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INTRODUCTION	

Vieillissement	artériel	
•  Rigidifica6on	de	la	paroi	(augmenta6on	collagène/élas6ne)	
•  Altéra6on	endothélium	(diminu6on	relaxa6on	artérielle)	
•  Médiacalcose	

+	
Athérome/Facteurs	de	risque	CV		
•  Tabac	
•  HTA	
•  Diabète	
•  Cholestérol	
	
Prévalence	>75ans:	20%	



DEMOGRAPHIE	



every age group. Actual prevalence values for all disease
phenotypes deviate from the predicted curve after 90
years of age.

The unadjusted odds ratios (ORs) associated with age
deciles of 40 to 50 (reference group), 51 to 60, 61 to 70, 71
to 80, 81 to 90, and 91 to 100 years of age were 1, 1.51,
2.72, 5.76, 13.52, and 27.26 (p for trend !0.001) for PAD;
1, 2.04, 4.49, 8.14, 12.10, and 14.34 (p for trend !0.001)
for CAS; and 1, 1, 4.78, 9.95, 14.81, and 19.8 (p for trend
!0.001) for AAA, respectively. A similar relationship
between age and vascular disease was demonstrated in
women and men, respectively (Table 2).

Following adjustment for sex, race/ethnicity, body mass
index, smoking, hypertension, physical activity, hypercho-
lesterolemia, diabetes, and family history of cardiovascular
disease, the ORs associated with age decile were 1, 1.37,
2.27, 4.84, 12.03, and 26.70 (p for trend !0.001) for PAD;
1, 1.77, 3.39, 5.83, 8.88, and 11.57 (p for trend !0.001) for
CAS; and 1, 1, 3.97, 8.34, 13.58, and 21.37 (p for trend
!0.001) for AAA, respectively. The association between
age and disease was more apparent for men in PAD and
CAS and more apparent for women in AAA (Table 3).

Compared to subjects in the youngest age category,
octogenarians were approximately 12-fold likely to have
PAD (OR: 12.03; 95% CI: 11.54 to 12.54), nearly 9-fold
likely to have CAS (OR: 8.88; 95% CI: 8.48 to 9.30) and
nearly 14-fold likely to have an AAA (OR: 13.58; 95% CI:
12.82 to 14.39). Nonagenarians were nearly 27-fold likely to
have PAD (OR: 26.70; 95% CI: 24.78 to 28.75), 12-fold
likely to have CAS (OR: 11.57; 95% CI: 10.56 to 12.66),
and over 21-fold likely to have an AAA (OR: 21.37; 95%
CI: 18.42 to 24.68).

Following multivariable adjustment, the ORs for the
association of peripheral vascular disease with increasing age
(per 10-year increments) were significant for PAD (OR:
2.14; 95% CI: 2.12 to 2.15), CAS (OR: 1.80; 95% CI: 1.79
to 1.81), and AAA (OR: 2.33; 95% CI: 2.30 to 2.36)
(Fig. 4).

Polyvascular disease increased with increasing age as well;
vascular disease in more than 1 location was 0.04% in the 40

Figure 3 Prevalence of PAD, CAS, and AAA by Age

Prevalence of each disease phenotype was defined as count per 100,000 and
presented using scatter plots. Regression analysis calculated a formula for a
subject’s prevalence of a particular disease with respect to age. The coefficient
of determination (r2) for the PAD, CAS, and AAA regression models are 0.98, 0.96,
and 0.90, respectively. Solid black line " PAD; dashed black line " 95% confi-
dence interval of PAD; solid red line " CAS; dashed red line " 95% confidence
interval of CAS; solid blue line " AAA; dashed blue line " 95% confidence
interval of AAA. Abbreviations as in Figure 2.

Figure 2 Sex-Specific Prevalence of
PAD, CAS, and AAA by Age Decile

Prevalence of (A) peripheral artery disease (PAD), (B) carotid artery stenosis
(CAS), and (C) abdominal aortic aneurysm (AAA) increased with age in both
women and men, respectively (p for trend !0.0001 for each comparison).
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provided for each age decile (Table 1). As expected, risk
factors for cardiovascular disease increased with increasing
age. However, several risk factors decreased in the octo- and
nonagenarians groups. For example, diabetes and hypercho-
lesterolemia increased with advanced age until 80 years of
age and declined thereafter.

In the overall population, any type of peripheral vascular
disease was present in 7.48% (95% CI: 7.44% to 7.51%).
The prevalence of any vascular disease increased signifi-
cantly with age (Fig. 1) ranging from 2.0% (1 in 50) in the
40 to 50 years age category to 32.0% (!1 in 3) in the 91 to
100 years age category. Among octogenarians and nonage-
narians, more than 20% and 30%, respectively, had periph-
eral vascular disease in at least 1 arterial territory. The

association between increasing age and any peripheral vas-
cular disease was similar in women (40 to 50 years: 2.37%,
51 to 60 years: 3.59%, 61 to 70 years: 6.51%, 71 to 80 years
old: 11.75%, 81 to 90 years: 20.34%, 91 to 100 years:
31.58%; p for trend "0.001) and men (40 to 50 years:
1.44%, 51 to 60 years: 3.44%, 61 to 70 years: 8.02%, 71 to
80 years: 15.25%, 81 to 90 years: 26.03%, and 91 to 100
years: 34.44%; p for trend "0.001).

Among all individuals, prevalence of PAD, CAS, AAA
was present in 3.68% (95% CI: 3.66% to 3.70%), 3.86%
(95% CI: 3.84% to 3.88%), and 0.88% (95% CI: 0.87% to
0.89%) of subjects, respectively. In each vascular territory,
prevalence of disease increased substantially with advanced
age (Fig. 2), ranging from 1.2% to 24.1% for PAD, 0.9% to
11.3% for CAS, and 0.05% to 3.5% for AAA between the
lowest (40 to 50 years) and highest (91 to 100 years) age
categories. Association between age and vascular disease was
significant for both symptomatic and asymptomatic subjects
(Online Table 1). Prevalence data by age was plotted to
determine trends in the prevalence of PAD, CAS, and
AAA. Regression analysis calculated a formula for a sub-
ject’s prevalence of a particular disease with respect to age
(Fig. 3). The coefficient of determination (r2) for the PAD,
CAS, and AAA regression models are 0.98, 0.96, and 0.90,
respectively. The prevalence of PAD and CAS follow an
exponential curve, increasing dramatically with advanced
age, while the prevalence of AAA increases linearly with
advanced age. Prior to age 55 years, CAS and PAD show a
similar prevalence. From age 55 years to approximately
age 78 years, the prevalence of CAS is greater than PAD,
while after age 78 years, the prevalence of PAD increases
substantially and its prevalence far outweighs that of
CAS. AAA has a lower prevalence that CAS or PAD for

