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Introduction: Abdominal aortic aneurysms (AAA) are a vascular condition associated with high
morbidity and mortality, particularly when rupture occurs. Their prevalence increases with age and is
more common in individuals older than 65 years, although they may occur from the age of 50 in the
presence of cardiovascular risk factors. Among the most relevant risk factors are smoking, hyperten-
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sion, and atherosclerotic disease. Most patients with AAA remain asymptomatic for long periods, and
diagnosis is therefore often incidental or occurs after complications develop. Early detection through
ultrasound allows identification of aneurysms at earlier stages and facilitates appropriate clinical fo-
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llow-up.

Objective: To evaluate the detection of abdominal aortic aneurysms through ultrasound screening
in patients older than 50 years in Argentina. As a secondary objective, to analyze the feasibility of eva-
luating the abdominal aorta by cardiologists during echocardiographic studies.

Materials and Methods: During cardiovascular or abdominal ultrasound examinations, the antero-

posterior and transverse diameters of the abdominal aorta were measured. Patients older than 50 years

with risk factors for AAA were included. Public and private medical centers from different provinces of

Argentina participated in the study.
Results: A total of 2148 patients were included: 1063 men and 1085 women. Seventy-seven abdo-
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minal aortic aneurysms were detected, corresponding to an overall prevalence of 3.58%. Most cases
were observed in patients older than 65 years.

Conclusions: Ultrasound evaluation of the abdominal aorta during cardiovascular or vascular stu-
dies allows detection of aneurysms in patients with risk factors.

INTRODUCTION

Abdominal aorta aneurysm (AAA) is a potentially lethal vascu-
lar disease, characterized by progressive dilatation of the abdomi-
nal aorta, that may evolve into rupture if not detected and treated
timely. Its prevalence increases significantly with age, being esti-
mated in between 3% and 8% in men older than 65 years in wes-
tern populations. Aneurysm rupture is one of the main causes of
sudden death of vascular origin in the elderly, and is associated
to mortality rates of more than 80%, turning this pathology into
a relevant problem of public health.'?345

From an anatomical point of view, the abdominal aorta ex-
tends from the diaphragm to its bifurcation in the common iliac
arteries, where it splits into significant visceral branches like the
celiac trunk, the superior mesenteric artery, the inferior mesen-
teric artery and the renal arteries. The diameter of the abdominal
aorta varies according to age, sex and body surface, with its pro-

ximal segment being larger than the distal one. It is considered
normal when its maximum diameter is approximately 20 mm®.

The abdominal aorta aneurysm is defined as a segmental dila-
tation that compromises the three layers of the arterial wall with
a diameter equal or greater than 30 mm, measured in an ante-
roposterior or transversal sense, or when it exceeds by 50% the
normal caliber or is 1.5 times greater than the adjacent segment.
The diameters between 26 and 29 mm are considered subaneu-
rysmal dilatations.'

From an epidemiological point of view, AAA constitutes a re-
levant cause of cardiovascular mortality. In the United States, it is
the tenth cause of death in men older than 65 years, and it is esti-
mated that in Argentina it affects more than 150,000 individuals,
with more than 1000 yearly deaths associated to its rupture.’

Different population studies have shown that the prevalence
of AAA increases progressively with age. In men, a prevalence of
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1.3% up to 54 years of age has been estimated, and of 3.9-7.2%
in those older than 65 years, and 12.5% among those between 75
and 84 years; while in women older than 65 years, prevalence is
between 1% and 1.3%. Due to this epidemiological distribution,
most screening programs have focused on populations older
than 65 years.

The pathogenesis of AAA is multifactorial and is mainly asso-
ciated with degenerative processes of the vascular wall and athe-
rosclerotic phenomena. Between the most important risk factors,
the following stand out: advanced age, male gender, smoking,
hypertension, dyslipidemia, peripheral artery disease and family
history of aneurysmal disease.*

AAAs usually remain asymptomatic for long periods, and are
frequently diagnosed incidentally during imaging studies made
due to other clinical reasons. In approximately 85% of cases, no
symptoms are present until the time of rupture, a situation that
is associated to an estimated mortality between 80% and 90% in
patients that reach the hospital.’ Due to this silent evolution, and
the risk of catastrophic complications, AAAs have been frequently
called “silent killers”.

