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to a suppression of neointima hyperproliferation, as confirmed in animal tests.

What is the significance of reduction in ambulatory blood pressure after RDN, versus the standard
monitoring of office blood pressure?
To the best of my knowledge, there is no uniform
definition for a significant decrease in ambulatory blood
pressure measurement (ABPM). Some authors consider a
drop of > 5 mm Hg systolic blood pressure already as significant, and I personally would consider a drop of mean
blood pressure > 5 mm Hg as a significant effect.
Pseudoresistant hypertension is characterized by normal ABPM values despite significantly increased officebased blood pressure values. Thus, ABPM is the screening tool for pseudoresistant hypertension. According to
current knowledge, those patients should not be treated
with RDN even if pseudoresistance is associated with an
increased sympathetic tone.
What level of evidence do you believe the field
will need to see to justify the cost of drug-eluting
balloons in lower limb procedures? Are the data
collected so far supporting that direction?
For above-the-knee use, I believe that the data collected so far, supplemented by the data of the IN.PACT
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What are your impressions from the early
DEFINITIVE AR data presented at VIVA 13? What
must we see in the follow-up to determine if
directional atherectomy plus drug-eluting balloon
angioplasty is a viable and practical strategy?
The data I presented match with the expectations
regarding an improved acute technical outcome.
Unfortunately, due to limited funding, the study is not
sufficiently powered to show a significant benefit from
the dual-treatment approach. To support the debulkingfirst approach, the study would need to end at least
with a beneficial technical 1-year outcome in terms of an
increased patency rate as compared to drug-eluting balloon angioplasty alone. We can’t expect a better clinical
outcome with this small sample size.
Are there any updates to the ETAP (Endovascular
Treatment of Popliteal Artery-Balloon
Angioplasty Versus Primary Stenting) trial results
that you first presented at TCT last year?
We just received the statistics regarding the 2-year
outcome. However, we did not yet analyze the dataset.
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