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Abstract 

Fulminant myocarditis (FM) is a rare disease characterized by acute hemodynamic impairment and 

ventricular arrhythmias due to severe myocardial inflammation. It is typically preceded by a viral infection 

but any of multiple other toxic and infective agents may also be the inciting agent. Diagnosis is based on 

biomarkers and/or cardiac imaging, but endomyocardial biopsy is the standard test for confirming the 

diagnosis.  FM usually requires therapeutic support of cardiac function and treatment of malignant 

arrhythmias. Contrary to prior concepts, recent evidence has revealed that patients with FM are more likely 

to die or need heart transplantation than those with the nonfulminant form of the disease. Early recognition 

and aggressive management are essential for favorable outcomes. 

Key Words: acute myocarditis; fulminant myocarditis; giant cell; lake louise criteria; endomyocardial 

biopsy; Coxsackie virus; adenovirus; echocardiography; magnetic resonance imaging 

Introduction 

Myocarditis is an inflammatory disease of the myocardium that can result 

from myriad infectious, toxic, or autoimmune processes. However, 

presentation after a viral disease is the most common onset.  Although the 

course of myocarditis is commonly self-limiting, the acute, nonfulminant 

form can progress to fulminant myocarditis (FM) (Figure). FM is an acute 

process with hemodynamic derangement and malignant ventricular 

arrhythmias [1-3].  Treatment includes support of ventricular function and 

management of arrhythmias. It has recently been reported that mortality 

from FM is considerably greater and cardiac transplantation more likely 

than are associated with the nonfulminant form [1]. These findings refute 

earlier reports of a lower mortality from FM than from the non-fulminant 

form [1-3] 

Epidemiology 

Because of variable presentation, the incidence of FM is unclear but acute 

myocarditis is estimated to occur in <25 cases per 100,000 population [4] 

and it may develop in 1-5% of patients with acute viral infections [5]. 

During the first year of the disease, mortality may be as high as 20% and 

it then decreases and plateaus after ~3 years [6]. The Marburg Myocarditis 

Registry reported that FM developed in 2.5% of 1,000 patients presenting 

with myocarditis [7] but in those hospitalized with myocarditis, ~30% 

were diagnosed with FM.  Despite these reports, there are no systematic 

data on the true prevalence and incidence of FM.  

Etiology 

Both FM and nonfulminant myocarditis have similar initial pathogenesis. 

The typical initiating factors are infections, toxins or adverse reactions to 

medications [3, 6-9]. However, viral infections (Coxsackie A and B and 

adenovirus), are the most common initiating factors [9, 10]. 

FM presents as three histologic types: lymphocytic, eosinophilic, or giant 

cell [3, 6, 8, 11-15].  Lymphocytic myocarditis is the dominant form of 

FM and the eosinophilic and giant cell subtypes are considered alternative 

forms.  Pathogenesis of all 3 forms of FM most frequently involves direct, 

virally mediated myocyte damage and/or immune-mediated cellular 

damage [8] Lymphocytic myocarditis is usually caused by viruses, but 

other microorganisms and infection by parasites have also been 

recognized as causative [12]. Giant cell myocarditis is mediated by T cell-

induced inflammation resulting from autoimmune disease [13]   and is 

associated with multinucleated giant cells on endomyocardial biopsy [13].  

Most cases of eosinophilic myocarditis are associated with 

hypersensitivity reactions [14]. 
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Figure: Development and Major Categories of Fulminant Myocarditis 

Presentation 

Although the presentation of FM is variable, there are certain features that 

distinguish it from acute nonfulminant myocarditis. FM has an acute onset 

after a viral prodrome, progresses to severe cardiovascular impairment, 

and biopsy evidence most commonly reveals dense lymphocytic 

myocarditis.  The course may culminate in complete resolution or death 

within a month [15]. 

In contrast to the severe heart failure of patients with FM, acute 

nonfulminant myocarditis presents with mild-moderate symptoms of 

cardiac dysfunction.  In milder presentations of FM, findings include 

hypotension, fatigue, chest pain, palpitations, and dyspnea [3].  More 

severe presentations comprise aborted sudden death, malignant 

arrhythmias, and systemic dysfunction from inadequate perfusion, 

respiratory impairment and aborted sudden death [16]. Myocarditis 

should be considered in patients with acute onset heart failure, 

arrhythmias, and chest pain not attributable to other disease processes 

including noninflammatory cardiomyopathies or coronary heart disease 

[17]. 

