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KC ndm 2016 ctia Hoi Tim Chau Au vé dt bénh DM Chd
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TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62
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Cac tricu chung co nang/bénh 1y DMC

* Pau cap, nhtrc vung nguc hay bung, lan sau
lung, mong, cang chan- “cam glac vo”’

* Ho, kho thé, nubt nghen hay nuét dau

* Dau lién tuc hay tung con vung bung, cam
giac mach dap vung bung hoac day bung du
an rat it (Phinh BMC bung)

* Dot quy, con TM nao thoang qua, dau cach
ho1

* NOI khan

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62



KC ndm 2016 ctia Hoi Tim Chau Au vé dt bénh DM Chd

So sanh cac phuong phap hinh anh hoc
khao sat DPMC

Advantages/disadvantages TTE TOE () MRI Aortography

Diagnostic reliabliy

+ means a positive remark and—means a negative remark. The number of signs indicates the estimated potential value

*IVUS can be used to guide interventions (see web addenda)

"4 only for follow-up after aortic stenting (metallic struts), otherwise limit radiation

“PET can be used to visualize suspected aortic inflammatory disease

CT = computed tomography; MBI = magnetic resonance imaging TOE = transoesophageal echocardiography; TTE = transthoracic echocardiography.
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TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62



KC ndm 2016 cta Hoi Tim Chau Au vé dt bénh DM Cha

Gia tri chan doan ctia cac phuong tién hinh
anh/ ho1 chirng DPMC cap

Lesion TTE TOE CT MRI
Ascending aortic dissection ++ +++ +++ +++
Aortic arch dissection + + +++ +-+
Descending acrtic dissection + ++ +++ +++
Size ++ +H+ +H+ +++
Mural thrombus + +++ +++ +++
Intramural haematoma + +++ += -t
Penetrating aortic ulcer ++ ++ +H+ +++
Involvement of aortic branches 4 (+) +++ +-+

aCan be improved when combined by vascular ultrasound (carotid, subclavian, vertebral, celiac, mesenteric

and renal arteries).

++ + = excellent; ++ = moderate; + = poor; (+) = poor and inconstant; CT = computed tomography; MRI =

magnetic resonance imaging; TOE = transoesophageal
echocardiography; TTE = transthoracic echocardiography.
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TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62
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KC ndm 2016 ctia Hoi Tim Chau Au vé dt bénh DM Chd

Phan loa1 vi tri boc tach DPMC

De Bakey Type | Type Il Type lll
Stanford Type A Type A Type B

Classificationofaortic dissectionlocalization.Schematic drawingofaortic dissectionclass 1, subdivided into De Bakey

on:- Types |, Il,andlll.1 Also
) Vgt depicted are Stanford classes A and B. Type Il is differentiated in subtypes 111 Ato Il C. (sub-type depends on the
thoracic or abdominal involvement according to Reul et al.140)

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62 6




Phan loa1 ho1 ching PMC cap trong
boc tach DPMC

Class |

Class 1: Classic AD with true and FL with or
without communication between the two lumina.
Class 2: Intramural haematoma.

Class 3: Subtle or discrete AD with bulging of
the aortic wall.

Class 4: Ulceration of aortic plaque following
plaque rupture.

Class 5: latrogenic or traumatic AD, illustrated

by a catheterinduced separation of the intima.
Class 3
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TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62




KC ndm 2016 ctia Hoi Tim Chau Au vé dt bénh DM Chd

Biéu hién 1am
sang chinh va
bién chting cia
BTPMC cap

Migrating pain <|5% 20%

Spinal cord injury
applicable. Percentages are Acute renal failure
ppromaed (T a— T
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TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62 ‘
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KC ndm 2016 ctia Hoi Tim Chau Au vé dt bénh DM Chd

Laboratory tests To detect signs of:

can thiét cho
BTDMC cép

Lactate Bowel ischaemia, metabolic disorder

Blood gases Metabolic disorder, oxygenation

@i SIRS= systemic inflammatory response syndrome.

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62 ‘
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KC ndm 2016 clia H6i Tim Chau Au vé dt bénh DM Ch
Cac dir kién can co6 vé hinh anh hoc trén b/n
BTPMC cap (1)

” Pham
v Nguyen

Vinh

TL: Erbel R et al.

