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WHY ENDO REPAIR SHOULD BE THE FIRST OPTION?
EVIDENCE BASED MEDICINE

OK gentleman, be professional:

| just Need to find the evidence to defend EVAR

5 "EVIDENCE” BASED MEDICINE
M Triad

-
Patlent Values "WELL, THE DRUG REP “'VE PRACTISED IN
GAVE ME THIS SHINY THIS FIELD OF
. BROCHURE ANDA | | mMeoicine Fo R OVER
LLLLLLLLLLLLLL 30 YEARS AND I'VE
& Expectations SRibTT s Tug Best | | ADWAVS pepsciseo
DRUG TO PRESCRIBE." IT THAT WAY."

A, | &
\’/é7 &P\

"L FOUND A SINGLE
CASE STUDY IN A
RANDOM JOURNAL

Individua' Best WHICH SUPPORTS THE "MY CONSULTENT SAID
UNLICENSED USE OF TO PRESCRIBE IT.”
THIS DRUG."

External
Evidence

Clinical
Expertise
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OK gentleman, be professional:
| jJust Need to find the evidence to defend EVAR
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Of course | 'd like Level | Evidence:
EVAR trials ) Conclusions
o g 1. Patients with AAA anatomically suitable for EVAR
and anaesthetically fit for OR: no differences in
_ all-cause or aneurysm related mortality but
 dovascular Aneurysm PEERC higher reintervention rate, differences in FU
s
VAR) trials: rant - .
it  The only real difference is cost-related [l

LC Brown, JT Powell, SG The

el and this is really based on material &

||
. le for EVAR
FU costs but slightly favours OR ole e
r benefit for
EVAR.
3. Patients with AAA anatomically unfit for EVAR
should be treated by OR
i = A
/’m/ 'UTI\ i-M==T
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Of course 1d like Level | Evidence: EVAR trials

Table & Fancomized cortrolled trials comparding encovascular aartic aneurysm repair (EVAR) with cpen surgical repair (OSR) Far

abdominal aotic aneurysmes [Abi), 1
Rpferences Patients (n). fge F:.f-!rl-upcrlti’u omes
imean == 500 {y) wp ¥} mortality
EVaRE 1, IIIIE-,I 010" 535 with OSE FLEE [ O5R: 6.2% Overall aneurysm related ceath: 1 20100 vear
547 with DyaR 742 4 B0 DVAR: 2.1% woith 058w, 171000 vear with EVAR [p = T3}
ip = 001} Overall mortabty: T4/ 1000 vear with O5B v 727

100 vear with EVAR [p = 51)

Be-intervention rate: 1.7 7100 vear with O8F v
5171000 ear with EVAR [p < 1001)

Mo Bfh rupture after Q3R and 25 after EVAR

i d.6%)
DEEAM, 20057 20007 174 with OSR 606 & 6.8 G4 05R: 4.5% Overall mortality: 30.1% with O5R =, 31.1% with
171 with Byt 707 4 6.6 DVaR: 1.0% EvibE [MS]
ip = .01 fubuhi-related martality: 4.209% with 058 v, 1.15%

woth EVAR [p < 001)

Be-inferyention rate: 18.1% after O5F w5, 20.6%

after EVAR (o = 1003)

OWER, 20097 2002° 237 with QSR 705 4 7.8 52 06F: 3% (p = OEWOverall mortality: 33.4% after 0S8 ya. 32.5% after
L04 with DVAR 606 4 78 DWAE: 055 EWAR [M5)

fbdi-relabed mortality: 3,75 after OER vs, 2.3%

after EVAR [NE)

bl rupture: O after OR vs. 6 (1.4%) after ©VAR

(e = 03]

\ J Be-infervention rate: 17.8% after 05K w=. 22.1%

after EVAR [NS)

ACE, 20117 145 with O5R o431 1 05R: 0.56% Oyerall martality: 8% after OSH vs. 11.3% after
150 with EviaR 689 4 2.7 DWAR: 1. 5% EVAR [M5]
ip = .05, NS fAbdi-related mortality: 006% after OSH v, 4%
after EVAR [NE) - ——
Bk rupture: O after OSR vs, T [2.06] after EVAR ™ i
(WE] NEXT GENZRATION
p-intervention rate: 2.7% after OSH v 16% ¥: EE e |
i EWAR [p < 0001} ity

