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Congressman Donald M. Payne, Jr., addresses the audience on Thursday evening.

Congressman Shares Personal Story
For Congressman Donald M. Payne,
Jr., it’s personal.
“As a diabetic, I have a high risk of
having a limb amputated for health reasons,” he said Thursday night. “And the
number of people like me are growing
every single day.”
Rep. Payne, joining NCVH 2021 virtually, presented the keynote, “Amputation Reduction and Compassion Act:
Government Role in PAD Awareness
and Amputation Prevention.” Rep.
Payne not only co-founded the first Congressional PAD Caucus in 2019; he also
introduced the Amputation Reduction
and Compassion (ARC) Act last year.
He spoke of the excellent medical
care that he had been able to receive,
as a member of Congress, for serious
foot ulcers. His doctors told him they’d
do everything possible to save his foot.
But he knows full well that the outcome wouldn’t have been the same

for a young Black man who went into
a busy emergency room on a Saturday
night with similar issues. They would
tell him, Rep. Payne said, that the foot
would have to come off. “One of the
reasons I fight is to get the best possible
healthcare for all Americans,” he said.
But he can’t do it alone. “I am working
daily in Congress to save limbs and lives
from PAD,” he said. Those at NCVH, on
the front lines of prevention, detection
and treatment, are the ones who make
his work possible. He encouraged all to
contact their representatives to join in the
cause and to help the bill pass. “I might
be the one in Congress,” he said, “but I
believe we’re all in this fight together.”
He extended thanks to NCVH Chairman Craig Walker, MD; Jason McKitrick, CardioVascular Coalition executive director; and Foluso Fakorede, MD,
a “champion in our efforts to reduce
limb amputation.”
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Industry Symposia: Friday, June 4
Breakfast Symposium
7:00 AM - 7:50 AM
ASAHI CROSSWALK: Getting Across
the Tough Lesions
Craig Walker, MD
Roosevelt Ballroom
Sponsored by Asahi Intecc USA Inc, NON-CME
Lunch Symposia
12:00 PM - 12:55 PM
Tackling Racial Disparities: Limb Salvage for All
Jihad Mustapha, MD
Moderator:
Jon George, MD, MBA
Orpheum Ballroom
Sponsored by Siemens, NON-CME

Lytic-Free Single-Session Bloodless Thrombectomy:
New Cases and Long-Term Follow-Up Data on the
First 500 CLOUT & FLASH Patients
Thomas Tu, MD
Venkat Tummala, MD
Moderators:
Robert Beasley, MD
Catalin Toma, MD
Blue Room
Sponsored by Inari Medical, NON-CME
Adding Superficial Venous Treatments
to My Practice
Craig Walker, MD
Waldorf Astoria Ballroom
Sponsored by Boston Scientific, NON-CME

Industry symposia are available via the
NCVH livestream: https://ncvh2021.com/

CLI: Optimization and Collaboration

F

or more than 45 years, balloon angioplasty has been
used to treat vascular disease. So why consider optimizing
its use now?
Ron Solar, PhD, FESC, took that
question on at the start of the 16th
Annual Critical Limb Ischemia
Summit Session II.
Naturally, when balloon angioplasty is used as a standalone procedure, optimization will improve
outcomes. But balloon angioplasty is
frequently used to facilitate the use
of other devices and improve their
outcomes, too. Here, then, optimization has further reaching impact.
Dr. Solar reminded the crowd of
how balloon angioplasty works: It

cracks the plaque and stretches the
vascular wall.
That stretching of the vascular
wall can cause injury, he said, “but
we know now that the injury is related not to the amount of pressure
you apply or the force, but rather
to the rate at which the vessel wall
is stretched.” Dr. Solar touched on
numerous studies.
“I encourage you to use slow,
gradual, low-pressure and long
inflations to improve your outcomes,” he said. “And, where needed, a focal force technique can crack
the plaque at low pressure, to allow you to slowly stretch the vessel
wall.”
Frank Tursi, DPM, meanwhile,

