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ABSTRACT

Purpose: To identify the risk factors for major adverse cardiovascular events (MACEs) in real-world practice for symp-
tomatic peripheral artery disease in Japan.

Materials and Methods: Data on Japanese patients (N = 880) from the Observational Prospective Multicenter Registry
Study on Outcomes of Peripheral Arterial Disease Patients Treated by Angioplasty Therapy for Aortoiliac Artery who
underwent de novo aortoiliac stent placement. The 3-year risk of incident MACEs was investigated.

Results: The median age of the patients was 72.6 years (range, 34–97 years), and 83.1% of the patients were men. The
patients had the following conditions: smoking (35.6%), hypertension (94.1%), dyslipidemia (81.7%), diabetes (48.0%), renal
failure on dialysis (12.6%), myocardial infarction (12.7%), stroke (15.8%), and chronic limb-threatening ischemia (7.1%).
Femoropopliteal lesions were present in 38.8% of the limbs with aortoiliac lesions. The 3-year rate of freedom from MACEs
was 89.1%. Baseline characteristics, such as age, renal failure on dialysis, myocardial infarction, stroke, and femoropopliteal
lesions, were independently associated with the risk of incident MACEs. When the study population was stratified according
to these risk factors, the rate of MACEs was highest in patients with at least 3 risk factors (32.9% at 3 years).

Conclusions: The 3-year rate of freedom from MACEs was reported. Baseline characteristics, such as age, renal failure on
dialysis, myocardial infarction, stroke, and femoropopliteal lesions, are independent risk factors for MACEs after aortoiliac
stent placement.
ABBREVIATIONS

CI = confidence interval, CLTI = chronic limb-threatening ischemia, EVT = endovascular therapy, MACE = major adverse cardiovascular
event, non-HDL = non–high-density lipoprotein, OMOTENASHI = Observational Prospective Multicenter Registry Study on Outcomes of
Peripheral Arterial Disease Patients Treated by Angioplasty Therapy for Aortoiliac Artery, PAD = peripheral artery disease, PTA =
percutaneous transluminal angioplasty, TASC II = Trans-Atlantic Inter-Society Consensus Document on Management of Peripheral
Arterial Disease II
Because of the ongoing aging of populations and the
increase in lifestyle-related diseases, the number of people
with peripheral artery disease (PAD) is growing and is
estimated to be more than 200 million globally (1,2). PAD
causes intermittent claudication or chronic limb-threatening
ischemia (CLTI), which reduces the quality of life and has a
poor prognosis (3). The disease is closely linked to
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advanced age and various lifestyle-related illnesses, such as
type 2 diabetes, tobacco smoking, obesity, and dyslipidemia
(4,5). Moreover, it has a high probability of causing car-
diovascular events.

Endovascular techniques have progressed in recent
years, and endovascular therapy (EVT) for aortoiliac lesions
is now considered to be a standard interventional modality
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RESEARCH HIGHLIGHTS

• This prospective multicenter registry study examined
the use of endovascular treatment (EVT) in Japanese
real-world practice in 880 patients with peripheral artery
disease and aortoiliac arterial stent placement.

• After EVT, the rate of freedom from major adverse
cardiovascular events (MACEs) at 3 years was 89.1%.

• Baseline characteristics, such as age, renal failure on
dialysis, myocardial infarction, stroke, and femo-
ropopliteal lesions, were independent risk factors for
MACEs at 3 years.

STUDY DETAILS

Study type: prospective, observational, descriptive study

Level of evidence: 3 (SIR-C)
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that is as well established as percutaneous coronary inter-
vention for coronary artery disease (6,7). EVT with stent
placement is now commonly performed, as recommended
by the Trans-Atlantic Inter-Society Consensus Document
on Management of Peripheral Arterial Disease II (TASC II)
and European Society of Cardiology guidelines (3,8).
However, no large-scale prospective studies have evaluated
the risk of major adverse cardiovascular events (MACEs)
after aortoiliac stent placement. Therefore, this study aimed
to examine the MACE risk at 3 years after aortoiliac stent
placement in patients with symptomatic PAD.
MATERIALS AND METHODS
This study was performed in accordance with the principles
of the Declaration of Helsinki and approved by the ethics
committee of each participating center. Written informed
consent was obtained from each participant.

Data from the clinical database of the Observational
Prospective Multicenter Registry Study on Outcomes of
Peripheral Arterial Disease Patients Treated by Angioplasty
Therapy for AortoIliac Artery (OMOTENASHI) were
analyzed. The OMOTENASHI enrolled 893 patients (1,128
limbs) with symptomatic PAD (Rutherford classification
categories 2, 3, and 4) who underwent EVT for de novo
aortoiliac lesions between April 2014 and April 2016 at 64
centers in Japan and followed the participants for 3 years
(9,10). The registry included CLTI in combination with
exacerbated rest pain more than 2 weeks later (11). The
registry did not exclude patients who had a history of
revascularization of iliac segments, other than those that
required revascularization at the time of entry into the
registry. In the OMOTENASHI registry, all registered
patients underwent EVT for de novo iliac lesions; however,
the registry did not exclude cases of continuous placement
in the aorta. Of the 893 enrolled patients, 13 underwent
unilateral percutaneous transluminal angioplasty (PTA)
with no stent; 7 underwent unilateral PTA plus contralateral
stent implantation; 645 underwent unilateral revasculariza-
tion with stent implantation, and 228 underwent bilateral
stent implantation. No patient underwent bilateral PTAwith
no stent. Therefore, the current study excluded the 13
patients who underwent PTAwith no stent and included the
remaining 880 patients. The characteristics of the 880
patients are summarized in Table 1, and the limb and lesion
characteristics are summarized in Table 2. Femoropopliteal
lesions were defined as stenosis ≥50%, as assessed by
tomography or angiography. The main patient
characteristics were as follows: mean age, 72.6 years ±
8.7; male, 83.1%; current tobacco smoking, 35.6%;
hypertension, 94.1%; dyslipidemia, 81.7%; diabetes,
48.0%; renal failure on dialysis, 12.6%; history of
myocardial infarction, 12.7%; history of stroke, 15.8%;
CLTI, 7.1%; TASC II type D lesions, 18.3%; and chronic
total occlusion, 39.0%.

