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ABSTRACT 

 

Aortitis is a common cause of consultation in internal medicine and rheumatology. Signs are 

non-specific and no consensus exists to date about imaging method and criteria to diagnose 

aortitis. The aim of our study was to draw up an inventory of the imaging methods and criteria 

used by internists/rheumatologists, radiologists, and nuclear medicine physicians in France to 

diagnose aortitis.  

Auto questionnaires (Google Form) were nationally sent by mail to internists, 

rheumatologists, radiologists, and nuclear physicians. Sex, professional status, institution, 

speciality, duration of senior practice and mean number of diagnosis of aortitis per year were 

recorded for all the participants. Specific questions on imaging for the diagnosis of aortitis were 

attributed to each speciality  

A total of 239 answers were collected: 133 internists/rheumatologists, 10 radiologists and 

96 nuclear physicians. The first exam chosen by internists/rheumatologists for the diagnosis of 

aortitis was Computed tomography. Halo sign was the main diagnostic criteria used on 

ultrasound, whereas wall thickness was he the mostly used on Computed tomography or 

Magnetic resonance imaging, with a threshold of 3 mm [2.5-5] and 3 mm [2.4-4] respectively. 

On [18F]-fluorodeoxyglucose positron emission tomography, the visual method was widely 

used with aortitis defined by vascular [18F]-fluorodeoxyglucose uptake similar or higher to 

those of the liver. 

Our results reflected the lack of consensus about imaging diagnosis of aortitis among clinical 

physicians, radiologists and nuclear medicine physicians. Homogenization of diagnosis criteria 

are warranted. 

 

Key words: Aortitis ; Imaging ; Diagnosis 
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INTRODUCTION 

 

Aortitis is the all-encompassing term ascribed to inflammation of the aorta wall (1). The 

epidemiology of aortitis as a distinct clinical entity is poorly characterized. One survey-based 

study of 1,290 hospitals in Japan determined a crude incidence of 0.01 cases per 100,000 

children per year (2). Some studies from patients treated for ascending aortic surgery reported 

a prevalence of 6.1% (3–5). Classification of aortitis includes infectious diseases (tuberculosis, 

syphilis, Salmonella spp. and other bacteria), rheumatologic diseases (especially  giant cell 

arteritis and Takayasu arteritis) and also isolated aortitis (6–8).  

Aortitis is a common reason for consultation in internal medicine/rheumatology. Signs are 

non-specific, ranging from asymptomatic to aortic dissection/rupture. Inflammatory biomarkers 

are used but they lack sensitivity and especially specificity (1,9,10).  

All in all, imaging is necessary for the diagnosis of aortitis. However, to date, no consensus 

exists about imaging method to diagnose aortitis. The recent recommendations from the 

European Alliance of Association for Rheumatology (EULAR) propose indifferently the use of 

Ultrasound (US), Computed Tomography (CT), Magnetic Resonance Imaging (MRI) or [18F]-

fluorodeoxyglucose positron emission tomography ([18F]-FDG-PET) (11). Moreover, 

definition criteria of aortitis using these imaging differs according the available literature.  

The aim of our study was to draw up an inventory of the imaging methods and criteria used 

by internists/rheumatologists, radiologists, and nuclear medicine physicians in France to 

diagnose aortitis.  
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MATERIAL AND METHODS 

 

Study design and population 

This is a descriptive, cross-sectional survey, taking place between February, 2021 to 

February, 2022. A Google Form® questionnaire was sent to senior physicians of internal 

medicine/rheumatology, radiology and nuclear medicine through the mailing list of the 

scientific societies (Société Nationale de Médecine Nucléaire (SNMN), Club Rhumatologie et 

Inflammation (CRI)), or through information in the national e-newsletter available on the 

website of the scientific societies (Société Nationale Française de Médecine Interne (SNFMI), 

CRI).  

 

Data collection 

Sex, professional status, institution, speciality, duration of senior practice and mean number 

of diagnosis of aortitis per year were recorded for all the participants. Specific questions on 

imaging for the diagnosis of aortitis were attributed to each speciality (i.e. no questions about 

[18F]-FDG-PET for radiologists ; no questions about US, CT or MRI for nuclear physicians ;  

additional questions about choice of first and second imaging for internists/rheumatologists) 

(Appendix 1-3).  

