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Introduction: An aberrant right subclavian artery that arises from the distal aortic arch and traverses the midline 
between the spinal column and the esophagus (lusoria artery) can occasionally make it difficult to insert a 
transesophageal echocardiography (TEE) probe and also interfere with right arm pressure measurements1,2. We 
present a typical case and review our experience when using TEE as part of routine intraoperative monitoring in 
pediatric cardiac patients. 
 
Case Report: A 6-month-old, 6.5 kg, boy with a well-balanced tetralogy of Fallot anomaly was admitted for 
surgical correction. He had a SpO2 of about 90% and no history of cyanotic spells. After induction of anesthesia 
he was intubated with a 3.5 mm cuffed nasal endotracheal tube, and a central venous line and a right radial artery 
line were placed. There was moderate resistance when passing the TEE probe (Omniplane, tip 9 mm, shaft 6 mm) 
and once the probe was in place, it was noted that the right radial pressure tracing was intermittently severely 
damped. An additional arterial catheter was placed in the left femoral artery. The figure illustrates the effect of 
withdrawing the probe (A) and reinserting it (B). The TEE probe was left in place with its tip positioned in the 
stomach during the procedure. During cardiopulmonary bypass, the right radial artery tracing tended to give a 10 
mmHg lower mean arterial pressure than the femoral artery line. Postoperatively, both arterial catheters produced 
similar pressure recordings and there were no signs of right arm ischemia. 
 
Institutional Experience: We have continuously recorded complications of TEE examinations, including signs 
of vascular compression, in the cardiac operating room since 1990. In 1993, arterial pressure damping in the arm 
supplied by an aberrant artery was noted in three patients out of 348 undergoing TEE (0.9%), in 1999 the 
accumulated incidence was 10/1650 (0.6%)3 and in 2004 it was 18/2500 (0.7%, unpublished data). The data is 
base on information from patients in whom the right arm blood pressure was monitored invasively. Although the 
true incidence of subclavian artery compression is therefore almost certainly higher, we have not observed clinical 
signs of postoperative right arm ischemia or of obvious esophageal injuries related to the use of TEE in any 
patients. 
  
Discussion/Conclusion: Lusoria arteries are found in about 1% of the population and are probably more common 
in children with cardiac anomalies. It is therefore important to keep this possibility in mind if arterial 
“hypotension” occurs when inserting the TEE probe. If the existence of a Lusoria artery is known beforehand, the 
arterial line is better placed elsewhere. If compression of a lusoria artery occurs, it has been suggested that one 
should either avoid TEE or carefully monitor the perfusion of the affected arm to avoid ischemic injury2.  Our 
experience suggests that there are no long-term sequelae from intermittent arterial compression by the TEE probe.  
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Figure: Simultaneous arterial tracings obtained from the left femoral artery and right radial artery while 
manipulating the TEE probe (see text). 
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