Aortic dissection

Visualization w’

.

(Eggz;uPnf the disease according to the aortic anatomic segmentation

|dentification of the\alse an@y}lumens (if present)

Localization of entry and re-entry tears (if present)

|dentification n@ndﬁn@nrﬂc dissection

|dentification grading, and mechanism of aortic valve regurgitation

Involvement of(gide hmn:@
Detection of@alperfusiop)low flow or no flow)

Detection of organ ischaemia (brain, myocardium, bowels, kidneys, etc.)

Detection of pericardial effusion and its severity

Detection and extent of pleural effusion

Detection of peri-aortic bleeding

Signs of mediastinal bleeding

2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62
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KC ndm 2016 clia H6i Tim Chau Au vé dt bénh DM Ch
Cac dir kién can co6 vé hinh anh hoc trén b/n
BTPMC cap (2)

Intramural haematoma

Localization and extent of aortic wall thickening

Co-existence ofatheromatous diseEQ[cal:ium shift)

Presence of small intimal tears

Penetrating aortic ulcer

Localization of the lesion (length and depth)

f intramural haematoma

Involvement of the peri-aortic tissue and bleeding
Thickness of the residual wall

In all cases

@- other aortic lesions: aneurysms, plagues, signs of

inflammatory disease, etc.

” Pham
v Nguyen

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62
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KC ndm 2016 ctia Hoi Tim Chau Au vé dt bénh DM Chd

Cac dir kién 1am sang htru ich giap
chan doan HCDMC cap

High-risk conditions High-risk pain features High-risk examination features

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62
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KC ndm 2016 clia H8i Tim Chau Au vé dt bénh DM Ch
Quy trinh chan doan hdi chirng PMC cap dua trén do
nhay trudce trac nghi€ém (pre-test sensitivity)

ACUTE CHEST PAIN

Medical history + clinical examination + ECG ——* STEMI® : see ESC guidelines'*?

UNSTABLE |+———  HAEMODYMNAMIC STATE STABLE
TTE + TOE/CT® | Low probability (seore 0-1) | High probability (score 2-3)
T — l or typical chest pain
AAS AAS D-dimers®2 + TTE + Chest X-ray TTE
confirmed excluded | = = = | J - _

Consider /

alternate ,-"'/

dogrs T+ Doty

- c
No argument Signs Widened Type A-AD
for AD of AD media- + —
stinum
Refer on emergency CT (or TOE)

Consider to surgical team and T
alternate pre-operative TOE —
diagnosis \\.

b
CT (MRl or TOE) AAS Consider
=+ = confirmed alternate
diagnosis
AAS Consider _repeat CT
confirmed alternate if necessary
ISTEMI can be associated with AAS in rare cases. d'l:i,gnosis

hFendlng local avallzbilicy, patient characueristics, and physiclan experience.

“Proof of type-A AD by the presence of flap, aortic regurgitation, and/or pericardial effusion.
liPr\e‘fer:d.‘-l:r point-of-care, otherwisa cassical.

“Ako troponin to datact non-ST-sagment elevation myocardial Infarction.

Flowchart for decision-making based on pre-test sensitivity of acute aortic syndrome. AAS = abdominal
.“’mn aortic aneurysm; AD = aortic dissection; CT = computed tomography; MRI = magnetic resonance imaging;
TOE = transoesophageal echocardiography; TTE = transthoracic echocardiography.

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62
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KC ndm 2016 cta Hoi Tim Chau Au vé dt bénh DM Cha

Khuyén céo
chan doan HC
DMC cap (1)

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and
treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62

o
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Recommendations

| Class® | Level® | Ref®

Historyand clinical assessment

In all patients with suspected

assassment is recommended,
according to the patient’s
condition, symptoms, and
clinical features.

Laboratory testing

|42

In case of suspicion of AAS,

the interpretation of

@ hould always be
considered along with the pre-

test clinical probability.
T et e
probability of AASS
@ levels should be
considered as ruling out the

diagnusis.

In case of intermediate clinical
probability of AAS with a
positive (point-of-care) D-
dimer test, further imaging
tests should be considered.