Each response item to define aortitis according to the type of imaging has been extracted 

from the available literature data and additional free item responses were also allowed. For US, 

presence of “halo sign” and /or consequences of aortitis (aneurysms, ectasia, stenosis or 

dissection) were used (1,7,8,12–14). On CT and MRI, aortitis was defined by a circumferential 

wall thickening of aorta and/or parietal contrast enhancement (8,12,15–19). Specific hyper-T2 

wall (oedema) was also used for MRI (8,20–26). Finally, for [18F]-FDG-PET, aortitis was 

defined by the qualitative method, that evaluate the [18F]-FDG uptake of a vascular segment 

compared with those of the liver (0: no vascular uptake, 1: less than liver uptake, 2: similar to 

liver uptake, 3: higher than liver uptake) (18,19,27–29) and/or the semi-quantitative method, 

based on the following maximal standard uptake value (SUVmax) ratios: aorta/liver or 

aorta/blood (superior or inferior cava vein) SUVmax (19,27,30,31).  

 

Outcomes 

Type of first imaging chosen for the diagnosis of aortitis, and reasons were initially assessed. 

Then, diagnosis criteria used for each type of imaging (US, CT, MRI, [18F]-FDG-PET) were 

collected for each speciality (internists/rheumatologists, radiologists and nuclear physicians).  
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Statistical analysis 

Usual descriptive methods were performed for quantitative (median/interquartile range or 

mean/standard deviation) or qualitative (percentage) variables. Comparisons were performed 

using the Chi-square test. 
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RESULTS 

 

Population studied 

A total of 239 specialists responded to the survey: 133 (55%) internists/rheumatologists, 96 

(41%) nuclear physicians and 10 (4%) radiologists. Their characteristics are depicted in table 

1. Men represented 66.5% of all the participants. Overall, 58.2% worked in university hospital, 

but a major part of nuclear physician were in private hospital (32.3%). Hospital practitioners 

represented the main professional status (55.2%). 

Most of the internists/rheumatologists and the radiologists diagnosed less than 5 aortitis by year 

(56.4% and 60% respectively) compared to 30.2% of the nuclear physicians. 

 

Choice of imaging for diagnosis of aortitis 

CT was the first imaging prescribed by the majority of the internists/rheumatologists (50%) 

followed by PET (47.7%). Only 2.3% choose MRI for first imaging and none US.  

The choice of CT or PET did not differ according to the institution type (university or general 

hospital) (Supplemental Table 1). The main reasons to choose CT in first instance were 

availability (87.9%) and delay (72.7%) (within 7 days in 83.4% of cases). The mean reason 

(90.6%) to choose [18F]-FDG-PET (obtained within 7 days in 63% of cases) was its sensitivity 

(Figure 1). 

Among the internists/rheumatologists, 74.2% prescribed a complementary [18F]-FDG-PET 

after CT to confirm the diagnosis of aortitis and 26.6% prescribed a CT after [18F]-FDG-PET 

(Supplemental Table 2).  
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Table 1. Population characteristics 

 

 Overall 

(N=239) 

Internists/rheumatologists 

(N=133) 

Radiologists 

(N=10) 

Nuclear Physicians 

(N=96) 

Men, n (%) 159 (66.5) 95 (71.4) 7 (70) 57 (59.4) 

Senior practice duration 

(years), n (%) 

    

<10 108 (45.2) 64 (48.1) 3 (30) 41 (42.7) 

11-20 79 (33.1) 38 (28.6) 3 (30) 38 (39.6) 

>20 52 (21.6) 31 (23.3) 4 (40) 17 (17.7) 

Professional status, n (%)     

Professor 32 (13.4) 23 (17.3) 3 (30) 6 (6.3) 

Associate professor 10 (4.2) 3 (2.3) 0 7 (7.3) 

Hospital practitioner 132 (55.2) 87 (65.4) 7 (70) 38 (39.6) 

Chief resident 17 (7.1) 11 (8.2) 0 6 (6.3) 

