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Abstract: A 14 years old, 6 kg, mix-breed male dog with severe azotemia due to urinary bladder
herniation was presented to our Veterinary Teaching Hospital (VTH). Electrocardiography revealed
normal heart rate of 100 bpm, evidence of sinus respiratory arrhythmia (SRA) and frequent second
degree atrio-ventricular block following peak inspiratory phase suggestive of vagally-induced atrio-
ventricular conduction delay. Echocardiographic examination showed mild mitral regurgitation
without any other cardiac changes, and systolic (SAP) and diastolic (DAP) blood pressure values
were 185/90 mmHg (SAP/DAP). Cardiac troponin I (cTnI) was increased to 7.3 ng/mL, suggesting a
myocardial injury. A Holter examination revealed evidence of overall decrease in heart rate variability
with evidence of sympathetic overdrive on time and frequency domain as well as when the non-linear
Poincaré plot was analyzed. Based on the author’s knowledge, this is the first report of a second
degree atrio-ventricular block associated with vagal activity in a dog, with evidence of sympathetic
overdrive and severe azotemia.

Keywords: arrhythmia; autonomic nervous system; canine; electrocardiography; heart rate variability

1. Introduction

Respiratory-associated atrio-ventricular (AV) block is a very rare finding and only
a few cases have been described in human medicine [1–3]. Second degree AV block is
characterized by an intermittent interruption of atrio-ventricular conduction and can be
classified as physiologic, during situations of high vagal tone, or pathologic, resulting
from degenerative, inflammatory or neoplastic processes [4]. Vagally mediated AV block is
defined as a paroxysmal first, second or third degree block preceded or associated with
slowing of the sinus rate [5] and is most likely to be reflex induced in origin, mediated
by vagal effects on both the sinus and AV node [6]. In this paper, we present a case of
second-degree AV block associated with the respiratory phase in a dog with azotemia due
to urinary bladder herniation and evidence of myocardial injury. One of the first reports in
human medicine of respiratory-associated second-degree AV block hypothesized that the
vagal activity varying with respiration, inhibiting the atrio-ventricular conduction, could be
the responsible mechanism for this conduction abnormality [1]. However, to the best of the
author’s knowledge, this association was not reported in veterinary medicine. Therefore,
the aim of this report is to describe the clinical findings of a dog with azotemia secondary to
urinary bladder herniation, evidence of sympathetic overdrive and respiratory-associated
second-degree AV block and to speculate on the underlying mechanism.

2. Case Description

A 14 years old, 6 kg, mix-breed male dog was presented to our VTH for apathy and
loss of appetite for several days. The dog was previously diagnosed with a perianal mass
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suspected to be an intestinal loop or urinary bladder herniation. At the time of presentation,
the dog was unable to stand and was unresponsive. Physical examination revealed normal
body condition score, pink mucosal membranes and capillary refilling time < 2 s. Inspection
of the thorax revealed normal respiratory pattern, auscultation revealed normal respiratory
sounds and the respiratory rate was 13 breaths per minute. Cardiac auscultation revealed a
II/VI low intensity holosystolic murmur with left apical point of maximal intensity, with
a rate of 100 beats per minute. No therapy was administered prior to presentation in
our clinic.

Based on the clinical findings, the dog was subjected to blood analysis, ultrasonog-
raphy and complete cardiologic examination. Written consent for all procedures was
obtained from the owner. Blood analyses revealed increased blood urea nitrogen (BUN)
(>180 mg/dL, normal ranges 7–25 mg/dL), increased creatinine (12.7 mg/dL, normal
ranges 0.3–1.4 mg/dL), low albumin (2.4 g/dL, normal ranges 2.5–4.4 g/dL), low total
calcium (7.9 mg/dL, normal ranges 8.6–11.8 mg/dL) and increased potassium (6.1 mmol/L,
normal ranges 3.6–5.8 mmol/L). Alkaline phosphatase, alanine aminotransferase, blood
glucose and total protein were within normal ranges. Complete blood count revealed
mildly increased number of neutrophils (12.23 × 103/µL, normal ranges 3–12 × 103/µL),
decreased number of RBC (3.92 × 106/µL, normal ranges 5.5–8.5 × 106/µL), decreased
hemoglobin (8.1 g/dL, normal ranges 12–18 g/dL) and low hematocrit (28%, normal ranges
37–55%). Analysis of cardiac biomarkers showed markedly increased cTnI (7.3 ng/mL,
normal < 0.03 ng/mL) and normal brain natriuretic peptide (NTproBNP) (530 pmol/L,
normal < 900 pmol/L).

