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Dear Editor,
Anatomy and function of left atrial appendage (LAA)

are well characterized in healthy and disease states but lit-
tle attention has yet been paid to right atrial appendage
(RAA). The correlation between LAA and RAA has been ob-
served in a small condition as atrial fibrillation, but their
correlation in other conditions has not totally been eval-
uated. In this investigation, we aimed to evaluate the
correlation between LAA and RAA velocities in different
states. In this study, we have evaluated LAA and RAA ve-
locities in echocardiographic 2D and Doppler study in 40
patients with different pathologies such as valvular and
non-valvular atrial fibrillation, mitral stenosis, cardiomy-
opathies and other conditions. Patients were randomly
selected in this study. Data were analyzed using 2-tailed
Spearman’s method. Our results demonstrated that in all
conditions that we have studied, the velocity of RAA was
compatible with that of LAA (agreement about 0.886).

Underlying heart diseases induce atrial dysfunc-
tion and subsequent increased risk of thromboembolic
events. Most often, thrombotic materials arise in atrial
appendages (1). As part of left atrium, left atrial appendage
(LAA) is considered as a significant portion of cardiac
anatomy. Thrombi are more frequently formed in LAA
rather than RAA in patients with atrial fibrillation (AF);
probably due to their different luminal surface area and
size of neck (2). Thus, little attention has been paid to right
atrial appendage (RAA) yet because of low clinical impor-
tance and its location. Indeed, ignorance rate for RAA
screening in routine trans-esophageal echocardiography
is high as RAA is a forgotten structure in the heart. But re-
cently, RAA thrombosis and reduced function of RAA have
been reported in AF cases compared with sinus rhythm
state. The formed RAA thrombus in the setting of RAA

dysfunction might be a potential source of pulmonary
thromboembolism, thus the same attention put for LAA is
needed for RAA (3). Positive correlation between LAA and
RAA velocity was found in AF (4). The occurrence of RAA
and LAA dysfunction has been observed in mitral stenosis
and sinus rhythm due to increased atrial afterload and
decreased atrial myocardial velocities (5, 6). But this corre-
lation in other conditions is not completely evaluated. In
this study, we aimed to evaluate the correlation between
LAA and RAA velocities in different states. Thus, we have
evaluated LAA and RAA velocities in 40 patients with dif-
ferent pathologies such as valvular and non-valvular AF,
mitral stenosis, cardiomyopathies and other conditions.
Patients were randomly selected in this study. Data were
analyzed using 2-tailed Spearman’s method. Our results
demonstrated that in all of the conditions we have stud-
ied, the velocity of RAA was compatible with that of LAA
(agreement about 0.886). This means that contractile
function of LAA and RAA are compatible with each other.
Based on these results, this correlation is independent to
the studied state. Normal function and dysfunction of
LAA is correlated to RAA, which means correlated atrial
myocardial velocities and atrial afterloads. Dysfunction
may be lower in one atrium which is associated with
thrombus formation in the atrium with lower contrac-
tion. Decreased RAA velocity was seen in patients with
AF and reduced LAA velocity. This correlation was seen to
be associated with higher plasma concentration of brain
natriuretic peptide (4). Variable blood flow patterns were
seen in healthy subjects with increasing heart rate in
both RAA and LAA by Mikael Kortz et al. (7). As shown by
Bilge et al. (8), the correlation between echocardiography
parameters of LAA and RAA was seen in cases with nonva-
lvular in contrast to valvular AF. Despite morphological
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differences between LAA and RAA, in this report we have
shown positive correlation between RAA and LAA velocities
in both disease and healthy states with high agreement
rate. This inter appendage correlation was seen in both
valvular and non-valvular AF cases, as well. This would
suggest the presence of common pathologic remodeling
for both appendages. Indeed, great attention to both atrial
appendages should be paid in routine evaluation of atrial
mechanical activity.
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