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• Waste of time 

• I know the answer 

• Speak louder 

• Increase font size  

on slides 



• I am concerned 

that I am 

uncertain 

• Must do 

something 
 



NASCET 

N Engl J Med 1991; 325:445-453 

• 1 February 1991  Trial stopped 

 

“Evidence of treatment efficacy among patients with high-

grade stenosis (70–99%) who underwent carotid 

endarterectomy 

 

• 21 February 1991 DMEC agreed to stop  

    randomisation 

 

Clinical alert in favour of surgery for  

70–99% stenosis 



• My carotid referrals shot up 

 

• Aged 50 – Conversion on road to 

Damascus 

 

• Built environment of trialists, 

statisticians and health economists 



UKSAT 
The Lancet  1998; 352:1649-1655  



ADAM 

0.0 

0.1 

0.2 

0.3 

0.4 

0.5 

0.6 

0.7 

0.8 

0.9 

1.0 

YEARS OF STUDY 

0 1 2 3 4 5 6 7 8 

Deaths Patients TREATMENTS 
SURGERY   141   569 
SURVEILLANCE   121   567 

p<0.14 

NEJM 2002; 346(19): 1437-1444  

Survival results in 2001 



MASS 
The Lancet 2002; 360:1531-1539 

• Surgery considered: 

 >5.5cm 

 >1cm/year 

 Tender 

 

• There were 65 aneurysm-related deaths in the invited 

group and 113 in the control group (p=0.0002), with a 

53% reduction in those who attended screening. 

 

• Thirty-day mortality was 6% after elective surgery for 

an aneurysm, and 37% after emergency surgery 



EVAR 1 
NEJM 2010; 362:1863-1871  

From 1999 through 2004 at 37 

hospitals in the United Kingdom,  

1252 patients were randomised 



All-cause mortality 

Time from randomisation (years)  Number at risk 
EVAR        626                    543                    472                   312                    101           
Open         626                    534                    461                   301                    109        
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Percentage 

surviving 

8 year KM estimates 

EVAR 54%  

Open 54%  

Adjusted Cox regression hazard ratio 

= 1.03 [95% CI 0.86-1.23], p=0.72 

 



Aneurysm-related mortality 

>50% of aneurysm-

related mortality >30d 

attributable to 

endograft rupture 

Time from randomisation (years)  Number at risk 
EVAR        626                    543                    472                   312                    101           
Open         626                    534                    461                   301                    109        
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8 year KM estimates ? 



Australia 
 

• Australian Audit of Endovascular Aneurysm Repair (2006) 

 

• Cardiovascular Health Network – Abdominal Aortic Aneurysm 
Model of Care 
Department of Health, State of Western Australia, 2008 



Belgium 
 

 

• Belgian Health Care Knowledge Centre (KCE) 2005 – Le 
traitement électif endovasculaire de l’anévrysme de l’aorte 
abdominal 



Sweden 
 

• Swedish Council on Health Technology Assessment – SBU 
1999 and 2008 

 

• Screening för bukaortaaneurysm (2003) 

 

• Endovaskulär operation av bukaortaaneurysm (1999 and 
2002) 



United Kingdom 
 

• United Kingdom National Abdominal Aortic Aneurysm Screening 
Programme (References available on the UK National Screening 
Committee website www.screening.nhs.uk) (2009) 

 

• NICE Interventional Procedure Guidance 163: Stent-graft placement in 
abdominal aortic aneurysm (2008) 

 

• NICE Technology Appraisal Guidance 167: Endovascular stent-grafts for 
the treatment of abdominal aortic aneurysms (issue data February 
2009/Review data January 2012) 

 

• Best practice guidelines for the inter hospital transfer of patients with 
ruptured abdominal aortic aneurysm endorsed by College of Emergency 
Medicine, Vascular Society and Royal College of Radiology (IMPROVE trial). 

http://www.screening.nhs.uk/


United States 
 

• United States Preventive Services Task Force, Screening for Abdominal Aortic 
Aneurysm 
Recommendation Statement (2005) 

 

• American College of Cardiology/American Heart Association 2005 Practice 
Guidelines for the Management of Patients with Peripheral Arterial Disease (Lower 
Extremity, Renal, Mesenteric, and Abdominal Aortic) 

 

• Clinical Practice Guidelines for Endovascular Abdominal Aortic Aneurysm Repair: 
Written by the Standards of Practice Committee for the Society of Interventional 
Radiology (SIR, USA) and Endorsed by the Cardiovascular and Interventional 
Radiological Society of Europe (CIRSE) and the Canadian Interventional Radiology 
Association (2010) 



European Vascular and Endovascular Monitor (EVEM) 
EVAR vs OPEN 2003-2012 
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EVAR 9% 39% 18% 1% 4% 4% 14% 15% 8% 

Open -5% -9% -5% -4% -3% -10% -8% -11% -34% 

WESTERN EUROPE PROCEDURES 

Y-O-Y GROWTH RATE 

EVAR trial 30-day 

results – The Lancet 

EVAR 5-year  

results – The Lancet 
EVAR 10-year 

results – NEJM 


