
452  Rev Esp Cardiol. 2009;62(4):451-63 

Letters to the Editor

 

 

 Gray R, Stone W, Fowl R, Cherry K, Bower T. Management 

of true aneurysms distal to the axillary artery. J Vasc Surg. 

1998;28:606-10. 

Prosthetic Mitral Valve Thrombosis 
Treated With Two Consecutive 
Courses of Fibrinolysis 

To the Editor:

We present the case of a 57-year-old woman who 
14 months earlier underwent a double aortic and 
mitral valve replacement with a bileaflet mechanical 
prosthesis. Discharged after a slow postoperative, she 
had remained asymptomatic for more than 1 year until 
recently beginning with dyspnoea and progressive 
systemic congestion. She did not exhibit fever or 
infectious symptoms. The thoracic radiography 
showed a bilateral alveolar interstitial oedema pattern, 
and the analysis and haemostasis were normal, with 
INR =0.99. Interestingly, anticoagulant treatment 
had been discontinued 4 months earlier due to an 
episode of mild haemoptysis. 

The patient was admitted to the coronary unit, 
and conventional treatment for heart failure began 
paired with intravenous heparin sodium. The urgent 
echocardiography study (Figure) absolute lack of 
opening of one of the mitral prosthesis’ leaflets and 
a reduced opening of the other one, which resulted in 
a total effective area of 0.8 cm2 and an mean gradient 
of 24 mm Hg. There was thrombotic occupancy on 
the left appendix and spontaneous echo contrast on 
the left atrium, although thrombotic material was 
not observed in the mitral prosthesis. The aortic 
mechanical prosthesis functioned adequately, and 
left ventricular systolic function was normal. 

Still without locating thrombus in the 
mitral prosthesis, antecedents of interrupted 
anticoagulation, the thrombus in the left appendix, 
and the echo contrast established thrombosis of 
the prosthesis as the most probable diagnosis. 
Considering the previously complicated 
postoperative, initiation of fibrinolytic treatment 
with rt-PA (10 mg of intravenous bolus followed 
by another 90 mg in continuous perfusion for 90 
min) was chosen. This obtained favourable but 
insufficient results, with improved opening of the 
partially immobilized leaflet and persistence of the 
other leaflet being closed and fixed (effective area, 
1.36 cm2; mean gradient, 8.5 mm Hg) (Figure). The 
patient also improved symptomatically. 

echo-Doppler, computerized tomography, magnetic 
resonance, or angiography. Angiography is an es-
sential tool for planning treatment.2 Therapeutic 
procedure includes antibiotic treatment for infec-
tious endocarditis, according to individual case, and 
exeresis of the aneurysm with rebuilding of flow 
with a bypass. As a minimally invasive alternative, 
successful cases of repair with endovascular pros-
thesis with fewer incidences of lesions to structures 
next to the aneurysm compared to surgery, have 
been described.2,4 
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of fibrinolytic in fast sequence, previous presence 
of embolisms, and size of the thrombus (>0.8-1 
cm2), which is also associated with a higher risk of 
therapeutic failure, and according to some authors, 
could even be considered as contraindication.4

In our case, various questions arose. The first was 
if it really corresponded to a prosthetic thrombosis 
or not. In respect to this, it is fitting to point 
out that not seeing thrombus in the prosthesis 
in the transoesophageal echocardiogram does not 
rule out a diagnosis, and that the interrupted 
anticoagulation antecedent has to be considered per 
sea transcendental diagnostic criterion. 

The decision to use fibrinolytic treatment was 
highly influenced by the previous postoperative 
complication. The second administration of 
fibrinolytic was based on a favourable response to 
the first dosage and the already abundant studies 
which show a benefit in repeating dosage with an 
incomplete initial response. Although, one of the 
studies indicates that a complete lack of response 
to a first administration is also related to a high 
probability of failure in subsequent administrations.5
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At 48 h, encouraged by the good initial response,  
a new dosage of rt-PA was administered following 
the same criteria. Hours later in the transoesophageal 
echocardiogram, she already showed normal 
mobility of both leaflets (effective area, 2.5 cm2; 
mean gradient, 3.8 mm Hg) (Figure). 

There were no subsequent complications. At  
4 days, she was discharged after reaching adequate oral 
anticoagulation and having no signs of heart failure.

