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Conisiiderations generales

The Ad Hoc Committee on
Reporting Standards of
the Society for Vascular

Surgery
Anévrisme = > 50%

External carotid artery: 3-5 mm

| _Internal carotid artery: 4-7 mm
Vertebral artery: 3-5 mm

Subclavian artery: 6-10 mm
-Thoracic aorta: 20-28 mm

-
‘ Celiac trunk: 6-8 mm
‘] Hepatic artery: 4-6 mm
/; ’“ Gastric artery: 3-5 mm
‘l \ Splenic artery: 4-7 mm
¥ A\ Renal artery: 4-7 mm

T\
\ 1\ ‘ l Superior mesenteric artery: 4-7 mm

Common femoral artery: 5-8 mm
Deep femoral artery: 4-5

Superficial femoral artery: 4-6 mm

Popliteal artery: 3-5 mm




Vessel

Thoracic aorta,
root

Thoracic aorta,
ascending

Thoracic aorta,

mid-descending

Thoracic aorta,
diaphragmatic

Abdominal
aorta,
supraceliac

Abdominal
aorta,
suprarenal

Abdominal
aorta, infrarenal

Range of
Reported
Mean (cm)

3.50-3.72

3.63-3.91

2.86

2.45-2.64

2.39-2.98

2.40-2.44

2.43-2.69

2.10-2.31

2.50-2.72

1.86-1.88

1.98-2.27

1.66-2.16

1.99-2.39

Range of
Reported
Standard
Deviation
(em)

0.31

0.27-0.32

0.27-0.40

0.24-0.35

0.09-0.21

0.19-0.23

0.22-0.32

0.30-0.39

Female

Male

Female,

male

Female

Male

Female

Male

Male

Female

Assessment
Method

Computed

tomography

Computed

tomography

Chest radiography

Computed
tomography

Computed

tomography

Computed

tomography

Computed
tomography,
intravenous

arteriography

Computed
tomography

Computed
tomography

Computed
tomography

Computed
tomography

Computed
tomography
intravenous

arteriography

Computed
tomography
intravenous
arteriography

Celiac

Superior
mesenteric

Iliac, common

lliac, internal

Femoral,
common

Popliteal
Tibial, posterior

Carotid,
common

Carotid, bulb

Carotid, internal

Brachial

0.63

0.97-1.02

1.17-1.23

0.54

0.78-0.85

0.78-1.12

0.90
0.30
0.77

0.63-0.84

0.92
0.99
0.49
0.55
0.39
0.42-0.44

0.04

0.15-0.19

0.20

0.15

0.07-0.11

0.09-0.30

20
0.01
0.08

0.10-0.14

0.10
0.10
0.07
0.06
0.04
0.01-0.04

Female,

male

Female,
male

Female

Male

Female,
male

Female

Male
Male

Female

Male

Female

Male

Female

Male

Female

Male

B-mode ultrasound

B-mode ultrasound

Computed
tomography

Computed
tomography

Arteriography

Computed
tomography,

B-mode ultrasound

Computed
tomography,
B-mode ultrasound,
M-mode ultrasound

B-mode ultrasound
M-mode ultrasound

Arteriography

Arteriography,

M-mode ultrasound
| Arteriography
| Arteriography
| Arteriography

Arteriography

M-mode ultrasound

M-mode ultrasound




Conisiiderations generales

Rudolph Matas 1888




Conisiiderations generales

Rudolph Matas 19

ANNALS OF SURGERY

VoL. XXXVII FEBRUARY, 1903

ORIGINAL MEMOIRS.

AN OPERATION FOR THE RADICAL CURE OF
ANEURISM BASED UPON ARTERIORRHAPHY.

BY RUDOLPH MATAS, M.D.,
OF NEW ORLEANS,

Professor of Surgery in the Medical Department of the Tulane University of
Louisiana.

L

THE radical cure of aneurism as classically described em-
braces two distinct procedures: (1) The old operation of
Antyllus, in which the sac {s left in situ after evacuation of the
contained clot and ligation of the proximal and distal ends of
the main artery outside of the sac, and (2) Purmann’s opera-
tion, also attributed to Phillagrius, in which the sac is extir-
pated in foto or in its greater part. Numerous modifications
of these procedures have been suggested at various times and
by different operators, which affect details of technique, but
do not alter the fundamental principles of these methods. In
the original procedures, as well as in their subsequent modifica-
tions, from remote antiquity to the present time. the ligature
has been relied upon almost exclusively as the hmmostatic
agent to arrest the circulation in the sac and to control the
bleeding from the artery which feeds the aneutism.

i s paper. the sac is, as a
rule, not extirpated or disturbed, except in so much as is re-
quired to evacuate its contents and freely expose its interior,
and in this way it may be regarded as a derivative of the old

6 161




Conisiiderations generales

Charles Dubost 1951,
homogreffe aorte thoracique

de cadavre




Conisiiderations generales

Dr Arthur Voorhees et Dr
Arthur Blakemore en 1954
publierent 17
remplacements AAA et 1
anévrisme poplité avec un
matériel synthétique
(Vinyon N).

