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Rationale for size threshold for repair

= Diameter of the aorta where the
rupture risk is higher than the
operative risk
= EVAR-1-2%
= Open repair-3-5%
raive ;‘S = Needs to be based on accurate

rupture rates for aneurysm
diameters >5.5 cm

IRupture risk|

Rupture rates of untreated large abdominal aortic
aneurysms in patients unfit for elective repair

Eran Parkinson, MB BCh," Stuart Ferguson, MB BChir,* Peter Lewis, MB BCh," Lan M. Williams, MD," and
Christopher P. Twine, MD," for the South East Wales VascularNetwork, Newport and Cardiff, United Kingdom

= Systematic review of studies from Jan 2014 pooling patients unfit for repair of
aortic aneurysms >5.5 cm
= Raw data extracted and rupture rates recalculated
= Overall incidence of ruptured AAA in patients with AAA >5.5 cm was 5.3%
(95% Cl, 3.1-7.5) per year
= 5.5-6.0 cm-3.5%
= 6.1-7.0 cm-4.1%
= >7.0 cm-6.3%

IN Engl J Med 2015:373:328-38] 2 PennMedicine [ Vasc Surg 2015:61:1606-12. % PennMedicine
IMPLEMENTATION OF GUIDELINES Editorial
= itorial
Society for Vascular Surgery implementation of guidelines in . . .
inal aortic v Preoperative i and The Rise and Fall of Abdominal Aortic Aneurysm

threshold for repair

Rae 5. Rokosh. MD" Winona W. Wi MD.* Mark K. Eskandarl, MD: and Elict L Chaikef, MD, PhD oston
Mass. New York.NY. and Chicaga, i

Elective repair is recommended for asymptomatic
atients at low or acceptable surgical risk with the

following”

« Fusiform AAA =55 cm in men (grade 1A evidence
level)

« Fusiform AAA =5 cm in women (grade 28 evidence

ARADIAMETER | 30-54em 55-60am 61-70em >70em level)
« Saccular aneurysm (grade 2C evidence level)

RUPTURERISK  0-16% 22-54% 32-64% 52.79%

Fig. Annus! (AAA) dameter.
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Frank A. Lederle, MD

= US annual adult per capita cigarette

consumption and age-adjusted AAA o B
mortality per 100,000 white men by .
calendar year ; - ‘ :
= Includes abdominal, g . §
thoracoabdominal, and unspecified |} I3
aortic aneurysm, both ruptured and : s §
unruptured o :
= Mirrared similar reductions in AAA- ST e e e e o e
related mortality in New Zealand, i Years
Australia and UK
Allon. 2011.124.1097-1099 5 PennMedicine
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From the New England Society for Vascular Surgery ) check forpones

Size thresholds for repair of abdominal aortic aneurysms warrant
reconsideration
Jesse A Columibo, MD. MS* Salvatore T. Scali MD.““/ Berjamin N.Jacobs MD* Rebecca E.Scully. MD, M >

BjoernD. Suckow, MO, M Thomas 5. Huber, MDS™* Dan Nesl. MS” and David H. Ston, MD.*
~Hancer anc Lotnon, Nk White Rver Junctin Ve and Gainesil Fla

= Markov chain analysis of VQI data, used contemporary rupture rates

u Coti $h, £ Lai AAA i

“the surgically derived benefit for AAA repair at the historical widely
“held sizes of 5.0 cm or 5.5 cm may be exaggerated in current
ractice”

heachald £ lanti

) “highlights the potential need for a randomized trial or
additional analyses leveraging the power of large datasets to
further inform aneurysm care delivery”
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Meta-analysis of individual patient data to examine factors
affecting growth and rupture of small abdominal aortic
aneurysms

M.J. Sweeting!, S. G. Thompson?, L. C. Brown® and J. T. PowelF', on behalf of the RESCAN
borators™

Patient level data was collected from 15, 475

people under follow-up for small aneurysm in 18

udios — - =

Mean aneurysm growth rate of 2.21 mm/year Cakdsac™ T

was independent of age and sex uasas’ . @ .
B 9 - - - P

Growth rate increased in smokers (by 0.35
mm/year) and decreased in patients with

diabetes (by 0.51 mm/year) ‘ ’

Rupture rates alny ower surgical threshold for women may be justified| —
Were double in curren
smokers (P = 0-001) and with higher

than men (P < 0
blood pressure (P = 0-001)

Brilsh Journal of Surgery 2012 09: 656-g6s] % e Medicine

Endovascular aneurysm repair and outcome in patients unfit
for open repair of abdominal aortic aneurysm (EVAR trial 2):
randomised controlled trial

vaRcria paricpanss*

RCT in the UK of 338 patients >60 years old

with AAA>5.5 cm, unfit for open repair 100.
Patients randomized to EVAR (N=166) or no & o
intervention (N=172) I

30-day operative mortality in the EVAR group ]

was 9% (13.af 150 Q5% CI5-15) z @ - o
No intervdE VAR did not confer a survival benefit, and was pointeesiongrosp

per 100 plassociated with a need for continued surveillance andj

No signiiréinterventions, at substantially increased cost e N
no intervention group for all-cause mortality Numberatisk

(hazard ratio 1:21, 95% CI 0-87—1-69,p=0-25) Noggenention 172 » 5 2 H

No difference in aneurysm-related mortality
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" ‘Patients at high physiologic risk are being offered EVAR,

From the New England Society for Vascular Surgery

A significant proportion of current endovascular aortic aneurysm
repair practice fails to meet Society for Vascular Surgery clinical
practice guideline recommended abdominal aortic aneurysm
diameter treatment thresholds in the Vascular Quality Initiative
Sahator T.Scall MD? Biosm D Suckow. D, MS® Philp P, Goociney MO, M L .V, M. de Guerr. MDS e
Marc L Schermerhor. MD: Thomas . Huber. MD. Ph? Gilbert A Upchurch 3r. MD? Dan Neal.MS, e

Jesse A Columbo. MD, MS.* Jeanwan Kang MD.” Richard 3, Powell, MD and David H. Stone. MD.” Gaines st
Ville e Lebsnon, N, and Boston. Mass o E

Percent surviving

Months after EVAR

All elective repairs in SVS VQI EVAR registry from 2015 to 2019 N=25,112

Center and surgeon variation with CPG diameter compliance examined

Ina i registry are repairing

of current p ice p , g
laneurysms at smaller than r i

. 22.4% (N=2171) were at high
3 lity calculator

patient
1-year survival for the high physiologic risk patients receiving non-guideline-compliant EVAR was worse
compared with low- to intermediate-risk patients who were treated within recommended CPGs (92% vs
97%; P < .0001

Non-guideline compliant EVAR had better outcomes overall in this analysis

U Vasc Surg 2022:75:1234-41.)
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Conclusions

= Rupture rates in the modern era are lower than previously cited, due to a decrease
in smoking
= Arecent registry-based study suggests that diameter size thresholds are larger in
light of these reductions in rupture rates
= Further study is needed to confirm these results, before altering guidelines
= At a minimum, current diameter thresholds should be respected prior to repair
= Rupture rates are higher in women at smaller aortic diameters, thus, caution should
be exhibited in increasing size thresholds for women
= There are a subset of patients who will not benefit from EVAR due to poor life
expectancy and in whom intervention should be avoided

% PennMedicine

11

10




