e 168 - CImRZEZE) 2024 4F 2 H 20 H %5 39 % %% 2 8] Clinical Focus,February 20,2024, Vol 39.No. 2

- ZRak

O pr BB BB A O HOE B4 AT ae 5 220 B I ke
Lot PRAEZR R i 58 R AIF ST 0 %

FEH K&
CLHN BB R RIETH = AR B BE BF5T AR R SR B, 0T R 11600052, REMH = AREEE 0N =8 107 K& 116000)

W E. 53 (atrial fibrillation, A A A LR F LGB EBRCZEF AL RABEYRF L, 5t AF

EHOTE S EMKI A,

BREBAFEBEZNETLARRTACTHF ARACTHFN LG AALA TR, MEY

BFHORRREY ARG RE GEAALCTOVE SR FRFFESA TN mAE AF EHOF PR AR, X
AR AF EFNFTHEALAETLEEL, ALK AF EFACHFABEEMPARE £ F bt B S REF T

X Z WA R AT IR R,
KB SHEWMI; ASH; ks REFEP
FESFES. R541.75 XEEEB. A XERS
doi:10. 3969/j. issn. 1004-583X. 2024, 02. 014

LB 5 Catrial fibrillation, AF) & —Fh DAL B
CERCTRSI N7 ST SN/ S5 T S (1R O o ST i BI85 1
SEll R b e UL R S D R R . TR R A
SRR A TR R 2 L0 g 3 0 | O IR R A5 A L G R I
AR AT I, REZWFR RV AF BFHEAE AF &
TR T 5 A%, B AF 51 0 G4 rh
PV W SN ST S I S W NE @ L A
F e H (left atrial appendage, LAA) & AF A
5 AN B fioh A R TR) I 2 220 3 (left atrial, LA) 5%
Sy T LA B PR AL s 4 3 DA & S B P 0 55 B 5
(nonvalvular atrial fibrillation, NVAF) £ # 19 i 5%
ETRIE CHA,DS,-VASc W45 H 2%V 5 7 4E —
SE SR PR . LAk, 2 E AT R I LAA JE 25 4548 A
e 5 A IE B 5C, af T U AF B A b ik
A AR AF B3 LAA BRI MYIEE S LAA
M AE I 185 2 v AR G S E AT 25 A
1 CHA,DS,-VASc ¥4 9 5 FR 1%

CHA,DS,-VASe #2045 H B i IR fe % HT#Y
AF B A/ J5 %8 M W B i &% 7E (transient ischemic
attack, TIA) KUF 3F 43, DL FE I Pk O 52 /22 0 T RE R
A e L B R | I R A e sl AR I S
BILTT T R X AF & 2 A 9 P BRI #1707
S RE G V2 SR E RS (2B A H A R R
P BB Z X AF i (U AF % AR A il
SRR A B) (87T 43 BE DA R S il 5 S5 A 1 B A
SR/ A B R R 75 R, 0 R B 2 R AR b of e
ORI —— LAA WIFAL . Z 05T BoR, 5 o

