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Welcome Messages
Dear Colleagues and Friends,
I hope that you and your family are keeping healthy and safe.
It is my privilege and great pleasure to invite you to the 22nd Annual Congress of ASVS 2021 held from
October 11 to 13th in conjugating with Asian Venous Forum.
Although we have been preparing this meeting as hybrid style to look forward to meeting you face
to face, we have finally decided that ASVS/AsVF meeting this year should be virtual meeting
because COVID-19 pandemic has become critical.
Even virtual style, organizing committee and scientific committee members are preparing very
attractive contents including kinds of “New Style” as follows:
-	Best Oral Presentation Award: Plenary session will decide three Gold and four Silver medalists
as oral presentation award!
-

Best poster Award: Gold, Silver, and Bronze medalists will present their poster.

-

Symposiums will provide and discuss new topics

-

Selected many free papers from entire Asia and Oceania will be presented.

-	Video session “Let’s learn from Legendary Surgeon”: Open surgeries as well as endovascular
interventions are presented by legends!
-	Distal Bypass Olympic Game through Internet: Gold, Silver, and Bronze medalists will be
decided.
All contents will be seen Webinar, and audiences from all over the Asia and Oceania can ask question
live!
I hope that you can enjoy ASVS/ AsVF 2021 Web Meeting as your style.
Thank you very much for supporting ASVS and AsVF.

Nobuyoshi Azuma, M.D., Ph.D.
President, Asian Society for Vascular Surgery 2021
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Welcome Messages
Greetings! Welcome to the 22nd Congress of the Asian Society of Vascular Surgery (ASVS).
First, this meeting provides new techniques and approaches for resolving vascular diseases. In the
endovascular field, we introduce new devices and methods. In the surgical sphere, we offer many
presentations on the latest advances in surgical treatment. We also provide insight on the core issues
in endovascular care.
Second, since the Covid-19 pandemic is still influencing our daily life, this meeting has a hybrid style.
Thank you for cooperating as we tackle this difficult situation. Safety is the most critical priority to
us. Therefore, since we decided on a web-based virtual meeting for the ASVS meeting, we prepared
some thought-provoking sessions, which will be stimulating and valuable. Please be sure to join us!
Third, we would like to thank the Asian vascular surgeons and their organizations for holding this
conference, the 22 nd Congress of ASVS. Many important presentations will be submitted and
discussed with influential scientific minds.
Finally, we will ensure to make this a meaningful conference. Your cooperation is essential as we
navigate the challenges of the Covid-19 pandemic.
Please enjoy!

Shinsuke Kikuchi, M.D.,Ph.D.
On behalf of the ASVS2021 Organizing Team,
Chairman of the Organizing Committee
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60 min=15.6

Timetable

Day 1 - October 11

8:00

9:00

10:00

11:00

12:00

13:00

12:45-13:00 ASVS2021

Opening Remarks

13:00-14:00

Luncheon Seminar 1

14:00

Sponsored by W. L. Gore & Associates G.K.
14:10-15:40

14:10-15:00

Oral Session 3

Symposium 1

15:00

Vascular surgery in COVID-19 pandemic
Moderator:
Takao Ohki, Chia-Hsun Lin

Rare Vascular Disease

15:10-16:00

Oral Session 4
15:40-15:50 Keynote

16:00

Lecture 1

Oral Session 1
PAD session 1 (PAD/DM foot/Aortoiliac)

17:00

Visceral

15:50-16:50
16:10-17:20

Oral Session 5
Vascular Access

17:00-18:00

Oral Session 2
PAD session 2 (PAD/DM foot/Aortoiliac)

18:00

Vascular Research, Training & Education

18:30-19:30

19:00

Sponsored Seminar 1
Moderator Hiroyoshi Komai
Sponsored by LeMaitre Vascular GK

20:00
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17:30-18:20

Oral Session 6

60 min=15.6

Timetable

Day 2 - October 12
SVS President Special Lecture
[Pre-recorded Presentation]

8:00

8:00-8:20
8:30-10:00

9:00

8:30-9:40

Symposium 2
CLTI treatment strategy
Moderator:
Tetsuro Miyata
Ahmet Kursat Bozkurt

Oral Session 8
Aortic session 1

10:00
10:10-11:20

10:10-12:30

Symposium 3

11:00

Distal Venous Arterialization
for no option CLTI
Moderator: Hiroyoshi Yokoi, Steven Kum
11:20-11:30 Keynote

Lecture 2

Distal Bypass Olympic
Junior class Games

11:30-12:20

Oral Session 7

12:00

Carotid / Upper extremity

12:40-13:40

13:00

Luncheon Seminar 2
Sponsored by Medtronic Japan Co., Ltd.

14:00

13:50-16:00

13:40-14:40

Oral Session 9
Aortic session 2

ASVS2021/16thAsVF Plenary Session

15:00

Moderator:
Stephen Cheng
Tomohiro Ogawa
Nobuyoshi Azuma

14:50-15:40

Oral Session 10
Aortic session 3

15:50-16:50

16:00
16:10-16:50

Video Lecture 1

Oral Session 11
Aortic session 4

Let's Learn from Legendary Surgeons

17:00

17:00-18:00

Sponsored Seminar 2
Negative pressure wound therapy to reduce the risk
of complications for severe vascular surgery cases.

18:00

Sponsored by 3M Japan Limited / KCI KK

18:00-19:00

ASVS2021/16thAsVF
Award Ceremony

19:00

20:00
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60 min=15.6

Timetable

Day 3 - October 13

8:00

8:00-10:20

9:00-9:10

9:00

Distal Bypass Olympic
Senior Class Games

9:10-10:20

Symposium 8
Venous thrombosis related COVID-19 in
Asia

10:00

11:00

12:00

13:00

Moderator: Makoto Mo, Sriram Narayanan

10:30-11:50

10:30-11:30

Symposium 4

Current Topics of Venous Diseases

Special Lecture of Venous Diseases 1:

Recent progress in AAA Treatment
Moderator: Hiroyuki Ishibashi, Zhong Chen

Moderator: Ravul Jindal, Takahiro Imai
Supported by Covidien Japan (Medtronic)

12:00-13:00

12:00-13:00

Luncheon Seminar 3

Luncheon Seminar 4

Sponsored by Boston Scientific Japan K.K.

Sponsored by Covidien Japan Inc.

13:10-14:30

13:10-14:30

Symposium 9 [Joint Sponsored Seminar]

Symposium 5

14:00

16thAsVF Opening Remarks

Tips of procedures for venous diseases

Thoracic and thoracoabdominal aorta:
Up to date
Moderator: Hitoshi Ogino, Chun Che Shih

14:00-15:30

14:40-16:20

ASVS2021/16thAsVF
E-Poster Award Presentation

15:00
Symposium 6

Moderator: Daisuke Akagi, Ngoh Chin Liew
Supported by biolitec AG/
Chemische Fabrik Kreussler & Co. GmbH/
Integral Corporation/LimFix Inc./Penumbra Inc.
14:40-15:40

AsVF Oral Session 1
Chronic venous diseases

Drug technology in Endovascular Era
Moderator: Hiroyoshi Komai, Osamu Iida
15:50-16:40

16:00

AsVF Oral Session 2
16:30-17:50

17:00

Venous thromboembolism and other
venous diseases

Symposium 7

16:50-18:10

Ruptured AAA: Open repair or EVAR

Symposium 10

Moderator: Nobuya Zempo, Yew Pung Leong

Lecture from AsVF President and
Councilors
Moderator: Dong-ik Kim, Yiu Che Chan

18:00

18:00-19:00

Video Lectures 2
Let's Learn from Legendary Surgeons

19:00
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Lecture from US, EU

Moderator: Yutaka Hosoi,
Dong-ik Kim

19:00-19:20

ASVS2021 Closing Remarks /
Introducing ASVS2022

20:00

18:20-19:00 Special Lecture of Venous Diseases 2:

19:00-19:10

16thAsVF Closing Remarks

Opening Remarks
October 11, 2021

Program

12:45-13:00

ASVS2021 Opening Remarks
Greetings from Congress President
Nobuyoshi Azuma (Department of Vascular Surgery, Asahikawa Medical University, Japan)

9:00-9:10

October 13, 2021

16th AsVF Opening Remarks
Greetings from Congress President
Takehisa Iwai (President of Japanese Society of Phlebology / Former president of Asian venous forum)
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SVS President Special Lecture
8:00-8:20

October 12, 2021

SVS President Special Lecture [Pre-recorded Presentation]
Moderator
SL1-1

Nobuyoshi Azuma (Department of Vascular Surgery, Asahikawa Medical University, Japan)

The Role of Multispecialty Practice in Vascular/Endovascular Surgery: Can We Work Together?
Ali F. AbuRahma (President of Society for Vascular Surgery / Department of Surgery, West Virginia University-Charleston
Division, Charleston, WV, USA)
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Keynote Lecture
October 11, 2021

Program

15:40-15:50

Keynote Lecture 1
Moderator
KL-1

Pramook Mutirangura (President of The Royal College of Surgeons of Thailand)

Current management of Thromboangiitis Obliterans (TAO) in the Endovascular Era
Kamphol Laohapensang (Division of Vascular and Endovascular Surgery, Department of Surgery, Chiang Mai University
Hospital, Chiang Mai, Thailand)

11:20-11:30

October 12, 2021

Keynote Lecture 2
Moderator
KL-2

Kunihiro Shigematsu (International University of Health and Welfare, Mita Hospital, Japan)

Primary closure vs patch angioplasty in carotid endarterectomy
Dong-ik Kim (Samsung Medical Center, Sungkyunkwan University, Korea)
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Symposium
14:10-15:40

October 11, 2021

Symposium 1
Vascular surgery in COVID-19 pandemic
Moderator

Takao Ohki (Jikei University of School of Medicine, Tokyo, Japan)
Chia-Hsun Lin (SHIN KONG WU HO-SU MEMORIAL HOSPITAL, SCHOOL OF MEDICINE, FU JEN
CATHOLIC UNIVERSITY, Taiwan)

SY1-1

Strategy for treating vascular emergencies during the COVID-19 pandemic in China
Jinsong Wang (Division of Vascular Surgery, The First Affiliated Hospital, Sun Yat-sen University, China)

SY1-2

Vascular Surgery and Covid-19 in Bangladesh
Niaz Ahmed Choudhury (VISITING PROFESSOR, NATIONAL HEART FOUNDATION, MIRPUR, DHAKA, BANGLADESH)

SY1-3

Vascular surgery in COVID-19 pandemic: Situation in Japan
Toshifumi Kudo (Div. of Vascular Surgery, Dep. of Surgery, Tokyo Medical and Dental University Graduate School of Medical and
Dental Sciences, Tokyo, Japan)

SY1-4

Vascular surgery in COVID-19 pandemic --Situation in Nepal
Sandeep Raj Pandey (Annapunra hospital, Norvic Hospital, Nepal)

8:30-10:00

October 12, 2021

Symposium 2
CLTI treatment strategy
Moderator

Tetsuro Miyata (Office of Medical Education, School of Medicine, International University of Health
and Welfare, Tokyo)

Ahmet Kursat Bozkurt (Department of Cardiovascular Surgery, Cerrahpasa Medical School,
University of Istanbul-Cerrahpasa, Istanbul, Turkey)

SY2-1

Contemporary management of chronic limb threatening ischemia: from guidelines to practice
Michael S Conte (University of California, San Francisco, USA)

SY2-2

Current status of CLTI treatment in Japan ~ from analysis of the registered data in JCLIMB
Shinsuke Mii (Yahata Saiseikai General Hospital, Japan)

SY2-3

Protocol Endovascular and Wound Care Strategies for Real World CLTI
Steven Kum (Visiting Consultant, Changi General Hospital, Singapore)

SY2-4

CLTI treatment in Taiwan
Chung-Dann Kan (Department of Surgery, National Cheng-Kung University, Tainan, Taiwan)

SY2-5

Major amputation & mortality in Pts with foot wounds: focus on the differences among patients with DM, PAD &
both
Jackie Ho (National University of Singapore, Singapore)

SY2-6

CLTI Treatment strategy – View points form SPINACH study
Nobuyoshi Azuma (Department of Vascular Surgery, Asahikawa Medical University, Japan)

SY2-7

Is angiosome-guided EVT worthwhile?
Osamu Iida (Kansai Rosai Hospital, Japan)
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October 12, 2021

Program

10:10-11:20

Symposium 3
Distal Venous Arterialization for no option CLTI
Moderator

Hiroyoshi Yokoi (Fukuoka Sanno Hospital, Fukuoka, Japan)
Steven Kum (Visiting Consultant, Changi General Hospital, Singapore)

SY3-1

Definition of “no option” as a vascular surgeon
Tadahiro Sasajima (Center of Vascular Diseases, Edogawa Hospital, Tokyo, Japan)

SY3-2

Definition of "no option" as a interventional cardiologist
Hiroyoshi Yokoi (Fukuoka Sanno Hospital, Fukuoka, Japan)

SY3-3

Pedal bypass with deep venous arterialization for chronic limb threatened ischemia and non-reconstructable distal artery
Pramook Mutirangura (Division of Vascular Surgery, Department of Surgery, Faculty of Medicine Siriraj Hospital, Mahidol
University, Bangkok, Thailand)

SY3-4

Surgical DVA and the mechanisms of clinical effects
Tadahiro Sasajima (Center of Vascular Diseases, Edogawa Hospital, Tokyo, Japan)

SY3-5

Endovascular Deep Venous Arterialization for no option CLTI
Steven Kum (Visiting Consultant, Changi General Hospital, Singapore)

10:30-11:50

October 13, 2021

Symposium 4
Recent progress in AAA Treatment
Moderator

Hiroyuki Ishibashi (Department of Vascular Surgery, Aichi Medical University, Aichi, Japan)
Zhong Chen (Chief of vascular surgery department, Beijing Anzhen Hospital, Beijing, China)

SY4-1

Endovascular repair of juxta-renal/para-renal abdominal aortic aneurysms
Takao Ohki (Division of Vascular surgery, Department of Surgery,/ The Jikei University school of Medicine,Tokyo, Japan)

SY4-2

Strategy for late open surgical conversion after EVAR
Yang-Jin Park (Vascular Surgery, Samsung Medical Center, Sungkyunkwan University School of Medicine, Korea)

SY4-3

Long-term outcome after EVAR and tips for the management of serious complications
Hiroshi Banno (Division of Vascular and Endovascular Surgery, Department of Surgery, Nagoya University Graduate School of
Medicine, Japan)

SY4-4

Effectiveness of IMA embolization for prevention of type II endoleak after EVAR and short-term outcomes of allbranch embolization
Yuriko Takeuchi (Division of Vascular Surgery, Department of Surgery and Clinical Science, Yamaguchi University Graduate
School of Medicine, Yamaguchi, Japan)

SY4-5

Endovasular stabilization of abdominal aortic aneurysms
Stephen Cheng (Department of Surgery, The University of Hong Kong, Hong Kong)
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13:10-14:30

October 13, 2021

Symposium 5
Thoracic and thoracoabdominal aorta: Up to date
Moderator

Hitoshi Ogino (Department of Cardiovascular Surgery, Tokyo Medical University, Tokyo, Japan)
Chun Che Shih (Taipei Heart lnstitue WanFang Hospital Taipei Medical University, Taipei, Taiwan)

SY5-1

Hybrid repair for aortic arch aneurysm
Hitoshi Ogino (Tokyo Medical University, Tokyo, Japan)

SY5-2

Hemodynamics and Surgical Strategies in the Aortic Diseases
Keiichi Itatani (Department of Cardiovascular Surgery, Osaka City University, Osaka, Japan)

SY5-3

Treatment strategy for chronic residual type I aortic dissection
Chun Che Shih (Taipei Heart Institue WanFang Hospital Taipei Medical University, Taipei, Taiwan)

SY5-4

TEVAR for type-B aortic dissection (usefulness of PETTICOAT-kanjiki method)
Hiroyuki Ishibashi (Department of Vascular Surgery, Aichi Medical University, Aichi, Japan)

SY5-5

Thoracic and thoracoabdominal aorta: Up to date
Jinsong Wang (Division of Vascular Surgery, Guangdong Provincial People’s Hospital, Guangzhou, China)

SY5-6

Strategies to achieve False Lumen Thrombosis in Type B aortic dissection
Tarun Grover (Division of Vascular & Endovascular Sciences. Medanta - The Medicity, Delhi, India)

14:40-16:20

October 13, 2021

Symposium 6
Drug technology in Endovascular Era
Moderator

Hiroyoshi Komai (Kansai Medical University Medical Center, Osaka, Japan)
Osamu Iida (Kansai Rosai Hospital, Osaka, Japan)

SY6-1

The Road to Safety Confirmation of Paclitaxel-Containing Devices
Masato Nakamura (Toho University, Ohashi Medical Center, Tokyo, Japan)

SY6-2

Does the down-stream effect after DCB therapy influence the time course of wound healing in patients with CLTI?
Osamu Iida (Kansai Rosai Hospital, Osaka, Japan)

SY6-3

MagicTouch Sirolimus Coated Balloon for Femoropopliteal and Below the Knee Disease: XTOSI results to 12 months
Edward Choke (Vascular and Endovascular Surgery, Sengkang General Hospital, Singapore)

SY6-4

Role of DCB and DES in femoro-popliteal arterial lesion
Kihyuk Park (Department of Vascular Surgery/Daegu-Catholic University Hospital, Daegu, Korea)

SY6-5

Drug devices in peripheral artery disease, pathological point of view
Sho Torii (Department of Cardiology, Tokai University School of Medicine, Tokyo, Japan)
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October 13, 2021

Program

16:30-17:50

Symposium 7
Ruptured AAA: Open repair or EVAR
Moderator

Nobuya Zempo (Division of Vascular Surgery, Kansai Medical Universirty Hospital, Osaka, Japan)
Yew Pung Leong (Cardiac Vascular Sentral Kuala Lumpur (CVSKL), Malaysia)

SY7-1

Ruptured Abdominal Aortic Aneurysms (AAA): Open repair vs EVAR
Yew Pung Leong (Cardiac Vascular Sentral Kuala Lumpur, Malaysia)

SY7-2

Ruptured AAA: Open repair or EVAR
Jang Yong Kim (The Catholic University of Korea, Korea)

SY7-3

EVAR-first strategy for ruptured abdominal aortic aneurysm(RAAA) -The impact of telemedicine for RAAADaiki Uchida (Department of vascular surgery, Asahikawa medical university, Hokkaido, Japan)

SY7-4

How to shorten door to intervention time and stent-graft implantation time for RAAA?
Noriyasu Morikage (Division of Vascular Surgery, Department of Surgery and Clinical Science, Yamaguchi University Graduate
School of Medicine, Ube, Japan)

SY7-5

Abdominal Compartment Syndrome
Martin Bjorck (Past president of the European Society of Vascular Surgery (ESVS), Senior editor of the European Journal of
Vascular and Endovascular Surgery (EJVES) / Department of Surgical Sciences, Vascular Surgery, Uppsala
University, Sweden)

9:10-10:20

October 13, 2021

Symposium 8
Venous thrombosis related COVID 19 in Asia
Moderator

Makoto Mo (Department of Cardiovascular Surgery, Yokohama Minami Kyosai Hospital,
Kanagawa, Japan)

Sriram Narayanan (The Harley Street Heart and Vascular Centre, Gleneagles Hospital, Singapore)
SY8-1

Current status of thrombosis associated with COVID-19 in Japan and practice guideline
Makoto Mo (Department of Cardiovascular Surgery Yokohama Minami Kyosai Hospital, Kanagawa, Japan)

SY8-2

COVID-19 anticoagulation trials-important studies from Brazil
Eduardo Ramacciotti (Hemostasis and Thrombosis Research Laboratories, Loyola University Medical Center, Maywood,
IL, USA)

SY8-3

Covid and thrombosis
Ngoh Chin Liew (Department of Surgery, University Putra Malaysia, Malaysia)

SY8-4

Strategy for treating vascular emergencies during the COVID-19 pandemic in China
Shenming Wang (The First Affiliated Hostpial, Sun Yat-sen Univeristy, China)

SY8-5

Our experience with Venous thromboembolism (VTE) and COVID 19 in India
Ravul Jindal (Department of Vascular & Endovascular Surgery, Fortis Hospital Mohali, Punjab, India)
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13:10-14:30

October 13, 2021

Symposium 9 [Joint Sponsored Seminar]
Tips of procedures for venous diseases
Moderator

Daisuke Akagi (Kawasaki Medical School, Okayama, Japan)
Ngoh Chin Liew (University Putra Malaysia, Malaysia)

SY9-1

Endovenous laser ablation of incompetent perforation veins using the radial slim fiber
Christof Zerweck (Department of Cardiology and Angiology II, University Heartcenter Freiburg-Bad Krozingen, Germany)

SY9-2

Treatment of varicosity by endovenous ablation
Junichi Utoh (Kumamoto Vascular Clinic, Kumamoto, Japan)

SY9-3

Removal of retrievable IVC filters
Jun Koizumi (Department of Comprehensive Radiology, Chiba University Hosptal, Chiba, Japan)

SY9-4

Successful Treatment of VTE using Computer-Aided Penumbra Lightning 7/12 Intelligent Aspiration System
Frank R. Arko, III (Chief, Vascular and Endovascular, Sanger Heart & Vascular Institute, Charlotte, NC, USA)

SY9-5

Foam Sclerotherapy – tips and tricks for a safe and successful treatment in your daily practice
Tobias Hirsch (Practice for Internal Medicine and Vascular Diseases, Halle, Germany)
Supported by

biolitec AG
Chemische Fabrik Kreussler & Co. GmbH
Integral Corporation
LimFix Inc.
Penumbra Inc.

16:50-18:10

October 13, 2021

Symposium 10
Lecture from AsVF President and Councilors
Moderator

Dong-ik Kim (Division of Vascular Surgery, Samsung Medical Center, Sungkyunkwan University,
School of Medicine, Seoul, Korea)

Yiu Che Chan (Division of Vascular Surgery, Department of Surgery, The University of Hong Kong,
Hong Kong)

SY10-1 Progress of Iliac vein stenting in iliac vein obstruction/stenosis
Shenming Wang (The First Affiliated Hospital, Sun Yat-sen University, China)
SY10-2 Endovenous ablation
Ahmet Kursat Bozkurt (Department of cardiovascular surgery, Istanbul University Cerrahpasa Medical Faculty, Turkey)
SY10-3 Venous ulcers, any progress in treatment
MUSSAAD MS ALSALMAN (COLLEGE OF MEDICINE, KING SAUD UNIVERSITY, Saudi Arabia)
SY10-4 Surgical Experience of Venous and Lymphatic Malformation
Dong-Ik Kim (Division of Vascular Surgery, Samsung Medical Center, Sungkyunkwan University, School of Medicine, Seoul, Korea)
SY10-5 ASSOCIATION OF CHRONIC VENOUS DISEASE AND ARTHROSIS OF THE LOWER LIMBS
Malay Patel (First Choice Vascular, Swastik Society, Ahmedabad, India)
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Program

SY10-6 A diagnostic algorithm in Pelvic Venous disorders based on the new SVP classification
Sriram Narayanan (The Harley Street Heart and Vascular Centre, Gleneagles Hospital, Singapore)
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Special Lecture of Venous Diseases
10:30-11:30

October 13, 2021

Special Lecture of Venous Diseases 1:
Current Topics of Venous Diseases
Moderator

Ravul Jindal (Fortis Hospital, Mohali, Punjab India)
Takahiro Imai (Department of Vascular Surgery, Nishinokyo Hospital, Japan)

VSL1-1 Management of cancer associated venous thromboembolism (CAT)
Nicos Labropoulos (Stony Brook University Medical Center, USA)
VSL1-2 Best practice of endovenous ablation for chronic venous diseases
Brian Ferris (Lake Washington Vascular PLLC, USA)
VSL1-3 Appropriate Use Criteria for Chronic Venous Insufficiency
Elna M Masuda (Hawaii Pacific Health, USA)
Supported by

18:20-19:00

Covidien Japan (Medtronic)

October 13, 2021

Special Lecture of Venous Diseases 2:
Lecture from US, EU
Moderator

Yutaka Hosoi (Department of Cardiovascular Surgery, Kyorin University, Tokyo, Japan)
Dong-Ik Kim (Division of Vascular Surgery, Samsung Medical Center, Sungkyunkwan University,
School of Medicine, Seoul, Korea)

VSL2-1 ENDOTHELIAL BIOSIGNALING IN VENOUS DISEASE: FROM PHYSICS TO BIOCHEMISTRY
Sergio Gianesini (University of Ferrara - FERRARA - ITALY)
VSL2-2 Action and Place of Venoactive Drugs in Patients with Chronic Venous Disease
 ascular Surgery (Emeritus) , Imperial College L
 ondon - UK/ Honorary Professor of Surgery, 
Andrew Nicolaides (Professor of V
Nicosia Medical School, University of Nicosia - CYPRUS)

VSL2-3 Compression in leg ulcer treatment
Giovanni Mosti (Head of Angiology Department of M.D. Barbantini Clinic, Italy)
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Video Lecture
October 12, 2021

Program

16:10-16:50

Video Lecture 1
Let's Learn from Legendary Surgeons
Moderator

Nobuyoshi Azuma (Department of Vascular Surgery, Asahikawa Medical University, Japan)
Tarun Grover (Director, Division of Vascular & Endovascular Sciences, Medanta The Medicity, India)

VD1-1

Techniques of dorsalis pedis bypass using in-situ vein graft
Tadahiro Sasajima (Center of Vascular Diseases, Edogawa Hospital, Tokyo, Japan)

VD1-2

Endovascular repair for Para-renal abdominal aortic aneurysms
Takao Ohki (Division of Vascular surgery, Department of Surgery,/ The Jikei University school of Medicene, Tokyo, Japan)

VD1-3

Less Invasive Hybrid Surgery for Thoraco-abdominal Aortic Aneurysm
Hitoshi Matsuda (Department of Cardiovascular Surgery, National Cerebral and Cardiovascular Center, Osaka, Japan)

18:00-19:00

October 13, 2021

Video Lecture 2
Let's Learn from Legendary Surgeons
Moderator

Tadahiro Sasajima (Center of Vascular Diseases, Edogawa Hospital, Tokyo, Japan)
Ngoh Chin Liew (University Putra Malaysia, Malaysia)

VD2-1

Combined distal bypass and free flap transfer
Werner Lang (Department of Vascular Surgery, University Hospital Erlangen, Erlangen, Germany)

VD2-2

The outcomes of complete consecutive endovascular aneurysm repair for ruptured abdominal aortic aneurysm cases
Noriyasu Morikage (Division of Vascular Surgery, Department of Surgery and Clinical Science, Yamaguchi University Graduate
School of Medicine, Ube, Japan)

VD2-3

Open aortic arch repair
Hitoshi Ogino (Department of Cardiovascualr Surgery/Tokyo Medical University, Japan)

VD2-4

Ascending aorta-to-infrarenal aortic bypass in conjunction with renal and mesenteric revascularization in a Patient with
midaortic Syndrome
Young-wook Kim (Clinical Professor of Surgery, Vascular Surgery, Gangbuk Samsung Hospital, Sungkyunkwan University School
of Medicine, Korea)

VD2-5

Laparoscopic aorta surgery in the endovascular era: Is there still a room?
Taeseung Lee (Department of Surgery, Seoul National University Bundang Hospital, Korea)
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Event
10:10-12:30

October 12, 2021

Event
Distal Bypass Olympic - Junior Class Games
Moderator

Nobuyoshi Azuma (Department of Vascular Surgery, Asahikawa Medical University, Japan)
Jang Yong Kim (The Catholic University of Korea, Department of Surgery, Division of Vascular and
Transplant Surgery, Korea)

Commentator
DBOJ-1 Michael Conte (University of California, San Francisco, USA)
DBOJ-2 Hideaki Obara (Department of Surgery, Keio University School of Medicine, Tokyo, Japan)
DBOJ-3 Hiroyoshi Komai (Kansai Medical University Medical Center Vascular Surgery Department, Osaka, Japan)

Judge
DBOJ-4 Juno Deguchi (Saitama Medical Center, Saitama Medical University, Saitama, Japan)
DBOJ-5 Taku Kokubo (Edogawa Hospital, Tokyo, Japan)
DBOJ-6 Kenjiro Kaneko (Shin-yurigaoka general hospital, Kanagawa, Japan)
DBOJ-7 Atsushi Guntani (Department of Vascular Surgery, Saiseikai Yahata General Hospital, Fukuoka, Japan)
DBOJ-8 Katsuyuki Hoshina (Department of Vascular Surgery, The University of Tokyo, Tokyo, Japan)

8:00-10:20

October 13, 2021

Event
Distal Bypass Olympic - Senior Class Games
Moderator

Takao Ohki (Jikei University of School of Medicine, Tokyo, Japan)
Chung Dann Kan (Department of Cardiovascular Surgery, National Cheng Kung University, Taiwan)

Commentator
DBOS-1 Werner Lang (Department of Vascular Surgery, University Hospital Erlangen, Germany)
DBOS-2 Nobuyoshi Azuma (Department of Vascular Surgery, Asahikawa Medical University, Japan)
DBOS-3 Naoki Fujimura (Department of Vascular Surgery, Saiseikai Central Hospital, Tokyo, Japan)

Judge
DBOS-4 Shinsuke Mii (Saiseikai Yahata General Hospital, Fukuoka Japan)
DBOS-5 Akio Kodama (Division of Vascular and Endovascular Surgery, Department of Surgery, Nagoya University Graduate School of
Medicine, Aichi, Japan)

DBOS-6 Noriyuki Miyama (Department of Vascular Surgery, Kansai Medical University Medical Center, Osaka, Japan)
DBOS-7 Takahiro Ohmine (Hiroshima Redcross Hospital and Atomic-bomb Survivors Hospital, Hiroshima Japan)
Sponsored by EBM Corp.,
Johnson & Johnson K. K. and
Japanese Society for Vascular Surgery
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ASVS2021/16th AsVF Plenary Session
October 12, 2021

ASVS2021/16th AsVF Plenary Session
Moderator

Stephen Cheng (Department of Surgery, the University of Hong Kong, Queen Mary Hospital, Hong
Kong)

Tomohiro Ogawa (Department of Cardiovascular Surgery, Fukushima Daiichi Hospital, Japan)
Nobuyoshi Azuma (Department of Vascular Surgery, Asahikawa Medical University, Japan)
PL-1

Endovascular aneurysm repair selection for ruptured abdominal aortic aneurysm cases with the
strategies to overcome unique complications

Takahiro Mizoguchi (Department of Surgery and Clinical Science, Division of Vascular Surgery, Yamaguchi University Graduate
School of Medicine, Ube, Japan)

PL-2

The impact of abdominal aortic aneurysm on cardiovascular diseases: a nationwide dataset
analysis

Kyung Jai Ko (Department of Surgery, Kangdong Sacred Heart Hospital / Department of Biomedicine and Health Science, The
Catholic University of Korea / Division of Vascular and Transplant Surgery, Department of Surgery, Eunpyeong
St. Mary`s Hospital / Division of Vascular and Transplant Surgery, Department of Surgery, Bucheon St. Mary`s
Hospital / Department of Statistics and Actuarial Science, Soongsil University, Korea)

PL-3

Japanese Single Center Experience of Abdominal Aortic Aneurysm Repair Over 20 years:
Open repair first? EVAR first?

Katsuhiro Yamanaka (The Department of Surgery, Division of Cardiovascular Surgery, University of Kobe, Kobe, Japan)

PL-4

Analysis for abdominal aortic aneurysm and gut microbiota

Eisaku Ito (Department of Vascular Surgery, The Jikei University Kashiwa Hospital, Chiba, Japan)

PL-5

Withdrawal

PL-6

Clinical results of surgical and endovascular treatment for vein graft stenosis in peripheral artery
disease
Seima Ohira (Department of Vascular Surgery, Asahikawa Medical University, Hokkaido, Japan)

PL-7

Comparative Long Term Outcome in Patients with Endovascular Revascularisation for
Claudication versus Chronic Limb-Threatening Ischaemia

Victor Nicholas Cheuk Kay Fung (Division of Vascular Surgery, Department of Surgery, University of Hong Kong, Queen
Mary Hospital, Hong Kong SAR, China)

PL-8

Comparison of Symptom patterns and improvement rate after endovenous surgery between C0s
and C2 chronic venous disease
Kilsoo Yie (Department of Cardiovascular Surgery/ Jeju Soo cardiovascular clinic, Korea)

PL-9

Incidence and Clinical impacts of CyanoAcrylate Induced Soft Tissue Allergic Reaction among
the patients who underwent Venaseal® procedure
Kilsoo Yie (Department of Cardiovascular Surgery/ Jeju Soo cardiovascular clinic, Korea)

PL-10 Rheolytic Thrombectomy with the Angiojet system: clinical experience with the appropriate

dosage of recombinant tissue plasminogen activator

Song-Yi Kim (Division of Transplantation and Vascular surgery, Department of Surgery, Chungnam National University College of
Medicine, Daejeon, Korea / Department of Surgery, Chungnam National University Sejong Hospital, Korea)
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Program

13:50-16:00

ASVS2021/16th AsVF E-Poster Award Presentation
14:00-15:30

October 13, 2021

ASVS2021/16th AsVF E-Poster Award Presentation
Moderator

Stephen Cheng (Department of Surgery, The University of Hong Kong, Queen Mary Hospital,
Hong Kong)

Epos-P1 Withdrawal
Epos-P2 Superiority of basilic vein transposition versus forearm loop graft as third option
KeunMyoung Park (Incheon Vascular surgery clinics incheon, Korea)
Epos-P3 Prevention of thromboembolism in the perioperative period of colorectal cancer
Jihyung Song (Department of Gastroenterological Surgery, Division of Lower GI, Hyogo, Japan)
Epos-P4 Real-Time Evaluation of Blood Flow Patterns Using AneurysmFlow for an in vivo Abdominal Aortic Aneurysm
Model
Young Jun Park (The Department of Vascular and Transplant Surgery, Seoul St. Mary’s Hospital, Seoul, Korea)
Epos-P5 ILIAC VEIN STENTING IN ILIOFEMORAL DEEP VEIN THROMBOSIS POST CATHETER DIRECTED
THROMBOLYSIS
Jithin Jagan Sebastian (Dept of vascular surgery, Sri Ramachandra medical college, India)
Epos-P6 Withdrawal
Epos-P7 PAD cases with high levels of brain natriuretic peptide have a poor prognosis.
Hiroyuki Nagita (Department of Vascular Surgery, Edogawa Hospital, Tokyo, Japan)
Epos-P8 Circular RNA circGSE1 improving aging-related angiogenesis by the miR323-5p /NRP1 axis
Jiacong Qiu (First Affiliated Hospital of Sun yat-sen university,guangzhou,China)
Epos-P9 Outcomes of the “EVAR first” strategy for ruptured abdominal aortic aneurysms
Fumiaki Kimura (Department of Cardiovascular Surgery, / Kushiro kojinkai memorial hospital, Hokkaido, Japan)
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Oral Session
October 11, 2021

Program

15:50-16:50

Oral Session 1
PAD session 1 (PAD/DM foot/Aortoiliac)
Moderator

Akio Kodama (Division of Vascular and Endovascular Surgery, Department of Surgery, Nagoya
University Graduate School of Medicine, Japan)

Mussaad Ms Alsalman (COLLEGE OF MEDICINE, KING SAUD UNIVERSITY, SAUDI ARABIA)
O1-2

Treatment of Buerger’s Disease in the Modern Era: Call for a Paradigm Shift
Abul Hasan Muhammad Bashar (Department of Vascular Surgery, National Institute of Cardiovascular Diseases Hospital
(NICVD), Bangladesh)

O1-3

Assessment of limb prognosis and in-hospital death in patients with acute embolic lower limb ischemia
Yasuaki Mochizuki (Department of Cardiovascular Surgery, Kyorin University School of Medicine, Tokyo, Japan)

O1-4

Withdrawal

O1-5

Clinical Study of Surgical Treatment of Popliteal Artery Aneurysms
Yukiko Torizaki (Department of Surgery, Keio University School of Medicine, Tokyo, Japan)

O1-6

Incidence of Complications of ProGlide Use in Patients with Previous Common Femoral Artery Patch Angioplasty
Madeleine de Boer (Royal Prince Alfred Hospital, Sydney, Australia)

O1-7

A Tertiary Centre's Experience of the Utility and Outcomes of the Pre-Close Technique in Antegarde Punctures
Madeleine de Boer (Royal Prince Alfred Hospital, Sydney, Australia)

O1-8

Managing Iatrogenic Pseudoaneurysms: Malaysian Experience
Ahmad Faidzal Othman (Vascular Unit, Department of Surgery, Kulliyyah (Faculty) of Medicine, International Islamic University
Malaysia, Malaysia)

17:00-18:00

October 11, 2021

Oral Session 2
PAD session 2 (PAD/DM foot/Aortoiliac)
Moderator

Taku Kokubo (Edogawa Hospital, Tokyo, Japan)
Sandeep Raj Pandey (Annapurna Neurological Institue and Allied Sciences, Nepal)

O2-1

Trends in outcomes of diabetic foot patients after the implementation of a Multidisciplinary Diabetes Foot Unit
Uyen Giao Vo (Department of Vascular Surgery, Fiona Stanley Hospital, Western Australia, Australia)

O2-2

Outcomes of infra popliteal angioplasty in advanced diabetic ischaemic foot ulcers.
Jithin Jagan Sebastian (Department of Vascular Surgery, Sri Ramachandra Institute of Higher Education and Research, India)

O2-3

Real-time assessment of tissue oxygen saturation during endovascular therapy for chronic limb-threatening ischemia
using a novel oximeter
Naoki Unno (Department of Vascular Surgery, Hamamatsu Medical Center / Hamamatsu, Japan / Division of Vascular Surgery,
Second Department of Surgery, Hamamatsu University School of Medicine)

O2-4

Withdrawal

O2-5

Multidisciplinary diabetic foot clinic: 12-month outcomes — improving patient outcomes
Morwan Bahi (Department of Vascular Surgery, Wellington Hospital, New Zealand)
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O2-6

Withdrawal

O2-7

Influence of cancer on the prognosis in patients with peripheral arterial disease
Noriyuki Miyama (Department of Vascular Surgery, Kansai Medical University Medical Center, Osaka, Japan)

O2-8

Sirolimus-eluting stents for of BTK arterial disease: systematic review and individual patient data meta-analysis
Khi Yung Fong (Yong Loo Lin School of Medicine, National University of Singapore, Singapore)

14:10-15:00

October 11, 2021

Oral Session 3
Rare Vascular Disease
Moderator

Kamphol Laohapensang (Division of Vascular and Endovascular Surgery, Department of Surgery,
Chiang Mai University Hospital, Chiang Mai, Thailand)

Josefino Sanchez (Beverly Hills Medical Group, Philippines)
O3-1

Cystic lesions around the joint compressing the vessels are not always adventitial cystic disease
Kwang Woo Choi (Department of Vascular Surgery/ Seoul National University College of Medicine, Seoul, Korea / Department of
Pathology, Seoul National University College of Medicine, Seoul, Korea)

O3-2

Hybrid approach to management of symptomatic giant persistent sciatic artery aneurysm
Morwan Bahi (Department of Vascular Surgery, Wellington Hospital, New Zealand)

O3-3

Popliteal artery occlusion in a sole sciatic arterial system requiring complex repair
Morwan Bahi (Department of Vascular Surgery, Wellington Hospital, New Zealand)

O3-4

Renal artery thrombosis and limb ischemia following renal transplantation in patient with aberrant pelvic arterial
anatomy and neobladder
Morwan Bahi (Department of Vascular Surgery, Wellington Hospital, New Zealand)

O3-5

Infected abdominal aortic aneurysm which dilated 30mm over 3 days and ruptured without pain
Yusuke Tsukioka (Department of Cardiovascular Surgery, IMS Katsushika Heart Center, Tokyo, Japan)

O3-6

Infrarenal aortic reconstruction using autologous femoral vein for a mycotic aneurysm caused by Streptococcus equi
Paul Ghaly (Department of Vascular Surgery, Westmead Hospital, Sydney, Australia)

15:10-16:00

October 11, 2021

Oral Session 4
Visceral
Moderator

Toshifumi Kudo (Tokyo Medical and Dental University, Tokyo, Japan)
Toru Ikezoe (Kyorin University, Tokyo, Japan)

O4-1

Review of Visceral artery aneurysm - single center experience
Samuel Tsoon Wuan Lo (Department of Surgery, Pamela Youde Nethersole Eastern Hospital, Hong Kong)

O4-2

Anomalous splenic artery aneurysms: A report of two cases and a review of literature
Yohei Ichikawa (Department of Cardiovascular Surgery, Kyorin University, Tokyo, Japan)

O4-3

Vasculitis presenting as subarachnoid haemorrhage and superior mesenteric artery haemorrhage requiring embolization
Morwan Bahi (Department of Vascular Surgery, Wellington Hospital, New Zealand)
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Asia first laparoscopic vascular surgeries: serial cases report
Jin Robert Go (Division of Vascular Surgery and Transplantation, Mediplex Sejong Hospital, Korea)

O4-5

Extrahepatic portal venous obstruction with variceal bleeding from the hepatico-jejunostomy site after pancreas surgery:
How to treat?
Kwang Woo Choi (Department of Vascular Surgery/ Seoul National University College of Medicine, Seoul, Korea)

O4-6

A Vein Graft Aneurysm after Aorto-Renal Bypass for Renovascular Hypertension due to Fibromuscular dysplasia
Ara Cho (Department of Surgery, Seoul National University College of Medicine, Seoul, Korea)

O4-7

PAE is effective for weaning from urinary catheters and successively improving lower urinary tract symptoms in AUR
caused by BPH
Shih Tsung Cheng (Department of Cardiovascular medicine, Everan Hospital, Taichung, Taiwan)

16:10-17:20

October 11, 2021

Oral Session 5
Vascular Access
Moderator

Keisuke Miyake (Department of Cardiovascular Surgery, Osaka University Graduate School of
Medicine, Osaka, Japan)

Shinsuke Kikuchi (Department of Vascular Surgery, Asahikawa Medical University, Japan)
O5-1

Impact on autologous vascular access (VA) creation during COVID-19 pandemic at Hospital Kuala Lumpur
Mohd Norhisham Azmi Abdul Rahman (Vascular Unit, Department of Vascular Surgery, Kuliyyah (Faculty) of Medicine,
International Islamic University Malaysia)

O5-2

Withdrawal

O5-3

Single Taiwan Center Experience between FLIXENE™ and ePTFE Arteriovenous Graft
Chun-Ming Huang (Division of cardiovascular surgery, department of surgery, Tainan Municipal An-Nan hospital, Tainan, Taiwan)

O5-4

CEPHALIC VEIN DISTENSIBILITY AS A PREDICTOR OF RADIO-CEPHALIC ARTERIOVENOUS
FISTULA MATURATION
Naveen Rajendra (Department of Vascular Surgery, Sri Ramachandra Institute of Higher Education and Research, Chennai,
India)

O5-5

Methods and effect of blood flow control surgery for over flow blood access
Hiromasa Yamashita (Department of Vascular Surgery, Yoyogi Yamashita Clinic, Tokyo, Japan)

O5-6

Interwoven nitial stents to treat intragraft stenosis within prosthetic hemodialysis arteriovenous grafts
Chai Hock Chua (Department of Cardiovascular Surgery, Shin Kong Memorial Hospital, Taipei, Taiwan)

O5-7

The use of interwoven nitinol stents to salvage the failing arteriovenous fistula due to juxta-anastomotic junction
stenosis
Chai Hock Chua (Department of Cardiovascular Surgery, Shin Kong Memorial Hospital, Taipei, Taiwan)

O5-8

MidTerm Outcome of Heparin-bonded Viabahn for salvage of Juxta-anastomotic Radiocephalic Arteriovenous Fistula
stenosis or aneurysmal change
Jimmy Wei Hwa Tan (Department of Cardiovascular Surgery, An- Nan Hospital, China Medical University, Tainan, Taiwan)

O5-9

Management of Megafistula, East Coast of Malaysia Experience
Syaza Putri Zainudin (Department of Vascular Surgery, International Islamic University, Kuantan, Malaysia)
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Program

O4-4

17:30-18:20

October 11, 2021

Oral Session 6
Vascular Research, Training & Education
Moderator

Katsuyuki Hoshina (Department of Vascular Surgery, The University of Tokyo)
Hiroshi Banno (Division of Vascular and Endovascular Surgery, Department of Surgery, Nagoya
University Graduate School of Medicine, Japan)

O6-1

SHOULD WE DEVELOP ASIAN VASCULAR AND ENDOVASCULAR TRAINING PROGRAME
MUSSAAD MS ALSALMAN (COLLEGE OF MEDICINE, KING SAUD UNIVERSITY, SAUDI ARABIA)

O6-2

Pilot study using telemedicine video-consultation for vascular patients’ care during the COVID-19 period
Hai-Lei Li (Division of Vascular Surgery, Department of Surgery, The University of Hong Kong- Shenzhen Hospital, Shenzhen,
China)

O6-3

Combined Effect of Rapamycin and Atorvastatin on Atherosclerosis in Apolipoprotein E-deficient Mice with Chronic
Renal Failure
Sanghyun Ahn (Department of Surgery, Seoul National University College of Medicine, Seoul, Korea)

O6-4

Withdrawal

O6-5

Relationship between barometric pressure and the onset of acute aortic dissection
Tomoyuki Anegawa (Department of Surgery, Kurume University, Fukuoka, Japan)

O6-6

Postoperative anaemia and adverse outcomes following vascular surgery: A mapping review
Uyen Giao Vo (Department of Vascular Surgery, Fiona Stanley Hospital, Western Australia, Australia)

11:30-12:20

October 12, 2021

Oral Session 7
Carotid / Upper extremity
Moderator

Kunihiro Shigematsu (International University of Health and Welfare, Mita Hospital, Japan)
Jinsong Wang (Guangdong Provincial People's Hospital, China)

O7-2

Technical challenges with open surgical repair of tortuous internal carotid arteries
Paul Ghaly (Department of Vascular Surgery, Townsville Hospital, Australia)

O7-3

Treatment outcomes of CEA and CAS for patients with radiation-induced carotid stenosis
Shin-Seok Yang (Division of Vascular Surgery, Samsung Medical Center, Sungkyunkwan University, School of Medicine, Seoul,
Korea)

O7-4

Presentation and management of a large traumatic carotid artery aneurysm
Morwan Bahi (Department of Vascular Surgery, Wellington Hospital, New Zealand)

O7-5

Left subclavian artery aneurysm with von Recklinghausen’s disease
Kyohei Ueno (Department of Cardiovascular Surgery, Southern TOHOKU General Hospital, Japan)

O7-6

Does Geographical Location Impact the Surgical Management of Symptomatic Carotid Stenosis?
Madeleine de Boer (Royal Prince Alfred Hospital, Sydney, Australia)
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October 12, 2021

Program

8:30-9:40

Oral Session 8
Aortic session 1
Moderator

O8-1

Yasunori Iida (Saiseikai Yokohamashi Tobu Hospital, Kanagawa, Japan)
Hiryoyuki Kamiya (Department of Cardiac Surgery, Asahikawa Medical University, Japan)

Characteristics and surgical outcomes of Acute type A intramural hematoma in octogenarian
Myeong su Kim (Department of Cardiovascular Surgery, Gangnam Severance Hospital, Yonsei University College of Medicine,
Seoul, Korea)

O8-2

Outcomes of emergency open surgery for type A acute aortic dissection in patients of 75 years or older
Akihito Matsushita (Department of Cardiovascular Surgery, Seikeikai Chiba Medical Center, Chiba, Japan)

O8-3

The impact of time between onset to surgery in acute type A aortic dissection
Baku Takahashi (Department of Thoracic and Cardiovascular Surgery, Faculty of Medicine, Saga University, Saga, Japan)

O8-4

Proximal or extended aortic arch replacement in acute DeBakey type I aortic dissection
Masahiko Narita (Department of Cardiac Surgery, Asahikawa Medical University, Japan)

O8-5

The Outcome of Direct Perfusion of The Carotid Artery for the Acute type A aortic dissection with carotid artery
occlusion
Hironobu Nishiori (Department of Cardiothoracic Surgery, Narita Red Cross Hospital, Japan)

O8-6

Total arch replacement using the brain isolation technique for aortic arch aneurysm with shaggy aorta
Masahiro Mizumoto (Second Department of Surgery, Yamagata University Faculty of Medicine, Yamagata, Japan)

O8-7

WeFlow-Arch: A Novel Modular Double Inner Branched Stentgraft for Aortic Arch Pathologies
Wei Guo (Department of Vascular and Endovascular Surgery, Chinese PLA General Hospital, Beijing, China)

O8-8

WeFlow JAAA: A Non-custumized Novel J-AAA Stentgraft System
Wei Guo (Department of Vascular and Endovascular Surgery, Chinese PLA General Hospital, Beijing, China)

O8-9

New pile-up technique of double fenestrated stent-graft for distal arch aneurysm
Takashi Hashimoto (Department of Cardiovascular Surgery, Tokyo Dental College, Ichikawa General Hospital, Japan)

13:40-14:40

October 12, 2021

Oral Session 9
Aortic session 2
Moderator

Nobuyoshi Kawaharada (Department of cardiovascular surgery, Sapporo Medical University,
Japan)

Toshio Takayama (Department of Vascular Surgery, The University of Tokyo, Japan)
O9-1

Indications and outcomes of elective TEVAR for thoraco-abdominal aortic dissection: 5-year single-centre data
Morwan Bahi (Department of Vascular Surgery, Wellington Hospital, New Zealand)

O9-2

Surgical strategy for chronic type B aortic dissection
Yasunori Iida (Department of Cardiovascular Surgery, Saiseikai Yokohamashi Tobu Hospital, Yokohama, Japan)

O9-3

G-Branch:Make Visceral Arteries Reconstruction Easy
Wei Guo (Department of Vascular and Endovascular Surgery, Chinese PLA General Hospital, Beijing, China)
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O9-4

Secondary TEVAR after total arch replacement with open stent graft
Daita Kobayashi (Department of Cardiovascular Surgery, steel Memorial Muroran Hospital, Hokkaido, Japan)

O9-5

Flow density of CTA for predicting early unfavorable aortic remodeling after TEVAR in type IIIb aortic dissection
Hung-Lung Hsu (Yang Ming Chiao Tung University / Far Eastern Memorial Hospital, Taiwan)

O9-6

Outcome of abdominal false lumen embolization following endovascular repair of aortic dissection
Ching-Yuan Kuo (Division of Cardiovascular Surgery, Department of Surgery, Taipei Veterans General Hospital / School of
Medicine, National Yang Ming Chiao Tung University, Taiwan)

O9-7

Methods and outcomes of endovascular false lumen embolization for thoracic aortic dissection
Hai-Lei Li (Division of Vascular Surgery, Department of Surgery, The University of Hong Kong- Shenzhen Hospital, China)

O9-8

Simulation and Navigation for Aortic Aneurysm with Extreme Atheroma by Three Dimensional Printing Model
Kazutoshi Tachibana (Department of Cardiovascular Surgery, Hakodate Goryoukaku Hospital, Hokkaido, Japan)

O9-9

Outcome of thoracic endovascular aortic repair for traumatic aortic injury
Yasuko Gotake (Department of Cardiovascular surgery, Hyogo prefectural Awaji medical center, Sumoto, Japan)

14:50-15:40

October 12, 2021

Oral Session 10
Aortic session 3
Moderator

Kota Shukuzawa (Division of Vascular surgery, Department of Surgery, The Jikei University school
of Medicine, Tokyo, Japan)

Wei Guo (Chinese PLA General Hospital, China)
O10-1

Outcomes of open repair for juxtarenal and pararenal abdominal aortic aneurysms in the era of endovascular repair
Yohei Yamamoto (Department of Vascular Surgery, Tsuchiura Kyodo General Hospital, Ibaraki, Japan)

O10-2

Comparison of open surgical repair and endovascular aneurysmal repair in elective abdominal aortic aneurysm repair
Sangkyun Mok (Division of Vascular and Transplant surgery, Department of Surgery, Seoul St' Mary's Hospital, College of
Medicine, The Catholic University of Korea)

O10-3

Comparison of the efficacy of endovascular repair and open surgery for Juxtarenal abdominal aortic aneurysm
Zhen Liu (The First Affiliated Hospital of Sun Yat-sen University,/University,Guangdong, China)

O10-4

Endovascular aneurysm repair does not improve survivals in octogenarians compared with open repair
Hiroshi Banno (Division of Vascular Surgery, Department of Surgery, Nagoya University Graduate School of Medicine, Nagoya,
Japan)

O10-5

Evaluation of stent graft first-line surgical strategy for ruptured abdominal aneurysm
Jun Hayashi (Second Department of Surgery, Faculty of Medicine, Yamagata University, Yamagata, Japan)

O10-6

Surgical Treatment for Ruptured Abdominal Aortic Aneurysm
Yuki Tada (Department of Cardiovascular Surgery, Steel Memorial Muroran Hospital, Hokkaido, Japan)
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October 12, 2021

Program

15:50-16:50

Oral Session 11
Aortic session 4
Moderator

Naoki Toya (The Jikei University Kashiwa Hospital, Chiba, Japan)
Jang yong Kim (The Catholic University of Korea, Department of Surgery, Division of Vascular ad
Transplant Surgery, Korea)

O11-1

Mid-term result of endovascular aortic repair (EVAR)with ENDURANT
Yuto Yasumoto (Department of Cardiovascular Surgery, Chiba-nishi general hospital, Chiba, Japan)

O11-2

Incidence and outcome analysis of type II endoleak following endovascular aortic aneurysm repair, experience in single
medical center
Hsuan-Tzu Yang (Division of Vascular Surgery, Department of Surgery, Chang Gung Memorial Hospital, Taiwan)

O11-3

The efficacy of lumbar artery embolization addition to IMA embolization during endovascular abdominal aneurysm
repair
Masami Shingaki (Department of Cardiovascular Surgery, Hakodate Municipal Hospital, Japan)

O11-4

Stent Oversizing May Result in Dilatation of The Common Iliac Artery After Endovascular Aortic Repair
Chun-Hsien Hsin (Division of Vascular Surgery, Department of Surgery, Chang Gung Memorial Hospital, Linkou, Taiwan)

O11-5

Outcome of endovascular repair of aorto-iliac aneurysm with Excluder iliac branch endoprothesis(IBE) ; multi center
study
Yasuko Gotake (Department of Cardiovascular surgery, Hyogo prefectural Awaji medical center, Sumoto, Japan)

O11-6

Comparison of Gore Iliac Branch Endoprosthesis and coil-and-cover technique in the endovascular repair for common
iliac artery aneurysm
Keisuke Kamada (Department of Cardiovascular Surgery, Hakodate Municipal Hospital, Hakodate, Japan)

O11-7

IIA Preservation using many methods for CIAA and IIAA
Wataru Tatsuishi (Division of Cardiovascular Surgery, Department of General Surgical Science, Gunma University, Gunma, Japan)
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Online Viewing Room

1

AORTA
EP1-1

Four cases of endovascular repair for ruptured thoracic aortic aneurysm in patents over 85 years old
Tohru Kaga (Department of Cardiovascular Surgery, Gunma Prefectural Cardiovascular Center, Gunma, Japan)

EP1-2

A case of TEVAR for acute aortic dissection after MICS AVR and retroperitoneal tumor resection
Masahiro Tsutsui (Department of Cardiac Surgery, Asahikawa Medical University, Asahikawa, Japan)

EP1-3

Real-Time Evaluation of Blood Flow Patterns Using AneurysmFlow for an in vivo Abdominal Aortic Aneurysm
Model
Young Jun Park (The Department of Vascular and Transplant Surgery, Seoul St. Mary’s Hospital, Seoul, Korea)

EP1-4

Increased depression risk in patients with abdominal aortic aneurysm: A nation-wide cohort study
Mi-hyeong Kim (Division of Vascular and Transplant Surgery, Department of Surgery, College of Medicine, The Catholic University
of Korea)

EP1-5

Perigraft seroma regression by endovascular relining after open repair of abdominal aortic aneurysm
Boyoon Choi (Division of Vascular and Transplant surgery, Department of Surgery, Seoul St' Mary's Hospital, College of Medicine,
The Catholic University, Korea)

EP1-6

Usefulness of endoanchor for Endoleak type Ia after EVAR of abdominal aortic aneurysm with PTFE graft:
Case report
Wonjong Kim (Division of Vascular and Transplant surgery, Department of Surgery, Seoul St' Mary's Hospital, College of Medicine,
The Catholic University of Korea)

EP1-7

MRSA Infected Aorta
Yujin Kwon (Department of Surgery, Seoul Medical Center, Seoul, R.O. Korea)

