Leg Weakness after TAAA Repair:
lts time to start figuring this out

TM Mastracci
London, UK



Disclosures

* Cook Medical: Consultation and Speaking
* Philips: Advisory Board
* CYDAR: Speaking and Advisory Board

* | believe very strongly in Prehab before surgery...



e

’

e ’ LS F4 A :TAH;; N,
4 :'. -.-f oy, f{ :’.J ..z}‘. .{, f-'?}?‘-‘"',.\"\-:

» P "_l', » = \ - .
) [.,r'.' “T." ‘.,' TEY

~




There are a few reliable
oredictors of poor mobility after
surgery
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Spinal Cord Injury

Spinal Cord
Injury

Fehrenbacher 5/110 4.55
2006

Conrad 2006 43/445 9.66
Coselli 2007 87/2286 3.81
Etz 2007 10/858 1.17
Safi 2005 36/1106 3.25
Grabitz 1996 6/260 2.31

Jacobs 2004 4/279 1.43



‘._ ' T h e o ry Innominate artery Srtecy
* 4 independent contributors to oo
spinal blood flow

— L Subclavian Artery

— Intercostal Artery
— Lumbar Artery N 7 [
‘— Hypogastric Artery T &

Common

Griepp RB et al., Ann Thorac Surg 2007; 83: S865-9 \






er’iQperative Complications: Spinal Cord Injury
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Staged endov

ascular repair of thoracoabdomina

. $ 60
aortic % IMItS inci :

TUC ancurysms limits incidence and severity of g s0-
spinal cord ischemia 5
N @» 40 4

rian O’Callaghan, MD, Tara M. Mastracci, MD, and Matthew J. Eagleton, MD, Cleveland, Ohio
» 30 -
Objective: Neurologic dysfunction remains a persistent complication of i i ir owi
g y S S plication of extensive aortic repair owing to di ion of th
'Splllall collateral network. We hypothesized that staged repair might mitigate the incidence and sc\l'"cgn?oflts;‘ilspsm:::a(l)c;r: 20 A
ischemia (SCI). ’ 3

Methods: We conducted a retrospective cohort study of patients undergoing a Crawford type II repair of a thor-
acoabdominal aortic aneurysm between January 2008 and July 2013. Baseline demographics, incidence of prior aortic 10 A
surgery, comorbidities, and outcomes were prospectively recorded. Staged repair was defined as intentional completion of
the endovascular repair as two temporally separate procedures, referred to as a two-stage repair. Extent of aortic cover was
calculated by three-dimensional imaging and reported as the proportion of the aorta covered between the left subclavian 0 T T
artery and the aortic bifurcation. Primary outcome measures were incidence and severity of SCI and mortality. 0 1 2
Results: The study included 87 patients, divided into the following subgroups: single-stage repair (n = 32; repair in 2
single procedure, without prior aortic surgery), two-stage repair (n = ?7; repair in two S‘?J,mi flmc‘cdur;s‘c:‘\:‘!::::
prior aortic surgery), and unintentionally staged repair (n = 28; those with prior aortic surgery, without an i

Follow-Up Time (Years)

fealest | g Number at Risk
ian time between stages was 5 months (range, 1-60 months). Al groups were cn!unaknt in _tcnns of'dc :
:::)gc: x::‘:d(:‘s‘; factors; howi\'cr, the staged group had significantly greater proximal aortic cu_wr (I.’ = .'()v(?llvy IE‘h—c . Smg|el gtage 3§ 1 g 1 4 "
o CI in the nonstaged and staged groups were 37.5% (12 of 32) and 11.1% (3 otil/): respectively P= Unintentiona tage > 3 3
overall rates of SCI in logi g-“-urice in the staged group were temporary. The 30-day survival in the single-stage, D Two Stage 57 X 4 8
.03). Furthermore, all neurologic injuries b iy (P o

two-stage, and unintentionally staged repairs was 18.8%,.0‘»
Conclusions: Staged repair appears both to protect against
repair. (J Vasc Surg 2015;61:347-54.)