Ce fut le début de I'ére
moderne des prothéses
synthétiques.




Conisiiderations generales

Tunica intima
Endothelial cells
Connective tissue
Elastic tissue

Tunica media

Tunica adventitia




(V2
2
(@)
p
N

c
(ab)
(0))
)R
n \
(@)

”;

t

”

(S{(e]

Conisi




Conisiderations generale




Conisiiderations gemnerales

Genetic predisposition

* Sequence variants— o
mechanism(s) unknown
(chromosomes 4, 9, 11, 16, 19)

* MMP polymorphisms

* ACE polymorphisms

* MTHFR polymorphisms Proteolytic

mechanisms
* MMPs
* TIMPs

* Cysteine proteases

* Tenascin X
Reactive oxygen
species
. 02‘
* H202

.

Biomechanical factors
« T Peripheral resistance

.
.
.
.
.
.
.
.
.
.
.
.
)
.

Risk factors

* Smoking

*Age

* Male gender

* Obesity

* Hypertension

« T Cholesterol

« T Homocysteine
« | Activity

wall shear stress
« Differential wall motion
* Cyclic strain

Endothelial cells

IEL

Elastin

Smooth muscle cells
EEL

Adventitia

90 % de tout

—

Immune response
* TH2 >TH1
* Mast cells

Inflammatory
mediators
* Chemokines

/ * Cytokines

* Prostaglandins

« | Antegrade /T oscillatory

Elastin degradation
Macrophage
Lymphocyte
Neovascularization

les AAA




Conisiiderations gemnerales

N

A

’ 48,45 \rmm

42 .




Conisiiderations gemnerales

Surtout au niveau de

I'aorte thoracique

Peut représenter jusqu’a
20% des anévrismes




Conisiiderations gemnerales

Par définition il s’agit

d’un faux anévrisme
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Evialuaitiion etimanalgement

TABLE 129-1 Normal Mean Aortic Diameter in 70-Year-Old Men and Women
From Wanhainen A, et al: Thoracic and abdominal aortic dimension in 70-year-old men and women: a
population-based whole-body MRI study. J Vasc Surg 47:504-512, 2008.

Diameter Diameter

Ascending
Descending
Supraceliac
Suprarenal
Infrarenal

Bifurcation
SD, Standard deviation.

TABLE 129-2 Definition of Aneurysm at Various Aortic Segments: Size and Ratio to Normal
From Wanhainen A, et al: Thoracic and abdominal aortic dimension in 70-year-old men and women: a
population-based whole-body MRI study. J Vasc Surg 47:504-512, 2008.

Aortic Diameter Ratio to Diameter Ratio to
Segment (em) Normal (em) Normal
Ascending 4.7 1.8 4.2 1.7

Descending 3.7 125 3:3 123
Infrarenal 3.0 11 2.7 1.0




Evaluaition et management

50 % de plus que le diameétre normal

3cm

5 a 15 % des AAA vont impliquer les artéres rénales
Anévrisme juxtra-rénal

Méme si 25 % des AAA vont impliquer les artéres iliaques, les
anévrismes isolés des artéeres iliaques sont rares < 1 %

12 % vont avoir un anévrisme thoracique

On retrouve des anévrismes fémoraux ou poplités dans environ

4 % des AAA




Evialuaitiion et manaigement

Aux EU, la 15¢ cause de mortalité globale et la 10¢ chez les
o de plus de 55 ans

Si on considere que 30 % des patients avec un AAA rompu vont
mourir avant d’arriver a I’hopital, que 30 % vont mourir &
I’hopital avant d’étre opérer et que la mortalité opératoire
dans ces conditions est de 40-50 %

Mortalité globale de 80 %




Evialuaitiion et manaigement

Affecte surtout la

population des plus de
50 ans

2 & 6 fois plus o

2 a 3 fois plus chez les

2
©
o
O

A de race blanche

45-54 55-64 65-74 75-84 85+
years years years years years

Age Group and Gender




Evaluation: et management

TABLE 130-3 Independent Risk Factors for Detecting an Unknown 4-cm-Diameter or Larger
Abdominal Aortic Aneurysm during Ultrasound Screening

From Lederle FA, et al: The aneurysm detection and management study screening program: validation cohort
and final results. Aneurysm Detection and Management Veterans Affairs Cooperative Study Investigators. Arch
intern Med 160:1425, 2000.

