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Since 2003, the Roesch Lecture has been a
highlight of CIRSE. The lecture is named for
Professor Josef Roesch, whose award-winning
research work spans more than 50 years,
covering a wide range of Vascular and
Interventional Radiology.
This year’s Josef Roesch Lecture will be given
by Prof. Małgorzata Szczerbo-Trojanowska,
Head of the Department of Interventional
Radiology, as well as Chairman of the Depart -
ment of Radiology, at the Medical University
of Lublin, Poland. Prof. Szczerbo-Trojanowska’s
main areas of interventional research in clude
vascular interventions, endovascular repair of
aortic aneurysms and interventional oncology.
Prof. Szczerbo-Trojanowska is one of the co-
founders of the Interventional Radiology
Sec  tion of the Polish Medical Society of
Radio lo gy, and of the Polish Society of
Magnetic Re so n ance. She holds honorary
membership of six ra diological societies, and
has served on the board of CIRSE, the
European Society of Radio logy and ECR,
whose presidency she held in 2010.

Josef Roesch Lecture
Evidence-based treatment
and carotid stenosis 
Today, 14:00 (after the 
Hot Topics Symposium)
Auditorium 1

Don't miss it !

Carotid artery stenosis is a major cause of dis-
abling stroke or death and constitutes a huge
medical, social, and economic problem. Cur rent -
ly, even though the predisposing factors are de -
fined, we still have no knowledge to predict who
will and who will not develop carotid arte ry
stenosis, and who may, as a consequence, suf-
fer a stroke. Therefore the prevention and treat-
ment of this life-threatening event has been
one of the priorities of the global health issues.

Stroke was first recognised over 2,400 years ago
by Hippocrates and was called apoplexy, which
means in Greek "struck down by violence". At
this time, the causes of stroke and its treatment
were unknown. It was not seen as a result of in -
trinsic bodily dysfunction, but as a consequence
of in tervention from outside. The opinion that
this is a "stroke of God's hands" was expressed in
the 1599 Oxford English Dictionary. It has been
natural to regard a disease caused by a divine
intervention as in curable by any human action.
This ex plains why, for many years, there has
been a therapeutic ni hilism in this respect, until
1905, when Chiari described stenosis disturbing
blood flow and ul cerating plaques at the caro tid
bifurcation, where embolic material could de ve -
lop and be re leas ed into brain circulation, caus-
ing ischaemic stroke. It took almost half a centu-
ry before man age ment of this disease was first
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suggested in 1951 by Fisher, who stated that "It
is even conceivable that some day vascular sur-
gery will find a way to bypass the occluded por-
tion of the ar tery during the period of ominous
fleeting symptoms." 

The first successful carotid endarterectomy (CEA)
was performed by Michael DeBakey in 1953.
During surgery, a severely stenotic atheroscle-
rotic plaque containing a fresh clot was found
in an internal carotid artery. Medical interven-
tions in stroke prevention came into being.
Therapeutic nihilism was replaced by a rapid
development of therapeutic modalities. Over
the years, the number of carotid endarterecto -
mies rose, with over 107,000 procedures per-
formed annually in the United States by 1985.
Soon CEA had become a topic of intense de -
bate, due to reports of the high complication
rate of the procedure. There were estimations
that only 35% of CEAs were being performed
for appropriate indications and there was a call
for rigorous scientific investigations. 

In the 1990s, the main results of large-scale
clinical trials (NASCET, ESCET, VA) comparing
CEA to the best medical treatment confirmed
superiority of CEA in reduction in stroke risk at
5 years. CEA became a “gold standard” in
carotid stenosis treatment. 

look forward to welcoming those of you who
will be experiencing our distinctive skyline and
pleasant climate for the first time. Be sure to
stroll our pedestrian downtown, uphill walk-
ways and “praças” (squares), and soak up the
nightlife atmosphere along the meandering
banks of the Tejo River. 

Don’t miss our gastronomy, monuments and
museums, and if there is enough time, you
must be sure to pay a visit to our spectacular
beaches...

Hosting such a large and important meeting is
a proud moment for us, and we look forward to
arresting the attention and awareness of both
local and European Health Authorities, in order
to show them the importance and economical
efficacy of using IR in the healing chain. 

So in September 2012, make yourselves wel-
come in Lisbon, and rest assured, you will not
be disappointed by coming, nor forget these
days for years to come!   

Vêmo-nos em Lisboa - See you in Lisbon!

It is truly a pleasure and a great honour to be
asked to chair the Local Host Committee of the
CIRSE 2012 meeting in Lisbon.

On behalf of the IR section of the Portuguese
Radiological Society (SPRMN), and together
with the co-chairmen, Alfredo Gil Agostinho
and Tomás Figueira, and the rest of the Local
Committee, we hope our humble efforts will
help repeat the success of recent CIRSE meet-
ings, and maintain the high standards we have
come to expect from this prestigious congress.

I also hope that, together with the fabulous
efficiency of the CIRSE Central Office in Vienna,
the wise members of the Executive Committee,
and the comprehensive choices of the Scienti -
fic Programme Planning Committee, we will be
able to fulfil your expectations. The scientific
programme is already being carefully planned,
and will cover, as ever, a wide and varied range
of IR topics.

Lisbon and its seven hills will once again be
ready to receive all those who are visiting our
city for the second time, but most of all, we

Dear Colleagues,Roesch Lecture

Paulo Almeida
Chairman of the CIRSE 2012 Local Host Committee

continued on page 2 >>
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>> An alternative to surgical treatment was intro-
duced in 1978 by Mathias, who proposed endo -
vascular treatment for carotid artery stenosis.
With the development of stents, this treatment
has been undergoing a continuous evolution
and refinement. Within the last 20 years, the
use of carotid artery stenting (CAS) has been
gradually expanding. Although CEA has re main -
ed the gold standard in carotid stenosis therapy,
it has been seriously challenged by the newco -
mer – CAS. Therefore considerable interest has
developed in determining whether endo vas cu -
lar treatment is safer and more effective than
surgery for the treatment of carotid stenosis.

The medical profession plays a central role in
critical evaluation of the evidence related to
devices and procedures used in the manage-
ment of disease. Properly applied, thorough,
expert ana lysis of the available data, documen -
ting ab so lute and relative benefits and risks of
the new procedures is of major importance in
im proving and optimising the effectiveness of
patient care. Data generated with the me tho -
dology of evidence-based medicine (EBM) is
used to the formulation of clinical practice
guide lines. The first published use of the term
EBM appeared in a series of publications in the
Journal of the American Medical Association in
1990. Since then, this term has spread through
medicine with incredible speed. Those princi-
ples have been obviously been used in evaluat-
ing methods of carotid stenosis treatment. 

Randomised trials directly comparing CAS with
CEA have produced conflicting outcomes.

Initially, the SAPPHIRE study showed promising
results for CAS. It proved that CAS is not inferior
to CEA and showed low peri-procedural com-
plication rates, as well as low rates of restenosis
in high-surgical-risk patients. SAPPHIRE has in -
dicated carotid stenting as an effective alterna-
tive to carotid endarterectomy. However, these
results could not be confirmed by the next tri-
als. Higher complication rates after CAS were
found in the SPACE trial and in  EVA-3S trial.
This has even lead to a premature termination
of the study. Whereas many single-centre case-
series and large registries have indicated that
CAS can be performed with an acceptable peri -
procedural complication rate, randomised trials
directly com paring CAS with CEA have produc -
ed contradictory results. Therefore, a wide-
spread use of CAS was not warranted at that
time and continuous efforts were needed to
optimise this technique. According to EBM
rules, level-one evidence of the safety and effi-
cacy of one treatment mode over the other is
only provided by a randomised controlled trial.
Results re ported by re gistries are considered
less valid than data from randomised trials. On
the other hand, the outcome of a trial may not
be always generalised and introduced to the
common practice be cause of specific selection
of pa tients and qualities of institutions partici-
pating in the study.

Recently the results of two big trials were pre -
sen ted: the North American Revascularization
En darterectomy vs Stenting Trial (CREST) and
Euro pean International Carotid Stenting Study
(ICSS). The CREST study showed no inferiority

of CAS with embolic protection to CEA. CREST,
a trial with defined standards for operator
expe rience lead to the conclusion that in addi-
tion to an agg ressive medial therapy, there are
two equi valent treatment options for sympto-
matic and asymptomatic carotid stenosis: CEA
and protected CAS. 

The results of CREST trial were discrepant with
the EVA-3S, SPACE and ICSS trials, which failed
to reach the same conclusion due to a higher
stroke rate in the CAS group. These differences
were mainly due to trial methodology, particu-
larly insufficiently rigorous vetting standards
used for interventionists performing carotid
stenting. Numerous studies showed that inex-
perienced operators without a well-defined
protocol achieve poorer results in CAS. 

Disregard for experience with carotid catheteri-
sation in the trial in all the European studies is
perhaps the most important factor responsible
for the overall high rates of stroke reported in
these studies.

Although interpretation of the results of stent-
ing versus surgery trials for carotid stenosis is
still controversial, recent guidelines on the
“Management of Patients with Extracranial
Carotid and Vertebral Artery Disease”, publish -
ed this year in JACC, stated that carotid stent-
ing is comparable to carotid endarterectomy.
Even though prestigious organisations shaped
these guidelines, in the opinion of many
researchers, this conclusion is premature and
unjustified in view of the data accumulated

over the past 5 years. The debate concerning
whether best medical treatment, endarterecto-
my or stenting is the most appropriate treat-
ment is even fiercer, and each of these alterna-
tives has advocates.

In the time of Osler, the most influential physi-
cian of the past two centuries, opinions of the
senior physicians, based on experience, were
regarded as the gold standard on which clinical
management was based. Even with the drama -
tic change in understanding and practice that
followed the introduction of evidence-based
me dicine, controversies still exist, because the
evidence may be of doubtful quality and its cir-
culation limited. Experts may disagree on the
ge neral values of the accumulated evidence
and its application in an individual case. To
transfer results from research to practice, it is
necessary to consider values important for the
patient and those of the profession. The type of
knowledge based on clinical research is inform-
ative, but often insufficient for clinical decision-
making. We are obliged to find the best way to
incorporate sometimes deficient knowledge
generated by research with other forms of defi-
cient medical knowledge, in order to choose
the best option for an individual. 

As long as there are advances in medicine, it is
inevitable that controversy will remain in every-
day clinical discussions. Despite the introduc-
tion of the more measured era of evidence-
based medicine, controversy should continue
to stimulate us all to apply critical thinking in
our daily practice.