WAEME# 3k, Email : ningcheng631@163. com

: 1004-583X(2024)02-0168-04

) CHA,DS,-VASc W40 A1 L, BE A fif 51 2 M 5250 =
G A BE A B T AF HBE LAA LA K i 2 Y
Kb,
2 EE#fHR

IRAG B A SRR LA & B RS B 5% B8 45 F B
N LAAZ LA TR EA, R H 22 mifs 4 .
5 LA BEA L LAA BEEA & N PE Y OB S
RRFEREE LRRTAEM A BT LA RS, AF i
LAA P I 2 BE 5 3 B AR, JCHAE LA s 7 3 =
B, LA K LAA Gl 3 3 K N 48 L 3 5 U 45 ok 2% %
T REAEEAR RS T &, A LA K,
LAA I 3 B4 i — 2P BE AR, A, AF Bf LAA 0
U 38 58, LAA 230 80F BB B8, LAA BERHL
W PN 1] 32 BlE DL AR R A I HEZS L iz LAA YL/
R YR S A g 7 AR e i . LAA P IV TR AR
T b 5 B A T R
3 EOEBEMRSSNRERREDNER
3.1 AEOHEHMSMEE LAAESS S, Lot
K ZHy 1-4 0 DSOS UL, v B 5 b0 o
T1 3914 AF HH B LAA S218 ., 5515 1 s s i %
) LAA JEA 2 4556 Bt fR . 29 30 %6 S XUtk , 24
25% MM, Yamamoto I HEZE T 633 LA UE
IR R AT SRR AT 250 AF & CRHIE B
75 .0 3l 8] (Transesophageal echocardiography.,
TEE) WAL LAA &5, oy 36 N A LAA I
B, HO4. 4% 1 LAA A2 B # A =3 A4 0, i 78
296 £ 1 8 2 1~ LAA sty B AU 2 W
ZEE| LAA M, iy e 3 DA 43 it 5508 hn S R 1E 19 &2
LA LAA 5 LAA ARFFEM M, J5o8E — I



CIRIRZEAE) 2024 4F 2 H 20 H 55 394 %5 2]  Clinical Focus,February 20,2024, Vol 39, No. 2 * 169 -

NS 472 IR B AT B 9 pF gt i ad
Z W F Logistic M4 43812k LA i A4 Y 2k 57 750300
T A0 B (A B S Il P — A ST A B R R
PEAL Y ok 37 A0 & IO A (6 L = & F CHALDS,-
VASc ¥4y, 258 KB, LAA 2 b 2, i #4 4%
3.2 AEOHMIWES  Wang S50 50 0 I B
FEHEMCD ¥ LAA 058 28 3 S0y 38 38 R[]
AR SEAE T RN F ALK 4 Rl R, H o 0 A 4
JE UL, BiJE Di Biase &V XF 499 24 AF BH 10
IE CT 255 F1 433 44 & 190 W % 2 4R 5048 (MRD
ST T A0 R BRG] 48 R Al A R
FIZRAETY LAA 1) AF B# h A/ TIA 1K AR 5
SR A% 10% 12 % F1 18% . 5 XGAYA L, fill A %
FIAS o S e 2R Oh G 8 R 4. 08 4%, KU T 48 7 k4. 5
W, SR AT Ik 8 Al . A AT B R A B e A
4 CHA,DS,-VASc #7453, A3 B LAA f) B F K IH
ANKATRE KBS S, WL, &4 LAA 451 )2
LAA I8 5 2k 57 /G B P % . Negrotto %7 #E
EFHGA LAA LT LAA ke % o 2 A+ Xt
PP VE 04518, T Chen 20 5@ 5f RT3D-TEE ¥
fli LAAJES S5 M A LA k) NVAF &3
SAERS LAA (AR By, SE /B LAA FU i A4 A4
FEH P 7 T CHA,DS,-VASc ¥4, I8E % # Kk
BOLAA & 346 B A ik CHA,DS,-VASce I 4 1Y
NVAF & KA T/ TIA 0 AR E m e,

A 2E B T D R LAA JE A 4 25
Y (BNl NS R AT S SN (£ o g U 7 e < P
HONE 2 LAA JE 5 5 fff ifn 0 AL, 5 Ak it 44 %
ALK T SRR L B LAA JE A E 24, A )
o g
4 ELEEMENBRERRERNXER

AF BE M) LAA 258 9E AF B#H A i A A,
Matsumoto &P 38 i % 50 % UL E&E B H LAA
SERTEAL R LAy g M AT A BE & AF 41
KK AF 4, WA R 18 AF B35 1 g 2% S 5
(L HEBL R A EF sk A B R &K e K, 75 %
HRAE O v B 55 K 493 R % 43 S AF 4l RdE AF
H .41 17 RT3D-TEE K #, W88 LAA JF 048,
W& B & O B N 48 (left atrial diameter,
LAD) &5 & B AF 4 iR 4845 8% = T8 AF 41,
WA AF 1B, LAA 4589t bl 2 A 46, 3T 4
AT B 3 450 il AF R 0 2 op XU 3 5
4.1 FoU B TR EE KA R (2SR X 2R i 5 e
LAA MR 5 i A4 8 s % ) A O¢, LAA R FUR 1Y