EP1-8

Withdrawal

EP1-9

Outcomes after left renal vein division during open abdominal aortic surgery: change of renal function and left renal
volume
Su-kyung Kwon (Division of Vascular and Endovascular Surgery, Department of Surgery, Pusan National University Yangsan
Hospital, Yangsan, Korea)

EP1-10 Outcomes of the “EVAR first” strategy for ruptured abdominal aortic aneurysms
Fumiaki Kimura (Department of Cardiovascular Surgery, Kushiro Kojinkai Memorial Hospital, Hokkaido, Japan)
EP1-11 A Case of stentgraft migration treated with additional TEVAR
Tomoki Nakatsu (Department of Cardiovascular Surgery, Kushiro Kojinkai Memorial Hospital, Hokkaido, Japan)
EP1-12 Withdrawal
EP1-13 Withdrawal
EP1-14 Transapical thoracic endovascular aortic repair combined with cervical branch bypass for the anastomotic
pseudoaneurysm
Tomonori Shirasaka (Department of Cardiac Surgery, the University of Asahikawa Medical University, Asahikawa, Japan)
EP1-15 A case of the celiac artery embolization through a re-entry followed by thoracic endovascular aortic repair for a
dissecting aortic aneurysm
Yoshiharu Mori (Department of Cardiovascular Surgery, Nagoya Heart Center, Aichi, Japan)
EP1-16 The modified Koning’s technique for removal of aortic endograft
Yuki Oga (Department of Cardiovascular Surgery, Tsuyama Chuo Hospital, Okayama, Japan)
EP1-17 The Difficult Management of a Rare Case of Listeria Monocytogenes Endograft Infection Post-Fenestrated
Endovascular Aneurysm Repair
Paul Ghaly (Department of Vascular Surgery, Liverpool Hospital, Sydney, Australia)
EP1-18 The management of a giant non-ruptured aortic aneurysm: a case report and literature review
Paul Ghaly (Department of Vascular Surgery, Westmead Hospital, Sydney, Australia)

32

Program

EP1-19 Accurate thoracic endovascular repair for acute Type A aortic dissection — an encouraging success
Yi Lee (College of Medicine, National Cheng Kung University Tainan, Taiwan)
EP1-20 Amplatzer vascular plug for the treatment of ascending aortic pseudoaneurysm
Yuta Kikuchi (Department of Cardiovascular Surgery, Asahikawa Medical University, Hokkaido, Japan)
EP1-21 Fistula Puncture for Left Subclavian Artery Origin Occlusion During Zone 1 Thoracic Endograft
Madeleine de Boer (Royal Prince Alfred Hospital, Australia)

E-Poster

Online Viewing Room

2

PAD
EP2-1

Surgical repair of deep femoral artery aneurysm complicated by deep vein thrombosis and pulmonary embolism
Shusuke Arai (Department of Cardiovascular, Thoracic and Pediatric Surgery, Faculty of Medicine Yamagata University, Japan)

EP2-2

Salvage of Infected prosthetic graft using sartorius muscle flap rotation
Kenichi ARATA (Cardiovascular surgery, Kagoshima city hospital, Kagoshima, JAPAN)

EP2-3

Debunking the Myth: Case Report of Acute Embolic Limb Ischemia Post-COVID-19 Vaccination
Muthu Viknesh (Department of General Surgery, National University of Malaysia, Kuala Lumpur, Malaysia)

EP2-4

Delayed percutaneous transluminal angioplasty(PTA) on the below-the-knee(BTK) artery access from In-situ bypass
graft: A case report
Kang Woong Jun (Department of Vascular Surgery The Catholic University of Korea, Seoul, Korea / Department of Surgery/
Uijeongbu Eulji University, Uijeongbu, Korea)

EP2-5

Pathological Examination in A Patient With Acute Limb Ischemia Due to COVID-19
Chiharu Tanaka (Tokai University Hachioji Hospital, Tokyo, Japan)

EP2-6

A Case report of graft sclerosis after distal bypass with early postoperative onset
Ai Tochikubo (Department of Cardiovascular Surgery, Sapporo Kosei Hospital, Japan)

EP2-7

A case of femoro-anterotibial bypass grafting with a distal vein cuff
Mitsuru Yuzaki (Department of Cardiovascular Surgery, Saiseikai Wakayama Hospital, Wakayama, Japan)

EP2-8

Withdrawal

EP2-9

The influence of calcification on outcomes after balloon angioplasty with DCB for femoropopliteal lesion
Dong hyun Kim (Division of Endovascular and Vascular Surgery, Department of Surgery, Pusan National University Yangsan
Hospital, Yangsan, Korea)

EP2-10 endovascular treatment of popliteal artery occlusion after blunt trauma : case report
Min Sang Song (Department of Surgery, Bongseng Hospital, Busan, Republic of Korea)
EP2-11 PAD cases with high levels of brain natriuretic peptide have a poor prognosis
Hiroyuki Nagita (Department of Vascular Surgery, Edogawa Hospital, Tokyo, Japan)
EP2-12 Withdrawal
EP2-13 Surgical repair for prosthetic graft infection after hybrid bypass for asymptomatic PAD patient
Hirotaka Ohashi (Dokkyo Medical University Hospital Cardiac and Vascular Surgery, Tochigi, Japan)
EP2-14 Long-term results of ascending aorta-external iliac artery bypass
Yusuke Tsukioka (Department of Cardiovascular Surgery, IMS Katsushika Heart Center, Tokyo, Japan)
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Online Viewing Room

Carotid
EP3-1

Analysis of atherosclerotic plaque distribution in carotid artery
Shin-Seok Yang (Division of Vascular Surgery, Sungkyunkwan Univ. School of Medicine, Samsung Medical Center, Korea)

E-Poster

4

Online Viewing Room

Visceral
EP4-1

Giant superior mesenteric artery aneurysm treated by endovascular stent graft placement in a very elderly woman
Ryo Okubo (Department of Cardiovascular Surgery, Sapporo Teishinkai Hospital, Japan)

EP4-2

SPLENIC INFARCTION CAUSED BY THROMBOSIS OF CELIACOMESENTERIC TRUNK:
A CASE REPORT
MUHAMMAD SYAFIQ IDRIS (DEPARTMENT OF SURGERY, UNIVERSITY OF MALAYA MEDICAL CENTRE, Malaysia)

EP4-3

Endovascular treatment of renal artery aneurysms with Guglielmi detachable coils
Hideyuki Harada (Department of Cardiovascular Surgery, Kushiro Kojinkai Memorial Hospital, Japan)

E-Poster

5
Aortoiliac

Online Viewing Room

EP5-1

Endovascular repair for abdominal aortic aneurysm rupture with neurofibromatosis type 1
Shingo Nakai (Second Department of Surgery, Yamagata University, Yamagata, Japan)

EP5-2

Acute aortic occlusion of an abdominal aortic aneurysm
Ai Ishizawa (Department of Surgery II, Yamagata University Faculty of Medicine, Yamagata, Japan)

EP5-3

Withdrawal

EP5-4

The Identification and Management of the Profunda Femoris Artery as a Rare Source of a Type II Endoleak
Paul Ghaly (Department of Vascular Surgery, Westmead Hospital, Sydney, Australia)

E-Poster

6
Vascular Trauma
EP6-1

Endovascular stenting for arterial injury in trauma: A case report.
Kishen Raj Chandra (Division of Vascular Surgery, Department of Surgery, Hospital Canselor Tuanku Muhriz, Malaysia)

E-Poster

7
Rare Vascular Disease
EP7-1
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Online Viewing Room

Online Viewing Room

Total Arch Replacement for primary aortic angiosarcoma extending in the ascending and arch aortae
Hironobu Sakurai (Department of Cardiothoracic Surgery, Ome Municipal General Hospital, Tokyo, Japan)

Rare case of Paraganglioma of the Neck
Alexander Dimitri Combes (Department of Vascular Surgery, Sutherland Hospital, Sydney, Australia)

E-Poster
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EP7-2

Online Viewing Room

8
Vascular Access
EP8-1

Superiority of basilic vein transposition versus forearm loop graft as third option
KeunMyoung Park (Incheon Vascular surgery clinics, Incheon, Korea / Inha univsrsity hospotal, Korea)

EP8-2

Endovascular Stenting For Inadvertent Right Subclavian Artery Puncture. A Case Report.
Kishen Raj Chandra Sakaran (Division of Vascular Surgery, Department of Surgery, Hospital Canselor Tuanku Muhriz,
Malaysia)

EP8-3

Impact of a cuffed extended polytetrafluoroethylene graft at the venous anastomosis for hemodialysis vascular access
Jun Gyo Gwon (Department of Surgery, Korea University, Seoul, Korea)

EP8-4

Experience with peripherally inserted central catheter access for COVID-19 patients
SUNGHOON YOON (Department of Surgery, The catholic university of Korea, ST. VINCENT'S hospital, Korea)

EP8-5

Ballon angioplasty of complex venous drainage can save arteriovenous fistula with proximal outflow vein occlusion
Yujin Kwon (Department of Surgery, Seoul Medical Center, Seoul, R.O. Korea)

E-Poster

9
Vascular Research, Training & Education

Online Viewing Room

EP9-1

Simulation-based training Program on the Learning of Open Vascular Surgery Repair for junior Vascular Surgeons
Wei-Ling Chen (Food and Drug Administration, Ministry of Health Welfare, Taipei, Taiwan)

EP9-2

Circular RNA circGSE1 improving aging-related angiogenesis by the miR323-5p /NRP1 axis
Jiacong qiu (First Affiliated Hospital of Sun yat-sen University, Guangzhou, China)

35

AsVF Oral Session
14:40-15:40

October 13, 2021

AsVF Oral Session 1
Chronic venous diseases
Moderator

Shoaib Padaria (Director, Department of Vascular Sciences Jaslok Hospital and Research Centre,
India)

Sandeep Raj Pandey (Annapurna Neurological Institue and Allied Sciences, Nepal)
VO1-1

5-year VenaSeal outcomes for symptomatic saphenous incompetence: is this the clear choice?
Morwan Bahi (Department of Vascular Surgery, Wellington Hospital, New Zealand)

VO1-2

Clinical Results 5 Years after Great Saphenous Vein Stripping
Hitoshi Kusagawa (Matsusaka Ohta Clinic, Matsusaka, Japan)

VO1-3

Operative indications for venous aneurysms
Masayoshi Okada (International Institute for Advanced General Medicine, Japan)

VO1-4

Comparative study of elastic bandages and elastic stockings in compression therapy for venous ulcers
Takahiro Imai (Department of Vascular Surgery, Nishinokyo Hospital, Nara, Japan)

VO1-5

Mid-term result of endo-venous laser ablation treatment in varicose vein patients: A large medical-center experiences in
Taiwan
Wen Cheng Wei (Department of Cardiovascular Surgery, Kang-Ning General Hospital, Taipei, Taiwan)

VO1-6

The early therapeutic outcome of Cyanoacrylate Closure using VenaSealTM for the treatment of primary saphenous
varicose veins
Shintaro Shokoku (Varix Ambulatory Suegery Center, Shokoku Shintaro Clinic, Okayama, Japan)

VO1-7

Stasis Leg Ulcers by Triggered Angiography Non-Contrast-Enhanced Sequence Magnetic Resonance Imaging
Yao-Kuang Huang (Department of cardiovascular surgery, Chiayi Chang Gung Memorial hospital, Putz, Taiwan)

VO1-8

Routine compression hosiery with or without additional compression after sclerotherapy:
A prospective randomized controlled trial
Kilsoo Yie (Department of Cardiovascular Surgery, Jeju Soo cardiovascular clinic, Jeju, Korea)

15:50-16:40

October 13, 2021

AsVF Oral Session 2
Venous thromboembolism and other venous diseases
Moderator

Tomohiro Ogawa (Department of Cardiovascular Surgery, Fukushima Daiichi Hospital, Japan)
Niaz Ahmed Choudhury (VISITING PROFESSOR, NATIONAL HEART FOUNDATION, MIRPUR,
DHAKA, BANGLADESH)

VO2-1

Acute bilateral renal vein thrombosis diagnosis and management
Paul Ghaly (Department of Vascular Surgery, Liverpool Hospital, Liverpool, Australia)

VO2-2

Percutaneous mechanical thrombectomy of Submassive Pulmonary Embolism and Extensive Deep Venous Thrombosis
for early thrombus removal
Eun-Ah Jo (Division of Vascular Surgery, Department of Surgery, Seoul National University College of Medicine, Seoul, Korea)

VO2-3

Iatrogenic arteriovenous fistula formation after EVLT found 11 years later: a case report
Jonas Gutauskas (Republican Vilnius University Hospital, Lithuania)

36

Current perspective and strategy on management of spontaneous jugular vein aneurysms
Siwen Wang (Division of Vascular Surgery, The First Affiliated Hospital, Sun Yat-sen University, Guangzhou, China)

VO2-5

Endovascular repair for injury of the inferior vena cava
Keitaro Nakanishi (Department of Cardiovascular Surgery, Hakodate Municipal Hospital, Japan)

VO2-6

Management of Ischaemic Priapism with Caverno-Saphenous Shunt: A Multidisciplinary Team Approach
Madeleine de Boer (Royal Prince Alfred Hospital, Australia)

VO2-7

Klippel-Trenaunay Syndrome (KTS) Presentation, Complications & Management: KSUMC Experience
MUSSAAD MS ALSALMAN (COLLEGE OF MEDICINE, KING SAUD UNIVERSITY, SAUDI ARABIA)

Program

VO2-4
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EVF10-1 Cyanoacrylate closure with VenaSeal Closure System was effective for treating varicose vein patients with incompetent
small saphenous veins.
Nozomu Shirasugi (Varicose Vein Center, IMS Yokohama Asahi Chuo General Hospital, Yokohama, Japan)
EVF10-2 Prevention of thromboembolism in the perioperative period of colorectal cancer
Jihyung Song (Department of Gastroenterological Surgery, Division of Lower GI, Hyogo, Japan)
EVF10-3 A case of patient with pulmonary embolism and deep vein thrombosis after cyanoacrylate closure for varicose vein
Nobuhisa Kurihara (Ochanomizu Vascular and Vein Clinic, Tokyo, Japan)
EVF10-4 Experience of Endovascular Treatment for Pelvic Congestion Syndrome
Hiroko Kume (Tsukuba Vascular Center, Ibaraki, Japan)
EVF10-5 A case of endovascular treatment for inferior vena cava obstruction by IVC filter
Kenichi Fushimi (Department of Cardiovascular Surgery, Yokohama Minami Kyousai Hospital, Kanagawa, Japan)
EVF10-6 Persistent hiccups – A rare complication of supra-hepatic Inferior Vena Cava stenting
Jithin Jagan Sebastian (Sri Ramachandra Medical College, India)
EVF10-7 ILIAC VEIN STENTING IN ILIOFEMORAL DEEP VEIN THROMBOSIS POST CATHETER DIRECTED
THROMBOLYSIS
Jithin Jagan Sebastian (Dept of vascular surgery, Sri Ramachandra Medical College, India)
EVF10-8 Innominate vein compression syndrome by brachiocephalic-sternal venous compression
Chanjoong Choi (Division of Transplantation and Vascular surgery, Department of Surgery, Chungnam National University College
of Medicine, Korea)

EVF10-9 Staged treatment of slow-flow vulvar venous malformation: Surgical excision after size reduction following sclerotherapy
of feeding vein
Soon Chon Lee (Division of Vascular and Endovascular Surgery, Gwangyang Sarang General Hospital, Gwangyang, Korea)
EVF10-10 Successful thrombectomy for massive pulmonary embolism attributable to heparin induced thrombocytopenia after
gastrectomy
Atsushi Miyagawa (Department of Cardiovascular Surgery, Tokyo Metropolitan Bokutoh Hospital, Tokyo, Japan)
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Luncheon Seminar
October 11, 2021

Luncheon Seminar 1
TEVAR for Type B dissection – Strategies and Experiences in APAC
countries
Moderator

Hiroyuki Kamiya (Department of Cardiac Surgery, Asahikawa Medical University, Japan)
Chia-Hsun Lin (Department of Cardiovascular Surgery, Shin Kong Wu Ho-Su Memorial Hospital,
Taiwan)

LS1-1

Mid-Term Outcome of Conformable GORE® TAG® and its Benefit in Treating Type B
Dissection
Hitoshi Matsuda (Division of Vascular Surgery, National Cerebral and Cardiovascular Center, Osaka Japan)

LS1-2

TEVAR for Complex Type B Aortic Dissection: Experience from 600+ Comfortable GORE®
TAG® in Shanghai Zhongshan Hospital
Yi Si (Department of Vascular Surgery, Fudan University Zhongshan Hospital, China)

LS1-3

Evolving Endovascular Treatment of Type B Dissection

Vikram Puttaswamy (Department of Vascular Surgery, Royal North Shore Hospital, Sydney, Australia)
Sponsored by

12:40-13:40

W. L. Gore & Associates G.K.

October 12, 2021

Luncheon Seminar 2
Real-world Mid/Long-term Outcome of EVAR
― Update from Experience with Endurant ―
Moderator
LS2-1

Hiroshi Mitsuoka (Cardiovascular Surgery, Shizuoka Municipal Hospital, Japan)

Mid-term outcomes of Endurant - Updated experiences in challenging Japanese patients
Yoshihiko Kurimoto (Cardiovascular Surgery, Teine Keijinkai Hospital, Japan)

LS2-2

How can we improve EVAR long-term outcomes? - New insight from ENGAGE registry Vincent Riambau (University of Barcelona Chief of Vascular Surgery Division, Hospital Clinic of Barcelona, Spain)
Sponsored by

Medtronic Japan Co., Ltd.
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13:00-14:00

12:00-13:00

October 13, 2021

Luncheon Seminar 3
The Latest Evidence for Drug Eluting Technorogies from JAPAN
Moderator

Steven Kum (Vascular Surgery, Changi General Hospital, Singapore)
Akio Kodama (Division of Vascular and Endovascular Surgery, Department of Surgery, Nagoya
University Graduate School of Medicine, Japan)

LS3-1

SFA EVT Outlook Based on Latest Evidence
Osamu Iida (Cardiology, Kansai Rosai Hospital, Japan)

LS3-2

Deep Dive into the SFA Scaffold - Result from the Multicancer ULTIMATE Registry
Naoki Fujimura (Vascular Surgery, Tokyo Saiseikai Central Hospital, Japan)

Sponsored by

12:00-13:00

Boston Scientific Japan K.K.

October 13, 2021

Luncheon Seminar 4
Understanding CAC Therapy
Moderator
LS4-1

Tomohiro Ogawa (Fukushima Daiichi Hospital, Japan)

Long term experience with VenaSeal™

Brian Ferris (Lake Washington Vascular PLLC, Washington, USA)

LS4-2

Deep dive into EGIT & Stump

Jin Hyun Joh (Kyung Hee University Hospital at Gangdong, Korea)
Sponsored by
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Covidien Japan Inc.

Sponsored Seminar
October 11, 2021

Program

18:30-19:30

Sponsored Seminar 1
Moderator

Hiroyoshi Komai (Kansai Medical University Medical Center, Osaka, Japan)

SS1-1 Utility of Xenosure. Experience as a patch and as a conduit in vascular surgery. Tips and tricks

Thodur Vasudevan (Alfred Hospital, Head of Vascular Surgery and Deputy Programme Director Surgical Services, Australia)

SS1-2 Standard technique and tips of vein valve cutter use for infrainguinal vein bypass grafting
Shinsuke Kikuchi (Lecturer, Department of Vascular Surgery, Asahikawa Medical University Hospital, Japan)
Sponsored by

17:00-18:00

LeMaitre Vascular GK

October 12, 2021

Sponsored Seminar 2
Negative pressure wound therapy to reduce the risk of
complications for severe vascular surgery cases.
Moderator

Masataka Ikeda (Division of Lower GI, Department of Gastroentrerological Surgery, Hyogo College
of Medicine, Nishinomiya, Hyogo, Japan)

SS2-1 Use of Closed-Incision Negative-Pressure Therapy with Prevena incision management system in

Cardiothoracic and Vascular Surgery

Bauer Sumpio (Department of Surgery, Radiology and Medicine, Yale University School of Medicine, New Haven, USA)

SS2-2 Open Abdominal Management with ABTHERA therapy system in vascular surgery
Daiki Uchida (Division of Vascular Surgery, Asahikawa Medical University, Asahikawa, Hokkaido, Japan)
Sponsored by

3M Japan Limited / KCI KK
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Closing Remarks
19:00-19:20

October 13, 2021

ASVS2021 Closing Remarks
ASVS2021 Closing Address
Nobuyoshi Azuma (Department of Vascular Surgery, Asahikawa Medical University, Japan)

Introducing ASVS2022

Chung-Dann Kan (Department of Cardiovascular Surgery, National Cheng Kung University, Taiwan)

19:00-19:10

October 13, 2021

16th AsVF Closing Remarks
16th AsVF Closing Address
Tomohiro Ogawa (Department of Cardiovascular Surgery, Fukushima Daiichi Hospital, Japan)
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SVS President Special Lecture [Pre-recorded Presentation]
Moderator

SL1-1

Nobuyoshi Azuma (Department of Vascular Surgery, Asahikawa Medical University, Japan)

The Role of Multispecialty Practice in Vascular/Endovascular Surgery:
Can We Work Together?

Ali F. AbuRahma

Objectives: 1). To demonstrate competence and quality metrics across specialties, as well as highly successful multi-specialty models. 2).
Identify critical partners to engage in dialogue such as ACC, SIR, SCAI and SVM.
Methods/Background: Vascular surgeons are a relative minority in the crowded field of specialists who treat vascular disease, but
vascular surgery is the only specialty exclusively devoted to the diagnosis and treatment of vascular disease. Additionally, vascular
surgeons are the only specialists who provide the entire spectrum of treatment options (i.e. medical, open surgery, endo). Vascular
surgery board certification is the definitive measure of the vascular surgeon’s expertise in treating vascular disease and differentiates
us from other specialists.
Many specialties attracted to performing vascular procedures
Workforce shortage and maldistribution create access issues to vascular surgeons. Advances in treatment and device technology
make treatment of increased number of vascular conditions within the perceived scope of other specialties, possibly without adequate
training. Current payment policies and incentives in USA reward the wrong behavior. All share common goal of optimizing care for
vascular patients.
Results: Proportion of all carotid artery stenting performed by surgeons, radiologists and cardiologists in 2002 were 15%, 54% and
31%, respectively and in 2010 were 36%, 15% and 49%, respectively. Recent VQI data from 2014-2016 compared procedures performed
by vascular surgeons vs other specialties are summarized in Table 1. Younger vascular surgeons (<50 yrs.) reported that 90% of their
cases were endovascular, while older vascular surgeons ( ≥ 50 yrs.) reported that 62% of their cases were endovascular (P<.001).
Conclusions: Need to decide whether we play offense by stopping others from doing procedures outside their competency or play
offense by enforcing training and education to facilitate competency in other specialties. Both are needed to win, but balance may
have shifted strongly to needing an elite offense to win for patients and specialty. We need to engage with ACC, SIR, SCAI and SVM.
Perhaps we can work together in multispecialty model.
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SVS President
Special Lecture

President of Society for Vascular Surgery / Department of Surgery, West Virginia University-Charleston Division, Charleston,
WV, USA

Keynote Lecture 1
Moderator

KL-1

Pramook Mutirangura (President of The Royal College of Surgeons of Thailand)

Current management of Thromboangiitis Obliterans (TAO) in the Endovascular Era

Kamphol Laohapensang

Division of Vascular and Endovascular Surgery, Department of Surgery, Chiang Mai University Hospital, Chiang Mai, Thailand

The overall incidence of TAO appears to be decreasing in North America, Western Europe, South Asia, and Japan. A
reduction in smoking among the general populations studied and the adoption of stricter diagnostic criteria may explain this
decline over the past 4 decades. Tobacco use has a strong link to the pathogenesis and progression of TAO. Indeed, the only
effective therapy for TAO is complete and permanent discontinuation of smoking. However, various medications, such as
vasodilators, anticoagulants, thrombolytics, and noninvasive treatments, including intermittent pneumatic compression, have
shown limited success for decreasing pain and avoiding amputation.
Invasive approaches, such as omental transfer and sympathectomy, have demonstrated promising short-term clinical
improvement and low initial amputation rates but limited sustained, long-term symptomatic improvement.
Revascularization is the ideal treatment to reduce ischemic injuries; endovascular or surgical revascularization has often
been difficult because of diseased distal runoff and diffuse segmental involvement and the thrombotic nature of the disease
of TAO.
Surgical revascularization is rarely feasible, mainly due to distal arterial and venous involvement, lack of suitable target
vessel, and absence of adequate vein conduit. Bypass surgery was carried out for less than 10% of surgically treated patients
with TAO.
Since the majority of patients with CLI are poor candidates for surgical bypass, we offer endovascular revascularization to
patients with CLI or rapidly progressive limb-threatening disease, as well as those with recurrent or refractory symptoms
who fail conservative management.
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Keynote Lecture 2
Moderator

KL-2

Kunihiro Shigematsu (International University of Health and Welfare, Mita Hospital, Japan)

Primary closure vs patch angioplasty in carotid endarterectomy

Dong-ik Kim

Samsung Medical Center, Sungkyunkwan University, Korea

Keynote Lecture
45

Symposium 1

Vascular surgery in COVID-19 pandemic
Moderator

Takao Ohki (Jikei University of School of Medicine, Tokyo, Japan)
Chia-Hsun Lin (SHIN KONG WU HO-SU MEMORIAL HOSPITAL, SCHOOL OF MEDICINE, FU JEN
CATHOLIC UNIVERSITY, Taiwan)

SY1-1

Strategy for treating vascular emergencies during the COVID-19 pandemic in China
Jinsong Wang

Division of Vascular Surgery, The First Affiliated Hospital, Sun Yat-sen University, China

Coronavirus-caused pneumonia (COVID-19) broke out in Dec 2019. The virus soon proved to be extremely contagious and
caused an international pandemic. Clinicians treating COVID-19 patients face considerable danger of occupational exposure
due to the highly infectious nature of the virus and precautions must be taken to prevent medical staff infections. This
article lists important measures that may save the lives of patients and medical staff during the COVID-19 pandemic and
help to stop the transmission of COVID-19 on hospital grounds. The suggestions include: 1. Establishing detailed Infection
Control and Prevention Protocols in the operating room; 2. Expediting testing procedures and patient screening for
COVID-19; 3. Utilizing case-specific treatment planning for vascular patients with COVID-19, favoring minimally invasive
methods; 4. Establishing and reinforcing protective awareness within medical personnel.
Keywords: COVID-19, emergency vascular case, medical staff, prevention and control strategy

SY1-2

Vascular Surgery and Covid-19 in Bangladesh

Niaz Ahmed Choudhury1, Abul Hasan Muhammad Bashar2

VISITING PROFESSOR, NATIONAL HEART FOUNDATION, MIRPUR, DHAKA, BANGLADESH1, Department of Vascular
Surgery, National Institute of Cardiovascular Disease2

Objective:
Covid-19 pandemic continues to linger worldwide. Having fought the initial two waves, Bangladesh is now seeing off
a more dangerous 3rd wave of the pandemic. Infections that rose above a positivity rate over 30% has now fallen below
15%. We have adopted a strategy of conserving resources while delivering essential vascular care. We look back on our
pandemic-time experience with vascular services in light of our internationallypublishedpractice guidelines.
Methods:
Essential vascular services were provided throughout the Covid-19 pandemic. Data were analyzed and outcomes compared
between two pandemic waves.
Results:
Over 3000 vascular surgical cases were addressed- 90% of which were limb or life-saving procedures. Overall mortality
was 0.6% and overall limb salvage rate for acute and chronic limb threatening ischemia (CLTI) were 945.3% and 77.5%,
respectively. Limb salvage rate for CLTI was significantly higher in the 2nd wave compared with the 1st. Rate of Covid-19
infection among vascular workforce was about 20%.
Conclusion:
Emergency-focused working guideline has produced satisfactory results in terms of continuing emergency vascular services,
improving limb salvage and safeguarding vascular workforce during Covid-19 pandemic in Bangladesh. Conservation of
resources including manpower remains relevant in the context of the on-going 3rd wave of infection.
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SY1-3

Vascular surgery in COVID-19 pandemic: Situation in Japan

Toshifumi Kudo1, Hiroshi Banno2, Tsutomu Hattori3, Hidetoshi Uchiyama4, Kimihiro Komori2

Div. of Vascular Surgery, Dep. of Surgery, Tokyo Medical and Dental University Graduate School of Medical and Dental
Sciences, Tokyo, Japan1, Division of Vascular and Endovascular Surgery, Department of Surgery, Nagoya University Graduate
School of Medicine, Nagoya, Japan2, Ikebukuro Vascular Surgery Clinic, Tokyo, Japan3, Tsuchiura Kyodo General Hospital,
Tsuchiura, Japan4

A questionnaire survey of members of the Japanese Society of Vascular Surgery was conducted. The response rate was
55% (155/282 facilities). 62% of facilities accepted people with severe COVID-19 infection. At 38%, vascular surgeons were
involved in the treatment of COVID-19-positive patients. Preoperative PCR or antigen testing for COVID-19 was performed
in all patients at 57%. Surgery was restricted at 46% of the facilities. Of the above, limited period of surgery was less than
three-month in 66% of facilities, and all surgeries were discontinued in 18% of facilities and partially discontinued in 69%.
The reasons for the restrictions on surgery were often restrictions on the number of surgical slots and ICU admission.
Most of the measures against surgical restrictions were postponement of surgery. At 10 institutions (6%), they had surgery
for COVID-19-positive cases. At 12 centers (8%), there were cases of severe outcomes due to postponement of surgery due
to the COVID-19 epidemic. Compared to 2019, in 2020, 1) the number of amputation of the lower limbs tended to increase,
3) the number of cases handled for abdominal aortic aneurysm (AAA) rupture decreased, 4) the number of AAA (open)
surgery cases decreased, 5) the number of surgical cases of peripheral arterial disease (hybrid) increased, and 6) the number
of cases of varicose vein surgery decreased.

SY1-4

Vascular surgery in COVID-19 pandemic --Situation in Nepal
Annapunra hospital, Norvic Hospital, Nepal

Backgorund:
There was bad impact of COVID-19 on the practices & finances of Nepalese vascular surgeons’ lives & managing vascular
cases was tough in pandemic. With the very few number of dedicated vascular surgeons in Nepal, it was important to
safeguard this profession without compromising emergency vascular care services in the long term. There was high load of
vascular cases mainly emergency.
Methods:
A total of 1500 emergency & planned routine vascular patients were
dealt with in COVID-19 1st & 2nd waves period (March 2020 through July 2021) & the results were compared with the pre–
COVID-19 time. Vascular trauma, dialysis access complications, chronic limb-threatening ischemia & rupture aneurysm &
varicose formed the main bulk of the patient population.
Results:
There was a 60% decrease in the number of patients in the COVID-19 period. Treatment outcome in COVID-19 period were
comparable with that in the pre–COVID-19 period except that limb loss in the chronic limb-threatening ischemia patients
was higher. COVID-19 infection among the vascular health care professionals was low mainly in 2nd wave as most of us
were vaccinated by then.
Conclusion:
Vascular surgery practice customized for the high work volume and limited resources at Nepal were effective in delivering
emergency care during COVID-19 pandemic, ensuring safety of the caregivers.
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and Welfare, Tokyo)
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SY2-1

Contemporary management of chronic limb threatening ischemia: from guidelines to
practice
Michael S Conte

University of California, San Francisco, USA

CLTI is the most severe manifestation of PAD and is associated with risks of limb loss, mortality, and morbidity. Recently, a
collaboration of international vascular societies produced the Global Vascular Guideline (GVG) on the management of CLTI
to provide standardized approaches to diagnosis, staging, and management based on best available evidence. The GVG
promotes the PLAN framework for evidence-based treatment based on structured assessment of patient risk, limb severity,
and anatomic pattern of disease. The guideline re-defines the CLTI population and stresses the importance of accurate limb
staging, preferring use of the SVS Threatened Limb Classification System (WIfI). A new vascular anatomic staging system is
proposed for CLTI that integrates the complexity of lesions from the groin to the foot (GLASS). Successful revascularization
is recognized as a critical determinant of limb salvage in patients with CLTI. Based on the key elements above, combined
with the availability of autogenous vein, the preferred approach (EVT or open bypass) to revascularization for CLTI varies.
The current RCTs (BEST-CLI and BASIL-2,3) will provide critical and contemporary evidence to support future iterations
of these important guidelines. The GVG also addresses non-revascularization treatments, post-procedural care, and the key
elements of a multi-disciplinary limb preservation team.

SY2-2

Current status of CLTI treatment in Japan ~ from analysis of the registered data in JCLIMB
Shinsuke Mii

Yahata Saiseikai General Hospital, Japan

JCLIMB (Japan Critical Limb Ischemia database) project, created on the National Clinical Database, was established in 2013
to clarify the current status of CLI treatment performed by vascular surgeons and to create the guideline for CLI treatment
in Japan for improving the quality of medical care. Vascular surgeons in some 90 facilities have voluntarily registered
approximately 1100 cases meeting the definition of CLI according to TASC II every year and initial registration data (patients’
background, pretreatment ischemic status of the limb, treatment methods) and their tracking data (30 days, 6 months, and
1 to 5 years’ outcomes) were summarized annually. In this symposium, the peculiarity of Japanese CLI patients, recent
changes of treatment strategy, and early and late outcomes are shown according to the analysis results of the annually
aggregated data of JCLIMB from 2013 to 2018 and the current status of CLTI treatment in Japan is discussed.
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Protocol Endovascular and Wound Care Strategies for Real World CLTI
Steven Kum

Visiting Consultant, Changi General Hospital, Singapore

SY2-4

CLTI treatment in Taiwan
Department of Surgery, National Cheng-Kung University, Tainan, Taiwan

Chronic limb threat ischemia (CLTI) is associated with high mortality, amputation, and impaired quality of life. CLTI should
be provided with the best medical treatment and life behavior improvement, including the use of antithrombotic, lipidlowering, antihypertensive, and glycemic control medications, as well as counseling on smoking cessation, diet, exercise,
and preventive foot care. In general, CLTI patients may require endovascular intervention (EVI) or bypass surgery for
revascularization. Vein graft bypass may be preferred for moderate-risk patients with advanced limb threat and highcomplex disease, while patients with less complex anatomical structures, intermediate severity limb threat, or high patient
risk may be more inclined to endovascular Interventional therapy. This field in Taiwan is performed by vascular surgeons,
cardiovascular interventionists, and radiologists. Significant technological advancements and patient preferences in the past
decade have transformed revascularization strategies from traditional bypass surgery to less invasive EVI. Here, I will
report on the current practice in Taiwan.
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Major amputation & mortality in Pts with foot wounds: focus on the differences among
patients with DM, PAD & both
Jackie Ho, Lingyan Meng

National University of Singapore, Singapore

Aim: Majority of lower extremities wounds are relating to: (i) only diabetes (DM); (ii) only peripheral artery disease (PAD); (iii)
co-existing diabetes and peripheral artery disease (DM-PAD). This study aims to characterize the major clinical outcomes of
above three groups of foot wound patients in Singapore.
Method: Patients hospitalized for chronic lower extremity wounds between Jan 2014 and Oct 2017 in a tertiary hospital
of Singapore were analyzed. Patients’ major limb amputation and mortality were assessed using cox regression models.
Cumulative survival and amputation-free survival among the three classified groups were calculated using Kaplan-Meier
analysis.
Results: Compared to patients with only DM, those in PAD group and DM-PAD group were associated with higher risk of
major amputation (adjusted hazard ratio:2.47, 95% CI:1.65-3.70; adjusted hazard ratio: 2.46, 95% CI: 1.86-3.26 respectively) and
mortality (adjusted hazard ratio:2.36, 95% CI:1.57-3.55; adjusted hazard ratio: 2.01, 95% CI: 1.53-2.65 respectively). The 3-year
survival and amputation-free survival was lowest in DM-PAD group (52.1% and 41.5% respectively), followed by PAD group
(53.3% and 44.6% respectively) and DM group (74.2% and 68.5% respectively).
Conclusion: Patients with chronic lower extremities wounds, especially those with concomitant DM and PAD, presented
with poor clinical prognosis.

SY2-6

CLTI Treatment strategy – View points form SPINACH study

Nobuyoshi Azuma1, Osamu Iida2, Mitsuyoshi Takahara3, Yoshimitsu Soga4, Akio Kodama5

Department of Vascular Surgery, Asahikawa Medical University, Japan1, Cardiovascular center, Kansai Rosai Hospital2,
Department of Diabetes Care Medicine and Department of Metabolic Medicine, Osaka University School of Medicine3,
Department of Cardiology, Kokura Memorial Hospital4, Division of Vascular Surgery, Department of Surgery, Nagoya University
School of Medicine5

Patients with CLTI are highly heterogeneous, and there are many factors influencing decision making of indication and
strategy of revascularization. Data is needed on how to properly use EVT or bypass, especially in Asia, where there are
many diabetic and dialysis-dependent CLTIs. SPINACH study was done as a multicenter, prospective registry observing 548
Japanese CLI patients. More than 70% of enrolled patients were diabetes, more than 50% were dialysis-dependent kidney
disease, therefore more than 75 percent were needed infrapopliteal revascularization.
Primary endpoint was amputation-free survival at 3 years, while survival, wound healing, MALE, MACE, reintervention
rate, ADL, and QOL were measured as secondary endpoints.
EVT was compatible to Surgical intervention after propensity score matching, while surgical intervention was
positive predictor for wound healing and ADL after revascularization. WIfI wound grade 3 and non-ambulatory at the
revascularization were strong negative factors for ADL, QOL, and survival after revascularization. Regarding treatment
selection, SPINACH study proposed favorability score for surgical intervention. CLI patients with severe
wound status might be more suited for surgical reconstruction, whereas those with a poor general condition might benefit
more from EVT.
Conclusions. From view points of SPINACH study, revascularization strategy for each patient should be selected according
to severity of wound status and general condition (patient’s risk). Furthermore, it has been realized that there is an urgent
need to raise awareness of the prevention of aggravation WIfI stage so that revascularization can be performed before
reaching WIfI wound grade 3.
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Is angiosome-guided EVT worthwhile?
Osamu Iida

Kansai Rosai Hospital, Japan

In the latest Global Vascular Guideline published by the society of vascular surgery, selection of revascularization strategy
for patients with chronic limb-threatening ischemia (CLTI) should be determined by the severity of patients, lower limb
and arterial anatomy. Due to the aging society and pandemic of diabetic mellitus, endovascular therapy (EVT) plays a
major role in the treatment of CLTI because CLTI with complex commodities are very common in real-world practice. The
guidelines also state that the angiosome concept should be considered when performing revascularization of infrapopliteal
lesions in CLI patients. On the other hand, it is also mentioned that the angiosome concept should not be considered the only
strategy and that well-structured research is still needed, and the angiosome concept has some limitations. The majority of
the studies indicating the effectiveness of angiosome-guided EVT is retrospective. Additionally, the angiography to classify
patients as DR or IR in these studies were not evaluated by an independent observer such as a core laboratory; thus, bias
may have occurred. Given these situations, for overcoming these limitations, WARRIORS registry, which comprises of
prospective, multicenter and core laboratory-adjudicated scheme in Japan, is now working in progress and I will introduce
the latest data of WARRIORS registry in this meeting.
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Distal Venous Arterialization for no option CLTI
Moderator
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Hiroyoshi Yokoi (Fukuoka Sanno Hospital, Fukuoka, Japan)
Steven Kum (Visiting Consultant, Changi General Hospital, Singapore)

Definition of “no option” as a vascular surgeon

Tadahiro Sasajima1, Taku Kokubo1, Tomiyasu Koyama2

Center of Vascular Diseases, Edogawa Hospital, Tokyo, Japan1, Research Institute for Electronic Science, Hokkaido
University, Sapporo, Japan2

Introduction DVA has remained some questions in indication, procedures, or judgement of DVA efficacy, and the
certainty of the efficacy has confused. Most of authors stated that DVA was indicated to patients with no option
CLTI, but angiography often showed a graftable distal artery in foot. Besides, distal venous microcirculation must
be visualized in angiography if DVA was effective, but no evidence was demonstrated except ample arteriovenous
fisfulae. To avoid the unnecessary DVAs, we present patient selection and indication.
Patients Since 2003, we performed 24 DVAs for 21 patients. There were atherosclerosis in 15 (hemodialysis patients in 8,
extensive thrombotic occlusion after extended endovascular therapy in 5, and distal embolism in 2), Burger’s disease in 4,
collagen disease vasculitis in 4. Of 24, there were 7 primary solitary DVAs, 9 adjuvant DVAs for hemodynamically ineffective
arterial bypasses, and 8 DVAs combined with free flap.
Results Of 24, 67% were successful and achieved limb salvage, but 6 were subjected to major amputation early after DVA.
Results were poor in patients with EVT failure in foot and diabetes patients with dialysis.
Conclusions DVA may be effective in selected CLTI patients, however, to obtain certain successful outcomes,
establishments of patient selection, true indication, techniques, and postoperative managements are essential.

SY3-2

Definition of "no option" as a interventional cardiologist
Hiroyoshi Yokoi

Fukuoka Sanno Hospital, Fukuoka, Japan

The prognosis of patients with critical limb ischemia (CLTI) after lower limb amputation is poor, and revascularization (bypass
surgery, endovascular therapy) is necessary to improve blood flow and wound healing to avoid amputation. In Japan, about
half of patients with CLI are diabetic or dialysis patients. These patients often have diffuse lesions (small vessels) with
calcification in the vessels below the ankle, so that conventional revascularization alone does not provide sufficient blood
flow to the wound, and many patients cannot be saved. Percutaneous Deep Vein Arterialization (pDVA) has been attracting
attention to improve blood flow to the lower extremities in patients with CLTI who cannot be salvaged by conventional
revascularization. The definition of "no-option" was determined that conventional distal bypass, endovascular or surgical
techniques for lower extremity salvage are not feasible due to a) lack of distal artery targets available for endovascular
or surgical approaches, or b) presence of leg artery targets but no veins available as autologous veins in either the left
or right lower or upper extremities. The lack of available veins as autologous veins has made conventional distal bypass,
endovascular or surgical techniques for lower extremity salvage impossible.
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Pedal bypass with deep venous arterialization for chronic limb threatened ischemia and nonreconstructable distal artery
Pramook Mutirangura

Division of Vascular Surgery, Department of Surgery, Faculty of Medicine Siriraj Hospital, Mahidol University, Bangkok,
Thailand

Arterial bypass is the standard procedure for the treatment of peripheral artery occlusive disease (PAOD) with chronic
limb threatened ischemia (CLTI). The major factors for the successful treatment include the suitable proximal artery, the
appropriate quality of vascular conduit and the good status of distal artery.
Pedal bypass is the most extensive procedure for PAOD involving infrapopliteal artery occlusive lesion requiring the
appropriate distal artery run off. Whenever the distal artery is poor and non reconstructable, major amputation is always
inevitable in this situation.
I will demonstrate the surgical technique of pedal bypass with deep venous arterialization for PAOD with CLTI and nonreconstructable distal artery to achieve the healing process in ischemic limb.

SY3-4

Surgical DVA and the mechanisms of clinical effects
Center of Vascular Diseases, Edogawa Hospital, Tokyo, Japan1, Research Institute for Electronic Science, Hokkaido
University, Sapporo, Japan2

Introduction If arterial blood does not reach to the effectively small caliber venulae in microcirculation, distal venous
arterialization (DVA) is only arteriovenous fistulae (AVFs). However, the minimum requirement size of the venula for
effective oxygen transportation and nutrition in DVA has not been estimated. We hypothesized tissue oxygen transport
when arterial blood reached to a venula with a diameter of 30 μ m in successful DVA.
Method In the hypothesis, we used two basic studies 1)2) for the estimation: Based on the Engelson’s report in a rat
heart model,1) the total density of venulae of 4.43 mm/mm3 in a venula with a diameter of 30 μ m, and the radius of TC
surrounding the venula was 268 μ m. Opitz2) reported that, according to Krogh’s equation for the TC model, oxygen
consumption rate of resting skeletal muscle was 0.16 ml/100g/min, and PO2 value in venula was 40 mmHg in normal, and so
estimated about 100mmHg in DVA.
Results This hypothesis demonstrated that when retrograde arterial blood flow reaches the venula of 30 μ m, oxygen
diffusion front reaches 328 μ m at rest, which exceeds tissue cylinder radius (268 μ m).
Conclusion Sufficient oxygen is transported to resting ischemic skeletal muscle by successful DVA. However, walking may
cause localized oxygen deficit.
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Endovascular Deep Venous Arterialization for no option CLTI
Steven Kum

Visiting Consultant, Changi General Hospital, Singapore
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Recent progress in AAA Treatment
Moderator
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Hiroyuki Ishibashi (Department of Vascular Surgery, Aichi Medical University, Aichi, Japan)
Zhong Chen (Chief of vascular surgery department, Beijing Anzhen Hospital, Beijing, China)

Endovascular repair of juxta-renal/para-renal abdominal aortic aneurysms
Takao Ohki

Division of Vascular surgery, Department of Surgery,/ The Jikei University school of Medicine,Tokyo, Japan

Treatment of Juxta-renal abdominal aortic aneurysms (PRAAA) that lacks a proximal neck remains a challenge. For those
not fit for open repair, we have been performing snorkel EVAR (S-EVAR) that can be performed with an off-label use of an
available device.
During the last 10 years, we have performed S-EVAR in 52 PRAAAs (mean age 76, aneurysm diameter 5.8cm). The aortic
stent graft used was Excluder in 34, AFX/Vela in 13, Endurant in 6. As far as the branch stents grafts, either Atrium
Advanta, WL Gore Viabahn or VBX was selected. Three cases (6%) were performed under local anesthesia due to sever
COPD. Eight (15%) required snorkel stent to be placed in the superior mesenteric artery in addition to the renal arteries.
No operative death was encountered. Clinical success with absence of Type 1/3 endoleak was 87% and the median length
of hospital stay was 6 days. During a mean follow-up period of 40 months, Type I and III endoleaks were observed in 3 and
0 cases, respectively. The primary patency of the renal artery was 88%, freedom from secondary intervention was 89% and
freedom from aneurysm related death was 96%.
In conclusion, S-EVAR for high risk PRAAA patients is a safe and effective treatment option and dedicated devices will
probably further improve its’ outcome.

SY4-2

Strategy for late open surgical conversion after EVAR
Vascular Surgery, Samsung Medical Center, Sungkyunkwan University School of Medicine, Korea

Endovascular aneurysm repair (EVAR) has changed the open aortic surgery for abdominal aortic aneurysm (AAA), due to
several advantages in terms of reduced morbidity and mortality. EVAR is offered nowadays as the treatment of choice for
AAA but are still burdened by a not negligible number of complications requiring secondary procedures. Increasing rate of
late complications requiring secondary procedures has been observed over time. Even if most of them may be treated by
means of endovascular techniques, late open surgical conversion (LOSC) is required in specific situations.
LOSC represents in selected cases an unavoidable approach that should be performed in high-volume centers with
experienced surgeons. Despite acceptable results, surgical conversions after previous EVAR are more complex with higher
morbidity and mortality rates compared with standard open repair. A meticulous preoperative patient selection and life-long
follow-up are required in patients considered for endovascular repair.
In this lecture, I will talk about current up-to-date reports about LOSC after EVAR and introduce our strategy and
experiences of LOSC in our institution with the audiences.
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Long-term outcome after EVAR and tips for the management of serious complications
Hiroshi Banno, Tomohiro Sato, Shuta Ikeda, Yohei Kawai, Takuya Tsuruoka, Masayuki Sugimoto,
Kiyoaki Niimi, Akio Kodama, Kimihiro Komori

Division of Vascular and Endovascular Surgery, Department of Surgery, Nagoya University Graduate School of Medicine,
Japan

Objective: Patients who undergo endovascular aortic repair (EVAR) remain at risk for reintervention, including open
conversion, and serious complications, such as late type Ia endoleak, rupture, or infection.
Methods: Patients who underwent elective EVAR for abdominal aortic or aortoiliac aneurysm (AAA) between June 2007
and August 2017 at our institution were reviewed. Data were collected prospectively and supplemented with a retrospective
review of the medical records and radiographic images, and demographics and clinical characteristic profiles were collected.
Results: During the study period, 610 patients underwent EVAR with a median 4.0 (interquartile range; 2.1, 5.9) years followup. There was no in-hospital death. During their follow-up, there were ten (1.6%) open conversions, twelve (2.0%) AAA
ruptures, and 14 (2.3%) aneurysm-related deaths. In addition, twelve patients (2.0%) developed late type Ia endoleak. Reasons
for open conversion were as follows; four stent graft infections, three sac growths, one aorto-duodenal fistula, one AAA
rupture, and one type Ia endoleak. Among them, two patients (one stent graft infection and one AAA rupture) (20%) died
after surgery.
Conclusion: Although EVAR achieved an excellent early outcome, some patients required serious reinterventions and
developed fatal complications. Surgeons have to be familiar with how to deal with them.

SY4-4

Effectiveness of IMA embolization for prevention of type II endoleak after EVAR and
short-term outcomes of all-branch embolization
Yuriko Takeuchi, Noriyasu Morikage, Takahiro Mizoguchi, Takashi Nagase, Takasuke Harada,
Kotaro Suehiro, Kimikazu Hamano

Division of Vascular Surgery, Department of Surgery and Clinical Science, Yamaguchi University Graduate School of Medicine, Yamaguchi, Japan

Background:
Our previous study identified the anatomical risk factors for type II endoleak (T2EL) in patients with patent inferior mesenteric artery (IMA). We
performed a randomized controlled trial (RCT), where high-risk patients underwent endovascular aneurysm repair (EVAR) with or without IMA
embolization, demonstrating the effectiveness of IMA embolization for prevention of T2EL and related aneurysmal sac enlargement. However, a few
patients demonstrated T2EL-related sac enlargement in spite of IMA embolization.
In this study, we investigated the effectiveness of EVAR with embolization of all branches from the aneurysm, by comparing the results to only IMA
embolization.
Materials and Methods:
Fifty high-risk patients (group X) were selected from 123 who had undergone EVAR with all-branch embolization from April 2018 to December 2019, after
excluding cases of exceptional aneurysms, such as isolated iliac, saccular, ruptured, etc. They were compared with the RCT patients who underwent EVAR
from September 2014 to March 2018, comprising 53 high-risk patients each with only IMA embolization (group A) and without embolization (group B).
Result:
Technical success of IMA and all-branch (LA, median sacral artery, and accessory renal artery) embolization was 92.3% and 62.9%, respectively. Groups X
and A had similar operative times (230 vs. 214 min, P=0.40). The former required longer fluoroscopy time and more iodinated contrast (94.9 vs. 72.8 min, P <
0.02; 95.4 vs. 60.5 ml, P<0.0001). During mean follow-up period of RCT (43.6 ± 18.7 months), T2EL occurrence and sac diameter changes were 21.7 vs. 51.9%
and -7.3±8.1 vs. -1.6±12.1 mm in groups A and B, respectively (P=0.013; P=0.009), compared to 12.0% and -7.2±5.2 mm in group X (mean follow-up period, 9.9
± 4.4 months), similar to group A at 1 year (P=0.27; P=0.24).
Conclusion:
Presently, it is appropriate to limit EVAR with all-branch embolization to cases where T2EL must be prevented, including those with hostile neck, younger
age, etc. Further studies on long-term outcomes may determine the efficacy of this procedure.
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Endovasular stabilization of abdominal aortic aneurysms
Stephen Cheng

Department of Surgery, The University of Hong Kong, Hong Kong

Traditional treatment of abdominal aortic aneurysms (AAA) by open or endovascular repair is indicated only when the
AAA reaches 5.5 cm diameter. Attempts to control small aneurysm growth by medications has not been shown to be
effective.
1,2,3,4,6-Pentagalloylglucose (PGG) is a glucose compound which has strong hydrophobic elements and once exposed to
degraded elastin, will bind strongly to the hydrophobic regions and re-establishes the crosslink, thus has a potential of
strengthening the aneurysm wall, hinders enzymatic degradation, and prevents or delays (stabilize) growth of aneurysms.
Experiments on animal models and ex-vivo human tissues have been encouraging.
We present a multi-center first in human study on the use of PGG to treat small (3.5-5cm) AAAs. The stabilizer compound
is delivered endoluminally to the AAA wall via a novel double balloon 14Fr delivery system via transfemoral puncture. A
proximal aortic occlusion balloon excludes inflow while blood in the aneurysm sac is displayed with a pre-determined volume
of PGG stabilizer via second, larger balloon. An additional 25cc of stabilizer is delivered to the aortic wall via slow weeping
on laser-cut perforations in the balloon over three minutes at 60-100mmHg.
Early results with follow up up to 24 months showed encouraging growth stabilization compared to historical N-TA3CT
data.
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Thoracic and thoracoabdominal aorta: Up to date
Moderator
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Hitoshi Ogino (Department of Cardiovascular Surgery, Tokyo Medical University, Tokyo, Japan)
Chun Che Shih (Taipei Heart lnstitue WanFang Hospital Taipei Medical University, Taipei, Taiwan)

Hybrid repair for aortic arch aneurysm
Hitoshi Ogino

Tokyo Medical University, Tokyo, Japan

or aortic arch aneurysms, conventional total arch replacement (cTAR) remain the gold standard. However, through recent
advances in endografting, the surgical strategies have been shifted toward thoracic endovascular aortic repair (TEVAR). As
the alternatives to cTAR, endografting such as debranching or fenestrated/branched arch TEVAR is induced for higherrisk or inoperable patients. In addition, TAR with frozen elephant trunk (TARFET) also is a useful option for extensive
arch aneurysm. However, spinal cord injury occurs at a higher incidence. As an alternative, hybrid two-staged procedures
of TARET follower by secondary TEVAR is recognized, although interval rupture is a non-negligible lethal event. On the
other hand, for higher-risk patients, TEVAR procedures are more preferrable. In the debranching arch TEVAR, there are
variations depending on the proximal landing site. The debranching techniques are also variable. The recent majorities are
the zone 1 procedure with two-debranching or the zone 2 one with one-debranching. Stroke is a drawback of debranching
TEVAR. To prevent it, reconstruction of the LSCA is reportedly recommended. In zone-0 procedure, total debranching
through a median sternotomy is necessary and has some technical difficulties. We have to be cautious about occurrence of
Type A aortic dissection. Chimney techniques are then less-invasive alternatives.

SY5-2

Hemodynamics and Surgical Strategies in the Aortic Diseases
Keiichi Itatani

Department of Cardiovascular Surgery, Osaka City University, Osaka, Japan

In addition to the traditional enhanced CT that can only measure the diameter and shape of the aorta including, blood flow
imaging provided incremental value of prediction of cardiovascular events and surgical planning in aortic diseases, with the
assessment of hemodynamics and quantification of the mechanical stress caused by the diseased flow. 4D flow MRI visualizes
the entry and reentry flow of the aortic dissection and measures flow rate and patterns of the true and false lumen, which
would be useful in the prediction of dilation or aortic remodeling, and in the entry closure strategy. In aortic coarctation 4D
flow MRI quantifies accelerated stenotic flow, collateral flow rate, and cardiac workload through flow energy loss (EL). In
aortic root dilatation caused by aneurysm or adult congenital heart disease, spiral helical turbulent flow not only increases
damages the intima but also increases the cardiac workload by the energy loss increase. CFD (computational fluid dynamics)
simulation and echocardiography VFM (vector flow mapping) visualizes WSS (wall shear stress) and its related parameters
that indicates mechanical stress on intima in the dilated root. CFD simulation enables virtual surgery when combined with
CG (computer graphics), and it is helpful in the determination of procedures in extraaatomical revascularization including
coronary reconstruction.
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Treatment strategy for chronic residual type I aortic dissection
Chun Che Shih

Taipei Heart Institue WanFang Hospital Taipei Medical University, Taipei, Taiwan

We retrospectively reviewed the records of 47 consecutive patients with chronic aneurysm formation and residual
DeBakey type I aortic dissection who underwent arch reoperation with frozen elephant trunk replacement or endovascular
debranching between December 2006 and December 2016. Noticeable false lumen thrombosis with true lumen progressive
dilatation was only found at the proximal descending aortic segment extending to the middle of stent grafts in both groups.
The endovascular treatment will be also recommended first to promote FL thrombosis and aortic remodeling including
intervention from FL and TL sides. TL intervention techniques (parallel stent-graft, branched and fenestrated stent-graft
among others) have been suggested in some high risk patients with PDAA. The role of PETTICOAT aortic dissection
repair technique with bare metal stents also be beneficial in abdominal remodeling of residual DeBakey type I aortic
dissection who underwent arch reoperation with frozen elephant trunk replacement or endovascular debranching with or
without an abdominal BMS, which expanded the thoracic and abdominal true lumen and augmented false lumen thrombosis
percentage during the first postoperative year. FL intervention techniques, an additional innovation that have been used in
selected patients include FL embolization and candy-plug techniques.

