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Review

Aneurysms and dissections
What is new in the literature of 2019/2020
Sigrid Nikol1,2, Klaus Mathias3, Dan Mircea Olinic4, Aleš Blinc5,6,
and Christine Espinola-Klein7

1 Department of Angiology, ASKLEPIOS Klinik St. Georg, Hamburg, Germany
2 University of Münster, Germany
3 World Federation for Interventional Stroke Treatment (WIST), Hamburg, Germany
4 Medical Clinic No. 1, University of Medicine and Pharmacy and Interventional Cardiology Department, Emergency Hospital,

Cluj-Napoca, Romania
5 Department of Vascular Diseases, University Medical Centre Ljubljana, Slovenia
6 Faculty of Medicine, University of Ljubljana, Slovenia
7 Department of Angiology, Johannes Gutenberg University Mainz, Germany

Summary: More than 6,000 publications were found in PubMed concerning aneurysms and dissections, including those Epub

ahead of print in 2019, printed in 2020. Among those publications 327 were selected and considered of particular interest.

Abbreviations

[18F]FLT fluorine-18-fluorothymidine
AA aortic aneurysm
AAA abdominal aortic aneurysm
AD aortic dissection
AIDI anti-inflammatory diet index
AKI acute kidney injury
Ang II angiotensin II
apolipoprotein E apoE
AR androgen receptor
ASI maximal aortic diameter/body surface area
AUC area under the curve
AVF arteriovenous fistula
A-VNC arterial VNC
BAPN β-aminopropionitrile
BD Behçet’s disease
BEVAR branched endovascular aortic repair
CAG cycloastragenol
CDU colour-coded ultrasound
CEtUS contrast-enhanced tomographic 3-D

ultrasound
CEUS contrastenhanced ultrasound
ChEVAR chimney technique
CI confidence intervall
CIN contrast-induced nephropathy
CSF cerebrospinal fluid
CT computed tomography
CTA computed tomography angiography
CTD connective tissue disease
CV cardiovascular
CVA cerebrovascular accidents
CVD cardiovascular disease
DAP dose area product
DECTA dual-energy CTA

DM diabetes mellitus
DUS duplex ultrasound
EACTS European Association for Cardio-

Thoracic Surgery
ED exposure dose
ER enhancement ratio
ERK extracellular signal-regulated kinase
ESVS European Society for Vascular Surgery
EVAR endovascular aortic repair
F/BEVAR fenestrated/branched endovascular aortic

repair
FAERS US Food and Drug Administration

Adverse Event Reporting System
FEVAR fenestrated endovascular aneurysm

repair
FMD fibromuscular dysplasia
GA general anaesthesia
GBE Ginkgo biloba extract
GCA giant cell arteritis
GFAp glial fibrillary acidic protein
GFR glomerular filtration rate
GLP-1 glucagon-Like Peptide-1
HR hazard ratio
hsCRP highsensitivity C reactive protein
IBD iliac branch device
IF image fusion
IFU instructions for use
IgG4 immunoglobulin G4
IHE in-hospital event
IL18r IL18 receptor
IL6R interleukin-6 receptor
IMA inferior mesenteric artery
ISMAD isolated superior mesenteric artery

dissection
LA licochalcone A
LA local anaesthesia

�2020 Hogrefe Vasa (2020), Supplement 104
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LMP7 low-molecular mass protein 7
lncRNA long noncoding RNA
LSA left subclavian artery
LVV large vessel vasculitis
MAA mycotic aortic aneurysms
MEK mitogen-activated protein kinase
miRNA microRNAs
MIS2ACE minimally invasive staged segmental

artery coil embolisation
MMP matrix metalloproteinase
MRDR maximal rate of diastolic recoil
MRI magnetic resonance imaging
MRSD maximal rate of systolic distension
mSv milliSievers
n-3 PUFA omega-3 PUFA
NCC Na-Cl co-transporter
NFL neurone-specific enolase
NSQIP National Quality Improvement Program
OR open aortic aneurysm repair
PAA popliteal artery aneurysm
PET positron emission tomography
PKG proteinkinase G
PMSG physician-modified fenestrated stent

graft
PSD peak skin dose
PSV peak systolic velocity
pt patient
PTA percutaneous transluminal angioplasty
pts patients
PUFA polyunsaturated fatty acid
PVAT perivascular adipose tissue
QALY quality adjusted life years
RA regional anaesthesia
RAA renal artery aneurysm
rAA ruptured aortic aneurysms
rAAA ruptured AAA
RCCA right common carotid artery
RCT randomised clinical trial
rEVAR ruptured endovascular aortic repair
rOR rupured open aortic aneurysm repair
rTAA ruptured thoracic aortic aneurysms
rTAAA ruptured thoracoabdominal aneurysms
SAM segmental arterial mediolysis
SCI spinal cord ischemia
SECTA single-energy CTA
SES socioeconomic status
SGLT-2 sodium-glucose cotransporter 2
SLE systemic lupus erythematosus
SRY Y chromosome
TAA thoracic aortic aneurysms
TAAA thoracoabdominal aortic aneurysm
TAAD type A aortic dissections
TAB temporal artery biopsy
TAC transverse aortic constriction
TAD thoracic aortic dissection
TAK Takayasu’s arteritis
TBAD type B aortic dissection
TEVAR thoracic endovascular aortic aneurysm

repair
TGF-β transforming growth factor β

TNC true noncontrast
TOF tetralogy of Fallot
TPFAA true profunda femoris artery aneurysm
TS Turner syndrome
USPSTF US Preventive Services Task Force
VAA visceral arterial aneurysm
VEGF vascular endothelial growth factor
VMC virtual monochromatic
VNC virtual noncontrast
VQI Vascular Quality Initiative
V-VNC venous VNC

Epidemiology

Data on prevalence of aneurysm in different vascular
territories are scarce and the majority of publications focus
on aortic aneurysm. In 2019 ESVS guidelines for the man-
agement of aortic and iliac aneurysm from the European
Society of Vascular Surgery have been published [1]. In
these guidelines a slight decrease of aneurysm prevalence
has been described probably caused by change in smoking
habits. This is supported by the results from a recent publi-
cation [2]. In this retrospective study, the 10-year outcomes
of an abdominal aortic aneurysm (AAA) screening program
by a regional Veterans Affairs health care system was eval-
uated. Overall 10-year rate of AAA was 6.3%. More small
aneurysms (3.0–4.4 cm) and less large aneurysms
(� 5.5 cm) were detected in the last 5 years compared with
the first 5 years of the screening program.

Management of AAA has undergone considerable
advances over the last two decades. Bartek et al. evaluated
AAA-related mortality trends in Washington State over a
21-year period and to assess variation in AAA-related
mortality by sex, race, and county over the same time
period [3]. Death certificate records were obtained from
the Washington State Department of Health death certifi-
cate records from 1996 to 2016 were analysed. Of the
1,014,039 deaths occurring in Washington State during
the study period, 4,438 (0.4%) had AAA listed as an under-
lying or associated cause of death (66.1% male; 94.8%
white; mean age at death, 79.4 ± 9.3 years). In 64.1% of
the cases, AAA was listed as the underlying cause of death.
AAA-related mortality rates decreased by 62.1% over the
21 years from 5.8 to 2.2 deaths per 100,000. Notably, there
was a statistically significant decrease in ruptured AAA-
(rAAA)-related mortality rate (from 3.2 to 0.95 per
100,000, a decrease of .12 deaths/100,000/year). Men
had a significantly steeper decrease in age-standardized
AAA-related mortality rate with a 55% decrease (from 6.5
to 3.0 per 100,000) versus a 41% decrease (2.4 to 1.4
per 100,000) among women. Men were younger than
women at the time of death (78.1 ± 9.4 years vs.
81.9 ± 8.6 years, respectively; P < .001). White individuals
had a significantly steeper decrease in age-standardised
AAA-related mortality rate with a 53% decrease (from 5.3
to 2.5 per 100,000) compared to a 13% decrease among
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nonwhite individuals (from 1.5 to 1.3 per 100,000). Thus,
age-standardised AAA-related mortality rate has decreased
in Washington State between 1996 and 2016, with a nota-
ble decrease in the rAAA-related mortality rate. The
decrease in AAA-related mortality rate varied in relation
to sex and race. In addition, rAAA-related mortality rates
differed between counties. These observations are a first
step toward regional population assessments. Future work
to understand the sources of variation can influence public
health interventions on a state level.

Ruptured aortic aneurysms (rAAs) are associated with
high mortality. The purpose of the study of Abdulameer
et al. was to describe the trends of deaths due to rAAs in
the United States. A retrospective review of the national
death certificate data from the U.S. National Vital Statistics
System was performed to identify deaths due to rAAs in the
United States between 1999 and 2016. A total of 104,458
deaths due to rAAs occurred during the study period [4].
The overall age-adjusted incidence of fatal rAA was 23.3
per 1 million (rAAA, 15.1; ruptured thoracic aortic aneur-
ysms (rTAA), 3.1; ruptured thoracoabdominal aneurysms
(rTAAA), 0.4; and unspecified site, 4.8). The annual inci-
dence of rAA decreased by 68% from 40.0 (1999) to 12.8
(2016) per 1 million (rTAA by – 67% from 5.5 to 1.8 and
rAAA by – 70% from 26.3 to 7.89 per 1 million; P < .001
for all comparisons). These trends were consistent across
age groups, sexes, and races. There was a significant
seasonal variation in rAA mortality, with higher deaths in
winter months compared with summer months. Interest-
ingly, only 57%of rAAA deaths occurred inmen� 65 years.
Thus, the incidence of fatal rAA, rTAA, and rAAA drasti-
cally decreased in the United States between 1999 and
2016, a trend that was consistent across age groups, sexes,
and races. A significant percentage of fatal rAAAs occurred
in patients (pts) who are not eligible for the current screen-
ing program which should have impact on revisions of
current guidelines. Importantly, a problem is the high
co-prevalence of aneurysms in different vascular beds
and the complete detection of those aneurysms.

A current publication reports data from 10,471 Danish
men aged 65–74 years. Pts were screened using computed
tomography angiography (CTA) scans for prevalence of
TAA and AAA [5]. Thoracic aortic aneurysmwas diagnosed
in the ascending aorta (diameter > 45 mm) in 4.5%, in the
arch (>40 mm) in .5% and in the descending aorta
(diameter > 35 mm) in 2.2%. AAA (diameter > 30 mm)
and iliac aneurysms (diameter > 20 mm) were diagnosed
in 5.1% and 2.3%, respectively. In a recent publication from
Sweden a total of 19,820 65-year old men have been
screened for abdominal, iliac and popliteal aneurysms
between 2006 and 2017 [6]. The prevalence of AAA
(diameter > 30 mm) was .9% (N = 173) and of subaneurys-
mal aortic dilatation (diameter 25–29 mm) it was
1.1% (N = 149). In these men, popliteal aneurysms (diame-
ter > 12 mm or 1.5 times larger than the distal superficial
femoral artery) were found in 14.2%.

There is also a high co-prevalence of other aneurysms
or manifestations of atherosclerosis in pts with aortic

aneurysm [7]. In a retrospective cross-sectional study,
CTA scans of 933 pts with AAA, including thoracoabdomi-
nal aortic aneurysms (TAAAs) were evaluated. Pts were
compared according the location of aneurysm: solely infra-
renal AAA or with the suprarenal aneurysm component.
There was a higher prevalence of common iliac artery
aneurysms (44.6%vs. 30.6%, P = .013), internal iliac artery
aneurysms (28.4% vs. 18.0%, P = .03), common femoral
artery aneurysms (13.5%vs. 4.4%, P < .001), visceral artery
aneurysms (5.4% vs. 1.2%, P = .019), renal artery stenosis
(20.3% vs. 5.2%, P < .001), renal atrophy (6.7% vs. 1.1%,
P = .004), and severe chronic kidney disease (14.1% vs.
1.8%, P < .001) in pts with suprarenal aneurysm component
compared to those with infrarenal AAA only.

Visceral arterial aneurysms and pseudoaneurysms are
very rare entities but have high mortality because of their
risk for rupture. Recently the prevalence of visceral artery
aneurysm was reported from a structured review of the
literature [8]. The most common location are aneurysms
of the splenic or hepatic arteries. The incidence is approx-
imately 0.01% to 2% and aneurysms most commonly
involve the splenic artery (60%), followed by the hepatic,
superior mesenteric, gastric, celiac, pancreaticoduodenal,
gastroduodenal, inferior mesenteric and renal arteries.

Pathophysiology

The most common cause of aneurysm is atherosclerosis, in
particular if aorta or extremity arteries are affected and
typical cardiovascular risk factors can be identified. In
274 consecutive male pts aged � 60 years consecutively
attending a cardiology department the prevalence of AAA
was 8.8%. A majority of pts with AA presented with
ischemic heart disease (Odds Ratio (OR): 4.3, p = .012),
dyslipidemia (OR: 5.0, p = .04), arterial hypertension
(OR: 4.1, p = .04), and a longer history of smoking (OR:
1.0; p = .04) [9]. Also, obesity can be linked with AAA
development [10].

Current smoking is associated with an increased aneur-
ysm growth rate and smoking cessation is probably associ-
ated with an approximately 20% reduction in growth rate,
as well as 50% reduction in the risk of aneurysm rupture
[1]. A current study evaluated the pathophysiological mech-
anism of this association in thoracic aortic aneurysm and
dissections [11]. Aneurysms are characterised by progres-
sive disorganisation of the aortic wall matrix, including
elastin, a highly immunogenic molecule. Cigarette smoking
was associated with loss of self-tolerance and induction of
elastin-specific autoreactive T- and B-cell responses in pts
with TAA and thoracic aortic dissection (TAD) [11].

True visceral aneurysms are mostly caused by
atherosclerosis (32%), although medial degeneration or
dysplasia (24%) and abdominal trauma (22%) also repre-
sent a frequent cause [6]. On the other hand, false visceral
aneurysms commonly result from local degenerative con-
ditions such as pancreatitis, cholecystitis or infections.

�2020 Hogrefe Vasa (2020), Supplement 104
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In all types of aneurysms, risk of rupture is strongly
correlated with aneurysm growth. Women have higher
rupture risk compared to men [12]. A recent analysis
showed in pts with TAA that aneurysm growth is more than
twice as fast in women than men [13]. In addition, aortic
stiffness is associated with greater aneurysm growth in
women, but not in men.

The delayed development of AAA in women compared
with men might be secondary to a protective effect from
endogenous estrogens. The role of postmenopausal
hormone therapy remains unclear. The aim of the study
was to evaluate the effect of female sex hormones com-
pared with other risk factors associated with AAA through
a long-term study of a large female cohort. The prospective
cohort study included 20,024 postmenopausal women
from the Norwegian Nord-Trøndelag Health Study [14].
A total of 201 cases of AAAwere identified during amedian
follow-up period of 18 years (295,554 person-years; 1995–
2014). The effect of female sex hormones on the risk of
incident AAAs in women, as evaluated by the serum con-
centrations of estradiol and the use of postmenopausal
hormone therapy, is clinically less important than the
strong associations found with smoking, hypertension,
and coronary heart disease.

Along with these findings, prominent Y chromosome loss
in tissue specimens from male AAAs was observed in pts,
which was correlated to age, lower level of sex-determining
region of the Y chromosome (SRY) gene expression and
free testosterone [15]. Similarly, testosterone depletion
and androgen receptor (AR) blockade precede AAA forma-
tion, and conversely, testosterone administration could
suppress AAA formation by regulating macrophage-
mediated inflammatory responses. This anti-inflammatory
action of testosterone/AR on AAA formation might provide
a mechanistic insight into the vascular protective actions of
testosterone and suggest that its proper administration or
selective AR modulators might be novel therapeutic strate-
gies for this aortic pathology [16].

Fashandi et al. demonstrated in a mouse model that
female mice had decreased AAA rupture rates (16% vs.
46%; P = .029) [17]. Female mice expressed fewer elastin
breaks (P = .0079) and decreased smooth muscle cell
degradation (P = .0057). Also, multiple cytokines were
decreased in the female group. Gelatin zymography
demonstrated significantly decreased pro-matrix metallo-
proteinase 2 in female mice (P = .001). Male mice fed a
high dose phytoestrogen diet failed to decrease AAA
rupture. Female mice undergoing oophorectomy did not
have accelerated aortic rupture. These data are the first
to attempt to tease out hormonal effects on AAA rupture
and the possible role of gender in rupture.

Women with Turner syndrome (TS) are at increased risk
of aortic dissection (AD), which is related to ascending aor-
tic diameter. However, the relation between aortic diame-
ter and outcome was not well determined. Duijnhouwer
et al. evaluated the prevalence of aortic dilatation, the
growth rate of the aorta and the risk of aortic complica-
tions in 268 women with TS, having median age of 28.7

(IQR: 21.3–39.7) years [18]. Aortic dilatation was present
in 22%. Whereas aortic dilatation is common in large adult
TS cohort, AD, related mortality and preventive aortic sur-
gery are rare. Growth hormone treatment in childhood was
associated with aortic dimensions.

The negative correlation between diabetes and AAAs is
well described. D’cruz et al. demonstrated in a meta-
analysis of 5 population cohort studies and five case-control
studies involving 1,006,360 pts a statistically significant
inverse association between diabetes mellitus (DM) and
TAAs (OR: .77; 95% CI, .61–.98), similar to that of AAA
[19]. Further research is required into the potentially pro-
tectivemechanisms that DMmay confer and whether there
is biologic plausibility to exploit these mechanisms further
to prevent aneurysm expansion and rupture.

Perivascular adipose tissue (PVAT) is thought to play a
role in vascular homeostasis and in the pathogenesis of
large vessel diseases, including AAA. Herein, the hypothe-
sis that locally restricted transcriptional profiles character-
ize PVAT surrounding AAA was tested, indicating specific
dysfunctions associated with the disease. A microarray-
based investigation of the PVAT transcriptome in 30 pts
with AAA, comparing the adipose layer of the dilated
abdominal aorta with that of the not-dilated aortic neck
in each patient. Substantial differences in PVAT gene
expression clearly distinguishing the dilated from the not-
dilated aorta were found, which increased in number and
magnitude with increasing AAA diameter. Comparisons
with other adipose depots (omental or subcutaneous fat)
confirmed that gene expression changes are locally
restricted. Both innate and adaptive immune-response
genes along with genes related to cell-death pathways,
metabolic processes of collagen, sphingolipids, aminogly-
cans, and extracellular matrix degradation were strongly
overrepresented in PVAT of AAA compared with PVAT of
the not-dilated aorta. This suggests that AAA is an immuno-
logic disease with an underlying autoimmune component
[20].

Current research supports the link between inflamma-
tion and aneurysm growth. The group of Paige E et al.
aimed to investigate the clinical association between the
IL6R-Asp358Ala variant and AAA growth and to assess
the effect of blocking the IL-6 signaling pathway in amouse
model of aortic aneurysm rupture or dissection [21]. The
results of this mouse model support the concept that IL-6
trans-signaling is relevant to aneurysm growth.

The role of inflammation is further supported by experi-
mental data from mice by Liu et al. Inflammatory cytokine
interleukin-18 (IL18) has two receptors: IL18 receptor
(IL18r) and Na-Cl co-transporter (NCC). In human and
mouse AAA lesions, IL18 colocalizes to its receptors at
regions rich in adipocytes, suggesting a role of adipocytes
in promoting IL18 actions in AAA development. Authors
demonstrated that Interleukin-18 uses both IL18r and
NCC to promote AAA formation [22]. Lesion adipocyte
and perivascular adipose tissue contribute to AAA patho-
genesis by releasing leptin and FABP4 that induce IL18,
IL18r, and NCC expression and promote IL18 actions.

Vasa (2020), Supplement 104 �2020 Hogrefe
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Suehiro et al. demonstrated that deletion of interleukin-18
attenuates abdominal aortic aneurysm formation in mice
by enhancing osteopontin expression, macrophage recruit-
ment, and metalloproteinase activation [23].

Since the discovery of the familial nature of TAA and
TAD almost 2 decades ago, the understanding of the
genetics of this disorder has undergone a transformative
amplification. To date, at least 37 TAD-causing genes have
been identified and an estimated 30% of the pts with
familial nonsyndromic TAD harbor a pathogenic mutation
in one of these genes. In the review of Faggion Vinholo
et al., an update summarizing the genes associated with
TAD and the ensuing clinical implications for endovascular
intervention is given [24]. Molecular genetics will continue
to bolster this burgeoning catalog of culprit genes, enabling
the provision of personalised aortic care.

Immunoglobulin G4 (IgG4)-related disease is a sys-
temic chronic fibroinflammatory disease that can affect
almost every organ of the body. IgG4-related periaortitis/
periarteritis is a newly recognised subset of IgG4-related
disease, and its characteristics and prognosis remain
unclear. We investigated the clinical characteristics
and prognosis of IgG4-related periaortitis/periarteritis.
Akiyama et al. investigated 248 pts with IgG4-related
periaortitis/periarteritis [25]. All studies reported the con-
dition in elderly pts, andmale predominance was observed.
The infrarenal abdominal aorta and iliac arteries were the
most commonly affected sites. Most reports showed the
serum C-reactive protein elevation in this disease entity,
in contrast to non-vascular IgG4-related disease. Although
corticosteroid treatment was effective, this disease can be
life-threatening secondary to myocardial infarction, AD,
and aneurysmal rupture.

The molecular roles of noncoding RNAs in AA develop-
ment appear to vary significantly between TAAs and AAAs.
SomemicroRNAs (miRNA – a non-coding RNA subspecies)
appear to contribute to AA pathophysiology, with some
showing major potential for use as biomarkers or as thera-
peutic targets. Studies of long noncoding RNAs (lncRNAs)
are more limited, and their specific contributions to disease
development and progression largely remain unexplored.
The reviews of Wu et al. and Spin et al. aim to summarise
and discuss the most current data on lncRNAs and their
mediation of AA pathophysiology [26].

In the search for alternative methods of diagnosing,
monitoring, and treating AAA noncoding RNAs-short non-
coding RNAs (microRNAs) and long-noncoding RNAs-are
emerging as new fundamental regulators of gene expres-
sion. Researchers and clinicians are aiming at targeting
these microRNAs and long noncoding RNAs and exploit
their potential as clinical biomarkers and new therapeutic
targets for AAAs. While the role of miRNAs in AAA is estab-
lished, studies on IncRNAs are only beginning to emerge,
suggesting their important yet unexplored role in vascular
physiology and disease. Kumar et al. review the role of
noncoding RNAs and their target genes focusing on their
role in AAA and discuss the animal models used for mech-
anistic understanding of AAA as well as the potential role of

microRNAs and IncRNAs as clinical biomarkers and
therapeutics [27].

Studies have found that the TGF-β/Smad pathway and
aneurysm formation appear linked. For example, the
TGF-β signaling pathway was significantly activated in
aneurysm development and AD. Aneurysms are, however,
not mitigated following knockdown of TGF-β signaling
pathway-related genes. Incidence andmortality rate of rup-
tured thoracic aneurysms increase with the downregulation
of the classical TGF-β signaling pathway. In a review,
Tingting et al. summarise recent findings and evaluate
the differential role of classical and non-classical TGF-β
pathways on AA [28]. It is postulated that the TGF-β signal-
ing pathway is necessary to maintain vascular function,
but over-activation will promote aneurysms whereas
over-inhibition will lead to bypass pathway over-activation
and promote aneurysm occurrence.

Large animal models to study AAAs have been sparse so
far. Shannon et al. created a reproducible, clinically signif-
icant infrarenal AAA model in swine. To achieve this,
Cullen et al. used a combination of balloon angioplasty,
elastase and collagenase, and a lysyl oxidase inhibitor,
called β-aminopropionitrile (BAPN), to create clinically sig-
nificant infrarenal AAs, analogous to human disease [29].

Segmental arterial mediolysis (SAM) is a rare but serious
nonatherosclerotic, noninflammatory vasculopathy of
unknown etiology that often results in dissection, aneur-
ysm, occlusion, or stenosis of, primarily, the abdominal
arteries. Current literature lacks consensus on diagnostic
criteria and management options for SAM. The review of
Sheik et al. summarises 143 cases and aims to advance
appropriate recognition and management of SAM [30].
Pts with SAM were most commonly men (68%) in their
60 s. Abdominal pain (80%) and intraabdominal bleeding
(50%) were the most common presenting symptoms. CT
was the most frequently used imaging method (78%), and
histology was available in 44% of cases. The most
commonly affected vessels were the superior mesenteric
(53%), hepatic (45%), celiac (36%), renal (26%), and sple-
nic (25%) arteries with aneurysm (76%), dissection (61%),
and arterial rupture (46%). Treatments included coil
embolization (28%), abdominal organ surgery (24%), open
arterial repair (21%), and medical management (20%).
Case-specific treatment modalities yielded symptom relief
in the vast majority (91%) of pts, with amortality rate of 7%.

Salmonella infection is most common in pts with infected
AA. When the aortic wall is heavily atherosclerotic, the
intima is vulnerable to invasion by Salmonella. By using
THP-1 macrophage-derived foam cells to mimic
atherosclerosis, Chu et al. investigated the role of three
Salmonella enterica serotypes – Typhimurium, Enteritidis,
and Choleraesuis – in foam cell autophagy and inflamma-
some formation [31].

AA and AD are rare complications of systemic lupus
erythematosus (SLE). The incidence, etiology, risk factors,
and outcomes of this entity were largely unknown. Publica-
tions of aortic aneurysm or dissection due to SLE published
between 2000 and 2017 were reviewed and a total of
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36 articles reporting a single case or case series involving
40 pts were collected [32]. The pts showed an absolute
female dominance at a mean aneurysm age of 44.6 years.
Steroid use was 13.3 ± 9.4 years prior to admission for
management of AA or AD. AA occurred more commonly
in abdominal than other segments of the aorta, whereas
AD did not show any location predilection. Pts with open
aortic operations showed a higher mortality rate than other
groups; however, no statistical significance was reached.
Overall, SLE pts had significant risks for developing aortic
aneurysm and dissection. Hypertension, long-term steroid
use, and aortic pathological changes related to SLE seemed
to be predominant risk factors for the occurrence of aortic
aneurysm and dissection. Upon diagnosis, a surgical,
interventional, or hybrid treatment should be performed
to prevent severe sequelae and sudden deaths.

Aortic dilation and aortic valve disease are known long-
term complication of tetralogy of Fallot (TOF), but the risk
of AD and the indications for prophylactic aortic surgery
were unknown in this population. One purpose of the study
by Egbe et al. was to determine the incidence of progressive
aortic dilation and AD in pts with TOF in 453 consecutive
pts (37 ± 13 years, men 216 (49%)) between 1990 and
2017. AA was present in 312 (69%) based on normative
data; progressive aortic dilation occurred in 40 (9%), and
there was no case of aortic dissection. Significant aortic
valve disease-AA occurred in 52 (12%) pts; and 15 of them
(29%) underwent aortic surgery without any surgical
mortality [33].

For the better understanding of pathophysiology and
natural course of AAAs longitudinal research is needed that
combines biomarkers with clinical and imaging data
measured over multiple time points. Therefore, a multicen-
tre biobank, databank and imagebank has been established
in the Netherlands: the “Pearl Abdominal Aortic Aneurysm”

(AAA bank) [34].
Similarly, the Munich Vascular Biobank collects biologi-

cal tissue samples to validate diagnostic and therapeutic
strategies for translational and clinical research including
personalised medicine [35].

Impact of medical management
on aneurysm growth

Up to now no specific class of drug has been shown to be
effective to stop aneurysm growth [1]. Nevertheless, treat-
ment of arterial hypertension is crucial for the development
and growth of aneurysm. A current meta-analysis of 21
cohort studies including 28,162 cases with showed a strong
association between hypertension and development of
AAA [11]. In particular, pts with Marfan syndrome and
poorly controlled hypertension are at increased risk for
growth and rupture of TAA. In a recent publication the
current evidence about anti-hypertensive treatment are
summarised [36]. Although limited evidence ß-blockers
seems to be superior in these pts compared to other

anti-hypertensive medications. Pts with diabetes have a
slower aneurysm growth rate than pts without diabetes,
which has recently been suggested to be related to the
treatment with metformin [1, 37]. Metformin represses
the pathophysiology of AAA by inhibiting the activation of
PI3 K/AKT/mTOR/autophagy pathway [38]. In a prospec-
tive cohort observational study performed in three cities in
Australia, Colledge et al. investigated 1,080 pts with a
mean (SD) initial AAA diameter of 46.1 (11.3) mm, followed
for a mean (SD) of 2.5 (3.1) years. Pts with diabetes who
were prescribed metformin (adjusted HR 0.63), but not
pts with diabetes who were not prescribed metformin
(adjusted HR 1.15), had a lower incidence of AAA events
compared with those without diabetes. Authors concluded
that a randomised controlled trial is needed to definitively
test whether metformin reduces AAA related clinical
events in pts with small AAAs who do not have diabetes
[39]. In a nationwide analysis of 13,834 diabetic Veterans
Affairs pts between 2003 and 2013, prescription for
metformin was associated with decreased AAA enlarge-
ment. The unadjusted mean rate of AAA growth was
1.2 ± 1.9 mm/year for pts prescribed metformin compared
with 1.5 ± 2.2mm/year for those without (P < .001), a 20%
decrease [40]. This effect remained significant when
adjusted for variables relevant on AAA progression. Also,
SGLT-2 (sodium-glucose cotransporter 2) inhibitors have
emerged as powerful pharmacological tools for type 2 dia-
betes mellitus treatment. Beyond their glucose-lowering
effects, recent studies have shown that SGLT-2 inhibitors
reduce cardiovascular events and have beneficial effects
on several vascular diseases such as atherosclerosis;
however, the potential effects of SGLT-2 inhibition on
AAA remain unknown. Ortega et al. evaluated the effect
of oral chronic treatment with empagliflozin-an SGLT-2
inhibitor-on dissecting AAA induced by Ang II (angiotensin
II) infusion in apoE (apolipoprotein E)-/-mice. Pharmaco-
logical inhibition of SGLT-2 by empagliflozin inhibited
AAA formation. SGLT-2 inhibition might therefore repre-
sent a novel promising therapeutic strategy to prevent
AAA progression [41]. Epidemiological evidence supports
a reduced prevalence of TAA and AAA in pts with diabetes.
The mechanisms underlying this negative association are
unknown. In the narrative review of Krizhanovskii et al.
the available evidence for effects of Glucagon-Like
Peptide-1 (GLP-1) on experimental aneurysm development
is summarized and the potential role of GLP-1 in aneurysm
formation based on available data from pre-clinical and
clinical studies discussed [42].