Aneurysms can develop in any segment of the aorta, although
the most frequent location is the infrarenal region. Approxima-
tely, 85% of AAAs are located below the renal arteries, while
around 5% compromise the suprarenal aorta. From a morpho-
logical point of view, they may present as a fusiform, saccular or
eccentric aneurysm, with the latter presenting greater risk of rup-
ture. Likewise, the more proximal the location of the aneurysm,
the greater the complexity for a surgical or endovascular repair.®

Between 25% and 40% of patients with AAA present associated
peripheral aneurysms, mainly in the popliteal artery (70%) or in
the iliofemoral territory (20%). A popliteal aneurysm can be bila-
teral in up to 50% of cases, and their main complication is distal
embolization, which may cause critical ischemia of lower limbs
and risk of amputation.” Furthermore, approximately two thirds
of patients with AAA present concomitant CAD.

Early diagnosis and surgical or endovascular repair of the lar-
ger aneurysms (generally from 55 mm of diameter) allow to sig-
nificantly improve prognosis. In this context, echocardiographic
screening has proven to be an efficient tool for an early detection
of AAA. Different international studies, including the Multicentre
Aneurysm Screening Study (MASS), the Western Australia Scree-
ning Study, the Viborg Trial, the UK Small Aneurysm Trial and
the ADAM Trial, have shown that ultrasound tracking significantly
reduces the mortality associated to aneurysmal rupture in risk
populations.8,‘).10.11,12,13,14,15,16.1’.18,19,20,21.22,23.24.25,26

In spite of the strong evidence backing the screening stra-
tegies, epidemiological data on the prevalence of AAA are still
limited in many Latin American countries. In Argentina, the infor-
mation available is scant and mainly comes from international re-
gistries. In this context, this study had the goal of evaluating AAA
detection by echocardiographic screening in individuals older
than 50 years in Argentina. As secondary goals, we sought to esti-
mate the prevalence of this pathology in the studied population,
and to analyze the feasibility of the evaluation of the abdominal
aorta by cardiologists during echocardiographic studies.

MATERIALS AND METHODS

General characteristics and type of study. Design

A screening campaign on abdominal aorta was carried out du-
ring April 2023, in multiple centers of Argentina. It developed in
a context of performing other auxiliary ultrasound imaging tests,
such as color Doppler ultrasound, Doppler echocardiography of
neck vessels, arterial Doppler echocardiography of lower limbs,
aortoiliac, renal or abdominal Doppler echocardiography, from
which the measurements of the maximum anteroposterior and
transverse diameters of the abdominal aorta were obtained.

It was a multicenter, observational, transversal and descrip-
tive registry of a screening program. Data were collected on the
prevalence of AAA and on the distribution of associated risk fac-
tors, diagnosed by ultrasound according to the following criteria:
segmental dilatation of abdominal aorta with a diameter equal
or greater than 30 mm, or exceeding 50% of its normal caliber.

Echocardiographic screening was indicated in the whole
population older than 50 years, in both genders. The main risk
factors for the development of AAA were considered, such as cu-
rrent smoking or history of smoking, hypertension, family history
of aneurysm, aneurysms in other locations, subclinical atheros-
clerosis and clinical atherosclerosis, including acute myocardial
infarction, intermittent claudication or stroke.

Public and private medical centers from the different provin-
ces of Argentina participated.

Inclusion criteria

Patients older than 50 years were included, of both sexes, with
risk factors for AAA like history of current or past smoking, hy-
pertension, family history of aneurysm, CAD (including history
of AMI, coronary angioplasty or myocardial revascularization sur-
gery), peripheral vascular disease, atherosclerosis, aneurysm in
other locations, bypass or peripheral angioplasty, symptomatic
arterial disease, pain in limbs or intermittent claudication, and
cerebrovascular disease, including stroke or carotid disease.

Exclusion criteria

Patient with any clinical situation that would prevent them
from going to the center, those who rejected participating in the
study, those who presented history of previous AAA surgical or
endovascular intervention and those who did not meet the re-
quirements established in the inclusion criteria were excluded.

Enrollment and ending periods

Enrollment of patients was made at the time of their coming to
the assigned public or private center, to undergo color Doppler
ultrasound, Doppler ultrasound of the neck vessels, arterial or
venous Doppler ultrasound of lower limbs, aortoiliac, renal or
abdominal Doppler echogram.

The enrollment and ending periods were conducted between
April 17, 2023, and April 30, 2023. The seven regions of the Ar-
gentine Federation of Cardiology (FAC) participated: Northwest,
Northeast, Buenos Aires, Patagonia, Litoral, Cuyo and Center,
along with its respective societies and associations.

