Lower extremity peripheral
arterial disease - lePAD
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Objectives

* Diagnosis, Prognosis, Prevention, and Treatment %

“8%

We will

* Review peripheral arterial disease and the importance of screening and early
intensive management

* Discuss strategies to reduce the risk of amputations and other cardiovascular disease
events through lifestyle and pharmacologic treatment.
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Arterial disease - PAD vs CAD

Unstable Angina

Rest Pain
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POPULATION:
Framingham (Offspring
and 3 Generation).
50+10 yrs of age. Female
50.9%.

MAJOR CVD included:

1 coronary heart disease
(CHD),

2 stroke, and

3 peripheral arterial
disease.

Additionally, authors
included

4 Ml, and

5 death from CHD (i.e.,
fatal coronary event, Ml,
or cerebrovascular
accidenti.e., ischemic
stroke, hemorrhagic
stroke]).



ABl WORKSHEET
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1 - 0.90: Mild Obstruction
1 - 0.70: Moderate Obstruction
.00 - 0.40: Severe Obstruction
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5-Year KM Estimates of ACM
and Severe Vascular Events®'
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Time after baseline (years)

Persons at risk
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Older: 72
Female: 58%
ABI >1.5 excluded

OUTCOMES:

1 all-cause mortality
OR severe vascular
events

2 myocardial
infarction,

3 coronary
revascularization,

4 stroke,

5 carotid
revascularization,

6 peripheral
revascularization, or
7 amputation
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Older: 72
Female: 58%
ABI >1.5 excluded

OUTCOMES:

1 all-cause mortality
OR severe vascular
events

2 myocardial infarction,
3 coronary
revascularization,

4 stroke,

5 carotid
revascularization,

6 peripheral
revascularization, or
7 amputation



PERIPHERAL ARTERIAL
DISEASE



https://lermagazine.com/article/arterial-disease-lower-extremity-implications. Accessed 10/19/2022
https://www.pacecvi.com/blog/they-say-amputation-here-at-pace-we-say-second-opinion
https://www.amboss.com/us/knowledge/Peripheral_arterial_disease
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PARTNERS Trial — Invited those aged 50-69 yrs w/history of smoking or
diabetes to enroll. Evaluated by history and by ABI. PARTNER COHORT

n=6417
6417 were analyzed based on full records

* PAD was identified in 1865 (29%);
 PAD only 825/1865 (44%), PAD/CVD 1040/1865 (56%

. Total NEW PAD 823/6417, (13%) W
. CVD only 1527/6417 (24%)

* No PAD OR CVD 3025/6417 (47%) = PAD,1865 = NoPAD,3025

= CVD Only, 1527




e 8.5 Million individuals in the US >40 years of age are
affected

* 14.5% of those >70 years of age in the US have PAD

* Only 10% of PAD patients experience classic
claudication

* 40% have variable leg symptom presentation

* 50% do not experience any leg pain (yet 26% CVD

events in 5 years)

-
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* Diabetes

* Age

* Gender

* Race

* Hypertension

* Hyperlipidemia
* Hyperhomocysteinemia



* Claudication - larger vessels=more forgiving. Low symptom
presentation. Partner trial: Of 29% with PAD, only 2% had symptoms

* Age =65 years old

* Age 50-64 years old, with risk factors for atherosclerosis (e.g., diabetes
mellitus, history of smoking, hyperlipidemia, hypertension) or family
history of PAD

* <50 years old with diabetes mellitus and 1 additional risk factor for
atherosclerosis

* Individuals with known atherosclerotic disease in another vascular bed
(e.g., coronary, carotid, subclavian, renal, mesenteric artery stenosis, or
AAA)



- - History and/or Physical Examination
2
Patients at Increased Risk of PAD Findings Suggesti f PAD2

/1 Age =65 years old

A Age 50-64 years old, with risk factors for
atherosclerosis (eg, diabetes mellitus, history of
smoking hyperlipidemia, hypertension) or family
history of PAD

A Age <50 years old, with diabetes mellitus and 1
additional risk factor for atherosclerosis

Individuals with known atherosclerotic disease in ) _
/1 another vascular bed (eg, coronary, carotid, O Ischemic rest pain
subclavian, renal, mesenteric artery stenosis, or AAA)

™ I s

A history of Type 2 Advanced age
smoking Diabetes (=65 years)

History:
YD Claudication

YD) Other non-joint-related exertional
lower extremity symptoms (not
typical of claudication)

) Impaired walking function

[ R R N Y R R R Y]

Physical Examination:

Q, Abnormal lower extremity pulse
examination

Q, Vascular bruit

Q, Nonhealing lower extremity wound

S
Qﬂ\f qf_gjl oy Q, Lower extremity gangrene

Q. Other suggestive lower extremity
physical findings (eg, elevation
pallor/dependent rubor)

Gerhard-Herman. 2017. J _

High blood A family High
pressure history of PAD cholesterol



https://www.jacc.org/journal/jacc

ABl WORKSHEET

Ankle-Brachial Index
Interpretation
Above 0.90: Normal
0.71 - 0.90: Mild Obstruction
0.41 - 0.70: Moderate Obstruction
0.00 - 0.40: Severe Obstruction

