Afecta 1-5% de la poblacion general

La incidencia se ha triplicado en los ltimos
30 afios

15% causa general de muerte y la 10™* causa

de muerte en hombres >55 afios de edad en
EEUU

15,000 muertes al afio

Mas comun en Hombres que en mujeres 4:1

Dr. Camilo Rodriguez Zambrano
Cirujano Cardiovascular y Toracico

© Vocablo Griego aneurisma = “dilatado”

© La primera referencia al término aneurisma
corresponde a Rufo de Efeso (siglo I d.C.)

Tamafio
© Variable basado en la edad, género, tamaiio del cuerpo
© Normal en hombres 1.14-2.39 y en mujeres 1.19-2.16*

o Aumento del 50% en el diAmetro comparado con el didmetro
esperado normal

o Frecuentemente definido como > 3.0 cm
Localizacion

o Infrarenal AAA origen debajo de las a. renales
o Juxtarenal AAA se extienden hasta el origen de las a. renales Sacular

© Suprarenal AAA involucra el origen de por lo menos una de Inflamatorio
las oa. Renales pero no superior a la a. mesentérica superior T

Fusiforme

*Johnston KW et al J Vasc Surg 1991;13:452-458

Degenerativas Inflamatorias
o No especificas (aterosclerosis) © Enf. Takayasu Stagel [ Stageni ] Stage li
o Enf. Beghet
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. Largely Balanced by Exceeds Repair
Idiopaticas Collagen Production | |
1
i
H Rapid Expansion
’ and Rupture
1
1
I

Aneurysm

o Sindrpme de Turner o Periarterial (i.e. pancreatitis) Development

o Sindrome de Menkes Post-diseccion
Tejido Conectivo o Idiopatica
o Sindrome de Marfan o Trauma

Risk of Aneurysm Rupture

o Sindrome de Ehlers-Danlos Post-estendsis

o Necrosis quistica media o Sind. Operc Torécico Abdominal Aortic Diameter
o Berry (cerebral) o Coartacionn

o Infecciosas Miscelaoeus Tasa de expacion anual es de 0.4 cms
o Bacterial o Embarazo

Cronenwett )l et al in Vascular Surgery 5" ed o AAA InRutherderd RB et Thompson RW Cardiovasc Surg 2002;10:389-394
al (eds) W.B, Saunders Co. Philadelphia, PA 2000, pp 1243




First degree relatives 15-19% occurrence versus 1-3% in
unrelated patients!

o A family history increases the risk 4.33-fold?

Ley de Laplace

= T=PR o Tensio | = Presion x Radi
glensionde s pared IesionzRadlo Familial AAA more common when the proband is female3

Individuals with a familial AAA are more likely to rupture
and to do so at an earlier age?
@ Por lo tanto a mayor didmetro del aneurisma mayor es Mode of inheritance

la probabilidad de ruptura.

= La tension de la pared aumenta cuando el didmetro del
aneurisma aumenta.

@ Multinational study of 653 affected members from 233
families demonstrated 72% autosomal dominant and
25% autosomal recessive!

‘i ‘% 1Kuovaniemi H et al J Vasc Surg 2003;37:340-345, 2Salo JA Ann Intern

Med 1999;130:637-642, 3Frydman G et al Eur J Vasc Endovasc Surg
2003;26:396-400, “Verloes A et al J Vasc Surg 1995;21:646-655

= No-rotos
Independent risk factors for detecting an abdominal aortic

aneurysm 2 4.0 cm compared with < 3.0 cm = La mayoria son asintomaticos

Alos predictivo del examen fisico para la deteccién de un > 3.5 cm por US

Odds Ratio 95% CI S
) Dolor abdominal crénico y vago/o lumbalgia back pain
Age (7-year interval) 1.65 1.53-1.78 . . -
Sintomas debidos compresion local

