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Table 1. Comparison of Demographic Features, Presentation, and Histopathology in the 
Most Common Causes of Aortitis 
 

 
 
Kadian-Dodov D, Seo P, Robson PMet al. Inflammatory Diseases of the Aorta: JACC Focus Seminar, Part 2. 
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Table 2. ACC/AHA 2022 GL on Aortic Disease. Inflammatory Aortitis: Diagnosis and 
Treatment of Takayasu Arteritis and Giant Cell Arteritis (GCA). 
 

Diagnosis 
In patients with large vessel vasculitis (LVV), prompt evaluation of the entire aorta  I C-LD 
and branch vessels with MRI or CT, with or without 18F-FDG positron emission  
tomography (FDG-PET). 
 

Treatment 
In patients with active GCA or Takayasu arteritis, initial medical therapy with high-dose I B-NR 
glucocorticoids. 
 
In patients with GCA who have evidence of active aortitis, tocilizumab    I B-R 
as adjunctive therapy to glucocorticoids, with methotrexate as an alternative. 
 
In all patients with Takayasu arteritis, nonbiological disease-modifying anti-rheumatic  I C-LD 
drugs (DMARD) in combination with glucocorticoids. 
In patients with active GCA or Takayasu arteritis, treatment efficacy   I C-LD 
periodically assessed by monitoring inflammatory serum markers  
(C-reactive protein and erythrocyte sedimentation rate), imaging with CT, MRI,  
or FDG-PET, and clinical symptoms. 
 
In patients with GCA or Takayasu arteritis who are in remission, elective endovascular  IIa C-LD 
or open surgical intervention to treat aortic and branch vessel complications. 
 
In patients with GCA or Takayasu arteritis and aortic involvement who are in remission,  IIa C-EO 
Annual surveillance imaging with CT, MRI, or FDG-PET. 
 
 
Diagnostic Criteria for Inflammatory Aortitis 
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Figure 1. ACC/AHA 2022 GL on Aortic Disease. The 2018 European Alliance of 
Associations for Rheumatology (EULAR; formerly European League Against Rheumatism) 
Recommended Algorithms for the Pharmacological Treatment of Takayasu Arteritis. 
 
csDMARD indicates conventional synthetic disease modifying antirheumatic drug; GC, glucocorticoids; and TNF, 
tumor necrosis factor. 
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Figure 2. ACC/AHA 2022 GL on Aortic Disease. The 2018 European Alliance of 
Associations for Rheumatology (EULAR; formerly European League Against Rheumatism) 
Recommended Algorithms for the Pharmacological Treatment of Giant Cell Arteritis 
 
GC indicates glucocorticoids; GCA, giant cell arteritis; and TNF, tumor necrosis factor. 
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Table 3. ACC/AHA 2022 GL on Aortic Disease.  
 
Diagnosis and Management of Infection of the Native Aorta 
 
 
Open surgical repair in patients with infectious aortitis and associated aneurysms  I C-EO 
or dissection of the thoracic or abdominal aorta. 
 
In select patients, treatment with endovascular repair.     IIb C-LD 
 
In patients with infectious aortitis complicated by rupture, either open    IIa C-EO 
or endovascular repair, based on the patient’s status at presentation  
and institutional expertise. 
 
In patients with infectious aortitis, intravenous antimicrobial therapy    IIb C-EO 
of at least 6 weeks’ duration, with lifelong suppressive therapy in select cases  
not amenable to interventional repair or who have recurrent infection. 
 
 
 
 
 
 
 
Management of Aortic Mycotic Aneurysm: Comparison of Resection and Extra-Anatomic 
Reconstruction, In Situ Reconstruction, or Endovascular Device Repair 
 

 
 
 
 
Diagnosis and Management of Prosthetic Aortic Graft Infection 
 

Diagnosis 
In patients with a prosthetic aortic graft, who have signs and symptoms   IIa B-NR 
or culture evidence of unexplained infection or have unexplained gastrointestinal  
bleeding, cross-sectional imaging to evaluate for an underlying aortic graft infection. 

Treatment 
In patients with an infected prosthetic aortic graft who are hemodynamically  IIa B-NR 
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stable and have appropriate anatomy, perform open surgery with either in situ  
reconstruction or extra-anatomic bypass. 
 
In patients with an infected prosthetic aortic graft who are hemodynamically  IIa B-NR 
unstable, perform open surgery with either explant or in situ reconstruction. 
 
In patients with an infected prosthetic aortic graft, endovascular therapy  IIa C-LD  
either as bridge therapy in those with hemodynamic instability or as long-term  
therapy in those who are unsuitable candidates for open surgery. 

Late Management 
In patients who have undergone treatment of an acute prosthetic aortic graft  I C-LD 
infection, targeted intravenous antimicrobial therapy of at least 6 weeks’ duration,  
with prolonged suppressive oral therapy in select cases, plus a consultation  
and follow-up with an infectious disease specialist. 
 
In patients with an infected prosthetic aortic graft and either an extensive  IIb C-LD 
perigraft abscess or an infection caused by methicillin-resistant S. aureus,  
Pseudomonas aeruginosa, or a multidrug-resistant microorganism,  
or who have undergone in situ reconstruction, lifelong suppressive oral antimicrobial 
therapy after the initial course of therapy. 
 
 
 
 
 
 
 