The study had physicians with credited training and experien-
ce in echocardiography, vascular Doppler echocardiography or
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abdominal ultrasound, using the equipment available in each
center. Sectorial, convex or linear probes were used, from di-
fferent brands and models according to local availability. The
cardiologists acquire skills to explore the abdominal aorta when
getting familiar with the subxiphoid views in echocardiography,
particularly when defining severity of aortic valve failure by eva-
luation of reverse flow at that level, or when seeking flow altera-
tions compatible with aortic coarctation.’

ECHOCARDIOGRAPHIC EXPLORATION

Significance of ultrasound

Echography or ultrasound (US), in its different modalities
(2D, color and Doppler) allows to evaluate abdominal structures
and to detect anomalies. This is a highly sensitive and specific
imaging test (Se 93.3%, Sp 98.5%) to detect AAA, besides being
cost-effective, affordable and applicable in different levels of care.
It is a feasible, repeatable and safe tool; free from radiation and
harmless, as it does not require nephrotoxic contrast.”’ It is also
useful for follow-up and surveillance of aneurysms.

US is the most used method for screening and diagnosis in
asymptomatic patients, in ER units with no previous diagnosis
and in symptomatic patients. In a scenario of AAA rupture, it is
the tool that less delays diagnosis.

Exploration technique

All ultrasound studies were made by physicians trained and
with previous experience in cardiovascular ultrasound, vascular
Doppler or abdominal echocardiography, which guaranteed a
standardized acquisition and accurate measurements of the aorta
diameters. The studies were carried out using the ultrasound de-
vices available in each participating center.

Cardiological transducers were used, with average frequen-
cies of 2.5 MHz and second harmonic imaging, and linear trans-
ducers with frequencies between 7 and 12-18 MHz.

A transversal sweep was made with the transducer in subcos-
tal position, from the epigastrium in a caudal direction, followed
by longitudinal exploration from the diaphragm until the aor-
toiliac bifurcation, and the first centimeters of the common iliac
arteries.

The measurements were made in a transversal view, with the
transducer beam perpendicular to the major axis of the abdomi-
nal aorta. The greatest diameters were registered, both antero-
posterior (AP) and transversal (T), measuring from adventitia to
adventitia during systole. The measurement of the anteroposte-
rior diameter is considered more accurate than that of transverse
diameter, due to the perpendicularity of the echography beam.

When it was not possible to obtain a circular section of the
aorta (due to dilatation or tortuosity), the mean diameter was
estimated for the ellipse, or the diameter was measured in an
adequate longitudinal view, as long as it was perpendicular to
the aortic axis."

When aneurysmal dilatation was identified, both the maxi-
mal anteroposterior diameter and the maximal transversal dia-
meter were recorded. Normal aorta was defined as a diameter
<25 mm, ectasia between 26 and 29 mm, and aneurysm when
it was =30 mm.

Patients with aneurysms of up to 4 mm were informed about
the pathology and they were encouraged to undergo echocar-
diographic monitoring in their medical centers, given the low
yearly probability of rupture. In the cases with aneurysms in a
surgical range (55 mm in men, 50 mm in women, family history
or saccular aneurysms), referral to the vascular surgery services
of reference of each center was indicated.

Statistical analysis

A Coordinating Scientific Committee (CSC) was constituted
for the registry, made up by members of the Committee on Peri-
pheral Vascular Disease and Stroke of FAC, in charge of leading
its development in all its aspects, with the support of the Data
Control Group and the Group of Publications. In the statistical
analysis, categorical variables were expressed as percentages and
were compared by the Chi-squared test of Pearson. Continuous
variables were presented as mean and standard deviation, being
compared by Student’s t-test.

To fulfill the enrollment and data loading, an online form was
designed, where personal data, risk factors, center data, type of
base study and results of measurements were recorded. Google
Forms was used as software support to collect data, only accessi-
ble for the researchers in charge and the coordinators appointed
for this goal.

The Center for Medical Teleinformatics of FAC (CETIFAC) ac-
ted as the only data center, managing the database, its maintenan-
ce, and control of load from the different centers. Data was enco-
ded during internet transference and stored in a base protected
against unauthorized access.

The study was made according to the ethical principles es-
tablished in the Declaration of Helsinki for research in human
beings. All participants were informed about the goals of the study
and granted their informed consent before being included in the
registry. The data of patients were anonymized and treated confi-
dentially according to the current regulations for data protection.

