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PekomeHaaumm no ABA

* CKPUHUHT BCEeX MYXKUYUH cTape 65 nert

Recommendation 12 Class Level

Population screening for abdominal aortic aneurysm with a
single ultrasound scan for all men at age 65 years is
recommended.




PekomeHaaumm no ABA

* [lpn gnametpe aopTbl 2.5 — 2.9 cM CKPUHUHT Yepe3 5-10 net

Recommendation 13 Class Level

Men with an aorta 2.5—2.9 cm in diameter at initial Ilb
screening may be considered for rescreening after 5—10
years.




PekomeHaaumm no ABA

* Y3U Kaxable 3 roaa npu gnamepe 3-3.9 cm
* ExXXerogHo npu agnametpe 4.0-4.9 cm
e Yepes Kaxable 3-6 mecAueB npu anameTtpe donbue 5.0 cm

Recommendation 17 Class Level
Ultrasonography is recommended for aneurysm surveillance;
every three years for aneurysms 3—3.9 cm in diameter,
annually for aneurysms 4.0—4.9 cm, and every 3—6 month
for aneurysms >5.0 cm.




PekomeHaaumm no ABA

* He cyuwiectByeT cneumdmnyeckon meamKkameHTO3HOU Tepannm

Recommendation 19

No specific medical therapy has been proven to slow the
expansion rate of an abdominal aortic aneurysm, and
therefore is not recommended.

Class




PekomeHaaumm no ABA

* Kputepun npuHATUA pewenmna: 5.5 cm ana myxumH n 5.0 cm ansa
KEeHLWMH

Recommendation 22 Class

In men, the threshold for considering elective abdominal
aortic aneurysm repair is recommended to be >5.5 cm

diameter.
Recommendation 23 Class
In women with acceptable surgical risk the threshold for Ilb

considering elective abdominal aortic aneurysm repair may
be considered to be >5.0 cm diameter.




PekomeHaaumm no ABA

* PyTHHOE Kapanonornyeckoe obcnegosaHme nepeg onepaumen He
pekomeHayeTtca!!l

Recommendation 27 Class Level
Routine referral for cardiac work up, coronary angiography
and cardiopulmonary exercise testing is not recommended
prior to abdominal aortic aneurysm repair.




PekomeHaaumm no ABA

* Kapanonormnyeckoe obcnenoBaHme pekomeHayetca 60/bHbIM C
nHaekcom [ltoka meHee 4 UAu ¢ cylecTBEHHbIMU KAMHUYECKMMMU

dbaKTopamm pUcKa.

Recommendation 28 Class Level

In patients with poor functional capacity (defined as < 4
metabolic equivalents) or with significant clinical risk factors
(such as unstable angina, decompensated heart failure,
severe valvular disease, and significant arrhythmia), referral
for cardiac work up and optimisation is recommended prior
to elective abdominal aortic aneurysm repair.




PekomeHaaumm no ABA

* Y 60/1bHbIX CO CTAOUNBbHOM CTEHOKAapAUEN, MPOoPUIaKTUYECKaA
pPeBaCKyNApM3aLmnAa MMOKapAa He pekomeHayeTcA. ITO KacaeTca un b-x
c PB<35%, cteHO30M CcTBOMA U 3-X COCYAUCTbIM NMOPaXKeHnem

Recommendation 29 Class Level References

In patients with stable coronary artery disease, routine [206,360,461]

coronary revascularisation before elective abdominal aortic
aneurysm repair is not recommended.

gery,””" even considering those with left main stem and
triple vessel disease, or those with a left ventricular ejection

fraction below 35%. Therefore, pre-operative coronary



PekomeHaaumm no ABA

* PYTUHHbIA CKPUHUHT COHHbIX apTEPUIA Y aCUMMITOMHbIX OOIbHbIX HE
pekomeHayeTcs

* [NpodunnaKkTnyeckme onepaLmm Ha COHHbIX apTEPUAX Y ACUMIMTOMHbIX
60NbHbIX HE PEKOMEHAYIOTCH

Recommendation 40 Class Level

Routine screening for asymptomatic carotid stenosis prior to
abdominal aortic aneurysm repair is not recommended.

Recommendation 42 Class Level

Routine prophylactic carotid intervention for asymptomatic
carotid stenosis prior to abdominal aortic aneurysm repair is
not recommended.
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JleTanbHoCTb Y 60bHbIX ¢ ABA 2001-2015
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[NHaMMKa NeTaNbHOCTb U MOANDUKALMA
PAKTOPOB PUCKA

Time period Time period

2001-2005  2006—2010  2011-2015 2001-2005  2006-2010  2006-2010
Mortality —0.13 —2.39 —3.42 M““l?ility ~0.38 ~0.70 ~2.61
Smoking ~2.27 233 ~1.44 e —}-zj —f-;g —;-(1)?
Hvpertension  —2.20 —2.41 ~2.36 PAChULE O T —1. —2.
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EVAR Trial 1 : CONSORYT diagram

1082 randomised into EVAR 1

EVAR
n=343

<

Intention
to treat

>

Open repair

n=339

13 died without

10 died without
surgery (3 ruptures)

1 delayed surgery

_

4

AAA repair
n=532

P

4

surgery (7 ruptures)
5 refused surgery

3 delayed surgery

AAA repair
n=518

i

EVAR = 517
{0 ruptures)

(4 conversions)

|

EVAR per
protocol =513

Open repair = 15

(4 ruptures)

EVAR=18
(0 ruptures)

(0 conversions)

94% compliance

Open repair = 500

(3 ruptures)

!

Open repair per
protocol =497




EVAR Trial 1 : Operative mortality

Crude
EVAR Open hazard ratio

repair [95% Cl]
(p-value)

30-day 9/532 251518 0.35
mortality (1.7%) (4.8%) [0.16-0.77]
p=0.009

In-hospital 10/532 33/518 0.32
mortality (1.9%) (6.4%) [0.16-0.64]
p=0.001

By randomised group for those who received an operation
Analyses using logistic regression




EVAR Trial 1 : Aneurysm-refated mortality

100 -

79 -
Proportion

of patients
surviving 50 -

23 -

. EVAR (4%)

Cox regression hazard ratio :
0.55 [95% CI 0.31-0.96], p=0.04

. Open repair
' (7%)

1

0

Number at risk
Open repair 539
EVAR 543

1 2 3
Years after randomisation

484 314 195
316 187




EVAR Trial 1 : Time to first complication

_ Open
' repair
. 9%

Proportion of EEVAR
patients 41%
without 50 — ;

complication

Cox regression hazard ratio :
4.9 [95% CI 3.5-6.8], p<0.0001

0—

1 2 3
Number at risk Years after randomisation

Open repair 539 466 301 182
EVAR 543 386 235 134




EVAR Trial 2 : CONSORYT diagram

338 randomised into EVAR 2

EVAR No intervention

< -5
n=166 Intention n=172

14 died without to treat

surgery (6 ruptures)

No intervention

t
1 delayed surgery by 315 Dec 2004

1 EVAR unsuitable N=125
v v
AAA repair AAA repair
n=150 n=47

e e

EVAR = 146 Open repair = 4 EVAR = 35 Open repair =12
(1 rupture) {2 ruptures) {2 ruptures) {1 rupture)

(1 conversion) {0 conversions)

81% compliance




EVAR Trial 2 : Aneurysm-related mortality

100 -

73 -

Proportion
of patients

surviving 20 -

25 -

Number at nisk

%_

B

Cox regression hazard ratio :
1.01 [95% CI 0.55-1.84], p=0.98

EVAR (14%)

i No
' intervention
(19%)

