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,;-_}ﬁu General recommendations gft the management of
(:;E- patients with peripheral rial diseases
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fE}H Flerummendatinniﬁu Class” | Level”

MAIS INTERET A EVITER LES O | y—
CONFLITS , AU CONTRAIRE!!!!! o ebiisan’s. g

; ith PADSs.
|;.'rm|3I=1I t 5

%& recommendad to implement and sup-

.-:.,D{'bcrt initiatives to improve medical and pub-
{E__{:} lic awareness of PADs, especially

G cerebrovascular and lower extremity artery

,.:"., diseases,
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Changements J?Oll et nouvelles reco 2017 sur la
maladie agheromateuse artérielle périphérique

ﬂe&m (dcmc hors Coronaire et Anrte)
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- Trmg,e% Supra Aortiques (Carotide extra cranienne, vertebrale @ﬁ%us claviére)
Meres viscéralesde l'aorte abdominale( digestives, rﬁales}

n Arteres des Membres Inferieurs &

g
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* Traitement antithrombotique (Anticoagula n{‘g@s“et Antiagrégants)

=  Le polyvasculaire( atteinte coronaire et périphérique) _h@@'@a

* Pathologie cardiaque associée ( Insufisance cardiaque, AC/FA) ¥
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Ré-évaluation de Iaﬁevascularlsatlon
d’une sténose cg«‘%tide( 50% NASCET)a
I"'aune du BMI{éest Medical Therapy):

.c,p
~
Métaanaﬁ%e 41 etudes taux d’AVC annuel: 2.3/100
patten’wﬂﬂﬂﬂﬂ VS 1.0/100 >2000 soit 70%
st%nom /AN

A7

’E}

Benefice modeste mais reel de la revasc CHIR chez
'asymptomatique( ARR :4.6% a 10 ans),95%

Recommendations in patients with peripheral arterial

diseases: best medical therapy

Recommendaticns

Class" | Level®

Sroking cessaton is recommended in all

patients with PADs 728

Healthy dietand physical acthty are recom-
mended far all patients with PAD

Stating are reconmended inall pad -L-m:'..;;.-
with PADs

In patients with PADS, i i re mmd&d a

reduce LDL-C to < 1$mn@. (POmgidL)

or decrease it b:.f# aseline values

are 1B-15 mwk 135 mg/dL )™

In disbatic pi.r@ﬁ}!s wiith PADNs, strict ghrcam-
mic mmrdl#mmmmded

it p@:ﬂel therapy i recommendasd (n
p@iﬂu with syrmptomatic PADs.™

{"I'
tl\:Pln patients with PADs and hypertonsion, it ks

ila

d’'intervention inutile... §° | recemmendedto conrol blood presure
{-} at< 14050 mmig ' 42 %
Nécessite d’individualiser le sous- grnupe@" ACER or ARBs shod be considerd
{3{?_ ::ﬂ:-]lm Ihl_‘ﬂf?ﬂmpa.ﬂmts with PADs and
plrtenshon,
de sujetsa haut risqued’/AVC ¢
L

T




Recommendations for management of asymptomatic

carotid artery disease

Recormmendations

In “averape surgical rek’ patients with an
asymiptomatic 60-37% stenosis, CEA should
be considered in the presence of clinical

and/for more imaging characteristics® that

may be associted with an increased rek of F’ﬁ' la

late ipsiliteral stroke, provided documer
poroperative stroke/death rates are

and the patient's life expectancy dt"
is>5years." t.ﬁ

32

In asymplomatic p.len!q:mm have been
deemed "high risk fog
an agy mptomatc

 and who have

B9 stenosis in the
presence of q\@'ﬁ"’ul and/or imaging charac-
teristics® @. may be associated with an
imer r:a,ar:fé}mk of ate ipsiateral stroke, CAS
5 be consderad, provided dodu-

@nented perioperative stroke/death rates
] are <3% and the patient’s life expectancy

