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ARTERIOLOGÍA
ISQUEMIA ARTERIAL AGUDA Y CRÓNICA DE LAS EXTREMIDADES
1) CURRENT PRACTICE OF FIRST-LINE TREATMENT STRATEGIES IN PATIENTS WITH CRITICAL LIMB ISCHEMIA.
Bisdas T, et al. 
J Vasc Surg. 2015.

http://www.ncbi.nlm.nih.gov/pubmed/26187290

Abstract

Objective: Critical limb ischemia (CLI) is growing in global prevalence

and is associated with high rates of limb loss and mortality. However, a

relevant gap of evidence about the most optimal treatment strategy still

exists. The aim of this study of the prospective, multicenter First-Line
Treatments in Patients with Critical Limb Ischemia (CRITISCH) registry was
to assess the current practice of all first-line treatments strategies in CLI

patients in German vascular centers.

Methods: Between January 2013 and September 2014, five first-line

treatment strategies

endovascular revascularization (ER),

bypass surgery (BS),

femoral/profunda artery patch plasty (FAP),

conservative treatment, and

primary amputation

Were determined among CLI patients in 27 vascular tertiary centers.

The main composite end point was major amputation or death, or both,

during the hospital stay. Secondary outcomes were hemodynamic failure,

major adverse cardiovascular and cerebral events, and reintervention.

Univariate logistic models were additionally built to preselect possible risk

factors for either event, which were then used as candidates for a

multivariate logistic model.

Results: The study included 1200 consecutive patients. First-line

treatment of choice was ER in 642 patients (53.4%), BS in 284 (23.7%),

FAP in 126 (10.5%), conservative treatment in 118 (9.8%), and primary

amputation in 30 (2.5%). The composite end point was met in 24 patients

(4%) after ER, in 17 (6%) after BS, in 8 (6%) after FAP, and in 9 (8%)

after conservative treatment (P = .172). The highest rate of in-hospital

death was observed after primary amputation (10%) and of hemodynamic

failure after conservative treatment (91%). Major adverse cardiovascular

and cerebral events developed in 4% of patients after ER, in 5% after BS, in

6% after FAP, in 5% after conservative treatment, and in 13% after primary

amputation. The reintervention rate was 8%, 14%, 6%, 5%, and 3% in

each group, respectively. In the multivariate regression model, coronary

artery disease (odds ratio [OR], 2.96; 95% confidence interval [CI], 1.42-

6.17) and previous myocardial infarction (PMI) <6 months (OR, 3.67, 95%

CI, 1.51-8.88) were identified as risk factors for the composite end point.

Risk factors for amputation were dialysis (OR, 3.31, 95% CI, 1.44-7.58)

and PMI (OR, 3.26, 95% CI, 1.23-8.36) and for death, BS compared with

ER (OR, 3.32; 95% CI, 1.10-10.0), renal insufficiency without dialysis (OR,

6.34; 95% CI, 1.71-23.5), and PMI (OR, 7.41; 95% CI, 2.11-26.0).

Conclusions:
The CRITISCH registry revealed ER as the most common first-line

approach in CLI patients.

Coronary artery disease and PMI <6 months were independent risk

factors for the composite end point.

Special attention should be also paid to CLI patients with renal

insufficiency, with or without dialysis, and those undergoing BS.

Copyright © 2015 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved.

PMID: 26187290

http://www.ncbi.nlm.nih.gov/pubmed/26187290

2) ADVERSE EVENTS AFTER TREATMENT OF PATIENTS WITH ACUTE LIMB ISCHEMIA. 
Van der Slegt J, et al.

Ann Vasc Surg. 2015. 

http://www.ncbi.nlm.nih.gov/m/pubmed/25452083/

Abstract 
BACKGROUND: To assess the outcome and the occurrence and consequences of adverse events (AEs) after treatment of acute limb ischemia (ALI). 

Methods: Retrospective analysis on intra-arterial thrombolysis (group I) and thromboembolectomy (group II). 

Outcome measures were primary patency and limb salvage rates. AEs and consequences were registered during admission and 30 days after discharge. 

Results: A total of 238 procedures were included (group I, 173 vs. group II, 65). The primary patency (P = 0.144) and limb salvage rates (P = 0.166) were not significantly different between both groups. 

A total of 195 AEs were registered. Most AEs were procedure related and resulted in surgical reintervention (77% vs. 76%). Some AEs resulted in irreversible physical damage (15% vs. 25%) and death (6% vs. 12%). 

Conclusions: 
Both, intra-arterial thrombolysis and thromboembolectomies are adequate therapies; however, they result in a wide variety of AEs resulting in serious morbidity and even death. 

Copyright © 2015 Elsevier Inc. All rights reserved. 
PMID: 25452083 [PubMed - indexed for MEDLINE] 

http://www.ncbi.nlm.nih.gov/m/pubmed/25452083/

3) ENDO FIRST IS NOT APPROPRIATE IN SOME PATIENTS WITH CRITICAL LIMB ISCHEMIA BECAUSE "BRIDGES ARE BURNED". 
Spinelli F, et al. 

Ann Vasc Surg. 2015. 

http://www.ncbi.nlm.nih.gov/m/pubmed/25433285/

Abstract 
Background: The aims of this study were to determine the effect of failed prior endovascular treatment (EV) on early and midterm outcomes of subsequent lower extremity open surgical (OS) bypass. 

Methods: Patients undergoing infrainguinal bypass for critical limb ischemia (CLI) from January 2008 to December 2011 were retrospectively reviewed. The results after first-line bypass and bypass after failure of EV treatment were compared. A total of 213 patients (65.25% men; average age, 73.30 years) underwent bypass. OS patients were then divided into 2 groups: group 1 consisted of 138 patients who underwent primary OS for CLI without prior EV (control group) and group 2 consisted of 75 patients who had OS after a failed attempt at elective EV for peripheral vascular disease. Of the 213 bypass performed, 34% had a prior infrainguinal failed EV. The primary study end points were early and 1-year major amputations and graft occlusion. The secondary outcomes included early and 1-year mortality and the level of distal revascularization. 

Results: Secondary patency and limb salvage rates were significantly better in group 1 up to 1 year (99% vs. 86%; P < 0.001 at 1 month and 95% vs. 76%, P < 0.05 at 12 months, respectively). 

Conclusions: Previous failed EV should be predictive of poor outcome in patients undergoing distal OS for CLI. 

Copyright © 2015 Elsevier Inc. All rights reserved. 
PMID: 25433285 [PubMed - indexed for MEDLINE] 

http://www.ncbi.nlm.nih.gov/m/pubmed/25433285/
4) DETERMINANTS OF SURVIVAL AND MAJOR AMPUTATION AFTER PERIPHERAL ENDOVASCULAR INTERVENTION FOR CRITICAL LIMB ISCHEMIA.
Vierthaler L, et al.  
J Vasc Surg. 2015.

http://www.ncbi.nlm.nih.gov/m/pubmed/26215708/
Abstract

Objective: Our objective was to analyze periprocedural and 1-year

outcomes of peripheral endovascular intervention (PVI) for critical limb

ischemia (CLI).

Methods: We reviewed 1244 patients undergoing 1414 PVIs for CLI

(rest pain, 29%; tissue loss, 71%) within the Vascular Study Group of New

England (VSGNE) from January 2010 to December 2011. Overall survival

(OS), amputation-free survival (AFS), and freedom from major amputation

at 1 year were analyzed using the Kaplan-Meier method. Cox proportional

hazards models were used to calculate hazard ratios (HRs) and 95%

confidence intervals (CIs).

Results: The number of arteries treated during each procedure were 1

(49%), 2 (35%), 3 (12%), and ≥4 (5%). Target arterial segments and

TransAtlantic Inter-Society Consensus classifications were aortoiliac, 27%

(A, 48%; B, 28%; C, 12%; and D, 12%); femoral-popliteal, 48% (A, 29%;

B, 34%; C, 20%; and D, 17%); and infrapopliteal, 25% (A, 17%; B, 14%;

C, 25%; D, 44%).

Technical success was 92%.

Complications included access site hematoma (5.0%), occlusion (0.3%),

and distal embolization (2.4%).

Mortality and major amputation rates were 2.8% and 2.2% at 30 days,

respectively.

Overall percutaneous or open reintervention rate was 8.0% during the first

year. At 1-year, OS, AFS, and freedom from major amputation were 87%,

87%, and 94% for patients with rest pain and 80%, 71%, and 81% for

patients with tissue loss. Independent predictors of reduced 1-year OS (C

index = .74) included dialysis (HR, 3.8; 95% CI, 2.8-5.1; P < .01),

emergency procedure (HR, 2.5; 95% CI, 1.0-6.2; P = .05), age >80 years

(HR, 2.2; 95% CI, 1.7-2.8; P < .01), not living at home preoperatively (HR,

2.0; 95% CI, 1.4-2.8; P < .01), creatinine >1.8 mg/dL (HR, 1.9; 95% CI,

1.3-2.8; P < .01), congestive heart failure (HR, 1.7; 95% CI, 1.3-2.2; P <

.01), and chronic β-blocker use (HR, 1.4; 95% CI, 1.0-1.9; P = .03),

whereas independent preoperative ambulation (HR, 0.7; 95% CI, 0.6-0.9; P

= .014) was protective. Independent predictors of major amputation (C

index = .69) at 1 year included dialysis (HR, 2.7; 95% CI, 1.6-4.5; P <

.01), tissue loss (HR, 2.0; 95% CI, 1.1-3.7; P = .02), prior major

contralateral amputation (HR, 2.0; 95% CI, 1.1-3.5; P = .02), non-

Caucasian race (HR, 1.7; 95% CI, 1.0-2.9; P = .045), and male gender

(HR, 1.6; 95% CI, 1.1-2.6; P = .03), whereas smoking (HR, .60; 95% CI,

0.4-1.0; P = .042) was protective.

Conclusions:
 Survival and major amputation after PVI for CLI are associated with

different patient characteristics.

 Dialysis dependence is a common predictor that portends especially

poor outcomes.

 These data may facilitate efforts to improve patient selection and,

after further validation, enable risk-adjusted outcome reporting for

CLI patients undergoing PVI.

Copyright © 2015 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved.

PMID: 26215708 [PubMed - indexed for MEDLINE]

http://www.ncbi.nlm.nih.gov/m/pubmed/26215708/

5) DESIGN OF A NEW RISK SCORE IN CRITICAL LIMB ISCHAEMIA: THE ERICVA MODEL.
Brizuela Sanz JA, González Fajardo JA, Taylor JH, Río Solá L, Muñoz

Moreno MF, Vaquero Puerta C.

Eur J Vasc Endovasc Surg. 2016 Jan;51(1):90-9.

DOI:10.1016/j.ejvs.2015.09.025. Epub 2015 Nov 18.

http://www.ncbi.nlm.nih.gov/m/pubmed/26602223/
Abstract
Objectives: It is difficult to establish which patients suffering from

critical lower limb ischaemia will benefit from revascularization.

Risk scores can provide objectivity in decision making.

The aim was to design a new risk score (ERICVA) and compare its predictive

power with the PREVENT III and Finnvasc scores.

Methods: An observational retrospective study of patients who underwent

revascularization (open or endovascular) in Valladolid's University Hospital

between 2005 and 2010 was designed.

The sample was divided into two subgroups (development and validation

subsamples). After univariate analysis followed by a multivariate Cox

regression, a number of variables associated with death and/or major

amputation were selected, creating a weighed score called ERICVA, and a

simplified version of it.

The area under the curve (AUC) of receiver operating characteristic (ROC)

curve analysis was performed and the AUC of these two scores were

additionally compared with the AUC of the PREVENT III and Finnvasc scales.

Results: Six hundred and seventy two cases with an average

surveillance of 778 days were included in the study. Amputation free

survival (AFS) was 84.8% at 30 days and 63.1% at 1 year. Variables

associated with death and/or major amputation in the Cox regression were

cerebrovascular disease, prior contralateral major amputation, diabetes

mellitus, dialysis, chronic obstructive pulmonary disease, cancer,

haematocrit less than 30%, neutrophil/lymphocyte ratio exceeding 5,

absence of arterial Doppler signal at the ankle, emergency admission, and

Rutherford stage 6; these variables were used for the ERICVA and simplified

ERICVA score designs. Scores were applied to both subsamples; in the

development sample the AUC of ERICVA and simplified ERICVA was

significantly higher than the PREVENT III (p = .008 and p = .045) and

Finnvasc (p < .0001 and p = .0013) scores; in the validation sample the

AUC of ERICVA and simplified ERICVA were significantly higher than

Finnvasc score (p = .0323 and p = .0017).

Conclusions:
The ERICVA model has a good predictive capacity for death and/or

major amputation in the clinical setting.

It is better than the PREVENT III and Finnvasc scores.

Copyright © 2015 European Society for Vascular Surgery. Published by Elsevier Ltd.

All rights reserved.

PMID: 26602223 [PubMed - indexed for MEDLINE]

Full text at journal site

http://www.ncbi.nlm.nih.gov/m/pubmed/26602223/
6) OPEN SURGICAL OR ENDOVASCULAR REVASCULARIZATION FOR ACUTE LIMB ISCHEMIA.
Review article

Wang JC, Kim AH, Kashyap VS.

J Vasc Surg. 2016 Jan;63(1):270-8. doi: 10.1016/j.jvs.2015.09.055.

Epub 2015 Nov 18.  http://www.ncbi.nlm.nih.gov/m/pubmed/26603542/
Abstract

Acute limb ischemia (ALI) is one of the most common vascular

emergencies, with high risk for limb loss if it is not treated expediently.

Endovascular therapy is less invasive and used increasingly because of

patient factors that disfavor open surgery despite limited quality data to

support its safety and efficacy.

This evidence summary reviews literature from 1990 to 2014,comparing contemporary surgical and endovascular revascularization.
Systematic review was performed with emphasis on acuity of presentation,

study design, revascularization techniques, limb salvage and mortality

rates, and complications.

There were 2999 articles identified and 563 abstracts reviewed; 68 articles

were reviewed fully and 26 critically appraised.

Limb salvage, amputation-free survival, overall survival and mortality, and

treatment complications were elucidated, including Medicare outcomes data.

Risk factors for amputation and mortality were identified.

Surgical or endovascular revascularization for ALI is achievable with

acceptable limb salvage and amputation rates, which are not markedly

different between the two modalities in the short term.

Endovascular therapy and surgery are complementary rather than

competing strategies for ALI.

Further good-quality clinical trial data are needed to define longer term

outcomes.

Copyright © 2016 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved.

PMID: 26603542 [PubMed - indexed for MEDLINE]

Full text at journal site

http://www.ncbi.nlm.nih.gov/m/pubmed/26603542/

7) QUALITY OF LIFE AFTER TREATMENT WITH AUTOLOGOUS BONE MARROW DERIVED CELLS IN NO OPTION SEVERE LIMB ISCHEMIA. RANDOMIZED CONTROLLED TRIAL
Peeters Weem SM, Teraa M, den Ruijter HM, de Borst GJ, Verhaar MC,

Moll FL1.

Eur J Vasc Endovasc Surg. 2016 Jan;51(1):83-9. 

DOI:10.1016/j.ejvs.2015.09.010. Epub 2015 Oct 26.

Abstract

Objective: Quality of life (QoL) is an important outcome in evaluating

treatment effect in severe limb ischemia.

The randomized, double blind, placebo controlled JUVENTAS trial,

investigating the effect of bone marrow derived mononuclear cell

(BMMNC) administration in no option severe limb ischemia, showed an

improved QoL at 6 months compared with baseline in both the treatment

and placebo groups.

The aim of the present study was to evaluate whether the improved QoL

persisted beyond 6 months' follow up, whether this differed in both trial

arms, and if major amputation influenced QoL.

Methods: Short form 36 (SF-36) and EuroQol 5D (EQ5D), including the

EQ Visual Analogue Scale (EQ-VAS), questionnaires were sent to JUVENTAS

trial participants. In the JUVENTAS trial, a norm based scoring method was

applied to report the results of the SF-36. The results of the long-term

follow up were compared with baseline and 6 month follow up and the results of both trial arms were compared, as were the results of patients with and without amputation.

Results: One hundred and nine patients (86.5% of surviving patients)

responded to the questionnaires. Median follow up after inclusion was 33

months (interquartile range [IQR] 21.2-50.6) for the BMMNC and 36 months (IQR 21.4-50.9) for the placebo group.

The improvement in QoL at 6 months persisted in both arms at a median

follow up of 35 months. The long-term QoL did not differ between the BMMNC and placebo group in any of the SF-36 or EQ5D domains. Patients with and without a major amputation had similar QoL scores.

Conclusions:
 The increased QoL in patients with no option severe limb ischemia persisted until 3 years after inclusion.

 But did not differ between the BMMNC and placebo arms or between

patients with and without a major amputation.

Copyright © 2015 European Society for Vascular Surgery. Published by Elsevier Ltd.

All rights reserved.

PMID: 26511056 [PubMed - indexed for MEDLINE]

Full text at journal site

http://www.ncbi.nlm.nih.gov/m/pubmed/26511056/

8) ENDOVASCULAR SURGERY, OPEN SURGERY, AND PRIMARY AMPUTATION IN NONAGENARIANS PRESENTING WITH CRITICAL LIMB ISCHEMIA.
Lejay A, Delay C, Georg Y, Schwein A, Gaertner S, Thaveau F, Geny B,

Chakfe N.

Ann Vasc Surg. 2016 Apr;32:25-33.

DOI: 10.1016/j.avsg.2015.11.009. Epub 2016 Jan 22.

Abstract

BACKGROUND: The aim was to report the midterm outcome for

nonagenarians with critical limb ischemia (CLI) and to identify factors

affecting survival or limb salvage rates.

Methods: Nonagenarians who underwent endovascular surgery (ES),

open surgery (OS), or primary amputation (PA) for CLI between 2005 and

2014 were included.

Cox regression model identified factors affecting survival and limb salvage.

Results: ES was performed in 116 patients (119 limbs), OS in 73 patients

(73 limbs), and PA in 54 patients (57 limbs). Mean follow-up was 10.38

months. There was no difference in survival between ES, OS, and PA

groups: survival rate was 51.2% at 1 year and 38.9% at 2 years after ES,

48.3% at 1 year and 39.6% at 2 years after OS, and 50.6% at 1 years and

40.8% at 2 years after PA (P = 0.58). There was no difference in limb

salvage between ES and OS groups: limb salvage rate was 88.2% and

77.8% at 1 and 2 years after ES and 87.3% and 77.6% at 1 and 2 years

after OS. Coronary artery disease (hazard ratio [HR] 1.54; confidence

interval [CI] 1.04-1.08; P = 0.01) was risk factor for death. Fully dependent

state was risk factor for death (HR 4.2; CI 3.55-4.87; P < 0.001) and major

amputation (HR 5.3; CI 1.32-1.67; P < 0.001). In fully dependent patients,

1-year and 2-year survival rate was 28.9% and 20.6%, respectively, and 1-

year and 2-year limb salvage rate was 61.2% and 44.5%, respectively.

Conclusions: With acceptable early and late mortality, limb salvage and

maintenance of functional status and level of independent living,

revascularization in nonagenarians is effective as long as the patient is not

fully dependent.

Copyright © 2016 Elsevier Inc. All rights reserved.

PMID: 26806233 [PubMed – indexed for MEDLINE]

https://www.ncbi.nlm.nih.gov/m/pubmed/26806233/

9) QUALITY OF LIFE IN PATIENTS SUFFERING FROM CRITICAL LIMB ISCHEMIA.
Review article

Steunenberg SL, et al. 

Ann Vasc Surg. 2016 Oct;36:310-319.

doi: 10.1016/j.avsg.2016.05.087. Epub 2016 Jul 15.

Abstract

BACKGROUND: Various treatment options exist for patients suffering from

critical limb ischemia (CLI).

These options consist of endovascular procedures, surgical

revascularization, primary amputation, or conservative therapy.

The effect of the treatment is traditionally focused on outcomes, such as

primary patency and limb salvage, though quality of life (QoL) is considered

an important additional primary end point in a more patient-oriented

healthcare system.

The aim of this systematic review is to explore the best clinical decision

making possible, to increase QoL in CLI patients.

Methods: This review is based on a systematic electronic literature search

using the PubMed and EMBASE databases. Articles evaluating QoL in

patients with CLI were selected for further analysis.

Only prospective studies, written in English, describing QoL and health

status (HS) after endovascular or surgical revascularization, amputation or

conservative therapy were considered for inclusion.

Treatment results were divided into short-term (≤3-month follow-up) and

long-term results (≥1-year follow-up) to achieve a clear view of the QoL in

patients suffering for CLI patients.

Results: Twenty-five articles describing HS in patients suffering from CLI

were included. It was found that while most of these articles reported HS of

patients, rarely did they report on QoL.

As a result, it is difficult to determine the best treatment to increase HS as

studies that focus on the comparison of treatment modalities are lacking.

All 4 treatment modalities can raise HS in the short and the long terms;

however, endovascular and surgical revascularization seem to positively

effect HS the most.

QoL results are lacking in both the short and long terms.

Conclusions:
 All treatment methods included in the study resulted in an increase in

patients' HS in both short and long terms.

 More comparative studies with inclusion of all different treatments of

CLI are needed to assist in clinical decision making and perform

tailored interventions for the individual patient.

 QoL and HS are confusingly used in current international literature

with abundant HS research.

 To take patients individual opinions more into account, focus on QoL

research is needed to designate the superior treatment in patients

suffering from CLI.

Copyright © 2016 Elsevier Inc. All rights reserved.

PMID: 27427343 [PubMed - indexed for MEDLINE]

https://www.ncbi.nlm.nih.gov/m/pubmed/27427343/

10) TIBIOPERONEAL OCCLUSIVE DISEASE: A REVIEW OF BELOW THE KNEE ENDOVASCULAR THERAPY IN PATIENTS WITH CRITICAL LIMB ISCHEMIA.
Muir KB, et al. 
Ann Vasc Surg. 2017 Jan;38:64-71. 

doi: 10.1016/j.avsg.2016.09.008. Epub 2016 Oct 25.

Abstract

BACKGROUND: Tibioperoneal occlusive disease is one of the most

difficult disease processes to successfully treat.

Previous studies have attempted to address the outcomes of tibial

interventions in this patient population; however, the majority of these

study cohorts are composed of patients who have undergone concomitant

aortoiliac or femoral procedures.

Our objective was to present the outcomes of patients treated with

endovascular intervention for isolated below-the-knee

atherosclerotic disease causing critical limb ischemia (CLI).

Methods: We performed a retrospective review of all patients who

underwent isolated endovascular treatment of the below-knee popliteal,

tibial, and/or peroneal arteries for CLI (Rutherford class 4-6). Primary

outcomes include wound healing, reintervention rates, and amputation-free

survival out to 5 years, as well as 1-year primary patency rates.

Results: 116 patients were identified as having undergone a tibial

endovascular intervention. Ninety-two had concomitant aortoiliac or

femoropopliteal interventions; after excluding those patients, we identified

24 limbs that were treated for isolated below-knee popliteal, tibial, and/or

peroneal occlusive disease using an endovascular modality. 62.5% of limbs

had successful wound healing, whereas 37.5% eventually required a major

amputation. Mean time to amputation was 514.6 days (standard error:

57.3). Of those patients with successful limb salvage (n = 15), 66.7%

required only the index procedure to heal; the remaining 33.3% required a

repeat endovascular intervention, an arterial bypass, or a combination to

successfully heal. The mean time to reintervention was 780.1 days

(standard error: 179.5). The 1-year primary patency rate was 52.6%

(n = 19).

Conclusions:
 Patients with CLI secondary to isolated below-the-knee

atherosclerotic occlusive disease are a difficult population to

successfully treat; despite this, these patients benefit from an initial

attempt at endovascular limb salvage.

 In our experience, this approach resulted in a respectable limb

salvage rate of 62.5% and did not compromise open surgical

solutions in the event of nonhealing.

Published by Elsevier Inc.

PMID: 27793622 [PubMed - indexed for MEDLINE]

https://www.ncbi.nlm.nih.gov/m/pubmed/27793622/

11) OUTCOMES IN CRITICAL LIMB ISCHEMIA COMPARED BY DISTANCE FROM REFERRAL CENTER.
Bartline PB, et al. 

Ann Vasc Surg. 2017 Jan;38:122-129. 

doi: 10.1016/j.avsg.2016.07.063. Epub 2016 Aug 13.

Abstract

BACKGROUND: Little data exist regarding the effect of referral distance on

outcomes after revascularization for critical limb ischemia (CLI).

We tested the assumption that patients who travel longer distances for

revascularization procedures have worse outcomes.

Methods: We identified a retrospective cohort of 300 CLI patients who

underwent revascularization between January 1, 2000 and December 31, 2010

at a single academic medical center. Patients were stratified into 2 groups

based on distance greater than or less than 100 miles from the referral center.

The association between travel distance and outcome measures including

length of stay (LOS), postoperative functional status, hospital disposition,

patient follow-up, and amputation-free survival (AFS) were evaluated using Cox

proportional hazard models controlling for patient comorbidities and type of

revascularization procedure.

Results: One hundred eighteen (39%) patients travelled >100 miles for CLI

revascularization. The 2 groups had similar baseline characteristics. Overall,

211 (70%) patients underwent an open revascularization, 60 (20%) an

endovascular, and 29 (10%) a hybrid procedure. Those living >100 miles away

less commonly underwent an endovascular procedure (14% vs. 24%,

P = 0.05). LOS was similar between near and far groups (7.3 vs. 8.9 days,

P = 0.1), as was postoperative functional status (ambulatory 73% vs. 68%,

P = 0.34) and discharge to home (68% vs. 74%, P = 0.34). Long-term followup

(mean 2.07 years) was similar between distance groups (P = 0.6). Five-year

AFS (73% vs. 56%, P = 0.02) was superior in the distance >100 group. In the

multivariate analysis, distance >100 miles (hazard ratio [HR] 0.6, P = 0.05),

preoperative warfarin use (HR 0.5, P = 0.02), and independent ambulatory

status (HR 0.5, P = 0.002) were associated with improved AFS.

Conclusions:
 Patient referral distance did not adversely affect AFS or long-term followup

after revascularization for CLI.

 Patients traveling from rural settings for revascularization can expect

similar outcomes as patients located near tertiary centers.

Copyright © 2016 Elsevier Inc. All rights reserved.

PMID: 27531079 [PubMed - indexed for MEDLINE]
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12) DEMENTIA IN PATIENTS SUFFERING FROM CRITICAL LIMB ISCHEMIA.
Steunenberg SL, Te Slaa A, Ho GH, Veen EJ, de Groot HG, van der Laan L.
Ann Vasc Surg. 2017 Jan;38:268-273. 

doi: 10.1016/j.avsg.2016.05.136.  Epub 2016 Aug 27.

Abstract

Background:
Critical limb ischemia (CLI) is a disease that is most prevalent in the elderly

population. This group of patients includes patients suffering from

comorbidities such as dementia. Mortality rates of both CLI and dementia

are higher when compared with the nonaffected population. These

demented vascular patients are often deemed unfit for surgery and at risk

of respiratory and cardiovascular adverse events. Unfortunately, current

literature is lacking in to determining the optimal treatment for demented

patients suffering from CLI. The purpose of this study is to determine the

prevalence of dementia in patients suffering from CLI, with special interest

in the mortality rates of these patients.

Methods:Between January 2012 and October 2015, all patients aged over 70 and suffering from CLI were retrospectively reviewed in the Amphia Hospital,
Breda, The Netherlands. Patients with diagnosed dementia before admission

by a geriatrician were included in this study. Baseline characteristics were retrieved from patients' medical charts. Primary end point of this study is

mortality and the secondary end points include adverse events, reinterventions, and limb salvage.

Results: A total of 369 patients suffering from CLI were diagnosed between January 2012 and October 2015. Thirty-one patients (8%) diagnosed with both
dementia and CLI were included in this study with a mean age of 82 years

old. Conservative therapy was selected as the therapy of choice in 61% of

the patients. There was a mortality rate of 32% after 6 months, increasing

to 52% after 1 year and 92% after 2 years. Limb salvage rates after 30

days were 84%, dropping to 77% after 6 months.

Conclusions:
 Eight percent of CLI patients aged above 70 years old are suffering

from dementia.

 Demented patients suffering from CLI are a frail group of elderly

patients with a high mortality rate of 52% after 1-year follow-up.

 Therapy of choice should probably be selected following mutual

agreement between vascular surgeons, individual patients, and their

families, taking postoperative quality of life, life expectation, and

anatomical arterial lesions into account.

Copyright © 2016 Elsevier Inc. All rights reserved.

PMID: 27575308   DOI: 10.1016/j.avsg.2016.05.136

13) ACUTE ISCHEMIA DUE TO SUPERFICIAL FEMORAL ARTERY THROMBOSIS: RESULTS OF IN SITU FIBRINOLYSIS.
Arsicot M, Della Schiava N, Boudjelit T, Rouvière O, Feugier P, 

Lermusiaux P, Millon A

Ann Vasc Surg. 2016 May;33:31-8. 

doi: 10.1016/j.avsg.2015.10.029. Epub 2016 Jan 22.
Abstract

Background:
The management of acute ischemia due to the thrombosis superficial

femoral artery (SFA) stents is complex. In situ arterial fibrinolysis, still not

evaluated in this indication, would allow, by lifting the ischemia and

uncovering its cause, to avoid thrombectomy, endovascular recanalization,

or arterial bypass. The purpose of the study was to evaluate the

effectiveness, the complications, and the assisted secondary patency of in

situ fibrinolysis for thrombosis of SFA stents.

Methods: We conducted a retrospective monocentric study with prospective collection of the data. Between October 2011 and December 2014, 86 in situ
fibrinolysis procedures were carried out for acute lower limb ischemia.

Twelve procedures were carried out for acute ischemia due to the thrombosis of SFA stents. Clinical success was defined by the lifting of acute ischemia. The causes of thromboses, the complications related to the fibrinolysis, and the secondary assisted patency were analyzed.

Results: The mean age of the patients was 66.3 (55-90) years. The average length of the stents was 119.3 (18-270) mm. In 10 patients, the thrombosis
extended in the full length of the artery. The average time between the

implantation of the stent and the initiation of the fibrinolysis was 180 (11-

369) days. The average time between the beginning of the symptoms and

fibrinolysis was 5 (0-12) days. The average duration of treatment was 46

(24-72) hr. Clinical success was obtained in all the patients. Diagnosed isolated or associated lesions were a progression of the atheromatous disease upstream or downstream of the stent in 6 cases, and an isolated intrastent restenosis in 3 cases. In 2 cases, no obvious cause was found. One or more additional endovascular procedures were carried out in 9 cases at the end of the fibrinolysis, and consisted of a transluminal intrastent angioplasty with an

active balloon in 5 cases, an additional stenting in 3 cases, and the stenting

of upstream or downstream arteries in 5 cases. Secondary assisted patency

was 100% at 5 months. No major hemorrhagic complication was observed.

Two false aneurysms at the site of femoral puncture were observed.

Conclusion:
 Our results suggest that ischemia due to the thrombosis of SFA stents

can be dealt with first intention in situ fibrinolysis which allows the

endovascular treatment of the causal lesion, thus avoiding

thrombectomy or bypass.

Copyright © 2016 Elsevier Inc. All rights reserved.

14) KEY CONCEPTS IN CRITICAL LIMB ISCHEMIA: SELECTED PROCEEDINGS FROM THE 2015 VASCULAR INTERVENTIONAL ADVANCES MEETING.
Rundback JH, et al.

Ann Vasc Surg. 2017 Jan;38:191-205. 

doi: 10.1016/j.avsg.2016.08.001. Epub 2016 Aug 26.

Abstract

Over 500,000 patients each year are diagnosed with critical limb

ischemia (CLI), the most severe form of peripheral artery disease.

CLI portends a grim prognosis; half the patients die from a cardiovascular

cause within 5 years, a rate that is 5 times higher than a matched

population without CLI. In 2014, the Centers for Medicare and Medicaid

Services paid approximately $3.6 billion for claims submitted by hospitals

for inpatient and outpatient care delivered to patients with CLI. Although

significant advances in diagnosis, treatment, and follow-up of patients with

CLI have been made, many challenges remain. In this article, we

summarize selected presentations from the 2015 Vascular Interventional

Advances Conference related to the modern demographics, diagnosis, and

management of patients with CLI.

Copyright © 2016 Elsevier Inc. All rights reserved.

PMID: 27569717
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15) ANGIOSOME-DIRECTED REVASCULARIZATION IN PATIENTS WITH CRITICAL LIMB ISCHEMIA (CLI).
Review article
Jongsma H, et al. 
J Vasc Surg. 2017 Apr;65(4):1208-1219.e1.

doi: 10.1016/j.jvs.2016.10.100. 

Abstract

Objective: Direct revascularization (DR), according to the angiosome

concept, provides direct blood flow to the site of tissue loss in patients with

critical limb ischemia (CLI).

DR may lead to improved outcomes; however, evidence for this is

controversial. This systematic review and meta-analysis investigated the

outcomes of surgical and endovascular DR compared with indirect

revascularization (IR) in patients with CLI.

Methods: A systematic review was undertaken using the Cochrane

Collaboration specified tool, and a meta-analysis was done according to the

MOOSE (Meta-analysis of Observational Studies in Epidemiology) criteria.

The electronic databases of MEDLINE, Embase, and the Cochrane Central

Register of Controlled Trials were systematically searched for studies of DR

compared with IR in patients with CLI with tissue loss. All articles were

critically assessed for relevance, validity, and availability of data regarding

patient and lesion characteristics and outcomes. When possible, data were

systematically pooled, and a meta-analysis was performed for wound

healing, major amputation, amputation-free survival, and overall survival.

Results: Of 306 screened abstracts, 19 cohort studies with 3932 patients

were included. Nine scored 7 or higher on the Newcastle-Ottawa score. DR

significantly improved wound healing (risk ratio [RR], 0.60; 95% confidence

interval [CI], 0.51-0.71), major amputation (RR, 0.56; 95% CI, 0.47-0.67),

and amputation-free survival rates (RR, 0.83; 95% CI, 0.69-1.00)

compared with IR. This significance was lost in major amputation on

sensitivity analysis for bypass studies. No significant difference was found in

overall survival. In studies stratifying for collaterals, no differences between

DR and IR were found in wound healing or major amputations in the

presence of collaterals.

Conclusions:
 DR significantly improves wound healing and major amputation rates

after endovascular treatment in patients with CLI, supporting the

angiosome theory.

 In the presence of collaterals, outcomes after IR are similar to

outcomes after DR.

 Alternatively, patients without collaterals may benefit even more from

DR as a primary treatment strategy.

 The angiosome theory is less applicable in bypass surgery, because

bypasses are generally anastomosed to the least affected artery, with

runoff passing the ankle to maintain bypass patency.

Copyright © 2016 Society for Vascular Surgery. Published by Elsevier Inc.

All rights reserved.
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16) QUALITY-OF-LIFE ASSESSMENT AS AN OUTCOMES MEASURE IN CRITICAL LIMB ISCHEMIA (CLI).
Review article
Alabi O, Roos M, Landry G, Moneta G.   

J Vasc Surg. 2017 Feb;65(2):571-578.

doi: 10.1016/j.jvs.2016.08.097. Epub 2016 Nov 19.

Abstract

Critical limb ischemia (CLI) is a diagnosis plagued by significant comorbidity

and high mortality rates. Overall survival remains poor in this population

regardless of the procedure-related success as demonstrated by freedom

from amputation, intervention, and patency. The literature has traditionally

focused on physician-centered and lesion-centered outcomes with regards

to limb salvage procedures, but there remains a relative paucity of studies

of CLI patients describing patient-centered outcomes such as quality of life

(QoL), independent living, and ambulation status. Review of the available

literature indicates patients do not always experience significant

gains in their QoL after limb salvage interventions, despite

reasonable graft patency, amputation-free survival, and limb

salvage rates.

Further research is required using QoL tools in a measurable and clinically

relevant fashion to guide optimal quality care that maximizes patientcentered

outcomes.

Copyright © 2016 Society for Vascular Surgery. All rights reserved.
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17) MORBIDITY AND MORTALITY AFTER EMERGENCY LOWER EXTREMITY EMBOLECTOMY.
Casillas-Berumen S, et al. 
J Vasc Surg. 2017 Mar;65(3):754-759.

doi: 10.1016/j.jvs.2016.08.116.

Abstract

Objective: Emergency lower extremity embolectomy is a common

vascular surgical procedure that has poorly defined outcomes. Our goal was

to define the perioperative morbidity for emergency embolectomy and

develop a risk prediction model for perioperative mortality.

Methods: The American College of Surgeons National Surgical Quality

Improvement database was queried to identify patients undergoing

emergency unilateral and lower extremity embolectomy. Patients with

previous critical limb ischemia, bilateral embolectomy, nonemergency

indication, and those undergoing concurrent bypass were excluded. Patient

characteristics and postoperative morbidity and mortality were analyzed.

Multivariate analysis for predictors of mortality was performed, and from

this, a risk prediction model was developed to identify preoperative

predictors of mortality.

Results: There were 1749 patients (47.9% male) who met the inclusion

criteria. The average age was 68.2 ± 14.8 years. Iliofemoral-popliteal

embolectomy was performed in 1231 patients (70.4%), poplitealtibioperoneal

embolectomy in 303 (17.3%), and at both levels in 215

(12.3%). Fasciotomies were performed concurrently with embolectomy in

308 patients (17.6%). The 30-day postoperative mortality was 13.9%.

Postoperative complications included myocardial infarction or cardiac arrest

(4.7%), pulmonary complications (16.0%), and wound complications

(8.2%). The rate of return to the operating room ≤30 days was 25.7%.

Hospital length of stay was 9.8 ± 11.5 days, and the 30-day readmission

rate was 16.3%. A perioperative mortality risk prediction model based on

factors identified in multivariate analysis included age >70 years, male

gender, functional dependence, history of chronic obstructive pulmonary

disease, congestive heart failure, recent myocardial infarction/angina,

chronic renal insufficiency, and steroid use. The model showed good

discrimination (C = 0.769; 95% confidence interval, 0733-0.806) and

calibrated well.

Conclusions:
 Emergency lower extremity embolectomy has high morbidity,

mortality, and resource utilization.

 These data provide a benchmark for this complex patient population

and may assist in risk stratifying patients, allowing for improved

informed consent and goals of care at the time of presentation.

Copyright © 2016 Society for Vascular Surgery. Published by Elsevier Inc. All rights

reserved.
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18) Presentation, diagnosis, and management of popliteal artery entrapment syndrome: 11 years of experience with 61 legs.
Corneloup L, et al.  

Scand J Med Sci Sports. 2017 May 19.

doi: 10.1111/sms.12918. [Epub ahead of print]

Abstract

Popliteal artery entrapment syndrome (PAES) is still underdiagnosed yet it

may significantly interfere with lifestyle, especially among young

sportspeople, with symptoms like intermittent claudication.

Although case reports and small case series are sometimes published,

studies with larger populations are quite rare.

This study summarizes our experience with PAES on 61 limbs (35

patients) over a period of 11 years, describing the demographics, the

disease, and the diagnostic and therapeutic methods used with PAES

patients.

In a population of 327 consecutive explored symptomatic sportspersons,

PAES was confirmed in 35 patients on 61 pathologic limbs.

The median time with the symptoms before diagnosis was 34 months

(range, 3-180 months).

The mean age of patients was 30.5 years (range, 17-52 years) with 83% of

males.

The proportion of patients diagnosed with bilateral PAES was 74%.

The main sports practiced were running (15 patients, 43%), soccer (nine

patients, 26%), rugby (two patients), and athletics (two patients).

Among 21 patients, intra-compartmental pressure measurements (ICP)

found 18 (86%) to have an associated chronic exertional compartment

syndrome (CECS).

Among the patients followed up after PAES surgery, 80% were able to

resume sport at a level comparable to that before the onset of pain.

PAES could be sought earlier in young sportspeople who experience

unexplained leg pain during exercise to diagnose the disease and avoid

complications in a timely manner.

Compartmental pressures should systematically be measured in the search

for an associated CECS.

© 2017 John Wiley & Sons A/S. Published by John Wiley & Sons Ltd.

KEYWORDS: chronic exertional compartment syndrome; entrapment;
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19) BIOMECHANICAL DIFFERENCES BETWEEN CASES WITH CHRONIC EXERTIONAL COMPARTMENT SYNDROME AND ASYMPTOMATIC CONTROLS DURING WALKING AND MARCHING GAIT.
Roberts A, Roscoe D, Hulse D, Bennett AN, Dixon S.

Gait Posture. 2017 Jul 18;58:66-71.

doi: 10.1016/j.gaitpost.2017.07.044. [Epub ahead of print]

Abstract

Chronic exertional compartment syndrome is a significant problem in

military populations that may be caused by specific military activities. This

study aimed to investigate the kinematic and kinetic differences in military

cases with chronic exertional compartment syndrome and asymptomatic

controls. 20 males with symptoms of chronic exertional compartment

syndrome of the anterior compartment and 20 asymptomatic controls were

studied. Three-dimensional lower limb kinematics and kinetics were

compared during walking and marching. Cases were significantly shorter in

stature and took a relatively longer stride in relation to leg length than

controls. All kinematic differences identified were at the ankle. Cases

demonstrated increased ankle plantarflexion from mid-stance to toe-off.

Cases also demonstrated less ankle inversion at the end of stance and early

swing phases. Lower ankle inversion moments were observed during midstance.

The anthropometric and biomechanical differences demonstrated

provide a plausible mechanism for the development of chronic exertional

compartment syndrome in this population. The shorter stature in

combination with the relatively longer stride length observed in cases may

result in an increased demand on the anterior compartment musculature

during ambulation.

The results of this study, together with clinical insights and the literature

suggest that the suppression of the walk-to-run stimulus during group

marches may play a significant role in the development of chronic exertional

compartment syndrome within a military population. The differences in joint

angles and moments also suggest an impairment of the muscular control of

ankle joint function, such as a reduced effectiveness of tibialis anterior. It is

unclear whether this is a cause or consequence of chronic exertional

compartment syndrome.

Crown Copyright © 2017. Published by Elsevier B.V. All rights reserved.
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20) THIRTY-DAY READMISSIONS AFTER ENDOVASCULAR OR SURGICAL THERAPY FOR CRITICAL LIMB ISCHEMIA: ANALYSIS OF THE 2013 TO 2014 NATIONWIDE READMISSIONS DATABASES.
Kolte D, et al. 
Circulation. 2017 Jul 11;136(2):167-176.

doi: 10.1161/CIRCULATIONAHA.117.027625. Epub 2017 May 2.

Abstract

Background: Thirty-day readmission rates have gained increasing

importance as a key quality metric. A significant number of patients are

hospitalized for the management of critical limb ischemia (CLI), but

limited data are available on the incidence, predictors, and causes of 30-day

readmission after hospitalization for CLI.

Methods: Hospitalizations for a primary diagnosis of CLI during which

patients underwent endovascular or surgical therapy (revascularization

and/or amputation) and were discharged alive were identified in the 2013 to

2014 Nationwide Readmissions Databases. Incidence, reasons, and costs of

30-day unplanned readmissions were determined. Hierarchical logistic

regression models were used to identify independent predictors of 30-day

readmissions.

Results: We included 60 998 (national estimate, 135 110) index

CLI hospitalizations (mean age, 68.9±11.9 years; 40.8% women; 24.6%

for rest pain, 37.2% for ulcer, and 38.2% for gangrene).

The 30-day readmission rate was 20.4%.

Presentation with ulcer or gangrene, age ≥65 years, female sex, large

hospital size, teaching hospital status, known coronary artery disease, heart

failure, diabetes mellitus, chronic kidney disease, anemia, coagulopathy,

obesity, major bleeding, acute myocardial infarction, vascular

complications, and sepsis were identified as independent predictors of 30-

day readmission.

Mode of revascularization was not independently associated with

readmissions. Infections (23.5%), persistent or recurrent manifestations of

peripheral artery disease (22.2%), cardiac conditions (11.4%), procedural

complications (11.0%), and endocrine issues (5.7%) were the most

common reasons for readmission.

The inflation-adjusted aggregate costs of 30-day readmissions for

CLI during the study period were $624 million.

Conclusions:
 Approximately 1 in 5 patients hospitalized for CLI and undergoing

revascularization is readmitted within 30 days.

 Risk of readmission is influenced by CLI presentation, patient

demographics, comorbidities, and in-hospital complications, but not

by the mode of revascularization.

© 2017 American Heart Association, Inc.

PMID 28465288 [PubMed - indexed for MEDLINE]

21) UNDERSTANDING PATIENT ACCEPTANCE OF RISK WITH TREATMENT OPTIONS FOR INTERMITTENT CLAUDICATION.
Morbi AHM, Coles S, Albayati M, Nordon IM, Shearman C.

Ann Vasc Surg. 2017 Apr;40:223-230.

doi: 10.1016/j.avsg.2016.07.083. Epub 2016 Nov 28.

Abstract

BACKGROUND: Intermittent claudication has a major impact on the quality

of life and functional ability of the patient. However, when treating these

patients, management is largely influenced by vascular surgeons'

perceptions of risk.

There is little information available regarding the level of risk that

patients perceive to be acceptable, when considering complications

of treatment.

This study investigates patients' acceptance of risk associated with current

management options for intermittent claudication and explores factors

associated with greater risk acceptance.

Methods: Patients with confirmed intermittent claudication presenting to

vascular clinic and supervised exercise classes were surveyed in a singlecenter

prospective study. A standard gamble-type method was used to

measure patients' acceptance of risk associated with medical treatment,

angioplasty, and surgical bypass. Level of risk acceptance was correlated to

patient factors.

Results: Fifty patients were surveyed; 74% were male, median age was

68 years (interquartile range [IQR] 59-74), maximal walking distance was

100 m (IQR 70-200), and ankle-brachial pressure index was 0.65 (IQR

0.60-0.78). Median risk acceptance for treatment failure was 70% for

medical treatment, 50% for angioplasty, and 40% for surgical bypass.

Median risk acceptance for major amputation and death was 0% for all 3

management options. Claudicants with maximal walking distance <100 m

accepted higher risk of treatment failure (P = 0.0005 for medical treatment,

P = 0.0038 for angioplasty), and death with medical treatment

(P = 0.0009). There was no significance between claudication distance and

risk acceptance of major amputation with any treatment modality or death

with angioplasty or surgical bypass. There was no significant correlation

among level of risk acceptance and age, gender, or diabetic status.

Conclusions:
 Claudicants are prepared to accept significant risk of treatment

failure, in order to gain benefit, but regardless of claudication

distance, patients have low acceptance of the risk of amputation or

death.

 Patient acceptance of risk should be considered when planning

management.

Copyright © 2016 Elsevier Inc. All rights reserved.
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Abstract

BACKGROUND: Intermittent claudication has a major impact on the quality

of life and functional ability of the patient. However, when treating these

patients, management is largely influenced by vascular surgeons'

perceptions of risk.

There is little information available regarding the level of risk that

patients perceive to be acceptable, when considering complications

of treatment.

This study investigates patients' acceptance of risk associated with current

management options for intermittent claudication and explores factors

associated with greater risk acceptance.

Methods: Patients with confirmed intermittent claudication presenting to

vascular clinic and supervised exercise classes were surveyed in a singlecenter

prospective study. A standard gamble-type method was used to

measure patients' acceptance of risk associated with medical treatment,

angioplasty, and surgical bypass. Level of risk acceptance was correlated to

patient factors.

Results: Fifty patients were surveyed; 74% were male, median age was

68 years (interquartile range [IQR] 59-74), maximal walking distance was

100 m (IQR 70-200), and ankle-brachial pressure index was 0.65 (IQR

0.60-0.78). Median risk acceptance for treatment failure was 70% for

medical treatment, 50% for angioplasty, and 40% for surgical bypass.

Median risk acceptance for major amputation and death was 0% for all 3

management options. Claudicants with maximal walking distance <100 m

accepted higher risk of treatment failure (P = 0.0005 for medical treatment,

P = 0.0038 for angioplasty), and death with medical treatment

(P = 0.0009). There was no significance between claudication distance and

risk acceptance of major amputation with any treatment modality or death

with angioplasty or surgical bypass. There was no significant correlation

among level of risk acceptance and age, gender, or diabetic status.

Conclusions:
 Claudicants are prepared to accept significant risk of treatment

failure, in order to gain benefit, but regardless of claudication

distance, patients have low acceptance of the risk of amputation or

death.

 Patient acceptance of risk should be considered when planning

management.
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23) CRITICAL LIMB ISCHEMIA SECONDARY TO ANTIPHOSPHOLIPID SYNDROME IN A PEDIATRIC PATIENT: CASE REPORT AND REVIEW.

Review article

Soo Hoo AJ, White JM, White PW

Ann Vasc Surg. 2017 Jul;42:304.e1-304.e6.

doi: 10.1016/j.avsg.2017.02.008. Epub 2017 Apr 5.
Abstract

Background: Antiphospholipid syndrome (APS) is a condition that

manifests as venous or arterial thrombosis, as well as complications of

pregnancy. APS affecting primarily the arteries is less common when compared

to venous complications. We present a case of arterial occlusion resulting in

critical limb ischemia (CLI) in a pediatric patient.

Methods: A 14-year old boy presented with worsening right lower extremity

pain and ulcerative lesions of his foot. Laboratory analysis revealed a diagnosis

of APS. This case report and review of the literature expands our

understanding of arterial manifestations of APS in the pediatric patient.

Results: The patient was discovered to have proximal occlusion of the

superficial femoral artery (SFA), the distal popliteal artery, the anterior tibial

artery at the mid-calf, and the posterior tibial artery at the ankle. He

underwent a common femoral artery to above-knee-popliteal artery bypass

with reversed greater saphenous graft.

Follow up after over one-year demonstrated an ABI of 1.0 and no evidence of

stenosis in the bypass graft on duplex ultrasound (DUS).

Conclusions:
 APS is a complex syndrome with a variety of clinical presentations.

 This case highlights arterial manifestations of APS and reviews the

expanding literature to guide improved patient outcomes.

Published by Elsevier Inc.
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24) LUMBAR SYMPATHECTOMY VERSUS PROSTANOIDS FOR CRITICAL LIMB ISCHAEMIA DUE TO NON-RECONSTRUCTABLE PERIPHERAL ARTERIAL DISEASE
Sen I, Agarwal S, Tharyan P, Forster R. 
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doi: 10.1002/14651858.CD009366.pub2. 

Abstract 
Background: 
Peripheral arterial disease (PAD) is a common circulatory problem that can lead to reduced blood flow to the limbs, which may result in critical limb ischaemia (CLI), a painful manifestation that occurs when a person is at rest. 

The mainstay of treatment for CLI is surgical or endovascular repair. 

However, when these means of treatment are not suitable, due to anatomical reasons or comorbidities, treatment for pain is limited. 

Lumbar sympathectomy and prostanoids have both been shown to reduce pain from CLI in people who suffer from non-reconstructable PAD, but there is currently insufficient evidence to determine if one treatment is superior. 

Due to the severity of the rest pain caused by CLI, and its impact on quality of life, it is important that people are receiving the best pain relief treatment available, therefore interest in this area of research is high. 

Objectives: 
To compare the efficacy of lumbar sympathectomy with prostanoid infusion in improving symptoms and function and avoiding amputation in people with critical limb ischaemia (CLI) due to non-reconstructable peripheral arterial disease (PAD). 

Search methods: 
The Cochrane Vascular Information Specialist (CIS) searched the Specialised Register (last searched 29 March 2017) and CENTRAL (2017, Issue 2). The CIS also searched clinical trials databases for ongoing or unpublished studies. 

Selection criteria: 
Randomised controlled trials (RCTs), with parallel treatment groups, that compared lumbar sympathectomy (surgical or chemical) with prostanoids (any type and dosage) in people with CLI due to non-reconstructable PAD. 

Data collection and analysis:
Three review authors independently selected trials, extracted data and assessed risk of bias. Any disagreements were resolved by discussion. We performed fixed-effect model meta-analyses, when there was no overt sign of heterogeneity, with risk ratios (RRs) and 95% confidence intervals (CIs). We graded the quality of evidence according to GRADE. 

Main results: 
We included a single study in this review comparing lumbar sympathectomy with prostanoids for the treatment of CLI in people with non-reconstructable PAD. 

The single study included 200 participants with Buerger's disease, a form of PAD, 100 in each treatment group, but only 162 were actually included in the analyses. 

The study compared an open surgical technique for lumbarsympathectomy with the prostanoid, iloprost, and followed participants for 24 weeks. Risk of bias was low for most evaluated domains. 

Due to the nature of the treatment, blinding of the participants and those providing the treatment would be impossible as a surgical procedure was compared with intravenous injections. 

It was not mentioned if blinded assessors evaluated the study outcomes, therefore, we judged subjective outcomes (i.e. pain reduction) to be at unclear risk of detection bias and objective outcomes (i.e. ulcer healing, amputation and mortality) at low risk of detection bias. We also rated the risk of attrition bias as unclear; 38 out of 200 (19%) participants were not included in the analysis without clear explanation (16 of 100 in the iloprost arm and 22 of 100 in the sympathectomy arm). 

The quality of evidence was low due to serious imprecision because the study numbers were low and there was only one study included. 

The single included study reported on the outcome of complete healing without pain or major amputation, which fell under three separate outcomes for our review: relief of rest pain, complete ulcer healing and avoidance of major amputation. We chose to keep the outcome as a singularly reported outcome in order to not introduce bias into the outcomes, which may have been the case if reported separately. The limited evidence suggests participants who received prostaglandins had improved complete ulcer healing without rest pain or major amputation when compared with those who received lumbar sympathectomy (RR 1.63, 95% CI 1.30 to 2.05), but as it was the only included study, we rated the data as low-quality and could not draw any overall conclusions. 

The study authors stated that more participants who received prostaglandins reported adverse effects, such as headache, flushing, nausea and abdominal discomfort, but only one participant experienced severe enough adverse effects to drop out. Five participants who underwent lumbar sympathectomy reported minor wound infection (low-quality evidence). There was no reported mortality in either of the treatment groups (low-quality evidence).  

The included study did not report on claudication distances, quality of life or functional status, ankle brachial pressure index (ABPI), tissue oxygenation or toe pressures, or progression to minor amputation, complications or provide any cost-effectiveness data.

Authors' conclusions: 
 Low-quality evidence from a single study in a select group of participants (people with Buerger's disease) suggests that prostaglandins are superior to open surgical lumbar sympathectomy for complete ulcer healing without rest pain or major amputation, but possibly incur more adverse effects. 

 Further studies are needed to better understand if prostaglandins truly are more efficacious than open surgical lumbar sympathectomy and if there are any concerns with adverse effects. 

 It would be of great importance for future studies to include other forms of PAD (as Buerger's disease is a select type of PAD), other methods of sympathectomy as well as data on quality of life, complications and cost-effectiveness. 

PMID: 29658630 
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25) RESULTS OF NONOPERATIVE MANAGEMENT OF ACUTE LIMB ISCHEMIA IN INFANTS. 
Wang SK, et al. 
J Vasc Surg. 2018 May;67(5):1480-1483. 

doi: 10.1016/j.jvs.2017.09.036. Epub 2017 Dec 8. 

Abstract 
Objective: Acute Limb Ischemia (ALI) in infants poses a challenge to the clinician secondary to poor operative outcomes, limb loss risk, and lifelong morbidity. This retrospective study reviewed a 10-year institutional experience with the nonoperative management of Acute Limb Ischemia in infants. 

Methods: Infants (aged ≤12 months) diagnosed with ALI by duplex ultrasound and treated with initial nonoperative management at a tertiary care children's hospital were identified through vascular laboratory arterial duplex ultrasound records and International Classification of Diseases and Current Procedural Terminology codes associated with ALI. 

Demographics of the patients, injury characteristics, treatment administered, and outcomes were abstracted by chart review and presented using descriptive statistics. 

Results: During the study period, a total of 25 (28% female) infant patients were diagnosed with ALI. 

The average age for this cohort was 3.5 ± 3.2 months (standard deviation). 

Most cases were secondary to iatrogenic injury (88%) from arterial cannulation. Injury sites were more concentrated to the lower extremities (84%) compared with the upper.

Absence of Doppler signals was noted in 64% of infants, whereas limb cyanosis was observed in 60% at the time of presentation. Infants were initially treated with anticoagulation (80%) when possible. 

Two patients failed to respond to nonoperative management and required thrombolysis secondary to progression of thrombus burden while anticoagulated. 

There were no major (above-ankle) amputations at 30 days. Three deaths occurred within 30 days; all were unrelated to limb ischemia. In the 30-day survivors, overall duration of follow-up was 53.5 ± 38.5 months. 

One infant required above-knee amputation 6 weeks after diagnosis, resulting in an overall limb salvage rate of 96% on follow-up. 

Long-term morbidity included two patients with a chronic wound of the affected limb and one patient with limb length discrepancy. No subjects reported claudication at the latest follow-up appointment. 

In addition, all patients were independently ambulatory except for one adolescent girl who was using a walker with leg braces. 

Conclusions: 

 In contrast to the adult population, ALI in infants can be managed with anticoagulation alone with good results. 

 Long-term follow-up continues to demonstrate excellent functional results and minimal disability. 
Copyright © 2017 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved. 
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26) HIGH AND IMMEASURABLE ANKLE-BRACHIAL INDEX AS PREDICTOR OF POOR AMPUTATION-FREE SURVIVAL IN CRITICAL LIMB ISCHEMIA. 
Spreen MI, et al. 
J Vasc Surg. 2018 Jun;67(6):1864-1871.e3. 

doi: 10.1016/j.jvs.2017.10.061. Epub 2017 Dec 28. 

Abstract 
OBJECTIVE: The objective of this study was to assess the prognostic value of a high or immeasurable ankle-brachial index (ABI) at baseline for major amputation and amputation-free survival (AFS) in patients with critical limb ischemia (CLI). 

Methods: Data from two recent trials in patients with CLI and proven infrapopliteal arterial obstructive disease were pooled. Patients were allocated to the low (<0.7), intermediate (0.7-1.4), or high (>1.4)/immeasurable ABI subgroup. Major amputation and AFS rates were compared. Hazard ratios for major amputation and death were calculated. The net reclassification improvement of incorporating high/immeasurable ABI in the Project of Ex-Vivo vein graft Engineering via Transfection III (PREVENT III) prediction model was derived.

Results: There were 146 patients (56.2%) who had a low ABI, 81 patients (31.2%) who had an intermediate ABI, and 33 patients (12.7%) who had a high/immeasurable ABI at baseline. Patients with high/immeasurable ABI showed higher 5-year major amputation (52.1%) and lower 5-year AFS (5.0%) rates than the intermediate (25.5% and 41.6%, respectively) and low ABI patients (23.5% and 46.9%, respectively; both P < .001). This same trend was observed in subgroup analysis of diabetics and nondiabetics. 

Adjusted hazard ratio of high/immeasurable ABI for major amputation/death risk was 2.93 (P < .001). Adding a high/immeasurable ABI as model factor to the PREVENT III model yielded a net reclassification index of 0.38 (P < .0001). 

Conclusions: 
 A high/immeasurable ABI in patients with critical limb ischemia (CLI) and infrapopliteal arterial obstructive disease is an independent risk factor of major amputation and of poor amputation-free survival (AFS), in both diabetics and nondiabetics. 

 Incorporating high/immeasurable ABI in the PREVENT III prediction model improves its performance. 

Copyright © 2017 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved. 
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27) EFFICACY OUTCOMES OF ENDOVASCULAR VERSUS SURGICAL REVASCULARIZATION IN CRITICAL LIMB ISCHEMIA: RESULTS FROM A PROSPECTIVE COHORT STUDY.
Schindewolf M, Fuss T, Fink H, Gemperli A, Haine A, Baumgartner I.

Angiology. 2018 Sep;69(8):677-685.

doi: 10.1177/0003319717750486. Epub 2018 Jan 21.
Abstract

Data on efficacy outcomes of endovascular versus surgical revascularization in

patients with critical limb ischemia (CLI) in contemporary practice are limited.

In this prospective cohort study, 353 consecutive patients with CLI were

enrolled and allocated to endovascular (PTA [percutaneous transluminal

angioplasty]), surgical (SURG), or no revascularization (No REVASC) after

interdisciplinary consensus.

Outcome measures were sustained primary clinical success (sPCS; survival

without major amputation, repeated target extremity revascularization, and

freedom from CLI), limb salvage, and amputation-free survival. Propensitymatched

Kaplan-Meier analyses and stratified log-rank tests were performed.

The PTA, SURG, and No REVASC groups consisted of 264, 62, and 27 patients,

respectively.

Compared to SURG patients, PTA patients were significantly older, had more

risk factors, and more often had ischemic lesions. Propensity score-adjusted

analyses showed no significant differences: sPCS was 51.3%/52.2%, limb

salvage rate 91.5%/93.7%, and major amputation-free survival 90.5%/87.2%

at 12 months for PTA and SURG, respectively.

Amputation-free survival for the No REVASC group was 69% at 12 months.

In conclusion,

 Endovascular and surgical revascularization in CLI has comparable

efficacy outcomes after 12 months.

 Contemporary overall outcome of patients with CLI is considerably

better compared to earlier studies.

PMID 29355026 [Indexed for MEDLINE]

Full text at journal site

28) CATHETER-DIRECTED THROMBOLYSIS FOR ACUTE LIMB ISCHEMIA IN AN ASIAN POPULATION.
Ebben HP, Yang HT, Hoksbergen AWJ, Wisselink W, Ko PJ, Yeung KK

Ann Vasc Surg. 2019 Feb;55:246-250.

doi: 10.1016/j.avsg.2018.07.042. Epub 2018 Sep 29.

Abstract

Background: The incidence of peripheral arterial occlusions in Asian

populations is likely to increase exponentially in the present and future

decades due to the adapted Western lifestyle in metropolitan Asian

life, extended life expectancies, and high rates of smoking.

The literature on thrombolytic treatment of peripheral arterial occlusions in

Asian populations is limited. Therefore, we evaluated the thrombolysis results

in a real-world contemporary Asian cohort of patients with peripheral arterial

occlusions.

Methods: Retrospective review of all electronic patient records of patients

who underwent thrombolytic therapy for peripheral arterial occlusions between

July 2011 and July 2016 was conducted. Outcomes were angiographic patency,

clinical success, bleeding complications, amputation rates, and mortality rates.

Results: In total, 82 patients (median age 66 years, range 34-95)

underwent catheter-directed thrombolysis. Median treatment duration was 26

hr (3-209). Angiographic patency and clinical success rates were 64% and

66%, respectively. Bleeding complications occurred in 12% of patients of which

6% were major. Amputation-free rates were 81%, 67%, and 63% for 30 days,

6 months, and 1 year, respectively. In-hospital mortality was 6%.

Conclusions:
 This study demonstrates that thrombolytic treatment of peripheral

arterial occlusions in an Asian patient cohort yields comparable

treatment success rates to Western cohorts.

 However, higher rates of bleeding complications are hazardous and

remain a detrimental drawback of this treatment.

Copyright © 2018 Elsevier Inc. All rights reserved.
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29) SURVIVAL OF PATIENTS AND TREATMENT-RELATED OUTCOME AFTER INTRA-ARTERIAL THROMBOLYSIS FOR ACUTE LOWER LIMB ISCHEMIA.
Vakhitov D, Oksala N, Saarinen E, Vakhitov K, Salenius JP, Suominen V.
Ann Vasc Surg. 2019 Feb;55:251-259.

doi: 10.1016/j.avsg.2018.07.041. Epub 2018 Sep 29.

Abstract

Background: The aim of this study is to evaluate the long-term survival

and treatment-related outcome in patients treated with intra-arterial

thrombolysis for acute lower limb ischemia.

Methods: The study was based on a prospective vascular database with

retrospectively obtained supplementary information from the patients' files.

Additionally, data on the patients' date and cause of death were obtained from

Statistics Finland. A total of 155 patients with symptoms or signs of category IIIa

acute lower limb ischemia and angiographic evidence of native artery or

bypass graft thromboembolic events were treated with intra-arterial catheterdirected

thrombolysis (CDT). Patients with severe ischemic stages at admission

or those with contraindications for thrombolysis (n = 185) were treated with

conventional surgical modalities and excluded from further analysis.

Results: The mean age of the patients at admission was 73 years (95%

confidence interval 70.1-74.6). For descriptive purposes, age quartiles were

used (≤64, 65-74, 75-82.5, ≥83).

The mean follow-up time was 126.3 months. The primary patency rates of

native arteries/bypass grafts were 59.8%/31.7%, 35.4%/17.1%, and

18.7%/15.2% at 1, 5, and 10 years, respectively (P = 0.01).

Correspondingly, the respective secondary patency rates were 65.2%/55.6%,

46.7%/39.8%, and 22.8%/30.5% (P = 0.88). A total of 190 additional

procedures on 122 patients were required to preserve the patency after

hospital discharge. At 1 year the cumulative survival was 78%, at 5 years

56%, and at 10 years 29%.

The most common cause of death was cardiovascular (68.5%), predominantly

presented by an acute coronary syndrome, while 9.6% died of cancer, 6.8% of

pulmonary diseases, 8.2% of cerebrovascular causes, and 19.2% owing to

trauma and other reasons.

Atrial fibrillation (hazards ratio [HR] 2.31) and age over 83 years (HR 5.23

per age category) were significantly and independently associated with poorer

cumulative post-procedural survival.

Bypass graft thrombosis was associated with an increase in major amputations

after CDT (HR 14.77). However, the presence of synthetic bypass grafts had a

protective influence on limb salvage (HR 0.086).

A total of 39 (25.2%) major amputations were performed during the follow-up

period.

Age over 75 years was the only significant and independent factor to

negatively impact on amputation-free survival (HR 2.01), which was 24% at

10 years.

Conclusions:
 The long-term patency after CDT is unfavorable, and additional

procedures are needed to preserve adequate distal perfusion.

 Approximately 30% of the patients are alive at 10 years after the initial

CDT.

 Increasing age and atrial fibrillation have a negative effect on the

patients' survival.

Copyright © 2018 Elsevier Inc. All rights reserved.
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30)  PERONEAL BYPASS VERSUS ENDOVASCULAR PERONEAL INTERVENTION FOR CRITICAL LIMB ISCHEMIA.
Mohapatra A, et al. 

J Vasc Surg. 2019 Jan;69(1):148-155.

doi: 10.1016/j.jvs.2018.04.049. Epub 2018 Jun 28.

Abstract

OBJECTIVE: The peroneal artery is a well-established target for bypass in

patients with critical limb ischemia (CLI). The objective of this study was to

evaluate the outcomes of peroneal artery revascularization in terms of wound

healing and limb salvage in patients with CLI.

Methods: Patients presenting between 2006 and 2013 with CLI (Rutherford

4-6) and isolated peroneal runoff were included in the study. They were

divided into patients who underwent bypass to the peroneal artery and those

who underwent endovascular peroneal artery intervention. Demographics,

comorbidities, and follow-up data were recorded. Wounds were classified by

Wound, Ischemia, foot Infection (WIfI) score. The primary outcome was wound

healing; secondary outcomes included mortality, major amputation, and

patency.

Results: There were 200 limbs with peroneal bypass and 138 limbs with

endovascular peroneal intervention included, with mean follow-up of 24.0 ±

26.3 and 14.5 ± 19.1 months, respectively (P = .0001). The two groups were

comparable in comorbidities, with the exception of the endovascular group's

having more patients with cardiac and renal disease and diabetes mellitus but

fewer patients with smoking history. Based on WIfI criteria, ischemia scores

were worse in bypass patients, but wound and foot infection scores were worse

in endovascular patients. Perioperatively, bypass patients had higher rates of

myocardial infarction (4.5% vs 0%; P = .012) and incisional complications

(13.0% vs 4.4%; P = .008).

At 12 months, the bypass group compared with the endovascular group had

better primary patency (47.9% vs 23.4%; P = .002) and primary assisted

patency (63.6% vs 42.2%; P = .003) and a trend toward better secondary

patency (74.2% vs 63.5%; P = .11). There were no differences in the rate of

wound healing (52.6% vs 37.7% at 1 year; P = .09) or freedom from major

amputation (81.5% vs 74.7% at 1 year; P = .37). In a multivariate analysis,

neuropathy was associated with improved wound healing, whereas WIfI wound

score, cancer, chronic renal insufficiency, and smoking were associated with

decreased wound healing. Treatment modality was not a significant predictor

(P = .15).

Conclusions:
 Endovascular peroneal artery intervention results in poorer primary and

primary assisted patency rates than surgical bypass to the peroneal

artery but provides similar wound healing and limb salvage rates with a

lower rate of complications.

 In appropriately selected patients, endovascular intervention to treat the

peroneal artery is a low-risk intervention that may be sufficient to heal

ischemic foot wounds.

Copyright © 2018 Society for Vascular Surgery. Published by Elsevier Inc. All

rights reserved.
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31) OBJECTIVE PERFORMANCE GOALS FOR SURGICAL TREATMENT OF CRITICAL LIMB ISCHEMIA (CLI).
Zimmermann A, Balk S, Kuehnl A, Eckstein HH.
Ann Vasc Surg. 2019 Feb;55:104-111.

doi: 10.1016/j.avsg.2018.07.050. Epub 2018 Oct 2.

Abstract

Background: Based on prospective vein bypass trials for lower leg

ischemia, objective performance goals (OPG) were established by the Society

for Vascular Surgery (SVS) and are used as a benchmark tool for open and

endovascular treatments.

This study aims to analyze objective performance goals OPG of all patients with

critical limb ischemia (CLI) treated by open revascularization techniques at a

tertiary care facility in routine practice.

Methods: From January 2005 to March 2013, 315 patients (mean age

72 years) with CLI were retrospectively included in this study.

Inclusion criteria were patients with Fontaine stage III and IV, realized

revascularization with open surgical procedures (bypass grafting or

endarterectomy), or hybrid method (open + endovascular).

Exclusion criteria were primary major amputations, patients with

revascularization treatments of the index leg within the last 3 months, and

missing aftercare.

Primary end point was "amputation-free survival" (AFS), and secondary end

point was "freedom from major adverse limb event + perioperative death

(30 days)" (MALE + POD) according to the Society for Vascular Surgery (SVS).

The technical end point was primary patency.

Mean follow-up was 34 months.

The following variables were studied: clinical stage (Fontaine), previous

interventions, bypass material used, and site of the distal anastomosis.

The statistical evaluation and preparation was carried out using the Kaplan-

Meier estimator and the log-rank test. A multivariate analysis was performed

using the Cox proportional hazards model. A P value ≤0.05 was considered to

be statistically significant.

Results: A total of 128 patients (31%) fulfilling the adjusted objective

performance goals of the Society for Vascular Surgery (SVS OPG) criteria

showed significantly better results for “amputation-free survival" (AFS),

"freedom from major adverse limb event + perioperative death (30 days)"

(MALE + POD), and primary patency (P = 0.013, P = 0.015, P = 0.002,

respectively).

Regarding the “amputation-free survival" (AFS) (1 year: 74%), multivariate

analysis displayed significant worse results for patients with end-stage renal

disease (hazard ratio [HR] 2.90, 95% confidence interval [CI] 1.83-4.60,

P < 0.001) and Fontaine stage IV (HR 1.69, 95% CI 1.11-2.57, P = 0.015).

Regarding "freedom from major adverse limb event + perioperative death

(30 days)" (MALE + POD) (1 year: 64%), male patients (HR 0.64, 95% CI

0.46-0.90, P = 0.011) showed a significantly better outcome and patients

without previous interventions of the index leg (HR 1.51, 95% CI 1.09-2.09,

P = 0.013) showed a significantly worse outcome.

Conclusions:
 In this study, we were able to show that it is possible to reach the

efficacy of objective performance goals (OPG) set by Society for

Vascular Surgery (SVS) in a surgically treated all-comers cohort of

critical limb ischemia (CLI) patients.

 Nevertheless, patients who did not fulfill the objective performance goals

(OPG) were established by the Society for Vascular Surgery (SVS)

criteria showed significantly worse results for “amputation-free survival"

(AFS) and "freedom from major adverse limb event + perioperative

death (30 days)" (MALE + POD).

Copyright © 2018 Elsevier Inc. All rights reserved.
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32) A SYSTEMATIC REVIEW AND META-ANALYSIS OF REVASCULARIZATION OUTCOMES OF INFRAINGUINAL CHRONIC LIMB-THREATENING ISCHEMIA.
Almasri J, et al. 
J Vasc Surg. 2019 Jun;69(6S):126S-136S. 
doi: 10.1016/j.jvs.2018.01.071. Epub 2019 May 28.
Abstract
Background:  The optimal strategy for revascularization in infrainguinal chronic limb-threatening ischemia (CLTI) remains debatable. Comparative trials are scarce, and daily decisions are often made using anecdotal or low-quality evidence.
Methods: We searched multiple databases through May 7, 2017, for prospective studies with at least 1-year follow-up that evaluated patient-relevant outcomes of infrainguinal revascularization procedures in adults with CLTI. Independent pairs of reviewers selected articles and extracted data. Random-effects meta-analysis was used to pool outcomes across studies.
Results: We included 44 studies that enrolled 8602 patients. Periprocedural outcomes (mortality, amputation, major adverse cardiac events) were similar across treatment modalities. Overall, patients with infrapopliteal disease had higher patency rates of great saphenous vein graft at 1 and 2 years (primary: 87%, 78%; secondary: 94%, 87%, respectively) compared with all other interventions. 
Prosthetic bypass outcomes were notably inferior to vein bypass in terms of amputation and patency outcomes, especially for below knee targets at 2 years and beyond. Drug-eluting stents demonstrated improved patency over bare-metal stents in infrapopliteal arteries (primary patency: 73% vs 50% at 1 year), and was at least comparable to balloon angioplasty (66% primary patency). Survival, major amputation, and amputation-free survival at 2 years were broadly similar between endovascular interventions and vein bypass, with prosthetic bypass having higher rates of limb loss. Overall, the included studies were at moderate to high risk of bias and the quality of evidence was low

Conclusions:
· There are major limitations in the current state of evidence guiding treatment decisions in CLTI, particularly for severe anatomic patterns of disease treated via endovascular means. 

· Periprocedural (30-day) mortality, amputation, and major adverse cardiac events are broadly similar across modalities. 

· Patency rates are highest for saphenous vein bypass, whereas both patency and limb salvage are markedly inferior for prosthetic grafting to below the knee targets. 

· Among endovascular interventions, percutaneous transluminal angioplasty and drug-eluting stents appear comparable for focal infrapopliteal disease, although no studies included long segment tibial lesions. 

· Heterogeneity in patient risk, severity of limb threat, and anatomy treated renders direct comparison of outcomes from the current literature challenging. 

· Future studies should incorporate both limb severity and anatomic staging to best guide clinical decision making in CLTI.
Copyright © 2019.Published by Elsevier Inc. PMID:31159976
DOI:10.1016/j.jvs.2018.01.071 [Indexed for MEDLINE] 

33) A NETWORK META-ANALYSIS OF RANDOMIZED CONTROLLED TRIALS COMPARING TREATMENT MODALITIES FOR INFRAPOPLITEAL LESIONS IN CRITICAL LIMB ISCHEMIA (CLI)
Zhou Y, et al.

Ann Vasc Surg. 2019.

https://www.ncbi.nlm.nih.gov/m/pubmed/31075473/

Abstract

Background: We aimed to conduct a network meta-analysis of randomized

controlled trials comparing treatment modalities for infrapopliteal lesions in

critical limb ischemia.

Methods: Five treatments for infrapopliteal lesions in critical limb

ischemia were recognized.

We compared primary patency, target lesion revascularization (TLR), major

amputation at the 12-month follow-up, and technical success rate of the

treatment modalities.

Results: Altogether, 11 studies (22 study arms; 1,330 patients) were

considered eligible. The drug-eluting balloon (DEB) significantly increased

primary patency compared with balloon angioplasty (BA; odds ratio [OR] 9.02,

95% confidence interval [CI] 3.18-25.55), the bare metal stent (BMS; OR

14.39, 95% CI 4.33-47.87), and the drug-eluting stent (DES; OR 3.70, 95%

CI 1.20-11.11). The DES significantly increased primary patency compared

with BA (OR 2.42, 95% CI 1.57-3.74) and BMS (OR 3.86, 95% CI 2.24-6.65).

DES significantly increased the technical success rate compared with BA (OR

11.78, 95% CI 1.42-97.59). According to the value of the surface under the

cumulative ranking curve (SUCRA), DEB was considered the best treatment in

terms of primary patency (SUCRA = 99.7) and TLR (SUCRA = 70.7), and DES

was considered the best treatment in terms of technical success rate (SUCRA

= 90.6) and major amputation (SUCRA = 85.9).

Conclusions:
 Drug-eluting balloon (DEB) has shown encouraging results in terms of

primary patency for infrapopliteal lesions in critical limb ischemia;

furthermore, DEB may be better than other treatments in terms of

target lesion revascularization (TLR).

 Drug-eluting stent (DES) may be better than other treatments in terms

of technical success and major amputation.

 In contrast, Balloon angioplasty (BA) and Bare metal stent (BMS) seem

to be less effective treatment options.

Copyright © 2019 Elsevier Inc. All rights reserved.
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ANEURISMAS ARTERIALES
1) RENAL OUTCOMES ANALYSIS AFTER ENDOVASCULAR AND OPEN AORTIC ANEURYSM REPAIR.
Martin-Gonzalez T, et al. J Vasc Surg. 2015.

http://www.ncbi.nlm.nih.gov/m/pubmed/26198674/
Abstract

objective: The purpose of this study was to compare renal outcomes

(glomerular filtration rate [GFR] and renal volume) after endovascular

aneurysm repair (EVAR) and open repair (OR) of abdominal aortic

aneurysm (AAA).

Methods: All AAA repairs performed between November 2009 and July

2011 were included in this retrospective study. Patients requiring suprarenal

clamping and renal bypass or reimplantation and patients requiring

fenestrated endografting were excluded from the OR and EVAR groups,

respectively. All EVARs were performed with transrenal proximal fixation.

Renal volume (calculated with a three-dimensional workstation) and GFR

(estimated with the Modification of Diet in Renal Disease formula) were

evaluated before the procedure, at 12 months after the procedure, and

yearly thereafter.

Results: The study included 90 patients (41 ORs and 49 EVARs). Both

groups were comparable except for age at intervention, body mass index,

smoking, peripheral arterial disease, arrhythmia, and vitamin K antagonist

treatment. Median follow-up was 2.8 years for OR (2.5-2.9 years) and 3.2

years for EVAR (3.0-3.4 years). In both groups, we found a significant

decrease when comparing postoperative estimated GFR with 1-year (14.4%

decrease [3.8%-23.8%]; P = .002) and 3-year (12.8% decrease [3.8%-

20.9%]; P = .0007) levels. In both groups, total renal volumes significantly

diminished. Median preoperative total renal volume (372 cm(3) [311-349])

significantly decreased (6.7% [2.8%-10.5%]; P = .008) between 1 year

and 2 years of follow-up.

Conclusions: Renal function impairment is similar after open and

endovascular AAA repair. It is associated with a decrease in total renal

volume, which seems to be an early and constant marker of postoperative

renal impairment.

Copyright © 2015 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved.
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2) THE IMPACT OF ENDOVASCULAR REPAIR ON SPECIALTIES PERFORMING ABDOMINAL AORTIC ANEURYSM REPAIR.
Ultee KH, et al. J Vasc Surg. 2015.

http://www.ncbi.nlm.nih.gov/m/pubmed/25953013/

Abstract

Background: Abdominal aortic aneurysm (AAA) repair has been

performed by various surgical specialties for many years.

Endovascular aneurysm repair (EVAR) may be a disruptive technology,

having an impact on which specialties care for patients with AAA.

Therefore, we examined the proportion of AAA repairs performed by various

specialties over time in the United States and evaluated the impact of the

introduction of EVAR.

Methods: The Nationwide Inpatient Sample (2001-2009) was queried for

intact and ruptured AAA and for open repair and EVAR. Specific procedures

were used to identify vascular surgeons (VSs), cardiac surgeons (CSs), and

general surgeons (GSs) as well as interventional cardiologists and

interventional radiologists for states that reported unique treating physician

identifiers. Annual procedure volumes were subsequently calculated for

each specialty.

Results: We identified 108,587 EVARs and 85,080 open AAA

repairs (3011 EVARs and 12,811 open repairs for ruptured AAA).

VSs performed an increasing proportion of AAA repairs during the study

period (52% in 2001 to 66% in 2009; P < .001). GSs and CSs performed

fewer repairs during the same period (25% to 17% [P < .001] and 19% to

13% [P < .001], respectively).

EVAR was increasingly used for intact (33% to 78% of annual cases; P <

.001) as well as ruptured AAA repair (5% to 28%; P < .001). The

proportion of intact open repairs performed by VSs increased from 52% to

65% (P < .001), whereas for EVAR, the proportion went from 60% to 67%

(P < .001).

The proportion performed by VSs increased for ruptured open repairs from

37% to 53% (P < .001) and for ruptured EVARs from 28% to 73% (P <

.001).

Compared with treatment by VSs, treatment by a CS (0.55 [0.53-0.56])

and GS (0.66 [0.64-0.68]) was associated with a decreased likelihood of

undergoing endovascular rather than open AAA repair.

Conclusions:
 VSs are performing an increasing majority of AAA repairs, in large

part driven by the increased utilization of EVAR for both intact and

ruptured AAA repair.

 However, GSs and CSs still perform AAA repair.

 Further studies should examine the implications of these national

trends on the outcome of AAA repair.
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3) RENAL OUTCOMES ANALYSIS AFTER ENDOVASCULAR AND OPEN AORTIC ANEURYSM REPAIR.
Martin-Gonzalez T, et al. J Vasc Surg. 2015.
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Abstract

Objective: The purpose of this study was to compare renal outcomes

(glomerular filtration rate [GFR] and renal volume) after endovascular

aneurysm repair (EVAR) and open repair (OR) of abdominal aortic

aneurysm (AAA).

Methods: All AAA repairs performed between November 2009 and July

2011 were included in this retrospective study. Patients requiring suprarenal

clamping and renal bypass or reimplantation and patients requiring

fenestrated endografting were excluded from the OR and EVAR groups,

respectively. All EVARs were performed with transrenal proximal fixation.

Renal volume (calculated with a three-dimensional workstation) and GFR

(estimated with the Modification of Diet in Renal Disease formula) were

evaluated before the procedure, at 12 months after the procedure, and

yearly thereafter.

Results: The study included 90 patients (41 ORs and 49 EVARs). Both

groups were comparable except for age at intervention, body mass index,

smoking, peripheral arterial disease, arrhythmia, and vitamin K antagonist

treatment. Median follow-up was 2.8 years for OR (2.5-2.9 years) and 3.2

years for EVAR (3.0-3.4 years). In both groups, we found a significant

decrease when comparing postoperative estimated GFR with 1-year (14.4%

decrease [3.8%-23.8%]; P = .002) and 3-year (12.8% decrease [3.8%-

20.9%]; P = .0007) levels. In both groups, total renal volumes significantly

diminished. Median preoperative total renal volume (372 cm(3) [311-349])

significantly decreased (6.7% [2.8%-10.5%]; P = .008) between 1 year

and 2 years of follow-up.

Conclusions: 
Renal function impairment is similar after open and

endovascular AAA repair. It is associated with a decrease in total renal

volume, which seems to be an early and constant marker of postoperative

renal impairment.
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4) HARACTERIZING THE EVOLUTION OF PERIOPERATIVE OUTCOMES AND COSTS OF ENDOVASCULAR ABDOMINAL AORTIC ANEURYSM REPAIR.
Salzler GG, et al. J Vasc Surg. 2015.

http://www.ncbi.nlm.nih.gov/m/pubmed/26254455/#fft
Abstract

Objective: The purpose of this study is to characterize the evolution in

perioperative outcomes and costs of endovascular abdominal aortic

aneurysm (AAA) repair (EVAR) by detailing changes in adjusted outcomes

and costs over time.

Methods: National Inpatient Sample (2000-2011) data were used to

evaluate patient characteristics, outcomes, and perioperative costs for

elective EVAR performed for intact AAA. Outcomes were adjusted for patient

demographics and comorbidities, and hospital factors by multivariate

analysis. Costs were calculated from hospital cost to charge ratio files and

adjusted to 2011 dollars.

Results: From 2000 to 2011, 185,249 patients underwent elective

EVAR for intact AAA. (El AAA es una epidemia en ascenso en la

medida que aumenta la expectativa de vida. Dr. Yara)

The absolute rates of in-hospital major morbidity, mortality, and

procedural costs all decreased significantly over time (P < .0001).

The prevalence of major comorbidities in patients undergoing EVAR,

including obesity, diabetes, and dyslipidemia, all increased significantly over

time. After adjusting for multiple demographics, comorbidities, and hospitallevel

factors, recent outcomes of EVAR (2009-2011) remain superior to the

early experience (2000-2002) with respect to mortality and major

complications.

Conclusions: 
From 2000-2011, the perioperative outcomes of EVAR

improved significantly despite a higher prevalence of comorbidities among

patients undergoing repair. Concurrently, procedure-associated costs

declined. Advanced technology is often implicated in escalating healthcare

spending, and the value of novel techniques is often questioned. These

findings highlight that, in the case of EVAR, procedural outcomes have

improved while the initial costs of repair have declined over time.

EVAR offers an interesting example for stakeholders to consider in the era

of cost-containment pressures and criticism of nascent, expensive

technology in healthcare.
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5) LONG-TERM OUTCOMES OF ABDOMINAL AORTIC ANEURYSM IN THE MEDICARE POPULATION. 
Schermerhorn ML, et al. N Engl J Med. 2015. 

http://www.ncbi.nlm.nih.gov/m/pubmed/26200979/ 

Abstract 
Background: Randomized trials and observational studies have shown that perioperative morbidity and mortality are lower with endovascular repair of abdominal aortic aneurysm than with open repair, but the survival benefit is not sustained. In addition, concerns have been raised about the long-term risk of aneurysm rupture or the need for reintervention after endovascular repair. 

Methods: We assessed perioperative and long-term survival, reinterventions, and complications after endovascular repair as compared with open repair of abdominal aortic aneurysm in propensity-score-matched cohorts of Medicare beneficiaries who underwent repair during the period from 2001 through 2008 and were followed through 2009. 

Results: We identified 39,966 matched pairs of patients who had undergone either open repair or endovascular repair. The overall perioperative mortality was 1.6% with endovascular repair versus 5.2% with open repair (P<0.001). From 2001 through 2008, perioperative mortality decreased by 0.8 percentage points among patients who underwent endovascular repair (P=0.001) and by 0.6 percentage points among patients who underwent open repair (P=0.01). The rate of conversion from endovascular to open repair decreased from 2.2% in 2001 to 0.3% in 2008 (P<0.001). The rate of survival was significantly higher after endovascular repair than after open repair through the first 3 years of follow-up, after which time the rates of survival were similar. Through 8 years of follow-up, interventions related to the management of the aneurysm or its complications were more common after endovascular repair, whereas interventions for complications related to laparotomy were more common after open repair. Aneurysm rupture occurred in 5.4% of patients after endovascular repair versus 1.4% of patients after open repair through 8 years of follow-up (P<0.001). The rate of total reinterventions at 2 years after endovascular repair decreased over time (from 10.4% among patients who underwent procedures in 2001 to 9.1% among patients who underwent procedures in 2007). 

Conclusions: 
Endovascular repair, as compared with open repair, of abdominal aortic aneurysm was associated with a substantial early survival advantage that gradually decreased over time. 

The rate of late rupture was significantly higher after endovascular repair than after open repair. 

The outcomes of endovascular repair have been improving over time. 

(Funded by the National Institutes of Health.) 
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6)  RISK FACTORS IN THE TREATMENT OF ABDOMINAL AORTIC ANEURYSMS IN THE ENDOVASCULAR ERA. 
Wada H, et al. Ann Thorac Cardiovasc Surg. 2014. 

http://www.ncbi.nlm.nih.gov/pubmed/23801178
Abstract 
Purpose: Endovascular aneurysm repair (EVAR) is a minimally invasive treatment that is becoming standard in abdominal aortic aneurysm treatment. We examine the risk factors of death by comparing the short-term results of abdominal aortic aneurysm by open surgical repair with EVAR. 

Methods: We performed elective abdominal aortic aneurysm treatment on 122 cases during the period from January 2008 to December 2009. Seventy one cases were treated with open surgical repair while 51 cases were treated with EVAR. 

Results: Compared to the open surgical repair group, the EVAR group was significantly older and had a higher complication rate and past laparotomy rates. No significant difference in hospital deaths was observed between the two groups. Two deaths with thromboembolism due to shaggy aorta were observed in the EVAR group. Two cases in the open surgical repair group developed postoperative myocardial infarction and one death was observed. Both patients underwent coronary artery treatment using drug eluting stents (DES) prior to surgery. 

Conclusion: 
Shaggy aorta has a high possibility of causing thromboembolism and EVAR should not be performed unless there is a considerable reason. In cases in which coronary artery treatment is performed with DES in recent days, EVAR is more preferable. 

PMID 23801178 
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7) IMPROVED VISUAL, ACOUSTIC, AND NEUROCOGNITIVE FUNCTIONS AFTER CAROTID ENDARTERECTOMY IN PATIENTS WITH MINOR STROKE FROM SEVERE CAROTID STENOSIS. 
Qu L, et al.  J Vasc Surg. 2015. 
http://www.ncbi.nlm.nih.gov/m/pubmed/26070604/
Abstract 
Objective: Carotid endarterectomy (CEA) is an established operation performed to prevent strokes, but its other potential effects, such as improving neurocognitive, visual, and auditory functions, remain unconfirmed. This study examined these effects of CEA on patients with symptomatic carotid stenosis. 

Methods: This was a prospective controlled study that included 80 patients with minor strokes who had severe extracranial internal carotid stenoses (>70%). Forty patients, who did not receive or who postponed the CEA due to concerns about age, fear of surgery, limited life expectancy because of cancer, or financial problems, formed the medicine-treatment group. Another 40 patients who received CEA 1 week after recruitment formed the CEA group. For both groups, visual acuity chart tests, perimetry tests, audiometry tests, and neurologic scales (National Institutes of Health Stroke Scale, Mini Mental State Examination, and Barthel Index of Activities of Daily Living) were used to assess ophthalmic functions, auditory acuity, and neurocognitive functions before treatment and 3 months after treatment. Intragroup and intergroup comparisons were conducted to examine the effect of CEA. 

Results: No deaths or strokes occurred during the 3-month follow-up. The intragroup and intergroup comparisons of ipsilateral function showed that CEA could improve visual acuity, visual field, and auditory acuity at all tested frequencies (250 Hz, 500 Hz, 1000 Hz, 2000 Hz, and 4000 Hz) and could improve the visual field and the auditory acuity for contralateral functions at 1000 Hz. The auditory acuity at 2000 Hz and 4000 Hz were unchanged in the intragroup comparison but showed no deterioration in the intergroup comparison with the medicine group. General neurocognitive function and independent living ability were significantly improved by CEA, as shown by intergroup comparisons (change rate of National Institutes of Health Stroke Scale: -8.1% ± 9.0% vs -2.7% ± 3.0%, P < .001; change rate of Mini Mental State Examination: 15.5% ± 10.5% vs 1.6% ± 2.6%, P < .001; change rate of Barthel Index: 28.0% ± 24.6% vs 2.0% ± 5.5%, P < .001). 

Conclusions:
In patients with minor strokes caused by severe carotid stenosis, CEA improves neurocognitive, ophthalmic, and acoustic functions. Studies with a larger sample and longer follow-up are needed to substantiate these results, and the underlying mechanisms need further investigation. 

Copyright © 2015 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved.  PMID: 26070604 
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8) LONG-TERM OUTCOMES OF ABDOMINAL AORTIC ANEURYSM IN THE MEDICARE POPULATION. 
Schermerhorn ML, et al. N Engl J Med. 2015. 

http://www.ncbi.nlm.nih.gov/m/pubmed/26200979/ 

Abstract 
Background: Randomized trials and observational studies have shown that perioperative morbidity and mortality are lower with endovascular repair of abdominal aortic aneurysm than with open repair, but the survival benefit is not sustained. In addition, concerns have been raised about the long-term risk of aneurysm rupture or the need for reintervention after endovascular repair. 

Methods: We assessed perioperative and long-term survival, reinterventions, and complications after endovascular repair as compared with open repair of abdominal aortic aneurysm in propensity-score-matched cohorts of Medicare beneficiaries who underwent repair during the period from 2001 through 2008 and were followed through 2009. 

Results: We identified 39,966 matched pairs of patients who had undergone either open repair or endovascular repair. The overall perioperative mortality was 1.6% with endovascular repair versus 5.2% with open repair (P<0.001). From 2001 through 2008, perioperative mortality decreased by 0.8 percentage points among patients who underwent endovascular repair (P=0.001) and by 0.6 percentage points among patients who underwent open repair (P=0.01). The rate of conversion from endovascular to open repair decreased from 2.2% in 2001 to 0.3% in 2008 (P<0.001). The rate of survival was significantly higher after endovascular repair than after open repair through the first 3 years of follow-up, after which time the rates of survival were similar. Through 8 years of follow-up, interventions related to the management of the aneurysm or its complications were more common after endovascular repair, whereas interventions for complications related to laparotomy were more common after open repair. Aneurysm rupture occurred in 5.4% of patients after endovascular repair versus 1.4% of patients after open repair through 8 years of follow-up (P<0.001). The rate of total reinterventions at 2 years after endovascular repair decreased over time (from 10.4% among patients who underwent procedures in 2001 to 9.1% among patients who underwent procedures in 2007). 

Conclusions: 
Endovascular repair, as compared with open repair, of abdominal aortic aneurysm was associated with a substantial early survival advantage that gradually decreased over time. 

The rate of late rupture was significantly higher after endovascular repair than after open repair. 

The outcomes of endovascular repair have been improving over time. 

(Funded by the National Institutes of Health.) 
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9) HEALTH-RELATED QUALITY-OF-LIFE OUTCOMES AFTER OPEN VERSUS ENDOVASCULAR ABDOMINAL AORTIC ANEURYSM REPAIR. 
Review article 

Kayssi A, et al. J Vasc Surg. 2015. 

http://www.ncbi.nlm.nih.gov/m/pubmed/26211382/
Abstract 
Objective: Endovascular repair (EVAR) of abdominal aortic aneurysms is a safe alternative to open aneurysm repair (OAR) in selected patients. 

The aim of this study was to compare the health-related quality-of-life (HR-QoL) outcomes of patients following EVAR and OAR. 

Methods: A literature search of PubMed, EMBASE, and the Cochrane Library identified five randomized trials that reported on HR-QoL in EVAR and OAR for elective management of infrarenal abdominal aortic aneurysms. No consistent HR-QoL instrument was used among the studies. A meta-analysis was performed on the 36-Item Short Form (SF-36) and the EuroQol-5D (EQ-5D) HR-QoL results. 

Results: SF-36 general health scores were higher for EVAR at 3, 6, and 12 months postoperatively. SF-36 physical functioning scores were higher for EVAR at 6 months but this advantage was lost at 12 months. 

In addition, SF-36 social functioning scores were higher for EVAR at 12 months. SF-36 component summary scores were not significantly different. 

EVAR was associated with a better EQ-5D score at 3, 6, and 12 months, but not at 24 months of follow-up. 

Conclusions: 
 EVAR was associated with better HR-QoL in some domains up to 12 months postoperatively. 

 There is insufficient data to demonstrate a HR-QoL advantage beyond 12 months. 

 More studies are required to examine any long-term HR-QoL advantages for either intervention. 

Copyright © 2015 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved. 
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10) CORONARY ARTERY BYPASS GRAFTING FOLLOWING SIMULTANEOUS TREATMENT OF ABDOMINAL AORTIC ANEURYSM AND PERIPHERAL ARTERIAL DISEASE. 
Temizkan V, et al. 

Ann Thorac Cardiovasc Surg. 2014. 

http://www.ncbi.nlm.nih.gov/m/pubmed/23535581/ 

Abstract 
Atherosclerosis might affect all arterial segments of the vascular system, thus peripheral arterial disease (PAD) accompanying coronary artery disease (CAD) is not uncommon. 

