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Abstract Myocardial infarction is a major consequence of coronary artery disease. Apart from traditional risk factors of myocardial 

infarction, the patient with severe vitamin B12 deficiency is

However necropsy studies has demonstrated premature CAD in vitamin B12 deficiency associated with 

Hyperhoomocysteninemia. Here we report a case with serve vitamin B12 deficiency presenting with AMI with mildly 

elevated homocysteine level. Implying Plasma vitamin B12 

with MI, especially those without conventional risk factors.
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INTRODUCTION 
Hyper homocystenemia is an independent risk factor for 

coronary artery disease and myocardial infarction in 

young patients
1
. Pernicious anemia is a common cause of 

Vitamin B12 deficiency, due to lack of intrinsic 

protein produced by gastric parietal cells and necessary 

for absorption of vitamin B12 in the terminal illium

hallmarks of the disease are macrocytic anemia, 

neurological symptoms, and atrophic gastritis; however 

venous and arterial thromboses have been reported as 

presenting symptoms as well 
3,4

. This case reports a 

young male with acute myocardial infarction with severe 

vitamin B12 deficiency with subnormal homocysteine 

level. 
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Hyper homocystenemia is an independent risk factor for 

coronary artery disease and myocardial infarction in 

. Pernicious anemia is a common cause of 

Vitamin B12 deficiency, due to lack of intrinsic factor, a 

protein produced by gastric parietal cells and necessary 

for absorption of vitamin B12 in the terminal illium
2
.
 
The 

hallmarks of the disease are macrocytic anemia, 

neurological symptoms, and atrophic gastritis; however 

ses have been reported as 

This case reports a 

young male with acute myocardial infarction with severe 

vitamin B12 deficiency with subnormal homocysteine 

CASE REPORT 
24 year old male driver, presented with acute 

squeezing type of precordial chest pain of 3 hours 

duration associated with two episodes of vomiting

were no accompanying palpitations, dyspnoea and 

diaphoresis. On admission Pulse rate was 72 beats per 

minutes regular, good volume, all periph

were well felt, Blood pressure was 100/68 mm of Hg, 

Respiratory rate was 20 cycle per minute

pressure was normal. BMI of 24 kg/sqm2.

past history of heart disease nor other conventional risk 

factors for ischemic heart disease like diabetes mellitus 

[DM], hypertension, smoking, or illicit drug use.

Knuckles are hyperpigmented. 

tongue present. No signs of Clubbing, Cyanosis, Edema, 

Lymphadenopathy are seen, Pallor 

examination did not reaveled any significant abnormality.

  

INVESTIGATION 
Complete blood count shows anemia as HB was 10gm/dl 

with macrocytic and hyperchromic anemia. He has 

evaluated for cause of anemia and it revealed both iron 

and vitamin B12 deficiency. As he has no

risk factors for atherosclerosis and young age 

presentation, his serum Homocysteine and lipoprotein 

level A (Lp (a)) and vitamin B12

Vitamin B 12 level (serum cmia

homocysteine level is 16 Mm/L
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24 year old male driver, presented with acute onset 

squeezing type of precordial chest pain of 3 hours 

d with two episodes of vomiting. There 

were no accompanying palpitations, dyspnoea and 

Pulse rate was 72 beats per 

minutes regular, good volume, all peripheral pulsation 

were well felt, Blood pressure was 100/68 mm of Hg, 

ry rate was 20 cycle per minute, Jugular venous 

pressure was normal. BMI of 24 kg/sqm2. There was no 

past history of heart disease nor other conventional risk 

heart disease like diabetes mellitus 

[DM], hypertension, smoking, or illicit drug use. 

. Blackish patch over 

No signs of Clubbing, Cyanosis, Edema, 

Pallor present. Systemic 

d not reaveled any significant abnormality. 

Complete blood count shows anemia as HB was 10gm/dl 

with macrocytic and hyperchromic anemia. He has 

evaluated for cause of anemia and it revealed both iron 

and vitamin B12 deficiency. As he has no conventional 

atherosclerosis and young age 

presentation, his serum Homocysteine and lipoprotein 

level A (Lp (a)) and vitamin B12 levels were assessed. 

cmia) is 48 pg/ml, however 

 which was found to be 
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slightly higher than normal limit. Lipoprotein level found 

to be normal. Erythrocyte Sedimentation Rate, Liver 

function test, Renal function test, Random blood sugar 

and Serum electrolyte and Lipid profile were found to be 

within normal limit. VDRL and HIV status negative. 

Chest x ray and Ultra sonography were also within 

normal limits. ECG showed acute antero septal 

myocardial infarction with ST elevation and significant t- 

wave inversion in lead I, AVL, v1 to v4. 
 

 

Table 1: Serial cardiac markers 

Cardiac 

enzyme 

On 

Admission 

After 6 

hrs 

After 24 

hrs 

After 48 

hrs 

CPK –Nac 253 3820 2260 572 

CPK-MB 62 432 178 47 

LDH 681 2147 2959 1994 

SGOT 40 1260 35 98 

 

2D ECHO: Revealed akinesia of distal antero-septal wall 

and distal interventricular septum with Ejection Fraction 

= 35%. 

 

 
 

The patient was successfully thrombolysed with 

streptokinase, low molecular weight heparin and anti 

platelet agent were started. Post thrombolysis ECG 

showed reversion of acute changes with the development 

of waves. He was refereed for coronary angiography and 

angioplasty. He received vitamin B12 and folic acid 

supplements. 
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DISCUSSION 
Acute Myocardial Infarction at young age with no 

traditional risk factors is rare occurrence. In most of the 

study it is found that Vitamin B12 deficiency with 

hyperhomocysteinmia is being a risk factor for coronary 

artery disease. As genetic background and nutritional 

intake vary in different populations, the vitamin B12 and 

homocysteine levels varies in different ethnic groups and 

this may be due to polymorphism metabolism of 

homocysteine
5 

. Multiple epidemiological studies and 

meta-analysis have shown that even a mild elevation in 

homocysteine is risk factor for major vascular events 
6,7,8,9

. Homocysteniemia is associated with activation of 

the coagulation system and with thrombin generation, in 

patients presenting with acute coronary syndrome
10

. 

Hyperhomocysteinemia increases low density lipoprotein 

(LDL) cholesterol uptake in the vascular wall and 

promote vascular smooth muscle growth thereby 

accelerating atherosclerosis
11
. Our patient was a young 

man with no conventional risk factors for coronary Artery 

disease and presented with acute extensive Myocardial 

Infarction at age 24 of years. This case demonstrates that 

even mildly elevated homocysteine levels caused by 

severe vitamin B12 defieciency should be considered in 

the work-up of acute Myocardial infarction in young 

people and those without traditional risk factors 
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