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The Role of Preoperative Transesophageal Echocardiography in

Acute Aortic Dissection

Seong-Hoon Park* - Tae-Hee Won** - Yong-Soon Won**
Jae-Jin Han, MD** - Jae-Ho Ahn** - Guie-Yong Lee*#*

Department of Internal Medicine,* Thoracic Surgery,** Anesthesiology,***
Medical Research Center, College of Medicine, Ewha Womans University

Acute type A aortic dissection is a condition which requires emergency surgery. Surgeons
want to know not only the extent of the disease but also the exact site of intimal tear as well as
the presence of side branch involvement to plan the extent of surgery. Various non-invasive
diagnostic tools(transthoracic and transesophageal echocardiography, conventional and spiral
computed tomography and magnetic resonance imaging) and invasive angiography are available
for the evaluation of the extent of dissection, site of intimal tear and side branch involvement.
Each technique has its advantage and disadvantage. Especially, MRI has been accepted as a
gold standard for the diagnosis of aortic dissection, but it is immobile and sometimes it cannot
give us the information about the small intimal tear site. Transesophageal echocardiography has
the advantage of movability and high resolution in addition to the ability of providing
comprehensive information about the cardiac function. Because of these advantages, it has been
widely utilized for the evaluation of patients-with aortic dissection. We performed preoperative
transesophageal echocardiography in addition to computed tomography in 3 cases of actite type
A aortic dissection and report these cases with the review of articles.

KEY WORDS : Aortic dissection - Transesophageal echocardiography - Computed tomography.
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Fig. 1. (Case 1) The bang-down view of transesophageal echocardiography shows freely mobile intimal flap and intimal tear
dividing the ascending aorta into true lumen(TL) and false lumen(FL)(A) with the intact aortic valve cusps. The in-
timal flap(IF) is prolapsing into left ventricular outflow tract{(LVOT) during diastole(B) accompanied by severe aortic
regurgitation(C). The descending thoracic aorta(DSC.AQ) is also involved by dissection showing small central tri-
angular true lumen which is surrounded by bigger false lumen(FLYD). *LA(left atrium).
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Fig. 2. (Case 2) The transesophageal echocardiography showes intimal flap which is dividing the ascending aorta into prox-
imal true lumen(TL) and big false lumen(FL) extending proximally to right coronary sinus side, but intimal tear site
was not identified at the ascending aorta. The aortic valve cusps were intact without aortic regurgitation(A). At distal
aortic arch near left subclavian artery, intimal tear site (arrow) was identified with the central true lumen(TL) and out-
er false lumen(FL)(B). Follow-up transesophageal echocardiography showes aortic valve vegetation and poor coap-
tation of valve cusps(C) which was accompanied by severe aortic regurgitation(D). *AO : aorta, LA : left atrium.
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Fig. 3. (Case 3) The long axis view of ascending aorta(ASC.AO

) showes well preserved true lumen with intramural hema-

toma(**) which is separating intima(double arrow) from media and adventitia(A). The extravasated and loculated
hematoma(H) is visualized at the proximal portion of the anterior wall of ascending aorta. The short axis view of des-
cending thoracic aorta(DSC.AQO) showes well preserved central round true lumen and intramural hematoma(**)
which is separating intima(arrow) from media and adventitia, *LA : left atrium,
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