Hospital Assistant 15 (6.3) 7 (5.3) 0 8 (8.3) 

Private practitioner 33 (13.8) 2 (1.5) 0 31 (32.3) 

Institution, n (%)     

University Hospital 139 (58.2) 89 (66.9) 10 (100) 40 (41.7) 

General Hospital 67 (28) 42 (31.6) 0 25 (26) 

Private practice 33 (13.8) 2 (1.5) 0 31 (32.3) 

Aortitis diagnosis, 

(n/year), n (%) 

 

 
 

 

<5 110 (46) 75 (56.4) 6 (60) 29 (30.2) 

5-10 79 (33.1) 46 (34.6) 2 (20) 31 (32.3) 

>10 50 (20.9) 12 (9) 2 (20) 36 (37.5) 
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Figure 1. Reasons to choose CT or [18F]-FDG-PET as first exam for the diagnosis of 

aortitis 
CT: Computed tomography ; PET: [18F]-fluorodeoxyglucose positron emission tomography  
 

Diagnosis criteria for diagnosis of aortitis 

US 

The “halo sign” on US was the main criteria used by both internists/rheumatologists and 

radiologists (65.4% and 80% respectively) to diagnose aortitis (Figure 2). Aortic stenosis,  

ectasia or aneurysm were additional criteria used by 70%, 50% and 40% of radiologists 

respectively compared to 12.8%, 18.8% and 21% of internists/rheumatologists. Wall thickness 

was used as another sign of aortitis for 4.5% of internists/rheumatologists and 20% of 

radiologists. Twenty-two (16.5%) internists/rheumatologists declared to use only the 

conclusion of the radiologist to retain the diagnosis of aortitis, without reading of the US 

description. 
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Figure 2. Ultrasound criteria for the diagnosis of aortitis  
*Wall thickness 
 

CT 

Wall thickening on CT was the main criteria used by both internists/rheumatologists and 

radiologists (94% and 90% respectively) to diagnose aortitis (Figure 3). Wall enhancement was 

used as additional criteria by 90% of radiologists and 66.2% of internists/rheumatologists. A 

threshold of thickening was used by 46.6% of internists/rheumatologists and 60% of 

radiologists), with a median of 3 mm [2.5-5].  

Other criteria as aneurysms, stenosis, ectasia, peri-aortic fat stranding and/or or delayed wall 

enhancement were used by 40% of radiologists and only 3% of internists/rheumatologists. 

Among these criteria, periaortic fat stranding or delayed wall enhancement were the most used 

(20% of radiologists). 

Three (2.3%) of internists/rheumatologists declared to use only the conclusion of the radiologist 

to retain the diagnosis of aortitis. 
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Figure 3. CT criteria for the diagnosis of aortitis 
*Aneurysms, stenosis, ectasia, peri-aortic fat stranding, delayed wall enhancement.  
 

MRI 

Wall thickening and wall enhancement were used by all the radiologists and by 75.2% and 

66.2% of the internists/rheumatologists respectively to diagnose aortitis (Figure 4). A threshold 

of thickening was used by 20.3% of the internists/rheumatologists and 10 % of the radiologists, 

with a median of 3 mm [2.8-4]. Hyper-T2 wall was also used by 45.9% of the 

internists/rheumatologists and 40% of the radiologists. 

Twenty-one (15.8%) of internists/rheumatologists declared to use only the conclusion of the 

radiologist to retain the diagnosis of aortitis. 
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Figure 4. MRI criteria for the diagnosis of aortitis  
*Inflammatory fat stranding, stenosis, aneurysm 
 

[18F]-FDG-PET  

Grade 2 or 3 aortic [18F]-FDG uptake was the main criteria used by nuclear physicians to 

diagnose aortitis (58.3%). Aortic SUVmax was used by 16.1% of the internists/rheumatologists 

and by only 2.1% of the nuclear physicians. Finally, the main SUVmax ratio used was that of 

aortic/liver, by 15% of the internists/rheumatologists and 11.5% of the nuclear physicians.  

