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Background : Early recognition of thoracic aortic disease is critical for managing the patients
to reduce morbidity and mortality. In emergency department (ED), transesophageal echo-
cadiography (TEE) has recently challenged traditional diagnostic modality for assessing thoracic
aortic disease such as computed tomogram (CT) scan, aortography and magnetic resonance im-
aging (MRI) because of it's safety, rapid acquisition time, high sensitivity and portability. The
purpose of this study was to evaluate the diagnostic role of TEE as the first imaging modality
in nontraumatic and traumatic thoracic aortic disease in emergency department.

Methods : From May 1993 to Feburary 1995, twenty six patients (nontrauma : 13 cases,
trauma : 13 cases) who were suspicious of thoracic aortic disease and received TEE as the first
diagnostic tool in emergency department were enrolled. Indications of emergency TEE in the
suspicious thoracic aortic disease were typical chest pain, mediastinal widening or massive left
side hemothorax.

Results : Of the 26 patients undergoing TEE, CT scan were performed sequendally in pa-
tients (except 4 patients who died immediately in ED). Aortic pathology was detected in 18 pa-
tients (65%). Aortic pathology of nontraumatic patients were as followings : DeBakey type I dis-
section was in 4 cases (36%), type II dissection in 3 cases (28%), and type III dissection in 4
cases (36%). Six of 13 traumatic patients (46%) had thoracic aortic injury. Findings of aortic in-
jury were aortic tear (2 cases), subintimal hematoma (2 cases), aortic aneurysm and aortic dis-
section in each. Of six traumatic thoracic aortic lesions which were detected by TEE, 4 lesions
(2 aortic tear, subintimal hematoma, and aortic ancurysm) were not detected by CT scan. Only
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4 cases (15%) underwent emergency operation after TEE. There was no significant hemo-
dynamic deterioration or procedure-related death during TEE.

Conclusion : In emergency department, TEE may be considered as the first diagnostic tool
in detecting acute thoracic aortic disease. In considering of it's high sensitivity, no contrast in-
jection, short procedure time and portability at bedside, TEE should be prefered in patients
with suspected thoracic aortic disease from trauma.

KEY WORDS : Thoracic aortic disease - Transesophageal echocardiography - Emergency de-

partment.
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| Physical exam & chest X-ray |

ad

| Suspicious thoracic aortic disease |

L 4
TEE & TEE

TEE & TEE ICI TEE & TEE Icl TEE & TEE |

Fig. 1. Diagnostic algorithm of patients in suspicious aor-
tic disease.
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Table 1. TEE findings of nontraumatic patients(n=13)
TEE findings
Aortic dissection 1

Type 1

Type 2

Type 3
Aortic atheroma

No. of cases

- = A WA =

No pathology
Type : DeBakey type

7b AGEHAIL 1dos S4FTte] BAFHAL. diF
wulte)7t wAY 22HF DeBakey 13 ©| 49, De-
Bakey 23 ©] 3¢, DeBakey 33 ©] 495 tH(Table 1).
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(Fig. 2), dis9s 8% 20, dis=ulg] 19, s F
149t ZAE dxg3ed 2353 27 (equivocal
finding)S B 97} 14(4%), tsH&Ego] #2E A
%3k o7} 644 (46%) Atk (Table 2).

T dE9age] Ad QoM A 2L9&E
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&3 3 AT EIE BT AP 2249 @&

Fig. 2. Transverse view of the descending thoracic arota.

There was a small tear on the right posterior wall of aorta. Color flow imaging showed a continuous leak from

the descending aorta to the left thoracic cavity.
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Table 2. TEE findings of traumatic patients(n=13)
TEE fingdings
Aortic tear 2
Aortic subintimal hematoma

No. of cases

Aortic aneurysm
Aortic dissection
Equivocal*

O et i oes N

No pathology
Equvocal* : TEE(?), CT(-) & Aortogram(-)

Table 3. Detection of aortic disease according to di-
agnostic procedure

Total Nontrauma Trauma
TEE(+) & CT(+) 12 11 1
TEE(+) & CT(~) 4 0 4
TEE(-) & CT(+) 0 0 0
TEEQ)* & CT(~) 1 0 1
TEE(-) & CT(~) 6 1 5

* . equivocal case, aortogram(-)
Number : No. of cases
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Traumatic patients
(n=13)
I
l [ |
No pathology operation conservative Rx
(n=7) (n=3) (n=3)
I [
[ l I |
survival death survival death
n=1) (n=1) (n=1) (n=1)
monribund monribund
(n=1) (n=1)

Fig. 3. Prognosis of traumatic patients.

Nontraumatic patients

n=13)
]
[ i 1
No pathology operation conservative Rx
(n=1) (n=1) (n=1)
[ I
i | l |
survival survival death monribund
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against
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Fig. 4. Prognosis of nontraumatic patients.
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