
for transthyretin amyloidosis in its wild type and mutated forms, there has been a
significant increase in diagnostic capabilities. The aim of this work is to show the
characteristics found in our population affected by cardiac amyloidosis.
Materials and Methods: We enrolled 18 patients observed over 12 months. The mean
age was 63 6 5, 14 patients were male. 8 patients in NYHA Class I – II, 10 patients in
NYHA Class II – III. On the ECG in 88% of cases low QRS voltages in the peripheral
leads. Among the conduction disturbances: 1st degree AV block in 45%, EAS in 33%,
BBSn in 17%, occurrence of isolated BEV and BESV in 90%; 1 patient presented with
AF. Defibrillator was implanted in 3 patients for detection of TVS and TNnS. In the
whole population, the echocardiogram showed concentric parietal hypertrophy with
a granular sparkling appearance; the mean FE was 55 6 3%, the diastolic filling pat-
tern was altered in type I in 42%, type II in 33% and type III in 25% of patients,
respectively. In 92% of cases the left atrium was dilated. In 87% of cases there was
an involvement of the valves in particular in 64% of cases we found calcifications of
the aortic valve and in 66% mitral insufficiency. In 42% of patients there was an in-
crease in the thickness of the atrial septum as well as the free wall of the right
ventricle. Finally, signs of non–buffering pericardial effusion were found in 33% of
patients.
Results: In our study population, 15 patients had multiple myeloma and presented
with cardiac AL–type amyloidosis; among these 3 also presented renal involvement.
In 3 patients, on the other hand, after positive bone scan and genetic screening, we
diagnosed cardiac amyloidosis due to transthyretin mutation for which therapy with
Tafamidis was undertaken. 3 patients died.
Conclusions: Our population presented echographic and echocardiographic charac-
teristics comparable to those reported in the literature.

TAKOTSUBO SYNDROME
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54–year–old woman with a family history of systemic sclerosis, with no significant car-
diological history. She underwent anti–Covid vaccination in February and March 2021
with Spikevax (Moderna) and a booster dose (Spikevax) on 09/12/21. A few hours af-
ter this last administration, the patient presented with palpitations, asthenia, and
intermittent chest tightness. In the following days, because of dyspnea for mild exer-
tion, she went to the emergency department. ECG showed low QRS voltages in the
peripheral leads, poor septal r wave growth and negative T waves in inferior leads
and from V3 to V6. Echocardiography showed akinesia of apical and middle seg-
ments, LVEF 40%, mitral obstructive systolic anterior motion, moderate mitral
regurgitation and mild pericardial effusion. In blood tests: increase in myocardiospe-
cific enzymes and NTproBNP, modest increase in indices of inflammation. The patient
was admitted to Cardiology Unit, where coronary angiography showed coronary ar-
teries free from stenosing lesions and Takotsubo–like appearance on
ventriculography. Cardiac MRI confirmed alterations in parietal kinetics, hyperinten-
sity in the STIR sequences referable to apical and middle segments edema
compatible with Takotsubo cardiomyopathy (CMT). Capillaroscopy excluded sclero-
derma pattern. The patient presented a progressive reduction of troponins and, the
echocardiogram before discharge showed improved LV systolic function, regression of
mitral obstructive systolic anterior motion with reduction of mitral regurgitation.
Rare case reports of CMT after influenza vaccination [1] and a similar case to the one
we described after Spikevax vaccine [2] and ChAdOx1 nCov–19 (AstraZeneca) [3]
have been presented in the literature. The underlying pathophysiological mechanism
appears to be related to a stress–induced systemic reaction with a predominantly
adrenergic sympatho–vagal imbalance [4]. In this clinical setting, cardiac MRI can of-
fer added value in the diagnostic process, especially to exclude post–vaccine
myocarditis, which in our case seemed unlikely given the immediate onset of symp-
toms.
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Cardiovascular complications are a frequent occurrence in Sars–CoV–2 infection.
Takotsubo cardiomyopathy is a possible cause of transient ST segment elevation (1–
3% of total cases) and is characterized by a reversible left ventricular dysfunction
with coronary arteries free from critical stenosis. The predominant echocardio-
graphic pattern is an akinesia of the mid–apical myocardial segments with preserved
kinetics of the basal segments. The incidence of Takotsubo cardiomyopathy showed a
marked increase during the COVID–19 pandemic. Three factors mainly contribute to
the onset of cardiomyopathy in patients with COVID–19: cytokine storm, adrenergic
hyperactivation and microvascular dysfunction. A 79–year–old woman was hospital-
ized in the Pneumology department of our hospital for bilateral interstitial
pneumonia Sars–CoV–2 related. In remote medical history: in 2010 diagnosis of breast
cancer with negative follow–up for disease recovery, arterial hypertension, hypercho-
lesterolemia and syndrome of reduced mobility as a result of a previous ischemic
stroke. Non–invasive mechanical ventilation with c–PAP was started and, for the de-
tection of anterolateral electrocardiographic anomalies (diffuse symmetrical
negative T waves) and an increase in myocardionecrosis markers, echocardiographic
evaluation was performed, which revealed an akinesia of the mid–apical segments of
the left ventricle with preserved kinetics of the basal segments and severely de-
pressed global systolic function (ejection fraction: 30%). BNP (18.100 pg /mL),
interleukin–6 (339 pg /mL) and CRP (136mg /L) were elevated on blood chemistry
tests. In the suspicion of Takotsubo cardiomyopathy (InterTAK Score: 67, probability:
79.8%), cardioprotective therapy with ACE inhibitor, beta–blocker, diuretics, low mo-
lecular weight heparin, double antiaggregation and statin was started, deferring
coronary angiography to improved clinical conditions. In the following days, due to
the respiratory and haemodynamic worsening, the patient was transferred to an in-
tensive setting, where she was intubated and treated with levosimendan and
noradrenaline. Serial echocardiograms showed a progressive improvement of the
global systolic function (ejection fraction at the last checkup: 55%), with complete
regression of the kinetic anomalies, confirming of the diagnostic hypothesis of stress
cardiomyopathy. For a pulmonary mycotic superinfection, complicated by iatrogenic
pneumothorax, in the following days the patient died.