Prosthetic valve thrombosis continues to be a 
serious complication in patients with mechanical 
prosthesis, with an incidence of 0.2%-6% a year in 
aortic and mitral positions and up to 20% in the 
tricuspid, and it is generally related to insufficient 
anticoagulation.1

The classical surgical treatment by thrombectomy 
or new valve replacement presents increased 
perioperative lethality up to 69%.1

Due to this, therapeutic alternatives have emerged. 
Among these, intravenous administration of 
fibrinolytics such as streptokinase, urokinase, or 
rt-PA are emphasized, with encouraging results until 
now: effectiveness close to 85% and a relatively low 
incidence of complications. These complications are 
mainly peripheral embolisms (constituting between 
5%-12%) or cerebral embolisms (5%-10%), major 
haemorrhages (5%), and recurrence (11%). Risk of 
death is estimated at 6%.2,3 The factors associated with 
a higher risk of complications are the administration 

Figure 1. Transoesophageal echocardiographic studies carried out at the time of admission (A) and after the first (B) and second (C) dosage of fibrinolytic. 
At each of these times, a bidimensional image was taken during diastole of the mitral valve area occupied by the prosthesis, another image similar to the 
previous one but in colour Doppler mode, and an image in pulsed Doppler mode of the flow entering into the left ventricle, as the estimate calculations taken 
of the effective valve area.
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Medication Adherence in Patients 
With Heart Failure and a Depressed 
Ejection Fraction Attending 
Cardiology Clinics

Sub-analysis of the ICCAR study (Epidemiological study of clinical and 
therapeutic management of Heart Failure in Cardiology offices of Spain). 
Backing from the Spanish Cardiology Society (SEC) and the Clinical and 
Outpatient Cardiology Section of the SEC. Non-conditional sponsorship 
by Laboratorios Almirall.

To the Editor:

Treatment with angiotensin converting enzyme 
inhibitors (ACEI) or angiotensin II receptor 
antagonists (ARA-II), beta-blockers (BB), and 
anti-aldosterones (AA) improves the prognosis 
of patients with heart failure and depressed 
systolic function, based on what clinical practice 
guidelines recommend for patients in absence of 
contraindications.1,2 The degree of adherence to 
these recommendations in Spain is unknown. The 
ICCAR study (Epidemiological study of clinical 
and therapeutic management of Heart Failure in 
Cardiology offices of Spain), with a multicentre and 
cross-sectional design, analyzed in October 2005 the 
drug treatment of 905 patients diagnosed with heart 
failure.1 Two hundred twenty-seven cardiologists 
participated, and all Spanish Autonomous 
Communities were represented. 

Each drug therapy was analyzed to be either 
indicated1 or contraindicated/not tolerated, 
according to the investigator’s criterion. With the 
AA’s, it was considered a correct indication if 
the functional class was or had been NYHA III. 
Considering the ACEI and ARA-II combination 

as a treatment unit, it was defined as “adequate” 
adherence if the 3 drug therapy (ACEI or ARA-II, 
BB, and AA) were received, “moderate” when they 
received 2, and “low” when they received 1 or none. 
Not using an indicated drug therapy but rather 
the contraindicated/not tolerated was considered 
“adequate” adherence.

We present the results from the sub-group 
of patients with heart failure and depressed left 
ventricular ejection fraction (n=561; 73.2% males; 
average age, 67.1 [11.2] years).

Patients who received each drug therapy were: 
ACEI or ARA-II, 86.8%; BB, 71.1%; and AA, 
40.8%. Adherences were adequate, moderate, and 
low in 38.7%, 38.5%, and 22.8% respectively. There 
were no adherence differences among genders 
or functional classes at the time of consultation. 
However, the percentage of adequate adherence 
increase depended on the previous functional class 
worsening (55.3% in NYHA IV compared with 45% 
in NYHA III compared with 17.9% in NYHA II or 
no one in NYHA I; P<.0001). During consultation, 
treatments increased as follows with these: ARA-II 
16.4%; BB, 8.6%; and AA, 6.6%. ACEI decreased 
12.1%, although the ACEI or ARA-II combination 
had no modifications, which indicates that the 
increase in ARA-II is due to an ACEI reduction, 
probably due to intolerance.

In the ICCAR study, the percentage of patients 
who received ACEI or ARA-II, BB, and AA was 
slightly higher than in other European and Spanish 
studies.3,4

The Mahler study5 showed that adherence to drug 
therapy treatment reduced hospitalizations due to 
heart failure. Knowing the degree of adherence is 
important for establishing improvement strategies.

Our study, being different from others3 which 
only collect the percentage of patients with each 
drug, analyzed if the non-utilized drug was 
contraindicated. This analysis seems more adequate, 
considering that patients with heart failure in 
daily clinical analysis have more comorbidities 
than participants in clinical trials,6 which could 
contraindicate some drugs. 

Adherence was greater in patients with a previous 
record of poorer functionality, and there was a low 
adherence of 22%. Both aspects are improvable. 
It is necessary to begin treatment in early stages of 
the disease and avoid that patients, in absence of 
contraindications, do not receive the indicated drugs.

A limitation of this study is that the selection 
of cardiologists was not randomized, but was an 
unplanned sampling based on convenience, a design 
employed frequently in similar studies. It was carried 
out at the end of 2005, and although it may not 
reflect the current situation well, it may serve as a 
reference to compare with future studies. 