In patients with high probability
(risk score 2 or 3) of AD,
testing of D-dimers is not
recommanded.

ecommended as an

initial imaﬂg inveati@:iun-

In unstable? patients with a
suspicion of AAS, the following
imaging modalities are
recommended according to
local availability and expertise:

« TOE

« CT

| 54-156,159

154.159
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KC ndm 2016 cta Hoi Tim Chau Au vé dt bénh DM Cha

Khuyén céo
chan doan HC
DMC cap (2)

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and
treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62

” Pham
v Nguyen
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Class®* | Level®

Ref.t

Recom dations
K‘i'ﬁfh'ﬂth a
suspicion of AAS, the
following imaging modalities
are recommended (or should

be considered) according to
local availability and expertise:

« CT
. MR
. TOE | lla__

In case of initially negative
imaging with persistence of
suspicion of AASCepetitive>
imaging (CT or MRI) is

recommended.

| Chest X-ray may be
considered in cases of low

clinical probability of AAS.

In case of uncomplicated
Type B AD treated medically,
(CT or
MRI)® during the first days is
recommended.

*Class of recommendation.
"L evel of evidence.
“Reference(s) supporting recommendations.

“Unstable means very severe pain, tachycardia, tachypnoea, hypotension, cyanosis,

and/or shock
“Preferably MRI in young patients, to limit radiation exposure.

AAS = abdominal aortic aneurysm; AD = aortic dissection; CT = computed
tomography; MRI = magnetic resomance imaging TOE = transoesophageal

echocardiography; TTE = transthoracic echocardiography.

4i5



KC ndm 2016 cta Hoi Tim Chau Au vé dt bénh DM Cha

Khuyén cao
diéu tr1 boc
tach DPMC

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis
and treatment of artic disease. Eur. HJ, August 29, 2014,
p 1-62

o
v Nguyen

Vinh

Recommendations

In all patients with AD,
Medical therapPincluding
pain relief and blood
pressure control is
recommended.
In patients with Type A AD,
is
recommended.

Q

In patients with acute Type

A AD and organ

malperfusion, a hybrid

approach (i.e. ascending 2,118
aorta and/or arch _ . 202-204,
replacement associated with 227

any percutaneous aortic or
branch artery procedure)
should be considered.

In uncomplicated Type B

always be recommended.

In uncemplicated Type B
AD. should be 218219
considered.

In complicated Type B AD,
TEVAR is recommended.

In complicated Type B AD,
surgery may be considered.

*Class of recommendation.

“Level of evidence.

“Reference(s) supporting recommendations.

AD = aortic dissection; TEVAR = thoracic endovascular aortic repair.

16



KC ndm 2016 ctia Hoi Tim Chau Au vé dt bénh DM Chd

Cac yéu to tién doan huyét khoi trong thanh
s€ cO bién ching

Maximum aortic diamete£=50 mm'™>

Enlarging aortic diameter*®

Penetrating ulcer or ulcer-like projection secondary to localized

dissections in the involved segment™!#+2%

S
— a§§

L: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62
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KC ndm 2016 ctia Hoi Tim Chau Au vé dt bénh DM Chd

Khuyén céo xtr tri huyét khoi trong thanh PMC

Recommendations Class* | LevelF

In all patients with IMHgedical therapy>
including pain relief and blood pressure

control is recommended.

In cases of Type B IMH, initial medical
therapy under careful surveillance is
recommended.

In uncomplicated® Type B IMHCepetitive
(MRl or CT) is indicated.

In complicated” Type B IHH,@
should be considered.

In complicated® Type B IMH, surgery may
be considered.

“Class of recommendation.

"Level of evidence.

“Uncomplicated/complicated IMH means absence or present recurrent pain,

expansion of the IMH, periaortic haematoma, intimal disruption.

CT = computed tomography; IMH = intramural haematoma; MRl = magnetic
mﬂﬁi resorance imaging: TEVAR = thoracic endovascular aortic repair,

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62
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KC nam

4

2016 cla Hai Tim Chau Au vé dt bénh DM Cha

Khuyén cdo xir tri loét xuyén thau PMC

be considered.

