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Introduction: Systemic infections, particularly acute respiratory infections, are recognized triggers of
acute coronary syndromes (ACS). They may precipitate plaque destabilization through systemic in-
flammation, endothelial dysfunction, and platelet activation, thereby lowering the threshold for plaque
rupture or erosion.'?

Case report: 59-year-old woman with no prior comorbidities was admitted to the Coronary Care Unit
with acute heart failure following five days of persistent chest pain. During the same period, she expe-
rienced sustained fever accompanied by chills, rigors, and a dry cough. On admission, the patient was
dyspneic and orthopneic and reported mild pressure in the left hemithorax. Laboratory tests showed
elevated high-sensitivity troponin I (3546 ng/L), N-terminal pro-B-type natriuretic peptide (6225 pg/
mL), and inflammatory markers (C-reactive protein 125 mg/L, leukocytes 11x10°/L). Serial measure-
ments demonstrated a gradual decline in hsTnl levels. Electrocardiography revealed ST-segment el-
evation in leads V1-V4 with Q-wave formation, while echocardiography confirmed akinesia of the
apical, interventricular septal, and anterior walls, reduced left ventricular ejection fraction, and an
apical thrombus (Figure 1). Given the concurrent fever and chest pain, acute myocarditis was initially
included in the differential diagnosis. Chest X-ray showed extensive bilateral pneumonia, confirmed
by MSCT pulmonary angiography (Figure 2). Coronary angiography performed the following day re-
vealed occlusion of the ostial left anterior descending artery with heterocollateralization from other
epicardial vessels, consistent with a subacute anterior ST-elevation myocardial infarction (Figure 3).

FIGURE 1. Contrast-enhanced echocardiogram demonstrates a left ventricu-
lar apical thrombus.
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Concurrent subacute myocardial infarction and bilateral pneumonia presenting
as acute heart failure: a case report

FIGURE 2. The scan shows bilateral, predominantly peripheral

ground-glass opacities with patchy consolidation, consistent with FIGURE 3. Ostial left anterior descending artery (LAD) occlusion
pneumonia. with collateral flow from the circumflex artery.

The patient received broad-spectrum intravenous antibiotics and optimal pharmacological therapy for heart failure. Gradual
cardiac recompensation was observed, with resolution of chest pain and a marked decline in inflammatory markers. She was
discharged on the seventh day of hospitalization on optimized pharmacotherapy for coronary artery disease and heart failure,
including anticoagulation with warfarin. Myocardial viability assessment is planned three months post-discharge to guide fur-
ther interventional management.

Conclusion: This case highlights how acute infection and systemic inflammation can mask or mimic acute coronary syndromes,
complicating the diagnosis and delaying definitive treatment. Early coronary evaluation should be considered in febrile patients
presenting with chest pain and elevated cardiac biomarkers to ensure timely management and improve clinical outcomes.
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