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A B S T R A C T

Background: Evidence regarding the duration of anticoagulation (AC) therapy for left ventricular thrombus (LVT)
is lacking. This study aims to evaluate the rate and risk factors for LVT recurrence in patients with Anterior ST-
Segment elevation Myocardial Infarction (STEMI) complicated by LVT.
Methods: This was a retrospective analysis of patients with Anterior STEMI complicated by LVT and reduced
ejection fraction (<35 %) from 2010 to 2020. Patients with atrial fibrillation and hypercoagulable state were
excluded. Recurrence of LVT was defined as a new LVT on transthoracic echocardiography (TTE) after interval
resolution and AC discontinuation. Demographics, comorbidities, guideline directed medical therapy, TTE, and
angiographic characteristics were assessed and compared in patients with and without LVT recurrence.
Results: 87 patients met the inclusion criteria. Nine (10.3 %) had LVT recurrence of which three (33.3 %) had
cardioembolic events. More patients with recurrence had ventricular aneurysm/scarring (33 % vs 10.3 %) and
multi-vessel disease (22.2 % vs 9 %).
Conclusion: This study reveals that a portion of patients with Anterior STEMI complicated by LVT are at a higher
risk of recurrence after initial resolution and AC discontinuation. Larger prospective trials are needed to re-
address the appropriate duration of anticoagulation.

1. Introduction

Left ventricular thrombus (LVT) is a common complication in pa-
tients with acute myocardial infarction (AMI). In the pre-reperfusion
era, the incidence of LVT after AMI ranged from 20-40 % and even
higher than 60 % in patients with larger infarcts [1]. Now, in the
perfusion era, the incidence has dropped significantly with recent
studies showing roughly 4 % of patients have this complication after
receiving percutaneous coronary artery intervention (PCI) [2]. In cur-
rent practice, many clinicians utilize Cardiac Magnetic Resonance Im-
aging (CMRI) due to its better sensitivity compared to transthoracic
echocardiography (TTE). Data has shown a 6.2–8 % incidence of LVT
detection in AMI cases when CMRI is utilized and it can be as high as
19.2 % in patients with STEMI and reduced left ventricular ejection
fraction [3,4,5,6].

The patients who suffer from LVT have the following risk factors

including anterior Myocardial Infarction (MI), left anterior descending
artery infarct, left ventricular ejection fraction (LVEF)< 30%, and delay
between onset of symptoms and reperfusion. These risk factors will lead
to Virchow’s triad: vessel wall damage, stasis of blood flow due to lack of
contractility and hypercoagulable state because of post-infarct inflam-
mation [6]. There is insufficient evidence regarding the optimal dura-
tion of anticoagulation for patients with LVT. The American College of
Cardiology (ACC) and the American Heart Association (AHA) recom-
mend anticoagulation therapy with warfarin for at least 3 months in
patients with LVT. Thereafter, a TTE is recommended to confirm reso-
lution, after which anticoagulation can be stopped if there is no longer
an LVT visualized [7–9].

In the clinical settings, a number of patients present with recurrence
of LVT and/or with a complication from it including thromboembolic
events. The consequence of LVT recurrence can be catastrophic and
incidence of cardioembolic events such as ischemic stroke in patients
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with untreated LVT has been reported as 11 % [10]. In a study of 289
post AMI patients with LVT, it was found that 11.8 % of patients suffered
an acute ischemic stroke after their AMI. In this study, despite initial
resolution of thrombus, about 5.2 % had a subsequent acute ischemic
stroke for which the culprit in the majority was a cardioembolic source.
Additionally, LVT recurrence was thought to be an independent pre-
dictor of stroke [2].

Evaluation for failure rate of short-term anticoagulation therapy (i.e.
development of further cardioembolic events) will help clinicians
identify if a larger prospective trial needs to be done to re-address the
duration of anticoagulation in patients with higher risk of recurrent LVT.
Furthermore, investigation of patients failing short-term therapy would
also help clinicians understand the risk factors contributing to recur-
rence of LVT and further risk stratify patients who are at higher risk. We
propose to do a retrospective analysis of all patients admitted to our
tertiary care center with acute anterior ST segment elevation myocardial
infarction (STEMI), resulting a new LVEF<35 % complicated by LVT.
We aim to study the rate and risk factors associated with the recurrence
of LVT along with cardioembolic events among this cohort.