Right Arm:
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Pressure mmHg

Left Arm:
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T'ibial (PT) mmHg
[T Jomse
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Dorsalis
Pedis (DP) mmHg

Dorsalis
Pedis (DP)

Right ABI equals Ratio of:
Higher of the Right Ankle Pressures (PT or DP)

Higher Arm Pressure (right or left arm)

Left ABI equals Ratio of: D:D mmHg
Higher of the Left Ankle Pressures (PT or DP) - [:] ED

Higher Arm Pressure (right or left arm)

* The lower of these numbers is the patient’s overall ABI
Overall ABI (lower ABI) =

Vessel Disease

ABI TBI Doppler PVR
Calcified Vessel > 1.4 unaffected JW -
Normal = 09-14 > 0.6 /W F
Mild PAD “ 0.7-0.89 0.34-0.59 K
Modetate MBS 0.51-0.69 0.12-0.34 :
/i N <05 <0.11 B |

Sibley Ill. 2017. Radiographics. 37:1, 346-357




* Smoking Cessation

* Optimize Diabetes Control

* Blood pressure control

* Lipid lowering therapies

» Structured Exercise Program



@

—in the current era = (e.g.,
empagliFLOZIN, dapagliFLOZIN; the FLOZINSs); (e.g.,
semaglutide, dulaglutide, etc.) and Alc goalis
<6.5%. Teach , consider %B}
— Consider or (HOPE b

and ONTARGET trials). BP goal is <130/<80.

— ASCVD Secondary prevention = high
intensity therapy (
) for >50% reduction of LDL-C from

baseline AND LDL-C target of <70 mg/dL.



» Structured Exercise Program

* Supervised Exercise Program (hospital or outpatient)
» Standalone vs Part of an established Cardiac Rehab Program
* Structured Community- or Home-Based Exercise Program




Evidence for benefit from supervised walking therapy:

Meta-analysis of 25 randomized trials of patients with PAD and
intermittent claudication (n=1,054). Supervised walking exercise or
control (no exercise).

12-26 weeks in duration.
BENEFITS

Maximal treadmill walking distance increased by 180 meters (590 feet or
nearly 2 football field lengths), pain-free walking 128 meters (420 feet).

Nearly 3 of 4 patients reported at least 50% improvement, 1in 5, 100%

iImprovement.
e o o
/ W\

50% Improvement
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* Direct supervision by healthcare providers

* Minimum 30 to 45 minutes per session, at least 3
times/week for 12 weeks.

* Intermittent bouts of walking - moderate-to-maximum
claudication alternating with periods of rest

* Warm-up and cool-down before exercise




» Self-directed with guidance, regimen like supervised
program

* Counseling and education on how to begin, maintain,
progress

* Incorporate behavioral change using health coaching,
activity monitors, or both.

* Minimum 30 to 45 minutes per session, at least 3
times/week for 12 weeks.

* Intermittent bouts of walking 2 moderate-to-maximum
claudication alternating with periods of rest

* Warm-up and cool-down before exercise




Table 1: Characteristics of Center for Medicare and Medicaid Services Coverage for Supervised Exercise in Peripheral

Artery Disease %

Components and Requirements of Supervised Exercise Programs for PAD Under CM5

* Exercise must be prescribed by a physician after a face-to-face meeting with the patient that includes counseling on
cardiovascular disease prevention.

* Prescribed exercise must consist of exercise sessions three times weekly for 12 weeks.

* An additional 36 sessions may be prescribed, with written justification, after the first 12 weeks are completed and may
take place over a longer period of time.

* The exercise sessions must take place in a physician's office or outpatient hospital-affiliated setting.

* Exercise must be delivered by qualified personnel with training in basic and advance life support and exercise therapy for
PAD.

* Exercise must be supervised by a physician, physician's assistant, or nurse practitioner/clinical nurse specialist.




— Plaque = potential rupture and fibrin/clots.
Either OR daily is
recommended. Recommend + ASA
81 mg (see Voyager and Compass Trials; 2024 PAD Guidelines).

- has been shown
to improve walking distance. Dosing is ,
30 minutes before meals or 2 hours after meals.
improve functional status, quality of life, and
reduce leg symptoms. Consider a

— Protect PAD patients with annual



Patient Perspectives

© Randy Glastmsgen
"We combined all your medications b b i Ph
info ONE convenient dose." armacy

a2 “Each capsule contains your medication,
MiEKES- : : plus a treatment for each of its side effects.”




* PAD has a high prevalence, up to 1 in 3 patient aged 50+ and history of
smoking or diabetes.

* Symptomatic PAD is not common. Up to 50% fully asymptomatic.

* Asymptomatic PAD carriesa 1in 4 (~25%) cardiovascular event ratein 5
years.

* ABl is a relatively cheap and sensitive screening tool for identifying PAD,
regardless of the presence or absence of symptoms. ABI <0.9is
Abnormal.

* PAD is an amplifier of risk for those with concomitant cardio- and
cerebrovascular. Intensify existing ASCVD risk reducing therapies.