Height (7-cm interval) 1.21 1.12-1.30 Embolizacién Periférica

Family history 1.95 1.56-2.43 Trombosis aguda(rara)
Smoking 5.57 4.24-7.31 * Ruptura

Inicio subito de dolor abdominal en :

Hypertension 1.16 1.01-1.32 e
Hyperlipidemia 1.54 1.31-1.80 « Periumbilical

= Flancos

Coronary artery disease 1.62 1.41-1.84 Estado de choque
COPD 1.28 1.09-1.50 Presencia de una masa pulsatil

Los hallazgos clasicos se encuentran solamente en 1 de 4 pacientes
Lederle FA et al Ann Intern Med 1997;126:441-449 *Beede SD et al Arch Intern Med 1990;150:549-551

Mortalidad total despiies de la ruptura puede ser tan alta como un 90%

Gervais DA et al N Engl J Med ABRA dImeI (cl ,

1996;334:27

Riesgo Ruptura (%/afio)

Brewster DC et al J Vasc Surg 2003;37:1106-1117




Society of Vascular Surgery, American Association of

Vascular Surgery, Society for Vascular Medicine and Biology

Diametro Adrtico Recommendation

<3cm Ninguna prueba
3a4d4cm US cada afio
4a4.5cm UIS cada 6 meses

>4.5 cm Referir al paciente aun C.
Cardiovascular

Kent KC et al J Vasc Surg 2004;39:267-269

= Dilatacion >1.5
normal

= Calibre aortico
normal
Hombe 21.4 mm
Mujer 8.7 mm

Wilmink et al, Eur J VascEndovasc Surg, 1998

= >30,000 reparaciones abiertas AAA 2000

= Aneur Aoéticos/disecciones 10™m2 causa de
muerte en hombres entre 65 y 74 afios

= 9000 muertes/ano en EEUU

[ Aortoiliac (n=1817) [ Femoral (n=130)
[ suprarenal (n=140) [0 Popliteal (n=110)
] Moracoabdominal (n=240)  [] Misc (n=149)

Hallett et al: Co r and Endovascular Su

Figure 31.1 The distribution of the location of true arterial
aneurysms treated by surgical repair (n = 2586) at the Cleveland
Clinic from January 1, 1989 through December 31, 2001
(unpublished data from the departmental vascular registry).

En la ultimas 3 décadas se aumentados entre 4
— 7 veces

Series de autopsias 1.8 to 6.6%
Tamizaje 3 to 5%
ASCVD 5to 7%

Aneur periféricos 30-60%




Prevalence of abdominal aortic aneurysm
=4.0cm in men

£ Never smoked
33 Ever smoked

[
50-54 55-59 60-64 65-69 70-74 75-79
Age

Hallett et al: Comprehensive Vascular and Endovascular Surgery © 2004 Elsevier Ltd

(Adapted from Lederle et al.28 Redrawn with permission from
Chesler E, ed. Clinical cardiology in the elderly, 2nd edn. Armonk,
NY:Futura; 1999.)

Aneurisma--Familiar

Tilson, et al, 1984 8.0
Darling, et al, 1989 8.4
Johansen, et al, 1986 11.6
Webster, et al, 1981 familiar 4.0
hermano 9.9
hermana 22.9

ANEURISMA DE LA AORTA
ABDOMINAL

Diagnostico

Table IL. Smokers’ relative risks for aortic ancurysm and other smoking iscases, as determined by original

o La incidencia de ruptura en los aneurismas
de la aorta es <5 cm es del 1 al 2% por
persona y por aiio, con una velocidad de
progresion de 0,2 cm/afio.

© Cuando el aneurisma es >5 cm la incidencia
de ruptura es de alrededor del 20%, con
una velocidad de progresion de la
enfermedad de 0,3 a 0,8 cm/aiio.

Aneurisma de la Arota Abdominal
Diagnostico

= Masa Pulsatil
= Calcificaciones en Rx.