Tonight is the night: the social highlight of our congress! Get your lederhosen out for this
year’s fantastic Oktoberfest-themed CIRSE Farewell Party!

The (in)famous Löwenbräukeller will play host to the festivities, and you can dance the night
away to the rousing sounds of a traditional oom-pah band, the Jetzendorfer Hinterhofmusi kan ten.
Try a Maß (or two) of Munich’s famous beer from specially commissioned CIRSE beer mugs, 
and experience the flavour of Munich!

Guests are encouraged to wear traditional costumes, such as lederhosen or dirndls, 
or their own national costumes. We look forward to seeing you all there!

How to get there:
• Metro U1 to Stiglmaierplatz 
• Tram No. 20/21 to Stiglmaierplatz
• 8 mins walk from the main train station

Should you not have bought a ticket yet, you may be lucky enough to secure one 
at the Hotels, Tours & Social Events Counter in the Entrance Hall.

Tonight, 19:30, Löwenbräukeller
Nymphenburgerstrasse 2 
Am Stiglmaierplatz
80335 Munich

Don’t miss the Party of the Year!
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Combined approach for the treatment 
of unresectable liver malignancies: 
bland embolisation and radiofrequency 
thermal ablation within the same session 

Surgical resection has long been considered
the only treatment for prolonging survival in
patients with hepatic tumours in both primary
(HCC and CCC) and metastatic disease. Unfor -
tu  nately, many patients are not candidates for
surgery because of the extent and/or distribu-
tion of the tumours. The role of image-guided
locoregional therapies in the management of
patients with liver cancer has widely increased
in the last decade. Such therapies, which rely on
image-guidance for tumour targeting, in clude
various percutaneous and catheter-based tech-
niques. In selected patients affected by liver
ma lignancies (primary as well as metastatic),
where local treatments are indicated but sur-
gery is technically unfeasible, new minimally
invasive treatments are needed to improve sur-
vival. Minimally invasive techniques include
laser-induced thermotherapy, radiofrequency
thermal ablation (RFA), microwave ablation, or
cryoablation.

When compared with old ablative techniques
(such as ethanol injection), RFA is reported as
being the best option, because of its better lo -
cal response and overall survival rate with low
morbidity and mortality. Cryoablation for liver
disease is limited, due to the related higher
complication and recurrence rate compared
with RFA. Meanwhile, microwave ablation is
newer than both RFA and cryoablation, and
there are currently very few papers supporting
its use for liver tumours.

A common disadvantage of RFA is the high rate
of local recurrence, ranging from 1.8-12% with
an open surgical approach to as high as 40%
with percutaneous techniques. This is undoubt-
edly related to certain lesion characteristics,
such as tumour size, site and shape. Indeed,
RFA is very effective in small tumours (i.e. diam-
eter of ≤3cm), but in intermediate HCC (i.e. dia -
meter of 3-5cm) the percentage of complete
necrosis decreases from 50% to 70%. 

The main reasons for poor results in ablating
intermediate and large liver tumours are the
limited size of available RFA needles and the
so-called “heat-sink effect”. The first limitation
could be overcome by using the “overlapping”
technique which is, however, completely unre-
liable. The heat-sink effect has been reported
as being the cooling effect due to the paren -
chymal blood flow, which reduces the lethal
heat diffusion from the needle to the periphery
of the lesion, leading to suboptimal ablation
and tumour relapse. It may, however, represent
a limitation for complete treatment even in
lesions smaller than 3cm, if they are very close
to main hepatic vessels. 

Vascular interventions such as transarterial che -
moembolisation (TACE) and bland embolisation
(TAE) have been largely reported as an ef fective

Franco Orsi, Guido Bonomo
European Institute of Oncology
Milan, Italy

way for temporary or long lasting tu mour de -
vascularisation. In some series reporting the
treatment of huge HCC, it has been well demon -
strated that the association of TAE/TACE with RFA
dramatically increases local results, achieving
larger necrotic areas and reducing peripheral re -
currence. However, the current literature mainly
focuses on HCC rather than on liver metastases. 

The synergistic effect of the two treatments
may lead to a larger treated volume of the em -
bolised area, with a shorter exposure time to
RFA and a possible reduction of the applied
energy, as demonstrated in animal models by
Nakai and Mostafa in their papers. 

Opinions differ regarding the size of the dis-
ease-free margin around treated lesions and
patient survival. The goal is to obtain a proper
disease-free margin around the treated lesions
as recommended for surgical resection. For 
li ver tumour resection, surgeons advocate a
free margin of at least 10mm; this policy is 
supported by the results from several series,
which re ported statistically significant poorer
overall and disease-free 5-year survival in
patients with free margins of less than 10mm.
Experience over the last few years, however,
has shown that restricting resections to only
those where a 10mm free margin can be
achieved is inapp ropriate. Some authors have
demonstrated that there is no significant differ-
ence in pa tient survival rates up to 10 years
between pa tients with free resection margins
of 10mm or greater, and those with margins of
only 0-9mm. Recently, a 2mm minimum margin
was proposed, but in appropriate circumstances
an even narrower margin may be acceptable. 

In our experience with this combined approach
(TAE/RFA), we treated 51 patients (for a total of
57 lesions) affected both by primary and me ta -
static liver-only disease, and we assessed large
completely treated areas after the combined
approach in all patients, which were always
larger than the diameter of the employed RFA
electrodes. We obtained complete ablation of
all treated lesions, with an average free margin
of 14mm and a median of 13mm, which was
de tected at multiphase-MDCT scan performed
after treatment (Fig. 1). In one lesion, we
achiev ed only a 1mm safety margin; this may
have been due to a too-selective embolisation
before RFA. 

The majority of patients were treated in a dedi-
cated CT-room, where a single-row CT scan and
a portable angiography C-arm were coupled.
However, we found the heat diffusion was al -
ways spread along the embolised liver area and
not only at the lesion site. The shape of treated
areas at the multiphase-MDCT, as a result of
heat diffusion in both the lesion and its surroun -
ding parenchyma, reflected the morphology of
parenchymal distribution of particles injected
for pre-RFA embolisation, as assessed by CT-
imaging during all the interventions. The vol-
ume of ablated parenchyma, including the 
le sion, was related to the rate of embolisation
selectivity: i.e. the more selective the embolisa-
tion, the narrower the ablated area.

One of the main debated issues in the literature
relates to the optimal timing for the two proce-
dures (TAE and RFA); it has been recommended
that RFA be postponed to 4-30 days after TAE/
TACE; in some series, embolic agents were 

al ways associated with drugs (i.e. doxorubicin,
mi tomicin) and a longer delay between the
two procedures was observed to avoid losing
drug efficacy due to thermal deterioration. No
consensus has been reached regarding the
ideal interval between the two treatments, and
the combined therapy was rarely performed in
a single session because of the risk of compli -
ca tions such as hepatic dysfunction and 
hepatic infarction. 

Multiple factors may affect the length of the
embolising effect, including tumour vascularity,
the presence of AV shunt within the tumour,
and the embolic materials used for embolisa-
tion. Therefore, blood flow shutdown might be
suboptimal at the time of RFA. 

In our study, all interventions (= combined
TAE/RFA) were performed under general anaes-
thesia, in order to reduce patient discomfort
and distress due to the length of the entire 
session. We did not employ any anticancer
drugs and TAE was carried out only with small
particles (100µm); RFA was then carried out
immediately after TAE, in order to avoid a loss
of the embolising effect which may even occur
after just a few minutes, as a result of the open-
ing of new collateral feeding arteries to the
lesions. 

Hence, it is our opinion that if liver function is
not affected and there are no other contraindi-
cations, it might be better to perform the com-
bined therapy in a single session. Another clini-
cal advantage in performing both procedures
consecutively during the same session is repre-
sented by the ease in managing bleeding
which may occur during the RFA time. In our
series, after TAE we always left the microcathe -
ter in place during RFA; one case of hepatic ar -
te rial bleeding following RFA was immediately
and easily coiled due to the vascular catheter
being left in place. 

In addition, a prolonged interval between the
procedures may increase the hospital stay and/
or number of hospital admissions, which might
reduce the inherent advantages of minimally
invasive treatments. Furthermore, most pa -
tients prefer to undergo all the therapy in a 
single sitting if possible.

In conclusion, the results of both previous pub-
lished series and our own demonstrate that
single-session combined therapy is an effective
and safe treatment for liver malignancies which
are not susceptible to surgical resection. The
therapy provides good local tumour control
and does not increase complications more than
the established local treatments. Additional
advantages of the single-session approach
include the ability to treat tumours that are not
feasible for stand-alone RFA. 

April 25-28, 2012, Florence, ItalyECIO 2012 European Conference on Interventional Oncology

CIRSE foundation
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Outcomes of Angioplasty and Bare Stenting 
in Below-the-Knee Recanalisation

Percutaneous revascularisation procedures are
becoming the gold standard treatment for be -
low-the-knee arterial disease [1, 2]. Compared
to surgery, these minimally invasive procedures
show a clear benefit of shorter hospital stays
and reduced complications and periprocedural
adverse events, especially in the frail patient
co hort of elderly patients with critical limb
ischaemia (CLI) [3]. Percutaneous angioplasty
also provides the opportunity to treat lesions in
multiple tibial arteries during the same proce-
dure or in a staged manner, whereas surgical
revascularisation is generally restricted to by -
pass of a single tibial vessel (Fig. 1). Further -
more, endovascular procedures may potentially
reduce the healthcare costs as a result of the
decreasing number of amputations being per-
formed. The patients' quality of life may also be
dramatically improved by preventing or even
lessening the extent of amputation.

Out come data of percutaneous revascularisa-
tion for the treatment of infrapopliteal disease
suffer from many of the limitations of the ob -
servational surgical series, in that they typically
retrospectively analyse a relatively small num-
ber of patients at individual centres. There is
also inadequate information regarding the ana -
tomy of the lesions treated. The duration of fol-
low-up in endovascular studies is also signifi-
cantly shorter compared with surgical series, in
part due to the continuous evolution of this
therapy. Comparison across studies is problem-
atic, due to differences in baseline clinical char-
acteristics and differing complexity of anatomic
disease. Comparison with surgical series is also
difficult, since the spectrum of patients treated
using endovascular techniques is different from
those treated using surgical bypass.