1 | L

1 2 3
Years after randomisation

No intervention 172 139 71 29

EVAR

166 129 58 23




EVAR Trial 2 : All-cause mortality

100

75 -
Proportion

of patients No .
surviving 90 - intervention

(62%)

EVAR (66%)

25 . Cox regression hazard ratio :
1.21 [95% CI 0.87-1.69], p=0.25

1 I 1 |

0 1 2 3
Number at risk Years after randomisation

No intervention 172 139 71 29
EVAR 166 129 58 23




IHAOorpadTbl NEPBOro/BTOPOro NOKOSEHUS

Table 1. Anatomic Criteria as Presented in the Instructions for Use for Abdominal Aortic Aneurysm Endovascular Devices Approved
by the US Food and Drug Administration

Guidant Medtronic Gore Cook Gore Excluder Endologix Cook Zenith Medtronic Endologix Gore Excluder
Ancure  AneuRX  Excluder Zenth Low Permeability Powerlink Enlarged Neck Talent Enlarged Neck  Enlarged Neck

Year of release 1999 1999 2002 2003 2004 2004 2006 2008 2009 2009
Neck 18-26 18-25 19-26 o T - e 32 18-32 18-32 19-29
dameter, mm k - ~

Neck =15 =10" =15

length mm

Neck angle, ° NS <45 <60

lhac foation =20 NS =10

length, mm

lhac <135 NS 10-185

diameter, mm

First and second generation devices >> off the market



CoBpeMEHHbIE rpadThil

Endovascular AAA System

Endurant- Medtronic Ovation-Trivascular
AFX- Endologix 188.20F Excluder - WL Gore] Zenith-Flex - Cook 14-15F

17,9F 18820F 18822F



YCTONYMBOCTb K CrMbaHuto

' 4

:3\~J.2Jnnnﬁi,‘ot:




TeHaeHUWMn B neyeHne ABA

[epmaHCcKui pernctp no ABA,
36,594 npoTe3npoBaHUM.
3AMNBA: 16.7% B8 1999r 0o 62.7% B 2010r

100% -

80%
60% -
B OAR (p<0.001)
40% EVAR (p<0.001)
20% |
0% - : . . .

1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010

Trenner M et al. German Registry Data on 36,594 Procedures.
Eur J Vasc Endovasc Surg. 2017 May;53(5):641-647 Puck netanbHocTn npu OoTKpbITOM Xupyprum = 8.14-13.2%
VQlI perioperative mortality risk score
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MNccnenosaHne DREAM. 2005r.

Two-Year Outcomes after Conventional
or Endovascular Repair of Abdominal
Aortic Aneurysms

Jan D. Blankensteijn, M.D., Sjors E.C.A. de Jong, M.D., Monique Prinssen, M.D.,

Arie C. van der Ham, M.D., Jaap Buth, M.D., Steven M.M. van Sterkenburg, M.D.,

Hence .M. Verhagen, M.D., Erik Buskens, M.D., and Diederick E. Grobbee, M.D.,
for the Dutch Randomized Endovascular Aneurysm Management

(DREAM) Trial Group* NEJM 2005



DREAM. BbiXKMBaeMOCTb

1.00+

Endovascular repair

0.95+ \

©
=
§ Open repair\_\—\%_
% 0.90-
=
=
S 0.854
8 I
(W
0.80 -
// P= . 6
O/l{ 1 I I 1
0 6 12 18 24

Months after Randomization



MccnenosaHmne OVER. 2009r.

Outcomes Following Endovascular vs
Open Repair of Abdominal Aortic Aneurysm

A Randomized Trnal

JAMA 2009

Frank A. Lederle, MDD

Context Limited data are avallable to assess whether endovascular repair of abdomi-

Julie A Freischlag, MD

Tassos C, Kyrmkides, PhD)

Frank T. Padberg Je. MD

Jon S, Matsumura, MD

Ted R. Kohler, MD

Peter 11 Lin, MD

Jessie M. Jean-Claude, MD

Dolores F. Cikrit, MD

Kathleen M. Swanson, MS, RP’h

Peter N, Peduzzi, PhD

for the Open Versus Endovaseular
Repair (OVER) Veterans Affairs

Cooperative Study Group

nal aortic aneurysm (AAA) improves short-term outcomes compared with traditional
open repair

Objective To compare postoperative outcomes up to 2 years after endovascular or
open repair of AAA in a planned interim report of a 9-year trial

Design, Setting, and Patients A randomized, multicenter ciinical trial of 881 vet-
erans (aged =49 years) from 42 Veterans Affairs Medical Centers with eligible AAA
who were candldates for both elective endovascular repair and open repalr of AAA.
The trial is ongoing and this report describes the period between October 15, 2002,
and October 15, 2008.

Intervention FElective endovascular (n=444) or open (n=437) repair of AAA

Main Outcome Measures Procedure fallure, secondary therapeutic procedures,
length of stay, quality of life, erectile dysfunction, maior morbidity, and mortality.

Results Mean follow-up was 1.8 years. Perioperative mortality (30 days or inpa-
tient) was lower for endovascular repalr (0.5% vs 3.0%; P=_004), but there was no
significant difference in mortality at 2 years (7.0% vs 9.8%, P=.13). Patients in the
endovascular repalr group had reduced median procedure time (2.9 vs 3.7 hours), blaod

lace 19 ue 1NN mil \ brancfucinn reaiiramant Naue 1 Nanite) dorabion of marhani



OVER. BbIXXMBaemMoCTb

@
O 0.12+
()] 6 1l rr"'__
'(% % 0.3 Open repair .~
S 0 0.06-
Ez_ |
&) Tg 0.03+ Endovascular repair
§ | | |
0 6 12 18 24
Months
No. at risk
Open repair 437 420 396 363 310
Endovascular 444 433 411 371 326
repair

There was no significant difference in cumulative mor-
tality for open vs endovascular repair (hazard ratio,
0.7;95% confidence interval, 0.4-1.1; log-rank P=.13).

JAMA 2009



OVER. JleTanbHOCTb

Figure 3. Hazard Ratios for Death According to Baseline Characteristics

No. Favors : Favors
[ | Hazard Ratio Endovascular | Open
Subgroup Patients  Deaths (95% Cl) Repalr | Repair
Randomization period
Before April 15, 2005 413 40 0.6 (0.3-1.2) ———
After April 15, 2005 468 34 0.8 (0.4-1.6) —.——
Age,y :
<70 406 26 0.6 (0.3-1.3) ——
>70 475 48 0.8 (0.4-1.4) ——
AAA diameter, cm
<5.5 382 27 0.7 (0.3-1.5) i
>5.5 499 47 0.7 (0.4-1.2)
Surgical risk (RAND score)
Low 467 29 0.7 (0.3-1.4) ——
Intermediate or high 405 42 0.7 (0.4-1.3) ——
Coronary artery disease
No 522 43 0.9 (0.5-1.6) N
Yes 359 31 0.5(0.2-1.0) —.—
Intended endovascular system
Cook Zenith 341 26 0.6 (0.3-1.4) ——
Gore Excluder 327 28 0.6 (0.3-1.2) — R
Medtronic AneuRx 186 15 1.7 (0.6-4.7) ——=)
Overall 881 74 0.7 (0.4-1.1) ——
T T T T 1 11 l[ T
0.2 1.0

JAMA 2009 Hazard Ratio (95% Cl)




Pe3ynbTaTbhl 3 nccneaoBaHUM

Enrollment Reinterv | Reinterv
Start Mortality | Mortality | Open EVAR

EVAR-1 UK 1999 6.2% 2.1% 9% 20%
DREAM Netherlands, 2000 4.6% 1.2% 5% 14%
Belgium

OVER USA (VA) 2002 2.3% 0.2% 12.5% 13.7%




Nccneposanme US IDE

Woo, Ed. VIVA 2014.



