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Abstract 
Acute ST elevation myocardial infarction is among the most important causes of cardiac mortality and morbidity. An 80-year-old female 
patient was referred to our emergency department with chest pain. The patient, who had been diagnosed with ST elevation inferior and 
right myocardial infarction, received coronary angiography under primary conditions. There was an intense and long thrombus in the right 
coronary artery. Therefore, the patient was not considered for percutaneous coronary intervention. Glycoprotein IIb/IIIa receptor blockers 
and tirofiban were added to antiaggregant and anticoagulant therapy. 2 days later, control coronary angiography did not show any signs of 
residual thrombus and lesions. Coronary reperfusion was achieved successfully with pharmacological treatment without the requirement of 
mechanical reperfusion. The patient was discharged without complications with further instructions to regulate the medical treatment. In 
this paper, we aim to present a case which we successfully treated through pharmacological treatment without the need for an invasive 
intervention. 
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Akut Miyokard Enfarktüsünde Medikal Tedavi: Olgu Sunumu  
 
Özet 
Akut ST elevasyonlu miyokard enfarktüsü kardiyak nedenli mortalitenin ve morbiditenin en önemli nedenleri arasında yer almaktadır. 80 
yaşında kadın hasta göğüs ağrısı ile acil servisimize sevk edilmişti. Akut ST elevasyonlu inferior ve sağ miyokard enfarktüsü tanısıyla hasta 
primer şartlarda koroner anjiografiye alındı. Sağ koroner arterde yoğun ve uzun trombüs vardı. Bu nedenle hastaya perkütan koroner girişim 
düşünülmedi. Rutin antiagregan ve antikoagülan tedaviye bir glikoprotein IIb/IIIa reseptör blokeri olan tirofiban eklendi. 2 gün sonra yapılan 
kontrol koroner anjiografide rezidü trombüs ve lezyon izlenmedi. Mekanik reperfüzyona gereksinim olmadan, başarılı bir şekilde 
farmakolojik tedavi ile koroner reperfüzyon sağlandı. Hasta komplikasyonsuz bir şekilde medikal tedavisi düzenlenerek taburcu edildi. 
İnvaziv girişim yapmadan farmakolojik tedavi ile başarılı şekilde tedavi edilen bir olguyu sunmayı amaçladık. 
Anahtar Kelimeler: Akut Miyokard Enfarktüsü; Trombüs; Tirofiban. 
 
 
 
 
 
Acute coronary syndrome (ACS) is one of the leading 
causes of cardiac mortality and morbidity (1). ST-
elevated ACS results from thromboses that entirely 
obstruct the coronary artery lumen (2). Mechanical 
reperfusion is the preferred method of treatment for 
such patients. However, especially in patients with high 
thrombus load, stent treatment and distal embolization 
therapy are associated with impaired microvascular 
circulation and an increased rate of complications during 
the process (3). Nonetheless, pharmacological 
reperfusion reduces costs and the number of potential 
unnecessary coronary interventions while it prevents 
future coronary intervention related complications such 
as restenosis and stent thrombosis. 
  
Glycoprotein (GP) IIb/IIIa receptor blockers are 
antiplatelet agents used in interventional cardiology for 
ACS and thrombus resolution (4). GP IIb/IIIa receptor 
blockers have been proved to be successful in 
terminating thromboses in patients who previously had 
multiple coronary artery thrombosis (5). In this article, we 
aim to present a case in which we were able to dissolve 
an intensive intra-coronary thrombus with antiplatelet 

therapy including GP IIb/IIIa receptor blockers without 
the need for an invasive intervention. 
 
