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DESCRIPTION
A 55-year-old man who received elective orthotopic
heart transplantation with a 28-year-old donor heart
was found to have ST elevation on the monitor,
noticed by nursing staff on telemetry, the morning
following surgery. A 12-lead ECG confirmed a
current of injury in the anterior, apical, inferior and
lateral leads (figure 1). The patient was taken
immediately to the cardiac catheterisation labora-
tory for primary percutaneous coronary interven-
tion (PCI). Coronary angiogram showed total
thrombotic occlusion of mid left anterior descend-
ing (LAD) artery (video 1). Stenting of the mid LAD
artery was necessary after four runs of aspiration
thrombectomy and balloon angioplasty (POBA) of a
residual moderate stenosis, with complete resolution
of the stenosis and re-establishment of TIMI
(thrombolysis in myocardial infarction) 3 flow
(video 2). The patient subsequently had endo-
myocardial biopsy weekly as per protocol, which
showed ISHLT (International Society for Heart
and Lung Transplantation) Grade 0 for cellular
rejection and negative antibody-mediated rejection.
Echocardiogram showed ejection fraction of 45%
with anterior and anteroseptal hypokinesis.
To the best of our knowledge, this is the first

case of post-transplantation STelevation myocardial
infarction (STEMI) developing within 24 h of
transplant with a young donor heart. The time
frame of presentation and negative biopsy status
make immune-mediated vasculopathy an unlikely
mechanism for acute STEMI in this patient. The
stress of the surgery most likely triggered decom-
pensation of the mid-LAD plaque leading to
STEMI. This case emphasises the need for screen-
ing younger donor hearts for coronary artery
disease, especially those from donors with a history
of smoking, as was the case here, and possibly the
need for change in pretransplant screening guide-
lines in such high-risk young donors. The case also
highlights the importance of keeping a high clinical

suspicion for ischaemia in transplant recipients, as
the presentation is not similar to that in patients
with a normal heart.1

Figure 1 A 12-lead ECG confirmed a current of injury
in anterior, apical, lateral and inferior leads.

Video 1 Coronary angiogram showing a large calibre
left anterior descending (LAD) with 100% thrombotic
occlusion immediately following the first septal perforator
with TIMI (thrombolysis in myocardial infarction) 0 flow.
The first diagonal branch was also involved in the
thrombotic region. The left circumflex and right coronary
artery were free of any significant disease.

Video 2 Angiographic result following percutaneous
coronary intervention (PCI) on mid left anterior
descending (LAD) with drug-eluting stent. TIMI
(thrombolysis in myocardial infarction) 3 blood flow was
established following the PCI to mid-LAD.
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Learning points

▸ Pretransplant screening for coronary disease needs to be
individualised. Age does not necessarily exclude the need for
screening.

▸ Not screening high-risk young donors may produce grave
consequences for the recipient.

▸ Presentation of acute myocardial infarction in heart
transplant recipients is not similar to that in patients with a
normal heart; hence a high index of suspicion is needed to
avoid missing the diagnosis in time.
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