In addition to this coexistence, abdominal aortic aneurysm (AAA) is frequently associated with CAD. 

Although treatment strategies of CAD and PAD or CAD and AAA has been reported previously, treatment of these three pathologies has not been reported. 

The management of a therapeutic strategy is important for avoiding perioperative mortality and morbidity in CAD associated with AAA and PAD. 

We are reporting our simultaneous treatment strategy of three pathologies with endovascular AAA repair, stent implantation into the superficial femoral artery (SFA) and coronary artery bypass grafting (CABG). 

PMID: 23535581 [PubMed - indexed for MEDLINE] 
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11) INTERNATIONAL TRENDS IN PATIENT SELECTION FOR ELECTIVE ENDOVASCULAR ANEURYSM REPAIR: SICKER PATIENTS WITH SAFER ANATOMY LEADING TO IMPROVED 1-YEAR SURVIVAL. 
Fitridge RA, et al. Ann Vasc Surg. 2015. 

http://www.ncbi.nlm.nih.gov/m/pubmed/25462538/

Abstract 
BACKGROUND: To review the trends in patient selection and early death rate for patients undergoing elective endovascular repair of infrarenal abdominal aortic aneurysms (EVAR) in 3 countries. For this study, audit data from 4,163 patients who had undergone elective infrarenal EVAR were amalgamated. The data originated from Australia, Canada (Ontario), and England (London, Cambridge, and Leicester). 

Methods: Statistical analyses were undertaken to determine whether patient characteristics and early death rate varied between and within study groups and over time. The study design was retrospective analysis of data collected prospectively between 1999 and 2012. 

Results: One-year survival improved over time (P = 0.0013). Canadian patients were sicker than those in Australia or England (P < 0.001). American Society of Anesthesiologists classification (ASA) increased over time across all countries although more significantly in Canada. Age at operation remained constant, although older patients were treated more recently in London (P < 0.001). English centers treated larger aneurysms compared with Australia and Canada (P < 0.001). Australian centers treated a much larger proportion of aneurysms that were <55 mm than other countries. Preoperative creatinine levels decreased over time for all countries and centers (P < 0.001). Infrarenal neck angles have significantly decreased over time (P < 0.001). Recent data from London (UK) showed that operations were performed on longer (P < 0.001) and wider (P < 0.001) infrarenal necks than elsewhere. 

Conclusions: 
In this international comparison, several trends were noted including improved 1-year survival despite declining patient health (as measured by increasing ASA status). This may reflect greater knowledge regarding EVAR that centers from different countries have gained over the last decade and improved medical management of patients with aneurysmal disease. 

Copyright © 2015 Elsevier Inc. All rights reserved. 
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12) TWO DECADES OF ENDOVASCULAR REPAIR OF POPLITEAL ARTERY ANEURYSM--A META-ANALYSIS.
Review article

Von Stumm M, et al.  Eur J Vasc Endovasc Surg. 2015.

http://www.ncbi.nlm.nih.gov/m/pubmed/26138062/
Abstract

OBJECTIVE/BACKGROUND: Over the last two decades endovascular

repair (EVR) of popliteal artery aneurysms has emerged as a treatment

alternative to conventional open surgical repair (OSR). The aim of this

review was to evaluate the safety and efficiency of each repair method,

comparing the following outcomes after EVR and OSR: (i) primary patency;

(ii) operating time; (iii) length of hospital stay; (iv)peri-operative

complications; (v) limb salvage; and (vi) patient survival.

Methods: The PubMed and Cochrane Central Register of Controlled Trials

were searched for publications that compared outcomes after EVR and OSR

(last search November 2014). Randomized controlled trials (RCTs),

prospective and retrospective observational cohort studies were included.

The quality of studies was evaluated using the Newcastle-Ottawa scale and

the Grading of Recommendations Assessment, Development and Evaluation

(GRADE) system. Random effect models were employed to estimate odds

ratios (ORs), mean differences, and hazard ratios (HRs).

Results: One RCT combined with a prospective cohort study and four

retrospective cohort studies with an overall total of 652 cases (236 EVR,

416 OSR) were identified. GRADE quality of evidence was low or very low

for all outcomes. After a median follow up of 33 months, patients who

received EVR showed equal primary patency rates to patients who received

OSR (HR 1.46, 95% confidence interval [CI] 0.92-2.33). Lengths of

operation and hospitalization were significantly shorter following EVR; rates

of 30 day graft thrombosis (OR 3.16, 95% CI 1.31-7.62) and 30 day reintervention

(OR 2.15, 95% CI 1.02-4.55) were significant higher for

patients who received EVR compared with those who received OSR. There

was no effect on mortality (OR 2.31, 95% CI 0.37-14.49) or limb loss (OR

0.59, 95% CI 0.16-2.15).

Conclusion:
EVR of popliteal artery aneurysm showed mid-term results comparable to

open surgery and appears to be a safe alternative to OSR.

However, the existing empirical evidence base is too fragmentary to draw

firm conclusions. Further research and the introduction of population based

registries will be needed to allow reliable evaluation of EVR.

Copyright © 2015 European Society for Vascular Surgery. Published by Elsevier Ltd.

All rights reserved.
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13) SYSTEMATIC REVIEW AND META-ANALYSIS OF LONG-TERM SURVIVAL AFTER ELECTIVE INFRARENAL ABDOMINAL AORTIC ANEURYSM REPAIR 1969-2011: 5 YEAR SURVIVAL REMAINS POOR DESPITE ADVANCES IN MEDICAL CARE AND TREATMENT STRATEGIES.
Review article

Bahia SS, et al. Eur J Vasc Endovasc Surg. 2015.

http://www.ncbi.nlm.nih.gov/m/pubmed/26116489/
Abstract

Background: Improved critical care, pre-operative optimization, and the

advent of endovascular surgery (EVAR) have improved 30 day mortality for

elective abdominal aortic aneurysm (AAA) repair. It remains unknown

whether this has translated into improvements in long-term survival,

particularly because these factors have also encouraged the treatment of

older patients with greater comorbidity. The aim of this study was to

quantify how 5 year survival after elective AAA repair has changed over

time.

Methods: A systematic review was performed identifying studies

reporting 5 year survival after elective infrarenal AAA repair. An electronic

search of the Embase and Medline databases was conducted to January

2014. Thirty-six studies, 60 study arms, and 107,814 patients were

identified. Meta-analyses were conducted to determine 5 year survival and

to report whether 5 year survival changed over time.

Results: Five-year survival was 69% (95% CI 67 to 71%, I(2) = 87%).

Meta-regression on study midpoint showed no improvement in 5 year

survival over the period 1969-2011 (log OR -0.001, 95% CI -0.014-0.012).

Larger average aneurysm diameter was associated with poorer 5 year

survival (adjusted log OR -0.058, 95% CI -0.095 to -0.021, I(2) = 85%).

Older average patient age at surgery was associated with poorer 5 year

survival (adjusted log OR -0.118, 95% CI -0.142 to -0.094, I(2) = 70%).

After adjusting for average patient age, an improvement in 5 year survival

over the period that these data spanned was obtained (adjusted log OR

0.027, 95% CI 0.012 to 0.042).

Conclusion: 
Five-year survival remains poor after elective AAA repair

despite advances in short-term outcomes and is associated with AAA

diameter and patient age at the time of surgery.

Age-adjusted survival appears to have improved; however, this cohort as a

whole continues to have poor long-term survival.

Research in this field should attempt to improve the life expectancy of

patients with repaired AAA and to optimise patient selection.

Copyright © 2015 The Authors. Published by Elsevier Ltd.. All rights reserved.
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14) BIOMARKERS AND PREDICTIVE MODELS FOR ABDOMINAL AORTIC ANEURYSM GROWTH
M. Vega de Ceniga , M. Esteban , A. Barba , J.L. Martín-Ventura ,L. Estallo 
http://www.elsevier.es/es-revista-angiologia-294-articulo-estudiobiomarcadores-

Abstract

Objective: Abdominal aortic aneurysms (AAA) are currently followed-up by measuring their diameter with serial ultrasound or computed tomography scanning, but evidence shows that AAA growth is mostly discontinuous and
unpredictable in a given patient. A reliable predictive model of AAA growth

and/or rupture risk could help individualize management. The aim of this study was to define a predictive model of short-term AAA growth with clinical, serological and anatomical data.

Methods  A total of 148 consecutive asymptomatic infrarenal atherosclerotic AAA patients were included. The following details were recorded: clinical data (age, gender, cardiovascular risk factors, comorbidity, medication), baseline aortic diameter, prospective 1-year AAA growth, and the concentration of MMP-2, MMP-9, cystatin C, alpha1-antitrypsin, myeloperoxidase, MCP-1, homocysteine, D-dimer, PAP and C-reactive protein in peripheral blood at the time of baseline assessment. Predictive models were constructed for 1-year AAA growth assessed as a continuous variable (mm/year) as well as a dichotomic variable (defined as stability, if AAA growth rate was ≤ 2 mm/year, versus expansion, if AAA growth rate was > 2 mm/year), using simple and multiple linear and logistic regression.
Results: Every increase by 1 ng/mL in the plasma concentration of D-dimer was related to a mean 1-year increase of 0.0062 mm in the AAA growth.
Likewise, CRF increased the 1-year prospective AAA growth by a mean of

2.95 mm. When AAA growth was assessed as a dichotomic variable, both

the increase in the peripheral concentrations of PAP and the presence of

chronic renal failure (CRF) increased the risk of AAA expansion (odds ratio [OR]: 1.01 and 14,523.62; 95% confidence interval [CI]: 1.00-1.02 and 0- 7.39E + 40 respectively).

Conclusions

 D-dimer and PAP seem to be promising biomarkers of short-term AAA

activity.

 CRF is an important independent prognostic factor of AAA expansion.

 The dichotomic classification of AAA growth can be useful in the

development of management models and their clinical application.

http://www.elsevier.es/es-revista-angiologia-294-articulo-estudiobiomarcadores-

15) RENAL OUTCOMES ANALYSIS AFTER ENDOVASCULAR AND OPEN AORTIC ANEURYSM REPAIR.
Martin-Gonzalez T, et al.  
J Vasc Surg. 2015.

http://www.ncbi.nlm.nih.gov/m/pubmed/26198674/
Abstract

Objective: The purpose of this study was to compare renal outcomes

(glomerular filtration rate [GFR] and renal volume) after endovascular

aneurysm repair (EVAR) and open repair (OR) of abdominal aortic

aneurysm (AAA).

Methods: All AAA repairs performed between November 2009 and July

2011 were included in this retrospective study. 
Patients requiring suprarenal clamping and renal bypass or reimplantation and patients requiring fenestrated endografting were excluded from the OR and EVAR groups, respectively. 
All EVARs were performed with transrenal proximal fixation.

Renal volume (calculated with a three-dimensional workstation) and GFR

(estimated with the Modification of Diet in Renal Disease formula) were

evaluated before the procedure, at 12 months after the procedure, and

yearly thereafter.

Results: The study included 90 patients (41 ORs and 49 EVARs). Both groups were comparable except for age at intervention, body mass index, smoking, peripheral arterial disease, arrhythmia, and vitamin K antagonist treatment. Median follow-up was 2.8 years for OR (2.5-2.9 years) and 3.2 years for EVAR (3.0-3.4 years).
In both groups, we found a significant decrease when comparing postoperative estimated GFR with 1-year (14.4% decrease [3.8%-23.8%]; P = .002) and 3-year (12.8% decrease [3.8%- 20.9%]; P = .0007) levels. In both groups, total renal volumes significantly diminished. 
Median preoperative total renal volume (372 cm(3) [311-349]) significantly decreased (6.7% [2.8%-10.5%]; P = .008) between 1 year and 2 years of follow-up.

Conclusions: 
Renal function impairment is similar after open and endovascular AAA repair. 
It is associated with a decrease in total renal volume, which seems to be an early and constant marker of postoperative renal impairment.

Copyright © 2015 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved.
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16) THE IMPACT OF ENDOVASCULAR REPAIR ON SPECIALTIES PERFORMING ABDOMINAL AORTIC ANEURYSM REPAIR.
Ultee KH, et al.  J Vasc Surg. 2015.

http://www.ncbi.nlm.nih.gov/m/pubmed/25953013/
Abstract

Background: Abdominal aortic aneurysm (AAA) repair has been

performed by various surgical specialties for many years.

Endovascular aneurysm repair (EVAR) may be a disruptive technology,

having an impact on which specialties care for patients with AAA.

Therefore, we examined the proportion of AAA repairs performed by various

specialties over time in the United States and evaluated the impact of the

introduction of EVAR.

Methods: The Nationwide Inpatient Sample (2001-2009) was queried for

intact and ruptured AAA and for open repair and EVAR. Specific procedures

were used to identify vascular surgeons (VSs), cardiac surgeons (CSs), and

general surgeons (GSs) as well as interventional cardiologists and

interventional radiologists for states that reported unique treating physician

identifiers. Annual procedure volumes were subsequently calculated for

each specialty.

Results: We identified 108,587 EVARs and 85,080 open AAA

repairs (3011 EVARs and 12,811 open repairs for ruptured AAA).

VSs performed an increasing proportion of AAA repairs during the study

period (52% in 2001 to 66% in 2009; P < .001). GSs and CSs performed

fewer repairs during the same period (25% to 17% [P < .001] and 19% to

13% [P < .001], respectively).

EVAR was increasingly used for intact (33% to 78% of annual cases; P <

.001) as well as ruptured AAA repair (5% to 28%; P < .001). The

proportion of intact open repairs performed by VSs increased from 52% to

65% (P < .001), whereas for EVAR, the proportion went from 60% to 67%

(P < .001).

The proportion performed by VSs increased for ruptured open repairs from

37% to 53% (P < .001) and for ruptured EVARs from 28% to 73% (P <

.001).

Compared with treatment by VSs, treatment by a CS (0.55 [0.53-0.56])

and GS (0.66 [0.64-0.68]) was associated with a decreased likelihood of

undergoing endovascular rather than open AAA repair.

Conclusions:
 VSs are performing an increasing majority of AAA repairs, in large

part driven by the increased utilization of EVAR for both intact and

ruptured AAA repair.

 However, GSs and CSs still perform AAA repair.

 Further studies should examine the implications of these national

trends on the outcome of AAA repair.

Copyright © 2015 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved.

PMID: 25953013

http://www.ncbi.nlm.nih.gov/m/pubmed/25953013/

17) RENAL OUTCOMES ANALYSIS AFTER ENDOVASCULAR AND OPEN AORTIC ANEURYSM REPAIR.
Martin-Gonzalez T, et al.  J Vasc Surg. 2015.
http://www.ncbi.nlm.nih.gov/m/pubmed/26198674/
Abstract

Objective: The purpose of this study was to compare renal outcomes

(glomerular filtration rate [GFR] and renal volume) after endovascular

aneurysm repair (EVAR) and open repair (OR) of abdominal aortic

aneurysm (AAA).

Methods: All AAA repairs performed between November 2009 and July

2011 were included in this retrospective study. Patients requiring suprarenal

clamping and renal bypass or reimplantation and patients requiring

fenestrated endografting were excluded from the OR and EVAR groups,

respectively. All EVARs were performed with transrenal proximal fixation.

Renal volume (calculated with a three-dimensional workstation) and GFR

(estimated with the Modification of Diet in Renal Disease formula) were

evaluated before the procedure, at 12 months after the procedure, and

yearly thereafter.

Results: The study included 90 patients (41 ORs and 49 EVARs). Both

groups were comparable except for age at intervention, body mass index,

smoking, peripheral arterial disease, arrhythmia, and vitamin K antagonist

treatment. Median follow-up was 2.8 years for OR (2.5-2.9 years) and 3.2

years for EVAR (3.0-3.4 years). In both groups, we found a significant

decrease when comparing postoperative estimated GFR with 1-year (14.4%

decrease [3.8%-23.8%]; P = .002) and 3-year (12.8% decrease [3.8%-

20.9%]; P = .0007) levels. In both groups, total renal volumes significantly

diminished. Median preoperative total renal volume (372 cm(3) [311-349])

significantly decreased (6.7% [2.8%-10.5%]; P = .008) between 1 year

and 2 years of follow-up.

Conclusions: Renal function impairment is similar after open and

endovascular AAA repair. It is associated with a decrease in total renal

volume, which seems to be an early and constant marker of postoperative

renal impairment.

Copyright © 2015 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved.
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18) ENDOVASCULAR VERSUS OPEN REPAIR AS PRIMARY STRATEGY FOR RUPTURED ABDOMINAL AORTIC ANEURYSM: A NATIONAL POPULATION-BASED STUDY.
Gunnarsson K, et al. Eur J Vasc Endovasc Surg. 2016.

Authors Gunnarsson K, Wanhainen A, Djavani Gidlund K, Björck M, Mani K.

Eur J Vasc Endovasc Surg. 2016 Jan;51(1):22-8. 

DOI:10.1016/j.ejvs.2015.07.001. Epub 2015 Aug 1.

http://www.ncbi.nlm.nih.gov/m/pubmed/26238308/

Abstract

Objective/background: In randomized trials, no peri-operative

survival benefit has been shown for endovascular (EVAR) repair of ruptured

abdominal aortic aneurysm (rAAA) when compared with open repair. The

aim of this study was to investigate the effect of primary repair strategy on

early and midterm survival in a non-selected population based study.

Methods: The Swedish Vascular Registry was consulted to identify all rAAA

repairs performed in Sweden in the period 2008-12. Centers with a primary

EVAR strategy (treating > 50% of rAAA with EVAR) were compared with

centers with a primary open repair strategy. Peri-operative outcome,

midterm survival, and incidence of rAAA repair/100,000 inhabitants aged >

50 years were assessed.

Results: In total, 1,304 patients were identified. Three primary EVAR

centers (pEVARc) operated on 236 patients (74.6% EVAR). Twenty-six

primary open repair centers (pORc) operated 1,068 patients (15.6% EVAR).

Patients treated at pEVARc were more often referrals (28.0% vs. 5.3%; p <

.01), had a higher rate of respiratory comorbidity (36.5% vs. 21.9%; p <

.01), and higher pre-operative systolic blood pressure (84.3 vs. 72.3

mmHg; p < .01).

There was no difference in mortality based on primary treatment strategy at

30 days (pEVARc 28.0%, n = 66; pORc 27.4%, n = 296 [p = .87]), 1 year

(pEVARc 39.9%, n = 93; pORc 34.7%, n = 366 [p = .19]), or 2 years

(42.1%, n = 94; 38.3%, n = 394 [p = .28]), either overall or in subgroups

based on age or referral status. Overall, patients treated with EVAR were

older (mean age 76.4 vs. 74.0 years; p < .01), and had a lower 30 day

mortality (EVAR 21.6%, n = 74; odds ratio 29.6%, n = 288 [p = < .01]).

Incidence of rAAA repair was lower in pEVARc regions (6.07, 95%

confidence interval [CI] 5.01-7.13) when compared with pORc regions

(8.15, 95% CI 7.64-8.66).

Conclusion:
 There was no difference in mortality after rAAA repair among centers

with a primary EVAR approach when compared with a primary open

repair strategy, either peri-operatively or in the midterm.

 The study supports the early findings of the randomized controlled

trials in a national population based setting.

Copyright © 2015 European Society for Vascular Surgery. Published by Elsevier Ltd.

All rights reserved.

PMID: 26238308 [PubMed - indexed for MEDLINE]
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19) MYCOTIC ABDOMINAL AORTIC ANEURYSM AFTER ADJUVANT THERAPY WITH BACILLUS CALMETTE-GUÉRIN IN PATIENTS WITH UROTHELIAL BLADDER CANCER: A RARE BUT MISINTERPRETED COMPLICATION.
Leo E, Molinari AL, Rossi G, Ferrari SA, Terzi A, Lorenzi G.

Ann Vasc Surg. 2015 Aug;29(6):1318.e1-6.

DOI:10.1016/j.avsg.2015.01.036. Epub 2015 Jun 24.

http://www.ncbi.nlm.nih.gov/m/pubmed/26115610/
Abstract

Bacillus Calmette-Guérin (BCG) therapy is often associated with side

effects. The most feared is disseminated sepsis that may occur rarely with the

development of mycotic aortic aneurysms.

Twenty cases of patients treated with intravesical BCG complicated by

mycotic abdominal aortic aneurysm have been reported in the literature, including 2 cases of the present study.

Delayed vascular work-up represents a critical aspect.

Mycotic aneurysms evidence a rapid progression.

Primary care physicians and urologists should be sensitized to recognize unspecified symptoms such as potential clinical manifestations of a mycotic abdominal aortic aneurysm, even several months or years after BCG therapy.
Copyright © 2015 Elsevier Inc. All rights reserved.
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20) RISK STRATIFICATION OF RUPTURED ABDOMINAL AORTIC ANEURYSMS IN PATIENTS TREATED BY OPEN SURGICAL REPAIR.
Krenzien F, Wiltberger G, Hau HM, Matia I, Benzing C, Atanasov G, Schmelzle M, Fellmer PT.

Eur J Vasc Endovasc Surg. 2016 Jan;51(1):30-6. 

DOI:10.1016/j.ejvs.2015.07.003. Epub 2015 Aug 5.

Abstract

Objective: The present study tested scoring models for ruptured abdominal aortic aneurysms (rAAAs) in patients treated by open surgical repair (OSR). Scores were tested in a European population to validate their applicability for predicting outcome.
Methods: Between 2002 and 2013, 92 patients with rAAAs underwent
OSR and medical records were reviewed retrospectively. The Edinburgh

Rupture Aneurysm Score (ERAS), Vascular Study Group of New England

(VSGNE) rAAA risk score, Hardman Index, and Glasgow Aneurysm Score

(GAS) were calculated and analyzed according to in hospital mortality.

The discriminatory power and calibration of all models were assessed by

applying the receiver operating characteristic and the Hosmer-Lemeshow

test χ(2).

Results: An ERAS ≤ 1 (n = 55), 2 (n = 15) and 3 (n = 16) was
associated with a mortality of 27%, 47%, and 69%, respectively. The

calibration was the best of all tested scores (χ(2) = 0.44; p = .81) and the

area under the curve (AUC) was 0.71 (95% CI 0.6-0.82; p = .001). A

VSGNE rAAA risk score = 0 (n = 19), 1 (n = 15), 2 (n = 19), 3 (n = 25),

and ≥ 4 (n = 9) was associated with a mortality of 11%, 20%, 32%, 72%,

and 56%, and an AUC of 0.76 (95% CI 0.66-0.87; p = .001). The

calibration was reduced (χ(2) = 6.9; p = .08).

The GAS and Hardman Index increased stepwise with increasing in hospital

mortality, but were inferior to ERAS and the VSGNE rAAA risk score. The

Hardman Index showed the smallest AUC (0.68; 95% CI 0.56-0.80; p =

.011) and demonstrated a lack of fit (χ(2) = 8.2; p = .04). The GAS showed

good discrimination (AUC = 0.75; 95% CI 0.64-0.85; p < .001) and

calibration (χ(2) = 0.85; p = .66); however, the parametric scale of GAS

limits its use to classifying patients according to their risk.

Conclusion:
The present study revealed remarkable differences in survival between

subgroups (10-70%) and underscores the need for risk stratification.

The ERAS was favorable with striking ease of use and high accuracy in

predicting outcome.
Copyright © 2015 European Society for Vascular Surgery. Published by Elsevier Ltd. All rights reserved.

PMID: 26254832 [PubMed - indexed for MEDLINE]

Full text at journal site

Comment in Eur J Vasc Endovasc Surg. 2016 Jan;51(1):37
http://www.ncbi.nlm.nih.gov/m/pubmed/26254832/

21) USE OF INTRAVASCULAR ULTRASOUND TO GUIDE ENDOVASCULAR REPAIR OF POPLITEAL ARTERY ANEURYSMS.
Raney AR, et al.  Catheter Cardiovasc Interv. 2015.

Raney AR1, Stinis CT.

Catheter Cardiovasc Interv. 2015 Sep;86(3):476-9.

DOI: 10.1002/ccd.25893. Epub 2015 Feb 25.

Abstract

Objectives: To evaluate the outcomes of intravascular ultrasound (IVUS)
directed endovascular exclusion of popliteal artery aneurysm (PAA) using

stent grafts.

Methods: Clinical data of seven patients who underwent endovascular
exclusion of PAA using IVUS guidance between 2009 and 2011 were

retrospectively analyzed. Outcome measures included graft patency,

endoleak, and clinical symptoms.

Results: A total of seven patients were treated with Viabahn stent grafts
using IVUS guidance. No patients were lost to follow-up (mean 12 ± 2

months). Patients had an average of two vessel runoff at the end of the

procedure. All patients were symptom free with patent stents and no

evidence of endoleak at follow-up.

Conclusions: 
Use of IVUS during endovascular treatment of PAA allows

the physician to fully appreciate the anatomy of PAA, including location and

extent of thrombus burden and the diameter and location of desired landing

zones for appropriate sealing of the aneurysm proximally and distally. IVUSguided

treatment is associated with excellent outcomes and does not

increase procedural radiation and contrast load.

© 2015 Wiley Periodicals, Inc.
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22) THRESHOLDS FOR ABDOMINAL AORTIC ANEURYSM REPAIR IN ENGLAND AND THE UNITED STATES
Alan Karthikesalingam, Ph.D., M.R.C.S., Alberto Vidal-Diez, Ph.D., Peter J. Holt,

Ph.D., F.R.C.S., Ian M. Loftus, M.D.(Res.), F.R.C.S., Marc L. Schermerhorn, M.D., Peter A. Soden, M.D., Bruce E. Landon, M.D., and Matthew M. Thompson,

M.D.(Res.), F.R.C.S.

N Engl J Med 2016; 375:2051-2059 November 24, 2016

DOI: 10.1056/NEJMoa1600931

http://www.nejm.org/doi/full/10.1056/NEJMoa1600931

Background
Thresholds for repair of abdominal aortic aneurysms vary considerably among countries.

Methods
We examined differences between England and the United States in the

frequency of aneurysm repair, the mean aneurysm diameter at the time of the procedure, and rates of aneurysm rupture and aneurysm-related death.

Data on the frequency of repair of intact (nonruptured) abdominal aortic aneurysms, in-hospital mortality among patients who had undergone aneurysm repair, and rates of aneurysm rupture during the period from 2005 through 2012 were extracted from the Hospital Episode Statistics database in England and the U.S. Nationwide Inpatient Sample.

Data on the aneurysm diameter at the time of repair were extracted from the U.K. National Vascular Registry (2014 data) and from the U.S. National

Surgical Quality Improvement Program (2013 data).

Aneurysm-related mortality during the period from 2005 through 2012 was

determined from data obtained from the Centers for Disease Control and

Prevention and the U.K. Office of National Statistics.

Data were adjusted with the use of direct standardization or conditional

logistic regression for differences between England and the United States

with respect to population age and sex.

Results
During the period from 2005 through 2012, a total of 29,300 patients in England and 278,921 patients in the United States underwent repair of intact abdominal aortic aneurysms.
Aneurysm repair was less common in England than in the United States (odds ratio, 0.49; 95% confidence interval [CI], 0.48 to 0.49; P<0.001), and aneurysm-related death was more common in England than in the United States (odds ratio, 3.60; 95% CI, 3.55 to 3.64; P<0.001).
Hospitalization due to an aneurysm rupture occurred more frequently in England than in the United States (odds ratio, 2.23; 95% CI, 2.19 to 2.27; P<0.001), and the mean aneurysm diameter at the time of repair was larger in England (63.7 mm vs. 58.3 mm, P<0.001).
Conclusions
We found a lower rate of repair of abdominal aortic aneurysms and a larger

mean aneurysm diameter at the time of repair in England than in the United

States and lower rates of aneurysm rupture and aneurysm-related death in

the United States than in England.(Funded by the Circulation Foundation and others.)
23) Editor's Choice - Abdominal Compartment Syndrome after

Surgery for Abdominal Aortic Aneurysm: A Nationwide

Population Based Study.

Ersryd S, Djavani-Gidlund K, Wanhainen A, Björck M.

Eur J Vasc Endovasc Surg. 2016 Aug;52(2):158-65.

DOI: 10.1016/j.ejvs.2016.03.011. Epub 2016 Apr 20.

Abstract

OBJECTIVE/BACKGROUND: The understanding of abdominal

compartment syndrome (ACS), and its importance for outcome, has

increased over time.

The aim was to investigate the incidence and clinical consequences of ACS

after open (OR) and endovascular repair (EVAR) for ruptured and intact

infrarenal abdominal aortic aneurysm (rAAA and iAAA, respectively).

Methods: In 2008, ACS and decompression laparotomy (DL) were

introduced as variables in the Swedish vascular registry (Swedvasc),

offering an opportunity to study this complication in a prospective,

population based design.

Operations carried out in the period 2008-13 were analysed.

Of 6,612 operations, 1,341 (20.3%) were for rAAA (72.0% OR) and 5,271

(79.7%) for iAAA (41.9% OR).

In all, 3,171 (48.0%) were operated on by OR and 3,441 by EVAR.

Prophylactic open abdomen (OA) treatment was validated through case

records.

Cross-matching with the national population registry secured valid mortality

data.

Results: After rAAA repair, ACS developed in 6.8% after OR versus 6.9%

after EVAR (p = 1.0).

All major complications were more common after ACS (p < .001).

Prophylactic OA was performed in 10.7% of patients after OR. For ACS, DL

was performed in 77.3% after OR and 84.6% after EVAR (p = .433). The 30

day mortality rate was 42.4% with ACS and 23.5% without ACS (p < .001);

at 1 year it was 50.7% versus 31.8% (p < .001). After iAAA repair, ACS

developed in 1.6% of patients after OR versus 0.5% after EVAR (p < .001).

Among those with ACS, DL was performed in 68.6% after OR and in 25.0%

after EVAR (p = .006). Thirty day mortality was 11.5% with ACS versus

1.8% without it (p < .001); at 1 year it was 27.5% versus 6.3% (p < .001).

When ACS developed, renal failure, multiple organ failure, intestinal

ischaemia, and prolonged intensive care were much more frequent

(p < .001).

Morbidity and mortality were similar, regardless of primary surgical

Technique (OR/EVAR/iaaa/raaa).

Conclusion:
 ACS and OA were common after treatment for rAAA.

 ACS is a devastating complication after surgery for rAAA and iAAA,

irrespective of operative technique, emphasizing the importance of

prevention.

Copyright © 2016 The Authors. Published by Elsevier Ltd.. All rights reserved.
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24) CONTEMPORARY OPEN REPAIR OF RUPTURED ABDOMINAL AORTIC ANEURYSMS.
Siracuse JJ, Krafcik BM, Farber A, Kalish JA, McChesney A, Rybin D, Doros G, Eslami MH.

J Vasc Surg. 2016 Dec 13. pii: S0741-5214(16)31259-9.

doi: 10.1016/j.jvs.2016.08.115. [Epub ahead of print]
Abstract

Objective:
Although endovascular repair of ruptured abdominal aortic aneurysms

(rAAAs) is increasingly more prevalent and may yield better results, open

repair of rAAAs is still commonly performed.

Our goal was to assess the contemporary practice patterns and outcomes of

open repair of rAAA.

Methods:
The 2011-2014 American College of Surgeons National Surgical Quality

Improvement Program targeted open AAA database was queried for all

rAAAs. Patient characteristics, presentation, aneurysm details, and

operative details were analyzed to identify factors that may affect outcome

in this population of patients.

Results:
We identified 404 patients who underwent open repair of rAAA. The average

age was 72 ± 9.4 years, and 76.2% were male. There were 230 (56.9%)

patients who presented with hypotension. The operative approach was

retroperitoneal in 16.3% of cases.

The proximal extents of the aneurysms were infrarenal (52.5%), juxtarenal

(24.3%), pararenal (4.2%), and suprarenal (8.2%). The distal extents were

aortic (38.6%), common iliac artery (34.2%), and external or internal iliac

artery (8.9%).

Renal, visceral, and lower extremity revascularization was performed in

6.4%, 2.2%, and 7.9% of patients, respectively.

Thirty-day mortality was 35.6%, and postoperative complications included

cardiac (18.3%), pulmonary (42.3%), wound complications (6.7%), acute

renal failure (17.3%), and ischemic colitis (9.4%).

Postoperative length of stay was 13.1 ± 12.7 days, and 30-day readmission

was 4.5%.

Predictors of 30-day mortality were transperitoneal approach (odds ratio

[OR], 3.3; 95% confidence interval [CI], 1.38-7.89; P < .001), hypotension

at presentation (OR, 2.03; 95% CI, 1.2-3.56; P = .007), and age (OR,

1.05; 95% CI, 1.02-1.09; P = .001).

Transperitoneal approach also increased the risk of postoperative cardiac

complications (OR, 3.25; 95% CI, 1.01-10.4; P = .047).

Postoperative pulmonary complications were predicted by chronic

obstructive pulmonary disease (OR, 2.06; 95% CI, 1.07-3.94; P = .03) and

hypotension at presentation (OR, 1.77; 95% CI, 1.06-2.96; P = .03).

Conclusions:
 The majority of contemporary open rAAA repairs were performed for

infrarenal aneurysms.

 Transperitoneal approach, hypotension, and chronic obstructive

pulmonary disease were associated with higher mortality and

postoperative complications.

 Thirty-day mortality after rAAA was lower compared with historical

data.

Copyright © 2016 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved. PMID: 27986483
DOI: 10.1016/j.jvs.2016.08.115

https://www.ncbi.nlm.nih.gov/pubmed/27986483

25) THREE-DIMENSIONAL ULTRASOUND IN THE MANAGEMENT OF ABDOMINAL AORTIC ANEURYSMS: A TOPICAL REVIEW.
Review article

Lowe C, et al.  

Eur J Vasc Endovasc Surg. 2016 Oct;52(4):466-474.

doi: 10.1016/j.ejvs.2016.06.009. Epub 2016 Jul 18.
Abstract

Three-dimensional (3D) ultrasound is an evolving modality that may have

numerous applications in the management of abdominal aortic aneurysms.

Many vascular specialists will not be familiar with the different ways in

which 3D vascular ultrasound data can be acquired nor how potential

applications are being explored by researchers.

Most of the current literature consists of small series and single-centre

experience, although clinical themes such as measurement of abdominal

aortic aneurysm volume and surveillance following endovascular repair are

emerging.

The aim of this topical review is to introduce clinicians to the current

concepts of 3D ultrasound, review the current literature, and highlight

avenues for further research in this new and exciting field of vascular

imaging.

Copyright © 2016 European Society for Vascular Surgery. Published by Elsevier Ltd.

All rights reserved.
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26) THE RATIONALE FOR CONTINUING OPEN REPAIR OF RUPTURED ABDOMINAL AORTIC ANEURYSM.
Marković M, et al. 

Ann Vasc Surg. 2016 Oct;36:64-73. 

doi: 10.1016/j.avsg.2016.02.037. Epub 2016 Jul 6.

Abstract

BACKGROUND: Mortality after open repair of ruptured abdominal

aortic aneurysms (RAAAs) remains high.

The purpose of this study is to present the results of open RAAA treatment

observing 2 different 10-year periods in a single high-volume center and to

consider the possibilities of result improvement in the future.

Methods: Retrospective analysis of 729 RAAA patients who were treated

through 1991-2001 (229 patients, Group A) and 2002-2011 (500 patients,

Group B) was performed. Variables significantly associated with mortality

were defined and analyzed.

Results: Overall 30-day mortality in Group A was 53.7% (123/229

patients) with intraoperative mortality of 13.5% (31/229 patients), while in

Group B it was 37.4% (187/500 patients) with intraoperative mortality of

12.4% (62/500 patients). Overall 30-day mortality was significantly lower in

Group B (P = 0.012). There was no difference regarding intraoperative

mortality (P = 0.797). Preoperative severe hemodynamic instability

(P < 0.01, P < 0.001), cardiac arrest (P < 0.01, P < 0.001), consciousness

deterioration (P < 0.05, P < 0.001), renal malfunction (P < 0.01,

P < 0.001), and significant anemia (P < 0.01, P < 0.001) were associated

with increased mortality in both A and B groups, respectively.

Aortic cross-clamping level in Group A was predominantly infrarenal (68%)

while in Group B it was mostly supraceliac (53%) (P < 0.001).

Cross-clamping time, duration of surgery, and type of aortic reconstruction

had no influence on survival in Group B (P > 0.05).

Intraoperative hemodynamic instability (P < 0.01, P < 0.001), significant

bleeding (P < 0.05, P < 0.01), and low urine output (P < 0.05, P < 0.001)

remained parameters that favored lethal outcome in both A and B groups,

respectively.

Cell saving was used only in Group B.

The multivariate logistic regression applied on the complete sample of

patients presented several significant predictors of lethal outcome:

congestive heart failure on admission (odds ratio [OR] 1.954, 95%

confidence interval [CI] 1.103-3.460), intraperitoneal rupture (OR 3.009,

95% CI 1.771-5.423), aortofemoral reconstruction (OR 1.928, 95% CI

1.044-3.563), and total operative time (OR 1.005, 95% CI 1.001-1.010).

Postoperative multisystem organ failure (P < 0.01, P < 0.001), respiratory

(P < 0.01, P < 0.001) and renal (P < 0.05, P < 0.001) failure, postoperative

bleeding (P < 0.05), and cerebrovascular incidents (P < 0.05, P < 0.01)

significantly increased mortality in both A and B groups.

Conclusions:
 Although unselective, aggressive surgical approach in RAAA

performed by teams experienced in open repair can improve patient's

survival.

 Short admission/surgery time, supraceliac aortic cross-clamping, and

the use of intraoperative cell saving are recommended.

Copyright © 2016 Elsevier Inc. All rights reserved.

PMID: 27395813 [PubMed - indexed for MEDLINE]

https://www.ncbi.nlm.nih.gov/m/pubmed/27395813/
27) OBESITY IS NOT AN INDEPENDENT FACTOR FOR ADVERSE OUTCOME AFTER ABDOMINAL AORTIC ANEURYSM REPAIR.
Salomon du Mont L1, Mauny F2, Chrétien N3, Kazandjan C3, Bourgeot C3,

Crespy V3, Abello N4, Rinckenbach S5, Steinmetz E3.

Ann Vasc Surg. 2016 May;33:67-74. doi: 10.1016/j.avsg.2015.12.002.

Epub 2016 Jan 22.
Abstract

Background:
The prevalence of obesity is increasing, and its impact on the outcome of

open and endovascular abdominal aortic aneurysm (AAA) repair remains

unclear, particularly in the European population. We herein assessed the

impact of obesity on the postoperative course for both techniques.

Methods:
From a database that consecutively collects all patients undergoing AAA

repair; we selected all patients undergoing elective surgery for open or

endovascular AAA repair, between January 2003 and December 2011. We

considered obese patients (body mass index >30 kg/m(2)), overweight

(25.1-30 kg/m(2)), and normal-weight patients (18.7-25 kg/m(2)), and

compared mortality and/or severe complications at 30 days between obese

and nonobese patients (overweight and normal weight) separately for each

type of surgery by logistic regression analysis. We analyzed wound

complications in the 2 groups.

Results:
We included 748 patients, 174 obese, and 574 nonobese patients. Obese

patients were younger (P < 0.001) and were less likely to have renal failure

(P < 0.001) in both techniques. Obese patients in the open repair (OR)

group showed a trend toward lower mortality and/or complication rates

than in nonobese patients (4.8% vs. 7.5%, P = 0.34).

In contrast, in the endovascular aortic aneurysm repair (EVAR) group,

obese patients showed a trend toward higher mortality and/or complication

rates than nonobese patients (7.1% vs. 3.2%, P = 0.17).

In multivariate analysis, obesity was not an independent predictor of

outcomes in OR (P = 0.18) or in EVAR (P = 0.20). Wound complications

were not higher in obese patients in OR and in EVAR.

Conclusions:
 Obesity should not be considered an independent risk factor of death

and severe complications at 30 days in either open or endovascular

AAA repair.

 Therefore, obesity should not systematically lead to the decision to

use EVAR.

Copyright © 2016 Elsevier Inc. All rights reserved.
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28) PREDICTING MORTALITY OF RUPTURED ABDOMINAL AORTIC ANEURYSMS IN THE ERA OF ENDOVASCULAR REPAIR.
Healey CT, et al. 

Ann Vasc Surg. 2017 Jan;38:59-63.

doi: 10.1016/j.avsg.2016.09.006. Epub 2016 Oct 26.

Abstract

Background: Previous risk prediction models of mortality after ruptured

abdominal aortic aneurysm (rAAA) repair have been limited by imprecision,

complexity, or inclusion of variables not available in the preoperative

setting.

Most importantly, these prediction models have been derived and validated

before the adoption of endovascular aneurysm repair (EVAR) as a treatment

for rAAA.

We sought to derive and validate a new risk-prediction tool using only easily

obtainable preoperative variables in patients with rAAA who are being

considered for repair in the endovascular era.

Methods: We used the Vascular Study Group of New England (VSGNE)

database to identify all patients who underwent repair of RAAA (2006-

2015).

Variables were entered into a multivariable logistic regression model to

identify independent predictors of 30-day mortality. Linear regression was

then used to develop an equation to predict risk of 30-day mortality.

Results: During the study period, 649 patients underwent repair of rAAA;

of these, 247 (38.1%) underwent EVAR and 402 (61.9%) underwent an

open repair.

The overall mortality associated with rAAA was 30.7% (open, 33.4% and

EVAR, 26.2%). On multivariate modeling, the primary determinants of 30-

day mortality were advanced age (>76 vs. ≤76 years, odds ratio

[OR] = 2.91 and CI: 2.0-4.24), elevated creatinine (>1.5 mg/dL vs.

≤1.5 mg/dL, OR = 1.57 and CI: 1.05-2.34), and lowest systolic blood

pressure (SBP) (BP <70 mm Hg vs. ≥70 mm Hg, OR = 2.65 and CI: 1.79-

3.92). The logistic regression model had an area under a c-statistic of 0.69.

The corresponding linear model used to provide a point estimate of 30-day

mortality (%) was % mortality = 14 + 22 * (age >76) + 9 * (creatinine

>1.5) + 20 * (bp <70) Using this model, patients can be stratified into

different groups, each with a specific estimated risk of 30-day mortality

ranging from a low of 14% to a high of 65%.

Conclusions:
 In the endovascular era where both open and endovascular treatment

are offered for the treatment of rAAA three variables, easily obtained

in an emergency setting, accurately predict 30-day mortality for

patients operated on for rAAA.

 This simple risk prediction tool could be used as a point of care

decision aid to help the clinician in counseling patients and their

families on treatment of those presenting with rAAA.

Copyright © 2016 Elsevier Inc. All rights reserved.
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29) REPAIR OF CHRONIC ANEURYSMAL AORTIC DISSECTION USING A STENT GRAFT AND AN AMPLATZER® VASCULAR PLUG: A CASE STUDY.
Kanaoka Y, Ohki T, Ozawa H.

Ann Vasc Surg. 2017 Feb;39:288.e5-288.e12.

doi: 10.1016/j.avsg.2016.06.032. Epub 2016 Sep 23.
Abstract

We report a case in which a stent graft and an Amplatzer® vascular plug

(AVP) were effective for the treatment of chronic aneurysmal aortic

dissection. The patient was a 52-year-old man.

At 45 years of age, he developed acute aortic dissection, for which he

underwent surgery 4 times with prosthetic graft replacement in the

abdominal aorta, descending thoracic, ascending aorta (without neck branch

reconstruction), and thoracoabdominal aorta with the reconstruction of the

celiac, superior mesenteric, and bilateral renal arteries.

At the time of thoracoabdominal aortic surgery, strong adhesion was

evident, particularly in the thoracoabdominal area.

The adhesion was dissected in a part of the chest, and prosthetic graft

replacement was performed the following day. Subsequently, the dissection

of the residual distal aortic arch enlarged, and the patient was examined at

our hospital.

Computed tomography (CT) revealed a small intimal tear at the site of

anastomosis distal to the graft in the ascending aorta and a large intimal

tear in the descending thoracic aorta with a maximum diameter of 67 mm.

Furthermore, open repair by prosthetic graft replacement seemed difficult;

therefore, treatment with stent grafting was considered. Because the

prosthetic graft in the abdomen was extremely tortuous, stent-graft

insertion via the femoral artery seemed to be impossible.

The planned treatment involved the placement of a thoracic stent graft

using the chimney technique which included reconstruction of the

brachiocephalic artery and left common carotid arteries using chimney stent

graft and coverage of the left subclavian artery.

The thoracic stent graft was planned to be inserted via the abdominal

prosthetic graft site because the abdominal prosthetic graft was crooked

and was located close to the body surface. However, a small intimal tear

distal to the graft in the ascending aorta which had not been revealed by

intraoperative aortography was detected by the selective angiography, and

closure with an AVP was attempted for this. The site was successfully closed

using an AVP with a wire passing through the tear and into the false lumen.

Thereafter, the large tear in the descending thoracic aorta was closed using

a stent graft.

The patient made good postoperative progress without evidence of

paraplegia, and complete thrombosis of the false lumen was confirmed by

postoperative CT.

CT at 1 year after thoracic endovascular aneurysm repair (TEVAR) showed

complete thrombosis of false lumen and aneurysm shrinkage.

Copyright © 2016 Elsevier Inc. All rights reserved.
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DOI: 10.1016/j.avsg.2016.06.032

30) Custom-Made Conical Endograft in the Treatment of Saccular
Abdominal Aortic Aneurysms with Tight and Calcified Distal Neck:

Thinking Out of the Box.

Georgakarakos E, Argyriou C, Schoretsanitis N, Georgiadis GS.

Ann Vasc Surg. 2017 Feb;39:291.e15-291.e19.

doi: 10.1016/j.avsg.2016.08.018. Epub 2016 Nov 28.
Abstract

BACKGROUND:

To describe the use of the combination of a conical custom-made TREO®

(TREO CM) stent graft in the treatment of a saccular abdominal aortic

endograft (AAA) with long but tight and calcified distal neck.

MATERIALS AND METHODS:

A 65-year-female patient was treated for a saccular 5.2 cm AAA with a 3-

cm long but calcified and tight (16 mm) distal neck, precluding the safe use

of a bifurcated endograft. Because the patient refused an open surgery, a

conical TREO CM endograft was manufactured with 20% proximal

oversizing, whereas the 3-cm caudal sealing segment demonstrated a

conical configuration comprising a 2-cm and 1-cm nitinol-supported zones

of 20% and 10% oversizing, respectively, to avoid excessive strain and

incomplete expand at the most distal calcified area, leading ultimately to an

insidious infolding and consequent type Ib endoleak. A 24 × 40 mm

Treovance aortic cuff was centrally deployed resulting in a 30 mm overlap

with the main endograft.

Results:
After 6 months, there was complete sealing, and the AAA sac has been

shrunk to 45 mm.

Conclusions:
 The use of a conical TREO CM endograft with a proximal cuff provides

a firm fixation centrally and a sufficient distal sealing design in AAAs

with calcified and tight distal aorta, constituting a reliable alternative

to bifurcated endografts or aortouniliac configurations followed by

crossover adjuncts.

Copyright © 2016 Elsevier Inc. All rights reserved.
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31) EMERGENCY ENDOVASCULAR INTERVENTIONS FOR RUPTURED DESCENDING THORACIC AORTIC ANEURYSM.
Etienne H1, Majewski M2, Cochennec F2, Segaux L3, Becquemin JP2.

Ann Vasc Surg. 2017 Feb;39:160-166.

doi: 10.1016/j.avsg.2016.06.041. Epub 2016 Sep 23.

Abstract

Background:
Ruptured descending thoracic aortic aneurysm (rDAA) is a rare but
devastating condition.

Open aortic surgery which uses cardiopulmonary bypass is

associated with a high mortality.

Thoracic endovascular aortic repair (TEVAR) is a less-invasive

approach for which it remains unclear whether outcomes are

superior or equivalent to open aortic surgery.

In this study, we report our early and midterm outcomes with TEVAR for

rDAA.

Methods:
This is an observational, retrospective, single-center study which included

patients with rDAA and treated by TEVAR. The main objective was the 30-

day in-hospital mortality. Secondary end points were 30-day in-hospital

morbidity, 2-year mortality, and technical problems encountered during

procedures.

Results:
Twenty-five patients were included: 14 men and 11 women with a

median age of 76 years (69-82 years). Thirty-day in-hospital mortality

rate was 36% (95% confidence interval [CI], 20.6-57.9; n = 9), and the 2-

year mortality rate was 44% (95% CI, 27.94-66.72; n = 11). Fifteen

patients (60%) presented at least 1 major complication, and 8 of those

patients had a second surgery because of it.

There were 9 technical problems encountered that required additional open

procedures to successfully deploy the aortic stent graft: lack of vascular

access in 2 cases (8%), short proximal neck in 3 cases (12%), and short

distal neck in 4 cases (16%).

Conclusions:
 Mortality and morbidity remain high in patients treated for rDAA by

TEVAR.

 Nonetheless, TEVAR remains an interesting alternative to open aortic

surgery especially for older patients with a poor general health and

functional status.

Copyright © 2016 Elsevier Inc. All rights reserved.
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32) NATIONWIDE STUDY OF THE TREATMENT OF MYCOTIC ABDOMINAL AORTIC ANEURYSMS COMPARING OPEN AND ENDOVASCULAR REPAIR.
Sörelius K1, et al

Circulation. 2016 Dec 6;134(23):1822-1832. Epub 2016 Oct 31.

DOI: 10.1161/CIRCULATIONAHA.116.024021

Abstract

Background:
No reliable comparative data exist between open repair (OR) and

endovascular aneurysm repair (EVAR) for mycotic abdominal aortic

aneurysms (MAAAs).

This nationwide study assessed outcomes after OR and EVAR for MAAA in a

population-based cohort.

Methods:
All patients treated for MAAAs in Sweden between 1994 and 2014 were

identified in the Swedish vascular registry. The primary aim was to assess

survival after MAAA with OR and EVAR. Secondary aims were analyses of

the rate of recurrent infections and reoperations, and time trends in surgical

treatment. Survival was analyzed using Kaplan-Meier and log-rank tests. A

propensity score-weighted correction for risk factor differences in the 2

groups was performed, including the operation year to account for

differences in treatment and outcomes over time.

Results:
We identified 132 patients (0.6% of all operated abdominal aortic

aneurysms in Sweden). Mean age was 70 years (standard deviation, 9.2),

and 50 presented with rupture. Survival at 3 months was 86% (95%

confidence interval, 80%-92%), at 1 year 79% (72%-86%), and at 5 years

59% (50%-68%). The preferred operative technique shifted from OR to

EVAR after 2001 (proportion EVAR 1994-2000 0%, 2001-2007 58%, 2008-

2014 60%).

Open repair was performed in 62 patients (47%): aortic resection and

extra-anatomic bypass (n=7), in situ reconstruction (n=50), and patch

plasty (n=3); 2 patients died intraoperatively.

EVAR was performed in 70 patients (53%): standard EVAR (n=55),

fenestrated/branched EVAR (n=8), and visceral deviation with stent grafting

(n=7); no deaths occurred intraoperatively.

Survival at 3 months was lower for OR than for EVAR (74% versus 96%,

P<0.001), with a similar trend present at 1 year (73% versus 84%,

P=0.054).

A propensity score-weighted risk-adjusted analysis confirmed the early

better survival associated with EVAR. During median follow-up of 36 and 41

months for OR and EVAR, respectively, there was no difference in long-term

survival (5 years 60% versus 58%, P=0.771), infection-related

complications (18% versus 24%, P=0.439), or reoperation (21% versus

24%, P=0.650).

Conclusion:
 This study demonstrates a paradigm shift in treatment of MAAA in

Sweden, with EVAR being the preferred treatment modality.

 EVAR was associated with improved short-term survival in

comparison with OR, without higher associated incidence of serious

infection-related complications or reoperations.

© 2016 American Heart Association, Inc.

KEYWORDS:

Aneurysm, infected; aorta; aortic aneurysm, abdominal; endovascular

procedures; infection; mycotic; open repair; surgery

PMID: 27799273

DOI: 10.1161/CIRCULATIONAHA.116.024021 [Indexed for MEDLINE]

33) CONTEMPORARY OPEN REPAIR OF RUPTURED ABDOMINAL AORTIC ANEURYSMS.
Siracuse JJ, et al
J Vasc Surg. 2017 Apr;65(4):1023-1028.

doi: 10.1016/j.jvs.2016.08.115. Epub 2016 Dec 13.

Abstract

Objective: Although endovascular repair of ruptured abdominal aortic

aneurysms (rAAAs) is increasingly more prevalent and may yield better

results, open repair of rAAAs is still commonly performed. Our goal

was to assess the contemporary practice patterns and outcomes of open

repair of rAAA.

Methods: The 2011-2014 American College of Surgeons National Surgical

Quality Improvement Program targeted open AAA database was queried for

all rAAAs. Patient characteristics, presentation, aneurysm details, and

operative details were analyzed to identify factors that may affect outcome

in this population of patients.

Results: We identified 404 patients who underwent open repair of rAAA.

The average age was 72 ± 9.4 years, and 76.2% were male. There were

230 (56.9%) patients who presented with hypotension. The operative

approach was retroperitoneal in 16.3% of cases. The proximal extents of

the aneurysms were infrarenal (52.5%), juxtarenal (24.3%), pararenal

(4.2%), and suprarenal (8.2%). The distal extents were aortic (38.6%),

common iliac artery (34.2%), and external or internal iliac artery (8.9%).

Renal, visceral, and lower extremity revascularization was performed in

6.4%, 2.2%, and 7.9% of patients, respectively. Thirty-day mortality was

35.6%, and postoperative complications included cardiac (18.3%),

pulmonary (42.3%), wound complications (6.7%), acute renal failure

(17.3%), and ischemic colitis (9.4%).

Postoperative length of stay was 13.1 ± 12.7 days, and 30-day readmission

was 4.5%. Predictors of 30-day mortality were transperitoneal approach

(odds ratio [OR], 3.3; 95% confidence interval [CI], 1.38-7.89; P < .001),

hypotension at presentation (OR, 2.03; 95% CI, 1.2-3.56; P = .007), and

age (OR, 1.05; 95% CI, 1.02-1.09; P = .001).

Transperitoneal approach also increased the risk of postoperative cardiac

complications (OR, 3.25; 95% CI, 1.01-10.4; P = .047). Postoperative

pulmonary complications were predicted by chronic obstructive pulmonary

disease (OR, 2.06; 95% CI, 1.07-3.94; P = .03) and hypotension at

presentation (OR, 1.77; 95% CI, 1.06-2.96; P = .03).

Conclusions:
 The majority of contemporary open rAAA repairs were performed for

infrarenal aneurysms.

 Transperitoneal approach, hypotension, and chronic obstructive

pulmonary disease were associated with higher mortality and

postoperative complications.

 Thirty-day mortality after rAAA was lower compared with historical

data.

Copyright © 2016 Society for Vascular Surgery. Published by Elsevier Inc. All rights

reserved.
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34) META-ANALYSIS OF OPEN AND ENDOVASCULAR REPAIR OF POPLITEAL ARTERY ANEURYSMS.
Review article

Leake AE, et al. 

J Vasc Surg. 2017 Jan;65(1):246-256.e2.

doi: 10.1016/j.jvs.2016.09.029.
Abstract

Objective: Endovascular popliteal artery aneurysm repair (EPAR) is

increasingly used over open surgical repair (OPAR). The purpose of this

study was to analyze the available literature on their comparative

outcomes.

Methods: The PubMed and Embase databases were searched to identify

studies comparing OPAR and EPAR. Studies with only one treatment and

fewer than five patients were excluded. Demographics and outcomes were

collected. Bias risk was assessed using a modified version of the Newcastle-

Ottawa Scale. Results were computed from random-effects meta-analyses

using the DerSimonian-Laird algorithm.

Results: A total of 14 studies were identified encompassing 4880

popliteal artery aneurysm repairs (OPAR, 3915; EPAR, 1210) during the last

decade. OPAR patients were younger (standard mean difference, -0.798 [-

0.798 to -1.108]; P < .001) and more likely to have worse tibial runoff

(odds ratio [OR], 1.949 (1.15-3.31); P = .013) than EPAR patients. OPAR

had higher odds of wound complications (OR, 5.182 [2.191-12.256]; P <

.001) and lower odds of thrombotic complications (OR, 0.362 [0.155-

0.848]; P < .001). OPAR had longer length of stay (standardized mean

difference, 2.158 [1.225-3.090]; P < .001) and fewer reinterventions (OR,

0.275 [0.166-0.454]; P < .001). Primary patency was better for OPAR at

1 year and 3 years (relative risk, 0.607 [P = .01] and 0.580 [P = .006],

respectively). There was no difference in secondary patency at 1 year and

3 years (0.770 [P = .458] and 0.642 [P = .073], respectively).

Conclusions:
 Endovascular popliteal artery aneurysm repair (EPAR) has a lower

wound complication rate and shorter length of hospital stay compared

with open surgical repair (OPAR).

 This comes at the cost of inferior primary patency but not secondary

patency out to 3 years.

 Studies reporting long-term outcomes are lacking and necessary.

Copyright © 2016 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved.
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35) FEW INTERNAL ILIAC ARTERY ANEURYSMS RUPTURE UNDER 4 CM.
Laine MT, et al. 

J Vasc Surg. 2017 Jan;65(1):76-81.

doi: 10.1016/j.jvs.2016.06.109.

Abstract

Objective: This study investigated the diameter of internal iliac artery

(IIA) aneurysms (IIAAs) at the time of rupture to evaluate whether the

current threshold diameter for elective repair of 3 cm is reasonable. The

prevalence of concomitant aneurysms and results of surgical treatment

were also investigated.

Methods: This was a retrospective analysis of patients with ruptured IIAA

from seven countries. The patients were collected from vascular registries

and patient records of 28 vascular centers. Computed tomography images

taken at the time of rupture were analyzed, and maximal diameters of the

ruptured IIA and other aortoiliac arteries were measured. Data on the type

of surgical treatment, mortality at 30 days, and follow-up were collected.

Results: Sixty-three patients (55 men and 8 women) were identified,

operated on from 2002 to 2015. The patients were a mean age of

76.6 years (standard deviation, 9.0; range 48-93 years). A concomitant

common iliac artery aneurysm was present in 65.0%, 41.7% had a

concomitant abdominal aortic aneurysm, and 36.7% had both. IIAA was

isolated in 30.0%. The mean maximal diameter of the ruptured artery was

68.4 mm (standard deviation, 20.5 mm; median, 67.0 mm; range, 25-

116 mm). One rupture occurred at <3 cm and four at <4 cm (6.3% of all

ruptures). All patients were treated, 73.0% by open repair and 27.0% by

endovascular repair. The 30-day mortality was 12.7%. Median follow-up

was 18.3 months (interquartile range, 2.0-48.3 months). The 1-year

Kaplan-Meier estimate for survival was 74.5% (standard error, 5.7%).

Conclusions:

 IIAA is an uncommon condition and mostly coexists with other

aortoiliac aneurysms.

 Follow-up until a diameter of 4 cm seems justified, at least in elderly

men, although lack of surveillance data precludes firm conclusions.

 The mortality was low compared with previously published figures

and lower than mortality in patients with ruptured abdominal aortic

aneurysm.

Copyright © 2016 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved.
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36) EFFECT OF Β-BLOCKER ON ANEURYSM SAC BEHAVIOR AFTER ENDOVASCULAR ABDOMINAL AORTIC REPAIR.
Kim W, et al. 
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Abstract

Objective: This study was conducted to determine whether β-blocker

(BB) therapy is associated with abdominal aortic aneurysm (AAA) sac

regression after endovascular abdominal aortic repair (EVAR).

Methods: A total of 198 patients (mean age, 76 years) who underwent

EVAR were analyzed (104 in the BB group and 94 in the non-BB group). The

primary end point was the incidence of AAA sac regression at 1 and 2 years.

Results: Hypertension, coronary artery disease, and hyperlipidemia were

more common in the BB group. The BB group was also more likely to have

been prescribed an aspirin and a statin than the non-BB group. The length

of proximal neck was significantly longer in the non-BB group than in the BB

group. All study patients were monitored for at least 1 year after EVAR, and

2-year follow-up was available in 104 patients (52.5%). There was no

statistically significant difference in the incidence of aneurysm sac

regression in either group at 1 year (52.1% in the non-BB group vs 45.2%

in the BB group; P = .330) and 2 years (58.5% in the non-BB group vs

64.7% in the BB group; P = .515).

The difference of the change of AAA maximum diameter between two

groups did not reach statistical significance at 1 year (-6.0 ± 7.0 mm in the

non-BB group vs -5.5 ± 8.1 mm in the BB group; P = .644) and 2 years (-

9.0 ± 10.5 mm in the non-BB group vs -9.0 ± 10.0 mm in the BB group;

P = .977).

BB therapy was not associated with increased odds of AAA sac regression.

The effect of third-generation

BBs on AAA sac regression was not significant.

Conclusions:
 BB therapy had no effect on AAA sac regression.

 At the present time, there is insufficient evidence to recommend BB

therapy for the purpose of AAA sac regression.

Copyright © 2016 Society for Vascular Surgery. Published by Elsevier Inc. All rights

reserved.
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37) FACTORS THAT AFFECT COST AND CLINICAL OUTCOME OF ENDOVASCULAR AORTIC REPAIR FOR ABDOMINAL AORTIC ANEURYSM.
O'Brien-Irr MS, et al. 

J Vasc Surg. 2017 Apr;65(4):997-1005.

doi: 10.1016/j.jvs.2016.08.090. Epub 2016 Dec 27.
Abstract

Objective: This study evaluated the effect of indication for use (IFU),

additional graft components, and percutaneous closure of endovascular

aortic repair (PEVAR) on clinical outcomes and cost of endovascular aortic

repair (EVAR).

Methods: Clinical and financial data were obtained for all elective EVARs

completed at a university-affiliated medical center between January 2012

and June 2013. Data were analyzed by χ (2), Student t-test for independent

samples, and Kaplan-Meier survival.

Results: There were 67 elective EVARs. Additional cuffs/extensions were

used in 37%, increasing the baseline graft cost by 36% (P < .001), total

costs by 20% (P < .001), and negatively affecting the contribution margin.

Aortic neck IFU (P = .02), failure of the index graft to seal the neck (P =

.02), and need for an additional cuff (P = .008) were related to the need for

reintervention for type Ia endoleak for graft B (Excluder; W. L. Gore and

Associates, Flagstaff, Ariz), whereas limb IFU was related to the need for

additional limb extension for graft A (Powerlink; Endologix, Irvine, Calif; P <

.001). Limb extension (P = .06) and failure of the index graft to provide an

adequate seal (P < .001) were associated with reintervention for type Ib

endoleak. Reintervention-free rates at 24 months were 96% for graft A and

94% for graft B (P =.54), but different patterns in reintervention emerged:

graft A required reoperation early (<2 months) then stabilized; graft B did

not require reintervention until 24 months, but rates increased substantially

by 25 months.

PEVAR was attempted in 61 (91%): 49 (73%) bilaterally, 7 (10%)

unilaterally, and 5 (8%) failed. The mean number of closure devices was

four (range, 1-9): $1000 (3.5% of total cost). Bilateral PEVAR was

associated with shorter operating time than unilateral PEVAR/failed PEVAR

(P < .001) and lower operating room use costs (P = .005) and total hospital

costs (P = .003) than failed PEVAR. The contribution margin was higher for

bilateral PEVAR than unilateral PEVAR/failed PEVAR (P = .005). Patients

with bilateral PEVAR and unilateral PEVAR were more often discharged on

postoperative day 1 than those with failed PEVAR (P = .002). Hospital

length of stay (P = .49), operating room duration (P = .31), and total costs

(P = .72) were similar for unsuccessful PEVAR and EVAR completed with

cutdown.

Conclusions:
 Higher rates of reintervention occurred when EVAR was performed

outside of IFU guidelines or when additional components were

needed.

 Additions raised graft costs significantly above baseline.

 Notable differences in graft performance in complex anatomy and

varied patterns of reoperation could be useful in the graft selection

process to improve outcome and contain costs.

 Bilateral PEVAR was associated with lower costs and postoperative

day 1 discharge.

 Attempting PEVAR may be reasonable unless there is serious concern

for failure.
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38) REOPERATION RATES AFTER OPEN AND ENDOVASCULAR ABDOMINAL AORTIC ANEURYSM REPAIRS.
Hynes CF1, Endicott KM2, Iranmanesh S1, Amdur RL1, Macsata R1.
J Vasc Surg. 2017 May;65(5):1323-1328.

doi: 10.1016/j.jvs.2016.09.053. Epub 2017 Jan 7.

Abstract

Objective:
This study compared reoperation rates associated with open abdominal

aortic aneurysm (AAA) repair (OR) outcomes vs endovascular AAA repair

(EVAR).

Methods:
A retrospective review of the Veterans Affairs Surgical Quality Improvement

Project data was performed with inclusion criteria defined as all patients

who underwent AAA repair from October 1, 2007, to October 1, 2013.

The primary outcome was the incidence of reoperations.

Reoperations included subsequent OR or EVAR procedures performed on the

abdominal aorta or iliac arteries, surgical treatment of temporally related

bowel obstruction, as well as treatment of abdominal or groin wound

complications ≤6 months and treatment of bowel or lower limb ischemia

≤10 days.

Results:
Of 6677 patients who underwent AAA repair, 476 (7.1%) required

reoperations.

OR was associated with a higher rate of reoperations overall (10.0% vs

6.3%; P < .01), with most being intra-abdominal and wound complications.

OR also had higher rates of bowel ischemia requiring operation (0.7% vs

0.3%; P = .01) and lower extremity ischemia (0.5% and 0.06%; P < .01).

Significantly more endovascular stents were placed during EVAR (2.8% vs

0.5%; P < .01).

Logistic regression showed EVAR is a negative predictor for reoperation

after controlling for comorbidities (P < .001).

Conclusions:
 The long-term burden of reoperations after OR may actually be more

significant than current understanding when including all possible

abdominal complications in an extended analysis.

 Future prospective trials should include all potential reoperations

extended >30 days with associated cost analysis.

 As surgical innovation in EVAR technology advances, complication

comparisons with OR should undergo frequent re-evaluation given

that endovascular indications and outcomes continue to expand and

improve.

Copyright © 2016 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved.
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39) ABDOMINAL PAIN IN THE PRESENCE OF SMALL ABDOMINAL AORTIC ANEURYSMS: IF IN DOUBT, CUT IT OUT!
Georgakarakos E, Schoretsanitis N, Koufopoulos G, Paulou K, Lazarides MK.

Ann Vasc Surg. 2017 Apr;40:300.e17-300.e21.

doi: 10.1016/j.avsg.2016.08.040. Epub 2017 Feb 3.

Abstract

Although small (<5 cm) abdominal aortic aneurysms (AAA) have been

associated with symptoms and indication for intervention scarcely, the

clinicians should never exclude such potential association especially in the

absence of other overt pathological findings.

In such cases, a surgical exploration with consequent intervention, if

feasible, should be justified to prevent a detrimental evolution in a dubious

scenario.

In this article, we present 2 cases of patients with small AAA presenting

with severe abdominal pain.

In the absence of other solid clinical and radiological pathological findings,

both patients underwent laparotomy where an inflammatory small AAA was

identified and subjected either to resection and restoration with a tube graft

or secondary endovascular repair because the periaortic fibrosis precluded

the open repair.

The characteristics and rationale of treatment modalities are exemplified

and discussed.

Copyright © 2017 Elsevier Inc. All rights reserved.
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40) PHLEGMASIA CERÚLEA DOLENS AS AN UNUSUAL PRESENTATION OF RUPTURED ABDOMINAL AORTIC ANEURYSM INTO THE INFERIOR VENA CAVA.
Review article
Ben Abdallah I, El Batti S, da Costa JB, Julia P, Alsac JM.

Ann Vasc Surg. 2017 Apr;40:298.e1-298.e4.

doi: 10.1016/j.avsg.2016.10.028. Epub 2016 Dec 8.
Abstract

The aim of this case study is to report a case of unusual manifestation of

ruptured abdominal aortic aneurysm (AAA) involving an aortocaval fistula

(ACF) as phlegmasia cerulea dolens (PCD).

A 58-year-old male presented with acute signs of PCD of the right lower

limb, confirmed on duplex ultrasonography.

Computed tomography angiography revealed a 65-mm ruptured AAA with a

large ACF. Successful emergent surgical repair was performed, using

implantation of an aortobi-iliac graft with primary closure of the fistula and

associated venous thrombectomy.

PCD revealing a ruptured AAA with ACF is rare. Knowledge of this original

entity might be the most important factor on the outcome.

Copyright © 2016 Elsevier Inc. All rights reserved.
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41) LONG-TERM OUTCOME OF THE GORE EXCLUDER AAA ENDOPROSTHESIS FOR TREATMENT OF INFRARENAL AORTIC ANEURYSMS.
Poublon CG, Holewijn S, van Sterkenburg SMM, Tielliu IFJ, Zeebregts

CJ, Reijnen MMPJ.

J Vasc Interv Radiol. 2017 May;28(5):637-644.e1.

doi: 10.1016/j.jvir.2017.01.012. Epub 2017 Mar 18.

Abstract

Purpose: To evaluate long-term outcome of GORE EXCLUDER AAA

Endoprosthesis (W.L. Gore & Associates, Inc, Flagstaff, Arizona) for elective

treatment of infrarenal aortic aneurysms and to evaluate performance of

different generations of the device.

Materials and methods: A retrospective analysis was performed of

248 patients undergoing elective endovascular aneurysm repair with the

GORE EXCLUDER between January 2000 and December 2015 in 2 hospitals.

Primary endpoint was reintervention-free survival. Secondary endpoints

were technical success, overall survival, rupture-free survival, endoleaks,

sac diameter change (> 5 mm), limb occlusion, and migration (> 5 mm).

Median follow-up time was 26 months (range, 1-190 months).

Results: Assisted primary technical success was 96.8%. Reinterventionfree

survival for 5 and 10 years was 85.2% and 75.6%, respectively.

Independent risk factors for reintervention were technical success (P <

.001), type I endoleak (P < .001), and type II endoleak (P = .003). Late

adverse events requiring reintervention included rupture (0.4%), limb

occlusion (0.4%), and stent migration (0.4%). Type Ia (4.8%), Ib (2.8%),

II (35.9%), and V (6.5%) endoleaks were reported throughout follow-up.

Sac growth was more prevalent with the original GORE EXCLUDER

compared with the low permeability GORE EXCLUDER (P = .001) and in the

presence of type I, II, and V endoleaks (P < .05). Three conversions (1.2%)

were performed. Overall survival at 5 and 10 years was 68.4% and 49.0%,

with no reported aneurysm-related deaths.

Conclusions:
 Treatment with the GORE EXCLUDER is effective with acceptable

reintervention rates in the long-term and few device-related adverse

events or ruptures up to 10 years.

 Observed late adverse events and new-onset endoleaks emphasize

the need for long-term surveillance.

Copyright © 2017 SIR. Published by Elsevier Inc. All rights reserved.
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42) ASSOCIATION BETWEEN METFORMIN PRESCRIPTION AND GROWTH RATES OF ABDOMINAL AORTIC ANEURYSMS
J. Golledge, et al
http://onlinelibrary.wiley.com/doi/10.1002/bjs.10587/abstract;jsessionid=6

238F4A10D6D2BDDBB7C26DCAEDB6683.f03t04
Abstract

Background

It has been suggested that diabetes medications, such as metformin, may

have effects that inhibit abdominal aortic aneurysm (AAA) growth. The aim

of this study was to examine the association of diabetes treatments with

AAA growth in three patient cohorts.

Methods

AAA growth was studied using ultrasound surveillance in cohort 1, repeated

CT in cohort 2 and more detailed repeat CT in cohort 3. Growth was

estimated by the mean annual increase in maximum AAA diameter.

Results

A total of 1697 patients with an AAA were studied, of whom 118, 39 and 16

patients were prescribed metformin for the treatment of diabetes in cohorts

1, 2 and 3 respectively. Prescription of metformin was associated with a

reduced likelihood of median or greater AAA growth in all three cohorts

(cohort 1: adjusted odds ratio (OR) 0·59, 95 per cent c.i. 0·39 to 0·87, P =

0·008; cohort 2: adjusted OR 0·38, 0·18 to 0·80, P = 0·011; cohort 3:

adjusted OR 0·13, 0·03 to 0·61, P = 0·010). No other diabetes treatment

was significantly associated with AAA growth in any cohort.

Conclusion

 These findings suggest a potential role for metformin in limiting AAA

growth.

http://onlinelibrary.wiley.com/doi/10.1002/bjs.10587/abstract;jsessionid=6

238F4A10D6D2BDDBB7C26DCAEDB6683.f03t04

43) REINTERVENTION RATE AFTER OPEN SURGERY AND ENDOVASCULAR REPAIR FOR NONRUPTURED ABDOMINAL AORTIC ANEURYSMS.
Hwang D, Park S, Kim HK, Lee JM, Huh S.

Ann Vasc Surg. 2017 Aug;43:134-143.

doi: 10.1016/j.avsg.2017.03.168. Epub 2017 May 3.

Abstract

Background: We aim to determine the reintervention rate after open

aortic aneurysm repair (OAR) or endovascular aneurysm repair (EVAR)

according to compliance or noncompliance with the instructions for use

(IFU) for commercial endovascular stent grafts.

Methods: After exclusion of those with a ruptured abdominal aortic

aneurysm (AAA) and isolated iliac artery aneurysm with or without a small

AAA (diameter < 5 cm), 240 patients received OAR or EVAR for a

nonruptured AAA between January 2006 and March 2016. EVAR was

performed from October 2009. Patients were divided into 3 groups: OAR

(n = 146), IFU EVAR (n = 42), and non-IFU EVAR (n = 52).

Reintervention was defined as graft-related or laparotomy-related (with an

abdominal incision after initial laparotomy) reoperations either during the

index admission period or later.

Final endoleak after EVAR was defined as persistent type I or III endoleak

before exiting operating room after various procedures to eliminate the

endoleak.

Results: There were 2 in-hospital deaths in the OAR group caused by

reperfusion injury or pancreatitis. There was no in-hospital mortality in the

EVAR group. Final endoleak was more common in non-IFU EVAR compared

with IFU EVAR (17% vs. 0%; P = 0.004). The mean follow-up duration was

42.1 months, 25.3 months, and 25.0 months in the OAR, IFU EVAR, and

non-IFU EVAR groups, respectively.

Respective reintervention-free survival (RFS) rates at 1 and 3 years differed

significantly by group: 97% and 95% in the OAR group, 100% and 96% in

the IFU EVAR group, and 89% and 87% for non-IFU EVAR group

(P = 0.043) with a higher reintervention rate in the non-IFU EVAR than in

the OAR group.

There was no significant difference in RFS rate between the OAR and IFU

EVAR groups (P = 0.881). Overall survival (OS) rates at 1 and 3 years,

respectively, were 94% and 78% in the OAR group, 90% and 86% in the

IFU EVAR group, and 93% and 56% in the non-IFU EVAR group

(P = 0.098). There were no significant differences between the OAR and IFU

EVAR groups (P = 0.890).

Conclusions:
( In contrast to IFU EVAR group, the RFS and OS rates of non-IFU

EVAR group were lower than in the OAR group during mid-term

follow-up.

( Final endoleak was more frequent, and reintervention was more

commonly performed in the non-IFU group than in the IFU group.

( Therefore, performing EVAR in non-IFU situations should be planned

carefully.

Copyright © 2017 Elsevier Inc. All rights reserved.

PMID 28478164 [PubMed - indexed for MEDLINE]

Full text at journal site

https://www.ncbi.nlm.nih.gov/m/pubmed/28478164/

44) OUTCOMES AFTER OPEN SURGERY FOR INFLAMMATORY ABDOMINAL AORTIC ANEURYSM: A 10-YEAR SINGLE-CENTER EXPERIENCE.
Floros N, et al. 
Ann Vasc Surg. 2017 Aug;43:144-150.

doi: 10.1016/j.avsg.2017.04.002. Epub 2017 May 4.

Abstract

Background: Inflammatory abdominal aortic aneurysms (IAAAs) are

rare clinical entities with an exaggerated inflammatory component. The aim

of this study is to report outcomes of a single-center 10-year experience in

open surgical management of IAAA and to compare the results with

noninflammatory, atherosclerotic abdominal aortic aneurysms (non-IAAAs).

Methods: We retrospectively reviewed the medical records of 18 patients

with IAAA selected out of patients with AAA who underwent open surgery in

the Department of Vascular and Endovascular Surgery at the University

Hospital Dusseldorf from January 2006 to December 2015. These patients

were matched with controls, selected from a prospectively retained

database of patients with AAA undergoing open surgery during the study

period. A 1:2 case-control match regarding age, gender, and year of

treatment was performed. We analyzed both groups for preoperative

parameters, intraoperative findings, and early postoperative outcomes.

Results: The 2 groups showed considerable similarities with no significant

differences in the clinical features. Both groups outlined comparable

aneurysm size (62 vs. 56 mm); however, the mean preoperative C-reactive

protein was found to be significantly elevated in the study group (mean

value: 2.6 vs. 0.9 mg/dL, P < 0.05).

Most patients were operated using a standard transperitoneal median

laparotomy approach; only 1 patient of each group was operated using a

left retroperitoneal approach. There was no significant difference in

operation time (190 vs. 194 min) and 30-day mortality 0%. The in-hospital

mortality was 11% in the study group and 0% in the control group. We

found a significant higher complication rate in the study group 10 (56%) vs.

12 (33%).

The major complications were also more frequent in the study group 4

(22%) vs. 6 (16.7%). IAAA showed a statistically significant longer length

of intensive care unit and hospital stay when compared with non-IAAA (7

and 20 days vs. 2 and 14 days, P < 0.05).

IAAAs outlined a significantly greater transfusion requirement for

erythrocytes and fresh frozen plasma than non-IAAA.

Conclusions:
( Open surgical treatment of Inflammatory abdominal aortic aneurysms

(IAAAs) guarantees a regression of the inflammatory process in most

patients, which was detected through ultrasound in follow-up

examination, although the approach to the surgical site is highly

demanding.

( Inflammatory abdominal aortic aneurysms (IAAAs) exhibits clear

gender predominance and are associated with significantly higher

transfusion requirement, early morbidity, and length of stay.

Copyright © 2017 Elsevier Inc. All rights reserved.
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45) ENDOVASCULAR VERSUS OPEN REPAIR OF ABDOMINAL AORTIC ANEURYSMS: A COMPREHENSIVE REPORT
Albert B. Lowenfels, MD
Cite this article: Albert B. Lowenfels. Endovascular versus Open Repair of

Abdominal Aortic Aneurysms: A Comprehensive Report - Medscape -Dec 14, 2017.

How does endovascular repair (EVAR) of abdominal aortic aneurysm (AAA)

compare with open repair? In this paper, published in Surgery, [1] the

authors summarize and compare reports based on data in the ACS National

Surgical Quality Improvement Program. [Abstract a continuación. Dr. Yara]

These reports are based on various-sized studies ranging from about 1000

to over 20,000 patients and include studies on elective surgery and

emergency studies for leaking or ruptured AAAs.

The results include data from the 2001 through 2011.

In nearly all of the reports, overall mortality was about two to three

times higher for open repairs than for EVAR, with similar results for

morbidity.

For ruptured AAAs, EVAR was also beneficial, with immediate

postoperative mortality about 50% lower than in patients undergoing

open procedures.

Graft failure ranged from about 2%-4% in patients undergoing EVAR

procedures, compared with ≤ 1% after an open procedure.

Viewpoint

This comprehensive report points out the many advantages of EVAR versus

open surgery for elective and urgent surgery for AAA disease.

During the approximately 10 years since EVAR first became an operative

choice, use of EVAR has increased steadily: now EVAR is the choice for

about 80% of elective procedures and about 60% of urgent procedures.

During this time frame, the success of EVAR has become increasingly more

evident. [2, 3]

The benefits of EVAR are now clear for mortality and various types of

morbidity, with the exception of graft failure, which remains higher after

EVAR procedures.

Although the current study was based on data from > 700 institutions, it

reports only short-term results based on stored administrative data

collected during the initial hospitalization; important information on longterm

outcomes is unavailable.

Other sources need to be consulted to learn more about long-term survival

statistics and accumulating rates of reoperation.

Medscape General Surgery © 2017

46) A COMPARATIVE REVIEW OF OPEN AND ENDOVASCULAR ABDOMINAL AORTIC ANEURYSM REPAIRS IN THE NATIONAL OPERATIVE QUALITY IMPROVEMENT DATABASE
Kanika Kalra, MD, Shipra Arya, MD, SM

Surgery. Volume 162, Issue 5, Pages 979–988 November 2017

DOI: http://dx.doi.org/10.1016/j.surg.2017.04.010

Abstract

Repair of abdominal aortic aneurysms with endovascular techniques has

emerged as the first line of therapy, due to procedural ease and excellent

patient outcomes.

Open aneurysm repair is increasingly used as a secondary option for lesions

with anatomic complexity that involves arterial branches.

Understanding the impact of endovascular abdominal aortic aneurysms

repair on the shift in vascular operation practice for abdominal aortic

aneurysms repair, requires a comprehensive and risk-adjusted review of

operative outcomes between the 2 repair types.

The American College of Surgeons National Surgical Quality Improvement

Project is a comprehensive, outcomes-based program, which provides

valuable data on operative complications with endovascular and open

repair.

In this review, we use the National Surgical Quality Improvement Project

database to critically review complications, mortality, and morbidity

associated with endovascular and open abdominal aneurysmal repair.

http://www.surgjournal.com/article/S0039-6060(17)30309-4/abstract

47) THE EFFECT OF REVASCULARIZATION ON THE HEMODYNAMIC PROFILE OF PATIENTS WITH INFRARENAL AORTIC OCCLUSION.
Argyriou C, Georgakarakos E, Georgiadis GS, Schoretsanitis N, Lazarides MK.

Ann Vasc Surg. 2017 Aug;43:210-217.

doi: 10.1016/j.avsg.2016.11.025. Epub 2017 Apr 4.

Abstract

Background: Patients undergoing revascularization for infrarenal aortic

occlusion (IAO) have been reported to present improved survival rates

compared to those treated conservatively. Aim of this study was to

investigate the hemodynamic changes induced after revascularization for

IAO, as expressed with pulse wave velocity (PWV), augmentation index

(Aix), augmentation pressure (AP), and pulse wave reflection coefficient

(RC).

Materials and methods: Twelve patients underwent revascularization

(9 aortobifemoral/aortobiiliac bypasses, 2 primary iliac stenting, and 1

hybrid procedure of unilateral aortoiliac stenting and crossover bypass).

Calculation of hemodynamic parameters was performed in all patients

preoperatively, at 1 month, and 1 year postoperatively. Pulse wave analysis

was performed noninvasively with a novel validated brachial cuff-based

automatic oscillometric device (Mobil-O-Graph; IEM, Stolberg, Germany).

The estimated hemodynamic parameters were AIx, AP, RC, and PWV.

Data were analyzed with the Friedman analysis of variance test.

Results: Aix decreased significantly at 1 month and further at 1 year

postoperatively compared to preoperative values (24 ± 11 and 17 ± 13 vs.

34 ± 13.5, respectively, P = 0.0006). AP decreased at 1 month and 1 year

postoperatively compared to preoperative values (6.5 ± 4 mm Hg and

8 ± 6.5 mm Hg vs. 13 ± 12 mm Hg, respectively, P = 0.045). RC decreased

also at 1-month and 1-year postoperatively compared to preoperative

values (62 ± 5.5, 64 ± 4.3 vs. 73 ± 5.1, respectively, P = 0.002). However,

changes in PWV were less prominent in this short-term postoperative period.

Conclusions:
 Improved hemodynamic profile may theoretically contribute to the

enhanced survival rates of these patients.

Copyright © 2017 Elsevier Inc. All rights reserved.
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Abstract

Background: Patients undergoing revascularization for infrarenal aortic

occlusion (IAO) have been reported to present improved survival rates

compared to those treated conservatively. Aim of this study was to

investigate the hemodynamic changes induced after revascularization for

IAO, as expressed with pulse wave velocity (PWV), augmentation index

(Aix), augmentation pressure (AP), and pulse wave reflection coefficient

(RC).

Materials and methods: Twelve patients underwent revascularization

(9 aortobifemoral/aortobiiliac bypasses, 2 primary iliac stenting, and 1

hybrid procedure of unilateral aortoiliac stenting and crossover bypass).

Calculation of hemodynamic parameters was performed in all patients

preoperatively, at 1 month, and 1 year postoperatively. Pulse wave analysis

was performed noninvasively with a novel validated brachial cuff-based

automatic oscillometric device (Mobil-O-Graph; IEM, Stolberg, Germany).

The estimated hemodynamic parameters were AIx, AP, RC, and PWV.

Data were analyzed with the Friedman analysis of variance test.

RESULTS: Aix decreased significantly at 1 month and further at 1 year

postoperatively compared to preoperative values (24 ± 11 and 17 ± 13 vs.

34 ± 13.5, respectively, P = 0.0006). AP decreased at 1 month and 1 year

postoperatively compared to preoperative values (6.5 ± 4 mm Hg and

8 ± 6.5 mm Hg vs. 13 ± 12 mm Hg, respectively, P = 0.045). RC decreased

also at 1-month and 1-year postoperatively compared to preoperative

values (62 ± 5.5, 64 ± 4.3 vs. 73 ± 5.1, respectively, P = 0.002). However,

changes in PWV were less prominent in this short-term postoperative

period.

Conclusions:
 Improved hemodynamic profile may theoretically contribute to the

enhanced survival rates of these patients.

Copyright © 2017 Elsevier Inc. All rights reserved.

PMID 28389287 [PubMed - indexed for MEDLINE]
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49) THE EFFECT OF REVASCULARIZATION ON THE HEMODYNAMIC PROFILE OF PATIENTS WITH INFRARENAL AORTIC OCCLUSION.
Argyriou C, Georgakarakos E, Georgiadis GS, Schoretsanitis N, Lazarides MK.
Ann Vasc Surg. 2017 Aug;43:210-217.

doi: 10.1016/j.avsg.2016.11.025. Epub 2017 Apr 4.
Abstract

BACKGROUND: Patients undergoing revascularization for infrarenal aortic

occlusion (IAO) have been reported to present improved survival rates

compared to those treated conservatively. Aim of this study was to

investigate the hemodynamic changes induced after revascularization for

IAO, as expressed with pulse wave velocity (PWV), augmentation index

(Aix), augmentation pressure (AP), and pulse wave reflection coefficient

(RC).

Materials and methods: Twelve patients underwent revascularization

(9 aortobifemoral/aortobiiliac bypasses, 2 primary iliac stenting, and 1

hybrid procedure of unilateral aortoiliac stenting and crossover bypass).

Calculation of hemodynamic parameters was performed in all patients

preoperatively, at 1 month, and 1 year postoperatively. Pulse wave analysis

was performed noninvasively with a novel validated brachial cuff-based

automatic oscillometric device (Mobil-O-Graph; IEM, Stolberg, Germany).

The estimated hemodynamic parameters were AIx, AP, RC, and PWV.

Data were analyzed with the Friedman analysis of variance test.

RESULTS: Aix decreased significantly at 1 month and further at 1 year

postoperatively compared to preoperative values (24 ± 11 and 17 ± 13 vs.

34 ± 13.5, respectively, P = 0.0006). AP decreased at 1 month and 1 year

postoperatively compared to preoperative values (6.5 ± 4 mm Hg and

8 ± 6.5 mm Hg vs. 13 ± 12 mm Hg, respectively, P = 0.045). RC decreased

also at 1-month and 1-year postoperatively compared to preoperative

values (62 ± 5.5, 64 ± 4.3 vs. 73 ± 5.1, respectively, P = 0.002). However,

changes in PWV were less prominent in this short-term postoperative

period.

Conclusions:
 Improved hemodynamic profile may theoretically contribute to the

enhanced survival rates of these patients.

Copyright © 2017 Elsevier Inc. All rights reserved.

PMID 28389287 [PubMed - indexed for MEDLINE]
Full text at journal site
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50) THE CONSEQUENCES OF REAL LIFE PRACTICE OF EARLY ABDOMINAL AORTIC ANEURYSM REPAIR: A COST-BENEFIT ANALYSIS.
Tomee SM, Bastiaannet E, Schermerhorn ML, Golledge J, Hamming JF,

Lindeman JH

Eur J Vasc Endovasc Surg. 2017 Jul;54(1):28-33.

doi: 10.1016/j.ejvs.2017.03.025. Epub 2017 May 12.

Abstract

Background: The reported 54 mm median intervention diameter for

endovascular aneurysm repair (EVAR) in the Vascular Quality Initiative

and European data from the Pharmaceutical Aneurysm Stabilisation Trial

(PHAST) implies that in real life the majority of abdominal aortic aneurysm

(AAA) repairs occur at diameters smaller than the consensus intervention

threshold of 55 mm.

This study explores the potential consequences of this practice.

Methods: The differences between real life AAA repair and consensus

based intervention threshold were explored in reported data from vascular

quality initiatives and PHAST. The subsequent consequences of

advancement of endovascular aneurysm repair (EVAR) were estimated

using a multistate model based on life tables for the EVAR Medicare

population.

Results: There appears an approximate 5 mm difference in AAA diameter

between real life practice and consensus intervention threshold. Assuming a

2.5 mm annual growth rate, this results in an approximately 2 year

advancement of AAA repair. According to the model used, early repair

reduces overall small aneurysm patient mortality by 2.3%, it results in

21.9% more EVAR procedures, more EVAR related deaths, and 42.3% and

36.8% more open and endovascular re-interventions, respectively.

Cost-benefit estimates imply 482 fewer AAA related deaths, but 140 extra

EVAR related deaths for a population of more than 30,000 AAA patients,

and a 300 million USD increase in health costs for the 8 year observation

period in the Medicare population.

Conclusions:
 In the real life situation a large proportion of EVAR procedures appear

to occur before reaching the consensus threshold.

 Although this reduces mortality, it comes at a cost of approximately 1

million USD per prevented rupture related death.
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51) EDITOR'S CHOICE - PROLONGED ICU LENGTH OF STAY AFTER AAA ENDOVASCULAR REPAIR: ANALYSIS OF TIME TRENDS AND LONG-TERM OUTCOME.
Gavali H, Mani K, Tegler G, Kawati R, Covaciu L, Wanhainen A.
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Abstract

Objective: The aim of the study was to investigate the frequency and

outcome of prolonged intensive care unit (ICU) length of stay (LOS) after

abdominal aortic aneurysm (AAA) repair in the endovascular era.

Methods: All patients operated on for AAA between 1999 and 2013 at

Uppsala University hospital were identified. Data were retrieved from the

Swedish Vascular registry, the Swedish Intensive Care registry, the National

Population registry, and case records. Prolonged ICU LOS was defined as ≥

48 h during the primary hospital stay. Patients surviving ≥ 48 h after AAA

surgery were included in the analysis.

Results: A total of 725 patients were identified, of whom 707 (97.5%)

survived ≥ 48 h; 563 (79.6%) underwent intact AAA repair and 144

(20.4%) ruptured AAA repair.

A total of 548 patients (77.5%) required < 48 h of intensive care, 115

(16.3%) 2-6 days and 44 (6.2%) ≥ 7 days.

The rate of prolonged intensive care unit length of stay declined

considerably over time, from 41.4% of all AAA repairs in 1999 to 7.3% in

2013 (p < .001) whereas the use of endovascular aortic repair (EVAR)

increased from 6.9% in 1999 to 78.0% in 2013 (p < .001). The 30 day

survival rate was 98.2% for those with < 48 h ICU stay versus 93.0% for 2-

6 days versus 81.8% for ≥ 7 days (p < .001); the corresponding 90 day

survival was 97.1% versus 86.1% versus 63.6% (p < .001) respectively.

For patients surviving 90 days after repair, there was no difference in longterm

survival between the groups.

Conclusion:
 During the period of progressively increasing use of EVAR, a

simultaneous significant reduction in frequency of prolonged ICU LOS occurred.

 Although prolonged ICU LOS was associated with a high short-term

mortality, long-term outcome among those surviving the initial 90

days was less affected.

Copyright © 2017 European Society for Vascular Surgery. Published by Elsevier Ltd.
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52) OPTIMIZING MEDICAL TREATMENT OF ABDOMINAL AORTIC ANEURYSM: INTEREST OF VASCULAR CENTERS.
Madika AL, Mounier-Vehier C, Azzaoui R.

Presse Med. 2018 Feb 27. pii: S0755-4982(18)30062-9.

doi: 10.1016/j.lpm.2018.01.019. [Epub ahead of print]

Abstract

Diagnosis of abdominal aortic aneurysm (AAA) at preoperative stage is

increasingly frequent.

It carries both

 a local risk of rupture and

 an increased global cardiovascular risk.

Patients with AAA have indeed a 20 times higher risk of dying from

myocardial infarction or stroke than from a ruptured aneurysm.

Cardiovascular risk factors control is therefore essential, particularly

smoking cessation.

Treatment in cardiovascular prevention is also warranted.

Seeking for atheromatous sites is needed as they determine prognosis.

Evidence of the benefit of medical treatment to slow AAA growth is still lacking.

In practice, it is recommended to prescribe statins and angiotensin

converting enzyme inhibitor to prevent cardiovascular events.

These preventive measures are as well necessary to improve postoperative

prognosis and must be continued after surgical repair.

A vascular medical and surgical cooperation is primordial to enhance

comprehensive management of patients with AAA.
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53) SEXUAL DYSFUNCTION AFTER ABDOMINAL AORTIC ANEURYSM SURGICAL REPAIR: CURRENT KNOWLEDGE AND FUTURE DIRECTIONS. 
Review article 
Regnier P, Lareyre F, Hassen-Khodja R, Durand M, Touma J, Raffort J. 

Eur J Vasc Endovasc Surg. 2018 Feb;55(2):267-280. 

doi: 10.1016/j.ejvs.2017.11.028. Epub 2017 Dec 29. 

Abstract 
Background: Abdominal aortic aneurysm (AAA) represents a major health concern and the curative treatment relies on surgical approaches including open and endovascular aortic repair (EVAR). 

While epidemiological studies have addressed the major outcomes including mortality and life threatening complications, the impact of surgical intervention on sexual function has been less well described. 

The aim of this review was to summarise current knowledge on the occurrence of sexual dysfunction in the context of AAA surgical repair and to explore whether surgical techniques could have differential impact. 

Methods: The MEDLINE database was searched in May 2017 and all studies related to sexual dysfunction assessment following AAA surgical repair were included. Given the heterogeneity of the definitions of sexual dysfunction and its assessment, a comprehensive literature review was performed rather than a meta-analysis. 

Results: The published literature search identified 29 studies including prospective, retrospective, and single centre and multicentre trials. The post-operative erectile dysfunction prevalence varied from 7.4% to 79% following open repair and from 4.7% to 82% following EVAR. Erectile dysfunction rates varied from 5.3% to 8.2% in patients who had EVAR with unilateral hypogastric artery exclusion and from 5.1% to 46.6% in patients who had bilateral hypogastric artery exclusion. 

The rates of retrograde ejaculation after surgery varied from 3.3% to 9% after open repair and from 6% to 6.6% after laparoscopic repair. 

Conclusion: 
 Clinical studies demonstrated heterogeneous results, which could be attributed mainly to methodology including study design and criteria used to evaluate sexual dysfunction. 

 Given the potential consequences of sexual dysfunction on quality of life, this review highlights the real need to inform patients and to better assess this potential side effect to improve its management in patients undergoing AAA surgical repair. 
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54) REAL-WORLD EVIDENCE OF SUPERIORITY OF ENDOVASCULAR REPAIR IN TREATING RUPTURED ABDOMINAL AORTIC ANEURYSM. 
Gupta AK, Dakour-Aridi H, Locham S, Nejim B, Veith FJ, Malas MB. 
J Vasc Surg. 2018 Jul;68(1):74-81. 

doi: 10.1016/j.jvs.2017.11.065. Epub 2018 Mar 20. 

