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Paclitaxel-

Alternative 

Balloon for 

PAD Gets 

FDA Nod

BY CHRISTOPHER PALMER

MDEDGE NEWS

T
he Food and Drug Adminis-
tration has granted the Break-
through Device Designation 

to the Virtue sirolimus-eluting 
balloon (SEB) for below-the-knee 
peripheral arterial disease, accord-
ing to a statement from Orchestra 
BioMed. 

This designation indicates that 
the Virtue SEB could provide a 
“more effective treatment option ... 
for a life-threatening or irreversibly 
debilitating disease”; according to 
an FDA statement, which added 
that below-the-knee atherosclerosis 
presents a high rate of  amputation 
and poor survival outcomes but has 

BY BIANCA NOGRADY

MDEDGE NEWS
FROM JAMA

Q
uitting smoking significantly reduces the risk of  
cardiovascular disease, but past smokers are still 
at elevated cardiovascular risk, compared with 

nonsmokers, for up to 25 years after smoking cessation, 
research in JAMA suggests.

A retrospective analysis of  data from 8,770 individuals 
in the Framingham Heart Study compared the inci-

dence of  myocardial infarction, stroke, heart failure, or 
cardiovascular death in ever-smokers with that of  never 
smokers.

Only 40% of  the total cohort had never smoked. Of  
the 4,115 current smokers at baseline, 38.6% quit during 
the course of  the study and did not relapse but 51.4% 
continued to smoke until they developed cardiovascular 
disease or dropped out of  the study.

Current smokers had a significant 4.68-fold higher in-
cidence of  cardiovascular disease, compared with those 
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COMMENTARY 

A Call to Address Sexual Harassment and Gender 
Discrimination in Medicine – Part III

BY ERICA L. MITCHELL, MD; LAURA DRUDI, MD; 

KELLIE R. BROWN, MD; ULKA SACHDEV-OST, MD; 

AND DAWN COLEMAN, MD

Drivers of Gender Inequity in Medicine
In recent years, considerable attention has been 
given to closing the previously defined gender 
achievement gap. This attention, coupled with a 
growing pipeline as near equal complements of  
men and women now enter medical school annu-
ally (and have for the last 10-15 years), prompts the 
question of  “Why aren’t there more women in … 
vascular surgery … or the upper ranks of  academ-
ic surgery?” What still hinders the advancement 
of  women in academic medicine? Several historic 
or traditional explanations, which can easily be 
refuted with contemporary data, cite that “women 
don’t ask” (rather “women don’t get”), a pipeline 
effect, that women “chose” family over career and 
that women have different career ambitions then 
their male counterparts. Rather, available data sug-
gest multifactorial drivers perpetuate the gender 
achievement gap:

• Explicit Bias – Explicit bias refers to the conscious 
attitudes and beliefs one has about a person or a 
group. Historical bias against women in surgery is 
well documented as women were actively discour-
aged, and often not permitted, to pursue surgical 
training. While explicit bias is no longer overtly tol-
erated within the United States, elements still exist. 
A recent cross-sectional study assessing explicit bias 
related to gender and surgery demonstrated the per-
sistence of  certain fixed beliefs – as an example, the 

persistent and significant association of  men with 
“career” and women with “family.” Another exam-
ple is the perseverance of  sexual harassment in the 
workplace and within academic settings, which has 
been shown by the National Academies of  Science, 
Engineering, and Medicine to negatively impact 
recruitment, retention, and advancement of  women 
within STEM fields.

• Work-life integration – In fact, women don’t 
necessarily “choose” family over career. Rather, 
women face unique challenges at work-life inte-
gration. Women in surgical fields are more likely 
than men to have a partner who is employed full-
time and bear family responsibilities dispropor-
tionately (i.e., disruption in child-care). Moreover, 
high-achieving women in academic medicine on 
average have been shown to spend 8.5 hours more 
per week on domestic activities than male counter-
parts, often at the expense academic development 
time which may in part account for differential 

achievement. Women with children may face addi-
tional “maternal discrimination” as suggested by a 
large cross-sectional survey.

• Unconscious bias, prescriptive gender norms 
- Unconscious assumptions (bias) of  traits and be-
haviors men and women are expected to display 
form prescriptive gender norms that impact career 
advancement. As an example, agentic traits tradi-
tionally associated with the “model surgeon” and 
leader (i.e., assertiveness and confidence) are often 
incongruent with communal gender role expecta-
tions of  women (i.e., caring, sensitivity, compassion, 
and sympathetic behaviors). These communal traits 
are not typically prescribed to leaders or physicians 
working in high-performing/high-risk fields like 
surgery. Moreover, agentic or assertive behavior in a 
woman often risks a paradoxical effect where she is 
perceived to be unlikeable, hostile and “not leader-
ship material.” 

From left to right: Dr. Mitchell, Dr. Drudi, Dr. Brown, Dr. Sachdev-Ost, and Dr. Coleman

Harassment continued on page 8



vascularspecialistonline.com

This advertisement is 
not available for the digital edition.



8 • VASCULAR SPECIALIST OCTOBER 2019

who had never smoked, but those who stopped smok-
ing showed a 39% decline in their risk of  cardiovascular 
disease within 5 years of  cessation.

However, individuals who were formerly heavy 
smokers – defined as at least 20 pack-years of  smoking 
– retained a risk of  cardiovascular disease 25% higher 
than that of  never-smokers until 10-15 years after quit-
ting smoking. At 16 years, the 95% confidence interval 
for cardiovascular disease risk among former smokers 
versus that of  never-smokers finally and consistently 
included the null value of  1.

The study pooled two cohorts: the original cohort, 
who attended their fourth examination during 1954-
1958 and an offspring cohort who attended their first 
examination during 1971-1975. The authors saw a dif-
ference between the two cohorts in the time course of  
cardiovascular disease risk in heavy smokers. 

In the original cohort, former heavy smoking ceased 

to be significantly associated with increased cardiovas-
cular disease risk within 5-10 years of  cessation, but in 
the offspring cohort, it took 25 years after cessation for 
the incidence to decline to the same level of  risk seen in 
never-smokers.

“The upper estimate of  this time course is a decade 
longer than that of  the Nurses’ Health Study results for 
coronary heart disease and cardiovascular death and 
more than 20 years longer than in some prior reports 
for coronary heart disease and stroke,” wrote Meredith 
S. Duncan from Vanderbilt University Medical Center, 
Nashville, Tenn., and coauthors. “Although the exact 
amount of  time after quitting at which former smok-
ers’ CVD risk ceases to differ significantly from that of  
never smokers is unknown ... , these findings support a 
longer time course of  risk reduction than was previous-
ly thought, yielding implications for CVD risk stratifica-
tion of  former smokers.”

The Framingham Health Study was supported by the 
National Heart, Lung, and Blood Institute.

SOURCE: Duncan M et al. JAMA 2019. doi: 10.1001/

jama.2019.10298.

limited treatment options. The des-
ignation leads to expedited develop-
ment, assessment, and review.

Darren R. Sherman, president, CEO, 
and cofounder of  
Orchestra BioMed, 
noted that the Vir-
tue SEB “has the 
potential to improve 
long-term outcomes 
and reduce peripro-
cedural complications” that can “ex-
tend hospital stay and increase cost of  
treatment.” The system had previously 
received this designation for coronary 
in-stent restenosis based upon the re-
sults of  the European SABRE trial.

cpalmer@mdedge.com 

Long-term risk
Smoking from page 1

FDA
Balloon from page 1

• Variable academic opportunities –  
Career advancement in academ-
ic surgery is highly dependent on 
publications, citations, and external 
research funding, especially from the 
National Institutes of  Health (NIH). 
Studies demonstrate gender disparity 
in applicant award probability for R01 
external research funding. Moreover, 
when success is achieved, women on 
average receive less funding and are 
underrepresented amongst the top 
1% of  award winners. 