Each patient obtained the corresponding consent, according
to institutional policies and the current privacy regulations. The
purpose of the study was explained in detail, namely evalua-
ting the anatomy of abdominal aorta and detecting alterations
such as dilatations, aneurysms, thrombosis and other patholo-
gies. Likewise, it was clarified that the procedure was made as a
supplement of other requested studies and that it would have an
approximate duration of 20 minutes, with no complications or
adverse effects expected.

Patients were given the chance to ask all the questions they
would deem necessary for them to be at ease and understand
the procedure. Participation was voluntary, with a chance of
withdrawing their consent at any time, not affecting the medical
care they would receive. The patients already incorporated to the
registry would remain in it. The regulations also contemplated
a voluntary withdrawal or not, from an investigator or a center.

RESULTS

Characteristics of the population

During the period of the study, 2252 patients were evaluated,
from whom 14 were excluded as they did not meet the age cri-
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Tamizaje de aneurisma de aorta abdominal durante estudios ecograficos
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FIGURE 1.

Flowchart of the selection of patients and detection of abdominal aortic
aneurysm in the study population
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Type of study made that allowed detecting AAA

teria. The final population analyzed included 2148 patients. The
flowchart of the study is shown in Figure 1.

The average age of the population was 67+9.12 years in men.
From the total of participants, 1063 patients were males (49%)
and 1085 females (51%), showing a relatively balanced distribu-
tion between both genders (Table 1).

Modality of the study and geographical distribution

The study that most frequently allowed to perform the abdo-
minal aorta screening was color Doppler echocardiogram, made
in 1489 patients (69.3%). Other studies that made the evaluation
of the abdominal aorta possible included Doppler echography
of neck vessels, arterial Doppler echography of lower limbs and
abdominal echography (Figure 2).

The geographical distribution of patients included multiple
provinces of Argentina. The provinces that contributed the grea-
ter number of registries were Misiones (296 patients; 13.78%),
Santa Fe (269; 12.52%) and Mendoza (257; 11.96%). Neuquén
(214; 9.96%), Buenos Aires (187; 8.71%), Cérdoba (159; 7.40%)
and Corrientes (157; 7.31%) also had a relevant participation, re-
flecting a wide territorial representation of the registry (Figure 3).
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FIGURE 3.

Geographical distribution of the study.

Patients evaluated by abdominal aortic aneurysm (AAA) in Argentina. The
political map shows the provincial distribution of patients included in the
multicenter study. The intensity of color reflects the number of patients
evaluated in each province. Total of evaluated patients: n = 2148.

TABLE 1.
Characteristics of the population
Variable n %
Total de pacientes evaluados 2148 100
Hombres 1063 49
Mujeres 1085 51
Aneurisma de aorta abdominal 77 358
detectado (AAA) '
TABLE 2.

Prevalence of abdominal aortic aneurysm according to sex

Grupo n Prevalencia (%)
Hombres 51 4,80
Mujeres 26 2,40
Total 77 3,58

Cardiovascular risk factors

Hypertension was the most frequent risk factor, followed
by dyslipidemia and history of smoking, with predominance of
former smokers over active smokers. Other risk factors include
diabetes mellitus, obesity and history of cardiovascular disease
and peripheral artery disease, configuring a global profile of high
atherosclerotic risk in the analyzed population.

Prevalence of abdominal aortic aneurysm
In the total population analyzed, 77 AAA were detected, repre-
senting a global prevalence of 3.58% (95% CI: 2.8-4.5) (Table 2).
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TABLE 3.
Comparative analysis of abdominal aortic aneurysm according to sex and
age

Variable Caff(s%“)AA Si;‘(‘;sA Medida  IC95%  p
Sexo

Hombres  51(48) 1012(952) OR205 125335 0,004
Mujeres 26 (2,4) 1059 (97,6) Referencia

Edad

>65afios 59 (76,6) RR327 190563 <0,001
50-64 afios 18 (23,4) Referencia

AAA: abdominal aortic aneurysm . OR: odds ratio . RR: relative risk. 95% CI: 95%
confidence interval

TABLE 4.

Multivariate analysis by logistic regression

Variable OR ajustado 1C95% P
Sexo masculino 2,01 1,22-3,30 0,006
Edad >65 aiios 3,18 1,84-5,49 <0,001
Tabaquismo 1,72 1,05-2,80 0,031
HIA 1,34 0,82-2,19 0,24
Dislipidemia 1,21 0,74-1,97 0,43

Comparative analysis by gender

Fifty-one cases were identified in men (4.8) and 26 cases in
women (2.4%). Male gender was significantly associated with a
greater risk of AAA (OR: 2.05; 95% CI: 1.25-3.35; p = 0.004),
indicating approximately twice the chance of disease in compa-
rison to women.