Note, N% = not significant.
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- Conclusions

sVS PRACTICE GUIDELINES

From the Socety for Vascular Surgery

S

SV practice guidelines for the car¢ of patients with
an abdominal aortic aneurysm: Exccutive summary

F.llimI.O\alh{.MD.I’I\D.‘DavidC.Wﬂm,Mh.“ a1 L. Datman, MD Miche S. Makaroun, MD,*
i ¢ Gregorio A- S o Je MD," and

1. SVS suideli
guide :
P iIlnes recognize the current pref
n patients with AAA anaton?'re Itlérence
ically

\ Purpose of these guidcl'mu

T .““.i‘.:ﬁ?‘i(n??m...,'?.»f.“;’f;.?‘;’;‘}‘-ﬁ,‘; i ™ suita

\ Teg, Ann Arbor, Mich; ‘and Cleveland, Obio b I e b u t n O C I e a r r

— ecomendati

l DEFINITION OF [HE PROBLEM Ions rega rding

\ e Clinical Practice Coundl of the Society for Vascula® e S d O
\ Surgery charged a wrting commitiee e the sk ofupdat: G re CO m IT |

[ ing practice guidelines, initally published in 2003, for sur
geons and physicians who are involved in the preoperative,
\ operative, and postoperative care of patients with sbdominal
sortic ancurysms (MAA) \ This article is an €xecutive summary

\ Sncurysm rupture and Lssociated medical morbiditics,
\ uidelines for selecting surgical of ndovascular interven
i L

\ B on, intraoperative. STEBTH perioperative ¢Ares long
term follow-up; and wreatment of late complications.”

2 over EVAR:
1 :i;:;:r,:;;'::::":::‘::r:;'.;t*:::z::fr;ls:\:‘::::. = C | e a . . R . u N C | e a r S |t U a t | O N B
Ll “‘L‘J.Z;‘.f:.“i{‘:‘;.,m'.“i“..’.:i.",;i(I‘.‘R.tl“‘.‘;i‘}‘:.:V.‘,‘l;.i?:;"it;";;;‘_ ‘ r I n d I Ca t i O n fo r E VA R e . u t n O
o G ) ven in unf.
It

Stanford Univenity ™ ment of Surgery, UBNER of Piew
burgh. Ihz\)q\mr\wmul\uurn.\'mum\ ¢ Rochestee " the Depart
ment of Surgery, Washingiee versity-St. Loui' the Deparmment of

s the Department of Surgey

\ Untrersity of Michigan:’ and e Deparment of Vasulat Sangery, Cleve

Jand Clini Foundation L]
 research (pine ducationsl WP

o (peogrem decte) from L0 - J mendation and the QUATY

1 s oyran directon) from cdtronic ik % « UTable) * When the benchts of a1

w

B, P and educaicns WA g direcr)

\ ok n, Medronlc, ot T AP Avbat, Boon,sad Lorn s risks, or, alternatvelfy isks out
\ e s twoyeass, . g agreements Vi eighed benefis, 8 7008 "+ ccommendation WS noted.
| WL Gore, Meduronie and Cantl \.inm“m\m«mm,mm because

V. Qo vl cxpeses shd W00 .
\ o el expemes, and BT ¢ because high quality evidence

el cxpemes from Cook, Inc and W1. Gore, & s Univenity of
l Rochater Deparument ©f "Vasculs Surgery has 4 unresicted suggests benefits and risks are closcly balanced, a weak rec”

w
| oo s wppart o (o8, o ommendation W35 recorded. The qualty of evidence that
i, Dr Tiuran e s e conmiting and spcskng e the basis of these o mendations was 0red

Le
vel of recommendation:

\ Gore :j“ :-\*;1:1‘;“"-‘_'"’;( ""'::-"_” » “’j““{" high, moderate, ¢ fow, Notall randomized controlled trials
A e by th R are alike and limitations 3% compromisc the quality of their ual‘
(i e s 1 Chaol M5 b oy University, 101 e Sence, In addition, if TS 4 Targe magitude of <t 1ty Of e 3 W
v o b R, G 3082 (¢ 0L e quallyofendence ey B e Gbwervational studies T4Y vidence: c
\ (00 e high ‘I\ms.qu:lilydtviwwllmrﬂl as high when .
\ Copyright © 2009 published by Ewevicr Inc: 0% chalf of the Sodety ¢ additional rescarch is considered very unlikely to change SO ID
e ence n the esumate of et T oderate when farthet W

Vascular Surgery
t 40is10.1016/}.3-200% 07.000 rescarch is likely 1© have an important impact on i the

| =

NEXT GENERATION
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Let’s try a different approach:
ESC Guidelines Recommendatons on the mansgement of

asymptomatic patients with enlarged aorta or
abdominal aortic aneurysm

—— Recommendations Class* | Level®
_ e In patients with abdominal aortic
— ESC GUIDELINES e S e il 367
| @ e If a large aneurysm is anatomically
{ P dot10
R . .

