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Al Generated Jokes

& create joke about claudication a

Why did the claudication go to the party?

Because it heard there was going to be a "limp" sync battle!




cCase scenario

Angela

A46yo black F presenting at 3am c/o worsening
foot pain and diminishing ablility to move foot. R
foot wound for 3mo also worsening.

ACTAc occluded R common iliac, internal iliac, SFA
and no runoff to foot.




cCase scenario

Angela

APMH: 1 year history of neuropathy in R foot with pain at rest.
waking up at night, rquiring hAer,toAmove arguvnd to alleviate
Ay O, 2 2 GRS SRS | 2 [BIEER X O dZNSH
U (has seen 1 PCP and 3 specialists, ED x 2)

U ? Auto Immune disease

ASH: 1ppd smoker, alcohol abuse
AFH: mother decease in ~40s breast CA
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Angela

BT oA S LENEREE Y Sl 5 0 B INBg A
U Groin dehiscence/washout/infection
U AKA

U Dehiscence, VAC, washout X 4

U

2 mo hospital stay and rehab
Ab265S LINPAUKSUAOKX




Case scenario

Angela
ARare disease?

APulse exam? _
AEVERYONE gets si¢ .« &%




Introduction

APeripheral Arterial Occlusive Disease: chronic, atherosclerotic occlusive
disease of the lower extremities

ARising global health issue

AWorldwide prevalence estimated at 12%
ATrue prevalence unknown due to varying and asymptomatic symptoms




Epidemiology
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AGlobal (metanalysis of 34 studies) A women
A> 202 million

A~25% increase in prevalence worldwid
from previous decade

AHigher increase in low and middle
Income countries

AHigher prevalence in F at younger ages 0

LMIC 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69 70-74 75-79 80-84 85-89
Age group
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Fig 2.1. Prevalence of peripheral artery disease (PAD; ankle-brachial index [ABI] <0.9) by age and sex in high-

A Eq u al between Sexes I n L M I C an d H I C income countries (HICs) and in low- and middle-income countries (LMICs).

1.Fowkes=G RudanD, Rudanl, AboyansV,DenenberglO, McDermott MM, et al. Comparison of
global estimates of prevalence and risk factors for peripheral artery disease in 2000 and 2010: a
systematic review and analysis. Lancet 2013;382: 4829




Ep|dem|0|09y Al Generated Image

AUS

A Estimated-82 million Americans have
PAD

A4 Stages (simplified)
A Asymptomatic

AIntermittent claudication
U Most common symptom: IC
U 6% of individuals older than 65

ARest paia__ 1 '|
S

AWounds—" 2 million America
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Intermittent
claudication
Reduced
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STAGE IV

STAGE Il
e = paneven Chronic limb
threatening

iIschemia (CLTI)




Al Generated Image

Risk factors

AStrongest in all natignsagejobacco use,
and diabetes
AAgef 6-8h decades (25%)
ASmoking primary and secondary odds
ratio Increase

ADMT 2-4x OR, markedly higher risk for
amputation

Al Generated Image




R | S k faCtO IS A Socioeconomic statticontrol for other

risk factors
AHLD - § TC and LDLZ HDL ABlack race incidence changes with

|
\
| |
AHTN f correlation vs causation lgcat ifnh enviFr o ngm
AObesityf cont r ol for s mo KCKDyAlcgholgair pojisiion, elevated
|
\
\
\
\

AHomocysteine levelsvorse PAD biomarkers (inflammation)

Renal Insufficiency
Black Race
Hyperhomcysteinemia
Hyperlipidemia

Hypertension

Risk Factors

Smoking
Diabetes

Age

Male gender |
0 0.5 1 1.5 2 2.5 3 3.5 4 4.5
Odds Ratio

{; Fig 1. The approximate odds ratios (ORs) for risk factors associated with the development of peripheral arterial disease
(PAD). Adapted from Inter-Society Consensus for the Management of Peripheral Arterial Disease (TASC II).”




Clinical Syndromes of PAD Stages

Asymptomatic

ALower burden of disease, adequate collateral flow, limited activity levels,
and other sources of disability

ASignificant CV risk is still present
ACriquiet al: 2.7x higher risk of mortality and 5.6x risk of CAD related
death.