Risk Factor 0dds Ratio*
INCREASED RISK

Smoking history

Family history of AAA

Older age (per 7-yr interval)

Coronary artery disease

High cholesterol

COPD

Height (per 7-cm interval)

DECREASED RISK

Abdominal imaging within 5 yr | 0.8 | 0.7-0.9
Deep venous thrombosis | 0.7 | 0.5-0.8
Diabetes mellitus | 0.5 | 0.5-0.6
Black race | 0.5 | 0.4-0.7
Female gender . 0.2 ‘ 0.1-0.5

AAA, Abdominal aortic aneurysm; C/, confidence interval; COPD, chronic obstructive
pulmonary disease.




Evialuaitiion etmanalgement

s omengy | Pl 50em 4

Whlte Male

Female

No

AAA, Abdominal aortic aneurysm.




Evialuaitiion etmanalgement

15 a 25 % des patients traités pour un AAA ont un parent au
1¢" degré avec un AAA par rapport a 3 % d’un groupe
controle sans AAA

Ce parent au 1°" degré a 12 fois plus de chance de
développer un AAA

Ces parents vont développer 'AAA 6 a 7 ans plus jeune et
affecte plus souvent les &

Bien que les AAA sont plus fréquents chez les o', une & avec
un AAA est plus susceptible d’avoir des parents porteurs




Evialuaitiion etmanalgement

La plupart des AAA asymptomatique sont découverts de facon
fortuite suite a une imagerie médicale pour une autre raison

Peut donner des douleurs lombaires et abdominales vagues

Rarement des symptomes d’ischémie aigue des MI par embolies
d’éléments thrombotiques du sac anévrismal ( petit anévrisme)
ou par thrombose de AAA

<2a5%




Evaluation: et management

La plupart des AAA sont palpables a I'examen physique
Sensibilité dépend : - Dimension

- Obésité

- Habilités de I'examinateur

- Examen ciblé




AAA: Evaluation et maneagement




Evaluation: et management

Echographie abdominal : - Moins dispendieuse

- Moins invasive

- Pour confirmer et faire le suivi
Technicien dépendant
Variation des mesures de 5mm dans 85 %
Plus précis pour la mesure AP que transverse
Portion supra rénale et les iliaques plus difficile a évaluer
Pas efficace pour déterminer si AAA rompu

En comparaison au Ct Scan sous-évalue de 2-4 mm en AP




Evaluation: et management

La résonnance magnétique a cause de la faible visualisation
des plaques calcifiées, de sa résolution spatiale qui est moindre

par rapport au Ct angio, de son colt plus élevé, du manque de
standardisation dans I'acquisition des données et de la
claustrophobie chez certains patients, n'est pas I'examen
recommandé pour I'évaluation des AAA




Evialuaitiion et maneagemeni

Randomized clinical trial of
screening for abdominal aortic aneurysm in women

Hospital costs and
benefits of screening for abdominal aortic aneurysms. Results from a
randomised population screening trial.

The
Multicentre Aneurysm Screening Study (MASS) into the effect of abdominal
aortic aneurysm screening on mortality in men: A randomised controlled trial.

Influence of screening on the
incidence of ruptured abdominal aortic aneurysm: 5-year results of a
randomized controlled study.

Late results concerning feasibility and compliance from a randomized trial
of ultrasonographic screening for abdominal aortic aneurysm.

Population based randomised controlled trial on
impact of screening on mortality from abdominal aortic aneurysm.

127,891 hommes et 9,342 femmes
entre 65 et 79 ans

One-time ultrasound screening for AAA is recommended for all
men at or older than 65 years. Screening men as early as 55 years
is approprinte for those with a family history of AAA.

Level of recommendation: Strong
Quality of evidence: High

One-time ultrasound screening for AAA is vecommended for all
women at or older than 65 years with a family history of AAA or
who have smoked.

Level of recommendation:
Quality of evidence:

Strong
Moderate

Re-screening patients for AAA is not recommended if an initial
ultrasound scan performed on patients 65 years of age or older
demonstrates an aortic diameter of <2.6 cm.