The study of Yamagashi et al. was conducted as a pooled
analysis of original data from 8 cohort studies, comprising a
total of 366,048 community-based men and women who
had no history of cardiovascular disease or cancer [43].
A nonlinear inverse association was found between fish
intake and total aortic disease. Compared with persons
who ate fish 1–2 times/week, persons who seldom ate fish
had higher mortality from total aortic disease (multivari-
able-adjusted pooled HR = 1.93). Higher mortality was
not seen in those who ate fish 1–2 times/month. A similar
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pattern was observed for AD. VEGF-A and its receptors
contribute to experimental AAA formation by suppressing
mural angiogenesis, matrix metalloproteinase (MMP) and
vascular endothelial growth factor A (VEGF-A) production,
myeloid cell chemotaxis, and circulating monocytes.
Pharmacological inhibition of receptor tyrosine kinases by
sunitinib or related compoundsmay provide novel opportu-
nities for clinical aneurysm suppression [44]. A new thera-
peutic approach has been tested by a group from Australia
[45]. Inflammation and abnormal redox status are believed
to be key pathogenic mechanisms for AAA. A correlation
between inflammation and aberrant fatty acid profiles
has been suggested. In this small placebo-controlled study,
the effect of omega-3 PUFA (n-3 PUFA) supplementation
on erythrocyte fatty acid content was examined in a cohort
of 30 pts with AAA. After a treatment period of 12weeks n-3
PUFAs improved fatty acid profiles and ameliorate factors
associated with inflammation in AA pts. Zhou et al. demon-
strated in mice that rapamycin suppressed TAA and TAD
formation, probably by inhibition of mechanistic target of
rapamycin signaling and reduction of inflammatory cell
infiltration and MMP 9 production. Targeting of the mech-
anistic target of rapamycin signaling pathway using rapa-
mycin may be a favorable modulation for the clinical
treatment of TAD [46]. Horimatsu et al. report that niacin
blunts aortic inflammation and matrix degradation,
thereby suppressing AAA formation [47]. These effects
are independent of the niacin receptor GPR109A andmim-
icked by nicotinamide, which does not induce flushing.
Thus, niacin protects against AAA formation independent
of GPR109A, most likely by serving as an NAD + precursor.
Supplementation of NAD + using nicotinamide-related bio-
molecules may represent an effective and well-tolerated
approach to preventing or treating AAA. Zhang et al. devel-
oped a peptide vaccine named ATRQβ-001, which was
proved to retard signal transduction initiated by angioten-
sin II (Ang II) [48]. Ang II was implicated in AAA progres-
sion. In mice, ATRQβ-001 vaccine prevented AAA
initiation and progression in both Ang II and calcium phos-
phate-induced AAA models. And the beneficial effects
were played beyond decrease of blood pressure. Gamboge
is the dry resin secreted by Garcinia hanbaryi Hook.f, with
the function of promoting blood circulation and anti-cancer
effects, detoxification, hemostasis and killing insects. It is
also used for the treatment of cancer, brain edema and
other diseases. Gambogic acid is the main effective
constituent of Gamboge. Liu et al. demonstrated that
Gambogic acid prevents angiotensin II induced AAA
through inflammatory and oxidative stress dependent tar-
geting of the PI3 K/Akt/mTOR and NF‑κB signaling path-
ways in mice [49]. Licochalcone A (LA), a chalcone derived
from liquorice, exhibits multiple biological activities,
including anti-oxidation and anti-inflammation. In mice,
LA attenuated AngII-induced AAA by modulating the
miR-181b/SIRT1/HO-1 signaling. LA might be a potential
medical therapy for small AAA [50]. The Asp358Ala variant
(rs2228145; A > C) in the IL (interleukin)-6 receptor (IL6R)
gene has been implicated in the development of AAAs.

In 2 mouse models of AAA, selective blockage of the IL-6
trans-signaling pathway, but not combined blockage of
both, the classical and trans-signaling pathways, was asso-
ciated with improved survival (P < .05) [13]. Low-molecular
mass protein 7 (LMP7) is a proteolytic subunit of the
immunoproteasome that is involved in regulating inflam-
matory responses. Li et al. demonstrated that ablation or
pharmacological inhibition of LMP7 attenuates Ang
II-induced AAA formation, and LMP7 might be a novel
therapeutic target for treating AAA in humans [51]. Ginkgo
biloba extracts (GBEs), a natural herb extract widely used
as food supplements, drugs, and cosmetics, has been
reported to suppress development of calcium chloride-
induced AAAs in mice [52]. Calcium chloride-induced
AAAs do not rupture, while angiotensin II (AngII)-induced
AAAs in mice have high rate of aortic rupture, implicating
potentially different mechanisms from calcium chloride-
induced AAAs. GBE prevented in mice the aortic rupture
in AngII-infused hypercholesterolemic mice, but only in
the early phase of the disease development. Cycloas-
tragenol (CAG), derived from Astragali Radix, has various
pharmacological effects. Compared to a control AAA
model group in mice, CAG reduced the incidence of
AAA, the dilatation of aorta and elastin degradation in
media in both mouse models of AAA through down-
regulation of theMAPK signalling pathways and thus atten-
uates inflammation, oxidation, vascular smoothmuscle cell
(VSMC) phenotype switch and apoptosis and the expres-
sion of MMPs as well as increasing elastin biosynthesis
[53]. Curcumin is an important bioactive component of tur-
meric that has been widely applied as traditional medicine
to prevent and treat various diseases. Recent studies have
demonstrated its potent activities in modulating multiple
signaling pathways associated with cellular growth, prolif-
eration, survival, inflammation and oxidative stress. The
cardiovascular protective properties of curcumin in cardio-
vascular diseases (CVDs) have been illustrated in numer-
ous studies. In the review by Li et al., the medicinal
history of curcumin is introduced, the preclinical studies
of curcumin in CVDs such as cardiac hypertrophy, heart
failure, drug-induced cardiotoxicity, myocardial infarction,
atherosclerosis, AAA, stroke and diabetic cardiovascular
complications are analysed and potential molecular targets
of curcumin summarised [54]. Also, clinical trials of cur-
cumin in CVDs are overviewed and the therapeutic utility
of derivatives of curcumin discussed.

Little is known about preventive methods using func-
tional food factors for nicotine-induced vascular destruc-
tion. Sesamin and sesamolin are functional food factors
that are fat-soluble lignans found in Sesamum indicum
seeds. Previous reports indicated that sesamin and sesamo-
lin have anti-oxidative and anti-inflammatory effects. In
mice sesame extract attenuated the degradation of colla-
gen and elastin fibers caused by nicotine. In addition,
sesame extract decreased the area positive for MMP-12
and oxidative stress in the vascular walls [55]. Doxycycline,
a nonselective matrix metalloproteinases inhibitor, was
reported to improve the contractile function and elastic
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fiber structure and organisation in a Marfan mouse aorta
using ex vivo small chamber myography. Cui et al. demon-
strate the key role of matrix metalloproteinases during the
progression of aortic aneurysm, and provide new insights
into the potential therapeutic value of doxycycline in
blocking Marfan syndrome-associated AA [56]. People
heterozygous for an activating mutation in protein kinase
G1 (PRKG1, p.Arg177Gln) develop TAAs and TADs as
young adults. Mice heterozygous for the mutation had a
three-fold increase in basal protein kinase G (PKG) activity,
and developed age-dependent aortic dilation [57].
Prkg1R177Q/+ aortas showed increased smooth muscle
cell apoptosis, elastin fiber breaks, and oxidative stress
compared to aortas from wild type littermates. Transverse
aortic constriction (TAC)-to increases wall stress in the
ascending aorta and induces severe aortic pathology and
mortality from aortic rupture in young mutant mice. The
free radical-neutralizing vitamin B12-analog cobinamide
completely prevented age-related aortic wall degeneration.
Bergwall et al. showed in a prospective cohort study,
Malmö Diet and Cancer Study, in 26,133 study participants’
observed from 1991–1996 that a high intake of fruits and
berries and vegetables, in particular leaf vegetables, are
associated with a decreased risk of developing AAA [58].
In a study population included the Cohort of Swedish
Men (45,072men) and the Swedish Mammography Cohort
(36,633 women), aged 45–83 years at baseline Kaluza et al.
prospectively evaluated the association between the anti-
inflammatory potential of diet and risk of AAA [59].
Adherence to diet with a high anti-inflammatory potential
was associated with a reduced AAA risk, an association that
was even more pronounced for AAA rupture. The anti-
inflammatory potential of diet was estimated using Anti-
inflammatory Diet Index (AIDI) based on 11 foods with
anti-inflammatory potential and 5 with proinflammatory
potential (maximum 16 points) that was validated against
highsensitivity C reactive protein (hsCRP). In a mouse
model of Marfan syndrome that shows highly penetrant
postnatal AD, risk was strongly attenuated by preventing
lactation or use of an oxytocin receptor antagonist [60].
Survival correlated inversely with the extent of extracellu-
lar signal-regulated kinase (ERK) activation in the aortic
wall, and strong protection was observed upon attenuation
of ERK phosphorylation using an inhibitor of ERK kinase
(MEK) or the U.S. Food and Drug Administration-approved
medication hydralazine, offering potential therapeutic
strategies for pregnancy-associated vascular catastrophe
in the setting of Marfan syndrome.

There are several medications which should be avoided
because of their negative effects. Ciprofloxacin, levofloxa-
cin, and moxifloxacin belong to the fluoroquinolone class
of antibiotics and are amongst the most commonly
prescribed antibiotics. Meng et al. aimed to examine those
fluoroquinolone-associated aortic aneurysms or dissec-
tions through data mining of the US Food and Drug Admin-
istration Adverse Event Reporting System (FAERS),
analysing reports from 1 January 2004 to 31 December
2016 [61]. Based on 3,721 adverse event reports, all three

fluoroquinolones are associated with AA, and levofloxacin
is associated with AD. The risk of AA is higher than the risk
of AD. Oral administration of fluoroquinolones is more
likely to produce these adverse events. A current meta-ana-
lysis summarised the effects four controlled observational
studies about the use of fluoroquinolones [62]. Fluoro-
quinolone administration more than doubled the risk to
develop AA or AD within 60 days following the exposure.
Therefore, this medication should be use with caution in
high-risk pts. This was confirmed by Noman et al. [63].
A systematic review and meta-analysis comprising 22
observational studies (12 cohort studies and 10 case-control
studies) with 19,207,552 participants confirmed this risk in
3 collagen-associated diseases (AA or AD, retinal detach-
ment, and tendon disorders) [64]. Pts at an increased risk
of collagen-associated diseases should not use fluoro-
quinolones unless no other options are available.

Imaging of aneurysms
and dissections

Ultrasound, colour-coded ultrasound (CDU) and contrast-
enhanced ultrasound (CEUS) are the preferred tools in
the diagnosis of peripheral artery and vein aneurysms.
They are routinely used for detection and follow-up exam-
inations of abdominal, iliac and carotid aneurysms.
Diagnosis and treatment control of aneurysms in the thorax
or abdomen require catheter angiography, CT and CTA,
magnetic resonance imaging (MRI and MRA) and positron
emission tomography (PET).

Ultrasound

Bao et al. aimed to evaluate the clinical significance of CDU
in the diagnosis of spontaneous isolated superior mesen-
teric artery dissection [65]. In 19 pts with this aneurysm
who had CDU and CTA no significant difference of cross-
sectional area, diameter stenosis and flow rate was found.

Similar results were reported in pts with isolated dissec-
tion of the superior mesenteric artery [66]. The authors
compared a combination of colour duplex and CEUS and
CTA. A total of 42 pts undergoing 76 total imaging exami-
nations during follow up were included. Both CTA and
CDU plus CEUS demonstrated the thrombosed false lumen
for 28 (36.8%) examinations and the dissecting aneurysm
for 20 (26.3%) examinations. The entry points were visu-
alised by CDU and CEUS for 20 (26.3%) examinations
and by CTA for 14 (18.4%) examinations. No re-entry
points were visualised by CDU and CEUS for any examina-
tions, but re-entry points were visualised by CTA for two
(2.6%) examinations. The peak systolic velocities were
128.2 ± 13.0 cm/s at diagnosis and 98.7 ± 4.9 cm/s after
one month (p < .001). The combination of CDU and CEUS
can be used in place of CTA for the surveillance of isolated
superior mesenteric artery dissection.
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Ghulam et al. evaluated three-dimensional ultrasound
(3D-US) examination to be used for AAA surveillance
with improved reproducibility over conventional two-
dimensional ultrasound (2D-US) examination, regarding
maximum anterior-to-posterior diameter by nonphysician
ultrasound technicians in a typical vascular laboratory set-
ting [67]. A total of 134 consecutive pts with asymptomatic
infrarenal AAAs were screened. Both 3D-US and 2D-US
examination demonstrated good reproducibility among
two vascular ultrasound technicians with superior agree-
ment from 3D-US examination. The present results support
the broader use of 3D-US in standard AAA surveillance
programs.

A total of 20 consecutive pts undergoing infra-renal
endovascular aortic repair (EVAR) underwent immediate
post-deployment rotational angiography, followed by
CEUS and contrast-enhanced tomographic 3-D ultrasound
(CEtUS) scans [68]. Outcomes were presence of endoleak,
renal artery patency and endograft deformity. CEUS and
CEtUS detected 12 endoleaks, 8 of which were not detected
by rotational angiography. CEUS/CEtUS could not identify
12 and 13 renal arteries, respectively, detected by rotational
angiography. Rotational angiography and CEtUS both iden-
tified 1 endograft limb deformity. CEUS and CEtUS are
more sensitive to type II endoleak than rotational angiogra-
phy. They should be used for post-EVAR endoleak detec-
tion where reduction of contrast agent is indicated.

Li et al. sumarises in a review paper the use of CEUS as a
complementary tool and its usefulness in assessing both the
macro- and microvascular anatomy of the aorta [69]. From
a macrovascular perspective, CEUS has been used to char-
acterise AA rupture, dissection and endoleaks post-EVAR
repair. With regard to microvasculature CEUS enables
imaging of adventitial vasa vasorum thereby assessing aor-
tic inflammation processes, such as monitoring treatment
response in chronic periaortitis. For endoleak surveillance
CEUS has been shown to be equal or in certain cases supe-
rior in comparison to CTA. The recent advancement of
CEUS software along with the ongoing development of
drug-eluting contrast microbubbles has allowed improved
targeted detection and real-time ultrasound guided therapy
for aortic vasa vasorum inflammation and neovascularisa-
tion in animal models. They conclude that, CEUS is
uniquely suited to comprehensively assess and potentially
treat aortic vascular diseases in the future. Harky et al.
assessed in a systematic review the sensitivity and speci-
ficity of CEUS compared to CTA for the detection of endo-
leaks within EVAR surveillance [70]. A comprehensive
literature search was undertaken until October 2018. A
total of 1,773 pts were analysed from across 18 included
studies in the quantitative analysis of the parameters of
interest. There was no significant difference in detection
rate of endoleak type I (4.3% for both groups), type II
endoleak detection rate was 22% in the CEUS group versus
23% in the CTA group, type III detection rate was 1.8% in
CEUS group versus 2% in CTA group. However, the sensi-
tivity rate for endoleak detection was higher in CEUS
(p = .001) while no difference in specificity rate was noted

(p = .28). There was a higher rate of missed endoleaks in
CTA groups (n = 12 vs. n = 20) [70]. In a systematic review
and meta-analysis Kapetanios et al. investigated the diag-
nostic accuracy of CEUS for detection of endoleak after
EVAR [71]. In 26 studies reporting a total of 2,638 paired
scans in 2,217 pts the pooled sensitivity and specificity of
CEUS for all endoleaks were .94 and .93, respectively.
The area under the curve (AUC) was .98. The summary
estimate of sensitivity and specificity for type I and type
III endoleaks was .97 and 1.00, respectively. The AUC
was 1.00. Authors concluded that CEUS has a high sensitiv-
ity and specificity in the detection of endoleaks after EVAR
and CEUS is a useful tool in EVAR surveillance.

Tran et al. investigated the use of duplex ultrasound
(DUS) examinations for surveillance after fenestrated
endovascular aneurysm repair (FEVAR), particularly in
renal branch grafts after FEVAR [72]. They retrospectively
reviewed a total of 116 pts were treated with FEVAR, of
which 60 (51.7%) had concurrent CT and renal DUS
images available for review. They concluded that DUS
imaging is a clinically useful modality for surveillance of
renal branch grafts after FEVAR. Patterns of segmental
velocity elevation (proximal peak systolic velocity
(PSV), > 215 cm/s) and dampening in the distal renal indi-
cate potential hemodynamic compromise and should
prompt more aggressive workup or imaging and likely be
considered for secondary intervention.

A novel ultrasound system consisting of a modified
console and data analysis algorithm was developed. The
exploratory study included 100 pts hospitalised for elective
cardiovascular surgery [73]. After admission, the arterial
pulse waveform at the left carotid artery was acquired using
the novel system. Based on these data, we inferred the
presence of TAA based on arterial viscoelasticity and insta-
bility, which are reflected into the time-averaged trajectory
of deformation of the blood vessel wall caused by distur-
bance of blood flow. Meanwhile, all pts underwent com-
puted tomography as preoperative screening to confirm
the presence of TAA. The sensitivity and specificity of
TAA detection using the novel ultrasound system were
calculated. The datasets from 37 pts were not suitable for
analysis and were thus discarded. Based on CT findings,
40 pts were categorised into the aneurysm group while
23 were judged not to have an AA. On the other hand,
44 pts were diagnosed as having TAA based on ultrasound
findings obtained using the novel system. The overall sen-
sitivity and specificity of the ultrasound system were .83
and .52, respectively. Although improvements to the probe
and diagnostic algorithm are warranted, this device has
potential utility for mass screening to detect asymptomatic
TAA as part of community-level healthcare programs.

Angiography, computed tomography
and computed tomography angiography

Contrast-induced nephropathy (CIN) is one of the leading
causes of hospital-acquired acute kidney injury (AKI) due
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to the use of iodinated contrast media in various interven-
tional procedures like EVAR. This study investigates the
possible protective role of direct intra-arterial administra-
tion of mannitol and acetylcysteine and per os administra-
tion of simvastatin in a histopathological level. Iopromide
was directly administered in the infrarenal aorta of 24
New Zealand white rabbits [74]. Animals were divided in
four groups of six: G1 received iopromide with no protec-
tion, G2 iopromide with mannitol, G3 iopromide with
acetylcysteine, and G4 iopromide with simvastatin. Renal
function blood parameters were assessed prior to the
administration, and in 48 h; histopathological evaluation
of the kidneys was performed. CIN was evident only in
the no protection group G1. Moreover, G1 demonstrated
significantly more severe lesions than groups G2, G3, and
G4 regarding histopathological findings in glomeruli,
vacuolization of tubular epithelial cells, tubular proteina-
ceous casts, and tubular necrosis. Intra-arterial administra-
tion of mannitol seems to be effective in protection against
tubular necrosis.

The reliability of assessment of the artery of Adamkie-
wicz before the aortic repair is highly dependent on the
display of the continuity of this artery with the aorta, mainly
around the vertebral pedicle, by CTA. Nishi et al. demon-
strated that the sharp filter kernel significantly improved
the image quality in low-tube-voltage CTA for the assess-
ment of the artery of Adamkiewicz [75]. Thus, CTA with
the sharp filter kernel can generate a high-confidence level
in the evaluation of the artery of Adamkiewicz.

Pts referred for fenestrated/branched endovascular
aortic repair (F/BEVAR) often present with a previous
CTA, but it was unknown how recent the CTA must be to
ensure accurate F/BEVAR planning. Nguyen at al investi-
gated whether anatomic planning parameters change
significantly between a CTA used for F/BEVAR planning
and a CTA obtained 6 to 12 months prior and came to
the conclusion, that in pts who underwent successful
F/BEVAR, measurement comparisons between CTAs
obtained up to 1 year prior were minor and unlikely to yield
clinically significant changes to F/BEVAR design [76].

Several studies have analysed risk factors that may influ-
ence the incidence of type II endoleak with sac expansion
after EVAR. The study of Fujii et al. examined the correla-
tion between preoperative intraluminal thrombus and the
incidence of type II endoleak and late sac expansion by
measuring the thrombus volume. Of the 280 pts who
underwent EVAR, 46.7% (131 pts) had persistent type II
endoleak and 19.6% (55 pts) had persistent type II endoleak
with significant sac expansion (� 5 mm) [77]. The mean
follow-up duration was 60 months (interquartile range,
24–72 months). Cox regression analysis showed that older
age (p = .001), intraluminal thrombus volume ratio (throm-
bus volume [T vol]/AA volume [A vol]) (p = .042) and
inferior mesenteric artery (IMA) diameter (p = .004) were
significant predictors of the incidence of sac expansion
with persistent or new type II endoleak. The receiver
operating characteristic curve analysis revealed a cutoff

of 51% T vol/A vol (AUC: .59) and 2.9 mm (AUC: .60).
The rate of freedom from sac expansion (� 5 mm) during
follow-up was significantly higher in pts with � 51% T
vol/A vol than in those with a lower T vol/A vol
(p = .010). Authors concluded that preoperative sac throm-
bus volume, IMA diameter and older age predict the
incidence of aneurysm expansion with type II endoleak
after EVAR.

Follow-up with CTA is recommended after EVAR, expos-
ing pts to significant levels of radiation and iodine contrast
medium. Dual-energy CT allows virtual noncontrast
(VNC) images to be reconstructed from contrast-enhanced
images using a software algorithm. If the VNC images are
a good-enough approximation of true noncontrast (TNC)
images, a reduction in radiation dose can be ensured
through omitting a TNC scan. Sixty-three consecutive pts
were examined using a dual-energy CT as elective follow-
up after EVAR [78]. The examination protocol included
1 unenhanced and 2 contrast-enhanced scans (80 kV/
Sn140 kV) of the aorta. Virtual noncontrast data sets were
reconstructed from the arterial (A-VNC) and venous
(V-VNC) phase scans, respectively. Mean attenuation and
image noise were measured for TNC, A-VNC, and V-VNC
images within regions of interest at 2 levels in the aorta,
the liver, retroperitoneal fat, and psoas muscle. Subjective
image quality was assessed on a 4-point scale by 2 blinded
readers. The differences between A-VNC and TNC, and
between A-VNC and V-VNC, were substantial aorta at the
level of diaphragm and aorta at the level of renal arteries.
The difference between V-VNC and TNC was very small
and not statistically significant for the renal artery aorta.
For liver, fat, andmuscle tissue, therewere significantdiffer-
ences between both A-VNC and V-VNC compared with
TNC, but findings were similar between A-VNC and
V-VNC.Virtual non-contrast images basedon venous-phase
scans appear to be a more accurate representation of TNC
scans than VNC images based on arterial-phase scans.

From January 2016 to May 2018, 45 of 361 pts with
Behçet’s disease (BD) were diagnosed with vascular
involvement. The following characteristics of vascular
aneurysms were analyzed: Maximum diameter, length,
wall thickness, borders, luminal changes, mural thrombus,
cystic change of the vessel walls, asymmetric bulging of the
right part of the aortic wall (RP type) and calcific plaques.
The 45 BD pts analyzed included 37 males and 8 females
with a median age of 40 years (30–49 years) [79]. Signifi-
cant differences were observed among genders regarding
age, ocular disorders and digestive-tract ulceration. A total
of 42 aneurysms were identified with a mean diameter of
43 mm. Most aneurysmal walls (88%) were homoge-
neously enhanced on contrast-enhanced CT. Comparison
of groups classified by aortic and larger arterial aneurysms
indicated that aneurysms occurring in the aorta were more
likely to form a mural thrombus, have a thicker wall
(P < .001) and unclear borders (P = .036), to be of the RP
type (P = .003) and have a longer extension (P = .001)
compared with those in larger arteries. Unclear border of
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the aneurysmal wall was the only radiologic predictor
correlated with an elevated erythrocyte sedimentation rate
(P < .001). In summary characteristic CT imaging features
of aneurysms can add information in the diagnosis of BD
when typical symptoms are missing.

The purpose study of Patino et al. was to assess the fea-
sibility of performing aortoiliac CTA with 16.0 g of iodine
contrast medium acquired with low-energy (40 and
50 keV) virtual monochromatic (VMC) images with rapid-
kilovoltage-switching dual-energy CT. A total of 52 adults
with abdominal aortoiliac aneurysm and prior 120-kVp sin-
gle-energy CTA (SECTA) with 33 g iodine (standard dose)
underwent follow-up dual-energy CTA (DECTA) with a
52% reduced iodine dose [80]. Two readers independently
assessed the datasets for image quality using a 5-point
scale. Aortoiliac intravascular attenuation was measured.
In a subset of pts with DECTA after endovascular aortic
repair, endoleak detection was evaluated on VMC images.
Volume CT dose index, dose-length product, and size-
specific dose estimate were compared between DECTA
and SECTA. All DECTA examinations (n = 52) were rated
diagnostic with image quality scores comparable to those
of 120-kVp single-energy CTA (40 keV). Intravascular
attenuation was uniform in all reduced-iodine DECTA
examinations and was significantly higher on 40- and
50-keV images than on standard-iodine-dose SECTA
images (p < .01). There was no difference in intravascular
attenuation between the 16.2-g and the 16.0-g doses
(p = .82). Sensitivity and specificity for endoleak detection
were 78.9–94.7% and 100%. Total dose-length product
was lower for DECTA (788 ± 166mGy cm) than for SECTA
(1,114 ± 468 mGy cm). The technique saves radiation dose
and contrast material.

AAAs and popliteal artery aneurysms (PAAs) are charac-
terized by degeneration of the vessel. This could be driven
by inflammatory, hemodynamical and biological alter-
ations which increases the risk aneurysm rupture. Human
aortic and PAA tissues were obtained during surgical repair
and studied by synchrotron radiation X-ray scanning
microdiffraction and small-angle scattering, to investigate
the microcalcifications present in the tissues. Data col-
lected during the experiments were transformed into
quantitative microscopy images through the combination
of statistical approaches and crystallographic methods. As
a result of this multi-step analysis, microcalcifications,
which are markers of the pathology, were classified in
terms of chemical and structural content. This analysis
helped to identify the presence of nanocrystalline
hydroxy-apatite and microcrystalline cholesterol, embed-
ded in myofilament and elastin-containing tissue with low
collagen content in predominantly nanocrystalline areas
[81].

EVAR is the preferred first-line treatment for AAA.
Current postprocedure surveillance recommendations by
manufacturers are a 1-month CTA followed by a 12-month
CTA in most circumstances. The objective of the study by
Soult et al. was to determine the utility of the 1-month

CTA following elective EVAR and determine if initial
surveillance at 6-month CTA is appropriate [8]. A single-
center retrospective chart review of all elective EVARs
at a tertiary medical center over a 12-year period was
conducted comprising 363 pts. It was found that there is
limited utility to 1-month surveillance CTA in pts undergo-
ing elective EVAR within the device instructions for use
that has no evidence of type I endoleak on completion
angiography. It is safe to start routine EVAR surveillance
at 6 months in this pt population. This has implications
when considering bundled and value-based payments in
the longitudinal care of AAA pts.

