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TRANSÖZOFAJİYAL EKOKARDiYOGRAFi
ESNASlNDA SAG ATRiYUM TROMBÜSÜNDEN KAYNAKLANAN PULMONER EMBOLi
OLGUSUNUSU

ÖZET
Bu vaka spinal cer rahi sonrası gelişen sağ atriyal
tronıbiisiin transözofajiyal ekokardiyografi (TEE) inceleme esnasuıda enıbo lizasyonımu rapor etmektedir. 50
yaşın daki kadm hasta spinal cerrahi sonrast gelişen senkop atağ t nedeniyle ileri tetkik ve tedavi amactyla
yatm ldı. Transtorasik ekokardiyografik incelemede sağ
atriyunıda hareketli, sağ ventriküle prolabe kitle gözlendi.
Daha ileri inceleme i~:in aym seansta hastaya TEE
uygulaması planlandt. Ozofajiyal ellliibasyon esnasmda
hasta ani sık11111 ve fena/tk hissinden yakmdt. Hemen
yapdan TEE incelemede sağ atriyal kitlenin kaybolduğu
tespit edildi. Akw dönemde ve izlemlerinde hemodinamik
olarak stabil seyreden hastaya hastane içi dönemde
yapdan ventilasyon-perfüzyon sintigrafisinde p ulmoner
emboli tam st doğrulandt. Yaklll dönemde cerrahi anemnezi olduğ u ndan frombo/iz uygulanmayan hasta parenteral
heparİn ile başarı ile tedavi edilip tabw-cıı edildi. Türk
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Ri ght atri al mobile thrombus is characterized by
echocardiograph ic detectio n of mobile worm-like
thro mboe ınboli in the right atrium, with a high propensity to embolic displacement into the pulmonary
circulation. This type of thrombus is associated with
a high ın ortality rate exceeding 60% in untreated patient O>. Their treatment is a medical emergency
once the diagnosis is made. Studies have shown the
diagnostic superiority of transesophageal echocardiogr aphy (TEE) over transthoracic echocardiography
(TTE) in the evaluation of right atrial mobile thromAccepted: 24 September, revizyon 22 October 2002
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bus. TEE has been widely regarded asa safe procedure associated with low mortali ty rates (2). However, esophageal intubation frequently induces coughing and retching which increases right atrial pressure
acutely. We report a rare case of pulmonary embolism occurring d uring TEE exaın i nation and it is believed to be related to esophageal intubation.

CASE
A 50-year-old woman was admitted to our hospital for evof syncope. T wo weeks before hospita lization, he
had spinal surgery. She had prolonged bed rest postoperatively with no prophylactic anticoagulation. One week after the o peration she experienced an episode of syncope.
On adm ission slı e was complaining of fatigue, chest pain
and palpitation. She had no k nown history of atrial fibri ll ation, malignancy or hypercoagulable state. On physical examination bloo cl presstu·e was 130/80 mmHg, heart rate
was 75 beats/min and irregular, and system fi ndi ngs were
normal except left lower limb paresthesia. Her chest x-ray
was normal and ECG showed sinus rhytm wi th frequen t
atrial premature beats. Ro utine blood tesıs were nonnal
except low hemoglobin !eve! (9.7 mg/d!).
alu a ıin

The two dimensional TIE showed a mobile mass in the
right atrium pro lapsing in to the right ventricle (Fig 1-2).
Rig ht ventricle was d il ated (3. 1 cm). Pulmonary artery
systolic pressure determ ined from the velocity of tricuspid
regurgitatio n was 58 mmHg. To eva l tıare the mass and its
origin more precisely the paı ient was prepared for TEE examinat ion at the same session. Before insertion of a multiplane 5.0 MHz T EE probe, pharyngeal anesthesia with lidocaine spray was applied. During insertion of the probe
she coug hed and retched several times and then coın 
plained of sudden distress and dyspnea. TEE show that he
right atrial mass previously demonstrated had d isappeared
(Fig 3). The mass was not seen in the right ventricle or in
the pulmonary artery.
She was admitted to coro nary care un it w ith a diagnosis of
acute pulmonary embolism. She was in d istress, dyspneic
and tachypne ie. Her blood pessure was 90/60 mmHg,
pul se ra te 120 beat/min. While taking 6 L/m in nasal oxygen, oxygen saturation was 88%. Beeause of recent history
of spinal surgery fibrino lys is was not undertaken. She was
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Figure 3. TEE view of the same p aıienı aftcr cnıbolization
Figure 1. TTE image of free n oaıing thrombus in the right atri um
protruding in ıo the righı vcntricle

DISCUSSION
Right-sided cardiac thromboembol i or p ul ıno n ary
emboli-intransit represent an unus uat disease process
with hi gh ınorbidity and mortality. These right atria l
mobile throınbus are in transit form the legs to the
pulmonary arteries and thus are a form of venous
thromboembol ic disease (3). They can embo lize at
any time necessitating emergency treatment once the
diagnosis is made. The most comma n cilinical manifestations of pu lmonary e mbo lis m are: dys pnea
(92%), tachycardia (80%), syncope (44%), card iac
arrest (22%), and shock (20%) (4). In thjs patient the
first echocardiog raphic findings are in concordance
w ith pu lmonary hyperte nsion wh ich can be d ue to
recurrent subclinical pu lmonary embolism.

Figure 2. TTE vic w of right at rial thrombus

treated immediately with intravenous heparin. The elinical
pictures and blood gases improved rapidly. Lung sean
showed massive right sided mismatched defects consistent
wi ı h pulmonary e mb oli s nı (Fig 4). Lower limp Doppler
and radionuelide venography were negative for deep vein
thrombosis. To search for other causes of right atrial mobile thrombus protein C and S, antiphospholipid antibodies
(anticardiolipin, lupus anticoagulant) were studied and
were found to be within normal ranges. The mass in the
right atrium was deemed to be a th roınbus because of its
assodation with surgery and complete elinical recovery
with anticoagulation.
The patient was discharged on warfarin with no complication and recurrence. At six ınonth s she was asymptomatic
and physical exaın inat i on was unreınarkable.
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Studi es have show n the diagnostic superiority of
TEE over TTE in the evaluation of right a tria l mobile throm bus (5) . TEE isa safe procedure w ith very
low complication rates (2). However, in certain e linical conditions s uch as in ri ght atrial nıob ile thronı
bus it can be deleterio us. Ttıere a re three cases of
pulmonary embolizatian associated with TEE exanı
ination. S hah et.(6) reported that one patient with this
situation suffered from inc reased hypoxemia, hypotension and bradyasistolic arrest during TEE examination. An autopsy s howed a large thronıbus in the
main pul monary artery. Cavero et at.(7) reported a
patient with right atrial mobile thrombus suffering
from progress ive dys pnea, cyanos is and cardiac arrest. The writers presumed that the mass has frag-
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Figure 4.
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sean showing large perfusion defecıs in

righı

lung segmenıs

mented during esophageal intubatian with the TEE
probe. Kwak et al.(8) repoted a case with pulmonary
fibrosis and tho mobile right atrial masses which one
of them was noted to em bolize during TEE.
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