Recommendations Class* | Level®
In all patients with F'AU,
including pain relief and blood pressure I
control is recommended.
In the case o e A PAL, s@shnuld lla
be considered.
In the case of Type B PAU, initiakqedicad
under careful surveillance is 1
recommended.
In uncomplicated Type B PAL, repetitive |
imaging (MRl or CT) is indicated.
W B PAU. TEVAR> la
should be considered.
In complicated Type B PAU, surgery may b

*Clss of recommendation.
B evel of evidence.

CT = computed tomography; MRl = magnetic resonance imaging;

Pham
Nguyen
Vinh

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62

PAlL) = penetrating aortic ulcer; TEVAR = thoracic endovascular aortic repair.

49



KC ndm 2016 cta Hoi Tim Chau Au vé dt bénh DM Cha

¢

Khuyén cao xtr tri ton thuong PMC do

chan thuong

preferred to surgery.

Recommendations Class® | Level®
In case of suspicion of TAl, CT is |
recommended.
If CT is not available, TOE should be T
| a

considered
In cases of TAl with<uitable anatomy>

Icequiring interventionTEVAR should be lla

*Class of recommendation.
B evel of evidence.

CT = computed tomography; TAl = traumatic aorticinjury; TEVAR = thoracic

endovascular aortic repair; TOE = transoesophageal echocardiography.

Pham
Nguyen
Vinh

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62
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KC ndm 2016 cta Hoi Tim Chau Au vé dt bénh DM Cha

Khuyén cdo chiam soc b/n phinh BPMC

Recommendations Class® |Level®
When an aortic aneurysm is identified at any
location, assessment of theentire aoriand I
aortic valve is recommended at baseline and
during follow-up.

In cases of aneurysm of the abdominal aorta,
duplex ultrasoundJerscreening of peripheraP| 3
artery disease’and peripheral aneurysms
should be considered.

Patients with aortic aneurysm are at
increased risk of cardiovascular disease: Ila
general principles of cardiovascular
prevention should be considered.

*Class of recommendation.
»] .
Level of evidence.
.@mn

Vinh

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62
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KC ndm 2016 ctia Hoi Tim Chau Au vé dt bénh DM Chd

Recommendations Class® | Level®
Surgery is indicated in patients who have
aortic root aneurysm, with maximal

14
KhUYéIl Céo Can | acortic diamete =50 mmfor patients
withCMarfan syndrome.
Surgery should be considered in patients

thiép phinh who have aortic root aneurysm, with

maximal ascending aortic diameters:

PMC lén ( | ) e 245 mm for patients with

for patients with
sywith risk

factors.”

. @m for other p@

with no elastopathy .2
Lower thresholds for intervention may
be considered according to body surface
area in patients of small stature or in the
case of rapid progression, aortic valve
regurgitation, planned pregnancy, and
patient’s preference.

Qi
TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62




KC ndm 2016 cta Hoi Tim Chau Au vé dt bénh DM Cha

Khuyén céo can
thi¢p phinh
DMC Ién (2)

aClass of recommendation.

bLevel of evidence.

Decision should also take into account the shape of the different parts
of the aorta.Lower thresholds can be used for combining surgery on
the ascending aorta for patients who have an indication for surgery on
the aortic valve.

dFamily history of AD and/or aortic size increase .3 mm/year (on
repeated measurements using the same imaging technique, at the same
aorta level, with side-by-side comparison and confirmed by another
technique), severe aortic or mitral regurgitation, or desire for
pregnancy.

eCoarctation of the aorta, systemic hypertension, family history of
dissection, or increase in aortic diameter .3 mm/year (on repeated
measurements using the same imaging technique, measured at the
same aorta level, with side-by-side comparison and confirmed by
another technique).

Pending comorbidities in the elderly.

9See text in section 8.

PFor patients with LDS or vascular type 1V Ehlers-Danlos syndrome
(EDS), lower thresholds should be considered, possibly even lower
than in Marfan syndrome.

There are no data to provide figures and a sensible case-by-case
approach is the only option.

