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abdominal aortic aneurysm. Endovascular treatment
under local anesthesia].

Malina M', Lindblad B, B, Lundell A, Jivegard L, Ivancev K.

Abstract

We report on endovascular repair of a ruptured abdominal aortic aneurysm. A bifurcated stent
graft was inserted under local anesthesia. Aortic clamping is rapidly provided by percutaneous
placement of an aortic occlusion balloon catheter. Carbon dioxide can usually replace
conventional contrast in patients with renal i i This mini invasive p

may reduce perioperative morbldlty and mortality in patients with ruptured aortic aneurysms.

The adva™* — ghis novel technique are discussed.
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EVAR vs OSR for rAAA

Feasibility

ComEIete Reqlacement of Open Repair for Ruptured
Abdominal Aortic Aneurysms by Endovascular
Aneurysm Repair

A Two-Center 14-Year Experience

D. Mayer, MD,* S. Aeschbacher,* T. Pfammatter, MD,* F. J. Veith, MD,} L. Norgren, MD, PhD,§
A. Magnuson, BSc,|| Z. Rancic, MD, PhD,* M. Lachat, MD,* and T. Larzon, MD}

Mortality: 24%

Ann Surg 2012;2




§1 male, ruptured TAAA

Alert

Orientated to time and place

Pale, peripherally shut down

Palpable radial and femoral pulse - good BP

Knife to Skin 06:27:00
Surgical End 10:28:00

Alert

Orientated to time and place

Pale, peripherally shut down

Palpable radial and femoral pulse - good BP

celiac clamp for 15min

Knife to Skin 06:27:00
Surgical End 10:28:00

TOTAL BLOOD TOSS IS 2,250.

Conclusions

Use of EVAR vs OSR for rAAA

Huge Variation Persists after >25 yrs

Not Justified by Outcomes

Lack of Resources Is a False Excuse

”Maintaining Skills” Is Unethical Excuse for OSR

Politics, Turf Wars & Poor Governance

Shameful for Our Vascular Community

Orientated to time and place
Pale, peripherally shut down
Palpable radial and femoral pulse - good BP

celiac clamp for 15min

Knife to Skin 06:27:00
Surgical End 10:28:00

TOTAL BLOOD LOSS IS

AN P2

Orientated to time and place
Pale, peripherally shut down
Palpable radial and femoral pulse - good BP

celiac clamp for 15min

Knife to Skin 0€:27:00
Surgical End 10:28:00

1mo in ICU
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EVAR vs OSR for rAAA

Mortality & Morbidity
OSR

Survival at 12mo* 69%
(Octogenarians!)

*SWEDVASC 2020

Variation
Elective vs Emergency

Why Do Centres Not Offer EVAR 24/77

* IR cover 88.2%
» Radiology staff 52.9%.
* Hybrid theatre 41.2%

EVAR vs OSR for rAAA

Mortality & Morbidity
Mortality

Renal Failure**
Bowel Ischemia
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Variation
Elective vs Emergency

EVAR Is Less Common for rAAA:

Intact AAA: 88% EVAR
rAAA: 64%

SWEDVASC

Variation

Why Do Centres Not Offer EVAR 24/77%
Lack of Resources?
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Hospital Hired Two Endovasc. Surgeons

Two Yrs Later: >60% EVAR!