Diagnosis 

Diagnosis of suspected FM comprises three approaches [18-24]: (1) 

biomarkers, (2) imaging, and (3) histology. Major increases of cardiac 

troponins, creatine kinase MB, and white blood cells and evidence of end-

organ damage (e.g., increases in blood urea nitrogen, creatinine, and 

transaminases), indicate myocardial injury, dysfunction, and circulatory 

impairment. FM produces higher plasma concentrations of C- reactive 

protein and creatinine kinase MB than acute non-fulminant myocarditis 

[18].  

Both cardiac magnetic resonance imaging (CMR) and echocardiography 

are useful for identifying FM. CMR provides optimal imaging quality for 

detecting FM. Diagnosis of myocarditis by CMR is based on 2 of 3 

findings of the CMR-specific diagnostic results known as the Lake Louise 

criteria: (1) myocardial edema, (2) myocardial hyperemia or global 

relative enhancement, and (3) myocardial fibrosis or late gadolinium 

enhancement [3, 19, 20, 21, 22].  Echocardiography evaluates cardiac 

anatomy and function and is helpful in distinguishing acute myocarditis 

from inflammatory cardiomyopathies and other overlapping cardiac 

conditions. The usual findings in FM are near-normal left ventricular 

diastolic dimensions, increased septal thickness, and reduced left 

ventricular ejection fraction (LVEF) [16]. The latter finding predicts a 

fulminant course [23]. 

The primary test for diagnosis of FM is histologic confirmation of 

myocarditis by endomyocardial biopsy (EMB) [24] which should be 

performed early in cases of suspected FM.  Immunohistochemistry 

supports the diagnostic capacity of EMB, which is essential for 

differentiating lymphocytic from nonlymphocytic myocarditis [23]. 

Evidence of infiltrating lymphocytes and myocytolysis confirms the 

lymphocytic form of myocarditis [24]. 

Management 

Management is based on each patient’s presentation and therapeutic 

requirements [3, 24-26]. Those with a clinically unstable presentation 

should undergo EMB early.  Heart failure is managed according to the 

guidelines of the major cardiology societies [25]. Initial treatment focuses 

on stabilization of hemodynamic function to avert organ damage. Positive 

inotropic agents may be required to maintain systemic perfusion and 

vasodilator therapy may be utilized if blood pressure is adequate [3].  If 

medical therapy is inadequate, mechanical circulatory support (MCS) is 

employed [24, 26]. It may include intra-aortic balloon pump or, in chronic 

severe cardiac dysfunction, extracorporeal oxygenation may be utilized 

[26, 27, 28]. Ventricular assist devices can be implanted to support 

circulatory adequacy for prevention of end-organ damage and afford time 

for recovery or for bridging to cardiac transplantation.   

The role of immunosuppressive therapy for FM has not been clarified [3]. 

For giant cell and eosinophilic myocarditis, steroids (e.g., 

methylprednisolone followed by a gradual oral prednisone taper) are basic 

management, with antithymocyte globulins and cyclosporine utilized as 

adjunctive therapy. Muromonab-CD3 and sirolimus have also improved 

transplant-free survival in patients with giant cell myocarditis [8, 29]. In 

FM secondary to systemic diseases (i.e., sarcoidosis), steroids alone or in 

combination with azathioprine or methotrexate are first line therapy [3]. 

Intravenous immunoglobulin (IVIG) has improved LV function and 

decreased arrhythmias in some adult patients with acute FM but recent 

evidence has shown no decrease in in-hospital mortality with IVIG for 

treatment of FM [30].  There are currently no randomized, prospective 

trials of IVIG in this patient population, but several case reports have 

suggested short- and long-term benefit with IVIG [31, 32]. 

