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Why is PAD a serious healthcare issue?

12.1
Significant Increase Projected as Population Ages 40%
(U.S. Individuals, Millions) 8.6 increase
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* Longer lifespans/Rising incidence of diabetes

* Early detection and intervention can help prevent disease progression, leg
ischemia and ultimately amputation along with reducing overall cardiovascular risk
of Stroke/MI

P24
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Proportion of PAD
patients with CAD
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Long-Term Survival in Patients With PAD

Normal subjects
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— Severe symptomatic PAD




Common Symptoms

e Nearly everyone who has PAD suffers from an
inability to walk as fast, or as far, as they could

before PAD.

e Lower extremity symptoms confined to the
muscles with a reproducible onset with

exercise and relief with rest.

e Lower extremity discomfort during exertion but
does not always resolve with rest, limiting

Asymptomatic

Classic claudication

“Atypical” leg pain

oy e . . . e Ischemic rest pain, nonhealing wound, or
Critical limb ischemia .

. . . e 3Ps—>Pain, Pulselessness, Pallor, Paresthesias,
Acute limb ischemia Paralysis. Poikilothermia

Source: http://www.ncbi.nlm.nih.gov/pubmedhealth/PMH0001215/
s o .
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* CLTI

GOALS OF TREATMENT

CLTI vs. PAD

—

Limb salvage

« CVrisk reduction

« Symptom management
 Preserve functional status
* Improve QOL




Chronic Limb Threatening Ischemia

e Rest Paln Global vascular guidelines on the management of
chronic limb-threatening ischemia
o l Michael S. Conte, MD & e Andrew W. Bradbury, MD e Philippe Kolh, MD e ... Kalkunte R. Suresh;yMD e
U I Ce ra t I O n M. Hassan Murad, MD, MPH e the GVG Writing Group “ e Show all authors e Show footnotes
Journal of ,
* Gan grene Vascular Surgery SVS | &%

VOLUME 69, ISSUE 6,

e 200 million PAD patients worldwide
— 11% (22 million) w/ CLT]
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5 Year Mortality Rates

» Pancreatic 92%

» Lung 81%

> Ovarian Ca 53% * CLTI54% - 5

» Myeloma 49% year mortality

» Leukemia 39%

» Colorectal Ca 36% . I\/Iajor amputation
» Renal 26% 79% > 5 year

» Breast Ca 10.3% mortality

» Prostate 1.2%




90%

Present with
Tissue Loss

Mean Age
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1-Year Survival

22%
y 75%

Over Age 85

2005 — 2007 MEDICARE CLTI PATIENTS




My Algorithm For CLTI

Get to
know each
patient




My Algorithm For CLTI

Get to Non-invasive
know each vascular
patient testing




Key Non-Invasive Vascular Testing
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Medial Calcification Can Falsely Elevate ABI
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Toe Pressures Can Be Inaccurate in CLTI
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Each of These Patients Has a NORMAL ABI...
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My Algorithm For CLTI

Get to Non-invasive
know each vascular Angiogram
patient testing
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Impact of Intensity of Vascular Care Preceding . 2016-2
Major Amputation Among Patients With Chronic 016-2QQeuiiey of all
Limb-Threatening Ischemia

Eric A. Secemsky®, MD, MSc; Lee Kirksey™, MD, MBA; Elina Quiroga®, MD, MPH; Claire M. King™®, PharmD, MSPS;
Melissa Martinson®, PhD, MS; James T. Hasegawa™, MPH, MBA; Nick E.J. West®, MA, MD; Rishi K. Wadhera™, MD, MPP, MPhil

Medicare pts undergoing major
amputation

Lower-limb amputation rates in patients with chronic limb-threatening ischemia vary across the United States, ° I 8
with marked disparities in amputation rates by gender, race, and income status. We evaluated the association of patient, 3 3,03 6 tOta a m p Utatl O n S
hospital, and geographic characteristics with the intensity of vascular care received the year before a major lower-limb
amputation and how intensity of care associates with outcomes after amputation.

Using Medicare claims data (2016-2019), beneficiaries diagnosed with chronic limb-threatening ischemia who

underwent a major lower-limb amputation were identified. We examined patient, hospital, and geographic characteristics ° 7885 pts With CLTI St u d i ed

associated with the intensity of vascular care received the year before amputation. Secondary objectives evaluated all-cause
mortality and adverse events following amputation.

