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Echocardiography and Abdominal 
Aorta

To the Editor,

Abdominal aortic aneurysm (AAA) affects 1.5%-
2% of the general adult population and 6%-7% of 
those over 60 years, and its incidence is increasing1 
due to ageing and atherosclerosis (associated 
with 75% of cases); up to 91% of AAAs affect the 
infrarenal aorta. Its risk factors include being aged 
over 60 years, male gender, smoking, hypertension, 
family history of AAA and atherosclerosis 
(coronary, peripheral or cerebrovascular).2 There is 
also a genetic predisposition, affecting up to 30% of 
first-degree relatives.

Although 75% of AAAs are asymptomatic 
and are found by chance on an imaging test, its 
complications can be fatal, especially its rupture, 
which has a 60% pre-hospital mortality and 50% 
for those who undergo emergency surgery (total 
mortality, 85%).1-3

Therefore, early diagnosis of AAA has important 
therapeutic prognostic implications for allowing 
elective reconstructive surgery or planning its control, 
thus reducing its morbidity and mortality. Although 
abdominal ultrasound is the technique of choice 

for diagnosis, monitoring and screening for AAA1-3 
over various studies in different populations at risk 
has found that during conventional transthoracic 
echocardiography (TTE) all the abdominal aorta 
can be studied2,3: the suprarenal by subcostal 
access and infrarenal with bifurcation by placing 
the transducer at the left paraumbilical level (with 
the patient supine) or right paraumbilical (with the 
patient semisupine on left side, with less interference 
from intestinal gas). The abdominal aorta is shown 
in more than 95% of cases, and it is estimated that 
AAA is detected in up to 3%-5.7% of the TTEs 
performed for any reason.1,2

This study, which requires no additional equipment 
and increases total exploratory time by less than 5 
min.1-3

For example, we describe the case of 2 patients 
admitted for acute myocardial infarction:

– A 72-year-old woman with cardiovascular risk 
factors and ischaemic heart disease. After studying 
the abdominal aorta during TTE (for sub-costal and 
paraumbilical access), a large aneurysm was seen 
of the entire abdominal aorta, 6.5×5.5 cm, calcified 
with severe circumferential mural thrombosis and 
effective diameter <2.6 cm in diameter (Figure 1). A 
CT scan confirmed the findings.

– A male patient, 68 years old, smoker, 
dyslipidemic with severe ischaemic heart disease. 
After performing the final aortic study during the 
TTE (subcostal access and paraumbilical), an AAA 
infrarenal of 5.8×5.1 cm was seen with severe and 
calcified eccentric mural thrombosis and a fresh, 
mobile thrombus attached that left an effective 
aortic diameter of <2.7 cm (Figure 2).

Several studies have shown that screening for 
AAA in the general population is not cost-effective. 
Therefore, it has been advised to study only those 
patient groups where the incidence of AAA is 
greater. In short, we can define 2 populations for 
screening1,2: a) males over 50 and women over 65 
years and b) those with risk factors associated with 
AAA.

In recent recommendations on TTE, The 
European Association of Echocardiography cited 
previous documents in which the aorta is scarcely 
evaluated and the focus is only on subcostal access.4 
No explicit recommendation was made, despite 
the ease, low cost, speed, and paraumbilical access 
during ETE, as well as the usefulness of studying 
the entire abdominal aorta, as shown by the clinical 
cases. AAA screening is proposed in patients who 
are being studied by TTE for any reason, and 
who belong to one of the two populations at risk. 
This aortic study should be performed by the 2 
ultrasonography entries described.
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Figure 1. A: echocardiography, aneurysm 
of the infrarenal abdominal aorta, calcified 
and thrombosed (arrow). B: CT scan 
with contrast, cross-section. C: coronal 
sections. D: sagittal sections.

Figure. 2. Aneurysm of the infrarenal 
abdominal aorta, calcified and 
thrombosed.
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The study of the abdominal aorta permits us a 
more comprehensive assessment of cardiovascular 
disease in our patients, allowing us to gain diagnostic 
autonomy and learn more about aortic and 
atherosclerotic disease. Evaluation of AAA can be 
completed with other radiological techniques such 
as abdominal ultrasound.