The blood pressure was measured with an oscillometric device (VET HDO, S + B medVet,
Babenhausen, Germany) using a C1 size cuff from the tail and the mean of five measure-
ments was 185/90 mmHg (SAP/DAP).

Ultrasound focused examination revealed an anechoic thin-walled structure with
a small quantity of free fluid around it, localized in the perianal region confirming the
herniation of the urinary bladder. This structure was punctured under ultrasonographic
guidance and 300 mL of dark yellow fluid consistent with urine was removed.

Furthermore, the dog was subjected to a cardiologic examination consisting of a 5 min
6-lead electrocardiography with overlapped respiratory curve recorded through an air-
flow sensor placed 1 cm in front of the nostrils (PolySpectrum 8E/X, Ivanovo, Russia)
and a trans-thoracic echocardiography (Logiq V5 General Electric Medical System, Wuxi,
China) from both right and left parasternal views, as previously described [7]. No therapy
was administered at the time of cardiologic examination. Electrocardiography revealed
a predominant sinus rhythm with evidence of sinus respiratory arrhythmia showing the
gradual increase and decrease of heart rate associated with the respiratory cycle, with a
heart rate of 100 bpm, presence of wandering pacemaker and a mean electrical axis of 83◦.
The electrocardiographic measurements were within normal ranges. During the 5-min
recording, there were 46 AV blocks following the peak-inspiration with a delay mean time
from the end of the inspiratory peak to the onset of the blocked P-wave of 681 milliseconds
(minimum time-142 ms; maximum time-1020 ms), as presented in Figure 1.

The respiratory second-degree Mobitz type II non-advanced 2:1 associated AV block
was constant, repetitive and did not show a PQ interval prolongation prior to the blocked
P-wave. However, there was a P–P interval prolongation before and after the block occur-
rence (Figure 2).

Echocardiography showed a normal aspect of all the atrio-ventricular and arterial
leaflets, with a mild regurgitating jet over the mitral valve with a maximum velocity of
2.8 m/s. The left atrium to aorta ratio was 1.26 (normal < 1.6) [8], and the LA antero-
posterior diameter was 1.97 (normal 1.87–2.81) [9]. The dimension of the left ventricle in
systole and diastole indexed to body-weight were 0.62 (normal 0.71–1.26) and 1.43 (normal
ranges 1.27–1.85), respectively. The interventricular septum and posterior wall in diastole
indexed to BW were 0.42 (normal ranges 0.29–0.59) and 0.46 (normal ranges 0.29–0.6) [10],
respectively, and the shortening fraction of the LV calculated by the Teicholz formula was
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54.7%. Spectral Doppler interrogation of the aortic and pulmonary flows revealed a laminar
aspect with normal maximum velocities (0.97 m/s for the pulmonary artery flow and
1.1 m/s for the aortic flow).
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Figure 2. Capture of the electrocardiogram in lead II of a dog with severe azotemia. The fourth
P-wave is blocked and no associated QRS complex is visible. There is no evidence of PR interval
prolongation before the blocked P-wave, however, a P–P prolongation is present prior and after the
occurrence of the bock. This may be indicative of the vagal activity on the sinus node, decreasing the
atrial rate after inspiration phase; calibration 10 mm/mV, 50 mm/s.

Considering the blood creatinine concentration and the hypertensive status, the dog
was classified as having chronic kidney disease (CKD) Stage 4, according to the IRIS
staging [11]. The patient was admitted to the intensive care unit for stabilization and
monitoring prior to the surgical repair of the hernia. The assigned therapy consisted of:
30 mL Ringer Lactate solution IV; Pantoprazole (1 mg/kg IV); Amoxicillin (15 mg/kg IM);
Buprenorphine (0.02 mg/kg IV). The owner consented to a Holter monitoring during this
time. The dog did not respond to therapy therefore a worsening of general status and level
of consciousness were observed.