2. Study design/method

2.1. Study population and setting

This is a retrospective cohort analysis of all patients aged 18 years or
older who were admitted to Geisinger Medical Center (located in Central
Pennsylvania) with acute STEMI and found to have a newly reduced
LVEF (<35 %) complicated by LVT throughout 2010–2020. A manual
chart review was utilized to ensure that all patients included in the study
had LVT following AMI and placed on warfarin as the AC of choice.
Initially, all patients were initiated on dual antiplatelet therapy in
addition to warfarin. However, after one week, one of the antiplatelet
agents was discontinued. Further inclusion criteria ensured that all pa-
tients had resolution of LVT on subsequent echocardiograms and were
eventually taken off anticoagulation accordingly. Recurrence of LVT
was defined as a new LVT on transthoracic echocardiography (TTE) after
interval resolution and AC discontinuation.

We excluded patients with atrial fibrillation, previous history of LVT
prior to STEMI, non-ischemic cardiomyopathy, reduced LVEF of less
than 35 % prior to STEMI, contraindication to anticoagulation, pre-
existing ventricular aneurysm, congenital heart disease, and patients
with hypercoagulable state (such as malignancy and congenital clotting
factor deficiency, etc).

2.2. Outcomes

The patients were grouped into LVT with no recurrence versus LVT
with recurrence after AC discontinuation. Data including demographics,
comorbidities, medication lists, echocardiogram features, coronary
angiogram details, and follow up imaging to assess for resolution of LVT
was collected. The rate of LVT recurrence and cardioembolic events was
compared among these groups.

2.3. Statistics

The frequency and percentage were used to describe categorical data
and the median and IQR for continuous data. A Chi-square, Fisher’s
exact test, where appropriate was used to assess statistically significant
associations between categorical variables. To examine statistically
significant differences in continuous variables between groups, the
Wilcoxon (Mann-Whitney) test was conducted. All analyses were con-
ducted in SAS Enterprise Guide v8 with a p-value < 0.05 defined as
significant. Due to the limited sample size, we were unable to calculate a
statistically significant and meaningful odds ratio. This protocol was
approved by the Institutional Review Board on Human Research (IRB
No. 2022–0945).

3. Results

3.1. Study population

In this retrospective study, we found 198 patients in our tertiary care
center who had AMI complicated by LVT and reduced EF. After con-
ducting a manual chart review, 87 patients were identified who met the
inclusion criteria. These patients had a confirmed LVT and received AC
treatment for at least 3 months along with antiplatelet agents. A higher
percentage were male (71.8 %) and smokers (66.7 %). The median BMI
was 28.7 kg/m2. Of the 87 patients, nine (10.3 %) had a recurrence.
Among the nine patients who had LVT recurrence, 3 (33 %) had car-
dioembolic events as compared to 3 patients (3.8 %) in the non-
recurrence group, which was statistically significant with p < 0.01.
Length of AC duration was fairly similar between two groups, 144 days
vs 167 days, Table 1.

3.2. Descriptive data

Utilization of guideline-directed medical therapy (GDMT) did not
show a significant difference in the rate of LVT recurrence. Table 2
demonstrates the comparison of GDMT classes, including ACE in-
hibitors, Spironolactone, and Beta Blocker initiation following AMI
upon discharge. However, it’s important to note that this analysis only
shows the initial prescription and does not evaluate up-titration or
compliance due to the retrospective nature of the study.

Each patient underwent additional investigation of their culprit
vessel for the AMI and the treatment modality to determine if recurrence
was more prevalent. Table 3 shows that multi-vessel disease had a
higher recurrence incidence (22.2 % vs. 9.0 %) compared to single-
vessel coronary artery disease (CAD). Furthermore, a slightly smaller
proportion of patients without recurrence did not undergo CABG (97.4
% vs. 100 %) and underwent PCI compared to patients with recurrence.

TTE data following AMI for all patients was analyzed to compare
regional versus diffuse akinesis of the segments as well as the charac-
teristics and features of the thrombus. This investigation illustrated that
a higher proportion of patients with diffuse akinesis (10.3 % vs. 0 %) had
lower incidence of recurrence. Thrombus characteristics, including
whether it was a mobile thrombus at initial detection or if it was a
laminated thrombus, were compared, however due to insufficient

Table 1
Demographic and co-morbidities for patient with and without LVT recurrence.

