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Periférne artériové obliterujuce ochorenie — PAO

= Sirsia definicia PAO: aterosklerotické postihnutie
extrakranialnych karotickych a vertebralnych
artérii, mezenterialnych, renalnych artérii a artérii
hornych a dolnych koncatin — vSetkych
arterialnych riecisk okrem koronarnych artérii a
aorty
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Antitromboticka lieCba



European Society
of Cardiology

Antitromboticka lieCba u pacientov s PAO DK

@ESC  esys
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Dlhodoba monoantiagregacnaliecba je odporucana u symptomatickych pacientov _

U pacientovs potrebou antitrombotickejliecby moéze byt klopidogrel preferovany pred ASA b

* Dualna antiagregacnaliecba s ASA + klopidogrel minimalne na 1 mesiac ma byt zvazend u

pacientov po infra-inguinadlnejimplantacii stentu lla

* Vzhladom k nedostatocne potvrdenému efektu nie je rutinne indikovana antitromboticka liecba —
u pacientov s izolovanou asymptomatickou formou PAO DK

* Warfarin moze byt zvdZeny u pacienta po infrainguindlnom bypasse s pouzitim autoldgnej vény b

* Dualna antiagregacna liecba s ASA + klopidogrel moze byt zvaZzena u pacienta po

infrapoplitealnom bypasse s protetickym graftom b
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Antitromboticka lieCba u pacientov s PAO DK
a potrebou antikoagulacie

Antithrombotic therapy for PADs patients requiring oral anticoagulant

In patients with PADs and AF, OAC:**?°

e is recommended when the CHA,DS,-VASc score is> 2

e should be considered in all other patients.

In patients with PADs who have an indication for OAC (e.g. AF or mechanical prosthetic valve), oral anticoagulants alone should be
considered.”’

After endovascular revascularization, aspirin@ clopidogrel should be considered in addition to OAC for at least 1 month if the bleeding risk is

low compared with the risk of stent/graft occlusion.

After endovascular revascularization, OAC alone should be considered if the bleeding risk is high compared with the risk of stent/graft occlusion.

OAC and SAPT may be considered beyond 1 month in high ischaemic risk patients or when there is another firm indication for long-term SAPT.

Aboyans V, et al. 2017 ESC Guidellines. Eur Heart Jour. 2017
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Charakteristiky spojené so zvysenym rizikom CMP
u pacientov s asympt. karotickou stenézou

* So zlepsovanim prognodzy pri
sucasnej optimalnej
medikamentoznej liecby je
manazment asymptomatickych
karotickych stendz kontroverzny

* Individualne stanovenie
periproceduralneho rizika
komplikacii po CAS/CEA urcuje
vyber liecebného postupu

Clinical® » Contralateral TIA/stroke'”!
Cerebral : G Cm
Lo * |psilateral silent infarction
imaging
« Stenosis progression (> 20%)'%
» Spontaneous embolization on transcranial Doppler
HITS)'*
Ultrasound ( .) -
. * Impaired cerebral vascular reserve
Imaging e Lar | b126
ge plaques
* Echolucent plaques®
* Increased juxta-luminal black (hypoechogenic) area'”
* Intraplaque haemorrhage'?®
MRA pPlaq 3

* Lipid-rich necrotic core
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=i Manazment extrakranialnych karotickych stendz

©) ZvysSené riziko CEA:

* vek>80 rokov

klinicky zavazna kardialne ochorenie
zavazné plucne ochorenie
kontralateralna karoticka okluzia
kontralateralne postihnutie n.laryngeus
recurens

Yes e predchadzajuci chir. vykon v oblasti krku
* radioterapiav oblasti krku

C,iﬁ; de':T * restendzapo CEA

considered
Class lla B

CAS + BMT . . -
Yes “should be Individudlne zvazovanie CAS/CEA
4 considered if . .
high-risk for ‘ podl.a ,chara.kteru sten’ozy, ’
CEA* BMT CEA: komorbidit pacienta a skisenosti
should be considered Class lla B - :
Class Ila B motharwise a vysledkov pracoviska
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Vertebralne artérie

Recommendations for management of vertebral artery
stenoses

Recommendations

In patients with symptomatic extracranial ver-
tebral artery stenoses, revascularization may
be considered for lesions >50% in patients

with recurrent ischaemic events despite opti-
159,160,162

mal medical management.

Revascularization of asymptomatic vertebral
artery stenosis is not indicated, irrespective of

the degree of severity.