Simple de Abdomen i
= Hallazgo incidental en K

TAC, RMN, US




ANEURISMA DE LA AORTA

180 0 CRA O

£ l I
s b ABDOM NA
SES L6 A

SES 1609 W6208 ?g gﬂ Sgg

Imagenes

Aneurismas de Art.
Poplitea y/o Femoral

Preferido por su bajo costo
Sin radiacion
Senstividad/Especificidad 100%

Hallett et al: Comprehensive Vascular and Endovascular Surges 004 Elsevier Lid.

Figure 30.3 Axial scanning of the infrarenal neck. (A) With axial scanning of an angulated infrarenal neck, the
neck may appear elliptical. Assessment of the largest diameter includes overestimation of the ‘real’ diameter. (B)
With axial scanning the length of the infrarenal neck (L1) includes an underestimation of the ‘real’ length (L2).




Sutvival Rates: Abdominal Aortic Aneurysm

ANEURISMA DE LA AORTA
ABDOMINAL

Historia Natural

Randomized Trials
UK Small Aneurysm Trial
Aneurysm Detection and Management Study

Ruptured AAA

Mas de 1000 pacientes en cada estudio
Estudio randomizado, prospectivo

Overall Mort ality 80% Aneurimas entre 4.0 a 5.4 cm en diametro

Para ir a cirugia:
= dilatado hasta > 5.5 cm,
= crecimiento > 1 cm/afio o tener sintomas

Operative Mortality 40 to 50%
= Final: Muerrte
= Seguimiento 4.6 afios (RU) 4.8 afio (VIR)

Randomized Trials
UK Small Aneurysm Trial

Aneurysm Detection and Management Study

Tasa de ruptura < 1% por afios en ambos

i e = El ubicar a todos los pacientes solamente por

el parametro del diametro para una cirugia
electiva de AAA, no es apropiado, se debe
individualizar cada caso.

> 60 % de los pacientes randomizados y
vigilados en ambos estudios fueron a cirugia
durante el seguimiento

Mortalidad operatoria 5.8 % RU - 2.7 % VA

Vigilancia de Aneurismas pequefios fue segura
en pacientes con molestias




= Estudios randomizados ha visto que el riesgo = Basados en la mejor evidencia 5.5 cm parece
de ruptura es bajo en AAA de <5 cm, y que la ser un didmetro promedio apropiado, para
politica de una cuidadosa vigilancia hasta reparar electivamente un AAA.
alcanzar los 5.5 cm es segura a menos que
haber una rapida expansion (> 1 cm/a) o se
desarrollen sintomas.

Si, la mortalidad del cirujanos es baja , y el ANEURISMA DE LA AORTA

paciente desea reparar al AAA en diametros
menores. ABDOMINAL
E mujeres con AAA repararlos entre 4.5 a 5.0

cm es apropiado Tratamiento médico

Medical Management in AAA

» Smoking cessation
= Control hypertension

= Benefit of - blocker not
supported by randomized trials

= ? Doxycycline

ANEURISMA DE LA AORTA
ABDOMINAL

Reparacion Quirtrgica




Operative mortality for open abdominal aortic
aneurysm repair

Urgency of Composite Range (%)
aneurysm repair mortality rate (%)

Ruptured 1040 48.4% 25.4-69.3

Urgent, non-ruptured 101 18.8% 13.3-27.3
Elective 3130 3.5% 0-5.1

Hallett et al: Comprehensive Vascular and Endovascular Surgery © 2004 Elsevier Lid.

Table 31.1 Operative mortality for open abdominal aortic aneurysm repair based on a collected review of
published series of patients who underwent infrarenal abdominal aortic aneurysm repair from 1981-
1991.77

Multivariable analysis of risk factors associated with
all deaths among 1135 pati who i
infrarenal abdominal aortic aneurysm repair.

