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79y M

“end-stage PAD”: failed previous fem-fem and fem-
pop bypasses.

Heavily calcified nearly occluded bilateral iliac and 
femoral arteries, and more…

Severe COPD; stable CAD

Deemed medically inoperable for major OR

Juxta-renal juxta-visceral AAA, gradually enlarging 
over the last 5 years,

now up to 6.9cm

Became increasingly concerned about “time bomb” 
in his belly and the risk of rupture…

Kept asking about possible options… advised to go 
for second opinion



Once in the hands of a specialist:



Once in the hands of a specialist:

It is (almost) always all about how…?

BUT seldom if ever on whether to repair an aneurysm in

the face of a patient of a certain age and life expectancy

(among other variables)
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Cannot treat optimally with either

-Standard EVAR



DEFINE “COMPLEX”

Cannot treat optimally with either

-Standard EVAR

or

-Standard Open Repair





Ch-EVAR:

- Advanta V12 bilateral chimney stents

- Proximal extension Endurant cuff to SMA



DEFINE “COMPLEX”:

ALSO:

The aneurysm must be large enough to represent 

an immediate and significant threat to life



AAA = 4.9cm max

70y M

Morbid obesity

Serious CV risks





JVS 2003





Average rupture risk per year:

 1.0% in male pts with AAA 5.0-5.9cm

 3.9% in females with AAA of same size (4x)

 14.1% in males with AAA 6.0cm or larger

 22.3% in females with AAA of that size











October 20, 2016

Fifteen-year follow-up data from the landmark randomized 

controlled United Kingdom endovascular aneurysm repair trial 1 

(EVAR 1) were published by Rajesh Patel, MD, et al online ahead 

of print in The Lancet. EVAR 1 was led by Chief Investigator Prof. 

Roger Greenhalgh, MD, and colleagues, with the Vascular 

Surgery Research Group at Imperial College London in London, 

United Kingdom. The 15-year data were first presented at the 

Charing Cross International Symposium in April 2016.

As detailed in The Lancet, over a mean of 12.7 years (standard deviation, 1.5 

years; maximum, 15.8 years) of follow-up, the investigators recorded 9.3 deaths 

per 100 person-years in the EVAR group and 8.9 deaths per 100 person-years 

in the open repair group. Through 6 months after randomization, patients in the 

EVAR group had a lower mortality rate. However, beyond 8 years of follow-up, 

open repair had a significantly lower mortality rate (total mortality, P = .048; 

aneurysm-related mortality, P = .0064). The increased aneurysm-related mortality 

in the EVAR group after 8 years was mainly attributable to secondary aneurysm 

sac rupture (13 deaths [7%] in EVAR vs 2 deaths [1%] in open repair), with 

increased cancer mortality also observed in the EVAR group. Twenty-five 

patients had been lost to follow-up by June 30, 2015 (four for mortality outcome).

http://www.isrctn.com/ISRCTN55703451
http://www.thelancet.com/journals/lancet/article/PIIS0140-6736(16)31135-7/fulltext


"Today’s EVAR results

are clearly better and

more durable thanks to

better technologies…”



GUIDING PRINCIPLES TO TAKE HOME:

-Always weigh risks of procedure versus natural history of the 

untreated AAA

-Elective repair of complex-anatomy AAA requiring complex 

EVAR or difficult OR reserved for aneurysms measuring 6cm+



GUIDING PRINCIPLES TO TAKE HOME:

-Always weigh risks of procedure versus natural history of the 

untreated AAA

-Elective repair of complex-anatomy AAA requiring complex 

EVAR or difficult OR reserved for aneurysms measuring 6cm+

-OR still has much to offer when done with skills and 

expertise on patients who are good-risk candidates

-Most truly inoperable patients should probably be observed 

and not subjected to elective aneurysm repair of any kind 
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