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EVAR/OPEN was 32.8% (131 of .

Tupture, abdoming) 8ortic aney,

d by standard Evag, More com-

b ly treated patients) for
Compared with 27.4% (20 of 73) for
EVAR-ONLY (P =0376). During EVAR/OPEN, 10% (39 of 400) of pa-

tients were treated medically compared with 4% (3 of 73) of patients during
EVAR-ONLY, In EVAR/OPEN, i

pression by laparotomy, there was no difference in mortality (adjusted OR =
1.1;95% C1, 0.3-3.7),

Conclusions: The “EVAR-ONLY™ approach has allowed EVAR treat-
ment of nearly all incoming RAAA with low mortality and tundown
rates. Although the observed association of a higher EVAR mortality
with abdominal decompression needs further study, our results support
superiority and more widespread adoption of EVAR for the treatment
of RAAA,
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METHODS
Study Design

We retrospectively analyzed combi;

data on 473 conseoutive RAAA patients mnch, 295; %f:,h?:z
Fig. 1) from January 1, 1998, to December 31, 2011, These patients
Were treated by an intention-to-treat “EVAR-whenever-possible”
approach'™-" unil April 2009, and after that by an intention-to-treat,
“100% EVAR" approach. Exclusion criteria were ruptured thoracoabs.
dominal aortic ancurysms, Crawford type [-IV, and. suprarenal RAAA,

ic instability was not considered 10 be a sclection crite-
tion for preferential open surgery. No patients were excluded from
this analysis because of hypotension, circulatory collapse, or cardia
arrest after presentation to the hospitels, The Tetrospective analysis
was approved by the regional ethical review board, and patients gave
informed conseat whenever possible. Data from both centers were
merged into on¢ single database (see the “Definitions” section).

Institutional Settings e
The University Hospital of Zurich is a tertiary referral
Mthacmhmmm of 1 million inhabitants. Amg@lhe:clmk'xﬁ
vice i provided for vascular emergency procedurcs m;Iudxpg EVAR
for RAAA. At all times, a senior interventional ndxo!ogm. acar-
diovascular anesthetist, and a vascular surgeon are available, As an
institution with vast activity in elective EVAR pmxdnm (approxi-
‘mately 1300 abdominal EVAR and 400 thoracic EVAR procedures
1o date), a broad stock of bifurcated and aorto-uni-iliac endografls :
available. Beginning in April 2011, EVAR procdrs e cari
out in a fully equipped hybrid emergency operating r;ptrlﬁns
that, they were perfmnadh;n a fully mﬁd‘::‘mwc i
in an angiography suite. Compul n ographi
mﬁ;ﬁasw 15 minutes as the scanner is part of the shock
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Overall 2C cohort 1998-2011
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Ruptured juxtarenal AAA

No contrast in left RA
(preop CTA)




Ruptured juxtarenal AAA

Excluder

SMA chimney

Right RA chimeny

Left RA covered with intention




Ruptured juxtarenal AAA

Postop CTA

e No endoleak
e Patent SMA & right RA
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1998-Apr 2009

(N=400)

e Mortality: 33%

May 2009-2011
+EVAR ONLY"

(n=73)

e Mortality: 27%




RESULTS WORSE
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EXPECTED?






1998-Apr 2009

(N=400)

Mortality: 33%

MED TX: 10%

May 2009-2011
+EVAR ONLY"

(n=73)

Mortality: 27%

MED TX: 4%




EVAR 30-day mortality over time periods
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EVAR 30-day mortality over time periods
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EVAR 30-day mortality over time periods

Open repair
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Adjusted odds ratios (OR) with 95 % confidence intervals
for 30 days mortality between Open repair and EVAR

and other potiential markers for mortality

0
EVAR (ref) 5 OR (95 % CI)
Open repair 3.3(1.4-7.5)
Age at op (<65 ref) :

2.6 (0.9-7.3)

: 6.8 (2.5 - 18.6)

;g-m : 10.5 (3.0 - 36.1)
Sex, women 1.0 (0.4-2.2)

Type of rupture

@reﬂ
Free 2.7(1.4-5.1)
' 1.0 (0.2-5.3)

Hemodynamics 16 (0.9-2.9)
BP syst<80mmHg T
Anesthesia
LA (ref)
LA/GA 1.3 (0.4- 3.3}
GA 2.4(0.9-6.8
Other 6.0(0.5-77)
AD
No (ref) :
Laparotomy 1.2 (0.5-1.8)
Other : 4.0 (0.9 - 14)
Clinic :
Zurich (ref) :
Orebro 0.9 (0.5-1.8)
Time period :
1998-04 (ref) :
2005-09 : 1.0 (0.5 - 2.0)

> EVAR better

0.5 1.0 2.0 3.0 4.0 6.0 8.010.0 2(].(PR



Adjusted odds ratios (OR) with 95 % confidence intervals
for 30 days mortality between Open repair and EVAR

NoAD
EVAR (ref),n=154
Open repair, n=119

Laparatomy
EVAR (ref), n=30
Open repair, n=37

OR (95 % CI)

5.6 (1.9 - 16.7)

1.1 (0.3-3.7)

——— EVAR better

0.5

1.0 2.0 3.0 4.0 6.0 8.010.0 2000 OR



Abdominal Compartment Syndrome (ACS)
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ACS is frequent & a serial killer!

30-day mortality

Author Treatment

ACS - ACS +
Mayer 2009 EVAR 102 22 9% 26%
Mehta 2005 EVAR 30 20 13% 57%
Papavassiliou 2003 OR 22 27 25% 100%
Foy 2003 OR 21 20 5X
Rasmussen 2002 OR 135 33 9% 56%
Oehlschlager 1997 OR 38 21 50% 73%
Fietsam 1989 OR 100 4 First description




Aortic emergency
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UHZ algorithm for ACS

IAP > 20mm Hg
and/or
Organ failure

Suitable for EVAR

. BOGOTA Bowel @ RISK

Criteria

|
v
1
kel Progressive wound closure i —

Mayer D et al., J Vasc Surg. 2009 Jul;50(1):1-7



OB sub-algorithm for ACS

t-PA 20 mg

Sodium-chloride 200 ml




CONCLUSION

allows Tx of ,,all" pats | significantly better in

e ,Unfit for surgery"? NO! | » Aged patients
e Results at least equal  Free ruptures

e Exceptions: refusal, e Patients w/o abdominal
severe dementia, ,, dead" decompression
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