SY5-4

TEVAR for type-B aortic dissection (usefulness of PETTICOAT-kanjiki method)
Department of Vascular Surgery, Aichi Medical University, Aichi, Japan1, Department of Radiology2

Introduction: Distal stent graft-induced new entry (d-SINE) is one of the major complications after stent-graft for type B
aortic dissection (TBAD). It also could occur after frozen elephant trunk surgery for type A aortic dissection. We developed
a new technique; PETTICOAT-kanjiki method (placement of a second stent-graft within a pre-deployed bare-stent) to
prevent d-SINE.
Methods: A total of 30 TBADs (5 acute, 9 subacute, 16 chronic including 4 d-SINE) were treated with PETTICOAT-kanjiki
method.
Results: Used device was CTAG in 6 and TXD in 24. Length of stent-graft was 32-297mm (median 230mm) and that of baregraft was 5-138mm (18mm). Diameter of the stent-graft against the proximal diameter was +3mm in 1, 0mm in 7, -4mm in 15,
and -10mm in 5. There developed no d-SINE or no spinal cord ischemia. Remodeling (area of true lumen/area of total aorta)
at 1-month was 567+/-25％ at the proximal descending aorta, 61+/-26％ at the aortic valve level, 54+/-24％ at a distal edge
of the bare stent. Remodeling at 6-month was 77+/-23％ , 72+/-24％ , 60+/-25％ , respectively.
Conclusions: PETTICOAT-kanjiki method was useful for TBAD in preventing d-SINE. It could keep a larger distal diameter
of the SG and showed good mid-term remodeling.
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Thoracic and thoracoabdominal aorta: Up to date
Jinsong Wang

Division of Vascular Surgery, Guangdong Provincial People’s Hospital, Guangzhou, China

Thoracic and thoracoabdominal aorta lesions, which include aneurysm, dissection, ulcer and hematoma, involve ascending,
arch,descending and thoracoabdominal aorta. Up to date, one of the dispute in this field is the choice of endo or open
surgical management. The management of chronic aortic dissection is still challenging. Spinal cord protection is a critical
issue for both endo and open procedure for aortic lesions. More evidence based data is needed to warrant the future optimal
management on thoracic and thoracoabdominal aorta lesions.

SY5-6

Strategies to achieve False Lumen Thrombosis in Type B aortic dissection
Tarun Grover

Division of Vascular & Endovascular Sciences. Medanta - The Medicity, Delhi, India

Background
Partial thrombosis of the false lumen has been reported as a significant predictor of mortality during follow-up in patients
with acute type B aortic dissection.
Endovascular strategies have been increasingly used for the treatment of chronic type B aortic dissection (cTBAD) offering
better outcomes in terms of mortality and morbidity compared to open surgical repair. Aortic remodeling after standard
TEVAR is less likely in cTBAD due to rigidity of the dissection membrane. Another limitation of endovascular therapy is
continued retrograde false lumen perfusion with back-flow from distal entry tears.
Treatment strategies in cTBAD should aim at false lumen thrombosis. There are many approaches to achieve this goal
of false lumen thrombosis, but concepts as open surgery or fenestrated and branched endovascular repair are limited by
either high technical and logistic demands to the surgeon or high rates of mortality and morbidity. False lumen embolization
techniques offer less invasive treatment strategies with promising early results. The main strategies for false lumen
embolization include the "cork in the bottle neck" technique, the Candy-Plug technique or the Knickerbocker-technique.
Conclusion
Candy Plug Offers a effective solution to retrograde filling of false lumen through a large distal re-entry tear.
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Drug technology in Endovascular Era
Moderator

SY6-1

Hiroyoshi Komai (Kansai Medical University Medical Center, Osaka, Japan)
Osamu Iida (Kansai Rosai Hospital, Osaka, Japan)

The Road to Safety Confirmation of Paclitaxel-Containing Devices
Masato Nakamura

Toho University, Ohashi Medical Center, Tokyo, Japan

In December 2019, Kastanose et al. reported a meta-analysis suggesting an adverse effect on long-term mortality after the
use of paclitaxel-containing devices (PTXD). Mortality is an undoubtedly an absolute endpoint, so this paper became a hot
topic around the world. So, we planned a robust patient-level meta-analysis integrating all the sponsor’s clinical trial data;
we worked with MHLW and PMDA to request cooperation from the companies involved, and signed three contracts with
each company before meta-analysis. This meta-analysis consisted of 12 Japanese clinical trials on endovascular treatment for
symptomatic femoropopliteal artery disease. The trials evaluated 1389 cases of PTXD (drug-coated balloon, 388; drug-eluting
stent, 1001) and 1192 cases of non-PTXD (bare-metal stent, 991; balloon angioplasty, 201). The cumulative 5-year mortality
for the entire cohort was significantly lower in the PTXD than in the non-PTXD group (24.4% vs 27.4%, respectively; HR,
0.81; 95% CI, 0.67-0.97; P = 0.023), but this difference was no longer significant after adjustment for relevant covariates (HR,
1.01; 95% CI, 0.39-2.58; P = 0.987). The execution of this meta-analysis is one of the major achievements of the collaboration
between academia, industry, and government, and it may suggest future directions for solving difficulties.

SY6-2

Osamu Iida

Kansai Rosai Hospital, Osaka, Japan

The latest meta-analysis published by Katsanos K, et al in EJVES 2021 demonstrated that a significantly higher long term
risk of major limb loss using DCB in the femoropopliteal and/or infrapopliteal arteries were documented. Mainly speculated
mechanism of an increased risk for major amputation is that downstream showers of cytotoxic solid-state paclitaxel material
combined with its long-lasting tissue residence, resulting in local presence of the drug for several months and this would
finally have adverse effects on index limbs. Despite emerging this type of robust evidence, we almost Japanese physicians
don’t accept these results and feel a relevant gap of evidence versus experience. Our retrospective study, namely the
RADISH (Roles of Angioplasty with Drug-coated balloon for chronic ISchemia in wound Healing) the study revealed that
DCB therapy did not lead to delayed wound healing and reduced restenosis rate in CLTI patients presenting FP lesions.
From these results, DCB therapy would be a reasonable treatment option for CLTI patients and now widely applied to the
treatment FP lesions in CLTI patients in Japan because of their acceptable durability.
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Does the down-stream effect after DCB therapy influence the time course of wound healing
in patients with CLTI?

SY6-3

MagicTouch Sirolimus Coated Balloon for Femoropopliteal and Below the Knee Disease:
XTOSI results to 12 months
Edward Choke, Jia Sheng Tay, Tjun Yip Tang, Eilane Peh

Vascular and Endovascular Surgery, Sengkang General Hospital, Singapore

XTOSI pilot study is a prospective, single-arm, open-label, single centre trial evaluating MagicTouch PTA SCB for
symptomatic PAOD. Primary endpoint was defined as primary patency at 6 months (duplex ultrasound peak systolic
velocity ratio < 2.4).
Fifty patients were recruited. The mean age was 67 [n=31 (62%) males]. SCB was applied to femoropopliteal in 20 patients
(40%) and BTK in 30 patients (60%). Majority of treatments (94%) were performed for limb salvage indications (Rutherford
scores 5 or 6). Six month primary patency was 80% (88.2% for femoropopliteal; 74% for BTK). At 12 months, freedom from
TLR was 89.7% (94.1% for femoropopliteal; 86.3% for BTK), AFS was 81.6% (90.0% for femoropopliteal; 75.9% for BTK),
all-cause mortality was 14.3% (10.0% for femoropopliteal; 17.2% for BTK) and limb salvage success was 92.9% (94.4% for
femoropopliteal; 91.7% for BTK).
MagicTouch PTA SCB in the XTOSI study showed promising 6 month primary patency and no early safety concerns were
raised.

SY6-4

Role of DCB and DES in femoro-popliteal arterial lesion
Kihyuk Park

Department of Vascular Surgery/Daegu-Catholic University Hospital, Daegu, Korea

Drug coated balloon (DCB) and drug eluting stent (DES) provides a novel technique to locally deliver antiproliferative agent
into the arterial wall. It is associated with superior antirestenotic efficacy as compared with standard balloon angioplasty.
IN.PACT global study showed 5 year freedom from CD TLR rate 69.4% and effectiveness sustained through the years.
Although safety issues regarding paclitaxel was brought up, recent studies such as LEVANT tirial with Lutonix balloon,
showed no increase 5 year mortality compare to uncoated balloon. DCB was first available in Korea since 2015. Our center
also start to use DCB for femoropopliteal occlusive lesions. During 7 years, 650 balloon angioplasty was done for peripheral
arterial disease theraphy in our vascular surgery department. Among them 290 DCBs were used as primary procedure.
Compare to 7 years ago, now DCB cases portion as primary choice for femropopliteal lesion increases double. According
to company’s sales data, it sharply increases with time so last year 6,927 DCB were used in 2020. IN.PACT was the main
proportion 3,460 cases. DCB currently about to get approval from Korean national health insurance for dialysis access
occlusive lesion. In the future, drug technology will expands the role for arterial occlusive lesion in more complex lesion with
other endovascular tools such as atherectomy.

62

SY6-5

Drug devices in peripheral artery disease, pathological point of view
Sho Torii

Department of Cardiology, Tokai University School of Medicine, Tokyo, Japan

Endovascular therapy has evolved as a main treatment option especially in patients with short (<25 cm) femoropopliteal
lesion. The latest guideline recommends the use of drug eluting
devices (both drug-coated balloons [DCBs] and drug-eluting stents [DESs]) in short femoropopliteal lesions as class IIb
recommendation. DCB usage is also recommended for in-stent restenosis lesions (class IIb).
However, pathological analysis of drug devices have not been well evaluated before. In this talk, we will focus on the
preclinical and pathological studies of endovascular devices, especially in DESs and DCBs.
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Ruptured AAA: Open repair or EVAR
Moderator

SY7-1

Nobuya Zempo (Division of Vascular Surgery, Kansai Medical Universirty Hospital, Osaka, Japan)
Yew Pung Leong (Cardiac Vascular Sentral Kuala Lumpur (CVSKL), Malaysia)

Ruptured Abdominal Aortic Aneurysms (AAA): Open repair vs EVAR
Yew Pung Leong

Cardiac Vascular Sentral Kuala Lumpur, Malaysia

Since its introduction in the 1990s. elective AAA repairs are increasingly begin treated as endovascular repairs (EVAR))
rather than the traditional Open repair (OR). The reported late complications of EVAR have not change this trend. In
emergency AAA repair for ruptured AAA, there is also a trend towards EVAR.
The clinical situation in ruptured AAA is vastly different for that of elective cases. Time is the essence in the former.
Whereas in the elective situation, there is time for planning of the operation, it is not the case in an emergency.
There are requirements for EVAR to be a successful procedure. These include proper case selection and proper planning,
availability of the necessary stent-graft components and the necessary accessories to tackle any complication and a good
imaging system in the Operating Room. There should also have an experienced team of surgeons, anesthetists and nursing
staff that are used to doing these operations.
In an emergency situation, all these criteria must be available and on standby once there is a notice that there is an
impending case. These emergency procedures are also likely to be more complex than an elective cases. The author will
discuss further on the criteria for good results in Open repair and EVAR and how decisions should be made.

SY7-2

Ruptured AAA: Open repair or EVAR

Jang Yong Kim, Sang Sup Yoon, Sun Choel Park
The Catholic University of Korea, Korea

Ruptured AAA is still challenging because its treatment is emergent and has a high mortality rate. Open surgical repair
of ruptured AAA has been the treatment of choice and there have been many trials for ruptured AAA including AJAX,
ECAR, and IMPROVE trials. In 2017, IMPROVE trial concluded that at three years, compared with open repair, an
endovascular strategy for suspected ruptured AAA was associated with a survival advantage, again in QALYs, similar
levels of reintervention, and reduced costs, and this strategy was cost-effective and these findings support an endovascular
strategy for ruptured AAA. The subanalysis of IMPROVE trial reported that short neck adversely influences mortality after
open repair of ruptured AAA and precludes conventional EVAR. After this trial, NICE 2020 guideline-recommended EVAR
or open repair equally for ruptured infrarenal AAA and open repair for ruptured complex AAA. ESVS 2019 guidelinerecommended EVAR as the first option for ruptured infrarenal AAA and open repair for ruptured complex AAA. EVAR
can be considered for ruptured complex AAA in ESVS 2019 the guideline if the institution has experts and inventories.
At present, EVAR can be the first option for ruptured infrarenal AAA and open repair for ruptured complex AAA. If the
institution has experts and inventories, EVAR can be considered for ruptured 채 complex AAA.
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EVAR-first strategy for ruptured abdominal aortic aneurysm(RAAA) -The impact of
telemedicine for RAAADaiki Uchida, Shinsuke Kikuchi, Yuri Yoshida, Nobuyoshi Azuma

Department of vascular surgery, Asahikawa medical university, Hokkaido, Japan

【Background】rAAA is one of life-threatening disease in surgical emergency and recently being treated EVAR-first
strategy. In our department, telemedicine as an inter-hospital remote diagnostic imaging system using mobile application
has been introduced and implemented for these patients.【Objectives】We aimed to evaluate our EVAR-first strategy
and impact of telemedicine for rAAA.【Methods】From Jan 2011 to Jun 2020, 26 patients (mean age 75.4years, 24males)
underwent emergency EVAR for rAAA were enrolled.【Results】Rutherford ≧ R3 were detected in 16(62%) cases. The
telemedicine by mobile app (Join, Allm Inc.) was applied in 10(38%) cases. The mean preoperative mass diameter was 74.0
mm, and 14(53%) patients had hostile neck outside IFU. Excluder:24(92%) was used, and the procedure was successful in
all cases. ACS was observed in 8 cases, and 30-day mortality was 1 case (4%, cause of death: hemorrhagic shock). There
were significant differences in door-to-intervention time (DIT) by Join (43 ± 31 vs 90 ± 71, P=0.024) and difference in shock
index between ER-OP rooms by Join (0.05 vs 0.26,P=0.047).【Conclusions】Based on this clinical case series, our EVAR-first
strategy for rAAA patients was feasible and acceptable in mortality rates. The introduction of telemedicine by JOIN may
have the impact of shortening DIT and preventing vital collapse until the start of surgery.

SY7-4

How to shorten door to intervention time and stent-graft implantation time for RAAA?
Division of Vascular Surgery, Department of Surgery and Clinical Science, Yamaguchi University Graduate School of Medicine,
Ube, Japan

The first requirement to save a patient with RAAA is to shorten the door to intervention time (time of first medical
touch to arrival and arrival to operation). Our EVAR 1st protocol is as follows;(1) Start preparations at Hybrid OR before
patient arrival and share information with each department, (2) Omit the preoperative examination by the anesthesiologist,
(3) Planning with a non-enhanced CT that confirmed the proximal landing zone of the previous hospital. (4) Insert aortic
occlusion balloon by femoral artery puncture under local anesthesia (balloon occlusion in hemodynamically unstable), (5)
Indication for EVAR at 10 mm proximal neck length (including proximal neck lengthening with chimney EVAR), (6) Sac
embolization in Fitzgerald class III and IV, (6) Immediate open abdominal treatment after EVAR (IAP ≧ 20 mmHg). From
October 2012 to May 2021, 60 cases with RAAA arrived at our hospital, 2 cases died preoperatively, and 58 consecutive
cases underwent EVAR. The door to intervention time was 180 (71-350) minutes, time from arrival to operation was 33 (5-285)
minutes, and time from arrival to graft implantation was 112 (39-369) minutes. EVAR planning with non-enhanced CT was
33%. Ten cases (17.2%) underwent chimney EVAR. There were no type I nor III endoleaks, and the 30-days mortality was
5.8%. The remaining issue is to shorten the time of the first medical touch to arrival.
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Abdominal Compartment Syndrome
Martin Bjorck

Past president of the European Society of Vascular Surgery (ESVS), Senior editor of the European Journal of Vascular and
Endovascular Surgery (EJVES) / Department of Surgical Sciences, Vascular Surgery, Uppsala University, Sweden

Abdominal compartment syndrome (ACS), defined as the combination of sustained intra-abdominal pressure above 20
mmHg, and newly developed organ dysfunction or failure. It is a serious complication after open and endovascular aortic
surgery, as well as after mesenteric ischaemia and abdominal trauma. This lecture will focus on the complication after
ruptured abdominal aortic aneurysm (AAA). What happens to the different organs when the intra-abdominal pressure (IAP)
increases? The most common reasons why IAP increases are: fluid overload/general oedema, postoperative bleeding and
bowel ischaemia. Permissive hypotension and massive transfusion protocols may prevent the complication.
Intra-abdominal hypertension is the first manifestation, and is defined as sustained intra-abdominal pressure above 12
mmHg. Early recognition and treatment can prevent further deterioration and development of abdominal compartment
syndrome. It is important to be aware of the risk factors, including major haemorrhage and preoperative shock.
When abdominal compartment syndrome has developed, open abdominal treatment is necessary, and potentially life-saving.
It is associated with risks of complications, however, and alternative strategies are discussed. The most effective method is
to combine a negative pressure therapy (VAC) with mesh-mediated traction of the fascia towards the midline.
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Venous thrombosis related COVID 19 in Asia
Moderator

Makoto Mo (Department of Cardiovascular Surgery, Yokohama Minami Kyosai Hospital,
Kanagawa, Japan)

Sriram Narayanan (The Harley Street Heart and Vascular Centre, Gleneagles Hospital, Singapore)
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Current status of thrombosis associated with COVID-19 in Japan and practice guideline
Makoto Mo1, Yugo Yamashita2, Kazunori Yamada3, Takao Kobayashi4

Department of Cardiovascular Surgery Yokohama Minami Kyosai Hospital, Kanagawa, Japan1, Department of Cardiovascular
Medicine, Graduate School of Medicine, Kyoto University,2, Department of Cardiology, Kuwana City Medical Center,3,
Hamamatsu medical center4

It has been reported that COVID-19 infection is complicated by venous thrombosis (VTE) at a high frequency, especially
in severely ill COVID-19 patients. Two large-scale questionnaire surveys demonstrated the number of VTE in Japan is less
than 1% which is much lower than that in other countries. In addition, a registry study with CT imaging cases was also
conducted to accurately investigate the actual condition of VTE. VTE did not developed in mild COVID-19, but severe cases
had a relatively high incidence of VTE. There was no difference in the rate of survival and discharge between patients with
VTE and those without VTE, because the severity of pulmonary embolism was non-massive. It is considered that there is
a certain risk of developing VTE in severe cases of COVID-19, and it is important to consider risk/benefit of anticoagulant
therapy according to severity of COVID-19.From the current situation in Japan, practice guideline for the prevention of
VTE in COVID-19 was published in January 2021. In ver2.0, which was published in April, only physical therapy was given
instead of anticoagulant therapy for mild / moderate I, and low-dose unfractionated heparin (10000 units / day) for moderate
II and severe cases.

SY8-2

COVID-19 anticoagulation trials-important studies from Brazil

Symposium

Eduardo Ramacciotti

Hemostasis and Thrombosis Research Laboratories, Loyola University Medical Center, Maywood, IL, USA
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Covid and thrombosis
Ngoh Chin Liew

Department of Surgery, University Putra Malaysia, Malaysia

It had been noted early on that D-Dimers were exceptionally high in some patients with SARS-Covid -19 infection. This
implied derangement in thrombosis and fibrinolysis. Subsequent studies have shown high incidence of both arterial and
venous thrombosis in these patients. Administration of heparin became an essential treatment in critically ill Covid patients.
The thrombosis involved both artery and veins. The pathogenesis is not entirely clear.
Using Virchow’s triad, thrombosis is induced by stasis, endothelial injury and hypercoagulable state. Category 4 and 5
Covid patients are known to be septic, with multiple lines and immobility. All these factors predispose to venous thrombosis,
even in non-Covid viraemia.
In Covid patients, another pathogenetic mechanism is the ’cytokine-storm’ induced arterial and perhaps venous thrombosis.
Depending on the preponderance of Covid infection in certain vascular beds. It may involve pulmonary artery, coronary
artery, cerebral arteries, mesenteric or limb arteries. Occasionally the cerebral venous sinuses, mesenteric veins may be
affected.
Despite the two distinct pathogenetic mechanism, thromboprophylaxis is the mainstay of treatment, alongside with
immunosuppression in ’cytokine-storm’. There are many controversies in the dosing, either using the prophylactic or
enhanced regime in the prevention of thrombosis.

SY8-4

Strategy for treating vascular emergencies during the COVID-19 pandemic in China
Shenming Wang, Jinsong Wang

The First Affiliated Hostpial, Sun Yat-sen Univeristy, China

Abstract: Coronavirus-caused pneumonia (COVID-19) broke out in Dec 2019. The virus soon proved to be extremely
contagious and caused an international pandemic. Clinicians treating COVID-19 patients face considerable danger of
occupational exposure due to the highly infectious nature of the virus and precautions must be taken to prevent medical
staff infections. This article lists important measures that may save the lives of patients and medical staff during the
COVID-19 pandemic and help to stop the transmission of COVID-19 on hospital grounds. The suggestions include: 1.
Establishing detailed Infection Control and Prevention Protocols in the operating room; 2. Expediting testing procedures and
patient screening for COVID-19; 3. Utilizing case-specific treatment planning for vascular patients with COVID-19, favoring
minimally invasive methods; 4. Establishing and reinforcing protective awareness within medical personnel.

68

SY8-5

Our experience with Venous thromboembolism (VTE) and COVID 19 in India
Ravul Jindal, Piyush Chaudhary, Taranvir Kaur, Shabjot Dhillon, Bhumika Gupta
Department of Vascular & Endovascular Surgery, Fortis Hospital Mohali, Punjab, India

Severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) has taken the World by storm & is responsible for the
ongoing 2019-21 pandemic.VTE is the 3rd most frequent acute cardiovascular disease,following MI and stroke.VTE is a
recent complication of the patients who gets admitted with viral illness with prolonged hospital stays.COVID-19 patients
who are elderly,immobile and show signs of coagulopathy especially in moderate to severe disease is associated with higher
arterial and venous thrombosis.In some studies CTPA or USG done by clinical suspicion confirmed VTE in 27% and arterial
thrombotic events in 3.7%.The exact incidence in an Indian population of the venous disease is unknown.But we have seen
that we get both arterial & venous disease in patients who have moderate to severe COVID especially in patients who are
elderly and with comorbidities.We have also observed DVT in patients post vaccination 2-4 weeks later with both Covishield
and Covaxin.In this study, we discuss present knowledge of the topic,the unique challenges of diagnosis, treatment of
VTE and some of the potential mechanisms of increased risk for VTE during the illness.Understanding the true impact
of VTE on patients with COVID-19 will potentially improve our ability to reach a timely diagnosis & initiate proper
treatment,mitigating the risk for this susceptible population during a complicated disease.
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Tips of procedures for venous diseases
Moderator

SY9-1

Supported by biolitec AG
Chemische Fabrik Kreussler & Co. GmbH
Daisuke Akagi (Kawasaki Medical School, Okayama,
Integral Corporation
Japan)
LimFix Inc.
Ngoh Chin Liew (University Putra Malaysia, Malaysia)
Penumbra Inc.

Endovenous laser ablation of incompetent perforation veins using the radial slim fiber
Christof Zerweck

Department of Cardiology and Angiology II, University Heartcenter Freiburg-Bad Krozingen, Germany

Endovenous laser ablation of incompetent perforating veins is a rising method in less invasive treatment of varicose veins.
Especially in cases of venous ulcer or severe dermal changes the method provides good and safe results regarding ulcer
healing and the long term closure of the treated vein. This article gives an overview on anatomy, clinical presentation and a
step-by-step description of a perforator vein ablation. Different techniques and published data available are discussed.

SY9-2

Treatment of varicosity by endovenous ablation
Junichi Utoh

Kumamoto Vascular Clinic, Kumamoto, Japan

Recent clinical results of endovenous laser ablation (EVLA) of varicosity are presented. Since January 2021, 200 patients
of great saphenous vein (GSV) insufficiency underwent EVLA in my day-surgery clinic. Laser ablation of the varices was
concomitantly performed in 84 % of the patients. Following a standard ablation of GSV by Biolitec 1470 nm laser system,
varicose vein was punctured with 16G venule by an assistance of ultrasonography. Radial 2ring slim fiber (diameter 1.27
mm) was inserted into the lumen, tumescent local anesthesia was injected around the varices, endovenous laser ablation was
applied by the power of 5 W with targeting LEED of 30 J/cm. Average 7.3 times puncture and ablation was performed per
leg. Mean operation time was 27.8 min. No adverse effects such as skin burn, nerve injury, infection, or thrombophlebitis
were observed. One month after EVLA, ultrasonography revealed complete obstruction of both GSV and treated varices.
Subdermal induration was noticed in 60 % of the patients. Average diameter of the induration, which was measured by
ultrasonography was 4.2 mm. Six months after EVLA, the size of indurations decreased to less than half of 1 month after
EVLA. Endovenous ablation of varicosity might be a possible option of concomitant phlebectomy of EVLA.
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Removal of retrievable IVC filters
Jun Koizumi

Department of Comprehensive Radiology, Chiba University Hosptal, Chiba, Japan

Long term complications associated with IVC filters include increased DVT, filter migration >2 cm, embolization (e.g., heart,
lungs), fracture, perforation >3 mm etc.
Because of a growing number of these adverse events related to a retrievable filter, FDA alerted in August 2010 that
implanting physicians should consider IVC filter removal as soon as protection from PE is no longer required.
Routine filter retrieval involves engaging the device, usually with a snare around the retrieval hook, and collapsing the filter
into a sheath.
With longer dwell times, filters are often tilted and embedded into caval intima, which makes standard engagement of the
device challenging. 4D-CT before retrieval is useful to analyze the penetration and adhesion of the parts to the adjacent
structure to prepare for the retrieval of the filter. Up to now several advanced retrieval techniques have been advocated
including sandwich (parallel wire and dual sheath), balloon dilatation, dissection using forceps, sling, bidirectional snaring
or combination of these techniques. Off label use of laser sheath allows the retrieval of permanent filters but with potential
risks of caval perforation. However, the filter clinic managing the planned retrieval within certain periods depending on each
filter is the best way for the successful retrieval and to increase the retrieval rates.

SY9-4

Frank R. Arko, III

Chief, Vascular and Endovascular, Sanger Heart & Vascular Institute, Charlotte, NC, USA

1 in 4 people worldwide are dying from conditions caused by thrombosis. About 33% of people with undiagnosed and
untreated pulmonary embolism don’t survive. 50% of people with DVT develop post-thrombotic syndrome (PTS), a condition
that can permanently affect quality of life.
Current treatment options such as Lytic infusions are associated with higher risks of bleeding, while other devices are
linked to incomplete thrombus removal, distal emboli, or bleeding complications.
The computer-aided Lightning® Intelligent Aspiration System from Penumbra, Inc. minimizes adverse events associated
with current technologies while treating VTE disease. These comes in 7 and 12 French catheter sizes that utilizes computer
aided technology that can detect thrombus during the procedure and potentially reduce blood loss. The microchip in the
Indigo Intelligent system differentiates between patent flow or when it is in thrombus, initiating intermittent aspiration to
mitigate blood loss.
These catheters are made up of laser-cut hypotube technology designed to enhance the deliverability of power aspiration in
hard-to-reach vasculature.
Indigo computer-aided Intelligent system is simple to use. This advanced technology helps reduce procedure time and blood
loss thus resulting in higher rates of single-session therapy. It has the capacity to change the way physicians manage and
treat VTE.
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Successful Treatment of VTE using Computer-Aided Penumbra Lightning 7/12 Intelligent
Aspiration System
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Foam Sclerotherapy – tips and tricks for a safe and successful treatment in your daily
practice
Tobias Hirsch

Practice for Internal Medicine and Vascular Diseases, Halle, Germany

The development of Duplex-Guided Sclerotherapy in connection with foam sclerotherapy has resulted in a renaissance of
this method as a minimally invasive
treatment for larger varicose veins such as tributaries and the saphenous veins. The technique involves injecting foamed
sclerosants into the affected veins.
To a large extent, effect of sclerotherapy depends on how long the agent remains in direct contact with the targeted vein
wall.
Equally important for the success of the treatment is the ratio between the diameter of the varicose vein and the
concentration of the sclerosing agent.
The foam is visible via ultrasound imaging and can be easily tracked and guided to the source of the venous problem.
Important for a successful treatment and high patient satisfaction is the proper diagnosis, the right sclerosant and foam
volume.
This method is safe and effective if performed with a standardized treatment protocol and by a well-trained practitioner in
the sclerotherapy technique.
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Moderator

Dong-ik Kim (Division of Vascular Surgery, Samsung Medical Center, Sungkyunkwan University,
School of Medicine, Seoul, Korea)

Yiu Che Chan (Division of Vascular Surgery, Department of Surgery, The University of Hong Kong,
Hong Kong)
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Progress of Iliac vein stenting in iliac vein obstruction/stenosis
Shenming Wang

The First Affiliated Hospital, Sun Yat-sen University, China

Iliac vein obstruction/stenosis (May-Thurner Syndrome) leads to either chronic venous insufficiency(CVI) or acute deep
venous thrombosis (DVT), which might result into post thrombotic syndrome. Stenting of obstruction/stenosis iliac vein after
thrombolysis or thrombectomy in acute DVT can prevent PTS. Stenting of obstructed iliac vein in PTS can improve the
symptom of CVI. The technical successful rate of stenting is higher in non-thrombotic iliac vein obstruction/stenosis than in
PTS. More novel stents are approved to be applied in the clinical practice. Follow-up assists to improve the outcome of the
technique. Stenting in iliac vein obstruction/stenosis is widely used in the patients with venous problem.

SY10-2

Endovenous ablation
Department of cardiovascular surgery, Istanbul University Cerrahpasa Medical Faculty, Turkey

Great or short saphenous vein incompetence makes up the majority of lower-limb superficial venous diseases. Treatment
options include high ligation & stripping (HL&S), thermal ablation (laser, radiofrequency or steam ablation), and ultrasoundguided foam sclerotherapy (UGFS). Newer treatments include cyanoacrylate glue, mechanochemical ablation (MOCA),
and high intensity focused ultrasound (HIFU). These techniques avoid the need for spinal or general anesthesia and may
result in fewer complications and improved quality of life (QoL). Several metanalysis confirmed that technical success was
comparable between most modalities. Endovenous laser ablation (EVLA) may offer improved technical success compared
to UGFS or HL/S. UGFS has 25% less closure rates in different time intervals. No evidence of a difference was detected in
recurrence, except for a possible long-term benefit for RFA compared to EVLA or HL/S. MOCA data has revealed slightly
less occlusion rates after 3 years. Glue have some concerns because of allergic reactions but tumescent anesthesia and
compression stockings are not necessary. HIFU is a brand new technology with totally noninvasive nature, but very little
data. Future studies which provide more evidence are needed.
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Venous ulcers, any progress in treatment
MUSSAAD MS ALSALMAN

COLLEGE OF MEDICINE, KING SAUD UNIVERSITY, Saudi Arabia

The purpose of this review is to see if there is any change in the treatment of venous ulcer in the last three decades.
In 1998, I reported the experience of the largest university hospital in Saudi Arabia, King Saud University of 90 patients (Int
Angio 1998; 17: 108-12) in which the study covers the years between 1991-1997. The recommendation was to do surgical
intervention to reduce the incidence of ulcer recurrence whenever superficial venous reflux is a prominent component of
abnormal venous function. This constitutes 30% to 50 of cases. Most other centers reported the same.
I revisited the new cases in my institute and review the clinical practice guidelines of the Society of Vascular Surgery and
the American Venous Forum in addition to systemic review and meta-analysis of surgical interventions versus conservative
therapy for venous ulcer from 1990-2020 which show same results and same recommendation.
So in there any change, did the new modality of investigation and pharmacological therapy added any more progress in the
venous ulcer treatment.
All those developments will be discussed in this presentation.
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Surgical Experience of Venous and Lymphatic Malformation
Dong-Ik Kim

Division of Vascular Surgery, Samsung Medical Center, Sungkyunkwan University, School of Medicine, Seoul, Korea
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SY10-5

ASSOCIATION OF CHRONIC VENOUS DISEASE AND ARTHROSIS OF THE
LOWER LIMBS
Malay Patel

First Choice Vascular, Swastik Society, Ahmedabad, India

Introduction An association between chronic venous disease (CVD) and osteoarthrosis (OA) of the knee and ankle-foot joints
was well known a few decades ago but subsequently forgotten.
Objectives Clinical observations of the association of CVD and OA led us to prospectively study 197 consecutive patients to
establish this relationship.
Methods 197 patients presenting at the out-patient department of a tertiary care referral from April 2019 to March 2020
were considered after ethics committee approval. Patients were studied by clinical history, X-ray imaging and color Doppler
examination.
All patients underwent definitive, obliterative treatment of the superficial venous reflux.
Standard adjuvant treatment was given, and patients were re-assessed at 3 and 6 months.
Outcomes were measured to find an association with CVD and OA.
Results A direct association was found between severity of CVD and OA. Relief of symptoms of CVD and improvement in
quality of life was seen at the end of 6 months.
Conclusion Differential diagnosis for CVD in patients complaining of knee pain, heavy legs and swelling should always be
considered and investigated. Early treatment for CVD can help preserve knee function and joint architecture. Once the
milieu interior of the knee and ankle-foot joints improves, mobility increases creating a virtuous cycle.
Phleboarthrosis is a real condition and its recognition assumes greater importance with increase in life expectancy and
lifestyle expectations.
KEY WORDS: PHLEBOARTHROSIS, OSTEOARTHROSIS, OSTEOARTHRITIS, CHRONIC VENOUS DISEASES,
GONARTHROSIS, VENOUS ULCERS

SY10-6

A diagnostic algorithm in Pelvic Venous disorders based on the new SVP classification

Symposium

Sriram Narayanan

The Harley Street Heart and Vascular Centre, Gleneagles Hospital, Singapore
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Special Lecture of Venous Diseases 1:

Current Topics of Venous Diseases
Moderator

Ravul Jindal (Fortis Hospital, Mohali, Punjab India)
Takahiro Imai (Department of Vascular Surgery, Nishinokyo Hospital, Japan)
Supported by Covidien Japan (Medtronic)

VSL1-1

Management of cancer associated venous thromboembolism (CAT)
Nicos Labropoulos

Stony Brook University Medical Center, USA

The management of CAT patients has several challenges given the increase bleeding and fatality rate among other issues
compared to patients without cancer. Patients with CAT have several issues such as complications requiring hospital
admission, may need procedures where anticoagulation needs to be interrupted, drug interactions and issues during
chemotherapy. Although LMWH has been the main therapy for CAT several studies have demonstrated the efficacy of
DOACs. In 4 randomized trials the results were comparable for VTE bleeding and deaths indicating that most cancer
patients can be treated with DOACs. A systematic review and meta-analysis or randomized trials showed that DOACs
compared to LMWH had a lower risk for recurrent VTE but a higher risk of bleeding. The higher risk of bleeding was
cancer related and mostly gastrointestinal. Patients with CAT should be anticoagulated for at least 6 months. In patients
who malignancy is still present should continue anticoagulation except in those with contraindication to anticoagulation.
In patients with metastasis or treatment >6 months should continue anticoagulation. CAT patients often have thrombus
propagation or VTE recurrence. Patients receiving DOACs can be switched to LMWH. Patients on LMWH the dose could
be increased by 20% or can be switched to DOACs if are not compliant with LMWH.

VSL1-2

Best practice of endovenous ablation for chronic venous diseases
Brian Ferris

Lake Washington Vascular PLLC, USA
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VSL1-3

Appropriate Use Criteria for Chronic Venous Insufficiency
Elna M Masuda

Hawaii Pacific Health, USA

From the American Venous Forum
ABSTRACT
Background: Stimulated by published reports of potentially inappropriate application of venous procedures, the American
Venous Forum and its Ethics Task Force in collaboration with multiple other professional societies .
Methods: The AUC were developed using the RAND/UCLA Appropriateness Method.
Results: There were 119 scenarios rated on a scale of 1 to 9 by an expert panel, with 1 being never appropriate and 9
being appropriate. The majority of scenarios consisted of symptomatic indications were deemed appropriate for venous
intervention. For scenarios with anatomically short segments of reflux and/or no symptoms, the indications were rated less
appropriate.
Conclusions: The AUC statements are intended to serve as a guide to patient care, particularly in areas where highquality evidence is lacking to aid clinicians in making day-to-day decisions for common venous interventions. As a product
of a collaborative effort, it is hoped that this could be utilized by physicians and multiple stakeholders committed toward
improving patient care and to identify and stimulate future research priorities. (J Vasc Surg: Venous and Lym Dis 2020;-:121.)
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Special Lecture of Venous Diseases 2:

Lecture from US, EU
Moderator

Yutaka Hosoi (Department of Cardiovascular Surgery, Kyorin University, Tokyo, Japan)
Dong-Ik Kim (Division of Vascular Surgery, Samsung Medical Center, Sungkyunkwan University,
School of Medicine, Seoul, Korea)

VSL2-1

ENDOTHELIAL BIOSIGNALING IN VENOUS DISEASE: FROM PHYSICS TO
BIOCHEMISTRY
Sergio Gianesini

University of Ferrara - FERRARA - ITALY

The endothelium constitutes a sensitive “organ” able to control the vasomotor tone, the cells and nutrients trafficking, the
blood fluidity and the new blood vessel growth.
Receptors are located along the same endothelium, making it sensitive to the different types of flow and able to translate the
same flow hemodynamics physics forces into biochemical messages. Laminar flow is associated with an anti-inflammatory
anti-thrombotic endothelium phenotype, while turbulence leads to pro-inflammatory pro-thrombotic expression. This process
is known as “mechano-transduction” or “bio-signaling”. In this physics-biochemistry transduction, a fundamental role is
played by the glycocalyx: a pericellular matrix identified on both arterial and venous endothelium, made by glycoproteins,
proteoglycans and glycolipids. The present work reports the current knowledge regarding the biosignaling features in
chronic venous disease patho-physiology, moreover introducing the recently performed in human ex vivo identification of a
lymphatic glycocalyx-like structure. Indeed, veins and lymphatics patho-physiology is strictly interconnected and the finding
of similar structures in the two different systems, potentially involved in the related biosignaling, represents a step forward
toward a better understanding and management of both veins and lymphatic disorders.

VSL2-2

Action and Place of Venoactive Drugs in Patients with Chronic Venous Disease
Andrew Nicolaides

Professor of V
 ascular Surgery (Emeritus) , Imperial College L
 ondon - UK/ Honorary Professor of Surgery, Nicosia Medical
School, University of Nicosia - CYPRUS
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VSL2-3

Compression in leg ulcer treatment
Giovanni Mosti

Head of Angiology Department of M.D. Barbantini Clinic, Italy

Compression therapy is extremely effective in promoting ulcer healing. Which material to use, if elastic or inelastic, is still a
matter of debate.
Inelastic compression by short stretch bandages has been proved to be significantly more effective than elastic compression
in reducing venous reflux, increasing venous pumping function and decreasing ambulatory venous hypertension. In addition
it is comfortable, well accepted by patients and achieved an extremely high healing rate in venous ulcers.
With reduced pressure inelastic compression is able to improve venous pumping function in patients with mixed ulcers
without affecting but improving the arterial inflow.
In conclusion inelastic- is significantly more effective than elastic compression in reducing ambulatory venous hypertension
which is the main pathophysiological determinant of venous ulcers and demonstrated to be very effective in getting ulcer
healing.
The critical issue with short stretch bandages is education. There are many reports claiming that short stretch bandages
are usually poorly applied. Adjustable compression wraps (ACW), when applied with full stretch, are inelastic, provide a
strong pressure, are comfortable and can be managed by the patients themselves. ACW have already shown to be selfmanaged by patients, to be cost effective and effective in ulcer treatment.
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Video Lecture 1

Let’s Learn from Legendary Surgeons
Moderator

VD1-1

Nobuyoshi Azuma (Department of Vascular Surgery, Asahikawa Medical University, Japan)
Tarun Grover (Director, Division of Vascular & Endovascular Sciences, Medanta The Medicity, India)

Techniques of dorsalis pedis bypass using in-situ vein graft

Tadahiro Sasajima, Taku Kokubo, Natsumi Fukuhara, Kazuki Takahashi, Yoko Namiki
Center of Vascular Diseases, Edogawa Hospital, Tokyo, Japan

We present our standard techniques of dorsalis pedis bypass in patients with CLTI. Bypass indications for patients with
CLTI include no osteomyelitis nor purulent arthritis in ankle joint, and it is essential that vein graft (VG) is available.
Preoperative examinations include IADSA and plain XP for choosing less calcified target artery, vein mapping, and cardiac
sonography for checking cardiac function and valve diseases. Proximal anastomotic site must be lowered by inflow artery
reconstruction for shortening bypass length, and distal anastomotic site is selected under conditions of larger caliber, good
distal run-off, and milder calcification. If the target segment has contiguous calcification, quantification of calcification using
computer tomography (Agatston scoring) is performed for preoperative assessment of stich needle penetrability. VG is
harvested through skipped small skin incisions, and graft type is selected depending on vein quality and location. To avoid
postoperative graft exposure due to skin necrosis, skin incision for distal target artery is made 1 cm lateral to the target
artery, and tunneling for free VG is commonly made in a subfascial route.

VD1-2

Endovascular repair for Para-renal abdominal aortic aneurysms

Takao Ohki

Division of Vascular surgery, Department of Surgery,/ The Jikei University school of Medicene, Tokyo, Japan

By definition, any stent graft procedure requires the presence of a healthy proximal and distal landing zone. However,
there are patients who are not fit for open repair but lacks proximal landing zone such as para-renal abdominal aortic
aneurysms. Such high risk/inoperable patients are still a challenge and an unmet need exists. For these patients, we have
been performing either fenestrated EVAR or snorkel EVAR. The former requires procurement of a patient specific device
while the latter can be performed with an off label use of an available device. Each has its’ own strength and shortcomings
and this video presentation will demonstrate a representative case of both techniques illustrating their pitfalls.
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Video Lecture

VD1-3

Less Invasive Hybrid Surgery for Thoraco-abdominal Aortic Aneurysm

Hitoshi Matsuda

Department of Cardiovascular Surgery, National Cerebral and Cardiovascular Center, Osaka, Japan

According to the advancement in endovascular devices, fair mid-term results of branched / fenestrated stent graft have
been reported. But, due to the delay of approval, the advantage of new devices has not been appreciated in Japan. This
lecture introduces not “no”, but “less” invasive surgery utilizing simple TEVAR to treat thoraco-abdominal aortic aneurysm
(TAAA).
Open repair of extension II TAAA includes general anesthesia, thoracotomy, diaphragmotomy, laparotomy, extra corporeal
circulation, deep hypothermic circulatory arrest, segmental aortic clamp, and reconstruction of intercostal and visceral
branches.
When TAAA is degenerative aneurysm, patients are usually senescent and bypass surgeries to celiac, superior mesenteric
and bilateral renal arteries only through laparotomy can achieve less invasiveness. A lot of vessel anastomosis are necessary
and TEVAR usually covers long aortic segment with risk of spinal cord injury.
Patients with dissecting aneurysm are relatively younger and can tolerate spiral opening. TEVAR to cover entry in
proximal descending aorta would avoid deep hypothermic circulatory arrest for open proximal anastomosis of the graft to
the aortic arch. The key technology in this situation is a secure anastomosis of ordinally graft to stent graft wrapped with
native aortic wall.
Surgical skills for less invasive surgeries will be video-presented.
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Video Lecture 2

Let’s Learn from Legendary Surgeons
Moderator

VD2-1

Tadahiro Sasajima (Center of Vascular Diseases, Edogawa Hospital, Tokyo, Japan)
Ngoh Chin Liew (University Putra Malaysia, Malaysia)

Combined distal bypass and free flap transfer

Werner Lang

Department of Vascular Surgery, University Hospital Erlangen, Erlangen, Germany

Introduction
Microsurgical transplantation of free flaps represents a reliable technique for defect reconstruction. Most tissue defects
can be covered by direct free flap transplantation with arterial and venous anastomosis to native vessels. There are some
highly selected patients who need a free flap transplantation but they don’t have patent or suitable vessels for anastomosis.
Creation of an arteriovenous loop and subsequent two-timed freeflap enables the closure of tissue defects even in patients
with compromized native vessels.
Case report - video presentation
A 79-years-old female suffered from a severe lateral ulceration after ankle fracture. There was no coverage of the fibular
bone by vital tissue and osteosynthesis was removed. Direct anastomosis to the anterior tibial artery was avoided due to
diffuse calcification and arterial stenosis. After a short period of negative pressure therapy first the vascular surgeon created
a arterio-venous loop from the popliteal artery to the popliteal vein using the ipsilateral greater saphenous vein. After a
short period of recovery a rectus abdominis free flap was anastomosed in an end-to-end fashion to the saphenous vein after
cutting the loop at the apex. In this way the loop served as an inflow and outflow component.
The video demonstrates the indication, operative techniques and results of vascular and plastic surgery.

VD2-2

The outcomes of complete consecutive endovascular aneurysm repair for ruptured abdominal
aortic aneurysm cases

Noriyasu Morikage, Souichi Ike, Takahiro Mizoguchi, Takashi Nagase, Yuriko Takeuchi,
Makoto Samura, Takasuke Harada, Kotaro Suehiro, Kimikazu Hamano

Division of Vascular Surgery, Department of Surgery and Clinical Science, Yamaguchi University Graduate School of Medicine,
Ube, Japan

[Objective] Endovascular aneurysm repair (EVAR) for ruptured abdominal aortic aneurysms (RAAA) involves some unique
issues, such as managing postoperative hemorrhage following endoleaks and ACS mainly caused by hematoma. After taking
measures against them, we evaluated the outcomes of EVAR for RAAA in consecutive patients.
[Methods] From October 2012 to May 2021, EVAR was performed on 58 consecutive RAAA patients. Juxtarenal AAA (JAAA)
with a proximal neck length of less than 10 mm was 17.2%, and hostile neck in 55.2%. All patients underwent stent-graft
balloon insertion into the suprarenal abdominal aorta under local anesthesia, and occlusion was performed in 32.8%. Chimney
EVAR was performed for JAAA. Since October 2015, sac embolization was performed in 29 patients (76.3%) in Fitzgerald
class III and IV. Immediately after EVAR, OAT was performed in 17.2% with an intra-abdominal pressure of 20 mmHg or
higher.
[Results] There were no type I and III endoleaks. 30-days mortality was 5.8%, and there was no difference in the proximal
neck between the favorable and hostile neck (3.8% vs. 9.4%, p = 0.62) and with or without preoperative shock (10.3% vs. 3.4%,
p = 0.61).
[Conclusions] EVAR may provide high-quality, lifesaving, successful treatment for RAAA, within or without the instruction
for use, if the unique issues associated with EVAR in RAAA are properly managed.
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VD2-3

Open aortic arch repair

Hitoshi Ogino

Department of Cardiovascualr Surgery/Tokyo Medical University, Japan

Even in the recent endografting era, for various aortic arch lesions including acute aortic pathologies, conventional total arch
replacement (cTAR) is still the first-line therapy. Its well-standardization with the favorable outcome, are important various
settings; approach to the lesion, establishment of cardiopulmonary bypass, protection of the brain with adequate cerebral
perfusion and temperature management, how to make the key distal anastomosis, reconstruction of the arch-vessels, how to
make the proximal anastomosis, Protection of the heart, how to repair co-existing cardiac pathologies, and so on. The recent
outcome has been improved with the in-hospital mortality rate and stroke rate of less than 5% in elective cases. However, it
remains invasive and challenging, particularly, for high-risk patients. As the alternative less-invasive open procedures, TAR
with a frozen elephant trunk (TARFET) has been reestablished with the commercially available Japanese device. In this
procedure, the distal anastomosis can be shifted toward the proximal part of the arch, which would make it more secured.
However, spinal cord injury presumably due to embolization of clot, atheroma, or air is a drawback of this procedure. In the
lecture, I would share my own cTAR with a stepwise distal anastomosis and recent less-invasive approach through a partial
sternotomy by a TARFET procedure.

VD2-4

Ascending aorta-to-infrarenal aortic bypass in conjunction with renal and mesenteric
revascularization in a Patient with midaortic Syndrome

Young-wook Kim

Clinical Professor of Surgery, Vascular Surgery, Gangbuk Samsung Hospital, Sungkyunkwan University School of Medicine,
Korea

Midaortic syndrome (MAS) is a rare condition denoting segmental thoracic and/or abdominal aortic stenosis due to
congenital or acquired cause. In conjunction with the segmental aortic narrowing, renal and/or visceral artery stenosis is
common. I would like to present surgical procedures of aortic bypass and visceral artery revascularization for a patient with
MAS with renal and mesenteric ischemia.
The patient was a 35 year-old female who presented to us with headache and postprandial abdominal pain. At the initial
presentation, her blood pressure was 180/100mmHg while on antihypertensive medication and showed diminished renal
function showing serum creatinine level, 2.1mg/dL and eGFR 27ml/min.
CT angiogram showed severe calcification and stenosis at the distal thoracic and abdominal aorta and the left kidney was
contracted.
We performed an ascending aorta-to-infrarenal aortic bypass through an extra-anatomic route and right renal and
mesenteric revascularization was performed with a bifurcated graft arising from the aortic graft.
After the surgery, the patient showed an uneventful recovery revealing normalized serum creatinine level and no
postprandial abdominal pain.
After 8 years of follow-up, renal function remains in normal range but showed mild stenosis at the site of the renal artery
anastomosis.
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VD2-5

Laparoscopic aorta surgery in the endovascular era: Is there still a room?

Taeseung Lee

Department of Surgery, Seoul National University Bundang Hospital, Korea

The popular use of endovascular intervention for aorta diseases has narrowed the role of laparoscopic aorta surgery. Yet,
the main drawbacks of endovascular intervention are the lower durability and higher cost compared to conventional open
surgery. Laparoscopic aorta surgery might be an attractive option for patients with lower surgical risk. At our center, we
performed twenty-four cases of laparoscopic aorta surgery (aorta occlusion in 22, aneurysm in 2). Technical success rate is
92% (open conversion in 2). Primary patency rates at 10 years were 81%. The goal of modern vascular surgeon is to provide
a personalized, well adapted treatment options including endovascular, laparoscopic, and open surgery.
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Moderator

Stephen Cheng (Department of Surgery, the University of Hong Kong, Queen Mary Hospital, Hong
Kong)

Tomohiro Ogawa (Department of Cardiovascular Surgery, Fukushima Daiichi Hospital, Japan)
Nobuyoshi Azuma (Department of Vascular Surgery, Asahikawa Medical University, Japan)

PL-1

Endovascular aneurysm repair selection for ruptured abdominal aortic aneurysm cases with
the strategies to overcome unique complications

Department of Surgery and Clinical Science, Division of Vascular Surgery, Yamaguchi University Graduate School of Medicine,
Ube, Japan

Objective: After taking measures against the unique issues of endovascular aneurysm repair (EVAR), including managing postoperative
hemorrhage following endoleaks and abdominal compartment syndrome caused by hematoma, we compared EVAR and open surgical
repair (OSR) outcomes, to evaluate the validity of EVAR for ruptured abdominal aortic aneurysms (RAAA).
Methods: From November 2005 to August 2020, 96 consecutive patients with RAAA were transferred to our hospital. This retrospective
observational cohort study excluded 7 patients within the 1-year and 4-month transition period and included 35 and 54 consecutive
patients with OSR (performed until May 2011) and EVAR (performed after October 2012), respectively. Of these, five (14.3%) and two
(3.8%) died preoperatively. In OSR vs. EVAR groups, juxtarenal AAA with a proximal neck length <10 mm was observed in 16.7% vs.
15.4%. All EVAR patients underwent stent-graft balloon insertion into the suprarenal position under local anesthesia, and occlusion was
performed in 32.7%. Chimney EVAR was performed for juxtarenal AAA with <10 mm neck. Since October 2015, sac embolization was
performed in 25 of 35 patients (78.1%) in Fitzgerald classes III and IV. Intra-abdominal pressure was measured in all patients immediately
after EVAR, and 10 (19.2%) with intra-abdominal pressure >20 mmHg immediately underwent open abdominal treatment, which was
performed in 40.0% of OSR cases.
Results: The mean observation period (72.1 ± 57.4 vs. 22.6 ± 21.2 months) and median time from arrival to graft implantation (320.5 [range
190-525] vs. 112 [range 39-369] minutes [p<0.0001]) were reported for OSR and EVAR, respectively. No aneurysm-related deaths and
type Ia endoleak occurred following chimney EVAR cases (15.4%).Respiratory failure was the only postoperative complication that was
significantly reduced in EVAR (36.7% vs. 13.5%, p=0.03). Although no significant difference occurred in 30-day mortality between OSR
and EVAR (10.0% vs. 5.8%, p=0.66), home discharge rate was significantly higher in EVAR (36 [69.2%]) than in OSR (12 [40.0%]) (p=0.01).
Conclusions: EVAR may provide high-quality, lifesaving, successful treatment for RAAA, within or without the instruction for use, if the
unique issues associated with EVAR in RAAA are properly managed.

PL-2

The impact of abdominal aortic aneurysm on cardiovascular diseases: a nationwide dataset
analysis

Kyung Jai Ko1,2,3,4,5, Ju Hwan Yoo2, Hyung Jin Cho3, Mi Hyeong Kim3, Kang Woong Jun4,
Kyung Do Han5, Jeong Kye Hwang3

Department of Surgery, Kangdong Sacred Heart Hospital1, Department of Biomedicine and Health Science, The Catholic
University of Korea2, Division of Vascular and Transplant Surgery, Department of Surgery, Eunpyeong St. Mary`s Hospital3,
Division of Vascular and Transplant Surgery, Department of Surgery, Bucheon St. Mary`s Hospital4, Department of Statistics
and Actuarial Science, Soongsil University, Korea5

Purpose: Cardiovascular diseases (CVDs) including myocardial infarction (MI) and stroke are often diagnosed in patients with
abdominal aortic aneurysm (AAA). However, little has been reported concerning the incidence.
Methods: Patients with AAA were selected from the National Health Insurance (NHI) system in South Korea between 2009
and 2015. A total of 10,822 participants with a new diagnosis of AAA were included. Propensity score-matching by age and
sex with patients in whom AAA was not diagnosed was used to select the control group of 32,466 participants. Primary
endpoints included the diagnosis of CVD and death. Cox proportional hazard models were used to compare the risk of
disease incidence.
Results: The incidence of CVD was 16.573 per 1000 person years in the AAA group, which was higher than that of the
control group’s 9.30 per 1000 person years. The incidence of MI (hazard ratio [HR] 1.7, 95% confidence interval [CI], 1.479-1.953),
stroke (HR 1.629, 95% CI, 1.443-1.839), and CVD (HR 1.672, 95% CI, 1.522-1.835) were significantly higher in patients with
AAA. Mortality rate was also elevated in the AAA group (HR 2.544, 95% CI, 2.377-2.722).
Conclusion: The incidence of CVD was significantly more frequent in AAA patients. The AAA group had consistently
higher risks concerning CVD and mortality than the control group.
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Takahiro Mizoguchi, Noriyasu Morikage, Soichi Ike, Takashi Nagase, Makoto Samura,
Takasuke Harada, Kotaro Suehiro, Kimikazu Hamano

PL-3

Japanese Single Center Experience of Abdominal Aortic Aneurysm Repair Over 20 years:
Open repair first? EVAR first?