\ 4 ESC Guidelines on the diagnosis an suitable for EVAR, either open or

\ - ent of aortic diseases s of the thoracic d I rt iri

\ treatm ing acute and chronc aortic diseases endovascular aortc repair is

| st oo | recommended in patients with

rhe Task Force 97 8 P 17 rology (ESC) - acceptable surgical risk.

OR is better for anatomically unsuitable AAA for
EVAR: no other clear indication

B e e n patients with asymptomatic

| AAA who are unfit for open

repair, EVAR, along with best Iib

“1 medical treatment, may be
-| considered.®

France), ©

_Amoﬂw('""

In patients with asymptomatic
AAA who are unfit for open
repair, EVAR, along with best
medical treatment, may be
considered.?
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Fit or unfi
nfit for OR: dogs It matter at all?

Review Article 9 \

Endovascu\ar Treatment versus Open Repair for c
Abdominal Aortic Aneurysms: The Influence of (4] ncl u si on

| Fitness in pecision Ma ing
MD, PhD. MSC, FeBvs'  Mas Dalaina

s, MD, PhD'

|ohn Kakisis, MD, PhD, F

\ Konstnatinos G. Moulakakis. ‘ ) ; , 6 ) ACCOrd .
EBVS spyridon Mylonas, MD'  Christos D. Liapis, MD, PhD, FACS, FEBVS lng tO the .
; daVv.
e ailable data, there is emergin
g evidence

Address for correspondencs Xor
MSc, FER
Hospital,
(e-mall

Di‘l: are Lulreully O .

+* University Hospital

that patient '
s at I
high medical risk for open repai
r may benefit

1ot ) Anglol 2013:22 9-12

‘l Abstract Two methods of re
open aneurysm rep
depends on the balance of risks 29
account the patient’s \ife expectang
makes endovascular repalr possid! S u O
tant variable pr O rt I n g E V 1
{s that the ‘ s [}
\ differ between patients undergol R I n h [
of this review article Is to Investd I r I (]
\ Keywords more from having endovascular £ a
\ . abdominal aortic there is emerging evidence that L [] I e n t S
| aneurysm from EVAR while in low risk pati I S u
\ . endovascular have similar effects. There Is rising evidence that &¥ S n O t
treatment penefit more from an endova procedure |f eligible, and thus fitnes| e Ve n
\ - fitness emergencies |s not the first pri ar EVAR. e . a len S e a r
11e_ex
Dectanc
e patie
nts n
€SS e
dlld-

x I N .
\ |hf(rram\rm nplmm(nr ,\cympmm.\l\c AAAsare continuing r m
! surveillance of surgical repair according to size. WO methods r I .
n AAA, open aneurysm a I e n t
s both techni

ntly avallable for a 9
lished in 2005, and the

dmzm)‘nndm\\.rrsp«nve\y F AT A
LI

of repair are curre!
repalr (OR) and cm\uv.\saul.\r aneurysm repair (EVAR The
conwnnoua\ thinking is that open repair is appropr fate for

\ impact of risk factors upon perioperative
repair and endo-

l differ between patients undergoing open
ess influencesoperative mortality.

vascular repair patient fitn!
-

| peen much speculation on the interaction were publishe

| ]
young, healthy patients and EVAR for oldef, sicker patients {f =
they are anamm\u\\y suitable The hypothesis 1 that the I
mortality might I I I .
e .

n of the ACE had relativel

and there has
\ between fitness and the decision on ype of treatment for with the exceptiot
AAA and showed an initial survival advantage Wij
article is 0 {nvestigate cular rechnique. The 8 and 6 years follow-4 y .
LT L L €
y © A LU
-

The purpose of this brief review

“1 whether fitter patients with a large abdominal aortic aneu EVAR 1 and DREAM trial demunsualed siml SUitab ility and intentio
n to treat wi
with an e
ndovascul
ar pro-

hieme Medical oot v

published online Copyright © 2013 by Thies ce ure C
' an vmmnm_:-: ‘,“50)“)} s::::\h Avenue. x:s;:) 0 1 be 1 3 .
justified independently from 1
patient’s

New York.