• Differential mentorship, sponsor-
ship – A lack of  same-sex mentors 
and role models exist for women in 
academic surgery, and gender-race/
ethnicity group matches are likely rare. 
Moreover, women in academic medi-
cine are less likely than men to benefit 
from sponsorship. While mentors pro-
vide advice, feedback, and coaching, 
sponsors advocate in positions of  au-
thority and use their influence to help 
others advance. Women do not have 
different academic ambitions. A study 
conducted to evaluate for gender 
differences in career goals (publish-
ing high-quality research, publishing 
prolifically, providing excellent care/
teaching, national or international 
reputation, desire for leadership 
positions, earning a high salary, and 
balancing work/life) revealed that 
women essentially want the same 
as men when it comes to academic 
achievements 

The Case for Equity
Gender inequity is not a lifestyle 
choice for women in health care, it is 

a symptom of  a system that currently 
exists. As previously referenced, equi-
ty across gender, race and sexual ori-
entation is better for our workforce, 
our patients, and is good business. 
Diverse teams produce better health 
science with broader impact. More-
over, a diverse medical workforce bet-
ter reflects the community it serves. 
To eradicate the gender achievement 
gap, change is required on multiple 
levels including departmental, insti-
tutional, academic community and 
beyond. While most strategies for 
faculty advancement currently target 
the individual via training, mentor-
ing, and networking or the institu-
tion with search committee training 
and child or elder care programs as 
examples, both climate and culture 
changes are necessary to disrupt the 
self-reinforcing systems of  bias that 
perpetuate disparities in achievement 
by gender and ensure that women 
feel welcome, safe, supported, suc-
cessful and respected in surgery. 

Changing Culture and Climate
Organizational change toward gen-
der equality in surgery, science, and 
medicine broadly, is only part of  the 
broader societal challenge of  reducing 
gender stereotyping of  girls and boys 
and empowering men to embrace gen-
der equality as a goal that also serves 
their interests. Leaders, policy makers, 
and male colleagues are critical to ef-
fecting this change. Inclusive leaders 
attempt to normalize diversity, not 
limited to gender. Consider the follow-
ing strategies:  1. Make women’s con-
tributions visible, 2. Create safe spaces 
for conversations about diversity in 
surgery, 3. Recognize and celebrate 
the contributions of  diverse women 

to surgery at all levels as the positive 
representations of  women scientists 
has been shown to positively influence 
how younger women view their future 
professional identities. Allyship is an 
important tool for those leading from 
the middle, as traditional ‘leaders’ only 
comprise a small proportion of  the 
surgical workforce and communities. 
It has proved useful to combat school 
and workplace bullying. Effective 
allyship can be coached and requires 
self-awareness, diligence, commitment, 
humility, respect and accountability. 
Consider the following examples:  1. 
Speak up in support of  women, 2. Am-
plify women voices in a group, 3. Call 
out discrimination when it happens, 
rather than remaining silent.

Promoting Gender Equity
The Time’s Up effort in health care 
asks health care institutions to adopt 
quality improvement frameworks for 
preventing and eliminating harass-
ment and inequity in the healthcare 
workplace (See ref. 5). Other organi-
zations such as the American College 
of  Physicians suggest adopting 10 
behaviors that could positively influ-
ence gender equity within your own 
arena. These include: 1. advocate (for 
roles within the workplace, organiza-
tion, or professional communities), 2. 
amplify (accomplishments), 3. cele-
brate, honor, and support, 4. engage, 
5. help, 6. measure (address gender 
gaps), 7. mentor, 8. promote, 9. re-
spect, and 10. share and solicit (share 
successes and solicit role models). 

We hope that the readers of  this 
section will come away with a better 
understanding of  the issues related 
to sexual discrimination and gender 
bias. We hope that you will take 

this data seriously, and for what it is.  
Women want the same thing as men, 
we want to be compensated fairly for 
our work, we want to be promoted 
and advance into leadership roles, 
and we want to provide excellent 
care for our patients. So, we ask - in-
vite her, cite her, quote her, sponsor 
her, recognize her, and pay her!

Dr. Mitchell is a vascular surgeon at 
Salem (Ore.) Hospital; Dr. Drudi is 
as vascular surgery resident at McGill 
University, Montreal; Dr. Brown is a 
professor of  surgery at the Medical 
College of  Wisconsin. Milwaukee; Dr. 
Sachdev-Ost is an associate professor 
of  surgery at the University of  Pitts-
burgh Medical Center; Dr. Coleman is 
an associate professor at The Universi-
ty of  Michigan, Ann Arbor.
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FROM THE VASCULAR COMMUNITY

V-Healthy & V-Aware – Brands for Vascular Surgeons
BY MANISH MEHTA, MD, MPH

G
rowth in technology and 
social networking has em-
powered patients to better 

understand their health care choices, 
and they are increasingly taking an 
active role in their health care expe-
rience. Here lies the opportunity to 
educate and empower people to best 
manage their vascular health so they 
can be in the driver’s seat when seek-
ing highest quality care. 

To date, patients have limited ac-
cess to vascular surgeons, and many 
receive the majority of  their vascu-
lar care from nonvascular specialists. 
Educating and empowering patients 
allow us the opportunity to lead 
in vascular health education and 
awareness and to create our brand. 
It will be the patients who will be 
the ultimate arbitrator to determine 
who is best suited to manage their 
vascular health.

As vascular surgeons, we often 
tell the public, providers, hospitals, 
and lawmakers what we do and 
how we do it. Many other spe-
cialists with far greater access to 
patients who have a competitive ad-
vantage brand themselves similarly. 
In today’s competitive and evolving 
vascular landscape, we need to do 
a better job of  differentiating our-
selves from other specialists with 
similar skill sets.  So the obvious 
question for us is, how do we differ-
entiate ourselves? 

As vascular surgeons, we simply 
provide a type of  service at a site 
of  service for our patients. And as 
much as we are often distracted in 
focusing on the needs of  the site of  
service, the reality is that as vascular 
surgeons, our primary goal is and al-
ways should be to provide the high-
est quality of  service to our patients. 
To truly differentiate ourselves in 
the vascular market space, our ef-
forts on innovation should focus on 
providing the highest quality of  ser-
vice for our patients. To do so, we 
first must understand our patients’ 
needs and create a grassroots move-
ment toward a common goal of  best 
vascular health for our patients in 
our communities that connects us 
to people, deepens our relationships, 
and closes the divide.

Working towards this goal, in the 
summer of  2016, my wife, Beulah, 
who happens to be a pediatrician 
and has great affinity for educating 
children, and I developed and ini-

tiated the V-Healthy pilot project 
through the Center for Vascular 
Awareness (a not-for-profit organiza-
tion, 501(c)(3). The project focused 
on bridging the gap of  vascular 
health education in our commu-
nities by empowering high school 
students to diagnose vascular disease 
risk factors in their family.

V-Healthy, an innovative pub-
lic vascular health education and 
awareness initiative that empow-
ers all stakeholders. It empowers 
vascular surgeons & caregivers to 
become the champions of  vascular 
health education in their commu-
nities, and it empowers the public 
to take ownership in their vascular 
health.  

Just imagine the impact if  high-
school students were to become the 
Sherlock Holmes of  vascular health 
and disease. What if  we created an 
outreach program that empowered 
these young students to diagnose 
vascular disease and its risk factors 

in their parents, grandparents, rela-
tives, and friends? What if  we were 
then able to connect the dots among 
these high-school students so they 
understood the implications of  the 
genetic and environmental risks they 
are exposed to today on their vascu-
lar health decades later? 

V-Healthy is designed to be a 
grassroots vascular education, 
awareness campaign that focuses on 
prevention and empowers vascular 
health care providers and the public 
to lead and impact change.

