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Valves) trial with the NRCA (Nonrandomized

Continued Access) registry

SAPIENDHE Z A H & WHRICL b AR
RO T 4 TR EE ] P




Vascular complications after transcatheter aortic BRo MESHEDH 57 L TOHE
32 |valve replacement: insights from the PARTNER
(Placement of AoRTic TraNscathetER Valve) trial.
Meta-analysis of Predictors of Early Severe AZTFYTR TAVI HilnEESHHE O FRIEF RS
33 Bleeding in Patients Who Underwent Transcatheter Fiim, MR, BEBER, TA,
Aortic Valve Implantation. =R, MEEGHE, BEREHIY
H—blxd T FRART
Sex-Specific Outcomes of Transcatheter?Aortic BRHAR 20134108 » 520144128 TAVI B 30H%, 1E#HOETHRIIBHICHE
Valve Replacement With the SAPIEN 3 Valve: 1,661 ADEH. 583AHHR (514338 NTEUTEN AN -7, 308K L
Insights From the PARTNER Il S3 High-Risk and A, ZW2450) , 1,078 AN IR (B 1ERICEEDH DMERPHLPD D
34 |intermediate-Risk Cohorts. 1666 A, ZiE412A) fEERICE IR h o 7Y, ZHEIE30
BROBEMZEROBEGHED >
7o, ZHEOHRIFEENESIHED
b L BENR| 2\ d
Sex based analysis of the impact of red blood cell |#RZ2HF%2 LZHIEBHE LY IFERDOETENME  |BRS EAKIFRBCENM IC & 2 58
transfusion and vascular or bleeding complications hofeh, ME - HIEESFHEDR
related to TAVI - The TRITAVI-Women Study. EENBH o772, 30BHDIET
K(FEN o7, F7o, FRIIBREMIE
3 HETLYSCBEE SN, TRT
ROFEKENTFARFTH 7.
TAVIRTICBEF OB % RfkT 5 2 &
T, ZHEORPRERRESIND D
Sex-Based Differences in Outcomes With BRHR TAVI% 5 (3 7= % £11808 A TAVI Bt BT & 1D, MI, Bz, H
36 |Transcatheter Aortic Valve Therapy: TVT Registry MEEFHE, MESHE
From 2011 to 2014.
Influence of sex on mortality and perioperative BRHAR 2010518 A »2012E1 A DRFIC7 7 |TAVI B TAVIEOIRTR, HMMEHHE H
37 |outcomes in patients undergoing TAVR: insights v ZADONEH TTAVR%E 32 |F 7= 843,972 MEEFHEFZENS V. g —
from the FRANCE 2 registry. B, 1967 AN %M (49.5%) EIRTEHEN
CQ3. fERFESNTWS ABl Hy FAZEZAWDIEIC, HEEZERINEL?
[ # Xt HRT YA~ P 0 BRsk e
1 [Pabon 2022 PADHA K Z 4~
2 [McDermott 2016 ABID B4 ZEICET 25
Kapoor 2018 THHTRERR The 2003-2004 National Health and [Women 1570 Men 1482 ABI <0.9
Nutrition Examination Survey
(NHANES) cohort includes
3 participants from 15 geographic
locations. ABl measurements were
only done in participants 40 years of
fco e aldo:
Ishida 2014 TEHTETRR 13,211 participants (aged 21- 89 Women 7049 Men 6162 ABI <0.9 ABI=1.4. Only the first data
years) in the 1-day health evaluation points were analysed.
for general population held by the
Okinawa General Health
4 Maintenance Association. A total of
91,962 individuals participated in this|
programme, and in 23,673 (25.7%),
the ABI was voluntarily measured as
an optional check up between July
Hiramoto 2014 ak— MR 2797 participants aged 70-79 years |Women 1461 Men 1336 ABI <0.9, 0.9-1.0, incident PAD, Any participant with a self-

without prevalent clinical PAD and
with a baseline ABl measurement in
the Health, Aging, and Body

Composition study. Between March
1007 and Anril 100!

incident stroke, incident MI, CHD
death. Median follow-up was 9.37

years.

reported history of claudication
or a history of lower extremity

bypass surgery or angioplasty




Aboyans 2007

TSR

the Multi-Ethnic Study of
Atherosclerosis (MESA), a

Women 1027

Men 748

ABI <0.9, <0.88

Participants were excluded if

they were diabetic,

6 multicenter United States population hypertensive, a smoker, or had
study. Participants with normal ABls dyslipidemia (defined in the
(100+t0130) next section)
CQ4. PAD (cd 2MITHEDEIICEWT, BEEZERBI~NEHL?
[ # X BT YA~ P I € 0 Brot EE
Lee 2022 Systematic review and Patients who had undergone major |Women 1122716 Men 1469583 Major vascular procedures, all
1 meta-analysis vascular surgery, 28 studies. cause mortaliry, amputation, major
vascular
procedures. graft thrombosi
Wang 2017 Meta-analysis Women 980699 Men 1276539 30-day mortality, cardiac events.
stroke, patency, amputation,
2 vascular access site complications,
early graft
thromhosis or emhalization
Levin 2022 Ok — MEFRR, ZHER%R, #1]2010-2020 for all peripheral Women 24710 Men 40051 30-day mortality, 1-year Acute limb ischemia, CLTI, and
BES endovascular interventions (PVI), reintervention/death, perioperative |aneurysms
infra-inguinal bypasses (IIB), and cardiac complication, 1-year
supra-inguinal bypasses (SIB) for amputation-free survival.
3 any degree IC. Perioperative any hematoma,
stenosis/occlusion, wound
complication, decrease of renal
function, retern to the operation
Barry 2022 ak— MEF%R, %HE:%, #7|The BIOLUX P-IIl. oatients with Women 316 Men 561 2 year mortality, cardiac death, A life expectancy of ¥ 1 year,
BE] infra-inguinal lesions treated using major adverce event including participation in another clinical
4 the Passeo-18 Lux, a drug-coated death trial, pregnancy, and failure to
balloon. 44 centres across Asia, Aus- successfully cross the target
tralia and Furone losion with a guidewire
Heidemann 2021 ak— MR, %HE%{RE |Health insurance claims data from  |Women 17616 Men 17616 In-hospital mortality, Long- term
TR EEE the second-largest insurance fund in mortality, long-term Cardiovascular
Germany, BARMER, Patients who event or death (matched cohort).
5 had undergone index percutaneous
ER of symptomatic PAOD from
January 1, 2010 to December31,
2018. Propencity mutxhed
Kotov 2021 aOk— MR, ZEE{REE  |Patients with open surgical Women 3251 Men 3251 Long term overall survival,
TR, BEE revascularisations of CLTI, 1 January cardiovascular event free survival,
6 2010, and 31 December 2018. amputation free survival
insurance fund in Germany.
Pronancity mutyhad nonnlation
Kohi 2020 a5k— MR, %1E:%, B1[DCB, IN.PACT SFA trial FCB Women 102 Men 198 1,080 Day mortality, major
mEEHER vs. PTA. Patients had moderate to amputation,
severe intermittent claudi- cation or
ischemic rest pain (Rutherford
Clinical Classification 2-4); stenosis
; of 70%-99% with lesion lengths

between 4 cm and 18 cmor a
complete occlusion with lengths of
10 cm involving the superficial
femoral and/or proximal popliteal
arteries; and were required to have

successful predilation of the lesion




oo

Lee 2020

k- RFIR, B, @
&

From 2004 to 2012, 765
consecutive patients with PAD,
underwent PTA, Korea

Women 114

Men 114

5-Year mortality, MACE, MALE

Giannopoulos 2020

a%— RFIR, SRR
&

@y

H1|LIBERTY 360 study, endovascular

interventions for symptomatic PAD,
2013 and 2016. Lesions above and

below the knee were revascularized,
patients with CLTI treated with any

EDA o dorcloared dovice

Women 252

Men 437

18-month, 368-month mortality, in-
hospital severe angiographic
complications,

Subject is unwilling or unable
to sign the IRB- approved
informed consent form (ICF).
Subject is unable to
understand or comply with the

ctudy neatanal voniivemante

Behrendt 2019

AT, #®omE

All inpatient invasive, percutaneous
endovascular treatments of PAD
conducted in the metropolitan area
of Hamburg (Germany). The
statutory quality improvement
registry (External Quality Insurance
Hamburg, EQS registry) for PAD,

From January 2004 to December

Women 9415

Men 14300

Any bleeding complication.