Pe3ynbtaTthl Yepes 5 et

Type /1l Endoleak 0.3% 0% 0%
Type Il Endoleak 16.1% 9.1% 4.1%
Migration 0% 0% 0%
Conversion 0% 0% 0%
Secondary Procedure 98.7% FF 95.3% FF 89% FF

Aneurysm-Related

o (0] (0)
Mortality 100% FF 100% FF 99.2% FF

Core laboratory reported data. Endoleak rates are reported as “at measurements”
Singh, Michael. SVS 2015.
Endurant US IDE. Medtronic database

Third party brands are trademarks of their respective owners.



N3ameHeHunA dHEBPU3IMATNHECKOIO MeLLUKa Hepe3 5 net
AAA Sac Diameter at 5 Years
US IDE Trial

Increase

>5mm

Stable

* 95.2% aneurysm sac decrease
>5mm or stable at 5 years

* 65.5% with significant >5mm sac
shrinkage

Decrease >5mm
M Increase >5mm

B Decrease >5mm

m Stable

Core laboratory reported data
Singh, Michael. SVS 2015.
Endurant US IDE. Medtronic database



There is no need to compromise on

THE ENGAGE REGISTRY DEMONSTRATES HOW EVAR EVOLUTION HAS
CONTRIBUTED TO IMPROVED PATIENTS OUTCOMES!

Endurant™ system sets a new benchmark for EVAR device performance’

Is the Endurant™ stent graft system more effective

than previous generation devices?

ENGAGE
Endurant™ Reduction
systemin

ENGAGE Registry
ARM 3.5% 1.6%

(19/543) (20/1,263)

Ruptures 0.9% 0.5%

(5/532) (6/1263)

Reinterventions 20% 13%

Outcomes Through | EVAR Arm of
4Y EVAR | Trial?

N

" Dittmar Bockler, MD, PhD, MHBA. Dept of Vasc & Endovasc Surgery. University Hospital Heidelberg, ChTa'JI'jng Cross 29M1.6 - - o o
2 EVAR1 trial compared OSR (n=626) vs EVAR (n=626) with 15t generation aortic stent graft systems: Zenith = , Excluder ™, Talent *, AneuRx ', and Quantum = / TERAMed = (Co
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Long-Term Outcomes of Endovascular vs. Open Aneurysm Repair in the VQI-VISION Database
Kevin Yel, Nadin Elsayed, Asma Mathlouthi, Mahmoud Malas
University of California San Diego, La Jolla, CA

ba3a gaHHbIX VQI-VISION:
22 080 EVAR n 4 783 OAR. HabntoaeHune 10 net



JleTanbHOCTb M pPa3pbiB

p-value

EVAR, % Freedom(n=22080, 82.2%)||OAR, % Freedom(n=4783,17.8%)||Log-Rank/(aHR (OAR:EVAR)
1-Year ||Mortality 92.21% 90.47% <0.001 |[1.23 (1.09-1.40) |<0.001 ll
Rupture 97.89% 98.23% 0.16 0.72 (0.52-0.99) ||0.041 il
Reintervention|(94.81% 97.34% <0.001 0.42 (0.33-0.53) |[<0.001 il
5-Year |[Mortality 79.86% 79.49% 0.47 1.07 (0.98-1.17) |(0.138 il
Rupture 96.24% 97.03% 0.0124 ||0.64 (0.50-0.83) |(|<0.001 ll
Reintervention||89.81% 95.09% <0.001 0.38 (0.33-0.45) |[<0.001 il
10-Year||Mortality 70.68% 61.94% <0.001 |[1.19 (1.08-1.31) |[<0.001 il
Rupture 97.03% 96.40% 0.0122 ||0.66 (0.54-0.86) ||0.001 il
Reintervention||88.33% 92.59% <0.001 0.41 (0.35-0.48 |[<0.001 il
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BbI}KMBaeMoOCTb

type = EVAR type = OAR

—

1 1 I ]

2 3 4 5 6 7 8 9 10
Years

—
—
—
-
—

EVAR 22063 20344 19283 18497 16025 11384 7392 4404 2278 1086 544
OAR 4762 4308 4152 4008 3612 2796 2055 1384 0909 626 422




Pa3pbiB

1

1

—

1

Freedom from Rupture

090 092 094 096 098 1.00

1

-
=
—
-

Al L Al L Ll L] Ll

0 1 2 3 4 5 6 7 8 9 10
Years

EVAR 22063 19965 18802 17968 15511 10947 7074 4181 2151 1015 505
OAR 4762 4240 4069 3913 3527 2730 2002 1350 888 609 413



PenHTepBeHU MM

1.00

1

1

1

Freedom from Reintervention

0.7 080 085 090 0.95

:

1 1 1 Ll 1 ] 1 1 1 1 1

Years

EVAR 22063 19410 18074 17134 14652 10168 6468 3756 1883 875 433
OAR 4762 4219 4039 3883 3483 2682 1966 1319 864 587 396




Five-year survival following endovascular repair of
ruptured abdominal aortic aneurysms is improving

Rens R. B. Varkevisser, BS,>” Nicholas J. Swerdlow, MD,? Livia E. V. M. de Guerre, MD,? Kirsten Dansey, MD,’
Lars Stangenberg, MD, Kristina A. Giles, MD,” Hence J. M. Verhagen, MD, PhD,” and

Marc. L. Schermerhorn, MD,” on behalf of the Society for Vascular Surgery Vascular Quality Initiative, Boston,
Mass; Rotterdam, The Netherlands; Providence, RI; and Gainesville, Fla

4638 pa3pbIBOB OPHOLLHOWM a0PTbl. 2 KOrOPTbI:
2004-2012 n 2013-2018



COOTHOLWEHME 3HAOBACKYNAPHbLIX U OTKPbITbIX
onepaumm
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AHaTOMMYeCKne 1 npoueaypanbHble
XaPaKTEPUCTUKN

Table Il. Anatomic and procedural characteristics




BbI)KBaeMOCTb B KOTOPTax NaUMeHTOB

A EVAR: early vs. late
R e e B
=
2 o
=
o
8 S
S 8
= S
3 3
o
g =
o =
93]
0 Early (2004-2012) ————- Late (2013-2019) |
i i i i T i ;
0 1 2 3 4 5 : : : : : :
Time (years) 0 1 2 3 4 o
At Risk: Time (years)
Early: 366 216 181 173 164 155 At Risk:
Late: 366 204 142 99 64 36 Early: 391 239 213 198 186 173

Late: 391 189 156 133 107 60



BbIXKMBaeMOCTb B ROIFOPTax, B 3dBUNCUMOCTW
OT MEeTOAda Oorepaunif

A B Late: EVAR vs. Open
1_ .......................... .......................... ..........................
S S
g €
S 8
2 S
8 S
S IS
> S
3 3
& @
LR S EVAR ————- Open| = 0 EVAR ————- Open | & il
L 1 1 1 1 1 1
5 i ; : ; ; : 1 : 3 : :
Time (years) Time (years)
At Risk: At Risk:
EVAR: 277 173 148 141 132 125 EVAR: 1,177 593 357 273 163 90