In patients with CLI, the primary goal of treat-
ment is typically prevention of amputation and
salvage of a functioning limb. For this reason,
restoration of at least 1 straight line of blood
flow to the distal foot is attempted. Reported
results for infrapopliteal PTA usually focus on
these outcomes with limb-salvage rates of 56-
91% [4-6]. A random effects meta-regression
analysis of 18 studies published between 1984
and 1997 which included 1,280 patients treat-
ed with infrapopliteal balloon angioplasty re -
ported overall limb salvage rates of 79% at 
1 year and 74% after 2 years [7]. A more recent
meta-analysis of 30 studies published between
1990 and 2006 reported 3-year limb salvage of
82.4% [8], which is comparable with that of
82.3% reported in a meta-analysis of popliteal-
to-distal bypass using similar methodology [9].

Interestingly, this comparative clinical efficacy
was achieved despite significantly lower pri-
mary and secondary patency rates in the PTA
series. Regarding use of autogenous veins for
infrapopliteal bypass, the 5-year limb salvage
rates range from 73% to 81% [10, 11].

Both intraluminal and subintimal angioplasty
can equally be used when treating patients
with below-the-knee arterial disease. Vibra tion -
al angioplasty is a simple, low-energy technique
that augments conventional wire passage with
a bidirectional mechanism combining forward
and lateral movements (Fig. 2) [12]. In an ani-
mal experimental model, the vibrating guide-
wire technique caused less vascular da mage
compared to conventional guidewire ma nipu -
lation [13]. Subintimal angioplasty is a valuable
solution for very long tibioperoneal occlusions.
A large metanalysis of over 2,800 patients who
had subintimal angioplasty for critical limb
ischaemia showed a limb salvage rate of 89.3%
[14]. In another large systematic review of over
1,500 patients who were treated with subinti-
mal angioplasty, a limb salvage rate of 80 to
90% was achieved [15].

Several factors affect the long-term outcome of
infrapopiteal angioplasty. Univariate analysis
within the FIRE (Foundation for Interventional
Radiology in Europe) registry (396 patients 
en rolled with 409 critically ischaemic limbs)
showed that cardiac disease, carotid disease,
and renal insufficiency are unfavourably associ-
ated with both mortality and limb salvage [16].
Also it seems that increased serum C-reactive
protein levels before and after the intervention
adversely affect restenosis [17].

Balloon angioplasty remains the basis of be low-
the-knee revascularisation. Among its ad van -
tages are the availability of long low-profile bal -
loons, ease of use, safety and cost-effectiveness.
Limitations include the risk of elastic re coil, 
dissection, perforation, and acute thrombosis.
De bulking devices, such as directional, orbital
or rotational atherectomy and laser, have not
pro ven to be superior to balloon angio plasty.
App lication of stents is reserved as a bailout
procedure in case of flow-limiting dissection,
residual stenosis >30%, or elastic recoil (Fig. 3). 

Ever since the first infrapopliteal stent was im -
planted more than 15 years ago by Dorros et al.
[18], there have been numerous reports of in fra -
popliteal stenting cohort series, mostly for CLI
treatment, employing low-profile 0.014-inch
monorail coronary stent platforms. The first
study to document the safety and efficacy of
infrapopliteal stent placement was by Feiring
et al [19], who reported 1-year outcomes after
primary placement of 197 infrapopliteal stents

Dimitrios K. Tsetis
University Hospital of Heraklion, 
Medical School of Crete, Greece

(bare or heparin-coated) in 92 limbs suffering
from either CLI (68%) or lifestyle-limiting clau-
dication (32%); technical success was 94% for
de novo atherosclerotic lesions; clinical amelio-
ration of CLI was achieved in 96% of the cases,
with sustained clinical improvement at 1 year.
In a recent study, Baltzer et al. [20], implanted
121 infrapopliteal bare stents with a 100%
tech nical success; the 3-month, 6-month, and
1-year primary patency rate was 93.0%, 78.9%
and 66.7% respectively, while the cumulative
limb salvage rate was 96.6%. 

Despite the growing experience, the applica-
tion of stents in the infrapopliteal bed remains
highly controversial. The reluctance to implant
stents in these small-diameter vessels is ex plain -
ed by the relatively high risk of early thrombo-
sis and late luminal loss due to intimal hyper-
plasia formation, which can potentially lead to
insufficient long-term patency rates. Although
the limited evidence available suggests very
acceptable outcomes using either passive coat-
ed stents or balloon-expandable drug-eluting
stents, the small lengths available and the 
vulnerability to external compression and
deformation if placed too distally, raises serious
concerns regarding their effectiveness [21, 22].
Ta king into consideration that 50% of all lesions
are occlusions >10 cm long, it is imperative
that long devices dedicated for the special fea-
tures of infrapopliteal disease are developed.

At the moment, there is only one long balloon-
expandable bare stent device (Invatec's Chromis
Deep) dedicated to the infrapopliteal segment;
it is made of cobalt-chromium alloy and is
avail  able in lengths up to 8cm. In a single stu dy
of 50 patients, Delloose K. et al. [23] reported
that primary stenting using the balloon-ex -
pandable Chromis Deep stent in combination
with the Amphirion Deep balloon is a safe
treatment strategy for infrapopliteal lesions in
patients with CLI. On the other hand, longer,
thin-strut, low-profile, self-expanding nitinol
stents de signed and engineered specifically for
the diffuse nature of infrapopliteal atheroscle-
rosis are now commercially available. To date,
published data are limited to single centre

studies with the Xpert stent [24-27]. In the lar -
gest of these studies, Bosiers et al. [25] reported
2-year primary patency and limb salvage rates
of 54.4% and 90.8%, respectively; stratification
by lesion location did not reveal any significant
differences in 2-year primary patency rates in
proximal and distal below-the-knee lesions.
Donas K.P. et al. [26] underscored the value of
infrapopliteal ni tinol stent placement as a 
dur able bailout treat ment option in high-risk
CLI patients with suboptimal angioplasty, by
re porting 24-month se condary patency and
freedom from amputation rates 88.7% and
88.7%, respectively. In a single centre three-
arm study, Peregrin et al. [27], re ported 1 year
patency of 82% for the angiopla sty group, 78%
for the stent group, and 69% for the untreated
comparison group without any significant 
difference among the three arms.

Outcomes of BTK recanalizations
Special Session
Tuesday, September 13, 08.30-09:30
Room 14a

Don't miss it !
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Advertorial A bright future for Drug-eluting balloons in the treatment of PAD –
Eurocor offers its next generation Drug-eluting balloon (DEB) line
FREEWAY™ 014 and 035
antiproliferative agents to the vasculature with-
out implantation of a foreign body (i.e. stent-
implantation) or the need for long-term dual-
antiplatelet therapy. For the treatment of pa -
tients with critical limb ischemia the target is to
avoid amputations. Wound healing can only be
guaranteed by a good and long patency rate of
the vessel. Here, Freeway™ DEB can also be
seen as good and effective treatment method
to result a high patency rate.

The coating makes the difference – 
FREEWAY uses a unique homogenous coating 

Eurocor’s DEB technology utilises a homoge-
nous 1:1 Shellac/Paclitaxel coating, which is
released when the balloon is expanded. This
inhibits the proliferation of smooth muscle
cells, and may prevent restenosis by preventing
microtubule formation and inhibiting cell divi-
sion and migration. Paclitaxel is applied in a
final concentration of 3 μg/mm² to the surface
of the balloon. 

FREEWAY™ features

• Non-crystalline coating surface, unique
patented Shellac-Paclitaxel coating 

• Balloon lengths of 20-150 mm for 
Ø 2.0-8.0 mm with different shaft lengths 

• Excellent catheter flexibility with tapered,
hydrophilic shafts and low tip entry profiles

FREEWAY involved in three randomized 
clinical trials

Early clinical experiences suggest that the tech-
nique reduces rates of restenosis in patients

Since years physicians are looking for alter-
natives to reduce rates of restenosis after
treatment of peripheral artery disease (PAD)
in the lower extremities. Eurocor has de sign -
ed two dedicated peripheral DEB balloon
lines to treat patients with artherosclerosis
in femoropopliteal and lower limb arteries.  

FREEWAY™ uses the same technology as
Eurocor’s DIOR® paclitaxel-eluting coronary bal-
loon but applies it to a new patient population.
Eurocor’s latest second-generation drug-elut-
ing technology PTA balloon FREEWAY™ has
been developed as an alternative to address
the limitations of existing therapeutic to PAD
e.g. restenosis after POBA or stenting (ISR).
FREEWAY™ is available in two versions: 014 and
035. The FREEWAY™ 035 is designed for the
treatment of femoropopliteal arteries where
the use of stents can be limited by the occur-
rence of high restenosis rates, anatomical chal-
lenges and stent fractures. In addition to the
FREEWAY™ 035 balloon line Eurocor offers a full
dedicated product line for below the knee arte -
ry treatment, FREEWAY™ 014 for the treatment
of patients with Critical Limb Ischemia (CLI). 

The aim is to avoid stent implantation and
to avoid amputation

A PTA treatment is the ideal solution, but the
outcome (patency rate) is limited due to lesion
length and the high number of patients with
chronic total occlusions (CTO). DEB in peripher-
al arteries may solve this problem. First experi-
ences and clinical studies recommend that
DEBs might play an important role in address-
ing these challenges by delivering local

undergoing angioplasty in femoropopliteal 
ar teries and arteries below-the knee, with no
additional adverse events. 3 randomized, pro -
spective clinical trials initiated for FREEWAY™
drug-eluting balloon have already entered into
their critical phase. Under the aegis of Prof. Dr.
Karl-Ludwig Schulte, consultant at the Königin
Elisabeth hospital in Berlin (Germany) the
Freeride trial is being conducted at a total of 
20 clinics worldwide and involves 280 partici-
pants. The aim of the trial is to investigate the
rate of clinically driven target lesion revascular-
ization (TLR) using the Paclitaxel-eluting 
FREEWAY™ balloon in comparison to an un -
coated balloon in de-novo, restenotic or CTO
lesions in the SFA and PI segment.

The FREEWAY stent study – led by Prof. Dr.
Josef Tacke (Germany), consultant at Passau’s
Klinikum Int. Radiology department – aims to
monitor the inhibition of restenosis due to
neointimal hyperplasia by FREEWAY™ DEB 
compared to POBA treatment in stented
lesions of SFA and PI segment (in 200 patients).

