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A B S T R A C T

Background: Both Transthoracic Echocardiography (TTE) and Transesophgeal 
Echocardiography (TEE) are effective investigation tools to detect cardioaortic sources 
of embolism in ischemic stroke. Nevertheless, there are still uncertainties about the cost-
effectiveness of these methods in non-selected patients with acute stroke.
Objectives: This study aimed to investigate the cost-effectiveness of TTE and TEE using 
a decision analytic model in non-selected patients with acute ischemic stroke with or 
without clinical and radiological signs of embolic pattern.
Patients and Methods: This cross-sectional cost-effectiveness study was performed in 
Nemazee hospital affiliated to Shiraz University of Medical Sciences from January 2014 
to April 2014. TTE and TEE were performed for all 65 consecutive patients with ischemic 
stroke (51.3% male, mean age of 69.7 ± 17.9 years). The required data were direct costs 
related to performance of TTE and TEE, which were obtained from the patients’ bills in 
their charts. A decision analytic model was implemented to assess the cost-effectiveness of 
these two methods, which demonstrated an Incremental Cost-Ef-fectiveness Ratio (ICER). 
Effectiveness was determined based on the number of disorders diagnosed using each of the 
two echoes confirmed by two cardiologists. All analyses were done using Tree Age Pro 2011.
Results: The results showed that TEE was more expensive than TTE in non-selected 
patients. Performing TEE increased the cost by 1494 USD and the effectiveness by 7%. As 
per ICER equation, for each increment unit in the effectiveness, performing TEE would 
increase the cost by 213.4 USD compared to TTE. TEE was cost-effective in comparison 
to TTE regardless of age factor considering the cutoff of Gross Domestic Product (GDP) 
by three for ICER. Moreover, TTE was cost-effective in 41-60- and 61-80-year-old age 
groups, while TEE was cost-effective in the 41-60-year-old age group. However, none of 
the techniques was cost-effective in patients above 81 years old.
Conclusions: The results of this study can help reduce the unnecessary use of 
echocardiography by considering the age group and their corresponding risk factors for 
developing ischemic stroke.
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1. Background
Cerebrovascular diseases are among the most common 

causes of mortality and morbidity particularly in developing 
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countries (1). Ischemic stroke is the most common cause of 
cerebrovascular diseases (2). At least one out of every four 
patients with ischemic stroke had a cardioembolic source 
in our previous series (3).

Both Transthoracic Echocardiography (TTE) and 
Transesophageal Echocardiography (TTE) are the most 
commonly used methods to investigate the cardioembolic 
causes of stroke. However, TEE has been mentioned to 
be better than TTE for finding some speculated causes of 
embolization, such as aortic arch Atheroma, Patent Foramen 
Ovale (PFO), Atrial Septal Aneurysm (ASA), and left atrial 
thrombus (4). Nevertheless, there are still uncertainties 
about the sensitivity, specificity, and cost-effectiveness of 
TTE and/or TEE in detection of cardio-aortic causes of 
stroke (5).

Cost-effectiveness analysis is the most prevalent form of 
economic evaluation in the health sector. Cost-effectiveness 
analysis compares the outcome of two or more therapeutic 
interventions according to their costs and effectiveness. 
Incremental Cost-Effectiveness Ratio (ICER) is defined 
as subtracting the costs of the current intervention from 
the costs of the new intervention divided by subtraction of 
the effectiveness of the current intervention from that of 
the new one. Consequently, different interventions can be 
compared according to the cost per unit of effectiveness. 
Cost-effectiveness analysis can help policymakers to 
optimally use the limited resources in the health sector (6).

Despite paramount importance of medico-economic studies 
in low-to-intermediate income developing countries, there is 
scarce data about the cost-effectiveness of TTE and/or TEE 
in patients with ischemic stroke in these countries. 

2. Objectives
The present study aimed to investigate the cost-

effectiveness of TTE and TEE using a decision analytic 
model in non-selected patients with acute ischemic stroke 
with or without clinical and radiological signs of embolic 
pattern.

