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DATA IS IMPORTANT
| KA

Honoré Daumier

“ A man is only as old as his arteries”
Pierre.J.Cabanis



PARIS MARATHON




WHAT ARE THE MOST
IMPORTANT QUESTIONS

* IS THERE PAD?

*  WHAT IS THE PATHOPHYSIOLOGY 2
* WHO IS AT RISK?

* ARE THERE CO-MORBIDITIES ¢

e ARE THESE CO-MORBIDITIES TREATABLES IF SO, WHAT IS AN APPROPRIATE
TREATMENT STRATEGY ¢°¢



EPIDEMIOLOGY

e ATHEROSCLEROSIS THE MOST COMMON CAUSE
*  30% PATIENTS WITH CVD HAVE PAD AS ONLY CLINICAL MANIFESTATION

*  ASYMPTOMATIC AND SYMPTOMATIC DISEASE ARE INDEPENDENT RISK FACTOR
FOR CAD MORBIDITY AND MORTALITY



Atherosclerosis: The Pathogenesis
of Acute Clinical Events
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INCIDENCE

* 8-12 MILLION PEOPLE ARE PRESUMED TO HAVE PAD IN THE USA

e 16% OF POPULATION 55 OR OLDER



Manifestations of Atherosclerosis

* Transient ischemic attack
+ igchemi¢ stroke -~ o R s

! Ischemic
+ Unstable angina pectoris |" sudden
+ Mon-Ql-wave myocardial infarction i de ath

N

« Gl-wave myocardial infarction -

» Claudication

« Critical limb ischemia, rest pain, gangrene,
amputation




The Old
Courtesan.

WHO IS AT RISK? ‘Rodin'

1]
t

Bare ruin'd choirs, where late the sweet birds sang.
In me thou seest the twilight of such day
As after sunset fadeth in the west.

Shakespeare



RISK FACTORS FOR PAD

PRIMARY
-OLDER AGE -DIABETES-SMOKING
OTHER ASSOCIATED FACTORS
-HTN -SEDENTARY LIFESTYLE
-Low HDL -ELEVATED CHOLESTEROL
-ELEVATED FIBRINOGEN
-HIGH LIPOPROTEIN A
-ELEVATED HOMOCYSTEINE (DEBUNKED)



SMOKING

MOST PREVENTABLE RISK FACTOR.

 PRIMARY PAD RISK FACTOR.
* IMPLICATED IN 1/3 OF CAD DEATH.

« DOUBLES RISK OF STROKE.



Age Dependent Prevalence of PAD
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PAD Prevalence %
=

<60 60-64 65-69 T0-74 T5+
Age Groups, years

Adapted fom Crigui. Circukstion, 1985:510-515.



ARE THERE CO-MORBIDITIES ¢




Ten Year Relative Risk of
Mortality for Patients with PAD

Cause of Death Relative Risk
All causes 3.1
Cardiovascular disease 2.9

Coronary heart disease 0.0

Cricui MH et al. N EngfJ Med. 1992,326351-356.



Diabetes and the CV System

Diabetes mellitus:
« Accelerates atherosclerosis 200-400%

» Results in 2-4 times the risk of coronary artery
Ischemic events

» Results in 4 times the risk of stroke

CV risk equivalent to 3 non-diabetic risk factors
* PAD 11 times more prevalent

» PAD develops a decade earlier

Perppheral Vasculr Disease. Sth edibon. ¥ B Saunders & Co. 1%60.
candiovascular Disease and Diabetes Melliius. Symposium at 3S6th Annual Scientific Session, Amencan Disbetes

Azsocigton. June, 1993, Chicago.



PREVALENCE OF PAD

o ASYMPTOMATIC * SYMPTOMATIC
9%-22% 2%-6% OF POPULATION



Relative Prevalences of PAD and
Intermittent Claudication (IC)

Age (yrs) PAD 1IC

40-39 2,100,000 901,000
60-69 1,600,000 803,000
=70 4 700,000 2,930,000

8,400,000 4,234,000

Crgui MH . NMEJ. 1992 326351 56,

Hiatt W, Clronigton 1995:91:147.2-79.

Porter J. Modern Medizine 1987 25 66-75.
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IS THERE PAD



Claudication;
The Functional Limitation of PAD

+ Exertional aching pain, cramping, tightness, fatigue
+ Qccurs in muscle groups, not joints

+ Reproducible from one day to the next (level of
walking ability consistent)

+ Resolves completely within 2-3 minutes

« Qccurs again at same distance once activity has
been resumed



Arteries of the Pelvis and Lower Extremity

Problem Sites

Obstruction in: Ischemia in:

Aorta or F_Euttunka

lliac Artery Penis
Thighs

Femoral Artery : Thigh

or Branches Calf

FPopliteal Calf

A I‘t'EI"_"" > A HH.IE
Foot



PAD Natural History

Population > 55 y
. T ¥
Asymptomatic Intermittent Critical Leg Ischemia
0% Claudication 10%
40%

Outcomes -+
|

! | | }

Stahle Worsening L ey Major
Claudication Claudication Bypass Amputation
73% 16% Surgery 4%

7%

Witz JI. Cicwisbion, 1906;94. 3026-3049,

» Morbidity / Mortality
|

| !

