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Acute Lower Limb Ischemia as Presenting Symptom 
of Acute Myocardial Infarction Complicated With Left 

Ventricular Thrombus in a Young Male Patient: A Case 
Report
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Abstract

Left ventricular (LV) thrombus is one of myocardial infarction (MI) 
complications and if the thrombus is mobile and protruding, there is 
a high risk of embolization. It is exceptionally rare that the presenting 
serious symptom of acute MI is severe leg pain. We report here a rare 
case of a 36-year-old Caucasian male patient with unrecognized MI 
complicated by LV thrombus. His initial visit to the physician was due 
to sudden onset of severe left leg pain as a consequence of thrombo-
embolism. Medical examination revealed occluded left femoral com-
mune artery and femoral superficial artery, subacute MI and apical LV 
thrombus, which were treated accordingly. On follow-up, 2 months 
after hospital discharge, patient affirmed that he has been walking for 
approximately 3 km every day, without leg cramps or angina. Early 
recognition of MI, even when presented with atypical symptoms in 
young individuals and its prompt treatment is important to improve 
survival, as well as to reduce thrombotic events.
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Introduction

Left ventricular (LV) thrombus is a myocardial infarction (MI) 
complication [1]. Mobile and protruding thrombi are at higher 
risk of embolization [1].

We report here a rare case of a 36-year-old male patient 
with acute MI complicated by LV thrombus, whose initial visit 
to the physician was due to sudden onset of severe left leg pain 

as a consequence of thromboembolism. The value of this case 
presentation is that it is extremely rare that the presenting seri-
ous symptom of acute MI in a young male patient is its compli-
cation, namely thromboembolisation from the LV which was 
manifested by acute lower limb ischemia.

Case Report

A 36-year-old Caucasian male was transferred to the Cardiol-
ogy Clinic from Vascular Surgery Clinic due to ECG changes 
consistent with MI. Four days earlier, patient was admitted 
to Vascular Surgery Clinic due to sudden severe pain of the 
left leg. Physical examination revealed that left leg was cold, 
whereas dorsalis pedis, posterior tibial, popliteal and femoral 
pulses were absent. There were no signs of chronic ischemic 
lower limb disease such as loss of leg hair, thinning of the 
skin or gangrenous changes. Doppler ultrasound showed oc-
cluded femoral commune artery and femoral superficial artery. 
Thrombectomy of the occluded arteries with Fogarty balloon 
catheter was performed urgently. Subsequent to the procedure, 
the pain disappeared, peripheral pulses were palpable and left 
leg was warm. He was transferred to Cardiology Clinic due to 
ECG changes that suggested subacute MI.

Regarding MI, patient referred that he did not have chest 
pain; however, he recalled that a few days prior to the leg pain, 
he had experienced upper abdominal pain and nausea but had 
not sought medical attention. Patient had negative family his-
tory for coronary artery disease. He was a smoker, and did not 
abuse narcotic substances. Patient denied other diseases. He 
was not aware earlier of diabetes, which was diagnosed for the 
first time during this hospitalisation.

Patient’s BMI was 23.98 kg/m2, belonging to normal 
weight category. Laboratory results showed initial glycemia 
of 19.36 mmol/L, whereas cholesterol and triglycerides were 
5.27 mmol/L and 1.77 mmol/L, respectively. Troponine test 
was positive (0.35 ng/L) and lactate dehydrogenase level was 
elevated (1,113 U/L). Hemostasis tests and other laboratory 
tests were within normal reference range.

ECG showed sinus rhythm, heart rate of 76 beats per 
minute, Q waves with ST elevation in leads V1 to V3 and T 
wave inversion in leads D1, aVL, V4 to V6.

Echocardiography examination revealed akinetic LV apex 
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and a protruding, well-contoured, mobile thrombus, with a di-
mension of 12 × 7 mm located in the apical segment of the 
interventricular septum (Fig. 1). LV ejection fraction was es-
timated 54%.

Coronary angiography showed 95% LAD stenosis of 
proximal segment, without atherosclerotic alterations in oth-
er coronary artery vessels (Fig. 2). Successful stenting of the 
LAD was achieved.