Saving radiation is particularly important in aortic inter-
vention. The aim of the study of Rehmann et al. was to
determine whether performing EVAR in a dedicated vascu-
lar hybrid operating room is associated with a decreased pt
radiation and contrast dose compared with mobile C-arm
imaging in a conventional operating room [82]. In a retro-
spective study of pts undergoing standard EVAR from
2009–2016, they demonstrated that performing EVAR in
a dedicated vascular hybrid operating room may be associ-
ated with a lower pt radiation dose, shorter screening time,
and less contrast use than performing EVAR in a conven-
tional operating room. The purpose of the study by Tzanis
et al. was to determine the radiation exposure of primary
interventionalist’s different body parts during EVAR
procedures and aortoiliac percutaneous transluminal
angioplasty (PTA) procedures and to evaluate the efficacy
of a radioprotective drape (.25 mm Pb equivalent drape
(Ecolab, Saint Paul, Minnesota, USA) [83]. Median expo-
sure dose (ED) for a typical EVAR and PTA procedure
was 4.7 ± 1.4 μSv and 4.4 ± 3.6 μSv, respectively. The high-
est radiation doses were measured for the operator’s hands
in both procedures. Moreover, considerable doses were
measured to the operator’s head, eye lenses and thyroid.
Due to the use of the drape, radiation exposure of primary
operator’s abdominal area, genitals, thyroid and eye lenses
was reduced by an average of 59%, 60%, 65% and 59%,
respectively. However, dose area product (DAP) and peak
skin dose (PSD) were increased by 20% when part of the
drape was placed into the X-ray field. Thus, during EVAR
and PTA procedures, primary operator’s organs are
exposed to considerable radiation doses. Occupational
radiation exposure can be reduced significantly with the
proper use of a radioprotective drape.

The optimal imaging modalities in EVAR follow-up as
well as the appropriate intervals between these follow-ups
remain subject of controversial discussion. Objective of
this study was the evaluation of the realistic radiation
exposure and risk estimate postop EVAR treatment. Of
the follow-ups required according to the surveillance
schedule during the first year post-EVAR, only 68.3% were
actually implemented [84]. Of those required from the
second year onwards, an average of 70% was actually
performed. During the observation period, each pt under-
went a mean of 4.3 CTAs. The median effective dose
calculated from all CTAs was 24.5 mSv. The minimum
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and maximum cumulative effective doses for the entire
observation period were 55mSv and 310mSv, respectively.

Magnetic resonance imaging

In this study the relationship between enhancement ratio
(ER) of aneurysm walls and degrees of inflammation was
examined in 25 rabbits. All underwent surgery to isolate
the right common carotid artery (RCCA). Twenty rabbits
underwent an aneurysm creation procedure, and 5 under-
went a control procedure [85]. In the aneurysm creation
procedure, there was surgical exposure of the origin of
RCCA and temporary occlusion with an aneurysm clip.
The distal RCCA was ligated, and the trapped segment
was infused with elastase for 20 minutes, after which the
clip was removed. In the control procedure, the trapped
segment was infused with saline. High-resolution magnetic
resonance imaging was performed at weeks 2, 3, 4, and 5
after the procedure, and wall ER was calculated. After
MRI, aneurysms were harvested and stained with hema-
toxylin-eosin. Pearson correlation analysis and scatter plots
were used to evaluate the relationship between wall ER and
the degree of inflammation. The relationships between the
wall ER, the number of inflammatory cells and time were
analysed by linear graphs. Wall ER positively correlated
with inflammatory cell count of the aneurysm wall
(r = .877, p < .001). The relationships between wall ER,
the number of inflammatory cells, and time increased
and then decreased according linear graphs. The aneurysm
wall ER was associated with the degree of inflammation on
the rabbit aneurysm model.

Molecular MRI is a promising modality for the character-
isation of AAAs andmay improve the assessment of the risk
of rupture. This study investigates the feasibility of imaging
inflammatory activity and extracellular matrix degradation
by concurrent dual-probe molecular magnetic resonance
imaging in an AAAmouse model [86]. Osmotic minipumps
with a continuous infusion of angiotensin II to induce AAAs
were implanted in apolipoprotein-deficient mice (N = 58).
Animals were assigned to 2 groups. In group 1 (longitudinal
group, n = 13), imaging was performed once after 1 week
with a clinical dose of a macrophage-specific iron oxide-
based probe (ferumoxytol, 4 mgFe/kg, surrogate marker
for inflammatory activity) and an elastin-specific gadolin-
ium-based probe (.2 mmol/kg, surrogate marker for extra-
cellular matrix degradation). Animals were then monitored
with death as end point. In group 2 (week-by-week-group),
imaging with both probes was performed after 1, 2, 3, and
4 weeks (n = 9 per group). The combined assessment of
inflammatory activity and extracellular matrix degradation
was the strongest predictor of AAA rupture (sensitivity
100%; specificity 89%). Information from each single
probe alone resulted in lower predictive accuracy. In vivo
measurements for the elastin- and iron oxide-probe were
in good agreement with ex vivo histopathology. This study
demonstrates the potential of the concurrent assessment of
inflammatory activity and extracellular matrix degradation

by dual-probe molecular magnetic resonance imaging in an
AAA mouse model. Based on the combined information
from bothmolecular probes, the rupture of AAAs could reli-
ably be predicted.

The study of Tiwari et al. evaluated the aortic wall elas-
ticity using the maximal rate of systolic distension (MRSD)
and maximal rate of diastolic recoil (MRDR) and their cor-
relation with the aortic size index (ASI) [87]. Forty-eight pts
with TAA were enrolled. A standard MRI protocol was used
to calculate MRSD and MRDR. Both MRSD and MRDR
were expressed as percentile of maximal area/10�3 sec.
ASI (maximal aortic diameter/body surface area) was
calculated. A correlation between MRSD, MRDR, ASI,
and the pt’s age was performed using regression plot. A sig-
nificant correlation between MRSD, MRDR, and ASI is
observed. As ASI increases, aortic MRSD and MRDR
decrease. Such inverse correlation between MRSD, MRDR,
and ASI indicates increased stiffness of the ascending
aorta. A significant correlation between the pt’s age and
the decrease in MRSD and MRDR is observed. These two
new indexes provide a promising, accessible, and repro-
ducible approach to evaluate the biomechanical property
of the aorta.

Nuclear medicine and positron emission
tomography

MMP-12 is highly upregulated in several inflammatory
diseases, including AAA. The report presents four novel
99mTc-labeled radiotracers derived from a highly selective
competitive MMP-12 inhibitor [88]. These tracers in their
99gTc version were assessed in vitro on a set of human
metalloproteases and displayed high affinity and selectivity
toward MMP-12. Their radiolabeling with 99mTc was
shown to be efficient and stable in both buffer and mouse
blood. The tracers showed major differences in their
biodistribution and blood clearance. On the basis of its
in vivo performance, [99mTc]-1 was selected for evalua-
tion in murine AAA, where MMP-12 gene expression is
upregulated. Autoradiography of aortae at 2 h postinjection
revealed high uptake of [99mTc]-1 in AAA relative to adja-
cent aorta. Tracer uptake specificity was demonstrated
through in vivo competition. This study paves the way for
further evaluation of [99mTc]-1 for imaging AAA and other
MMP-12-associated diseases. Large vessel vasculitis (LVV)
is the most common form of primary vasculitis comprising
of giant cell arteritis (GCA), Takayasu’s arteritis (TAK) and
idiopathic aortitis. Early diagnosis and treatment of LVV
are paramount to reduce the risk of ischemic complications
such as visual loss and strokes, vascular stenosis and occlu-
sion, and aortic aneurysm formation. Use of imaging
modalities [DUS, MRI, CT and PET] has steadily increased
to enable assessment of cranial and extracranial arteries, as
well as the aorta. These imaging modalities are less
invasive, more sensitive and readily available compared
to temporal artery biopsy (TAB). Modern imaging methods
have changed the role of TAB in diagnosing GCA and have
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replaced diagnostic angiography. Over the last two dec-
ades, several studies have evaluated the use of US, MRI,
CT and PET in LVV. However, these various imaging tools
are not yet uniformly used in routine clinical practice and
controversy exists as to which imaging modality best
provides meaningful assessments of disease activity and
damage in LVV. The aim of this review is to summarize
the current evidence of imaging in pts with or suspected
of having LVV, and to highlight the clinical implications
of the EULAR recommendations [89]. Non-invasive AAA-
associated cell proliferation biomarkers are not yet
established. Gandhi et al. investigated the feasibility of
the cell proliferation radiotracer, fluorine-18-fluorothymi-
dine ([18F]FLT) with positronemission tomography/
computed tomography (PET/CT) in a progressive pre-
clinical AAA mouse model (angiotensin II, AngII infusion)
[90]. [18F]FLT uptake was increased during the active
growth phase of the AAA model compared to saline control
mice and late-stage AAA.

Extra-aortic aneurysms
and dissections

The first International Consensus on the Diagnosis and
Management of Fibromuscular Dysplasia was published
in 2019 [91]. This is a comprehensive document on the
diagnosis and management of fibromuscular dysplasia
(FMD), which was commissioned by the working group
“Hypertension and the Kidney” of the European Society
of Hypertension (ESH) and the Society for Vascular
Medicine (SVM). This document updates previous consen-
sus documents/scientific statements on FMD published in
2014 with full harmonisation of the position of European
and US experts. In addition to practical consensus-based
clinical recommendations, including a consensus protocol
for catheter-based angiography and percutaneous angio-
plasty for renal FMD, the document also includes the first
analysis of the European/International FMD Registry and
provides updated data from the US Registry for FMD.
Finally, it provides insights on ongoing research programs
and proposes future research directions for understanding
this multifaceted arterial disease.

Visceral artery aneurysms and dissections

A literature review of 53 cases deals with ruptured renal
artery aneurysm in pregnancy and puerperium [92]. The
clinical presentation is easily confused with more common
conditions and time to diagnosis is often delayed. Diagnos-
tic delay is associated with high maternal and fetal mortal-
ity. Ruptured renal artery aneurysm should be included in
the differential diagnosis for pregnant or peripartum pts
presenting with acute and severe flank pain, especially if
followed by a drop in blood pressure. Early diagnosis and
immediate intervention are important for achieving better

maternal and fetal outcomes. There are several methods
of managing asymptomatic or ruptured renal artery
aneurysm during pregnancy although no established guide-
lines exist.

Abreu et al. present their experience with robotic renal
artery aneurysm (RAA) repair, concerning 9 consecutive
pts who underwent intracorporeal robotic surgery for
10 RAAs [93]. This robotic operation is feasible and safe,
and replicates open principles. However, it requires consid-
erable experience and expertise.

Sousa et al. reviewed visceral arterial aneurysms (VAAs)
and pseudoaneurysms, that are rare entities. Despite infre-
quent, these lesions are clinically important and potentially
lethal, since 22% present as clinical emergencies and 8.5%
result in death [8]. Visceral arterial aneurysms and
pseudoaneurysms have fairly similar clinical presentations
and diagnostic workups. Differences reside mainly in their
etiology and indications for treatment, since immediate
treatment is recommended for pseudoaneurysms regard-
less of their size, while true aneurysms have specific
treatment cutoffs. These lesions are still frequently diag-
nosed only upon rupture, with significant mortality rates.
Endovascular strategies represent the first line of treatment
on the majority of cases, although open surgery continues
to play a role in specific conditions.

Larner et al. report the use of a new pericardium covered
stent [94]. This stent combines the benefits of a low-profile
covered stent with those of a low immunogenic material.
Authors describe the endovascular treatment of a pt with
a hepatic artery pseudoaneurysm, where parent artery
sacrifice was considered unacceptable. The stent was used
to provide immediate and complete exclusion, with dual
antiplatelet therapy for 1week, followed by single antiplate-
let use. This stent may potentially be used for a wider range
of aneurysms with unfavourable morphology.

VAAs, although rare, represent a life-threatening disease
with high mortality rates. The aim of the retrospective
study of Martinelli et al. was to evaluate the results of open
surgery or interventional endovascular strategies of VAAs
in 125 open surgical or endovascular interventions with
respect to technical success, therapy-associated complica-
tions, and postinterventional follow-up in the elective and
emergency situation [95]. The treatment option was
endovascular in 56 of 125 cases (44.8%). Technical success
was 98.3%. In one case, the procedure was interrupted for
the extensive dissection of the afferent vessel. Twenty-six
pts were treated by coil embolisation while 29with covered
stenting. The endovascular approach was in emergency in
two cases (3.6%). In the endovascular group, mortality
was nil. Complications occurred in 5 cases (8.9%): 1 suba-
cute intestinal ischemia caused by superior mesenteric
artery dissection, 2 aneurysm reperfusion, 1 stent thrombo-
sis, and 1 massive splenic hematoma. In 69 (55.2%) cases,
surgical treatment was preferred, with 24 VAA resections
and 45 arterial reconstructions. In 20 cases (29%), open
surgery was performed in emergency conditions. In the
surgical group, 8 emergency pts (40%) died intraopera-
tively. The mortality after elective surgical interventions
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was nil. Complications after surgery were 4 graft late
thrombosis (5.8%): asymptomatic in three cases and requir-
ing splenectomy in one. Authors conclude that there is no
overall consensus regarding the indications for treatment
of VAA. Currently in emergent setting, the endovascular
approach should be considered as the first choice because
of its reduced invasiveness, faster way to access and
bleeding control; this accounts for the lower morality of
the interventional therapy than open surgery. Endovascular
approach is effective for elective repair of VAAs, but proce-
dure-related complications may occur in a not negligible
number of pts. Given comparable mortality rates and low
procedure-related complication rate, surgical approach still
has space in the elective management of VAAs, especially
for aneurysms unsuitable or challenging for the endovascu-
lar option in pts with low surgical risk. The size, location,
and morphology of VAAs, systemic or local comorbidities,
and specific anatomical situations such as previous abdom-
inal surgery should dictate treatment choice.

Isolated superior mesenteric artery dissection (ISMAD)
is rare, especially when associated with intestinal ischae-
mia. Medical records from 22 pts with ISMAD and
intestinal ischaemia were retrospectively analysed [96].
Conservative treatment was given to all pts as first line
therapy. Subsequently, 15 pts received endovascular stent
placement and three pts received endovascular stent
placement plus intestinal resection and anastomosis. After
conservative treatment, the symptoms of three pts were
remarkably relieved; however, a repeat contrast CT
showed that the stenosis was aggravated. Hence, endovas-
cular stent placement was performed in all 15 pts. Enteral
nutrition was successfully restored in 12 pts. Three pts
showed signs of chronic intestinal ischaemia, including
peritonitis and ileus. These pts underwent intestinal resec-
tion and anastomosis. Enteral nutrition was restored at
postoperative week two. No signs of intestinal ischaemia
recurred during two-years of follow-up. Liu et al. recom-
mend endovascular stent placement as a feasible, effective,
and minimally invasive procedure in pts with ISMAD and
symptoms of intestinal ischaemia.

Peripheral artery aneurysms
and dissections

A comprehensive systematic review on the diagnosis and
management of true profunda femoris artery aneurysm
(TPFAA) by Kibrik et al. covered 27 cases [97]. Rupture
was reported in 18.5% of the cases (n = 5); the conventional
clinical presentation of unruptured TPFAA was reported in
48% of cases (n = 13), with 40.9% of unruptured aneur-
ysms being asymptomatic (n = 9). Review of the current lit-
erature supports that CTA and DUS are the mainstay
diagnostic approaches for TPFAA. Surgical repair through
ligation, resection, and revascularisation remains the most
common and effective therapeutic procedure. Endovascu-
lar embolisation is recommended for aneurysms when

surgery is not tenable because of the pt’s comorbidities
and the aneurysm’s anatomy.

A high prevalence of PAA among subjects with screening
detected AAA and PAA was found. PAA was not correlated
with the aortic diameter in this Swedish cohort, where all
had dilated aortas, while correlations with peripheral and
iliac artery diameters were identified [6].

A Chochrane Analysis was performed by Joshi et al. to
assess the effectiveness of an endovascular stent graft
versus conventional open surgery for the treatment of
asymptomatic PAAs on primary and assisted patency rates,
hospital stay, length of the procedure and local complica-
tions [98]. Evidence to determine the effectiveness of
endovascular stent graft versus conventional open surgery
for the treatment of asymptomatic PAAs was limited to
data from only one small randomised clinical trial with a
total of 30 PAAs which met the inclusion criteria. At four
years there was no clear benefit from either endovascular
stent graft or surgery to primary or assisted primary
patency (moderate-certainty evidence). As both operating
time and hospital stay were reduced in the endovascular
group (moderate-certainty evidence), it may represent a
viable alternative to open repair of PAA. A large multicen-
ter randomised clinical trial (RCT) may provide more infor-
mation in the future. However, difficulties in recruiting
enough pts are likely, unless it is an international collabora-
tion including a number of high volume vascular centres.
Mansour et al. report the outcome of immediate and direct
revascularisation by mechanical thrombectomy in acute
limb ischemia due to thrombosed PAA [99]. The Indigo
System� has proven to be safe and effective, allowing an
immediate limb reperfusion, reducing the necessity for
thrombolytic drug infusion. A large Medline study by
Silvestri et al. focusing on carotid artery aneurysm in HIV
pts included 46 cases [100]. Aneurysms were localised in
the intracranial carotid (41.3%) or extracranial artery
(58%). Pts were managed surgically in 58.7% of cases;
surgical morbidity and mortality were of 22.2% and 7.4%
respectively, higher for endovascular procedures. The
overall mortality in treated and untreated cases was
26.1%. Use of a new double-layer micromeshs stent for
endovascular treatment of carotid pseudoaneurysm post
carotid endarterectomy is reported by Massara et al., with
almost immediate thrombosis of the aneurysmal sac
[101]. This allows a less invasive approach in the presence
of an adequate anatomy, reducing the risk of cranial nerve
injuries.

Vein aneurysms

Noppeney et al. report retrospectively on 39 cases of popli-
teal vein aneurysm, a condition associated with high risk of
venous thromboembolism [102]. Pts were offered aneur-
ysm resection (29 cases) or lifelong anticoagulation and
compression (2 cases), when vein diameter was twice the
normal vein diameter, while the other 8 pts had surveil-
lance alone. Popliteal vein aneurysms > 20mm, since more
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prone to thrombosis, should be considered for surgical
treatment or lifelong anticoagulation, depending on the
pt’s preference. Iliac vein aneurysm is a rare clinical entity.
Following a systematic search, 50 cases of iliac venous
aneurysms were identified, located in common, external
or internal iliac veins were found in our systematic search.
Seventeen pts were female (35.4%) and 31 pts were male
(64.6%) [103]. Age ranged from 13 to 70 years. The aneur-
ysms were located on the right side in 17 pts (34%), on the
left side in 29 pts (58%) and bilateral in 4 pts (8%). The
aneurysms were located in the common, external and inter-
nal iliac veins in 15 (30%), 31 (62%) and 4 (8%) pts respec-
tively. The aneurysms were due to a previous arteriovenous
fistula (AVF) in 19 pts (38%) and 16 pts (32%) had a history
of AVF resulting from a previous trauma. 29 pts (59.2%)
underwent open surgical 5 pts (10.2%) endovascular and
1pt (2.0%) hybrid treatment. Conservative treatment was
used in 14 pts (28.6%).

Aortoiliac aneurysms
and dissections

Since EVAR was first introduced in 1991, it has undergone
rapid technical and quantitative developments. Hwang and
Jun analyzed the characteristics and trends of EVAR
research through bibliometric analysis [104]. The Journal
of Vascular Surgery published approximately one quarter
of the total publications between 1994 and 2017. Vascular
surgeons produced most publications (n = 1,871, 78.14%),
followed by radiologists (n = 377, 15.58%) and cardiologists
(n = 73, 3.02%). The most studied topics on EVAR were
complications and procedures. The number of publications
on complex EVAR and EVAR in juxtarenal aneurysm has
increased more from 2013 to 2017 (5.1% vs 9.5%) com-
pared with from 1998 to 2002 (2.1% vs 1.8%). Two of the
most important publications in this field are the European
Association for Cardio-Thoracic Surgery (EACTS) & the
European Society for Vascular Surgery (ESVS) Recommen-
dations for the Treatment of Thoracic Aortic Pathologies
Involving the Aortic Arch and the actual European Society
for Vascular Surgery (ESVS) 2019 Clinical Practice Guideli-
nes on the Management of Abdominal Aorto-iliac Artery
Aneurysms by Wanhainen et al., most importantly raising
the cut-offs for repair for the abdominal aorta in men to
5.5 cm diameter, in women to 5 cm and in common iliac
aneurysms to 3.5 cm diameter [1, 105].

Predicting complications and patient
selection: anatomic criteria, age, frailty,
obesity and familial aortoiliac aneurysm
or dissection

An expert panel made up of 9 Italian vascular surgeons
from high-volume centers (>50 EVAR procedures/year),
was assembled to share their opinion about the definition

of hostile aortic neck anatomy for EVAR procedure. In a
Delphi consensus 5 anatomic parameters were identified,
namely, aortic neck length, aortic neck angulation, aortic
neck diameter, conical neck, and presence of circumferen-
tial calcification [106]. Pts with wide proximal necks under-
going standard EVAR in a meta-analysis on 6,602 pts were
found to have worse outcome, as indicated by a lower
freedom from aneurysm-related reintervention, type Ia
endoleak, sac expansion and aneurysm rupture, and a
higher overall survival [107]. Particularly the use of large
devices of 34–36 mm diameters is associated with a higher
risk of proximal fixation failure [108]. There is also a signif-
icant increase in operative mortality in pts undergoing
EVAR with severely angulated suprarenal neck. Pts who
survive the operation are at increased risk of secondary
interventions [109].

Likewise, the risk for late distal type I endoleak has been
analysed. Common iliac artery length < 4 cm, diame-
ter > 15 mm, and severe thrombotic apposition (>50% of
circumference), at the iliac sealing zone were significant
predictors of type I endoleak, on univariable analysis;
oversizing of the iliac leg diameter < 10% and distal seal-
ing > 1 cm above the hypogastric origin were independently
associated with type I endoleak, on multivariable analysis
[110].

The outcome of pts with acute type B aortic dissection
(TBAD) is largely dictated by whether or not the case is
“complicated.” The following variables at admission
were independently associated with increased in-hospital
mortality: hypotension, ischemic complications renal dys-
function, and neutrophil percentage � 80% [111]. On the
other hand, the readmission rate following medical treat-
ment alone was 23.6%within 90 days, with a mortality rate
of 5.0% and high cost involved supporting early repair
[112].

While the public preference is clearly for EVAR over
open aortic aneurysm repair (OR), frailty and age may be
an obvious criteria for this preference [113]. Yet, frailty is
an independent risk factor for mortality in open abdominal
ortic aneurysm repair, but also the only risk factor for
complications following EVAR [114, 115]. Similarly, elderly
pts are at higher risk for in-hospital complications after
elective EVAR [116–118], however, only with ASA score 4
and PAD comorbidity [119]. Otherwise the overall early
mortality may be as low as 2.1% and 2% in > 75-year-old
and 80-year-old pts, respectively [120] and lower than in
OR [121]. These in-hospital complications have a signifi-
cant impact on both short- and long-term survival. For
ruptured abdominal aortic aneurysm (rAAA) consistently
an advantage of EVAR over open repair in the aged popula-
tion was shown [122, 123]. Interestingly, the 30 day and one
year mortality rates for rAAA repair in octogenarians are
similar to the outcome at all ages [123]. Similarly, the clin-
ical results of thoracic endovascular aortic aneurysm repair
(TEVAR) in pts over 80 years of age are acceptable with
early postoperative recovery, low mortality and morbidity,
and midterm durability, as shown by Yamauchi T et al. in
57 pts over 80 years of age [124]. No significant difference
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was seen in outcomes following debranching thoracic
aortic repair [125]. Henstra et al. analysed 272 pts of whom
42 had a median age of 82 years and demonstrated that age
itself is not a reason to withhold fenestrated endovascular
aortic aneurysm repair (FEVAR) in the elderly, and choice
of treatment should be based on the pt’s comorbidities
and preferences [126]. Yet, perioperative mortality is
increased, whereas late mortality is not [127].

Several smaller studies and two analyses of national
registries, including 7,935 pts, highlighted the advantages
of EVAR over OR of AAA, especially in morbidly obese
population (relative risk reduction up to 47%). On the other
hand, two other studies with 1,374 pts combined, con-
cluded that EVAR might not have an advantage over OR
in obese pts (P = .52). Obesity is an established risk factor
for wound infection after both EVAR andOR, which is asso-
ciated with longer length of stay, subsequent major opera-
tions, and a higher rate of graft failure. Percutaneous EVAR
technique could present a promising solution to reducing
this complication [128]. In a single center study in 492 pts
obesity was not a risk factor for negative perioperative or
postoperative outcomes after EVAR with the exception of
decreased sac shrinkage. Obese pts were less likely to have
an endoleak, and overweight pts were protected against
all-cause mortality and longer postoperative hospital stays
[129].

The Vascular Quality Initiative from 2003 to 2017
comprised 1,997 familial AAA pts compared with 18,185
sporadic AAA pts undergoing open repair and EVAR. This
study shows that pts with a familial form of AAA do not
have increased morbidity or mortality after AAA repair.
The findings suggest that EVAR and OAR are both safe
and effective for familial AAA pts [130]. Familial AAA
needs to be distinguished from hereditary forms of aortic
aneurysms such as Marfan, Ehlers-Danlos and Loeys-Dietz
syndrome.

Gender differences in aortoiliac repair

Peri-operative mortality after elective repair of an asymp-
tomatic AAA in the Netherlands (Dutch Surgical Aneurysm
Audit 2013–2018, 1,662 women, 9,637 men) is higher in
women than in men. This disparity might be explained by
the higher peri-operative mortality in women undergoing
open surgery, because no such difference was found in
pts undergoing EVAR [131]. In contrast, Locham et al.
found in the Vascular Quality Initiative (2013–2018, 9,263
open surgery – 73% men and 40,950 EVAR – 81% men),
that unfavorable neck anatomy occurs more frequently in
women compared to men [132]. Women were also at an
increased risk of developing major complications, particu-
larly following EVAR, received more aortic extensions
and more contrast volume. Careful pt selection is therefore
indicated to reduce complications, with special attention in
women with hostile neck. A solution might be aortic
endoprostheses dedicated to such hostile necks such as
the Ovation platform which proved no difference between

sexes for 5-year freedom from endoleaks and overall
survival despite substantially more adverse proximal neck
characteristics at baseline [133]. Despite more challenging
anatomy, female pts in the ENGAGE registry (1,130 males
and 133 females) had long-term outcomes comparable to
those of male pts. However, female pts experienced higher
rates of type IA endoleaks [134]. In a systematic review and
meta-analysis of all available studies reporting sex differ-
ences after EVAR for infrarenal AAA, Liu Y et al. found that
compared with male sex, female sex is associated with an
increased risk of 30-day mortality, in-hospital mortality,
limb ischaemia, renal complications, cardiac complica-
tions, and long-term all-cause mortality after EVAR for
infrarenal AAA [135].

In Sweden, of 10,724 pts fewer women with rAAA were
admitted to hospital and received surgery and 30-day
mortality was higher than in men [136]. Same is true for
England according to the Hospital Episode Statistics from
2002–2015 in 15,717 emergency AAA of which 12,767
(62% men) died in hospital without attempting repair, the
odds ratio for women vs. men was 2.8 [137]. In 3,719 open
and EVAR cases (21% women) Wang et al. found that
nearly half of rAAA pts have a door-to-intervention time
longer than recommended in societal guidelines, however,
admission-to-intervention time was 1.5 versus only 1.2
hours for men [138]. Sex differences in mortality were no
longer observed in pts with intervention delays of � 90
minutes. In pts with > 90-minute delays, a 77% increase
in 30-day mortality of women over men was noted. Thus,
sex differences in mortality after rAAA repair seem to be
driven by in-hospital treatment delays. In Japan (7,086
pats, 32.3% women) a univariate analysis demonstrated
that female pts with rAA showed worse mortality than
men because of their older age, more severe clinical pre-
sentation, and low emergency operation rate. However,
after adjustment for covariates, female sex itself was not
associated with increased mortality [139].

Female sex in the American College of Surgeons
National Surgical Quality Improvement Program (1,010
open repair – 30.7% females and 1,260 EVARs – 21.4%
females) is associated with higher perioperative mortality
and more major complications than for male pts after
complex EVAR (juxtarenal, pararenal, or suprarenal) but
not after complex open repair [140]. Also, women have a
persistent elevated perioperative mortality in women
(16%) undergoing endovascular thoracoabdominal aortic
aneurysm (TAAA) repair compared with matched men
(6%) due to differences in comorbidities, aneurysm extent,
and aneurysm size [141]. Worse in-hospital and long-term
survival compared to males may also relate to the impact
of anatomy on outcome disparities [142].

In a meta-analysis of 7 studies from 2005–2019 for the
management of intact descending aortic aneurysms, analy-
sis of 2,758 women and 4,674 men demonstrated that
30 day mortality after TEVAR appears to be much higher
in women than men with no reasons for this difference
identified [143].
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Aortic intervention in aortitis
and graft Infection

Connective tissue disease (CTD) represents a group of
genetic conditions characterized by disruptive matrix
remodeling. When this process involves aortic and vascular
wall, pts with CTD have a high risk of developing arterial
aneurysms, dissections and ruptures. Open surgical repair
is still the gold standard therapy for pts with CTD with
reasonable morbidity and mortality risk. The surgical treat-
ment of CTD often requires multiple operations. In the
endovascular era, fenestrated and branched stent grafts
may play a role in reducing the complications of multiple
open operations. Although the long-term results of
endovascular treatment in the setting of CTD are unknown,
it is generally accepted that endovascular treatment is
restricted to selected pts with high surgical risk. In an
emergency setting, endovascular intervention can serve
as a lifesaving bridge to elective OR. Aortic centers per-
forming a large volume of complex OR and EVARs have
started to combine these two techniques in a staged
fashion. The goal is to reduce the morbidity and mortality
associated with extensive aortic repairs in CTD pts. For this
reason, recommend endovascular therapy when a “graft-
to-graft” approach is possible. In this scenario, the surgeon
who performs the open repair must take into consideration
future interventions [144].