Its hard to believe that it was only 
3 years ago when our team of  16 
physicians and allied health care pro-
viders entered one high school and 
focused their education efforts on 
teaching students on the impact of  
vascular disease risks (hypertension, 
diabetes, obesity, hyperlipidemia, 

smoking, and genetics) on 
peripheral arterial disease, 
stroke, aneurysms, venous 
disease, and heart disease. 
Students were encouraged 
to volunteer in projects 
that included taking the les-
sons learned in school into 
their homes and diagnose 
vascular disease in their 
families. From its inception, 
the V-Healthy pilot project 
filled a void in educating young 
minds and has been tremendously 
successful. 

By the spring of  2019, the 
V-Healthy initiative has experienced 
unprecedented growth.  On March 
27, 2019, over 200 volunteer edu-
cators including physicians, allied 
health care providers, teachers, and 
patients came together on V-Healthy 
Day in the Capital Region of  up-
state New York, and educated nearly 
5,000 students in 19 high schools. 
Student education includes didactics 
and hands-on workshops and focus-
es on vascular risk factor awareness 
and prevention. 

Students were educated on the 
implications of  hypertension on 
vascular disease and are were given 
tools to measure blood pressure 
and diagnose hypertension in their 
parents.  Students are encouraged 
to compete for scholarships and 
create public service announce-
ments on the impact of  vascular 
health and disease in their families 
and communities. The Center for 
Vascular Awareness (501(c)(3)) has 
established networks within high 
schools and strategically developed 
a standardized education process 
that would allow us to implement 
the V-Healthy® as a turnkey pro-
gram into communities across the 
United States.

To-date V-Healthy has impacted 
nearly 15,000 students in the Capital 
Region of  Upstate New York. Over 
5,000 students participated in sur-
veys that indicated:

• 97% had better understanding of  
vascular health:

• 90% recognized hypertension, 
diabetes, smoking, obesity, and fami-
ly history as risk factors.

• 84% would discuss vascular 
health with their families.

• 76% were interested in learning 
more about their vascular health.  

, Nearly 2,000 students have also 
participated in the diagnosing hyper-
tension study and monitored daily 

blood pressures in their parents for 1 
week. Their findings have been alarm-
ing in that 50% of  previously undiag-
nosed parents were hypertensive: 

• 10% had pre-hypertension (120-
139/80-89 mm Hg)

• 30% had stage I hypertension 
(140-159/90-99 mm Hg)

• 20% had stage II hypertension 
(≥160/≥100 mm Hg)

The V-Healthy program has now 
gained momentum at a national lev-
el and I am proud to say that in 2018 
was awarded the first SVS Founda-
tion Community Awareness and Pre-
vention Project Grant. Furthermore, 
the EVS, SCVS, and SAVS in part-
nership with the Center for Vascular 
Awareness are looking at ways to 
develop processes that would enable 
vascular specialists to champion and 
lead vascular health education in 
their communities.  

Our work has just begun. We 
know all too well that prevention 
is key to good vascular health. Our 
goal is for vascular leaders to im-
pact change in their communities 
and champion the incorporation 
of  vascular health education into 
high-school curriculums. To learn 
more about the V-Healthy program, 
and if  you are interested in bring-
ing V-Healthy to your community, 
please contact us through the Cen-
ter for Vascular Awareness website 
at MyVascularHealth.org.

Although V-Healthy and other 
similar projects might coalesce 
to be impactful, it will certainly 
require great storytellers with 
common vision and values to fuel 
this grassroots movement. To lead 
vascular health education and 
awareness in our communities, we 
will need tools to directly engage 
with and speak to the public, health 
care providers, and institutions 
on issues pertinent to delivering 
the best vascular care for patients. 
V-Aware is a vascular health educa-
tion and awareness magazine that I 

Students were 
educated on 

hypertension and 
vascular disease and 

were given tools 
to measure BP and 

diagnose hypertension 
in their parents.

Vascular continued on page 10
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had developed several years ago and is 
designed to do just that. 

In our own practice, we have used 
V-Aware as a resource for patient-cen-
tric vascular health education. To bet-
ter understand the impact of  vascular 
education on patients’ awareness of  
vascular disease and the potential for 
change in their behavior, we provided 
V-Aware to 300 consecutive vascular 
patients and later surveyed them to 
understand its impact ( J Vasc Surg. 
2016;64:845). 

Our findings indicated that V-Aware 
had a substantial impact on patients’ 
understanding of  vascular disease risk 
factors (before V-Aware, 20%; after 
V-Aware®, 89%) and the specialty they 
considered best suited to manage their 
vascular health (vascular surgeon: before 
V-Aware, 26%; after V-Aware, 88%).  Fur-
thermore, 80% of  patients stated that 
V-Aware changed their behavior toward 
personal vascular health, and 63% would 
share their experiences to help educate 
the public. 

In 2018, I donated V-Aware to EVS 
members to initiated a multicenter study 
and evaluate the impact of  a patient-cen-
tric vascular health education and aware-
ness using V-Aware as a primary resource 
tool. 

At the end of  the day leadership is all 
about giving. We need to give more of  
ourselves, give more to our patients, give 
more to our communities, give more to 
our profession. Let’s lead and define our 
brand. 

Vascular  
continued from page 9

COMMENTARY:

Up and Out
BY BHAGWAN SATIANI, MD

ASSOCIATE MEDICAL EDITOR, 

VASCULAR SPECIALIST

I
n the corporate world, the term 
refers to an unwritten code where 
employees are expected to achieve 

a level of  progress or rank by a cer-
tain time and then retire, a process 
euphemistically called “up and out.” 
Taken to its extreme, Jack Welch the 
famous CEO of  General Electric had 
a “10% rule” where he recommended 
firing the bottom 10% of  employees 
based upon performance.

Is this occurring in surgery, and 
if  so, is it because newly graduated 
surgeons can be hired for less money 
compared to a senior surgeon still 
performing at a high level? Or is this 

nature taking its course with new 
blood replenishing the old, and if  
this is the case, is there any value for 
senior surgeons in the practice or 
teaching environment?

A surgeon is commonly judged by 
her cognition ( judgment), technical 
skills (dexterity) or both (compe-
tence) leading to excellent outcomes. 
The Cognitive Changes and Re-
tirement Among Senior Surgeons 
(CCRASS) study of  senior surgeons 
indicated that cognition is the last 
of  several vital skills in surgeons to 
decline with manual dexterity, vision, 
and physical strength being affected 
earlier.1 The CCRASS authors also 
pointed out that, although surgeons 
did better than the general popula-
tion regarding psychomotor areas 

and visual spatial organi-
zation abilities, their own 
assessment of  cognitive 
skills did not necessarily 
correlate with objective 
measurements. There is also 
contradictory information 
about whether surgeons can 
reliably perceive cognitive 
declines.2 Regardless, no 
surgeon would want to per-
form operations when he 
can sense that his skills have declined. 
Period.

While there are many valid rea-
sons, primarily patient safety, for 
aging surgeons or those with phys-
ical disabilities, to cease performing 
surgery because of  perceived greater 
risk to patients, empiric evidence is 

mixed. Traditional markers such as 
procedure mortality or morbidity are 
not by themselves strong predictors 
associated with aging. Some studies 
have demonstrated higher mortalities 
following complex procedures such 
as coronary bypasses, carotid end-

VASCULAR DISORDERS

In  Vasculitis, the Skin Tells the Story
BY KARI OAKES

MDEDGE NEWS
AT WCD2019

MILAN – Skin manifestations of  the vasculitides can 
point the way to an accurate diagnosis and provide 
clues about disease severity, Robert Micheletti, MD, 
said at the World Congress of  Dermatology. 

In granulomatous vasculitis, histiocytes and giant 
cells can play a significant role, 
explained Dr. Micheletti, director 
of  the cutaneous vasculitis clinic 
at the University of  Pennsylva-
nia, Philadelphia. The condition 
may be secondary to an autoim-
mune disease; infections such as 
tuberculosis, a fungal disease, or 
herpes or zoster viruses, or lym-
phoma, Dr. Micheletti said. 

