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Abstract: [ Objective] To explore the clinical characteristics , imaging characteristics and prognosis of Takotsubo syn-
drome (TTS), so as to avoid missing diagnosis and mistreatment, and to take corrective measures in time.[ Methods] Ret-
rospective analysis of the data and outcome of 10 cases of TTS mimicking acute myocardial infarction.[ Results] The ECG
of 10 patients with TTS showed ST-segment elevation and large territory changes in the later stage. Male to female ratio was
1/9. The patients’ age range was 49~83 (69.70+9.83) years. Laboratory tests of CTnl increased moderately, but NT—proB-
NP increased significantly, accompanied by left ventricular dysfunction; all 10 cases of coronary angiography did not show
obvious coronary lesions, but slow—flow occurred in 4 cases, of which 9 patients had left ventricular angiography to con-
firm TTS. One patient underwent IABP due to hypotension, the rest were treated conservatively with medication. One pa-
tient had lung cancer recurrence, worsening heart failure, and died 4 days after onset. Nine patients improved and were
discharged from the hospital and the left ventricular function of their cardiac color Doppler ultrasound finding was signifi-
cantly improved. In the 2 to 24 months follow—up, 9 discharged patients all survived without recurrence.[ Conclusions] The
clinical manifestations of TTS are very similar to those of myocardial infarction, and it can be easily misdiagnosed or
missed. Generally, it has good prognosis. However, the increased NT—proBNP index after treatment may indicate a poor
prognosis.
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Table 1 Clinical characteristics of the patients with

TTS (x +s, n/N)
Type Data Reference
N 10 =
Agelyears 69.70+9.83 =
Sex/(male/female ) 1/9 =
BMI/(kg/m*) 19.70+0.83 -
Hypertension/n 6 =
Type 2 diabetes/n 1 =
Smoking/n 1 =
Combining other diseases/n 2 =

BMI: body mass index
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Fig.1 Dynamic evolution of electrocardiogram of a typical Takotsubo syndrome
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Table 2 Chemistry of 9 patients on admission and before discharge

[(x+s), M(Py, P,,) ]

Items Admission Discharge Diff" t/Z P

CK, U/L 205.66+87.40 31.54+6.36 174.11+£30.08 5.787 0.000
CK-MB, ng/mL 23.46+3.88 1.83+0.23 21.64+1.29 16.662 0.000
NT-proBNP, pg/mL 5 154(4 980~6091) 402(370~425) 4 744(4 603~5 686) -2.666 0.008
¢Tnl, ng/mL 5.13+2.16 0.20+0.06 4.93+0.72 6.835 0.000
AST, U/L 47.77+6.06 29.88+2.84 17.88+2.08 8.609 0.000
WBC, x10°/L, 18.54+9.84 6.33+2.07 12.20+3.29 3.702 0.006
CRP,mg/LL 18.64+8.20 6.02+1.43 12.62+2.57 4.900 0.001
D-dimer, mg/L 0.45+0.12 0.31+0.10 0.08+0.03 2.113 0.068
Ser,umol/L 103.5+31.28 99.66+16.54 10.10+9.01 0.305 0.768
LDL-C, mmol/L 2.66+0.44 2.61+0.48 0.05+0.14 0.386 0.710
CHO, mmol/L 4.89+1.39 4.69+1.17 0.20+0.12 1.566 0.156
TG, mmol/L 0.76+0.25 0.69+0.27 0.06+0.06 0.855 0.417

D Admission—Discharge; CK: creatine kinase; CK-MB: creatine kinase MB; NT-proBNP: N—terminal pro—brain natriuretic peptide; cT-

nl: cardiac troponin I; AST: spartate transaminase; WBC: white blood cell count; CRP: C-reactive protein; Ser: serum creatinine; LDL-C:

low density lipoprotein cholesterin; CHO: cholesterin; TG : triglyceride.

A: During the acute phase of takotsubo syndrome, an apical ballooning pattern is demonstrated on left ventriculography in systole. B: Left ventricu-

lography in diastole

2 TTSESMHHNEZREZHEK
Fig.2 Left ventricular angiography of TTS in the acute phase
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A: Apical left ventricular long—axis view obtained by echocardiography showing apical ballooning during the acute phase of TTS. B: Left ventricular

acoustic angiography in systole, showing reduced ventricular motion in the middle of the left ventricle and the apex. The apex is obvious, and segmental

wall motion is abnormal. Myocardial perfusion ultrasound shows delayed apical myocardial perfusion and reduced perfusion simultaneously. C: Left ven-

tricular acoustic angiography in diastole. D: Left ventricular systolic and diastolic function was recovered in the apical four—chamber view after 1 month

by echocardiography.

E3[E 161 TTS BEHOEFBZE
Fig. 3 Color Doppler ultrasound images of the same TTS patient
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Table 3 Echocardiographic results on admission and before discharge [ (x +s), M(P,, P,,) |

[tems Admission Discharge Diff" t/Z P

LA/mm 33.0 (32.0~35.0) 34.0 (32.0~35.0) 1.0 (-2.0~1.0) -0.285 0.776
LVDs/mm 33.0 (32.0~34.0) 33.0 (31.0~34.0) 0.0 (-1.5~1.5) 0.000 1.000
LVDd/mm 50.55+1.51 49.44+2.13 1.00+0.33 2.063 0.073
LVEF/% 46.67+1.41 59.00+2.06 -12.33+0.81 -15.105 0.000

Y Admission—Discharge; LA: Left atrium diameter; LVDs: Left ventricular end systolic diameter; LVDd: Left ventricular end diastolic di-

ameter; LVEF: left ventricular ejection fraction

20

il 3
123456789
Interval # B

A: Gated imaging showed that myocardial contraction and diastole
were uncoordinated, the systolic phase was spherical, and the systolic
function was significantly reduced. B: Parameters of left ventricular
function and volume obtained by gating analysis. C: Resting myocardial
computed tomography shows a smaller perfusion defect in the apex and
mid-ventricular segments of the left ventricular in the short axis, verti-
cal long axis and horizontal long axis by SPECT.

4 R16ITTS HEHK SPECT %1%
Fig.4 SPECT images of the same TTS patient
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A: Apical motion of the left ventricle was significantly weakened, the motion of the middle inferior wall and the anterior wall of the anterior wall was

slightly weakened, and left ventricular systolic and diastolic functions were significantly restricted by cardiac magnetic resonance imaging in systole. B:

Diastole.

B5 [ 16]TTS 25K MRI#&
Fig.5 MRI images of the same TTS patient
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