A Holter monitoring system was installed and recorded for 4 h and 30 min until the
dog developed two generalized epileptiform seizures, suspected to be induced by azotemia.
These were attempted to be managed by administering Diazepam (1 mg/kg IV). Consider-
ing the severe prognosis, the owner requested euthanasia and no necropsy examination
was available.

The analysis of the Holter monitoring revealed a mean heart rate of 90 bpm with a
maximum of 113 bpm and 85 second-degree AV blocks more frequent at the start and the
end of the recording. No other arrhythmias were detected on the Holter monitoring. The
heart rate variability (HRV) analyses from the Holter recoding were performed with a free
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analysis software (Kubios v. 3.5.0, Kupio, Finland) [12] and revealed decreased values of
time domain and frequency domain as shown in Table 1.

Table 1. Time and frequency domain heart rate variability values derived from 4.5 h Holter monitoring
in a dog with kidney failure and reference values.

HRV Measurements Resulted Values Reference Ranges [13]

Time domain
SDNN (ms) 54 208.86 ± 77.1
rMSSD (ms) 46 259 ± 120.17

pNN50% 5.06 71.84 ± 13.96

Frequency domain
LF band (ms2) 212 1501.24 ± 736.32
HF band (ms2) 704 5845.45 ± 2914.20

LF/HF 0.3 0.28 ± 0.11
SDNN, standard deviation of all NN intervals; rMSSD, the root-mean-square of successive R-R interval differences;
pNN50, the difference between consecutive R-R intervals which included the percentage of successive R-R intervals
> 50 ms; LF, low frequency band expressed as units of spectral power; HF, high frequency band expressed as units
of spectral power; LF/HF, low frequency to high frequency ratio.

Similarly, the examination of the non-linear representation of beat-to-beat patterning
expressed through the Poincaré plot revealed a reduced distribution of the consecutive RR
interval coordinates with a torpedo shape [14], without avoidance zone [15] and two lateral
separated clusters represented by the coordinates where the AV block occurred, as shown
in Figure 3.
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Figure 3. Poincaré plot derived from a 4.5 h Holter recording in a dog with severe azotemia. Note
the central cluster lacking avoidance zone and showing a limited distribution among X and Y axes
being stacked between 500 and 800 ms (representing a HR between 75 and 120 bpm); the two lateral
clusters (encircled areas) are represented by RR pairs including the atrio-ventricular block where the
software calculated the previous and following R waves as a “long RR” interval.

Based on the results of the examinations, the clinical diagnosis was urinary bladder
herniation, severe azotemia and suspicion of myocarditis based on the troponin I blood
concentration. In addition, based on the electrocardiographic, Holter recording and heart
rate variability analysis, a vagally induced second-degree AV block and sympathetic
overdrive were associated with the primary clinical diagnosis.

3. Discussion

This case report presents a dog with severe azotemia with evidence of sympathetic
overdrive, myocardial injury and respiratory-associated second-degree AV block.
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It is known that the sinus node is controlled by both sympathetic and parasympathetic
input. During vagal activity the electrocardiographic manifestations include sinus rate
slowing, sinus arrest and various degrees of AV blocks. One of the characteristic ECG
findings of vagally mediated bradycardia is the simultaneous occurrence of AV block
associated with sinus slowing [6]. Furthermore, vagal activation may have disparate
effects on the sinus and AV nodes and may be accompanied by sympathetic overdrive [6].
However, the dog in the present report was also diagnosed with azotemia, which could
represent the main reason for sympathetic overdrive [16].

In humans, kidney disease is associated with a general autonomic nervous system
(ANS) imbalance which may also play a role in sudden cardiac death [17]. Vita et al. demon-
strated in 30 uremic patients that 53% of the patients had autonomic dysfunction, in which
40% was isolated to the parasympathetic limb and 13% had combined parasympathetic and
sympathetic damage [18]. Studies in veterinary medicine have also demonstrated that HRV
is reduced in dogs with kidney failure compared to normal dogs, revealing a sympathetic
overdrive [19,20].

