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Goals of “BEST” Treatment1,2

1. Relieving presenting symptoms  

2. Preventing progression to acute mesenteric ischemia 

3. Improving quality of life 
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Open surgery >> Endovascular 
At least 7 reasons why. 



1. PATENCY

• Well established in open repair: up 
to 92% primary patency at 5 years3-

4. 
• Five systematic reviews showing 

lower primary patency in 
endovascular compared to open, up 
to 5 year follow up5-9. 

• Lower secondary patency in 
endovascular vs. open9. 

Forest plot summarizing primary patency rates for endovascular versus surgical reconstruction.  

Open repair has 257% higher odds of achieving late primary 
patency compared to endovascular repair (OR 3.57, 95% CI 
1.83-6.97, P=0.0002). 



2. RECURRENT SYMPTOMS 

• Restenosis based on review of 
literature4: 

• Endo: 57%
• Open: 24% 

• Recurrent symptoms at 3 years from 
largest systematic review of 100 
studies (n = 18820 patients):

• Endo: 34% 
• Open: 15% 

Forest plot summarizing 3-year recurrence rate of chronic mesenteric ischemia symptoms. 

Overall weighted risk of symptom 
recurrence lower in open group 
compared to endo (RR 0.472, 95% CI 
0.339-0.657, P=0.177). 



3. REINTERVENTIONS

• Up to ½ of restenoses in endovascular 
repair require reintervention10

• Endo: 10-42% 
• Open: 0-27%

• Largest retrospective propensity-matched 
study (n=418) analyzing long-term 
outcomes after re-intervention for CMI11

• Open repair associated with greater 
freedom from reintervention at 5 
years (p<-0.01)

5-year freedom from reintervention in open and endovascular repair. 



5. ANATOMICAL CONSTRAINTS

Multiple options for inflow
Endarterectomy & reconstruction 

possible
Revascularization >1 vessel

OPEN SURGERY

✗Eccentric calcifications
✗Flush occlusions of aorta
✗Long occlusions
✗Small vessel diameter
✗Tandem lesions affecting 

branches

ENDOVASCULAR



6. EMBOLIZATION, 
DISSECTION, PERFORATION…

• Distal embolization reported in up to 8% of 
patients treated by SMA angioplasty & 
stent10

• Higher for patients with SMA 
occlusion, long lesions (>30mm), 
severe calcification 

• Risk of damage to outflow artery 
• Access related complications (~16%)10 

• Contrast & cumulative radiation exposure 



5. PERIOPERATIVE COMPLICATIONS & RECOVERY



• Higher length of stay and composite measure of perioperative complications in 
open vs. endo at 30 days. 

6. PERIOPERATIVE COMPLICATIONS & RECOVERY

Forest plot summarizing incidence of composite endpoint for endovascular versus surgical reconstruction. 

Composite incidence of 
major nonfatal cardiac 
complications, nonfatal 
stroke, nonfatal bowel 
ischemia. 

No difference between 
endovascular vs open 
surgery. 



• Higher length of stay and composite measure of perioperative 
complications in open vs. endo at 30 days. 

PERIOPERATIVE COMPLICATIONS & RECOVERY



7. MORTALITY

• No differences in perioperative, one-year or five-year survival in 
propensity matched groups11.

• Findings further supported by five systematic reviews5-9. 



Goals of “BEST” Treatment

1. Relieving presenting symptoms  

2. Preventing progression to acute mesenteric ischemia 

3. Improving quality of life 



Quick fix may seem like the easy way out, a new pipe would 
actually solve the problem and be more durable longterm. 



REBUTTAL

OPEN SURGERY:

1. Higher patency.
2. Higher freedom from symptom recurrence. 
3. Fewer reinterventions. 
4. Fewer anatomical constraints. 
5. Lower risk of intraoperative 

embolization/dissection. 
6. Equal perioperative mortality. 



