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Case RepoRt
A 52-year-old gentleman with history of cigarette smoking 
(90 packs/year) and severe COPD underwent successful lung 
transplantation due to clinical deterioration despite optimal medical 
therapy and rehabilitation. He had no other coronary risk factors, 
history of premature myocardial infarction in his family or history of 
substance abuse. 

His medications before myocardial infarction were prednisolone 
30 mg/daily, cyclosporine 100/twice daily, mycophenolate mofetil 
2 gm/twice daily, trimethoprim 160 mg, Sulfamethoxazole 800 
mg/ twice daily, itraconazole 200 mg/daily, and ipratropium 
bromide inhalation 2 puff per 12 hours. Also, he was not on home 
O2 therapy after lung transplantation.

Only 33 days after transplantation, he was referred to our 
hospital with complaint of crushing chest pain and cold sweating 
accompanied with extensive ST elevation in ECG (Electro Cardio 
Graphy).

Coronary angiography performed 56 days before lung 
transplantation revealed moderate stenosis of proximal LAD (Left 
Anterior Descending Coronary Artery) [Table/Fig-1a]. Also, his 
transthoracic echocardiography before transplantation showed 
ejection fraction of 55% and mild tricuspid regurgitation. 

By the time he was referred to our hospital, his haemodynamic 
status was stable and heart and lung examination was 
unremarkable except for hearing S4 in heart auscultation. A 12 
leads ECG revealed ST-elevation in precordial leads (V1-V6) and 
leads I and aVL with biphasic T wave pattern. Transthoracic 
echocardiography showed 40% ejection fraction with severe 
hypokinesia of the anterior, anterolateral and apical walls.

The patient was immediately scheduled for emergent coronary 
angiography, which showed severe stenosis at proximal portion 
of Left Anterior Descending (LAD) artery [Table/Fig-1b]. So, urgent 
Percutaneous Coronary Intervention (PCI) was performed with one 
drug eluting stent (Xience 3.5mm*28mm) [Table/Fig-1c].

The patient was haemodynamically stable and had no complaints 
after angioplasty. He was returned to referring hospital on third day 
after PCI on Acetyl Salicylic Acid(ASA) 80 mg daily, Clopidogrel 
75 mg daily and Atorvastatin 40 mg daily in addition to previous 
medications. Then, he was advised for pulmonology and cardiology 
follow-up in near future. An informed consent was signed by the 
patient.

 

In
te

rn
al

 M
ed

ic
in

e 
 

S
ec

tio
n

ST-Elevation Myocardial Infarction 33 
Days after Lung Transplant in a Patient 

with Non-Significant CAD before 
Transplantation: A Case Report

Saeed alIpour parSa1, ISa KhaheShI2, aMIr douStI3, Farah 

NaghaShzadeh4, Bahar ataeINIa5 

 
aBstRaCt
Acute myocardial infarction after lung transplantation is not well illustrated in the literature. We present a patient with documented non 
significant Coronary Artery Disease (CAD) in coronary angiography before lung transplant who was referred to our hospital with acute 
Myocardial Infarction (MI) 33 days following lung transplantation.
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DisCussion
Acute myocardial infarction after lung transplantation is not well 
described in the literature but it is showed that acute myocardial 
infarction after organ transplant is related to age, CAD risk factors 
and co-morbidities [1,2]. In the case that we presented, the patient 
had severe COPD due to smoking in the past which may be related 
to occurrence of acute myocardial infarction.

Acute myocardial infarction was reported as a complication of 
lung transplantation due to air embolism because of bronchial 
fistula to pulmonary veins and bubble passage to left atrium and 
then emboli into the coronary arteries [3]; however, in our case, 
coronary angiography showed stenotic plaque in LAD artery, 
which was managed by primary PCI.

All transplanted patients have an elevated risk of myocardial 
infarction. Thrombosis can be the consequence of surgery or 
immune related inflammation and immunosuppressive therapy that 
may lead to metabolic and haemostasis imbalance. This effect can 
also be more obvious in patients who are already at higher risks, 
like patients with well-known atherosclerosis [4-7].

To our knowledge, this is the first report of acute ST-elevation 
myocardial infarction in a very short period of time after lung 
transplantion, who had documented non-significant CAD. The 
role of high dose immunosuppressive therapy has been previously 
established in the pathogenesis of MI. Immunosuppressive and 
corticosteroid regimes may explain the rapid progression of 
coronary artery plaque. Exacerbation of traditional risk factors 
by immunosuppressive drugs and nontraditional risk factors 
related to immunosuppressive agents should be considered more 
judiciously [8,9].

ba c
[table/Fig-1]: A: coronary angiography before lung transplantation showing no 
significant coronary artery disease. B: emergent coronary angiography 33 days after 
lung transplantation which revealed very tight stenosis at proximal portion of Left 
Anterior Descending (LAD) artery with poor antegrade run off. C: final result after 
stenting of LAD.
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ConClusion
This case report emphasizes that a comprehensive risk factors 
modification including traditional and nontraditional risk factors is 
so imperative in patients following lung transplantation.
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