Interestingly, despite the evidence of sympathetic overdrive in this dog, the heart rate
was not increased and respiratory sinus arrhythmia was visible on the electrocardiographic
tracing. Moreover, the evidence of vagal activity is supported by the prolongation of the P–P
interval after the inspiration phase, even during the AV block occurrence. The sympathetic
nervous system increases HR, by decreasing the time to produce an action potential in
the sinus node. The parasympathetic nervous system is its antagonist and decreases
HR, by increasing the time taken to produce an action potential in the phase 4 of sinus
node. Vagal stimulus causes bradycardia, rapid and short duration modulation, controls
rapid responses and increases heart rate variability [21]. This type of sinus automatism is
related to respiratory phases and is called sinus respiratory arrhythmia, which is a periodic
cardiorespiratory phenomenon characterized by heart rate acceleration during inspiration
and heart rate deceleration during exhalation [22] and is usually associated with normal
vagal tone activity [23].

Besides the presence of SRA in this dog, a repetitive second-degree AV block was
present consistently after peak-inspiration. Vagal activation is known to simultaneously
affect both the sinus and atrio-ventricular nodes. The resulting electrocardiographic (ECG)
manifestations can include sinus rate slowing, sinus arrest and varying degrees of AV node
blocks [6].

One study reported two cases of unusual reflex AV block in humans, which were
not preceded by sinus rate decrease, however, in one case the arrhythmia was induced by
stomach and duodenal insufflation during endoscopy, while in the second case it occurred
during an episode of nausea, diaphoresis, retching followed by vomiting and extreme
lightheadedness [6]. The first similar case was recorded in 1947 by Öhnell and Andersson
in a man, describing a blocked beat occurring each respiratory cycle, however the PQ
interval was increasing prior to the AV block [1]. The authors suggested that the underlying
mechanism may be related to the vagal activity varying with respiration inhibiting the atrio-
ventricular conduction. In another case report, a 46 years old woman presented with short
episodes of AV blocks during inspiration which disappeared with the administration of
atropine [3]. Based on the response to atropine, this arrhythmia was suspected to be caused
by a vagal discharge during inspiration. Although, in the present case, this arrhythmia did
not occur after a sinus rate decrease and we did not perform an atropine test because we
suspected a sympathetic overdrive linked to the urologic condition, the association with
the respiratory phase indicates a parasympathetic involvement.

This dog had also increased concentration levels of cardiac troponin I, suggesting
myocardial injury. Experimentally-induced uremic cardiomyopathy in rats has led to
reduced ischemic tolerance and larger myocardial infarctions [24]. These findings are a
consequence of morphological changes in uremic myocardial tissue where the number of
myocardial fiber decreases while their diameter increases, leading to increased oxygen
demand of the uremic cardiomyocyte and a disturbed metabolic compensation during
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hypoxia [25]. In these conditions, the AV block may be explained by inflammation, direct
mechanical compression or fibrosis, or both, resulting in a variable response to steroids [26].
Therefore, these changes of the myocardium may trigger conductions delays, such as
AV blocks. Based on these findings, it is possible that in the present case, the AV node
might have been more prone to autonomic changes due to the myocardial injury exhibiting
vagally-induced conduction abnormalities. However, the effect of uremic cardiomyopathy
on the AV node activity is not yet fully understood. Interestingly, there was evidence
of sympathetic overdrive in the present case which, based on the current knowledge,
should suppress the parasympathetic activity [27]. In a healthy heart, there is a dynamic
relationship between the parasympathetic nervous system (PNS) and the sympathetic
nervous system (SNS). Since these divisions can produce contradictory actions, such as
speeding and slowing the heart, their effect on an organ depends on their current balance
of activity. While the SNS can suppress PNS activity, it can also increase PNS reactivity.
Increased PNS activity may be associated with a decrease, increase or no change in SNS
activity [27]. However, the magnitude of interaction between the two branches of the ANS
is not yet fully understood.

4. Conclusions

To the best of the author’s knowledge, this is the first report of respiratory-associated
second-degree atrio-ventricular block in a dog with azotemia and sympathetic overdrive.