Transfer to nursing home

Open surgery or hybrid cases
and solely diagnostic

angiograms.

Choi 2019

k- MR, ZHER, B
mE

The K-VIS ELLA (Korean Vascular
Intervention Society Endovascular
Therapy in Lower Limb Artery
Disease) registry. Patients with EVT
for PAD.

Women 550

Men 2523

In-hospital mortality, 2-year MI.
Death, MI, or major amputation.
Major amputation, minor
amputation, or reintervention.

Acute limb ischemia, Buerger
disease, lacking procedural or
in- hospital data, lacking
follow-up data after hospital
discharge, and treated for

repeat revascularization

folloeing dbo inday neanndien

Doshi 2017

k- R S IERER
Fog

National Inpatient Sample (NIS)
2012 through 2014. Patients with
PAD treated EVT, propensity score

matched

Women 25758

Men 25758

In-hospital outcomes (mortality,
stroke, major amputation, any
complication,) after propensity

core matched analvsi

Jeon-Slaughter 2017

aA%R— bR

Symptomatic PAD with infrainguinal
EVT, propensity score-matched
Excellence in Peripheral Artery
Disease registry data. US hospitals
from laniiary 2008 to Octoher 2018

Women 449

Men 449

Mortality

Han 2016

aAR— IR, T EL
1

F-P stenting, DURABILITY Il study
(The StuDy for EvalUating
EndovasculaR TreAt- ments of
Lesions in the Superficial Femoral
Artery and Proximal Popliteal By
uslng the Protege Ever- fLex Nitinol
STent SYstem Il), 44 participating
centers in the United States,
Patients that were at least 18 years
old with stenotic, or occluded lesions
of the superficial femoral artery
(SFA) and proximal popliteal arteries
with moderate to severe

Women 97

Men 190

3 year amputation, patency

Hedayati 2015

a7k — MR, S HERRARER
T4, kmE

2005 to 2009, individuals underwent
open and endovascular PAD
interventions. discharge data from

California hospital

Women 14246

Men 11389

30-day mortality, major
amputation. 365-day mortality, 30-

day MI, major amputation




Sinnamon 2014 Ok — MR, ZHERRIRER  |Patients aged >50 y with PAD Women 1510 Men 2692 Serious morbidity
T, BAE undergoing lower extremity bypass.
16 Data from Pennsylvania Health care
and Cost Containment Council
(2003-2011)
CQ5. DVT BEODOZHICHEWT, D-dimer Dhy bF 7EICHEEZRTRED?
# SCHR HRTYA > P | © 0 Bt EP S
Obata-Yasuoka, 2022 aR— MR, EiE 1143, delivered at 22-41 weeks 45 1026 L D-dimer levels were evaluated
within 20 weeks of gestation, 30-34
1 weeks of gestation, and during the
pre-delivery period (36 weeks of
gestation or any time before
nrotorm doli )
2 Bellesini, 2021 systematic review 4143, 45 studies until June 1147 1194 L Ability of D-dimer to rule out VTE
during pregnancy
3 |Reagh, 2021 aR— MR, ZiE adult (18+ years) patients Women with DVT Men with DVT 710 Sex-specific optimal D-dimer Wells criteria (<6 for PE)
Chan, 2010 aR— MR, ZhE #¥4%, 5 Canadian centers 1147 228 L To determine the test A previous history of VTE
characteristics of two rapid
4 enzyme-linked immunosorbent
assays. The mean and median D-
dimer values for each assay. The
BOC ciniee
Nishii, 2009 ak— MR, EiE #3143, Mother and Child Center S 11131 L To elucidate the change of D-
5 dimer and the possibility of deep
vein thrombosis screening by D-
dimer during pregnanc
CQ6. KRBIRAEZEICXT S EVAR OHREICHEZEIIHDH ?
# SCHR HRTYA > P | © 0 Bt EP S
Marcaccio 2022 d5k— NS, %1EiR, # [Elective EVAR Vascular Implant Women 2891 Men 11758 5-year mortality, re- intervention, |Rupture, reinterventions, and
1 Al E Surveillance and Inter- ventional rupture. imaging studies
Outcomes Network
llyas 2022 ak— ME%, %HE:%, 1% |All elective EVAR procedures for Women 954 Men 8721 30-day, 1-year mortality. Stroke. Patients with nonelective
Al E abdominal aortic aneurysms without 30-day, 1-year re- intervention. admissions, iliac artery
a concomitant iliac aneurysm. SVS Postoperative complications. aneurysm disease (defined as
2 VQI database from 2015 to 2019, a diameter >30 mm), and those
with missing data on the
maximal abdominal aortic
dincant A
Pouncey 2021 Systematic review and Open and EVAR, 2000-2020 Women 172872 Men 31178 30-day and/or in hospital mortality.
3 meta-analysis Cardiac complications.
Postoperative complications.
Erben 2021 ak— AR, EMER, % |Mayo Clinic. All elective EVARs from |Women 232 Men 1754 In-hospital, 3-year mortality.
4 B 2000 to 2018. Perioperative stroke, MI. 30- month

re-intervention.

Postoperative complications.




Boyle 2021

k- RFIR, SRR
2mE

B

Elective EVAR. 11 countries through
the International Consortium of
Vascular Registries (ICVR), 2010 -
2013 and 2014 - 2016. De-identified
patient level data were provided
from eight registries (Australia,
Denmark, Hungary, Finland, Malta,
New Zealand, Sweden, and United
States). Aggregate level data were
submitted by three additional

Women 10732

Men 59039

Mortality

Patients undergoing complex
open or endovascular AAA
surgery, elective revision AAA
surgery, and surgery for
mycotic or infected AAAs

O'Donnell 2021

k- MR, 2,
L&

Elective EVAR. all patients
undergoing EVAR for intact
aneurysms without prior aortic
surgery in the Society for Vascular

Surgery’s Vascular Quality Initiative
NON hotwioon 2011 and 2018

Women 6001

Men 26397

Postoperative complications.

Patients who underwent iliac
conduits.

Behrendt 2021

k= MR, SHERRER

TR, BAHME

Propensity score matched
unselected nationwide health
insurance claims data. from 1
January 2011 to 30 April 2017, The
health insurance claims data of
Germany’s third largest insurance
provider, DAK- Gesundheit (DAK-G)

Women 636

Men 1227

Overall, in-hospital, 30-day, 90-day,
long-term mortality. Acute MI.
Stroke. 1-year, 5- year re-
intervention.

Postoperative complications.

Erben 2020

k- MEIR, SHEE,
LEE

American College of Surgeons'
National Quality Improvement
Program (NSQIP) Targeted
Participant Use File for EVAR from
2012 to 2017,

Women 603

Men 2764

Postoperative complications.

Patients without a primary
preoperative diagnosis of AAA
and patients who did not have
a Current Procedural

Terminology (CPT) procedure
do cor ding to FVAR

Mwipatayi 2020

k- RFIR, SRR
2B

Patient enrollment into the Global
Registry for Endovascular Aortic
Treatment (GREAT) occurred
between August 2010 and October
2016, treated with a GORE!

EYCIIINERI AMA

Women 538

Men 3220

All-cause mortality. 3-year
re-intervention. Postoperative
complications.

