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Appendix 3 (as supplied by the authors): GRADE basis of recommendation decision table for 
screening for abdominal aortic aneurysm  

Question: What are the benefits and harms of screening by ultrasound for abdominal aortic aneurysm 
(AAA)? 

Population: Men aged 65 to 80 years of age.  

Intervention: One-time screening for AAA using ultrasound. 

Decision domain Summary of reason for decision Subdomains influencing decision 

Quality of evidence 
(QoE) for screening 
studies 

Is there higher or 
moderate quality of 
evidence 

Yes☒  No ☐ 

Quality of Evidence (QoE) for 
Outcomes of Screening (1,2,3): 

Pooled results from 4 RCTs at 3 to 5 
years of follow-up provide: 

 Moderate quality evidence for
AAA-related mortally;

 Low quality evidence on all-
cause mortality

 Moderate quality evidence for
rupture of an AAA

 Moderate quality evidence for
AAA procedures.

 Moderate quality evidence for
elective procedures

 Moderate quality evidence for
emergency procedures

Pooled results from 3 RCTs at 3 to 5 
years of follow-up provide: 

 Moderate quality evidence for
30-day mortality after AAA
procedures.

Pooled results from 4 RCTs at 13 to 
15 years of follow-up provide: 

 Moderate quality evidence for
AAA-related mortally

 Moderate quality evidence for
all-cause mortality

 Moderate quality evidence on
AAA rupture

 Moderate quality evidence for
AAA procedures

 Moderate quality evidence for
elective procedures

 Moderate quality evidence for

Reasons for Downgrading Evidence 
(1,2,3) 

Key reasons for downgrading or 
upgrading Quality of Evidence (QoE) 
using Cochrane’s Risk of Bias tool start 
on next page: 

Appendix to: Canadian Task Force on Preventive Health Care. Recommendations on screening for abdominal aortic 
aneurysm in primary care. CMAJ 2017. doi: 10.1503/cmaj.170118. Copyright © 2020 The Author(s) or their employer(s). 

To receive this resource in an accessible format, please contact us at cmajgroup@cmaj.ca.



 2 

emergency procedures 

Pooled results from 3 RCTs at 13 to 
15 years of follow-up provide: 

 Moderate quality evidence for
30-day mortality after AAA
procedures.

AAA Related Mortality: Screening 
was associated with an absolute risk 
reduction of 1.3 fewer AAA-related 
deaths per 1,000 men screened (0.8 
to 1.6 fewer) at the 3 to 5 year 
follow up and 3.2 fewer per 1,000 
men screened (0.6 to 6.0 fewer)  at 
the 13 to 15 year follow-up.    The 
number needed to screen (NNS) to 
prevent one AAA-related death was 
796 [95% confidence interval (CI): 
621 to 1,242] at the 3 to 5 year 
follow-up and 311 (95% CI: 199 to 
1,595) at 13 to 15 years.      

All-Cause Mortality:  There was no 
difference in all-cause mortality at 
the 3 to 5 year follow-up (p=0.10) 
while at 13 to 15 years of follow-up 
there was a modest reduction 
among those screened.     

AAA Rupture Rate: Screening 
resulted in an absolute risk 
reduction of 1.6 fewer AAA ruptures 
per 1,000 men screened (0.7 to 11.4 

AAA Related Mortality: The four RCTs 
were identified as being at serious risk 
of bias due to a lack of certainty on 
sequence generation, allocation 
concealment and blinding as well as 
high risk of bias from other sources; 
therefore, the QoE for this outcome 
was downgraded for serious study 
limitations to moderate at both points 
of follow-up. 

All-Cause Mortality: At 3 to 5 years of 
follow-up the four RCTs were identified 
as being at serious risk of bias due to a 
lack of certainty on sequence 
generation, allocation concealment 
and blinding as well as high risk of bias 
from other sources and serious 
concerns regarding imprecision; 
therefore, the QoE for this outcome 
was downgraded for serious study 
limitations to low.   