e Staging decreases SCI

SCI and to enhance overall survival in extensive aortic

SCI 30 d Mortality

e Staging may protect against Single Stage 32 12/32(38%) 19%
mortality Two Stage 27 3/27 (11%) 0%

Unintentional Stage 28 4/28 (14%) 10.7%
O’Callaghan et al, JVS 2015
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TASP
TASP

TEVAR-First and
Unintentional

25

55

35 (87%)
25

55

~Summary of Staging for Endo TAAA

Citation Modality Number of Number Rate of SCI Definition of SCI
patlents completed

2/40 (5%)
8/25 (32%)

1/23 (4%) Perm
7/55 (13%)

3/55 (5%) Perm

Permanent SCI

Temporary and
Permanent

Temporary and
Permanent



Theory: Fewer Major Adverse Events

* Decreasing the
magnitude of the repair

may decrease the \‘
number of hypotensive \/
episodes, degree of

- \\

g

blood loss and time in
the OR

&
=)
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Theory: May Protect From Potential
Embolic Sources |

* Covering the proximal
aortic thrombus may
prevent the r—
wire/delivery systems © g
from causing embolic
debris to travel distally



Theory: Gradual Change

* Putting time between repairs
may help develop the collateral
network.
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What about Frailty?




What about Frailty?

Frailty

eImpairments in multiple
systems that lead to a
decline in homeostatic

reserve and resiliency

Co-morbidity Disability

eDifficulty or
dependency in daily
living (ADL/IADL)

*Two or more
medical conditions



Two Models of Frailty

Phenotype model

* describes a group of patient characteristics (unintentional
weight loss, reduced muscle strength, reduced gait speed,
self-reported exhaustion and low energy expenditure)
which, if present, can predict poorer outcomes.

* generally individuals with three or more of the
characteristics are said to have frailty

Weight Loss uscle
A N Strength
W "

Physical
Activity

We are at risk
of frailty when

functional
capacity

Cumulative Deficit model

we lose 70% of

-l

assumes an accumulation of deficits (ranging from symptoms
e.g. loss of hearing or low mood, through signs such as tremor,
through to various diseases such as dementia) which can occur
with ageing and which combine to increase the ‘frailty index’
which in turn will increase the risk of an adverse outcome.

Social
Vulnerability
[l Medical
. > Conditions
Q DEFICIT Q

DRIVEN

Q FRAILTY Q
ir

Functional

Cognition Decline

Depression

BGS 2020

JACS “Frailty for Surgeons” 2016



First proposal of frailty as a phenotype

Disease

Aging:
Senescent
musculoskeletal changes

Chronic ~ ~ 7 " T —==2
MNeuroendocrine Undernutrition il
Inad te intaki )
Dysrcgu!azmn E}F;r::l:i::r‘:; A el Welg\ht Loss
ﬁgﬁg%; Eré:]r onutrient MNegative Nitrogen Balance |
Anorexra . " ,f
af aging
Loss of musclg mass
| Total Energy Expenditure Sarcopenia
| Resting /
jﬁCtIVIW ¥ Metabolic
Rate
lWalkmg ]Strength |VO,max
Speed

Power

Dependency

Figure 1. Cycle of frailty hypothesized as consistent with demonstrated pairwise associations and clinical signs and symptoms of frailty. Re-
produced with permission from (14).

Fried et al, Journal of Gerontology 2001



Frailty

Score

CLINICAL FRAILTY SCALE

'R

VERY
FIT

FIT

MANAGING
WELL

LIVING
WITH
VERY MILD
FRAILTY

LIVING
WITH
MILD

FRAILTY

People who are robust, active, energetic
and motivated. They tend to exercise
regularly and are among the fittest for
their age.

People who have no active disease
symptoms but are less fit than category
1. Often, they exercise or are very active
occasionally, e.g., seasonally.

People whose medical problems are
well controlled, even if occasionally
symptomatic, but often are not
regularly active beyond routine walking.