Open: 277 167 146 133 120 11 Open: 1,177 503 317 249 187 104



Open versus Endovascular Repair
of Abdominal Aortic Aneurysm

Frank A. Lederle, M.D.,* Tassos C. Kyriakides, Ph.D., Kevin T. Stroupe, Ph.D.,
Julie A. Freischlag, M.D., Frank T. Padberg, Jr., M.D., Jon S. Matsumura, M.D.,
Zhiping Huo, M.S., and Gary R. Johnson, M.S., for the OVER
Veterans Affairs Cooperative Study GroupT

MHoOroueHTpoBOE PAHAOMU3NPOBAHHOE
ncenepoBaHme. PaHaomm3npoBaHo 881 60/1bHbIX
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No. at Risk

Open repair

Endovascular repair

CMepTb M NOBTOPHbIE onepaunmn

109 Hazard ratio, 0.96 (95% C1, 0.82-1.13)

094 P=0.61 '
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Years of Follow-up
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B Death or Secondary Procedure
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0.8
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Time since Randomization

Any time
0to6 mo

>6 mo to 4 yr
>4 to 8 yr

>8 yr

Endovascular Repair Open Repair

no. of deaths/total no. (%)

302/444 (68.0) 306/437 (70.0)
11/444 (2.5) 14/437 (3.2)
59/433 (13.6) 70/423 (16.5)
93/374 (24.9) 76/353 (21.5)
139/281 (49.5) 146/277 (52.7)

Hazard Ratio
(95% Cl)

0.96 (0.82-1.13)
0.77 (0.35-1.69)
0.81 (0.57-1.14)
1.18 (0.87-1.60)
0.94 (0.74-1.18)

P Value

0.61
0.51
0.22
0.29
0.59

P Value for
Interactiony

0.25
0.43
0.88
0.50
0.25
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Subgroup

Randomization period
Up to April 15, 2005
After April 15, 2005

Age
<70yr
=70 yr

AAA diameter
<55cm
=5.5¢cm

Surgical risk
Low
Intermediate or high

Coronary artery disease
No
Yes

Intended endovascular-repair device

Cook Zenith

Gore Excluder

Medtronic AneuRx
All patients

Endovascular
Repair

Open
Repair

no. of patients who died ftotal no. of patients (%)

156/212 (73.6)
146/232 (62.9)

120/218 (55.0)
182/226 (80.5)

132/192 (68.8)
170/252 (67.5)

145/240 (60.4)
154/200 (77.0)

184/270 (68.1)
118/174 (67.8)

108/166 (65.1)
117/177 (66.1)
67/88 (76.1)
302/444 (68.0)

155/201 (77.1)
151/236 (64.0)

111/188 (59.0)
195/249 (78.3)

127/190 (66.8)
179/247 (72.5)

152/228 (66.7)
149/204 (73.0)

175/252 (69.4)
131/185 (70.8)

117/175 (66.9)
105/150 (70.0)
72/98 (73.5)
306/437 (70.0)

Hazard Ratio for Death (95% Cl)

i

]

]
1

0.50

T
0.75

T T 1
1.00 1.25 1.50 1.75

Endovascular
Repair Better

Open Repair
Better

0.98 (0.79-1.23)
0.95 (0.76-1.20)

0.81 (0.62-1.05)
1.20 (0.98-1.47)

0.96 (0.75-1.23)
0.96 {0.78-1.19)

0.87 {0.69-1.10)
1.09 (0.87-1.37)

1.00 (0.81-1.23)
091 (0.71-1.17)

0.97 (0.74-1.26)
0.91 (0.70-1.19)
1.06 (0.76-1.48)
0.96 (0.82-1.13)

P Value for

Interaction

0.81

0.02

0.99

0.19

0.54

0.65
0.56



Original Investigation | Surgery

Comparison of Outcomes in Elective Endovascular Aortic Repair
vs Open Surgical Repair of Abdominal Aortic Aneurysms

Konrad Salata, MD; Mohamad A. Hussain, MD, PhD; Charles de Mestral, MD, PhD; Elisa Greco, MD, MEd; Badr A. Aljabri, MD; Muhammad Mamdani, PharmD, MPH, MA;
Thomas L. Forbes, MD; Deepak L. Bhatt, MD, MPH; Subodh Verma, MD, PhD; Mohammed Al-Omran, MD, MSc
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MPOUCLLUECTBUN

Figure 1. Kaplan-Meier Curve of Survival After Elective Abdominal Aortic Aneurysm (AAA) Treatment Figure 2. Kaplan-Meier Curve of Major Adverse Cardiovascular Event (MACE)-Free Survival After Elective
by Endovascular Aortic Repair (EVAR) and Open Surgical Repair (OSR) Abdominal Aortic Aneurysm (AAA) Treatment by Endovascular Aortic Repair (EVAR)
and Open Surgical Repair (OSR)
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0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 Time Since AAA Repair, y
Time Since AAA Repair, y No. at risk
No. at risk EVAR 4010 3639 3026 2446 1905 1457 1013 665 395 200 79 18 7 62 0
EVAR 4010 3769 3166 2596 2049 1580 1127 760 453 238 95 23 9 84" 0 OSR 4010 3413 2855 2304 1837 1392 1013 673 396 195 74 18 5.1 5.4 0

OSR 4010 3647 3097 2537 2057 1567 1144 775 467 235 94 27 6 5-12 0
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2.00+

1.75+

1.50+

1.25+

1.00+

0.75+

Cumulative Incidence of
Secondary Rupture, %

0.50+

0.25+

0 1 T T T T T T T T
0 1 2 3 4 5 6 7 8 9 10 11 12 13 14

Time Since AAA Repair, y

No. at risk
EVAR 4010 3632 3081 2525 2045 1565 1143 773 468 237 95 29 7 5-14 5-14

OSR 4010 3753 3155 2587 2040 1572 1127 761 454 235 95 24 10 9-52 5-14
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Fe[1 (] [e][«- B Fenestrated or Branched Endovascular versus Open Repair
for Complex Aortic Aneurysms: Meta-Analysis of Time to Event Propensity
Score Matched Data

George A. Antoniou ", Maciej T. Juszczak ““, Stavros A. Antoniou ', Athanasios Katsargyris ¢, Stephan Haulon "
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BKAOYeHHble nccneaoBaHMA

First author Journal Prospective/ Single/ Type of Recruitment FEVAR/
(country) (year) retrospective multicentre aneurysm period OSR — n
Arnaoutakis J Vasc Surg (2020) Retrospective Single Crawford II and III 2002—-18 92/66
(UsA)"
O’Donnell Ann Surg (2020) Not mentioned, but Multi NR 201218 1128/
(USA)*? most probably 2125
retrospective
Fiorucci J Endovasc Ther (2019) Retrospective Multi Pararenal AAA 1998—-2015 41/102
(Germany) "
Chinsakchai Ann Vasc Surg (2019) Retrospective Single Juxtarenal 2011-16 20/32
(Thailand)"*
Bizos (France)'® Eur J Vasc Endovasc Not mentioned, but Multi Juxtarenal 2005—17 102/51
Surg (2019) most probably
retrospective
Tinelli (Italy)'® J Vasc Surg (2018) Retrospective Multi Pararenal AAA 2010-16 102/102
Deery (USA)'”  Ann Vasc Surg (2018) Retrospective Single Juxtarenal/suprarenal/ 2010-15 18/98
supravisceral AAA
excluding TAAA extent IV
Michel (France)'® Eur J Vasc Endovasc ~ Retrospective Multi' TAAA or complex AAA  2010—12 NR
Surg (2018)

Locham (USA)'® J Am Coll Surg (2017) Not mentioned, but ~ Multi’ NR 2006—15 746/
most probably 14917
retrospective

Ferrer (Italy)*®  J Vasc Surg (2016) Retrospective Multi TAAA 2007—14 65/65

Raux (USA)*'  J Vasc Surg (2014)  Retrospective Multi NR 200112 42/147
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Outcome
and studies

Certainty assessment

Summary
of findings

Risk of bias Inconsistency Indirectness Imprecision Other

considerations

Overall certainty

of evidence

Relative

effect (95% CI)

Peri-operative mortality
Seven observational studies Not serious

Survival
Eight observational studies Serious*

Re-intervention

Four observational studies Serious*
Kidney damage

Five observational studies Not serious”
Spinal cord ischaemia

Two observational studies Not serious

Not serious

Not serious

Not serious

Serious®

Serious!

