
Dear Editor
In emergency department, physicians can diagnose pulse-
less electrical activity, asystole, pericardial effusions, is-
chemic heart disease, wall motion abnormalities, valvular 
cardiac disease  volume status or global cardiac function. 
These can be achieved by electrocardiography (ECG) or 
bedside cardiac ultrasonography method. But these two 
methods are not always sufficient to explain the under-
lying pathologies which can mimick acute coronary syn-
drome (ACS) such as acute cholecystitis, biliary colic and 
acute pancreatitis. 
Heart related diseases are not the unique reason of patho-
logical ECG findings and elevated troponins. Patients 
with chest pain, ECG and cardiac troponins are two wide-
ly validated rules for diagnosing of ACS. In patients with 
normal ECG, cardiac troponins with high sensitivity and 
specificity can be applied to rule out ACS (1). The eleva-
tion of troponin levels in non-ischemic cardiac conditions 
may lead to a misclassification of patients. ACS is a poten-
tially fatal condition and also anticoagulation is associated 
with the risk of major bleeding, so the false diagnosis can 
be mortal. The unnecessary thrombolytic treatment and 

invasive interventions had been previously reported in pa-
tients with cholecystitis and pancreatitis (2).
The signs and symptoms of gallbladder and heart disease 
may overlap, making diagnosis difficult. Patients with 
acute gallbladder disease or acute pancreatitis could have 
retrosternal pain, nausea and dyspnea resemble with ACS. 
On clinical examination, it may often be difficult to de-
termine right upper quadrant tenderness from chest pain 
(3). In addition to clinical similarity, these pathologies 
can also mimick ACS in patients with normal coronary 
arteries in terms of cardiac biomarkers and ECG findings 
due to cardiobiliary reflex (1). A vagally mediated cardio-
biliary reflex is the presumed cause of ECG abnormalities 
and increased cardiac troponin levels. It has been men-
tioned that acute cholecystitis might be the sole reason 
of ischemic ECG changes in a patient with no underlying 
cardiac disease (4). Also, it was shown that more than 50% 
of the patients with acute pancreatitis had ECG abnor-
malities and some of these changes are suggesting an ACS. 
In acute pancreatitis, pancreatic proteolytic enzymes such 
as trypsin may have resulted in direct injury to the peri-
cardium or myocyte membrane leading to changes in cell 
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Abstract
In emergency department, physicians can diagnose pulseless electrical activity, asystole, 
pericardial effusions, ischemic heart disease, wall motion abnormalities, valvular cardiac 
disease volume status or global cardiac function evaluating with electrocardiographic 
findings or using bedside cardiac ultrasonography. But these two methods are not always 
sufficient to explain the underlying another pathologies such as pancreatitis and acute 
cholecystitis which can mimick acute cardiac events. Patients who are followed up with a 
preliminary diagnosis of acute coronary syndrome in the emergency department, might 
have underlying biliary or pancreatic pathologies, or even more, these might be the sole 
reason of the clinical picture. So bedside abdomen ultrasonography and liver enzymes 
may be requested in all patients with suspected cardiac pathology with a normal cardiac 
ultrasonography when a patient presented with acute chest or abdominal pain. Physicians 
must be aware for coexisting pathophysiologies and take into account the differential 
diagnosis of all life-threatening causes such as cardiac ischemia or acute abdominal 
situations. So the diagnostic tests for gallbladder pathology could be added to cardiac 
ultrasonography.
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permeability with possible necrosis and electrical changes 
seen on ECG such as T wave inversion, ST segment de-
pression or ST segment elevation (5,6).
Both acute pancreatitis and acute cholecystitis with gall-
bladder distension are clinical disorders which could be 
a reason of the increased troponin I level (2,5). Although 
elevated troponin levels in acute cholecystitis are mainly 
due to cardiobiliary reflex, myocardial stunning, a direct 
cardiac toxic effect by pancreatic proteolytic enzymes, 
electrolyte abnormalities and coronary vasospasm might 
be other reasons for elevation of cardiac biomarkers in 
acute pancreatitis (5). So we strongly believe that, patients 
who are followed up with a preliminary diagnosis of ACS 
in the emergency department, might have underlying bil-
iary pathologies, or even more, this might be the one and 
only reason of the clinical picture. So beside abdomen ul-
trasonography and liver enzymes may be requested in all 
patients with suspected cardiac pathology with a normal 
cardiac ultrasonography. 
In conclusion, when a patient presented to emergency de-
partment with acute chest or abdominal pain, the diag-
nostic tests for gallbladder pathology should be added to 
cardiac ultrasonography. 
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