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Stroke after Intraaortic Balloon Counterpulsation Associated
with Mobile Atheroma in Thoracic Aorta Diagnosed Using
Transesophageal Echocardiography
Angie CY Ho, MD; Chian-Lang Hong, MD; Min-Wen Yang, MD; Pao-Ping Lu, MD;
Pyng-Jing Lin1, MD
We describe a patient who developed embolic stroke after coronary artery bypass grafting (CABG) associated with intraaortic balloon pump (IABP) insertion. Intraoperative
transesophageal echocardiography (TEE) revealed marked irregular mass and disruption of
the intimal surface of the thoracic aorta with overlying shaggy echogenic material on the
intimal surface of the descending thoracic aortic lumen. This case of stroke after IABP
insertion suggested that the balloon inflation fragmented some mobile components on the
inner surface of the aorta, and this floating debris entered the systemic circulation. TEE
might be able to predict the risk of stroke in such a patient. (Chang Gung Med J 2002;
25:612-6)
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T

he use of intraaortic balloon pump (IABP) has
been well established and has been an effective
treatment in perioperative support of surgical
patients with severe left ventricular dysfunction.
More recently, it works as a circulatory support during the high-risk coronary angioplasty procedures.(1-3)
It has been estimated that 2-12% of cardiac surgery
patients require IABP support during perioperative
period, and most of these devices are placed during
surgery.(4) Balloon related vascular complications are
frequent, (5-8) and most complications are consequences of the insertion of the device; however,
occasionally they are the result of its presence.(9) We
report a patient who presented with neurological
deficits suggestive of a stroke, with an intramural
aortic atherosclerotic debris revealed on transesophageal echocardiography in the thoracic aorta
secondary to the presence of an intraaortic balloon
assist device.

CASE REPORT
A 67-year-old male patient was admitted for
elective coronary artery bypass grafting for unstable
angina with angiographic evidence of severe coronary artery disease. His medical history included
repeated hospital admissions for congestive heart
failure with a diagnosis of ischemic cardiomyopathy.
Coronary artery catheterization revealed stenosis in
all three coronary vessels, left ventricular ejection
fraction (EF) of 30% with apical akinesis, and mild
mitral regurgitation. Anesthesia was induced with
7.5 mg midazolam, 250 µg fentanyl, and sevoflurane. Intubation was facilitated by neuromuscular
block with 15 mg pancuronium. A 5 MHz multiplane transesophageal echocardiographic (TEE)
probe was inserted. Intraoperative TEE before cardiopulmonary bypass (CPB) showed a marked irregular mass and disruption of the intimal surface of the
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Fig. 1 Transesophageal horizontal plane of descending thoracic aorta 3 cm below left subclavian artery showing marked
irregularities of the intimal surface of the thoracic aorta with
overlying shaggy echogenic material (arrow) from the intimal
surface into the aortic lumen.

thoracic aorta with overlying shaggy echogenic
material on the intimal surface into the aortic lumen
(Fig. 1), with an EF of 35% and moderate mitral
regurgitation. Nitroglycerin and dobutamine were
administrated prior to cardiopulmonary bypass.
After grafts of the three coronary arteries, two
attempts to separate the patient from bypass did not
succeed, despite maximum inotropic support. TEE
then showed severe global hypokinesia of the left
ventricle with an EF of 15%. An IABP was placed
via the right femoral artery using the Seldinger’s
technique. Balloon inflation was set at the dicrotic
notch, and deflation began at midisovolumetric systole. TEE was used to confirm the presence of the
guide wire in the thoracic aorta and to guide the position of the balloon catheter tip just distal to the left
subclavian artery. The balloon was visualized in the
proximal segment of the descending thoracic aorta.
Visualization of the balloon in the distal transverse
aorta prompted withdrawal of the device to past the
point of origin of the left subclavian artery. Near
total occlusivity of the aortic diameter by the
intraaortic balloon was seen during diastolic inflation, but in the area of balloon inflation, some mobile
components were seen hanging from the luminal surface of the aorta, which were not present on imaging
before balloon placement (Fig. 2). The patient was
then weaned from CPB with inotropic and IABP
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Fig. 2 Transesophageal transverse image of descending thoracic aorta demonstrates disrupted mobile debris (arrow) seen
hanging from aortic luminal surface in the area of balloon
inflation.

support. On the first post-operative day, left hemiplegia with dysphasia was noted. Computerized
tomography (CT) of the brain showed a new infarct
in the right fronto-parietal region. The postoperative
stroke was attributed to mobile artherosclerotic
debris from the aortic atheroma plaque, triggered by
IABP device. No further procedure was performed,
and the patient recovered his motor functions after
rehabilitation sessions.

DISCUSSION
IABP has been used for a variety of disorders
including myocardial infarction. Its complications
are namely cardiogenic shock, intractable arrhythmias related to ischemia, unstable angina refractory
to medical therapy, acute coronary insufficiency,
severe left main coronary artery stenosis, myocardial
failure in the face of sepsis, low cardiac output syndrome following open heart surgery, and prophylactically in high risk patients undergoing cardiac surgery
or angioplasty.(10-12) It has proved to be very useful in
stabilizing and supporting a failing heart. Its use,
however, may lead to major complications, especially in patients with preexisting peripheral vascular
disease. There have been several reports(13,14) on the
utility of TEE in predicting strokes in older patients
undergoing cardiac surgery. The incidence of stroke

Chang Gung Med J Vol. 25 No. 9
September 2002

614

Angie CY Ho, et al
Stroke after IABP diagnosed using TEE

or peripheral emboli after IABP is reportedly low,
but certain groups of patients including those aged
>65 years and those with history of strokes are at
particularly high risk for IABP related embolism.(15)
Patients with atherosclerotic debris in the
descending aorta and arch detected using TEE are at
particularly high risk of stroke during cardiac
surgery, whereas patients with a lesser degree of atherosclerosis are at lower risks. Similarly, TEE imaging of the aorta may help identify patients at high
risk of embolization from an invasive aortic procedure such as cardiac catheterization or IABP placement. Invasive aortic procedures, such as catheterization or IABP placement may dislodge or rupture
an atheroma and result in stroke, transient ischemic
attack, or peripheral embolization. TEE is a sensitive technique for evaluating such atheroma plaques.
Disrupted atherosclerotic plaques along the aortic
luminal surface in the area of balloon inflation that
are seen as freely mobile echo densities, may cause
peripheral embolization and stroke during counterpulsation.
Several investigators have found a correlation
between age, coronary artery disease, peripheral vascular disease, cigarette smoking, hypercholesterolemia, and atherosclerotic debris in the thoracic
aorta.(16-18) Severe atherosclerosis of the descending
aorta was directly related to atheroembolic events
and most strongly associated with peripheral vascular disease and advanced age. In our patient with
layered atheroma in the descending thoracic aorta,
we noted a mobile component that developed during
IABP. It is possible that trauma to the atherosclerotic
plaque created plaque rupture with debris formation
that was responsible for the appearance of a new
mobile component. Since patients with mobile aortic
debris are at high risk for embolization during IABP,
it is important to identify these patients in order to
reduce the risk of the invasive procedure.
TEE imaging of the aorta can be used to assess
the risk of embolism from an invasive aortic procedure. When an invasive aortic procedure is planned
in a patient with echocardiographically detected atherosclerotic aortic debris, especially mobile aortic
debris, prior knowledge of the existing aortic atheromas might avert IABP placement. It is important to
note that the patients who had strokes that following
IABP had good prognoses.
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