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Abstract
Background: Infrarenal abdominal aortic aneurysms (AAA) are responsible for high rates of rupture-associated 
morbidity and mortality and can be treated by open or endovascular surgery. Objectives: To analyze risk factors and 
survival associated with surgical and endovascular AAA treatment methods. Methods: A retrospective, longitudinal 
study involving 41 patients who underwent endovascular or open AAA repair, whether elective or emergency, over a 
48-month period, with analysis of preoperative comorbidities, 30-day and 1-year survival, in-hospital mortality, length 
of hospital stay, transfusion of blood products, duration of surgery, and development of acute kidney failure. Inferential 
statistics and survival analysis considered a 95% CI and p < 0.05 as significant. Results: Twelve of the 41 patients were 
treated with open surgery and 29 with endovascular techniques. The majority were male (75%), with an average age of 
71 (range: 56 – 90 years). There were no differences in demographic or risk factors between the groups. Overall survival 
rates for open and endovascular repair were different for both 30 days (37 vs. 72%, p = 0.01) and 360 days (37 vs. 67%, 
p = 0.01). However, survival rates in elective cases were similar at 30 days (71 vs. 76%, p = 0.44) and 360 days (both 71%, 
p = 0.34). Endovascular repair showed shorter length of hospital stay (3.0 vs. 4.4 days; p = 0.02) and duration of surgery 
(111 vs. 163 min; p < 0.01) compared to open repair. Conclusions: There was no difference in short- or medium-term 
survival of AAA patients treated electively with endovascular or open surgery. Hospital stays and duration of surgery 
were both shorter with minimally invasive treatment. 
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Resumo
Contexto: Os aneurismas de aorta abdominal (AAA) infrarrenal apresentam alta morbimortalidade associada à ruptura 
e podem ser tratados por cirurgia aberta ou endovascular. Objetivos: Analisar os fatores de risco e a sobrevida associados 
aos métodos cirúrgico e endovascular no tratamento do AAA. Métodos: Estudo retrospectivo e longitudinal envolvendo 
41 pacientes submetidos à correção endovascular ou aberta do AAA, de forma eletiva ou emergencial, no período de 
48 meses. Foi realizada análise de comorbidades pré-operatórias, sobrevida em 30 dias e 1 ano, mortalidade hospitalar, 
tempo de internação, hemotransfusões, duração da cirurgia e ocorrência de insuficiência renal aguda. A estatística 
inferencial e a análise de sobrevida foram realizadas considerando intervalo de confiança de 95% e p < 0,05 como 
significante. Resultados: Dos 41 pacientes, 12 foram submetidos à correção aberta e 29, à endovascular. A maioria 
eram homens (75%), com média de idade de 71 anos (mín. 56, máx. 90 anos). Não houve diferenças de fatores de 
risco entre os grupos. A sobrevida global dos pacientes foi diferente para os tratamentos aberto e endovascular, tanto 
em 30 dias (37 vs. 72%; p = 0,01) quanto em 360 dias (37 vs. 67%; p = 0,01), respectivamente. A sobrevida dos casos 
eletivos em 30 dias (71 vs. 76%; p = 0,44) e 360 dias (ambas 71%; p = 0,34) foram semelhantes. O reparo endovascular 
apresentou menor tempo de internação (3,0 vs. 4,4 dias; p = 0,02) e duração da cirurgia (111 vs. 163 min; p = 0,005) 
quando comparado à cirurgia aberta. Conclusões: Não houve diferença na sobrevida em curto e médio prazo dos 
pacientes com AAA tratados de forma eletiva pelas técnicas endovascular e cirúrgica. Menor tempo de internação e 
duração da cirurgia foram observados no tratamento minimamente invasivo. 

