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Welcome and introduction
Gerry Stansby, Research Lead, National AAA Screening 
Programme



NAAASP research mee�ng.
Newcastle upon Tyne 

7th February 2019.

WELCOME!



What is Research?
• Not just randomised trials! Although they are the gold 

standard for treatment effects.
– Non-randomised studies/Diagnos�c test accuracy studies
– Qualita�ve research
– Audits
– Pilot studies

• No RCTs? What do we do then? 
• What do we do if there if there is too much 

(conflic�ng) research!



AAA Screening – clinical trials  
Publica�ons 2001-2017 (PubMed)
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Solu�ons?
• New Collabora�ons/Mul�centre trials
• Use exis�ng data

– NAAASP data
– NHS data

• Modelling
– Economic
– Survival

• Non-randomised designs
– Cohort studies/subgroup comparisons
– Propensity score matching etc

• Qualita�ve research/QoL research
• Audits/Service improvement – done well



The unknown.
There are known knowns; there 
are things we know that we know. 
There are known unknowns; that 
is to say, there are things that we 
now know we don’t know. But 
there are also unknown unknowns
– there are things we do not know 
we don’t know. (Donald Rumsfeld)



Generic “Screening” Research Challenges
• DNA rates and how to impact on them
• The test used – how to improve them/it

– Diagnos�cally – more accurate
– Func�onally – easier to use/administer

• Logis�cs/Pathways/Service delivery
• Interac�on with clinical services

– Degree of control over treatment
– Monitoring/contrac�ng of treatment services

• Health economics/QoL
– Cost effec�veness
– Guidelines (NICE)



Varia�on: Turndown by provider
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Why are there fewer RCT’s in surgery?
• Once a surgical treatment is accepted tes�ng against placebo is 

difficult - resistance exists to randomiza�on in surgery vs non-
surgical op�ons.

• Surgeon’s eagerness to introduce new techniques
• Surgeons use to making important decisions on limited 

informa�on. 
• How do you account for learning curves?
• Commercial pressures (mostly bad, occasionally good)
• Difficul�es with recruitment, consent and randomiza�on.
• Surgeons know best!



AAA research commi�ee
• If it is research the AAA screening research commi�ee needs to know and 

approve it.
– Especially if pa�ent data is involved

• If it is Audit or service improvement projects we also need to know –
please. 

• We are unlikely to say “no” unless there are major issues which go against 
SOPs or may be unethical.

• We may make sugges�ons how studies or evalua�ons could be improved.
• We may know of other studies which can provide pointers or help with 

study design etc
• We will respond quickly
• Dissemina�on of your work is essen�al -we can help



h�ps://www.hra.nhs.uk/



More evidence = be�er decisions 
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National programme update
Lisa Summers, Programme Manager, NHS AAA Screening 
Programme, Public Health England



NAAASP National Update
AAA  National Research Day

Lisa Summers
National AAA Screening Programme Manager
7 February 2019



Headline figures

16 National update

Headline figures 2009/10 to date 2018/19 Q3
Number men eligible for screening 2,191,659 293,920

Number of men offered screening 2,131,292 259,124

Number of men screened 1,667,984 183,839

Number of men with aorta ≥3.0 cm 19,928 1,759

Coverage (percentage) 76.1 62.5

Uptake (percentage) 78.3 70.9

Aneurysms detected (percentage) 1.19 0.96

Referred for surgery 5,118 657

Operated on 3,451 -
30 day post operative mortality 
(percentage) 0.52 -



KPIs 2018/19

17 National update

Latest data published Q1 (April 2018 – June 2018)

AA2 (coverage of initial screen)
• Performance 23.2% (above acceptable threshold of 18%)

AA3 (coverage of annual surveillance screen)
• Performance 91.9% (above acceptable threshold 85%)

AA4 (coverage of quarterly surveillance screen)
• Performance 91.3% (above acceptable threshold 85%)

https://www.gov.uk/government/collections/nhs-screening-programmes-national-data-
reporting under the ‘Reports’ section



Standards, reporting & guidance

• Revision of pathway standards – implementation 1 April 2020

• Revision of data sets

• Data retention

• Advisory Group – patient representatives

18 National update



IT & equipment

• SMaRT:-
• Training for Co-ordinators/Admin
• User Group
• Version 9.6

• Equipment specification re-evaluation

19 National update



Demographic feed
• NHAIS due to be decommissioned

• SPINE Demographics will be the sole authoritative source (for England & DMS) for identifying subjects 
who become newly eligible for AAA screening and for providing notifications of subsequent changes to 
their demographic/registration details