\ ’/// fitness.
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WHY ENDO REPAIR SHOULD BE THE FIRST OPTION?

BEST EXTERNAL EVIDENCE
The [.aws “Medicine asks you
of to make perfect
Medicine pleusmns with
| Imperfect
information”

SIDDHARTHA MUKHERIJEE
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WHY ENDO REPAIR SHOULD BE THE FIRST OPTION?
BEST EXTERNAL EVIDENCE
CHOICE OF AAA REPAIR APPROACH

Aratomical suitability for EVAR

[ uproDate m C) Cochrane

National Institute for
Health and Clinical Excellence
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WHY ENDO REPAIR SHOULD BE THE FIRST OPTION?
BEST EXTERNAL EVIDENCE

Perioperative Outcomes & Expertise

e The EVAR & DREAM & OVER & ACE trials began
enrollment more than a decade ago.

Endovascular aneurysm repair versus open repair in patients A randomized controlled trial of end?"ascuhf
. . . . . . aneurysm repair versus open surgery for
with abdominal aortic aneurysm (EVAR trial 1): randomised abdominal aortic aneurysms in low- to

controlled trial moderate-risk patients

T T T Jean-Pierre Becquemin, MD, Jean-Chistophe Pillet, MD, Frangois Lescalie, MD, Marc Sapoval, MD,
My, recruitment into the trial began on Yann Goueffic, MD, Patrick Lermusiaux, MD, Eric Steinmetz, MD, and Jean Marzelle, MD, for the ACE
¥ eligible UK hospitals. We regarded erfalists, Creteil, Frane
i £ when they had completed 20 EVAR
PR submitid the daa to RETA. During the Between Mgfch 2003 and March 2008

subsequent 4 years the number of hosplta]s that had
sufficient experience with EVAR increagyd®
only 34 of these had entered patientgfinto EV. '\R trial 1

by the end of planned recruitmenfon Dec 31, 2003,

Outcomes Following Endovascular vs
A Randomized Trial Comparing Conventional Open Repair of Abdominal Aortic Aneurysm
and Endovascular Repair of Abdominal Aortic Aneurysms A Randomized Trial

Monique Prinssen, M.D., Eric L.G. Verhoeven, M.D., Jaap Buth, M.D.,
Philippe W.M. Cuypers, M.D., Marc R.H.M. van Sambeek, M.D., Ron Balm, M.D.,,
Erik Buskens, M.D., Diederick E. Grobbee, M.D., and Jan D. Blankensteijn, M.D.,
for the Dutch Randomized Endovascular Aneurysm Management (DREAM) Trial Group*

The pnma outcome is long-term (5-9

002-October 15, 2011].
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WHY ENDO REPAIR SHOULD BE THE FIRST OPTION?
BEST EXTERNAL EVIDENCE

Perioperative Outcomes & Expertise

* The EVAR & DREAM & OVER & ACE trials began
enrollment more than a decade ago.

 “For every perfect medical experiment there is a
perfect human bias”

A randomized controlled trial of endovascular
aneurysm repair versus open surgery for
abdominal aortic aneurysms in low- to
moderate-risk patients
Jean-Pierre Becquemin, MD, Jean-Chistophe Pillet, MD), Francois Lescalie, MD, Marc Sapoval, MD,
Yane Gouefic, MD, Patrick Lermusiaus, MD, Eric Steiomets, MD, and Jean Marzele, MD, for the ACE Centers fulfilled the recommendations issued in 2001
= the French Beee™0rv Agency for Medical TyPmeagy
Device Saten@ which rr:qmr::d a minimal activity of 200 AAA
n:pam,f'vcara gt least 8 EVAR prr:-ccdurcs to be aythe
rized to performed EVARR 1 I dy started, at
least 30 EVAR procedures had been dn-m: in cach center.
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"WHY ENDO REPAIR SHOULD BE THE FIRST OPTION?
BEST EXTERNAL EVIDENCE
Perioperative Outcomes & Expertise

e The EVAR & DREAM & OVER & ACE trials began
enrollment more than a decade ago.

 “For every perfect medical experiment there is a
perfect human bias”

 Based upon today’s training and experience,
EVAR is the most familiar procedure.

