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Abstract

Introduction: Aortic dissection is a life threatening disease and is usually accompanied by a high rate of mortality and morbidity.
Here we present a case report in which intraoperative tranesophageal echocardiography was used for intraoperative assessments
of thoracic aortic dissection due to cocaine abuse.
Case Presentation: A 45- year- old male was admitted to a university hospital due to severe chest pain. He was suffering from se-
vere excruciating chest pain that had started after a psychological stress, leading to heavy cocaine abuse. He was admitted to the
emergency department of the hospital, and was then transferred to the cardiac care unit to control the chest pain. The patient un-
derwent emergent surgery. After induction of anesthesia, tranesophageal echocardiography probe was introduced gently and a full
exam was done. The surgeon decided to perform a classic Bentall procedure. Cardiopulmonary bypass was started. Everything was
acceptable, but bleeding was uncontrolled. The surgical team could not control the bleeding, and he passed away due to bleeding.
Conclusions: This case report stresses the use of IOTEE as a means for more accurate diagnosis of the lesion under general anesthe-
sia, especially when there is not time to do preoperative TEE, or when bedside echocardiography does not give us adequate data.
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1. Introduction

Aortic dissection is a life threatening disease and is usu-
ally accompanied by a high rate of mortality and morbidity
(1-5). Usually, most of these patients require acute medical
and surgical treatment (5-9). Cocaine induced vascular in-
juries and ischemia is among the complications of cocaine
abuse (10, 11). One of the rare complications of cocaine in-
halation is dissection of the thoracic aorta. Although it is
a rare complication, it is well recognized and may involve
both the thoracic and abdominal aorta (12, 13).

Different methods are used to diagnose this disease en-
tity. However, we could find only one citation in the Med-
line that had presented an atypical presentation of aor-
tic dissection due to cocaine abuse (type A of dissection),
which was diagnosed by transesophageal echocardiogra-
phy (6). Here, we present a case report in which intraoper-
ative tranesophageal echocardiography was used for intra-
operative assessments of thoracic aortic dissection due to
cocaine abuse.

2. Case Presentation

Consent for publication of this case was obtained from
the patient. A 45-year- old male was admitted to a univer-
sity hospital due to severe chest pain. He was suffering
from severe excruciating chest pain that had started after
a psychological stress, leading to heavy cocaine abuse. He
was admitted to the emergency department of the hospi-
tal, and was then transferred to the cardiac care unit to
control the chest pain. The primary therapeutic modali-
ties could not completely suppress the chest pain while the
patient underwent diagnostic evaluations including chest
X-ray, echocardiography, and computed tomography an-
giography. These assessments revealed a dilated aneurysm
involving the arch of aorta, the origin of the right common
carotid artery, and the aortic valve. The patient had a his-
tory of habitual opium and severe cocaine abuse. In addi-
tion, he was a heavy smoker, hypertensive and very obese
(120 Kg body weight and 179 cm height). The patient was
transferred to the cardiac operation room for a Bentall pro-
cedure. He was monitored with standard monitoring in-
cluding 5- lead electrocardiogram, pulse oximeter, and in-

Copyright © 2016, Iranian Society of Regional Anesthesia and Pain Medicine (ISRAPM). This is an open-access article distributed under the terms of the Creative Commons
Attribution-NonCommercial 4.0 International License (http://creativecommons.org/licenses/by-nc/4.0/) which permits copy and redistribute the material just in
noncommercial usages, provided the original work is properly cited.

http://anesthpain.com/
http://dx.doi.org/10.5812/aapm.35254


Dabbagh A et al.

vasive blood pressure monitoring. Then anesthesia was in-
duced using a combination of sufentanil, cisatracurium,
and etomidate. The patient was intubated and a central
venous catheter was inserted through the right internal
jugular vein. Moreover, 3 large bore intravenous catheters
(14 F) were prepared for him. The transesophageal echocar-
diography probe was introduced gently and a full exam
was done. The results of the exam revealed the following
results (Figures 1 - 5):

Figure 1. Midesophageal Long Axis (LAX) View of the Ascending Aorta With Color
Doppler Demonstrating Flow Through the Intimal Layer

Figure 2. Midesophageal Long Axis (LAX) View of the Ascending Aorta With Color
Doppler Demonstrating the Distances

• Dilated ascending aorta and the arch;
• A mobile flap undulating inside the proximal aorta

extending to the arch and producing a lumen;
• Severe aortic insufficiency;
• Left ventricular hypertrophy;
• Good function of the LV.

