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DEBATE: OPEN BYPASS SHOULD BE USED 
FIRST IN MANY CLTI PATIENTS: HOW MANY 

AND WHICH ONES?
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Evidence-Based Revascularization for CLTI

§ PLAN:
§ Patient Risk

§ Limb threat severity: WIfI Staging

§ ANatomic pattern of disease: GLASS

WFVS

Bypass ENDO
High patient risk/advanced comorbidities ✔✔✔

More severe limb threat (e.g. WIfI Stage 4) ✔✔

Greater TAP complexity (e.g. long occlusions; GLASS 3) ✔✔✔

Lower TAP complexity (e.g. GLASS 1, 2) ✔✔

Prior failed implant (stent) ✔✔

Poor runoff ------- --------

Good quality vein available ✔✔

Good quality vein not available ✔✔

Differential Risk Factors and Complementary 
Roles: Endovascular Intervention vs Bypass

Liang P, et al. J Vasc Surg 2021 73:1683-91

GLASS Stage 3

Open bypass is a more effective revascularization in 
Complex Disease (GLASS 3) Eur J Vasc Endovasc Surg 2022; PMID 35472449
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Limb staging in CLTI: Open bypass with vein is a 
more effective revascularization in WIFI 4

Liu I, et al. J Vasc Surg 2023 PMID 36584906

Gomez-Sanchez C, et al. J Vasc Surg 2023 PMID 
36581012

MALE (Major Re-
intervention, or 
Above-Ankle 
Amputation) or 
All-cause Death 
(%)

Primary 
Endpoint

Event Rate: 52.9%

Event Rate: 42.6%

10.3%

Median Follow-up:
2.7 Years

Farber A, et al. NEJM 2022; PMID 36342173

IRR: Incidence Rate Ratio

Total Number of 
Major Re-
interventions

Secondary 
Endpoint

Conte MS, et al. J Vasc Surg 2024; PMID 38368997

• VQI data (2010-2019) >36,000 first time infrainguinal procedures for CLTI 

Secondary bypass works, but its inferior

BEST-CLI Secondary Bypass analysis
Presented at ESVS 2024
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How often is open bypass being used in CLTI?

Author (year) Total N %Open Comments

Bisdas (2015) 1200 24% German CRITISCH registry (27 centres)

Simons (2018) 38470 37% VQI (2003-2017)

Lin (2019) 16800 36% California hospital database (2005-2013)

Parvar (2022) 75189 20% ANZ (2008-2015); includes IC patients

Ricco (2023) 952 44% 4 European vascular centres (France, Italy)

Cleman (2023) 10592 20% VQI (2014-2019); below knee only

Liu (2023)* 413 41% Single center study (UCSF)

POOLED 143703 27% Excludes single center study

How many CLTI patients should be offered bypass?

• Surgical risk data (∼80% are average surgical risk per VQI data)
•GLASS prevalence data (∼60% are GLASS 3, several studies)
•GSV availability 
• Inadequate GSV incidence unknown; estimate 20-40% unusable

• 0.8 * 0.6 * 0.6 = 29%
• I believe that open bypass should be offered as initial 

treatment to roughly 30% of CLTI patients who are 
appropriate candidates for limb salvage

• Bypass “last”
• Multiple endovascular interventions and failures before 
an open bypass is even being offered to CLTI pts

• No meaningful surgical evaluation– patients not being 
adequately informed of treatment options and tradeoffs

• Never-ending cycles of recurrent or unresolved CLTI 
symptoms, and repetitive interventions

• Repetitive re-canalizations and treatments of 
thrombotic occlusions leading to progressive loss of 
runoff (“no option”)

• Outcomes of secondary “rescue” bypass in these 
settings are likely a LOT WORSE than in BEST-CLI

• Economic disincentives to evidence-based practice 

ENDO-ONLY CLINIC

We’re talking about bypass “first”… what’s really 
happening now in too many practice settings….


