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Introduction: Diagnostic Studies:

Myocarditis, an inflammatory injury to the myocardium, is an uncommon but
serious condition affecting 4 to 14 people per 100,000 each year globally with a
mortality rate of up to 7%. It is also a challenging diagnosis as there is no
pathognomonic presentation. In addition, it is uncommon for myocarditis to
present with AV heart block. Here we present a rare unique case of inflammatory
myocarditis presenting with severe troponinemia manifesting solely as high
degree AV block without evidence of tissue injury or mechanical compromise of
the myocardium.

Discussion:

Uniqueness: This case is unique for two reasons. First, high degree heart block is an unusual
manifestation of myocarditis. 2017 review by Ogunbayo et al. showed the incidence of heart
blocks and high degree AVB occurring in myocarditis were 1.7% and 1.1% respectively. Female
gender and Asian race was noted to be independently associated with higher incidence of these
arrhythmias. Although percentage of conduction abnormalities reported in myocarditis has
iIncreased since 2017, myocarditis presenting as AV block without other mechanical
complications is singularly rare. Another distinctive aspect of this case is the severe troponemia
without other evidence of severe myocardial injury. This degree of tropinemia is routinely
expected to present as mechanical compromise with wall motion abnormalities, reduced
Inotropy, or coronary obstruction. However, in this case, neither was observable.

Clinical Presentation:

Chief Complaint: 60-year-old female with no prior cardiac history presented

with sudden new onset substernal chest pain radiating to the jaw and back. Comparative Cases: Similar cases of high-degree AV block in the setting of myocarditis

have been reported infrequently in recent years. For example, Charfeddine et al. in 2020,
reported a case of myocarditis with new grade Il AV block in a 17-year-old male requiring
PPM in the setting of flu-like symptoms and preserved ejection fraction, with troponinemia
reaching 181 ng/L. Similarly, another case published in 2023 by Camilleri et al. describes
a 21-year-old female with acute lymphocytic myocarditis resulting in complete heart block
requiring PPM with significant troponemia similar to our case. However this patient was
also shown to have significant mechanical compromise with a resulting reduction in
ejection fraction to 20 percent. Our clinical report differentiates itself as the only reported
case of complete AV block without mechanical compromise with a much higher degree of
troponinemia in the setting of acute myocarditis.

Associated Symptoms: Dyspnea, Palpitations, Nausea, Increased Fatigue,
Lightheadedness

Relevant History: No prior history of similar episodes. No history of tobacco,

alcohol, or drug use. She reported having recovered from COVID-19 infection a
few months prior, but otherwise denied any recent iliness.
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