Katsuhiro Yamanaka1, Mari Hamaguchi1, Shunya Chome1, Taishi Inoue1, Atsunori Kono1,
Takaki Tsujimoto1, Yojiro Koda1, Yu Murakami1, Hidekazu Nakai1, Atsushi Omura1, Takeshi Inoue1,
Takuya Okada2, Masato Yamaguchi2, Koji Sugimoto2, Kenji Okada1
The Department of Surgery, Division of Cardiovascular Surgery, University of Kobe, Kobe, Japan1, The Department of
Radiology, University of Kobe, Kobe, Japan2

Objective:
Aim of this study is to analyze outcomes of a Japanese single center’s experiences of AAA repair over 20 years using EVAR and open aortic repair
(OAR).
Methods:
EVAR was first introduced at our institution in 2008. OAR-first strategy was changed to EVAR-first strategy in 2010. Beginning in 2018, our surgical
technique was determined based on consideration of individual patient characteristics.
Results:
From 1999 to 2019, 1077patients (659 OAR, 418 EVAR) underwent AAA repair. Mean age of the OAR was 73.6 ± 0.3 and that of EVAR was 76.7 ± 0.4
(p<0.001). In the EVAR, 352 patients (86.0%) had suitable anatomy for EVAR (IFU group). Thirty-day mortality of OAR was 2.28% and that of EVAR
was 0.72% (p=NS). Overall survival of OAR at 10 years was 71.6 ± 2.8 % and that of EVAR at 10 years was 58.9 ± 6.0 % (p=0.0021). Two late deaths
due to AAA rupture were identified although there were no significant differences between OAR and EVAR regarding freedom from AAA-related
death at 10 years (OAR 97.4 ± 0.6%; EVAR 96.7 ± 1.8%, p=0.10). Freedom from aortic event (hospital death and re-intervention) at 10 years in the
OAR was significantly higher compared to the EVAR (OAR 88.4 ± 1.5%; EVAR 77.5 ± 2.1%, p<0.0001). Regarding re-intervention following EVAR,
freedom from re-intervention in IFU group was significantly higher than non-IFU group (IFU 77.3 ± 3.4%; non-IFU 60.9 ± 9.3%) (p=0.0022). However,
freedom from re-intervention rate of IFU group decreased over time, and the advantage in the IFU group disappeared about 8 years after EVAR.
Conclusions:
Freedom from AAA-related death in both the OAR and the EVAR was favorable. Freedom from aortic event in the EVAR was significantly lower
comparing the OAR. Close long-term follow-up after EVAR is mandatory even in the patients with suitable anatomy for EVAR.

PL-4

Analysis for abdominal aortic aneurysm and gut microbiota

Eisaku Ito1, Takao Ohki2, Naoki Toya1, Hikaru Nakagawa1, Ayako Horigome3, Toshitaka Odamaki3,
Jin zhong Xiaoc3, Shigeo Koido4, Yuriko Nishikawa4, Toshifumi Ohkusa5, Nobuhiro Sato5
Department of Vascular Surgery, The Jikei University Kashiwa Hospital, Chiba, Japan1, Division of Vascular Surgery,
Department of Surgery, The Jikei University School of Medicine, Tokyo, Japan2, Next Generation Science Institute, Morinaga
Milk Industry Co., Ltd., Tokyo, Japan3, Division of Gastroenterology and Hepatology, Department of Internal Medicine, Chiba,
Japan4, Department of Microbiota Research, Juntendo University Graduate School of Medicine, Tokyo, Japan5

[Introductions]
The relationships between various disease and human gut microbiota (GM) have been revealed. We have been undertaking
a prospective study on abdominal aortic aneurysm (AAA) and GM since 2019 (UMIN 000038284).
[Methods]
Stool samples from 30 consecutive patients with AAA and 30 healthy controls (HC) without vascular diseases were analyzed
by 16S rRNA gene (V3-4) sequencing using Illumina MiSeq and QIIME 2. Stool lipopolysaccharide (LPS) analysis using
Limulus Amebocyte Lysate assay was performed for 18 patients in AAA group whose follow-up CT imaging data were
available.
[Results]
There was no significant difference between AAA and HC in age (74 vs 75) and gender (80% of male vs 90% of male). In
principal coordinate analysis, no apparent difference was observed between two groups. At genus level, the AAA group
had significantly lower abundance of Turicibacter and Bifidobacterium. Further investigation at species level found less
abundance of B. adolescentis in the AAA group. The initial average diameter of AAA was 57 mm, and median annual
aneurysm growth was 3.0mm. An analysis of stool LPS found a positive correlation between aneurysm growth and stool LPS (r
=0.832, p<0.001).
[Conclusions]
This study demonstrated that B. adolescentis was decreased in the stool sample in AAA patients. Moreover, there was a
correlation between aneurysm growth and stool LPS. Further research is needed.
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Seima Ohira, Shinsuke Kikuchi, Hiroya Moriyama, Takayuki Uramoto, Yuri Yoshida, Daiki Uchida,
Yukihiro Saito, Nobuyoshi Azuma
Department of Vascular Surgery, Asahikawa Medical University, Hokkaido, Japan

Background
Vein bypass grafting for peripheral artery disease (PAD) exhibit a variable healing response to surgery. During the first 24 months after
bypass, severe luminal narrowing will develop in 30% of all grafts. We evaluate clinical results of surgical or endovascular intervention for
these lesions.
Method
Between 2014 and 2019, 272 consecutive limbs were treated for PAD using a vein graft. These grafts were enrolled to analyze
development of vein graft stenosis (VGS) and clinical results of the treatment. VGS is defined as IH and NR developed at least 1 month
after graft placement and severe luminal narrowing with acceleration flow >3.0 m/sec was treated. Failed grafts which successful revision
surgery were not performed were excluded from this analysis.
Results
VGS developed in 102 sites of 78 grafts (28.7%). Focal lesion and extensive graft narrowing were 78 (76.5%) and 24 lesions (23.5%),
respectively. Surgical intervention was performed in 67 lesions; jump grafts, revision of anastomotic stenosis (n=18), vein patch plasty (n=26)
and graft replacement (n=23) were included. Most of lesions was focal (59 lesions, 88.0%) in surgical intervention. Endovascular treatment
(EVT) was performed in 35 lesions. Extensive graft narrowing was significantly treated more by EVT than surgical intervention. 1-year
reintervention-free rate was 77.0% for surgical intervention and 27.7% for EVT. Regarding focal stenosis, surgical intervention showed
significantly superior reintervention-free rate than EVT (73.7% vs. 36.8%, P<0.01). Especially multiple interventions were required when
EVT was selected. 2-year secondary graft patency rate of the treated grafts was 95% for surgical intervention and 69.2% for EVT.
Conclusion
Surgical intervention is superior treatment method for VGS. EVT was low invasive, however reintervention was clearly needed. Further
study is required to reduce restenosis after graft revision.
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PL-7

Comparative Long Term Outcome in Patients with Endovascular Revascularisation for
Claudication versus Chronic Limb-Threatening Ischaemia

Victor Nicholas Cheuk Kay Fung, Yiu Che Chan, Grace C Cheung, Stephen W Cheng

Division of Vascular Surgery, Department of Surgery, University of Hong Kong, Queen Mary Hospital, Hong Kong SAR, China

Introduction: Peripheral arterial disease (PAD) is a major predictor for future cardiovascular and cerebrovascular event.
The aim of this study is to compare the long-term outcome in patients with PAD who received percutaneous transluminal
angioplasty (PTA)/ stenting as primary treatment strategy for intermittent claudication (IC) or chronic limb-threatening
ischaemia (CTLI).
Methods: This is a retrospective cohort study with data collected prospectively from Clinical Data Analysis and Reporting
System (CDARS), our departmental computerised database, and Clinical Management System (CMS). All patients who
underwent PTA/stenting for PAD at our tertiary vascular referral centre between January 2011 to December 2020 for IC
or CTLI were identified. The primary outcomes were overall survival (OS) and amputation free survival (AFS). Predictive
factors for OS and AFS were determined using Cox Model.
Results: A total number of 640 patients (IC, n = 243; CTLI, n = 377) underwent endovascular intervention from January
2011 to December 2020. Patients with CTLI had a significantly more 30 days’ re-admission rate (18.8% vs 6.5%, p <
0.001), emergency re-operation within 30 days (3.4% vs 0%, p = 0.002), and death within same admission (2.7% vs 0%, p =
0.008) compared to IC patients. The OS and AFS rates were significantly lower in CTLI patients (p<0.0001 and p<0.0001
respectively). On Cox multivariate analysis, CTLI was strong predictor of all-cause mortality and amputation (HR 2.33
and HR 14.92 respectively). In patients with CTLI, chronic kidney disease were independent predictors of mortality and
amputation (HR 1.66 and HR 2.36 respectively). Smoking and ischaemic heart disease were also independent predictors of
mortality in this subgroup (HR 2.06 and HR 2.43 respectively).
Conclusion: Although IC and CLTI represent same spectrum of disease, patient with CTLI had statistically worse outcome.
Efforts should be spent to optimise those with chronic kidney disease and ischaemic heart disease.

PL-8

Comparison of Symptom patterns and improvement rate after endovenous surgery between
C0s and C2 chronic venous disease

Kilsoo Yie, A-Rom Shin

Department of Cardiovascular Surgery/ Jeju Soo cardiovascular clinic, Korea

Introduction.
The efficacy of endovenous surgery for symptomatic C0 patients, compared to C2 disease, has not been evaluated.
Patients and Method
This was a prospectively designed registry-based case-control study from 2019 to 2020. 546 limbs of patients who underwent
venous reflux correction surgery were evaluated focusing on symptom improvement, patient-reported symptom severity
scores, VCSS, CIVIQ-14, and other variables on treatment effects. 45.2% (247) There were 247 (45.2%) female with ages of 52.3
± 4.5 with 172 of C0 (31.5%) and 374 of (68.5%) C2 limbs.
Results.
In C0 group, compared to C2 group, younger ages (49.5 ± 15.6 vs. 53.6 ± 13.8, p=0.003), lower reflux ranges (3.0 ± 1.0 vs.
3.5 ± 1.1, p=0.004), and VCSS (1.2 ± 1.0 vs. 2.8 ± 1.3, p=0.000) were noted. Symptom distribution patterns are similar in
both groups for Leg heaviness, Calf cramping, Knee pain, and Numbness. However, GIS-CIVIQ-14 (21.3 ± 16.8 vs. 26.3 ±
17.1, p=0.001) was significantly higher in having C2 limbs. Despite endovenous surgery as primary modality, additional
phlebectomies were required significantly more in C2 group (12.4% vs. 61.7%). 3 months after the primary surgery, all
symptoms were noted significantly improved rate in both groups (75.9% vs.72.6% for leg heaviness, 84.6% vs. 87.1% for
cramping, 75.9% vs. 69.9% for hip pain, 60.0% vs. 65.5% for knee pain, 89.5% vs. 98.2% for itching, 81.6% vs. 75.8% for
Numbness, and 71.4% vs. 76.8% for foot pain). CIVIQ-14 and VCSS improved significantly in both groups and remained
similar.
Conclusions.
Compaired to C2 class, C0 limbs showed lower reflux range, VCSS, and CIVIQ-14 scores. However, symptom patterns
distribution and post-operative improvement rate were similar. Quality of Life were significantly improved in both groups.
Endovenous treatment for selected C0 patients should be considered.
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Incidence and Clinical impacts of CyanoAcrylate Induced Soft Tissue Allergic Reaction
among the patients who underwent Venaseal® procedure

Department of Cardiovascular Surgery/ Jeju Soo cardiovascular clinic, Korea

Background
Cyanoacrylate glue Adhesion (CA) is the latest endovenous surgery for chronic venous disease. However, published studies
on type IV hypersensitivity after CA showed heterogeneous results in incidence, duration, skin manifestation, and risk
factors.
Patients & Method.
From March 2019 to December 2020, 293 patients (Mean: 51.6 ± 10.5 Yrs, Male: n=62,21.6%) who underwent CA
procedure were evaluated.
Results.
Type IV hypersensitivity was identified in 101 cases (34.7%) presented with itching(53%), erythema(13%), painful swelling
(14%), heating sense (8%), perivascular edema (10%) and pigmentation (1%). Beyond the local response, systemic manifestation
was identified in 18 patients (17.82%). 84% of CAISTAR developed within 3wks and lasted to 2wks. Severe CAISTAR,
defined as lasting longer than 3wks and combined systemic extension, was noted in 13.86% (4% of total CA procedure).
CAISTAR was not affected to 1month, and 3months post-operative satisfaction score ranges 0-10 (7.42 ± 2.79 vs. 6.72 ± 3.13,
7.69 ± 2.84 vs. 7.49 ± 2.67 all p>0.05). When it was compensated for sex, age, BMI, and procedure lesion, the multi-variated
analysis showed male sex and below the knee lesion procedure were major risk factors for CAISTAR development. Perioperative steroid injection did not reduce the incidence of CAISTAR (p=0.07) but delay the onset time (2.2 ± 1.1wks vs. 2.8
± 1.0wks, p=0.02) and also might reduce the duration (0.87 ± 1.43wks vs. 0.22 ± 0.42wks, p=0.01 in Mann-Whitney test),
itching sense and severity.
Conclusions.
CAISTAR is not an uncommon complication, with an incidence of 34% after the CA procedure. Natures are similar with
type IV allergic response and generally benign course. Further studies should be warranted.

PL-10

Rheolytic Thrombectomy with the Angiojet system: clinical experience with the appropriate
dosage of recombinant tissue plasminogen activator

Song-Yi Kim1,2, Myounghyun Ko3, Chanjoong Choi1,3, Moonsang Ahn1,3

Division of Transplantation and Vascular surgery, Department of Surgery, Chungnam National University College of Medicine,
Daejeon, Korea1, Department of Surgery, Chungnam National University Sejong Hospital, Korea2, Department of Surgery,
Chungnam National University Hospital3

Purpose: The aim of the study is to evaluate the appropriate dosage and demonstrate the safety when using the
recombinant tissue plasminogen activator(t-PA) and AngiojetTM (Boston Scientific, Natick, Massachusetts, USA) system for
the patient with deep vein thrombosis (DVT)
Methods: A retrospective review of patients undergoing iliofemoral vein rheolytic thrombectomy with the Angiojet system
was performed at Chungnam National University Sejong Hospital, South Korea. (08/2020–06/2021) Pre-and post-procedure
thigh circumference, the degree of improvement of symptoms and complications were investigated. Patients evaluated for
total t-PA doses, procedural time, hypercoagulability, and type of stent.
Result: 6 patients with DVT extended iliac vein were found, the average age was 67 ± 21.2 (32-91) years. All patients used
power pulse mode, with a total t-PA used of 6.5 ± 0.62 mg (range: 5.81–6.7). The dwell time of t-PA was about 13.6 ± 5.06
minutes (range: 7~20) and the meantime of the procedure was 76.17 ± 18.22 minutes (range: 50~107) All patients showed
protein S deficiency, while protein C deficiency was observed in 1 patient. There was a 100% (6/6) technical success rate.
During the procedure, all patients complained of back pain, gross hematuria but improved naturally within 24 hours, and no
other bleeding was reported. The circumference of the thigh was reduced by about 4 cm the day after treatment.
Conclusion: Rheolytic thrombectomy using an Angiojet system and r-tPA is safe, effective, reduces procedural time, and
reduces the discomfort for the patient compared with overnight catheter-directed pharmacologic thrombolysis. In our
experience, a total of 5~6mg of t-PA use is thought to be safe and effective. However, it is expected that big data would be
needed in the future to demonstrate efficacy and safety.
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Superiority of basilic vein transposition versus forearm loop graft as third option

KeunMyoung Park1, YongSun Jang1, SungTeak Jung2

Incheon Vascular surgery clinics incheon, Korea1, Inha univsrsity hospotal2

Background: Radial-cephalic arteriovenous fistula and brachial-cephalic arteriovenous fistula are the first and second choices
for creating vascular access in dialysis patients as recommended by the National Kidney Foundation Kidney Disease
Outcomes Quality Initiative. Basilic vein transposition(BVT) or use of a forearm loop graft (FLG) is recommended thereafter.
The aim of this study was to compare the outcomes and patency rates between BVT and FLG.
Methods: Data collected in our prospectively maintained database of patients with chronic renal dysfunction requiring
hemodialysis were analyzed. From January 2017 to December 2019, there were 28 patients with a basilic vein transposition
(BVT) and 22 patients with forearm loop graft (FLG) included. Maturation rate, maturation time, primary, primary assisted ,
secondary patency rate and reintervention were compared between two groups.
Results: Maturation rate of BVT was 96.4%, relatively FLG 95.5%(p=0.845). Mean maturation time of BVT was 102.5 days
(range; 91-132 days), relatively FLG 81.9 days (range; 67-94 days)(p=0.02)
During mean follow-up time was 18 months, there were 5 interventions in BVT , relatively 12 interventions in FLG.
The 1 year primary patency rate of BVT was higher than that of FLG (85.2% vs 65.8 %, p <0.01). Secondary patency rate of
BVT was also higher than that of FLG (93.4% vs85.4%, p< 0.01). FLG, diabetes, female and age over 60 were risk factors of
intervention.
Conclusions: In this our study, basilic vein transposition has better primary patency and secondary patency, fewer
reinterventions compared with PTFE loop.
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Prevention of thromboembolism in the perioperative period of colorectal cancer

Jihyung Song, Takaaki Matsubara, Yuya Takenaka, Kei Kimura, Akihito Babaya, Kozo Kataoka,
Naohito Beppu, Masataka Ikeda
Department of Gastroenterological Surgery, Division of Lower GI, Hyogo, Japan

Epos-P4

Real-Time Evaluation of Blood Flow Patterns Using AneurysmFlow for an in vivo
Abdominal Aortic Aneurysm Model

Young Jun Park, Sang Kyun Mok, Sun Cheol Park, Sang Seob Yun, Jang Yong Kim
The Department of Vascular and Transplant Surgery, Seoul St. Mary’s Hospital, Seoul, Korea

Objective: Many new tools for abdominal aortic aneurysm (AAA) rupture risk evaluation have been developed. These new
tools need detailed hemodynamic information in AAA. However, hemodynamic data obtained from in vivo research are
lacking. Thus, the objective of this study was to analyze blood flow patterns in an in vivo AAA model to acquire real-time
hemodynamic information using AneurysmFlow, a novel flow evaluation system.
Methods: Digital subtraction angiography images of patients who underwent endovascular aneurysm repair were
analyzed using the visualization function of the AneurysmFlow to classify blood flow patterns as laminar or turbulent flow.
The presence of boundary layer separation was also evaluated. The time taken for contrast medium to travel from the
infrarenal aortic neck to aortic bifurcation was acquired to calculate the flow velocity. Associations between characteristics
of aneurysm including lumen occupying ratio of intraluminal thrombus (ILT) and the hemodynamic flow pattern were
evaluated.
Results: A total of 27 AAA patients was enrolled. Their blood flow patterns were evaluated using the AneurysmFlow.
Logistic regression analyses with lumen occupying ratio of ILT as an independent variable showed that the larger the
lumen occupying ratio of ILT, the more likely the aneurysm was to show a laminar pattern (p = .04) and the more likely
the boundary layer separation would not exist (p = .03). The flow velocity from the infrarenal aortic neck to the aortic
bifurcation showed a positive association with the lumen occupying ratio of the ILT in linear regression analysis (p < .001).
Conclusion: Hemodynamic analysis of AAA with the AneurysmFlow using real-time individual patient models showed
different flow patterns and flow velocities depending on ILT. This novel analytic approach using AneurysmFlow has
potential to play an important role in evaluating the risk of rupture of AAA.
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Cancer patients are at high risk of thrombosis because malignant tumors increase coagulation activity. Venous
thromboembolism (VTE), in particular, is increasingly being diagnosed due to the widespread use of non-invasive
ultrasonography. In colorectal cancer, which is mainly treated in our department, the number of patients with VTE in the
perioperative period is increasing. For the treatment and prevention of VTE, we follow a flowchart based on the "Guidelines
for Diagnosis, Treatment and Prevention of Pulmonary Thromboembolism (PE) and Deep Vein Thrombosis (DVT) (JCS
2017)". There are two major problems with the current guidelines: one is the treatment of peripheral DVT and the other is
the treatment of anticoagulation in prevention.
The usefulness of anticoagulation for peripheral DVT has not been sufficiently demonstrated, and from the viewpoint of
risk-benefit, uniform anticoagulation should be avoided and not specified. In our department, direct-acting oral anticoagulants
(DOACs) are administered until the day before surgery, and prophylaxis with enoxaparin is started the day after surgery.
During the 4-year period from April 2017 to March 2021, 31 patients were diagnosed with peripheral DVT preoperatively,
but none of them had central extension or PE.
In addition, colorectal cancer surgery is classified as "high-risk" for VTE and "highest-risk" if additional risk factors are
present. Recommended prophylaxis includes either intermittent pneumatic compression (IPC) or anticoagulation for "highrisk" patients. In the "highest-risk" patients, anticoagulation combined with elastic stockings or IPC is recommended.
However, in actual clinical practice, physical therapy alone is often used for fear of postoperative bleeding. In collaboration
with other institutions, our department is conducting a randomized controlled trial of mechanical prophylaxis alone and with
enoxaparin in patients undergoing laparoscopic surgery for colorectal cancer. We hope to find new insights into the current
guidelines through exploratory evaluation of more appropriate and effective perioperative VTE prevention.

Epos-P5

ILIAC VEIN STENTING IN ILIOFEMORAL DEEP VEIN THROMBOSIS POST
CATHETER DIRECTED THROMBOLYSIS

Jithin Jagan Sebastian, Ayyappan MK, Radhakrishnan Raju, Kapil Mathur, Naveen Rajendra
Dept of vascular surgery, Sri Ramachandra medical college, India

PURPOSE
To determine the outcomes of iliac vein stenting in the acute and subacute period of patients with iliofemoral deep vein thrombosis
(IFDVT) post catheter directed thrombolysis with patients who did not undergo stenting for iliac vein lesion after catheter directed
thrombolysis.
MATERIALS AND METHODS
A prospective, case control, single centre analysis of 45 patients (31 men, 14 women; median age, 44 years) with iliac vein compression
and extensive iliofemoral DVT was carried out. 44 patients presented with acute IFDVT and underwent catheter directed
thrombolysis. Patients were stented in the acute phase (Group1: N= 17) if the thrombus resolution was complete and in the subacute
(after 4-6 weeks) phase (Group 2: N= 12) if thrombus resolution was incomplete. A third group of patients who did not undergo
stenting for iliac vein compression were considered as controls (Group 3: N= 15). The symptoms of the three groups were recorded
by the venous clinical severity score (VCSS) and development of post-thrombotic syndrome (PTS) was assessed by the Villalta score.
Comparison between the three groups was carried out by the one-way Anova test and post-hoc analysis by the Mann-Whitney test.
RESULTS
The primary patency rate at 1 year was 86.2% (Group 1-82.3%, Group 2- 90.9%). The mean follow-up period was 2 years.
Demographics were similar between the groups. There was a significant improvement in the VCSS score in the subacute stenting
group compared to the control group(P=.003). 36.9% of patients developed PTS after stenting. There was no difference in the
incidence of PTS at 2 years between the two groups and controls (P=.112).
CONCLUSION
Endovascular reconstruction of stenosed iliac veins can be carried out in both the acute and sub-acute phases of IFDVT post
catheter directed thrombolysis without a change in the incidence of PTS. Subacute stenting of patients shows better symptom
improvement compared to stenting in the acute phase.
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PAD cases with high levels of brain natriuretic peptide have a poor prognosis.

Hiroyuki Nagita, Taku Kokubo, Kazuki Takahashi, Natsumi Fukuhara, Tadahiro Sasajima
Department of Vascular Surgery, Edogawa Hospital, Tokyo, Japan

[Purpose] We examined the significance of brain natriuretic peptide (BNP) in predicting life prognosis in patients who
underwent revascularization for Peripheral arterial disease (PAD).
[METHODS]In 8 years from 2012, We included 240 patients with PAD who underwent revascularization by bypass and
excluded HD cases from the study.Preoperative plasma BNP of PAD patients was measured, and the relationship between
comorbidities, lower limb ischemia severity, and postoperative life prognosis was retrospectively examined.The BNP cut off
value was set to 60 pg / ml, and the analysis was performed by dividing into two groups, a high value group (106 cases) and
a low value group (134 cases).
[Results] Compared with the low BNP group, the high BNP group had a significantly higher history of diabetes and heart
disease, and the ischemia of the lower limbs was also higher. Even after revascularization, the prognosis for life was
significantly poor in the high BNP group after 5 years. [Conclusion] In PAD, BNP value could be a predictor of life prognosis.
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Circular RNA circGSE1 improving aging-related angiogenesis by the miR323-5p /NRP1
axis

Jiacong Qiu1, Jinsong Wang2, Shenming Wang1, Rencong Chen1, Lei Zhao1

First Affiliated Hospital of Sun yat-sen university,guangzhou,China1, Guangdong Provincial People’s Hospital2

Objective:
To investigate the biological function and mechanism of circGSE1 regulating mouse aortic endothelial cells in vivo and vitro.
Methods:
1. The biological function of circGSE1 was explored by means of scraping, Transwell migration chamber assay, EDU
inclusion assay, angiogenesis assay, flow cytometry cycle counting assay and other experimental methods;
2. The biological functions of miR323-5p were explored by means of scraping, Transwell migration chamber assay, EDU
inclusion assay, and tube formation assay to detect vascular angiogenesis;
3. The biological function of CircGSE1 in vivo was investigated in the rescue experiment of lower limb ischemia in mice.
Results:
1. CircGSE1 plasmid transfected in OEC can promote the proliferation, migration and tube formation of OEC. Transfection
of circGSE1 siRNA in YEC inhibited the proliferation, migration and tube-formation of YEC;
2. Bioinformatics showed that CircGSE1 acted as a sponge mechanism for miR323-5p /NRP1. The dual luciferase gene
reporter assay confirmed that miR323-5p could act as the direct target gene of circGSE1 and NRP1;
3. miR323-5p inhibitor transfected in OEC can promote the proliferation, migration and tube formation of OEC. Transfection
of miR323-5p mimics in YEC inhibited the proliferation, migration and tube-formation of YEC;
4. In mouse hind limb ischemia rescue experiment, it was found that in vivo up-regulation of circGSE1 could promote
angiogenesis and blood flow recovery of ischemic hind limb tissue in ageing mice.
Conclusion:
1. CircGSE1 can promote the proliferation, migration and angiogenesis of aortic endothelial cells in ageing mice in vitro
through the miR323-5p/NRP1 axis and the PI3K/ Akt signaling pathway;
2. CircGSE1 promotes blood flow recovery and angiogenesis after ischemia in the hind limbs of ageing mice in vivo.
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Outcomes of the “EVAR first” strategy for ruptured abdominal aortic aneurysms

Fumiaki Kimura, Hiroyuki Miyamoto, Tomoki Nakatsu, Hideyuki Harada

Department of Cardiovascular Surgery, / Kushiro kojinkai memorial hospital, Hokkaido, Japan

Objective: In our institution, the “EVAR first” strategy for ruptured abdominal aortic aneurysms (rAAA) was introduced
in July 2016. In this study, we examined the validity of the “EVAR first” strategy. Subjects and Methods: From January
2009 to June 2021, 368 cases of AAA surgery were performed in our institution (187 cases of EVAR), of which 30 were for
rAAA.17 who underwent open surgery were assigned to group O, while 13 who underwent EVAR were assigned to group
E. The mean age was 73 years in group O and 77 years in group E. The male were 11 in group O and 8 in group E. The
mean aneurysm diameter was 67 mm in group O and 80 mm in group E (p=0.022). In group O, all the patients underwent
surgery under general anesthesia, and in group E, surgery was initiated under local anesthesia and sedation. Results: The
preoperative shock was significantly higher in group E with 13 cases than in group O with 7 cases (pa=0.001). According
to the Fitzgerald classification, types I:II:III:IV were found in 3:4:10:0 patients in group O and in 1:1:9:2 patients in group E.
The operation time was 215 min in group O and 140 min in group E (p=0.014). The EVAR devices used were Gore Excluder
(5) and Medtronic Endurant (8). Seven operative deaths occurred in group O (hemorrhage 3, multiple organ failure 3, and
arrhythmia 1). Three 3 operative deaths occurred in group E (hemorrhage 1, LOS 1, and respiratory failure 1). The operative
mortality rate was 41.2% in group O and 23.1% in group E (p=0.297). Conclusion: The operative mortality rate was not
statistically significant but was improved. The results of the “EVAR first” strategy in a depopulated area were considered
satisfactory.

94

Oral Session 1

PAD session 1 (PAD/DM foot/Aortoiliac)
Moderator

Akio Kodama (Division of Vascular and Endovascular Surgery, Department of Surgery, Nagoya
University Graduate School of Medicine, Japan)

Mussaad Ms Alsalman (COLLEGE OF MEDICINE, KING SAUD UNIVERSITY, SAUDI ARABIA)

O1-2

Treatment of Buerger’s Disease in the Modern Era: Call for a Paradigm Shift

Abul Hasan Muhammad Bashar, Mokhlesur Rahman, Shantonu Kumar Ghosh, Shamim Reza,
Faridul Islam, Moynul Islam, Saffait Jamil
Department of Vascular Surgery, National Institute of Cardiovascular Diseases Hospital (NICVD), Bangladesh

Objectives:
Buerger’s disease (BD) typically involves small and medium sized vessels. Most of these patients present with chronic limb
threatening ischemia (CLTI) with tissue loss. Though revascularization therapy isn’t considered suitable for many of these patients,
carefully selected patients may still be benefitted from either surgery or intervention. We present our recent multimodality
experience with the treatment of BD.
Methods:
Over the last 5 years, 565 patients with BD were treated, 95% of whom presented with CLTI. Treatment strategy was based on
angiographic findings. Forty eight patients in whom at least one Tibial run-off vessel was present were judged suitable candidates
for surgical revascularization (Group A). Twenty nine had Femoro-Posterior Tibial, 10 had Femoro-Anterior Tibial, 6 had FemoroPeroneal and 3 had Popliteal- Posterior Tibial bypass. Endovascular intervention was attempted in 61 other patients (Group B). The
remaining patients were treated conservatively with intensive wound care (Group C).
Results:
In the surgical group, all procedures were well tolerated and technically successful. Three patients presented with occluded graft at
one month follow-up accounting for a primary patency of 94%. Ulcer healing occurred and rest pain subsided in all patients having
a patent graft for at least 3 months. Patency at 3 months, 6 months, 1 and 2 years were 94%, 86%, 80% and 65%, respectively. In the
intervention group, 45 patients had a successful procedure. Patency at 3 months, 6 months, 1 and 2 years were 96%, 90%, 70% and
62%, respectively. Conservative treatment resulted in wound healing and relief of rest pain in 55% patients. Major amputation was
necessary in 32% patients. Overall limb salvage rate was 67.7%, (96.1% in group A, 94.2% in group B and 55.9% in group C).
Conclusions:
In the modern era, treatment of BD needs to be individualized. While most patients are unsuitable for revascularization therapy due
to the nature of arterial involvement, both surgical bypass and endovascular intervention are possible in carefully selected patients
which may result in high rate of limb salvage.

O1-3

Yasuaki Mochizuki, Yutaka Hosoi, Kouta Kogure, Yohei Ichikawa, Hiroshi Sasajima, Keisuke Fujimaki,
Toru Ikezoe, Masao Nunokawa, Hiroshi Kubota
Department of Cardiovascular Surgery, Kyorin University School of Medicine, Tokyo, Japan

Background and objectives:
Acute embolic lower limb ischemia (AELLI) is known as life and limb threatening disease. Although an emergent revascularization
would be often required for limb salvage, preoperative estimation of the reversibility of the legs is difficult. Rutherford classification of
acute limb ischemia (ALI) is the most commonly used for evaluating limb prognosis. On the other hand, Charlson Comorbidity Index (CCI)
and age adjusted CCI (ACCI) are used in outcome and mortality studies. The purpose of this study was to examine the correlation of
the postoperative outcomes with Rutherford grades and CCI / ACCI in patients undergoing revascularization for AELLI.
Methods:
From 2014 to May 2021, 86 patients were tried to perform thrombo-embolectomy for ALI in our hospital. Of these, 19 cases were
upper limb, and 35 were ALI caused by thrombosis. Thus, 32 patients with AELLI submitted to embolectomy were included. The
Rutherford grade in each patient were examined with a retrospective chart review, and CCI and ACCI were calculated. The outcomes
investigated included in-hospital mortality, major amputation, and limb status.
Results:
The mean age was 83.7 +/- 12.2 years. Although there was no amputation, limb necrosis in 3 cases, motor defect in 2, and in-hospital
death in 4 were observed respectively. In patients with Rutherford grade III, 1 of 3 had limb necrosis and in-hospital death, and another
one had motor defect. In Rutherford IIB, 2 of 5 had limb necrosis, and another one had motor defect. As for Rutherford IIA and I, there
were no patients experiencing limb necrosis or motor defect, although 3 of 24 died in-hospital. In patients with CCI>=3, 1 of 8 died inhospital and another one had motor defect. In patients with ACCI>=6, 3 of 12 died in-hospital and another one had motor defect.
Conclusions:
Rutherford grades predicted limb prognosis well, whereas ACCI>=6 correlated with in-hospital mortality. Our findings suggested a
potential of ACCI to be a useful prognostic factor in patients with AELLI.
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Clinical Study of Surgical Treatment of Popliteal Artery Aneurysms

Yukiko Torizaki1, Kentaro Matsubara1, Naoki Fujimura2, Hirohisa Harada2, Masanori Hayashi2,
Tsunehiro Shintani3, Taku Fujii4, Atsunori Asami4, Susumu Watada5, Shigeshi Ono6, Yasuhito Sekimoto7,
Tatsuya Shimogawara8, Keita Hayashi9, Hideaki Obara1, Kitagawa Yuko1

Department of Surgery, Keio University School of Medicine, Tokyo, Japan1, Department of Vascular Surgery, Tokyo Saiseikai Central Hospital2,
Department of Vascular Surgery, Shizuoka Red Cross Hospital3, Department of Surgery, Saitama City Hospital4, Department of Surgery,
Kawasaki Municipal Hospital5, Department of Surgery, Tokyo Dental College Ichikawa General Hospital6, Department of Surgery, Tokyo Medical
Center7, Department of Vascular Surgery, Saiseikai Yokohamashi Tobu Hospital8, Department of Vascular Surgery, Hiratsuka City Hospital9

Objectives
Popliteal artery aneurysms (PAAs) can lead to various complications such as acute limb ischemia or claudication caused by thromboembolism, and
aneurysm rupture. Open surgical repair (OSR) has been selected for a long time and provided satisfactory results in terms of long-term graft patency
and limb salvage. In recent years, endovascular repair of PAAs (EPAR) has gained in popularity. The objective of this study is to evaluate our clinical
experiences of OSR and to assess the indications of EPAR.
Methods
Between January 2010 and April 2020, 63 limbs in 55 patients were treated with OSR at our 9 hospitals. We retrospectively analyzed the patients’
characteristics, clinical symptoms, aneurysm-related anatomy, treatment methods, and surgical outcome.
Results
42 limbs (66.7%) showed clinical symptoms due to acute limb ischemia, chronic limb ischemia, and ruptured aneurysms. 15 limbs (23.8%) were performed
emergency procedures. 47 limbs (74.6%) were treated through a medial approach. Of these 47 limbs, bypass grafting was performed in 38 limbs. A posterior
approach was used in the other 16 limbs (25.4%), and interposition grafting was performed in all of these limbs. During the mean follow-up period of 41.1
months, the primary patency rates at 1, 3, and 5 years were 91.9%, 89.4%, and 89.4%, respectively, and the limb salvage rates at 1 and 5 years were both
95.0%. We examined the indications for EPAR in these 63 limbs by the IFU of Viabahn and the criteria previously reported, and the result showed that
EPAR was eligible in only 16 limbs(24.6％ ). The main exclusion criteria were an insufficient landing zone and poor tibial run-off vessels.
Conclusion
Our long-term outcomes of OSR of PAAs showed good graft patency and limb salvage. On the other hand, the eligibility of EPAR in our surgically treated
patients was limited.
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Incidence of Complications of ProGlide Use in Patients with Previous Common Femoral
Artery Patch Angioplasty
Madeleine de Boer, Timothy Shiraev, Jacky Loa
Royal Prince Alfred Hospital, Sydney, Australia

Objectives
The safety of the Abbott ProGlide closure device is widely established in retrograde punctures, however the safety of this device
to achieve haemostasis in punctures of prosthetic materials remains unclear. Additionally, use of the device in prosthetic materials
is currently not included in Abbott’s instructions for use. This study sought to evaluate the safety of ProGlides in prosthetic patch
punctures by assessing the incidence of post-puncture pseudoaneurysms and graft stenosis after use of the device.
Methods
A single centre, retrospective review was conducted of patients undergoing percutaneous access of prosthetic vascular patches
followed by use of the ProGlide device for haemostasis. Patients that had previously undergone femoral endarterectomies with
patch angioplasties were identified from the Vascular Database, which captures all vascular procedures performed at Royal Prince
Alfred Hospital. Patient records were subsequently screened to determine if percutaneous access had been undertaken post patch
angioplasty. In identified patients, post procedural ultrasounds were evaluated to assess for the occurrence of pseudoaneurysms and
stenosis post ProGlide use.
Results
65 patients who had undergone punctures of prosthetic vascular patches were identified between 2011-2020. Patients in whom
additional closure devices (such as Mynx or Starclose) were employed were excluded, leaving a total of 55 patients in the study cohort.
There was no significant difference in the incidence of complications with the use of the ProGlide device to achieve haemostasis
compared with manual digital pressure, with both groups having low rates of stenosis and pseudoaneurysms post punctures.
Conclusion
This study found a low incidence of post-procedural complications with the use of ProGlides to achieve haemostasis in percutaneous
access of prosthetic patches when compared to traditional digital pressure. Limitations of this study include the single centre nature
and the small cohort size, indicating that further studies are required to adequately assess the devices’ safety in prosthetic punctures.

O1-7

Madeleine de Boer, Timothy Shiraev, Jacky Loa
Royal Prince Alfred Hospital, Sydney, Australia

Purpose:
The pre-close technique using ProGlide devices is commonplace in procedures requiring sheath sizes greater than 10-French. Whilst the use
of ProGlides in antegrade punctures is not included in Abbott’s instructions for use, there is emerging evidence to suggest these devices are
safe to use in such scenarios. This study sought to assess the safety of the ProGlide pre-close technique in antegrade punctures and review
the incidence of complications following their use in this manner. A secondary objective was to review device complications encountered
with antegrade pre-close techniques compared to retrograde pre-close techniques.
Methods:
Patients undergoing endovascular repair of popliteal artery aneurysms were identified from the vascular database at Royal Prince Alfred
Hospital, as such repairs required a minimum sheath size of 11-French. A retrospective review of post-procedural ultrasounds was
conducted, assessing for pseudoaneurysms and residual stenosis of the puncture site. Outcomes were compared to a control group of
patients undergoing EVAR, in whom the pre-close technique was employed for retrograde access.
Results:
38 patients were identified between 2001-2020, 15 of whom underwent pre-close antegrade punctures. There was no significant difference in
the incidence of complications in the antegrade cohort compared to the retrograde cohort, with rates of stenosis and pseudoaneurysms being
low in both groups. Statistical analysis via Chi2 test of association demonstrated moderate evidence to favour the hypothesis there is no
difference in the rates of device complication when used in a pre-close antegrade fashion compared to a retrograde fashion (X2 (4.19), p = 0.041).
Conclusion:
This study found the pre-close ProGlide technique to have low incidences of post-procedural complications in antegrade punctures,
and equivocal rates to those demonstrated in pre-close retrograde punctures. There was no statistical difference in the rates of device
complication between antegrade and retrograde punctures. Further studies are required to confidently assess the safety of pre-close
antegrade punctures.
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Managing Iatrogenic Pseudoaneurysms: Malaysian Experience

Ahmad Faidzal Othman, Sanjay Dev Singh, Syaza Putri Zainudin, Azuwairie Bin Amir,
Irfan Mohamad Salmi, Muhammad Abdul Jaafar
Vascular Unit, Department of Surgery, Kulliyyah (Faculty) of Medicine, International Islamic University Malaysia, Malaysia

Introduction
Pseudoaneurysm occurs when there is localised extravasation of blood from the arterial wall and is confined by a pseudocapsule
and its surrounding structures. There is an increasing trend in cases of iatrogenic pseudoaneurysm due to increase rates of
endovascular procedures. Open surgical repair used to be the mainstay of treatment, however it has been replaced by less
invasive approaches such as ultrasound-guided compression and endovascular techniques such as stenting and embolization.
Materials and methods
We conducted a retrospective review from 2019 until 2021 on cases of iatrogenic pseudoaneurysms that were referred to our
Vascular Unit for our expert management. Medical records of patients who presented with iatrogenic pseudoaneurysms were
reviewed.
Results
We managed a total of 7 cases of iatrogenic pseudoaneurysms. Majority of our patients were male (71%) whereby the eldest
patient was 65 years old and the youngest patient being only 14 years old. The commonest site of pseudoaneurysms was femoral
artery (42%) followed by brachial artery (28%), inferior thyroid artery (15%) and carotid artery (15%). Treatment ranged from
non-invasive methods such as observation and ultrasound guided compression, to less invasive approaches such as endovascular
embolization and stent deployment, and finally, via open surgical repair. Successful treatment was confirmed by radiological
imaging and patients were observed for post-procedural complications until discharge. Five patients (70%) were discharged well
while two patients (30%) succumbed to sepsis not related to vascular access with multi-organ failure.
Conclusion
Iatrogenic pseudoaneurysms can be managed by non-invasive approaches such as observation and ultrasound guided
compression. Failure or pseudoaneurysms not amenable to non-invasive methods require more invasive approach such as
endovascular technique or open surgical repair. Iatrogenic pseudoaneurysms are an emergency, as they can lead to devastating
complications such as bleeding, infection and compression to vital structures.
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Taku Kokubo (Edogawa Hospital, Tokyo, Japan)
Sandeep Raj Pandey (Annapurna Neurological Institue and Allied Sciences, Nepal)

Trends in outcomes of diabetic foot patients after the implementation of a Multidisciplinary
Diabetes Foot Unit

Uyen Giao Vo1, Emma J Hamilton2, Laurens Manning3, Jonathan Hew4, Paul Norman1, J Carsten Ritter1

Department of Vascular Surgery, Fiona Stanley Hospital, Western Australia, Australia1, Department of Endocrinology, Fiona
Stanley Hospital, Western Australia, Australia2, Department of Infectious Disease, Fiona Stanley Hospital, Western Australia,
Australia3, Department of Podiatry, Fiona Stanley Hospital, Western Australia, Australia4

Purpose: The first inpatient Multidisciplinary Diabetes Foot Unit (MDFU) in Western Australia was opened at Fiona Stanley
Hospital – one for the three tertiary hospitals in the state, in February 2015. This study aimed to evaluate the effects of a
MDFU on patient outcomes.
Methodology: A retrospective cohort study was conducted at a single tertiary hospital, the Fiona Stanley Fremantle
Hospitals Group, Western Australia. Data was collected over 24 consecutive months, from February 2014 to January 2016.
Admissions were divided into two cohorts, prior to and after the establishment of the MDFU (February 2015). The primary
outcome was length of stay. Secondary outcomes included mortality, readmission rate, minor and major amputation rate, and
rate of vascular reconstructions.
Results: The study identified 82 patients in pre-MDFU cohort, accounting for 99 admissions, and 128 patients in post-MDFU
cohort, accounting for 155 admissions. Median length of stay were 10 days in pre-MDFU cohort vs. 8 days in post-MDFU
cohort (p=0.02). Re-admission rate at six months was 33.3% in pre-MDFU cohort vs. 21.3% in post-MDFU cohort (p=0.03).
Revascularisation rate during the same admission was 21.4% in pre-MDFU cohort vs 9.0% in post-MDFU cohort (p=0.005).
There was no statistically significant difference in rate of minor amputation, major amputation, or 6-month mortality rate.
Conclusion: In this paper, we report our success in the management of the diabetic foot in the first MDFU in Western
Australia. Long term results are required to demonstrate impacts on major amputation rates and mortality.

O2-2

Outcomes of infra popliteal angioplasty in advanced diabetic ischaemic foot ulcers.
Department of Vascular Surgery, Sri Ramachandra Institute of Higher Education and Research, India

Aims
Diabetic patients in India present late in advanced stages of tissue loss and isolated occlusive infra-popliteal disease. We
aim to determine the outcomes of angioplasty in these patients with SINBAD score >3 and infra-popliteal disease presenting
with critical limb threatening ischaemia (CLTI) and tissue loss.
Materials and methods
A Prospective, observational, single centre study was carried out of diabetic patients with infra-popliteal occlusive disease
who underwent angioplasty for CLTI and tissue loss. Transatlantic society consensus (TASC) Ⅱ classification was used for
staging Ischemia and Peripheral artery calcium scoring (PACSS) was used to assess peripheral calcium. The patients were
followed up till their ulcer healed and then six monthly.
Results
A total of 73 diabetic patients underwent angioplasty for CLTI. 21.8% (16/73) all-cause mortality was seen during the study.
Average age was 68.9 years with 78.9% males. The average time to presentation was 55 days. 61.3% patients had TASC C or
D lesions. Technical success was achieved in 94.5% patients. 27.4% patients underwent angioplasty of multiple tibial vessels.
Mean duration of follow-up was 2 years. 62.5% patients had their ulcers completely heal in 6 months. Six patients went on
to have major amputation. The amputation free survival was 500 days in this patient group. Ulcer healing was found to be
dependent on the successful revascularisation.
Conclusion
Mortality is seen in 1 in 10 and morbidity in 1 in 5 patients. It is difficult to accurately prognosticate healing in these
patients. Successful revascularisation is the only factor affecting healing in these patients.
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Real-time assessment of tissue oxygen saturation during endovascular therapy for chronic
limb-threatening ischemia using a novel oximeter
Naoki Unno1,2, Kazunori Inuzuka2, Masaki Sano2, Kazuto Katahashi2, Takafumi Kayama2,
Yuta Yamanaka2, Hajime Tsuyuki2, Yusuke Endo2, Naoto Yamamoto1, Nozomu Ishikawa1,
Hiroya Takeuchi2

Department of Vascular Surgery, Hamamatsu Medical Center / Hamamatsu, Japan1, Division of Vascular Surgery, Second
Department of Surgery, Hamamatsu University School of Medicine2

Introduction
Restoring perfusion and the resultant regional oxygenation recovery affect successful wound healing in patients with chronic limb-threatening ischemia
(CLTI). The current problem with endovascular treatment (EVT) is the lack of milestone of revascularization for ulcer healing. Conventional noninvasive methods to evaluate PAD such as ABI, transcutaneous oxygen tension (TcPO2), and skin perfusion pressure (SPP) are not suitable for intra-EVT
monitoring. They take too long time for each measurement. Here, we introduce our newly-developed oximeter TOE-20 (astem Co., Kawasaki, Japan) and
present preliminary results for the real-time monitoring of regional tissue oxygen saturation (rSO2) in the skin/subcutaneous tissue during EVT.
Methods
This prospective study included 23 patients with CLTI who underwent successful revascularization of the superficial femoral artery (SFA) without
intervention in the tibial arteries and five patients with CLTI who underwent failed EVT. Three censor probes were placed to monitor rSO2 according
to the angiosome model: on the dorsal foot, plantar foot, and the outer ankle. TOE-20 measured rSO2 as oxygenized hemoglobin divided by oxygenized
hemoglobin plus reduced hemoglobin with near infrared spectroscopy technique.
Results
TOE-20 successfully monitored rSO2 during EVT in all cases. Following SFA revascularization, rSO2 at all angiosomes was significantly elevated. There
was a significant correlation between SPP and rSO2 values (p<0.01). In contrast, there was no significant increase in rSO2 at any region in patients with
failed EVT.
Conclusion
A novel near-infrared spectroscopy oximeter, “TOE-20,” was utilized for the assessment of skin/percutaneous tissue perfusion with multiple probes to
simultaneously measure rSO2. TOE-20 may enable Target region Oxygenation-based Endovascular treatment (TOE) for CLTI patients.

O2-4
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Multidisciplinary diabetic foot clinic: 12-month outcomes — improving patient outcomes
Morwan Bahi

Department of Vascular Surgery, Wellington Hospital, New Zealand

Introduction
Diabetic foot disease is a common presentation in patients with poorly controlled diabetes resulting in high rates of sepsis,
limb loss or death. This typically presents in the form of diabetic foot ulcers (DFU) with poor healing due to underlying
diabetes and its complications. There has been a move towards establishment of multidisciplinary diabetic foot clinics (MDFC)
to help target multiple aspects of disease in an attempt to provide best outcomes and minimise morbidity and mortality.
Method:
We conducted a retrospective, single-centre study reporting outcomes of patients seen in the MDFC in a large tertiary
hospital over a 12-month period.
Results:
Between 1 January 2019 and 31 December 2019, 52 patients were seen in our MDFC with a mean age 58.6 +/- 12.8 years and
a male predominance of 60%. Common co-morbidities were renal disease (57%) and ischaemic heart disease (23%). Outcomes
for these patients were observed over the subsequent 12 month period. There was a total of 19 hospital admission events
for diabetic foot infection involving 17 patients (32.7%).14 of those 17 patients (82%) had evidence of underlying peripheral
vascular disease requiring revascularization. There was a total of 14 minor amputation events and 6 major amputations (11%).
7 patients out of the 52 seen in clinic had passed away at 12 months. The initial ulcer/wound reviewed in clinic was healed
in 28 (54%) of patients at 12 months.
Conclusion
Establishment of MDFC has allowed identification of high-risk DFU patients early and provided an avenue for diagnosis
of underlying peripheral vascular disease at an earlier stage. We believe this has led to an increase in rate of minor
amputations and reduction in rate of major limb amputations. We report an over 50% rate of wound healing in the 12
months following the initial appointment.
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Influence of cancer on the prognosis in patients with peripheral arterial disease
Noriyuki Miyama1, Hiroyoshi Komai1, Arata Takahashi2, Hiroaki Miyata2

Department of Vascular Surgery, Kansai Medical University Medical Center, Osaka, Japan1, Department of Health Policy and
Management, Keio University School of Medicine2

Objective: It is unknown whether cancer affects limb prognosis in patients with peripheral arterial disease (PAD). The aim
of this study is to determine the relationship between cancer and prognosis in patients with critical limb ischemia (CLI).
Methods: The patients who underwent revascularization between 2013 and 2015 were collected using the Japan Critical
Limb Ischemia Database (JCLIMB). All patients included in this study had PAD with critical ischemia. The patients were
followed for two years. We examined the prevalence of a history of cancer and active cancer at the time of revascularization
or during following periods. We investigated the overall survival, cardiovascular death, amputation free survival (AFS),
primary patency and major limb adverse events (MALE).
Result: Total of 2967 patients were included in our study. The patients underwent surgical revascularization including
hybrid treatment in 1754 cases, and endovascular treatment in 1206 cases. One hundred and eighty-seven patients (6.3%)
had history of any cancer at the time of revascularization (non-active cancer group). One hundred and forty-four patients (4.9%)
had active cancer as of revascularization or during following periods (active cancer group).
The patients of two cancer groups, who underwent surgical revascularization, had significantly poorer prognosis than them
without cancer in the overall survival rate (p=0.0001) and AFS rate (p=0.002). However, no significant difference was noted in
patients who underwent endovascular treatment. There was no difference in primary patency and MALE free rate between
patients of two cancer groups and them without cancer, regardless of the type of treatment.
Conclusion: About 11% of CLI patients had a cancer history or active cancer. Our data suggested that limb prognosis in
CLI patient with cancer is equivalent to them without cancer. However, the patient with cancer who underwent surgical
revascularization may have lower overall survival rare. Further studies are needed to clarify this result.

O2-8

Sirolimus-eluting stents for of BTK arterial disease: systematic review and individual patient
data meta-analysis
Khi Yung Fong1, Xin Liu2, Josiah Ng1, Stanley EK Loh3, Jun Jie Ng4, Andrew MTL Choong4

Yong Loo Lin School of Medicine, National University of Singapore, Singapore1, Magdalen College, University of Oxford2,
Department of Diagnostic Imaging, National University Health System, Singapore3, Department of Cardiac, Thoracic and
Vascular Surgery, National University Heart Centre, Singapore4

Aim: To analyze the efficacy and safety of sirolimus-eluting stents (SES) in the treatment of BTK arterial disease.
Methods: An electronic literature search was conducted. Studies reporting primary patency, technical success, target lesion
revascularization or mortality were included. Meta -analyses of proportions were conducted to derive pooled summary
statistics of these outcomes. Where Kaplan-Meier curves were provided for primary patency, individual patient data (IPD)
meta-analysis was conducted to estimate primary patency. For studies comparing SES to bare metal stents (BMS), two-stage
meta-analysis was performed to compare primary patency of SES vs BMS.
Results: 10 studies across 13 publications were retrieved for analysis. In the meta-analysis of proportions, across 6 studies
(339 patients), pooled 6-month primary patency was 87.3% (95% CI 81.6-92.1). Across 7 studies ( 283 patients), pooled 6-month
mortality was 5.4% (95% CI 1.4-11.2). IPD analysis of 3 studies (282 patients) yielded primary patency rates of 95.2%, 82.8%,
79.8% and 79.8% at 6, 12 , 18 and 24 months respectively. Two-stage meta-analysis of 6-month primary patency favored SES
over BMS (risk ratio = 1.29, 95% CI 1.15-1.45).
Conclusion: Overall evidence suggests that SES is safe and offers favorable outcomes for BTK arterial disease on par with
other interventions in the field.
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O3-1

Cystic lesions around the joint compressing the vessels are not always adventitial cystic
disease
Kwang Woo Choi1,2, Sun Ah Shin2, Eun-Ah Jo1, Ahram Han1, Sanghyun Ahn1, Sangil Min1,
Jongwon Ha1, Seung-Kee Min1

Department of Vascular Surgery/ Seoul National University College of Medicine, Seoul, Korea1, Department of Pathology,
Seoul National University College of Medicine, Seoul, Korea2

Object: It is uncommon for cystic lesions around the joint to cause symptoms by pressing blood vessels. And the pathology
is diverse including benign cysts, cystic sarcoma, and ACD. Therefore, the proper diagnosis with imaging, operative findings,
and pathology is very important. Methods: From 2005 to 2018, patients treated for cystic lesions around the joint that cause
symptoms was enrolled and analyzed retrospectively at Seoul National University Hospital.Results: A total of 13 patient
were included, which required decompression or vessel reconstruction due to compressing cystic lesions. Prior to surgery or
procedure, there were 8 ACDs, 2 ganglion cysts, 1 benign cyst, 1 synovial sarcoma, 1 PAES. After checking the pathological
results after surgery or procedure, the final diagnosis was 4 ACDs, 1 synovial cyst, 3 ganglion cysts, 1 synovial sarcoma,
1 Ewing sarcoma, 1 ASO and 2 PAES. Four out of 13 patients had their diagnosis changed before and after surgery or
procedure. The final diagnosis of two ACDs was changed to PAES and ASO, and the final diagnosis of one unusual large
ACD was changed to Synovial sarcoma. One was suspected of having ganglion cyst, but was later diagnosed with ACD after
surgery, and was finally diagnosed with ganglion cyst after a pathologic confirmation. However, there are still four patients
who are not considered to be complete, one has been changed from benign cyst to synovial cyst, two PAES patients need to
be renamed synovial cyst, and on ACD will need to be diagnosed with synovial cyst.Conclusions: There are various diseases
that appear in the form of cystic lesions around the joints, and it is difficult to diagnose with just preoperative images.
Intraoperative finding and pathology are important to predict the prognosis. Therefore, experience and intraoperative
decision making are crucial to avoid unnecessary overtreatment or inadequate treatment.