Prognosis 
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Estimation of prognosis in FM patients has been based on correlation of 

clinical data with long-term outcome. Factors associated with increased 

mortality or need for cardiac transplantation are presence of 

intramyocardial viral genomes, biventricular dysfunction, pulmonary 

capillary wedge pressure ≥15 mm Hg, echocardiographic evidence of 

myocardial fibrosis, and histopathology reflecting lymphocytic, giant 

cell, or granulomatous etiologies of myocarditis [33]. Treatment requiring 

biopsy-proven myocarditis is an important limitation in considering the 

accuracy of a FM diagnosis. 

Until recently, it was believed that mortality in patients with FM was 

paradoxically lower than that in acute nonfulminant myocarditis [2, 16, 

34]. Previous studies suggested that patients with FM had more rapid 

recovery of LVEF with less likelihood of long-term dysfunction and 

mortality than those with the nonfulminant type [2, 16, 28].   However, 

more recent and larger studies indicate that FM is associated with overall 

worse outcomes: lower post-hospital LVEF, higher in-hospital mortality, 

and more frequent cardiac transplantation [1, 3, 35]. In addition, a recent 

registry of over 400 patients that included both acute FM and 

nonfulminant myocarditis revealed a trend of worse outcomes in those 

with FM [1, 35]. 

Summary 

FM is a rare, severe form of myocarditis.  The presentation is a 

characteristic, acute onset of severe heart failure and malignant 

ventricular arrhythmias commonly preceded by a viral prodrome.  

Diagnosis is based on biomarkers and cardiac imaging, but 

endomyocardial biopsy remains the primary method for documentation. 

Acute hemodynamic impairment and malignant arrhythmias are managed 

by current pharmacologic and interventional methods and the role of 

immunosuppressive agents remains unclear.  

Disclosures 

The authors have no conflicts of interest to disclose. 

References 

1. Ammirati E, Cipriani M, Lilliu M, et al. (2017) Survival and 

left ventricular function changes in fulminant versus 

nonfulminant acute myocarditis. Circulation.136:529–545 

2. McCarthy RE III, Kasper EK, Hare JM, et al. (2000) Long-term 

outcome of fulminant myocarditis as compared with acute 

(nonfulminant) myocarditis. N Engl J Med.342:690–695. 

3. Sharma AN, Stultz JR, Bellamkonda N, et al. (2019) Fulminant 

Myocarditis: Epidemiology, Pathogenesis, Diagnosis, and 

Management. Am J Cardiol.124:1954-1960. 

4. Vos T, Barber RM, Bell B, et al. (2015) Global, regional, and 

national incidence, prevalence, and years lived with disability 

for 301 acute and chronic diseases and injuries in 188 countries, 

1990- 2013: a systematic analysis for the Global Burden of 

Disease Study 2013. Lancet.386:743–800. 

5. Kyto V, Saraste A, Voipio-Pulkki LM, et al. (2007) Incidence 

of fatal myocarditis: a population-based study in Finland. Am J 

Epidemiol.165:570–574. 

6. Dennert R, Crijns HJ, Heymans S. (2008) Acute viral 

myocarditis. Eur Heart J.29:2073–2082. 

7. Pankuweit S, Moll R, Baandrup U, et al. (2003) Prevalence of 

the parvovirus B19 genome in endomyocardial biopsy 

specimens. Hum Pathol.34:497–503. 

8. Gupta S, Markham DW, Drazner MH, et al. (2008) Fulminant 

myocarditis. Nat Clin Pract Cardiovasc Med. 5:693–706. 

9. Kuhl U, Pauschinger M, Noutsias M, et al.( 2005) High 

prevalence of viral genomes and multiple viral infections in the 

myocardium of adults with “idiopathic” left ventricular 

dysfunction. Circulation.111:887–893. 

10. Kindermann  I,  Kindermann  M,  Kandolf  R, et al. (2008) 

Predictors of  outcome  in  patients with suspected myocarditis. 

Circulation. 118:639–648. 

11. Brambatti M, Matassini MV, et al. (2017) Eosinophilic 

Myocarditis: Characteristics, Treatment, and Outcomes. J Am 

Coll Cardiol. 70: 2363-2375.   

12. Hare JM, Baughman KL. (2001) Fulminant and acute 

lymphocytic myocarditis: the prognostic value of 

clinicopathological classification. Eur Heart J.22:269–270. 