Severe azotemia secondary to urinary tract disorders may induce autonomic nervous
system imbalance. Furthermore, uremic cardiomyopathy may sensitize the nodal tissue
in the heart predisposing it to arrhythmias such as conduction delays. Therefore, these
mechanisms may worsen the clinical state of the patient and should be carefully monitored.

Author Contributions: Conceptualization, R.A.B. and A.C.T.; methodology, R.A.B.; validation, V.V.;
formal analysis, R.A.B.; investigation, R.A.B., A.C.T. and E.I.C.; data curation, R.A.B., A.C.T. and
E.I.C.; writing—original draft preparation, R.A.B. and A.C.T.; writing—review and editing, V.V.;
supervision, V.V.; All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The authors confirm that the ethical policies of the journal,
as noted on the journal’s author guideline page, have been adhered to and that no ethical approval
was required for this particular case report. However, before any medical procedure, the client’s
informed consent was obtained.

Informed Consent Statement: Written informed consent was obtained from the owner of the animal.

Data Availability Statement: The data presented in this study are available in the manuscript.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Oehnell, R.F.; Andersson, B. A-V-block with Wenckebach periods; periodicity related to the respiratory movements. Cardiologia

1947, 12, 316–318. [CrossRef] [PubMed]
2. Katoh, T.; Kinoshita, S.; Ueji, I.; Sasaki, Y.; Tsujimura, Y. Apparent bradycardia-dependent advanced second-degree atrioventricular

block. J. Electrocardiol. 2002, 35, 153–158. [CrossRef] [PubMed]
3. Hoffmann, D.A.; Atamanuk, A.N.; Ruiz, G.A.; Chirife, R.; Tentori, M.C.; Salzberg, S. Symptomatic, Inspiration-Induced

Atrioventricular Block: Treated with Pacemaker Implant. Pacing Clin. Electrophysiol. PACE 2017, 40, 900–903. [CrossRef]
[PubMed]

4. Santilli, R.A.; Perego, M. Electrocardiography of the Dog and Cat; EDRA LSWR: Milano, Italy, 2014.
5. Alboni, P.; Holz, A.; Brignole, M. Vagally mediated atrioventricular block: Pathophysiology and diagnosis. Heart 2013, 99, 904–908.

[CrossRef]
6. Suggs, L.D.; Tonnessen, J.B.; Pavri, B.B. Differential Effects of Vagal Activation on the Sinus and Atrioventricular Nodes: Report

of 2 Cases. JACC Case Rep. 2020, 2, 1748–1752. [CrossRef]
7. Thomas, W.P.; Gaber, C.E.; Jacobs, G.J.; Kaplan, P.M.; Lombard, C.W.; Moise, N.S.; Moses, B.L. Recommendations for standards in

transthoracic two-dimensional echocardiography in the dog and cat. Echocardiography Committee of the Specialty of Cardiology,
American College of Veterinary Internal Medicine. J. Vet. Intern. Med. 1993, 7, 247–252. [CrossRef] [PubMed]

http://doi.org/10.1159/000167034
http://www.ncbi.nlm.nih.gov/pubmed/18903697
http://doi.org/10.1054/jelc.2002.31824
http://www.ncbi.nlm.nih.gov/pubmed/11953916
http://doi.org/10.1111/pace.13035
http://www.ncbi.nlm.nih.gov/pubmed/28155224
http://doi.org/10.1136/heartjnl-2012-303220
http://doi.org/10.1016/j.jaccas.2020.05.085
http://doi.org/10.1111/j.1939-1676.1993.tb01015.x
http://www.ncbi.nlm.nih.gov/pubmed/8246215


Vet. Sci. 2022, 9, 223 7 of 7

8. Boswood, A.; Haggstrom, J.; Gordon, S.G.; Wess, G.; Stepien, R.L.; Oyama, M.A.; Keene, B.W.; Bonagura, J.; MacDonald, K.A.;
Patteson, M.; et al. Effect of Pimobendan in Dogs with Preclinical Myxomatous Mitral Valve Disease and Cardiomegaly: The
EPIC Study-A Randomized Clinical Trial. J. Vet. Intern. Med. Am. Coll. Vet. Intern. Med. 2016, 30, 1765–1779. [CrossRef]