Varkevisser 2020

k- MR, SHEE,
LEE

The Ovation Abdominal Stent Graft
platform (Endologix, Irving, Calif),
Effectiveness of Custom Seal with
Ovation: Review of the Evidence
(ENCORE) database, comprising five

trials and the European Post-Market

Docictn, 2000 2016

Women 251

Men 1045

5-year mortality, re- interventions.

Postoperative complications.

O'Donnell 2020

a%R— MR, 2,
HEE

The Endurant Stent Graft Natural
Selection Global Postmarket Registry
(ENGAGE) using 2:1 propensity
score matching. 79 centers over a

vide

Women 19286

Men 53414

5-year all-cause, aneurysm-
related mortality. 5-year re-
intervention.

Liu 2020

Systematic review and
meta-analysis

EVAR, Thirty-six cohorts

Women 2058

Men 9164

30-day, in-hospital, ling-term
mortality. Cardiac complications
(Short-term). 30-day, 1-year

reinterventions.




Barbey 2019 ak— AR, ZHERR, % |Over 450 institutions across the Women 2884 Men 12819 30-day, 1-year mortality Nonelective procedures
13 AlE United States and Canada (ruptured/symptomatic)
prospectively collect, EVAR ;
2003-2017.
Indrakusuma 2019 ak— MR, %HEi%, 7 |anonymised data from the Dutch Women 1155 Men 7581 Perioperative mortality Hybrid procedure, cases with
n Al E Surgical Aneurysm Audit (DSAA), missing data for the variables
Netherlands: asymptomatic AAA
repair from 2013 to 2018
Trinidad 2019 ak— MR, %R, % |Elective EVAR, National Surgical Women 2807 Men 12061 Postoperative complications. EVAR for rupture AAA and
15 Al E Quality Improvement Program cases with iliac conduit
dataset (2005-2014)
Ulug 2017 Systematic review and EVAR or open repair. Literature Women 7400 Men 41007 30-day mortality
meta-analysis published between Jan 1, 2005, and
16 Sept 2, 2016, for two systematic
reviews and Jan 1, 2009, and Sept 2,
2016 forone tematic revie
Deery 2017 ak— MR, ZHERR, % |American College of Surgeons Women 1048 Men 4727 30-day mortality, stroke, MI. Patients with juxtarenal,
AlAE National Surgical Quality Postoperative complications. pararenal, suprarenal, and type
17 Improvement Program (NSQIP) 2011 IV thoracoabdominal aneurysm
to 2014. Only those patients with an extent
infrarenal proximal aneurysm extent.
Nevidomskyte 2017 ak— MR, %HEi%, % |EVAR, Washington State's Vascular |Women 160 Men 696 30-day mortality. Postoperative
Al E Interventional Surgical Care and complications.
Outcomes Assessment Program
18 registry data collected in 19
hospitals July 2010 to September
2013. Patients with symptomatic but
unruptured aneurysms were
Desai 2016 a5k — MR, %1%, B |Elective EVAR, Patient-level data Women 2036 Men 14741 30-day, 1-year, 5-year, long- term |All identified patient episodes
BE] from two large UK datasets 2006- all-cause, aortic-related mortality. |having EVAR prior to 1 January
19 2013 30-day MI, other cardiac 2006.
complications.
Poctonarative comnlications
Ultee 2016 Incidence ask— MR, %HER%, B |All elective EVAR procedures Women 839 Men 3583 30-day, 1-year re- interventions.
BE] performed in Englandm undergoing Postoperative complications.
repair of intact AAA between
20 January 2003 and November 2014,
Vascular Study Group of New
England (VSGNE) database. 30
Ao A doaral L
Lowry 2016 aOk— MR, ZHER{RER |Elective EVAR, Hospital Episode Women 2304 Men 18215 30-day, 1-year, 5-year mortality Records with missing data
2n T4, BAAE Statistics (HES) and Office of
National Statistics (ONS) mortality
database
Gloviczki 2015 ak— MEFF, EHEE, % |EVAR for infrarenal AAA between Women 106 Men 764 30-day all-cause mortality, EVARs performed with ancillary
B January 1, 1997, at Mayo Clinic, techniques, including
22 snorkeling, fenestration,

branched internal iliac graft,

and surgeon-modified
ndograft




Chung 2015 ak— MRS, EMERR, %% |Most patients were from Mount Women 214 Men 1166 Perioperative, late, 3-year all- Endograft placement for other
BES Sinai Hospital, with early patients cause mortality. Late, 3-year indications such as
from Montefiore Hospital. From aneurysm-related mortality. pseudoaneurysms, para-
23 November 1992 to July 2012, Early Perioperative cardiac events. Post- |anastomotic aneurysms,
era (<June 2003), Late era (June operative MI, stroke. 3- year re- aortoenteric fistulas,
2003-July interventions. penetrating ulcers, isolated
2010\ o fn comnlinas i e neiling
Grootenboer 2013 a5k— MERZR, %HER%, BT [EUROSTAR study 1996-2006, Women 623 Men 8604 30-day, late all-cause mortality. Patients treated with first-
BE asymptomatic intact and infrarenal Long-term death or reintervension. |generation devices (Vanguard
24 aneurysm. 30-day, late rupture. Postoperative |or Stentor stent graft; Boston
complications. Scientific Vascular, Natick,
Mass)
Lo 2013 a5k— MR, %HERR, # |Vascular Study Group of New Women 408 Men 1660 In-hospital, 30-day all-cause, 1-
Al E England database 2003 and 2011. 30 year mortality.
academic and community hospitals. Postoperative complications.
25 Intact AAA (including patients who
were symptomatic as well as those
undergoing elective repair). AneuRx,
Tolont
Dubois 2013 ak— MR, %HEs%, @i |Endurant stent graft, ENGAGE Women 131 Men 1131 30-day all-cause, 1-year mortality. |Patients were excluded if they
EES Registry Over the 2-year period 30-day M, stroke, reinterventions, |were deemed to have a high
ending in 2011, age =18 years and rupture. proba- bility of nonadherence
26 indication for elective repair Postoperative complications. to follow-up or if they were
partici- pating in another trial
that
ccild ponbniind thn ptdl
EVAR: Endovascular abdominal aortic aneurysm repair MI: myocardial infarction
# Xk RETHA > P | © o B4t axvk
Trends and predictors of repeat catheter ablation |# % ) & #1225 %2 NTF=FATTL—>aviaRift |hTF—FLT7TL— AL NF—=FLTTL—varvoty 5228 PEOT 7L—> 3 vBIEAERT7L—2 a3
1 |for atrial fibrillation. 8648 A DL E BN EE vav ¥ a v[EE BYBLBEICEZINEZRITLTVLIHETHD
o)
2 |Efficacy and risk of atrial fibrillation ablation before | % [6) % £822H %2 NF—=FAT 7=y avaZIF | hTF—FAT 7L — 45-547%, 55-647%, 65 |BHEXE, BHEES, BRICHFS5TZ |EA
45 years of age. BB EELIS48AN (F# TSR |V av e RF, AHHE
232\, 45-54/F438 A, 55-647%570
A 65FEI 308 A DABEIC HEE)
Catheter Ablation Versus Medical Therapy for Atrial| x 2 7+ U & 2 AUAANDLERMBEEOS BHT—T |hT—TAT7L— |[EPEEE2LES LT, CMBEAR, TEREX, K |BA BT T N — TR CEMB DRI H B B, 655K
3 |Fibrillation: A Systematic Review and Meta- NTTL—>avk%i7- 852286 [vav 2178 A Hin, Bz TR LN TV D FHERA
Analysis of Randomized Controlled Trials. A, EYEEE S BE21T8N)
Radiofrequency ablation vs. antiarrhythmic drug ARTFYT R EFEREOCERBEEZEOIANG S | hT—FTATTL— |[ATEREAEER |BR, eno7r7L—ray, &6 B4 FOXH L, FEREAFEFICRESN WD
4 therapy as first line treatment of symptomatic atrial F—TFATTL—vavERIFLEE|av ELEOEREBIEE  |EDER RS —T, FERERE, fE
fibrillation: systematic review and meta-analysis. 238N, MAEREEREZII-BE 242N BEERER, Bz, LUEEOEE
242 0) gh kwh AB)
The Impact of Age on 5-Year Outcomes After Atrial |#i & 88RH %R NTF—FATTL—>av%i%f | hTF—FAT77L—  [50%%, 51-60m, 61— |HhT—FAT7L— 3 #5EHO[RA FWNS0R TR ONT WD, FEKNAT
5 |Fibrillation Catheter Ablation. 923 ANDLEEEE vav 705%, 71-80i%, 80k |BF, (OLAR, MZEH, JB1, O ZTYRTHY & LTEA
LY b ;3
Etiology and Outcome of Catheter Ablation in ®“AMEBEBHAR ASERBETRDDO LB N LERT|(ATF—FLT 7L — A5 LUk BRXE, BEHTE BRICFS5T5 |[EA
6 Patients With Onset of Atrial Fibrillation <45 Years HEREN, PVIESRZIF/z 19T A L4575 [ 3>~ HF
of Age. U ETEROLEREAHER S NPV
% 21725540
Clinical characteristics and long-term outcomes of |#iM & HEHE VELERB T 7L —>a v AR | AT —FTALT77L—  |30m&Y £ BEE, BEESR A
7 |catheter ablation in young adults with atrial 18-30RM82AN &, TARY T 4 vav
fibrillation. Ry FEEF30mLY EDTEA
The impact of age on the efficacy and safety of FIRES S35 HF—=FATTL—=vaviaBkEE|(AT—FTLT 7L — 56-65/%, 66/ L PRI, BEE, HAERELLT |FRA FEMRNOERA T DIRET D=, FEEHEM/NA TR
8 catheter ablation for long-standing persistent atrial S OB MBES 258N (FiT |y av ORREMFER, BOHE, BEER TYRZHY ELTERA