At 13 to 15 years of follow-up the 
studies were at moderate risk of bias; 
therefore, the QoE was downgraded 
for serious study limitations to 
moderate. 

AAA Rupture Rate:  The four RCTs 
were identified as being at serious risk 
of bias at both points of follow-up due 
to a lack of certainty on sequence 
generation, allocation concealment 
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fewer) at the 3 to 5 year follow-up 
and 3.8 fewer ruptures per 1,000 
men screened (1.9 to 5.2 fewer) at 
13 to 15 years.      The NNS to 
prevent an AAA rupture was 606 
(95% CI: 442 to 1,387) at the 3 to 5 
year follow-up and 264 (95% CI: 191 
to 515) at 13 to 15 years.     

AAA Procedures:  The absolute risk 
increase from screening of having a 
procedure to repair an AAA (elective 
or emergency) was 4.7 more per 
1,000 men screened (3.3 to 6.3 
more) at 3 to 5 years of follow-up 
and 5.9 more per 1,000 men 
screened (2.8 to 9.4 more) at 13 to 
15 years.     

Elective AAA Procedures: The 
absolute risk increase of screening 
was 5.8 more elective procedures 
per 1,000 men screened (2.9 to 10.2 
more) at 3 to 5 years and 10.0 more 
per 1,000 men screened (3.2 to 19.2 
more) at 13 to 15 years of follow-up 
.      

Emergency AAA Procedures: The 
absolute risk reduction from 
screening was 0.7 fewer emergency 
AAA procedures per 1,000 men 
screened (0.2 to 1.0 fewer) at 3 to 5 
years and 2.1 fewer per 1,000 men 
screened (1.6 to 2.5 fewer) at 13 to 
15 years of follow-up.  

30-day Mortality After any AAA 
Procedure:  Screening was 
associated with an absolute risk 

and blinding as well as high risk of bias 
from other sources; therefore, the QoE 
for this outcome was downgraded for 
serious study limitations to moderate 
at 3 to 5 and 13 to 15 years of follow-
up.    

AAA Procedures:  The four RCTs were 
identified as being at serious risk of 
bias at both points of follow-up due to 
a lack of certainty on sequence 
generation, allocation concealment 
and blinding as well as high risk of bias 
from other sources; therefore, the QoE 
for this outcome was downgraded for 
serious study limitations to moderate 
at 3 to5 and 13 to 15 years of follow-
up.   

Elective AAA Procedures:  The four 
RCTs were identified as being at 
serious risk of bias at both points of 
follow-up due to a lack of certainty on 
sequence generation, allocation 
concealment and blinding as well as 
high risk of bias from other sources; 
therefore, the QoE for this outcome 
was downgraded for serious study 
limitations to moderate at 3 to 5 and 
13 to 15 years of follow-up.  

Emergency AAA Procedures:  The four 
RCTs were identified as being at 
serious risk of bias at both points of 
follow-up due to a lack of certainty on 
sequence generation, allocation 
concealment and blinding as well as 
high risk of bias from other sources; 
therefore, the QoE for this outcome 
was downgraded for serious study 
limitations to moderate at 3 to 5 and 
13 to 15 years of follow-up.   

30-day Mortality After any AAA 
Procedures:  The four RCTs were 
identified as being at serious risk of 
bias at both points of follow-up due to 
a lack of certainty on sequence 
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reduction of 128.0 fewer deaths 30-
days after an AAA procedure for 
every 1,000 patients who had a 
procedure (95.7 to 149.0 fewer) at 3 
to 5 years of follow-up and 56.3 
fewer for every 1,000 patients who 
had the procedure (25.6 to 77.7 
fewer) at 13 to 15 years.     

30-day Mortality After Elective AAA 
Procedure:  The difference between 
the screened and control group for 
30-day mortality following an
elective AAA procedure was minimal
at 3 to 5 years of follow-up with no
difference at 13 to 15 years.

