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A 48-year-old man was admitted to our institu-
tion because of congestive heart failure. Chest
radiography taken when he entered primary
school had indicated an abnormal cardiac sil-
houette. On admission, a resting 12-lead elec-
trocardiogram showed atrial fibrillation with
a heart rate of approximately 150 bpm. Chest
radiography showed a convex bulge on the left
heart border (Ficure 14). The plasma brain natri-
uretic peptide level was 1700 pg/ml (reference
range, 0-19.5 pg/ml) and the fibrin fragment
D-dimer level was 38.4 ng/ml (reference range,
0-1 pg/ml). Transthoracic echocardiography was
performed, but was limited due to poor echo-
genicity. There was mild left ventricular systol-
ic dysfunction, without significant valvular dis-
ease. Non-electrocardiogram-gated contrast-
-enhanced chest computed tomography showed
a dilated left atrial appendage (LAA) filled with
thrombus (FiGure 18 and 1€) extending in the an-
terior mediastinum (FIGURE 18-1E). The morpholo-
gy of the LAA was chicken-wing type,' and it
was 87 mm long and 44 mm wide. The LAA vol-
ume was 69 ml and the LA volume was 143 ml.
The LAA ostium dimensions were 35x 27 mm,
and its area was 7.3 cm?. Transesophageal echo-
cardiography showed no valvular pathology,
which resulted in a definitive diagnosis of con-
genital LAA aneurysm with thrombus (FIGURE 1F;
Supplementary material, Video SI1). LAA flow ve-
locity was 18 cm/s. Because the patient refused
surgical management of the LAA aneurysm, he
was treated with oral warfarin.

LAA aneurysm is characterized by local-
ized outpouching or diffuse enlargement of
the LAA. It can be caused by congenital dyspla-
sia of the pectinate muscle and related atrial
muscle bands, or be secondary to mitral valve

CLINICAL VIGNETTE

Chicken-wing type congenital LAA aneurysm

disease. In a study of 500 normal autopsy hearts,
Veinot et al’ reported the size of normal LAAs
in different age groups and sexes. The mean ori-
fice diameter, body width, and length of the LAA
in subjects aged 20 years or older were respec-
tively 1.16, 1.83, and 2.59 cm for men, and 1.07,
1.66, and 2.53 cm for women. Although there is
no clear consensus on a definition of LAA an-
eurysm, Aryal et al® proposed that it could be
defined as a LAA with dimensions larger than
2.7 cm in orifice diameter, 4.8 cm in body width,
and 6.75 cm in length. Whether congenital or ac-
quired, LAA aneurysms grow in size over sever-
al years and tend to become symptomatic with
increasing risk of thromboembolism, so surgi-
cal treatment is often recommended even in as-
ymptomatic patients. LAA aneurysm resection
through a median sternotomy with a cardiopul-
monary bypass is the most commonly report-
ed operative approach. Less invasive approach-
es such as resection through a left lateral tho-
racotomy or resection with minimally invasive
endoscopic techniques have also been reported.
Since surgical LAA closure using the double-row
suturing method during a minimally invasive
mitral valve surgery performed through a right
minithoracotomy has recently been shown to
provide durable results, this technique may be-
come an effective option for this pathology in
the future.’ In patients with a large LAA aneu-
rysm with atrial fibrillation and/or biatrial en-
largement, a surgical atrial fibrillation ablation
procedure should be performed, because resec-
tion of the large LAA aneurysm alone may leave
dysmorphic atrial tissue that can predispose
to atrial tachyarrhythmia.? Although chicken-
-wing type LAA morphology has a relatively low-
er risk of thromboembolic events, aneurysmal

199



FIGURE1 A - standing posteroanterior chest radiography showing a convex bulge on the left heart border (arrow);

B, C - multiplanar reconstruction axial (B) and sagittal (C) images of non-electrocardiogram-gated contrast-enhanced chest
computed tomography showing left atrial appendage aneurysm (arrow) filled with thrombus (asterisk) extending in the anterior
mediastinum; D, E - three-dimensional volume-rendered reconstruction images of non-electrocardiogram-gated contrast-
-enhanced chest computed tomography in the left anterior oblique view (D) and left lateral view (E) showing chicken-wing type left
atrial appendage aneurysm (arrow); F - transesophageal echocardiography (mid-esophageal view at 52°) performed 7 days after
chest computed tomography showing left atrial appendage aneurysm (arrow) with thrombus (asterisk).

dilatation of the LAA itself and a large LAA os-
tium in addition to the presence of atrial fibril-
lation would lead to stasis of blood and subse-
quent thrombus formation.’ Indeed, the pres-
ence of atrial fibrillation / flutter is reported to be
the only significant predictor of LAA aneurysm-
-related thrombus formation and embolism.}

SUPPLEMENTARY MATERIAL

Supplementary material is available at www.mp.pl/kardiologiapolska.
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