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The 5,5/5,0 cm threshold is
completely arbitrary, some AAA
rupture at smaller diameter
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Analysis of small aneurysm trials
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The results from the four trials to date
(UKSAT, ADAM, CAESAR, PIVOTAL)
demonstrate no advantage to
Immediate repair for small AAA (4.0 cm
to 5.5 cm), regardless of whether open
or endovascular repair is used and, at
least for open repair, regardless of
patient age and AAA diameter.

Thus, neither immediate open nor
Immediate endovascular repair of small
AAAs is supported by currently
available evidence.
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Observations from the UKSAT

1090 patients randomized

1.0
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Proportion of Patients Surviving
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Years after Randomization

No. AT Risk

Surveillance group 527 497 468 437 394 363 316 173 97 41

Early-surgery group 563 513 489 465 429 402 an 253 154 66

Hazard ratio for death was 0,83 in
early surgery group (p:0,05)

30 day mortality in early surgery
group was 5,5% !

Curves cross at 3 years

At 8 years mortality in surgery
group was 7,3% lower (p:0,03)
Mortality after repair higher in
surveillance group (7,2 vs 5,5%)

Death from RAAA was 5% in men
and 14% in women (p:0,001)

Risk for rupture x4 in women



Quality of life (Caesar trial)

Table 4 Changes in quality of life from baseline in EVAR vs surveillance patients at 6 month and at late assessment.

6 months EVAR vs Surveillance >12 months EVAR vs Surveillance

Mean score 95% ClI p value Mean score 95% CI p-value

change change
Total score 5.4 2.1t0 8.8 (0.0017] 2.4 -1.7t06.6  0.2525
Physical health
Physical Health summary scale 3.8 0.5t07.2 0.0241 1.5 —2.6t0 5.5 0.4792
Physical functioning (PF) 3.6 —-0.7t07.9 0.0968 -3.3 -8.7t0 2.0 0.2240
Role-physical (RP) 71 —0.7 to 15.0 0.0730 2.4 —-6.9to 11.6 0.6183
Bodily pain (BP) 8.7 3.6to 13.7 0.0009 10.3 4.1to 16.5 0.0011
General health (GH) 3.7 —0.6 to 8.1 0.0903 -0.6 —-5.4t04.3 0.8218
Mental health
Mental Health summary scale 6.0 2.7209.3 0.0005 2.0 —2.4t0 6.4 0.3808
Vitality (VT) 25 -1.81t06.8 0.2602 -1.3 —6.0to3.4 0.5921
Social functioning (SF) 7 2.0to 12.2 0.0067 5.9 -0.2t012.0 0.0574
Role emotional (RE) 12.2 23to22.1 0.0158 4.3 —6.3to0 14.8 0.4264
Mental health (MH) 4.4 0.1to 8.8 0.0446 1.7 —-3.1t06.5 0.4822

Data in bold is the 3 summary scores that include all the following specific single scores detailed in the rows below.

Eur J Vasc Endovasc Surg (2011) 41, 324331
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SVS guidelines for AAA-repair (2009)

SVS PRACTICE GUIDELI

From the Socicty for Vascular Surgery .

SVS§ practice guidelines for the care of patients with
an abdominal aortic aneurysm: Executive summary
Hllice L. Chaikof, MD, PD,* David C. Brewser, MD,* Ronald L. Dadman, MD, Michel S. Makaroun, l’ln‘
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Tupere, and pacens spoaic facwe influence anccipased
life expecrancy, operaive risk, and the need 1o ineervene
Carcfid auscrwion w0 the choice of operasive sumegy, 2
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Mehodology and evidence
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Patients need to appreciate the
therapeutic uncertainty for AAA in the
range of 4.0 cm to 5.4 cm.

At present, surveillance with selective
repair is most appropriate for older
male patients with significant co-
morbidities.

Young, healthy patients, and especially
women, with AAA between 5.0 cm and
5.4 cm may benefit from early repair.
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Acceptance of thresholds
Proof of the pudding is in the eating

HETEROGENICITY IN PRACTICE IN DIFFERENT COl
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Comparison of two systems

The NEW ENGLAND JOURNAL of MEDICINE

I ORIGINAL ARTICLE ]

Thresholds for Abdominal Aortic Aneurysm
Repair in England and the United States

ABSTRACT

BACKGROUND
for repair of
countries.

METHODS
We examined differences between England and the United States in the frequency
of ancurysm repair, the mean aneurysm diameter at the time of the procedure,
and rates of aneurysm rupture and aneurysm-related death. Data on the frequency
of repair of intact (nonruptured) abdominal aortic aneurysms, in-hospital moreal-
ity among patients who had undergone ancurysm repair, and rates of aneurysm
rupture during the period from 2005 through 2012 were extracted from the Hos-
pital Episode Statistics database in England and the U.S. Nationwide Inpatient
Sample. Data on the aneurysm diameter at the time of repair were extracted from
the UK. National Vascular Registry (2014 data) and from the U.S. National Surgi-
<al Quality Improvement Program (2013 data). Ancurysm-related mortality during
the period from 2005 through 2012 was determined from data obtained from the
Centers for Disease Control and Prevention and the UK. Office of National Statistics.
Data were adjusted with the use of direct standardization or conditional logistic
regression for differences between England and the Unired States with respect to
population age and sex.

sesuLTs
During the period from 2005 through 2012, a total of 29,300 patients in England
and 278,921 patients in the United States underwent repair of intact abdominal
30rtic ancurysms. Ancurysm repair was less common in England than in the
United States (odds ratio, 0.49; 95% confidence interval [CI], 0.48 to 0.49; P<0.001),
and aneurysm-related death was more common in England than in the United
States (odds ratio, 3.60; 95% CI, 3.55 to 3.64; P<0.001). Hospitalization due to an
aneurysm rupture occurred more froquently in England than in the United States
(odds ratio, 2.23; 95% CI, 2.19 to 2.27; P<0.001), and the mean aneurysm diameter
ar the time of repair was larger in England (63.7 mm vs. 58.3 mm, P<0.001).

CONCLUSIONS
We found a lower rate of repair of abdominal aortic aneurysms and a larger mean
ancurysm diameter at the time of repair in England than in the United States and
lower rates of aneurysm rupture and aneurysm-related death in the United States
than in England. (Funded by the Circulation Foundation and others.)
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Investigate influence of threshold for
AAA repair on mortality from AAA

USA and UK Practice T threshold,
prevalence and outcome

29,300 UK and 278,921 USA patients
with AAA 2005-2012

100

2 NEQ

§0=

80+

N
\ )

\ .

2,999

England

United States

USA
7/ \\

Mal

/U4

(D
100,000 Persons

U1
&

3% 1%

Fem

s/

50-
al% <4U'5_.O cm

4.91%

Eng[an:clf7' 199

(=]

AAA

(]
d§an3ﬂ§t

dle

6.41(1.29)

5.86 (1.

34)

AAA

[

6.17 (1.08)

5.63 (1.

0)

T
2005

|
2006

dga B ter cm (female)
s

T
2007

I
2008

T \
2009 2010

T T
2011 2012




P -

Comparison of two systems

Hospitalization for RAAA AAA related death
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Uncertainties in measurement

Agreement between Computed Tomography and
Ultrasound on Abdominal Aortic Aneurysms and

Implications on Clinical Decisions B3

U Mean difference in small
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Figure 3  Maximum AAA diameters on ultrasound versus CT. 4 Group |, ® Group II.
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