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Summary

Transesophageal Doppler echocardiography (TEDE) was performed in three patients with proven
or suspected DeBakey type I and type III aortic dissection.

Case 1: A 66-year-old woman, with DeBakey type I aortic dissection. Clear images of a
widened dissected aorta and an intimal flap were obtained in both the ascending and descending aorta,
including the aortic arch. The site of an entry into the false lumen was identified by the defect of the
intimal flap and the pulsatile entry flow through it. The reentry into the true lumen was also iden-
tified near the orifice of the celiac trunk. In this case, the observation was performed using this
technique during the operation; i.e., replacement of the ascending aorta with an artificial graft.

Case 2: A 77-year-old man, DeBakey type III aortic dissection. The study was performed after
surgery which consisted of replacement of the descending aorta with an artificial graft. TEDE pro-
vided clear images of the artificial graft, the aorta, and their boundaries. The remaining intimal flap was
clearly confirmed.

Case 3: An 80-year-old man, DeBakey type III aortic dissection. In this case, though abdominal
echography suggested-aortic dissection, angiography and X-ray CT failed to facilitate the diagnosis.
Only TEDE confirmed the diagnosis. The abnormal flow via the entry directing toward the false
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lumen was clearly demonstrated on the color Doppler images.
We therefore conclude that TEDE is a useful and reliable means of diagnosing dissecting aortic

aneurysm.
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Fig. 1. Aortograms of dissecting aortic aneurysm
(DAA), DeBakey type I (Case 1).

The entry is located in the ascending aorta immedi-
ately above the sinus of Valsalva. The dissection is
extending into the origin of the celiac artery. Arrows
indicate an opacified false lumen.
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Fig. 2. Echocardiograms of an entry in the ascending aorta obtained by transesophageal
two-dimensional echocardiography (Case 1).

The intimal flap (small arrows) at the site of the entry opens in systole, and closes in diastole. Large

arrow indicates the entry.

iwascending aorta '

Fig. 3. Color Doppler images of the same position in the ascendng aorta as in Fig. 2 (left
panel) and at the reentry site near the orifice of the celiac trunk (right panel).

Red signals (arrow) passing through the defect of the intimal flap represent the flow from the true
lumen into the false lumen in systole (left). Blue signals (arrow) passing through the defect of the
intimal flap represent the returning flow from the false lumen into the true lumen (right).
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Fig. 4 Composite views of the thoracic aorta (Case 1).
The picture was reconstructed from serial images of the ascending portion, the arch, and the
descending portion of the aorta. T=true lumen ; F=false lumen.
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Fig. 5. Surgical findings.

An intimal flap observed during operation (left) and its schematic presentation (right).

| POSt ‘3’7

celiac t.
celiac t.

-

de:,(_cn(iinlv; aorta ! ‘ . ; = SR T 5D '
Fig. 6. Echocardiograms of the descending thoracic aorta before (pre op) and after
surgery (Case 1).

The diameter of the false lumen
intimal flap.

(post op)

is reduced after artificial vessel replacement. Arrows indicate the
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Fig. 7. Angiogram of the abdominal aorta in
Case 2.

Dilatation of the aorta is confirmed, but the intimal
flap can not be detected.
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Fig. 8. Cross-sectional scans of a dissected descending thoracic aorta using TEDE (Case 2).
An intimal flap is detected by serial scanning of the thoracic descending aorta.
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Fig. 9. Color Doppler images at the entry in the descending thoracic aorta obtained by TEDE

(Case 2).
Mosaic pattern signals (arrow) observed at the level 36 cm from the teeth line represent turbulent

blood flow into the false lumen via the entry.

graft wall S8

Fig. 10. Echocardiograms obtained using TEDE at the site of anastomosis (indicated by a
line) of the artificial descending thoracic aorta with original vessels after surgery (Case 3) (left),
and a residual intimal flap (arrows) and a false lumen detected after artificial vessel replace-

ment (right).
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Fig. 11. Blood flow in the descending thoracic aorta after surgery.
The flow is detected at an entry after artificial vessel replacement. The flow of the true lumen is
pulsatile, and that in the false lumen is biphasic (Case 3).
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