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Figure 1. Location and innervation of
arterial baroreceptors.
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Carotid Sinus Stimulation: evolutions in the
technology but still more research is needed

Stimulator leads
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Central arteriovenous anastomosis for the treatment of

patients with uncontrolled hypertension (the ROX CONTROL
HTN study): a randomised controlled trial

Melvin D Lobo, Pawl A Sobotka, Alice Stanton, John R Cockcroft, Neil Splke Eamaon Dolgn Markws van der Giet, Joachim Hoyer, Stephen 5 Furniss,

John P Foran, Adam Witkowski Andrzej Januszewicz, Danny Schoord Benno | Rensing, Benjamin Scott, GAndré Ng,
Christian Ott, Roland E Schmieder, for the ROX CONTROL HTN Investigators

Summary
ARTE R I O _ VE N U S Background Hypertension coniributes to cardiovascular morbidity and mortality. We assessed the safety and efficacy
of a central iliac arteriovenous anastomosis to alter the mechanical arterial properties and reduce blood pressure in

CO U P L E R D EVI C E patients with uncontrolled hypertension.

Methods We enrolled patients in this open-label, multicentre, prospective, randomised, controlled trial between
October, 2012, and April, 2014, Eligible patients had baseline office systolic blood pressure of 140 mm Hg or higher
and average dayvtime ambulatory blood pressure of 135 mm Hg or higher systolic and 85 mm Hg or higher diastolic
despite antihypertensive treatment. Patients were randomly allocated in a 1:1 ratio to undergo implantation of an
arteriovenous coupler device plus current pharmaceutical treatment or to maintain current treatment alone (control).
The primary endpoint was mean change from baseline in office and 24 h ambulatory systolic blood pressure at
6 months. Analysis was by modified intention to treat (all patients remaining in follow-up at 6 months). This trial is
registered with ClinicalTrials.gov, number NCT01642498.

Findings 83 (43%) of 195 patients screened were assigned arteriovenous coupler therapy (n=44) or normal care (n=39).
Mean office systolic blood pressure reduced by 26.9 (SD 23 -9) mm Hg in the arteriovenous coupler group (p<0-0001)
and by 3-7 (21-2) mm Hg in the control group (p=0-31). Mean systolic 24 h ambulatory blood pressure reduced by
13.5 (18.8) mm Hg (p<0.0001) in arteriovenous coupler recipients and by 0.5 (15.8) mm Hg (p=0-86) in controls.
Implantation of the arteriovenous coupler was associated with late ipsilateral venous stenosis in 12 (29%) of 42 patients
and was treatable with venoplasty or stenting.

Interpretation Arteriovenous anastomosis was associated with significantly reduced blood pressure and hypertensive
complications. This approach might be a useful adjunctive therapy for patients with uncontrolled hypertension.

Funding ROX Medical. LANCET 2015
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RENAL SYMPATHETIC DENERVATION

International Journal of Hypertension
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FIGURE 6: Afferent and efferent sympathetic innervations of the kidney.
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Cathete r-based RDN: where do we stand?
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Resistant hypertension

Recommendations | Class | Level -‘

In resistant hypertensive patients it is recommended that physicians check
whether the drugs included in the existing multiple drug regimen have any BP
lowering effect, and withdraw them if their effect is absent or minimal.

Mineralocorticoid receptor antagonists, amiloride, and the alpha-1-blocker
doxazosin should be considered. if no contraindication exists.

In case of ineffectiveness of drug treatment invasive procedures such as renal
denervation and baroreceptor stimulation may be considered.

Until more evidence is available on the long-term efficacy and safety of renal
denervation and baroreceptor stimulation, it is recommended that these
procedures remain in the hands of experienced operators and diagnosis and
follow-up restricted to hypertension centers.

It is recommended that the invasive approaches are considered only for
truly resistant hypertensive patients, with clinic values 2160 mmHg SBP or
=110 mmHg DBP and with BP elevation confirmed by ambulatory BP
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European Heart Journal Advance Access published April 25, 2013

FASTIRACK CURRENT OPINION

European Heart journal
surorean  doi:10.1093/eurheartj/eht154
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CARDICLOEGY *

Expert consensus document from the European
Society of Cardiology on catheter-based renal
denervation’

Felix Mahfoud', Thomas Felix Liischer?, Bert Andersson’, Iris Baumgartner?,
Renata Cifkova®, Carlo DiMario®, Pieter Doevendans’, Robert Fagard?, Jean Fajadet’,
Michel Komajda'®, Thierry LeFevre!!, Chaim Lotan'2, Horst Sievert®,

Massimo Volpe!*13, Petr Widimsky'®, William Wijns'’, Bryan Williams'$,

Stephan Windecker'?, Adam Witkowski?®, Thomas Zeller?'!, and Michael Bohm'
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RDN Trials in HTN

Is safe? No safety issues during a 3

years follow -up

Is efficacious in reducing high BP?
No defined answers
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Simlycity HTN | study

Symplicity HTN-1: Results lasting to 3 years
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p <0.01 for A from baseline for all time points.
Data is reported only on the patients available at each time point.

Krum H, et al. Lancet. 2014 Feb 15;383(9917):622-9
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Efficacy end-points: Not met
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Figure 1. Primary Efficacy End Point. Denervation Sham

Bhartt D, et al. NEJM 2014.