fibrillation.

55U FT1A, 56-65m89A, 66/TLL
FO8 A D3BEICNEE)




9 |Distribution of triggers foci and outcomes of HBAHMEHEHAR HF=FANTTL—=vavaBHL|AT—FLT7 7L — 41-647%, 65mM L BRAEBFHHE (BF ERB [RA FiHD XYY H'40m%
catheter ablation in atrial fibrillation patients in BMBEEIS85A (FiHT20-405 [vav B, BEE
different age groups. 175N, 41-647%1134 A, 65/ £276
A DIBECHEE)
10 |Catheter ablation of atrial fibrillation in the young: |ZMHRBEEL VXA M) —|hTF—FAT TL = a3 > 5F b | hT—FILT 7L — 45/ & W E BRAZET, BRAMACCE (FET - (D E5|1RA
insights from the German Ablation Registry. HWR BEEBEET243N (F#TISHUT |vav TR - fZEeR - KHIMm) |, BHHE,
593 A, 45 & Y £ 6650 AIC434E) ABEH#ARE, 127 A%, MACCE,
Br7L—>3>
The cost-effectiveness of radiofrequency catheter |RCTdH 7#2#T TEREORFEEOEMRBEE 204N | hT—FT7AT T L— |EYEEEZU-EE (ERANHE Brotk FipDXY Y H50m, ERECERBATR
1 ablation as first-line treatment for paroxysmal atrial (hF=FAT7TL—>avaRiflk [vay, EoEE 148N
fibrillation: results from a MANTRA-PAF substudy. BEU6AN, MAEREBEEZIT
£FH148 M)
CQ8. EMEmENREEFEEICEWVT, BERREMBRTNZMEMEIW>H?
# SCHR HRTYA > P | © 0 Fiot EP S
Tita AT et al. N Engl J Med. 2022 12;386:1781-1792. [RCT, multicenter, open- | 3FEESL 18 & 1E A HHEMR 2408 |ME140/90L T ICKEE [160/10550 L Ic % % |[—RT 7 b h L AT FHif > [#RA
1 label A ER) TAALAEL b (FEjEpreeclampsia, ATRE, i
BREARBE, R IR/ATEIRIET) 3N
ABE TR
Abe M et al. Hypertens Res. 2022 ;45:887- 899. SR, meta-analysis INMEERME130KEEEDIE S AE B chronic hypertension, gestational hypertension,
2 (RCTD#) EBMEEFHITS. BE~ADE=Z preeclampsiaz &SR
VT3 E
Al Khalaf S et al. Hypertension. 2022;79:1560-1570 |#£2#%2 F— RN RTEFE N R BHBNEAGHTRE [BESLE,AV (B [S0EFRIEFESIEIC kA ot I NBRRARS O M E AR
(1997-20164, 1304679.N) 14595% (5 bREEEE |EZMLF % T Wi |preeclampsia, R, BRIERBLEH
F%F T D I 6786[L) 4EER Zu.
3 £) . SBMELAL
135/85T2 BEICH%EL
TOF®REBELH Y,
Angras K et al. J Matern Fetal Neonatal Med. 2022; #2252 (retrospective, |&HHED & WIEEES (BP 140- P EZEAAREF 113A P EZRIENAREF 232N |[—K 7 7 b L EFE preeclampsia |#£H
4 [35:9071-9077. 1/2014-3/2019) 159/90-109mmHg) 1B mESHHE IR TERELL.
& 345 A
Dumitrascu-Biris D et al. Acta Obstet Gynecol BEHR RATA O BMED BRI A DT UL HREA OBILELH Y, EROS [BRo I AFRE O i E AR
5 |Scand. 2021;100:1297-1304. (prospective, single JEB, FIEFTRICEET S hzig ICHREARBEELE L L TWEST
center, 2011-2017) 1 F S TR 798 A, IFHERARY bAE D ST,
Zhang Y et al. Pregnancy Hypertens. 2021;25:62-67. | #1525/ 5¢ (retrospective, |&UHED A& WIEEESE (BP 140- IFRBIAOHGRAME [EREHOIGRBME |—R77 b hLBETY FRA Y |BRA A ABBRAES O ME A 83
single center, 2010-2017) |159/90-109mmHg) &4 & i E & H#3F |< 90mmHg = 90mmHg b (BRIB/FTEIRIEE, H B, HE
5 & 305N 207 A 98 A {AE, small-for-gestatioal-age, AT
R, WERFILARRE) [$HRE
ME = 90mmHgB T% h > 7=,
Heimberger S et al. Pregnancy Hypertens. BEMR (retrospective, |77 UHRT AU HA, BESOEES InER preeclampsia & REIL, BT [BRA M ABRIARS O M1 E A RER
7 2020;20:102-107. single center, 2013-2016) | 4R 19844, #H4Y B BP = 140/90mmHg @
1HYR208 F TOEIRMH O ME L~ BERTS .
LIEFEOEFTIREICNIE /o
Xiang X et al. Cell Mol Biol (Noisy-le- grand). RCT, multi center, 2018- | &HHED 7 WIEEFEL] (BP 140- SNEA—)LIEERE TS REE 126N EEEEIME, preeclampsia, B2, [/
2020;66:9-13. 2019 159/90-109mmHg) 18475 M EA4EE [127 A 175 € RBETE D 57, NICUARR
8 393N & small-for- gestational-ageld 7 ~
ZO—LETEL, BEET 71K
Brsh ot
Salama M et al. Pregnancy Hypertens. 2019;17:54- |RCT, multicenter, 2017-  |&#HED 7 WIEEEL;, (BP 140- TRERE 3260 FEIRIREE 164N BIEEGME, preeclampsia, B2, [#%A B2 E AT
58. 2018 159/90-109mmHg) @B MESIEIR |(X FIL F/¥ 166N, = DEMZ, R, EKE 0O
9 490N

7YY 160A)

AR ERIERE TS o7, NICUA
b, REZBREH TS H 1.