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Takotsubo syndrome (TTS) is a cardiomyopathy induced by physical and/or emotional
stress, characterised by transient changes of the regional motion generally extending
beyond the territory distribution of one single coronary vessel. The classic form of
TTS presents, in 43.7% of cases, with ST segment elevation and in about 80% with
cardiac apical ballooning. In 1.5% of TTS cases, however, regional changes in motion
are observed which may mimic an acute coronary syndrome. We describe the case of
a 77–year–old woman with hypertension and hypercholesterolemia. The patient came
to the ER due to polytrauma secondary to an accidental fall. During hospitalisation,
the patient complained of a sudden onset of a retrosternal aching chest pain radiat-
ing to the back and right shoulder, associated with neurovegetative symptoms. An
electrocardiogram showed a normofrequent sinus rhythm and T–negative waves in
the infero–lateral region. Upon cardiology consultation, a transthoracic echocardio-
gram was performed showing a left ventricle with akinesia of the middle and apical
segments of the inferolateral wall with compensatory hyperkinesis of the other seg-
ments. When an acute coronary syndrome was suspected, urgent coronary imaging
was performed, showing coronary arteries without significant stenosis, while ventri-
culography confirmed the alterations in ventricular motion. Blood chemistry tests
showed a phasic increase in myocardial necrosis enzymes and, in particular, in HS

troponin values (max value 2714 ng/L). Therapy with an ace–inhibitor and a beta
blocker was introduced; seriate echocardiographic controls showed a progressive
normalisation of the alterations in motion. A TTS diagnosis was therefore made,
according to InterTAK 2018 diagnostic criteria. This case is of particular interest as it
is a prime example of a rare variant of TTS: the clinical presentation, the ECG alter-
ations and the regional akinesia may lead to a clinical suspicion of ACS. A good
knowledge of the TTS, including the focal variant, enables the cardiologist to make a
correct diagnosis and to initiate suitable therapy.
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The case we present involves a 75 years–old woman with no cardiological past medi-
cal history, who presented to our attention complaining of sudden onset thoracic
pain associated with dyspnea, dry cough, nausea and an episode of vomit. She called
911 rapidly coming to our Hospital. In the Emergency room an EKG showed ST seg-
ment depression in the inferior leads and in the blood test a remarkable increase in
HS–Troponin level was evident. An echocardiogram showed mid and apical left ventri-
cle segments hypokinesia with moderately reduced Ejection Fraction (45%); notably,
right ventricle was increased in dimension with moderate tricuspid regurgitation and
mild pulmonary hypertension. Because of this last find, D–dimer was checked and a
pulmonary angio– CT was performed which excluded active pulmonary embolism.
Next day she underwent coronary angiography which showed no coronary lesion able
to explain the clinical and echocardiographic presentation; left ventriculography was
also performed showing an increase in end–systolic volume with hypokinesia of the
anterolateral, apical and diaphragmatic walls and an Ejection Fraction (EF) of 30%.
These findings allowed us to make the diagnosis of Tako–Tsubo syndrome, also known
as stress–induced cardiomyopathy. Few days later, a cardiac magnetic resonance
(CMR) was performed showing whole apical and antero–lateral mid ventricular hypo-
kinesia with compensatory hyperkinesia of basal segments; T2–weighted sequences
were positive at the hypokinetic segments with no specific Late Gadolinium
Enhanced (LGE) images. What’s more, an atrial septal defect type “ostium
secundum” was clearly evident, causing a left–to–right shunt hemodynamically signif-
icant (Qp/Qs of about 2,8) with right atrial and right ventricle dilatation. Pulmonary
artery and its main branches were dilated too. After these findings, lady underwent
right heart cardiac catheterization that reported a Qp/Qs of 3,24 and a shunt flow of
8,78 L/min, with a cardiac index of 2,5 L/min/m2 and normal pulmonary vascular re-
sistance (0,7 Wood Units). Because of these measures the patient was discharged
from our Cardiology Unit and referred to the Interventional Cardiology centre of our
city for the percutaneous closure of the hemodynamically significant atrial septal de-
fect.
This case is curious because it shows how things in Cardiology can be deeply and
unpredictably connected.
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