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CHAPTER 7 
 

 

Letter to the editor 

With regard to: 

The Multicentre Aneurysm Screening Study Group.  

The Multicentre Aneurysm Screening Study (MASS) into 

the effect of abdominal aortic aneurysm screening on 

mortality in men: a randomised controlled trial.  

Lancet 2002;360:1531–39. 
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Sir 

The Multicentre Aneurysm Screening Study (MASS) Group do not address the 

potential effect of  measures to improve survival in patients with ruptured abdominal 

aortic aneurysm (54). If surgery is withheld from these patients they will die. 

Nevertheless, surgery is frequently withheld from these patients: P Basnyat and 

colleagues found that 100 of 233 patients with ruptured abdominal aortic aneurysm 

who reached hospital alive were denied surgery (160).  

It is difficult to predict the outcome of surgery for ruptured abdominal aortic 

aneurysm when a patient is still at the emergency department, whereas, as Kniemeyer 

and coworkers found, a much more realistic prognosis can be made for those patients 

who are alive 48h after surgery (170). Since 1990 we have implemented a policy of 

immediate surgery in nearly all patients with suspected ruptured abdominal aortic 

aneurysm. When we are notified of such a patient, a vascular surgeon is immediately 

called. Surgery is initiated in almost every patient, even those in shock. Surgery is not 

done in patients who are moribund or in those with a poor performance score. In 265 

consecutive patients (mean age 71 [SD 8] years), surgery was started 25 (IQR 11–50) 

min after arrival at hospital. 30-day mortality was 33%, which is similar to 38% in 

MASS, whereas most published studies report mortality rates that range from 30% to 

70%. We believe these differences are likely to be related to different treatment 

policies, including variation in delay to surgery (107). 

Although the required effort for screening seems considerable, the MASS 

Group previously reported that prevention of ruptured abdominal aortic aneurysm by 

screening is cost-effective (55). Now that cost-effectiveness arguments favour 

preventive screening for abdominal aortic aneurysm, it would be relevant to see any 

data the MASS Group have about the cost-effectiveness of emergency treatment. 

When an integral programme for prevention of death from ruptured abdominal 

aortic aneurysm is designed, guidelines for prompt treatment should be included. 

Patients who develop ruptured abdominal aortic aneurysm despite the presence of a 

screening programme should not suffer because of an overly fatalistic view about their 
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outcome. We believe that prompt and liberal treatment for ruptured abdominal aortic 

aneurysm could be as cost effective as screening. 
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