Magee LA et al. Pregnancy Hypertens. 2020;19:87- |RCT, non-masked, 1TR14-33B D IRRIME 90— BZHAREA M E BiZIRI M E MEBMBETEE, FEREDHICUR B CHIPS b T A 7L U 7RHF. MEZE#IEE L
93. multicenter 105mmHg (F&E PR (85— 85mmHg 100mmHg Var-19% TW3,
10 105mmHg) DL 987 A 4641 449 A AEVMELEHFEFESMOE, Gestational hypertension#'25%% 5% %,
preeclampsia & BIES 5%, #FER
S A=A
Rezk M et al. ypertens Pregnancy. 2020;39:393-398. |[RCT, multicenter, 2017- | &HHED 4 WIEESELE (BP 140- JRERE 3304 FEIREERE 1650 EREE & M/E, preeclampsia, B2, B 20224 |ZExpression of Concerni®#i. E&HH®
2018 159/90-109mmHg) @M EMEALENR |(4 FL F/X 1654, Z DERZEAL, IR HAREE, EEE 0 IEREIE,
1 4950 NEA—L165A) B, REMREEE TS o1,
Small-for- gestational-age, 4R
&1 £, #ER#IE, NICUABRIX 7
AL O NPT N o
Ogura S et al. Hypertens Res. 2019;42:699- 707. SR, meta-analysis, RCT® |14 1804 A D IEE L, (BP 140- BEFRISIHRE RO Y X7 &/-S (B chronic hypertension, gestational hypertension
12 H 159/90-109mmHg) 1R S I EAE1ERE Lbge L Lau, #&8. —BEDOWMEILchronic hypertension# &
ALTVD.
Becker DA et al. Am J Perinatol. 2019;36:872-878. #1527 (retrospective, |@EmMmEAHTIR 8624 MERFH (HBAR |MEBLE (HBAR [NERTRS OFEEERIE, mEM | A& O i E AR
single ceter, 2000-2014) BEIE < EEME = B HEL THERY XSRS
13 140/90mmHg) 140/90mmHg) hot.
270 A 429N MEBEL, MEREREHEL
MERFRSMEBE | TEI Bh o7z
Panaitescu AM et al. J Matern Fetal Neonatal Med. |SR, meta-analysis, 6:A3, 495 N DIEEFEHIEMH ST S |BEEENRRE zE%E#WHE%i BEEREED A Lsmall-for- 52 —EBOW R CUEHRME 170mmHgE TD 1 DA
1 2019;32:857-863. RCT(1976-1990) HHEIR gestational-age, preeclampsia & B4 BENTWLWS, MRAEXA1970- 1990F & H Ly,
EA L L, FERFREE DM EA140/90mmHg % TFIEl - TLy
)
15 Magee LA et al. Pregnancy Hypertens. 2019;18:156-|CHIPS + 5 A 77 L 0 (52N
162.
Ueda Akihiko et al. Hypertension Research in BZRHE (retrospective, |1BM4EmMESHEIR 38A. IHEHM [EHLE < UNHEEAME 130~ INHEERME <130mmHg% IR FH  |Broth A ABRRAES OO M E HYREA
Pregnancy 2019; 7: 75-81. single center, 2008-2019) |EL N T3BICHFE L 72, 130mmHg 19A 139mmHg IERT B EIE, 2B s LT
16 11A ARAEA RS, ROBRENZL,
IHEEAME > BHIFAE preeclampsian’ /b -
140mmHg 7.
L
Youngstrom M et al. Obstet Gynecol. 2018;131:827- |#1Z25 % (retrospective, [IBMBMEBFOH 2 MEERETRE |1BESOEREOH S [SOERFEOL VTR |BEEOERICEL ST, EBEEMm (B PRTHA Vv HERD
834. 2000-2014) 830A M EEBITR 476N FEAGHENR &S 10E BT 0 7 W TR
1R20B & TICRRESE ICHRTAERY 27 5B,
17 L
212N
ER20B £ TICRRER
»HY
Abalos E et al. Cochrane Database Syst Rev. SR, meta-analysis, RCT® |635/3, 5909 A DIEEESEL (140- B EFE AR RE B EFFENARAE BEARIIEFESNELZRS L. RS chronic hypertension, gestational hypertension
18 [2018;10:CD002252. EA 169/90-109mmHg) & E A HHER &8, —BoOHRIZchronic hypertension% k&
ALTWD
Minhas R et al. Pregnancy Hypertens. 2018;14:110- |#2H % (retroepective, 1@ EIMEAHHIEIR 78 A ERPOMEFHE [SERPOMEFHE |LESER THLRET sFItL/PIGFELA" |BRS A ABRSARS O M E A RER,
19 1114, single center, 2015-2017) < 140/90mmHg 56 A | = 140/90mmHg 22 A [&<, &E, preeclampsiad ) X7 BEEZREDOFETRITL T,

HEhot




Nzelu D et al. Pregnancy Hypertens. 2018;14:200- |42 (prospective @S NEAGHTIR 690N, EIRET O [IEIRE 2T 86 A "' I B SRR ISR ME & 2T S N iER] |BRA METHA VHERD.
204. cohort study, single BMEZROFE, TRV LE L CME < 3. WERETD SR MEREENH V) &
center, 2011-2017) N, BEEOEETIAREICHML 140/90mmHg., BEEZE |E3 7% L TME < 140/90mmHg DIE|
7. L Ble T, EfESME,
200N preeclampsia, small-for-
- IME < gestational-ageldRZE TH - 1=,
20 140/90mmHg, BEEE
»HY)
231N
- ME =
140/90mmHg. FEEZE
»HY)
173N
Nzelu D et al. Am J Obstet Gynecol. BRHR (prospective BHHED 73 W B S M EAHHTIR 586 |ME < 140/90mmHgk|"M/E < 140/90mmHg |M/E < 140/90mmHg (BEZEAR L) | AABBEEBOMEATE, MEFHA v HARYE
2018;218:337.e1-337.e7. cohort study, single A EZEA L 199A PEESEd Y BlE, 2B IChRTCEESME, 5.
center, 2011-2017) VEIZZSEOMEL N EBEERNE 220\ 3TBARGHFAED preeclampsia,
21 ECIFICHIELT-. small-for- gestational-age ' /> 74
ME = 140/90mmHg |H > 7=,
PEESEH Y
167 )
Magee LA et al. Acta Obstet Gynecol Scand. RCT, open label, 1TR14-33BDILRIME 90— BIZHAREA M E BiZRI T AARSETOY R7BRINLIZRE | METHA VHERD.
2016;95:763-76. multicenter 105mmHg (F&EZEPIARH (385~ 85mmHg 100mmHg
2 CHIPS b 7 4 7 )LD H 7% |105mmHg) DEEHE 987 A 464N 449 N
o AREAROEEER
THRURIOFEATE
ZAn AT DR
Rezk M et al. Pregnancy Hypertens. 2016;6:291-294.| 882255 (prospective, JEEAE (140-159/90- 109mmHg) 18 (X FL R/ +H{ERET [ERAE7 R v Eil [BEERFARBE CEESL E, BX KA MEEROT O FT—LABERENTULAN,
23 single center, 2012-2016) |14 M /EEHITHR 2B U E5E 104N |HE5E 2, LERZEL, RESHIE &
222N 118 A HE DA, 2E, NICUABA%
ot
ZF BT 5, BEBEMN - Volume 81, pp. 849-853 - |#AZRMIR (retrospective, |18 S IESHIFIR IR O ME < IRMAAICENE &2 [IEREICHNE &SRS NIEGNE (R METHA VHERD.
2016 single center, 2011-2015) 140/90mmHgIc &R & |Br & M FoiER Fo I ERETME D > b B —LREG)
NTUWER 26 A 37A &, FERAIMED Y b A —ILREFH)
24 HIRETA SBMENSH | L HBL TRE, EHEFENS
YMEBEBASIN T | o7,
Tt > 7 EEHB)
Al
Magee LA et al. N Engl J Med. 2015;372:407-17. RCT, open label, 1TIR14-33B D ILREFME 90— BiZHLREA M E BiZHLREA M E M CRIB TR, EESEEHHEIC [BA HARHMEDHZIRIEICL TS, gestational
2 multicenter 105mmHg (F&EZEAN AR B (385~ 85mmHg 100mmHg BREEE A, -7, BIZLRAME hypertension'25%% 5% %,
105mmHg) DFAR 987 A 4640 4490 100mmHg2¢ T EERS M E DA H A
Zhot
2% Tita AT et al. N Engl J Med. 2015;372:2366- 7. Magree LA NEJM 2015~ Brotk
Dcomment
Allen SE et al. J Perinatol. 2017;37:340-344. BEMR (retrospective, [BEEZRRL TV 2I8ESNEAS |FESE2@ELLE 122 |BEESELES12A ME = 140/90mmHg T, BEEZE | MEFHA VHERD,
single center, 2000-2014) |44k 634 A AEBEANRL TWBET
21 preeclampsia, BEHNEH -7,
If/E < 140/90mmHgTld, MEETH]
EEU Aot
Ankumah NA et al. Obstet Gynecol. 2014;123:966- |RCT, multicenter JEEAE, (140-159/90- 109mmHg) 12 [{AABME < AR ME 140- If/E < 140/90mmHgRE T, #HAT ~|BoH MEFHA VHERD,
972. preeclampsia/nA U X7 &SI ESHHTIR 140/90mmHg 478 A |150/90-99mmHg FaRA >+ (BESRRT, &F
28 FEFICH T 2IEBE T XA E|759A 221N preeclampsia, BAEEFRHARIEE, AT