Not serious

Not serious

Not serious

Not serious

Not serious

Serious'

Not serious

Not serious

Not serious

Not serious

None

None

Strong

association

None

None

000
VERY LOW

XX 10
MODERATE

DD D
HIGH

000
VERY LOW

000
VERY LOW

OR 0.56
(0.28—1.12)

HR 1.25
(0.93—-1.67)

HR 2.11
(1.39-3.18)

OR 0.65
(0.28—1.52)

OR 1.32
(0.23—7.53)
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 ObHagéKmnBatoLWmMe pe3ynbTaTbl, HO TpebyeTca 6oNbLIOE KONYECTBO
NOMNONHUTENbHbBIX NCCNEA0BAHUM



Recommendations on the Use of Open Surgical and Endovascular Aneurysm
Repair for the Management of Unruptured Abdominal Aortic Aneurysm
from the Guideline Development Committee Appointed by the UK National
Institute for Health and Care Excellence

Ctpensato cebe B KoneHo ©



PekomeHaaumnm NICE n GDC

1.5.23 lcpllvnmh peaple who have an uesspourad AAA, explain the overall
balsce of bonefits and réhs with repaic and with no ropair, Basod on their current health anid their

expected future health, Cover the:
« Shoet and loag term risks and other dsadvantages of repair (such as having to stay in hospital,
the risks of the the ery period, the potential nead for further procedures, and the

uadlu-unvubm imaging appointments)
* Long term benefits of repair, taking info account the person’s bealth and sy other conditions
they hive
. RMdMAmxr:"lhqdomhu\!rqnlr
mmnnuuumundmmmum

1.5.5 Do noe offer standard EVAR to people if OSR & suitabie for them

.am&mhpenpkmmpnmdhnkunnmebsmnllhdr
rhetic and/or medical i

-muthe\MUmlrwmyw;phmm!VMicndnutlini«lb‘nll«lhtmm
effective,

® These are no clinical biochemical or smaging features or risk prediction models whach can be

esed to identify:

o Who will besefit fram o be hirmed by standacd EVAR

o Tar whom standsod EVAR will e cost effective

Comgilex EVAR in peaplo 1.5.9 IF SR anil complex EVAR are both suitabie ogti id dex EVAR where:
for whom OSR is .m:mmmwmum
sulrabie » The risks of complex EVAR (Including the p d need for fathes procedures and the neat

htlllelmgmﬂuhg),oammdwﬂhlhﬂduolm
« The linck of evidence for improved peri-openive survival with complex EVAR, companed with

OSR

* The luck of evidence abost loeg term of lex EVAR compared with 0S8
.mmam-aumem«lnwmmmlemmmmmsvu.mmwhom
Camplex EVAIL if performed, should only be perfi ] within o rand J trind

comgarteg the clinical and cost effectiveness of complex EVAR with OSR, or with delayed (oe no)
Inservention




PekomeHaaunm NICE n GDC

* 1.5.1 PaccmoTpeTb onepauunto y 60nbHbIX C Hepa3opBaHHOM ABA
eC/in.
* CMMNTOMHaA
* AcUMNTOMHaA 1 bonblie 5.5 cm
 AcmmntomHana 4.0 cm ¢ nporpeccnen 1.0 cm 3a rog,



PekomeHaaumnm NICE n GDC

e 1.5.3 Ina 6onbHbIX, NOANaAaoWmMX noa Kputepmumn 1.5.1 npeanaratb
OSR, ecnn HET NPOTUBOMNOKA3aHMNI

* 1.5.5 He npepgnaratb EVAR ecnu BoamoxKHa OSR
* 1.5.4 MNMpepnaratb OMT, ecnnt OSR HeBO3MOKHa



PekomeHaaunm NICE n GDC

e 1.5.7 YynTbiBaTb UTO:

e [l1oka3aHo, 4To TEVAR He nmeet KAMHUYECKUX U PUHAHCOBbIX
npenMmyLLecTB

* He cywecrtsyetT KIMHUYECKUX, BUOXUMUNYECKUX UNU yyeBbiX
NPMU3HAKOB A/14 onpeaeneHunA.
* Kto Bbinrpaet ot EVAR
* [1na Koro EVAR C3KOHOMUT cpeacTBa



PekomeHaaunm NICE n GDC

e 1.5.8 [1na 60nbHbIX, Y KOTOPbIX OSR HEBO3MOXHA 13-3a
CONYTCTBYHOLWUX PUCKOB, cneayet oocyanTb YTBEPHKAEHUA U3 NYHKTA
1.5.7



Ha Kakom OCHOBAHWUK DA3UPYIOTCA 3TU
BbIBO/1bI ?

* cchepoBaHune EVAR-1!!!



WTF?
NICEXIT?




The GDC believed that although its recommendations
would result in an increase in OSR and critical care bed
usage, they would lead to an overall reduction in NHS
resource utilisation for AAA because of a larger decrease in
EVAR. The GDC noted the continuing declining prevalence

YMeHblleHune KO/In4yecTBa EVAR NO3BONUT
BbicBOHOAUTL cpeAacTBa, KOoTopble MOMHO
HanpaBWUTb Ha n1eYyeHune Apyrux 3abonesaHum.



BoiBOAbI

e AHaNn3 NMTEepaTypbl 4EMOHCTPUPYET CONOCTaBUMOCTb Pe3y/1bTaToB
OSR n EVAR

* 3TN AaHHbIE PACNPOCTPAHAIOTCA Ha BCE BO3PACTHbIE U rEHAEPHbIE
rpynnbl

* Y 60/1bHbIX BbICOKOIO XMPYPrM4eCcKoro pucka MMetoTca NpenmyLLeCTBa
EVAR



BoiBOAbI

* Bbibop meToaa neyeHms OCHOBbLIBAETCA Ha TEXHUYECKUX
BO3MOXHOCTSX onepupyloLmx bpuraa,

* PHAHCOBbLIN PAKTOP MOXKET UMETb 3HAYEHUE



AHeBpu3Mbl rpyaHon aopTbl: TEVAR vs OSR
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Endovascular Versus Open Repair @
of Intact Descending
Thoracic Aortic Aneurysms

Peter Chiu, MD,*»" Andrew B. Goldstone, MD, PuD,*" Justin M. Schaffer, MD,® Bharathi Lingala, PuD,?
D. Craig Miller, MD,* R. Scott Mitchell, MD,® Y. Joseph Woo, MD,* Michael P. Fischbein, MD, PuD,"

