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Summary

Left ventricular (LV) thrombi are rarely recognized during life, though they are not infrequent
at the post-mortem examination of patients succumbed to valvular disease, acute myocardial infarc-
tion, and cardiomyopathy. We presented five cases in which LV thrombi were detected by cross-sec-
tional echocardiography (CSE) and confirmed by computed tomography.

The main purpose of this study was to compare the echocardiographic findings of the LV thrombi
with the manifestations of the LV thrombi on the computed tomograms, with a hope to augment the
clinical utility of CSE in the detection of LV thrombi.

CSE was recorded from the apical and four-chamber views in addition to the conventional ap-
proach. A computed tomographic whole-body scanner which utilized a continuously rotating gantry
and pulsed anode with X-ray radiation collimated to form a thin fan-shaped beam was used. A com-
plete section scan was performed in 3 seconds. Sustained enhancement was obtained with a rapid in-
travenous infusion of 309% meglumine iothalanate.

Most of the LV thrombi showed an abnormal echo with irregular borders and/or a mobile
mass echo at the apex by CSE. Computed tomographic findings suggestive of LV thrombi appeared
as a defect, which was apparently different in quality from the surrounding myocardium or valvular
apparatus. These findings were quite consistent with those of CSE with respect to the number and the
location of the LV thrombi.

Consequently, it may be concluded that CSE is a useful adjunct in the detection of LV thrombi
and an additional use of computed tomograph will certainly open up a promising way to make the
secure diagnosis of LV thrombi.
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BRTCE v L, mass ORI & ILRHTTHY
L Ly, apical view &, Db 25
FLA kDT # A6 mass AT LN b D&
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Table 1. Protocol of 5 cases

1 2 3 4 5
Y. H. (male) T.S. (female) M. A. (female) S. M. (male) Y. H. (male)
76 yrs. 69 yrs. 77 yrs. 66 yrs. 59 yrs.
Clinical Heart failure Aortic Aortic Myocardial Myocardial
diagnosis regurgitation regurgitation infarction infarction
Aortic aneurysm Ventricular Ventricular
aneurysm aneurysm
Blood pressure 164/74 192/60 154/0 140/80 120/80
Heart rate 88/min. 84/min. 72/min. 62/min. 84/min.
irregular regular regular regular regular
Af, LAD LVH LVH Antero-lateral & Antero-septal &
inferior lateral
ECG RBBB VPCs APCs, VPCs myocardial myocardial
infarction infarction
Chest X-P
(CTR) 619% 71% 66% 56% 56%
Systolic murmur Systolic murmur  Systolic murmur  Systolic murmur Systolic murmur
PCG (L-II/VI: apex) (L-II/VI: Erb) (L/IV-VI: 2RSB) (L-I/VI: apex) (L-1I/VI: apex)

Systolic click
(L-II/VI: Erb)

Diastolic murmur Diastolic murmur

(L-IV/VI: 2RSB)

Friction rub
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Fig. 1 3 Z 0B# @ EHEOLREIC TRisk LI
M-mode [>T = —[X#& 7R¥. DEFIEOIEE
FHTHY Bk 26 mm), EHERELWSA
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Table 2. Criteria of LV thrombi

Criteria for two-dimensional echocardiographic di-
agnosis of left ventricular thrombi (Meltzer, R. S.
et al.®

1. Echocardiographic signs of a mass adjacent to the

left ventricular wall, but distinct from the endo-
cardial echo

2. The texture of the echoes in the mass different

from the adjacent myocardium

3. Location of the abnormal echo usually near the

cardiac apex

4. Asynergic motion of the adjacent ventricular

myocardium

5. Imaging of the mass best from the apical or sub-

xiphoid view

6. Occasional mobile projections from the mass into

the ventricular lumen

JEE LTz, LaL, BEkkEx (Fig. 2 1)
T, DEFFEA BLREBIZ T T, B6 20
i L Y7 5 mass FiRL2AA Bz, M-mode o)
Ta—[X TR LNLEPREOBEE, o

s e Septum
S i . [
D= [ Thrombus
A R |

;,k""‘_.—,"

Fig. 1. M-mode echocardiogram of Case 3 showing remarkable hypertrophy of the in-

terventricular septum (IVS) (maximum: 26 mm).
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Fig. 2. Cross-sectional echocardiogram (CSE) and computed tomogram of Case 3 indicating
a mass of echo different from the adjacent myocardium.
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Fig. 3. (Top) CSE of the apical view in Case 2 showing a mobile mass prejected into the

LV lumen from the LV free wall.

(Bottom) Computed tomogram of Case 2 indicating defects in the left ventricle (LV) at
the LV free wall and from the cardiac apex to interventricular septum.
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Fig. 4. CSE and computed tomogram of Case 4.
LV thrombus is located at the LV high latral wall as illustrated by both methods.

%&%Eﬁ%ﬁé%w%W®kﬁ@ﬁ B 1z
JER & 12IFE—F L TR b, AmNBEELRIC
rZFRLEZ LN

FERI 1: 76 5%, Hik

46 R O X Y LHEAE) & fel & A, SR TN
W TH o7, SENIMRICEEL, DARE
R LT AL TETEETH S.
Fig. 6 3 apical view OEEEWEBHTH 5.
DRES D e H BT T T, EENA~LHL
7oA > mass BAGFERSH B AL, Z @ mass (%
FIEELFEHATH Y, RIS AR SR, D
PR = = — L3RRS A3 - T T,
123 L T B 25813 hypokinetic 7 3ER) # 5

Z O mass

LT3, BEEFOES ZRL T Four
chember view (Fig. 7) Tl Z » mass 11£%H
HEEICAE L, EEEA~ZEHL TR » 5 h k.
Fig. 7 1277 L7 X 974 K1 M-mode scan #
éaﬁ%é—g, &, DERETH IO &R0 & %

BT 5B0WERT a2 -2 bz (Fig. 8). =

ORPIRT 2 — DR LB 0EPIFE, fitoihr
Y 1, hypokinetic motion #;RL Tu7z.

Fig. 9 3%k e o apical view 2133
VL3 2 frf&E, 72 & ONC )5 Thedk L7z CT scan
BThd. LRI OEEEBRBC T TR 4
¢ mass AR L, Il KEstliic
HEEEWERN Lz ERBE TR Hohiz. CT

— 950 —



722 PYBELE LA ORRET

Thrombus

QSN0

Fig. 5. LV mural thrombus on CSE and CT scan.
The location and size of thrombus on the CSE appear to be quite similar to those on the

CT scan.
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Fig. 6. CSE of the apical view in Case 1 showing a mobile mass projected into the
LV lumen at the cardiac apex.
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Fig. 7. CSE of the four-chamber view in Case 1.

A mass of echo projected into the LV lumen is noted at the LV free wall.
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Fig. 8. M-made scan of Case 1.
LV thrombi are presented as high density band echoes below the interventricular

septum.

Fig. 9. Computed tomogram of Case 1 indicating filling defects from the cardiac apex
to the LV free wall.
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