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Notes:

1) These guidelines are intended to be flexible and many patients will need bespoke imaging follow-up determined by their clinical scenario. Some patients relegated to 2 or 3 year follow-up may need to change trajectory to more frequent follow-up dependent on circumstances.
2) Within these guidelines “risk factors for aneurysmal disease” include: Marfan Syndrome, EDS, LDS and significant familial history but exclude BAV Syndrome.
3) Pre-discharge CT scanning as clinically indicated but should be routine in cases such as acute Type A repair, Frozen Elephant Trunk procedures and TEVARs.
4) Emphasis should be on discharge from Clinic to referring Cardiologist for:

a) Imaging follow-up of prosthetic valves
b) Secondary prophylaxis  of risk factors 
(BP, Lipids, Diabetes, Smoking etc)

but only once:

a) Documentation of a satisfactory post operative scan is completed

b) No acute surgical issues remain

c) No residual aortic disease

d) No significant risk factors for aortic disease

5) Consider referring patients and their families to Dr Vicki McKay for investigation of inherited cardiovascular conditions if indicated.
6) Consider referring patients with  complex ACHD disease  to ACHD services (Dr Sajid Aslam).

7) In the case of surgical turn downs consider discharging back to referring centre.
8) Patients with mycotic disease or vasculitis or other atypical disease will need bespoke management.
9) Patients referred in from afar should be given the option of local follow-up to a named physician with clear instructions for follow-up imaging.
10) Consider referring patients with sub-therapuetic aneurysms for surveillance into the Virtual Clinic for paper follow-up via formal referral via Clinical Lead for Aortic Surgery.

	Root +/- ascending +/- hemiarch

-No distal pathology
-No risk factors for aneurysmal disease
	-Post operative CT Aorta to be booked at  6 week OPA along with echocardiography as required
-Further review at 3 months with scans
Consider discharging patient to cardiologist after post-op review at 3 months for routine follow-up of prosthetic valves and secondary prophylaxis


	Root+/- ascending+/- hemiarch

-residual distal pathology
-risk factors for aneurysmal disease


	-Post operative CT Aorta to be booked at  6 week OPA along with echocardiography as required
-Further review at 3 months with scans

Dependent on residual disease or risk factors:

-CT/MRI and echo every  1 year aiming for 2-3 year follow-up once stability of disease established
Consider discharging patients of age 80 years or above



	Repair acute Type A Dissection
Total arch and conventional ET

Total arch and frozen ET
	-Pre-discharge CT whole aorta should be performed
-Post operative CT Aorta to be booked at  6 week OPA along with echocardiography as required
-Further review at 3 months with scans

Dependent on residual disease and risk factors:
-CT/MRI and echo every  6 months initially  aiming for 1-3 year follow-up once stability of disease established
These patients are prone to rapid disease progression and require close monitoring. 
No patients should be discharged.
-Predischarge CT Aorta should be performed

-Post operative CT Aorta to be booked at  6 week OPA along with echocardiography as required
-Further review at 3 months with scans

Dependent on residual disease or risk factors:

-CT/MRI and echo every  1 year aiming for 2-3 year follow-up once stability of disease established
Consider discharging patients of age 80 years or above
Consider discharging patient to cardiologist after 10 years

-Predischarge CT Aorta should be performed

-Post operative CT Aorta to be booked at  6 week OPA along with echocardiography as required
-Further review at 3 months with scans

Dependent on residual disease or risk factors:

-CT and echo every  1 year aiming for 2-3 year follow-up once stability of disease established
Consider discharging patients of age 80 years or above

These patient require close follow-up for possible endoleaks and need for TEVAR extension


	Acute Type B aortic dissection
-medical management

Acute Type B aortic dissection

-surgical/TEVAR
	Complicated acute Type B aortic dissection will have been transferred as in-patient and had clinically indicated imaging
Uncomplicated acute Type B aortic dissection should have received a diagnostic index CT scan with a recommendation for further scan at 48 hours and 1 week. Providing BP control and asymptomatic status they will be seen in outpatient within 4-6 weeks to consider TEVAR in the sub-acute phase (2-12 weeks)
-A pre-discharge CT Aorta should be performed

-Post operative CT Aorta to be booked at  6 week OPA 
-Further review at 3 months with scans

-Dependent on residual disease or risk factors:

-CT/MRI every  1 year aiming for 2-3 year follow-up once stability of disease established
Consider discharging patients of age 80 years or above



	DTA and thoraco-abdominal aortic aneurysm repair
	-A pre-discharge CT Aorta should be performed
-Post-operative CT Aorta to be booked at  6 week OPA 
-Further review at 3 months with scans

-Dependent on residual disease or risk factors:

-CT/MRI  every  1 year aiming for 2-3 year follow-up once stability of disease established
Consider discharging patients of age 80 years or above



	Isolated TEVAR and CABG EVAR

Patients
	-A pre-discharge CT Aorta should be performed
-Post-operative CT Aorta to be booked at  6 week OPA along with echocardiography as required
-Further review at 3 months with scans

Patients should be referred onto Vascular Services for long term monitoring for endoleaks



	Special considerations:
Marfan Syndrome
LDS

EDS

Familial disease
	These patients should not be discharged
LDL and EDS should have MRI imaging of aorta, cerebral vessels and pelvic vessels every two years as a minimum

Consider referring to Dr Vicki McKay



	Aortic Coarctation and complex ACHD patients

	-A pre-discharge CT Aorta should be performed

-Post-operative CT Aorta to be booked at  6 week OPA along with echocardiography as required
-Further review at 3 months with scans

Consider referring patients to ACHD Service at LHCH (Dr Sajid Aslam



Follow-up of sub-therapeutic thoracic aortic aneurysm

Patients with aneurysms in the proximal aorta less than 5.5cm and distal thoracoabdominal aorta less than 6.5cm need imaging follow-up. Exceptions are:

1) Patients with concurrent coronary disease needing surgery

2) Patients with concurrent valvular disease needing surgery

3) Patients with other disorders needing cardiovascular intervention

In which case the size dimensions for intervention may be reduced.

Size criteria for intervention may also be reduced to 4.5-5.5 in:

1) Marfan Syndrome

2) Erhlers-Danlos Syndrome

3) Turners Syndrome

4) Lowis-Dietz Syndrome

5) Bicuspid Aortic Valve Syndrome

6) Genetic mutations and family history

Imaging follow-up is patient specific and will depend on the circumstances. Small to modest proximal aortic aneurysms (<4.5cm) may be followed-up with echocardiography on a yearly basis. MRI may also be suitable and avoid the radiation burdon of repeated CT scans. When patients approach threshold for intervention a CT will be appropriate as this is the modality used to measure dimensions most accurately. Mild to modest aneurysms of the thoracoabdominal aorta may be followed up with MRI and then CT as the threshold for surgery is approached. Imaging from the point of diagnosis initially needs to be 3-6 monthly to establish a timeline of stability but may then be spaced out to 1-3 yearly depending on circumstances. Referral for surgery should be made with echocardiography, coronary angiogram and gated CT whole aorta.