Previously “vulnerable;’ this category
marks early transition from complete
independence. While not dependent on
others for daily help, often symptoms
limit activities. Acommon complaint

is being “slowed up” and/or being tired
during the day.

People who often have more evident
slowing, and need help with high

order instrumental activities of daily
living (finances, transportation, heavy
housework). Typically, mild frailty
progressively impairs shopping and
walking outside alone, meal preparation,
medications and begins to restrict light
housework.

LIVING
WITH
MODERATE
FRAILTY

i I 7 LIVING
WITH

SEVERE

FRAILTY

H LIVING
WITH VERY

SEVERE

FRAILTY

TERMINALLY
ILL

People who need help with all outside
activities and with keeping house.
Inside, they often have problems with
stairs and need help with bathing and
might need minimal assistance (cuing,
standby) with dressing.

Completely dependent for personal
care, from whatever cause (physical or
cognitive). Even so, they seem stable
and not at high risk of dying (within ~6
months).

Completely dependent for personal care
and approaching end of life. Typically,
they could not recover even from a
minor illness.

Approaching the end of life. This
category applies to people with a life
expectancy <6 months, who are not
otherwise living with severe frailty.
(Many terminally ill people can still
exercise until very close to death.)

SCORING FRAILTY IN PEOPLE WITH DEMENTIA

The degree of frailty generally
corresponds to the degree of
dementia. Common symptoms in
mild dementia include forgetting
the details of a recent event, though
still remembering the event itself,
repeating the same question/story
and social withdrawal.

DALHOUSIE
UNIVERSITY

In moderate dementia, recent memory is
very impaired, even though they seemingly
can remember their past life events well,
They can do personal care with prompting.

In severe dementia, they cannot do
personal care without help.

In very severe dementia they are often
bedfast. Many are virtually mute.

Clinical Frailty Scale ©2005-2020 Rockwood,

Version 2.0 (EN). All rights reserved, For permission:
www.geriatricmedicineresearch.ca

Rockwood K et al. A global clinical measure of fitness
and frailty in elderly people. CMAJ 2005;173:489-495,



Is the patient able to:

Take care of self . . . No 0 Yes +2.75
e.g. eating, dressing, bathing, using the toilet
KW SCOre DASI (Duke Index) - mcxm
Walk 1-2 blocks on level ground No 0 Yes +2.75
Patient Name: Date: . . . .
Climb a flight of stairs or walk up a hill No 0
Patient ID # g P
Katz Index of Independence in Activities of Daily Living Run a short distance No 0
Activities Independence Dependence
Points (1 or 0) (1 Point) (0 Points) Do light work around the house .
.. dusting, washing dishes .
NO supervision, direction or personal 'WITH supervision, direction, £49. dusting, washing dishe
assistance. personal assistance or total care.
Do moderate work around the house No 0 Yes +3.5
BATHING (1 POINT) Bathes self completely or (0 POINTS) Need help with e.g. vacuuming, sweeping floors, carrying in -
needs help in bathing only a single part | bathing more than one part of the groceries
Points: of the body such as the back, genital body, getting in or out of the tub or
area or disabled extremity. shower. Requires total bathing Do heavy work around the house
: ubbing fl s, lifti ving heavy No 0
DRESSING (1 POINT) Get clothes from closets (0 POINTS) Needs help with €. scrubhing floors, ifting or moving heavy
and drawers and puts on clothes and dressing self or needs to be furniture
Points: outer garments complete with fasteners. | completely dressed. d L
May have help tying shoes. Do yardwor
e.g. raking leaves, weeding, pushing a power 2l Lok
TOILETING (1 POINT) Goes to toilet, gets onand | (0 POINTS) Needs help mower
off, arranges clothes, cleans genital area | transferring to the toilet, cleaning
Points: without help. self or uses bedpan or commode.
Have sexual relations No 0 Yes +5.25
TRANSFERRING (1 POINT) Moves in and out of bed or | (0 POINTS) Needs help in moving
chair unassisted. Mechanical transfer from bed to chair or requires a
Points: aids are acceptable complete transfer. Participate in moderate recreational
activities No ¢ NES 6
CONTINENCE (1 POINT) Exercises complete self (0 POINTS) Is partially or totally 1. aolf bowling. dancing. doubles tenni
control over urination and defecation. incontinent of bowel or bladder &g go_ + bowling, dancing, doubles tennis,
Points: throwing a baseball or foothall
FEEDING (1 POINT) Gets food from plate into (0 POINTS) Needs partial or total o i
mouth without help. Preparation of food | help with feeding or requires Participate in strenuous sports No 0 Yes +7.5
Points: may be done by another person. parenteral feeding. e.g. swimming, singles tennis, football, :
basketball, skiing
TOTAL POINTS: SCORING: 6 = High (patient independent) 0= Low (patient very dependent
58.2 points 9.89 METs