Level of recommendation:
Quality of evidence:

Strong
Moderate

Surveillance imaging ar 12-month intervals is vecommended for
patients with an AAA of 3.5 cm to 4.4 cm in maximum diameter.

Level of recommendation: Strong
Quality of evidence: Low

Surveillance imaging at six-month intervals is vecommended for
those patients with an AAA between 4.5 cm and 5.4 cm in
maximum diameter.

Level of recommendation: Strong
Quality of evidence: Low




Evialuaitiion etmanalgement

relative risk reduction of 42%

= Control
- |nvited

=
<
T
o
=
<
<
<
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=
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2
&
=3
®)

I 1 1 | | I | I I I | 1
2 3 4 b 6 7 8 9 10 11 12 13
_ Time after randomization (years)
No. at risk
Control ss0s7 33,049 32,102 31,055 29,995 28,872 27,674 26,347 25,030 23,841 22,664 21,405 20,185 11,015
Invited 33983 33,020 32,080 31,127 30,108 20,012 27,873 26,627 25,406 24,155 22,907 21,676 20,497 11,161
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Evaluation: et management




Evialuaitiion etmanalgement

Diameter 5-6cm >6cm
Gender - Male Female

Wall stress Low Medium (30- High (>40 N/cm2)
(<30 N/cm2) 40 N/cm?2)

Smoking — Never, former | Current
Pulmonary/COPD | None, mild | Moderate | Severe, steroids
Expansion rate | <0.3cm/yr | 0.3-0.6 cm/yr | >0.6 cm/yr
Family history | None | One | Multiple
Hypertension | None | Controlled | Uncontrolled

Statin use On statin | Not on statin
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Evialuaitiion etmanalgement

BrJ Surg. 2014 May 21. doi: 10.1002/bjs.9517. [Epub ahead of prinf]
Statin use and rupture of abdominal aortic aneurysm.
Wemmelund H', Hsgh A, Hundborg HH, Thomsen RW, Johnsen SP, Lindholt JS.

# Author information

Abstract

BACKGROUND: Ruptured abdominal aortic aneurysm (rAAA) is associated with high mortality. Research suggests that statins may reduce abdominal
aortic aneurysm (AAA) growth and improve rAAA outcomes. However, the clinical impact of statins remains uncertain in relation to both the risk and
prognosis of rAAA.

METHODS: This nationwide, population-based, combined case-control and follow-up study included all patients (aged at least 50 years) with a first-
time hospital admission for rAAA and 1: 1 matched AAA controls without rupture in Denmark from 1996 to 2008. Individual-level data on preadmission
drug use, co-morbidities, socioeconomic markers, healthcare contacts and death were obtained from Danish nationwide registries.

RESULTS: The study included 3584 cases and 3584 matched controls. Current statin use was registered for 418 patients with rAAA (11-7 per cent)
and 539 AAA controls (15-0 per cent), corresponding to an age- and sex-matched odds ratio (OR) of 0-70 (95 per cent confidence interval (c.i.) 0-60 to
0-81) for rAAA in current statin users versus never users. The decreased risk of rAAA remained after adjustment for potential confounding factors
(adjusted OR 0-73, 0-61 to 0-86). The overall 30-day mortality rate from time of hospital admission among patients with rAAA was 46-1 per cent in
current statin users compared with 59-3 per cent in never users (adjusted mortality rate ratio (MRR) 0-80, 95 per cent c.i. 0-68 to 0-95). Patients who
had farms ~Ya inc did nnat h o ror i all ed MBPBD (1.5 (]. /8 1.292)
CONCLUSION: Statin use was associated with a reduced risk of rAAA and lower case fatality following rAAA. These results support current guidelines
that recommend statin therapy in patients diagnosed with AAA.
Y y T ——
antihypertensive (0.064) (0.075)
drug

ACE, Angiotensin-converting enzyme.




Evaluation: et management

Rupture risk

Life expectancy

Operative risk

Low,
Medium

Balance operative suitability,
operative risk
and patient preference

Medical management
and periodic follow-up

Good EVAR anatomy?



















Pararenal

®

Suprarenal
Preferred

cross-clamp SMA
site Celiac

Right renal |2

artery & 7
w i
\ 12FR pump
@) Left  catheterin

renal  right renal
graft  orifice

Type IV TAA

121110 9 isgiies

site

Right renal

12FR pump

catheter in

right renal Anterior
orifice

©

Hallett et al: Comprehensive Vascular and Endovascular Surgery © 2004 Elsevier Ltd.




