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Abstract. – Acute myocardial infarction
(AMI) during the early postpartum period is rare but
may be associated with poor maternal outcome.
We report an inferior AMI in 30-year-old woman
with mitral valve replacement during early postpar-
tum period successfully treated with tirofiban. For a
patient that has got AMI due to massive thrombus
and that is not suitable for percutaneous coronary
intervention and has got contraindication to throm-
bolytic therapy, glikoprotein IIb-IIIa inhibitor
(tirofiban) infusion must be kept in mind.
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Introduction

Acute myocardial infarction (AMI) during the
early postpartum period is rare but may be associ-
ated with poor maternal outcome. The most impor-
tant risk factors are advanced maternal age and
pre-existing risk factors for coronary heart disease,
such as diabetes mellitus, hypertension, smoking
and hypercholesterolaemia1. The prevalence of is-
chemic heart disease was reported only in 13% of
pregnant women with AMI2. When coronary artery
characteristics were determined (with angiography
or autopsy) during pregnancy or postpartum peri-
od, atherosclerosis with or without intra-coronary
thrombus was found in 40% of patients and defi-
nite or probable coronary thrombus without evi-
dence of atherosclerotic disease was present in 8%
of patients3. The significant changes in the coagu-
lation and fibrinolytic system that occur during
pregnancy increase the risk for thrombosis. Fur-
thermore, hypercoagulation is augmented at the
time of separation of the placenta, which is a major
source of tissue plasminogen activator (t-PA) in-
hibitor type 1 and 24. AMI due to extensive intra-
coronary thrombus load without evidence of ather-
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osclerotic disease in early postpartum period is a
rare condition. The number of reported AMI oc-
curring in the early postpartum period is consider-
ably smaller. We report a case of an inferior AMI
in a 30 year old woman with mitral valve replace-
ment (MVR) during early postpartum period treat-
ed successfully with tirofiban.

Case Report
A 30-year-old woman with MVR was admitted

to our Emergency Department because of sudden
onset chest pain on the third day after delivery. She
did not have dyspnea, syncope, haemoptysis, or
fever. She gave no history of cardiovascular risk
factors. Her medical history included an operation
of MVR approximately ten months ago. She had
used warfarin for four months; then began to take
enoxaparine (2*1 SC) during pregnancy. On physi-
cal examination, blood pressure was 110/70
mmHg, heart rate 96 beats/min and respirations 21
breaths/min. Oxygen saturation determined by
pulse oximetry was 98%. The heart sounds were
normal, and there was no murmur, rub or gallop.
Electrocardiography showed ST-segment elevation
of 2 mm in leads DII, DIII, aVF and reciprocal ST
depression in DI, aVL, V1-3 (Figure 1a). Acute in-
ferior wall myocardial infarction was diagnosed.
The serum creatinine kinase and troponin-I peaked
at 2481 U/L and 46.2 µg/L respectively. Complete
blood count and plasma glucose were normal. Her
total serum cholesterol elevated at 220 mg/dL with
fasting low-density lipoprotein cholesterol of 143
mg/dL. Transthoracic echocardiography revealed
hypokinesis of the inferior wall, with an overall
ejection fraction estimated at 45% with Simpson
formula. Normal function of the mitral valve proth-
esis was observed. The right ventricle appeared to
have normal dimension and function. Emergency
coronary angiography demonstrated extensive
thrombus load in the left circumflex coronary artery
(LCx) and first obtus margin brunch (OM1) (Figure
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Figure 1. A, Electrocardiography showing ST-segment elevation in leads DII, DIII, aVF and reciprocal ST depression in DI, aVL,
V1-3. B, Emergency coronary angiography demonstrates extensive thrombus load in the left circumflex coronary artery and first
obtus margin brunch. (LCx; Left circumflex coronary artery;  MVR:  Mitral valve replacement; LAD: Left artery descendent).
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weeks of labour or delivery, mortality may be as
high as 45%5. AMI in these women has been asso-
ciated with coronary artery spasm, hypercoagulabil-
ity, and atherosclerotic heart disease. At angiogra-
phy, coronary atherosclerosis with or without
thrombus is identified in the majority of cases2-5.
The frequency of thrombus with normal coronary
arteries in diagnostic coronary angiography is 21%
in pregnancy1. The mechanism leading to the devel-
opment of a coronary thrombus is obscure, but may
be similar to other clotting abnormalities complicat-
ing the third trimester and puerperium. Thrombus
formation is the net effect of the changing in the
hematologic system during pregnancy. 

