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URGENT SURGICAL
REMOVAL OF THE LEFT

ATRIAL GIANT THROMBUS

(A CASE REPORT)

We report an uncommaon clinical observation of a 42-vear-old

woman with low cardiac outpur related to a giant left atrial throm-
bus which has partially occluded the mitral orifice. The patient had
a previous medical history of atrial fibrillation, mitral stenosis and
priewmaonia. The huge left atrial thrombus was suceessfully removed
with a concomitant mifral valve replacement and the postoperative
course was uneventful. Disclosure of such a huge thrombus in the
left atrial cavity requires prompt surgical treatment because of a
high risk of acure hemodynamic decompensation due to the obsirnc-
tion of the left vertricular inflow and systemic embolic events,
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long-standing rheumatic mitral stenosis which

can have a catastrophic outcome. Fragmentation
of the thrombus followed by central and peripheral
embolization or occlusion of the mitral valve partially
or totally may cause syncope, pulmonary edema and
sudden death. In spite of the surgical correction of the
mitral valve disease, factors such as atrial fibrillation,
giant left atrium, low cardiac output and dehydration
cause stagnation of the blood in the left atrium and con-
sequent thrombus formation [1,2]. Massive cardiac
thrombus formation and infection of an atrial and ven-
tricular mural thrombus is very rare, with only occa-
sional case reports in the literature [3-6]. In the present
case, cardiogenic shock due to a giant left atrial throm-
bus associated with mitral stenosis which was treated
surgically is described.

Left atrial thrombosis is usually a complication of

Urgent Surgical Removal Of The Left 27



CASE REPORT

A 42-years-old woman with a one week history
of dyspnea, palpitation, fatigue and fever was
admitted to a hospital and has been diagnosed
with mitral stenosis and lobar pneumonia. At
the third day of treatment (digital, diuretics,
antibiotics) the patients symptoms were getting
worse, and she was referred to our hospital for
the assessment of operability of mitral stenosis.
On admission, physical examination revealed
an irregular heart rate of 120 per minute,
hypotension (75/40 mmHg), tachypnea (30
breathsper minute) and the body temperature
was 38.5°C. On cardiac auscultation, the first
heart sound was accentuated and a II/VI sys-
tolic murmur with diastolic rumble was heard at
the apex. Electrocardiography demonstrated
atrial fibrillation and the chest radiograph
showed cardiomegaly with left atrial enlarge-
ment and right lung consolidations. (Figure 1)

Fig 1: Preoperative telecardiogram showing
cardiomegaly with marked dilated left atrium
siluette and diffuse pneumonic infiltration on
right lung.

Laboratory findings revealed leukocytosis
(18.700cells/uL), a mild anemia (Hb;l1g/dl)
and mild azothemia (BUN: 32mg/dl,
Creatinine: 1.7mg/dl). Transthoracic echocar-
diography showed mitral stenosis with mild
regurgitation. Mitral valve area, mean pressure
gradient and pulmonary artery pressures were
1.2em?2, 16mmHg and 60mmHg, respectively.
The left atrium was markedly dilated 62x94mm
in diameter-, which had a giant thrombus with
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a floating clot. (Figure 2)

Fig 2: Transthoracic echocardiogram showing
free floating thrombus filling the left atrium
(LA).

We decided to take this case to operation
urgently due to the fact that the giant left atnal
thrombus was partially occluding the mitral ori-
fice and the possibility of systemic emboliza-
tion and also this thrombus might have been the
origin of infection. Cardiopulmonary bypass
was instituted by standard cannulation of the
ascending aorta and bicaval with moderate sys-
temic hypothermia. Through the left atriotomy,
a fresh and huge mural thrombus was found to
fill the entire left atrial cavity and was removed

