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EVAR-1: OSR “dominates” EVAR
(cheaper and more QALYs)

NICE HE analysis - OSR “dominates” EVAR

ICER is infinity

Robust to the most extreme sensitivity testing

What should we do?



EVAR-2: > £300-400K per QALY

Every EVAR-2 intervention 

denies at least 15-20 other 

people clinically and cost-

effective NHS treatment

One EVAR-2 = 

c. 50+ venous leg ulcer patients 

endovenous ablation, EVRA trial

c. 200+ IC patients having a 

supervised exercise programme

What should we do?



Post-NICE EVAR Options

Ignore EVAR 1/2  trials – “business as usual”?

• Patient outcomes poorer overall?

• Mis-use of NHS resources?

• Commissioning? (NHS England, specialised)

• NICE? NIHR? RCTs? Evidence-based surgery?

Disinvest in EVAR - draft NICE guidelines?

• Utilitarian distributive justice

Perform more RCT’s?

• Ethical ? Funding? Time?



Select people “more carefully” for EVAR? How?

Anatomy

• Size

• IFU

Patients

• Age

• Gender

• Morbidity

• Choice

Post-NICE EVAR Options



National AAA Screening Programme



NAAASP – patient selection

AAA repair method by age 2009 to 2016 for each screening centre
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Patient selection

Does this variation in practice represent 

appropriate personalized shared decision 

making based upon sound clinical judgement?



Patient selection

Or is it, in reality, the product of fairly arbitrary 

decision making based upon local preferences 

in the absence of a strong evidence base as to 

who should have intervention and, if so, what



NICE Guidelines in Context



National AAA Screening Programme

AAA grow much less quickly than we thought

Agreed ‘doubling’ of screening intervals



National AAA Screening Programme

AAA rupture much less often than we thought

AAA 50-54mm I-to-I (55-60mm on CT?)

Rupture risk 0.4% / year (1 / 250)

55mm threshold? NNT?

Unpublished data



Patient choice?

Jeremy Bentham

1748-1832

Utilitarianism “It is the greatest 

happiness of the greatest number that 

is the measure of right and wrong”

HE Consideration Does this treatment 

/ intervention produce more health 

than its cost will take away (or vice versa)?

Exercise for IC £771-1608

EVAR-1 (infinity) / EVAR-2 (>£300K)

NICE social value judgments

Distributive justice

People can only make rational choices based on accurate 

advice which is based on sound evidence, which is lacking

People cannot always have what they want



NICE guideline advisory committees do the 

“science” and not the “politics”

Committees can only work in accordance with  

the policies and procedures (social value 

judgements) agreed by NICE and DoH

Colleagues, and the patients with ‘lived 

experience’, who sit on these multi-disciplinary 

committees have no CoI, and give a very 

considerable amount of their valuable time, 

completely unpaid, over a 2-3 year period

NICE guideline committees



So I would politely ask that you please treat them 

with the respect they deserve for their service

NICE AAA guideline committee

All of the recommendations were unanimously agreed

(without and without the vascular and endovascular 

surgeons in the room)



EVAR and F-EVAR – is better 

case selection the key?

Yes, probably, in an ideal world

But, at present, we do not have the tools / data

So, until such time as we do, we have to use the 

best evidence we have to make the best use of 

the limited resources we have for the most people


