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Case File
Cardiac amyloidosis using
on routine handheld
ultrasound
by Jeffrey Wilkinson, MD
Queen's University, Department of
Medicine

A

64 yearold man presented to
the Kingston General Hospital
with cardiac arrest. At the time of
EMS arrival, the ECG showed
ventricular tachycardia. The patient
was intubated and ventilated. Mul
tiple defibrillations were required to
convert the patient back to normal
sinus rhythm. At the bedside, a
physical examination revealed a
blood pressure of 82/46, a heart rate
of 110 beats per minute which was
regular, and oxygen saturations of
99%. The patient’s JVP was elev
ated at 7 cm above the sternal
angle. Heart tones were normal, but
a systolic murmur which was
holosystolic and radiated to the apex

was appreciated. Lung fields were
clear.
A bedside echocardiogram (VScan,
GE) showed evidence of severe left
ventricular and right ventricular
thickening. Both atria were severely
dilated. The mitral, tricuspid, and
aortic valves appeared thickened.
Myocardial speckling was not
appreciated. Both the left and right
ventricular function appeared to be
moderately impaired.
During the hospital admission, the
patient was treated with supportive
care and was extubated. A fat pad
biopsy was completed which made a
definitive diagnosis of amyloidosis
and the hematology service was
consulted. However, the patient ex
perienced an asystolic cardiac ar
rest, failed resuscitation, and died in
hospital.
Visit the online article to view additional
content from this case: pocusjournal.
com/article/20160101p3a

Figure 1. Parasternal long axis
view. Severe thickening of the
left ventricular walls, as well as
thickening of both the mitral and
the aortic valves.

Case File
Shocking out with severe
hypoxia
by Barry Chan, MD
Queen's University, Internal Medicine

C

linical Vignette: 36 year old
presented in acute respiratory
distress, hypotension (BP 70/40 with
HR 120), and severe hypoxia (SpO2
80s with partial rebreather). Thoracic
auscultation was normal though the
heart sounds were masked by her
breath sounds. The jugular venous
pulse (JVP) was grossly distended
with no leg edema.
PoCUS Indication:
Clinically, the
high JVP and clear lungs suggested
an obstructive mechanism for which
both pulmonary embolism (PE) and
pericardial tamponade could yield
such findings.
Image Acquisition: Basic Focused
Assessed
Transthroacic
ECHO
(FATE) was performed (See Figures,
and online supplemental videos).

Image Interpretation: Pericardial ef
fusion was absent yet the right vent
ricle (RV) was dilated acutely as the
RV wall thickness was normal (sub
costal).
The systolic Dseptum
(parasternal) suggested an elevated
RV afterload. Along with the hyper
dynamic left ventricle (LV) and nor
mal left atrium (LA), there was likely
a flow obstruction between the RV to
LA which maybe related to the
“lesion” in the RV.
Clinical Synthesis: Given clinical
features and PoCUS findings, the
most likely etiology was PE.
Vignette Resolution: Standard echo
cardiogram revealed a large ovoid
mass attached to the RV septum
with systolic dynamic right ventricu
lar outflow tract obstruction, and
CTPA revealed bilateral PE. Throm
bolysis
improved
oxygenation
though the mass persisted requiring
surgical excision. Pathology verified
that it was a thrombus.

Figure 1. Parasternal short axis
view.

Visit the online article to view aditional
content and extended analysis of this
case: pocusjournal.com/article/201601
01p3b