30-day Mortality After Emergency 
AAA Procedures:  In relation to 
emergency AAA procedures there 
was no difference in 30-day 
mortality between the screened and 
control groups at both follow-up 
periods.  

generation, allocation concealment 
and blinding as well as high risk of bias 
from other sources; therefore, the QoE 
for this outcome was downgraded for 
serious study limitations to moderate 
at 3 to 5 and 13 to 15 years of follow-
up.  

30-day Mortality After Elective AAA 
Procedures:   At 3 to 5 years of follow-
up the four RCTs were identified as 
being at serious risk of bias due to a 
lack of certainty on sequence 
generation, allocation concealment 
and blinding as well as high risk of bias 
from other sources; therefore, the QoE 
for this outcome was downgraded for 
serious study limitations to moderate.  

At 13 to 15 years of follow-up the 
three RCTs reporting findings had 
serious risk of bias and imprecision and 
the QoE for this outcome was 
downgraded for serious study 
limitations to low.   

30-day Mortality After Emergency 
AAA Operation:   At 3 to 5 years of 
follow-up the three RCTs were 
identified as being at serious risk of 
bias due to a lack of certainty on 
sequence generation, allocation 
concealment and blinding as well as 
high risk of bias from other sources 
and serious imprecision; therefore, the 
QoE for this outcome was downgraded 
for serious study limitations to low.   

At 13 to 15 years of follow-up the 
three RCTs were identified as being at 
serious risk of bias due to a lack of 
certainty on sequence generation, 
allocation concealment and blinding as 
well as high risk of bias from other 
sources and imprecision; therefore, 
the QoE for this outcome was 
downgraded for serious study 



 5 

limitations to low. 

Balance of benefits 
and harms 

Is there certainty that 
the benefits outweigh 
the harms? 

Yes ☒  No ☐ 

Moderate quality evidence indicated that screening men 65 to 80 years of age 
will yield modest reductions in AAA-related mortality, AAA rupture and rates 
of emergency interventions.(1,2,3)   Although some elective procedures will 
result from identification of an AAA which might never dilate or rupture, in the 
judgement of the task force this possible harm is out-weighed by the reduced 
risk of  mortality, rupture and emergency procedures from screening. In 
balancing the overall benefits and harms of screening, the benefits of 
screening men 65 to 80 years of age outweigh the harms, and therefore, the 
recommendation is in favour of screening men in this age group.  

Despite evidence showing increased risk of AAA among smokers,(4) the task 
force did not make a separate recommendation on screening this population 
because there is no evidence on outcomes of screening smokers for AAA.(5) 

Values and 
preferences 

Is there confidence in 
the estimate of relative 
importance of 
outcomes and patient 
preferences? 

Yes ☒  No ☐ 

Patient perspective 

Participants were informed of the 
potential benefits and risks of AAA 
screening including over-diagnosis. 
While most participants would 
choose to be screened if they felt 
that risk factors for an AAA applied 
to them, there was less agreement 
on encouraging someone over 80 
years of age to be screened.(6)  

Source of values and preferences: 

A focus group and subsequent survey 
(n=19) of men and women over the 
age of 65 was conducted to obtain 
target population perspective for this 
guideline. (6) 

Method for determining values 
satisfactory for this recommendation? 

Yes☒  No ☐ 

All critical outcomes measured? 

Yes☒  No ☐ 

Resource implications 

Are the resources 
worth the expected net 
benefit?  

Yes☒  No ☐ 

The original systematic review(2) 
reported cost effectiveness of 
screening for AAA from findings of 
two systematic reviews (7,8), an RCT 
(9) and three modeling studies.(10-
12) In their analysis of these
findings, the authors of the
systematic review reported
screening was cost effective with an
incremental cost-efficiency ratio of
less than $30,000 US per quality

Feasibility: Is this intervention 
generally available?  

