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o Hospitalizations for CLI in CKD versus no CKD
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Surgery or Endovascular Therapy for Chronic Limb-
Threatening Ischemia
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Spline model analysis identified eGFR<30 as the inflection point of

increased hazard of MALE/Death

Hazard Ratio

o (=) 0 %0 120 150
Estimated Glomerular Filtration Rate

[TaPY Health | Sdceren,,,

Health | Syceten, . Courtesy Malas M. and BEST Working Group




Outcomes stratified by eGFR groups

(ref group is eGFR2 60)
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Outcomes stratified by eGFR groups
(ref group is eGFR= 60)
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Outcomes stratified by eGFR groups

(ref group is eGFR= 60)
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Outcomes stratified by eGFR groups

(ref group is eGFR2 60)

Outcomes of Chronic Limb Threatening Ischemia Revascularization in
Patients with Chronic Kidney Disease in the BEST-CLI Trial
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Figure 1.1 Incidence of ESRD, 2002-2022
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Trends in Rates of Lower Extremity Amputation Among
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Adjusted Amputation Rates Among Patients Who Receive Dialysis

by Hospital Referral Region in Cohort Years 2000 and 2014
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Revascularization for CLI with CKD
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Conclusion

» CLTI patients with ESRD pose a significant challenge in limb
salvage

« Higher: Amputations, MACE, MALE, Mortality, reinterventions

* Amputations are more devastating

« Amputations in ESRD patients may be decreasing

« Technical advances will help in saving limbs
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