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New Developments In AAA Screening: Should We Change
Who Is Being Screened

The DANCAVAS trial 2015

Comprehensive CVD screening

The Viborg trial 1995 The VIVA trial 2008
Solitary AAA screening

Triple voscular screening
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Decreasing incidences of ruptures (mortality) worldwide

a

This is most likely due to

“ | - Less misclassification due to better
emergency diagnostics

< | - Increased incidental detection of large

| AAA: 3-fold increase to 15%/year in 2015 in DK

.| - Increased use of statins (associated with 25%
= less risk)

- Better hypertension treatment

“* | - Decreasing prevalence of AAA ?

© | Isit still cost-effective ?

Cost-effective as it is down to 0.35 (UK) - 0.5% (S) AAA
prevalence
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Matematical models based
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High risk screening selected by smoking and
CAD

All 16 232 men attending AAA screening in four neighbouring  NALLLALREERTERAN S 22 28 (T
counties in Sweden 2006-2010: 236 (1.5%) AAA were detected. JASTeERELERER N VR R

How long time and at what will it

i ?
Men having smoked for >thirty years and/or history of CAD: [T
. . " .
74.0% of all AAAs by screening 33.0% of the population Those with AAA not invited probably

Targeting men having smoked for >ten years:

live longer and are less incidently
* 84.0% of all AAAs by screening 55.0% of the population. detected

Just ever smokers:
. . Lindholt J5, Henneberg EW, Fasting H, Juul S. Mass or
* 85.0% of all AAAs by screening 61.0% of the population. high-risk screening for abdominal aortic aneurysm. BrJ

Surg. 1997 Jan;84(1):40-2.
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Risk factor-targeted abdominal aortic aneurysm screening:
systematic review of risk prediction for abdominal aortic aneurysm.
Musto L, et al. Br J Surg. 2024 Aug 30;111(9):znae239.

The search identified 4813 articles. 37 reports were included

Age, sex, biometrics (such as height, weight, or BMI), etnicity, smoking, hypertension,
hypercholesterolaemia, and history of heart disease.

Applicability was poor when considering ] screening st ies using electronic
health record-based populations.

Perhaps for future text mining of medical records ?

ahead of print.
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H H H VIVA Screening Trial: Population based triple vascular screening of 65-74 yr old men
The Four Randomised Screening Trials & P P & v
(N=124,929)
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Controlled Trials UNDERUSED
Variable MASS 25-32) Viborg Trial (37-41) Western Austalian Chichester Tria (33-36) . - but not level | evidence
Tial(42) 29
Sty qualty Good Good Fair i s
Paripas andomy 6700 men e men o0 men €453 men, 9362 women H
L . B Don't be fooled by low
M:?\(iﬂ]y follow-up, 65 834 (97.1) 12 639 (100.0) 38704 (94.4) 6040 (93.9)° g ing: detection rates of AAA < 1%
Caun uned Kingdom Dok A Uned Kingdom 8 | Lesssmoking:1% - -
Mean engthof 131 s Set 150 & 77 Hypertension screeningl: 1% L en Systematic CVD prevention of
N - . N PAD screening? 1.7% -
Five-fold higher benefit, if judged by overall mortality I':‘::mmming AAA detected cases could
- without any other systematic preventive actions taken at all B|_ana ing: 3.1% (1.5%) 20,000 double the benefit of screening
o 1 2 s 4 5 But why not add PAD screening
Years after randomisation on and almost double benefits?
Lot setal Lancet 2017 Nov
3 indnt 6t . et Seme g
3 svensios,ctal S 2014, 357-365

Conclusions: Should we change who we are
screening?

« Current screening practice: Cost effectiveness is questioned, but proper
evaluation must be based on overall mortality, and double the benefits by
implementing systematic cardiovascular prevention.

« Consider to add PAD screening to double the benefits once more

* Forget about the low prevalences detected now a days — a numbers needed to
screen of 500 to save one life is nothing compared to cancer screening programs
(NNS>20 000).

« Reseach to identify risk groups outside the current target group is warranted —
benefits and cost effectiveness must be evaluated based upon overall mortality




