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Syndrome aortique aigu

Philippe Vignon
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% Terrain hypertendu

< Douleur caractéristique : douleur de début brutal,

d’emblée maximale, a type de déchirure, le plus souvent

thoracique antérieure mais parfois dorsale ou
abdominale EXTRAVASATION =

% Signification : mise sous tension de la paroi aortique par _

une pathologie aigué / chronique en poussée

% Risque commun : fissuration / rupture aortique mortelle.
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Vilacosta I. J Am Coll Cardiol 1998 ; 32 : 83-9
Vilacosta |. Heart 2001 ; 85 : 365-8

Syndrome aortique aigu

Dissection Ulcére athéromateux Anévrysme
aortique

Hématome intramural

Research article
Dying from cardiac tamponade

Aravind Swaminathan', Karikalan Kandaswamy?, Manish Powari! and

Joseph Mathew*!
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Intrapericardial blood volume.
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an admixture of clotted and frank blood.
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Syndrome d’extravasation

< Péricarde & plévre (& abdomen) : écho.
transthoracique
< Médiastinum: écho. transoesophagienne /

TOM

Syndrome aortique aigu + signe d’extravasation
=bloc !l




Dissection : aorte ascendante > descendante

Hématome intramural : aorte descendante > asc.

Ulcere athéromateux : aorte descendante > asc.

% Anévrysme : aorte abdominale >> thoracique

Faux-anévrysme : aorte descendante > asc.

| Syndrome aortique aigu ‘

Hémodynamique stable Hypotension / choc Présentation atypique

1. Tamponnade +++ Ischémie aigué
Paraplégie

2. |Ao massive / IDM

. . . Compression
3. (Hémorragie : extravasation) meédiastinale
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Classification of acute aortic syndromes
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Medicine (ESVM)
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Frequency of acute aortic syndrome

on, e 10-15% 25-30%
Classification of timing
Hyperacute  Acute Subacue Chronic
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Dissection aortique : pronostic

Type A, medical (n=81)
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Type B, medical (n=140)
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From Hagan PG JAMA 2000;283:897-903

Simple Risk Models to Predict Surgical Mortality
in Acute Type A Aortic Dissection: The International
Registry of Acute Aortic Dissection Score

Vincenzo Rampoldi, MD, Santi Trimarchi, MD, Kim A. Eagle, MD,
Christoph A. Ni sone, MD, Truls Myrmel, MD,
Giuseppe M. Sangiorgi, MD, Carlo De Vincent na V. Cooper, MS,

D, Arun Raghupathy, MD,

Jianming Fang, MD, MS, De
el

MD, on behalf of the International
ators

Registry of Acute Aortic Dmum»n (IRAD) Inv

Table 5. Preoperative Prediction Model

Overall % Among % Among Score Death OR
Variable TypeA(%) Survivors  Death  Coefficient Assigned pValue  (95% CI)
Age=T0y 73 21 74 068 07 <001 198(119-329)
History aortic valve replacement 45 38 66 14 15 <001 421(156-134)
Presenting hypotension, shock, 28 24 90 117 12 <001 323(195537)

or tamponade

Migrating chest pain 138 121 193 058 09 <001 242(1.32-445)
Preoperative cardiac tamponade 155 7 82 097 10 <001 265 (148-475)
Any pulse deficit 26 %7 78 056 06 003 175 (1.06-288)
ECG infarct, new Q waves, 211 187 203 057 06 004 176(1.02-3.03)

ST elevation, or ischemia

C1 = confidence interval,  ECG = electrocardiogram; O = odds rato.




Diagnostic
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treatment of aortic diseases
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2024 ESC Guidelines for the management

of peripheral arterial and aortic diseases
Developed by the task force on the management of peripheral arterial
and aortic diseases of the European Society of Cardiology (ESC)
Endorsed by the European Association for Cardio-Thoracic Surgery
(EACTS), the Network on Rare

Vascular Diseases (VASCERN), and the European Society of Vascular
Medicine (ESVM)

Authors/Task Force Members: Lucia Mazzolai © *, (Chairperson) (Switzerland),

Recommendations for diagnostic work-up of acute aortic syndrome
I patients with suspected AAS since it is widely available, 0

'

Table 4 Revised recommendations
Recommendations in 2017 (PAD) and 2014 Class  Level Recommendations in 2024 Class
(Aortic)
Recommendations for diagnostic work-up of acute aortic syndrome
TTE is recommended as an initial imaging investigation. |
In stable patients with a suspicion of AAS, the following ' c '
imaging modalites are recommended (or should be
considered according to local availability and expertise): | |
MRI In patients with suspected AAS, CMR should be

1 c considered as an alternative imaging technique if CCT is la

not available.
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Clinical suspicion of AAS: determine ADD-RS*

J

Aortic dissection detection-risk score (ADD-RS)*

High-risk condition High-risk pain feature High-risk examination feature

« Marfan syndrome + Chest,back, or abdomiral « Haemodynamic instabiity
¢ b

« Perfusion defict (pulse deficit,
differental systolic blood pressure)
« Focal neurological deficic
New AR murmur.

