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An 84-year-old woman known to have arterial hyper-
tension was sent to our division because of new onset 
symptomatic typical atrial flutter with a heart rate of 
about 130 bpm (fig. 1). 
Transthoracic echocardiography (TTE) revealed mild 
left ventricular hypertrophy with normal systolic 
function. We decided to schedule the patient for elec-
tric cardioversion and we started oral anticoagulation 
(rivaroxaban 20 mg). After the first electric shock, 
there was a sinus arrest lasting 15 seconds, without 
ventricular escape rhythm (fig. 2). 
The first ECG after restoration of sinus rhythm showed 
diffuse ST-segment elevation (fig. 3). 
TTE revealed extensive left ventricular apical akinesia 
with moderate systolic dysfunction. High-sensitive 
troponin I was elevated (797 ng/l; reference range <40 
ng/l). Urgent coronary angiography showed normal 
coronary arteries (fig. 4, panel A, A1 and B), and ventric-
ulography revealed apical ballooning (fig. 4, panel C 
and D). 

Next day, junctional rhythm with a very prolonged QTc 
 interval was noticed on the ECG (fig. 5). 
We implanted a dual chamber pacemaker programmed 
in AAI/DDD 70−130 bpm modality. After one week, the 
repolarisation had completely normalised and TTE 
 revealed full recovery of the left ventricular systolic 
function without any segmental abnormalities. Tako-
tsubo syndrome following electric cardioversion was 
diagnosed.
Takotsubo syndrome is an acute and usually reversible 
heart failure syndrome characterised by transient sys-
tolic and diastolic left ventricular dysfunction in the 
absence of obstructive coronary artery disease [1,2]. 
Several causes have been described [2], but only a few 
cases after electric cardioversion, as in our patient, 
have been reported [3–4]. 
It is likely that the stress induced by electric cardiover-
sion followed by prolonged asystole caused the clinical 
picture.
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Figure 1: ECG showing typical atrial flutter with ventricular rate at about 130 bpm.
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Figure 2: ECG monitoring showing sinus arrest (15 seconds) after electric cardioversion.

Figure 3: ECG showing sinus rhythm (140 bpm) with diffuse ST-segment elevation.

Published under the copyright license “Attribution – Non-Commercial – NoDerivatives 4.0”. No commercial reuse without permission. See: http://emh.ch/en/services/permissions.html



IMAGES IN CARDIOVASCULAR MEDICINE 80

CARDIOVASCULAR MEDICINE – KARDIOVASKULÄRE MEDIZIN – MÉDECINE CARDIOVASCULAIRE 2018;21(3):78–81

Figure 4: Coronary angiography. Panel A-A1-B showed normal coronary arteries; panel C-D venticulography with apical ballooning.

Figure 5: ECG showing junctional rhythm with very prolonged QTc interval and deep negative T-waves in antero-lateral leads.
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In conclusion, our case illustrates a rare complication 
of electric cardioversion for atrial flutter leading to a 
Takotsubo syndrome. In elderly patients, the risks and 
benefits of electric cardioversion for atrial arrhyth-
mias should be carefully evaluated.
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