A7% (411%) of patients will deteriorate to IC overyear period on

average
AThe actual progression rate is difficult to ascertain
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Intermittent Claudication

AReproducible leg pain brought on by exercise and relieved by rest
ASymptoms arise at one level below the level of disease
ACalf claudicatioy femoropopliteal disease (MC)

AThigh/buttock claudicatign aortoiliac occlusive disease
A Lerichesyndrome triad claudication, impotence, absence of femoral pulses

Alndividuals witinfrapopliteatlisease typically do not have IC of the foot




Clinical Syndromes of PAD Stages

Ddx of Intermittent Claudication

AClinical pearls to distinguish cause
ANeurogenicigseudoclaudicatiph radiates, pain persists with standing
AVenous usually thighs, have otke(swelling, tightness, absence of PAD)
AJoint/MSK pain in joints, stiffness, swelling

AAtypical leg symptoms are common in PAD patients




Clinical Syndromes of PAD

CLTI
AAdvanced stage PAD, signifieis¢lyemic rest paon tissue necrosis

present for greater thawo weeks
Alnclusive term for the full spectrum of ischemia and neuropathy

ATraditionally rest pain and tissue loss were different stages
A1-10% of PAD patients, global incidence is 0.8% (1.3% USA >60)
AMany patients present with rest pain or tissue loss witkofiitC




Clinical Syndromes of PAD

CLTI
Al-year mortality: 22% (433%)
Al-year major amputation: 22%42%)

Aln addition to other comorbidities (cardiac, renal and pulmonary), frailty
has been added as a functional indicator of prognosis

AWIFiClassificatidn A




Distribution of Disease

Age Male Diabetes  Hyper- Hyperchole- Current
gender mellitus  tension sterolemia smoking

N\ PRy

AAortoiliae lliac
Younger/Smoking
AFemOI’OpOm |tea| Femoro-

Smoking/DM popliteal
ATibiopedalDM/Older
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Fig 2.3. Association of risk factors with the level of atherosclerotic target lesions. The red overlay on the anatomic
cartoon illustrates the association of risk factor with patterns of atherosclerotic disease.”’” (Reprinted from Diehm
N, Shang A, Silvestro A, Do DD, Dick F, Schmidli J, et al. Association of cardiovascular risk factors with pattern of
lower limb atherosclerosis in 2659 patients undergoing angioplasty. Eur J Vasc Endovasc Surg 2006;31:59-63.)




TASC Il (2007)

Intermittent Claudication ‘

Natural history [
|

l S-year Outcomes

‘ Limb Morbidity ‘ CV Morbidity and Mortality

} ! o !
Stable Claudication || Worsening Claudicatiof] | Critical Limb Ischemia MI or Stroke Mortality
7080% 20-30% 1-3% y, 20% 10-15%

Fig 2. The natural history of patients with integittent claudication (IC) treated with non-invasive management. CV,
Cardiovascular; MI, myocardial infarction. Afapted from American College of Cardiology/Americal Heart Association

Trans-Atlantic Inter-Society Consensus Document on
Management of Peripheral Arterial Disease




Clinical Exam

ARadial pulses

AFe mor al p u Ise S Dorsalis Pedis: To palpate pulse, place fingers just lateral to the extensor tendon of the

great toe. If you cannot feel a pulse, move fingers more laterally.

APopliteal pulses
APedal pulses

Posterior Tibial: To palpate pulse, place fingers behind and slightly below the medial
malleolus of the ankle. In an obese or edematous ankle, the pulse may be more difficult to feel.
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Atherosclerotic
Occlusive Disease of
the Lower Extremities

Clinical practice guidelines for
the management of
asymptomatic atherosclerotic
occlusive disease and

claudication were published
by JVSin March 2015.

Systematic review for
screening asymptomatic
patients for PAD

Systematic review of
treatment of intermittent
claudication in the lower
extremities

Read the Guidelines

Chronic Limb-
threatening Ischemia
(CLI)

In June 2019, JVS published a
supplement on chronic limb-

threatening ischemia, including

clinical practice guidelines,
supporting systematic reviews
and an editorial.

Revascularization outcomes
of infrainguinal CTI

Bypass surgery versus
endovascular interventions
The natural history of
untreated severe or critical
limb ischemia
Nonrevascularization-based
treatments




From the Society for Vascular Surgery

Society for Vascular Surgery practice guidelines for
atherosclerotic occlusive disease of the lower
extremities: Management of asymptomatic disease
and claudication

Society for Vascular Surgery Lower Extremity Guidelines Writing Group: Michael S. Conte, MD, (Co-Chair),"
Frank B. Pomposelli, MD, (Co-Chair),” Daniel G. Clair, MD," Patrick J. Geraghty, MD,?