Of 33 036 total Medicare beneficiaries undergoing major amputation, 7885 (23.9%) were due to chronic limb-
threatening ischemia; of these, 4988 (63.3%) received low-intensity and 2897 (36.7%) received high-intensity vascular

care. Mean age, 76.6 years; women, 38.9%; Black adults, 24.5%; and of low income, 35.2%. After multivariable adjustment, [ ] Pts d ivi d ed i n to 2 g ro u ps

those of low income (odds ratio, 0.65 [95% Cl, 0.568-0.72]; A<0.001), and to a lesser extent, men (odds ratio, 0.89 [85% ClI,
0.81-098]; P=0.019), and those who received care at a safety-net hospital (odds ratio, 0.87 [95% CI, 0.78-0.97]; A~=0.012)

were most likely to receive low intensity of care before amputation. High-intensity care was associated with a lower risk of © LOW-' nte nslty Ca re ( n O

all-cause mortality 2 years following amputation (hazard ratio, 0.79 [95% Cl, 0.74-0.85]; A<0.001).

Patients who were of low-income status, and to a lesser extent, men, or those cared for at safety-net hospitals a n g I Og ra I I I )
were most likely to receive low-intensity vascular care. Low-intensity care was associated with worse long-term event-free

survival. These data emphasize the continued disparities that exist in contemporary vascular practice. Q h 2 8
* High-intensity care

A graphic abstract is available for this article.

chronic limb-threatening ischemia ® ethnicity ® peripheral artery disease (a n g i Og ra m i
revascularization)

Secemsky, EA et al. Circ Interventions 2024;17:e01279




Nearly 2/3 of patients with
CLTI DID NOT receive an
angiogram prior to major

amputation

Received no
revascularization

in the one year
prior to amputation.

Peripheral
Artery
Disease

N
Of those that were
not revascularized
also did not receive
an angiogram.

Received an
1153/ above-the-knee
amputation.

J

-
Arterial Ulcer: Chronic Limb
Threatening Ischemia (CLTI)}

Secemsky, EA et al. Circ Interventions 2024;17:e01279




Why Don’t We Do More Angiograms?

“His doppler

“Il do an angiogram if the si8nels are good”
amputation doesn’t heal”

e : A& Y



Initial
Angiogram




18 hours
later




ATHERECTOMY




Mid
Popliteal

Initial Lesion ATHERECTOMY




TP Trunk,
Peroneal
Artery

ATHERECTOMY/PTA




My Algorithm For CLTI

Get to Non-invasive Angiogram l
know each vascular 8108
patient testing
Surgery First




REASONS WHY |
CHOOSE ENDO FIRST




LESS MORBITY & MORTALITY
THAN OPEN SURGERY

Results of PREVENT III: A multicenter,
randomized trial of edifoligide for the

prevention of vein graft failure in lower extremity
bypass surgery

Michael S. Conte, MD," Dennis F. Bandyk, MD," Alexander W. Clowes, MD,* Gregory L. Moneta, MD,*
Lynn Seely, MD,* Todd J. Lorenz, MD,* Hamid Namini, PhD,* Allen D. Hamdan, MD,

Sean P. Roddy, MD,* Michael Belkin, MD,* Scott A. Berceli, MD," Richard J. DeMasi, MD,’

Russell H. Samson, MD,’ and Scott S. Berman, MD,* for the PREVENT III Investigators, Baston, Mass
Tampa, Gainesville, and Sarasota, Fla; Scastle, Wash; Portland, Ore; South San Francisco, Calif; Albany, NY; Norfolk,
Va; and Tucson, Ariz