Series

Study

Period

Number of
Patients

Mortality Data Source

Bradbury et al

Heller et al

Johnston et al

Lawrence et al

Galland

Dardik

Akkersdijk et al

Kazmers et al

Bush etal

Huber et al

Huber et al

1976-

1996

1979-
1999

1986

1990-
1994

1990-
1995

1990-

1995

1990

1991-

1993

1991-

2008

2001

1994-

1996

842

358,521

666

32,389

2680

2335

1289

3687

14,232

4607

16,450

Royal Edinburgh
Infirmary Database

National (US) Hospital

Discharge Survey

Canadian Society of

Vascular Surgery

National (US) Hospital

Discharge Survey

British Joint Vascular

Research Group

Maryland Heath Service
Cost Review

Dutch National Medical
Registration

(US) Veterans Affairs
Medical Centers

US NSQIP-VA

National (US) Inpatient
Sample

National (US) Inpatient
Sample

Rigberg et al

Dimick et al

Bayly et al

Anderson et al
Huaetal
Schermerhorn
etal
Schwarze et al

Jackson et al

Grantetal

California Statewide

National (US) Inpatient

Sample

Vascular Anaesthesiology
Society of Great Britain

and Ireland

New York (US) Statewide

US NSQIP-PS

Medicare (US)

Beneficiaries

National (US) Inpatient
Sample

Medicare (US) SAF (5%

sample)

UK National Vascular
Database
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Dr Juan Carlos Parodi

Figure 1. Dr. Nicholay Volodos.
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Minimum
Device
Diameter

Max
Device
Diameter

Configuration

Active
Fixation

Anatomic
Fixation

Aorfix

Endurant

Excluder

AFX

Ovation

Lombard
Medical

Medtronic

Gore

Endologix

Trivascular

Trimodular 36 22

Bimodular

Bimodular

Bimodular

Unibody

Trimodular

Woven
polyester

Woven

Woven
polyester

ePTFE

ePTFE

Stainless
steel

Nitinol
polyester

Nitinol

Nitinol

Cobalt

chromium

Nitinol

Suprarenal
stent with
barbs

Hooks

Suprarenal
stent with

barbs

Infrarenal

barbs

Suprarenal
deployment
at aortic

bifurcation

Suprarenal
stent with
barbs and
infrarenal
sealing
rings

Deployment

at aortic
bifurcation
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- Endoleak

Stent graft
placement

1 month CTA or duplex with
non contrast scan in patients
with renal insufficiency

+ Endoleak

Decrease
in size

Stable size

Increase in
size

Decrease
in size

Stable size

Increase in
size

'

|

l

l

|

!

CTAin1
year®

CTAin 1
year®

Arteriogram

CTAin6
months*

Arteriogram

*Can be replaced with duplex
with non contrast CT scan in
patients with renal insufficiency







A1A2X

Straight Tapered Reversed tapered Angulated <30° Bulge

Hallut et al: Comprehensive Vascular and Endovascular Su?ery © 2004 Elsevier Ltd.

esions stenosantes l ""

Hallett et al: Comprehensive Vascular and Endovascular Surgery © 2004 Elsevier Ltd




Systematic review and meta-analysis of the early and late

outcomes of open and endovascular repair of abdominal aortic
aneurysm

P. W. Stather!, D. Sidloff', N. Dattani!, E. Choke!, M. J. Bown!? and R. D. Sayers!

"Vascular Surgery Group, Department of Cardiovascular Sciences, University of Leicester, and ?Leicester National Institute for Health Research
Cardiovascular Biomedical Research Unit, Leicester, UK

Corvespondence to: Mr P. W. Stather, Vascular Surgery Group, Department of Cardiovascular Sciences, University of Leicester, Leicester LE2 71X, UK
(e-mail: pws7@le.ac.uk)

Br J Surg. 2013 Jun;100(7):863-72.




Titles identified through Titles identified from
database searching reference lists
n=906 n=0

A A
Abstracts screened after
removal of duplicates

n=709

Abstracts excluded
n=680

Full-text articles assessed

n=29 Atticles excluded n =18
Meta-analysis n=2
RCT with < 200 patients n=2
Non-randomized study with < 2000 patients n=6
I Investigated challenging aortic necks n=1
e Investigated aortoiliac aneurysms n =1
Studies included Investigated high-risk patients n=2
B i Prospective non-randomized trial with < 2000 patients n = 1
Systematic review n=1
Studied patients aged < 60 years n=1
Studied patients aged > 80 years n=1

Fig. 1 PRISMA diagram of the review. RCT, randomized controlled trial

Br J Surg. 2013 Jun;100(7):863-72.




