
Table II. Outcomes of patients undergoing transverse vs longitudinal incision for femoral artery exposure

Total
(N ¼ 196
cases; 190
patients)

Open (n ¼ 156 cases)
(n ¼ 150 patients)

P value
(T vs L;
open)

Endo (n ¼ 40
cases/patients)

P value
(Endo

transverse
vs open

transverse)

Transverse
(n ¼ 85 cases),

No. (%)

Longitudinal
(n ¼ 71 cases),

No. (%)

Transverse
(n ¼ 40 cases),

No. (%)

Wound vac 5 (6) 11 (15) .049 0 (0) .117

Flap closure 0 (0) 9 (13) .001 0 (0) -

Drain 0 (0) 1 (1) .272 0 (0) -

Wound complication 6 (7) 30 (42) <.001 0 (0) .085

Infection 2 (2) 17 (24) 0 (0)

Lymphocele 2 (2) 2 (3) 0 (0)

Hematoma 1 (1) 6 (8) 0 (0)

Dehiscence 1 (1) 3 (4) 0 (0)

Necrosis 0 (0) 1 (1) 0 (0)

Pseudoaneurysm 0 (0) 1 (1) 0 (0)

Return to OR for
wound complication

4 (5) 16 (23) <.001 0 (0) .163

Follow-up, mean (SD), days 232 (264) 207 (240) .547 159 (224) .136

Follow-up, median
(interquartile range), days

115 (20-390)

SD, Standard deviation.
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two groups, open vs endovascular therapy. Each group had a comparative
analysis of the outcomes based on incision types. The primary outcome
analyzed was wound complication rate. Wound complications were
defined as any infection, lymphocele, hematoma, dehiscence, or necrosis.
Other outcomes studied included the need for reoperation, wound
vacuum therapy, and muscle flap closures. The median follow-up was
115 days. Data were analyzed using two-tailed c2 and t-tests.
Results: Patients were similar for most demographics and comorbid-

ities studied except for age and the incidence of diabetes mellitus, which
were both higher in the endovascular than in the open cohort (Table I). In
terms of outcomes studied, patients with a longitudinal incision had a
higher wound complication rate than patients with a transverse incision,
with statistical significance achieved in the open cohort (30 [42%] vs 6
[7%]; P < .001). In the open group, there was a higher likelihood to return
to the operating room to manage wound complications for longitudinal
incisions (16 [23%] vs 4 [5%]; P < .001). Also, the requirement for wound
vacuum therapy (11 [15%] vs 5 [6%]; P ¼ .049) and muscle flap closure
to manage a complication (9 [36%] vs 0 [0%]; P ¼ .001) was significantly
higher. When endovascular transverse incisions were compared with
open transverse incisions, the outcomes were higher for longitudinal
incisions but did not achieve statistical significance (Table II).
Conclusions: A transverse incisional approach to the femoral artery

offers a significantly decreased risk of wound complications. This should
be added to the repertoire of the vascular surgeon, with use based on
anatomic circumstance and pattern of disease being treated.
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Objective: The purpose of this study was to identify significant predic-
tors of mortality after elective abdominal aortic aneurysm repair.
Methods: We included all elective endovascular aneurysm repairs from
16 centers across the “Virginia’s group” of the Society for Vascular Surgery
Patient Safety Organization. Patients were classified into normal (esti-
mated glomerular filtration rate [eGFR] $60 mL/min/1.73 m2), moderate
chronic renal insufficiency (eGFR 30-59), or severe chronic renal insuffi-
ciency (eGFR <30). Kaplan-Meier and Cox regression were used to
measure and to determine the predictors of mortality. A score equation
was developed to categorize patients into low, medium, and high
mortality risk.
Results: A total of 5678 endovascular aneurysm repair patients were

included with an age of 73.6 6 8.2 years. The majority were male
(81.6%) with a history of smoking (86.1%). There were three deaths within
30 days (0.1%). Overall survival was 81.2% and 69.2% at 5 and 8 years,
respectively. Several factors were associated with poor survival: unstable
angina (hazard ratio [HR], 2.8; P ¼ .008), on dialysis (HR, 3.7; P < .001),
eGFR 80 (HR, 3.2; P < .001), age 75 to 79 years (HR, 2.2; P < .001), chronic
obstructive pulmonary disease on oxygen (HR, 3.3; P5.8 cm (HR, 1.2;
P ¼ .043), and high risk for surgery (HR, 1.4; P ¼ .043). Preoperative aspirin
use and body mass index of 25 to 35 were both found to be protective
(HR, 0.78 [P ¼ .017] and HR, 0.8 [P ¼ .024], respectively. The 5- and
8-year survival rates for patients with low, medium, and high risk
were 89.2%, 79.7%, and 80.7% and 68.9%, 64.1%, and 47.5%, respectively
(P < .001).
Conclusions: Survival for patients with high-risk score was 47.5% at