Abstract 
Objective: The majority of previous studies, including randomized controlled trials, have failed to provide sufficient evidence of superiority of endovascular aneurysm repair (EVAR) over open aortic repair (OAR) of ruptured abdominal aortic aneurysm (rAAA) while comparing mortality and complications. This is in part due to small study size, patient selection bias, scarce adjustment for essential variables, single insurance type, or selection of only older patients. 

This study aimed to provide real-world, contemporary, comprehensive, and robust evidence on mortality of endovascular aneurysm repair (EVAR) vs open aortic repair (OAR) of ruptured abdominal aortic aneurysm (rAAA) 
Methods: A retrospective observational cohort study was performed of rAAA patients registered in the Premier Healthcare Database between July 2009 and March 2015. A multivariate logistic regression model was operated to estimate the association between procedure types (OAR vs EVAR) and in-hospital mortality. 
The final model was adjusted for demographics (age, sex, race, marital status, and geographic region), hospital characteristics (urban or rural, teaching or not), and potential confounders (hypertension, diabetes, hypercholesterolemia, obesity, ischemic heart disease, chronic kidney disease, symptoms of critical limb ischemia, chronic obstructive pulmonary disease, smoking, and alcoholism). Furthermore, coarsened exact matching was applied to substantiate the result in the matched cohort.

Results: There were a total of 3164 patients with rAAA (1550 [49.0%] OAR and 1614 [51.0%] EVAR). Mortality was 23.79% in the EVAR group compared with 36.26% in the OAR group (P < .001). 

The adjusted odds ratios of mortality (1.91; 95% confidence interval [CI], 1.62-2.25; P < .001), cardiac complication (1.54; 95% CI, 1.22-1.96; P < .001), pulmonary failure (1.90; 95% CI, 1.60-2.24; P < .001), renal failure (1.90; 95% CI, 1.61-2.23; P < .001), and bowel ischemia (2.40; 95% CI, 1.70-3.35; P < .001) were significantly higher after OAR compared with EVAR. We further applied coarsened exact matching, which followed the same pattern of mortality (odds ratio, 1.68; 95% CI 1.41-1.99; P < .001) and all major complications. 

Conclusions: 
 Although the choice of repair of ruptured abdominal aortic aneurysm (rAAA) is highly dependent on the experience of the operating team and the anatomic suitability of the patient, this contemporary analysis of a large cohort of rAAA showed significantly higher adjusted risk of mortality in open aortic repair (OAR) compared with endovascular aneurysm repair (EVAR) 

 And substantially higher complications. 
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55) OUTCOMES OF ENDOVASCULAR TREATMENT AND OPEN REPAIR FOR RENAL ARTERY ANEURYSMS. 
A Single-Center Retrospective Comparative Analysis. 
Li Z, et al. 
J Vasc Interv Radiol. 2018 Jan;29(1):62-70. 

doi: 10.1016/j.jvir.2017.08.020. 
Abstract 
Purpose: To compare outcomes of endovascular repair and open repair in treatment of renal artery aneurysms (RAAs). 

Materials and methods: Retrospective analysis included 93 RAAs in 86 patients (56 women; mean age ± SD, 48.8 y ± 12.4) treated from January 2002 to December 2015. Endovascular group comprised 52 RAAs in 45 patients, and operative group comprised 41 RAAs in 41 patients; mean follow-up duration was 49.9 months. Operative variables and perioperative and follow-up outcomes were compared between the 2 groups. 

RESULTS: Endovascular group had shorter operative time (85.2 min vs 270.4 min; P < .001), less estimated blood loss (38.8 mL vs 416.7 mL; P < .001), shorter intensive care unit (ICU) stay (0 d vs 1.2 d; P < .001), and shorter hospitalization time (7.0 d vs 12.63 d; P = .013) compared with operative group. In-hospital mortality was 0% in both groups. Overall complication rates did not differ between endovascular (22.2%) and operative (19.5%) groups 

(P = .758). During follow-up, no deaths occurred in either group. Follow-up morbidity was 13.5% for endovascular group and 4.9% for operative group 

(P = .106). There were no significant differences between groups in average percentage change of estimated glomerular filtration rate (-2.3% ± 12.2 vs -0.8% ± 12.4; P = .538), systolic blood pressure (1.7% ± 10 vs -1.6% ± 8.3; 

P = .207), and diastolic blood pressure (-0.2% ± 9.7 vs -1.2% ± 10.4; P = .741).

Conclusions: 
 Endovascular repair and open repair of RAA had similar favorable perioperative and midterm outcomes, but endovascular repair had shorter operative time, ICU stay, hospitalization time, and less estimated blood loss. 
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56) SARCOPENIA PREDICTS POOR LONG-TERM SURVIVAL IN PATIENTS UNDERGOING ENDOVASCULAR AORTIC ANEURYSM REPAIR. 
Newton DH, Kim C, Lee N, Wolfe L, Pfeifer J, Amendola M. 

J Vasc Surg. 2018 Feb;67(2):453-459. 

doi: 10.1016/j.jvs.2017.06.092. Epub 2017 Aug 26. 

Abstract 
Objective: Sarcopenia measured by decreased psoas muscle size has been used as a surrogate for frailty and correlates with adverse outcomes in both the short and long term after many major operations. 

Our aim was to evaluate this measure as a predictor of outcomes in patients undergoing endovascular aortic aneurysm repair (EVAR). 

Methods: Once Institutional Review Board approval was obtained, all patients who underwent EVAR from December 2010 to March 2016 at a Veterans Affairs hospital were assessed for sarcopenia by total psoas muscle area (TPA) measured on axial computed tomography scan immediately inferior to the fourth lumbar (L4) superior end plate. 
Outcomes including length of stay and mortality were collected from the medical record. 

Results: There were 135 patients who underwent EVAR at a median age of 70 years. Median aneurysm size was 5.5 cm. Length of stay was >2 days in 25% of patients (n = 33), with the most common reasons for delayed discharge including respiratory complications (8.9% [n = 12]) and urinary retention (4.0% [n = 9]). Low TPA was not associated with extended length of stay (P = .40). Patients with lowest tertile TPA had 42% 5-year survival compared with 93% survival observed for the remaining two-thirds of patients (P = .01). Multivariate analysis revealed increased likelihood of mortality at 5 years for patients in the lowest tertile for TPA (odds ratio, 3.9; 95% confidence interval, 1.2-12.9) as well as for patients with chronic kidney disease (odds ratio, 5.2; 95% confidence interval, 1.5-18.0).

Conclusions: 
 Preoperative sarcopenia does not appear to affect length of stay but does portend worse long-term survival. 

 This simple preoperative measurement may help vascular surgeons tailor repair thresholds and avoid nonbeneficial procedures. 
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57) LONG-TERM OUTCOME OF ENDOVASCULAR POPLITEAL ARTERY ANEURYSM REPAIR. 
Golchehr B, Zeebregts CJ, Reijnen MMPJ, Tielliu IFJ. 

J Vasc Surg. 2018 Jun;67(6):1797-1804. 

doi: 10.1016/j.jvs.2017.09.040. Epub 2017 Dec 29. 

Abstract 
objective: The position of endovascular treatment in the algorithm of popliteal artery aneurysm (PAA) repair is still a matter of debate. Although several studies have described results similar to those of open surgery, follow-up of the endovascular group has been relatively short so far. The aim of this study was to describe the long-term outcome of endovascular repair of PAA with endografts. 

Methods: All patients with a PAA treated with an expanded polytetrafluoroethylene stent graft between June 1998 and November 2014 in a tertiary referral center were prospectively gathered in a database and retrospectively analyzed. The primary end point of this study was primary patency. Secondary end points included primary assisted and secondary patency, survival of the patient, stent fractures, secondary interventions, and limb loss. 

Results: A total of 75 PAAs were treated in 64 patients with a mean age of 68.1 ± 9.4 years. Unilateral PAA was present in 39 patients (61%) and bilateral PAAs in 25 patients (39%), of which 11 (17%) were treated bilaterally. Median follow-up was 68 months (range, 2-187 months). Primary patency at 1 year, 5 years, and 10 years was 84%, 60%, and 51%, respectively; primary assisted patency, 84%, 65%, and 57%; and secondary patency, 89%, 71%, and 60%.

Stent fractures occurred in 28% of the cases (n = 21) in a median follow-up time of 47 months (range, 14-187 months). One-third of the fractures were associated with an occlusion that mainly presented with claudication, and only one was associated with acute ischemia. 

Reinterventions were performed in 12 cases (16%) during a median follow-up of 14 months (range, 1-47 months). The reintervention-free survival after 1 year, 5 years, and 10 years was 93%, 79%, and 79%, respectively. No major amputations were performed. The overall survival rate after 5 years and 10 years was 78% and 46%, respectively. 

Conclusions: 
 Endovascular repair has established a definitive role in the treatment protocol for popliteal artery aneurysms (PAAs). 

 It is associated with acceptable long-term patency rates. 

 Stent fractures occurred in almost one-third of cases but never led to limb loss. 

 Future developments should focus on the design of more dedicated and durable stents for this specific indication. 
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58) HIGHER SURGEON ANNUAL VOLUME, BUT NOT YEARS OF EXPERIENCE, IS ASSOCIATED WITH REDUCED RATES OF POSTOPERATIVE COMPLICATIONS AND REOPERATIONS AFTER OPEN ABDOMINAL AORTIC ANEURYSM REPAIR. 
Dubois L, et al.
J Vasc Surg. 2018 Jun;67(6):1717-1726.e5. 

doi: 10.1016/j.jvs.2017.10.050. Epub 2017 Dec 13. 

Abstract 
Objective: Volume-outcome relationships for open abdominal aortic aneurysm (AAA) repair have received less attention in publicly funded health systems. Furthermore, the roles of surgeon seniority (years of experience) and composite volume (encompassing all major arterial cases) on outcomes after open AAA repair are less well known. We sought to determine the effects of surgeon volume, surgeon years of experience, and composite volume on outcomes after elective open AAA repairs performed in Ontario, Canada. 

Methods: Using a population-based, prospectively collected health administrative database, all elective open AAA repairs occurring in the province of Ontario from 2005 to 2014 were identified. Surgeon annual volume was classified by quintiles, with the highest volume quintile acting as the reference category. Multivariable logistic regression modeling was used, adjusting for patient factors (age, sex, comorbidities, year of procedure, income) to investigate the relationship between surgeon annual volume and 30-day mortality, 30-day major complications, 30-day reoperations, 1-year mortality, and 1-year reoperations (related to index procedure).

The potential effects of annual surgeon composite volume and surgeon years of experience on postoperative outcomes were also explored. 

Results: A total of 7211 elective open AAA repairs performed by 101 surgeons were identified between 2005 and 2014. 

Most of the operations were performed by vascular surgeons (81.5%), followed by cardiac (12.1%) and general surgeons (6.1%). 

Median number of procedures in the lowest quintile group was 3 repairs/y, whereas the highest quintile group performed 54 repairs/y. Overall 30-day mortality was 3%. 

No difference in mortality was detected in comparing the lowest with the highest volume groups (1.89% vs 3.01%; adjusted odds ratio [OR], 0.60; 95% confidence interval [CI], 0.27-1.33). 

The lowest volume group exhibited a higher 30-day complication rate (28.0% vs 20.4%; OR, 1.54; 95% CI, 1.15-2.06) and 30-day reoperation rate (10.53% vs 6.73%; OR, 1.64; 95% CI, 1.13-2.38) compared with the highest volume group. 

No effect of surgeon volume on 1-year mortality or 1-year reoperation was observed. 

Similarly, composite volume and surgeon years of experience were not associated with postoperative outcomes. 

Conclusions: 
In a single-payer system with a relatively high number of open AAA repairs/surgeon per year, surgeon annual volume had no effect on postoperative mortality but was associated with lower postoperative complication and reoperation rates. 
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59) PREOPERATIVE ANTIHYPERTENSIVE MEDICATION INTAKE AND ACUTE KIDNEY INJURY AFTER MAJOR VASCULAR SURGERY. 
Duceppe E, et al. 
J Vasc Surg. 2018 Jun;67(6):1872-1880.e1. 

doi: 10.1016/j.jvs.2017.10.065. Epub 2018 Feb 1. 

Abstract 
Objective: Postoperative acute kidney injury (AKI) is frequent after major vascular surgery and is associated with significant morbidity and mortality. It remains unclear whether the administration of combined oral antihypertensive medications on the day of surgery can increase the risk of postoperative AKI. 

Methods: We performed a retrospective cohort study of hypertensive patients undergoing elective major vascular surgery to determine the association between the numbers of antihypertensive medications continued on the morning of surgery and AKI at 48 hours postoperatively. 

Results: A total of 406 patients who had undergone suprainguinal vascular surgery were included, and 10.3% suffered postoperative AKI. In multivariable analysis, the number of antihypertensive medications taken on the morning of surgery was independently associated with AKI (P = .026).

Compared with patients who took no medication, taking one medication (adjusted odds ratio [aOR], 1.58; 95% confidence interval [CI], 0.68-3.75) and taking two or more medications (aOR, 2.70; 95% CI, 1.13-6.44) were associated with a 1.6-fold and 2.7-fold increased risk of postoperative AKI, respectively. Other predictors of AKI were suprarenal surgery (aOR, 3.37; 95% CI, 1.53-7.44), age (aOR, 2.29 per 10 years; 95% CI, 1.40-3.74), length of surgery (aOR, 1.40 per 1 hour; 95% CI, 1.10-1.76), hemoglobin drop (aOR, 1.37 per 10 g/L; 95% CI, 1.10-1.74), and history of coronary artery disease (aOR, 2.33; 95% CI, 1.08-5.00). 

Conclusions: 
 In patients undergoing major vascular surgery who are treated with chronic antihypertensive therapy, the administration of antihypertensive drugs on the morning of surgery is independently associated with an increased risk of postoperative acute kidney injury (AKI). 

 Further prospective studies are needed to confirm this finding. 
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60) LATE RUPTURE OF A TOTALLY THROMBOSED ABDOMINAL AORTIC
ANEURYSM: A CASE REPORT AND LITERATURE REVIEW.
Review article

Anastasiadou C, Giannakakis S, Papapetrou A, Galyfos G,

Papacharalampous G, Maltezos C.

Ann Vasc Surg. 2018 Jan;46:368.e5-368.e8.

doi: 10.1016/j.avsg.2017.07.043. Epub 2017 Sep 6.

Abstract

Chronic totally thrombosed abdominal aortic aneurysms (AAAs) comprise a

rare medical situation, with only a few cases reported in literature.

Optimal management has been controversial, although an early risk for rupture

is present.

Therefore, we present a rare case of late rupture in a patient with a totally

thrombosed AAA, and we discuss proper treatment.
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61) EXTERNAL VALIDATION OF A RAPID RUPTURED ABDOMINAL AORTIC ANEURYSM SCORE.
Neilson M, Healey C, Clark D, Nolan B.
Ann Vasc Surg. 2018 Jan;46:162-167.

doi: 10.1016/j.avsg.2017.08.016. Epub 2017 Sep 6.

Abstract

Background: The Rapid Ruptured Abdominal Aortic Aneurysm Score

(RrAAAS) was developed from Vascular Study Group of New England (VSGNE)

data (649 ruptured abdominal aortic aneurysm (rAAA) patients, repaired both

open and endovascularly), using preoperative age, creatinine, and blood

pressure. This study validates that model using the larger National Vascular

Quality Initiative (VQI) data set and compares its performance to previous

models.

Methods: The VQI registry was queried for patients undergoing rAAA repair

from 2006 to 2016. The performance of our original model, RrAAAS, was

tested on this data set excluding VSGNE patients (VQI minus VSGNE), and its

performance was then compared to the performance of the Glasgow Aneurysm

Score (GAS) and Edinburgh Ruptured Aneurysm Score (ERAS).

Results: VQI contained 2,704 eligible patients, of which 715 had been

contributed by VSGNE. The discrimination of RrAAAS was similar to GAS or

ERAS (area under a receiver operator characteristic curve = 0.66). Neither

GAS nor ERAS provides a direct prediction of mortality; observed mortality in

the VQI minus VSGNE cohort tended to be somewhat lower than predictions of

the original RrAAAS. A recalibrated equation predicting the percent mortality

was Mortality (%) = 16 + 12*(age > 76) + 8*(creatinine > 1.5) + 20*(systolic

blood pressure < 70).

Conclusions:
 The previously described RrAAAS has similar discrimination as the

Glasgow Aneurysm Score (GAS) and Edinburgh Ruptured Aneurysm

Score (ERAS), is easier to obtain in an emergency setting, and has been

recalibrated to reflect the experience of a large national sample.

 The RrAAAS could be useful for clinicians caring for these patients and

could be used for risk adjustment when comparing regional differences

in mortality associated with rAAA repair.
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62) EPIDEMIOLOGY AND OUTCOMES OF ABDOMINAL AORTIC ANEURYSMS IN NEW ZEALAND: A 15-YEAR EXPERIENCE AT A REGIONAL HOSPITAL.
Chiang N, Jain JK, Hulme KR, Vasudevan T.
Ann Vasc Surg. 2018 Jan;46:274-284.

doi: 10.1016/j.avsg.2017.07.006. Epub 2017 Jul 21.

Abstract

Introduction: Abdominal aortic aneurysms (AAA) account for

approximately 400 deaths per year in New Zealand (NZ). Waikato Hospital

caters to a diverse population comprising a high proportion of the indigenous

Māori ethnic group considered to be at higher risk of mortality and morbidity.

Despite these population factors, there is no screening program for AAA. The

aim of this study was to further define the epidemiology and outcomes of AAA

repairs in NZ to investigate the utility of implementing a population-specific

screening program.

Methods: A retrospective study of all AAA repairs at Waikato Hospital

between July 1996 and November 2010 was performed comparing long-term

outcomes between Europeans and Māori considering acuity of presentation,

age, gender, and type of repair. Perioperative and overall mortality data were

obtained to generate Kaplan-Meier survival curves.

Results: 1,036 AAA repairs were performed. Māori presented younger (69.1

vs. 74.5, P < 0.001), had lower male predominance (1.6:1 vs. 3.5:1,

P < 0.001), less elective repairs (44% vs. 67%, P < 0.001), and more

ruptured AAA (RAAA) (40% vs. 21%, P < 0.001) despite the overall incidence

of RAAA decreasing from 26% to 7.8% (P = 0.01). Māori had a lower

postoperative 10-year survival compared to Europeans (17.4% vs. 36.5%,

P < 0.001). There was an initial survival benefit for endoluminal over open

repair but this converged at 4.9 years post repair.

Conclusions:
 This study highlights the epidemiological trends and survival outcomes

of AAA management in Māori and Europeans over 15 years.

 It provides further evidence supporting the consideration of a

population-specific screening program in fut
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63) NATIONALLY REPRESENTATIVE READMISSION FACTORS ASSOCIATED WITH ENDOVASCULAR VERSUS OPEN REPAIR OF ABDOMINAL AORTIC ANEURYSM.
Martinez R, et al. 

Ann Vasc Surg. 2018 Nov;53:105-116.

doi: 10.1016/j.avsg.2018.04.043. Epub 2018 Aug 7.

Abstract

Background: Hospital readmissions are tied to financial penalties and thus

significantly influence health-care policy. Many current studies on readmissions

lack national representation by not tracking readmissions across hospitals. The

recently released Nationwide Readmission Database is one of the most

comprehensive national sources of readmission data available, making it an

invaluable resource to understand this critically important health policy issue.

Methods: The Nationwide Readmission Database for 2013 and 2014 was

queried for adult patients with abdominal aortic aneurysm (441.4) undergoing

endovascular (39.71) or open (38.44) repair. Outcomes examined were

overall/initial admission mortality and overall/30-day readmissions.

Multivariate logistic regression for these outcomes was also performed on

multiple readmission factors.

Results: Fifty-three thousand four hundred seventeen patients underwent

abdominal aortic aneurysm repair (47,431 endovascular aortic repair [EVAR]

versus 5,986 open surgical repairs [OSR]). Significant differences were found

for EVAR versus OSR on overall readmissions, initial admission cost,

readmission costs, length of stay, days to readmission, and overall/initial

admission mortality. Multivariate logistic regression analysis found that length

of stay > 30, Charlson Comorbidity Index > 1, discharge disposition, and

female sex were all significant predictors of 30-day readmission. Repair type

was significantly associated with 30-day readmissions; however, it was not a

significant factor for overall readmissions.

Conclusions:
 There are significant differences in costs, prognosis, and

readmission rates for EVAR versus OSR. 
 Given that these differences are being used to create "acceptable"

readmission rates, disbursement quotas among hospitals, and

subsequent penalties for providers outside the expected rates, it is only

prudent to obtain the most accurate information to guide those policies.

LEVEL OF EVIDENCE: Care management/epidemiological, level IV.
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64) ONE-YEAR OUTCOMES AFTER RUPTURED ABDOMINAL AORTIC ANEURYSMS REPAIR: IS ENDOVASCULAR AORTIC REPAIR THE BEST CHOICE? A SINGLE- CENTER EXPERIENCE.
Martinelli O, et al. 
Ann Vasc Surg. 2018 Nov;53:63-69.

doi: 10.1016/j.avsg.2018.04.004. Epub 2018 Jun 6.

Abstract

Background: Treatment of ruptured abdominal aortic aneurysms (rAAAs) is

still burdened by high morbidity and mortality. Although endovascular aortic

repair (EVAR) offers encouraging results in elective setting, its role as first-line

strategy to treat rAAA is still debated.

Our aim was to compare early and late outcomes in patients undergoing open

surgical repair (OSR) versus EVAR for rAAAs.

Methods: A retrospective review of data extracted from medical records

identified 105 consecutive patients with rAAA who were submitted to open or

endovascular repairs from 2008 to 2016. The primary end point was to assess

the rAAA-related mortality in the immediate postoperative period, within

1 month and 1 year after OSR, and EVAR; secondary endpoints included the

following: length of stay, AAA-related postoperative complications such as

acute limb ischemia, myocardial infarction, renal and respiratory failure, and

rAAA-related re-interventions. Statistical analysis was performed using the

Fisher exact test, χ2 test, and logistic regression calculations. Early and

midterm survival rates were assessed with Cox model.

Results: Of the 105 patients with rAAA, 70.48% underwent OSR including

41.89% which was hemodynamically (Hd) unstable and the remaining 29.52%

was submitted to rEVAR. (all Hd stable).

Compared with EVAR group, the OSR group had a higher rAAA-related

mortality rate for both Hd stable and Hd unstable patients: 18.92% vs. 6.45%

at 24 hr; (P = 0.185) 39.19% vs. 19.35% at 30 days (P = 0.082); 44.59% vs.

38.71% at 1 year (P = 0.734) If only Hd stable patients were considered,

mortality following OSR and EVAR was as follows: 6.98% vs. 6.45% at 24 hr

(P = 0.703); 27.91% vs. 19.35% at 30 days (P = 0.567); 32.56% vs. 38.71%

at 1 year (P = 0.764). Mean length of stay for patients was 15 days after OSR

and 10 days after rEVAR (P = 0.002).

At 1-year follow-up, the overall rAAA-related complications incidence was

higher in the rEVAR group than that in the OSR group (47.85% vs. 18.33%;

P = 0.008); re-interventions were 18.33% in OSR group vs. 21.82% in EVAR

group (P = 0.917). Cox model showed that instability and coronary artery

disease were predictors of overall mortality of rAAAs.

Conclusions:
 Endovascular Aortic Repair (EVAR) does not independently reduce 1-

year mortality in comparison with open surgical repair (OSR) in

hemodynamically stable patients.

 Urgent Endovascular Aortic Repair (EVAR) for ruptured abdominal aortic

aneurysms (rAAAs) in unstable patients can be limited by logistical

problems.

 It follows that patients selected for open surgical repair (OSR) have a

more complex aortic anatomy and worse hemodynamically status than

those submitted to rEVAR.

 rEVAR burdened by a higher incidence of procedure-related

complications than open surgical repair (OSR)

 Reconfiguration of acute aortic services and establishment of

standardized institutional protocols might be advisable for improvements

in the management of ruptured AAA.

 A careful evaluation of whether the benefits of an endovascular strategy

translate into long term benefit is needed before definitive conclusions

can be drawn about the advantages of endovascular aortic repair (EVAR)

as first-line strategy for ruptured aneurysms.

Copyright © 2018 Elsevier Inc. All rights reserved.

PMID 29885434 [Indexed for MEDLINE]

Full text at journal site

65) OPEN REPAIR FOR JUXTARENAL AORTIC ANEURYSM: SHORT AND LONG-TERM RESULTS.
Desole A, Ferrari A, Tosato F, Milite D.
Ann Vasc Surg. 2019 Jan;54:161-165.

doi: 10.1016/j.avsg.2018.05.071. Epub 2018 Aug 6.

Abstract

Background: The recent technological evolution has also allowed for the

treatment of juxtarenal aortic aneurysm (JAA) with an endovascular technique,

but short- and long-term results must be compared with the results of open

treatment, which is the gold standard.

In this study, we analyzed the short- and long-term results of open surgical

treatment (open repair) in patients with JAA in our series.

Methods: From January 2006 to December 2016, 155 patients were treated

for JAA with open repair; the data were analyzed retrospectively. The mean

age was 71.17 years (standard deviation [SD] 7.1), and mean size of

aneurysm was 6.15 cm (SD 1.1). The ASA classes 2, 3, and 4 were 20%, 74%

and 6%, respectively. Follow-up included clinical visit and abdominal aorta

Duplex scan after 1 and 6 months and annually. The mean follow-up interval

was 48.6 (SD 32.4) months.

Results: The mean surgical time was 256 min (SD 69), the mean stay in the

intensive care unit was 1.6 days (SD 1.2), and the mean total hospital stay

was 10.2 days (SD 4.3). Aortic cross-clamping was usually suprarenal (110,

71%); in 39 (25%), the aortic clamping was between the renal arteries, and 6

patients (4%) required a supraceliac cross-clamping. The mean renal ischemia

time due to aortic clamping was 17 min (SD 3.5). In 32 patients (21%), the

left renal vein was sectioned for performing proximal aortic anastomosis and

then reconstructed. Twelve patients (8%) required a renal revascularization,

and in 49 patients (32%), an hypogastric bypass was performed. The 30-day

mortality rate was 0.6%, and only 1 patient died in the postoperative due to

intestinal infarction.

The postoperative morbidities occurred in 15 cases (10%). Six patients had

dehiscence of the laparotomy without the involvement of the muscle, 4

patients had an asymptomatic small increase of the troponin, and in 3 patients,

there was an increase in creatinine >1.8 mg/dL. No dialysis was performed.

Two patients had peripheral embolism in the lower limbs. Twenty-six patients

(15%) died in the follow-up, but causes have never been related to aortic

disease.

Conclusions:
 Open repair of JAA is still safe, effective, and durable also in the longterm

period and even in patients with multiple cardiovascular risk

factors.

Copyright © 2018 Elsevier Inc. All rights reserved.
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66) OPEN VERSUS ENDOVASCULAR REPAIR OF ABDOMINAL AORTIC ANEURYSM. RANDOMIZED CONTROLLED TRIAL
Lederle FA, et al. 

N Engl J Med. 2019 May 30;380(22):2126-2135.

doi: 10.1056/NEJMoa1715955.

Abstract

Background: Elective endovascular repair of an abdominal aortic aneurysm

results in lower perioperative mortality than traditional open repair, but after

4 years this survival advantage is not seen; in addition, results of two

European trials have shown worse long-term outcomes with endovascular

repair than with open repair.

Long-term results of a study we conducted more than a decade ago to

compare endovascular repair with open repair are unknown.

Methods: We randomly assigned patients with asymptomatic abdominal

aortic aneurysms to either endovascular repair or open repair of the aneurysm.

All the patients were candidates for either procedure. Patients were followed

for up to 14 years.

Results: A total of 881 patients underwent randomization: 444 were

assigned to endovascular repair and 437 to open repair. The primary

outcome was all-cause mortality.

A total of 302 patients (68.0%) in the endovascular-repair group and 306

(70.0%) in the open-repair group died (hazard ratio, 0.96; 95% confidence

interval [CI], 0.82 to 1.13).

During the first 4 years of follow-up, overall survival appeared to be higher

with endovascular repair than with open repair; from year 4 through year 8,

overall survival was higher in the open-repair group; and after 8 years, overall

survival was once again higher in the endovascular-repair group (hazard ratio

for death, 0.94; 95% CI, 0.74 to 1.18).

None of these trends were significant. There were 12 aneurysm-related deaths

(2.7%) in the endovascular-repair group and 16 (3.7%) in the open-repair

group (between-group difference, -1.0 percentage point; 95% CI, -3.3 to 1.4);

most deaths occurred during the perioperative period. Aneurysm rupture

occurred in 7 patients (1.6%) in the endovascular-repair group, and rupture of

a thoracic aneurysm occurred in 1 patient (0.2%) in the open-repair group

(between-group difference, 1.3 percentage points; 95% CI, 0.1 to 2.6).

Death from chronic obstructive lung disease was just over 50% more common

with open repair (5.4% of patients in the endovascular-repair group and 8.2%

in the open-repair group died from chronic obstructive lung disease; betweengroup

difference, -2.8 percentage points; 95% CI, -6.2 to 0.5). More patients

in the endovascular-repair group underwent secondary procedures.

Conclusions:
 Long-term overall survival was similar among patients who underwent

endovascular repair and those who underwent open repair.

 A difference between groups was noted in the number of patients who

underwent secondary therapeutic procedures.

 Our results were not consistent with the findings of worse performance

of endovascular repair with respect to long-term survival that was seen

in the two European trials.

(Funded by the Department of Veteran Affairs Office of Research and Development;

OVER ClinicalTrials.gov number, NCT00094575.)
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67)THE RELATIONSHIP BETWEEN AORTIC ANEURYSM SURGERY VOLUME AND PERI-OPERATIVE MORTALITY IN AUSTRALIA.
Sawang M, et al. 
Eur J Vasc Endovasc Surg. 2019 Apr;57(4):510-519.

doi: 10.1016/j.ejvs.2018.09.019. Epub 2018 Oct 24.

Abstract

Objectives: Operative caseload is thought to be associated with perioperative

mortality following intact aortic aneurysm repair. The aim was to

study that association in the Australian setting, which has a unique

healthcare provision system and geographical population distribution.

Methods: The Australasian Vascular Audit database was used to capture

volume measurements for both individual surgeon and hospital and to separate

it into quintiles (1, lowest, to 5, highest) for endovascular (EVAR), open

surgical repair (OSR), and subgroups of repair types between 2010 and 2016.

Multivariable logistic regression modelling was used to assess the impact of

caseload volumes on in hospital mortality after adjustment for confounders.

Results: Volume counts were determined from 14,262 aneurysm repair

procedures (4121 OSR, 10,106 endovascular (EVAR). After exclusions, 2181

open surgical repair (OSR) (161 complex, 2020 standard) and 7547

endovascular (EVAR) (6198 standard, 1135 complex, 214 thoracic (TEVAR))

elective cases were available for volume analysis. Unadjusted mortality after

endovascular (EVAR) was unaffected by either surgeon (Quintile 1, 1.0%;

Quintile 5, 0.9%; p = .28) or hospital volume (Quintile 1, 0.8%; Quintile 5,

1.3%; p = .47).

However, univariable analysis of the TEVAR subgroup revealed a significant

correlation with hospital volume (Quintiles 1-2 vs. Quintiles 3-5; p = .02).

Univariable analysis for OSR demonstrated a marginal, non-significant value

for surgeon (Quintile 1, 4.0%; Quintile 5, 3.6%; p = .06), but not hospital

volume (Quintile 1, 4.7%; Quintile 5, 4.0%; p = .67).

After adjustment for confounders hospital volume remained a significant

predictor of peri-operative TEVAR mortality (Quintile 1-2 vs. 3-5; OR 5.62,

95% CI 1.27-24.83; p = .02) and surgeon volume a predictor following

standard OSR (Quintile 1-2 vs. Quintile 3-5; OR 2.15, 95% CI 1.21-3.83;

p = .01).
Conclusions:
 There is an inverse correlation between both surgeon volume of open

aortic aneurysm repair, hospital volume of thoracic endovascular

aneurysm repair and in hospital mortality.

 These findings suggest that in Australia TEVAR should be performed by

high volume hospitals and open surgical repair (OSR) by high volume

surgeons.

Copyright © 2018 European Society for Vascular Surgery. Published by Elsevier B.V. All
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68) REPORTING OF COMPLICATIONS AND MORTALITY IN RELATION TO RISK COMMUNICATION IN PATIENTS WITH AN ABDOMINAL AORTIC ANEURYSM: A SYSTEMATIC REVIEW.
de Mik SML, Indrakusuma R, Legemate DA, Balm R, Ubbink DT.

Eur J Vasc Endovasc Surg. 2019 Jun;57(6):796-807.

doi: 10.1016/j.ejvs.2019.01.016. Epub 2019 May 23.

Abstract

Objectives: High-quality reporting of surgical risks is necessary for

evidence-based risk communication in clinical practice.

Risk communication is defined as the process of discussing benefits

and harms of treatment options with patients.

This review addressed the current quality of reporting of complications and

mortality in publications on abdominal aortic aneurysm treatment, with a focus

on items relevant to risk communication.

DESIGN: A systematic review.

Materials: Randomised clinical trials, comparative observational studies and

registries from 2010 onwards were eligible if they reported complications

and/or mortality in patients with an asymptomatic abdominal aortic aneurysms

who received primary treatment.

Methods: Quality of reporting was assessed by scoring items relevant to risk

communication from the reporting standards of the Society for Vascular

Surgery (SVS) and the Consolidated Standards of Reporting Trials (CONSORT)

statement. Screening, quality assessment and data extraction were

independently undertaken by two authors.

Results: Forty-seven publications were included. Nine of 47 publications

(19%) provided no definition of complications. In 14 of 47 publications (30%),

it was unclear whether the number of adverse events or the number of

patients with adverse events were presented.

Absolute risk differences were provided in 1 of 32 publications (3.1%) that

compared complications between two treatment options. Forty-six of 47

publications reported mortality, of which 42 reported overall mortality rates

(91%).

Absolute risk differences were given in 2 of the 31 publications (6.5%) that

compared mortality between two treatment options.

Conclusions:
 The quality of reporting of complications and mortality following primary

abdominal aortic aneurysm treatment varied considerably.

 Better adherence to the Society for Vascular Surgery (SVS) reporting

standards and the Consolidated Standards of Reporting Trials

(CONSORT) statement, as well as stating absolute risk differences may

improve the quality of reporting and facilitate evidence-based risk

communication.

Copyright © 2019 European Society for Vascular Surgery. Published by Elsevier B.V. All

rights reserved.
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69) ACUTE AORTIC SYNDROMES.
Cochennec F, Marzelle J.

Presse Med. 2018 Mar 8. pii: S0755-4982(18)30064-2.

doi: 10.1016/j.lpm.2018.02.001. [Epub ahead of print]

Abstract

Acute aortic syndromes include

 aortic dissections,

 intramural hematomas,

 penetrating ulcers,

 ruptured or contained ruptured aortic aneurysms.

In presence of acute thoracic or dorsal pain, elevated D-Dimers and if acute

coronary artery syndrome has been ruled out, additional imaging should be

performed to detect acute aortic pathologies.

Acute type A dissections involve the ascending aorta. Emergent open repair is

the preferred treatment.

Acute type B dissections involve the thoracic descending aorta. Endovascular

treatment using thoracic stent grafts is indicated in complicated cases

(malperfusion, rupture, uncontrolled hypertension) or in cases where risk

factors of aortic degeneration are identified.

Regarding ruptured abdominal aortic aneurysms, optimization techniques

recently led to a reduced postoperative mortality.

They include

 adequate treatment of abdominal compartment syndrome,

 use of aortic stent grafts,

 endovascular balloon occlusion and

 permissive hypotension.

Symptomatic complex aneurysms encompass renal and visceral arteries.

Nowadays, they can be treated in an urgent setting using new endovascular

techniques, such as "off-the shelf" branched stent grafts, parallel techniques,

home made or in situ fenestrations of standard stent grafts.

PMID: 29526427

DOI: 10.1016/j.lpm.2018.02.001
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70) EVOLUTION OF PRACTICES IN TREATMENT OF ABDOMINAL AORTIC ANEURYSM IN FRANCE BETWEEN 2006 AND 2015.
Salomon du Mont L, Rinckenbach S, Besch G, Steinmetz E, Kretz B.

Ann Vasc Surg. 2019 Jul;58:38-44.

doi: 10.1016/j.avsg.2018.12.063. Epub 2019 Feb 5.

Abstract

Background: The main objective of this study was to identify the changes

that have occurred in the treatment of abdominal aortic aneurysms (AAA) in

France over a period of 10 years.

Materials and methods: Comprehensive data for AAA surgical activity

from all French health establishments between 2006 and 2015 were collected

from the records of the "Agence Technique de l'Information sur

l'Hospitalisation." Based on the common classification of medical procedures,

our research was conducted on surgical procedures involving open and

endovascular surgical treatment of AAA. A year-by-year descriptive analysis

was completed for the number of procedures, the change in the type of

surgery performed in each type of institution, and the mean duration of

hospital stays.

Results: During the study period, the number of AAA treated increased

overall by 28.2% (from 6,412 procedures in 2006 to 8,221 in 2015). The

proportion of endovascular procedures increased in this period (from 27.0% in

2006 to 68.5% in 2015) like their number from 1,735 to 5,632. The number of

fenestrated endovascular aneurysm repair (listed since 2013) increased from

251 to 373 in 3 years.

Open repair decreased from 4,677 interventions in 2006 to 2,589 in 2015 with

higher proportion of suprarenal clamping in open surgery (from 23% in 2006

to 40% in 2015). The number of ruptured AAA treated in open surgery

remained stable over this period (473 in 2006 and 462 in 2015).

Conclusions:
 In France, the number of AAA operated between 2006 and 2015

increased by 28.2%.

 There was a significant increase in endovascular techniques, which

became largely predominant in 2015.

 In open repair, the proportion of complex procedures increased in this

period.

 However, this transformation, which is in line with current

recommendations and major publications, needs to be reassessed in the

long term.

Copyright © 2019 Elsevier Inc. All rights reserved.
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71) GRADE-BASED RECOMMENDATIONS FOR SURGICAL REPAIR OF NONRUPTURED ABDOMINAL AORTIC ANEURYSM.
Review article

Posso M, et al. 

Angiology. 2019 Sep;70(8):701-710.

doi: 10.1177/0003319719838892. Epub 2019 Apr 8.

Abstract

The objective of this study was to provide evidence-based

recommendations for endovascular aneurysm repair (EVAR) versus

open surgical repair (OSR) for patients with a nonruptured abdominal

aortic aneurysm (AAA).

We followed the Preferred Reporting Items for Systematic Reviews and Meta-

Analysis statement and adhered to the Grading of Recommendations

Assessment, Development and Evaluation (GRADE) framework.

Both low- and high surgical risk patients treated with EVAR showed decreased

30-day mortality, but the low-risk group had no differences in 4-year mortality.

Compared with friendly anatomy, patients with hostile anatomy had an

increased risk of type I endoleak.

Young patients may prefer open surgical repair (OSR).

Endovascular aneurysm repair was not cost-effective in Europe.

Four conditional recommendations were formulated:

1. Open surgical repair (OSR) for low-risk patients up to 80 years old,

2. Endovascular aneurysm repair (EVAR) for low-risk patients older than 80

years,

3. Endovascular aneurysm repair (EVAR) for high-risk patients as long as

is anatomically feasible, and

4. Open surgical repair (OSR) in patients in whom it is not anatomically

feasible to perform endovascular aneurysm repair (EVAR).

Based on GRADE criteria, either open surgical repair (OSR) or Endovascular

aneurysm repair (EVAR) can be suggested to patients with nonruptured AAA

taking into account their surgical risk, hostile anatomy, and age.

Given the weakness of the recommendations, personal preferences are

determinant.
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72) HYBRID SURGERY FOR MULTIPLE VISCERAL ARTERY ANEURYSMS:
A CASE REPORT.
Igarashi Y, et al. 

Ann Vasc Surg. 2019.
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Abstract

Background: We present a case with multiple visceral artery aneurysms

that were treated with a hybrid approach involving both surgical and

endovascular treatment.

Case report: The patient was a 48-year-old female. She was diagnosed

with multiple visceral artery aneurysms including 2 splenic artery aneurysms,

celiac artery aneurysm, and bilateral renal artery aneurysms during an

examination for loss of appetite.

With regard to 2 splenic artery aneurysms, the proximal aneurysm was treated

surgically, whereas the peripheral aneurysm that was located deeply in the

abdomen was treated with coil embolization.

The celiac artery aneurysm located at the bifurcation of the common hepatic

artery and splenic artery, an intracranial aneurysm clip was used.

The left and right renal aneurysms were resected and renal arteries were

reconstructed surgically.

The postoperative course was uneventful.

The pathological diagnosis of all aneurysms was segmental arterial

mediolysis (SAM).*

The reconstructed vessels were patent without stenosis or recurrence at 1 year

after the operation.

Conclusions:
 Hybrid treatment involving surgical resection, endovascular coil

embolization, and obliteration with clips was useful in the treatment of

multiple visceral artery aneurysms.

Copyright © 2019 Elsevier Inc. All rights reserved.
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73) TRANSABDOMINAL OPEN ABDOMINAL AORTIC ANEURYSM REPAIR IS ASSOCIATED WITH HIGHER RATES OF LATE REINTERVENTION AND READMISSION COMPARED WITH THE RETROPERITONEAL APPROACH
Sarah E Deery , Sara L Zettervall , Thomas F X O'Donnell , Philip P Goodney , Fred A Weaver , Pedro G Teixeira , Virendra I Patel , Marc L Schermerhorn 

J Vasc Surg. 2020 Jan;71(1):39-45.e1.

doi: 10.1016/j.jvs.2019.03.045. Epub 2019 Jun 24.
Abstract

Objective: Limited data exist comparing the transabdominal and

retroperitoneal approaches to open abdominal aortic aneurysm (AAA) repair,

especially late mortality and laparotomy-related reinterventions and

readmissions. Therefore, we compared long-term rates of mortality,

reintervention, and readmission after open AAA repair through a

transabdominal compared with a retroperitoneal approach.

Methods: We identified all patients in the Vascular Quality Initiative (VQI)

undergoing open AAA repair from 2003 to 2015. Patients with rupture or

supraceliac clamp were excluded. We used the VQI linkage to Medicare to

ascertain rates of long-term outcomes, including rates of AAA-related and

laparotomy-related (ie, hernia, bowel obstruction) reinterventions and

readmissions. We used multivariable Cox regression to account for differences

in comorbidities, aneurysm details, and operative characteristics.

Results: We identified 1282 patients in the VQI with linkage to Medicare

data, 914 (71%) who underwent a transperitoneal approach and 368

(29%) who underwent a retroperitoneal approach. Patients who

underwent a retroperitoneal approach were slightly more likely to have

preoperative renal insufficiency but were otherwise similar in terms of

demographics and comorbidities. They more often had a clamp above at least

one renal artery (61% vs 36%; P < .001) and underwent concomitant renal

revascularization (9.5% vs 4.3%; P < .001). Patients who underwent a

transabdominal approach more often presented with symptoms (14% vs

9.0%; P < .01) and had a femoral distal anastomosis (15% vs 7.1%; P <

.001). There was no difference in 5-year survival (62% vs 61%; log-rank, P =

.51). However, patients who underwent a transabdominal approach

experienced higher rates of repair-related reinterventions and readmissions (5-

year: 42% vs 34%; log-rank, P < .01), even after adjustment for demographic

and operative differences (hazard ratio, 1.5; 95% confidence interval, 1.1-1.9;

P < .01).

Conclusions:

A transabdominal exposure for AAA repair is associated with higher rates of

late reintervention and readmission than with the retroperitoneal approach,

which should be considered when possible in operative decision-making.

Conclusiones: Dr. Yara

La reparación de AAA por abordaje transabdominal se asocia con tasas más

altas de reintervención tardía y reingreso que el abordaje retroperitoneal, lo

que debe considerarse cuando sea posible en la toma de decisiones operativas.

Keywords: Aortic aneurysm; Laparotomy; Readmission; Reintervention;

Retroperitoneal.
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     ENFERMEDAD Y CIRUGÍA CAROTÍDEA
1) IMPROVED VISUAL, ACOUSTIC, AND NEUROCOGNITIVE FUNCTIONS AFTER CAROTID ENDARTERECTOMY IN PATIENTS WITH MINOR STROKE FROM SEVERE CAROTID STENOSIS. 
Qu L, et al. J Vasc Surg. 2015. 
http://www.ncbi.nlm.nih.gov/m/pubmed/26070604/

Abstract 
Objective: Carotid endarterectomy (CEA) is an established operation performed to prevent strokes, but its other potential effects, such as improving neurocognitive, visual, and auditory functions, remain unconfirmed. This study examined these effects of CEA on patients with symptomatic carotid stenosis. 

Methods: This was a prospective controlled study that included 80 patients with minor strokes who had severe extracranial internal carotid stenoses (>70%). Forty patients, who did not receive or who postponed the CEA due to concerns about age, fear of surgery, limited life expectancy because of cancer, or financial problems, formed the medicine-treatment group. Another 40 patients who received CEA 1 week after recruitment formed the CEA group. For both groups, visual acuity chart tests, perimetry tests, audiometry tests, and neurologic scales (National Institutes of Health Stroke Scale, Mini Mental State Examination, and Barthel Index of Activities of Daily Living) were used to assess ophthalmic functions, auditory acuity, and neurocognitive functions before treatment and 3 months after treatment. Intragroup and intergroup comparisons were conducted to examine the effect of CEA. 

Results: No deaths or strokes occurred during the 3-month follow-up. The intragroup and intergroup comparisons of ipsilateral function showed that CEA could improve visual acuity, visual field, and auditory acuity at all tested frequencies (250 Hz, 500 Hz, 1000 Hz, 2000 Hz, and 4000 Hz) and could improve the visual field and the auditory acuity for contralateral functions at 1000 Hz. The auditory acuity at 2000 Hz and 4000 Hz were unchanged in the intragroup comparison but showed no deterioration in the intergroup comparison with the medicine group. General neurocognitive function and independent living ability were significantly improved by CEA, as shown by intergroup comparisons (change rate of National Institutes of Health Stroke Scale: -8.1% ± 9.0% vs -2.7% ± 3.0%, P < .001; change rate of Mini Mental State Examination: 15.5% ± 10.5% vs 1.6% ± 2.6%, P < .001; change rate of Barthel Index: 28.0% ± 24.6% vs 2.0% ± 5.5%, P < .001). 

Conclusions: 
In patients with minor strokes caused by severe carotid stenosis, CEA improves neurocognitive, ophthalmic, and acoustic functions. Studies with a larger sample and longer follow-up are needed to substantiate these results, and the underlying mechanisms need further investigation. 

Copyright © 2015 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved.  PMID: 26070604 
2) DELAY BETWEEN SYMPTOMS AND SURGERY FOR CAROTID ARTERY STENOSIS: MODIFICATION OF OUR PRACTICE.
Kretz B, et al. Ann Vasc Surg. 2015.
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Abstract

Background: Recent data from the literature concerning symptomatic

carotid stenosis show that the long-term benefits of surgery are greater

when the surgery is performed soon after the neurologic event, ideally

within 2 weeks.

Since 2009, following recommendations, we decided to perform

surgery as quick as possible.

The aim of the study was to determine whether this approach increased

postoperative morbimortality and the way it could change our practice.

Methods: Using a prospective database containing a consecutive and

continuous series of 1,500 carotid endarterectomies performed

between 2003 and 2012, we extracted the records concerning the 417

symptomatic carotid stenoses (27.8%). We compared the 30-day and longterm

outcome in 3 groups of patients: those operated within 2 weeks of the

neurologic event (early surgery group [ESG], n = 158, 37.9%), those

operated between 16 days and 6 weeks after the event (deferred surgery

group [DSG], n = 79, 18.9%), and those operated more than 6 weeks after

the event (late surgery group [LSG], n = 180, 43.2%). In the second part,

to assess the new management beginning 2009, patients were divided in 2

periods 2003-2008 (period A) and 2009-2012 (period B) and we compared

the 2 period's descriptive data and outcome. The primary outcome was the

30-day combined stroke and death rate. Secondary end points were followup

freedoms from mortality and stroke.

Results: The mean time between symptom onset and surgery was 7.7 ±

3.8 days for the ESG, 28.3 ± 8.6 days for the DSG, and 89.4 ± 36.7 days

for the LSG. In the 3 groups, the types of symptoms leading to the

indication for carotid surgery were comparable, with a stroke in 221 cases

(53.0%), a transient ischemic attack in 146 cases (35.40%), and amaurosis

fugax in 50 cases (12.0%). The groups were comparable in terms of

comorbidities. The overall 30-day stroke rate was 1.4% (6 cases), the 30-

day death rate was 1.7% (7 cases), and the combined stroke and death

rate was 3.4% (3.2% in the ESG, 5.1% in the DSG, and 2.8% in the LSG [P

= 0.808]). Survival rates at 24, 48, and 60 months were, respectively,

95%, 78%, and 78% in ESG, 86%, 81%, and 81% in DSG, and 91%, 83%,

and 74% in LSG (P = 0.78). Freedom from stroke at 60 months showed to

be, respectively, 97% in ESG, 96% in DSG, and 91% in LSG (P = 0.32).

During the period A (2003-2008), we had taken care of 217 symptomatic

carotid artery stenosis patients (22.3% of stenosis) and during the period B

(2009-2012), 200 symptomatic stenosis (37.9% of stenosis).

During the period A, an early surgery (<15 days) had place in 31 cases

(14.3%), and during the period B, in 127 cases (63.5%). The 30-day stroke

and death rate was of 3.7% during the period A and of 3.0% during the

period B (P = 0.455). The 24-month survival and stroke-free survival rates

were comparable between the 2 periods.

Conclusions:

 In our experience, surgery for symptomatic carotid stenosis can be

performed early without increasing the rate of postoperative and

long-term outcome.

 We have modified our practice, performing more and more early

surgery for symptomatic stenosis without any impact on the

outcome.

Copyright © 2015 Elsevier Inc. All rights reserved.

PMID: 25461754

http://www.ncbi.nlm.nih.gov/m/pubmed/25461754/
3) NATIONAL VARIATION IN PREOPERATIVE IMAGING, CAROTID DUPLEX ULTRASOUND CRITERIA, AND THRESHOLD FOR SURGERY FOR ASYMPTOMATIC CAROTID ARTERY STENOSIS.
Arous EJ, Simons JP, Flahive JM, Beck AW, Stone DH, Hoel AW, et al.
J Vasc Surg. 2015 Oct;62(4):937-44. doi: 10.1016/j.jvs.2015.04.438. 

Epub 2015 Jun 8.
Abstract

Objective: Carotid endarterectomy (CEA) for asymptomatic carotid artery stenosis is among the most common procedures performed in the United States.

However, consensus is lacking regarding:

 optimal preoperative imaging,

 carotid duplex ultrasound criteria, and ultimately,

 The threshold for surgery.

We sought to characterize national variation in preoperative imaging,

carotid duplex ultrasound criteria, and threshold for surgery for

asymptomatic CEA.

Methods: The Society for Vascular Surgery Vascular Quality Initiative

(VQI) database was used to identify all CEA procedures performed for

asymptomatic carotid artery stenosis between 2003 and 2014.

VQI currently captures 100% of CEA procedures performed at >300

centers by >2000 physicians nationwide.

Three analyses were performed to quantify the variation in (1) preoperative

imaging, (2) carotid duplex ultrasound criteria, and (3) threshold for

surgery.

Results: Of 35,695 CEA procedures in 33,488 patients, the study

cohort was limited to 19,610 CEA procedures (55%) performed for

asymptomatic disease. The preoperative imaging modality used before CEA

varied widely, with 57% of patients receiving a single preoperative imaging

study (duplex ultrasound imaging, 46%; computed tomography

angiography, 7.5%; magnetic resonance angiography, 2.0%; cerebral

angiography, 1.3%) and 43% of patients receiving multiple preoperative

imaging studies. Of the 16,452 asymptomatic patients (89%) who

underwent preoperative duplex ultrasound imaging, there was significant

variability between centers in the degree of stenosis (50%-69%, 70%-79%,

80%-99%) designated for a given peak systolic velocity, end diastolic

velocity, and internal carotid artery-to-common carotid artery ratio.

Although 68% of CEA procedures in asymptomatic patients were performed

for an 80% to 99% stenosis, 26% were performed for a 70% to 79%

stenosis, and 4.1% were performed for a 50% to 69% stenosis. At the

surgeon level, the range in the percentage of CEA procedures performed for

a <80% asymptomatic carotid artery stenosis is from 0% to 100%.

Similarly, at the center level, institutions range in the percentage of CEA

procedures performed for a <80% asymptomatic carotid artery stenosis

from 0% to 100%.

Conclusions:
 Despite CEA being an extremely common procedure, there is

widespread variation in the three primary determinants-preoperative

imaging, carotid duplex ultrasound criteria, and threshold for

surgery-of whether CEA is performed for asymptomatic carotid

stenosis.

 Standardizing the approach to care for asymptomatic carotid artery

stenosis will mitigate the significant downstream effects of this

variation on health care costs.

Copyright © 2015 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved.

PMID: 26067201

http://www.ncbi.nlm.nih.gov/m/pubmed/26067201/

4) PATIENTS' VIEWS ON REGIONAL ANESTHESIA FOR ELECTIVE UNILATERAL CAROTID ENDARTERECTOMY - A PROSPECTIVE COHORT STUDY. 
Buehrer TW, et al. Ann Vasc Surg. 2015. 

http://www.ncbi.nlm.nih.gov/m/pubmed/26140944/ 

Abstract 
Background: Carotid endarterectomy (CEA) can be performed under general (GA) or locoregional anesthesia (LA). However, the patients' views on the choice between GA and LA are currently poorly understood. We aimed at identifying the preoperative patient information needs, their role in decision-making, and influencing factors associated with locoregional anesthesia, as well as anxiety regarding surgery and anesthesia in CEA as a base for improving preoperative consultation and decision-making in the informed consent process. 

Methods: Data were collected from consecutive patients undergoing unilateral elective CEA. Data on basic demographics, preoperative information needs, factors influencing decision-making concerning anesthesia technique, a Mini Mental State Examination (MMSE), a Visual Analog Scale (VAS), and the State-Trait Anxiety Inventory (STAI-T/S) were collected. 

Results: A total of 59 patients were included in the study, 10 females, 49 males, with a median age of 71 (interquartile range [IQR] 66-77) years. Fifty-four (92%) patients assessed the surgeons' given information as adequate. Older patients (>70y, n=31) had less self-conception of anxiety when compared to younger patients (≤70y, n=28), 3% vs. 21%, p=0.045. Males expressed less anxiety regarding 'waking up during general anesthesia' when compared to females (0% vs. 30%, p<0.001). Anxiety about anesthesia as well as about surgery as measured by VAS highly correlated with the STAI-S scores CC=0.45, 95% CI=0.18-0.66, p<0.001, CC=0.47, 95% CI=0.27-0.66, p<0.001, respectively. Patients with a lower cognitive function (MMSE≤27, n=20) had lower needs for preoperative medical information when compared to patients with MMSE>27 (n=39), 0% vs. 15%, p=0.042. Two (3%) patients received GA due to their previous bad experience with LA. 

Conclusion: Younger and female patients may benefit from a more detailed and reassuring informed consent process. All institutions should use procedure-specific informed consent forms as they appear to be very adequate for the patient information needs. 

Nearly all patients are willing to undergo locoregional anesthesia with the exception of those having had previous bad experience with locoregional anesthesia for CEA. 

Copyright © 2015 Elsevier Inc. All rights reserved. 
PMID: 26140944 [PubMed - as supplied by publisher] 
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5) EXAMINATION OF REGIONAL ANESTHESIA FOR CAROTID ENDARTERECTOMY. 
Pasin L, et al. J Vasc Surg. 2015. 

http://www.ncbi.nlm.nih.gov/m/pubmed/26141693/
Abstract 
Objective: Carotid endarterectomy is the most effective treatment for reducing the risk of stroke in patients with significant carotid stenosis. Few studies have focused on the failure rate of regional anesthesia. 

Methods: Data of all patients undergoing carotid endarterectomy (June 2009 to December 2014) in a single center were collected. Combined deep and superficial cervical plexus block or superficial plexus block alone was used according to the attending anesthesiologist's choice and the patient's characteristics (eg, dual antiplatelet or anticoagulation therapy). Intraoperative remifentanil (0.025-0.05 μg/kg/min) was administered to maintain an adequate level of comfort, responsiveness, and cooperation. General anesthesia was planned only in the case of major contraindications or the patient's refusal of locoregional anesthesia. The primary end point of our study was the incidence of intraoperative conversion from locoregional to general anesthesia. 

Results: A total of 2463 carotid endarterectomies were included in the analysis. Regional anesthesia was initially chosen in 2439 patients, whereas 24 patients received planned general anesthesia. In seven cases, regional anesthesia was converted to general anesthesia because of severe agitation of the patient (before clamping in four cases, after carotid clamping in two cases, and after declamping in one case). A shunt was used in 302 patients (12.3%) because of neurologic deterioration at the carotid clamping test. Intraoperative complications were emergent repeated surgical procedures in 13 cases (0.53%) because of acute neurologic deterioration, 1 intraoperative acute myocardial infarction (0.04%), and 3 cases (0.04%) of hemodynamically relevant supraventricular tachyarrhythmia. No intraoperative death occurred. In-hospital mortality was 0.12% (three patients). Major stroke occurred in 23 patients (0.93%); minor stroke occurred in 16 patients (0.65%). The combined stroke and death rate was 1.62% (40 patients). 

Conclusions: 
In our practice, carotid endarterectomy under regional anesthesia is safe and associated with a very low rate of conversion to general anesthesia. 

Copyright © 2015 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved. 
PMID: 26141693 [PubMed - as supplied by publisher] 
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6) RISK FACTORS FOR STROKE, MYOCARDIAL INFARCTION, OR DEATH FOLLOWING CAROTID ENDARTERECTOMY: RESULTS FROM THE INTERNATIONAL CAROTID STENTING STUDY. 
Doig D, et al. Eur J Vasc Endovasc Surg. 2015. 

http://www.ncbi.nlm.nih.gov/m/pubmed/26460291/
Abstract 
Objectives: Carotid endarterectomy (CEA) is standard treatment for symptomatic carotid artery stenosis but carries a risk of stroke, myocardial infarction (MI), or death. This study investigated risk factors for these procedural complications occurring within 30 days of endarterectomy in the International Carotid Stenting Study (ICSS). 

Methods: Patients with recently symptomatic carotid stenosis >50% were randomly allocated to endarterectomy or stenting. Analysis is reported of patients in ICSS assigned to endarterectomy and limited to those in whom CEA was initiated. The occurrence of stroke, MI, or death within 30 days of the procedure was reported by investigators and adjudicated. Demographic and technical risk factors for these complications were analysed sequentially in a binomial regression analysis and subsequently in a multivariable model. 

Results: Eight-hundred and twenty-one patients were included in the analysis. The risk of stroke, MI, or death within 30 days of CEA was 4.0%. The risk was higher in female patients (risk ratio [RR] 1.98, 95% CI 1.02-3.87, p = .05) and with increasing baseline diastolic blood pressure (dBP) (RR 1.30 per +10 mmHg, 95% CI 1.02-1.66, p = .04). Mean baseline dBP, obtained at the time of randomization in the trial, was 78 mmHg (SD 13 mmHg). In a multivariable model, only dBP remained a significant predictor. The risk was not related to the type of surgical reconstruction, anaesthetic technique, or perioperative medication regimen. Patients undergoing CEA stayed a median of 4 days before discharge, and 21.2% of events occurred on or after the day of discharge. 

Conclusions: Increasing diastolic blood pressure was the only independent risk factor for stroke, MI, or death following CEA. Cautious attention to blood pressure control following symptoms attributable to carotid stenosis could reduce the risks associated with subsequent CEA. 

Copyright © 2015 The Authors. Published by Elsevier Ltd.. All rights reserved. 
PMID: 26460291 [PubMed - as supplied by publisher] 
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7) COMPLICATION RATE AFTER CAROTID ENDARTERECTOMY
COMPARING PATCH ANGIOPLASTY AND PRIMARY CLOSURE.
Maertens V, et al.

Ann Vasc Surg. 2015.

http://www.ncbi.nlm.nih.gov/m/pubmed/26541968/

Abstract

Objective: Carotid endarterectomy (CEA) reduces the risk for stroke in

patients with internal carotid artery stenosis. The optimal surgical technique

remains subject of debate. Literature suggests patch angioplasty reduces

complication risk. However, primary closure shortens cross-clamp times and

eliminates graft-specific complications. This study aimed to assess

complication rate after CEA with selective patching.

Methods: Two-hundred-thirteen consecutive CEAs over a 3-year period

from January 5th 2011 to December 19th 2013 were retrospectively

analyzed.

Postoperative complications were evaluated within 1 month after surgery.

Results: Primary closure was used in 110 operations, and patch

angioplasty in 103 procedures.

Primary closure was performed when the carotid artery had a diameter

above 5 mm, when there was a high carotid bifurcation and when the

contralateral carotid artery was occluded.

After primary closure we found 4 (3.6%) complications: 2 (1.8%) bleeding

and 2 (1.8%) cranial nerve damage.

Following patch angioplasty 5 (4.9%) complications occurred: 1(1.0%)

bleeding, 2 (1.9%) cranial nerve damage, 1(1.0%) cerebrovascular event

and 1(1.0%) cerebral hyperperfusion resulting in mortality.

There was no higher complication risk after primary closure (P = 0.68).

Clamp time was significantly longer when using patch angioplasty

(P < 0.001).

Conclusions: Primary closure appears to be an equivalent closure

technique compared to patch angioplasty when used in selected patients.

Copyright © 2015 Elsevier Inc. All rights reserved.

PMID: 26541968
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8) Clinical Relevance of Cardiac Troponin Assessment in Patients Undergoing Carotid Endarterectomy.
Grobben RB, et al.  Eur J Vasc Endovasc Surg. 2015.

http://www.ncbi.nlm.nih.gov/m/pubmed/26553374/

Abstract

Objective: Myocardial infarction (MI) is a frequent complication of carotid

endarterectomy (CEA), yet most events are silent. Routine post-operative

monitoring of cardiac troponin was implemented to facilitate timely

recognition of MI and stratify high risk patients. The aim was to evaluate

the incidence of troponin elevation after CEA and its association with

adverse cardiovascular events.

Methods: This analysis included patients ≥60 years old who underwent

CEA, whose troponin-I levels were routinely monitored post-operatively and

were included in a cohort study that assessed clinical outcomes. A clinical

troponin cutoff of 60 ng/L was used. The primary endpoint was the

composite of MI, stroke, and cardiovascular death. Secondary endpoints

were MI, stroke, coronary intervention, cardiovascular death, and all cause

death.

Results: 225 consecutive patients were included in the analysis. Troponin

elevation occurred in 34 patients (15%) and a post-operative MI was

diagnosed in eight patients. After a median follow up of 1.8 years (IQR 1.0-

2.6), the primary endpoint occurred in 29% of patients with troponin

elevation versus 6.3% without (HR 5.6, 95% CI 2.4-13), MI in 24% versus

1.6% (HR 18.0, 95% CI 4.7-68), stroke in 5.9% versus 4.2% (HR 1.4, 95%

CI 0.3-6.7), coronary intervention in 5.9% versus 2.6% (HR 2.7, 95% CI

0.5-14), cardiovascular death in 5.9% versus 0.5% (HR 11.8, 95% CI 1.1-

131), and all cause death in 15% versus 5.8% (HR 3.0, 95% CI 1.0-8.7),

respectively. Incidences of the primary endpoint and all cause mortality in

patients with a post-operative MI versus "troponin only" were 25% versus

7.7% and 25% versus 12%, respectively.

Conclusion: Troponin elevation after CEA occurred in 15% of

patients. The incidence of adverse cardiovascular events was significantly

higher in patients with troponin elevation, which was mainly attributable to

silent non-ST segment elevation MIs that occurred in the early postoperative

phase.

Copyright © 2015 European Society for Vascular Surgery. Published by Elsevier Ltd.

All rights reserved.
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9) RENIN-ANGIOTENSIN-ALDOSTERONE-SYSTEM INHIBITION IS SAFE IN THE PREOPERATIVE PERIOD SURROUNDING CAROTID ENDARTERECTOMY.
Steely AM, et al.  J Vasc Surg. 2015.

http://www.ncbi.nlm.nih.gov/m/pubmed/26603543/

Abstract

Objective: Discontinuation of angiotensin-converting enzyme inhibitor

(ACEI) and angiotensin receptor blocker (ARB) medications before surgery

has been suggested because of the potentially deleterious effects of

hypotension.

We investigated the effect of preoperative ACEI and/or ARB use on early

outcomes after carotid endarterectomy (CEA).

Methods: We examined 3752 consecutive CEA patients within the

Vascular Study Group of New England from September 2012 to September

2014 and compared outcomes for patients treated (n = 1772) or not

treated (n = 1980) with ACEI and/or ARB preoperatively.

Outcomes included perioperative need for intravenous vasoactive

medication (IVBPmed) for hypotension or hypertension (HTN), major

adverse cardiac events (MACEs), and the combined outcome of stroke or

death.

Adjusted analysis was performed using multivariable logistic regression of

the crude cohort and by constructing a propensity score matched cohort

(n = 1441).

Results: ACEI and/or ARB users were more likely to be male (64% vs

59%; P = .001), with a higher prevalence of diabetes (41% vs 28%; P <

.0001), HTN (97% vs 82%; P < .0001), coronary artery disease (31% vs

25%; P = .0001), congestive heart failure (10% vs 8%; P = .02), and

asymptomatic carotid disease (59% vs 54%; P = .004). Patients who

received ACEI and/or ARB preoperatively were more likely to be treated

with aspirin (92% vs 88%; P = .0002) and statins (89% vs 85%; P = .001)

preoperatively.

In the unadjusted analysis, no significant differences were identified in

hypotension that required IVBPmed (12% vs 11%; odds ratio [OR], 1.1;

95% confidence interval [CI], 0.9-1.4; P = .22), MACE (3% vs 2%; OR,

1.3; 95% CI, 0.8-1.9; P = .32), or stroke or death (3% vs 3%; OR, 1.0;

95% CI, 0.7-1.6; P = .89) for preoperative ACEI and/or ARB treated and

nontreated patients, respectively.

Preoperative ACEI and/or ARB usage was, however, associated with HTN

that required IVBPmed (13% vs 10%; OR, 1.3; 95% CI, 1.1-1.6; P = .01).

Analysis of the propensity score matched cohort revealed no significant

differences in hypotension that required IVBPmed (12% vs 12%; OR, 1.0;

95% CI, 0.8-1.3; P = .86), MACE (3% vs 2%; OR, 1.1; 95% CI, 0.7-1.8;

P = .62; ), or stroke or death (3% vs 3%; OR, 1.0; 95% CI, 0.7-1.6; P =

.91) for patients treated or not treated with preoperative ACEI and/or ARB,

respectively.

ACEI and/or ARB remained associated with HTN that required IVBPmed

(13% vs 10%; OR, 1.3; 95% CI, 1.0-1.7; P = .02). Results were similar

after adjustment using logistic regression. The incidence of hospital length

of stay >1 day was similar between ACEI and/or ARB treated and not

treated patients (29% vs 32%; OR, 0.9; 95% CI, 0.8-1.1; P = .21).

Conclusions: Preoperative ACEI and/or ARB use was associated with

marginally increased use of IVBPmed for HTN but not for hypotension and

was not associated with increased MACE, stroke, or death. On the basis of

these metrics, the use of preoperative ACEI and/or ARB appears safe

before CEA.

Copyright © 2015 Society for Vascular Surgery. Published by Elsevier Inc. All rights

reserved.
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10) POSTOPERATIVE URINARY RETENTION IN MEN IS COMMON AFTER CAROTID ENDARTERECTOMY AND IS ASSOCIATED WITH ADVANCED AGE AND PRIOR URINARY TRACT INFECTION.
Campbell L, et al.  J Vasc Surg. 2015.

http://www.ncbi.nlm.nih.gov/m/pubmed/26506934/
Abstract

Objective: This study was undertaken to analyze the occurrence of

postoperative urinary retention (POUR) after carotid endarterectomy (CEA)

and determine whether there are any associated modifiable risk factors.

CEA was chosen to minimize the confounding effects of known risk factors

for POUR, including immobilization, regional and severe pain, and

neuroaxial anesthesia.

Methods: This was a retrospective record review of 186 male patients

undergoing CEA between 2007 and 2011. Demographic, comorbidities, and

operative characteristics were compared. Continuous variables are reported

as median and interquartile range (IQR) and categoric variables as

frequencies and proportions. Pearson χ(2) or Mann-Whitney U tests

compared categoric and continuous variables, respectively. Logistic

regression was used to examine univariate and multivariate odds of POUR.

Multivariate analysis controlled for known predictors of urinary retention.

Association with other complications was examined with the Pearson

correlation coefficient.

Results: POUR occurred in 34 patients (18.3%). Median age and history

of urinary tract infection (UTI) were significantly associated with POUR:

median age was 73.0 years (IQR, 67-80 years) for those with POUR vs

69.5 years (IQR, 63-76 years) for those without (P = .047); 17.6% of

patients with a history of UTI developed POUR vs 5.9% without (P = .023).

These findings persisted on multivariate analysis controlling for known

predictors of POUR (body mass index, history of diabetes, benign prostate

hyperplasia, and prior prostate surgery): median age (odds ratio, 1.05;

95% confidence interval, 1-1.1) and history of UTI (odds ratio, 4.16; 95%

confidence interval, 1.23-14.05; P = .022). The occurrence of POUR was

significantly correlated with postoperative UTI: 18.8% with POUR vs 0.7%

without (Pearson r = 0.369; P < .001).

Conclusions: 
POUR requiring bladder catheterization after CEA

predisposes patients to postoperative UTI and is more common in older

patients and those with a history of UTI. CEA patients lack inherent risk

factors for POUR and would be a useful population for prospective studies

involving POUR.

Copyright © 2015 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved.
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11) QUALITY OF LIFE AND FUNCTIONAL STATUS AFTER CAROTID REVASCULARISATION: A SYSTEMATIC REVIEW AND META-ANALYSIS.
Review article

Shan L, et al.  Eur J Vasc Endovasc Surg. 2015.

http://www.ncbi.nlm.nih.gov/m/pubmed/25882232/
Abstract

Objectives: Stroke causes significant quality of life (QOL) deterioration

and functional impairment. Carotid revascularisation by either

endarterectomy (CEA) or stenting (CAS) is performed to prevent stroke.

The direct effect of revascularisation on QOL is unclear. This study reviews

(a) QOL after CEA, (b) QOL after CAS, (c) QOL differences between CEA and

CAS, and (d) QOL compared with reference populations.

Methods: Medline and Embase were used for sources of data. The

PRISMA guidelines were followed. Clinical studies published after January

1990 were selected using strict eligibility criteria. Quality appraisal and data

tabulation were performed using predetermined forms. Data were

synthesised by narrative review and random-effects meta-analysis using

standardised response means. Heterogeneity and bias were assessed.

Results: Twelve studies (4,224 patients), including two randomised

controlled trials, were reviewed. Despite an initial decline in QOL after CEA,

quantitative and qualitative analysis of the SF-36 questionnaire showed all

domains returned to baseline by 1 year. Preliminary data suggests that QOL

after CAS does not have an initial decline, especially in physical health

domains. QOL is similar between CEA and CAS at 1 year. Comparisons to

reference populations are inconclusive. Meta-analysis was limited by

significant statistical and methodological heterogeneity.

Conclusions:
Revascularisation by CEA or CAS maintains preoperative

QOL. There are minimal differences between CEA and CAS. This review

reaffirms the success of carotid revascularisation in preventing the

devastating consequences of stroke on QOL and functional status.

Guidelines for future studies are provided.
Copyright © 2015 European Society for Vascular Surgery. Published by Elsevier Ltd. All rights reserved.
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12) ANTIPLATELET THERAPY IN CAROTID ARTERY STENTING AND CAROTID ENDARTERECTOMY IN THE ASYMPTOMATIC CAROTID SURGERY TRIAL-2.
Huibers A, et al.  Eur J Vasc Endovasc Surg. 2015.

http://www.ncbi.nlm.nih.gov/m/pubmed/26717867/
Abstract

Objective: Strokes are infrequent but potentially serious

complications following carotid intervention, but antiplatelet

therapy can reduce these risks. There are currently no specific

guidelines on dose or duration of peri-procedural antiplatelet treatment for

patients undergoing carotid intervention. Within the ongoing Asymptomatic

Carotid Surgery Trial-2 (ACST-2), this study aimed at assessing the current

use of antiplatelet therapy before, during, and after CEA and CAS in

patients with asymptomatic carotid stenosis.

Methods: Questionnaires were sent to ACST-2 collaborators seeking

information about the use of antiplatelet therapy during the pre-, peri-, and

post-operative periods in patients undergoing carotid intervention at 77

participating sites and also whether sites tested for antiplatelet therapy

resistance.

Results: The response rate was 68/77 (88%). For CAS, 82% of sites used

dual antiplatelet therapy (DAPT) pre-operatively and 86% post-operatively

with a mean post-procedural duration of 3 months (range 1-12), while 9%

continued DAPT life-long. For CEA only 31% used DAPT pre-operatively,

24% post-operatively with a mean post-procedural duration of 3 months

(range 1-5), while 10% continued DAPT life-long. For those prescribing

post-procedural mono antiplatelet (MAPT) therapy (76%), aspirin was more

commonly prescribed (59%) than clopidogrel (6%) and 11% of centres did

not show a preference for either aspirin or clopidogrel. Eleven centres

(16%) tested for antiplatelet therapy resistance.

Conclusion: 
There appears to be broad agreement on the use of

antiplatelet therapy in ACST-2 patients undergoing carotid artery stenting

and surgery.

Although evidence to help guide the duration of peri-procedural antiplatelet

therapy is limited, long-term treatment with DAPT appears similar

between both treatment arms.

Copyright © 2015 European Society for Vascular Surgery. Published by

Elsevier Ltd. All rights reserved.
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13) LONG-TERM RESULTS OF STENTING VERSUS ENDARTERECTOMY FOR CAROTID-ARTERY STENOSIS
Brott TG, Howard G, Roubin GS, et al; CREST Investigators

N Engl J Med. 2016;374:1021-1031
Summary

What is the preferred method for treating patients with carotid artery

stenosis? In this report, the authors provided 10-year follow-up data for

2502 patients who were randomly treated with either endarterectomy or

stenting. The study included both symptomatic and asymptomatic patients.

The specified composite endpoint was either stroke on the same side,

myocardial infarction, or death. At the end of the follow-up period, 11.8% of

the group assigned to stenting reached the primary endpoint compared with

9.9% of the group assigned to endarterectomy. There were no significant

differences when the results were separated into symptomatic or

asymptomatic groups of patients.

Viewpoint

This report extended the findings of an earlier report based on the same

patients. The results extending over a 10-year period were similar to the

results obtained during the first 4 years of the study.[1] This is important

because anticipated life expectancy for these patients is greater than a

decade, implying that long-term follow-up is essential. Similar findings from

other randomized trials add credibility to this report. Absent from this study

was a comparative group of patients who were treated with only medical

management. Such a study (CREST-2) is currently underway and will

provide additional information on the best approach to managing patients

with carotid artery stenosis.

14) LONG-TERM RESULTS OF STENTING VERSUS ENDARTERECTOMY FOR CAROTID-ARTERY STENOSIS.
Brott TG; Howard G; Roubin GS; Meschia JF; Mackey A; Brooks W; et al.
N Engl J Med. 2016; 374(11):1021-31 (ISSN: 1533-4406)
Background: In the Carotid Revascularization Endarterectomy versus

Stenting Trial, we found no significant difference between the stenting

group and the endarterectomy group with respect to the primary composite

end point of stroke, myocardial infarction, or death during the

periprocedural period or any subsequent ipsilateral stroke during 4 years of

follow-up. We now extend the results to 10 years.

Methods: Among patients with carotid-artery stenosis who had been

randomly assigned to stenting or endarterectomy, we evaluated outcomes

every 6 months for up to 10 years at 117 centers. In addition to assessing

the primary composite end point, we assessed the primary end point for the

long-term extension study, which was ipsilateral stroke after the

periprocedural period.

RESULTS: Among 2502 patients, there was no significant difference in the

rate of the primary composite end point between the stenting group

(11.8%; 95% confidence interval [CI], 9.1 to 14.8) and the endarterectomy

group (9.9%; 95% CI, 7.9 to 12.2) over 10 years of follow-up (hazard ratio,

1.10; 95% CI, 0.83 to 1.44). With respect to the primary long-term end

point, postprocedural ipsilateral stroke over the 10-year follow-up occurred

in 6.9% (95% CI, 4.4 to 9.7) of the patients in the stenting group and in

5.6% (95% CI, 3.7 to 7.6) of those in the endarterectomy group; the rates

did not differ significantly between the groups (hazard ratio, 0.99; 95% CI,

0.64 to 1.52). No significant between-group differences with respect to

either end point were detected when symptomatic patients and

asymptomatic patients were analyzed separately.

Conclusions:
 Over 10 years of follow-up, we did not find a significant difference

between patients who underwent stenting and those who underwent

endarterectomy with respect to the risk of periprocedural stroke,

myocardial infarction, or death and subsequent ipsilateral stroke.

 The rate of postprocedural ipsilateral stroke also did not differ

between groups.

http://www.medscape.com/medline/abstract/26890472

15) EFFECT OF PATCHING ON REDUCING RESTENOSIS IN THE CAROTID REVASCULARIZATION ENDARTERECTOMY VERSUS STENTING TRIAL.
Malas M, Glebova NO, Hughes SE, Voeks JH, Qazi U, Moore WS, Lal

BK, Howard G, Llinas R, Brott TG.

Stroke. 2015 Mar;46(3):757-61.  Epub 2015 Jan 22.

DOI:10.1161/STROKEAHA.114.007634.
Abstract

Background and purpose:
The purpose is to determine whether patching during carotid

endarterectomy (CEA) affects the perioperative and long-term risks of

restenosis, stroke, death, and myocardial infarction as compared with

primary closure.

Methods:
We identified all patients who were randomized and underwent CEA in

Carotid Revascularization Endarterectomy versus Stenting Trial. CEA

patients who received a patch were compared with patients who underwent

CEA with primary closure without a patch. We compared periprocedural and

4-year event rates, 2-year restenosis rates, and rates of reoperation

between the 2 groups. We further analyzed results by surgeon specialty.

Results:
There were 1151 patients who underwent CEA (753 [65%] with patch and

329 [29%] with primary closure). We excluded 44 patients who underwent

eversion CEA and 25 patients missing CEA data (5%). Patch use differed by

surgeon specialty: 89% of vascular surgeons, 6% of neurosurgeons, and

76% of thoracic surgeons patched. Comparing patients who received a

patch versus those who did not, there was a significant reduction in the 2-

year risk of restenosis, and this persisted after adjustment by surgeon

specialty (hazard ratio, 0.35; 95% confidence interval, 0.16-0.74;

P=0.006). There were no significant differences in the rates of

periprocedural stroke and death (hazard ratio, 1.58; 95% confidence

interval, 0.33-7.58; P=0.57), in immediate reoperation (hazard ratio, 0.6;

95% confidence interval, 0.16-2.27; P=0.45), or in the 4-year risk of

ipsilateral stroke (hazard ratio, 1.23; 95% confidence interval, 0.42-3.63;

P=0.71).

Conclusions:
 Patch closure in CEA is associated with reduction in restenosis

although it is not associated with improved clinical outcomes.

 Thus, more widespread use of patching should be considered to

improve long-term durability.

CLINICAL TRIAL REGISTRATION URL:

http://www.clinicaltrials.gov Unique identifier: NCT00004732

© 2015 American Heart Association, Inc.
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16) BILATERAL EAGLE SYNDROME WITH ASSOCIATED INTERNAL CAROTID ARTERY KINKING AND SIGNIFICANT STENOSIS.
Radak D, et al. 

Ann Vasc Surg. 2016 Jul;34:271.e15-8.

doi: 10.1016/j.avsg.2016.01.015. Epub 2016 May 10.

Abstract

Background: Eagle syndrome represents elongated styloid

process characterized by calcification and ossification of the

stylohyoid ligament rarely associated with the pathology of carotid

arteries.

We are presenting a very rare case of bilateral Eagle syndrome with

associated internal carotid artery (ICA) kinking on the right side and

significant ICA stenosis on the left side.

Case report: A 62-year-old female patient was admitted to our

Institution for multidetector computed tomography (MDCT) angiography.

Two years ago, she experienced stroke with right-sided weakness, color

Doppler scan of carotid arteries described left ICA stenosis of 75% and right

ICA stenosis of 50%.

MDCT arteriography revealed bilateral Eagle syndrome associated with

significant left ICA stenosis of >90% and right ICA kinking.

Left carotid endarterectomy was performed followed by elongated styloid

process resection that was in close relationship to ICA.

Even more significant relationship was seen on the right side involving right

ICA kinking and elongated styloid process that was treated conservatively.

Postoperative course was uneventful; after 6 months, the patient was doing

well.

Conclusions:
 This is the first case that describes bilateral Eagle syndrome

associated with ICA kinking on one side and significant stenosis on

the other.

 Although rare, this syndrome should be thought of in symptomatic

patients with carotid pathologies in which case computed tomography

angiography is of crucial importance.

Copyright © 2016 Elsevier Inc. All rights reserved.

PMID: 27174357 [PubMed - indexed for MEDLINE]

https://www.ncbi.nlm.nih.gov/m/pubmed/27174357/

17) THE IMPACT OF BIOCHEMICAL MARKERS ON MAJOR ADVERSE CARDIOVASCULAR EVENTS AND CONTRALATERAL CAROTID ARTERY STENOSIS PROGRESSION FOLLOWING CAROTID INTERVENTIONS.
Stone PA, et al. Ann Vasc Surg. 2017.
Ann Vasc Surg. 2017 Jan;38:144-150.

doi: 10.1016/j.avsg.2016.08.004. Epub 2016 Aug 19.

Abstract

Backgroud: To determine if elevated preintervention high-sensitivity Creactive

protein (hsCRP) and B-type natriuretic peptide (BNP) levels

associate with major adverse cardiovascular events (MACE) or disease

progression after carotid revascularization.

Methods: We retrospectively examined patients receiving elective carotid

endarterectomy (CEA) or carotid artery stenting (CAS) at our institution from

2007 to 2014. All included patients had preintervention hsCRP and BNP levels.

Examined outcomes of interest included contralateral carotid disease

progression (increased stenosis or need for revascularization) and MACE

(composite of death, stroke, myocardial infarction, need for coronary artery

bypass graft or percutaneous coronary intervention) at 3 years after procedure.

The relationship between baseline hsCRP and BNP levels and time to event was

examined by univariate and multivariate Cox proportional hazard regression

analyses.

Results: A total of 248 patients were included in the analysis (mean age:

68 ± 10 years), with 14% receiving CAS and 86% CEA. A total of 61 patients

(25%) had 1 or more MACE by 3 years. Elevated hsCRP (>3 mg/L) trended

toward associating with MACE but failed to reach significance (hazard ratio

[HR]: 1.6 [1.0-2.7], P = 0.07). Multivariate analysis found that elevated BNP

(>100pg/mL, HR: 2.2 [1.3-3.7], P = 0.002) and diabetes mellitus (HR: 1.9

[1.2-3.2], P = 0.01) predicted MACE.

Having elevated preprocedural levels of both hsCRP and BNP significantly

increased patients' likelihood of experiencing MACE (HR: 3.4 [1.6-7.1],

P = 0.001). About 175 patients received contralateral carotid imaging

postprocedure and of those patients, 31 (18%) experienced stenosis

progression and/or revascularization within 3 years. However, neither elevated

hsCRP (HR: 1.2 [0.6-2.3], P = 0.68) nor BNP (HR: 1.1 [0.5-2.5], P = 0.88)

associated with disease progression.

Conclusions:
 BNP elevation at the time of carotid intervention is associated with

MACE in long-term follow-up.

 hsCRP does not appear to correlate with either disease progression of

the contralateral artery or MACE.

Copyright © 2016 Elsevier Inc. All rights reserved.

PMID: 27546852 [PubMed - indexed for MEDLINE]

https://www.ncbi.nlm.nih.gov/m/pubmed/27546852/

18) FIXED AND VARIABLE COST OF CAROTID ENDARTERECTOMY AND STENTING IN THE UNITED STATES, A COMPARATIVE STUDY.
Obeid T, Alshaikh H, Nejim B, Arhuidese I, Locham S, Malas M.

J Vasc Surg. 2017 Feb 16. pii: S0741-5214(17)30036-8.

doi: 10.1016/j.jvs.2016.11.062. [Epub ahead of print]

Abstract

Objective:
Despite multiple landmark clinical trials, little data exists on real-world cost

of carotid artery stenting (CAS) and carotid endarterectomy (CEA) to the

United States healthcare system. We aim to study differences in actual

hospitalization cost between patients who underwent CAS vs CEA in a

nationally representative database.

Methods:
We studied hospital discharge and billing records of all patients, in the

Premier Perspective Database, who underwent CEA or CAS between the

third quarter of 2009 and the first quarter of 2015.

Nearest-neighbor 1:1 propensity score matching was performed, to account

for differences in patient and hospital characteristics as well as clinical

comorbidities of patients who underwent both procedures, for both

symptomatic and asymptomatic cohorts using 32 variables. Pearson χ2,

Student t-test, and nonparametric K-sample equality-of-medians tests were

used to analyze the data, as appropriate. The primary outcome was total inhospital

cost, including fixed (administrative, capital and utilities) and

variable costs (labor and supply). Cost data were presented as medians,

inflation-adjusted for 2015 U.S. dollar and rounded to the nearest dollar.

Results:
A total of 115,548 procedures were identified. The mean age was 71 and

69 years; 58% and 57% were male patients; and 81% and 77% were white

among asymptomatic and symptomatic patients, respectively. After

propensity score matching, 25,812 asymptomatic (12,906 CEA and 12,906

CAS) and 3864 symptomatic (1932 CEA and 1932 CAS) patients were

included. Total hospitalization cost per CAS was 40% ($11,814 vs $8378;

P < .001) and 37% ($19,426 vs $14,190; P < .001) higher than CEA

among asymptomatic and symptomatic patients, respectively.

Patients who underwent CAS incurred significantly higher total

hospitalization cost despite stratifying by type of cost (fixed and variable),

U.S. census regions and symptomatic status.

Moreover, asymptomatic patients who underwent CAS performed by any

surgical specialty incurred an average of $2717 to $4918 higher total

hospitalization cost compared with patients who underwent CEA (all P <

001).

Among symptomatic patients, those who underwent CAS performed by

vascular, cardiac, and neurologic surgeons, incurred $2108 ($16,114 vs

$14,006; P = .006), $7055 ($17,351 vs $10,296; P = .023) and $6479

($27,290 vs $20,811; P = .002) higher total hospitalization cost compared

with patients who underwent CEA, respectively.

Conclusions:
 The total hospitalization cost incurred by patients who underwent

CAS was significantly higher than for those who underwent

CEA, despite matching cohort based on patient and hospital

characteristics, and stratifying by symptomatic status, type of cost,

hospital region, and surgeon specialty.

 Our findings could provide additional important information giving the

ongoing controversy regarding the appropriate indication for CAS.

Copyright © 2017 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved. PMID: 28216356
DOI: 10.1016/j.jvs.2016.11.062

[PubMed - as supplied by publisher]
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19) SYSTEMATIC REVIEW AND META-ANALYSIS OF POSTCAROTID
ENDARTERECTOMY HYPERTENSION AFTER EVERSION VERSUS CONVENTIONAL CAROTID ENDARTERECTOMY.
Demirel S, Goossen K, Bruijnen H, Probst P, Böckler D.

J Vasc Surg. 2017 Mar;65(3):868-882.

doi: 10.1016/j.jvs.2016.10.087.
Abstract

Objective:
Blood pressure (BP) instability after carotid endarterectomy (CEA) is a risk

factor for cerebrovascular and cardiovascular complications. The role of the

operative technique in the development of post-CEA hemodynamic

instability is unclear. The primary goal of this study was to systematically

review the literature to determine whether hypertension in the early

postoperative period is dependent on the surgical technique used.

Methods:
We searched MEDLINE, Cochrane CENTRAL, and Web of Science through

June 2016 without restrictions to language or starting date. The

interventions of interest were eversion CEA (E-CEA) compared with

conventional CEA (C-CEA) with or without patch plasty. The primary

outcome of interest was the incidence of postoperative need for vasodilator

therapy because of hypertension in the early postoperative period, the

duration of which was predefined in the individual studies. Secondary

outcomes were the intergroup mean difference of the mean within-group

changes of postoperative (24 hours) to baseline systolic BP, the incidence of

hypotension requiring vasopressor therapy, and the rate of complications.

The odds ratio (OR) of each binary outcome was pooled across studies with

its 95% confidence interval (CI). For meta-analysis of continuous outcomes,

the weighted mean differences with the corresponding 95% CIs were

pooled. Strength of evidence of the outcomes was judged according to the

Grading of Recommendations Assessment, Development and Evaluation

(GRADE) guidelines.

Results:
We identified six studies, of which four were nonrandomized prospective

and two retrospective with low to moderate risk of bias. In addition, results

of a post hoc analyses of a randomized controlled trial were included,

resulting in a total number of seven included studies.

Duration of the postoperative study period ranged from 1 to 6 days. The

meta-analysis of all studies regarding the primary outcome demonstrated

increased rates of post-CEA hypertension after E-CEA (pooled OR, 2.75;

95% CI, 1.82-4.16; I2 = 49.9%). The pooled weighted intergroup mean

difference between the E-CEA and C-CEA effects on postoperative systolic

BP was +12.92 mm Hg (95% CI, 8.06-17.78; I2 = 93.6%; P < .0001).

Hypotension was significantly higher in the C-CEA group (pooled OR, 11.37;

95% CI, 1.95-66.46; I2 = 0%). There was no difference in postoperative

complications including myocardial infarction, stroke, neck hematoma, or

death. Strength of evidence contributing to the primary outcome as well as

the hypotension outcome was graded as moderate and that contributing to

the other secondary outcomes was graded as very low.

Conclusions:
 E-CEA increases the risk for post-CEA hypertension, whereas CCEA

is more often associated with hypotension

 Careful BP monitoring at least in the early postoperative period after

CEA is mandatory, especially when the eversion technique is used.

Copyright © 2016 Society for Vascular Surgery. Published by Elsevier Inc. All rightsreserved. PMID: 28236927
DOI: 10.1016/j.jvs.2016.10.087

[PubMed - in process]

20) PATIENT DISCOMFORT DURING CAROTID ARTERY STENTING: A COMPARISON STUDY BETWEEN IODIXANOL VERSUS IOPAMIDOL.
Borrelli MP, Setacci F, de Donato G, Galzerano G, Benevento D, Mele

M, Rosadini D, Messina G, Setacci C.

Ann Vasc Surg. 2017 Feb;39:167-172.

doi: 10.1016/j.avsg.2016.04.018. Epub 2016 Aug 10.

Abstract

Background:
The aim of this study was to compare the adverse effects of iodixanol

and iopamidol in terms of patient's discomfort in subjects

undergoing carotid artery stenting (CAS).

Methods:
We retrospectively analyzed data of all successful CAS procedures

performed in our department during a 15-year period study. All patients

judged to be collaborative were included. From December 2000 to

December 2005, we adopted iopamidol as contrast media (CM),

thereafter iodixanol. Any transient unpleasant sensation of bitter taste or

warmth perceived by the patient after intra-arterial injection of CM was

recorded. Injection-associated discomfort was assessed by visual analog

scale (VAS) score.

Comparison between the 2 CMs with regard to the overall discomfort was

carried out by using the Mann-Whitney test. Spearman correlation was

performed to assess the correlation among discomfort, age, and CM used.

A univariate analysis was performed for slightly bitter taste and warmth

sensation to compare these clinical outcomes and CM used; subsequently, a

logistic multivariate analysis regression was performed with the "backward

elimination."

Results:
Data from 1,633 patients were evaluated. A total of 608 patients

underwent CAS procedure using iopamidol, and 1,025 using

iodixanol. The total amount of CM used during a single procedure was

85 ± 17 mL/patient (range 60-135). The median VAS value was statistically

significantly lower in the iodixanol group than in the iopamidol group

(P < 0.001). A significant Spearman correlation coefficient was found

between age and discomfort for both CMs used (Spearman rho 0.18 for

iodixanol, 0.17 for iopamidol). The univariate analysis showed that patients

undergoing CAS with iopamidol had an odds ratio (OR) of 8.48 (P < 0.001)

to perceive warmth sensation. When adjusted for age and gender, the

multivariate analysis still showed an OR of 8.03. For slightly bitter taste

sensation, the crude analysis showed an OR of 1.31 (P = 0.018); adjusting

for age and gender, OR became 1.15 and the difference was not statistically

significant (P = 0.257).

Conclusions:
 During CAS, less overall discomfort was reported in patients receiving

iodixanol than iopamidol.

 In terms of warmth sensation, patients undergoing procedure using

iopamidol as CM have a higher risk to perceive this clinical symptom

than iodixanol.

 Slightly bitter taste seems to have a statistically significant relation

with age and gender, and not with CM used.

Copyright © 2016 Elsevier Inc. All rights reserved.

PMID: 27521830

DOI: 10.1016/j.avsg.2016.04.018

21) MEDICAL THERAPY BEFORE CAROTID ENDARTERECTOMY.
Bissacco D, et al. 

Angiology. 2017 Jan 1:3319717706626.

doi: 10.1177/0003319717706626. [Epub ahead of print]

Abstract

We evaluated the evolution of chronic medical therapy in patients admitted

for carotid endarterectomy (CEA) over a 13-year period and to analyze

the difference in medical treatment between symptomatic and

asymptomatic patients.

A retrospective study was conducted on patients treated between 2002 and

2015. The use of antiplatelets (acetylsalicylic acid [ASA], ticlopidine, and

clopidogrel), oral anticoagulant therapy (OAT), statins and

antihypertensives (angiotensin-converting enzyme inhibitors [ACEI]/

angiotensin receptor blockers [ARBs], β-blockers [BB]) administration

was evaluated.

During the study period, 852 CEAs were performed in 681 (79.9%)

asymptomatic patients.

Prescription rate increased significantly for ASA (+29.2%), clopidogrel

(+10.3%), statins (+60.8%), ACE-I/ARBs (+31.1%), and BB (+19.3%; all

Ptrend < .05). No significant modification was observed for ticlopidine and

OAT (ticlopidine use was abandoned in the recent years, but this difference

was not significant due to the small numbers). A lower medication intake

was recorded for symptomatic patients when compared with asymptomatic

patients, except for OAT and clopidogrel.

Our analysis suggests that medical therapy has changed over the

years for patients with carotid stenosis.

Although this is a big step toward best medical therapy, preoperative

drug therapy remains suboptimal in symptomatic patients.

PMID: 28446026 [PubMed - as supplied by publisher]

Full text at journal site

22) NEAR INFRARED SPECTROSCOPY AS A PREDICTOR FOR SHUNT REQUIREMENT DURING CAROTID ENDARTERECTOMY.
Jonsson M, Lindström D, Wanhainen A, Djavani Gidlund K, Gillgren P.
Eur J Vasc Endovasc Surg. 2017 Apr 18. pii: S1078-5884(17)30155-7. 

DOI:10.1016/j.ejvs.2017.02.033. [Epub ahead of print]
Abstract

Objective/background:
Near infrared spectroscopy (NIRS) continuously monitors regional

cerebral oxygenation (rSO2) in the frontal lobes. This method may be

used in patients during carotid endarterectomy to indicate the need for

shunting. The aim of the study was to evaluate the value of NIRS in

determining the need for selective shunting during CEA. A secondary aim

was to compare NIRS with stump pressure.

Methods:
Between January 2013 and October 2016, 185 patients from two vascular

units, undergoing CEA under local anaesthesia were prospectively included.

All patients gave informed consent to participate; there were no exclusion

criteria.