PERIOPERATIVE COMPLICATIONS & RECOVERY

• Limited data on cumulative complications/recovery, accounting for re-
interventions. 
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Open revascularization cures the disease, 
endovascular treatment places it in remission

Dr. Michael Conte



References:
1. Huber, Thomas S et al. “Chronic mesenteric ischemia: Clinical practice guidelines from the Society for Vascular Surgery.” Journal of vascular surgery vol. 

73,1S (2021): 87S-115S. doi:10.1016/j.jvs.2020.10.029. 

2. Björck, M et al. “Editor's Choice - Management of the Diseases of Mesenteric Arteries and Veins: Clinical Practice Guidelines of the European Society 
of Vascular Surgery (ESVS).” European journal of vascular and endovascular surgery : the official journal of the European Society for Vascular 
Surgery vol. 53,4 (2017): 460-510. doi:10.1016/j.ejvs.2017.01.010. 

3. Kruger, Allan J et al. “Open surgery for atherosclerotic chronic mesenteric ischemia.” Journal of vascular surgery vol. 46,5 (2007): 941-5. 
doi:10.1016/j.jvs.2007.06.036. 

4. Oderich, Gustavo S et al. “Open and endovascular revascularization for chronic mesenteric ischemia: tabular review of the literature.” Annals of 
vascular surgery vol. 23,5 (2009): 700-12. doi:10.1016/j.avsg.2009.03.002. 

5. Alahdab, Fares et al. “A systematic review and meta-analysis of endovascular versus open surgical revascularization for chronic mesenteric 
ischemia.” Journal of vascular surgery vol. 67,5 (2018): 1598-1605. doi:10.1016/j.jvs.2017.12.046. 

6. Saedon, Mahmud et al. “Endovascular Versus Surgical Revascularization for the Management of Chronic Mesenteric Ischemia.” Vascular and 
endovascular surgery vol. 49,1-2 (2015): 37-44. doi:10.1177/1538574415585127. 

7. Gupta, Prateek K et al. “Chronic mesenteric ischemia: endovascular versus open revascularization.” Journal of endovascular therapy : an official journal 
of the International Society of Endovascular Specialists vol. 17,4 (2010): 540-9. doi:10.1583/09-2935.1. 

8. Cai, Wenwu et al. “Comparison of clinical outcomes of endovascular versus open revascularization for chronic mesenteric ischemia: a meta-
analysis.” Annals of vascular surgery vol. 29,5 (2015): 934-40. doi:10.1016/j.avsg.2015.01.010. 

9. Pecoraro, Felice et al. “Chronic mesenteric ischemia: critical review and guidelines for management.” Annals of vascular surgery vol. 27,1 (2013): 113-
22. doi:10.1016/j.avsg.2012.05.012. 

10. Sidawy, Anton N., et al. Rutherford’s Vascular Surgery Volume 2 Rutherford’s Vascular Surgery and Endovascular Therapy. Elsevier, 2023. 

11. Lehane, Daniel et al. “Long-term value in open and endovascular repair of chronic mesenteric ischemia.” Journal of vascular surgery vol. 79,1 (2024): 
55-61. doi:10.1016/j.jvs.2023.09.003


	Chronic Mesenteric Ischemia Is Best Treated Endovascularly 
	Disclosures:
	Leaking kitchen pipe..
	Leaking kitchen pipe..
	Goals of “BEST” Treatment1,2
	Goals of “BEST” Treatment
	1. PATENCY
	2. RECURRENT SYMPTOMS 
	3. REINTERVENTIONS
	5. ANATOMICAL CONSTRAINTS
	6. EMBOLIZATION, DISSECTION, PERFORATION…�
	5. PERIOPERATIVE COMPLICATIONS & RECOVERY
	6. PERIOPERATIVE COMPLICATIONS & RECOVERY
	PERIOPERATIVE COMPLICATIONS & RECOVERY
	7. MORTALITY
	Goals of “BEST” Treatment
	Slide Number 17
	REBUTTAL
	 PERIOPERATIVE COMPLICATIONS & RECOVERY
	Slide Number 20
	References:

