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• Chief complaint 

– Dyspnea (NYHA III) 

– Orthopnea 

– Dizziness 

 

• Vital sign 

– BP 99/70mmHg, HR 95/min, RR 20/min 

 

• Physical exam 

– Both leg edema G II/IV 

F/59 



• HFrEF 

• Complete AV block 

• s/p pacemaker insertion (DDD, 2010/8) 

• HTN 

• DM, type II 

 

 

Past History 



Chest X-ray (HOD#1) 



EKG (HOD#1) 



• Complete AV block s/p DDD PM insertion (2010/8) 

– TTE, no RWMA, LVEF 76% 

– C-angio, normal coronary 

 

• 1st Heart failure (2015/12) 

– LVEF 34%, LVEDD/ESD 64/53mm, LAVI 35ml/m2 

– Mild MR(I), mild TR(t) 

 

• 1st admission for ADHF (2016/11) 

– LVEF 17%, LVEDD/ESD 73/68mm, LAVI 79ml/m2 

– Severe MR (IV), severe TR (III) 

Present Illness 



• CBC                         5910(69.3%)/11.8/236k 

• Bun / Cr                 21.4/0.93 mg/dL 

• Na/K/Cl/tCO2       140/4.0/102/20 mmol/L 

• OT/PT/T bil            26/16/0.9 IU/L 

• PT(INR)/aPTT        1.10/32.1 

 

• HbA1c    5.8% 

• CK/CK-MB/Troponin-T            52/2.3/28 pg/ml 

• NT-proBNP                                 5144 pg/ml 

 

Laboratory Parameters 



• Pre-admission medications (2015/12~ ) 

– Furosemide 40mg BID 

– Spironolactone 25mg BID 

– Losartan 80mg QD 

– Carvedilol 12.5mg BID 

• -> dizziness related to low blood pressure 

• Latest medications 

– Furosemide 40mg BID 

– Spironolactone 25mg BID 

– Aspirin 100mg QD 

– Rosuvastatin 10mg QD 

Medications 



TTE (HOD#1) 

• LVEDD/ESD 73/68mm LAVI 79ml/m2 LVEF 17% 

• TV TDI S’ 8cm/s, TAPSE 15mm 

• Severe MR severe TR RVSP 89mmHg 



C-Angio (pre-admission) 



• 1. Ischemic CMP 

• 2. Dilated CMP 

• 3. Pacing-induced CMP 

• 4. Any others 

What’s Your Impression? 



• 1. Resume ARB/BB 

• 2. Add ARNI 

• 3. ICD upgrade 

• 4. CRT-P upgrade 

• 5. CRT-D upgrade 

What’s Your Next Plan? 





• Decongestion then CRT-D upgrade 

 

• ↑ Furosemide 60/40mg BID with IV shooting 

• Spironolactone 25mg BID 

• Captopril titration 

• IV dobutamine infusion (2mcg/kg/min) on HOD#3 

 

What We Did 



• NYHA II-III 

 

• ↑ IV Dobutamine 
(5mcg/kg/min) 

• Dobutamine 
dependency 

Hospital Course 



• Sudden collapse in general ward 

• Loss of consciousness, grasping for breath 

HOD#20 

• CPR with 150J Defibrillation (3 minutes) 

• Transfer to CCU again 

• CRT hold & consult for heart transplant 



• Fever (38.4C) HOD#21 

• Piperacillin/tazobactam 

 

• Spiking fever (39.4C) HOD#22 

• Empirical teicoplanin add 

 

HOD#21-24 



TTE (HOD#25) 

• R/O infective endocarditis in PM lead 

• Gentamycin + Vancomycin ->  no more spiking fever 



TEE (HOD#27) 



• Orthotropic heart transplantation 

• Removal of pacemaker 

• Thrombus in PM lead tip -> culture (negative) 

• Blood culture (negative) 

HOD#33 



• 1. Ischemic CMP 

• 2. Dilated CMP 

• 3. Pacing-induced CMP 

• 4. PM lead infection, r/o IE 

Now, What’s Your Impression? 



From Pathologist !!! 



• Multi-nucleated giant cell infiltration with chronic 
inflammatory cells in left ventricle, right atrium, 
atrial septum, suggestive of giant cell myocarditis 

 

• Ziehl-Neelsen stain reveals no acid-fast bacilli. 

• D-PAS stain reveals no fungal hyphae. 

• Tb-PCR(Nested PCR): Negative 

Explanted Heart 



Giant Cell Myocarditis 



Giant Cell Myocarditis 



Giant Cell Myocarditis 



Giant Cell Myocarditis 



Giant Cell Myocarditis 



CT Heart (HOD#30) 



Giant Cell Myocarditis 



Sujino et al. Circulation 2014;129:e467 



Ekstrom et al. Eur J Heart Fail 2016;18:1452 



Larsen et al. Circulation 2013;127:39 

• Benign atrial variant  

• Disguised for years in a monosymptomatic 

heart block & DCMP 



• Fever from IE or GCM ? 

 

• Slow progression of ventricular GCM ? 

 

• Progression from aGCM to vGCM ? 

– From AVN to Ventricles 

 

Discussion 



The Phantom Menace 



Thank You 
for Your Attention 





• Rapidly progressive & fatal unless HTPL 

 

• TPL free survival at 5 years : 52% 

• GCM-targeted therapy : 63% 

 

• May present as 

– Benign atrial variant (Circ. 2013;127:39) 

– Disguised for years in a monosymptomatic heart block & 
DCMP 

Giant Cell Myocarditis (GCM) 
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