151
is>Syears,

I "average surgical rek’ patients with an
asymptomatic 60-99% stenosis in the pres-
ence of clinical and/or maging charactens-
tics” that may be assodated with an
increased risk of late Ipsilateral stroke, CAS
miay be an alternative to CEA provided
documented perioperative stroke/death
rabes are < 3% and the patient’s life expect-

0 0 AN
ancy is > Syears.' "™

FACTEURS DE RISQUE D’AVC HOMOLATERAL

* Cortrabateral TIAStrohs'™

® Ipsilavers] sdons infurcion'™

= Steneds pragressien (= 205
= Spentaneoun emboliztien on transcranial Deppler
{HITS=

Aitrcind * Imaaired cerebral vaseular reserve™
IMAERE |\ Large plaguest™
= Echotacert plaguoes™
* Increased paxta-luminal Black (hypoechopenic) area™ -
- Intrapiaque hasmoerhage™ A
HRA * Lipid-rich mecratic core %
* Age >80 years &%
* Clinicallysignificantcardiac diseasg’
* Severe pulmonarydisease {ﬁ

* Contralateral internaicamtid@??tew occlusion
* Recurrent laryngeal newe\@ﬁsy

- - h\' Ll
* Previousradical neck swﬁew or radiotherapy

* Recurrent stenosis a[;@qr CEA.
&

ASYMTOMATIQUE A RISQUE D’AVC ET FAIBLE RISQUE CHIR :
ENDARTERIECTOMIE | L&B]

ASYMPTOMATIQUE gRISQUE D’AVC ET HAUT RISQUE CHIR:
ENDOV(llaB) o

ASYMPTOMAT}QUE A RISQUE D’AVC ET ET FAIBLE RISQUE CHIR :

ENDOVASC TETRE CONSIDERE( Il b B)
R
,-EJ




symptomatic carotid disease®

Recommen dations on revascularization in patients with

Riec ormimiendati o

CEA s recommended in syrmptormatic
patents with J0-9% cootd stena =, prs

vidhed the documented procedursl dexth)

stroke rate < 6% Y

CEA should be considerad in symgprtomatic
patients with 50678 carotd slentd e, pro-
widerd the dotumerted prooocural death)
gfrolne rate 4 < ER .14 ;

In oty ymptomats patenty w *J"t"ﬁ
50-99% stonosia who present w é}#hf-a:
snaomical fextures o medheal otemoried
thes that ore comidersd t them High
etk for CEA", CAS 1b b ot
provded the documalited procedura

B

LTS O ".u.__;.__rd:'n-.ui &%
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Recommendation on the use of embolic protection
device during carotid stenting

Recommendation

The use of embolic protection devices
should be considered in patients undergoing
carotid artery stenting.

g’
When ':-:{'g&u"uz on B indested in v

ape ik patenis with 1yTmEtom B
s diie e, CAS may be consdesd 1
‘:J'I allemative 1o urpery, prowided the
"E}e:ﬂc urented procodursl dethistroke rate
T

When docsded, B B recomemanded o por
o revasculriration of syrrptormatc

S0-99% carotic shencass 3% 000 a8 e
bl preleratyy within 14 days of yrmptom

1 j-TAR .1
onse" ™

B wrargymratom 4 nod mecormemenaed

patierts witha < 50% carotid stencain ™"

O e O 'I"..lu.-n:u::_rr'ri'-r.hn B e

SYMPTOMATIQUE o8

AVEC STENOSE > 70 %: CHIR (1 A)

AVEC STENOSE >50% gt'< 70% : CHIR (Il a A)
SYMPTOMATIQUE A H}EUT RISQUE CHIR:
ENDOVASC( Il a gy
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= ARTERES VERTE%REALE ET

SOUSCLAVIERE"
ﬁﬁ

48’
Recommen daﬁ;s for management of vertebral artery
stenoses ..s:éa

i

‘F
Hece‘iﬁmendat ions
ol

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

with recurrent ischaemic events despite opti-
15%, 180,162

<0,

rmal medical management

Revascularization of asymptomatic vertebral
artery stenosis is not indicated, inrespective of
the degree of severity.