O3-2

Hybrid approach to management of symptomatic giant persistent sciatic artery aneurysm
Department of Vascular Surgery, Wellington Hospital, New Zealand

Aim
Persistence of the sciatic artery is a rare phenomenon in vascular surgery. It is a result of abnormal embryological
development and, where present, can have significant implications for the patient. A persistent sciatic artery is prone to
aneurysmal disease which can be life or limb-threatening for patients. Here, we discuss a rare case of a symptomatic giant
sciatic artery aneurysm.
Methodology
We discuss the case of a 68 year-old male presenting with right-sided buttock pain and short-distance buttock claudication.
After persistence of symptoms, computed tomography angiogram was performed revealing a giant 10cm aneurysm of a
persistent right sciatic artery with mural thrombus, and which was giving rise distally to the popliteal artery. There was
also a profunda femoral artery arising via a common femoral artery from the internal iliac artery. These findings explained
the patient’s buttock pain and claudication but also posed a therapeutic challenge requiring complex surgical planning. A
hybrid open-endovascular approach was decided upon.
The patient underwent open common femoral artery to distal sciatic artery bypass allowing for subsequent embolisation of
this giant sciatic artery aneurysm. The bypass allowed continuity of blood flow to the lower limb following embolisation.
Result
This hybrid open-endovascular approach allowed embolisation of this giant aneurysm without interrupting blood flow to the
lower limb which was supplied by the persistent sciatic artery.
Conclusion
This case reflects a rare vascular phenomenon with the presence of a persistent sciatic artery which was symptomatic due
to its severely aneurysmal nature. Due to the sciatic artery being the main arterial supply of the limb, this patient required
a hybrid approach for repair. Timely management of this problem is critical because the consequences for the patient can
be severe in the case of rupture. In this presentation we share details and images of our management.
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Popliteal artery occlusion in a sole sciatic arterial system requiring complex repair
Morwan Bahi

Department of Vascular Surgery, Wellington Hospital, New Zealand

Aim
Persistence of the sciatic artery is a rare phenomenon in vascular surgery. It is a result of abnormal embryological
development and, where present in the absence of a femoral arterial system, can have significant implications for the patient.
A persistent sciatic artery is prone to aneurysmal disease and atherosclerotic stenosis which can be limb-threatening for
patients and we demonstrate this through a rare case presentation.
Methodology
We discuss the case of a 69 year-old male presenting with left-sided short-distance claudication and rest pain concerning
for chronic critical limb ischemia. Computed tomography angiogram revealed the left lower limb was supplied solely by a
persistent sciatic artery arising from the common iliac artery and giving rise to an occluded popliteal artery. A diagnostic
angiogram revealed aneurysmal change of the sciatic artery and occlusion of the popliteal artery spanning a long segment
of 11 cm. This posed a therapeutic challenge requiring complex surgical planning. The patient underwent a double-bypass
procedure to restore arterial supply of this symptomatic limb. A left ilio-popliteal synthetic graft bypass was formed followed
by a left ilio-popliteal graft to posterior tibial bypass using the patient’s ipsilateral great saphenous vein. The left sciatic
artery was ligated.
Result
This double-bypass system allowed restoration of arterial supply to the patient’s left lower limb thereby relieving
his claudication and rest pain. The key finding was the aneurysmal nature of the sciatic artery reflecting the likely
thromboembolic nature of the distal popliteal disease.
Conclusion
This case reflects a rare vascular phenomenon with the presence of a sole sciatic artery. Due to the aneurysmal nature
of the sciatic artery, this patient required not only a bypass graft but also ligation of the native sciatic artery. Timely
management of this problem is critical because the consequences for the patient can be severe.

O3-4

Renal artery thrombosis and limb ischemia following renal transplantation in patient with
aberrant pelvic arterial anatomy and neobladder
Morwan Bahi

Department of Vascular Surgery, Wellington Hospital, New Zealand

Introduction
Renal artery thrombosis is a high-risk complication in renal transplantation which can result in graft loss. Risk factors include
hypercoagable state, vessel kinking/trauma and abdominal compartment syndrome. The risk of thrombosis is thus higher in
a patient with a congested abdominal cavity.
Case Description
We describe the case of an 18-year-old female with left renal dysgenesis and absent bladder undergoing live-donor renal
transplantation. This patient had small pelvic capacity and aberrant pelvic arterial anatomy. She had undergone neobladder
formation with right hemicolon fashioned into a catheterisable channel through the right iliac fossa. Because of absence of a
left iliac artery, we proceeded with transplantation into the right iliac fossa. The graft artery was anastomosed onto the right
EIA. The patient made urine on the table and had good renal artery pulse.
The following day, creatinine level rose and patient complained of numbness in her right foot. Ultrasound demonstrated
occlusive thrombus in the right EIA distal to the anastomosis and no flow within the transplant renal artery. The patient
returned urgently to theatre and clot evacuated from the right EIA and renal artery and tPA administered. There was then
good pulse in the transplant artery and a heparin infusion. started The following day, the patient’s creatinine continued to rise
and an ultrasound demonstrated increased resistive indices throughout the kidney.
Discussion
We suspect abdominal compartment syndrome due to small pelvis contributed to arterial kinking after abdominal wall
closure. The presence of neobladder as well as the patient’s own right kidney contributed to abdominal congestion. Prolonged
ischaemic time after thrombosis contributed to parenchymal oedema further exacerbating the compartment syndrome.
In this presentation, we share details of the patient’s clinical presentation as well as images from radiological investigations
and intra-operative images and briefly discuss learning points from this experience.
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Infected abdominal aortic aneurysm which dilated 30mm over 3 days and ruptured without
pain

Yusuke Tsukioka1, Yoshinori Nakahara1, Ryo Ohnishi1, Issei Kuwashima2, Retsu Tateishi1, Kohei Sumi1,
Masato Shioya1, Takeyuki Kanemura1

Department of Cardiovascular Surgery, IMS Katsushika Heart Center, Tokyo, Japan1, Department of Rehabilitation, IMS
Katsushika Heart Center, Tokyo, Japan2

We report a case of a 78-year-old female with an infected abdominal aortic aneurysm which dilated by 30mm over 3 days
and ruptured．She presented to a hospital with diarrhea and was diagnosed with an infected abdominal aortic aneurysm
following a CT scan． She was subsequently transferred to our facility and commenced on antibiotics． On the third day of
admission，a physiotherapist noticed rapid growth of her abdomen． An emergency CT scan demonstrated rapid dilatation
and sings of aortic rupture，for which non-anatomical surgical repair was performed． Salmonella was isolated from
cultures．

O3-6

Paul Ghaly, Kejia Wang, Delfino Di Mascio, Mauro Vicaretti
Department of Vascular Surgery, Westmead Hospital, Sydney, Australia

A common source of infection in equine, Streptococcus equi is an uncommon pathogen in humans, rarely identified as
the cause for mycotic aortic aneurysms. Typically associated with consumption of unpasteurized milk or contact with
horses, Streptococcus equi can result in severe bacteremia, endocarditis, and meningitis. We describe the presentation and
successful management of a 69-year-old retired equestrian who underwent infrarenal aortic resection and reconstruction
using autologous right femoral vein for a Streptococcus equi mycotic aneurysm.
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Toshifumi Kudo (Tokyo Medical and Dental University, Tokyo, Japan)
Toru Ikezoe (Kyorin University, Tokyo, Japan)

Review of Visceral artery aneurysm - single center experience
Samuel Tsoon Wuan Lo

Department of Surgery, Pamela Youde Nethersole Eastern Hospital, Hong Kong

Visceral artery aneurysms (VAA) are increasingly encountered on cross-sectional imaging. They include aneurysms
involving the splenic artery, renal artery, hepatic artery, coeliac and mesenteric arteries and their branches. The natural
history is not well known. This is the largest study to look at the natural history of visceral artery aneurysms. 268 patients
with 295 visceral artery aneurysms were identified after screening from a local database between January 2015-December
2019. The interval change of aneurysm size over time was analysed but no aneurysm or patient characteristics were
associated with interval increase in size. The vast majority of VAA were asymptomatic and were static in size. This
supports previous recommendations that VAA can be monitored with interval scans.

O4-2

Anomalous splenic artery aneurysms: A report of two cases and a review of literature
Yohei Ichikawa, Yutaka Hosoi, Kota Kogure, Hiroshi Sasajima, Keisuke Fujimaki, Toru Ikezoe,
Yasuaki Motizuki, Masao Nunokawa, Hiroshi Kubota
Department of Cardiovascular Surgery, Kyorin University, Tokyo, Japan

[Backgrounds]
The prevalence of splenomesenteric trunk, anatomical anomaly in which the splenic artery (SA) arises from the superior
mesenteric artery (SMA), is quite low at 1%. We experienced two cases of splenic artery aneurysms (SAAs) with
splenomesenteric trunk, who were treated successfully with open surgery and endovascular treatment, respectively. Herein,
we report our cases with a review of literature.
[Case 1] A 63-year-old man presented with upper abdominal pain, and a computed tomography (CT) scan confirmed a 22
mm SAA with splenomesenteric trunk. The aneurysm was located at the origin of the SA and treated by endovascular coil
embolization. He was discharged on the next day of the procedure without any complications.
[Case 2]A 66-year-old woman presented with anorexia, and an anomalous SAA of 32 mm was revealed by a CT scan. The
location of the aneurysm was similar to the first case, which was at the origin of the SA arising from the SMA. Open
surgery with aneurysm resection and revascularization was performed. She had an uneventful postoperative course and was
discharged 8 days later.
[Discussion]
Anomalous SAAs with an aberrant origin from the SMA are extremely rare. To date, 45 cases have been reported in the
literature. It is noteworthy that all these SAAs were located at the root of the SA originated from the proximal SMA behind
the pancreas. Such a particular position renders the treatment complex, and an extra caution for pancreatic injury should be
necessary especially in the open resection. This characteristic is different from orthotopic SAAs, mostly located at the distal
third of the SA.
[Conclusion]
We experienced two rare cases of anomalous SAAs. The differences in hemodynamics due to the anatomical abnormalities
may play an important role in the formation of the anomalous SAAs. Further studies will be needed to elucidate the
characteristics of this specific condition.
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Vasculitis presenting as subarachnoid haemorrhage and superior mesenteric artery
haemorrhage requiring embolization
Morwan Bahi

Department of Vascular Surgery, Wellington Hospital, New Zealand

Objectives
Vasculitis refers a group of inflammatory conditions that can present acutely or sub-acutely. Vasculitis can be difficult to
detect due to vague nature of symptoms. Amongst the more severe presentations of vasculitis is arterial vessel aneurysms
which can lead to arterial haemorrhage. Here, we present the case of a patient with likely vasculitis presenting with multiple
haemorrhages.
Material and Methods
We discuss the case of a 66 year old patient with underlying vasculitis. The patient presented to hospital with a coronary
event and was started on dual anti-platelet therapy. The following day, the patient developed sudden headache and slurred
speech. A computed tomography angiogram (CTA) revealed a subarachnoid haemorrhage secondary to an ACA aneurysm
which was clipped. However, 3 days later the patient developed profound hypotension and abdominal pain. CTA of the
abdomen revealed a large haemorrhage from an aneurysm of a branch of the superior mesenteric artery. In addition, there
were multiple medium-sized arterial vessel aneurysms noted throughout the abdomen. The patient was taken expediently to
the angiography suite for embolization of the haemorrhaging aneurysm.
Results
This patient essentially presented with multiple unrelated haemorrhages with evidence of other arterial aneurysms. This is
highly suspicious of underlying vasculitis. This patient required 2 endovascular procedures.
Conclusion
When patients present with multiple unrelated arterial haemorrhages, there should be suspicion of underlying pathology.
Further imaging should be performed to diagnose any aneurysmal disease predisposing to haemorrhage. We discuss this
case in terms of imaging and share details and images of endovascular management procedures.

O4-4

Asia first laparoscopic vascular surgeries: serial cases report
Division of Vascular Surgery and Transplantation, Mediplex Sejong Hospital, Korea

Background
Robotics and laparoscopic surgery in the modern field of surgery is evolving dramatically. In the surgical field such as
gastroenterologic surgery, hepatobiliary surgery, obstetrics and gynecology and urology, there is a tendency to expand in
many diseases. However, in the field of vascular and transplantation, it has not been applied because of the hurdle of gas
embolization, difficulty of operation skills, and development of instruments that can handle blood vessels.
Case presentation
In this study, the authors report that laparoscopic vascular surgery in venous and arterial disease. Case #1; 49-year old
female was referred to retroperitoneal mass confirmed at regular health check-up. The patient’s past history and social
history was non-specific. Lab findings were revealed within normal. Computed tomography revealed that about 2.8 x 2.2
x 4.2 cm sized mass with central low attenuation in left renal vein; which was favor to malignant retroperitoneal tumor
with central necrosis such as leiomyosarcoma or paraganglioma. In this case, there are several types of treatment options;
surgical resection or laparoscopic resection with/without nephrectomy or auto-transplantation. The author did operation
laparoscopic renal vein resection and in-situ anastomosis without nephrectomy. The patient would be discharged without
complication at 7th post-op days.
Case #3; 45-year old healthy female was referred to splenic artery aneurysm confirmed from regular health check-up. She
was suffered from left back area pain but the pain was not so much, NRS was in 2-3. Follow-up CT angiographies were
done for half-year, the size of aneurysm exceed 2.0 cm. Laparoscopic splenic artery aneurysmectomy and total laparoscopic
reconstruction of splenic artery was done. The patient freely discharged 10th post-op days.
Conclusion
In the results of cases, My experience in my cases suggests that laparoscopic surgery is feasible for visceral arterial and
renal vein anastomosis.
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Extrahepatic portal venous obstruction with variceal bleeding from the hepatico-jejunostomy
site after pancreas surgery: How to treat?
Kwang Woo Choi, Eun-Ah Jo, Ahram Han, Sanghyun Ahn, Sangil Min, Jongwon Ha, Seung-Kee Min
Department of Vascular Surgery/ Seoul National University College of Medicine, Seoul, Korea

Extrahepatic portal vein occlusion (EHPVO) after pancreas surgery is not rare due to inflammation of complicated fluid or
increased vessel reconstruction during tumor resection. Improvement in surgical techniques and novel chemoradiotherapy
resulted in better patient survival after pancreas cancer surgery, which ironically increased the variceal bleeding due to
EHPVO among the long-term survivors. Although gastroesophageal variceal bleeding can be treated by endoscopic or
radiologic embolization, bleeding from the hepatico-jejunostomy (HJ) sites are very difficult to treat. We present 4 cases of
EHPVO with successful or failed meso-rex shunt, mesocaval shunt or failed direct endoscopic or open repair of HJ bleeding.
The optimal or novel treatment for this rare but fatal complication should be discussed.

O4-6

A Vein Graft Aneurysm after Aorto-Renal Bypass for Renovascular Hypertension due to
Fibromuscular dysplasia
Ara Cho, Eun-Ah Jo, Kwang Woo Choi, Ahram Han, Sanghyun Ahn, Seung-Kee Min
Department of Surgery, Seoul National University College of Medicine, Seoul, Korea

For the treatment of renovascular hypertension, aortorenal bypass surgery commonly utilizes the autologous saphenous vein
graft as a vascular conduit. Vein graft aneurysm is uncommon cause of graft failure and requires treatment. We report the
case of 14-year-old female with pediatric renovascular hypertension (RVHT), who underwent various sequential treatment of
RVHT. Initially she was treated with right nephrectomy of the atrophic kidney and balloon angioplasty of stenotic left renal
artery. After failed multiple angioplasty, aorto-renal bypass using saphenous vein graft was undertaken. However, after 2
years, she developed refractory hypertension, and 2.3 cm sized vein graft aneurysm. Endoaneurysmal interposition graft
with ePTFE 6 mm was performed successfully. Using autologous vein conduits in pediatric FMD cases should be cautious.
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O4-7

PAE is effective for weaning from urinary catheters and successively improving lower
urinary tract symptoms in AUR caused by BPH
Shih Tsung Cheng1, Wen Cheng Wei2, Pin Fu Huang3

Department of Cardiovascular medicine, Everan Hospital, Taichung, Taiwan1, Department of Cardiovascular surgery, KangNing General Hospital, Taipei, Taiwan2, Department of Cardiovascular surgery, Shin-Ren Hospital, New Taipei City, Taiwan3

Purpose: To reveal successful weaning rate of urinary catheters during acute urinary retention (AUR) caused by benign
prostate hyperplasia (BPH) and improvement of lower urinary tract symptoms (LUTS) post prostate artery embolization.
Method: This was a single-center prospective study of PAE in 16 patients with AUR caused by BPH from May 2019 to
May 2021. All enrolled patients had indwelling with urinary catheters before PAE. All PAE were performed by transradial
approach. We kept urinary catheters for one week post PAE and evaluate clinical successful rate of weaning catheters at
day 7 and day 14 post intervention. Each patient was followed for at least 6 months and prostate volume was assessed with
trans-bladder ultrasound method. We evaluated clinical improvement by self administered International Prostate Symptom
Score (IPSS) and quality of life (QoL).
Results: The mean (range) age in the study was 72.4 years (51-95 y). The technical successful rate (bilateral PAE) was 100%,
and the clinical success rate (freedom from catheterization) at day 7 post PAE was 94.1% (16 of 17 patients) and 100% at day
14, respectively. There was only one patient failed to remove catheter at day 7 and catheter was reintroduced 4 hours later
after Foley catheter removal. Freedom from catheter was achieved of the patient at day 14th post PAE. After 3-6 months
follow up, the mean (range) prostate volume was 107.7 cm3 (51.0-368.7) at baseline and 63.9 cm3 (23.6-146.7) during 6-month
follow up. Mean prostate volume decreased significantly (P <.007). The mean IPSS decreased from 24.9 to 9.8 points (P<0.001).
Mean QoL showed significant improvement from 5 to 1.8 points (P <0 .001)
Conclusions: PAE is effective in achievement of successful weaning of catheter in BPH relative AUR. Post PAE evaluation
revealed improvements of clinical symptoms and QoL.
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Moderator

Keisuke Miyake (Department of Cardiovascular Surgery, Osaka University Graduate School of
Medicine, Osaka, Japan)

Shinsuke Kikuchi (Department of Vascular Surgery, Asahikawa Medical University, Japan)

O5-1

Impact on autologous vascular access (VA) creation during COVID-19 pandemic at
Hospital Kuala Lumpur
Mohd Norhisham Azmi Abdul Rahman1, Nurul Nadiah Nazurah Mohd Ali2, Hanif Hussein2

Vascular Unit, Department of Vascular Surgery, Kuliyyah (Faculty) of Medicine, International Islamic University Malaysia1,
Department of General Surgery, Hospital Kuala Lumpur2

Introduction: The COVID 19 pandemic send a shock wave worldwide since it surfaced in 2020. This has brought an
unprecedented crisis towards Malaysia and worldwide healthcare system resulting in a delay, and in some centres, indefinite
postponement in performing elective surgery.
Purpose: To examined the impact of COVID 19 pandemic on vascular access creation at Malaysia’s national vascular referral
centre.
Materials and methods: We performed a retrospective analysis comparing the waiting time, number of vascular access (VA)
creation and catheter-related morbidity between pre-pandemic and post-pandemic era.
Results: There were 476 autologous VA 6 months prior to COVID 19 pandemic and 199 for same duration during the
COVID 19 pandemic. Despite of less VA being created there is a statistically longer waiting time from the time patient
was referred to the clinic and a VA being created (median 74 vs 98 days (p < 0.05) with a higher catheter malfunction rate
during the COVID 19 pandemic among these patient (25 vs 14 events/1000 catheter-days).
Conclusion: There is a significant increase in waiting time for VA creation and haemodialysis catheter malfunction among
these patients during the COVID 19 pandemic.
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Single Taiwan Center Experience between FLIXENE™ and ePTFE Arteriovenous Graft
Chun-Ming Huang, Wei-Hwa Tan

Division of cardiovascular surgery, department of surgery, Tainan Municipal An-Nan hospital, Tainan, Taiwan

Purpose: FLIXENE™ arteriovenous graft (AVG) was included in our health insurance reimbursement in recent 1 year. This
study compares the outcomes of Flixene to polytetrafluoroethylene (ePTFE) AVG(GORE® INTERING®) for cannulation
durations and patency rates.
Methods: This is a retrospective study. All AVGs were placed between 2020/05 and 2021/05 at our center. Outcomes were
to examine first cannulation durations, primary patency rates, primary assisted patency rates, secondary patency rates, and
complication rates between Flixene and Gore Intering.
Results: 67 Flixene and 28 Gore Intering AVGs were placed in study period; Cannulation durations was shorter in
Flixene(Flixene 19.69 days vs Gore Intering 31 days, p<0.01)(Flixene 1-66 days). Primary patency (Flixene 74% vs Gore
Intering 68% at 90 days, 66% vs 37% at 180 days, p=0.44), assisted primary patency (89% vs 84% at 90 days, 80% vs 56%
at 180 days, p=0.60) and secondary patency rate (100% vs 100% at 90 days, 95% vs 100% at 180 days, p=0.48) were not
statistically different; one Flixene was abandoned due to infection.
Conclusions: In this short-term study, shorter cannulation duration was observed in Flexine compared with Gore Intering.
They had similar patency and complication rates.

O5-4

Naveen Rajendra, Radhakrishnan Raju, Kapil Mathur, Ayyappan MK, Athirath Reddy

Department of Vascular Surgery, Sri Ramachandra Institute of Higher Education and Research, Chennai, India

Background: A significant limitation of arterio-venous fistulas is their high primary failure rate due to nonmaturation.
Dilation of the vein is an important feature, which occurs as a response to increased blood flow and consequent shear stress
after creation of a fistula. We studied the influence of cephalic vein distensibility on fistula maturation.
Methods: A prospective study was carried out with 40 patients, undergoing radio cephalic fistula. The diameter of the
distended cephalic vein was measured 3 minutes after occluding the vein using a tourniquet, by duplex ultrasound
examination. The distensibility and distensibility ratio of the vein was calculated. The cases were followed up for 6 weeks, to
assess the maturation of the fistula.
Results: Majority of the patients were men (55%), with hypertension being the major co-morbidity. The fistula maturation
rate was 65%. There was a statistically significant difference in distensibility (p = 0.003), distensibility ratio (p = 0.017), vein
diameter at 2 weeks (p<0.001), diameter at 6 weeks (p<0.001) and flow rate (p<0.001) between the maturation and nonmaturation group.
Conclusions: Cephalic vein diameter was considered as an important predictor for fistula maturation. Our results showed
that the degree of distensibility of the cephalic vein can be used as a factor determining maturation success of radio cephalic
AVF.
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O5-5

Methods and effect of blood flow control surgery for over flow blood access

Hiromasa Yamashita, Norimasa Yamashita, Tomoko Takemitsu, Terumasa Yamashita, Miwa Tomofusa
Department of Vascular Surgery, Yoyogi Yamashita Clinic, Tokyo, Japan

Purpose
In case of over blood flow access, there are often case of developing heart failure. We examined methods and effect of blood
flow control surgery for such cases.
Methods
We investigated 20 blood flow control surgeries performed at our institution in 2019. We measured the arterial diameter at
the proximal side of shunt anastomosis preoperatively, and determined an appropriate vessel circumference. The surgery
was performed by banding with adequate length of PTFE strips around the proximal artery of shunt anastomosis. We
observed vital sign, brachial artery flow volume, cardiac echo, and BNP value pre, post operatively and 1month after
surgery.
Results
Mean brachial artery blood flow was decreased significantly 3298ml/min pre operatively to 1420ml/min
postoperatively(p<0.05), and maintained even after one month 1350ml/min. BNP value was also decreased significantly 450
preoperatively to 261 after one month(p=0.01). There was no significant change in the left ventricular diameter or ejection
fraction, but improvement trend was observed. Although it was not significant difference, heart rate tended to fall, blood
pressure tended to rise.
Conclusion
Our surgical method for over flow blood access can reduce brachial artery flow with reproducibility. Considering from
hemodynamics data and changing of BNP value, by decreasing shunt blood flow the cardiac after load can be reduced. Since
the diameter of left ventricular diameter did not decrease significantly, it is expected that this procedure did not lead to a
reduction of volumetric loading so much. Observation of additional ANP value is required for evaluation of volumetric load.

O5-6

Interwoven nitial stents to treat intragraft stenosis within prosthetic hemodialysis
arteriovenous grafts
Chai Hock Chua

Department of Cardiovascular Surgery, Shin Kong Memorial Hospital, Taipei, Taiwan

Objective:
The purpose of our study was to determine the clinical outcome in hemodialysis patients after treatment of a Supera stent over intragraft stenoses
in arteriovenous grafts (AVG).
Materials and methods:
A single-center retrospective study was performed over 20 patients ( 19 females, one man; mean age 79.9 years, range 38-89 years) who had a failing
AVG due to intragraft stenoses treated with interwoven Supera stent between July 13, 2019, to May 31, 2021. Recurrent intragraft stenoses within 3
months was the criteria to treat the lesion with stent. 95% of these patients had previous venous anastomosis intervention with covered stent.
Results:
The technical success rate was 100% and there were no procedural complications. Intragraft stenoses were treated at a median of 19.7 months
(interquartile range, 6-36 mo) after graft creation. Overall mean follow-up was 13 ± 7.4 months (range 3-26.3). At 3, 6, and 12 months, postintervention
primary patency rates were 95%, 84%, and 35%, respectively. Secondary patency rates were 100% at 3, 6 and 12 months but lowered to 89% at 18
months. Only one AVGs lost its function due to proximal drainage vein occlusion. Freedom from intragraft lesion restenosis after Supera stenting was
100% at 3 months, 100% at 6 months and 75% at 12 months, respectively. Reintervention for intragraft lesion occurred at a rate of 0.15 procedures/
years. Only one patient received two stents due to progressive stenosis over another puncture site. No stent fracture or distortion occurred under
regular cannulation after stenting. No clinically evident complications, such as infection or difficult puncture related to stent placement, occurred in
the follow up.
Conclusion:
The interwoven Supera stent is considered an ideal stent for failing AVGs with recurrent intragraft stenoses due to injury from cannulation.
Encouraging 1- year primary, secondary and target lesion patency was demonstrated, with a low reintervention rate. With resistance to compression
and fracture, this Supera stent will provide an acceptable method to prolong graft use and facilitate long-term maintenance of AVG vascular accesses.
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The use of interwoven nitinol stents to salvage the failing arteriovenous fistula due to juxtaanastomotic junction stenosis
Chai Hock Chua

Department of Cardiovascular Surgery, Shin Kong Memorial Hospital, Taipei, Taiwan

Purpose:
To manifest the benefit of using interwoven nitional stents to salvage the failing radiocephalic arteriovenous fistula (AVF)
with repeat juxta-anastomotic stenosis.
Materials and methods:
A retrospective single-center study was conducted over 10 patients (mean age 74.7 years, range 50-88: 7 women) who a
failing AVF due to juxta-anastomotic stenosis treated with interwoven Supera stent between September 2019 and March
2021.
Results:
The stent was inserted successfully in all patients. The pathogenesis related to juxta-anastomotic junction stenosis included
intima hyperplasia with severe elastic recoil and severe calcification. The reason for stenting included AVF poor maturation,
AVF junction severe calcification with repeat occlusion and suboptimal angioplasty result. The access of stent deployment is
depended on the extent of stenosis along AV junction and the details of deployment will be discussed in the presentation.
Conclusion:
The interwoven Supera stent is a promising treatment for failing AVFs with juxta-anastomotic stenosis, such as AVF poor
maturation, AV junction severe calcification and poor angioplasty result after treatment. The excellent primary patency and
assisted primary patent was demonstrated, with a low reintervention rate. By using the Supera stent, these failing AVFs
are able to salvaged and maintained at longer patency.

O5-8

Jimmy Wei Hwa Tan, Chun-Ming Huang

Department of Cardiovascular Surgery, An- Nan Hospital, China Medical University, Tainan, Taiwan

Purpose
To evaluate feasibility and efficacy of transanastomotic self expandable polytetrafluoroethylene stent graft placement for
salvage of Failing radiocephalic arteriovenous fistula(RCAVFs) due to recurrent juxta-anastomotic stenosis or aneurysmal
change.
Materials and Methods
A single-center retrospective study was conducted of 23 consecutive patients (mean age 63.2 years, range 51–86; 5 men) who
had a failing AVF due to juxta-anastomotic stenosis( JAS) (16/23) or aneurysmal change (AC) (7/23) treated with the heparinbonded ePTFE Viabahn Stent Graft between August 2015 and March 2021.
Results
Twenty-five stent grafts (2 patients had 2 stents) were deployed. Anatomic and clinical success were achieved in all patients;
no major complications occurred. TAE of distal radial a with Tornadoe coils was done in one juxta-anastomotic aneurysm
case to minimize back-flow into aneurysm sac. Overall mean follow-up was 21.7 ± 14.5months (range 3–64.1). Juxta-anastomotic
segment primary patency estimates at 24 months were 83.3% and 88.9% in JAS group and AC group respectively(p=0.539),
and Primary circuit patency estimates at 24 months were 61.1% and 67.7% in JAS group and AC group (p=0.066). Assisted
primary circuit patency rates were 77.8% and 88.9 % in JAS group and AC group (p=0.465). Four AVF in JAS group
thrombosed during the 1-year follow-up and were revascularized using balloon angioplasty. The earliest reintervention in AC
group was documented 33.9 months after initial stenting. No AVF were ultimately abandoned and were all functioning.
Conclusions
Heparin-bonded Viabahn stent graft is a promising treatment for failing AVFs with juxta-anastomotic stenosis or aneurysmal
change.Encouraging 2-year Target Lesion Primary and assisted primary patency was demonstrated, with a low reintervention
rate. This treatment facilitates long-term maintenance of AVF vascular accesses.
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O5-9

Management of Megafistula, East Coast of Malaysia Experience

Syaza Putri Zainudin, Muhammad Abdul Jabbar, Sanjay Dev Singh, Irfan Salmi, Azuwairie Amir,
Abdul Malek Mohamad, Faidzal Othman
Department of Vascular Surgery, International Islamic University, Kuantan, Malaysia

A mega fistula can be defined as generalized aneurysmal dilatation of arteriovenous fistula, it can be cumbersome to treat
and can lead to complications such as steal syndrome, skin ulceration, and rupture. We describe a case series of seven
patients who were referred to our outpatient clinic. Five were female and two were male patients. Six patients had left
brachiocephalic, while one patient had left brachiobasilic fistula. The most common site of stenosis is centrally located at the
subclavian vein. Other sites were cephalo-axillary junction and also just proximal to the fistula. Salvage methods include
venoplasty for 3 cases, one patient had an aneurisectomy and plication of the megafistula, while an interposition graft was
used for one patient. Ligation had to be performed for two patients. In our center, we demonstrated that endovascular and
open repair were both feasible means of megafistula salvage techniques.
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Katsuyuki Hoshina (Department of Vascular Surgery, The University of Tokyo)
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O6-1

SHOULD WE DEVELOP ASIAN VASCULAR AND ENDOVASCULAR
TRAINING PROGRAME
MUSSAAD MS ALSALMAN

COLLEGE OF MEDICINE, KING SAUD UNIVERSITY, SAUDI ARABIA

Background: Vascular and endovascular surgery has undergone a major change since the last thirty years. The question is
it possible to achieve harmonically of knowledge and skills and provide an indication that any Asian country candidates have
received a structured vascular training with a pass level of competence. Asian countries have a different way in looking to
Vascular Surgery, but with a population which in the world largest and most populous continent with more than 4.4 billion
people, covering 8.7%o of the earth’s total surfaces area and comprise 30% of its land area with very rich history, cultures
and different types of medicines in addition to different behavior of vascular diseases to the rest of the world.
Material & Methods: I am proposing structuring a specific Asian Vascular and Endovascular Training Programe which with
the cooperation of various Asian nations states could be a unifying process that provide a standard of Vascular Training
to which all countries can aspire. This proposal should stress that the Asian Program cannot and doesn’t by pass national
accreditation but maybe and can be used by each countries as part of their respected accreditation process, and as a service
to the medical association of these countries to be used to recognized the level of individual qualification.
Results: The proposal will have carefully considered criteria allowing the trainees to move between different Asian countries
enriching the speciality. The training programe will have a minimum acceptance total duration of surgical training with
specific number of arterial and venous operations with logbook, CME, Vascular Laboratory and Endovascular specific
module is suggested to cover all aspects of theoretical knowledge and finally two part qualification exam.
Conclusions: The full detailed programe will be presented and discussed in the meeting.

O6-2

Hai-Lei Li1, Yiu Che Chan1,2, Jian-Xiong Huang1, Stephen W.K Cheng1,2

Division of Vascular Surgery, Department of Surgery, The University of Hong Kong- Shenzhen Hospital, Shenzhen, China1,
Division of Vascular & Endovascular Surgery, Department of Surgery, University of Hong Kong Medical Centre, Queen Mary
Hospital, Hong Kong, China2

Introduction: The aim of this pilot study was to evaluate the effectiveness and patients satisfaction of using telemedicine
virtual communications to provide remote health care to vascular patients during the coronavirus disease 2019 (COVID-19)
period in China.
Methods: Video-calls using Wechat software (Tencent, Shenzhen, China) between patients and vascular surgeons were
conducted in a period when there were restrictions and limitations for people’ travels in China. At the end of each video-call,
a short questionnaire was used to evaluate the patient satisfaction level.
Results: During the COVID-19 period from 19 February to 16 March 2020, a sample of 114 from 165 (69%) patients were
reached after one phone call attempt. One hundred and forty-two telemedicine remote communications were made between
the two vascular surgeons and 114 patients. The mean age of this cohort of patients were 60 ± 15.2 (range 25 to 90) years
old, and 74 (65%) were male. Twenty-five patients (22%) were outside of our province when they received the video-call. The
mean duration of the video-call was 11.0 ± 8.9 minutes. All of the patients thought telemedicine was a good substitute for
coming to hospital, and 95% (108/114) of them preferred to have remote telemedicine rather than postpone the appointment.
All the patients agreed with the advantages of telemedicine including no infection risks, no need to travel and no need
to wait for long time. All the patients were ’satisfied’ or ’highly satisfied’ with the video-call and they would like to use
telemedicine for follow-up in the future.
Conclusion: Telemedicine virtual communications was effective to provide remote healthcare with a high patient satisfaction
during the COVID-19 period. Telemedicine offers support to vulnerable vascular patients without the need for travel and
face-to-face hospital consultation, and so avoided transmission and infection.
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Pilot study using telemedicine video-consultation for vascular patients’ care during the
COVID-19 period

O6-3

Combined Effect of Rapamycin and Atorvastatin on Atherosclerosis in Apolipoprotein
E-deficient Mice with Chronic Renal Failure
Sanghyun Ahn1, Eun Ju Song2,3, Seung-Kee Min1, Sangil Min1, Ahram Han1, Kwang Woo Choi1,
Eun-Ah Jo1, Jongwon Ha1, Goo Taeg Oh2

Department of Surgery, Seoul National University College of Medicine, Seoul, Korea1,
Immune and Vascular Cell Network Research Center, National Creative Initiatives, Department of Life Sciences, Ewha
Womans University2,
Department of Veterinary Physiology, BK21 PLUS Program for Creative Veterinary Science Research, Research Institute for
Veterinary Science and College of Veterinary Medicine, Seoul National University3

Atherosclerosis arising from the pro-inflammatory conditions associated with chronic kidney disease (CKD) increases major
cardiovascular morbidity and mortality. Rapamycin (RAPA) is known to inhibit atherosclerosis under CKD and non-CKD
conditions, but it can cause dyslipidemia; thus, the co-application of lipid-lowering agents is recommended. Atorvastatin
(ATV) has been widely used to reduce serum lipids levels, but its synergistic effect with RAPA in CKD remains unclear.
Here, we analyzed the effect of their combined treatment on atherosclerosis stimulated by CKD in apolipoprotein E-deficient
(ApoE-/-) mice. Oil Red O staining revealed that treatment with RAPA and RAPA ＋ ATV, but not ATV alone, significantly
decreased the atherosclerotic lesions in the aorta and aortic sinus, compared to those seen in the control (CKD) group.
The co-administration of RAPA and ATV improved the serum lipid profile and raised the expression levels of proteins
involved in reverse cholesterol transport (LXR α , CYP7A1, ABCG1, PPAR γ , ApoA1) in the liver. The CKD group showed
increased levels of various genes encoding atherosclerosispromoting cytokines in the spleen (Tnf- α , Il-6 and Il-1 β ) and
aorta (Tnf- α and Il-4), and these increases were attenuated by RAPA treatment. ATV and RAPA ＋ ATV decreased the
levels of Tnf- α and Il-1 β in the spleen, but not in the aorta. Together, these results indicate that, in CKD-induced ApoE-/mice, RAPA significantly reduces the development of atherosclerosis by regulating the expression of inflammatory cytokines
and the co-application of ATV improves lipid metabolism.

O6-4
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Relationship between barometric pressure and the onset of acute aortic dissection

Tomoyuki Anegawa, Hiroyuki Otsuka, Shinya Negoto, Satoshi Kikusaki, Yasuyuki Zaima,
Takanori Kono, Takahiro Shojima, Kazuyoshi Takagi, Toru Takaseya, Shinichi Hiromatsu, Eiki Tayama
Department of Surgery, Kurume University, Fukuoka, Japan

(Introduction)Acute aortic dissection(AAD) is one of the most serious acute aortic syndrome and is acute-onset, lifethreatening disease. There are several reports on external factors, especially climatic conditions, related to the onset, but
it is still unclear. Therefore, we retrospectively investigated the climatic conditions on the day of onset of the AAD cases
experienced at our hospital, and examined the relationship with the onset.
(Method)We examined cases of acute type A aortic dissection who underwent emergent surgery in our hospital from April
2018 to March 2021. Climatic data, such as the average temperature, minimum temperature, maximum temperature, and
average atmospheric pressure, were obtained from the website of the Japan Meteorological Agency. With the operation date
as the reference date, we calculated the average atmospheric pressure respectively as see below, the average atmospheric
pressure on the day and 1 day before onset (a), 2 and 3 days before onset (b), 4 and 5 days before onset(c), 6 and 7 days
before onset(d), and compared them each other.
(Result)71patients(male :28) were recruited, average age 68.8 ± 13.1. The average atmospheric pressure were (a)1013.77
± 7.3, (b)1014.40 ± 6.3, (c)1013.87 ± 5.8, (d)1014.64 ± 6.6, respectively. Average pressure on the day of onset and one day
before the onset(a) was significantly lower than average pressure of 3 and 4 days before the onset(b). In our data, There was
no significant difference in men, however, there was more significantly lower barometric pressure on the day of onset in
women.
(Conclusion) The relationship between climatic conditions and the onset of AAD. The details of the onset of AAD are
still unknown, but it cannot be ruled out that changes in barometric pressure may be associated with the onset. Further
research is needed in the future.

O6-6

Postoperative anaemia and adverse outcomes following vascular surgery: A mapping review
Department of Vascular Surgery, Fiona Stanley Hospital, Western Australia, Australia

Purpose: Anaemia is common in surgical patients and associated with peri-operative and post-operative morbidities,
mortality and prolonged hospital admission. The relationship between postoperative anaemia and surgical outcomes is not
well established. The objective of this review was to evaluate the existing evidence on the relationship between outcomes of
vascular surgery and postoperative anaemia.
Methodology: A literature search was undertaken using Cochrane and PubMed by one reviewer. Articles were included
if: they were randomised controlled trials and observational studies written in English, examined postoperative anaemia in
patients undergoing vascular surgery, reported their outcomes, and the study subjects were adults over 16 years of age.
Results: The literature search identified 722 results. Six studies met the selection criteria, all of which were retrospective
cohort studies. The study population ranged from 79 to 142,510 patients. Five out of six studies found a positive association
between postoperative anaemia and adverse postoperative outcomes in vascular patients. Majority of the studies used nadir
Hb within a predefined postoperative period except for one study which used first recorded postoperative Hb. Different
threshold of Hb concentration was used to define anaemia, which likely reflected local guidelines of transfusion triggers.
Conclusion: There is limited body of literature evaluating the relationship between postoperative anaemia on the outcomes
for vascular patients, most of which found an adverse association. These observations do not confirm a causal relationship
due to the heterogeneous characteristics in these studies contributed by the population diversity and the different definitions
used by included studies.
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Kunihiro Shigematsu (International University of Health and Welfare, Mita Hospital, Japan)
Jinsong Wang (Guangdong Provincial People’s Hospital, China)

Technical challenges with open surgical repair of tortuous internal carotid arteries
Paul Ghaly, Kejia Wang, Ramesh Velu

Department of Vascular Surgery, Townsville Hospital, Australia

Introduction Tortuous internal carotid arteries (ICAs) rarely cause neurological sequelae, especially in the absence of
atherosclerotic disease. We report a challenging case treated with open surgery. Case report An 81 year old male presented
to his local emergency department with two episodes in 24 hours of self-limiting slurred speech and left facial droop. He
was non-diabetic and an ex-smoker with a 10 pack-year smoking history. Magnetic resonance imaging of his brain revealed
acute infarction in the right middle cerebral artery territory. CT angiography showed bilaterally tortuous ICAs, each with
two 180-degree turns in their cervical segments. The right (ipsilateral) ICA in addition had a saccular aneurysm measuring
4.5x3.0mm with mural thrombus. The patient was commenced on standard dose aspirin and high dose statin and underwent
semi-urgent carotid surgery 7 days after his presentation. The operation was performed under general anaesthesia with
excision of the aneurysmal loop of diseased ICA and reimplantation of the ICA end-to-end. The arterial wall was found to
be extremely fragile and at times was not able to hold the anastomosis prolene suture. Bleeding was another challenge with
some areas requiring multiple sutures for haemostasis as well as prolonged manual pressure times. The patient woke up
routinely from anaesthesia and was without neurological compromise. At 3 month follow up he remained asymptomatic from
his repaired ICA. Conclusion Open surgery is occasionally necessary in symptomatic cases of significant ICA tortuosity.
Regardless of the repair technique, the arterial wall must be handled with care and treated with utmost respect to avoid
complications.

O7-3

Treatment outcomes of CEA and CAS for patients with radiation-induced carotid stenosis
Shin-Seok Yang1, Young-Wook Kim2, Dong-Ik Kim1, Yang-Jin Park1, Sin-young Woo1, Keon-ha Kim3,
Pyoung Jeon3

Division of Vascular Surgery, Samsung Medical Center, Sungkyunkwan University, School of Medicine, Seoul, Korea1, Vascular
surgery, Gangbuk Samsung Hospital2, Department of Radiology, Samsung Medical Center, Sungkyunkwan University, School
of Medicine3

Purpose) To see any difference in treatment results between CEA and CAS for patients with radiation-induced carotid
stenosis (RICS)
Method) We retrospectively reviewed database of RICS patients who underwent CEA or CAS at a single institution during
the past 18 years. Diagnosis of RICS depends on the presence of previous history of neck irradiation and atypical longer
stenosis in either ipislateral or contralateral carotid artery. Indications for CEA or CAS for RICS was same as non-irradiated
group of carotid stenosis and selection between CEA and CAS depended on surgical accessibility and patient’s preference.
We investigated elapsed time after irradiation, total amount of irradiation, combined neck surgery, and comorbidities, and
early(<30days) and late complications were investigated in CEA and CAS groups.
Results) Among 2188 carotid interventions (1297 CEAs; 834 CASs) for 2025 patients (1191 CEAs; 834 CASs), 46(2.1%) were
treated due to RICS with CEA(n=11) and CAS(n=35) in 43 patients(median age, 65years; male, 88.4%; symptomatic, 42%).
Median elapsed time to the detection of RICS was 11.6 years (IQR, 6.8, 16.1) and total amount of irradiation was 6600cGy
(median, IQR, 5720, 6750). There was combined RND in 21(48.4%) and contralateral RICS developed in 7(16.3%) patients.
Hypertension, coronary artery disease and atrial fibrillation coexisted in 49%, 14%, and 2%, respectively. As an early
complication, 4(9.3%) transient cranial nerve injuries (CNI), 2(4.7%) strokes, 1 respiratory distress syndrome and 1 wound
hematoma developed. During the follow-up period of median 36.4 months, 6 (13%) carotid restenosis (>50%), 4 (9.3%) strokes
and 1(2.3%) procedure-related death developed. All CNI and 1 procedure-related death developed in CEA group and 2 early
and 4 late strokes developed in CAS group.
Conclusion) Though there are limitations arising from this retrospective study, we found that restenosis and stroke more
frequently developed after CAS and CNIs developed in CEA group.
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Presentation and management of a large traumatic carotid artery aneurysm
Morwan Bahi

Department of Vascular Surgery, Wellington Hospital, New Zealand

Introduction
Internal arotid artery (ICA) aneurysms are rare vascular entities which carry poor long-term prognosis. Aetiology includes
atherosclerotic degeneration, vascular wall pathology or neck trauma. Surgical management of extra-cranial carotid artery
aneurysms can remove the risk of debilitating complications including ischaemic stroke or haemorrhage.
Case Description
We discuss the case of a 40-year-old female presenting with symptoms of right cerebrovasuclar stroke. Computed
tomography angiogram (CTA) was performed revealing an extra-cranial saccular aneurysm of the right ICA. With past
history of repetitive blunt trauma to the neck during adolescence, this was thought to be the mechanism underlying this
aneurysm. After making a neurological recovery from this ischaemic stroke, surgical repair of this patient’s ICA aneurysm
was planned in the form of excision of the aneurysmal segment and interposition vein graft. The patient’s ICA was found to
be very tortuous intra-operatively allowing excision of the aneurysmal segment and primary end-to-end vascular anastomosis
without interposition grafting. The patient made a good recovery and was discharged. One week after discharge, the patient
re-presented to the emergency department with recurrence of neurological symptoms and CTA was suggestive of a sharp
kink in the repaired ICA segment thought to be secondary to the tortuous nature of the vessel. The patient was taken back
to theatre emergently for excision of the pathological kinked segment and an interposition vein graft was formed using the
patient’s own great saphenous vein (GSV) with good clinical result. The artery remains patent and without complication on
the 12-month surveillance ultrasound.
Discussion
Undiagnosed carotid artery aneurysms can have debilitating consequences for patients including stroke and haemorrhage.
Prompt surgical repair of extra-cranial ICA aneurysms should be undertaken. In this case, careful history-taking revealed a
history of abuse and trauma to the neck during adolescence. Hence this was a traumatic ICA aneurysm.

O7-5

Left subclavian artery aneurysm with von Recklinghausen’s disease
Department of Cardiovascular Surgery, Southern TOHOKU General Hospital, Japan

A 60-year-male patient complained of stomachache, for which he underwent a computed tomography scan. A 35-mm in
size, saccular aneurysm was detected in the left subclavian artery. He was diagnosed with von Recklinghausen’s disease
(vR disease) from the characteristic physical findings of numerous neurofibromatosis and Café-au-lait spots, as well as
intra-sibling onset. A median sternotomy was performed, and the subclavian arterial aneurysm was sacrificed. A bypass
connection was established between the ascending aorta and the left axillary artery using the great saphenous vein, and
all blood vessels that flowed into the aneurysm were ligated. Although vR disease is known to be associated with vascular
lesions, isolated subclavian aneurysms are rare. Due to the low survival rate of ruptured aneurysms and the fragility of
blood vessels in vR disease, it is important to make an early diagnosis and perform surgery
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Kyohei Ueno, Kazuhiro Ota, Kentaro Yuda, Gaku Takinami, Hirofumi Mdorikawa, Megumu Kanno

O7-6

Does Geographical Location Impact the Surgical Management of Symptomatic Carotid
Stenosis?
Madeleine de Boer, Timothy Shiraev, Simon Joseph, Jacky Loa
Royal Prince Alfred Hospital, Sydney, Australia

Objectives:
Globally, rural residence is associated with increased stroke incidence, which is mirrored by national data that remote
Australian populations demonstrate higher hospitalisation rates for the management of stroke. Furthermore, there has long
been concerns about the access rural patients have to surgical services, including those such as carotid endarterectomies,
which remain gold standard in the management of severe symptomatic carotid stenosis. This study sought identify if the
incidence of carotid endarterectomies in symptomatic patients was influenced by rurality.
Methods:
A single centre, retrospective review of patients undergoing carotid endarterectomies at Royal Prince Alfred Hospital was
performed. The rurality of identified patients was determined according to the Australian Statistical Geography Scale
based on postcodes of residence. Comparisons between the incidences of patients requiring carotid endarterectomies were
performed through Chi2 statistical analysis.
Results:
A total of 305 patients underwent carotid endarterectomies between 2014 – 2018, with 142 symptomatic patients being
included in the study cohort. Chi2 analysis of the cohort demonstrated no statistically significant difference in the incidence
of carotid endarterectomies in patients from regional groups compared to metropolitan groups (X2 = 0.01, p = 0.90).
Conclusion:
This study found no statistically significant difference in the incidence of symptomatic carotid stenosis requiring carotid
endarterectomies in the patient groups, suggesting regional and metropolitan patients have comparable access to emergency
surgical services in the setting of symptomatic carotid stenosis. The single centre nature of the study and comparatively
small cohort size are limitations of this study and thus further investigation is required to comprehensively assess these
initial findings.
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O8-1

Yasunori Iida (Saiseikai Yokohamashi Tobu Hospital, Kanagawa, Japan)
Hiryoyuki Kamiya (Department of Cardiac Surgery, Asahikawa Medical University, Japan)

Characteristics and surgical outcomes of Acute type A intramural hematoma in octogenarian
Myeong su Kim, Tae-Hoon Kim, Ha Lee, Suk-Won Song

Department of Cardiovascular Surgery, Gangnam Severance Hospital, Yonsei University College of Medicine, Seoul, Korea

Background: With the progressive aging of populations, cardiovascular surgeons are faced with treating an increasing
number of elderly patients. There are few studies about octogenarian ( ≥ 80 years old) patients with ATAIMH, unlike
AD. The aim of this study was to compare characteristics and surgical outcomes of non-octogenarian (Group NO) and
octogenarian (Group O) among patients who underwent ATAIMH surgery.
Methods: We retrospectively analyzed 137 consecutive patients with ATAIMH who underwent surgery. There were
25 octogenarians. The calcified aorta was defined as showing circular continuity of calcium in more than 25% of the aorta
circumference on computed tomography (CT).
Results: The number of female (80% vs. 56%; p=0.049), Debakey type II (48% vs. 17%; p=0.002), calcified aorta (80% vs.
36%; p<0.001), hemopericardium (72% vs. 33%; p=0.001), shock (52% vs. 11%; p<0.001) were significantly higher in group
O. The hospital stay was longer in group O (25 vs. 15 days; p<0.001), but there was no significant difference in in-hospital
mortality (8.0% vs. 2.7%; p=0.482). The overall mortality rate was significantly higher in group O (24% vs. 6.2%). There was
no difference in the median follow-up period of each group (16.0 vs. 26.3 months; p=0.246). In Kaplan-Meier curve, group O
showed significantly poor long-term outcome than group NO (Log-rank, p=0.008). The risk factor for in-hospital mortality was
shock, and the risk factors for preoperative shock were Debakey type II, calcified aorta, and hemopericardium. Degenerative
calcification of aorta in elderly patients prevents progression to Debakey type I, maintains it as Debakey type II, and this
pressurized ascending aorta cause hemopericardium and shock. The independent predictors of overall mortality were age
and coronary artery disease.
Conclusions: Octogenarians with ATAIMH exhibit non-inferior early surgical outcomes compared to non-octogenarian. In
octogenarians with ATAIMH, we need special attention to hemopericardium and shock and prepare life-saving emergency
surgery.

O8-2

Akihito Matsushita, Hideomi Hasegawa, Fumie Saito, Takashi Hattori, Wahei Mihara
Department of Cardiovascular Surgery, Seikeikai Chiba Medical Center, Chiba, Japan

Objective: We sought to evaluate surgical outcomes of type A acute aortic dissection (AAD) in elderly patients.
Methods: We conducted a retrospective cohort study reviewing 229 consecutive patients who underwent emergency open
surgery for AAD between 2006 and 2019. We excluded chronic dissection and non-emergency cases. The study group
consist of 53 patients who were 75 years or older (group O) and 176 patients who were 74 years or younger (group Y).
Follow up rates was 90.0% with median follow-up of 30 months. We analyzed early and late outcomes.
Results: Median age was 80 years old and 31 patients (58.5%) were 80 years or older in the group O. Preoperative status was
not similar between group O and group Y. Cardiac tamponade (49.1% vs. 25.6%, p<0.01), De Bakey type 2 (34.0% vs. 9.1%,
p<0.01) and thrombosed false lumen (66.0% vs. 15.9%, p<0.01) were frequently observed in group O rather than in group Y.
Total arch replacement was performed for 3 (5.7%) in group O and 35 (19.9%) in group Y (P=0.01). In-hospital mortality was
3(5.7%) in group O, and 14 (8.0%) in group Y (p=0.77). There were not significantly differences in operative mortality and
morbidity between group O and group Y. Overall survival rate was 85.8%, 74.7%, and 65.9% at 1, 3, and 5 years in group O,
and 91.1%, 87.3%, and 87.3% in group Y, respectively (p<0.01).
Conclusion: Emergency open surgery for AAD in elderly patients resulted in a low mortality. Emergency surgery is still the
primary option for most elderly patients with AAD.
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Outcomes of emergency open surgery for type A acute aortic dissection in patients of 75
years or older

O8-3

The impact of time between onset to surgery in acute type A aortic dissection

Baku Takahashi, Soujiro Amamoto, Yuki Takeuchi, Kouta Shimauchi, Nozomi Yoshida, Nagi Hayashi,
Kouki Jinnouchi, Hiroyuki Morokuma, Manabu Ito, Shugo Koga, Junji Yunoki, Keiji Kamohara
Department of Thoracic and Cardiovascular Surgery, Faculty of Medicine, Saga University, Saga, Japan

【Background】
Acute type A aortic dissection (ATAAD) requires immediate surgical repair. However, the association of the time interval
between the symptom onset to surgery and the outcomes of ATAAD repair has not been sufficiently evaluated. We
therefore investigated the impact of onset-to-surgery time on the outcomes of patients with ATAAD.
【Methods】
We reviewed the operation records for ATAAD repair in our institution from 2004 to 2020 (n=191). Patients were classified
into 2 groups according to the time from initial symptoms to the first incision: Group A ( ≤ 8 h, n=146), and Group B (>8 h,
n=45). We performed a propensity-matching analysis and compared perioperative data and postoperative outcomes in 40
pairs of patients.
【Results】
Before propensity-score matching, Group A had a significantly shorter time from onset to hospital admission and from
admission to surgery than Group B (Group A vs. Group B: 164.0 ± 86.5 vs. 774.6 ± 680.5 min, p=<.0001, 150.3 ± 42.8 min
vs. 196.6 ± 106.3 min, p=<.0001, respectively). We identified patients being operated within 8 hours as a high-risk cohort
(higher rates of preoperative shock and malperfusion). The types of aortic procedures and surgeon’s experience did not
differ markedly between the groups. However, there was a trend towards a higher 30-day mortality rate in Group B (Group
A vs. Group B: 7 deaths [4.8%] vs. 6 deaths [13.3%], p=0.0824). Even After the propensity-score matching, there was a trend
towards a higher 30-day mortality rate in Group B (Group A vs. Group B: 0 death [0%] vs. 5 deaths [12.5%], p=0.0547).
【Conclusion】
Patients with over 8 h lapsing from the initial onset to surgery seem to have an increased risk of 30-day mortality compared
to patients undergoing repair within 8 h. Efforts to minimize the onset-to-intervention time can help improve the mortality
for ATAAD.

O8-4

Proximal or extended aortic arch replacement in acute DeBakey type I aortic dissection
Masahiko Narita, Tomonori Shirasaka, Ryohei Ushioda, Yuta Kikuchi, Masahiro Tsutsui,
Natsuya Ishikawa, Hiroyuki Kamiya
Department of Cardiac Surgery, Asahikawa Medical University, Japan

Background: In our institute, hemi-arch replacement is the standard of strategy for acute DeBakey type I aortic dissection,
and total arch replacement is performed only in cases with an intimal tear localized along the greater curvature of the aortic
arch, malperfusion of the carotid arteries, or the critical stenosis of the true lumen. Our aim was to compare short- and longterm outcomes of proximal repairs and extensive arch surgery.
Methods: From April 2014 to September 2020, 121 consecutive patients with acute type A dissection were treated surgically
at our institute. Of these 121 patients, 92 were with dissection process extending beyond the ascending aorta. Of these 92
patients, 58 underwent proximal repair (PR), including aortic root and/or hemiarch replacement, and 34 underwent extended
repair (ER), including partial and total arch replacement. The perioperative variables and late results were statistically
analyzed.
Results: The operation time, cardiopulmonary bypass and circulatory arrest times were significantly shorter in PR group
(P<0.01), and the overall operative mortality rate was lower in PR group (10.3% vs 14%, P=0.53). The mean follow-up periods
was 31.1 ± 26.7 months in PR group and 35.3 ± 26.8 months in ER group. During follow up, cumulative survival and freedom
from reintervention rate at 6 years was 60.1% and 90.9% in PR group, and 76.0% and 77.0% in ER group, respectively (P=0.49
and P=0.26 by Kaplan-Meier analysis).
Conclusions: No significant difference was found in the rates of long-term cumulative survival and freedom from aortic reoperation between the two surgical strategies. These findings support limited aortic resection is acceptable in terms of lifepreserving for patient presentation.
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The Outcome of Direct Perfusion of The Carotid Artery for the Acute type A aortic
dissection with carotid artery occlusion
Hironobu Nishiori, Yuichi Hirano, Masayoshi Otsu, Hiroyuki Watanabe
Department of Cardiothoracic Surgery, Narita Red Cross Hospital, Japan

Background: Acute Stanford type A aortic dissection (AAAD) often accompanies common carotid artery occlusion by the
false lumen, resulting in neurological disorder, which leads to a poor prognosis. We perform direct carotid artery perfusion
through a neck incision and prior selective cerebral perfusion to prevent cerebral mal-perfusion for AAAD complicated with
common carotid artery occlusion.
Methods: From April 2016 to October 2020, the patients underwent direct carotid artery perfusion with the prior selective
cerebral perfusion, and arch replacement for AAAD with common carotid artery occlusion were reviewed retrospectively
by their chart reviewing.
Results: Ten patients underwent direct perfusion of the right carotid artery for AAAD. Seven patients underwent total
arch replacement, and three patients underwent partial arch replacement. Eight patients showed no contrast in their right
carotid artery with preoperative computed tomography imaging. The mean age of the patients was 64.9 years. At the onset,
6 patients had consciousness disorder, one of whom was intubated, four were hemiplegic, and one had weakness in all four
limbs. Another patient showed visual disturbance. The mean time from onset to surgery was 7 hours 35 minutes, the mean
operative time was 7 hours 53 minutes, and the mean cerebral isolated perfusion time was 2 hours 25 minutes. There was 1
case of perioperative death because of circulatory failure due to hemorrhage, with no apparent neurological disorder. Only 1
patient developed left hemiplegia postoperatively and was transferred to a rehabilitation hospital. The other 8 patients had
no postoperative neurological complications, and all of them were discharged in good condition. During the mean follow-up
period of 727 days, nine patients survived without new neurological complications.
Conclusions: Direct carotid artery cannulation and prior cerebral isolated perfusion may reduce the neurological
complications and may contribute to a favorable patient prognosis in AAAD with carotid artery occlusion.