AF B3 A A2 ZE XU . BT R BLREAE A A rh/
TIA £/ AF % LAA PRFURIR B 8 6 L o4/
TIA 5 s g K=Y HE M LAA RSF] DL AF
BEARP/TIA ZEMNLER . Chen F Y W ABIEA
LAA I NVAF & A H R LAA R E fLEF
A, He % A8, 54E LAA I #2834 A
FoL LAA K B 0 LAA SRETE K, JRA % & 18
O LAA 25 FURT DLF00I 2 i it M I AR b S B R PR
AF B9 &4 HER LAA 28 B A0k e i vk i A<
JaIE R FEREM AF WS fE B &R . B Z Fh A5
PR LAA BT B A BUREK , if B B A rp XL G
=
4.2 20 BTF I B g R A R A A
5 K i Pearson # X ¥ 43 Br 4» #f T 287 i & 4F
NVAF & WM sh 11 2% S50 R MR 4 LAA
{18 I 37 06 HE 2 3 B L ST 2 HE s TR L 0 M T R
[N w9 R - e 0 1 2 N . B A e
SRR EAE NVAF B3 LAA IR T8 B 5% i
R, IRAFSEIESS, K LAA L H HAZ AL LAA
TR R PE A T/ TTA RS 388 A 6, A
W5 RWA R TEE WA LAA HE5s 85 ol 78 R 5
WH ARG AF &2 & IR bR . T LAA fL
FE K, Ui 3 R R ) IR S A i R

Lee 2500 23 Br 458 4, LAA JF 1 T BLUK R LAA
I3 0 M A A A v 1) A R R, LAA I 3
ES LAA F O AL LA KR/N LAA KRB E/E’ H
KRG, WahEil LAA I8 K5 LAA
TR —E LR, oW, fEREE K LAA P 1
1 I 3 3 R AR R AF A — AN E B AR K
AR5 FATHEI L B 5E 1) LAA JE 28 5 2 o 22 Ja] /Y 56
AT LAER A Rl LAA K/ B3 1 A8 4k
5 ELEPERESOIRRENXR

LAA T 5 5 78 2 A4+ 2 19 fa s &5,
Yu ZBHAE 327 Bl NVAF B % i, R 2 7 77 16
LAA Y)fgka 3 (H & Bl i 5 =3 90f /5, LAA HE
U <20 em/s) 4 AP, L5 E/EC R
PLLLAA DURERS T2 AF LA #e ZE A 7 /5 16 R 2K
Matsumoto 2 WL 218 ¥ AF &8 & AF & . it
HISHE R, DIBES B 22, H LAA K/NFIT)6E 7
FHIG R I LAA T 25 R I AE A2 210 25 % A 5
Flggm, HIGWAMFRIEL LAA WIEAS JF 0w
MEFLEME AF & LAA LA T AE T B 09 20 57 7500
T

A, LAA Ty fig 5% i & B0 76 0 R P |
Jankajova ZEBY 4041 TS AE RS 65 % ) NVAF H



« 170 - Gl R ZE )

20244 2 20 H % 39 % % 2 Clinical Focus,February 20,2024, Vol 39,No. 2

R B K 4 (velocity vector imaging,
VVD 2 LAA N P 5 H Al 5 B TEE 0l 48
FRIFAT AT . & A He FE A LAA B R fE F1 0 2%,
SERLRUT L LAA R P& NVAF B S v 2 o A
I 4 S5 11 J 35 T 48 b . H: ARG IO R R 2
P AF &0 LAA R 12 i A
6 Hfth B E & A 0B e i A