Table 1 Studies included in meta-analysis of endovascular and open repair of abdominal aortic aneurysm

No. of subjects Maximum length ~ Mean length
Recruitment Year of Study of follow-up of follow-up Study quality
period publication location EVAR Open repair (years) (years) score

ACE33 2003-2008 2011 France 150 149 4.8 3.0 20f5
DREAM234.35  2000-2003 2004 The Netherlands 173 178 82 64 30f5
2005
2010
EVAR11:36.37 1999-2003 2004
2005
2010
OVER?38.39 2002-2007 2009 USA 444 437 9.0 52 30f5
2012
Medicare® 2001-2004 2008 USA 22830 22830 = 5.0 = 8of9
SwedVasc4? 1987-2005 2009 Sweden 855 2922 20.8 91 80of9

The Jadad score (maximum 5) was used to assess the quality of randomized controlled trials, and the Newcastle—Ottawa Scale (maximum 9) for
non-randomized studies. EVAR, endovascular aneurysm repair; ACE, Anévrysme de 'aorte abdominale, Chirurgie versus Endoprothese; DREAM,
Dutch Randomized Endovascular Aneurysm Management; OVER, Open Versus Endovascular Repair; SwedVase, Swedish National Registry for Vascular
Surgery.

Br J Surg. 2013 Jun;100(7):863-72.




All-cause mortality
Refarence EVAR Open repair Weight (%) QOdds ratio

a 30-day or in-hospital all-cause mortality
ACE® 2of 150 1 of 149 43 200 (0-18, 22-30) —
DREAM® 20f 173 8of 178 86 0-25 (0-05, 1-19) —o———
EVAR1'A7 20614 58 of 602 240 0-35 (0-21, 0-58) ——
Medicare® 2740f22830 1096 of 22830 297 0-24 (0-21, 0-28) o
OVER™® 2 of 444 13 of 437 91 0-15 (0-03, 0-66) —_—
SweVasc® 20 of 855 99 of 2022 24-3 0-68 (0-42, 1-11) —H

Total 322 of 25 066 1275 of 27 118 100-0 0-36 (0-21, 0-61) .

1 1 1
0-01 01 1 10 100

Favours EVAR  Favours open repair

Heterogenaity: T° = 0-25; ¥° = 20-93, 5 d.f., P< 0-001; I* = 76%
Test for overall effect: Z=3-75, P < 0-001

b 2-year all-cause mortality
ACE® 5of 150 3of 149 : 1-69 (0-39, 7-15)
DREAM® 20 of 173 18of 178 E 1-16 (0-59, 2.28)
EVAR{Y 26 of 626 45 of 626 0-56 (0-34, 0-92)
Medicare® 34240f22830 3767 of 22 830 0-89 (0-85, 0-94)
OVER® 34 0f 444 51 of 437 0-53 (0-40, 0-99)
SweVasc® 73 of 855 231 of 2022 1-00 (0-83, 1-43)

Total 35820f25078 4115027 142 0-87 (0-72, 1-06)

1 ] ]
0-01 01 1 10 100

Favours EVAR  Favours open repair

Heterogenaity: 12 = 0-02; x> =9-00, 5 d.f., P=0-11; 12 = 44%,
Test for overall effect: Z=1-38, P=0-17

C 4-year or greater all-cause mortality

ACE® 17 of 150 12 of 140 51 146 (067, 3-17)
DREAM™ 58 0f 173 60 of 178 1141 0-09 (064, 1-54)
EVAR{% 260 of 626 264 of 626 19-3 0-97 (078, 1-22)
Medicare® 70220122830  79220f 22 830 257 100 (0-96, 1:04)
OVER® 146 of 444 146 of 437 169 0-08 (074, 1-20)
SweVasc®  2080f855 757 of 2022 220 1-53 (130, 1-80)
Total 87010125078 0161 of 27 142 1000 111 (0-91, 1-35)
Heterogenaity: T° = 0:04; ° = 2582, 5 df., P< 0-001; I =81% e ] 5 o
Test for overall effect: Z=1-03, P=0-30

Favours EVAR Favours open repair

Fig. 2 Forest plot comparing all-causc mortality a 30 days or in hospital, b 2 ycars and ¢ 4 ycars or more after endovascular ancurysm
repair (EVAR) versus open repair. A Mantel-Hacenszel random-cffects model was used for meta-analysis. Odds ratios arc shown with 95
per cent confidence intervals. ACE, Anévrysme de I'aorte abdominale, Chirurgic versus Endoprothese; DREAM, Dutch Randomized
Endovascular Ancurysm Management; OVER, Open Versus Endovascular Repair; SwedVase, Swedish National Registry for Vascular
Surgery
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Table 2 Comparison of complication rates following endovascular or open abdominal aortic aneurysm repair, including and excluding
non-randomized trials

