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Patient Survival After EVAR Was NOT Improved By
Compliance With Surveillance Protocols:
The EVAR Surveillance Paradox:
From A Systematic Review and Meta-Analysis:
What Is The Explanation
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Information presented in this lecture is based on evidence.

EVAR: mainstay of treatment for AAA

But long-term data have shown increased risk of:
* Reintervention

*  Rupture

*  Aneurysm-related mortality

Imaging surveillance is an integral part of EVAR
to detect complications:

Endoleak
Migration
Stent fracture

Sac expansion

Drawbacks:

Cost
Quality of life

Resources

Surveillance practices universally adopted across the world

Standard EVAR
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European Society for Vascular Surgery (ESVS) 2024 Clinical Practice Guidelines on the

Management of Abdominal Aorto-lliac Artery Aneurysms
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The Society for Vascular Surgery 2018 practice guidelines on the care of patients
with an abdominal aortic aneurysm

+ CTscan at 1 month.

« Concerning findings should prompt surveillance at 6 months.

« In the absence of a type | or type Iil endoleak and sac enlargement, surveillance can be performed with
CT or colour duplex ultrasound.

« Annual duplex ultrasound is most likely sufficient for routine surveillance in the absence of new
endoleak or sac enlargement.

New findings should prompt CT imaging to evaluate for type | or type Il endoleaks

Hypothesis

Patients who are compliant with EVAR surveillance have
better outcomes than patients who are NOT compliant:

» Lower rate of AAA rupture
» Lower aneurysm-related mortality

» Lower overall mortality

To test our hypothesis:
« Systematic review of the world literature

« Eligible studies reported comparative outcomes of patients who
were compliant with EVAR surveillance versus those who were not

* Time to event data meta-analysis
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Word literature on EVAR surveillance

22,762 patients
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Pooled proportion of patients who were NOT compliant with EVAR surveillance:
43% (95% Cl 36%-51%)

Pooled proportion of patients lost to follow-up or with no surveillance:
37% (95% Cl 12%-71%)
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Meta-analysis of complete surveillance vs no surveillance

All-cause mortality: HR 1.10, 95% Cl 0.43-2.80

Interpretation

» Complete EVAR surveillance does not prolong the life expectancy

Less intense surveillance should be applied in all patients

» Complete surveillance (positively) affects outcomes, but such benefit
occurs only in a subset of patients with specific characteristics

More intense surveillance for patients meeting specific criteria and less intense surveillance in
some other patient groups that do not fulfil such criteria
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Take home messages

» A large proportion of patients who underwent EVAR in the participating
institutions are not compliant with EVAR surveillance

» Compliance with EVAR surveillance does not appear to confer any
survival advantage

» Such findings question the need for intense surveillance in all patients
undergoing EVAR

» Call for further research on personalized surveillance




