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CASE 

A 38-year-old man presented with four weeks of exertional dyspnoea and abdominal bloating, 

culminating in an acute episode of paroxysmal nocturnal dyspnoea. He was known to have a 

cardiomyopathy based on history and echocardiography but had been lost to follow-up before 

further investigations were completed. There was no chest pain, infective prodrome or recent 

travel. He smoked tobacco occasionally and drank approximately 50 units of alcohol per week. 

On examination, blood pressure was 110/80 and heart rate was 90. The jugular venous pressure 

was elevated. An S3 was heard but lungs were clear auscultation. The abdomen was soft and 

mildly tender. Inflammatory markers and renal function were normal and high-sensitivity 

troponin I was 14 ng/L. Soon after presentation, the patient described a cold left foot, with 

some associated pallor. The patient then developed acute right arm weakness and facial droop 

which spontaneously resolved within 20 minutes. Computed tomography (CT) of the brain 

demonstrated a hyperdense left middle cerebral artery, consistent with thrombus. Lower limb 

CT angiography revealed distal left anterior tibial artery occlusion. An electrocardiogram (ECG) 

and transthoracic echocardiogram (TTE) are shown in Figure 1 and Videos 1a-b. 

 

What further investigation would offer the most clinical information? 

a) Cardiac CT 

b) Transoesophageal echocardiography 

c) Contrast-enhanced TTE 

d) Cardiac magnetic resonance (CMR) 

 



DISCUSSION 

Correct answer: D. 

 

The ECG shows sinus rhythm. The echocardiogram demonstrates severe global left ventricular 

dysfunction without definite evidence of left ventricular thrombus, but the clinical index of 

suspicion is high. CMR offers excellent sensitivity for the detection of intracardiac thrombus 

while also providing an assessment of the myocardium - useful in this clinical context. Cardiac 

CT can visualise left ventricular thrombus but requires iodinated contrast, ionising radiation and 

is inferior to CMR for soft tissue characterization. Transoesophageal echocardiography is 

invasive and imaging of the left ventricular cavity can vary considerably – particularly the apex, 

which is far-field. Contrast-enhanced TTE is an excellent and generally accessible modality for 

detection of left ventricular thrombus, but beyond this does not add incremental information to 

the baseline TTE. 

 

Unfractionated heparin was commenced and CMR performed (Figure 2, Video 2a-b). This 

demonstrated several large, mobile thrombi in the left ventricle with basal-mid septal and inferior 

late gadolinium enhancement in a non-infarct distribution. The patient then developed new right 

leg ischaemia and underwent urgent bilateral embolectomy. He recovered well and was 

discharged on warfarin and heart failure therapy.  

 

This case demonstrates the importance of clinical assessment and the use of adjunctive imaging 

to support a clinical diagnosis. When left ventricular thrombus is suspected but not seen on two-

dimensional echocardiography, contrast echocardiography or CMR should be considered (1-3).  
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FIGURE AND VIDEO LEGENDS 

 

Figure 1 – Baseline investigations 

a) Electrocardiogram 

b) Transthoracic echocardiogram – 4-chamber view 

c) Transthoracic echocardiogram – parasternal long-axis view 

 

Figure 2 – Cardiac magnetic resonance 

Four-chamber (a), 2-chamber (b) and 3-chamber (c) views demonstrating two large and several 

smaller thrombi. 

 

Video 1 – Echocardiogram 

Four-chamber (a) and 2-chamber (b) views. There is severe global left ventricular systolic 

dysfunction with visually preserved right ventricular contractility. There is no obvious evidence 

of intracardiac thrombus.  

 

Video 2 – Cardiac magnetic resonance 

Four-chamber (a) and 2-chamber (b) cines. There is again severe global left ventricular systolic 

dysfunction with visually normal right ventricular contractility. There are several mobile left 

ventricular thrombi which are clearly seen, in contrast to the echocardiogram. 
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