Figure 3. Midesophageal 5- Chamber View, Demonstrating the Left Ventricular Out-
flow Tract (LVOT), the Aortic Valve, and the Proximal Part of the Ascending Aorta With
Color Doppler Regurgitation Through the Aortic and Mitral Valves

Figure 4. Midesophageal 5- Chamber View Focusing on the Proximal Part of the
Ascending Aorta, Demonstrating the Ascending Aorta With Color Doppler Flow
through the Intimal Layer

After preparation and wide drape, the left femoral
artery and vein, and right axillary artery were exposed
and cannulated as routine. Then cardiopulmonary bypass
(CPB) was started using femoral artery and vein only. At
that point, sternotomy was done and pericardium was
opened; only some serosanguinous liquid was in the peri-
cardial cavity. Aorta was huge and from the outflow of
the left ventricle to just near the innominate artery was
taken off. Aorta appeared normal. Then the surgeon de-
cided to perform a classic Bentall procedure. The aorta was
clamped as distal as possible. Anterograde and then retro-
grade cold blood cardioplegia were used and repeated ev-
ery 20 minutes. The aorta was opened, the dissection flap
was exposed, and the aortic valve was resected. Afterwards,
the left and the right buttons were prepared using the stan-
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Figure 5. Upper Esophageal Short Axis View, Demonstrating the Aortic Arch With
Color Doppler and the Aortic Flap

dard method. Aorta, the aortic valve, and the left ventri-
cle outflow tract were assessed and found to be very frag-
ile and thin. A tube graft with a number 25 accompanying
valve and a number 28 tube, SJM, was inserted in place and
sutured in the aortic valve site, and its distal end was su-
tured to the aorta just beneath the clamp and a felt strip
(after suturing the intima to the wall of aorta with a thin
felt inside the aorta). De-airing and cross clamp opening
were done using routine manner. There was some bleed-
ing from the proximal suture line at the site of left coro-
nary leaflet, and the outflow of the left ventricular tract was
very fragile there.

Cardiopulmonary bypass was started to be turned off
and everything was acceptable, but bleeding continued.
Therefore, CPB was started again, and aorta cross clamp
over the tube was opened after infusion of the anterograde
cold blood cardioplegia. The site of bleeding was sutured
again and aorta was closed, de-airing and opening of the
cross clamp were done again.

However, the bleeding continued. Weaning from CPB
was done, protamine infusion was performed, and the site
of bleeding was packed. Additional actions (including cry-
oprecipitate, fresh frozen plasma, and platelet) were ad-
ministered, but no good results were achieved. The sur-
gical team could not control the bleeding and the patient
passed away due to bleeding.

3. Discussion

Such cases with acute dissection of the aorta are not
common, though not rare. However, not a considerable
number of these cases have been reported in the literature
(having a history of cocaine abuse, leading to acute signs
and symptoms leading to surgery) (1-5). On the other hand,

in the new era of intraoperative echocardiography (IOTEE),
the role of cardiac anesthesiologist in using perioperative
echo is of utmost importance; therefore, discussing the
comments of this patient is of importance and its presenta-
tion here is useful for other cardiac anesthesiologists. The
authors could not find many cases like this one with acute
aortic dissection mainly after cocaine abuse who had un-
derwent IOTEE (11). However, there was another case report
in which the aorta was not divided as an intimal flap and a
double lumen was not created at any level of the aorta (7).

This case report stresses the use of IOTEE as a means for
more accurate diagnosis of the lesion under general anes-
thesia, especially when there is not enough time for the
physicians to perform preoperative TEE and when due to
a number of problems like obesity, the bedside transtho-
racic echocardiography does not give us adequate data.
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