3. Patients and Methods
This cross-sectional, cost-effectiveness study was 

conducted in Nemazee hospital affiliated to Shiraz 
University of Medical Sciences from January 2014 to 
April 2014. This hospital is a referral center for stroke in 
Southwestern Iran.

The inclusion criteria of the study were aging above 18 
years, suffering from ischemic stroke defined according 
to the Recognition of Stroke in the Emergency Room 
(ROSIER) scale (7), and signing the informed consent 
form. The included patients had to undergo both TEE and 
TTE on the same day or at most within 7 days in a single 
admission. All patients with ischemic stroke were included 
non-selectively regardless of the presence or absence of the 
above-mentioned clinical and imaging findings indicating a 
cardioembolic source for stroke. Patients with intracranial 
hemorrhage, vasculitis, connective tissue disease, cerebral 
venous thrombosis, aortic dissection, and incomplete 
medical charts were excluded from the study.

According to a previous study (8) and by using the 
following formula assuming p0 = 0.17, p1 = 0.37, α = 0.05, 

and β = 0.8, the sample size was estimated as 65 patients. 
All consecutive patients were recruited.

Two-dimensional transthoracic and color Doppler 
echocardiography were performed using 2.5 MHZ probe. 
Besides, TEE was performed by omniplane probe. The 
procedure was performed without sedation in conscious 
patients. Lidocaine spray was used for local pharyngeal 
anesthesia. TEE was performed according to a standardized 
protocol including adequate visualization of all cardiac 
structures with emphasis on both atria, left atrial appendage, 
interatrial septum, mitral valve apparatus, and thoracic 
aorta. In addition, intravenous sterile isotonic saline was 
administered to assess atrial septal defects. Echo contrast 
with air (9:1 ratio) with a subsequent Valsalva maneuver 
was used to evaluate the right to left shunt. All cardio-aortic 
structures were tried to be adequately visualized. Agitated 
saline test was done for all TEE patients. In so doing, 9 cc 
normal saline was mixed with 0.5 cc of patient’s own blood 
and 0.5 cc air and was injected through a large venous line. 
Echocardiograms were recorded on DVDs.

Two echocardiographers separately evaluated the recorded 
TTEs and TEEs and completed a designated questionnaire 
for each patient. The cardiologists were completely blind 
to the clinical diagnoses, age, sex, and number of patients 
in each diagnostic group. If there was inter-observer 
disagreement, it was settled by ombudsman opinion of a 
third cardiologist who was also blind to clinical diagnoses. 
Left atrial thrombosis, left atrial appendage thrombus, left 
ventricular thrombus, valvular heart disease, bioprosthetic 
or mechanical heart valves, Ejection Fraction (EF) < 28%, 
dilated cardiomyopathy, atrial myxoma, PFO, spontaneous 
echo contrast in the left atrium, spontaneous echo contrast 
in the left ventricle, mobile atheroma in ascending aorta 
and aortic arch, grade 4 atheroma in ascending aorta and 
aortic arch, and aneurysm of inter atrial septum Septum 
were the disorders for which echo was used.