Comparative analysis according to age

A significant increase in the prevalence of AAA was observed
with age. From the total of cases detected, 59 aneurysms (76.6%)
were identified in patients older than 65 years, while 18 cases
(23.4%) corresponded to the group from 50 to 64 years.

In the group of patients older than 65 years, 38 aneurysms
were identified in men and 21 in women; while in the age group
from 50 to 64 years 13 aneurysms were recorded in men and 5
in women (Figure 4).

Patients older than 65 years presented a significantly greater
risk of AAA (RR: 3.27; 95% CI: 1.90-5.63; p<0.001) (Table 3).

Analysis of associated factors

The analysis of association showed that the male gender, age
of more than 65 years and smoking were significantly associated
with the presence of AAA. Together, these findings show a clear
association between advanced age, male gender and cardiovas-
cular risk factors with a higher prevalence of AAA in the studied
population.

Distribucién de aneurismas de aorta abdominal por sexo y grupo etario
Ex]
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w

0
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FIGURE 4.

Percentage distribution of abdominal aortic aneurysms according to
sex and age group in the studied population

A higher frequency of cases is observed in patients older than 65 years and the
male gender was predominant.
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FIGURE 5.
Factors associated to AAA

Multivariate analysis

A multivariate logistic regression analysis was made to identify
the factors associated independently with the presence of AAA.
The variables included in the model were age, sex and relevant
cardiovascular risk factors.

Multivariate analysis showed that the male gender and an age
of more than 65 years were independently associated with the
presence of AAA. Likewise, smoking remained as a significant
risk factor in the adjusted model, while hypertension and dys-
lipidemia did not show a statistically significant association after
adjustment by confusion variables (Table 4).

Forest plot shows the prevalence of AAA in the total popu-
lation and in different subgroups according to gender and age,
with their respective 95% confidence intervals. Prevalence was
higher in men than in women, and significantly increased in pa-
tients older than 65 years (Figure 5).
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DISCUSSION

Abdominal aortic aneurysm screening by Doppler echogra-
phy has consolidated as an efficient strategy for early detection
and reduction in the mortality associated to its rupture, particu-
larly in risk populations like smokers older than 65 years.”? Use
of ultrasound allows to identify aneurysms in asymptomatic
phases, facilitating its clinical follow-up and the implementa-
tion of timely therapeutic interventions.

Different clinical trials have supported the implementation
of population screening programs. Among the most relevant,
we find the MASS, Viborg, Western Australia and Chichester
studies, which showed that echographic tracking significantly
reduces mortality specifically due to AAA, mainly by decreasing
the incidence of aneurysmal rupture.'>'>161718 The MASS study
showed a significant reduction of specific mortality and ruptu-
re rate; while the Western Australia Screening Study confirmed
these benefits in a long-term follow-up.'>"?

Aneurysmal diameter constitutes the main rupture predic-
tor, with a risk that increases progressively and exceeds 50%
in aneurysms of more than 70 mm." The goal of screening is
to identify aneurysms with a clinically relevant diameter before
the appearance of complications, allowing elective repair and
reducing associated mortality.'® However, there are differences
between clinical guidelines in regard to the populations that
should undergo screening, recommending in general doing it
in men older than 65 years with history of smoking."”

Similarly, the UK Small Aneurysm Trial and ADAM studies es-
tablished that echographic surveillance constitutes a safe stra-
tegy in smaller aneurysms, contributing to defining the current
criteria of follow-up and intervention, #2326

In this multicenter registry, a prevalence of AAA of 3.58%
was observed in adults older than 50 years, a figure compara-
ble to that reported in international studies. Most cases were
detected in patients older than 65 years, confirming the strong
association between age and the development of the disease.
Likewise, male gender and smoking were identified as indepen-
dent risk factors, in agreement with the epidemiological evi-
dence available.

