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sudden unconsciousness in the morning on the next two 
day after procedure. Brain computed tomography (CT) 
examination showed acute ischemic stroke with massive 
low-density image at the right cerebrum. Cerebral CT 
angiography indicated the embolism in the right middle 
cerebral artery (Fig. 1, Top-right). Subsequently, complete 
recanalization of the thrombosed vessel was successfully 
attempted by endovascular mechanical thrombectomy 
(Fig.  1, Middle-left). The unconsciousness was progres-
sive and the CT’s confirming sign was characteristic of 
high-density image scattered within the infarction zone 
and severe cerebral edema (Fig. 1, Middle-right). Decom-
pressive craniectomy for reducing intracranial pressure 
was suggested by neurosurgeon to prevent from cerebral 
hernia but the patient’s relative gave up for palliative treat-
ment. The patient died after discharge of hospital with-
out autopsy in the early morning at the three days after 

A 52-year-old female patient with sinus rhythm and 
normal imaging result of coronary artery radiography 
(Fig.  1, Top-left) underwent an elective pericardiec-
tomy due to constrictive pericarditis. She was smoothly 
weaned from ventilator in the evening of operation day 
and was transferred back to cardiac surgery ward from 
ICU one day after procedure. The patient suffered from 
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Abstract
Background  Pericardiectomy due to constrictive pericarditis is usually safe procedure. There was a rare event of 
thrombosis after pericardiectomy, which was mainly accounted by low-cardiac-output syndrome.

Case presentation  Here, we report the case undergoing pericardiectomy after constrictive pericarditis, with fatal 
cerebral thrombosis after pericardiectomy confirmed by endovascular mechanical thrombectomy. Even though 
recanalization was completed and suggestive decompressive craniectomy was in preparation, the patient still died 
for cerebral hernia due to severe edema. The causes of cerebral thrombosis after pericardiectomy in this case was 
accounted by the persistence of nonpliable pericardium encasing the left ventricular wall limited local myocardium 
motor, pro-coagulable state due to thermal transmission during decortication like radiofrequency ablation under the 
condition of postoperative atrial fibrillation and rapid ventricular rates precipitated the information of mural thrombus 
in cardiac cavity and migration into the main branch of the aortic arch.

Conclusion  The protocol of prompt aggressive anticoagulation prophylaxis would be vigilantly recommended for 
the patients undergoing pericardiectomy.
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procedure. Although perioperative transthoracic echo-
cardiography and intraprocedural transesophageal echo-
cardiography did not reveal low-cardiac output syndrome 
or regional wall motion abnormalities, the persistence of 
nonpliable pericardium encasing the left ventricular wall 
(Fig. 1, Lower-left) limited local myocardium motor [1], 
pro-coagulable state due to thermal transmission during 
decortication like radiofrequency ablation [2] under the 
condition of postoperative atrial fibrillation [3] and rapid 
ventricular rates (Fig.  1, Lower-right) precipitated the 

information of mural thrombus in cardiac cavity [4] and 
migration into the main branch of the aortic arch [5]. The 
protocol of aggressive anticoagulation prophylaxis would 
be recommended for the patients undergoing pericardi-
ectomy [6]. Currently, there is a paucity of international 
guidelines or expert consensus on accident stroke preven-
tion after cardiac surgical procedures, and standardized 
management flowcharts and operative protocols need to 
be concisely developed for severe stroke. Multiple-dis-
cipline workgroup [7] consisting of at least chief cardiac 

Fig. 1  Fatal cerebral thrombosis after pericardiectomy. Preoperative normal coronary artery radiography (Top-left). The embolism of the right middle 
cerebral artery (Top-right). Complete recanalization of the thrombosed vessel (Middle-left). Progressive cerebral image (Middle-right). The nonpliable 
pericardium (Lower-left). Postoperative atrial fibrillation and rapid ventricular rates (Lower-right)
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surgeons, on-duty neurointerventional physicians, and 
on-call neurosurgeons should be prepared and prompt 
thrombectomy or even decompressive craniectomy are 
also actively initiated for life salvage of the patient under-
going cardiac surgical procedure and rare onset of fatal 
cerebral thrombosis.
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