championed
multidisciplinary
teams for treatment of CLI. He
shared goals for a limb preservation approach focused on podiatric
and vascular teamwork, involving
interventional cardiologists, radiologists and vascular surgical teams.
Podiatrists are often the first to
recognize and refer patients with
PAD, he said. From there, the patient could move to revascularization, and then return to the podiatrist or wound care specialist
for continued care. “We want to
increase success and awareness of
limb preservation, especially in diabetic and end-stage renal disease
patients, and streamline care and
communication,” Dr. Tursi said.
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CLI Summit: Bleak Stats, Fresh Options

M

ary L. Yost, MBA, set the
stage for the 16th Annual Critical Limb Ischemia
Summit with a bleak reminder of
the scope of CLI: It’s not just that
the number of people affected is
growing; it’s also that they’re sicker,
younger, increasingly likely to be
female and increasingly likely to be
African American. All that, and the
costs continue to soar.
Prevalence of CLI in 2020 was estimated between 2.1 and 3.8 million,
with between 700,000 to 800,000 patients treated with revascularization
or amputation. But diabetes significantly impacts this picture; those
with diabetes mellitus tend to have
more severe ischemia are more likely to present with ulcers and gangrene. CLI develops suddenly in
this population; the risk of amputation rises with the severity of diabetes; and diabetes increases CLI costs.
“If the prevalence of diabetes continues to increase as it has over the
past 20 to 30 years,” she said, “the
numbers are conservative.”
Diabetes, however, is only part
of the challenge. Up to 80 percent of
CLI patients also have coronary or
cerebrovascular disease. Between
33-44 percent of CLI patients have
chronic kidney disease, 9-12 percent
with the most severe form. In addition to that, there’s increased prevalence of hypertension, obesity and
patients with prior amputations. As
for younger CLI patients, the number of those under 65 has increased
from 34 percent to 39 percent of the
total. And as for African Americans,
they’re not only at increased risk of
CLI; they also tend to present with
more severe ischemia. Increased
awareness and appropriate screenings could improve outcomes; ear-

NCVH Chairman Craig Walker, MD, contributes to the live case panel
discussion during Thursday's CLI Summit.

lier diagnosis and treatment could
reduce costs and save lives. As for
those costs? The economic cost of
prevalent CLI, Yost said, is between
$220-300 billion, with Medicare and
Medicaid – taxpayers – largely picking up the tab.
Reducing Cardiac Complications?
Christopher Zarins, MD, spoke
about the long-held challenges of
cardiac complications as the primary
cause of death following peripheral
vascular surgery, and whether those
complications could be reduced by
improved noninvasive cardiac diagnostics and selective coronary revascularization. A recent study appears
to say so.
CT-derived fractional flow reserve (FFRCT) is a noninvasive
method for anatomic and functional
assessment of the coronary arteries.
“Basically, you use the coronary
CT anatomy and compute coronary
blood flow using computational flu-

id dynamics,” Dr. Zarins said. That
allows for a three-dimensional map
of fractional flow reserve values
throughout the coronary arteries,
and it comes in a color-coded report
for clarity. The technology is widely used for patients with coronary
disease, but could it be applied to
patients with peripheral vascular
disease?
So far, the data is limited. A
single-center, open-label, IRB-approved study looked at PAD patients with no cardiac history or
symptoms that had been admitted
for lower-extremity revascularization; the purpose was to determine
the prevalence of silent coronary
ischemia, and the outcomes of cardiovascular death, myocardial infarction and survival. Patients received both standard coronary CTA
and FFRCT for pre-op diagnosis;
the control group received standard
Continued on page 8
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CIS Virtual Care Center: Leading the
Transition to Telemedicine during a Pandemic