Forty-five (33.8%) of the internists/rheumatologists used only the nuclear physicians 

conclusion to retain the diagnosis of aortitis. 
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Figure 5. [18F]-FDG-PET criteria for the diagnosis of aortitis  
*Topography of the uptake of aorta, Aorta/right atrium SUVmax ratio, associated vertebral arterial uptake 

FDG: [18F]-fluorodeoxyglucose ; SUVmax: maximal standard uptake value ; SCV: superior cava vein ; ICV: 

inferior cava vein. 

 

  



20 
 

DISCUSSION 

 

Our findings show that CT and [18F]-FDG-PET are the preferential imaging for the 

diagnosis of aortitis by internists/rheumatologists (50% and 47.7% respectively). The “halo 

sign” is the main diagnostic criteria used in US and wall thickness and wall contrast 

enhancement in CT and MRI are indicative of aortitis for both internists/rheumatologists and 

radiologists. Using [18F]-FDG-PET, the visual evaluation of vascular FDG uptake compared 

to that of the liver is the main method used for the diagnosis of aortitis for both 

internists/rheumatologists and nuclear physicians. 

 

CT and [18F]-FDG-PET have shown their usefulness for the diagnosis of aortitis and was 

preferentially chosen in the available literature (32–34). The 2018 EULAR recommendations 

proposed  that every suspected giant cell arteritis (GCA) should have a confirmation by imaging 

(32) but did not precise the first exam to use between CT, MRI or [18F]-FDG-PET (33). Few 

data were published for the use of MRI in GCA but mostly in Takayasu's disease (33–35). US 

is practitioner dependant and has limited value for the diagnosis of aorta (11,33) due to its low 

sensitivity (thoracic aorta is not visible due to lungs and ribs) and low specificity and is only 

used as first exam by 3.6% of internists/rheumatologists in our study. [18F]-FDG-PET is very 

sensitive for the diagnosis of aortitis (19,32,33) but lack of specificity and is still limited by its 

availability. Moreover, in cases of inflammatory aortitis, glucocorticoids could rapidly decrease 

its diagnosis sensitivity (12,36–40). Thus, the ability to obtain CT, its usefulness and its cost 

are probably the most reasons to choose CT as first imaging to diagnose aortitis compared to 

US, MRI and [18F]-FDG-PET. Interestingly, despite overrepresentation of university hospitals 

in our study (58.2%), there was no difference in the frequency of [18F]-FDG-PET as first 

imaging for the diagnosis of aortitis between university and general/private hospitals (p = 0.36) 

(Supplemental Table 1). 

 

On CT, the main diagnostic criteria in the literature are aortic wall thickness (without 

consensus for threshold), then wall contrast enhancement (7,8,16,18,32,33). Near of 90% of 

internist/rheumatologists and radiologists used those criteria to diagnose aortitis in our survey. 

Three percent of internists/rheumatologists and 10% of radiologists noted that wall thickening 

had to be without calcification to retain aortitis, according to the fact that a thickness starting in 

a point, not circumferential, or with calcification, can be atherosclerosis (16,19). Another sign, 

mentioned by 20% of radiologists and reported in the literature (8), is the inflammation of 
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periaortic tissue with appearance of fat stranding. The threshold of wall thickness to define 

aortitis is not consensual to date. The median wall thickness in our study was of 3 mm [2.5-5]. 

In a case control study,  Berthod et al. found that a threshold of 3 mm was very specific for the 

diagnosis of GCA (100%) but had low sensitivity (29%). The value of 2.2 mm presented the 

optimal sensitivity (67%) and specificity (98%) combination (41).  

 

On MRI, as in the literature, wall thickness and wall contrast enhancement in our survey 

were the main reported signs of aortitis, followed by T2-weighted of the wall that reflect 

oedema related to inflammation (7,8,21,23). As for CT, a threshold for wall thickness on MRI 

is not clearly defined to date. However, the reported median wall thickness of 3 mm [2.8-4] was 

similar to that of the available literature (2-4 mm) (7,20,22,25).  

