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Total Collapse of the Heart
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An approximately 30 year-old Ugandan male was found 
unresponsive on an American base in Iraq. The patient was 
altered and combative with no signs of trauma. A chest 
x-ray was performed showing an enlarged cardiac silhouette 
and pulmonary edema. The patient required intubation 
during which a large amount of edema fluid was produced. 
A computed tomography (CT) (Figure) showed severe 
calcifications of both the aortic and mitral valves.

Shortly after CT the patient went into cardiac arrest. The 
patient had a bedside echocardiogram showing severe bi-
valvular heart failure and died shortly thereafter. The diagnosis 
of rheumatic heart disease with severe cardiomyopathy was 
considered the most likely cause of his presentation.

Rheumatic heart disease is a major cause of 
cardiovascular death in developing countries and affects 
between 15 and 20 million people worldwide.1 The disease 
is a sequella of one or more episodes of acute rheumatic 
fever with subsequent valvular calcification and damage. The 
pathophysiology is felt to be an aberrant immune response 
to certain strains of Streptococcus pyogenes infection. The 
mitral valve is most commonly affected, but aortic valve 
involvement is also seen as the disease progresses. Patients 
may not recall any preceding events and present with 
shortness of breath between ages 20 and 50.1 Diagnosis of 
rheumatic disease is often made by echocardiogram when 
the diagnosis is suspected. Without intervention, the disease 
progresses to severe valvular disease with heart failure. 
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Figure. Intravenous contrast enhanced computed tomography of 
the chest showing severe calcifications (arrows) of both aortic (A) 
and mitral (B) valves. 
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