Michael D. Dake, MD*
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TABLE 2 Early Death, Late Death, and Midterm Survival

Open Surgical Repair TEVAR p Value

Mortality at 180 days, % (95% CI) 23.8 (21.4 to 26.1) 10.2 (9.0 to 11.4)

Low-volume open surgical center, % (95% Cl) 29.3 (25.6 to 32.8)

High-volume open surgical center, % (95% Cl) 18.2 (15.1 to 21.2)
Mortality at 5 yrs, % (95% Cl) 46.7 (43.9 to 49.4) 42.2 (40.2 to 44.1)
Mortality at 9 yrs, % (95% Cl) 68.4 (65.7 to 70.9) 68.6 (64.3 to 72.3)
Odds of early mortality (=180 days)

Low-volume open surgical center, OR (95% CI) 3.62 (2.88 to 4.51) Reference

High-volume open surgical center, OR (95% CI) 1.97 (1.53 to 2.61) Reference
Hazard of late death (180 days), HR (95% ClI) 0.86 (0.77 to 0.95) Reference 0.004
Restricted mean survival time, days -209.2 (-298.7 to -119.7) Reference <0.001
Restricted mean survival time ratio 0.90 (0.86 to 0.94) Reference <0.001
Restricted mean time lost ratio 1.17 (1.09 to 1.25) Reference <0.001
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CENTRAL ILLUSTRATION Thoradc Endovascular Aortic Repair Versus Open Surgical Repair:
Curmaative Incidence of Mortality

1.0 4
0.8 4
Log-rank test, p < 0.001
£
2 064
-
°
2
=
=
[}
8 044
a
0.2 4
0.0 4
Ll L) Al
0 3 6 9
Years
2,470 1,761 725 1
1,235 795 590 389

——Thoracic Endovascular Aortic Repair
——— Open Surgical Repair
Chiu, P. et al. J Am Coll Cardiol 2019;73(6):643-51.

The cumulative modence of mortality was greater with open surgical repar due to iIncreased rek of periprocedural death, Due to higher late
hazard for mortality, the mortality benefit of thoradc endovescular sortic repalr was tually lost at app tely 9 years
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Reintervention: OSR == 1,235 1,216.8 568 722

The subdistribution hazard for reintervention was lower for open surgical repair (OSR)
compared with thoracic endovascular aortic repair (TEVAR) in the matched groups.
Cl = confidence interval; HR = hazard ratio; other abbreviations as in Figure 1.
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e Ina 6eHednumapos MEDICARE TEVAR ABnsetca meToaom rnepBoro
BblOOpa



Son et al. BMC Surg (2020) 20:266

https://doi.org/10.1186/512893-020-00923-4 B M C SU rgery

RESEARCH ARTICLE Open Access

: : ®
Long-term outcomes of intervention o
between open repair and endovascular aortic
repair for descending aortic pathologies:
a propensity-matched analysis

Shin-Ah Son'®, Hanna Jung?® and Joon Yong Cho” ®

230 60onbHbIX. AHBapb 2002 — nekabpb 2017
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Fig. 2 Freedom from aortic reintervention before propensity matching and after propensity matching
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Fig. 3 Changes in aortic diameters over time before propensity matching and after propensity matching
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Original Investigation | Surgery

Long-term Outcomes of Endovascular and Open Repair
for Traumatic Thoracic Aortic Injury

Yu-Ting Cheng, MD; Chi-Tung Cheng, MD; Shang-Yu Wang, MD; Victor Chien-Chia Wu, MD; Pao-Hsien Chu, MD, FESC; An-Hsun Chou, MD, PhD; Ching-Chang Chen, MD;
Po-Jen Ko, MD; Kuo-Sheng Liu, MD, PHD; Shao-Wei Chen, MD

TarmBaHbCKaA HaUuMOHaNbHaA 6a3a AaHHbIX.
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Thoracic endovascular aortic repair versus open

chest surgical repair for patients with type B aortic
dissection: a systematic review and meta-analysis
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[ ocnNMTanbHAA NeTanabHOCTb

Odds ratio
Study (95% CI) % Weight
Tsai 2006 [24] - 030 (0.09, 1.04) 5.6
Fattori 2008[25] " 0.23 (0.09, 0.60) 8.1
Patel 2009 [26] = 036 (0.10, 1.30) 5.3
Garbade 2010[27] — 0.97 (0.10,9.79) 2.0
Mastroroberto 201928} : 0.06 ( 0.00, 1.31) 13
Zeeshan 2010129] 5 0.07 (0.01,0.37) 3.5
Conrad 2010 [30} B 0.37(0.28, 0.48) 19.5
Sachs 2010(7] D —Hl— 1.38 (0.64, 2.98) 10.4
Brunt 2011131] — 0.55 (0.24, 1.26) 9.5
Narayan 2011[10] - 0.26 (0.06, 1.09) 45
Wilkinson 2013 [32] — 0.57 (0.14, 2.34) 46
Nozdrzykowski 2013(33] -— 0.21(0.02, 2.52) 1.7
Andersen 2014 [34] — 0.63(0.10, 3.93) 3.0
van Bogerijen 2015(35] -— 0.24 (0.01,4.45) 13
Afifi 2015 [36] . = 1.20 (034, 4.26) 5.4
Chou 2015 [37] " 0.19(0.07,0.53) 7.5
Zhu 2016 [38] - e 0.61(0.04,10.02) 14
Lou 2018 [39] - 0.26 (0.08, 0.87) 5.8
Overall < 0.40 ( 0.28, 0.56); P<0.001  100.0
l l (I-square: 32.7%; P=0.089)
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Odds ratio
Study (95% ClI) % Weight
Fattori 2008 [25] B 0.43 (0.08, 2.44) 10.2
Patel 2009 126 0.18 (0.01, 3.96) 44
Mastroroberto 2010 (28] | ] 0.26 (0.01, 7.03) 3.9
Zeeshan 2010 [29] - 3.38(0.17,68.48) 45
Sachs 2010 17] 1.31(0.33,5.25) 13.1
Brunt 2011131] it 2.04(0.69, 6.04) 16.4
Wilkinson 2013 [32] B 0.46 (0.08, 2.45) 10.6
Nozdrzykowski 2013 [33] ] 0.21(0.02, 2.52) 6.1
Andersen 20143« 0.03 (0.00, 0.62) 4.7
van Bogerijen 2015135] n 2.87(0.17,47.30) 51
Afifi 2015 13¢] B 4,50 (0.45, 45.08) 6.9
Chou 2015 137 » 2.02(0.18,22.58) 6.4
Lou 2018 39] = 4,70 (0.55, 40.16) 7.7
Overall = 0.98 (0.48, 1.97); P=0.947 100.0
i | (I-square: 30.5%; P=0.140)
3 1 5

' Odds ratio
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Uaas ratio
Study (95% Cl) % Weight
Fattori 2008 (251 0.89 (0.05, 14.59) 129
Mastroroberto 2010128] | 0.83 (0.05, 15.09) 12.0
Zeeshan 2010129] B 0.43 (0.03,7.27) 126

Sachs 2010 (7] —-— 0.87 (0.09, 8.40) 19.6
Nozdrzykowski 2013 [33] 4— 0.43(0.05,3.42) 23.6

Andersen 2014 [34] S | 1.31(0.05, 32.99) 96
Chou 2015137) +— 3.03(0.12, 75.09) 9.7
Overall A 0.79(0.29,2.16); P=0.650  100.0

