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Heart Transplantation
for Acute Occlusion of the
Left Main Coronary Artery

To the Editor:
The article by Lijoi and associates1 describes 2 cases

of myocardial salvage and reversal of cardiogenic
shock after surgical revascularization of acute com-

plete occlusion of the left main coronary artery
(LMCA).' Although successful emergency coronary

artery bypass grafting after acute occlusion of the
LMCA has been previously described,2 we believe
that the 2 new cases reported by Lijoi are of great
value, because they show that the results of surgery

depend greatly on the length of time from the onset
of acute symptoms to surgical intervention. Emer-
gency surgery is not always possible, and often pa-

tients are referred for surgery too late, after unsuc-

cessful thrombolytic attempts. When thrombolytic
management has failed and several hours have
passed since the onset of acute symptoms, surgical
revascularization may be contraindicated due to

high operative risk and the irreversibility of myocar-
dial damage.
We recently reported the case of a 57-year-old

man who developed exertional angina, which pro-

gressed 5 days later to continuous pain at rest.3 The
patient was referred to our hospital, and on admis-
sion he was in cardiogenic shock with signs of acute
pulmonary edema. He was intubated and mechani-
cal ventilation was started. The electrocardiogram
revealed an acute extensive anterior myocardial
infarction. The maximum creatine kinase level was

1,101 IU/L. Thrombolytic therapy and inotropic sup-

port were established, and an intraaortic balloon
pump was inserted. Two days later, the patient was
extubated; but signs of severe cardiac failure per-

sisted. The patient underwent cardiac catheteriza-
tion, which revealed complete occlusion of the

LMCA. The right coronary artery was dominant, and
multiple vessels collateral to the anterior descending
and circumflex arteries were noted. A marked in-
crease in the left ventricular end-diastolic pressure
was observed, as well as high pulmonary wedge
pressure and severe ventricular dysfunction (with an
ejection fraction of 15%). In spite of inotropic, va-
sodilator, and diuretic treatment, symptoms of severe
cardiac failure persisted. Consequently, an emer-
gency heart transplantation was performed 30 days
after admission. The postoperative course was un-
eventful, and the patient remains well 5 years after
transplantation.
Due to the poor prognosis of acute occlusion of

the LMCA, we believe that in cases where throm-
bolytic management fails and a contraindication for
surgery is present, emergency heart transplantation
represents a valid alternative.
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