The higher the score [maximum 58.2), the
Source: higher the functional status.
try this: Best Practices in Nursing Care to Older Adults, The Hartford Institute for Geriatric Nursing, New York University, College of

Nursing, www.hartfordign.org.

Copy Results @ Next Steps p»




Resilience: A health based model

Robust

Pre-Frail

Frail

Abundant Resilience

Ideal Homeostatic
Reserve

No Stressors

Some Resilience

Compromised
Homeostatic Reserve

T117T

Some Stressors

Depleted Resilience

Depleted Homeostatic
Reserve

T

Substantial Stressors

Unfavorable
Surgical
Outcomes
A

v

Favorable
Surgical
Outcomes

JACS 2016



Ps’aﬁ Muscle Area and Sarcopen

aortic repair
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ABSTRACT

vascular aortic repair (FBEVAR).

Methods: The present single-center study included 504 patients who had undergone electi
thoracoabdominal aortic aneu ms. The clini i i gone ¢ ecnve. F?-EV o Pl o
: rys e clinical risk assessment included age. sex. comorbidities, body mass index,
glomerulér ﬁltranon rate. aneurysm size and extent, cardiac stress test results, ejection fraction, and American Society of
Anesthesiologists (ASA) score. Preoperative computed tomography was used to measure the psoas muscle area and
attenuation at the L3 level. The lean psoas muscle area (LPMA: area in cm? multiplied by attenuation in Hounsfield units
[HU]) was calculated by multiplying the area by the attenuation. The risk factors for 90-day mortality. major adverse events
(MAEs). and long-term mortality were determined using multivariable analysis. MAEs included 30-day or in-hospital death,
acute kidney injury, myocardial infarction, respiratory failure, paraplegia. stroke. and bowel ischemia. A novel risk stratifi-
cation method was proposed according to the strongest predictors of mortality and MAEs on multivariable analysis.

Results: The 30-day mortality, 90-day mortality, and MAE rates were 2.0%. 5.6%. a'nd ;o%. re‘spectivelyv The independent
predictors of 90-day mortality were chronic obstructive pulmonary disease, chronic k,dneydsease, ASA score, a'nd LPMA
The independent predictors of MAEs were aneurysm diameter, glomerular ﬁltra:_non r::;i af::ul;:MeAxtgg: Iolr:lg::::\
i i i ic kidney disease, congestive ; :
mortality. the independent predictors were chronic / ool syt i
i i The patients were stratified into three group:
i aneur_ysr*:;s:ssﬁosrceolrle; :gJAPh:?SO cn:’ZHU (n = 290). medium risk. ASA sc.ore Il and LPMA =350
Aot - PMA =350 cm?HU (n = 33). The 90-day mortality and MAE rates were
em?2HU (n = 181): and high risk. ASA score IV and LF . _a B e 559 the highiisk patents respectively (P<.001
1.7% and 16% in the low-. 7.2% and 24% in the medium-,

e
SaP 9L

W Y

% Overall survival of 57 TAAA patients initially

Higp. .
9h-rjs, .
ents

no pera

on an earlier study

Log Rank P <.001

ly in 1987-1993 based

[ ]
1.0
0.8
©
s 0.6
>
e
>
(72}
0.4
0.2
Low risk — ASA Il or LPMA > 350 cm?HU
Medium risk — ASA Ill and LPMA < 350 cm?HU 0.0
High risk — ASA IV and LPMA < 350 cm?HU ’
0
P <.001 P=.02 L
290
35% 333% 181
303%
30%
25% 238%

