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Visualization of Cardiac Thrombus by Bedside Ultrasound
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A 85-year-old man with sudden onset of dyspnea and
chest pain with an history of immobilization due to right
tibia plateau fracture after traffic accident 2 months ago was
admitted to our emergency department. He was hypotensive
(70/50 mmHg), tachycardic (166 beats/minute), tachypneic (26/
minute) on admission. A 12-lead electrocardiogram showed
atrial fibrillation with rapid ventricular response, arterial
blood gas analysis revealed a hypoxic and hypocarbic profile
together with an increased alveolar arterial oxygen. His physical
examination was unremarkable except cold extremities,
delayed capillary refilling time and bilateral decreased breath
sounds with rthoncus, abdominal respiration and increased in
diameter of right calf 3 cm more than left. Focused cardiac
ultrasonography (FOCUS) performed by the emergency
physician (EP) using a Mindray M7® model ultrasound
machine with a 3.6 mHz microconvex transducer (M7, Mindray
Bio-medical Electronics CO., Shenzen, China) revealed
enlarged right ventricle (RV), hypokinetic lateral wall and
hyperkinetic apex of RV (McConnell’s sign)' and also a large,
mobile serpentine thrombus in the right atrium. The thrombus
also extended into the inferior vena cava and protruded into
the RV through the tricuspid valve during diastole (Video).
Computerized tomography angiography of the thorax revealed
filling defects in both main pulmonary arteries (Figure). The
patient received alteplase treatment with a dose of 100 mg over
2 hours in the intensive care unit. The patient was discharged
from the intensive care unit with oral anticoagulation after three
days with symptomatic relief.

Pulmonary emboli (PE) is one of the crucial considerations
in the differential diagnosis of acute dyspnea and hypotension.
Multiple prospective studies reveal a low sensitivity (41-70%)
of FOCUS for specifically identifying PE.>® As experience
with emergency ultrasound grows, EPs will be expected to
fully understand and exploit the power of FOCUS to meet the
evolving standards of care in emergency medicine.

Video. Focused cardiac sonography shows dilated right ventricle
and also a mobile thrombus in the right atrium.

Figure. Blue arrow heads show filling defects in both main
pulmonary arteries in computerized tomographic angiography of
the thorax.
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