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Free-floating thrombus in the aortic arch histopathology confirmed the initial hypothesis of an organized 
thrombus, with no evidence of malignancy.

Free-floating thrombus in the aorta is defined as a nonad-
herent portion of a thrombus, floating within the aortic lumen. 
It is a rare condition, only approximately 100 cases having been 
described in the literature. In general, it is uncommon to find an 
aortic thrombus in the absence of an aneurysm or atherosclero-
sis(1). In such cases, the thrombus is often associated with hyper-
coagulability, trauma, malignant neoplasm, previous surgery, or 
turbulent blood flow.

The clinical presentations of free-floating thrombus range 
from asymptomatic disease to symptoms related to cerebral, pe-
ripheral, or organ embolization(1–6). However, the prevalence of 
embolization is higher in cases of floating thrombi than in those 
of adherent thrombi (75% vs. 12%). Although most cases of aortic 
thrombus are diagnosed after embolic events, some are diagnosed 
on the basis of incidental findings on routine examinations(1,5). As 
reported in the literature, the diagnosis has typically been con-
firmed through transesophageal echocardiography or CT angiog-
raphy, the latter being the modality that is currently preferred(1). 
Among thrombi in the thoracic aorta, the most common loca-
tions are the aortic isthmus and the distal portion of the aortic 
arch on the side opposite the origin of the subclavian artery(4).

Dear Editor,

A 32-year-old female patient was admitted to the emergency 
room with abdominal pain, nausea, and vomiting. During the 
diagnostic investigation, she reported no history of comorbidi-
ties. A contrast-enhanced computed tomography (CT) scan of 
the abdomen demonstrated areas of low uptake, characteristic 
of infarcts, located in the right lobe of the liver and in the body 
of the pancreas, partially involving the left kidney and spleen, 
accompanied by luminal filling defects in the celiac trunk and 
its branches, as well as in the left renal artery and superior mes-
enteric branches, consistent with thrombi (Figures 1A, 1B and 
1C). Laboratory tests revealed hypercoagulability due to protein 
C deficiency. The investigation was complemented with CT an-
giography of the thoracic aorta, which revealed low-attenuation 
material within the lumen, with a pedicle adhered to the distal 
portion of the aortic arch, on the wall opposite the origin of the 
subclavian artery, resulting in a filling defect, suggestive of pe-
dunculated thrombus (Figure 1D). We considered the possibility 
of a free-floating thrombus in the aortic arch, complicated by 
systemic embolization. Surgical removal of the thrombus, with 
repair of the base of the lesion, was indicated. Subsequently, 

Figure 1. Contrast-enhanced axial CT of the abdomen, axial sections, showing areas of low uptake, characteristic of infarcts, located in the right lobe of the liver (A) 
and in the body of the pancreas (B), partially involving the left kidney (A) and spleen (C). D: CT angiography of the thoracic aorta showing a pedunculated thrombus 
adhered to the distal portion of the aortic arch, on the wall opposite the origin of the subclavian artery.
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Because of the high risk of massive systemic embolization, 
it is considered necessary to treat a free-floating thrombus in the 
aortic arch. However, the ideal treatment remains undefined. Al-
though the use of a thrombolytic is considered one of the options, 
it carries the risk of selective lysis of the pedicle of the lesion, 
which would have catastrophic results. In selected patients, surgi-
cal treatment is thought to be the most acceptable option(2,4–6).

The purpose of this report was to describe a rare case of 
floating thrombus in the aortic arch with systemic embolization. 
In the case reported here, the thrombus was treated successfully 
through surgery.
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Dear Editor,

A 63-year-old man was referred to our hospital with ab-
dominal pain, left varicocele, hematuria, and acute kidney in-
jury. Multislice computed tomography (CT) revealed a 7.8 cm 
infrarenal abdominal aortic aneurysm and no contrast enhance-
ment of the left kidney (Figure 1A), as well as a retroaortic left 
renal vein and dilatation of the left gonadic vein (Figure 1B), 
together with simultaneous contrast enhancement of the an-
eurysm, inferior vena cava, and left renal vein, suggesting the 

presence of a fistula between the abdominal aortic aneurysm 
and the aberrant left renal vein (Figures 1C and 1D). Given the 
suitability of the aneurysm, we decided to perform endovascular 
repair. Exclusion of the aneurysm and the aorto-left renal vein 
fistula was achieved after successful deployment of a 26–14 × 
165 mm bifurcated endoprosthesis with a 16–16 × 95 contralat-
eral limb (Gore Excluder; W.L. Gore and Associates, Flagstaff, 
AZ, USA). After endovascular management, renal function ini-
tially improved. The patient presented intraoperative hypoten-
sion, and the postoperative course was complicated by brain 
ischemia. Unfortunately, the patient died 65 days after surgery 
due to multiorgan failure.

Figure 1. A–C: Contrast-enhanced 
axial CT slices showing equal 
opacification of the infrarenal 
aorta, a retroaortic left renal vein 
(LRV), and the inferior vena cava 
(IVC), confirming the fistula be-
tween an abdominal aortic aneu-
rism (AAA) and the aberrant left 
renal vein (A). Note the reduced 
contrast enhancement of the left 
kidney (B) with dilatation and ar-
terial enhancement of the left go-
nadic vein (arrow, C), accompanied 
by left varicocele. D: Contrast-en-
hanced CT, with three-dimensional 
reconstruction, in a posterior view, 
showing the retroaortic left renal 
vein in communication with the ab-
dominal aortic aneurysm. 
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