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2022 SVS AUC re: Infrapopliteal Interventions

2024 ESVS Guidelines

Infrapopliteal disease
After discussion, the rating panel unanimously agreed
that scenarios involving open or endovascular revascular-
ization of infrapopliteal disease for patients with symp-
toms limited to IC were R>B. The panelists SVS
unanimously agreed not to individually rate any infrapo-
pliteal scenarios. The panelists also unanimously agreed
that isolated _infrapopliteal lesions do_not_result_in
disabling claudication and. therefore, are R>B to treat
for an indication of IC.
The rating panel discussion included “downstream”

defined as any * Isolated lesions

intervention in the setting of concomitant proximal inter- . -
vention (open and/or endovascular). The panelists unan- « Concomitant / downstream lesions

imously agreed that “total”

Risk > Benefit

to improve runoff distal to
a i is R>B for IC. This
Was a notable and intentional deviation from the
assumption of single-level disease used in the other
anatomic segments.

Woo et al. J Vasc Surg. 2022 Jul76(1):3-22.e1.

3 @ JOHNS HOPKINS

Table 1. Select from the
2024 Baropean Socity for Vascular Surgery guidelines for
asymptomatic ‘atery disease and intermittent
claudication
Recommendation No. Cluss Level
)

claudictio,
recommended, rovidng rsk factor
management,best m
and exercise therapy o a frst step, and
revascularisation 2  second step
‘compliant patients it continued.

limb symptoms.

For patients with dsablig inermittent 67 W1 A
claudicaion undergoing.

of atherectomy over convention
endovascular therapis n terms of

. o
For patients with disabling inermient 71 W C
claudication, endovsscuar retment of
isolted below the knee lesions s not
recommended due to the risk of barm

Nordanstiget . Eur J Vase Endovaso Surg. 2024 Jané7():996. @R

3

4

Specialty Differences in Perspective

Tibial PVI for Claudication Are Common

2016 AHAVACC Guidelin on the Management of
Patients With Lower Extremity Peripheral Artery

SVS

Infrapopiteal cisease
Afte discussion the rating panel unanimously sgreed

assumption of single level dsease used i the other

Woo et al. J Vaso Surg. 2022 Ju76{1):3-221.
J Am Col Carciol, 2017,69(11):1465-508
J:Am Coll Cardiol . 2016,73(2/214-37

Disease: Executive Summary: A Report of the
American Gollege of Cardiolagy/American Heart
Association Task Force on Clinical Practice
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Medicare patients who underwent index PVI for claudication, 2017-2019
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Tibial PVI for Claudication Are Common Tibial PVl Use By More Physicians Than You Think!

Medicare patients who underwent index PV for claudication, 2017-2019 Median 20%

5000 “0
4500
A s 184%
3500 59,930 patients 3 1634
£
3000 3
S
2500 2 10
2150
2000 g 7.8%
5
1500 28% 1,128 physicians e
Performing >10 PVI for 3% ae
1000 » 5
2% o claudication I . =
5000 - o |
i P Rate
Nunberof Paients (%) Tl fete (9
Fis. atena disviuion of physilans svaiied by et il perpheral vesclr nencriion (V1) rte for
=PI br Cladedion Anytbid PVI claudication among Medicare benefciaries from 2017 to 2019 (n
Thid +empopPVI lsldedtitalPVi

Bose et al, J Vasc Surg. 2023 Feb;77(2):454-462.e1.

JOHNS
Bose et al., J Vasc Surg. 2023 Feb;77(2):454-462.e1. ‘A) e

7 8

. . g . . . B 36,147 patients with claudicati
Who is Doing Tibial Interventions for Claudication? Medicare Outcomes 32.6% underwent nitapoplical PVI

Median follow-up time 3.5 years (IQR 2.7-4.3)

Repeat PVI Conversion to CLTI Major Amputation

New Grads (<10 yrs) Non-Vascular Specialists Majority OBL Practice
o,
9 Waa
‘ () qau

aOR 297 (2.02,4.39)  Cards: aOR 1.66 (1.44, 1.91) aOR 1.39-2.38

IR: aOR 2.94 (2.26, 3.82) S it o et .. oy it st o G eyt o sk )t drty s

sidence, medi type; ¢ years since medical 4
. specially, treated with PVI, ambulatory -based

laboratory setting
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13,824 patients with claudication H . .
VISION OUtcomes 18.6% underwent infrapopliteal PVI lelal PVI for CIaUdlcatlon are T
Median follow-up time 3.1 years (IQR 1.6-5.5)
52 g . .
£ Conversion to CLTI s Repeat PVI Medicare claims data 2011 - 2022
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center or offce-based laboratory setting
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Tibial Intervention Types What Do We Do About This?
4%@AM  Physiclan Benchmarking Report
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Intervention Anatomic Level by Site of Service e . "
* Limit / eliminate reimbursement
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Data Transparency Reimagined 2L GAM Conclusions

BoaMvison

Tibial PVI for claudication are on the rise

— Expensive and without efficacy

Use varies by physician specialties as well as site of
service

We need to come together to rethink / standardize our
management of patients with claudication

— Physicians of all specialties & payors

Payor & care navigation interventions are imminent

.
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