Fig 3: Operative photograph shows, giant
mural and fresh left atrial thrombus with stenot-
ic mitral valve after surgical removal approxi-
mately 7 x 8 cm in diameter.
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The mitral valve demonstrated a typical rheu-
matic fibrotic deformation which also had spot-
ty calcifications in the posterior annulus. The
mitral valve was replaced by a 27-mm bileaflet
mechanical prosthesis ( St.Jude Medical, Inc,
St.Paul Minnesota) and concomitantly left atri-
al appendix internal ligation was made with a
running 3-0 polypropylene suture.
Postoperative course was uneventful and post-
operative anticoagulation therapy was started
with heparin and followed by oral warfarin
sodium, with a target international normahzed
ratio of between 2.5 and 3.0. Intravenous
antibiotic therapy (Cefazolin sodium 4g/day)
was discontinued at the postoperative seventh
day and at the culture of the thrombus and
blood, no microbial agent was grown. The pre-
operative findings of pneumonia and car-
diomegaly on teleradiography improved rapid-
ly at the postoperative third day. An antiplatelet
regimen of acetylsalysilicacid (150 mg per day)
was also added to the postoperative drug thera-
py. She was discharged on the 11th postopera-
tive day.

DISCUSSION

The presence of a huge thrombus in the left atri-
um is infrequent but may lead to sudden death
due 1o the obstruction of the mitral valve. Usual
reported causes of atrial thrombi include atrial
fibrillation, mitral stenosis, enlarged left atri-
um, low cardiac output, bradycardia and abnor-
mal coagulability of which three of these fac-
tors were present in this case. Atrial fibrillation
is an unpleasant rhythm in which the lethal and
devastating effect of the rhythm lays in the
large number of arterial emboli that it produces.
Studies have indicated that over 90% of atrial
clots are originated from left atrial appendage
[7.8]. Johnson et al reported that surgical
removal of the left atrial appendage should be
considered to prevent the emboli and to reduce
strokes [8]. In this case we have not performed
a left atrium reduction procedure. We were sat-
isfied with appendage ligation and correction of
the basic mitral pathology. Antithrombin III,
protein C, protein § and FXII deficiencies are
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congenital blood protein defects associated
with important causes of recurrent arterial
thromboembolism. Recently a case of a huge
left atrial thrombus with mitral stenosis was
reported, which was removed surgically in a
FXII deficient patient [9]. We have not detect-
ed any coagulation abnormalitics and blood
protein defects in our patient. The cases of left
atrial ball thrombus are usually reported more
often then huge and infected left atrial thrombi
[2,10]. Infection of an intracardiac thrombus is
very rare and several previously reported cases
were associated with myocardial infarction
[5.6]. In B0% of prior cases, the causative
microorganisms were found in cultures from
the blood and thrombus. These organisms were
rather unusual among cases of native valve
infective endocarditis. In the present case the
blood and thrombus cultures results were nega-
tive. Infection of the cardiac thrombus has a
high mortality because of the difficulty of diag-
nosis. The thrombus is generally a hypovascu-
lar tissue, so diffusion of antibiotics into the tis-
sue is thought to be poor. Transthoracic
echocardiography optimized by a trans-
esophageal analysis appears to be the main pri-
mary noninvasive tool for diagnosis of the left
atrial thrombus. Mobility of the thrombus
remains the most important risk factor for cere-
bral and peripheric arterial embolic events.
Therapeutic strategy depends on echocardio-
graphic characteristics, clinical symptoms and
previous medical history such as mitral valve
stenosis, atrial fibrillation and giant left atrium.
A single anticoagulant therapy may be an
option in uncomplicated situations but consid-
ering the potential complications, surgical man-
agement is the main solution. We believed that
prompt surgical removal of the thrombus
should be performed followed by antithrombot-
ic prophylaxis and postoperative prolonged
administration of antibiotics.

In conclusion, we present here the case describ-
ing a giant left atrial thrombus which partially
occluded the stenotic mitral orifice and resect-
ed successfully with a combined mitral valve
replacement.
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