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Case report: coronary embolism with st segment elevation in a patient

with double valve replacement

Olgu sunumu: st segment elevasyonlu mi ile gelen cift kapak degisimi olan

hastada koroner emboli

Ali Gur, Mehmet Ediz Sarihan

inénii University, Faculty of Medicine, Department of Emergency, Malatya, Turkey

Abstract

This report describes a case of coronary embolism with ST segment elevation in a patient with
aortic and mitral valve replacement admitted to our emergency department with complaining
chest pain. A 25- year- old male was admitted to our emergency department complaining
chest pain. The patient’s chest pain was sudden, onset and compressive style. In his medical
history he had aortic and mitral valve replacement two years ago. He was using warfarin
regularly. His physical examination was normal. The ECG showed ST segment elevation in
leads Il, Il and aVF. In laboratory analysis, creatine kinase MB (CK-MB) was 159 U/L (upper
limit 25 U/L), troponin-I was 6.8 ng/ml (upper limit 0.01 ng/ml) and CK was 1225 U/L (upper
limit 170 U/L). International normalized ratio (INR) was 1.2 although the patient was receiving
warfarin treatment. Medical treatment was started in the emergency department immediately
and cardiology consultation was requested. Coronary angiography was made to the patient by
cardiologist. The patient’s coronary angiography showed thrombus which caused %99
occlusion of circumflex artery (Cx) after OM2 branch. Thrombus aspiration was performed and
treatment was contiuned at coronary intensive care unit. In his follow-up examination ECG
changes was occurred. The patient’s ECG showed normal sinus rhythm. In his following blood
tests; troponin-I, CK and CK-MB decreased normal levels. After warfarin dosage adjustment
the INR increased to 3.7. The patient continued to improve clinically and was discharged
home. Coronary embolism should be suspected in patients with complaining chest pain,
medical history of valve replacement and ST segment elevation.
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Oz

Bu olgu sunumunda acil servise gégus agrisi sikayeti ile basvuran inferior derivasyonlarda ST
segment elevasyonu olan, 6zge¢misinde aort ve mitral kapak degisim &ykisi olan yapilan
koroner anjiyografide koroner emboli tespit edilen hastayi sunmay amagladik. Yirmi bes
yasinda erkek hasta gégus agrisi sikayeti ile acil servisimize bagvurdu. Hastanin ani baslayan
sikistirir tarzda gégus agrisi mevcuttu. Hastanin 6zgecgmisinde 2 yil énce aort ve mitral kapak
degisim oykust vardi. Bu nedenle dizenli olarak warfarin kullaniyormus. Hastanin fizik
muayenesi dogdaldi. Hastanin ¢ekilen elektrokardiyograminda (EKG) I, Il ve aVF
derivasyonlarinda ST segment elevasyonu mevcuttu. Hastanin troponin degeri 6.8 pg/L (st
limit 0.01 ng/ml), CK-MB 159 U/L (ust limit 25 U/L), CK 1225 U/L (Ust limit 170 U/L) olarak
ylksekti. Hastanin INR degeri ise warfarin kullanmina ragmen 1.2 idi. Hastanin medikal
tedavisi acil serviste baglanarak kardiyoloji konstltasyonu istendi. Kardiyoloji tarafindan hasta
acil koroner anjiyografiye alindi. Hastanin koroner anjiografisinde sirkimflex arterde Om2 dali
sonrasi %99 tikanikliga yol agan trombiis tespit edildi. Hastaya trombus aspirasyonu uygulandi
ve medikal tedavisine koroner yogun bakimda devam edildi. Hastanin takiplerinde kan
tetkiklerinin ve kliniginin dizelmesi Uzerine hasta sifa ile taburcu edildi. Acil servise gdgus
agrist  sikayeti ile  bagvuran, 6zgec¢misinde kapak degisim  Oykusi  bulunan,
elektrokardiyograminda ST segment elevasyonu tespit edilen hastalarda koroner emboli
olabilecegi akilda tutulmalidir.
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INTRODUCTION