Funduscopic examination was completed to disclose 
whether patient had suffered from diabetes mellitus for longer 
period. Nevertheless, fundoscopy was unremarkable, thus ex-
cluding long standing diabetes mellitus.

Patient was treated with dual antiplatelet therapy, antico-
agulant treatment, high-dose statin therapy, a beta blocker and 

oral antidiabetic medications.
Prior to hospital discharge, 2.5 weeks after hospitalisation 

in Cardiology Clinic, patient had no leg pain, but complained 
of numbness of the left foot. However, on physical examina-
tion, the left leg was warm; pulses on popliteal, dorsalis pedis 
and posterior tibial artery were absent; no motor deficit of the 
limb was detected. We performed angiography of the lower 
limbs, which illustrated occlusion of the left popliteal artery 
at the level of the second segment with feeble collaterals for 
distal arteries. There were no atherosclerotic changes evident 
on other arteries of the lower limbs (Fig. 3). Control echocar-
diography showed that LV thrombus had dissolved.

On follow-up, 2 months after hospital discharge, patient 
was feeling well. He affirmed that he has been walking for 

Figure 1. A protruding, well-contoured left ventricular thrombus on api-
cal segment of the interventricular septum detected by echocardiog-
raphy. 

Figure 2. Coronary angiography showing 95% LAD stenosis of the 
proximal segment. 

Figure 3. Peripheral angiography of the lower limbs showing normal femoral arteries (left image) and occluded left popliteal 
artery (right image). 



Articles © The authors   |   Journal compilation © J Med Cases and Elmer Press Inc™   |   www.journalmc.org186

Lower Limb Ischemia in Myocardial Infarction J Med Cases. 2016;7(5):184-186

approximately 3 km every day, without leg cramps or angina.

Discussion

The common symptom of chest pain is not pathognomonic for 
MI, as patients with acute MI may have atypical presentations 
such as dyspnea, abdominal or epigastric pain, nausea, vomit-
ing, syncope, etc. [2, 3]. It is not rare that the diagnosis of MI is 
missed due to patient’s atypical symptoms. This brings up the 
importance of awareness for the society at large, on different 
forms of clinical presentation of acute MI, and importance of 
recognizing symptoms in early diagnosis and long-term out-
comes. Treatment of MI by early thrombolysis or better yet by 
percutaneous coronary intervention (PCI) has led to reduction 
of LV thrombus formation [4]. Therefore, an untreated MI has 
a higher likelihood for development of LV thrombus. Certain 
thrombi features, such as mobility and protrusion, as mentioned 
earlier, make them more hazardous for embolization [1].

The exact cause of MI in our young patient is not clear, 
although it is likely that his diabetes and smoking contributed 
to accelerated atherosclerosis of coronary arteries.

Lower limb ischemia in this patient, on the other hand, 
is believed to be as a consequence of thromboembolus, most 
likely arriving from the LV, as we found a protruding, mobile 
thrombus in the LV apex. No atherosclerosis detected on pe-
ripheral angiography, as well as absence of signs of chronic 
ischemic disease on the leg favor our assumption. Fortunately, 
the leg was saved, although the popliteal artery remained oc-
cluded. We believe that this was due to Fogarty thrombectomy 
complication, partial thrombus drive to popliteal artery from 
the femoral artery or endothelial damage that could cause 
thrombosis. Pushing thrombus to distal vessels is a rare but 
recognized complication of endovascular thrombectomy pro-
cedures [5]. As the vascular surgeons report that all the periph-
eral pulses were palpable following the thrombectomy proce-
dure, a more likely explanation of popliteal artery occlusion 
seen on peripheral angiography performed 3 weeks after the 
procedure is thrombosis due to endothelial damage. Neverthe-
less, there are cases in the medical literature with worse out-
comes, such as that of an obese 35-year-old male patient with 
MI, LV thrombus and multiple thromboemboli that ended up 
with bilateral above knee amputations [6].

Conclusion

Early recognition of MI, even when presented with atypical 
symptoms in young individuals and its prompt treatment is im-
portant to improve survival, as well as to reduce thrombotic 
events. Patients should also be aware of the treatment options 
and the rewards of early MI management. Fogarty balloon 

catheter thrombectomy may be complicated by distal throm-
bus formation.
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