower limb. The incidence of AULI is 5.2 per 100,000 person-years among 

woman 40-99, and the mortality and amputation rates remain high. Urgent recognition with prompt 

revascularization is important in limb viability. 

   

Case Illustration: A 48-year-old woman with pleural effusion was consulted to cardiologist for sudden pain on 

her left forearm while underwent the pulmonary examination. She had history of hyperthyroidism and diabetes 

mellitus. In 2 hours of pain, she felt tingling and colder but still could move the forearm and finger. BP 113/56 

mmHg, HR 104 bpm, pulse 92 bpm, RR 22 bpm, t 36.2°C, no saturation on her left hand fingers. Her ECG was 

atrial fibrillation with rapid ventricular response. Diminished sensory and no pulse from left brachialis artery 

and radialis artery. Duplex ultrasonography showed no artery flow in brachialis, radialis, and ulnary artery with 

thrombus inside the brachialis artery. She was assessed with AULI Rutherford Iia. We directly sent her to cath-

lab for emergency revascularization. She got total occlusion with thrombus in 1/3 distal left brachial artery, then 

we did 4-times thrombus aspiration and got flakes of thrombus, the occlusion shift to 1/3 proximal left ulnary 

artery. Then we did percutaneous intra-arterial thrombolysis with alteplase. Revascularization evaluation 

showed improvement, she felt no pain, warm hand, detectable pulse, good saturation, and duplex 

ultrasonography showed triphasic artery waveform until the distal of the left hand with no thrombus in the 

artery. 

  

Conclusions 

Urgent recognition and rapid revascularization with percutaneous aspiration thrombectomy will result in 30% 

succesfull rate, furthermore, followed by percutaneous intra-arterial thrombolysis the sucesfull rate will be 90%. 

This case report shows the patient with threatened limb are successfully maintained her forearm with a rapid and 

prompt management. 

 

KEYWORD: Acute upper limb ischemia, PAT, PIAT 

 

 
 

Figure 1. Total occlusion with thrombus in 1/3 distal left brachial artery and lumps of thrombus form 4 times 

aspiration thrombectomy 
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Management of Supraventricular Tachycardia (SVT) In Pregnancy 

T.L.J.Putri1, M.R.M.P. Sinurat1 
1RSUD Cileungsi 

 

Background: SVT is the most common arrhythmia in pregnant women and usually occurs in women with 

structurally normal hearts. Women with a history of SVT have approximately 50% recurrence rates during 

pregnancy.(1) In this case, we present our experience treating SVT in pregnancy in a limited medical source and 

multidisciplinary way. 

 

Case Illustration: A 36-year-old, 2nd-trimester pregnant woman, came to ER with palpitation 3 hours before 

admission. The patient has a history of recurrent arrhythmia before the pregnancy but has never been referred to 

a cardiologist. The patient had a heart rate of 222 beats per minute, a respiration rate of 30 breaths per minute 

(97% on a non-rebreathing mask for oxygen saturation), and blood pressure of 108/73 mmHg. ECG at 

admission showed a slight widening but regular alternating QRS of 218 bpm suggestive of an Atrioventricular 

Re-entry Tachycardia (AVRT). The precise mechanism of increased arrhythmia burden during pregnancy is 

unclear. Potential contributing factors include the increase in preload, causing myocardial irritability, increased 

heart rate which affects the refractory period; fluid and electrolyte shifts; and changes in catecholamine levels. 
(2) She refused to undergo synchronized cardioversion. So, We decided to give her intravenous diltiazem after 

the failed vagal maneuver. Intravenous adenosine and beta-1-selective blockers were recommended in the acute 

setting of SVT in pregnancy.(3) But due to our limitation, intravenous diltiazem was given. We observed the 

mother and fetus with Ob/Gyn simultaneously. The rhythm was fully converted after one day. The ECG 

revealed a short PR interval with a QRS duration of 124ms and suggestive right posteroseptal origin Wolffï

ParkinsonïWhite syndrome (WPW). The patient and fetus were safely discharged from our hospital and referred 

to a tertiary hospital for catheter ablation. 

 

Conclusion 

Pregnancy may precipitate a pre-existing arrhythmia. A multidisciplinary approach must be taken by 

considering maternal cardiac, obstetric and fetal wellness. The most harmless therapeutic option must be chosen 

carefully for the sake of the mother and fetus. 
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Figure 1. ECG at admission showed a slight widening but regular alternating QRS suggestive of an 

Atrioventricular Re-entry Tachycardia (AVRT) 