In scenarios where there are no national screening pro-
grams, as it currently happens in Argentina, timely detection
during imaging studies represents a potentially cost-effective
strategy. In this regard, the evaluation of the abdominal aor-
ta during transthoracic echocardiography acquires special re-
levance, as many of these patients present cardiovascular risk
profiles similar to those associated with AAA.»%

Although the prevalence of aneurysm is smaller in women,
this group presents particular clinical characteristics, like risk
of rupture and presentation with smaller diameters.?»* In spe-
cific populations, like elderly women or patients in high risk,
screening could be considered individually.'”24

The screening programs have proven to significantly reduce
specific mortality related to AAA, although this benefit does not
always translate to a decrease in overall mortality in the long-
term.’ This situation has generated a debate on the universal
implementation of screening programs, particularly in health
care systems with no organized programs.

From a clinical point of view, the systematic incorporation of
echographic evaluation of the AAA during cardiovascular ultra-
sound tests could facilitate detection in asymptomatic stages, op-
timize risk stratification and allow a timely referral for treatment.
This strategy can contribute to reduce morbimortality associated
to AAA rupture in the usual clinical practice.

In this regard, the risk of rupture of AAA is directly related with
its maximal diameter, main rupture and mortality predictor, and a
determinant factor for surgical indication. Other associated factors
include smoking, the female gender, hypertension, family history,
saccular morphology and decrease in FEV1. Rupture presents a
mortality of more than 80% in patients who reach hospital care.

Elective repair presents significantly less mortality in compa-
rison with urgency surgery, with rates between 0.73% and 5%,
while in broken aneurysms it may reach 50-60% in the hospital
environment, and up to 100% with no intervention.”” In this sce-
nario, early detection and timely treatment constitute the mains-
tay of clinical management.

Intervention in aneurysms with diameters =55 mm in men
and =45 mm in women, as well as those with growth >0.5 cm/
year or associated symptomatology.?® Echography represents a
safe, accurate, affordable and cost-effective diagnostic method
for the detection of aneurysms in asymptomatic patients.

Within this framework, echographic screening of the abdomi-
nal aorta in a selected population allows an early detection of
aneurysms and other aortic pathologies, favoring the implemen-
tation of timely therapeutic managements and improving morbi-
mortality.”

However, the results of this study should be interpreted con-
sidering certain limitations. First, this is an observational registry
of cross-sectional character, which prevents establishing causal
relationships between the risk factors evaluated and the presence
of AAA. Second, enrollment included patients who went to health
care centers to undergo ultrasound tests because of different cli-
nical indications, which may introduce a selection bias, given that
this population probably presents a greater load of cardiovascular
risk factors in comparison with the general population. Similarly,
the tests were made in multiple centers with ultrasound devices
with different features, which may generate a certain variability
in measurements; however, all studies were made by physicians
with experience in ultrasound, which contributes to reducing
this effect. On the other hand, the enrollment period was limited
to two weeks, which prevented having a longitudinal follow-up
and evaluating the progression of the aneurysms detected or
its clinical results in the long term. Finally, although the results
match international evidence, the differences observed between
studies may be attributed to demographic, epidemiological and
methodological variations, including the age of inclusion, selec-
tion criteria and the duration of the screening programs.

CONCLUSIONS

This Argentine multicenter registry showed a prevalence of
AAA of 3.58% in a population older than 50 years with cardio-
vascular risk factors. Most cases were detected in patients older
than 65 years (76.6%), with predominance of the male gender in
both age groups.
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The risk factors most frequently associated were hyperten-
sion, dyslipidemia and history of smoking. The echographic eva-
luation of the abdominal aorta during cardiovascular or vascular
ultrasound tests proved to be feasible, useful and applicable for a
timely detection of aneurysms, both in asymptomatic and symp-
tomatic patients.

These findings back the incorporation of the AAA evaluation
to supplement the usual echographic tests, even in the field of
primary care by trained physicians. This strategy could impro-
ve the early detection of AAA by a simple, affordable and cost-
effective method.

Although these results do not modify the current recommen-
dations that prioritize screening in people older than 65 years,
they do suggest that a directed evaluation in patients older than
50 years with risk factors could constitute a valuable supplemen-
tary strategy in clinical practice.

Participants in AAA screening

The authors wish to express their deep gratefulness to all the
health care professionals that participated in the development
of the multicenter SCREANRA registry, whose collaboration and
commitment made it possible to perform this study at national
level.
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diologists, echography specialists, imaging diagnosis specialists,
and all the other professionals who contributed to data collec-
tion and performing ultrasound tests in the different regions of
Argentina.

Likewise, we would like to thank the public and private ins-
titutions that facilitated the implementation of the screening, as
well as the Committee of Peripheral Vascular Disease and Stroke
of the Argentine Federation of Cardiology because of their coor-
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