Comparison of surgical operative experience of
trainees and practicing vascular surgeons: A report
from the Vascular Surgery Board of the American
Board of Surgery

John E. Eidt, MD,* Joseph Mills, MD,” Robert 8. Rhodes, MD,* Thomas Biester, MS,®

Vivian Gahtan, MD,* William D. Jordan, MD,* Kim J. Hodgson, MD," K. Craig Kent, MD,#

John J. Ricotta, MD," Anton N. Sidawy, MD, MPH,® and James Valentine, MD,} Little Rock, Avk; Tucson, Aviz; " . .
Phnladelphia, Pa; Sywacuse, NT; Bivmingham, Ala; Springfield, 1ll; Madison, Wisc; Wadsington, DC; and Dallas, Tex "' 21 rmntl."’ ¥ 11'!":1!']}- H

of 10 surgeons applving for recertification report a rich
experience in 2 broad range of basic endovascular proce-
Aurree 1neludineg apnmaeranhy vepaeranby aroanlastr
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WHY ENDO REPAIR SHOULD BE THE FIRST OPTION?

BEST EXTERNAL EVIDENCE

Perioperative Outcomes & Expertise

e The EVAR & DREAM & OVER & ACE trials began
enrollment more than a decade ago.

 “For every perfect medical experiment there is a
perfect human bias”

 Based upon today’s training and experience,
EVAR is the most familiar procedure.

 No difference in mid-to-long-term all cause
mortality rates between EVAR and OSR.

G) Cochrane

‘Similarly, there was no significant
difference in aneurysm-related mortality between groups, either at the

intermediate- or long-term follow up.
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WHY ENDO REPAIR SHOULD BE THE FIRST OPTION?
BEST EXTERNAL EVIDENCE
Secondary Intervention rates

* Use of first generation devices and lack of
experience AA COMPLICATIONS. New devices
=>» Decrease in secondary interventions.

APTUS, INC. COOK MEDICAL CORDIS ENDOLOGIX
+ Aptus® « Zenith CORPORATION « Powerlink
« Zenith Flex « Incraft* « Nellix*

Effect of improved endograft design on outcome
of endovascular aneurysm repair

GORE & LOMBARD MEDTRONIC, INC. | TRIVASCULAR VASCUTEK
ASSOCIATES « Aorfix’ + AneuRx + Ovation® + Anaconda’
« Excluder — « Talent S
& + Endurant ’ﬁ“(
E j ~M==T
\,‘% i : NZXT GENZRATION
‘ . T e o N, TG 5

N e ST RN
LW - S

= Il M
T—

Francesco Torella, MD, FRCS, on behalf of the EUROSTAR Collaborators, Liverposl, England
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WHY ENDO REPAIR SHOULD BE THE FIRST OPTION?
BEST EXTERNAL EVIDENCE
Secondary Intervention rates

* Use of first generation devices and lack of
experience A COMPLICATIONS. New devices
=>» Decrease in secondary interventions.

* OSR have open related complications, such as
bowel obstructions and hernias or AE fistulas.

_ Eur J Vasc Endovasc Surg. {'3 5&p:46(3}:31 5-8. doi: 10.1016/).ejvs.2013.04.027. Epub 2013 May 15,
Mid-term results of endovascular aortic aneurysm repair in the young.
Altaf N', Abisi S, Yong Y, Saunders JH, Braithwaite BD. MacSweeney ST.

. Eleven per cent of patients who had EVAR required a further procedure compared with 13% who had openll
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WHY ENDO REPAIR SHOULD BE TF RST OPTION ¢
BEST EXTERNAL EVIDENCE

Secondary Intervention rates

* Use of first generation devices and lack of
experience N COMPLICATIONS. New devices
=>» Decrease in secondary interventions.

* OSR have open related complications, such as
bowel obstructions and hernias.

 Most EVAR complications are managed by
endovascular means or have a benign prognosis.

Type II endoleaks

LI _— —
Efthymios D). Avgerinos, MD, Rabih A, Chaer, MD, and Michel 5. Makaroun, MD, Piresinergh, Pa I = M : : T
NZXT GENZRATION

{J Vasc Surg 2014;60:1386-91.)

Their natural history 15 mostly benden
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BEST EXTERNAL EVIDENCE
Secondary Intervention rates

How to decrease the secondary reintervention?

