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Abstract

Background: Cases of systemic thromboembolism due to thrombus formation in the pulmonary vein stump after
lobectomy have been reported recently. Cerebral infarction after left upper lobectomy is a common symptom in
these cases. We encountered a rare case of acute limb ischemia caused by a thrombus formed in the left inferior
pulmonary vein stump after left lower lobectomy.

Case presentation: A 62-year-old man underwent video-assisted left lower lobectomy under general anesthesia
with epidural anesthesia. On postoperative day 2, he suddenly developed pain in the left calf. Contrast-enhanced
computed tomography showed left popliteal artery occlusion and thrombus formation in the left inferior
pulmonary vein stump. Anticoagulant therapy was started immediately, and emergent endovascular thrombectomy
was performed. The patient recovered without complications.

Conclusions: Left lower lobectomy can cause thrombus formation in the pulmonary vein stump, leading to
systemic thromboembolism. Early detection and treatment are the keys to minimize complications.
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Background
Systemic thromboembolism due to thrombus formation
in the pulmonary vein (PV) stump after lobectomy have
been reported recently. Most of these cases occur after
left upper lobectomy (LUL), with cerebral infarction as a
common symptom [1, 2].
Various vital organs, such as the kidney, intestine, and

spleen, are reported to be the target sites of embolism
with PV stump thrombosis [3–5]. One case of acute
limb ischemia possibly caused by PV stump thrombosis
was reported in 1989, and three cases were reported in
2018, all of which were after LUL or left upper division
segmentectomy [6, 7].

Cases of embolism caused by a PV stump thrombus
are mostly reported from a surgical perspective, and case
reports from an anesthetic perspective are relatively rare.
Herein, we report a rare case of acute popliteal artery

embolism, probably caused by a thrombus formed in the
PV stump after left lower lobectomy (LLL), and give
consideration from an anesthetic viewpoint.

Case presentation
A routine screening chest radiograph of a 62-year-old
man (height 177 cm, weight 79 kg) revealed an abnormal
shadow in the left basal lung, which was diagnosed as
lung carcinoma. He had been treated for diabetes melli-
tus and coronary spastic angina, which were well-
controlled, and was scheduled for video-assisted LLL. He
was an active healthcare professional with no history of
arrhythmia or thromboembolism. He reported a history
of smoking 20 cigarettes a day for 30 years but had quit
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smoking at the age of 47. A preoperative electrocardio-
graph showed sinus rhythm, first-degree atrioventricular
block, and left anterior hemiblock, but no arrhythmia
was detected. Preoperatively, he had a normal platelet
count (23.2 × 104/μL) and no coagulation disturbance
(prothrombin time international normalized ratio 0.91,
activated partial thromboplastin time 27.1 s).
The operation was performed uneventfully under gen-

eral anesthesia with epidural anesthesia. The operative
time was 289 min. The pathological stage was found to
be stage I.
The patient was ambulatory from postoperative day 1

and had no trouble on that day. On the morning of post-
operative day 2, his epidural catheter was removed. He
experienced sudden pain in his left calf while going back
to bed after brushing his teeth. He complained of this
symptom one and a half hours after the epidural cath-
eter removal. His left dorsalis pedis artery was not palp-
able, but the bilateral femoral and popliteal arteries were
palpable, which suggested thrombotic occlusion. A
contrast-enhanced computed tomography (CECT) scan,
taken an hour after his complaint, showed an occluded
left popliteal artery, a poorly described left dorsalis pedis
artery (Fig. 1), and thrombus formation in the left lower
PV stump (Fig. 2). His blood test revealed an elevated D-
dimer level of 3.06 μg/mL. Heparin and alprostadil were
started 3 h after the epidural catheter removal, and the
patient was transferred to another hospital for endovas-
cular thrombectomy. He had no subsequent complica-
tions and was discharged with edoxaban medication.
The PV stump thrombus was not found in the CECT
scan performed 3 weeks after surgery. Therefore, anti-
coagulant therapy was stopped.