Objective: The PREVENT I11 study was a i double-blinded, hase 111 trial of a novel
molecular therapy (edifoligide; E2F decoy) for the prevention of vein graft failure in patients undergoing infrainguinal
revascularization for critical limb ischemia (CLI).
Methods: From November 2001 through October 2003, 1404 patients with CLT were randomized to a single intraoper
ative ex vivo vein graft treatment with edifoligide or placebo. After surgery, patients underwent graft surveillance by
duplex ultrasonography and were followed up for index graft and limb end points to 1 year. A blinded Clinical Events
Classification committee reviewed all index graft end points. The primary study end point was the time to nontechnical
index graft reintervention or major amputation due to index graft failure. Secondary end points included all-cause graft
failure, clinically significant graft stenosis (>70% by graphy or severe stenosis by ultrasonography), amputation/
i free survival, and ical primary graft patency. Event rates were based on Kaplan-Meier estimates.
‘Time-to-event end points were compared by using the log-rank test.
Results: idities, and p details reflected a ion with CLI and diffuse atherosclerosis.
Tissue loss was the presenting symptom in 75% of patients. High-risk conduits were used in 24% of cases, including an
alternative vein in 20% (15% spliced v
the cases were reoperative bypass grafis. Most (65%) grafts were placed to infrapopliteal targets. Perioperative (30-day)
mortality occurred in 2.7% of patients. Major morbidit i
in 5.2% of patients. Ex vivo treatment with edifoligide was well tolerated. There was no significant difference between the
treatment groups in the primary or secondary trial end points, primary gr.il'l patency, or limb salvage. A sutisically
significant improvement was observed in secondary graft patency (esti Meier rates were 83% cdifoligide and
78% placebo; P= .016) within 1 year. The reduction in secondary patency events was manifest within 30 days of surgery
(the relative risk for a 30-day event for edifoligide was 0.45; 95% confidence interval, 0.27-0.76; P = .005). For the
overall cohort at 1 year, the estimated Kaplan-Meier rate for survival was 84%, that for primary patency was 61%, that for
primary -miu«i pateney w 7%, that for secondary patency was 80% and that for limb salvage was 885%.
d clinical trial, ex vivo treatment of lower extremity vein
gr.\fn with x-dxfulil.,rdc did not confer protection from reintervention for graft failure. (] Vasc Surg 2006:43:742-51.)

n and 5% non-great saphenous vein) and 6% less than 3 mm in diameter; 14% of

1404 CLI patients treated with
vein bypass at 83 N American
sites (2001-2003)

Tissue loss present in 75% of
patients

Multiple 30-day and 1-year
endpoints




LESS MORBITY & MORTALITY

THAN OPEN SURGERY
BASIL (2005)

Myocardial infarction 4.7%

« MORTALITY—5.5% Cardiac or resp arrest 1.5%
Pneumonia 1.6%

e Ml—7% \YE]fe]g woun.d comp 4.8%
Graft occlusion 5.2%

. STROKE—1 5% Major amputation 1.8%
S Stroke / TIA 1.4%

Death 2.7%

# - WND CMPLX—22%
N N2/ N

e

N
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LESS MORBITY & MORTALITY
THAN OPEN SURGERY

Results of PREVENT III: A multicenter,
randomized trial of edifoligide for the

prevention of vein graft failure in lower extremity
bypass surgery

Michael S. Conte, MD," Dennis F. Bandyk, MD," Alexander W. Clowes, MD,* Gregory L. Moneta, MD,*
Lynn Seely, MD, Todd J. Lorenz, MD,* Hamid Namini, PhD,® Allen D. Hamdan, MD,'

Sean P. Roddy, MD,* Michael Belkin, MD,* Scott A. Berceli, MD," Richard J. DeMasi, MD,’

Russell H. Samson, MD,’ and Scott S. Berman, MD,* for the PREVENT III Investigators, Baston, Mass
eattle, Wash; Portland, Ore; South San Francisco, Calif; Albany, NY; Norfolk,

Tampa, Gainesville, and Sarasota, Fla;

Graft replacement, 2%
:)Zy:::it’:::):x:.:”;N'l T11 study was a it double-blinded, i phase 111 trial of a novel t h r O m b e Ct O m y’ O r

molecular therapy (edifoligide; E2E decoy) for the prevention of vein graft failure in patients undergoing infrainguinal

revascularization for critical limb ischemia (CLI). .

Methods: From November 2001 through October 2003, 1404 patients with CLI were randomized to a single intraoper t h ro m b O I S I S

ative ex vivo vein graft treatment with edifoligide or placebo. Afeer surgery, patients underwent graft surveillance by

duplex ultrasonography and were followed up for index graft and limb end points © 1 year. A blinded Clinical Events

sification committee reviewed all index graft end points. The primary study end point was the time to nontechnical

index graft reintervention or major amputation due to index graft failure. Secondary end points included all-cause graft

failure, clinically t graft stenosis (>70% by angiography or severe stenosis by ultrasonography), amputation,/
i free survival, and ical primary graft patency. Event rates were based on Kaplan-Meier estimates.

“Time-to-event end points were compared by using the log-rank est.

Results: andp details reflected a ion with CLI and diffuse atherosclerosis. .