9. Marchesotti, F.; Vezzosi, T.; Tognetti, R.; Marchetti, F.; Patata, V.; Contiero, B.; Zini, E.; Domenech, O. Left atrial anteroposterior
diameter in dogs: Reference interval, allometric scaling, and agreement with the left atrial-to-aortic root ratio. J. Vet. Med. Sci. Jpn.
Soc. Vet. Sci. 2019, 81, 1655–1662. [CrossRef]

10. Cornell, C.C.; Kittleson, M.D.; Della Torre, P.; Haggstrom, J.; Lombard, C.W.; Pedersen, H.D.; Vollmar, A.; Wey, A. Allometric
scaling of M-mode cardiac measurements in normal adult dogs. J. Vet. Intern. Med. Am. Coll. Vet. Intern. Med. 2004, 18, 311–321.
[CrossRef]

11. IRIS. IRIS Staging of CKD Modified 2019. Available online: http://www.iris-kidney.com/guidelines/staging.html (accessed on
16 February 2022).

12. Tarvainen, M.P.; Niskanen, J.P.; Lipponen, J.A.; Ranta-Aho, P.O.; Karjalainen, P.A. Kubios HRV–heart rate variability analysis
software. Comput. Methods Programs Biomed. 2014, 113, 210–220. [CrossRef]

13. Bogucki, S.; Noszczyk-Nowak, A. Short-term heart rate variability (HRV) in healthy dogs. Pol. J. Vet. Sci. 2015, 18, 307–312.
[CrossRef] [PubMed]

14. Romito, G.; Guglielmini, C.; Poser, H.; Baron Toaldo, M. Lorenz Plot Analysis in Dogs with Sinus Rhythm and Tachyarrhythmias.
Animals 2021, 11, 1645. [CrossRef] [PubMed]

15. Moise, N.S.; Flanders, W.H.; Pariaut, R. Beat-to-Beat Patterning of Sinus Rhythm Reveals Non-linear Rhythm in the Dog
Compared to the Human. Front. Physiol. 2019, 10, 1548. [CrossRef] [PubMed]

16. Quarti-Trevano, F.; Seravalle, G.; Dell’Oro, R.; Mancia, G.; Grassi, G. Autonomic Cardiovascular Alterations in Chronic Kidney
Disease: Effects of Dialysis, Kidney Transplantation, and Renal Denervation. Curr. Hypertens. Rep. 2021, 23, 10. [CrossRef]
[PubMed]

17. Ranpuria, R.; Hall, M.; Chan, C.T.; Unruh, M. Heart rate variability (HRV) in kidney failure: Measurement and consequences
of reduced HRV. Nephrol. Dial. Transplant. Off. Publ. Eur. Dial. Transpl. Assoc. Eur. Ren. Assoc. 2008, 23, 444–449. [CrossRef]
[PubMed]

18. Vita, G.; Bellinghieri, G.; Trusso, A.; Costantino, G.; Santoro, D.; Monteleone, F.; Messina, C.; Savica, V. Uremic autonomic
neuropathy studied by spectral analysis of heart rate. Kidney Int. 1999, 56, 232–237. [CrossRef]

19. Saftencu, P.M.; Mocanu, D.; Baisan, R.A.; Solcan, G.; Musteat,ă, M. Heart rate variability in dogs with chronic kidney failure. In
Proceedings of the Research Communications of the 26th ECVIM-CA Congress, Goteborg, Sweden, 8–10 September 2016; p. 249.