Total Recurrence No
recurrence

p-
value

n ¼ 87 n ¼ 9 n ¼ 78

BMI in kg/m2, median
(IQR)

28.7 (25.1,
32.4)

28.2 (22.7,
30.9)

28.9 (25.5,
32.4)

0.59

Age in years, mean
(SD)

59.5 (12.4) 58.3 (18.4) 59.6 (11.7) 0.84

Gender, n (%) NS
Female 24 (28.2 %) 2 (22.2 %) 22 (28.9 %)
Male 61 (71.8 %) 7 (77.8 %) 54 (71.1 %)

Smoker, n (%) 0.47
Yes 58 (66.7 %) 5 (55.6 %) 53 (67.9 %)
No 29 (33.3 %) 4 (44.4 %) 25 (32.1 %)

DLD, n (%) NS
Yes 50 (59.5 %) 5 (55.6 %) 45 (60.0 %)
No 34 (40.5 %) 4 (44.4 %) 30 (40.0 %)

HTN, n (%) 0.71
Yes 57 (67.9 %) 7 (77.8 %) 50 (66.7 %)
No 27 (32.1 %) 2 (22.2 %) 25 (33.3 %)

Length of AC in days,
median (IQR)

167.0
(100.0,
241.0)

144.0 (107.5,
184.0)

167.0 (95.0,
256.0)

0.66

Cardioembolic event,
n (%)

0.01

Yes 6 (6.9 %) 3 (33.3 %) 3 (3.8 %)
No 81 (93.1 %) 6 (66.7 %) 75 (96.2 %)
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number of data points, it was not possible to establish any associations to
the risk of recurrence. Ejection fraction recovery was evaluated at the
time of AC discontinuation, and it demonstrated that a greater number
of patients with no recurrence had recovered ejection fractions (9 % vs.
0 %) but this finding was not statistically significant. Additionally, a
higher percentage of patients who experienced recurrence was found to
have ventricular aneurysm scarring (33 % vs. 10.3 %), as illustrated in
Table 4.

4. Discussion

LVT is seen as a complication in individuals who have suffered from
AMI. Current society guidelines recommend at least 3 months of anti-
coagulation therapy to manage patients with LVT. Following this
treatment, a repeat TTE is recommended to confirm resolution of the
thrombus. If no LVT is detected on repeat TTE, discontinuation of
anticoagulation can be considered by the clinician. Investigating the

efficacy of short-term anticoagulation therapy in preventing car-
dioembolic events, such as those associated with LVT recurrence, is
crucial for preventing potential catastrophic outcomes. In the literature,
there are reports indicating a strong association between LVT and
ischemic strokes in patients with normal sinus rhythm. It’s interesting to
note that over half of systemic embolic events occur beyond 6 months
post-AMI in these patients, suggesting that extended anticoagulation
may be indicated in select cases [11]. These patients could potentially
benefit from extended anticoagulation, although existing literature lacks
robust data regarding the optimal duration of anticoagulant therapy or
individuals at higher risk [12].

This study illustrates the significance of AC duration assessment by
revealing that a significant proportion of patients (10.3 %) experienced
LVT recurrence despite initial resolution following discontinuation of
anticoagulation therapy. Moreover, the increased incidence of car-
dioembolic events observed among the recurrence group is further
concerning about the cessation of AC in such patients, further supporting
the need for investigation in a larger patient cohort.

Current guidelines recognize the possibility of LVT recurrence and
discuss how patients with persistently impaired left ventricular function
may face an increased risk [13]. However, the decision to continue
anticoagulation in such patients ultimately rests with clinicians, who
must carefully weigh the potential benefits against the bleeding risks
associated with AC. In a meta-analysis of 1461 patients, although no
robust evidence was found in support or opposition of AC to reduce LVT
formation in anterior STEMI patients with prophylactic AC therapy, it
did identify a lower rate of LVT formation and increased incidence of
bleeding [14]. This underscores the importance of individualized
assessment when determining the continuation of AC.

In our study, we specifically included individuals with reduced
ejection fraction as part of our criteria, given their elevated risk and
susceptibility for LVT recurrence after discontinuing anticoagulation
[15]. Our investigation revealed that a small but notable percentage (9
%) of patients in the non-recurrence group had ejection fraction re-
covery, compared to none in the recurrence group. This further supports
that patients who have recovery of the ejection fraction may have lower
chance of recurrence. Moreover, this cohort revealed that patients with
diffuse akinesis experienced a lower recurrence rate (10.33 % vs. 0 %).
While previous studies have linked low ejection fraction and significant

Table 2
Goal directed medical therapy analysis between patients with and without LVT
recurrence.

