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DOES MORPHOLOGY AND FUNCTION OF THE LEFT ATRIAL APPENDAGE CHANGE AS A RESULT OF MITRAL REGURGITATION?
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Background:  Left atrial appendage (LAA) morphology is known to change in patients with atrial fibrillation (AFib). However, there is little data available regarding the relationship of LAA morphology and degree of mitral regurgitation (MR). The current study assesses LAA morphology and function in patients with varying degrees of MR. 

Methods: Data was retrospectively collected from electronic medical records for 17 patients (mean age 62.18 ± 15.38, range 22-93 years, 12 males (70.6%)) who underwent a transesophageal echocardiogram (TEE) at our institution and were found to have MR. Indications for TEE in these patients were moderate to severe MR (n=8, 47.1%), bacteremia (n=6, 35.3%), exclusion of cardiac source for thromboemboli (n=2, 11.8%), and quantification of aortic stenosis (n=1, 5.9%). We excluded patients with current or past history of AFib or intracardiac thrombi. Patients were stratified to three groups: mild (n=6), moderate (n=6), and severe MR (n=5). In all patients we evaluated by TEE maximal length of LAA (mm), number of lobes, diameter of LAA mouth (mm), shape of the LAA, emptying velocity (cm/sec), and presence of thrombus.


Results: Maximal length of LAA increased with increasing MR severity and was 33.7±5.4, 40.7±7.9, and 46.6±2.5 mm for mild, moderate, and severe MR, respectively (p=0.0092 one-way ANOVA). In the same three groups, the mean number of LAA lobes was not significantly different (1.8, 1.7, 1.6, respectively; p=0.81). The mean diameter of the mouth of the LAA was significantly larger as the degree of MR increased – 14.0±3.0 mm (mild), 18.7±2.5 mm (moderate), and 22.8±5.3 mm (severe MR) (p=0.0052). The “chicken wing” shape of the LAA was most common in all three groups (50%, 100%, 80%, respectively) followed by the “windsock” shape (33% in mild and 20% in the severe MR groups), while the “cauliflower” shape was seen only in one patient (5.9%) from the mild MR group. The emptying velocity of the LAA was 0.49±0.16, 0.37±0.18, 0.48±0.19 cm/sec for the mild, moderate, and severe MR groups, (NS p=0.47). None of the patients were found to have thrombus in the LAA. 

Conclusions: The morphology of the LAA changes with increase in MR severity: LAA elongates and its mouth diameter increases. However, the function of the LAA, represented by emptying velocity, does not change significantly. 

LAA morphology may provide an additional guide to MR severity, once these findings are confirmed in large numbers of patients.