I 33

Major adverse events

20%
16.2%
15%
10% S3%
5%
17%
0% L

90-day mortality

m Low-risk patients m Medium-risk patients m High-risk patients

1

2 3 4 5 6

Follow-up time (years)

183 137 89 55 31
112 88 65 43 28
12 7 5 4 2

Karkkainen et al, JVS 2020






Prehab in FEVAR/BEVAR: Our Experience

Comotidtes am " oaeanan 193 Wi cnple
SR ning. We assessed
feasibility, effectiveness and compliance with an in-
hospital exercise training programme in patients
awaiting  complex fenestrated  endovascular
aneurysm repair (FEVAR).
We used our patient's experience of training and their
attitude towards exercise to guide the design an
ongoing prehabilitation programme.

The aim of this study was to assess the feasibility
i i ise training

and effectiveness of a six ‘week exercise

programme in patients awaiting FEVAR at the Royal

Free Hospital.

fig, o Man ROYaI Free London
NHS Foundation Trust

Results

23 patients were recryi
ecruited (1 :
control arm), 91% male (n=2(1 1 to the exercise and 12 to e

). Al patients compl
a 97% compliance with train s b g e sy,
ning sess i -
was demonstrated. g Ions in the intervention arm

There was no significant differences in dem raphi
between groups. Self-reported Duke activity statuggndixlioiasts
was also .equal between groups. The mean (SD) DASI score in
the exercise group was 37.65 (12.9), METS 7.37 (1.58). In the
control group the DASI was 39 (11.1), METS 7.54 (2.1).

CPET data revealed an improvement in VO2 peak in the
exercise group with a median (IQR[range]) of 13.7 mlkg/min
(4[11.4-22.7)) at baseline rising to 16 ml/kg/min (4.8[11.7-27.8))
at week 6 (p=0.07). There was no difference in VO2 peak from
weeks 1 to 6 in the control group.

The median (IQR[range]) anaerobic threshold (AT) was 10:5
ml/kg/min (1.8[9.7-14.2]) at baseling, risin'g.to 1.6 mllkgln:n
(2.6[8.2-16.9]) after 6 weeks of exercise training (p=0.14).k|n/ the
control group, median AT at paselme was 10,6tmxegkm|2
(1.8[9.7-14.2]) and 11 mi/kg/min (2.1[6.3-13.1)) a

Week 1
(steps/day)

Week 6
(steps/day)

Group Change, (% |P

change) value

Exercise | 6016 (3762)
(n=11)
Median

(IQR)

6556 (4515) | + 540 (9) 0.03

Usual
care
(n=12)
Median

(IQR)

4779 (2899) | 4347 (4430) |- 432(-10) |1.0

The median (IQR[range]) anaerobic threshold (AT)
was 10.5 ml/kg/min (1.8[9.7-14.2]) at baseline, rising
to 11.6 ml/kg/min (2.6[8.2-16.9]) after 6 weeks of
exercise training (p=0.14).

Morkane C et al, VASBI 2018




For EXERCISE Based interventions:

No difference in mortality

Adherence to interventions: 50 — 76%

Trend (not significant) towards decreased LOS

Prehab: The jury is still out

post-operative 30 day mortality, composite endpoint of 30 day post-operative complications, hospital length
of stay (LOS), and health related quality of life (HRQL) outcomes. The content of interventions was extracted
and a narrative analysis of results undertaken.