Clinical data CHOOSING
Familiarity and expertise: Ease of use THIE CORRECT
Stock and availability

Price END@W
Anatomy: Match Anatomy & device

T .

its the WP N | t'sthe N

economy, [ Anatomy, «
e w

Stupid!
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Ideal cases:
How to avoid complications?

- Good case for any graft. Neck angulation

<450
- 30-40% of the AAA cases.

\ 8-22 mm diam

20 mm length

.
viinimum Ca+ and tortuosity
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Real cases:
How to avoid complications?
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THERE ARE NO LIMITS USING EVAR FOR AAA

Real cases:

How to avoid complications?

Guidant  Medtronic Gore Cook Endologix Cook
Ancure AneuRX Exclude Zenith  GoreExcluder Powerlink Zenith
r Low Enl-
Permeability
YearofRelease 1999 1999 2002 2003 2004 06
NeckDiameter(m 18-26 18-25 19-26 18-28 19-26 \ 4
m) %
NeckLength(mm) >15 >10% >15 >15 ’\ >15
NeckAngle(degree NS <45 <6 <60 <60
S) O
lliacFixationLengt  (mm)>2 NS >15 >15
IliacDiameter(mm) <135 NS U 10t018.5 8tol8 10t020

Medtronic G
Talent ; ore
Endologix Excluder
Enlarged
Neck Enlarged
Neck
2008 2009 2009
18-32 18-32 19-29
>10 >15 >15
<60 <60 <60
>15 >15 >10
8t022 10to23 10to18.5

*changedto>15mmin20031FUrevision;NS,notspecit,
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Real cases:
How to avoid complications?

I'm full of fears and | do my best to
avold difficulties and any kind of

- AAA Neck R e
- Aortic Bifurcation

- Lumbars/IMA Patency |
- Landing area in the iliacs
- Access

completely calm.
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Real cases:

AORTIC
How to avoid complications? NECK

= SHORT/SMALL NECK
= EXTREME ANGULATION

= THROMBUS
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1 Real cases:
How to avoid complications?

AORTIC NECK ANGULATION

Aortic neck management is one of the key elements for successful outcome
after endovascular repair of infrarenal aortic aneurysms (EVAR).

®m A challenging neck remains the primary cause of anatomical exclusion for EVAR.
®  Most of the stent-graft IFUs exclude these cases due to the high risk of type 1

endoleaks. The four issues are: short neck (< 1cm), extreme angulations (>60-
902), the presence of thrombus and calcium in the juxtarenal area.
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Real cases: o AORTIC NECK
How to avoid complications? ANGULATION

Schanzer A, 10228 patients 41% patients with sac ~ ONLY 42% PATIENTS

Greenberg RK US multicentric data enlargement 5 years ~ fIATOMY COMPLIEDWITH
_ _ FU Aortic neck angle >60°

ClrElEiem Ju 2001 Aortic neck diameter >28mm

Common iliac diameter >20 mm.
Independent risk factor during

FU period
Wyss TR, Greenhald 217 patients 53 patients had graft I(P haddthe St)ron%est relation
. . C azard ratio) with compications
RM US multicentric data related complication AFTER EVAR.
at FU Neck angulation, and
J Vasc Surg 2011 Oct Mean 3.6y calcification are independent

risk factors
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Real cases:
How to avoid complications?

SHORT NECK

AAA Device Indications

Comban Device Profile Neck Neck lliac
pany (OD) Length | Diameter | Diameter

ELGX 15mm 32mm 23mm
MDT Endurant 18F -20F 10mm 32mm 25mm
Cook Zenith LP 18F 15mm 32mm 20mm
Gore C3 20F -23F 15mm 29mm 18.5mm
Trivascular Ovation 14F -15F  7mm 30mm 20mm
ELGX Nellix* 17F 10mm 32mm 35mm
JNJ Incraft 14F 15mm 31mm 22mm
Terumo Anaconda 21F -23F  15mm 31mm 21mm
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Real cases:
How to avoid complications?

author/publication Complicatios Conclusion

ILIAC LANDING

Albertini JN 157 patients pDlex iliac

Zenith® Stentgrafts anding: Aneurysmal
Ann Vasc Surg 2010 Powerlink® extensiea-teritiae-bifLrcation
Jul Stentgrafts :

creases secondany
procedures and
complications during

Talent ®

41% patients  ONLY 42% PATIENTS

with sac ANATOMY COMPLIED
enlargement 5
years FU

Circulation Jun 203 . _
Common iliac tortuosity.

