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Progress in Endovascular
Aortic Repair for Women

he diagnosed prevalence of abdominal aortic aneurysm (AAA) in women

is approximately 20% of that in men."* Therefore, women are underrepre-

sented in epidemiologic studies and trials in which screening and therapeutic
methods are evaluated. Consequently, central issues related to AAA in women have
not been fully investigated.

First, screening recommendations provide inadequate guidance for women. The
United States Preventive Services Task Force has concluded that insufficient evidence
exists for screening women with a history of smoking and has advised against screen-
ing women who have never smoked.* The only prospective studies of ultrasound
screening in women yielded no difference in mortality rates at 10 years.>> Subsequent
efforts to identify women at high risk of AAA have been more promising.®’

Female sex is associated with a more rapid aneurysmal growth rate and earlier
rupture.* These findings suggest that women might benefit more from earlier AAA
repair than do men. In addition, AAAs in women are more likely to have complex
features.” The median infrarenal aortic neck length in women is 12 mm, compared
with 16 mm in men. The degree of neck angulation is greater in women (45° vs 36°),
and iliac vessel caliber is smaller (11 vs 14 mm). Thus, approximately 60% of women
are not eligible for endovascular aortic repair (EVAR) with use of conventional de-
vices."

Recent advances in device design, including smaller delivery systems and modifica-
tions to accommodate shorter neck lengths and greater angulation, can be expected to
increase EVAR eligibility in women. For instance, the Endurant® I AAA Stent Graft
System (Medtronic, Inc.; Minneapolis, Minn) and the TriVascular Ovation Prime®
device (TriVascular, an Endologix company; Santa Rosa, Calif)) can accommodate
neck lengths as short as 10 mm and 7 mm, respectively. The Zenith® Fenestrated
AAA Endovascular Graft (Cook Medical Inc.; Bloomington, Ind), which is uniquely
manufactured to conform to patients’ aortic anatomy, can be used in necks as short
as 4 mm. Extreme neck angulation is accommodated by the Aorfix™ Endovascular
Stent Graft (Lombard Medical, Inc.; Irvine, Calif ). These devices can also be used
in patients who have iliac vessel diameters as narrow as 8 mm and as wide as 25 mm.
The TriVascular Ovation® provides the lowest-profile delivery system at 14F.

The ongoing LIFE Study seeks to show benefits associated with the low-profile
TriVascular Ovation Prime device in conjunction with the Fast-Track EVAR Protocol,
which includes percutaneous access, conscious sedation, and next-day discharge from
the hospital.”? Thirty-day results include low rates of adverse events, high procedural
success rates, freedom from endoleak, and hospital readmission rates 5 times lower
than those in contemporary EVAR reports (1.6% vs 8.2%)." Patients assigned to
the fast-track approach showed a trend toward more greatly improved quality of life.
Whether the predicted benefits of the Ovation Prime device will specifically translate
into improved outcomes in female patients will be determined in the forthcoming
LUCY Study.*

The underrepresentation of women in clinical trials related to AAA has resulted in
a lack of guidance for patients and physicians in the central issues of natural history,
screening, and treatment threshold. Technical advances in stent-grafts, which are now
lower-profile and more compatible with complex aneurysmal features, are likely to
increase eligibility for EVAR in women. In addition to procedural advances, future
study should focus on improved screening algorithms and defining the optimal treat-
ment threshold in women.

http://dx.doi.org/10.14503/THIJ-17-6256 345

http://prime-pdf-watermark.prime-prod.pubfactory.com/ | 2025-02-05


mailto:zvonkomd@aol.com

References

346

DeRubertis BG, Trocciola SM, Ryer EJ, Pieracci FM, Mc-
Kinsey JF, Faries PL, Kent KC. Abdominal aortic aneurysm
in women: prevalence, risk factors, and implications for
screening, ] Vasc Surg 2007;46(4):630-5.

Lederle FA, Johnson GR, Wilson SE; Aneurysm Detection
and Management Veterans Affairs Cooperative Study. Ab-
dominal aortic aneurysm in women. ] Vasc Surg 2001;34(1):
122-6.

Scott RA, Bridgewater SG, Ashton HA. Randomized clinical
trial of screening for abdominal aortic aneurysm in women.
Br J Surg 2002;89(3):283-5.

Final Recommendation Statement: Abdominal aortic aneu-
rysm: screening. U.S. Preventive Services Task Force. June
2014. Available at: https://www.uspreventiveservicestask
force.org/Page/Document/RecommendationStatement
Final/abdominal-aortic-aneurysm-screening [2014 Jun].
Norman PE, Jamrozik K, Lawrence-Brown MM, Le MT,
Spencer CA, Tuohy R], et al. Population based randomised
controlled trial on impact of screening on mortality from ab-
dominal aortic aneurysm [published erratum appears in BMJ
2005;330(7491):596]. BMJ 2004;329(7477):1259.

Chabok M, Nicolaides A, Aslam M, Farahmandfar M,
Humphries K, Kermani NZ, et al. Risk factors associated
with increased prevalence of abdominal aortic aneurysm in
women. Br ] Surg 2016;103(9):1132-8.

Kent KC, Zwolak RM, Egorova NN, Riles TS, Manganaro
A, Moskowitz AJ, et al. Analysis of risk factors for abdominal
aortic aneurysm in a cohort of more than 3 million individu-

als. ] Vasc Surg 2010;52(3):539-48.

Endovascular Aortic Repair in Women

10.

11.

12.

13.

14.

Brown LC, Powell JT. Risk factors for aneurysm rupture in
patients kept under ultrasound surveillance. UK Small Aneu-
rysm Trial Participants. Ann Surg 1999;230(3):289-97.
Solberg S, Singh K, Wilsgaard T, Jacobsen BK. Increased
growth rate of abdominal aortic aneurysms in women. The
Tromse study. Eur ] Vasc Endovasc Surg 2005;29(2):145-9.
Sweet MP, Fillinger MF, Morrison TM, Abel DB. The in-
fluence of gender and aortic aneurysm size on eligibility for
endovascular abdominal aortic aneurysm repair [published
erratum appears in J Vasc Surg 2012;55(1):310]. J Vasc Surg
2011;54(4):931-7.

Morrison TM, Fillinger MF, Meyer CA, Abel DB, Yan XS.
Gender disparities in endovascular treatment options for in-
frarenal abdominal aortic aneurysms. Available at: hteps://
wayback.archive-it.org/7993/20161024042327/http:/Iwww.
fda.gov/downloads/MedicalDevices/NewsEvents/ Work
shopsConferences/UCM359044.pdf [2013 Jun 25; cited
2017 Oct 12].

Krajcer Z, Ramaiah VG, Huetter M, Miller LE. Fast-track
endovascular aortic repair: interim report from the prospective
LIFE registry. Catheter Cardiovasc Interv 2016;88(7):1118-
23

Gupta PK, Fernandes-Taylor S, Ramanan B, Engelbert TL,
Kent KC. Unplanned readmissions after vascular surgery. J
Vasc Surg 2014;59(2):473-82.

LUCY Study: TriVascular evaluation of females who are
underrepresented candidates for abdominal aortic aneurysm
repair (LUCY). Available at: hetps://clinicaltrials.gov/ct2/
show/NCT02479191 [2015 Jun 24; updated 2017 May 3].

Oct. 2017, Vol. 44, No. 5

http://prime-pdf-watermark.prime-prod.pubfactory.com/ | 2025-02-05



