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Anévrismes de l’aorte 
Abdominale

• Dépistage (unique, ciblé, opportuniste)

– Hommes de 65 à 75 ans fumeurs chroniques ou 
anciens <20 ans

– Hommes de 50 à 75 ans et qui ont des antécédents 
familiaux d’AAA 
• valable pour les femmes (ESVS)

• Seuil interventionnel
– Supérieur à 50 mm ou croissance > à 10 mm/an (H)
– Femme: 45 mm
– AAA sacciforme



Threshold for elective repair



• Risque de rupture: 4 fois plus élevé chez 
Femme VS Homme

• RESCAN metaanalysis  
– Taux de rupture AAA 4.5 cm (femme) = AAA 5.5cm 

(homme)

Suggest threshold for surgery of 4.5 cm AAA is appropriate in women



Threshold for elective repair

•  A US registry based analysis showed a 
– significantly lower population aneurysm related 

mortality in the USA VS. UK, where 
• US: more than 40% of repairs were performed on small 

AAAs < 5.5 cm, 
• UK: Small AAA repair rate was less than 10%

• Etude française ACE: 0.7% mortalité à 30 jours 
(OR)



Traitement médical:
• Arrêt du tabac +++
• Correction d’une hypertension artérielle
– Cible générale 120-129 / 70-79 mmHg (ESH 2023).

• Correction d’une hypercholestérolémie
• Correction d’un surpoids ou obésité
• Exercice physique régulier
• Dépistage annuel ou contrôle d’un diabète
• Surveillance spécialisée régulière par angiologue 

ou cardiologue



• Mise à plat greffe aortique

AVANTAGES INCONVENIENTS

PAS DE SURVEILLANCE SCANNER MORTALITÉ OPÉRATOIRE: 2- 5%

LAPAROTOMIE ou LOMBOTOMIE

PRINCIPES DU TRAITEMENT: 
Traitement conventionnel



• Endoprothèse aortique

PRINCIPES DU TRAITEMENT: 
Traitement endovasculaire

AVANTAGES INCONVENIENTS

MORTALITÉ OPÉRATOIRE: 0.6 - 1.4% ANATOMIE COMPATIBLE

REINTERVENTION

SCANNER ANNUEL À VIE



Anévrismes de l’aorte

ETAT DES LIEUX OPTIMISTE…



Résultats  des EPRC

EVAR Open repair

EVAR 1*
(n = 1082) 1,7 % 4,8 %

DREAM**
(n= 345) 1,2 % 4,6 %

•* Lancet 2004    ** N Engl J Med, 2004

30 day mortality:  patients fit for surgery



Résultats  des EPRC

•* Evar trial 1 participants. Lancet 2005

Survie des patients



Résultats  des EPRC

•* Evar trial 1 participants. Lancet 2005

Complications et procédures secondaires



EVAR vs OR in the 
Medicare population

Schermerhorn et al. N Engl J Med, 2008.

45660 matched patients



EVAR vs OR in the 
Medicare population

Schermerhorn et al. N Engl J Med, 2008.



EVAR vs OR in the 
Medicare population

Schermerhorn et al. N Engl J Med, 2008.



Lancet 2016; 388: 2366–74



q No difference in total mortality



q Between 0 and 6 months, mortality was lower for the EVAR group
q After this, the early advantage for the EVAR group was lost and the hazard ratios 

moved (non-significantly) in the direction of open repair.
q By 5 years, the estimated survival rate was 73⋅6%  (95% CI:. 71⋅1 to 75⋅9) in both 

groups



UK National Institute for Health 
and Care Excellence (NICE)

EVARXIT Manqué: EVAR of unruptured aneurysms 
should not be offered—even in patients for whom 

OSR was contraindicated
qDraft guidelines on the diagnosis and management of abdominal 

aortic aneurysms in May, 2018

qVolte-face: the final NICE guideline, published on March 19, 2020, 
after multiple delays and global outcryàEVAR can be considered for 
individuals in whom OSR is contraindicated.



PLAUSIBLE REASONS
• The perioperative deaths after open repair 

most likely occurred in the frailest patients 
• The curves converged as later deaths occurred 

in the frailest patients in the endovascular-
repair groups







Espérance de vie en France, UK & USA

Source: Banque mondiale



Espérance de vie en France métropolitaine 
par sexe 2005-2021



Hazard ratios for aneurysm-related mortality by 
time since operation for those who underwent 
surgery

q strong relative advantage for the EVAR group in the first 30 days; 
q between 30 days and 3 years there was no difference between the groups, 
q but after 3 years there was a significant relative advantage for the open repair 

group, with three aneurysm-related deaths versus 19 in the EVAR groups (hazard 
ratio 5⋅16, 1⋅49 to 17⋅89; P =0⋅010)



q Late aneurysm ruptures had mostly 
jeopardized EVAR outcomes long term. 



PLAUSIBLE REASONS

• If we considered the randomised trials included 
in the NICE assessment

• They were outdated (inclusion avant 2004)

• Earlier-generation devices were used, which 
might have poorer long-term outcomes, 

• Loose follow-up protocol



q Late aneurysm ruptures had 
mostly jeopardized EVAR 
outcomes long term

q Need for regular lifelong 
surveillance. 

q Half of the survivors were still 
undergoing annual imaging 
follow-up at 6 years after 
randomization

q This had declined to 10% at 9 
years in the EVAR-1 trial that 
reported the longer follow-up 
data q Most notably, many of these 

patients underwent long-term 
follow-up with only DUS due to 
concerns regarding radiation 
exposure



• lsQMQWQS

Is it adequate to follow-up patients after EVAR based mainly or 
exclusively on DUS?

q Long-term imaging follow-up is not only being performed insufficiently after 
EVAR, but might be also wrongly conducted when based mainly or exclusively 
on DUS. 

q This could account for some unexpected aneurysm-related deaths reported 
mid- or long-term in the previous prospective trials



ELECTIVE AAA REPAIR

• Vascular anatomy assessment

• Operative risk assessment and optimisation 
(physiological reserves and fitness for surgery)

• Life expectancy

• Patient preferences (needs, expectations, sexual 
function, lifelong surveillance…)



Operative risk assessment

•  Open aortic repair as a high risk intervention 
(risk of cardiovascular death or MI ≥ 5% within 
30 days)

• EVAR is graded as an intermediate risk 
intervention 
– (cardiac risk between 1% and 5%)



Early recovery after surgery (ERAS) 
after open AAA repair (RAAC).

•  Parcours de soin intégré multidisciplinaire

• Counselling préopératoire complet (préparation mentale)

• Anesthésie épidurale péri-opératoire

• Abords chirurgicaux mini-invasifs

• Analgésie optimale (limiter les effets secondaires des opiacés)

• Mobilisation précoce

• Reprise précoce de l’alimentation orale

• Eviter ou ablation précoce SNG, Drains, Foley cathéter



Acquis ✓
qRespect des IFU

Vascular anatomy assessment.





F-EVAR: Principes



I II III IV

ANÉVRISMES THORACO-ABDOMINAUX
Classification



ATA I; II; III
Traitement Chirurgical Conventionnel