Total Recurrence No
recurrence

p-
value

n ¼ 87 n ¼ 9 n ¼ 78

ACE inhibitor/ARBs, n
(%)

0.48

Yes 56 (64.4
%)

7 (77.8 %) 49 (62.8 %)

No 31 (35.6
%)

2 (22.2 %) 29 (37.2 %)

Spironolactone, n (%) NS
Yes 10 (11.5

%)
1 (11.1 %) 9 (11.5 %)

No 77 (88.5
%)

8 (88.9 %) 69 (88.5 %)

Beta Blocker, n (%) NS
Yes 68 (78.2

%)
7 (77.8 %) 61 (78.2 %)

No 19 (21.8
%)

2 (22.2 %) 17 (21.8 %)

Greater than 2 GDMT
drugs

0.73

Yes 49 (56.3
%)

6 (66.7 %) 43 (55.1 %)

No 38 (43.7
%)

3 (33.3 %) 35 (44.9 %)

Table 3
Angiography findings and treatment modalities among patients with and
without LVT recurrence.

Total Recurrence No
recurrence

p-
value

n ¼ 87 n ¼ 9 n ¼ 78

Multivessel disease, n
(%)

0.23

Yes 9 (10.3 %) 2 (22.2 %) 7 (9.0 %)
No 78 (89.7

%)
7 (77.8 %) 71 (91.0 %)

Single vessel CAD, n (%) 0.23
Yes 78 (89.7

%)
7 (77.8 %) 71 (91.0 %)

No 9 (10.3 %) 2 (22.2 %) 7 (9.0 %)
CABG, n (%) NS
Yes 2 (2.3 %) 0 (0 %) 2 (2.6 %)
No 85 (97.7

%)
9 (100.0 %) 76 (97.4 %)

PCI, n (%) NS
Yes 84 (96.5

%)
9 (100.0 %) 75 (97.4 %)

No 2 (3.5 %) 0 (0 %) 2 (2.6 %)

Table 4
Transthoracic echocardiography findings and features following AMI.

Total Recurrence No
recurrence

n ¼ 87 n ¼ 9 n ¼ 78

Diffuse akinesis, n (%)
Yes 8 (9.2 %) 0 (0 %) 8 (10.3 %)
No 70 (80.5 %) 7 (77.8 %) 63 (80.8 %)
Missing 9 (10.3 %) 2 (22.2 %) 7 (9.0 %

LAD Territory WMA, n (%)
Yes 70 (80.5 %) 7 (77.8 %) 63 (80.8 %)
No 8 (9.2 %) 0 (0 %) 8 (10.3 %)
Missing 9 (10.3 %) 2 (22.2 %) 7 (9.0 %)

Ejection Fraction Recovered, n (%)
Yes 7 (8.0 %) 0 (0 %) 7 (9.0 %)
No 80 (92.0 %) 9 (100 %) 71 (91.0 %)

Laminated thrombus, n (%)
Yes 2 − - 2 (100.0 %)
Missing 85 9 76

Thrombus mobility, n (%)
Yes 3 (3.5 %) 0 (0 %) 3 (3.9 %)
No 30 (34.5 %) 2 (22.2 %) 28 (35.9 %)
Missing 54 (62.1 %) 7 (77.8 %) 47 (60.3 %)

Ventricular aneurysm/scarring, n
(%)
Yes 11 (12.6 %) 3 (33.3 %) 8 (10.3 %)
No 66 (75.9 %) 3 (33.3 %) 63 (80.8 %)
Missing 10 (11.5 %) 3 (33.3 %) 7 (9.0 %)
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wall motion abnormalities to LVT formation, our study did not observe
this association for unclear reasons [16,17]. However, in a larger sample
size, this incidence may become more apparent.

Furthermore, this study investigated the utilization of GDMT
following AMI. Regardless of medication class or combination therapy,
no significant differences were observed. This finding is limited by the
study’s small sample size and the retrospective nature, which prevented
the investigators from assessing compliance and medication up-titration
following discharge. This underscores the importance of continued
attention to impaired ejection fraction as a potential risk for recurrence
and the need for aggressive management of GDMT utilization, compli-
ance, and up titration.

