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Information presented in this lecture is based on evidence.

EVAR is commonly used:

¢ Inthe elderly

* Inindividuals with cardiovascular co-morbidities

* Inindividuals on anticoagulation treatment for other clinical conditions

* Number of individuals who take anticoagulation treatment has increased
in recent years*

« Shift from traditional anticoagulation agents to newer direct oral
anticoagulants?

Hypothesis

Individuals who undergo EVAR and are on anticoagulation may have:
» Increased incidence of endoleak

»Increased risk of sac expansion

> Increased rate of reintervention

» Increased rate of AAA rupture

» Increased rate of AAA-related mortality

To test our hypothesis:
« Systematic review of the world literature

« Eligible studies reported comparative outcomes of standard EVAR in
patients taking therapeutic anticoagulation versus those not on such
treatment

« Time to event data meta-analysis
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Take home messages

+ Anticoagulation may be a poor prognostic factor after standard EVAR.

* Patients receiving anticoagulation treatment may have worse clinical outcomes than
those not receiving such treatment.

* Implications in decision making and patient consenting.

« Intensified post-EVAR follow-up should be considered in patients on anticoagulation
treatment.

* Anticoagulation should be included in research on risk prediction building and modelling.

+ The effects of direct oral anticoagulants compared to other anticoagulant agents should
also be the focus of future research.