Stenozy vertebralnych arterii su lieCené vo vacsine pripadov medikamentozne s
vynimkou pacientov s rekurenciou symptomatologie napriek optimalnej
medikamentodznej liecbe (llbB)
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Mezenterialne artérie
Akutna mezenteridalnaischémia Chronicka mezenterialnaischémia
* Akutna mezenteridlna Diagnosis Diagnosis

ischémie — urgentné CT

embolicka — endovaskularne a
chlrurilcke rieSenie podobné
vysledky

tromboticka — EVL

In patients with suspected acute mesenteric
ischaemia, urgen@ is recommended.’”

In patients with suspicion of acute mesen-
teric ischaemia, the measurement of D-

dimer should be considered to rule out the

In patients with suspected CI"‘II, is rec-

ommended as the first-line

examination.!*>1%4

In patients with suspected CMI, occlusive
disease of a single mesenteric artery makes

diagnosis.” " 17 the diagnosis unlikely and a careful search
* Chronicka mezenteridlna Treatment for alternative causes should be
ischémia— DUS considered.*>2°>
* pri stendze/oblit. viacerych In patients with acute thrombotic occlusion
Treatment

tepien

revaskularizacia s moznostou
EVL aj chir.postupu

of the superior mesenteric artery, endovas-
e ——

cular therapy should be considered as first-

line therapy for

revascularization. 182,184,187,188

In patients with acute embolic occlusion of
the superior mesenteric artery, both endo-
vascular and open surgery therapy should

. 182,184,187.188
be considered.’®*

In patients with symptomatic multivessel

M, revascularization is

recommended. %1%

In patients with symptomatic multivessel
CMI, it is not recommended to delay revas-
cularization in order to improve the nutri-

tional status.”* 1%
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Renalne artérie

* Renalna revaskularizacia vacsinou
nezlepsi krvny tlak, renalne parametre
alebo KVS parametre u pacientov s ATS
stendzou

V 4

* Renalna revaskularizacia je odporucana
v Specifickych situaciach:

* RAS s plucnym edémom alebo akutnym SZ so
zachovanou systol.funkciou LK

* RAS priakdtnom oligo-anurickom renalnom
zlyhavani u pacientov s bilateralnou RAS bez
oblickovej atrofie

* Cave: stendza solitarnej oblicky,
bilateralna stenoéza!

Revascularization

Routine revascularization is not recom-

mended in RAS secondary to
229231232

atherosclerosis.

In cases of hypertension and/or signs of

renal impairment related to renal arterial

fibromuscular dysplasia,|balloon angioplasty

with bailout stenting should be

considered, 2423

Balloon angioplasty, with or without stent-
ing, may be considered in selected patients
with RAS and unexplained recurrent con-
gestive heart failure or sudden pulmonary

Dedemazze.ﬂ?.zm

In the case of an indication for revasculariza-
tion, surgical revascularization should be
considered for patients with complex anat-
omy of the renal arteries, after a failed
endovascular procedure or during open

aortic 5urger}r.241_2q3
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Recommendations

DUS is indicated as a first-line imaging
253

method to confirm LEAD lesions.

DUS and/or CTA and/or MRA are indicated

for anatomical characterization of LEAD

lesions and guidance for optimal revasculari-
4-257

zation str:an\a-g;;.-'.E

Data from an anatomical imaging test should
always be analysed in conjunction with
symptoms and haemodynamic tests prior to

a treatment decision.>*

DUS screening for AAA should be
considered.” %"’
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PAO DK — klaudikacné stadium

Recommendations for the management of patients with intermittent claudication

@ESC  esys
/-l—

Recommendations

On top of general prevention, statins are indicated to improve walking distance.**”®

In patients with intermittent claudication:

. . P 273,287-289
e supervised exercise training is recommended

e unsupervised exercise training is recommended when supervised exercise training is not feasible or available.

When daily life activities are compromised despite exercise therapy, revascularization should be considered.

Class® | Level®

When daily life activities are is severely compromised, revascularization ghould be considered in association with exercise therapy.m‘290
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Assessment of risk factors and medication

Control of the risk factors (smoking, hypertension, dyslipidaemia, diabetes)
Antiplatelet and lipid lowering therapy
Initiation of exercise therapy, preferably supervised