All studies RCTs only
EVAR (%) Open repair (%) Odds ratio P EVAR (%) Open repair (%) Odds ratio
Myocardial infarction 6-8 9.2 0-73 (0-68, 0-78) < 0-001 22 2.7 0-82 (0-41, 1-61)
Renal failure 5.3 104 1.05 (0-29, 3.76) 0.94 11 06 1.80 (0-45, 7-11)
Stroke 2.4 1.9 1.28 (0-76, 2-16) 0-36 2.4 1.9 1.28 (0-76, 2-16)
Reintervention 28.9 25.5 2.08 (1-27, 3-39) 0.003 26-2 14.0 2.46 (1-51, 4.01)
Rupture 2.0 0-3 5.94 (2.33,15.14) < 0.001 2.6 01 7-20 (1-00, 52-07)

Values in parentheses are 95 per cent confidence intervals. RCT, randomized controlled trial; EVAR, endovascular aneurysm repair.

Br J Surg. 2013 Jun;100(7):863-72.




Conclusion: There is no long-term survival benefit for patients who have EVAR compared with open
repair for AAA. There are also significantly higher risks of reintervention and aneurysm rupture after

EVAR.

Br J Surg. 2013 Jun;100(7):863-72.




220 chirurgies pour AAA entre 2000 et 2011

28 (192 non vasculaires and 9 vasculaires) réinterventions sur 26
patients

26/220 — 11.8%
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Endovascular repair of ruptured infrarenal abdominal aortic aneurysm is associated with lower 30-day mortality
and better 5-year survival rates than open surgical repair.

Mehta M*, Byme J, Darling RC 3rd, Paty PS, Roddy SP, Kreienberg PB, Taqgert JB, Feustel P.

4 Author information

Abstract
OBJECTIVE: Endovascular aneurysm repair (EVAR) decreases 30-day mortality for patients with ruptured abdominal aortic aneurysms (r-AAAs)
compared with open surgical repair (OSR). However, which patients benefit or whether there is any long-term survival advantage is uncertain.

METHODS: From 2002 to 2011, 283 patients with r-AAA underwent EVAR (n = 120 [42.4%]) or OSR (n = 163 [57.6%]) at Albany Medical Center. All
data were collected prospectively. Patients were analyzed on an intention-to-treat basis, and outcomes were evaluated by a logistic regression
multivariable model. Kaplan-Meier analysis was used to compare long-term survival.

RESULTS: The EVAR patients had a significantly lower 30-day mortality than did the OSR patients (29/120 [24.2%] vs 72/163 [44.2%]; P < .005) and
better cumulative 5-year survival (37% vs 26%; P < .005). Men benefited more from EVAR (mortality: 20.9% for EVAR vs 44 3% for OSR; P < .001)
than did women (mortality: 32.4% vs 43.9%; P = .39). Age 280 years was a significant predictor of death for EVAR (odds ratio [OR], 1.07; P = .003) but
not for OSR (OR, 1.04; P = .056). Preexisting hypertension was a significant predictor of survival for both EVAR (OR, 0.17; P < .001) and OSR (OR,
0.48; P = .021). Almost one fourth of EVAR patients (21/91 [23.1%]) required secondary interventions. Survival advantage was maintained for EVAR
patients to 5 years.

CONCLUSIONS: For r-AAA, EVAR reduces the 30-day mortality and improves long-term survival up to 5 years. However, whereas open survivors
require few graft-related interventions, up to 23% of EVAR patients will require reintervention for endoleaks or graft migration. Close follow-up of all
EVAR survivors is mandatory.

Copyright © 2013 Society for Vascular Surgery. Published by Mosby, Inc. All rights reserved.
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CONCLUSIONS: For r-AAA, EVAR reduces the 30-day mortality and improves long-term survival up to 5 years. However, whereas open survivors
require few graft-related interventions, up to 23% of EVAR patients will require reintervention for endoleaks or graft migration. Close follow-up of all
EVAR survivors is mandatory.