Palavras-chave: aneurisma da aorta abdominal; fatores de risco; implante de prótese vascular; análise de sobrevida.
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INTRODUCTION

Infrarenal abdominal aortic aneurysms (AAA) are 
the most common type and occur in around 2.3% of 
the general population,1 and as much as 5.96% of 
men over the age of 60 years. Furthermore, there 
is a possibility of complications including rupture, 
when mortality can be as high as 80 to 90%.2 Some 
risk factors associated with development of AAA are 
well‑defined, such as advanced age, male sex, smoking, 
family history, and presence of other aneurysms in 
large vessels.3,4

Open surgical repair is considered effective and 
definitive and has been performed since 1951. However, 
this technique is associated with non‑negligible 
morbidity and mortality rates, long periods in 
hospital, and a need for blood transfusion. Mortality 
rates associated with elective surgery can range from 
5 to 10%.5,6 Endovascular treatments have been in 
development since 1991 as an alternative option 
for high‑risk patients who cannot be subjected to 
open surgery. Nowadays, with the accumulation 
of experience and development of safer and more 
flexible prostheses, endovascular treatment can be 
considered the method of choice, even for patients 
whose surgical risk assessments and anatomic 
characteristics are favorable for the conventional 
open surgical technique.6,7 Controlled trials and cohort 
studies have shown lower short‑term perioperative 
morbidity and mortality with endovascular repair than 
with open surgical repair. However, the long‑term 
survival curves for the two techniques are similar. 
The incidence of reinterventions is also higher after 
endovascular repair than after open surgical repair.6‑11

In view of the scarcity of published data from Brazil 
on the comparative outcomes of the two techniques 
used to manage AAA, the objective of this study is 
to analyze the main risk factors and the short (up to 
30 days) and medium‑term (up to 1 year) survival of 
patients treated with open and endovascular repair 
in a quaternary hospital. The study was approved by 
the institution’s Research Ethics Committee under 
protocol number 2.069.326.

METHODS

This is a retrospective study conducted by analysis 
of the medical records of 45 patients treated with open 
or endovascular repair of infrarenal AAA from March 
2013 to March 2017 in a quaternary hospital. There 
was no formal randomization of the patients treated 
at this service to choose the method employed (open 
or endovascular repair). However, the decision of 
which technique to use was taken in team meetings 
after analysis of tomographic anatomy, comorbidities, 

and surgical risk assessments. Elective patients 
with favorable anatomy (proximal neck > 25 mm in 
length or angle < 60º and external iliac arteries with 
diameter > 7 mm) or those with borderline anatomy 
(proximal neck from 15 to 25 mm in length or angle 
from 60º to 70º), but with a high surgical risk, were 
treated using the minimally invasive technique. 
The remaining elective cases were treated with 
open surgery. For urgent cases (ruptured or acutely 
expanding aneurysms), the technique was chosen 
based on stability of clinical status, favorability of 
anatomy, and immediate availability of endoprostheses. 
Each patient studied only underwent one aneurysm 
repair procedure. Data on a total of 10 preoperative 
clinical variables and eight postoperative clinical 
variables were collected and input to an electronic 
spreadsheet. Four medical records for surgical patients 
were incomplete (two did not contain data on duration 
of surgery, one did not have complete laboratory test 
results, and one did not have an accessible imaging 
exam that could be used to analyze aneurysm diameter) 
and were excluded from the study, leaving a total of 
41 medical records for analysis. Correlations between 
the anatomic characteristics of the aneurysms and 
their outcomes were not studied because there was 
incomplete availability of examinations that could 
be used for reconstruction.

Systemic arterial hypertension was defined as 
pressure greater than 140 x 90 mmHg or continuous 
use of antihypertensive; diabetes mellitus as fasting 
glycemia > 106 mg/dL or use of hypoglycemics; 
smoking as prior or current use of tobacco or derivatives; 
kidney failure as creatinine clearance < 60 mL/min or 
serum creatinine > 1.5 mg/dL; and peripheral arterial 
occlusive disease as an ankle‑brachial index < 0.9 or 
evident clinical signs of arterial occlusion. Other 
parameters analyzed were history of acute myocardial 
infarction less than 6 months previously, stroke, angina, 
abdominal pains, and aneurysm diameter. Ruptured 
AAA were diagnosed with imaging exams (ultrasound 
or computed tomography). The data collected for 
variables after AAA repair were hospital mortality 
(occurring during the surgical procedure or in the 
immediate postoperative period), overall mortality (death 
from any cause, outside of the hospital setting, after 
discharge), time in an intensive care unit for less than 
24 hours, need for blood transfusion intraoperatively 
or postoperatively, acute kidney failure (increase of 
0.5 mg/dL or increase of 25% over baseline), length 
of hospital stay after AAA repair, and duration of 
surgery. The follow‑up period chosen for survival 
analysis was up to 360 days.