However, a primary systemic 
vasculitis such as granuloma-
tosis with polyangiitis (GPA) or eosinophilic gran-
ulomatosis with polyangiitis (EGPA), giant cell 
arteritis, or Takayasu arteritis may also be responsi-
ble, he said. The culprit can also be a drug-induced 
vasculitis.

When vasculitis affects small vessels, the skin 
findings will be palpable purpura, urticarial pap-
ules, vesicles, and petechiae, he said, adding that 
“The small vessel involvement accounts for the 
small size of  the lesions, and complement cascade 
and inflammation account for the palpability of  
the lesions and the symptomatology.” As red blood 
cells extravasate from the affected vessels, non-
blanching purpura develop, and gravity’s effect on 
the deposition of  immune complex material dic-
tates how lesions are distributed.

“Manifestations more typical of  medium-vessel 
vasculitis include subcutaneous nodules, livedo re-
ticularis, retiform purpura, larger hemorrhagic bul-
lae, and more significant ulceration and necrosis,” 
he said. 

“If  such lesions are seen, suspect medium-vessel 
vasculitis or vasculitis overlapping small and medium 
vessels.” Cutaneous or systemic polyarteritis nodosa, 
antineutrophilic cytoplasmic autoantibody (ANCA)–
associated vasculitis, and cryoglobulinemic vasculitis 
are examples, he added. 

The particularities of  renal manifestations of  vas-
culitis also offer clues to the vessels involved. When 
a vasculitis patient has glomerulonephritis, suspect 
small-vessel involvement, Dr. Micheletti said. Howev-
er, vasculitis affecting medium-sized vessels will cause 
renovascular hypertension and, potentially renal arte-
rial aneurysms.

Recently, the Diagnostic and Classification Criteria 
in Vasculitis Study (DCVAS) looked at more than 
6,800 patients at over 130 sites around the world, 
proposing new classification criteria for ANCA-asso-
ciated vasculitis (AAV) and large-vessel vasculitis. The 
study found that skin findings are common in AAV, 
with 30%-50% of  cases presenting initially with skin 
lesions. An additional finding from the DCVAS study 
was that skin lesions can give clues to severity of  vas-
culitis. 

“Skin findings have diagnostic and, potentially, 
prognostic importance,” Dr. Micheletti said. “Use the 
physician exam and your clinical acumen to your ad-
vantage,” but always confirm vasculitis with a biopsy. 
“A simple urinalysis will screen for renal involvement, 
and is of  “paramount importance,” he added. 

Dr. Micheletti reported that he had no relevant dis-
closures.

koakes@mdedge.com 
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arterectomy and pancreatectomy.3,4 
Conversely, an observational study 
using national data on Medicare bene-
ficiaries found that patients treated by 
older surgeons had lower mortality in 
20 major non-elective procedures than 
patients treated by younger surgeons.5 
Is the answer to better outcomes 
youth and maturity both?

Can “mature” surgeons close to 
retirement be useful to residents or 
younger colleagues in clinical or ac-
ademic practice?  George et al have 
reported using two scales (procedural 
performance and autonomy) to eval-
uate General Surgery residents by 
faculty in 14 programs.6 US General 
Surgery residents were found not to 
be universally ready to independent-
ly perform “core” procedures upon 
completion of  their training. 

Lacking empiric data, if  one ex-
trapolates this to 0-5 Vascular Sur-
gery Residents in particular, it seems 
logical to pair them with older, 
experienced surgeons for a period 
when they start practice. In our pri-
vate practice group and later in an 
academic environment, experienced 
surgeons were often requested by 
younger colleagues to assist in com-
plicated cases. The benefit to the pa-
tient was always seen as paramount. 
However, this also served as a confi-
dence builder for younger colleagues 
as well as reducing their stress. 

There may be benefits other than 
the technical assistance. Psychologist 
Raymond Catell proposed the con-
cept of  fluid and crystallized intelli-
gence. He explained fluid intelligence 
as the ability to solve problems by 
reasoning and analysis.7 

This type of  intelligence is high 
in ages 20’s and early 30’s where 
poets and tech entrepreneurs make 
their mark. Crystalline intelligence, 
on the other hand, is wisdom based 
upon knowledge and experience of  
the past. Considerable research ex-
ists according to Karlgaard regarding 
the two types of  intelligence (fluid 
and crystalloid) as a measure of  cog-
nition.8 Some jobs such as surgery 
require both fluid and crystalline 
intelligence in proper balance for 
high level performance. However, 
fluid intelligence declines with age 
but crystalline intelligence ( job 
knowledge) increases resulting in ex-
ceptional performance. In addition, 
creative yield increases with age ap-
parently due to a “salience network” 
connecting the brain’s left and right 
hemispheres. Karlgaard points out 
that the average age of  a discovery 
leading to a Nobel prize is 39 and 

that of  entrepreneurs is 47. Peak in-
novation age is in the late forties. In 
short, our creative capacity contin-
ues to be robust with age. It should 
benefit younger surgeons to have 
older surgeons as coaches, mentors 
besides assisting in complex surgical 
or open procedures where the latter 
have thousands of  cases under their 
belt.

Academic faculty is increasing-
ly older with faculty over age 60 
constituting 23.5% of  all faculty in 
2015 compared to 15.5% in 2005.9 
In the 2017 SVS workforce study, 

41.7% members were over age 55 
and 29.4% over the age of  60. And 
49.1% of  retired respondents in the 
SVS survey stopped patient care be-
fore the age of  65. Of  those work-
ing, nearly 50% indicated a definite 
plan to retire, with 18.8% within 
five years. Most of  us know a Vas-
cular Surgeon who has operated 
into their eighties either as a prima-
ry surgeon or an assistant. But this 
seems to be uncommon and based 
upon individual preferences and 
health status. 

Regardless, retirement is a major 
life event and the rite of  passage is of-
ten emotionally and socially difficult, 
especially if  it is unplanned. In 1905, 
a retiring Dr. William Osler in his 
farewell to the Johns Hopkins Uni-
versity School of  Medicine at age 55 
commented that men older than 60 
years should retire and furthermore 
backed a suggestion that they be 
chloroformed!10 

No doubt some actively practicing 
surgeons will experience a decline in 
surgical capability and physical en-
durance with age. However, the exact 
age when skills peak and decline vary 
by individual and exactly how many 
of  us in practice will suffer a decline 
is hard to estimate. How  do we take 
advantage of  the older surgeon’s 
crystalline intelligence ( job knowl-
edge/experience) and creative capaci-
ty without either risking patient lives 

or blocking younger surgeons from 
moving “up.” Karlgaard has proposed 
an interesting idea.8 Assuming the 
peak performance age of  surgeons is 
60, he suggests a “career arc” instead 
of  and up and out (peak-trough) 
approach, meaning some titles or 
leadership roles cease with age and 
compensation likely decreases pro-
portionately but there is no forced re-
tirement. Instead, depending on the 
employer needs and individual cir-
cumstances, the senior surgeon stays 
to guide and mentor junior associates 
and trainees in proper patient selec-
tion, assist in the operating room, of-
fer creative approaches to procedures 
or support younger colleagues to 
prevent burn out. In short, a surgical 
mentor and coach both. 

Part-time, emeritus, and flexible 
work appointments or phased-in re-
tirement seem a reasonable compro-
mise to keep experienced clinicians/ 
teachers/researchers in the workforce 
as resources to provide advice, guid-
ance and even operative assistance to 
younger colleagues.11 

Indeed, in a survey of  full-time aca-
demic faculty members at U.S medical 
schools 55 years and older, half  would 
consider moving to part-time status 
and more than a third wished to con-
tinue working in teaching and schol-
arship activities indicating the need for 
policies geared toward utilizing later 
career and retired faculty.12

 Evolution of  the surgical work-
force with a growing number of  
women surgeons and younger gener-
ation of  male surgeons who are more 
likely to share household responsibili-
ties with increasing burnout and con-
flicts at home may lead to even more 
shortages than estimated.13,14 

The double benefit of  keeping 
aging surgeons working part-time in 
the workforce longer and preventing 
burnout in the younger surgeon may 
be one solution to addressing surgeon 
shortages. Even one-fourth of  “retir-
ee” surgeons working part-time (0.5 
full-time equivalent), will result in an 
estimated 4% increase in the surgical 
workforce.15 This part-time track 

works if  it is supported by a business 
case for their participation and added 
value to the department. Unfortu-
nately, some academic institutions 
enforce a penalty for reducing work 
to less than 0.50 full-time equivalent 
sometimes with loss of  accumulated 
vacation, sick time, health, and other 
benefits as well as disproportionate 
reduction in retirement benefits. It 
is likely that given the emphasis on 
individual WRVU’s and productivity, 
there may not be many departments 
with resources to find a happy, work-
able compromise for surgeons at dif-
ferent stages of  their careers.

This approach may be seen as 
self-serving by some. But, if  the pas-
sion to teach and share knowledge 
burns brightly, surgeons at a later 
stage in life may feel their repository 
of  knowledge and experience is wast-
ed forever. Some of  us may feel like 
calling out loudly “someone please 
take advantage of  my experience!”
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NEWS FROM SVS

SVS Offering Interventions and Support for 
Member Wellness and Peer Community

W
ith physician distress a top concern of  
vascular surgeons, the SVS and its Well-
ness Task Force are launching a mem-

ber/peer support program next month to help 
members develop coping techniques and optimize 
wellness. Launched in 2017, the task force was 
charged with proactively addressing vascular sur-
geon burnout with attention to the individual and 
organizational leadership. Lessons learned from 
member feedback through various surveys and 
focus groups have translated to structured inter-
ventions.

The Task Force is excited to launch next month 
an unprecedented, member support program 
in collaboration with SurgeonMastersSM, medical 
professionals dedicated to improving surgeons’ 
well-being, practice performance and patient out-
comes. Centering on strategies and techniques 
overlooked or underemphasized in traditional 
medical training, this community empowers 
surgeons to cultivate a thriving, lifestyle-friendly 
practice contributing to personal and professional 
excellence. “We’re doing something really special 
here at SVS, with tremendous support from lead-
ership,” said Dawn Coleman, MD, chair of  the 
SVS Wellness Task Force. There are evolving data 
to support system-supported individual interven-
tions and physician coaching to optimize wellness. 
While “this is being implemented across some 
institutions, there is no precedent for such at a 
Societal level. It’s exciting and unprecedented; we 
are grateful for this significant contribution to SVS 
member support.”

SurgeonMas-

tersSM will cre-
ate monthly 
co-branded well-
ness publications, 
customized to 
SVS membership 
needs that will 
embed self-study 
exercises, relevant 

literature/data, and questions for consideration 
to prompt critical discussion.

“We anticipate facilitated online discussions 
through the private community of  SVSConnect, 
with the potential for future live peer support 
group calls that hinge on guidance, encourage-
ment, camaraderie, confidentiality, non-judgement 
and accountability as coached by a professional 
SurgeonMaster. These monthly platforms for educa-
tion and discussion will be applicable to our vascu-
lar surgery workforce,” notes Dr. Coleman.

Members are encouraged to use existing mem-
ber platforms for peer support, including social 
media and the SVSConnect online community to 
keep conversations flowing in multiple locations. 
“We know there is great interest out there in this 
subject,” said Dr. Coleman. “We also recognize 
the currency of  time and other system-level chal-
lenges to surgeon wellness. We do hope people 
will make the time to get the help they need and 
hope that certain monthly topics will resonate 
with members. 

“Our survey data demonstrated an extremely 

high prevalence of  burnout in SVS members,” said 
Mal Sheahan, MD, task force vice chair. “We are 
now trying to transition to practical answers, and 
this is the first step. We are hoping for a high level 
of  participation from the membership which will 
give us a mandate to go forward with future initia-
tives. As an organization, I think the SVS realizes 
that we have a huge opportunity to help vascular 
surgeons.

“It’s a pretty remarkable thing for our leadership 
to support,” Dr. Coleman said. “This shows a great 
commitment to our membership. We will contin-
ue to advocate for our membership across all levels 
of  challenge.’

Get Connected to SVSConnect 

With task force members planning to discuss the 
wellness topics on the SVSConnect online commu-
nity, the time is now to make sure all members can 
participate there, including on the mobile app.

Only SVS members may be part of  the Connect 
community. Go to vsweb.org/SVSConnect. The 
site will direct visitors either to the application 
process or, if  already a member, a spot to sign in. 
Members will need to know their SVS credentials. 

To use the mobile app, search for and download 
the “MemberCentric (HUG)” app on Google Play 
or the App Store. Once installed, search for SVS on 
the welcome screen and log in with your SVS cre-
dentials. When you receive a notification prompt 
about the app icon change, hit “OK” and you’ll be 
ready to start participating right from your mobile 
device.

EDUCATION: Submit Research to VRIC and VAM

V
RIC Submission Site Opens Oct. 29: Abstracts 
for the 2020 Vascular Research Initiatives Con-

ference may be submitted beginning Oct. 29.
VRIC is held the day before and in the same lo-

cation as the American Heart Association’s “Vascu-
lar Discovery: From Genes to Medicine” Scientific 
Sessions. VRIC takes 
place May 4, and Vas-
cular Discovery May 5 
to 7, 2020, at the Hilton 
Chicago in Chicago. 

Abstracts will be ac-
cepted through Jan. 7, 
2020. 

VRIC focuses on 
emerging vascular science and is considered SVS’ 
annual meeting for basic and translational re-
search. The conference includes four abstract ses-
sions, a translational panel, poster reviews and the 
Alexander W. Clowes Distinguished Lecture.

For more information visit vsweb.org/VRIC20.

VAM Submission Site Opens Nov. 11: Research 
to shed new light on diabetes, how Medicare pay-

ments have fluctuated over the years, ultrasound 
surveillance after carotid endarterectomy – even 
vascular surgeon burnout – was presented at the 
2019 Vascular Annual Meeting. Each session, de-
spite differences in topics, offered data and insights 
that vascular surgeons find valuable. 

“This is the chance for SVS members to present 
their research, whether it’s on different treatment 
techniques for a particular condition, predictors to 
be aware of  in particular situations, complication 
rates — virtually anything and everything involved 
with vascular diseases and patient care,” said Dr. 
Matthew Eagleton, chair of  the SVS Program 
Committee. It oversees scientific programming at 
the meeting. 

“We know our members are looking into factors 
involved with disease progression, and how ‘A’ 
impacts ‘B.’ We’re asking them to share their out-
comes with everyone else, with the ultimate goal 
to improve the care of  our patients.”  

Abstract guidelines will be posted online in late 
October. Submissions will close in mid-January 
2020. 

The meeting will be held June 17 to 20, 2020, at 

the Metro Toronto Convention Center in Toronto, 
Ontario, Canada. Scientific sessions will be held 
June 18 to 20 and exhibits will be open June 19 and 
20. Housing and registration are expected to open 
in early March. 

IMPORTANT PASSPORT INFORMATION: 
U.S. residents will need valid passports to en-
ter Canada and the passport expiration date 
may not be within six months of  travel dates. 
Visit the visit the Canada Border Services 
Agency’s website at vsweb.org/CanadaDoc-
uments for more information. U.S. members, 
start your passport process at vsweb.org/
USPassports. See the guidelines at vsweb.
org/Guidelines20. Learn more about VAM at 
vsweb.org/VAM20. 
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PASSPORT NEEDED

FOR VAM 2020!

All U.S. residents entering Canada will be required to 

travel with a valid passport. Your passport expiration 

date may not be within six months of your travel 

dates. For additional information (including passport 

requirements for international travelers), visit the 

Canada Border Services Agency’s website at  

vsweb.org/CanadaDocuments.

U.S. members, start your passport process at  

vsweb.org/USPassports.