Claudication impairs significantly daily Claudication does not impact daily life at
life after exercise therapy the baseline or after exercise therapy

v

Patient’s general condition <ls Patient’s general condition does Exercise, preventive
allows invasive treatment not allow invasive treatment and medical therapies
—>| Assessment of lower limb arteries
| ! |
Aortoiliac lesions Femoro-popliteal lesions Isolated crural lesions
I I
[ I | I I
o - Occlusion of the Stenotic/occlusive
Aortoiliac Isolated iliac . . ;
. . aorta distal lesions <25cm >25cm occlusion,
lesions lesions not : . . CFA
. . to the renal without prior reocclusion ;
extending extending . lesion
arteries down endovascular of SFA
to CFA down to CFA T
to iliac level procedures
I [
\/ \d \ y
High Young Risk of Risk of
> atient, < operation operation not
<— surgical P P P
riek fit for open elevated elevated,
surgery ornovein | |vein material ok
\d \d \4 I A4
< Hybrid thera
. Open Open Y Py
Hybrid Endovascular Endovascular (in case of associated
surgery surgery . .
SFA-popliteal stenosis)

Post interventional exercise therapy and risk factor modification after ANY intervention




@ E S C e SVS Chronic limb-treathening ischaemia (CLTI)

European Society
of Cardiology /' Pain control, risk factor management, wound care, antibiotics if needed, drainage of septic foot if needed

v

| Patient candidate for revascularization®

v

| Urgent imaging |

Revascularization feasible |<—L>| Revascularization not feasible

Stenotic lesions,

. <«——>| Long occlusions
short occlusions

No GSV or || GSV available
increased risk for > and patients fit
open surgery || for surgery®

v v

i
i
i
i
i
> | Endovascular first | | Bypass first
i
i i
| Successful revascularization | - » :
* |
Y \ \‘\ 5
Wound care Failure Failure !
. R |
Maintenance of !
revascularization % N ;
New procedures if mandatory '
Management of risk factors ;
i
| Impossible | :
i
| Amputation mandatory? | <

Pain control,
Wound care
Management of
risk factors

Amputation

Rehabilitation

©ESC 2017
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sws - \WIFI klasifikacia — riziko amputécie u pacientov s CLI

* Cielova populacia pre WiIfl — -
cren s . ] Mo ulcer (ischaemic rest pain)
kla S Ifl ka Ciu w | Small, shallow ulcer on distal leg or foot withowt gangrene
° pOkOjOVé ischemicka bolest s {Wound) 2 | Deeper uleer with exposed bone, joint or tendon £ gangrenaus changes limited to toes
Objekt I'Vhymi hemOdyna m ICkaI 3 Extensive deep ulcer, full thickness heel ulcer + calcaneal invelvement t extensive gangrene
para metrami CLI (ABI<O-4, AR Ankle pressure {mmHg) Toe pressure or TePO);
¢lenkovy tlak<50mmhg, palcovy o 050 > 100 250
tlak <30mmHg, tcpO2<30mmhg) I | 60079 B s
* diabeticky defekt (schaemi) 2 0.40-059 50-70 30-39
* nehojaci sa defekt alebo ulceracia 3 <040 <50 <30
>2 tyid ne 0 | No symptoms/signs of infection
* ga ngréna nOhy alebo DK fl | Local infection involving only skin and subcutaneous tissue
W - wound (0_3) (foot Infection) 2 Local infection involving deeper than skin/suboutaneous tissue
3 Systemic inflammatory response syndrome

| - ischemia (0-3)

Example:A 85-year-cld male diabetic patient with gangrene of the big toe and a <2 em rim of cellulids at the base of the toe, wimiﬂlogiu:al sign
fl — foot infection (0-3)

of general infection/inflammation, whose toe pressure is at 30 mmHg would be classifed asWound 2. lschaemia 2, foot Infection |(WIA 2-2-1).[The dinical stage
wauld be 4 (high risk of amputation). The benefit of revascularization (if feastble) is high, alsa depending on infection contral,

Ischaemia - | Ischaemia -2 Ischaemia -3

Ischaemia -0

Odhad rizika amputacie
podla WIfl klasifikacie
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Multivaskularne postihnutie

70% =
60% @
50%
40%
39%

30% - . 23%
20% 6% 5% [ ] 25%

a 8%
0% | m I 4% 0%
0% 5% 7% 4%

CAD Carotid Stenosis >70% LEAD (ABI <0.90)
B caD | Carotid stenosis >70% ] LEAD (ABI <0.90) [] RAS >75%