L

ast March, the instructions coming out were very
clear: Stay home. With so
many unknowns surrounding the
COVID-19 pandemic, we were
all advised to hunker down. And
while doing so was intended to
keep us safe from possible exposure, what about the continuation
of necessary medical care?
The pandemic immediately began to stretch healthcare systems
thin – there became an immediate need for new ways to monitor
patients, outside of the traditional
exam room. This is of utmost importance when managing patients
with advanced conditions such as
cardiovascular diseases, PAD or
CLI. Are they taking their medications? Sticking to exercise, diet and
smoking cessation plans?
At Cardiovascular Institute of
the South (CIS), they were ready
for this transition. Forward-thinking by CIS administration six years
ago proved to be invaluable and
allowed healthcare teams to move
to a virtual platform without missing a beat.
Opened in 2015, CIS’ Virtual Care Center (VCC) began as a
Monday to Friday 8 a.m. to 5 p.m.
program, then was transitioned to
24/7/365 in 2018.
“We knew that cardiovascular disease was not an eight-hour,
Monday-to-Friday disease,” Marcus Montet, APRN, FNP-C, Director of Virtual Health, CIS. “Cardiovascular events happen at all
hours of the day or night, on any
day of the week.”
The VCC is staffed around the
clock by more than 20 nurses, along

The Virtual Care Center is staffed around the clock.

with nurse practitioners. There is
also a physician on call, should the
need arise. The staff answers calls
from patients and triages symptomatic patients via phone call. Montet
estimated that the VCC addresses
approximately 150-200 symptomatic patients per day.
Staff will also field calls from
ER physicians and hospital staff
seeking to access cardiology care
or to obtain guidance for specific
patient care.
Beyond providing support to
CIS patients, healthcare providers
and facilities, the VCC also provides Cardiology Call via Telemedicine technology to 10 rural hospitals that have contracted with CIS.
Montet explained that the VCC
not only improves patient care and
outcomes but will also prevent unnecessary transfers of patients who
prefer to stay at a hospital close to
home.

“As telemedicine becomes more
of a viable option, we are looking
to expand to other locations to continue to increase access to cardiovascular care,” said Montet.
Adjusting during a Pandemic
Having an established virtual
care platform allowed for a seamless transition last March when patients became afraid to come into
hospitals or doctor offices. Risk of
exposure to COVID-19 hindered
patients’ ability to receive cardiovascular follow-up care.
“Once the pandemic happened,
we were able to navigate patients
and employees through our centralized Virtual Care Center,”
said Montet. “Without the VCC, it
would have been a free fall.”
The VCC provided physicians
with a means to virtually see their
Continued on page 12

5 • Friday, June 4, 2021

Why struggle with a diﬃcult way...

S

trong and trusted leadership. Teamwork.
Safety protocols. Regardless of the industry
or line of work, these are critical to success.
That’s the case whether you’re talking about a hospital or a 790-foot cargo ship.
That was one of the takeaways from the keynote
address presented by David Slovut, MD, PhD, yesterday during the Healthcare Professionals Forum,
“The Sinking of El Faro: What a Shipwreck Teaches
Us About Quality.”
As he recounted the last few hours of the cargo ship’s fatal voyage, Dr. Slovut spoke about the
many things that went wrong and ended in the
ship's demise. These included poor leadership
from the ship’s captain, outdated weather data, unreachable contacts on shore and a myriad of maintenance and safety issues.
Hurricane Joaquin
On October 1, 2015, El Faro set out from Jacksonville to San Juan, Puerto Rico. But the crew of
33 men and women never reached the destination.
Instead, they ended up running headfirst into Hurricane Joaquin.
As the ship battled wind and waves, cargo fell off
and it began to take on water.
Thirty minutes after the captain, Michael Davidson, called for help, the ship, and its 25 million
pounds of cargo, were at the bottom of the ocean.
Dr. Slovut shared information and excerpts from
“Into the Raging Sea,” a book authored by Rachel
Slade. He provided the audience information about
Davidson’s checkered past, problems at Tote Maritime and other mistakes that proved to be deadly.
One costly error was that the Davidson was not
receiving current weather data. There was a clerical
error with the BonVoyage System (BVS) he relied
on, causing an 18-hour delay. He opted to use BVS
rather than information from the National Hurricane Center.
“They received data that was obsolete,” said
Continued on page 10
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Yost Encouraged by ARC Act

