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Peripheral artery disease (PAD)
affects an estimated 200 million peo-
ple worldwide, two-thirds of whom
live in low-middle-income countries
(LMICs)!'. Two recently published
guidelines, the Global Vascular
Guidelines (GVG)? and European
Society for Vascular Surgery (ESVS)
guidelines?, have put the spotlight on
chronic limb-threatening ischaemia
(CLTI) and acute limb ischaemia
(ALI) respectively.

Guidelines should be seen as an
opportunity to encourage change.
When a vascular service was intro-
duced in Viborg County, Denmark,
in the late 1980s, the amputation rate
declined by 25 per cent to a national
level*. Since then, the rates of vascu-
lar reconstruction have continued to
increase, and amputation rates have
declined in Denmark. The associa-
tion between the number of vascular
reconstructions and the amputation
rate has now disappeared, and only
40 per cent of patients have a vascular
reconstruction before amputation”.
With fewer than a dozen vascular
specialists on the African continent,
south of Egypt and north of South
Africa, these documents are timely
and it is evident that there is room
for improvement in both high- and
low-income countries.

The GVG focus on the highest-
risk patients with PAD, those with
CLTI. Several new key concepts
have emerged that may influence the
way CLTT is managed and reported.
The GVG represent a collaboration
between three major vascular societies
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(Society for Vascular Surgery, ESVS
and World Federation of Vascular
Surgeons), comprising 58 contribu-
tors, ten of whom were from LMICs.
The ESVS guidelines have provided
a timely analysis of the available
evidence for the diagnosis and man-
agement of ALIL Although the major
trials of thrombolysis date back to
the early 1990s, modern management
of ALI has evolved significantly, and
many patients received endovascular
therapy as first option. Key evidence
statements may well change the deliv-
ery of routine care both for patients
with CTLI and those with ALL

The ESVS recommendations out-
line the features of ALI that lead to
early diagnosis, and early manage-
ment by non-vascular doctors. Once
diagnosed, ALI must be treated in
hospitals that have vascular specialists
and a full range of open and endovas-
cular treatments available around the
clock. It is no longer reasonable to
perform blind embolectomy with-
out adequate preoperative imaging
and quality control on completion of
both open and endovascular proce-
dures. This may mean that patients
will require urgent transfer to a vas-
cular specialist centre. Both open
and endovascular treatments such as
thrombolysis appear equally effective
in many patients, but have different
adverse event profiles. The guidelines
aim to help clinicians choose between
treatments for individual patients,
but are inevitably hampered by a
lack of robust data. When and how

to revascularize is often determined

by local and national cultures, and
personal expertise. In Denmark, ALI
is treated mainly by open surgery,
whereas in Sweden an endovascular
approach is favoured*®. Intuitively,
a one-technique-suits-all approach
seems inferior to having more skills
and facilities available. Consequently,
the recommendation of expert treat-
ment in centres mastering both open
and endovascular techniques is very
important and relevant.

Technical improvements in coro-
nary revascularization have made
endovascular revascularization tech-
nically feasible in most patients.
Cardiologists have developed and
validated the SYNTAX algorithm to
guide decision-making’. Now, leading
vascular specialists have created a
similar syntax for CLTT in the GVG.
The GVG recognize that indications
and patient outcomes are not related
simply to the anatomical distribution
of PAD, as suggested previously in
the Inter-Society Consensus for the
Management of Peripheral Arterial
Disease (TASC) II guidelines®. The
problem is much more complex than
that. The state of any wounds, the
severity of perfusion deficit, fitness of
the patient and availability of auto-
genous vein are critically important
to decision-making and outcomes.
By creating a new approach, the
GVG have realized an opportunity to
allow standardization of interventions
and comparison of outcomes. The
Wound, Ischaemia and foot Infec-
tion (WIfI) system’ enables vascular
specialists to classify the severity of
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CLTT and is of prognostic value in
patients with, or without revascular-
ization. The indication for attempting
revascularization is based on the risk
to the patient, the severity of limb
ischaemia and the complexity of the
arterial lesion(s). Average- and high-
risk patients are defined according to
estimated procedural and 2-year all-
cause mortality. These components
are then merged in a novel Global
Anatomic Staging System (GLASS),
which involves defining a preferred
target artery path to revasculariza-
tion and estimation of limb-based
patency. This results in three stages of
intervention complexity. The optimal
revascularization strategy is influenced
by the availability of autogenous vein
for open bypass. Although this new
approach to classifying patients with
CLTI is appealing, the underlying
methods have not yet been validated.
The recommendations for revascu-
larization are based on best available
data, pending evidence from ongo-
ing RCTs on the treatment of CLTT
across Europe and North America.
Vein bypass may be preferred for
average-risk patients with advanced
limb threat and high-complexity dis-
ease, whereas those with less complex
anatomy, intermediate-severity limb
threat or high patdient risk may be bet-
ter offered endovascular intervention.