 

Several methods were reported to diagnose aortitis on [18F]-FDG-PET (7,18,19,26,27,29–

31).Visual methods are based on aortic FDG uptake with liver uptake as reference. In GCA, 

grade 2 (aortic uptake = liver uptake) refers to possible aortitis and grade 3 (aortic uptake > 

liver uptake) refers to defined aortitis (19). Quantitative methods are based on analysis of 

SUVmax ratios between aortic wall and the right liver lobe (area containing the fewest 

vein/arteries concentration) or  the veinous blood pool (using ICV or SCV). Simple measures 

of SUVmax are not recommended because frequent overlaps between patients and controls 

(42). To date, due to the lack of data on quantitative methods, visual method is generally 

preferred (19). Our results are in line as most of the practitioners choose visual method, 

especially grade 3 FGD-uptake, to retain the diagnosis of aortitis.  

 

Interestingly, even though no real consensus exists on the definition of aortitis on imaging 

and that, except maybe for CT, interpretation of imaging is within the field of 

radiologists/nuclear physicians, we observed that a relatively small proportion of 

internists/rheumatologists used exclusively the conclusion of the imaging specialists to make 

the diagnosis of aortitis (16.5% for US, 2.3% for CT, 15.8% for MRI and 33.8% for [18F]-

FDG-PET). It could suggest a critical analysis of imaging by internists/rheumatologists and a 

real interest of them to master the imaging tools. However, we cannot exclude a declaration 

bias leading to underestimation of these results in our population. 

 

To the best of our knowledge, our study is the first to describe and compare the imaging 

method and criteria used for the diagnosis of aortitis by internists/rheumatologists, radiologists 
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and nuclear physicians in routine practice. Our survey, based on available literature data but 

also including possibility of free responses, permitted a more accurate representation of the 

different results among the three specialities. Moreover, the national diffusion and the large 

sample allowed to record data from university and general hospital limiting recruitment and 

selection bias.  

Our study has number of limitations. First, the study design (survey) is de facto associated 

with potential declaration and selection bias. Second, the very low number of responders, 

particularly among radiologists, which lead to a limited interpretation and generalization of the 

data for this speciality. Considering official data of the French government, we estimate that 

approximately 5% of overall internists and 10% of overall nuclear physicians answered to our 

questionnaire (dataviz.drees).  
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CONCLUSION 

 

Our survey of routine practice confirms heterogeneity on imaging method and criteria for 

the diagnosis of aortitis among internists/rheumatologists but also among imaging specialists, 

due to the lack of consensus in the literature. This work will continue with the collect of 

additional data from radiologists and further proposition of a diagnostic algorithm for the 

diagnosis of aortitis.  
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Supplemental Table 1. First exam chosen to diagnose aortitis according to type of center 

 

 

University 

hospital 

General hospital 

and Private 
P* 

CT, n (%) 41 (62.1) 25 (37.9) 
0.36 

[18F]-FDG-PET,  n (%) 44 (69.8) 19 (30.2) 
 

CT: Computed tomography ; [18F]-FDG-PET: (18F)-fluorodeoxyglucose positron emission tomography 

*Chi-square test of independence  
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Supplemental Table 2. Second imaging chosen by internists/rheumatologists to diagnose 

aortitis after CT or [18F]-FDG-PET 

 

  CT first [18F]-FDG-PET first 

US, n (%) 2 (3) 7 (10.9) 

CT, n (%) - 17 (26.6) 

MRI, n (%) 6 (9.1) 7 (10.9) 

[18F]-FDG-PET , n (%) 49 (74.2) - 

None, n (%) 16 (24.2) 38 (59.4) 
One or more answer allowed 

US: Ultrasound ; CT: Computed Tomography ; MRI: Magnetic Resonance Imaging ; [18F]-PET : [18F]-

fluorodeoxyglucose positron emission tomography 

  



31 
 

Appendix 1. Auto-questionnaire version « Interniste/rhumatologue » 

 

1. Etes-vous ? 

A- Un homme 

B- Une femme 

 

2. Quelle est votre fonction ? 

A- PU-PH 

B- MCU-PH 

C- PH dans un hôpital universitaire 

D- PH dans un hôpital non universitaire 

E- Chef de clinique assistant 

F- Assistant dans un hôpital universitaire 

G- Assistant dans un hôpital non universitaire 

H- Praticien en libéral 

 

3. Depuis combien de temps exercez-vous votre spécialité (années depuis la thèse d’exercice) ? 

A- < 5 ans 

B- Entre 5 et 10 ans 

C- 10 à 15 ans 

D- 15 à 20 ans 

E- > 20 ans 

 

4. A combien, en moyenne, estimez-vous le nombre de diagnostic d’aortite que vous faites sur 

une année ? 

