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Abstract  Case Report 

 

We reported a case of severe lupus myopericarditis that rapidly progressed to cardiogenic shock. A 27-year-old woman 

with no significant medical history developed prolonged fever, weight loss, and acute dyspnea. Significantly elevated 

troponin levels, global hypokinesia, and a large epicardial effusion were found on echocardiography. The patient was 

initially diagnosed with systemic lupus erythematosus (SLE) according to the EULAR/ACR classification, fulfilling 

seven positive criteria. The diagnosis of acute lupus myopericarditis was highly suspected as the underlying cause of 

the cardiogenic shock. Furthermore, the patient did not undergo the CMR test due to restricted access and her instability. 

She was transferred to the critical care unit, initiated on noninvasive ventilation, and required dual inotropic support. 

Regrettably, the patient succumbed on the second day of hospitalization. Our case highlights the importance of early 

identification and treatment of acute presentations in patients with systemic lupus erythematosus. 
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INTRODUCTION 
The clinical presentation of systemic lupus 

erythematosus (SLE) affects nearly every organ system 

in the human body. Although SLE can occur in both 

children and adults, it is most commonly observed in 

women of reproductive age. Cardiac involvement as an 

initial manifestation of SLE is rare, but when present, it 

is associated with significant morbidity and mortality in 

50% of cases. Pericarditis is the most common 

complication; clinically overt myocarditis is reported in 

only 9% of patients with SLE. 

 

Here we describe the clinical course of a 27-

year-old female with a de novo presentation of myo- 

pericarditis secondary to SLE with the diagnostic 

challenges we encountered 

 

CASE PRESENTATION  
A 27-years-old female with a past medical 

history of miscarriage, she was also noted to have a 1-

year history of progressive fatigue and 10kg weight loss. 

Presented to the emergency department for sudden onset 

of dyspnea, chest pain and fever. On evaluation, vitals 

were notable for normal blood pressure (104/62 mmHg), 

tachycardia (140 beats per minute), tachypnea 

(respiratory rate 25 breaths per minute) and fever. His 

cardiovascular exam was remarkable for bilateral lung 

crackles and elevated jugular venous pressure without 

extremity edema. 

 

The EKG tracing revealed a sinus rhythm with 

a heart rate of 140 b.p.m., in addition to diffuse 

microvoltage and repolarization abnormalities. (Figure 

1) 

 

An echocardiogram showed a large pericardial 

effusion with partial collapse of the right cavities (Fig. 

2), accompanied by LV dilatation and global hypokinesia 

with an ejection fraction of 35%. No structural valvular 

abnormalities were observed. 

 

Leucopenia and normocytic normochromic 

anemia have been identified during blood tests. 

hypocomplementemia was associated with elevated 

inflammatory biomarkers (C-reactive protein [CRP] 

69 mg/L [normal range, 0–8]. The patient had a normal 

renal function 

 

There was evidence of acute myocardial injury 

with elevated cardiac biomarkers (high-sensitive 

troponin I (347 ng/L and brain natriuretic peptide (502.5 

ng/L). iron, vitamins levels and thyroid function were 

normal.  

Cardiology 

https://www.sciencedirect.com/topics/medicine-and-dentistry/thyroid-function
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Antinuclear antibody and anti-DNA antibody 

were positive. Autoimmune screen showed strongly 

positive antinuclear antibodies (ANA) at 840 IU/ml 

(N < 7), with presence of anti-dsDNA antibodies. 

 

 
Figure 1: Electrocardiogram (ECG).  Admission ECG was in normal sinus rhythm with diffuse T-wave and 

diffuse micro-voltage 

 

MANAGEMENT 

In this case, acute pericarditis was initially 

suspected due to abnormal ECG findings and the 

presence of pericardial effusion, but elevation of cardiac 

biomarkers was suggestive of associated myocardial 

lesions. Given the patient's youth, absence of 

cardiovascular risk factors, and echocardiographic 

findings of left ventricular systolic dysfunction with 

global hypokinesia, a diagnosis of acute myocarditis was 

favored at this point rather than acute coronary 

syndrome. 

 

Our patient was initially diagnosed with SLE 

according to the EULAR/ACR classification (positive 

ANA, positive anti-dsDNA antibodies, low 

complements, leukopenia, positive agglutinin test 

without hemolysis, epicardial effusion, malar rash, and 

fever. The disease activity index of SLE was 16 and she 

had active SLE. Myopericarditis complicating probably 

Systemic Lupus erythematosus was highly suspected. 