A Foresight® oximeter was used for rSO2 measurement, which was

compared with stump pressure. Receiver operating characteristic curve

analysis was used to identify optimal cutoff points, and sensitivity,

specificity, and positive and negative predictive values were calculated.

Results:
Twenty patients (10.8%) developed neurological symptoms during

clamping. Mean stump pressure was lower in the group that developed

neurological symptoms than in the group who did not (34 ± 19 mmHg vs.

55 ± 17 mmHg [p < . 01]). Corresponding NIRS results for the decrease in

rSO2 on the ipsilateral side was 15 ± 7% versus 4 ± 6% (p < .01).

Using stump pressure ≤50 mmHg as cutoff value for predicting symptoms,

the sensitivity was 85% (95% confidence interval [CI] 64-95) and

specificity 54% (95% CI 46-61). With a relative decrease in NIRS saturation

(ΔrSO2) of 9%, sensitivity was 95% (95% CI 76-99), and specificity 81%

(95% CI 74-86) to predict ischaemic symptoms during carotid clamping.

Neurological deterioration during carotid clamping was detected in one

patient with a relative decrease in rSO2 of <9% compared with three

patients with a stump pressure >50 mmHg.

Conclusion:
NIRS allows continuous non-invasive monitoring of cerebral oxygenation

during CEA, with high sensitivity and acceptable specificity in predicting

cerebral ischaemia and the need for shunting, which makes it an attractive

alternative to stump pressure.

Copyright © 2017 European Society for Vascular Surgery. Published by Elsevier Ltd. All rights reserved.

PMID: 28431821

DOI: 10.1016/j.ejvs.2017.02.033
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Bissacco D, et al. 
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Abstract

We evaluated the evolution of chronic medical therapy in patients admitted

for carotid endarterectomy (CEA) over a 13-year period and to analyze

the difference in medical treatment between symptomatic and

asymptomatic patients.

A retrospective study was conducted on patients treated between 2002 and

2015. The use of antiplatelets (acetylsalicylic acid [ASA], ticlopidine, and

clopidogrel), oral anticoagulant therapy (OAT), statins and

antihypertensives (angiotensin-converting enzyme inhibitors [ACEI]/

angiotensin receptor blockers [ARBs], β-blockers [BB]) administration

was evaluated.

During the study period, 852 CEAs were performed in 681 (79.9%)

asymptomatic patients.

Prescription rate increased significantly for ASA (+29.2%), clopidogrel

(+10.3%), statins (+60.8%), ACE-I/ARBs (+31.1%), and BB (+19.3%; all

Ptrend < .05). No significant modification was observed for ticlopidine and

OAT (ticlopidine use was abandoned in the recent years, but this difference

was not significant due to the small numbers). A lower medication intake

was recorded for symptomatic patients when compared with asymptomatic

patients, except for OAT and clopidogrel.

Our analysis suggests that medical therapy has changed over the

years for patients with carotid stenosis.

Although this is a big step toward best medical therapy, preoperative

drug therapy remains suboptimal in symptomatic patients.

PMID: 28446026 [PubMed - as supplied by publisher]

Full text at journal site

24) NEAR INFRARED SPECTROSCOPY AS A PREDICTOR FOR SHUNT REQUIREMENT DURING CAROTID ENDARTERECTOMY.
Jonsson M, Lindström D, Wanhainen A, Djavani Gidlund K, Gillgren P.
Eur J Vasc Endovasc Surg. 2017 Apr 18. pii: S1078-5884(17)30155-7. 

DOI:10.1016/j.ejvs.2017.02.033. [Epub ahead of print]
Abstract

Objective/background:
Near infrared spectroscopy (NIRS) continuously monitors regional

cerebral oxygenation (rSO2) in the frontal lobes. This method may be

used in patients during carotid endarterectomy to indicate the need for

shunting. The aim of the study was to evaluate the value of NIRS in

determining the need for selective shunting during CEA. A secondary aim

was to compare NIRS with stump pressure.

Methods:
Between January 2013 and October 2016, 185 patients from two vascular

units, undergoing CEA under local anaesthesia were prospectively included.

All patients gave informed consent to participate; there were no exclusion

criteria.

A Foresight® oximeter was used for rSO2 measurement, which was

compared with stump pressure. Receiver operating characteristic curve

analysis was used to identify optimal cutoff points, and sensitivity,

specificity, and positive and negative predictive values were calculated.

Results:
Twenty patients (10.8%) developed neurological symptoms during

clamping. Mean stump pressure was lower in the group that developed

neurological symptoms than in the group who did not (34 ± 19 mmHg vs.

55 ± 17 mmHg [p < . 01]). Corresponding NIRS results for the decrease in

rSO2 on the ipsilateral side was 15 ± 7% versus 4 ± 6% (p < .01).

Using stump pressure ≤50 mmHg as cutoff value for predicting symptoms,

the sensitivity was 85% (95% confidence interval [CI] 64-95) and

specificity 54% (95% CI 46-61). With a relative decrease in NIRS saturation

(ΔrSO2) of 9%, sensitivity was 95% (95% CI 76-99), and specificity 81%

(95% CI 74-86) to predict ischaemic symptoms during carotid clamping.

Neurological deterioration during carotid clamping was detected in one

patient with a relative decrease in rSO2 of <9% compared with three

patients with a stump pressure >50 mmHg.

Conclusion:
NIRS allows continuous non-invasive monitoring of cerebral oxygenation

during CEA, with high sensitivity and acceptable specificity in predicting

cerebral ischaemia and the need for shunting, which makes it an attractive

alternative to stump pressure.

Copyright © 2017 European Society for Vascular Surgery. Published by Elsevier Ltd. All rights reserved.
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25) SAFETY OF EARLY CAROTID ENDARTERECTOMY AFTER INTRAVENOUS THROMBOLYSIS IN ACUTE ISCHEMIC STROKE.
Gunka I, Krajickova D, Lesko M, Renc O, Raupach J, Jiska S, Lojik M,

Chovanec V, Maly R . 
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Abstract

Background: The timing of carotid endarterectomy (CEA) after

intravenous thrombolysis (IVT) is still a controversial issue.

The aim of this study was to assess the safety of early carotid interventions

in patients treated with thrombolysis for acute ischemic stroke.

Material and methods: A retrospective analysis was performed using

prospectively collected data from consecutive patients who underwent CEA

for symptomatic internal carotid artery stenosis within 14 days after the

index neurological event during the period from January 2013 to July 2016.

Patients who had undergone IVT before CEA were identified. The primary

outcome measures were any stroke and death rate at 30 days, symptomatic

intracerebral hemorrhage and surgical site bleeding requiring intervention.

Results: A total of 93 patients were included for the final analysis. Among

these, 13 (14.0%) patients had undergone IVT prior to CEA while 80

(86.0%) patients had CEA only. The median time interval between IVT

and CEA was 2 days (range 0-13). A subgroup of six patients underwent

CEA within 24 hours of administration of IVT. The 30 days combined stroke

and death rate was 7.7% (1 of 13) among patients undergoing IVT prior to

CEA and 5.0% (4 of 80) among those undergoing CEA only (p=0.690). In

the IVT group, there were no cerebral hemorrhages or significant surgical

site bleeding events requiring reintervention.

Conclusions: Our experience indicates that carotid endarterectomy

performed early after intravenous thrombolysis for acute ischemic stroke,

aiming not only to reduce the risk of stroke recurrence, but also to achieve

neurological improvement by reperfusion of the ischemic penumbra, may

be safe and can lead to favorable outcomes.

Copyright © 2017 Elsevier Inc. All rights reserved.

PMID: 28479465
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26) THE CURRENT STATUS OF CAROTID ENDARTERECTOMY PART I: RANDOMIZED TRIALS VERSUS MEDICAL MANAGEMENT.
Hertzer NR 
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DOI:10.1016/j.avsg.2017.04.004. [Epub ahead of print]

Abstract

A vascular surgeon is consulted to evaluate a patient because of carotid

stenosis. By the time the surgeon enters the examining room or arrives at

the bedside, he (she) is aware of the sex and age of the patient as well as

the severity of the stenosis on a recent high-quality imaging study.

After asking if the patient has had any related symptoms and how long ago

they occurred, the surgeon has all of the information that is necessary to

determine, in the absence of serious comorbidities, whether this patient is

an appropriate candidate for carotid intervention and even how quickly it

should be performed.

Why? Because so much essential spadework comparing relative risks and

benefits of carotid endarterectomy (CEA) versus medical treatment was

done by the randomized clinical trials conducted in North America and

Europe in the late 1980s and early 1990s.

These trials may not be timeless, since contemporary antiplatelet agents

and statin drugs could provide better stroke prevention than the

management used in their medical cohorts.

However, their conclusions still remain the benchmark for the selection of

patients to have CEA or carotid angioplasty and stenting.

Their subset analyses have been published during more than 25 years in a

variety of journals, many of which are not ordinarily read by surgeons.

This review is merely a reminder of their importance.

Copyright © 2017 Elsevier Inc. All rights reserved.

PMID: 28479454 [PubMed - as supplied by publisher]
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27) SURGICAL TREATMENT OF RESIDUAL DISTAL INTIMAL FLAP DURING EVERSION CAROTID ENDARTERECTOMY.
Veroux P, Giaquinta A, Ardita V, D'Arrigo G, De Marco E, Veroux M.

Ann Vasc Surg. 2017 Apr 28. pii: S0890-5096(16)30797-X. 

DOI:10.1016/j.avsg.2017.01.014. [Epub ahead of print]

Abstract

Background:
Eversion carotid endarterectomy (ECEA) is an effective surgical technique

for the treatment of internal carotid artery (ICA) stenosis.

However, a residual distal intimal flap (DIF) may determine a higher rate of

neurological complications. The treatment of DIF may be challenging and no

definitive approach has been described. We describe a simple surgical

option for the treatment of DIF.

Methods:
After internal ECEA has been performed, stitches are positioned at the side

of intimal flap. Suture sequence is performed from internal-externalexternal-

internal artery wall including the everted internal carotid artery

(ICA), maintaining the suture thread inside the vessel. Once the ICA is

correctly repositioned the suture thread are pulled out. Once the standard

carotid anastomosis has been performed, the flap is finally tacked.

Results:
15 patients have undergone surgical repair of DIF with the modified

technique. No patients developed neurological complications after the

surgical procedure, and all patients are still alive at last follow-up visit.

Conclusion:
This simple technique seems a safe and feasible surgical option to correct

DIF, avoiding challenging surgical procedures that may increase operative

and clamping time.

Copyright © 2017 Elsevier Inc. All rights reserved.

PMID: 28461185

DOI: 10.1016/j.avsg.2017.01.014

28) TECHNICAL ASPECTS OF TRANSCAROTID ARTERY REVASCULARIZATION (TCAR) USING THE ENROUTE TRANSCAROTID NEUROPROTECTION AND STENT SYSTEM.
Malas MB, Leal J, Kashyap V, Cambria RP, Kwolek CJ, Criado E.

J Vasc Surg. 2017 Mar;65(3):916-920.

doi: 10.1016/j.jvs.2016.11.042.

Abstract

Transcarotid artery revascularization (TCAR) with the ENROUTE

transcarotid neuroprotection and stent system (Silk Road Medical,

Inc, Sunnyvale, Calif) combines surgical principles of

neuroprotection with less invasive endovascular techniques to treat

high grade stenosis in the carotid artery.

The ENROUTE Neuroprotection System allows the surgeon to directly access

the common carotid artery to initiate high rate temporary blood flow

reversal to protect the brain while performing carotid angioplasty and

stenting. Unprotected catheterization of the arch and lesion is, thus,

avoided.

Pivotal data from the Safety and Efficacy Study for Reverse Flow Used

During Carotid Artery Stenting Procedure (ROADSTER) study of high-risk

patients undergoing TCAR have showed a low stroke rate compared with

other prospective trials of endovascular carotid intervention.

The aim of this article is to provide specific technical details of TCAR.

Copyright © 2016 Society for Vascular Surgery.

Published by Elsevier Inc. All rights reserved.

PMID: 28236931 [PubMed - indexed for MEDLINE]
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29) CAROTID ARTERY STENTING IS ASSOCIATED WITH A HIGHER INCIDENCE OF MAJOR ADVERSE CLINICAL EVENTS THAN CAROTID ENDARTERECTOMY IN FEMALE PATIENTS.
Bennett KM, Scarborough JE.
J Vasc Surg. 2017 May 11. pii: S0741-5214(17)30933-3.

doi: 10.1016/j.jvs.2017.03.413. [Epub ahead of print]

Abstract

Background: The optimal approach to carotid revascularization in

female patients with carotid artery stenosis is widely debated.

Information available is largely derived from clinical trials that include only

highly selected patients. The goal of this study was to compare the early

clinical outcomes in women who undergo carotid artery stenting (CAS) vs

carotid endarterectomy (CEA).

Methods: Female patients undergoing CAS or CEA between January 1,

2012 and December 31, 2015, and who were included in the Procedure

Targeted American College of Surgeons National Surgical Quality

Improvement Program were assessed for their incidence of early

postoperative complications. The primary outcome measure was 30-day

incidence of a major adverse clinical event (MACE; defined as death, stroke,

transient ischemic attack, or myocardial infarction/arrhythmia).

Univariable analyses were used to compare results between female patients

undergoing CEA and those undergoing CAS. Propensity score matching

techniques were used to create a cohort of 125 CAS and CEA patients who

were well matched for all known patient-, disease-, and procedure-related

factors.

Analysis of comparative outcomes between the propensity-matched groups

was then performed.

Results: The overall study population consisted of 5620 female CEA

patients and 131 female CAS patients. Of these patients, 290 (5.2%) from

the CEA group and 16 (12.2%) from the CAS group sustained a MACE in the

first 30 days after their procedures. Within the propensity-matched cohort,

the 30-day incidence of postoperative MACE in the CAS group of this cohort

was 11.2% (14 patients) compared with 4.0% (5 patients; odds ratio, 1.01

[95% confidence interval, 1.01-7.77]; P = .04) in the CEA group.

Conclusions:
 Our analysis of a "real-world" clinical registry suggests that carotid

artery stenting CAS may be inferior to carotid endarterectomy CEA in

female patients who require carotid artery revascularization.

Copyright © 2017 Society for Vascular Surgery.

Published by Elsevier Inc. All rights reserved.
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30) Endovascular treatment of carotid blowout syndrome.

Review article

Bond KM, Brinjikji W, Murad MH, Cloft HJ, Lanzino G.
J Vasc Surg. 2017 Mar;65(3):883-888.

doi: 10.1016/j.jvs.2016.11.024.

Abstract

Background: Carotid blowout syndrome (CBS) is a life-threatening

complication of head and neck cancer and radiation therapy. Endovascular

techniques have emerged as preferable alternatives to surgical ligation for

treatment of CBS. We performed a systematic review and meta-analysis to

study periprocedural complications and outcomes of CBS patients treated

with coil embolization and covered stents.

Methods: A comprehensive literature search identified studies that

reported outcomes of endovascular treatment of CBS published from 2000

to April 2016. Outcomes included technical success, postoperative

rebleeding, survival time, and perioperative complications. Meta-analyses

were performed using a random-effects model.

Results: Twenty-five noncomparative studies with 559 patients were

included in the meta-analysis. Technical success rate was 100% in both

coiling and covered stenting groups. Median survival time was 3 months

(range, 0-96 months) for all CBS patients. Overall perioperative mortality

was 11% (95% confidence interval [CI], 5%-17%). Postoperative

rebleeding rate was 27% (95% CI, 19%-367%). Perioperative stroke and

infection rates were 3% (95% CI, 1%-6%) and 1% (95% CI, 0%-5%),

respectively. At last follow-up, 39% of patients were alive (95% CI, 29%-

48%).

Conclusions:
 Coil embolization and stent grafts may both be safe treatment

options for CBS with few perioperative complications and high rates

of technical success, but prognosis after treatment remains poor.

 In general, noncomparative studies do not demonstrate differences

between the two techniques with respect to periprocedural

complications and patient outcomes.

Copyright © 2016 Society for Vascular Surgery.

Published by Elsevier Inc. All rights reserved.
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31) A NOVEL ANTEGRADE APPROACH FOR SIMULTANEOUS CAROTID ENDARTERECTOMY AND ANGIOPLASTY OF PROXIMAL LESIONS IN PATIENTS WITH TANDEM STENOSIS OF SUPRAAORTIC ARCH VESSELS.
Radak D, et al. 

Ann Vasc Surg. 2017 May 23. pii: S0890-5096(17)30699-4.

doi: 10.1016/j.avsg.2017.05.023. [Epub ahead of print]

Abstract

Introduction: To date all published studies analyzing simultaneous

treatment of carotid and proximal atherosclerotic lesions are describing

retrograde approach and several technical variations.

In the presented study, for the first time antegrade approach is described

for simultaneous carotid endarterectomy (CEA) and associated

brachiocephalic trunk (BCT) or common carotid artery (CCA) angioplasty in

the hybrid operating room.

Methodology: From January 2012 till January 2016 antegrade hybrid

procedures were performed in 18 patients. All patients were admitted to our

Institute for elective supraaortic arch multidetector CT angiography

(MDCT)* when significant simultaneous proximal and distal supraaortic

arch lesions were revealed. After surgical exposure of carotid arteries,

proximal lesions were crossed by antegrade approach. Prior to stent

placement, internal carotid artery (ICA) is clamped at its origin with the

guidewire placed in the external carotid artery (ECA). After primary stenting

and control arteriography, CCA and ECA are clamped and the ICA clamp

moved more distally. An arteriotomy is performed in the CCA, with flushing

of possible debris and thrombus before performance of the eversion CEA,

once again flushing before completion of the anastomosis. Follow up ranged

from 6 to 36 months with average follow up of 22.15±11.31 months.

Results: All procedures went uneventfully. Out of 18 patients, 11 were

males and 7 females, mean age 66.6±3.82 yrs. In 10 patients (55.5%)

simultaneous CEA and CCA angioplasty was performed, in 7 (38.9%) CEA

and BCT angioplasty and in 1 patient (5.5%) tubular graft interposition

between the CCA and the ICA and CCA angioplasty. In 6 patients (33.3%)

CCA/BCT balloon angioplasty alone was performed simultaneously with CEA.

None of the patient had postoperative transient ischemic attack, stroke,

hematoma, dissection, myocardial infarction or ischemia in the early

postoperative period and during the follow up.

There were no lethal outcomes, neither in the early postoperative course

nor during the follow up.

Conclusion:
 Antegrade approach for simultaneous treatment of proximal CCA/BCT

and distal carotid lesions with temporary ICA clamping is safe and

feasible procedure that should be thought of in the future in addition

to already described retrograde approach.

Copyright © 2017 Elsevier Inc. All rights reserved.

PMID: 28549958 [PubMed - as supplied by publisher]
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32) PREDICTORS OF CROSS-CLAMP-INDUCED INTRAOPERATIVE MONITORING CHANGES DURING CAROTID ENDARTERECTOMY USING BOTH ELECTROENCEPHALOGRAPHY AND SOMATOSENSORY EVOKED POTENTIALS.
Domenick Sridharan N, et al. 

J Vasc Surg. 2017 Jul 5. pii: S0741-5214(17)31360-5.

doi: 10.1016/j.jvs.2017.04.064. [Epub ahead of print]

Abstract

Objective:
The efficacy of selective shunting during carotid endarterectomy (CEA)

using intraoperative monitoring (IOM) for detection of cerebral ischemia is

well established.

There is mounting evidence that monitoring of both electroencephalography

(EEG) and somatosensory evoked potentials (SSEPs) increases the

sensitivity of cerebral ischemia detection.

Predictors of cerebral ischemia requiring selective shunt placement using

IOM of both EEG and SSEPs have not been previously identified.

Methods:
Consecutive patients who underwent CEA between January 1, 2000, and

December 31, 2010, were retrospectively analyzed. Primary end points

were IOM changes at any time during the operation or IOM changes with

carotid cross-clamping.

Risk factors assessed included demographics; baseline comorbidities;

severity of ipsilateral and contralateral disease; symptomatic status; and

use of statin, antiplatelet, and beta-blocker medications.

Univariate and multivariate logistic regression was used for analysis.

Results:
During the 11-year study period, a total of 758 patients underwent 804

CEAs (mean age, 70.6 ± 9.5 years; 59.8% male; 39.2% symptomatic)

using IOM of both SSEPs and EEG for selective shunting guidance.

Postoperative stroke rate was 1.37%; 27.1% of patients had significant

SSEP or EEG changes, and 49.1% of these were clamp induced (within

5 minutes of cross-clamping). Of these patients, 83.2% received a shunt

(11.4% overall).

The most common reason that a shunt was not placed after cross-clampinduced

changes was that the changes resolved with further blood pressure

elevation (8 of 17 patients).

Clamp-induced IOM changes were predictive of postoperative stroke (odds

ratio [OR], 5.5; P = .005). Risk factors for clamp-induced IOM changes

were contralateral carotid occlusion (OR, 2.5; P = .01), symptomatic

stenosis (OR, 1.8; P = .006), and diabetes (OR, 1.6; P = .03), whereas

there was a trend toward increased risk with female sex (OR, 1.5; P = .08).

Risk factors for any IOM change (clamp and nonclamp induced) were

symptomatic carotid stenosis (OR, 1.8; P < .001), use of beta blockers (OR,

1.5; P = .03), and female sex (OR, 1.5; P = .02).

Conclusions:
 Whereas some patients can be expected to experience intraoperative

monitoring (IOM) changes by monitoring of somatosensory evoked

potentials (SSEPs) and electroencephalography (EEG), a much

smaller percentage will receive a shunt.

 Contralateral carotid occlusion, symptomatic stenosis, diabetes, and

female sex increase the risk of clamp-induced IOM changes and

should be anticipated to need a shunt.

 Patients receiving beta blockers are likely to experience IOM changes

during the operation that are not associated with clamping.

Copyright © 2017 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved. PMID: 28688529
DOI: 10.1016/j.jvs.2017.04.064

33) FACTORS AFFECTING OPERATIVE TIME AND OUTCOME OF CAROTID ENDARTERECTOMY IN THE VASCULAR QUALITY INITIATIVE.
Perri JL, et al.  
J Vasc Surg. 2017 Jul 13. pii: S0741-5214(17)31069-8.

doi: 10.1016/j.jvs.2017.03.426. [Epub ahead of print]
Abstract

OBJECTIVE: Prior studies have suggested a relationship between operative

(Op) time and outcome after major vascular procedures.

This study analyzed factors associated with Op time and outcome after

carotid endarterectomy (CEA) in the Vascular Quality Initiative (VQI) registry.

Methods: Elective, primary CEAs without high anatomic risk or

concomitant procedures from 2012 to 2015 in the VQI were analyzed (N =

26,327, performed by 1188 surgeons from 249 centers).

Multivariable analysis was used to identify patient, procedure, and surgeon

factors associated with Op time and major adverse events (MAEs),

categorized as either technical (ipsilateral stroke, cranial nerve injury,

reoperation) or cardiac (myocardial infarction, congestive heart failure,

dysrhythmia requiring treatment, surgical site infection, and death).

Results: The mean CEA Op time in the VQI was 114 minutes, with the

mean Op time for individual surgeons ranging from 37 to 305 minutes.

Procedural factors and the surgeon's volume were responsible for much of

the variation in overall Op time (patient factors that reflected demographics

and comorbidities each added 5.9 to 6.8 minutes; procedural factors, such

as patch angioplasty and completion duplex ultrasound, each added 5.5 to

16.4 minutes; the lowest quartile of the surgeon's annual case volume

added 24 minutes).

Chi-pie analysis demonstrated that patient factors accounted for 17% of variability in Op time; procedural factors, 44%; and the surgeon's annual volume, 39%.
Increasing Op time was highly associated with increased rates of major

adverse events MAEs (P < .001 for cardiac, technical, and death rates).

Based on hierarchical multiple logistic regression, cardiac complications

were independently associated with increased Op time (comparing

surgeons in highest quartile of Op time with those in the lowest: odds ratio,

2.16 for cardiac MAE; 95% confidence interval, 1.59-2.95; P < .001) but

not with the surgeon's annual volume.

Technical complications were independently associated with a

surgeon's low volume (comparing surgeons with the highest annual case

volume by quartile against the lowest: odds ratio, 1.25 for technical MAE;

95% confidence interval, 1.06-1.48; P < .001) but not with Op time.

Conclusions:
 Op time for elective, primary CEAs varies substantially across

surgeons in the VQI.

 Increased Op time is associated with a surgeon's lower annual

CEA volume in addition to patient variables and techniques

employed.

 Cardiac complications after CEA are associated with longer Op

time, whereas

 Technical complications are associated with a surgeon's low

annual volume.

Copyright © 2017 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved.
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https://www.ncbi.nlm.nih.gov/m/pubmed/28712813/

34) CAROTID ARTERY STENTING VERSUS ENDARTERECTOMY FOR STROKE PREVENTION: A META-ANALYSIS OF CLINICAL TRIALS.
Sardar P, et al. 

J Am Coll Cardiol. 2017 May 9;69(18):2266-2275.

doi: 10.1016/j.jacc.2017.02.053.

Abstract

Background: Data conflict regarding the relative effectiveness of carotid

artery stenting (CAS) and carotid artery endarterectomy (CEA) for the

prevention of stroke due to carotid artery stenosis.

Objectives: The authors performed an updated meta-analysis evaluating

the efficacy and safety of CAS versus CEA, given recently published clinical

trial data.

Methods: Databases were searched through April 30, 2016. Randomized

trials with ≥50 patients, that had exclusive use of embolic-protection

devices, and that compared CAS against CEA for the treatment of carotid

artery stenosis were selected. We calculated summary odds ratios (ORs)

and 95% confidence intervals (CIs) using a random-effects model.

Results: We analyzed 6,526 patients from 5 trials with a mean follow-up

of 5.3 years. The composite outcome of periprocedural death, stroke,

myocardial infarction (MI), or nonperiprocedural ipsilateral stroke was not

significantly different between therapies (OR: 1.22; 95% CI: 0.94 to 1.59).

The risk of any periprocedural stroke plus nonperiprocedural ipsilateral

stroke was higher with CAS (OR: 1.50; 95% CI: 1.22 to 1.84). The risk of

higher stroke with CAS was mostly attributed to periprocedural minor stroke

(OR: 2.43; 95% CI: 1.71 to 3.46). CAS was associated with significantly

lower risk of periprocedural MI (OR: 0.45; 95% CI: 0.27 to 0.75); cranial

nerve palsy (OR: 0.07; 95% CI: 0.04 to 0.14); and the composite outcome

of death, stroke, MI, or cranial nerve palsy during the periprocedural period

(OR: 0.75; 95% CI: 0.60 to 0.93).

Conclusions:
 CAS and CEA were associated with similar rates of a composite of

periprocedural death, stroke, MI, or nonperiprocedural ipsilateral stroke.

 The risk of long-term overall stroke was significantly higher with CAS,

and was mostly attributed to periprocedural minor stroke.

 CAS was associated with lower rates of periprocedural MI and cranial

nerve palsy than CEA.

Copyright © 2017 American College of Cardiology Foundation. Published by Elsevier

Inc. All rights reserved. PMID 28473130 [PubMed - indexed for MEDLINE]
Full text at journal site
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35) EARLY CAROTID ENDARTERECTOMY PERFORMED 2 TO 5 DAYS AFTER THE ONSET OF NEUROLOGIC SYMPTOMS LEADS TO COMPARABLE RESULTS TO CAROTID ENDARTERECTOMY PERFORMED AT LATER TIME POINTS
Efthymios D. Avgerinos, MD et al., for the Vascular Study Group of New

England

From the Vascular and Endovascular Surgery Society

DOI: http://dx.doi.org/10.1016/j.jvs.2017.05.101

Abstract

Background

Timing of carotid endarterectomy (CEA) after onset of neurologic symptoms

remains controversial. We assessed the association of CEA timing with

postoperative outcomes.

Methods

The Vascular Study Group of New England (VSGNE) database (2003-2014)

was queried to identify CEA performed for symptomatic carotid stenosis

during the same hospitalization. Cases were divided into four groups based

on the time from onset of neurologic symptoms to CEA: group I, <2 days;

group II, 2 to 5 days; group III, ≥6 days; and group IV, same-day CEA.

The χ2 test and t-test were used to compare demographics, medical history,

modified Rankin scores, and outcomes (30-day postoperative death, stroke,

myocardial infarction, and aggregate events [stroke/myocardial infarction]).

Multivariable logistic regression was used to compare the association of

time to surgery with outcomes while adjusting for confounding variables.

Kaplan-Meier and Cox proportional hazards regression analyses were

performed at 1 year to evaluate survival and stroke rates between the groups.

Results

There were 989 of 14,864 VSGNE CEA cases that fit the inclusion criteria.

The frequency of cases was highest in group II (36.6%), followed by groups

I (31.9%), III (18.9%), and IV (12.4%). Age, gender, and comorbidity

compositions were similar between groups, although group III had the

highest rates of diabetes mellitus, coronary artery disease, coronary artery

bypass graft procedures, congestive heart failure, and American Society of

Anesthesiologists class 4 and the highest modified Rankin score (P < .05).

Stroke rates were highest in group I (7.3%; P = .016), whereas group III

had the highest rate of discharges to nursing facilities (37.2%; P < .001);

other adverse outcomes were comparable among groups. CEAs in group I

had significantly increased adjusted odds of stroke; adverse outcomes of

CEAs in groups II and III were comparable to those in group IV.

Conclusions

 Our results suggest that CEAs performed 2 to 5 days after a

neurologic event have similar outcomes to CEAs performed ≥6 days

later.

 Early CEA should be considered an area for quality improvement

among these patients.

http://www.jvascsurg.org/article/S0741-5214(17)31615-4/fulltext

36) THE VALUE OF CAROTID ENDARTERECTOMY AS A LEARNING TOOL FOR TRAINEES.
Cacioppa LM, et al. 
Ann Vasc Surg. 2017 Sep 7. pii: S0890-5096(17)30972-X.

doi: 10.1016/j.avsg.2017.08.024. [Epub ahead of print]
Abstract

Introduction: Carotid endarterectomy (CEA) intervention needs a

specific training and a sufficient learning curve to obtain optimal results in

terms of outcome. A formative program was settled up in a single academic

center in order to optimize training of standard CEA procedures. This study

aims to evaluate the 11-year results of the teaching CEA program.

Methods: The trainees CEA teaching program is carried on during the 5-

year vascular surgery residency period and it is stratified as follows:

learning theory and intervention assistance (minimum 50 procedures peryear)

in the first and second residency-year; performing CEA as second

operator in the third and fourth residency-year (minimum 50 procedures

per-year); CEA execution as first operator with attending supervision in the

last residency-year. All CEA procedures from 2005 to 2015 were

retrospectively collected and the 30-day results were compared according to

the expertise of the first operator: experienced vascular surgeons (EVS) vs.

trainees. All CEA procedures were performed in general anesthesia, with

routine shunting and patching.

Results: In the study period 1379 (361-26.2% symptomatic; 1018-

73.8% asymptomatic) CEAs were performed. Trainees performed 199-

14.4% CEAs as first operator. Patients submitted to CEA by trainees were

similar in terms of preoperative clinical characteristics except for the

patients-age (trainees 72.4year vs EVS 70.8year, p=.02) and smoking

history (trainees 30.7% vs EVS 24.1, p =.04). The 30-day complication

rates were similar in CEA performed by trainees vs. EVS: stroke 0.5% vs

1.1%, p =.5; death 0.0% vs. 0.5%, p =.6; stroke/death 0.5% vs. 1.7%,

p=.24; hematoma 3.0% vs. 2.2%, p =.48; CNI 9.0% vs. 7.8%, p =.47,

respectively. The intervention time was significantly longer in CEAs

performed by trainees compared to EVS: 104±1.9 min vs. 98±1.0 min, p

=.02.

Conclusion:
 With a defined CEA teaching program trainees can obtain results

similar to those of more experienced surgeons in terms of clinical

outcome at the price of an increased intervention time.

Copyright © 2017. Published by Elsevier Inc.

PMID 28890063 [PubMed - as supplied by publisher]
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37) PERIOPERATIVE OUTCOMES AFTER REOPERATIVE CAROTID ENDARTERECTOMY ARE WORSE THAN EXPECTED.
Krafcik BM, et al. 
J Vasc Surg. 2017 Oct 14. pii: S0741-5214(17)32091-8.

doi: 10.1016/j.jvs.2017.08.053. [Epub ahead of print]
Abstract

Objective: Reoperative carotid endarterectomy (CEA) can be technically

challenging because of significant scarring as a consequence of the initial

CEA procedure. There are limited data that describe outcomes after

reoperative CEA, and as such, our goal was to determine the effect of

reoperative CEA on perioperative outcomes.

Methods: The American College of Surgeons National Surgical Quality

Improvement Program (ACS NSQIP) database was queried for patients

undergoing index and reoperative CEA between 2005 and 2014. Multivariate

analysis was performed to assess the effect of reoperative CEA on outcomes

including stroke, major adverse cardiovascular event, and procedure time.

Results: There were 75,943 index and 140 reoperative CEAs identified.

No differences were found in baseline demographics or comorbidities except

that the reoperative group had a higher incidence of patients with end-stage

renal disease (3.6% vs 1.1%; P = .004). Prior stroke with deficit (20.8% vs

15.4%; P = .137) and without deficit (11.5% vs 9.1%; P = .43) were

similar between reoperative and index CEA groups. Both the reoperative

and index initial CEA cohorts had comparable rates of surgical site infection

(0.7% vs 0.3%; P = .462), return to the operating room (3.6% vs 4%; P =

.816), readmission with 30 days (2.1% vs 6.9%; P = .810), myocardial

infarction (2.1% vs 0.9%; P = .125), and perioperative death (0.7% vs

0.9%; P = .853). The reoperative cohort had a significantly higher rate of

perioperative stroke (5.0% vs 1.6%; P = .002) and a longer operative

duration (137 ± 54 vs 116 ± 49 minutes; P < .001).

Multivariate analysis revealed that reoperative CEA was an independent

factor for postoperative stroke (odds ratio, 3.71; 95% confidence interval

[CI], 1.61-8.57; P = .002), major adverse cardiovascular event (odds ratio,

2.76; 95% CI, 1.32-5.78; P = .007), and longer procedure time (means

ratio, 1.21; 95% CI, 1.12-1.30; P < .001).

Conclusions:
 Reoperative carotid surgery is associated with a longer operative time

and higher risk for perioperative stroke compared with index carotid

endarterectomy (CEA).

[La reoperación de la carótida se asocia con un tiempo

quirúrgico más prolongado y un mayor riesgo de ictus

perioperatorio en comparación con la endarterectomía

carotídea (CEA) inicial. Dr. Yara]

 This information informs the risk-benefit analysis for reoperation.

Copyright © 2017 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved.
PMID 29042076 [PubMed - as supplied by publisher]
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38) PREOPERATIVE ANTIPLATELET AND STATIN USE DOES NOT AFFECT OUTCOMES AFTER CAROTID ENDARTERECTOMY.
Krafcik BM, et al. 

Ann Vasc Surg. 2017 Oct 31. pii: S0890-5096(17)31040-3.

doi: 10.1016/j.avsg.2017.10.002. [Epub ahead of print]

Abstract

Objective: The use of statin and antiplatelet medications has been

advocated in patients with cerebrovascular disease as primary medical

therapy and as an adjunct to carotid endarterectomy (CEA).

Our goal was to assess the prevalence of preoperative statin and

antiplatelet use and its effect on perioperative outcomes after CEA.

Methods: The American College of Surgeons National Surgical Quality

Improvement Program targeted CEA database was queried for patients

undergoing CEA between 2011 and 2014. Multivariable analysis was used to

assess for the effect of preoperative statin and antiplatelet use on CEA.

Results: There were 13521 CEAs identified. The average age was 71

and 61.5% were male. More than half (57.9%) of patients were

asymptomatic. Preoperative statin use was in 80.5% and antiplatelet use

was seen in 89.3% of patients.

Statin use was more common in patients with higher BMI [Body Mass Index.

Dr. Yara], independent functional status, diabetes, hypertension, bleeding

disorders or anticoagulation, non-smokers, and asymptomatic patients

(P<.05).

On univariate analysis statin use was not associated with postoperative

myocardial infarction (MI) (1.9% vs. 1.4%, P=.085), stroke (1.8% vs.

1.9%, P=.55), transient ischemic attack (0.9% vs. 1.1%) or major adverse

cardiac events (MACE) (4% vs. 3.6%).

On multivariate analysis, preoperative statin use did not independently

affect 30 day mortality (OR 0.94, 95% CI 0.55-1.6, P=.825), perioperative

MI (OR 1.1, 95% CI 0.77-1.58, P=.573), stroke (OR 0.891, 95% CI 0.64-

1.2, P=0.42) or MACE (OR 1.03, 95% CI 0.81-1.32, P=.806).

Antiplatelet use was more common with male gender, non-smoking,

diabetics, hypertension, COPD, dyspnea, asymptomatic carotid disease.

On univariate analysis antiplatelet use showed no effect on 30 day mortality

(0.7% vs. 1%, P=.28), myocardial infarction (MI) (1.9% vs. 1.7%, P=.73),

stroke (1.8% vs. 1.8%, P=.94), transient ischemic attack (TIA) (0.9% vs.

1%, P=.63), or major adverse cardiac events (MACE) (3.9% vs. 4%, P=.8).

On multivariate analysis, preoperative antiplatelet use did not independently

affect 30 day mortality (OR 0.67, 95% CI 0.37-1.3, P=.19), perioperative

MI (OR 0.9, 95% CI 0.59-1.38, P=.637), stroke (OR 0.92, 95% CI 0.61-1.4,

P=0.69) or MACE (OR 0.88, 95% CI 0.66-1.18, P=.39).

Conclusions:
 Preoperative statin and antiplatelet use in patients undergoing CEA

was more often observed in patients with higher rates of

comorbidities and asymptomatic disease and this may represent

closer follow-up and engagement with primary care physicians in this

patient cohort.

 Preoperative statin and antiplatelet use did not affect perioperative

outcomes suggesting that its short-term use is not essential.

 In patients who are not on statins or antiplatelet medications, CEA

can safely be performed before consideration is given to their

initiation.
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Abstract

Objective: Length of stay (LOS) is commonly used to gauge hospital

resource utilization and can affect hospital profit margin. Other fields of

surgery have showed that operations performed close to the weekend have

longer LOS and higher patient morbidity. Our goal was to investigate

whether asymptomatic patients undergoing elective carotid endarterectomy

(CEA) earlier in the week had a shorter LOS and improved clinical outcomes

compared to those treated before the weekend.

Methods: The Vascular Quality Initiative (VQI) database was queried for

elective weekday CEAs performed for asymptomatic carotid stenosis from

2005 to 2017.

Univariate and multivariate analysis were completed to compare outcomes

based on the day of the week.

Results: There were 26,882 asymptomatic CEAs performed on Monday

(20.3%), Tuesday (23.0%), Wednesday (21.3%), Thursday (18.8%), and

Friday (16.6%).

The mean patient age was 70.5 years and 59.2% were male.

Thirty-day mortality (.4%) and perioperative complications including stroke

(1.4%), myocardial infarction (MI) (.7%), and return to the operating room

(1.5%) were not significantly different across weekdays.

Patients were discharged on statins in 84.2% of cases and aspirin in 91.5%

of cases.

The mean Length of stay (LOS) ranged from 1.6±2.2 days to 1.8±3.2 days.

CEAs performed on Fridays had a longer LOS (1.8±2.4; P<.001).

Multivariate analysis demonstrated that CEAs performed on Friday had

longer LOS compared to those performed on Monday through Thursday

(Means Ratio: 1.05, 95% CI: 1.03-1.07; P<.001).

However there were no differences in perioperative complications to

attribute this to.

Friday CEA did not have an effect on discharge medication compliance with

aspirin (Odds Ratio: .94, 95% CI: .82-1.07; P=.339) or statin medications

(Odds Ratio: .90, 95% CI: .79-1.03; P=.126).

Conclusion:
 Asymptomatic CEA performed before the weekend was associated

with longer Length of stay (LOS) although there were no differences

in perioperative mortality, morbidity and discharge medication

compliance.

 Such Length of stay (LOS) increase, albeit small, may affect the

hospital profit margin for the procedure and performing an elective

CEA on asymptomatic patients earlier in the week may benefit in a

shorter Length of stay (LOS).

 Improved team staffing and resources on weekends are potential

areas for improvement for earlier discharge; however, future

investigation is needed.

Copyright © 2017. Published by Elsevier Inc.
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Abstract

Objective: The objective of this study was to describe characteristics and inhospital

outcomes of patients treated with carotid endarterectomy (CEA) and

carotid artery stenting (CAS) for stroke in evolution (SIE) under routine

conditions in Germany.

Methods: This secondary data analysis is based on the German statutory

quality assurance database for carotid revascularization procedures. Patients

with SIE who had undergone CEA or CAS were included. The primary outcome

was any new stroke or all-cause death until hospital discharge. Descriptive

statistics were calculated using statistical standard methods. To identify factors

that are associated with the primary or secondary outcomes, a multilevel

multivariable regression analysis was performed (exploratory approach).

Results: Between 2009 and 2014, a total of 5058 patients (mean age, 70 ±

11 years; 68% male) with stroke in evolution (SIE) were treated with CEA (n =

3176) or percutaneous transluminal angioplasty/CAS (n = 1882).

The primary outcome occurred in 9.0% and 11.7% after CEA and CAS,

respectively.

The multivariable regression analysis revealed that age (per 10-year increase:

risk ratio [RR], 1.30; 95% confidence interval [CI], 1.12-1.50), American

Society of Anesthesiologists (ASA) class (ASA class 4 and 5 vs ASA class 3: RR,

2.34; 95% CI, 1.65-3.32), ipsilateral degree of stenosis (occlusion vs severe

stenosis: RR, 1.90; 95% CI, 1.29-2.79; low grade vs severe stenosis: RR,

3.06; 95% CI, 1.55-6.02), and neurologic deficit on admission (modified

Rankin scale score of 3-5 vs 0-2: RR, 1.48; 95% CI, 1.04-2.10) are

significantly associated with the risk of stroke or death after emergency CEA

for SIE.

In patients treated with CAS, only age (per 10-year increase: RR, 1.58; 95%

CI, 1.37-1.82), ASA class (ASA class 1 and 2 vs ASA class 3: RR, 0.66; 95%

CI, 0.46-0.95; ASA class 4 and class 5 vs ASA class 3: RR, 1.91; 95% CI,

1.31-2.78), and ipsilateral degree of stenosis (moderate vs severe stenosis:

RR, 0.19; 95% CI, 0.04-0.77; occlusion vs severe stenosis: RR, 1.63; 95% CI,

1.18-2.25) were significantly associated with the primary outcome rate.

Conclusions:
 Emergency carotid revascularization is associated with a combined

stroke or death rate of about 10% under routine conditions in Germany.

 Lower age, lower ASA class, moderate to high-grade stenosis, and less

severe neurologic deficit preceding CEA potentially serve as protective factors.
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Abstract

Introduction: A 2011 meta-analysis comparing eversion (eCEA) with

conventional (cCEA) carotid endarterectomy in 16,251 patients concluded that

eCEA was associated with lower rates of peri-operative stroke and late

occlusion compared with cCEA.

However, randomised controlled trials (RCTs) showed no difference in

outcomes.

Since then, the literature contains outcome data on 49,500 patients

undergoing eCEA or cCEA.

An updated meta-analysis was performed to establish whether eCEA

confers significant benefit over cCEA.

Methods: This was a systematic review of PubMed/Medline, Embase, and

Cochrane databases for RCTs and observational studies (OSs) comparing eCEA

with cCEA. A sensitivity analysis was also performed using data from OSs with

a Newcastle-Ottawa score >5.

Results: There were 25 eligible studies (5 RCTs, 20 OSs) involving 49,500

CEAs (16,249 eCEAs; 33,251 cCEAs). RCT data: Compared with cCEA, eCEA

did not confer significant reductions in 30 day stroke, death, death/stroke,

death/stroke/MI, or neck haematoma. However, eCEA was associated with

reduced late restenosis (OR 0.40; p = .001). OS data: eCEA was associated

with significant reductions in 30 day death (OR 0.46; p < .0001), stroke (OR

0.58; p < .0001), death/stroke (OR 0.52; p < .0001), death/stroke/MI (OR

0.50; p < .0001), and late restenosis (OR 0.49; p = .032) compared with cCEA.

RCT and OS data combined: eCEA was associated with significant reductions in

30 day death (OR 0.55; p < .0001), stroke (OR 0.63; p = .004), death/stroke

(OR 0.58; p < .0001), and late restenosis (OR 0.45; p = .004) compared with

cCEA. eCEA vs. patched cCEA (RCT and OS data): There were no differences

between the two procedures except for neck haematoma, where eCEA was

better than patched cCEA.

Conclusions:
 Using combined randomised controlled trials (RCTs) and observational

studies (OSs) data, eversion carotid endarterectomy (eCEA) was

superior to conventional carotid endarterectomy (cCEA) regarding perioperative

outcomes (stroke, death, death/stroke) and late restenosis,

but was similar to patched CEA in both early and late outcomes.

 This updated meta-analysis suggests that early and late outcomes

following conventional carotid endarterectomy cCEA are similar to

eversion carotid endarterectomy (eCEA), provided the arteriotomy is

patched.
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Abstract

Introduction: A 2011 meta-analysis comparing eversion (eCEA) with

conventional (cCEA) carotid endarterectomy in 16,251 patients concluded that

eCEA was associated with lower rates of peri-operative stroke and late

occlusion compared with cCEA.

However, randomised controlled trials (RCTs) showed no difference in

outcomes.

Since then, the literature contains outcome data on 49,500 patients

undergoing eCEA or cCEA.

An updated meta-analysis was performed to establish whether eCEA

confers significant benefit over cCEA.

Methods: This was a systematic review of PubMed/Medline, Embase, and

Cochrane databases for RCTs and observational studies (OSs) comparing eCEA with cCEA. A sensitivity analysis was also performed using data from OSs with a Newcastle-Ottawa score >5.

Results: There were 25 eligible studies (5 RCTs, 20 OSs) involving 49,500

CEAs (16,249 eCEAs; 33,251 cCEAs). RCT data: Compared with cCEA, eCEA

did not confer significant reductions in 30 day stroke, death, death/stroke,

death/stroke/MI, or neck haematoma. However, eCEA was associated with

reduced late restenosis (OR 0.40; p = .001). OS data: eCEA was associated

with significant reductions in 30 day death (OR 0.46; p < .0001), stroke (OR

0.58; p < .0001), death/stroke (OR 0.52; p < .0001), death/stroke/MI (OR

0.50; p < .0001), and late restenosis (OR 0.49; p = .032) compared with

cCEA.RCT and OS data combined: eCEA was associated with significant reductions in 30 day death (OR 0.55; p < .0001), stroke (OR 0.63; p = .004), death/stroke (OR 0.58; p < .0001), and late restenosis (OR 0.45; p = .004) compared with cCEA. eCEA vs. patched cCEA (RCT and OS data): There were no differences between the two procedures except for neck haematoma, where eCEA was better than patched cCEA.

Conclusions:
 Using combined randomised controlled trials (RCTs) and observational

studies (OSs) data, eversion carotid endarterectomy (eCEA) was

superior to conventional carotid endarterectomy (cCEA) regarding perioperative

outcomes (stroke, death, death/stroke) and late restenosis,

but was similar to patched CEA in both early and late outcomes.

 This updated meta-analysis suggests that early and late outcomes

following conventional carotid endarterectomy cCEA are similar to

eversion carotid endarterectomy (eCEA), provided the arteriotomy is

patched.
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Abstract

Objectives: To compare results of open and endovascular management of

post-carotid endarterectomy (CEA) restenosis.

Methods: This was a retrospective single centre matched case control study.

From 2005 to 2015, 148 consecutive interventions for post-CEA restenosis

were performed: 80 cases received carotid artery stenting (CAS) and 68 cases

received redo CEA. Propensity score based matching was performed in a 1:1

ratio to compare outcomes. Coronary artery disease, degree of the carotid

restenosis, timing of the re-intervention with respect to the primary

intervention (greater or less than 24 months) and the presence of ipsilateral

brain lesions were the covariates included in the matching. Peri-operative

outcomes were analysed with χ2 tests, while late results were estimated by

Kaplan-Meier methods.

Results: After propensity matching, 32 CAS interventions were matched with

32 redo CEAs. There were no peri-operative deaths or strokes. Cranial nerve

palsy occurred in seven patients in the redo CEA group. Median duration of

follow-up was 36 months (interquartile range 24-60; range 6-120). The

estimated 5 year survival rate was 94% in the CAS group and 72% in the redo

CEA group (p=.1, log rank 2.4). There were no significant differences between

the groups in terms of stroke free survival. In the CAS group, no severe

restenosis were found, while in the redo CEA group eight patients had severe

restenosis or occlusion of the operated carotid artery. Freedom from secondary

restenosis at 4 years was 100% in the CAS group and 72.5% in the redo CEA

group (p=.005, log rank 7.9). The corresponding figures in terms of freedom

from secondary re-intervention were 100% and 83%, respectively (p=.02, log

rank 4.8).

Conclusions:
 Carotid artery stenting (CAS) and redo carotid endarterectomy (CEA) in

patients with post- carotid endarterectomy (CEA) restenosis provided

similar peri-operative results in a sample of equivalent patients.

 Carotid artery stenting (CAS) patients had better follow-up results in

terms of secondary restenosis and re-interventions.

 Further analysis is required with a larger number of patients and a

longer follow-up time.
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Abstract

Objectives: To compare results of open and endovascular management of

post-carotid endarterectomy (CEA) restenosis.

Methods: This was a retrospective single centre matched case control study.

From 2005 to 2015, 148 consecutive interventions for post-CEA restenosis

were performed: 80 cases received carotid artery stenting (CAS) and 68 cases

received redo CEA. Propensity score based matching was performed in a 1:1

ratio to compare outcomes. Coronary artery disease, degree of the carotid

restenosis, timing of the re-intervention with respect to the primary

intervention (greater or less than 24 months) and the presence of ipsilateral

brain lesions were the covariates included in the matching. Peri-operative

outcomes were analysed with χ2 tests, while late results were estimated by

Kaplan-Meier methods.

Results: After propensity matching, 32 CAS interventions were matched with

32 redo CEAs. There were no peri-operative deaths or strokes. Cranial nerve

palsy occurred in seven patients in the redo CEA group. Median duration of

follow-up was 36 months (interquartile range 24-60; range 6-120). The

estimated 5 year survival rate was 94% in the CAS group and 72% in the redo

CEA group (p=.1, log rank 2.4). There were no significant differences between

the groups in terms of stroke free survival. In the CAS group, no severe

restenosis were found, while in the redo CEA group eight patients had severe

restenosis or occlusion of the operated carotid artery. Freedom from secondary

restenosis at 4 years was 100% in the CAS group and 72.5% in the redo CEA

group (p=.005, log rank 7.9). The corresponding figures in terms of freedom

from secondary re-intervention were 100% and 83%, respectively (p=.02, log

rank 4.8).

Conclusions:
 Carotid artery stenting (CAS) and redo carotid endarterectomy (CEA) in

patients with post- carotid endarterectomy (CEA) restenosis provided

similar peri-operative results in a sample of equivalent patients.

 Carotid artery stenting (CAS) patients had better follow-up results in

terms of secondary restenosis and re-interventions.

 Further analysis is required with a larger number of patients and a

longer follow-up time.
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Abstract

Objectives: To compare results of open and endovascular management of

post-carotid endarterectomy (CEA) restenosis.

Methods: This was a retrospective single centre matched case control study.

From 2005 to 2015, 148 consecutive interventions for post-CEA restenosis

were performed: 80 cases received carotid artery stenting (CAS) and 68 cases

received redo CEA. Propensity score based matching was performed in a 1:1

ratio to compare outcomes. Coronary artery disease, degree of the carotid

restenosis, timing of the re-intervention with respect to the primary

intervention (greater or less than 24 months) and the presence of ipsilateral

brain lesions were the covariates included in the matching. Peri-operative

outcomes were analysed with χ2 tests, while late results were estimated by

Kaplan-Meier methods.

Results: After propensity matching, 32 CAS interventions were matched with

32 redo CEAs. There were no peri-operative deaths or strokes. Cranial nerve

palsy occurred in seven patients in the redo CEA group. Median duration of

follow-up was 36 months (interquartile range 24-60; range 6-120). The

estimated 5 year survival rate was 94% in the CAS group and 72% in the redo

CEA group (p=.1, log rank 2.4). There were no significant differences between

the groups in terms of stroke free survival. In the CAS group, no severe

restenosis were found, while in the redo CEA group eight patients had severe

restenosis or occlusion of the operated carotid artery. Freedom from secondary

restenosis at 4 years was 100% in the CAS group and 72.5% in the redo CEA

group (p=.005, log rank 7.9). The corresponding figures in terms of freedom

from secondary re-intervention were 100% and 83%, respectively (p=.02, log

rank 4.8).

Conclusions:
 Carotid artery stenting (CAS) and redo carotid endarterectomy (CEA) in

patients with post- carotid endarterectomy (CEA) restenosis provided

similar peri-operative results in a sample of equivalent patients.

 Carotid artery stenting (CAS) patients had better follow-up results in

terms of secondary restenosis and re-interventions.

 Further analysis is required with a larger number of patients and a

longer follow-up time.
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Abstract

Background: Carotid artery occlusive disease can cause stroke by

embolization, thrombosis, and hypoperfusion. The majority of strokes

secondary to cervical carotid atherosclerosis are believed to be of embolic

etiology. However, cerebral hypoperfusion could be an important factor in

perioperative stroke. We retrospectively reviewed the stump pressure (SP) of

carotid endarterectomy (CEA) of patients at Pennsylvania Hospital to identify

whether physiologic perfusion differences account for differences in

perioperative stroke rates, particularly in octogenarians.

Methods: We conducted a retrospective review of our prospectively

maintained database for CEA performed between 1992 and 2015. SP was

measured and recorded for 1190 patients. A low SP was defined as systolic

pressure <50 mm Hg. Shunts were used only for patients under general

anesthesia with SP <50 mm Hg, for awake patients with neurologic changes

with carotid clamping, and in some patients with recent stroke.

Results: Symptomatic patients were more likely to have SP <50 mm Hg

compared with asymptomatic patients (35.6% vs 26.2%; P = .0015). Patients

having SP <50 mm Hg had a higher postoperative stroke rate compared with

patients with SP >50 mm Hg (2.9% vs 0.9%; P = .0174). Octogenarians were

more likely to have a lower SP compared with patients younger than 80 years

(35.7% vs 27.7%; P = .0328). Symptomatic patients with low SP were at

highest risk for perioperative stroke (6.4% vs 1.2%; P = .001) compared with

patients without these factors.

Conclusions:
 Stump pressure is a marker for decreased cerebrovascular reserve and

along with symptomatic status identifies those at highest risk for

periprocedural stroke with carotid endarterectomy.

 Whereas patients older than 80 years may benefit from carotid

intervention, they are likely to be at somewhat elevated stroke risk

because of higher prevalence of low stump pressure, and shunting does

not eliminate this risk.
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Abstract

Introduction:
Carotid endarterectomy is one of the most performed vascular

procedures.

Since the first reports in the late 1950's the conventional open and the

eversion techniques are the popularized ones. A short extraction or partial

eversion technique has been previously described and recently has been

subject to case-series reports.

Objective: to present the experience of a teaching hospital with modified or

partial eversion endarterectomy compared to the conventional open procedure,

performed exclusively by training vascular surgeons.

Method: retrospective review of a consecutive series of cases from January

2002 to June 2016.

Results: There were 355 operations. The mean age was 70 years-old (range

41-90), 72.39% were males, 53.5% were symptomatic. There were 7.3% of

contralateral occlusions and 12.1% of higher than 70% contralateral stenosis.

General anesthesia was employed in 56% of cases and regional blockage in the remaining cases. A selective shunt was used in 10 patients among those

operated with regional blockage (6.9%; 3.1% of the total group of patients)

and one patient (0.5%) operated with general anesthesia. There were 73 open

procedures with primary closure, 23 patch closures, 259 partial eversion

procedures.

The mean operation time for the primary closure, patch closure and eversion

techniques were respectively 129.9 min (range 75-220), 137.5 min (range

120-160) and 109.7 min (range 45-230) with a significant difference (p <

0.0001, Kruskal-Wallis test).

The mean clamping time for the same techniques were respectively 23.5 min

(range 13-50), 42 min (range 20-60) and 17.1 min (range 9-41) with a

significant difference (p < 0.0001, Kruskal-Wallis test).

There were 2.25% of transient ischemic events, 2.54% of cerebrovascular

accidents, 1.97% of death and a combined death/CVA rate of 3.94%, with no

statistical difference between the surgical techniques.

The incidence of neck hematoma was 5.63% and of cranial nerve injury

2.54%. There were 3.66% of patients submitted to late reoperation for

restenosis.

When results were analyzed according to the academic period of the last year

of training there were no difference regarding time and complications.

Conclusion:
 Modified or partial eversion endarterectomy seems to be safely

performed and applicable for the teaching of new vascular surgeons.

Copyright © 2018 Elsevier Inc. All rights reserved.
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49) SEPTIC CAROTID ENDARTERECTOMY PATCH AS A RESULT OF PREOPERATIVETOOTH EXTRACTION.
Fok KC, Chan YC, Law Y, Cheng SW.
Ann Vasc Surg. 2018 Mar 5. pii: S0890-5096(18)30210-3.

doi: 10.1016/j.avsg.2018.01.085. [Epub ahead of print]

Abstract

Infected carotid patch are rare. We present a gentleman who had an elective

carotid endarterectomy with Dacron patch closure for symptomatic carotid

stenosis under regional anaesthesia, and presented one month later with a

discharging sinus at the lower aspect of the neck wound. CT scan showed a rim

enhancing collection next to the carotid bifurcation.

He subsequently underwent patch excision and repair with autologous

saphenous vein graft, with good recovery. Of significance was that he had

dental extraction for a loose tooth one day before the index operation as

advised by the anesthestist.

Streptococcus viridans species, which are part of the normal flora of

oral cavity, were isolated from tissue culture.

This is the first case in the world's literature of a patient who had

Streptococcus viridans carotid patch infection which may be related to his preoperative tooth extraction.

PMID: 29518512 [PubMed - as supplied by publisher]

Full text at journal site
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50) NEAR INFRARED SPECTROSCOPY AS A PREDICTOR FOR SHUNT REQUIREMENT DURING CAROTID ENDARTERECTOMY.
Jonsson M, Lindstrom D, Wanhainen A, Djavani Gidlund K, Gillgren P.

Eur J Vasc Endovasc Surg. 2017 Jun;53(6):783-791.

doi: 10.1016/j.ejvs.2017.02.033. Epub 2017 Apr 19.

Abstract

Objective/background:
Near infrared spectroscopy (NIRS) continuously monitors regional cerebral

oxygenation (rSO2) in the frontal lobes. This method may be used in patients during carotid endarterectomy to indicate the need for shunting.

The aim of the study was to evaluate the value of NIRS in determining the

need for selective shunting during CEA. A secondary aim was to compare NIRS

with stump pressure.

Methods:
Between January 2013 and October 2016, 185 patients from two vascular

units, undergoing CEA under local anaesthesia were prospectively included. All

patients gave informed consent to participate; there were no exclusion criteria.

A Foresight R oximeter was used for rSO2 measurement, which was compared

with stump pressure.Receiver operating characteristic curve analysis was used to identify optimal cutoff points, and sensitivity, specificity, and positive and negative predictive values were calculated.

Results:
Twenty patients (10.8%) developed neurological symptoms during clamping.

Mean stump pressure was lower in the group that developed neurological

symptoms than in the group who did not (34 �} 19 mmHg vs. 55 �} 17 mmHg [p < . 01]). Corresponding NIRS results for the decrease in rSO2 on the

ipsilateral side was 15 �} 7% versus 4 �} 6% (p < .01). Using stump pressure ≤50 mmHg as cutoff value for predicting symptoms, the sensitivity was 85% (95% confidence interval [CI] 64-95) and specificity 54% (95% CI 46-61). With a relative decrease in NIRS saturation (ΔrSO2) of 9%, sensitivity was 95% (95% CI 76-99), and specificity 81% (95% CI 74-86) to predict ischaemic symptoms during carotid clamping. Neurological deterioration during carotid clamping was detected in one patient with a relative decrease in rSO2 of <9% compared with three patients with a stump pressure >50 mmHg.

Conclusion:
 Near infrared spectroscopy (NIRS) allows continuous non-invasive

monitoring of cerebral oxygenation during CEA, with high sensitivity and

acceptable specificity in predicting cerebral ischaemia and the need for

shunting, which makes it an attractive alternative to stump pressure.

Copyright © 2017 European Society for Vascular Surgery. Published by

Elsevier Ltd. All rights reserved.
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51) EMERGENT CAROTID ENDARTERECTOMY VERSUS STENTING IN ACUTE STROKE PATIENTS WITH TANDEM OCCLUSION. 
Slawski DE, et al. 
J Vasc Surg. 2018 May 19. pii: S0741-5214(18)30277-5. 

doi: 10.1016/j.jvs.2017.12.077. [Epub ahead of print] 

Abstract 
Objective: Acute stroke due to tandem cervical internal carotid artery (ICA) and intracranial large-vessel occlusion (ILVO) has a high rate of morbidity and mortality. The most appropriate treatment strategy for the extracranial culprit lesion remains unclear. 

In this study, we report our institutional outcomes with two approaches: emergent carotid endarterectomy (CEA) and carotid artery stenting (CAS). 

Methods: Patients with tandem ICA-ILVO were identified in a prospective mechanical thrombectomy (MT) database between July 2012 and April 2016. 

Patients had a concomitant complete ICA origin occlusion and occlusion of the intracranial ICA or M1 or M2 middle cerebral artery segment. 

Baseline characteristics, procedural data, and treatment times were reviewed. End points included good recanalization of both ICA and ILVO, symptomatic intracerebral hemorrhage (defined by clinical decline of >4 points on the National Institutes of Health Stroke Scale), and functional outcome at 90 days. 

Results: Forty-five patients had tandem ICA-ILVO occlusion; 27 patients underwent emergent CAS and 12 patients underwent emergent CEA after MT. Successful Thrombolysis in Cerebral Infarction grade 2B/3 recanalization was achieved in 92% of the CEA and 96% of the CAS patients (P = .53). Three CAS patients (11%) and none of the CEA patients had symptomatic intracerebral hemorrhage (P = .54). At 90 days, 75% (9/12) of the CEA patients were functionally independent compared with 70% (19/27) in the CAS group (P = 1.0). No deaths were noted in the CEA group compared with five (18.5%) in the CAS arm (P = .30). 

Conclusions:
 Our study indicates that early recanalization with mechanical thrombectomy followed by emergent carotid endarterectomy is safe and feasible- 

 Which suggests that both carotid artery stenting and carotid endarterectomy should be considered in the emergent treatment of patients with tandem occlusion. 

Copyright © 2018 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved. 
PMID 29789214 [- as supplied by publisher] 
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52) ANTIPLATELET THERAPY IN CAROTID ARTERY STENTING AND CAROTID ENDARTERECTOMY IN THE ASYMPTOMATIC CAROTID SURGERY TRIAL-2 
A.HuibersacA. HallidayaR. BulbuliabG. CoppidG. J.de Borstc ACST-2 Collaborative Group 

Volume 51, Issue 3, March 2016, Pages 336-342 

https://doi.org/10.1016/j.ejvs.2015.11.002 

Abstract 
Objective 
Strokes are infrequent but potentially serious complications following carotid intervention, but antiplatelet therapy can reduce these risks. There are currently no specific guidelines on dose or duration of peri-procedural antiplatelet treatment for patients undergoing carotid intervention. Within the ongoing Asymptomatic Carotid Surgery Trial-2 (ACST-2), this study aimed at assessing the current use of antiplatelet therapy before, during, and after CEA and CAS in patients with asymptomatic carotid stenosis. 

Methods 
Questionnaires were sent to ACST-2 collaborators seeking information about the use of antiplatelet therapy during the pre-, peri-, and post-operative periods in patients undergoing carotid intervention at 77 participating sites and also whether sites tested for antiplatelet therapy resistance. 

Results 
The response rate was 68/77 (88%). For CAS, 82% of sites used dual antiplatelet therapy (DAPT) pre-operatively and 86% post-operatively with a mean post-procedural duration of 3 months (range 1–12), while 9% continued DAPT life-long. For CEA only 31% used DAPT pre-operatively, 24% post-operatively with a mean post-procedural duration of 3 months (range 1–5), while 10% continued DAPT life-long. 

For those prescribing post-procedural mono antiplatelet (MAPT) therapy (76%), aspirin was more commonly prescribed (59%) than clopidogrel (6%) and 11% of centres did not show a preference for either aspirin or clopidogrel. 

Eleven centres (16%) tested for antiplatelet therapy resistance. 

Conclusion

 There appears to be broad agreement on the use of antiplatelet therapy in ACST-2 patients undergoing carotid artery stenting and surgery. 

 Although evidence to help guide the duration of peri-procedural antiplatelet therapy is limited, long-term treatment with DAPT appears similar between both treatment arms.

Keywords: Carotid artery stenosis, Carotid artery stenting, Carotid endarterectomy, Antiplatelet therapy 

53) NECK HAEMATOMA AFTER CAROTID ENDARTERECTOMY: RISKS, RESCUE, AND PREVENTION. 
Tamaki T, Morita A. 
Br J Neurosurg. 2018 Apr 28:1-5. 

doi: 10.1080/02688697.2018.1468018. [Epub ahead of print] 

Abstract 
Objective: 
This study was performed to identify risk factors for neck haematoma requiring re-exploration after carotid endarterectomy. Neck haematoma is a well-known complication after carotid endarterectomy, but there has been little discussion about intraoperative techniques for its prevention. 

We also investigated an intraoperative neck flexion technique for prevention of neck haematoma. 

Methods: 
A retrospective study reviewed 384 carotid endarterectomies performed at our institution from 2003 to 2016. The endpoint was neck haematomas requiring re-exploration after carotid endarterectomy. Endpoint predictors (general factors, preoperative medication, and intraoperative factors) were identified by univariate analysis. Our intraoperative neck flexion technique involved changing the neck and head position from extension to flexion during carotid endarterectomy. In patients with neck haematoma, we assessed the interval from carotid endarterectomy to re-exploration, the source of bleeding, and the method of airway rescue.

Results: 
There was one major and three minor perioperative strokes (1.1%). Neck haematoma occurred in 9 patients (2.4%). Univariate analysis (odds ratio [95% confidence interval]) identified preoperative clopidogrel therapy (4.19 [1.03-17.06], P = .04) and not using protamine sulfate after heparin (4.13 [1.02-25.06], P = .04) as risk factors for haematoma. 

We used the intraoperative neck flexion technique in 87 patients and no neck haematomas occurred. There was no additional morbidity and no mortality in the patients who required re-exploration. The interval between carotid endarterectomy and re-exploration ranged from 0 to 30 hours. 

Intubation before was often difficult. We recommended using a laryngeal mask and performing minor wound re-exploration under local anesthesia before tracheal intubation for general anesthesia.

Haematomas were mainly caused by venous bleeding or capillary oozing. 

Conclusions: 
 This study showed that neck haematoma is uncommon after carotid endarterectomy, but requires emergency airway rescue and re-exploration. 

PMID: 29706113    DOI: 10.1080/02688697.2018.1468018 

https://www.ncbi.nlm.nih.gov/pubmed/29706113

54) ASSOCIATION BETWEEN OPERATOR SPECIALTY AND OUTCOMES AFTER CAROTID ARTERY REVASCULARIZATION. 
Hussain MA, et al. 

J Vasc Surg. 2018 Feb;67(2):478-489.e6. 

doi: 10.1016/j.jvs.2017.05.123. Epub 2017 Aug 18.

Abstract 
Objective: 
To examine the association between operator specialty and 30-day outcomes among patients undergoing carotid endarterectomy and carotid artery stenting. 

Methods: 
We conducted a population-based, observational cohort study of all individuals who underwent carotid endarterectomy or stenting in Ontario, Canada (population, 13.6 million) between April 1, 2002, and March 1, 2015, using administrative claims databases. 

We stratified endarterectomy and stenting patients according to operator specialty, and followed them for 30 days after the procedure. 

For carotid endarterectomy, we compared outcomes between vascular surgeons and nonvascular surgeons. 

For carotid artery stenting, we compared outcomes between radiologists and neurosurgeons. 

We built multilevel multivariable logistic regression models adjusted for patient demographics, comorbidities, carotid artery symptom status, and annual institutional and operator volume to examine rates of 30-day stroke or death. 

Results: 
A total of 16,544 patients were studied (n = 14,301 endarterectomy and n = 2243 stenting). 

Vascular surgeons performed the majority (55.7%) of carotid endarterectomy procedures, followed by 

 neurosurgeons (21.0%), 

 general surgeons (15.3%), and 

 cardiac surgeons (7.9%). 

Radiologists (82.5%) and neurosurgeons (17.5%) performed carotid artery stenting. 

In the endarterectomy group, the risk of stroke or death was higher among patients treated by nonvascular surgeons (4.0%) compared with vascular surgeons (2.9%; adjusted odds ratio [OR], 1.32; 95% confidence interval [CI], 1.08-1.62; P = .008).

This difference was driven by a higher rate of stroke among nonvascular surgery-treated patients (3.6%) compared with vascular surgery-treated patients (2.5%; adjusted OR, 1.38; 95% CI, 1.11-1.71). The risk of death was similar between the two groups. With respect to specific nonvascular surgery specialties, the rate of 30-day stroke or death was higher in endarterectomy patients treated by neurosurgeons (4.1%; adjusted OR, 1.27; 95% CI, 1.00-1.61) and cardiac surgeons (4.4%; adjusted OR, 1.54; 95% CI, 1.04-2.30) compared with vascular surgeons (2.9%). Patients who underwent carotid artery stenting by radiologists vs neurosurgeons experienced 30-day stroke or death at similar rates (8.0% vs 7.9%, respectively; adjusted OR, 1.07; 95% CI, 0.66-1.74; P = .79). 

Conclusions: 
 The risk for periprocedural stroke or death was significantly higher among carotid endarterectomy patients treated by nonvascular surgeons (neurosurgeons and cardiac surgeons) compared with vascular surgeons. 

 Operator specialty did not seem to have a significant effect on periprocedural outcomes among patients who underwent carotid artery stenting. 

 These results can have implications for physician referral practices and local policies. 

Copyright © 2017 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved. 
PMID: 28823867 
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55) EMERGENT CAROTID STENT REMOVAL AFTER CAROTID STENT THROMBOSIS.
Moulakakis KG, Lazaris AM.
Ann Vasc Surg. 2018 Jan;46:401-406.

doi: 10.1016/j.avsg.2017.08.014. Epub 2017 Sep 5.
Abstract

Background: Acute carotid stent thrombosis in patients undergoing CAS is

a relatively rare and potentially devastating complication influencing

significantly the quality of life. With the increasing use of stenting in clinical

practice, it is expected to represent a more often encountered complication for

physicians performing CAS. Emergent removal of the thrombosed stent and

endarterectomy is indicated when the intrastent thrombosis is not associated

with intracranial carotid branch thrombosis.

Methods: The technique and its peculiarities and tip and tricks of this carotid

operation have not been described meticulously. We describe the steps of the

surgical technique in detail, and we analyze crucial issues associated with the

technique.

Results: We have performed this emergency operation in 2 patients with

acute early stroke after CAS. Both patients presented recovery of their

previous neurologic deficits and had uneventful postoperative course.

Conclusions:
 We illustrate the technique of emergent removal of the thrombosed

stent after CAS.

 If carotid stent thrombosis with no distal extension is documented post

procedurally, emergency stent removal and endarterectomy is the

preferred strategy.

 Special care should be taken to avoid risk of clot dislocation and

consequent cerebral embolization during the surgical exposure of the

carotid bifurcation and placement of the vascular clamps.

Copyright © 2017 Elsevier Inc. All rights reserved.
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56) MANAGEMENT OF PATCH INFECTIONS AFTER CAROTID ENDARTERECTOMY AND UTILITY OF FEMORAL VEIN INTERPOSITION BYPASS GRAFT.
Fatima J, et al. 

J Vasc Surg. 2018 Dec 24. pii: S0741-5214(18)32288-2.

doi: 10.1016/j.jvs.2018.09.036. [Epub ahead of print]
Abstract

Objective: Patch infection after carotid endarterectomy (CEA) is a rare but

devastating complication. A variety of different treatment options are reported;

however, there is currently no consensus on how to manage this highly morbid

problem. The purpose of this study was to review our experience with

management of infectious patch complications after CEA and to highlight utility

of femoral vein interposition bypass grafting.

Methods: All CEA patch infection operations at the University of Florida from

2002 to 2017 were reviewed retrospectively. Preoperative history,

intraoperative details, and postoperative complications were recorded. Bypass

patency was verified with duplex ultrasound imaging (1 month, 6 months,

annually). The primary end point was 30-day stroke or death; secondary end

points included cranial nerve injury, reintervention, reinfection, and survival.

Life tables were used to estimate end points.

Results: Twenty-nine patients (mean age, 70 ± 9 years; male, 76%) were

identified. The index CEA occurred at a median of 15 months (interquartile

range, 1-55 months) preoperatively (39% <2 months after the index

procedure). A variety of patch materials were implicated (Dacron, n = 9;

unknown/undocumented, n = 8; bovine pericardium, n = 5; expanded

polytetrafluoroethylene, n = 3; unidentified nonbiologic prosthetic, n = 3;

saphenous vein, n = 1).

Carotid reintervention antecedent to the infected patch presentation occurred

in 41% (incision and drainage, n = 10; carotid stent, n = 2; vein patch, n =

1). The most common infecting organisms were Staphylococcus and

Streptococcus species (52%; n = 15). The most frequent presentation (46%;

n = 13) was pericarotid abscess or phlegmon (pulsatile neck mass or

pseudoaneurysm, 28% [n = 8]; carotid-cutaneous fistula, 28% [n = 8]).

Reconstruction strategy included femoral vein interposition bypass in 24

patients (83%; nonreversed configuration, 16/24 [67%]), saphenous vein

patch in 4 patients (14%), and femoral vein patch in 1 patient (3%). Median

postoperative length of stay was 5 days (interquartile range, 4-8 days).

Twelve patients (41%) experienced a complication, and the 30-day

stroke/death rate was 7% (death, n = 1; stroke, n = 1).

The single postoperative death occurred in a patient with history of congestive

heart failure who developed a pulseless electrical activity arrest on

postoperative day 11 that resulted in multiorgan system failure. Cranial nerve

injury occurred in 28% (n = 8; cranial nerves X [3], VII [2], XII [2], and IX

[1]), all of which resolved by last follow-up. In follow-up (mean clinical followup,

17 ± 14 months; mean survival time, 108 months [95% confidence

interval, 81-135 months]), two (7%) complained of limb edema with femoral

cutaneous nerve palsy that resolved by 3 months. One interposition bypass

occluded at 3 months (asymptomatic); the remaining grafts remained patent

with no restenosis, reinfection, or reintervention events. The 1- and 5-year

survival was 87% ± 6% and 82% ± 8%, respectively.
Conclusions:
 CEA patch infection can be successfully managed with femoral vein

interposition bypass with acceptable postoperative outcomes.

 Excellent patency can be anticipated with good long-term survival.

 This strategy can be considered especially in cases with carotid size

mismatch or if there is limited availability of alternative biologic

conduits.

Copyright © 2018 Society for Vascular Surgery. Published by Elsevier Inc. All

rights reserved.

PMID 30591294 [ - as supplied by publisher]
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57) ANALYSIS OF THE ROADSTER PIVOTAL AND EXTENDED-ACCESS COHORTS SHOWS EXCELLENT 1-YEAR DURABILITY OF TRANSCAROTID STENTING WITH DYNAMIC FLOW REVERSAL.
Malas MB, et al

J Vasc Surg. 2019 Jan 2. pii: S0741-5214(18)32251-1.

doi: 10.1016/j.jvs.2018.08.179. [Epub ahead of print]

Abstract

Objective:
We report the 1-year outcomes of the Safety and Efficacy Study for

Reverse Flow Used During Carotid Artery Stenting Procedure (ROADSTER)

multicenter trial.

This trial introduced a novel transcarotid neuroprotection system (NPS), the

ENROUTE transcarotid NPS (Silk Road Medical Inc, Sunnyvale, Calif).

Postoperative results demonstrated that the use of the ENROUTE transcarotid

NPS is safe and effective.

The aim of this study was to evaluate the safety of transcarotid artery

revascularization (TCAR) and to present the 1-year outcomes.

Methods:
This study is a prospective, single-arm clinical trial. Current enrollment occurs

in 14 centers. Primary end points were incidence rates of ipsilateral stroke at

1 year after TCAR. Occurrence of stroke was ascertained by an independent

Clinical Events Committee. Patients with anatomic or medical high-risk factors

for carotid endarterectomy (CEA) were eligible to be enrolled in the ROADSTER

trial.

Results:
Overall, 165 patients were included in the long-term follow-up (112 of 141

patients from the pivotal phase and 53 of 78 patients from the extended

access). Mean age was 73.9 years (range, 42.1-91.3 years). Patients aged

75 years and older were 43.3% of the cohort. The majority of patients were

white (92.7%) and male (75.2%). Most patients were asymptomatic (79.9%).

Anatomic risk factors were distributed as follows: contralateral carotid artery

occlusion (11.0%), tandem stenosis of >70% (1.8%), high cervical carotid

artery stenosis (25.0%), restenosis after CEA (25.6%), bilateral stenosis

requiring treatment (4.3%), and hostile neck (14.6%). Medical high-risk

criteria included two-vessel coronary artery disease (14.0%) and severe left

ventricular dysfunction with ejection fraction <30% (1.8%). In general, 43.3%

of patients had at least one anatomic high-risk factor, whereas 29.9% of

patients had medical high-risk factors. Both subsets of factors were present

simultaneously in 26.8% of the cohort. At 1-year follow-up, ipsilateral stroke

incidence rate was 0.6%, and seven patients (4.2%) died. None of the deaths

were neurologic in origin.

Conclusions:
 TCAR with dynamic flow reversal had previously shown favorable 30-day

perioperative outcomes.

 This excellent performance seems to extend to 1 year after TCAR as

illustrated in this analysis.

 The promising results from the ROADSTER trial likely stem from the

novel cerebral protection provided through the ENORUTE transcarotid

NPS in comparison to distal embolic protection devices as well as the

transcarotid approach's circumventing diseased aortic arch manipulation

and minimizing embolization.

 TCAR offers a safe and durable revascularization option for patients who

are deemed to be at high risk for CEA.

Copyright © 2018 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved.
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58) VISUAL OUTCOME OF CAROTID ENDARTERECTOMY IN PATIENTS WITH CAROTID ARTERY STENOSIS.
Yan J, et al. 

Ann Vasc Surg. 2019 Feb 12. pii: S0890-5096(19)30143-8.

doi: 10.1016/j.avsg.2018.12.069. [Epub ahead of print]

Abstract

Purpose: Carotid endarterectomy (CEA) is deemed to restore the blood flow

of the carotid and ophthalmic arteries in patients with carotid artery stenosis.

However, specific changes in visual function before and after CEA are

not well understood; hence, this observational study aimed to investigate

the functional and structural changes in vision after CEA in those patients.

Methods: Patients with severe carotid artery stenosis (>70% with standard

carotid duplex scanning or arteriography) scheduled to undergo CEA were

consecutively recruited for the study between September 2015 and July 2016.

All patients underwent a standardized ophthalmic examination, including

intraocular pressure (IOP) measurement, slit-lamp and fundus examination.

Visual acuity, best corrected visual acuity (BCVA), kinetic and static visual

fields (VFs) were tested to evaluate subjective visual function. Flash and

pattern visual evoked potentials (VEPs) and an electroretinogram (ERG) were

measured for objective visual function. Retinal nerve fiber layer (RNFL)

thickness was scanned using optical coherence tomography for structural

evaluation.

Results: The study involved 15 patients (11 male and 4 female,

corresponding to 30 eyes, mean age, 62.8 ± 5.0 years). After CEA, both

uncorrected and BCVA improved, IOP significantly decreased from 17.41 ±

2.59 mmHg to 15.95 ± 2.50 mmHg (P = 0.0022).

Kinetic VF range increased significantly (P = 0.0126) as did mean sensitivity

from 18.8 ± 5.5dB to 20.6 ± 4.3 dB (P = 0.0208), whereas mean defect

decreased from 8.2 ± 5.3dB to 6.5 ± 4.2 dB (P = 0.025).

RNFL thickness was not significantly altered. Latency of the P2 wave on flash

VEP reduced significantly after CEA (P = 0.0151), whereas the oscillatory

potential amplitude of waveform 3 in the ERG significantly increased after CEA.

Conclusions:
 Our results demonstrate that an improvement in carotid artery and

ophthalmic artery blood flow after Carotid endarterectomy (CEA) does

indeed enhance subjective and objective assessments of visual function

in patients with carotid artery stenosis, including:

- visual acuity,

- kinetic and static visual fields (VFs),

- P2 latency, and

- OP amplitude.

 However, it did not affect Retinal nerve fiber layer (RNFL) thickness.

Copyright © 2019. Published by Elsevier Inc.
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59) CAROTID STENTING WITH DOUBLE LAYERED STENTS: DOUBLE TROUBLE OR DOUBLE BENEFIT?
Safian RD.

Catheter Cardiovasc Interv. 2018 Mar 1;91(4):758-759.

doi: 10.1002/ccd.27562.

Abstract

The use of double layer (covered) stents during carotid artery stenting (CAS)

appears to be safe; attenuation of plaque prolapse and distal embolization is

reasonable but unproven.

Double layer stents are commercially available in Europe but not in the

United States; similar benefits might be obtained by implanting two selfexpanding stents, to decrease the effective free cell area. Embolic protection

devices (EPDs) are recommended in all CAS patients.

 The use of double layer stents does not eliminate the need for EPDs.

© 2018 Wiley Periodicals, Inc.
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60) CAROTID ENDARTERECTOMY OUTCOMES IN THE ELDERLY: A CANADIAN INSTITUTIONAL EXPERIENCE.
Doonan RJ, et al. 

Ann Vasc Surg. 2019 Feb 22. pii: S0890-5096(19)30162-1.

doi: 10.1016/j.avsg.2018.12.084. [Epub ahead of print]

Abstract

Introduction: Carotid endarterectomy (CEA) is a well-established surgical

intervention for stroke prevention in patients with carotid stenosis of all ages.

However, the decision to proceed to operate in the elderly involves a more

complicated risk-benefit assessment due in part, to increased comorbidities

and reduced life expectancy.

Some studies suggest that CEA is more risky in the elderly with worse

outcomes, while others have found no difference.

Our objective was to evaluate and compare outcomes of CEA between elderly

and younger patients at our institution.

Methods: All hospital charts were reviewed for consecutive patients

undergoing CEA from the Jewish General Hospital and the Royal Victoria

Hospital from October 2009-December 2015.

Primary outcomes were ipsilateral stroke, death, and restenosis at 30-days and

1-year.

Secondary outcomes were cranial nerve injury, myocardial infarction (MI),

hematoma, wound infection, cerebral hyperperfusion, and transient ischemic

attacks within 30 days.

Primary and secondary outcomes were compared between patients aged ≥80

years and <80 years old.

Results: 361 patients were included in this study with a mean age 70.2±9.5,

n=247 (68.4%) male, and n=272 (75.8%) symptomatic. Elderly patients were

more often symptomatic (93.8% vs. 71.6%, P<0.0001) and had an increased

length of stay (2.8±5.3 vs. 1.6±1.8, P=0.001). There was no statistically

significant difference in primary outcomes between patients <80 years and

≥80 years including 30-day stroke (1.7% vs. 0%), death (no deaths in either

group), restenosis (8.8% vs. 12.3%), 1-year stroke (1.7% vs. 0%), death

(0.7% vs. 0%), or restenosis (14.9% vs. 13.8%). However, elderly patients

had significantly increased MI risk post-operatively (4.6% vs. 0.7%, P=0.01).

Other complications, including cranial nerve injury (3.7% in <80 years vs.

4.6% in the elderly group) was similar between groups.

Conclusions:
 We found that CEA in the elderly does not have an increased risk of

stroke or death up to one year post-operatively.

 However, the post-operative length of stay is increased and complicated

by significantly more myocardial infarctions, which should weigh

into the decision of whether to perform CEA on an elderly patient.

Copyright © 2019. Published by Elsevier Inc.

PMID 30802579 [ - as supplied by publisher]
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61) NEUTROPHIL TO LYMPHOCYTE RATIO AS A PREDICTOR OF RESTENOSIS AFTER ANGIOPLASTY AND STENTING FOR ASYMPTOMATIC CAROTID STENOSIS.
Dai Z, et al. 

Angiology. 2019 Feb;70(2):160-165.

doi: 10.1177/0003319718784805. Epub 2018 Jun 25.

Abstract

The inflammatory response plays a vital role in the development of in-stent

restenosis (ISR) after carotid angioplasty and stenting (CAS).

The neutrophil to lymphocyte ratio (NLR) has been suggested as a sensitive

inflammatory marker.

We explored the association between neutrophil to lymphocyte ratio (NLR)

and in-stent restenosis (ISR) in carotid angioplasty and stenting (CAS)

patients.

A total of 427 patients who underwent CAS were enrolled. Neutrophil to

lymphocyte ratio was measured before the procedure. Clinical examination and

radiographic evaluation were performed at 6 months and annually after the

procedure. In-stent restenosis was defined as ≥50% stenosis in the treated

lesion. Cox regression was used to identify predictors of ISR after CAS. Of the

459 arteries (in 427 patients) with CAS, 72 (15.7%) were identified with ISR

during a mean follow-up of 14.6 (19.1) months (range, 0.7-120.7 months).

Increased neutrophil to lymphocyte ratio (NLR) (≥2.13) was

significantly related to in-stent restenosis (ISR) in patients with

asymptomatic stenosis (P = .001).

However, significance was not observed in symptomatic stenosis.

On multivariate analysis, baseline NLR ≥ 2.13 (hazard ratio [HR], 2.74; 95%

confidence interval [CI], 1.46-5.14), smoking (HR, 1.99; 95% CI, 1.11-3.58),

residual stenosis (HR, 1.12; 95% CI, 1.09-1.15), and baseline glucose level

(HR, 1.01; 95% CI, 1.01-1.02) were associated with ISR.

Elevated neutrophil to lymphocyte ratio NLR (≥2.13) may be a

predictor of in-stent restenosis ISR after carotid angioplasty and

stenting CAS for asymptomatic stenosis.

PMID 29940783 [Indexed for MEDLINE]

Full text at journal site

62) ASSESSMENT OF LONG-TERM SURVIVAL AND STROKE AFTER CAROTID ENDARTERECTOMY AND CAROTID STENTING IN PATIENTS OLDER THAN 80 YEARS.
Mazzaccaro D, Modafferi A, Malacrida G, Nano G.
J Vasc Surg. 2019 Mar 2. pii: S0741-5214(19)30060-6.

doi: 10.1016/j.jvs.2018.10.121. [Epub ahead of print]

Abstract

Objective: The objective of this study was to analyze preoperative risk

factors affecting long-term survival and the occurrence of stroke in patients

older than 80 years undergoing either carotid endarterectomy (CEA) or carotid

artery stenting (CAS) for carotid stenosis.

Methods: Data of all consecutive patients treated from January 1999 to

December 2017 were retrospectively reviewed and outcomes analyzed.

Kaplan-Meier analysis was used to estimate long-term survival and the risk of

stroke for both groups. Cox proportional hazards analysis was used to assess

the relative risk of all-cause mortality and long-term stroke for patients in the

presence of selected comorbidities, including preoperative symptoms, coronary

artery disease, chronic renal failure, atrial fibrillation (AF), hypertension,

diabetes mellitus, and dyslipidemia. A P value <.05 was considered statistically

significant.

Results: A total of 473 patients older than 80 years (298 men [63%])

underwent either CEA (n = 178) or CAS. At 30 days, one patient died in the

CEA group of unrelated causes; no deaths were recorded after CAS (0.6% vs

0%; P = .18). At 5 years, survival was 67.6% ± 4.9% after CEA and 90.2% ±

2.3% after CAS (P < .0001). The main cause of death after CEA and CAS was

a neoplasm. Estimated freedom from any stroke at 5 years was 97.3% ± 0.5%

after CEA and 93.2% ± 1.2% after CAS (P = .07).

The presence of preoperative AF significantly affected long-term mortality after

CAS (hazard ratio [HR], 1.56; 95% confidence interval [CI], 1.34-1.98; P =

.04) as well as being classified as American Society of Anesthesiologists class 3 at evaluation of the preoperative anesthesiology risk.

The presence of preoperative AF was the only factor that significantly affected

the occurrence of long-term stroke after both CAS (HR, 2.28; 95% CI, 1.86-

5.63; P = .001) and CEA (HR, 3.45; 95% CI, 2.29-8.19; P = .005).

Conclusions:
 Both CEA and CAS showed low 30-day mortality and any-stroke rates in

patients older than 80 years.

 In the long term, survival was significantly better after CAS; however,

deaths after CEA and CAS were mainly unrelated to the procedure.

 No significant differences were recorded in the occurrence of any stroke

in the long term.

 The presence of preoperative atrial fibrillation (AF) significantly affected

long-term survival after CAS as well as being classified as American

Society of Anesthesiologists class 3 at evaluation of the preoperative

anesthesiology risk.

 The presence of preoperative atrial fibrillation (AF) also significantly

affected long-term risk of stroke after both CAS and CEA.

Copyright © 2019 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved. PMID 30837178 [ - as supplied by publisher]
Full text at journal site

63) RISK OF EMERGENT CAROTID ENDARTERECTOMY VARIES BY TYPE OF PRESENTING SYMPTOMS.
Faateh M, Dakour-Aridi H, Kuo PL, Locham S, Rizwan M, Malas M
J Vasc Surg. 2019 Feb 15. pii: S0741-5214(18)32484-4.

doi: 10.1016/j.jvs.2018.10.064. [Epub ahead of print]
Abstract

Background: The timing of carotid revascularization in symptomatic

patients is a matter of ongoing debate. Current evidence indicates that

carotid endarterectomy (CEA) within 2 weeks of symptoms is superior

to delayed treatment.

However, there is little evidence on the outcomes of emergent CEA

(eCEA). The purpose of this study was to compare outcomes of emergency

eCEA vs nonemergent CEA (non-eCEA), stratified by type of presenting

symptoms.

Methods: We analyzed the Vascular Targeted-National Surgical Quality

Improvement Program dataset from 2011 to 2016. Symptomatic patients were

divided into two groups: eCEA and non-eCEA.

Univariable and multivariable methods were used to compare patient

characteristics and to evaluate stroke, death, myocardial infarction (MI),

stroke/death, and stroke/death/MI within 30 days of surgery adjusting for all

potential confounders. A further subgroup analysis was done to compare the

outcomes of eCEA vs non-eCEA stratified by the type of presenting symptoms

(amaurosis, transient ischemic attack [TIA], and stroke).

RESULTS: A total of 9271 patients were identified, of which 10.7% were eCEA

vs 89.3% non-eCEA. Comparing eCEA vs non-eCEA, the two groups were

similar in age (70.8 vs 70.5), female gender (36.3% vs 36.9%), diabetes

(26.2% vs 28.9%), and smoking status (31.9% vs 28.7%; all P > .05).

Patients undergoing eCEA were less likely to be hypertensive (76.2% vs

80.2%; P = .025), but more likely to belong to non-white race (51.5% vs

20.5%; P < .001). The eCEA patients were less likely to be on preprocedural

medication vs non-eCEA (antiplatelets, 76.8% vs 89.2%; statins, 74.2% vs

79.9%; beta-blockers, 44.6% vs 50.4%; all P < .05). The 30-day outcomes

comparing eCEA vs non-eCEA were: stroke, 6.2% vs 3.1%; death, 2% vs 1%;

and stroke/death, 6.9% vs 3.7% (all P < .05). After risk adjustment,

perioperative stroke (odds ratio [OR], 2.04; 95% confidence interval [CI],

1.36-3.0), stroke/death (OR, 1.66; 95% CI, 1.13-2.45), and stroke/death/MI

(OR, 1.58; 95% CI, 1.18-2.23) were higher after eCEA (all P < .01). When

stratified by the type of presenting symptom, eCEA vs non-eCEA stroke

outcomes were similar in patients who presented with stroke or amaurosis

fugax.

However, in the subset of patients presenting with TIA, eCEA had much worse

outcomes compared with non-eCEA (stroke, 8.3% vs 2.5%; stroke/death,

8.3% vs 3.2%) and had significantly higher odds of stroke (OR, 3.12; 95% CI,

1.71-5.68) and stroke/death (OR, 2.24; 95% CI, 1.25-4.03) in the adjusted

analysis (all P < .05).

Conclusions:
 In patients presenting with stroke, eCEA does not seem to add

significant risk compared with non-eCEA.

 However, patients presenting with TIA might be better served with

non-emergent surgery as their risk of stroke is tripled when CEA is

performed emergently.

Copyright © 2018 Society for Vascular Surgery. Published by Elsevier Inc.

All rights reserved. PMID 30777684 [- as supplied by publisher]
Full text at journal site.

64) A SYSTEMATIC REVIEW OF PATCH ANGIOPLASTY VERSUS PRIMARY CLOSURE FOR CAROTID ENDARTERECTOMY.
Review article

Huizing E, Vos CG, van den Akker PJ, Schreve MA, de Borst GJ, Ünlü Ç.
J Vasc Surg. 2019 Feb 18. pii: S0741-5214(18)32558-8.

doi: 10.1016/j.jvs.2018.10.096. [Epub ahead of print]

Abstract

Background: Guidelines recommend routine patching after carotid

endarterectomy (CEA) on the basis of a lower restenosis rate and presumed

lower procedural stroke rate than with primary repair.

Underlying evidence is based on studies performed decades ago with

perioperative care that significantly differed from current standards.

Recent studies raise doubt about routine patching and have suggested that a

more selective approach to patch closure (PAC) might be noninferior for

procedural safety and long-term stroke prevention. The objective was to

review the literature on the procedural safety and perioperative stroke

prevention of PAC compared with primary closure (PRC) after CEA.

Methods: MEDLINE, Embase, and Cochrane Central Register of Controlled

Trials databases were searched from January 1966 to September 2017. Two

authors independently performed the search, study selection, assessment of

methodologic quality, and data extraction. Articles were eligible if they

compared patch closure (PAC) and primary closure (PRC) after carotid

endarterectomy (CEA), were published in English, included human studies, and

had a full text available.

Methodologic quality for nonrandomized studies was assessed using the

Methodological Index for Non-Randomized Studies score; randomized

controlled trials were assessed using Grading of Recommendations

Assessment, Development, and Evaluation. Nonrandomized studies with a

score ≤15 were excluded.

The primary outcome measure was 30-day stroke risk. Secondary outcome

measures were long-term restenosis (>50%) and postoperative bleeding.

Results: Twenty-nine articles met the inclusion criteria, 9 randomized

studies and 20 nonrandomized studies, for a total of 12,696 patients and

13,219 carotid endarterectomies (CEAs). Overall 30-day stroke risk was higher

in the PRC group (odds ratio [OR], 1.9; 95% confidence interval [CI], 1.2-2.9).

After exclusion of nonrandomized studies, this difference was not statistically

significant anymore (OR, 1.8; 95% CI, 0.8-3.9).

The restenosis rate was higher after primary closure (PRC) (OR, 2.2; 95% CI,

1.4-3.4). There were no differences in bleeding complications. Methodologic

quality of the nonrandomized studies was moderate, and seven were excluded.

Quality of the evidence according to Grading of Recommendations Assessment,

Development, and Evaluation was moderate for restenosis, 30-day stroke, and

bleeding.

Conclusions:
 In this systematic review, on the basis of moderate-quality evidence,

perioperative stroke rate was lower after patch closure (PAC)

compared with primary closure (PRC).

 The rate of restenosis was higher after primary closure (PRC),

although the clinical significance of this finding in terms of long-term

stroke prevention remained unclear.