This study further investigated the angiographic findings with a
focus on the culprit vessel and the treatment modality that was utilized.
Notably, patients with multivessel disease showed a higher recurrence
rate of 22.2 % compared to 9 %. This observation suggests that in-
dividuals with multivessel disease may have experienced larger in-
farctions, leading to greater myocardial insult and a higher incidence of
recurrence. Additionally, this study investigated the method of reper-
fusion, comparing the results between PCI and CABG. Interestingly, both
modalities showed similar recurrence rates.

TTE was used to detect LVT and eventual thrombus resolution,
however echocardiograph can have certain limitations depending on the
windows and operator proficiency at detecting LVT. CMRI has been
shown to have a higher sensitivity for LVT detection compared to TTE
[18]. While TTE is the traditional method of LVT assessment, CMRI’s
clarity and precision in detecting LVT is useful in challenging patients.
This difference likely arises because echocardiography primarily relies
on morphological identification of LVT, whereas CMRI with gadolinium
contrast detects LVT based on both morphology and avascular tissue
characteristics. In a study of 201 patients with STEMI, CMRI detected
more LVT cases, while TTE helped stratify which patients would benefit
from further CMRI evaluation [3]. Therefore, in high-risk patients, such
as those with persistently reduced EF and/or LV aneurysm/scarring,
clinicians may utilize CMRI to ensure complete LVT resolution if they
are considering discontinuing AC. This can further help ensure that the
initial LVT has completely resolved since these patients are at higher risk
of having LVT for a longer period of time as seen in this study.

The study had several limitations, notably its sample size of 87,
which could impact the generalizability of the findings. Other limita-
tions within this study are the ability to assess for compliance and up
titration of GDMT. It’s important to acknowledge that this was a single-
center retrospective study in a rural setting. For the next steps, we
recommend pursuing a larger sample size in a multicenter setting to
validate and confirm the above observed risk factors and the results.

5. Conclusion

This study looked at the rate and risk factors for LVT recurrence
following AC discontinuation in patients with anterior STEMI with
reduced EF. It revealed that a subset of patients experiences LVT
recurrence following initial resolution and discontinuation of AC.
Moreover, patients who experienced LVT recurrence showed a signifi-
cantly elevated incidence of cardioembolic events after AC discontinu-
ation. These findings demonstrate the need for larger prospective trials
to re-evaluate the optimal duration of AC therapy in such patients. This
study suggests that there is a need to further characterize patients with
an increased risk of LVT recurrence, enabling clinicians to have a more
effective patient center treatment strategy to prevent LVT recurrence. By
addressing these opportunities for improvement, we can enhance our
understanding and management of this clinically significant complica-
tion and close our knowledge gap.

CRediT authorship contribution statement

Kamran Namjouyan:Writing – review & editing, Writing – original

draft, Project administration, Investigation, Funding acquisition, Data
curation, Conceptualization. Aastha Mittal:Writing – review& editing,
Writing – original draft, Project administration, Data curation. Seth
Krueger: Writing – review & editing, Investigation, Data curation,
Conceptualization. Devon Chosky:Writing – review& editing, Funding
acquisition, Formal analysis. Enrique Soltero: Writing – review &
editing, Supervision, Project administration, Investigation, Conceptu-
alization. Idorenyin Udoeyo: Writing – review & editing, Software,
Resources, Formal analysis.

Declaration of competing interest

The authors declare that they have no known competing financial
interests or personal relationships that could have appeared to influence
the work reported in this paper.

Acknowledgment

Author contributions: K. N., A. M. takes responsibility for the
content of the manuscript, including data and analyses. I.U. is respon-
sible for data analysis and interpretation. All authors contributed to the
development of the final manuscript.

Funding information

This research received funding through the Medicine Institute at
Geisinger Medical Center.

IRB registration number

This protocol was approved by the Institutional Review Board on
Human Research (IRB No. 2022-0945).

Notation of prior abstract publication/presentation

This abstract was submitted and presented at the American College
of Cardiology 2024 annual meeting in Atlanta, Georgia.

References

[1] E.C. Keeley, L.D. Hillis, Left ventricular mural thrombus after acute myocardial
infarction, Clin. Cardiol. 19 (2) (1996 Feb) 83–86, https://doi.org/10.1002/
clc.4960190203. PMID: 8821415.