The PACUBA I trial – conducted by Prof. Dr.
Johannes Lammer, Vienna hospital association,
Division of Cardio-vascular and Interventional
Radiology (Austria) – is designed to evaluate the
effectiveness of drug-coated balloons compar ed
to uncoated balloons in the treatment of in-stent
restenosis (SFA and PI segment). The trial in tents
to enrol 75 patients and was initiated in
autumn 2010.
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Surgery is the mainstay of liver cancer treat-
ment. Resection and transplantation compete
as the first-line option in patients with early-
stage hepatocellular carcinoma (HCC) on an
intention-to-treat perspective, and achieve the
best survival outcomes in well-selected candi-
dates. RFA is the most common treatment 
of fered to early-stage HCC patients who have
been rejected for surgery [1]. Recent reports on
long-term outcomes of RFA-treated patients
have shown that in patients with Child-Pugh
class A and early-stage HCC, 5-year survival
rates range from 50-60% [2]. In one study, the
5-year survival after RFA reached 76% in a
cohort of patients with potentially resectable
tumours [3]. This therefore raises the question
of whether RFA can compete with surgical
resection as a first-line treatment.

Two randomised controlled trials (RCT) have
been reported with opposite results. While the
first one did not identify outcome differences,
the second trial suggested a survival advan-
tage for surgical resection [4, 5]. Uncontrolled
investigations have also reported similar results
for resection and RFA in very early stage 
tu mours – i.e. single HCC ≤2cm in diameter.
Thus, at this point there is no unequivocal data
to back up RFA as a replacement of resection 
as first-line treatment for patients with early-
stage HCC.

While complete removal of neoplastic tissue
(“R0” resection) is common after surgery for
early-stage HCC, studies in which the patholog-
ical specimens of tumours ablated with RFA
were analysed have shown non-negligible 
rates of incomplete response [2]. One study
perform ed in liver specimens of patients who
underwent RFA as bridge treatment to 
transplantation showed that a tumour size
>3cm or the presence of large (3mm or more)
abutting vessels result in a drop of the rate of
complete tu mour necrosis to less than 50% [6].
In addition, studies have shown that tumours
in a subcapsular location or adjacent to the
gallbladder present a higher risk of incomplete
ablation or major complications [2].  

Is RFA the best technique for tumour ablation
in 2011? Several novel alternate options are
currently being explored. A large phase III trial
is ongoing, comparing standard RFA with RFA
performed during intravenous injection of a
thermally-sensitive liposomal doxorubicin 

carrier (ThermoDox, Celsion Corporation) [7].
The localised release of highly concentrated
doxorubicin is expected to create a larger 
ablation zone, significantly increasing the abla-
tion margin and, hence, the rate of complete
tumour eradication. On the other hand, several
new thermal and non-thermal methods for
percutaneous local tissue destruction have
been developed and are currently tested clini-
cally [2]. All these methods – including
microwave ablation, cryoablation, irreversible
electroporation (IRE), and light-activated drug
therapy, among others – claim to be able to
overcome some of the limitations of RFA. 

Non-thermal techniques such as IRE have att -
racted attention, since the issues associated
with perfusion-mediated tissue cooling or
heat ing are not relevant. In experimental stud-
ies, there appears to be complete ablation to
the margin of blood vessels without compro-
mising the functionality of the blood vessels
[2]. Pre clinical investigation focused on HCC
has shown promising results and has prompted
cli nical evaluation [8]. A prospective, multicen-
tre European study aimed at investigating 
safety and efficacy of IRE (NanoKnife,
AngioDynamics) in early-stage HCC treatment
is ongoing [7].

Advances in ablation systems and devices are
highly warranted. However, progress in image-
guidance and monitoring is also key to success.
To compete with surgical resection, we need to
be able to predict the outcome of the proce-
dure with reasonable accuracy in each individ-
ual patient. We need to minimise variability via
careful treatment planning. We need to accu-
rately document the outcome of the procedure
and to provide sound evidence that an “A0”
treatment has been achieved (Fig. 1). 

As progress continues to be made, ablation is
gradually being used to treat HCC patients that
could have been resected according to broader
eligibility criteria for surgery [9]. The availability
of an effective alternate local treatment – i.e.
image-guided ablation – has allowed progres-
sive refinements in surgical criteria, restricting
the indication to patients who truly can benefit
from resection. Who are the best candidates for
surgical resection? Selection of the ideal 
pa tients involves not only tumour-staging, but
also an adequate assessment of the liver func-
tional reserve. Evaluation of the liver function
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has moved from the gross determination of
Child-Pugh class to a more sophisticated meas-
urement of indocyanine green retention rate at
15 minutes in Japan, or hepatic venous pres-
sure gradient as a direct measurement of rele-
vant portal hypertension in the West. Selection
of patients with hepatic venous pressure gradi-
ent <10mmHg, indocyanine green retention
rate at 15 minutes ≤20%, or absence of surro-
gates of portal hypertension (oesophageal
varices or splenomegaly with platelet count 
< 100,000/mm3) leads to a resectability rate of
less than 10% [1]. Hence, the large majority of
patients with early-stage HCC are not ideal 
candidates for resection.

Despite the progress in surgical and ablation
techniques, the long-term prognosis of 
pa tients with early-stage HCC remains unsatis-
factory compared with other common human
can cers due to a high recurrence rate. Most 
re section and ablation series in the literature
re port a 5-year recurrence rate in excess of
70%, which is the main cause of long-term
death ra ther than the underlying cirrhosis [10].
A large trial in which the systemically active,
molecular targeted drug sorafenib is used after
successful resection or ablation is ongoing [7].
The outcomes of this trial are eagerly awaited,
as it has the potential to establish, for the first
time, an effective adjuvant regimen to improve 
recurrence-free survival.

HCC: Resection vs. Ablation – 
Competitors or Complementary?

Image-guided ablation replaces surgery
in resectable liver tumours
Hot Topics Symposium
Tuesday, September 13, 13:00-14:45
Auditorium 1

Don't miss it !
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Fig. 1: Small hepatocellular carcinoma treated with
irreversible electroporation – IRE (NanoKnife,
AngioDynamics). (a) Pretreatment CT shows small,
arterially-enhancing HCC. (b) CT obtained 72 hours
after the procedure shows the ablation zone as an
area of heterogeneous contrast en hancement, re -
flecting the different phenomena involved in IRE.
(c) Semi-automated segmentation volume me thod
(SVM, Intio Inc.) shows segmented tumour (in red)
overlaying on ablation volume (in gray). Com plete
coverage of the tumour with adequate 360° mar-
gin is observed, suggesting “A0” treatment. 
(d) Follow-up CT shows restitutio ad integrum with
complete disappearance of the treated tumour. 
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Transcatheter Therapy in 
Hepatic Colorectal Metastases

Colorectal cancer is the most common cancer
in the eastern world, and the most common
cause of death in sufferers of this cancer is col-
orectal liver metastases (CRLM). Consequently,
there is a need for improvement in treatment
of CRLM. Intra-arterial therapies take advan-
tage of the fact that tumours growing in the
liver are fed nearly exclusively by the arterial
blood, while the normal liver tissue receives
only 30% of its blood supply via the hepatic
artery. Arterial therapies in the liver include
intra-arterial hepatic chemotherapy, transarter-
ial chemoembolisation and radioembolisation.

Intra-arterial therapies are most often used in
predominant liver cancer, either as a rescue
after failure of IV therapies, or as more recently
reported, as an induction therapy in chemo-
naïve patients with unresectable liver metas-
tases. In such a setting, the goal is to obtain the
highest morphologic response possible, as
early as possible in the disease, in order to
downstage a non-surgical candidate to a surgi-
cal candidate. Indeed, the increase in response
rate of CRLM to treatment has been reported
to be linearly correlated with an increase in
resection rate, and consequently with an
increased chance of cure [1]. 

Intra-arterial hepatic chemotherapy (IAHC)
IAHC requires an indwelling catheter, and IRs
are key players in patient care because they
can place these catheters/ports percutaneous-
ly. The technical success rate of catheter place-
ment is close to 100%. Percutaneously implant-
ed catheters had equivalent primary patency
(n=4.80 courses) when compared to surgically
implanted catheters (n=4.82 courses), but sec-
ondary patency after revision is significantly
higher for percutaneous versus surgical place-
ment (9.18 vs. 5.95 courses) [2]. During catheter
placement, coil occlusion of the right gastric
artery is mandatory, because it will dramatically
reduce (from 36% to 3%) the risk of gastric
ulceration due to perfusion of chemotherapy in
the gastric feeding arteries [3]. 

Intra-arterial oxaliplatin + systemic 5FU resulted
in an objective response rate of 45% in patients
resistant to intravenous oxaliplatin or irinotecan
[4, 5]. In another study, 49 patients with unre-
sectable CRLM (>5 CRLM in 73% of patients,
bilobar disease in 98%, ≥6 segments involved
in 86%) re ceived IAHC FUDR and dexametha-
sone, as well as systemic chemotherapy with
oxaliplatin and irinotecan [6]. Among the 92%
of objective responses, 8% were complete, with
47% of the patients able to undergo resection
with a me dian survival of 50.8 and 35 months
for naïve and previously treated patients, re -

spectively. We reported IAHC with oxaliplati num
combin ed with targeted therapies (cetuximab)
in first-line non-resectable CRLM (≥ 4 LM in 86%;
bilobar LM in 91%) [7]. The overall response
rate was 90% (95%CI, 70-99) and disease con-
trol rate was 100% (95%CI, 84-100). 48% of 
pa tients were downstaged enough to undergo
R0 resection and/or radiofrequency ablation.
After a median follow-up of 11 months, median
progression-free survival was 20 months (medi-
an OS, not reached; 12- and 18-month OS,
100%). 

Transarterial chemoembolisation (TACE)
TACE combines injection of drug and embolic
material in the hepatic artery. TACE is part of
the standard of care for intermediate stage
HCC without portal vein thrombosis. Drug-
eluting beads loaded with irinotecan (DEBIRI) is
a recent breakthrough in TACE for CRLM, and
the use of such DEB gives rise to new interest
in TACE for CRLM. In a VX2 liver tumour animal
model, we demonstrated that peak levels of
irinotecan in tumour tissue was significantly
more elevated for DEBIRI (174.44ng/200mg of
tissue) than for IV (23.58ng/200mg) or IA 
(99.29ng/200mg) [8].