20. Alfonso, A.; Le Sueur, A.N.V.; Geraldes, S.S.; Guimaraes-Okamoto, P.T.C.; Tsunemi, M.H.; Santana, D.F.; Ribeiro, V.R.F.; Melchert,
A.; Chiacchio, S.B.; Lourenco, M.L.G. Heart Rate Variability and Electrocardiographic Parameters Predictive of Arrhythmias in
Dogs with Stage IV Chronic Kidney Disease Undergoing Intermittent Haemodialysis. Animals 2020, 10, 1829. [CrossRef]

21. Perez-Riera, A.R.; Barbosa-Barros, R.; Daminello-Raimundo, R.; de Abreu, L.C.; Nikus, K. Current aspects of the basic concepts of
the electrophysiology of the sinoatrial node. J. Electrocardiol. 2019, 57, 112–118. [CrossRef]

22. Berntson, G.G.; Bigger, J.T., Jr.; Eckberg, D.L.; Grossman, P.; Kaufmann, P.G.; Malik, M.; Nagaraja, H.N.; Porges, S.W.; Saul, J.P.;
Stone, P.H.; et al. Heart rate variability: Origins, methods, and interpretive caveats. Psychophysiology 1997, 34, 623–648. [CrossRef]

23. Vanderlei, L.C.; Pastre, C.M.; Hoshi, R.A.; Carvalho, T.D.; Godoy, M.F. Basic notions of heart rate variability and its clinical
applicability. Rev. Bras. Cir. Cardiovasc. 2009, 24, 205–217. [CrossRef]

24. Dikow, R.; Kihm, L.P.; Zeier, M.; Kapitza, J.; Tornig, J.; Amann, K.; Tiefenbacher, C.; Ritz, E. Increased infarct size in uremic rats:
Reduced ischemia tolerance? J. Am. Soc. Nephrol. JASN 2004, 15, 1530–1536. [CrossRef] [PubMed]

25. Dikow, R.; Hardt, S.E. The uremic myocardium and ischemic tolerance: A world of difference. Circulation 2012, 125, 1215–1216.
[CrossRef] [PubMed]

26. Orii, M.; Hirata, K.; Tanimoto, T.; Ota, S.; Shiono, Y.; Yamano, T.; Matsuo, Y.; Ino, Y.; Yamaguchi, T.; Kubo, T.; et al. Comparison
of cardiac MRI and 18F-FDG positron emission tomography manifestations and regional response to corticosteroid therapy in
newly diagnosed cardiac sarcoidosis with complet heart block. Heart Rhythm 2015, 12, 2477–2485. [CrossRef] [PubMed]

27. Shaffer, F.; Ginsberg, J.P. An Overview of Heart Rate Variability Metrics and Norms. Front. Public Health 2017, 5, 258. [CrossRef]

http://doi.org/10.1111/jvim.14586
http://doi.org/10.1292/jvms.19-0240
http://doi.org/10.1111/j.1939-1676.2004.tb02551.x
http://www.iris-kidney.com/guidelines/staging.html
http://doi.org/10.1016/j.cmpb.2013.07.024
http://doi.org/10.1515/pjvs-2015-0040
http://www.ncbi.nlm.nih.gov/pubmed/26172180
http://doi.org/10.3390/ani11061645
http://www.ncbi.nlm.nih.gov/pubmed/34206036
http://doi.org/10.3389/fphys.2019.01548
http://www.ncbi.nlm.nih.gov/pubmed/32038271
http://doi.org/10.1007/s11906-021-01129-6
http://www.ncbi.nlm.nih.gov/pubmed/33582896
http://doi.org/10.1093/ndt/gfm634
http://www.ncbi.nlm.nih.gov/pubmed/18003665
http://doi.org/10.1046/j.1523-1755.1999.00511.x
http://doi.org/10.3390/ani10101829
http://doi.org/10.1016/j.jelectrocard.2019.08.013
http://doi.org/10.1111/j.1469-8986.1997.tb02140.x
http://doi.org/10.1590/S0102-76382009000200018
http://doi.org/10.1097/01.ASN.0000130154.42061.C6
http://www.ncbi.nlm.nih.gov/pubmed/15153563
http://doi.org/10.1161/CIRCULATIONAHA.112.093047
http://www.ncbi.nlm.nih.gov/pubmed/22319108
http://doi.org/10.1016/j.hrthm.2015.06.032
http://www.ncbi.nlm.nih.gov/pubmed/26111805
http://doi.org/10.3389/fpubh.2017.00258

	Introduction 
	Case Description 
	Discussion 
	Conclusions 
	References