Tissue loss was the pmcn(lng symptom in 75% of patients. Highrisk conduits were used in 24% of cases, including an o

B e Ma Jor ampu tation

e s e reoperative bypass grafts. Most (65%) grafts were placed to infrapopliteal targets. Perioperative (30-day) ° o

mortality occurred in 2.7% of patients. Major morbidity included myocardial infarction in 4.7% and early graft occlusion

in 5.2% of patients. Ex vivo treatment with edifoligide was well tolerated. There was no significant difference between the

ireament groups in the primary or secondary trial end poins, primary graft patency, or limb salvage. A stisticaly

cant improvement was observed in secondary graft patency (esti Kaplan-Meier rates were 83% edifoligide and

78% placebo; P= .016) within 1 year. The reduction in secondary patency events was manifest within 30 days of surgery

(the relative risk for a 30-day event for edifoligide was 0.45; 95% confidence interval, 0.27-0.76; P = .005). For the

overall cohort at 1 year, the estimated Kaplan-Meier rate for survival was 84%, that for primary patency was 61%, that for . o
primary -miu«i patency was 77%, that for secondary patency was 8O% and tha for limb salvage was 88%, IVI O rt a Ity o

n this d clinical trial, ex vivo treatment of lower ety
gr.\fu with L-dxfulil.,ldc did not confer protection from reintervention for graft failure. (] Vasc Surg 2006; 51.)




MORE TREATMENT OPTIONS

ENDOVASCULAR BYPASS SURGERY

Must choose one target
outflow vessel

Poor pedal outflow may
compromise bypass

Surgical incisions dictated
by location of patent
vessels

Treat more than one
tibial vessel

Create pedal outflow if
necessary

Variety of arterial
accesses
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FEMORAL ACCESS
PEDAL ACCESS
e  MULTIPLE VESSELS TREATED

|

After
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e FEMORAL ACCESS

e  MULTIPLE VESSELS
TREATED

e  RESTORATION OF
OPTIMAL PEDAL

PERFUSION FOR

HEALING




Deep Venous Arterialization

For when there is
NO REVASCULARIZATION
OPTION




Deep Venous Arterialization




Deep Venous Arterialization
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Deep Venous Arterialization

3 Months Later




2 Months Later 4 Months Later




@ PATIENTS PREFER IT




When do |




When do | BYPASS?

1) Heavily calcified, long SFA CTOs

2) Long CTOs from CFA to tibials

3) For repeated endo failures
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Who Exactly Was Studied?
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How Generalizable Are BEST Results?

Enroliment
Rate for BEST-
CLI

Potential Patients Screened Actually Enrolled

150 sites
~100 pts/yr
5yr

1830 pts

75,000 patients

- m




BEST-CLI Investigators by Specialty -,

1,096 Investigators

Interventional
Cardiologists

786 Vascular Surgeons _—
145 Interventional Cardiologists [N
156 Interventional Radiologists P

4 Vascular Medicine Other N et
VM Surgeons

5 Other :
72%




* |nternational, prospective, B E ST - C LI

randomized trial of CLTI

patients with infrainguinal = Two cohorts studied
PAD I R : | * Adequate GSV
Surgery or Endovascular Therapy for = Alternative conduit

Chronic Limb-Threatening Ischemia

= Patients enrolled if 2
operators (1 with
expertise in bypass / 1
with expertise in
endovascular therapy)
both agreed patient could
be equally treated by
either modality

= Follow-up qémo up to 7 years

* Primary endpoint — MALE and
death

= MALE- Major Adverse Limb Event
= Major amputation
= Bypass revision
* Thrombectomy

Thrombolysis

New Bypass?

= 1:1 randomization
between surgical bypass
and any available
endovascular therapy




Patients Treated in BEST-CLI

1830

Adequate GSV Patients with CLTI & Alternative Conduit
1436 ptS (Cohort 1) Equally Treated By (Cohort 2) 396 ptS
Bypass OR
Endovascular
Therapy
Bypass (n=718)

Endo Tx (n=716)

Bypass (n=197)
Endo Tx (n=199)

Farber et al., N Engl J Med 2022; 387:2305-16




Patients Treated in BEST-CLI

1830

Adequate GSV Patients with CLTI & Alternative Conduit
Bypass OR
Endovascular

Therapy

Bypass (n=718) Bypass (n=197)

Endo Tx (n=199)

Endo Tx (n=716)

2.7 yrs MEAN FOLLOW-UP 1.6yrs

Farber et al., N Engl J Med 2022; 387:2305-16




A Major Adverse Limb Events or Death

Primary T

Endovascular
therapy

Outcomes
(Cohort 1)