In this study, using decision tree model, the expected 
costs and effectiveness of TEE and TTE were estimated 
and ICER was measured. A decision tree model is a 
systematic quantitative method used for decision-making 
under uncertain conditions in which at least two decision 
options and their respective consequences are evaluated and 
compared in terms of their expected costs and outcomes. 
ICER has been defined as the ratio of the difference between 
the costs of two options to the difference between their 
effectiveness. If ICER is negative, one of the options is 
dominant in comparison to the other. On the other hand, 
if ICER is positive, the maxi¬mum willingness to pay 
(threshold) would be required for decision making (9). Cost-
effectiveness threshold is essentially a level of ICER that 
any intervention should meet if it is to be regarded as a cost-
effective one. In this study, World Health Organization’s 
(WHO) method was used to calculate the threshold. 
Although this recommendation of WHO about threshold 
is mostly used for the cost utility analyses with “cost per 
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QALY gained” or “cost per DALY averted” as outcome, 
because there is not any threshold calculated or accepted for 
Iran, we used it as our threshold. Therefore, if ICER is three 
times lower than the GDP per capita, the studied method 
will be cost-effective. This model can be used to compare 
screening strategies, treatment proposals, and diagnostic 
methods in order to help policymakers and clinicians for 
better decision making (10-12). In addition, to increase the 
accuracy of the study, one-way deterministic sensitivity 
analysis (Tornado diagram) and probabilistic sensitivity 
analysis were performed (13). In the probabilistic sensitivity 
analysis, values for parameters were randomly selected from 
their probability distributions and 95% Confidence Intervals 
(CIs) were calculated using non-parametric bootstrapping 
approach for cost and effectiveness. The non-parametric 
bootstrap is a method for estimating uncertainty using the 
empirical estimation of the sampling distribution. This 
involves re-sampling from the data set with replacement 
while preserving the original structure of the data (e.g. 
same size, same numbers in each treatment group, etc.). 
The advantage of such non-parametric bootstrap CIs is 
that they do not depend on parametric assumptions of the 
sampling distribution of ICER (14).

3.1. The Effectiveness Outcome
In this study, due to lack of a gold standard, the studied 

effectiveness was determined based on the number of 
disorders diagnosed by each of the two echoes confirmed 
by the two cardiologists (true positives).

3.2. Costs
In this study, only the direct costs of TTE and TEE paid 

by the patients were recorded. The data related to the direct 
costs were obtained from the patients’ bills in their charts. 
Therefore, this study was carried out from the patients’ 
perspective. For the purpose of international comparison, 
the costs were converted to US dollar using the exchange 
rate of each US dollar equal to 2510 Rials in 2014 (15). 
Furthermore, as the duration of the study was less than 
one year, the discount rate was not calculated for the costs 
(16). After drawing the decision tree, ICER was calculated. 
As all economic studies are associated with an inherent 
uncertainty, the robustness and generalizability was 
assessed using one-way and probabilistic sensitive analyses 
in this study. In one-way sensitivity analysis, each of the 
study variables were increased by 20% and the results were 

shown by the Tornado diagram. 
This research was approved by the Ethics Committee of 

Shiraz University of Medical Sciences (No. 92-6801) and 
informed consents were obtained from all participants.

3.3. Economic and Statistical Analyses
In this study, Tree Age Pro 2011 was used to analyze 

the collected data and create the related decision tree, 
calculate the cost-effectiveness ratio of using TTEs or 
TEEs in the studied patients, calculate the ICER, perform 
the probabilistic sensitivity analysis, and draw the cost-
effectiveness and Tornado diagrams.

3.4. Ethics of Study
Informed consents were obtained from all participants. 

This research was approved by the Ethics Committee of 
Shiraz University of Medical Sciences (No. 92-6801).

4. Results
This study was performed on 65 patients (51.3% male, 

mean age of 69.7 ± 17.9 years). Among the patients, 9.2%, 
20%, 40%, and 30.8% belonged to 21 - 40, 41 - 60, 61 - 
80, and more than 80 years age groups, respectively. The 
effectiveness of each studied echo has been presented in 
Table 1.

The costs of TTE and TEE for all the patients was 527$ 
(13227700 IRR) and 2021$ (50727100 IRR), respectively. 
The decision tree model related to the costs, effectiveness, 
and probabilities of performing TTE and TEE has been 
shown in Figure 1. As can be seen in this figure, the studied 
patients with stroke were divided into two groups of TEE 
and TTE. Then, the patients were divided into true- and 
false-positive cases. The values below the tree lines 
represent the probabilities and the values at the right hand 
of the tree indicate the values of cost and effectiveness. The 
results of economic evaluation of TEE in comparison to 
TTE showed that performing TEE would increase the costs 
by 1494 USD and the effectiveness by 7%. According to the 
ICER results, for each increment unit in the effectiveness, 
performing TEE would increase the costs by 213.4 USD 
compared to TTE.