13. Litovsky SH, Burke AP, Virmani R. (1996) Giant cell 

myocarditis: an entity distinct from sarcoidosis characterized by 

multiphasic myocyte destruction by cytotoxic T cells and 

histiocytic giant cells. Mod Pathol.9:1126–1134. 

14. Ammirati E, Stucchi M, Brambatti, et al. (2015) Eosinophilic 

myocarditis: a paraneoplastic event. Lancet. 385: 2546.   

15. Lieberman EB, Hutchins GM, Herskowitz A, et al. (1991) 

Clinicopathologic description of myocarditis. J Am Coll 

Cardiol.18:1617–1626. 

16. Felker GM, Boehmer JP, Hruban RH, et al. (2000) 

Echocardiographic findings in fulminant and acute myocarditis. 

J Am Coll Cardiol.36:227–232. 

17. Caforio ALP, Pankuweit S, Arbustini E, et al. (2013) Current 

state of knowledge on aetiology, diagnosis, management, and 

therapy of myocarditis: a position statement of the European 

Society of Cardiology Working Group on Myocardial and 

Pericardial Diseases. Eur Heart J.34:2636–2648. 

18. Smith SC, Ladenson JH, Mason JW, et al. (1997) Elevations of 

cardiac troponin I associated with myocarditis. 

Circulation.95:163–168. 

19. Lurz P, Eitel I, Adam J, et al. (2012) Diagnostic performance of 

CMR imaging compared with EMB in patients with suspected 

myocarditis. JACC Cardiovasc Imaging. 5:513–524. 

20. Friedrich MG, Sechtem U, Schulz-Menger J,et al. (2009) 

Cardiovascular magnetic resonance in myocarditis: a JACC 

white paper. J Am Coll Cardiol.53:1475–1487. 

21. Ammirati E, Moroni F, Sormani P, et al. (2017) Quantitative 

changes in late gadolinium enhancement at cardiac magnetic 

resonance in the early phase of acute myocarditis. Int J 

Cardiol.231:216–221. 

22. Luetkens JA, Homsi R, Dabir D, et al. (2016) Comprehensive 

cardiac magnetic resonance for short-term follow-up in acute 

myocarditis. J Am Heart Assoc.5:e003603.                                               

23. Caforio ALP, Calabrese F, Angelini A, et al. (2007) A 

prospective study of biopsy proven myocarditis: prognostic 

relevance of clinical and aetiopathogenetic features at 

diagnosis. Eur Heart J.28:1326–1333. 

24. Fung G, Luo H, Qiu Y, et al. (2016) Myocarditis. Circ 

Res.118:496–514.  

25. Yancy CW, Jessup M, Bozkurt B, et al. (2017) 2017 

ACC/AHA/HFSA focused update of the 2013 ACCF/AHA 

Guideline for the Management of Heart Failure: a report of the 

American College of Cardiology/American Heart Association 

Task Force on Clinical Practice Guidelines and the Heart 

Failure Society of Amer. J Am Coll Cardiol.70:776–803. 