Surgery in pts with inflammatory abdominal aortic
aneurysms is associated with a substantial amount of peri-
operative complications and re-interventions (9.7%). After
surgery, the perianeurysmal inflammation decreases in
most pts on follow-up CT. However, because the inflamma-
tory process does not totally resolve, pts require lifelong
surveillance for hydroureteronephrosis and development
of aortoenteric fistulas [145]. Medical therapy for mycotic
aortic aneurysms (MAA) is almost universally fatal, while
surgical and endovascular repair carry high morbidity and
mortality. Endovascular repair of mycotic aortic aneurysms
was associated with the best long-term survival and lowest
perioperative complication rate, although it is associated
with greater reinfection. These tradeoffs should be consid-
ered when selecting which procedure is best for a pt [146].
A systematic review of the literature of mainly small, retro-
spective single centre studies concluded that EVAR appears
to be associated with superior short-term survival without
late disadvantages, compared with open surgery. This sug-
gests that EVAR can be an acceptable alternative to open
surgery [147]. 52 pts treated in Sweden for thoracic MAAs
between 2000 and 2016 were identified in the Swedish
vascular registry (2010–16) and local pt registries (2000–
09). TEVAR was often used as treatment for thoraic MAAs,
with acceptable short- and long-term survival when com-
pared with open cohorts in the literature. Infection-related
complications are of concern and warrant follow up and
long-term antibiotic treatment [148]. Infected abdominal
aortic aneurysm is rare, and information is limited whether
endovascular aortic repair (EVAR) can be considered a
permanent treatment or is a temporary fix preceding open

surgery. In a series of 19 pts, elective EVAR for infected
AAA had acceptable short- and long-term outcomes. Pts’
response to initial antibiotic treatment may help facilitate
management. A lack of reduction in erythrocyte sedimenta-
tion rate during the first week of antibiotic treatment may
indicate risk of aneurysm rupture [149]. In a retrospective
analysis of incidence, risk factors, and management of
postoperative stent graft infection in 1,202 pts. After
EVAR stent graft infection occurred in 15 cases during a
mean follow-up of 43.9 ± 30.4 months. The median time
between initial EVAR and detection of infection was
30 months (range, 14 days–86 months). Concomitant coil
embolization was a risk factor for stent graft infection.
For pts with aorto-enteric fistula, surgical therapy remains
the first-line treatment of stent graft infection after EVAR;
however, conservative therapy is a viable option for stent
graft infection in pts without aorto-enteric fistula, particu-
larly considering pts’ comorbidities and limited life
expectancy.

Computer-assisted aortic interventions

Different applications of the use of 3D printing and digital
imaging in vascular surgery have been experimented with a
different maturity level. Early experimentations show that
these technologies have the potential to radically change
the vascular surgery practice in the near future, in particu-
lar in treatment like EVAR, to improve the planning and
therefore the success of the surgery [150]. Particularly,
the numerical model of deployed fenestrated stent grafts
is accurate for planning position of fenestrations – also for
physician-modified grafts. It has been validated in 51 pts,
for whom fenestration locations were similar to the sizing
performed by physicians and the planning centre [151,
152]. During the procedures, image fusion (IF) technology
using a three-dimensional (3D) IF computed tomography
system/onlay fusion and cone beam computed tomogra-
phy or angionavigation station in the hybrid operating room
helps reduce contrast medium volume, fluoroscopy time,
and procedure time in complex endovascular aortic repairs
such as hybrid procedures, fenestrations and branches
[153–155].

Novel strategies

Low exercise capacity preoperatively leads to increased
postoperative complications, perioperative mortality,
length of stay, and inpatient costs among pts going through
elective AAA surgery. Kato et al. suggested that exercise
training among AAA pts is generally safe, although future
research should be carried out to further clarify the safety
among pts with large AAAs [156]. Exercise training
improved peak oxygen consumption and anaerobic thresh-
old in AAA pts.

Themajority of EVAR procedures are performed through
the common femoral artery. Arterial access is gained by
surgical cutdown or percutaneous approach. Whereas the
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percutaneous approach demonstrated good long-term
results using large bore devices such as Proglide or the
lately developped MANTA large bore device with careful
pt and device selection [157–160], the surgical approach
has a relatively high local complication rate. The use of
ProGlide for arterial repair was particularly associated with
significantly lower transfusion rates, shorter index hospital-
ization and lower hospitalization costs compared with
surgical cutdown as well as reduced pain and improved
wound healing [161, 162]. Agrusa et al. used the Proglide
device also for the axillary access during complex aortic
interventions with high rates of safety and technical
success [163]. Overall complication rates are low and
occurred mainly during the early experience, indicating
that there is an associated learning curve effect. Elimina-
tion of surgical cutdown incisions and arterial conduits by
using percutaneous axillary access may reduce operative
times and wound-related complications during complex
aortic interventions requiring large-bore upper extremity
access.

Avraham et al. demonstrated in 87 pts that femoral
artery approach is easier to perform and has a lower com-
plication rate compared with the common femoral artery
approach [164]. During the procedure, there was particu-
larly no dissection or damage to arterial branches, espe-
cially to the deep femoral artery.

Massiv calcifications of iliac arteries with consequent ste-
noses may be a contraindication for aortic endoprostheses.
Rosseel et al. report the first-in-man use of intravascular
iliac artery lithotripsy to enable transfemoral thoracic
endovascular aortic repair [165].

Fereydooni et al. demonstrated that bifurcated unibody
aortic endografts can overcome unfavorable aortoiliac
anatomy for deployment of unilateral, but also even bilat-
eral iliac branch endoprostheses [166]. Anatomic con-
straints are inadequate renal artery to iliac bifurcation
lengths and unfavorable aortic anatomy such as distal aor-
tic stenosis with diameters below the instructions for use
(IFU) of other biiliac prostheses. Also, a transbrachial
approach for the implantation of a second iliac bifurcation
prostheses may not be necessary in pts with bilateral iliaca
aneurysms requiring endografting.

Many efforts have been undertaken to achieve sufficient
sealing for AAA. The Nellix endovascular aneurysm sealing
system aimed at the complete sac filling using endobags.
Choo et al. report Type I endoleak, sac enlargement, device
migration, and aneurysm rupture as complications [167].
In the meantime, the device has been removed from the
market. Reyes Valdivia et al. demonstrated that the suit-
ability of EVAR of rAAA can be expanded by combining
the Endurant stent-graft with the Heli-FX EndoAnchors
and Galinanes et al. used such EndoAnchors to minimize
endoleaks in chimney-graft endovascular repair of juxtare-
nal AAA [168, 169]. However, Goudeketting revealed that
almost 30% of EndoAnchors had been maldeployed out-
side of the recommended use [170]. And if endoleaks are
due to > 2-mm gaps, EndoAnchor implants alone may not

provide the intended sealing, and additional devices should
be considered.

Another possibility newly described is the use of an
Ovation low-profile stent graft with a polymer ring sealing
technology [171] which revealed an aneurysm-related
5 year-mortality of only 99.3% and freedom of endoleak
type Ia at 5 years of 95.8% in 1,296 pts analysed from the
ENCORE database [172]. Half of the pts had complex
anatomies. It may be even implantated very near to the
offspring of renal arteries combined with bare renal stents
for the renal arteries (vent technique) in pts with juxtarenal
aneurysm not eligible for open surgery and fenestrated
endograft [173]. Also, the Treovance stent graft has been
recently developed to meet the requirements of hostile
neck angulation [174].

If time allows, fenestrated or branched endoprostheses
are more favourable. Early and intermediate results sup-
port the safety and feasibility of the off-the-shelf Zenith
p-Branch device which has become available recently
[175]. However, follow-up examinations through 5 years
will continue to assess the long-term results. Up to 7
branches have been described in case of variants of visceral
arteries [176]. Physician-modified fenestrated stent grafts
(PMSGs) are a useful option for urgent or semiurgent
treatment of complex abdominal aortic aneurysms. How-
ever, Senemaud et al. report higher mortality, spinal cord
ischemia (SCI) and reintervention rates for PMSGs com-
pared with custom-made devices of the company Cook
[177]. Recently, also combinations of fenestrated-branched
protheses became popular. Oderich et al. observed an
evolution from physician-modified to now predominantly
company-manufactured fenestrated-branched endografts
to treat pararenal and TAAAs [178]. Preloaded catheters
and guide-wire systems facilitate catheterization during
FEVAR and branched EVAR (BEVAR) [179].

Directional branches were associated with high technical
success and low rates of stent occlusion, independent of
stent type. However, primary patency, freedom from target
artery instability and freedom from type IC or type IIIC
endoleaks was lower for balloon-expandable stent grafts
compared with self-expandable stent grafts [180]. Gibello
et al. performed a systematic review to analyze the results
of currently used balloon expandable bridging stent-grafts
and to evaluate the newest developments for FEVAR in
juxtarenal endovascular repair [181]. They concluded that
the ideal bridging stent-graft is far to be designed. In the
meantime, new bridging stentgrafts became available for
such procedures. Gallitto et al. describe the first and favour-
able experience of Gore Viabahn balloon-expandable
endoprosthesis as bridging stent in F/BEVAR, Gennai
et al. and Caradu et al. describe the use of the Covera stent-
graft [182–184]. Torsello et al. tested the use of BeGraft and
BeGraft + in an in vitro study and reported superiority of the
BeGraft + in terms of pullout, shear stress and resilience
[185]. Literature review by Mazzaccaro et al. demonstrated
that the use of steerable sheaths and catheters was reported
as effective and safe for the cannulation of 157 target vessels
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in 131 endovascular procedures,with a success rate of95.5%
and no complications [186]. It may be helpful in cases with
failing attempts of cannulation e.g. a severely angulated or
stenosed ostium of the vessel.

If none of endovascular techniques are suitable in
complex TAAA, hybrid TAA repair using the new and
improved SPIDER-graft may be an option. In a pig model,
improved visceral and spinal cord perfusion was shown
during the procedure, avoiding extracorporeal circulation
and thoracotomy [187].

For standard TEVAR the Gore C-TAGwith active control
system now offers more accurate deployment both at the
proximal and at the distal levels as reported by Antonello
et al. [188]. The conformability, staged deployment with
no need of rapid pacing, and angulation control allow good
adaptation to aortic arch and precise deployment, particu-
larly in steep aortic arches. If a low-profile device is needed
in access arteries of diameters 7 mm or less, the RealyPro
thoracic stent graft showed good initial performance
[189]. If no iliofemoral or aortic access was possible, an
antegrade approach via the ascending aorta was used in
16 selected pts with a mortality of 12.5% [190].

For pts with insuffucient proximal landing zones some
off-the-shelf devices were developed. However, in one
case, only 28% of pts with TBAD who required zone 2
TEVAR met all the anatomic requirements for a single
branch device [191]. Tsilimparis et al. investigated the early
outcomes of branched thoracic endovascular aortic repair
(B-TEVAR) in various types of disease of the aortic arch
[192]. All 54 pts were treated with a custom-made inner
branched arch endograft with two internal branches (Cook
Medical) and left-sided carotid-subclavian bypass. Treat-
ment was reported feasible and safe with acceptable
30-day mortality of 5.5% and stroke rates (5.5%). In the
emergency situation B-TEVAR with stentgrafts either
already available for the pt or from another pt with similar
anatomy resulted in a 30-day mortality of only 9% and
major stroke rate of 9% [193].

Most of current publications, however, report the
successful use of PMSG with either just one fenestration
for the left subclavian artery [194, 195] or preserving more
or all supra-aortic branches [196–201]. Comparison to
Chimney procedures found in situ fenestrations more
favourable [202].

For acute type A aortic dissections (TAAD), a new para-
digm has been proposed by Matalanis to avoid the frequent
secondary interventions in those pts in whom only repair of
the ascending aorta was conducted: instead a total aortic
repair technique for acute TAAD consisting of “branch
first” total arch repair, followed by thoracoabdominal
stenting and balloon rupture of the septum. Such total
aortic repair technique ensures that the aortic valve,
ascending aorta, and arch are surgically securely repaired,
and provides complete decompression of the false lumen as
well as internal support in the remainder of the aorta. This
has provided excellent early results and will hopefully
minimize future complications and interventions.

One such procedure following initial repair of the
ascending aorta is the STABILISE technique with stent-
assisted balloon-induced intimal disruption and relamina-
tion of aortic dissection (AD) to improve their long-term
outcomes in terms of aortic-related events [203]. Others
comprise the use of homemade Candy Plugs [204], Candy
Plug II [205, 206], Coils and vascular plugs [207]. A sys-
tematic review of the literature on the intentional targeted
false lumen occlusion after AD of Spanos et al. revealed
that intentional false lumen occlusion seems to be a feasi-
ble less invasive approach after TAAD or TBAD treatment,
which is not broadly used [208]. Four main techniques
were used in 101 pts: (1) the candy-plug (19/101), (2) the
knickerbocker (3/91), (3) the “cork in the bottle neck” tech-
nique (2/101), and (4) false lumen embolisation with com-
bined use of coils, onyx, plugs, and glue (77/101). The
technical success rate was 100%, with a 30-day mortality
rate of 2.5% (1/40) in TAAD and 0% in TBAD pts. The
false lumen remained completely thrombosed in 78%
(31/40) of TAAD and 62% (38/61) of TBAD pts, whereas
it was partially thrombosed in 3 and 2 pts, respectively
(no report for 22 pts).

One report also demonstrated successful ascending
aortic stent placement to be feasible and is associated with
favorable aortic remodeling. Despite persistent perfusion
to the false lumen in a subset of pts, there is minimal aortic
dilation at short-term follow-up with excellent survival.
(n = 13, [209]). Another report demonstrated feasibility of
endovascular repair of retrograde TAAD (n = 31, [210]).

Cerebral injury and stroke from air embolism during
TEVAR was adressed in a novel approach. The amount of
gas released from thoracic stent-grafts during deployment
can be influenced by different flushing techniques. The
use of perfluorocarbon in addition to the carbon dioxide
flushing technique reduces the volume of gas released
during deployment of tubular thoracic stent-grafts to a
few microliters [211].

Large trials, meta-analyses, databases
and registries on outcomes

Several AAA screening programs have demonstrated a sim-
ilar prevalence of this disease in Westerns countries, rang-
ing from 1.2% to 2.8%. Review of the literature and national
databases from 2010 until 2018 revealed a nearly eightfold
variance between the countries with the highest and lowest
rates of elective repair, lowest in Hungary with 2.2 and
highest with 17.3 per 100,000 habitants in Germany. The
yearly rate of ruptured AAA also varied enourmously
between 0.5 in Hungary and 3.3 in Denmark [212]. Reasons
are unknown. Interestingly, at population level, high EVAR
rates had no measurable effect compared with lower EVAR
rates on the outcomes in pts with intact AAA in a multicen-
tre cohort study based on local and national registry data
from an area of 815,000 inhabitants. The study involved
527 consecutive pts with an intact AAA treated with EVAR
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(n = 327) or open repair (n = 200) between 2010 and 2016
[213]. However, providing aortic repair in emergency situa-
tions may save lives: England and US hospitals differ in the
threshold for surgical intervention, which may be associ-
ated with increases in mortality in England for rAAA (odds
ratio 1.34) and AD (odds ratio 1.67) with a larger proportion
of pts not receiving surgical interventions (ruptured AAA
odds ratio 4.25 and AD odds ratio 1.55) [214].

Outcomes after rAAA repair are associated with hospital
volume among pts undergoing rOR but not among pts
undergoing rEVAR. Thus, centralization of care may have
an important impact on outcomes when OR is indicated,
suggesting a benefit for preoperative interfacility transfer
of care when it is feasible [215]. The reason may be the
decreasing frequency of OR compared to EVAR in Europe.
In contrast, an analysis of the American College of
Surgeons’ National Quality Improvement Program
(NSQIP) database between 2008 and 2016 (43,105 AAAs,
34,177 (79.28%) EVAR, and 8,928 (20.71%) open rerair
revealed a lagging use of endovascular repair of ruptured
AAA in the USA [216]. There were 3,806 ruptured AAAs,
1,843 (48.42%) treated by EVAR, and 1,963 (51.58%) trea-
ted by open repair. Thus, the incidence of rEVAR lagged
behind EVAR considerably. Mortality for rOR was 575
(29.29%) and 344 (18.66%) for rEVAR. No difference
between the ratio of men and women in rOR versus rEVAR
was noted. There was a significant increase in mortality for
women versus men undergoing rEVAR (P = .0362). No dif-
ference in mortality existed between women versus men
undergoing rOR (P = .0639). There was no difference in
the percentage of hypotensive cases undergoing rEVAR
versus rOR (P = .1873). For all rAAAs with hypotension,
rOR had an increased mortality compared to rEVAR
(P = .0004). There were 20 (3.11%) rEVAR and 40
(8.00%) rOR cases with lower extremity ischemia. rOR
conferred a significant increase in lower extremity ische-
mia (P = .0002). There were 46 (7.15%) rEVAR and
60 (12.00%) rOR cases of ischemic colitis. rOR had a sig-
nificant increase in ischemic colitis (P = .0052). Yet, the
Cleveland Clinic Foundation database revealed that
Despite the increasing anatomic and operative complexity
of pts undergoing open repair of rAAAs, perioperative
mortality and late aneurysm-related mortality have
improved over time [217].

There is an enormous regional variability of EVAR result-
ing in highly variable outcomes in Germany. 31,757 proce-
dures for intact AAA of German Federal Statistical Office
from 2012 to 2014 were analysed. The mean proportion
of EVAR procedures was 72.6%; however, the application
of EVAR for repair of intact AAA varied widely depending
on region: the lowest unadjusted regional rate of EVAR
use was 48.8%, while the highest was 92.5%. Overall in-
hospital mortality was 2.9% (OAR 6.2%; EVAR 1.7%)
[218]. The influence of precedural volumes was also con-
firmed by Scali et al. (Vizient database, 3,449 pts) and the
analysis of the Australasian Vascular Audit database of
14,262 aneurysm repair procedures between 2010 and
2016 [219]. There was an inverse correlation between both

surgeon volume of open aortic aneurysm repair, hospital
volume of thoracic EVAR and in hospital mortality. These
findings suggest that in Australia TEVAR should be per-
formed by high volume hospitals and OSR by high volume
surgeons [220]. Esce et al. analysed 11,086 intact AAA
repair s between 2000 and 2008 using the New York State-
wide Planning and Research Cooperative System inpatient
database and determined 6 cases per year as the threshold
to achieve the improved mortality of a high volume center
[221]. However, even a minimum annual threshold of at
least two repairs per year provided a mortality benefit.
Similarly, Locham et al. demonstrated using the Vascular
Quality Initiative (VQI) database (2012–2018) with
2,115 pts from 118 centers a significantly lower morbidity
andmortality in high volume hospitals performing complex
EVAR for TAAA, despite operating on older pts with more
complex TAAA types [222]. This is likely due to better
rescue phenomenon in addition to more experienced
operators.

Although the 30-day mortality remains similar, but post-
operative complications in EVAR have decreased signifi-
cantly during the recent decade, as shown in an analysis
of pts who underwent EVAR for intact AAA between
2006 and 2015 were identified from the National Surgical
Quality Improvement Program and divided into early
(2006–2010) and late (2011–2015) periods. A total of
30,076 pts were identified, with 11,539 in the early period
and 18,537 in the late period. The continuous improvement
in endograft technology and surgical skills has resulted in
decreased operative time, marked reduction in surgical
complications, and shorter hospital length of stay after
endovascular repair [223]. Zarkowsky found a similar result
analysing 20,853 pts receiving EVAR between 2003 and
2017 contained within the VQI data [224].

Perioperative complications, although rare, can occur
after EVAR, contributing to longer hospitalisation, higher
cost, and significant comorbidity and mortality. Therefore,
an exploration of 28,240 pts of the VQI database from
2003 to 2017 identified the predictors of in-hospital events
(IHEs) after elective EVAR [225]. A total of 28,240 pts with
full information about IHEs were included. Any IHE took
place in 2365 (8.4%) pts. Pts who had an IHE were slightly
older (mean age ± standard deviation, 75.6 ± 8.1 years vs.
73.3 ± 8.5 years; P < .001). A higher proportion of women
had an IHE (25.6% vs. 17.9%; P < .001). Comorbid condi-
tions were more prevalent in pts who developed an IHE
(chronic kidney disease, 49.1% vs. 33.2%; coronary artery
disease, 34.3%vs. 29.0%;moderate to severe cardiac heart
failure, 3.9% vs. 1.4%; chronic obstructive pulmonary dis-
ease, 42.5% vs. 31.9%; hypertension, 87.0% vs. 83.1%;
and diabetes, 18.0% vs. 16.1%; all P � .015). An IHE was
associated with high in-hospital (5.6% vs. 0.03%) and
30-day mortality (6.3% vs 0.3%; both P < .001) and worse
3-year survival beyond the perioperative period (81.1%
vs 91.1%; P < .001). The selected predictors of IHEs were
female sex,moderateor severecardiacheart failure, chronic
kidney disease, coronary artery disease, chronic obstruc-
tive pulmonary disease, hypertension, and aneurysm
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diameter. Intraoperative factors were contrast material
volume, operative time, and packed red blood cell transfu-
sion. The risk of postoperative myocardial infarction is
particularly increased for those who are older, who
present with a ruptured AAA, who have pneumonia, who
have unplanned intubation, and who have prolonged
hospital stay revealed an analysis of 7,702 pts between
2011 and 2015 [226]. And the risk factor most associated
with 30-day readmission after elective AAA repair was
surgical site infection [227] and cardiac complications
(138,014 pts, United States Nationwide Readmission Data-
base from 2010 to 2014) [228]. Despite these events, EVAR
is cost-effective with improved cost per Quality Adjusted
Life Years (QALY) compared with open surgical repair
[229]. And long-term overall survival rates were similar
for EVAR and open repair over 10 years in a meta-analysis
of 53 studies [230] which was confirmed in a retrospective,
population-based cohort study used linked administrative
health data from Ontario, Canada, of 17,683 elective
EVARs [231]. EVAR reduces early mortality in the subgroup
of pts older than 73.5 years. In pts younger than 73.5 years
with a low to moderate surgical risk, EVAR offers no advan-
tage over open repair and therefore should not be regarded
as the treatment of choice [232]. Reintervention rates are
high for EVARs, more than one in five Medicare pts
(12,911 pts) undergo reintervention within 5 years after
EVAR in the VQI; late rupture remains low at 3%. Black
pts, those with large aneurysms, and those who undergo
EVAR urgently and emergently have a higher likelihood
of adverse outcomes [233].

Weekend repairs of ruptured aortic aneurysms are
associated with significantly worse in-hospital survival
compared with weekday surgery. Endovascular repair of
TAA or TAAA ruptures is associated with worse in-hospital
survival compared with EVAR of rAAA [234]. A Japanese
nationwide observational study of 8,302 pts between
2012 and 2015 showed that in hospital outcomes for EVAR
vs. open repair were more favourable for ruptured dis-
sected TAA and comparable for rAAA. EVAR resulted in
an equivalently favourable functional status at discharge
and significantly shorter hospital stays [235].

Long-term survival following successful AAA repair
evaluated using Australian administrative data following
elective, ruptured OR and EVAR of 2,060 pts were 10.4,
8.5 and 9.7 years, respectively [236]. Long-term survival
rates were similar for open repair and EVAR in age groups
65–84 years (EVAR/OR range 0.96–1.16); however, EVAR
was superior to OR in persons aged > 85 years at 5 years
(EVAR/OR 1.32, log-rank P < 0.05). Johal et al. analysed
37,139 pts of the English National Health Service between
January 2006 and December 2015 identified fromHospital
Episode Statistics data who underwent elective AAA repair,
of which 15,523 were open and 21,615 were endovascular
[237]. The 10-year mortality rate was 38.1% for pts aged
under 70 years, and the survival trajectories for OR and
EVAR were similar when pts had no Royal College of
Surgeons-modified Charlson co-morbidity. Among older
pts or those with co-morbidity, the 10-year mortality rate

rose, exceeding 70 per cent for pts aged 80 years. Mean
survival times over 10 years for open repair and EVARwere
often similar in subgroups of older andmore co-morbid pts,
but their survival trajectories became increasingly dissimi-
lar, with open repair showing greater short-term risk within
6 months but lower 10-year mortality rates. The risk of
rupture over 9 years was 3.4% for EVAR and 0.9% for open
repair, supporting surveillance programs post-EVAR.

Perioperative clinical outcomes in using local/regional
anaesthesia (LA/RA) or general anaesthesia (GA) in pts
undergoing nonemergency EVAR was evaluated in a com-
prehensive electronic literature search was undertaken
from inception to September 2018, identifying all ran-
domised and nonrandomised studies comparing LA/RA
versus GA. A total of 12,024 pts (n = 1,664 LA/RA,
n = 10,360 GA) were analysed from 12 observational stud-
ies included in this analysis. Use of LA/RA in selective
EVAR procedures provides satisfactory and comparable
perioperative outcomes with those of GA, with the advan-
tage of a shorter hospital stay (3.6 ± 3.3 d vs. 4.6 ± 5 d;
p = 0.002) [238]. This was particularly true using a fast-
track EVAR protocol using a 14 French stentgraft which
resulted in shorter procedure time, lower intensive care uti-
lization, faster discharge, lower incidence of majpr adverse
events, lower readmission rates, and lower perioperative
costs compared to standard EVAR [239]. The UK National
Vascular Registry revealed in 795 emergency EVARs trea-
ted in 56 hospitals that the use of LA for EVAR of rAAA
has been adopted widely in the UK and mortality rates
appear also in the emergency situation lower than in pts
undergoing EVAR with GA (59 of 319 (18.5%) versus 122
of 435 (28.0%) [240]. This is consistent with the findings
of the Vascular Quality Initiative database at 30 days
(15.5% vs. 23.3%; P = .04) and at 1 year (22.5% vs. 32.3%;
P = .02) [241].

Among 2,478 pts undergoing elective AAA repair
between 2008 and 2014, approximately one in six had
postoperative hyperglycemia. After AAA repair in pts with
and without diabetes, postoperative hyperglycemia was
associated with adverse events, including in-hospital mor-
tality and infections. Compared with those who had open
surgery, pts undergoing endovascular repair who had post-
operative hyperglycemia had greater risk of infection and
death. After controlling for insulin administration and post-
operative hyperglycemia, a diabetes diagnosis was associ-
ated with lower odds of both infection and in-hospital
mortality [242]. Epidemiological data indicate decreased
risk for development and growth of AAA among pts with
DM.On the other hand, DM adds to increased cardiovascu-
lar (CV) morbidity and mortality. In a nationwide observa-
tional cohort study of pts (748 with and 2,630 pts without
DM) registered in the Swedish Vascular Register and the
Swedish National Diabetes Register, pts with DM had
higher rates of acute myocardial infarction and lower need
for reintervention after elective EVAR than those without
DM, whereas neither total nor CV mortality differed
between groups. The putative protective effects of DM
towards further AAA enlargement and late sac rupture
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may help explain the lower need for reintervention and
absence of excess mortality [243]. A meta-analysis of the
literature even demonstrated a higher long-term mortality
in diabetic pts following AAA repair [244].

The association between socioeconomic status (SES) and
outcome after AAA repair is largely unknown. Thirty-day
postoperative mortality and long-term mortality were doc-
umented through medical record review and the Michigan
Social Security Death Index. SES was quantified in 767 pts
between 1993 and 2013 using the neighborhood depriva-
tion index, which is a standardised and reproducible
index used in research that summarizes eight domains of
socioeconomic deprivation. Long-term mortality was sig-
nificantly associated with low SES [245].

