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Initial clinical presentation

• A 33 years old male patient presented at the emergence department with sudden 
onset of severe chest pain and progressive dyspnea

• Chest pain was persistent despite administration of 15 mg morphine prehospitally
by the emergency physician

Physical examination:

• Blood pressure 120/59 mmHg

• Regular heart rate, ≈ 100 bpm

• Heart: holo-systolic and a decrescendo diastolic murmur 

• Lung: no crackles on auscultation

• Skin wet and cold

Previous diagnosis:

• Aortic valve reconstruction 6 years ago due to bicuspid aortic valve

• Acute kidney injury due to analgetic (NSAID) abuse



Clinical assessement of acute decompensated
heart failure

ESC Guideline on acute and chronic heart failure. EHJ 2008.



Diagnostic examinations

• ECG: Sinus tachycardia, no bundle branch block or significant ST segment
changes non-diagnostic ECG

• Blood gas analysis: (with 2 L/min O2 nasal)

– pH 7,302

– pO2 74 mmHg

– pCO2 48 mmHg

– BE -2.2 mmol/l

– HCO3
- 21.6 mmol/l

– Lactate 1.6 mmol/l



Blood analysis



Emergency echocardiography

Transthoracic apical long axis view



Emergency echocardiography

CW doppler signal confirms severe aortic regurgitation
with equalized end-diastolic pressure in the left ventricle

and the aorta

Anatomical M-mode shows premature mitral valve
closure, 155 ms before the QRS complex onset



Computed tomography

Contrast CT rouled out an acute aortic dissection or
rupture

In the lung windows bilateral alvelor infiltrates were
detected



Transesophageal echocardiography

5 chamber view showing an echogenic structure
prolapsing in the left ventricular outflow tract (LVOT)

Colour Doppler long axis view: a broad regurgitation jet
in the LVOT



Verlauf

 Emergency surgery: AVR with a 
mechanical bileaflet prosthesis

 Acute kidney injury after emrgency
surgery requiring dialysis for ≈ 8 days

 Extubation on day 10 after surgery

 Histopathology of the aortic valve
resection: Degenerative aortopathy
with active endocarditis

 Microbiology: Cell culture and PCR of
the aortic valve were negative 

 Moderate depressed left ventricular
systolic function, EF 35 %

 Discharge on day 20 after surgery

 Neurological rehabilitation will follow
because of mild-to-moderate cognitive
impairment

M-mode echocardiography before hospital discharge



Conclusions

 In patients with prosthetic heart valves or previous valvular surgery and 

signs of acute/decompensated heart failure, an emergency

echocardiography is indicated due to the risk of valve-related

complications

 Mechanical aortic valve complications, i.e. rupture of cusp(s) from the

aortic wall due to endocarditis, should be a differential diagnosis in 

patients with acute severe chest pain