Significant risk factors Risk 95% confidence
ratio intervals

Age >75 years 2.2 iy, A6

Prior congestive il 13,34
heart failure

Chronic obstructive
pulmonary disease alls 1.2,20 0.001

Creatinine >2mg/dL
or prior dialysis 35 22,46 <0.001

Hallett et al: Comprehensive Vascular and Endovascular Surgery © 2004 Elsevier Ltd|

Table 31.4 Multivariable analysis of risk factors associated with all deaths among 1135 patients who
underwent elective infrarenal abdominal aortic aneurysm repair at the Cleveland Clinic Foundation from
1989-1998.13

Late complications 6-12 years following successful open
abdominal aortic aneurysm repair.

Late complication Incidence (%)

Aorto-enteric fistula 0.9

Pseudoaneurysm 1.3’

Graft infection 0.4

Bowel ischemia 0.3

Total 2.8

Hallett et al: Comprehensive Vascular and Endovascular Surgery © 2004 Elsevier Lid

Table 31.7 Late complications 6—12 years following successful open abdominal aortic aneurysm repair
based on a collected review of published series of patients who underwent infrarenal abdominal aortic
aneurysm repair from 1981-1991.77

30 Day Mortality of AAA
Repair(1996)

11 or more
Surgeon Volume

Cumulative survival (Kaplan-Meier method) following repair of
1135 i inal aortic

Survival %)

5%
(503)
4 5 6

Postoperative years

Hallett et al: Comprehensive Vascular and Endovascular Surgery © 2004 Elsev

Figure 31.15 Cumulative survival (Kaplan—-Meier method) following repair of 1135 infrarenal abdominal
aortic aneurysms at the Cleveland Clinic Foundation from 1989 through 1998. (Reprinted with permission
from the Journal of Vascular Surgery.?3)

ANEURISMA DE LA AORTA
ABDOMINAL

Reparacion Endovascular




Name Graft Stent Introducer  Device Expansion Fixation
(Company) material  material size (OD) composition

Ancure Polyester  Elgiloy Unibody Selfexpanding
(Guidant)

Polyester Nitinol Modular Self-expanding Friction
(Medtronic AVE)

Talent Polyester  Nitinol Modular Selfexpanding Friction + juxta renal bare stent
(Medtronic AVE)

® & w Excluder PTFE Nitinol Modular Self-expanding Friction + hooks
THE ANEURX" AAA i\ iy

Zenith Polyester  Stainless steel Modular Selfexpanding Hooks + juxta renal bare stent

3 W (Cook)
S TENT GR AF I \ | LifePath Polyester  Elgiloy Modular Balloonexpandable  Friction + crimps

(Edwards Lifesc.)

PowerLink PTFE Stainless steel Unibody Selfexpandable Friction
N (Endologix)

Quantum LP Polyester  Nitinol Modular Self-expandable Hooks + juxta renal bare stent
(Cordis)

Current Guidelines New Guidelines

= 10-20% oversizing = 10-20% oversizing Endovascular repair of infrarenal and/or common iliac
aneurysms is reasonable in patients at high risk of
complications from open operations because of
neck neck cardiopulmonary or other associated illnesses (Class Ila)
= Aortic neck angulation < Endovascular repair of infrarenal aortic an/or common iliac
45 degrees aneurysms may be considered in patients at low or
average surgical risk (Class IIb)

= > 10-mm aortic = Minimum 15-mm aortic

Inadequate aortic neck is a major predictor of poor outcome

Pending FDA review

EVAR-2

338 patients suitable for EVAR but deemed
unfit for OPEN repair
No difference on all-cause mortality

Favorable Unfavorable
Anatomy Anatomy

No difference in AAA-related mortality Poor Conservativ

Observation favored Surgical e

Vahdlty ‘7?{) 9 AAA ruptured while awaiting EVAR Candl date Managemen
t

Mortality after EVAR 9%

Good
Surgical Individualiz
Candidate €

27% “crossover” from observation to EVAR