James F. McKinsey, MD,* Joseph L. Mills, MD," Gregory L. Moneta, MD,? M. Hassan Murad, MD,"
Richard J. Powell, MD,’ Amy B. Reed, MD,’ Andres Schanzer, MD," and Anton N. Sidawy, MD, MPH,' San
Francisco, Calif; Boston and Worcester, Mass; Cleveland, Obio; St. Louis, Mo; New York, NY; Tucson, Ariz; Portiand,
Ore; Rochester, Minn; Lebanon, NH; Hershey, Pa; and Washington, D.C.




Diagnosing




SVS Guidelines

Recommendations: Diagnosis of peripheral arterial disease (PAD)

Level of
Grade evidence

2.1. Werecommend using the ABI as the first-line noninvasive test to establish a diagnosis of PAD in

individuals with symptoms or signs suggestive of disease. When the ABI is borderline or
normal (>0.9) and symptoms of claudication are suggestive, we reccommend an exercise ABI.

2.2. We suggest against routine screening for lower extremity PAD in the absence of risk factors, 2 C
history, signs, or symptoms of PAD.
2.3.  For asymptomatic individuals who are at elevated risk, such as those aged >70, smokers, diabetic 2 C

patients, those with an abnormal pulse examination, or other established cardiovascular
disease, screening for lower extremity PAD is reasonable if used to improve risk stratification,
preventive care, and medical management.
2.4. In symptomatic patients who are being considered for revascularization, we suggest using 2 C
physiologic noninvasive studies, such as segmental pressures and pulse volume recordings, to
aid in the quantification of arterial insufficiency and help localize the level of obstruction.
2.5. In symptomatic patients in whom revascularization treatment is being considered, we 1 B
recommend anatomic imaging studies, such as arterial duplex ultrasound, CTA, MRA, and
contrast arteriography.

ABI, Ankle-brachial index; CTA, computed tomography angiography; MRA, magnetic resonance angiography.

SEFLERNS" = AN 0 [ IR 000 A 00090909 W



= ABI

APrimary method of dx

<—?§8‘?A‘;Hg A<0.9 = high sensitivity and
108 specificity in dx PAD compare
—= (.9 to gold standard angiography
120 A<0.9 or >1.4 = increased risk o
Fa—— majorcardiovascular events.
Systolic

108 mmHg i




Screening ?

Recommendations: Diagnosis of peripheral arterial disease (PAD)

Level of
Grade evidence

2.1. Werecommend using the ABI as the first-line noninvasive test to establish a diagnosis of PAD in 1 A
individuals with symptoms or signs suggestive of disease. When the ABI is borderline or
normal (>0.9) and symptoms of claudication are suggestive, we recommend an exercise ABI.
2.2.  We suggest against routine screening for lower extremity PAD in the absence of risk factors,
story, signs, or symptoms o
2.3. For asymptomatic individuals who are at elevated risk, such as those aged >70, smokers, diabeti
_patients, those with an abnormal pulse examination, or other established cardiovascular
“discase, screening for lower extremity PAD is reasonable If used to improve risk stratification,
preventive care, and medical management.
2.4. In symptomatic patients who are being considered for revascularization, we suggest using 2 C
physiologic noninvasive studies, such as segmental pressures and pulse volume recordings, to
aid in the quantification of arterial insufficiency and help localize the level of obstruction.
2.5. In symptomatic patients in whom revascularization treatment is being considered, we 1 B
recommend anatomic imaging studies, such as arterial duplex ultrasound, CTA, MRA, and
contrast arteriography.

ABI, Ankle-brachial index; CTA, computed tomography angiography; MRA, magnetic resonance angiography.




U Insufficient evidence to & palance of benef;
harms.

AThe SV&ommissioned metmalysis: ABI testing
may incrementally improve gamsliovascular risk




When i1s ABI unreliable?

ADiabetes and CKD (medial calcinosis resul
In Incompressibility of tibial vessels)

A Of symptomatic patients with PAD with 50% |
or greater stenosis on DUS examination, 43%
had normal/inconclusive resting ABIs (49% in
diabetics and 57% in CKD).

ASubclavian artery stenosis (bilateral)

SubclaviaiPBesio
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SVS Guidelines

Recommendations: Management of asymptomatic disease

Level of
Grade  evidence

3.1.