The descriptive statistics calculated were means 
and standard deviations. Intergroup inferential analysis 
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(open surgery vs. endovascular repair) was conducted 
using Student’s t test for independent samples, the 
Mann‑Whitney test or Fisher’s exact test. Survival 
was analyzed using Kaplan‑Meier curves with the 
log‑rank test for comparison between groups. Graphpad 
Prism version 7.0c was used, with 95% confidence 
interval (CI) and statistical significance to p < 0.05.

RESULTS

Twenty‑nine of the 41 patients treated for AAA 
underwent endovascular repair and 12 underwent 
open surgery. The majority were male (n = 29; 70.7%) 
and the mean age of the patients was 71 (range 
56‑90 years). Fourteen patients died during the study 
period. Nine cases (22%) involved ruptured AAA, 
among whom two out of four patients treated with 
endovascular procedures survived, while four out 

of five patients treated with open surgery died in the 
immediate postoperative period. Up to the end of the 
period studied, just one of the open surgery cases 
and nine endovascular treatment cases were still in 
outpatient follow‑up.

Table 1 lists the risk factors for both groups of 
patients. No statistical differences between the groups 
were detected. Table 2 shows the comparison between 
the postoperative characteristics of the groups of 
patients treated with open and endovascular surgery. 
It was observed that overall hospital mortality, length 
of hospital stay, and duration of surgery were all 
statistically lower in the endovascular treatment 
group. The length of hospital stay analysis only 
included patients who were actually discharged from 
hospital, with a median of 4 days for open surgery 
(range: 3‑6 days) and 2 days for endovascular treatment 
(range: 1‑10 days).

Table 1. Preoperative risk factors observed in open surgery and endovascular repair groups.

Risk factors
Open Endovascular

p
n % n %

Sex

Male 8 67 23 79 0.44

Female 4 33 6 21

Age (years) 69 7.2 (SD) 72 9.5 (SD) 0.32

SAH 10 83 23 79 0.99

Diabetes mellitus 1 8.3 6 20.7 0.65

Smoking 10 83 6 55 0.15

CKF 1 8.3 7 24 0.40

AMI < 6 m 0 0 2 8.3 0.54

Angina 2 17 2 6.9 0.56

Stroke 0 0 1 3.6 0.99

PAOD 1 8.3 5 18 0.64

Abdominal pain 7 58 13 44 0.50

Ruptured AAA 5 42 4 14 0.09

Aneurysm diameter (cm) 6.8 2.3 (SD) 6.1 1.7 (SD) 0.30
AAA, abdominal aortic aneurysm; PAOD, peripheral arterial occlusive disease; SD, standard deviation; SAH, systemic arterial hypertension; AMI, acute myocardial 
infarction; CKF, chronic kidney failure.

Table 2. Comparison of outcome variables in treatment groups (open surgery and endovascular repair).

Outcomes
Open Endovascular

p
n % n %

Hospital mortality 7 58 4 14 0.006

Overall mortality (1 year)* 7 58 7 24 0.06

Hospital mortality (elective patients) 2 29 2 8 0.18

ICU < 24 h 1 6.7 5 31 0.17

Blood transfusion 6 60 10 34 0.26

Post-procedure AKF 2 20 6 21 0.99

Length of hospital stay (days)* 4.4 1.1 (SD) 3.0 1.9 (SD) 0.02

Duration of surgery (min) 163 36 (SD) 115 46 (SD) 0.005
SD, standard deviation; AKF, acute kidney failure; ICU, intensive care unit; *Excluding in-hospital deaths.
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Survival was analyzed both for the entire sample 
(combining urgent and elective cases) and for elective 
cases only, for short (up to 30 days) and medium 
term (up to 1 year), and for both types of treatment, 
open and endovascular (Figure 1). A significant 
difference in global survival was observed for patients 
treated with endovascular techniques, irrespective of 
follow‑up period. However, when only the elective 
cases were analyzed there was no difference in 
short or medium‑term survival. Thirty‑day survival 
among elective cases was 71% after open surgery 
and 76% after endovascular repair (p = 0.44), and at 
360 days the rates were both 71% (p = 0.34). In the 
analysis of all patients treated, 30‑day survival was 
37% for open repair and 72% for endovascular repair 
(p = 0.01) and 360‑day survival rates were 37% and 
67%, respectively (p = 0.01).

