
Introduction

Chagas disease (CD) is classically reported as a 
neglected disease of vectorial transmission and is 
endemic in 21 Latin America countries. While it has 
long been stigmatized as a mere tropical pathology, CD 
has recently gained prominence, since new means of 
infection have become more common, including blood 
transmission and consumption of food contaminated 
with feces from a given vector. Taking immigration into 
account, the disease is currently spreading beyond the 
limits of endemic areas and has become a global issue.1

Many acute CD (ACD) outbreaks have been reported 
since 1965, by oral accidental routes, in Brazil and in other 
Latin American countries.2,3 That phase of the disease 
is, in general, asymptomatic or presents unspecific 
symptoms, such as fever, fatigue, myalgia, facial and 
lower limb edema, abdominal pain, diarrhea, vomiting, 
and dyspnea. One to five percent of the patients develop 
severe disease, most commonly perimyocarditis, acute 
heart failure, and/or meningoencephalitis, with a 
mortality rate of around 5%.1,4

In April 2019, in the countryside of the Brazilian 
Northeast, a new outbreak of ACD occurred, resulting in 
the infection of 40 people in a group of 77, all of whom 
had been hosted at a local school during a spiritual retreat. 
Although the source of infection is still under investigation, 
the case drew attention due to the number of infected 
individuals at the same time and the multiplicity of 
symptoms, suggesting oral transmission. Therefore, the 

present article will discuss a singular cardiac manifestation 
of ACD in one of the victims of the event.

Case Description

A 34-year-old, white male went to a countryside in the 
Brazilian’s Northeast on April 18th, 2019. Two weeks later, 
he reported fatigue, dyspnea, dizziness, with a darkened 
view during a soccer match. Three days later, he still had 
a headache, which lasted two weeks, accompanied by 
fever and chills, and chose to self-medicate himself with 
dipyrone. Due to the persisting symptoms, he sought out 
medical help at an emergency room, where hypotheses of 
dengue and upper airway infection were contemplated. 
One week after the first symptoms, he reported a dry 
cough, which lasted one month, as well as vomiting 
and lower back pain in a single episode that suddenly 
woke him up, but he reported no irradiation. The patient 
expressed a high degree of pain, with an intensity of nine 
on a scale of ten, characterized as perforating, which lasted 
5 minutes, but without associated symptoms. In the fourth 
week of symptoms, he presented a painless edema in his 
lower limbs.  Approximately 40 days later, he received the 
epidemiological and parasitological diagnosis of Chagas 
Disease, and was prescribed with antiparasitic treatment 
(benznidazole – 300 mg/day for 60 days), although the 
patient presented no important alteration by the clinical, 
electro, and/or echocardiographic view. The patient 
underwent a physical examination with no abnormal 
findings. One week later, his symptoms remitted. A 
12-lead Electrocardiography (ECG) was performed one 
month after the beginning of the treatment (Figure 1). A 
transthoracic echocardiogram was also performed with no 
sign of abnormalities (Figure 2). In the following month, 
the patient continued to feel well and was subjected to a 
new ECG (Figure 3).
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Discussion

The patient has shown a nonspecific clinical picture 
of fatigue and dyspnea, evolving with dizziness, fever, 
chills, dry cough, vomiting, one episode of lower back 
pain, and a painless edema in his lower limbs prior to 
the clinical examination, which showed no changes. 
The diffuse symptoms made it difficult to elucidate 
differential diagnoses, although, considering the 
epidemiological context in which he was inserted, the 
PCR for Trypanossoma Cruzi was performed, confirming 
the ACD. There were no clinical cardiac manifestations 
on the day of the examination; nevertheless, an ECG 
was conducted, considering that, in other outbreaks, 
perimyocarditis and/or acute heart failure, though less 
frequently, has been described at this stage of the disease.4

Even though the patient has followed the same clinical 
pattern, he presented an ECG (Figure 1) with ST segment 
elevation from V2 to V5 associated with depression of the 
PR interval. In the second ECG (Figure 3), performed one 
month after the first, the findings were maintained. Such 
findings are also poorly described in other studies, which 
elucidated ventricular repolarization alterations, electrical 

axis deviation, low voltage, left anterior fascicular block, 
and right bundle branch block, complete or not, as the 
most common changes in those patient’s exams.2,6,7 In 
some DCA outbreaks, however, Pinto-Dias et al.8, Alarcon 
et al.9, and Alvarado-Tapias et al.10 have reported recurrent 
ST-elevations, especially in the population under 18, but 
PR interval depression was not mentioned, as is the case 
herein.8-10 Even with the echocardiogram performed by 
professionals experienced in the pathology, the exam was 
unable to add any relevant information. 

Causes of ST-elevation are left bundle branch 
block, left ventricular overload, early repolarization, 
Prinzmetal angina, ventricular aneurysm, Brugada 
syndrome, myocarditis, pulmonary thromboembolism, 
cerebral hemorrhage, hyperkalemia, and heart injury.11 
The main differential diagnoses, however, are acute 
myocardial infarction and acute pericarditis stemming 
from subepicardial ischemia.11-13 In the first, pathological 
Q waves are present, which are not present in the 
second.11 Furthermore, the presence of PR depression, 
when associated with diffuse ST-elevation with superior 
concavity, is pathognomonic for acute pericarditis.14 

Figure 1 – Calibration is correct. The ECG was analyzed by the portuguese acronym “REFASA” (Ritmo, Eixo, Frequência cardíaca, 
Amplitude/duração/polaridade, Segmentos/intervalos, Área eletricamente inativa): with a sinus rhythm, normal axis, heart rate of 
72 bpm; normal amplitude, duration and polarity of P, QRS, and T (duration of QRS = 100 ms); ST segment elevation was shown 
from V2 to V5; PR interval was down (DII, aVF, V1 – V4) (PR duration = 196 ms); normal QT interval (QT duration = 354 ms), and no 
inactive electric area was shown.5
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Figure 2 – Transthoracic echocardiogram - a) longitudinal parasternal view b) four-chamber apical view: left ventricle (LV) diastolic 
diameter: 45 mm; left atrium (volume): 34 ml/m2; normal dopplerfluxometry; E': 9; ejection fraction LV (Simpson): 55%; right ventricle 
with preserved systolic dimensions and function; global longitudinal strain: 17.9%.

Figure 3 – Calibration is correct. The ECG was analyzed by the Portuguese acronym “REFASA”:  with a sinus rhythm, normal axis, 
heart rate of 85 bpm; normal amplitude, duration, and polarity of P, QRS, and T; ST segment elevation was shown from V2 to V5; PR 
interval was down (DII, aVF, V1 – V4) (PR duration = 188 ms); normal QT interval (QT duration = 344 ms), and no inactive electric area 
was shown.5
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Conclusion

The diffuse ST-elevation associated with PR 
depression presented itself as a finding on the ECG of 
a patient with ACD. Since such an electrocardiographic 
diagnosis is pathognomonic for acute pericarditis, 
and the patient was subclinical for this type of cardiac 
involvement, ECG seems to be an important tool for 
the management of ACD patients.

The medical community’s attention must be drawn 
to the fact that, within a specific epidemiological 
context, the ST-elevation, even in asymptomatic 
patients, should lead to Acute Chagas Disease as a 
differential diagnosis.
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