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Efficacy of Transesophageal Echocardiography in Detecting Aortic Dissection

Han Soo Kim, M.D., Jung Han Yoon, M.D., Si Hoon Park, M.D
Byung Ok Kim, M.D., Namsik Chung, M.D., Won Heum Shim, M.D,,
Seung Yun Cho, M.D., Sung Soon Kim, M.D., Woong-Ku Lee, M.D.

Department of Internal Medicine, Yonsei University College of Medicine

Aortic dissection is a medical emergency requiring prompt diagnosis and maybe emerge-
ncy surgery especially if the ascending aorta is involved. We have performed transesophageal
echocardiography(TEE) in 22 consecutive patients with suspected aortic dissection. The
diagnosis was subsequently proven in 14 patients(9 males, 2 females, mean age 51+ 11years)
on the basis of TEE. The results and effectiveness were compared with computed tomography
(CT) and aortography.

Seven patients had type I aortic dissection, three had type II and four had type III. Twelve
patients had hypertension. There was aortic regurgitation in five of seven patients with
type I dissection and in all three patients with type II dissection. Type I dissection was
found by TEE in seven patients who had intimal flap showing parallel movement to the
aortic wall. CT was positive in only three of five of these patients. Type II dissection was
seen in three patients by TEE. CT demonstrated dissection in one of three of these patients.
In one patient the false lumen was filled with a thrombus, which was negative at angiography.
Type III dissection was found by TEE in four patients. CT was positive in two of four
patients. Aortography was performed and positive in one patient. The starting point of
aortic dissection could be demonstrated in all four patients by TEE. TEE was well tolerated
by patients with aortic dissection and associated with no major complications.

In conclusion, TEE was very useful in detecting aortic dissection and in providing a
dynamic information of the intimal flap and of the presence and extent of luminal thrombus
with flow dynamics.

KEY WORDS : Transesophageal echocardiography * Aortic dissection.
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Table 1. Clinical data of the studv population
Age(vr) BP DeBakev
Case & Sex (mmHg) AR Tvpe Dissection Svmptoms Comments
1 60 M 200/120 + I Acute Interscapular pain CVA, CAD
2 39M 170/ 50 + I Acute  Back pain
3 59 M 150/ 90 + 1 Acute Chest pain Svphilis, CVA, PE
60 M 165/ 90 + 1 Acute Chest pain
54 F 170/ 90 0 1 Acute Chest pain
6 58 F 180/100 0 1 Acute Interscapular pain PE
7 52 M 170/ 95 + I Acute Chest pain
8 62 M 160/100 + 11 Acute Dvspnea Trauma(AVR)
9 28 M 130/ 60 + 1 Chronic  Dvspnea Trauma(s/p TOF)
10 56 F 170/ 90 + 11 Acute Cheat pain PE
11 35 F 110/°70 0 HI Acute Dvspnea & chest pain  Surgerv, Hemothorax
12 57T M 170/ 95 + I Chronic  Back pain PVD
13 52 F 160/100 0 m Acute Back pain
14 57 M 170/ 95 0 111 Acute Interscupular pain

M [ male, F ! female, BP : blood pressure, CVA .
AVR

dial eftusion,

. aortic valve replacement, PVD

+ : visualized, 0 : not visualized

. peripheral vascular disease, TOF :

cerebrovascular accident, CAD : coronarv arterv disease,

tetraologv of Fallot, PE © pericar-
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Table 2. Transesophageal echocardiographic, computed tomographic and angiographic findings

Intimal flap Intmal tear Thrombus .
Case  DeBakev - - - Other Findings
Tyvpe TEE CT Angio TEE CT Angio TEE CT Angio
1 I Pos Neg -— Pos Neg -— Pos Neg -
2 I Pos Neg — Pos Neg — Neg Neg — Multiple inlets & outlets
3 I Pos — Pos Pos — Pos Pos —  Pos Swirling FL
4 I Pos — - Pos — - Pos — -
5 I Pos Pos — Pos Neg — Pos Neg -— Swirling FL
6 I Pos Pos — Neg Neg ~— Pos Neg —
7 I Pos Pos Neg Pos Pos Neg Pos Pos
Neg
8 I1 Pos Pos Neg Pos Pos Neg Pos Pos
Neg
9 I Pos — Pos Pos — Pos Neg — Neg Saccular aneurvsm
10 11 Pos Neg — Neg Neg — Pos Neg —
11 I Pos Neg Neg Pos Neg Neg Neg Neg Neg Saccular aneurvsm
12 111 Pos Pos — Pos Pos ~— Pos Pos —
13 11 Pos Neg — Pos Neg -— Pos Neg —
14 e8! Pos Pos — Pos Pos — Pos Pos —
TEE ! transesophageal echocardiographv, CT : computed tomographv, Angio : angiographv, Pos ! posi-
tive, Neg : negative, — : not performed, FL  false lumen
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