PAS OU TRES PEU D INDICATION
DE REVASCULARISATION

CHIR OU ENDOV

) blood pressure accurately.

Recommendations on the management of subclavian
artery stenosis

Recommendations

In symptomatic patients with subclavian artery
stenosis/occlusion, revascularization should be

considered.

In symptomatic patients with a stenotic/
occluded subchvan artery, both revasculariza-
tion options (stenting or surgery) should be
conndered and decussed case by cEe accord-
ing to the lesion characteristics and patient’s
risk

In asymptomatic subclavian artery stenosis, revas
e should be comsidered in the case nipm{gﬁ

mal stenosis in patients undergoin
pa rgoing GG
using the ipsdateral intermal mamgsy

artery @

s should be comsidered in I.Eé\aiﬂ of proxd-
mal stenosis in pal.li:rl'_chhu already have

the ipsflateral nmmﬁnmmarf artery
grafted to ¢ artenes with evidence

of myuca.rd%l&chamm
s should rsidered in the case of subcla-
wian ;@Er‘:r stenoss and ipsilateral arterio-

vuﬁsﬂstuh for dialysis

=
Riﬂ?na}' be considered in the case of bilateral
1:$-D stenosis in order to be able to monitor
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Recommendations on the management ﬂf&:ute MmMesen-

teric ischaemia
ﬁ'ﬂ'
.E.
di'-
Recommendations ﬁ;@ Class® | Level®
=
Diagnosis 3

MesEnoeric
179

In patients wAth suspected ac
ischaemia, urgent CTA is sicommended.
Fila

In patients with suspg on of acute mesen-
teric ischmia.ﬂ measurement of D-
dimer 5haulcE-ﬁ corsidersd to rule out the
179

dlagﬂﬂil5.§

Tr@nent

@t patients with acute thrombotic occlusion
h

Plutot ENDOV

-I'E} of the superior mesenteric artery, endovas-
cular therapy should be considered as first-
line therapy for

revascularization, 19418 T 1848

In patients with acute embolic occlusion of
the superior mesenteric artery, both endo-

vascular and open surgery therapy should

1ELIB4 BT 188

be considered

Recommendations for management of chronic mesen-
teric artery disease
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Recommendations Class® | Level®

Diagnosis

In patients with suspected CHI, DUS is rec-

ommended as the first-ling

; 197154
SCArmEna Taon, 3,

In patients with suspected CMI, occlusive
disease of a single mesenteric artery mukc%,
the diagnosis unlikely and a careful 503&
for alternative causes should be 63&

considered,

g«rﬁ; OU ENDOV

Treatment

In patients with iilgf‘nmuc multivessel
CMI, revasculari 2 is

rﬂtmmmd&%@? 195

Yy
é_’&m nal status.

In pat ERI_E,‘WIth symptomatic multivessel
'I:HII.EJ& not recommended w delay revas-

Uqﬁ}iz;mnn in order to improve the nutri-
192,195
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Recommendations for diagn a@fﬂﬁ: strategies for renal Recommendations for treatment strategies for renal
artery disease ‘5?9 artery disease
o '
Recommendations NecTEnenGasons
K

DUS (as first-line), T A° and MRA® are rec-

ommended | modalities to establish a ACBs/ARB: are recommended for treat-

diagnosis ofy [, 204212 memnt of hypertension asocated with -J':gjﬁ

E}tﬁ eral RAS TP 240 {h&
D5A n:z.iff be considered to confirm a diag- &

Calcun chame biock e, bﬂ;ﬁirl

n%a? of RAD when clinical suspicion is high
and duretics are 'mmnﬁd for treat-

ﬂ'ﬁ"ld the results of non-invasive examinations

.-E:"‘ - . _21L215

ment ﬂ-'h}w'lr:ruﬂnuagf-;m with renal
are inconclusive.

artery daecse E@
Renal scintigraphy, plasma renin measure- AC Bs/ARBs mayBe consdered in biateral
ments before and after ACE| provocation severs RAS n the case of stenoss in 2

and vein renin measurements are not rec- nge hr#m g kdney, § wel tolerated

and c*r_.-:-:.f:rrmw-‘g =

g

ommended for screening of atherosclerotic
RAD.**
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ABANDON DE LANGIUPﬁSTIE!!!!!
Sauf pour LA FIERDBN’%PLASIE

Revascularization

Routine revascularization is not recom-

mended in RAS secondary to

. =¥y
amtrﬂxhrmmf 21422

In cases of hypertension and/or signs of
renal impaiment related to renal arterial
fibromuscular dysplasia, balloon angioplasty
with bailout stenting should be

: 2134-236
considered.

