
Traitement 

•  Médical : 
 

•  Toujours indiqué si IVG 
–  Mesures hygieno-diététiques + Prophylaxie EI 
–  Diurétiques 
–  Digitaliques 

•  Place des vasodilatateurs (Nifédipine ou IEC) 
–  Permet de différer la chirurgie si IA volumneuse asymptomatique 

à VG conservé 

•  Place des Béta bloquants 
–  Dystrophique avec dilatation Ao Asc. 
–  Attention si IVG 

 



Traitement 

•  Chirurgical : 
•  Techniques selon indication 
•  Chronologie de l’amélioration 

»  Restitution en 1 à 2 ans avec une diminution des diamètres 
et masse Vent. De 30 à 35 % mais une amélioration reste 
possible juqu’à 8 ans. 

»  Hypertrophie concentrique temporaire car les diamètres 
diminuent plus vite que la masse Vent.  

•  Risque < 5 % 
–  Survie à 5 ans 

»  94 % si bon VG 
»  77 % si VG altéré 
»  47 % si IVD  



Causes of Aortic Regurgitation 

Aortic aneurysm 
Marfan‘s syndrome 
Aortic dissection 
Congenital abnormalities 
Myxomatous degeneration 
Rheumatic disease 
Infective endocarditis 
Calcific degeneration 
 Cusp pathology 

Root pathology 



Aortic Valve Replacement 

Thromboembolism 
Anticoagulation/ 

 Hemorrhage 
Structural failure 
PV endocarditis 

Incidence of valve- 
related complications 

Hammermeister et al, JACC 2000 



Reoperation for any Reason  
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YEARS AFTER VALVE REPLACEMENT 

79% 
66% 

57% 
45% 

prosthesis-related death 
mechanical 37% 
biological 41% 
 

p=0.02 



Aortic Regurgitation 

Remodeling Inclusion Remplacement 
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Surgical Technique 
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Prostheses Sizing 
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Surgical Technique 



Indication opératoire 

•  Aigüe : presque toujours 

•  Chronique : 
•  Symptomatiques :  

»  survie passant de 4 à 41 % à 10 ans 
»  Pas d’indication dépassée  

•  A ou paucisymptomatiques : 
»  Sans atteinte aortique : 

  - RCT > 0,58 
  - DTs > 55 mm ou DTd > 75 mm 
  - VTD > 200 ml/m2 

  - FR < 25 % 
»  Avec atteinte aortique : 

  - Ao Asc > 50 mm 

•  Surveillance Post-opératoire : +++ IRM 



indications opératoires des IA  chroniques 
patients asymptomatiques 

 
 * Indications admises : 

- IA volumineuse avec dysfonction VG (DTSVG>25 mm/m² ou FE <50%) 
- IA du syndrome de Marfan ou bicuspidie avec dilatation de l’aorte ascendante 
(diamètre maximal >50mm) ou avec progression rapide du diamètre au cours du suivi 
- IA avec dilatation de l’aorte ascendante (diamètre maximal >55mm) ou progression 
rapide du diamètre au cours du suivi 

 * Indications discutées : 
- IA volumineuse avec dilatation VG importante (DTDVG>70 mm) ou FE comprise 
entre 50 et 55% 
- IA du syndrome de Marfan ou bicuspidie sans fuite sévère avec diamètre aortique 
compris entre 45 et 50mm en fonction des possibilités de chirurgie conservatrice, de la 
notion d ’évolutivité et de l ’âge 
- IA du syndrome de Marfan et désir de grossesse si diamètre de l ’aorte ascendante 
>40 mm 



Indications opératoires des IA  chroniques 
patients symptomatiques 

 
 

 * Indications admises : 
-  IA volumineuse 
 

 * Indications discutées : 
-  IA de sévérité moyenne et indication d’une autre chirurgie cardiaque 

  Si Ao> 50 mm / 24 mm/m2  è Remplacement Ao Asc. 
 