Using the National Surgical Quality Initiative Program
Database (2012–2016; 1,191 pts, open (72%) or endovascu-
lar (FEVAR: 14%, ChEVAR: 14%)), a 2- to 5-folds higher
mortality and morbidity was found in pts undergoing OR
versus EVAR of AAA involving the renal vessels. EVAR
seems to be a safer approach, especially when managing
older pts with AAA [246]. A systematic review and meta-
analysis of endovascular juxtarenal aortic aneurysm repair
also demonstrated lower 30-day mortality, acute renal fail-
ure, bowel ischemia, and length of stay but with increased
SCI compared with OR. In this analysis the endovascular
interventions included short-neck standard EVAR, parallel
grafts, and F/BEVAR [247]. Among them, FEVAR should
be considered as a first option 1, due to their reported safety
and efficacy in the VQI among others [248–250]. In a sys-
tematic review of 30 studies including 23,385 pats of whom
2,271 pts were treated with FEVAR for pararenal/juxtarenal
AAA, the pooled early mortality reached 2.55% (ranging
from 0% to 6.74%), with a pooled technical success of
96.8% (ranging from 82.8% to 100%) [251]. In a multivari-
ate analysis, early mortality was associated with procedure
time (HR, 1.007 per minute; P < .001), TAAA preoperative
diameter (HR, 1.053 per millimeter; P = .001), and chronic
kidney disease (HR, 3.139; P = .007) [252]. For better long-
term results 4 fenestrations have become the standard of
care and, although, pts who needed superior mesenteric
artery (SMA) or celiac trunc incorporation with stents
during F/BEVAR for aortic repair hadmore complex proce-
dures, as assessed by operative time, brachial access,
number of vessels incorporated, and spinal drain use, the
extension of the repair did not affect the outcomes, demon-
strated by similar mortality and morbidity rates between
groups [253]. In real-world application perioperative mor-
bidity appears to be higher after chimney/snorkelrepair.
However, when the anatomy is not favorable or when
FEVAR devices are not available in an emergency setting
for instance, other alternatives can be considered like par-
allel graft or chimney technique (ChEVAR). If chimney
technique is needed, oversising of ideally 30% of the
Endurant stent-graft is associated with significant lower
incidence of type IA endoleaks requiring reintervention
for pts treated by ChEVAR as found in the PERICLES
registry [254].

Meta-analysis of fenestrated EVAR versus OR of juxtare-
nal AAA over the last 10 years revealed in 2,974 pts no
significant difference in 30-daymortality; however, FEVAR
was associated with significantly lower morbidity than OR.
Long-term durability is a concern, with far higher reinter-
vention rates after FEVAR (11.1% vs. 2.0%) [255]. Using
the Zenith fenestrated endovascular graft lower periopera-
tive mortality has been reported comparable to those of
infrarenal EVAR [256]. And a systematic review of contem-
porary outcomes of endovascular and open TAAA repair
between 2006 and 2018 revealed that endovascular repair
studies included pts with more comorbidities and were
associated with higher rates of SCI but similar rates of
permanent paraplegia, whereas OR studies had higher
rates of postoperative dialysis but similar rates of being
discharged on permanent dialysis. Perioperative mortality
rates were similar [257]. In contrast, data from the German
Federal Statistical Office investigating 2,607 cases of
ruptured and non-ruptured TAAA In hospital mortality is
lower with endovascular repair and in high volume centres
[258]. This demonstrates that complex endovascular
repair is a highly technical procedure that requires vast
experience [259].

A meta-analysis of 14,580 pts were analyzed in total of
13 articles shows that endovascular repair of TAA gives bet-
ter perioperative outcomes during inhospital stay although
the 1- and 5-year mortality remains the same in both groups
[260]. Endovascular management of pts with TBAD results
in good long-term survival compared with medical treat-
ment even in the presence of features traditionally associ-
ated with adverse outcomes. At one and five years,
overall survival was 94.0% and 74.8%, respectively, and
freedom from aortic events was 75.6% and 58.7%. All pts
require close lifetime surveillance as aortic events continue
to occur during follow up even after endografting [261].

In a comprehensive review andmeta-analysis of 39 stud-
ies Boufi et al. compared outcomes of endovascular repair
versus OR in chronic TBAD treatment [262]. Endovascular
repair was associated with significant early benefits, but
this was not sustained at midterm. Reintervention was
more frequent, but the OR is not exempt from reinterven-
tion or late rupture. Thirty-day outcomes from the Society
for Vascular Surgery Vascular Quality Initiative TEVAR
for TBAD project on 397 pts from 40 institutions demon-
strated as expected for acute AD pts a trend toward a
higher 30-day mortality and lower freedom from reinter-
vention compared with chronic dissection pts (9.3% vs.
5.2%). Mortality at 30 days after TEVAR for uncomplicated
AD was 5.8%, and there were no clear patterns in mortality
or reintervention based on timing of treatment [263].
Lower mortality was confirmed by the meta-analysis of
18,193 pts by Harky et al. for acute type B thoracic AD,
OR compared with endovascular repair [264]. The all-
cause operative and 1-year death rate was reported as
higher in the OR group (18.6% vs. 7.4%, P < .0001 and
24.3% vs. 14.3%, P < .0001, respectively). Analysis of the
literature data between 2006 and 2016 demonstrated that
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the PETTICOAT technique is safe and feasible but also is
able to enhance the effect of the proximal TEVAR improv-
ing the re-expansion of the true lumen of the distal thoraco-
abdominal aorta possibly improving end-organ perfusion.
However, Bertoglio et al. conclude that since there is no
evidence of improved short and mid-term survival as well
as positive remodeling of the false lumen in the distal aorta,
when compared to a simple proximal stent-grafting, a wide-
spread use of the PETTICOAT technique is not justified
and it should be limited to cases complicated by dynamic
malperfusion as a bailout adjunctive tool [265]. Canaud
et al. identified in a systemic review of 7 articles and
1,415 pts excessive distal oversizing as a risk factor of distal
stent graft-induced new entry in ADs [266]. It is relatively
frequent and can generally be treated with additional
TEVAR without a poor outcome. Short and mid-term out-
comes in the study of Ding et al. comprising 159 pts demon-
strated that the chimney technique is safe and feasible for
preservation of the left subclavian artery (LSA) in pts with
TBAD, but the durability of chimney stent needs to be
evaluated carefully and immediate type Ia endoleak is a
concern [267]. Tenorio et al. analysed the outcomes of
F/BEVAR for treatment of postdissection and degenerative
TAAAs and found nearly identical outcomes [268].

Acute AD pts with primary entry tear in the arch are cur-
rently managed by a patient-specific approach. In choosing
the management type of these pts, it may be advisable to
stratify them based on retrograde or only antegrade exten-
sion of the dissection. Management for both groups (arch A
(n = 228) and arch B (n = 140)) in the International Registry
of Acute ADwere OR (77.6%vs. 18.6%; P < .001), endovas-
cular treatment (3.5% vs. 25.0%; P < .001), and medical
management (16.2% vs. 51.4%; P < .001). Overall in-hospi-
tal mortality was similar (16.7% vs. 19.3%; P = .574), but
mortality tended to be lower in the arch A group after OR
(15.3% vs. 30.8%; P = .090), and higher after endovascular
(25.0%vs. 14.3%; P = .597) or medical treatment (24.3%vs.
13.9%; P = .191), although the differences were not signifi-
cant [269]. If debranching is needed in such cases,
Konstantinou et al. revealed that cervical debranching pro-
cedures showed not only excellent patency rates, but also a
significant rate of local complications [270]. Carotid-
subclavian bypass appeared to be safer with significantly
fewer postoperative complications. Staged hybrid proce-
dures also seemed to be safer.

Iliac branch devices (IBDs) have been increasingly
reported for treating aortoiliac aneurysms. In a systematic
review and meta-analysis 21 studies with a total of
1,064 pts met the inclusion criteria and were selected for
analysis. The pooled technical success rate of IBD was
93%. After pts were treated with the IBD, the 30-day mor-
tality rate was 2%, 30-day patency rate was 93%, follow-up
patency was 86%, endoleak rate was 12%, buttock claudi-
cation rate was 6%, and IBD-associated reintervention rate
was 11% [271]. Also the NSQIP vascular aneurysm specific
Participant User Files (2012–2016) comprising 593 pts
revealed that OR was associated with higher rate of major

complications (65.5%vs. IBD: 8.8%and coil&cover: 13.6%,
P = <.001) and higher mortality (3.6% vs. IBD: .7% and
coil&cover: 0%, P = .017). IBD pts had significantly shorter
total operative time and total and intensive care unit length
of stay. After adjustment, OR was associated with higher
major complications compared with IBD (odds ratio: 11.3,
P < .001), primarily because of the use of transfusions (ma-
jor complications excluding transfusions OR: 1.3, P = .52)
[272]. In the wide real-world pELVIS study, long-term
results of endovascular treatment of aortoiliac aneurysms
with the IBD are favourable, with a low rate of late graft
occlusion and aneurysm-related death. No significant dif-
ferences in clinical outcomes were observed in pts receiv-
ing hypogastric balloon-expanding versus self-expanding
stentgrafts or endovascular relining [273]. Coexisting
hypogastric aneurysms significantly worsen the outcomes
of endovascular treatment by the iliac branch devices
within the pELVIS Registry. Lengthening the distal landing
zone with more than one bridging stent graft into the distal
healthy hypogastric artery or one of its main branches
improves [274].

Isolated iliac artery aneurysm is uncommon and is fre-
quently treated by EVAR. Treatment included various
endovascular modalities in part also involving the distal
aorta as well as OR. Regular surveillance is still needed
due to aortic dilatation after its treatment [275]. Whereas
bilateral occlusion of the hypogastric artery may lead to
ischaemic colitis, inferior mesenteric artery replantation
does not decrease the risk of ischemic colitis after open
infrarenal AAA repair [276].

Neurological complications including
spinal cord injury

In a large cohort of 17,689 elective endovascular AAA
repairs, compared with standard EVAR, FEVAR is associ-
ated with significantly increased odds of neurologic injury
[277]. Rates of SCI vary from 0% up to 40%. Established
strategies that are utilized to minimise risk of SCI include
use of cerebrospinal fluid (CSF) drainage, early limb reper-
fusion, staging and neuro-monitoring [278]. Spanos et al.
found that the majority of SCI incidence after FEVAR or
BEVAR of complex aortic aneurysms is manifested imme-
diately postoperatively [279]. Pts with glomerular filtration
rate (GFR) < 60 mL/min/1.73 m2 and with longer aortic
stent graft coverage are at higher risk of SCI. The total inci-
dence of SCI was 17.7% [43/243; paraplegia in 4% (10/243)
and paraparesis in 13.7% (33/243)]. Most of the pts with SCI
presented with immediate postoperative symptoms (72%
[31/43]). Neurological complications following TEVAR in
the Global Registry for Endovascular Aortic Treatment
(GREAT) included 833 pts with arch, descending thoracic,
TBAD and other pathologies [280]. There were 13 early
cerebrovascular accidents (CVA) (1.5%) and the 4 year
freedom from CVA rate was 96.3%. On multivariable
analysis, aortic arch aneurysm was the only independent
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predictor of early CVA (odds ratio 16.7, p = .001). LSA
coverage (hazard ratio 3.31, p = .005) and hypercholestero-
laemia (HR 2.96, p = .024) were independent predictors of
mid-term ischaemic CVAs. There were 15 (1.8%) early
SCIs, and the 4 year freedom from SCI rate was 97.8%.
No independent predictors of early SCI were identified,
but length of coverage was an independent predictor of
SCI at four years (HR 1.24; p = .044). Also Yang et al. iden-
tified length of aortic coverage to be the sole independent
predictor of SCI in TEVARs (odds ratio 8.2, P = .026) [281].

A systematic review of 14 studies on 321 pts by Choong
et al. of biochemical markers in the assessment of SCI in
TAA repair demonstrated a dramatic rise of S100B pro-
teins, neurone-specific enolase (NFL) and glial fibrillary
acidic protein (GFAp) in CSF which may be of use [282].
In contrast, Harky et al. who also performed a systematic
review found that there is a lack of high-quality studies
investigating CSF biomarkers during TAA repair to detect
SCI [283].

The use of preoperative spinal drainagemay prevent SCI.
A spinal drain preoperatively placed in F/BEVAR cases in
53% (130/243) and was associated with the prevention of
SCI with spinal drainage, 12% [16/130]; SCI without spinal
drainage, 24% [27/113]; P = .018) [279]. However, accord-
ing to Yang et al., complications related to CSF drainage
occurred in 4 pts (5.6%) with major complications
occurring in 2 pts (2.8%), including 1 with an intrathecal
hematoma and permanent bilateral paraparesis [281].
Therefore, they concluded that selective use of prophylac-
tic CSF drainage in TEVAR was associated with moderate
risk and questionable benefit. Although, the use of neuro-
physiological monitoring allowed for early detection and
treatment of spinal ischemia (which may avoid the primary
use of CSF drainage), its utility is limited by logistical fac-
tors and to the minority of pts with intraoperative spinal
ischemic events. Such complications were confirmed by
Kärkkäinen et al. for FEVARS and BEVARS. Of 187 pts,
19 pts (10%) had 22 CSF drainage-related complications
after 21 aortic procedures (9%) [284]. Complications were
graded as severe to moderate in 17 pts (9%). There were
12 pts (6%) with intracranial hypotension, including
3 (2%) who had intracranial hemorrhage and 9 (5%) with
post dural puncture headache requiring blood patches in
6. Another 6 pts (3%) developed spinal hematomas result-
ing in paraplegia in two (1%) and transient paraparesis in
two (1%). One pt had CSF leakage from the puncture site
(no intervention required). Four pts had bleeding during
attempted drain placement, which required postponement
of F/BEVAR. Technical difficulties were experienced in
57 drain insertions (24%). A meta-analysis of 8 studies
revealed protocols for drainage most commonly included
draining to a target pressure intra- and postoperatively,
between 8 and 12 mm Hg. Incidence of SCI ranged from
0% to 17% in pts with CSF drainage, and from 0% to
50% in those without CSF drainage. Rates of CSF drai-
nage-related complications ranged from < 1% to 28% [285].

A combination of CSF drainage, epidural corticosteroid
and accurate haemodynamic control resulted in 50 consec-
utive cases with TEVAR for TAA in the absence of SCI
within 5 days post-intervention whichmay bemore promis-
ing than CSF drain alone [286].

Bertoglio et al. found that a multistaged approach with a
third limb step in case of TAAAs is safe and technically fea-
sible, with an acceptable rate of permanent SCI., 4% had
permanent and fatal spinal cord impairment [287]. Another
possibility is to leave one of the branches in BEVAR
unstented or, as described by Orrico et al., bridged with a
“bare branch” and in the second step, realignment of the
bare branch with a covered stent after total endovascular
repair of TAAAs [288]. In the latter situation the SCI rate
was 6.4% with 0% permanent neurologic deficit. A novel
approach for paraplegia prevention in AA repair by thora-
coabdominal staging is the “minimally invasive staged
segmental artery coil embolisation” (MIS2ACE) currently
investigated in a multicenter trial [289]. Sonesson et al.
suggest as an alternative to tidious selective embolization
of segmental arteries a more simplified approach using a
short and large stentgraft where graft-wall apposition
occurs [290]. The segmental arteries were always closed
at their ostia in contrast to selective coil embolisation,
where there is a risk of more peripheral closure. Follow-
up imaging showed thrombus lining the stent-graft-covered
portion of the aneurysm and secondary proximal segmental
artery occlusion.

Interestingly, also the strict control of blood glucose with
an intravenous insulin infusion decreases the risk of post-
operative lower extremity weakness after complex EVAR
[291]. A number of promising drugs have been tested ani-
mal experiments for the attenuation of SCI: diazoxide
and erythropoietin [292], astaxanthin [293], rapamycin
[294], quercetin [295], and CNB-001 [296]. The clinical
relevance, however, has yet to be proven.

SCI also occurs following frozen elephant trunk proce-
dures. A meta-analysis on 3,154 pts determined that stent
length of 10 cm was associated with significantly less risk
of SCI [297]. Using a stent 15 cm or greater or coverage
extending to T8 or further should be avoided. And paraple-
gia is also a major problem in OR of TAA. Open two stage
repair was recommended in a retrospective analysis of
94 pts by Gombert et al. as a treatment option for type II
TAAAs if anatomically feasible, as it has a lower mortality
and similar complication rates to one stage repair [298].
In hospital mortality after open one stage repair versus
open two stage type II repair was 22.4% versus 0%,
p = .19. The 1 year survival rate after one stage repair versus
open two stage repair was 74.7% versus 90.9%, p = .225.
The 5 year survival rate after one stage repair versus open
two stage repair was 53.0% versus 90.9%, p = .141. The HR
for survival after one stage repair and after open two stage
repair was 4.563, p = .137. Paraplegia was observed after
open one stage repair versus open two stage in 10.5% vs.
8% (p = 1). Myocardial infarction was seen for after open
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one stage repair and open two stage in 5.3% vs. 0% (p = 1),
respectively.

Renal failure as a complication

In a large cohort of 17,689 elective endovascular AAA
repairs, compared with standard EVAR, FEVAR is associ-
ated with significantly increased odds of renal complica-
tions ([277] and Cost et al.). In F/BEVAR, acute kidney
injury (AKI) was themost common postoperative complica-
tion observed in nearly 20%of pts. AKI after F/BEVAR was
found to be associated with decreased short- and long-term
survival [299], although, it rarely results in permanent
renal dysfunction as both sCr concentration and GFR
returned to baseline by 6 months after the procedure as
described by Wang et al. [300]. Charles et al. confirm
higher mortality with eGFR loss at long term over a median
of 9 years following EVAR, and observed long-term
decrease of renal functions in some of the pts [301].
Gombert et al. Investigated open repair for type II TAAAs
if anatomically feasible [298]. AKI requiring permanent
dialysis was seen for after open one stage repair and open
two stage in TAA in 3.9% vs. 0% (p = 1), respectively.
Age, renal function, and cardiovascular disease are the
main risk factors [302]. Other factors associated with such
complications are controversial like suprarenal as opposed
to infrarenal fixations in EVARs, with or without partial
coverage of renal arteries [303, 304].

Consistently, coverage of accessory renal arteries did
not or only transiently lead to either temporary AKI after
EVAR or to chronic kidney disease in EVARs [305, 306],
however, may impact long-term renal function in FEVARs
[307]. Here it may be also a consequence of repetitive
contrast CT angiographies in FEVARS as opposed to widely
used contrast-induced ultrasound for the follow-up of
EVARs. Gombert et al. report that urine neutrophil gelati-
nase-associated lipocalin and, to a lesser extent, serum
neutrophil gelatinase-associated lipocalinand could be
considered biomarkers for early detection of perioperative
AKI after open and endovascular TAAA surgery [308].

Screening and follow-up
of arterial aneurysm

Screening for abdominal aortic aneurysms

A meta-analysis of population-based randomised clinical
trials, comissioned by the US Preventive Services Task
Force (USPSTF) estimated that screening for AAA by
ultrasound in men 65 years or older was associated with
long-term reduction of AAA-related mortality, AAA-related
ruptures and emergency surgical procedures [309]. In con-
trast, no all-cause mortality benefit or quality of life
improvement was noted at 12- to 15-year follow-up [309].
There was a higher rate of elective surgerical procedures
among screened subjects, and women had a higher rate

of surgical complications and postoperative mortality com-
pared to men [309].

Based on the above-mentioned findings, the USPSTF
recommends [310]:
– 1-time ultrasonography screening for AAA in men

aged 65 to 75 years who have ever smoked,
– selectively offering ultrasonography screening for AAA

to men aged 65 to 75 years who have never smoked,
rather than routinely screening all men in this group,

– recommends against routine ultrasonography screen-
ing for AAA in women who have never smoked and
have no family history of AAA.

Screening for thoracic aortic aneurysms

Screening for ascending TAA is not recommended by cur-
rent guidelines, since the yield and benefit are not known.
Among adult pts receiving CT scans of the chest, ascending
TAA with a diameter of � 4 cm were identified in 2.1%
(3.2% of males and .9% of females), with older age being
an important risk factor [311].

Among pts with AAA, 18% had an associated TAA [312].
The authors suggest obtaining a screening chest CT scan in
all pts diagnosed with AAA.

Follow-up of small abdominal aortic
aneurysm

The risk of rupture of small AAA (with a diameter
of < 5.5 cm) in men under regular ultrasonographic surveil-
lance is < 0.5% per year [313]. Rupture of AAA occurs more
frequently in autumn and winter compared to spring and
summer, but recommendations on seasonal follow-up
cannot be given since potential co-founding or additional
factors, such as blood pressure, were not controlled for
[314]. A meta-analysis found that the volume of intralumi-
nal thrombus was larger in ruptured than in asymptomatic
AAAs, but this was most likely the consequence of larger
overall volumes of ruptured AAAs [315]. A retrospective
cohort study of elderly pts, aged � 85 years, with AAA
3.0–5.4 cm in diameter at baseline, showed that discontin-
uation of follow-up might be safe in aneurysms measur-
ing < 4 cm in diameter at baseline [316]. For elderly pts
with aneurysms measuring 4–5.4 cm in diameter, assess-
ment of fitness for surgery may prevent unnecessary
surveillance [316].

Follow-up of thoracic aortic aneurysms

In ascending TAAs, evidence is accumulating that surgery
may be preferable already at diameters below the currently
recommended threshold of 5.5 cm [317]. The main reasons
are that novel, more precise data show a hinge point at
ascending aortic diameter of 5.25 cm, that pre-dissection
aortic diameters are at least 0.7 cm smaller than after dis-
section, that more and more pts with ascending AA are
diagnosed with genetic mutations responsible for AD or
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rupture at smaller aortic sizes, and that aortic arch surgery
is becoming increasingly safe [317]. In contrast to ascend-
ing TAA, decisions for surgery in pts with descending TAAs
and TAAAs often remain difficult. In pts with degenerative
or dissection-related descending TAAc or TAAAs with
diameters � 6 cm, who were treated conservatively, the
aortic-related mortality reached 60% at 1 year [318].
Women with TAAs have higher risk of acute aortic syn-
dromes and death because their aneurysms grow twice as
fast as in men and because in women aneurysm growth is
related to aortic stiffness [12].

Post-EVAR follow-up

The European Society for Vascular Sugery proposed a ratio-
nalised protocol for post-EVAR follow-up. On the first,
1-month-post-EVAR CTA the following parameters with
prognostic significance should be evaluated: the presence
of endoleak, the aneurysmal sac size and the extent of
stent-graft seal against the arterial wall [1]. If there is no
endoleak and the stent-graft seal is at least 1 cm in length
proximally and distally, the pts may be considered for lim-
ited follow-up with the next CTA after 5 years [1]. If there is
adequate seal of the stent-graft, but an endoleak type II, the
pts need annual ultrasound surveillance of the aneurysmal
sac size. If the sac shrinks by� 1 cm, the pts may be reclas-
sified as low-risk with a CT angiography after 5 years. On
the other hand, if the sac expands by at � 1 cm after EVAR
in the presece of an endoleak type II, the pt should be reas-
sessed for intervention. The need for re-intervention
should also be assessed promptly in pts who on the first
post-EVAR CTA show an endoleak type I or III or who have
a stent-graft seal length of < 1 cm [1]. Pts with higher pre-
procedural levels of fibrinogen were more likely to show
regression of aneurysmal sac after EVAR [319].

CEUS is becoming an increasingly useful tool for detec-
tion of endoleaks type II [69]. Second-generation contrast
microbules provide superior sensitivity for detection of
small and slow flow in comparison to gadoinium-enhanced
MRA, enable detection of endoelaks in real-time and – in
contrast to CTA – do not cause radiation exposure [69].
When the endoleak type II nidus can be identified by
DUS, flow velocities > 100 cm/s identify persistent and
often treatment-resistant endoleaks [320].

Type II endoleaks are common after EVAR and even
more so after fenestrated-branched EVAR [321]. The infe-
rior mesenteric artery plays an important role in endoleaks
type II, since pts with an occluded inferior mesenteric
artery prior to EVAR and thus without possibility for retrog-
arde flow after EVAR, showed less sac enlargement and
required significantly fewer interventions for endoleak type
II [322–324].

Treating type II endoleaks after EVAR with fusion-
image-guided translumbar puncture using intraoperative
cone beam CT “fused” with preprocedure CTA in hybrid
operating rooms is a promissing approach [325]. A meta-
analysis comparing the outcomes of transarterial and

translumbar approaches for persistent type II endoleak
treatment after EVAR favored the tanslumbar approach,
i.e., direct aneurysm sac puncture, but the difference in
the odds ratio for absence of endoleak on the last follow-
up barely missed statistical significance (Odds ratio 2.29,
95% CI 1.00–5.25, p = .05) [326].

Post TEVAR follow-up

Complications after TEVAR are not rare. The reported inci-
dence of type Ib endoleak 1 year after TEVAR is between
1.0% and 15.0%, with a tortuous aorta being a predictor
of endoleak [327] and therefore require surveillance.

References

1. Wanhainen A, Verzini F, Van Herzeele I, Allaire E, Bown M,
Cohnert T, et al. Editor’s Choice – European Society for
Vascular Surgery (ESVS) 2019 Clinical Practice Guidelines on
the Management of Abdominal Aorto-iliac Artery Aneurysms.
Eur J Vasc Endovasc Surg. 2019;57(1):8–93.

2. Chun KC, Dolan KJ, Smothers HC, Irwin ZT, Anderson RC,
Gonzalves AL, et al. The 10-year outcomes of a regional
abdominal aortic aneurysm screening program. J Vasc Surg.
2019;70(4):1123–9.

3. Bartek MA, Kessler LG, Talbott JM, Nguyen J, Shalhub S.
Washington State abdominal aortic aneurysm-related mor-
tality shows a steady decline between 1996 and 2016. J Vasc
Surg. 2019;70(4):1115–22.

4. Abdulameer H, Al Taii H, Al-Kindi SG, Milner R. Epidemiology
of fatal ruptured aortic aneurysms in the United States
(1999–2016). J Vasc Surg. 2019;69(2):378–84.e2.

5. Lindholt JS, Rasmussen LM, Sogaard R, Lambrechtsen J,
Steffensen FH, Frost L, et al. Baseline findings of the
population-based, randomized, multifaceted Danish cardio-
vascular screening trial (DANCAVAS) of men aged 65–74 years.
Br J Surg. 2019;106(7):862–71.

6. Cervin A, Wanhainen A, Bjorck M. Popliteal aneurysms are
common among men with screening detected abdominal
aortic aneurysms, and prevalence correlates with the diam-
eters of the common iliac arteries. Eur J Vasc Endovasc Surg.
2020;59(1):67–72.

7. Studzinska D, Rudel B, Polok K, Lewandowski K, Studzinski K,
Gajdosz A, et al. Infrarenal versus suprarenal abdominal
aortic aneurysms: comparison of associated aneurysms and
renal artery stenosis. Ann Vasc Surg. 2019;58(248–54):e1.

8. Sousa J, Costa D, Mansilha A. Visceral artery aneurysms:
review on indications and current treatment strategies. Int
Angiol. 2019;38(5):381–94.

9. Izquierdo González R, Dorrego García RM, Rodríguez Ledo P,
Segura Heras JV. Screening based on risk factors for
abdominal aortic aneurysm in the cardiology clinic. Int J
Cardiol. 2019;279:162–7.

10. Eckstein HH, Maegdefessel L. Linking obesity with abdominal
aortic aneurysm development. Eur Heart J. 2019.

11. Kobeissi E, Hibino M, Pan H, Aune D. Blood pressure,
hypertension and the risk of abdominal aortic aneurysms: a
systematic review and meta-analysis of cohort studies. Eur J
Epidemiol. 2019;34(6):547–55.

12. Boczar KE, Cheung K, Boodhwani M, Beauchesne L, Dennie C,
Nagpal S, et al. Sex Differences in Thoracic Aortic Aneurysm
Growth. Hypertension. 2019;73(1):190–6.

13. Paige E, Clément M, Lareyre F, Sweeting M, Raffort J, Grenier
C, et al. Interleukin-6 receptor signaling and abdominal aortic
aneurysm growth rates. Circ Genom Precis Med. 2019;12(2):
e002413.

Vasa (2020), Supplement 104 �2020 Hogrefe

26 S. Nikol et al., Aneurysms and dissections

 h
ttp

s:
//e

co
nt

en
t.h

og
re

fe
.c

om
${

co
nt

en
tR

eq
.r

eq
ue

st
U

ri
} 

- 
Su

nd
ay

, N
ov

em
be

r 
08

, 2
02

0 
2:

11
:2

4 
A

M
 -

 I
P 

A
dd

re
ss

:8
6.

18
.2

1.
10

 



14. Nyrønning L, Videm V, Romundstad PR, Hultgren R, Mattsson
E. Female sex hormones and risk of incident abdominal aortic
aneurysm in Norwegian women in the HUNT study. J Vasc
Surg. 2019;70(5):1436–45.e2.

15. Tang D, Han Y, Lun Y, Jiang H, Xin S, Duan Z, et al. Y
chromosome loss is associated with age-related male
patients with abdominal aortic aneurysms. Clin Interv Aging.
2019;14:1227–41.

16. Son BK, Kojima T, Ogawa S, Akishita M. Testosterone inhibits
aneurysm formation and vascular inflammation in male mice.
J Endocrinol. 2019;241(3):307–17.

17. Fashandi AZ, Spinosa M, Salmon M, Su G, Montgomery W,
Mast A, et al. Female mice exhibit abdominal aortic aneurysm
protection in an established rupture model. J Surg Res.
2020;247:387–96.

18. Duijnhouwer AL, Bons LR, Timmers H, van Kimmenade RRL,
Snoeren M, Timmermans J, et al. Aortic dilatation and out-
come in women with Turner syndrome. Heart. 2019;105(9):
693–700.

19. D’Cruz RT, Wee IJY, Syn NL, Choong A. The association
between diabetes and thoracic aortic aneurysms. J Vasc
Surg. 2019;69(1):263–8.e1.