General Characteristics of the 3.6 Million Subjects in Whom PVD Was AssessedTable 1 General Characteristics of the 3.6 Million Subjects in Whom PVD Was Assessed

Characteristic
Overall

(n ! 3,613,381)
40–50

(n ! 333,369)
51–60

(n ! 1,023,706)
61–70

(n ! 1,268,912)
71–80

(n ! 771,672)
81–90

(n ! 205,593)
91–100

(n ! 10,129)

Demographics

Age 64.1 # 10.2 46.7 # 2.8 56.1 # 2.8 65.3 # 2.8 74.9 # 2.8 83.9 # 2.5 92.8 # 2.0

Male 35.7 35.9 33.5 37.0 36.7 35.0 32.9

Caucasian 89.1 85.5 88.4 90.2 90.2 87.5 85.0

Black 3.1 4.3 3.6 2.9 2.4 2.3 3.5

Hispanic 2.4 4.4 3.1 2.1 1.4 1.0 0.9

Asian 2.0 3.2 2.5 1.8 1.2 0.8 0.8

Native American 2.9 1.7 1.7 2.4 4.3 7.8 9.1

Other 0.6 1.1 0.7 0.5 0.5 0.7 0.8

BMI 27.7 # 5.4 28.3 # 6.0 28.3 # 5.7 27.9 # 5.3 26.9 # 4.7 25.5 # 4.3 24.4 # 4.2

Medical history

Hypertension 47.0 28.0 38.9 50.0 57.5 60.0 56.5

Diabetes 10.9 5.4 8.4 12.0 14.2 13.2 10.7

Current smoker 24.9 27.8 26.2 25.4 22.3 19.8 17.0

Cholesterol 53.4 39.1 50.2 57.4 58.0 50.3 36.5

Exercise 41.9 41.4 41.6 43.8 41.5 33.8 27.2

Family history of
CVD

23.0 23.6 23.8 22.4 22.4 22.8 21.3

Values are mean # SD or %.
BMI $ body mass index; CVD $ cardiovascular disease; PVD $ peripheral vascular disease.

Figure 1
Prevalence of Any Vascular Disease
(Peripheral Artery Disease, Abdominal Aortic
Aneurysm, or Carotid Artery Stenosis) by Age Decile

Prevalence of any vascular disease increased with age (40 to 50 years:
2%, 51 to 60 years: 3.5%, 61 to 70 years: 7.1%, 71 to 80 years: 13.0%,
81 to 90 years: 22.3%, 91 to 100 years old: 32.5%; p for trend "0.0001).
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Association Between Advanced Age and
Vascular Disease in Different Arterial Territories
A Population Database of Over 3.6 Million Subjects
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Objectives This study sought to determine the relationship between vascular disease in different arterial territories and
advanced age.

Background Vascular disease in the peripheral circulation is associated with significant morbidity and mortality. There is little
data to assess the prevalence of different phenotypes of vascular disease in the very elderly.

Methods Over 3.6 million self-referred participants from 2003 to 2008 who completed a medical and lifestyle question-
naire in the United States were evaluated by screening ankle brachial indices !0.9 for peripheral artery disease
(PAD), and ultrasound imaging for carotid artery stenosis (CAS) "50% and abdominal aortic aneurysm (AAA)
"3 cm. Participants were stratified by decade of life. Multivariate logistic regression analysis was used to esti-
mate odds of disease in different age categories.

Results Overall, the prevalence of PAD, CAS, and AAA, was 3.7%, 3.9%, and 0.9%, respectively. Prevalence of any vascu-
lar disease increased with age (40 to 50 years: 2%, 51 to 60 years: 3.5%, 61 to 70 years: 7.1%, 71 to 80 years:
13.0%, 81 to 90 years: 22.3%, 91 to 100 years: 32.5%; p ! 0.0001). Prevalence of disease in each vascular
territory increased with age. After adjustment for sex, race/ethnicity, body mass index, family history of cardio-
vascular disease, smoking, diabetes, hypertension, hypercholesterolemia, and exercise, the odds of PAD (odds
ratio [OR]: 2.14; 95% confidence interval [CI]: 2.12 to 2.15), CAS (OR: 1.80; 95% CI: 1.79 to 1.81), and AAA
(OR: 2.33; 95% CI: 2.30 to 2.36) increased with every decade of life.

Conclusions There is a dramatic increase in the prevalence of PAD, CAS, and AAA with advanced age. More than 20% and
30% of octogenarians and nonagenarians, respectively, have vascular disease in at least 1 arterial territory.
(J Am Coll Cardiol 2013;61:1736–43) © 2013 by the American College of Cardiology Foundation

Peripheral vascular disease (PVD) is associated with signif-
icant morbidity and mortality (1–4). Understanding the
relationship between risk factors and disease prevalence may
help better guide preventive and risk reduction strategies.
Increasing age is a well-known risk factor for atherosclero-
sis. Increasing age is the strongest determinant of heart
disease and stroke risk in multiple risk factor algorithms.
However, the precise association of advanced chronological
age in vascular disease of different peripheral arterial loca-

tions is less well studied. Most data on the epidemiology of
peripheral vascular disease are from small screening studies
or meta-analyses, which included few older adults, particu-
larly octogenarians and nonagenarians (5–9). Furthermore,
most reports were limited such that they combined data from
several studies with varying definitions of disease and did not
investigate different phenotypes of vascular disease in a single
population. To better understand the relationship between
advanced age and peripheral vascular disease, we sought to
determine the prevalence of peripheral artery disease (PAD),
carotid artery stenosis (CAS), and abdominal aortic aneurysms
(AAA) stratified by decade of life in a single large population-
based study including over 3.6 million subjects.

Methods

Study population. The study was based on data provided
by Life Line Screening Inc. (Independence, Ohio) to the Society
for Vascular Surgery for research purposes. The study cohort
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EPIDEMIOLOGIE

AUGMENTATION EXPONENTIELLE DE LA PREVALENCE APRÈS 65 ANS



PARTICULARITÉS	DU	SUJET	AGÉ	

Revascularisation chirurgicale membres inférieurs chez le 
sujet âgé: 

 ➙ Bénéfice attendu de la revascularisation? 

 ➙ Objectif fonctionnel recherché? 

 ➙ La réussite du geste chirurgical est-elle suffisante 
 pour aboutir à un sauvetage de membre? 

 ➙ Sauvetage de membre permettra-t-il la réinsertion 
 dans environnement préopératoire? 



