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which is not confined to any single vascular 
territory. Inverse takotsubo cardiomyo-
pathy is seen in less than 40% of patients 
with stress cardiomyopathy (Lemke et al, 
2008) where apical sparing and basal wall 
hypokinesia or akinesia has been noticed.

The case presented here demonstrates 
myocardial stunning secondary to emo-
tional stress, with rapid recovery of the left 
ventricular function in a young woman. 
There is no validated criterion to aid diag-
nosis, but it is agreed that the phenomenon 
is delineated by the specific changes on 
echocardiography of akinesia or hypokinesia 
and lack of vascular abnormalities on cardi-
ac catheterization in the presence of emo-
tional or physical stress (Haghi et al, 2006).

The non-vascular aetiology in this case 
was proved by non-invasive coronary com-
puted tomography angiogram. Coronary 
computed tomography angiogram has high 

negative predictive value, avoids the com-
plications of an invasive procedure and is 
cost-effective (Herzog et al, 2007).

Treatment remains empirical and sympto-
matic. Given the rapid reversibility of tako-
tsubo cardiomyopathy, careful manipulation 
of fluids and short-term use of inotropes 
may be sufficient. Complications associated 
with takotsubo cardiomyopathy include 
ventricular thrombus formation, congestive 
heart failure, lethal ventricular arrhythmia, 
ventricular septal perforation and mitral 
regurgitation (Lemke et al, 2008). BJHM
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LEARNING POINTS
n	 Even though takotsubo cardiomyopathy 

commonly occurs in postmenopausal 
women it can manifest in younger women 
as in this case. 

n	 Computed tomography coronary 
angiogram negates the need for invasive 
coronary angiogram and possible 
complications associated with it. 

infrequently involved, but when present, 
conduction disease is the most frequent 
finding. In a study of 68 patients with 
Charcot–Marie–Tooth syndrome, five had 
conduction defects (Isner et al, 1979). This 
association with conduction disease 
remains controversial, most of the evidence 
being isolated case reports. The occurrence 
of advanced second degree heart block 
heart block, with or without symptoms, in 
any variant of Charcot–Marie–Tooth syn-
drome, is a class 1 indication for pace-
maker implantation. BJHM
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A 58-year-old man presented with a 
10-day history of worsening dizzi-
ness and a sensation that he would 

‘pass out’. The history included a diagnosis 
of Charcot–Marie–Tooth syndrome 

(Figure 1). His two brothers and his father 
also have this peripheral neuropathic dis-
order. Blood tests, including thyroid func-
tion, were normal, as was a chest radio-
graph and echocardiogram. The electro-
cardiogram revealed a heart rate of 
36 beats/min and second degree (Mobitz 
II) heart block (Figure 2). He was referred 
for dual chamber pacemaker implantation.

Charcot–Marie–Tooth syndrome, also 
termed peroneal muscle atrophy, com-
prises a collection of genetic disorders that 
result in progressive peripheral neuro-
pathy. The prevalence is around 1:2500 of 
population. It usually affects the distal 
lower limb muscles but on occasions the 
intrinsic muscles of the hands. The heart is 
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Charcot–Marie–Tooth neuropathy  
and Mobitz II heart block

Figure 1. Lower limbs showing characteristic 
features (inverted champagne bottle) of peroneal 
muscular atrophy.

Figure 2. Electrocardiographic rhythm strip showing second degree (Mobitz II) atrioventricular heart 
block. P waves are indicated ‘P’.