U OMR%EHDHRCTOY
7 HRAT

XErEEoFREEDbE L

FEABSIE 151-

159/100-109mmHg
an

2E) &small- for-gestational-age
HEbIiEh o7




29 Cantu J et al. Obstet Gynecol. 2014;124:933-940. RCT, double blined, SRS I EREMRRE 2752 MEICK 2 MREBBEOEE % TFME B HRNAEL D,
multicenter L7,
Lecarpentier E et al. PLoS One. 2013;8:€62140. BRMR (retrospective, |IHRATH O BEEEE W L TV 21814 |MERHRSOESE |MERTRSOEEE [FHME > 95mmHgA INERITIRS |t METHA VHERD.
30 two centers, 2004-2007)  |FIESGHENR 2114 il AL MEBEDY X AT,
49 162
Ono Y etal. J Obstet Gynaecol Res. 2013;39:1142- #1225 %R (retrospective, [1@#EMEEFITIR 1204 fOREEIIRERE 1 [MERARSMERE |[MED > b A —)LRIFREZM2EIC LB METHA VHERD.
6. single center, 2006-2009) BTHE < il NTEHEERFRE, NICUARH DA
31 160/110mmHg 28\ note
48N A& = 160/110mmHg
32 Nabhan AF et al. Cochrane Database Syst Rev. SR, RCTD & X, 256 \DIEEREME MESHHIT RS gestational hypertensionA"& &N T3,
2011;(7):CD006907. IR
CQ9. MBREMSMEEDREICEVT, FHEZRTREN?
[ # X BT YA~ P € 0 BRot EE
Heresi GA, Love TE, Tonelli AR, Highland KB, Dweik|# % 6 & #122 27~ — ~ 522 |PAH initially treated with ERA or WMEAICERAEEIR L 7= [2%ET 8B 2 FIGHA L 7= B 12 B |65 MU £ TIZERAFIEAIRIR CIRRE DAF Y — F
RA. Choice of Initial Oral Therapy for Pulmonary PDESi £ vs #H31C PDESI FaS HEAE. 45K TIZPDESFEREIREIR T
1 |Arterial Hypertension: Age and Long-Term Survival. AEIRLT-BH REDEI A — FEEAE L. PMBEEH Y 72
Am ] Respir Crit Care Med. 2018 Oct HY, EEHEANEA.
15:198(8):1090-1093
Rose JA, Cleveland JM, Rao Y, Minai OA, Tonelli AR.|RCT % & & T & #5731 1 @47 |[PAH TR, 285 74 |Efn=50, 51— 12-1638% H6MWD BIEE L TARFoLICET B 6 MWDDE
2 Effect of Age on Phenotype and Outcomes in N, FLT7RRFZIL |64, Z=65M3FETLE EHRIFZ L5, Tableb
Pulmonary Arterial Hypertension Trials. Chest. 2016 BTFE #0O, ®A
May:149(5):1234-44
Berman-Rosenzweig E, Arneson C, Klinger JR. RCT (PHIRSTi#E) 0= [PAH TIeR, BT 74 |65 L LK 16:8#% 515 6 MWDZ L & 6 HESHIT 65U ETIEREDOMER (p=
Effects of dose and age on adverse events BRI L20mg, 40mg Clinical worsening (3t =, %% 0.05) , 65ERMETlIdAREICHSE, Clinical
3 [associated with tadalafil in the treatment of 18, CEFREUIE, PAHOB{A worsening:65m U E TR KT 7 4 LA0mglz 7 5
pulmonary arterial hypertension. Pulm Circ. 2014 BE, PAHZEE®EM, FCHOBA{L) EREEL TARY bEFREIENIL LA,
Mar;4(1):45-52. 65/ TA X MIHOfER (p=0.06) HY
Kodur S, Ahmad W, Heittarachi M, Reeves G, Attia |a3Fk— FEFZR PAH IV R ERE, |55 T E5mUE 659517 S5 AT DA NERIN A TERMEHITHDUV S
J, Barker D, Collins N. Influence of Age on Outcome KRR ITRTFT—4
4 |in Patients with Pulmonary Arterial Hypertension. BEEE, F7zI3EARA
Heart Lung Circ. 2015 Jul;24(7):719-23. FIERATARE S
AR
[ mEE O#7 L W ERI] PDESHEF ORMME |BRHR PAH L QTR EEA0UUT | TRTART / —LBAHY, L IRTART / —NOFREABREOHIR. &
5 |IB3¥ B3, MR & JEIR - Volume 60, Issue 1, pp. WAH LY BEICEAN TN T
11-17
Rothbard N, Agrawal A, Fischer C, Talwar A, Sahni PAH KEYi#iX, FDAOTIXEAE S LICRRH,
6 S. Pulmonary arterial hypertension in the elderly:
Clinical perspectives. Cardiol J. 2020;27(2):184- 193.
7 [Binec 51 21ERAES B <5 S BB PAH IXZN—POBR (BEDOH)
JESE, AWF - Volume 126, Issue 0, pp. 961-964
CQ10. AFAOEHBOALEEOFETFACAVIREZEFNT L A1 LOFHEIREIZ A ?
[ #] ik | #z7var | P | I/E © 0 B x>k




Tanaka et al., 2018 (Japan)

Retrospective cohort

study

603 patients with HF =65 years

Frail (score = 5)(n =
339; 56%)

Non-frail (score
<5)(n = 264; 44%)

All-cause mortality

Frailty status was assessed
based on a frailty score
consisting of four components:
slowness, weakness, wasting
and malnutrition, and inactivity.
But, this frailty score score is
notinthe CQ. #i@&; 7L A IR
TV EER (BUSTERRE
ENRICVERBORRN 7 LA
VEHE & LR | SITRE,
1875, ALB, ADLDAIEH (£510-
12,7) T, BiEIEE 7 LA L
REERT. ZOFHEIZCQICA

Even after adjusting, the frailty score was a
significant and independent predictor of
mortality (HR 1.11, 95% Cl 1.02-1.20; P = .014).
Frailty was also shown to be associated with a
1.75-fold increase in mortality risk (95% Cl 1.03
2.96; P = .036).

