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Summary

Nine patients with ascending aortic aneurysm proved by angiography or autopsy and 8 patients with
aortic insufficiency (AI) without ascending aortic aneurysm proved by angiography were studied by
precordial pulse tracing, echocardiography and nuclear angiocardiography. Precordial pulsation at the
second right intercostal space was palpable in 1 patient with ascending aortic aneurysm and 3 patients
with Al The pulse tracing in ascending aortic aneurysm showed a slower rise compared with AI. Echo-
cardiographic finding in 7 patients with ascending aortic aneurysm without dissection showed that the
posterior aortic wall was continuous with the anterior mitral leaflet and was gradually displaced into the
left atrium. These findings were never seen in patients with AI. Nuclear angiocardiography with a gamma
camera and **@Tc-HSA was performed on 6 patients with ascending aortic aneurysm and 4 patients
with Al Fusiform dilation of ascending aorta was noted in 5 of 6 patients with ascending aortic aneurysm,
and a widening of low activity space between the superior vena cava and the pulmonary artery was noted
in all patients with ascending aortic aneurysm. These findings were never seen in patients with Al
Precordial pulse tracing, echocardiography and nuclear angiocardiography were helpful in the diagnosis
in patients with ascending aortic aneurysm.
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Table 1. Ascending aortic abnormality

50 M Hypertension, . Positive e -
Dissection

S9F Marfan's synd.  + e Positive .
Dissection

Case Agelyr) Nuclear Precordial
no. &Sex Cause Al Angiogram Anglocardiogram  Pulsation
1 24F Aortitis + Positive Positive -
2 23F Aortitis + Positive eee -
3 60F Arteriosclerosis  + Positive Positive -
4 24F Aortitis + Positive cee -
S 24F Aortitis - Positive Negative -
6 M Marfan’s synd. + Positive Positive +
7 38 M Unknown - Positive Positive -
8
9

Case 9 with dissecting aneurysm was confirmed
by autopsy.

+ =present, — =absent, F =female, M =male,
Al=aortic insufficiency.
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Figure 1. Simultaneous recording of carotid pulse (Car.) and second right intercostal pulse
tracing (2R Pul.) from Case 9 with ascending aortic aneurysm.
2R Pul. shows a slow raise and delayed peak compared with Car.
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Figure 2. Simultaneous recording of carotid pulse (Car.) and second right intercostal pulse
(2R Pul.) from a case with aortic insufficiency.

2R Pul. shows slow raising upstroke with tidal wave and delayed peak compared with Car.
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Nuclear angiocardiogram
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EATRBIAR DK ERTEIR 2580, FRREMEKBIIRAE
THLRBOFTREZ TR L. Lal, WEERL, &
B KBRE LB 141 Al FEofflciz b
TRBAROHSEIRFLIR 238 ® 7z & - 7z (Figure
7).
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Figure 3. Echocardiographic M-mode scan from Case 7 with ascending aortic aneurysm

without dissection.
As the ultrasonic beam scans from the anterior mitral valve to the aorta, the posterior aortic wall is

gradually displaced into the left atrium and is continuous with the anterior mitral leaflet.
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‘igure 4. Echocardlographxc M—mode scan from a case with aortic 1nsufﬁc1ency.
The posterior aortic wall is not displaced into the left atrium.

Figure 5. Echocardiographic M-mode scan from Case 8 with dissecting aneurysm.
At the ultrasonic beam scans from the anterior mitral leaflet to the aorta, the posterior aortic wall is abrupt-
ly displaced into the left atrium and is not continuous with the anterior mitral leaflet.
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Figure 6. Echocardiographic M-mode scan from a case with aortic insufficiency without

dissection.
A wide aortic root and a double echo posteriorly and anteriorly are shown. This finding is similar to aortic

root dissection.

(A) (B) (©)

Figure 7. Nuclear angiocardiogram in the anterior view.

A: from a case with aortic insufficiency. Ascending aorta is not dilated. B: from Case 3 with ascending
aortic aneurysm without dissection. C: from Case 9 with dissecting aneurysm. Both B and C show a fusiform
dilatation of ascending aorta. Ao=aorta, LV =left ventricle.
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Figure 8. Nuclear angiocardiogram in the anterior view.

A: from a case with aortic insufficiency. B: from Case 3 with ascending aortic aneurysm. There is a
widening of low activity space between the superior vena cava (SVC) and the pulmonary artery (PA) in B.
This finding is not seen in A. RA=right atrium, RV=right ventricle
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Figure 9. Angiocardiogram in the lateral view.
A from a case with aortic insufficiency. Aortic root and ascending aorta are dilated. B: from Case 1 with
ascending aortic aneurysm. Ascending aorta show a fusiform dilatation.
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