26. Veronese G, Ammirati E, Cipriani M, et al. (2018) Fulminant 

myocarditis: Characteristics, treatment, and outcomes. Anatol J 

Cardiol. 19: 279-286 

27. Ammirati E, Oliva F, Belli O, et al. (2016) Giant cell 

myocarditis successfully treated with antithymocyte globuline 

and extracorporeal membrane oxygenation for 21 days. J 

Cardiovasc Med (Hagerstown). 17: e151-153   

28. Asaumi Y, Yasuda S, Morii I, et al. (2005) Favourable clinical 

outcome in patients with cardiogenic shock due to fulminant 

https://www.ahajournals.org/doi/abs/10.1161/circulationaha.117.026386
https://www.ahajournals.org/doi/abs/10.1161/circulationaha.117.026386
https://www.ahajournals.org/doi/abs/10.1161/circulationaha.117.026386
https://www.nejm.org/doi/full/10.1056/nejm200003093421003
https://www.nejm.org/doi/full/10.1056/nejm200003093421003
https://www.nejm.org/doi/full/10.1056/nejm200003093421003
https://www.jstage.jst.go.jp/article/internalmedicine/advpub/0/advpub_4950-20/_article/-char/ja/
https://www.jstage.jst.go.jp/article/internalmedicine/advpub/0/advpub_4950-20/_article/-char/ja/
https://www.jstage.jst.go.jp/article/internalmedicine/advpub/0/advpub_4950-20/_article/-char/ja/
https://pubmed.ncbi.nlm.nih.gov/26063472/
https://pubmed.ncbi.nlm.nih.gov/26063472/
https://pubmed.ncbi.nlm.nih.gov/26063472/
https://pubmed.ncbi.nlm.nih.gov/26063472/
https://pubmed.ncbi.nlm.nih.gov/26063472/
https://academic.oup.com/aje/article-abstract/165/5/570/67614
https://academic.oup.com/aje/article-abstract/165/5/570/67614
https://academic.oup.com/aje/article-abstract/165/5/570/67614
https://academic.oup.com/eurheartj/article-abstract/29/17/2073/577040
https://academic.oup.com/eurheartj/article-abstract/29/17/2073/577040
https://www.sciencedirect.com/science/article/pii/S0046817703000789
https://www.sciencedirect.com/science/article/pii/S0046817703000789
https://www.sciencedirect.com/science/article/pii/S0046817703000789
https://www.nature.com/articles/ncpcardio1331
https://www.nature.com/articles/ncpcardio1331
https://www.ahajournals.org/doi/abs/10.1161/01.cir.0000155616.07901.35
https://www.ahajournals.org/doi/abs/10.1161/01.cir.0000155616.07901.35
https://www.ahajournals.org/doi/abs/10.1161/01.cir.0000155616.07901.35
https://www.ahajournals.org/doi/abs/10.1161/01.cir.0000155616.07901.35
https://www.researchgate.net/profile/Ingrid-Kindermann/publication/51418982_Predictors_of_Outcome_in_Patients_With_Suspected_Myocarditis/links/5cd427fd92851c4eab8decad/Predictors-of-Outcome-in-Patients-With-Suspected-Myocarditis.pdf
https://www.researchgate.net/profile/Ingrid-Kindermann/publication/51418982_Predictors_of_Outcome_in_Patients_With_Suspected_Myocarditis/links/5cd427fd92851c4eab8decad/Predictors-of-Outcome-in-Patients-With-Suspected-Myocarditis.pdf
https://www.researchgate.net/profile/Ingrid-Kindermann/publication/51418982_Predictors_of_Outcome_in_Patients_With_Suspected_Myocarditis/links/5cd427fd92851c4eab8decad/Predictors-of-Outcome-in-Patients-With-Suspected-Myocarditis.pdf
https://www.jacc.org/doi/abs/10.1016/j.jacc.2017.09.023
https://www.jacc.org/doi/abs/10.1016/j.jacc.2017.09.023
https://www.jacc.org/doi/abs/10.1016/j.jacc.2017.09.023
https://academic.oup.com/eurheartj/article-abstract/22/4/269/489104
https://academic.oup.com/eurheartj/article-abstract/22/4/269/489104
https://academic.oup.com/eurheartj/article-abstract/22/4/269/489104
https://europepmc.org/article/med/8972471