Delicia I. Gentille-Lorente
Servicio de Cardiología, Hospital de Tortosa Verge de la Cinta, IISPV, 

Tortosa, Tarragona, Spain
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Left Subclavian Artery Approach 
to CoreValve Aortic Prosthesis 
Implantation

To the Editor, 

Percutaneous aortic valve replacement may be an 
alternative in the treatment of severe symptomatic 
aortic valve stenosis (AS) with a high surgical risk. 

In most cases a femoral approach is used, but 
in spite of the reduction in the diameter of the 
release devices, this approach is contraindicated 
in the presence of peripheral femoro-illiac arterial 
disease. Transapical deployment of the Edwards-
Sapiens prosthesis involves a left thoracotomy and 
is associated with greater mortality than the femoral 
approach, although it is generally used in patients 
with a higher EuroSCORE.1 

We present 2 cases in which the left subclavian artery 
(LSA) was used for vascular access for the implant of 
a CoreValve (Breda, Holland) aortic prosthesis, after 
discarding the possibility of a femoral approach. 

Case 1. The patient was a 68-year-old man with 
chronic obstructive pulmonary disease and a stroke 
with residual hemiparesis. He was diagnosed with 
AS (area, 0.45 cm²/m²) and severe pulmonary 
hypertension, and was in NYHA functional class IV. 

Cardiac catheterization showed a porcelain thoracic 
aorta, and femoro-iliac disease with severe stenosis 
at various levels. After evaluating the surgical risk 
(logistic EuroSCORE of 30.5%), the LSA was used 
because it had a favorable anatomy and diameter. 
The implant was carried out under local anesthesia 
and superficial sedation. The cardiac surgeon 
performed an infraclavicular incision, exposing 
the LSA. After making the arteriotomy, a 7 Fr 
flexometallic introducer was advanced and, after 
imaging the left ventricle, exchanged for an 18 Fr 
introducer with a high-support guidewire (Figure, A). 
After aortic valvuloplasty with a 22 mm balloon 
and cardiac overstimulation with a pacemaker, the 
release system of the 26 mm CoreValve prosthesis 
was advanced to the left ventricle. The implant was 
guided by angiography to verify the correct position, 
and an absence of a transvalve gradient and aortic 
regurgitation was determined. Finally, the surgeon 
sutured the LSA, and closed the planes. After 24 h 
in the post-surgery recovery unit the patient was 
transferred to the ward and discharged on the fourth 
day. After a follow-up of 3 months the patient, who 
was asymptomatic, died of sudden death. 

Case 2. A 50-year-old man had a history of 
anterior and inferior acute myocardial infarctions 
(AMI), with coronary surgery with mammary to 
left anterior descending and saphenous to marginal 
grafts in 1993. He had aortic valve disease, moderate 
stenosis and severe regurgitation, with ventricular 
dilation and moderate dysfunction, and was in 
NYHA functional class III. The surgical risk 
(EuroSCORE of 10.9%), a permeable mammary 
artery graft and severe femoro-iliac disease all 
indicated the implantation of a CoreValve prosthesis 
via the LSA. The procedure was carried out without 
aortic valvuloplasty, implanting a 29 mm CoreValve 
prosthesis, with the technique described above. 
After verifying the correct position and the absence 
of periprosthetic regurgitation (Figure, B), the 
patient presented anterior ST segment elevation and 
hemodynamic instability that necessitated intubation 
and mechanical ventilation, with inotropic support. 
After discarding other possible causes (spasm or 
ischemia from the introducer that was withdrawn), 
proximal iatrogenic dissection of the mammary 
artery was visualized (Figure, C), which was treated 
with the implant of overlapping drug-eluting stents 
(Figure, D). The course was favorable, with mild 
CK-MB mass elevation of 28 ng/mL. The patient 
was extubated after 24 h and discharged after 7 days. 
After a follow-up of 4 months the patient remained 
asymptomatic. 

The LSA is an attractive approach for the treatment 
of severe AS with the CoreValve prosthesis in patients 