WA — S5 6 P2 WA T LTI AF I 4 %€
M KA . A5 S B Bk 1 B AR 3R K /N T
S LAA I3 o B, 28 0 5 0l ke 8 B A 260,
Cai 887 &80 N i Jig 474 JOK i 4 RIS 288 52 g 2 1 AR ]
B Th i NVAF 2 LAA I 59 %040 30 A1,
He S B0 Bl 0 8 id B4 G IEE AR &
LAA I XU, A AR E R 5 LAD LAA %,
Fe s AR R S E AT IR DI RE S T LAA AR A —
JE TN
7T BREERE

LAA WIEAS (S50 ThREY & AF B M % a
ik — 25 T B A R ST e K TR R, R AR 4
MR BRI E A JF DR EE A BLLAD &
T RE A, 13X 26 R 2 2Z [ B F A % T 22 7 210
AL AT LAAHE S, B R, LAA it doi £,
T 25 25 A0y B 52 2%, 6 5 of I Y 9 AR, B Ak it R T i
LAA MK, BB 2, 8050 % i i . 199 75 A Ok pe
E AF BE RS AT S O H RN AHER
KHT CHA,DS,-VASc W45, i & 7] DLl it 22 &
SiG RN BN AR AF ik A2 ZE B TR AR
S AR R R R IR A Y TS
B2k
[1] Tan YF, Zhan LX., Chen XH, et al. Risk factors, clinical

features and prognosis for subtypes of ischemic stroke in a

Chinese Population[J]. Curr Med Sci, 2018, 38(2):296-303.

[2] Karim N, Ho SY, Nicol E, et al. The left atrial appendage in

humans: structure, physiology, and pathogenesis [ ] .
Europace, 2020, 22(1):5-18.

(3] im0 AR 4, hEEMP S0/ Ll

Ao, hEEETOBRELEEPIR YR TAEZ R O
sl . BT R ANE T B (202D [J]. shAR. R B A 2
&, 2022, 26(1):15-88.

[4] Tiver KD, Quah J, Lahiri A, et al. Atrial fibrillation burden:
An update-the need for a CHA2;DS;-VASc-AFBurden score
[J]. Europaces 2021, 23(5):665-673.

[5] A, WK, BRE, 45 AR AR 2E fa B 3T 4 5
0 B B Bl SR A R AN /B 1 R RE 7 R T A LA .
oL ME R 5.0 A B AR, 2020, 34(6) :534-539.

[6] %1, B, 25, 0 HAR A T8 EBOMERIY BE 16 O
BB O A AR 2 AR b i SRR M LT IR R e A
2022, 39(5):337-338.

(7]

(8]

(9]

[10]

[11]

[12]

[13]

[14]

[15]

[16]

[17]

(18]

[19]

[20]

XUEH , 24, wE, R A Il BN O 3 B AG SF
HBUIY Fa AR T A A O i A B B R LA g L. b Il
PRI, 2022, 15(2) :151-155.

Mohammadi-Shemirani P, Chong M, Narula S, et al
Elevated lipoprotein (a) and risk of atrial fibrillation: An
observational and mendelian randomization study[J]. Am Coll
Cardiol, 2022, 79(16):1579-1590.

Kapton-Cieslicka A, Budnik M, Gawalko M, et al. Atrial
fibrillation type and renal dysfunction as important predictors
of left atrial thrombus[J]. Heart, 2019, 105(17):1310-1315.
Jia F, Tian Y, Lei S, et al. Incidence and predictors of left
atrial thrombus in patients with atrial fibrillation prior to
ablation in the real world of China [ ] ].
Electrophysiol, 2019, 19(4) :134-139.

Akaya Y., Nakayama R, Yokohama F, et al.

Indian Pacing

Left atrial

appendage morphology with the progression of atrial
fibrillation[ J]. PLoS One, 2022, 17(11):e0278172.

AR L A BEAR 2, T E B 20 L
Zhi e, LEBEPIG L R TAER G5, 2.0 B T B O
o W 2y S8 AR R ZE S F AT A AR A I (201D [T ], 4
DR R AERR, 2019, 23(5):372-392.
Yamamoto M, Seo Y, Kawamatsu N, et al. Complex left

atrial appendage morphology and left atrial appendage
thrombus formation in patients with atrial fibrillation[]J]. Circ
Cardiovasc Imaging, 2014, 7(2):337-343.