8 years. This risk score model offers an objective tool to better guide
recommendations for interventions in this era of cost-effectiveness.
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Objective: Significant work has detailed the risk of long-term stroke,
myocardial infarction, and death in patients undergoing carotid endar-
terectomy (CEA) and carotid artery stenting (CAS). However, little is
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known about the relative rates of subsequent intervention following
these procedures. We aimed to compare the rates of subsequent carotid
artery interventiondeither ipsilateral or contralateraldfor patients under-
going CEA and CAS.
Methods: We performed a retrospective cohort analysis of 17,268

patients in the Vascular Quality Initiative (VQI) database who underwent
first-time ipsilateral carotid intervention from January 2003 to December
2013. Our primary exposure of interest was the type of carotid interven-
tion (CEA vs CAS). First, Medicare claims-linked VQI data were used to
examine freedom from subsequent carotid intervention at 1 year, 3 years,
and 5 years. Second, because this method cannot distinguish between
subsequent ipsilateral and contralateral procedures, we used VQI long-
term follow-up data to examine the same outcome, specifically for ipsi-
lateral reintervention.
Results: Using the Medicare-linked data, freedom from subsequent

carotid intervention was slightly lower for subjects undergoing CEA
compared with CAS (93.3% vs 95.1%, 90.6% vs 91.9%, and 88.3% vs 91.9%
at 1 year, 3 years, and 5 years; P < .001; Fig). Using the VQI long-term data,
there was no significant difference in freedom from subsequent ipsilat-
eral reintervention in patients undergoing CEA vs CAS (99.2% vs 97.8%
and 99.3% vs 93.2% at 1 year and 2 years; P ¼ .66; Fig). When adjusted
for patient- and procedure-related factors using Cox proportional
hazards regression, the risk of subsequent carotid intervention was not
significantly increased for patients undergoing index CAS vs CEA, using
both the Medicare-linked and VQI data (hazard ratio, 1.34 [95% confi-
dence interval, 0.48-3.76] using Medicare-linked data; hazard ratio, 1.66
[95% confidence interval, 0.20-14.01]).
Conclusions: Five years after their initial treatment, <10% of patients

treated with either CEA or CAS in VQI centers will require another
carotid procedure. There appears to be no significant benefit of one
Fig.
procedure vs the other in terms of freedom from subsequent
intervention.
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Objective: Iliac arteriovenous fistulas (AVFs) are rare but can cause
significant morbidity. This report illustrates the endovascular manage-
ment of a patient with an iliac vein aneurysm caused by an AVF.
Case Report: A 35-year-old pregnant woman was found on routine

ultrasound examination to have a left 4.5-cm aortoiliac aneurysm.
Past medical history included anxiety, obesity, Lyme disease, metha-
done use, and hypothyroidism. In addition, she had four emergency
department visits during a 2.5-year period leading to diagnoses of
pulmonary hypertension (right ventricular pressure of 62 mm Hg)
and high-output heart failure of unclear etiology requiring chronic
diuresis. Her surgical history included lumbar disk surgery and two
cesarean sections. She had no history of abdominal trauma. On
examination, she had lower extremity swelling and a pulsating
abdominal mass. Because of the high-risk nature of the pregnancy,
elective termination was recommended and subsequently
performed.
Computed tomography angiography showed a left common iliac vein

aneurysm measuring 5.5 � 4.2 cm (Fig) and a left common iliac artery to
common iliac vein AVF with associated mega cava. The AVF was thought
to be related to prior spine surgery.
The patient underwent percutaneous endovascular repair of the AVF

with placement of a bifurcated aortic AFX stent graft (Endologix, Irvine,
Calif). As the AVF was close to the left iliac artery bifurcation, the left inter-
nal iliac artery was embolized with an Amplatzer plug (St. Jude Medical,
St. Paul, Minn) and the stent graft extended to the left external iliac artery.
Completion angiography showed resolution of the AVF. Recovery was un-
eventful, and the patient was discharged on a 3-month course of couma-
din to prevent thrombosis.
She had complete resolution of cardiopulmonary symptoms with a

decrease in right ventricular pressure to 30 mm Hg at 2 months after
the procedure. Computed tomography angiography at 6 months
showed no evidence of AVF and shrinkage of the left iliac vein aneurysm
to 2.5 cm (Fig).
Conclusions: AVF can unusually present as a venous aneurysm. Endo-

vascular treatment of the AVF can resolve the aneurysm and reverse sys-
temic hemodynamic changes.
Fig. Computed tomography angiography before the pro-
cedure (venous aneurysm indicated by V) and 6 months
after the procedure showing resolution of aneurysm. The
arrow indicates stented iliac artery.
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