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Introduction: In Antiphospholipid Syndrome (APS) myocardial tissue can be involved
through immune–mediated or thrombotic mechanisms, giving chest pain and increase
of myocardial cytolysis markers. This may occur without any signs of myocardial in-
jury at the moment of echocardiography, coronarography and cardiac magnetic
resonance (CMR). The aim is to increase the awareness about this life–threating
condition.Case summary. We present the case of 26–year–old woman few days after
childbirth, affected by APS in anticoagulant therapy with previous deep vein throm-
bosis and without any other cardiovascular risk factors. She was symptomatic for
intermittent chest–epigastric pain, fever and skin livedo reticularis. Lab Tests: TnI
750 ng/L, C–reactive protein 9.6mg/dL, D–dimer 1693 mg/L; anemia; Antithyroid
Antibodies and ANA 1:160 (SSB/LA). Blood cultures and COVID test were
negative.Results. Echocardiography showed normal left/right ventricular function,
but minimal pericardial effusion was present. Pulmonary Angio–CT revealed small
thromboembolic event, ground–glass lungs compatible with hemorrhagic
alveolitis.After a few days, the patient presented increased epigastric pain, head-
ache, vomiting up to presenting a comatose state. Thrombotic or hemorrhagic
events with cerebral CT and MR were excluded. Total–body CT was negative, except
for peri–splenic and recto–uterine pouches.For the increase of TnI up to 4741 ng/L,
the patient underwent coronary angiography which demonstrated non–obstructive
coronary arteries. The assembled Neuro–Cardio–Rheumatology team suspected a rap-
idly developing Catastrophic APS which was developing quickly with multi–organ and
life–threatening involvement.The patient underwent 4 cycles of plasmapheresis, in-
travenous human IgG and corticosteroids, with rapid clinical improvement. CMR
subsequently demonstrated a small transmural late enhancement area on lateral left
ventricle wall.The patient was discharged from the hospital on Day 6 post–
therapies.Conclusions. APS may involve more organs, including myocardial tissue
with different mechanisms of damage and high mortality rate. The presented case
poses a multidisciplinary challenge, because thrombotic multiorgan microangiopathy
may be not always diagnosed. Imaging methods such as CMR could be optimized with
adenosine stress–CMR. Clinical attention is required among women with APS, to reach
early diagnosis of myocardial thrombotic microangiopathy and to establish the best
effective treatment.
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Myxoma (mx) is the most frequent adult cardiac tumour, that often poses a difficult
diagnostic challenge due to the variety and aspecifity of presenting clinical signs.
Alongside the more typical clinical onset caused by intracardiac obstruction and sys-
temic embolization, mainly at cerebral level, a mx may initially manifest itself with
nonspecific systemic symptoms such as fever, weight loss, fatigue, skin rash, myalgia
and arthralgia. We present the case of a 58–year–old woman diagnosed in December
2018 with idiopathic, serum–negative arthritis of the metacarpophalangeal joint of
the first finger of the right hand, treated with methotrexate (Reumaflex 10mg/week
s.c.), hydroxychloroquine sulphate (Paquenil 200mg/day per os) and corticosteroids
cycles; in January 2021, this therapy was suspended by the patient (pt) as ineffec-
tive. In April 2021, pt was admitted for bilateral SARS–CoV–2 pneumonia. As
dyspnoea and fatigue persisted during moderate physical activity (NYHA class II), the
pt underwent a cardiological examination on 13 August, when echocardiographic di-
agnosis of a left atrial mass with the appearance of a mx was made. Interleukin–6
(IL–6) was assayed for a suspected relationship between the cardiac tumour and
rheumatic symptoms and was found to be elevated (490 pg/m)l. On 23 August, car-
diac surgery was performed to remove the left atrial mass by right minithoracotomy.
Histopathological examination confirmed that the 3.5 x 2.5 x 1.5 cm neoformation
was a mx. On 1 September, strong attenuation of joint pain and IL–6 reduction to
107 pg/ml was detected. On 9 October, resolution of rheumatic symptoms and nor-
malisation of IL–6 to 3.7 pg/ml (N.V < 7) occurred. This clinical case is emblematic
of the long time that sometimes can elapse between the first clinical manifestation
and the diagnosis of mx. Also the widespread use of echocardiography did not signifi-
cantly reduce the diagnostic delay when cardiac symptoms are absent. In a large
number of cases, onset symptoms mimicking autoimmune connective tissue disease
are reported for 5% (“Clinical presentation of left atrial cardiac myxoma. A series of
112 consecutive cases” Medicine (Baltimore) 2001 May;80(3):159–729). The monoar-
ticular localisation we describe is however unusual. Finally, our observation confirms
that the association between mx and systemic symptoms is most likely due to IL–6
synthesis by tumour cells.
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We report the case of a 50–year–old man without previous medical hystory who was
admitted to our department for recurrent syncopes for several months. Throughout
the 24 hours ECG Holter it has been underlined several advanced atrioventricular
block episodes, hence the patient underwent to definitive pacemaker implant. After
3 months, due to sustained ventricular tachycardia, the patient incurred a out–of–
hospital cardiac arrest; the patient was subjeced to cardio pulmonary resuscitation
with the restoration of the sinus rithm following defibrillation. Unfortunatly, due to
the resuscitation maneuvers, sternal fracture resulted. During the hospitalization in
the Cardiology department, he underwent coronary angiography wich showed non
significant lesions. Cardiac Magnetic Resonance was also performed among the tests.
The examination was found to be particularly hard to understand due to the pres-
ence of the sternal injury that deformed the pectus and affected dynamics of the
right ventricle, causing systolic bulging of the subtricuspid region of the right ven-
tricular wall. During the dynamic sequences, there was a mild bi–ventricular
reduction in systolic function. In post contrast imaging, extended transmural LGE of
the basal interventricular septum and right ventricular wall, as well as multifocal in-
volvement of the left ventricle were found. Examination was not of univolcal
interpretation: the patient was tranferred to another Center to perform MR PETwich
was found to be strongy suggestive of sarcoidosis, later confirmed by extra cardiac
biopsy. For this reason an ICD upgrade was performed along side the immunosoppres-
sive therapy. Sarcoidosis is an inflammatory disease characterized by the presence of
noncaseous granulomas in one or more organs or tissues; at the cardiac level it can
“mimic” different cardiomyopathies as an insidious diagnosis. The presence of a
post–traumatic pectus excavatum leads to dyskinesia of the rignt venticular wall, re-
duction of the bi–ventricular systolic funcion combine with an extensive late
enhancement could suggest arrhytmogenic dysplasia with bi–ventricular involvement.
However, by focusing on the clinical presentation (in particular the onset charater-
ized by unexplained advanced AV block in a young and healthy subjet and
subsequent ventricular arrhytmias), through a multimodal and multidisciplinary im-
aging approach it was posible to diagnose sarcoidosis with cardiac involvement and
refer the patient to adequate therapy.
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