AOMI:	DÉFINITION	

ü  L’artériopathie	 oblitérante:	 obstruc6on	 des	 grosses	 artères	 (athérome,	 artérite	

inflammatoire,	 embols	 ou	 forma6on	 de	 thrombus).	 Ces	 mécanismes	 sont	

responsables	d’ischémie	aigue	ou	chronique	par	manque	d’apport	sanguin.	

ü  La	 diminu6on	 de	 la	 pression	 de	 perfusion	 entraîne	 une	 hypoxie	 6ssulaire	

responsable	de	la	forma6on	d’ulcères	ou	de	de	nécroses	(ischémie	cri6que).	

ü  A	ce	stade,	l’amputa6on	devient	inéluctable	en	l’absence	de	revascularisa6on	



•  Leriche	et	Fontaine	
–  I:	asymptoma6que	
–  II:	claudica6on	intermikente	

•  a:	distance	de	marche	>200m	
•  b:	distance	de	marche	<200m	

–  III:	douleur	de	décubitus	
–  IV:	gangrène	

Ischémie	chronique	:classifica6on	

Traitement	chirurgical	

Traitement	Medical			

ISCHÉMIE	CRITIQUE	

Sujet	agé:	qui	revasculariser?	



Mobilité	du	sujet	âgé:	objec6f	fonc6onnel?	

•  Enquête	CERCINSEE	1989-1990:	
•  >60	ans:	31%	ont	des	difficultés	pour	marcher;		
•  75-79	ans:	39%		
•  >80	ans:	56%	(8%	confinés	au	lit	ou	fauteuil).		
	

LIMITATION	DU	PÉRIMETRE	DE	MARCHE=CAUSES	MULTIPLES	



Quelle	capacité	de	marche	espérer	
d’une	revascularisa6on?	



Ischémie	chronique	du	sujet	âgé	

2	OBJECTIFS	DISTINCTS:	

•  Objec-f	fonc-onnel		
•  Redonner	un	périmètre	de	large	en	l’absence	d’autres	pb	par	ailleurs	
•  Demande	du	pa6ent	
•  200m:	insuffisant?	

•  Sauvetage	de	membre	(ischémie	cri-que)	
•  Troubles	trophiques	importants	
•  Douleurs	de	décubitus	insomniantes		
•  Sans	revasularisa6on:	amputa6on	majeure		



CLAUDICATION	
CLINIQUE	
•  Douleurs	du	mollet	à	la	marche	
•  Aboli6on	des	pouls	

LÉSIONS	ANATOMIQUES	
•  Sténoses	serrées	ou	occlusion	par6ellement	compensées	
•  Evolu6on	progressive	

TRAITEMENT	MEDICAL	
•  AAP	
•  Sta6ne	
•  Marche+++	
	
TRAITEMENT	CHIRURGICAL	
•  Endovasculaire	
•  Chirurgical	



EXAMENS	COMPLÉMENTAIRES	

DÉPISTAGE	
	
•  ECHO-DOPPLER	

PRÉ-OPÉRATOIRE	
	
•  ATTENTION	A	L’INSUFFISANCE	RÉNALE!!	

•  ARTÉRIOGRAPHIE	(OU	FÉMOROGRAPHIE	20cc	iode)	

•  ANGIOTDM	(100cc	iode)	(mauvais	pour	artères	distales)	



PEC	D’UNE	CLAUDICATION	
INTERMITTENTE	

•  Faire	préciser	le	périmètre	de	marche	
•  Inclure	dans	l’habitus	du	pa6ent	
•  Faire	le	bilan	des	lésions	(artériographie++)	

Lésion	«	simple	»	 Lésion	«	complexe	»	

ENDO	++	 CHIR	 ENDO		 CHIR	++	
OU	HYBRIDE	

-courte	
-sténose	>>	occlusion	
-n’akeignant	ni	AFC	ni	pop	

-étendue	
-AFC	ou	POP	



PONTAGE		
AORTO-BIFEMORAL?	

REVASCULARISATION	OPTIMALE	
•  Perméabilité	à	long	terme	
•  MAIS	morbidité	+	

SUJET	AGÉ?	

Long	terme?	

Privilégier	une	technique	moins	invasive,	
Au	dépend	du	résultat	tardif	

POUR	LES	TRÈS	MAUVAIS	CAS	DU	TT		
ENDOVASCULAIRE	

Objec6f?	



OBJECTIF?	
-  Pas	de	chirurgie	extensive	chez	le		
surjet	agé		!!	
	
	
-  Privilégier	les	montages	les	plus		
simples	et	éviter	le	clampage	aor6que		
(pontages	extra	anatomiques)	



Predictors of successful outcome include a shorter length
of occlusion and a lesser number of vessels treated. The
complication rate (2.4%–17% depending upon the definition)
can usually be treated by endovascular or surgical techniques
and a failed angioplasty does not preclude subsequent bypass.

It remains controversial whether infrapopliteal PTA
and stenting should be performed in patients with IC for
improvement of outflow and for an increased patency of
proximal PTA, stenting and bypass surgery. There is insuf-
ficient evidence to recommend infrapopliteal PTA and
stenting in patients with intermittent claudication.

F3.3 Surgical treatment of infrainguinal occlusive
disease

In the case of multilevel disease, the adequacy of inflow
must be assessed anatomically or with pressure measure-
ments and occlusive disease treated prior to proceeding
with an outflow procedure. In some situations, a combined
approach with dilatation of proximal lesions and bypassing
of distal lesions should be performed.

A recent study has shown a trend towards increas-
ingly complex bypass grafts (composite and spliced vein)
to more distal arteries in patients with greater co-mor-
bidities, such as diabetes, renal failure and coronary
artery disease; however, mortality rates have remained
constant.202 A recent large study showed that gender did
not adversely affect the morbidity or mortality of lower
extremity revascularization.

F3.3.1 Bypass. Infrainguinal bypass procedures
need to arise from a patent and uncompromised inflow
artery although the actual level (common femoral artery
versus superficial femoral or popliteal artery) does not
correlate with patency. If the infrainguinal bypass is
constructed following an inflow procedure, patency is
improved by making the proximal anastomosis to a
native artery rather than the inflow graft (usually limb of
aortobifemoral bypass).203 The quality of the outflow
artery is a more important determinant of patency than
the actual level where the distal anastomosis is per-
formed. A distal vessel of the best quality should be used
for the distal anastomosis. There is no objective evidence
to preferentially select either tibial or peroneal artery,

Table F3. Estimated success rate of iliac artery angioplasty from weighted averages (range) from reports of 2222 limbs

% Claudication Technical success

Primary patency

1 yr 3 yr 5 yr

76% (81–94) 96% (90–99) 86% (81–94) 82% (72–90) 71% (64–75)

Fig. F3. Bilateral bypass from infra renal abdominal aorta to both
femoral arteries.