[2] A.S. Leow, C.H. Sia, B.Y. Tan, R. Kaur, T.C. Yeo, M.Y. Chan, E.L. Tay, R.C. Seet, J.
P. Loh, L.L. Yeo, Characterisation of acute ischemic stroke in patients with left
ventricular thrombi after myocardial infarction, J. Thromb. Thrombolysis 48 (1)
(2019 Jul) 158–166, https://doi.org/10.1007/s11239-019-01829-6. PMID:
30805758.

[3] J.W. Weinsaft, J. Kim, C.B. Medicherla, C.L. Ma, N.C. Codella, N. Kukar, S. Alaref,
R.J. Kim, R.B. Devereux, Echocardiographic Algorithm for Post-Myocardial
Infarction LV Thrombus: A Gatekeeper for Thrombus Evaluation by Delayed
Enhancement CMR, JACC Cardiovasc Imaging. 9 (5) (2016) 505–515, https://doi.
org/10.1016/j.jcmg.2015.06.017. Epub 2015 Oct 14. PMID: 26476503; PMCID:
PMC5104336.

[4] D. Sürder, V. Gisler, R. Corti, T. Moccetti, C. Klersy, M. Zuber, S. Windecker,
A. Moschovitis, S. Kozerke, T.F. Lüscher, P. Erne, R. Manka, Thrombus formation in
the left ventricle after large myocardial infarction – assessment with cardiac
magnetic resonance imaging, Swiss Med. Wkly. 22 (145) (2015 Jun) w14122,
https://doi.org/10.4414/smw.2015.14122. PMID: 26098589.

[5] H. Bulluck, M.H.H. Chan, V. Paradies, R.L. Yellon, H.H. Ho, M.Y. Chan, C.W.
L. Chin, J.W. Tan, D.J. Hausenloy, Incidence and predictors of left ventricular
thrombus by cardiovascular magnetic resonance in acute ST-segment elevation
myocardial infarction treated by primary percutaneous coronary intervention: a
meta-analysis, J. Cardiovasc. Magn. Reson. 20 (1) (2018 Nov 8) 72, https://doi.
org/10.1186/s12968-018-0494-3. PMID: 30404623; PMCID: PMC6222991.

[6] A. Rehan, M. Kanwar, H. Rosman, S. Ahmed, A. Ali, J. Gardin, G. Cohen, Incidence
of post myocardial infarction left ventricular thrombus formation in the era of
primary percutaneous intervention and glycoprotein IIb/IIIa inhibitors,
A Prospective Observational Study. Cardiovasc Ultrasound. 6 (4) (2006 Apr) 20,
https://doi.org/10.1186/1476-7120-4-20. PMID: 16600036; PMCID:
PMC1458359.

[7] P.T. O’Gara, F.G. Kushner, D.D. Ascheim, D.E. Casey Jr, M.K. Chung, J.A. de
Lemos, S.M. Ettinger, J.C. Fang, F.M. Fesmire, B.A. Franklin, C.B. Granger, H.
M. Krumholz, J.A. Linderbaum, D.A. Morrow, L.K. Newby, J.P. Ornato, N. Ou, M.

K. Namjouyan et al.

https://doi.org/10.1002/clc.4960190203
https://doi.org/10.1002/clc.4960190203
https://doi.org/10.1007/s11239-019-01829-6
https://doi.org/10.1016/j.jcmg.2015.06.017
https://doi.org/10.1016/j.jcmg.2015.06.017
https://doi.org/10.4414/smw.2015.14122
https://doi.org/10.1186/s12968-018-0494-3
https://doi.org/10.1186/s12968-018-0494-3
https://doi.org/10.1186/1476-7120-4-20


IJC Heart & Vasculature 54 (2024) 101480

5

J. Radford, J.E. Tamis-Holland, C.L. Tommaso, C.M. Tracy, Y.J. Woo, D.X. Zhao, J.
L. Anderson, A.K. Jacobs, J.L. Halperin, N.M. Albert, R.G. Brindis, M.A. Creager,
D. DeMets, R.A. Guyton, J.S. Hochman, R.J. Kovacs, F.G. Kushner, E.M. Ohman, W.
G. Stevenson, C.W. Yancy, American College of Cardiology Foundation/American
Heart Association Task Force on Practice Guidelines. 2013 ACCF/AHA guideline
for the management of ST-elevation myocardial infarction: a report of the
American College of Cardiology Foundation/American Heart Association Task
Force on Practice Guidelines, Circulation 29;127 (4) (2013) e362–e425, https://
doi.org/10.1161/CIR.0b013e3182742cf6. Epub 2012 Dec 17. Erratum in:
Circulation. 2013 Dec 24;128(25):e481. PMID: 23247304.

