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Natural History of Atherosclerotic
Lower Extremity PAD




Claudication
claudicare ... to lImp

More frequently single segment disease
Aortoililac more disabling than femoropopliteal
Mortality approx 5% /year

Limb loss est. 1 -2% /year

Revascularization 5% /year




Impact of Lifestyle-limiting
Claudication on QOL

Varies with individual:
Vocation
Social factors
Patient’s expectations
Medical problems

Therapy must be individualized




Options in Limb Revascularization
for claudication

Endovascular reconstruction options

Percutaneous transluminal angioplasty (PTA)
Stents (selective)
Numerous adjuncts

Endovascular-first strategy now widely accepted

Surgical reconstruction options

Aortoiliac / aortofemoral reconstruction

Femoropopliteal bypass (above knee and below
knee)

Femorotibial bypass

Hybrid technigues




Indications for Revascularization in the
Patient With Intermittent Claudication

A predicted or observed lack of adequate response
to exercise therapy and pharmacotherapies.

Presence of a severe disability, either being unable
to perform normal work or having very serious
Impairment of other activities important to the
patient.

Hirsch AT, et al. J Am Coll Cardiol. 2006;47:e1-e192.




Indications for Revascularization in the
Patient With Intermittent Claudication

Absence of other disease that would limit exercise
even If the claudication was improved (e.g.,
angina or chronic respiratory disease).

The individual’s anticipated natural history and
prognosis.

The morphology of the lesion
Intervention is low risk
high probability of initial and long-term success

Hirsch AT, et al. J Am Coll Cardiol. 2006;47:e1-e192.




Indications for Revascularization in the
Patient With Intermittent Claudication

The morphology of the lesion
Intervention is low risk
high probability of initial and long-term success

Measure of outcome:

Patency of the intervention is necessary for symptom
relief (as opposed to limb salvage in CLI)

? The “endo-first...always” strategy in the (fairly) young, fit,
(previously) active patient with adequate GS vein and a
TASC D lesion




Claudication: Options for Revascularization
Percutaneous Intervention

— Focal lesions with good inflow and runoff '
e Shorter, stenoses over occlusions

— Single level of disease

— Significant medical risk factors
— Lack of autologous conduit

— Vigilant follow-up, recurrence can be
retreated (often endovascularly)

— CARE not to treat so as negatively impact
surgical bypass options




Claudication: Options for Revascularization
Surgicall byp.

Diffuse, multifocal or multilevel disease
—~emoral or tibial bifurcation disease ' F

_esions across flexion creases
« (CFA, POP) e_
Failure of percutaneous interventionf§

But...advanced interventional techniques
allowing more successful percutaneous Tx




MRA and CTA

Planning

Interventional strategy
- conservative vs
percutaneous Vs

surgery
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Endovascular opilons for claucdication
Aorto-1llac Interventlorn

BE, SE, or stentyrafts for awortic lesions

BE stents for llizac bifurcation

— Precision of placernent nigner radizl force, xissing stent tecnnigue o
nardle dist rlJ aoriic disease

SE stents for EIA

DO NOT stent across inguinal ligarment or Jail
profunda

Consider nyorid OR/endo case If CFA disease
present



Aorio -lliac occlusive Di
(Leriche Syndrome)
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Durapllity of Surgical Interventions for

Inflow Irmnorovernernt
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rlyorid surgical-endo option for
inflow procedure

o CRA endarterectorny/orofundaplasty, witn proirneal ilizc
artery interverniorn
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Flyorid surgic al enr‘l@ optlon for
inflow procedure
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rlyorid surgical-endo option for
inflow procedure

o CFRA endarterectorny/orofundaplasty, witn iliac ariery
Interventior



encolurninal iliac artery pypass, with CRA
endarierectorny and reconstruciion




encolurninal iliac artery pypass, with CRA
endarierectorny and reconstruciion




encolurninal iliac artery pypass, with CRA
endarierectorny and reconstruciion




encolurninal iliac artery pypass, with CRA
endarierectorny and reconstruciion




encolurninal iliac artery pypass, with CRA
endarierectorny and reconstruciion




encolurninal iliac artery pypass, with CRA
endarierectorny and reconstruciion




Encolurninal iliac ariery pypass, with CFA
endarierectomy and profuncaplasty




Long -terrn resulis of cornpined cormnmor)
fernoral endarterec _r.om/ and lliac stenting/stent

r

crafiing for occlusive disease,

2,

Section of Vascular Suryr/, Dartrnoutr-rlitchcock
Medical Center, Lebanorn, N

— METHODS: Patients undergoing CF
emrlrlr"rere@rom/ witr sirnultaneous JIJ c steniing/sient
grafiing petweern 1997 and 2008 were rei; (]
reviewead.,

— SULTS: 171 patients Indications were rest pair
("/%) tissue loss (22%), and claudicaiior (ZLF%)

— EIA 1IN 39%, compined CIA and EIA lesions 1In 61% .
— Cornplete CIA/EIA occlusions in 41%.