Results: Seven RCTs with 901 patients were included (three exercise based, two pharmacological based, and two
nutritional based). Risk of bias was mostly unclear or high and the clinical heterogeneity between the trials
precluded data pooling for meta-analyses. The quality of intervention descriptions was highly variable. One
exercise based RCT reported significantly reduced hospital LOS and another improved HRQL outcomes.
Neither pharmacological nor nutritional based RCTs reported significant differences in primary outcomes.

i is limi i ini lusions about the effect of pre-habilitation on
. There is limited evidence to draw clinically robust conc . ‘
Conclusion N el decioned RCTs. adhering to reporting standards for

€ Contep f Pre
of Abdomlnal i ab'“tatiVe Int Table 2. Intervention included randomised controlled trials outcomes tients
characteristics omparing post-opera
0 Ortic A erventIOn of c tive for pa
utCOmes- A X n urYSms and Th or paﬁents 0 undergoing a period of pre-habilitation prior to abdominal aortic aneurysm repair
: st : e rgoi ; - ; -
. Ystemati evie r Effect N Post. €0ing Repair Trial Type Intervention () Duration Mode and Stafflevel of  Pilot study/
ory J. Boiing: —_— ; peratl\le and eontenl (C) * setting training Pilated'
a ! allac : -
*Leeds Instinng ¢, Alexander p Jones Dronkers Exercise I: “Inspiratory At least two weeks  Single centre Experienced Pilot
Le of Health scig + D. Julian $eqpy ¢ et al (unimodal) le trainin i i physi
€ds Vascylar Instityte L(-(\dn“‘\ Univers ¥ of Leeds, | ot %, Suzanne H. Richards 20082 ml.lsc g pre-operative 4 SESEII.J.I'I [ s was el
» Leeds General Infirmary, Leed ?edx‘ UK C: Usual care supervised, five sessions  therapist
* Teaching Hospitals Nwg Trust were unsupervisca
WHAT  Leeds, Uk Location of intervention
This THIS PAPER ADDS provision/ administration
study provides 3 review of i “Hospi sin
aorta aneurysm of current evidence Barakat et al. Exercise 1: “Hospital 6 weeks pre- Single centre NR Piloted
to improvy, ) repair ang its effects Investigating Pre-habilitation i 201e” (unimodzh pased exerclse class” operative Supervised
i e clinical ang health related QUaI(:: D?T‘-operatlve Outcomes, I\IthoI ’ ;:lanents undergoing abdoming| ¢ Usual care Hospita) based,
re precludes con, ity of life out Ugh pre-habjlitati hysiothe
cl comes, ation ha ; : D
Wwere analysed and foung ;Sale recommendations for fytyre pr;::, limited and heterogenous state Z?O;e:ml fiold - S ey 18 "N e AR e LTe (e LD it
high quality trials by etgenerally madequatelv described ached The cOn.tentS of included intervenn::t 2017 (unimodal) C: Usual care pre-operative Each -sessinn supervised nurse and
to best inform th B0 an urgently needed set of 1ing to existing reporting stang . o o further PO et
e clinical and cost effectiveness of C‘{re outcomes and reporting stand it Mirs information) R el
$S 0 pre-habilitation for AAA P ndards, are required Barry and Pharmacological I HrGH 6 days pre-operative Single centre NR _
g Mea]'yue.lt al.  (unimodal) C: Placebo until six days post- Location of intervention
Objective Patients e e 1998 operative provision/ administration
to poor i 3l dortic aneurysm (AAA NR
upfom pre Operam{e state. Pre-habilitation describes the enh)ar:: air are at risk °f_ post-operative complications dye Merﬁ al  Pharmacological I HrGH 2 days preoperaive Single centre NR :
(oh ing physiological stressor, intended to reduce those compli ement of fumft.lonal €apacity and tolerance to an 2005 el € Placebo until 7 days post-  Location of ]Inl tervention
physical, pharmacological, nutritional, or psychosocial) betweepn :al:o: i T he ablty o provide suchan intervention epermive i sation
role in AAA repair is unclear. This paperaimed Bnosis and surgery is a Browing interest, but its iti ; i -
of pre-habihstiv iis : ed to systematically review existing literature to better descbert Watters et al  Nutrition I: Micronutrient 2—3 weeks pre- Single centre NR _
Data so  E erventions °_" post-operative outcomes of patients undergoing AAA repair. et 2002 (onimodal) supplement operative until 7 Location of intervention
: urces: 'MBASE and Medline were searched from inception to October 2020. Retri dA i C: Placebo days post-operative . provision/ administration
reviews, and trial registries were citation tracked. IS papers, Sysematic NR
Review methods: Randomised controll i i e fptiy arrition £ Cuteumin NI P o
: ed trials (RCTs) comparing post-operati . 23 X SR centre (10) NR -
undergoing a perfod of pris-habilitation B0 45 KRR Mparing post-operative outcomes' for aduk. patle.nts 2018 (unimodal) supplement operative until one  Location of intervention
T h ¥ ! A p! 0 repair (open or endovascular) were eligible for inclusion. C: Placebo day post-operative  provision/administration
wo authors screened titles for inclusion, assessed risk of bias, and extracted data. Primary outcomes were LLLiS