 
 
An 80-year-old woman, who was referred to our clinic 
due to chest pain, was admitted with a diagnosis of 
acute inferior and right myocardial infarction. The chest 
pain had started 14 hours ago. Apart from hypertension, 
the medical history of the patient was unremarkable. On 
physical examination, blood pressure was 100/60 mmHg 
and pulse was 110 beats/min. Cardiac examination and 
other system examinations were normal. The patient's 
electrocardiogram (ECG) results were normal though we 
detected ST elevation in sinus rhythm, D2, D3, aVF, and 
V4-5-6 leads. The derivations on the right chest also 
showed an ST elevation of 0.1 mV. The chest pain 
continued meanwhile and we performed coronary 
angiography under primary conditions. The coronary 
angiography showed dominant right coronary artery and 
there was massive thrombus and TIMI-2 current 
(Thrombolysis in Myocardial Infarction) starting from the 
right ventricular branch reaching out to the distal portion 
(Figure 1); we also detected insignificant stenoses in 
other coronary arteries. We did not consider an 
intervention due to intensive intra-coronary thrombus 
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and decided to apply tirofiban infusion. The patient was 
taken to the coronary care unit. We added acetylsalicylic 
acid, clopidogrel, heparin, and tirofiban infusion (0,15 
μg/kg/min) to the medical treatment. Echocardiography 
showed left ventricular ejection fraction to be 55%. We 
applied another coronary angiography after 48 hours. 
This time, we did not observe residual thrombus or 
lesions in the right coronary artery (Figure 2). After 
arranging future medical treatment, we discharged the 
patient on the 6th day of her hospitalisation. 
 

 

Figure 1. The coronary angiography image of the left 
oblique pause showing the thrombus-filled right 
coronary artery.  

 

Figure 2. The coronary angiography image of the left 
oblique pause showing no signs of thromboses or 
lesions following the tirofiban infusion. 
 
 
 
Because thrombosis plays the major role in the 
pathogenesis of ST-elevated myocardial infarction, it has 
the highest mortality rate among all ACSs (1). Today, 
researchers work on pharmacological and mechanical 
treatments that may eliminate intracoronary thromboses. 
These studies show that 2/3 of the occlusions that lead 

to acute myocardial infarction occur in plaque regions 
that cause stenoses up to 50% (6). 
 
Inducing a conformational change, platelet activation 
leads to platelet aggregation by allowing circulating 
fibrinogens to bind with GP IIb/IIIa receptors (4). The 
discovery of these receptors has lead to the use of GP 
IIb/IIIa receptor blockers in ACS. 
  
There was a massive thrombus and TIMI-2 stream in the 
right coronary artery of our patient. The intervention for 
intensive coronary thrombosis lesion increases the risk of 
no-reflow development (7). Most recent guidelines 
suggest that practitioners should consider thrombus 
aspiration in patients with ST-elevated myocardial 
infarction who have higher clot burden and shorter 
ischemic time (8). Because our patient had long ischemic 
time, we deprecated thrombus aspiration. There are 
some studies that recommend a control coronary 
angiography following the use of GP IIb/IIIa receptor 
inhibitors before a percutaneous coronary intervention is 
carried out for patients with intensive intra-coronary 
thromboses (9). 
  
Although primary percutaneous intervention to the 
lumen of the epicardial coronary arteries with balloon or 
stent seems successful in angiography in the 
recanalization of heavily clogged epicardial coronary 
arteries, myocardial reperfusion and microcirculation 
may not improve at expected levels due to embolisation 
of the disintegrated thrombus and plaque content to the 
distal vascular bed with antegrade flow (10). Among 
successful myocardial tissue perfusion criteria, we can 
count ST-segment resolution and myocardial blush 
grade (MBG) inECG. After the start of treatment, we 
observed an ST-segment resolution of up to 70% in the 
ECG of our patient. Besides, the control coronary 
angiography showed MBG-3 (regular enhancement). 
  
Despite the fact that mechanical revascularization is 
regarded as the most viable and effective treatment 
method in myocardial infarction, ACS patients with high 
intra-coronary thrombus burden may be treated with GP 
IIb/IIIa receptor inhibitors without the need for 
angioplasty or coronary stent implementation. In our 
case, without the need for mechanical reperfusion, we 
were able to treat our patient with pharmacological 
reperfusion. 
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