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Peripheral Arterial Disease (TASC II)
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ESC GUIDELIMES

ESC Guidelines on the diagnosis and treatment of
peripheral artery diseases

Document covering atherosclerotic disease of extracranial carotid
and vertebral, mesenteric, renal, upper and lower extremity arteries
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ESC GUIDELINES

ESC Guidelines on the diagnosis and treatment

of peripheral artery diseases
Document covering atherosclerotic disease of extracranial carotid

and vertebral, mesenteric, renal, upper and lower extremity arteries
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Classes of
recommendations

Class Il

Class lla

Class IIb

Conflicting evidence and/or a
divergence of opinion about the
usefulness/efficacy of the given
treatment or procedure.

Weight of evidence/opinion is in Should be considered
favour of usefulness/efficacy.

Usefulness/efficacy is less well May be considered
established by evidence/opinion.




Level of
Evidence A

Data derived from multiple randomized
clinical trials
or meta-analyses.

Level of
Evidence B

Data derived from a single randomized
clinical trial
or large non-randomized studies.

Level of
Evidence C

Consensus of opinion of the experts and/
or small studies, retrospective studies,
registries.




Recommendations in patients with PAD:
general treatment

Recommendations Class? LevelP

All patients with PAD who
smoke should be advised to
stop smoking.

All patients with PAD should
have their LDL cholesterol
lowered to <2.5 mmol/L

(100 mg/dL), and optimally

to <1.8 mmol/L (70 mg/dL), or
> 50% when the target level
cannot be reached.

All patients with PAD should

have their blood pressure
controlled to <140/90 mmHg.




3-Blockers are not
contraindicated in patients
with LEAD, and should be
considered in the case of
concomitant coronary artery
disease and/or heart failure.

Recommendations
In patients with
PAD: general
treatment

Antiplatelet therapy is
recommended in patients with
symptomatic PAD.

In patients with PAD and
diabetes, the HbA | ¢ level
should be kept at <6.5%.

In patients with PAD, a
multidisciplinary approach is
recommended to establish a
management strategy.




Recommendations for ABl measurement

Recommendations Class? LevelP

Measurement of the ABI is
indicated as a first-line non-

invasive test for screening and
diagnosis of LEAD.

In the case of incompressible
ankle arteries or ABI >1.40,
alternative methods such

as the toe-brachial index,
Doppler waveform analysis or
pulse volume recording should
be used.




Recommendations for treadmill testing in patients with
LEAD

Recommendations Class? Levelh

The treadmill test should be
considered for the objective
assessment of treatment lla
to improve symptoms in
claudicants.

In the case of typical or
atypical symptoms suggestive
of LEAD, the treadmill test
should be considered for lla
diagnostic confirmation and/or
for baseline quantification of
functional severity.




Recommendations Class? LevelP

Non-invasive assessment
methods such as segmental
systolic pressure measurement
and pulse volume recording,
plethysmography, Doppler
flowmetry,and DUS are
indicated as first-line methods
to confirm and localize LEAD
lesions.

Recommendations
for diagnostic tests
In patients with

LEAD
DUS and/or CTA and/or

MRA are indicated to localize
LEAD lesions and consider
revascularization options.

The data from anatomical
imaging tests should always be
analysed in conjunction with
haemodynamic tests prior to
therapeutic decision.




Recommendations for revascularization in patients
with aortoiliac lesions

Recommendations Class? LevelP

When revascularization is indicated, an

endovascular-first strategy is recommended in
all aortoiliac TASC A—C lesions.

A primary endovascular approach may be
considered in aortoiliac TASC D lesions in
patients with severe comorbidities, if done by
an experienced team.

Primary stent implantation rather than

provisional stenting may be considered for
aortoiliac lesions.




Recommendations Class? LevelP

When revascularization is
indicated, an endovascular-first

strategy is recommended in
all femoropopliteal TASC A—C
lesions.

Recommendations
for
revascularization
In patients with

Primary stent implantation
should be considered in
femoropopliteal TASC B
lesions.

femoropopliteal

A primary endovascular _
lesions

approach may also be
considered in TASC D
lesions in patients with
severe comorbidities and the
availability of an experienced
interventionist.
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Recommendations for revascularization in patients

with infrapopliteal lesions

should be considered only in the case of
insufficient PTA.

Recommendations Class® | Level?
When revascularization in the infrapopliteal

segment is indicated, the endovascular-first lla

strategy should be considered.

For infrapopliteal lesions, angioplasty is the

preferred technique, and stent implantation ™




Recommendation for surgical revascularization
In patients with LEAD

Recommendations

When surgery is considered
to revascularize infrailiac
lesions, the autologous
saphenous vein is the bypass
graft of choice.

Class?

LevelP




Recommendations Class@ LevelP

Antiplatelet therapy with
aspirin is recommended in all
patients with angioplasty for
LEAD to reduce the risk of
systemic vascular events.

Dhual antiplatelet therapy with
aspirin and a thienopyridine
for at least one month is
recommended after
infrainguinal bare-metal-stent
implantation.

Recommendations
for antiplatelet and

Antiplatelet treatment with
aspirin or a combination

of aspirin and dipyridamole
is recommended after
infrainguinal bypass surgery.

anticoagulant
therapy after
revascularization

Antithrombotic treatment
with vitamin K antagonists
may be considered after
autogenous vein infrainguinal
bypass.

Dhual antplatelet therapy
combining aspirin and
clopidogrel may be considered
in the case of below-knee
bypass with a prosthetic grafc.