DISCUSSION

Whereas open AAA repair was first achieved in 
1951 by Dubost and has remained a standard treatment 
ever since, endovascular repair was not conducted 
successfully until 1990, by Parodi et al.12 Since then 

it has become an alternative option to open surgery. 
The endovascular procedure was developed with the 
objective of offering a less traumatic treatment for 
aneurysm repair, as an option for use in the elderly, 
high risk patients, and those with concurrent diseases 
that impact on the risk of the conventional procedure. 
It has a high success rate and fewer perioperative 
complications than open surgical repair. Complications 
are generally related to technical issues, such as 
difficulty with vascular access or with placement 
of the prosthesis, structural integrity, migration of 
the prosthesis, and endoleaks. However, conversion 
to open repair is rare and when late complications 
occur they can also be treated with endovascular 
techniques.13,14 Currently, the preferred indication is 
the minimally invasive technique and open surgery 
is reserved for those patients in whom the anatomic 
conditions for implantation of an endoprosthesis are 
not present or who have an unstable, ruptured AAA. 
This is corroborated by our findings showing no 
statistical differences between the epidemiological 
characteristics of the two groups.

Even when treated with open surgical repair, patients 
with ruptured AAA have mortality of approximately 

Figure 1. Kaplan-Meier survival curves with log-rank test for patients treated. In a and b, the global survival curves for all patients 
(elective and emergency) for 30 and 360 days show significant differences between groups. In c and d, showing an analysis of elective 
patients only, there is no difference in survival related to the treatment technique chosen.
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50%, a rate that has not changed over recent years.15 
Patients with AAA with maximum transverse diameters 
from 5.5 to 5.9 cm have an annual rupture rate of 
9.4%, which can rise up to 32.5% if the aneurysm 
reaches 7 cm.16 However, open surgical repair 
involves prolonged recovery times and non‑negligible 
perioperative mortality rates,17 with variable rates, 
for example, 3.1% in the United Kingdom.18 Some 
Brazilian publications report similar results, with 
rates of 3.3 to 5.3%.19‑21 However, depending on the 
anatomic configuration of the aorta and the access 
arteries, in cases with a short proximal neck, tortuosity, 
and dilatation, or where iliac vessels are tortuous or 
narrow, open repair is necessary.

A retrospective Brazilian study of patients who 
received endovascular treatment from June 1996 
to February 2004, based on analysis of a database 
from the European Collaborators on Stent‑graft 
Techniques for Abdominal Aortic Aneurysm Repair 
(EUROSTAR) project, found that mean duration of 
the procedure was 137 minutes (25 to 287 min) and 
mean hospital stay was 6 days (0 to 163).22 In the 
present study, the median length of hospital stay was 
shorter for endovascular treatment (2 days) than for 
open surgery (4 days) and both were shorter than the 
study just cited. This could be because of improved 
techniques and materials and consolidation of the 
surgical team’s organization. The mean duration 
of the endovascular procedure was also shorter 
(115 min), for similar reasons. In the more recent 
EVAR‑1 study,23 duration of endovascular treatment 
was also no longer than for open repair, in agreement 
with what was observed in our study.

After the EVAR‑1 study was conducted,23 reduced 
perioperative mortality was confirmed (4.7% for open 
repair vs. 1.7% for endovascular repair). Another 
controlled and randomized study reported a lower 
rate for the endovascular technique (1.2 vs. 4.6%).24 
In Brazil, Mendonça et al.25 compared open treatment 
with endovascular repair for AAA with favorable 
anatomy. Mortality was 6.45% for open treatment and 
5.55% for endovascular treatment, with no statistically 
significant difference. In the present study we also 
did not observe a difference in in‑hospital mortality 
between open and endovascular elective cases 
(29 vs. 8%, respectively; p = 0.18) or any difference 
in 30‑day mortality (71 vs. 76%; p = 0.44).

