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Summary

The usefulness of cross-sectional echocardiography to record the lesions of the proximal descend-
ing aorta, the suprasternal approach was attempted in 4 patients with dissecting aortic aneurysm. Ac-
cording to the DeBakey’s classification, one was type I and 3 were type III. Seven normal subjects
and 4 patients with the calcified aorta were also examined as the controls.

The results were as follows:

1) In normal subjects, the aortic arch and proximal descending aorta appeared as an arcuate
echo-free space curving across the plane of the scan.

2) In patients with the calcified aorta, the aortic arch and proximal descending aorta appeared
as normal subjects. But the margin of the echo-free space was surrounded with marked intensive
linear echoes.

3) In the cases with dissecting aortic aneurysm, the proximal descending aorta was recorded as
the multiple linear or coalescent and slightly intensive echoes. The echo-free space of the proximal
descending aorta was unclear.

4) The echogram in one patient with the calcified aorta resembled to that of dissecting aortic
aneurysm, but it was distinguished from each other by the sensitivity graded tomography.

Thus, the cross-sectional echocardiography from the suprasternal notch may offer a useful non-
invasive method to visualize the proximal descending aorta of dissecting aortic aneurysm.
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Table 1. Materials
Age Confirmation Cases
(year-old) Male Female
Normal 22—43 (30) — 4 3
Aortic calcification 28—70 (52) Chest X-P 1 3
Aortic dissection 37—66 (49) Aortography type I 1 0
type III 3 0

Fig. 1. Diagrams illustrating the position of the cross-sectional probe in the suprasternal
notch and orientation utilized to record the aortic arch and proximal descending aorta.

The beam angle is from inferiorly and posteriorly to inferiorly and slightly rightward. The plane
of the scan is approximately 45° to both the sagittal and coronal planes of the body.
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Fig. 2. Cross-sectional echocardiograms of normal subjects.

In upper lefthand portion of the scan, the distal portion of the aortic arch is visualized in each case.
The origin of the left carotid artery is seen as indicated in the diagram of Case 1. Distal to the
left carotid artery, the vessel arc initially runs from left to right, then goes back across the plane of
scan leftward and continues to the proximal descending aorta. The diameter of the aortic lumen is
almost constant throughout the plane of the scan.
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Fig. 3. Cross-sectional echocardiograms of the calcified aorta and the diagram of Case 8.
In each case, an echo-free space is visualized as normal, but the margin is surrounded by very

intensive linear echoes.
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Fig. 4. Cross-sectional echocardiograms of dissecting aortic aneurysm and the diagram
of Case 12.

In each case, the multiple linear or coalescent and intensive echoes (pointed by arrows) are recorded
in the proximal descending aorta and the echo-free space of this portion is unclear.
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Fig. 5. Chest X-ray of the dissecting aortic aneurysm of type III (Case 12).
There is no widening of the upper mediastinum.
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Fxg 6. Aortograms of the dissecting aortic aneurysm of type III (Case 12).
True aortic lumen is narrowed by the pseudo-lumen of the dissection (pointed by arrows).
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Fig. 7. Sensitivity graded tomogram pairs of the calcified patient (Case 11).
This tomograms are taken by changing the gain at every 4 dB. The abnormal echoes in the
calcified aorta are more intensive 8 to 12 dB than the surrounding echoes.
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Fig. 8. Sensitivity graded tomogram pairs of the dissecting aortic aneurysm (Case 12).
The abnormal echoes are more intensive 0 to 4 dB than the surrounding echoes.
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