Fig. F4. Axillo (bi) femoral bypass.

Fig. F5. Cross-over femoral bypass.
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since they are typically of equal caliber. The results of
femoral crural bypass have not been subjected to meta-
analysis. Five-year assisted patency rates in grafts con-
structed with vein approach 60% and those constructed
with prosthetic material are usually less than 35%. Re-
ports have documented the suitability of constructing
bypass grafts to plantar arteries with reasonable success
rates (5-year salvage 63%, 5-year primary patency 41%).

Recommendation 38
Inflow artery for femorodistal bypass

● Any artery, regardless of level (i.e. not only the
common femoral artery), may serve as an inflow
artery for a distal bypass provided flow to that artery
and the origin of the graft is not compromised [C].

Recommendation 39
Femoral distal bypass outflow vessel

● In a femoral tibial bypass, the least diseased distal
artery with the best continuous run-off to the an-
kle/foot should be used for outflow regardless of
location, provided there is adequate length of suit-
able vein [C].

F3.3.2 Conduit. Vein has better long-term patency
than prosthetic in the infra inguinal region (Table F7).
Over the short term, PTFE has delivered near equivalent
results in the above-knee position (Fig. F6). A meta-analy-
sis suggests much less satisfactory results of polytetrafluoro-
ethylene-coated grafts (PTFE) to the infrapopliteal arteries
(5-year patency: primary 30.5%, secondary 39.7%).204 The
consequences of a prosthetic graft occlusion may be more
severe than a vein graft occlusion.205 A recent study ques-
tioned the wisdom of using a prosthetic graft when accept-

able vein was available in order to ‘save the vein’. Using this
strategy, up to 33% of subsequent secondary bypass grafts
did not have adequate vein available at that time. The long
saphenous vein (also known as the greater saphenous vein),
either in a reversed or in situ configuration offers the best
match of size and quality. In its absence, other venous tissue
including contralateral long saphenous vein, short (lesser)
saphenous vein, femoral vein and arm vein have been used
(Fig. F7). There is no difference in patency rates between in
situ and reversed vein grafts. Differences in outcome will
depend upon indications for surgery, the quality of the
vessels, and co-morbidities. Venous grafts all have better
results than prosthetic materials.

Recommendation 40
Femoral below-knee popliteal and distal bypass

● An adequate long (greater) saphenous vein is the
optimal conduit in femoral below-knee popliteal
and distal bypass [C]. In its absence, another good-
quality vein should be used [C].

F3.3.3 Adjunct procedures. When a prosthetic by-
pass graft is placed into the below-knee popliteal or distal
artery adjunct procedures, such as arteriovenous fistula at or
distal to the bypass and the use of a vein interposition/cuff,
have been suggested. However, randomized trials210 have
shown that the addition of a distal arteriovenous fistula
adds no benefit with respect to patency and, therefore,
cannot be recommended. The use of a venous cuff or patch
has been promising in the below-knee popliteal or distal
anastomosis in some series, although no comparison trials
indicate the best type of patch technique.211

F3.3.4 Profundoplasty. Stenosis at the origin of the
profunda femoris artery may lead to decreased flow
through collateral vessels in the presence of a SFA occlusion
and may compromise the patency of an aortic/extra ana-
tomic inflow operation. In the presence of SFA occlusion it
is recommended that a stenosis of the profunda femoris
artery be corrected during inflow procedures. Isolated pro-
fundoplasty as an inflow procedure (sparing a femoral distal
bypass) may be considered in the presence of: 1) excellent
inflow; 2) !50% stenosis of the proximal 1/3 profunda;
and 3) excellent collateral flow to the tibial vessels.

F3.3.5 Secondary revascularization procedures.
Secondary patency results from the salvage of an occluded
bypass and assisted patency results from pre-occlusion inter-
vention. The non-tolerance of vein grafts to thrombosis and

Table F4. Patency at 5 and 10 years after aortobifemoral bypass191

Indication

5-year % patency (range) 10-year % patency (range)

Claudication CLI Claudication CLI

Limb based 91 (90–94) 87 (80–88) 86 (85–92) 81 (78–83)
Patient based 85 (85–89) 80 (72–82) 79 (70–85) 72 (61–76)

CLI – critical limb ischemia.

Table F5. Patency rates at 5 years after extra-anatomic
bypass

Procedure
5-year % patency

(range)

Axillo uni femoral bypass 51 (44–79)
Axillo bi femoral bypass 71 (50–76)
Femoral femoral bypass 75 (55–92)
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Predictors of successful outcome include a shorter length
of occlusion and a lesser number of vessels treated. The
complication rate (2.4%–17% depending upon the definition)
can usually be treated by endovascular or surgical techniques
and a failed angioplasty does not preclude subsequent bypass.

It remains controversial whether infrapopliteal PTA
and stenting should be performed in patients with IC for
improvement of outflow and for an increased patency of
proximal PTA, stenting and bypass surgery. There is insuf-
ficient evidence to recommend infrapopliteal PTA and
stenting in patients with intermittent claudication.

F3.3 Surgical treatment of infrainguinal occlusive
disease

In the case of multilevel disease, the adequacy of inflow
must be assessed anatomically or with pressure measure-
ments and occlusive disease treated prior to proceeding
with an outflow procedure. In some situations, a combined
approach with dilatation of proximal lesions and bypassing
of distal lesions should be performed.

A recent study has shown a trend towards increas-
ingly complex bypass grafts (composite and spliced vein)
to more distal arteries in patients with greater co-mor-
bidities, such as diabetes, renal failure and coronary
artery disease; however, mortality rates have remained
constant.202 A recent large study showed that gender did
not adversely affect the morbidity or mortality of lower
extremity revascularization.

F3.3.1 Bypass. Infrainguinal bypass procedures
need to arise from a patent and uncompromised inflow
artery although the actual level (common femoral artery
versus superficial femoral or popliteal artery) does not
correlate with patency. If the infrainguinal bypass is
constructed following an inflow procedure, patency is
improved by making the proximal anastomosis to a
native artery rather than the inflow graft (usually limb of
aortobifemoral bypass).203 The quality of the outflow
artery is a more important determinant of patency than
the actual level where the distal anastomosis is per-
formed. A distal vessel of the best quality should be used
for the distal anastomosis. There is no objective evidence
to preferentially select either tibial or peroneal artery,

Table F3. Estimated success rate of iliac artery angioplasty from weighted averages (range) from reports of 2222 limbs

% Claudication Technical success

Primary patency

1 yr 3 yr 5 yr

76% (81–94) 96% (90–99) 86% (81–94) 82% (72–90) 71% (64–75)

Fig. F3. Bilateral bypass from infra renal abdominal aorta to both
femoral arteries.