The results of analysis of cost-effectiveness of TTE versus 
TEE in different age groups have been depicted in Figure 
2. Accordingly, while TTE was cost-effective in 41-60- 
and 61-80-years age groups, TEE was cost-effective in 
41-60-years age group. However, none of the techniques 

Table 1. The Effectiveness of Each Studied Echo
Studied Echoes Patients’ Age Group (Year) Disorders Diagnosed 

by Echoes
True Positives False Negatives Effectiveness (True Positives/True 

Positives + False Negatives)
TTE 20 - 40 0 0 0 0

41 - 60 15 9 6 0.6
61 - 80 15 13 2 0.86
81 - 100 6 3 3 0.5
Total 36 25 11 0.69

TEE 20 - 40 0 0 0 0
41 - 60 15 15 0 100
61 - 80 15 14 1 0.93
81 - 100 6 5 1 0.83
Total 36 34 2 0.94
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was cost-effective in ages above 81 years. In patients under 
40 years old, cost-effective analysis was not feasible due to 
the small number of true positives.

One-way sensitive analysis using Tornado diagram 
showed that changes in most of the input parameters had 
few effects on the outcome. Moreover, ICER had the highest 
and lowest sensitivities to the increases in the effectiveness 
and costs of TTE, respectively (Figure 3).

The results of probabilistic sensitivity analysis using Monte 
Carlo simulation of incremental costs and effectiveness of 
TEE vs. TTE have been presented in Figure 4. For each 
one of the 10,000 iterations, values for parameters were 
randomly selected from their probability distributions. The 
results showed that TEE was more cost-effective than TTE 
with maximum willingness to pay (threshold) in 97% of 
the iterations.

5. Discussion
In the present study, the researchers investigated the 

cost-effectiveness of transesophgeal and transthoracic 
echocardiographies to detect cardioembolic causes of 
stroke in non-selected patients. ICER for performing TEE 

compared to TTE (213.4 $) was less than three times of 
Iran’s GDP per capita in 2014 (17, 18). It should be mentioned 
that “cost per QALY gained” or “cost per DALY averted” 
should be considered as outcomes in medico-economic 
studies. Since these measures have not been calculated for 
the Iranian population, we considered the cutoff of GDP by 
three for ICER according to WHO’s recommendation (19).

The study results revealed that although considering the 
impact of age, both TTE and TEE were cost-effective in 
the 40-60-years age group, only TTE was cost-effective 
in the 60-80-years age group. In the patients aged more 
than 81 years, neither TTE nor TEE was cost-effective. 
Besides, data were inconclusive for the patients under 40 
years old. These results can be justified by the fact that the 
etiologies responsible for ischemic stroke differ in different 
age groups. The rate of atherosclerotic cardiac diseases and 
dilated cardiomyopathy is higher among patients aged 61-
80 years. Accordingly, TTE would yield more advantages 
over TEE. However, non-atherosclerotic risk factors, such 
as aortic dissection,  PFO, endocarditis, and vulvular heart 
diseases such as rheumatic heart disease are regarded as 
a major cause of Acute Ischemic Stroke (AIS) in patients 

Figure 1. The Decision Tree Model for Comparing TEE to TTE

Figure 2. The Results of Comparison of Cost-Effectiveness of TTE and TEE in Different Age Groups
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aged 41 - 60 years compared to older ones (20). This can 
suggest why TEE infers more benefits in this age group. 
Considering those older than 81 years, the etiologic factors 
responsible for AIS are atrial clots due to atrial fibrillation 
and aortic atheroma (21).