(I-square: 0.0%; P=0.972)

I |

3 1 5
Odds ratio



OcCTpaa no4yevyHaa HeJOCTAaTOYHOCTb

waas rauo
Study (95% ClI) % Weight
Fattori 2008 [25] B 0.41(0.12,1.44) 7.9
Garbade 2010 [27] ' 0.66 (0.10,4.37) 53
Mastroroberto 2010281 . 0.22 (0.02, 2.53) 3.9
Zeeshan 2010[29] 5 - > 2.92(0.84,10.15) 7.9
Sachs 201017] .l 140 (0.77,2.52) 1.1
Brunt 2011 31] B : 0.12(0.05,0.31) 9.4
Narayan 2011[10] B 0.25 (0.08, 0.80) 8.3
Wilkinson 2013 [32] =] 0.47 (0.06, 3.54) 4.9
Nozdrzykowski 2013(33] — 1.05(0.29, 3.84) 7.7
Andersen 2014 [34] B 0.40 (0.08, 2.11) 6.2
van Bogerijen 2015 [35] - 0.38(0.05, 3.24) 46
Afifi 2015(36] — I} 1.37(0.56, 3.33) 9.7
Chou 2015137 B 0.36(0.12,1.03) 8.8
Lou 2018139] = 0.11(0.01,0.96) 46
Overall _ 0.53 (0.30, 0.94); P=0.030 100.0
' l (I-square: 64.3%; P=0.001)
3 1 5

Odds ratio
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Odds ratio
Study (95% Cl) % Weight
Mastroroberto 2010128 - 0.38(0.03, 4.81) 3.2
Zeeshan 2010 129) 2.25(0.44,11.52) 7.2
Sachs 2010171 L 1.31(0.39, 4.36) 11.6
Brunt 2011 [31] . 0.35(0.23,0.52) 33.7
Narayan 2011§] = 0.14(0.01,2.91) 23
Nozdrzykowski 2013 [33] r L 0.80(0.11,5.68) 5.2
Afifi 2015136 - 0.58 (0.25, 1.35) 18.4
Chou 20151371 - 0.30(0.13,0.70) 18.4
Overall <> 0.51(0.32,0.82); P=0.006 1000
' (-square: 32.3%; P=0.170)
3

1
Odds ratio
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Study (95% Cl) % Weight
Mastroroberto 2010128] - 0.38(0.03,4.81) 10.3
Zeeshan 2010 [29] 1.38(0.25, 7.54) 234
Nozdrzykowski 2013 (33] 0.67(0.10,4.52) 18.5
Andersen 2014<34 0.06 (0.00, 1.11) 7.5
Afifi 2015136) 2.91(0.25, 33.39) 1.3
Chou 2013371 1.00(0.06, 16.19) 8.7
Lou 2018139 0.48 (0.08, 2.96) 20.3

Overall 0.71(0.31,1.61); P=0.412 100.0

(I-square: 0.0%; P=0.520)
| |

3 1 5
Odds ratio



<pOBOTeLIEHl/IFI, Mme3eHTepnasJibHaAd NiemMmnA,
oenHrtepseHun, Cerncnc, CriMHaJibHaAd UILEMUNA

Odds ratio
Study 5% )
Sleeding :
Mastroroberto 2010 126] = r 026(001,70%
Brunt 2011 (31] -8 . 024(0.13,043)
Nozderyhowshi 2013 (33 - + 0.33(003, 358)
Chow 2015 [37] - : 024(003,.227)
Subtotat ——— : 0.24(0.14, 0422 P00
H (Hsquare: 0 0% Pv0.995)
Mesenteric schemiainfarction :
Fatsorl 2008 125) 4 = ] 184{032, 1042
Zeeshan 2000 1291 : - 185(019.12.72)
Noadeykowski 2013 {35] ' 0467 (010,452
Subtotal — e — 131 (043, 3961 P=0.6%0
: (-square: 0.0%; P+0.701)
Reinterventions :
Garbade 2010127) i 034008 857
Mastrorobeno 2010(28) ! 5.00(0.22 11603)
Noadezykowski 2013 [33] . 1253 (008, 231.25)
Chow 2015(37) : 3.05(031,2982)
Subtotal : —— 294(08),1071% P=0.10)
s (-square: 0.0%; Pw0.514)
sepus ;
Nozderykowsks 2013 [22] - r 108( 008, 14.41)
ABA 2015 [8] = : 0.21(002, 155
Subtotal ——c.-—;L—— 042 (008, 218 P=0.299
' (Fsquare: 0.0%; P»0.340)
Spinal cord inchemia :
Fatvori 2008 (%] -: 0.58 (009, 3.62)
Wilkingon 201 X32) v - 1.50(0.15, 1523
van Bogerijen 2015 [35] - 1 0.30( 002, 5.65)
Subtotal — L — 069 (0.19, 249% P=0.567
Dsquare: 0.0%; Pe0.675)
|
3 1
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BbIXXMBaeMOCTb B 3aBUCMMOCTWM OT CTaAnNU
PaCC/I0eHUA
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I 1 1 T T T T T T 1 | 1 1 1 1 1 1 T 1 1
0 12 24 36 48 60 72 84 96 108 o 12 pel 36 43 60 72 24 96 108
Overall Survival Time (Months) Aarta-specific Survival Time (Months)
Time 0 12 24 35 48 80 72 84 98 108 Time 0 12 24 36 48 80 72 84 =] 108
Acute 165 146 145 140 139 a7 64 35 " 0 Acute 165 146 145 140 139 97 64 35 1" 0
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DAaKTOPbI, onpedenatoume BblXXMBaeMOoOCTb

Ovaerall Survival Aorta-Specific Survival
Univariable* Mudtivariable® Univarable* Mulsivariable®
Age =52 years p=0.003 298 (1.03 to 8.66) p=0.044 p=0.004 4.29 (0.98 to 18,78) p=0.053
Sex p=0935 p=0.460
Hypertension p=0.947 p=0.662
Diabetes p=0.937 p=0.438
Smoking p=0422 p=0.557
Hyperlipidemia p=0.663 p=0.867
Coronary artery disease p=0.564 p=0512
Peripheral artery disease p=0.632 p=0.445
Cercbrovascular disease p=0516 p=0.567
End-stage nephropathy p=0.855 p=0.745
COoPD p=0.601 p=0.557
Refractory hypertension p=0211 p=0.245
Intractable pain p=0.756 p=0.424
Visceral malperfusion p=0.006 281 (1.05 to 7.48) p=0.039 p=0.162 2.13 (0.54 to 8.36) p=0.277
Leg ischemia p=0.754 p=0.64¢
True lumen collapse p=0218 p=0.04| 1.24 (0.30 to 5.13) p=0.766
Rupture/impending p=0861 p=0.010 2.88 (1.15 t0 7.16) p=0.044
rupture
Rapid enlargement p=0.322 p=0.456
Ancurysmal dilatation p=0.038 357 (0.99 to 12.82) p=0.051 p=0.002 8.63 (1.97 to 37.82) p=0.004
Staging’ p=0.042 p=005 p=0.170 p=0.05
Theracic FL thrombosis p=0.991 p=0.983
Abdominal FL thrombosis p=0.245 p=0278
b subtype p=0.085 128 (0.14 w0 11.71) p=0.827 p=0.210
Hybrid cperation p=0483 p=0.513
Chimney stent p=0.335 p=0.387
LSA coverage p=0.295 p=0.305
Type of stent-graft p=0.863 p=0.874
Reinterventions p=03%2 p=0.465
Endoleak p=0322 p=0.209
RTAD p=0013 686 (147 to 31.95) p=0,014 p=0,00 14.35 (2.64 to 77.98)
p=0.002
Distal erosion p=0.053 237 (0.73 to 7.63) p=0.150 p=0.112 2,64 (0.65 to 10.74) p=0.174
Negative remodeling p*0.046 1.68 (040 to 6.99) p=0.475 p=0.064 2,82 (0.31 to 25.59) p=0.356

Abbreviatons: COPD, chronic obstructive pumonary disease; FL. false lumen; LSA, left subclivian artery: RTAD. retrograde type A dissection
*Factors with p<0.2 were entered into the multivariable model.