Copyright © 2019. Published by Elsevier Inc.
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65) COST-EFFECTIVENESS OF CAROTID SURGERY.
Vicente Jiménez S, et al. 

Ann Vasc Surg. 2019 May;57:177-186.

doi: 10.1016/j.avsg.2018.09.013. Epub 2018 Nov 28.

Abstract

Background: The purpose of this study is to determinate the costeffectiveness

of carotid endarterectomy (CEA) versus transfemoral stenting

(TFS) and transcervical stenting (TCS) in a short- and long-term basis in

symptomatic and asymptomatic patients.

Methods: From January 2003 to December 2014, patients from the vascular

department, with symptomatic or asymptomatic carotid stenosis, who were

clinically and anatomically suitable for TFS, TCS, or CEA, were included.

Prospective cost data for each individual procedure and complication during

follow-up were obtained from the diagnosis-related group.

The quality-adjusted life years (QALYs) and incremental cost-effectiveness

ratios were estimated. Analysis of data was by treatment received. All

statistical tests were two-sided.

The significance level was 5%.

Results: A total of 349 patients were enrolled: 61 for CEA (17.5%), 159 for

TFS (45.5%), and 129 for transcervical stenting (TCS) (37%). A total of 220

(63%) patients were symptomatic and 129 (37%) were asymptomatic.

The median procedural cost and overall cost were lower on CEA (5499€ and

5595€, respectively). However, QALYs, for symptomatic patients, were better

on transcervical stenting (TCS) (7.3), whereas for asymptomatic patients,

QALYs were better on CEA (9.6). Cost-effectiveness for symptomatic patients

was better with transcervical stenting (TCS) (803€/QALY), and for

asymptomatic patients, it was with carotid endarterectomy (CEA)

(654€/QALY).

Conclusions:
 Transfemoral stenting (TFS) and transcervical stenting (TCS) were

associated with clinical outcomes equivalent to carotid endarterectomy

(CEA) on both symptomatic and asymptomatic patients.

 Cost-effectiveness ratios for symptomatic patients were better on

transcervical stenting (TCS).

 Whereas the carotid endarterectomy (CEA) showed the best results in

asymptomatic patients.

Copyright © 2018 Elsevier Inc. All rights reserved.
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66) CAROTID ARTERY STENTING: AN UPDATE.
Spiliopoulos S, Vasiniotis Kamarinos N, Reppas L, Palialexis K, Brountzos E.
Curr Opin Cardiol. 2019 Aug 20.
doi: 10.1097/HCO.0000000000000679. [Epub ahead of print]

Abstract

Purpose of review:
To present the latest evidence about carotid artery stenting (CAS) including

indications, safety, efficacy, and available equipment.

Recent findings:
The micromesh stent, a new stent design which offers excellent flexibility and

embolic protection, has been associated with promising outcomes.

Summary:
 CAS has emerged as a minimally invasive treatment method

for carotid artery stenosis with comparable outcomes with surgical

management.

 The implementation of new technology combined with operator

experience has led to a paradigm shift; however, to date, no robust

evidence exists about patient and lesion selection.

 Many studies are underway to clarify the technical aspects of CAS as

well as the optimal treatment of carotid artery stenosis for each patient

population.

PMID: 31436557

DOI: 10.1097/HCO.0000000000000679
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67) OUTCOMES FOR CAROTID ENDARTERECTOMY IN 

NONAGENARIANS.
Hobbs LK, Ramdon A, Roddy SP, Hnath JC, Yeh CC, Darling RC   
J Vasc Surg. 2019 Oct 11. pii: S0741-5214(19)32158-5.

doi: 10.1016/j.jvs.2019.07.083. [Epub ahead of print]

Abstract

Objective: Carotid endarterectomy (CEA) is a well-established procedure

with prospective randomized data demonstrating the benefit of stroke

prevention.

With the aging of the population, there are limited data published for

nonagenarians, especially for asymptomatic stenosis.

This study investigated 30-day morbidity and mortality as well as late survival

in symptomatic and asymptomatic nonagenarians with severe carotid stenosis

undergoing Carotid endarterectomy (CEA).

Methods: A retrospective review was conducted of a single vascular surgery

group's registry involving multiple hospitals between November 1994 and June

2017 for all primary CEAs of patients ≥90 years old at the time of surgery.

The exclusion criterion was redo surgery or bilateral CEAs.

Demographic data, sex, symptoms, risk factors, and postoperative

complications were analyzed.

Survival analysis was conducted using SPSS software (IBM Corp, Armonk, NY)

for the specific end point 30-day morbidity or mortality and late survival.

Results: There were 77 patients (44 male [57%]) who underwent CEA for

symptomatic (44 [57%]) and asymptomatic (33 [43%]) internal carotid

artery stenosis with a median age of 92 years; 23 women were symptomatic

compared with 21 men, and 23 men were asymptomatic compared with 10

women.

Symptomatic patients included amaurosis fugax (n = 3), stroke (n = 16),

and transient ischemic attack (n = 25).

CEAs were performed using

 The eversion technique

 Under cervical block

 With selective shunting.

The 30-day morbidity included one (2.3%) nonfatal myocardial infarction

and one (2.3%) ischemic stroke in the symptomatic group.

Compared with one (3%) patient having a nonfatal myocardial infarction

and none with ischemic stroke in the asymptomatic group.

One patient of the symptomatic group required return to the operating room

for hematoma evacuation.

The 30-day mortality was 2.3% in the symptomatic group compared

with 6.1% in the asymptomatic group.

There was no statistical difference in survival based on sex (P = .444).

The symptomatic and asymptomatic groups had similar median survival

of 27.7 months and 29.4 months (P = .987), respectively.

Conclusions:
 The aging population adds increasing difficulty in decision-making for

surgical intervention on carotid stenosis.

 Carotid endarterectomy (CEA) in nonagenarians is associated with

reasonably low 30-day rates of ischemic stroke and myocardial infarction

in our small study.

 However, enthusiasm for asymptomatic Carotid endarterectomy (CEA) in

this population must be tempered by low survival rates.

Copyright © 2019 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved. 
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68) META-ANALYSIS OF THE OUTCOMES OF TREATMENT OF INTERNAL CAROTID ARTERY NEAR OCCLUSION.
Meershoek AJA, de Vries EE, Veen D, den Ruijter HM, de Borst GJ; NEON

study group.
Br J Surg. 2019 May;106(6):665-671.

doi: 10.1002/bjs.11159

Abstract

Background: Guidelines recommend treating patients with an internal

carotid artery near occlusion (ICANO) with best medical therapy (BMT) based

on weak evidence.

Consequently, patients with internal carotid artery near occlusion (ICANO)

were excluded from randomized trials. The aim of this individual-patient data

(IPD) meta-analysis was to determine the optimal treatment approach.

Methods: A systematic search was performed in MEDLINE, EMBASE and the

Cochrane Library databases in January 2018.

The primary outcome was the occurrence of any stroke or death within the first

30 days of treatment, analysed by multivariable mixed-effect logistic regression.

The secondary outcome was the occurrence of any stroke or death beyond

30 days up to 1 year after treatment, evaluated by Kaplan-Meier survival

analysis.

Results: The search yielded 1526 articles, of which 61 were retrieved for

full-text review. Some 32 studies met the inclusion criteria and pooled IPD

were available from 11 studies, including some 703 patients with internal

carotid artery near occlusion (ICANO).

Within 30 days, any stroke or death was reported in six patients (1·8 per cent)

in the carotid endarterectomy (CEA) group, five (2·2 per cent) in the carotid

artery stenting (CAS) group and seven (4·9 per cent) in the best medical

therapy (BMT) group.

This resulted in a higher 30-day stroke or death rate after best medical

therapy (BMT) than after carotid endarterectomy (CEA) (odds ratio 5·63, 95

per cent c.i. 1·30 to 24·45; P = 0·021).

No differences were found between carotid endarterectomy (CEA) and carotid

artery stenting (CAS). The 1-year any stroke- or death-free survival rate was

96·1 per cent for CEA, 94·4 per cent for carotid artery stenting (CAS) and 81·2

per cent for best medical therapy (BMT).

Conclusion:
 These data suggest that best medical therapy (BMT) alone is not

superior to carotid endarterectomy (CEA) or carotid artery stenting

(CAS) with respect to 30-day or 1-year stroke or death prevention in

patients with internal carotid artery near occlusion (ICANO).

 These patients do not appear to constitute a high-risk group for surgery,

and consideration should made to including them in future randomized

controlled trials (RCTs) of internal carotid artery interventions.

© 2019 The Authors. BJS published by John Wiley & Sons Ltd on behalf of BJS Society Ltd.
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69) LONG-TERM OUTCOMES OF CAROTID ARTERY STENTING IN PATIENTS WITH A CONTRALATERAL CAROTID ARTERY OCCLUSION.
Cotter R, et al. 
Catheter Cardiovasc Interv. 2019 Jan 1;93(1):E49-E55.

doi: 10.1002/ccd.27918. Epub 2018 Oct 23.

Abstract

Objectives: To examine the association between a contralateral carotid

artery occlusion (CCO) and the rates of subsequent target-lesion restenosis

and revascularization after carotid artery stenting (CAS).

Background: Patients with carotid artery disease undergoing

revascularization often have a carotid artery occlusion (CCO).

The association of a carotid artery occlusion (CCO) with long-term outcomes

after carotid artery stenting (CAS) is uncertain.

Methods: At two institutions, 267 CAS procedures were performed from

2006 to 2016 including 47 (18%) with a carotid artery occlusion (CCO).

Regular follow-up with duplex carotid ultrasound was performed to assess for

restenosis.

Univariate Cox regression analysis was performed to evaluate the association

between the presence of a carotid artery occlusion (CCO) and repeat

revascularization.

Results: The mean patient age was 70 years. There was no significant

difference (P > 0.05) in procedural indication (asymptomatic vs ischemic

symptoms) or medical comorbidities between groups.

During 5-year follow up, the rate of duplex-derived >80% stenosis was 6% in

the non- carotid artery occlusion (CCO) group and 9% in the CCO group

(P = 0.45).

Despite similar rates of >80% restenosis, there was a significant association

between carotid artery occlusion (CCO) and subsequent target-lesion

revascularization (TLR), with rates of 6.4% vs 0.9% at 5 years (HR 7.2,

confidence interval (CI) 1.2-43, P = 0.04).

There were no significant differences between groups in the 5-year rates of

stroke (4.3% in carotid artery occlusion (CCO) group vs 4.5% in non-CCO

group, HR 0.53, CI 0.07-4.22, P = 1.0) or MACCE (15% vs 18%, HR 0.55, CI

0.2-1.55, P = 0.68).

Conclusions:
 Patients undergoing carotid artery stenting (CAS) with a carotid artery

occlusion (CCO) were more likely to undergo target-lesion

revascularization (TLR) during long-term follow up, but they did not

have any differences in procedural success or short- and long-term

outcomes.

© 2018 Wiley Periodicals, Inc.
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70) A SYSTEMATIC REVIEW AND META-ANALYSIS OF TRANS CAROTID ARTERY REVASCULARIZATION WITH DYNAMIC FLOW REVERSAL VERSUS TRANSFEMORAL CAROTID ARTERY STENTING AND CAROTID ENDARTERECTOMY
Isaac N Naazie et al. 

Ann Vasc Surg. 2020 Jun 4;S0890-5096(20)30485-4.

doi: 10.1016/j.avsg.2020.05.070. Online ahead of print.
Abstract

Objective: 
TransFemoral Carotid Artery Stenting (TFCAS) was introduced as a

less invasive option for carotid revascularization in patients at high risk for

complications from Carotid Endarterectomy (CEA).

The increased perioperative stroke and death risk of TFCAS has however

prevented TFCAS from widespread acceptance as an alternative to CEA in high

risk patients.

Recent research suggests that TransCarotid Artery Revascularization (TCAR)

may be associated with a low stroke and risk and potentially meet the needs of

patients at high surgical risk.

We aimed to estimate the 30-day risk of stroke or death of TCAR and compare

it to TFCAS and CEA.

Methods: We searched PubMed, Cochrane, Embase and Scopus for studies of

patients treated with TCAR. Meta-analysis was conducted when appropriate. A

logistic-normal random-effects model with logit transformation was used to

estimate the pooled event rates after TCAR. Pooled Mantel-Haenszel odds

ratios (OR) of events comparing TCAR to TFCAS and CEA were calculated using a fixed effects model. Heterogeneity among studies was quantified with the Chi2 statistic of the Likelihood Ratio (LR) test that compares the randomeffects and fixed-effects models.

Results: Nine (9) nonrandomized studies evaluating 4012 patients who

underwent TCAR were included. The overall 30-day risks after TCAR were:

stroke/death, 1.89% (95% CI: 1.50, 2.37); stroke, 1.34% (95% CI:

1.02,1.75); death, 0.76% (95% CI: 0.56, 1.08); myocardial infarction (MI),

0.60% (95% CI: 0.23, 1.59); stroke/death/MI, 2.20% (95% CI: 1.31, 3.69);

cranial nerve injury (CNI), 0.31% (95%CI: 0.12, 0.83). The failure rate of

TCAR was 1.27% (95%CI: 0.32, 4.92). Two nonrandomized studies suggested

that TCAR was associated with lower risk of stroke, and death as compared to

TFCAS (1.33% vs 2.55%, OR: 0.52, 95% CI: 0.36, 0.74 and 0.76% vs 1.46%,

OR: 0.52, 95% CI: 0.32, 0.84, respectively).

Three nonrandomized studies suggested that TCAR was associated with a

lower risk of CNI (0.54% and 1.84%, OR: 0.52, 95%CI: 0.36, 0.74) than CEA,

but no statistically significant difference in the 30-day risk of stroke,

stroke/death or stroke/death/MI.

Conclusions:

Among patients undergoing TCAR with dynamic flow reversal for carotid

stenosis the 30-day risk of stroke or death was low.

The perioperative stroke/death rate of TCAR was similar to that of CEA

while cranial nerve injury risk was lower.

Larger prospective studies are needed to account for confounding factors

and provide higher certainty.

Copyright © 2020. Published by Elsevier Inc.
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DOI: 10.1016/j.avsg.2020.05.070

71) RISK FACTORS FOR POST-OPERATIVE HYPO- AND HYPERTENSION FOLLOWING CAROTID ENDARTERECTOMY
Samuel Lee, et al. 

Ann Vasc Surg. 2020 Jun 2;S0890-5096(20)30472-6.

doi: 10.1016/j.avsg.2020.05.057. Online ahead of print.
Abstract

Background: Patients undergoing carotid endarterectomy (CEA) often

experience post-operative hemodynamic changes that require intravenous

medications for hypo- and hypertension.

Prior studies have found these changes to be associated with increased risks of

30-day mortality, stroke, myocardial infarction (MI), and length of stay (LOS).

Our aim was to investigate pre-operative risk factors associated with the need

for post-operative intravenous medications for blood pressure control.

Material and methods: A retrospective review of an internally maintained

prospective database of patients undergoing carotid interventions between

January 2014 to March 2019 was performed. Demographic data, clinical history

and peri-operative data were recorded. Carotid artery stents and reinterventions

were excluded. Our primary endpoints were the need to

intervene with intravenous medication for either post-operative hypotension

(systolic blood pressure (SBP) <100 mmHg) or post-operative hypertension

(SBP >160 mmHg), RESULTS: A total of 221 patients were included in the

study after excluding those with a prior ipsilateral CEA or carotid artery stent.

The mean age was 72.3(± 8.9) years, 157 (71%) patients were male, and 78

(35.3%) were Caucasian. Following CEA, 151 (68.3%) patients were

normotensive, while 33 (14.9%) and 37 (16.7%) required medication for

hypotension and hypertension respectively. A univariate logistic regression

identified five variables as being associated with post-op blood pressure

including race, history of MI, prior percutaneous transluminal coronary

angioplasty (PTCA), statin use, and ACE-inhibitor/ARB use. A stepwise

regression selection found race, prior MI, and statin use to be associated with

our primary endpoints. The hypertensive group was more likely to have a

history of MI compared to the hypotensive and normotensive groups (40.5%

vs. 27.3% vs. 18.5%, P=0.02), PTCA (43.2% vs. 39.4% vs. 23.8%, P=0.03),

and statin use (94.6% vs. 93.9% vs. 78.8%, P=0.01). Mean LOS was also the

highest for the hypertensive group, followed by hypotensive and normotensive

patients (2.0[± 1.6] vs. 1.8[± 2.4] vs. 1.3[± 0.8], P=.002). Multivariable

logistic regression demonstrated that non-Caucasian patients (OR, 2.72; 95%

CI, 1.26-5.86; P=0.01), and those with a history of MI (OR, 2.98; 95%

CI,1.33-6.67) were more likely to have post-operative hypertension compared

to patients who were Caucasian or had no history of MI.

Conclusions:

 Post-operative hypertension is associated with non-Caucasian race and a

history of MI.

 Given the potential implications for adverse peri-operative outcomes

including MI, mortality, and LOS, it is important to continue to elucidate

potential risk factors in order to further tailor the peri-operative

management of patients undergoing CEA. Copyright © 2020. Published by Elsevier Inc.  https://pubmed.ncbi.nlm.nih.gov/32502683/

OTRAS ENFERMEDADES ARTERIALES PERIFÉRICAS, CIRUGÍA REVASCULARIZADORA DIRECTA,  ENDOVASCULAR , etc…
1) CIRUGÍA DE GUERRA ¿PTFEE O VENA AUTÓLOGA? A RETROSPECTIVE COHORT COMPARISON OF EXPANDED POLYTETRAFLUORETHYLENE TO AUTOLOGOUS VEIN FOR
VASCULAR RECONSTRUCTION IN MODERN COMBAT CASUALTY CARE.
Watson JD, et al. Ann Vasc Surg. 2015.

http://www.ncbi.nlm.nih.gov/m/pubmed/25736203/

Abstract
Background: Reconstruction of vascular injury often requires use

of a conduit, either autologous vein (AV) or expanded

polytetrafluorethylene (ePTFE).

The most common anatomic locations for and durability of ePTFE as an

adjunct to vascular repair in the combat setting are unknown.

The objectives of this study were to characterize the anatomic locations

of use of ePTFE during the wars in Afghanistan and Iraq and to

compare its effectiveness to AV.

Methods: US service personnel undergoing vascular repair (2002-2012)

were identified.

Patients in whom ePTFE was used as an interposition conduit (n = 25)

were matched with similar patients who received AV (n = 24)

reconstruction.

Injury and operative factors were assessed, and freedom from graft-related

complication was quantified using Kaplan-Meier log-rank test.

Results: There was no difference between ePTFE and AV with

regard to age, injury severity, or mangled extremity severity score.

Follow-up for the ePTFE and AV groups was 71 and 62 months, respectively.

In the cohort there was an apparent but not significantly greater freedom

from graft-related complication for AV compared with ePTFE (65% vs. 17%;

P = 0.13).

In the carotid, subclavian, and axillary artery positions, e PTFE

performed equal to AV with no apparent difference in freedom from graftrelated

complications (P = 0.90).

However, in the periphery, AV demonstrated greater 8-year freedom

from graft-related complication than ePTFE (77% vs. 31%, P = 0.044).

Conclusions: AV is a more durable conduit than ePTFE in repair of

wartime extremity vascular injury, whereas ePTFE is effective and durable

in the carotid, subclavian, and axillary locations.

Published by Elsevier Inc.

PMID: 25736203 [PubMed - indexed for MEDLINE]

http://www.ncbi.nlm.nih.gov/m/pubmed/25736203/

2) SYSTEMATIC NASOGASTRIC TUBE IN AORTIC SURGERY: IS IT NECESSARY?
Hernández Mateo MM, et al. Ann Vasc Surg. 2015.

http://www.ncbi.nlm.nih.gov/m/pubmed/25749609/
Abstract

Background: Routine nasogastric tube (NGT) decompression has

been traditionally used to prevent nausea and vomiting after

abdominal surgery. Besides, many studies having demonstrated no

benefits derived from this practice after an elective laparotomy, little

evidence has been published regarding its use in aortic surgery.

In this study, we analyze the effects of the selective use of the NGT in

patients undergoing infrarenal aortic surgery in our center.

Methods: Prospective cohort study including patients who underwent

elective infrarenal aortic surgery between January 2011 and December

2012. Patients were prospectively included in group A (systematic NGT

placement) and group B (nonsystematic NGT).

The main end point was the occurrence of postoperative nausea and

vomiting (PONV). Secondary end points were postoperative complications,

time to first oral intake, and hospital stay.

Results: One hundred patients were finally included in the study, 50

patients per group. Preoperative and intraoperative data were similar

between both groups. Higher incidence of PONV (48% vs. 10%; relative

risk, 2.4; 95% confidence interval [CI], 1.3-4.5; P = 0.003) was observed

in group A. Selective NGT behaved as a protective factor regarding earlier

first oral intake in first postoperative 48 hours (hazard ratio, 0.67; 95% CI,

0.45-0.99; P = 0.05). There were no differences in other adverse events

although a trend toward fewer respiratory complications was observed in

patients with nonsystematic NGT.

Conclusions: This study demonstrates higher incidence of PONV and

longer time to first oral intake in patients with systematic NGT with no

benefits derived from this practice.

Based on these results, selective NGT decompression should be encouraged

in patients undergoing infrarenal aortic surgery.

Copyright © 2015 Elsevier Inc. All rights reserved.   H

PMID: 25749609 [PubMed - indexed for MEDLINE]

http://www.ncbi.nlm.nih.gov/m/pubmed/25749609/

3)  TRIAL OF A PACLITAXEL-COATED BALLOON FOR FEMOROPOPLITEAL ARTERY DISEASE 
Kenneth Rosenfield, M.D., Michael R. Jaff, D.O., Christopher J. White, M.D., Krishna Rocha-Singh, M.D., Carlos Mena-Hurtado, M.D., D. Christopher Metzger, M.D., et al. 
June 24, 2015 DOI: 10.1056/NEJMoa1406235 
Background 
The treatment of peripheral artery disease with percutaneous transluminal angioplasty is limited by the occurrence of vessel recoil and restenosis. Drug-coated angioplasty balloons deliver antiproliferative agents directly to the artery, potentially improving vessel patency by reducing restenosis. 

Methods 
In this single-blind, randomized trial conducted at 54 sites, we assigned, in a 2:1 ratio, 476 patients with symptomatic intermittent claudication or ischemic pain while at rest and angiographically significant atherosclerotic lesions to angioplasty with a paclitaxel-coated balloon or to standard angioplasty. The primary efficacy end point was primary patency of the target lesion at 12 months (defined as freedom from binary restenosis or from the need for target-lesion revascularization). The primary safety end point was a composite of freedom from perioperative death from any cause and freedom at 12 months from limb-related death (i.e., death from a medical complication related to a limb), amputation, and reintervention. 

Results 
The two groups were well matched at baseline; 42.9% of the patients had diabetes, and 34.7% were current smokers. At 12 months, the rate of primary patency among patients who had undergone angioplasty with the drug-coated balloon was superior to that among patients who had undergone conventional angioplasty (65.2% vs. 52.6%, P=0.02). The proportion of patients free from primary safety events was 83.9% with the drug-coated balloon and 79.0% with standard angioplasty (P=0.005 for noninferiority). There were no significant between-group differences in functional outcomes or in the rates of death, amputation, thrombosis, or reintervention. 

Conclusions 
Among patients with symptomatic femoropopliteal peripheral artery disease, percutaneous transluminal angioplasty with a paclitaxel-coated balloon resulted in a rate of primary patency at 12 months that was higher than the rate with angioplasty with a standard balloon. 

The drug-coated balloon was noninferior to the standard balloon with respect to safety. 

(Funded by Lutonix–Bard; LEVANT 2 ClinicalTrials.gov number, NCT01412541.) 
http://www.nejm.org/doi/full/10.1056/NEJMoa1406235?query=featured_home
4) SYMPTOMATIC RENAL ARTERY STENOSIS AND INFRA-RENAL AAA 
Review article 

Benson RA, et al. Eur J Vasc Endovasc Surg. 2015. 

http://m.amedeo.com/25817562
Abstract 
Objectives: To identify evidence to guide the vascular surgeon as to the relevance of renal artery stenting in a patient with symptomatic renal artery stenosis undergoing elective endovascular aortic aneurysm repair (EVAR). 
Methods: A comprehensive literature search of MEDLINE was performed without time limits. The following terms were used in the first instance: renal artery stenting and renal artery stenosis, and any other analogous terms identified during the search. Selection criteria were set to randomised control trials. 

Results: Despite several large, randomised controlled trials investigating renal artery stenting against medical treatment alone in symptomatic renal artery stenosis, there has been no significant benefit identified in terms of improvement in renal function, control of blood pressure, or need for dialysis. 

The stented populations were also more likely to suffer from complications caused by the procedure such as bleeding, cholesterol embolisation and flash pulmonary oedema. 

Conclusion: There is no evidence for the use of renal artery stenting over optimal medical management in the treatment of patients with symptomatic atherosclerotic renal artery stenosis, irrelevant of the degree of stenosis. 

In the setting of EVAR, prevention of deterioration of renal function should be with involvement of the renal physicians, adequate hydration, and use of minimal contrast agent. 

Repair should be undertaken in centres with access to 24-hour haemofiltration services. 

Copyright © 2015 European Society for Vascular Surgery. Published by Elsevier Ltd. All rights reserved. 
PMID: 25817562 [PubMed - indexed for MEDLINE] 

5) POSTOPERATIVE COMPLICATIONS AFTER COMMON FEMORAL ENDARTERECTOMY. 
Nguyen BN, et al. J Vasc Surg. 2015. 

http://www.ncbi.nlm.nih.gov/m/pubmed/25702917/ 

Abstract 
Background: Common femoral endarterectomy (CFE) for limited arterial occlusive disease is considered a fairly low-risk operation of short duration. This study investigated the timing of 30-day outcomes as they related to hospital discharge and predicted the risk of operative mortality of this procedure. 

Methods: All patients in the National Surgical Quality Improvement Program database who underwent isolated CFE between 2005 and 2010 were selected for the test sample. We identified postoperative mortality and morbidities occurring before and after hospital discharge. A risk calculator for 30-day mortality, developed in the test sample using logistic regression, was validated in a new sample of cases from 2011 to 2012. 

Results: A total of 1843 CFEs reported from 2005 to 2010 met the inclusion and exclusion criteria. The average operative time was 146 ± 69.5 minutes (median, 133; interquartile range, 98-179 minutes), and 10% of patients needed to return to the operating room. The average length of stay was 4 ± 7.5 days (median, 3; interquartile range, 2-5 days); 91% of patients were discharged ≤ 1 week of surgery. Occurrences of cardiovascular events, renal dysfunction, and pulmonary complication were relatively low. There was 3.4% mortality and 8% wound-related complications, 30% and 86% of which occurred after hospital discharge, respectively. Overall, there was a 15% risk of combined mortality/morbidity, and >60% of these events occurred after discharge. The independent predictors of 30-day mortality were age, nonindependent functional status, preoperative dialysis, sepsis, emergency status, and American Society of Anesthesiologists Physical Status Classification 4 or 5, and the association between risk strata and death in the validation sample was strong (φ = 0.29) and significant (P < .001). 

Conclusions: 
 CFE is not as "benign" a procedure as previously believed. 
The risks of death and wound complications are not insignificant, and a high percentage of these complications occurred after patients were discharged from the hospital. 

Patients should be carefully selected, especially in the elderly population, and close postoperative follow-up should be considered. 

Copyright © 2015 Society for Vascular Surgery. All rights reserved. 
PMID: 25702917 

http://www.ncbi.nlm.nih.gov/m/pubmed/25702917/ 

6) THORACIC SYMPATHECTOMY: A REVIEW OF CURRENT INDICATIONS. 
Hashmonai M1, Cameron AE, Licht PB, Hensman C, Schick CH. 

https://www.ncbi.nlm.nih.gov/m/pubmed/26965801/
Abstract 
Background: 
Thoracic sympathetic ablation was introduced over a century ago. 

While some of the early indications have become obsolete, new ones have emerged. Sympathetic ablation is being still performed for some odd indications thus prompting the present study, which reviews the evidence base for current practice. 

Methods: 
The literature was reviewed using the PubMed/Medline Database, and pertinent articles regarding the indications for thoracic sympathectomy were retrieved and evaluated. Old, historical articles were also reviewed as required. 

Results and conclusions: 
Currently, thoracic sympathetic ablation is indicated mainly for primary hyperhidrosis, especially affecting the palm, and to a lesser degree, axilla and face, and for facial blushing. 

Despite modern pharmaceutical, endovascular and surgical treatments, sympathetic ablation has still a place in the treatment of very selected cases of angina, arrhythmias and cardiomyopathy. 
Thoracic sympathetic ablation is indicated in several painful conditions: 

 the early stages of complex regional pain syndrome, 

 erythromelalgia, and 

 Some pancreatic and other painful abdominal pathologies. 

Although ischaemia was historically the major indication for sympathetic ablation, its use has declined to a few selected cases of thromboangiitis obliterans (Buerger's disease), microemboli, primary Raynaud's phenomenon and Raynaud's phenomenon secondary to collagen diseases, paraneoplastic syndrome, frostbite and vibration syndrome. 

Thoracic sympathetic ablation for hypertension is obsolete, and direct endovascular renal sympathectomy still requires adequate clinical trials. 

There are rare publications of sympathetic ablation for primary phobias, but there is no scientific basis to support sympathetic surgery for any psychiatric indication. 

PMID: 26123342 

https://www.ncbi.nlm.nih.gov/m/pubmed/26965801/
7) OUTCOMES OF INFRAINGUINAL BYPASS DETERMINED BY AGE IN THE VASCULAR STUDY GROUP OF NEW ENGLAND. 
Dermody M, et al. J Vasc Surg. 2015. 
http://www.ncbi.nlm.nih.gov/m/pubmed/25953015/
Abstract 
Background: Many believe extremes of age correlate with poorer outcomes in treatment for lower extremity peripheral arterial disease (PAD). We hypothesized that the youngest patients would have significantly poorer outcomes compared with older cohorts due to the precocious nature of their PAD. 

Methods: We studied all patients in the Vascular Study Group of New England database undergoing infrainguinal bypass for PAD between 2003 and 2013. Age was grouped by <50 years, 50 to 79 years, and ≥80 years. Our primary outcomes were 1-year freedom from a major adverse limb event (MALE), defined as ipsilateral amputation or need for secondary intervention, and amputation-free survival. A second analysis was performed to analyze the subgroup of patients aged <50 years with critical limb ischemia (CLI), which included a Cox regression model to determine risk factors for MALE or death at 1 year. 

Results: Of 5265 patients who were treated with infrainguinal bypass for PAD, 324 (6.2%) were aged <50 years. The mean age was 44.6 years, and 66.4% were male. The proportion of African Americans was significantly higher in the youngest age group (<50 years: 6.8% vs 50-79 years: 3.5%, P = .002; vs ≥80 years: 3.5%, P = .013). More bypasses were done for claudication than acute limb ischemia in patients aged <50 years (33.3% vs 11.4%). More vein grafts were used vs prosthetic (<50 years: 72.1% vs 50-79 years: 65.9%, P = .024; vs ≥80 years: 62.6%, P = .002). Fewer concomitant proximal procedures were performed compared with the older groups (<50 years: 37.7% vs 50-79 years: 51.1%, P < .001; vs ≥80 years: 39.5%, P = .045). More young patients returned to the operating room within their initial hospitalization for early graft thrombosis (<50 years: 5.6% vs 50-79 years: 2.9%, P = .001; vs ≥80 years: 2.4%, P = .009) and revision (<50 years: 4.7% vs 50-79 years: 2.2%, P = .012; vs ≥80 years: 1.4%, P = .002) compared with the older patients. Overall, MALE-free survival was similar across age groups (P = .323), as were patency and amputation rates. When considering only patients with CLI, MALE-free survival in the youngest patients was again similar (P = .171) but with significantly more major amputations at 1 year (P = .022). 

Conclusions: 
 For patients aged <50 undergoing infrainguinal bypass surgery, this large series demonstrates similar overall medium-term graft-related outcomes compared with older cohorts. 

 Further, although the youngest patients with CLI have similar MALEs, their amputation rates are higher than in older cohorts. 

Copyright © 2015 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved. PMID: 25953015 

http://www.ncbi.nlm.nih.gov/m/pubmed/25953015/

8) EFFECT OF CILOSTAZOL FOLLOWING ENDOVASCULAR INTERVENTION FOR PERIPHERAL ARTERY DISEASE.
Nanto K, et al. Angiology. 2015.
Abstract

Efficacy of endovascular therapy (EVT) with nitinol stents for

femoropopliteal (FP) lesions is limited by restenosis.

Oral cilostazol reduces angiographic restenosis rate; however,

treatment duration remains unclear.

In a retrospective analysis of a multicenter database of 3471 consecutive

limbs in 2737 patients (mean age: 72 ± 9 years; 61% diabetic; and 26%

on regular dialysis) undergoing EVT for FP lesions between January 2004

and December 2011, we compared Kaplan-Meier estimated primary patency

after EVT followed or not by cilostazol treatment.

We used Cox hazard regression analysis to assess temporal association

between cilostazol treatment and post-EVT restenosis.

Five-year primary patency was higher in the cilostazol group than in

the noncilostazol group (57% vs 47%, P < .0001).

Cilostazol treatment was inversely associated with restenosis for

the first 2 years following EVT (P < .05); however, no significant

association was observed thereafter.

Cilostazol use therefore appears efficacious in preventing restenosis

up to 2 years after EVT for FP lesions.

© The Author(s) 2014.

9) CHARACTERISTICS AND CLINICAL OUTCOME IN PATIENTS AFTER POPLITEAL ARTERY INJURY.
Lang NW, et al.  J Vasc Surg. 2015.

http://www.ncbi.nlm.nih.gov/m/pubmed/25758453/
Abstract

Background: The treatment of popliteal artery injury (PAI) caused by

blunt or penetrating mechanism is demanding. Concomitant injuries and

prolonged ischemia are the major causes of lower extremity

morbidity and poor rates of limb salvage. This study assessed the

amputation rate and, subsequently, the therapeutic management and

clinical outcomes regarding the affect of concomitant injuries among

patients with PAI in a setting of central European trauma care.

Methods: Sixty-four patients (20 female and 44 male), with an average

age of 44 years (range, 17-79 years) at the time of injury, were evaluated

for clinical characteristics, concomitant injuries, complications, amputation

rates, and functional outcome after traumatic PAI.

The mechanism of injury was blunt trauma in 35 patients (54.7%) and

penetrating trauma in 29 (45.3%). The Mangled Extremity Severity Score

and the Injury Severity Score were assessed initially and the modified

Functional Independence Measure (FIM) Score at 12 months after the

primary surgery.

Results: Thirty patients (47%) returned to their normal activity level

within 1 year after trauma, and 16 (25%) were limited in their daily activity

or suffered from chronic pain symptoms. Within the blunt trauma group 26

of 35 patients (74%) sustained severe concomitant injuries, whereas two of

29 patients (7%) in the penetrating group showed severe concomitant

injuries (P < .046). Eleven patients (17%) had to undergo revision surgery

due to their associated injuries.

The median modified FIM score was 10.3, whereas patients with blunt

trauma had significantly lower FIM score (P < .0082). The median Mangled

Extremity Severity Score was 6 points (range, 6-16 points). Primary or

secondary amputation was required in 18 patients (28%) due to failure of

revascularization.

Patients who sustained blunt trauma had significantly higher amputation

rates than those with penetrating injuries (P < .035).

Conclusions:
Clinical outcome and limb salvage of patients with PAI were influenced by: -

- The mechanism of trauma,

- Concomitant injuries,

- Prolonged ischemia time, and

- The type of surgical procedure.

Patients after blunt trauma had a higher incidence of

- concomitant injuries, and

- (comminuted) fractures or

- knee dislocations and

- severe soft tissue damage

had the highest effect on the amputation rate.

Copyright © 2015 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved. 

PMID: 25758453 [PubMed - indexed for MEDLINE]
http://www.ncbi.nlm.nih.gov/m/pubmed/25758453/

  .
Yayla Ç, Canpolat U, Akyel A, Yayla KG, Yilmaz S, Açikgöz SK, Özcan F, Turak O, Doğan M, Yeter E, Aydoğdu S.

Angiology. 2016 Feb;67(2):133-8.

DOI: 10.1177/0003319715578258. Epub 2015 Mar 29.

Abstract

Atherosclerosis plays an important role in saphenous vein graft disease

(SVGD). Previous trials showed that inflammatory blood cells play a role in

this process.

The platelet to lymphocyte ratio (PLR) has been proposed as a novel

predictor for cardiovascular risk and indicator of atherosclerosis.

The aim of this study was to assess the relationship between SVGD and

PLR. A total of 220 patients with SVG were enrolled (n = 87 with SVGD and

n = 133 with patent SVG). A ≥ 50% stenosis within the SVG was defined as

clinically significant. Median PLR (P < .001) and mean platelet volume

(MPV; P = .043) were significantly higher in patients with SVGD.

Also, PLR showed significantly positive correlation with age of SVG (P <

.05). Median age of SVGs was also higher in the SVGD group (P = .025). In

multivariate logistic regression analyses, the PLR and MPV were

independent predictors of SVGD. Using a cutoff level of 106.3, the PLR

predicted SVGD with a sensitivity of 87.4% and a specificity of 80.3%.

To the best of our knowledge, this study showed, for the first time, that

PLR was independently associated with SVGD.

Both PLR and MPV might predict SVGD.

© The Author(s) 2015.

PMID: 25818104 [PubMed - indexed for MEDLINE]

Full text at journal site http://www.ncbi.nlm.nih.gov/m/pubmed/25818104/

10) ENDOVASCULAR THROMBECTOMY AFTER LARGE-VESSEL ISCHAEMIC STROKE: A META-ANALYSIS OF INDIVIDUAL PATIENT DATA FROM FIVE RANDOMISED TRIALS.
Goyal M, et al. 

Lancet. 2016 Apr 23;387(10029):1723-31. 

DOI: 10.1016/S0140-6736(16)00163-X.  Epub 2016 Feb 18.

Abstract

Background: In 2015, five randomised trials showed efficacy of

endovascular thrombectomy over standard medical care in patients with acute ischaemic stroke caused by occlusion of arteries of the proximal anterior circulation. In this meta-analysis we, the trial investigators, aimed to pool individual patient data from these trials to address remaining questions about whether the therapy is efficacious across the diverse populations included.

Methods: We formed the HERMES collaboration to pool patient-level data

from five trials (MR CLEAN, ESCAPE, REVASCAT, SWIFT PRIME, and

EXTEND IA) done between December, 2010, and December, 2014. In these

trials, patients with acute ischaemic stroke caused by occlusion of the proximal anterior artery circulation were randomly assigned to receive either endovascular thrombectomy within 12 h of symptom onset or standard care (control), with a primary outcome of reduced disability on the modified Rankin Scale (mRS) at 90 days. By direct access to the study databases, we extracted individual patient data that we used to assess the primary outcome of reduced disability on mRS at 90 days in the pooled population and examine heterogeneity of this treatment effect across prespecified subgroups. To account for between-trial variance we used mixed-effects modelling with random effects for parameters of interest. We then used mixed-effects ordinal logistic regression models to calculate common odds ratios (cOR) for the primary outcome in the whole population (shift analysis) and in subgroups after adjustment for age, sex, baseline stroke severity (National Institutes of Health Stroke Scale score), site of occlusion (internal carotid artery vs M1 segment of middle cerebral artery vs M2 segment of middle cerebral artery), intravenous alteplase (yes vs no), baseline Alberta Stroke Program Early CT score, and time from strokeonset to randomisation.

Findings: We analysed individual data for 1287 patients (634 assigned to

endovascular thrombectomy, 653 assigned to control). Endovascular thrombectomy led to significantly reduced disability at 90 days compared with control (adjusted cOR 2.49, 95% CI 1.76-3.53; p<0.0001). The number needed to treat with endovascular thrombectomy to reduce disability by at least one level on mRS for one patient was 2.6. Subgroup analysis of the primary endpoint showed no heterogeneity of treatment effect across prespecified subgroups for reduced disability (pinteraction=0.43). Effect sizes favouring endovascular thrombectomy over control were present in several strata of special interest, including in patients aged 80 years or older (cOR 3.68, 95% CI 1.95-6.92), those randomised more than 300 min after symptom onset (1.76, 1.05-2.97), and those not eligible for intravenous alteplase (2.43, 1.30-4.55). Mortality at 90 days and risk of parenchymal haematoma and symptomatic intracranial haemorrhage did not differ between populations.

Interpretation: Endovascular thrombectomy is of benefit to most patients with acute ischaemic stroke caused by occlusion of the proximal anterior circulation, irrespective of patient characteristics or geographical location. These findings will have global implications on structuring systems of care to provide timely treatment to patients with acute ischaemic stroke due to large vessel occlusion.

FUNDING:  Medtronic.

Copyright © 2016 Elsevier Ltd. All rights reserved.
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11) EFFECT OF REGIONAL VERSUS LOCAL ANAESTHESIA ON OUTCOME AFTER ARTERIOVENOUS FISTULA CREATION: A RANDOMISED CONTROLLED TRIAL.
Aitken E, Jackson A, Kearns R, Steven M, Kinsella J, Clancy M, Macfarlane A.

Lancet. 2016 Sep 10;388(10049):1029-30.

https://www.ncbi.nlm.nih.gov/m/pubmed/27492881/

Abstract

Background: Arteriovenous fistulae are the optimum form of vascular

access in end-stage renal failure. However, they have a high early failure

rate. Regional compared with local anaesthesia results in greater

vasodilatation and increases short-term blood flow. This study investigated

whether regional compared with local anaesthesia improved medium-term

arteriovenous fistula patency.

Methods: This observer-blinded, randomised controlled trial was done at

three university hospitals in Glasgow, UK. Adults undergoing primary

radiocephalic or brachiocephalic arteriovenous fistula creation were

randomly assigned (1:1; in blocks of eight) using a computer-generated

allocation system to receive either local anaesthesia (0·5% L-bupivacaine

and 1% lidocaine injected subcutaneously) or regional (brachial plexus

block [BPB]) anaesthesia (0·5% L-bupivacaine and 1·5% lidocaine with

epinephrine). Patients were excluded if they were coagulopathic, had no

suitable vessels, or had a previous failed ipsilateral fistula. The primary

endpoint was arteriovenous fistula patency at 3 months. We analysed the

data on an intention-to-treat basis. This study was registered with

ClinicalTrials.gov (NCT01706354) and is complete.

Findings: Between Feb 6, 2013, and Dec 4, 2015, 163 patients were

assessed for eligibility and 126 patients were randomly assigned to local

anaesthesia (n=63) or BPB (n=63). All patients completed follow-up on an

intention-to-treat basis. Primary patency at 3 months was higher in the BPB

group than the local anaesthesia group (53 [84%] of 63 patients vs 39

[62%] of 63; odds ratio [OR] 3·3 [95% CI 1·4-7·6], p=0·005) and was

greater in radiocephalic fistulae (20 [77%] of 26 patients vs 12 [48%] of

25; OR 3·6 [1·4-3·6], p=0·03). There were no significant adverse events

related to the procedure.

Interpretation: Compared with local anaesthesia, BPB significantly

improved 3 month primary patency rates for arteriovenous fistulae.

FUNDING: Regional Anaesthesia UK, Darlinda's Charity for Renal Research.

Copyright © 2016 Elsevier Ltd. All rights reserved.
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12) SIMULTANEOUS OPEN SURGICAL TREATMENT OF AORTIC CORAL REEF AND LERICHE SYNDROME: CASE REPORT AND LITERATURE REVIEW.
Review article

Pranteda C, et al. 

Ann Vasc Surg. 2016 Apr;32:133.e1-5.

DOI: 10.1016/j.avsg.2015.11.003. Epub 2016 Jan 22.

Abstract

The coral reef aorta (CRA) is a rare syndrome commonly referred to a

distribution of calcified plaques in the visceral part of the aorta.

Because those plaques can cause malperfusion of the lower limbs, visceral

ischemia or renovascular hypertension, surgical treatment is recommended.

Transaortic endarterectomy is accepted as a standard repair and it is often

performed through an extensive thoracoabdominal approach.

CRA has been reported in association with polidistrectual atherosclerotic

disease, such as Leriche syndrome.

When these 2 conditions coexist, surgical invasivity increases raising several

issues concerning the type of surgical access and the revascularization

techniques.

We report the case of a patient with CRA and Leriche syndrome treated by

simultaneous aortic endarterectomy and aortibifemoral bypass at our institution.

Intervention was performed through left lumbotomy at 10th intercostal

space extended by a left pararectal abdominal incision with section of 11th

rib.

Through extraperitoneal access visceral vessels were isolated.

Aortic cross-clamping was performed at supraceliac and infrarenal levels

and a longitudinal arteriotomy was performed on the posterolateral wall of

visceral aorta for an overall 4-cm extension.

Aortic endarterectomy was then performed and complete plaque excision

was easily achieved.

Superior mesenteric artery angioplasty was then performed by a DeBakey

dilator, gaining an optimal backflow.

The aortotomy was then closed with running 3-0 polypropylene suture.

Subsequently, through a transperitoneal access an aortobi-femoral bypass

was performed by a Dacron knitted graft.

Postoperative course was uneventful.

At a 6-month follow-up, the patient is in good clinical condition with normal

patency of visceral vessels.

Copyright © 2016 Elsevier Inc. All rights reserved.

PMID: 26806247 [PubMed - indexed for MEDLINE]
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13) UNCOMMON DISEASES OF THE POPLITEAL ARTERY: A PICTORIAL REVIEW
Mohamed Jarraya,  Salmi Simmons, Alik Farber, Oleg Teytelboym,

Nicolas Naggara, and Ali Guermazi

Published online 2016 Aug 15.
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Abstract

Uncommon diseases of the popliteal artery include cystic adventitial

disease, popliteal artery entrapment syndrome (PAES) and popliteal artery

aneurysm (PAA). Because all of these conditions may present with pain or intermittent claudication, imaging is crucial for differentiating them and directing management. Delayed diagnosis can lead to major complications, including acute limb ischemia. Our aim is to provide an illustrative overview of these conditions in order to make radiologists aware of them and avoid misdiagnosis for timely appropriate management.
Teaching Points

• Cystic adventitial disease diagnosis is based on evidence of cysts within

artery walls.

• A variety of anatomic variations may result in PAES.

• PAES may be bilateral.

• PAA is most commonly encountered in men.

• Acute complications of PAA include acute thrombosis and distal embolization.

Electronic supplementary material

The online version of this article (doi: 10.1007/s13244-016-0513-6)

contains supplementary material, which is available to authorized users.

14) TICAGRELOR VERSUS CLOPIDOGREL IN SYMPTOMATIC PERIPHERAL
Artery Disease

William R. et al. 

N Engl J Med 2017; 376:32-40  January 5, 2017

DOI: 10.1056/NEJMoa1611688
ABSTRACT

Background
Peripheral artery disease is considered to be a manifestation of systemic

atherosclerosis with associated adverse cardiovascular and limb events.

Data from previous trials have suggested that patients receiving clopidogrel

monotherapy had a lower risk of cardiovascular events than those receiving

aspirin.

We wanted to compare clopidogrel with ticagrelor, a potent antiplatelet

agent, in patients with peripheral artery disease.

Methods
In this double-blind, event-driven trial, we randomly assigned 13,885

patients with symptomatic peripheral artery disease to receive monotherapy

with ticagrelor (90 mg twice daily) or clopidogrel (75 mg once daily).

Patients were eligible if they had an ankle–brachial index (ABI) of 0.80 or

less or had undergone previous revascularization of the lower limbs.

The primary efficacy end point was a composite of adjudicated

cardiovascular death, myocardial infarction, or ischemic stroke. The primary

safety end point was major bleeding. The median follow-up was 30 months.

Results
The median age of the patients was 66 years, and 72% were men; 43%

were enrolled on the basis of the ABI and 57% on the basis of previous

revascularization. The mean baseline ABI in all patients was 0.71, 76.6% of

the patients had claudication, and 4.6% had critical limb ischemia. The

primary efficacy end point occurred in 751 of 6930 patients (10.8%)

receiving ticagrelor and in 740 of 6955 (10.6%) receiving clopidogrel

(hazard ratio, 1.02; 95% confidence interval [CI], 0.92 to 1.13; P=0.65). In

each group, acute limb ischemia occurred in 1.7% of the patients (hazard

ratio, 1.03; 95% CI, 0.79 to 1.33; P=0.85) and major bleeding in 1.6%

(hazard ratio, 1.10; 95% CI, 0.84 to 1.43; P=0.49).

Conclusions
 In patients with symptomatic peripheral artery disease, ticagrelor was

not shown to be superior to clopidogrel for the reduction of

cardiovascular events.

 Major bleeding occurred at similar rates among the patients in the

two trial groups.

(Funded by AstraZeneca; EUCLID ClinicalTrials.gov number,

NCT01732822.)

Supported by AstraZeneca.

Disclosure forms provided by the authors are available with the full text
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15) READAPTING THE ADAPTIVE IMMUNE RESPONSE – THERAPEUTIC STRATEGIES FOR ATHEROSCLEROSIS.
Sage AP, Mallat Z.

Br J Pharmacol. 2017 Jan 4. Doi: 10.1111/bph.13700. [Epub ahead of print]
Abstract

Cardiovascular diseases remain a major global health issue, with the

development of atherosclerosis a major underlying cause. Our treatment of

cardiovascular disease has improved greatly over the past 3 decades, but

significant need still remains to reduce disease burden. Current priorities

include reducing atherosclerosis advancement to clinically significant

stages, and preventing plaque rupture or erosion.

Inflammation and involvement of the adaptive immune system influences

all these aspects and therefore is one focus for future therapeutic

development. The atherosclerotic vascular wall is now recognized to

be invaded from both sides (arterial lumen and adventitia), for

better or worse, by the adaptive immune system. Atherosclerosis is also

impacted at multiple stages by adaptive immune responses, overall

providing multiple opportunities to target these responses to reduce disease

progression. Protective influences that may be defective in diseased

individuals include humoral responses to modified LDL and regulatory T cell

responses. There are multiple strategies in development to boost

these pathways in humans, including vaccine-based therapies. The

impact of various existing adaptive immune targeting therapies, such as

blocking critical costimulatory pathways or B cell depletion, on

cardiovascular disease are beginning to emerge with important

consequences for both autoimmune disease patients and the potential for

wider use of such therapies.

Entering the translation phase for adaptive immune targeting

therapies is an exciting and promising prospect.

This article is protected by copyright. All rights reserved.
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16) CONTEMPORARY MANAGEMENT OF ACUTE AORTIC OCCLUSION HAS EVOLVED BUT OUTCOMES HAVE NOT SIGNIFICANTLY IMPROVED.
Robinson WP, et al. 

Ann Vasc Surg. 2016 Jul;34:178-86.

doi: 10.1016/j.avsg.2015.12.021. Epub 2016 May 11.

Abstract

Background: Most existing series of acute aortic occlusion (AAO)

predate the changes in surgical and endovascular therapy of the last

2 decades.

We examined the contemporary management and outcomes of AAO.

Methods: We reviewed consecutive patients with AAO at a tertiary

referral center from 2004 to 2012. Outcomes were stratified and compared

according to etiology and procedure performed.

Results: AAO in 29 patients was due to in situ thrombosis in 21 (72%)

and embolism in 8 (28%) patients.

Vascular patients with embolism were on average older (77 ± 7 vs.

66 ± 12 years, P = 0.02) and had higher rates of atrial fibrillation (100%

vs. 20%, P = 0.0002) and congestive heart failure (75% vs. 0%,

P = 0.0001) in comparison with those with in situ thrombosis.

Neurologic deficit was present in 16 (55%) patients.

Six patients (21%) presented with bilateral paresis/paralysis secondary to

spinal cord or lumbosacral plexus ischemia, and primary neurologic etiology

was investigated before vascular consultation was obtained in 4 of these 6

patients.

Of the 29 patients, 28 (97%) underwent revascularization including

transfemoral embolectomy (n = 6), transperitoneal aortoiliac thrombectomy

(n = 2), axillobifemoral bypass (n = 10), aortobifemoral bypass (n = 6),

and endovascular therapy including thrombolysis, angioplasty ± stenting

(n = 4).

In-hospital mortality was 31% and did not vary significantly according to

etiology (embolism 38% vs. in situ thrombosis 29%, P = 0.67).

In-hospital mortality varied widely according to procedure (transfemoral

embolectomy 50%, aortoiliac thrombectomy 100%, axillobifemoral bypass

30%, aortobifemoral bypass 0%, and endovascular therapy 25%,

P = 0.08).

Major morbidity (59%), length of stay (8.6 ± 8.0 days), and discharge to a

rehabilitation facility (50%) did not vary by etiology or procedure.

At a media follow-up of 361 ± 460 days (range 3-2014), overall survival

was 42%.

There were no amputations among 20 survivors of initial hospitalization.

Conclusions:
 AAO is now more commonly caused by in situ thrombosis rather than

embolism.

 A high index of suspicion for AAO is required for prompt diagnosis

and treatment, particularly when patients present with profound

lower extremity neurologic deficit.

 In comparison with previous reports, the contemporary management

of AAO includes increased use of axillobifemoral bypass and now

involves endovascular revascularization, although a variety of open

surgical procedures are utilized.

 However, the in-hospital mortality and morbidity of AAO has not

decreased significantly over the last 2 decades and mid-term survival

remains limited.

 Further study is required to identify strategies that improve outcomes

after AAO.

Copyright © 2016 Elsevier Inc. All rights reserved.

PMID 27177699 [PubMed - indexed for MEDLINE]
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17) OUTCOMES AFTER EXTERNAL ILIAC AND FEMORAL VASCULAR INJURIES.
Kim JJ, et al. 
Ann Vasc Surg. 2016 May;33:88-93.

doi: 10.1016/j.avsg.2016.01.005. Epub 2016 Mar 8.

Abstract

Background: Vascular injuries occurring at the junction of the trunk and

lower extremity are uncommon yet challenging because of their location

and potential for associated truncal injuries. The purpose of this study was

to examine and compare outcomes among patients sustaining external iliac

and femoral vascular injuries.

Methods: We performed a 13-year retrospective analysis of our level 1

trauma center database to identify and compare patients with external iliac

and femoral vessel injuries. Multiple logistic regression analysis was

performed to identify independent predictors for mortality.

Results: During the study period, 135 patients with a median

(interquartile range [IQR]) age of 25 (20-35) years were identified with

external iliac (n = 29) and femoral vascular injuries (n = 106).

The majority were male (85.9%) with a penetrating mechanism (84.5%),

and the median (IQR)

Injury Severity Score (ISS) was 16 (11-26).

The overall mortality rate was 14.1%.

In comparison with patients with femoral vascular injuries, patients with

external iliac injuries presented with higher ISS (25 vs. 16, P < 0.001),

lower Glasgow Coma Scale (14 vs. 15, P = 0.001) and had a higher

incidence of mortality (41.4% vs. 6.6%, P < 0.001) and disability (13.8%

vs. 1%, P = 0.007).

Shunts were used in only 7 patients (5.2%).

Stepwise logistic regression consistently identified external iliac

injury (odds ratio, 15.6; 95% confidence interval, 1.72-141, P = 0.014 in

best-fitted model) as independently associated with mortality.

Conclusions:
 In comparison with femoral vascular injuries, external iliac vascular

injuries are associated with higher blood loss, more intense

resuscitation, higher disability and mortality in patients sustaining

junctional groin injuries.

 Early recognition and application of damage control techniques and

resuscitative practices may result in improved outcomes.

Copyright © 2016 Elsevier Inc. All rights reserved.

PMID: 26965801 [PubMed - indexed for MEDLINE]

https://www.ncbi.nlm.nih.gov/m/pubmed/26965801/

18) ENDOVASCULAR TREATMENT OF CHRONIC MESENTERIC ISCHEMIA IN THE SETTING OF OCCLUSIVE SUPERIOR MESENTERIC ARTERY LESIONS.
Goldman MP, et al. 

Ann Vasc Surg. 2017 Jan;38:29-35.

doi: 10.1016/j.avsg.2016.08.009. Epub 2016 Aug 28.

Abstract

Background: Endovascular intervention is considered the first-line

treatment for chronic mesenteric ischemia (CMI) when feasible.

Two-vessel revascularization is most definitive when celiac (CA) and superior

mesenteric arteries (SMA) are diseased, but single-vessel intervention may be

performed in patients with 2-vessel disease due to anatomic/technical factors.

We evaluated anatomic predictors of clinical outcomes associated with

endovascular treatment of CMI among patients with occlusive SMA lesions.

Methods: Patients with CMI treated with endovascular revascularization over

10 years were identified. Patients with SMA occlusions were selected for

analysis. Between-group comparisons based on inclusion of an SMA

revascularization were evaluated using t-test and chi-squared test. Freedom

from symptomatic recurrence or repeat intervention was analyzed using

proportional hazards regression.

Results: Fifty-four patients with CMI were analyzed. Sixteen (29.6%)

patients had CA-only intervention, and 38 (70.4%) patients had SMA

revascularization with or without CA intervention. No significant differences in

demographics or comorbidity were identified between groups. In the CA-only

intervention group, 8 of the 16 (50%) patients developed symptomatic

recurrence compared with 8 of the 31 (21.1%) patients whose intervention

included the SMA. Patients treated without SMA intervention also had decreased

freedom from both symptomatic recurrence (hazard ratio [HR] 3.2, 95%

confidence interval [CI] 1.2-8.6, P = 0.016) and repeat intervention (HR 5.5,

95% CI 1.8-16.3, P = 0.001).

Conclusions:
 Among patients with CMI and occlusive SMA lesions, SMA

revascularization appears to be the key determinant for symptomatic

outcomes and repeat intervention.

 Patient counseling should include potential future need for surgical

revascularization if endovascular SMA treatment cannot be accomplished.

Copyright © 2016 Elsevier Inc. All rights reserved.

PMID: 27581131 [PubMed - indexed for MEDLINE]
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19) SURGICAL MANAGEMENT OF PERIPHERAL VASCULAR MANIFESTATIONS OF LOEYS-DIETZ SYNDROME.
Beaulieu RJ, et al. 

Ann Vasc Surg. 2017 Jan;38:10-16.

doi: 10.1016/j.avsg.2016.06.007. Epub 2016 Aug 10.

Abstract

Background: Loeys-Dietz syndrome (LDS) is characterized by a triad of

aortic aneurysm, vessel tortuosity, and hypertelorism.

LDS patients often harbor additional aneurysms and dissections throughout

their vasculature. The optimal management of these additional lesions is poorly

understood. Accordingly, we sought to analyze our experience with the

peripheral arterial manifestations of LDS.

Methods: Adult and pediatric LDS patients who sought treatment at a single

institution from 2005 to 2015 were retrospectively reviewed. Patients were

included if radiographic or clinically documented evidence existed of peripheral

artery aneurysm or dissection. Standard univariate analyses were performed.

Results: Eighteen LDS patients (aged 1.3-59.3 years, mean age 27.8 years

at diagnosis) with aortic (not including root, ascending, or arch) vascular

abnormalities were identified. Average follow-up was 5.2 ± 3.8 years. Fourteen

(77.8%) patients had peripheral aneurysms, occurring most frequently in the

carotid (35.7%), subclavian (35.7%), and visceral (28.6%) segments. Most

patients had multiple peripheral segments involved (average 2, range 1-6).

Nine (64%) patients with peripheral involvement underwent repair, for a total

of 17 operations (average 1.89 operations per patient, range 1-4).

Endovascular techniques were used in 4 operations (23.5%), without technical

failures. Among patients requiring surgical repair, a history of abdominal aortic

repairs was present in 77.8%, yielding a total of 36 vascular repairs (average 4,

range 2-7). Perioperative morbidity was 11.8%, with no reported mortalities.

Prior aortic dissection was not associated with peripheral surgical repairs

(P = 0.58).

Conclusions:
 LDS is an aggressive vasculopathy which commonly affects the peripheral

vasculature.

 Our data suggest that open and endovascular procedures may be safe

and effective in the LDS periphery and multiple operations are common.

 As prior aortic dissection did not predict peripheral arterial involvement in

LDS, vigilant peripheral arterial surveillance of LDS is warranted

regardless of aortic disease state and may be key to early identification

and our treatment success.

Copyright © 2016 Elsevier Inc. All rights reserved.
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20) PATENCY OF THE INTERNAL ILIAC ARTERY AFTER PLACEMENT OF COMMON AND EXTERNAL ILIAC ARTERY STENTS.
Vinogradova M, Lee HJ, Armstrong EJ, Laird J, Humphries MD.

Ann Vasc Surg. 2017 Jan;38:184-189. doi: 10.1016/j.avsg.2016.10.008.

Epub 2016 Oct 26.
Abstract

Background:
Treatment of severe aortoiliac occlusive disease (AIOD) frequently requires

long-segment stenting of the common and external iliac arteries (CIA and

EIA, respectively). This study aims to analyze the patency of the internal

iliac artery (IIA) after placement of a CIA and EIA stents across the orifice.

Methods:
A retrospective analysis of all patients who underwent de novo ipsilateral

stent placement in the CIA and EIA between 2006 and 2013 was performed.

Kaplan-Meier analysis was used to analyze patency of the IIA, and Cox

proportional hazard models were used to identify characteristics associated

with occlusion.

Results:
We identified 77 patients and 93 limbs where ipsilateral CIA and EIA stents

were placed. Preintervention angiographic review found 52 cases of a patent

ipsilateral IIA where stents were placed across the origin of the IIA in 31

cases and staggered across the orifice in 20 limbs. Kaplan-Meier analysis

demonstrated a 37% patency in limbs where the stent covered the IIA

orifice compared to 78% patency in uncovered arteries (P = 0.04). Newonset

buttock claudication developed in 4 patients, 2 with patent IIAs and 2

with occluded. New-onset impotence also developed in 3 patients with

occluded IIA and 5 patients with patent IIAs.

Conclusions:
 Placement of stents across the origin of the IIA may not result in

immediate occlusion, but long-term patency of covered IIAs is

decreased compared to uncovered IIAs.

 This study is limited by a small sample size, but when treating AIOD,

coverage of the internal iliac origin should be avoided to maintain

patency of the pelvic circulation.

Copyright © 2016 Elsevier Inc. All rights reserved.

PMID: 27793624

DOI: 10.1016/j.avsg.2016.10.008

21) AORTA DE PORCELANA CIRUGÍA HÍBRIDA SIN CLAMPS, SIN SUTURAS. CLAMPLESS AND SUTURELESS HYBRID TECHNIQUE FOR AORTIC ARCH DEBRANCHING ON A PORCELAIN AORTA.
Poletto GL, Musto L, Civilini E, Giorgetti P.
Ann Thorac Surg. 2016 Jun;101(6):2395-7.

doi: 10.1016/j.athoracsur.2015.12.023.

Abstract
An innovative hybrid approach to the supraaortic vessels in a porcelain

aorta and severe fibrotic tissue reaction at the neck is described. The

technique is demonstrated in an 80-year-old woman with previous several

carotid operations but still experiencing recurrent transient ischemic

attacks. Clinical success was achieved at midterm follow-up, demonstrating

the efficacy of hybrid treatment for this high-risk patient. Novel prosthetic

vascular grafts that can be applied without cross-clamping may also provide

a solution to approaching a porcelain aorta and difficult anatomies.

Copyright © 2016 The Society of Thoracic Surgeons. Published by Elsevier Inc. All rights reserved. PMID: 27211961
DOI: 10.1016/j.athoracsur.2015.12.023

22) ENDOVASCULAR TREATMENT OF ATHEROSCLEROTIC ILIAC STENOSIS: LOCAL AND SYSTEMIC COMPLICATIONS OF THE OPEN BRACHIAL ACCESS.
Nasr B, Albert B, David CH, Khalifa A, El Aridi L, Badra A, Braesco J,

Gouny P.

Ann Vasc Surg. 2016 May;33:45-54. doi: 10.1016/j.avsg.2015.10.027.

Epub 2016 Jan 21.

Abstract

Background:
The femoral access is the approach of reference for iliac angioplasty. In the

current context of an early ambulation and a minimization of in-hospital

stay period, the brachial access seems to be an appropriate approach,

especially that long and small diameter equipments are available.

Furthermore, it is extremely useful in case of inappropriate or unavailable

femoral access. The aim of this study was to evaluate the complication risk

factors of the brachial approach in the treatment of iliac stenosis.

Methods:
Between January 2012 and December 2013, we performed 281 iliac

transluminal angioplasties of which 57 (20%) consecutive left brachial

artery accesses were performed in 54 patients. The choice of brachial

access was justified in 68% of the cases by an unavailable femoral access,

in 29% of the cases by the presence of bilateral iliac lesions, and in 3% of

the cases after failure of retrograde femoral approach.

Results:
The patients were of a male majority (81%) with a mean age of

66 ± 9 years. The procedure was performed under local anesthesia in 65%

of the cases. No upper limb ischemia or nervous complications had been

reported. No cerebrovascular stroke has been identified. One patient

presented with dysarthria associated with disorientation without the

presence of cerebrovascular ischemia on the computed tomography scan

and on the magnetic resonance imaging. There were 3 major hematomas at

the brachial access site, which required reoperation; these 3 patients were

on dialysis. There was no statistically significant relationship between a

complication occurrence and the diameter or length of the introducer. The

mean in-hospital stay period was 2 days. The procedure was considered

successful in 91% of the cases. We reported 5 cases of failure: 4 of which

was due to a difficulty in crossing the lesion and 1 due to a very short

material. The only significant risk factor of failure was the thrombosis of the

iliac axis (odds ratio 23.3, 95% confidence interval 2.5-264.6, P = 0.003).

Conclusions:
 The femoral access remains the recommended approach for the

treatment of iliac occlusive lesions. However, brachial artery access

seems to provide a safe and secure alternative approach for patients

when femoral artery access is unavailable.

 It allows a rapid ambulation and an ambulatory care.

Copyright © 2016 Elsevier Inc. All rights reserved.

PMID: 26802290

DOI: 10.1016/j.avsg.2015.10.027

23) PRELIMINARY EXPERIENCE WITH THE GORE(®) EXCLUDER(®) ILIAC BRANCH ENDOPROSTHESIS FOR COMMON ILIAC ANEURYSM ENDOVASCULAR TREATMENT.
Millon A1, Della Schiava N2, Arsicot M2, De Lambert A3, Feugier P2, Magne

JL3, Lermusiaux P2.

Ann Vasc Surg. 2016 May;33:11-7. doi: 10.1016/j.avsg.2015.12.003. Epub

2016 Jan 22.
Abstract

Background:
The aim of this study is to assess the safety and the short-term results of

endovascular treatment of common iliac artery (CIA) aneurysms using the

new GORE EXCLUDER iliac branch endoprosthesis (IBE) device.

Methods:
The study is a retrospective with prospective follow-up nonrandomized,

single-arm evaluation. Patients with a CIA aneurysm (diameter >30 mm)

extending to the iliac bifurcation underwent endovascular treatment with

the Gore IBE. Anatomic and procedural data were collected. Computed

tomography angiography (CTA) was performed within the 30 days after the

procedure and every 6 month. Thirty-day and at least 6-months outcomes

were investigated.

Results:
From February 2014 to December 2014, 10 male patients with aneurysmal

CIA (mean age 75 years old) underwent consecutive endovascular

treatment with the Gore IBE. The CIA aneurysm (mean diameter 43.2 mm,

range 32-49) treated with the Gore IBE was associated with an abdominal

aortic aneurysm (AAA) in 5 patients. One patient had a previous AAA open

repair. CIA aneurysm was bilateral in 5 patients. Preliminary procedure of

internal iliac artery embolization was performed in 3 patients. Technical

success rate of the Gore IBE implantation was 100% with a median

fluoroscopy time of 35 min (range 12-64, ±16) and median contrast load of

150 mL (range 100-250, ±45). No perioperative complications were

observed. Median length of stay was 4 days (range 3-7, ±2). One aortic

type Ia endoleak was observed on the postoperative CT scan requiring an

aortic extension at day 3. Branch patency was observed in all 10 patients at

1 month and 9 patients at 6 month. All CIA aneurysms were excluded

without type Ib or type III endoleak.

Conclusions:
 The technical success and short-term results demonstrate

encouraging results and clinical benefits of the new GORE EXCLUDER

IBE.

 A longer follow-up is needed to assess midterm and long-term results.

Copyright © 2016 Elsevier Inc. All rights reserved. PMID: 26808286
DOI: 10.1016/j.avsg.2015.12.003

24) EVALUATION OF DISTAL HEMODYNAMIC CHANGES OF LOWER EXTREMITY AFTER ENDOVASCULAR TREATMENT: CORRELATION BETWEEN MEASUREMENTS OF COLOR-CODED QUANTITATIVE DIGITAL SUBTRACTION ANGIOGRAPHY AND ANKLE-BRACHIAL INDEX.
Lou WS, Su HB, Huang KY, He X, Chen L, Chen GP, Shi WY, Han JF,

Gu JP.

J Vasc Interv Radiol. 2016 Jun;27(6):852-8.

doi: 10.1016/j.jvir.2016.02.011. Epub 2016 Apr 19.

Abstract

Purpose:
To confirm the feasibility of using time-to-peak (TTP) measurements

derived from color-coded digital subtraction angiography (ccDSA) imaging

to assess improvements in distal circulation in relation to the ankle-brachial

index (ABI).

Materials and methods:
Nineteen patients who underwent percutaneous transluminal angioplasty

and/or stent placement (in 20 lower extremities) were evaluated. A region

of interest (ROI) at the proximal superficial femoral artery (SFA) was

selected for a reference TTP for quantitative assessments. The ROI

measurements of the TTP interval between medial and lateral

plantar/dorsalis pedis relative to the reference was regarded as the ΔTTP

and used to assess distal hemodynamic improvement achieved by the

revascularization.

The ABI was obtained with a handheld Doppler ultrasound machine with a

manually operated blood-pressure cuff.

Correlation between the two methods was analyzed.

Results:
The ABI improved significantly from 0.44 ± 0.18 to 0.79 ± 0.20 (t = 10.11;

P < .0001) after the intervention. TTP, which reflected the blood flow time

from the proximal SFA to the foot, became much faster, from 11.86

seconds ± 4.26 to 6.75 seconds ± 2.03 (t = 6.57; P < .001). A good

correlation was observed between the improvement ratios of ΔTTP and ABI

(r = 0. 863).

Conclusions:
 TTP measurements derived from ccDSA provide an easy and objective

method for assessment of distal hemodynamic changes after

endovascular treatment of lower-extremity peripheral arterial disease

(PAD).

 It may provide a quantitative method to assess the adequacy of

endovascular interventions and provide more objective suggestions

for procedure endpoints, with potentially better clinical outcomes for

patients with PAD.

Copyright © 2016 SIR. Published by Elsevier Inc. All rights reserved.

PMID: 27106733

DOI: 10.1016/j.jvir.2016.02.011

25) ROTATIONAL ATHERECTOMY IN VERY LONG LESIONS: RESULTS FOR THE ROTATE REGISTRY.
Iannaccone M et al. 

Catheter Cardiovasc Interv. 2016 Nov 15;88(6):E164-E172.

doi: 10.1002/ccd.26548. Epub 2016 Apr 16.

Abstract

Background:
Rotational atherectomy (RA) is relatively contraindicated in patients with

lesions ≥25 mm of length.

Aim of this study was to evaluate RA safety and efficacy in this subset of

patients with new technology and devices.

Methods and results:
From April 2002 to August 2013, the ROTATE registry included all

consecutive patients undergoing RA in 8 centres.

They were divided into shorter lesion group (SLG, lesions < 25 mm) and

longer lesion group (LLG, lesions ≥ 25 mm). The angiographic success (AS)

was the primary end point. Procedural complications (PC), a composite end

point of procedural perforation, slow flow/no flow, and in-hospital major

acute cardiovascular events (MACE), were secondary end points, along with

death, nonfatal MI, target lesion revascularization, and MACE during followup.

Sensitivity analysis was performed according to generation of DES.

1186 patients were included: 51.5% in SLG and 48.4% in LLG. Mean age

was 70.4 ± 9.3 years, 64.5% were male. AS and PC did not differ between

the two groups (93% vs 91%, p = 0.24 and 9.8 vs 9.4%, p = 0.84). During

follow-up (27.6 ± 22.9 months), MACE did not differ between the two

groups (28% vs 29.1%, p = 0.95). At multivariate analysis chronic kidney

disease, male gender increased risk of MACE (HR 1.94, IQR 1.29-2.0,

p = 0.01, HR 0.52, IQR 0.34-0.79, p = 0.01) while second-generation DES

seemed protective (HR 0.53, IQR 0.31-0.88, p = 0.02). Data were confirmed

at sensitivity analysis for second-generation DES (759 pts, 63.9%).

No differences were found in this subpopulation between the two groups in

term of AS, PC, and long-term MACE (93.6% vs 93.5%, p = 0.28, 11.9% vs

9.4%, p = 0.32 and 25.5% vs 23.9%, p = 0.72, respectively).

Conclusions:
 Treating coronary lesions ≥ 25 mm length with RA does not impact

short- and long-term outcome, in particular, in patients with secondgeneration DES.

© 2016 Wiley Periodicals, Inc.
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26) LONG-TERM OUTCOMES OF SMART STENT IMPLANTATION IN PATIENTS WITH FEMORO-POPLITEAL DISEASE.
Matsumi J, et al. 

Catheter Cardiovasc Interv. 2016 Nov;88(5):832-841.

doi: 10.1002/ccd.26718. Epub 2016 Aug 18.
Abstract

Objectives:
This study aimed to determine the long-term outcomes of SMART stent

implantation for femoro-popliteal (FP) lesions.

Background:

The long-term results of SMART stent implantation for FP lesions remained

unknown.

Methods:
We studied 319 limbs in 269 patients (mean age: 73.2 ± 7.7 years)

who underwent SMART stent implantation for FP lesions (mean treatedlesion

length: 118.5 ± 81.0 mm) from 2004 to 2014, retrospectively.

These patients were followed-up for a mean of 52.8 ± 33.8 months

(median: 51.0 months).

Kaplan-Meier and log-rank analyses were used to determine time to event.

Hazard ratios (HRs) with 95% confidence interval (CI) were calculated

through univariate and multivariate Cox proportional hazard analyses to

estimate predictors of primary patency loss.

Results:
Overall, 37.3% of lesions were TransAtlantic Inter-Society Consensus

(TASC) IIC/D lesions, and 41.1% exhibited chronic total occlusion. Postprocedural primary patency rates were 87.7%, 79.4%, 68.1%, 53.7%, and

50.3%, at 1, 3, 5, 7, and 10 years, respectively; the corresponding

secondary patency rates were 96.5%, 91.7%, 85.0%, 73.8%, and 67.7%,

respectively. TASC IIA/B lesions had considerably better primary patency

rates than C/D lesions at all time points. Multivariate analysis indicated that

lesion length (with >200 mm vs. <100 mm) significantly promoted primary

patency loss (HR, 2.555; 95% CI, 1.429-4.568; P = 0.002), as well as

hemodialysis (HR, 1.881; 95% CI, 1.208-2.928; P = 0.005).

Conclusions:
 Although SMART stent implantation produced favorable long-term

results, TASC IIC/D FP lesions had poor outcomes.

© 2016 Wiley Periodicals, Inc.
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27) IMMEDIATE CHANGES OF ANGIOSOME PERFUSION DURING TIBIAL ANGIOPLASTY.
Rother U, et al. J Vasc Surg. 2017.

https://www.ncbi.nlm.nih.gov/m/pubmed/27832987/
Abstract

Objective: In recent years, a controversial discussion about the clinical

relevance of the angiosome concept during tibial angioplasty has developed.

Therefore, we conducted a prospective study to evaluate the angiosome

concept on the level of microcirculation during tibial vascular interventions.

Methods: Thirty patients with isolated tibial angioplasty were examined

prospectively. Macrocirculation was evaluated by measurement of the

ankle-brachial index (ABI).

For the assessment of microcirculation, a combined method of laser Doppler

flowmetry and tissue spectrometry (O2C; LEA Medizintechnik GmbH,

Giessen, Germany) was applied.

Microcirculatory parameters were measured continuously during the

procedures.

Measuring points were located over different angiosomes of the index foot;

a control probe was placed on the contralateral leg.

Results: Cumulated microcirculation parameters (sO2, flow) as well as

the ABI showed a significant improvement postinterventionally (ABI, P <

.001; sO2, P < .001; flow, P < .001). Assessment of the separate

angiosomes of the index leg and the comparison of the directly

revascularized (DR) and indirectly revascularized (IR) angiosomes showed

no significant difference concerning the microperfusion postinterventionally

(DR - IR: sO2, P = .399; flow, P = .909) as well as during angioplasty.

Even a further subdivision of the collective into patients with diabetes (sO2,

P = .445; flow, P =.758) and renal insufficiency (sO2, P = .246; flow, P =

.691) could not demonstrate a superiority of the direct revascularization at

the level of microcirculation in these patients (comparison DR - IR).

Conclusions:
 There is a significant overall improvement in tissue perfusion of the

foot immediately after tibial angioplasty.

 The effect shown in this study, however, was found to be global and

was not restricted to certain borders, such as defined by angiosomes.

Copyright © 2016 Society for Vascular Surgery.

Published by Elsevier Inc. All rights reserved.
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28)The effect of gender on outcomes after lower extremity revascularization.

REVIEW ARTICLE

Wang J, He Y, Shu C, Zhao J, Dubois L.

J Vasc Surg. 2017 Mar;65(3):889-906.e4.

doi: 10.1016/j.jvs.2016.11.030.

Abstract

Objective: The effect of gender on outcomes after lower extremity

revascularization is controversial. The aim of our systemic review and

meta-analysis was to evaluate the gender-related outcomes after peripheral

vascular interventions.

Methods: We systematically searched MEDLINE, Embase, Cochrane

Database, and Scopus to identify studies comparing outcomes after

revascularization according to gender. A random-effects model was used to

pool outcomes. Time-to-event data were reported using hazard ratios (HRs)

and dichotomous data were presented using odds ratios (ORs).

RESULTS: Included were 40 studies. Pooling of short-term outcomes

after intervention showed that women had significantly increased risks of

30-day mortality (OR, 1.31; 95% confidence interval [CI], 1.11-1.55; P =

.001), amputation (OR, 1.07; 95% CI, 1.02-1.12; P = .002), early graft

thrombosis (OR, 1.56; 95% CI, 1.28-1.90; P < .0001), embolization (OR,

1.64; 95% CI, 1.24-2.17; P = .0005), incisional site complication (OR,

1.56; 95% CI, 1.34-1.80; P < .0001), cardiac events (OR, 1.21; 95% CI,

1.16-1.26; P < .0001), stroke (OR, 1.35; 95% CI, 1.19-1.53; P < .0001),

and pulmonary complication (OR, 1.07; 95% CI, 1.03-1.12; P = .0006).

No significant differences were found between women and men for shortterm

reinterventions (OR, 1.06; 95% CI, 0.73-1.54; P = .74) and renal

complications (OR, 1.03; 95% CI, 0.76-1.39; P = .86).

No significant differences in long-term outcomes between women and men

were found, with similar rates of cumulative survival (HR, 1.10; 95% CI,

0.97-1.24; P = .12), primary patency (HR, 1.14; 95% CI, 1.00-1.30; P =

.06), secondary patency (HR, 1.07; 95% CI, 0.86-1.34; P = .54), and limb

salvage (HR, 0.93; 95% CI, 0.70-1.24; P = .63). However, in the open

surgery subgroup, women had significantly reduced survival compared with

men (HR, 1.21; 95% CI, 1.01-1.44; P = .04).

Conclusions:
 Women have inferior short-term outcomes but similar long-term

outcomes compared with men after lower limb revascularization.

 A higher treatment threshold may be warranted when considering

intervening on women with symptomatic peripheral arterial disease

owing to the increased risks of postprocedural mortality and

complications.

Copyright © 2016 Society for Vascular Surgery.

Published by Elsevier Inc. All rights reserved.

PMID: 28236929 [PubMed - indexed for MEDLINE]
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29) CLINICAL OUTCOMES OF OBTURATOR CANAL BYPASS.
Bath J, Rahimi M, Long B, Avgerinos E, Giglia J.

J Vasc Surg. 2017 Jul;66(1):160-166.

doi: 10.1016/j.jvs.2016.11.049. Epub 2017 Feb 16.

Abstract

Objective:
Infected aortofemoral grafts pose a formidable challenge with a significant

risk of limb loss and high mortality. Despite successful reports of obturator

canal bypass (OCB) for infected aortofemoral graft and complicated groins,

the technique has not gained widespread use.

We reviewed our experience with OCB and performed a systematic review

of the literature.

Methods:
A retrospective review of patients who underwent OCB in our institution

between 1995 and 2013 was conducted. Demographics of the patients,

comorbidities, previous interventions, and postoperative and longer term

related events were recorded. Outcomes were primary and secondary

patency, limb salvage, and survival rates. For the literature review, all

published series in the English language were identified through a PubMed

database query.

Results:
Fifteen patients underwent 18 OCBs during the study period. Mean age was

59.6 ± 12 years, and 11 were men. Indications for surgery were chronic

infection in 10 patients and acute bleeding in 5. Polytetrafluoroethylene was

used in all cases. Mean clinical follow-up was 57.7 ± 42.3 months (range,

7.4-181). The 30-day complications included three (16.7%) superficial

wound infections without any cardiac events, stroke, or death. Midterm

outcomes included five late deaths and one myocardial infarction. Regarding

major adverse limb events, three patients underwent above-knee

amputation. Another procedure was required in 11 of the 18 limbs (61%) at

a mean duration of 42 months for reoperation and 35 months for

reintervention. One OCB (6%) became infected, requiring removal at

42 months. Primary, primary assisted, and secondary patency was 65%,

71%, and 88% at 24 months, respectively. Overall survival and limb

salvage was 83% and 81% at 36 months, respectively.

Conclusions:
 The OCB can be performed safely with minimal early morbidity and

mortality in well-selected patients with infections limited to one

femoral anastomosis site.

 Limb salvage and overall mortality in this series are excellent and in

agreement with the reported literature on OCB.

 Long-term follow-up is recommended because of a significant

reoperation and reintervention rate.

Copyright © 2017 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved.
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[Indexed for MEDLINE]

30) MEASURES OF CHRONIC KIDNEY DISEASE AND RISK OF INCIDENT PERIPHERAL ARTERY DISEASE: A COLLABORATIVE META-ANALYSIS OF INDIVIDUAL PARTICIPANT DATA
Kunihiro Matsushita, MD et al.

Published: 14 July 2017

DOI: http://dx.doi.org/10.1016/S2213-8587(17)30183-3

Summary

Background

Some evidence suggests that chronic kidney disease is a risk factor for

lower-extremity peripheral artery disease.

We aimed to quantify the independent and joint associations of two

measures of chronic kidney disease (estimated glomerular filtration rate

[eGFR] and albuminuria) with the incidence of peripheral artery disease.

Methods

In this collaborative meta-analysis of international cohorts included in the

Chronic Kidney Disease Prognosis Consortium (baseline measurements

obtained between 1972 and 2014) with baseline measurements of eGFR

and albuminuria, at least 1000 participants (this criterion not applied to

cohorts exclusively enrolling patients with chronic kidney disease), and at

least 50 peripheral artery disease events, we analysed adult participants

without peripheral artery disease at baseline at the individual patient level

with Cox proportional hazards models to quantify associations of creatininebased

eGFR, urine albumin-to-creatinine ratio (ACR), and dipstick

proteinuria with the incidence of peripheral artery disease (including

hospitalisation with a diagnosis of peripheral artery disease, intermittent

claudication, leg revascularisation, and leg amputation). We assessed

discrimination improvement through c-statistics.

Findings

We analysed 817 084 individuals without a history of peripheral artery

disease at baseline from 21 cohorts. 18 261 cases of peripheral artery

disease were recorded during follow-up across cohorts (median follow-up

was 7·4 years [IQR 5·7–8·9], range 2·0–15·8 years across cohorts). Both

chronic kidney disease measures were independently associated with the

incidence of peripheral artery disease. Compared with an eGFR of 95

mL/min per 1·73 m2, adjusted hazard ratios (HRs) for incident studyspecific

peripheral artery disease was 1·22 (95% CI 1·14–1·30) at an eGFR

of 45 mL/min per 1·73 m2 and 2·06 (1·70–2·48) at an eGFR of 15 mL/min

per 1·73 m2. Compared with an ACR of 5 mg/g, the adjusted HR for incident

study-specific peripheral artery disease was 1·50 (1·41–1·59) at an ACR of

30 mg/g and 2·28 (2·12–2·44) at an ACR of 300 mg/g.

The adjusted HR at an ACR of 300 mg/g versus 5 mg/g was 3·68 (95% CI

3·00–4·52) for leg amputation.

eGFR and albuminuria contributed multiplicatively (eg, adjusted HR 5·76

[4·90–6·77] for incident peripheral artery disease and 10·61 [5·70–19·77]

for amputation in eGFR <30 mL/min per 1·73 m2 plus ACR ≥300 mg/g or

dipstick proteinuria 2+ or higher vs eGFR ≥90 mL/min per 1·73 m2 plus

ACR <10 mg/g or dipstick proteinuria negative). Both eGFR and ACR

significantly improved peripheral artery disease risk discrimination beyond

traditional predictors, with a substantial improvement prediction of

amputation with ACR (difference in c-statistic 0·058, 95% CI 0·045–0·070).

Patterns were consistent across clinical subgroups.

Interpretation

 Even mild-to-moderate chronic kidney disease conferred increased

risk of incident peripheral artery disease, with a strong association

between albuminuria and amputation.

 Clinical attention should be paid to the development of peripheral

artery disease symptoms and signs in people with any stage of

chronic kidney disease.

Funding

American Heart Association, US National Kidney Foundation, and US National

Institute of Diabetes and Digestive and Kidney Diseases.

http://www.thelancet.com/journals/landia/article/PIIS2213-

8587(17)30183-3/fulltext?elsca1=etoc

31) FRENCH MULTICENTER EXPERIENCE WITH THE GORE TIGRIS VASCULAR STENT IN SUPERFICIAL FEMORAL AND POPLITEAL ARTERIES.
J Vasc Surg. 2017 May;65(5):1329-1335.

doi: 10.1016/j.jvs.2016.11.056. Epub 2017 Feb 20.

Sibé M, Kaladji A, Boirat C, Cardon A, Chaufour X, Bossavy JP, Saint-Lebes B.

Abstract

Background:
Preliminary results in small single-center studies after stenting with the

GORE TIGRIS Vascular Stent (W. L. Gore & Associates, Flagstaff, Ariz) show

promising short-term primary patency rates, but larger, multicenter studies

are needed. This study therefore investigated the performance of the GORE

TIGRIS Vascular Stent at three different centers in France in patients with

symptomatic peripheral artery disease.

Methods:
This retrospective, single-arm, multicenter cohort study included 215

patients with peripheral artery disease (Rutherford-Becker category 2-6)

who were treated with the GORE TIGRIS Vascular Stent, a dual-component

stent consisting of a nitinol wire frame combined with a fluoropolymerinterconnecting

structure.

The efficacy end point was primary patency defined by freedom from binary

restenosis as derived by duplex ultrasound imaging until 2 years after the

intervention. Primary, secondary, and primary assisted patency rates at 3,

6, 12, 18, and 24 months were estimated by Kaplan-Meier analysis.

Results:
The GORE TIGRIS Vascular Stent was used to successfully treat 239 lesions,

of which 141 lesions were located in the superficial femoral artery and 98 in

the popliteal artery.

Patients were a mean age of 74 ± 12 years. Mean lesion length was 86.8 ±

44.7 mm.

After 12 and 24 months, the overall primary patency rates were 81.5% and

67.2%, respectively, and primary assisted patency was 94.9% and 84.8%.

Secondary patency was achieved in 99.1% at 24 months.

Conclusions:
 Our multicenter experience with the GORE TIGRIS Vascular Stent

demonstrates continued good results at 2 years for endovascular

treatment of challenging obstructive superficial femoral artery and

popliteal artery disease.

Copyright © 2017 Society for Vascular Surgery. Published by Elsevier Inc. All rightsreserved. PMID: 28222987
DOI: 10.1016/j.jvs.2016.11.056  

[Indexed for MEDLINE]
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32) CLINICAL PRESENTATION AND MANAGEMENT OF ARTERIAL THORACIC OUTLET SYNDROME.
Vemuri C, McLaughlin LN, Abuirqeba AA, Thompson RW.

J Vasc Surg. 2017 May;65(5):1429-1439.

doi: 10.1016/j.jvs.2016.11.039. Epub 2017 Feb 8.
Abstract

Objective:
Arterial thoracic outlet syndrome (TOS) is a rare condition characterized by

subclavian artery pathology associated with a bony abnormality.

This study assessed contemporary clinical management of arterial TOS at a

high-volume referral center.

Methods:
A prospectively maintained database was used to conduct a retrospective

review of patients undergoing primary or reoperative treatment for arterial

TOS during an 8-year period (2008 to 2016).

Presenting characteristics, operative findings, and clinical and functional

outcomes were evaluated.

Results:
Forty patients underwent surgical treatment for arterial TOS,

representing 3% of 1401 patients undergoing operations for all

forms of TOS during the same interval.

Patients were a mean age of 40.3 ± 2.2 years (range, 13-68 years), and

72% were women.

More than half presented with upper extremity ischemia/emboli (n = 21) or

posterior stroke (n = 2), including eight that had required urgent brachial

artery thromboembolectomy. The presentation in 17 (42%) was

nonvascular, with 11 having symptoms of neurogenic TOS and six having an

asymptomatic neck mass or incidentally discovered subclavian artery

dilatation. All patients underwent thoracic outlet decompression (25

supraclavicular, 15 paraclavicular), of which there were 30 (75%) with a

cervical rib (24 complete, 6 partial), 5 with a first rib abnormality, 4 with a

clavicle fracture, and 1 (reoperation) with no remaining bone abnormality.

Subclavian artery reconstruction was performed in 70% (26 bypass grafts,

1 patch, 1 suture repair), and 30% had mild subclavian artery dilatation

(<100%) requiring no arterial reconstruction.

Mean postoperative length of stay was 5.4 ± 0.6 days.

During a mean follow-up of 4.5 ± 0.4 years (range, 0.9-8.1 years),

subclavian artery patency was 92%, none had further dilatation or

embolism, and chronic symptoms were present in six (4

postischemic/vasospasm, 2 neurogenic).

Functional outcomes measured by scores on the 11-item version of the

Disability of the Arm, Shoulder and Hand Outcome Measure improved from

39.1 ± 3.8 to 19.2 ± 2.7 (P < .0001).

Conclusions:
 This relatively large single-institution series demonstrates the diverse

clinical presentation of arterial TOS coincident with a spectrum of

bony and arterial pathology.

 Current surgical protocols can achieve excellent outcomes for this

rare and often complicated condition.

Copyright © 2016 The Authors. Published by Elsevier Inc. All rights

reserved.

PMID: 28189360
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33) BETTER SURVIVAL FOR AFRICAN AND HISPANIC/LATINO AMERICANS AFTER INFRAINGUINAL REVASCULARIZATION IN THE SOCIETY FOR VASCULAR SURGERY VASCULAR QUALITY INITIATIVE. 
Brothers TE, et al. 
J Vasc Surg. 2017 Apr;65(4):1062-1073.

doi: 10.1016/j.jvs.2016.10.105. Epub 2017 Feb 8.

Abstract

Objective: Inferior survival outcomes have historically been reported for

African Americans with cardiovascular disease, and poorer outcomes have

been presumed for peripheral arterial disease (PAD) as well.

The current study evaluates the effect of race and ethnicity on survival of

patients undergoing open or endovascular interventions for lower

extremity PAD.

Methods: Data of patients from the Society for Vascular Surgery Vascular

Quality Initiative database were obtained for patients undergoing open

infrainguinal (INFRA) or suprainguinal (SUPRA) bypass, peripheral vascular

intervention (PVI), and amputation (AMP). Patients were further stratified

as suprainguinal (SupraPVI) if any of the first three interventions listed

included the aorta or iliac vessels or infrainguinal (InfraPVI) if not. The

primary outcome was the patient's death (overall mortality) as recorded in

the database or determined by cross-reference with the Social Security

Death Index (SSDI). The secondary outcome consisted of perioperative

mortality during the index hospitalization. Generalized linear modeling

provided multivariate analysis, with entry of variables dependent on results

of univariate analysis.0

Results: From January 2003 through September 2015, a total of 24,241

INFRA bypass, 8028 SUPRA bypass, 48,048 InfraPVI, 21,196 SupraPVI, and

3423 AMP patients met criteria for analysis, with a median follow-up of 18

(interquartile range, 8-33) months.

Combining all procedures, overall mortality was lower among African

Americans than among white Americans (12.4% vs 14.2%; P < .0001) but

not death in the periprocedural period (1.1% vs 1.2%; P = .26).

To account for differences in length of follow-up, Cox proportional hazards

analysis confirmed that the African American race was independently

associated with a significantly lower occurrence of overall mortality after

INFRA bypass (hazard ratio [HR], 0.78; 95% confidence interval [CI], 0.70-

0.88; P < .0009), InfraPVI (HR, 0.72; 95% CI, 0.67-0.78; P < .0001), and

SupraPVI (HR, 0.77; 95% CI, 0.66-0.90; P = .0009) interventions but not

after SUPRA bypass or AMP. Similarly, by Cox proportional hazards,

Hispanic/Latino ethnicity was also independently associated with lower

overall mortality after INFRA bypass (HR, 0.75; 95% CI, 0.62-0.91; P =

.0030), InfraPVI (HR, 0.69; 95% CI, 0.62-0.78; P < .0001), and SupraPVI

(HR, 0.68; 95% CI, 0.52-0.89; P = .0045) but not after SUPRA bypass or AMP.
Conclusions:
 Contrary to the published data for other forms of cardiovascular

disease, African American patients as well as patients identified with

Hispanic/Latino ethnicity with PAD included in the Society for

Vascular Surgery Vascular Quality Initiative undergoing INFRA

revascularization for lower extremity PAD experienced better overall

survival compared with white Americans.

Published by Elsevier Inc.

PMID: 28189358 [PubMed - indexed for MEDLINE]
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34) AORTIC ROOT REPLACEMENT FOR CHILDREN WITH LOEYS-DIETZ SYNDROME.
Patel ND, et al. Ann Thorac Surg. 2017.

Ann Thorac Surg. 2017 May;103(5):1513-1518.

doi: 10.1016/j.athoracsur.2017.01.053. Epub 2017 Mar 31.

Abstract

Background: Loeys-Dietz syndrome (LDS) is an aggressive aortopathy

with a proclivity for aortic aneurysm rupture and dissection at smaller

diameters than other connective tissue disorders.

We reviewed our surgical experience of children with LDS to validate our

guidelines for prophylactic aortic root replacement (ARR).

Methods: We reviewed all children (younger than 18 years) with a

diagnosis of LDS who underwent ARR at our institution.

The primary endpoint was mortality, and secondary endpoints included

complications and the need for further interventions.

Results: Thirty-four children with LDS underwent ARR.

Mean age at operation was 10 years, and 15 (44%) were female.

Mean preoperative root diameter was 4 cm.

Three children (9%) had composite ARR with a mechanical prosthesis, and

31 (91%) underwent valve-sparing ARR.

Concomitant procedures included arch replacement in 2 (6%), aortic valve

repair in 1 (3%), and patent foramen ovale closure in 16 (47%).

There was no operative mortality.

Two children (6%) required late replacement of the ascending aorta, 5

(15%) required arch replacement, 1 (3%) required mitral valve

replacement, and 2 (6%) had coronary button

aneurysms/pseudoaneurysms requiring repair.

Three children required redo valve-sparing ARR after a Florida sleeve

procedure, and 2 had progressive aortic insufficiency requiring aortic valve

replacement after a valve-sparing procedure.

There were 2 late deaths (6%).

Conclusions:
 These data confirm the aggressive aortopathy of LDS.

 Valve-sparing ARR should be performed when feasible to avoid the

risks of prostheses.

 Serial imaging of the arterial tree is critical, given the rate of

subsequent intervention.

Copyright © 2017 The Society of Thoracic Surgeons. Published by Elsevier Inc. All rights reserved.