20. Piacentini L, Werba JP, Bono E, Saccu C, Tremoli E, Spirito R,
et al. Genome-wide expression profiling unveils autoimmune
response signatures in the perivascular adipose tissue of
abdominal aortic aneurysm. Arterioscler Thromb Vasc Biol.
2019;39(2):237–49.

21. Gu BH, Choi JC, Shen YH, Song LZ, Scheurer ME, Luong A,
et al. Elastin-specific autoimmunity in smokers with thoracic
aortic aneurysm and dissection is independent of chronic
obstructive pulmonary disease. J Am Heart Assoc. 2019;8(8):
e011671.

22. Liu CL, Ren J, Wang Y, Zhang X, Sukhova GK, Liao M, et al.
Adipocytes promote interleukin-18 binding to its receptors
during abdominal aortic aneurysm formation in mice. Eur
Heart J. 2019.

23. Suehiro C, Suzuki J, Hamaguchi M, Takahashi K, Nagao T,
Sakaue T, et al. Deletion of interleukin-18 attenuates abdom-
inal aortic aneurysm formation. Atherosclerosis. 2019;289:
14–20.

24. Faggion Vinholo T, Brownstein AJ, Ziganshin BA, Zafar MA,
Kuivaniemi H, Body SC, et al. Genes associated with thoracic
aortic aneurysm and dissection: 2019 update and clinical
implications. Aorta (Stamford). 2019;7(4):99–107.

25. Akiyama M, Kaneko Y, Takeuchi T. Characteristics and
prognosis of IgG4-related periaortitis/periarteritis: A system-
atic literature review. Autoimmun Rev. 2019;18(9):102354.

26. Wu ZY, Trenner M, Boon RA, Spin JM, Maegdefessel L. Long
noncoding RNAs in key cellular processes involved in aortic
aneurysms. Atherosclerosis. 2020;292:112–8.

27. Kumar S, Boon RA, Maegdefessel L, Dimmeler S, Jo H. Role of
noncoding RNAs in the pathogenesis of abdominal aortic
aneurysm. Circ Res. 2019;124(4):619–30.

28. Tingting T, Wenjing F, Qian Z, Hengquan W, Simin Z, Zhisheng
J, et al. The TGF-β pathway plays a key role in aortic
aneurysms. Clin Chim Acta. 2020;501:222–8.

29. Cullen JM, Lu G, Shannon AH, Su G, Sharma A, Salmon M,
et al. A novel swine model of abdominal aortic aneurysm.
J Vasc Surg. 2019;70(1):252–60.e2.

30. Skeik N, Olson SL, Hari G, Pavia ML. Segmental arterial
mediolysis (SAM): Systematic review and analysis of 143
cases. Vasc Med. 2019;24(6):549–63.

31. Chu C, Wong MY, Chiu CH, Tseng YH, Chen CL, Huang YK.
Salmonella-infected aortic aneurysm: investigating pathogene-
sis using salmonella serotypes. Pol J Microbiol. 2019;68(4):
439–47.

32. Yuan SM. Aortic aneurysm and dissection in systemic lupus
erythematosus. Z Rheumatol. 2019;78(3):287–94.

33. Egbe AC, Miranda WR, Ammash NM, Anavekar NS,
Missula VR, Kothapalli S, et al. Aortic disease and interven-
tions in adults with tetralogy of Fallot. Heart. 2019;105(12):
926–31.

34. Jalalzadeh H, Indrakusuma R, Blankensteijn JD, Wisselink W,
Yeung KK, Lindeman JHN, et al. Design and protocol of a
comprehensive multicentre biobank for abdominal aortic
aneurysms. BMJ Open. 2019;9(8):e028858.

35. Pelisek J, Hegenloh R, Bauer S, Metschl S, Pauli J, Glukha N,
et al. Biobanking: Objectives, requirements, and future chal-
lenges-experiences from the Munich vascular biobank. J Clin
Med. 2019;8(2).

36. Hofmann Bowman MA, Eagle KA, Milewicz DM. Update on
clinical trials of Losartan with and without β-blockers to block
aneurysm growth in patients with Marfan syndrome: a review.
JAMA Cardiol. 2019;4(7):702–7.

37. Yu X, Jiang D, Wang J, Wang R, Chen T, Wang K, et al.
Metformin prescription and aortic aneurysm: systematic
review and meta-analysis. Heart. 2019;105(17):1351–7.

38. Wang Z, Guo J, Han X, Xue M, Wang W, Mi L, et al. Metformin
represses the pathophysiology of AAA by suppressing the
activation of PI3 K/AKT/mTOR/autophagy pathway in ApoE(-/-)
mice. Cell Biosci. 2019;9:68.

39. Golledge J, Morris DR, Pinchbeck J, Rowbotham S, Jenkins J,
Bourke M, et al. Editor’s Choice – Metformin prescription is
associated with a reduction in the combined incidence of
surgical repair and rupture related mortality in patients with
abdominal aortic aneurysm. Eur J Vasc Endovasc Surg.
2019;57(1):94–101.

40. Itoga NK, Rothenberg KA, Suarez P, Ho TV, Mell MW, Xu B,
et al. Metformin prescription status and abdominal aortic
aneurysm disease progression in the U.S. veteran population.
J Vasc Surg. 2019;69(3):710–6.e3.

41. Ortega R, Collado A, Selles F, Gonzalez-Navarro H, Sanz MJ,
Real JT, et al. SGLT-2 (Sodium-Glucose Cotransporter 2)
inhibition reduces Ang II (Angiotensin II)-induced dissecting
abdominal aortic aneurysm in ApoE (Apolipoprotein E) knock-
out mice. Arterioscler Thromb Vasc Biol. 2019;39(8):1614–28.

42. Krizhanovskii C, Franco-Cereceda A. Diabetes, incretin ther-
apy and thoracic aortic aneurysm – what does the evidence
show? Curr Vasc Pharmacol 2019;17(5):432–9.

43. Yamagishi K, Iso H, Shimazu T, Tamakoshi A, Sawada N,
Matsuo K, et al. Fish intake and risk of mortality due to aortic
dissection and aneurysm: A pooled analysis of the Japan
cohort consortium. Clin Nutr. 2019;38(4):1678–83.

44. Xu B, Iida Y, Glover KJ, Ge Y, Wang Y, Xuan H, et al. Inhibition
of VEGF (Vascular Endothelial Growth Factor)-A or its recep-
tor activity suppresses experimental aneurysm progression in
the aortic elastase infusion model. Arterioscler Thromb Vasc
Biol. 2019;39(8):1652–66.

45. Meital LT, Windsor MT, Ramirez Jewell RML, Young P,
Schulze K, Magee R, et al. n-3 PUFAs improve erythrocyte
fatty acid profile in patients with small AAA: a randomized
controlled trial. J Lipid Res. 2019;60(6):1154–63.

46. Zhou B, Li W, Zhao G, Yu B, Ma B, Liu Z, et al. Rapamycin
prevents thoracic aortic aneurysm and dissection in mice.
J Vasc Surg. 2019;69(3):921–32.e3.

47. Horimatsu T, Blomkalns AL, Ogbi M, Moses M, Kim D, Patel S,
et al. Niacin protects against abdominal aortic aneurysm
formation via GPR109A independent mechanisms: role of
NAD +/nicotinamide. Cardiovasc Res. 2019.

48. Zhang H, Liao M, Cao M, Qiu Z, Yan X, Zhou Y, et al.
ATRQβ-001 vaccine prevents experimental abdominal aortic
aneurysms. J Am Heart Assoc. 2019;8(18):e012341.

49. Liu Q, Shan P, Li H. Gambogic acid prevents angiotensin
II-induced abdominal aortic aneurysm through inflammatory
and oxidative stress dependent targeting the PI3 K/Akt/mTOR
and NF-κB signaling pathways. Mol Med Rep. 2019;19(2):
1396–402.

50. Hou X, Yang S, Zheng Y. Licochalcone A attenuates abdominal
aortic aneurysm induced by angiotensin II via regulating the miR-
181b/SIRT1/HO-1 signaling. J Cell Physiol. 2019;234(5):7560–8.

51. Li FD, Nie H, Tian C, Wang HX, Sun BH, Ren HL, et al. Ablation
and inhibition of the immunoproteasome catalytic subunit
LMP7 attenuate experimental abdominal aortic aneurysm
formation in mice. J Immunol. 2019;202(4):1176–85.

�2020 Hogrefe Vasa (2020), Supplement 104

S. Nikol et al., Aneurysms and dissections 27

 h
ttp

s:
//e

co
nt

en
t.h

og
re

fe
.c

om
${

co
nt

en
tR

eq
.r

eq
ue

st
U

ri
} 

- 
Su

nd
ay

, N
ov

em
be

r 
08

, 2
02

0 
2:

11
:2

4 
A

M
 -

 I
P 

A
dd

re
ss

:8
6.

18
.2

1.
10

 



52. Huang XF, Zhang SZ, You YY, Zhang N, Lu H, Daugherty A,
et al. Ginkgo biloba extracts prevent aortic rupture in
angiotensin II-infused hypercholesterolemic mice. Acta Phar-
macol Sin. 2019;40(2):192–8.

53. Wang Y, Chen C, Wang Q, Cao Y, Xu L, Qi R. Inhibitory effects of
cycloastragenol on abdominal aortic aneurysm and its related
mechanisms. Br J Pharmacol. 2019;176(2):282–96.

54. Li H, Sureda A, Devkota HP, Pittalà V, Barreca D, Silva AS,
et al. Curcumin, the golden spice in treating cardiovascular
diseases. Biotechnol Adv. 2020;38:107343.

55. Kugo H, Miyamoto C, Sawaragi A, Hoshino K, Hamatani Y,
Matsumura S, et al. Sesame extract attenuates the degra-
dation of collagen and elastin fibers in the vascular walls of
nicotine-administered mice. J Oleo Sci. 2019;68(1):79–85.

56. Cui JZ, Lee L, Sheng X, Chu F, Gibson CP, Aydinian T, et al. In vivo
characterization of doxycycline-mediated protection of aortic
function and structure in a mouse model of Marfan syndrome-
associated aortic aneurysm. Sci Rep. 2019;9(1):2071.

57. Schwaerzer GK, Kalyanaraman H, Casteel DE, Dalton ND,
Gu Y, Lee S, et al. Aortic pathology from protein kinase G
activation is prevented by an antioxidant vitamin B(12) analog.
Nat Commun. 2019;10(1):3533.

58. Bergwall S, Acosta S, Sonestedt E. Intake of fibre and plant
foods and the risk of abdominal aortic aneurysm in a large
prospective cohort study in Sweden. Eur J Nutr. 2019.

59. Kaluza J, Stackelberg O, Harris HR, Björck M, Wolk A. Anti-
inflammatory diet and risk of abdominal aortic aneurysm in
two Swedish cohorts. Heart. 2019;105(24):1876–83.

60. Habashi JP, MacFarlane EG, Bagirzadeh R, Bowen C, Huso N,
Chen Y, et al. Oxytocin antagonism prevents pregnancy-
associated aortic dissection in a mouse model of Marfan
syndrome. Sci Transl Med. 2019;11(490).

61. Meng L, Huang J, Jia Y, Huang H, Qiu F, Sun S. Assessing
fluoroquinolone-associated aortic aneurysm and dissection:
Data mining of the public version of the FDA adverse event
reporting system. Int J Clin Pract. 2019;73(5):e13331.

62. Rawla P, El Helou ML, Vellipuram AR. Fluoroquinolones and
the risk of aortic aneurysm or aortic dissection: a systematic
review and meta-analysis. Cardiovasc Hematol Agents Med
Chem. 2019;17(1):3–10.

63. Noman AT, Qazi AH, Alqasrawi M, Ayinde H, Tleyjeh IM,
Lindower P, et al. Fluoroquinolones and the risk of aortopa-
thy: A systematic review and meta-analysis. Int J Cardiol.
2019;274:299–302.

64. Yu X, Jiang DS, Wang J, Wang R, Chen T, Wang K, et al.
Fluoroquinolone use and the risk of collagen-associated
adverse events: a systematic review and meta-analysis. Drug
Saf. 2019;42(9):1025–33.

65. Bao S, Wang T, Jin X, Zhang S, Qi H, Dong D, et al. Diagnostic
value of color Doppler sonography for spontaneous isolated
superior mesenteric artery dissection. Exp Ther Med. 2019;
17(5):3489–94.

66. Wu B, Wu X, Wang K, Tian F, Cheng L, Jia Z. Combination of
colour duplex and contrast enhanced ultrasound as an
alternative to computed tomography angiography in isolated
mesenteric artery dissection surveillance. Eur J Vasc Endo-
vasc Surg. 2019;58(6):884–9.

67. Ghulam QM, Kilaru S, Ou SS, Sillesen H. Clinical validation of
three-dimensional ultrasound for abdominal aortic aneurysm.
J Vasc Surg. 2020;71(1):180–8.

68. Rogers S, Lowe C, Carreira J, McCollum C, Ghosh J. Comparison
of contrast-enhanced tomographic 3-D ultrasound against
rotational angiography imaging immediately after endovascular
aneurysm repair. Ultrasound Med Biol. 2019;45(9):2356–62.

69. Li X, Staub D, Rafailidis V, Al-Natour M, Kalva S, Partovi S.
Contrast-enhanced ultrasound of the abdominal aorta – current
status and future perspectives. Vasa. 2019;48(2):115–25.

70. Harky A, Zywicka E, Santoro G, Jullian L, Joshi M, Dimitri S. Is
contrast-enhanced ultrasound (CEUS) superior to computed
tomography angiography (CTA) in detection of endoleaks in
post-EVAR patients? A systematic review and meta-analysis.
J Ultrasound. 2019;22(1):65–75.

71. Kapetanios D, Kontopodis N, Mavridis D, McWilliams RG,
Giannoukas AD, Antoniou GA. Meta-analysis of the accuracy
of contrast-enhanced ultrasound for the detection of endo-
leak after endovascular aneurysm repair. J Vasc Surg.
2019;69(1):280–94.e6.

72. Tran K, McFarland G, Sgroi M, Lee JT. Duplex ultrasound
surveillance of renal branch grafts after fenestrated endovas-
cular aneurysm repair. J Vasc Surg. 2019;70(4):1048–55.

73. Hayatsu Y, Watanabe K, Sasaki K, Masaki N, Katahira S,
Kumagai K, et al. A novel diagnostic system for Doppler
ultrasound of the peripheral arteries to detect the presence of
thoracic aortic aneurysm. Biomed Mater Eng. 2019;30(2):
231–41.

74. Kalogirou TE, Meditskou S, Davidopoulou S, Savvas I, Pitoulias
AG, Pitoulias GA. Investigating the possible protective role
of direct intra-arterial administration of mannitol and
N-acetylcysteine and per Os administration of simvastatin
against contrast-induced nephropathy: an experimental
study in a rabbit model. Cardiovasc Intervent Radiol.
2019;42(12):1777–85.

75. Nishii T, Kotoku A, Hori Y, Matsuzaki Y, Watanabe Y, Morita Y,
et al. Filtered back projection revisited in low-kilovolt com-
puted tomography angiography: sharp filter kernel enhances
visualization of the artery of Adamkiewicz. Neuroradiology.
2019;61(3):305–11.

76. Nguyen TT, Simons JP, Podder S, Crawford AS, Judelson DR,
Arous EJ, et al. Imaging obtained Up To 12 months preoper-
atively is adequate for planning fenestrated/branched
endovascular aortic aneurysm repair. Vasc Endovascular
Surg. 2019;53(7):563–71.

77. Fujii T, Banno H, Kodama A, Sugimoto M, Akita N, Tsuruoka T,
et al. Aneurysm sac thrombus volume predicts aneurysm
expansion with type II endoleak after endovascular aneurysm
repair. Ann Vasc Surg. 2019.

78. Lehti L, Söderberg M, Höglund P, Wassélius J. Comparing
arterial- and venous-phase acquisition for optimization of
virtual noncontrast images from dual-energy computed tomog-
raphy angiography. J Comput Assist Tomogr. 2019;43(5):770–4.

79. Qi L, Cai J, Mao D, Wang M, Ge X, Wu W, et al. Use of contrast-
enhanced computed tomographic imaging to diagnose and
evaluate Behçet’s disease with vascular complications. Exp
Ther Med. 2019;18(6):4265–72.

80. Patino M, Parakh A, Lo GC, Agrawal M, Kambadakone AR,
Oliveira GR, et al. Virtual monochromatic dual-energy aortoiliac
CT angiography with reduced iodine dose: a prospective
randomized study. AJR Am J Roentgenol. 2019;212(2):467–74.

81. Giannini C, Ladisa M, Lutz-Bueno V, Terzi A, Ramella M,
Fusaro L, et al. X-ray scanning microscopies of microcalcifi-
cations in abdominal aortic and popliteal artery aneurysms.
IUCrJ. 2019;6(Pt 2):267–76.

82. Rehman ZU, Choksy S, Howard A, Carter J, Kyriakidis K,
Elizabeth D, et al. Comparison of patient radiation dose and
contrast use during EVAR in a dedicated hybrid vascular or
and mobile imaging. Ann Vasc Surg. 2019;61:278–83.

83. Tzanis E, Tsetis D, Kehagias E, Ioannou CV, Damilakis J.
Occupational exposure during endovascular aneurysm repair
(EVAR) and aortoiliac percutaneous transluminal angioplasty
(PTA) procedures. Radiol Med. 2019;124(6):539–45.

84. Kalender G, Lisy M, Stock UA, Endisch A, Kornberger A.
Long-term radiation exposure in patients undergoing EVAR:
Reflecting clinical day-to-day practice to assess realistic
radiation burden. Clin Hemorheol Microcirc. 2019;71(4):
451–61.

85. Wang GX, Xia C, Liu J, Cui C, Lei S, Gong MF, et al. The
relationship of arterial wall enhancement ratio on MRI with
the degree of inflammation in a rabbit aneurysm model: a
pilot study. Acad Radiol. 2019;26(10):e292–e7.

86. Brangsch J, Reimann C, Kaufmann JO, Adams LC, Onthank
DC, Thöne-Reineke C, et al. Concurrent molecular magnetic
resonance imaging of inflammatory activity and extracellular
matrix degradation for the prediction of aneurysm rupture.
Circ Cardiovasc Imaging. 2019;12(3):e008707.

Vasa (2020), Supplement 104 �2020 Hogrefe

28 S. Nikol et al., Aneurysms and dissections

 h
ttp

s:
//e

co
nt

en
t.h

og
re

fe
.c

om
${

co
nt

en
tR

eq
.r

eq
ue

st
U

ri
} 

- 
Su

nd
ay

, N
ov

em
be

r 
08

, 2
02

0 
2:

11
:2

4 
A

M
 -

 I
P 

A
dd

re
ss

:8
6.

18
.2

1.
10

 



87. Tiwari KK, Bevilacqua S, Aquaro GD, Festa P, Ait-Ali L,
Gasbarri T, et al. Functional magnetic resonance imaging in
the evaluation of the elastic properties of ascending aortic
aneurysm. Braz J Cardiovasc Surg. 2019;34(4):451–7.

88. Toczek J, Bordenave T, Gona K, Kim HY, Beau F, Georgiadis D,
et al. Novel matrix metalloproteinase 12 selective radiotrac-
ers for vascular molecular imaging. J Med Chem. 2019;62(21):
9743–52.

89. Bardi M, Diamantopoulos AP. EULAR recommendations for
the use of imaging in large vessel vasculitis in clinical practice
summary. Radiol Med. 2019;124(10):965–72.

90. Gandhi R, Cawthorne C, Craggs LJL, Wright JD, Domarkas J,
He P, et al. Cell proliferation detected using [(18)F]FLT PET/CT
as an early marker of abdominal aortic aneurysm. J Nucl
Cardiol. 2019.

91. Gornik HL, Persu A, Adlam D, Aparicio LS, Azizi M,
Boulanger M, et al. First international consensus on the
diagnosis and management of fibromuscular dysplasia. Vasc
Med. 2019;24(2):164–89.

92. Augustin G, Kulis T, Kello N, Ivkovic V. Ruptured renal artery
aneurysm in pregnancy and puerperium: literature review of
53 cases. Arch Gynecol Obstet. 2019;299(4):923–31.

93. Abreu AL, Medina LG, Chopra S, Gill K, Cacciamani GE, Azhar
RA, et al. Robotic renal artery aneurysm repair. Eur Urol.
2019.

94. Larner B, Maingard J, Ren Y, Kok HK, Chandra RV, Lee MJ,
et al. Endovascular treatment of a hepatic artery pseudoa-
neurysm using a novel pericardium covered stent. J Med
Imaging Radiat Oncol. 2019;63(6):765–9.

95. Martinelli O, Giglio A, Irace L, Di Girolamo A, Gossetti B,
Gattuso R. Single-center experience in the treatment of
visceral artery aneurysms. Ann Vasc Surg. 2019;60:447–54.

96. Liu B, Chu C, Fan X, Ding W, Wu X. Endovascular stent
placement for isolated superior mesenteric artery dissection
with intestinal ischaemia. Vasa. 2019;48(1):73–8.

97. Kibrik P, Arustamyan M, Stern JR, Dua A. A systematic review
of the diagnosis, management, and outcomes of true pro-
funda femoris artery aneurysm. J Vasc Surg. 2019.

98. Joshi D, James RL, Jones L. Endovascular versus open repair
of asymptomatic popliteal artery aneurysm. Cochrane Data-
base Syst Rev. 2014(8):CD010149.

99. Mansour W, Sirignano P, Capoccia L, Fornelli F, Speziale F.
Urgent mechanical thrombectomy by Indigo System� in acute
thrombosed popliteal artery aneurysms: a report of two
cases. Ann Vasc Surg. 2020;63:458.e1–.e6.

100. Silvestri V, Borrazzo C, Mele R, d’Ettorre G. Carotid artery
aneurysm in HIV: A review of case reports in literature. Ann
Vasc Surg. 2020;63:409–26.

101. Massara M, Notarstefano S, De Caridi G, Serra R, Prunella R,
Impedovo G. Endovascular treatment of a carotid pseudoa-
neurysm using the new double-layer micromesh stent
(Roadsaver�). Ann Vasc Surg. 2019;59:308.e15–e18.

102. Noppeney T, Kopp R, Pfister K, Schierling W, Noppeney J,
Cucuruz B. Treatment of popliteal vein aneurysms. J Vasc
Surg Venous Lymphat Disord. 2019;7(4):535–42.

103. Zarrintan S, Tadayon N, Kalantar-Motamedi SMR. Iliac vein
aneurysms: a comprehensive review. J Cardiovasc Thorac
Res. 2019;11(1):1–7.

104. Hwang JW, Jun H. Trends in endovascular aneurysm repair
research: bibliometric analysis from 1994 to 2017. Ann Surg
Treat Res. 2019;96(2):47–52.

105. Czerny M, Schmidli J, Adler S, van den Berg JC, Bertoglio L,
Carrel T, et al. Editor’s Choice – Current Options and
Recommendations for the Treatment of Thoracic Aortic
Pathologies Involving the Aortic Arch: An Expert Consensus
Document of the European Association for Cardio-Thoracic
Surgery (EACTS) & the European Society for Vascular Surgery
(ESVS). Eur J Vasc Endovasc Surg. 2019;57(2):165–98.

106. Marone EM, Freyrie A, Ruotolo C, Michelagnoli S, Antonello
M, Speziale F, et al. Expert opinion on hostile neck definition
in endovascular treatment of abdominal aortic aneurysms (a
Delphi consensus). Ann Vasc Surg. 2020;62:173–82.

107. Kouvelos GN, Antoniou G, Spanos K, Giannoukas A,
Matsagkas M. Endovascular aneurysm repair in patients
with a wide proximal aortic neck: a systematic review and
meta-analysis of comparative studies. J Cardiovasc Surg
(Torino). 2019;60(2):167–74.

108. McFarland G, Tran K, Virgin-Downey W, Sgroi MD, Chandra V,
Mell MW, et al. Infrarenal endovascular aneurysm repair
with large device (34- to 36-mm) diameters is associated
with higher risk of proximal fixation failure. J Vasc Surg.
2019;69(2):385–93.

109. Mathlouthi A, Locham S, Dakour-Aridi H, Black JH, Malas
MB. Impact of suprarenal neck angulation on endovascular
aneurysm repair outcomes. J Vasc Surg. 2019.

110. Mascoli C, Faggioli G, Gallitto E, Longhi M, Abualhin M, Pini
R, et al. Planning and endograft related variables predis-
posing to late distal type I endoleaks. Eur J Vasc Endovasc
Surg. 2019;58(3):334–42.

111. Zhang J, Cheng B, Yang M, Pan J, Feng J, Cheng Z. Predicting
in-hospital death in patients with type B acute aortic
dissection. Medicine (Baltimore). 2019;98(32):e16462.

112. Carroll BJ, Schermerhorn M, Kennedy KF, Swerdlow N,
Soriano KM, Yeh RW, et al. Readmissions after acute type B
aortic dissection. J Vasc Surg. 2019.

113. Wickramasekera N, Howard A, Philips P, Rooney G, Hughes
J, Wilson E, et al. Strength of public preferences for
endovascular or open aortic aneurysm repair. Br J Surg.
2019;106(13):1775–83.

114. Al Shakarchi J, Fairhead J, Rajagopalan S, Pherwani A,
Jaipersad A. Impact of frailty on outcomes in patients
undergoing open abdominal aortic aneurysm repair. Ann
Vasc Surg. 2019.

115. Morisaki K, Furuyama T, Yoshiya K, Kurose S, Yoshino S,
Nakayama K, et al. Frailty in patients with abdominal aortic
aneurysm predicts prognosis after elective endovascular
aneurysm repair. J Vasc Surg. 2019.

116. Varkevisser RRB, O’Donnell TFX, Swerdlow NJ, Liang P, Li C,
Ultee KHJ, et al. Factors associated with in-hospital com-
plications and long-term implications of these complica-
tions in elderly patients undergoing endovascular aneurysm
repair. J Vasc Surg. 2020;71(2):470–80.e1.

117. Lagergren E, Chihade D, Zhan H, Perez S, Brewster L, Arya S,
et al. Outcomes and durability of endovascular aneurysm
repair in octogenarians. Ann Vasc Surg. 2019;54:33–9.

118. Hye RJ, Janarious AU, Chan PH, Cafri G, Chang RW, Rehring TF,
et al. Survival and reintervention risk by patient age and pre-
operative abdominal aortic aneurysm diameter after endovas-
cular aneurysm repair. Ann Vasc Surg. 2019;54: 215–25.

119. Pini R, Gallitto E, Faggioli G, Mascoli C, Vacirca A, Fenelli C,
et al. Predictors of perioperative and late survival in
octogenarians undergoing elective endovascular abdominal
aortic repair. J Vasc Surg. 2019;69(5):1405–11.

120. O’Donnell TFX, Wade JE, Liang P, Li C, Swerdlow NJ,
DeMartino RR, et al. Endovascular aneurysm repair in patients
over 75 is associated with excellent 5-year survival, which
suggests benefit from expanded screening into this cohort. J
Vasc Surg. 2019;69(3):728–37.

121. Scallan O, Novick T, Power AH, DeRose G, Duncan A,
Dubois L. Long-term outcomes comparing endovascular
and open abdominal aortic aneurysm repair in octogenari-
ans. J Vasc Surg. 2020;71(4):1162–8.

122. Yamaguchi T, Nakai M, Sumita Y, Nishimura K, Nagai T,
Anzai T, et al., Impact of endovascular repair on the
outcomes of octogenarians with ruptured abdominal aortic
aneurysms: A Nationwide Japanese Study. Eur J Vasc
Endovasc Surg. 2020;59(2):219–25.

123. Roosendaal LC, Kramer GM, Wiersema AM, Wisselink W,
Jongkind V. Outcome of ruptured abdominal aortic aneur-
ysm repair in octogenarians: a systematic review and meta-
analysis. Eur J Vasc Endovasc Surg. 2020;59(1):16–22.

124. Yamauchi T, Kubota S, Hasegawa K, Ueda H. Clinical results
and medical costs of thoracic endovascular aortic repair in
patients over 80 years of age. J Artif Organs. 2019;22(1):61–7.

�2020 Hogrefe Vasa (2020), Supplement 104

S. Nikol et al., Aneurysms and dissections 29

 h
ttp

s:
//e

co
nt

en
t.h

og
re

fe
.c

om
${

co
nt

en
tR

eq
.r

eq
ue

st
U

ri
} 

- 
Su

nd
ay

, N
ov

em
be

r 
08

, 2
02

0 
2:

11
:2

4 
A

M
 -

 I
P 

A
dd

re
ss

:8
6.

18
.2

1.
10

 



125. Seike Y, Matsuda H, Fukuda T, Hori Y, Inoue Y, Omura A,
et al. Is debranching thoracic endovascular aortic repair
acceptable as the first choice for arch aneurysm in the
elderly? Interact Cardiovasc Thorac Surg 2019;29(1):101–8.

126. Henstra L, Yazar O, de Niet A, Tielliu IFJ, Schurink GWH,
Zeebregts CJ. Outcome of fenestrated endovascular aneur-
ysm repair in octogenarians: a retrospective multicentre
analysis. Eur J Vasc Endovasc Surg. 2020;59(1):24–30.