NEWS FROM SVS

YOUR SVS: Renew SVS Membership by End of Year

T
he end of  the year is fast approaching, and 
SVS memberships are now up for 2020 re-
newals.  

Dues invoices have been distributed to all 
members via email and must be paid by Dec. 
31 to maintain SVS membership and access to 
the Journal of  Vascular Surgery and SVSConnect. 
Statements will be mailed in early November, 
for those who need hard-copy invoices.  

The SVS is constantly working to improve 
the value of  membership and add new benefits. 
“This is an exciting time to be an SVS mem-
ber,” said Membership Committee Chair Ralph 
Ierardi, MD. “We are offering so many exciting 
initiatives that are open only to members: the 
rapidly developing community on SVSConnect, 
leadership courses, a wellness initiative, mentor-

ing opportunities and so much more.” 
Membership confers many additional benefits, 

including, an upcoming branding initiative to 
position vascular specialists as the experts for the 
care of  circulatory diseases; a growing stable of  
peer-reviewed publications; and clinical practice 
guidelines and reporting standards to facilitate ex-
emplary patient care. 

There’s more. Read all about membership ben-
efits at vsweb.org/Benefits. (And read why new 
member Andrea Obi joined the SVS earlier this 
year in the article below.) 

Community Practice Committee 
Hosting Webinars
The SVS Community Practice Committee is 
hosting webinars in October and November 

aimed primarily at those members in communi-
ty practice settings. 

“Hiring for the Right Clinical Fit” will be 
from 7 to 8 p.m. Central Time on Monday, Oct. 
28. Presenters include Drs. Erica Mitchell, Shep-
pard Mondy and William Shutze, plus a physician 
recruiter. 

“Credentialing and Privileging in New Tech-
nologies and Procedures” will be from 7 to 8 p.m. 
Tuesday, Nov. 12, Central Time. Presenters include 
Drs. Keith Calligaro, Jason Jundt, Erica Mitchell, 
Jason Rollo and Nam Tran.  

Registration information will be announced via 
Pulse and the SVS website.

NEW MEMBER: So Many Reasons to Join SVS

Attending the Vascular Annual 
Meeting on a student travel schol-

arship nearly a decade ago changed 
the course of  Andrea Obi’s career. 

Already leaning toward vascular 
surgery, her VAM experience — in-
cluding a mentor to show her the 

ropes — cemented that decision. 
“SVS made me feel not only that I 
belonged there, but that I was val-
ued,” she said. “I’d never had that 
experience before.”

She wants prospective members 
today to feel that same camaraderie 

and sense of  belonging she has al-
ways felt and urges them to apply for 
membership. The final deadline for 
2019 is Dec. 1. 

In some organizations, trainees can 
feel a bit like outcasts, she said. SVS 
“does a great job making them feel 
like they can be part of  something 
bigger than themselves.”

Now a surgeon-scientist with her 
own translational thrombosis labora-
tory, Dr. Obi has found the SVS Re-
search Council second to none. With 
individuals competing at the highest 
level for all types of  research and at 
every career stage, SVS surgeon-sci-
entists offer a robust support system, 
built-in mentors and good funding. 
From talking with doctors in other 
specialties, she feels “we’re unique in 
that sense. Because of  the Research 
Council, I feel I’ve had opportunities 
that they have not.”

Membership, she said, also provides 
a way for her — and all members — 
to give back. Remembering her own 
VAM experience, she has participated 
in talking with medical students, resi-
dents and fellows at VAM. She partici-
pates in a joint writing committee and 
the VA Vascular Surgeons Committee. 
“It’s a great way to collaborate to try 
to improve the quality of  care,” she 
said. “You can only do that in a group, 
not a silo.” 

After years of  participating in SVS 
as a student, resident, fellow and 
trainee, Dr. Obi became an Active 
Member earlier this year. 

What would she tell someone 
considering SVS membership? The 
reasons to join, she said, are numer-
ous: SVS offers incredible opportu-

nities for young surgeons, including 
formal and informal mentorship, re-
search grants and scholarships, edu-
cation to help pass the board exams. 
“You have the ability to get involved 
at every level and in whatever WAY 
you want; you can advocate for your 
patients in a way that’s meaningful 
for you.”

SVSConnect, the SVS online com-
munity, is another source for learning, 
she added. She doesn’t post herself, 

but she reads questions and answers 
and finds good information there. 

And SVS guidelines “are my go-to 
for standard of  care recommenda-
tions as a young surgeon. If  I see 
something I haven’t seen before, I 
go straight to the guidelines page,” 
she said. “I see if  my peer group has 
looked at this problem before and 
what they have to say. Then I can tell 
my patients that what I recommend 
is what the best practice is.”

For more information, visit vsweb.
org/Join.

 “You have the ability 
to get involved 

at every level and 
in whatever WAY 
you want; you can 
advocate for your 

patients in a way that’s 
meaningful for you.”
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available at 

________________________

________________________

than 600 community, tertiary and 
academic hospitals. 

This quality movement has affected 
all medical specialties. In 2017, the 
Medicare Access and CHIP (Children’s 
Health Insurance Program) Reautho-
rization Act (MACRA) established the 
Quality Payment Program (QPP). 

The QPP aims to shift Medicare from 
a fee-for-service to a “pay-for-perfor-
mance” model. It directly ties quality 
to reimbursement by requiring Medi-
care providers to participate in a Mer-
it-based Incentive Payment Systems 
(MIPS) or an Advanced Alternative 
Payment Models (APMs). 

CMS estimates that between 95 and 
98 percent of  MIPS-eligible physicians 
participated in the QPP in 2017 and 
2018. Satisfying participation require-
ments was initially very easy. In the 
first two years, MIPS participants 
could choose to report partial data 

future. At the same 
time, our community 
practitioners are taking 
advantage of  other 
SVS Foundation initia-
tives: patient education 
fliers in two languages 
plus the Community 
Awareness and Preven-
tion Project grants. We 
just awarded the sec-
ond set of  these grants 
which are very much 

in line with our aims: to educate our 
patients, impact our communities for 
the better and improve vascular health. 

The SVS Foundation will continue 
to grow and change in response to 
its changing environment and that of  
the Society. I continue to be inspired 
by the imagination and dedication 
of  my valued colleagues who work 
every day to improve patient care, 

today and in the future. 
Some of  these colleagues are fea-

tured in our just-published SVS Foun-
dation Annual Report, Impact. They 
explain the connection between their 
SVS Foundation awards and their 
patients. Please read their stories at 
vsweb.org/FoundationReport19.   

I encourage you to be very gener-
ous in supporting your Foundation as 
we aim to make it a more influential 
force in treating vascular disease and 
improving vascular health. 

Yours truly,

Michel S. Makaroun  
Chair, SVS Foundation

NEWS FROM SVS

Letter From the SVS Foundation Chair
Dear Friends,

T
he SVS Foundation is a fun-
damental part of  our Society, 
entrusted with supporting pro-

grams that advance our knowledge 
of  vascular disease and improve the 
care delivery process to our patients 
and communities. 

Last year has seen a major push to 
raise awareness and financial support 
for the Foundation through the “Vas-
cular Spectacular” gala. I thank you 
all for the tremendous support that 
you provided and encourage you to 
be free with any input that you think 
can make your Foundation better 
serve its mission. We are embarking 
this year on a process to restructure 
the governance and leadership struc-
ture, aiming to provide more stability 
and improve fund-raising efforts. Any 
thoughts are welcome.

The SVS Founda-
tion has been em-
bracing change in its 
focus and reach. Over 
the last two years, 
it expanded its core 
mission to empha-
size not just research 
but also education, 
awareness, disease 
prevention and public 
health. It is a quite 
natural transition be-
cause behind every research award, 
every scholarship and every grant 
there is one singular aim: impacting 
and improving patient care.  

