

Clinical vignette

Large mobile aortic thrombus (MAT) and the role of imaging
in urgent selection for invasive treatment
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A 49-year-old female was admitted to the hospital after a loss of consciousness preceded by
motor aphasia. Transient cerebral ischemia
was diagnosed. She was a hypertensive, heavy
smoker, and was taking hormone replacement
therapy. The differential diagnosis of systemic embolism was started. The suprasternal
view of the echocardiographic examination
showed a hyperechoic, mobile structure of
20 mm in length in the ascending aorta (Figure
1B, the blue arrow; Supplementary material,
Video S1). Computed tomography (CT) angiography confirmed the mobile aortic thrombus
(MAT) located proximally to the brachiocephalic trunk (Figure 1A). Computed tomography scan showed neither enlargement of the
aortic diameter nor damage to the aortic wall
(Figure 1C–E). The CT orthogonal and sagittal
projections were used in MAT dimensioning.
The irregular-surfaced structure, 18 mm long
(Figure 1D, the yellow arrow) and 10 mm wide,
was visualized (Figure 1E, the red arrow). The
large size and cauliflower shape of the MAT
indicated a high potential for embolism. The
patient was urgently referred for open aortic
surgery. During the procedure, the thrombus
moved to the left upper limb, confirming
its high embolic potential. An 18 mm-long
thrombus was removed from the left brachial
artery. The aorta looked healthy without any
damage and residual lesions. In the follow-up,
no further embolic events were observed.
The patient was given a prophylactic dose of
aspirin and statins, and she was advised to quit
smoking. Hormone replacement therapy was
discontinued. Periodic echocardiography was
recommended.

The presence of mobile thrombus in
a healthy aorta (MAT ) is relatively rare.
The pathophysiology of MAT is unclear, as
thrombotic states are uncommon. In many
cases, MAT can be the source of systemic,
life-threatening embolisms such as myocardial infarction, cerebral or limb embolization
[1]. Although clinical consequences of MAT
are serious and may affect a patient’s prognosis, there are still no clear guidelines on
therapeutic strategies [1–3]. Thus the treatment strategy should be individualized in
every case. Three therapeutic goals should
be taken under consideration: target anticoagulation therapy, surgical thrombectomy
in the treatment of embolic complications,
and endovascular/open surgery to remove
the primary aortic thrombus [4, 5]. Invasive
treatment should be dedicated to patients
with high embolic potential and a low risk of
surgery complications. In this case, imaging
was crucial in assessing the embolic potential of MAT and selecting an urgent invasive
treatment strategy.

Supplementary material
Supplementary material is available at https://
journals.viamedica.pl/kardiologia_polska.
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Figure 1. A. A computed tomography 3D scan with visualization of a mobile aortic thrombus (MAT) in the ascending aorta (the red arrow).
B. Two-dimensional echocardiographic suprasternal long-axis (sagital) view presenting 20 mm MAT within the ascending aorta (the blue
arrow). C. Computed tomography — a 3D scan showing the size of the aorta, excluding other aortic wall pathologies. D, E. Computed angio
graphy, perpendicular and sagittal projections showing the irregular surface structure of the MAT: 18 mm long (D, the yellow arrows) and
10 mm wide (E, the red arrow)
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