
EDITOR’S CORNER

 Vascular Disease Management®   Volume 15, No.3, March 2018   E14 

Hello, and welcome to the March edition of Vascular Disease Management.  I 
have chosen to comment on the overall medical evaluation and medical therapy of 
patients presenting with critical limb ischemia (CLI) and peripheral arterial disease 
(PAD) in general.

 I have chosen to comment on this subject because although CLI interventional 
and surgical treatments have resulted in improved limb salvage, mortality rates have 
remained high, with reported mortality rates of 20% within 6 months of diagnosis 
and greater than 50% at 5 years.1-3  In fact, PAD in general is associated with mark-
edly increased mortality. The majority of these deaths are related to cardiovascular 
events with myocardial infarction being the most common culprit.

Although there have been published medical therapy guidelines,4,5 many patients 
are not treated within those guidelines of smoking cessation, lipid control, hyper-
tension and diabetic treatment, use of angiotensin converting enzyme inhibitors 
or angiotensin receptor blockers, and use of antiplatelet agents.6,7 Many patients 
do not adhere to their physician’s recommendations. Even when guidelines are 
strictly followed, mortality rates remain high. We must question if outcomes can 
be improved by other means or if the high mortality rates are simply a function of 
very sick patients with an inevitable poor prognosis.

PAD and CLI are closely related to advanced age, diabetes, and cigarette smok-
ing. Other typical modifiable cardiovascular risk factors such as hyperlipidemia 
and hypertension are associated to a lesser degree with the development of PAD.

Patients presenting with CLI are typically older and less mobile than other 
patients with PAD. These patients may have impaired angina warning related to diabetes or the inability to chronotropically 
stress the heart with exertion.

As myocardial infarction remains the leading cause of death in CLI and PAD patients, one must wonder if routine provoca-
tive testing such as cardiac positron emission tomography or Lexiscan perfusion studies should be part of the routine workup 
with recommended coronary revascularization when appropriate.

One must question if utilization of less iodinated contrast in diagnostic angiography and interventions (utilizing external 
duplex or CO

2
 guidance) would affect short- and long-term prognosis. One must question if more comprehensive long-term 

follow-up would impact outcomes.   
I have often stated at medical conferences that “Sick legs are rarely attached to healthy individuals.” PAD in general and CLI 

specifically must be recognized as systemic disorders with the presenting symptoms arising from the legs. We must do more 
than restore blood flow to the legs and heal wounds. We must strive to improve overall health outcomes, including lowering 
the mortality rate.

I believe that we must reconsider the diagnostic and treatment strategies utilized in CLI evaluations and in patients with any 
form of PAD. Studies are needed to determine if more aggressive risk factor modification and prophylactic treatment strategies 
such as myocardial revascularization have the potential to improve outcomes. We must ultimately determine if these strategies 
save lives and if they are cost-effective.
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