3.2.

3.3.

We recommend multidisciplinary comprehensive smoking cessation interventions for patients o
with asymptomatic PAD who use tobacco (repeatedly until tobacco use has stopped).

We recommend providing education about the signs and symptoms of PAD progression to 1 Ungraded
asymptomatic patients with PAD.
We recommend against invasive treatments for PAD in the absence of symptoms, regardless of 1 B

hemodynamic measures or imaging findings demonstrating PAD.




N{~ys| g gk««?
A Unarguably one of the most significant risk factors
A Most modifiable

A Rates falling KIC but not in LMIC

A Medication assistance

A NRT -

A BupropriorER >~ Strongest Evidence

A “Varermerctimtnicotinic acetylcholine receptor partial agonist

A Cloniding alleviate withdrawal

A Nortriptylinef increases serotonin and norepinephrine

A Anxiolytics

A Buspirone (non BZD anxiolyticgets serotonin

A Diazepam in combinat with psychiatry

A Ondansetrori 5-HT3 receptor agoni§tlessens nicotine reinforcing
effect

A Beta blockers

A Naltrexone

A NicVAX

Al Generated Patiefit




SVS Guidelines

Recommendations: Management of asymptomatic disease

Level of
Grade  evidence

3.1.

3.2.

3.3.

We recommend multidisciplinary comprehensive smoking cessation interventions for patients 1 A

with asymptomatic PAD who use tobacco (repeatedly until tobacco use has stopped).
We recommend providing education about the signs and symptoms of PAD progression to 1 Ungraded
asymptomatic patients with PAD.

We recommend against invasive treatments for PAD in the absence of symptoms, regardless of 1 B
hemodynamic measures or imaging findings demonstrating PAD.
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Peripheral Artery L \inimally-Invasive Procedures

PAD is caused by blockages in the arte
most commonly affects the legs.

When medications aren't enough, some people with PAD may benefit from catheter-based procedures to

open the arteries and restore blood flow to the legs. These include:

PAD can cause sev Periphel

* Painin the legs

Muscle weakne options," Dr. Ste:

" ¥ Surgery

< People with more severe block
" from another part of the body,

Together, you and your doctor
"The get treatment for PAD, the bet

blooc )
It's very important to talk to y«

Todi on your leg or foot that's not he

inde> patients quit smoking and start

reves .
from advancing.

an appointment.

» Balloon angioplasty: A doctor threads a thin tube, or catheter, into the artery and inflates a balloon to
Patients and doc ©Pen the blocked area. The doctor may then place a stent into the artery to keep it open.

- AdhaAavasntarmarn ThAa AAacdAariimracs A At AatrAar +A rarmaAviAa AlaAiiA RbilALA frama in~iAA +|ﬁe artery -to remove

PAD Treatment at Sentara Vascular Specialists

Managing PAD can feel stressful at times. To help ensure patients get the comprehensive care they need,
Sentara Vascular Specialists has a dedicated PAD Center. The experienced doctors, nurses and providers at
the PAD Center work closely with other experts, such as heart specialists and diabetes care specialists, to
provide outstanding care for the whole person.

"PAD can be complex,” Dr. Steerman says. "We established the PAD Center to guide patients through both
medical care and any procedures they may need. We make sure to manage their PAD and overall health in
the best way possible.”

Sentara Vascular Specialists is one of the largest vascular groups in the region, with locations in Virginia
Beach, Norfolk, Williamsburg and beyond. If you've been diagnosed with PAD, reach out to the experts at
Sentara Vascular Specialists, a department of Sentara Norfolk General Hospital. Call 757-395-1600 to make




SVS Guidelines

Recommendations: Medical treatment for intermittent claudication (IC)

n 4.1.

4.2.
4.3.

44.

4.5.
4.6.
4.7.

4.8.
49.

Level of
Grade  evidence
We recommend multidisciplinary comprehensive smoking cessation interventions for patients 1 A

with IC (repeatedly until tobacco use has stopped).
We recommend statin therapy in patients with symptomatic PAD.

4.10.

We recommend optimizing diabetes control (hemoglobin A; . goal of <7.0%) in patients with
IC if this goal can be achieved without hypoglycemia.

We recommend the use of indicated B-blockers (eg, for hypertension, cardiac indications) in
patients with IC. There is no evidence supporting concerns about worsening claudication
symptoms.