"Data are presented as the hazard ratio (95% confidence Interal) p value

“Includes 3 subgroups and any one of them had p>0.05.
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* ONTUMaANbHbLIN CPOK MHTepBeHUUN — 15-90 aHewn

¢ CDaKTOpr, BINAKOWNE HA BbIXXKNBAEMOCTb.:
* Bo3spact > 52 net
* BucuepanbHasa mannepdysusa
PeTporpagHoe paccioeHue
Pa3pblIB
dopmnposaHue aHEBPU3MBbI



OcHoBHble npobaembl TEVAR npwu
ANCCEeKLMAX a0PTbl

* PeTporpagHoe paccnoeHue

e [IncTanbHbIN Pa3pbiB

* PacxoxXaeHue rpadptos

* HapylweHune uenocTtHoCcTh rpadTa

* Pa3pbiB aopTbl Y 6ONbHbIX C FEHETUYECKN AeTEPMUHNPOBAHHbIM
nopa*KeHnem coeiIMHUTeIbHOW TKaHU

¢ AOpTO-N\e,EI,VIaCTl/IHafI bHbl€ CBULLA

e OTAnYatoLLLEeeca OT HYNA YNCNO OCNOMKHEHUM NPU COHHO-
NOAKMHOYNYHOM LLUYHTUPOBAHUM



Hosbin TepmuH (2014 r.): Stent Induced New Entry
(SINE)

* PeTporpagHoe paccnoeHune — pSINE
e lnctanbHoe paccnoeHune - dSINE



PeTporpagHoe paccioeHune




oBas npobaema - dSINE
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N onAaTb HOBble Npobaembl

* PacxoxkaeHue rpadTtos
* MMepdopauns rpadTos

* Pa3pbiB aopTbl Y 6ONbHbBIX C rEHETUYECKN AeTEPMUHNPOBAHHbIM
nopa*keHnem coeiIMHUTEeIbHOW TKaHU
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05.2016




[eMOTOpaKC, pacxoxKaeHune rpadpTos
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HaCTOTa BCTPeYaeMOCTUM PacxoxKaeHuna
rpadToB

* Philipp Geisbusch —7.3%
* Pernctp PHUX — okono 4%



HapylweHne LesIOCTHOCTM rpadTa



MCKT 11.2017 MCKT 06.2019 MCKT 10.2019




A. mesenterica s




MMnaaHTaumMa AONOAHUTENbHOTO rpadTa




YacToTa BCTpe4YaemocTn nepdopanmm
rpyAHOro rpadTa

* B intepaTtype AaHHblE NOYTU OTCYTCTBYIOT
* Pernctp PHUX - 1.2%



[eHeTn4YecKkn geTepMMHUPOBAHHOE
nopaxKeHne coeAMHUTE/IbHOM TKaHM



Editor's Choice — Management of Descending Thoracic
Aorta Diseases

Clinical Practice Guidelines of the European Society for Vascular Surgery (ESVS)

V. Riambau®, D. Béckler?, J. Brunkwall®, P. Cac?, R. Chiesa® G. Coppi®, M. Czerny?, G. Fraedrich?, S.
Haulon® M.J. Jacobs® M.L. Lachat? EL. Moll?, QMaMVMMJthm S__Inmam_m
Verhagen?, E.L. Verhoeven? ESVS Guidelines Committee®, P. Kolh, G.J. de Borst, N. Chakfé, E.S. Debu§
R.J. Hlnchllffe S. Kakkos, |. Koncar, J.S. Lindholt, M. Veqa de Ceniga, F. Vermassen, E. Verzini, Document
Reviewers®, P. Kolh, J.H. Black lll, R. Busund, M. Bjérck, M. Dake, F. Dick, H. Eggebrecht, A. Evangelista, M.

Grabenwdéger, R. Milner, A.R. Naylor, J.-B. Ricco, H. Rousseau, J. Schmidli

Recommendation 66

In Marfan syndrome, use of prophylactic beta-adrenergic blockade and
of angiotensin Il receptor blockers should be considered
Recommendation 67

In patients with Ehlers-Danios syndrome, treatment with celiproiol

Patients with Loeys-Dietz and Ehlers-Danios syndromes should be
considered for treatment in collaboration with highly specizlized
refeml cemms

Al first degree relatives of pat d to be part of a famil
aneurysm disorder may be mu kn sannlng with imaging for
descending thoracic aortic and abdominal aortic aneurysms at the age.
of 50, repeated thereafter at regular intervals

Recommendation 70

Reproductive health counselling by genetic specialists should be
offared to patients diagnosed with any genetic connective tissue
disorder

Recommendation 71

Women with a confirmed genetic connective tissue Gisorder should be
advised regarding the relative risks of pregnancy to bath mother and
foetus

Recommendation 72

In patients with genetic syndromes associated with thoracic aortic
aneurysm dilatation 250 mm, surgery should be considered
Recommendation 73

In patients with a genetic syndrome and enlarged aortic diameter
<50 mm, surgery may be considered according to body surface area in
pavents of small stature or for rapid prograssion or more aggressive
dicoacec nrwith Familv histare of diccacrhinn

271,.272,278.279

277,286,287

Recommendation 74
In patients with connective tissue disorder, endovascular repair may be

} I SEV ll R considered in redo operations or in emergencies as bridging procedures
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O6Lwmm BbIBOA

* TEVAR HaBepHAKa He xy»Ke OSR
* BMmecTe € TemM, UMerTCA NpenmyLLecTBa Y KaXXa4oro u3 metoaos



Ypessbl4aHO Ba*KHO!!!

* Ham HeobxoaMmo NPoBOAUTbL KOHTPOJIbHbIE UCCNeA0BaHNA BCEM
60/1bHbIM NMOC/Ae CTEHTUPOBAHMA rPYAHOM aopTbl He pexe 1 pa3a B
rog Ha NPOTAXEHUN BCEU }KNU3HU

e KOHTpO/b pacxoxKaeHnA rpadToB MOXKET OCYLLECTBAATLCA C MOMOLLbIO
0ObIYHOIo PEHTreHOBCKOro NUCC/eJ0BaHMUA

* 136eratb UMNaHTauMmM rpadTa B HATUBHYIO a0pPTY Y BONbHbIX C
reHeTUYEeCKU AeTeEPMUHMPOBAHHbIM NOPaXKEHMEM COeaNHUTENbHOMN
TKaHW



Ypessbl4aHO Ba*KHO!!!

e O6CcyanUTb BONPOC OYEHDb ANIUTENIbHOM aHTMONOTUKOTEPANUM NPU
HEKOTOPbIX aHEBPM3MaAX

* MmeTb B BUAY BO3MOXHOCTb peHecTpauum rpadpTos



