11/21/24

UNIVERSITET

UNIVERSITET

The future of AAA screening: the changing

epidemiology especially persistent declining

prevalence mandates changes in screening

No disclosures
recommendations

Anders Wanhainen
Professor (Chair) of Vascular Surgery, Uppsala University, Sweden
Guest Professor of Vascular Surgery, Umed University, Sweden
Chair of the ESVS Guidelines Steering Committee
Chair ESVS AAA GL Writing Committee

AAA-repair

h All it takes is to find it in time
an exceptionally effective treatment
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to prevent one AAA-related death

Screening men for AAA Introduction of screening

associated with fewer rAAAs

cost-effectively reduces AAA mortality
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Decline in AAA prevalence

due to decrease smoking
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How low can the prevalence be
for a screening program to be justified?

Update on Screening for Abdominal Aortic Aneurysm: A Topical Review

5. Svemsj 7, M. Bjorck ', A Wanhainen Eur ) Vasc Endovasc Surg (2014)

Degree of incidental detection
of AAA in population (%)
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We are approaching a critical

point when our current screening
strategies are no longer valid
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European Society for Vascular Surgery (ESVS) 2024 Ciinical Practice
Guidelines on the Management of Abdominal Aorto-liac Artery
Aneurysms’

Recommendation 11 Changed

Ultrasound screening for the carly detection of abdominal
aortic aneurysm is recommended in high risk populations* to
reduce death from aneurysm rupture.

Class Level References ToE

T Tederle et al. (2000,
Wanhainen et al. (2016),"*
Scott et al. (1995),
Ashton et al. (2002),**
‘Thompson et al. (2009),

* What can be considered a high risk group varies based on local
conditions, such as disease prevalence, life expectancy, and
healtheare structure, see Table 6.

rget population for AAA screening
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European Society for Vascular Surgery (ESVS) 2024 Clinical Practice

uilos o o Managmes o Adomia Ao e Ay Table 6. Potential for abdominal aortic aneurysm screening
in different risk populations.

Risk group Potential for
screening
Men ‘Women
65 year old =

65 year old former or current smoker -

Non-white ethnicity - -

First degree relative with abdominal 4t —++
aortic aneurysm

Other peripheral aneurysms t t

Cardiovascular disease

Organ 4+ Y

Cost-effectiveness of targeted screening for abdominal aortic
aneurysm in siblings

Risk of new aneurysms after surgery for popliteal artery
aneurysm

Brivich 8, 95: 571575

‘Table 6. Potential for abdominal aortic aneurysm screening
in different risk populations.

Risk group Potential for
screening
Men ‘Women
65 year old =

65 year old former or current smoker -
Non-white ethnicity = =

ms in abdominal organ transplant recipients

o e, MD, Ky

 Vase Surg 2014:59:594.8.
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Cardiovascular disease

Origan transplante




Suitable target population for AAA screening
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Optimising Abdominal Aortic Aneurysm Screening of
65 Year Old Men by Exploring Risk Factor Based

Prevalence of the Disease
Table 6. Potential for abdominal aortic aneurysm screening
o s in different risk populations.

Potential for
screening

Risk group

Men Women

65 year old =
65 year old former or current smoker ey —
Non-white ethnicity = -
First degree relative with abdominal
aortic aneurysm

Other peripheral aneurysms i i
Cardiovascular disease - -

Organ
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Not suitable for AAA screening
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The Fate of Patients Opportunistcall Screened for Abdominal Aortic
Aneurysms During Echocardiogram or Arterial Duplex Scans.
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Table 6. Potential for abdominal aortic aneurysm screening

65 year old former or current smoker
Non-white ethnicity -
First degrec relative with abdominal s o
aortic aneurysm
ripheral aneurysms : i

Organ

in different risk populations.
Risk group Potential for
sereening
Men ‘Women
65 year old

Other
Cardiovascular disease
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Sub-aneurysm (25-29 mm)
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Long Term Outcome of Screen Detected Sub Ancurysmal Aorta in 65 Year
Okd Men:  Singe Scan After Five Years Identifies Those a Ris of Needing.
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Recommendation 13 Changed

Men should be considered for imaging surveillance using
ultrasound, every five years for a sub-aneurysmal aorta 25
‘every three years for abdominal aortic
aneurysms 30 - 39 mm in diameter, annually for aneurysms
40 ~ 49 mm, and every six months for aneurysms 2 50 mm,

taking into account life expectancy, suitability for future
repair, and patient preferences.

Class Tevel References ToF
Tla Prendes et dl. (2023),

Bown et al (2013),
Svensjo et al. (2014),"
“Thompson et al. (2012),'*

Wild et al. (2013),7
“Thorbjorsen et al. (2021),"
Hamel et al. (2018),”"
Sogaard et al. (2012),
Rockley et al. (2020)"*"
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