In patients with IC due to atherosclerosis, we recommend antiplatelet therapy with aspirin
(75-325 mg daily).

We recommend clopidogrel in doses of 75 mg daily as an effective alternative to aspirin for
antiplatelet therapy in patients with IC.

In patients with IC due to atherosclerosis, we suggest against using warfarin for the sole
indication of reducing the risk of adverse cardiovascular events or vascular occlusions.

We suggest against using folic acid and vitamin B, supplements as a treatment of IC.

In patients with IC who do not have congestive heart failure, we suggest a 3-month trial of
cilostazol (100 mg twice daily) to improve pain-free walking.

In patients with IC who cannot tolerate or have contraindications for cilostazol, we suggest a

trial of pentoxifylline (400 mg thrice daily) to improve pain-free walking.

b b
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>0 0O




Medical Treatment

AThe most important element of treatment of patients with PAD is aimed
at reducing the risk of death from cardiovascular causes

AModern sBest Medical TherapyT

ABasic medical management: daily antiplatelet and statin therapy, in
addition to optimization of other comorbidities (DM, HTN, CAD)




Lipid Lowering

A Landmark Trialustification for the Use of Statins in
Preventioman Intervention Trial Evaluating
RosuvastatidUPITER)

A Bxamined the use of intensive statin therapy

A Rosuvastatin 20 mg daily vs placebo) in a pfil
prevention trial.

A 307,308 In total,

A 44% reduction in major vascular events,
54% reduction in myocardial infarction, a
reduction in stroke, a 46% reduction in arte
revascularization, a 43% reduction in deep
thrombosis or pulmonary embolism, and a 209t
reduction in mortality.
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Almprove endothelial function *
AReduce LDL oxidation
Alncrease nitric oxide production \
Alnhibit the migration of macropha
Alnhibit smooth muscle cell \
proliferation

\

\

\

\

AAnti-Inflammatory Actions STABILIZATION

ADecrease platelet activity




High, Moderate,
and Low -
Intensity Statin
Therapy

High Intensity Moderate Intensity | Low Intensity
LDL-C =00% 0% —49% <30%
lowreringt
Statins Atorvastatin Atorvastatin 10 mg | Simvastatin
(40 mgt) 80 mg | (20 mag) 10 mg
Rosuvastatin 20 | Rosuvastatin (5 mg)
myg (40 mg) 10 mg
Simwvastatin 20-40
mgh
Pravastatin 40 mg Pravastatin
(80 mqg) 10-20 mig
Lovastatin 40 mg Lowastatin 20
(80 mqg) mig
Flursastatin XL B0 rmg Fluvastatin
Fluvastatin 40 mg 20-40 mg

BID
Prtavastatin 1-4 mg




Circulation

CHOLESTEROL CLINICAL PRACTICE GUIDELINES

2018 AHA/ACC/AACVPR/AAPA/ABC/ACPM/ADA/AGS/
APhA/ASPC/NLA/PCNA Guideline on the Management of
Blood Cholesterol: Executive Summary

A Report of the American College of Cardiology/American Heart
Association Task Force on Clinical Practice Guidelines

Goal LDL <100 (70 ideal); Goal HDL >40 (60 ideal)




Clinical ASCVD

Healthy Lifestyle
4 b /

GSCVD not at very high—risk) ( Ve"VAzigc;iSV )
] Y
[ Age >75y j
1

£y

: A High intensity statin
i— A If LDL-C >70, add

T

If on maximal
statin and ':::::’d : 3
LDL-C 270 )
——te ot [ ndicates ezetimibe
Initiation of Continuation of manod(t, Do I
o ||| [ e gl A If still >70, add PCSK9
high-intensity statin is stk is less cost ap =
statin is reasonable (c]ass "a, effective I n h I b Ito r-
reasonable (Class l1a) N—
(Class lla) )
on clinically judged maximal LDL-C lowering
- . ~ therapy and LDL-C >70 mg/dL (21.8 mmol/L), or
non-HDL-C >100 mg/dL (22.6 mmol/L), adding

PCSK9-1 is reasonable
(Class l1a)

Figure 1. Secondary prevention in patients with dinical ASCVD.