Our surgeon-scientists are focused 
on results and securing additional 
funding, because their continued work 
might lead to a new treatment, inter-
vention or understanding of  vascular 
disease. They’re working toward the 

DR. MAKAROUN

The Evolution of Quality Improvement in Vascular Surgery
BY CHARLES B. ROSS, MD, FSVS; 
KAREN WOO, MD, DFSVS; WILLIAM 
P. ROBINSON MD, FSVS; PATRICK C. 
RYAN, MD, FSVS

Note: This is an abstract of  a complete 
article available online at vsweb.org/
QualityEvolution.

P
articipation in quality improve-
ment registries (QIRs) such as the 

Vascular Quality Initiative (VQI) has 
evolved to be a fundamental com-
ponent of  vascular surgical practice. 
QIRs play roles of  varied importance 
in credentialing of  individual sur-
geons, accreditation of  programs 
and institutions, and reimbursement. 
When implemented properly, the 
value of  participation in QIRs is 
indisputable for individual vascular 
surgeons, their hospitals and most 
importantly, their patients

The Vascular Study Group of  
Northern New England (VSGNNE), 
the precursor to what is now the 
VQI, was formed in 2001. Eighteen 
years and hundreds of  publications 
later, quality improvement through 
benchmarking and shared best-prac-
tices is a fundamental component of  
vascular surgical practice for those 
individuals and institutions who are 
a part of  the VQI. The initiative now 
includes 12 registries tracking more 
than 10 index procedures across the 
spectrum of  vascular care in more 

Quality continued on page 18
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The 2020 Vascular Research 

Initiatives Conference

CHICAGO

SAVE 
THE  
DATE

MAY
4TH

2020

The SVS  

‘Annual  

Meeting’  

for Basic &  

Translational  

Research

SUBMIT  

ABSTRACTS:

Oct. 29, 2019  

through

 Jan. 7, 2020

vsweb.org/VRIC20

NEWS FROM SVS

Spotlight for October

S
VS member Matthew Ed-
wards, MD, and wife, Angela 
Edwards, MD, were named 

co-chairs for the 27th Annual Win-
ston-Salem Heart and Stroke Walk in 
late September.  

Frank LoGerfo, MD, was hon-
ored as a Medical All-Star at Fenway 
Park in September, for his ongoing 
work to treat diabetes-related foot 
issues. He formerly was chief  of  
vascular surgery at Beth Israel Dea-
coness Medical Center, the official 
hospital of  the Boston Red Sox; 
BIDMC partnered with the Sox and 
the American Diabetes Associa-
tion-New England for Dr. LoGerfo’s 
recognition.

A new book about one of  our 
vascular surgery pioneers, found-
ing member and past president, 
Michael E. DeBakey, MD, will be 
available in November. Oxford Uni-

versity Press is publishing “A Time 
for All Things: The Life of  Michael 
E. DeBakey.

and participate in process measures to 
satisfy the quality reporting require-
ment. The program has evolved to-
ward required reporting of  12-month 
data with a focus on outcome mea-
sures rather than process measures. 

Developing separately but in 
parallel with the changes occurring 
in the QPP is an SVS-American 
College of  Surgeons initiative to 
verify quality in vascular centers. 
Anton Sidawy, MD, MPH, noted 
that “movement away from volume 
towards value is irreversible.” He 
added that it is incumbent on SVS 
to “proactively lead this movement. 
Vascular surgeons must participate 
and lead as quality vascular care is 

defined, – or others will define it 
for us.”  

A key component of  the Vascu-
lar Center Verification and Quality 
Improvement Program (VCVQ & I) 
will be a center’s use of  an externally 
validated quality registry which will 
document compliance with processes 
associated with quality care as well as 
documentation of  short-term as well 
as one-year outcomes.

The SVS is proactively respond-
ing to the need for vascular surgi-
cal leadership as quality and value 
for vascular care are continuously 
refined. Participation in quality im-
provement registries is key to both. 
We challenge vascular surgeons in 
all practice settings to participate in 
quality improvement as a successful 
vascular practice may soon demand 
nothing less. 

Quality  
continued from page 17

Advocacy Scholarship 
Applications Due Oct. 31

S
VS trainees interested in health pol-
icy have until the end of  the month 

to apply to spend a day on Capitol Hill. 
The recipient of  the SVS Vascular Sur-
gery Trainee Advocacy Travel Scholar-
ship will learn about vascular surgery 
issues and discuss with lawmakers and 
their staffs issues of  concern for vascu-
lar surgeons and their patients.

Applications are due by Oct. 31. 

The recipient will receive $1,500 to 
defray travel costs. The scholarship is 
sponsored by the SVS Resident and 
Student Outreach Committee.

Applicants must be SVS Candidate 
Members currently enrolled or ac-
cepted in a vascular surgery training 
program and have an earnest interest 
in advocacy and policy issues related 
to vascular surgery.
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(AAMC), and the Council of  Medical Specialty So-
cieties (CMSS). Some critical aspects of  the group 
are that it is independent, non-profit, and physician 
led. Its mission remains, “to improve health care 
and population health by assessing and advanc-
ing the quality of  resident physicians’ education 
through accreditation.”  

To give some sense of  the size and scope of  this 
activity overseen by the ACGME, there are over 
11,000 residency/fellowship programs in over 180 
specialties at 830 hospitals overseen by this orga-
nization. One of  every seven active physicians is 
in a graduate medical training program. The AC-
GME sets the standards for training programs and 
institutions sponsoring residency and fellowship 
programs. ACGME accreditation for any specialty 
training program is overseen by a specialty review 
committee. For Vascular Surgery training pro-
grams, this review committee is the Surgery RRC 
(Residency Review Committee). 

The committee is made up of  volunteer physi-
cians serving 6-year terms. These physicians are 
nominated by four sponsoring organizations, the 
American Board of  Surgery, the AMA, the Amer-
ican Osteopathic Association, and the American 
College of  Surgeons. Along with these physicians, 
there are residency representatives from institu-
tions and residency programs who nominate these 
individuals (these residents participate at a full lev-
el including program reviews and votes), a public 
member for which there is an open call for nom-
inations (these members also have the ability to 
review programs and vote), and finally ex-officio 
members who do not review or vote. 

The ex-officio members are representatives from 
the three primary nominating organizations, the 
American Board of  Surgery, the American College 
of  Surgeons, and the AMA. The purpose of  this 
committee is to ensure that training programs 
comply with set standards. 

Currently, training programs are assessed based 
upon standardized data collection, surveys, and 
site visits. Site visits for training programs may 
be as infrequent as every 10 years, but continuous 
assessment utilizing other sources of  information 
as noted above provide the ability to ensure qual-
ity education continuously. In addition, all larger 
training facilities which sponsor more than two 
accredited training programs are assessed every 
18-24 months with a CLER (Clinical Learning 
Environment Review) which ensures that each 
sponsoring facility provides an environment con-
ducive to the learning needs for graduate medical 
education. 

The RRC Surgery oversees training programs in 
General Surgery, Vascular Surgery, Surgical Oncol-
ogy, Pediatric Surgery, Surgical Critical Care and 
Hand Surgery. There are representatives of  all of  
these differing specialties on the Committee with 
three of  the current 16 voting surgeon members 
having board certification in vascular surgery. The 
RRC Surgery is overseen by the ACGME with the 

responsibility of  ensuring that all surgery training 
programs provide safe, competent surgeons for 
the American public. While the ACGME and its 
RRCs oversee the training programs, the ABS and 
its component boards provide the curriculum and 
framework for the necessary aspects of  training 
in differing surgical specialties. One can think of  
the ABS as being responsible for the quality of  
the training of  each individual surgeon, while the 
ACGME and the Surgery RRC are responsible 
for assuring the quality of  the training programs 
themselves. Initiation of  a new RRC is solely the 
responsibility of  the ACGME. Currently there are 
28 residency review committees overseeing an 
enormous number of  training programs. 

Additionally, the ACGME has committed to a 
singular residency accreditation system.  The AC-
GME has already approved 48 of  56 osteopathic 
general surgery programs. The full transition to a 
single training program accreditation system for 
general surgery, vascular surgery and surgical criti-
cal care will be completed by December 2020.

