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CASE REPORT

Thrombus in a normal sinus of Valsalva:
angiographic, multiplane transoesophageal
echocardiographic, and surgical findings
Luc Christiaens, Joseph Allal, Pierre Corbi

Abstract
A large intraluminal thrombus within an
otherwise normal sinus of Valsalva was
diagnosed in a 41 year old man who was
investigated for myocardial infarction.
The thrombus was suspected by aortic
root injection, confirmed by trans-
oesophageal echocardiography, and
treated surgically.
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The advent of transoesophageal echocardiog-
raphy has made it possible to detect during life
atherosclerotic plaques protruding into the
aortic arch and descending aorta'2 but pure
thrombus in the thoracic aorta has rarely been
seen. Appropriate treatment of patients with
documented thrombi in the aorta has not been
defined. We describe a patient with a throm-
bus within a normal sinus of Valsalva and the
angiographic and multiplane transoesophageal
echocardiographic findings when thrombus is
present at this very unusual site.

Figure 1 Aortogram, in the right anterior oblique projection, showing the ascending aorta
(AO) and the non-opacification of the non-coronary sinus of Valsalva corresponding to
the thrombus (arrow).

Case report
A 41 year old man was admitted with an acute
myocardial infarction of the inferior wall in
April 1995. This hypertensive patient had sus-
tained an ischaemic right cerebellar vascular
accident in 1988 from which he recovered
fully. In 1994 an acute inferior wall myocar-
dial infarction developed and he had elective
angioplasty of the right coronary artery. The
exercise stress test was normal in September
1994.

In April 1995 he was referred to our hospital
24 hours after another inferior wall myocardial
infarction. He was treated medically with
intravenous heparin (180 UI/kg/day), infusion
of nitrates, oral aspirin (250 mg daily), and
atenolol (200 mg daily). Cardiac catheterisa-
tion, performed five days later, showed an
occlusion of the right coronary artery and of
the left circumflex artery just after the postero-
lateral branch. Five days later a second coro-
nary angiogram was performed because
unstable angina recurred. This confirmed the
occlusion of the right coronary artery but
showed extension of the thrombus with occlu-
sion of the proximal part of the left circumflex
artery and of the posterolateral branch.

There was also no opacification of the non-
coronary sinus of Valsalva on the thoracic aor-
togram in the right anterior oblique projection
(fig 1). For a more comprehensive assessment
of the aortogram multiplane transoesophageal
echocardiography performed immediately
(Vingmed Sonotron CFM 750, 5 MHz trans-
oesophageal probe). The echocardiographic
examination clearly showed a round motion-
less mass (diameter = 10 mm) filling the non-
coronary sinus of Valsalva, without aneurysm
of the sinus, aortic intimal flap, or aortic valve
abnormality (figs 2 and 3). A large and mobile
thrombus was suspected and this diagnosis
was confirmed by surgery and pathological
examination. No aortic wall injury or athero-
matous lesions was noted during surgical
exploration and a saphenous vein graft was
anastomosed to the posterolateral coronary
artery. There were no cardiac complications
but 48 hours later there was critical ischaemia
of the right leg with a thrombus in the right
femoral artery. This was successfully treated
by surgical thrombectomy. This patient
required another surgical thrombectomy 23
days later for similar ischaemic damage of the
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Figure 2 Multiplane transoesophageal echocardiography, long axis section at 1670
rotation, in diastole: thrombus (T) just behind the non-coronary cusp. AO, aorta; LA, left
atrium; LV, left ventricle.

Figure 3 Multiplane transoesophageal echocardiography, oblique short axis view of the
aortic valve in diastole, showing thrombus filling the non-coronary sinus of Valsalva
(arrow). L, left coronary cusp; R, right coronary cusp; LA, left atrium.

right leg during an accidental decrease of oral
anticoagulation. Follow up during treatment
with oral anticoagulation, atenolol, and aspirin
was uneventful.

Laboratory data were normal (especially
protein C and S, antithrombin III, platelet
count, and haematocrit) except for cardiac
enzymes (peak creatine kinase (2450 IU)), fib-
rinogen (9 g/l), total cholesterol (2-66 g/l).
Anticardiolipin antibodies were negative as

was the VDRL (Venereal Disease Research
Laboratories) serological test.

Discussion
The technology of multiplane trans-
oesophageal echocardiography is now widely

available and has proved extremely useful in
evaluating cardiovascular anatomy, cardiac
sources of embolisation, and atherosclerotic
lesions in the thoracic aorta.' Trans-
oesophageal echocardiography is ideally suited
to evaluation of the proximal part of the tho-
racic root and the sinus of Valsalva. In the cur-
rent case multiplane transoesophageal
echocardiography clearly showed a thrombus
in the non-coronary sinus of Valsalva without
atherosclerotic lesions or aneurysm. Other
published reports describe thromboembolic
events complicating a large aneurysm of a
sinus of Valsalva,45 thrombi related to plaques
in the thoracic aortic,69 or mobile thrombus in
the proximal part of the descending thoracic
aorta.89 Our patient had no local aortic wall
lesion secondary to the catheterisation and no
antithrombin III deficiency or antiphospho-
lipid syndrome, unlike previously reported
cases.'01' To date, only three patients with
aortic thrombectomy have had a successful
outcome78 and there is one report of resolu-
tion of a large aortic thrombus after throm-
bolytic therapy with thrombolysis."2 Systemic
anticoagulation remains the mainstay of treat-
ment in aortic thrombosis.8 In our case,
because the thrombus occurred despite antico-
agulation and was associated with myocardial
ischaemia and high risk of emboli, surgery was
recommended. To our knowledge this is the
first angiographic and transoesophageal
echocardiographic description of a thrombus
within an otherwise normal sinus of Valsalva.
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