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Prior Revascularization is a Risk Factor for Adverse Limb Events

Bonaca, JACC Vol 72, No. 20, 2018; Hess et al.  Circulation Volume 140, Issue 7, 13 August 2019; Pages 556-565
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Claudication versus CLTI
Claudication

Low risk of limb loss
More favorable survival
Higher functional status
Fewer comorbidities

Treatment goals: 
- Improve Walking performance
- 2ary prevention

CLTI

High risk of limb loss
Higher mortality
Lower functional status
More comorbidities

Treatment goals: 
- Limb salvage
- 2ary prevention
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It is important to understand different PAD 
subgroups and their indications for potential 

revascularization.
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Claudication

Low risk of limb loss
More favorable survival
Higher functional status
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Treatment goals: 
- Improve Walking performance
- 2ary prevention

CLTI

High risk of limb loss
Higher mortality
Lower functional status
More comorbidities

Treatment goals: 
- Limb salvage
- 2ary prevention

It is important to consider different patient subgroups 
and their indications for potential revascularization.

It is also important to consider different anatomic 
subsets!



Meta-analysis of 1711 patients 
who underwent aorto-iliac 
intervention across 19 studies 

Jongkind et al.  JVS 2010;52:1376-83; Gerhard-Herman et al. JACC Vol. 69, No. 11, 2017

Rationale for Revascularizing ‘Inflow’:  Better Patency

2016 ACC / AHA Lower Extremity PAD Guidelines



Meta-analysis of 1711 patients 
who underwent aorto-iliac 
intervention across 19 studies 
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Rationale for Revascularizing ‘Inflow’:  Better Patency

2016 ACC / AHA Lower Extremity PAD Guidelines

Revascularizing ‘inflow’ (aorto-iliac segments) 
percutaneously makes sense for patients with 

claudication (after exercise / cilostazol) and for CLTI 
given relatively good patency data



Superficial Femoral Artery

Laclaustra et al.  JACC Vol 67 No. 11 2016

Middle-aged men (n = 1,423) in Aragon Workers’ 
Health Study underwent carotid and femoral ultrasound 
+ noncontrast coronary computed tomography. 

Long SFA occlusions is common anatomic 
pattern and the bane of endovascular 
intervention for claudication



Case:  Revascularization for Walking Performance:
After offering structured walking and cilostazol

Orbital atherectomy

Drug-coated balloon 
angioplasty

Low-dose FXa inh / asa
Risk factors

Followup, medical 
management, and 
surveillance
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Claudication versus CLTI:  Anatomy

Above-knee disease

Below-knee disease



Most CLTI patients have below-knee disease

91% popliteal or 
tibioperoneal 
occlusion

450 consecutive patients with CLI undergoing 
infrainguinal angiography at 2 academic institutions

Anatomy retrospectively characterized



Treatment Goals Vary Across CLTI Categories

Rutherford 4 (rest pain)

• Less risk of amputation
• Patency important for long-term 

clinical result
• May require less extensive 

revascularization for clinical 
success

Rutherford 5-6 (tissue loss, gangrene)

• Higher risk of amputation
• Patency important for wound healing
• May require more extensive 

revascularization



Angiosomes Below the Knee



Wound Healing is Probability Spectrum

Mills et al



CLTI Case:  Initial Angiogram

71 year-old male with 
non-healing lateral
forefoot wound 
(lateral plantar 
angiosome)



Crossing Posterior Tibial



Final Angiography

Orbital atherectomy

IVUS-guided nitinol-caged 
balloon angioplasty
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Goal Avoid

Prevention



Varu

Treatment by Category of PAD

Goal Avoid

- Prevention
- Exercise
- Cilostazol
- Revascularization balancing 
patient degree of limitation / 
patency



Varu

Treatment by Category of PAD

Goal Avoid

- Prevention
- Limb salvage
- Revascularization balancing 
patency for rest pain and extent 
for tissue loss



Thank you!



Case:  Treated ‘Inflow’ 1st in Patient with 
Rutherford 4 Symptoms

Technical considerations:
- Radial access (intended diagnostic only, consented for BEST CLI)
- Self-expanding stent used.  Balloon-expandable reasonable.
- Did not use covered stent, adjacent to internal iliac

Clinical followup:
- Moved from Rutherford 43
- Started SET, cilostazol
- Residual SFA occlusion
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