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Should USPSTF Recommendations Be Changed and How Should
Screening Groups Be Expanded

Beth Israel Lahey Health

Beth Israel Deaconess HARVARD MEDICAL SCHOOL
Medical Center TEACHING HOSPITAL

21/11/2024

Disclosures

« None

2 Bethlsrael Deaconess.
Mecical Center

rAAA Mortality Current AAA Screening Guidelines
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Which Patients were Screening Ineligible?

Patient group

l > 75 years 63%

<65 years 24%

[Females 36% |
Dansey et a, JVS (2021)
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Missed Screening Opportunities Missed Screening Opportunities in Women
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Should Women be Screened? Should Women be Screened?
For Cost. . of A, Table V. Multivariable Analyss of Risk Factors Associated with AAA >3.0 cm in Women
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Trends in Screening Ineligibility

No significant change in men/women

in screening ineligibility rates after the

implementation of the SAAAVE Act
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Current AAA Screening Guidelines

Based on RCTs

an era where the predom modality of repair was open surgery
The Multicentre Aneurysm Screening Study (MASS)
into the effect of abdominal aortic aneurysm
screening on mortality in men: a i
controlled trial

Long-term benefit and cost-effectiveness analysis of
screening for abdominal aortic aneurysms from a

trial
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Influence of screening on the incidence of ruptured P ion based c trial on
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randomized controlled study aortic aneurysm
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EVAR Outcomes in Patients >75 Years
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Overview

Most patients presenting with rAAA do not meet the criteria for screening

Current screening guidelines are based on outdated operative risk factors

Screening is cost-effective at a prevalence as low as 0.5%
Patients currently excluded are likely to benefit from screening expansion

2018 SVS AAA Screening Guidelines

‘We recommend a one-time ultrasound screening for AAAS in
men or women 65 to 75 years of age with a history of

Strong recommendation

+ Men/women 65-75 with smoking Banscoion)
. Level of recommendation 1 (strong)
history Quality of evidence A (High)

‘We suggest ultrasound screening for AAA in first-degree
. relatives of patients who present with an AAA. Screening
Weak recommendation should be performed in first-degree relatives who are
. between 65 and 75 years of age or in those older than 75
+ Men/women 265 with a family years and in good. et
history Level of recommendation 2 (Weak)

Men/women >75 with smoking Qtalicilevicence Ele)

. 3 for
history & e e T e
. : ; » | andinotherwise who have not previously
Rescreening after 10 years for aortic 2 [
diameter of 2.5-3.0 cm S Level of recommendation 2 (Weak)
3 jence. < (tow)
% [finitial ultrasound screening identified an aortic diameter
S >25 cm but <3 cm, we suggest rescreening after 10 years.
Lovel of recommendation 2 (Weak]
Quality of evidence < (tow)
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Screening Ineligibility with SVS Expanded Guidelines Recommendations Should be Changed

Expanded SVS guidelines include

Male/female >65 years with smoking
history

g G
Screening in male/female smokers aged 65-75 years old
Male/female >65 years with first-degree | @, 7

relatives with AAA TypeofAan % Patients Mesting Screening Guidelines for AAA
Male/female >75 with smoking history or  Repair
first-degree relative with AAA

S reventvesarvis
Taerore OSPSTEY

EVAR
(= 44,602)
Open Repair

(N =10,595)

Screening in the elderly for patients with a smoking history and a reasonable 5-year life

expectancy
Expanded SVS guidelines capture
72% of EVAR

66% of open repairs Develop a more sensitive screening algorithm based on established risk factors to
identify high-risk patients better in currently excluded groups

Camevle et al, JVS (2020)
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