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A 36-year-old man presented with crushing chest pain 10 days fol-

lowing an elective left hip replacement, which was complicated 

by a paraprosthetic fracture. Past medical history included psoria-

sis and left hip arthritis. He was a smoker but denied illicit drug 

use. The ECG showed inferior ST-segment elevation and anterior 

ST depression consistent with inferoposterior STEMI, and so he 

was transferred to our institution for a primary PCI. Emergency 

angiography revealed filling defects in the left circumflex (LCx) 

as well as the left anterior descending (LAD) (Figure 1A, Moving 

image 1, Moving image 2). Coronary thromboembolism was 

Figure 1. Angiography, histology and transoesophageal 

echocardiography images. A) Left circumflex view showing filling 

defect. B) LCx aspirate showing a yellow/white hard lesion covered 

with a red web-like thrombus. C) x200 polarised histology of LCx 

aspirate showing platelet thrombus and a foreign plastic material, 

part of an intravenous peripheral plastic cannula. D) LCx view 

48 hours later showing no thrombus and no associated plaque 

lesion. E) Transoesophageal echocardiogram confirming the 

presence of a PFO (arrow pointing to PFO tunnel).

suspected and prolific thrombus aspiration was performed, follow-

ing which his ECG normalised, the chest pain settled and TIMI 

3 flow was restored. There were no identifiable lesions requiring 

intervention. The LCx aspirate was a yellow/white hard mass cov-

ered with thrombus. Histology revealed a platelet thrombus sur-

rounding a foreign plastic material (Figure 1B, Figure 1C). Repeat 

angiography 48 hours later revealed smooth coronary arteries 

and did not show any lesions requiring intervention (Figure 1D, 

Moving image 3, Moving image 4). A transthoracic and transoe-

sophageal echocardiogram with bubble study revealed a patent 

foramen ovale (PFO) (Figure 1E). CT pulmonary angiography and 

bilateral leg Doppler ultrasound excluded venous thromboembo-

lism. On histology, the foreign plastic material was shown to be 

part of an intravenous peripheral cannula probably inserted dur-

ing the hip operation acting as a nidus for thrombus formation 

following paradoxical coronary embolisation through the PFO. 

He subsequently underwent successful percutaneous PFO closure. 

Paradoxical coronary embolism is a rare but recognised cause 

of MI and must be considered in young patients presenting with 

acute MI, especially if more than one coronary is affected.
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Supplementary data
Moving image 1. Angiogram of left circumflex artery showing 

filling defect.

Moving image 2. Angiogram of left anterior descending artery 

showing filling defect.

Moving image 3. Repeat angiogram 48 hours later showing LCx 

with no thrombus and no obvious lesion requiring intervention.

Moving image 4. Repeat angiogram 48 hours later showing LAD 

with no thrombus or obvious lesion requiring intervention.
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