Procedure-related adverse events were defined as retro-
peritoneal bleeding, puncture-site bleeding, transfusion
requirement, distal embolism, renal impairment, surgery,
vascular perforation or rupture, stent thrombosis, systemic
embolism, and prolonged hospitalization. The current study
examined the 3-year risk of incident MACEs in the 880
patients who underwent iliac stent placement. The permis-
sible time window at the 3-year follow-up was set as ± 2
months. Health-related quality of life at baseline and 1 year
was assessed using the Japanese versions of the EuroQol 5
Dimensions and the Walking Impairment Questionnaire
(WIQ) (12,13).
Endpoints
The primary endpoint was MACEs during the 3-year
follow-up. MACEs were defined as a composite of
myocardial infarction, stroke, and all-cause mortality, and
this study did not distinguish between MACEs related to
aortoiliac stent placement and MACEs caused by cardio-
vascular diseases. An independent panel on clinical events,
consisting of 5 experts who were not directly involved in
this study and who had relevant expert knowledge, deter-
mined the cases of MACEs by reviewing the electronic
medical data records in the OMOTENASHI database.
Consensus for every case was achieved by a group
discussion.
Statistical Analysis
Data on baseline characteristics are presented as means and
SDs for continuous variables and as percentages for cate-
gorical variables, if not otherwise mentioned. A P value of
<.05 was considered significant, and 95% confidence
intervals (CIs) were reported where appropriate. The
cumulative incidence rate of MACEs was estimated using
the Kaplan-Meier method. The association of baseline
characteristics with the risk of incident MACEs was



Table 1. Patient Characteristics (N = 880)

Characteristics Statistics* Missing
data

Age, y 72.6 ± 8.7; 73 (67–79); 34–97

Male sex 731 (83.1%)

Body mass index, kg/m2 22.57 ± 3.27; 22.6 (20.3–24.7);
12.7–35.1

Current tobacco smoker 313 (35.6%)

Hypertension 828 (94.1%)

Dyslipidemia 719 (81.7%)

Diabetes 422 (48.0%)

Renal failure on dialysis 111 (12.6%)

History of myocardial
infarction

112 (12.7%)

History of stroke 139 (15.8%)

Aspirin use 652 (74.1%)

Thienopyridine use 651 (74.0%)

Dual antiplatelet therapy 514 (58.4%)

Cilostazol use 218 (24.8%)

Anticoagulant use 70 (8.0%)

Statin use 451 (51.3%)

Oral hypoglycemic agent
use

206 (23.4%)

Insulin use 78 (8.9%)

Beta-blocker use 120 (25.4%) n = 408

Renin-angiotensin-
system inhibitor use

225 (47.7%) n = 408

Non-HDL cholesterol
(mg/dL)

129.7 ± 37.0; 126 (104–152); 42–287 n = 184

HDL cholesterol
(mg/dL)

50.1 ± 15.3; 47 (40–58); 18–123 n = 98

Triglycerides (mg/dL) 149.0 ± 103.7; 120 (86–185); 8–1,034 n = 84

Hemoglobin A1c (%) 6.30 ± 0.98; 6.1 (5.6–6.7); 3.5–11.1 n = 107

EQ-5D utility 0.715 ± 0.180; 0.69 (0.59–0.77);
0.08–1.00

n = 564

EQ-5D VAS 60.9 ± 18.2; 61 (50–70); 0–100 n = 583

WIQ, pain 43.9 ± 26.1; 50 (25–50); 0–100 n = 566

WIQ, distance 30.8 ± 29.7; 25 (6–49); 0–100 n = 608

WIQ, speed 32.4 ± 26.0; 25 (11–50); 0–100 n = 622

WIQ, climbing 35.8 ± 30.1; 33 (8–54); 0–100 n = 614

EQ-5D = EuroQol 5 Dimensions; HDL = high-density lipoprotein; VAS = visual
analog scale; WIQ = Walking Impairment Questionnaire.
*Data are shown as mean ± SD, median (interquartile range), range for
continuous variables, and as frequencies (percentages) for discrete
variables.

Table 2. Limb and Lesion Characteristics (N = 880)

Characteristics Statistics* Missing
data

History of aortoiliac
revascularization

104 (11.8%)

Chronic limb-threatening
ischemia

62 (7.1%)

Ankle-brachial index 0.69 ± 0.21; 0.7 (0.6–0.8);
0.0–1.3

n = 16

Aortic lesion 81 (9.2%)

Bilateral iliac lesions 235 (26.7%)

TASC II class D† 161 (18.3%)

Chronic total occlusion† 343 (39.0%)

Calcification 719 (81.7%)

Treated location n = 1

Unilateral EIA 284 (32.3%)

Bilateral EIA 92 (10.5%)

Unilateral CIA 203 (23.1%)

Bilateral CIA 68 (7.7%)

Unilateral CIA and EIA 114 (13.0%)

Bilateral CIA and EIA 56 (6.4%)

Unilateral CIA and
contralateral EIA

9 (1.0%)

Unilateral CIA and bilateral EIA 24 (2.7%)

Bilateral CIA and unilateral EIA 29 (3.3%)