Goshima et al.26 claim that the standard result for 
open repair should be 3.1% and in their study there 
was zero mortality with endovascular treatment. 
Nevertheless, when the same authors presented results 
for complex cases, they reported hospital mortality of 
14.1%, similar to our study, which included patients 
with ruptured aneurysms. In the EVAR‑2 study27,28 

patients who were not suitable for open repair were 
randomized to endovascular treatment or clinical 
follow‑up and 30‑day mortality in the operated group 
was 9% (5‑15%; 95%CI). This reinforces the idea 
that more complex cases can have higher mortality 
rates even when treated with endovascular repair. 
In our study, we found a similar situation, with a high 
30‑day mortality rate, even among elective cases and 
those treated with endovascular methods. In addition 
to taking into account the fact that we treat patients 
with high surgical risk, referred from other towns and 
without adequate control of risk factors, the fact that 
this is a teaching hospital with a multidisciplinary 
learning curve for treatment of aortic disease also 
introduces a bias that should not be ignored.

The Dutch multicenter DREAM study24 also 
showed a tendency for lower operative mortality 
(within 30 days) with endovascular treatment when 
compared with open surgery. However, in our study 
it was observed that patients treated electively in 
both groups did not exhibit differenced in survival at 
30 days or at 360 days. The nonrandomized technique 
selection will have played a fundamental role in the 
similar survival rates in both groups.

Notwithstanding, 2 and 4‑year follow‑up results 
from the DREAM and the EVAR‑1 studies showed 
similar long‑term mortality in both groups.27,29 In our 
study, there was a difference in overall survival 
between the two groups (ruptures + elective patients) 
during the first 30 days, but over the medium term 
the results equaled out, in common with the study 
mentioned above.

Points that could be considered negative in relation 
to this retrospective study include the small number 
of cases, the loss to follow‑up of patients who live in 
other micro‑regions and the missing information on 
risk factors in some of the medical records analyzed. 
To improve understanding of the subject covered in 
this study, it is necessary to conduct studies with 
larger numbers of patients, preferably with multicenter 
collaborations, defining prospective protocols and 
conducting long‑term follow‑up (5 years).

CONCLUSIONS

We observed that patients who underwent elective 
endovascular treatment exhibited short and medium‑term 
survival that was similar to those treated with elective 
open surgery. Length of hospital stay, duration of 
surgery, and in‑hospital mortality were lower in the 
endovascular group. There were no differences in 
epidemiological characteristics or in the presence 
of risk factors between patients treated with the two 
types of techniques and the choice of treatment was 
based on anatomic criteria and the surgeon’s judgment.



Survival after AAA repair

206206/207 J Vasc Bras. 2018 Jul.-Set.;17(3):201-207

REFERENCES

1. Puech-Leão P, Molnar LJ, Oliveira IR, Cerri GG. Prevalence of 
abdominal aortic aneurysms--a screening program in São 
Paulo, Brazil. Sao Paulo Med J. 2004;122(4):158-60. http://dx.doi.
org/10.1590/S1516-31802004000400005. PMid:15543370.

2. Gawenda M, Brunkwall J. Ruptured abdominal aortic aneurysm: 
the state of play. Dtsch Arztebl Int. 2012;109(43):727-32. http://
dx.doi.org/10.3238/arztebl.2012.0727. PMid:23181137.

3. Chaikof EL, Brewster DC,  Dalman RL, et al. The care of patients 
with an abdominal aortic aneurysm: The Society for Vascular 
Surgery practice guidelines. J Vasc Surg. 2009;50(4):S2-S49. http://
dx.doi.org/10.1016/j.jvs.2009.07.002.

4. Moll FL, Powell JT, Fraedrich G, et al. Management of abdominal 
aortic aneurysms clinical practice guidelines of the European Society 
for Vascular Surgery. Eur J Vasc Endovasc Surg. 2011;41(S1):S1-58. 
http://dx.doi.org/10.1016/j.ejvs.2010.09.011.

5. Novero ER, Metzger PB, Angelieri F, et al. Correção endovascular 
do aneurisma da aorta abdominal: análise dos resultados de único 
centro. Radiol Bras. 2012;45(1):1-6. http://dx.doi.org/10.1590/
S0100-39842012000100003.

6. Mastracci TM, Cinà CS. Canadian Society for vascular surgery. 
Screening for abdominal aortic aneurysm in Canada: review and 
position statement of the Canadian Society for Vascular Surgery. 
J Vasc Surg. 2007;45(6):1268-76. http://dx.doi.org/10.1016/j.
jvs.2007.02.041. PMid:17543696.

