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Peripheral Arterial Disease (PAD)
• Estimated 8.5 million Americans 

living with PAD

• 20% of patients > 80 yrs old
• Medicare annual incidence of 2.35% 

• Medicare overall prevalence of 10.69%

Selvin E, Erlinger TP. Prevalence of and risk factors for peripheral 

arterial disease in the United States: results from the National 

Health and Nutrition Examination Survey, 1999–2000. Circulation. 

2004;110(6):738–743



Presenter name

Title

Date

Who is at Risk?

Fowkes FG, Aboyans V, Fowkes FJ, McDermott MM, Sampson UK, Criqui MH.

Peripheral artery disease: epidemiology

and global perspectives. Nat Rev Cardiol.

2017;14(3):156–170
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Who is at Risk?

Allison MA, Ho E, Denenberg JO, et al.

Ethnic-specific prevalence of peripheral arterial disease in the United States. Am J

Prev Med. 2007;32(4):328–333
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Classification

CLTI: Chronic Limb Threatening Ischemia
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RC 0: Asymptomatic PAD
• The majority of individuals with 

PAD detected via non-invasive 
testing are asymptomatic:

• Lower disease burden, 
adequate collateralization, 
limited activity levels

• Still have cardiovascular 
mortality risk and significant 
functional decline

• Strongly associated w/ 
reduced ABI and ABI >1.4

Fowkes FG, Aboyans V, Fowkes FJ, McDermott MM, Sampson UK, Criqui 

MH. Peripheral artery disease: epidemiology and global perspectives. Nat 

Rev Cardiol. 2017;14(3):156– 170
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Rutherford 0: Asymptomatic PAD
• Though “asymptomatic” these patients have lower:

• Physical activity levels

• Walking velocity

• 6 minute walk distance

• Muscle mass

• Estimated 7% (4-11%) will progress to intermittent claudication over 5 
years
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RC 1-3: Intermittent Claudication (IC)
• IC: clinical syndrome characterized by reproducible leg pain brought on my 

exercise and relieved by rest

• Distinguish from neurogenic, venous, joint, other MSK disorders

• Symptoms can vary and be atypical

• Can affect proximal (hip/buttock/thigh) or distal (calf) muscles
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RC 1-3: Intermittent Claudication (IC)
• Severity is generally described in terms of claudication distance/time 

• Grading claudication severity is subjective and can vary among different 
patients

• Examples:

• RC 1: “My legs ache when I do a 5-mile walk on the beach every 
other Saturday

• RC 2: “I’ve been having to take a break after about 30 minutes when 
I walk my dog because my calves hurt”

• RC 3: “I can’t get to the mailbox without taking a rest” or “I keep 
having to take breaks at my landscaping job and I might get fired”
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RC 4: Ischemic Rest Pain
• Rest pain is classically described as burning pain in the ball of the foot and 

toes, typically worsened when the patient is in bed

• Recumbent positioning exacerbates symptoms due to the loss of 
gravity-assisted flow to the foot. 

• Patients will often describe a need to dangle their legs over the side of 
the bed as a result

• Often present with considerable edema as a result



Presenter name

Title

Date

RC 5-6: Tissue Loss
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RC 5-6: Tissue Loss
• Minority of patients with PAD – estimated 1-10%

• Risk factors – same as PAD but higher preponderance of diabetes and 
renal disease. 

• Often first presentation of PAD – many do not have preceding claudication

• Due to: distribution of disease (infrapopliteal), coexistant neuropathy, 
reduced mobility. 
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CLTI: Chronic Limb-Threatening 
Ischemia

• RC 4-6: Rest pain and Gangrene

• 1-year mortality: 22%

• 1 year major amputation rate without revasc: 22%



Presenter name

Title

Date

WIFI Score
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• Predictors of worsening: Age, male sex, smokers, DM, and CV disease

• Asymptomatic -> Claudication: 7% over 5 years

• Claudication -> Deterioration in IC or CLTI: 21% over 5 years

• Amputation rate varied between 4 – 27%
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• Mortality:  

• Asymptomatic – 19% at 5 
years

• Symptomatic – 27% at 5 
years 

• Reference 13%
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Who needs an intervention?
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• Treatment of PAD is aimed at reducing risk of mortality from cardiovascular 
causes through medical therapy and risk factor modification:
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IC Treatment: Exercise
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IC Treatment: Pharmacologic
• Cilostazol: Phosphodiesterase III inhibitor  - increases cAMP – 

• Inhibits smooth muscle contraction and platelet aggregation

• Actual mechanism in IC is unknown

• Contraindicated in heart failure

• Pentoxifylline: nonselective PD inhibitor
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IC Treatment: Interventional
• Justification for interventions for IC is not based on anatomic or physiologic 

findings, rather severity of functional impairment

• Is it better than exercise?

No difference at 2 yearsAt 6 months, walking distance was 

exercise > revasc > medical therapy
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IC Treatment: Interventional
• Risk/ benefit ratio almost always favors initial medical therapy, though this 

is not always successful 

• Reduced procedural risks of endovascular therapy have increased 
intervention rates for claudicants in recent years

• lower extremity bypass procedures being performed for claudication 
rose from 19% - 31% from 2003 – 2009

• 1-year major amputation rate of 1.6% for IC bypasses
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IC Treatment: Open vs Endo?
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IC Treatment: Interventional



Presenter name

Title

Date

CLTI Treatment
• Unlike IC, risk benefit ratio most often favors revascularization

• Up to 25% of patients will undergo major amputation within 1 year

• BUT up to 25% of patients will die of cardiovascular complications 
within 1 year as well. 

• In some cases, advances in wound care and optimization of medical 
therapy can lead to treatment success without revascularization
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CLTI: Amputation vs Revascularization
• Revascularization is the treatment of choice in the overwhelming majority

• 10 – 40% undergo primary amputation due to overwhelming infection 
or unreconstructable disease. 

• In select patients, amputation and prosthetic rehabilitation can offer an 
expedient return to a reasonable quality of life. 

• Ambulation rates up to 70% and as high as 90% in young, good risk 
patients after BKA

• Patients with major tissue loss who are too sick/bedbound/infirm are 
unlikely to realize benefits of revascularization and palliative AKA should 
be considered.
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CLTI: Revascularization
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CLTI: Revascularization

• Defined clinical success as achieving the following:

• Graft patency until wound healing

• Limb salvage for 1 year

• Ambulatory for 1 year

• Survival of 6 months
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Thank You!
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