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Dear Editor:

It has been a pleasure reading the article titled ““Pero-
perative Intravascular Ultrasound for Endovascular Aneu-
rysm Repair versus Peroperative Angiography: A Pilot
Study in Fit Patients with Favorable Anatomy’’ by Illumi-
nati et al.'

In this report, the authors describe their valuable expe-
rience in the use of intravascular ultrasound (IVUS)-assis-
ted endovascular aortic aneurysm repair (EVAR) to
address abdominal aortic aneurysms. We appreciate this
well written paper and the commendable efforts of the au-
thors but, in our opinion, some concerns arise. Despite a
scare literature availability on this subject, in our opinion
the authors missed to cite some recent published series*;
in addition, we would like to highlight a few points when
the IVUS is employed during EVAR procedures.

In our recent experience reported in 2019 on the same
topic of IVUS EVAR and standard EVAR,* 221 patients
were evaluated and 122 matched to obtain 2 homogenous
groups of 26 patients each after a propensity score
analysis.

The group homogeneity was assessed by analyzing 33
variables including age, sex, associated comorbidities, pre-

Q2 vious cardiac interventions, preoperative GFR <60 mL/

min, left ventricle ejection fraction <50%, preoperative
heart function, anesthesiology classification, type of anes-
thesia, aneurysm behavior (maximal diameter, neck
length, neck angle, neck diameter, common iliac artery
involvement), and operation details (stent-graft fabric,
number of components, ‘“‘ballerina” configuration). The
study reported a median follow-up of 27 [24 + 36] months
in the standard EVAR group and 23 [12 + 36] months in
the IVUS EVAR group.

In summary, significant differences between the 2 ho-
mogeneous groups were observed in the mean amount of
contrast medium used (significantly higher in the stan-
dard EVAR group; P = 0.003) and radiation exposure
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(fluoroscopy time, dose area products, and DSA runs
were significantly higher in the standard EVAR group;
P =0.001, 0.002, and 0.04 respectively).

Based on the reported outcome, despite an IVUS cost
increase, the IVUS EVAR was indicated in patients
requiring a reduced contrast mean injection and complex
cases requiring higher radiation exposure. Moreover,
technical tips were recommended when dealing with
IVUS EVAR including the following: (1) to acquire all
IVUS images with a pull-back maneuver from the contra-
lateral side of main body introduction; (2) to mark the
lowest renal artery using short fluoroscopy spots; (3) to
use the IVUS catheter-embedded radiopaque markers to
measure the following distances—from the lowest renal
artery to the aortic bifurcation and from the aortic bifurca-
tion to the hypogastric arteries in both sides; and (4) to
perform, in case of hostile aortic neck, a low-contrast
aortography before the main body complete releasing.

Finally, from a statistical point of view, an adequate
comparison between 2 different technical modalities
should be performed based on homogeneous groups.

The propensity score methods represent appropriate
tools despite the lack of randomization; its increased use
in the recent literature, including the vascular field, is
currently employed to reduce the intrinsic biases of the
observational studies and to qualify the effects of the treat-
ment outcomes.’
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