958 M. R. Dweck et al.

23.

Skulstad H, Cosyns B, Popescu BA, Galderisi M, Salvo GD, Donal E, Petersen S, . 24. Linschoten M, Asselbergs FW on behalf of CAPACITY-COVID collaborative
Gimelli A, Haugaa KH, Muraru D, Almeida AG, Schulz-Menger |, Dweck MR, consortium. CAPACITY-COVID: a European registry to determine the role of
Pontone G, Sade LE, Gerber B, Maurovich-Horvat P, Bharucha T, Cameli M, cardiovascular disease in the COVID-19 pandemic. Eur Heart | 2020;41:
Magne ], Westwood M, Maurer G, Edvardsen T. COVID-19 pandemic and car- N 1795-796.

diac imaging: EACVI recommendations on precautions, indications, prioritization, 25. Dong E, Du H, Gardner L. An interactive web-based dashboard to track

and protection for patients and healthcare personnel. Eur Heart | Cardiovasc - COVID-19 in real time. Lancet Infect Dis 2020;20:533-534.
Imaging 2020;21:592-598. .

IMAGE FOCUS doi:10.1093/ehjci/jeaa067

Online publish-ahead-of-print 25 April 2020

A young man with a ST-elevation myocardial infarction
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A 34-year-old man was seen at
the emergency department with
acute retrosternal chest pain.
His medical history reported an
asymptomatic bicuspid aortic
valve. The electrocardiogram
revealed signs of left ventricular
hypertrophy and convex ST-
segment elevations in leads V1—
V4 without clear reciprocal
depressions  (Panel A). The
patient underwent a coronary
angiography ~ which  showed
non-atherosclerotic ~ coronary
arteries with a small calcic
embolus in the distal left ante-
rior descending artery (arrow in
Panel B; circled in zoomed-in
image). Because the pain was
disappeared spontaneously and
the ST segments were normal-
ized, no intervention was per-

formed. The invasive mean
gradient of the aortic valve was
49mmHg. Laboratory tests
revealed a rise and fall of cardiac enzymes with a maximum detected creatine kinase myocardial band level of 219 pg/L. Transthoracic echo-
cardiogram showed an extensively calcified aortic valve with severe aortic stenosis, a dilated ascending aorta (maximum diameter 46 mm)
and akinesia of the left ventricular apex (Panel C). The patient underwent an urgent surgical mechanical aortic valve and Bentall aortic arc
replacement (Panel D). He recovered well and was discharged 6 days later. In conclusion, we report a rare case of a patient presenting with
an anterior ST-elevation myocardial infarction as a first symptom of a severe aortic stenosis.
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