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Endovascular versus open repair of abdominal aortic aneurysm - (4 @

in15-years' follow-up of the UK endovascular aneurysm repair

trial 1 (EVAR trial 1): a randomised controlled trial mﬁ_ﬂxﬁ
®

Rajesh Patel Michael | Sweeting, Janet T Powel, RogerM Greenhalgh, for the EVAR trial investigators™

\\ Total survival log-rank p=0-49
Summary \-;\
Background Short-term survival benefits of endovascular aneurysm repair (EVAR) versus open repair \\\

abdominal aortic aneurysms have been shown in randomised trials, but this early survival benefit is |
years. We investigated whether EVAR had a long-term survival benefit compared with open repair.

0l Endovascular-repair aneurysm-related survival 83-0% (95% 0176.2-88-0) -

= | — Open-repair aneurysm-related survival 87.9% (95% (1 76-4-94.0) 3

—— Endovascular-repair survival from any cause 14.8% (95% (110-3-19.9)
—— Open-repair survival from any cause 23-8% (95% 01 19-4-28-4)
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Time since randomisation (years)

Number at risk
{ []E[]n Endovascular repair 626 543 474 409 39 263 135 i
Open repair 626 534 464 399 333 57 143 50

Figure 2: Kaplan-Meier estimates for total survival and aneurysm-related survival up to 15 years of follow-up
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nd 8 years of follow-up open-repair had a significantly lower Comespandenceto:
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Findings We recruited 1252 patients between Sept IXJ
f12.

recorded 9.3 deaths per 100 person-years i
group (adjusted hazard ratio [HR] 1-

aneurysm-related mortality in the EVAR group after 8 years was mainly

attributable to secondary a C rupture

Interpretation s an early survival benefit but an inferior late survival compared with open repair, which needs
to be addressed by lifelong surveillance of EVAR and re-intervention if necessary.

Funding UK National Institute for Health Research, Camelia Botnar Arterial Research Foundation.

Copyright © The Author(s). Published by Elsevier Ltd. This is an Open Access article under the CC BY-NC-ND license.

http://dx.doi.org/10.1016/50140-6736(16)31135-7



EAG FEASABILITY

« STENT GRAFT » MODULAR BIFURCATED EAG
Juan PARODI 1989 Claude MIALHE 1993
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MODULARITY
SUPRARENAL FIXATION



POST EAG PRIMARY FAILURE
- Aneurismal sack exclusion related -

. Mialhe, C. Amicabile, JP Becquemin fA
Vasc Surg 1997; 26:199-209 {




POST EAG PRIMARY FAILURE
- Device structure related -

SHRINKAGE EFFECT

TALENT RON TEAR
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SACK EXCLUSION

NECK FIXATION

JA; e Infra renal |

BIFURCATION SUPPORT




POST EAG SECONDARY FAILURE
- Disease related -

OVER GRAFT ANEURISMAL EXTENSION = NATURAL HISTORY OF DEGENERATIVE DISEASE



SECONDARY FAILURE MODE

TYPE 2 ENDOLEAK ANEURISMAL DISEASE EXTENSION
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ILIAC EXTENSION

PERISCOPE



CHIMNEY COELIAC EXTENSION

NONE BARE STENT CUFF EVAS

Short aortic segment < 50 mm

Long aortic segment > 50 mm Ea— Difficult Access
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BE // stents
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. Advantages:
—  Versatile option

—  Delayed large femoral access
—  Single door catheterization
— Available on shelves
. Limits:
—  Potential mechanical Conflict / EAG
—  Stroke risk



FEVAR COELIAC EXTENSION

ADVANTAGES: CHALLENGE:
*anatomical option *traffic jump
*neutral mechanical connection *multiple doors catheterisation

LIMITS:
*customized device
*clamping time




COELIAC EXTENSION LIMITATIONS




AAA EVOLUTION RELATED CLASSIFICATION
ERC1

DISEASE FREE INFRA RENAL NECK

Potential type 2
SACK STABILISATION




AAA EVOLUTION RELATED CLASSIFICATION
ERC 2

DISEASED CYLINDRICAL INFRA RENAL NECK

Potential type 1
NBS ENDOGRAFT / INFRA RENAL
FIXATION
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AAA EVOLUTION RELATED CLASSIFICATION
ERC 3

NO INFRA RENAL NECK

PRIMARY 3 CHIMNEYS / 3 FEVAR

CHIM/CUFF / ERC 3 (4 years): 50 cases — mean F.U.: 14+/- 11mths
Renal stent occlusion: 11% - Secondary Patency: 94%



AAA EVOLUTION RELATED CLASSIFICATION
ERC4

COELIAC ANEUR
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CONCLUSION

* Aneurismal extension over EAG is part of the natural
history of degenerative disease

* Primary EAG indication has to anticipate AAA long
term evolution and correlated device extension

 Mid and Long Term Evolution of Infra Renal Neck

Leads to Reconsider the Use of BS Supra Renal
Fixation

Then the ideal EAG concept would associate sack
stabilisation, infrarenal fixation, modularity for
retrograde and antegrade extension