The AOA will continue to offer board certifica-
tion; however, all programs that have transitioned 
to ACGME-accreditation will be required to meet 
the same standards set by the ACGME and will 
be overseen and evaluated by the RRC Surgery. 
This is also true of  all vascular surgery programs 
that have transitioned to ACGME-accredita-
tion. There will continue to be some programs 
who will remain accredited by AOA who do not 
achieve ACGME-accreditation until they train out 
all of  their residents. This may be after Decem-
ber 2020, and under this circumstance, they are 
an osteopathic program. No program under the 
ACGME-accreditation framework is considered 
osteopathic.

The Vascular Surgery Board (VSB) of  the ABS, in 
conjunction with the Association of  Program Direc-
tors in Vascular Surgery, provides basic curriculum 
requirements and the VSB provides individual trainee 
assessment for vascular surgeons completing training 
while the RRC Surgery ensures that all vascular train-
ing programs meet the required strict standards for 
high-quality educational environment.

(The author would like to thank Dr. Donna Lamb for 
clarification regarding ACGME oversight of  training 
programs and the transition of  osteopathic training 
programs.) 

In Memoriam
Thomas S. Monahan III, MD, of  Baltimore, 
Md., 44, Sept. 12. An academic vascular surgeon 
and vascular surgeon at the University of  Mary-
land, he worked to bring surgical care to vet-
erans and to the poor, incarcerated, uninsured 
and mostly forgotten. Read more at vsweb.org/
Monahan.

Honorary member Sir Norman Browse, 87, 
professor of  surgery and of  vascular surgery, 
and a consultant surgeon in London, Sept. 12. 
From 1992 to 1995 he was president of  the Roy-
al College of  Surgeons in London; he also was 
past president of  the States of  Alderney. He was 
lead author of  two books on the symptoms and 
signs, and the investigation and management, of  
surgical disease. He was knighted in 1994.

COMMENTARY: 

What Is the Role of the Surgery RRC in Training 
Vascular Surgeons?
BY DANIEL CLAIR, MD

U
nderstanding the Surgery Residency Re-
view Committee (RRC) is important for 
vascular surgeons working with residency 

and fellowship training programs and for all those 
practicing surgeons who are looking to hire new 
graduates and have concerns about training in 
vascular surgery. Hopefully some of  the roles and 
responsibilities of  this group will be clarified here 
to offer a better understanding this body and its 
particular role in maintaining strong training pro-
grams in vascular surgery. 

In order to begin this understanding, we need to 
introduce a little bit more of  the “alphabet soup” 
that makes up the education acronyms of  organi-
zations overseeing training programs.

The Accreditation Council for Graduate Med-
ical Education (ACGME) was originally founded 
in 1981 as a result of  physician efforts to maintain 
non-governmental oversight of  graduate medical 
education training programs (GME programs). 
Th ACGME was formed through collaborative 
efforts of  the American Board of  Medical Special-
ties (ABMS), the American Hospital Association 
(AHA), the American Medical Association (AMA), 
the Association of  American Medical Colleges 

Dr. Clair is the Chair 

of Surgery, Palmetto 

Health/USC Medical 

Group, Columbia, S.C.
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DECADES OF DATA
FOR OUTCOMES YOU TRUST
As the most-studied‡ family of EVAR stent grafts on the market, with over 
20 years of proven performance, physicians trust GORE® EXCLUDER® AAA 
Endoprothesis – and now, GORE® EXCLUDER® Iliac Branch Endoprosthesis – 
to deliver durable patient outcomes.

But a legacy of proven performance is about more than just extensive data. 
It’s also about the hundreds of thousands of patients treated – and those are 
the numbers that truly matter.

See the latest data at goremedical.com/EVARexperienceGORE® EXCLUDER® 
AAA Endoprosthesis and 
GORE® EXCLUDER® 
Iliac Branch Endoprosthesis

Products listed may not be available in all markets. 
GORE, EXCLUDER and designs are trademarks of W. L. Gore & Associates. © 2019 W. L. Gore & Associates, Inc.  AY1108-EN1  AUGUST 2019

INDICATIONS FOR USE IN THE US: Iliac Branch and Internal Iliac Components. The GORE® EXCLUDER® Iliac Branch Endoprosthesis (IBE) is intended to be used with the GORE® EXCLUDER® AAA Endoprosthesis 
to isolate the common iliac artery from systemic blood flow and preserve blood flow in the external iliac and internal iliac arteries in patients with a common iliac or aortoiliac aneurysm, who have appropriate 
anatomy, including: Adequate iliac / femoral access; minimum common iliac diameter of 17 mm at the proximal implantation zone of the IBE; external Iliac artery treatment diameter range of 6.5–25 mm and seal 
zone length of at least 10 mm; internal iliac artery treatment diameter range of 6.5–13.5 mm and seal zone length of at least 10 mm; adequate length from the lowest major renal artery to the internal iliac artery 
to accommodate the total endoprosthesis length, calculated by adding the minimum lengths of required components, taking into account appropriate overlaps between components. GORE® EXCLUDER® AAA 
Endoprosthesis Components used in conjunction with GORE® EXCLUDER® Iliac Branch Endoprosthesis: Trunk-Ipsilateral Leg Component. The Trunk-Ipsilateral Leg is intended to provide proximal seal and fixation 
for the endovascular repair of the aneurysm. Contralateral Leg Endoprosthesis Component. The Contralateral Leg Endoprosthesis is intended to bridge the GORE® EXCLUDER® Device Trunk-Ipsilateral Component to 
the GORE® EXCLUDER® Iliac Branch Endoprosthesis following deployment of the GORE® EXCLUDER® Iliac Branch Endoprosthesis. Additionally, the Contralateral Leg Endoprosthesis is intended to be used for distal 
extension of the Iliac Branch Component in the external iliac artery. The Iliac Branch Component can treat external iliac artery diameters up to 13.5 mm. This ability to extend the Iliac Branch Component distally 
with any Contralateral Leg Endoprosthesis expands the external iliac artery treatment range up to 25 mm. Aortic Extender Endoprosthesis and Iliac Extender Endoprosthesis Components: The Aortic and Iliac 
Extender Endoprostheses can be used after deployment of the GORE® EXCLUDER® Iliac Branch Endoprosthesis and GORE® EXCLUDER® AAA Endoprosthesis. These extensions are used when additional length and / 
or sealing for aneurysmal exclusion is desired. CONTRAINDICATIONS: The GORE® EXCLUDER® Iliac Branch Endoprosthesis is contraindicated in: Patients with known sensitivities or allergies to the device materials. 
All components of the GORE® EXCLUDER® Iliac Branch Endoprosthesis and the GORE® EXCLUDER® AAA Endoprosthesis contain ePTFE, FEP, nitinol (nickel-titanium alloy), and gold. Patients with a systemic infection 

who may be at increased risk of endovascular graft infection Refer to Instructions for Use at goremedical.com for a complete description of all warnings, precautions and adverse events.  

*  GREAT. n = 3,274. To calculate the overall event rates from procedure through end of study period, all subjects who could have had events, regardless of length of   
 follow-up, were included. For outcome data, GREAT only collects site reported serious adverse events.

†  Based on the number of Trunk-Ipsilateral Legs distributed.

‡  Based on company-sponsored trials and registries shown on clinicaltrials.gov for currently available stent grafts.

1. W. L. Gore   & Associates, Inc.  Evaluation of the GORE® EXCLUDER® Iliac Branch Endoprosthesis for the Treatment of Common Iliac Artery Aneurysms or Aorto-iliac 
     Aneurysms. ClinicalTrials.gov. Bethesda, MD: National Library of Medicine; 2013. https://clinicaltrials.gov/ct2/show/NCT01883999. Updated December 4, 2018.  
     Accessed August 6, 2019. ClinicalTrials.gov Identifi er: NCT01883999. 
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