O8-6

Masahiro Mizumoto, Tetsuro Uchida, Yoshinori Kuroda, Eiichi Oba, Atsushi Yamashita, Shingo Nakai,
Kimihiro Kobayashi, Tomonori Ochiai, Shusuke Arai
Second Department of Surgery, Yamagata University Faculty of Medicine, Yamagata, Japan

Objective: The brain isolation technique (BIT) was introduced to prevent embolic stroke either by manipulating the severely
atheromatous aorta, or by producing a sandblasting effect using the arterial jet in cardiopulmonary bypass. We evaluated
the surgical results of BIT for aortic arch aneurysm with shaggy aorta in our institution.
Methods: The brain perfusion was established using two roller pumps prior to systemic perfusion. The right axillary artery
was cannulated directly with guidewire technique and the left axillary artery perfusion was constructed through the 8-9
mm graft. The left common carotid artery (LCCA) was ligated proximally and cannulated at healthy site using cutdown
technique. After epiaortic ultrasonography, an arterial cannula was inserted directly toward the aortic valve in patients
suitable for aortic cannulation. In patients with severe atherosclerotic ascending aorta, retrograde femoral artery perfusion
was employed as an alternative to central cannulation. We monitored perfusion pressure of LCCA and adjusted it to 30-40
mmHg during BIT. Regional cerebral saturation of oxygen was also monitored throughout the operation.
Results: From November 2016 to November 2020, total arch replacement (TAR) for atherosclerotic aortic arch aneurysm
was performed in 31 patients. Of these, there were 4 cases (12.9%) underwent TAR with the aid of BIT for shaggy aorta.
Average age was 76.3 years. All patients had distal aortic arch aneurysms, with mean aneurysmal diameter of 62.0 mm and
maximum plaque thickness of 10.3 mm. According to Katz classification, there were 1patient of grade 4 and 3 with grade 5.
TAR using the frozen elephant technique was performed in all patients. There was no operative mortality, and all patients
were discharged without major neurological complications.
Conclusion: The BIT could be a useful adjunctive method to prevent embolic stroke in patients who underwent TAR for
aortic arch aneurysm complicated with shaggy aorta.
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Total arch replacement using the brain isolation technique for aortic arch aneurysm with
shaggy aorta

O8-7

WeFlow-Arch: A Novel Modular Double Inner Branched Stentgraft for Aortic Arch
Pathologies
Wei Guo

Department of Vascular and Endovascular Surgery, Chinese PLA General Hospital, Beijing, China

Objective: Aortic arch pathologies, including aortic arch true aneurysm, pseudoaneurysm, and Stanford A dissection remain
a huge challenge for both open and endovascular repair because of the anatomical variations and complex hemodynamic
characteristics. Aortic arch endovascular repair (AAER) has the potential to significantly reduce surgical risks. To reduce
the effect of aortic arch anatomical variations on indications of AAER, we designed a novel modular double inner branched
stent graft system (WeFlow-ArchTM Aortic Arch Stent Graft System). This paper describes the first-in-man study results
with WeFlow-ArchTM for aortic arch aneurysm and pseudoaneurysm.
Methods: From Jun, 2019 to March, 2021, seven male patients underwent endovascular repair using WeFlow-ArchTM to
isolate the aortic arch aneurysms. Proximal landing zone was located within Zone 0 in all cases. At least two branches from
aortic arch of each case were reconstructed. Four cases underwent debranching surgery before endovascular procedures
with left common carotid artery and left subclavian artery bypass. And three cases only received endovascular repair
without debranching. Safety and feasibility were evaluated at 1-month, 6-month and 12-month. Survival analysis used the
Kaplan-Meier method.
Results: Seven male patients (age range: 53-74 years) were treated with 100% procedural success. 7 patients received
1-month follow-up, 5 patients received 6-month follow-up, and 4 patients received 6-month follow-up. Branches patency was
100%. There was no mortality, stroke, retrograde type A aortic dissection and other severe complications.
Conclusions: The WeFlow-ArchTM Aortic Arch Stent Graft System, a novel modular double inner branched stent graft
system used for endovascular aortic arch repair that requires landing in the ascending aorta, demonstrates a high success
rate with excellent early safety and feasibility.

O8-8

WeFlow JAAA: A Non-custumized Novel J-AAA Stentgraft System
Wei Guo

Department of Vascular and Endovascular Surgery, Chinese PLA General Hospital, Beijing, China

Objective: Fenestration technique has become the optimal choice for Juxtarenal abdominal aortic aneurysm (J-AAA).
The main available device was customized fenestrated stentgrafts. Patients need to wait at least six weeks for stentgraft
customization. Apparently, it was not suitable for emergency cases. In this study, we designed a non-customized device for
J-AAA (WeFlow-JAAA) and finished the first-in-man study.
Methods: From October, 2019 to February, 2021, 8 male patients received endovascular repair for J-AAA using WeFlowJAAA stentgraft system. WeFlow-JAAA stentgraft system contains 1 scallop, 1 fenestration and 2 inner branches
to reconstruct celiac trunk (CA), superior mesenteric artery (SMA) and renal arteries, respectively. Both scallop and
fenestration have a wide sealing ring to lower the rate of endoleak. The diameter was 10mm for SMA fenestration and
7mm for renal artery inner branches. The single fenestration design makes the stentgraft a non-customized product. The
anatomical indication of the device include: the segment between aneurysm and SMA should be longer than 4mm; the neck
angulation is less than 60 degrees; than axial angulation between CA and SMA orifices is less than 60 degrees.
Results: Eight male patients were enrolled in the first-in-man study. The age ranged from 59 to 73 years. The technique
success rate was 100%. The operation time ranged from 1.5 to 4 hours. All patients finished 1-month follow-up, 3 patients
finished 6-month follow-up, 2 patients finished 12-month follow-up. No endoleak and other complications were observed
during follow-up. The fifth patient died of uremia 3 months after the operation.
Conclusion: WeFlow-JAAA stentgraft system is safe and feasible for the endovascular repair of J-AAA. The noncustomization characteristic makes this stentgraft extremely suitable for endovascular repair of ruptured J-AAA.
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New pile-up technique of double fenestrated stent-graft for distal arch aneurysm
Takashi Hashimoto1, Yoshito Inoue1, Kentarou Yamabe1, Takashi Hachiya2

Department of Cardiovascular Surgery, Tokyo Dental College, Ichikawa General Hospital, Japan1, Department of
Cardiovascular Surgery, Saiseikai Yokohamashi Tobu Hospital2

Although safety of total arch replacement has been improved over the last decade, morbidity and mortality of them for
octogenarians and other frail patients is still high. Fenestrated TEVAR using fenestrated stent-graft (Najuta, Kawasumi,
Japan) has established a competent option for those cases, however, there are some anatomical limitation and issues. In order
to secure adequate landing zone and to prevent postoperative type 1 endoleak, we have attepted to pile up 2 fenestrated
stent-graft and performed debranching TEVAR in a few consecutive cases. We evaluated short-term and intermediate
results of these cases. With literature review, we would like to discuss indication and pitfalls of this pile-up technique of
fenestrated stent-graft.
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O9-1

Indications and outcomes of elective TEVAR for thoraco-abdominal aortic dissection:
5-year single-centre data
Morwan Bahi

Department of Vascular Surgery, Wellington Hospital, New Zealand

Objectives
Our objective is to analyse indications and outcomes for elective TEVAR in our centre over a 5-year period to assess safety
and efficacy.
Materials and Methods
We conducted a retrospective, single-centre consecutive case series to assess the indications and outcomes of TEVAR for
thoraco-abdominal aortic dissection over a 5-year period January 2015 and 31 December 2019.
Results
Between January 2015 and 31 December 2019, TEVAR was performed in 12 patients with atraumatic thoraco-abdominal
aortic dissection. 9 cases (75%) involved type I DeBakey aortic dissection while 3 (25%) were DeBakey type III. The most
common predisposing factor was hypertension present in 92% of patients. 9 patients (75%) underwent carotid-subclavian
bypass prior to TEVAR. The main indication was aneurysmal degeneration of the aorta and narrowing of the true lumen
present in 10 of 12 cases (83%) while 2 patients struggled with refractory pain. There were no peri-operative complications
in any of these 12 TEVAR cases. 2 cases required re-intervention; one for embolization of a segment of false lumen within
the subclavian artery due to dissection extension; and one for extension of the thoracic stent proximally to cover a proximal
segment of dissection.
Conclusion
Our data supports the short-term safety and efficacy of performing TEVAR for DeBakey I and III aortic dissection. We
reported no perioperative morbidity or mortality and only 2 patients required a further procedure to modify the original
TEVAR. Although an increasingly popular treatment modality, data on long-term outcomes following TEVAR is required to
further assess the long-term durability of stent graft repair.

O9-2

Surgical strategy for chronic type B aortic dissection

Yasunori Iida1, Hidetoshi Oka1, Yu Inaba1, Takahisa Miki1, Takashi Havhiya1, Hideyuki Shimizu2

Department of Cardiovascular Surgery, Saiseikai Yokohamashi Tobu Hospital, Yokohama, Japan1, Department of Vascular
Surgery, Keio University Hospital, Tokyo, Japan2

Purpose: The aim of this study was to examine the surgical strategy for chronic type B aortic dissection (CBAD) in our
department.
Method: The treatment policy for patients with CBAD is to precede total arch replacement (TAR) + Frozen elephant trunk
(FET) if they are tolerant for open surgery and add TEVAR in the long-term period. We perform TEVAR in the elderly and
open surgery high-risk patients with anatomical indications.
In cases where the ascending aorta exceeds 40 mm, TAR + FET is first preceded and TEVAR is added thereafter.
In this study, the surgical strategies were divided in 3 groups, including (1) Open surgery preceding (O) group, (2) TEVAR (T)
group, and (3) Residual: (R) group after type A aortic dissection repair. The validity of the treatment policy was examined.
Results: Group O (n = 9): Average age was 64 years. The average time from onset to surgery was 65 days, and there was
neither operative death nor postoperative paraplegia. TEVAR was performed in 2 patients as an additional procedure in the
long-term period.
Group T (n = 19): Average age was 78 years. There was no paraplegia immediately after surgery and in the long-term
period. Technical success was 100%. The average length of hospital stay after surgery was 7 days.
Two cases of RTAD were experienced as postoperative complications. The average follow-up period was 22 months.
Group R (n = 41): Average age was 59 years. There was no paraplegia after surgery. The average peripheral end of the
indwelling stent graft was Th11 (Th8: 1, Th9: 5, Th10: 6, Th11: 10, Th12: 19). The technical success was 100%. Neither
surgical death nor in-hospital death was observed. No reintervention has been observed.
Conclusion: Although the number of cases was small, the surgical results in the 3 groups were generally acceptable, and the
treatment policy for CBAD in our department was considered to be appropriate.
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G-Branch:Make Visceral Arteries Reconstruction Easy
Wei Guo

Department of Vascular and Endovascular Surgery, Chinese PLA General Hospital, Beijing, China

Objective: Aortic aneurysm involving visceral and renal arteries is a complex aortic expansion disease, with a high mortality
if aneurysm ruptured. The open surgery for this kind of aortic aneurysm is extremely traumatic and need a long operation
time. The reconstruction of branch vessels is the key steps of the operation. We designed a multi-branched stentgraft
(G-Branch) for endovascular repair of thoracoabdominal aortic aneurysms (TAAAs). In this study, we evaluated the safety
and feasibility of the novel multi-branched stentgraft.
Methods: From Jun, 2019 to March, 2021, 15 male patients were included in this study. The novel multi-branched stentgraft
has two inner branches to reconstruct the celiac trunk and superior mesenteric artery, and two outer branches to
reconstruct the renal arteries. The inclusion criteria were: (1)18-85 years; (2) The maximum aortic diameter exceeds 50 mm; (3)
The diameter increased by more than 5mm in the past 6 months; (4) The diameter of proximal landing zone was from 17mm
to 36mm; (5) The diameter of renal arteries and visceral arteries ranged from 4 to 13mm.
Results: In the first-in-man study, 15 male patients were included. The mean age was 64.07 ± 10.31 years. 4 patients were
thoracoabdominal aortic aneurysms, 7 patients were suprarenal abdominal aortic aneurysms (AAAs), 4 patients were
perirenal AAAs, 1 was juxtarenal AAA. The mean operation time was 307.36 ± 60.83 minutes. The average contrast agent
volume was 168.57 ± 44.87 ml. Eight patients finished 6 months follow-up and seven patients finished 12 months follow-up.
No endoleak and paraplegia was observed during follow-up. The patency rate of branch vessels was 100%. One patient died
of acute cerebral infraction at the 11th month after operation.
Conclusions: The G-branch stentgraft system was safe and feasible in the endovascular repair of TAAA, suprarenal AAA,
perirenal AAA and juxtarenal AAA.

O9-4

Secondary TEVAR after total arch replacement with open stent graft
Department of Cardiovascular Surgery, steel Memorial Muroran Hospital, Hokkaido, Japan

The second treatment detects a necessary case of Thoracic endovascular aortic repair (TEVAR) after total arch replacement
(TAR) with open stent graft (OSG). We clarified the risk factors, results, and complications of Secondary TEVAR after TAR
with OSG at our hospital.
Method: The number of people who underwent TAR since December 2014 was 96, whom 88 underwent OSG. We excluded
cases of perioperative death and patients who transferred hospitals. We retrospectively examined 65 people, and it was 18
underwent Secondary TEAVR. Regarding the reasons for surgery, aortic dissection affected 10 of 37 people, thoracic aortic
aneurysm affected 6 of 24 people, and chronic dissection affected 2 of 4 people. Group A encompassed those with an OSG of
27 mm or smaller. Group B included those with an OSG over 29 mm.
Result: We recognized significant difference between Group A and Group B (P Value = 0.024) . The OSG length did not show
a significant difference. Two cases of hospital deaths were noted. One case suffered multiple embolism due to a descending
aorta that meandered. The other case was a true cavity occlusion caused newly occurring Acute Aortic Dissection Type B.
We detected paraparesis in two cases, but both cases improved.
Discussion: This study found that there was little need for secondary TEVAR if the OSG was small. The small original aorta
diameter case did not show development of a new aneurysm.
Conclusion: Good results are associated with secondary TEVAR. Complications do not occur on the central sides, such as in
retrograde type A aortic dissection. However, sufficient attention should be paid to the state of the lumen or meandering,
and the course of the artery should take effect as usual.
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O9-5

Flow density of CTA for predicting early unfavorable aortic remodeling after TEVAR in
type IIIb aortic dissection
Hung-Lung Hsu1,2, Chiao-Po Hsu1,3

Yang Ming Chiao Tung University1, Far Eastern Memorial Hospital, Taiwan2, Taipei Veterans General Hospital3

Objective: Patients diagnosed of DeBakey type III aortic dissection with partial thrombosis of false lumen (FL) have a higher
mortality rate. However, IIIb dissections with full patent FL tend to exhibit a partially thrombosed FL quickly after thoracic
endovascular aortic repair (TEVAR); thus, we investigated survival and aortic remodeling in this population.
Methods: We reviewed computed tomography aortograms (CTAs) of 123 patients with TEVAR-treated IIIb aortic
dissections from July 2006 to June 2015; contrast density of CTAs represented intraluminal flow. Patients were selected to fit
in 2 groups of FL in term of FL contrast density: low flow (LF) group (non-opacification in the midway of FL) and high flow
(HF) group (full patent FL).
Results: Surgical mortality was 10.3% in the HF group and 4.5% in the LF group (n = 61; LF = 22; HF = 39). 3 patients in
the HF group suffered from lethal aortic rupture in 10 days postoperatively. The HF group showed significant increase
in maximal diameter, and had larger thoracic (+4.00 ± 2.68 vs -1.16 ± 3.42 mm, P < .001) aortic diameter expansion from
preoperation to one week postoperation. Both groups exhibited significant favorable thoracic TL expansion and maximal
aortic diameter shrinkage in postoperative one week to one year. However, HF group displayed less thoracic aortic FL
regression (-70.9 ± 83.5 vs -113.9 ± 95.0 cm3, P = .1) and TL expansion (+14.5 ± 27.2 vs +36.8 ± 28.3 cm3, P = .008) when
compared to LF group.
Conclusions: Preoperative HF in the FL has an unfavorable effect on thoracic aortic diameter in one week post-TEVAR.
This might increase the risk of aortic rupture.

O9-6

Outcome of abdominal false lumen embolization following endovascular repair of aortic
dissection
Ching-Yuan Kuo1,2, Chiao-Po Hsu1,2, Chun-Yang Huang1,2, Chun-Che Shih1,2

Division of Cardiovascular Surgery, Department of Surgery, Taipei Veterans General Hospital1, School of Medicine, National
Yang Ming Chiao Tung University, Taiwan2

Purpose: To evaluate the effect of abdominal aortic false lumen embolization (FLE) to achieve false lumen thrombosis and
aortic remodeling in patients with residual false lumen patency after endovascular repair of aortic dissection.
Materials and Methods: Between August 2015 and July 2019, 19 patients (mean age 54-year-old, 42~79, 15M) undergoing
abdominal false lumen embolization using coils, plugs, or candy-plugs after prior aortic dissection repair (Type A AD: 7,
Type B AD: 12). Pre-, intra-, and postoperative medical records were reviewed to assess technical success, and short-term
outcomes of aortic remodeling after FL embolization.
Results: Technical success was achieved in all patients, without intra-operative complications. Thirty-day morbidity and
mortality were none. Mean follow-up was 22 months (range 12~71). Compared with false lumen thrombosis before and after
abdominal FLE, Improvement thrombosis of the thoracic FL occurred in 6 patients, 1 from patent to partial thrombosis, 2
from patent to complete thrombosis, 2 from partial to complete thrombosis. Improvement thrombosis of the abdominal FL
occurred in 6 patients, 4 from patent to partial thrombosis, 2 from partial to complete thrombosis. About abdominal aortic
maximal diameter after abdominal FLE, 18 patients got enlargement; Only 1 patient showed regression of abdominal aorta.
Conclusion: Intentional FLE seems to be a feasible less invasive approach for the elimination of persistent FL flow after
initial endovascular treatment. Theoretically FLE could make FL thrombosis and cease the process of progression of
dissecting aneurysm, potentially lower rupture rate. In our observation, FL thrombosis could be benefit from FLE. But
abdominal aortic diameter seems to get enlargement after FLE. Further comparison and prospective, multicenter studies
are required to obtain a definitive conclusion regarding the efficacy of this treatment strategy.
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O9-7

Methods and outcomes of endovascular false lumen embolization for thoracic aortic
dissection
Hai-Lei Li1, Yiu Che Chan1,2, Stephen W.K Cheng1,2

Division of Vascular Surgery, Department of Surgery, The University of Hong Kong- Shenzhen Hospital, China1, Division of
Vascular & Endovascular Surgery, Department of Surgery, University of Hong Kong Medical Centre, Queen Mary Hospital2

Purpose: To provide a contemporary review on endovascular false lumen (FL) embolization for thoracic aortic dissection and
evaluate its early outcome.
Methods: A systematic literature review on FL embolization for thoracic AD from January 1999 to December 2020 was
performed under the instruction of Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA)
Statement.
Results: A total of 29 papers with 229 patients were included into the analysis. The methods of FL occlusion used were: the
Candy-Plug technique, the knickerbocker technique, the “cork in the bottleneck” technique and direct FL embolization with
combination of stent-grafts, coils, onyx, plugs and glue. FL embolization procedure was performed in 79 patients (34.5%) with
type A AD and 150 (65.5%) with type B AD. FL direct embolization was the most frequently used technique, and it was
applied in 198 (86.5%) patients. Candy-plug, knickerbocker and “cork in the bottleneck” technique were used in 26 (11.4%), 3
(1.3%) and 2 (0.9%) patients, respectively. Technical success was achieved in all patients except one (228/229, 99.6%) in which
implantation of a stent to celiac trunk was not possible. There were four hospital deaths (1.7%). Neurological complications
occurred in 6 patients (2.6%), including 4 (1.7%) spinal cord ischemia and 2 (0.9%) ischemic stroke. There were 1 (0.4%)
iatrogenic retrograde dissection and 2 (0.9%) renal failure reported. The mean duration of follow-up was 16.5 months. There
were 21 deaths (9.3%) during follow-up, and 8 (3.6%) were aorta-related. Thirty-three (14.7%) secondary intervention were
performed. Five patients (2.2%) required open completion thoracoabdominal procedure incorporating the stent-graft into the
repair. Complete FL thrombosis was observed in 181 (80.4%) patients, 34 (15.1%) had partial thrombosis, and 10 (4.4%) had FL
progression.
Conclusions: FL embolization of the distal thoracic aorta is effective to promote FL thrombosis and positive aortic
remodeling.

O9-8

Kazutoshi Tachibana, Ayaka Arihara, Yu Iwashiro

Department of Cardiovascular Surgery, Hakodate Goryoukaku Hospital, Hokkaido, Japan

Objectives. Advancing of the three dimensional (3D) printing technologies have enabled useful therapeutic guiding in clinical
practice. However, it has been controversial how to use 3D printed models. We describe two 3D printed models, anatomical
shape model and intra-luminal model for aortic aneurysm with extreme atheroma.
Methods. Preoperative stereolithographic (STL) files in total 27 models were converted by using 320-slice computed
tomography.
Results. The anatomical shape model enabled surgeons to get more accurate anatomical images as preoperative simulation.
On the other hand, the intra-luminal model allowed us to better understanding the location of aneurysm and massive
speculated atheroma. In the total arch replacement with frozen elephant trunk for extreme atheromatous aorta, we
selected the landing zone at much more clear and safe position to avoid the risk of stroke and embolization by using these
3D models. Furthermore, the device shaft was bended according to the angle of the 3D intra-luminal model to avoid the
risk of peripheral and visceral embolization during insertion of stent graft as intraoperative navigation. We did not observe
any mortalities and morbidities in these cases. There are some limiting factors in widespread incorporation of the 3D
printing. One of major limiting factors is the time needed to create 3D models. Our models also needed almost 7.1 hours
for printing. Another limitation was detected is the material high costs for models. However, the cost of our 3D models
was approximately ＄10 with recent 3D printer installed in our institute. Keeping costs down is essential if 3D printing
technology is to be spread and applicate in medical fields widely.
Conclusion. We anticipate that as this immensely promising technology becomes more widely available, it will has an
enormous impact on the treatment of cardiovascular surgery and decrease the risk of complex aortic arch surgery.
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O9-9

Outcome of thoracic endovascular aortic repair for traumatic aortic injury

Yasuko Gotake1, Hiroaki Takahashi1, Jiro Matsuo1, Takaki Sugimoto1, Kenji Okada2

Department of Cardiovascular surgery, Hyogo prefectural Awaji medical center, Sumoto, Japan1, Department of
Cardiovascular surgery, Kobe University Hospital, Kobe, Japan2

Background:
Traumatic aortic injury has a high rate of mortality. Traditional treatment of traumatic aortic injury was open repair with graft interposition. However, multiple
studies showed advantages of thoracic endovascular aortic repair (TEVAR), recently. We report our experience of TEVAR in treating traumatic aortic injury.
Methods:
From January 2008 to December 2020, 18 patients with traumatic thoracic aortic injury underwent endovascular repair at Awaji medical center and Kobe
University hospital. Mean age of patients was 56.5 years old and 12patients(66%) were male.
Results:
Traffic accident was 13 patients, falling accident were 4 patients, other was 1patient. 17 patients (94%) were aortic isthmus injury and 1 patient was intercostal
artery pulled-out injury.Fifteen patients had Grade III injury, 3 patients had Grade IV injury (Classification of Traumatic aortic injury). Three patients were shock
on admission (systolic blood pressure < 80mmHg) and 1 patient was cardiopulmonary arrest (CPA).Comcomitant injuries were subarachnoid hemorrhage 3, heart
injury(left atrium appendage) 1, pneumothorax 11, rib fracture 14, liver injury 4, kidney injury 4 and pelvic fracture 3. The mean Injury Severity Score was 37.3
± 14.9.
Results:
Device utilized included TAG(n=14), MK stent (n=3) and Excluder leg(n=1). Eight patients had coverage of the left subclavian artery. Mean proximal landing
diameter was 24.4 ± 3.7 mm. Mean stentgraft diameter was 27.8 ± 4.6 mm. Mean graft oversizing was 13%.Technical success was 100%. For access injury, 2
patients (11%) used covered stent. Five patients were underwent liver, kidney or pelvic arterial embolization. Mean operative time was 103.7 min.In-hospital
mortality was 5% (n=1; preoperative CPA patient with falling accident).
Mean follow-up was 43.4 months. There was no report of endoleak, stent fracture, device migration, intragraft thrombus. In 8 patients covered the left subclavian
artery, 2 patients underwent subclavian artery bypass.
Conclusion:
We underwent endovascular repair for traumatic aortic injury. Endovascular repair of high grade traumatic aortic injury is associated with low mortality rates.
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O10-1

Outcomes of open repair for juxtarenal and pararenal abdominal aortic aneurysms in the era
of endovascular repair
Yohei Yamamoto, Hidetoshi Uchiyama, Masahiro Oonuki

Department of Vascular Surgery, Tsuchiura Kyodo General Hospital, Ibaraki, Japan

Objectives: The purpose of this study was to analyze our contemporary experience in open repair for juxtarenal and
pararenal (JP) abdominal aortic aneurysms (AAAs) with supra-renal aortic cross cramp.
Methods: The authors retrospectively reviewed the data of consecutive patients who received elective open repair for JP
AAA at our institution between January 2014 and December 2020.
Results: A total of 75 elective open JP AAA repairs with supra-renal aortic cross cramp were performed. JP AAAs
accounted for 53.2% of total elective open AAA repairs during the study period. The median renal ischemia time was 30
(24 - 42) minutes. Twenty patients (26.7%) required an adjunctive renal reconstruction. Postoperative complications within
30 days were observed in 27 (36.0%) patients and the most common complication was acute kidney injury (18.7%). The 30day mortality rate was 1.3% (n=1). The median follow-up period was 31 (19 - 50) months. One patient required permanent
hemodialysis six months postoperatively. Overall survival at 1 and 5 years was 93.3% and 83.2% respectively. Supra-renal
cross clamping was associated with increased rates of postoperative acute kidney injury compared to infra-renal AAA
repairs performed during the same period but did not affect other postoperative complications, long-term renal function and
mortality. Adjunctive renal reconstruction did not affect long-term renal function and mortality.
Conclusions: This study suggests that open JP AAA repair can be performed with acceptable operative morbidity and
provides long-term durability. Open repair remains an essential option for patients with AAA, especially those with complex
anatomy in the endovascular era.

O10-2

Sangkyun Mok, Sang Seob Yun, Sun Cheol Park, Jang Yong Kim, Young Jun Park

Division of Vascular and Transplant surgery, Department of Surgery, Seoul St’ Mary’s Hospital, College of Medicine, The
Catholic University of Korea

Introduction
As a treatment method of abdominal aortic aneurysm, endovascular aneurysm repair is universal and chosen as the first treatment modality.
However, Considering the difference between secondary intervention, follow-up process and motality of two modality, It is controversial.
Material and Methods
This was a retrospective study reviewed the medical records of 196 consecutive infrareanl abdominal aortic aneurysm patients who
underwent open surgical repair and endovascular aneurysm reapir from May 18, 2012 to May 15, 2020 at Seoul St. Mary’s Hospital, South
Korea. We analyzed comorbidities, ASA classification, hospitalization period, post operative 30 day mortality and overall survival. Subgroup
analysis was performed on the group with ASA classification.
Results
Excluding 32 patients with ruptured abdominal aortic aneurysm and 5 patients with follow up loss or transfer, 159 patients were enrolled
in the study. The mean age of the patients was 80.0 years. There were 119 (74.8%) male and 40 (25.2%) female. Open surgical repair was 130
(81.8%). Endovascular aneurysm repair was 29 (18.2%). There was no significant differences between endovascular aneurysm repair and open
surgical repair EVAR group and open surgical repair group. In Kaplan-Meier survival analysis, the open surgical repair group had a better
overall survival rate than endovascular aneurysm repair. (p=0.022).
Conclusion
EVAR should be considered if anatomically appropriate. However, open surgical repair showed a relatively stable outcome than endovascular
aneurysm repair. Therefore Treatment should be tailored according to a patient’s situation, surgeon preference and expirence. Long-term
survival studies for EVAR will be needed.
Keywords
Abdominal aortic aneurysm, EVAR, Open surgical repair
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O10-3

Comparison of the efficacy of endovascular repair and open surgery for Juxtarenal abdominal
aortic aneurysm
Zhen Liu1, Song Jin Wang2, Cong Jia Qiu1, Jin Cui1, Lei Zhao1, Cong Ren Chen1, Shan Ming Wang1

The First Affiliated Hospital of Sun Yat-sen University,/University,Guangdong, China1, Guangdong provincial people’s Hospital,/
University,Guangdong, China2

目标 ：
比较血管内修复 (EVAR) 和开放手术修复 (OAR) 对巨动脉瘤 (JAA) 方法的短期和长期治疗效果 ：回顾性研究， 2011-05 年至 201903 年在中山大学第一附属医院接受手术治疗的 65 名巨无霸腹主动脉瘤 ( 长颈≤ 10 毫米 ) 患者的随访，以及术前基本情况，对短
期和长期全因死亡率、重大不良事件发生率、再干预率等进行了跟踪分析。
其中，30 名患者 (46.15%) 接受 EVAR ，35 名患者 (53.84%) 接受操作系统。
结果 ：
动脉瘤颈部长度差异显著
(EVAR 组 ：6.53±3.99 毫米，OSR 组 ：4.37±3.96，p=0.032)。短期和中长期并发症为 43.3%(13/30) 与 42.9%(15/35)(p =0.969) ：
36.7% (11/30) vs40.0%(14/35)(p =0.783)。对于 MAE( 重大不良事件的发生率 = 心血管不良事件 + 手术相关死亡 + 脑血管事
故 )，EVAR 组和 OSR 组的短期 MAE 和中长期 MAE 为 10.0% (3/10) 与 20. 0% (7/35) (P =0.442) 和 13.3% (4/30) 与 17.1%
(6/35) (P =0.937)， 没有显著的统计差异。而 EVAR 组在住院时间、ICU 监测时间、手术时间、术中出血、输血量等方面明显低
于 OSR 组，存在统计差异 (p<0.05)。
结论 ：OSR
动脉瘤颈部的平均长度比 EVAR 短。因此，OSR 对于患有巨无霸腹主动脉瘤的复杂颈部患者或在 EVAR 无法治疗的患者来说仍然很
有价值。因此，对于巨无霸腹主动脉瘤患者，应考虑多种因素选择适当的治疗方法。关键 ：巨无霸腹部主动脉瘤血管内血管修复
开放修复术后并发症治疗结果

O10-4

Endovascular aneurysm repair does not improve survivals in octogenarians compared with
open repair
Hiroshi Banno, Tomohiro Sato, Shuta Ikeda, Yohei Kawai, Takuya Tsuruoka, Masayuki Sugimoto,
Kiyoaki Niimi, Akio Kodama, Kimihiro Komori
Division of Vascular Surgery, Department of Surgery, Nagoya University Graduate School of Medicine, Nagoya, Japan

Background: Endovascular aneurysm repair (EVAR) is widely accepted as a less invasive surgery than open surgical repair
(OSR) for abdominal aortic aneurysm (AAA). This means that this procedure should be more beneficial for higher-risk or
more frail patients. Every elderly people, however, are not frail, and it is unclear whether it would be beneficial to perform
EVAR sorely because the patient is older. This study aimed to compare the results of EVAR and OSR for the elderly.
Methods: From May 1998 to March 2021, a total of 828 EVAR patients and 886 OSR patients with AAA were reviewed.
Among them, patients ≥ 80 years were included in this study. Patients who required procedures to renal arteries during
EVAR were excluded. OSR group included patients who required infra-/supra-renal clamps. After propensity score
matching by age, sex, and American society of anesthesiologists (ASA) classification, the outcomes were compared between
patients who underwent EVAR and OSR.
Results: The study cohort was composed of 354 EVAR patients and 90 OSR patients. The groups had similar comorbidities,
except that EVAR patients were significantly older and determined higher ASA classifications. After propensity score
matching, 87 pairs were selected (median age, 82 (IQR:81, 83) years; 136 males (78.2%)). The median follow-up duration was 2.9
(IQR: 0.8, 5.0) years. The 30-day mortality (0 vs1.2%, respectively (p = 1.0)) and aneurysm related death (ARD) during followup (2.3% vs 2.3%, respectively (p = 1.0)) were similar between the groups. Kaplan-Meier curve revealed estimated overall
survival (p = .73) and freedom from ARD (p = .78) were also similar.
Conclusions: This study suggests that EVAR cannot improve outcomes on survival compared with OSR if applied sorely
because the patient is ≥ 80 years. Not only age but also other risk factors, and quality of life after surgery need to be further
studied.
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Evaluation of stent graft first-line surgical strategy for ruptured abdominal aneurysm

Jun Hayashi, Atsushi Yamashita, Tomonori Ochiai, Kimihiro Kobayashi, Shingo Nakai, Eiichi Ohba,
Masahiro Mizumoto, Yoshinori Kuroda, Tetsuro Uchida
Second Department of Surgery, Faculty of Medicine, Yamagata University, Yamagata, Japan

BACKGROUND The availability of endovascular aneurysm repair (EVAR) has gradually increased the number of patients
undergoing surgical treatment for ruptured abdominal aortic aneurysm (rAAA). The aim of this study was to evaluate our
endovascular first-line surgical treatment strategy for rAAA.
METHODS We retrospectively reviewed 35 consecutive patients who underwent emergent surgery for rAAA (including
ruptured iliac artery aneurysms) between January 2013 and December 2020. The patients were divided according to
surgical procedure: Open surgical repair and endovascular repair. Clinicopathological features, including the preoperative
state, the choice of surgical procedure and postoperative morbidity and mortality, were compared between the groups. The
surgical indication of EVAR was determined according to the same anatomical criteria used for elective operation.
RESULTS About half of 17 patients (48.6%) were assigned to open repair and as many as 14 patients of them (82.4%)
were excluded the indication of endovascular treatment due to anatomical unsuitability, which were an extremely short
or elongated proximal neck (11 patients, 79%) and access route problems (3 patients, 21%). Logistic regression analysis
demonstrated that the patients with open surgery was tended to a longer length of intubation time (>72hrs; open 58.8% vs.
EVAR 27.8%, p=0.064) and higher incidences of post-operative temporal dialysis (open 29.4% vs. EVAR 5.6%, p=0.061). There
was no in-hospital death in the EVAR patients, while 5 deaths (29.4%) in the open surgery patients (circulatory failure; 2,
pneumonia; 1, ischemic enteritis; 1, cardiac failure; 1) [p=0.013]. Only among the EVAR patients, aortic related death was
occurred in 1 patient (5.6%), which was acute type A aortic dissection.
CONCLUSIONS Endovascular first-line surgical treatment strategy for rAAA was acceptable. However, as the patients
with rAAA tended to be unsuitable for EVAR because of anatomical complexity, the open abdominal surgery is important
even in the endovascular era.

O10-6

Surgical Treatment for Ruptured Abdominal Aortic Aneurysm
Department of Cardiovascular Surgery, Steel Memorial Muroran Hospital, Hokkaido, Japan

In recent years, some studies report the surgical result of ruptured abdominal aortic aneurysm (RAAA) improved with the
use of Endovascular Aortic Repair (EVAR). But mortality of RAAA remains high. To further improve the surgical result, we
describe our treatment for RAAA and results.Nineteen cases of RAAA and ruptured iliac artery aneurysm were admitted
to our hospital and underwent surgical treatment, between March 2014 and March 2021. The average of patients’ age was
77 (63-90). Fitzgerald grade were II: two patients, grade III: thirteen patients, and grade IV: four patients. In four cases, we
performed open surgical replacement (OSR). And other fifteen were EVAR. The in-hospital mortality rate after operation
was 15.8%. The average of operation time were 298min for open surgical case. And 170min for EVAR. The average
length of hospital stay were 36.5 days after OSR, and 24.0 days after EVAR.We primarily choose EVAR if the RAAA is
anatomically adapted. We consider OSR in unsuitable proximal neck case, and in case which circulatory dynamics are stable.
Therefore, our OSR cases may be good postoperative course. To get better lifesaving rate, EVAR strategies need to be
considered, especially perioperative circulatory statements and the abdominal compartment syndrome.
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Mid-term result of endovascular aortic repair (EVAR)with ENDURANT

Yuto Yasumoto, Yoshitsugu Nakamura, Daiki Yoshiyama, Miho Kuroda, Shuhei Nishijima,
Taisuke Nakayama, Ryo Tsuruta, Yujiro Ito, Takuya Narita
Department of Cardiovascular Surgery, Chiba-nishi general hospital, Chiba, Japan

Background：
Mid-term results of EVAR with ENDURANT has not fully discussed.
Method：
841 EVAR cases were performed in our facility Between March 2013, May 2021. Among them, ENDURANT was used in
354 patients. Rupture, iliac aneurysm, dissection and secondary EVAR cases (total 189 cases) were excluded, remaining 165
cases were included in this study. Computed Tomography follow-up was performed 1 month, 3 months and 6 months after
the operation, and every 6 months or 12 months if there is no significant change. Definition of enlargement and shrinkage is
the change of aneurysm diameter more than 5 mm. All the type Ⅰ endoleak cases received additional surgical interventions,
whereas we medically observed type Ⅱ endoleak cases unless they did not have the enlargement of aneurysm.
Result：
140 (84.8%) patients were male, average age was 76 ( ± 7.6) years old. There was no hospital death. Follow-up period was
36 (0-82) months, there were 22 late death cases and 1 aortic related death case. The number of aneurysm enlargements, no
change and shrinkage cases were 23, 105 and 37, respectively. There were 6 type Ⅰ a endoleak, 4 type Ⅰ b endoleak and 15
type Ⅱ endoleak cases. There was no type Ⅲ endoleak. 33 cases needed reintervention. As for type Ⅰ a endoleak, the type
of additional treatment was supplemental cuff for 2 of them, coil embolization for 1 and open surgery for 2 cases. 4 of the
type Ⅱ endoleak patients were added coil embolization in that the diameter expanded. Open surgery was performed in 2
patients without evidenced type Ⅰ a endoleak.
The Kaplan-Meier curve showed the overall survival of 3-year and 5-year was 85% and 81%, respectively. Similarly, freedom
from aortic related death was 100% and 98.7%. Also, Freedom from reintervention 5-year after operation was 84.6%, and
freedom from enlargement was 81%.
Conclusion：
The mid-term result of EVAR with ENDURANT was satisfactory.

O11-2

Incidence and outcome analysis of type II endoleak following endovascular aortic aneurysm
repair, experience in single medical center
Hsuan-Tzu Yang1, Sung-Yu Chu3, Po-Jen Ko2, Sheng-Yueh Yu2, I-Hao Su3, Ta-Wei Su2, Ming-Yi Hsu3

Division of Vascular Surgery, Department of Surgery, Chang Gung Memorial Hospital, Taiwan1, Department of Thoracic and
Cardiovascular Surgery2, Department of Medical Imaging and Intervention3

Introduction
Type II endoleak (T2EL) is the most common type of endoleak after endovascular aortic aneurysm repair(EVAR). Most T2EL
were benign, however, some T2EL would result in graft compromise or even lead to sac rupture of aneurysm. Managing T2EL
is reserved for those with progressive enlargement of aortic sac.
Because of the variation of incidence and sac behavior changes in patients with persistent T2EL, we conducted a study
regarding T2EL post-EVAR to find out the incidence and the outcome analysis of T2EL without or with re-intervention.
Results
During the study period from 2005~2018/12, 495 patients underwent EVAR. Patients without CT and follow-up period < 24
months were excluded from the study. 190 patients were included. 108 patients (56.84%) were found without endoleak in first
CT image and 67 patients (35.26%) had T2EL.
Within these free from endoleak, 10 out of 108 patients (9.26%) were found with sac expansion > 5mm. There were 4 out of 98
patients (4.08%) with stationary or regressed sac presented with proximal or distal landing zone compromised later in follow-up.
67 patients had T2EL initially, 16 patients (23.88%) underwent re-interventions. Post re-intervention, 15 patients (93.75%) were
found with continuously expansion of sac. 5 patients (33.33%) were identified with compromise of landing zone. 51 patients
without re-intervention, 20 patients (39.21%) experienced sac expansion and 5 patients (25%) presented with landing zone
compromise. 31 patients had their sac regressed or stationary, however, 1 patient (3.22%) had endoleak after EVAR.
Conclusion
From our analysis, patients without sac expansion initially, only 3.22 and 4.08% of patients ended up with their landing zone
compromise. However, for those with sac expansion more than 5mm, landing zone compromise happened in 25% and 33.33%
with and without re-intervention. Sac expansion should be addressed more vigorously post EVAR.
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The efficacy of lumbar artery embolization addition to IMA embolization during
endovascular abdominal aneurysm repair
Masami Shingaki

Department of Cardiovascular Surgery, Hakodate Municipal Hospital, Japan

We started lumbar artery embolization (LAE) concomitant with endovascular abdominal aortic aneurysm repair (EVAR)
from Dec 2017 and estimated the efficacy of LAE to suppress type 2 endoleak (T2EL) and to contribute to aneurysm
shrinkage or not. From Jan 2017 to Nov 2019, we performed 234 cases of EVAR, and excluded the cases with EVAR with
IIA embolization, post EVAR, AAA rupture, pararenal AAA, dissection, isolated iliac aneurysm and aorto-uniiliac EVAR.
We estimated 103 cases, which were divided into 3 groups, patent IMA: group P (n=22), occluded IMA without LAE (n=52):
group N, occluded IMA with LAE: group E (n=31). The mean age was 77.0+-8.3 y/o, male was 79 (76.7%) cases. There was
no significant difference in operation time between 3 groups (P: 106.1+-35.3 min., N: 111.4+-42.0 min. and E: 121.4+-31.2 min.;
p=0.314). In group E, we embolized 1.6+-0.9 lumbar arteries. T2EL one week after EVAR had the tendency of reduction
but no significant difference around groups (P: 6/22 (27.3%), N: 8/52 (15.4%) and E: 3/30(10.0%); p=0.299). AAA diameter 12
months after EVAR had the tendency of reduction between group P and N (23.8% (5/21) vs 51.1%(23/45); p=0.060). We could
not show the efficacy of LAE but could obtain the tendency of diameter reduction between group N and E (51.1%(23/45) vs
65.5%(19/29); p=0.222).

O11-4

Chun-Hsien Hsin1, Yu-Hsien Lee2, Ren-Fu Shie2, Shen-Yen Lin2, Ta-Wei Su1, Wen-Chi Hsu2,
Kuo-Sheng Liu1, Sheng-Yueh Yu1, Po-Jen Ko1, Sung-Yu Chu2

Division of Vascular Surgery, Department of Surgery, Chang Gung Memorial Hospital, Linkou, Taiwan1, Division of
Gastrointestinal Radiology, Department of Medical Imaging and Intervention, Chang Gung Memorial Hospital, Linkou2

Objective: To evaluate whether oversizing of stent graft or preexisting ectatic artery will cause the progressive dilatation
of common iliac artery (CIA) after endovascular aortic repair (EVAR).Methods: We retrospectively reviewed patients who
underwent EVAR with bilateral CIA landing between October 2007 to March 2015. Demographic information, past medical
history, stent-graft choice, vascular calcification, and diameter of each CIA on computed tomography (CT) images before/
after EVAR were recorded. Variables were compared between the iliac limbs oversizing of greater than 20% versus less than
or equal to 20% groups. The pre-EVAR CIAs were further divided into ectatic CIA ( ≥ 16 mm) and non-ectatic CIA (< 16
mm). The raw and relative post-operative CIA diameter, the enlarged degree of CIA diameter, at 3-month, 6-month, 1-year,
and 2-year follow-up CT were evaluated. The linear model with generalized estimating equations was applied to evaluate
the relationship between the CIA diameter measure and time. Results: Eighty-five patients (78 men and 7 women, mean age:
72.2 ± 9.5 years old) received EVAR, including 160 CIAs. The difference on the enlarged degree of CIA diameter between
patient group of oversizing > 20% and the one of oversizing < 20% indenfitied for entire cohort(p < 0.01), group of ectatic (p
= 0.02) and non ecstatic arteries(p = 0.02).
Conclusions: The patient grout of oversizing > 20% had a more enlarged degree of CIA diameter than oversizing < 20%
over time. Further investigations are warranted to evaluate the correlation and re-interventions.
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Stent Oversizing May Result in Dilatation of The Common Iliac Artery After Endovascular
Aortic Repair

O11-5

Outcome of endovascular repair of aorto-iliac aneurysm with Excluder iliac branch
endoprothesis(IBE) ; multi center study
Yasuko Gotake1, Hiroaki Takahashi1, Jiro Matsuo1, Takaki Sugimoto1, Taro Hayashi2,
Masato Yamaguchi3

Department of Cardiovascular surgery, Hyogo prefectural Awaji medical center, Sumoto, Japan1, Department of Cardiovascular
surgery, Akashi medical center2, Department of Diagnostic and Interventional Radiology, Kobe University hospital3

Background: The Excluder iliac branch endoprothesis(IBE) is designed to exclude a common iliac artery aneurysm(CIAA),
preserving internal iliac artery during endovascular aortic repair(EVAR). We report outcome of IBE in japanese populations.
Methods: From September 2017 to April 2021, 51 patients treated with Excluder IBE at Kobe University hospital, Akashi
medical center and Awaji medical center.
Results: The mean age of patients was 76.3 years old and 82% were male. Preoperative mean CIAA diameter was 36.6mm.
44 patients were underwent unilateral IBE and 7 patients were underwent bilateral IBE. Mean ope time was 197min.
Technical success was 100%. Intra-operative type III endoleaks were observed in 10 patients(19%), but no type III endoleak
were detected in enhanced computed tomography within 1 months after EVAR. After a mean follow-up of 18months, 3
(5%) internal iliac limb occlusions occurred. Buttock claudication and colonic ischemia was not exhibited. Internal iliac limb
patency was 97% at 12months and 88% at 36months. During follow-up, 4 patients (7%) underwent reintervension, including
1 graft infection. Freedom from reintervension rate was 92% at 12months and 83% at 36months. After follow-up, mean CIAA
diameter was 34.3mm. Overall survival was 97% at 12months and 88% at 36months.
Conclusion: Outcome of EVAR with Excluder IBE are favorable, with a low rate buttock claudication, graft occlusion and reintervension.

O11-6

Comparison of Gore Iliac Branch Endoprosthesis and coil-and-cover technique in the
endovascular repair for common iliac artery aneurysm
Keisuke Kamada, Masami Shingaki, Keitaro Nakanishi, Kazunori Ishikawa, Atsuhiro Koya,
Kiyohumi Morishita
Department of Cardiovascular Surgery, Hakodate Municipal Hospital, Hakodate, Japan

Objective: Endovascular repair of aortoiliac aneurysms (AIA) and common iliac artery aneurysms (CIAA) was typically
accomplished by endograft limb extension into the external iliac artery with internal iliac artery coil embolization (coil-andcover technique; CAC), while the Gore Iliac Branch Endoprosthesis (IBE) cases have increased recently. The purpose of this
study is to compare the short-term outcome between CAC and IBE.
Methods: This study was a retrospective single-center analysis. Between January 2017 and December 2020, 35 patients
underwent elective endovascular repair for AIA and CIAA, and 6 patients of them with bilateral CIAAs underwent single
IBE and CAC for each side. 35 patients /41 CIAAs (29 CIAAs in CAC group and 12 CIAAs in IBE group) were enrolled in
this study. We assessed postoperative aneurysm diameter change at 1, 6, 12, 24 and 36 months by computed tomography
and the appearance of new-onset buttock claudication.
Results: The mean CIAA diameter was 34.9 ± 10.6 mm and the mean follow up period was 16.5 ± 13.5 months. There was
no >5mm increase in the CIAA diameter case and no reintervention case in both groups. At 12 and 24 months, 5 (26.3%)
and 4 (33.3%) cases had a >5mm decrease in CIAA diameter in CAC side, while 5 (62.5%) and 2 (66.7%) cases had a >5mm
decrease in IBE side, but there was no statistical significance in both groups (p=0.075). New-onset buttock claudication
occurred on 2 CAC cases (6.9%), but IBE side had no buttock claudication (p=0.351).
Conclusions: These results suggested that the short-term outcome of endovascular repair for AIA and CIAA by IBE
device was might be better than CAC technique. In present study, we had small sample size and analyzed only short-term
outcome, therefore, in the future, larger scale and longer-term research is needed.
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IIA Preservation using many methods for CIAA and IIAA

Wataru Tatsuishi1, Kei Shibuya2, Yasunobu Konishi1, Naoki Konno1, Tomonobu Abe1
Division of Cardiovascular Surgery, Department of General Surgical Science, Gunma University, Gunma, Japan1, Department
of Radiology, Gunma University, Gunma, Japan2

【Background】EVAR for common iliac artery aneurysms(CIAA) and internal iliac artery aneurysms(IIAA) is usually
performed by embolizing the internal iliac artery and landing the leg in the external iliac artery. However, there is a risk
of gluteal muscle claudication and intestinal ischemia due to internal iliac artery embolization. Since these reduce patient
satisfaction, we actively preserve the internal iliac artery in EVAR. We examined the technique of preserving the internal
iliac artery and its effect.
【Patients and methods】The subjects were 108 cases (93 males, mean age 72 ± 7 years old) who underwent EVAR for
CIAA and/or IIAA. Subjects underwent IIA preservation were 35 cases (Group I, non-preservation; Group N 73 cases). The
methods of IIA preservation were using Excluder IBE, and fenestrated leg(ENDURANT leg orAFX leg)+Viabahn. Azur coil
was sewn around the fenestrated hole. In IIAA cases, distal landing zone were superior or inferior glomerular artery or IIA
distal edge. Postoperative outcomes were compared between 2 groups.
【Results】
Technical success rate was 100%. There was no case of gluteal muscle claudication and intestinal ischemia in Group I,
while in Group N, gluteal muscle claudication was occurred in 8 cases and rectal ischemia was occurred in 1 cases(death
case)(P=0.03). Only 1 case using IBE had type 3 endoleak. Operative time of Group I was significantly longer(P=0.01).
【Conclusions】The results of IIA-preserving EVAR were very good, and it was a useful technique to avoid gluteal muscle
claudication and intestinal ischemia in CIAA and/or IIAA cases. We will continue to study IIA-preserving techniques.
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Four cases of endovascular repair for ruptured thoracic aortic aneurysm in patents over 85
years old
Tohru Kaga, Masahiko Ezure, Yutaka Hasegawa, Yasuyuki Yamada, Joji Hoshino, Shuichi Okada,
Hiroyuki Morishita, Atsushi Oi
Department of Cardiovascular Surgery, Gunma Prefectural Cardiovascular Center, Gunma, Japan

Ruptured thoracic aortic aneurysm (rTAA) is a condition with high mortality rate and open surgery is highly invasive.
Therefore, it is difficult to save elderly patients. Recently, thoracic endovascular aortic repair (TEVAR) has become widely
introduced for rTAA and good outcomes have been reported. We describe four cases of rTAA in oldest-old patients
managed with thoracic endovascular aortic repair (TEVAR). Case 1: A 92-year-old female complained of hematemesis in
low blood pressure. Enhanced computed tomography (CT) revealed ruptured descending TAA into left lung. Emergent
TEVAR was performed. She developed frequent aspiration and tracheotomy was performed on postoperative day (POD) 10.
She was transferred to a long-term hospital on POD 54. Case 2: A 88-year-old female presented with back pain. Enhanced
CT showed ruptured distal arch TAA. Emergent TEVAR was done. Although she had hemothorax, her respiratory status
was stable. On POD 19, cerebral infarction occurred, and she was transferred to a rehabilitation hospital on POD 28. Case 3:
A 87-year-old female showed symptoms of chest and back pain. Enhanced CT revealed findings of impending rupture and
the diameter of TAA rapidly increased from 69mm to 80mm in 1 year. Emergent total debranch TEVAR was carried out.
On POD 1, she was extubated, but she got worse suddenly because of aspiration on POD 5. She died on POD 10. Case 4: A
87-year-old female had a back pain lasting for two days. Enhanced CT detected ruptured descending TAA and emergent
TEVAR was performed using the abdominal aorta as the access route. On POD 1, thoracic drain was inserted into left
thoracic for hemothorax. She was extubated on POD 7 and transferred to a long-term hospital on POD 20. In case 3, even
though total debranch TEVAR is relatively less invasive than open surgical repair, We couldn’t save her. TEVAR for rTAA
is considered to be effective but thoracotomy may still be risky in elderly patients.

EP1-2

A case of TEVAR for acute aortic dissection after MICS AVR and retroperitoneal tumor
resection
Masahiro Tsutsui, Natsuya Ishikawa, Tomonori Shiwasaka, Yuta Kikuchi, Ryosuke Ushioda,
Masahiko Narita, Hiroyuki Kamiya
Department of Cardiac Surgery, Asahikawa Medical University, Asahikawa, Japan

If multiple treatments are performed in short term, it is difficult to identify the cause when something happens. Here we
present a case of post multiple treatment acute aortic dissection (AAD).
A 76 years-old woman with retroperitoneal tumor was planned for surgical resection. However, preoperative examination
revealed severe aortic valve stenosis, and she first underwent minimally invasive aortic valve replacement. In this
operation, cardiopulmonary bypass was established with femoral arterial and venous cannulation. Five days after surgery,
she complained of back pain, and computer tomography (CT) revealed bleeding in the tumor, and transcatheter arterial
embolisation (TAE) was performed. Although bleeding was stopped, early surgery was considered appropriate for the tumor
and retroperitoneal tumor resection and left nephrectomy were performed on the 12th postoperative day. Four days after the
tumor resection, she suddenly suffered from persisting back pain. CT revealed AAD type B. Her aorta was dissected from
distal of the left subclavian artery (LSA) to the level of the right renal artery, and ulcer like projection (ULP) was observed
at the distal arch. Although conservative treatment started immediately, her back pain persisted and follow-up CT revealed
slightly growth of ULP. Thus, we decided performing thoracic endovascular aortic repair (TEVAR). Before performing
TEVAR, extraanatomical bypass from the left common carotid artery to the LSA was performed. Then, stentgraft was
deployed from Zone2 to just above the celiac artery. Postoperative course was uneventful and she discharged without any
complications.
In this case, aortic valve replacement, TAE and resection of the retroperitoneal tumor were performed in short term.
Therefore, it was difficult to identify the cause of AAD. Causal relationship between AAD and those procedures was unclear,
but we should care about AAD when performing treatments that may cause AAD. Moreover, if AAD occurs, selection and
timing of its treatment should be carefully considered.
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Real-Time Evaluation of Blood Flow Patterns Using AneurysmFlow for an in vivo
Abdominal Aortic Aneurysm Model
Young Jun Park, Sang Kyun Mok, Sun Cheol Park, Sang Seob Yun, Jang Yong Kim
The Department of Vascular and Transplant Surgery, Seoul St. Mary’s Hospital, Seoul, Korea

Objective: Many new tools for abdominal aortic aneurysm (AAA) rupture risk evaluation have been developed. These new
tools need detailed hemodynamic information in AAA. However, hemodynamic data obtained from in vivo research are
lacking. Thus, the objective of this study was to analyze blood flow patterns in an in vivo AAA model to acquire real-time
hemodynamic information using AneurysmFlow, a novel flow evaluation system.
Methods: Digital subtraction angiography images of patients who underwent endovascular aneurysm repair were
analyzed using the visualization function of the AneurysmFlow to classify blood flow patterns as laminar or turbulent flow.
The presence of boundary layer separation was also evaluated. The time taken for contrast medium to travel from the
infrarenal aortic neck to aortic bifurcation was acquired to calculate the flow velocity. Associations between characteristics
of aneurysm including lumen occupying ratio of intraluminal thrombus (ILT) and the hemodynamic flow pattern were
evaluated.
Results: A total of 27 AAA patients was enrolled. Their blood flow patterns were evaluated using the AneurysmFlow.
Logistic regression analyses with lumen occupying ratio of ILT as an independent variable showed that the larger the
lumen occupying ratio of ILT, the more likely the aneurysm was to show a laminar pattern (p = .04) and the more likely
the boundary layer separation would not exist (p = .03). The flow velocity from the infrarenal aortic neck to the aortic
bifurcation showed a positive association with the lumen occupying ratio of the ILT in linear regression analysis (p < .001).
Conclusion: Hemodynamic analysis of AAA with the AneurysmFlow using real-time individual patient models showed
different flow patterns and flow velocities depending on ILT. This novel analytic approach using AneurysmFlow has
potential to play an important role in evaluating the risk of rupture of AAA.