 Viacetazové arterialne postihnutie je u pacientov s KCHS pritomné v 10-15%
a u pacientov s PAO DK alebo zavaznou karotikcou sten6zou v 60-70%
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Manazment karotickej stendzy u pacientov

indikovanych na CABG

Recommendations

Recommendations | Class™ |Level"' |

It is recommended that the indication (and,
if so, the method and timing) for carotid
revascularization be individualized after dis-

cussion within a multidisciplinary team,

including a neurologist

In neurclogically asymptomatic patients scheduled
for CABG:

e Routine prophylactic carotid revascula-

rization in patients with a 70-99% caro-

tid stenosis is not recommended.” >

In patients with a recent (<6 months) history
are scheduled for CABG:

of TIA/stroke who e (arotid revascularization may be con-

o Carotid revascularization should be con-
sidered in patients witar'ﬂtid
stenosis.”

o Carotid revascularization with CEA
should be considered as the first choice
in patients with 50-99% carotid
stenosis’ "~

e Carotid revascularization is not recom-
mended in patients with carotid stenosis

<50%.

sidered in patients with| bilateral
@'z‘ carotid stenoses or 70-99%
carotid stenosis + contralateral

occlusion"

e (Carotid revascularization may be con-
sidered in patients with a 7/0-99% car-

otid stenosis in the presence of one or

more characteristics that may be asso-
ciated with an increased risk of ipsilat-
eral stroke” in order to reduce stroke

risk beyond the perioperative period.
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Kardialne postihnutie u
pacientov s PAO
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Recommendations Class® | Level®

PADs and heart failure

Full vascular assessmentl|is indicated in all |patients considered for heart transplantation or cardiac assist device implantation.

In patients with symptomatic PADs, screening for heart failure with TTE and/or natriuretic peptides assessment should be

considered.

Screening for LEAD may be considered ir| patients with heart failure. |

Testing for renal artery disease may be considered in patients with flash pulmonary oedema.

PAO a chlopnové chyby srdca

PADs and valvular heart disease

Screening for LEAD and UEADIis indicated in patients undergoingITAVI or other structural interventions fequiring an

arterial approach.




Zmeny v odporucaniach 2017

CHANGE IN RECOMMENDATIONS
2011 2017

Carotid Artery Disease

EPD:s in carotid stenting

Asymptomatic 60-99% carotid stenosis

16

* Surgery for all * Surgery for high stroke risk

* Stenting as an alternative | « Stenting in high surgery
r.iskl29, 135-137
* Stenting in average u

surgical risk

I [ Ma | (1b | EHED
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Zmeny v odporucaniach 2017

CHANGE IN RECOMMENDATIONS
2011 2017

Renal Artery Disease

Stenting for symptomatic athe_ u
_ 1 [ lla | (1b | GHES

2017 NEW RECOMMENDATIONS

* Fibromusuclar dysplasia: balloon angioplasty
with bailout stenting

1) [ Ha | (b | (0
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Zmeny v odporucaniach 2017

CHANGE IN RECOMMENDATIONS
2011 2017

Upper Extremity Artery Disease

Revascularization for symptomatic subclavian artery stenosis

Subclavian stenosis revascularization

* Endovascular first * Stenting or surgery

Revascularization for asymptomatic subclavian stenosis
in patients with/planned for CABG

All Peripheral Arterial Diseases (PADs)
* Screening for heart failure (BNP, TTE)

* Stable PADs * other conditions requiring anticoagulants
(e.g. AF): anticoagulation alone’'

C I ([ 1a ] (1b ) (HES
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Zmeny v odporucaniach 2017

CHANGE IN RECOMMENDATIONS
2011 2017

Lower Extremity Artery Disease
Aorto-iliac lesions

* Surgery for aorto-iliac or
* Primary endovascular aorto-bi-femoral occlusions

therapy for "TASC-D"

* Endovascular as an alternative
in experienced centres

Infra-popliteal lesions

* Endovascular first

* Endovascular therapy?2*-32¢

1 [ Ha | [ Tb | EHED
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Zmeny v odporucaniach 2017

2017 NEW RECOMMENDATIONS

Lower Extremity Artery Disease (LEAD)

Erre— e —

* Angiography in CLTI| with below-the-knee lesions

* Duplex screening for AAA?8 259

* In case of CABG: screen LEAD with ABI, limit vein
harvesting if LEAD

(T J(Ia ) (I | @0
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Antitromboticka liecba u pacientov s
karotickou stenozou

Carotid artery disease

In patients with{ symptomatic carotid stenosis,|long-term SAPT is recommended (87).

DAPT with aspirin and clopidogrel is recommended for at least 1 month after CAS (60).

In patients with{ asymptomatic >50% carotid artery stenosis|long-term antiplatelet therapy (commonly low-dose aspirin) should be
considered when the bleeding risk is low."

Aboyans V, et al. 2017 ESC Guidellines. Eur Heart Jour. 2017



