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Biventricular thrombi are uncommon in cases of Systemic Lupus Erythematosus (SLE) and represent one of the most severe
cardiac manifestations. They result from lupus myocarditis, that’s more severe in juvenile cases. We present the clinical case of
a 19-year-old female treated for juvenile SLE since the age of six, complicated by lupus nephropathy. The patient was admitted
due to severe dyspnea. Thoracic computed tomography angiography revealed no signs of pulmonary embolism but identified
three masses in both the left and right ventricle. Echocardiography, showed non dilated left ventricle with global hypokinesia,
severe systolic dysfunction and Left Ventricular Ejection Fraction (LVEF) at 38 %. Two thrombi were identified at the apex of
the left ventricle, and an additional one detected at the lateral wall of the right ventricle. Anticoagulant therapy was promptly
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Introduction

Lupus cardiomyopathy is an uncommon but serious manifesta-
tion of Systemic Lupus Erythematosus (SLE), often associated
with significant morbidity and mortality. Its clinical presenta-
tion can vary widely, ranging from asymptomatic ventricular
dysfunction to severe heart failure. Among its rare complica-
tions is the formation of intracardiac thrombi, which signifi-
cantly worsens the prognosis by increasing the risk of embolic
events and hemodynamic compromise. In juvenile forms, car-
diac involvement often occurs at an early stage of the disease
and is typically more aggressive, requiring prompt recognition
and intensive immunosuppressive and supportive therapies.
The occurrence of biventricular thrombi in this context is ex-
tremely rare, with only a few cases reported in the literature,
making it a challenging diagnostic and therapeutic entity.

Clinical Case

A 19-year-old female patient, treated for Juvenile Lupus com-
plicated of Lupus nephritis class IV , was admitted with fever
and shortness of breath. Clinical examination revealed an or-
thopneic patient with lower limb edema and bilateral crackles
at lung bases. Electrocardiogram showed negative T waves
in the septo-apical and inferior leads. Laboratory findings re-
vealed impaired renal function, normochromic normocytic
anemia, and normal coagulation parameters with low titer of
antiphospholipid antibodies. Thoracic computed tomography
angiography ruled out pulmonary embolism and detected three
well-defined masses regular contours (Figure 1).

A cardiac ultrasound showed reduced contractility of the left
ventricle, with left ventricular ejection fraction (LVEF) of 38%
, global longitudinal strain (GLS) of -12% (Figure 2), along
with significant spontaneous contrast and dilated left atrium.
Additionally, two masses were identified at the apex of the left
ventricle (LV) (Figure 3), and a third, larger mass was attached
to the lateral wall of the right ventricle (RV) (Figure 4). The
appearance of these masses was highly suggestive of throm-
bus, thus anticoagulation treatment was initiated.

Figure 1: Thoracic angiographic scan showing 2 masses at
the apex of the left ventricle (blue arrow) and a third one at
the lateral wall of the right ventricle (red arrow).
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Figure 3: TTE views showing two thrombi at the apex of the left ventricle (red arrow).

Figure 4: Four-chamber view showing a thrombus at the
lateral wall of the right ventricle.
Discussion
Biventricular thrombi in cases of SLE are exceptional [1] ; in
fact, only one case has been reported to date, and no cases have
been described with the juvenile form. Patients with SLE pres-
ent a higher thrombotic risk than the general population [2] .

Thrombotic manifestations can result from early atherosclero-
sis or from the severity of lupus activity. In this context, a Ca-
nadian prospective study showed [3] that patients with severe
lupus activity were at a high risk of thrombotic events. This
could be one of the mechanisms responsible for thrombosis in
our patient, as she presents with juvenile SLE, which is known
to be a more severe form, and also she presents with severe
nephropathy, which is a sign of high lupus activity.

The thrombotic risk is even higher when SLE is associated
with antiphospholipid syndrome [4] , but in the case of the ju-
venile form, this association is less common. Since our patient
presented with a low titer of antiphospholipid antibodies, the
implications of these are eliminated.

Another possible mechanism of thrombosis in our patient is
myocarditis. Myocardial involvement in adult SLE is rare
(9% of patients); it can range from a fatal fulminant form to
a long-lasting asymptomatic form [5]. In young patients, this
involvement is more common and severe. In cases of severe
lupus activity, myocardial damage occurs at an early stage of
the disease and is usually associated with lupus nephritis [6].
Some of the main factors implicated are coronary atheroscle-
rosis, hypertensive cardiomyopathy, and side effects of specific
treatments[7]. Diagnosis is based on clinical examination, bio-
chemical markers, cardiac imaging, and ultimately endomyo-
cardial biopsy. In our patient, echocardiography confirmed
myocardial involvement with altered GLS and reduced LVEF.
Additionally, globally non-systematized hypokinesis of the left
ventricle was highly suggestive of lupus myocarditis.

The reduction in LVEF represents a risk factor for LV and RV
thrombosis, as kinetic abnormalities lead to stasis and ultimate-
ly to the formation of intracavitary thrombi [8] . LV thrombosis
is associated with high mortality, with a risk of systemic em-
bolism. RV thrombosis is usually associated with pulmonary
embolism and can result from deep vein thrombosis. The oc-
currence of both LV and RV thrombosis is rare due to their
distinct mechanisms, although heart failure can be a common
mechanism [9].

In our patient, the diagnosis of thrombus was made using echo-
cardiography. Cardiac Magnetic Resonance (CMR) could have
been used to confirm the thrombotic nature of the masses de-
scribed, but the appearance of the masses was highly sugges-
tive of the diagnosis, in addition to the significant spontane-
ous intracavitary contrast, representing a prethrombotic state.
However, CMR would have been useful for better analysis of
myocardial involvement.

In cases of lupus cardiomyopathy, steroids and heart failure
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treatment can significantly improve the LVEF [10]. Our patient
received optimal anticoagulation therapy for her thrombi, in
addition to heart failure conventional treatment. Specific lu-
pus treatment was also initiated to improve her kidney function
and, subsequently, her cardiac function.

Conclusion

Although patients with systemic lupus erythematosus (SLE)
are known to have an increased thrombotic risk due to fac-
tors such as antiphospholipid antibodies and systemic inflam-
mation, the occurrence of biventricular thrombi remains rare.
When present, these thrombi are often associated with under-
lying lupus cardiomyopathy. Early recognition and compre-
hensive management are crucial, as these intracardiac thrombi
may resolve with optimal anticoagulation, immunosuppressive
therapy, and heart failure treatment. In cases of juvenile SLE
with cardiac involvement, a multidisciplinary approach is cru-
cial to improving cardiac function and overall prognosis.
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