Colors correspand to Class of Recommendation in Table 2. Clinical ASCVD consists of acute coronary syndrame (ACS), those with history of myocardial infarction
(pl), stable or unstable angina or coronary other arterial revascularization, stroke, transient ischemic attack (TlA), or peripheral artery disease (PAD) including aortic
aneurysm, all of atherascerotic arigin. Very high-risk indudes a histary of multiple major ASCVD events ar 1 major ASCWD event and multiples high-risk conditions
{Table 4). ACS indicates acute coronary syndrome; ASCVD, atherosclerotic cardiovascular disease; LDL-C, low-density lipoprotein cholesteral; HDL-C, high-density
lipaprotein chalesteral; MI, myocardial infarction; and PCSKSI, PCSES inhibitor.
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Recommendations: Medical treatment for intermittent claudication (IC)

4.1.

4.2.
4.3.

44.

4.5.

4.6.

4.7.

4.8.
49.

4.10.

Level of
Grade  evidence
We recommend multidisciplinary comprehensive smoking cessation interventions for patients 1 A
with IC (repeatedly until tobacco use has stopped).
We recommend statin therapy in patients with symptomatic PAD. 1 A
We recommend optimizing diabetes control (hemoglobin A, . goal of <7.0%) in patients with
We recommend the use of indicated B-blockers (eg, for hypertension, cardiac indications) in 1 B
patients with IC. There is no evidence supporting concerns about worsening claudication
symptoms.
In patients with IC due to atherosclerosis, we recommend antiplatelet therapy with aspirin 1 A
(75-325 mg daily).
We recommend clopidogrel in doses of 75 mg daily as an effective alternative to aspirin for 1 B
antiplatelet therapy in patients with IC.
In patients with IC due to atherosclerosis, we suggest against using warfarin for the sole 1 C
indication of reducing the risk of adverse cardiovascular events or vascular occlusions.
We suggest against using folic acid and vitamin B, supplements as a treatment of IC. 2 C
In patients with IC who do not have congestive heart failure, we suggest a 3-month trial of 2 A
cilostazol (100 mg twice daily) to improve pain-free walking.
In patients with IC who cannot tolerate or have contraindications for cilostazol, we suggest a 2 B

trial of pentoxifylline (400 mg thrice daily) to improve pain-free walking.




Summary of evidence: Medical treatment for intermittent claudication (IC)

Clinical question Data source Finding Quality of evidence
The effect of diabetes No direct trials in PAD; Tigﬂt glycemic control in patients with B
control on mortality indirect evidence type 2 diabetes reduced amputation
and morbidity of considered (RR, 0.65;95% CI, 0.45-0.94)""°

patients with IC




SVS Guidelines ( Asx and IC)

Recommendations: Medical treatment for intermittent claudication (IC)

Level of
Grade  evidence
4.1.  We recommend multidisciplinary comprehensive smoking cessation interventions for patients 1 A
with IC (repeatedly until tobacco use has stopped).
42.  We recommend statin therapy in patients with symptomatic PAD. 1 A
4.3.  We recommend optimizing diabetes control (hemoglobin A; . goal of <7.0%) in patients with 1 B

IC if this goal can be achieved without hypoglycemia.
44.  We recommend the use of indicated B-blockers (eg for hypertension, cardiac indications) in

patients with IC. There is no evidence supporting concerns about worsening claudication

symptoms.

45, In patients with IC due to atherosclerosis, we recommend antiplatelet therapy with aspirin 1 A
(75-325 mg daily).

4.6. We recommend clopidogrel in doses of 75 mg daily as an effective alternative to aspirin for 1 B
antiplatelet therapy in patients with IC.

47.  In patients with IC due to atherosclerosis, we suggest against using warfarin for the sole 1 C
indication of reducing the risk of adverse cardiovascular events or vascular occlusions.

4.8.  We suggest against using folic acid and vitamin B, supplements as a treatment of IC. 2 C

49.  In patients with IC who do not have congestive heart failure, we suggest a 3-month trial of 2 A
cilostazol (100 mg twice daily) to improve pain-free walking.

4.10. In patients with IC who cannot tolerate or have contraindications for cilostazol, we suggest a 2 B

trial of pentoxifylline (400 mg thrice daily) to improve pain-free walking.




Cardiac Output (CO)

CO = stroke volume X heart rate

AR rong alssboweyaeiroonensi on ando@el,eri,ndl

relative ri sk 1 s Isemdkihgr omy ge atoen ®Is
ATreat ment of hypgeretdenneseidd o viass ciur dair c aetv
congestfiaviel uhreea,r ts.t roke, and death

AThere is n&@advermdmwngketrlsatwor sen the s
AACEI setrheedurci sk of death and nolnefatt al

ventricular dysfuncti on.

