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Abstract Objective: To explore the relationship between the distance from the left atrial appendage to neigh-

boring structures, postoperative heart rhythm, and out-of-hospital pericardial effusion(OHPE) after left atrial ap-
pendage closure(LAAC). Methods: Fifty-two patients who underwent LAAC at Southern Hospital of Southern
Medical University from May 2015 to May 2019 were retrospectively included, 12 cases with OHPE were included
in the OHPE group, and the other 40 cases were included in the control group. Cardiac computed tomography an-
giography(cCTA) was used to measure the distance from the left atrial appendage to neighboring structures, in-
cluding the pulmonary artery (PA), left superior pulmonary vein (LSPV), and left circumflex coronary artery
(LCX). Logistic regression analysis was used to identify risk factors of OHPE after LAAC, and the receiver oper-
ating characteristic curve(ROC) was used to analyze the diagnostic value of risk factors for OHPE. Results: Com-
pared with the control group, the distance from the left atrial appendage to PA and LSPV in the OHPE group was
significantly shorter(PA: [3.6+1.5]mm vs[2.5+1.3]mm, P=0.006; LSPV: [3.2+1.4]Jmm vs[2.641.9]
mm, P=0.025); There was no statistically significant difference in the distance from the left atrial appendage to
LCX between the two groups(P =0. 157). Logistic regression analysis showed that the distance from the left atri-
al appendage to PA was an independent protective factor for OHPE(OR = 0. 466, 95%CI: 0.234—0. 927, P =
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0.030). ROC analysis revealed that the area under the ROC curve of OHPE predicted by the distance from the left
atrial appendage to PA was 0. 765(95%CI ; 0. 626—0. 871, P<C0.01), the cut-off value was 2 mm, the specifici-
ty was 90. 0%, and the sensitivity was 58.3%. Otherwise, patients who converted to sinus rhythm were more
likely to develop OHPE(OR=7.071, 95%CI: 1.124—44. 506, P=0.037). Conclusion: The distance from the

left atrial appendage to PA can be used as a predictor of OHPE after LAAC. Patients who converted to sinus

rhythm are more likely to develop OHPE.

Key words pericardial effusion, out-of-hospital; left atrial appendage closure; neighboring structure
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Table 1 Clinical baseline data BIC%),X+S
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AR 0.321

—ui XFAR 40(76.9) 29(72.5) 11(91.7)

AN 220 Bt b 12(23. 1) 11(27.5) 1(8.3)

2.2 FEOH 5 mEAR SR R B

5%F B4 i, OHPE 4 th &2 0> B 5 PA,
LSPV A9 it &5 B W08/ (3 P<<0. 05) s B4l 220 B
HLCXWHEEEZRTSIT¥E L, Wk 2,
2.3 OHPE mi[H E Y logistic 5381

e = NS 7 A B ERT - < A OO I
BMI. & ¥ % .CHA, DS,-VASc. HAS-BLED, & >
AR L0 B AR L B B2 TR Oy L E
BB AP AOCHIESEHRBZMNALKE lo-
gistic FHAMT . 45 R Won . 20 H S PA R & &
Wi IR & OHPE A9 5200 K 2,

E—2L BT Z IR logistic B9 73, 45 21 .

NS ARHTZE 0 B 5 PA BB B J& OHPE #9730 57 f&
P, B PR S & OHPE Mg 57 fa B &, W
# 3.

®2 MWHEALS OHPE AAOCEHMMEHAIES
Table 2 The distance from the left atrial appendage to

adjacent structures mm,X £S
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% 3 OHPE fE & E & i logistic B V34> #7
Table 3 Risk factors of OHPE analyzed by logistic analysis

KR EA RS
e
OR 95%CI P OR 95%CI P
W5 IR R 4. 500 0.924~21.925 0.063 4.639 0.779~27.619 0.092
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Figure 1 The ROC curve of OHPE predicted by the dis-
tance from left atrial appendage to PA
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