According to de Bruijn et al. (8), TEE is better than TTE 
in detecting the source of emboli in patients with stroke. 
Blum at el. (22) also concluded that in half of the patients 
with stroke, TEE was able to detect a serious lesion not 
detected by TTE. They have suggested that performing 
TEE is crucial in patients with stroke. Similarly, Takeda 
et al. (23) showed that TEE could have more clear results 
in cardiac disorders compared to TTE. The results of the 
study by Cook et al. (24), too, indicated that using TEE in 
surgical ICU is more cost-effective than TTE. However, 
Leung et al. (25) found a very low yield for TEE in 824 

consecutive patients after stroke or other suspected embolic 
events that were in sinus rhythm and had normal TTEs. 
Harloff et al. (26) also found that TEE was unlikely to 
change management in cardioembolic patients as most 
patients already had an indication for oral anticoagulation.

There are some clinical and radiological findings 
indicating more probable cardioembolic sources of stroke. 
They include sudden onset of presentations, absence of 
preceding transient ischemic attack, severe stroke (NIHSS 
> 10 in the elderly, history of ischemic stroke in different 
arterial territories, synchronous new ischemic lesions 
in different arterial territories, metachronous lesions in 
imaging, signs of embolism to other organs (kindney, 
spleen, and/or extremities), presence of territorial (cortical 
plus subcortical) infarct or large lenticulostriate infarction 
in imaging, presence of hyperdense signs in major vessels, 

Figure 3. Tornado Diagram for One-Way Sensitivity Analysis

Figure 4. The Results of the Probabilistic Sensitivity Analysis (Each Point Indicates the Differences in the Costs and Effectiveness 
of TEE vs. TTE)
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and signs of rapid recanalization in transcranial Doppler 
sonographies (4). Thus, performing TTE and TEE in 
selected groups of patients with ischemic stroke and these 
embolic patterns may increase the yield of TTE and TEE.

As no stratification was done based on clinical and 
radiological features indicating embolic phenomenon in 
this study, the results regarding the cost-effectiveness of 
TTE and TEE could be subjected to change if a selected 
group of patients was included. Hence, performing TTE 
and TEE in selected groups of patients with ischemic stroke 
and these embolic patterns may increase the yield of TTE 
and TEE.

There are controversies about major, minor, or uncertain 
contributions of cardioaortic sources of embolic stroke. 
For instance, PFO and aneurysm of the interatrial septum 
which were considered as potential sources of embolism 
in the current study had minor or unclear importance in 
other studies. Furthermore, the current study included 
non-selected population of stroke patients. If the stroke 
patients had been selected according to these criteria, the 
cost-effectiveness results would have been different.

The current study findings were also consistent with some 
studies indicated that TEE could be a useful investigation 
tool in younger patients with ischemic stroke (3, 27).

As both TTE and TEE can be performed simultaneously 
in referral centers in Iran, the results of this study can be 
generalized to other Iranian centers. As to other countries, 
other factors such as selecting the effectiveness index, 
the degree of expenses covered by insurance companies, 
maximum tendency of the government to pay the costs of 
echo methods, and incidence and prevalence of stroke (28) 
should be considered.

One of the limitations of this study was lack of a gold 
standard to determine the effectiveness index. As a result, 
the effectiveness index was determined based on the number 
of diagnoses of each of the two tests confirmed by the two 
cardiologists. In addition, new ultrasound modalities, such 
as second harmonic imaging and Doppler tissue imaging, 
were not used in the current study.

In conclusion, although TEE is cost-effective in general, 
it is mostly recommended in patients aged 41 - 60 years. 
Similar medico-economic studies with larger sample 
sizes and/or in selected patients with higher probability of 
embolic stroke are highly recommended.

Acknowledgements
The present article was extracted from the thesis written 

by Iman Rahgoshay and financially supported by Shiraz 
University of Medical Sciences (grant No. 92-6801). The 
researchers would like to thank the studied hospital’s 
managers and all patients participating in this study for 
their kind cooperation in collecting the data.