Balloon angioplasty, with or without stent- &
ing, may be considered in selected P&[Imﬁq‘t’{h
with RAS and unepliined recurrent cgi-

gestive heart failure or sudden pul %

92117238

oedema. &

e

intheczeofan ndut-uﬂﬁ-' revascoulariam
ton. surgical -:-f::.tu.:*ﬁetcn shoud be
consdered for pu?@ with complex anat-
orrry of the ﬁtt}iﬂt“ﬁ aftera faled
Erdwmu_&cﬁ'mﬂdwtﬂ' during open
30rtic iu'.g%"f

-'-'.,"'l-l

=241
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Figure 1. TASC dﬁ-.-rf'ﬂ;' h:: T aortoiliac lesions
e W
TERMN A | N A :
V ‘

ilar su rgery
soéletles refuse to
éndorse TASC IlI

Wascolfar News has leamni that the Worid Federation of Vasculyr Socleties has decided

"E} tad &pmﬂmmﬁwﬂmm HHMWMMWHMW ‘\@
DI:umrl’.n'ﬁl:} Tha prockss fa desnlop tha updats nn in 2071, and the TRSC
COTHIT HHH'II'H-IIH lanned fo submit the mw guitelings Hpi.ll:lﬂt'-l nﬂ A 2013
Hewevar, the surgital socleties guestion the evidence behind TASC W and hawve

i falad Iﬂ- divblap thelr swn guabdelisea, the 15 Sval glokal e&ndanduE
ol Wolle, Ladon, kL /\ l\ {/N /\ /\
LK, mrai 1 i rentisy enthi b rr -'\l
o r i W . "|| E By ko 0, s wap el
o e " i e i s
st | WEFWSL & E 0 ol Jalf, Bomdon,
i e

"
&
{:}1

F {?.- . [
Classification TASC basée exelusivementsur I'anatomie
"'I.E:'
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medical and surgical vascular, cardiovascular,
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|Ld551ﬂﬂ Communication Education
Eurore and North America

ﬁﬁiASC [l 207 ()amais publié!!!!

Supprimer les pontages ?

Inter-Society Consensus
for the Management of PAD

= TASC 2000
= Typa J:l.
= Endovaciadar reatmant
= 'r“: |_
=] ol Iraadmasnl

= !F |:
‘| it on oparabor skilsiphalerance

= ThAS ": II
Typa A/D unchanged

o] [roatmant for u'u.. risk pafenis
1 i '|.|u|-r ni prefarancs and
Lk

(nol a8 stents are equal, bul also naol all oparators are aqual)

Hospren L ol al, TIVES 300731515

TASCA, B, C and D lesions in the af)rto illac segments of
patients W|th symptomatic F"AE should be initially treated

with endovasculaﬁherapy [Grade B].
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2017 ESC Shindalsnes on the Diagnodkis &
Trestmaent of Peripheral Arterial Diseases,
1A Collaboratson with i European Sooeety

2017 NEW / REVISED CONCEPTS Sl it s A 0

EXIT LE TASC ET Lﬁ%ONCEPT D’ISCHEMIE CRITIQUE (IC),

&‘émplace par celui de
« Chrqf‘nc Limb-Threatening Ischemia »!!( CLTI)

.c,p
Définition de |#(C: 1982 , uniguement sous l'angle de la perfusion, &

excluant [e\; iabétiques

201@"’*estimated current prevalence rates of neuropathic,
:éggtuermc, and neuroischemic ulcers in patients with

\© iabetes are 35%, 15%, and 50%, respectively.