[8] P.T. O’Gara, F.G. Kushner, D.D. Ascheim, D.E. Casey Jr, M.K. Chung, J.A. de
Lemos, S.M. Ettinger, J.C. Fang, F.M. Fesmire, B.A. Franklin, C.B. Granger, H.
M. Krumholz, J.A. Linderbaum, D.A. Morrow, L.K. Newby, J.P. Ornato, N. Ou, M.
J. Radford, J.E. Tamis-Holland, C.L. Tommaso, C.M. Tracy, Y.J. Woo, D.X. Zhao,
2013 ACCF/AHA guideline for the management of ST-elevation myocardial
infarction: a report of the American College of Cardiology Foundation/American
Heart Association Task Force on Practice Guidelines, J. Am. Coll. Cardiol. 61 (4)
(2013 Jan 29) e78–e140, https://doi.org/10.1016/j.jacc.2012.11.019. Epub 2012
Dec 17 PMID: 23256914.

[9] A. Camaj, V. Fuster, G. Giustino, S.W. Bienstock, D. Sternheim, R. Mehran, G.
D. Dangas, A. Kini, S.K. Sharma, J. Halperin, M.R. Dweck, M.E. Goldman, Left
Ventricular Thrombus Following Acute Myocardial Infarction: JACC State-of-the-
Art Review, J. Am. Coll. Cardiol. 79 (10) (2022 Mar 15) 1010–1022, https://doi.
org/10.1016/j.jacc.2022.01.011. PMID: 35272796.

[10] J.R. Stratton, A.D. Resnick, Increased embolic risk in patients with left ventricular
thrombi, Circulation 75 (5) (1987 May) 1004–1011, https://doi.org/10.1161/01.
cir.75.5.1004. PMID: 3568301.

[11] N. Maniwa, M. Fujino, M. Nakai, M.Y. NishimuraK, Y. Kataoka, Y. Asaumi,
Y. Tahara, M. Nakanishi, T. Anzai, A.T. KusanoK, Y. Goto, T. Noguchi, S. Yasuda,
Anticoagulation combined with antiplatelet therapy in patients with left
ventricular thrombus after first acute myocardial infarction, Eur. Heart J. 39
(2018) 201–208.

[12] C. Du, Q.M. Wang, R. Sun, L.S. Wang, Treatment of left ventricular thrombus after
myocardial infarction: need longer or lifetime use of anticoagulants? ESC Heart

Fail. 8 (4) (2021) 3437–3439, https://doi.org/10.1002/ehf2.13432. Epub 2021
May 25. PMID: 34033242; PMCID: PMC8318421.

[13] G.N. Levine, J.W. McEvoy, J.C. Fang, C. Ibeh, C.P. McCarthy, A. Misra, Z.I. Shah,
C. Shenoy, S.A. Spinler, S. Vallurupalli, G.Y.H. Lip, American Heart Association
Council on Clinical Cardiology; Council on Cardiovascular and Stroke Nursing; and
Stroke Council. Management of Patients at Risk for and With Left Ventricular
Thrombus: A Scientific Statement From the American Heart Association,
Circulation 146 (15) (2022 Oct 11) e205–e223, https://doi.org/10.1161/
CIR.0000000000001092. Epub 2022 Sep 15. PMID: 36106537.

[14] E. Sacoransky, D.Y.J. Ke, B. Alexander, W. Abuzeid, Prophylactic Anticoagulation
to Prevent Left Ventricular Thrombus Following Acute Myocardial Infarction: A
Systematic Review and Meta-Analysis, Am. J. Cardiol. 15 (217) (2024 Apr) 10–17,
https://doi.org/10.1016/j.amjcard.2024.02.023. Epub 2024 Feb 25 PMID:
38412882.

[15] Y. Saleh, M. Abdelnabi, O. Abdelkarim, N. Eshak, A. Almaghraby, Abstract 14209:
Natural History of Resolved Left Ventricular Thrombi, Circulation 144 (Suppl_1)
(2021) A14209–A, https://doi.org/10.1161/circ.144.suppl_1.14209.
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