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Myocardial Infarction in a Patient with Prosthetic Aortic Valve
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A 45- year old man with a history of Aortic Valve replacement presented with acute chest pain which was diagnosed to be
anterior wall myocardial infarction. He received thrombolytic therapy with streptokinase. Echocardiography and fluoros-
copy showed normally functioning ball and cage aortic prosthesis. Coronary arteriography showed globular filling defect in
midportion of left anterior descending coronary artery, most probably embolized thrombus. The patient underwent medical
treatment especially warfarin with higher range of INR without any intervention. He had a smooth in-hospital course and

uneventful recovery.
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Introduction

Approximately 6 percent of all patients with STEMI do
not have coronary atherosclerosis demonstrated by coronary
angiography or at autopsy. Many of these cases are caused
by coronary artery spasm and or thrombosis; perhaps with
underlying endothelial dysfunction or small plaques that are
not apparent on coronary angiography. One of the additional
causes includes coronary emboli (perhaps from small mural
thrombosis, a prolapsed mitral valve or a myxoma).1

We report the case of a patient with myocardial infarction
caused by an uncommon etiology that was an embolized
clot.

Case Report

A 45-year-old man, with a 20-year history of aortic valve
replacement and under occasional treatment with warfarin

5mg and INR (about 2), was admitted because of acute, severe
chest pain which was initiated 10 hours before presentation.
He had clinical scenario of acute coronary syndrome and
12-lead- ECG showed ST-Elevation and T- wave Inversion
on v2-v6, a characteristic of acute anterior wall MI. The
diagnosis was documented with increase in Troponin level
and creatine kinase MB.

The echocardiography showed akinesia in apical segments
and normally functioning ball and cage valve in aortic
position. Thrombolytic therapy was done with streptokinase
infusion. After a good hospital course, the patient was
discharged and was referred to our hospital, which is a tertiary
center. The perfusion scan with technetium 99 showed stress
induced perfusion defect in the apical segment: so coronary
angiography was planned. Fluoroscopy revealed normally
functioning Starr-Edward, Aortic prosthesis. In selective
coronary arteriography, Right coronary and left circumflex
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coronary arteries were normal. Left anterior descending artery
was free of atherosclerotic plaques but there was a globular
filling defect in mid to distal portion of LAD after major
diagonals (Figure 1). This filling defect was most probably an
embolized thrombus from ball and cage valve. The case was
presented at the weekly conference of our center and general
consensus about him was medical treatment and continuation
of warfarin with higher levels of INR and intermittent follow
up. He had excellent and uneventful in hospital course and
discharge. In a follow up visit after 3 months, the patient was
good without symptoms of myocardial ischemia.
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Figure 1. Coronary angiography of the patient in lateral view which shows
globular filling defect in the mid-part of left anterior descending artery

Discussion

Embolic complications due to prosthetic heart valves
are common. One report documented a left main coronary
artery thrombus extending from a Starr — Edward’s aortic
valve prosthesis 22 years after its placement. It resulted
in unstable angina and a small myocardial infarction. This
rare complication illustrates the importance of adequate
anticoagulation.2 The most common etiology for obstructive
prosthetic heart valve thrombosis (PVT), is thrombus
formation due to inadequate anticoagulation.3 A short
course of thrombolytic therapy may be considered first line
therapy for PVT.4 In a necropsy observation of 20 patients
Who died after AVR with a Hufnagel trileaflet prosthesis,
it was revealed that four of seven patients dying early had
extensive PVT causing obstruction of one coronary arterial
ostium on both sides.5 Some emboli seemed triggered by the
valve prosthesis.6 Acute coronary syndrome might be caused
by isolated thrombus on aortic prosthetic valve without
any insufficiency of prosthesis and embolic finding due to
thrombosed valve.7 Therefore, we must take into account any
embolized clot in any patient with acute coronary syndrome
and prosthetic valve.
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