T

hroughout this week, presenters have spoken about
the insurmountable costs of
treating PAD, CLI and venous disease. One key driver of these costs is
the lack of screening. The longer you
wait to treat the disease, the more
expensive that treatment will be.
A highlight of this year’s conference was last night’s presentation
by Congressman Donald M. Payne,
Jr. Last fall, Rep. Payne introduced
the Amputation Reduction and
Compassion (ARC) Act. The bill
would allow Medicare or Medicaid beneficiaries who are at risk for
PAD use the program to pay for
screening tests without cost-sharing requirements.
For many in the audience, this
legislation is long overdue – and
no one may feel more strongly
about it than Mary Yost, MBA. For
two decades, she has spoken about
amputation prevention. Each year
at NCVH, Yost delivers multiple
presentations on the economic impact of PAD and CLI. The numbers
she shares are staggering. Yet little

progress has been made in regard
to patient awareness and screening methods. The hope is that these
measures will help lower the number of unnecessary amputations
performed each year.
“I have great hopes for this bill,”
said Yost. “For the first time in 20
years, I hope something can change
regarding amputation.”
Screening is a Must!
The ARC Act identified the importance of screening, which is a
viewpoint that Yost shares.
“We need to identify the whole
spectrum of the disease,” said Yost.
“And the only way we can do that is
to start screening.”
She spoke of the need to screen
both asymptomatic and atypical patients. By doing so, patients could
be treated with risk factor modifications – something that would result
in a tremendous cost savings.
“If you treat the cardiovascular
risk favors, you are going to reduce
MACE and MALE. And MALE has
shown progression to CLI. If you

Eric Dippel, MD, discusses real-time angiosome imaging during the
CLI Summit.

can slow progression to CLI, now
we are talking about some real interesting stuff,” said Yost. “Even in
CLI, if we identify rest pain before
we get to gangrene, you are going
to save money, lives and limbs,”
But one challenge with screening
procedures is the focus on the ankle-brachial index (ABI). “But the
ABI is not a good screening test for
someone with diabetes,” said Yost.
She said there are new testing
technologies in development that
have shown to be much more accurate when screening patients with
diabetes or calcified arteries.
Hopeful About Awareness Efforts
Yost said she was pleased to see
that the ARC Act has a public education and awareness component.
“If PAD or CLI is not on the doctor’s radar, then the patient doesn’t
have it, even if it is what the patient
has,” said Yost.
Thus, she feels educating the
public will help create more awareness.
“We need a major educational effort,” said Yost. “It really has
to come from the patient, and the
patient questioning the doctor. Patients need to become advocates for
themselves, or for their loved ones.”
Saving Limbs
Yost hopes that by hearing from
Rep. Payne, attendees will take action to help get the ARC Act passed.
“I am hoping that other attendees will come away with a feeling of
hope and optimism, that maybe we
can change things,” she said. “Doctors are performing amputations
without any diagnostic testing. The
only way to get them to stop is to
not pay them.”
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CLI Summit: Four Breakthroughs Show Promise