• AAA due for transfer March/April 2019

• Will receive all men registered AND resident in England as opposed to just registered in England

• Will receive men registered with the Defence Medical Services (DMS)

• Accessible Information Standard

• Business as usual

• Future – health & justice system

20 National update



21 Equality and diversity



22 Equality and diversity



23 Equality and diversity



What next?
• Four nations ownership

• Toolkit evolution

• Submission process

• How will new inequalities initiatives be announced?

• Audit and service evaluation

24 Equality and diversity



Training and education
• Reaccreditation

• Health screener diploma:-
• 17 screeners have successfully completed
• 56 currently undertaking

• Assessor and learner support resource:-
• Working with National Skills Academy on video resource
• Electronic resource with information to support the mandatory units of the diploma
• Half day update sessions in London, Birmingham and Manchester

• Review of  e-learning modules for CSTs and screening technicians
• Due to go live at the end of February 2019
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Diary dates

• National Networking & Information Sharing day – 24 June 2019, Birmingham

26 National update



Thank You!

27 National update
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What don’t we know? Lessons learnt and 
research that is still needed in AAA screening
Jonothan Earnshaw, Past Clinical Lead, NHS AAA Screening 
Programme, Public Health England



Part of Public Health England

Abdominal Aortic Aneurysm

Lessons learned, and research that is 
still needed in AAA screening
NAAASP Research Day 7/2/19

Jonothan J Earnshaw
Retired



Exhausted



RCTs – the final word……



Does screening work
in Sweden?



Is AAA screening working
in England?



Screening women

Targeted 
screening?



Targeted screening?



Making every contact count….
• Smoking cessation
• Vascular health checks
• Mentioning other screening programmes

- bowel cancer
- prostate cancer
- lung cancer



Research in surveillance

• 15,000 men (and others not in NAAASP)
• All arteriopaths
• Invested
• Monitored regularly



AAA rupture in surveillance

Men safe in surveillance in NAAASP
No need to change referral threshold



Deaths in surveillance

Mortality around 2%/annum



Causes of death in surveillance
AAA 3%
Cancer 31%
Vascular or cardiac 26%
Other (non cancer, non cardiac) 29%
Unknown 10%



Should referral threshold 
be changed?

….study does not conclusively prove 
that the lower operation rate in 

England is the only cause of the 
higher number of aneurysm deaths.



Monitoring in surveillance
• Reducing surveillance intervals
• Personalised surveillance

- genetics
- individual factors
- scan history

• Risk factor monitoring
- improved nurse surveillance
- prehabilitation



Reducing AAA growth

• Medication: metformin
• Risk factor management (smoking)



Discharge from surveillance
• Combination of age and diameter

• 83 years old 3.9cm
• 71 years old 3.2cm
• 75 years old 4.7cm

• Previous scan history
• Artificial intelligence



Nursing workshop: proposal
Nurse assessments

(i) ‘fit for open repair’

(ii) cardiovascular risk reduction

All

Within 3 months of diagnosis (face to face)

There months later (telephone)

Men with small AAA

Repeat above at intervals (? Every 2/4/6 years)

Men with medium AAA

Repeat annually + prehabilitation



Subaneurysmal aorta at age 65
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Men with subaneurysmal aorta at age 65:
the case for surveillance

• Systematic review: case not yet made
• Need further information:

- effect of prolonged surveillance on QoL
- operation rate and outcomes

Ongoing project to collect QoL and outcome data for 
modelling study of cost effectiveness 



Extended vascular screening: 
VIVA trial 2017
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Extended vascular screening
• VIVA trial (2017):  AAA screening, blood pressure, ABPI 

and cholesterol. Men aged 65-74. 7% reduction in 
mortality at 5 years

• UK: AAA screening plus vascular health checks
• DANCAVAS (reported at ESVS): CT screening whole 

aorta, ECG (for AF), ABPI, bloods. Men aged 65-74. 
30% have an abnormality - results 2021 



Research in AAA screening: top tips
• Subaneurysmal aorta: QoL assessment and modelling
• Personalised surveillance intervals 
• Discharge from surveillance
• Metformin to reduce AAA growth
• Is screening working?