” Pham
v Nguyen

Vinh

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62

Interventions on aortic arch aneurysms

Surgery should be considered in patients
solated aortic arch aneu
with maximal diamet

lla

Aortic arch repair may be considered in
patients with aortic arch aneurysm who
already have an indication for surgery of
an adjacent aneurysm located in the
ascending or descending aorta.

b

Interventions on descending aortic aneurysms

-@hauld be considered, rather than

surgery, when anatomy is suitable.

lla

TEVAR should be considered in patients
who have descending aortic aneurysm

lla

W ¥
' hould be considered in patients

with maximaldiameter 255 mm>
hen TEVAR is not technically possible

who have descending aortic apeurysm
with maxlrnal diametef 260 rnjla

HE

VWhen ion is indicated, in cases

. Marfan syndm 2 or other

elastopathie<_surger®should be indicated
rather than TEVAR.

lla

23




KC ndm 2016 cta Hoi Tim Chau Au vé dt bénh DM Cha

Khuyén céo
tam soat phinh
DMC bung

*Class of recommendation.

®Level of evidence.

“Reference(s) supporting recommendations.

AAA = abdominal aortic aneurysm; TTE = transthoracic echocardiography.

” Pham
v Nguyen

Vinh

Recommendations Class? | Level? Ref.c

Population screening for AAA with ultrasound:

* s recomsmanded

357,367
years Of age.

e may be
considered in
women >65 years
of age with
history of
current/past
smoking.

b

* jsnot
recommended in
female non-
smokers without
familial history.

Targeted screening for AAA
with ultrasound should be
considered in first-degree
siblings of a patient with AAA.

338,339

Opportunistic screening for AAA during TTE:

* should be
considered in all

]
men >65 years of * 346,347
age.
e may be
considered in
women >65 years b

with a history of
current/past

smoking.

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62
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KC ndm 2016 cta Hoi Tim Chau Au vé dt bénh DM Cha

Khuyén cdo xtr tri dan hodc phinh PMC bung

khong TC/co nang (1)

Recommendations

Class?

In patients with abdominal aortic
diameter of 25—-29 mm, new
ultrasound imaging should be
considered 4 years later.

Surveillance is indicated and safe in
patients with AAA
maximum diamete

In patients with small (30-55 mm)
AAAs, the following time interval
for imaging should be considered:®
e every 3 years for AAA
of 30-39 mm
diameter.
e every 2 years for AAA
of 40—44 mm
diameter.
e  every year for AAA
>45 mm* diameter.

nded to slow growth of

P the AAA.

Vinh

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62

367

365
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KC ndm 2016 cta Hoi Tim Chau Au vé dt bénh DM Cha

Khuyén cdo xtr tri dan hodc phinh PMC bung
khong TC/co nang (2)

Recommendations

To reduce aortic complications in
, the use

be considered:
AAA repair is indicated if;

. Eff diarnete

e Aneurysm growth
exceeds |0 mm/year.

If a large aneurysm is anatomically
suitable for EVAR, either open or
endovascular aortic repair is
recommended in patients with
acceptable surgical risk.

355,345

373,363

397,398

If a large aneurysm is anatomically
unsuitable for EVAR, open aortic
repair is recommended.

In patients with asymptomatic
AAA who are unfit for open
repair, EVAR, along with best
medical treatment, may be
considered.t

*Class of recommendation.

“Level of evidence.

“Reference(s) supporting recommendations.

“With < 1% risk of rupture between two AAA imaging assessments.

“This interval maybe shortened in women orin the case of rapid growth between
previous assessments.

fIndividual decision for operative aneurysm correction should also be influenced by
the patient’s gender. At a given size, AAAs in women are up to four times as likely to
rupture under surveillance, thus aortic repair can be discussed at a lower threshold
of probably 50 mm. The patient’s life expectancy should also be considered prior to
decision for intervention.

ESince only aneurysm-related and not all-cause mortality is improved, informed
patient choice is to be taken into account.

AAA = abdominal aortic aneurysm; ACE = angiotensin-converting enzyme;
EVAR = endovascular aortic repair.

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62
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KC ndm 2016 clia H6i Tim Chau Au vé dt bénh DM Ch
Khuyén cdo xtr tri phinh PMC bung c6
TC/co nang

Recommendations Class® [Level®?| Ref.c
In patients with suspected rupture

of AAA, immediate abdominal |

ultrasound or CT is recommended.

In case of ruptured AAA, I

ergency repat? is indicated.

In case of symptomatic but non-

ruptured AAACUrgent repalb is ]

indicated.

