- Letter to Editor

Perioperative Acute Myocardial Infarction in the First Deceased Kidney

Transplantation Done in Bihar

Dear Editor,

Patients with chronic kidney disease (CKD) are more likely
to die from cardiac events than to develop end-stage Kidney
disease (ESKD), reflecting the burden of cardiovascular
disease in  this  population.!!  Kidney transplant
recipients (KTR) are at greater risk of cardiovascular events
especially in the perioperative period.’! Here, we describe
the first deceased donor kidney transplantation done in
Bihar (March 2020) that was complicated with acute
myocardial infarction (AMI) in the perioperative period.

A Sl-year-old man, ESKD patient on maintenance
hemodialysis for 2 years and treated successfully for
Hepatitis-B  infection, underwent deceased kidney
transplantation. Routine pre-transplant workup, including
electrocardiogram (ECG) and coronary angiography, was
normal while 2D echocardiography showed mild concentric
left ventricular hypertrophy.

Two hours after transplant surgery, he developed progressive
shortness of breath and oxygen saturation dipped to 88%. His
urine output decreased to100 ml per hour and blood pressure
t0110/80 mm Hg. ECG showed new-onset left bundle
branch block (LBBB) with junctional rhythm [Figure 1];
however, troponin-T was negative. Other differential
diagnosis considered was ischemic ATN with volume
overload but new-onset ECG changes were more in favor of
cardiac etiology. 2D echocardiography showed anterior wall
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Figure 1: ECG showing left bundle branch block

hypokinesia of left ventricle with LVEF—54%. Chest X-ray
was suggestive of pulmonary edema. In the setting of acute
left ventricular failure, decreasing urine output and metabolic
acidosis, the patient was given one session of hemodialysis.
Twelve hours later, evaluation revealed increased levels
of Troponin-I 275.1 pg/ml (normal value <26.2 pg/mL),
serum CK-MB 7.33 ng/mL (normal value <6.22 ng/mL),
and BNP 948.8 pg/ml (normal value <32.8 pg/mL). He
was started on dual antiplatelet therapy and unfractionated
heparin with activated clotting time monitoring. The
patient improved symptomatically. On day three, blood
Troponin-I (50 pg/mL), CK-MB (1.82 ng/mL), and BNP
levels (297.97 pg/mL) showed significant decline and urine
output was 4 liters/day. Patient tolerated regimen well, did
not develop any bleeding manifestation and his stool for
occult blood examination also was negative (done fifth
post-operative day). Ten days later, he developed wound
dehiscence which was managed with secondary suturing.
The patient was discharged with normal allograft function
(serum creatinine—0.9 mg/dL) and adequate urine output.
In the next 6 months follow-up (last follow-up done on
October 30, 2020), he was doing well with normal graft
function.

Kidney transplantation is associated with 17% risk
reduction for myocardial infarction (MI) compared to
patients in the waiting list. Risk of MI is highest during
the perioperative period and its incidence decreases
gradually after transplantation.” Perioperative myocardial
infarction (MI) may occur despite having normal cardiac
screening as seen in our patient. Non-cardiac surgery
is associated with major cardiovascular complications
and over 1 million patients are likely to have such a
complication every year.’] Devereaux et al. in their study
showed that 65%-93% of patients with perioperative acute
coronary syndrome (ACS) have no ischemic symptoms
and 50% of cases of MI go unrecognized.”! Moreover,
only 14% of patients experience chest pain in MI leading
to difficulty in diagnosis and failure of early treatment
initiation leading to increased morbidity.™

The pathophysiology of perioperative MI is distinct from
that of non-operative MI. Perioperative cardiac events
might occur due to demand-mediated ischemia and/
or plaque rupture. Mechanism include thromboembolic
dynamic obstruction from atherosclerotic plaque rupture
and imbalanced myocardial oxygen demand-to-supply in
chronic CAD patients.’) Perioperative MI is relatively
more common for recipients of a deceased-donor kidney,
compared with a living-donor kidney. Our patient had
ESKD due to chronic glomerulonephritis, which might
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have also increased the chances of AMI in the perioperative
period despite having a normal pre transplant coronary
angiogram.'"?” Common findings of patients with AMI in
the perioperative period are persistent hypotension, nausea,
diaphoresis, and shortness of breath. Other findings include
decreased oxygen saturation and ECG changes.

To conclude, high index of suspicion is required for
diagnosing AMI in the perioperative period as ESKD
patients may not have typical ischemic signs and symptoms.
Optimal management of complications with good team
effort leading to initial success helps in smoothly running
a high stake program like deceased organ transplantation.
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