Number of treated locations 1.6 ± 0.9; 1 (1–2); 1–4 n = 1

Ipsilateral femoropopliteal lesion 319 (38.8%) n = 57

CIA = common iliac artery; EIA = external iliac artery; TASC II = Trans-Atlantic
Inter-Society Consensus Document on Management of Peripheral Arterial
Disease II.
*Data are shown as mean ± SD, median (interquartile range), range for
continuous variables, and as frequencies (percentages) for discrete
variables.
†The number of cases with chronic total occlusion was larger than that with
TASC II class D because not all occlusions are classified as TASC II class D
(unilateral CIA occlusion and unilateral EIA occlusion not involving the origin
of the internal iliac artery or common femoral artery are classified as TASC II
class B; bilateral CIA occlusions and unilateral EIA occlusion that involve the
origin of the internal iliac artery and/or common femoral artery are classified
as TASC II class C).
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investigated using the Cox proportional hazards regression
model. Variables that were significantly associated with the
outcome in the univariate model were entered into the
multivariate model to explore their independent association
with the outcome. All 30 patient-related characteristics lis-
ted in Table 1 and 10 of the limb- and lesion-related
characteristics listed in Table 2 (ie, all characteristics
apart from the nominal variable of treated lesions) were
included in the analysis as variables with a potential
impact on the incidence of MACEs. Hazard ratios for
continuous variables were expressed per 1-SD increase.
Although the primary purpose of the current study was to
explore preoperative risk factors for MACEs, the associa-
tion of endovascular procedures and perioperative and
postoperative parameters with the risk of MACEs was also
examined using the Cox proportional hazards regression
model. Updated information on health-related quality of life
(baseline values until 1 year and 1-year values thereafter)
was treated as the time-dependent covariate in the model.
The multiple imputation by chained equations method was
used for missing data. Five imputed datasets were gener-
ated, and the analytic results were combined in accordance
with the Rubin rule. All statistical analyses were performed
using R version 3.6.0 (R Core Team, Vienna, Austria).
RESULTS
The EVT procedures performed in the study population are
summarized in Table E1 (available online on the article’s
Supplemental Material page at www.jvir.org). One or more
self-expandable stents were implanted in 94.0% of the
patients; the total stent length was 103.4 mm ± 79.2, and
the mean stent diameter was 8.9 mm ± 1.3. Procedure-
related adverse events occurred in 2.6% of the study

http://www.jvir.org


Figure 1. Kaplan-Meier estimates of the 3-year risk of major
adverse cardiovascular events (MACEs). Dotted lines
represent 95% confidence intervals. Estimate represents the
Kaplan-Meier estimate. SE = standard error.

Table 3. Univariate Analysis of the Association of Patient Char-
acteristics with the Risk of Major Adverse Cardiovascular Events

Characterisitics Unadjusted hazard ratio*

Age 1.38 (1.10–1.74), P = .01

Male sex 0.89 (0.50–1.59), P = .70

Body mass index 0.84 (0.68–1.04), P = .12

Current tobacco smoker 0.78 (0.49–1.27), P = .32

Hypertension 1.55 (0.49–4.90), P = .46

Dyslipidemia 0.91 (0.52–1.60), P = .75

Diabetes 1.40 (0.90–2.16), P = .13

Renal failure on dialysis 3.54 (2.21–5.65), P < .001

History of myocardial infarction 2.18 (1.32–3.59), P = .002

History of stroke 2.31 (1.42–3.76), P = .001

Aspirin use 0.81 (0.50–1.31), P = .38

Thienopyridine use 0.79 (0.49–1.27), P = .33

Dual antiplatelet therapy 0.73 (0.47–1.14), P = .17

Cilostazol use 1.06 (0.64–1.76), P = .81

Anticoagulant use 1.24 (0.60–2.57), P = .57

Statin use 0.87 (0.56–1.34), P = .52

Oral hypoglycemic agent use 1.15 (0.69–1.91), P = .58

Insulin use 1.92 (1.06–3.48), P = .03

Beta-blocker use 1.21 (0.50–2.91), P = .64

Renin-angiotensin-system inhibitor use 0.62 (0.39–1.00), P = .05

Non-HDL cholesterol 0.72 (0.56–0.94), P = .01

HDL cholesterol 0.82 (0.63–1.07), P = .15

Triglycerides 0.73 (0.47–1.14), P = .16

Hemoglobin A1c 0.89 (0.66–1.20), P = .43

EQ-5D utility 0.74 (0.35–1.58), P = .36

EQ-5D VAS 1.02 (0.74–1.41), P = .90

WIQ, pain 1.01 (0.73–1.41), P = .95

WIQ, distance 0.80 (0.64–1.01), P = .06

WIQ, speed 1.04 (0.29–3.69), P = .94

WIQ, climbing 0.85 (0.54–1.32), P = .42

EQ-5D = EuroQol 5 Dimensions; HDL = high-density lipoprotein; VAS = visual
analog scale; WIQ = Walking Impairment Questionnaire.
*Data are unadjusted hazard ratios (95% confidence intervals), P values. The
values represent the unadjusted hazard ratios per 1-SD for continuous
variables.

Table 4. Univariate Analysis of the Association of Limb and
Lesion Characteristics with the Risk of Major Adverse Cardio-
vascular Events

Characterisitics Unadjusted hazard ratio*

History of aortoiliac revascularization 1.45 (0.81–2.58), P = .21

Chronic limb-threatening ischemia 2.41 (1.24–4.68), P = .01

Ankle-brachial index 0.92 (0.74–1.15), P = .48

Aortic lesion 1.03 (0.50–2.14), P = .94

Bilateral iliac lesions 0.91 (0.55–1.51), P = .71

TASC II class D 0.85 (0.47–1.54), P = .59

Chronic total occlusion 0.70 (0.44–1.12), P = .14

Calcification 1.00 (0.57–1.76), P = .99

Number of treated locations 1.06 (0.86–1.31), P = .61

Ipsilateral femoropopliteal lesion 2.59 (1.63–4.11), P < .001

TASC = Trans-Atlantic Inter-Society Consensus Document on Management
of Peripheral Arterial Disease II.
*Data are unadjusted hazard ratios (95% confidence intervals), P values. The
values represent the unadjusted hazard ratios per 1-standard deviation for
continuous variables.
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population (Table E2, available online at www.jvir.org).
The median follow-up period was 2.9 years (interquartile
range, 1.1–3.0 years), and 83 incident MACEs (70 deaths, 3
myocardial infarctions, and 10 strokes) were observed
during this time. The 36-month rate of freedom from
MACEs was 89.1% (95% CI, 86.8%–91.6%), as shown in
Figure 1. The OMOTENASHI registry followed the
patients for 3 years, and the permissible time window at
the 3-year follow-up was set as ± 2 months. Therefore,
some patients attended the 3-year follow-up at 34 months,
and their follow-up period ended at that time; consequently,
data on prognosis at 36 months were available only for 289
patients.