F

our innovations in critical
limb ischemia are showing
promise, according to research presented on Thursday afternoon during the Critical Limb
Ischemia Summit.
Ramon Varcoe explored everolimus-eluting bioresorbable vascular scaffolds in infrapopliteal
arteries.
BVS offers what Varcoe called
“the best of both worlds” for its
ability to provide scaffolding, drug
delivery, return normal vessel wall
function and then disappear.
He discussed a study that included patients with chronic lower
limb ischemia, with a Rutherford
scale of 3 to 6 and a life expectan-

cy of less than one year. Over five
years, there were 48 patients treated and 71 scaffolds used. “They
saw a sustained clinical rate of 95
percent and the majority of patients ended up in Rutherford 0,”
Varcoe said.
Over a five-year period, there
was a 90.7 percent freedom from
clinically driven target lesion revascularization and a primary patency of almost 73 percent.
Pradeep Nair, MD, explored
the initial results of the COPPER
B Trial, which uses an occlusion
perfusion catheter to deliver the
drug paclitaxel. The catheter has
three balloons, one of which is a
center-space occupying balloon.
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The other two define the treatment
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Of the patients enrolled in the
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complete 12 months without target lesion revascularization. Dr.
Nair noted the OPC catheters were
safe and effective, and that paclitaxel could be delivered under
controlled pressure procedural
complications. The ability to treat
“very long or multi-vessel lesions
with a single device could prove a
more economical option.”
George Adams, MD, explored
the Tack Endovascular TOBA II
BTK 24 Data Release, an alter-
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pre-op and post-op care.
In the study, 68 percent of the patients had unsuspected coronary ischemia. The information was used to
facilitate a multidisciplinary vascular
team to manage the patients; 40 percent had selective post-op coronary
revascularization. Two-year outcome
analysis has been promising.
In summary, Dr. Zarins said, the
new strategy resulted in fewer adverse cardiovascular events and
improved survival compared to the
current standard of care. In terms of
limitations, the data is from a single
center, non-randomized, observational study; it included only open
surgical lower extremity revascularizations; and it the results apply
only to patients with no known
coronary artery disease. It was a hypothesis-generating study, and can’t
be generalized.
That said, the results do demonstrate the feasibility of significant
improvement in two-year survival
of CLI patients. Further studies are
needed.

Intravascular imaging comes in
as an adjunct to angiography in the
treatment of PAD.
“It provides a lot of additional information when used,” Dr. George
said. “It allows accurate sizing of
the vessel and lesion length, degree
of stenosis, dissection… and then
the morphology of the plaque itself
within the vessel. It allows for the
development and optimization of
the treatment, as well.”
Comparing IVUS and OCT,
there’s a significant improvement
in resolution with OCT over IVUS,
with both significantly more defined
than angiography and CT angiography. Outside of resolution and
depth of tissue penetration, OCT
requires a field free of blood for adequate imaging.
Dr. George briefly reviewed a
number of studies. In conclusion, he
said, IVUS or OCT imaging should
be utilized more during procedures.
Intravascular imaging reduces radiation exposure significantly; image-guided revascularization reduces adventitial disruption; and intravascular imaging allows for optimization of definitive therapy.

IVUS, OCT and PAD
Jon George, MD, approached
whether intravascular ultrasound
(IVUS) and optical coherence tomography (OCT) are being utilized
enough in peripheral interventions.
Angiography remains the primary
imaging modality used in PAD procedures, he said, but there are significant limitations with the two-dimensional view. Among them: there
are challenges in identification of
obstructive lesions; there can be inaccuracies in vessel size measurement;
“and also, not to belittle the exposure
of the physician and operator, and
the patient, to radiation.”

The Antegrade Approach
Jack Casas, MD, was up next,
asking the crowd, “Why should
we take the ‘risk’ of an antegrade
approach?” His talk focused on the
role of antegrade femoral access in
CLI intervention.
“Those of us who have done this
for a while know we will run into
anatomy that is not conducive to going ‘up and over,’” he said. On the
list: AAA stent grafts; bilateral common iliac artery stents; aortobifemoral artery bypass; femoral-femoral
bypass grafts; steep iliac bifurcation;
and non-compliant, heavily calcified ileo-femoral arteries.

