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Abstract 
Left ventricular outflow tract (LVOT) thrombi are extremely rare and only two previous cases have been published in the 
medical literature. We present the third case of LVOT thrombus from Sinai Hospital of Baltimore. This thrombus was an 
incidental finding in a patient who was status post motor vehicle accident. The patient was a 24 year old man who was 
found to have a mobile mass in the LVOT by echocardiogram.  His heart was otherwise structurally normal.  After surgical 
excision and pathologic examination, the mass was diagnosed as being a fibrin thrombus. 
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1 Introduction 
Mass formation on the basal left ventricular septum at the left ventricular outflow tract (LVOT) is a rare phenomenon. 
Possible etiologies of a cardiac mass include tumor [1-3], thrombus, and vegetation [4]. Left ventricular (LV) thrombi usually 
form in association with impaired LV function as is seen with myocardial infarction [5-6], LV aneurysm [7], dilated 
cardiomyopathy [8], and ventricular assist devices [9]. LV thrombi can also be seen in association with cardiac trauma [10], 
myeloproliferative disorders, antiphospholipid antibody syndrome11 and hypereosinophilic syndrome [12]. Cases of LV 
thrombi in normal hearts have also been reported [13-15]. Thrombi formation on the basal left ventricular septum at the 
LVOT is extremely rare as it is a region of high velocity blood flow. On our review of the literature, 2 previous cases were 
reported. One reported case of LVOT thrombus was attributed to transient eosinophilia [16]. In the other case, thrombus 
formation in the LVOT was discovered during surgery in a patient on biventricular mechanical support [17]. Here we report 
a case of LVOT thrombus in a young man with a structurally normal heart incidentally detected by echocardiography after 
a motor vehicle accident.  
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