
Top Ten 
Papers of 2025

Audra A. Duncan MD FACS FRCSC

Professor of Surgery
Western University
Denstedt Chair of Surgical Simulation
April 23, 2026



I have no current relationships with 
commercial entities



ENDPOINT:
IPSILATERAL MAJOR AMPUTATION 
DURING FOLLOW-UP



Major ipsilateral amputation

Target vessel reinterventions

n=2400 randomized



ENDPOINT:
QUALITY OF LIFE AT 1 YEAR USING 
VASCULAR QUALITY OF LIFE 
QUESTIONNAIRE (VQoL-6)



n=1155 randomized
96% femoropopliteal 
interventions













EvidenceStrengthGoal / OutcomeComparisonRecommendationPatient Population / 
Scenario

#

BGrade 2↓ CV death, stroke, 
MIvs aspirin aloneRivaroxaban 2.5 mg BID + aspirin

PAD + IC + high-risk 
comorbidities, low 
bleeding risk

1

BGrade 2↓ CV death, stroke, 
MI, ALI, amputationvs aspirin aloneRivaroxaban 2.5 mg BID + aspirinPost revascularization for 

symptomatic PAD
2

AGrade 1Prevent CV events—Single antiplatelet (aspirin, 
clopidogrel, or ticagrelor)

PAD + IC without high-risk 
comorbidities OR high 
bleeding risk

3

CGrade 2Reduce thrombotic 
riskvs single antiplateletDAPT (aspirin + clopidogrel ≥1 

month)
Post endovascular 
intervention for IC

4

BGrade 1Improve 
symptoms/function—Home-based walking programIC, unable/refuse 

supervised exercise
5

AGrade 1Improve 
walking/function—Supervised exercise (≥3x/week, 30–

60 min, ≥12 weeks)IC (first-line therapy)6

CGrade 2Maintain/improve 
outcomes—Continue exercise therapyPost revascularization for 

IC
7

—Best practiceInformed decisions—
Shared decision-making incl. 
risks/benefits (mortality, MACE, 
MALE, function, QoL)

Considering 
revascularization

8

—Best practicePersonalize decisions—
Assess individual risk factors 
(comorbidities, anatomy, prior 
procedures, strategy)

Considering 
revascularization

9

CGrade 1No proven benefit—Avoid revascularization
Asymptomatic PAD or IC 
only by 
imaging/hemodynamics

1
0

CGrade 2Avoid harm, no 
benefit—Avoid infrapopliteal revascularizationIC without CLTI1

1

BGrade 1
↓ 
restenosis/reintervent
ion

vs plain balloon 
angioplastyUse BMS or drug-eluting devicesIC + femoropopliteal 

lesions >5 cm
1
2











Summary

‘In this systematic review of low-quality data, no 
clear clinical advantages were observed with 
direct ICU admission after vascular surgery and 
it was associated with increased costs.’

• Consider specialty-specific ‘step-down’ care 
for majority of post-operative vascular surgery 
patients







• Real world medical management likely not 
improving

• No TCAR included
• Results of other trials (TF-CAS > stroke than CEA)
• Highly selected interventionalists (50% rejected 

for TF-CAS, 10% surgeons rejected for CEA)
• Different outcomes in each medical arm





102 recommendations











510 trainees responded to the survey
Vascular trainees experience high rates of 
obstetric complications. Senior-level trainees 
were more likely to experience obstetric 
complications, potentially owing to older age, 
longer and more complex surgical cases, and 
increased frequency of overnight calls. Women 
experienced more stigma related to pregnancy 
and childbearing, which may be associated with 
higher rates of burnout.

? Canadian vs US pregnancy support
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Honourable Mention





• Updated claudication and 
mesenteric/renal guidelines

• Controversial papers paclitaxel-
coated devices, asymptomatic 
carotid disease, pelvic venous 
disease management

• Keep on top of paediatric iatrogenic 
trauma, opiod use,  intensive care 
for vascular patients, bioengineered 
human arteries, trainee obstetrical 
experience