Yes☒  No ☐ 

Opportunity cost: Is this intervention 
and its effects worth withdrawing or 
not allocating resources from other 
interventions?  
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adjusted life year gained.(2)  Recent 
studies on the costs of screening for 
AAA have estimated that screening 
remains cost-effective despite 
declining prevalence and a shift to 
more expensive procedures.(13) 

Yes☒  No ☐ 

Is there lots of variability in resource 
requirements across settings?  

Yes☐  No ☒ 

Overall strength of 
recommendation:  

WEAK 

The recommendation is weak, despite low variability in patient preferences for 
men of this age, because of uncertainty around the impact of declining rates 
of AAA which reduces confidence in the magnitude of the benefit from 
screening.   

Remarks and values 
and preference 
statement 

A weak recommendation in favour of screening highlights the need for shared-
decision-making with patients.(14, 15)  Knowledge translation tools are 
provided on the task force website to support this process. 

Question: What are the benefits and harms of screening for abdominal aortic aneurysm (AAA)? 

Population: Men over 80 years of age. 

Intervention: One-time screening for AAA using ultrasound. 

Decision domain Summary of reason for decision 

Quality of evidence 
(QoE) for screening 
studies 

Is there higher or 
moderate quality of 
evidence 

Yes☐  No ☒ 

The ages of participants in the RCTs ranged from 64 to 83(1,2) [upper ages 
included were 73 years (Viborg)(16), 74 years (MASS)(17), 80 years 
(Chichester)(18) and 83 years (W. Australia)(19)].   The quality of evidence 
for men over 80 years of age was downgraded from moderate to low for 
indirectness as the trials did not report separately on outcomes of screening 
for these men.(20)   Even when invited to take part in screening, men over 
75 years of age were less likely to participate than younger men.(19, 21)  

Balance of benefits and 
harms 

Is there certainty that 
the benefits outweigh 
the harms? 

While the prevalence of AAA increases with age, (22, 23)  in the judgment of 
the task force, the benefit of screening men over 80 years of age would be 
less because they are more likely to experience medical conditions that 
increase their risk of adverse events from elective procedures to repair an 
AAA. In balancing the overall benefits and harms of screening for men older 
than 80 years of age the benefits likely do not outweigh the harms. 
Therefore, the recommendation is against screening men in this age group.  
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Yes ☒ No ☐ 

Overall strength of 
recommendation:  

WEAK 

The recommendation is weak because uncertainty remains due to the low 
quality of evidence around the magnitude of the effect of screening men 
over 80 years.   

Remarks and values and 
preference statement 

A weak recommendation suggests primary care providers discuss patient 
preferences around screening with healthy men over 80 years of age for 
whom an elective procedure to repair an AAA would pose less risk.    

Question: What are the benefits and harms of screening for AAA? 

Population: Women aged 65 to 80 years of age.  

Intervention: One-time screening for AAA using ultrasound. 

Decision domain Summary of reason for decision 

Quality of evidence 
(QoE) for screening 
studies 

Is there higher or 
moderate quality of 
evidence 

Yes☐  No ☒ 

Only one of the four RCTs identified in the systematic review (1,2)- the 
Chichester(18) trial - examined the benefits and harms of screening women 
for an AAA (n=4,682 screened; n=4,660 control). There was no difference in 
outcomes between the screened and control groups at the 5 or 10 year 
follow-up.(1,2)   No observational studies were found on primary AAA 
screening for women. The quality of the evidence available for women was 
downgraded from moderate to very low due to insufficient sample size and 
wide confidence intervals resulting in serious concerns about 
imprecision.(20)   

In observational studies, AAA is four to six times less common among 
women aged 65 to 80 years of age than men of this age which limits 
potential benefit from screening.(24,25)  A recent meta-analysis reports 
women experience higher risk of mortality following procedures to repair an 
AAA which may further reduce potential benefits.(26)  

Balance of benefits and 
harms 

Is there certainty that 
the benefits outweigh 
the harms? 

Yes ☒  No ☐ 

Very low quality evidence from an under-powered RCT reported that 
screening women for AAA does not result in improved health outcomes.(1,2, 
20) Even in the era when AAA was more common, women had lower rates of
AAA and when AAA occurred it tended to happen later in their lives than for
men so any potential for benefit is very small. Women also have greater risk
of death following an AAA procedure.(26)

In the judgement of the task force, when considering the balance between 
benefits and harms, there is very low quality evidence suggesting that 
women do not benefit from screening while mortality from an AAA 
procedure is a potential harm. Therefore, the recommendation is against 
screening women for AAA.   

Overall strength of The recommendation is strong as risk of developing an AAA is much lower 
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recommendation: 

STRONG  

for women but AAA screening would harm some women and consume 
resources that could otherwise be used for interventions with demonstrated 
effectiveness.   

Reference List: 

(1) Ali MU, Fitzpatrick-Lewis D, Miller J, Warren R, Kenny M,Raina P. Screening for abdominal aortic
aneurysm in asymptomatic adults. J Vasc Surg. 2016 May;64(6):1855-1868.
https://doi.org/10.1016/j.jvs.2016.05.101.

(2) Fitzpatrick-Lewis D, Warren R, Ali MU, Rice M, Sherifali D, Raina P. Screening for abdominal aortic
aneurysm: Systematic review and meta-analysis. Evidence Review and Synthesis Centre, McMaster
University: Hamilton, Ontario, 2015. Available: http://canadiantaskforce.ca/guidelines/published-
guidelines/abdominal-aortic-aneurysm/ (accessed 2016 May 4).

(3) Ali MU, Fitzpatrick-Lewis D, Raina P, Warren R, Kenny M, Raina P. Screening for abdominal aortic
aneurysm: Updated GRADE Tables. Evidence Review and Synthesis Centre, McMaster University:
Hamilton, Ontario,2017. Available: http://canadiantaskforce.ca/guidelines/published-
guidelines/abdominal-aortic-aneurysm/ (accessed on 2017 May 14).

(4) Lederle FA, Johnson GR, Wilson SE, Chute EP, Littooy FN, Bandyk D,et al. Prevalence and associations
of abdominal aortic aneurysm detected through screening. Aneurysm Detection and Management
(ADAM) Veterans Affairs Cooperative Study Group. Ann Internal Med. 1997 Mar;126:441-9.
https://doi.org/10.7326/0003-4819-126-6-199703150-00004.

(5) Guirguis-Blake JM, Beil TL, Sun X, Senger CA, Whitlock EP. Primary care screening for abdominal
aortic aneurysm: An evidence Update for the U.S. Preventive Services Task Force. Evidence Synthesis No.
109. AHRQ Publication No. 14-05202-EF-1. Rockville, MD: Agency for Healthcare Research and Quality;
2014.

(6) Buckland D, Sayal R, Bashir N, Moore J, Singh H, Tonell M,Straus S. Canadian Task Force on
Preventive Health Care. Patient Preferences for Abdominal Aortic Aneurysm Screening: Final Report.
Knowledge Translation Program Li Ka Shing Knowledge Institute St Michael’s Hospital 2016. 61 p.
Available: http://canadiantaskforce.ca/guidelines/published-guidelines/abdominal-aortic-aneurysm/
(accessed 2017 Jan 16).

(7) Schmidt T, Mühlberger N, Chemelli-Steingruber IE, Strasak A, Kofler B,Chemelli A. Benefit, risks and
cost-effectiveness of screening for abdominal aortic aneurysm. ROFO Fortschr Geb Rontgenstr
Nuklearmed.  2010 June; 182(07):57-580. https://doi.org/10.1055/s-0029-1245140.

(8) Ehlers L, Sørensen J, Jensen LG, Bech M,Kjølby M. Is population screening for abdominal aortic
aneurysm cost-effective? BMC Cardiovascular Disorders. 2008 Nov; 8:32. https://doi.org/10.1186/1471-
2261-8-32.