Continued from page 3

Jon George, MD

Conversely, an antegrade approach in CLI offers better support,
less fluoroscopy, less time, less cost
and less contrast. A radial approach
may also be very attractive, Dr.
Casas said, thanks to new, longer
equipment. But issues here include
more fluoroscopy time less support
from the catheter, limits on sheath
size, potentially more contrast use,
and cost of equipment. In addition,
other than balloon angioplasty, he
said, other interventional devices
will be somewhat limited.
“One approach cannot cover
every situation you’re going run
into…. You need to keep as many
avenues open as your hospital will
financially let you do.”
To be fair, there is a long learning
curve for the antegrade approach; it
takes about 60 cases to be proficient,
he said. There are higher risks with
obese patients, and it will feel “backwards.” But it’s vital to offer every
opportunity to care for patients, Dr.
Casas said, especially in the CLI
population, where options can be
limited by inflow anatomy.
“You don’t want to have your patient on the table and figure out you
can’t get up and over,” he said. “You
need to make that determination before you get into the lab.”
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Is it Time for the Cath Lab?

O

f the many reasons patients
end up in the cath lab, Peter Fail, MD, has a favorite:
“because it’s time.”
It started with a conversation: A
man told him that his cardiologist
had performed an annual angiogram to ensure his lesions were OK.
The lesions hadn’t ever been fixed.
He hadn’t had symptoms. It was
just because it was time.
“This became sort of a running
joke for us in the practice,” Dr. Fail
said. But it raises questions of who
should be sent to the cath lab. Further, an exploration of who should
be revascularized impacts who
should be there, too.
Dr. Fail was one of numerous
faculty who presented talks in the
Family Practice track on Thursday
afternoon. He asked those gathered
why vascularization is performed
in stable ischemic heart disease: To

improve survival? To prevent other
cardiovascular events? To improve
quality of life?
He then presented a number of
studies that showed that, in many
ways, there was no benefit. Revascularization of those studied made
no difference in survival for those
with three-vessel disease, proximal
anterior descending (LAD) disease,
or extensive ischemia. It is believed
to improve survival in those with
left main disease (though that data
is old, Dr. Fail said) in addition to
left ventricle (LV) dysfunction.
Beyond impact on survival, other
reasons to consider revascularization in stable ischemic heart disease
are: a durable benefit in reducing
angina-related quality of life issues;
reduction of spontaneous myocardial infarction; and patient preference.
“I think that does matter, what
the patient wants,” Dr. Fail said.

Radial Access
Jason Yoho, MD, spoke about the
management of CLI from a radial
approach. Advancing beyond traditional groin access, he said, is better
for the patient and for the hospital.
“In my view, radial has huge
potential as we get industry on
board,” he said. Use of radial access
for peripheral interventions is still
limited, mainly due to a lack of dedicated extended-length equipment.
But it does offer unique benefits: it
reduces access site complications;
avoids difficult sheath placement;
allows immediate ambulation and
shorter discharge time; eliminates
the need of compression of the femoral artery; and improves the overall patient experience. One study
found that transradial intervention
was associated with a total cost

El Faro

portance of leadership. Dr. Slovut
pointed to Davidson’s bad decision
to take a straight-line course, too
much bravado and the failure to listen to others.
There was also a case of confirmation bias. The forecast that Davison relied on was flawed and obsolete. Never did anyone confirm that
forecast with the National Hurricane Center. No one, Dr. Slovut
said, sought out objective facts.
He also spoke about the role that
engagement plays.
“Employees trust leaders who both
lead and follow,” said Dr. Slovut,
adding that it’s important to appeal
to the head, heart and hands of those
who work within your organization.
He also looked at definitions of
organizational culture, and then

provided a few examples of when
that culture failed. Like in the case
of El Faro, the failure to pay attention to safety controls was a cause
of the accident at Deepwater Horizon in 2010. Eleven people lost
their lives, others were injured and
the environment suffered from the
damage.
What a workplace environment
does need, is a culture where employees are empowered to speak
up and make sure the right course
is taken.
At the end of the day, Dr. Slovut
stressed, it’s important to have
strong, engaged leadership, a culture of safety and the capacity for
safe operations.
“And to learn from mistakes,” he
added.