HIT = high intensity interval training; HrGH = human recombinant growth hormone; [LS = immediate life support; NR = not reported.
* Criteria definition from TIDieR guidelines.'”

" See Supplementary Table 1 for full details of procedures and doses reported.

* Additional criteria definition from Goodwin et al. guidelines” — only applicable to exercise based interventions.

Bonner et al, EVJES 2021



Could Frailty and Underlying
Spinal Damage be Related?




it to Stand Testing: Power |oss in older years

Experimenat
Perimental e
L utrontoloey 1=

A decrease of one standard deviation in

maximal muscle power has been associated to
a 27-42% increased likelihood of disability
among older people

Experimental Gerontology

journal homepage: 1.,
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trajectors ctional Sit-to-stand muscle ; n
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ARTICLE INFO g.
ABSTRACT (75}
sk i 120 4
ection Editor: Li-Ning P 5 : G
or: Li-Ning Peng Background: The 39-5 sit-to-stand (STS) muscle power test is a valid test to assess muscle power in older people; 3]
P> -3 however, whe{her it may be used to assess trajectories of lower-limb muscle power through the adult lifespan is E
Chc) ancs: not known. This study evaluated the pattern and time course of variations in relative, allometric and specific STS 2
G‘af' 'L‘"‘j muscle power throughout the lifespan. g 60 4
ma" s:;"s,m - Methods: Subjects participating in the Copenhagen Sarcopenia Study (729 women and 576 men; aged 20 to =
Sag X z 0N powet 93 years) were included. Lower-limb muscle power was assessed with the 30-s version of the STS muscle power <
F Ko(?m:l capacit test. Allometric, relative and specific STS power were calculated as absolute STS power normalized to height
nCUona ey squared, body mass and leg lean mass as assessed by DXA, respectively. ol 0 ' . L . = — ¥
Results: Relative STS muscle power tended to increase in women (0.08 = 0.05 Wkg “yr; p = 0.082) and 0 20 40 60 30 100 0 20 40 60 30 100

increased in men (0.14 + 0.07 W-kg~"-yr™; p = 0.046) between 20 and 30 years, followed by a slow decline
(~0.05 + 0.05 Wkg yr™" and -0.06 + 0.08 Wkg Lyr ™, respectively; both p > 0.05) between 30 and
50 years. Then, relative STS power declined at an accelerated rate up . to ]o]des( age in men
(~0.09 + 0.02 W-kg~"-yr™") and in women until the age of 75 (~0.09 £ 001 Wkg 'yr") (bothp ;9?(;0“:.).1 a/:
low;r rate of decline was observed in women aged 75 and older (-0.04 = 0.02W-kg yr s p = 0.039).
age-related patterns were noted for allometric and specxﬁ.c STS power. 5

Conclusions: The STS muscle power test appears to provide a feasible and i
sectional trajectories of muscle power throughout the lifespan.

nexpensive tool to monitor cross-

Age (vears)

Age (vears)



The link between muscle weakness and central nervous decline is being better understood

A failure to reinnervate denervated fibers has recently been suggested to

trigger the accelerated decrease in muscle mass among sarcopenic older men
Piasecki et al., 2018
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Abstract

Background: Weakness is a risk factor for physical limitations and death in older adults (OAs). We sought to determine whether OAs with
clinically meaningful leg extensor weakness exhibit differences in voluntary inactivation (VIA) and measures of corticospinal excitability when
compared to young adults (YAs) and OAs without clinically meaningful weakness. We also sought to estimate the relative contribution of
indices of neural excitability and thigh lean mass in explaining the between-subject variability in OAs leg extensor strength.