Probability

5

Years since Randomization

No. at Risk
Endovascular 716 404 304 175 102 46

therapy
Surgery 718 463 349 204 117 52

Farber et al., N Engl J Med 2022; 387:2305-16




.0+

Primary

Outcomes
(Cohort 1)

Probability

Endovascular
therapy

\ -
. -
-

Surgery

No difference in No. at Risk
mortality Endovascular 716
therapy

Surgery 718

Years since Randomization

586 462 298 182 85 23
577 457 282 168 80 20

Farber et al., N Engl J Med 2022; 387:2305-16




C Above-Ankle Amputation

Primary

Outcomes
(Cohort 1)

Probability

Endovascular therapy

Years since Randomization

No difference in No. at Risk
amputation Entdhovascular 501 387 239 142 64

erapy
502 387 229 131 58

Surgery
Farber et al., N Engl J Med 2022; 387:2305-16




F. Myocardial Infarction frog¥the date of randomization to the end of study

Primary <yl

= - Endovascular

Outcomes
(Cohort 1)

Probability

2 3 4 5
Years from Randomization

No difference , ,
No. Patients at Risk

n rate Of M’ Surgery 718 507 396 235
Endovascular 716 542 409 248

Farber et al., N Engl J Med 2022; 387:2305-16




Primary

Outcomes
(Cohort 1)

Difference in primary
endpoint driven by

increased major
reintervention

-
B Major Reintervention

Probability

Endovascular therapy

Surgery
|

No. at Risk

Endovascular 716
therapy

Surgery 718

4 5 6

Years since Randomization

244 331 192 111 48 14

500 385 227 128 58 13

Farber et al., N Engl J Med 2022; 387:2305-16




Major Reintervention

Technical Success

Probability

6 7

Years since Randomization
N

“8 BYPASS

No. at Risk
Endovascular 716 444 331 192 111

therapy

Surgery 718 500 385 227 128 58

Farber et al., N Engl J Med 2022; 387:2305-16




Technical Success
ENDO > 80.6%  (lin5patients)
BYPASS > 100%

) 4

BYPASS

Conclusions?

Bypass after a
failed
endovascular
attemptis a

MALE?

Farber et al., N Engl J Med 2022; 387:2305-16



Technical Success

___ENDO_
BYPASS

Conclusions?

Bypass in the
endovascular arm
= MALE

Bypass in the
surgery arm =
primary therapy

Farber et al., N Engl J Med 2022; 387:2305-16



Technical Success

NDU

BYPASS

Conclusions?

1in 5 patients
needed bypass in
the endo arm, so

EVERYONE

should have
bypass?

Farber et al., N Engl J Med 2022; 387:2305-16



Conclusions?

Technical Success
“"Fewer secondary
NDQ interventions”
N
5 PTSENDO 5 PTS BYPASS
First First

5 angiograms 5 diagnostic
+ angiograms

1 bypass +

5 bypasses

Farber et al., N Engl J Med 2022; 387:2305-16




.U ONO!

°
P r I m a ry C. Minor reintervention fra@the date of randomization to the end of study

— Surgery
= - Endovascular

Outcomes
(Cohort 1)

£
E
8
<
a

No difference o T 2 3 a5
° . Years from Randomization
In minor No. Patients at Risk

reinterventions Surgery 718 409 294 169 91 41
Endovascular 716 402 266 152 85 31

Farber et al., N Engl J Med 2022; 387:2305-16




BASIL - 2

Articles

@+§ ® A vein bypass first versus a best endovascular treatment first
revascularisation strategy for patients with chronic limb
threatening ischaemia who required an infra-popliteal, with
or without an additional more proximal infra-inguinal
revascularisation procedure to restore limb perfusion
(BASIL-2): an open-label, randomised, multicentre, phase 3
trial

A Lows Merchan, et R B iRy o

[Us—

" " Tewger Resid
cehan) Dok, on baboofthe BASL2 e

Summary
303 3805 Background Cheonsc imbthreatening ischaemia is the severest manifestation of peripheral arierial disexse and
Nébitetee peeseats with ischaemic gain at rest or tissue loss (ukeration, gangrene, or both). or both. We compared the

efectivenca of  vein bypas fist with 3 best endovascular treatens firs revascularisation Mrategy in ferms of
peeventing mjor amputation and death in patients with chorsc limb (heatening, ischaemia who required an infc-
poplitcl. with or without an additionsl more peovimal afrainguinal, revascularisation peccedure 1o rstore limb
© perfsion.