127. Tran K, Lee AM, McFarland GE, Sgroi MD, Lee JT. Complex
endovascular aneurysm repair is associated with higher
perioperative mortality but not late mortality compared with
infrarenal endovascular aneurysm repair among octogenar-
ians. J Vasc Surg. 2019;69(2):327–33.

128. Radak D, Tanaskovic S, Neskovic M. The obesity-associated
risk in open and endovascular repair of abdominal aortic
aneurysm. Curr Pharm Des. 2019;25(18):2033–7.

129. Miller MS, Kang M, Cornwall JC, Png CYM, Marin M, Faries P,
et al., The impact of body mass index on perioperative and
postoperative outcomes for endovascular abdominal aneur-
ysm repair. Ann Vasc Surg. 2020;62(183–90):e1.

130. Ryer EJ, Garvin RP, Zhou Y, Sun H, Pham A, Orlova K,
et al. Outcomes of familial abdominal aortic aneurysm repair
in the Vascular Quality Initiative. J Vasc Surg. 2019;69(3):717–
27.e1.

131. Indrakusuma R, Jalalzadeh H, Vahl AC, Koelemay MJW,
Balm R. Editor’s Choice – sex related differences in peri-
operative mortality after elective repair of an asymptomatic
abdominal aortic aneurysm in the Netherlands: a retrospec-
tive analysis of 2013 to 2018. Eur J Vasc Endovasc Surg.
2019;58(6):813–20.

132. Locham S, Shaaban A, Wang L, Bandyk D, Schermerhorn M,
Malas MB. Impact of gender on outcomes following abdom-
inal aortic aneurysm repair. Vasc Endovascular Surg.
2019;1538574419868040.

133. Varkevisser RRB, Swerdlow NJ, Verhagen HJM, Lyden SP,
Schermerhorn ML. Similar 5-year outcomes between female
and male patients undergoing elective endovascular abdom-
inal aortic aneurysm repair with the ovation stent graft.
J Vasc Surg. 2019.

134. O’Donnell TFX, Verhagen HJ, Pratesi G, Pratesi C, Teijink
JAW, Vermassen FEG, et al. Female sex is associated with
comparable 5-year outcomes after contemporary endovas-
cular aneurysm repair despite more challenging anatomy.
J Vasc Surg. 2020;71(4):1179–89.

135. Liu Y, Yang Y, Zhao J, Chen X, Wang J, Ma Y, et al.
Systematic review and meta-analysis of sex differences
in outcomes after endovascular aneurysm repair for infra-
renal abdominal aortic aneurysm. J Vasc Surg. 2020;71(1):
283–96.e4.

136. Zommorodi S, Bottai M, Hultgren R. Sex differences in repair
rates and outcomes of patients with ruptured abdominal
aortic aneurysm. Br J Surg. 2019;106(11):1480–7.

137. Aber A, Tong TS, Chilcott J, Thokala P, Maheswaran R,
Thomas SM, et al. Sex differences in national rates of repair
of emergency abdominal aortic aneurysm. Br J Surg.
2019;106(1):82–9.

138. Wang LJ, Locham S, Dakour-Aridi H, Lillemoe KD, Clary B,
Malas MB. Sex disparity in outcomes of ruptured abdominal
aortic aneurysm repair driven by in-hospital treatment
delays. Ann Surg. 2019;270(4):630–8.

139. Yamaguchi T, Nakai M, Sumita Y, Nishimura K, Nozato T,
Ashikaga T, et al. Sex differences in Japanese patients with
ruptured aortic aneurysms. J Vasc Surg. 2019.

140. de Guerre L, Varkevisser RRB, Swerdlow NJ, Liang P, Li C,
Dansey K, et al. Sex differences in perioperative outcomes
after complex abdominal aortic aneurysm repair. J Vasc
Surg. 2020;71(2):374–81.

141. Witheford M, Chong DST, Martin-Gonzalez T, Van Calster K,
Davis M, Prent A, et al. Women undergoing endovascular
thoracoabdominal aortic aneurysm repair differ significantly
from their male counterparts preoperatively and postoper-
atively. J Vasc Surg. 2020;71(3):748–57.

142. Rieß HC, Debus ES, Schwaneberg T, Sedrakyan A, Kölbel T,
Tsilimparis N, et al. Gender disparities in fenestrated and
branched endovascular aortic repair. Eur J Cardiothorac
Surg. 2019;55(2):338–44.

143. Ulug P, Powell JT, Warschkow R, von Allmen RS. Editor’s
Choice – sex specific differences in the management of
descending thoracic aortic aneurysms: systematic review with
meta-analysis. Eur J Vasc Endovasc Surg. 2019;58(4): 503–11.

144. Tinelli G, Ferraresi M, Watkins AC, Hertault A, Soler R,
Azzaoui R, et al. Aortic treatment in connective tissue
disease. J Cardiovasc Surg (Torino). 2019;60(4):518–25.

145. Wieker CM, von Stein P, Bianchini Massoni C, Rengier F,
Böckler D, Geisbüsch P. Long-term results after open repair
of inflammatory infrarenal aortic aneurysms. J Vasc Surg.
2019;69(2):440–7.

146. Cullen JM, Booth AT, Mehaffey JH, Hawkins RB, Spinosa M,
Cherry KJ, et al. Clinical characteristics and longitudinal
outcomes of primary mycotic aortic aneurysms. Angiology.
2019;70(10):947–51.

147. Sörelius K, Wanhainen A, Wahlgren CM, Langenskiöld M,
Roos H, Resch T, et al. Nationwide study on treatment of
mycotic thoracic aortic aneurysms. Eur J Vasc Endovasc
Surg. 2019;57(2):239–46.

148. Sörelius K, Budtz-Lilly J, Mani K, Wanhainen A. Systematic
review of the management of mycotic aortic aneurysms. Eur
J Vasc Endovasc Surg. 2019;58(3):426–35.

149. Di X, Liu C, Zeng R, Ni L. Endovascular aortic repair is a
viable strategy for treatment of primary infected abdominal
aortic aneurysm. Ann Vasc Surg. 2020;63:117–28.

150. Marti P, Lampus F, Benevento D, Setacci C. Trends in use of
3D printing in vascular surgery: a survey. Int Angiol. 2019;
38(5):418–24.

151. Derycke L, Sénémaud J, Perrin D, Avril S, Desgranges P,
Albertini JN, et al., Patient specific computer modelling for
automated sizing of fenestrated stent grafts. Eur J Vasc
Endovasc Surg. 2020;59(2):237–46.

152. Mitsuoka H, Terai Y, Miyano Y, Naitou T, Tanai J,
Kawaguchi S, et al. Preoperative planning for physician-
modified endografts using a three-dimensional printer. Ann
Vasc Dis. 2019;12(3):334–9.

153. Ahmad W, Hasselmann HC, Galas N, Majd P, Brunkwall S,
Brunkwall JS. Image fusion using the two-dimensional-
three-dimensional registration method helps reduce con-
trast medium volume, fluoroscopy time, and procedure time
in hybrid thoracic endovascular aortic repairs. J Vasc Surg.
2019;69(4):1003–10.

154. Kaladji A, Villena A, Pascot R, Lalys F, Daoudal A, Clochard E,
et al. Fusion Imaging for EVAR with Mobile C-arm. Ann Vasc
Surg. 2019;55:166–74.

155. Tenorio ER, Oderich GS, Sandri GA, Ozbek P, Kärkkäinen JM,
Macedo TA, et al. Impact of onlay fusion and cone beam
computed tomography on radiation exposure and technical
assessment of fenestrated-branched endovascular aortic
repair. J Vasc Surg. 2019;69(4):1045–58.e3.

156. Kato M, Kubo A, Green FN, Takagi H. Meta-analysis of
randomized controlled trials on safety and efficacy of
exercise training in patients with abdominal aortic aneur-
ysm. J Vasc Surg. 2019;69(3):933–43.

157. Dwivedi K, Regi JM, Cleveland TJ, Turner D, Kusuma D,
Thomas SM, et al. Long-term evaluation of percutaneous
groin access for EVAR. Cardiovasc Intervent Radiol. 2019;
42(1):28–33.

158. White AD, Hazar C, Jarosz D, Walker P, Shaw D, Tingerides C.
The use of closure devices for aortic stent-graft insertion:
outcomes following a paradigm shift to percutaneous
access in a tertiary vascular center. Vasc Endovascular
Surg. 2019;53(7):536–40.

159. Wood DA, Krajcer Z, Sathananthan J, Strickman N,
Metzger C, Fearon W, et al. Pivotal clinical study to evaluate
the safety and effectiveness of the MANTA percutaneous
vascular closure device. Circ Cardiovasc Interv. 2019;12(7):
e007258.

Vasa (2020), Supplement 104 �2020 Hogrefe

30 S. Nikol et al., Aneurysms and dissections

 h
ttp

s:
//e

co
nt

en
t.h

og
re

fe
.c

om
${

co
nt

en
tR

eq
.r

eq
ue

st
U

ri
} 

- 
Su

nd
ay

, N
ov

em
be

r 
08

, 2
02

0 
2:

11
:2

4 
A

M
 -

 I
P 

A
dd

re
ss

:8
6.

18
.2

1.
10

 



160. Chen IM, Lee TH, Chen PL, Shih CC, Chang HH. Factors in
ProGlide� vascular closure failure in sheath arteriotomies
greater than 16 French. Eur J Vasc Endovasc Surg. 2019;
58(4):615–22.

161. Schneider DB, Krajcer Z, Bonafede M, Thoma E, Hasegawa J,
Bhounsule P, et al. Clinical and economic outcomes of
ProGlide compared with surgical repair of large bore arterial
access. J Comp Eff Res. 2019;8(16):1381–92.

162. Vierhout BP, Pol RA, Ott MA, Pierie MEN, van Andringa
de Kempenaer TMG, Hissink RJ, et al. Randomized multi-
center trial on percutaneous versus open access in endovas-
cular aneurysm repair (PiERO). J Vasc Surg. 2019;69(5):
1429–36.

163. Agrusa CJ, Connolly PH, Ellozy SH, Schneider DB. Safety
and effectiveness of percutaneous axillary artery access
for complex aortic interventions. Ann Vasc Surg. 2019;61:
326–33.

164. Avraham E, Natour M, Obaid W, Karmeli R. Superficial
femoral artery access for endovascular aortic repair. J Vasc
Surg. 2019.

165. Rosseel L, De Backer O, Søndergaard L, Bieliauskas G.
Intravascular iliac artery lithotripsy to enable transfemoral
thoracic endovascular aortic repair. Catheter Cardiovasc
Interv. 2020;95(3):E96–E99.

166. Fereydooni A, Deyholos C, Botta R, Nezami N, Dardik A,
Nassiri N. Bifurcated unibody aortic endografts can over-
come unfavorable aortoiliac anatomy for deployment of
bilateral iliac branch endoprostheses. J Vasc Surg Cases
Innov Tech. 2019;5(2):174–8.

167. Choo XY, Hajibandeh S, Hajibandeh S, Antoniou GA. The
Nellix endovascular aneurysm sealing system: current per-
spectives. Med Devices (Auckl). 2019;12:65–79.

168. Reyes Valdivia A, Álvarez Marcos F, Duque Santos Á, Ocaña
Guaita J, Gandarias Zúñiga C. Expanded suitability of
ruptured abdominal aortic aneurysms for total endovascular
repair using the endurant endograft and Heli-FX EndoAn-
chors. J Endovasc Ther. 2019;26(2):245–9.

169. Galiñanes EL, Hernandez-Vila EA, Krajcer Z. EndoAnchors
minimize endoleaks in chimney-graft endovascular repair of
juxtarenal abdominal aortic aneurysms. Tex Heart Inst J.
2019;46(3):183–8.

170. Goudeketting SR, van Noort K, Vermeulen JJM, Ouriel K,
Jordan WD Jr, Panneton JM, et al. Analysis of the position of
EndoAnchor implants in therapeutic use during endovascu-
lar aneurysm repair. J Vasc Surg. 2019;69(6):1726–35.

171. Koutsoumpelis A, Georgakarakos E, Tasopoulou KM,
Kontopodis N, Argyriou C, Georgiadis GS. A clinical update
on the mid-term clinical performance of the ovation endo-
graft. Expert Rev Med Devices. 2019;16(1):57–62.

172. Swerdlow NJ, Lyden SP, Verhagen HJM, Schermerhorn ML.
Five-year results of endovascular abdominal aortic aneur-
ysm repair with the Ovation abdominal stent graft. J Vasc
Surg. 2019.

173. de Donato G, Pasqui E, Mele M, Panzano C, Giannace G,
Setacci F, et al. The use of a low-profile stent graft with a
polymer ring sealing technology combined with bare renal
stent (vent technique) in patients with juxtarenal aneurysm
not eligible for open surgery and fenestrated endograft.
J Vasc Surg. 2019.

174. Murray D, Szeberin Z, Benevento D, Abdallah F, Palasciano G,
Lescan M, et al. A comparison of clinical outcomes of
abdominal aortic aneurysm patients with favorable and
hostile neck angulation treated by endovascular repair with
the Treovance stent graft. J Vasc Surg. 2019.

175. Farber MA, Oderich GS, Timaran C, Sanchez LA, Dawson Z.
Results from a prospective multicenter feasibility study
of Zenith p-Branch stent graft. J Vasc Surg. 2019;70(5):
1409–18.e3.

176. Eleshra A, Spanos K, Panuccio G, Gronert C, Rohlffs F,
Kölbel T. Endovascular repair using a 7-branch stent-graft
for a thoracoabdominal aortic aneurysm with variant reno-
visceral artery anatomy. J Endovasc Ther. 2020;27(2):231–6.

177. Sénémaud JN, Ben Abdallah I, de Boissieu P, Touma J,
Kobeiter H, Desgranges P, et al. Intraoperative adverse
events and early outcomes of custom-made fenestrated
stent grafts and physician-modified stent grafts for complex
aortic aneurysms. J Vasc Surg. 2019.

178. Oderich GS, Ribeiro MS, Sandri GA, Tenorio ER, Hofer JM,
Mendes BC, et al. Evolution from physician-modified to
company-manufactured fenestrated-branched endografts
to treat pararenal and thoracoabdominal aortic aneurysms.
J Vasc Surg. 2019;70(1):31–42.e7.

179. Chini J, Mendes BC, Tenorio ER, Ribeiro MS, Sandri GA,
Cha S, et al. Preloaded catheters and guide-wire systems to
facilitate catheterization during fenestrated and branched
endovascular aortic repair. Cardiovasc Intervent Radiol.
2019;42(12):1678–86.

180. Tenorio ER, Kärkkäinen JM, Mendes BC, DeMartino RR,
Macedo TA, Diderrich A, et al. Outcomes of directional
branches using self-expandable or balloon-expandable
stent grafts during endovascular repair of thoracoabdominal
aortic aneurysms. J Vasc Surg. 2019.

181. Gibello L, Ruffino MA, Varetto G, Frola E, Rispoli P, Verzini F.
Current results of balloon expandable visceral stent-grafts
in fenestrated endografting. J Cardiovasc Surg (Torino).
2020;61(1):37–46.

182. Gallitto E, Faggioli G, Pini R, Mascoli C, Sonetto A,
Abualhin M, et al. First/preliminary experience of gore
viabahn balloon-expandable endoprosthesis as bridging
stent in fenestrated and branched endovascular aortic
repair. Ann Vasc Surg. 2019;61:299–309.

183. Gennai S, Antonello M, Leone N, Migliari M, Andreoli F,
Dall’Antonia A, et al. Early experience with the covera stent
graft as a bridging stent in branched thoraco-abdominal
endovascular aneurysm repairs. J Vasc Interv Radiol.
2019;30(12):1949–55.

184. Caradu C, Dubourg AP, Colacchio EC, Midy D, Bérard X,
Ducasse E. Endovascular treatment of complex aneurysms
with the use of covera stent grafts. J Vasc Interv Radiol.
2019;30(12):1942–8.e1.

185. Torsello GF, Herten M, Frank A, Müller M, Jung S, Torsello GB,
et al., Performance of BeGraft and BeGraft + stent-grafts
as bridging devices for fenestrated endovascular aneurysm
repair: an in vitro study. J Endovasc Ther. 2019;26(6):787–94.

186. Mazzaccaro D, Castronovo EL, Righini P, Nano G. Use of
steerable catheters for endovascular procedures: Report of
a CASE and literature review. Catheter Cardiovasc Interv.
2020;95(5):971–7.

187. Wipper S, Kölbel T, Sandhu HK, Manzoni D, Duprée A, Estrera
AL, et al. Impact of hybrid thoracoabdominal aortic repair on
visceral and spinal cord perfusion: The new and improved
SPIDER-graft. J Thorac Cardiovasc Surg. 2019;158(3):
692–701.

188. Antonello M, Squizzato F, Dall’Antonia A, Grego F, Piazza M.
GORE TAG thoracic endograft with active control system:
landing accuracy and wall apposition in an initial clinical
experience. Ann Vasc Surg. 2019;58:261–9.

189. Riambau V, Giudice R, Trabattoni P, Llagostera S,
Fadda G, Lenti M, et al. Prospective multicenter study of
the low-profile relay stent-graft in patients with thoracic
aortic disease: the regeneration study. Ann Vasc Surg. 2019;
58:180–9.

190. Fujii K, Saga T, Onoe M, Nakamoto S, Kaneda T, Imura M, et al.
Antegrade thoracic endovascular aneurysm repair via the
ascending aorta. Asian Cardiovasc Thorac Ann. 2019;27(3):
163–71.

191. Magee GA, Veranyan N, Kuo EC, Ham SW, Ziegler KR, Weaver
FA, et al. Anatomic suitability for “off-the-shelf” thoracic
single side-branched endograft in patients with type B aortic
dissection. J Vasc Surg. 2019;70(6):1776–81.

192. Tsilimparis N, Detter C, Law Y, Rohlffs F, Heidemann F,
Brickwedel J, et al. Single-center experience with an
inner branched arch endograft. J Vasc Surg. 2019;69(4):
977–85.e1.

�2020 Hogrefe Vasa (2020), Supplement 104

S. Nikol et al., Aneurysms and dissections 31

 h
ttp

s:
//e

co
nt

en
t.h

og
re

fe
.c

om
${

co
nt

en
tR

eq
.r

eq
ue

st
U

ri
} 

- 
Su

nd
ay

, N
ov

em
be

r 
08

, 2
02

0 
2:

11
:2

4 
A

M
 -

 I
P 

A
dd

re
ss

:8
6.

18
.2

1.
10

 



193. Law Y, Kölbel T, Detter C, Rohlffs F, von Kodolitsch Y,
Makaloski V, et al. Emergency use of branched thoracic
endovascular repair in the treatment of aortic arch patholo-
gies. Ann Thorac Surg. 2019;107(6):1799–806.

194. Sonesson B, Dias N, Abdulrasak M, Resch T. Midterm results
of laser generated in situ fenestration of the left subclavian
artery during thoracic endovascular aneurysm repair. J Vasc
Surg. 2019;69(6):1664–9.

195. Kuo HS, Huang JH, Chen JS. Handmade stent graft fenes-
tration to preserve left subclavian artery in thoracic
endovascular aortic repairy. Eur J Cardiothorac Surg.
2019;56(3):587–94.

196. Fukushima S, Ohki T, Toya N, Shukuzawa K, Ito E,
Murakami Y, et al. Initial results of thoracic endovascular
repair for uncomplicated type B aortic dissection involving the
arch vessels using a semicustom-made thoracic fenestrated
stent graft. J Vasc Surg. 2019;69(6):1694–703.

197. Zhang L, Wu MT, Zhu GL, Feng JX, Song C, Li HY, et al. Off-
the-shelf devices for treatment of thoracic aortic diseases:
midterm follow-up of TEVAR with chimneys or physician-
made fenestrations. J Endovasc Ther. 2020;27(1):132–42.

198. Canaud L, Ozdemir BA, Chassin-Trubert L, Sfeir J, Alric P,
Gandet T. Homemade fenestrated stent-grafts for complete
endovascular repair of aortic arch dissections. J Endovasc
Ther. 2019;26(5):645–51.

199. Chassin-Trubert L, Mandelli M, Ozdemir BA, Alric P, Gandet
T, Canaud L. Midterm follow-up of fenestrated and scal-
loped physician-modified endovascular grafts for zone 2
TEVAR. J Endovasc Ther. 2019;1526602819881128.

200. Qin J, Zhao Z, Liu G, Ye K, Yin M, Cui C, et al. In situ diode
laser fenestration of aortic arch stent grafts during thoracic
endovascular aortic repair of Stanford type A aortic dissec-
tion. EuroIntervention. 2019;14(18):e1854–e60.

201. Zhu J, Dai X, Noiniyom P, Luo Y, Fan H, Feng Z, et al.
Fenestrated thoracic endovascular aortic repair using Physi-
cian-Modified Stent Grafts (PMSGs) in zone 0 and zone 1 for
aortic arch diseases. Cardiovasc Intervent Radiol. 2019;42(1):
19–27.

202. XiaoHui M, Li W, Wei G, XiaoPing L, Xin J, Hongpeng Z, et al.
Comparison of supra-arch in situ fenestration and chimney
techniques for aortic dissection involving the left subclavian
artery. Vascular. 2019;27(2):153–60.

203. Faure EM, El Batti S, Sutter W, Bel A, Julia P, Achouh P, et al.
Stent-assisted balloon-induced intimal disruption and relam-
ination of distal remaining aortic dissection after acute
DeBakey type I repair. J Thorac Cardiovasc Surg. 2019;157(6):
2159–65.

204. Yap KH, Tham YC, Tay KH, Tze Tec C, Irani FG, Kian CJ, et al.
Homemade candy plug using a zenith alpha thoracic stent-
graft for false lumen distal occlusion in acute-on-chronic
type B aortic dissection. J Endovasc Ther. 2019;26(5):732–5.

205. Rohlffs F, Tsilimparis N, Mogensen J, Makaloski V, Debus S,
Kolbel T. False lumen occlusion in chronic aortic dissection:
the new generation candy-plug II. Ann Vasc Surg.
2019;57:261–5.

206. Eleshra A, Kolbel T, Tsilimparis N, Panuccio G, Scheerbaum
M, Debus ES, et al. Candy-plug generation II for false lumen
occlusion in chronic aortic dissection: feasibility and early
results. J Endovasc Ther. 2019;26(6):782–6.

207. Pellenc Q, Roussel A, De Blic R, Girault A, Cerceau P, Ben
Abdallah I, et al. False lumen embolization in chronic aortic
dissection promotes thoracic aortic remodeling at midterm
follow-up. J Vasc Surg. 2019;70(3):710–7.

208. Spanos K, Kolbel T, Rohlffs F, Heidemann F, Giannoukas AD,
Debus SE, et al. Intentional targeted false lumen occlusion
after aortic dissection: a systematic review of the literature.
Ann Vasc Surg. 2019;56:317–29.

209. Ghoreishi M, Shah A, Jeudy J, Pasrija C, Lebowitz J,
Kaczorowski D, et al. Endovascular repair of ascending
aortic disease in high-risk patients yields favorable out-
come. Ann Thorac Surg. 2020;109(3):678–85.

210. Higashigawa T, Kato N, Nakajima K, Chino S, Hashimoto T,
Ouchi T, et al. Thoracic endovascular aortic repair for
retrograde type A aortic dissection. J Vasc Surg. 2019;69(6):
1685–93.

211. Rohlffs F, Trepte C, Ivancev K, Tsilimparis N, Makaloski V,
Debus ES, et al. Air embolism during TEVAR: liquid perflu-
orocarbon absorbs carbon dioxide in a combined flushing
technique and decreases the amount of gas released from
thoracic stent-grafts during deployment in an experimental
setting. J Endovasc Ther. 2019;26(1):76–80.

212. Castro-Ferreira R, Lachat M, Schneider PA, Freitas A,
Leite-Moreira A, Sampaio SM. Disparities in contemporary
treatment rates of abdominal aortic aneurysms across
western countries. Eur J Vasc Endovasc Surg. 2019;58(2):
200–5.

213. Paajanen P, Makinen K, Karjalainen J, Saari P, Virkkunen J,
Partio T, et al. Effect of endovascular treatment rate on
population level outcomes and survival after intact abdom-
inal aortic aneurysm repair. Eur J Vasc Endovasc Surg.
2019;58(5):698–707.

214. Markar SR, Vidal-Diez A, Patel K, Maynard W, Tukanova K,
Murray A, et al. Comparison of surgical intervention and
mortality for seven surgical emergencies in England and the
United States. Ann Surg. 2019;270(5):806–12.

215. Greenleaf EK, Hollenbeak CS, Aziz F. Outcomes after
ruptured abdominal aortic aneurysm repair in the era of
centralized care. J Vasc Surg. 2020;71(4):1148–61.

216. Melillo AM, Trani JL, Gaughan JP, Carpenter JP, Lombardi
JV. Assessing trends, morbidity, and mortality in ruptured
abdominal aortic aneurysm repair with 9 years of data from
the National Surgical Quality Improvement Program. J Vasc
Surg. 2020;71(2):423–31.

217. Scott DJ, Steenberge SP, Bena JF, Lyden SP. Morphologic
and operative evolution of open ruptured abdominal aortic
aneurysm repair. Ann Vasc Surg. 2020;63:68–82.

218. Trenner M, Salvermoser M, Reutersberg B, Busch A, Schmid
V, Eckstein HH, et al. Regional variation in endovascular
treatment rate and in-hospital mortality of abdominal aortic
aneurysms in Germany. Vasa. 2020;49(2):107–14.

219. Scali ST, Giles KA, Kubilis P, Beck AW, Crippen CJ, Hughes
SJ, et al. Impact of hospital volume on patient safety
indicators and failure to rescue following open aortic
aneurysm repair. J Vasc Surg. 2020;71(4):1135–46.e4.

220. Sawang M, Paravastu SCV, Liu Z, Thomas SD, Beiles CB,
Mwipatayi BP, et al. The relationship between aortic
aneurysm surgery volume and peri-operative mortality in
Australia. Eur J Vasc Endovasc Surg. 2019;57(4):510–9.

221. Esce A, Medhekar A, Fleming F, Glocker R, Ellis J, Raman K,
et al. Increasing surgeon volume correlates with patient
survival following open abdominal aortic aneurysm repair.
J Vasc Surg. 2019;70(3):762–7.

222. Locham S, Hussain F, Dakour-Aridi H, Barleben A, Lane JS,
Malas M. Hospital volume impacts the outcomes of
endovascular repair of thoracoabdominal aortic aneurysms.
Ann Vasc Surg. 2019.

223. Yin K, Locham SS, Schermerhorn ML, Malas MB. Trends of
30-day mortality and morbidities in endovascular repair of
intact abdominal aortic aneurysm during the last decade.
J Vasc Surg. 2019;69(1):64–73.

224. Zarkowsky DS, Hicks CW, Bostock IC, Malas MB, Goodney
PP Extending endovascular aneurysm repair to more
patients without better outcomes. J Vasc Surg. 2019;69(5):
1412–20.e1.

225. Nejim B, Zarkowsky D, Hicks CW, Locham S, Dakour Aridi H,
Malas MB. Predictors of in-hospital adverse events after
endovascular aortic aneurysm repair. J Vasc Surg. 2019;70(1):
80–91.

226. Yang Y, Lehman EB, Flohr TR, Radtka JF, Aziz F. Factors
associated with symptomatic postoperative myocardial
infarction after endovascular aneurysm repair. J Vasc Surg.
2020;71(3):806–14.

Vasa (2020), Supplement 104 �2020 Hogrefe

32 S. Nikol et al., Aneurysms and dissections

 h
ttp

s:
//e

co
nt

en
t.h

og
re

fe
.c

om
${

co
nt

en
tR

eq
.r

eq
ue

st
U

ri
} 

- 
Su

nd
ay

, N
ov

em
be

r 
08

, 2
02

0 
2:

11
:2

4 
A

M
 -

 I
P 

A
dd

re
ss

:8
6.

18
.2

1.
10

 



227. Bath J, Smith JB, Kruse RL, Vogel TR. Cohort study of risk
factors for 30-day readmission after abdominal aortic
aneurysm repair. Vasa. 2019;48(3):251–61.

228. Atti V, Nalluri N, Kumar V, Tabet R, Yandrapalli S, Edla S,
et al. Frequency of 30-day readmission and its causes after
endovascular aneurysm intervention of abdominal aortic
aneurysm (from the Nationwide Readmission Database). Am
J Cardiol. 2019;123(6):986–94.

229. Canning P, Tawfick W, Whelan N, Hynes N, Sultan S. Cost-
effectiveness analysis of endovascular versus open repair of
abdominal aortic aneurysm in a high-volume center. J Vasc
Surg. 2019;70(2):485–96.

230. Bulder RMA, Bastiaannet E, Hamming JF, Lindeman JHN.
Meta-analysis of long-term survival after elective endovas-
cular or open repair of abdominal aortic aneurysm. Br J
Surg. 2019;106(5):523–33.

231. Salata K, Hussain MA, de Mestral C, Greco E, Aljabri BA,
Mamdani M, et al. Comparison of outcomes in elective
endovascular aortic repair vs open surgical repair of abdom-
inal aortic aneurysms. JAMA Netw Open. 2019;2(7):e196578.