https://europepmc.org/article/med/8972471
https://europepmc.org/article/med/8972471
https://europepmc.org/article/med/8972471
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(15)60903-5/fulltext
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(15)60903-5/fulltext
https://www.jacc.org/doi/abs/10.1016/0735-1097(91)90493-S
https://www.jacc.org/doi/abs/10.1016/0735-1097(91)90493-S
https://www.jacc.org/doi/abs/10.1016/0735-1097(91)90493-S
https://www.jacc.org/doi/abs/10.1016/S0735-1097(00)00690-2
https://www.jacc.org/doi/abs/10.1016/S0735-1097(00)00690-2
https://www.jacc.org/doi/abs/10.1016/S0735-1097(00)00690-2
https://academic.oup.com/eurheartj/article-abstract/34/33/2636/408735
https://academic.oup.com/eurheartj/article-abstract/34/33/2636/408735
https://academic.oup.com/eurheartj/article-abstract/34/33/2636/408735
https://academic.oup.com/eurheartj/article-abstract/34/33/2636/408735
https://academic.oup.com/eurheartj/article-abstract/34/33/2636/408735
https://www.ahajournals.org/doi/abs/10.1161/01.cir.95.1.163
https://www.ahajournals.org/doi/abs/10.1161/01.cir.95.1.163
https://www.ahajournals.org/doi/abs/10.1161/01.cir.95.1.163
https://www.jacc.org/doi/abs/10.1016/j.jcmg.2011.11.022
https://www.jacc.org/doi/abs/10.1016/j.jcmg.2011.11.022
https://www.jacc.org/doi/abs/10.1016/j.jcmg.2011.11.022
https://www.jacc.org/doi/abs/10.1016/j.jacc.2009.02.007
https://www.jacc.org/doi/abs/10.1016/j.jacc.2009.02.007
https://www.jacc.org/doi/abs/10.1016/j.jacc.2009.02.007
https://www.sciencedirect.com/science/article/pii/S0167527316322501
https://www.sciencedirect.com/science/article/pii/S0167527316322501
https://www.sciencedirect.com/science/article/pii/S0167527316322501
https://www.sciencedirect.com/science/article/pii/S0167527316322501
https://www.ahajournals.org/doi/abs/10.1161/JAHA.116.003603
https://www.ahajournals.org/doi/abs/10.1161/JAHA.116.003603
https://www.ahajournals.org/doi/abs/10.1161/JAHA.116.003603
https://academic.oup.com/eurheartj/article-abstract/28/11/1326/2887425
https://academic.oup.com/eurheartj/article-abstract/28/11/1326/2887425
https://academic.oup.com/eurheartj/article-abstract/28/11/1326/2887425
https://academic.oup.com/eurheartj/article-abstract/28/11/1326/2887425
https://www.ahajournals.org/doi/10.1161/CIRCRESAHA.115.306573
https://www.ahajournals.org/doi/10.1161/CIRCRESAHA.115.306573
https://www.jacc.org/doi/abs/10.1016/j.jacc.2017.04.025
https://www.jacc.org/doi/abs/10.1016/j.jacc.2017.04.025
https://www.jacc.org/doi/abs/10.1016/j.jacc.2017.04.025
https://www.jacc.org/doi/abs/10.1016/j.jacc.2017.04.025
https://www.jacc.org/doi/abs/10.1016/j.jacc.2017.04.025
https://www.jacc.org/doi/abs/10.1016/j.jacc.2017.04.025
https://www.ncbi.nlm.nih.gov/pmc/articles/pmc5998855/
https://www.ncbi.nlm.nih.gov/pmc/articles/pmc5998855/
https://www.ncbi.nlm.nih.gov/pmc/articles/pmc5998855/
https://journals.lww.com/jcardiovascularmedicine/fulltext/2016/12002/Giant_cell_myocarditis_successfully_treated_with.18.aspx
https://journals.lww.com/jcardiovascularmedicine/fulltext/2016/12002/Giant_cell_myocarditis_successfully_treated_with.18.aspx
https://journals.lww.com/jcardiovascularmedicine/fulltext/2016/12002/Giant_cell_myocarditis_successfully_treated_with.18.aspx
https://journals.lww.com/jcardiovascularmedicine/fulltext/2016/12002/Giant_cell_myocarditis_successfully_treated_with.18.aspx
https://pubmed.ncbi.nlm.nih.gov/16014643/
https://pubmed.ncbi.nlm.nih.gov/16014643/