In case of symptomatic AAA

anatomically suitable for EVAR, | 403

either@pen or endovasculaPaortic

repair is recommended.”

aClass of recommendation. PLevel of evidence. Reference(s) supporting recommendations.
dDepending on the expertise of the interventional team and patient’s level of risk.
Wi AAA = abdominal aortic aneurysm; CT = computed tomography;EVAR = endovascular aortic repair.

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62
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KC ndm 2016 cta Hoi Tim Chau Au vé dt bénh DM Cha

Classification of
endoleaks

Type |: Leak at graft attachment site above, below, or between graft
components (la: proximal attachment site; Ib: distal attachment site).
Type 1I: Aneurysm sac filling retrogradely via single (I1a) or multiple
branch vessels (I1b).

Type IlI: Leak through mechanical defect in graft, mechanical failure
of the stent-graft by junctional separation of the modular components
(Ila), or

fractures or holes in the endograft (111b).

Type 1V: Leak through graft fabric as a result of graft porosity.

Type V: Continued expansion of aneurysm sac without demonstrable
leak on imaging (endotension, controversial).

N
Vi

Vinh

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62



KC ndm 2016 ctia Hoi Tim Chau Au vé dt bénh DM Chd

Khuyén co khéo sat di truyén bénh DPMC

Recommendations Class®* | Level®
It is recommended to investigate
first-degree relatives (siblings and parents)
of a subject with TAAD to identify a
familial form in which relatives all have a
50% chance of carrying the family
mutation/disease.
Once a familial form of TAAD is highly
suspected, it is recommended to refer the
patient to a geneticist for family
investigation and molecular testing.
Variability of age of onset warrants
screening every 5 years of ‘healthy’ at-risk
relatives until diagnosis (clinical or
molecular) is established or ruled out.

In familial non-syndromic TAAD,
screening for aneurysm should be
considered, not only in the thoracic
aorta, but also throughout the arterial
tree (including cerebral arteries).

aClass of recommendation. PLevel of evidence.
P TAAD = thoracic aortic aneurysms and dissection.

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62
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KC ndm 2016 ctia Hoi Tim Chau Au vé dt bénh DM Chd

Khuyén cdo xtr tri

dan goc PMC trén

b/n c6 van bMC 2
manh (1)

Pham

-
Vinh

Level®

Class®

Recommendations

Patients with known BAYV should
undergo an initial TTE to assess the
diameters of the aortic root and
ascending aorta.

Cardiac MRI or CT is indicated in
patients with BAV when the
morphology of the aortic root and the
ascending aorta cannot be accurately

assessed by TTE.

Serial measurement of the aortic root
and ascending aorta is indicated in
every patient with BAV, with an
interval depending on aortic size,
increase in size and family history

In the case of a di f the aortic
root or th mm or
ardncrease >3 mm/yegd measured by
echocardiography&nnuabmeasurement
of aortic diameter is indicated.

In the case of aortic diamete

or an increase >3 mm/year measured
by echocardiography, f
the measurement is indicated, using

another imaging modality (CT or
MRI).

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62
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KC ndm 2016 ctia Hoi Tim Chau Au vé dt bénh DM Chd

Khuyén cao xir tri

dan goc PMC trén

b/n ¢c6 van DPMC 2
manh (2)

2Class of recommendation.

b_evel of evidence.

¢Coarctation of the aorta, systemic hypertension, family history
of dissection, or increase in aortic diameter .3 mm/year (on
repeated measurements using the same imaging technique,
measured at the same aortic level, with side-by-side comparison
and confirmed by another technique).

BAV = bicuspid aortic valve; CT = computed tomography; MRI
= magnetic resonance imaging; TTE = transthoracic
echocardiography.

en:-
Vi

Vinh

Recommendations Class®

In cases of BAV, surgery of the
ascending aorta is indicated in case of:

® 3ortic root or

®  3Jortic root or
ascending aortic
diameter =50 mm in the
presence of other risk
factors.-

* Jortic root or
ascending aortic
diameter @ when
surgical@ortic valva
replacement is
scheduled.

may be considered in

patients with BAV and dilated aortic
root >40 mm.

Because of familj ce,
screeninglgf first-degree relativ

should be considered.

In patients with any elastopathy or
BAV with dilated aortic root (=40
mm), isometric exercise with a high
static load (e.g. weightlifting) is not
indicated and should be discouraged.