Independent risk factor
during FU period
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WHY ENDO REPAIR SHOULD BE THE FIRST OPTION?
COSTS & MALIGNANCY

 |t's difficult to determine the economic
Impact.

 Recent studies shows EVAR cost less than OSR
In preop.

Cost-effectiveness of open versus endovascular repair
of abdominal aortic aneurysm in the OVER trial

Kevin T. Stroupe, PhD," Frank A. Lederle, MD," Jon S. Matsumura, MD,* Tassos C. Kyriakides, PhD,*

Yvonne C. Jonk, PhD," Ling Ge, MS,* and Julie A. Freischlag, MD,* for the Open Versus Endovascular

Rq:l (OVER)\ctc.ram Affairs Cooperative Study Group,* Hines, Il Minneapolis, Minn; Madison, Wise;
st Haven, Conn; and Baltimore, Md

Conclusions: In this multicenter randomized tris endovascular AAA repair resulted in lower cost and Qetter survival than
open repair after the initial hospitalization for rémeg.but after 2 years, sumval,, quality pE4ef and costs were not

significantly different between the two treatments. (] Vasc Surg i=M==

N XTG N RATION

S i g, G
=0 A el
‘.A |ﬁl‘ r‘ E‘. 3
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THERE
ARE NO LIMITS USING EVAR FOR AAA

Evidence: |
ce: just the cost issue clearly

favours OR... or not?

\
\\
\ Richard P. Cambria, MD, Section Editor

x Cost-effectiveness of open versus endovascular
\\ repair of abdominal aortic aneurysm
1

Cornclis A- van Bochove, MSG
\ Marien G. van Schothor®

| Backgrow

\ sargieat repair (OSR) OF endovascular anev
\ of these s with

\ O e EVAR vs OSK in PAertl with a

\ Methods: A systematic trategy USID

EVAR procedure), general results, 104 sensitivity a0

checklist
Resulse The
Tond that EVAR was more expensive £, most 50
\ gained from EVAR " not oftset the highet ol costs, leading 1© 30 macceptably high ineremer
| o EVAR was comsidered e e cost.cffective in PAHERt roups with 2 high © jeal b
" tudics was judged
| Conelusions: Overally published cost-<fTe
\ EVAR is a cost-cffective sol
‘l This answe can best be P

advances and the improved experi

Abdominal 207t< ancurysm (AAA),3 condition that in®
slves dilation of the aortic wall in the abdomen, can Jead

| " rupture of the 3013, asually with faral consequences:
\ \though vasious fisk factor® for AAA cxist, including 38
| herosclerosis, sSmOKINg ypertension, genetc 0T a

\ gh cholesterol Jevels, the exact causes of AAA are sull un

Jown.’ Patients with an AAA diameter >3 0 cm can be

| cated electively with open surgjcal repair (OSR) or with

\ \dovascular aneunys® repair (EVAR). Paticnts wreated

ith EVAR have lowe? 30-day morality (1.3%) compared

ith patients treated “Lith OSR (4.7%)"; howevets the di
ralit

‘Sencc in mortality secms £© Siminish over tme and m3Y

|
\
\ om the Institute OF Health Policy and Management” and Tnstivute ©F
\ ‘Medical Technolog¥ oncssment.” Erumus Unterity Rotzerdam; 384
e Department of Vasulst Sargery, Qe Lieve VIO Gasthsis,
| Amscrdam
‘l Jthor conflict of inteee* none.
| Sesonal maseral fo e 3 75 e found osin at ww SR
\ srrespondence: Laurs 1. Burgen. M, Erasmus Universiteit Rocrerdam,
\ Burgemeestss Oudiaan 80 Rotterdam 3000DR, The Nethedands
| (e-mal: Wb o)
\ e cditon and € 2his ariclc have no relevart fnancial elationships
" S Sscdoue per the VS pAY 0 equire revicwen 0 decind review of 5y
| 10 st e wiich they ay B s conflict of inerest
415214
\ pytight © 2016 by e Sodiety for Vascular Surgery published bY

Elsevier In¢
x dor 42015 10.05%

+ Laura T. Burger MSc* Anco C. Vahh, PhD; Erwin Birnic, PhD,
MSc, and William K. Redckop, PhD," Roserdan and Amsterdan, The Netherlands

i Patients with 8 1aTE¢ anruptured abdominal sortic apeurysm with & diameter >5.0 cm ar reated with 0pen
the cos!

