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Summary

To assess the diagnostic performance of two-dimensional echocardiography in the diagnosis of
dissecting aneurysm, 12 patients (7 women and 5 men with a mean age of 51 years) with clinically
suspected dissecting aneurysm were investigated. The diagnosis was confirmed by angiography or
operation or autopsy in all patients. Eight had a dissecting aneurysm and the remaining 4 had a saccular
aneurysm. The intimal flap echo was observed in 7 of the 8 patients with dissecting aneurysm. The
intimal flap motion in these patients showed a fluctuating motion. The site or spread of this echo cor-
responded well with the anatomical lesion. On the other hand, an intra-aortic abnormal linear echo
was observed in three of the 4 patients with saccular aneurysm. However, this linear echo showed
little motion.

The sensitivity, specificity and predictive value of the intimal flap echo in association with its
fluctuating motion in the diagnosis of dissecting aneurysm were all 1009, although the efficiency
remained at 699%,.

It was concluded that the real-time two-dimensional echogram is useful in the diagnosis of acute

dissecting aneurysm.
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Table 1. Two-dimensional echographic findings of 12 patients

Two-dimensional echo findings

Case Age Sex ng:uffsgle
Ascend Descend Abdom Fluctuation

1 39 F I + + ** yes
2 57 M 1 + ** + yes
3 62 F I + *x + yes
4 42 M I + ok + yes
s 51 M I * % * % * %k —
6 69 F 1I + ok - yes
7 31 M II1 - + + yes
8 40 F 111 +* + + yes (no*)
9 70 F saccular + *x ** no

10 52 F saccular — + — no

11 46 F saccular - + — no

12 56 M saccular — ** — —

Ascend =ascending aorta; Descend=descending thoracic aorta; Abdom=abdominal aorta; I, II, ITII=surgical
classification (type I, II and III) of dissecting aneurysm by DeBakey; + : presence of an intimal flap echo; —
absent intimal flap echo; **: obscure intimal flap echo; *: complicated saccular ascending aortic aneurysm.
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AHE AR KBIIR= = — 1375 5 72 > - 7z (Table 1).

i e Fig. 1 i3 Case 4 75 155 7z KRBIRISHIC
R TR, e KBRS ORI BT S B BRI (ER), X ovEE () I’Jﬁ
LiEbh s KENRA R Rk — = — (intimal JERTd 5. KERAICOEBICRRE L TR E
flap = =—) IAGE S fh 7 liciBw bhiz. L WwHEV T 5 (fluctuation) intimal flap = =2 —
2L 1 (Case 5) icnwTix, Moo HRE: (5RED) D358 B ATz,

Fig. 1. Two-dimensional echograms of the ascending aorta in a patient with dissecting
aneurysm (DeBakey type I, Case 4).

Both the long axis (left) and short axis (right) views show an abnormal intra-aortic linear echo
indicating an intimal flap (indicated by an arrow).

Ao=aorta; LV =left ventricle.

Fig. 2. Two-dimensional echograms of the aortic arch in a patient with dissecting aneu-

rysm (DeBakey type I, Case 1).
The long-axis (left) and short-axis (right) views show a intimal flap echo (arrow) in the aortic arch.
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Fig. 3. Two-dimensional echograms of the aortic arch in a patient with dissecting aneu-

rysm (DeBakey type I, Case 2).

An intimal flap echo (arrow) with slightly increased intensity is observed in the aortic arch.
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Fig. 4. Two-dimensional echogram of the thoracic aorta in a patient with dissecting

aneurysm (DeBakey type III, Case 7).
The short axis view of the ascending aorta and the thoracic aorta demonstrates the dilatation of
the aorta and the presence of an intimal flap echo (arrow) in the thoracic aorta.

Ao=aortic root; LA=left atrium.
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Fig. 5. Two-dimensional echograms (diastolic frame in the left and systolic frame in the right)
of the thoracic aorta in a patient with dissecting aneurysm (DeBakey type III, Case 8).

The short axis views of the thoracic aorta show an intimal flap echo (arrow) which demonstrates
fluctuating motion. The anterior ‘“V” shaped narrow lumen is confirmed to be the true lumen by
y

contrast method at the time of angiography.
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Fig. 6. Two-dimensional echogram of the abdominal aorta in a patient with dissecting
aneurysm (DeBakey type III, Case 7).

The long axis view of the abdominal aorta shows an intimal flap echo (arrow). The right side of
this figure indicates the cranial direction of the patient.

Ao=abdominal aorta.
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Fig. 7. Two-dimensional echograms (diastolic frame in the left and systolic frame in the right)
of the abdominal aorta in the same patient as in Fig. 6.

The short axis views of the abdominal aorta show an intimal flap (arrow) which fluctuates in the
lumen. The true lumen, which is confirmed to be the posterior lumen of these figures at the time of
autopsy, is obstructed in systole.
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Fig. 8. Two-dimensional echograms of the abdominal aorta in a patient with dissecting

aneurysm (DeBakey type 1, Case 4).

The short axis views of the abdominal aorta show an intimal flap (arrow). However, the intimal

flap echo is markedly thickened.

Fig. 9. Contrast two-dimensional echogram of the abdominal aorta at the time of cardiac
catheterization in the same patient as in Fig. 5.

The catheter tip is situated in the proximal portion of the intimal tear. The contrast echo appears
first in the left sided lumen of the patient. This indicates that the left sided lumen is the true lumen.

The intimal flap is indicated by an arrow.
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Fig. 10. Two-dimensional echogram in a patient with saccular aneurysm.
An abnormal linear echo (a false intimal flap echo) is noted in the ascending aorta (arrow). This

linear echo shows no fluctuating motion.

PA=right pulmonary artery; Ao=aortic arch.
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Table 2. Diagnostic performance of the intimal flap echo

Sensitivity =

true positive

13

true positive + false negative

= ——X100

13+0

= 100(%)

Specificity =

true negative

— — X 10
false positive + true negative

=—8—><100

4+8
= 67(%)

Predictive value =

true iti
ue positive 100

13

T " X
true positive + false positive

= ———X100

13+4
= 76(%)

true positive 4 true negative

X100

Efficiency =

1348

total sample

= ———x100

36
= 58(%)
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Table 3. Diagnostic performance of the intimal flap echo and its

fluctuation

Sensitivity =

true

positive

13
1340

= 100(%)

Specificity =

——X%100

true

true positive + false negative
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= 100(%)
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true positive + false positive
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Efficiency =

true positive 4 true negative

%100

13412
36

= 69(%)

total sample

x 100
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i 8 i AEREE RBIIRIE 2, &Y 0 4 FliCI3FE
RRERGE & Booic. BEEHEKRBIIRE 8 i 7
iz intimal flap ==—% Fwiz. Zhd o
intimal flap = —RF.OHACFEFALZOLE X %

fEoTniz., k7Zh b DFTRDOED b -EAL
EEBORED L3 E < —FHL Tk,
%, intimal flap = = —¥ElOFTR A FRKB
R4 Flp 3FIcEsonER, chbpza—
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