Management of intermittent claudication

Conservative therapy
(Risk factors control, exercise training,
pharmacotherapy 3—6 months)

/\

Favourable results No favourable results

'

Image lesions

'

Endovascular therapy feasible?

yes
no

Endovascular therapy

Bypass surgery

Follow up:
> - Symptoms <
- CV risk control




Recommendations Class? LevelP

Supervised exercise therapy is
indicated.

Mon-supervised exercise
therapy is indicated when
supervised exercise therapy is

not feasible or available. Recommendations

for patients with
Intermittent
claudication

In patients with intermittent
claudication with symptoms
affecting daily life activity, drug
therapy may be considered.

In the case of intermittent
claudication with poor
improvement after
conservative therapy,
revascularization should be
considered.




Recommendations for patients with
Intermittent claudication

In patients with disabling
intermittent claudication
that impacts their activities
of daily living, with culprit
lesions located at the aorta/
iliac arteries, revascularization
(endovascular or surgical)
should be considered as first-
choice therapeutic option,
along with the risk factor
management.

Stem cell/gene therapy is not
indicated.




Critical Limb Ischaemia

Assessment Feature Presentation to define CLI Remarks
History Duration of symptoms and clinical signs | >2 weeks Needs morphine analgesics to be controlled
of CLI
Symptoms Rest pain Toe, forefoot Especially with elevation of limb (i.e. during night
sleep). Calf pain/cramps do not constitute clinical
presentation of CLI
Ischaemic lesions Periungual, toes, heel, over-bone
prominences
Infection Secondary complication: inflammation and
infection

<50 mmHg Plus rest pain
or <70 mmHg Plus ischaemic lesion(s)

<30 mmHg To be measured in the presence of medial
calcinosis (incompressible or falsely elevated ankle
pressure, ABl >1.40)

<30 mmHg Estimation of wound healing, considerable
variability




Recommendations for the management of critical limb
ischaemia

Recommendations Ref*
For limb salvage,

revascularization is indicated miiy*
whenever technically feasible.

When technically feasible,

endovascular therapy may be

considered as the first-line 302,331
option.

If revascularization is

impossible, prostanoids may be 338,339
considered.




Management of critical limb ischaemia

Pain control (morphine), wound care,
treatment of infection (antibiotics)

. e

Urgent revascularization

Pain control (morphine)

Management of critical limb ischaemia

/\

Rest pains Ischaemic lesion, gangrene

' '

Pain control (morphine), wound care,
treatment of infection (antibiotics)

™~ ~

Urgent revascularization

Pain control (morphine)




Management of critical limb ischaemia

Endovascular revascularization

3

\J

Clinical and non-invasive
assessment of haemodynamic
result (Table 8)

Y

Favourable

i -
Technical failure,

endovascular
revascularization unsuitable

'

Surgical revascularization

|

Unfavourable
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Management of critical limb ischaemia

/\.

Rest pains Ischaemic lesion, gangrene

l '

Pain control (morphine), wound care,
treatment of infection (antibiotics)

. e

Urgent revascularization

~ I

Feasible Unfeasible

Pain control (morphine)

Favourable

v

Control CVD risk factors,
debridement, shoe adaptation
(removal of weight-bearing stress
to lesion), surveillance

A

Unfavourable

'

Control CVD risk factors,
pain control (morphine),
wound care

'

Prostaglandins, consider
spinal cord stimulation

Amputation,
rehabilitation
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Recommendations for screening for carotid artery
stenosis in patients undergoing CABG

Recommendations Class? LevelP Ref"©

In patients undergoing

CABG, DUS scanning is
recommended in patients with
a history of cerebrovascular
disease, carotid bruit,

age 270 years, multivessel
CAD, or LEAD.

352

Screening for carotid stenosis
is not indicated in patients
with unstable CAD requiring
emergent CABG with no
recent stroke/TIA.

352




In patients undergoing CABG with no history of TIA/
stroke within 6 months

Carotid revascularization may be considered
in men with bilateral 70-99% carotid stenosis
or 70-99% carotid stenosis and a contralateral
occlusion.

Carotid revascularization may be considered
in men with 70-99% carotid stenosis and
ipsilateral previous silent cerebral infarction.




Screening for RAS in patients planned for coronary
angiography

Recommendations Class? LevelP

DUS should be considered first in the case
of clinical suspicion of renal artery disease in lla
patients planned for coronary angiography.

Renal angiography concomitant to cardiac
catheterization may only be considered in the llb
case of persisting suspicion after DUS.




Recommendations Class? LevelP

In patients with unstable CAD,
vascular surgery should be
postponed and CAD treated
first, except when vascular
surgery cannot be delayed due
to a life- or limb-threatening
condition.

Recommendations
for management of

patients with
LEAD and
concomitant CAD

The choice between
CABG and PCl should be
individualized, taking into
consideration the clinical
presentation of CAD and
LEAD, and comorbidities.

In the case of LEAD in patients
with stable CAD, clopidogrel
should be considered as an
alternative to aspirin for the
long-term antiplatelet therapy.




Recommendations for management of patients with
LEAD and concomitant CAD

In patients with CAD,
screening for LEAD by ABI
measurement should be
considered.

Ila

Prophylactic myocardial
revascularization before high-
risk vascular surgery may be
considered in stable patients b
if they have persistent signs of
extensive ischaemia or are at
high cardiac risk.
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