AHeart OBtewveiesi on BWO&lhuateinons swiudy :PA
with rani% rrieduhcatdi can arfrd cmayWi el viemd
perf or mance.




SVS Guidelines ( Asx and IC)

Recommendations: Medical treatment for intermittent claudication (IC)

Level of
Grade  evidence
4.1.  We recommend multidisciplinary comprehensive smoking cessation interventions for patients 1 A
with IC (repeatedly until tobacco use has stopped).
42.  We recommend statin therapy in patients with symptomatic PAD. 1 A
4.3.  We recommend optimizing diabetes control (hemoglobin A; . goal of <7.0%) in patients with 1 B
IC if this goal can be achieved without hypoglycemia.
44. We recommend the use of indicated B-blockers (eg, for hypertension, cardiac indications) in 1 B
patients with IC. There is no evidence supporting concerns about worsening claudication
symptoms.
45, In patients with I ¢ to atherosclerosis, we recommend antiplatelet therapy with aspirin

(75-325 mg daily).

4.6. We recommend clogidoggel in doses of 75 mg dailz as an cffective alternative to aspirin for

47.  In patients with IC due to atherosclerosis, we suggest against using warfarin for the sole 1 C
indication of reducing the risk of adverse cardiovascular events or vascular occlusions.

4.8.  We suggest against using folic acid and vitamin B, supplements as a treatment of IC. 2 C

49.  In patients with IC who do not have congestive heart failure, we suggest a 3-month trial of 2 A
cilostazol (100 mg twice daily) to improve pain-free walking.

4.10. In patients with IC who cannot tolerate or have contraindications for cilostazol, we suggest a 2 B

trial of pentoxifylline (400 mg thrice daily) to improve pain-free walking.




Summary of evidence: Medical treatment for intermittent claudication (IC)

Clinical question Data source Finding Quality of evidence
The effect of antiplatelet Meta-analysis'"® of 12 trials  Antiplatelet agents reduced all cause A

therapy on mortality in patients with IC (RR, 0.76; 95% CI, 0.60-0.98),

and morbidity of cardiovascular mortality (RR, 0.54;

patients with IC 95% CI, 0.32-0.93), and the risk of

nceding revascularization (RR, 0.65;
95% CI, 0.43-0.97). Major bleeding
estimate was imprecise (RR, 1.73; 95%
$ | o P ITd o gr e | CIL, 0.51-5.83). In one trial,
_ _ ’ clopidogrel had a modest advantage T b a

over aspirin
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Recommendations: Medical treatment for intermittent claudication (IC)

Level of
Grade  evidence
4.1.  We recommend multidisciplinary comprehensive smoking cessation interventions for patients 1 A
with IC (repeatedly until tobacco use has stopped).
42.  We recommend statin therapy in patients with symptomatic PAD. 1 A
4.3.  We recommend optimizing diabetes control (hemoglobin A; . goal of <7.0%) in patients with 1 B
IC if this goal can be achieved without hypoglycemia.
44. We recommend the use of indicated B-blockers (eg, for hypertension, cardiac indications) in 1 B
patients with IC. There is no evidence supporting concerns about worsening claudication
symptoms.
45, In patients with IC due to atherosclerosis, we recommend antiplatelet therapy with aspirin 1 A
(75-325 mg daily).
4.6. We recommend clopidogrel in doses of 75 mg daily as an effective alternative to aspirin for 1 B
antiplatelet therapy in patients with IC.
4.7. In patients with 1 ¢ to atherosclerosis, we suggest against using warfarin for the sole
indication of reducing the risk of adverse cardiovascular events or vascular occlusions.
4.8.  We suggest against using folic acid and vitamin B, supplements as a treatment of IC. 2 C
49.  In patients with IC who do not have congestive heart failure, we suggest a 3-month trial of 2 A
cilostazol (100 mg twice daily) to improve pain-free walking.
4.10. In patients with IC who cannot tolerate or have contraindications for cilostazol, we suggest a 2

trial of pentoxifylline (400 mg thrice daily) to improve pain-free walking.




