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FULMINANT MYOCARDITIS CAUSED BY INFLUENZA A/H3
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Background. Fulminant myocarditis has been rarely reported in association with A/H3 influenza. We report comprehensive clinical and echo (TTE) findings in a 38 year old man with no past medical history and no prior influenza vaccination. 
Case. Patient was admitted with 5 days of progressive dyspnea and fatigue associated with low grade fever, rhinorrhea, myalgia and cough. Examination: blood pressure 100/70 mmHg; heart rate regular at 125 bpm; O2 saturation 98% (2 L/min nasal cannula); respiratory rate 32 bpm; diaphoretic using accessory respiratory muscles; coarse breath sounds and normal heart sounds on auscultation. Labs: WBC count 36,000 with 86% PMNs; mild transaminitis; elevated creatinine kinase and creatinine; negative rapid influenza A and B test. Chest X ray: mild pulmonary congestion. ECG: sinus tachycardia, low voltage and non specific ST-T wave abnormalities. Serial cardiac troponin I: steady mild elevation around 0.4 ng/mL. Patient was initially treated for sepsis from an unknown source with Ceftriaxone and Vancomycin. TTE on Day 2 showed moderately reduced left ventricle (LV) systolic function, moderate diffuse hypokinesis and thickening as well as hyper-reflectivity of LV walls due to myocardial edema/inflammation. A small pericardial effusion was also noted (Panel A top row). These findings were consistent with myopericarditis. Patient developed persistent fevers and refractory hypoxemia requiring intubation and mechanical ventilation. Hemodynamic compromise led to initiation of pressers. A nasopharyngeal PCR was positive for influenza A/H3.  Respiratory viral panel and blood cultures were otherwise negative. He was started on Oseltamivir. His condition gradually improved and he was successfully extubated (day 5). A TTE (day 7) showed marked improvement of LV systolic function and longitudinal strain with resolution of myocardial edema (Panel B bottom row). 
Conclusion. We hereby report a unique case of fulminant myocarditis caused by influenza A/H3 with rapid recovery demonstrated clinically and by TTE. 
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