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Summary

A case of aortic dissection associated with aortic regurgitation which was induced by diastolic
prolapse of an intimal flap into the left ventricular outflow tract was reported. This 57-year-old man,
referred for evaluation of sudden onset of chest oppression and a heart murmur, was hypertensive for
several years. His admission blood pressure was 184/44 mmHg, and a systolic ejection murmur and a
diastolic decrescendo murmur were audible along the left sternal border. Two-dimensional echocardio-
graphy revealed an intimal flap in the markedly enlarged aortic root. The intimal flap moved posteriorly
in systole and anteriorly in diastole, and prolapsed into the left ventricular outflow tract during diastole.
Associated with the movement of the intimal flap, an aortic cusp was shifted from its original position
to the left ventricular outflow tract in diastole. Aortography disclosed type 1 aortic dissection and severe
aortic regurgitation. After medical treatment for four months, the patient underwent a Bentall surgical
procedure and recovered.

Impaired coaptation of the aortic valve induced by diastolic prolapse of the intimal flap into the
left ventricular outflow tract is a newly encountered echocardiographic finding in proximal aortic dis-
section.
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Diastolic prolapse of an intimal flap

7.
Mot X MEE (Fig. 1) iz 62%
T, EE4BOEHLKBIRD K% B,
BB D 5 > MIZZD 2 ds o 7=,

DEX (Fig. 2) 3 EEEA 2 L, Vs Vgizpa
U gk xBoi-.

4 RN E Eic BT 505K (Fig. 3) ¢k
IEHIBR MM, B X0 BV B R ILE
TR & 38 7.

WL~ 2 — X (Fig. 4) < L7 KBIIRIZARET
LY 48mm LILKL, WHEHICHKY, FEESIC
HIJ7 2B < intimal flap % 38 7-. ARSI ILIER
IZEBICHER U, [FFgiC intimal flap i3 KBHIR A
BER & B % A2 S F B I U, IORERIC i inti-
mal flap OHFIH LB L T Wiz FrRw ERAlICE
HT28& 2R L. ETABIRYAD EE~ D
M £—-Fhza—Rozx% v (Fig. 5) <3,
DA —E L TEH< intimal flap %58, k)
IR Fp 2R T URHERAIC © 2 intimal flap D EfFH Iz 3R
ehic. 7, LEFRER LOMIBRICIEEY
fluttering echo # 38w 7-. EREENRE
61 mm, INHERMIAZNRIT 2mm T, £RH
REMRERIT 31% Thorz.

REIARES (Fig. 6) iz DeBakey I oAz,
B LU Sellers IV B o KBRS EAGIR S5 23
WEhiz. Entry 3 KEIRAL Y 2em o 47
KREIARICERD 5, re-entry (IEEFRBINRE X O
ERBEBIRICED bl

AEEGIHK 4 0 B O NEHIER%, Bentall F
o TR LB, FioRA (Fig. 7) <,
FRHE T RBIIRIREE 0 12 1F 2 IR, i EREE)
IR fRBE A58 <, I D FEH B bhiz.
UEDBRMS, LD a—RERGES Rz
WERLEZ BNz,

— 896 —



Fig. 1. Chest radiograph.
Moderate cardiac enlargement and aortic dilatation
are noted.
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Fig. 2. Electrocardiogram.
Left ventricular hypertrophy with negative U waves
in V; and Vj is noted.
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Fig. 3. Phonocardiogram.

A systolic ejection murmur and a high-frequency diastolic decrescendo murmur are recorded para-

sternally in the fourth left intercostal space (4LSB).

L, M, H=low, medium, and high frequency phonocardiograms.

Paper speed=100 mm/sec.
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Fig. 4. Two-dimensional echocardiograms and the schemata.

An intimal flap echo in the markedly enlarged aortic root is shown. The intimal flap moves posteriorly
in systole (upper and lower panels) and anteriorly in diastole (middle panel). During diastole, the
intimal flap prolapses into the left ventricular outflow tract (a thick arrow in the middle panel) and
shifts an aortic cusp to the left ventricle from the original position.

Ao=ascending aorta (true lumen); AV =aortic valve cusp; LV =left ventricle; IVS =interventricular
septum; LVPW =left ventricular posterior wall; IF=intimal flap; RV =right ventricle; RA=right
atrium; RVOT =right ventricular outflow tract.
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Fig. 5. M-mode echocardiogram.

A linear intimal flap echo in the dilated ascending aorta is shown. The intimal flap moves posteriorly
in systole and anteriorly in diastole. Only in systole, an aortic cusp is recorded anterior to the intimal
flap (thick arrows). Fluttering echo of the interventricular septum is also shown (thin arrows).

AAoW =anterior aortic wall; PAoW =posterior aortic wall; Ao=ascending aorta (true lumen);
FL=false lumen; IF=intimal flap; AV =aortic valve cusp; LA=left atrium; MV =mitral valve;
LV =left ventricle; IVS =interventricular septum; LVPW =left ventricular posterior wall.

Fig. 6. Aortogram.
Type 1 aortic dissection and severe aortic regurgita-
tion are noted.
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Fig. 7. Operative finding of the ascending aorta.

The intimal flap is indicated by black arrows and a dissection space by broad arrowhead (lower left).
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