Continued from page 5

Dr. Slovut, adding that the crew
watched in horror as The Weather
Channel showed they were headed
directly into the hurricane. But the
captain continued to downplay the
storm, even as the first mate raised
concerns. But that first mate was
ultimately afraid to challenge the
captain’s leadership, and well, the
rest is history.
Lessons to Learn
As expected, Dr. Slovut said
there there was a lot of blame to go
around. But he said, rather, “the
right question is, what can we learn
from the sinking of this ship?”
One obvious answer is the im-

Continued on page 13
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Continued from page 4

patients who needed cardiology
care, but removed the risk of unnecessary exposure to COVID-19.
“Patients knew they needed
care, but were too afraid to present to the clinic,” explained Mon-

NCVH 22nd Annual Conference

tet. “They preferred to stay home,
and the newly implemented virtual visits program was able to provide that opportunity.”
Asked about patient reaction to
the move to a telemedicine platform, Montet said patient satisfaction skyrocketed.
“They feel they get direct, in-

dividualized care, and better eye
contact,” he said.
Expanding Services
As the pandemic continued,
new opportunities to manage patient care virtually were added to
the VCC portfolio.
“We were able to create a COVID
command center within the VCC,
which allowed us to screen patients prior to their appointment
dates, and allowed employees to
call in 24/7 if they started experiencing symptoms or were exposed
to COVID,” said Mitzi Dorman,
Executive VP of Operations at CIS.
The VCC also had a cardio-athome team, which consisted of
chronic care navigators who were
already doing telephone check-ins
on patients with chronic diseases.
“This program allowed us to
stay in touch when in-person visits
started to decline,” said Dorman.
“We were able to continue to monitor them, make sure they were not
having any exacerbation of symptoms and keep them out of the hospital.”
CIS will soon be launching a
daily virtual nurse practitioner
clinic, created for patients who
have active symptoms or need surgery clearance and cannot be seen
by the primary cardiologist within a day or two. Both Montet and
Dorman described this as a “virtual urgent care” for cardiac patients.
Forward-thinking
Throughout this week at the
NCVH Annual Conference, presenters have spoken about the vital
role that telemedicine has played
throughout the pandemic.
At-risk patients need constant
monitoring, and virtual platforms
can fill that void.
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Family Practice
Continued from page 10

savings of more than $830: $130
in procedural savings, and $705 in
post-procedural savings. For hospitals performing 1,000 percutaneous
coronary interventions annually,
then, a 10-20 percent transradial
intervention adoption rate would
imply an incremental savings of
$80,000-$160,000 each year.
Adult CHD
Congenital heart defects were up
next, but with a twist: They’re often
associated with babies, but physicians are increasingly treating patients with them as adults.
Alvaro Alonso, MD, noted that
congenital heart defects show up
in about 1 percent of live births. Today, more than 90 percent are surviving to adulthood. “So in 2021,
we have more adults with congenital heart disease than children with
congenital heart disease,” Dr. Alonso said. The latest estimates are
about 1.4 million adults in the U.S.,
many of them undiagnosed. Those
adults have long-term risks: heart
valve problems; pulmonary hypertension; abnormal heart rhythms;
anxiety and depression; heart infections; heart failure; the need for repeat surgeries and procedures and
stroke.
Dr. Alonso shared the results of
a screening at Samsung Hospital,
which discovered 293 undiagnosed
cases of CHD among 28,000 individuals.
He gave a brief review of different types of CHD, including: bicuspid aortic valve; atrial septal defect;
ventricular septal defect; patent
ductus arteriosus; coarctation of
the aorta; and Tetralogy of Fallot.
Endocarditis prophylaxis is indicated for complex CHD, he said. Many