A- < 5 cas 

B- 5 à 10 cas 

C- > 10  

 

5. Quelle est votre spécialité ? 

A- Interniste/Rhumatologue 

B- Radiologue 

C- Nucléariste 

 

6. Dans votre pratique, quel examen prescrivez-vous en 1ère intention afin de rechercher une 

aortite ? (1 seule réponse possible) 

A- Echographie (ETT ou échographie abdominale). 

B- Angioscanner 

C- IRM 

D- TEP scanner 

E- Autre 

 

7. Pourquoi choisir cet examen en particulier ? (1 ou plusieurs réponses possibles) 

A- Prix 

B- Disponibilité dans votre centre. 

C- Délai d’obtention. 

D- Non/moins irradiant 
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E- Rentabilité diagnostique 

F- Visibilité de l’ensemble de l’aorte 

G- Autre(s) 

 

8. Dans quel délai obtenez-vous cet examen en moyenne ? 

A- < 3 jours 

B- 3 à 7 jours 

C- > 7 jours 

 

9. Faites-vous un autre examen pour confirmer le diagnostic d’aortite ? (1 ou plusieurs réponses 

possibles) 

A- Oui, une échographie (ETT ou abdominale selon la localisation). 

B- Oui, un angioscanner 

C- Oui, une IRM 

D- Oui, un TEP scanner 

E- Non. 

 

10. Dans votre pratique, parmi les éléments suivants, quel(s) élément(s) vous permet(tent) de 

poser le diagnostic d’aortite par échographie ?  (1 ou plusieurs réponse possible) 

A- Signe du halo  

B- Anévrysme  

C- Ectasie  

D- Dissection aortique  

E- Sténose  

F- Conclusion du radiologue 

G- Autre. 

 

11. Dans votre pratique, parmi les éléments suivants, quel(s) élément(s) vous permet(tent) de 

poser le diagnostic d’aortite grâce à l’angioscanner ?  (1 ou plusieurs réponses possibles) 

A- Epaississement pariétal 

B- Prise de contraste de la paroi aortique 

C- Autre  

D- Conclusion du radiologue 

 

12. En cas d’épaississement pariétal aortique à l’angioscanner, retenez-vous une valeur seuil au-

delà de laquelle le diagnostic d’aortite est plausible ?  

A- Oui 

B- Non  

 

Si A => Quel seuil choisissez-vous ? Avez-vous défini différents seuils selon la localisation de 

l’aortite ? Si oui, lesquels ? (réponse ouverte) 

 

 

13. Dans votre pratique, parmi les éléments suivants, quel(s) élément(s) vous permet(tent) de 

poser le diagnostic d’aortite grâce à l’IRM ?  (1 ou plusieurs seule réponse possible) 

A- Épaississement de la paroi  

B- Rehaussement de la paroi après injection de gadolinium 
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C- Hypersignal de la paroi en pondération T2 

D- Conclusion du radiologue 

E- Autre  

 

14. En cas d’épaississement pariétal aortique à l’IRM, retenez-vous une valeur seuil au-delà de 

laquelle le diagnostic d’aortite est plausible ? 

A- Oui 

B- Non  

 

Si A => Quel seuil choisissez-vous ? Avez-vous défini différents seuils selon la localisation de 

l’aortite ? Si oui, lesquels ? (réponse ouverte) 

 

15. Dans votre pratique, parmi les éléments suivants, quel(s) élément(s) vous permet(tent) de 

poser le diagnostic d’aortite grâce au TEP scanner ?  (1 ou plusieurs réponse possible) 

A- De façon qualitative, devant une hyperfixation aortique supérieure ou égale à la fixation 

hépatique (grade 2 ou 3)  

B- De façon qualitative, devant une hyperfixation aortique strictement supérieure à la 

fixation hépatique (grade 3) 

C- De façon semi-quantitative, avec une SUV maximale de l’aorte supérieure à une valeur 

seuil. 