However, the patient did not undergo the Cardiac MRI 

due to restricted access and her instability. 

 

The patient benefited from pericardial draining, 

yielding 800cc of yellowish exudate fluid. Epicardial 

fluid cytology, microscopy, and culture were 

unremarkable. She was shifted to the intensive care unit 

and started on noninvasive ventilation and needed double 

inotropic support. Unfortunately, the patient had already 

passed away on day 2 of the hospital stay. 

 

  
Figure 2: An apical four-chamber and sub costal views on transthoracic echocardiogram obtained on the day of 

the admission demonstrating a large -sized pericardial effusion 

 

DISCUSSION  
SLE is an inflammatory autoimmune disease 

with an unknown origin that primarily affects women of 

reproductive age and can cause damage to multiple 

organs, including the cardiovascular system. Diagnosing 

SLE is challenging, so the American College of 

Rheumatology established 11 diagnostic criteria; a 
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definitive SLE diagnosis requires meeting 4 out of these 

11 criteria [1]. 

 

Primary lupus myocarditis (LM) is rare and a 

potentially fatal manifestation, observed clinically in 3-

9% of patients with SLE. However, the incidence can be 

as high as 57% (post-mortem analyses), suggesting a 

high prevalence of subclinical disease [2]. Clinical 

symptoms can range from unexplained tachycardia to 

severe congestive heart failure. There is a wide variety of 

etiologies that can lead to myocardial involvement in 

SLE, including vascular, immunological, and infectious 

factors [3]. 

 

Few cases of acute myocarditis and heart failure 

as the first signs of SLE have been documented. 

Borenstein et al. identified only 5 cases of myocarditis 

among 140 patients with systemic lupus erythematosus 

(SLE)[4]. Badui et al. found a 14% incidence in a 

prospective study.[5] Cheng et al. documented a case of 

significant left ventricular dysfunction occurring in the 

absence of other systemic lupus erythematosus signs for 

the first time [6] .Tanwani et al. documented a cohort of 

myocarditis patients in 2018.[7] 

 

Echocardiography is frequently used to support 

the diagnosis of LM. Although some patients might have 

obvious LV dysfunction, up to 25% of patients have a 

relatively preserved left ventricular ejection fraction 

[13]. The left ventricle usually remains non-dilated 

(60%) at the moment of symptom onset. Pericardial 

involvement is observed in 50% of patients, while 

diastolic dysfunction may be present in up to 90% of 

patients. Early detection of subtle LV systolic and/or 

diastolic dysfunction during the presentation of LM is 

crucial, given the poor outcome associated with more 

advanced LV systolic dysfunction (LVEF <35%).[8] 

 

The gold standard for the diagnosis of 

myocarditis (spectrum of aetiologies) remains 

endomyocardial Biopsy. EMB is a low-risk procedure, 

despite its invasive nature. The risk of EMB is 

significantly influenced by operator expertise and 

procedural volume [9].Cardiac magnetic 

resonance (CMR) is an emerging noninvasive imaging 

method that may be an alternative to myocardial biopsy 

[10-11]. The CMRI criteria for diagnosing myocarditis 

come mainly from studies in non-rheumatological 

diseases [12]. It is still unclear if the criteria are 

applicable to individuals with SLE and may be 

generalized, due to the fact that the pathophysiological 

mechanisms involved are very different. 

 

There is no consensus on management of SLE 

cardiomyopathy because of its rarity. Limited evidence 

supports initial and early management with steroids, 

conventional therapy for heart failure, adjuvant treatment 

strategies (anticoagulation and antiarrhythmic drugs) and 

correction of cardiovascular risk factors [10]. 

Immunosuppressive and immunoglobulin therapy may 

be effective in patients in whom active inflammation is 

detected [14]. In severe cases, cardiac transplantation is 

a viable option for SLE patients with heart failure. 

 

Essential conclusions 

All three layers of the heart may be affected by 

systemic lupus erythematosus (SLE). Although 

myocarditis is frequently asymptomatic, it can result in 

cardiac failure in SLE. Given the potential for rapid 

progression, it is crucial to identify acute lupus 

myocarditis and administer corticosteroids at the earliest 

opportunity. Our patient experienced a rapid 

detoriaration and unfortunately passed away 
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