resources exist to connect providers
with adult CHD experts, including
the Adult Congenital Heart Association and the American College of
Cardiology.
Expanding Options
William Dixon IV, MD, shared
insight on starting a complex peripheral endovascular program:
what, why and how. He spoke
about his own experiences in expanding a program in Tallahassee,
FL, from routine to more complex
procedures.
The first question to ask, he said,
is what to treat. That might include,
for example, aortoiliac interventions, femoral bifurcation, chronic
total occlusion of the superficial
femoral artery, below the knee
work and/or critical limb ischemia.
Each one includes its own comfort
level, skillsets and potential complications.
Why do it? Claudication, Dr.
Dixon said, is often lifestyle limiting, and being able to offer more
complex options can be “incredibly
rewarding.” As a cardiologist, he
said, it’s about as rewarding as being able to help someone who presents with chest pain.
Those with critical limb ischemia
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are in particular need, he said, with
limb loss and the resulting complications still being all too common.
In terms of how to expand, Dr.
Dixon recommends getting – and
staying – educated. That might
come through attending meetings,
watching live cases, learning from
others, and even YouTube. There
are a lot of resources available, he
said, but don’t pick the most complex thing first. Rather, “deliberately and incrementally expand your
skillset.” Learn different access
techniques, he said, and get comfortable with ultrasound, unless
there’s a dedicated ultrasound tech.
Dr. Dixon also suggested exploring various tools and equipment for
different challenges.
As for practical considerations?
Dr. Dixon stages interventions;
often they’re elective rather than
emergent. He will go in through
radial access for a diagnostic procedure and take photos. He tells
the patient ahead of time that if the
procedure will be straightforward,
he’ll take care of it then. But if it’s
complicated, he will bring the patient back at a later date, scheduling
it for when he’s fresh. That not only
pleases the patient, he said, but also
the cath lab staff.

James
Caridi, MD,
center,
focuses on
a monitor
as he views
a live case
presentation
during the
CLI Summit.
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Breakthroughs
Continued from page 7

native to the current treatment
of balloon angioplasty. Tack implants showed positive results in
efficacy but also improvement of
patient quality of life, Dr. Adams
noted. Over time, patients saw improved activity levels as well as an
improvement in the walking impairment questionnaire. “Tack is
a new therapy for us,” Dr. Adams
said. “It’s the only BTK vascular
impact approved by the FDA and
it demonstrates durability of the
repair after 24 months.”
Zola N'Dandu, MD, explored
deep venous arterialization. Patients who had had multiple failed
interventions, no bypass options
and a viable foot were the ideal
candidates for this intervention.
The LimFlow Deep Vein Arterialization leverages healthier veins as
a conduit and creates new routes
to perfuse the tissue. The early

Are you on
Twitter?
Be sure to follow
@NCVHonline
throughout the year
for program updates,
industry news and
much more.
Are you tweeting
during the
conference?
Don't forget the
hashtag, #NCVH2021.

feasibility study, Promise I, was
conducted between 2017 and 2020.
Promise II is enrolling patients
currently.
Key learnings were already apparent, Dr. N’Dandu said. To treat
inflow arterial lesions effectively,
the patient must be monitored after the procedure. The access vein
can easily be injured or sent into a
spasm, requiring it to be accessed
as distal as possible. Maintaining
pre-existing arterial vessels was
critical.
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Despite the promise, this treatment is not appropriate for all patients, Dr. N’Dandu said. Wound
care requires a multidisciplinary
team approach, and the fistula
maturation requires close monitoring.
“DVA is safe and technically
feasible. Limb salvage for patients
with no option can be achieved in
75 percent of patients,” Dr. N’Dandu said. “Hopefully this will give
us the ground to move forward and
provide hope for our patients.”
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