Wang F, Zhu M, Wang X, et al. Predictive value of left atrial
appendage lobes on left atrial thrombus or spontaneous echo
contrast in patients with non valvular atrial fibrillation[ ] ].
BMC Cardiovasc Disord, 2018, 18(1):153.

Wang Y., Di Biase L., Horton RP, et al. Left atrial appendage
help planning for

L1l

studied by computed tomography to

appendage closure device placement Cardiovasc
Electrophysiol, 2010, 21(9):973-982.

Di Biase L, Santangeli P, Anselmino M, et al. Does the left
atrial appendage morphology correlate with the risk of stroke
in patients with atrial fibrillation Results from a multicenter
study[J7]. Am Coll Cardiol,2012,60(6): 531-538.
Negrotto SM, Lugo RM, Metawee M, et al. Left atrial
appendage morphology predicts the formation of left atrial
appendage thrombus[]J]. Cardiovasc Electrophysiol, 2021, 32
(4):1044-1052.

Chen Z,Bai W, Li C, et al. Leflt atrial appendage parameters
assessed by real-time three-dimensional transesophageal
echocardiography predict thromboembolic risk in patients with
nonvalvular atrial fibrillation[ ]J]. Ultrasound Med, 2017, 36
(6):1119-1128.

VAN W, SKRIGIE. 256 )2 IBE CT WA A .0 HIE 8 45
ITEAR CHA2 DS, -V ASc W73 (4 B B8 5 B BEG I7 of (9 13 T
[J]. SF3Fm /R R B4, 2019, 40€09) :1069-1071.

Yaghi S, Chang AD, Akiki R, et al. The left atrial appendage
morphology is associated with embolic stroke subtypes using a
simple classification system: A proof of concept study[]].

Cardiovasc Comput Tomogr, 2020, 14(1).27-33.



(Il R ZE2£)

2024 4E 2 H 20 H %5 39 % % 2] Clinical Focus,February 20,2024, Vol 39, No. 2 . 171 -

[21]

[22]

[23]

[24]

[25]

[26]

[27]

[28]

[29]

[30]

[31]

[32]

He J, FuZ, Yang L, et al. The predictive value of a concise
classification of left atrial appendage morphology to thrombosis
in non-valvular atrial fibrillation patients[J]. Clin Cardiol,
2020, 43(7):789-795.

Matsumoto Y, Morino Y, Kumagai A, et al. Characteristics
of anatomy and function of the left atrial appendage and their
relationships in patients with cardioembolic stroke: A 3-
dimensional echocardiography study [ ] J.
Stroke Cerebrovasc Dis, 2017, 26(3):470-479.

FEH, BESE. VRIROT. S RO B RN S R D W
Ze D H KN a3 B RS B fig A i v A L) . B
B2k, 2019, 29(3) :500-504.

transesophageal

Beinart R, Heist EK, Newell JB. et al. Left atrial appendage
dimensions predict the risk of stroke/TIA in patients with
atrial fibrillation[ ] ]. Cardiovasc Electrophysiol,2011,22 (1)
10-15.

He Y, Chen P, Zhu Z, et al. Left atrial appendage depth and
tachycardia bradycardia syndrome as important predictors of
left atrial appendage thrombus in patients with nonvalvular
atrial fibrillation[ ]J]. Comput Math Methods Med. 2022 30
(3):4632823.

HOME, Hedkc, gk, SF. A0 B BUS 20tk Bl i A T s
W P D BB TR (L) ). LW AR BE 25, 2019, 59(3) :62-64.
B, EIC, BEE, . MUESSE A OE RS T
SRS B AR AR RO B B S B A0 B AR TR LY O R
WEFELT ], S0 il il o 5555 2% 35, 2022, 30(3) :22-27.

Lee Y, Park HC, Lee Y, et al. Comparison of morphologic
features and flow velocity of the left atrial appendage among
patients with atrial fibrillation alone, transient ischemic
attack, and cardioembolic stroke[ J]. Am J Cardiol, 2017, 119
(10) :1596-1604.