Label, "
phase 3, randomised tral dane at 41 vascular susgery units in the UK {0=39), Sweden (n=1), and Denmark (1=1).
Fligible patients were those who presented to hospital-based vascular surgery units with chroaic limi-threstenirs
ischaemia due to stherosdlerotic discase and who required an infra-poplitesl, with oe without an additional mon:

ped (11

* their
Iad ischaemic pain oe tissue hoss considered not to be primarily due to atherasclerotic peripheral artery discase. Most
vein bypasses used the great saphenous vein and ariginated from the commaon or superficial femoral arterics. Most
endovascular interventions compeised plain bubloon angioptasty with selective wse of phin or druag eliting stents,
rticipants  minimum of 2 years. In England,
Wales, and Sweden, centralised databases were used o colect information on amputations and deaths. Data were
analysed centrally at the Birmingham Clinical Trals Uit
s time to first major (sbove the ankle) amputation or death from any cause measured in the intention-to-treat
population. Safety was assessed by monisoring serious adverse events up to 30days afier first revascularisation. The trial
is registered with the ISRCTN registry, ISRCTN27725689.

s Findings Between July 22. 2014, and Nov 30, 2020, 345 participants (65 {19%] women and 250 [519%] mer: median age
5) with chranic fimbthreatening ischacmia were enrolied in the tral and randomly assigned:

.. death
108 (63 of 172 patient in the vein bypuss group and 92 (33%) of 173 patients in the best endovascular
wap (adjasted hazard ratio [HR] 135 [95% C1 1.G2-1. 80}, pm0-057). 91 (33 of 172 patienis in the vein
and 77 (45%) of 173 patients in the best endovascular treatment group died (adjusted HR 1-37 [95% C1

‘morbidity and death, in 30 days of
e st evascuariston, were aovasca 61 deshs in the v bypas o and 49 i the best endorasculr
ind events (25 deaths. nd 23
S group; and respiratoey exchusiv).
e BASIL2 i o was awocioed with
ety v v etieramputatonree sural which was gy diven by fewer detb i the best ndovculr wesment
e, s i irgris s ot pes.

o nbelt coon Vl405 My 21,3003




100 HR 1:35 (95% Cl 1.02-1-80)

s
H g 754
Amputation- g
Free Survival
ree Surviva £
e
I
= 25 - e
2 1 — Vein bypass group
E — Best endovascular treatment group
0 T T T | | | T 1
0 1 2 3 4 5 6 7 3
Number at risk Time since randomisation (years)
Veinbypassgroup 172 120 94 78 58 37 19 8 0
Best endovascular 173 127 112 91 67 47 19 5 0

treatment group




BASIL TRIAL

* Randomized trial, published in 2005, found that endovascular therapy equaled the
results with surgery based on amputation-free survival at 6 months. Endovascular
therapy was a less morbid procedure with equivalent quality of life outcomes and

was significantly less costly than surgery.

SENTARA




BASIL-3?

@ BASIL-2 - inFra-POPLITEAL (IP) SLI @
| ¥
VEIN BYPASS FIRST BEST ENDOVASCULAR
(N=7) TREATMENT FIRST (N = ?)

@ BASIL-3 - remoro-popuTEAL (FP) SLI B

| | u |
PBA DCB DES
+/- BMS +/- BMS (N = ’7)
(N=7) (N=7)
FolLow-uP MINIMUM 24M | | QUALITY OF REVASCULARISATION
AMPUTATION FREE SURVIVAL QUuALITY OF LIFE
OVERALL SURVIVAL FUNCTIONAL STATUS

CLINICAL END-POINTS HEALTH ECONOMIC




. ByaSS & . US-guided access (femoral,
popliteal, pedal)
endarterectomy

. . Contrast & CO2 angiography
FemoraL . Ang_io_plasty, _stent de_ployment,
) s proficiency with multiple
. popllteal, tlblal, atherectomy devices, and balloon
CLTI pedal exposures thoplasgy
Bl crocrossing skilis
Treatment Facile use of ] Embolization management
St rategl ES Vein, PTFE, . Deep venous arterialization
cryopreserved

conduits




OPTIMAL

MANAGEMENT OF cLi  AVAILABLE DATA DO NOT EACH OPERATORS
ESTABLISH SUPERIORITY OF ALGORITHM SHOULD BE
e Sy DERIVED FROM HONEST
SURGICAL AND SURGICAL VS

ENDOVASCULAR skiLL ENDOVASCULAR APPROACH ASSESSMENT OF SKILL
SETS

SETS
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