As shown in Tables 3 and 4, advanced age (≥75 years),
renal failure on dialysis, history of myocardial infarction,
history of stroke, insulin use, decreased non–high-density
lipoprotein (non-HDL) cholesterol levels, CLTI, and
ipsilateral femoropopliteal lesions were significantly
associated with the risk of MACEs in the univariate
model but the other analyzed patient-, limb-, or lesion-
related characteristics were not. The multivariate model
showed that advanced age, renal failure on dialysis, history
of myocardial infarction, history of stroke, and ipsilateral
femoropopliteal lesions were independently associated with
the risk of incident MACEs (P < .05 for all) (Table 5). The
adjusted hazard ratios (95% CIs) and per 1-SD increase
were as follows: advanced age, 1.47 (1.15–1.89) (P = .002);
renal failure on dialysis, 3.10 (1.88–5.11) (P < .001); his-
tory of myocardial infarction, 1.91 (1.14–3.19) (P = .013);
history of stroke, 2.00 (1.22–3.26) (P = .006); and ipsilat-
eral femoropopliteal lesions, 1.81 (1.11–2.96) (P = .018).
Baseline medications, ankle-brachial index, and TASC II
class D were not significantly associated with the risk of
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Table 5. Adjusted Association of Baseline Characteristics with
the Risk of Major Adverse Cardiovascular Events

Characterisitics Adjusted hazard ratio*

Age 1.47 (1.15–1.89), P = .002

Renal failure on dialysis 3.10 (1.88–5.11), P < .001

History of myocardial infarction 1.91 (1.14–3.19), P = .01

History of stroke 2.00 (1.22–3.26), P = .01

Insulin use 1.64 (0.89–3.00), P = .11

Non-HDL cholesterol 0.78 (0.60–1.01), P = .06

Chronic limb-threatening ischemia 1.67 (0.85–3.30), P = .14

Ipsilateral femoropopliteal lesion 1.81 (1.11–2.96), P = .02

HDL = high-density lipoprotein.
*Data are adjusted hazard ratios (95% confidence intervals) (P values) derived
from the multivariate model. The variables in the table were all entered into
the multivariate model because they showed a statistically significant
association in the univariate model (Tables 3 and 4 and Tables E3 and E4).
The values represent the adjusted hazard ratios per 1-standard deviation for
continuous variables.
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MACEs. Figure 2 illustrates the risk of incident MACEs in
subgroups according to the accumulation of these 5 risk
factors. The 3-year rates of freedom from MACEs were
97.0% (95% CI, 94.4%–99.7%) in patients with none of the
5 risk factors, 92.0% (95% CI, 88.5%–95.9%) in those with
1 risk factor, 85.4% (95% CI, 79.8%–91.3%) in those with
2 risk factors, and 67.1% (95% CI, 56.8%–79.1%) in those
with 3–5 risk factors. Supplementary analysis showed that
EVT procedures and perioperative and postoperative char-
acteristics were not significantly associated with the risk of
MACEs (Tables E3 and E4, available online at www.jvir.
org).
DISCUSSION
The current study prospectively evaluated the cumulative
incidence rate of MACEs after 1, 2, and 3 years. The results
showed that the respective cumulative incidence rates were
3.6%, 7.0%, and 10.9% and that age, renal failure on
dialysis, myocardial infarction, stroke, and femoropopliteal
lesions were independent risk factors for MACEs.

The baseline status of the study patients was poor: 48.0%
had type 2 diabetes, and 12.6% had renal failure on dialysis.
Regarding lesion characteristics, 39.0% had chronic total
occlusion, and 81.7% of the lesions showed calcification.
These proportions were higher than those reported in a
retrospective study in which Kumakura et al (14) analyzed
data from 1993 to 2013 and found that 28.1% patients had
diabetes, 5.7% patients were on dialysis, 23.5% patients had
chronic total occlusion, and 19.1% lesions were calcified.
The differences in the respective proportions suggest that, in
the past 2 decades, aortoiliac stent placement has become
the standard treatment in patients with more severe
comorbidities and arterial lesions.

Kumakura et al (14) found a rate of freedom from
MACEs of approximately 80% at 3 years. In 2005–2009,
Soga et al (6) and Miura et al (15) found corresponding
rates of 84.4% and 88.6%, respectively. Thus, the MACE
rate was higher in these previous studies (6,14,15) than in
the current study. The recent advances in EVT techniques
may have contributed at least partially to the reduction in
risk; that is, safer and more effective revascularization may
reduce the risk of incident MACEs. Another possible
explanation is that systematic management before revas-
cularization, including optimal medical therapy, has
improved. Although the proportion of patients using statins
in the current study (51.3%) was suboptimal, it was higher
than those in the aforementioned studies: 34.5% in the study
by Soga et al (6), 37.9% in the study by Kumakura et al
(14), and 40.9% in the study by Miura et al (15). Careful
and early therapeutic intervention based on optimal medical
therapy may help to reduce the risk of incident MACEs.

