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Introduction

ST-Segment Elevation Myocardial Infarction (STEMI) is an 
Acute Coronary Syndrome (ACS) that warrants immediate at-
tention either by medical or surgical/interventional therapy. 
The clinical presentation can be elemental to diagnosing a STE-
MI however, the revelation on an EKG can prove ischemia caus-
ing tissue necrosis and/or myocardial injury. This may very well 
lead to an eventful cardiac dysfunction then consequentially 
proceed to arrhythmia and death. Hence, when a high index 
of suspicion of ACS is on a clinical presentation, it is classified 
as a medical emergency till proven otherwise. Although, there 
are variants to a STEMI; cardiac versus non cardiac, and in this 
case, we share a rarely reported case of small bowel obstruction 
imitating an ST-segment elevation myocardial infarction on an 
electrocardiogram.

Case presentation

A 60-year-old male with a past medical history significant for 
Ulcerative Colitis (UC) not on any treatment presented to the 
emergency department with a chief complaint of chest pain. 
The patient further described the pain located epigastric, last-
ing 2 hrs, squeezing, retrosternal, radiating to the left side of 
the chest, nausea, and intensity 9/10. The patient denied dia-
phoresis, dizziness, loss of consciousness, shortness of breath, 

Volume 4 | Issue 3 | 2024

dyspnea on exertion, orthopnea, vomiting, fever, cough, infec-
tious symptoms, or other constitutional symptoms. The patient 
temp. 96F, HR 88 bpm, BP 144/91 mmHg, and RR 18. As part of 
the workup initiated a 12-lead ECG revealed ST elevations in V1, 
V2, and V3 with ST depression in inferior leads.

At this time, concern for anteroseptal wall infarction was 
suspected, and the catheterization lab activated. A Left Heart 

Figure 1: Initial 12 lead Electrocardiogram (EKG), Showing ST eleva-
tion in the anterior and septal wall leads. ST depression in the in-
ferior leads.
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Figure 2: Diagnostic catheterization showing Right Coronary Artery 
(RCA), Image showing no evidence of narrowing and obstruction.

Figure 3: Diagnostic catheterization showing the left coronaries, Im-
age with evidence of patent left coronaries.

Figure 4: Computed Tomography (CT) Abdomen and pelvis (A) 
Scout Image showing distended abdomen. (B) Scout image showing 
dilated loops of bowel saggital view. (C) Evidence of dilated loops 
of bowel with contrast transition in mid-abdomen Axial view. (D) 
Coronal view of dilated loops of bowel and contrast reaching likely 
transition point in the mid- abdomen.

Catheterization (LHC) was performed and negative for throm-
bosis or stenosis of epicardial coronary arteries and showed 
non-obstructive coronary artery disease. 

While on the table, the patient complained of abdominal 
pain then an episode of nonbilious, non-bloody emesis oc-
curred. At this time, a change in the review of systems identified 
with abdominal distention. Immediately, post LHC, a Computed 
Tomography (CT) of the abdomen and pelvis was performed 
which was concerning for small bowel obstruction.

At this time, labs were reviewed and only remarkable for lac-
tic acid 3.0 millimoles/liter (0.5-2.2). The patient remains afe-
brile, BP 150/90 mmHg, HR 110 bpm, RR 20. At this point, the 
patient was conservatively managed with the placement of a 
nasogastric tube to continuous suction and intravenous fluids. 
A repeated level of lactic acid at 1.6 millimoles/liter. A surgical 
evaluation was initiated and the patient underwent a diagnos-
tic laparoscopy, and no evidence of any mass effect, adhesions, 
and/or hernias. In 72 hrs abdominal pain improved, with noted 
flatus, and a bowel movement. A repeat EKG was performed 
with no evidence of ST elevations or depression as seen in pre-
vious in anterior, septal, and inferior leads respectively. 

A follow-up surgical evaluation led to the removal of the 
nasogastric tube and initiation of a clear liquid diet. Further 
discussion with the gastroenterology team recommended hold-
ing off any treatment for UC and plan for elective colonoscopy. 
An Echocardiogram showed a normal Left Ventricular Ejection 
Fraction (LVEF). At this time, the patient continued to improve 
and diet advanced as tolerated and discharged home with ad-
equate follow-up with respective outpatient follow up services. 

Figure 5: 12 lead Electrocardiogram post LHC and resolution of 
bowel obstruction. Normal sinus rhythm, and no evidence of ST el-
evation anterior and septal leads. No ST depression in inferior leads 
as seen in previous EKG.

A follow-up surgical evaluation led to the removal of the 
nasogastric tube and initiation of a clear liquid diet. Further 
discussion with the gastroenterology team recommended hold-
ing off any treatment for UC and plan for elective colonoscopy. 
An Echocardiogram showed a normal Left Ventricular Ejection 
Fraction (LVEF). At this time, the patient continued to improve 
and diet advanced as tolerated and discharged home with ad-
equate follow-up with respective outpatient follow up services.

Discussion

STEMI is a life-threatening condition causing major causes 
of death in the United States of America (USA). STEMI comes 
under one of the three types of Acute coronary syndrome caus-
ing suddenly reduced blood flow to the heart. The other two 
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types are Non-ST elevation Myocardial Infarction (NSTEMI) and 
Unstable angina. STEMI is a time-sensitive emergency that must 
be diagnosed and treated promptly by coronary revasculariza-
tion, frequently by percutaneous coronary intervention. A 12-
lead Electrocardiogram (ECG) is the most readily available and 
reliable early diagnostic method for directing the treatment of 
patients with possible myocardial infarction [1]. According to 
the Third Universal Definition of Myocardial Infarction (MI) con-
sensus, ST Elevation (STE) is defined as a new STE at the J-point 
in two consecutive leads. This however, is a corresponding cut 
points calculated at the J-point compared to the PQ junction: 
0.1 milliVolts (mV) in all leads except leads V2-V3, which have 
a cut point of 0.2 mV in men ≥≥40 years; 0.25 mV in men ≤≤40 
years, or 0.15 mV in women respectively [2].