EP1-4

Increased depression risk in patients with abdominal aortic aneurysm: A nation-wide cohort
study
Mi-hyeong Kim1, Kyung-jai Ko2, Kang-woong Jun3, Jeoung-kye Hwang1, Ji-il Kim4, In-sung Moon5

Division of Vascular and Transplant Surgery, Department of Surgery, College of Medicine, The Catholic University of Korea1,
Department of Surgery, Kandong Sacred Heart Hospital2,
Division of Vascular and Transplant Surgery, Department of Surgery, Bucheon St. Mary`s Hospital, College of Medicine, The
Catholic University of Korea3,
Division of Vascular and Transplant Surgery, Department of Surgery, Uijeongbu St. Mary`s Hospital, College of Medicine, The
Catholic University of Korea4, Korean Organ Donation Agency5
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Purpose Abdominal aortic aneurysm (AAA) is a critical disease. Most studies of AAA consider reoperation rate,
complications, or mortality, but do not consider a patient`s mental state. However, there is a possibility of interaction
between AAA and depression in disease development and prognosis. We investigated the incidence and risk ratio of
depression in patients with AAA using nationwide data. Methods We selected subjects from National Health Insurance
System database who were diagnosed with AAA between 2009 and 2015 and survived at least a year after diagnosis or
AAA surgery (N = 10,373). We determined the control group using propensity score matching by age and sex. The control
group had about three times the number of subjects as the AAA cohort (N = 31,119). Results The incidence of depression
was 1.4 times higher in the AAA group than the control group. We further analyzed the incidence of depression in the
AAA group according to treatment modalities (non-surgical vs. surgical or non-surgical vs. open surgical aneurysm repair
vs. endovascular aneurysm repair) but found no significant difference among them. The incidence of depression was
significantly higher in patients less than < 65 years old than in patients ≥ 65 years old (hazard ratio = 1.539 vs. 1.27; p =
.0002). Conclusions The incidence of depression was higher in the AAA group, with an especially high risk for depression in
patients less than < 65 years old. The psychiatric status of patients with AAA should be carefully monitored for clinicians to
intervene when appropriate.

EP1-5

Perigraft seroma regression by endovascular relining after open repair of abdominal aortic
aneurysm
Boyoon Choi, Sangkyun Mok, Young Jun Park, Jang Yong Kim, Sun Cheol Park, Sang Seob Yun

Division of Vascular and Transplant surgery, Department of Surgery, Seoul St’ Mary’s Hospital, College of Medicine, The
Catholic University, Korea

Introduction
Perigraft seroma is sterile, serous fluid collection confined around the prosthetic vascular graft. Authors experienced
successful endovascular treatment of perigraft seroma, which was developed after open surgical repair of abdominal aortic
aneurysm (AAA).
Methods
A 64-year-old man presented with enlargement of aneurysm sac (11cm) 6 years after open repair of AAA with PTFE graft.
AAA was 5.5cm in diameter at initial treatment. The patient was referred to abdominal discomfortness and the CT showed
a huge perigraft seroma measuring 112 mm. The patient underwent endovascular PTFE graft relining with an Aortic
extender and 10mm x 10cm Viabahn.
Results
Perigraft seroma after open repair of AAA with PTFE graft occurs rarely. After 6 months, the Sac regressed after
endovascular relining of enlarged aneurysm sac from 112mm to 77mm in diameter. A follow-up CT scan 5 years later
showed decreased sac size with a diameter of 59mm without infection.
Conclusion
Endovascular Relining of perigraft seroma can be considered after open repair of abdominal aortic aneurism with PTFE
graft if it is not infected.
Keywords
Perigraft seroma; Abdominal aortic aneurysm; Endovascular relining.

EP1-6

Usefulness of endoanchor for Endoleak type Ia after EVAR of abdominal aortic aneurysm
with PTFE graft: Case report
Wonjong Kim, Sangkyun Mok, Young Jun Park, Sun Cheol Park, Sang Seob Yun, Jang Yong Kim

Division of Vascular and Transplant surgery, Department of Surgery, Seoul St’ Mary’s Hospital, College of Medicine, The
Catholic University of Korea

Introduction
Type I endoleaks are a subgroup of endoleaks which occur at graft ends, often due to an inadequate seal. Authors
experienced successful endovascular treatment of Type I endoleaks, which was developed after EVAR.
Methods
A 81-year-old woman with CKD came in to our hospital for incidentally found AAA. The max diameter of AAA was 6cm,
neck length was 2.5cm, neck angulation was 65 degrees and Rt. CIA length was 1.5cm. EVAR with Rt. IIA embolization
was performed and the stent graft used in the procedure was Incraft of Cordis. There was no endoleak initially. The patient
visited ER due to mild abdominal pain 3 years after EVAR. On the CT, AAA sac diameter found to be increased from
6cm to 7cm and on the contrast-enhanced ultrasound, type IA endoleak was found. The patient underwent endovascular
endoanchors.
Results
Type IA endoleak disappeared after endoanchors. Afterward, there was no perioperative complication and the patient
discharged at POD 13 with tolerable state.
Conclusion
Postprocedural migration can occur by aortic neck dilatation, sac shrinkage with concomitant sac shortening, displacement
of the stent graft from external compression. EndoAnchors can be used in revisional setting to treat migration. EndoAnchors
can be used for preventive purpose also to avoid migration. And more flexible stent graft such as Aorfix or Anaconda might
be another option to avoid migration.
Keywords
Endoleak; Endoanchor; EVAR
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MRSA Infected Aorta
Yujin Kwon

Department of Surgery, Seoul Medical Center, Seoul, R.O. Korea

Objective
Infection of aorta and inferior vena cava(IVC) is fatal and meticulous planning is needed before the treatment.
Case Description
A 66-year old male on hemodialysis was admitted due to vague abdominal pain and vomiting. He was admitted one month
previously for methicillin-resistant staphylococcus aureus (MRSA) bacteremia. On the lab, leukocytosis was observed and
MRSA was cultivated on blood culture. MRSA bacteremia was persistent after long use of vancomycin and lower extremity
edema, discoloration and altered mentality was observed. In abdomen CT, gas forming thrombus in IVC and enteric fistula
was suspected. Operation was planned to evaluate the fistula and drainage of any abscess formation. When entering the
retroperitoneal space, thrombus from aorta abruptly popped out and ruptured aorta was observed. Aorta ligation and axillofemoral bypass, femoro-femoral bypass was done.
Conclusion
Infection of major vessels can be fatal. Through imaging study and detailed planning is essential in treatment.
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Outcomes after left renal vein division during open abdominal aortic surgery: change of
renal function and left renal volume
Su-kyung Kwon1, Jin-Ho Mun1, Je-hyung Park1, Dong Hyun Kim1, Hyuk Jae Jung2, Sang Su Lee1

Division of Vascular and Endovascular Surgery, Department of Surgery, Pusan National University Yangsan Hospital, Yangsan,
Korea1, Division of Transplant and Vascular Surgery, Department of Surgery, Pusan National University Hospital, Pusan,
Korea2

Background
To gain adequate exposure of proximal abdominal aorta during open surgery (OS) of abdominal aortic aneurysm (AAA) or
aortic occlusive disease (AOD), left renal vein division (LRVD) sometimes is required. We evaluated the effect of LRVD on
the chronic renal function and CT findings including renal volume.
Methods
We retrospectively reviewed 111 patients which underwent OS for AAA or AOD from 2011 to 2020. We excluded 11
ruptured AAA cases. We compared 15 patients of LRVD group and 85 patients of non-LRVD group. We investigated
preoperative, postoperative and long-term renal function. The change of renal volumes were measured of LRVD group using
3D-enabled workstation AquariusNET software.
Results
There was no significant differences in preoperative and long-term eGFR in two groups (Table 2). eGFR was significantly
worse on postoperative day 1 in the LRVD than in the non-LRVD group (54.3 ± 28.56 vs 72.7 ± 29.15 0.026). However, it was
recovered on the postoperative day 7.
The change of renal volumes of LRVD group was evaluated preoperative and at least 1 month after follow-up using CT
images from 10 patients. The mean renal volume had decreased by 8.2% in the left kidney (P=0.055) and by 7.7% in the right
kidney (P=0.087) and the left-to-right renal volume ratio showed no significant change (preoperative 1.0 ± 0.28 vs follow up 1.0
± 0.33, P=0.647).
Conclusions
LRVD had no significant effect on chronic renal function or left renal volume relative to right renal volume.

EP1-10

Outcomes of the “EVAR first” strategy for ruptured abdominal aortic aneurysms
Fumiaki Kimura, Hiroyuki Miyamoto, Tomoki Nakatsu, Hideyuki Harada

Department of Cardiovascular Surgery, Kushiro Kojinkai Memorial Hospital, Hokkaido, Japan

Objective: In our institution, the “EVAR first” strategy for ruptured abdominal aortic aneurysms (rAAA) was introduced
in July 2016. In this study, we examined the validity of the “EVAR first” strategy. Subjects and Methods: From January
2009 to June 2021, 368 cases of AAA surgery were performed in our institution (187 cases of EVAR), of which 30 were for
rAAA.17 who underwent open surgery were assigned to group O, while 13 who underwent EVAR were assigned to group
E. The mean age was 73 years in group O and 77 years in group E. The male were 11 in group O and 8 in group E. The
mean aneurysm diameter was 67 mm in group O and 80 mm in group E (p=0.022). In group O, all the patients underwent
surgery under general anesthesia, and in group E, surgery was initiated under local anesthesia and sedation. Results: The
preoperative shock was significantly higher in group E with 13 cases than in group O with 7 cases (pa=0.001). According
to the Fitzgerald classification, types I:II:III:IV were found in 3:4:10:0 patients in group O and in 1:1:9:2 patients in group E.
The operation time was 215 min in group O and 140 min in group E (p=0.014). The EVAR devices used were Gore Excluder
(5) and Medtronic Endurant (8). Seven operative deaths occurred in group O (hemorrhage 3, multiple organ failure 3, and
arrhythmia 1). Three 3 operative deaths occurred in group E (hemorrhage 1, LOS 1, and respiratory failure 1). The operative
mortality rate was 41.2% in group O and 23.1% in group E (p=0.297). Conclusion: The operative mortality rate was not
statistically significant but was improved. The results of the “EVAR first” strategy in a depopulated area were considered
satisfactory.
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A Case of stentgraft migration treated with additional TEVAR

Tomoki Nakatsu, Fumiaki Kimura, Hideyuki Harada, Hiroyuki Miyamoto, Kentaro Iwata
Department of Cardiovascular Surgery, Kushiro Kojinkai Memorial Hospital, Hokkaido, Japan

The case was 70years old male, we followed for a thoracoabdominal aortic aneurysm(TAAA) and an abdominal aortic
aneurysm(AAA) since 2014.
Because of the TAAA was enlarge, we performed thoracic endovascular aortic repair(TEVAR). We had inserted the main
device just above the celiac artery, but type1B endoleak had appeared. So we made surgeon-modified fenestration to the
distal extension, and inserted it just above the superior mesenteric artery with the fenestration facing to the celiac artery.
However, the TAAA was enlarged due to the endoleak and the AAA was also enlarged, so in September 2020, we
performed TAAA and AAA replacement.
During that surgery, the proximal of a prosthetic graft was anastomosed to the stentgraft placed previously, and the distal
was anastomosed to the aorta just above the celiac artery. And the AAA was replaced with a straight graft.
After that, he was observed at our hospital. But in May 2021, CT showed the aneurysm rupture due to migration of
the distal stent graft, so we performed an emergency surgery. Because of his open surgical history, we selected the
endovascular treatment.
Successfully, we were able to advance the guidewire through migrated stentgraft. We deployed the new device across the
two stent grafts and completed the procedure without endoleak.
The postoperative CT showed no obvious endoleak or enlargement of the diameter of the aneurysm. And then, he was
discharged at POD13.
As a cause of rupture, when the prosthetic graft was anastomosed to the stentgraft, the stentgraft was pulled down and the
overlap with the above stentgraft was shortened.
In a case of ruptured TAAA with complex shape due to migration, we successfully performed TEVAR.
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EP1-14

Transapical thoracic endovascular aortic repair combined with cervical branch bypass for the
anastomotic pseudoaneurysm
Tomonori Shirasaka, Masahiko Narita, Ryohei Ushioda, Yuta Kikuchi, Masahiro Tsutsui,
Natsuya Ishikawa, Hiroyuki Kamiya
Department of Cardiac Surgery, the University of Asahikawa Medical University, Asahikawa, Japan

Case presentation: 74 year-old patient underwent the graft replacement of ascending aorta for acute aortic dissection. 6
years after the operation, chest computed tomography showed the expansion of pseudoaneurysm occurred at the distal
anastomosis on the lesser curve, where is just opposite side of the orifice of brachiocephalic artery. He was under the
treatment of lung cancer, and quite flail. Therefore, He seemed not to tolerate the conventional open surgery via median
sternotomy with cardiopulmonary bypass. In addition, thoracic endovascular aortic repair (TEVAR) with the common
transfemoral retrograde approach was unsuitable because of significant iliac stenosis bilaterally. Therefore, we decided to
perform TEVAR with the transapical antegrade approach.
We firstly performed the bypass to the bilateral common carotid artery and the left subclavian artery established using
8 mm prosthetic graft. Secondly, extracorporeal membrane oxygenation (ECMO) was established via inflow from 9 mm
prosthetic graft connecting to the 8 mm graft above and venous drainage from the right common femoral vein to maintain
hemodynamic stability during the delivery of stent graft.
Through small left lateral thoracotomy in the fifth intercostal space, an 8 Fr sheath and a 0.035-inch guidewire were
inserted from the apex, and the sheath was replaced with a 22 Fr sheath guided by a 0.035-inch stiff wire. A stent graft
(Valiant Navion, Medtronic. 37 × 37 mm, length 90 mm) was inserted and deployed onto the entry of pseudoaneurysm.
The transapical procedures could be performed under intentional ventricular fibrillation induced by ventricular pacing
lead attached on apex, and the driving of ECMO. Postoperatively, the patient did not suffer from any complication and
transferred to another hospital for rehabilitation.
Conclusion: We performed transapical TEVAR combined with cervical branch bypass for thoracic anastomotic
pseudoaneurysm successfully.
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A case of the celiac artery embolization through a re-entry followed by thoracic endovascular
aortic repair for a dissecting aortic aneurysm
Yoshiharu Mori, Yasuhiko Kawaguchi, Mototsugu Tamaki, Hideki Kitamura, Yasuhiro Oba,
Yasuhide Okawa
Department of Cardiovascular Surgery, Nagoya Heart Center, Aichi, Japan

A 70-years-old man had previously undergone conservative treatment for Stanford type A acute aortic dissection with an intramural hematoma
nine years ago.
He had successfully survived the acute phase without need for surgical intervention.
During the follow-up period, however, CT showed an enlargement of dissecting descending aortic aneurysm (DDA) with a diameter of 50 mm,
involving the ostium of the celiac artery (CA).
There was a punched-out hole of the ostium of the CA in the dissected flap as a re-entry.
The hole was located 2 cm above the superior mesenteric artery (SMA), and we recognized that this aneurysm could be treated
endovascularly.
The size of the re-entry (punched-out hole of the CA) was large enough to pass a 4Fr catheter thorough.
We performed CA embolization first via right femoral artery using a CX catheter 4Fr (Gadelius Medical, Stockholm, Sweden).
The main trunk of the CA and the false lumen werw embolized using detachable coils (IDC; Boston Scientific, Marlborough, MA, USA) and
(Penumbra PC 400 coil system; Medico’s Hirata INC., Osaka, Japan) to achieve early thrombosis.
One month later, we performed thoracic endovascular aortic repair (TEVAR) using the Conformable GORE TAG device 31mm-10cm & 34mm10cm (W. L. Gore & Associates, Newark, DE, USA) to cover the descending aortic aneurysm from 2cm proximal to just above the SMA ostium.
Final digital subtraction angiography revealed no endoleak.
The postoperative course was uneventful, and the patient was discharged two days after the operation.
Postoperative CT showed shrinking of the aneurysm to 49mm with complete thrombosis of the false lumen.
We successfully treated a complex DAA endovasucularly by focusing on its anatomical features.
By examining the anatomical features of DAAs precisely, we can avoid thoracoabdominal aortic repair, minimizing the invasiveness of the
intervention.

EP1-16

The modified Koning’s technique for removal of aortic endograft

Yuki Oga, Kousuke Ujihira, Reiko Kemmochi, Zen-ichi Masuda, Mitsuaki Matsumoto
Department of Cardiovascular Surgery, Tsuyama Chuo Hospital, Okayama, Japan
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The case, 85-year-old man underwent endovascular aortic repair (EVAR) with Endurant (Medtronic, Santa Rosa, California,
USA) for abdominal aortic aneurysm 4 years ago. The patient was presented with back pain and fevers. The CT scan
and needle aspiration showed an abscess around the endograft, thus we conducted a removal of the infected endograft
and replacement with Y-shaped vascular prosthesis. We tried to follow the Koning’s removal technique; however, because
the Endurant equipped thick and tilted hooks at the suprarenal stent, a 20-mL syringe failed storing the hook at drylab trial. For the safety extraction from the aorta, we used a 10-mL syringe cutting off the tip and edge in addition to 20mL syringe. First, the main body of endograft was retracted into 10-mL syringe right up to the top stent, and the hooks
were unanchored but remained touching to the wall. Second, the hooks were capsulized into the 20-mL syringe in the same
manner. We successfully removed the whole endograft from the aorta without injury by the hook, but the posterior wall
was partially defected where the suprarenal stent was buried in the aorta. Aneurysmectomy, replacement with Y-shaped
vascular prosthesis and omental flap transposition were completed. Postoperative CT scan showed an ulcer like projection at
the posterior aortic wall, whereas the postoperative course was uneventful. We considered the modified Koning’s technique
was effective for removal of the endograft without aortic injury by the hooks.

EP1-17

The Difficult Management of a Rare Case of Listeria Monocytogenes Endograft Infection
Post-Fenestrated Endovascular Aneurysm Repair
Paul Ghaly, Kejia Wang, Eric Farmer, Mehtab Ahmad

Department of Vascular Surgery, Liverpool Hospital, Sydney, Australia

An extremely uncommon cause of endograft infections, Listeria Monocytogenes graft infections are associated with high
morbidity and mortality. With only 7 cases described worldwide in the literature, the management of endograft infections
secondary to Listeria Monocytogenes is complex. Whilst the gold-standard management for endograft infections includes
complete graft resection and long-term antibiotics, this may not be feasible in medically comorbid patients, requiring the
utilisation of less invasive methods. We present a rare case of Listeria Monocytogenes aortic graft infection managed
successfully with direct sac drainage and lifelong suppressive antibiotic therapy.

EP1-18

The management of a giant non-ruptured aortic aneurysm: a case report and literature
review
Paul Ghaly, Kejia Wang, Delfino Di Mascio, Mauro Vicaretti
Department of Vascular Surgery, Westmead Hospital, Sydney, Australia

Despite the overall favourable efficacy and early outcomes of endovascular aneurysm repair (EVAR), the need to identify
and prevent complications unique to this management modality, namely endoleaks, remains a challenge. The ability to
maintain life-long surveillance after EVAR is a well-recognized issue, however, remains a necessary consideration for
preoperative planning. With a 30% to 50% annual risk of rupture associated with abdominal aortic aneurysms (AAA)
measuring >8.0cm, prompt recognition and repair are paramount. We report the case and management of a giant nonruptured AAA measuring 16.5cm in diameter in an elderly male who was lost to follow up after undergoing EVAR years
prior and review the current literature for optimal post-EVAR surveillance options.
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Accurate thoracic endovascular repair for acute Type A aortic dissection — an encouraging
success
Yi Lee1, Wei-Ling Chen2, Chung-Dann Kan3

College of Medicine, National Cheng Kung University Tainan, Taiwan1, Institute Food and Drug Administration, Ministry of
Health Welfare Taipei County, Taiwan2,
Division of Cardiovascular Surgery, Department of Surgery National Cheng Kung University Hospital, College of Medicine,
National Cheng University Tainan3

Objectives:
There is an increasing trend in using thoracic endovascular aortic repair (TEVAR) to treat acute type A aortic dissection
(ATAAD). Medtronic Valiant Navion, the newer generation stent grafts, has several advantages over previous designs when
dealing with unfavorable aortic structures.
Methods:
We report an off-labeled use of the Medtronic Valiant Navion stent graft for treatment of an 88-year-old man with ATAAD
and highly tortuous thoracic aorta.
Results:
A percutaneous TEVAR was successfully performed with three Medtronic Valiant Navion stents for coverage of zone
0B and 0C. The entire length of dissection was covered with three precisely landed, over-lapping stent grafts, without
involvement of coronary orifice at proximal end or innominate artery at distal end. His final angiography on table showed
no evidence of endoleak. The patient recovered well after the procedure. During his three-months follow-up, he has had no
stent graft-related complications.
Conclusions:
The improvements of Medtronic Valiant Navion with reduced profile delivery system, better conformability, advanced
deployment system and two types of proximal configuration are several advantages in treating challenging cases of
ATAAD. The short-term outcome of our case is satisfying, while long-while following surveillance is required to evaluate
long-term outcome.

EP1-20

Amplatzer vascular plug for the treatment of ascending aortic pseudoaneurysm
Yuta Kikuchi, Masahiko Narita, Ryohei Ushioda, Masahiro Tsutsui, Tomonori Shirasaka,
Natsuya Ishikawa, Hiroyuki Kamiya
Department of Cardiovascular Surgery, Asahikawa Medical University, Hokkaido, Japan
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Aortic pseudoaneurysm is a rare disease after ascending aortic replacement or total/partial arch replacement. It is often
located at just behind sternum and occurred at anastomotic site. The strategy of treatment is complicated due to its location
and patients’ physical circumstances.
Here, we report a case of aortic pseudoaneurysm, due to previous surgery, that was successfully treated using an Amplatzer
vascular plug (AVP) and coiling technique.
A 70-year-old male was admitted to our hospital to be found ascending aortic pseudoaneurysm. He had been performed
coronary artery bypass grafting and total arch replacement for the treatment of aortic arch aneurysm and coronary artery
stenosis 4 years ago. He had some comorbidities and the size of pseudoaneurysm was 31mm × 52mm, which was located
at just behind sternum. He also had descending aortic aneurysm due to distal stent-induced new entry (dSINE) caused
by Frozen elephant trunk used previous surgery. We assumed that the risk of open surgery is very high and decided to
perform endovascular treatment.
We performed thoracic endovascular aortic repair via the femoral artery. Then, we inserted 6-French (F) parent plus
sheath to right brachial artery and it was positioned in the pseudoaneurysm using 4F KMP catheter and Radifocus wire.
At first, we putted interlock-35 coil in the aneurysm. And AVP Ⅱ with a 16-mm dimension was placed in the neck of the
pseudoaneurysm. Subsequently, we putted Ruby coil (28mm × 60cm 3 pieces, 24mm × 60cm 1 piece) into the aneurysm to
expect facilitating thrombosis.
His postoperative course was uneventful, and he was transferred to another rehabilitation hospital. We observed that the
aneurysm was disappeared with enhanced computed tomography after 9 months. We believe that this endovascular strategy
which is combined with AVP and coiling is useful for relatively large aortic pseudoaneurysm which cannot be treated with
stent graft.

EP1-21

Fistula Puncture for Left Subclavian Artery Origin Occlusion During Zone 1 Thoracic
Endograft
Madeleine de Boer, Timothy Shiraev, Raffi Qasabian
Royal Prince Alfred Hospital, Australia

Teaching Points
· Radiocephalic arteriovenous fistulas (AVF) are viable for retrograde puncture in select patients to facilitate large sheath
access to the left subclavian artery and potentially more distal
· Puncture of AVF may reduce morbidity associated with brachial artery exposure
· Puncture of AVF allows for expediency of percutaneous access and will facilitate large sheath access
Background / Outline
We report the case of a 59-year-old male who presented with a 7cm descending thoracic aneurysm, secondary to a
conservatively managed Type B dissection two years prior. His young age and anatomy necessitated a carotid-carotidsubclavian bypass to debranch his supra-aortic trunks, and allow for an appropriate seal for a thoracic endovascular
aneurysm repair (TEVAR). The bypass and TEVAR were performed in standard fashion, however the last stage (left
subclavian artery occlusion to prevent retrograde flow into the aneurysm) involved retrograde puncture of the left
radiocephalic arteriovenous fistula (AVF), insertion of a large sheath and a 22mm diameter Amplatzer occlusion plug was
landed on the TEVAR, proximal to the left vertebral artery. The current case demonstrates the viability of retrograde
puncture of a radiocephalic fistula for large sheath access to the left subclavian artery, and potentially more distal. This is
the first reported case to do so. When compared to either percutaneous femoral or open brachial exposure, puncture of an
AVF will reduce morbidity as well as allow for both convenience and expediency of percutaneous access. We believe this
novel event would be of interest to vascular surgeons as well as interventional radiologists.
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Surgical repair of deep femoral artery aneurysm complicated by deep vein thrombosis and
pulmonary embolism

Shusuke Arai, Tetsuro Uchida, Yoshinori Kuroda, Eiichi Oba, Masahiro Mizumoto, Atsushi Yamashita,
Ai Ishizawa, Shingo Nakai, Kimihiro Kobayashi, Tomonori Ochiai, Soumei Mtsuo
Department of Cardiovascular, Thoracic and Pediatric Surgery, Faculty of Medicine Yamagata University, Japan

Isolated deep femoral artery aneurysms are rare and tend to be large at the time of diagnosis due to their deep anatomical
location. Deep femoral artery aneurysms are often complicated by rupture with subsequent lower limb amputation. On
the other hand, a large aneurysm may compress the surrounding deep femoral vein, leading to thrombosis. Herein, we
present a rare surgical case of deep femoral artery aneurysm complicated by deep femoral vein thrombosis and pulmonary
embolism. A 62-year-old man presented with dull pain and pulsatile masses in the left groin near the thigh 1 week before
his referral to our institution. Computed tomography (CT) revealed an 80 × 90-mm aneurysm in the mid-portion of the
deep femoral artery. The femoral vein was markedly compressed by the aneurysm and was thrombosed longitudinally. In
addition, asymptomatic PE was detected in the lower lobe branches of the pulmonary arteries, bilaterally Anticoagulation
therapy with heparin was started immediately, and a nonpermanent IVC filter was implanted to avoid worsening PE due to
intraoperative manipulation of the thrombosed deep femoral vein. Aneurysm repair was performed through a longitudinal
groin incision on day 3 after hospitalization. The distal deep femoral artery was perfused by the lateral circumflex femoral
artery through the collateral arteries. Therefore, we considered that distal deep femoral artery revascularization was not
necessary after aneurysm resection. After ligation of the proximal neck of the aneurysm, the aneurysm sac was opened,
and the opening of the distal outflow vessel was closed from the inside of the aneurysm. A postoperative CT demonstrated
a small thrombus trapped in the IVC filter. The IVC filter was removed along with the trapped thrombus two months
postoperatively.Preoperative inferior vena cava filter placement is effective for preventing perioperative worsening of
pulmonary embolism in this particular circumstance.

EP2-2

Salvage of Infected prosthetic graft using sartorius muscle flap rotation

Kenichi ARATA, Akira HIWATASHI, Koichiro SHIMOISHI, Hiroaki FUKUMOTO, Goichi YOTSUMOTO
Cardiovascular surgery, Kagoshima city hospital, Kagoshima, JAPAN
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Background: Graft infection is one of the most serious complication in lower limb bypass surgery. Sartoius muscle flap
rotation (SMFR) is reported as one option to preserve the infected prosthetic graft. We experienced two cases. One case
performed the distal SMFR, the other performed the proximal SMFR.
Case presentation
Case1: A 72-year-old man with hemodialysis had an above knee femoro-popliteal bypass(FPB) for CLTI graded stage4 using
prosthetic graft two months previously. FPB graft was exposed at the above knee position due to surgical site infection by
MRSA.We performed the distal SMFR under well-controlled infection after irrigation and VAC therapy with antibiotics DIV
for about a month.
Case2: A 87-year-old woman had a femoro-femoro bypass(FFB) using prosthetic graft with thrombectomy of right femoral
and popliteal artery for acute limb ischemia graded TASC Ⅱ b four months previously.FFB graft was exposed at right groin
due to surgical site infection by MRSA, We performed the proximal SMFR under well-controlled infection after irrigation
with antibiotics DIV for about a month.
Postoperative course of both cases was uneventful with no recurrence of infection.
Summary: Preoperative well-controlled infection will be the key to the success of SMFR for preserving infected graft. SMFR
would be alternative useful method for infected graft, although the cases are limited.

EP2-3

Debunking the Myth: Case Report of Acute Embolic Limb Ischemia Post-COVID-19
Vaccination

Muthu Viknesh1, Tang Chee Chuan1,3, Che Jamal Abdillah1,4, Kishen Raj Chandra2, Lenny Suryani Safri2,
Mohamad Azim Md Idris2

Department of General Surgery, National University of Malaysia, Kuala Lumpur, Malaysia1, Vascular Surgery Unit, Department
of General Surgery, National University of Malaysia, Kuala Lumpur, Malaysia2, Penang General Hospital3, Tuanku Ja’afar
Hospital4

INTRODUCTION
The pandemic of COVID-19 has lead to numerous social challenges, lockdowns, and quarantines. Vaccination remains an
“escape” from this disease, although a general fear of the complications from the vaccine remains. Moreover, as we reach
for complete immunization, thromboembolic events secondary to these vaccines have spread as non-verified rumors, further
hampering the progress of the vaccination program. A severe problem of a thromboembolic event is acute limb ischemia.
CASE REPORT
We present a case of acute lower limb ischemia, four days after COVID-19 vaccination, successfully underwent a femoral
arterial embolectomy under local anesthesia. A comprehensive post-operative workup revealed pre-existing cardiomyopathy
that was unknown to the patient.
CONCLUSION
Although there are reports of incidence of vaccination-associated thrombosis leading to ischemic events, these still need
validation and trials to be accepted as a norm. Hence, through this case report, we stress the importance of always
identifying the commonest etiologies and not be dissuaded by post-vaccination complications as a cause.

EP2-4

Delayed percutaneous transluminal angioplasty(PTA) on the below-the-knee(BTK) artery
access from In-situ bypass graft: A case report
Kang Woong Jun1,2, MiHyeong Kim1, In Sung Moon1, Jeong Kye Hwang1, Ji Il Kim2

Department of Vascular Surgery The Catholic University of Korea, Seoul, Korea1, Department of Surgery/ Uijeongbu Eulji
University, Uijeongbu, Korea2

Critical limb threatening ischemia (CLTI) is condition of end stage of peripheral artery disease, and associated with high
morbidity, mortality, and limb loss rate. Most of CLTI patients have complex, multilevel arterial lesions, and as the success
of endovascular intervention is largely defined by the complexity of atherosclerosis within the anticipated target arterial
path (TAP) that provides inline flow to the foot, revascularization is very challenging to vascular surgeon.
A 78 year-old male patient was visited to clinic right(Rt) 1st toe rest pain (NRS 8) with unhealed ulcer for 2weeks. Anklebrachial index(ABI) was not check on Rt leg, and on CT angiography demonstrated that significant stenosis at right distal
superficial femoral artery(SFA) and proximal popliteal artery(PoA), complete occlusion at right mid PoA (P2 lesion) by large
calcified plaque, and segmental occlusion at Rt anterior tibial a.(ATA), right mid poterial tibial a.(Post. TA)(fig 1.). Due to
heavy calicific occlusion on Rt PoA.( 5㎝ in length), we perform the Femoro-popliteal (BTK) artery in-situ bypass with GSV
using valvulotome. After bypass surgery, ABI was improved to 0.64 at post operative day(POD) 14 and pain was improve,
but the ulcer was not improve at POD 2month. We cut-down the bypass graft of the mid-thigh level, and puncture with
micro-needle, 5Fr sheath was inserted, we performed the PTA with 2.5mm balloon on ATA, Post. TA and 2mm balloon on
common plantar artery(fig 2). After post-intevention day 3 month, ABI was improve to 0.77, ulcer was completely healed
and pain subside without any needs of analgesics.
CLTI with multilevel lesion, successful revascularization is very challenging, though, combination of surgery and
endovascular, with staged procedure could another treatment of option for old age, high risk patient with CLTI.
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Pathological Examination in A Patient With Acute Limb Ischemia Due to COVID-19
Chiharu Tanaka

Tokai University Hachioji Hospital, Tokyo, Japan

COVID-19 infection causes coagulopathy resulting in myocardial infarction, cerebral infarction, and arterial thromboembolism.
The etiology of the thrombus formation have not been elucidated. We report a case of acute arterial thromboembolism
caused by COVID-19 with a pathological finding.
A 62 year-old-man was brought to the emergency room. The patient complained fever, cough, and malaise for 12 days,
and was diagnosed as COVID-19 pneumonia. He was admitted to the hospital and underwent intravenous injection of
Remdesivir, Dexamethasone, and unfractionated heparin. However, on the following day, acute ischemic symptom of the left
lower limb was appeared. The enhanced CT revealed the accumulated thrombus in the aorta at the juxtarenal level. The
left iliac artery was obstructed with thrombus. Emergent thrombectomy was performed. The postoperative course was
uneventful except for prolonged respiratory management with ventilator. Unfractionated heparin had been administrated
for 1 week followed by warfarin. The excluded thrombus was pathologically examined, and the large platelet aggregate
formation with meshed fibrin deposition was observed. Additionally, the majority of inflammatory cells were neutrophils,
and it may suggest the endothelial injury followed by neutrophil infiltration which could be a source of excess neutrophil
extracellular traps caused by COVID-19.
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A Case report of graft sclerosis after distal bypass with early postoperative onset
Ai Tochikubo, Hisashi Uchida, Hiroko Okuda, Hiroki Yoshida
Department of Cardiovascular Surgery, Sapporo Kosei Hospital, Japan
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Graft sclerosis is one of the late complications of distal bypass graft. It generally develops after 5-8 years after surgery. This
time, we report a case of early onset graft sclerosis and repeated revision in the first, second, and fourth years after distal
bypass. The case is a woman 50s years old, Sjögren’s syndrome, positive phospholipid antibody and dyslipidemia with rest
pain in her foot. We performed common iliac artery stent and superficial femoral artery-dorsal pedis artery bypass with
great saphenous vein in situ graft. The vein graft quality evaluation in the operation was fair. An ultrasound examination at
the first year after the operation revealed significant stenosis in the grafts of the thigh and knee, graft partial replacement
and patch plasty were performed, respectively. Again the graft sclerosis was recognized in the knee and peripheral
anastomosis at the second year and the fourth year. Revision surgery were performed, respectively. In the histopathological
diagnosis carried out at all repairs, atherosclerotic changes with thrombus were observed in the thickened graft inner
membrane. Generally intimal hyperplasia occurs in the early process of remodeling, in the other hand graft sclerosis
develops in the late postoperative period, the frequency is about 4%. There have been various reports of the cause but the
mechanism is still unknown. This case is considered to be a rare case in which atherosclerotic change was pointed out in
autologous vein graft at the early postoperative period. We will report this case with some literature review.

EP2-7

A case of femoro-anterotibial bypass grafting with a distal vein cuff

Mitsuru Yuzaki1, Yasuka Nakanishi1, Kota Agematsu1, Yusaku Takagaki1, Yoshiharu Nishimura2

Department of Cardiovascular Surgery, Saiseikai Wakayama Hospital, Wakayama, Japan1, Department of Cardiovascular and
thoracic Surgery, Wakayama medical University, Wakayama, Japan2

(Introduction) SVG has been made to be the first choice for the bypass to the crural artery. However, there are some cases
that we have no choice but to use prosthetic graft due to inappropriate SVG. Using a vein cuff at the distal anastomosis has
been reported to improve the patency rate. Various types of vein cuff were reported. We present our experience with the
case of femoro-anterotibial(ATA) bypass grafting with a distal vein cuff.
(Case)A 77 year-old man with polycythemia vera was admitted to our hospital. At the age of 73, he underwent bilateral
below knee femoro-popliteal bypass with in situ SVG for thrombotic occlusion at bilateral femoro-popliteal artery. Recently,
he had a feeling of coldness in the left lower extremity and an ulcer in the anterior tibia, and the ABI of the left lower limb
had decreased to 0.35. Angiography showed that the SVG and the part from below knee popliteal artery to the tibioperoneal
trunk were occluded. Following this result, we planned a femoro-anterotibial bypass using prosthetic graft with vein cuff. A
residual GSV was harvested from the right lower leg. After side-to-side anastomosis between the GSV and ATA, the GSV
was cut and shaped like a boat foam. A 6-mm heparin bonded ePTFE graft anastomosed to the CFA was tunneled through
the subcutaneous lateral route, and anastomosed to the GSV cuff. After the operation, DPA became palpable and the ulcer
healed.
(Conclusion) This vein cuff technique can be easily anastomosed to a small artery by performing a side-to-side anastomosis,
and useful to confirm bleeding at the time of completion of the vein cuff.
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The influence of calcification on outcomes after balloon angioplasty with DCB for
femoropopliteal lesion
Dong hyun Kim, Su Kyung Kwon, Je Hyung Park, Jin Ho Mun, Sang Su Lee

Division of Endovascular and Vascular Surgery, Department of Surgery, Pusan National University Yangsan Hospital, Yangsan,
Korea

Purpose : The aim of this study was to investigate whether the degree of calcification assessed by Compliance 360°score
was associated with clinical outcomes of endovascular treatment for femoropopliteal lesions.
Methods : The study retrospectively evaluated 353 vessels in 275 patients (85.1% male; mean age, 70.4 ± 10.5 years) who
underwent successful EVT for de novo femoropopliteal lesions from April 2015 until April 2019 in a single vascular center.
The patients were categorized using the Compliance 360 °score (which divide lesion into 5 grades: grade 0, the calcium
deposit is absent from the circumference and length; grade 1, the calcium deposit has a circumference less than 180°and
less than half of lesion length; grade 2, the calcium deposit has a circumference less than 180°and greater than half of lesion
length; grade 3, the calcium deposit has a circumference greater than 180°and less than half of lesion length; and grade 4,
the calcium deposit has a circumference greater than 180°and greater than half of lesion length.). The main outcome was
primary patency. And the secondary outcome were mortality and major adverse limb events [any intervention (repeat EVT
or surgical revision) or major (above ankle) amputation]. Cox proportional hazards analysis was used to explore whether the
degree of calcification of superficial femoral artery was an independent predictor of clinical outcomes.
Results : The distribution of Compliance 360°score was 0 in 39.1%, grade 1 in 28.6%, grade 2 in 13.9%, grade 3 in 9.3%, and
grade 4 in 9.1%. The 2-year primary patency rates in these grades, respectively, were 79.5%, 72.6%, 75.1%, 59.3%, and 34.7%
(p<0.001). After multivariate analysis, Grade 4, diabetes, were associated with loss of primary patency.
Conclusion : compliance 360 grade 4 calcification was independently associated with clinical outcomes after EVT for
femoropopliteal lesions.
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endovascular treatment of popliteal artery occlusion after blunt trauma : case report
Min Sang Song1, Dong Hyun Kim2, Su Kyung Kwon2, Je Hyung Park2, Sang Su Lee2

Department of Surgery, Bongseng Hospital, Busan, Republic of Korea1, Division of Endovascular and Vascular Surgery,
Department of Surgery, Pusan National University Yangsan Hospital, Yangsan, Korea2
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Introduction: Surgical management of popliteal artery injury has been reported in various ways. However, there are few
cases in which popliteal artery occlusion was resolved with endovascular treatment after blunt trauma. In this case report,
we report the resolution of popliteal artery trauma with endovascular treatment.
Case: The patient was a 41-year-old female and had no past medical history. The chief complaint was intermittent
claudication of the left leg, which lasted for more than 10 years. The preoperative ABI was 1.08 / 0.95, and the reading of
the CT angiogram performed to confirm the lesion confirmed that it was popliteal artery entrapment syndrome (type 1).
The treatment of choice for popliteal artery entrapment syndrome type 1 is popliteal artery release alone or bypass surgery
using a vein graft. However, in this patient, when tracing the popliteal artery on CT angiogram and MR, faint traces of
popliteal artery. Therefore, we decided to proceed endovascular treatment instead of surgical treatment. An antegrade
approach from the superficial femoral artery and a retrograde approach from the posterior tibial artery were rendezvous
and passed through the wire through the lesion. Then, angioplasty was performed using a 2.5mm and 4mm diameter balloon
in sequence. In the post balloon angioplasty angiogram, the collateral vessel was shrunken, the ABI of the left leg increased
from 0.95 to 1.12, and it was confirmed that the claudication symptoms were also improved.
Conclusion: It may be difficult to differentiate between popliteal artery traumatic occlusion and entrapment syndrome by
image reading alone, and if there is a history of trauma, it is better to consider endovascular treatment first.
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PAD cases with high levels of brain natriuretic peptide have a poor prognosis

Hiroyuki Nagita, Taku Kokubo, Kazuki Takahashi, Natsumi Fukuhara, Tadahiro Sasajima
Department of Vascular Surgery, Edogawa Hospital, Tokyo, Japan

[Purpose] We examined the significance of brain natriuretic peptide (BNP) in predicting life prognosis in patients who
underwent revascularization for Peripheral arterial disease (PAD).
[METHODS]In 8 years from 2012, We included 240 patients with PAD who underwent revascularization by bypass and
excluded HD cases from the study.Preoperative plasma BNP of PAD patients was measured, and the relationship between
comorbidities, lower limb ischemia severity, and postoperative life prognosis was retrospectively examined.The BNP cut off
value was set to 60 pg / ml, and the analysis was performed by dividing into two groups, a high value group (106 cases) and
a low value group (134 cases).
[Results] Compared with the low BNP group, the high BNP group had a significantly higher history of diabetes and heart
disease, and the ischemia of the lower limbs was also higher. Even after revascularization, the prognosis for life was
significantly poor in the high BNP group after 5 years. [Conclusion] In PAD, BNP value could be a predictor of life prognosis.
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Surgical repair for prosthetic graft infection after hybrid bypass for asymptomatic PAD
patient

Hirotaka Ohashi, Masahiro Tezuka, Takashi Kato, Masahiro Seki, Yusuke Takei, Hironaga Ogawa,
Go Tuchiya, Shunsuke Saito, Ikuko Shibasaki, Koji Ogata, Hirotsugu Fukuda
Dokkyo Medical University Hospital Cardiac and Vascular Surgery, Tochigi, Japan

The patient is male dialysis patient in his 50s. For asymptomatic left lower limb PAD, left external iliac artery to aboveknee popliteal artery bypass grafting with prosthetic graft was performed. Then, covered stents were used for central and
peripheral anastomosis. After that, he developed the prosthetic graft infection, and he was administered antibiotics for over
a year and was undergone translocation of the prosthetic graft to muscle layer. However, the prosthetic graft infection
recurred and was judged to be untreatable by the previous hospital. Therefore, the patient was referred to our hospital.
When the patient came to our clinic, the prosthetic graft was exposed above the left knee. We suspected infection existed
only exposed grafts by the preoperative examination. However, partial removal of the graft might be caused the thrombotic
occlusion of the iliac artery, we removed all of the graft and covered stent. And we performed from left external iliac artery
to common femoral artery bypass with a rifampicin-soaked prosthetic graft. Because of asymptomatic PAD originally, we did
not perform revascularization on the lower extremities. No symptoms of ischemia in the lower extremities were observed
postoperatively. After about one month of antibiotic treatment, the infection settled down and the patient was discharged.

EP2-14

Long-term results of ascending aorta-external iliac artery bypass

Yusuke Tsukioka, Takeyuki Kanemura, Yoshinori Nakahara, Yoshifumi Itoda, Masato Shioya,
Shunya Ohno, Retsu Tateishi, Shinichiro Aoyagi
Department of Cardiovascular Surgery, IMS Katsushika Heart Center, Tokyo, Japan

Ascending aorta-iliac artery bypass is a good option for young patients with aortoiliac occlusive disease who have a
history of laparotomy, dissected abdominal aorta, or a concomitant cardiac procedure. Among 5 postoperative cases of this
procedure at our facility, 4 patients’ grafts are patent. One patient developed total occlusion of graft and right external
iliac artery likely due to flow competition and thrombotic tendency because of malignancy and cessation of anticoagulation.
Thrombectomy was conducted in the lesion from the right external iliac to the popliteal artery, considering the risk of
causing devastating embolization during thrombectomy near the ascending aorta.
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Analysis of atherosclerotic plaque distribution in carotid artery
Shin-Seok Yang, Dong-Ik Kim

Division of Vascular Surgery, Sungkyunkwan Univ. School of Medicine, Samsung Medical Center, Korea

Objective: The present study was designed to investigate the hypothesis that the low shear stress of outer wall in carotid
bifurcation is the most common area of atherosclerotic plaque.
Methods: This is an observation study of patients with <50% stenosis of common and internal carotid artery identified by
duplex ultrasound in health promotion center. The location of plaque was categorized as a quarter of cross-section in distal
common carotid artery (CCA) and proximal internal carotid artery (ICA).
Results: Among 3486 duplex scans of carotid artery, a total of 1248 patients (75.6% male; mean age, 68.8 ± 9.5 years; 638
right ICA, 676 left ICA, 545 right CCA and 520 left CCA) who have <50% stenosis were included. In duplex scans, common
positions of plaque were posterior and anterior section (right side - posterior 30.1%, anterior and posterior 20.4%, anterior
17.1%; left side - anterior 24.3%, posterior 21.0%, anterior and posterior 19.7%) in ICA. Plaque distributions in CCA were
similar with those of ICA (right side - posterior 31.7%, anterior and posterior 29.4%, circumferential 14.5%; left side - posterior
31.5%, anterior and posterior 28.1%, anterior 15.4%). It showed a similar trend in the distribution of the plaques according to
age.
Conclusions: In patients with <50% carotid stenosis, anterior and posterior section were atherosclerotic plaque-prone site in
CCA and ICA. Posterolateral section, which is low shear stress in carotid bifurcation, was low distribution of plaque in this
study. Further validation of the association the low shear stress and distribution of atherosclerotic plaque in carotid artery is
needed.
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Giant superior mesenteric artery aneurysm treated by endovascular stent graft placement in
a very elderly woman
Ryo Okubo, Norifumi Otani

Department of Cardiovascular Surgery, Sapporo Teishinkai Hospital, Japan

Superior mesenteric artery aneurysms are very rare, accounting for only about 5% of all abdominal internal aneurysms.
The Society for Vascular Surgery guidelines 2020 recommend immediate treatment regardless of aneurysm diameter,
and endovascular treatment is the first choice if possible. However, due to the frequency of occurrence, there are only a
few reports of endovascular treatment of true aneurysms. We report a case of a woman in her 90s with a giant superior
mesenteric artery aneurysm who underwent stent graft placement with a favorable outcome.
A 92-year-old woman was brought to the emergency room with a complaint of fever. As a result of a thorough examination,
the patient was admitted to the hospital for treatment of urinary tract infection. The patient was referred to our department
because of a markedly enlarged superior mesenteric artery aneurysm. The aneurysm was a saccular mass with well-defined
margins. The maximum diameter is 96 mm. Antibiotic therapy was started on the day of admission, and endovascular
treatment was performed on the day 9. The right hepatic artery bifurcated at a point 25 mm from the origin of the superior
mesenteric artery. A 7 × 25 mm VIABAHN VBX was implanted, but blood flow into the aneurysm was observed, so an 8
× 25 mm VIAVAHN VBX was added to partially protrude into the aorta and post-dilated with an 8 mm balloon. Blood flow
into the aneurysm disappeared, and the procedure was completed. One week after surgery, contrast-enhanced computed
tomography (CT) showed a contrast effect in the aneurysm, but most of it was thrombosed, so the patient was discharged
on the same day with careful follow-up. There was no recurrence of fever, and the endoleak disappeared in the CT at 4
months postoperatively.There was no increase in the diameter of the mass in the 7-month postoperative CT.

EP4-2

SPLENIC INFARCTION CAUSED BY THROMBOSIS OF
CELIACOMESENTERIC TRUNK: A CASE REPORT

MUHAMMAD SYAFIQ IDRIS1, JIA HIM LAU2, KUMARAGURU KRISHNASAMY PILLAY3,
HANIF HUSSEIN3

DEPARTMENT OF SURGERY, UNIVERSITY OF MALAYA MEDICAL CENTRE, Malaysia1, DEPARTMENT OF RADIOLOGY,
HOSPITAL KUALA LUMPUR2, DEPARTMENT OF GENERAL SURGERY, HOSPITAL KUALA LUMPUR3
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INTRODUCTION:
The celiacomesenteric trunk is a very rare anatomical variant, which accounts for less than 1% of all celiocomesenteric
anomalies. We report a case of splenic infarct, as a result of acute thrombosis of celiocomesenteric trunk.
CASE PRESENTATION:
A 34-year-old man, with background history of left ventricular clots before, presented with one-day-history of epigastric
pain. His abdomen was soft with no peritonism. The lactate was within normal level. CT scan was done, revealing
celiacomesenteric trunk, in which the superior mesenteric artery (SMA) arises from. There was thrombosis noted in the
SMA. Splenic infarct was also noted. He successfully underwent percutaneous aspiration thrombectomy one day after
presentation. After a week, he complained of per rectal bleeding, which raised suspicion of bowel ischemia. On laparotomy,
there was enterocolitis at right sided colon and terminal ileum, with no bowel ischemia noted. Spleen was removed at same
setting. He was discharged well 5 days after surgery with oral warfarin as long-term anticoagulant.
DISCUSSION AND CONCLUSION:
Celiacomesenteric trunk is a rare variation in human. It may be discovered incidentally during surgery or in radiological
imaging, which was the case with our patient. Endovascular revascularization is an attractive option for mesenteric ischemia,
especially in patients with no signs of bowel ischemia.

EP4-3

Endovascular treatment of renal artery aneurysms with Guglielmi detachable coils
Hideyuki Harada1, Hiroyuki Miyamoto1, Tomoki Nakatsu1, Fumiaki Kimura1, Yuto Suzuki2,
Taketo Kataoka2

Department of Cardiovascular Surgery, Kushiro Kojinkai Memorial Hospital, Japan1, Department of Neurosurgery, Kushiro
Kojinkai Memorial Hospital2

Background：Renal artery aneurysms (RAA) are a relatively rare vascular entity. Treatment could be either surgical or via
an endovascular way. The main goal of therapy is to prevent fatal rupture.
Purpose：To evaluate the usefulness and safety of endovascular occlusion of true RAAs with Guglielmi detachable coils
(GDCs).
Material and Methods：From January 2016 to June 2021, 7 patients presented with 7 RAAs. The mean age was 72.7 years
(range 60 to 81). Five were classified as Rundback type I, one was type II, and one aneurysm was type III. All patients were
asymptomatic. Aneurysmal sac diameter varied between 10.2 and 35.7 mm. 4 RAAs were treated by endovascular selective
embolization with GDCs. All coils were delivered through a microcatheter with a femoral approach.
Results：All RAAs were occluded successfully. There were no complications. All patients were discharged with preserved
renal function. Follow-up with CT angiography was obtained in all endovascularly treated aneurysms (range 7–47 months,
mean 26.5 months).
Conclusion：Endovascular treatment of RAAs with microcoils is a safe, effective, and less invasive alternative to surgical
treatment.

158

E-Poster 5

Aortoiliac

EP5-1

Endovascular repair for abdominal aortic aneurysm rupture with neurofibromatosis type 1

Shingo Nakai, Tetsuro Uchida, Yoshinori Kuroda, Atsushi Yamashita, Masahiro Mizumoto, Eiichi Ohba,
Ai Ishizawa, Kimihiro Kobayashi, Tomonori Ochiai, Soumei Matsuo, Syusuke Arai
Second Department of Surgery, Yamagata University, Yamagata, Japan

Background: Neurofibromatosis type1 (NF-1), known as von Recklinghausen disease is a rare congenital disorder with
autosomal dominant inheritance. Severe perioperative complications owing to the congenital fragility of the vascular
wall in NF1 patients has been reported. The optimal vascular surgical approach is still controversial. Here, we report an
endovascular aortic repair (EVAR) of abdominal aortic aneurysm (AAA) rupture in a patient with NF-1.
Case presentation: A 78-year-old woman of NF1 was transferred to our institution with a diagnosis of ruptured AAA.
The patient showed multiple café-au-lait spots, numerous neurofibromatosis, and severe scoliosis. Emergency EVAR
was performed without any technical difficulty. Despite uneventful postoperative course, she developed idiopathic left
cervical hematoma because of the hemorrhage from left vertebral artery and required tracheostomy due to severe airway
obstruction. On postoperative day 40, she was transferred to a rehabilitation hospital without recurrent bleeding.
Conclusion: In patients with NF1 necessitating vascular surgical procedures, surgeons should keep in mind the vascular
wall fragility which might be related to the optimal treatment strategy and its complications.

EP5-2

Acute aortic occlusion of an abdominal aortic aneurysm

Ai Ishizawa1, Tetsuo Watanabe2, Yuki Sekine2, Shuji Toyama2, Tetsuro Uchida1, Mitsuaki Sadahiro3

Department of Surgery II, Yamagata University Faculty of Medicine, Yamagata, Japan1, Department of Cardiovascular Surgery,
Sendai City Hospital2, Yamagata City Hospital SAISEIKAN3
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Acute aortic occlusion (AAO) of an abdominal aortic aneurysm (AAA) is extremely rare and causes widespread ischemia,
resulting in high mortality and morbidity. We present a case of AAO of an AAA that was successfully treated with
endovascular aneurysm repair (EVAR) using balloon thrombectomy. An 82-year-old woman presented to our emergency
department with marked coldness and weakness of the bilateral legs. Contrast-enhanced computed tomography (CT)
revealed an infrarenal AAA (41 mm in diameter) that was acutely thrombosed with extension into the bilateral common
and external iliac arteries, and she was diagnosed with AAO of an AAA. Proximal neck anatomy of the AAA confirmed
suitability for EVAR, and we performed balloon thrombectomy followed by EVAR, which restored blood flow through
the iliac arteries. Bilateral limb movements improved, and we observed no symptoms attributable to pelvic or lower limb
ischemia postoperatively. Notably, CT performed one month preoperatively had revealed an infrarenal AAA without
mural thrombus or significant stenosis of the bilateral iliac and femoral arteries. Considering the potential risk of peripheral
obstructive lesions, AAA morphology, comorbidities, and/or fraility, EVAR combined with balloon thrombectomy could be a
less invasive therapeutic strategy for immediate revascularization in patients with AAO of an AAA.

EP5-3

Withdrawal

EP5-4

The Identification and Management of the Profunda Femoris Artery as a Rare Source of a
Type II Endoleak
Paul Ghaly, Kejia Wang, Delfino Dimascio, Mauro Vicaretti

Department of Vascular Surgery, Westmead Hospital, Sydney, Australia

Internal iliac artery aneurysms are found in 20% of abdominal aortic aneurysm (AAA) cases, with a high associated
mortality rate in the event of rupture. Endoleaks are a common complication following endovascular aortic aneurysm
repair (EVAR), with type II endoleaks being the most common subtype. Transarterial or direct sac puncture techniques
are increasingly being favoured over open surgical repair due to the challenging nature open surgery presents in accessing
the feeding vessel(s). We describe the rare source of a persistent type II endoleak feeding from the profunda femoris and
left superior gluteal arteries in an 83-year-old male who 3 years prior underwent fenestrated endovascular aortic aneurysm
repair and right hypogastric artery embolisation for the treatment of a juxtarenal AAA and large right hypogastric artery
aneurysm measuring 44mm, identified using multiplanar selective digital subtraction angiography.
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Endovascular stenting for arterial injury in trauma: A case report.