Fig. F4. Axillo (bi) femoral bypass.

Fig. F5. Cross-over femoral bypass.
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since they are typically of equal caliber. The results of
femoral crural bypass have not been subjected to meta-
analysis. Five-year assisted patency rates in grafts con-
structed with vein approach 60% and those constructed
with prosthetic material are usually less than 35%. Re-
ports have documented the suitability of constructing
bypass grafts to plantar arteries with reasonable success
rates (5-year salvage 63%, 5-year primary patency 41%).

Recommendation 38
Inflow artery for femorodistal bypass

● Any artery, regardless of level (i.e. not only the
common femoral artery), may serve as an inflow
artery for a distal bypass provided flow to that artery
and the origin of the graft is not compromised [C].

Recommendation 39
Femoral distal bypass outflow vessel

● In a femoral tibial bypass, the least diseased distal
artery with the best continuous run-off to the an-
kle/foot should be used for outflow regardless of
location, provided there is adequate length of suit-
able vein [C].

F3.3.2 Conduit. Vein has better long-term patency
than prosthetic in the infra inguinal region (Table F7).
Over the short term, PTFE has delivered near equivalent
results in the above-knee position (Fig. F6). A meta-analy-
sis suggests much less satisfactory results of polytetrafluoro-
ethylene-coated grafts (PTFE) to the infrapopliteal arteries
(5-year patency: primary 30.5%, secondary 39.7%).204 The
consequences of a prosthetic graft occlusion may be more
severe than a vein graft occlusion.205 A recent study ques-
tioned the wisdom of using a prosthetic graft when accept-

able vein was available in order to ‘save the vein’. Using this
strategy, up to 33% of subsequent secondary bypass grafts
did not have adequate vein available at that time. The long
saphenous vein (also known as the greater saphenous vein),
either in a reversed or in situ configuration offers the best
match of size and quality. In its absence, other venous tissue
including contralateral long saphenous vein, short (lesser)
saphenous vein, femoral vein and arm vein have been used
(Fig. F7). There is no difference in patency rates between in
situ and reversed vein grafts. Differences in outcome will
depend upon indications for surgery, the quality of the
vessels, and co-morbidities. Venous grafts all have better
results than prosthetic materials.

Recommendation 40
Femoral below-knee popliteal and distal bypass

● An adequate long (greater) saphenous vein is the
optimal conduit in femoral below-knee popliteal
and distal bypass [C]. In its absence, another good-
quality vein should be used [C].

F3.3.3 Adjunct procedures. When a prosthetic by-
pass graft is placed into the below-knee popliteal or distal
artery adjunct procedures, such as arteriovenous fistula at or
distal to the bypass and the use of a vein interposition/cuff,
have been suggested. However, randomized trials210 have
shown that the addition of a distal arteriovenous fistula
adds no benefit with respect to patency and, therefore,
cannot be recommended. The use of a venous cuff or patch
has been promising in the below-knee popliteal or distal
anastomosis in some series, although no comparison trials
indicate the best type of patch technique.211

F3.3.4 Profundoplasty. Stenosis at the origin of the
profunda femoris artery may lead to decreased flow
through collateral vessels in the presence of a SFA occlusion
and may compromise the patency of an aortic/extra ana-
tomic inflow operation. In the presence of SFA occlusion it
is recommended that a stenosis of the profunda femoris
artery be corrected during inflow procedures. Isolated pro-
fundoplasty as an inflow procedure (sparing a femoral distal
bypass) may be considered in the presence of: 1) excellent
inflow; 2) !50% stenosis of the proximal 1/3 profunda;
and 3) excellent collateral flow to the tibial vessels.

F3.3.5 Secondary revascularization procedures.
Secondary patency results from the salvage of an occluded
bypass and assisted patency results from pre-occlusion inter-
vention. The non-tolerance of vein grafts to thrombosis and

Table F4. Patency at 5 and 10 years after aortobifemoral bypass191

Indication

5-year % patency (range) 10-year % patency (range)

Claudication CLI Claudication CLI

Limb based 91 (90–94) 87 (80–88) 86 (85–92) 81 (78–83)
Patient based 85 (85–89) 80 (72–82) 79 (70–85) 72 (61–76)

CLI – critical limb ischemia.

Table F5. Patency rates at 5 years after extra-anatomic
bypass

Procedure
5-year % patency

(range)

Axillo uni femoral bypass 51 (44–79)
Axillo bi femoral bypass 71 (50–76)
Femoral femoral bypass 75 (55–92)
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PROCÉDURE	HYBRIDE:	ANGIOPLASTIE	+	STENT	ILIAQUE	G	+	PONTAGE	CROISÉ	











But	d’une	revascularisa6on	

•  Redonner	une	autonomie	à	des	pa6ents	qui	
en	avait	une!	

•  Pronos6c	vital	non	engagé	

•  Evalua6on	risque	bénéfice:	
– Prise	en	compte	des	comorbidités	habituelles	
– An6cipa6on	des	difficultés	techniques	chir	
– Prise	en	compte	de	la	fragilité	et	dépendance	



ISCHÉMIE	CRITIQUE	

•  Douleur	ischémique	de	repos	
•  Ulcères	
•  Gangrène	
	
Aeribuables	à	une	AOMI	objec-vement	prouvée	

DEFINITION	

PROBEME:	RISQUE	VITAL	



Evalua6on	de	la	composante	ischémique	du	
trouble	trophique	



Diagnos6cs	différen6els	
•  Neuropathie	sensi-ve	diabé-que	
isolée	(mal	perforant	plantaire)	

•  Ulcères	veineux	(insuffisance	
veineuse,	dermite	ocre,	peu	profond,	
sus	malléolaire	interne)	

•  Angiodermite	nécro-que		
				(akeinte	microcirculatoire)	



1:	ÉVALUATION	DE	LA	DOULEUR	
Résistance	aux	antalgiques+++	



2.	EVALUER	LE	TROUBLE	TROPHIQUE	

Localisé	





=AMPUTATION	1aire	



A3.4 Acute leg ischemia

Acute limb ischemia denotes a quickly developing or
sudden decrease in limb perfusion, usually producing new
or worsening symptoms and signs, and often threatening
limb viability. Progression of PAD from claudication to rest
pain to ischemic ulcers or gangrene may be gradual or
progress rapidly reflecting sudden worsening of limb per-
fusion. Acute limb ischemia may also occur as the result of
an embolic event or a local thrombosis in a previously
asymptomatic patient.