Authors’ Contribution
Afshin Borhani Haghighi, Ramin Ravangard, Abdolsaleh 

Jafari, Golnaz Yadollahikhales: concept and design, 
drafting the article, critical revision of article, approval 
of article. Iman Rahgoshai, Mahmoud Zamirian, Kamran 
Aghasadeghi, Alireza Moarref: data collection, drafting the 
article. Ramin Ravangard, Abdolsaleh Jafari: data analysis, 

interpretation
Salvador Cruz-Flores: critical revision of article.

Funding/Support
There is no funding/support.

Financial Disclosure
The authors would like to declare no any conflict of 

interests.

References
1. Borhani-Haghighi A, Safari R, Heydari ST, Soleimani F, Sharifian 

M, Yektaparast Kashkuli S, et al. Hospital mortality associated 
with stroke in southern iran. Iranian journal of medical sciences. 
2013;38(4):314-20.

2. Safari R, Borhanihaghighi A, Heydari ST, Safari A, Cruz-Flores 
S. Stroke subtypes in southern Iran. Galen Medical Journal. 
2015;4(1):47-9.

3. Yaghoubi E, Nemati R, Aghasadeghi K, Borhani Haghighi A. The 
diagnostic efficiency of transesophageal compared to transthoracic 
echocardiographic findings from 405 patients with ischemic 
stroke. Journal of clinical neuroscience : official journal of the 
Neurosurgical Society of Australasia. 2011;18(11):1486-9.

4. Pepi M, Evangelista A, Nihoyannopoulos P, Flachskampf FA, 
Athanassopoulos G, Colonna P, et al. Recommendations for 
echocardiography use in the diagnosis and management of cardiac 
sources of embolism: European Association of Echocardiography 
(EAE) (a registered branch of the ESC). European journal 
of echocardiography : the journal of the Working Group on 
Echocardiography of the European Society of Cardiology. 
2010;11(6):461-76.

5. Holmes M, Rathbone J, Littlewood C, Rawdin A, Stevenson M, 
Stevens J, et al. Routine echocardiography in the management 
of stroke and transient ischaemic attack: a systematic review 
and economic evaluation. Health technology assessment. 
2014;18(16):1-176.

6. Torrance GW, Stoddart GL, Drummond MF, Gafni A. Cost-benefit 
analysis versus cost-effectiveness analysis for the evaluation of long-
term care programs. Health services research. 1981;16(4):474-6.

7. Nor AM, Davis J, Sen B, Shipsey D, Louw SJ, Dyker AG, et al. The 
Recognition of Stroke in the Emergency Room (ROSIER) scale: 
development and validation of a stroke recognition instrument. The 
Lancet Neurology. 2005;4(11):727-34.

8. de Bruijn SF, Agema WR, Lammers GJ, van der Wall EE, Wolterbeek 
R, Holman ER, et al. Transesophageal echocardiography is 
superior to transthoracic echocardiography in management of 
patients of any age with transient ischemic attack or stroke. Stroke. 
2006;37(10):2531-4.

9. Gray AM, Clarke PM, Wolstenholme JL, Wordsworth S. Applied 
methods of cost-effectiveness analysis in healthcare. OUP Oxford; 
2010.

10. Hatam N, Dehghani M, Habibian M, Jafari A. Cost-Utility 
Analysis of IEV Drug Regimen Versus ESHAP Drug Regimen 
for the Patients With Relapsed and Refractory Hodgkin and Non-
Hodgkin’s Lymphoma in Iran. Iranian journal of cancer prevention. 
2015;8(5):e4061.

11. Hutubessy R, Chisholm D, Edejer TT. Generalized cost-effectiveness 
analysis for national-level priority-setting in the health sector. Cost 
effectiveness and resource allocation : C/E. 2003;1(1):8.

12. Ravangard R, Bordbar N, Keshavarz K, Dehghani M. Pegfilgrastim 
Versus Filgrastim for Primary Prophylaxis of Febrile Neutropenia 
in Patients with non-Hodgkin’s Lymphoma: A Cost-Effectiveness 
Study. Asian Pacific journal of cancer prevention : APJCP. 
2017;18(10):2703-7.