Criteria for diagnosis of AMI in women with
pregnancy or the puerperium period are in general
the same as in non-pregnant patients and consist
primarily of symptoms, electrocardiographic
changes, and cardiac biomarkers. However, evi-
dence-based treatment of these patients is difficult
due to the lack of data from randomized controlled
trials. According to the ACC/AHA guidelines,
thrombolytic therapy has a relative contraindication
due to increased maternal and fetal bleeding in
pregnant women and/or in the early postpartum pe-
riod.6 Considering the limited information related to
the efficacy and safety of thrombolysis during preg-
nancy/peurperium and the relatively high frequency
of normal coronary anatomy found in these pa-
tients, an invasive strategy may be preferred in
women presenting with AMI during pregnancy or
the puerperium3. Case reports of successful inter-
ventional treatment of AMI during pregnancy and
postpartum period has been documented in the

1b). Because of significant amount of thrombus
load and TIMI III flow in LCx and OM1, angio-
plasty was not performed. Additionally thrombolyt-
ic therapy was not administrated due to its relative
contraindication in the early postpartum period. She
was treated with aspirin (300 mg/day), clopidogrel
(75 mg/day), metoprolol (50 mg/day), enalapril (10
mg/day), rosuvastatin (20 mg/day), nitroglycerin
(0.5 µg/kg/min was started and titrated up to 50
µg/kg/min), unfractionated heparin (5000 U bolus
and 1000 U/L infusion) and tirofiban (33 ml/h for
½ hours bolus and continued by 8 ml/h) infusion.
Four hours after starting the therapy her chest pain
was resolved and ST-segment normalization in infe-
rior and V1-3 lead on electrocardiography was ob-
served (Figure 2a). The patient received tirofiban
infusion for 48 hours. Total resolution of thrombus
in LCx and OM1 was observed in control coronary
angiography three days after medical therapy (Fig-
ure 2b). The patient did not have any problems dur-
ing the follow-up period and she was discharged ten
days after the admission. After six months of fol-
low-up the patient is still asymptomatic and is car-
rying on her therapy with aspirin, warfarin, meto-
prolol and ramipril.

Discussion

The prevalence of AMI during pregnancy and
the puerperium has been determined to occur with a
frequency of 1 in 10000 to 1 in 35750 deliveries.
However, pregnancy has been shown to increase the
risk of AMI 3- to 4-fold3. If AMI occurs within 2
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Figure 2. A, Electrocardiography showing ST-segment resolution in inferior and V1-3 lead. B, Control coronary angiography
showing total resolution of thrombus in left circumflex coronary artery and first obtus margin brunch, three days after tirofiban in-
fusion therapy. (LCx: Left circumflex coronary artery; MVR: Mitral valve replacement; OM1: First obtus margin brunch).
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medical literature1,3,5. However, some patients may
not be suitable for invasive treatment options, as
in our patient. Management decisions must be taken
according to the individual circumstances involving
each case, with risk benefit assessment, guided by
standard, evidence-based therapy and case report
data from the literature.

We describe an inferior AMI on the third day
of the early postpartum in a 30 year old woman
with MVR. In our case, coronary angiography
demonstrated an extensive intracoronary throm-
bus load in the LCx and OM1. Pregnancy-
related hematological changes and irregular use
of low molecular weight heparin after the delivery
probably triggered the development of massive and
diffuse thrombus in our case. Because of TIMI-III
flow in these coronary arteries and the relative con-
traindication of thrombolysis, glycoprotein IIb-IIIa
inhibitor therapy was our choice of treatment.

Extensive intracoronary thrombus load with-
out atherosclerotic disease is a rare cause of an
acute coronary syndrome in women with early
postpartum period. Unfortunately, there is no
medical consensus on the optimal management
protocol of such patients, but there is evidence
that these patients have a better prognosis when
referred for percutaneous coronary intervention
or aggressive medical therapy. For a patient who
suffers AMI due to massive coronary thrombus
not suitable for percutaneous coronary interven-
tion and possesses a contraindication to throm-
bolytic therapy (such as our patients), the option
of glycoprotein IIb-IIIa inhibitor (tirofiban) infu-
sion must be kept in mind. In addition, there are

no studies evaluating the efficacy and safety of
glycoprotein IIb-IIIa inhibitor therapy, such as
tirofiban, in early postpartum period. However,
the safety of tirofiban use (alone or adjunctive) in
patients with AMI during the postpartum period
needs to be determined via larger studies.
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