D- De façon semi-quantitative, avec un ratio de SUV maximale (aorte/ foie) supérieure à 

une valeur seuil. 

E- De façon semi-quantitative, avec un ratio de SUV maximale (aorte/ veine cave 

supérieure) supérieure à une valeur seuil. 

F- De façon semi-quantitative, avec un ratio de SUV maximale (aorte/ veine cave 

inférieure) supérieure à une valeur seuil. 

G- Conclusion du nucléariste 

H- Autre  
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Appendix 2. Auto-questionnaire version « Radiologue » 
 

 

1. Etes-vous ? 

A- Un homme 

B- Une femme 

 

2. Quelle est votre fonction ? 

A- PU-PH 

B- MCU-PH 

C- PH dans un hôpital universitaire 

D- PH dans un hôpital non universitaire 

E- Chef de clinique assistant 

F- Assistant dans un hôpital universitaire 

G- Assistant dans un hôpital non universitaire 

H- Praticien en libéral 

 

3. Depuis combien de temps exercez-vous votre spécialité (années depuis la thèse d’exercice) ? 

A- < 5 ans 

B- Entre 5 et 10 ans 

C- 10 à 15 ans 

D- 15 à 20 ans 

E- > 20 ans 

 

4. A combien, en moyenne, estimez-vous le nombre de diagnostic d’aortite que vous faites sur 

une année ? 

A- < 5 cas 

B- 5 à 10 cas 

C- > 10  

 

5. Quelle est votre spécialité ? 

A- Interniste 

B- Radiologue 

C- Nucléariste 

 

6. Dans votre pratique, parmi les éléments suivants, quel(s) élément(s) vous permet(tent) de 

poser le diagnostic d’aortite par échographie ?  (1 ou plusieurs réponse possible) 

A- Signe du halo  

B- Anévrysme  

C- Ectasie  

D- Dissection aortique  

E- Sténose  

F- Autre. 

 

7. Dans votre pratique, parmi les éléments suivants, quel(s) élément(s) vous permet(tent) de 

poser le diagnostic d’aortite grâce à l’angioscanner ?  (1 ou plusieurs réponses possibles) 

A- Epaississement pariétal 

B- Prise de contraste de la paroi aortique 
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C- Autre  

 

8. En cas d’épaississement pariétal aortique à l’angioscanner, retenez-vous une valeur seuil au-

delà de laquelle le diagnostic d’aortite est plausible ?  

A- Oui 

B- Non  

 

Si A => Quel seuil choisissez-vous ? Avez-vous défini différents seuils selon la localisation de 

l’aortite ? Si oui, lesquels ? (réponse ouverte) 

 

 

9. Dans votre pratique, parmi les éléments suivants, quel(s) élément(s) vous permet(tent) de 

poser le diagnostic d’aortite grâce à l’IRM ?  (1 ou plusieurs seule réponse possible) 

F- Épaississement de la paroi  

G- Rehaussement de la paroi après injection de gadolinium 

H- Hypersignal de la paroi en pondération T2 

I- Autre  

 

 

10. En cas d’épaississement pariétal aortique à l’IRM, retenez-vous une valeur seuil au-delà de 

laquelle le diagnostic d’aortite est plausible ? 

A- Oui 

B- Non  

 

Si A => Quel seuil choisissez-vous ? Avez-vous défini différents seuils selon la localisation de 

l’aortite ? Si oui, lesquels ? (réponse ouverte) 
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Appendix 3. Auto-questionnaire version « Nucléariste » 
 

 

1. Etes-vous ? 

C- Un homme 

D- Une femme 

 

2. Quelle est votre fonction ? 

I- PU-PH 

J- MCU-PH 

K- PH dans un hôpital universitaire 

L- PH dans un hôpital non universitaire 

M- Chef de clinique assistant 

N- Assistant dans un hôpital universitaire 

O- Assistant dans un hôpital non universitaire 

P- Praticien en libéral 

 

3. Depuis combien de temps exercez-vous votre spécialité (années depuis la thèse d’exercice) ? 

F- < 5 ans 

G- Entre 5 et 10 ans 

H- 10 à 15 ans 

I- 15 à 20 ans 

J- > 20 ans 

 

4. A combien, en moyenne, estimez-vous le nombre de diagnostic d’aortite que vous faites sur 

une année ? 