Discussion
PV stump thrombus formation after lung resection has
been recently studied and recognized as a cause of cere-
bral infarction and embolism to vital organs. In 2013,
Ohtaka et al. found PV stump thrombus on CECT in
3.6% of 193 patients within 2 years after lung lobectomy.
Importantly, all patients with a thrombus had undergone
left upper lobectomy, and these comprised 13.5% of all
patients that underwent left upper lobectomy [1]. A PV
stump thrombus other than that of the left superior PV
is very rare, and there are only a few reports [8, 9]. The
higher frequency of thrombus formation in the left su-
perior PV stump could be because LUL leaves a longer
PV stump than other types of lobectomy, which may
lead to stagnant blood flow in the PV stump [1].
Dividing the PV to form a PV stump as short as pos-

sible has been suggested to prevent PV stump thrombus
formation. However, it remains unclear if that will re-
duce the risk of thrombus formation or thromboembol-
ism; PV stump formation has been reported even when

Fig. 1 Computed tomography angiography image of the lower
extremities taken at acute limb ischemia onset. The upper arrow
indicates that the left popliteal artery is occluded, and the lower
arrow indicates that the left dorsalis pedis artery cannot be
seen clearly

Fig. 2 Contrast-enhanced computed tomography image of the
chest taken at the onset of acute limb ischemia. The arrow indicates
the left inferior pulmonary vein stump thrombus
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the left superior PV was divided in the pleural space to
make the stump as short as possible [10]. If the PV was
divided in the pericardium, the PV stump could be even
shorter. However, it is not practical to perform this com-
plicated and invasive maneuver in all patients [1].
Prophylactic anticoagulation has also been considered

but has not been established because of the risk of
bleeding, which can be fatal after lobectomies. Moreover,
PV stump thrombosis can occur with anticoagulant ther-
apy [11]. Reported durations from lung resection to PV
stump thrombus confirmation or arterial embolism oc-
currence vary from 1 day to 7 years [9]. This suggests
that further investigation is needed to determine the ap-
propriate period and duration for prophylactic anticoa-
gulation. AF causes thrombus formation by blood
stagnation in the left atrium; the risk of thromboembolic
complication is very low when cardioversion is per-
formed within 48 h of AF onset [12]. Conversely, a re-
cent study has shown that cerebral infarction after
pulmonary lobectomy tends to occur very early during
the postoperative phase. Hattori et al. reported that 60%
of their 10 cases of cerebral infarction after pulmonary
lobectomy or more extensive intervention occurred
within 2 postoperative days [2]. Similarly, in our case,
thromboembolism occurred within 48 h of the operation.
This indicates that factors other than blood stagnation
may cause PV stump thrombus-related embolism. Ac-
cording to the pathological findings, not only blood stag-
nation, but also inflammation at the PV stump possibly
contributes to PV stump thrombus formation [9].
Left upper lobectomy, operative time, elderly age, and

advanced stages of lung cancer (pathological stage II or
more) have been indicated as risk factors for PV stump
thrombus formation [1, 2]. Elderly age may be related to
the fragility of the endothelium, while the advanced
stage of lung cancer may be related to a hyper-
thrombotic state.
From an anesthetic viewpoint, Kitajima et al. reported

the implementation of routine intravenous systemic
heparinization following LUL after encountering a pa-
tient who developed cerebral infarction post-LUL. Along
with this postoperative anticoagulant therapy, they chan-
ged the postoperative analgesia from epidural analgesia
to intercostal nerve blocks with intravenous patient-
controlled analgesia [13]. In this way, other methods of
postoperative analgesia, such as continuous nerve blocks,
may be utilized instead of epidural anesthesia if the risk
factors for PV stump thrombus formation and prophy-
lactic anticoagulation are established in the future.
Therefore, it is important that these rare cases be
reported.
This case provides crucial evidence linking LLL,

thrombus formation in the pulmonary vein stump, and
systemic embolism. It is important for medical caregivers

to recognize that embolism caused by a PV stump
thrombus may occur in lobectomies other than LUL. The
patient may present with varied symptoms, as the target
site may be systemic. Since the prophylactic prevention of
PV stump thrombus formation has not been established
thus far, early detection and treatment are the keys to
minimize complications. Anesthesiologists should be
aware of this complication to detect it as early as possible
if it happens and to seek the safe and effective methods of
postoperative analgesia.

Abbreviations
PV: Pulmonary vein; LUL: Left upper lobectomy; LLL: Left lower lobectomy;
CECT: Contrast-enhanced computed tomography; AF: Atrial fibrillation

Acknowledgements
We would like to thank Editage (www.editage.com) for English language
editing.

Authors’ contributions
YF, RH, and MM contributed to the anesthetic care of the patient, and TM
supervised it. GS contributed to the perioperative care of the patient. YF
wrote the manuscript. TM and KY revised the manuscript. All authors read
and approved the final version of the manuscript.

Funding
This research did not receive any specific grant from funding agencies in the
public, commercial, or not-for-profit sectors.

Availability of data and materials
Data relevant to this case report are not available for public access because
of patient privacy concerns, but are available from the corresponding author
on reasonable request.

Ethics approval and consent to participate
The case report was approved by the Institutional Ethics Committee (#237)
(2nd Oct 2020).