              Surveillance post-opératoire par IRM  



ESC/EACTS GUIDELINES

Guidelines on the management of valvular heart
disease (version 2012)
The Joint Task Force on the Management of Valvular Heart Disease
of the European Society of Cardiology (ESC) and the European
Association for Cardio-Thoracic Surgery (EACTS)

Authors/Task ForceMembers: AlecVahanian (Chairperson) (France)*,OttavioAlfieri
(Chairperson)* (Italy), Felicita Andreotti (Italy), Manuel J. Antunes (Portugal),
Gonzalo Barón-Esquivias (Spain), Helmut Baumgartner (Germany),
MichaelAndrewBorger (Germany),ThierryP.Carrel (Switzerland),MicheleDeBonis
(Italy), Arturo Evangelista (Spain), Volkmar Falk (Switzerland), Bernard Iung
(France), Patrizio Lancellotti (Belgium), Luc Pierard (Belgium), Susanna Price (UK),
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biological and mechanical prostheses are associated with the
long-term risk of valve related complications (see Section 11).

4.4 Indications for surgery
In symptomatic acute severe AR, urgent/emergent surgical inter-
vention is indicated.
In chronic severe AR, the goals of treatment are to prevent

death, to diminish symptoms, to prevent the development of HF,
and to avoid aortic complications in patients with aortic
aneurysm.69

On the basis of robust observational evidence, recommended
surgical indications are as follows (Table 8A, B; Figure 1):

† Symptom onset is an indication for surgery in patients with
severe AR. Surgery should also be performed in patients with
LV dysfunction or marked LV dilatation after careful exclusion
of other possible causes. Although, in these patients, post-
operative outcome is worse than in those operated on earlier,
an acceptable operative mortality, improvement of symptoms
and acceptable longer-term survival can be obtained.48,70,71

† Surgery is indicated in asymptomatic patients with severe AR
and impaired LV function (EF ,50%) and should be considered
if LV end-diastolic diameter (LVEDD) is .70 mm or LVESD is
.50 mm (or .25 mm/m2 BSA in patients with small body
size), since the likelihood of developing irreversible myocardial
dysfunction is high if intervention is delayed further, and

postoperative results are excellent if surgery is performed
without delay. Good imaging quality and data confirmation
with repeated measurements are recommended before
surgery in asymptomatic patients. A rapid worsening of ven-
tricular parameters on serial testing is another reason to con-
sider surgery.

† The rationale for surgery in patients with ascending aortic and
root dilatation has been best defined in Marfan patients. In bor-
derline cases, the individual and family history, the patient’s age,
and the anticipated risk of the procedure should be taken into
consideration. In patients with Marfan syndrome, surgery
should be performed with a lesser degree of dilatation
(≥50 mm). In previous guidelines, surgery was considered
when aortic diameter was .45 mm. The rationale for this ag-
gressive approach is not justified by clinical evidence in all
patients. However, in the presence of risk factors (family
history of dissection, size increase .2 mm/year in repeated
examinations using the same technique and confirmed by
another technique; severe AR; desire to become pregnant),
surgery should be considered for a root diameter ≥45 mm.61

With an aorta diameter of 40–45 mm, previous aortic growth
and family history of dissection are important factors which
would indicate advising against pregnancy.72 Patients with Marfa-
noid manifestations due to connective tissue disease, without
complete Marfan criteria, should be treated as Marfan patients.
In individuals with a bicuspid aortic valve, the decision to

Table 8 Indications for surgery in (A) severe aortic regurgitation and (B) aortic root disease (whatever the severity of
aortic regurgitation)

Class a Level b Ref C

A. Indications for surgery in severe aortic regurgitation

 Surgery is indicated in symptomatic patients. I B 59

 Surgery is indicated in asymptomatic patients with resting LVEF ≤50%. I B 71

 Surgery is indicated in patients undergoing CABG or surgery of ascending aorta, or on another valve. I C