There is little information on the incidence of acute leg
ischemia, but a few national registries and regional surveys
suggest that the incidence is around 140/million/year.
Acute leg ischemia due to emboli has decreased over the
years, possibly as a consequence of less cardiac valvular
disease from rheumatic fever and also better monitoring
and anticoagulant management of atrial fibrillation. Mean-
while the incidence of thrombotic acute leg ischemia has
increased. Even with the extensive use of newer endovas-
cular techniques including thrombolysis, most published
series report a 10% to 30% 30-day amputation rate.

A3.5 Amputation

There is an ongoing controversy, often fuelled by un-
verified retrospective audit data from large and changing
populations, as to whether there is a significant reduction in

Fig. A3. Fate of the claudicant over 5 years (adapted from ACC/AHA guidelines5). PAD – peripheral arterial disease;
CLI – critical limb ischemia; CV – cardiovascular; MI – myocardial infarction. Adapted with permission from Hirsch AT
et al. J Am Coll Cardiol 2006;47:1239–1312.

Fig. A4. Approximate magnitude of the effect of risk factors on
the development of critical limb ischemia in patients with periph-
eral arterial disease. CLI – critical limb ischemia.
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Inter-Society Consensus for the Management of
Peripheral Arterial Disease (TASC II)
L. Norgren,a W.R. Hiatt,b J.A. Dormandy, M.R. Nehler, K.A. Harris, and F.G.R. Fowkes on behalf of
the TASC II Working Group, Örebro, Sweden and Denver, Colorado

INTRODUCTION

The Trans-Atlantic Inter-Society Consensus Docu-
ment on Management of Peripheral Arterial Disease
(TASC) was published in January 20001-3 as a result of
cooperation between fourteen medical and surgical vas-
cular, cardiovascular, vascular radiology and cardiology
societies in Europe and North America. This compre-
hensive document had a major impact on vascular care
amongst specialists. In subsequent years, the field has
progressed with the publication of the CoCaLis docu-
ment4 and the American College of Cardiology/Ameri-
can Heart Association Guidelines for the Management of
Peripheral Arterial Disease.5 Aiming to continue to reach
a readership of vascular specialists, but also physicians in
primary health care who see patients with peripheral
arterial disease (PAD), another consensus process was
initiated during 2004. This new consensus document has
been developed with a broader international representa-
tion, including Europe, North America, Asia, Africa and
Australia, and with a much larger distribution and dis-
semination of the information. The goals of this new
consensus are to provide an abbreviated document
(compared with the publication in 2000), to focus on
key aspects of diagnosis and management, and to update
the information based on new publications and the
newer guidelines, but not to add an extensive list of
references. Unreferenced statements are, therefore, to be
found, provided they are recognized as common practice
by the authors, with existing evidence. The recommen-
dations are graded according to levels of evidence. It
should also be emphasized that good practice is based on
a combination of the scientific evidence described below,
patients’ preferences, and local availability of facilities
and trained professionals. Good practice also includes
appropriate specialist referral.

Process

Representatives of sixteen societies from Europe,
North America, Australia, South Africa and Japan were
elected from their respective society and were called
together in 2004 to form the new Working Group.
Specialists in health economics, health outcomes and
evidence-based medicine were also included to elaborate
on the text for the following sections: history, epidemi-
ology and risk factors; management of risk factors; inter-
mittent claudication; critical limb ischemia; acute limb
ischemia; and technologies (intervention/revasculariza-
tion and imaging).

The Working Group reviewed the literature and,
after extensive correspondence and meetings, proposed a
series of draft documents with clear recommendations
for the diagnosis and treatment of PAD. Each participat-
ing society reviewed and commented on these draft
consensus documents. The liaison member from each
society then took these views back to the Working
Group, where all of the amendments, additions and
alterations suggested by each participating society were
discussed, and the final Consensus Document was agreed
upon.

The participating societies were then again invited to
review the final document and endorse it if they agreed
with its contents. If an individual participating society
did not accept any specific recommendation, this is
clearly indicated in the final document. Therefore, ex-
cept where such specific exclusions are indicated, this
Consensus Document represents the views of all of the
participating societies.

Compared with the original TASC, more emphasis
has been put on diabetes and PAD. The text is presented
in such a way that vascular specialists will still find most of
the information they require, while general practitioners
and primary health physicians will easily find guidance
for diagnosis and diagnostic procedures, referral of pa-
tients and expected outcome of various treatment op-
tions.

Grading of recommendations

Recommendations and selected statements are rated
according to guidance issued by the former US Agency for
Health Care Policy and Research,6 now renamed the
Agency for Healthcare Research and Quality:
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events, mostly ruptured aortic aneurysm, cause approxi-
mately 10% of deaths. Thus, only 20% to 30% of patients
with PAD die of non-cardiovascular causes.

Of particular interest are the studies in which the dif-
ference in mortality rates between patients with IC and an
age-matched control population was largely unchanged
despite the adjustment for risk factors such as smoking,
hyperlipidemia and hypertension. These surprising, but
consistent, results suggest that the presence of PAD indi-
cates an extensive and severe degree of systemic atheroscle-
rosis that is responsible for mortality, independent of the
presence of risk factors. Fig. A8 summarizes the results
from all studies comparing mortality rates of claudicating
patients with those of an age-matched control population.
As expected, the two lines diverge, indicating that, on
average, the mortality rate of claudicant patients is 2.5-
times higher than that of non-claudicant patients.

A5.2 Severity of peripheral arterial disease and
survival

Patients with chronic CLI have a 20% mortality in the
first year after presentation, and the little long-term data
that exists suggests that mortality continues at the same
rate (Fig. A8). The short-term mortality of patients
presenting with acute ischemia is 15% to 20%. Once they
have survived the acute episode, their pattern of mortal-
ity will follow that of the claudicant or patient with
chronic CLI, depending on the outcome of the acute
episode.

There is a strong correlation between ABI, as a
measure of the severity of the PAD, and mortality. A
number of studies, using different ABI ‘cut-off’ points
have demonstrated this relationship. For instance, in a
study of nearly 2000 claudicants, patients with an ABI
!0.50 had twice the mortality of claudicants with an
entry ABI of "0.50.28 The Edinburgh Artery Study10

has also shown that the ABI is a good predictor of
non-fatal and fatal cardiovascular events as well as total
mortality, in an unselected general population. It has

also been suggested that there is an almost linear rela-
tionship between ABI and fatal and non-fatal cardiovas-
cular events; each decrease in ABI of 0.10 being associ-
ated with a 10% increase in relative risk for a major
vascular event. In a study of patients with type 2 diabetes
(Fig. A9), the lower the ABI the higher the 5-year risk of
a cardiovascular event.29