Consent for publication
Written informed consent was obtained from the patient for the publication
of this case report and the accompanying image.

Competing interests
The authors declare that they have no competing interests.

Author details
1Department of Anesthesiology and Critical Care Medicine, Graduate School
of Medical Sciences, Kyushu University, 3-1-1 Maidashi, Higashi-ku, Fukuoka
812-8582, Japan. 2Department of Anesthesia, Kyushu Central Hospital, 3-23-1,
Shiobaru, Minami-ku, Fukuoka 815-8588, Japan. 3Department of Surgery,
Kyushu Central Hospital, 3-23-1, Shiobaru, Minami-ku, Fukuoka 815-8588,
Japan.

Received: 14 November 2020 Revised: 8 December 2020
Accepted: 14 December 2020

References
1. Ohtaka K, Hida Y, Kaga K, Kato T, Muto J, Nakada-Kubota R, et al.

Thrombosis in the pulmonary vein stump after left upper lobectomy as a
possible cause of cerebral infarction. Ann Thorac Surg. 2013;95(6):1924–8.

2. Hattori A, Takamochi K, Kitamura Y, Matsunaga T, Suzuki K, Oh S, et al. Risk
factor analysis of cerebral infarction and clinicopathological characteristics
of left upper pulmonary vein stump thrombus after lobectomy. Gen Thorac
Cardiovasc Surg. 2019;67(2):247–53.

3. Manabe S, Oshima Y, Nakano M, Fujii T, Maehara T, Nitta K, et al. Renal
infarction in a patient with pulmonary vein thrombosis after left upper
lobectomy. Case Rep Nephrol Urol. 2014;4(2):103–8.

Fujimoto et al. JA Clinical Reports             (2021) 7:4 Page 3 of 4

https://www.editage.com


4. Umeda Y, Matsumoto S, Mori Y, Takiya H. Postoperative superior mesenteric
artery and cerebral infarction possibly due to the thrombus at the left
superior pulmonary vein stump. Jpn J Thorac Surg. 2015;68(12):967–9.

5. Harada R, Yunoki K, Sugiyama H, Yamamoto H, Kondo J, Watanabe K, et al.
Left superior pulmonary venous thrombosis complicated with splenic
infarction after video-assisted thoracoscopic left upper lobectomy. J Cardiol
Cases. 2017;16(1):1–4.

6. Seki M, Endo M, Kidani M, Kobayashi H, Sato H, Noto T. A rare case of left
atrial thrombus after left upper pulmonary lobectomy. Nihon Kyobu Geka
Gakkai Zasshi. 1989;37(7):1371–5.

7. Inoue S, Kuma S, Ohga T, Tokuishi K, Okabayashi K. Acute limb ischemia of
the lower extremity associated with left upper lobe surgery for primary lung
cancer. J Vasc Surg Cases Innov Tech. 2018;4(2):83–6.

8. Amemiya T, Shono T, Yamagami K, Takagishi S, Toma H, Kobarai T, et al.
Usefulness of oral Xa inhibitor for management of ischemic stroke
associated with thrombosis in the pulmonary vein stump after lung
resection. J Stroke Cerebrovasc Dis. 2019;28(11):104321.

9. Usui G, Takayama Y, Hashimoto H, Katano T, Yanagiya M, Kusakabe M, et al.
Cerebral embolism caused by thrombus in the pulmonary vein stump after
left lower lobectomy: a case report and literature review. Intern Med. 2019;
58(9):1349–54.

10. Oiwa H, Asai K, Mochizuki T, Momiki S. A case of thrombosis in the left
superior pulmonary vein stump after left upper lobectomy. J Japanese
Assoc Chest Surg. 2015;29(5):667–72.

11. Nakano T, Inaba M, Kaneda H. Recurrent cerebral attack caused by
thrombosis in the pulmonary vein stump in a patient with left upper
lobectomy on anticoagulant therapy: case report and literature review. Surg
Case Reports. 2017;3(1):4–8.

12. Nuotio I, Hartikainen JEK, Grönberg T, Biancari F, Airaksinen KEJ. Time to
cardioversion for acute atrial fibrillation and thromboembolic complications.
JAMA. 2014;312(6):647–9.

13. Kitajima A, Otsuka Y, Lefor AK, Sanui M. Acute cerebral infarction in a
patient with an epidural catheter after left upper lobectomy: a case report.
BMC Anesthesiol. 2019;19(1):1–4.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Fujimoto et al. JA Clinical Reports             (2021) 7:4 Page 4 of 4


	Abstract
	Background
	Case presentation
	Conclusions

	Background
	Case presentation
	Discussion
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

