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Value of transesophageal echocardiography in assessment of left atrial appendage

shape in percutaneous left atrial appendage transcatheter occlusion

CUI Jingjing, SONG Hongning, TAN Tuantuan,ZHANG Lan,ZHOU Qing
Department of Ultrasound , Renmin Hospital of Wuhan University, Wuhan 430060, China

ABSTRACT Percutaneous left atrial appendage transcatheter occlusion(PLAATO ) has become a new field of interventional

cardiology as a new technology,while transesophageal echocardiography plays an important role in the screening patients and

choosing the appropriate occluder. The left atrial wall is thin and rich in blood vessels. So it is important to assess the morphological

characteristics of left atrial appendage to reduce the number of occluder release recovery, shorten the operative time, avoid tissue

damage effectively and reduce postoperative complications before PLAATO. This article aims to introduce the value of

transesophageal echocardiography in assessment of left atrial appendage shape in percutaneous left atrial appendage transcatheter

occlusion.
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Echocardiographic diagnosis of aortic arch disconnection: a case report
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