b,

’E}

A New Classification System for the
Threatened Lower Limb: SVS WIfl

SOCIETY POR VASCULAR SURGERY® DOM
Joseph L Mills. 5r., M.D. ﬁi?\

Professor of Surgery, Chief, Vascular & Endovascular Surgery '“' Semic ”1 ;-lu ular | l:-.n Low ‘iL m
wrca | B3

Univerity of Arizona Health Sciences Cenber R | |q}n

So-Riiei SAA (Souiiin Mrtiin Limb Savags Alasc ) e .,i‘.“.' A - 2

(J Vasc Surg 2014;59:220-34.) &
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Recommendations for the management of paﬁnts with intermittent claudication ;
A

P

[
Recommendations vl Class* | Level"

On top of general prevention, statins are mdn-mtegqﬁmprme wralling distance £

In patients with imermittent ¢lasdication ﬁ"@

® sipervised cxerdse training is rql;-:l&@ncrdnd”lmr':“

= unsupervised exercise tmmt@:ﬁﬁﬁwmndﬂd when supervised exerdse training Is not feasible or available.

When dally life activities a‘i%&rnpmmimd degpite exencise therapy, revascularization should be considered,

When daily Life :m?@hre i severely compromised, revascubirization should be congdered in auociation with serce therapy, 2270
Recom m ions on revascularization of aorto-iliac occlusive lesions®

H-auqﬂfnmda.unm

Q& endoviscular-first strategy is recomnmended for short (i.e <5 on) occlushe lesione. ™"

{1‘@ In patients fit for surgery, acrio-(bl)femoral bypass should be considered in aoro-iliac occlusions. 1T
."‘U
rE} An endovascular-first strategy should be considered in long and/or bilsteral lesions in patents with severe comorbidities, A :ﬁ‘?
-‘_'l.-'
An endovascular-first stratepgy may be corsidered for aorto-iliac occlusve lesions if done by an experienced team and if it th COMPromise Ib
subsequent surgical option 5" -181186 'El':’
L
o
Primary stent implantation rather than provigonal stenting should be considerad ™% kgﬂa la
"'-.‘.5
Open surgery should be consdered In fit patients with an sortic ooclusion extending up to the renal arteries, &, I
In the case of Bo-fernoral ooclusive lesions, a hybrid procedure combining liac stenti ng and femoral mdd@ecm'ny or bypass should ™
be considered. ™% o
o —
Extra-anatomical bypass may be indcated for patients with no other alternatives for rl:'-'w:uli@l:inn- b

o
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Recommendations on revascular'izatiiﬂﬁl of femoro-popliteal occlusive lesions®

Passion Communication Education

Lo
Pl "
Recommendations {\.ﬁ‘ Class® | Level
T
An endovascular-first strategy is recg?%'-ended in short (Le. €25 cm) lesions, ™% '| ﬁ |
4
Primary stent implantation wqﬁe considared in short (Le <25cm) lesiong, F04%05 lla
et

=
Drug-eluting balloons m E‘e corsidered in short (Le, <25cm) lesions. - 0e-310

Drug-eluting HEFH& be consdered for short (Le. <25cm) lesions, %™

2
e
Drug-eluting bafioons may be considered for the treatment of in-stent restenosis.” " éﬁp Ilb
¥ i
In pui&@i'm are not at high risk for surgery, bypass surgery is indicated for long (e >25 cm) superficial fermoral artery lesions whe %ﬁﬂq
aut??gﬁus vein is asvailable and [ife expectancy is> 11|.-'E.ar!..:“‘1 @{1{@
ﬁe autologous saphenous vein is the conduit of choice for femoro-popliteal bypass*®*"~ Jﬁ}& |
u
3
When above-the-knee bypass is indicated, the use ofa prosthetic conduit should be considered in the absence of mya%ﬂ%gﬂm saphenous ila
vgin, M ,{'ﬁ-ﬂ}
In patients unfit for surgery, endovascular therapy may be considered in long (Le. 225 cm) fernoro-popliteal lﬁiEn?.ju b I;_E .
[.:E‘Eﬂ‘-.
< 25 CM : ENDOV K
>25 CM: PONTAGE VEINEUX (ENDOV SI ﬂéﬁéﬁoUE CHIR HAUT)