— Sitent gra;f'ts used in 41% of patlenis. Fe crinical
success in 98%. Clinical improvernent in 92%.

J Vasc Surg. 2008 Aug;48(2).362-7



Long -terrn resulis of c *omb]ned COINIMon
fernoral endarterectorny and lliac stenting/sien
grafiing for occlusive disease,

.\

Section of Vascular Surgery, Dartrnoutn-rlitchcock Medical Center,
Lebanor, Nr

— Median LOS 2 days. Thirty-day mortality 2.3% and 5-
year survival 60%.

— Five-year P, PA, SP 60%, 97%, and 98%

— Endovasc llrlr reinterveniiorn reqlnred in 14%:

— Inflow surgjrrll orocedures required in 10%.

— Use of sten Jrrlfb comparec with « rlre stents was
associated with significantly higner PP (87% vs 53%;
P <.01).

U

J Vasc Surg. 2008 Aug;48(2).362-7



FRequlrements for Surgical
Intervention: Infra-inguinel

> Inflow vesse]

o Target vessel and outflow

> Condult

— Altologous veirn

o Sapnenous, cephalic,
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surglcal options for claudicaiion
Fermoral-disial oyoass

Below-knee
Fem-pop bypass
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 Prosinetic (PTFE, dacron)
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Above Knee poplitezl 50%—80%
— Below rnee popliteal 50%—-50%
— Tiolal 10%—20%
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— Above rnee goplitezl
— Below xnee popliiezl

— Tipial

3

I sltu velrn

— Below xnee poplitezl

(

— Tiolzal

65%—

50%—
650%—

50%—
50%—

90%
50%
50%

0%

/5%
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I: Surglcal Opilons

Fern-pop-tin Level

Claudicatiorn Critical limo
50% 66%

/5% 47



surdical Infrainguinal Arierial

Feavascllarization

o Cormnplications
— Moriality 2—-5%
— rlemnormage 2%
— AclUie grafi tnromoosis 3 -7 %

> Secondary procedures

— Wound Infection 8 — 19 %
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_)IIOIQAS an/ABl ¢ 3 rmonins for first year
ancd ¢ 6 rmonins 'therea‘rter

Focal Increase In velocity >30crn/sec
Velocity railo >35.5

Average grafi velocity < 40 crn/sec

Dacreasa in ARl > 0,15



508
cm/sec 3mMMm | 4mm

cutting PTA 120
em/sec
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Geis more slippery...

~

“Jump graft” arm vein bypass
To TP Trunk
(2 years after original BPG)
Now occluded




sornetrmnes ogillons are few., .,

Would patient’s natural

History for IC have led to CLI
In absence of intervention?




Infrainguinal Disease;

Increasing J/mQrorchl[ong/ merncdates increasing
agyressiveness of inerapy

Asyrnotornatic =xercise +
Claudicatior Mecdicine +
Severe claudicatiorn Intervention:
Fest palr percutaneous
Ulcerzaition or surgical
Gergrerie




Over-treatrment can occur If tecnnical feasibility Is
the only consideration !

Asymptormatic Exerclse -+
Medicine +
Severe claudiczation Intervention:
Fest palrn percutaneous EV

Ulceratiorn

Gerngrerie




surgery for

(—\

Claudic

tecnnology may alter inis

SuUrmrnery

sSurgical tnerapy

peflents,

— Encovascular therapy for sorne

— Medical therapy for all 1!

Optirnize inflow first...meay pe adequztie alone
TASC Cand D lesions nave petier duranility witr
orocedures

— Alinough acvances in endovascular

recornrercatior

CEA endarterec Eom// profuncaplasty car
fulcrurn between inflow and out flow

r acldress tne critical



surgery for Claudicatlon
SUrnrmnery

oe perforrmecd with

Feﬂ1CLm)O/0asss¢J uld o
2l 0ssinle

tologous velin, whnenever o
Crafi survelllance can impact oypass duranility /
lorigevity

'f] nt ndivicualized
— True IJerrlrlorp of syrmotorns

— ANeornmy
— Medical fitness
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surgery for Claudicatlon
SUMmeiry
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J

5
frormn ine start (AO], CRA,

enicdlovascular optlons...

B sormeirnea surgery 1S the fJJfJ[ clfiswer

[ig
~
B .000)

“eep In rmind nypricd endo/surgical opilons
1) exiend ine dur

J
resul (s wnile les

—

(D
O

h'\

Irelollity of endovascular
sening invaslveress,

U’ (—