On the other hand, previously identified risk factors,
such as obesity, dyslipidemia, smoking, and type 2 diabetes,
were not found to be risk factors for MACEs in the current
study. In the Reduction of Atherothrombosis for Continued
Health Registry, Japanese people had a better prognosis
than people of other ethnicities (16). The current study may
not have detected the traditional risk factors because of the
small number of MACEs. Some large-scale studies (17)
found that tobacco smoking and obesity were not always
risk factors for MACEs. Another possible explanation why
this study did not identify these traditional risk factors is
that many of the patients were on dialysis. Patients on
dialysis with type 2 diabetes often show an apparent
improvement in glycemic control because of insulin meta-
bolism deficiency, and many patients on dialysis quit
smoking because of poor activities of daily living and the
lack of physical strength to smoke (18,19). Furthermore, 1
study (20) found that low cholesterol levels appeared to
affect noncardiovascular mortality in patients on dialysis.
The reverse association between cholesterol level and
mortality in patients on dialysis is of short duration and may
be related to malnutrition (20). This study may not have
identified type 2 diabetes, dyslipidemia, and smoking as
risk factors for MACEs because of the high number of
patients on dialysis in the sample. In addition, previous
studies analyzed only baseline data and did not consider
changes in these factors after EVT. This study did not
directly compare Japanese people with people in Western
countries; therefore, further investigation limited to aor-
toiliac lesions is needed.

The independent predictors of MACEs were age, renal
failure on dialysis, myocardial infarction, stroke, and fem-
oropopliteal lesions, and the rate of freedom from MACEs
was 20%–30% lower in patients with ≥3 risk factors
(67.1%; 95% CI, 56.8%–79.1%) than in those with no risk
factors (97.0%; 95% CI, 94.4%–99.7%) or 1 risk factor
(92.1%; 95% CI, 88.5%–95.9%). Four of the risk factors
were systematic factors, and the presence of femo-
ropopliteal lesions was the only lesion-related risk factor.

Procedure-related factors were not associated with the
risk of MACEs (Table E3, available online at www.jvir.
org), supporting the idea that the procedure of aortoiliac
EVT itself does not negatively affect outcome. The fact
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Figure 2. Kaplan-Meier estimates of the 3-year risk of major adverse cardiovascular events (MACEs) by accumulation of risk
factors. The study population was divided according to the presence at baseline of the following 5 risk factors for MACEs: (a) an
age of ≥75 years, (b) renal failure on dialysis, (c) history of myocardial infarction, (d) history of stroke, and (e) femoropopliteal
lesions. Dotted lines represent 95% confidence intervals. A P value was obtained from the log-rank test. Estimate represents
the Kaplan-Meier estimate. SE = standard error.

6 Predictors of MACE after Aortoiliac Stent Implantation Yamauchi, et al JVIR
that femoropopliteal lesions were associated with an
increased risk of MACEs suggests that PAD affecting the
femoropopliteal arteries is a marker of more severe
systematic atherosclerosis, which is associated with a
higher risk of MACEs. A previous study (21) showed that
a decline in the ankle-brachial index is associated with the
risk of MACEs. The study also revealed a consistent and
significant association between the progression of PAD to
subsequent cardiovascular disease and morbidity and mor-
tality, independent of the severity of PAD and traditional
cardiovascular disease risk factors. Multisegment PAD may
be a key factor for an increased risk of MACEs: patients
with multivessel lesions may have a higher prevalence of
undetected disease in other vessels, including in the
microcirculation.

In this study, dual antiplatelet therapy was not signifi-
cantly associated with a reduced risk of MACEs. A previ-
ous study (10) found that dual antiplatelet therapy was also
not associated with a reduced risk of patency loss. When the
OMOTENASHI registry was first established, direct oral
anticoagulant use was not approved in Japan. Therefore, the
current study could not consider the role of this type of
treatment. On the basis of the most recent insights, it can be
theorized that MACEs may be further improved if patients
receive antiplatelet agents in combination with factor Xa
antagonists after aortoiliac stent placement (22). Appro-
priate use criteria of dual antiplatelet therapy for EVT
should be validated in the future. Clinical guidelines
strongly recommend dual antiplatelet therapy after stent
placement even though insufficient evidence is available for
its efficacy. Future studies are needed to evaluate the effi-
cacy of this type of medical therapy.

The non-HDL cholesterol levels were not significant
(P = .060) in the multivariate model (Table 2); furthermore,
the hazard ratio was <1, suggesting that non-HDL choles-
terol might be inversely associated with an increased risk of
MACEs. Although this finding appears to be unusual, it is
consistent with the findings of a study (17) that analyzed a
large health insurance database in Germany and showed
that dyslipidemia was inversely associated with an
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increased risk of death (P < .001), myocardial infarction
(P = .091), and stroke (P = .083). Although the associated
mechanisms remain unclear, malnutrition and frailty may
explain this association.

This study has several limitations. First, it included only
Japanese patients. Second, no detailed data were available
on cardiovascular risk management during the follow-up
period, including tobacco smoking reduction and cessa-
tion; weight loss; and changes in exercise therapy, medi-
cation, and glycemic control. Third, the OMOTENASHI
registry did not include patients undergoing covered stent
placement because covered stents were not approved at the
time of the study. Fourth, none of patients underwent
atherectomy or lysis. Fifth, the study did not have sufficient
statistical power to assess the risk of MACEs in patients
with CLTI. Lastly, the rate of continuous follow-up up to 3
years was low.