Konishi et al., 2021 (Japan)

Multicentre prospective

cohort study

1332 patients with HF aged = 65

years

HFpEF (low hadgrip, n
= 383, 64.5%, slow gait|
speed, n = 383 50.4%)
HFrEF (low handgrip, n
= 383, 58.8%, slow gait|
speed, n = 383, 44.7%)

HFpEF(no low
hadgrip, n = 383,
35.5%, no slow gait
speed, n = 383, 49.6%)
HFrEF(no low
handgrip, n = 383,
41.2%, no slow gait
speed, n = 383, 55.3%)

1-year mortality
the combined endpoint of death

and HF readmission within 1 year

low handgrip strength was associated with
higher mortality(HFpEF: HR3.39, p=0.001,
HFrEF: HR2.41, p=0.004) and a higher
incidence of combined endpoint(HFpEF:
HR1.63, p=0.012, HFrEF: HR1.54, p=0.015) .
The negative prognostic impact of low handgrip
strength was also retained after adjustment for
multiple independent variables for
HFpEF(HR2.27, p=0.049) and HFrEF (HR2.55,

Nozaki et al., 2021 (Japan)

Multicentre prospective

cohort study

1028 patients with HF aged = 65

years

Frail (3-5, n = 559) by
Fried phenotype
model(5-item)

Prefrail (1-2, n = 400)
and non frail (0,n =
69) by Fried
phenotype model(5-

item)

1 year all-cause mortality

Kaplan-Meier survival analysis followed by the
log-rank test indicated that frailty assessed by
Fried criteria with a higher rate of all-cause
mortality (p=0.001).

After adjusting, frailty assessed by Fried
criteria significantly predicted all-cause
mortality (HR 1.20; 95% CI 1.06-1.36; P = .005).

Ozawa et al., 2021 (Japan)

Multicentre prospective

cohort study

1301 patients with HF aged = 65
years in FRAGILE-HF cohort

Slow group
(standardized gait
speed: SGS ratio <
0.527,n = 358)

Non-slow group (SGS
ratio > 0.527, n = 943)

1 year all-cause mortality

Slow group was significantly associated with
mortality in the multivariable Cox regression
analyses, even after adjustment (lyear
mortality; HR1.70, 95%Cl 1.07-2.72, Long-term
mortalitv: HR 1 48 9R%CI 1 0R-2 02)

Yamada et al., 2021 (Japan)

Multicentre prospective

cohort study

2721 patients with HF

Frailty category
1IV(n=374)

Frailty category
1(n=487), Frailty
category 11(n=448),
Frailty category
111(n=469)

HF readmission and all-cause

death within 2 years

Category | (n = 487, age

<65 years old; [interquartile
range: 57- 74]) #®E ;
FLAGSHIPZ L 4 )L 227 % fE
A (& 5, PMADL, #$1T&
B, SEW-7:30-14%, &EIF
ETLAL) | ZOFHENCQIC
mirofres. E£7z, 65EKME
EBEOT®H,

Event - free rates continuously decreased
according to the severity of frailty in all study
outcomes.

In Cox proportional hazards model, frailty
categories were associated with the composite
outcome independent of potential confounders
(hazard ratio [95% confidence interval] in
reference to Category |: Categories II, 1.51 [0.84
-2.72], P = 0.169; Category Ill, 2.37 [1.32-4.23],
P=0.004; Category IV, 2.66 [1.45-4.89], P




Maeda et al., 2022 (Japan)

Multicentre prospective
cohort study

1219 patients with HF aged = 65
years

Frailty group (male; n
= 376, female; n
= 318) by Fried
phenotype model (=3)

No frailty group (male;
n = 322, female; n =
203) by Fried
phenotype model (<
3)

1-year mortality

On Kaplan-Meier analysis, the presence of
frailty was significantly associated with higher
1-year mortality in both sexes (log- rank P =
0.005 for men; log-rank P = 0.027 for women)
Frailty in men and women combined (hazard
ratio, 1.82; 95% Cl, 1.23-2.69; P = 0.003) were
associated with 1-year mortality after
adjustment.

Frailty was associated with 1-year mortality in
both sexes in the unadjusted Cox model.This
association was attenuated in women after

Yamamoto et al., 2022 (Japan)

Multicentre retrospective

cohort study

1215 patients with HF aged = 65

years

Physical frail/
cognitive
impairment(n = 279),
(physical frail: Fried

Non-physical frail/
non-cognitive
impairment(n = 352),

Physical frail/ non-

All-cause death, cardiovascular-
related deaths,

HF readmission

Multivariate Cox regression analysis showed
that cognitive frailty was significantly
associated with a higher incidence of combined

events of cardiovascular - related deaths and

phenotype model = 3, |cognitive HF rehospitalization (HR: 1.89, 95% Cl: 1.10-
cognitive impairment: |impairment(n = 413), 3.26, P = 0.021)
Mini- Cog© <2) Non-physical frail/
cognitive
Iwatsu, et al., 2022 (Japan) Multicentre prospective |2502 outpatients admitted with HF |FLAGSHIP frailty FLAGSHIP frailty All-cause mortality, HF Frailty status was assessed For physical frailty, adjusted for confounding
cohort study and AMI aged =70 years score category IV (n  |score category | (n readmission based on a frailty score factors and based on Category |, Categories IlI
=538) =692), Il (n =607), Il consisting of four components: |and IV were associated with 1.36 (95% Cl: 1.06-
(n = 666) grip strength, gait speed, 1.76) and 1.61 (95% Cl: 1.24-2.12) times
PMADL, and SEW. increased risk of adverse outcomes,
8 However, this frailty score respectively.
score is not found in the CQ.
#R2 ; FLAGSHIPZ L A L2 2
TAGER (BH, PMADL, 1T
B, SEW-7:30-145, &fE
EEZLAL) . ZOFHEACQ
Kitai, et al., 2021 (Japan) Multicentre retrospective |1192 elderly patients with AHF Low SPPB scores (0- |High SPPB scores (7- |All-cause death, HF readmission The lower SPPB scores were independently
cohort study 6,n = 373) 12, n = 819) associated with an increased risk of composite
Short 6MWT (< 242m, [Long 6MWT (= 242m, of all-cause death and HF readmission
n = 595) n =597) (adjusted HR 1.28, 95% CI 1.01-1.61; P = 0.049).
. A 6MWD less than the median value was

associated with higher risk of composite of all-
cause death and HF readmission compared to
that of a 6MWD greater than the median value
(adjusted HR 1.61, 95% CI 1.27-2.04; P < 0.001).

27 ftb., 2021 (BA) SRR FRNERAE 1786, 65U LD LTLEE ADLETFE#(n = 33)>  |ADL#ERFEE(n = 145) D [ ABTHIADLIET ADUETF o F IR F 12 ST EA S (HRO.64,

10 SUHHECTEE, B |SFREGTERE, B 0<0.01), RHICHEWTHTREA B S N7
5) 5) (HR0.64, P<0.01).
CQ1l. HFAAOEBHIALBEOFEFACAVINEEM - DEBNT LM L OFEEERIRADL ?
[ # ik WRT YA~ B I/E c 0 B4k EERTS
Iwatsu et al., 2022 (Japan) Multicentre prospective |2456 patients with HF aged 70 years |psychological frailty if [non-frailty composit outcome of After adjusting for potential confounders,
cohort study (FLAGSHIP) |or older they had an MMSE rehospitalization for worsening HF psychological frailty was associated with a

1

score of <26 or a 5-
GDS of >2.(n=1478)

or all-cause mortality within 2
years after discharge.

1.32-fold increase in 2-year HF
rehospitalization or mortality risk (95% Cl: 1.12-
172)




Yamamoto et al., 2022 (Japan)

a prospective multicentre
observational study

1189 patients with HF aged = 65
years in FRAGILE-HF cohort

Mini-Cog

scores 0<3 being
considered abnormal,
Non- pysysical
frail/cognitive

imnoaivmant

Non-physical
frail/non-cognitive
impairment

mortality at 1 year and a
combination of mortality and HF
readmission within 1 year of

discharge.

