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2022 SVS AUC re: Infrapopliteal Interventions 2024 ESVS Guidelines
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ization of infrapopliteal disease for patients with symp- Recommendaton No G Lovel
toms limited to IC were R>B. The panelists SVS Cama—
unanimously agreed not to individually rate any infrapo- Ty e
pliteal scenarios. The panelists also unanimously agreed management, bt medical e,
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defined as any 5 evascularisaton, e e of
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intervention in the setting of concomitant proximal inter- Isolated lesions femoropapics etons i ot
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imously agreed that "total” revascularization (performing Cndovaelar herpie fn e of
an infrapopliteal intervention to improve runoff distal to
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a femoropopliteal revascularization) is R>B for IC. This ) et it o
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Tibial PVI for Claudication is Common Tibial PVI for Claudication is Common
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Median follow-up time 3.1 years (IQR 1.6-5.5)

Medicare claims data 2011 - 2022
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Tibial Intervention Types Who is Doing Tibial Interventions for Claudication?
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» “We” need to come together to rethink / standardize
our management of patients with claudication
— Physicians of all specialties & payors
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