(9) Lindholt JS, Juul S, Fasting H,Henneberg EW. Hospital costs and benefits of screening for abdominal
aortic aneurysms. Results from a randomised population screening trial. Eur J Vascular Surg. 2002

Mar;23(1):55-60. https://doi.org/10.1053/ejvs.2001.1534.

https://doi.org/10.1016/j.jvs.2016.05.101
http://canadiantaskforce.ca/guidelines/published-guidelines/abdominal-aortic-aneurysm/
http://canadiantaskforce.ca/guidelines/published-guidelines/abdominal-aortic-aneurysm/
http://canadiantaskforce.ca/guidelines/published-guidelines/abdominal-aortic-aneurysm/
http://canadiantaskforce.ca/guidelines/published-guidelines/abdominal-aortic-aneurysm/
https://doi.org/10.7326/0003-4819-126-6-199703150-00004
http://canadiantaskforce.ca/guidelines/published-guidelines/abdominal-aortic-aneurysm/
https://doi.org/10.1055/s-0029-1245140
https://doi.org/10.1186/1471-2261-8-32
https://doi.org/10.1186/1471-2261-8-32
https://doi.org/10.1053/ejvs.2001.1534


 9 

(10) Svensjö S, Mani K, Björck M, Lundkvist J,Wanhainen A. Screening for Abdominal Aortic Aneurysm
in 65-Year-old Men Remains Cost-effective with Contemporary Epidemiology and Management. Eur J
Vascular Surg. 2014 Jan; 47(4):357-365. https://doi.org/10.1016/j.ejvs.2013.12.023.

(11) Spronk S, van Kempen BJH, Boll APM, Jørgensen JJ, Hunink MGM,Kristiansen IS. Cost-effectiveness
of screening for abdominal aortic aneurysm in the Netherlands and Norway. Br J Surg.  2011 July;
98(11):1546-1555.https://doi.org/10.1002/bjs.7620.

(12) Glover MJ, Kim LG, Sweeting MJ, Thompson SG,Buxton MJ. Cost-effectiveness of the National
Health Service abdominal aortic aneurysm screening programme in England. Br J Surg. 2014;101(8):976-
982. https://doi.org/10.1002/bjs.7620.

(13) Wanhainen A, Hultgren R, Linné A, Holst J,et al. Outcome of the Swedish Nationwide Abdominal
Aortic Aneurysm Screening Program. Circulation. 2016; 134:1141-1148.
https://doi.org/10.1161/CIRCULATIONAHA.116.022305

(14) Barry MJ, Edgman-Levitan S. Shared decision making—the pinnacle of patient-centered care. N Engl
J Med. 2012 Mar; 366(9):780-781. http://dx.doi.org/10.1056/NEJMp1109283.

(15) Elwyn G, Frosch D, Thomson R, Joseph-Williams N, Lloyd A, Kinnersley P, et al. Shared decision
making: a model for clinical practice. Journal of general internal medicine. 2012 May; 27(10):1361-1367.
http://dx.doi.org/10.1007/s11606-012-2077-6.

(16) Lindholt JS, Juul S, Fasting H,Henneberg EW. Screening for abdominal aortic aneurysms: single
centre randomised controlled trial. BMJ. 2005 Mar; 330(7494):750.
https://doi.org/10.1136/bmj.38369.620162.82.

(17) Ashton H, Buxton M, Day N, Kim LG, Marteau TM, Scott RA,et al. The Multicentre Aneurysm
Screening Study (MASS) into the effect of abdominal aortic aneurysm screening on mortality in men: a
randomised controlled trial. Lancet. 2002 Nov;360(9345):1531-1539. https://doi.org/10.1016/S0140-
6736(02)11522-4.

(18) Scott RAP, Wilson NM, Ashton HA,Kay DN. Influence of screening on the incidence of ruptured
abdominal aortic aneurysm: 5-year results of a randomized controlled study. Br J Surg. 1995 Aug;
82(8):1066-1070.http://onlinelibrary.wiley.com/doi/10.1002/bjs.1800820821/epdf

(19) Norman PE, Jamrozik K, Lawrence-Brown MM, Le MT, Spencer CA, Tuohy RJ, Parsons RW,Dickinson
JA. Population based randomised controlled trial on impact of screening on mortality from abdominal
aortic aneurysm. BMJ. 2004 Nov; 329(7477):1259. https://doi.org/10.1136/bmj.329.7477.1259.

