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Hypocalcaemia is a rare cause of reversible heart failure. We reported a 76-year-old woman who had a severe systolic heart failure. She had
severe hypocalcaemia due to hypoparathyroidism after thyroidectomy. Echocardiography showed a dilated left ventricle with a depressed left
ventricular ejection fraction. Serum calcium level was low without other biological abnormalities. After calcium supplementation, heart failure
improved rapidly. At 2 months, the calcium level was in a normal range and biventricular systolic and diastolic functions returned to normal.
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Observation

A 76-year-old woman was admitted to hospital for progressive
breathlessness, (orthopnoea), associated with generalized
oedema that had appeared 15 days before. She had a past
history of thyroidectomy complicated with hypoparathyroidism
25 years earlier. Physical examination showed left and right heart
failure signs without any cardiac murmur. Chest radiography
showed cardiomegaly. Twelve-lead electrocardiogram showed
sinus rhythm with a prolonged corrected QT duration. Blood
chemistry showed severe hypocalcaemia at 1.2 mmol/L (N: 2.2—
2.6 mmol/L) and albuminaemia at 36.3 g/L (N: 33—49 mmol/L) indi-
cating a corrected calcaemia at 1.27 mmol/L. There was no inflam-
matory syndrome and lc troponin was on a normal range.
N-terminal pro-B-type natriuretic peptide was elevated at
6722 pg/mL (N: <500 mmol/L). Transthoracic echocardiography
showed global hypokinesia of the left ventricle (LV) with a
depressed LV ejection fraction at 36% and enlarged LV end-
diastolic diameter at 67 mm. No significant valvulopathy was
observed, and the right ventricle was normal. There was no signifi-
cant lesion on coronary angiography. The patient, supplemented by
intravenous calcium was placed on a regimen that included diure-
tics, B-blocker, angiotensin-converting enzyme inhibitor, and long-
term oral calcium, supplementation. At the 2-month evaluation,
she was free of symptoms. The calcium level was normal at
2.51 mmol/L and echography showed normalization of both LV

systolic function and dimensions with an LV end-diastolic diameter
measured 50 mm (Figure 1).

Discussion

Nutritional deficiencies such as hypocalcaemia are rare causes of
secondary cardiomyopathy."We report the first case of
hypocalcaemia-induced dilated cardiomyopathy in the elderly.2
Hypocalcaemia may appear years after thyroidectomy despite
replacement therapy and may manifest as endocrine disorders.
Some data of the literature suggest that the total recovery of the
cardiac function may take several months, which involves the
necessity of checking these patients 1 year after the correction
of the hypocalcaemia by a transthoracic e<:hography.3'4
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Figure | (A) Dilated cardiomyopathy due to hypocalcaemia: (1) left ventricular end-diastolic diameter = 67 mm; (2) left ventricular ejection
fraction = 36%; (3) mitral inflow E and A fusion; (4) S-wave at tricuspid annulus = 5 cm/s; (5) circumferential strain (by speckle tracking) at
—6%; (6) S-wave at mitral annulus = 5 cm/s; (7) radial strain (by speckle tracking) at 20%; and (8) longitudinal strain (by speckle tracking) at
—7.9%. (B) After 2-month follow-up and correction of the hypocalcaemia: (1) left ventricular end-diastolic diameter = 48 mm; (2) left ventri-
cular ejection fraction = 56%; (3) mitral inflow, E/A = 0.59; (4) S-wave at tricuspid annulus = 7 cm/s; (5) circumferential strain —12%; (6)
S-wave at mitral annulus = 9 cm/s; (7) radial strain 35%; and (8) longitudinal strain —17%.
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Figure 1 Continued
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