SECTION B – MANAGEMENT OF
CARDIOVASCULAR RISK FACTORS AND

CO-EXISTING DISEASE

B1 RISK FACTORS

B1.1 Identifying the peripheral arterial disease patient
in the population

Patients with peripheral arterial disease (PAD) have
multiple atherosclerosis risk factors and extensive athero-
sclerotic disease, which puts them at markedly increased
risk for cardiovascular events, similar to patients with estab-
lished coronary artery disease (CAD).30 A reduced blood
pressure in the ankle relative to the arm pressure indicates
the presence of peripheral atherosclerosis, and is an inde-
pendent risk factor for cardiovascular events. This has been
most recently studied in a meta-analysis of 15 population
studies and showed that an ankle-brachial index (ABI)
!0.90 was strongly correlated with all-cause mortality in-
dependent of the Framingham Risk Score.31 Thus, current
recommendations from numerous consensus documents,
including the recent American College of Cardiology/
American Heart Association (ACC/AHA) guidelines on
PAD, identify patients with PAD as a high-risk population
who require intensive risk factor modification and need
antithrombotic therapy.5 This section will discuss an ap-
proach to identification of PAD as a means to define a
high-risk population and the management of each of the

Fig. A8. Survival of patients with peripheral arterial disease. IC –
intermittent claudication; CLI – critical limb ischemia.

Fig. A9. Adjusted odds of a cardiovascular event by ankle-brachial
index.29 Data from the placebo arm of the Appropriate Blood
Pressure Control in Diabetes study29 show an inverse correlation
between ABI and odds of a major cardiovascular event. ABI –
ankle-brachial index; CV – cardiovascular; MI – myocardial infarc-
tion. Reproduced with permission from Mehler PS et al. Circula-
tion 2003;107:753–756.
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ENDO	+++	
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femoral (Fig. F5) bypass in patients with increased co-
morbidities, making a transabdominal approach less desir-
able. Patency rates depend upon the indication for the
reconstruction and the justification for the unilateral bypass
(normal inflow artery versus high surgical risk). In some
cases, patency of unilateral bypass can be supplemented by
endovascular means. The thoracic aorta has also been used
as an inflow artery.

Extra-anatomic bypass rarely performs as well as aorto-
bifemoral bypass in diffuse disease and, therefore, is seldom
recommended for claudication. Evidence is lacking in rec-
ommending the preferred material for anatomic or extra-
anatomic prosthetic bypass procedures. Table F4 summa-
rizes the patency at 5 and 10 years after aortobifemoral
bypass and Table F5 the patency rates at 5 years after
extra-anatomic bypass.

Fig. F2. TASC classification of femoral popliteal lesions. CFA – common femoral artery; SFA – superficial femoral
artery.
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Revascularisations chirurgicales et 
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On-treatment analyses
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TABLE 27 Comparison of baseline variables in patients having angioplasty as their first intervention according to whether the procedure 
was successful (immediate technical success and no further interventions were carried out within the first 8 weeks)

Number of patients

Technical success 
and no further major 
intervention in first 8 
weeks

Technical failure 
or further major 
intervention in first 8 
weeks

Baseline variable n % n % Total p-value

All 162 73.0 60 27.0 222

Age at randomisation

Under 70 years 43 69.4 19 30.6 62 0.58a

70–79 years 80 76.2 25 23.8 105

≥ 80 years 39 70.9 16 29.1 55

Below-knee Bollinger angiography score  

1.0 to < 5 51 73.9 18 26.1 69 0.62a

2.5 to < 8 50 75.8 16 24.2 66

≥ 8 51 71.8 20 28.2 71

Tissue loss  

No tissue loss 36 75.0 12 25.0 48 0.72b

Tissue loss 126 72.4 48 27.6 174

Creatinine  

Low (< 88) 55 77.5 16 22.5 71 0.44b

Medium (88–115) 49 69.0 22 31.0 71

High (> 115) 53 76.8 16 23.2 69

Number of ankle pressure measurements obtained

0 30 69.8 13 30.2 43 0.53a

1 54 74.0 19 26.0 73

2 64 71.9 25 28.1 89

3 14 82.4 3 17.6 17

a Mantel – Haenzel test for trend.
b Chi-squared test.

Vein versus prosthetic bypass 
surgery
For group 1 we further considered outcomes by 
whether vein (group 1a, n =  127) or prosthetic 
material (group 1b, n =  42) was used as the conduit 
for bypass surgery. Patients receiving successful vein 
bypass as their first and only treatment in the first 8 
weeks after randomisation (group 1a) had a better 
outcome in terms of AFS (p =  0.003, log-rank test).
but not OS (p =  0.38, log-rank tests) than those 
receiving successful prosthetic bypasses as their first 
and only treatment in the first 8 weeks (group 1b) 
(Figure 16). There was no significant association 
between the use of prosthetic material for bypass 

and any of the baseline clinical data (see Chapter 
4).

Subintimal versus transluminal 
balloon angioplasty

For group 2 we have further considered outcomes 
by whether the transluminal (group 2a, n =  87) or 
subintimal (group 2b, n =  75) route was used for 
the first segment treated (as recorded at the time 
by the responsible interventionalist) for balloon 
angioplasty. There were no differences in terms of 
AFS and OS, respectively, between transluminal 
and subintimal angioplasty (Figure 17).

BASIL	

SUCCÈS	TECHNIQUE:		
PAS	DE	DIFFÉRENCE	EN	FONCTION	DE	L’AGE	
ENDO:	RISQUE	D’ÉCHEC	TECHNIQUE	27%	



BASIL:	endo	vs	chir	

Predicting patient outcomes to assist clinicians’ decision-making
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FIGURE 11 Survival to death by baseline covariates. (a) BASIL randomisation stratification group; (b) mean below-knee Bollinger 
angiography score; (c) body mass index; (d) age; (e) diabetes types 1 and 2 together; (f) log serum creatinine; (g) smoking status; (h) 
treatment allocation at randomisation. AP, ankle pressure.
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The Benefit of Revascularization in Nonagenarians with Lower Limb
Ischemia is Limited by High Mortality

E. Saarinen *, S. Vuorisalo, P. Kauhanen, A. Albäck, M. Venermo

Department of Vascular Surgery, University of Helsinki and Helsinki University Hospital, Finland

WHAT THIS PAPER ADDS
The increased life expectancy of the population has led to new challenges, as very old patients with vascular
problems are referred to vascular specialists. This series assesses the outcome of patients aged 90 years and
older with lower limb ischemia. It was found that good limb salvage can be achieved by both surgical and
endovascular revascularization, and independent living can be maintained in the majority of patients. However,
the benefit of revascularization is limited by high mortality. Dementia seems to be an independent risk factor for
poor survival, and in these patients conservative treatment should be considered if possible.