Methods: In 66 OAs (75.1 = 7.0 years) and 20 YAs (22.0 = 1.9 years), we quantified leg extensor strength, thigh lean mass, VIA, and motor
evoked potential (MEP) amplitude and silent period (SP) duration. OAs \\‘(:c classified into weakness groups based on previously established
strength/body weight (BW) cut points (Weak, Modestly Weak, or Not Weak). ‘ .
Rcsu‘l}s: The OAs had 63% less strength/BW when compared to Y.»’s:. Weak OAs cxll‘lhu;«? h;gr)s(‘lc:lc‘:;:t 1}:‘;{;}]{:(\::;::(::[‘\\::\:\:1"::;:1:!:
OAy (142 473% 701 2 7:50“)‘ o 'OAS L‘Xhllhmild-l‘:' (;; I(:;:r;‘l’:l:(();:‘lr:jg:)m::i .|ri;‘l)‘snfl;xv‘hcmcdﬁhal MEP amplitude, SP duration,
(p=06) TR MM “"'::h:‘)l: ::: \‘:::)1::: :nourc:\;;rh. wul‘x the neural excitability variables explaining ~33% of the variance and
2% 2 S

and thigh lean mass explained ~6
thigh lean mass explaining ~29%.
Conclusion: These findings suggest tf ‘
strength in order to reduce the risk of physical impairmes

at neurotherapeutic interventions targeting ¢ tability could be a viable approas h to increase muscle
h he 2 ions rp,(g\ulb be P!

nts in late life.

Keywords: Dynapenia, Mobility, Muscle, Sarcopenia
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We intentionally narrow the distal aorta...
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coabdominal aneurysm n  i Table IV. Incidence of spinal cord ischemia and mesenteric ischemia in the literature
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Results: Between August 2011 and i
1 (37.5%). 11 (25.0%), Il (20.0%) a:d Ct:]%uss;ﬁfct)l:ﬁ;(c}s;:::iﬁﬁg: oot g

an A neurysms were included = jori :
was 6.4 * 1.5 cm. There was no immediate or delayed type IB endoleak with mean follo S el 22) © (0%) Majonty N — orfollow = o : D
(range, 0-72 months). Postoperative complications included six (15%) spinal cord isch
permanent) and no mesenteric ischemia. There were three deaths (7.5%) within 30 d

d : 10 ili

tomography arteriography showed that 37 patients (92.5%) had at least one lumbar : Verhoeven et al (n - ]66) 4 (2'4%) lliac endoleak ® (9.0) ‘ (]2) ‘ (]2)

preoperatively patent IMA, 23 (74.2%) were preserved. There was one incidental finding ¢ 29 months of follow-up
the stent graft end. Mean infrarenal aorta diameters were 24.8,27.7.27.7. and 294 mmimr

1 and 2 years postoperatively. respectively. The mean maximal right common iliac diame
15.8, 15.9. and 148 mm preoperatively, immediately postoperatively. and 1 year post
maximal left common iliac diameters were also stable and measured 157.159. and 147 v
postoperatively. and at 1 year postoperatively, respectively.

i istal landing at the infrarenal aorta was ¢
Conclusions: Our early experience showed that distal : ‘ ,
1B endoleak, although the observation of gradual infrarenal aortic degeneration mandates regular surveliiance. \J vasc
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Leg Weakness and TAAA Repair

* SCl is easy to measure, but subtle changes over time may be due to a
combination of neurovascular effects of coverage.

* More work needs to be done to elucidate this relationship
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