Kishen Raj Chandra1, Zalikha binti Kamarudin1, Krishna Kumar Katheraveloo1, Lenny Suryani Safri1,
Mohamad Azim Idris1, Nik Azuan Nik Ismail2

Division of Vascular Surgery, Department of Surgery, Hospital Canselor Tuanku Muhriz, Malaysia1, Division of Interventional
Radiology, Department of Radiology, Hospital Canselor Tuanku Muhriz2

The utilization of endovascular interventions with a covered stent for vascular injuries are in rising trend. The approach
was first introduced in 1991 with ballon-expandable intraluminal graft for subclavian artery injury. Axillary artery
involvement rarely occurs in trauma, as it is protected in the thoracic inlet; however, injuries can cause significant morbidity
and even mortality to patients. Surgical exploration and repair of axillary artery poses substantial challenge to surgeons,
with potential exacerbation of iatrogenic trauma to neurovascular bundles and other surrounding structures. Endovascular
technique is amenable to overcome these difficult anatomic regions. We describe a case of traumatic proximal axillary artery
injury in a young man that was successfully managed with endovascular stenting.
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EP7-1

Total Arch Replacement for primary aortic angiosarcoma extending in the ascending and
arch aortae
Hironobu Sakurai1, Takeshi Someya1, Satoshi Yamamoto2, Hidehito Kuroki1, Toshizumi Shirai1

Department of Cardiothoracic Surgery, Ome Municipal General Hospital, Tokyo, Japan1, Department of Surgery, Ome
Municipal General Hospital, Tokyo, Japan2

Primary aortic angiosarcomas are rare and typically carry extremely poor prognoses owing to their aggressive behavior and
delayed diagnosis. The management of angiosarcomas is controversial.
We report a case of angiosarcoma in the ascending and arch aortae in a 55-year-old woman, presenting with recurrent
strokes. Contrast-enhanced computed tomography revealed irregular masses extending from the ascending aorta to the
descending aorta, along with wall thickening. Transesophageal echocardiography showed high echoic and mobile masses
in the aorta. Although the mass appeared to be a thrombus, vegetation, atheroma, or tumor, it was difficult to establish
a diagnosis preoperatively. Surgery was planned to confirm a diagnosis and offer appropriate treatment. The operative
findings showed a large fungating tumor originating from the intima of the aorta with invasion extending from the
ascending to the proximal descending aorta, suggesting difficulty in en bloc mass resection. The ascending and proximal
arch aorta were transected and the masses in the distal arch aorta and proximal descending aorta were resected. Total arch
replacement using the frozen elephant trunk technique was performed to prevent further embolization from the residual
tumor in the descending aorta. Pathological and immunohistochemical examination of the specimen indicated angiosarcoma.
Though the patient initially recovered well from the surgery, her condition deteriorated rapidly 8 days postoperatively. She
died of multiple cerebral emboli and brain metastasis on the 19th postoperative day (seven months after the initial episode).
We present an extremely rare case of aortic angiosarcoma extending in the aorta, which caused recurrent strokes. The
features observed on preoperative multimodality imaging were similar to those of non-tumor lesions. The surgical procedure
was performed to establish the diagnosis and prevent further embolization. This case illustrates how the difficulty of
accurate diagnosis and the aggressive behavior of angiosarcomas result in poor prognosis.

EP7-2

Rare case of Paraganglioma of the Neck

Alexander Dimitri Combes, Gabrielle McMullin
Department of Vascular Surgery, Sutherland Hospital, Sydney, Australia

Introduction
Paragangliomas are tumours arising from outside the adrenal medulla from chromaffin cells of the autonomic nervous
system. Their incidence is approximately 3 per million and around 30-40% are hereditary often involving the Succinate
Dehydrogenase Tumour Suppressor Gene (SDH). This case follows the rare presentation of a patient with a Right Carotid
Body Paraganglioma
Case Presentation
A 46-year old male presented with a right sided neck lump. He stated the lump had been present for several years but had
become slighlty larger in size over the previous 6 weeks. The patient also reported light-headedness the week prior to his
presentation but at no point had any pain assosciated with the lump. The patient has a history of non-insulin dependent
diabetes, hypertension, paroxysmal atrial fibrillation, TIA, G6PD-Deficiency and is an ex-smoker. His father also had a mass
removed from his neck 30 years prior, but was unsure of the histopathology. His examination revealed a 2.5x2cm nontender lump under his right mandible. A Carotid Doppler showed a highly vascularised carotid body tumour. An MRI was
performed due to suspicion of compression of the carotid arteries showing no compression. A carotid body embolisation was
performed of the right common carotid and external carotid artery reducing flow to the tumour.
He was then admitted to hospital for resection of his right carotid body tumour. There were no complications and the
patient was discharged home 5 days later. Histopathology returned as Paraganglioma with SDHB Immunoperoxidase Stain
showing normal expression and therefore did not undergo any screening for malignancy.

162

E-Poster 8

Vascular Access

EP8-1

Superiority of basilic vein transposition versus forearm loop graft as third option
KeunMyoung Park1,2, YongSun Jang1, SungTeak Jung2

Incheon Vascular surgery clinics, Incheon, Korea1, Inha univsrsity hospotal, Korea2

Background: Radial-cephalic arteriovenous fistula and brachial-cephalic arteriovenous fistula are the first and second choices
for creating vascular access in dialysis patients as recommended by the National Kidney Foundation Kidney Disease
Outcomes Quality Initiative. Basilic vein transposition(BVT) or use of a forearm loop graft (FLG) is recommended thereafter.
The aim of this study was to compare the outcomes and patency rates between BVT and FLG.
Methods: Data collected in our prospectively maintained database of patients with chronic renal dysfunction requiring
hemodialysis were analyzed. From January 2017 to December 2019, there were 28 patients with a basilic vein transposition
(BVT) and 22 patients with forearm loop graft (FLG) included. Maturation rate, maturation time, primary, primary assisted,
secondary patency rate and reintervention were compared between two groups.
Results: Maturation rate of BVT was 96.4%, relatively FLG 95.5%(p=0.845). Mean maturation time of BVT was 102.5 days
(range; 91-132 days), relatively FLG 81.9 days (range; 67-94 days)(p=0.02)
During mean follow-up time was 18 months, there were 5 interventions in BVT, relatively 12 interventions in FLG.
The 1 year primary patency rate of BVT was higher than that of FLG (85.2% vs 65.8 %, p <0.01). Secondary patency rate of
BVT was also higher than that of FLG (93.4% vs85.4%, p< 0.01). FLG, diabetes, female and age over 60 were risk factors of
intervention.
Conclusions: In this our study, basilic vein transposition has better primary patency and secondary patency, fewer
reinterventions compared with PTFE loop.

EP8-2

Endovascular Stenting For Inadvertent Right Subclavian Artery Puncture. A Case Report.

Kishen Raj Chandra Sakaran1, Chung Hon Chia1, Krishna Kumar Katheraveloo1, Lenny Suryani Safri1,
Mohamad Azim Idris1, Nik Azuan Nik Ismail2

Division of Vascular Surgery, Department of Surgery, Hospital Canselor Tuanku Muhriz, Malaysia1, Division of Interventional
Radiology, Department of Radiology, Hospital Canselor Tuanku Muhriz2

Although central venous catheterization is a fairly common procedure done in clinical settings, it is not without its own
complications that could pose danger of morbidity and mortality to the patients. When arterial puncture is suspected, the
catheter should be left in place and the Vascular Surgeon should be alerted. The definitive management could be via open
surgical repair or endovascular intervention. We describe a case of inadvertent right subclavian artery puncture following
right internal jugular vein catheterization that was successfully treated with endovascular intervention.
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Impact of a cuffed extended polytetrafluoroethylene graft at the venous anastomosis for
hemodialysis vascular access
Jun Gyo Gwon

Department of Surgery, Korea University, Seoul, Korea

Introduction
Consensus is lacking on evaluations of the effect of cuffed expanded polytetrafluoroethylene (ePTFE) grafts on the long-term
patency of the vascular access conduit. This study aimed to confirm the patency of non-cuffed ePTFE versus cuffed ePTFE
grafts for vascular access.
Methods
Patients who underwent brachioaxillary vascular access surgery were divided into a group using a cuffed prosthetic graft
and a group using a non-cuffed prosthetic graft, and the graft patency of the two groups was compared.
Results
A total of 36 patients were selected for the study according to the inclusion and exclusion criteria over 2 years. There was
no difference in the primary patency rate between the cuffed and non-cuffed graft groups (p = 0.064). The re-intervention
survival rate showed improved outcomes in the cuffed graft group (p = 0.003).
Conclusion
The re-intervention survival rate was better in the cuffed graft vascular access group. Therefore, using a cuffed vascular
access graft can help improve graft patency.

EP8-4

Experience with peripherally inserted central catheter access for COVID-19 patients
SUNGHOON YOON, YONG SUNG WON

Department of Surgery, The catholic university of Korea, ST. VINCENT’S hospital, Korea

For COVID-19 patients requiring hospitalization, a hospital stay of at least 2 weeks is required. The most different from the
existing vascular access of ICU patients is that level D protective equipment is required. When wearing Level D protective
gear, the operator may experience several inconveniences. The first is that handling becomes dull. Second, it is difficult to
sterile the procedure. In order to overcome these shortcomings, we would like to share the experience of providing vascular
access for COVID-19 patients for one year. The most important process is the preparation process. Before putting on
protective gear, you should have everything you can prepare. Our center prepares a PICC insertion kit sterilely and enters
the isolation room. The process of determining the insertion length in advance is very important. Since each center has a
formula to determine the PICC length, catheter cutting should be carried out using it. To check whether the catheter tip is
properly positioned in the SVC, our hospital uses the ECG guided method. Severe COVID-19 patients are easy to identify as
ECG monitoring is in place. In the case of the ultrasonic guided method, it is not performed because the procedure is long
and the possibility of contamination increases accordingly.
As a result, it is considered appropriate for COVID-19 patients to prepare before wearing protective equipment and to
implement the ECG guided tip position.
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Ballon angioplasty of complex venous drainage can save arteriovenous fistula with proximal
outflow vein occlusion
Yujin Kwon

Department of Surgery, Seoul Medical Center, Seoul, R.O. Korea

Objective
Occlusion of outflow vein can result in arteriovenous fistula occlusion and increase in venous pressure. Balloon angioplasty
collateral vein can be option to treat failing fistula.
Case Description
A 70-year old male on hemodialysis was admitted due to arteriovenous fistula occlusion. He had left prosthetic brachiobasilic
upper arm access with completely occluded proximal basilic vein without any trail. Venous drain was connected to distal
basilive vein to brachial vein which was draining to axillary vein. After performing thrombectomy to prosthetic access, wire
was introduced to distal basilic vein and thrombectomy was done with over the wire forgaty catheter. Post angiography
showed distal basilic vein stenosis and balloon angioplasty was performed.
6 month surveillance was observed.
Conclusion
Complex venous drainage of failing arteriovenous fistula can be solved by endovascular treatment.
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EP9-1

Simulation-based training Program on the Learning of Open Vascular Surgery Repair for
junior Vascular Surgeons
Wei-Ling Chen1, Chung-Dann Kan2

Food and Drug Administration, Ministry of Health Welfare, Taipei, Taiwan1,
Division of Cardiovascular Surgery, Department of Surgery National Cheng Kung University Hospital, College of Medicine,
National Cheng Kung University Tainan2

Objective. With the worldwide use of endovascular therapy, the number of open surgeries for cardiovascular diseases has
dramatically decreased. In the endovascular era, the issue of fewer opportunities for current junior vascular surgeons to
learn and familiar with open surgical skills need to be taken into consideration seriously.
Methods. 2020 TSVS Aorta cadaveric workshop offers medical humanities and innovative medical hands-on, and simulation
surgery for thoracoabdominal aortic open surgery (TAOS) and distal artery bypass surgery (DABS).
Results. There were 28 trainees and the feedback of the questionnaires was filled in by 24. Three main job characteristics
of the participant are as follows: 75% from medical center, 58.3% attending physician, 66.7% working experience less than 5
years. The educational impact included learner opinion on the process of disease familiarity, change in operative confidence
and self-perceived competency, all of which were improved significantly (p< 0.001) after the workshop. Educational effects
on the young surgeons were significantly enhanced than attending surgeons. Neither job attribute nor affiliation, there
is no significant difference in TAOS after-class evaluation. However, trainees coming from non-medical center progressed
better than medical center trainees as the educational impacts were obvious. Up to 95.4% were satisfied regarding the
overall satisfaction rate.
Conclusion. This cadaveric workshop not only cooperated with international researchers but also applied methods, such as
engaging participants in silent teacher mock operations. With theories, knowledge, and skills, clinical surgeons are able to
boost confidence towards thoracoabdominal aortic open surgeries, hoping that related cases in the future receive proper and
better care.

EP9-2

Circular RNA circGSE1 improving aging-related angiogenesis by the miR323-5p /NRP1
axis
Jiacong qiu1, Jinsong Wang2, Shenming Wang1, Rencong Chen1, Lei Zhao1

First Affiliated Hospital of Sun yat-sen University, Guangzhou, China1, Guangdong Provincial People’s Hospital2

Objective:
To investigate the biological function and mechanism of circGSE1 regulating mouse aortic endothelial cells in vivo and vitro.
Methods:
1. The biological function of circGSE1 was explored by means of scraping, Transwell migration chamber assay, EDU
inclusion assay, angiogenesis assay, flow cytometry cycle counting assay and other experimental methods;
2. The biological functions of miR323-5p were explored by means of scraping, Transwell migration chamber assay, EDU
inclusion assay, and tube formation assay to detect vascular angiogenesis;
3. The biological function of CircGSE1 in vivo was investigated in the rescue experiment of lower limb ischemia in mice.
Results:
1. CircGSE1 plasmid transfected in OEC can promote the proliferation, migration and tube formation of OEC. Transfection of
circGSE1 siRNA in YEC inhibited the proliferation, migration and tube-formation of YEC;
2. Bioinformatics showed that CircGSE1 acted as a sponge mechanism for miR323-5p /NRP1. The dual luciferase gene
reporter assay confirmed that miR323-5p could act as the direct target gene of circGSE1 and NRP1;
3. miR323-5p inhibitor transfected in OEC can promote the proliferation, migration and tube formation of OEC. Transfection
of miR323-5p mimics in YEC inhibited the proliferation, migration and tube-formation of YEC;
4. In mouse hind limb ischemia rescue experiment, it was found that in vivo up-regulation of circGSE1 could promote
angiogenesis and blood flow recovery of ischemic hind limb tissue in ageing mice.
Conclusion:
1. CircGSE1 can promote the proliferation, migration and angiogenesis of aortic endothelial cells in ageing mice in vitro
through the miR323-5p/NRP1 axis and the PI3K/ Akt signaling pathway;
2. CircGSE1 promotes blood flow recovery and angiogenesis after ischemia in the hind limbs of ageing mice in vivo.
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VO1-1

5-year VenaSeal outcomes for symptomatic saphenous incompetence: is this the clear
choice?

Morwan Bahi

Department of Vascular Surgery, Wellington Hospital, New Zealand

Introduction
Chronic venous insufficiency is common in modern practice and a cause of significant morbidity including skin and soft-tissue
infections, bleeding, ulceration and pain. This was previously managed with venous stripping which is a painful procedure
with high recurrence rates. Thermal and laser ablation of incompetent saphenous veins has also been trialled. The VenaSeal
cyanoacrylate ablation method is relatively new. We report 5-year outcomes for treatment of incompetent saphenous veins
with VenaSeal in a single-centre.
Methods
We conducted a retrospective observational single-centre study detailing outcomes for all patients with symptomatic lower
limb chronic venous insufficiency treated with saphenous vein closure with cyanoacrylate ablation (VenaSeal) between 1
January 2016 - 31 December 2020. All patients were reviewed at 6-weeks post-operatively and outcomes recorded.
Results
We identified 235 patients matching our study criteria. The average age was 60.5 years with slight male predominance (55.8%).
The majority were New Zealand European (63.8%) followed by Maori and Pacific (31.0%). The most common indication was
venous ulceration (57.9%). Other indications included superficial thrombophlebitis, recurrent cellulitis, lower limb venous
bleeding and deep vein thrombosis. Fifty percent underwent bilateral treatment. Only one saphenous vein (GSV or SSV)
required treatment in 88% of patients. The most common post-procedure symptom was phlebitis in 49 patients (21%) which is
an expected part of recovery. Excluding phlebitis, only 33 complications were noted, all being relatively minor. We report 15
cases of residual varicose veins, 9 saphenous nerve neuropraxia cases, 6 cases of wound cellulitis and 3 DVTs.
Conclusion
We conclude the safety and efficacy of VenaSeal ablation for symptomatic saphenous vein incompetence. Complications were
minor and rate of re-operation was 6% (for residual varicosities). We require on-going follow-up to establish long-term outcomes.

VO1-2

Clinical Results 5 Years after Great Saphenous Vein Stripping

Hitoshi Kusagawa1, Yasuhisa Ozu2, Kentaro Inoue2, Takuya Komada2, Yoshihiko Katayama2
Matsusaka Ohta Clinic, Matsusaka, Japan1, Department of Thoracic and Cardiovascular Surgery, Matsusaka Chuo General
Hospital, Matsusaka, Japan2

Background: In Western countries, neovascularization (Neo) following high ligation (HL) of the saphenofemoral junction (SFJ)
at the time of GSV stripping has been emphasized as one of the reasons for the high rate of recurrence. However, in Japan,
almost no similar mid- or long-term results of GSV stripping have been reported. Patients and Methods: From September
2011 to March 2014 when EVA was not my surgical option, 413 consecutive legs of patients underwent GSV stripping
by myself using the same procedure. The patients were contacted by phone 5 years later, and recurrent varices after
surgery (REVAS) and reoperation (REDO) were investigated. A total of 270 legs of the 391 living cases (69%) underwent
venous ultrasonography (VUS). On VUS, the SFJ’s stump of GSV, the presence of side-branch remnants and their reflux,
the presence or absence of Neo, and the recurrent lesions in other sites were evaluated. REVAS were classified as follows:
Level 1, symptomatic recurrent lesion for which surgery is indicated; Level 2, asymptomatic recurrent lesion possibly
requiring future surgery; and Level 3, asymptomatic recurrent lesion that is unlikely to require future surgery. Results: Of
the 391 legs of patients who could be contacted, REDO was performed in 23 (6%), including 15 limbs, immediately after this
investigation, and symptomatic REVAS were observed in 29 (7%). In 270 legs examined by VUS, REVAS were diagnosed as
follows: 29 legs with Level 1 lesion, 40 legs with Level 2 lesion, and 27 legs with Level 3 lesion. Level 1 REVAS that occurred
at the SFJ were observed only in 3 legs (1.1%), Level 1 REVAS due to incompetent perforating veins (IPVs) were observed
in 14 legs (5%), and Level 1 solitary tributary varices were observed in 9 legs (3%). Conclusion: In this study, REVAS at the
SFJ were significantly less than those in the past reports. It has been shown that REVAS due to IPVs or solitary tributary
varices were more important than those at the SFJ.
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VO1-3

Operative indications for venous aneurysms

Masayoshi Okada1, Takaki Sugimoto2, Katsuya Hisano3
International Institute for Advanced General Medicine, Japan1, Hyogo,Awaji Medical Center2, Kakogawa Central Medical
Center3

Introduction: During 16 years, we habe observed venous aneurysm, as very rare cases. These consisted in congenital
malformation, trauma, inflammation and so on. We have operated 7cases before rupture.
Material and methodes: We have operated 7 cases of venous aneurysms. There consisted in male 2 cases,female 5 cases in
which ages were 11-77year-old with an mean of 60.4 Y. Diagnosis was constited of CT, US, venogrambefore surgery. At this
diagnosis time, 2 rigth neck vein aneurysms, 2 right dorsal vein aneurysms, 2left v.parva aneurysms and1 left cubital vein
aneurysm were recognized.
Results: The sizes of venous aneurysms were 1.5X5.0cm.and their shapes were spindlic 3, circlular 4. Operation was
performed in all cases. Resections of aneurysms were resected in 5cases and in 2cases with resection and reanastmosis.
Conclusions: Venous aneurysm is very rare case. However, there are operative indications for lung thrombus,ruputure and
so on.

VO1-4

Comparative study of elastic bandages and elastic stockings in compression therapy for
venous ulcers

Takahiro Imai

Department of Vascular Surgery, Nishinokyo Hospital, Nara, Japan

[Introduction] Compression therapy for patients with chronic venous insufficiency is essential. Generally, elastic bandages
are used for the treatment in order to maintain high pressure in the ankle joint since elastic stockings cannot provide the
appropriate pressure.
[Aim] This study aims to investigate the efficacy of compression therapy with elastic bandages(B) versus elastic stockings(S)
in the treatment of venous ulcers due to varicose veins. We used low-pressure stockings in this study.
[Method] We assigned 10 patients with venous ulcers from February to July in 2019. The criteria for patient selection was:
venous ulcers located in the ankle joint area which were greater than 10 cm2 and we excluded patients with diabetes and
severe incomplete perforator veins in the lower legs. We performed operations for varicose veins after wound infection
was controlled by antibiotics. Postoperative compression therapy was randomly divided into B and S groups. Compression
pressure was evaluated by PicoPress.
[Results] The overall healing period was 87.5 ± 14.7 days and all ulcers healed (100%). The healing period after the operation
was 73.8 ± 12.7 days in group B and 61 ± 16.2 days in group S. Furthermore, we examined factors affecting the healing
process. The ulcer sizes were 41.3 ± 35.3 cm2 in group B and 90.9 ± 62.5 cm2 in group S (p=0.16), the depths were 4.4 ± 1.8
mm in group B, 3.0 ± 2.0 mm in group S (p=0.52), and the postoperative days were 21 ± 11.5 days in group B and 19.2 ± 9.2
days in group S (p=0.79). There was no significant difference between the two groups after all.
[Conclusion] Ulcer healing results from a complex interaction of a patient’s particular pathology and circumstances (patient
compliance, etc). It is important to understand the characteristics of bandages and stockings well and use them properly
according to each patient’s situation.
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Mid-term result of endo-venous laser ablation treatment in varicose vein patients: A large
medical-center experiences in Taiwan

Wen Cheng Wei1, Po Jen Ko2

Department of Cardiovascular Surgery, Kang-Ning General Hospital, Taipei, Taiwan1, Department of Vascular Surgery, ChangGung Memorial Hospital, Taoyuan, Taiwan2

Backgrounds: To evaluate the mid-term outcomes and patient satisfaction after endo-venous laser ablation (EVLA) with
sufficient post-op compression under local anesthesia and mobile App assisted follow-up care in varicose vein treatment
patients. This study aimed to evaluate the two-year outcomes and satisfaction by follow-up visits and mobile App care.
Methods:From June 2019 to May 2020, 210 patients with 357 limbs (139 women; mean age 61.4 years, range 13-95) treated
with EVLA for trunk reflux and sclerotherapy for significant perforators and tributaries. Sixty-five (31%) patients were
classified as C2, sixty-nine (33%) were C3 and sixty-three (30%) were C4. Endo-venous laser ablation was done under
tumescent anesthesia. Twenty-four hours of compressive stocking were prescribed postoperatively and combined with
compression wraps on obvious engorged veins area. The patients were evaluated and follow-up with clinical examination
and duplex ultrasound. Mobile App patient care were conducted simultaneously. Associated complications and venous
clinical severity score were recorded at 1 week, 3 months, 9 months and 18 months after operation.
Results:The overall total occlusion rate were 97%, 94% and 94% at 3,9 and 18 months follow-up, respectively. Postoperative
complications were few (mild induration and pigmentation) and no major complication (no DVT). The average VAS was 1.33
during the procedure, 0.9 at 1 week and 0.13 at 3 months after procedure. The VCSS improved during the follow-up. In a
satisfaction questionnaire survey by mobile App, more than 95% were satisfied with their treatment result.
Conclusions: EVLA of significant saphenous vein reflux under local anesthesia with sufficient post-op compression wraps
and mobile app human caring is an efficient, safe and high satisfaction with low complication rate.

VO1-6

The early therapeutic outcome of Cyanoacrylate Closure using VenaSealTM for the treatment
of primary saphenous varicose veins

Shintaro Shokoku

Varix Ambulatory Suegery Center, Shokoku Shintaro Clinic, Okayama, Japan

Objective: The therapeutic effect and adverse events of cyanoacrylate closure (CAC) using VenaSealTM on saphenous
varicose veins were evaluated using duplex ultrasonography, subjective symptoms, and physical findings. We also report the
change of the proximal non-occluded stump length of the saphenous vein when the distances from the junction to the tip of
the delivery catheter were 4 cm and 5 cm.
Method and Results: This study included 103 patients (male 36, female 67) of primary saphenous varicose veins (GSV 107,
SSV 15). The occlusion rate of the saphenous vein by CAC was 99.1% at one month, 97.6% at three months, and 97.6% at one
year. Regurgitation blocking of the saphenous vein was observed in all cases. The most common complication was phlebitis,
which was 11.5% and was most common 16.5 days after surgery. Other complications such as polymerized cyanoacrylate,
thrombus extension to the deep vein, and polymerized cyanoacrylate adhering to the junction were observed. No
complications due to varicose vein resection or sclerotherapy were observed. The injection start position was divided into a
4 cm group (37 veins) and a 5 cm group (85 veins) from the joint, and the stump lengths were compared, but no significant
difference was observed.
Conclusion: More detailed studies are warranted to investigate the relationship between stump length and postoperative
branch recurrence. Accumulation of multicenter treatment experience and long-term follow-up is required. In addition, it is
essential to perform CAC on outpatient to contribute to the reduction of medical expenses.
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Stasis Leg Ulcers by Triggered Angiography Non-Contrast-Enhanced Sequence Magnetic
Resonance Imaging

Yao-Kuang Huang1, Chien-Wei Chen2, Yuan-Hsi Tseng1, Chih-Chen Kao1, Chien-Chao Lin1

Department of cardiovascular surgery, Chiayi Chang Gung Memorial hospital, Putz, Taiwan1, Department of Diagnostic
Radiology, Chiayi Chang Gung Memorial hospital, Putz, Taiwan2

The study involved consecutive patients who had been evaluated using TRANCE-MRI for venous pathology in their lower
extremities at a tertiary hospital between April 2017 and June 2021. We prospectively collected and retrospectively analyzed
their data to determine their clinical significance. All patients who were suspected of having complex venous pathology in
their lower extremities were included initially. Only patients with stasis leg ulcers as well as complete QFlow data, were
included in this study. There were 33 patients with stasis leg ulcers and ten health volunteers included in this study.

VO1-8

Routine compression hosiery with or without additional compression after sclerotherapy: A
prospective randomized controlled trial

Kilsoo Yie, Eun-Hee Jeong, A-Rom Shin

Department of Cardiovascular Surgery, Jeju Soo cardiovascular clinic, Jeju, Korea

Objectives.
The efficacy of additional target vein compression to the selective targeted truncal veins has not been explored.
Methods.
From April 2020 to February 2021, 42 patients of CEAP clinical class 0 (C0s) or 1 (C1s) who underwent bilateral endovenous
surgery for great saphenous vein (GSV) reflux were enrolled. All 84 limbs received endovenous surgery to the above the
knee area and then 0.75% ultrasonography guided sclerotherapies (UGFS) were performed to below the knee GSV (BKGSV).
Routine class II compression hosiery for postoperative 24-hours was applied to one limb (RC group), and routine compression
hosiery with additional target vein area compression (AC group) was performed to another limb after intrapersonal limb
randomization. The primary outcome was the closure range of BKGSV, and secondary outcomes were VAS pain score, the
required number of additional UGFS, pigmentation after postoperative one day, one week, and one month.
Results.
There were 28 C0s and 56 C1 limbs. Thirty-seven patients (88.1%) were female, and mean ages were 47.3 (24-69 yrs).
Endovenous laser treatment (n=44), endovenous radiofrequency ablation (n=14), and endovenous cyanoacrylate procedure
(n=26) were performed for above the knee GSV procedure. Primary outcome was similar in both RC group and AC group (84.7
± 19.4% vs 80.8 ± 19.4%, p=0.1406 at 1 day; 85.6 ± 17.3% vs 88.8 ± 13.6%, p=0.2516 at 1 week; 91.2 ± 11.0% vs 90.5 ± 10.2%,
p=0.8194 at 1 month). Secondary outcomes of VAS pain score, numbers of additional UGFS, and pigmentation were similar
between two groups at postoperative one day, one week, and one month.
Conclusion.
Compared to routine class II compression hosiery for 24 hours, additional target vein selective compression failed to show
clinical advantages in terms of closure ranges, VAS pain score, required numbers of additional UGFS, and pigmentation in
the BKGSV.
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VO2-1

Acute bilateral renal vein thrombosis diagnosis and management

Paul Ghaly, Kejia Wang, Jim Iliopoulos, Mehtab Ahmad

Department of Vascular Surgery, Liverpool Hospital, Liverpool, Australia

Undifferentiated abdominal pain accounts for a significant proportion of emergency presentations and often presents as a
diagnostic dilemma. Renal vein thrombosis (RVT) has many aetiologies including nephrotic syndrome, malignancy, trauma,
infection and hypercoagulable states. RVT should be considered in cases of persistent abdominal pain where other, more
common, pathologies have been excluded. We present the case of a 42-year-old male with a delayed diagnosis of bilateral
RVT after presenting with multiple episodes of intractable abdominal pain and adverse sequelae of this condition. This case
report aims to emphasize the importance of prompt RVT recognition and the utility of bedside emergency department (ED)
investigations, which can guide initial differential diagnoses of abdominal pain, reduce the delay in diagnosis as well as limit
unnecessary investigations.

VO2-2

Percutaneous mechanical thrombectomy of Submassive Pulmonary Embolism and Extensive
Deep Venous Thrombosis for early thrombus removal

Eun-Ah Jo1, Seung-Kee Min1, Ahram Han1, Sanghyun Ahn1, Hwanjun Jae2, Myunsu Lee2

Division of Vascular Surgery, Department of Surgery, Seoul National University College of Medicine, Seoul, Korea1, Department
of Radiology, Department of Surgery, Seoul National University College of Medicine, Seoul, Korea2

Traditional treatment with heparinization and anticoagulation in nonfatal submassive pulmonary embolism (SPE) can
result in poor outcomes of chronic thromboembolic pulmonary hypertension or poor exercise tolerance and functional
impairment. To prevent long-term complications in previously healthy young patients, other treatment options to actively
resolve existing thrombus should be considered. Despite recommendations for use in only severe clinical presentations,
interventional catheterization techniques could serve as suitable treatment options in such patients. We report a case of
a previously healthy 23-year-old female with SPE and extensive deep vein thrombosis (DVT) in the inferior vena cava
down to the right popliteal vein. The patient was initially treated with catheter directed thrombolysis of the iliofemoral
DVT through the popliteal vein. However, she continued to show extensive venous thrombus and pulmonary embolism.
Mechanical thrombectomy and aspiration using AngioJet successfully removed all main pulmonary artery embolism and
venous thrombus. Post procedural recovery was uneventful, and follow-up after 3 months showed no signs of recurrence or
discomfort.
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VO2-3

Iatrogenic arteriovenous fistula formation after EVLT found 11 years later: a case report

Jonas Gutauskas, Tomas Miškinis

Republican Vilnius University Hospital, Lithuania

Background: Traditional treatment for great saphenous vein (GSV) insufficiency includes high ligation of the saphenofemoral
junction and subsequent stripping of the GSV. However, the considerable morbidity and patient dissatisfaction associated
with surgical treatment led to development of alternative techniques. Intravenous laser treatment (EVLT) has emerged as
a minimally invasive alternative to surgery. Formation of arteriovenous fistulas (AVF) during EVLT is an extremely rare
condition and only a few cases are presented in medical literature.
Methods: A fistula was diagnosed 11 years after EVLT. The patient came to visit a vascular surgeon complaining recurrence
of the varicose veins, pain, edema and also non healing ulcer in the left leg. Patient had dyspnea and non-specified heart
disease. Currently cardiologists are investigating a patient’s heart condition and links between this iatrogenic A-V fistula and
a heart failure.
Results: The covered stent-graft was implanted in the artery to close the AV fistula. The outcome of this treatment was a
healing ulcer and shrinkage of varicose veins.
Discussion: This case report highlights the importance of ultrasound follow-up after EVLT both for monitoring the
efectiveness of the method and for diagnosis and early treatment of its complications. Furthermore it illustrates how
important is to collect a medical history of the patient and awareness during pre surgery ultrasound.
Keywords: varicose veins; laser therapy; ultrasonography; arteriovenous fistula.

VO2-4

Current perspective and strategy on management of spontaneous jugular vein aneurysms

Siwen Wang1, Tianzhen Jing2, Jin Cui1, Yi Shi1, Junjie Ning1, Shenming Wang1

Division of Vascular Surgery, The First Affiliated Hospital, Sun Yat-sen University, Guangzhou, China1, Zhongshan Medical
School, Sun Yet-sen University, Guangzhou, China2

Background: spontaneous jugular vein aneurysms (SJVA), the abnormal ectasia of internal jugular vein and external vein,
is generally considered a benign anomaly. However, because SJVA is uncommon, little is known about its natural history,
clinicopathologic features and the best strategy on management.
Methods: We conducted a case series report in single medical center and a systematic review of available literature on
recently reported SJVA cases to understand the main characteristics, clinicopathologic classifications of SJVA and its most
frequent therapeutic approaches. English literature search for SJVA cases was conducted in PUBMED database.
Results: 14 cases were involved into the analysis in our hospital since 2001.1 to 2021.6. A total of 182 original articles were
included into systematic reviews, with a total of 457 SJVA cases reported including both pediatric and adult patients. 296
cases were located at internal jugular vein and 175 cases were located at external jugular vein. 312 patients had jugular
phlebectasias (fusiform) and 159 patients had jugular saccular aneurysms. We classified the SJVA into four types in SJVA,
plus one type (type VI) in internal jugular vein because of the specific phlebectasia location around jugular bulb. The major
treatment for all types of SJVA were surgery. Conservative treatment (21.34% cases) is preferred for the Type I patients
as well as asymptomatic patients. Few patients (0.21% cases) just presented pulmonary embolism (PE) which related with
SJVA. Most of patients underwent surgical treatment were recovered uneventfully except some cases with SJVA at internal
jugular vein encountered brain infarction resulting from venous congestion or intracranial tension (1.21%).
Conclusions: At present, conservative treatment is preferred for type I patients (without thrombosis) and asymptomatic
patients who can be treated without anticoagulant. The efficiency of surgical treatment was high and the optimal surgical
modalities refer to different types of SJVA.
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Endovascular repair for injury of the inferior vena cava

Keitaro Nakanishi1, Keisuke Kamada1, Kazunori Ishikawa1, Atsuhiro Koya1, Masami Shingaki1,
Kazuaki Nakanishi2, Kiyofumi Morishita1
Department of Cardiovascular Surgery, Hakodate Municipal Hospital, Japan1, Department of Gastroenterological Surgery,
Hakodate Municipal Hospital2

Inferior vena cava (IVC) injuries still carry a high overall mortality, whether caused by blunt or penetrating mechanisms.
The surgical management has improved over the last few decades, but the possible problem exists that surgical
manipulations may dislodge a stable hematoma, leading to life-threatening bleeding. In such exsanguination, open repairs of
the IVC require great surgical skills. Instead, endovascular repair has emerged as an alternative management.

VO2-6

Management of Ischaemic Priapism with Caverno-Saphenous Shunt: A Multidisciplinary
Team Approach

Madeleine de Boer

Royal Prince Alfred Hospital, Australia

Abstract:
We report the case of a 41-year-old male who presented with ischaemic priapism, managed via a multidisciplinary approach
under the urology and vascular surgery teams. Ischaemic priapism, whilst rare, carries a significant risk of severe erectile
dysfunction if not appropriately managed. Surgical management of priapism with a caverno-saphenous shunt (Grayhack
Shunt) is uncommon, with a total of 45 cases described across 11 articles. Our patient reported a 10-day history of priapism
following intravenous injection of alprostadil, papaverine and phentolamine with concurrent methamphetamine use.
Following multiple unsuccessful attempts to induce detumescence, consisting of two aspirations and two T shunt procedures,
a caverno-saphenous shunt was performed. Our team was consulted to assist with exposure of the long saphenous vein,
which was performed through a longitudinal groin incision. Following identification, skeletonization and ligation of the vein
mid-thigh, this was tunnelled subcutaneously over the region of the pubic symphysis. The corpus cavernosum was exposed
by the urology team and an incision created in the tunica albuginea, with subsequent anastomosis of the long saphenous vein
to this incision with 5-0 prolene. A DSA was performed post anastomosis to confirm drainage from the corpus cavernosum
into the saphenous system. Post operatively, the patient demonstrated improvement of his priapism. Follow up at one
month found the patient to be well, although reporting issues with erectile dysfunction, a commonly reported complication
post caverno-saphenous shunt. This case portrays an interesting multidisciplinary surgical approach for management of
ischaemic priapism through a relatively uncommon vascular shunt.
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Klippel-Trenaunay Syndrome (KTS) Presentation, Complications & Management:
KSUMC Experience

MUSSAAD MS ALSALMAN

COLLEGE OF MEDICINE, KING SAUD UNIVERSITY, SAUDI ARABIA

Background: Klippel-Trenaunay Syndrome (KTS) is a mixed mesenchymal malformation characterized by Varicose veins,
Venous & Capillary Malformations & Hypertrophy of Soft Tissue & Bone.
Methods: We presented here in the largest series from a single center in Saudi Arabia comprised of 46 patients seen
between 1990 -2020. All 46 patients had multiple large angiomatous nevi, hypertrophy of soft tissue with bone overgrowth in
the lower limbs
Results: 31 males & 15 female, mean age of 14.2yrs (range 8-18yrs). Seven patients had surgery for their varicose veins, prior
to referral. All had varicose veins, 12 patients had upper limb involvement. 5 patients had large bowel involvements. Most of
the patients received conservative treatment. Four patients had orthopedic reconstruction of their skeletal changes. Other
treatment includes sclerotherapy & laser treatment.
Conclusions: Klippel-Trenaunay Syndrome (KTS) is a rare, multifactorial disorder that required understanding the disease,
proper investigation & management with early involvement of Vascular, Orthopedic, Plastic Surgeons & Lifelong follow up.
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Cyanoacrylate closure with VenaSeal Closure System was effective for treating varicose vein
patients with incompetent small saphenous veins.
Nozomu Shirasugi

In Japan, cyanoacrylate closure (CAC) has been introduced as less invasive treatment of incompetent saphenous veins in Dec.
2019 when VenaSeal Closure System (VSCS) was approved by national health insurance. Incompetent small saphenous veins
(SSV) are thought to be a good indication for VSCS, since VSCS is a non-thermal non-tumescent(NTNT) treatment without
any risks for surrounding nerve injury. However, RCTs using VSCS have been limited to the patients with incompetent
great saphenous veins. Here, the results of retrospective study of CAC with VSCS for the treatment of incompetent SSV
are reported a single-center experience. From Feb 2020 to May 2021, VSCS was used in 51 limbs for the treatment of
symptomatic varicose veins patients. Among those, 8 limbs had incompetent SSV, with C2 – C4b. Characteristics of the
patients with incompetent SSV were: 5 males and 3 females, with mean age 72 +/- 6.4 year-old (62-79). Treatment with
VSCS was done by day surgery under local anesthesia, without concomitant phlebectomy. The patients were allowed not to
undergo postoperative compression therapy with elastic stockings. Duplex ultrasound (DUS) was performed at day 1, day
7, month 1, month 3, and year 1 after the operation for evaluation of the treated veins. Average operation time was 28.8 +/6.9 min. Closure rate of the treated vein at day 1, day 7, and month 1 was 100 %. Postoperative follow-up period ranges from
1-12 months in 8 limbs and no recanalization was observed so far. As postoperative adverse events, VTE was not observed.
Postoperative phlebitis or hypersensitivity reaction was not observed either. In 2 limbs, EHIT 3 was observed at day 7 and
month 3 postoperatively and was successfully treated with anti-coagulation using direct oral anticoagulant. CAC with VSCS
was effective treatment for the patients with incompetent SSV.

EVF10-2

Prevention of thromboembolism in the perioperative period of colorectal cancer

Jihyung Song, Takaaki Matsubara, Yuya Takenaka, Kei Kimura, Akihito Babaya, Kozo Kataoka,
Naohito Beppu, Masataka Ikeda
Department of Gastroenterological Surgery, Division of Lower GI, Hyogo, Japan

Cancer patients are at high risk of thrombosis because malignant tumors increase coagulation activity. Venous
thromboembolism (VTE), in particular, is increasingly being diagnosed due to the widespread use of non-invasive
ultrasonography. In colorectal cancer, which is mainly treated in our department, the number of patients with VTE in the
perioperative period is increasing. For the treatment and prevention of VTE, we follow a flowchart based on the "Guidelines
for Diagnosis, Treatment and Prevention of Pulmonary Thromboembolism (PE) and Deep Vein Thrombosis (DVT) (JCS
2017)". There are two major problems with the current guidelines: one is the treatment of peripheral DVT and the other is
the treatment of anticoagulation in prevention.
The usefulness of anticoagulation for peripheral DVT has not been sufficiently demonstrated, and from the viewpoint of
risk-benefit, uniform anticoagulation should be avoided and not specified. In our department, direct-acting oral anticoagulants
(DOACs) are administered until the day before surgery, and prophylaxis with enoxaparin is started the day after surgery.
During the 4-year period from April 2017 to March 2021, 31 patients were diagnosed with peripheral DVT preoperatively,
but none of them had central extension or PE.
In addition, colorectal cancer surgery is classified as "high-risk" for VTE and "highest-risk" if additional risk factors are
present. Recommended prophylaxis includes either intermittent pneumatic compression (IPC) or anticoagulation for "highrisk" patients. In the "highest-risk" patients, anticoagulation combined with elastic stockings or IPC is recommended.
However, in actual clinical practice, physical therapy alone is often used for fear of postoperative bleeding. In collaboration
with other institutions, our department is conducting a randomized controlled trial of mechanical prophylaxis alone and with
enoxaparin in patients undergoing laparoscopic surgery for colorectal cancer. We hope to find new insights into the current
guidelines through exploratory evaluation of more appropriate and effective perioperative VTE prevention.
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EVF10-3

A case of patient with pulmonary embolism and deep vein thrombosis after cyanoacrylate
closure for varicose vein
Nobuhisa Kurihara1, Masayuki Hirokawa1, Yuko Ban1, Yu Nakao2, Sintarou Haruki2

Ochanomizu Vascular and Vein Clinic, Tokyo, Japan1, Department of Cardiology, Tokyo Women’s Medical University Hospital2

A 61-year-old female patient visited our outpatient clinic complaining of edema on her left lower extremity. Duplex
ultrasound (DUS) examination showed incompetent left great saphenous vein. We diagnosed her illness as the varicose veins
due to incompetence of left saphenofemoral junction with C3EpAsPr on CEAP classification and cyanoacrylate closure (CAC)
using VenaSealTM Closure system was performed. Operation time was 22 min. After operation, she has gone home on foot.
After postoperative day (POD) 2, she had tenderness at the surgical site. A DUS examination revealed mild inflammatory
findings at treated saphenous vein and did not find the deep vein thrombosis (DVT).
The follow-up DUS examination on POD 7 did not show DVT. However, on POD 27, she suddenly presented swelling and
pain on her left lower extremity and visited to another hospital.
The computed tomography scan revealed that the left femoral vein was filled with thrombus and the occult pulmonary
embolism was detected. She underwent anticoagulation therapy with unfractionated heparin and warfarin and had treated
catheter assisted thrombus removal (CATR) and catheter-directed thrombolysis (CDT) under IVC filter placement and
inserted a stent into left common iliac vein due to May-Thurner syndrome.
Her symptoms were relieved and she was discharged on about 30 days after hospitalization. She has continuously received
oral anticoagulation therapy on outpatient basis.
Although endovenous glue-induced thrombosis (EGIT) class4 have reported after CAC, symptomatic DVT is rare
complication.

EVF10-4

Experience of Endovascular Treatment for Pelvic Congestion Syndrome

Hiroko Kume1, Shinya Koizumi1, Kaori Honma1, Mitsuhiro Kishino2, Takehisa Iwai1

Tsukuba Vascular Center, Ibaraki, Japan1, Department of Diagnostic Radiology and Nuclear Medicine, Graduate School of
Medicine, Tokyo Medical and Dental University2

Patients with pelvic congestion syndrome (PCS) present unexplained chronic pelvic pain, and unusual varicosities,
vulvoperineal, posterior thigh, and gluteal. Symptoms include noncyclical, positional lower back, pelvic and upper thigh pain,
dyspareunia, and prolonged postcoital discomfort. Pelvic congestion is suggested an association with ovarian varicosities. Coil
embolization has been validated by several large patient series.
We experienced eight patients of pelvic congestion syndrome. All the patients had perineal or lower extremity varices.
We diagnosed PCS with selective phlebography of the pelvic veins, and all of them had the left ovarian vein reflux.
We
treated perineal or lower extremity varices by EVLA and/or sclerotherapy, and 7 patients underwent coil embolization of
left ovarian vein. One patient underwent only EVLA and sclerotherapy for lower extremity varices.
After the coil embolization of left ovarian vein, 4 patients showed the recurrence of the left ovarian vein reflux, and one
patient had reintervention, because of the symptom recurrence. All the patients had symptom improvement and no
complications.
Pelvic congestion syndrome is still a poorly understood condition that forms part of chronic pelvic pain syndrome. But some
patients can be treatable by endovascular treatment. More investigation is needed to be able to discuss various management
options and choose a definitive mode of treatment tailored to individual need.
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A case of endovascular treatment for inferior vena cava obstruction by IVC filter

Kenichi Fushimi, Makoto Mo, Naoki Hashiyama, Yoshihisa Karube, kenichirou Aga, Shouma Tanaka
Department of Cardiovascular Surgery, Yokohama Minami Kyousai Hospital, Kanagawa, Japan

EVF10-6

Persistent hiccups – A rare complication of supra-hepatic Inferior Vena Cava stenting
Jithin Jagan Sebastian, Radhakrishnan Raju, Ayyappan MK, Kapil Mathur, Naveen Rajendra
Sri Ramachandra Medical College, India

Persistent hiccups has not been reported previously with supra-hepatic Inferior Vena Cava (IVC) stenting. Persistent hiccups
after palliative oesophageal stenting have been reported. We present the case of a 41-year-old male patient diagnosed with
primary Budd-Chiari syndrome who underwent IVC stenting for supra-hepatic IVC stenosis. Patient developed hiccups
post procedure which settled spontaneously. Stent migration with symptom recurrence caused the patient to undergo redo
stenting after a year. Post-operatively patient developed persistent hiccups which could not be controlled by physiological
methods or chlorpromazine. The hiccups responded to baclofen at a dose of 10 mg thrice a day. The patient is symptom
free for the past two years. Persistent hiccups may present as a rare complication of supra-hepatic IVC stenting. Extrinsic
phrenic nerve compression by the stent or direct irritation of the diaphragm could be the cause. Baclofen seems to be
effective in terminating persistent hiccups in these patients.
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The case is a 57-year-old woman. Diagnosis of deep vein thrombosis of the left lower limb at the age of 47 and treatment
with anticoagulant therapy. Insert an IVC filter (OptEase) to prevent venous thromboembolism during total hysterectomy
for uterine fibroids at age 50, no removal was done. A venous ulcer of the left leg was observed from the age of 54, and
compression therapy was performed, but it did not improve. CT examination revealed obstruction of the inferior vena cava
and iliac veins from the IVC filter. When E-LUMINEXX (14 mm x 60 mm and 12 mm x 80 mm) was placed for obstruction
and blood flow was resumed, improvement of the ulcer was observed.

EVF10-7

ILIAC VEIN STENTING IN ILIOFEMORAL DEEP VEIN THROMBOSIS POST
CATHETER DIRECTED THROMBOLYSIS
Jithin Jagan Sebastian, Ayyappan MK, Radhakrishnan Raju, Kapil Mathur, Naveen Rajendra
Dept of vascular surgery, Sri Ramachandra Medical College, India

Purpose
To determine the outcomes of iliac vein stenting in the acute and subacute period of patients with iliofemoral deep vein thrombosis
(IFDVT) post catheter directed thrombolysis with patients who did not undergo stenting for iliac vein lesion after catheter directed
thrombolysis.
MATERIALS AND METHODS
A prospective, case control, single centre analysis of 45 patients (31 men, 14 women; median age, 44 years) with iliac vein compression
and extensive iliofemoral DVT was carried out. 44 patients presented with acute IFDVT and underwent catheter directed
thrombolysis. Patients were stented in the acute phase (Group1: N= 17) if the thrombus resolution was complete and in the subacute
(after 4-6 weeks) phase (Group 2: N= 12) if thrombus resolution was incomplete. A third group of patients who did not undergo
stenting for iliac vein compression were considered as controls (Group 3: N= 15). The symptoms of the three groups were recorded
by the venous clinical severity score (VCSS) and development of post-thrombotic syndrome (PTS) was assessed by the Villalta score.
Comparison between the three groups was carried out by the one-way Anova test and post-hoc analysis by the Mann-Whitney test.
RESULTS
The primary patency rate at 1 year was 86.2% (Group 1-82.3%, Group 2- 90.9%). The mean follow-up period was 2 years.
Demographics were similar between the groups. There was a significant improvement in the VCSS score in the subacute stenting
group compared to the control group(P=.003). 36.9% of patients developed PTS after stenting. There was no difference in the
incidence of PTS at 2 years between the two groups and controls (P=.112).
CONCLUSION
Endovascular reconstruction of stenosed iliac veins can be carried out in both the acute and sub-acute phases of IFDVT post
catheter directed thrombolysis without a change in the incidence of PTS. Subacute stenting of patients shows better symptom
improvement compared to stenting in the acute phase.

EVF10-8

Innominate vein compression syndrome by brachiocephalic-sternal venous compression
Chanjoong Choi, Song-Yi Kim, Moonsang Ahn

Division of Transplantation and Vascular surgery, Department of Surgery, Chungnam National University College of Medicine,
Korea

Introduction
The innominate vein compression syndrome was first described by Wurtz et al. in 1989. We report a successfully
treated case with deep vein thrombosis of left upper extremity and neck due to innominate vein compression between
brachiocephalic trunk and sternum by percutaneous Angiojet (Boston Scientific, Marlborough, MA) mechanical
thrombectomy.
Case report
A 38-year-old woman was admitted to the emergency room with edema and cyanosis of the left arm and pain in left neck
for 3 days. Duplex ultrasonography in the emergency room presented deep vein thrombosis on left upper arm veins and
left internal jugular vein. CT angiography showed left innominate vein compression between the brachiocephalic trunk
and sternum, resulting in deep vein thrombosis of the left subclavian vein, internal jugular vein, and brachial veins. Small
pulmonary embolism was also detected. The arterial flows were intact.
We started anticoagulation in the emergency room and decided mechanical thrombectomy with stent insertion to the left
innominate vein. The brachial vein was punctured with 8 French sheath and the angiojet mechanical thrombectomy was
performed for 8 minutes with a Solent catheter. After preballooning, a 10x40mm stent was inserted into left innominate
vein. Because left subclavian vein stenosis remained despite repeated balloon angioplasty, an additional 10x40mm stent was
inserted into the left subclavian vein. Final angiography showed well-recovered venous flow from the brachial vein to the
superior vena cava. The patient was discharged 2 days after the procedure and showed relieved symptoms at 1 weak after
the procedure on outpatient follow-up.
Conclusion
The clinical pattern and treatment of the innominate vein compression syndrome are similar to those of the May-Thurner
syndrome. Angiojet mechanical thrombectomy and stent insertion can be an effective and safe option for the innominate
vein compression syndrome with early DVT by brachiocephalic-sternal venous compression.
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Staged treatment of slow-flow vulvar venous malformation: Surgical excision after size
reduction following sclerotherapy of feeding vein
Soon Chon Lee, Jin-Ho Mun, Je-hyung Park, Dong Hyun Kim, Sang Su Lee, Soon Chon Lee

Introduction
Venous disorders of the labia majora in patients can be primary as part of the malformation complex (venous malformation)
or secondarily acquired (varicosis) and cause of both physical and mental stress. We present a case of large vulvar venous
malformation (VVM) in a non-pregnant women managed successfully by combination of surgery and sclerotherapy.
Case
A 48-year-old woman was visited with swelling of external genitalia on the right side from 6 months ago. From the early
30s, she began to feel the right side vulvar swelling without any symptom or discomfort. 6 months ago, she started to feel
pruritus. The swelling increased in size and she felt pain on coitus. She found the bumpy vessels on the enlarged external
genitalia. She didn’t have the history of gravida.
On MRI T2 high SI image, the following lesions were observed which serpiginous tubular structures expanding the right
labium major (7.5 x 2.8 x 1.9 cm) and in right gluteus muscle. The reflux were not observed on the tributaries of either the
ovarian or the internal iliac veins.
Primary surgical excision will be expected of large amount of bleeding. We decided the staged treatment. We underwent the
surgical ligation of saphenous tributaries. Microcatheter was inserted through the superior external pudendal branch. We
confirmed the connection with the VVM by contrast injection under fluoroscopy guidance and underwent sclerotherapy using
a 1.5% foam solution of the anionic surfactant sodium tetradecyl sulfate . The lesion was reduced in size by almost half after
1 year. The patient wanted the aesthetic correction. The patient underwent surgical excision of the labia majora VM. The
patient discharged without complications and satisfied with aesthetic outcomes and elimination of local pain and discomfort.
Conclusion
VVMs require increased awareness and appropriate preoperative evaluation for proper identification and treatment.
Patient satisfaction was achieved with combination of surgical excision and sclerotherapy.
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Successful thrombectomy for massive pulmonary embolism attributable to heparin induced
thrombocytopenia after gastrectomy

Atsushi Miyagawa1, Mitsunori Nakano1, Daigo Shinoda1, Jun Makino2, Kazuhiro Imamura3, Koichi Yuri1
Department of Cardiovascular Surgery, Tokyo Metropolitan Bokutoh Hospital, Tokyo, Japan1, Department of Intensive
Care Medicine, Tokyo Metropolitan Bokutoh Hospital, Tokyo, Japan2, Department of Gastroenterological Surgery, Tokyo
Metropolitan Bokutoh Hospital, Tokyo, Japan3

A 77-year-old woman underwent emergency distal gastrectomy for gastric perforation with progressive gastric cancer.
Three days after surgery, the patient produced sudden tachycardia and hypoxemia. Contrast computed tomography (CT)
revealed pulmonary embolism (PE) of the right pulmonary artery (PA) and venous thrombosis of the left femoral vein. Since
the blood pressure remained stable, continuous intravenous infusion of heparin and urokinase was initiated. However, five
days after surgery, the patient developed more severe hypoxemia and hypotension. CT revealed thrombotic occlusion of the
right PA and the lower left PA. As massive PE, V-A extracorporeal membrane oxygenation (ECMO) was initiated via the
right femoral artery and vein, and successively thrombectomy was performed via median sternotomy. During the operation,
the right and left PA were incised respectively and possible thrombectomy was performed with use of thoracoscope.
Although appropriate heparinization was provided, the pump of the ECMO was filled with thrombosis on the next day. The
patient presented with obvious thrombophilia, which indicated the engagement of heparin induced thrombocytopenia (HIT).
Heparin was changed into Argatorovan hydrate at the time. Afterward, elevation in serum HIT antibody level was detected.
No other serum antibodies or protein markers related to abnormal coagulation were detected. Considering the latency, the
primary PE was attributed to thrombophilia with surgery for progressive cancer and peritonitis, and HIT, triggered by
heparin in the arterial line which was used in the gastrectomy, seemed to affect the secondary severe hypoxemia and shock.
Post-operative CT showed no apparent thrombosis in the both PA. She withdrew from the ventilation six days after the
thrombectomy. Post-operative course was uneventful. HIT is sometimes strongly suspected in cases of thrombosis; however,
the definite diagnosis of HIT is rarely provided. Here, we report a case of successful open chest thrombectomy for massive
pulmonary embolism attributing to HIT after gastrectomy.
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