Objective/Background: Owing to the increased life expectancy of the population the number of very old patients
referred to vascular surgical units has increased. Advanced age is a well known risk factor in patients undergoing
surgical interventions for lower limb ischemia. However, amputation performed on an elderly person living
independently will lead to permanent institutional care. The aim of this study was to evaluate the outcome of
patients aged 90 years and older with lower limb ischemia undergoing surgical or endovascular revascularization.
Methods: Two hundred and thirty-three nonagenarians with either chronic critical limb ischemia (CLI) or acute
limb ischemia (ALI) who underwent revascularization at the authors’ institution between 2002 and 2013 were
included in this retrospective study. Risk factors were evaluated and survival, limb salvage, and amputation free
survival (AFS) assessed.
Results: The median age of the study population was 92 years (range 90e100 years). The majority (81.1%) of the
patients were female. One in four (24.5%) patients had diabetes, and the incidence of coronary artery disease
was 79.8%. Seventy-three percent of the patients had CLI and 27% of had ALI. Seventy percent of the patients
underwent surgical revascularization and 30% were treated endovascularly. The majority (72.5%) of the patients
maintained their independent living status; 27.5% ended up in institutional care post-operatively. Similarly, the
majority (82.0%) of the patients maintained their walking ability, while 18% were not able to ambulate
independently after revascularization. One year survival, limb salvage, and AFS rates were 50.9% versus 48.6%
(p ¼ .505), 85.1% versus 87.0% (p ¼ .259), and 45.7% versus 44.4% (p ¼ .309) in the surgical versus endovascular
group, respectively. Dementia was an independent risk factor of poor AFS (odds ratio: 1.56; 95% confidence
interval: 1.077e2.272; p ¼ .019).
Conclusion: Good limb salvage can be achieved by both surgical and endovascular revascularization, and
independent living can be maintained in the majority of the patients. However, the benefit of revascularization is
limited owing to high mortality, especially in patients with dementia.
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INTRODUCTION

As a result of increasing life expectancy, older patients with
lower limb ischemia are being referred to vascular surgery
units.1 Revascularization of a critically ischemic leg can be
justified for very elderly patients because limb preservation
is likely to maintain ambulatory status and independent

living.2e4 Good patency and limb salvage rates after
infrainguinal bypass can be achieved in older patients.5,6

However, the overall benefit from infrainguinal bypass
may be limited in the very elderly because advanced age is
associated with increased peri- and post-operative mortality
after vascular operations.7 Earlier data from the authors’
institution demonstrated that in octogenarians with critical
limb ischemia (CLI), endovascular revascularization was
associated with better amputation free survival (AFS) than
bypass.8 Not only octogenarians, but also patients over 90
years of age are referred to vascular surgical units because
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endovascular group, respectively. When the outcome of CLI
versus ALI was compared, there was no statistically signifi-
cant difference in limb salvage at 1 year (85.8% vs. 82.9%;
p ¼ .332). One year survival and AFS were better in the CLI
group (57.1% vs. 31.7% [p ¼ .007] and 51.2% vs. 30.2%
[p ¼ .015]). In Cox regression analysis, dementia was the
only independent risk factor of poor AFS (odds ratio: 1.56;
95% confidence interval: 1.077e2.272; p ¼ .019) (Table 2;
Fig. 2)

Pre-operatively 83% (n ¼ 194) of the patients were living
at home or in home like circumstances (nursing home or
sheltered home), and the majority (72.2%) of these patients
maintained their independent living status, whereas 27.8%
ended up, at least temporarily, in institutional care post-
operatively (Fig. 3). There was no statistically significant
difference between surgically and endovascularly treated
patients regarding the preservation of pre-operative living
status (71.2% vs. 75.7%, respectively; p ¼ .476). Ninety-one
percent (n ¼ 213) of the patients were ambulatory pre-
operatively, and the majority (82.2%) of these patients

maintained their walking ability, while 17.8% were not able
to ambulate independently after revascularization (Fig. 4.)
The preservation of ambulatory status did not differ be-
tween surgical and endovascular revascularization (81.0%
vs. 84.3%, respectively; p ¼ .548).

DISCUSSION

The increased life expectancy of the population has led to
new challenges as very old patients with vascular problems
are referred to vascular specialists. In the future, the

Figure 1. Revascularization details of study population. Note. LLI ¼ lower limb ischemia; CLI ¼ chronic critical limb ischemia; ALI ¼ acute
limb ischemia; BP ¼ bypass; EA ¼ endarterectomy; PTA ¼ percutaneous transluminal balloon angioplasty; TE ¼ thrombectomy;
EE ¼ embolectomy; fem ¼ femoral; infrapop ¼ infrapopliteal.

Table 2. Cox regression analysis of the predictors of poor
amputation free survival.

OR 95% CI p
Dementia 1.560 1.077e2.272 .019
Diabetes 0.003 0.215e5.008 .956
Hypertonia 0.607 0.689e1.174 .436
Renal insufficiency 0.024 0.993e1.006 .878
Smoking 0.006 0.481e1.969 .940

Note. Variables presented in Table 1 with a p-value < .2 in
univariate analysis were included in regression model.
OR ¼ odds ratio; CI ¼ confidence interval.

Figure 2. Dementia was an independent risk factor of poor
amputation free survival (odds ratio: 1.56; 95% confidence inter-
val: 1.077e2.272; p ¼ .019).
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Démence	=	facteur	de	mauvais	pronos6c	

FRAGILITÉ	DES	SUJETS	AGÉS	



• Qui	revasculariser?
– Les	pa6ents	claudicants	sans	troubles	de	la
marche	associés

– Les	ischémies	cri6ques	non	«	dépassées	»	car	le
risque	d’amputa6on	est	majeur	sans
revascularisa6on

CONCLUSION	



CONCLUSION	

Le patient octogénaire en ischémie critique? 

� EVALUER 

�  REVASCULARISER 

�  Traitement endovasculaire si raisonnable 

(lésions courtes, axes jambiers) 

�  Traitement chirurgical (privilégier l’abord le 

moins invasif) 



• L’évalua6on	doit	tenir	compte	de	la	fragilité
des	sujets	agés

• L’objec6f	doit	être	limité	par	les	capacités	et
les	akentes	du	pa6ent

• Le	traitement	conservateur	doit	être	tenté	dès
que	possible



SOINS	DE	PANSEMENTS	

Pr	Hartemann-Heur3er	

Sillon	de	délimita6on	

Souvent	efficaces	à	eux	seuls,	surtout	si	limités	



• Nécessité	de	réhabilita6on	post	opératoire
précoce	(UPOG	+	Unité	podologie)



De	la	qualité	des	pansements	dépend	la	
cicatrisa6on	

MAIS	CHEZ	SUJET	AGÉ:	ALITEMENT	PROLONGÉ!	