7. Chuter TA, Reilly LM, Faruqi RM, et al. Endovascular aneurysm 
repair in high-risk patients. J Vasc Surg. 2000;31(1Pt 1):122-33. 
http://dx.doi.org/10.1016/S0741-5214(00)70074-7. PMid:10642715.

8. Sicard GA, Zwolak RM, Sidawy AN, White RA, Siami FS. Society for 
Vascular Surgery Outcomes Committee. Endovascular abdominal 
aortic aneurysm repair: long-term outcome measures in patients 
at high-risk for open surgery. J Vasc Surg. 2006;44(2):229-36. http://
dx.doi.org/10.1016/j.jvs.2006.04.034. PMid:16690242.

9. Matsumura JS, Brewster DC, Makaroun MS, Naftel DC. A multicenter 
controlled clinical trial of open versus endovascular treatment of 
abdominal aortic aneurysm. J Vasc Surg. 2003;37(2):262-71. http://
dx.doi.org/10.1067/mva.2003.120. PMid:12563194.

10. Alsac JM, Houbballah R, Francis F, et al. Impact of the introduction of 
endovascular aneurysm repair in high risk patients on our practice 
of elective treatment of infrarenal abdominal aortic aneurysms. 
Ann Vasc Surg. 2008;22(6):829-33. http://dx.doi.org/10.1016/j.
avsg.2008.03.007. PMid:18804949.

11. Patel R, Sweeting MJ, Powell JT, Greenhalgh RM. EVAR trial 
investigators. Endovascular versus open repair of abdominal 
aortic aneurysm in 15-years’ follow-up of the UK endovascular 
aneurysm repair trial 1 (EVAR trial 1): a randomised controlled 
trial. Lancet. 2016;388(10058):2366-74. http://dx.doi.org/10.1016/
S0140-6736(16)31135-7. PMid:27743617.

12. Parodi JC, Palmaz JC, Barone HD. Transfemoral intraluminal 
graft implantation for abdominal aortic aneurysms. Ann Vasc 
Surg. 1991;5(6):491-9. http://dx.doi.org/10.1007/BF02015271. 
PMid:1837729.

13. Gabrielli L, Baudo A, Molinari A, Domanin M. Early complications 
in endovascular treatment of abdominal aortic aneurysm. Acta 
Chir Belg. 2004;104(5):519-26. http://dx.doi.org/10.1080/000154
58.2004.11679608. PMid:15571017.

14. Moulakakis KG, Dalainas I, Mylonas S, Giannakopoulos TG, Avgerinos 
ED, Liapis CD. Conversion to open repair after endografting for 
abdominal aortic aneurysm: a review of causes, incidence, results, 
and surgical techniques of reconstruction. J Endovasc Ther. 

2010;17(6):694-702. http://dx.doi.org/10.1583/1545-1550-17.6.694. 
PMid:21142475.

15. Hoornweg LL, Storm-Versloot MN, Ubbink DT, Koelemay MJ, Legemate 
DA, Balm R. Meta-analysis on mortality of ruptured abdominal 
aortic aneurysms. Eur J Vasc Endovasc Surg. 2008;35(5):558-70. 
http://dx.doi.org/10.1016/j.ejvs.2007.11.019. PMid:18226567.

16. Lederle FA, Johnson GR, Wilson SE, et al. Rupture rate of large 
abdominal aortic aneurysms in patients refusing or unfit for elective 
repair. JAMA. 2002;287(22):2968-72. http://dx.doi.org/10.1001/
jama.287.22.2968. PMid:12052126.

17. Lee WA, Carter JW, Upchurch G, Seeger JM, Huber TS. Perioperative 
outcomes after open and endovascular repair of intact abdominal 
aortic aneurysms in the United States during 2001. J Vasc Surg. 
2004;39(3):491-6. http://dx.doi.org/10.1016/j.jvs.2003.12.001. 
PMid:14981436.

18. Waton S, Johal A, Heikkela K, Cromwell D, Loftus I, Boyle JR. 
National Vascular Registry: 2017 Annual Report. London: The 
Royal College od Surgeons of England; 2017.