\r (EVAR), Because many studies have as
‘conflicting results, this systematic review cxamined published €05t ectiveness analyses of
i % atabases was condueted ¥ find all
\ B eracted from these scudies included stody amacteristics (cB 38 OF the

alyses. The quality e study was assessed using the

search identified 1141 por:mi‘lly relevant studies, of which 13 studies met inclusion criteria. M
and more cffective udies concl that

than OSR- Howeve!

EVAR >

cffectivencss analyses. The prmary am
vas to cxamine whethe? the improved
pmiculmy the reduction it short-term ¢
The higher initial device costs. Outcomes Were generall

concluded that EVAL
was cost-effective BY incremental COSt effectiveness matic
qtal cost PEr QALY gamcd\ range, =
§22,826 per QALY gunnm, and four other studics y
concluded that it was not (ICERs rang¢, £110,000 (o)
dominates)- Different swdy characteristics and seuing
may partly explain these differences. Since the systemat

2

CONCLUSIONS

This revi
eview show
. ed
tive EVAR vs elective O thaF the cost-effectivene
¢ OSR is uncertain bec :li of elec-
sults

of the includ
: ed studi ,
studies. Th es varied consid
¢ overall quality of the mcllgézbgugjcross the
es in this

review was reaso
nabl
among the . y gOOd, although . .
studies. To estimate gchc q‘iﬁ?’ differed
ent cost-

effective
ness .
of eclective EVAR, we
we recomme
nd a n
ew

cost-effecti
ve 1
ness analysis using more recent trial
nt trial dat
a.

N L.
0 dfefm.ltlve data supporting c
efectiveness for OR vs EVAROSt-




Xerencia de Xestion Integrada
S SONSEN NS S THERE ARE NO LIMITS USING EVAR FOR AAA

Santiago de Compostela

SERVIZO
N\ ] GALEGO
de SAUDE

WHY ENDO REPAIR SHOULD BE THE FIRST OPTION?
COSTS & MALIGNANCY

 |t's difficult to determine the economic
Impact.

 Recent studies shows EVAR cost less than OSR
In preop.

* Follow up using X-ray and color dupplex.

Duplex ultrasound imaging alone is sufficient for
midterm endovascular aneurysm repair
surveillance: A cost analysis study and prospective
comparison with computed tomography scan

Brian K. Beeman, MD, Lynne M. Doctor, BA, Kevin Doerr, VT, Sandy McAfee-Bennett, RVT, i — M == T
Matthew J. Doughe TCalligaro, MD, Philadelphia, Pa e

NZEXT GENZRATION

Concl - Surveillance of EVAR patients can be performed accurately, safely, and cost-effectively @ the sul 7= 2 ’
imaging study. 2009:50:1019-24.) =1
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WHY ENDO REPAIR SHOULD BE THE FIRST OPTION?
PATIENT PREFERENCES

|

SURGERY |

| =—> |

/

S Y
R‘ Prospect theory

From Wikipedia, the free encyclopedia

Ofek ﬁop‘?

Eur JVasc Endovasc Surg. 2010 Jan;39(1):55-61. doi; 10.1018/].ejvs.2009.08.008. Epub 2009 Sep 22.

Patient preference for surgical method of abdominal aortic aneurysm repair: postal survey. I' M o
N XT G N RATION

Reise JA', Sheldon H. Eamnshaw J, Navior AR, Dick F, Powell JT, Greenhalgh RM.

xS
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WHY ENDO REPAIR SHOULD BE THE FIRST OPTION?

Medical
maragement

Chose ENAR

Poce

Aratomical suitability for EVAR

NEXT GENSRATION
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WHY ENDO REPAIR SHOULD BE THE FIRST OPTION?

* OSR are particulary dependent upon surgsg
endovascularly.

Costs are becoming corg

* As medical agement, Expertise and endovascular

devices improvements, long term outcomes should also i-M==T

NZEXT GENZRATION

continue to improve.
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DON’'T FIGHT AGAINST THE ANATOMY
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Butsss
| Give up,there are some |imits..

Putting all together, even my opponent
must agree with my final conclusion!

Currently open repair management is clearly
better than EVAR for Young and fit patients
(much better if they don’t have special
interest in their sexual life) with hostile
necks, living in complex economical
enviroment or with special problem to
continue with strict FU protocols
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