200

10

Atrial Fibrillation Investigators. Risk factors for stroke and efficacy of
antithrombotic therapy in atrial fibrillation: analysis of pooled data from five
randomized controlled trials. Arch Intern Med 1994;154:1449-57.

20

Currie, Jones, Goodfellow, et al

Currie CJ, Morgan CL, Gill L, et al. The epidemiology and costs of acute
hospital care for cerebrovascular disease in diabetic and non-diabetic
populations. Stroke 1997,28:1142-6.

11 Bungard TJ, Ghali WA, Teo KK, et al. Why do patients with atrial fibrillation 21 Currie CJ, Morgan CL, Pefers JR. Patterns and costs hospital care
not receive anticoagulation? Arch Intern Med 2000,;60:41-6. for coronary heart disease related and not related to diabetes. Heart

12 Ruigomez A, Johansson S, Wallander M-A, et al. Incidence of chronic atrial 1997,78:544-9.
fibrillation in general practice and its treatment pattern. J Clin Epidemiol 22 Wang TJ, Massaro JM, Levy DL, et al. A risk score for predicting stroke or
2002;55:358-63. death in individuals with new-onset atrial fibrillation in the community. JAMA

13 Department of Health. National framework for older people. Standard 5: 2003;290:1049-56.

Stroke. London: Stationery Office, 2001. 23 Go AS, Hylek EM, Chang Y, et al. Anticoagulation therapy for stroke

14 Odén A, Fahlén M. Oral anticoagulation and risk of death: a medical record prevention in atrial fibrillation: how well do randomised trials translate into
linkage study. BMJ 2002;325:1073-5. clinical practice? JAMA 2003;290:2685-92.

15 Hylek EM, Go AS, Chang Y, et al. Effect of intensity of oral anticoagulation on 24 Kadlra L, Yu G, Perez |, et al. Prospective cohort study to determine if trial
stroke severity and mortality in atrial fibrillation. N Engl J Med efficacy of anticoagulation for stroke prevention in afrial fibrillation translates
2003;349:1019-26. info clinical effectiveness. BMJ 2000;320:1236-9.

16 Sudlow M, Thomson R, Thwaites B, et al. Prevalence of atrial fibrillation and 25 Baglin TP, Rose PE. Guidelines on oral anticoagulation: third edition.
eligibility for anticoagulants in the community. Lancet 1998,;352:167-71. Br J Haematol 1998;101:374-87.

17 Jones C, McEwan P, Morgan CL, et al. Evaluation of the pattern of treatment, 26 Jones M, McEwan P, Peters JR, et al. Anticoagulation with warfarin in patients
level of onticoogulo'fion control, and outcome of treatment with warfarin in with atrial fibrillation: a record |inkoge study of control and outcomes in a UK
subjects with non-valvar atrial fibrillation: a record linkage study in a large population [poster presentation]. Annual Meeting of the British Society for
British population. Heart 2005,91:472-7. Haemostasis and Thrombosis (BSHT), Cambridge, UK, 17-19 September,

18 Gill L, Goldacre M, Simmons H, et al. Computerised linking of medical 2003.
records: methodological guidelines. J Epidemiol Community Health 27 Hart RG, Pearce LA, McBride R, et al. Factors associated with ischemic stroke
1993,47:316-9. during aspirin therapy in atrial fibrillation. Stroke 1999,;30:1223-9.

19 Rosendaal FR, Cannegieter SC, van der Meer FIM, et al. A method to 28 Hutten BA, Prins MH, Redekop WK, et al. Comparison of three methods to

assess therapeutic quality control of treatment with vitamin K antagonists.

determine the optimal intensity of oral anficoogu|ant theropy. Thromb
Thromb Haemost 1999;82:1260-3.

Haemost 1993;69:236-9.

IMAGES IN CARDIOLOGY ...t

doi: 10.1136/hrt.2005.068171
Abnormal left atrial membranous structure in transthoracic echocardiography caused by external
compression from a large bronchogenic cyst

44 year old woman was referred
Afor echocardiographic examina-

tion because of recent onset of
dyspnoea. She had been diagnosed with
bronchial asthma by a private clinic. On
physical examination, however, pul-
monary auscultation revealed bilateral
vesicular breath sounds without rales
and good heart sounds without mur-
mur. Transthoracic echocardiography
demonstrated a thin walled membra-
nous structure dividing the left atrium.
Both sides had the same echo density,
indicating fluid density. Several possible
diagnoses were initially possible, such as
cor triatriatum, left atrial dissection, or
an external mass. Colour Doppler inves-
tigation showed no communication
between the sides of the abnormal
membrane. Contrast echo using per-
fluorocarbon-exposed sonicated dex-
trose albumin showed no filling of
contrast into the upper side of the
membrane (panel A). There was no
evidence of pulmonary arterial hyper-
tension. Subsequent transoesophageal
echocardiography (TOE) revealed a
non-movable membranous flap in the
upper portion of the left atrium. The
TOE also indicated there was no flow
communication across the flap. Cardiac
magnetic resonance imaging showed a

weighted image and a high signal on T2
weighted image without contrast
enhancement (panel B). The mass was
completely resected without complica-
tion and pathology confirmed it to be a
bronchogenic cyst. The patient remains
asymptomatic and there is no evidence

round contoured extracardiac mass ©f recurrence six months after surgery.
about 5.5 cm in diameter that origi-

g . S-G Ahn
nated from the subcarina and com- S-J Tahk
pressed against the left atrium. The J-H Shin

mass had a uniformly low signal on T1
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