 Surgery should be considered in asymptomatic patients with resting EF >50% with severe LV dilatation:
 LVEDD >70 mm, or LVESD >50 mm or LVESD >25 mm/m2 BSA.d IIa C

B. Indications for surgery in aortic root disease (whatever the severity of AR)

 Surgery is indicated in patients who have aortic root disease with maximal ascending aortic diametere ≥50 mm
 for patients with Marfan syndrome. I C

 Surgery should be considered in patients who have aortic root disease with maximal ascending aortic diameter:
≥45 mm for patients with Marfan syndrome with risk factorsf

≥50 mm for patients with bicuspid valve with risk factorsg

≥55 mm for other patients

IIa C

AR ¼ aortic regurgitation; BSA ¼ body surface area; CABG ¼ coronary artery bypass grafting; EF ¼ ejection fraction; LV ¼ left ventricular; LVEDD ¼ left ventricular
end-diastolic diameter; LVESD ¼ left ventricular end-systolic diameter.
aClass of recommendation.
bLevel of evidence.
cReference(s) supporting class I (A + B) and IIa + IIb (A + B) recommendations.
dChanges in sequential measurements should be taken into account.
eDecision 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.
fFamily history of aortic dissection and/or aortic size increase .2 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), severe AR or mitral regurgitation, desire of pregnancy.
gCoarctation of the aorta, systemic hypertension, family history of dissection or increase in aortic diameter .2 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).
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consider surgery in aortic diameters ≥50 mm should be based
on patient age, body size, comorbidities, type of surgery, and the
presence of additional risk factors (family history, systemic
hypertension, coarctation of the aorta, or increase in aortic
diameter .2 mm/year in repeated examinations, using the
same technique and confirmed by another technique). In
other circumstances, aortic root dilatation ≥55 mm indicates
that surgery should be performed, irrespective of the degree
of AR.73

† For patients who have an indication for surgery on the aortic
valve, lower thresholds can be used for concomitant aortic
replacement (.45mm) depending on age, BSA, aetiology of
valvular disease, presence of a bicuspid aortic valve, and intrao-
perative shape and thickness of the ascending aorta.74

† Lower thresholds of aortic diameters may also be considered in
low-risk patients, if valve repair is likely and performed in an
experienced centre with high repair rates.

The choice of the surgical procedure is adapted to the experi-
ence of the team, the presence of a root aneurysm, characteristics
of the leaflets, life expectancy, and desired anticoagulation status.

4.5 Medical therapy
Vasodilators and inotropic agents may be used for short-term
therapy to improve the condition of patients with severe HF
before proceeding with aortic valve surgery. In individuals with
chronic severe AR and HF, vasodilators (angiotensin-converting
enzyme (ACE) inhibitors or angiotensin receptor blockers
(ARBs)) are useful in the presence of hypertension, when
surgery is contraindicated, or LV dysfunction persists postopera-
tively. A positive effect of these agents, or dihydropyridine
calcium channel blockers, in asymptomatic patients without hyper-
tension in order to delay surgery is unproven.75

In patients with Marfan syndrome, beta-blockers may slow aortic
root dilatation and reduce the risk of aortic complications and

AR severe

Symptoms

LVEF 50% or LVEDD >70 mm or
LVESD >50 mm (or >25 mm/m2 BSA)

No Yes

No Yes

No Yes

No Yes

Follow-up Surgeryb

AR with significant enlargement
of ascending aortaa   

AR = aortic regurgitation; BSA = body surface area; LVEDD = left ventricular end-diastolic diameter; LVEF = left ventricular ejection fraction; 
LVESD = left  ventricular end-systolic diameter.
aSee Table 8 for definition. 
bSurgery must also be considered if significant changes in LV or aortic size occur during follow-up.

Figure 1 Management of aortic regurgitation.
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