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an embolic cause of STEMI (Supplementary ma‑
terial, Figure S1). Control coronary angiogra‑
phy after 9 days showed resorption of most of 
the thrombus in the medial segment with TIMI 
3 flow to the end of the posterior descending ar‑
tery, but the thrombus was still visible in the dis‑
tal segment of the RCA (FIGURE 1C). To differenti‑
ate the origin of the material, that is, embol‑
ic or coronary, atherosclerotic plaque rapture 
OCT was performed. It revealed atherosclerot‑
ic changes with plaque rapture and unorganized 
mural thrombosis in the distal part of the ves‑
sel (FIGURE 1A). Due to a promising initial result of 
anticoagulation, nonsignificant atherosclerotic 
narrowing of the artery, and a high risk of pe‑
ripheral thromboembolism, it was decided to 
prolong the triple antithrombotic therapy with 
clopidogrel, rivaroxaban 15 mg/d, and ASA with‑
out stenting. Percutaneous closure in a patient 
with hemodynamically significant sinus venous 
ASD is not recommended, so the patient was 
preliminary qualified to surgery. The procedure 
was postponed and dependent on the patency of 
the RCA after 6 months of triple antithrombotic 
therapy. After 6 months, coronary angiography 
with OCT revealed organized thrombus signifi‑
cantly narrowing the distal segment of the RCA 
(FIGURE 1D). The decision to perform revasculariza‑
tion was made. Successful stent implantation 
was performed (FIGURE 1E). Due to the presence of 
the thrombus, the antithrombotic therapy was 
continued but changed to warfarin, clopidogrel, 
and ASA. Because cardiac surgeons requested 

In the last years, due to its high image resolu‑
tion, optical coherence tomography (OCT) has 
been largely used in the assessment of athero‑
sclerotic plaque features. The results obtained 
by the OCT imaging may determine the choice 
of optimal treatment technique.1,2

A 55‑year‑old man with no history of any car‑
diovascular disease was admitted to the hospi‑
tal with typical severe retrosternal pain. Acute 
myocardial infarction with ST‑segment elevation 
(STEMI) was diagnosed. Immediate coronary an‑
giography showed large thrombus causing subto‑
tal occlusion in the medial and distal segments 
of the right coronary artery (RCA) with TIMI 
flow 2 and the occlusion of peripheral segment 
of posterior descending artery by the embolic 
material (FIGURE 1B). Due to the maintained flow 
through the artery and a high risk of progression 
of peripheral thromboembolism because of mas‑
sive thrombosis, the operator did not perform 
aspiration thrombectomy and decided to induce 
a bolus (7.9 ml) and a prolonged infusion thera‑
py with a glycoprotein IIb / IIIa inhibitor, eptifi‑
batide, parallel with a heparin infusion. Triple 
antiplatelet therapy with ticagrelor and acetyl‑
salicylic acid (ASA) was continued. Echocardiog‑
raphy, performed after the procedure, showed 
no contraction abnormalities of the left ventri‑
cle with good ejection fraction of 60%, but also 
revealed right ventricular and pulmonary trunk 
enlargement. Transesophageal echocardiography 
showed a 21‑mm sinus venous atrial septal de‑
fect (ASD) with a left‑to‑right leak, suggesting 
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to prove the full patency of the RCA before sur‑
gery, next coronary angiography was performed. 
It showed organized mural thrombosis without 
significant narrowing of the RCA (FIGURE 1F). Op‑
tical coherence tomography confirmed further 
major regression of thrombus (Supplementary 
material, Figure S2), so finally, the patient was 
qualified for elective ASD surgery only.

Optical coherence tomography enabled prop‑
er diagnostic workup of the cause of STEMI as 
well as determined the choice of treatment in 
all subsequent stages.

SUPPLEMENTARY MATERIAL
Supplementary material is available at www.mp.pl/kardiologiapolska.
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FIGURE 1  A – optical coherence tomography (OCT) cross sections of the mid and distal segment of the right coronary artery (RCA) with ruptured atherosclerotic 
plaque (arrow) and growing thrombus filling the lumen of the vessel in the distal segments; B – first angiography of the RCA with visible thrombus in the mid and 
distal segments (arrows); C – control angiography of the RCA after 9 days; D – angiographic view of the RCA after 6‑month follow‑up before percutaneous coronary 
intervention with stent implantation; E – angiographic view of the RCA after percutaneous coronary intervention with stent implantation in the distal segment; 
F – final angiographic view of the RCA after 12‑month follow‑up
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