This complex algorithm merges all
the crucial factors needed for clinical
decision-making in CLTI. However,
there may have been some key omis-
sions. For example, it seems important
to consider whether the proportion of
patients who are turned down for
attempted limb salvage revascular-
ization procedures can be reduced; a
second method of imaging in these
patients will identify an additional
15 per cent whose limbs may be
salvageable!©.

The GVG also offer other use-
ful guidance, including the use of

interdisciplinary teams to deliver
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modern vascular care to people with
CLTI. Unfortunately, there is little
guidance on what comprises a mini-
mum workforce, or an infrastructure
for safe vascular care. This would have
been invaluable to patients, surgeons
and healthcare commissioners, partic-
ularly in LMICs. Vascular specialists
spend a great deal of time debat-
ing open or endovascular strategies,
using a panoply of techniques and
technological adjuncts; however, the
sobering reality is that most patients
afflicted by ALI and CLTT worldwide
have little or no access to revascular-
ization. Universal access to specialist
vascular care is the challenge. The
new ALI and CLIT guidelines are a
clarion call to change clinical practice
in these much neglected high-risk
patients. Once adopted, they have the
potential to influence practice, guide
interventions and provide standards
for monitoring outcomes globally.

Disclosure

The authors declare no conflict of
interest.

References

1 Fowkes FG, Rudan D, Rudan I,
Aboyans V, Denenberg JO,
McDermott MM et al. Comparison of
global estimates of prevalence and risk
factors for peripheral artery disease in
2000 and 2010: a systematic review
and analysis. Lancet 2013; 382: 132%.

2 Conte MS, Bradbury AW, Kolh P,
White JV, Dick F, Fitridge R ez a/.;
GVG Writing Group for the Joint
Guidelines of the Society for Vascular
Surgery (SVS), European Society for
Vascular Surgery (ESVS), and World
Federation of Vascular Societies
(WFVS). Global Vascular Guidelines
on the management of chronic
limb-threatening ischemia. Eur ¥ Vasc
Endovasc Surg 2019; 58: S1-5109.

3 Bjorck M, Earnshaw JJ, Acosta S,
Bastos-Gocalves F, Cochennec F,
Hinchliffe R ez 4l. European Society
for Vascular Surgery (ESVS) 2019

www.bjs.co.uk

10

clinical practice guidelines on the
management of acute limb ischaemia.
Eur  Vasc Endovasc Surg 2020; doi:
10.1016/j.€jvs.2019.09.006 [Epub
ahead of print].

Lindholt JS, Bovling S, Fasting H,
Henneberg EW. Vascular surgery
reduces the frequency of lower limb
major amputations. Eur F Vasc Surg
1994; 8: 31-35.

Londero LS, Hagh A, Houlind K,
Lindholt JS. Major amputation rates
in patients with peripheral artery
disease aged 50years and over in
Denmark 1997-2014 and the
relationship with demography, risk
factors, and vascular services. Eur

7 Vasc Endovasc Surg 2019; 58:
729-737.

Grip O, Wanhainen A,

Michaélsson K, Lindhagen L,

Bjorck M. Open or endovascular
revascularization in the treatment of
acute lower limb ischaemia. Br 7 Surg
2018; 105: 1598-1606.