Coronary embolism is a rare cause of myocardial
infarction (MI) (1). The reasons of nonatherosclerotic Ml
include congenital anomalies of coronary arteries,
coronary arteritis and coronary artery embolism (2). The
diagnosis of coronary embolism should be considered in
patients with dilated cardiomyopathy, rheumatic heart
disease, chronic atrial fibrillation, infective endocarditis,
valve prosthesis or hypercoagulable states such as
pregnancy (3). In this report we aimed to present a
coronary embolism case with ST segment elevation in a
patient with aortic and mitral valve replacement
admitted to our emergency department with complainig
chest pain.

CASE REPORT

A 25 — year- old male was admitted to our emergency
department with complaining chest pain. The patient’s
chest pain was sudden, onset and compressive style. In
his medical history he had aortic and mitral valve
replacement two years ago. Therefore, he was using
warfarin regularly. His vital signs were stable. His
physicial  examination ~was normal. In  his

electrocardiogram (ECG) showed ST segment elevation
in leads Il, lll and aVF (Figure 1).

Figure 1. Initial electrocardiogram at presentation to the
emergency room

In laboratory analysis, creatine kinase MB (CK-MB) was
159 (upper limit 25 U/L), troponin-I was 6.8 (upper limit
0.01 ng/ml) and CK was 1225 (upper limit 170 U/L).
International normalized ratio (INR) was 1.2 although the
patient was receiving warfarin treatment. The other
laboratory tests were normal. Medical treatment was
started in the emergency department immediatly and
cardiology consultation was requested. Coronary
angiography was performed. The patient’s coronary
angiography showed thrombus which caused %99
occlusion of circumflex artery (Cx) after OM2 branch.
Thrombus aspiration was performed and treatment was
contiuned at coronary intensive care unit. In his follow-
up examination ECG changes was occurred. The
patient's ECG showed normal sinus rhythm. The
patient’s echocardiogram showed functional
mitral/aortic valves and no pathological findings were
observed. In his following blood tests; troponin-I, CK
and CK-MB decreased normal levels. After warfarin
dosage adjustment the INR value increased to 3.7. The
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patient continued to clinically and was

discharged home.
DISCUSSIONS

Results of coronary angiography of patients who had ST
segment elevation MI revealed coronary vasospasm,
coronary embolism and aortic dissection with no
evidence of atherosclerosis. These results were also
confirmed at autopsy (4). In our case we identified
coronary embolism as the cause of ST segment elevation
in MI.

improve

The first case of coronary embolism that presented as
myocardial infarction was reported by Virchow in 1856
(5). Virchow's triad of local trauma to the vessel wall,
hypercoagulability and stasis of blood leads to thrombus
formation. Recent studies showed that haemostatic
changes related to fibrin formation and fibrinolysis also
play important roles (6). The source of embolism is
mostly thrombosis (7). Embolism means the obstruction
of blood vessel mostly by thrombus that travel through
the bloodstream (8). The causes of embolism are
multifactorial and some of them are vascular diseases,
cardiac  diseases, dysfunction of thrombocyte,
hypercoagulable states (9).

The rate of prosthetic valve induced thromboembolism
is %0.5-8 and wusually caused by left mechanical
prosthetic valve. Valve replacement and atrial fibrillation
increases the risk of embolism. Patients with double
valve replacement has the risk of thromboembolism 1.5
times higher than the others (10). In our case mitral and
aortic valve replacement were available so the risk of
thromboemboli was higher compared to patients with
one valve replacement.

Balloon angioplasty, stent or aspiration are
recommended as treatment of coronary embolism with
ST elevation Myocardial Infarction (11). In our case
thrombus aspiration was performed and medical
treatment was continued in coronary intensive care unit.

RESULTS

Coronary embolism should be suspected in patients with

complainig chest pain, medical history of valve
replacement, ST segment elevation in ECG and
appropriate  medical treatment must be given
immediately.
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