D- < 5 cas 

E- 5 à 10 cas 

F- > 10  

 

5. Quelle est votre spécialité ? 

D- Interniste 

E- Radiologue 

F- Médecin Nucléaire 

 

11. Dans votre pratique, parmi les éléments suivants, quel(s) élément(s) vous permet(tent) de 

poser le diagnostic d’aortite grâce au TEP-TDM au 18FDG ?  (1 ou plusieurs réponse 

possible) 

I- De façon qualitative, devant une hyperfixation aortique supérieure ou égale à la fixation 

hépatique (grade 2 ou 3)  

J- De façon qualitative, devant une hyperfixation aortique strictement supérieure à la 

fixation hépatique (grade 3) 

K- De façon semi-quantitative, avec une SUV maximale de l’aorte supérieure à une valeur 

seuil. 

L- De façon semi-quantitative, ratio de SUV maximale (aorte/ foie) supérieure à une valeur 

seuil. 
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M- De façon semi-quantitative, ratio de SUV maximale (aorte/ veine cave supérieure) 

supérieure à une valeur seuil. 

N- De façon semi-quantitative, ratio de SUV maximale (aorte/ veine cave inférieur) 

supérieure à une valeur seuil. 

O- Autre  

 

12. Avez-vous défini un(des) seuil(s) de SUV maximale ou de ratio de SUV maximale pour 

déterminer la présence d’une aortite ?  

A- Oui 

B- Non 

Si réponse A : ouvre une fenêtre avec la question : Quelle(s) méthode(s) de calcul utilisez-

vous ? Quel seuil détermine une aortite ? (réponse ouverte)  
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RESUME 

 

Les aortites sont une cause fréquente de consultation en médecine interne et en rhumatologie. 

Les symptômes ne sont pas spécifiques et jusqu’à présent il n’existe pas de consensus quant 

aux critères diagnostics par imagerie des aortites. L’objectif de cette étude est de recenser les 

méthodes d’imagerie et les critères diagnostics des internistes, rhumatologues, radiologues et 

médecins nucléaires de France. 

 

Un auto-questionnaire (via la plateforme Google Form) a été transmis par mail aux 

différents spécialistes de France. Le sexe, le statut professionnel, le lieu d’exercice, la spécialité, 

la durée de pratique depuis la thèse ainsi que le nombre moyen de diagnostic d’aortite par an 

ont été recensé pour tous les participants. Des questions spécifiques concernant le diagnostic 

par imagerie ont été attribuées à chaque spécialité. 

 

Au total, 239 réponses furent collectées : 133 d’internistes/rhumatologues, 10 de radiologues 

et 96 de médecins nucléaires. Le premier examen utilisé par les internistes et rhumatologues 

pour le diagnostic est le scanner. Le signe du « halo » est le principal critère diagnostic à 

l’échographie. Pour le scanner et l’IRM, l’épaississement de la paroi aortique est le critère le 

plus utilisé avec un seuil, respectivement, de 3 mm [2.5-5] et 3 mm [2.4-4]. Concernant la 

Tomographie par émission de positons au  [18F]-fluorodésoxyglucose, une interprétation 

visuelle est majoritairement utilisée, définie par une hyperfixation aortique du [18F]-

fluorodésoxyglucose supérieure ou égale à l’hyperfixation du foie.  

 

Nos résultats reflètent l’absence de consensus dans le diagnostic par imagerie des aortites 

parmi les cliniciens, mais aussi les radiologistes et les médecins nucléaires. Une 

homogénéisation des critères diagnostiques est nécessaire.  

 

Mots clés : Aortite ; Imagerie ; Diagnostic 
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