SHH7LALHY AL, BHO7LALEY L
LOARIIHITTWD, SBEELLD 7L AL
bl L & LERRBHE 7 L 1L OBMSHRIEH D
A, BROBHBIEERL B> TULAEL,

Yamashita et al., 2022 (Japan)

Multicentred prospective
cohort (FRAGILE-HF)
study

1,332 patients with HF aged = 65

years

had-work group
(n=216)

non-work group
(n=1,116)

combined HF-related readmission

and all-cause death events

Had work & Non work® 3R %
RT3 78 cognitive decline
DHRIZTH

Matsue et al., 2020 (Japan)

the FRAGILE-HF study, a
prospective, multicentre,

observational study

1,332 patients who were
hospitalized due to decompensation

of HF aged = 65 vears

frailty domein 0

frailty domein 1-3

combined endpoint of
rehospitalization due to HF and all-

cause death

cognitive fraility B OB RIZT
8

to evaluate the incremental prognostic value of
cosidering the number of frailty domains

identified(physical. social. cognitive)

Joyce E et al., 2018 (US)

Retrospective cohort

603 patients with HF =65 years

Strong grip strength/

Weak grip strength/

All-cause mortality

BAANERRE LIHRTIRA

study cognitive impairment |cognitive impairment \y, ZF7-cognitive impairment
MO E ST
saito et al., 2020 (Japan) multicenter retrospective |352 patients with HF aged =75 years [Mini-Cog Non-ClI All-cause death Cls defined by both MMSE and Mini-Cog were
study a score of <2 was independently and significantly associated with
considered abnormal, worse prognosis after adjustment for MAGGIC
suggestive of score plus log transformed BNP levels at
Cognitive impairment discharge. (Cl based on MMSE HR 2.05 95%ClI
(CI) MMSE defined CI 1.16-3.61, Cl based on Mini-Cog HR 2.49 p5%Cl
fhaloe0n 110 442
CQ12. HFEMEMABIRFEN (MENEEZEL) OBELPHAREICLEVT, FHEZERINEN?
SCHR HRTHA >~ P | © 0 Fiot axvh
Frailty as a predictor of major adverse cardiac and |BZ&H%E (%AmZ) n=749 (7L 4134, 7L 7L A /7 LA LR EVARIC & 217#308, & ®A 7 L A LB IEHT#%30H TOR14.5, £ 14 OR3.37T
cerebrovascular events after endovascular aortic 185) (F932mB) OLmEA R bE BICMACCEA 2 %. mFl (ZLALAY
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20%72 FEMACCE F:81(=
The fate of patients with large abdominal aortic BRMR FEAEEIEAAAN=8T6 (117174, F—7 EFER A FEEEVEAAASrepaire L2 ANV EFEEAR L
aneurysms referred for consideration for elective 244, EVAR458)
repair. J Cardiovasc Surg (Torino). 2021.62:35-41.
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Outcomes and Durability of Endovascular BRME B AEF) EVAR% 321} 72n=255M 80X n=59 JE8ON=196& D ELEL |FEMTEAZEL, MI, ABRHARS, 308 |#&%A 80f%Ix, BAWHILHEEDRELEENEL (5% vs.
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DAETEIZIIHETDCr & HotA B
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and Systematic Review. Eur J Vasc Endovasc Surg.
2017.54:454-463,

Systematic Review.

B3 (5,989 A0 80 X & 19,734 A D
HWEH)

HR1.95). EVARSAMHIZABINICE 37 <, 5ELL
W Dre-intervention | $MEFICHE R AL L.




A Cost-Utility Analysis of Endovascular Aneurysm
Repair for Abdominal Aortic Aneurysm.(Annals of
Vascular Diseases. 2017. 10:185-191.)

Cost-utility analysis

21 patients with AAA treated at
Ibaraki Prefectural Central Hospital
in 2014 were divided into non-
ruptured EVAR (Group E) and open
surgery (0S) (Group 0), and

cuntived OQ (Grann R

FERRRAIEVAREE
(E2)

FFHT (0S) B¢
(0B¥) , WHRAOSHE
(RE$)

Incremental cost- effectiveness
ratio (ICER)
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Elective endovascular vs. open repair for abdominal

aortic aneurysm in octogenarians. (Vascular. 2016.
24:348-54.)

retrospective analysis

207 patients underwent elective
repair of infrarenal abdominal aortic

aneurysms.(age over 80 years old)

endovascular
aneurysm repair
group (&N BHARERIE
14

open repair group(B§

IRAE1RTT)

Comorbidities, operative morbidity

and mortality, midterm outcomes

MENEIRBEENT IS FIRBEN & U bR, D
%<, 80RDIEIMABIRAEDEFICHEATHS.
L L, mENBIREEEN B B ER T
7S N b

Abdominal aortic aneurysm repair in
nonagenarians. (Ann Vasc Surg. 2015. 29:183-8.)

retrospective analysis

52380 patients who underwent an
open or endovascular nonruptured
AAA repair between 1998 and
2007(under 18 years old were
excluded)

patients 90 years and
older who underwent
either an open or
endovascular repair of
a nonruptured
AAA.(n=423)

adult patients less
than 90 years old (age,
18-89) who had
undergone repair of a
nonruptured
AAA.(n=51957)

The primary end point was
mortality. Secondary end points
were postoperative neurologic,
cardiac, and respiratory
complications.

0fRICH 1T B AAARIREF M X AMIASECEAE L
<ELD, MEREENILAMBIECEAFRE
EANTHY, EEARTSH 5. ZORTEE,
0mAKBDBEICH S 2 MEANEEMDILTEL
YARICELD, TN THLIORKBOEEIIHT
SHIE AAABIEITOSECER E AREE B L.

Frailty increases the risk of 30-day mortality, 23,207 patients undergoing elective B RE L The primary outcome was 30-day |exclusion criteria: emergency |fth®ERETF & I3 EBIfR ICmodified frailty index
morbidity, and failure to rescue after elective endovascular AAA repair (EVAR) or mortality, and secondary outcomes |status, critical patients with MNEWT &I, FHEAEVARYOAR% %213 B
abdominal aortic aneurysm repair independent of open AAA repair (OAR) were included 30-day morbidity and FTR.|ventilator dependence, acute |DIETCEPLREBZE0OFHS LBHELTWS, 7LA
age and comorbidities.(J Vasc Surg. 2015. 61:324- identified in the National Surgical kidney failure, sepsis or septic [/LBHEDILEEIL, HERAEHHEIC & Sfailure to
12 31) Quality Improvement Program shock, and transfer from rescue(FTR)ICL > TE HIC LR, #lBTICESSHK
database for the years 2005 to another acute care hospital or |& LTHLZEIRY RIFHEDHEB & LT
2012.The final study cohort included from another emergency BRATHHEEZOLNS.
23,027 patients.(<16 years old department.
Endovascular aneurysm repair in nonagenarians: a |27~ 7 4 v 7 L £ 2 —|361 patients (81% men) with a mean B RE L incidence of complications and [EE IS HIHT & N 290 D BIRMIEVARE DA HHE
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aneurysm were treated with EVAR year. 5.
using the Endurant endograft
(Medtronic Cardiovascular, Santa
oo oo
Does EVAR alter the rate of cardiovascular events |7 > & AL LbEEER Between 1999 and 2004, 404 EVARE#(n=197) {RTFHIAESE (n=207) |the rate of cardiovascular events F92. 8F DBYEAR F IC6TH DO LME A RV b
in patients with abdominal aortic aneurysm patients with large AAA considered (fatal or non-fatal myocardial HFEEL, EVARECTIENAR LB E &L T
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15 |randomised EVAR trial 2.(European journal of 2009) 6.6¢FX15.114) 5 FETENY — Kb 1.42 [95% Cl
vascular and endovascular surgery. 2010. 39:396- 0.87-2.34]. EAFALER O NY — FEEA R L R
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patients presenting with heart failure symptoms -
Does gender of physician and patient matter?
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Female Physicians JAMA Intern Med. 2017 Feb
1:177(2):206-213.
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