PMID: 28366467 [PubMed - indexed for MEDLINE]
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Florida sleeve (FS) procedure was developed as a simplified approach for

repair of functional type I aortic insufficiency sec
35) TRANSRADIAL AND TRANSULNAR ACCESS FOR ILIAC ARTERY INTERVENTIONS USING SHEATHLESS GUIDING SYSTEMS: A FEASIBILITY STUDY.
Ruzsa Z, et al. 

Catheter Cardiovasc Interv. 2016 Nov 15;88(6):923-931.

doi: 10.1002/ccd.26592. Epub 2016 Jun 3.
Abstract

Purpose:
Our aim was to evaluate the acute success and complication rates of the

transradial and transulnar access for iliac artery stenting using sheathless

guiding systems.

Methods:
Clinical and angiographic data from 156 consecutive patients with

symptomatic iliac artery stenosis who were treated with transradial or

transulnar access were evaluated.

All patients underwent Duplex ultrasound before and after the intervention.

The primary endpoints were the procedural success rate, major adverse

events, and access site complication rates.

The secondary endpoints were the angiographic result of the iliac artery

intervention, fluoroscopy time, X-ray dose, procedure length, crossover rate

to another puncture site and hospitalization duration.

The impact of the learning curve was also investigated, along with right or

left radial access.

Results:
The indication for the intervention was intermittent claudication in 109

patients (69.9%), critical limb ischemia in 44 (28.2%) subjects and acute

limb ischemia in three individuals (1.9%).

Technical success was achieved in 155 patients (99.4%), with a crossover

rate of 3.8%.

Radial and ulnar artery access was used in 151 (96.8%) and 7 (4.5%)

patients, respectively.

The Ankle-brachial index increased from 0.69 [0.65-0.72] to 0.91 [0.88-

0.95] as a result of the procedures (P < 0.001).

The cumulative incidence of major adverse events was 3.8% at the 2-

month follow-up (0% in patients with intermittent claudication and 13.8%

in patients with critical limb ischemia).

Radial artery access site complications were encountered in eight patients

(5.1%).

We documented decreased X-ray doses (1742.0 [783.9-2701] vs. 1435

[991.1-1879] vs. 692.8 [275.3-1110] Gy cm-2 P < 0.05) over time;

however, the fluoroscopy time, procedure time, and contrast consumption

were not significantly different.

Left hand access was not associated with significantly better results than

right radial artery access.

Conclusions:
 Iliac artery stenting can be safely and effectively performed using

radial or ulnar artery access and sheathless guiding catheters, with

acceptable complication rates and high levels of technical success.

 The physician learning curve plays an important role in decreasing

the X-ray dose.

© 2016 The Authors.
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36) ENDOVASCULAR MANAGEMENT OF MAY-THURNER SYNDROME IN ADOLESCENTS: A SINGLE-CENTER EXPERIENCE.
Goldman RE, et al. 

J Vasc Interv Radiol. 2017 Jan;28(1):71-77.

doi: 10.1016/j.jvir.2016.09.005. Epub 2016 Nov 3.

Abstract

PURPOSE: To report a single-center experience in regard to the technique,

safety, and clinical outcomes of endovascular therapy for treatment of May-

Thurner syndrome (MTS) in adolescent patients.

Materials and methods: A retrospective review identified 10 patients

(6 female; mean age, 16 y; range, 12-18 y; mean weight, 73 kg; range,

50-116 kg) treated by endovascular therapy for MTS from 1998 to 2015.

Clinical presentations consisted of acute thrombotic MTS (n = 6) and

nonthrombotic MTS (n = 4).

Catheter-directed thrombolysis was performed in all cases of thrombosis.

Venoplasty and stent placement were performed in all cases.

Self-expanding stents 12-16 mm in diameter and 4-9 cm in length were

deployed.

Results: No major periprocedural complications were observed. Median

follow-up was 32 months (range, 6-109 mo).

Primary and secondary patency rates were 79% and 100% at 12 months

and 79% and 89% at 36 months, respectively. In a single patient with

permanent loss of flow in the treated segment, multiple risk factors for

thrombosis were identified.

Rates of posttreatment symptoms were 0% by Villalta score and 60% (n =

6; mild symptoms) by modified Villalta score at the last clinical follow-up.

Conclusions:
 Endovascular therapy for the treatment of MTS in our adolescent

cohort was safe and effective in relieving venous obstruction.

 Stent placement in patients with underlying thrombophilic disorders is

associated with loss of secondary patency, suggesting the need for

further consideration in this population.

Copyright © 2016 SIR. Published by Elsevier Inc. All rights reserved.
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37) STEPWISE TOTAL AORTIC REPAIRS WITH FENESTRATED ENDOGRAFTS IN A PATIENT WITH LOEYS-DIETZ SYNDROME.
Hashizume K, et al. 
Ann Thorac Surg. 2017 Jul;104(1):e39-e42.

doi: 10.1016/j.athoracsur.2017.02.017.
Abstract

Loeys-Dietz syndrome (LDS) is a rare connective tissue disorder

(CTD) caused by mutations in the gene encoding transforming

growth factor-β receptors Ⅰ and Ⅱ.

Patients with LDS manifest spontaneous aneurysms and dissections

of the aorta and peripheral artery.

We report a successful treatment with a hybrid endovascular repair for a

rapidly expanding thoracoabdominal aneurysm in a 41-year-old woman

affected by LDS.

To overcome the difficulties of anatomical and surgical repair, we applied an

original strategy using surgeon-modified fenestrated endografts.

Copyright © 2017 The Society of Thoracic Surgeons. Published by Elsevier Inc. Allrights reserved.PMID 28633258 [PubMed - indexed for MEDLINE]
https://www.ncbi.nlm.nih.gov/m/pubmed/28633258/

38) EFFECTS OF ANACETRAPIB IN PATIENTS WITH ATHEROSCLEROTIC VASCULAR DISEASE
The HPS3/TIMI55-REVEAL Collaborative Group

August 29, 2017 DOI: 10.1056/NEJMoa1706444

Abstract

Background
Patients with atherosclerotic vascular disease remain at high risk for

cardiovascular events despite effective statin-based treatment of lowdensity

lipoprotein (LDL) cholesterol levels.

The inhibition of cholesteryl ester transfer protein (CETP) by anacetrapib

reduces LDL cholesterol levels and increases high-density lipoprotein (HDL)

cholesterol levels.

However, trials of other CETP inhibitors have shown neutral or adverse

effects on cardiovascular outcomes.

Methods
We conducted a randomized, double-blind, placebo-controlled trial involving

30,449 adults with atherosclerotic vascular disease who were receiving

intensive atorvastatin therapy and who had a mean LDL cholesterol level of

61 mg per deciliter (1.58 mmol per liter), a mean non-HDL cholesterol level

of 92 mg per deciliter (2.38 mmol per liter), and a mean HDL cholesterol

level of 40 mg per deciliter (1.03 mmol per liter).

The patients were assigned to receive either 100 mg of anacetrapib once

daily (15,225 patients) or matching placebo (15,224 patients).

The primary outcome was the first major coronary event, a composite of

coronary death, myocardial infarction, or coronary revascularization.

Results
During the median follow-up period of 4.1 years, the primary outcome

occurred in significantly fewer patients in the anacetrapib group than in the

placebo group (1640 of 15,225 patients [10.8%] vs. 1803 of 15,224

patients [11.8%]; rate ratio, 0.91; 95% confidence interval, 0.85 to 0.97;

P=0.004).

The relative difference in risk was similar across multiple prespecified

subgroups. At the trial midpoint, the mean level of HDL cholesterol was

higher by 43 mg per deciliter (1.12 mmol per liter) in the anacetrapib group

than in the placebo group (a relative difference of 104%), and the mean

level of non-HDL cholesterol was lower by 17 mg per deciliter (0.44 mmol

per liter), a relative difference of −18%.

There were no significant between-group differences in the risk of death,

cancer, or other serious adverse events.

Conclusions
 Among patients with atherosclerotic vascular disease who were

receiving intensive statin therapy, the use of anacetrapib resulted in

a lower incidence of major coronary events than the use of placebo.

(Funded by Merck and others; Current Controlled Trials number, ISRCTN48678192;

ClinicalTrials.gov number, NCT01252953; and EudraCT number, 2010-023467-18.

http://www.nejm.org/doi/full/10.1056/NEJMoa1706444

39) LOSS OF KIDNEY FUNCTION AFTER ENDOVASCULAR TREATMENT OF PERIPHERAL ARTERIAL DISEASE.
Sigterman TA, et al. 
Ann Vasc Surg. 2017 Apr;40:231-238.

doi: 10.1016/j.avsg.2016.07.100. Epub 2016 Nov 27.
Abstract

Background: Administration of radiocontrast during endovascular

procedures for peripheral arterial disease (PAD) may cause acute

kidney injury, which generally recovers with supportive treatment.

Long-term effects of endovascular procedures on renal function remain to

be investigated.

Method: This retrospective observational cohort study includes all patients

who newly presented to the vascular surgery outpatient clinic with

Rutherford class II or III PAD and who were treated with either supervised

exercise therapy or endovascular interventions.

Changes in estimated glomerular filtration rates (eGFR) after 1 year were

compared between the 2 treatment groups. Multivariate regression analysis

and propensity score-matched paired analysis were done to correct for

potential confounders.

Results: One year after treatment, eGFR was reduced by 8.6 mL/min

(95% confidence interval [CI], 7.3-9.9, P < 0.001) after endovascular

intervention (n = 284) and by 1.7 mL/min (95% CI, 0.9-25, P < 0.001)

after supervised exercise therapy (n = 299). After correction for potential

confounders, endovascular interventions were associated with 9.2 mL/min

(95% CI, 5.9-12.4, P < 0.001) more renal decline compared to exercise

therapy. Similar results were found in the propensity score-matched paired

analysis.

Conclusions:
 Endovascular procedures for PAD are associated with clinically

relevant and long-term loss of kidney function.

Copyright © 2016 Elsevier Inc. All rights reserved.

PMID 27903484 [PubMed - indexed for MEDLINE]
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40) RISK FACTORS AND OUTCOMES FOR NOSOCOMIAL INFECTION AFTER PROSTHETIC VASCULAR GRAFTS.
Fariñas MC, et al. 
J Vasc Surg. 2017 Nov;66(5):1417-1426.

doi: 10.1016/j.jvs.2017.06.078. Epub 2017 Aug 18.

Abstract

Objective: The objective of this study was to determine risk factors for

nosocomial infections (NIs) and predictors of mortality in patients with

prosthetic vascular grafts (PVGs).

Methods: This was a prospective cohort study of all consecutive patients

who underwent PVG of the abdominal aorta with or without iliac-femoral

involvement and peripheral PVG from April 2008 to August 2009 at a

university hospital. Patients younger than 15 years and those with severe

immunodeficiency were excluded. The follow-up period was until 3 years

after surgery or until death.

Results: There were 261 patients included; 230 (88.12%) were male,

and the mean age was 67.57 (standard deviation, 10.82) years. The reason

for operation was aortic aneurysm in 49 (18.77%) patients or lower limb

arteriopathy in 212 (81.23%) patients.

NIs occurred in 71 (27.20%) patients.

Of these, 42 were surgical site infections (SSIs), of which 61.9% occurred

in the lower extremities (14 superficial, 10 deep, and 2 PVG infections) and

38.1% in the abdomen (7 superficial, 7 deep, and 2 PVG infections); 15

were respiratory tract infections; and 15 were urinary tract infections.

Active lower extremity skin and soft tissue infection (SSTI) at the time of

surgery was a significant predictor of NI for both types of PVG (abdominal

aortic PVG: adjusted odds ratio [OR], 12.6; 95% confidence interval [CI],

1.15-138.19; peripheral PVG: adjusted OR, 2.43; 95% CI, 1.08-5.47).

Other independent predictors of NI were mechanical ventilation (adjusted

OR, 55.96; 95% CI, 3.9-802.39) for abdominal aortic PVG and low

hemoglobin levels on admission (adjusted OR, 0.84; 95% CI, 0.71-0.99)

and emergent surgery (adjusted OR, 4.39; 95% CI, 1.51-12.74) for

peripheral PVG. The in-hospital mortality rate was 1.92%. The probability of

surviving the first month was 0.96, and significant predictors of mortality

were active lower extremity SSTI (adjusted risk ratio [RR], 12.07; 95% CI,

1.04-154.75), high postsurgical glucose levels (adjusted RR, 1.02; 95% CI,

1.00-1.04), and noninfectious surgical complications (adjusted RR, 19.38;

95% CI, 2.25-167.29). The long-term mortality rate was 11.88%. The

probability of surviving at 12, 24, and 36 months was 0.94, 0.92, and 0.87,

respectively. Variables significantly associated with long-term death were

older age (adjusted RR, 1.08; 95% CI, 1.01-1.15), high values of creatinine

on discharge (adjusted RR, 1.91; 95% CI, 1.08-3.38), and an SSI with the

highest adjusted RR (6.35; 95% CI, 1.87-21.53).

Conclusions:
 Surgical site infection (SSI) was the primary nosocomial infections

(NI)

 The risk of nosocomial infections (NI) depended primarily on the

presence of a lower extremity soft tissue infection (SSTI) at the time

of surgery,

 whereas mortality was determined by age, surgical complications

during the operation, and surgical site infection (SSI).

 These findings suggest that in those cases in which surgery is

reasonably delayed, surgery should be deferred until the lower

extremity soft tissue infections (SSTIs) are resolved.

Copyright © 2017 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved. PMID 28823865 [PubMed - indexed for MEDLINE]
Full text at journal site

https://www.ncbi.nlm.nih.gov/m/pubmed/28823865/
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Acral retiform purpura in type I cryoglobulinaemia
(A) Petechiae and stellate macular purpura coalescing into retiform

patches on the feet. (B) Biopsy sample of the left palm showing mild

perivascular inflammation with sparse karyorrhectic debris and

extravasated red blood cells, and intravascular eosinophilic nonpolarisable

crystals.

A 68-year-old man with a 10-year history of progressive IgG λ multiple

myeloma and chronic kidney disease presented with a 3-week history of a

painful rash on both his soles and palms, on a background of acute renal

failure requiring haemodialysis.

On examination he had petechiae and stellate macular purpura coalescing

into retiform patches on both feet, worse on the soles (figure).

A punch biopsy sample of the left palm showed mild perivascular

inflammation with sparse karyorrhectic debris, extravasated red blood cells,

and intravascular eosinophilic non-polarisable crystals (figure).

Tissue cultures were negative. Serum cryoglobulins were negative because

the specimen was not kept warm during transport to the laboratory.

We made a diagnosis of type I cryoglobulinaemia and started total plasma

exchange apheresis.

He had a total of four rounds of plasma exchange apheresis, with

improvement in his purpura.

Cryoglobulins are serum immunogloblins that precipitate when serum is

cooled to below body temperature and dissolve on rewarming, generated by

the clonal proliferation of B cells during chronic infection, autoimmune

disorders, or lymphoproliferative diseases.

Cryoglobulins cause tissue injury either via precipitation within the

microvasculature (type I) or via immune complex-mediated vasculitis (types

II and III).

Type I cryoglobulinaemia consists of monoclonal immunoglobulin,

either κ or λ, and is associated with lymphoproliferative diseases

and plasma cell dyscrasias.

Classic cutaneous findings in cryoglobulinaemia type I are irregular,

sharply demarcated retiform purpura, and necrosis of the fingers,

toes, ears, and nose.

The differential diagnosis of acral retiform purpura includes:

 Distal antiphospholipid antibody syndrome,

 Cholesterol emboli,

 Septic vasculitis,

 Early purpura fulminans, and

 Levamisole-associated vasculitis (especially with ear involvement),

associated with cocaine use.

 Púrpura fulminante de la menigococcemia. Dr. Yara.

 Endocarditis infecciosa. Dr. Yara.

Treatment is targeted toward the underlying cause.

In severe cases, such as in hyperviscosity syndrome, plasma exchange

can decrease circulating cryoglobulins, although a rebound increase can

occur after apheresis is stopped.

Cyclophosphamide can be used to prevent this rebound.

Contributors

All authors contributed to patient management and writing of the report.

Written consent to publication was obtained.
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42) PROGNOSTIC MARKERS OF OUTCOME IN PATIENTS UNDERGOING INFRAINGUINAL REVASCULARISATION: A PROSPECTIVE OBSERVATIONAL PILOT STUDY.
Kanakaraj M, Yates DR, Wilson RJT, Baroni ML, Davies SJ.
Eur J Vasc Endovasc Surg. 2017 Aug;54(2):212-219.

doi: 10.1016/j.ejvs.2017.05.005. Epub 2017 Jun 16.

Abstract

Objectives: The aim was to investigate whether cardiopulmonary

exercise testing (CPET) variables derived from cycle and arm ergonometry

correlate, and whether CPET variables and pre-operative N-terminal probrain

natriuretic peptide (NT-proBNP) have prognostic significance and if the

combination of the two has incremental value.

Methods: A prospective observational pilot study was conducted; 70

patients who underwent infra-inguinal bypass surgery were recruited. Preoperatively

subjects underwent CPET with both arm and leg ergonometry,

to measure peak oxygen consumption, anaerobic threshold (AT), and

ventilatory equivalents. In addition pre-operative serum samples of NTproBNP

were obtained. The primary endpoint was 1 year all-cause

mortality; in addition, data were collected on complications, morbidity,

length of stay, and major adverse cardiac events (MACE).

Results: The 1 year mortality rate was 6%, the overall complications rate

was 23%, and the combined incidence of MACE and 1 year mortality was

10%. Cycle ergonometry peak VO2 14 mL/kg/min (RR 5.5, 95% CI 1.4-

22.4, p = .007) and AT < 10mL/kg/min (RR 3.0, 95% CI 1.1-7.0, p = .03)

were predictors of post-operative complications. Pre-operative NT-proBNP >

320 ng/L (RR 18, 95% CI 2.5-140 p = .0003) was the sole predictor of 1

year mortality or MACE.

Conclusion:
 The measurement of pre-operative N-terminal pro-brain natriuretic

peptide (NT-proBNP) in peripheral vascular disease patients

undergoing infra-inguinal bypass can predict 1 year mortality and

major adverse cardiac events (MACE).

 Cardiopulmonary exercise testing (CPET) variables from cycle

ergonometry are predictors of post-operative complications in this

patient group.

Copyright © 2017 European Society for Vascular Surgery. All rights reserved.

PMID: 28625356 [PubMed - indexed for MEDLINE]

Full text at journal site

43) LONG-TERM RESULTS OF ENDOVASCULAR TREATMENT OF ATHEROSCLEROTIC STENOSES OR OCCLUSIONS OF THE COELIAC AND SUPERIOR MESENTERIC ARTERY IN PATIENTS WITH MESENTERIC ISCHAEMIA.
Bulut T, Oosterhof-Berktas R, Geelkerken RH, Brusse-Keizer M, Stassen

EJ, Kolkman JJ
Eur J Vasc Endovasc Surg. 2017 Apr;53(4):583-590.

doi: 10.1016/j.ejvs.2016.12.036. Epub 2017 Feb 21.

Abstract

Introduction: Over the past decade, primary percutaneous mesenteric

artery stenting (PMAS) has become an alternative to open revascularisation for

treatment of mesenteric ischaemia. Institutes have presented favourable

short-term outcomes after PMAS, but there is a lack of data on long-term stent

patency.

Methods: One hundred and forty-one patients treated by PMAS for acute

and chronic mesenteric ischaemia over an 8 year period were studied.

Anatomical success was assessed by duplex ultrasound and/or CT angiography.

A stenosis ≥70% was considered to be a failure.

Results: Eighty-six coeliac arteries (CA) and 99 superior mesenteric arteries

(SMA) were treated with PMAS in 141 patients. Nine CAs (10%) and 30 SMAs

(30%) were occluded at the time of treatment. Median follow-up was 32

months (IQR 20-46).

The overall primary patency rate at 12 and 60 months was 77.0% and 45.0%.

The overall primary assisted patency rate was 90.3% and 69.8%. Overall

secondary patency was 98.3% and 93.6%.

Conclusion:
 This study shows excellent long-term secondary patencies after

percutaneous mesenteric artery stenting (PMAS), comparable with

published data on long-term patencies after open surgical

revascularisation.

Copyright © 2017 European Society for Vascular Surgery. Published by Elsevier Ltd. All

rights reserved.

PMID: 28254161 [PubMed - indexed for MEDLINE]
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44) LESIONES DE ARTERIA POPLÍTEA DURANTE LA CIRUGÍA ORTOPÉDICA DE RODILLA
A.I. Rodríguez Montalbán_, J. Rodríguez de la Calle, C. Rodríguez González,

Y. Tapia López, M.I. Fernández de Valderrama Martín y R. Gesto Castromil

Servicio de Angiología y Cirugía Vascular, Hospital Universitario 12 de Octubre, Madrid, España

Recibido el 8 de julio de 2017; aceptado el 18 de julio de 2017

Disponible en Internet el 6 de octubre de 2017

Resumen

Objetivos: Los traumatismos iatrogénicos de arteria poplítea asociados a cirugía ortopédica de rodilla son extremadamente raros, pero presentan una alta morbilidad. Se analiza el efecto de las lesiones ortopédicas y vasculares concomitantes en relación con la pérdida de miembros en pacientes con lesiones vasculares de extremidades inferiores y sus factores predictivos.

Material y métodos: Se diseñó un estudio retrospectivo de los traumatismos de arteria poplítea asociados a cirugía ortopédica de rodilla en un único centro. Para ello se revisaron las historias clínicas entre octubre de 1979 y octubre del 2016. Se analizaron como variables principales el mecanismo de producción, el modo de reparación y las complicaciones relacionadas.

Resultados: Durante ese periodo se atendieron 74 traumatismos de arteria poplítea, de los que 10 estuvieron asociados a cirugía ortopédica (13,5%). A lo largo de esos 37 años se realizaron 7.400 intervenciones ortopédicas (10/7.400, 0,1%). Los traumatismos fueron secundarios a 4 prótesis total de rodilla, 2 refracturas de fémur, 2 tibia vara, una desepifisiodesis y un osteosarcoma.

La clínica fue de isquemia aguda en 5 casos, de hemorragia en 2 y falso aneurisma en 3. La mediana de edad fue 43 a˜nos, con 3 en edad pediátrica. Se realizaron 6 arteriografías y 2 angio tomografías computerizadas (TAC) ya que la se˜nal Doppler careció de capacidad diagnóstica.

La reparación fue inmediata (0-12 h) en 3 pacientes, en uno entre 12-24 h y superior a 24 h en 6 ocasiones. Todas fueron abordadas por vía medial, siendo la reparación mayoritaria la vena safena (3), interposición protésica (2), la sutura simple (2) y plastia con parche (1). Se observaron 3 síndromes compartimentales que precisaron fasciotomías. En 2 ocasiones fue

necesaria una amputación, ambas en reparación tardía. La capacidad funcional quedó manifiestamente

alterada en 4 pacientes: 2 por amputación mayor y 2 por lesión de nervio ciático poplíteo externo.

Conclusiones: Las reparaciones tardías y con material protésico estuvieron asociadas a mayor riesgo de pérdida de la extremidad. Siempre se precisa de una prueba de imagen, ya que la señal Doppler es poco específica. El éxito de la reparación se asocia claramente a un diagnóstico y una reparación precoz. La asociación de lesiones nerviosas y venosas se acompaña de mayor discapacidad y complicaciones.

Este estudio se presentó en el pasado 63.◦ Congreso de la SEACV en Gijón, el día 6 de junio del 2017.

https://doi.org/10.1016/j.angio.2017.07.004 
0003-3170/© 2017 SEACV. 
45) FEMORAL ARTERY PSEUDOANEURYSM DUE TO A GUNSHOT INJURY.
Algin A, Erdogan MO, Yusufoglu K, Findikli HA, Aydin H.
J Pak Med Assoc. 2018 Jan;68(1):130-132.
Abstract

Femoral artery pseudoaneurysms are commonly iatrogenic due to

increasing use of the artery for arterial interventions.

Other reasons of pseudoaneurysm formation are

 intravenous drug use and

 penetrating trauma.

Here, we have discussed the management strategy of a femoral

artery pseuodoaneursym and the modalities for preventing the misdiagnoses of

the pseudoaneurysm in the emergency department.

A 50-year-old male patient was referred to our emergency department (ED)

with claudication and severe local swelling.

Ten days earlier, he had been referred to another ED immediately after a

gunshot injury to the left inguinal zone.

Duplex ultrasound and CT angiography of the left lower extremity revealed a 4

cm sac of pseudoaneurysm on the distal part of posterofemoral branch of

deep femoral artery and a 9*10 cm haematoma on the posteromedial part of

pseudoaneurysm.

The patient underwent open repair surgery due to co-existing large

haematoma and risk of infection.

The patient was discharged after three days hospitalization.

Pain, extremity oedema, pulsatile mass, femoral bruit, palpable thrill, and

compressive neuropathy should alert the physician to possible femoral

artery pseudoaneurysm.

Duplex ultrasound and CT angiography are important diagnostic steps to reveal

a possible life-threatening vascular injury.

PMID: 29371735 Free full text
https://www.ncbi.nlm.nih.gov/pubmed/29371735

46) THE EFFECT OF STATIN USE AND INTENSITY ON STROKE AND MYOCARDIAL INFARCTION AFTER CAROTID ENDARTERECTOMY.
Arinze N, et al. 
Abstract

Objective: Statin use in patients with cerebrovascular disease undergoing

carotid endarterectomy (CEA) has been advocated for prevention of stroke and

cardiovascular events.

However, the effect of statin therapy on long-term outcomes after CEA still

needs to be delineated.

Methods: OptumLabs Data Warehouse, a comprehensive, longitudinal, realworld

dataset with deidentified lives across claims and clinical information, was

used to analyze the rates of stroke, myocardial infarction (MI), and statin use

after CEA. Both duration and intensity of statin therapy were investigated.

Results: There were 21,277 patients who underwent CEA from 2004

to 2014. The average age was 70 years, and 59.4% were male. The average

Elixhauser index score was 4.2. Follow-up was a median of 2.4 years (range,

0.2-10.0 years). Long-term statin use was observed in 57.4%.

Statin distribution included atorvastatin 35%, simvastatin 35%, pravastatin

11%, rosuvastatin 10%, and lovastatin 7%. The 30- and 90-day stroke rates

were 1.3% and 2.2%, and the MI rates were 0.5% and 1.1%, respectively.

Postoperative statin use was associated with a lower perioperative stroke rate

at 30 days (odds ratio [OR], 0.77; 95% confidence interval [CI], 0.61-0.98;

P = .036) and 90 days (OR, 0.75; 95% CI, 0.62-0.90; P = .002).

Postoperative statin use did not show a protective effect on 30-day or 90-day

MI rates (OR, 1.01; 95% CI, 0.69-1.46; P = .975) or 90-day MI rates (OR,

0.85; 95% CI, 0.66-1.11; P = .213).

High-intensity statin use when compared with standard therapy did not affect

30-day stroke outcomes (OR, 0.96; 95% CI, 0.60-1.5; P = .847) or 90-day

stroke outcomes (OR, 1.06; 95% CI, 0.74-1.5; P = .762); or 30-day MI (OR,

0.81; 95% CI, 0.39-1.68; P = .576) or 90-day MI (OR, 1.25; 95% CI, 0.79-

1.96; P = .339). Statin use was independently protective against long-term

stroke (hazard ratio, 0.82; 95% CI, 0.75-0.91; P < .001) and MI (hazard ratio,

0.83; 95% CI, 0.75-.92; P < .001).

Conclusions:
 Postoperative statin use among patients undergoing CEA was associated

with a decreased risk of stroke at 30 and 90 days, as well as a long-term

protective effect against MI and stroke.

 High-intensity statin use compared with standard use did not show an

effect on outcomes of stroke or MI at 30 and 90-days after CEA.

Copyright © 2018 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved.
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47) LONG-TERM PATENCY OF AUTOGENOUS SAPHENOUS VEINS VS. PTFE INTERPOSITION GRAFT FOR PROSTHETIC HEMODIALYSIS ACCESS. 
Uzun A, et al. 

Anadolu Kardiyol Derg. 2014 Sep;14(6):542-6. 

doi: 10.5152/akd.2014.4910. 

Abstract 
Objective: 
Prosthetic vascular access is the other choice when the superficial venous system is inadequate to perform a simple radio-cephalic and brachio-cephalic fistula. 

Methods: 
This paper reports the outcomes of a prospective cohort study of 54 patients who underwent either saphenous vein (SVI Group, n=29) or PTFE graft (PTFE Group, n=25) interposition surgery for prosthetic hemodialysis access. All patients were evaluated via color Doppler ultrasonography during preoperative course and superficial venous systems of these patients were found inadequate to perform simple radial/brachial artery-cephalic vein anastomosis. Follow-up was performed for every 6-months period. Kaplan-Meier analysis and Log Rank test was used for estimation and comparison of the patency. 

Results: 
In SVI group access failure was observed in 5 of 29 patients (17.2%). In PTFE group, access failure was observed in 13 of the 25 patients (52%). Primary patency rate was 93% in 12th month and 82% in 24th month in SVI group while it was 88% in 12th month and 56% in 24th month in PTFE group. According to the Kaplan-Meier method, mean time of primary patency was significantly higher in SVI group when compared to PTFE group (33.03±1.32 months vs. 28.16±1.91 months, Log Rank chi-square value: 7.01, df:1, p=0.008). 

Secondary patency rate was 96% in 12th month and 93% in 24th month for SVI group while 96% in 12th month and 84% in 24th month for PTFE group. According to the Kaplan-Meier method, mean time of secondary patency was significantly higher in SVI group when compared to PTFE group (34.27±0.95 months vs. 31.16±1.40 months, Log Rank chi-square value: 7.33, df:1, p=0.007). 

Conclusion:
 Autologous saphenous vein can be preferably chosen as a prosthetic hemodialysis access graft due its higher primary and secondary patency, lower complication rate and cost when compared with PTFE grafts. 

48)  ANGIOGRAPHIC CLASSIFICATION OF PATTERNS OF RESTENOSIS FOLLOWING FEMOROPOPLITEAL ARTERY INTERVENTION: A PROPOSED SCORING SYSTEM. 
Garcia LA, et al. 
Catheter Cardiovasc Interv. 2017 Oct 1;90(4):639-646. 

doi: 10.1002/ccd.27198. Epub 2017 Aug 10. 

Abstract 
Objectives: To propose a classification system for characterizing angiographic femoropopliteal artery restenosis patterns associated with common endovascular modalities. 

Background: Peripheral artery disease is a worldwide issue affecting millions of people. Despite a myriad of endovascular technologies available to treat peripheral artery disease of the femoropopliteal arteries, restenosis remains a common failure mode. Characterizing common patterns of restenosis is important to discern the potential impact of baseline patient, lesion, and procedural characteristics, as well as treatment modalities on either the primary success or the failure patterns associated with restenosis. 

Methods: Studies included in the analysis were from previous core laboratory-adjudicated femoropopliteal artery disease trials and registries reflecting a wide array of treatment modalities. 

Result: From the subjets enrolled and analyzed, ther wer 403 total angiograms for analysis and adjudication. Target lesion revascularization images of the 32 validation cases were evaluated for index treated length, diameter stenosis, and lesion morphology characteristics.

The following lesion types are proposed: Type 1 "Focal" pattern, which may be "Edge Proximal" or "Edge Distal" depending on location; a Type 2 "Multifocal" pattern which may also exhibit edge restenosis, but may also be "Edge Bilateral"; a Type 3 "Moderate" pattern and a Type 4 "Diffuse" pattern; and finally, a Type 5 "Occlusion". 

Conclusions: 
 A classification system that enables healthcare professionals to anticipate and describe failures following the index procedure, thereby impacting the choice of options for retreatment, may facilitate consistency and standardization within the heterogeneous field of endovascular device treatments for the femoropopliteal artery. 

© 2017 Wiley Periodicals, Inc. 
PMID: 28795488 [Indexed for MEDLINE] 
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49) RISK FACTORS ASSOCIATED WITH AMPUTATION IN CIVILIAN POPLITEAL ARTERY TRAUMA. 
Ramdass MJ, Muddeen A, Harnarayan P, Spence R, Milne D. 
Injury. 2018 Jun;49(6):1188-1192. 

doi: 10.1016/j.injury.2018.04.028. Epub 2018 Apr 24.
Abstract Popliteal artery trauma is uncommon but is associated with a high risk of limb loss depending on the scenario involving blunt or penetrating trauma as well as the severity and extent of injury that has occurred. 
In our setting there is a significant amount of gang and civilian warfare resulting in Vascular Trauma. 

There were 32 patients over a decade who sustained traumatic injury to the popliteal artery consisting of 30 males (94%) and 2 females with an age range 16-59 years with a mean of 32. 

There were 20 cases of penetrating trauma (63%) and 12 cases of blunt trauma (37%). Of the penetrating trauma, 18 were due to gunshot wounds (GSWs) (90%) and 2 stabs. 

The majority (7/12; 58%) of blunt trauma was due to falls, and 42% (5/12) secondary to motor vehicular accidents (MVAs). 

In terms of extent of injury, 21 of 32 patients (65%) sustained an isolated popliteal artery injury, whilst 6 (19%) had injury to both the popliteal artery and vein and another 5 (16%) had combined popliteal artery, vein and nerve injuries. 

There were 14 cases with associated orthopaedic injuries: 7 posterior knee dislocations, 1 fracture/dislocation of the knee, 2 femoral fractures, 2 tibial plateau fractures and 2 tibia/fibula fracture. 

Methods of repair included 14 reversed vein grafts, 16 polytetrafluoroethylene (PTFE) grafts and 2 primary. 

The overall amputation rate was 28% (9 patients). 

Of the penetrating trauma patients 25% required amputations composed of 5 GSWs, 33% of the blunt trauma patients required amputations. It was noted that factors associated with (but not statistically significant) poor outcomes included combined artery/vein injuty, artery/vein/nerve injury, concomitant fracture/dislocation and delayed transfer to a Vascular Surgery Unit.

The type of graft or repair did not affect outcome. 

The incidence of popliteal artery trauma was calculated at 2.46 per 100,000 population per year. 

KEYWORDS: Civilian trauma; Popliteal artery trauma 
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50) PREDICTION OF MAJOR CARDIAC EVENTS AFTER VASCULAR SURGERY 
Danielle M. Gualandro, MD, PhD et al. 

DOI: https://doi.org/10.1016/j.jvs.2017.05.100 

Abstract 
Objective 
Predicting cardiac events is essential to provide patients with the best medical care and to assess the risk-benefit ratio of surgical procedures. The aim of our study was to evaluate the performance of the Revised Cardiac Risk Index (Lee) and the Vascular Study Group of New England Cardiac Risk Index (VSG) scores for the prediction of major cardiac events in unselected patients undergoing arterial surgery and to determine whether the inclusion of additional risk factors improved their accuracy. 

Methods 
The study prospectively enrolled 954 consecutive patients undergoing arterial vascular surgery, and the Lee and VSG scores were calculated. Receiver operating characteristic curves for each cardiac risk score were constructed and the areas under the curve (AUCs) compared. Two logistic regression models were done to determine new variables related to the occurrence of major cardiac events (myocardial infarction, heart failure, arrhythmias, and cardiac arrest). 

Results 
Cardiac events occurred in 120 (12.6%) patients. Both scores underestimated the rate of cardiac events across all risk strata. The VSG score had AUC of 0.63 (95% confidence interval [CI], 0.58-0.68), which was higher than the AUC of the Lee score (0.58; 95% CI, 0.52-0.63; P = .03). Addition of preoperative anemia significantly improved the accuracy of the Lee score to an AUC of 0.61 (95% CI, 0.58-0.67; P = .002) but not that of the VSG score. 

Conclusions 
 The Lee and VSG scores have low accuracy and underestimate the risk of major perioperative cardiac events in unselected patients undergoing vascular surgery. 

 The Lee score's accuracy can be increased by adding preoperative anemia. 

 Underestimation of major cardiac complications may lead to incorrect risk-benefit assessments regarding the planned operation. 

https://www.jvascsurg.org/article/S0741-5214(17)31614-2/fulltext 

51)THE SOCIETY FOR VASCULAR SURGERY PRACTICE GUIDELINES ON FOLLOW-UP AFTER VASCULAR SURGERY ARTERIAL PROCEDURES. 
Review article 

Zierler RE, et al. 
J Vasc Surg. 2018 Jul;68(1):256-284. 

doi: 10.1016/j.jvs.2018.04.018. 

Abstract 
Although follow-up after open surgical and endovascular procedures is generally regarded as an important part of the care provided by vascular surgeons, there are no detailed or comprehensive guidelines that specify the optimal approaches with regard to testing methods, indications for reintervention, and follow-up intervals. 

To provide guidance to the vascular surgeon, the Clinical Practice Council of the Society for Vascular Surgery appointed an expert panel and a methodologist to review the current clinical evidence and to develop recommendations for follow-up after vascular surgery procedures. 

For those procedures for which high-quality evidence was not available, recommendations were based on observational studies, committee consensus, and indirect evidence.
Recognizing that there are numerous published reports on the role of duplex ultrasound for surveillance of infrainguinal vein bypass grafts, the Society commissioned a systematic review and meta-analysis on this topic. 

The panel classified the strength of each recommendation and the corresponding quality of evidence on the basis of the Grading of Recommendations Assessment, Development, and Evaluation (GRADE) system: recommendations were graded either strong or weak, and the quality of evidence was graded high, moderate, or low. 

The resulting recommendations represent a wide variety of open surgical and endovascular procedures involving the extracranial carotid artery, thoracic and abdominal aorta, mesenteric and renal arteries, and lower extremity arterial revascularization. 
The panel also identified many areas in which there was a lack of high-quality evidence to support their recommendations. 

This suggests that there are opportunities for further clinical research on testing methods, threshold criteria, and the role of surveillance as well as on the modes of failure and indications for reintervention after vascular surgery procedures. 
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52) IMMEDIATE AND LATE OUTCOMES OF ENDOVASCULAR THERAPY FOR LOWER EXTREMITY ARTERIES IN BUERGER DISEASE. 
Kim DH, et al. 
J Vasc Surg. 2018 Jun;67(6):1769-1777. 

doi: 10.1016/j.jvs.2017.09.020. Epub 2017 Nov 20.

Abstract 
Objective: Buerger disease is a rare inflammatory vasculopathy presenting with severe claudication or critical limb ischemia. In this study, we sought to evaluate the feasibility and clinical outcomes of endovascular therapy for Buerger disease involving arteries in the lower extremities. 

Methods: Between January 2006 and May 2016, there were 44 Buerger disease patients (43 men; mean age, 40.4 ± 9.6 years) with 50 target limbs treated by endovascular therapy at the Severance Cardiovascular Hospital. Baseline characteristics as well as both immediate and late clinical outcomes were retrospectively analyzed. 

Results: The majority (86.4%) of patients presented with critical limb ischemia. A total of 88 target lesions in 50 limbs were treated with endovascular procedures. All limbs showed infrapopliteal artery occlusions, and multilevel diseases involving the iliac or femoropopliteal artery were found in 31 patients (62%). Technical success was achieved in 80% of subjects. 

We found that a lower serum level of C-reactive protein, specifically the log C-reactive protein value (odds ratio, 0.03; 95% confidence interval [CI], 0.00-0.71; P = .030), was an independent predictor of technical failure. The median follow-up duration was 29 months.

Major adverse limb event-free survival and reintervention- and amputation-free survival were 83.3% and 67.9% at 3 years, respectively. In a multivariate Cox proportional hazards analysis, previous endovascular treatment (hazard ratio, 3.70; 95% CI, 1.20-11.31; P = .022) and previous amputation (hazard ratio, 4.68; 95% CI, 1.37-15.96; P = .014) were identified as independent risk factors for reintervention- and amputation-free survival. 

Conclusions: 
 In patients with Buerger disease, endovascular treatment achieved technical success in the majority of the cases and was associated with favorable immediate and late clinical outcomes. 

 These findings indicate that endovascular therapy may be considered a first-line treatment option for severe symptomatic patients with Buerger disease. 

Copyright © 2017 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved. 
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53) METABOLIC SYNDROME BUT NOT OBESITY ADVERSELY AFFECTS
OUTCOMES AFTER OPEN AORTOILIAC BYPASS SURGERY.
Tanaka A, et al.
Ann Vasc Surg. 2018 Jan;46:155-161.

doi: 10.1016/j.avsg.2017.08.011. Epub 2017 Sep 6.

Abstract

Background: Although the incident risk of peripheral artery disease

increases in patients with metabolic syndrome, several authors report

favorable outcomes in obese patients after arterial bypass surgery. We

examine the effect of the so-called "obesity paradox" and metabolic syndrome

on outcomes after open aortoiliac bypass surgery.

Methods: We identified patients between 2004 and 2015 who had open

surgical bypass for aortoiliac occlusive disease. We excluded patients with

endovascular repair and those treated primarily for aneurysmal disease.

Variables that were analyzed included preoperative medical history, Trans-

Atlantic Inter-Society Consensus Document on Management of Peripheral

Arterial Disease II classification, Rutherford classification, intra-operative, and

postoperative outcomes.

Metabolic syndrome was defined by World Health Organization criteria:

diabetes and 2 or more of dyslipidemia, hypertension, and obesity (body mass

index > 30 kg/m2).

Data were analyzed by stratified Kaplan-Meier and multiple Cox regression for

outcomes including long-term mortality and reintervention rate.

Results: There were 154 open bypass surgery patients during the study

period with a median age of 60 years (interquartile range [IQR] 53-68),

median glomerular filtration rate 76.1 mL/min (IQR 54-102), and 58% female

prevalence. In all, 53 patients had metabolic syndrome (4%), and 14 patients

(9%) were obese but did not have metabolic syndrome.

Primary bypass graft patency was 89.0 ± 2.7% at 1 year and 77.4 ± 4.1% at

5 years and was not significantly different between metabolic syndrome,

obese, and nonmetabolic syndrome patients. Reintervention rate for the entire

cohort was 25.3 ± 3.7% at 1 year and 40.6 ± 4.7% at 5 years. In those with

and without metabolic syndrome, reintervention rate at 1 and 5 years was

33.0 ± 6.8% vs. 21.1 ± 4.2% and 56.1 ± 7.9% vs. 30.7 ± 5.4%, respectively

(log-rank P = 0.003). In multivariable analyses, metabolic syndrome (hazard

ratio [HR] 1.8, P = 0.036) and critical limb ischemia (CLI) (HR: 3.2, P = 0.001)

were the only independent predictors of reintervention. Neither obesity nor the

individual components comprising metabolic syndrome was a risk for

reintervention. Multivariate analysis demonstrated age, female gender, CLI,

and nonobesity as the independent risk factors for long-term mortality.

Conclusions:
 Our study supports the "obesity paradox" that obesity by itself is not a

risk factor for reintervention and was a protective factor for mortality

after open aortoiliac bypass surgery.

 Bypass graft patency and major amputation rates were not affected.

 Although the individual components do not predispose to worse

outcome, metabolic syndrome is a constellation of factors that, together,

are associated with adverse events.

Copyright © 2017 Elsevier Inc. All rights reserved.
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54) A META-ANALYSIS OF OUTCOMES AFTER IN SITU RECONSTRUCTIONS FOR AORTIC GRAFT INFECTION.
Batt M, et al. 

Angiology. 2018 May;69(5):370-379.

doi: 10.1177/0003319717710114. Epub 2017 Jun 5.

Abstract

Objective: To confirm the advantage of in situ reconstruction (ISR)

over extra-anatomic reconstruction (EAR) for aortic graft infection and

determine the most appropriate conduit including autogenous veins,

cryopreserved allografts, and synthetic prosthesis (standard, rifampicin of

silver polyesters).

Methods: A meta-analysis was conducted with rate of mortality, graft

occlusion, amputation, and reinfection. A meta-regression was performed with

4 factors: patients' age, presence of prosthetic-duodenal fistula (PDF), virulent

organisms, or nonvirulent organisms.

RESULTS: In situ reconstruction over EAR seems to favor all events.

For the 5 conduits used for ISR, according to operative mortality, age of the

patients looks to have a positive correlation only for silver polyester and no

conduit present any advantage in the presence of PDF.

Reinfection seems to be not significantly different for the 5 conduits, and only

autogenous veins appear to have a positive correlation with infecting

organisms.

Conclusion:
 In situ reconstruction may be considered as first-line treatment.

 Our results suggest that silver polyesters appear to be most appropriate

for older patients, and in order to limit reinfection, autogenous veins are

probably the most suitable conduit.
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Full text at journal site

55) ENDOVASCULAR TREATMENT FOR STENO-OCCLUSIVE ILIAC ARTERY DISEASE: SAFETY AND LONG-TERM OUTCOME.
Müller AM, et al. 

Angiology. 2018 Apr;69(4):308-315.

doi: 10.1177/0003319717720052. Epub 2017 Jul 27.

Abstract

We evaluated safety and long-term outcome of endovascular therapy for

steno-occlusive iliac artery disease. All endovascular procedures of iliac artery

lesions performed at our institution between 2001 and 2014 (n = 676) were

retrospectively analyzed. The overall technical success rate was 99% and

yielded 100% for stenoses (n = 596) and 95% for chronic total occlusions (n =

80). Lesion complexity defined by the Trans-Atlantic Inter-Society Consensus

(TASC) II classification had no impact on success rates (TASC A + B vs C + D;

99.5% vs 98.6%, P = .359). During a median follow-up of 11 months, the

overall rate of restenosis was 9.4%. After 1 and 3 years, the primary patency

rates were 94% and 86% and the secondary patency rate was 100%,

respectively. The TASC II classification had no impact on long-term patency

rates (TASC A + B vs C + D; 86% vs 81%). In a multivariable analysis, stent

diameter remained the only significant predictor for restenosis (hazard ratio:

0.58; 95% confidence interval: 0.41%-0.81%; P = .002).

In this single-center retrospective study, endovascular therapy for stenoocclusive

iliac artery disease was associated with high technical and clinical

success rates as well as an excellent long-term patency rate irrespective of

lesion complexity.

PMID 28747061 [Indexed for MEDLINE]
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56) ENDOVASCULAR TREATMENT FOR STENO-OCCLUSIVE ILIAC ARTERY DISEASE: SAFETY AND LONG-TERM OUTCOME.
Müller AM, et al. 
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Abstract

We evaluated safety and long-term outcome of endovascular therapy for

steno-occlusive iliac artery disease. All endovascular procedures of iliac artery

lesions performed at our institution between 2001 and 2014 (n = 676) were

retrospectively analyzed. The overall technical success rate was 99% and

yielded 100% for stenoses (n = 596) and 95% for chronic total occlusions (n =

80). Lesion complexity defined by the Trans-Atlantic Inter-Society Consensus

(TASC) II classification had no impact on success rates (TASC A + B vs C + D;

99.5% vs 98.6%, P = .359). During a median follow-up of 11 months, the

overall rate of restenosis was 9.4%. After 1 and 3 years, the primary patency

rates were 94% and 86% and the secondary patency rate was 100%,

respectively. The TASC II classification had no impact on long-term patency

rates (TASC A + B vs C + D; 86% vs 81%). In a multivariable analysis, stent

diameter remained the only significant predictor for restenosis (hazard ratio:

0.58; 95% confidence interval: 0.41%-0.81%; P = .002).

In this single-center retrospective study, endovascular therapy for stenoocclusive

iliac artery disease was associated with high technical and clinical

success rates as well as an excellent long-term patency rate irrespective of

lesion complexity.
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57) CURRENT EXPERIENCE AND MIDTERM FOLLOW-UP OF IMMEDIATE-ACCESS ARTERIOVENOUS GRAFTS.
Wagner JK, et al. 

Ann Vasc Surg. 2018 Nov;53:123-127.

doi: 10.1016/j.avsg.2018.04.036. Epub 2018 Aug 14.

Abstract

Background: No independent reviews, with midterm follow-up, of current

experience with immediate-access arteriovenous grafts (IAAVGs) exist. The

goal of this project was to assess the real-world performance of 2 different

IAAVGs over a 2-year period at a large tertiary referral center.

Methods: Between January 2014 and April 2016, all consecutive patients

who underwent placement of Acuseal (Gore) or Flixine (Maquet) IAAVGs were

identified for retrospective analysis from the electronic medical record and

Vascular Quality Initiative database. Primary, primary-assisted and secondary

patency rates, time to first cannulation, time to tunneled catheter removal, and

overall survival were recorded.

Results: Forty-three patients were identified to have undergone placement

of IAAVG, 31 Acuseal (72%), and 12 Flixine (28%). Of the Acuseal cohort, 7

were implanted with outflow through a HeRO catheter system (Merit Medical).

Mean follow-up time was 8.4 months. Overall survival was 57.4% at

18 months. Overall primary, primary assisted, and secondary patency at

18 months were 33.36%, 34.31%, and 51.03%, respectively. Eighty three

percent of grafts were successfully cannulated, and 78% of preexisting

catheters were removed. Mean time to successful graft cannulation and

catheter removal were 14.85 and 32.26 days, respectively.

Conclusions:
 Real-world experience with novel arteriovenous access grafts is

consistent with results from industry-sponsored studies.

 Early cannulation of immediate-access grafts can be successfully

performed in a wide variety of patients.

 However, prolonged catheter dwell times persist despite increased rates

of successful early-graft cannulation.

 Further study of methods for promoting catheter removal in this patient

population is warranted.

Copyright © 2018 Elsevier Inc. All rights reserved.
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58) THE RELATIONSHIP BETWEEN THE NEUTROPHIL-LYMPHOCYTE RATIO AND IN-STENT RESTENOSIS IN PATIENTS WITH FEMOROPOPLITEAL CHRONIC TOTAL OCCLUSIONS.
Chang Z, Zheng J, Liu Z, Guo Q.
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Abstract

We investigated the relationship between the neutrophil-lymphocyte ratio

(NLR) and in-stent restenosis (ISR) in patients with femoropopliteal chronic

total occlusions (CTOs). The study enrolled 180 patients who had undergone

successful stenting treatment for femoropopliteal CTO. Patients with ISR were

subsequently classified into 2 groups: early-ISR (within 1 year) and late-ISR

(after 1 year). The clinical characteristics, angiographic data, and follow-up

data were recorded. The baseline NLR was significantly higher in the early-ISR

group than that in the non-ISR group [3.96(2.14) and 3.33(2.73), p = .04].

Receiver operating characteristic curve analysis suggested an optimum early

ISR NLR cutoff point of 3.62, which showed a sensitivity and specificity of

73.4% and 80.4%, respectively (area under the curve: 0.707, 95% confidence

interval: 0.603-0.792, P < .001). A subgroup analysis was performed based on

the NLR value (<3.62 vs ≥3.62). In the NLR ≥3.62 subgroup, the incidence of

early ISR was higher than that of late ISR ( P < .01). In the multivariate

analysis, NLR ≥3.62 was independently and positively associated with a higher

risk of early ISR.

In conclusion, neutrophil-lymphocyte ratio (NLR) is independently associated

with early in-stent restenosis (ISR) after stent implantation in patients with

femoropopliteal chronic total occlusions (CTOs)

PMID 28635304 [Indexed for MEDLINE]

50) FEMORAL BIFURCATION ENDARTERECTOMY WITH TRANSECTION-EVERSION OF THE SUPERFICIAL FEMORAL ARTERY: TECHNIQUE AND RESULTS.
Perou S, Pirvu A, Morel J, Magne JL, Elie A, Spear R.
Ann Vasc Surg. 2018 Nov;53:177-183.

doi: 10.1016/j.avsg.2018.04.031. Epub 2018 Aug 9.

Abstract

Background: We evaluated the results of femoral bifurcation

endarterectomy using the eversion technique with transection of the superficial

femoral artery (femoral bifurcation endarterectomy with eversion [FBEE]).

Methods: We included all patients who underwent a femoral

revascularization using the eversion technique, with or without antegrade or

retrograde revascularization, from January 2006 to December 2015. Data were

retrospectively collected.

Primary and primary assisted patency (PAP) of the femoral bifurcation were

analyzed.

Secondary outcomes were 30-day postoperative complications.

Results: A total of 129 patients (143 limbs) underwent consecutive FBEE

(86.8% men, with a mean age of 69.7 years). Patients presented with

claudication (93, 65%) and critical ischemia (46, 32.2%). Primary patency was

96.3%, 94.6%, and 93% at 1, 2, and 5 years, respectively. PAP was 99% at 3

time points. Reintervention was necessary in 8 patients during follow-up. The

30-day mortality was 0.7% (1 patient), and the access complication rate was

18.8% (n = 27), of which only 2.8% (n = 4) were major complications.

Conclusions:
 This retrospective study confirmed the efficiency and the reproducibility

of this technique for the treatment of femoral bifurcation lesions.

 This technique allowed treating extensive atherosclerotic lesions of the

deep femoral artery and may be associated with antegrade and

retrograde revascularizations.

Copyright © 2018 Elsevier Inc. All rights reserved.
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60) DROPPED BIFURCATION TECHNIQUE FOR FEMORAL ENDARTERECTOMY 
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Femoral endarterectomy is an established procedure with excellent outcomes.

Variations in performing this operation generally reflect the extension of

pathology into the superficial and deep femoral arteries.

For these instances, we developed a technique not previously described that

enables continued flow to the superficial and deep femoral arteries and

facilitates patch placement.

Introduction

Femoral endarterectomy and femoral profundoplasty are established and

highly effective procedures. They continue to be performed in significant

volumes despite the current enthusiasm for endovascular techniques. We have

used a technique for particular patterns of occlusive disease that permits distal

flow into both the superficial femoral artery (SFA) and profunda femoral artery

(PFA).

Descriptions of bifurcated patches, rotation of endarterectomized superficial

femoral mural tissue and eversion techniques abound in the literature.1, 2, 3, 4,

5, 6, 7 The raison d'etre for this article is simply the fact that we were unable to

uncover this technique in an intensive search in the literature.

Technique

Exposure of the common femoral artery (CFA), SFA, and PFA is performed by

either vertical or oblique incisions, the former favored to facilitate distal

exposure of the PFA, especially when there is a need to expose and, if

necessary, divide the adductor longus muscle.

We also frequently divide the inguinal ligament to secure control of the

external iliac artery.

Endarterectomy is performed using standard methods.

The optimal deployment of the “dropped bifurcation” technique (DBT) is for

pathologic stenosis/occlusion extending from any site in the CFA to both the

SFA and PFA as remote as approximately 5 centimeters from their origin

(Fig. 1).

With completion of the endarterectomy, a 6–0 polypropylene suture is placed

at the apical junction of the origins of the SFA and PFA with the knot on the

outer surface. The same suture is then run distally to unite the posterior edges

of these arteries to the distal end of the arteriotomies. An additional suture at

this end point is tied to the running suture. Clearly, “dropped bifurcation”

technique” (DBT) creates a common vessel (extended CFA) that enables

simple placement of a single patch.

Discussion

Atherectomy limited to the CFA is usually performed with relative simplicity

even when the disease extends into the PFA. Involvement of the SFA that

extends toward the popliteal artery or totally occlusive throughout precludes

the use of DBT.

There are, however, a number of cases in whom the SFA is reasonably patent

beyond the proximal 5 ± centimeters that then enables the performance of the

DBT.

A significant advantage in using this technique is that patch placement is vastly

facilitated and avoids torsion and crimping of the patch. The suture line,

creating the bifurcation drop, must be performed with great care because both

arteries have thinned walls after endarterectomy. It is essential to avoid

minimizing tissue bites, especially realizing that any narrowing is easily

compensated with the patch.

In cases of associated distal stenosis/occlusion, it may be possible to combine

DBT with an endovascular approach, a method we advocate in the presence of

critical ischemia associated with tissue loss.

Conclusion

 Endarterectomy of the femoral arterial system including the SFA and PFA

is a common operation with excellent outcomes.

 In select cases, the procedure is modified to bring the bifurcation distally

and facilitate patch closure.

61) EXTERNAL ILIAC ARTERY ENDOFIBROSIS IN A FEMALE CYCLIST. A CASE REPORT.
Wuarin L, Verdon G, Pollorsi G, Huber C, Murith N, Mugnai D.
Ann Vasc Surg. 2019 Feb;55:310.e1-310.e4.

doi: 10.1016/j.avsg.2018.07.053. Epub 2018 Oct 2.

Abstract

EXTERNAL ILIAC ARTERY ENDOFIBROSIS is a rare disease described

mainly in male endurance athletes.

It presents as claudication of the lower limb during near-maximum effort. The

patients lack the usual risk factors for atherosclerosis, which makes diagnosis

challenging.

We present a case of external iliac artery endofibrosis in a female competitive

cyclist. The initial surgical management was complicated by early recurrence

due to intimal hyperplasia. After secondary drug-eluting balloon angioplasty,

the patient was able to resume competition.

As such, it is important to maintain a high index of suspicion when evaluating a

patient presenting with claudication symptoms in this setting.

Primary treatment is surgical, and in cases of early recurrence

angioplasty may be indicated.

Most patients can return to full activity after healing is complete.

Copyright © 2018 Elsevier Inc. All rights reserved.
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62) CATHETER DIRECTED THROMBOLYSIS PROTOCOLS FOR PERIPHERAL ARTERIAL OCCLUSIONS: A SYSTEMATIC REVIEW.
Ebben HP, Jongkind V, Wisselink W, Hoksbergen AWJ, Yeung KK.
Eur J Vasc Endovasc Surg. 2019 May;57(5):667-675.

doi: 10.1016/j.ejvs.2018.11.018. Epub 2019 Apr 17.
Abstract

Objective: Catheter directed thrombolysis (CDT) for peripheral arterial

occlusions is a well established alternative to thrombo-embolectomy in patients

with (sub)acute limb ischaemia.

However, protocols are heterogeneous and need optimisation to improve

results and lower bleeding risks. The objective was to review the results and

outcomes of different Catheter directed thrombolysis (CDT) protocols for

patients with peripheral arterial occlusions.

Data sources: Electronic information sources (MEDLINE, Embase,

Cochrane) and reference lists were searched to identify studies reporting

results of Catheter directed thrombolysis (CDT) of peripheral arterial

occlusions.

Methods: Two independent observers performed study selection, quality

assessment and data extraction. Primary outcomes were treatment duration,

success rates, and bleeding complications. Secondary outcomes were mortality

and amputation rates.

Results: One hundred and six studies were included: 19 randomised

controlled trials (RCTs), 38 prospective studies, 48 retrospective

studies, and one mixed cohort study. T

he studies comprised a total number of 10,643 cases of which 9877

received Catheter directed thrombolysis (CDT) for lower extremity

arterial occlusion, with a mean treatment duration of 21.4 h (95%

confidence interval [CI] 21.0-21.8), an angiographic patency of 75% (95% CI

74.6-75.1), and freedom from amputation rate of 91% (95% CI 90.3-90.7).

Pooled results showed a thrombolysis duration with high dose protocols of

21.9 h (95% CI 21.4-22.5) and 32.7 h with low dose protocols, with bleeding

rates of 16.7% (95% CI 16.3-17.1) and 13.4% (95% CI 12.8-14.0),

respectively. Weighted mean results for all RCTs and prospective cohorts of

>100 cases analysed separately, showed comparable results to all

observational cohorts pooled.

Bleeding complications occurred in 18% (95% CI 17.8-18.3) of patients and

remain an important risk of Catheter directed thrombolysis (CDT).

Conclusions:
 Catheter directed thrombolysis (CDT) is an effective treatment for

peripheral arterial occlusions; the main concern is bleeding

complications.

 Although no formal meta-analysis could be performed, the pooled

results suggest that lower doses of fibrinolytics lead to similar success

rates at a cost of longer treatment duration but with less bleeding.

 There is large variation in treatment protocols and the available

literature suffers from absence of reporting standards and high

heterogeneity.

Copyright © 2018 European Society for Vascular Surgery. Published by Elsevier B.V. All rights reserved.
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63) SUPERFICIAL FEMORAL ARTERY OCCLUSION REDUCES AORTOFEMORAL BYPASS GRAFT PATENCY.
Tanaka A, Sandhu HK, Perlick A, Miller CC , Saqib NU, Safi HJ,

Charlton-Ouw KM.

Eur J Vasc Endovasc Surg. 2019 May;57(5):650-657.

doi: 10.1016/j.ejvs.2018.10.031. Epub 2019 Mar 22.

Abstract

Objectives: The effect of superficial femoral artery (SFA) occlusion on longterm

patency of aortofemoral bypasses (AFBs) for aortoiliac occlusive disease

(AIOD) was examined.

Methods: The aortoiliac occlusive disease (AIOD) database was reviewed to

identify risk factors for aortofemoral bypass (AFB) failure.

The status of the superficial femoral artery (SFA) at AFB procedure was

categorised as patent; diseased treated (DT), if the SFA occlusion was

intervened on concomitant to aortofemoral bypass (AFB); or diseased

untreated (DU), if the superficial femoral artery (SFA) was occluded but not

revascularised.

Censoring hierarchies for primary patency and patent graft survival time were

constructed.

Data were analysed by contingency table, Kaplan-Meier, and Cox regression

analysis.

Results: Between 2004 and 2015, 122 AFB (9 unifemoral, 113 bifemoral) for

AIOD were performed. Seventy-five (61%) were female and the mean age was

60 ± 10 years. At the time of AFB, 50 (41%) had occluded SFAs (DT/DU). Of

these, 15 had concomitant SFA revascularisation (i.e., DT) at the time of AFB.

Patients with occluded SFAs had greater history of prior aortoiliac/infrainguinal

procedures (aortoiliac 54% vs. 22%, infrainguinal 58% vs. 25%, both

p < 0.001), Trans-Atlantic Inter-Society Consensus II classification of

femoropopliteal type D lesions (78 vs. 10%, p < 0.001), Rutherford 4-6

categories (80% vs. 57%, p = 0.011), and longer hospital stay (median 11 vs.

7 days, p < 0.004). SFA status did not affect 30 day mortality (overall 9%);

however, sub-analysis showed DT had significantly higher mortality than DU

(p < 0.03). Over a median follow up of 7.7 (IQR 4.3-11.4) years, primary

patency at one and five years was 98.3% and 91.2% in patients with patent

SFAs, 87.9% and 82.7% in DU, and 72.7% and 43.6% in DT (p < 0.001),

respectively. On multivariable analysis, low baseline glomerular filtration rate

(HR 1.01, p = 0.022), DT (HR 3.7, p = 0.020), Rutherford 4-6 (HR 9.1,

p = 0.048), and occluded SFA (HR 3.9, p = 0.009) adversely affected primary

patency of AFBs. Long-term mortality was not different between the SFA status

groups (p = 0.279).

Conclusion:
 Baseline superficial femoral artery (SFA) occlusion predicted a fourfold

increased hazard of primary AFB failure.

 Concomitant superficial femoral artery (SFA) revascularisation did not

improve AFB durability and was associated with increased in hospital

mortality.

Copyright © 2018 European Society for Vascular Surgery. Published by Elsevier B.V. All
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64) VEIN VERSUS PROSTHETIC GRAFT FOR FEMOROPOPLITEAL BYPASS ABOVE THE KNEE: A SYSTEMATIC REVIEW AND META-ANALYSIS OF RANDOMIZED
Controlled Trials.
Sharrock M, Antoniou SA, Antoniou GA.
Angiology. 2019 Aug;70(7):649-661.

doi: 10.1177/0003319719826460. Epub 2019 Jan 31.

Abstract

Conflicting evidence exists surrounding which conduit material is

preferable in above-knee femoropopliteal bypass surgery.

We performed a systemic review of electronic information sources to identify

randomized controlled trials (RCTs) comparing vein versus prosthetic grafts in

above-knee femoropopliteal bypasses. Eight RCTs reporting 1271 grafts (608

saphenous vein and 663 prosthetic) in 1132 patients were included. At 5 years,

the vein group had significantly higher primary patency (odds ratio [OR]: 1.73,

95% confidence interval [CI]: 1.17-2.55, P = 0.006), primary assisted patency

(OR: 4.02, 95% CI: 2.84-5.70, P < 0.0001), and secondary patency (OR:

1.83, 95% CI: 1.20-2.80, P = 0.005) rates compared with the prosthetic

group.

The vein group required significantly fewer reinterventions (OR: 0.33, 95% CI:

0.18-0.60, P = 0.0003).

There was no significant difference in 30-day mortality (risk difference: -0.01,

95% CI: -0.02 to 0.01, P = 0.34), 30-day morbidity (OR: 1.58, 95% CI: 0.61-

4.06, P = 0.35), major amputation (OR: 0.71, 95% CI: 0.43-1.18, P = 0.19),

or overall survival (OR: 0.95, 95% CI: 0.70-1.30, P = 0.76) when comparing

vein versus prosthetic grafts.

Conclusions
 Our analysis supports the use of the saphenous vein in aboveknee

femoropopliteal bypass grafting owing to its superiority in

primary, primary assisted, and secondary patency rates

 And less need for reintervention when compared with prosthetic grafts.
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65) INFECTIONS OF PROSTHETIC GRAFTS AND PATCHES USED FOR INFRAINGUINAL ARTERIAL RECONSTRUCTIONS.
Etkin Y, et al. 

Ann Vasc Surg. 2019 May;57:152-159.

doi: 10.1016/j.avsg.2018.09.015. Epub 2018 Nov 27.

Abstract

Background: Prosthetic grafts are often used as alternative conduits in

patients with peripheral vascular disease who do not have an adequate

autologous vein for bypass. Prosthetic grafts, unfortunately, carry an increased

risk of infection and are associated with increased morbidity and mortality. The

goal of this study was to identify potential risk factors and subsequent

outcomes associated with lower extremity prosthetic graft infections.

Methods: Two hundred seventy-two lower extremity prosthetic bypasses and

patches were performed at an academic medical center between 2014 and

2016. A retrospective review of patients' demographics, comorbidities,

indication for surgery, type of procedures performed, and procedural

characteristics was conducted. Outcomes, including limb loss and mortality,

were analyzed.

Results: Forty-three (15.8%) patients with graft infections were identified

during a median follow-up of 668 days (interquartile range [IQR] = 588). The

median time to graft infection was 43 days (IQR = 85) with Staphylococcus

being the most common bacteria cultured. Infections were associated with a

30.2% rate of limb loss and a 34.9% rate of mortality. The risk of infection

was 2.4 times greater among those with a history of redo surgery (95%

confidence interval [CI] of the hazard ratio [HR]: 1.3, 4.3) and 2.1 times

greater in women (95% CI: 1.1, 3.8), by multivariable statistics.

A 1 g/dL increase in albumin level was associated with a 33.5% decrease in

hazard of infection (HR: 0.67, 95% CI: 0.46, 0.96) in the multivariable model.

The estimated cumulative incidence of infection for female patients with

hypertension and mean albumin of 3.36 undergoing redo surgery was 19.4%

at 30 days after surgery (95% CI: 10.6, 35.6) and 39.9% at 1 year (95% CI:

26.8, 59.3).

Conclusions:
 Female gender, redo surgery, and malnutrition are associated with

increased risk of prosthetic graft infections leading to a high rate of limb

loss and mortality.

 Endovascular interventions and bypasses with vein conduits should be

considered in these patients.
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66) PREDICTORS OF PERIPHERAL VASCULAR INJURY IN PATIENTS WITH BLUNT LOWER EXTREMITY FRACTURES.
Marcia L, Kim DY

Ann Vasc Surg. 2019 May;57:35-40.
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Abstract

Background: Early identification of peripheral vascular injuries is crucial to

prevent acute limb ischemia and amputation. We sought to identify predictors

of vascular injury in patients with blunt lower extremity fractures.

Methods: A single institutional retrospective analysis of patients with blunt

lower extremity fractures at a university-affiliated, county hospital over a 2-

year period was performed. Patients with lower extremity vascular injury were

compared to patients without lower extremity vascular injury. Multivariate

logistic regression analysis was performed to identify independent predictors of

vascular injury.

Results: Two hundred seventy-four patients were identified. The mean age

was 37.2 ± 17.6 years, and 73.7% were male. The most common mechanisms

were auto versus pedestrian/bicycle (44.2%) and motor vehicle accidents

(27.7%). Twenty-two patients (8.0%) had vascular injuries, of which the most

commonly injured arteries were the anterior tibial artery (8, 36.4%) and the

posterior tibial artery (8, 36.4%). Patients with vascular injuries were more

likely to have a tibia-fibula fracture (90.9% vs 52.4%, P < 0.01), an open

fracture (63.6% vs 21.8%, P < 0.01), and a mid-shaft fracture (59.1% vs

19.4%, P < 0.01). Amputation was required in 3 patients (13.6%) with a

vascular injury. On multivariate analysis, a tibia-fibula fracture (odds ratio

[OR] = 5.48, 95% confidence interval [CI] = 1.15-26.1, P < 0.05), an open

fracture (OR = 3.87, 95% CI = 1.37-11.0, P = 0.01), and mid-shaft fracture

(OR = 2.91, 95% CI = 1.04-8.1, P < 0.05) were associated with the presence

of a vascular injury.

Conclusions:
 Open tibia-fibula fractures particularly those involving a mid-shaft

location are independent predictors of vascular injuries in patients with

blunt lower extremity fracture.

 These findings may help identify patients requiring diagnostic and

surgical intervention.
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67) MULTIMODAL NEUROPHYSIOLOGICAL MONITORING REDUCES SHUNT INCIDENCE DURING CAROTID ENDARTERECTOMY.
Leopardi M, et al. 

Ann Vasc Surg. 2019 Jul 20. pii: S0890-5096(19)30470-4.

doi: 10.1016/j.avsg.2019.04.017. [Epub ahead of print]
Abstract

Objective: The use of shunt during carotid surgery is controversial.

Different experiences are found in literature with

 Transcranial Doppler (TCD),

 Electroencephalogram (EEG),

 Stump Pressure (SP) and

 Somatosensorial Evoked Potentials (SSEP).

Methods: We realized a retrospective analysis of patients treated with

carotid endarterectomy in our unit in the last two years. We use several

cerebral monitoring: until 2017 we preferred SP + TCD, and, if not available,

EEG. Since 2017 we introduced EEG with SSEP, always in association with SP.

We analyzed those two groups of patients: before and after introduction of EEG

with SSEP.

Results: From January 2016 to December 2018 we performed 156 carotid

revascularizations. In the first group of 93 patients treated under combined SP

+ TCD (or EEG) we observed one stroke (1.1%) and two transient ischemic

attack (TIA) (2.1%), we selectively used a shunt in 21 cases (22.5%). In the

second group, 63 patients had a SP + EEG with SSEP monitoring, we observed

one stroke (1.5%) and two TIA (3.1%), a shunt was necessary in 12 cases

(12.9%).

Conclusions:
 In our experience Electroencephalogram (EEG) with Somatosensorial

Evoked Potentials (SSEP) represent an effective parameter to indicate

shunt positioning.

 We were able to reduce its use, with the same incidence of stroke and

TIA.
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68) "AORTOILIAC-MESENTERIC STEAL SYNDROME" TREATED WITH INFERIOR MESENTERIC TO COMMON ILIAC ARTERY TRANSPOSITION.
Shiraev T, Neilson W.
Ann Vasc Surg. 2019 Jul;58:377.e9-377.e11.

doi: 10.1016/j.avsg.2018.12.074. Epub 2019 Feb 22.

Abstract

We report the case of a 54-year-old female who presented with chronic

mesenteric ischemia symptoms which could also be provoked on walking 50-

100 m.

Computed tomography angiography demonstrated ostial occlusion of all 3

mesenteric vessels, with extensive collateralization reconstituting the inferior

mesenteric artery from the iliac arteries.

As such, her abdominal pain was secondary to preferential flow to the

lower limbs stealing from mesenteric vasculature.

Endovascular management was trialed, but failed after short-term

improvement, so the patient underwent successful transposition of inferior

mesenteric to left common iliac artery.

Mesenteric ischemia presenting with pain on walking secondary to

preferential flow to the lower limbs has not been previously reported,

and vascular and general surgeons should be aware of this unusual differential

for abdominal pain.

Crown Copyright © 2019. Published by Elsevier Inc. All rights

reserved.

PMID 30802588 [Indexed for MEDLINE]

Full text at journal site

https://www.ncbi.nlm.nih.gov/m/pubmed/30802588/

69) GENESIS OF CRURAL REVASCULARIZATION.
Review article

Bernik TR, Montoya M, Leoce BM, Dardik H.

Ann Vasc Surg. 2019 Jul;58:357-362.

doi: 10.1016/j.avsg.2019.01.002. Epub 2019 Feb 20.
Abstract

Background: The purpose of this study is to recognize those investigators

responsible for initiating progress in limb salvage where runoff beyond the

arterial blockage was limited to the crural vasculature and to also describe how

crural bypass has evolved into the contemporary setting where endovascular

options have become increasingly prominent.

Methods: An extensive literature review of articles published from 1960 to

1979 was the basis for selecting and recognizing surgeons who pioneered

infrageniculate revascularization. Documentation of patency and amputation

rates were tabulated for these early series of distal limb bypass. Cases

performed in the decade of interest, but not published until the 1980s, are also

recognized and recorded separately.

Results: Subsequent to the first tibial bypass performed in 1961 by

McCaughan, a total of 746 crural bypasses were defined in the decades of

interest, where possible, with overall 6-, 12-, and 36-month patencies of 76%,

59%, and 48%, respectively. There was an overall amputation rate of 17%.

Life table analysis and other statistical methods were also adopted during this

time.

Conclusions:
 Performance of crural bypass from 1960 to 1979 was analyzed in groups

according to the distal anastomosis site.

 These results confirm the satisfactory early progress leading to further

refinement in subsequent decades.

 It is essential that the current generation of vascular surgeons recognize

the value of these early open procedures as a stable force for securing

limb salvage in conjunction with evolving endovascular techniques.
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70) STATIN USE IMPROVES LIMB SALVAGE AFTER INTERVENTION FOR PERIPHERAL ARTERIAL DISEASE
Gaurav M Parmar, et al.

J Vasc Surg, 70 (2), 539-546 Aug 2019

DOI: 10.1016/j.jvs.2018.07.089   
Abstract

Background: Statin use is recommended in all patients with peripheral

arterial disease (PAD) owing to its morbidity and mortality benefits.

However, the effect of statin use on limb salvage in patients with PAD after

intervention is unclear.

We examined the effect of statin use on limb salvage and survival among

patients with PAD undergoing surgical or endovascular intervention.

Methods: A total of 488 patients with PAD were identified who underwent

surgical (n = 297) or endovascular (n = 191) intervention between 2009 and

2010. Information was collected from electronic medical records and the Social

Security Death Index. Predictors of ongoing statin use were identified first by

univariate analysis and then via multivariable logistic regression. Survival and

freedom from amputation were identified using Kaplan-Meier plots and

adjusted hazard ratios by Cox regression.

Results: Of the 488 patients with PAD with intervention, 39% were nonwhites,

44% were females, 41% received statins, 56% received antiplatelets,

26% received oral anticoagulants, 9% required a major amputation, and 11%

died during follow-up of up to 88 months. Statin users were more often male

(P = .03), white (P = .03), smokers (P < .01), and had higher comorbidities

such as coronary artery disease (P < .01), hypertension (P < .01), and

diabetes (P < .01). Antiplatelet use was not associated with limb salvage (P =

.13), but did improve survival (P < .01). Dual antiplatelet therapy did not show

any benefit over monotherapy for limb salvage (P = .4) or survival (P = .3).

Statin use was associated with improved survival (P = .04), and improved limb

salvage (hazard ratio, 0.3; 95% confidence interval, 0.1-0.7) after adjusting

for severity of disease, traditional risk factors, and concurrent antiplatelet use.

Conclusions:
 Statin use in patients with PAD with interventions was associated with

improved limb salvage and survival.

 Despite existing guidelines, statin therapy was low in our PAD

population, and efforts are ongoing to increase their use across the

health care system.

Keywords: Amputation; PAD; Statins; Survival.
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71)  PERIPHERAL ARTERY RECONSTRUCTIONS USING CRYOPRESERVED ARTERIAL ALLOGRAFTS IN INFECTED FIELDS.
Furlough CL, Jain AK, Ho KJ, Rodriguez HE, Tomita TM, Eskandari MK.
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Abstract

Objective: Cryopreserved human arterial allografts are a recognized acceptable alternative for vascular reconstruction when other traditional conduits are either unavailable or contraindicated.

We reviewed our experience using cryopreserved arterial allografts for peripheral artery reconstructions in contaminated and infected surgical fields.

Methods: A single-center, retrospective review was conducted of 57 patients

who underwent a peripheral vascular reconstruction using a cryopreserved arterial allograft from January 2002 through July 2017.

Indications for repair included removal of infected prosthetic bypass (n = 29),

revascularizations in contaminated fields (n = 11), primary arterial repair in the

setting of infection (n = 10), and infected vascular closure devices (n = 7).

Aorta-based repairs were excluded.

Demographics, index procedural details, postoperative complications, and conduit patency were analyzed.

Primary end points included conduit-related mortality and graft failure as

measured by reinfection, hemorrhage, or aneurysmal degeneration.

Mean follow-up for the study is 27.8 months (range, 2-125 months).

Results: A total of 57 peripheral vascular reconstructions using cryopreserved

arterial allografts were performed during the 15-year period. Among the 22

women and 35 men treated, the mean age was 61 years.

The vascular beds involved included iliofemoral (n = 39), femoropopliteal or

femoral-distal (n = 10), axillosubclavian or brachial (n = 2), mesenteric (n = 3),

and carotid (n = 3) arteries.

Adjunctive muscle flap coverage of the allograft conduit was performed in the

majority of cases (61%; n = 35).

The 30-day mortality was 9%; one death was directly related to conduit insertion.

The 30-day conduit-related complication rate was 14% and included hemorrhage from the graft requiring return to the operating room (n = 4) and graft infection (n = 4).

The late conduit-related complication rate was 15.8% and included graft infection (n = 1), graft thrombosis (n = 3), major amputation resulting from conduit failure (n = 1), pseudoaneurysm degeneration requiring repair (n = 2), graft hemorrhage (n = 1), and symptomatic graft stenosis (n = 1).

Conclusions:
 A cryopreserved arterial allograft is a useful alternative conduit for

peripheral vascular reconstruction in infected or contaminated surgical fields

when other autologous or prosthetic conduits are either unavailable or

contraindicated.

 In the immediate postoperative period, these repairs demonstrate

acceptable resistance to graft failure and reinfection, particularly in

conjunction with adjunctive rotational muscle flap coverage.

 Late conduit-related complications appear to be infrequent.
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72) FRAILTY AND FUNCTIONAL OUTCOMES AFTER OPEN AND ENDOVASCULAR PROCEDURES FOR PATIENTS WITH PERIPHERAL ARTERIAL DISEASE. A SYSTEMATIC 
Review
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Abstract

Background: Frailty has been associated with postoperative complications and

mortality across surgical specialties, including vascular surgery. However, the

influence of frailty on postoperative functional outcomes is unclear. We sought

to determine the influence of frailty on functional outcomes after open or

endovascular vascular procedures in patients with peripheral arterial disease.

Methods: This systematic review was conducted according to the PRISMA

guidelines. Eligible articles were identified through database searches of

Pubmed and EMBASE in April 2017. Studies reporting on frailty and functional

outcomes after vascular interventions for peripheral artery disease (PAD) were

included. Outcomes of interest were dependency in activities of daily living

(ADL), dependent mobility, discharge destination, disability-free survival, and

quality of life. Individual studies were assessed for quality and risk of bias

using the Quality in Prognosis Studies tool.

Results: Eight studies met the eligibility criteria and were included. The risk of

bias was low in two studies, intermediate in three studies, and high in three

studies. Methods for frailty assessment were different for each study. Frailty

was a predictor for discharge to a higher level of care, dependent mobility, and

dependency in ADL after vascular procedures for PAD. Both frailty models and

individual frailty characteristics seem to be associated with these adverse

functional outcomes.

Conclusions:

Despite a limited amount of literature and an overall intermediate quality of

the included studies, this systematic review shows an association between

frailty and adverse functional outcomes after peripheral arterial procedures for

PAD, including discharge to a care facility, dependent mobility, and a decline in

activities of daily living (ADL) functioning.

Keywords: Frail elderly; Frailty; Peripheral artery disease; Preoperative risk

assessment; Vascular surgery.
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Abstract

Background: Patients undergoing carotid endarterectomy (CEA) often

experience post-operative hemodynamic changes that require intravenous

medications for hypo- and hypertension.

Prior studies have found these changes to be associated with increased risks of

30-day mortality, stroke, myocardial infarction (MI), and length of stay (LOS).

Our aim was to investigate pre-operative risk factors associated with the need

for post-operative intravenous medications for blood pressure control.

Material and methods: A retrospective review of an internally maintained

prospective database of patients undergoing carotid interventions between

January 2014 to March 2019 was performed. Demographic data, clinical history

and peri-operative data were recorded. Carotid artery stents and reinterventions

were excluded. Our primary endpoints were the need to

intervene with intravenous medication for either post-operative hypotension

(systolic blood pressure (SBP) <100 mmHg) or post-operative hypertension

(SBP >160 mmHg).

Results: A total of 221 patients were included in the

study after excluding those with a prior ipsilateral CEA or carotid artery stent.

The mean age was 72.3(± 8.9) years, 157 (71%) patients were male, and 78

(35.3%) were Caucasian. Following CEA, 151 (68.3%) patients were

normotensive, while 33 (14.9%) and 37 (16.7%) required medication for

hypotension and hypertension respectively. A univariate logistic regression

identified five variables as being associated with post-op blood pressure

including race, history of MI, prior percutaneous transluminal coronary

angioplasty (PTCA), statin use, and ACE-inhibitor/ARB use. A stepwise

regression selection found race, prior MI, and statin use to be associated with

our primary endpoints. The hypertensive group was more likely to have a

history of MI compared to the hypotensive and normotensive groups (40.5%

vs. 27.3% vs. 18.5%, P=0.02), PTCA (43.2% vs. 39.4% vs. 23.8%, P=0.03),

and statin use (94.6% vs. 93.9% vs. 78.8%, P=0.01). Mean LOS was also the

highest for the hypertensive group, followed by hypotensive and normotensive

patients (2.0[± 1.6] vs. 1.8[± 2.4] vs. 1.3[± 0.8], P=.002). Multivariable

logistic regression demonstrated that non-Caucasian patients (OR, 2.72; 95%

CI, 1.26-5.86; P=0.01), and those with a history of MI (OR, 2.98; 95%

CI,1.33-6.67) were more likely to have post-operative hypertension compared

to patients who were Caucasian or had no history of MI.

Conclusions:

 Post-operative hypertension is associated with non-Caucasian race and a

history of MI.

 Given the potential implications for adverse peri-operative outcomes

including MI, mortality, and LOS, it is important to continue to elucidate

potential risk factors in order to further tailor the peri-operative

management of patients undergoing CEA.

Keywords: Carotid endarterectomy; Hemodynamic Instability; Hypertension;

Hypotension.

Copyright © 2020. Published by Elsevier Inc.
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74) PERIPHERAL NEUROPATHIES.
Hanewinckel R, Ikram MA, Van Doorn PA.
https://www.ncbi.nlm.nih.gov/pubmed/27637963
Abstract

Peripheral neuropathies are diseases of the peripheral nervous system that can be divided into

 Mononeuropathies,

 Multifocal neuropathies, and

 Polyneuropathies.

Symptoms usually include numbness and paresthesia. These symptoms are often accompanied by weakness and can be painful. Polyneuropathies can be divided into axonal and demyelinating forms, which is important for diagnostic reasons. Most peripheral neuropathies develop over months or years, but

some are rapidly progressive. Some patients only suffer from mild, unilateral, slowly progressive tingling in the fingers due to median nerve compression in the wrist (carpal tunnel syndrome), while other patients can be tetraplegic, with

respiratory insufficiency within 1-2 days due to Guillain-Barré syndrome.

Carpal tunnel syndrome, with a prevalence of 5% and incidence of 1-2 per 1000 person-years, is the most common mononeuropathy. Population-based data for chronic polyneuropathy are relatively
scarce. Prevalence is estimated at 1% and increases to 7% in persons over

65 years of age. Incidence is approximately 1 per 1000 person-years. Immune-mediated polyneuropathies like Guillain-Barré syndrome and chronic inflammatory demyelinating polyradiculoneuropathy are rare diseases, with an annual incidence of approximately 1-2 and 0.2-0.5 per 100 000 persons respectively. (Cifras que serán sustancialmente modificadas por Zika. Dr. Yara)
Most peripheral neuropathies are more prevalent in older adults and

in men, except for carpal tunnel syndrome, which is more common in

women. Diabetes is a common cause of peripheral neuropathy and is

associated with both mono- and polyneuropathies.

Among the group of chronic polyneuropathies, in about 20-25% no direct cause can be found. These are slowly progressive axonal polyneuropathies.

© 2016 Elsevier B.V. All rights reserved.
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75) COMPLEX REGIONAL PAIN SYNDROME TYPE 1: ANALYSIS OF 108 PATIENTS.
Reumatol Clin. 2016 Apr 28. pii: S1699-258X(16)30009-2. 

doi:10.1016/j.reuma.2016.03.015. [Epub ahead of print]
Abstract

Introduction:
Complex regional pain syndrome (CRPS) type 1 is characterized by the

presence of pain, edema, functional impotence, impaired mobility, trophic

changes, vasomotor instability and bone demineralization.

Material and methods:
We carried out a retrospective and prospective, descriptive, observational

study of 108 patients over 18 years of age with suspected CRPS who met

Doury's criteria.

We recorded demographic data, clinical characteristics, comorbidities,

previous predisposing conditions and triggering factors, such as injury or fracture.

We evaluated laboratory data, serial plain X-rays, 3-phase bone

scintigraphy with technetium 99 and bone density scan, as well as drug

treatment, rehabilitation and disease course.

Results:
In all, 89% of the 108 patients were women with an average age of

54.8±12.4 years. T

he time between the onset of the symptoms and the first visit to a physician

was 3.1 months.

The most common triggering factor was injury (91.7%).

The most frequent psychological factor was anxiety (42.6%).

All the patients reported pain and 99.07% had impaired mobility.

The most frequently affected part of the body was the hand (75%; 81/108

patients) followed by the shoulder, in the shoulder-hand syndrome.

All the patients had serial X-rays and changes were observed in 93.5%.

Three-phase bone scintigraphy revealed evidence of disease in all 32 of the

patients who underwent this study.

Bone density scanning was performed in 54 patients (50%). All the patients

were treated with nonsteroidal anti-inflammatory drugs, mainly diclofenac

(60%).

Calcium therapy was initiated in 106 patients (98.2%) and vitamin D3

therapy in 97.2%.

All the patients received bisphosphonates, primarily alendronate and

ibandronate (67.6% and 27.8%, respectively).

Thirty-six patients (33.3%) received corticosteroids.

All of the evaluated patients underwent rehabilitation involving occupational

therapy.

The average time to recovery was 6.31 months (range, 4-24).

The outcome was favorable in 88.9% of the patients.

Conclusion:
 This paper describes the clinical characteristics, therapeutic features

and outcome of CRPS type 1 in 108 patients.

 This syndrome is known to be heterogeneous, and does not always

present with the well-known symptoms.

 We recommend establishing a differential diagnosis including other

infectious and inflammatory conditions, and point out the importance

of early referral, which enables early treatment.

Copyright © 2016 Elsevier España, S.L.U. y Sociedad Española de Reumatología y Colegio Mexicano de Reumatología. All rights reserved.
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76)TARGETING THE MOST IMPORTANT COMPLICATIONS IN VASCULAR SURGERY.
Bennett KM, Kent KC, Schumacher J, Greenberg CC, Scarborough JE.

J Vasc Surg. 2017 Mar;65(3):793-803.

doi: 10.1016/j.jvs.2016.08.107.

Abstract

Objective: This study was conducted to identify the most clinically

relevant and costly perioperative complications occurring in vascular

surgery patients.

Methods: The analysis included patients in the 2012 to 2014 National

Surgical Quality Improvement Program database undergoing one of four

high-risk vascular procedures. The procedures-aortic reconstruction, lower

extremity bypass, lower extremity amputation, and carotid endarterectomy

(CEA)-were selected because they have been established as high risk in the

literature, rendering them natural targets for quality improvement

initiatives. Population-attributable fractions (PAFs) were used to estimate

the impact of seven prespecified complications on 30-day outcomes in the

study population. The PAF predicts the reduction in outcome anticipated if a

particular complication were to be prevented across the study population.

Unadjusted and adjusted PAFs were reported. CEA was analyzed separately

from the other procedures.

Results: The analysis included 72,805 National Surgical Quality

Improvement Program patients. Pneumonia had the largest impact on the

incidence of end-organ dysfunction in CEA patients (adjusted PAF, 24.4%;

95% confidence interval, 20.6-28.1), and cerebrovascular accident had the

largest impact on mortality in these patients (adjusted PAF, 23.1%; 95%

confidence interval, 18.5-27.3). In patients undergoing abdominal or lower

extremity vascular surgery, bleeding and pneumonia had the largest impact

on clinical outcomes and need for prolonged hospitalization, and surgical

site infection had the largest impact on hospital readmission. In contrast,

prevention of venous thromboembolism, urinary tract infection, and

myocardial infarction do not demonstrate substantial impact on patient

outcomes or resource utilization in either group of vascular surgery

patients.

Conclusions:
 Quality initiatives that can successfully reduce the occurrence of

postoperative stroke, bleeding, and pneumonia will have the

greatest clinical impact on the outcomes of vascular surgery

patients.

 Initiatives that target complications such as venous

thromboembolism, urinary tract infection, or myocardial

infarction will have little impact on this patient population.

Copyright © 2016. Published by Elsevier Inc.

PMID: 28236921 [PubMed - indexed for MEDLINE]
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77) THE EFFECT OF BODY MASS INDEX ON MAJOR OUTCOMES AFTER VASCULAR SURGERY.
Review article

Galyfos G, Geropapas GI, Kerasidis S, Sianou A, Sigala F, Filis K.

J Vasc Surg. 2017 Apr;65(4):1193-1207.

doi: 10.1016/j.jvs.2016.09.032. Epub 2016 Nov 19.

Abstract

Objective: Obesity has been associated with an increased risk for

cardiovascular morbidity and mortality, although pooled evidence in

patients undergoing vascular surgery are lacking. The aim of this systematic

review was to evaluate the effect of body mass index (BMI) on major

postoperative outcomes in patients undergoing vascular surgery.

Methods: A systematic literature review conforming to established criteria

to identify eligible articles published before May 2016 was conducted.

Eligible studies evaluated major postoperative outcomes in vascular surgery

patients of different BMI groups according to the weight classification of the

National Institutes of Health criteria: underweight (UW), BMI

≤18.5 kg/m(2); normal weight (NW), BMI of 18.6 to 24.9 kg/m(2);

overweight (OW), BMI of 25 to 29.9 kg/m(2); and obese (OB), BMI

≥30 kg/m(2).

Major outcomes included 30-day mortality, cardiac complications, and

respiratory complications. Secondary outcomes included wound and

cerebrovascular complications, renal complications, deep venous

thrombosis/pulmonary embolism, and other complications.

Results: Overall, eight retrospective studies were eligible including a total

of 92,525 vascular surgery patients (2223 UW patients, 29,727 NW

patients, 34,517 OW patients, and 26,058 OB patients).

Pooled data were as follows: mortality rate, 2.5%; cardiac events, 2.1%;

respiratory events, 8.6%; wound complications, 6.4%; cerebrovascular

events, 6.4%; renal complications, 3.9%; other infections, 5.3%; deep

venous thrombosis/pulmonary embolism, 1.2%; and other complications, 3.7%.

Meta-analysis showed that OB patients were associated with lower mortality

(odds ratio [OR], 0.64; 95% confidence interval [CI], 0.541-0.757; P <

.0001), cardiac morbidity (OR, 0.81; 95% CI, 0.708-0.938; P = .004), and

respiratory morbidity (OR, 0.87; 95% CI, 0.802-0.941; P = .0006) after

vascular surgery compared with NW patients. However, OB patients were

associated with a higher wound complication rate (OR, 2.39; 95% CI,

1.777-3.211; P < .0001) compared with NW patients. In contrast, UW

patients were associated with a higher mortality (OR, 1.71; 95% CI, 1.177-

2.505; P = .005) and respiratory morbidity (OR, 1.84; 95% CI, 1.554-

2.166; P < .0001) compared with NW patients.

Conclusions:
 The "obesity paradox" does exist in patients undergoing vascular surgery.

 This paradox refers not only to 30-day overall mortality but also to

30-day cardiac and respiratory complications.

 However, obesity seems to be associated with more wound complications.

 Surprisingly, UW patients are associated with higher mortality as well

as respiratory events postoperatively.

Copyright © 2016 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved.
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78) A multi-institutional experience in adventitial cystic disease.

Motaganahalli RL, et al. 

J Vasc Surg. 2017 Jan;65(1):157-161.

doi: 10.1016/j.jvs.2016.08.079. Epub 2016 Oct 14.

Abstract

Background: Adventitial cystic disease (ACD) is an unusual

arteriopathy; case reports and small series constitute the available

literature regarding treatment.

We sought to examine the presentation, contemporary management, and

long-term outcomes using a multi-institutional database.

Methods: Using a standardized database, 14 institutions retrospectively

collected demographics, comorbidities, presentation/symptoms, imaging,

treatment, and follow-up data on consecutive patients treated for ACD

during a 10-year period, using Society for Vascular Surgery reporting

standards for limb ischemia.

Univariate and multivariate analyses were performed comparing treatment

methods and factors associated with recurrent intervention.

Life-table analysis was performed to estimate the freedom from

reintervention in comparing the various treatment modalities.

Results: Forty-seven patients (32 men, 15 women; mean age, 43 years)

were identified with ACD involving the popliteal artery (n = 41), radial

artery (n = 3), superficial/common femoral artery (n = 2), and common

femoral vein (n = 1).

Lower extremity claudication was seen in 93% of ACD of the leg arteries,

whereas patients with upper extremity ACD had hand or arm pain.

Preoperative diagnosis was made in 88% of patients, primarily using crosssectional

imaging of the lower extremity; mean lower extremity anklebrachial

index was 0.71 in the affected limb.

Forty-one patients with lower extremity ACD underwent operative repair

(resection with interposition graft, 21 patients; cyst resection, 13 patients;

cyst resection with bypass graft, 5 patients; cyst resection with patch, 2

patients).

Two patients with upper extremity ACD underwent cyst drainage without

resection or arterial reconstruction.

Complications, including graft infection, thrombosis, hematoma, and wound

dehiscence, occurred in 12% of patients.

Mean lower extremity ankle-brachial index at 3 months postoperatively

improved to 1.07 (P < .001), with an overall mean follow-up of 20 months

(range, 0.33-9 years). Eight patients (18%) with lower extremity arterial

ACD required reintervention (redo cyst resection, one; thrombectomy,

three; redo bypass, one; balloon angioplasty, three) after a mean of

70 days with symptom relief in 88%.

Lower extremity patients who underwent cyst resection and interposition or

bypass graft were less likely to require reintervention (P = .04).

One patient with lower extremity ACD required an above-knee amputation

for extensive tissue loss.

Conclusions:
 This multi-institutional, contemporary experience of ACD examines

the treatment and outcomes of ACD.

 The majority of patients can be identified preoperatively.

 Surgical repair, consisting of cyst excision with arterial reconstruction

or bypass alone, provides the best long-term symptomatic relief and

reduced need for intervention to maintain patency.

Copyright © 2016 The Authors. Published by Elsevier Inc. All rights reserved.
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ANGIOPATÍA DIABÉTICA.

1) POTATO CONSUMPTION AND RISK OF TYPE 2 DIABETES: RESULTS FROM THREE PROSPECTIVE COHORT STUDIES.
Muraki I, et al.  Diabetes Care. 2015.

http://www.ncbi.nlm.nih.gov/m/pubmed/26681722/
Abstract

Objective: We aimed to elucidate whether potato consumption is

associated with a higher risk of type 2 diabetes (T2D).