Before the era of DEBIRI, one of the largest
reports on TACE in CRLM (66 patients, with 54%
not chemonaïve, treated with 299 cycles of
TACE) showed promising response rates, accor -
ding to WHO criteria: CR 1.0%, PR 42.4%, MR
24.2%, SD 18.2%, PD 12.1%. Time to progres-
sion was 8 months [9]. In a phase II study pre-
sented at ASCO 2009, 82 unresectable patients
with CRLM progressive after two lines of
chemo therapy received 185 DEBIRI TACE with
100-200mg of irinotecan. CT scans showed 
75-100% reduction of metastatic contrast en -
hancement in metastases treated. Response
rate according to RECIST was observed in 78%
of patients, and 90% of patients declared a
long-lasting improvement in quality of life [10].

The only randomised trial comparing DEBIRI to
another therapy has been presented at the
European Society of Medical Oncology 2010
meeting [11]. 74 patients who had failed at
least two lines of chemotherapy were random -
ised in a phase III study between 2 courses of
TACE with DEBIRI at 1-month intervals (n=36)
versus 8 courses of IV FOLFIRI at 2-week inter-
vals (n=38).  The response rates were 70% and
20%; the 2-year overall survival was 38% and
18%; and the median overall survival was 
690 days and 482 days, for DEBIRI and FOLFIRI,
respectively. Progression-free survival was 225
and 94 days for DEBIRI and FOLFIRI, respective-
ly. Early toxicity ≥grade 3 was higher for DEBIRI
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(70%) versus FOLFIRI (25%), while late toxicity
(≥grade 2) was higher for FOLFIRI (80%) than
DEBIRI (20%). Improvement of quality-of-life
was 60% for DEBIRI, and 22% for FOLFIRI. The
overall cost of treatment was lower for DEBIRI
[11].

Radioembolisation
Radioembolisation delivers targeted radiation
therapy to unresectable hepatic malignancies
via the injection of β-emitting isotope yttrium-
90 (90Y), bound to biocompatible, non-bio de -
gradable microspheres into the arterial supply
of the liver in order to reach tumours. This 
re sults in the delivery of doses of ionising 
radiation above 120 Gy to the tumour 
compartment, without causing intolerable 
toxicity to the normal liver.

Radioembolisation is associated with high
response rates, both as a salvage measure and
as a first-line therapy for patients with colorec-
tal liver metastases. Large retrospective series
have shown promising results, particularly in
patients with chemotherapy-refractory disease.
These studies have suggested overall response
rates of 17-35% and stable disease rates of 
24-61% [12, 13] and the median survival after
radioembolisation varied from 6.7 months to
17.0 months [14].

One of the interesting features of radioemboli-
sation is its possible combination with systemic
chemotherapy in order to deliver chemoradia-
tion to liver metastases. Such chemoradiation
therapy has been demonstrated as superior to
chemotherapy or radiation therapy alone in
treatment of primary tumours, such as those in
the rectum, pancreas or oesophagus. The first
trial comparing radioembolisation plus syste -
mic chemotherapy (fluorouracil and leucovorin)
with chemotherapy alone as first line therapy
for CRLM reported a significantly higher median
progression-free survival in the radioembolisa-
tion plus chemotherapy group (11.5 months)
compared with the chemotherapy alone group
(4.6 months) with a response rate of 73% vs.
0%, respectively [15]. The median survival was
also significantly improved, with 29.4 months
vs. 11.8 months, but the 21 patients in this
study are not enough to draw definite conclu-
sions. A large multicentre trial is currently on -
going, and is trying to demonstrate the benefit
of radioembolisation + chemotherapy versus
chemotherapy alone in first line (SIRFLOX trial).

Conclusion
Intra-arterial therapy is reaching a new era, due
to new technologies that can be delivered 
in tra-arterially (DEB, Y90 microspheres), due to 

ad vances in image-guidance that allow for
selective delivery, and due to IRs' increasing
skillfullness, which allows for indwelling inter-
arterial catheter placement with a high success
rate. The high concentration of the active 
compounds delivered to CRLM via intra-arterial
the rapies is able to in crease response rates
when compared with the same therapy used
intravenously. Few random ised trials are avail-
able to demonstrate im proved survival of intra-
arterial therapies versus systemic therapies,
and further trials are needed to evaluate the
real benefit of intra-arterial therapies to patient
survival.

References:
1. Folprecht G, Grothey A, Alberts S, Raab HR and Kohne CH

(2005) Neoadjuvant treatment of unresectable colorectal liver
metastases: correlation between tumour response and resec-
tion rates. Ann Oncol 16:1311-9

2. Deschamps F, Elias D, Goere D, et al. (2010) Intra-Arterial Hepa tic
Chemotherapy: A Comparison of Percutaneous Versus Surgi cal
Implantation of Port-Catheters. Cardiovasc Intervent Radiol
EPUB 9(9)

3. Inaba Y, Arai Y, Matsueda K, Takeuchi Y and Aramaki T (2001)
Right gastric artery embolization to prevent acute gastric
mucosal lesions in patients undergoing repeat hepatic arterial
infusion chemotherapy. J Vasc Interv Radiol 12:957-63.

4. Boige V, Lacombe S and de Baere T (2003) Hepatic arterial infu-
sion of oxaliplatin combined with 5FU and folinic acid in non
resectable liver metastasis of colorectal cancer : a promising
option for failures to systemic chemotherapy. JCO 22 Pro -
ceeding of ASCO 2003: abst#291

5. Ducreux M, Ychou M, Laplanche A, et al. (2005) Hepatic arterial
oxaliplatin infusion plus intravenous chemotherapy in colorec-
tal cancer with inoperable hepatic metastases: a trial of the gas-
trointestinal group of the Federation Nationale des Centres de
Lutte Contre le Cancer. J Clin Oncol 23:4881-7

6. Kemeny NE, Melendez FD, Capanu M, et al. (2009) Conversion
to resectability using hepatic artery infusion plus systemic
chemotherapy for the treatment of unresectable liver metas-
tases from colorectal carcinoma. J Clin Oncol 27:3465-71

7. Malka D, Paris E, Caramella C, et al. (2010) Combined Hepatic
Oxaliplatin, Intravenous LV5FU2 and Erbitux. Proc ASCO 2010
abstr 3558

8. Rao P, Pascale F, Seck A, et al. (2009) Evaluation of modes of
irinotecan administration in a rabbit Vx-2 tumour model: early
pharmacokinetics and tumour response .  . Abst. Cardiovascular
and Interventinal Radiological Society of Europe meeting 2009 

9. Muller H, Nakchbandi V, Chatzisavvidis I and von Voigt C (2003)
Repetitive chemoembolization with melphalan plus intra-arteri-
al immuno-chemotherapy within 5-fluorouracil and granulo-
cyte-macrophage colony-stimulating factor (GM-CSF) as effec-
tive first- and second-line treatment of disseminated colorectal
liver metastases. Hepatogastroenterology 50:1919-26

10. Fiorentini G, Alibert C, Benea G, Del Conte A, Tilli M and
Mambrini A (2009) Evaluation at 16 months of a phase III study
comparing TACE-DC beads IRI loaded (DEBIRI) with FOLFIRI (CT)
for patients with nonresectable colorectal cancer (CRC) liver
metastases (LM). Abst 4092 (ASCO meeting) 

11. Fiorentini G, Aliberti C, Montagnani F, Tilli M, Mambrini A and
Benea G (2010) Trans-arterial chemoembolization of metastatic
colorectal carcinoma (MCRC) to the liver adopting polyvinyl
alcohol microspheres (PAM) loaded with irinotecan compared
with FOLFIRI (CT): Evaluation at two years of a phase III clinical
trial. Abst 588 : ESMO 2010 

12. Jakobs T, Hoffmann R, Dehm K, et al. (2008) Hepatic yttrium-90
radioembolization of chemotherapy-refractory colorectal can-
cer liver metastases. J Vasc Interv Radiol 19:1187–1195

13. Kennedy AS, Coldwell D, Nutting C, et al. (2006) Resin 90Y-
microsphere brachytherapy for unresectable colorectal liver
metastases: modern USA experience. Int J Radiat Oncol Biol
Phys 65:412-25

14. Vente M, Wondergem M, van der Tweel I, et al. (2009) Yttrium-90
microsphere radioembolization for the treatment of liver malig-
nancies: a structured meta-analysis. Eur Radiol 19:951–959

15. Van Hazel G, Blackwell A, Anderson J and et al (2004) Random -
ised phase 2 trial of SIR-Spheres plus fluorouracil/leucovorin
chemotherapy versus fluorouracil/leucovorin che mo therapy
alone in advanced colorectal cancer. J Surg Oncol 88(78-85)

Controversies in interventional oncology
Special Session
Wednesday, September 14, 10:00-11:00
Room 13b

Don't miss it !



Special Edition / CIRSE 2011 - Munich

10 Advertisement Tuesday, September 13, 2011

Advertorial

Treating iliofemoral vein thrombosis with Dr. Gerard O’Sullivan

Q: What are the challenges you face in 
treating iliofemoral vein thrombosis?
The biggest challenge is… lack of awareness
that not all deep venous thrombosis is the
same, and that iliofemoral DVT (IF DVT) carries
a much worse prognosis. In addition, there is a
significant lack of awareness of modern inter-
ventional techniques to remove this thrombus
and restore venous patency.

Q: What are the treatment options?
Standard anticoagulation (AC) remains the
gold standard – or at least it will until the
ATTRACT trial publishes in 2015/2016. AC does
not result in thrombus breakdown or removal,
however, and only about 30% of patients with
an IF DVT will have a patent IF segment after
AC alone. So, more aggressive techniques have
evolved, and these include thrombus dissolu-
tion using chemicals, (e.g., tPA) and physical
thrombus maceration and or removal. Surgery
is rarely performed nowadays.

Q: When do you choose to stent?
Almost all patients require a venous stent. As
with arterial thrombosis, once the thrombus is
removed, there is usually an underlying steno-
sis which caused the offending DVT. But in
addition, veins are different to arteries. They
have little muscle in the wall to keep them
open and, conversely, [veins] suffer from much
higher elastic recoil which tends to close them
down. 

Q: What are the benefits of stenting in this
region? 
Keeping veins open is the name of the game.
Venous stents are essential.

Q: What are the challenges of stenting in
this region?
When you walk or sit down, your hips flex to 
90 degrees, so any stents used must have great
flexibility as the stents frequently extend below
the inguinal ligament. But they also need to be
strong – what is known as "hoop strength" – in
order to prop the vein open.