A Warfarin: reduces MI or stroke in patients
with CAD; but 4.5old increase in major =
bleeding. =

A No evidence that warfarin decreatbes :
likelihood of adverse events related to PAL
alone. k

A One prospective trial exists comparing the‘ |
effect of warfarins aspirin on graft i
patency. :

A 9milar number of graft occlusioms
both study cohorts, with a twofold
Increased risk of major bleeding in the
warfarin cohort.
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SVS Guidelines ( Asx and IC)

Recommendations: Medical treatment for intermittent claudication (IC)

Level of
Grade  evidence
4.1.  We recommend multidisciplinary comprehensive smoking cessation interventions for patients 1 A
with IC (repeatedly until tobacco use has stopped).
42.  We recommend statin therapy in patients with symptomatic PAD. 1 A
4.3.  We recommend optimizing diabetes control (hemoglobin A; . goal of <7.0%) in patients with 1 B
IC if this goal can be achieved without hypoglycemia.
44. We recommend the use of indicated B-blockers (eg, for hypertension, cardiac indications) in 1 B
patients with IC. There is no evidence supporting concerns about worsening claudication
symptoms.
45, In patients with IC due to atherosclerosis, we recommend antiplatelet therapy with aspirin 1 A
(75-325 mg daily).
4.6. We recommend clopidogrel in doses of 75 mg daily as an effective alternative to aspirin for 1 B
antiplatelet therapy in patients with IC.
47.  In patients with IC due to atherosclerosis, we suggest against using warfarin for the sole 1 C
indication of reducing the risk of adverse cardiovascular events or vascular occlusions.
4.8.  We suggest against using folic acid and vitamin B, supplements as a treatment of IC. @
49. In patients with IC who do not have congestive heart failure, we suggest a 3-month trial of
cilostazol (100 mg twice daily) to improve pain-free walking.

4.10. In patients with IC who cannot tolerate or have contraindications for cilostazol, we suggest a 2

trial of pentoxifylline (400 mg thrice daily) to improve pain-free walking.




levels of homocysteigempared with 1% in the /= o

A ~30% ofpatients with PAD have elevated serum 4 el
9

general population.

A Folicacid and B12anreduceserum
homocysteine levels by 25% and 7%, respec

ANO data that shows reducing homocysteine | ? ” b
serum levels decreases the likelilobadlverse » |

cardiovascular events in patients with PAD, ' \
although clinical trials are ongoing. .

A Pending the outcomes$ prospective trials,
treatinghyperhomocysteinemuath folic acid to .
reduce serum levels to <10 mmol/gaserally % =
safe and well tolerated but currently no proven
benefit.
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SVS Guidelines ( Asx and IC)

Recommendations: Medical treatment for intermittent claudication (IC)

Level of
Grade  evidence
4.1.  We recommend multidisciplinary comprehensive smoking cessation interventions for patients 1 A
with IC (repeatedly until tobacco use has stopped).
42.  We recommend statin therapy in patients with symptomatic PAD. 1 A
4.3.  We recommend optimizing diabetes control (hemoglobin A; . goal of <7.0%) in patients with 1 B
IC if this goal can be achieved without hypoglycemia.
44. We recommend the use of indicated B-blockers (eg, for hypertension, cardiac indications) in 1 B
patients with IC. There is no evidence supporting concerns about worsening claudication
symptoms.
45, In patients with IC due to atherosclerosis, we recommend antiplatelet therapy with aspirin 1 A
(75-325 mg daily).
4.6. We recommend clopidogrel in doses of 75 mg daily as an effective alternative to aspirin for 1 B
antiplatelet therapy in patients with IC.
47.  In patients with IC due to atherosclerosis, we suggest against using warfarin for the sole 1 C

indication of reducing the risk of adverse cardiovascular events or vascular occlusions.

4.8.  We suggest against using folic acid and vitamin B, supplements as a treatment of IC.

49. In patients with IC who do not have congestive heart failure, we suggest a 3-month trial of
cilostazol (100 mg twice daily) to improve pain-free walking.

4.10. In patients with IC who cannot tolerate or have contraindications for cilostazol, we suggest a 2

trial of pentoxifylline (400 mg thrice daily) to improve pain-free walking.




ACilostazol [50 or 100mg BID]

U Phosphodiesterase Il inhibitor [Increases&AAMP
Inhibits smooth muscle cells and platelet aggregation,
raises HDL, ?modulates VEGF]

U Metabolized by-#50

AContraindicated in heart failure patients, increases
risk of exacerbation and hospitalization

AWhen effective, walking distances can be
increased up to 56%oticed in as little as 4
weeks.

ALittle symptom relieve with medical therapy alone.
Best results with exercise therapy.
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