Level®

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62
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Khuyén cao can thi¢p hep eo DPMC

Recommendations Class® | Level®
In all patients with a non-invasive pressure

differenc etween upper and
Wmm%sifﬂ symptoms but with
upper limb hypertensio® (=140/90 mm Hg in I

adults), abnormal blood pressure response

during exercise, or significant left ventricular
hypertrophy, an (ntervention)s indicated.
Independent of the pressure gradientChyper=
Eensiv@pauents with<a0% aortic narrowing
relative to the aortic diameter at the diaphragm lla
level (on MRI, CT, or invasive angiography)
should be considered for intervention.
Independent of the pressure gradient and pres-
ence of hypertension, patients with >50% aortic
narrowing relative to the aortic diameter at the

, _ , _ b
diaphragm level (on MRI, CT, or invasive angi-
ography) may be considered for intervention.

3Class of recommendation. PLevel of evidence.
.%’i: CT = computed tomography; MRI = magnetic resonance imaging

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62
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Khuyén cao xu tri mang xo vira DPMC

Recommendations Class® Level®

In the presence of aortic atherosclerosis,
ﬁﬁ@masures to control
risk factors are indicated.

In the case of aortic plague detected
during the diagnostic work-up after
stroke or peripheral embolism,
anticoagulation or antiplatelePtherapy
should be considered. The choice
between the two strategies depends on
comorbidities and other indications for
these treatments.

Prnphylactic to remove high-risk

aortic plague is not recommended.

aClass of recommendation.

bLevel of evidence.
Q’E‘;‘;‘m
Vinh

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62
38




KC ndm 2016 ctia Hoi Tim Chau Au vé dt bénh DM Chd

Khuyén cao theo d&i va xt tri bénh PMC man (1)

Recommendations Class® Level®
Chronic aortic dissection
Contrast CT or MRI is recommended,
to confirm the diagnosis of chronic

AD. P ——
Initial@_@suw&illance of
patients with chronic AD is indicated,
to detect signs of complications as
soon as possible.

In asymptomatic patients with chronic
dissection of the ascending aorta,

wshuuld be

considered.®

In patients with chronic AD tight
blood pressure :c-ntrc-l
indicated.

Surgical repair or TEVAR |
recommended focomplicated Type
B AD (aortic diameter =60 mm, =10

mm/year growth, malperfusion or
Pham "
U e recurrent pain).

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62 3
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Khuyén céo theo ddi va xir tri bénh PMC man (2)

Recommendations Class® Level®
Follow-up after endovascular treatment for aortic
diseases

After TEVAR or EVAR, surveillance is
recommended after | month, 6
months, |2 months, and then yearly.
Shorter intervals can be proposed in
the event of abnormal findings
requmng closer surveillance.

CTi mmended as theGirs)
'te:hnlque for follow-

up after TEVAR or EVAR.
nur AAA sac
enlargement is documented during
first year after EVAR, then colour
DUS, with or without contrast agents,
should be considered for annual post-

operative surveillance, with non-
contrast CT imaging &ve years

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62
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Khuyén céo theo ddi va xir tri bénh PMC man (3)

Recommendations Class? Level®
For patients with TAA <45 mm,
annual imaging is recommended; while
in patients with 2 and
47<55 mm, imaging every 6 montb®is
recommended, unless the stability of
the lesions is confirmed by serial
imaging
For follow-upGfter (T)EVAR in young>
IatientXMRDshould be preferred to

CT for magnetic resonance-
compatible stent grafts, to reduce
radiation exposure.

Long-term surveillance of open
abdominal ma}r be
considered at loose (5-year) intervals

using colour DUS or CT imagin

on aClass of recommendation. PLevel of evidence. ‘Pending comorbidities and perioperative risk.
W 5 AAA = abdominal aortic aneurysm; AD = aortic dissection; CT = computed tomography; DUS ¥4 duplex ultrasonography; EVAR =
endovascular aortic repair; MRI = magnetic resonance imaging; TAA = thoracic aortic aneurysm; TEVAR = thoracic endovascular aortic repair.

TL: Erbel R et al. 2014 ESC Guidelines on the diagnosis and treatment of artic disease. Eur. HJ, August 29, 2014, p 1-62 3¢