Q: With no venous-indicated stents on the
market until now, some physicians have had
to work off-label. Do you have any concerns
about the use of non-indicated stents in the
iliofemoral veins?
Most stents are designed for arterial circulation
and are poorly suited to deal with venous 
challenges... Veins are diametrically different!

Q: How might the availability of the first
stent specifically designed to treat sympto-
matic venous outflow obstruction in the
iliofemoral veins impact physicians and the
adoption of iliofemoral venous stenting?
It has huge potential; thousands of patients in
Europe have a need for such a stent today, 
provided their symptoms are recognised. It is
actually very surprising to me that nobody has
aimed at this before.

Q: What are the benefits of using the device
for you and your patients? 
There is good level 2 evidence that restoring
venous patency reduces long term sequelae of
venous hypertension.

Q: Are there any limitations of the device?
The work of Neglen, Kolbel, Ivancev, amongst
others, has shown that stents used in the
iliofemoral veins can have good long-term
patency. Further experience will be essential to
prove that this particular stent is the right stent
for the job. Over a three-month period in
Galway, I placed 13 stents in eight patients with
excellent initial results.

Note: To hear more from Dr. O’Sullivan, visit the
Cook Medical Learning Centre on Tuesday, 
13 September at 15:30 for an engaging presen -
tation, Iliofemoral Venous Obstruction.

Financial disclaimer
Dr. O’Sullivan is a paid consultant to Cook
Medical with respect to its medical devices. 

Dr. Gerard O’Sullivan, FRCR FRCPI, is an inter-
ventional radiologist at University College
Hospital Galway, Ireland, and has extensive
experience in treating iliofemoral vein throm-
bosis with thrombectomy and venous stenting.
Here, Dr. O’Sullivan discusses quality of life
issues for patients suffering from iliofemoral
DVT and his experience with using Cook
Medical’s Zilver® Vena™ stent. The Zilver Vena is
the only stent designed specifically to meet the
challenges of iliofemoral venous stenting. 

Q: How might it impact patients’ quality of
life and clinical outcomes?
My patients complain of a number of things:
swollen legs, venous claudication… Most of my
patients are young females for whom an inabil-
ity to walk is a huge issue… One of my memo-
rable DVT patients was a gym instructor prior
to her three quick successive DVTs. 

Q: In your opinion, what is the most impor-
tant thing physicians should know about the
Zilver Vena Venous Self-Expanding Stent?
That it is designed specifically for the venous
circulation system by engineers with 
physicians’ input.

Q: How well does the Zilver Vena address
the challenges of stenting in the iliofemoral
veins?
It is early days yet, but I have been very pleased
so far.

Q: Can you describe the procedure with the
Zilver Vena?
It is a standard endovascular stenting proce-
dure. There are no surprises when using it; non-
jumping, no foreshortening. 

Cook Zilver Vena Stent
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Abbott Vascular, a global leader in endovascu-
lar care, announced the introduction in Europe
of the Armada 35 and Armada 35 LL PTA Bal -
loon Dilatation Catheters, the newest technolo-
gy platform for opening blockages in the renal,
iliac, femoral, popliteal, tibial, and pero neal ar -
teries. Armada 35 is the second product offered
in our Armada balloon family and is available in
lengths up to 250mm and diameters up to
14mm, enabling physicians to treat a broad
range of lesions. Armada's advanced design in -
corporates multi-layer CrossFlex2 balloon tech-
nology, which provides low profiles, flexibility,
and higher rated burst pressures. Armada 35
and Armada 35 LL are built to provide optimal
performance to help streamline procedures from
start to finish. The introduction of the Armada
35 and Armada 35 LL PTA Balloon Dilatation
Catheters demonstrates Abbott's continued
commitment to providing innovative endovas-
cular products to meet physician needs and
potentially improve patient outcomes.

Advertorial

Armada 35 and Armada 35 LL PTA
Balloon Dilatation Catheters 

Smooth navigation to distal vessels with small-
er profile microcatheter – Asahi Intecc intro-
duces the next generation of Stide micro-
catheter, Stridesmooth+. This super-selective
microcatheter has a smaller profile and a larger
inner diameter, compared to the Stride 2.2Fr
microcatheter. This enables easier access to 
distal vessels even in a very tortuous anatomy
and quicker delivery of microspheres or other
embolic materials. For more information,
please visit our booth #136 on the entrance
level.

Contact: Asahi Intecc Co., Ltd. Europe Office
Strawinskylaan 967, WTC Tower D – 9th floor
1077XX Amsterdam, The Netherlands
Phone: +31 20 794 0642 | Fax: +31 20 794 0641
URL: http://www.asahi-intecc.com
Email: aeu@asahi-intecc.com

Xpert Pro Self Expanding 
Stent System

Abbott Vascular, a global leader in endovascu-
lar care, announced the introduction of the
Xpert Pro Self Expanding Stent System for the
treatment of peripheral artery lesions. The
next-generation Xpert Pro features an innova-
tive, tri-layer catheter design which includes an
advanced stabilizer coil that allows precise
stent deployment and placement and a slim,
intra-laced outer sheath that improves deliver-
ability and access for tight anatomies. Xpert Pro
also has customized stent designs for each ves-
sel diameter with thinner struts in small vessels
to minimize vessel lumen reduction. Xpert Pro
provides longer stent lengths up to 100mm
and diameters as small as 3mm – making it an
optimal choice for treating a wide range of be -
low-the-knee (BTK) lesions. The introduction of
the Xpert Pro Self Expanding Stent System 
further expands Abbott's BTK and SFA product
portfolios.

New Product Launches

BIOTRONIK is committed to developing state of
the art medical devices for minimally invasive
vascular intervention.
The introduction of Passeo-14 represents the
next level of this commitment- conceived and
developed through consultation with global ex -
 perts in infrapopliteal angioplasty and utilizing
BIOTRONIK’s profound technological competence.

Passeo-14’s unique design features seek to
address weaknesses common to current
infrapopliteal PTA catheters:
• Stiffened proximal catheter shaft and

hydrophilic balloon coating ensure excellent
push transmission and easy lesion crossing.

• Variable, diameter specific, distal shaft length
means flexibility is optimized.

• Fast balloon deflation and lengths up to
220mm may reduce procedure times.

Combine these features with a wide portfolio,
in cluding dedicated inframalleolar sizes and 
it’s easy to see why Passeo-14 is so eagerly
anticipated.

Passeo-14 is the latest addition to BIOTRONIK’s
comprehensive and unique portfolio. 
4F Solutions: Minimal is optimal.

ABBOTT VASCULAR ASAHI INTECC

Stridesmooth+, Asahi Intecc Co., Ltd.

BIOTRONIK

Passeo-14 infrapopliteal PTA cathe ter.
Developed by experts, for experts.

Interlock™-35 Fibered IDC™
Occlusion System

Mustang™ and Coyote™¹ Balloon
Dilatation Catheters

BOSTON SCIENTIFIC

¹ Coyote™ Balloon Dilation Catheter is pending
CE mark, not available for sale in the EEA

² Average measurements taken by Boston
Scientific (n=3) on 2x120mm balloons. Data on
file. Bench testing may not be representative of
clinical performance.

Familiar tools. Familiar feel.

Boston Scientific is proud to present two new ad -
ditions to facilitate the treatment of chronic to tal
occlusions, designed to be intuitive, easy to hand -
le, they are based on tools familiar to the inter-
ventionalist and offer a choice of either sub inti -
mal re-entry or intraluminal crossing of the CTO.

OffRoad™ is an elegant and simple dual-com-
ponent solution for challenging lesions. Re-
entry is intuitive as the 5.4mm articulating
positioning balloon, tracks over the existing
0.035” (0.89mm) guidewire and then directs the
system, creating a path for the micro-catheter
lancet to re-enter the vessel.

TruePath™ is a powerful new solution for intra-
luminal treatment of chronic total occlusions.
Guidewire-like design with a diamond coated
rotating tip is nearly half the size of some com-
petitive offerings, to facilitate steering and en -
hance crossing lesions. Once positioned the
self-rotating tip works effortlessly to power
across the occlusion.

* OffRoad™ and TruePath™ are pending 
CE Mark, not available for sale in the 
European Economic Area (EEA)

OffRoad™ Re-entry Catheter System
and TruePath™ CTO Device

Accuracy, Power and Precision 

Boston Scientific is pleased to announce a new
addition to its detachable coil family,
Interlock™-35. 

Interlock™-35 has been designed for deployment
accuracy; its interlocking design offers physicians
control, precision, and retractability. It is fiber ed
along the entire length with highly thrombo -
genic Dacron fibers and exists in long coil length
allowing for fast and effective vessel occlusion. 

Interlock™-35 utilizes 5Fr Imager™ II (0.035 and
0.038) catheters. Interlock™-35 comes in a
broad matrix - large diameters, long lengths,
and three coil shapes:
• 2D: Anchorability results from the helical

shape of the coil in constant, consistent 
contact with the wall of the vessel

• Diamond: Occlusive Power is obtained by ta -
pering the proximal and distal coil diameters,
maximizing cross–sectional flow disruption. 

• Cube: Three-Dimensional design allows for
circumferential wall apposition and packabil-
ity in visceral aneurysms.

making it the right tool for a variety of proce-
dures.

Excellence on every dimension 

Boston Scientific is proud to announce two new
additions to its PTA Balloon family, Mustang™
and Coyote™ Balloon Dilation Catheters

Both balloons are based on Boston Scientific’s
new NyBax™ Balloon Material, a proprietary co-
extrusion of Nylon and Pebax™ polymers engi-
neered to provide high-pressure dilatation in a
highly deliverable low-profile balloon.

Mustang™ is a highly deliverable 0.035” (0.89mm)
guidewire compatible PTA balloon that offers
excellent rated burst pressure (up to 24 ATM/
2432kPa) and is the only 7x200mm balloon com -
patible with a 5 F (1.67mm) introducer sheath.
Available in 203 sizes, it provides the broadest
matrix of any available peripheral balloon. 

Coyote™ is an ultra low profile 0.014” (0.36mm)²
guidewire compatible PTA Balloon that meets
the challenges of BTK interventions, with a
0.017”(0.43mm)² lesion entry profile and a
0.031” (0.79mm)² crossing profile combined
with great trackability, pushability and excel-
lent deflation rates, Coyote™ is the PTA Balloon
to get you to, through and treating BTK Lesions 
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New Product Launches

CID (Carbostent and Implantable Device) has
recently launched the EASY FLYPE & EASY
HIFLYPE self-expandable stent.

