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Abstract
Heart failure is a disease that may present with various presentations depending on different etiologi-
cal factors. External pressure on the heart is one of  the rare causes that can cause heart failure. Here, 
we presented a 73-year-old female patient with inoperable endometrial cancer who developed heart 
failure due to hiatal hernia compression.
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Introduction

Hypotension is defined as a blood pressure 
less than 90/60 mmHg. Its etiology includes 
anaphylaxis, cardiac tamponade, right heart 
failure, hemorrhage, dehydration, shock, adrenal 
insufficiency, life-threatening arrhythmias, tension 
pneumothorax, and pulmonary embolism. Mass, 
lymph node, or hiatal hernia, which can cause 
heart failure by external pressure on the heart, 
are less common causes. Hiatal hernia is the 
herniation of  organs in the abdominal cavity 
to the supradiaphragmatic region through the 
esophagus’s transition point in the diaphragm. It 
appears more frequently age-dependent as a result 
of  abrasions due to phrenoesophageal membrane 
degeneration.1 

Case Report

The 73-years-old patient, who was followed up 
in the palliative inpatient clinic with the diagnosis 
of inoperable endometrial cancer, was evaluated 
with low blood pressure despite fluid replacement 
and inotropic therapy. In the physical examina-
tion, the patient had a blood pressure of 80/50 
mmHg, pulse 90 beats/min, respiratory rate 15/
min, fever 97.3 F. Chest auscultation was compa-
tible with decreased sounds in lung bases, heart 
sounds were normal, there were no pathological 
or additional sounds. Peripheral edema was not 
observed in the patient, and there was a small 
amount of hemorrhagic vaginal discharge that 
was observed intermittently. In the differential 
diagnosis, C-reactive protein level was 18 mg/L, 
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hemoglobin level was 12.4 g/dL , and no decre-
ase was observed during the follow-up. In the 
examinations requested for adrenal insufficiency, 
cortisol, blood glucose, sodium, potassium levels 
were 34 mg/dL, 79 mg/dL, 141 mmol/L, and 3.5 
mEq/L, respectively. Thyroid functions were wit-
hin normal limits (fT3: 1.3 pg/mL and fT4: 0.7 
ng/dL). A mass compressing the heart was obser-

ved with a transthoracic echocardiogram. A hi-
atus hernia compressing the heart was observed 
in thorax computed tomography (Figure 1). Na-
sogastric decompression was recommended for 
a general surgery consultation. After nasogastric 
decompression, the patient’s inotropic therapy 
requirement was decreased and discontinued du-
ring the follow-up. The echocardiographic review 
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showed regressed compression findings, and int-
racardiac filling pressures were within normal li-
mits (Figure 2 and 3). The patient’s clinical findin-
gs improved, and improvement was confirmed by 
echocardiographic examination, and vital measu-
rements reached normal values. Our patient, who-
se general well-being continued in the following 
days, was discharged with recommendations. 

Discussion

The patient, who had treatment-resistant 
hypotension, was shown objectively by the 
hiatus hernia’s compression by tomography scan 
and transthoracic echocardiographic evaluation 
and was successfully treated with nasogastric 
decompression. The definitive diagnosis of hiatal 
hernia, whose incidence increases with age, can 
be diagnosed with barium imaging as well as 
computed tomography. Although treatment is 
surgical, conservative approaches such as eating 
less, not sleeping on a full stomach, sleeping with a 
few pillows are also included. Even though they are 
generally asymptomatic, larger ones may present 
with different clinics.2 Adrenal insufficiency 
was not considered in the differential diagnosis 
of treatment-resistant hypotension in our patient 
since concurrent hyperkalemia, hyponatremia, 
hypoglycemia was not present, and cortisol levels 
were within normal limits. Thyroid function 
tests were within normal limits. Despite a mild 
C-reactive protein elevation (18 mg/dL), sepsis 
was not considered because there were no 
accompanying findings such as leukocytosis/
leukopenia, hyperthermia/hypothermia, and 
hypoxemia. In the follow-up of the patient, 
there was no hemoglobin decrease or any 
bleeding findings. No symptoms such as nausea, 
vomiting, diarrhea, or using antihypertensive or 
diuretics therapy suggest hypovolemia. There 

was no dyspnea or urticarial rash suggestive of 
anaphylaxis. In another case report3, dyspnea at 
exertion was reported, but our patient had no effort 
dyspnea. Though in a published case4, arrhythmia 
and acute heart failure was reported during the 
follow-up, our patient also did not represent any 
finding considering arrhythmia, but she had 
pyrosis and early satiety symptoms. In another 
case5, ST-T changes were reported in ECG, which 
is not valid for our patient. Considering these 
rarely reported clinical findings in the literature, 
it is important to reveal the etiological factors to 
initiate effective treatment earlier.
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