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COMMENT

THE CHIMERIC NIHILISM OF GERIATRICS

To the Editor: Alfonso Quijano, the main character of the
novel Don Quijote de la Mancha, is a madman who pursues
a goal all of his own that others think of as futile.1 Sisyphus,
another hero of sorts, was condemned to the useless effort
of eternally pushing a rock to the top of a hill only to see it
roll down over and over again.2 In contrast, Bellerophon,
grandson of Sisyphus, became famous for a more goal-
oriented and arguably more useful achievement; he hunted
down and killed the Chimera (a frightful mythological mon-
ster whose body was composed of parts of several different
animals).3 Albert Camus wrote that even the most appar-
ently useless activity might instead be directed toward high-
level objectives that bear fruit in the long term and become a
reason for inner satisfaction.2

As illustrated in the Thomas Cole’s painting “The
Voyage of Life,” the boat that the voyager guides modifies
its destiny according to changes in the landscape. That
today large portions of the population get to grow old is a
huge achievement that comes with a great responsibility of
care and protection. Ergo, as geriatricians, we have clearly
stated that older adults should receive care that is unique
and holistic, which has strongly distinguished our
approach from those of other specialties.

Clearly defined entities already exist that characterize
the targets of beneficial interventions for older adults (e.g.,
disability, falls, delirium, depressive symptoms, quality of
life).4–6 Geriatricians have left a strong imprint on each of
these examples by optimally describing stand-alone and
accurately defined conditions.

Yet, in geriatrics, there are a number of chimeras, a
mishmash of entities, perhaps as a result of difficulty
understanding and defining geriatric problems; by forget-
ting the original call to pursue a career in older adult care,
some professionals give birth to hybrids that mimic what
other specialties commonly do with their “stand-alone dis-
ease approach.” Using chimeras is, for geriatricians, a
flawed way of revealing new paradigms. Creating chimeras
is not different from Sisyphus’s task; researchers can easily
add new and different pieces over and over again, only to
be forced to begin anew each time.

In this context, it is by no means trivial the attention
that has been granted to the “p-hacking” problem. Chasing
the chimeras in the different databases without a clear
hypothesis while waiting for the longed-for “P < .05” to
make its appearance does not help in the battle for survival
in geriatrics. Attributing a new name to a well-established
negative condition is not a guarantee of novelty or clinical
or research relevance. For example, we have long known
that the physical and cognitive domains of the older individ-
ual are closely related. Do we need to develop new ways of

stating this? Do we need to operationalize conditions as
“cognitive frailty” or “osteosarcopenia” to reinforce once
more the association between the two? The urge to give a
new name to something known for decades in geriatrics may
simply indicate a weakness in spreading our ideas and evi-
dence. Instead of generating further evidence, we make a
name change in the false hope that the message will get
through. We strive to obtain easy and immediate success by
generating a chimera that will simply create confusion and
misunderstandings, although every geriatrician knows (or
should know) that chimeras are clinically irrelevant; they
will not change geriatric practice and are conducive to a
nihilism of sorts in our discipline: if everything goes, nothing
really matters. Nihilism is a philosophical doctrine that
denies the existence of several aspects of life.7 For a nihilist,
it is worthless to pursue anything if the result will not
change. The lack of respect that the discipline of geriatrics
has endured might be justified if geriatricians start chasing
these mythological monsters, if they take up this kind of chi-
meric nihilism and forget the real tasks they are called for.

Some lucidity as to what the objective of our disci-
pline should be is in order. It is pivotal to advance in the
practical care of older adults without looking for vague,
artificial, and contentious definitions that add nothing to
what we already know.

Quoting Nietzsche, “When nihilism prevails in some
disciplines, these will change their values and progress into
a better future.”7
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RESEARCH

REVASCULARIZATION IN INDIVIDUALS AGED 90
AND OLDER WITH CRITICAL LOWER LIMB
ISCHEMIA

To the Editor: As a consequence of the rise in life expec-
tancy, people aged 90 and older increasingly need evalua-
tion for critical limb ischemia (CLI) and are potential
candidates for infrainguinal revascularization.1 These indi-
viduals typically have multilevel vascular lesions and severe
vascular bed disease and are therefore likely to have car-
diovascular comorbidity.2,3 In this context, autologous
vein bypass is considered the main treatment option,
although thanks to technical advances, endovascular pro-
cedures may offer similar results with lower related
morbidity.4,5

Few published series have studied the population aged
90 and older specifically.6 The goal of the current study
was to evaluate whether the revascularization approach in
these individuals fulfills a set of security and efficacy crite-
ria generated from surgical results in a validated historical

cohort for infrainguinal procedures in individuals with
CLI.

The Society for Vascular Surgery (SVS) recently pro-
posed a series of objective performance goals (OPGs)7,8

generated from a historical cohort of individuals who
had undergone autologous bypasses adjusted for risk
subgroups obtained from randomized trials.9 They allow
the security and efficacy of new revascularization proce-
dures in individuals with CLI to be evaluated using a
noninferiority analysis, using the validated historical
cohort as control group (Table 1). The results were ana-
lyzed according to the OPGs for CLI evaluation in indi-
viduals at high clinical risk of poor revascularization
outcomes (aged >80, with trophic lesions) (N = 136 pro-
cedures).

A 30-day security OPG was considered to be fulfilled
if the upper limit of the cohort’s 95% confidence interval
(95% CI) was below the reference OPG. For efficacy,
OPGs were considered to be fulfilled if the lower limit of
the cohort’s 95% CI was above the reference OPG.
Survival and limb salvage rates were calculated using the
Kaplan–Meier method and compared using the log-rank
test.

The local investigation ethics committee approved
the trial protocol, which was conducted according to the
most-recent amendments to the Declaration of Helsinki
and in adherence to good clinical practice guidelines.
Written informed consent was obtained from all partici-
pants. The study was registered on www.clinicaltrials.gov
(www.ClinicalTrials.gov; identifier: NCT02517840).

Between 2002 and 2012, 53 individuals aged 90 and
older were admitted to the Department of Angiology and
Vascular Surgery, Getafe University Hospital, Getafe,
Madrid, Spain, with CLI who were candidates for revascu-
larization. The diseased limb was considered nonrevascu-
larizable in 34 (64%) participants because of an unviable
trophic or inaccessible diseased vascular bed; in 16 of
these (30%), amputation was performed, and the other 18
(34%) were treated conservatively. The remaining 19
(36%) participants underwent infrainguinal revasculariza-
tion procedures.

After excluding participants who required primary
limb amputation, global limb salvation rate at 12 months
was 79%; no statistically significant differences were
observed between participants who underwent revascular-
ization (80%) and those treated conservatively (84%)
(hazard ratio (HR) = 0.95, 95% CI = 0.75–1.15, P = .10).

Twelve-month survival was 53%. The revascularization
group had a lower survival rate (56%) than conservatively
treated participants (64%), but the difference was not statis-
tically significant (HR = 0.87, 95% CI = 0.72–1.12,
P = .30). Survival rates were higher in the revascularized
(56%, HR = 4, 95% CI = 2.7–5.8, P = .04) and conserva-
tively treated participants (64%, HR = 4.5, 95% CI = 2.9–
6.5, P = .02) than in those who underwent primary amputa-
tion (14%).

Security outcomes and OPGs at 30 days and efficacy
outcomes and OPGs at 12 months in individuals who
underwent revascularization are shown at Table 1.

The incidence of major adverse events and cardiovascu-
lar events at 30 days was greater, albeit nonsignificantly, in
the cohort aged 90 and older than in the subgroup of
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