In conclusion, the 3-year rate of freedom from MACEs
was high. Baseline characteristics, such as age, renal failure
on dialysis, history of myocardial infarction, history of
stroke, and femoropopliteal lesions, were independent risk
factors for MACEs. When placing an aortoiliac stent, the
high risk of MACEs in these populations should be
considered.
ACKNOWLEDGMENTS
The authors thank the clinical research coordinators of the
participating centers for data collection. For a list of
participating centers, please see the online version of this
paper. The study was funded by the Research Group on
Endovascular Treatment in the Aortoiliac Artery. The
sponsor played no role in the study design; collection,
analysis, and interpretation of data; writing of the report; or
decision to submit the article for publication. The OMO-
TENASHI investigators are as follows: Kan Zen, Depart-
ment of Cardiovascular Medicine, Omihachiman
Community Medical Center; Amane Kozuki, Department
of Cardiovascular Medicine, Saiseikai Nakatsu Hospital;
Yoshinori Tsubakimoto, Department of Cardiovascular
Medicine, Japanese Red Cross Kyoto Daini Hospital; Tat-
suki Doijiri, Department of Cardiovascular Medicine,
Yamato Seiwa Hospital; Makoto Utsunomiya, Department
of Cardiovascular Medicine, Tokyo Rosai Hospital; Shinya
Sasaki, Department of Cardiovascular Medicine, Saka
General Hospital; Hitoshi Anzai, Department of Cardio-
vascular Medicine, Ota Memorial Hospital; Hiroshi Ando,
Department of Cardiovascular Medicine, Kasukabe Chuo
General Hospital; Hiroshi Ohta, Department of Cardiovas-
cular Medicine, Itabashi Chuo General Hospital; Shuichi
Seki, Department of Cardiovascular Medicine, Chikamori
Hospital; Tetsuo Horimatsu, Department of Cardiovascular
Medicine, Hyogo College of Medicine; Akiko Tanaka,
Cardiovascular Center, Sendai Kousei Hospital; Hiroaki
Nakamura, Department of Cardiovascular Medicine,
Kakogawa East City Hospital; Tomofumi Tanaka, Depart-
ment of Cardiovascular Medicine, Sakakibara Heart Insti-
tute; Masahide Horiguchi, Department of Cardiovascular
Medicine, Japanese Red Cross Ise Hospital; Kimiaki
Nagase, Cardiovascular Center, Oita Oka Hospital; Shin
Takiuchi, Department of Cardiovascular Medicine, Higashi
Takarazuka Satoh Hospital; Atsushi Mizuno, Cardiovascu-
lar Center, St. Luke's International Hospital; Masashi
Nakao, Department of Cardiovascular Medicine, Tokyo
Women's Medical University Hospital; Hideaki Aihara,
Department of Cardiovascular Medicine, Tsukuba Medical
Center Hospital; Makoto Nakahama, Department of Car-
diovascular Medicine, Fukuyama City Hospital; Hiroki
Takahashi, Department of Internal Medicine I, Yamagata
University Hospital; Nobuhito Kaneko, Department of
Cardiology, Higashiyamato Hospital; Sumio Mizuno,
Department of Cardiovascular Medicine, Fukui Cardiovas-
cular Center; Tsuyoshi Miyazawa, Department of Cardiol-
ogy, Hikone Municipal Hospital; Masayuki Doi,
Department of Cardiovascular Medicine, Kagawa Prefec-
tural Central Hospital; Ryo Yoshioka, Department of Car-
diovascular Medicine, The Sakakibara Heart Institute of
Okayama; Tatsuya Nakama, Cardiovascular Center, Miya-
zaki Medical Association Hospital; Hiroki Imoto, Heart &
Neurovascular Center, Fukuoka Wajiro Hospital; Kazushi
Urasawa, Cardiovascular Center, Tokeidai Memorial Hos-
pital; Hiroaki Okabayashi, Cardiovascular Center, Hok-
kaido Hospital; Hiroshi Suzuki, Department of
Cardiovascular Medicine, Showa University Fujigaoka
Hospital; Minoru Wake, Department of Cardiovascular
Medicine, Okinawa Chubu Hospital; Takeshi Niizeki,
Department of Cardiovascular Medicine, Okitama Public
General Hospital; Ken Kongoji, Department of Cardiovas-
cular Medicine, St. Marianna University School of Medi-
cine Hospital; Jun Tosaka, Department of Cardiology,
Kawakita General Hospital; Shunsuke Matsuno, Depart-
ment of Cardiovascular Medicine, The Cardiovascular
Institute; Jun Tanabe, Department of Cardiovascular Med-
icine, Shizuoka Medical Center; Kenji Kawamoto, Depart-
ment of Cardiovascular Medicine, Iwakuni Clinical Center;
Takahide Suzuki, Department of Cardiology, Engaru-Kosei
General Hospital; You Iwata, Department of Cardiology,
Chiba Cerebral and Cardiovascular Center; Takashi Miura,
Department of Cardiovascular Medicine, Shinshu Univer-
sity Graduate School of Medicine; Yoriyasu Suzuki,
Department of Cardiovascular Medicine, Nagoya Heart
Center; Takeshi Tsuchiya, Department of Cardiovascular
Medicine, Kanazawa Medical University Hospital; Mitsuru
Munemasa, Department of Cardiology, Okayama Medical
Center; Eiji Karashima, Department of Cardiovascular
Medicine, Shimonoseki City Hospital; Koji Houzawa,
Department of Cardiology, New Tokyo Hospital; Yoshiro
Chiba, Department of Cardiovascular Medicine, Mito Sai-
seikai General Hospital; Ryuta Ito, Department of Cardio-
vascular Medicine, Matunami General Hospital



8 Predictors of MACE after Aortoiliac Stent Implantation Yamauchi, et al JVIR
AUTHOR INFORMATION
From the Cardiovascular Center, Takatsu General Hospital, Kanagawa,

Japan (Y.Yamau., A.M.); Department of Diabetes Care Medicine, Osaka
University Graduate School of Medicine, Osaka, Japan (M.T.); Cardiovascular
Center, Kansai Rosai Hospital, Hyogo, Japan (O.I.); Department of Cardiol-
ogy, Shin-Koga Hospital, Fukuoka, Japan (Y.Sh.); Department of Cardio-
vascular Medicine, Yokohama City University Hospital, Kanagawa, Japan (T.
S.); Department of Cardiovascular Medicine, Iwaki Kyoritsu General Hospital,
Fukushima, Japan (Y.Yamam.); Department of Internal Medicine, Morinomiya
Hospital, Osaka, Japan (D.K.); Cardiovascular Center, Kishiwada Tokushukai
Hospital, Osaka, Japan (M.F.); Department of Cardiology, Kokura Memorial
Hospital, Fukuoka, Japan (Y.So.); Division of Cardiology, Saiseikai Yokoha-
mashi Tobu Hospital, Kanagawa, Japan (K.H.); Department of Cardiology,
Japanese Red Cross Musashino Hospital, Tokyo, Japan (T.Y.); Cardiovas-
cular Center, Fukuoka Sanno Hospital, Fukuoka, Japan (H.Y.); and Division of
Cardiovascular Medicine, Toho University, Ohashi Medical Center, Tokyo,
Japan (M.N.). Received July 13, 2021; final revision received March 7, 2022;
accepted March 30, 2022. Address correspondence to Y.Yamau., Cardio-
vascular Center, Takatsu General Hospital, 1-16-7 Mizonokuchi, Takatsu-ku,
Kawasaki-shi, Kanagawa 213-0001, Japan.; E-mail: qqfw76rd@bell.ocn.ne.jp

None of the authors have identified a conflict of interest.

