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Abstract
Background
Turner syndrome (TS) is caused by complete or partial monosomy of the X chromosome and has an overall prevalence of approximately 1 in 2500 live births of girls. It is characterized phenotypically by short stature and gonadal dysgenesis.
The prevalence of cardiovascular abnormalities among patients with Turner syndrome varies in different series between 20% and 40%. It is higher in patients with monosomy X than in those with structural abnormalities of the X chromosome, and also higher in girls with a more pronounced clinical phenotype.
Cardiovascular anomalies include aortic dilatation which may contribute to increased risk of aortic dissection. Thus, periodic cardiac magnetic resonance (CMR) imaging screening of persons with Turner syndrome is beneficial.
Although echocardiography was considered the mainstay of diagnosis, CMR can detect dilatation missed on echocardiography.
Cardiac imaging, preferably magnetic resonance imaging, should be performed at diagnosis and repeated at 3 to 5 yr intervals to assess for congenital heart abnormalities and the emergence of aortic dilatation, a precursor to aortic dissection. Hypertension is a risk factor that should be aggressively treated.
Objectives: 
To evaluate a group of TS patients cross-sectionally to determine the prevalence of cardiovascular malformations and the risk for dissection of the aorta and to suggest an appropriate screening protocol.

Methods:
Cross sectional study included 15 pediatric patients with Turner syndrome (between 10 and 17 years) presented to DEMPU, Cairo University over a period of six months. 
Results:
The study showed that one patient (6.7% of cases), whose karyotype was pure 45,X, had markedly dilated ascending aorta (ASI > 2.5 cm/m2 or above the 95th centile) for intervention. Three patients (20% of cases) had mildly dilated ascending aorta (ASI near 95th centile; their ASI approximately 1.9 cm/m2) for follow up CMR every 6 months. Eleven patients (73.3% of cases) had no dilatation (ASI less than 1.5 cm/m2) and require less frequent monitoring every 3-5 years. Echo detected only structural cardiac abnormalities in 4 patients (26.7% of cases). Although, Echo missed cases with aortic dilatation. So, cardiac magnetic resonance is superior to echo in detecting aortic abnormalities.
Conclusion:
Early diagnosis and institution of preventive and therapeutic measures are critical for preserving quality of life and lifespan in Turner syndrome. Increasingly, cardiac magnetic resonance is recognized to improve monitoring and detection of cardiovascular disease in this patient population, and it is now recommended to be performed at diagnosis and repeated at 3 to 5 yr intervals.
This is especially important if a patient with Turner syndrome is considering pregnancy, usually with assisted reproductive techniques, during which time her risk of aortic dilatation and dissection will be markedly increased. 
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