&
®
DES ET DEB : PAS LA COTE.....(ll b B) ,F"?“
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"¥%€hronic Limb-Threatening Ischenmiamdh GLT)cr

@
o
Table7 Assessment of the risk g{%mpumﬁun: the WIFI classification (for further details see Mills et crtln}
F‘f
Component ﬂﬂﬁ Score | Description
& 0 Mo ulcer (ischaemic rest pain)
<
w ,;\:;-.‘5@ | Small, shallow ulcer on distal leg or foot without gangrene
Mnu?e' 2 Deeper ulcer with exposed bone, joint or tendon + gangrenous changes limited to toes *.3-_1:'15"
& 3 Extensive deep ulcer, full thickness heel ulcer  calcaneal involvement £ extensive gangrm%}*?w
7
aﬂp ABI Ankle pressure (mmHg) T%@tssure or TePO,
<&” 0 =0.80 > 100 & 60
'i:}" - ‘_ ﬁ‘fﬁt

[ 0.60-0.79 70-100 & 40-59

| ' (Ischaemia) &

L 2 0.40-0.5% 50-70 dr 30-3%
N o
P 3 <040 S0 8 <30

0 | No symptoms/signs of infection ‘iﬂi‘e’

fl | Local infection involving only skin and subcutaneous rjssueﬂi-e';‘;

{foot Infection) 2 Local infection involving deeper than skh—d:ub-cunnoad‘;ﬁaﬁue
3 Systemic inflammatory response syndrome &&F’
E
Example:A 65-year-old male diabetic patient with gangrene of the big toe and 2 <2 cm rim uf;(dﬂulh:is at the base of the toe, without any clinical’biclogical sign
of general infection/inflammation, whose toe pressure is at 30 mmHg would be classified ound 2, Ischaemia 2, foot Infection | (Wifl 2-2-1).The clinical stage
would be 4 (high risk of amputation). The benefit of revascularization (if feasible) is high,&%0 depending on infection control.
o

A
Q"\
d"
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Idée: classigifgtion type TNM d’oncologie

Rask /benehe: Climacal stages by expert © TS
=)= i e i T 'l::‘-h@- %

-
a, Estimane risk of ampatation at | _-.ﬁr each combination One-Year Amputation Risk [ﬂ
g by SVS LEADS Class
i — Lsche mia — 2 s he it — [
| 53
F
¥ 1
b, Exti 'I:I‘El'ul.lkl:llh-h.hj of benefit offrequarement for revascularization (asoming
i1111~%§n can be controlled first) ;
| &1
) -
|
2

Yerylow e Vi =

Lﬂ‘“: = ]_ =1.'IIJH|.'EII all]

il. foot Infection: 1. Ischeman: W, Wound.

Clinscal stoge "’}p swild sigrify an unsalvageable fool

EVLEML IEEESL & ELAFL AEIOLGLAILAME E LM O TF AEE ool
IV. Stages: The four dinical stages were derived by Delphi Consensus ('['-H?{} and will require prospectve vabdanon. This process is
intended to be iterative and s meant to reduce the number of chinical stages® a manageable and meaninghul number; the stages should
correlate with ampurtation risk (natural history of limb with that given clggi€al stage in the absence of revascularization). Using the same
patient examples as above: rh
"'I.E:'
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Recun'nmendatinngr“
o

&
Early recogn itigﬁ%f tissue loss and/or infec-
tion and ref; g[ to the vascular team is
rnandat%ﬁ to improve limb salvage®’
p P 48

i
In @ﬁents with CLTI, assessment of the risk
§Famputation is indicated "

aﬁ In patients with CLTI and diabetes, optimal
,ﬁ& glycaemic control is recommended, 18317

For limb salvage, revascularization is indi-
o cated whenever feasible.*"*

In CLTI patients with below-the-knee
lesions, angiography including foot runoff
should be considered prior to

revascularization.