There are variants to STEMI, and understanding the cardiac 
causes can however, Cardiac causes like myocarditis, acute aor-
tic dissection, Acute pericarditis, Takotsubo cardiomyopathy, 
LBBB, and ventricular aneurysm are some of the causes other 
than ACS to cause STE and noncardiac causes such as pancre-
atitis, cholecystitis, bowel perforation, splenic rupture, hernias, 
and distension have also been reported to have STE [7]. 

Mechanism behind STE during abdominal causes is still 
not clear. There are very few case reports reported on possi-
ble pathophysiology, which includes an increase in abdominal 
pressure causing raise in diaphragm and change in cardiac axis, 
movement of the heart in anterior-posterior plane, irritative ef-
fect on the heart by the distended stomach, increasing vagal 
tone from the pain and causing variant angina [5].

The differential like right ventricular infarction, cor-pulmona-
le or myocardial contusion could be considered in this patient, 
but this patient did not have any hemodynamic changes, right 
atrial enlargement, elevated JVP, or crackles, making this diag-
nosis less likely [5]. Takotsubo syndrome is another differential 
for this patient, as ECG changes are usually seen in the precor-
dial leads. However, in takotsubo, ECG changes stay for more 
than days unlike few hours as in our patient [6]; also will have 
characteristic apical ballooning on echocardiogram.

Here, the patient’s distended abdomen on physical exam 
and a history of ulcerative colitis has a high likelihood of ab-
dominal cause for ST elevations. A POC echocardiogram would 
also make a difference in decision making as absence of wall 
motion abnormalities would essentially rule out STEMI or make 
STEMI unlikely. Gastric distention should be considered as a non 
cardiac mimicker of STEMI [8].

Conclusion

STEMI is a time-sensitive, fatal condition and relies mostly 
on EKG to diagnose in acute settings. Along with EKG, it’s crucial 
to give importance to a patient’s history, physical examination, 
echocardiogram, cardiac enzymes, and overall clinical scenario 
rather than only EKG. When there is a high suspicion for intra-
abdominal pathologies and STE is seen in the EKG, SBO should 
be considered as it can mimic STEMI, and we can avoid unnec-
essary work up and dangerous interventions like thrombolysis 
or angiography.

References

1. Miranda DF, Lobo AS, Walsh B, Sandoval Y, Smith SW. New In-
sights into the Use of the 12-Lead Electrocardiogram for Diagnos-
ing Acute Myocardial Infarction in the Emergency Department. 
Can J Cardiol. 2018; 34: 132-145. 10.1016/j.cjca.2017.11.011. 
Epub 2017 Nov 29. PMID: 29407007

2.  Thygesen K, Alpert JS, Jaffe AS, et Al. Third universal definition of 
myocardial infarction. J Am Coll Cardiol. 2012; 60: 1581-1598.

3.  G. Coppola, P. Carità, E. Corrado, et al. ST segment elevations: 
always a marker of acute myocardial infarction?. Indian Heart 
Journal. 2013; 65(4): 412-423. http://dx.doi.org/10.1016/j.
ihj.2013.06.013

4.  Mixon TA, Houck PD. Intestinal obstruction mimicking acute 
myocardial infarction. Tex Heart Inst J. 2: 155-7.

5.  Herath HM, Thushara Matthias A, Keragala BS, Udeshika WA, Ku-
latunga A. Gastric dilatation and intestinal obstruction mimick-
ing acute coronary syndrome with dynamic electrocardiograph-
ic changes. BMC Cardiovasc Disord. 2016; 29: 245. 10.1186/
s12872-016-0423-z. PMID: 27899069 PMCID: PMC5129209

6.  Maria Rubini Gimenez, Leander Gonzalez Jurka, Michael J Zell-
weger, Philip Haaf. A case report of a giant hiatal hernia mimick-
ing an ST-elevation myocardial infarction. European Heart Jour-
nal - Case Reports. 2019; 3(3): 138.

7.  Patel K, Chang NL, Shulik O, DePasquale J, Shamoon F. Small Bow-
el Obstruction Mimicking Acute ST-Elevation Myocardial Infarc-
tion: Case Rep Surg. 20152015, 739147. 10.1155/2015/739147. 
Epub 2015 Mar 8. PMID: 25838963 PMCID: PMC4370232

8.  Parikh M, Amor MM, Verma I, Osofsky J, Paladugu M. Small 
Bowel Obstruction Masquerading as Acute ST Elevation Myo-
cardial Infarction. Case Rep Cardiol. 2015; 2015: 685039. 
10.1155/2015/685039. Epub 2015 Oct 26. PMID: 26587291 
PMCID: PMC4637458

9.  Ryan ET, Pak PH, DeSanctis RW. Myocardial Infarction mimicked 
by acute cholecystitis. Ann Intern Med. 1992; 116: 218-20. 
10.7326/0003-4819-116-3-218

10.  Upadhyay A, Chauhan S, Jangda U, Bodar V, Al-Chalabi A. Re-
versible Inferolateral ST-Segment Elevation Associated with 
Small Bowel Obstruction. Case Rep Med. 2017; 2017: 5982910. 
10.1155/2017/5982910. Epub 2017 Mar 30. PMID: 28465689 
PMCID: PMC5390630