Research design and methods: We analyzed data in three cohorts

consisting of U.S. male and female health professionals without diabetes,

cardiovascular disease, and cancer at baseline: 70,773 women from the

Nurses' Health Study (1984-2010), 87,739 women from Nurses' Health

Study II (1991-2011), and 40,669 men from the Health Professionals

Follow-up Study (1986-2010). Potato consumption was assessed

quadrennially using validated food frequency questionnaires (FFQs), and we

calculated 4-year change in potato consumption from consecutive FFQs.

Self-reported T2D diagnosis was confirmed using a validated supplementary

questionnaire.

Results: During 3,988,007 person-years of follow-up, 15,362 new cases

of T2D were identified. Higher consumption of total potatoes

(including baked, boiled, or mashed potatoes and french fries) was

significantly associated with an elevated risk for T2D: the pooled

hazard ratio (HR) of T2D compared with <1 serving/week was 1.07 (95%

CI 0.97-1.18) for 2-4 servings/week and 1.33 (95% CI 1.17-1.52) for ≥7

servings/week after adjustment for demographic, lifestyle, and dietary

factors. In addition, the pooled HRs of T2D for every 3 servings/week were

1.04 (95% CI 1.01-1.08) for baked, boiled, or mashed potatoes, and 1.19

(95% CI 1.13-1.25) for french fries. We further estimated that the HR of

T2D was 0.88 (95% CI 0.84-0.91) for replacing 3 servings/week of total

potatoes with the same amount of whole grains. Last, in comparison with

stable potato consumption, every 3-servings/week increment of potato

consumption in 4 years was associated with a 4% (95% CI 0-8%) higher

T2D risk.

Conclusions: Greater consumption of potatoes, especially french fries,

was associated with a higher T2D risk, independent of BMI and other risk

factors. Replacement of potatoes with whole grains was associated with a

lower T2D risk.

© 2015 by the American Diabetes Association. Readers may use this article as long as the work is properly cited, the use is educational and not for profit, and the work is not altered.
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2) AN ESSENTIAL ROLE OF NRF2 IN DIABETIC WOUND HEALING.
Long M, et al.  Diabetes. 2015.

http://www.ncbi.nlm.nih.gov/m/pubmed/26718502/
Abstract

The high mortality and disability of diabetic non-healing skin ulcers create

an urgent need for the development of more efficacious strategies targeting

diabetic wound healing.

In the current study, using human clinical specimens we show that

perilesional skin tissues from diabetic patients are under more

severe oxidative stress and display higher activation of the NRF2-

mediated antioxidant response than perilesional skin tissues from

normoglycemic patients.

In an STZ-induced diabetes mouse model, Nrf2(-/-) mice have delayed

wound closure rates compared to Nrf2(+/+) mice, which is, at least

partially, due to greater oxidative DNA damage, low TGF-β1 and high

MMP9 expression, and increased apoptosis.

More importantly, pharmacological activation of the NRF2 pathway

significantly improves diabetic wound healing.

In vitro experiments in HaCaT cells confirm that NRF2 contributes to

wound healing by alleviating oxidative stress, increasing

proliferation and migration, decreasing apoptosis, and increasing

the expression of TGF-β1 and lowering MMP9 under high glucose

conditions.

This study indicates an essential role for NRF2 in diabetic wound healing

and the therapeutic benefits of activating NRF2 in this disease, laying

the foundation for future clinical trials using NRF2 activators in treating

diabetic skin ulcers.

© 2015 by the American Diabetes Association.
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3) EFFICACY AND ACCEPTABILITY OF VERY LOW ENERGY DIETS IN OVERWEIGHT AND OBESE PEOPLE WITH TYPE 2 DIABETES MELLITUS: A SYSTEMATIC REVIEW WITH META-ANALYSES. 
Rehackova L, et al. Diabet Med. 2015. 
Abstract 
AIMS: To explore the efficacy and acceptability of very-low-energy diets in overweight or obese adults with Type 2 diabetes. 

Methods: Controlled trials and qualitative studies of individuals with Type 2 diabetes that compared very-low-energy diets with standard care, minimal interventions, other weight loss interventions, less intensive very-low-energy diet interventions and very-low-energy diets with additional components were eligible for inclusion. Meta-analyses of changes in weight, blood glucose levels (fasting blood glucose) and attrition rates were performed. Acceptability of very-low-energy diets was assessed by attrition rates, number and severity of side effects, and by qualitative evaluations of the programmers. 

Results: Four randomized, five non-randomized controlled trials and no qualitative studies (21 references, nine studies, 346 participants) were identified. Meta-analyses showed that very-low-energy diets induced greater weight losses than minimal interventions, standard care or low-energy diets at 3 and 6 months. A positive linear relationship was found between differences in energy prescription and differences in weight lost between the intervention and the comparator arms at 3 months. No conclusive evidence for differences between very-low-energy diets and Roux-en-Y gastric bypass surgery was found. A positive linear relationship was found between the difference in energy prescription and fasting blood glucose levels at 3 months. Attrition rates did not differ between the very-low-energy diets and the comparator arms at any measurement point. 

Conclusions: Very-low-energy diets are effective in substantial weight loss among people with Type 2 diabetes. 

Levels of adherence to very-low-energy diets in controlled studies appear to be high, although details about behaviour support provided are usually poorly described. 

This article is protected by copyright ©. All rights reserved. 
PMID: 26490082 [PubMed - as supplied by publisher] 

4)TYPE 2 DIABETES: WHY WE ARE WINNING THE BATTLE BUT LOSING THE WAR? 2015 KELLY WEST AWARD LECTURE.
Narayan KM  Diabetes Care. 2016.
Diabetes Care. 2016 May;39(5):653-63.

doi: 10.2337/dc16-0205.

Abstract

Diabetes is among the biggest of the 21st-century global health challenges.

In the U.S. and other high-income countries, thanks to investments in

science, dedication to implementing these findings, and measurement of

quality of care, there have been improvements in diabetes

management and declines in rate of diabetes complications and

mortality.

This good news, however, is overshadowed by the ever-increasing absolute

numbers of people with diabetes and its complications and the

unprecedented growth of diabetes in low- and middle-income countries of the world.

To comprehensively win the war against diabetes requires 1) concerted

attention to prevention and 2) expansion of global research to better inform

population-level policies to curb diabetes but also to better understand

individual- and population-level variations in pathophysiology and phenotypes globally so that prevention and treatment can be tailored.

For example, preliminary data show that THIN PEOPLE in low- and

middle-income countries such as India commonly experience type 2

diabetes.

Global studies comparing these thin Asian Indians with other high-risk

groups such as Pima Indians, a population with a high mean BMI, suggest

that type 2 diabetes may not be a single pathophysiological entity.

Pima Indians may represent the well-studied phenotype of poor insulin

action (type 2A), whereas Asian Indians represent the grossly understudied

phenotype of poor insulin secretion (type 2B).

This has major implications for diagnosis, prevention, and treatment and

highlights the mismatch between where diabetes burdens occur (i.e., lowand

middle-income countries) and where research happens (i.e., highincome

countries).

Correcting this imbalance will advance our knowledge and arsenal to win the global war against diabetes.

© 2016 by the American Diabetes Association. Readers may use this article as long as the work is properly cited, the use is educational and not for profit, and the work is not altered.
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5) THE MANAGEMENT OF DIABETIC FOOT: A CLINICAL PRACTICE GUIDELINE BY THE SOCIETY FOR VASCULAR SURGERY IN COLLABORATION WITH THE AMERICAN PODIATRIC MEDICAL ASSOCIATION AND THE SOCIETY FOR VASCULAR MEDICINE
Hingorani A, et al. 
J Vasc Surg 2016;63:3S-21S.    
February Supplement 2016
Background: 
Diabetes mellitus continues to grow in global prevalence and to consume an increasing amount of health care resources. One of the key areas of morbidity associated with diabetes is the diabetic foot. To improve the care of patients

with diabetic foot and to provide an evidence-based multidisciplinary management approach, the Society for Vascular

Surgery in collaboration with the American Podiatric Medical Association and the Society for Vascular Medicine developed this clinical practice guideline.

Methods: 

The committee made specific practice recommendations using the Grades of Recommendation Assessment, Development, and Evaluation system. This was based on five systematic reviews of the literature. Specific areas of focus included (1) prevention of diabetic foot ulceration, (2) off-loading, (3) diagnosis of osteomyelitis, (4) wound care, and (5) peripheral arterial disease.

Results: 

Although we identified only limited high-quality evidence for many of the critical questions, we used the best available evidence and considered the patients’ values and preferences and the clinical context to develop these guidelines.

We include preventive recommendations such as those for adequate glycemic control, periodic foot inspection, and patient and family education. We recommend using custom therapeutic footwear in high-risk diabetic patients, including those with significant neuropathy, foot deformities, or previous amputation. In patients with plantar diabetic foot ulcer (DFU),

we recommend off-loading with a total contact cast or irremovable fixed ankle walking boot. In patients with a new DFU, we recommend probe to bone test and plain films to be followed by magnetic resonance imaging if a soft tissue abscess or osteomyelitis is suspected. We provide recommendations on comprehensive wound care and various debridement methods. For DFUs that fail to improve (>50% wound area reduction) after a minimum of 4 weeks of standard wound therapy, we recommend adjunctive wound therapy options. In patients with DFU who have peripheral arterial disease, we recommend revascularization by either surgical bypass or endovascular therapy.

Conclusions: 

Whereas these guidelines have addressed five key areas in the care of DFUs, they do not cover all the aspects of this complex condition. Going forward as future evidence accumulates, we plan to update our recommendations

accordingly.  (J Vasc Surg 2016;63:3S-21S.)

Summary of recommendations
1. Prevention of diabetic foot ulceration

Recommendation 1: We recommend that patients with diabetes undergo annual interval foot inspections by physicians (MD, DO, DPM) or advanced practice providers with training in foot care (Grade 1C).

Recommendation 2: We recommend that foot examination include testing for peripheral neuropathy using the

Semmes-Weinstein test (Grade 1B).

Recommendation 3: We recommend education of the patients and their families about preventive foot care (Grade 1C).

Recommendation 4:

a. We suggest against the routine use of specialized therapeutic footwear in average-risk diabetic patients (Grade 2C).

b. We recommend using custom therapeutic footwear in high-risk diabetic patients, including those with significant neuropathy, foot deformities, or previous amputation (Grade 1B).

Recommendation 5: We suggest adequate glycemic control (hemoglobin A1c < 7% with strategies to minimize hypoglycemia) to reduce the incidence of diabetic foot ulcers (DFUs) and infections, with subsequent risk of amputation (Grade 2B).

Recommendation 6: We recommend against prophylactic arterial  revascularization to prevent DFU (Grade 1C).

2. Off-loading DFUs

Recommendation 1: In patients with plantar DFU, we recommend offloading with a total contact cast (TCC) or irremovable fixed ankle walking boot (Grade 1B).

Recommendation 2: In patients with DFU requiring frequent dressing changes, we suggest off-loading using a removable cast walker as an alternative to TCC and irremovable fixed ankle walking boot (Grade 2C). We suggest against using postoperative shoes or standard or customary footwear for off-loading plantar DFUs (Grade 2C).

Recommendation 3: In patients with nonplantar wounds, we recommend using any modality that relieves pressure at the site of the ulcer, such as a surgical sandal or heel relief shoe (Grade 1C).

Recommendation 4: In high-risk patients with healed DFU (including those with a prior history of DFU, partial foot amputation, or Charcot foot), we recommend wearing specific therapeutic footwear with pressure-relieving insoles to aid in prevention of new or recurrent foot ulcers (Grade 1C).

3. Diagnosis of diabetic foot osteomyelitis (DFO)

Recommendation 1: In patients with a diabetic foot infection (DFI) with an open wound, we suggest doing a probe to bone (PTB) test to aid in diagnosis (Grade 2C).

Recommendation 2: In all patients presenting with a new DFI, we suggest that serial plain radiographs of the affected foot be obtained to identify bone abnormalities (deformity, destruction) as well as soft tissue gas and radiopaque foreign bodies (Grade 2C).

Recommendation 3: For those patients who require additional (ie, more sensitive or specific) imaging, particularly when soft tissue abscess is suspected or the diagnosis of osteomyelitis remains uncertain, we recommend using magnetic resonance imaging (MRI) as the study of choice. MRI is a valuable tool for diagnosis of osteomyelitis if the PTB test is inconclusive of if the plain film is not useful (Grade 1B).

Recommendation 4: In patients with suspected DFO for whom MRI is contraindicated or unavailable, we suggest a leukocyte or antigranulocyte scan, preferably combined with a bone scan as the best alternative (Grade 2B).

Recommendation 5: In patients at high risk for DFO, we recommend that the diagnosis is most definitively established by the combined findings on bone culture and histology (Grade 1C). When bone is débrided to treat osteomyelitis, we recommend sending a sample for culture and histology (Grade 1C).

Recommendation 6: For patients not undergoing bone débridement, we suggest that clinicians consider obtaining a diagnostic bone biopsy when faced with diagnostic uncertainty, inadequate culture information, or failure of response to empirical treatment (Grade 2C).

4. Wound care for DFUs

Recommendation 1: We recommend frequent evaluation at 1- to 4-week intervals with measurements of diabetic foot wounds to monitor reduction of wound size and healing progress (Grade 1C).

Recommendation 1.1: We recommend evaluation for infection on initial presentation of all diabetic foot wounds, with initial sharp débridement of all infected diabetic ulcers, and urgent surgical intervention for foot infections involving abscess, gas, or necrotizing fasciitis (Grade 1B).

Recommendation 1.2: We suggest that treatment of DFIs should follow the most current guidelines published by the Infectious Diseases Society of America (IDSA) (Ungraded).

Recommendation 2: We recommend use of dressing products that maintain a moist wound bed, control exudate, and avoid maceration of surrounding intact skin for diabetic foot wounds (Grade 1B).

Recommendation 3: We recommend sharp débridement of all devitalized tissue and surrounding callus material from diabetic foot ulcerations at 1- to 4-week intervals (Grade 1B).

Recommendation 4: Considering lack of evidence for superiority of any given débridement technique, we suggest initial sharp débridement with subsequent choice of débridement method based on clinical context, availability

of expertise and supplies, patient tolerance and preference, and cost-effectiveness (Grade 2C).

Recommendation 5: For DFUs that fail to demonstrate improvement (>50% wound area reduction) after a minimum of 4 weeks of standard wound therapy, we recommend adjunctive wound therapy options. These include negative pressure therapy, biologics (platelet-derived growth factor [PDGF], living cellular therapy, extracellular matrix products, amnionic membrane products), and hyperbaric oxygen therapy. Choice of adjuvant therapy is based on clinical findings, availability of therapy, and cost-effectiveness; there is no recommendation on ordering of therapy choice. Re-evaluation of vascular status, infection control, and off-loading is recommended to ensure

optimization before initiation of adjunctive wound therapy (Grade 1B).

Recommendation 6: We suggest the use of negative pressure wound therapy for chronic diabetic foot wounds that do not demonstrate expected healing progression with standard or advanced wound dressings after 4 to 8 weeks of therapy (Grade 2B).

Recommendation 7: We suggest consideration of the use of PDGF (becaplermin) for the treatment of DFUs that are recalcitrant to standard therapy (Grade 2B).

Recommendation 8: We suggest consideration of living cellular therapy using a bilayered keratinocyte/fibroblast construct or a fibroblast-seeded matrix for treatment of DFUs when recalcitrant to standard therapy (Grade 2B).

Recommendation 9: We suggest consideration of the use of extracellular matrix products employing acellular human dermis or porcine small intestinal submucosal tissue as an adjunctive therapy for DFUs when recalcitrant

to standard therapy (Grade 2C).

Recommendation 10: In patients with DFU who have adequate perfusion that fails to respond to 4 to 6 weeks of conservative management, we suggest hyperbaric oxygen therapy (Grade 2B).

5. Peripheral arterial disease (PAD) and the DFU

Recommendation 1.1: We suggest that patients with diabetes have ankle-brachial index (ABI) measurements performed when they reach 50 years of age (Grade 2C).

Recommendation 1.2: We suggest that patients with diabetes who have a prior history of DFU, prior abnormal vascular examination, prior intervention for peripheral vascular disease, or known atherosclerotic cardiovascular disease (eg, coronary, cerebral, or renal) have an annual vascular examination of the lower extremities and feet including ABI and toe pressures (Grade 2C).

Recommendation 2: We recommend that patients with DFU have pedal perfusion assessed by ABI, ankle and pedal Doppler arterial waveforms, and either toe systolic pressure or transcutaneous oxygen pressure (TcPO2) annually (Grade 1B).

Recommendation 3: In patients with DFU who have PAD, we recommend revascularization by either surgical bypass or endovascular therapy (Grade 1B).

      Recommendation 3 (technical and implementation remarks) 

- Prediction of patients most likely to require and to benefit from revascularization can be based on the Society for Vascular Surgery (SVS) Wound, Ischemia, and foot Infection (WIfI) lower extremity threatened limb classification.

- A combination of clinical judgment and careful interpretation of objective assessments of perfusion along with consideration of the wound and infection extent is required to select patients appropriately for revascularization.

- In functional patients with long-segment occlusive disease and a good autologous conduit, bypass is likely to be preferable.

- In the setting of tissue loss and diabetes, prosthetic bypass is inferior to bypass with vein conduit.

- The choice of intervention depends on the degree of ischemia, the extent of arterial disease, the extent of the

wound, the presence or absence of infection, and the available expertise.

6) BARIATRIC-METABOLIC SURGERY VERSUS CONVENTIONAL MEDICAL TREATMENT IN OBESE PATIENTS WITH TYPE 2 DIABETES: 5 YEAR FOLLOW-UP OF AN OPEN-LABEL, SINGLE-CENTRE, RANDOMIZED CONTROLLED TRIAL.
Mingrone G; Panunzi S; De Gaetano A; Guidone C; Iaconelli A; Nanni G; Castagneto M; Bornstein S; Rubino F

Lancet. 2015; 386(9997):964-73 (ISSN: 1474-547X)

Background: Randomised controlled trials have shown that bariatric surgery is more effective than conventional treatment for the short-term control of type-2 diabetes. However, published studies are characterised by a relatively short follow-up. We aimed to assess 5 year outcomes from our randomised trial designed to compare surgery with conventional medical treatment for the treatment of type 2 diabetes in obese patients.

METHODS: We did our open-label, randomised controlled trial at one diabetes centre in Italy. Patients aged 30-60 years with a body-mass index of 35 kg/m(2) or more and a history of type 2 diabetes lasting at least 5 years were randomly assigned (1:1:1), via a computer-generated randomisation procedure, to receive either medical treatment or surgery by Roux-en-Y gastric bypass or biliopancreatic diversion. Participants were aware of treatment allocation before the operation and study investigators were aware from the point of randomisation.

The primary endpoint was the rate of diabetes remission at 2 years, defined

as a glycated haemaglobin A1c (HbA1c) concentration of 6·5% or less (≤47·5 mmol/mol) and a fasting glucose concentration of 5·6 mmol/L or less without active pharmacological treatment for 1 year.

Here we analyse glycaemic and metabolic control, cardiovascular risk, medication use, quality of life, and long-term complications 5 years after

randomisation.

Analysis was by intention to treat for the primary endpoint and by per protocol for the 5 year follow-up.

This study is registered with ClinicalTrials.gov, number NCT00888836.

Findings: Between April 27, 2009, and Oct 31, 2009, we randomly assigned 60 patients to receive either medical treatment (n=20) or surgery by gastric bypass (n=20) or biliopancreatic diversion (n=20); 53 (88%) patients completed 5 years' follow-up. Overall, 19 (50%) of the 38 surgical patients (seven [37%] of 19 in the gastric bypass group and 12 [63%] of 19 in the bilipancreatic diversion group) maintained diabetes remission at 5 years, compared with none of the 15 medically treated patients (p=0·0007). We recorded relapse of hyperglycaemia in eight (53%) of the 15 patients who achieved 2 year remission in the gastric bypass group and seven (37%) of the 19 patients who achieved 2 year remission in the biliopancreatic diversion group. Eight (42%) patients who underwent gastric bypass and 13 (68%) patients who underwent biliopancreatic diversion had an HbA1c concentration of 6·5% or less (≤47·5 mmol/mol) with or without medication, compared with four (27%) medically treated patients (p=0·0457). Surgical patients lost more weight than medically treated patients, but weight changes did not predict diabetes remission or relapse after surgery. Both surgical procedures were associated with significantly lower plasma lipids, cardiovascular risk, and medication use. Five major complications of diabetes (including one fatal myocardial infarction) arose in four (27%) patients in the medical group compared with only one complication in the gastric bypass group and no

complications in the biliopancreatic diversion group. No late complications or deaths occurred in the surgery groups. Nutritional side-effects were noted mainly after biliopancreatic diversion.
Interpretation:
 Surgery is more effective than medical treatment for the long-term control of obese patients with type 2 diabetes and should be considered in the treatment algorithm of this disease.
 However, continued monitoring of glycaemic control is warranted because of potential relapse of hyperglycaemia.

Funding: Catholic University of Rome.

PreMedline Identifier: 26369473

From MEDLINE®/PubMed®, a database of the U.S. National Library of

Medicine.

http://www.medscape.com/medline/abstract/26369473

7) A PROSPECTIVE RANDOMIZED CONTROLLED STUDY OF A VIRTUAL CLINIC INTEGRATING PRIMARY AND SPECIALIST CARE FOR PATIENTS WITH TYPE 2 DIABETES MELLITUS.
Basudev N, Crosby-Nwaobi R, Thomas S, Chamley M, Murrells T, Forbes A.

Diabet Med. 2016 Jun;33(6):768-76.

doi: 10.1111/dme.12985.  Epub 2015 Nov 17.

Abstract

AIMS: To investigate the effectiveness of a diabetes virtual clinic to

enhance diabetes in primary care by developing clinical management plans

for patients with suboptimal metabolic control and/or case complexity.

Methods: A prospective study with randomized allocation to virtual clinic or usual care. Patients with Type 2 diabetes (n = 208) were recruited from six general practices in South London. The primary outcome for the study was glycaemic control, secondary outcomes included: lipids, blood pressure, weight (kg and BMI) and renal function (eGFR). Data were collected from participants' records at baseline and 12 months. We also considered process measures including therapy optimization.

Results: The 12-month data show equivalence between the virtual clinic and control groups for glycaemic control with both achieving clinically significant reductions in HbA1c of 8 mmol/mol (0.6 ± 1.7%) and 10 mmol/mol (0.8 ± 1.9%), respectively (P = 0.4). The virtual clinic group showed superiority over the intervention group for blood pressure control with a mean reduction in systolic blood pressure of 6 ± 16 mmHg compared with an increased of 2 ± 18 mmHg in the control group (P = 0.008). There were no significant differences between the groups in terms of cholesterol, weight and renal function. Process measures showed an increased level of therapy adjustment in the virtual clinic group.

Conclusion:
 The virtual clinic model explored in this study showed a clinically important improvement in glycaemic control.

 Although this improvement was not superior to that observed in the control participants, this might be attributable to the systemic impact of the virtual clinic on the practice as a whole.

© 2015 Diabetes UK.

PMID: 27194175 [PubMed - in process]

Full text at journal site

http://www.ncbi.nlm.nih.gov/m/pubmed/27194175/

8) DELIVERY OF TYPE 2 DIABETES CARE IN LOW- AND MIDDLEINCOME COUNTRIES: LESSONS FROM LIMA, PERU.
Cardenas MK, Miranda JJ,2, Beran D.
Diabet Med. 2016 Jun;33(6):752-60.  doi: 10.1111/dme.13099.

Abstract

AIMS: The health system's response is crucial to addressing the increasing burden of diabetes, particularly that affecting low- and middle-income countries.
This study aims to assess the facilitators and barriers that help or hinder access to care for people with diabetes in Peru.

Methods: We used a survey tool to design and collect qualitative and quantitative data from primary and secondary sources of information at different levels of the health system. We performed 111 interviews in Lima, the capital city of Peru, with patients with diabetes, healthcare providers and healthcare officials.

We applied the six building blocks framework proposed by the World Health

Organization in our analysis.

Results: We found low political commitment, as well as several barriers  that directly affect access to medicines, regular laboratory check-ups and follow-up appointments for diabetes, especially at the primary healthcare level.

Three major system-level barriers were identified: (1) the availability of information at different healthcare system levels that affects several processes in the healthcare provision; (2) insufficient financial resources; and (3) insufficient human resources trained in diabetes management.

Conclusion: Despite an initial political commitment by the Peruvian government to improve the delivery of diabetes care, there exist several key limitations that affect access to adequate diabetes care, especially at the primary healthcare level. In a context in which various low- and middleincome countries are aiming to achieve universal health coverage, this study provides lessons for the implementation of strategies related to diabetes care delivery.

© 2016 Diabetes UK.

PMID: 27194174 [PubMed - in process]

Full text at journal site

http://www.ncbi.nlm.nih.gov/m/pubmed/27194174/

9) NOVEL APPROACHES TO THE TREATMENT OF HYPERGLYCAEMIA IN TYPE 2 DIABETES MELLITUS
A. Galligan and T. M. Greenaway

doi:10.1111/imj.13070

© 2016 Royal Australasian College of Physicians

Abstract

Control of hyperglycaemia is a fundamental therapeutic goal in patients with type 2 diabetes.

The progressive nature of β-cell dysfunction in type 2 diabetes leads to the needfor escalating anti-hyperglycaemic treatment, including insulin, in most patients. Given the prevalence of complications such as weight gain and hypoglycaemia associated with traditional anti-hyperglycaemic agents (AHA), including sulphonylureas and insulin, it is unsurprising that recent years have seen the development of novel agents to treat hyperglycaemia. With increasing evidence supporting the need for a multi-faceted approach to the prevention of adverse cardiovascular events in people with type 2 diabetes, a patient-centred and individualised management strategy addressing lifestyle, cardiovascular risk factor modification and glycaemic control remains critical in improving outcomes in these patients.

Conclusions

A progressive β-cell functional decline has inevitably resulted in the need to add insulin to standard therapy in most patients with type 2 diabetes, regardless of lifestyle modification. The associated complications of hypoglycaemia

and weight gain in patients who are often obese, elderly or frail have led to the development of treatment regimens that reduce insulin requirements and hypoglycaemia and mitigate weight gain (or promote weight loss).

In the absence of comparative trials of safety and efficacy, a review of recent meta-analyses suggests that it is reasonable to manage patients with progressive β-cell dysfunction with combination metformin, a long-acting

GLP-1 analogue and basal insulin.28 The complementary mechanisms of action of these agents include fasting glucose control, rapid reduction in appetite and postprandial glucose excursions and increased insulin sensitivity with reduced hepatic gluconeogenesis. The advantage of this therapeutic combination is the potential for robust glucose lowering without hypoglycaemia or weight gain. Long-term outcome data are being collected in a comparative effectiveness study (GRADE,) currently underway in America.47 SGLT-2 inhibitors have proven to be an effective adjunct to metformin and/or insulin with associated

weight reduction. The positive results from the initial cardiovascular outcome study are likely to lead to a change in practice towards the addition of an SGLT-

inhibitor to standard of care. Efforts to address the obesity pandemic must be a

major target for government intervention. Support for a multi-faceted attack on the advertising and availability of energy-dense food and drink, promotion of healthy diets and built environments, improvements in health literacy and better access to effective weight loss interventions should be considered. Bariatric surgery remains the single most effective weight loss intervention in the overweight and obese population, although cost, waiting times and surgical complications can be prohibitive. Multiple new pharmacological agents have been marketed elsewhere but await approval for use in Australia.

In the absence of treatments that can alter the natural history of progressive β-cell dysfunction in type 2 diabetes, an individualised approach using dietary and weight loss strategies and the sequential addition of AHA remains the best practice for the management of hyperglycaemia associated with this complex disease. Although this approach has changed little in recent years, newer and more sophisticated agents have led to significant progress in managing patients with type 2 diabetes, with a reduced risk of hypoglycaemia and weight gain and potentially better cardiovascular outcomes.

10) USE OF ANTIBIOTICS IN CHILDHOOD AND RISK OF TYPE 1 DIABETES: A POPULATION-BASED CASE-CONTROL STUDY.Show full citation
Mikkelsen KH, Knop FK, Vilsbøll T, Frost M, Hallas J, Pottegård A.
Diabet Med. 2016 Sep 20. doi: 10.1111/dme.13262. [Epub ahead of print]     

Abstract

AIMS: To investigate whether the use of antibiotics from infancy to adolescence influences the risk of Type 1 diabetes.

Methods: We conducted a population-based case-control study, including all Type 1 diabetes cases in Denmark among children born between 1997 and 2012 (n=1578). Odds ratios associating Type 1 diabetes with use of antibiotics were calculated using conditional logistic regression.

Results: Overall, we found no association between the use of antibiotics and risk of Type 1 diabetes. Furthermore, no associations were seen specifically for broad-spectrum, narrow-spectrum, bactericidal or bacteriostatic types of antibiotics or for the most frequently used individual classes of antibiotics. No differences were observed in subgroups defined by sex or by age at time of diagnosis. However, filling five or more antibiotic prescriptions in the first 2 years of life specifically was associated with a higher odds ratio of 1.35 (95% CI 1.10-1.64). This association appeared to be driven by exposure to broad-spectrum antibiotics within the second year of life.

Conclusions: 
· Antibiotic exposure in childhood is generally not associated with the risk of developing Type 1 diabetes. 

· Future studies should investigate the effects of multiple exposures to broad-spectrum antibiotics during the second year of life. 

This article is protected by copyright. All rights reserved.

PMID: 27646695 [PubMed - as supplied by publisher] 

http://www.ncbi.nlm.nih.gov/m/pubmed/27646695/
11) AMELIORATION OF DIABETES MELLITUS BY PROTEIN S.
Yasuma T, et al.  Diabetes. 2016 May 9.

pii: db151404. [Epub ahead of print]

Full text at journal site

http://www.ncbi.nlm.nih.gov/m/pubmed/27207541/

Abstract

Protein S is an anticoagulant factor that also regulates inflammation

and cell apoptosis.

The effect of protein S on diabetes mellitus and its complications is unknown.

This study compared the development of diabetes mellitus between wild type and transgenic mice overexpressing human protein S, and the development of diabetic glomerulosclerosis between mice treated with and without human protein S and between wild type and protein S transgenic mice.

Mice overexpressing protein S showed significant improvements in blood glucose level, glucose tolerance, insulin sensitivity and insulin secretion compared to wild type counterparts.
Exogenous protein S improved insulin sensitivity in db/db mice, in adipocytes, skeletal muscle and liver cell lines compared to controls.

Significant inhibition of apoptosis with increased expression of BIRC3, BcL-2

and enhanced activation of Akt/PKB was induced by protein S in islet β cells

compared to controls. Diabetic wild type mice treated with protein S and

diabetic protein S transgenic mice developed significantly less severe diabetic glomerulosclerosis than control group.

Type 2 diabetic patients had significantly lower circulating free protein S than healthy controls.
This study shows that PROTEIN S ATTENUATES DIABETES MELLITUS

by inhibiting apoptosis of β-cells and the development of diabetic nephropathy.

© 2016 by the American Diabetes Association. Readers may use this article as long as the work is properly cited, the use is educational and not for profit, and the work is not altered.

PMID: 27207541 [PubMed - as supplied by publisher]

Full text at journal site

http://www.ncbi.nlm.nih.gov/m/pubmed/27207541/

12) TYPE 2 DIABETES: THE PATHOLOGIC BASIS OF REVERSIBLE Β-CELL DYSFUNCTION.
Review article

White MG, Shaw JA, Taylor R. 

Diabetes Care. 2016 Nov;39(11):2080-2088.

Abstract

The reversible nature of early type 2 diabetes has been demonstrated in “in

vivo” human studies. Recent in vivo and in vitro studies of β-cell biology have established that the β-cell loses differentiated characteristics, including glucose-mediated insulin secretion, under metabolic stress.

Critically, the β-cell dedifferentiation produced by long-term excess

nutrient supply is reversible.

Weight loss in humans permits restoration of first-phase insulin secretion

associated with the return to normal of the elevated intrapancreatic

triglyceride content.

However, in type 2 diabetes of duration greater than 10 years, the cellular changes appear to pass a point of no return.

This review summarizes the evidence that early type 2 diabetes can be

regarded as a reversible β-cell response to chronic positive calorie balance.
© 2016 by the American Diabetes Association.

PMID: 27926891 [PubMed - in process]

https://www.ncbi.nlm.nih.gov/m/pubmed/27926891/

13) TYPE 2 DIABETES: DEMYSTIFYING THE GLOBAL EPIDEMIC.
Unnikrishnan R, et al. Diabetes. 2017.
Diabetes. 2017 Jun;66(6):1432-1442. doi: 10.2337/db16-0766.

Abstract

Type 2 diabetes (T2D) has attained the status of a global pandemic,

spreading from affluent industrialized nations to the emerging economies of

Asia, Latin America, and Africa.

There is significant global variation in susceptibility to T2D, with Pacific

Islanders, Asian Indians, and Native Americans being considerably more

prone to develop the disorder. Although genetic factors may play a part, the

rapidity with which diabetes prevalence has risen among these populations

reflects the far-ranging and rapid socioeconomic changes to which they

have been exposed over the past few decades.

Traditionally, obesity and its correlate, insulin resistance, have been

considered the major mediators of T2D risk; however, recent evidence

shows that early loss of β-cell function plays an important role in the

pathogenesis of T2D, especially in nonobese individuals such as

South Asians.

Knowledge of the modifiable risk factors of T2D is important, as it forms the

basis for designing cost-effective preventive and therapeutic strategies to

slow the epidemic in populations at increased risk. Lessons learned from

randomized prevention trials need to be implemented with appropriate

cultural adaptations, accompanied by empowerment of the community, if

the diabetes epidemic is to be slowed or halted.

© 2017 by the American Diabetes Association.

PMID: 28533294 [PubMed - in process]

https://www.ncbi.nlm.nih.gov/m/pubmed/28533294/

14) DIABETIC FOOT ULCERS AND THEIR RECURRENCE
Review article  
David G. Armstrong, D.P.M., M.D., Ph.D., Andrew J.M. Boulton, M.D.,

and Sicco A. Bus, Ph.D.

N Engl J Med 2017; 376:2367-2375 June 15, 2017

DOI: 10.1056/NEJMra1615439

Summary
Lower-extremity complications of diabetes such as foot ulcers constitute a substantial burden for people with diabetes. Once healed, foot ulcers frequently recur.

This fact, coupled with demographic trends, requires a collective refocusing on prevention and a reallocation of resources from simply healing active ulcers to maximizing ulcer-free days for all patients with a history of diabetic foot ulceration.

Aggressive therapy during active disease combined with a focus on

improving care during remission can lead to more ulcer-free days, fewer inpatient and outpatient visits, and an improved quality of life.

15) CARDIOVASCULAR AND METABOLIC EFFECTS OF METFORMIN IN PATIENTS WITH TYPE 1 DIABETES (REMOVAL): A DOUBLEBLIND, RANDOMISED, PLACEBO-CONTROLLED TRIAL
John R Petrie et al. REMOVAL Study Group Published: 11 June 2017

DOI: http://dx.doi.org/10.1016/S2213-8587(17)30194-8
Summary

Background

Metformin might reduce insulin requirement and improve glycaemia in

patients with type 1 diabetes, but whether it has cardiovascular benefits is

unknown. We aimed to investigate whether metformin treatment (added to

titrated insulin therapy) reduced atherosclerosis, as measured by

progression of common carotid artery intima-media thickness (cIMT), in

adults with type 1 diabetes at increased risk for cardiovascular disease.

Methods

REMOVAL was a double-blind, placebo-controlled trial undertaken at 23

hospital diabetes clinics in five countries (Australia, Canada, Denmark, the

Netherlands, and the UK). Adults aged 40 years and older with type 1

diabetes of at least 5 years' duration and at least three of ten specific

cardiovascular risk factors were randomly assigned (via an interactive voice

response system) to oral metformin 1000 mg twice daily or placebo.

Participants and site staff were masked to treatment allocation. The primary

outcome was averaged mean far-wall cIMT, quantified annually for 3 years,

analysed in a modified intention-to-treat population (all randomly assigned

participants with post-randomisation data available for the outcome of

interest at any given timepoint, irrespective of subsequent adherence or

study participation), using repeated measures regression. Secondary

outcomes were HbA1c, LDL cholesterol, estimated glomerular filtration rate

(eGFR), incident microalbuminuria (not reported), incident retinopathy,

bodyweight, insulin dose, and endothelial function, also analysed in all

participants with post-randomisation data available for the outcome of

interest at any given timepoint.

This trial is registered with ClinicalTrials.gov, number NCT01483560

Findings

Between Dec 14, 2011, and June 24, 2014, 493 participants entered a 3

month run-in to optimise risk factor and glycaemic control (single-blind

placebo in the final month). Of 428 randomly assigned patients, 219 were

allocated to metformin and 209 to placebo. Progression of mean cIMT was

not significantly reduced with metformin (−0·005 mm per year, 95% CI

−0·012 to 0·002; p=0·1664), although maximal cIMT (a prespecified

tertiary outcome) was significantly reduced (−0·013 mm per year, −0·024

to −0·003; p=0·0093).

HbA1c (mean 8·1% [SD 0·9] for metformin and 8·0% [0·8] for placebo at

baseline) was reduced on average over 3 years by metformin (−0·13%,

95% CI −0·22 to −0·037; p=0·0060), but this was accounted for by a

reduction at the 3-month timepoint (−0·24%, −0·34 to −0·13; p<0·0001)

that was not sustained thereafter (p=0·0163 for visit-by-treatment

interaction).

Bodyweight (−1·17 kg, 95% CI −1·66 to −0·69; p<0·0001) and LDL

cholesterol (−0·13 mmol/L, −0·24 to −0·03; p=0·0117) were reduced with

metformin over 3 years of treatment, and eGFR was increased (4·0 mL/min

per 1·73m2, 2·19 to 5·82; p<0·0001). Insulin requirement was not reduced

on average over 3 years (−0·005 units per kg, 95% CI −0·022 to 0·012;

p=0·545), but there was a significant visit-by-treatment interaction

(p=0·0018).

There was no effect on endothelial function as measured by reactive

hyperaemia index, or on retinopathy. Discontinuation of treatment in 59

(27%) participants on metformin versus 26 (12%) on placebo (p=0·0002)

was mainly due to an excess of gastrointestinal adverse effects, and there

was no increase in hypoglycaemia with metformin. Five deaths occurred

among patients allocated to metformin and two occurred among those

allocated to placebo; none were judged by site principal investigators to be

related to study medication.

Interpretation

These data do not support use of metformin to improve glycaemic control in

adults with long-standing type 1 diabetes as suggested by current

guidelines, but suggest that it might have a wider role in cardiovascular risk

management.

Funding JDRF.
http://www.thelancet.com/journals/landia/article/PIIS2213-

8587(17)30194-8/fulltext?dgcid=etoc-edschoice_email_July

16) CANAGLIFLOZIN AND CARDIOVASCULAR AND RENAL EVENTS IN TYPE 2 DIABETES
Bruce Neal, M.B. et al. 
DOI: 10.1056/NEJMoa1611925
Background
Canagliflozin is a sodium–glucose cotransporter 2 inhibitor that reduces

glycemia as well as blood pressure, body weight, and albuminuria in people

with diabetes. We report the effects of treatment with canagliflozin on

cardiovascular, renal, and safety outcomes.

Methods
The CANVAS Program integrated data from two trials involving a total of

10,142 participants with type 2 diabetes and high cardiovascular risk.

Participants in each trial were randomly assigned to receive canagliflozin or

placebo and were followed for a mean of 188.2 weeks. The primary

outcome was a composite of death from cardiovascular causes, nonfatal

myocardial infarction, or nonfatal stroke.

Results
The mean age of the participants was 63.3 years, 35.8% were women, the

mean duration of diabetes was 13.5 years, and 65.6% had a history of

cardiovascular disease.

The rate of the primary outcome was lower with canagliflozin than with

placebo (occurring in 26.9 vs. 31.5 participants per 1000 patient-years;

hazard ratio, 0.86; 95% confidence interval [CI], 0.75 to 0.97; P<0.001 for

noninferiority; P=0.02 for superiority).

Although on the basis of the prespecified hypothesis testing sequence the

renal outcomes are not viewed as statistically significant, the results

showed a possible benefit of canagliflozin with respect to the progression of

albuminuria (hazard ratio, 0.73; 95% CI, 0.67 to 0.79) and the composite

outcome of a sustained 40% reduction in the estimated glomerular filtration

rate, the need for renal-replacement therapy, or death from renal causes

(hazard ratio, 0.60; 95% CI, 0.47 to 0.77).

Adverse reactions were consistent with the previously reported risks

associated with canagliflozin except for an increased risk of amputation (6.3

vs. 3.4 participants per 1000 patient-years; hazard ratio, 1.97; 95% CI,

1.41 to 2.75); amputations were primarily at the level of the toe or

metatarsal.

Conclusions
 In two trials involving patients with type 2 diabetes and an elevated

risk of cardiovascular disease, patients treated with canagliflozin

had a lower risk of cardiovascular events than those who

received placebo BUT a greater risk of amputation, primarily at

the level of the toe or metatarsal.

(Funded by Janssen Research and Development; CANVAS and CANVAS-R

ClinicalTrials.gov numbers, NCT01032629 and NCT01989754, respectively.)

http://www.nejm.org/doi/full/10.1056/NEJMoa1611925

17) TRANSMISSION OF TYPE 2 DIABETES TO SONS AND DAUGHTERS: THE D.E.S.I.R. COHORT.
Balkau B, et al. 
Diabet Med. 2017 Aug 9.

doi: 10.1111/dme.13446. [Epub ahead of print]
Abstract

AIMS: To document the family transmission of Type 2 diabetes to men and

women.

Method: The French D.E.S.I.R. cohort followed men and women over 9

years, with 3-yearly testing for incident Type 2 diabetes. First- and/or

second-degree family histories of diabetes were available for 2187 men and

2282 women. Age-adjusted hazard ratios were estimated for various family

members and groupings of family members, as well as for a genetic

diabetes risk score, based on 65 diabetes-associated loci.

Results: Over 9 years, 136 men and 63 women had incident Type 2

diabetes. The hazard ratios for diabetes associated with having a firstdegree

family member with diabetes (parents, siblings, children) differed

between men [1.21 (95% CI 0.80, 1.85)] and women [3.02 (95% CI 1.83,

4.99); Pinteraction =0.006]. The genetic risk score was predictive of

diabetes in both men and women, with similar hazard ratios 1.10 (95% CI

1.06, 1.15) and 1.08 (95% CI 1.02, 1.14) respectively, for each additional

at-risk allele. In women, the risk associated with having a family member

with diabetes persisted after adjusting for the genetic score.

Conclusion:
 Women with a family history of diabetes (paternal or maternal) were

at risk of developing Type 2 diabetes and this risk was independent of

genetic score; in contrast, for men, there was no association.

 Diabetes screening and prevention may need to more specifically

target women with diabetes in their family, but further studies are

required as the number of people with diabetes in this study was

small.

This article is protected by copyright. All rights reserved.
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18) THE ASSOCIATION OF POSTOPERATIVE GLYCEMIC CONTROL AND LOWER EXTREMITY PROCEDURE OUTCOMES.
Vogel TR, Smith JB, Kruse RL.
J Vasc Surg. 2017 Oct;66(4):1123-1132.

doi: 10.1016/j.jvs.2017.01.053. Epub 2017 Apr 19.
Abstract

Objective: The effect of postoperative hyperglycemia in patients

undergoing open and endovascular procedures on the lower extremities has

not been fully characterized with regard to associated admission diagnoses,

hospital complications, mortality, and 30-day readmission.

This study evaluated the relationship of postoperative hyperglycemia on

outcomes after lower extremity vascular procedures for peripheral artery

disease.

Methods: Patients with peripheral artery disease admitted for elective

lower extremity procedures between September 2008 and March 2014 were

selected from the Cerner Health Facts (Cerner Corporation, Kansas City,

Mo) database using International Classification of Diseases, Ninth Edition,

Clinical Modification diagnosis and procedure codes. Using χ(2) analysis, we

evaluated the relationship of postoperative hyperglycemia (>180 mg/dL)

with sociodemographic characteristics, acute and chronic diagnoses,

infections, hospital length of stay (LOS), and 30-day readmission. An

adjusted multivariable logistic model was used to examine the association

of postoperative hyperglycemia with infection and LOS.

Results: Of 3586 patients in the study, 2812 (78%) had optimal

postoperative glucose control, and 774 (22%) had suboptimal glucose

control (hyperglycemia).

On average, patients with postoperative hyperglycemia experienced

 longer hospital stays (6.9 vs 5.1 days; P < .0001),

 higher Charlson Comorbidity Index scores (3.4 vs 2.5, P < .0001),

 higher rates of infection (23% vs 14%, P < .0001),

 more acute complications (ie, fluid and electrolyte disorders, acute

renal failure, postoperative respiratory complications), and

 chronic problems (ie, anemia, chronic heart disease, chronic kidney

disease, and diabetes)

than patients with optimal glucose control.

Overall 30-day readmission was 10.9% and was similar between the groups

(10.9% for both; P = .93).

Major amputations did not differ between groups (P = .21).

After adjusting for other risk factors using multivariable logistic regression,

patients with hyperglycemia have 1.3-times the odds to have an infectious

complication compared with those with optimal glucose control (odds ratio

[OR], 1.34; 95% confidence interval [CI], 1.06-1.69) and 1.7-times the

odds to have a hospital LOS >10 days (OR, 1.69; 95% CI, 1.32-2.15). As

well, patients with postoperative hyperglycemia have 8.4-times the odds of

dying in the hospital (OR, 8.40; 95% CI, 3.95-17.9).

Conclusions:
 One in five patients undergoing vascular procedures had

postoperative hyperglycemia.

 Postoperative hyperglycemia was associated with adverse events

after lower extremity vascular procedures in patients with and

without diabetes, including infection, increased hospital utilization,

and mortality.

 No difference was found with respect to hospital readmission.

 Postprocedure glucose management may represent an important

quality marker for improving outcomes after lower extremity vascular

procedures.

Copyright © 2017 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved.
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19) LIMB-AND PERSON-LEVEL RISK FACTORS FOR LOWER-LIMB AMPUTATION IN THE PROSPECTIVE SEATTLE DIABETIC FOOT STUDY.
Boyko EJ,2, Seelig AD, Ahroni JH.
Diabetes Care. 2018 Feb 8. pii: dc172210.

doi: 10.2337/dc17-2210. [Epub ahead of print]
Abstract

Objective: Diabetes is the leading cause of nontraumatic lower-limb

amputations in the U.S., but no research has prospectively examined

associations between limb-specific measurements and amputation risk among

patients without foot ulcer.

We investigated amputation risk by limb in relation to the same limb- and

person-level factors.

Research design and methods: We conducted a 22-year prospective

study among 1,461 male patients with diabetes without foot ulcer (mean age

62.4 years), with 2,893 lower limbs among subjects recruited between 1990

and 2002 from one veterans affairs General Internal Medicine Clinic. The

following information was collected: demographic, lifestyle, and diabetes

characteristics; visual acuity; kidney function (estimated glomerular filtration

rate [eGFR]); and lower-limb measurements including presence of Charcot

deformity, sensory neuropathy by 10-g monofilament, dorsal foot

transcutaneous oximetry (TcPO2) at 44°C, and ankle-brachial index (ABI).

Results: Over 25,735 limb-years, 136 amputations occurred. A multivariable

Cox model identified multiple independent risk factors: sensory neuropathy

(hazard ratio 3.09 [95% CI 2.02-4.74]), ABI ≤0.5 vs. >0.9 to <1.3 (3.98

[2.31-6.85]), ABI ≥1.3 vs. >0.9 to <1.3 (2.20 [1.18-4.09]), 1-SD decrease in

eGFR (1.18 [1.00-1.38]), poor vision (1.70 [1.05-2.73]), body weight in 21.4-

kg increments (0.78 [0.61-0.98]), and age >70 years vs. <57 years (0.13

[0.04-0.38]). Although TcPO2 was not significantly associated with amputation

overall, TcPO2 <26 mmHg significantly predicted a higher risk in the ABI ≥1.3

category.

Conclusions:
 Arterial disease and neuropathy emerged as the only limb-specific risk

factors for amputation, but these and several person-level factors may

be amenable to prevention or treatment interventions to potentially

reduce diabetic amputation risk.

© 2018 by the American Diabetes Association.
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20) GLOBAL ECONOMIC BURDEN OF DIABETES IN ADULTS: PROJECTIONS FROM 2015 TO 2030.
Bommer C, et al. 
Diabetes Care. 2018 Feb 23. pii: dc171962.

doi: 10.2337/dc17-1962. [Epub ahead of print]
Abstract

Objective: Despite the importance of diabetes for global health, the future

economic consequences of the disease remain opaque.

We forecast the full global costs of diabetes in adults through the year 2030

and predict the economic consequences of diabetes if global targets under the

Sustainable Development Goals (SDG) and World Health Organization Global

Action Plan for the Prevention and Control of Noncommunicable Diseases 2013-2020 are met.

Research design and methods: We modeled the absolute and gross

domestic product (GDP)-relative economic burden of diabetes in individuals

aged 20-79 years using epidemiological and demographic data, as well as

recent GDP forecasts for 180 countries.

We assumed three scenarios: prevalence and mortality 1) increased only with

urbanization and population aging (baseline scenario), 2) increased in line with

previous trends (past trends scenario), and 3) achieved global targets (target

scenario).

Results: The absolute global economic burden will increase from U.S. $1.3

trillion (95% CI 1.3-1.4) in 2015 to $2.2 trillion (2.2-2.3) in the baseline, $2.5

trillion (2.4-2.6) in the past trends, and $2.1 trillion (2.1-2.2) in the target

scenarios by 2030. This translates to an increase in costs as a share of global

GDP from 1.8% (1.7-1.9) in 2015 to a maximum of 2.2% (2.1-2.2).

Conclusions:
 The global costs of diabetes and its consequences are large and will

substantially increase by 2030.

 Even if countries meet international targets, the global economic burden

will not decrease.

 Policy makers need to take urgent action to prepare health and social

security systems to mitigate the effects of diabetes.

© 2018 by the American Diabetes Association.
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21) CURRENT CHALLENGES AND OPPORTUNITIES IN THE PREVENTION AND MANAGEMENT OF DIABETIC FOOT ULCERS.
Jeffcoate WJ, Vileikyte L, Boyko EJ, Armstrong DG, Boulton AJM.
Diabetes Care. 2018 Apr;41(4):645-652.

doi: 10.2337/dc17-1836.
Abstract

Diabetic foot ulcers remain a major health care problem. They are common,

result in considerable suffering, frequently recur, and are associated with high

mortality, as well as considerable health care costs.

While national and international guidance exists, the evidence base for much of

routine clinical care is thin. It follows that many aspects of the structure and

delivery of care are susceptible to the beliefs and opinion of individuals.

It is probable that this contributes to the geographic variation in outcome that

has been documented in a number of countries.

This article considers these issues in depth and emphasizes the urgent need to

improve the design and conduct of clinical trials in this field, as well as to

undertake systematic comparison of the results of routine care in different

health economies.

There is strong suggestive evidence to indicate that appropriate changes in the

relevant care pathways can result in a prompt improvement in clinical

outcomes.
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22) ONE-STOP MICROVASCULAR SCREENING SERVICE.
 An effective model for the early detection of diabetic peripheral

neuropathy and the high-risk foot.
Binns-Hall O, Selvarajah D, Sanger D, Walker J, Scott A, Tesfaye S.
Diabet Med. 2018 Apr 2.

doi: 10.1111/dme.13630. [Epub ahead of print]
Abstract

AIMS: To evaluate the feasibility of a one-stop microvascular screening service

for the early diagnosis of diabetic distal symmetrical polyneuropathy, painful

distal symmetrical polyneuropathy and the at-risk diabetic foot.

Methods: People with diabetes attending retinal screening in hospital and

community settings had their feet examined by a podiatrist. Assessment

included: Toronto Clinical Neuropathy Score evaluation; a 10-g monofilament

test; and two validated, objective and quick measures of neuropathy obtained

using the point-of-care devices 'DPN-Check', a hand-held device that measures

sural nerve conduction velocity and amplitude, and 'Sudoscan', a device that

measures sudomotor function.

The diagnostic utility of these devices was assessed against the Toronto

Clinical Neuropathy Score as the 'gold standard'.

Results: A total of 236 consecutive people attending the retinal screening

service, 18.9% of whom had never previously had their feet examined, were

evaluated. The prevalence of distal symmetrical polyneuropathy, assessed

using the Toronto Clinical Neuropathy Score, was 30.9%, and was

underestimated by 10-g monofilament test (14.4%).

The prevalence of distal symmetrical polyneuropathy using DPN-check was

51.5% (84.3% sensitivity, 68.3% specificity), 38.2% using Sudoscan foot

electrochemical skin conductance (77.4% sensitivity, 68.3% specificity), and

61.9% using abnormality in either of the results (93.2% sensitivity, 52.8%

specificity).

The results of both devices correlated with Toronto Clinical Neuropathy Score

(P<0.001). A new diagnosis of painful distal symmetrical polyneuropathy was

made in 59 participants (25%), and 56.6% had moderate- or high-risk foot.

Participants rated the service very highly.

Conclusions:
 Combined, eye, foot and renal screening is feasible, has a high uptake,

reduces clinic visits, and identifies painful distal symmetrical

polyneuropathy and the at-risk foot.

 Combined large- and small-nerve-fibre assessment using non-invasive,

quantitative and quick point-of-care devices may be an effective model

for the early diagnosis of distal symmetrical polyneuropathy.

This article is protected by copyright. All rights reserved.
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23) NEW DRESSING IMPROVES HEALING OF DIABETIC FOOT ULCERS 
Multicenter, randomized controlled, observer-blinded study of a

nitric oxide generating treatment in foot ulcers of patients with

diabetes - ProNOx1 study.
Edmonds ME, et al. 
Wound Repair Regen. 2018 Apr 4.

doi: 10.1111/wrr.12630. [Epub ahead of print]
Abstract

The aim of this multi-center, prospective, observer-blinded, parallel group,

randomized controlled trial was to assess the safety and efficacy of EDX110, a

nitric oxide generating medical device, in the treatment of diabetic foot ulcers

in a patient group reflecting "real world" clinical practice compared against

optimal standard care.

Participants were recruited from ten hospital sites in multidisciplinary foot ulcer

clinics. The ulcers were full thickness, with an area of 25-2500mm2 and either

a palpable pedal pulse or ankle brachial pressure index >0.5.

Infected ulcers were included.

Treatment lasted 12 weeks, or until healed, with a 12-week follow-up period.

Both arms were given optimal debridement, offloading and antimicrobial

treatment, the only difference being the fixed used of EDX110 as the wound

dressing in the EDX110 group.

135 participants were recruited with 148 ulcers (EDX110 - 75; Control - 73),

30% of which were clinically infected at baseline.

EDX110 achieved its primary endpoint by attaining a median Percentage Area

Reduction of 88.6% compared to 46.9% for the control group (p=0.016) at 12

weeks in the Intent to Treat population.

There was no significant difference between wound size reduction achieved by

EDX110 after 4 weeks and the wound size reduction achieved in the control

group after 12 weeks. EDX110 was well tolerated.

Thirty serious adverse events were reported (12 in the EDX110 group, of which

4 were related to the ulcer; 18 in the control group, of which 10 were related

and 1 possibly related to the ulcer), with significant reduction in serious

adverse events related to the ulcer in EDX group.

There was no significant difference in adverse events.

This study, in a real world clinical foot ulcer population, demonstrates the

ability of EDX110 to improve healing, as measured by significantly reducing

the ulcer area, compared to current best clinical practice.

This article is protected by copyright. All rights reserved.
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24) BRAIN COMPLICATIONS OF DIABETES MELLITUS: A CROSS-SECTIONAL STUDY OF AWARENESS AMONG INDIVIDUALS WITH DIABETES AND THE GENERAL POPULATION IN IRELAND.
Dolan C, et al. 
Diabet Med. 2018 Apr 13.

doi: 10.1111/dme.13639. [Epub ahead of print]
Abstract

AIMS: To identify awareness of potential brain complications of diabetes

among individuals with diabetes and the public.

Methods: For this observational, cross-sectional survey study, we recruited

consecutive adult attendees of a specialist diabetes clinic and two primary care

practices. Primary care attendees represented members of the general

population of Ireland. An interviewer-administered questionnaire was used to

gather data on respondents' awareness of brain complications of diabetes and

modifiable risk factors for dementia. Multivariable logistic regression was

undertaken to identify variables independently associated with awareness.

Results: Respondents included a total of 502 adults: 250 in the diabetes

group (37% women, mean age 63 ±14 years, 88% with Type 2 diabetes) and

252 in the general population group (51% women, mean age 47 ±17 years,

7% with Type 2 diabetes). The diabetes group had significantly greater

awareness of diabetes complications, except for depression, compared with the

general population group. In the group as a whole, respondent awareness of

dementia (35%) and memory problems (47%) as potential complications of

diabetes was poor compared with awareness of kidney (84%) and eye damage

(84%). Respondents were 1.5 times more likely to identify that individuals can

modify their risk of developing Type 2 diabetes than their risk of dementia.

Conclusions:
 This study shows that there is poor awareness of brain complications of

diabetes among individuals with diabetes and the general population in

Ireland.

 The results suggest a need for expansion of public awareness campaigns

and diabetes education programmes to promote awareness of the brain

complications of diabetes and of the modifiable risk factors for dementia,

as part of a life-course approach to dementia prevention.

This article is protected by copyright. All rights reserved.
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25) ASSOCIATION OF HEMOGLOBIN A1C AND WOUND HEALING IN DIABETIC FOOT ULCERS.
Fesseha BK, et al. 
Diabetes Care. 2018 Apr 16. pii: dc171683.

doi: 10.2337/dc17-1683. [Epub ahead of print]
Abstract

Objective: This study evaluated the association between hemoglobin A1c

(A1C) and wound outcomes in patients with diabetic foot ulcers (DFUs).

Research design and methods: We conducted a retrospective analysis

of an ongoing prospective, clinic-based study of patients with DFUs treated at

an academic institution during a 4.7-year period.

Data from 270 participants and 584 wounds were included in the analysis. Cox

proportional hazards regression was used to assess the incidence of wound

healing at any follow-up time in relation to categories of baseline A1C and the

incidence of long-term (≥90 days) wound healing in relation to tertiles of nadir

A1C change and mean A1C change from baseline, adjusted for potential

confounders.

Results: Baseline A1C was not associated with wound healing in univariate

or fully adjusted models. Compared with a nadir A1C change from baseline of

-0.29 to 0.0 (tertile 2), a nadir A1C change of 0.09 to 2.4 (tertile 3) was

positively associated with long-term wound healing in the subset of

participants with baseline A1C <7.5% (hazard ratio [HR], 2.07; 95% CI, 1.08-

4.00), but no association with wound healing was seen with the mean A1C

change from baseline in this group. Neither nadir A1C change nor mean A1C

change were associated with long-term wound healing in participants with

baseline A1C ≥7.5%.

Conclusions:
 There does not appear to be a clinically meaningful association between

baseline or prospective A1C and wound healing in patients with DFUs.

 The paradoxical finding of accelerated wound healing and increase in

A1C in participants with better baseline glycemic control requires

confirmation in further studies.

© 2018 by the American Diabetes Association.
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26) ARTIFICIAL PANCREAS TREATMENT FOR OUTPATIENTS WITH TYPE 1 DIABETES: SYSTEMATIC REVIEW AND META-ANALYSIS.
Bekiari E, et al. 
BMJ. 2018 Apr 18;361:k1310.

doi: 10.1136/bmj.k1310.
Abstract

Objective: To evaluate the efficacy and safety of artificial pancreas

treatment in non-pregnant outpatients with type 1 diabetes.

Design: Systematic review and meta-analysis of randomised controlled trials.

Data sources: Medline, Embase, Cochrane Library, and grey literature up

to 2 February 2018.

Eligibility criteria for selecting studies: Randomised controlled

trials in non-pregnant outpatients with type 1 diabetes that compared the use

of any artificial pancreas system with any type of insulin based treatment.

Primary outcome was proportion (%) of time that sensor glucose level was

within the near normoglycaemic range (3.9-10 mmol/L). Secondary outcomes

included proportion (%) of time that sensor glucose level was above 10

mmol/L or below 3.9 mmol/L, low blood glucose index overnight, mean sensor

glucose level, total daily insulin needs, and glycated haemoglobin. The

Cochrane Collaboration risk of bias tool was used to assess study quality.

Results: 40 studies (1027 participants with data for 44 comparisons) were

included in the meta-analysis. 35 comparisons assessed a single hormone

artificial pancreas system, whereas nine comparisons assessed a dual hormone

system. Only nine studies were at low risk of bias.

Proportion of time in the near normoglycaemic range (3.9-10.0 mmol/L) was

significantly higher with artificial pancreas use, both overnight (weighted mean

difference 15.15%, 95% confidence interval 12.21% to 18.09%) and over a 24

hour period (9.62%, 7.54% to 11.7%). Artificial pancreas systems had a

favourable effect on the proportion of time with sensor glucose level above 10

mmol/L (-8.52%, -11.14% to -5.9%) or below 3.9 mmol/L (-1.49%, -1.86%

to -1.11%) over 24 hours, compared with control treatment.

Robustness of findings for the primary outcome was verified in sensitivity

analyses, by including only trials at low risk of bias (11.64%, 9.1% to 14.18%)

or trials under unsupervised, normal living conditions (10.42%, 8.63% to

12.2%). Results were consistent in a subgroup analysis both for single

hormone and dual hormone artificial pancreas systems.

Conclusions:
 Artificial pancreas systems are an efficacious and safe approach for

treating outpatients with type 1 diabetes.

 The main limitations of current research evidence on artificial pancreas

systems are related to inconsistency in outcome reporting, small sample

size, and short follow-up duration of individual trials.

Published by the BMJ Publishing Group Limited.

For permission to use (where not already granted under a licence) please go to

http://group.bmj.com/group/rights-licensing/permissions
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27) GAPS IN GUIDELINES FOR THE MANAGEMENT OF DIABETES IN LOW- AND MIDDLE-INCOME VERSUS HIGH-INCOME COUNTRIES-A SYSTEMATIC REVIEW.
Review article
Owolabi MO, et al. 
Diabetes Care. 2018 May;41(5):1097-1105.

doi: 10.2337/dc17-1795.
Abstract

Objective: The extent to which diabetes (DM) practice guidelines, often

based on evidence from high-income countries (HIC), can be implemented to

improve outcomes in low- and middle-income countries (LMIC) is a critical

challenge. We carried out a systematic review to compare type 2 DM guidelines

in individual LMIC versus HIC over the past decade to identify aspects that

could be improved to facilitate implementation.

Research design and methods: Eligible guidelines were sought from

online databases and websites of diabetes associations and ministries of

health. Type 2 DM guidelines published between 2006 and 2016 with

accessible full publications were included. Each of the 54 eligible guidelines was

assessed for compliance with the Institute of Medicine (IOM) standards,

coverage of the cardiovascular quadrangle (epidemiologic surveillance,

prevention, acute care, and rehabilitation), translatability, and its target

audiences.

Results: Most LMIC guidelines were inadequate in terms of applicability,

clarity, and dissemination plan as well as socioeconomic and ethical-legal

contextualization. LMIC guidelines targeted mainly health care providers, with

only a few including patients (7%), payers (11%), and policy makers (18%) as

their target audiences. Compared with HIC guidelines, the spectrum of DM

clinical care addressed by LMIC guidelines was narrow. Most guidelines from

the LMIC complied with less than half of the IOM standards, with 12% of the

LMIC guidelines satisfying at least four IOM criteria as opposed to 60% of the

HIC guidelines (P < 0.001).

Conclusions:
 A new approach to the contextualization, content development, and

delivery of low- and middle-income countries (LMIC) guidelines is

needed to improve outcomes.

© 2018 by the American Diabetes Association.
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28) THREE-WEEK TOPICAL TREATMENT WITH PLACENTA-DERIVED MESENCHYMA L STEM CELLS HYDROGEL IN A PATIENT WITH DIABETIC FOOT ULCER: A CASE REPORT.
Zeng X, et al. 
Medicine (Baltimore ) . 2017 Dec;96(51):e9212.

doi: 10.1097/MD.0000000000009212.
Abstract

Rationale:
Diabetic foot ulcer (DFU) is a chronic complication of diabetes characterized by

continuity, repeatability, and nonhealing.

In recent years, mesenchymal stem cells hydrogel complex has been a

new emerging technique in the treatment of DFU.

The placenta-derived mesenchymal stem cells (PDMSCs) hydrogel is

multipotent, and can secrete growth factors, cytokines, and

immunomodulatory substances which could accelerate wound healing.

Patient concerns:
In this case report, we present a 57-year-old female with type 2 diabetes

mellitus and a 20-day DFU.A wound bed located at the dorsalis pedis of the

right foot, and conventional therapies had no effect on the foot.

Diagnoses:
The patient was confirmed a diagnosis of type 2 DM with diabetic foot (Wagner

classification III).

Interventions:
To assess the efficacy and safety of PDMSCs hydrogel in wound repair and to

improve the rate of wound healing, we administered PDMSCs hydrogel (cell

number: 1 × 10/cells/cm) topically into the wound with the patient's

permission.

Outcomes:
The patient's foot ulcer was almost healed, and foot function in walking was

well preserved. No complications were observed. No recurrence occurred in the subsequent 6 months.

Lessons:
 To the best of our knowledge, this is the first patient globally to receive

PDMSCs hydrogel to treat DFU.

 The present case study suggests that PDMSCs hydrogel may provide a

new approach to DFU treatment.
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29) BARRIERS TO FOOT CARE IN PATIENTS WITH DIABETES AS IDENTIFIED BY HEALTHCARE PROFESSIONALS.
Pankhurst CJW, Edmonds ME.
Diabet Med. 2018 Apr 26.

doi: 10.1111/dme.13653. [Epub ahead of print]
Abstract

AIMS: To seek the views of healthcare professionals as to the barriers to foot

care that they perceive as having an impact on clinical outcomes and

contributing to the number of amputations.

Methods: The study involved healthcare professionals from the UK attending

our 2015 and 2016 Masterclass diabetic foot conferences. Admission to these

conferences was open to all members of the multidisciplinary spectrum who

provide care of people with diabetes and foot problems. Attendees were asked

to write down concerns that they considered to constitute barriers to foot care

for people with diabetes.

Results: A total of 425 responses were received (90.8% of the total

attendance at the 2015/2016 conferences). Analysis of the responses produced

eight key subject areas in which barriers to care were identified: patient

referrals, communication between disciplines, access to specialist services,

patient care, funding, organization of care, education and infection. Within

these key areas, respondents reported poor recognition and diagnosis of foot

problems, lack of awareness of the need for referral both by the person with

diabetes and healthcare professionals, difficulties in the referral pathway, lack

of access to multidisciplinary care, shortage of resources and lack of education

of both people with diabetes and healthcare professionals. The respondents

identified these barriers as contributing to delay in people with diabetes

receiving specialist help. Such a delay can lead to amputation.

Conclusions:
 The crucial barrier to diabetic foot care is delay in accessing specialist care.

 Until this is addressed, care will be less than optimum and amputations

will continue.
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30) HEALTH CARE SPENDING ON DIABETES IN THE U.S., 1996-2013.
Squires E, et al. 
Diabetes Care. 2018 May 10. pii: dc171376. 

doi: 10.2337/dc17-1376. [Epub ahead of print]
Abstract

Objective: Health care spending on diabetes in the U.S. has increased

dramatically over the past several decades. This research describes health care

spending on diabetes to quantify how that spending has changed from 1996 to

2013 and to determine what drivers are increasing spending.

Research design and methods: Spending estimates were extracted

from the Institute for Health Metrics and Evaluation's Disease Expenditure

2013 database. Estimates were produced for each year from 1996 to 2013 for

each of 38 age and sex groups and six types of care. Data on disease burden

were extracted from the Global Burden of Disease 2016 study. We analyzed

the drivers of spending by measuring the impact of population growth and

aging and changes in diabetes prevalence, service utilization, and spending per

encounter.

Results: Spending on diabetes in the U.S. increased from $37 billion (95%

uncertainty interval $32-$42 billion) in 1996 to $101 billion ($97-$107 billion)

in 2013. The greatest amount of health care spending on diabetes in 2013

occurred in prescribed retail pharmaceuticals (57.6% [53.8-62.1%] of

spending growth) followed by ambulatory care (23.5% [21.7-25.7%]).

Between 1996 and 2013, pharmaceutical spending increased by 327.0%

(222.9-456.6%). This increase can be attributed to changes in demography,

increased disease prevalence, increased service utilization, and, especially,

increases in spending per encounter, which increased pharmaceutical spending

by 144.0% (87.3-197.3%) between 1996 and 2013.

Conclusions:
 Health care spending on diabetes in the U.S. has increased, and

spending per encounter has been the biggest driver.

 This information can help policymakers who are attempting to control

future spending on diabetes.

© 2018 by the American Diabetes Association.

PMID 29748431 [ - as supplied by publisher]
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31) DIABETES AND ISCHAEMIC STROKE OUTCOME.
MacDougal E L, Herman WH, Wing J J , Morgenstern LB, Lisabeth LD.
Diabet Med. 2018 May 9. doi: 10.1111/dme.13665. [Epub ahead of print]

Abstract

AIM: To compare all-cause mortality, stroke recurrence and functional

outcomes in people who have experienced stroke, with and without diabetes.

Methods: We captured data on population-based ischaemic strokes (2006-

2012) in Nueces County, Texas. Data were collected from participant

interviews and medical records. Differences in cumulative mortality and stroke

recurrence risk by diabetes status were estimated at 30 days and 1 year using

Cox models. Differences in 90-day functional outcomes (activities of daily

living/instrumental activities of daily living score: range 1-4; higher scores

worse) by diabetes status were assessed using Tobit regression. Effect

modification by ethnicity was examined.

Results: There were 1301 ischaemic strokes, 46% with history of known

diabetes. The median (interquartile range) age was 70 (58-81) years and 61%

were Mexican American. People with diabetes were younger and more likely to

be Mexican American compared with those without diabetes. After adjustment,

diabetes predicted mortality (30-day hazard ratio 1.44, 95% CI 0.97-2.12; 1-

year hazard ratio 1.47, 95% CI 1.09-1.97) but not stroke recurrence (1-year

hazard ratio 1.27, 95% CI 0.78-2.07). People with diabetes had a worse

functional outcome score that was explained by cardiovascular risk factors and

pre-stroke factors. Diabetes was not associated with functional outcome in the

fully adjusted model (final adjusted activities of daily living/instrumental

activities of daily living score difference 0.11, 95% CI -0.07 to 0.30). Effect

modification by ethnicity was not significant (P>0.3 for all models).

Conclusions:
 Diabetes was associated with higher mortality and worse functional

outcome but not stroke recurrence.

 Interventions are needed to decrease the adverse outcomes associated

with diabetes, particularly in Mexican-American people.

This article is protected by copyright. All rights reserved.
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32) THE EFFECT OF TELEMEDICINE FOLLOW-UP CARE ON DIABETES-RELATED FOOT ULCERS: A CLUSTER-RANDOMIZED CONTROLLED NONINFERIORITY TRIAL. 
Smith-Strøm H, et al. 
Diabetes Care. 2018 Jan;41(1):96-103.

doi: 10.2337/dc17-1025. Epub 2017 Nov 29. 
Abstract 
Objective: 
To evaluate whether telemedicine (TM) follow-up of patients with diabetes-related foot ulcers (DFUs) in primary health care in collaboration with specialist health care was noninferior to standard outpatient care (SOC) for ulcer healing time. 

Further, we sought to evaluate whether the proportion of amputations, deaths, number of consultations per month, and patient satisfaction differed between the two groups. 

Research design and methods: 
Patients with DFUs were recruited from three clinical sites in western Norway (2012-2016). The cluster-randomized controlled noninferiority trial included 182 adults (94/88 in the TM/SOC groups) in 42 municipalities/districts. The intervention group received TM follow-up care in the community; the control group received SOC. The primary end point was healing time. Secondary end points were amputation, death, number of consultations per month, and patient satisfaction. 

Results:
Using mixed-effects regression analysis, we found that TM was noninferior to SOC regarding healing time (mean difference -0.43 months, 95% CI -1.50, 0.65). When competing risk from death and amputation were taken into account, there was no significant difference in healing time between the groups (subhazard ratio 1.16, 95% CI 0.85, 1.59). 

The TM group had a significantly lower proportion of amputations (mean difference -8.3%, 95% CI -16.3%, -0.5%), and there were no significant differences in the proportion of deaths, number of consultations, or patient satisfaction between groups, although the direction of the effect estimates for these clinical outcomes favored the TM group. 

Conclusions: 
 The results suggest that use of TM technology can be a relevant alternative and supplement to usual care, at least for patients with more superficial ulcers. 

TRIAL REGISTRATION: 
ClinicalTrials.gov NCT01710774. 

© 2017 by the American Diabetes Association. 
PMID: 29187423 

DOI: 10.2337/dc17-1025 [Indexed for MEDLINE] 
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33) THE SOCIETY FOR VASCULAR SURGERY WOUND, ISCHEMIA, AND FOOT INFECTION (WIFI) CLASSIFICATION SYSTEM CORRELATES WITH COST OF CARE FOR DIABETIC FOOT ULCERS TREATED IN A MULTIDISCIPLINARY SETTING. 
Hicks CW, et al. 
J Vasc Surg. 2018 May;67(5):1455-1462. 

doi: 10.1016/j.jvs.2017.08.090. Epub 2017 Dec 13. 
Abstract 
Objective: We have previously demonstrated that the Society for Vascular Surgery Wound, Ischemia, and foot Infection (WIfI) classification correlates with wound healing time in patients with diabetic foot ulcers (DFUs) treated in a multidisciplinary setting. 

Our aim was to assess whether the charges and costs associated with DFU care increase with higher WIfI stages.

Methods: All patients presenting to our multidisciplinary diabetic limb preservation service from June 2012 to June 2016 were enrolled in a prospective database. Inpatient and outpatient charges, costs, and total revenue from initial visit until complete wound healing were compared for wounds stratified by WIfI classification. 

Results: A total of 319 wound episodes in 248 patients were captured, including 31% WIfI stage 1, 16% stage 2, 30% stage 3, and 24% stage 4 wounds. Limb salvage at 1 year was 95% ± 2%, and wound healing was achieved in 85% ± 2%. The mean number of overall inpatient admissions (stage 1, 2.07 ± 0.48 vs stage 4, 3.40 ± 0.27; P < .001), procedure-related admissions (stage 1, 1.86 ± 0.45 vs stage 4, 2.28 ± 0.24; P < .001), and inpatient vascular interventions (stage 1, 0.14 ± 0.10 vs stage 4, 0.80 ± 0.12; P < .001) increased significantly with increasing WIfI stage. There were no significant differences in mean number of inpatient podiatric interventions or outpatient procedures between groups (P ≥ .10). The total cost of care per wound episode increased progressively from stage 1 ($3995 ± $1047) to stage 4 ($50,546 ± $4887) wounds (P < .001). Inpatient costs were significantly higher for advanced stage wounds (stage 1, $21,296 ± $4445 vs stage 4, $54,513 ± $5001; P < .001), whereas outpatient procedure costs were not significantly different between groups (P = .72). Overall, hospital total revenue increased with increasing WIfI stage (stage 1, $4182 ± $1185 vs stage 4, $55,790 ± $5540; P < .002). 

Conclusions: 
 Increasing WIfI stage is associated with a prolonged wound healing time, a higher number of surgical procedures, and an increased cost of care. 

 While limb salvage outcomes are excellent, the overall cost of DFU care from presentation to healing is substantial, especially for patients with advanced (WIfI stage 3/4) disease treated in a multidisciplinary setting. 

Copyright © 2017 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved. 
PMID 29248237 [Indexed for MEDLINE] 

Full text at journal site 

https://www.ncbi.nlm.nih.gov/m/pubmed/29248237/ 

34) SEX-SPECIFIC RELEVANCE OF DIABETES TO OCCLUSIVE VASCULAR AND OTHER MORTALITY 
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Prospective Studies Collaboration and Asia Pacific Cohort Studies Collaboration† 

† Writing committee and collaboration members listed at the end of the paper 
Published: 08 May 2018 
Open Access 
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Open access funded by Medical Research Council 
Summary 
Background 
Several studies have shown that diabetes confers a higher relative risk of vascular mortality among women than among men, but whether this increased relative risk in women exists across age groups and within defined levels of other risk factors is uncertain. 

We aimed to determine whether differences in established risk factors, such as blood pressure, BMI, smoking, and cholesterol, explain the higher relative risks of vascular mortality among women than among men. 

Methods 
In our meta-analysis, we obtained individual participant-level data from studies included in the Prospective Studies Collaboration and the Asia Pacific Cohort Studies Collaboration that had obtained baseline information on age, sex, diabetes, total cholesterol, blood pressure, tobacco use, height, and weight. Data on causes of death were obtained from medical death certificates. We used Cox regression models to assess the relevance of diabetes (any type) to occlusive vascular mortality (ischaemic heart disease, ischaemic stroke, or other atherosclerotic deaths) by age, sex, and other major vascular risk factors, and to assess whether the associations of blood pressure, total cholesterol, and body-mass index (BMI) to occlusive vascular mortality are modified by diabetes. 

Results 
Individual participant-level data were analysed from 980 793 adults. During 9·8 million person-years of follow-up, among participants aged between 35 and 89 years, 19 686 (25·6%) of 76 965 deaths were attributed to occlusive vascular disease. 

After controlling for major vascular risk factors, diabetes roughly doubled occlusive vascular mortality risk among men (death rate ratio [RR] 2·10, 95% CI 1·97–2·24) and tripled risk among women (3·00, 2·71–3·33; χ2 test for heterogeneity p<0·0001). For both sexes combined, the occlusive vascular death RRs were higher in younger individuals (aged 35–59 years: 2·60, 2·30–2·94) than in older individuals (aged 70–89 years: 2·01, 1·85–2·19; p=0·0001 for trend across age groups), and, across age groups, the death RRs were higher among women than among men. 

Therefore, women aged 35–59 years had the highest death RR across all age and sex groups (5·55, 4·15–7·44). However, since underlying confounder-adjusted occlusive vascular mortality rates at any age were higher in men than in women, the adjusted absolute excess occlusive vascular mortality associated with diabetes was similar for men and women. At ages 35–59 years, the excess absolute risk was 0·05% (95% CI 0·03–0·07) per year in women compared with 0·08% (0·05–0·10) per year in men; the corresponding excess at ages 70–89 years was 1·08% (0·84–1·32) per year in women and 0·91% (0·77–1·05) per year in men. Total cholesterol, blood pressure, and BMI each showed continuous log-linear associations with occlusive vascular mortality that were similar among individuals with and without diabetes across both sexes. 

Interpretation 
 Independent of other major vascular risk factors, diabetes substantially increased vascular risk in both men and women. Lifestyle changes to reduce smoking and obesity and use of cost-effective drugs that target major vascular risks (eg, statins and antihypertensive drugs) are important in both men and women with diabetes. 

 But might not reduce the relative excess risk of occlusive vascular disease in women with diabetes, WHICH REMAINS UNEXPLAINED. 

https://www.thelancet.com/journals/landia/article/PIIS2213-8587(18)30079-2/fulltext?dgcid=raven_jbs_etoc_email

35) CIRUGÍA REVASCULARIZADORA Y USO DEL HEBERPROT-P EN  EL TRATAMIENTO DEL PIE DIABÉTICO ISQUÉMICO .
REVASCULARIZATION SURGERY AND USE OF HEBERPROT-P IN THE TREATMENT OF ISCHEMIC DIABETIC FOOT 

Valdés Pérez C, Savigne W, Clavijo Rodríguez T, Aldama A.
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Resumen 
Introducción: El pie diabético es una complicación de la diabetes y constituye una de las principales causas de dis​capacidad, con importante repercusión a nivel psicológico y social. Objetivo: Describir el comportamiento de las amputaciones mayores en pacientes con pie diabético isquémico después de la cirugía revascularizadora y uso del Heberprot-p. Método: Estudio retrospectivo, longitudinal en pacientes ingresados con pie diabéticos isquémicos en el periodo de 2013-2017 en el INACV. Se tuvo en cuenta las siguientes variables: edad, sexo, tiempo de evolución de la diabetes, la clasificación de Wagner, índice tobillo brazo, técnica revascularizadora, aplicación de Heberprot/p y comportamiento de las amputaciones mayores. Resultados: Fueron estudiados 169 pacientes, la edad promedio fue mayores de 60 años (76%) ; 91 (53 %) eran hombre, 78 (46%) mujeres, sometidos a revascularización de la extremidad 126 (74%), con técnicas endovasculares 14 (11 %) y 112 (88 %) por cirugía convencional ; 75 categorizaron en el grado 3 de la clasificación Wagner (59 %) y 51 (40 %) en el 4 de wagner; 52 (30%) de los pacientes necesitó amputación, 14 (32%) no revascularizados sufrieron una amputación de su extremidad y de los 126 revascularizados 19 (15%) se le realizo una amputación y de estos 8 (10%) se asoció aHeberprot-p y 11 (22%) sin heberprot-p. Conclusión: La aplicación del heber​prot-p es un complemento de la cirugía revascularizadora en pacientes con pie diabético isquémico logrando acortar en ocasiones el tiempo de granulación o cicatrización de las lesiones disminuyendo el porciento amputaciones mayores.

Abstract 
Introduction: Diabetic foot is a complication of diabetes and is one of the main causes of disability, with significant impact at the psychological and social level. Objective: To describe the behavior of major amputations in patients with ischemic diabetic foot after revascularization surgery and the use of Heberprot- p. 
Method: Retrospective, longitudinal study in patients admitted with ischemic diabetic foot in the period of 2013-2017 in the INACV. The following variables were taken into account: age, sex, time of evolution of diabetes, Wagner classification, arm ankle index, revascularization technique, application of Heberprot / p and behavior of major amputations. Results: 169 patients were studied, the average age was over 60 years (76%); 91 (53%) were men, 78 (46%) women, underwent revascularization of the limb 126 (74%), with endovascular techniques 14 (11%) and 112 (88%) by conventional surgery; 75 categorized in grade 3 of the Wagner classification (59%) and 51 (40%) in the 4 of wagner, 52 (30%) of the patients needed amputation, 14 (32%) not revascularized underwent an amputation of their limb and of the 126 revascularized 19 (15%) an amputation was performed and of these 8 (10%) was associated with Heberprot-p and 11 (22%) without heberprot-p. Conclusion: The application of heberprot-p is a complement to revascularization surgery in patients with ischemic diabetic foot, sometimes shortening the time of granulation or healing of the lesions, decreasing the percentage of major amputations.
Conclusiones 
La aplicación del heberprot-p es un complemento de la cirugía revascularizadora en pacientes con pie diabético isquémico logrando acortar en ocasiones el tiempo de granu​lación o cicatrización de las lesiones disminuyendo el porciento amputaciones mayores.

36) NEW HORIZONS IN DIABETIC NEUROPATHY: MECHANISMS, BIOENERGETICS, AND PAIN
Eva L. Feldman, MD, PhD, David L.H. Bennett, MB, PhD, Klaus-Armin Nave, PhD, and Troels S. Jensen, MD, DMSc
Published in final edited form as:

Neuron. 2017 March 22; 93(6): 1296–1313. doi:10.1016/j.neuron.2017.02.005.
Abstract

Pre-diabetes and diabetes are a global epidemic, and the associated neuropathic complications create a substantial burden on both the afflicted patients and society as a whole. Given the enormity of the problem and the lack of effective therapies, there is a pressing need to understand the mechanisms underlying diabetic neuropathy (DN). In this review, we present the structural

components of the peripheral nervous system that underlie its susceptibility to metabolic insults and then discuss the pathways that contribute to peripheral nerve injury in DN. We also discuss systems biology insights gleaned from the recent advances in biotechnology and bioinformatics, emerging ideas centered on the axon-Schwann cell relationship and associated bioenergetic crosstalk, and the rapid expansion in our knowledge of the mechanisms contributing to neuropathic pain in diabetes. These recent advances in our understanding of DN pathogenesis are paving the way for critical mechanism-based therapy development.

Conclusions

In summary, DN research has gone through an evolution from studies aimed at specific dysregulated pathways, such as aldose reductase, protein kinase C, and AGEs, to a new era of DN research focused on understanding global whole nerve metabolism, insulin sensitivity and resistance, nutrient overload, and the axoglial sharing of energy in diabetes. The vulnerability of the axon to diabetes-mediated injury is a recent area of interest among DN researchers, with an increased understanding of the pivotal role of axonal mitochondria in normal axonal function and disease states. How specific ion channels determine not only pain states but may also be modifying disease in DN has fostered an emerging series of therapeutic interventions targeting specific ion channels in the treatment of painful DN. In parallel, advances in understanding the roles of both the CNS and PNS in the pathogenesis of pain in DN are occurring at a rapid pace, implying new cross-talk among the different components of the nervous system. While there is still much to discover, the recent advances

in DN research are bringing new ideas to the field, which will likely result in much needed mechanism based treatments.

37) NON‐INSULIN TREATMENTS FOR TYPE 1 DIABETES: CRITICAL APPRAISAL OF THE AVAILABLE EVIDENCE AND INSIGHT INTO FUTURE DIRECTIONS
L. A. Wright
University of Washington Medical Center/Roosevelt, Seattle, WA, USA

First published: 22 February 2019

https://doi.org/10.1111/dme.13941
Abstract

Intensive insulin therapy is the mainstay of treatment for people with Type 1

diabetes, but hypoglycaemia and weight gain are often limiting factors in

achieving glycaemic targets and decreasing the risk of diabetes‐related

complications.

The inclusion of pharmacological agents used traditionally in Type 2 diabetes

as adjuncts to insulin therapy in Type 1 diabetes has been explored, with the

goal of mitigating such drawbacks.

Pramlintide and metformin result in modest HbA1c and weight reductions,

but their use is limited by poor tolerability and, in the case of pramlintide, by

frequency of injections and cost.

The addition of glucagon‐like peptide‐1 receptor agonists to insulin

results in improved glycaemic control, reduced insulin doses and weight loss,

but this is at the expense of higher rates of hypoglycaemia and

hyperglycaemia with ketosis.

Sodium‐glucose co‐transporter‐2 and dual sodium‐glucose cotransporter‐
2 and ‐1 inhibitors also improve glucose control, but with

reductions in weight and insulin requirements potentiating the risk of acidosisrelated

events and hypoglycaemia.

The high proportion of people with Type 1 diabetes not achieving glycaemic

targets, the negative clinical impact of intensive insulin therapy and the rise in

obesity and cardiovascular disease and mortality, underline the need for

individualized clinical care.

The evaluation of new therapies, effective in Type 2 diabetes, as

adjuncts to insulin therapy represents a promising strategy, particularly given

the beneficial effects on cardiovascular and renal outcomes in people with Type

2 diabetes with or at high risk of complications that are also observed in

patients with Type 1 diabetes.

As the population with Type 1 diabetes ages, our mission is to evolve and

provide better tools and improved therapies to excel, not only in glycaemic

control but also in risk reduction and reduction of complications.

This article is protected by copyright. All rights reserved.
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38) GLUTEN INTAKE AND RISK OF ISLET AUTOIMMUNITY AND PROGRESSION TO TYPE 1 DIABETES IN CHILDREN AT INCREASED RISK OF THE DISEASE: THE DIABETES AUTOIMMUNITY STUDY IN THE YOUNG (DAISY).
Lund-Blix NA, et al. 
Diabetes Care. 2019 Feb 22. pii: dc182315.

doi: 10.2337/dc18-2315. [Epub ahead of print]
Abstract

Objective: To study the association of gluten intake with development of

islet autoimmunity and progression to type 1 diabetes.

Research design and methods: The Diabetes Autoimmunity Study in

the Young (DAISY) follows children with an increased risk of type 1 diabetes.

Blood samples were collected at 9, 15, and 24 months of age, and annually

thereafter. Islet autoimmunity was defined by the appearance of at least one

autoantibody against insulin, IA2, GAD, or ZnT8 (zinc transporter 8) in at least

two consecutive blood samples. Using food frequency questionnaires, we

estimated the gluten intake (in grams per day) annually from 1 year of age.

Cox regression modeling early gluten intake, and joint modeling of the

cumulative gluten intake during follow-up, were used to estimate hazard ratios

adjusted for confounders (aHR).

Results: By August 2017, 1,916 subjects were included (median age at end

of follow-up 13.5 years), islet autoimmunity had developed in 178 participants,

and 56 of these progressed to type 1 diabetes.

We found no association between islet autoimmunity and gluten intake at 1-2

years of age or during follow-up (aHR per 4 g/day increase in gluten intake

1.00; 95% CI 0.85-1.17; and 1.01; 0.99-1.02, respectively).

We found similar null results for progression from islet autoimmunity to type 1

diabetes.

Introduction of gluten at <4 months of age was associated with an increased

risk of progressing from islet autoimmunity to type 1 diabetes compared with

introduction at 4-5.9 months (aHR 8.69; 95% CI 1.69-44.8).

Conclusions:
 Our findings indicate no strong rationale to reduce the amount of gluten

in high-risk children to prevent development of type 1 diabetes.

© 2019 by the American Diabetes Association.

PMID 30796108 [ - as supplied by publisher]
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39) CERAMIDES AND DIABETES MELLITUS: AN UPDATE ON THE POTENTIAL MOLECULAR RELATIONSHIPS.
Review article
Yaribeygi H, Bo S, Ruscica M, Sahebkar A
Diabet Med. 2019 Feb 25.

doi: 10.1111/dme.13943. [Epub ahead of print]

Abstract

Recent evidence suggests that ceramides can play an important

pathophysiological role in the development of diabetes.

Ceramides are primarily recognized as lipid bilayer building blocks, but recent

work has shown that these endogenous molecules are important intracellular

signalling mediators and may exert some diabetogenic effects via

molecular pathways involved in

 insulin resistance,

 β-cell apoptosis and

 Inflammation.

In the present review, we consider the available evidence on the possible roles

of ceramides in diabetes mellitus and introduce eight different molecular

mechanisms mediating the diabetogenic action of ceramides, categorized into

those predominantly related to insulin resistance vs those mainly implicated in

β-cell dysfunction.

Specifically, the mechanistic evidence involves

 β-cell apoptosis,

 pancreatic inflammation,

 mitochondrial stress,

 endoplasmic reticulum stress,

 adipokine release,

 insulin receptor substrate 1 phosphorylation,

 oxidative stress and

 Insulin synthesis.

Collectively, the evidence suggests that therapeutic agents aimed at

reducing ceramide synthesis and lowering circulating levels may be

beneficial in the prevention and/or treatment of diabetes and its

related complications.

This article is protected by copyright. All rights reserved.
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40) MEDIATION OF THE EFFECT OF GLYCEMIA ON THE RISK OF CVD OUTCOMES IN TYPE 1 DIABETES: THE DCCT/EDIC STUDY.
Bebu I, et al. Diabetes Care. 2019.
Diabetes Care. 2019 Mar 20. pii: dc181613.

doi: 10.2337/dc18-1613. [Epub ahead of print]
Abstract

Objective: The Diabetes Control and Complications Trial

(DCCT)/Epidemiology of Diabetes Interventions and Complications (EDIC)

study has demonstrated the major role of hyperglycemia as a risk factor for

clinical cardiovascular outcomes in type 1 diabetes (T1D). We assessed

whether and to what extent the effect of glycemia is mediated by other

established cardiovascular disease (CVD) risk factors.

RESEARCH DESIGN AND METHODS: In the DCCT, 1,441 participants were

randomized to receive either intensive or conventional diabetes therapy. The

EDIC observational follow-up study enrolled 96% of the surviving DCCT cohort

with 94% of the survivors still actively participating after more than 27 years

of follow-up. Mediation of the effect of glycemia, as captured by HbA1c, on the

subsequent CVD risk was quantified using the relative change in the CVD risk

associated with HbA1c between models without and with the potential

mediator.

Results: Adjusted for age, only a few factors (e.g., pulse, triglycerides,

albumin excretion rate) explained more than 10% of the effect of glycemia on

CVD risk when considered individually. In multivariable models, these

traditional risk factors together mediated up to ∼50% of the effect of glycemia

on the risk of CVD. However, the association between HbA1c and the risk of

CVD remained highly significant even after adjustment for these risk factors.

Conclusions:
 While HbA1c is associated with many traditional CVD risk factors, its

association with these factors alone cannot explain its effects on risk of

CVD.

 Consequently, aggressive management of traditional nonglycemic CVD

risk factors, coupled with aggressive glycemic management, is indicated

for individuals with type 1 diabetes.

© 2019 by the American Diabetes Association.

PMID 30894365 [ - as supplied by publisher]

Full text at journal site

41) DIABETES DIAGNOSIS AND CONTROL: MISSED OPPORTUNITIES TO IMPROVE HEALTH: THE 2018 KELLY WEST AWARD LECTURE.
Cowie CC.
Diabetes Care. 2019 Jun;42(6):994-1004.

doi: 10.2337/dci18-0047.
Abstract

Diabetes is a prevalent condition in the U.S. and worldwide, with expanding

impact over time as it affects progressively younger ages as well as older ages

as people live longer.

Costs of diabetes to those affected and to society as a whole continue to

increase.

Costs are realized through daily treatment regimens throughout life to control

glycemia and other risk factors for complications as diabetes progresses,

diabetes complications and disability and their treatments, health care visits

and hospitalization, and as indirect costs via lower quality of life and lost

productivity.

Diagnosing diabetes is key to affording the opportunity to treat diabetes, and

diabetes control is key to reducing the risk of complications. Yet the magnitude

of undiagnosed diabetes and poor control of diabetes is large.

And just as certain subgroups of the population are affected disproportionately

by diabetes and diabetes complications, so are they affected disproportionately

by undiagnosed diabetes and poor control.

This review addresses the epidemiology of undiagnosed diabetes and diabetes

control, largely covering their magnitude, demographic variation, trends over

time, and predictors.

For diabetes control, it focuses on control of A1C, blood pressure, and lipid

levels, although there are many other facets of diabetes control and preventive

care that also could be examined.

The review is based predominantly on data from the National Health and

Nutrition Examination Survey (NHANES), a U.S. health survey that includes

both an interview and examination component that has been conducted

continuously since 1999 and episodically for decades earlier.

The interview elicits self-reported health responses pertaining to diabetes and

other medical conditions and an examination that measures glycemic

indicators, blood pressure, and lipids, which provide much of the material

presented herein.

Data from other studies are also presented and described.

© 2019 by the American Diabetes Association.
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42) PHARMACOLOGICAL TREATMENT FOR TYPE 2 DIABETES INTEGRATING FINDINGS FROM CARDIOVASCULAR OUTCOME TRIALS: AN EXPERT CONSENSUS IN THE UK.
Review article
Bain SC, Bakhai A, Evans M, Green A, Menown I, Strain WD.
Diabet Med. 2019 Jun 29.

doi: 10.1111/dme.14058. [Epub ahead of print]
Abstract

In people with Type 2 diabetes, cardiovascular disease is a leading

cause of morbidity and mortality. Thus, as well as controlling glucose,

reducing the risk of cardiovascular events is a key goal. The results of

cardiovascular outcome trials have led to updates for many national and

international guidelines. England, Wales and Northern Ireland remain

exceptions, with the most recent update to the National Institute for Health

and Care Excellence (NICE) guidelines published in 2015.

We reviewed current national and international guidelines and

recommendations on the management of people with Type 2 diabetes.

This article shares our consensus on clinical recommendations for the use of

sodium-glucose co-transporter 2 inhibitors (SGLT-2i) and glucagon-like

peptide 1 receptor agonists (GLP-1RA) in people with Type 2 diabetes and

established or at very high risk of cardiovascular disease in the UK.

We also consider cost-effectiveness for these therapies.

We recommend considering each person's cardiovascular risk and using

diabetes therapies with proven cardiovascular benefits when appropriate to

improve long-term outcomes and cost-effectiveness.

This article is protected by copyright. All rights reserved.