REFERENCES
1. Fowkes FG, Rudan D, Rudan I, et al. Comparison of global estimates of

prevalence and risk factors for peripheral artery disease in 2000 and
2010: a systematic review and analysis. Lancet 2013; 382:1329–1340.

2. Selvin E, Erlinger TP. Prevalence of and risk factors for peripheral arterial
disease in the United States: results from the National Health and
Nutrition Examination Survey, 1999-2000. Circulation 2004; 110:
738–743.

3. Norgren L, Hiatt WR, Dormandy JA, et al. Inter-society consensus for the
management of peripheral arterial disease (TASC II). Eur J Vasc Endo-
vasc Surg 2007; 33:S1–S75.

4. Gerhard-Herman MD, Gornik HL, Barrett C, et al. 2016 AHA/ACC
guideline on the management of patients with lower extremity peripheral
artery disease: a report of the American College of Cardiology/American
Heart Association Task Force on clinical practice guidelines. Circulation
2017; 135:e726–e779.

5. Parvar SL, Fitridge R, Dawson J, Nicholls SJ. Medical and lifestyle
management of peripheral arterial disease. J Vasc Surg 2018; 68:
1595–1606.

6. Soga Y, Iida O, Kawasaki D, et al. Contemporary outcomes after endo-
vascular treatment for aorto-iliac artery disease. Circ J 2012; 76:
2697–2704.

7. Feldman DN, Armstrong EJ, Aronow HD, et al. SCAI guidelines on device
selection in aorto-iliac arterial interventions. Catheter Cardiovasc Interv
2020; 96:915–929.
8. Aboyans V, Ricco JB, Bartelink MEL, et al. 2017 ESC guidelines on the
diagnosis and treatment of peripheral arterial diseases, in collaboration
with the European Society for Vascular Surgery (ESVS): document
covering atherosclerotic disease of extracranial carotid and vertebral,
mesenteric, renal, upper and lower extremity arteries. Endorsed by: the
European Stroke Organization (ESO) the Task Force for the diagnosis
and treatment of peripheral arterial diseases of the European Society of
Cardiology (ESC) and of the European Society for Vascular Surgery
(ESVS). Eur Heart J 2018; 39:763–816.

9. Yamauchi Y, Takahara M, Shintani Y, et al. One-year outcomes of
endovascular therapy for aortoiliac lesions. Circ Cardiovasc Interv 2019;
12:e007441.

10. Yamauchi Y, Takahara M, Shintani Y, et al. Three-year outcomes of
endovascular therapy for aortoiliac lesions. Circ Cardiovasc Interv 2020;
13:e009168.

11. Conte MS, Bradbury AW, Kolh P, et al. Global vascular guidelines on the
management of chronic limb-threatening ischemia. J Vasc Surg 2019;
69. 3S–125S.e40.

12. Hiatt WR, Hirsch AT, Regensteiner JG, Brass EP. Clinical trials for claudi-
cation. Assessment of exercise performance, functional status, and clinical
end points. Vascular clinical trialists. Circulation 1995; 92:614–621.

13. Brooks R. EuroQol: the current state of play. Health Policy 1996; 37:
53–72.

14. Kumakura H, Kanai H, Araki Y, Hojo Y, Iwasaki T, Ichikawa S. 15-year
patency and life expectancy after primary stenting guided by intravas-
cular ultrasound for iliac artery lesions in peripheral arterial disease.
JACC Cardiovasc Interv 2015; 8:1893–1901.

15. Miura T, Soga Y, Miyashita Y, et al. Five-year prognosis after endovas-
cular therapy in claudicant patients with iliofemoral artery disease.
J Endovasc Ther 2014; 21:381–388.

16. Bhatt DL, Steg PG, Ohman EM, et al. International prevalence, recogni-
tion, and treatment of cardiovascular risk factors in outpatients with
atherothrombosis. JAMA 2006; 295:180–189.

17. Reinecke H, Unrath M, Freisinger E, et al. Peripheral arterial disease and
critical limb ischaemia: still poor outcomes and lack of guideline adher-
ence. Eur Heart J 2015; 36:932–938.

18. Kalantar-Zadeh K, Derose SF, Nicholas S, Benner D, Sharma K,
Kovesdy CP. Burnt-out diabetes: impact of chronic kidney disease
progression on the natural course of diabetes mellitus. J Ren Nutr 2009;
19:33–37.

19. Foley RN, Herzog CA, Collins AJ. Smoking and cardiovascular outcomes
in dialysis patients: the United States Renal Data System Wave 2 study.
Kidney Int 2003; 63:1462–1467.

20. Chmielewski M, Verduijn M, Drechsler C, et al. Low cholesterol in dialysis
patients—causal factor for mortality or an effect of confounding? Nephrol
Dial Transplant 2011; 26:3325–3331.

21. Criqui MH, Ninomiya JK, Wingard DL, Ji M, Fronek A. Progression of
peripheral arterial disease predicts cardiovascular disease morbidity and
mortality. J Am Coll Cardiol 2008; 52:1736–1742.