13. Limwattananon S. Handling uncertainty of the economic evaluation 
result: sensitivity analysis. Journal of the Medical Association of 
Thailand. 2011;91(6):59.

14. Nixon RM, Wonderling D, Grieve RD. Non-parametric methods 
for cost-effectiveness analysis: the central limit theorem and the 
bootstrap compared. Health economics. 2010;19(3):316-33.

15. Central Bank of the Islamic Republic of Iran. Foreign Exchange 
Rates.  [cited]; Available from: https://HYPERLINK "http://www.
cbi.ir/exrates/rates_en.aspx"www.cbi.ir/exrates/rates_en.aspx.



Ravangard R et al.

Int Cardiovasc Res J. 2018;12(2)                                                                                                                                                                                      49

16. Di Salvo G, Thuny F, Rosenberg V, Pergola V, Belliard O, Derumeaux 
G, et al. Endocarditis in the elderly: clinical, echocardiographic, and 
prognostic features. European heart journal. 2003;24(17):1576-83.

17. Ravangard R, Hatam N, Teimourizad A, Jafari A. Factors affecting 
the technical efficiency of health systems: A case study of Economic 
Cooperation Organization (ECO) countries (2004-10). International 
journal of health policy and management. 2014;3(2):63-9.

18. The World Bank In Islamic Republic of Iran. Overview.  [26/1/2014; 
cited]; Available from: http://www.worldbank.org/en/country/iran/
overview.

19. Cantor SB. Cost-effectiveness analysis, extended dominance, and 
ethics: a quantitative assessment. Medical decision making : an 
international journal of the Society for Medical Decision Making. 
1994;14(3):259-65.

20. Khan IA, Nair CK. Clinical, diagnostic, and management 
perspectives of aortic dissection. Chest. 2002;122(1):311-28.

21. Vahedi K, Amarenco P. Cardiac Causes of Stroke. Current treatment 
options in neurology. 2000;2(4):305-18.

22. Blum A, Reisner S, Farbstein Y. Transesophageal echocardiography 
(TEE) vs. transthoracic echocardiography (TTE) in assessing 
cardio-vascular sources of emboli in patients with acute ischemic 
stroke. Medical science monitor : international medical journal of 

experimental and clinical research. 2004;10(9):CR521-3.
23. Takeda H, Muro T, Saito T, Hyodo E, Ehara S, Hanatani A, et 

al. Diagnostic accuracy of transthoracic and transesophageal 
echocardiography for the diagnosis of bicuspid aortic valve: 
comparison with operative findings. Osaka city medical journal. 
2013;59(2):69-78.

24. Cook CH, Praba AC, Beery PR, Martin LC. Transthoracic 
echocardiography is not cost-effective in critically ill surgical 
patients. The Journal of trauma. 2002;52(2):280-4.

25. Leung DY, Black IW, Cranney GB, Walsh WF, Grimm RA, Stewart 
WJ, et al. Selection of patients for transesophageal echocardiography 
after stroke and systemic embolic events. Role of transthoracic 
echocardiography. Stroke. 1995;26(10):1820-4.

26. Harloff A, Handke M, Reinhard M, Geibel A, Hetzel A. Therapeutic 
strategies after examination by transesophageal echocardiography 
in 503 patients with ischemic stroke. Stroke. 2006;37(3):859-64.

27. Zibaeenezhad MJ, Mowla A, Salahi R, Nikseresht AR, Shariat H, 
Ashjaezadeh N, et al. Cardiac sources of embolic cerebral infarction 
in transesophageal echocardiography. Annals of Saudi medicine. 
2006;26(1):43-5.

28. Bahadori M, Ravangard R, Alimohammadzadeh K, Hosseini SM. 
Plan and road map for health reform in Iran. Bmj. 2015;351:h4407.


