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• Primarily a health-economic perspective – the basis for 
reimbursement in the UK

• (extreme) preference for RCT data, preferably from the UK 

• NICE AAA GL writing committee included only two vascular 
surgeons, none with endo/EVAR experience



• Do not offer EVAR if OSR is suitable

• Do not offer EVAR if OSR is unsuitable because of their 
anaesthetic and medical condition

Unruptured infrarenal AAA 



• Do not offer complex EVAR if OSR is a suitable option, 
except as part of a RCT 

• Do not offer complex EVAR if OSR is unsuitable because 
of their anaesthetic and medical condition

Unruptured juxta/suprarenal AAA 



• Consider EVAR or OSR for ruptured infrarenal AAA

• Do not offer complex EVAR for ruptured complex AAA if OSR is 
suitable, except as part of a RCT

Ruptured AAA 

EVAR



“….. the proposed NICE recommendation are 

clinically unworkable and the implementation of 

either open surgery or no intervention is 

unacceptable from a patient’s perspective”

Ian Loftus

“….. this would put the UK vascular service many 

years behind international practice and accepted 

standards of care and in direct conflict with the 

recent American and European guidelines”

Extensive criticism of the NICE draft



• NICE is clearly concerned about the strong opposition from the 
profession - final publication date has been repeatedly postponed 

• However, they are not expected to change their recommendations 
in any significant way - according to NICE tradition



A total of 39 people from 18 countries / 4 continents involved 
All approved the final version / all recommendations



Surgical volume (caseload)

Recommendation 3 Class Level 

Abdominal aortic aneurysm repair should only be considered  in centres with 

a minimum yearly caseload of 30 repairs.

IIa C

Recommendation 4 Class Level 

Abdominal aortic aneurysm repair should not be performed in centres with a 

yearly case load <20.

III B



Recommendation 57 Class Level 

For newer generation of stent grafts based on existing platforms, such as low-

profile devices, long-term follow-up and evaluation of the durability in 

prospective registries is recommended.

I C

Recommendation 58 Class Level 

New techniques/concepts (such as endovascular aneurysm sealing with 

endobags) are not recommended in clinical practice and should only be used 

with caution, preferably within the framework of studies approved by 

research ethics committees, until adequately evaluated.

III C

Device technology



Recommendation 60 Class Level 

In patients with suitable anatomy and reasonable life expectancy, 

endovascular abdominal aortic aneurysm repair should be considered as the 

preferred treatment modality.

IIa B

Recommendation 61 Class Level

In patients with long life expectancy, open abdominal aortic aneurysm repair 

should be considered as the preferred treatment modality.

IIa B

Recommendation 62 Class Level 

In patients with limited life expectancy, elective abdominal aortic aneurysm 

repair is not recommended.

III B

Surgical techniques
Elective repair 

>10-15 yr

< 2-3 yr

Most 
patients



Recommendation 91 Class Level 

Early (within 30 days) postoperative follow-up after endovascular aortic repair 

including imaging of the stent graft to assess presence of endoleak, 

component overlap and sealing zone length is recommended.

I B

Recommendation 92 Class Level

Patients considered at low risk for endovascular aortic repair failure after their 

first postoperative computer tomography angiography, may be considered to 

be stratified to less frequent imaging follow-ups.

IIb C

Follow-up after AAA repair
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Recommendation 94 Class Level

Centralization to specialized high volume centres that can offer both complex 

open and complex endovascular repair for treatment of juxtarenal abdominal 

aortic aneurysm is recommended.

I C

Recommendation 95 Class Level

In patients with juxtarenal abdominal aortic aneurysm open repair or complex 

endovascular repair should be considered based on patient status, anatomy, 

local routines, team experience and patient preference.

IIa C

Juxtarenal AAA



Recommendation 96 Class Level

In complex endovascular repair for JRAAA fenestrated stent grafts should be 

considered the preferred treatment option when feasible.

IIa C

Recommendation 97 Class Level

In complex EVAR for JRAAA using parallel graft techniques may be considered 

as an alternative technique in the emergency setting or when fenestrated 

stent grafts are not indicated or available, or as a bailout, ideally restricted to 

≤2 chimneys.

IIb C

Recommendation 98 Class Level

In patients with JRAAA, new techniques/concepts, including Endovascular 

Aneurysm Seal, endostaples, and in situ laser fenestration, are not 

recommended as a first-line treatment, but should be limited to studies 

approved by research ethics committees, until adequately evaluated.

III C

Juxtarenal AAA



Recommendation 99 Class Level

In patients with ruptured juxta/pararenal abdominal aortic aneurysm open 

repair or complex endovascular repair (with physician modified fenestrated 

stent grafts, off-the-shelf branched stent graft, or parallel graft) may be 

considered based on patient status, anatomy, local routines, team experience 

and patient preference.

IIb C

Ruptured juxtarenal AAA



• Centralization

• More EVAR and f-EVAR

• Stratified less frequent follow-up after EVAR

• Reduced use of unproven devices

In conclusion

• Significantly reduction (but not none) of EVAR

• Isolated (Aortic Brexit) and less influential 