22. Bonaca MP, Bauersachs RM, Anand SS, et al. Rivaroxaban in peripheral
artery disease after revascularization. N Engl J Med 2020; 382:
1994–2004.

mailto:qqfw76rd@bell.ocn.ne.jp
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref1
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref1
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref1
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref2
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref2
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref2
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref2
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref3
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref3
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref3
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref4
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref4
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref4
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref4
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref4
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref5
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref5
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref5
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref6
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref6
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref6
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref7
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref7
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref7
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref8
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref8
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref8
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref8
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref8
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref8
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref8
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref8
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref8
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref9
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref9
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref9
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref10
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref10
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref10
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref11
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref11
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref11
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref12
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref12
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref12
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref13
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref13
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref14
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref14
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref14
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref14
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref15
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref15
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref15
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref16
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref16
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref16
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref17
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref17
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref17
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref18
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref18
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref18
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref18
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref19
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref19
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref19
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref20
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref20
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref20
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref21
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref21
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref21
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref22
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref22
http://refhub.elsevier.com/S1051-0443(22)00761-8/sref22


Supplementary Table E1. Endovascular Procedures (N = 880
Patients)

Procedures Statistics* Missing
data

Staged revascularization 22 (2.5%)

Femoral access n = 4

None 60 (6.9%)

Unilateral 628 (71.7%)

Bilateral 188 (21.5%)

Brachial access n = 4

None 704 (80.4%)

Unilateral 169 (19.3%)

Bilateral 3 (0.3%)

Radial access n = 4

None 823 (93.9%)

Unilateral 52 (5.9%)

Bilateral 1 (0.1%)

Other access 21 (2.4%) n = 4

Number of access sites 1.4 ± 0.6; 1 (1–2); 1–4 n = 4

French size of access site 6.0 ± 0.4; 6 (6–6); 3–9 n = 50

Stent

Balloon-expandable
stent

53 (6.0%)

Self-expandable stent 798 (90.7%)

Both types of stent 29 (3.3%)

Self-expandable stent use 827 (94.0%)

Balloon-expandable stent
use

82 (9.3%)

Total stent length, mm 103.4 ± 79.2; 80 (40–140); 17–700

Stent diameter, mm 8.9 ± 1.3; 9 (8–10); 6–12

Predilatation 656 (74.5%)

Postdilatation 820 (93.2%)

Intravascular ultrasound
use

611 (69.4%)

Embolic protection device
use

23 (2.6%)

Vascular closure device
use

544 (61.8%)

*Data are shown as mean ± SD, median (interquartile range), range for
continuous variables, and frequencies (percentages) for discrete variables.

Supplementary Table E2. Perioperative and Postoperative
Parameters (N = 880 Patients)

Parameters Statistics* Missing
data

Perioperative
parameters

Procedure-related
adverse event

23 (2.6%)

Postoperative
parameters after 1
year

EQ-5D utility 0.805 ± 0.290; 1.00 (0.68–1.00); 0.00–1.00 n = 559

EQ-5D VAS 74.3 ± 16.6; 80 (70–85); 0–100 n = 610

WIQ, pain 85.4 ± 24.1; 100 (75–100); 0–100 n = 584

WIQ, distance 77.0 ± 34.2; 100 (59–100); 0–100 n = 612

WIQ, speed 65.7 ± 33.2; 72 (37–100); 0–100 n = 649

WIQ, climbing 72.8 ± 34.5; 88 (50–100); 0–100 n = 618

EQ-5D = EuroQol 5 Dimensions; VAS = visual analog scale; WIQ = Walking
Impairment Questionnaire.
*Data are shown as mean ± SD; median (interquartile range), range for
continuous variables, and frequencies (percentages) for discrete variables.

SupplementaryTable E3. Crude Association of Endovascular
Procedures with the Risk of Major Adverse Cardiovascular Events

Procedures Unadjusted hazard ratio*

Staged revascularization 1.49 (0.47–4.72), P = .50

Number of access sites 0.87 (0.69–1.10), P = .24

French size of access site 0.98 (0.74–1.29), P = .86

Self-expandable stent use 1.48 (0.47–4.69), P = .51

Balloon-expandable stent use 1.03 (0.48–2.25), P = .93

Total stent length 0.90 (0.70–1.14), P = .37

Stent diameter 1.03 (0.82–1.28), P = .82

Predilatation 1.24 (0.73–2.11), P = .43

Postdilatation 0.83 (0.36–1.91), P = .66

Intravascular ultrasound use 1.04 (0.65–1.67), P = .87

Embolic protection device use 1.25 (0.31–5.08), P = .76

Vascular closure device use 0.76 (0.49–1.19), P = .23

*Data are unadjusted hazard ratios (95% confidence intervals), P values. The
values represent unadjusted hazard ratios per 1-SD for continuous variables.

SupplementaryTable E4. Crude Association of Perioperative
and Postoperative Parameters with the Risk of Major Adverse
Cardiovascular Events

Parameters Unadjusted hazard
ratio*

Perioperative information

Procedure-related adverse event 2.21 (0.81–6.05)), P = .12

Updated information (time-dependent
covariate)

EQ-5D utility 0.70 (0.42–1.16), P = .14

EQ-5D VAS 0.91 (0.48–1.69), P = .71

WIQ, pain 1.08 (0.79–1.48), P = .61

WIQ, distance 0.83 (0.64–1.07), P = .15

WIQ, speed 0.92 (0.38–2.28), P = .83

WIQ, climbing 0.86 (0.61–1.23), P = .38

EQ-5D = EuroQol 5 Dimensions; VAS = visual analog scale; WIQ = Walking
Impairment Questionnaire.
*Data are unadjusted hazard ratios (95% confidence intervals), P values. The
values are unadjusted hazard ratios per 1-SD for continuous variables.
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