19. Becker M, Bonamigo TP, Faccini FP. Avaliação da mortalidade 
cirúrgica em aneurismas infra-renais da aorta abdominal. J Vasc 
Bras. 2002;1(1):15-21.

20. Menezes FH, Luccas CG, Matsui IA. Sobrevida tardia de pacientes 
submetidos à correção aberta eletiva de aneurisma de aorta 
abdominal. J Vasc Bras. 2007;6(3):218-24. http://dx.doi.org/10.1590/
S1677-54492007000300004.

21. Carvalho AT, Santos VP, Razuk AV Fo,  et  al. Morbidity and 
mortality factors in the elective surgery of infrarenal abdominal 
aortic aneurysm: a case study with 134 patients. J Vasc Bras. 
2008;7(3):214-24.

22. Koning GG, Vallabhneni SR, Van Marrewijk CJ, Leurs LJ, Laheij RJ, 
Buth J. Mortalidade relacionada ao tratamento endovascular do 
aneurisma da aorta abdominal com o uso dos modelos revisados. 
Rev Bras Cir Cardiovasc. 2007;22(1):7-13. PMid:17992299.

23. Greenhalgh RM, Brown LC, Kwong GP, Powell JT, Thompson 
SG. Comparison of endovascular aneurysm repair with open 
repair in patients with abdominal aortic aneurysm (EVAR trial 
1), 30-day operative mortality results: randomised controlled 
trial. Lancet. 2004;364(9437):843-8. http://dx.doi.org/10.1016/
S0140-6736(04)16979-1. PMid:15351191.

24. Prinssen M, Verhoeven EL, Buth J,  et  al. A randomised trial 
comparing conventional and endovascular repair of abdominal 
aortic aneurysms (“DREAM”). N Engl J Med. 2004;351(16):1607-18. 
http://dx.doi.org/10.1056/NEJMoa042002. PMid:15483279.

25. Mendonça CT, Moreira RCR, Timi JRR, et al. Comparação entre os 
tratamentos aberto e endovascular dos aneurismas da aorta abdominal 
em pacientes de alto risco cirúrgico. J Vasc Bras. 2005;4(3):232-42. 
http://dx.doi.org/10.1590/S1677-54492005000300004.

26. Goshima KR, Mills JL Sr, Awari K, Pike SL, Hughes JD. Measure 
what matters: institutional outcome data are superior to the use 
of surrogate markers to define “center of excellence” for abdominal 
aortic aneurysm repair. Ann Vasc Surg. 2008;22(3):328-34. http://
dx.doi.org/10.1016/j.avsg.2007.09.013. PMid:18411029.

27. EVAR trial participants. Endovascular aneurysm repair and 
outcome in patients unfit for open repair of abdominal aortic 
aneurysm (EVAR trial 2): randomised controlled trial. Lancet. 
2005;365(9478):2187-92. http://dx.doi.org/10.1016/S0140-
6736(05)66628-7. PMid:15978926.

28. Greenhalgh RM, Brown LC, Powell JT, Thompson SG, Epstein D. 
Endovascular repair of aortic aneurysm in patients physically 
ineligible for open repair. N Engl J Med. 2010;362(20):1872-80. 
http://dx.doi.org/10.1056/NEJMoa0911056. PMid:20382982.