232. Revuelta Suero S, Martinez Lopez I, Hernandez Mateo M,
Serrano Hernando FJ. Outcomes of the repair of 1000
abdominal aortic aneurysms in the endovascular era. Ann
Vasc Surg. 2019;59:63–72.

233. Columbo JA, Ramkumar N, Martinez-Camblor P, Kang R,
Suckow BD, O’Malley AJ, et al. Five-year reintervention after
endovascular abdominal aortic aneurysm repair in the
Vascular Quality Initiative. J Vasc Surg. 2020;71(3):799–
805.e1.

234. Behrendt CA, Sedrakyan A, Schwaneberg T, Kolbel T,
Spanos K, Debus ES, et al. Impact of weekend treatment
on short-term and long-term survival after urgent repair of
ruptured aortic aneurysms in Germany. J Vasc Surg. 2019;
69(3):792–9.e2.

235. Yamaguchi T, Nakai M, Sumita Y, Nishimura K, Tazaki J,
Kyuragi R, et al., Editor’s Choice – endovascular repair
versus surgical repair for Japanese patients with ruptured
thoracic and abdominal aortic aneurysms: a nationwide
study. Eur J Vasc Endovasc Surg. 2019;57(6):779–86.

236. Purkiss S, Keegel T, Vally H, Wollersheim D. Long-term
survival following successful abdominal aortic aneurysm
repair evaluated using Australian administrative data. ANZ J
Surg. 2020;90(3):339–44.

237. Johal AS, Loftus IM, Boyle JR, Heikkila K, Waton S, Cromwell
DA. Long-term survival after endovascular and open repair
of unruptured abdominal aortic aneurysm. Br J Surg. 2019;
106(13):1784–93.

238. Harky A, Ahmad MU, Santoro G, Eriksen P, Chaplin G,
Theologou T. Local versus general anesthesia in nonemer-
gency endovascular abdominal aortic aneurysm repair: a
systematic review and meta-analysis. J Cardiothorac Vasc
Anesth. 2020;34(4):1051–9.

239. Krajcer Z, Ramaiah VG, Henao EA, Nelson WK, Moursi MM,
Rajasinghe HA, et al. Comparison of perioperative costs with
fast-track vs standard endovascular aneurysm repair. Vasc
Health Risk Manag. 2019;15:385–93.

240. Mouton R, Rogers CA, Harris RA, Hinchliffe RJ. Local
anaesthesia for endovascular repair of ruptured abdominal
aortic aneurysm. Br J Surg. 2019;106(1):74–81.

241. Faizer R, Weinhandl E, El Hag S, Le Jeune S, Apostolidou I,
Shafii SM, et al. Decreased mortality with local versus
general anesthesia in endovascular aneurysm repair for
ruptured abdominal aortic aneurysm in the Vascular Quality
Initiative database. J Vasc Surg. 2019;70(1):92–101.e1.

242. Tarbunou YA, Smith JB, Kruse RL, Vogel TR. Outcomes
associated with hyperglycemia after abdominal aortic
aneurysm repair. J Vasc Surg. 2019;69(3):763–73.e3.

243. Taimour S, Avdic T, Franzen S, Zarrouk M, Acosta S, Nilsson P,
et al. Survival, cardiovascular morbidity, and reinterventions
after elective endovascular aortic aneurysm repair in patients
with and without diabetes: A nationwide propensity-adjusted
analysis. Vasc Med. 2019;24(6):539–46.

244. Huang Q, Yang H, Hu M, Chen X, Qin X. Effect of diabetes on
long-term mortality following abdominal aortic aneurysm
repair: a systemic review and meta-analysis. Ann Vasc Surg.
2020;64:375–81.

245. Al Adas Z, Nypaver TJ, Shepard AD, Weaver MR, Ryan JT,
Huang J, et al. Survival after abdominal aortic aneurysm
repair is affected by socioeconomic status. J Vasc Surg.
2019;69(5):1437–43.

246. Locham S, Dakour-Aridi H, Bhela J, Nejim B, Bhavana Challa
A, Malas M. Thirty-day outcomes of fenestrated and chim-
ney endovascular repair and open repair of juxtarenal,
pararenal, and suprarenal abdominal aortic aneurysms
using national surgical quality initiative program database
(2012–2016). Vasc Endovascular Surg. 2019;53(3):189–98.

247. Doonan RJ, Girsowicz E, Dubois L, Gill HL. A systematic
review and meta-analysis of endovascular juxtarenal aortic
aneurysm repair demonstrates lower perioperative mortal-
ity compared with open repair. J Vasc Surg. 2019;70(6):
2054–64.e3.

248. Riambau V, Blanco Amil C, Capoccia L, Mestres G, Yugueros
X. FEVAR/BEVAR have limitations and do not always repre-
sent the preferred option for juxtarenal reconstruction.
J Cardiovasc Surg (Torino). 2020;61(1):10–7.

249. O’Donnell TFX, Patel VI, Deery SE, Li C, Swerdlow NJ, Liang P,
et al. The state of complex endovascular abdominal aortic
aneurysm repairs in the Vascular Quality Initiative. J Vasc
Surg. 2019;70(2):369–80.

250. Arnaoutakis DJ, Scali ST, Beck AW, Kubilis P, Huber TS,
Martin AJ, et al. Comparative outcomes of open, hybrid,
and fenestrated branched endovascular repair of extent II
and III thoracoabdominal aortic aneurysms. J Vasc Surg.
2019.

251. Mohamed N, Galyfos G, Anastasiadou C, Sachmpatzidis I,
Kikiras K, Papapetrou A, et al. Fenestrated endovascular
repair for pararenal or juxtarenal abdominal aortic aneurysms:
a systematic review. Ann Vasc Surg. 2020;63:399–408.

252. Van Calster K, Bianchini A, Elias F, Hertault A, Azzaoui R,
Fabre D, et al. Risk factors for early and late mortality after
fenestrated and branched endovascular repair of complex
aneurysms. J Vasc Surg. 2019;69(5):1342–55.

253. Motta F, Crowner JR, Kalbaugh CA, Knowles M, Pascarella L,
McGinigle KL, et al. Stenting of superior mesenteric and
celiac arteries does not increase complication rates after
fenestrated-branched endovascular aneurysm repair. J Vasc
Surg. 2019;70(3):691–701.

254. Donas KP, Usai MV, Taneva GT, Criado FJ, Torsello GB,
Kubilis P, et al. Impact of aortic stent-graft oversizing on
outcomes of the chimney endovascular technique based on a
new analysis of the PERICLES Registry. Vascular. 2019;27(2):
175–80.

255. Jones AD, Waduud MA, Walker P, Stocken D, Bailey MA,
Scott DJA. Meta-analysis of fenestrated endovascular
aneurysm repair versus open surgical repair of juxtarenal
abdominal aortic aneurysms over the last 10 years. BJS
Open. 2019;3(5):572–84.

256. Varkevisser RRB, O’Donnell TFX, Swerdlow NJ, Liang P, Li C,
Ultee KHJ, et al. Fenestrated endovascular aneurysm repair
is associated with lower perioperative morbidity and mor-
tality compared with open repair for complex abdominal
aortic aneurysms. J Vasc Surg. 2019;69(6):1670–8.

257. Rocha RV, Lindsay TF, Friedrich JO, Shan S, Sinha S,
Yanagawa B, et al. Systematic review of contemporary
outcomes of endovascular and open thoracoabdominal
aortic aneurysm repair. J Vasc Surg. 2020;71(4):1396–412.
e12.

258. Geisbusch S, Kuehnl A, Salvermoser M, Reutersberg B,
Trenner M, Eckstein HH. Editor’s Choice – hospital incidence,
treatment, and in hospital mortality following open and
endovascular surgery for thoraco-abdominal aortic aneur-
ysms in Germany from 2005 to 2014: secondary data analysis
of the Nationwide German DRG Microdata. Eur J Vasc
Endovasc Surg. 2019;57(4):488–98.

�2020 Hogrefe Vasa (2020), Supplement 104

S. Nikol et al., Aneurysms and dissections 33

 h
ttp

s:
//e

co
nt

en
t.h

og
re

fe
.c

om
${

co
nt

en
tR

eq
.r

eq
ue

st
U

ri
} 

- 
Su

nd
ay

, N
ov

em
be

r 
08

, 2
02

0 
2:

11
:2

4 
A

M
 -

 I
P 

A
dd

re
ss

:8
6.

18
.2

1.
10

 



259. Karkkainen JM, Pather K, Tenorio ER, Mees B, Oderich GS.
Should endovascular approach be considered as the first
option for thoraco-abdominal aortic aneurysms? J Cardio-
vasc Surg (Torino) 2019;60(3):298–312.

260. Harky A, Kai Chan JS, Ming Wong CH, Bashir M. Open versus
endovascular repair of descending thoracic aortic aneurysm
disease: a systematic review and meta-analysis. Ann Vasc
Surg. 2019;54(304–15):e5.

261. Clough RE, Barilla D, Delsart P, Ledieu G, Spear R, Crichton
S, et al. Editor’s Choice – long-term survival and risk
analysis in 136 consecutive patients with type B aortic
dissection presenting to a single centre over an 11 year
period. Eur J Vasc Endovasc Surg. 2019;57(5):633–8.

262. Boufi M, Patterson BO, Loundou AD, Boyer L, Grima MJ,
Loftus IM, et al. Endovascular versus open repair for chronic
type B dissection treatment: a meta-analysis. Ann Thorac
Surg. 2019;107(5):1559–70.

263. Wang GJ, Cambria RP, Lombardi JV, Azizzadeh A, White RA,
Abel DB, et al. Thirty-day outcomes from the Society for
Vascular Surgery Vascular Quality Initiative thoracic
endovascular aortic repair for type B dissection project.
J Vasc Surg. 2019;69(3):680–91.

264. Harky A, Chan JSK, Wong CHM, Francis N, Grafton-Clarke C,
Bashir M. Systematic review and meta-analysis of acute
type B thoracic aortic dissection, open, or endovascular
repair. J Vasc Surg. 2019;69(5):1599–609.e2.

265. Bertoglio L, Rinaldi E, Melissano G, Chiesa R. The PETTICOAT
concept for endovascular treatment of type B aortic dissec-
tion. J Cardiovasc Surg (Torino). 2019;60(1):91–9.

266. Canaud L, Gandet T, Sfeir J, Ozdemir BA, Solovei L, Alric P.
Risk factors for distal stent graft-induced new entry tear
after endovascular repair of thoracic aortic dissection.
J Vasc Surg. 2019;69(5):1610–4.

267. Ding H, Liu Y, Xie N, Fan R, Luo S, Huang W, et al. Outcomes
of chimney technique for preservation of the left subclavian
artery in type B aortic dissection. Eur J Vasc Endovasc Surg.
2019;57(3):374–81.

268. Tenorio ER, Oderich GS, Farber MA, Schneider DB, Timaran
CH, Schanzer A, et al. Outcomes of endovascular repair of
chronic postdissection compared with degenerative thora-
coabdominal aortic aneurysms using fenestrated-branched
stent grafts. J Vasc Surg. 2019.

269. Trimarchi S, de Beaufort HWL, Tolenaar JL, Bavaria JE, Desai
ND, Di Eusanio M, et al. Acute aortic dissections with entry
tear in the arch: A report from the International Registry of
Acute Aortic Dissection. J Thorac Cardiovasc Surg. 2019;
157(1):66–73.

270. Konstantinou N, Debus ES, Vermeulen CFW, Wipper S,
Diener H, Larena-Avellaneda A, et al. Cervical debranching
in the endovascular era: a single centre experience. Eur J
Vasc Endovasc Surg. 2019;58(1):34–40.

271. Li Y, Hu Z, Zhang J, Zheng H, Wang J, Chen Z, et al. Iliac
aneurysms treated with endovascular iliac branch device: a
systematic review and meta-analysis. Ann Vasc Surg.
2019;56:303–16.

272. D’Oria M, Mendes BC, Bews K, Hanson K, Johnstone J,
Shuja F, et al. Perioperative outcomes after use of iliac
branch devices compared with hypogastric occlusion or
open surgery for elective treatment of aortoiliac aneurysms
in the NSQIP database. Ann Vasc Surg. 2020;62:35–44.

273. Verzini F, Parlani G, Varetto G, Gibello L, Boero M, Torsello
GF, et al. Late outcomes of different hypogastric stent grafts
in aortoiliac endografting with iliac branch device: Results
from the pELVIS Registry. J Vasc Surg. 2019.

274. Donas KP, Taneva GT, Pitoulias GA, Torsello G, Veith FJ.
Coexisting hypogastric aneurysms worsen the outcomes of
endovascular treatment by the iliac branch devices within
the pELVIS Registry. J Vasc Surg. 2019;69(4):1072–9.e1.

275. Kim JY, Kim DH, Quan C, Suh YJ, Ann HY, Kim JI, et al.
Treatment options for isolated iliac artery aneurysms and
their impact on aortic diameter after treatment. Ann Surg
Treat Res. 2019;96(3):146–51.

276. Lee KB, Lu J, Macsata RA, Patel D, Yang A, Ricotta JJ,
et al. Inferior mesenteric artery replantation does not
decrease the risk of ischemic colitis after open infrarenal
abdominal aortic aneurysm repair. J Vasc Surg. 2019;69(6):
1825–30.

277. Locham S, Faateh M, Dhaliwal J, Nejim B, Dakour-Aridi H,
Malas MB. Outcomes and cost of fenestrated versus standard
endovascular repair of intact abdominal aortic aneurysm in
the United States. J Vasc Surg. 2019;69(4):1036–44.e1.

278. Tenorio ER, Eagleton MJ, Karkkainen JM, Oderich GS.
Prevention of spinal cord injury during endovascular thora-
coabdominal repair. J Cardiovasc Surg (Torino). 2019;60(1):
54–65.

279. Spanos K, Kolbel T, Kubitz JC, Wipper S, Konstantinou N,
Heidemann F, et al. Risk of spinal cord ischemia after
fenestrated or branched endovascular repair of complex
aortic aneurysms. J Vasc Surg. 2019;69(2):357–66.

280. Piazza M, Squizzato F, Milan L, Miccoli T, Grego F, Antonello
M. Incidence and predictors of neurological complications
following thoracic endovascular aneurysm repair in the
global registry for endovascular aortic treatment. Eur J Vasc
Endovasc Surg. 2019;58(4):512–9.

281. Yang GK, Misskey J, Arsenault K, Gagnon J, Janusz M,
Faulds J. Outcomes of a spinal drain and intraoperative
neurophysiologic monitoring protocol in thoracic endovas-
cular aortic repair. Ann Vasc Surg. 2019;61:124–33.

282. Choong A, Wee IJY, Almond M, Muratani M, Kovari F,
Russai R, et al. A systematic review of the use of biochemical
markers in the assessment of spinal cord ischemia in
thoracoabdominal aortic aneurysm repair. Vasc Endovascular
Surg. 2019;53(3):230–41.

283. Harky A, Fok M, Fraser H, Howard C, Rimmer L, Bashir M.
Could cerebrospinal fluid biomarkers offer better predictive
value for spinal cord ischaemia than current neuromonitor-
ing techniques during thoracoabdominal aortic aneurysm
repair – a systematic review. Braz J Cardiovasc Surg.
2019;34(4):464–71.

284. Karkkainen JM, Cirillo-Penn NC, Sen I, Tenorio ER, Mauer-
mann WJ, Gilkey GD, et al. Cerebrospinal fluid drainage
complications during first stage and completion fenes-
trated-branched endovascular aortic repair. J Vasc Surg.
2020;71(4):1109–18.e2.

285. Malloy PC, Raghavan A, Elder T, Wright J, Wright CH, Burant
C, et al. Cerebrospinal fluid drainage during endovascular
aortic aneurysm repair: a systematic review of the literature
and treatment recommendations. Vasc Endovascular Surg.
2020;54(3):205–13.

286. Pasqualucci A, Al-Sibaie A, Vaidyan KPT, Paladini A, Nadhari
MY, Gori F, et al. Epidural corticosteroids, lumbar spinal
drainage, and selective hemodynamic control for the pre-
vention of spinal cord ischemia in thoracoabdominal
endovascular aortic repair: a new clinical protocol. Adv Ther.
2020;37(1):272–87.

287. Bertoglio L, Katsarou M, Loschi D, Rinaldi E, Mascia D,
Kahlberg A, et al. Elective multistaged endovascular repair
of thoraco-abdominal aneurysms with fenestrated and
branched endografts to mitigate spinal cord ischaemia.
Eur J Vasc Endovasc Surg. 2020;59(4):565–76.

288. Orrico M, Ronchey S, Setacci C, Vona A, Marino M, Nesi F,
et al. The “bare branch” for safe spinal cord ischemia
prevention after total endovascular repair of thoracoabdom-
inal aneurysms. J Vasc Surg. 2019;69(6):1655–63.

289. Petroff D, Czerny M, Kolbel T, Melissano G, Lonn L,
Haunschild J, et al. Paraplegia prevention in aortic aneurysm
repair by thoracoabdominal staging with “minimally invasive
staged segmental artery coil embolisation” (MIS(2)ACE): trial
protocol for a randomised controlled multicentre trial. BMJ
Open. 2019;9(3):e025488.

290. Sonesson B, Dias NV, Resch TA. New technique for precon-
ditioning of the spinal cord before endovascular repair of
descending thoracic and thoracoabdominal aortic aneur-
ysms. J Endovasc Ther. 2019;26(5):691–6.

Vasa (2020), Supplement 104 �2020 Hogrefe

34 S. Nikol et al., Aneurysms and dissections

 h
ttp

s:
//e

co
nt

en
t.h

og
re

fe
.c

om
${

co
nt

en
tR

eq
.r

eq
ue

st
U

ri
} 

- 
Su

nd
ay

, N
ov

em
be

r 
08

, 2
02

0 
2:

11
:2

4 
A

M
 -

 I
P 

A
dd

re
ss

:8
6.

18
.2

1.
10

 



291. Hiramoto JS, Hoffman M, Gasper W, Reilly L, Chuter T. Strict
control of blood glucose with an intravenous insulin infusion
decreases the risk of post-operative lower extremity weak-
ness after complex endovascular aortic aneurysm repair.
Eur J Vasc Endovasc Surg. 2019;58(6):848–53.

292. Yamanaka K, Eldeiry M, Aftab M, Ryan TJ, Meng X, Weyant
MJ, et al. Synergetic induction of NGF with diazoxide and
erythropoietin attenuates spinal cord ischemic injury. J Surg
Res. 2019;233:124–31.

293. Fakhri S, Dargahi L, Abbaszadeh F, Jorjani M. Effects of
astaxanthin on sensory-motor function in a compression
model of spinal cord injury: Involvement of ERK and AKT
signalling pathway. Eur J Pain. 2019;23(4):750–64.

294. Li XG, Du JH, Lu Y, Lin XJ. Neuroprotective effects of
rapamycin on spinal cord injury in rats by increasing auto-
phagy and Akt signaling. Neural Regen Res. 2019;14(4):721–7.

295. Ocal O, Borcek AO, Pasaoglu O, Gundogdu AC, Kaplanoglu
GT, Baykaner MK. Can quercetin be an option for treatment
of spinal cord injury? An experimental study Turk Neurosurg.
2019;29(2):247–53.

296. Lapchak PA, Boitano PD, Bombien R, Chou D, Knight M,
Muehle A, et al. CNB-001 reduces paraplegia in rabbits
following spinal cord ischemia. Neural Regen Res. 2019;14
(12):2192–8.

297. Preventza O, Liao JL, Olive JK, Simpson K, Critsinelis AC,
Price MD, et al. Neurologic complications after the frozen
elephant trunk procedure: A meta-analysis of more than
3000 patients. J Thorac Cardiovasc Surg. 2019.

298. Gombert A, Kirner L, Ketting S, Ruckbeil MV, Mees B, Barbati
ME, et al. Editor’s Choice – outcomes after one stage versus
two stage open repair of type ii thoraco-abdominal aortic
aneurysms. Eur J Vasc Endovasc Surg. 2019;57(3):340–8.

299. Dossabhoy SS, Simons JP, Crawford AS, Aiello FA, Judelson
DR, Arous EJ, et al. Impact of acute kidney injury on long-
term outcomes after fenestrated and branched endovascu-
lar aortic aneurysm repair. J Vasc Surg. 2019.

300. Wang SK, Lemmon GW, Gupta AK, Dalsing MC, Sawchuk AP,
Motaganahalli RL, et al. Fenestrated endovascular aneur-
ysm repair-induced acute kidney injury does not result in
chronic renal dysfunction. J Vasc Surg. 2019;69(6):1679–84.

301. Charles ER, Lui D, Delf J, Sayers RD, Bown MJ, Sidloff D,
et al. Editor’s Choice – the impact of endovascular aneurysm
repair on long term renal function based on hard renal
outcomes. Eur J Vasc Endovasc Surg. 2019;58(3):328–33.

302. Saratzis A, Joshi S, Benson RA, Bosanquet D, Dattani N,
Batchelder A, et al. Acute Kidney Injury (AKI) in Aortic
Intervention: Findings From the Midlands Aortic Renal Injury
(MARI) cohort study. Eur J Vasc Endovasc Surg. 2019.

303. Banno H, Ikeda S, Kawai Y, Fujii T, Akita N, Takahashi N,
et al. Suprarenal fixation is associated with worse midterm
renal function after endovascular abdominal aortic aneur-
ysm repair compared with infrarenal fixation. J Vasc Surg.
2020;71(2):450–6.

304. Taneva GT, Reyes Valdivia A, Pitoulias GA, El Amrani Joutey
M, Donas KP, Ocana Guaita J, et al. Partial renal coverage
after endovascular aortic aneurysm repair with suprarenal
fixation seems not to be associated with early renal
impairment. Ann Vasc Surg. 2020;64:124–31.

305. Maurer K, Verloh N, Lurken L, Zeman F, Stroszczynski C,
Pfister K, et al. Kidney failure after occlusion of accessory
renal arteries in endovascular abdominal aneurysm repair.
Cardiovasc Intervent Radiol. 2019;42(12):1687–94.

306. Lareyre F, Panthier F, Jean-Baptiste E, Hassen-Khodja R,
Raffort J. Coverage of accessory renal arteries during
endovascular aortic aneurysm repair: what are the conse-
quences and the implications for clinical practice? Angiology
2019;70(1):12–9.

307. Lareyre F, Raffort J, Carboni J, Chikande J, Massiot N, Voury-
Pons A, et al. Impact of polar renal artery coverage after
fenestrated endovascular aortic repair for juxtarenal and
type IV thoracoabdominal aortic aneurysms. Ann Vasc Surg.
2019;58(45–53):e1.

308. Gombert A, Martin L, Foldenauer AC, Krajewski C, Greiner A,
Kotelis D, et al. Comparison of urine and serum neutrophil
gelatinase-associated lipocalin after open and endovascular
thoraco-abdominal aortic surgery and their meaning as
indicators of acute kidney injury. Vasa. 2019;48(1):79–87.

309. Guirguis-Blake JM, Beil TL, Senger CA, Coppola EL. Primary
care screening for abdominal aortic aneurysm: updated
evidence report and systematic review for the US preventive
services task force. Jama. 2019;322(22):2219–38.

310. Owens DK, Davidson KW, Krist AH, Barry MJ, Cabana M,
Caughey AB, et al. Screening for abdominal aortic aneurysm:
US preventive services task force recommendation state-
ment. JAMA. 2019;322(22):2211–8.

311. Mori M, Bin Mahmood SU, Yousef S, Shioda K, Faggion
Vinholo T, Mangi AA, et al. Prevalence of incidentally
identified thoracic aortic dilations: insights for screening
criteria. Can J Cardiol. 2019;35(7):892–8.

312. Dombrowski D, Long GW, Chan J, Brown OW. Screening
chest computed tomography is indicated in all patients with
abdominal aortic aneurysm. Ann Vasc Surg. 2019.

313. Oliver-Williams C, Sweeting MJ, Jacomelli J, Summers L,
Stevenson A, Lees T, et al. Safety of men with small and
medium abdominal aortic aneurysms under surveillance in
the NAAASP. Circulation. 2019;139(11):1371–80.

314. Choong A, Marjot J, Wee IJY, Syn N, Marjot T, Brightwell RE,
et al. Forecasting aortic aneurysm rupture: A systematic
review of seasonal and atmospheric associations. J Vasc
Surg. 2019;69(5):1615–32.e17.

315. Singh TP, Wong SA, Moxon JV, Gasser TC, Golledge J.
Systematic review and meta-analysis of the association
between intraluminal thrombus volume and abdominal
aortic aneurysm rupture. J Vasc Surg. 2019;70(6):2065–73.
e10.

316. Elbasty A, Nickinson ATO, Delaney C, Stather PW, Burrows
M, Delbridge M, et al. Outcomes of sub-threshold abdominal
aortic aneurysms undergoing surveillance in patients aged
85 years or over. Eur J Vasc Endovasc Surg. 2019;58(3):357–
61.

317. Ziganshin BA, Zafar MA, Elefteriades JA. Descending
threshold for ascending aortic aneurysmectomy: Is it time
for a “left-shift” in guidelines? J Thorac Cardiovasc Surg
2019;157(1):37–42.

318. Piffaretti G, Bacuzzi A, Gattuso A, Mozzetta G, Cervarolo MC,
Dorigo W, et al. Outcomes following non-operative manage-
ment of thoracic and thoracoabdominal aneurysms. World J
Surg. 2019;43(1):273–81.

319. Rasiova M, Kosco M, Spak L, Moscovic M, Zidzik J, Slaba E,
et al. Higher preprocedural fibrinogen levels are associated
with aneurysm sac regression after EVAR. Vasa. 2019;48
(4):347–54.

320. Maximus S, Skelly C, Milner R. Velocities of type II endoleaks
on Doppler ultrasonography predict outcome. J Vasc Surg.
2019.

321. D’Oria M, Oderich GS, Tenorio ER, Karkkainen JM, Mendes
BC, Macedo TA, et al. Natural history of isolated type II
endoleaks in patients treated by fenestrated-branched
endovascular repair for pararenal and thoracoabdominal
aortic aneurysms. J Vasc Surg. 2019.

322. Chew DK, Dong S, Schroeder AC, Hsu HW, Franko J. The role
of the inferior mesenteric artery in predicting secondary
intervention for type II endoleak following endovascular
aneurysm repair. J Vasc Surg. 2019;70(5):1463–8.

323. Vaillant M, Barral PA, Mancini J, De Masi M, Bal L, Piquet P,
et al. Preoperative inferior mesenteric artery embolization is
a cost-effective technique that may reduce the rate of
aneurysm sac diameter enlargement and reintervention
After EVAR. Ann Vasc Surg. 2019;60:85–94.

324. Samura M, Morikage N, Otsuka R, Mizoguchi T, Takeuchi Y,
Nagase T, et al. Endovascular aneurysm repair with inferior
mesenteric artery embolization for preventing type Ii
endoleak: a prospective randomized controlled trial. Ann
Surg. 2020;271(2):238–44.

�2020 Hogrefe Vasa (2020), Supplement 104

S. Nikol et al., Aneurysms and dissections 35

 h
ttp

s:
//e

co
nt

en
t.h

og
re

fe
.c

om
${

co
nt

en
tR

eq
.r

eq
ue

st
U

ri
} 

- 
Su

nd
ay

, N
ov

em
be

r 
08

, 2
02

0 
2:

11
:2

4 
A

M
 -

 I
P 

A
dd

re
ss

:8
6.

18
.2

1.
10

 



325. Rhee R, Oderich G, Hertault A, Tenorio E, Shih M, Honari S,
et al. Multicenter experience in translumbar type II endoleak
treatment in the hybrid room with needle trajectory planning
and fusion guidance. J Vasc Surg. 2019.

326. Guo Q, Zhao J, Ma Y, Huang B, Yuan D, Yang Y, et al. A meta-
analysis of translumbar embolization versus transarterial
embolization for type II endoleak after endovascular repair
of abdominal aortic aneurysm. J Vasc Surg. 2020;71
(3):1029–34.e1.

327. Belvroy VM, de Beaufort HWL, van Herwaarden JA, Trimarchi
S, Moll FL, Bismuth J. Type 1b endoleaks after thoracic
endovascular aortic repair are inadequately reported: a
systematic review. Ann Vasc Surg. 2020;62:474–83.

Correspondence address
Professor Dr. med. Sigrid Nikol
ASKLEPIOS Klinik St. Georg
Klinische und Interventionelle Angiologie
Lohmühlenstraße 5
20099 Hamburg
Germany
s.nikol@asklepios.com

Vasa (2020), Supplement 104 �2020 Hogrefe

36 S. Nikol et al., Aneurysms and dissections

 h
ttp

s:
//e

co
nt

en
t.h

og
re

fe
.c

om
${

co
nt

en
tR

eq
.r

eq
ue

st
U

ri
} 

- 
Su

nd
ay

, N
ov

em
be

r 
08

, 2
02

0 
2:

11
:2

4 
A

M
 -

 I
P 

A
dd

re
ss

:8
6.

18
.2

1.
10

 



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2540 2540]
  /PageSize [612.000 792.000]
>> setpagedevice


