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INTRODUCTION
Left ventricular (LV) thrombus is a major cause of embolic stroke after 
acute myocardial infarction (MI). Patients with large anterior MI are at 
the highest risk for the development of LV thrombi; these patients 
usually have an LV ejection fraction (LVEF) less than 30 percent and a 
severe antero-apical or basal inferolateral wall motion abnormality 
with aneurysm on an imaging study. 

LV thrombus is most often seen in patients with large, anterior ST-
elevation MI with antero-apical aneurysm. In most cases, these infarcts 
occur in the distribution of the left anterior descending coronary artery.
Recent studies show that due to SARS COVID19 virus infection and 
it’s micro vascular complications can lead to a pro thrombotic state.

Many, but not all, of these patients will have an LV apical aneurysm 
with akinesis or dyskinesis. In most cases, thrombus is located within 
or adjacent to the LV apex but can also occur with large basal 
inferolateral infarctions/aneurysms. 

Also, Contact of blood with the brous tissue in the aneurysm rather 
than normal endocardium is also thought to trigger clot formation. 

There are relatively few reports on the clinical course of SARS 
COVID19 related LV thrombus, so the objective of this prospective 
study was to investigate and compare the different clinical outcomes.

CASE-1 
68/Male driver complaints of:
Dyspnoea on exertion, cough, chest discomfort, and uneasiness since 
30 mins, 

(NYHA grade 3- 4)
Orthopnoea+, PND+
Known case of HTN, IHD, since 10 years.
Chronic alcoholic, smoker.

COVID (RTPCR)  positive a month back, was not admitted
1st dose of COVID Vaccine taken- {COVAXIN} a month back 
ECG s/o - Acute anterior wall MI

On examination:
Icterus +, JVP raised, b/l ne crepitations +, tender Hepatomegaly +

Blood investigations:

ECG:

2D Echo:
RWMA+
LVH/DD+
Anterior wall, apical, antero-septal, and septal hypokinesia.
LVEF- 30-35%
Severe MR/moderate TR
Large thrombus confined to LV apex
PASP- 49mmhg.
2D ECHO pictures:

Treatment and Outcome:
Admitted in MICU
Stenting done in LAD
LMWH
DAPT given
Advice surgery.
Patient expired before surgery.

CASE-2 
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ABSTRACT
Left Ventricular (LV) thrombus is most often seen in patients with large, anterior ST-elevation Myocardial infarction (MI) with antero-apical 
aneurysm. 
In most cases, these infarcts occur in the distribution of the left anterior descending coronary artery. These antero-apical infarcts have large areas of 
poorly contracting LV muscle; adjacent intra-cavitatory blood movement is sluggish (stasis) compared with normal areas. This relative stasis of 
blood is thought to increase the risk of thrombus formation. Recent studies show that stasis of blood occur along with micro vascular complications 
with SARS COVID19 virus infection, which can lead to MI and thrombus formation. 
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S.Creatinine (mg/dL) 1.5
NA/K/Cl(mmol/L) 134/5/98
TROP I (ng/ml) 3.5
CKMB (ng/ml) 21
BNP (pg/ml) 189
COVID status Post covid19 (MILD), Recovered
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52/Male security guard complaints of:
Cough, Abdominal distension, and b/l pedal edema, dyspnoea on 
exertion (NYHA grade 2-4)
Orthopnoea +, PND +,
Known case of type 2 Diabetes mellitus , CRF and IHD since 5 years, 
double vessel disease (post PTCA). Not taking treatment for any.
Patient- COVID (RTPCR) positive 2 months back, had required ICU 
admission for the same, was on ventilator for 4 days.
Ecg s/o- LBBB with anterior wall ischemia

On examination: 
Pallor +, b/l pitting pedal edema + , JVP raised,  b/l ne crepitations +, 
abdomen-distended, ascites+

Blood Investigations: 

ECG: 

2D Echo:
Dilated all four chambers
Severe LV systolic dysfunction
Global LV hypokinesia
Grade 2 DD+
LVEF- 10-15%
Severe MR/moderate TR
Organised LV thrombus measuring 2.4x1.7cm
PASP-42mmhg

2D ECHO pictures:

Treatment and Outcome:
PTCA to LAD done
LMWH 
DAPT given
Was started on tab Rivaroxaban 10mg OD
Advice regular follow ups.

Case- 3
44/Male, Builder, complaints of: 
palpitations since 3 hours.
sudden onset chest pain, radiating to upper arm and back a/w dyspnoea 
(NYHA grade 3-4), and perspiration, 

Known case of hypertension since 1 year, not on regular treatment or 
follow up.

Chronic smoker.
No history of covid or covid contact.

ECG - suggestive of extensive anterior wall MI.
HRCT chest- Not suggestive of COVID 
Rapid Antigen Test for COVID- negative
On examination: Conscious but not oriented to time place and person
JVP raised, S1,S2+, systolic murmur+, b/l coarse crepitations +, 
Rhonci +
GCS- E4V4M5

Blood Investigations: 

ECG:

2D Echo:
RWMA+
LVH/DD+
Infero-septal, antero-septal, anterior wall, antero-lateral wall 
hypokinetic
LVEF- 20-25%
Moderate MR/Moderate TR
LV apical thrombus present, mobile, measuring 2x1.1 cm
PASP-45mmhg
2D ECHO Pictures:

Treatment and Outcome:
CCU admission, ventilatory and ionotropic support, 
Patient developed embolic stroke
Patient expired before he could be taken up for angiography.

DISCUSSION:
According to COMMANDER, HELAS and WASH trials, For patients 
with MI and documented LV thrombus, Direct-acting oral 
anticoagulants (DOAC; also referred to as non-vitamin K antagonist 
oral anticoagulants) should be preferred to warfarin for prophylaxis for 
LV thrombus. 
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S. Creatinine (mg/dL) 2.57
NA/K/Cl(mmol/L) 127/6.8/97
PT/INR(sec) 30.4/2.14
TROP I (ng/ml) <0.01
CKMB (ng/ml) 2.2
BNP (pg/ml) 1390
COVID status Post covid19 (SEVERE), recovered

S.Creatinine (mg/dL) 1.8
NA/K/Cl(mmol/L) 138/3.2/98
TROP I (ng/ml) 10
CKMB (ng/ml) 34
BNP (pg/ml) 159
COVID Status Anti-SARS-COV2 antibodies 

Positive
Positive 

D dimer >1600
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For patients with MI and no clear thrombus but an LVEF less than 30 
with antero-apical or basal inferior/inferolateral wall akinesis/ 
dyskinesis and aneurysm, prophylactic anticoagulation should be 
considered.

In addition to MI, true LV thrombus may occur in other conditions such 
as stress cardiomyopathy , myocarditis and post COVID19 virus 
infection.

RESULTS: 
All patients who developed LV thrombus turned out to be COVID 
positive 2 out of 3 patients in the study expired, one is on regular follow 
up with department of medicine and cardiology. 

CONCLUSION : 
For patients who have tested positive for SARS COVID19 ; even with 
mild symptoms, presenting with MI a possibility of LV thrombus 
should be kept in mind.

The relative benets and risks of anticoagulation need to be weighed 
carefully in such patients.

Anticoagulation in COVID19 is recommended to avoid such life 
threatening complications.
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