Cardiology Research and Reports                                                                                                                                                                       Copy rights@ Ezra A. Amsterdam 
 

 
Auctores Publishing – Volume 3(3)-022 www.auctoresonline.org  

ISSN: 2692-9759   Page 4 of 4 

myocarditis supported by percutaneous extracorporeal 

membrane oxygenation. Eur Heart J. 26:2185–2192. 

29. Patel AD, Lowes B, Chamsi-Pasha MA, et al. (2019) Sirolimus 

for recurrent giant cell myocarditis after heart transplantation: a 

unique therapeutic strategy. Am J Ther.26:600-603. 

30. Isogai T, Yasunaga H, Matsui H, et al.  (2015) Effect of 

intravenous immunoglobulin for fulminant myocarditis on in-

hospital mortality: propensity score analyses. J Card Fail.21: 

391–397. 

31. Kato S, Morimoto SI, Hiramitsu S, et al. (2007) Successful 

high-dose intravenous immunoglobulin therapy for a patient 

with fulminant myocarditis. Heart Vessels.22:48–51. 

32. Goland S, Czer LSC, Siegel RJ, et al. (2008) Intravenous 

immunoglobulin treatment for acute fulminant inflammatory 

cardiomyopathy: series of six patients and review of literature. 

Can J Cardiol.24:571–574. 

33. Grun S, Schumm J, Greulich S, et al. (2012) Long-term follow-

up of biopsy-proven viral myocarditis: predictors of mortality 

and incomplete recovery. J Am Coll Cardiol.59:1604–1615. 

34. H'ekimian G, Jovanovic T, Br'echot N, et al. (2018) When the 

heart gets the flu: fulminant influenza B myocarditis: a case-

series report and review of the literature. J Crit Care. 47:61–64. 

35. Ammirati E, Cipriani M, Moro C, et al. (2018) Clinical 

presentation and outcome in a contemporary cohort of patients 

with acute myocarditis multicenter Lombardy registry. 

Circulation. 138:1088–1099.

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 This work is licensed under Creative    
   Commons Attribution 4.0 License 
 

 

To Submit Your Article Click Here: Submit Manuscript 

 

DOI: 10.31579/2692-9759/022

 

Ready to submit your research? Choose Auctores and benefit from:  
 

 fast, convenient online submission 
 rigorous peer review by experienced research in your field  
 rapid publication on acceptance  
 authors retain copyrights 
 unique DOI for all articles 
 immediate, unrestricted online access 

 

At Auctores, research is always in progress. 
 
Learn more www.auctoresonline.org/journals/cardiology-research-and-
reports 

https://pubmed.ncbi.nlm.nih.gov/16014643/
https://pubmed.ncbi.nlm.nih.gov/16014643/
https://journals.lww.com/americantherapeutics/fulltext/2019/10000/sirolimus_for_recurrent_giant_cell_myocarditis.6.aspx
https://journals.lww.com/americantherapeutics/fulltext/2019/10000/sirolimus_for_recurrent_giant_cell_myocarditis.6.aspx
https://journals.lww.com/americantherapeutics/fulltext/2019/10000/sirolimus_for_recurrent_giant_cell_myocarditis.6.aspx
https://www.sciencedirect.com/science/article/pii/S107191641500024X
https://www.sciencedirect.com/science/article/pii/S107191641500024X
https://www.sciencedirect.com/science/article/pii/S107191641500024X
https://www.sciencedirect.com/science/article/pii/S107191641500024X
https://link.springer.com/content/pdf/10.1007/s00380-006-0923-3.pdf
https://link.springer.com/content/pdf/10.1007/s00380-006-0923-3.pdf
https://link.springer.com/content/pdf/10.1007/s00380-006-0923-3.pdf
https://www.sciencedirect.com/science/article/pii/S0828282X0870638X
https://www.sciencedirect.com/science/article/pii/S0828282X0870638X
https://www.sciencedirect.com/science/article/pii/S0828282X0870638X
https://www.sciencedirect.com/science/article/pii/S0828282X0870638X
https://www.jacc.org/doi/abs/10.1016/j.jacc.2012.01.007
https://www.jacc.org/doi/abs/10.1016/j.jacc.2012.01.007
https://www.jacc.org/doi/abs/10.1016/j.jacc.2012.01.007
https://www.sciencedirect.com/science/article/pii/S0883944118303174
https://www.sciencedirect.com/science/article/pii/S0883944118303174
https://www.sciencedirect.com/science/article/pii/S0883944118303174
https://www.ahajournals.org/doi/abs/10.1161/CIRCULATIONAHA.118.035319
https://www.ahajournals.org/doi/abs/10.1161/CIRCULATIONAHA.118.035319
https://www.ahajournals.org/doi/abs/10.1161/CIRCULATIONAHA.118.035319
https://www.ahajournals.org/doi/abs/10.1161/CIRCULATIONAHA.118.035319
file:///C:/C/Users/web/AppData/Local/Adobe/InDesign/Version%2010.0/en_US/Caches/InDesign%20ClipboardScrap1.pdf
https://www.auctoresonline.org/manuscript