With this new products CID introduces, on its
Nitinol Stent family, the iCarbofilmTM, who al -
lows a further increase in density of pure Carbon
while reducing it’s overall thickness to <0.3μm.
This innovative technology brings an even closer
similarity to the diamond structure of pure Car -
bon and its exceptional bio/haemo compatibility. 
The new Easy Flype and Easy HiFlype delivery
system guarantees:
• Easy track and reliable lesion crossing.

Provided by the use of flat-wire braiding
which optimizes push/flex performance of
the catheter shaft, also in cross-over 
procedures.

• Smooth device release thanks to the PTFE
coated and braided catheter which mini-
mizes friction between components, increas-
ing flexibility and reducing the risk of kinking.

• Precise positioning. The 3:1 gear reduction
allows micrometric release and sure anchor-
ing of the stent to the vessel wall.

For more information please visit: 
www.cidvascular.com

Eurocor, a European Life Sciences Technology
Corporation specialized in the research, devel-
opment and manufacturing of cardiovascular
and endovascular products, announces the
launch of FREEWAY™ 035, the latest paclitaxel-
eluting PTA balloon catheter technology. This
new DEB catheter is especially designed to
treat atherosclerosis in peripheral arteries e.g.
superficial femoral arteries (SFA). Eurocor’s DEB
technology utilises a 1:1 shellac/paclitaxel coat-
ing, which is released when the balloon is
expanded. In addition to the FREEWAY™ 035
balloon line Eurocor offers a full dedicated
product line for below the knee artery treat-
ment, FREEWAY™ 014 for the treatment of
patients with Critical Limb Ischemia (CLI).

Early clinical experiences suggest that the tech-
nique reduces rates of restenosis in patients
undergoing angioplasty in femoropopliteal ar -
teries and arteries below-the knee, with no ad -
ditional adverse events. Three randomized pro -
spective clinical trials initiated for FREEWAY™
drug-eluting balloon have already entered into
their critical phase.

Our proprietary system for chemosaturation is
designed to administer high dose chemothera-
py and other therapeutic agents to diseased
organs or regions of the body, while controlling
the systemic exposure of those agents. Our ini-
tial focus is on the treatment of primary and
metastatic liver cancers. In 2010, we concluded
a Phase III metastatic melanoma study, and
recently completed a multi-arm Phase II trial to
treat other liver cancers. We received CE Mark
approval for the Hepatic CHEMOSAT® delivery
system in April 2011, and expect to file for FDA
approval of our system in the United States by
the end of 2011. 

CID VASCULAR DELCATH EUROCOR

FREEWAY™ 035 PTA 
drug-eluting balloon 

EV3

DURABILITY 200: More Clinical Evi -
dence for 200mm Stents in the SFA

The Cotavance® drug eluting balloon, devel-
oped by MEDRAD, INC., a global interventional
business of Bayer HealthCare, is the first and
only peripheral drug eluting balloon with
Paccocath® Technology, a proprietary drug
matrix applied to the balloon of an angioplasty
catheter for the treatment of narrowed blood
vessels associated with PAD. 

Paccocath technology is the most studied, pro -
ven, and published DEB technology. Positive
long-term clinical results from the THUNDER
and FEMPAC studies show that interventional
procedures using Paccocath technology keep
vessels open wider over time compared to
standard angioplasty and published reports of
other current standard-of-care therapies.
Patients treated with Cotavance DEB experi-
ence durable outcomes characterized by lower
restenosis rates and improved quality of life.

Cotavance® Product
Announcement for CIRSE

Finally, a hydrophilic guide wire with TRUE 
one-to-one torque and lasting lubricity! Merit
Medical proudly introduces the Merit Laureate®
Hydrophilic Guide wire.

Clear clinical benefits:
• Exceptional one- to- one torque ratio
• Rapid vessel selection 
• Enhanced lesion cross-ability
• Longer lasting lubricity

Join us at booth #128 for a hands-on com -
parative demonstration of this exciting new
hydrophilic guide wire!   

A New Era in Hydrophilic Guide Wires

Medtronic presents the new Kyphon® Xpede™
Bone Cement. This cement is indicated for the
treatment of pathological fractures of the ver-
tebral body. It is designed to meet the specific
needs of the minimally-invasive Kyphon® Bal -
loon Kyphoplasty procedure, doughing quickly,
yet giving the physician sufficient time for care-
ful, surgical introduction and controlled delivery.

Kyphon® Xpede™ Bone Cement is more than
twice as quick to dough compared to Kyphon®
HV-R® Bone Cement, giving the physician the
ability to help more patients faster. Kyphon®
Xpede™ Bone Cement enables easier intra-
operative planning and helps physicians gain
time in their procedures. Plus, Kyphon® Xpede™
Bone Cement provides all of the great handling
characteristics our customers have grown to
expect from Medtronic, the inventor of balloon
kyphoplasty.

MEDRAD MERIT MEDICAL MEDTRONIC

Laureate Hydrophilic Guide Wire

Advertorial

Drs. Bosiers, Deloose and Peeters implanted
200mm Protégé™ EverFlex™ stents (ev3 Inc.,
Plymouth, USA) in TASC C-D femoropopliteal
lesions over 150mm long in 100 Rutherford 
2-5 patients. Primary endpoint was primary
patency at 12 months by DUS (PSVR < 2.4).
Per patient 1.6 200mm Protégé™ EverFlex™
stents were implanted. Mean lesion length was
242mm (160-450mm). At 12 months: primary pa -
tency was 64.8%, freedom from TLR was 68.2%,
ABI and Rutherford class improved signi ficantly
(p < .0001), stent fracture rate was 6.0% per
patient with only one loss of primary patency.
The authors concluded: “The DURABILITY 200
results show an acceptable primary patency
rate in TASC C and D lesions, the findings war-
rant further investigation. The release of more
SFA stent data will increase our understanding
of the effect of stent design”. 
Published online in June 2011 in the Journal of
Vascular Surgery.
For more information, visit the ev3 – Covidien
booth at CIRSE.
Indications, contraindications, warnings and
instructions for use can be found in the product
labeling supplied with each device.
EverFlex is a trademarks of ev3. ©2011 ev3. 
All rights reserved. 115420-001 (A) JUN/11 – Intl.
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Our best 6F stent system ever. The unique
micro-mesh design for excellent vessel wall co -
verage in combination with elaborate electro-
polishing into the farthest corners makes this
nitinol stent truly unique in comparison exist-
ing stent on the market. The smooth finish of
the stent surface with perfectly rounded cor-
ners reduces reactions and irritations of the
intima and rendering the structure extreme
durable. sinus-SuperFlex-635 guarantees both
optimal vessel adaptation and maximal flexibil-
ity without compromising radial force. The
stent ends with closed-cell design and radio -
paque markers ensure excellent visibility facili-
tating vessel wall fixation. Its well proven 6F
application system, with 1:1 rotational control
allowing pin-point placement, is tapered to an
.035i guide wire, and is ideally suitable for
cross-over technique.

Advertorial

sinus-SuperFlex-635

At CIRSE 2011, Philips is introducing a new
therapy application for its Sonalleve MR-HIFU*
therapy platform, specifically for the palliative
pain treatment of bone metastases. The
Sonalleve MR-HIFU therapy platform was first
launched to offer a non-invasive alternative to
traditional surgical treatments for uterine fib -
roids. It combines magnetic resonance (MR)
imaging with high-intensity focused ultrasound
(HIFU) therapy. This treatment technique 
minimizes patient discomfort.

Many cancer patients develop metastases in
the bones at the latter stages of their disease,
which can cause severe pain. Sonalleve MR-
HIFU is now introducing a palliative pain treat-
ment of bone metastases, and offers a non-
invasive alternative to traditional treatments.
Broader coverage and easier patient workflow
solutions have also been added to the MR-HIFU
platform. See a demonstration at Philips booth,
111. 

* Not available for sale in North America

NyloTrack-35

The new semi-compliant PTA-balloon catheter
offering 5F sheath compatibility. The low pro-
file tip design, the radiopaque markers and the
durable nylon balloon enable a safe and easy
use for the interventionalist.

All parts, from tip to hub, are perfectly matched
together and achieve the highest scores in
inflation-deflation times, rated burst pressure,
rotational control and kink resistance.
Tapered to an .035i guide wire the balloon
catheter offers excellent torque control and
passage through extreme, calcified stenoses or
occlusions. The re-wrapping feature of the 
balloon facilitates re-entry of the catheter and
multiple inflations. The NyloTrack-35 sets new
standards in balloon dilatation.

New Product Launches

The new EVAR software module on the
PROcedure Rehearsal Studio allows clinicians to
create a patient specific 3D anatomical model
based on a patient’s CT for the purpose of sim-
ulating, analyzing and evaluating preoperative
endovascular abdominal aortic aneurysm re -
pair for surgical treatment options. The generat -
ed 3D model is loaded onto the Simbionix
ANGIO Mentor to allow physicians to practice
using a stent graft system including aortogra-
phy, precise deployment of the bifurcated and
contralateral leg stent graftcomponents, de -
ployment of iliac and aortic extensions and
touch-up ballooning. 

Simbionix is the world’s leading provider of si mu -
lation, training and education solutions for me -
dical professionals and the healthcare industry.
With its full array of MIS simulators, PROcedure
Rehearsal Studio, MentorLearn Simulator
Training Management, and online Simposia
Clinical Practice Communities, the company is
committed to advancing clinical preformance
and optimizing procedural outcomes through
education and collaboration.

OPTIMED PHILIPS

Philips to launch a new application
for Sonalleve MR-HIFU therapy 
platform during CIRSE 2011 

SIMBIONIX

Misago® now available in 
4 new sizes 

Radifocus® Glidewire AdvantageT now
available in 0.014" and 0.018" sizes

Introducing the first radical break-
through in bone biopsies in over 
50 years

TERUMO VIDACARE

Terumo is proud to announce the launch of
Senri, a 0.018" RX low profile PTA balloon
catheter. The new product is available in 
3 to 8mm balloon diameters intended to cover
the entire lower limb area. This product is r
ecommended as a daily workhorse due to its
balanced overall performance and reliable
Japanese quality. Senri has pushability compa-
rable with OTW systems due to its hybrid shaft
structure. Once your try this new product, it
will likely become one of your essentials.