PMID 31254356 [ - as supplied by publisher]

Full text at journal site

https://www.ncbi.nlm.nih.gov/m/pubmed/31254356/

43) TRENDS IN RATES OF INFECTIONS REQUIRING HOSPITALIZATION AMONG ADULTS WITH VERSUS WITHOUT DIABETES IN THE U.S., 2000-2015.
Harding JL, Benoit SR, Gregg EW, Pavkov ME, Perreault L.
Diabetes Care. 2019 Oct 15. pii: dc190653.

doi: 10.2337/dc19-0653. [Epub ahead of print]
Abstract

Objective: Vascular complications of diabetes have declined substantially

over the past 20 years. However, the impact of modern medical treatments on

infectious diseases in people with diabetes remains unknown.

Research design and methods: We estimated rates of infections

requiring hospitalizations in adults (≥18 years) with versus without diabetes,

using the 2000-2015 National Inpatient Sample and the National Health

Interview Surveys. Annual age-standardized and age-specific hospitalization

rates in groups with and without diabetes were stratified by infection type.

Trends were assessed using Joinpoint regression with the annual percentage

change (Δ%/year) reported.

Results: In 2015, hospitalization rates remained almost four times as high in

adults with versus without diabetes (rate ratio 3.8 [95% CI 3.8-3.8]) and as

much as 15.7 times as high, depending on infection type. Overall, between

2000 and 2015, rates of hospitalizations increased from 63.1 to 68.7 per 1,000

persons in adults with diabetes and from 15.5 to 16.3 in adults without

diabetes. However, from 2008, rates declined 7.9% in adults without diabetes

(from 17.7 to 16.3 per 1,000 persons; Δ%/year -1.5, P < 0.01), while no

significant decline was noted in adults with diabetes.

The lack of decline in adults with diabetes in the later period was

driven by significant increases in rates of foot infections and cellulitis

as well as by lack of decline for pneumonia and postoperative wound

infections in young adults with diabetes.

Conclusions:
 Findings from this study highlight the need for greater infectious risk

mitigation in adults with diabetes, especially young adults with diabetes.

© 2019 by the American Diabetes Association.

PMID 31615853 [ - as supplied by publisher]

Full text at journal site
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44) DRUG-COATED BALLOON ANGIOPLASTY FOR THE MANAGEMENT OF RECURRING INFRAPOPLITEAL DISEASE IN DIABETIC PATIENTS WITH CRITICAL LIMB ISCHEMIA (CLI).
Palena LM, et al 

Cardiovasc Revasc Med. 2018 Jan - Feb;19(1 Pt B):83-87.

doi: 10.1016/j.carrev.2017.06.006. Epub 2017 Jun 20.
Abstract

Objective:
To describe the 1-year outcomes of recurring infrapopliteal disease after

endovascular revascularization with the Lutonix drug-coated balloons (LDCB) in

diabetic patients with critical limb ischemia (CLI), and to benchmark our

findings with previously published objective performance goals (OPG)

addressing safety and efficacy of new catheter-based therapies for CLI.

Methods:
The present study was a retrospective, single-center, and single-arm trial of

symptomatic diabetic patients with CLI, who underwent LDCB-angioplasty for

recurring infrapopliteal disease.

Acute procedural and technical success were recorded. TcPO2 metrics

variations at baseline and follow up were analyzed. Freedom from clinically

driven target lesion revascularization (CD-TLR) was calculated using Kaplan-

Meier analysis, and outcomes compared with previously published OPG for

infrapopliteal interventions.

Results:
21 patients (15 men; mean age 66,6 ± 11,2 years) were followed-up for 356.5

± 159.2 days and 90.47% had 12-months follow up data available for analysis.

TcPO2 increased (14.3±11.6mmHg to 53.8±11.7mmHg; p<0.05).

Limb salvage rate was 100%, and 90.4% of patients achieved the combined

endpoint of reduction in ulcer size/depth or complete healing.

Lutonix drug-coated balloons (LDCB) had superior efficacy (MALE + postoperative

death, amputation free survival, freedom from re-intervention, limb

salvage and survival rates), while attaining superior or equivalent safety (Major

Adverse Limb Events, major adverse cardiovascular events and Amputation)

endpoints for the overall, modified clinical and anatomical high-risk groups.

Conclusions:
 Lutonix drug-coated balloons (LDCB) is safe and effective for recurring

infrapopliteal disease.

 It outperforms the objective performance goals (OPG) for critical limb

ischemia (CLI) patients with clinical and anatomical high-risk features.

Critical limb ischemia; Drug-coated balloon; Infrapopliteal arterial disease;

Restenosis

PMID: 28648324

DOI: 10.1016/j.carrev.2017.06.006 [Indexed for MEDLINE]
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FLEBOLINFOLOGÍA

1) FAMILIAL TRANSMISSION OF HOSPITAL-TREATED VARICOSE VEINS IN ADOPTEES: A SWEDISH FAMILY STUDY
Kohno K, Niihara H, Li X, et al

J Am Coll Surg. 2016;223:452-460
Summary

Is heredity a causative factor for varicose veins? Kohno and colleagues

explored this question using stored multigenerational data from adopted

persons in Swedish patient registries. Adoptees with a biological parent

affected with varicose veins had an increased risk for varicose veins

compared with those with parents (adoptive or biological) without varicose

veins (standard incidence ratio [SIR], 2.2; 95% CI, 1.9 - 2.6).

When both the biological and adoptive parents had varicose veins, the risk

in the adoptee was even higher (SIR, 4.6; 95% CI, 2.8-7.0).
2) FIVE-YEAR OUTCOMES OF A RANDOMIZED TRIAL OF TREATMENTS FOR VARICOSE VEINS
N Engl J Med 2019;381:912-22.DOI: 10.1056/NEJMoa1805186 Copyright © 2019 Massachusetts Medical Society
Julie Brittenden, et al. 
Abstract
The authors’ affiliations are listed in the Appendix. Address reprint requests to

Dr. Brittenden at the Institute of Cardiovascular Research, University of Glasgow, Glasgow G81 4HX, United Kingdom, or

at Julie .brittenden@ Glasgow .ac .uk.
Background
Endovenous laser ablation and ultrasound-guided foam sclerotherapy are recommended alternatives to surgery for the treatment of primary varicose veins, but their long-term comparative effectiveness remains uncertain.
METHODS In a randomized, controlled trial involving 798 participants with primary varicose veins at 11 centers in the United Kingdom, we compared the outcomes of laser ablation, foam sclerotherapy, and surgery. Primary outcomes at 5 years were disease- specific quality of life and generic quality of life, as well as cost-effectiveness based on models of expected costs and quality-adjusted life-years (QALYs) gained that used data on participants’ treatment costs and scores on the EuroQol EQ-5D questionnaire.
Results
Quality-of-life questionnaires were completed by 595 (75%) of the 798 trial participants. After adjustment for baseline scores and other covariates, scores on the Aberdeen Varicose Vein Questionnaire (on which scores range from 0 to 100, with lower scores indicating a better quality of life) were lower among patients who underwent laser ablation or surgery than among those who underwent foam sclerotherapy (effect size [adjusted differences between groups] for laser ablation vs. foam sclerotherapy, −2.86; 95% confidence interval [CI], −4.49 to −1.22; P<0.001; and for surgery vs. foam sclerotherapy, −2.60; 95% CI, −3.99 to −1.22; P<0.001). Generic quality-oflife

measures did not differ among treatment groups. At a threshold willingness-topay ratio of ￡20,000 ($28,433 in U.S. dollars) per QALY, 77.2% of the cost-effectiveness model iterations favored laser ablation. In a two-way comparison between foam sclerotherapy and surgery, 54.5% of the model iterations favored surgery.

Conclusions
In a randomized trial of treatments for varicose veins, disease-specific quality of life 5 years after treatment was better after laser ablation or surgery than after foam sclerotherapy. The majority of the probabilistic cost-effectiveness model iterations favored laser ablation at a willingness-to-pay ratio of ￡20,000 ($28,433) per QALY. (Funded by the National Institute for Health Research; CLASS Current Controlled Trials number, ISRCTN51995477.)

3) PROCEDURES FOR THE TREATMENT OF CHRONIC VENOUS INSUFFICIENCY.
Prabhakar AM, et al.
J Vasc Interv Radiol. 2017 Jun;28(6):818-824.

doi: 10.1016/j.jvir.2017.02.034. Epub 2017 Apr 7.
Abstract

Purpose: To examine changes in the utilization of procedures related to

treatment of chronic venous insufficiency (CVI) in the Medicare population.

Materials and methods: Service-specific claims data for

phlebectomy, sclerotherapy, and radiofrequency (RF) and laser

ablation were identified by using Medicare Physician Supplier Procedure

Summary master files from 2005 through 2014. Longitudinal national

utilization rates were calculated by using annual Medicare enrollment data

from 2005 through 2013. Procedure volumes by specialty group and site of

service were analyzed.

Results: Total annual claims for these procedures in the Medicare fee-forservice beneficiaries increased from 95,206 to 332,244 (Compound Annual

Growth Rate [CAGR], 15%) between 2005 and 2014.2 Per 1,000 beneficiaries, overall utilization increased annually from 2.8 in 2005 to 9.4 in 2013.

Most procedures were performed in the private office setting (92% in

2014). In 2014, radiologists had a 10% relative market share, compared

with vascular surgeons, other surgeons, and cardiologists, who had 26%,

25%, and 14% market shares, respectively. Cardiologists had the fastest

relative growth, with a CAGR of 51% compared with 23% for radiology,

12% for vascular surgery, and 13% for other surgery. Total venous RF

ablation services grew with a CAGR of 31%, with radiology and cardiology

growing most rapidly (40% and 79%, respectively). Total venous laser

ablation services grew with a CAGR of 22%, with radiology growing 15%

and cardiology growing most rapidly at 44%.

Conclusions:
 Utilization of CVI procedures in the Medicare population increased

markedly from 2005 through 2014.

 The overwhelming majority are performed in the private office setting

by nonradiologists.

Copyright © 2017 SIR. Published by Elsevier Inc. All rights reserved.

PMID 28396193 [PubMed - indexed for MEDLINE] Full text at journal site
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4) THROMBOPHILIA TESTING AND VENOUS THROMBOSIS
Jean M. Connors, M.D.
N Engl J Med 2017; 377:1177-1187
DOI: 10.1056/NEJMra1700365
Conclusions
 The development of VTE is a multifactorial process, requiring the

addition of individual environmental factors to genetic factors to

precipitate thrombosis.

 Although patients with inherited thrombophilia have an increased

relative risk of a first VTE, assessing the risk of recurrent VTE is the

same in patients with and those without inherited thrombophilia.

 The presence of antiphospholipid antibodies, an acquired

thrombophilia, requires diligent assessment before positive test

results can be used to establish a diagnosis of the antiphospholipid

syndrome and the need for prolonged anticoagulant therapy.

 Careful consideration must be given to selecting patients for

thrombophilia testing.

 Understanding the limitations of testing, appropriately selecting

patients for testing, and knowing how to use the results, all on the

basis of currently available data, are essential in order to provide the

best possible care for patients with VTE.

5) INCIDENCE OF POSTOPERATIVE DEEP VENOUS THROMBOSIS IS HIGHER AMONG CARDIAC AND VASCULAR SURGERY PATIENTS AS COMPARED WITH GENERAL SURGERY PATIENTS.
Aziz F, et al. Ann Vasc Surg. 2015.
Abstract

Background: Unlike general surgery patients, most of vascular and

cardiac surgery patients receive therapeutic anticoagulation during

operations.

The purpose of this study was to report the incidence of deep venous

thrombosis (DVT) among cardiac and vascular surgery patients, compared

with general surgery.

Methods: The American College of Surgeons National Surgical Quality

Improvement Program database was queried for all patients who underwent

surgical procedures from 2005 to 2010. Patients who developed DVT within

30 days of an operation were identified. The incidence of DVT was

compared among vascular, general, and cardiac surgery patients.

Risk factors for developing postoperative DVT were identified and compared

among these patients.

Results: Of total 2,669,772 patients underwent surgical operations

in the period between 2005 and 2010. Of all the patients, 18,670 patients

(0.69%) developed DVT.

The incidence of DVT among different surgical specialties was cardiac surgery (2%), vascular surgery (0.99%), and general surgery (0.66%).

The odds ratio for developing DVT was 1.5 for vascular surgery patients and

3 for cardiac surgery patients, when compared with general surgery

patients (P < 0.001). The odds ratio for developing DVT after cardiac

surgery was 2, when compared with vascular surgery (P < 0.001).

Conclusions:
 The incidence of DVT is higher among vascular and cardiac surgery

patients as compared with that of general surgery patients.

 Intraoperative anticoagulation does not prevent the occurrence of

DVT in the postoperative period.

 These patients should receive DVT prophylaxis in the perioperative

period, similar to other surgical patients according to evidence-based

guidelines.

Copyright © 2015 Elsevier Inc. All rights reserved.

PMID: 25733224 [PubMed - indexed for MEDLINE]

http://www.ncbi.nlm.nih.gov/m/pubmed/25733224/
6) IMPLEMENTATION OF A COMPREHENSIVE POST-DISCHARGE VENOUS THROMBOEMBOLISM PROPHYLAXIS PROGRAM FOR ABDOMINAL AND PELVIC SURGERY PATIENTS.
Najjar PA; Madenci AL; Zogg CK; Schneider EB; Dankers CA; Pimentel MT; Chabria AS; Goldberg JE; Sharma G; Piazza G; Bleday R; Orgill DP; Kachalia A
J Am Coll Surg. 2016; 223(6):804-813 (ISSN: 1879-1190)
Background: Prophylactic anticoagulation is routinely used in the

inpatient setting; however, the risk of venous thromboembolism (VTE)

remains elevated after discharge.

Extensive evidence and clinical guidelines suggest post-discharge VTE

prophylaxis is critical in at-risk populations, but it remains severely

underused in practice.

Study design: We performed a single-institution retrospective,

nonrandomized, pre- and post-intervention analysis of a systematic postdischarge pharmacologic prophylaxis program against the primary end

point, which is post-discharge symptomatic VTE.

An institutional American College of Surgeons NSQIP dataset was used to

identify patients and outcomes. Patients undergoing major abdominal

surgery for malignancy or inflammatory bowel disease were eligible for the

post-discharge VTE prevention program.

Results: Among 1,043 patients who underwent abdominal surgery for

malignancy or inflammatory bowel disease, 800 (77%) were in the preintervention cohort and 243 (23%) patients were in the post-intervention

cohort. Rates of inpatient VTE did not significantly differ between cohorts (0.7%, n = 6 pre-intervention vs 1.7%, n = 4 post-intervention; p = 0.25).

However, compared with the pre-intervention cohort, patients in the postintervention cohort demonstrated a significantly lower post-discharge VTE

rate (2.5%, n = 20 pre-intervention vs 0.0%, n = 0 post-intervention; p <

0.01).

Conclusions: A systematic post-discharge VTE prophylaxis program

including provider education, local guideline adaptation, bedside medication

delivery, and education for at-risk patients, was associated with significantly

fewer post-discharge VTE events. PreMedline Identifier: 27693288

From MEDLINE®/PubMed®, a database of the U.S. National Library of

Medicine.  http://www.medscape.com/medline/abstract/27693288

7) SCREENING FOR OCCULT CANCER IN UNPROVOKED VENOUS THROMBOEMBOLISM 
Marc Carrier, et al. 
N Engl J Med 2015; 373:697-704 August 20, 2015 DOI: 10.1056/NEJMoa1506623 
Background 
Venous thromboembolism may be the earliest sign of cancer. 
Currently, there is a great diversity in practices regarding screening for occult cancer in a person who has an unprovoked venous thromboembolism. We sought to assess the efficacy of a screening strategy for occult cancer that included comprehensive computed tomography (CT) of the abdomen and pelvis in patients who had a first unprovoked venous thromboembolism. 

Methods 
We conducted a multicenter, open-label, randomized, controlled trial in Canada. Patients were randomly assigned to undergo limited occult-cancer screening (basic blood testing, chest radiography, and screening for breast, cervical, and prostate cancer) or limited occult-cancer screening in combination with CT. The primary outcome measure was confirmed cancer that was missed by the screening strategy and detected by the end of the 1-year follow-up period. 

Results 
Of the 854 patients who underwent randomization, 33 (3.9%) had a new diagnosis of occult cancer between randomization and the 1-year follow-up: 14 of the 431 patients (3.2%) in the limited-screening group and 19 of the 423 patients (4.5%) in the limited-screening-plus-CT group (P=0.28). In the primary outcome analysis, 4 occult cancers (29%) were missed by the limited screening strategy, whereas 5 (26%) were missed by the strategy of limited screening plus CT (P=1.0). There was no significant difference between the two study groups in the meantime to a cancer diagnosis (4.2 months in the limited-screening group and 4.0 months in the limited-screening-plus-CT group, P=0.88) or in cancer-related mortality (1.4% and 0.9%, P=0.75). 

Conclusions 
 The prevalence of occult cancer was low among patients with a first unprovoked venous thromboembolism. 

 Routine screening with CT of the abdomen and pelvis did not provide a clinically significant benefit. 

8) CLINICAL ASSESSMENT OF ENDOVASCULAR STENTING COMPARED WITH COMPRESSION THERAPY ALONE IN POST-THROMBOTIC PATIENTS WITH ILIOFEMORAL OBSTRUCTION. 
Yin M, et al. 

Eur J Vasc Endovasc Surg. 2015. 
http://www.ncbi.nlm.nih.gov/m/pubmed/25920630/
Abstract 
Objective: The study aimed to evaluate the clinical results of stent placement in post-thrombotic patients with iliofemoral obstruction compared with results in those treated with elastic compression stockings (ECS). 

Methods: A retrospective analysis of post-thrombotic patients with iliofemoral obstruction was conducted in a single institution from January 2007 to December 2012. Duplex ultrasound and selective phlebography were performed in patients with chronic venous disease and previous deep venous thrombosis (DVT). Post-thrombotic syndrome (PTS) with iliofemoral vein obstruction (Villalta score ≥10) was diagnosed in 216 patients. Among these, 122 patients were treated by stent placement, and the remaining 94 patients were treated conservatively with 30-40 mmHg ECS therapy. Technical success, stent patency rates, and complications were recorded after the interventions. Results including Villalta score, pain, edema, ulcer, and popliteal vein reflux were assessed in both groups. 

Results: Percutaneous iliofemoral venous stenting was successful in 116 of 122 patients (95.1%) without major complications. Follow up periods ranged from 3 to 58 months (median 21 months). Cumulative primary, assisted primary, and secondary stent patency rates at 3 years were 68.9%, 79.0%, and 91.6%, respectively. Among patients with severe PTS, the Villalta score decreased significantly with endotreatment, compared to the score of those treated by ECS therapy (16.12 ± 4.91 vs. 10.98 ± 5.89, p < .01). However, there was no significant score improvement between the two therapies in patients with moderate PTS (6.59 ± 2.37 vs. 5.75 ± 3.03, p = .22). There was a significantly higher 24 month recurrence free ulcer healing rate in the endotreatment groups (86.6% vs. 70.6%, p < .01). Both edema and pain improved significantly in the two groups. The popliteal vein reflux rate showed no significant change after endotreatment. 

Conclusions: Endovascular treatment is a safe, effective, and feasible method to correct the iliofemoral obstruction of PTS. 

Only post-thrombotic patients with severe PTS as assessed by the VILLALTA SCORE appear to benefit from the endovascular treatment. 

Copyright © 2015 European Society for Vascular Surgery. Published by Elsevier Ltd. All rights reserved. 
PMID: 25920630 [PubMed - indexed for MEDLINE] 

9) FACTORS ASSOCIATED WITH SUCCESSFUL THROMBUS EXTRACTION WITH THE ANGIOVAC DEVICE: AN INSTITUTIONAL EXPERIENCE.
D'Ayala M, Worku B, Gulkarov I, Sista A, Horowitz J, Salemi A.
Ann Vasc Surg. 2017 Jan;38:242-247. doi: 10.1016/j.avsg.2016.04.015.
Abstract

Background:
The AngioVac (AngioDynamics, Latham, NY) device utilizes a venovenous

bypass circuit for percutaneous venous thrombectomy and has been applied

in the setting of iliocaval thrombosis as well as right heart thrombus and

pulmonary emboli. We describe our experience with the AngioVac device in

12 patients with a variety of indications with the goal of identifying factors

correlating with successful thrombectomy.

Methods:
From August 2013 to June 2015, 12 patients underwent AngioVac

percutaneous thrombectomy at our institution. Preoperative, intraoperative,

and postoperative data were retrospectively analyzed.

Results:
Indications for thrombectomy included iliocaval thrombosis in 33% (4),

right heart thrombus in 42% (5), and pulmonary embolus in 25% (3). We

experienced a 58% complete success rate. Partial success was achieved in

17%, and no thrombus was extracted in 25%. Iliocaval and right heart

thrombi were the most amenable to AngioVac thrombectomy with 100%

(4/4) and 60% (3/5) complete success rates, respectively. Pulmonary

embolus was the least amenable to thrombectomy with a 33% partial

success rate (1/3) and 67% failure rate (2/3).

Conclusion:
 The AngioVac devices allow for percutaneous thrombectomy in the

setting of iliocaval and right heart thrombus in patients for whom

medical therapy fails or for those in whom surgical intervention is

considered high risk.

 Pulmonary emboli are less amenable, likely due to limited steeribility

of the device. 
 Larger studies are needed to make more definitive conclusions, and

newer iterations of the device will likely allow for improved outcomes.

10) RIVAROXABAN OR ASPIRIN FOR EXTENDED TREATMENT OF VENOUS THROMBOEMBOLISM
Jeffrey I, et al.
N Engl J Med 2017; 376:1211-1222

DOI: 10.1056/NEJMoa1700518

http://www.nejm.org/doi/full/10.1056/NEJMoa1700518
Abstract
Background
Although many patients with venous thromboembolism require extended

treatment, it is uncertain whether it is better to use full- or lower-intensity

anticoagulation therapy or aspirin.

Methods
In this randomized, double-blind, phase 3 study, we assigned 3396 patients

with venous thromboembolism to receive either once-daily rivaroxaban (at

doses of 20 mg or 10 mg) or 100 mg of aspirin. All the study patients had

completed 6 to 12 months of anticoagulation therapy and were in equipoise

regarding the need for continued anticoagulation. Study drugs were

administered for up to 12 months. The primary efficacy outcome was

symptomatic recurrent fatal or nonfatal venous thromboembolism, and the

principal safety outcome was major bleeding.

Results
A total of 3365 patients were included in the intention-to-treat analyses

(median treatment duration, 351 days).

The primary efficacy outcome occurred in 17 of 1107 patients (1.5%)

receiving 20 mg of rivaroxaban and in 13 of 1127 patients (1.2%) receiving

10 mg of rivaroxaban, as compared with 50 of 1131 patients (4.4%)

receiving aspirin (hazard ratio for 20 mg of rivaroxaban vs. aspirin, 0.34;

95% confidence interval [CI], 0.20 to 0.59; hazard ratio for 10 mg of

rivaroxaban vs. aspirin, 0.26; 95% CI, 0.14 to 0.47; P<0.001 for both

comparisons).

Rates of major bleeding were 0.5% in the group receiving 20 mg of

rivaroxaban, 0.4% in the group receiving 10 mg of rivaroxaban, and 0.3%

in the aspirin group; the rates of clinically relevant nonmajor bleeding were

2.7%, 2.0%, and 1.8%, respectively.

The incidence of adverse events was similar in all three groups.

Conclusions
Among patients with venous thromboembolism in equipoise for continued

anticoagulation, the risk of a recurrent event was significantly lower with

rivaroxaban at either a treatment dose (20 mg) or a prophylactic dose (10

mg) than with aspirin, without a significant increase in bleeding rates.

11) UNUSUAL CAUSES OF VENOUS THROMBOSIS: BLADDER DISTENSION AND UTERINE MASS.
Caparelli ML, Perlman S, Lalezari S.
https://www.ncbi.nlm.nih.gov/m/pubmed/28916305/
Abstract

Thrombosis of the inferior vena cava (IVC) continues to be a rare event, and

there is a scarcity of evidence with regard to its etiology. One source for IVC

thrombosis is external compression from adjacent structures. In this case

series, we present 1 case of IVC thrombosis caused by a severely distended

bladder and a case of external iliac thrombosis caused by external compression from an abnormally enlarged uterus.

The treatment of each case is varied and included novel oral anticoagulation, catheter-directed thrombolysis in conjunction with mechanical thrombectomy, or a combination of these.

We conclude that the choice of therapy should be tailored on a case-by-case

basis.

PMID: 28916305 [Indexed for MEDLINE]

12) CAVAL PENETRATION BY INFERIOR VENA CAVA FILTERS: A SYSTEMATIC LITERATURE REVIEW OF CLINICAL SIGNIFICANCE AND MANAGEMENT. 
Jia Z, Wu A, Tam M, Spain J, McKinney JM, Wang W. 
http://www.ncbi.nlm.nih.gov/pubmed/26169756
Abstract 
Background: 
Limited penetration into the caval wall is an important securing mechanism for inferior vena cava (IVC) filters; however, caval penetration can also cause unintentional complications. 

The aim of this study was to assess the incidence, severity, clinical consequences, and management of filter penetration across a range of commercially available IVC filters. 

Methods and results: 
The MEDLINE database was searched for all studies (1970-2014) related to IVC filters. A total of 88 clinical studies and 112 case reports qualified for analysis; these studies included 9002 patients and 15 types of IVC filters. Overall, penetration was reported in 19% of patients (1699/9002), and 19% of those penetrations (322/1699) showed evidence of organ/structure involvement. 

Among cases of penetration, 8% were symptomatic, 45% were asymptomatic, and 47% had unknown symptomatology. 

The most frequently reported symptom was pain (77%; 108/140). Major complications were reported in 83 patients (5%). 

These complications required interventions including surgical removal of the IVC filter (n=63), endovascular stent placement and/or embolization (n=11), endovascular retrieval of permanent filter (n=4), and percutaneous nephrostomy and/or ureteral stent placement (n=3). 

Complications led to death in 2 patients. 

A total of 87% (127/146) of patients underwent premature filter retrieval or interventions for underlying symptoms and/or penetration-related complications. 

Conclusions: 
Caval penetration is a frequent but clinically under-recognized complication of IVC filter placement. Symptomatic patients accounted for nearly one-tenth of all penetrations; most of these cases had organ/structure involvement. 

Interventions with endovascular retrieval and surgery were required in most of these symptomatic cases. 
PMID: 26169756 
http://www.ncbi.nlm.nih.gov/pubmed/26169756

13) CATHETER-DIRECTED INTERVENTIONS FOR ACUTE PULMONARY EMBOLISM. 
Review article 
Avgerinos ED, et al.  
J Vasc Surg. 2015. 
Abstract 
Acute pulmonary embolism (PE) is a leading cause of cardiovascular mortality. 

Systemic anticoagulation is the standard of care, and treatment can be escalated in the setting of massive or submassive PE, given the high mortality risk. 

A secondary consideration for intervention is the prevention of late-onset chronic thromboembolic pulmonary hypertension. 

Treatment options include systemic thrombolysis, catheter-directed interventions, and surgical thromboembolectomy. 

Whereas systemic thrombolysis seems to be beneficial in the setting of massive PE, it appears to be associated with a higher rate of major complications compared with catheter-directed thrombolysis as shown in recent randomized trials for submassive PE. The hemodynamic and clinical outcomes continue to be defined to determine the indications for and benefits of intervention. 

The current review summarizes contemporary evidence on the role and outcomes of catheter-directed therapies in the treatment of acute massive and submassive PE. 

Copyright © 2015 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved.
14)  SURGICAL OUTCOMES AFTER SUPERIOR VENA CAVA RECONSTRUCTION WITH EXPANDED POLYTETRAFLUOROETHYLENE GRAFTS. 
Nakano T, et al.  Ann Thorac Cardiovasc Surg. 2014.
http://www.ncbi.nlm.nih.gov/m/pubmed/23801179/ 
Abstract 
Objectives: Graft occlusion is a problem after superior vena cava (SVC) reconstruction for thoracic malignancy. Expanded polytetrafluoroethylene (ePTFE) is considered to be an optimal material for venous reconstruction. 

Methods: We reviewed the hospital records of 13 patients who underwent complete resection of thoracic malignancy invading the SVC, including SVC reconstruction with ePTFE grafts. Single bypass grafting was performed in two patients (one right-sided, one left-sided) and double bypasses grafting was performed in the other patients. All patients received antithrombotic therapy after surgery. Eight patients died of recurrence or other disease during the follow-up period (range 5-41 months). 

Results: Of the 24 grafts in 13 patients, graft patency was confirmed in 20 grafts in 9 patients at a mean time follow-up time of 47.8 ± 50.0 months after surgery. In the remaining four grafts in four patients, occlusion was diagnosed at a mean time of 1.25 ± 0.50 months after surgery. All obstructed grafts were left-sided bypass grafts in patients who underwent double bypass grafting, and did not result in SVC syndrome. 

Conclusions: SVC reconstruction with ringed ePTFE grafts was safe and had good outcomes. In patients who underwent double bypasses grafting, the left-sided bypass grafts were susceptible to occlusion. 

PMID 23801179 

http://www.ncbi.nlm.nih.gov/m/pubmed/23801179/ 

15) MEASUREMENT PROPERTIES OF THE VILLALTA SCALE TO DEFINE AND CLASSIFY THE SEVERITY OF THE POST-THROMBOTIC SYNDROME
S . R. KAHN

Journal of Thrombosis and Haemostasis, 7: 884–888 

DOI: 10.1111/j.1538-7836.2009.03339.x
Summary. 

The post-thrombotic syndrome (PTS) is a frequent and important complication of deep venous thrombosis (DVT).

The diagnosis of PTS is based primarily on the presence of typical symptoms and clinical signs. In the 1990s, a clinical scale known as the Villalta scale was proposed as a measure that could be used to diagnose and classify the severity of PTS. The objective of the present paper was to review the published evidence on the measurement properties of the Villalta scale.

Results of the review demonstrate that the Villalta scale is a reliable and valid measure of PTS in patients with previous, objectively confirmed DVT. The scale is acceptable to research subjects and research personnel, and shows responsiveness to clinical change in PTS. Aspects of the Villalta scale that merit further evaluation include test–retest reliability, more detailed assessment of ulcer severity and assessment of responsiveness across the full range of PTS severity. Research aimed at improving the measurement of PTS will also help to improve the overall validity of findings generated by clinical studies of

PTS.

16) PILEFLEBITIS COMO COMPLICACIÓN DEL PROCESO INFLAMATORIO ABDOMINAL
Ricardo Domínguez-Vargas, Ricardo Balcázar-Vázquez, Agustín I. Rodríguez-Blas, Gustavo A. Casian-Castellanos
Rev Hosp Jua Mex 2012; 79(1): 48-50
Resumen
La pileflebitis es una tromboflebitis séptica de la vena porta o de algunas de sus ramas tributarias; es una complicación infrecuente de procesos inflamatorios intraabdominales que pueden acompañarse de abscesos hepáticos. La trombosis puede ser extra o intrahepática. Causas extrahepáticas idiopáticas: estados de hipercoagulabilidad, oclusión por adenomegalias, inflamación de la

vena porta ascendente a causa de la pileflebitis secundaria a la infección de apéndice o colon, trombosis de la vena esplénica secundaria a pancreatitis o procedimientos quirúrgicos. Causas intrahepáticas: cirrosis hepática, invasión tumoral primaria o secundaria.
Abstract
The pylephlebitis is a trombophlebitis septic the portal vein an the tributary ramas is the complication the process inflammatory intra-abdominal to accompany hepatic abscess. The thrombosis is extra- or intra-hepatic. The reason extra-hepatic idiopatic, hipercoagulability condition, obstruction adenomegaly, ascendant inflammatory portal vein for pylephlebitis secondary to infection appendix, colon, vein splenic thrombosis secondary to pancreatitis or surgical process. To causes intra hepatic, hepatic cirrhosis,

tumoral invasion primary o secondary.

17) "POST-THROMBOTIC PANIC SYNDROME": A THEMATIC ANALYSIS OF THE EXPERIENCE OF VENOUS THROMBOEMBOLISM.
Hunter R, Lewis S, Noble S, Rance J, Bennett PD.
Br J Health Psychol. 2017 Feb;22(1):8-25.

doi: 10.1111/bjhp.12213. Epub 2016 Sep 9.
Abstract 
Objectives:

Venous thromboembolism (VTE, including deep vein thrombosis [DVT] and

pulmonary embolism [PE]) is a serious, potentially traumatic, lifethreatening

condition and a major cause of mortality and morbidity.

The aim of this study was to explore the patients' experiences of VTE and its

psychosocial impact.

Methods:
Audio-recorded semistructured interviews with a purposive sample of 12

participants who had experienced a first-time DVT or PE within the previous

6 months. Interviews were transcribed and thematically analysed.

RESULTS:

Four key themes with 10 subthemes were identified.

The major themes were as follows: VTE as life-changing and traumatic,

living with uncertainty and fear of reoccurrence, feeling let down by health

services, and positive changes and outcomes. The content of themes varied

according to age at the time of VTE and participants' experiences of

diagnosis and treatment.

conclusions:
The data demonstrate the psychosocial impact of VTE as life-changing,

encompassing a dynamic duality of trauma and growth.

The findings highlight a potential role for health care professionals in

identifying and supporting individuals at risk of post-traumatic stress, and

targeted interventions to enhance psychological well-being and recovery

and reduce distress.

Statement of contribution

What is already known on this subject? Venous thromboembolism (VTE) is

often characterized by sudden onset and may carry a significant threat to

life, particularly in the form of pulmonary embolism. Early studies suggest

that health-related quality of life is negatively affected by VTE and there is

likely to be a high prevalence of trauma.

What does this study add? This study explores for the first time the

experience of, and reactions to, VTE in the 6 months following its

occurrence. It explores the role that psychological well-being can play in

recovery after VTE.

This study highlights that improvements are needed to support VTE patients

to cope with the emotional impact of VTE.

A dual process of trauma and post-traumatic growth after VTE is reported

for the first time.

© 2016 The British Psychological Society.

PMID: 27611117   DOI: 10.1111/bjhp.12213

18) POSTTHROMBOTIC SYNDROME: FEASIBILITY OF A STRATEGY OF IMAGING-GUIDED ENDOVASCULAR INTERVENTION.
Nayak L, et al. Nayak L, Hildebolt CF, Vedantham S.
J Vasc Interv Radiol. 2012 Sep;23(9):1165-73. 

doi: 10.1016/j.jvir.2012.06.012. Epub 2012 Jul 28.

Abstract

PURPOSE: To describe the short-term efficacy of a strategy of imaging-guided endovascular intervention for the treatment of patients with established postthrombotic syndrome (PTS).

Materials and methods: The medical records of 183 patients with venous disease who were seen in a single interventional radiology clinic were retrospectively reviewed. Study inclusion criteria were (i) endovascular intervention performed to treat established PTS from January 1, 2000, to March 10, 2009; (ii) patient age greater than 18 years; and (iii) availability of follow-up records. A total of 44 patients (20 men, 24 women; mean age, 42.2 y ± 14.1) with PTS who had received 72 interventions (iliac vein stent placement [n = 52] and endovenous laser ablation [EVLA; n = 20]) were identified. A reviewer who did not participate in their care evaluated the follow-up records; recorded the presence or absence of pain, swelling, and active ulceration; and categorized the degree of symptom improvement.

Results: Of 45 treated limbs in 40 patients with available follow-up, complete, partial, or no improvement of overall symptoms was observed in 46.7%, 33.3%, and 20.0%, respectively. The proportions of limbs with pain (35.0% after treatment vs 82.5% before; McNemar test, P < .01) and swelling (50.0% after treatment vs 90.0% before; P < .01) were significantly reduced after treatment with iliac vein stent placement and/or EVLA. Six of seven ulcerated limbs showed significant healing.

Conclusions: 

( The use of an endovascular strategy to treat patients with established PTS was associated with complete or partial symptom relief in 80% of patients at short-term follow-up.

Copyright © 2012 SIR. Published by Elsevier Inc. All rights reserved.

PMID: 22841898 [PubMed - indexed for MEDLINE] 

19) RECOGNIZING AND TREATING VENOUS STASIS ULCERS
Yvette C. Terrie, BS Pharm, RPh
US Pharmacist. 2017;42(2):36-39.
Abstract

Venous ulcers, also referred to as venous stasis ulcers (VSUs), are the most

common cause of ulcerations that affect the lower extremities. These types

of ulcers are experienced by an estimated 1% of the U.S. population.

The incidence of VSUs is most prevalent among the elderly population and

is also ubiquitous in patients with a medical history of edema in the legs,

long-standing varicose veins, or blood clots in either the superficial or the

deep veins of the legs.

VSUs generally occur in the lower extremities, especially along the medial

distal ankle. In general, treatments for VSUs include compression therapy,

local wound care and debridement, various types of wound dressings,

antibiotics for infected wounds, the use of pharmacologic agents such as

pentoxifylline, aspirin, calcium channel blockers, and topical corticosteroids

when warranted, as well as surgery and other forms of adjunctive therapy.

https://www.uspharmacist.com/article/recognizing-and-treating-venousstasis-ulcers.

20) SAFETY OF CATHETER-DIRECTED THROMBOLYSIS FOR MASSIVE AND SUBMASSIVE PULMONARY EMBOLISM: RESULTS OF A MULTICENTER REGISTRY AND META-ANALYSIS.
Bloomer TL, et al.  
Catheter Cardiovasc Interv. 2017 Mar 1;89(4):754-760. doi:

10.1002/ccd.26900. Epub 2017 Feb 1.
Abstract

Objectives:
To evaluate the safety and efficacy of catheter-directed thrombolysis (CDT)

in the treatment of acute pulmonary embolism (PE).

Background:
The use of CDT for the treatment of acute submassive and massive PE is

increasing in frequency. However, its safety and efficacy have not been well

elucidated.

Methods:
This study is made of two parts: one is a two-center registry of acute PE

patients treated with CDT. The safety outcome evaluated was any major

complication including fatal, intracranial (ICH), intraocular, or

retroperitoneal hemorrhage or any overt bleeding requiring transfusion or

surgical repair. The efficacy outcome was acute change in invasive

pulmonary artery systolic pressure (PASP). The second part is a metaanalysis

of all contemporary studies that used CDT for PE. Reported

outcomes are the same as in the registry, with the addition of right

ventricular to left ventricular (RV/LV) ratio change.

RESULTS:

In the registry, 137 patients were included (age 59 ± 15, 50% male, 88%

submassive PE). ICH occurred in two patients and major complications in 13

(9.4%). PASP decreased post procedure by 19 ± 15 mm Hg (95% CI 16-

23). In the meta-analysis, 16 studies were included with 860 patients. Rate

of ICH was 0.35% and the major complication rate was 4.65%, most

requiring transfusion only. In-hospital mortality was 12.9% in the massive

and 0.74% in the submassive group. All studies showed improvement in

PASP and/or RV/LV ratio post CDT.

Conclusions:
 Catheter-directed thrombolysis (CDT) is associated with a low major

complication rate.

 Randomized studies are needed to evaluate its efficacy relative to

anticoagulation alone.

© 2017 Wiley Periodicals, Inc.

KEYWORDS:

Catheter-directed thrombolysis; meta-analysis; pulmonary embolism

PMID: 28145042

DOI: 10.1002/ccd.26900 [Indexed for MEDLINE]

21) COMPLETE NEUROLOGICAL RECOVERY AFTER ACUTE TOTAL OCCLUSION OF THE SUPERIOR VENA CAVA.
Liang Y, Kaiser CA, Danter MR.
Ann Thorac Surg. 2017 Jul;104(1):e65-e66.

doi: 10.1016/j.athoracsur.2017.02.050.
Abstract

Superior vena cava (SVC) syndrome, characterized by swelling of the upper

torso, can result from a wide range of causes.

The presence and severity of clinical symptoms depends on

 the degree of stenosis,

 the location of stenosis,

 the speed of development of stenosis, and

 existing collateral flow.

Acute complete occlusion of the SVC frequently leads to poor neurologic

outcomes such as coma or death.

We report a case of a patient who had complete neurologic recovery after

26 minutes of acute total occlusion of the SVC.

This report highlights the importance of meticulous management during

acute SVC occlusion to improve patient outcome.

Copyright © 2017 The Society of Thoracic Surgeons. Published by Elsevier

Inc. All rights reserved.

PMID 28633266 [PubMed - indexed for MEDLINE]

https://www.ncbi.nlm.nih.gov/m/pubmed/28633266/

22) PHARMACOMECHANICAL CATHETER-DIRECTED THROMBOLYSISFOR DEEP-VEIN THROMBOSIS
Suresh Vedantham, et al. 
N Engl J Med 2017; 377:2240-2252 December 7, 2017

DOI: 10.1056/NEJMoa1615066
ABSTRACT

Background
The post-thrombotic syndrome frequently develops in patients with

proximal deep-vein thrombosis despite treatment with anticoagulant

therapy.

Pharmacomechanical catheter-directed thrombolysis (hereafter

“pharmacomechanical thrombolysis”) rapidly removes thrombus and is

hypothesized to reduce the risk of the post-thrombotic syndrome.

Methods
We randomly assigned 692 patients with acute proximal deep-vein

thrombosis to receive either anticoagulation alone (control group) or

anticoagulation plus pharmacomechanical thrombolysis (catheter-mediated

or device-mediated intrathrombus delivery of recombinant tissue

plasminogen activator and thrombus aspiration or maceration, with or

without stenting). The primary outcome was development of the postthrombotic

syndrome between 6 and 24 months of follow-up.

Results
Between 6 and 24 months, there was no significant between-group

difference in the percentage of patients with the post-thrombotic syndrome

(47% in the pharmacomechanical-thrombolysis group and 48% in the

control group; risk ratio, 0.96; 95% confidence interval [CI], 0.82 to 1.11;

P=0.56).

Pharmacomechanical thrombolysis led to more major bleeding events within

10 days (1.7% vs. 0.3% of patients, P=0.049), but no significant difference

in recurrent venous thromboembolism was seen over the 24-month followup

period (12% in the pharmacomechanical-thrombolysis group and 8% in

the control group, P=0.09).

Moderate-to-severe post-thrombotic syndrome occurred in 18% of patients

in the pharmacomechanical-thrombolysis group versus 24% of those in the

control group (risk ratio, 0.73; 95% CI, 0.54 to 0.98; P=0.04).

Severity scores for the post-thrombotic syndrome were lower in the

pharmacomechanical-thrombolysis group than in the control group at 6, 12,

18, and 24 months of follow-up (P<0.01 for the comparison of the Villalta

scores at each time point), but the improvement in quality of life from

baseline to 24 months did not differ significantly between the treatment groups.

Conclusions
 Among patients with acute proximal deep-vein thrombosis, the

addition of pharmacomechanical catheter-directed thrombolysis to

anticoagulation did not result in a lower risk of the post-thrombotic

syndrome but did result in a higher risk of major bleeding.

(Funded by the National Heart, Lung, and Blood Institute and others; ATTRACT

ClinicalTrials.gov number, NCT00790335.)

http://www.nejm.org/doi/full/10.1056/NEJMoa1615066

23) CONTINUOUS ASPIRATION MECHANICAL THROMBECTOMY FOR THE MANAGEMENT OF SUBMASSIVE PULMONARY EMBOLISM: A SINGLE-CENTER EXPERIENCE. 
Al-Hakim R, Bhatt A, Benenati JF.
J Vasc Interv Radiol. 2017 Oct;28(10):1348-1352.

doi: 10.1016/j.jvir.2017.06.025.
Abstract

The Indigo Mechanical Thrombectomy System (Penumbra, Inc, Alameda,

California) was used to treat 6 patients with submassive pulmonary

embolism (PE) and a contraindication to thrombolysis. Systolic pulmonary

artery pressure (58.2 mm Hg vs 43.0 mm Hg, P < .05), right

ventricular/left ventricular ratio (1.7 vs 1.1, P < .05), Miller index (15.0 vs

9.8, P < 0.01), and CT obstructive index (60.4% vs 47.0%, P < .01) were

significantly reduced after mechanical thrombectomy. There were no

procedural or periprocedural complications.

Continuous aspiration mechanical thrombectomy is a feasible and promising

technique for management of submassive PE to decrease thrombus burden

and reduce right heart strain.

PMID 28941516 [PubMed - indexed for MEDLINE]

Full text at journal site

24) A PITFALL IN THE DIAGNOSIS OF BILATERAL DEEP VEIN THROMBOSIS IN A YOUNG MAN.
Adachi Y1, et al
Int Heart J. 2018 Mar 20.

doi: 10.1536/ihj.17-159. [Epub ahead of print]
Abstract

A 32-year-old man with a history of bronchial asthma was referred for low

back pain and bilateral femur pain.

Vascular sonography revealed bilateral deep vein thrombosis (DVT)

from the femoral veins to the popliteal veins.

Computed tomography revealed hypoplasia of the inferior vena

cava (IVC) and dilated lumbar veins, ascending lumbar veins, and

azygos vein as collaterals.

There was no evidence of malignant neoplasm.

The results of the thrombophilia tests were within normal limits.

Hypoplasia of the IVC is a rare cause of DVT.

This anomaly should be considered as a cause of bilateral and proximal DVT, in

particular, in young patients without major risk factors.

PMID: 29563380

DOI: 10.1536/ihj.17-159

https://www.ncbi.nlm.nih.gov/pubmed/29563380
25) VENOUS THROMBOEMBOLISM PREVENTION IN EMERGENCY GENERAL SURGERY
Review  
Patrick B. Murphy, et al.  
JAMA Surg. Published online March 14, 2018.

doi:10.1001/jamasurg.2018.0015
Abstract

Importance. Venous thromboembolism (VTE) is the most preventable cause

of morbidity and mortality in US hospitals, and approximately 2.5% of

emergency general surgery (EGS) patients will be diagnosed with a VTE event.

Emergency general surgery patients are at increased risk of morbidity and

mortality because of the nature of acute surgical conditions and the challenges

related to prophylaxis.

Observations. MEDLINE, Embase, and the Cochrane Database of Collected

Reviews were searched from January 1, 1990, through December 31, 2015.

Nearly all operatively and nonoperatively treated EGS patients have a

moderate to high risk of developing a VTE, and individual risk should be

assessed at admission.

Pharmacologic prophylaxis in the form of unfractionated or low-molecularweight

heparin should be considered unless an absolute contraindication, such

as bleeding, exists.

Patients should receive the first dose at admission to the hospital, and

administration should continue until discharge without missed doses.

Certain patient populations, such as those with malignant tumors, may benefit

from prolonged VTE prophylaxis after discharge.

Mechanical prophylaxis should be considered in all patients, particularly if

pharmacologic prophylaxis is contraindicated.

Studies that specifically target improved adherence with VTE prophylaxis in

EGS patients suggest that efficacy and quality improvement initiatives should

be undertaken from a system and institutional perspective.

Conclusions and Relevance.

 Operatively and nonoperatively treated EGS patients are at a

comparatively high risk of VTE.

 Despite gaps in existing literature with respect to this increasing patient

population, successful best practices can be applied.

 Best practices include

 assessment of VTE risk,

 optimal prophylaxis,

 physician, nurse, and patient education regarding the use of

mechanical and pharmacologic VTE prophylaxis and

 Institutional policies.

26) A RANDOMIZED TRIAL OF EARLY ENDOVENOUS ABLATION IN VENOUS ULCERATION 
Manjit S. Gohel, M.D., et al. For the EVRA Trial Investigators* 
May 31, 2018 N Engl J Med 2018; 378:2105-2114 DOI: 10.1056/NEJMoa1801214 
Abstract 
Background 
Venous disease is the most common cause of leg ulceration. Although compression therapy improves venous ulcer healing, it does not treat the underlying causes of venous hypertension. Treatment of superficial venous reflux has been shown to reduce the rate of ulcer recurrence, but the effect of early endovenous ablation of superficial venous reflux on ulcer healing remains unclear. 

Methods 
In a trial conducted at 20 centers in the United Kingdom, we randomly assigned 450 patients with venous leg ulcers to receive compression therapy and undergo early endovenous ablation of superficial venous reflux within 2 weeks after randomization (early-intervention group) or to receive compression therapy alone, with consideration of endovenous ablation deferred until after the ulcer was healed or until 6 months after randomization if the ulcer was unhealed (deferred-intervention group). 

The primary outcome was the time to ulcer healing. 

Secondary outcomes were the rate of ulcer healing at 24 weeks, the rate of ulcer recurrence, the length of time free from ulcers (ulcer-free time) during the first year after randomization, and patient-reported health-related quality of life. 

Results 
Patient and clinical characteristics at baseline were similar in the two treatment groups. The time to ulcer healing was shorter in the early-intervention group than in the deferred-intervention group; more patients had healed ulcers with early intervention (hazard ratio for ulcer healing, 1.38; 95% confidence interval [CI], 1.13 to 1.68; P=0.001). The median time to ulcer healing was 56 days (95% CI, 49 to 66) in the early-intervention group and 82 days (95% CI, 69 to 92) in the deferred-intervention group. The rate of ulcer healing at 24 weeks was 85.6% in the early-intervention group and 76.3% in the deferred-intervention group. The median ulcer-free time during the first year after trial enrollment was 306 days (interquartile range, 240 to 328) in the early-intervention group and 278 days (interquartile range, 175 to 324) in the deferred-intervention group (P=0.002). The most common procedural complications of endovenous ablation were pain and deep-vein thrombosis. Conclusions 
 Early endovenous ablation of superficial venous reflux resulted in faster healing of venous leg ulcers and more time free from ulcers than deferred endovenous ablation. 

27) TREATMENT OF FEMORAL VEIN OBSTRUCTION CONCOMITANT WITH ILIOFEMORAL STENTING IN PATIENTS WITH SEVERE POST-THROMBOTIC SYNDROME. 
Ye K, et al. 
Eur J Vasc Endovasc Surg. 2018 Feb;55(2):222-228. 

doi: 10.1016/j.ejvs.2017.11.029. Epub 2017 Dec 30. 
Abstract 
Background: The aim was to assess the clinical and anatomical outcomes of iliofemoral stenting, with concomitant femoral stenting or balloon angioplasty alone, in patients with severe post-thrombotic syndrome (PTS) and compromised inflow. 

Methods: A database of patients with severe PTS who successfully underwent endovascular iliofemoral stenting was reviewed retrospectively. 

Patients with impaired inflow with chronic post-thrombotic obstructive lesions in the femoral vein (FV), but patent profunda vein, were selected and divided into two groups: the FV stenting (FV-S) group and the FV angioplasty (FV-A) group. Patients in the FV-S group were treated with concomitant iliofemoral and FV stenting, and patients in the FV-A group were treated with iliofemoral stenting and balloon angioplasty alone of the obstructed femoral vein. The clinical and stent outcomes were recorded and compared in the two groups. 

Results: There were 45 patients in the FV-S group and 69 patients in the FV-A group. The groups were well matched for age, gender, and diseased limbs. The pre-procedural symptoms, CEAP classifications, VCSS scores, Villalta scores, and prevalence of active ulcers were also similar between the two groups. Immediate failure (<30 days post-procedure) in the femoral segment occurred more frequently in the FV-A group (70% in FV-A group vs. 24% in FV-S group, p < .001); however, all treated femoral vein segments had occluded at 12 months. There was no significant difference between the FV-S and FV-A groups in cumulative primary and secondary patency rates of the iliofemoral stent at 3 years (55% vs. 52%, p = .71, and 77% vs. 85%, p = .32, respectively).

Complete pain relief, swelling relief, VCSS score, Villalta score, and freedom from ulcers at a median of 22 months (1-48 months) following the procedure were similar in the two groups. 
Conclusions: 
 Stent placement to treat post-thrombotic iliofemoral obstruction with concomitant obstructed femoral vein but patent profunda vein shows cumulative patency rates and clinical outcomes similar to previous reports. 

 Adjunctive femoral stenting or angioplasty of the obstructed femoral vein does not appear to improve clinical or stent outcomes in patients with severe PTS. 

Copyright © 2017 European Society for Vascular Surgery. Published by Elsevier Ltd. All rights reserved. PMID 29292209 [Indexed for MEDLINE] 

Full text at journal site 

https://www.ncbi.nlm.nih.gov/m/pubmed/29292209/

28) THE MAY-HUSNI PROCEDURE: A REAPPRAISAL. 
Review article 
Shaydakov E, Porembskaya O, Geroulakos G. 
Eur J Vasc Endovasc Surg. 2015 Oct;50(4):513-7. 

doi: 10.1016/j.ejvs.2015.05.010. Epub 2015 Jul 31. 
Abstract 
Objectives: The May-Husni procedure is a rarely used saphenofemoral venous bypass because of the small number of patients with post-thrombotic segmental femoral vein obstruction alone and the lack of validated selection criteria. 

There are only a few institutional series reporting the use of this technique. The purpose of this report is to present the author's experience and critically review the literature. 

Methods: Within a 13 year period 12 patients with venous claudication, skin pigmentation, and severe pain and swelling of their legs underwent the May-Husni procedure. Their median age was 57 years (41-69 years). 

Imaging showed segmental venous obstruction of the femoral vein in all patients and poor or no inflow from the deep femoral vein. Two patients were lost to follow up and the remaining 10 patients were reviewed with a median follow up of 60 months (26-72 months). 

Results: The saphenopopliteal bypass remained patent in all patients at follow up. The development of reflux of the saphenous conduit in four patients did not affect the clinical improvement.

Venous claudication resolved, hyper-pigmentation improved, and pain was relieved in all patients. 

Recanalization of the femoral vein 3 years following thrombosis was followed by recurrence of the post-thrombotic symptoms in two patients. 

Conclusions: 
 These results indicate that a highly selected subgroup of patients with severe symptomatic post-thrombotic syndrome secondary to chronic segmental obstruction of the femoral vein do well after the May-Husni procedure. 

 In order to refine the criteria for the selection of patients who may benefit from this operation, there is a need for more studies that use a combination of hemodynamic and validated scales that diagnose and grade the severity of post-thrombotic syndrome. 
Copyright © 2015 European Society for Vascular Surgery. Published by Elsevier Ltd. All rights reserved. 
PMID 26238309 [Indexed for MEDLINE] 

Full text at journal site

29) ACUTE VENOUS ILIOFEMORAL THROMBOSIS: EARLY SURGICAL THROMBECTOMY IS EFFECTIVE AND DURABLE.
Ockert S, von Allmen M, Heidemann M, Brusa J, Duwe J, Seelos R.
Ann Vasc Surg. 2018 Jan;46:314-321.

doi: 10.1016/j.avsg.2017.07.003. Epub 2017 Jul 21.
Abstract

Background: The first-line recommendation for the treatment of acute

iliofemoral deep vein thrombosis (IFDVT) is catheter-directed thrombolysis or

pharmacomechanical thrombolysis. Recent analysis of surgical thrombectomy

has shown comparable results. However, this procedure is not commonly given

as much importance as interventional techniques. We analyzed the patient

outcome of surgical thrombectomy using modern endovascular techniques in

both the short and long term.

Methods: All consecutive patients who underwent surgical thrombectomy at

our institution between April 2008 and April 2017 were included. Only patients

with iliofemoral thrombosis, and only those with the first onset of symptoms

<10 days, were analyzed. All patients received preoperative duplex ultrasound

and contrast-enhanced computed tomography scans for thrombus extension

and detection of pulmonary embolism. All operations were performed by

vascular surgeons with open and endovascular skills in a C-arm-equipped

operating room. During follow-up (FU), all patients received clinical

examination for symptoms of postthrombotic syndrome (PTS), as well as

duplex ultrasound.

Results: Within a 9-year period, 21 patients underwent surgical

thrombectomy for IFDVT (17 females/4 males). Primary technical success was

100%; 10 (47.6%) patients received additional primary stenting. 30-day

mortality was 0%, 3 patients (14.3%) needed reoperation for early

rethrombosis, while secondary 30-day patency was 100%. During FU (median,

6 years; range, 1-104 months), 1 patient received additional stenting for

stenosis of the common iliac vein. Nineteen patients (90.5%) presented patent

iliofemoral veins without signs of rethrombosis. Two patients (9.5%) died

during FU of cancer without signs for recurrent IFDVT. All patients with patent

veins were free of symptoms for PTS.

Conclusions:
 Surgical thrombectomy for acute IFDVT is a successful, safe, and

durable procedure and provides alternative treatment options for acute

IFDVT in selected cases.

Copyright © 2017 Elsevier Inc. All rights reserved.

PMID 28739469 [Indexed for MEDLINE]

Full text at journal site

https://www.ncbi.nlm.nih.gov/m/pubmed/28739469/

30) PRESENTATION AND MANAGEMENT OF INFERIOR VENA CAVA THROMBOSIS.
Teter K, et al. 
Ann Vasc Surg. 2019 Apr;56:17-23. doi: 10.1016/j.avsg.2018.08.082. Epub

2018 Oct 27.
Abstract

Background: Inferior vena cava thrombosis (IVCT), although rare, has a

potential for significant morbidity and mortality.

IVCT is often a result of IVC filter thrombosis, but it can also occur de novo.

Although anticoagulation remains the standard of care, endovascular

techniques to restore IVC patency have become key adjunctive therapies in

recent years.

This study examines a single-center experience with diagnosis and

management of IVCT.

Methods: A retrospective Institutional Review Board-approved review of a

single-center institutional database was screened to identify IVCT thrombosis

using International Classification of Diseases code 453.2 over a 3-year period.

Etiology of IVCT was separated into 2 groups: those with IVC thrombosis in the

setting of prior IVC filter place and those in whom IVCT occurred de novo.

Patient demographics, presenting characteristics, and management of IVCT

were examined. Treatment options included expectant management with

anticoagulation versus catheter-directed thrombolysis (CDT), mechanical

thrombectomy, stenting, or a combination. For those who underwent

intervention, technical success, defined as restoration of IVC patency, was

assessed.

Results: Forty-one unique patients were identified with radiographically

confirmed diagnosis of ICVT (mean age 61, range 25-91; 21 female, 51.2%).

Eighteen (43.9%) patients presented with thrombosed IVC filter.

Risk factors for venous thromboembolism included tobacco usage, current or

prior smoking (n = 17, 41.5%), history of prior deep vein thrombosis (n = 25,

61.0%), malignancy (n = 17, 41.5%), use of hormonal supplements (n = 3,

7.3%), known thrombophilia (n = 4, 9.8%), and obesity (body mass index:

mean 29, range 18.8-58.53). Eleven patients (26.8%) presented with

pulmonary embolism (PE), and of those 63.6% had IVC filter thrombosis

(n = 7). Risk of PE was not significantly different between those patients

presenting with a thrombosed IVC filter compared to those with de novo IVCT

(38.9% vs. 17.4%, P = 0.12) Management of IVCT included anticoagulation

alone (n = 27, 65.9%), CDT (n = 5, 12.2%), mechanical thrombolysis (n = 10,

24.4%), and adjunctive IVC stent (n = 3, 7.3%). Among the 14 (34.1%)

patients who had intervention for IVCT, patency was restored in 12 patients

(85.7%).

Conclusions:
 Inferior vena cava thrombosis (IVCT) is a rare event and is associated

with known risk factors for venous thromboembolism.

 Pulmonary embolism (PE) can occur in roughly 25% of patients

presenting with IVCT.

 Presence of a filter does not appear to confer an advantage in

preventing PE when IVCT occurs.

 Although majority of IVCT is managed with anticoagulation alone,

endovascular interventions, including lysis and stenting, can safely

restore patency in most properly selected patients.

Copyright © 2018 Elsevier Inc. All rights reserved.

PMID: 30982504 [Indexed for MEDLINE]
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31) THE EFFICACY AND SAFETY OF ANGIOJET RHEOLYTIC THROMBECTOMY IN THE TREATMENT OF SUBACUTE DEEP VENOUS THROMBOSIS IN LOWER EXTREMITY.
Song XJ, Liu ZL, Zeng R, Liu CW, Ye W.
Ann Vasc Surg. 2019 Jul;58:295-301.

doi: 10.1016/j.avsg.2018.11.017. Epub 2019 Feb 13.
Abstract

Background: The aim of this study is to examine the efficacy and safety of

AngioJet rheolytic thrombectomy for the treatment of subacute deep venous

thrombosis (DVT) in lower limbs.

Methods: A retrospective study was performed on 90 patients with

subacute DVT (15-90 days) in lower limbs in our center from November

2015 to December 2016.

In total, 27 patients with subacute DVT in lower limbs treated with AngioJet

rheolytic thrombectomy were included in the study, including 17 men and 10

women.

The onset time of thrombosis was between 15 and 75 days. Five patients were

diagnosed bilaterally; 5 patients were diagnosed in the right lower limb; and

17 patients were affected by thrombosis in left lower limb.

All the 27 cases received AngioJet rheolytic thrombectomy.

Results: After AngioJet thrombectomy, 17 cases were improved to grade II

(50-99%), and 10 cases were grade I (<50%). Nineteen cases were treated

with subsequent catheter-directed thrombolysis (CDT), and the average time

of thrombolysis was 3.2 days, with an average urokinase administration dose

of 7.32 million units.

Among the 27 cases, 21 of them received iliac venous balloon dilation, with 10

of them being implanted with the iliac vein stent; 12 stents were implanted in

total.

Finally, the angiography suggested that 25 cases (92.6%) obtained a

recanalization rate higher than grade II, and no serious complications occurred

during the perioperative period.

All patients were followed up regularly for 3 to 15 months, and 2 patients died

from malignant tumor during the follow-up period. Twenty-three cases were

followed up for more than 6 months; 17 cases finished 12-month follow-up.

The primary patency rate at 6 and 12 months was 96.3% and 88.9%,

respectively.

The Villalta score of postoperative post-thrombosis syndrome symptom at 6

and 12 months was 3.3 ± 2.8 and 3.5 ± 2.8, respectively.

Conclusions:
 It is safe and feasible to use the AngioJet rheolytic thrombectomy in the

treatment of subacute DVT in lower limbs.

 In patients without high risk of bleeding, combination of AngioJet

thrombectomy and CDT is an effective treatment to reduce the

thrombus volume.

Copyright © 2019 Elsevier Inc. All rights reserved.

PMID: 30769071 [Indexed for MEDLINE]

Full text at journal site

https://www.ncbi.nlm.nih.gov/m/pubmed/30769071/

32) ENDOVASCULAR MANAGEMENT OF ACUTE LOWER LIMB DEEP VEIN THROMBOSIS.
A Systematic Review and Meta-analysis.
Thomas M, Hollingsworth A, Mofidi R.
Ann Vasc Surg. 2019 Jul;58:363-370.

doi: 10.1016/j.avsg.2018.12.067. Epub 2019 Feb 13.
Abstract

Background: Deep vein thrombosis (DVT) is associated with significant

complications, including the development of post-thrombotic syndrome (PTS).

Traditional management is with oral anticoagulation, but the endovascular

techniques of catheter-directed thrombolysis (CDT),

pharmacomechanical thrombolysis, and venous stenting are now

increasingly used.

This study aims to review the evidence for these endovascular techniques in

the management of acute lower limb DVT, and their role in the reduction of

complications such as post-thrombotic syndrome PTS.

Methods: A systematic review and meta-analysis was carried out, with

studies that compared

 catheter-directed thrombolysis (CDT),

 pharmacomechanical thrombolysis, and/or

 venous stenting

 with oral anticoagulation included.

Primary outcome measure was the incidence of post-thrombotic syndrome

PTS; secondary outcome measures were the incidence of recurrent venous

thromboembolism (VTE) and bleeding complications.

Treatment effects were calculated as risk ratios (RR) with their 95% confidence

interval (CI).

Results: Five studies met the final inclusion criteria. CDT reduced the

incidence of PTS (RR 0.56, 95% CI 0.43-0.73), whereas pharmacomechanical

thrombolysis had only a minor effect on the incidence of PTS that did not

achieve statistical significance (RR 0.87, 95% CI 0.75-1.01).

Recurrent VTE following CDT was reduced compared to oral anticoagulation

(RR 0.62, 95% CI 0.34-1.13), while bleeding complications were more likely

following CDT (RR 5.11, 95% CI 2.16-12.08).

Conclusions:
 Catheter-directed thrombolysis (CDT) decreases the incidence of postthrombotic

syndrome (PTS) when treating iliofemoral Deep Vein

Thrombosis (DVT), but pharmacomechanical thrombolysis does not.

 Catheter-directed thrombolysis (CDT) also reduces the incidence of

recurrent venous thromboembolism (VTE) but leads to more bleeding

complications when compared to oral anticoagulation.

 Further randomized controlled trials are needed to determine the role of

endovascular management of Deep Vein Thrombosis (DVT) occurring

below the iliofemoral level, and the role of venous stenting.

Copyright © 2019 Elsevier Inc. All rights reserved.

PMID 30769054 [Indexed for MEDLINE]

Full text at journal site

https://www.ncbi.nlm.nih.gov/m/pubmed/30769054/

33) THE POST-THROMBOTIC SYNDROME.
Kahn SR.
Hematology Am Soc Hematol Educ Program. 2016 Dec 2;2016(1):413-418.
Abstract

The post-thrombotic syndrome (PTS) is a frequent, sometimes disabling

complication of deep vein thrombosis (DVT) that reduces quality of life and is

costly.

This article discusses risk factors for PTS after DVT and available means to

prevent and treat PTS, with a focus on new information in the field.

After DVT, PTS will develop in 20% to 50% of patients, and severe PTS,

including venous ulcers, will develop in 5% to 10%.

The principal risk factors for PTS are anatomically extensive DVT, recurrent

ipsilateral DVT, persistent leg symptoms 1 month after acute DVT, obesity, and

older age.

By preventing the initial DVT and ipsilateral DVT recurrence, primary and

secondary prophylaxes of DVT will prevent cases of PTS.

Based on recent evidence from a large multicenter trial, routine use of elastic

compression stockings (ECS) after DVT to prevent PTS is not advocated, but

in patients with DVT-related leg swelling that is bothersome, a trial of ECS is

reasonable.

Selecting DVT patients for catheter-directed thrombolytic treatment as a

means of preventing PTS should be done on a case-by-case basis, with a focus

on patients with extensive thrombosis, recent symptoms onset, and low

bleeding risk.

For patients with established PTS, daily use of ECS may help to relieve

symptoms and edema.

Intermittent compression devices can be tried in patients with moderateto-

severe PTS whose symptoms are inadequately controlled with ECS alone.

A supervised exercise training program may improve PTS symptoms.

Management of post-thrombotic ulcers should ideally involve a multidisciplinary

approach.

Important areas for future research are summarized.

© 2016 by The American Society of Hematology. All rights reserved.

PMID: 27913509
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DOI: 10.1182/asheducation-2016.1.413 [Indexed for MEDLINE]

34) POST THROMBOTIC SYNDROME.
Busuttil A, Lim CS, Davies AH.
Adv Exp Med Biol. 2017;906:363-375.
Abstract

Venous insufficiency following deep venous thrombosis is known as the post

thrombotic syndrome.

Whilst its presentation and symptoms can vary slightly between individuals, it

can have a profound effect on quality of life.

Symptoms range from mild limb swelling to severe intractable ulceration.

A number of scoring systems have been developed to help monitor the disease

progression, response to treatment as well as to classify patients for research

purposes.

Treatment involves a combination of therapies, including compression

stockings, venous stenting for out flow obstruction and in some instances deep

venous bypass.

A considerable effort is made in preventing post thrombotic syndrome with a

number of trials looking into the effect of prompt and stable anticoagulation,

the effect of compression stockings, the effect of exercise and the outcomes

following early thrombus removal strategies such as catheter directed

and pharmacomechanical thrombolysis.

PMID: 27628001

DOI: 10.1007/5584_2016_126

35) COMPRESSION THERAPY FOR PREVENTION OF POST-THROMBOTIC SYNDROME.
Appelen D, van Loo E, Prins MH, Neumann MH, Kolbach DN.
Cochrane Database Syst Rev. 2017 Sep 26;9:CD004174.

doi: 10.1002/14651858.CD004174.pub3.
Abstract

Background:
Post-thrombotic syndrome (PTS) is a long-term complication of deep vein

thrombosis (DVT) that is characterised by chronic pain, swelling, and skin

changes in the affected limb. One of every three people with DVT will

develop post-thrombotic complications within five years.

Several non-pharmaceutical measures are used for prevention of postthrombotic

syndrome during the acute phase of DVT. These include elevation

of the legs and compression therapy.

Clinicians and guidelines differ in their assessment of the utility of compression

therapy for treatment of DVT.

This is an update of a review first published in 2003.

Objectives:
To determine relative effectiveness and rate of complications when

compression therapy is used in people with deep vein thrombosis (DVT) for

prevention of post-thrombotic syndrome (PTS).

Search methods:
For this update, the Cochrane Vascular Information Specialist (CIS) searched

the Cochrane Vascular Specialised Register (20 March 2017) and CENTRAL

(2017, Issue 2).

The CIS also searched trial registries for details of ongoing or unpublished

studies.

Selection criteria:
We included randomised controlled trials (RCTs) and controlled clinical trials

(CCTs) of compression therapy, such as bandaging and elastic stockings, in

people with clinically confirmed DVT.

The primary outcome was the occurrence of PTS.

Data collection and analysis:
Two review authors (DK and EvL) identified and assessed titles and abstracts

for relevance, and a third review author (DA) verified this assessment

independently. Review authors imposed no restrictions on date or language of

publications. Three review authors (DA, DK, EvL) used data extraction sheets

to independently extract study data. We resolved disagreements by discussion.

Main results:
We identified 10 RCTs with a total of 2361 participants that evaluated

compression therapy. The overall methodological quality of these trials was

low. We used only five studies in meta-analysis owing to differences in

intervention types and lack of data.

Three studies compared elastic compression stockings (pressure of 30 to 40

mmHg at the ankle) versus no intervention. Two studies compared elastic

compression stockings (pressure 20 to 40 mmHg) versus placebo stockings.

Overall, use of elastic compression stockings led to a clinically significant

reduction in the incidence of PTS (risk ratio (RR) 0.62, 95% confidence interval

(CI) 0.38 to 1.01; P = 0.05; 1393 participants; 5 studies; low-quality

evidence); no reduction in the incidence of severe PTS (RR 0.78, 95% CI 0.53

to 1.15; P = 0.21; 1224 participants; 4 studies; low-quality evidence); and no

clear difference in DVT recurrence (RR 0.94, 95% CI 0.69 to 1.28; 1212

participants; 4 studies; P = 0.69; low-quality evidence).

We did not pool data on the incidence of pulmonary embolism because this

information was poorly reported, but we observed no differences between

groups included in individual studies (low-quality evidence).

Two studies evaluated effects of compression in the acute phase versus no

compression treatment and found no differences in the incidence of PTS (RR

0.76, 95% CI 0.49 to 1.16; P = 0.2; 101 participants).

One study reported that thigh-length stockings did not provide better

protection against development of PTS than knee-length stockings (RR 0.92,

95% CI 0.66 to 1.28; P = 0.6; 267 participants).

Another trial reported that wearing compression stockings for two years

seemed to be superior to wearing them for one year in terms of PTS incidence.

Two of the 10 included studies described patient satisfaction and quality of life

(moderate-quality evidence), using different measurement systems.

The first study showed significant improvement in well-being and DVT-related

quality of life with compression treatment (P < 0.05) compared with bed

rest, and the second study showed no differences in quality of life scores

between compression and placebo groups.

Four studies poorly reported side effects (low-quality evidence) that included

itching, erythema, and other forms of allergic reaction and described no

serious adverse events.

Compliance with wearing of compression stockings was generally high

but varied across studies.

Authors' conclusions:
Low-quality evidence suggests that elastic compression stockings may

reduce the occurrence of PTS after DVT.

We downgraded the quality of evidence owing to considerable

heterogeneity between studies and lack of or unclear risk of blinding due

to clinical assessment scores.

No serious adverse effects occurred in these studies.

Large randomised controlled trials are needed to confirm these findings

because of current lack of high-quality evidence and considerable

heterogeneity.

36) INFANTILE HAEMANGIOMA
Christine Léauté-Labrèze et al.
http://dx.doi.org/10.1016/S0140-6736(16)00645-0
Summary

With a prevalence of 4·5%, infantile haemangiomas are the most common

benign tumours of infancy, arising in the first few weeks of life and

exhibiting a characteristic sequence of growth and spontaneous involution.

Most infantile haemangiomas do not require therapy. However, to identify

at-risk haemangiomas, close follow-up is crucial in the first weeks of life;

80% of all haemangiomas reach their final size by 3 months of age. The

main indications for treatment are life-threatening infantile haemangioma

(causing heart failure or respiratory distress), tumours posing functional

risks (eg, visual obstruction, amblyopia, or feeding difficulties), ulceration,

and severe anatomic distortion, especially on the face.

Oral propranolol is now the first-line treatment, which should be

administered as early as possible to avoid potential complications.

Haemangioma shrinkage is rapidly observed with oral propranolol,

but a minimum of 6 months of therapy is recommended.

http://www.thelancet.com/journals/lancet/article/PIIS0140-

6736(16)00645-0/fulltext?elsca1=etoc

37) TUMORES VASCULARES COMO MARCADORES SINDRÓMICOS
      VASCULAR TUMORS AS SYNDROMIC INDICATORS
M. Hervella, M.E. Iglesias
An. Sist. Sanit. Navar. 2004; 27 (Supl. 1): 33-44.
Resumen
Los hemangiomas pueden ser marcadores o signos guía de síndromes graves. Aunque menos conocidos que los relacionados con malformaciones vasculares,

existen algunos síndromes de importante valor diagnóstico que se asocian a hemangiomas. El reconocimiento precoz de los hemangiomas de alto riesgo, junto a una rápida actuación, puede ayudar a minimizar su morbilidad futura. Los hemangiomas en neonatos requieren un seguimiento especial, debido a

que su patrón de crecimiento puede ser imprevisible a una edad tan temprana.

Diversas presentaciones clínicas son relevantes por su riesgo de asociación sindrómica: los hemangiomas cervicofaciales, especialmente los de gran tamaño, pueden ser marcadores de trastornos dismórficos graves como el síndrome PHACE(S). Los que se distribuyen en el área de la barba se asocian en ocasiones a hemangiomas de la vía aérea. Los hemangiomas lumbosacros

suelen ocultar un disrafismo espinal o malformaciones anorrectales y urogenitales. Los hemangiomas cutáneos múltiples pueden ser signo de una

hemangiomatosis visceral, con más frecuencia hepática, que se complique con insuficiencia cardíaca o enfermedad tiroidea. Por último, existen dos neoplasias vasculares de crecimiento rápido e invasor, distintas del hemangioma del lactante (el hemangioendotelioma kaposiforme y el angioblastoma o hemangioma “en penachos”), que son marcadores del síndrome de Kasabach-Merritt.

Palabras clave. Hemangioma del lactante. Tumor vascular. Hemangiomatosis. Marcador clínico. Síndrome PHACE(S).

Abstract
Haemangiomas can be indicators or clue signs for serious syndromes. Although less well known than those related to vascular malformations, there are some syndromes of important diagnostic value that are associated with haemangomias. Early recognition of problematic haemangiomas, together with a prompt intervention, may help to minimize their future morbidity. Neonatal haemangiomas warrant a special follow-up, since their growth pattern might be unpredictable at such an early age. Several clinical presentations are relevant because of their risk of syndromic association: cervicofacial haemangiomas, especially the extensive ones, may be markers for severe dysmorphic conditions like the PHACE(S) syndrome. Those distributed in the beard area are occasionally associated with haemangiomas of the airway. Lumbosacral haemangiomas usually hide an underlying spinal dysraphism or anorectal and urogenital anomalies. Multiple cutaneous haemangiomas may be a sign of visceral haemangiomatosis, most often hepatic, which becomes complicated by cardiac insufficiency or thyroid disease. Finally, there are two

vascular neoplasms of rapid and invasive growth – kaposiform haemangioendothelioma and angioblastoma or tufted angioma – which, unlike infantile haemangioma, are markers for the Kasabach-Merritt syndrome.

Key words. Infantile haemangioma. Vascular tumour. Haemangiomatosis. Clinical marker. PHACE(S) syndrome.
TERAPIA ANTICOAGULANTE

1) ANTIDOTE FOR FACTOR XA INHIBITORS PASSES ANOTHER TEST IN ANNEXA-A STUDY 
Michael O'Riordan 
http://www.medscape.com/viewarticle/842824?nlid=79386_1382&src=wnl_edit_medn_surg&uac=121243HY&spon=14
SAN FRANCISCO, CA — The makers of a novel antidote that reverses the anticoagulant effects of the factor Xa inhibitors announced today that the second part of a phase 3 study testing the agent met its primary end point[1]. 

The antidote, an intravenous bolus of andexanet alfa (Portola Pharmaceuticals, San Francisco, CA), produced a "rapid reversal" of the anticoagulant effect of apixaban (Eliquis, Bristol-Myers Squibb/Pfizer) in the ANNEXA-A study, according to the company. 

The first part of the study, in which 33 healthy volunteers were treated with apixaban 5 mg twice daily for 4 days and then randomized to andexanet alfa 400 mg or placebo, was previously reported by heartwire . 

In the second part of the trial, 31 healthy volunteers were again treated with apixaban 5 mg twice daily for 4 days and randomized to andexanet alfa 400 mg plus a continuous infusion of 4 mg/min for 120 minutes or to placebo. 

The full results of the ANNEXA-A study will be presented at an upcoming scientific meeting, but the company said the study met the primary and secondary end points with a degree of high statistical significance. 

In the trial, the reversal of the anticoagulant effect of apixaban with andexanet alfa was measured by anti–factor Xa activity, an end point the US Food and Drug Administration (FDA) and the European Medicines Agency have agreed is an acceptable primary end point. 

The FDA has designated andexanet alfa a breakthrough therapy, which is meant to help accelerate the development and review of drugs for serious or life-threatening conditions. The designation is given when early evidence suggests the agent represents a substantial improvement over existing therapies on one or more significant end points. 

Unlike bleeding caused by warfarin, which can be reversed using low-dose vitamin K1, there is nothing yet available for reversing bleeding caused by the novel oral anticoagulants or for stopping the anticoagulant effects of the drugs in patients who need emergency surgery. 

In the past few months, Portola also announced positive data from the ANNEXA-R study. In that trial, andexanet alfa significantly reversed the anticoagulant effect of rivaroxaban (Xarelto, Bayer Pharma/Janssen Pharmaceuticals). It is currently being tested in patients treated with edoxaban (Savaysa, Daiichi-Sankyo), the newest oral anticoagulant approved by the FDA, but those results are not yet known. 

Boehringer Ingelheim is in the process of developing an antidote specific to its own drug, dabigatran (Pradaxa), a direct thrombin inhibitor. That antidote, idarucizumab, also has FDA breakthrough status

http://www.medscape.com/viewarticle/842824?nlid=79386_1382&src=wnl_edit_medn_surg&uac=121243HY&spon=14

2) IDARUCIZUMAB FOR DABIGATRAN REVERSAL 
Charles V. Pollack, et al.
N Engl J Med 2015; 373:511-520 August 6, 2015 DOI: 10.1056/NEJMoa1502000 
Background 
Specific reversal agents for non–vitamin K antagonist oral anticoagulants are lacking. 

Idarucizumab, an antibody fragment, was developed to reverse the anticoagulant effects of dabigatran. 

Methods 
We undertook this prospective cohort study to determine the safety of 5 g of intravenous idarucizumab and its capacity to reverse the anticoagulant effects of dabigatran in patients who had serious bleeding (group A) or required an urgent procedure (group B). The primary end point was the maximum percentage reversal of the anticoagulant effect of dabigatran within 4 hours after the administration of idarucizumab, on the basis of the determination at a central laboratory of the dilute thrombin time or ecarin clotting time. 

A key secondary end point was the restoration of hemostasis. 

Results 
This interim analysis included 90 patients who received idarucizumab (51 patients in group A and 39 in group B). Among 68 patients with an elevated dilute thrombin time and 81 with an elevated ecarin clotting time at baseline, the median maximum percentage reversal was 100% (95% confidence interval, 100 to 100). Idarucizumab normalized the test results in 88 to 98% of the patients, an effect that was evident within minutes. Concentrations of unbound dabigatran remained below 20 ng per milliliter at 24 hours in 79% of the patients. Among 35 patients in group A who could be assessed, hemostasis, as determined by local investigators, was restored at a median of 11.4 hours. Among 36 patients in group B who underwent a procedure, normal intraoperative hemostasis was reported in 33, and mildly or moderately abnormal hemostasis was reported in 2 patients and 1 patient, respectively. One thrombotic event occurred within 72 hours after idarucizumab administration in a patient in whom anticoagulants had not been reinitiated. 

Conclusions 
Idarucizumab completely reversed the anticoagulant effect of dabigatran within minutes. 

3) SAFETY AND EFFICACY OF RIVAROXABAN COMPARED WITH WARFARIN IN PATIENTS UNDERGOING PERIPHERAL ARTERIAL PROCEDURES.
Talukdar A, et al. 
J Vasc Surg. 2017 Oct;66(4):1143-1148.
doi: 10.1016/j.jvs.2017.02.052. Epub 2017 Jul 14.
Abstract

Objective: Rivaroxaban is a United States Food and Drug Administrationapproved

oral anticoagulant for venous thromboembolic disease.

However, there is no information regarding the safety and its efficacy to

support its use in patients after open or endovascular arterial interventions.

We report the safety and efficacy of rivaroxaban vs warfarin in patients

undergoing peripheral arterial interventions.

Methods: This single-institution retrospective study analyzed all

sequential patients from December 2012 to August 2014 (21 months) who

were prescribed rivaroxaban or warfarin after a peripheral arterial

procedure.

Our study population was then compared using American College of Chest

Physicians guidelines with patients then stratified as low, medium, or high

risk for bleeding complications.

Statistical analyses were performed using the Student t-test and χ(2) test

to compare demographics, readmissions because of bleeding, and the need

for secondary interventions.

Logistic regression models were used for analysis of variables associated

with bleeding complications and secondary interventions. The Fisher exact

test was used for power analysis.

Results: There were 44 patients in the rivaroxaban group and 50 patients

in the warfarin group. Differences between demographics and risk factors

for bleeding between groups or reintervention rate were not statistically

significant (P = .297).

However, subgroup evaluation of the safety profile suggests that patients

who were aged ≤65 years and on warfarin had an overall higher incidence

of major bleeding (P = .020).

Patients who were aged >65 years, undergoing open operation, had a

significant risk for reintervention (P = .047) when they received

rivaroxaban.

Conclusions:
 Real-world experience using rivaroxaban and warfarin in patients

after peripheral arterial procedures suggests a comparable safety and

efficacy profile.

 Subgroup analysis of those requiring an open operation demonstrated

a decreased bleeding risk when rivaroxaban was used (in those

aged <65 years) but an increased risk for secondary interventions.

 Further studies with a larger cohort are required to validate our

results.

Copyright © 2017 Society for Vascular Surgery. Published by Elsevier Inc. All rights reserved.
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4) MANAGING BLEEDS FROM ORAL ANTICOAGULANTS
 American College of Cardiology (ACC) Issues Guidance

Marlene Busko

December 13, 2017
WASHINGTON, DC — The American College of Cardiology (ACC) has issued

an expert consensus document, with "decision pathways" to guide clinicians

in the management of major or minor bleeding in patients on oral

anticoagulants [1]. The document, published in the December 19, 2017 issue of the Journal of the American College of Cardiology, complements the 2017 ACC expert consensus decision pathway for periprocedural management of
anticoagulation in patients with nonvalvular atrial fibrillation [2]. 
"The primary objective of this decision pathway is to provide a clinically

applicable, easily referenced conceptual framework to support clinician

decision making while caring for patients with bleeding complications during

[oral anticoagulant] therapy," writing committee chair Dr Gordon F

Tomaselli (Johns Hopkins School of Medicine, Baltimore, MD) states.

"The manuscript really helps to come up with decision pathways in first

assessing the level of severity of the bleed, understanding how to use

reversal agents, when to restart your anticoagulation, and how to do that,"

writing committee member Dr Roxana Mehran (Icahn School of Medicine at

Mount Sinai, New York City) told theheart.org | Medscape Cardiology.

"We did talk a lot about the [direct oral anticoagulants] DOACs—when the

special assays are available and when they're not and what to do as far as

lab measurements," she added, and the document also has an "important

section on clinician-patient discussion."

Six easy-to-follow sequential treatment algorithms and seven

comprehensive tables accompany the text.

"One of the nice things about [this guidance] is that it really does give you

great graphics of how to go from one step to the next, by answering

questions 'yes' or 'no' and moving into the different algorithm," Mehran

said. "That's the most unique portion of this important document."

The document addresses bleeding that arises from treatment with a DOAC—

dabigatran (Pradaxa, Boehringer Ingelheim), rivaroxaban (Xarelto,

Bayer/Janssen Pharmaceuticals), apixaban (Eliquis, Bristol-Myers

Squibb/Pfizer), or edoxaban (Savaysa/Lixiana, Daiichi Sankyo)—or a

vitamin K antagonist (warfarin), for any indication, including atrial

fibrillation (AF) in the absence of a prosthetic valve or venous

thromboembolism.

Major bleeding is defined as "bleeding that is associated with hemodynamic

compromise, occurs in an anatomically critical site, requires transfusion (>2

U of packed red blood cells), or results in a hemoglobin drop >2 g/dL."

All other bleeding is defined as nonmajor bleeding.

"The assessment of bleed severity in patients treated with OACs and/or

antiplatelet therapy is crucial for treatment decisions to achieve hemostasis

and preserve organ function," the document stresses.

"Measurement of anticoagulant activity is a key step in the evaluation of an

anticoagulated patient who presents with clinically relevant bleeding," they

add, going on to describe how to do this.

Patients taking a vitamin K antagonist may be evaluated with the

prothrombin time/international normalized ratio (INR).

The best tests for assessing the anticoagulant activity of dabigatran

include

 the dilute thrombin time,

 ecarin clotting time, and

 ecarin chromogenic assay.

The preferred test for assessing apixaban, edoxaban, and rivaroxaban

is a chromogenic anti-Xa assay, but these tests are not widely available.

The authors provide two tables with suggestions for lab measurement of

DOACs, when specialized assays are available and when they are not.

They go on to provide a detailed explanation of how to manage major

bleeds and minor bleeds and then discuss OAC reversal strategies.

"In a life-threatening or critical site bleed or in situations in which bleeding

cannot be controlled, reversal of OACs is required," they write.

Reversal agents include repletion strategies such:

 a prothrombin complex concentrate,

 plasma,

 vitamin K, and

 idarucizumab (Praxbind, Boehringer Ingelheim) for dabigatran.

The document describes considerations for restarting and for delaying

anticoagulation.

"Optimal patient engagement in the decision to restart anticoagulation

involves shared decision-making with patients and care providers," they

stress, and in a table they summarize what to discuss.

The expert consensus also covers medications that increase the risk of a

bleeding event; gastrointestinal bleeding; intracranial hemorrhage (the

most feared complication of anticoagulation therapy); and restarting

anticoagulation after a surgery or procedure.

The ACC has two related free apps for clinicians, Mehran points out.

The updated AnticoagEvaluator app is designed to help clinicians make

informed decisions about antithrombotic therapy for patients with

nonvalvular AF, and the BridgeAnticoag app is designed manage

anticoagulation around an invasive procedure for a patient with nonvalvularAF. 
"Patients who require anticoagulation are an at-risk patient population," she

said, "and I think improving the quality of their health outcomes… is

crucially important, so this expert document in the important decision

pathways will hopefully help develop that."
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5) EDOXABAN FOR THE TREATMENT OF VENOUS THROMBOEMBOLISM IN PATIENTS WITH CANCER
Editorial
Jack Hirsh, M.D., and Jeffrey S. Ginsberg, M.D.
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Cancer is a strong risk factor for venous thromboembolism.1

For decades, standard treatment for all patients with venous thromboembolism

consisted of heparin followed by warfarin.

The rate of recurrent venous thromboembolism among patients receiving

warfarin was consistently higher in those with cancer than in those without

cancer.2

The possible reasons for the high rate of recurrence include an erratic

international normalized ratio, procedure-related interruption of anticoagulant

treatment, and cancer-mediated hypercoagulability.1, 3

Randomized, controlled trials comparing low-molecular-weight heparin

with warfarin for the treatment of venous thromboembolism in patients with

cancer showed that the rate of bleeding was similar with the two

treatments, but the rate of recurrent venous thromboembolism was

approximately 11% with warfarin and 7% with low-molecular-weight heparin.2

On the basis of these results, practice guidelines recommend long-term

low-molecular-weight heparin therapy for patients with cancer who have venous thromboembolism.

However, low-molecular-weight heparin therapy is far from ideal, because

many patients do not wish to receive daily injections over the long term.4, 5
Treatment with direct oral anticoagulant agents (DOACs. Originalmente

NOACs. Dr. Yara), which are given in fixed oral doses, is a potential alternative

to therapy with warfarin or low-molecular-weight heparin. 6

On the basis of the results of large, phase 3 trials, several direct oral

anticoagulants have been approved for the treatment of acute venous

thromboembolism. 7

Subgroup analyses of these studies showed that treatment with direct oral

anticoagulants is at least as effective and safe as warfarin therapy

among patients with cancer who have venous thromboembolism. 2

In this issue of the Journal, the Hokusai VTE Cancer Investigators report the

results of a large, randomized, controlled trial comparing a direct oral

anticoagulant agent (edoxaban) with a low-molecular-weight heparin

(dalteparin) for the treatment of venous thromboembolism in patients

with cancer.8

In this multicenter, open-label, noninferiority trial, 1050 patients with cancer

and acute venous thromboembolism were randomly assigned to receive lowmolecular-weight heparin for at least 5 days followed by oral edoxaban at a

dose of 60 mg once daily (edoxaban group) or subcutaneous dalteparin at

a dose of 200 IU per kilogram of body weight once daily for 1 month followed

by dalteparin at a dose of 150 IU per kilogram once daily (dalteparin group).

The daily dose of edoxaban was 30 mg in patients with a reduced creatinine clearance (30 to 50 ml per minute) or a body weight of 60 kg or less. Treatment was continued for a minimum of 6 months.
The primary outcome was a composite of recurrent venous

thromboembolism OR major bleeding at 12 months.

Edoxaban was noninferior to dalteparin (rate of the primary outcome, 12.8% vs. 13.5%; hazard ratio, 0.97; 95% confidence interval, 0.70 to 1.36; noninferiority margin, 1.50). The rate of recurrent venous thromboembolism

was numerically lower with edoxaban than with dalteparin (7.9% vs. 11.3%, P=0.09), but the rate of major bleeding was significantly higher (6.9% vs. 4.0%, P=0.04), a difference driven largely by an excess in upper

gastrointestinal bleeding (in patients with gastrointestinal cancers) with

edoxaban. There were six deaths related to venous thromboembolism in the

edoxaban group and four in the dalteparin group. There were two deaths

related to bleeding, both in the dalteparin group.

In conformity with current practice, the decision to continue treatment

after 6 months was left to the treating physician. A higher percentage of

patients in the edoxaban group than in the dalteparin group continued

treatment for 12 months (38.3% vs. 29.4%), a finding that is consistent with reports of greater adherence to oral treatment than to subcutaneous treatment in observational studies. 4, 5
The higher rate of continuation beyond 6 months with edoxaban than with

dalteparin widened the difference between the two groups in the rate of

venous thromboembolism at 12 months, but the effect was small.

Thus, between 6 and 12 months, venous thromboembolism occurred in 7

patients (1.3%) in the edoxaban group and in 13 patients (2.5%) in the

dalteparin group. The results at 6 months showed a similar trend to the resultsat 12 months, and the on-treatment analysis also showed more primaryoutcome events in the dalteparin group than in the edoxaban group.

The results of the SELECT-D trial (Anticoagulation Therapy in Selected Cancer

Patients at Risk of Recurrence of Venous Thromboembolism), a pilot

randomized, controlled trial comparing rivaroxaban therapy with dalteparin

therapy in 406 patients with cancer, have been presented.9 The results are

consistent with those of the Hokusai VTE Cancer trial.

In the SELECT-D trial, the rate of recurrent venous thromboembolism at 6

months was 4% among patients assigned to receive rivaroxaban and 11%

among those assigned to receive dalteparin. The rate of major bleeding was

higher with rivaroxaban than with dalteparin (5% vs. 3%), as was the rate ofclinically relevant nonmajor bleeding (12% vs. 3%).

The results of several ongoing randomized trials — including the CARAVAGGIO

trial (Apixaban for the Treatment of Venous Thromboembolism in Patients withCancer; ClinicalTrials.gov number, NCT03045406) and the CANVAS trial (Direct Oral Anticoagulants versus Low-Molecular-Weight Heparin with or without Warfarin for Venous Thromboembolism in Cancer; ClinicalTrials.gov

number, NCT02744092) — should provide additional information on the

value of direct oral anticoagulants in the treatment of venous thromboembolism in patients with cancer.

In the meantime, the Hokusai VTE Cancer trial, which was performed well and produced convincing results, provides physicians and their patients with cancer with an effective treatment for venous thromboembolism that is moreconvenient than low-molecular-weight heparin.

Not all patients with cancer and venous thromboembolism are candidates for edoxaban therapy.

The use of direct oral anticoagulants should be avoided in patients

with a creatinine clearance of less than 30 ml per minute, and their use

in patients with gastrointestinal cancer should be based on patient preference.

Some patients may choose the convenience of an oral agent despite an

increased risk of gastrointestinal bleeding.

Disclosure forms provided by the authors are available with the full text of this editorial at NEJM.org. Author Affiliations From the Department of Medicine, McMaster University, Hamilton, ON, Canada.
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6) EFFECTIVENESS AND SAFETY OF RIVAROXABAN COMPARED TO ACENOCUMAROL AFTER INFRAINGUINAL SURGICAL REVASCULARIZATION.
Ferreira V, et al
Ann Vasc Surg. 2019 Feb;55:78-84.

doi: 10.1016/j.avsg.2018.06.008. Epub 2018 Aug 10.
Abstract

Background: Optimal antithrombotic therapy after lower limb

infrainguinal revascularization remains a controversial topic.

The use of anticoagulants, alone or in combination with antiplatelet drugs, can

potentially improve patency rate and limb salvage, particularly in patients with

risk factors for early thrombosis.

Bleeding is the main complication of long-term anticoagulant use.

New oral anticoagulants can represent an attractive alternative to the

standard vitamin K antagonists.

The objective of the study is to evaluate the effectiveness (bypass occlusion

and major amputation) and safety (major bleeding and all-cause mortality) of

rivaroxaban compared to acenocumarol after infrainguinal lower limb surgical

revascularization.

Material and methods: Retrospective cohort study of patients with

peripheral arterial disease submitted to lower limb infrainguinal bypass

revascularization with vein or expanded polytetrafluoroethylene conduit, who

were anticoagulated with acenocumarol or rivaroxaban after hospital

discharge.

Patients with proximal revascularization, revascularization due to any

pathology other than peripheral arterial disease, coagulation disorder, stroke

or acute myocardial infarction in less than 30 days, glomerular filtration rate

<15 mL/min, or on hemodialysis were excluded.

Results: One hundred nine patients were included (78.9% male), with a

mean age of 64.8 years. After hospital discharge, 40 patients (36.7%) were

medicated with rivaroxaban and 69 patients (63.3%) with acenocumarol.

At 1 year of follow-up, patients under rivaroxaban and acenocumarol

presented comparable major amputation rates (12.5 % vs. 10.1%, P = 0.756),

bypass occlusion (22.5% vs. 24.6 %, P = 0.769), and mortality rate (10% vs.

8.7%, P = 0.756).

Major bleeding occurred in 13.8% of patients. Patients with renal dysfunction

had significantly higher bleeding risk with acenocumarol (45.5% vs. 0%,

P = 0.028) compared to rivaroxaban, while patients with normal renal function

presented similar bleeding rates with both anticoagulants (6.1% vs. 6.4%,

P = 0.953).
Conclusions:
 Rivaroxaban has equivalent effectiveness to acenocumarol after

infrainguinal bypass revascularization, with similar occlusion, major

amputation, and mortality rates.

 Rivaroxaban has an improved safety profile in patients with moderate

renal dysfunction due to a significantly lower incidence of major

bleeding.

 In patients with normal renal function, rivaroxaban and acenocumarol

present equivalent major bleeding rates.
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