https://doi.org/10.1590/S1516-31802004000400005
https://doi.org/10.1590/S1516-31802004000400005
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15543370&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23181137&dopt=Abstract
https://doi.org/10.1590/S0100-39842012000100003
https://doi.org/10.1590/S0100-39842012000100003
https://doi.org/10.1016/j.jvs.2007.02.041
https://doi.org/10.1016/j.jvs.2007.02.041
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17543696&dopt=Abstract
https://doi.org/10.1016/S0741-5214(00)70074-7
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10642715&dopt=Abstract
https://doi.org/10.1016/j.jvs.2006.04.034
https://doi.org/10.1016/j.jvs.2006.04.034
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16690242&dopt=Abstract
https://doi.org/10.1067/mva.2003.120
https://doi.org/10.1067/mva.2003.120
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12563194&dopt=Abstract
https://doi.org/10.1016/j.avsg.2008.03.007
https://doi.org/10.1016/j.avsg.2008.03.007
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18804949&dopt=Abstract
https://doi.org/10.1016/S0140-6736(16)31135-7
https://doi.org/10.1016/S0140-6736(16)31135-7
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27743617&dopt=Abstract
https://doi.org/10.1007/BF02015271
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=1837729&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=1837729&dopt=Abstract
https://doi.org/10.1080/00015458.2004.11679608
https://doi.org/10.1080/00015458.2004.11679608
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15571017&dopt=Abstract
https://doi.org/10.1583/1545-1550-17.6.694
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21142475&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21142475&dopt=Abstract
https://doi.org/10.1016/j.ejvs.2007.11.019
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18226567&dopt=Abstract
https://doi.org/10.1001/jama.287.22.2968
https://doi.org/10.1001/jama.287.22.2968
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12052126&dopt=Abstract
https://doi.org/10.1016/j.jvs.2003.12.001
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=14981436&dopt=Abstract
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=14981436&dopt=Abstract
https://doi.org/10.1590/S1677-54492007000300004
https://doi.org/10.1590/S1677-54492007000300004
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17992299&dopt=Abstract
https://doi.org/10.1016/S0140-6736(04)16979-1
https://doi.org/10.1016/S0140-6736(04)16979-1
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15351191&dopt=Abstract
https://doi.org/10.1056/NEJMoa042002
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15483279&dopt=Abstract
https://doi.org/10.1590/S1677-54492005000300004
https://doi.org/10.1016/j.avsg.2007.09.013
https://doi.org/10.1016/j.avsg.2007.09.013
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18411029&dopt=Abstract
https://doi.org/10.1016/S0140-6736(05)66628-7
https://doi.org/10.1016/S0140-6736(05)66628-7
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15978926&dopt=Abstract
https://doi.org/10.1056/NEJMoa0911056
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20382982&dopt=Abstract


Seleno Glauber de Jesus-Silva, Victor Rodrigues de Oliveira et al.

207207/207J Vasc Bras. 2018 Jul.-Set.;17(3):201-207

29. Blankensteijn JD, de Jong SE, Prinssen M, et al. Two-year outcomes 
after conventional or endovascular repair of abdominal aortic 
aneurysms. N Engl J Med. 2005;352(23):2398-405. http://dx.doi.
org/10.1056/NEJMoa051255. PMid:15944424.

*Correspondence 
Seleno Glauber de Jesus-Silva 

Hospital de Clínicas de Itajubá – HC 
Av. Miguel Viana, 420 - Morro Chic 

CEP 37500-080 - Itajubá (MG), Brasil 
Tel.: +55 (35) 3629-7602 /+ 55 (35) 99931-0929 

E-mail: selenoglauber@gmail.com

Author information 
SGJS - Assistant Professor, Faculdade de Medicina de Itajubá 

(FMIT); Vascular surgeon; interventional radiologist; MSc candidate 
(Sciences), Universidade Federal de São Paulo (Unifesp). 

VRO - Resident physician, Medical Residency Program (MRP) in 
General Surgery (MEC), Hospital de Clínicas de Itajubá (HC). 

MAMS - Assistant professor, Faculdade de Medicina de Itajubá 
(FMIT); Vascular surgeon; vascular sonographer; MSc in Sciences, 
Universidade Federal de São Paulo (Unifesp); Supervisor, MRP in 

Vascular Surgery (MEC), Hospital de Clínicas de Itajubá (HC). 
AEK - Vascular surgeon, full professor, Faculdade de Medicina de 

Itajubá (FMIT). 
RSC - Full professor, Faculdade de Medicina de Itajubá (FMIT); 
Vascular surgeon; interventional radiologist; chief, Vascular and 

Endovascular Surgery Team, Hospital de Clínicas de Itajubá (HE).

Author contributions 
Conception and design: SGJS, VRO  

Analysis and interpretation: SGJS, VRO 
Data collection: VRO, SGJS 

Writing the article: VRO, SGJS 
Critical revision of the article: MAMS 

Final approval of the article*: SGJS, VRO, AEK, MAMS, RSC 
Statistical analysis: SGJS 

Overall responsibility: SGJS 
 

*All authors have read and approved of the final version of the article 
submitted to J Vasc Bras.

https://doi.org/10.1056/NEJMoa051255
https://doi.org/10.1056/NEJMoa051255
https://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15944424&dopt=Abstract