Crawford classification of thoracoabdominal aortic aneurysms




Recommendations for Repair of Thoracic and
Thoracoabdominal Aortic Aneurysms

Class |

1. For patients with chronic dissection, particularly if associated with a
connective tissue disorder, but without significant comorbid disease, and
a descending thoracic aortic diameter exceeding 5.5 cm, open repair is
recommended. (Level of Evidence: B)

2. For patients with degenerative or traumatic aneurysms of the descending
thoracic aorta exceeding 5.5 cm, saccular aneurysms, or postoperative
pseudoaneurysms, endovascular stent grafting should be strongly
considered when feasible. (Level of Evidence: B)

3. For patients with thoracoabdominal aneurysms, in whom endovascular
stent graft options are limited and surgical morbidity is elevated, elective
surgery is recommended if the aortic diameter exceeds 6.0 cm, or less if a
connective tissue disorder such as Marfan or Loeys-Dietz syndrome is
present. (Level of Evidence: C)

4. For patients with thoracoabdominal aneurysms and with end-organ
ischemia or significant stenosis from atherosclerotic visceral artery
disease, an additional revascularization procedure is recommended.
(Level of Evidence: B)

From Hiratzka LF, et al; Writing Group Members: 2010

ACCF/AHA/AATS/ACR/ASA/SCA/SCAI/SIR/STS/SVM guidelines for the diagnosis and

management of patients with thoracic aortic disease: a report of the American College of

Cardiology Foundation/American Heart Association Task Force on Practice Guidelines,

American Association for Thoracic Surgery, American College of Radiology, American

Stroke Association, Society of Cardiovascular Anesthesiologists, Society for Cardiovascular

Angiography and Interventions, Society of Interventional Radiology, Society of Thoracic
Surgeons, and Society for Vascular Medicine. Circulation 121:266-e369, 2010.
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From the Society of Vascular Surgery

A propensity-matched comparison of early
outcomes for fenestrated endovascular aneurysm
repair and open surgical repair ot complex
abdominal aortic aneurysms

Maxime Raux, MD,"" Virendra I. Patel, MD, MPH," Frédéric Cochennec, MD,*
b -

ank M hopadhv. M al 1) rap Richard

Conclusions: FEVAR, in this two-center study, was associated with a significantly higher risk of perioperative mortality
and morbidity compared with OSR for management of CAAAs. These data suggest that extension of the paradigm shift
comparing EVAR with OSR for routine AAAs to patients with CAAAs is not appropriate. Further study to establish
proper patient selection for FEVAR instead of OSR is warranted before widespread use should be considered. (J Vasc
Surg 2014;m:1-7.)

tient cohorts. Perioperative outcomes were evaluated using univariate and multivariate methods.

Results: From July 2001 to August 2012, 59 FEVAR and 324 OSR patients were identified. After 1:4 propensity
matching for age, gender, hypertension, congestive heart failure, coronary disease, chronic obstructive pulmonary disease,
stroke, diabetes, preoperative creatinine, and anticipated/actual aortic clamp site, the study cohort consisted of 42
FEVARs and 147 OSRs. The most frequent FEVAR construct was two renal fenestrations, with or without a single
mesenteric scallop, in 50% of cases. An average of 2.9 vessels were treated per patient. Univariate analysis demonstrated
FEVAR had higher rates of 30-day mortality (9.5% vs 2%; P = .05), any complication (41% vs 23%; P> = .01), procedural
complications (24% vs 7%; P< .01), and graft complications (30% vs 2%; P< .01). Multivariable analysis showed FEVAR
was associated with an increased risk of 30-day mortality (odds ratio [OR], 5.1; 95% confidence interval [CI], 1.1-24;
P = .04), any complication (OR, 2.3; 95% CI, 1.1-4.9; P = .01), and graft complications (OR, 24; 95% CI, 4.8-66;
P<.01).

Conclusions: FEVAR, in this two-center study, was associated with a significantly higher risk of perioperative mortality
and morbidity compared with OSR for management of CAAAs. These data suggest that extension of the paradigm shift
comparing EVAR with OSR for routine AAAs to patients with CAAAs is not appropriate. Further study to establish
proper patient selection for FEVAR instead of OSR is warranted before widespread use should be considered. (J Vasc
Surg 2014;m:1-7.)







Dépistage des o > 65 ans

Dépistage des & = 65 ans fumeuses

Histoire familiale AAA : & 50 ans A répéter aprés
$ 60 ans 5 ans si négatif

AAA entre 3 et 4 cm controle chaque année

AAA > de 4 cm contrdle aux 6 mois



AAA 5 cm
AAT ou AATA de 5.5 cm
AAA, AAT, AATA avec | de plus de 5 mm en 6-12 mois

AAA inflammatoire

Dans le doute...