Farooq V, van Klaveren D, Steyerberg
EW, Meliga E, Vergouwe Y,

Chieffo A er a/. Anatomical and
clinical characteristics to guide
decision making between coronary
artery bypass surgery and
percutaneous coronary intervention
for individual patients: development
and validation of SYNTAX score II.
Lancet 2013; 381: 639-650.

Norgren L, Hiatt WR, Dormandy JA,
Nehler MR, Harris KA, Fowkes FG.
Inter-society consensus for the
management of peripheral arterial
disease (TASC II). 7 Vasc Surg 2007;
45(Suppl): S5-S67.

van Reijen NS, Ponchant K, Ubbink
DT, Koelemay MJW. Editor’s
choice — the prognostic value of the
WIHI classification in patients with
chronic limb threatening ischaemia: a
systematic review and meta-analysis.
Eur F Vasc Endovasc Surg 2019; 58:
362-371.

Eiberg JP, Hansen MA, Jorgensen
LG, Rasmussen JB, Jensen F,
Schroeder TV. In-situ bypass surgery
on arteriographically invisible vessels
detected by Doppler-ultrasound for
limb salvage. 7 Cardiovasc Surg (Torino)
2004; 45:375-379.

B7S 20205 107: 165-166

€202 1aquiadaQ 60 Uo isanb Aq 86021 9/591/€/201/a1o1e/slq/woo dno-olwepede//:sdiy woly papeojumoq



European Colorectal Congress

3 - 6 December 2023, St.Gallen, Switzerland

MASTERCLASS
PROCTOLOGY DAY
ROBOTIC COURSE
DAVOSCOURSE@ECC

Gut microbiome and surgery
Phil Quirke, Leeds, UK

Diet in diverticular disease
Pamela Buchwald, Lund, SE

Decision making in the management of acute
complicated Diverticulitis beyond the guidelines
Seraina Faes, Zurich, CH

Diverticular Abscess -
Always drainage or who benefits from Surgery?
Johannes Schultz, Oslo, NO

Perforated Diverticulitis:

Damage Control, Hartmann’s Procedure,
Primary Anastomosis, Diverting Loop
Reinhold Kafka-Ritsch, Innsbruck, AT

When to avoid protective stoma
in colorectal surgery
Antonino Spinelli, Milano, IT

Endometriosis -
what is the role of the abdominal surgeon
Tuynman Juriaan, Amsterdam, NL

Challenges in Surgery of Endometriosis -
always interdisciplinary?
Peter Oppelt, Linz, AT; Andreas Shamiyeh, Linz, AT

A gaze in the crystal ball: Where is the role of virtual
reality and artificial Intelligence in colorectal surgery
Mller Beat, Basel, CH

Cytoreductive Surgery
and Intraperitoneal Chemotherapy - facts and hopes
Michel Adamina, Winterthur, CH

Metastatic Colorectal Cancer - surgical approaches and limits
Jurgen Weitz, Dresden, DE

Extended lymph node dissection
for rectal cancer, is it still under debate?
Miranda Kusters, Amsterdam, NL

Organ preservation functional outcome in rectal
cancer treatment - in line with patient’s needs?
(Robot - laparoscopic - open surgery?)

Hans de Wilt, Nijmegen, NL

Advances in Robotic Surgery and what we learnt so far
Parvaiz Amjad, Portsmouth, UK

Challenging the market:

Robotic (assistant) Devices and how to choose wisely
(Da Vinci - Hugo Ras - Distalmotion ua)

Khan Jim, London, UK

TAMIS - Robotic Transanal Surgery, does it make it easier?
Knol Joep, Genk, BE

Live Surgery - Contonal Hospital of St.Gallen
Walter Brunner, St.Gallen, CH;

Salvadore Conde Morals, Sevilla, ES;

Friedrich Herbst, Vienna, AUT;

Amijad Parvaiz, Portsmouth, UK

Video Session

Lars Pahlmann Lecture
Markus Buchler, Lisboa, PRT

Honorary Lecture
Bill Heald, Lisboa, PRT

Information & Registration www.colorectalsurgery.eu