Thotamgari SR, Sheth AR, Ahmad J, et al. Low left atrial
appendage emptying velocity is a predictor of atrial fibrillation
recurrence after catheter ablation [ ] J. Cardiovasc
Electrophysiol, 2022, 33(8):1705-1711.

Lee JM,Shim J,Uhm JS,et al. Impact of increased orifice size
and decreased flow velocity of left atrial appendage on stroke in
nonvalvular atrial fibrillation[J]. Am J Cardiol,2014,113(6) .
963-969.

Liu JQ, Wei M, Taiwaikuli D, et al. Correlation between
abnormal left atrial appendage function and thrombotic events
in patients with non-valvular atrial fibrillation[ ]J]. Zhonghua
Nei Ke Za Zhi, 2022, 61(8):921-927.

Yu GI, Cho KI, Kim HS, et al. Association between the N-
terminal plasma brain natriuretic peptide levels or elevated left

ventricular filling pressure and thromboembolic risk in patients

with non-valvular atrial fibrillation[]]. Cardiol, 2016,68(2):

[33]

[34]

[35]

[36]

[37]

[38]

[39]

[40]

[41]

[42]

[43]

110-116.
Chen L, Xu C, Chen W, et al. Left atrial appendage orifice
area and morphology is closely associated with flow velocity in
patients fibrillation [ J ]J. BMC
Cardiovasc Disord, 2021, 21(1):442.

Jankajova M, Kubikova L, Valocik G,

with nonvalvular atrial

et al. Left atrial

appendage strain rate is associated with documented
thromboembolism in nonvalvular atrial fibrillation[ J]. Wien
Klin Wochenschr, 2019, 131(7-8):156-164.

Wang L, Fan J, Wang Z,

et al. Evaluating left atrial

appendage function in a subtype of non-valvular atrial
fibrillation using transesophageal echocardiography combined
with two-dimensional speckle tracking [ J]. Quant Imaging
Med Surg, 2022, 12(5).:2721-2731.

Garcia-Isla G, Olivares AL, Silva E, et al. Sensitivity analysis
of geometrical parameters to study haemodynamics and
thrombus formation in the left atrial appendage[]J]. Int ]
Numer Method Biomed Eng, 2018, 8(3):e3100.

Cai Y, Xiong Q. Chen S, et al. Left atrial appendage
thrombus in patients with nonvalvular atrial fibrillation before
catheter ablation and cardioversion: Risk factors beyond the
CHA;DS;-VASc score[ J]. Cardiovasc Dev Dis, 2022, 9(2):
46.

Meng W, Wang L, Fan H, et al. Total bilirubin level is
associated with the risk of left atrial appendage thrombosis in
patients with non-valvular atrial fibrillation[ J]. Glob Heart,
2022, 17(1):90.

Lu Chen, Ashley Zinda, Nicholas Rossi, et al. A new risk
model of assessing left atrial appendage thrombus in patients
clinical and

[J] Int ]

with atrial fibrillation - Using multiple
transesophageal echocardiography parameters
Cardiol, 2020, 314.:60-63.

T, E RS, T, S AR MRIBON B B 00 B TE R
i T R R (1], B2 B, 2021, 34(18) :84-89.

Fob i, AR, BT S D-TRER AL BRUR RBE G
CHA> DS, -V ASc W43 HERR A I VR O B B3l 5845 76 0 s L A
B E (], AR Aeak, 2021, 101(48) :3938-3943.
Chang AD, Ignacio GC, Akiki R, et al. Increased left atrial
appendage density on computerized tomography is associated
with cardioembolic stroke[ J]. Stroke Cerebrovasc Dis, 202029
(4):104604.

Zhang Y,

CHA->DS,-VASc score

Yuan YQ. Value of left atrial diameter with
in predicting left atrial/left atrial
appendage thrombosis in non-valvular atrial fibrillation [ ] ].
Arq Bras Cardiol, 2021 Feb, 116(2):325-331.

Wk H 1:2023-05-22  Hikk .k 2