(20) Rahman P, Jaramillo Garcia A, Screening for abdominal aortic aneurysm: GRADE tables for subgroup
populations. Public Health Agency of Canada 2017; Available:
http://canadiantaskforce.ca/guidelines/published-guidelines/abdominal-aortic-aneurysm/ (accessed
2017 May 15). 

https://doi.org/10.1016/j.ejvs.2013.12.023
https://doi.org/10.1002/bjs.7620
https://doi.org/10.1002/bjs.7620
http://dx.doi.org/10.1056/NEJMp1109283
http://dx.doi.org/10.1007/s11606-012-2077-6
https://doi.org/10.1136/bmj.38369.620162.82
https://doi.org/10.1016/S0140-6736(02)11522-4
https://doi.org/10.1016/S0140-6736(02)11522-4
http://onlinelibrary.wiley.com/doi/10.1002/bjs.1800820821/epdf
https://doi.org/10.1136/bmj.329.7477.1259
http://canadiantaskforce.ca/guidelines/published-guidelines/abdominal-aortic-aneurysm/


 10 

(21) Scott RAP, Wilson NM, Ashton HA, Kay DN. Influence of screening on the incidence of ruptured
abdominal aortic aneurysm: 5-year results of a randomized controlled study. Br J Surg. 1995 Aug;
82(8):1066-1070.http://onlinelibrary.wiley.com/doi/10.1002/bjs.1800820821/epdf.

(22) Wilmink A, Hubbard CS, Day NE, Quick C. The incidence of small abdominal aortic aneurysms and
the change in normal infrarenal aortic diameter: implications for screening. European Journal of
Vascular and Endovascular Surgery.  2001 Feb; 21(2):165-170. https://doi.org/10.1053/ejvs.2000.1285.

(23) Kent C, Zwolak R, Egorova N, Riles T, Manganaro A, Moskowitz A, Gelijns A, Greco G. Analysis of risk
factors for abdominal aortic aneurysm in a cohort of more than 3 million individuals. J Vasc Surg. 2010
Feb;52(3):539-548. https://doi.org/10.1016/j.jvs.2010.05.090.

(24) Lederle FA, Johnson GR, Wilson SE, Chute EP, Hye RJ, Makaroun MS, et al. The aneurysm detection
and management study screening program: validation cohort and final results. Arch Intern Med. 2000
May; 160(10):1425-1430. http://jamanetwork.com/journals/jamainternalmedicine/fullarticle/485324.

(25) Scott R, Bridgewater S,Ashton H. Randomized clinical trial of screening for abdominal aortic
aneurysm in women. Br J Surg. 2002 Mars; 89(3):283-285.
http://onlinelibrary.wiley.com/doi/10.1046/j.0007-1323.2001.02014.x/epdf.

(26) Ulug P, Sweeting MJ, von Allmen RS, Thompson SG, Powell JT. Morphological suitability for
endovascular repair, non-intervention rates, and operative mortality in women and men assessed for
intact abdominal aortic aneurysm repair: systematic reviews with meta-analysis. The Lancet. 2017 April.
Available: https://doi.org/10.1016/S0140-6736(17)30639-6.

http://onlinelibrary.wiley.com/doi/10.1002/bjs.1800820821/epdf
https://doi.org/10.1053/ejvs.2000.1285
https://doi.org/10.1016/j.jvs.2010.05.090
http://jamanetwork.com/journals/jamainternalmedicine/fullarticle/485324
http://onlinelibrary.wiley.com/doi/10.1046/j.0007-1323.2001.02014.x/epdf
https://doi.org/10.1016/S0140-6736(17)30639-6

