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Abstract 
Background: Giant left atrium (GLA) associated with mitral valve surgery reported to have a mortality ranging 
from 8% to 32%. Most of the patients are symptomatic with that of shortness of breath, dysphagia, palpitations, 
chest pain, and thromboembolic events. Asymptomatic giant enlargement of the left atrium is rare. Either we must 
do or not do a reduction arterioplasty at the time of the mitral valve surgery is a controversy in the literature. 
Case Report: The patient had mitral valve replacement with a with a 31 mm carbomedics mechanical valve 
prosthesis 7 years past during her last visit. No reduction arterioplasty was done with a valve operation. Her 7-years 
close follow-up was uneventful. In the last visit, echocardiography and spiral chest computerized tomography 
scanning were requested. In both of the requested images giant left trial enlargement was seen, but the patient was 
without symptoms regarding her giant left atrium. 
Conclusions: In this case report, it seems that if we want left atrial size decline, it is necessary to have 
reduction arterioplasty during mitral valve surgery. However, it does not mean a definite therapeutic efficacy, 
especially when considering future symptoms. 
© 2016 Tehran University of Medical Sciences. All rights reserved. 
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Introduction 

Giant left atrium (GLA) defined as the left atrial 
diameter exceeds 65 mm. There are no established 
diagnostic criteria for GLA; however, Kawazoe et al. 
defined it as the following two echocardiographic 
(ECHO) criteria: (a) large left atrium depicted by M-
mode ECHO with diameter > 65 mm and (b) left 
ventricular posterobasal wall bent inward and lying 
between the dilated left atrial cavity and left ventricular 
cavity (1).  

Most of the time GLA is due to mitral valve 
regurgitation secondary to excess intracavitary pressure 
with resultant strain and dilation of the left atrial 
chamber. Discrete GLA has unknown mechanism but it 
is possibly related to inherent atrial wall weakening. 
Most of the patients are symptomatic with that of 
shortness of breath, dysphagia, palpitations, chest pain, 
and thromboembolic events (2).  

Asymptomatic giant enlargement of the left atrium 
is rare. We decide to present patient with asymptomatic 
GLA and its 7-years follow-up with emphasis on the 
left atrial size changes after a successful mitral valve 
replacement (MVR). 

Case Report 

A 70-year-old woman had open mitral commissurotomy 
20 years before (1991), MVR with a 31 mm 
carbomedics mechanical valve prosthesis (Sorin Group, 
Arvada, CO, USA), and also tricuspid valve ring 
annuloplasty following rheumatic heart disease with 
predominant mitral regurgitation in 2004.  

At the time of the operation, she had giant 
atriomegaly (16 × 11 cm) (Figure 1) and also 
significant left anterior descending artery (LAD) 
stenosis but due to very poor condition and unstable 
state, and also severe adhesion of pericardium and 
mediastinal organs, any other procedure including 
bypass graft and atrial size reduction was not done to 
decrease operation time and mortality. Her LAD 
stenosis was stented later by cardiologist. She was 
compliant with her medications, maintained therapeutic 
anticoagulation, and was completely asymptomatic. 
Physical examination revealed no jugular venous 
distension, a regular rhythm with 1/6 systolic murmur 
at the apex radiating to the axilla, a metallic S1, and no 
peripheral edema. She was referred to our institution 
based on a routine outpatient follow-up.  
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Figure 1. Transthoracic echocardiography at the time of 

mitral valve replacement 
 

Chest X-ray shows a markedly enlarged cardiac 
silhouette. A transthoracic ECHO demonstrated a 
severely enlarged left atrium without any thrombus. 
Computed axial tomography revealed a left atrium 
measuring 20 × 15 cm (Figure 2) in maximum 
diameters. Transesophageal ECHO showed the 
severely enlarged left atrium and a normal functioning 
valve with no stenosis or regurgitation. This patient 
now is under follow-up without any disability. 

 

 
Figure 2. Spiral chest computerized tomography scan 
of the same patient 7 years later. Arrow showed the 

prosthetic valve. RV: Right ventricle, LV: Left 
ventricle, RA: Right atrium, LA: Left atrium and 

asterisk is mitral prosthetic valve 
 

 
Discussion 

In the review of the literature, the most cases of the 
GLA are treated at the time of mitral valve surgery. 
The main indications for its surgical interventions are 
the presence of compressive symptoms from 

neighboring organs (3) and/or the presence of thrombus 
or a history of thromboembolic events. Some authors 
recommend for size reduction of GLA even when 
asymptomatic (4). Moreover, this is based mainly on 
the results obtained following the maze procedure. 

It is a belief that successful mitral valve surgery 
alone will result in the reduction of left atrial size 
parallel to the volume and mean atrial pressure decline. 
However, this may be not true for some reasons: one of 
these reasons is that the left atrial wall changes 
observed in the patients with GLA are quite 
considerable and sometimes irreversible. In one study 
comparison (5) of GLA patients to another group of 
patients without GLA, postoperatively after the maze 
procedure showed decline in the size of the left atrium 
early post-operative, but no further decline was 
observed for the next 2 years on follow-up, which 
suggest a temporary change. Another study by 
Hagihara et al. (6) showed sustained early- and long-
term surgical results considering the changes in the left 
atrial dimension among 30 GLA patients. Their study 
showed that the diameter of LA decreased significantly 
from 69.0 ± 8.5 to 53.7 ± 9.1 mm shortly after surgery, 
and was persistent at 5 years of follow-up. In one study 
by Darwazah and El Sayed (7), whilst agreement with 
this statement that the size of the left atrium will not 
change significantly after MVR, but they believe 
improving in hemodynamics after MVR regardless of 
the accompanied surgical plication arterioplasty. 

Pande et al. (8) reported that in 116 patients who 
underwent isolated MVR with two different sizes of 
the left atrium; the reduction in the left atrial size was 
significant in both groups of different sizes left atrium. 
However, decline in size was more prominent in a 
group with left atrial size > 60 mm. 

These controversial results showed that the size 
reduction may be not clinically significant and may not 
be a relief for the symptoms caused by GLA. 
Furthermore, it is important to emphasis that the left 
atrial size may be not reduce in size without direct 
surgical arterioplasty.  

GLA may progress within time after successful 
MVR without reduction atrioplasty. In spite of this fact 
reduction atrioplasty may be not possible in all 
conditions for example in our case. The benefits of the 
various surgical options should be considered in the 
management of the GLA. 
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