In patients with CLTI, stem cell/gene ther-

apy is not indicated.**®




Recommendations on revascularization of infra-popli-
teal occlusive lesinrg;

'l,'.é

g
7
.ﬁb

Recom mengﬁiﬂns
i'-..

In the cage’of CLT]I, infra-popliteal revascula-

R
rizati# is indicated for limb salvage.nn aa

{ , N
o-| e bypass using the great saphenous vein is

&
S indicated
e endovascular therapy should be _.
considered. %% &
&I;;.E::
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Recommendations on mtithmm@%c therapy in patients with peripheral arterial diseases
£

ol
Recommendations ﬁ;\ Class® | Level®
o

"

e
b
In patients with 5:.-'m|:|t3§ﬂic carotid stenosis, long-term SAFT i recommended (87)

Carotid artery disease

k)
DAPT with us-plnlgﬁ-d clopidogrel is recommended for at least 1 month after CAS (60)

e
n p.m-e:&;mgyas:rmpwmmt >50% carotid armery stendsls, long-term antiplatelet therapy (commonly low-dose asgpirm) should be

considere en the bleeding risk iz low.”

Lwﬂexu’enﬂties artery disease

Jpong-term SAPT is recommended in symptomatic patients s @{h

%ﬂ"‘ Long-term 2AFT ks recommended in all patents who have endergone revascularization, 6@6@

& SAPT is recommended after infra-inguinal bypass surgery, "+#%47 u:_Qb
L .‘ﬁ@
G

Witumin K antagonists may be conidera] aler .1.l.|.'l.1:|1|:-3_|:l..|-;. v |nF|'.1-|ngu|ru| I','-'rpu-..s.,” .{1355'.'5'

fE} In patients requiring antiplatelet therapy, clopidogrel may be preferred over aspirin.®’

o

DAFT with aspirin and clopidogrel for at least 1 month should be considered after infra-inguinal m—,-r?nuuun.

DAPT with agpirin and clopidogrel may be considered in below-the-knee bypass with a prosthetic g

Because of a lack of proven benefit antiplatelet therapy is not routinely indicated in patients isolated” asymptomatic LEAD,*-*7

A

BITHERAPIE ANTIAGREGANTE 1 I\tﬁiﬂ PUIS MONOTHERAPIE
APRES ANGIOPLASTIE 50U5 INmﬁﬁINALE OU CAROTIDE




Antithrombotic therapy for PADs patients requiring oral anticoagulant

In patients with PADs and AF, OAC:**™
» is recommended when the CHA;DS;-VASC scoreis =2 2

2R

# should be considered in all other patients. @é& la .
In patients with PADs who have an indication for _%Eu{e.g. AF or mechanical prosthetic valve), oral anticoagulants alone should be Ha "
considered.”’ g@'

o4
After endovasauilar revascubrization, 2 pinin gitlopidogrel should be corsidered in addition 1o OAC for at least 1 month if the bleeding risk is ila
low compared with the risk of mrﬂgm&:@
Ha

After endovascular rmulmza.ngsﬁic alone should be corsidered if the bleeding risk & high compared with the risk of gent/graft occlusion.

CAC and SAPT may be cma%da;-d beyond 1 month in high ischaemic risk patients or when there & another firm indcation for long-term SAPT,

IS Copicopei i mpidey BN Augirin 75-100 myfdsy Mhﬂﬂaﬁmwwﬂﬁ\@
%]
7
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CONCLUSIONS

o
* Réductior*des indications de revascularisation chez
| asymﬁomathue avec une sténose carotide, petltg

DU\{ETtUI‘E pour ’ENDOVASCULAIRE... ﬁ‘
. \sf'osmn ,plutot CARDIOLOGIQUE, du tralteme'.ﬁ!‘f:a
" antithrombotique associé . ﬁ

= Vision ,plutot CHIRURGICALE TMDIT?NNELLE

(voire « réactionnaire » .....) de la re,ﬁ“‘ascularlsatlon
,q:?*