Terumo launches Senri®, a new 
low profile balloon catheter

Terumo has now expanded the range of its
Misago RX 0.035" self-expanding stent to
include the following new sizes: 6x120mm,
6x150mm, 7x120mm, 7x150mm. The Misago
unique rapid exchange delivery mechanism
provides precise stent deployment even in
longer stents. The reliable long-term safety and
efficacy of the MIsago stent, which have been
proven in current clinical studies, are now 
available in sizes to treat extra-long lesions. 

Terumo is pleased to introduce its newest gene -
ration of peripheral guidewires: the Radifocus®
Glidewire AdvantageT now available in 0.014"
and 0.018" sizes!   
Specifically designed for below-the-knee and
femoro-popliteal procedures, the Radifocus®
Glidewire AdvantageT hybrid technology pro-
vides an optimal combination of advantages:
Durability: Outstanding anti-kinking perform-
ance and shape retention capability thanks to
Nitinol core material and M Coat® hydrophilic
coating. Crossability: Optimal sliding ability 
due to 25cm distal portion with M Coat® hydro -
philic coating. Maneuverability: Complete con-
trol of navigation with the Nitinol shaft and 
high stiffness. Device support: An extra-stiff pro -
ximal core shaft with the unique spiral PTFE coat -
ing which provides efficient device support and
very smooth sliding even in complex anatomies.

Clinical benefits of the Radifocus® Glidewire
AdvantageT 0.014" and 0.018" include:  
Reduced risk of complications, Shorter proce-
dure time, Decreased fluoroscopy time,
Reduced contrast usage.

Radifocus® Glidewire AdvantageT 0.014" and 0.018"
are available in 2 different lengths: 180 or 300cm

OnControl, the first significant advance in bone
biopsy technology, gives clinicians the ability
to effectively, safely and rapidly obtain superior
samples.

A lithium-powered driver advances the needle
with speed, ease and precision into the bone or
marrow, and a threaded cannula effectively
“grabs” the sample. The result is exceptional
quality core samples obtained quickly and 
consistently.

This advanced system gives clinicians an excel-
lent alternative to find and diagnose bone-
related disorders, including more options for
access.

Visit us at the 2011 CIRSE Conference in Munich
at Booth #241, 1st level.

For information and supporting research,
please visit www.vidacare.com.
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Therapy options in high and low
flow vascular malformations
J.P.Burnes (Clayton, VIC/AU)

New advances in endoluminal
technology for treating abdominal
aortic aneurysms
A. Holden (Auckland/NZ)

Thoracic duct interventions
S.M. Lyon (Melbourne, VIC/AU) 

The CIRSE Meets sessions offer an
opportunity for different IR groups
to present their work and perspec-
tives to CIRSE delegates, helping
us all to expand our understanding
of global and local IR trends and
issues.

This year, we are delighted to 
welcome our new corresponding
group members, the IR Society of
Australasia. 

Their three speakers will discuss
latest developments in IR, and
how frequently occurring condi-
tions are treatment in their 
country:

Expand your horizons - 
join us today at 10:00 in Room 14a!

CIRSE Meets… Australia and New Zealand



O' zapft is!
It’s Oktoberfest!

Oktoberfest is perhaps the most famous of
all German institutions. While being a singu-
larly local affair, the traditions and quirks of
the annual festival are many people’s first in -
troduction to the country, and are largely re -
sponsible for foreign perceptions of Germany.

The 201-year-old festival is the world’s largest
fair, which nowadays attracts more than 5 mil-
lion visitors annually. Most of these merry-
makers come from Bavaria, but an estimated
15% come from abroad, with thousands of 
visitors flocking from Europe, America,
Australia and the Far East. 

The event is held from late September till the
first weekend of October at the Theresienwiese,
near the centre of Munich. It originally took
place during the 16 days leading up to the first
Sunday in October, but following German re -
unification, the timetable was altered to always
include German Unity Day, which falls on
October 3rd. Thus, the festival now varies in
length from 16-18 days. 

Only beer brewed within the city limits is allow ed
to be served. The exclusive club of Oktober fest
beer brewers includes Augustinerbräu, Hacker,
Pschorr Bräu, Hofbräu, Löwenbräu, Paulaner bräu
and Spatenbräu. Beers are served in specially
constructed tents – currently, there are 14 large
tents and 20 small ones at the Oktoberfest.

The growth of a legend
Over its 201 year history, the Oktoberfest has
grown and changed. Since 1950, the festival
has followed the same traditional opening cer-
emony. This is marked with a twelve gun salute
and the tapping of the first keg at midday by
the incumbent Mayor of Munich. He then cries 
"O' zapft is!" ("It's tapped!") and serves the first
beer to the Minister-President of Bavaria.

A hundred years earlier, an annual parade was
introduced. Each year, 8,000 people in tradi-
tional costume walk through the centre of
Munich, from Maximilian Street to the
Theresienwiese. The march is led by the
Münchner Kindl, the city’s mascot.

• Hefeweizen – an unfiltered wheat beer (Hefe
= yeast)

• Märzen – medium body, malty lagers that
come in pale, amber and dark varieties, and is
the traditional Oktoberfest beer (5.2-6% ABV)

• Pilsener – a pale lager with a light body and
prominent hop character (4.5-5% ABV) 

• Helles – a pale Bavarian lager (4.5-5% ABV)
• Dunkles – a dark lager, sweet and malty 

The alcohol-by-volume, or ABV, content of
beers in Germany is usually between 4.7% and
5.4% for most traditional brews. However, some
(such as Bockbier or Doppelbock) are stronger
than many wines, with an alcohol content of
up to 16%.

Food
While the main highlight is undoubtedly the
beer, there is also plenty of food available to
help soak it up. In 1881, the first bratwurst was
served at Oktoberfest, and since then, all man-
ner of traditional food has been introduced.

Snacks such as Würstl (sausages), Brezn
(Pretzel), Weisswurst (a white sausage) and
Obatzda (a spiced cheesey spread) are a great
accompaniment to your beer, and the hungrier
patron should try the local Schweinsbraten
(roast pork), Schweinshaxe (grilled ham hock),
Hendl (chicken) or Steckerlfisch (grilled fish on
a stick), most of which are served with Knödel
(potato or bread dumplings), Sauer kraut or
Blaukraut (red cabbage). Moizeit!

Traditional dress
Many Oktoberfest patrons wear traditional
dress, which is referred to as Tracht. Men wear
the familiar Lederhosen, short leather breeches
with a flap at the front. These were originally
the clothes of the working man, as the leather
was hard-wearing and easy to clean. In fact,
many claim they don’t need to be cleaned at all
– a helpful shop assistant kindly informed me
that “je fleckiger und speckiger, desto besser” (the
grubbier and greasier, the better). Indeed, it is
also a popular idea that inherited lederhosen
are better, as they only get broken in properly
after the first generation. 

These traditions have all become part of the
annual festivities. Oktoberfest has been can-
celled 24 times in its history, due to either war,
disease or, in one case, inflation.

A passion for beer
But these parades and ceremonies are mere
side-shows – the real joy of Oktoberfest is the
artisan beer of the Munich breweries. These
well-crafted masterpieces deserve their excel-
lent reputation. German beer has always been
a matter of national pride, and up until 1988, it
was brewed exclusively according to the
Reinheitsgebot, or German Purity Laws. Origi nal -
ly, this decreed that the only ingredients that
could be used in the production of beer were
water, barley, and hops. Later, yeast be came the
fourth legal ingredient, and for top-fermenting
beers the use of sugar is also permitted. Before
its official repeal, it was the oldest food quality
regulation in the world, and al though no
longer enshrined in law, many Ger man brewers
still adhere to it as a matter of principle.

These delicious beers are served in the familiar
Maß, a litre-sized glass tankard. Currently, you
can expect to pay between €8-9 for a litre –
expensive by German standards, but neverthe-
less, in 2007, almost 7 million litres of beer
were consumed during Oktoberfest.

Unsurprisingly, not all are cut out for such rev-
elry, and many visitors forget that Oktoberfest
beer has 5.8-6.3% alcohol, as well as a high
sugar content. Alongside the fun and frolics,
you can expect your Oktoberfest visit to feature
the Bierleichen (German for “beer corpses”) who
fall by the wayside. As a result, the German Red
Cross can be seen on site, gently tending to
those who over-indulge. 

Another thing visitors may not be expecting is
the sheer range of beer available. In a country
where beer-making is considered a sacred art,
many varieties of the bubbly beverage are to
be found. Here is a short selection of some you
can expect to meet in Munich:

• Weizenbier/Weißbier: wheat beer (Weizen =
wheat; weiß = white)

Nowadays, they are mostly worn as leisure
wear, predominantly at festive occasions. This
shift dates from the 1880s, when clubs to pre-
serve traditional cultural emblems were found-
ed in Munich and other large cities. This led to
a resurgence of tracht-wearing, which is still
going strong today.

Many women at Oktoberfest can be seen sport -
ing Dirndls, traditional dresses that consist of a
bodice, full skirt, blouse and long apron. Al -
though a simple, peasant style, a properly tai-
lored dirndl can be quite expensive. The dirndl
is worn as everyday dress by many older 
wo men in rural areas. Other women may wear
it at formal occasions, and it is often worn by
women working in tourism or waitressing in
traditional-style restaurants or biergartens. 

The outfit is often completed with jewelry made
either of silver or of the teeth or antlers of ani-
mals.  The apron is sometimes used to indicate
the wearer’s marital status: a knot tied to the
left means she is single, to the right means that
she is married or otherwise “taken”, and a knot
at the back marks the wearer as a widow.

Also popular among men are the Tirolerhüte,
which are traditional hats with a tuft of goat
hair. Traditionally, goat hair was expensive and
hard to come by, and the more goat hair on
your hat, the higher your social standing. The
advent of synthetic goat hair has changed this,
but the hats are still very popular.

Raise a Maß to CIRSE!
These traditions are all part of the joys of Okto -
berfest, a riotous and exuberant celebration of
all things Bavarian. This year’s Oktoberfest
starts on the 17th of September, and any con-
gress delegates who are staying longer should
take this opportunity to attend the world’s lar -
gest party. Whether or not you decide to wear
your dirndl or lederhosen, be sure to try the
famous sausages, beer and carnival atmosphere.
Those who cannot stay that long can have a
taste of the experience at our CIRSE Farewell
Party in the Löwenbräukeller tonight. 
O' zapft is!
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