* Known aortic valve disease onses, severe intensity,or
+ Recent aortic manipulation ripping/cearing
* Known zortic aneurysm

If one present = | ADD-RS point If presenc = | ADD-RS point I one present = | ADD-RS point

I

High risk: ADD-RS 22

ECG: exclude STEMI (2023 ESC ACS Guidelines)

Chest X-Ray and laboratory test and POCUS (i available)
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Dissection aortique aigué

< Flap intimal (piége : artefact linéaire) :

Diagnostic

v flap : image linéaire traversant la lumiére aortique
v’ sépare vrai et faux chenal & extension variable (type A ou B)
v valeur des calcifications (signent l'origine intimale)
v porte(s) entrée / réentrée
< Signes indirects :
v dilatation (réguliere) de I'aorte
v insuffisance aortique (aigué / non connue)
v épanchement péricardique (hémopéricarde)

¥ anomalie contraction segmentaire (dissection coronaire)

TYPEA (2
CHOC)

¥ hémomédiastin, hémothorax gauche.

Roudaut R. In : Echocardiographie clinique de l’adulte. Ed Estem, 2003 ; PP : 953-73

N

J

Diagnostic

insuffisance aortique : éliminer
une dissection aortique

N

Diagnostic




Artefact linéaire vs. flap intimal
Aorte ascendante

tefact linéaire

Criteres diagnostiques d’artefact linéaire
Aorte ascendante

Differential Transesophageal

Intra-aortic linear artifact only if aortic diameter >

g
Linear Artifacts and Intraluminal Flap of diameter of adjacent anatomical structure (RAP, LA)

Linear Aortic Dissection or Disruption*
(mult‘\path) Pl Vi, D KT, e, MDY ooy R, D Prevalence: 23%
artifact 0 Do K . 5 o 5
(CHEST 2001; 119:1778-1790) Diagnostic criteria:
moves parallel to aortic walls
angle with aortic wall > 85°
' thickness > 2.5 mm
Intimal fla - - .
P similar velocities on both sides
At least 3 of these criteria fulfilled:
Specificity: 100%; positive predictive value: 100%.
Diagnosis of Ascending Aortic Dissection by Transesophageal Linear artifact Origine des artefacts linéaires de réverbération
Echocardiography: Utility of M-Mode in Recognizing Artifacts
TERESA GONZALEZALUIAS MD, ROSA DOMINGUEZ.ORONGE. M Aorte ascendante
ARMANDO SALAS, MD, GAIETA PERMANYER-MIRALDA. MD.
e JORDI SOLER SOLER, M, FACC S
- " Clinical Significance and Origin of Artifacts in Transesophageal

January 1996:102-7

Free motion of actual aortic flap
(according to pressure gradient
between true & false lumen)

Variable angle with aortic wall
(transverse view)

Usually thin structure (intimal flap)

Frequent difference of blood flow
velocity (true vs. false lumen)

STATE OFTHE ART REVIEW ARTICLE
Echocardiography of the Thoracic Aorta

ALAN F. APELUE MU, PETER G. WALKER, PUD.* J, K. YEOH, MD,
'ANTHONY BONITATIBUS, B5* AIIT P. YOGANATHAN, D,
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Avoiding Misdiagnosis and Missed Diagnosis
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J Am Coll Cardiol 1993; 21: 754-60

Diagnostic

Hématome de paroi (intra-aortique) aigu
« Epaississement en croissant ou circonférentiel de la paroi aortique (> 7 mm) : « granité » ou hétérogeéne

* Extension variable (idem dissection)

< Intima refoulée (calcifications)
«+ Elargissement (régulier) de I'aorte (inconstant)
<+ Signes d’extravasation possibles :

v Hémopéricarde

v Hémomédiastin

v Hémothorax

<+ Pas porte entrée, non circulant.

Mohr-Kahaly S et al. ] Am Coll Cardiol 1994 ; 23 : 658-64

Diagnostic

Hématome de paroi (intra-aortique) aigu

e " o
ETT immeédiate aux urgences

Vue sous-costale

Vue parasternale




Diagnostic

Hématome de paroi (intra-aortique) aigu

e
ETO au bloc opeératoire chez un patient anestheésie

Diagnostic

Fissuration d’anévrysme de I’aorte ascendante

e
ETT aux Urgences car douleur thoracique + hypotension

it \ 6 Diagnostic
) ) )

Fissuration d’anévrysme de I’aorte ascendante

e
ETT aux Urgences car douleur thoracigue + hmotension

) ) /\ . ) magmnﬁ Conclusion

Syndrome aortique aigu

Syndrome aortique aigu + hypotension ‘ choc = urgence vitale

“* But# 1: diagnostic précoce
“* But # 2 : identifier les signes d’extravasation en ETT

«» But# 3 : chirurgie immédiate si aorte ascendante (compléter les informations par une ETO au BO).
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) 2014 ESC Guidelines on the diagnosis and
treatment of aortic diseases
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Sensitivity of the Aortic Dissection Detection Risk Score, a
Novel Guideline-Based Tool for I i ion of Acute
Aortic Di: ion at Initial Pr i
Results From the International Registry of Acute Aortic Dissection

Adam M. Rogers, MD; Luke K. Hermann, MD; Anna M. Booher, MD; Christoph A. Nienaber, MD:
David M. Williams, MD; Ella A. Kazerooni, MD; James B. Froehlich, MD; Patrick T. O’Gara, MD;
Daniel G. Montgomery, BS: Jeanna V. Cooper, MS: Kevin M. Harris, MD; Stuart Hutchison, MD;

Arturo Evangelista, MD: Eric M. Isselbacher, MD; Kim A. Eagle, MD: on behalf of the IRAD Investigators
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