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Introduction
Left atrial appendage ostial stenosis with or without previous 

surgical- or catheter-based intervention has been previously 
described [1-5]. The clinical implications of this anomaly are 
uncertain because it’s a very rare condition given the small 
number of cases reported. Herein, we report a case of left atrial 
appendage ostial stenosis with typical atrial flutter (AFL) and 
asymmetric septal hypertrophy.

Case Report

Figure 1: Baseline electrocardiography show typical atrial flutter.

A 55-year old female was admitted to our hospital for 
radiofrequency catheter ablation (RFCA). She presented 
with severe palpitations and shortness of breath for 6 years 
and was diagnosed with typical AFL (Figure 1) she had been 
taking anti Arrhythmic agents, but tachycardia was not 
responsive antiarrhythmic drugs. She was recommended 
RFCA. A transthoracic echocardiography revealed a normal 
ejection fraction, asymmetric septal hypertrophy without LVOT 
obstruction (septum=23.9mm, posterior wall=7.6mm), and a 
dilated left atrium (46mm). As part of evaluation before RFCA, 
a transesophageal echocardiogram was performed and revealed 
normal systolic function and asymmetric septal hypertrophy. 
The left atrial appendage was normal sized without thrombus  
or spontaneous echocardiographic contrast. There appeared  
to be a thin membranous structure at the orifice of the left  
atrial appendage with 0.3cm sized central hole (Figure 2). This 
membranous structure was attached to the left atrial appendage 
wall at its base. Color Doppler showed flow acceleration 
across the hole (Figure 3). At Continuous-wave Doppler 
echocardiography across the hole revealed a peak velocity of 
1.7m/sec during systole and atrial contraction in each direction 
(Figure 4). 
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Abstract

Isolated left atrial appendage ostial stenosis has been previously described. The clinical implications of this anomaly are uncertain. The 
relative stasis behind ostial stenosis may result in systemic embolization, particularly stroke. We report the case of a 55 years old woman who 
has left atrial appendage ostial stenosis. She was admitted for radiofrequency catheter ablation of atrial flutter. We present this case to discuss 
whether life-long anticoagulation would be necessary for stroke prevention after successful radiofrequency catheter ablation 
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Figure 2: 2 dimensional transoesophageal echo cardiography 
of the left atrium and left atrial appendage demonstrating the 
stenosis at ostium of left atrial appendage.

Figure 3: Color Doppler imaging revealed a high-velocity jet 
originating in the left atrial appendage and directed towards the 
body of the left atrium.

Figure 4: Continuous-wave Doppler echocardiography across 
the ostial stenosis showing a peak velocity in each direction of 
1.7m/sec.

Discussion
Left atrial appendage ostial stenosis is a known complication 

in the postcardiac surgery setting that was probably associated 
with previous partially ligated left atrial appendage [1-2]. 
Isolated left atrial appendage ostial stenosis without previous 
surgical- or catheter-based intervention has been also previously 
described [3-5]. They explained that this anomaly represents 
a congenital defect, possibly a variant form of cor triatriatum, 
in which a membranous shelf divides the left atrium above the 
atrial appendage into 2 chambers. These previous reported 3 
cases were patients in normal sinus rhythm (2 cases) and atrial 

tachycardia (1 case) without structural abnormality except left 
atrial appendage ostial stenosis.

In this case, the patient had no previous surgery or 
intervention involving the left atrium or appendage. Several 
reasons made this case unique. Unlike previous cases, a baseline 
rhythm of this patient was atrial flutter, in which chronic oral 
anticoagulation is recommended. Furthermore, we could not 
evaluate the remnant embolic risk because we performed RFCA 
and the patient’s rhythm was recovered to normal sinus rhythm. 
And also, unlike previous cases with normal structure except left 
atrial appendage ostial stenosis, this patient had asymmetric 
septal hypertrophy.

Left atrial appendage ostial stenosis is a rare clinical entity. 
The clinical implications of this anomaly are uncertain given the 
small number of cases reported. The relative stasis behind ostial 
stenosis may lead to an increased likelihood of clot formation, 
or high-velocity jet across the stenotic orifice may strike the 
wall of the left atrium causing fibrosis and thrombus formation, 
resulting in systemic embolization, particularly stroke. 
Furthermore, systemic embolization is a major cause of death 
and disability in patients with atrial fibrillation and flutter. The 
LA, and specifically the left atrial appendage (LAA), is the most 
common location for atrial thrombus formation in the setting of 
atrial fibrillation or atrial flutter [6-8].

After RFCA, for patients without evidence of recurrent AF/
AFL and whose risk for embolization is low, anticoagulation is 
usually stopped. However, this structural anomaly may cause 
clot formation, it was difficult to stop the anticoagulation after 
RFCA in this case.
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