Nonfatal CV Mortality
Events M-3R
(Ml | Stroke)
20%



Diagnosis of PAD

Vascular history

Physical examination
— Assess pulses

Ankle-brachial index measurement
Noninvasive vascular laboratory
Arteriography



KISS ULCERATION










BLUE TOE SYNDROME




NORMAL ARTERIAL SUPPLY TO RIGHT LEG WIT
.. SEGMENTAL LIMB PRESSURES (SLP) AND
PULSE VOLUME RECORDINGS (PVR)

o L

‘ ARM BP
j 130 mmHg
//\f\

s




PULSE VOLUME RECORDINGS

THIGH CALF ANKLE
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COST OF CVD IN THE USA

* ESTIMATED 151 BILLION IN DIRECT AND INDIRECT COSTS.

* COST-EFFECTIVENESS OF TREATING RISK FACTORS (SMOKING,HTN, LIPIDS)LESS
THAN $20,000 PER YEAR OF LIFE SAVED



SOMETIMES YOU
HAVE TO MOVE WITH
THE TARGET.




SOMETIMES THINGS ARE EXACTLY AS THEY
APPEARII

“Although this does not conclude that the Pharaoh

committed a crime, it also does not exonerate him.”




“TELL THE TRUTH. IF YOU
DO YOU DON'T HAVE
1O REMEMBER

ANYTHING"

. PR
MARK TWAIN /7
W




“TELL THE TRUTH , IT IS EASIER TO REMEMBER™

MY WIFE




Comparison to Standard Therapy

_ .y F i
E2Y .+ * o Maximal
A Walking Distance
220 - P .
o —
C ' s -0 Cilostazel (n=20%)
E S ; B Pentoxifylline (n=212)
-E 240 y " —i— Placebo (n=226)
% " Pain-Free
= 2 . .= " Walking Distance
Lzt * Significantly greater than placebo, P <0.05
I Significantly greater than pentoxifylline, P <0.05

0 4 8 12 18 20 24
Weeks of Treatment

Dawzon, et al. Crciaton. 1998 950175112, Cardiovascular and Renal Drugs Advsory Committes.
goth Mesting US DHRS, FD A, Bethesda, MO July 9, 1995,



Improvement in Maximal Walking Distance
% Change from Baseline

—&— Cilostazol 100 mg bid po

c = °0 71 -m- Pentoxifylline 400 mg tid
o @ 10 /| ~* Placebo
£
R
=4 E 30 -
(1] —l l
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0T 20 -
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o P <0.05 at all time points
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0 4 8 12 16 20 24
Weeks of Treatment

Dasnson, et al. Cronfaibion. 193895170112,



HEART PROTECTION STUDY (HSP)

SIMVASTATIN ASSOC WITH:

12% REDUCTION IN TOTAL MORTALITY

17% REDUCTION IN VASCULAR MORTALITY
27% REDUCTION IN ALL STROKES

16% REDUCTION IN NON-CORONARY
REVASCULARIZATIONS

* NO THRESHOLD CHOLESTEROL VALVE BELOW WHICH STATIN NOT ASSOC.
WITH BENEFIT.

« NO BENEFIT OR HARM FOUND WITH ANTIOXIDANT VITAMINS TO PREVENT
ISCHEMIA



HYPERLIPIDEMIA

* REDUCTION OF TOTAL CHOLESTEROL
* REDUCTION IN LDL
e LIPID LOWERING AGENTS

* HOMOCYSTEINE

2
i



HOPE TRIAL

o 4,046 PATIENTS WITH PAD

e 22% REDUCTION IN PAD IN DIABETICS RANDOMIZED TOHRAMIPRAIL AND
PLACEBO

THIS ESTABLISHES THE ACE INHIBITOR INDEPENDENT OF
BP CONTROL AS A CARDIO-PROTECTIVE AGENT.



CAPRIE TRIAL/ CHARISMA TRIAL

e CLOPIDOGREL WAS
SHOWN TO REDUCE
RISK IN CVD IN THE o 22222

PAD POPULATION OF
24%



CHARISMA

3/12/2006 NEJM CLOPIDOGREL AND ASPIRIN VERSUS ASPIRIN ALONE FOR THE
PREVENTION OF ATHEROTHROMBOTIC EVENTS.

* 15,603 PATIENTS DOUBLE BLINDED AND PROSPECTIVELY RANDOMIZED WITH
EITHER EVIDENT CVD OR MULTIPLE RISK FACTORS

* TREATMENT=CLOPIDOGRIL /5MG PLUS ASA 75-162MG
 (CONTROL =PLACEBO PLUS ASA 75-162MG

* CONCLUSION NO DIFFERENCE IN OUTCOME!



TARGET BEDS

» CAROTID DISEASE ANTIPLATLET THERAPY

*  AAA ANTI- PLATLET THERAPY

*  CARDIAC ARRHYTHMIA ANTICOAGULATION

* ARTERIAL DISSECTION ( NO DIFERANCE BETWEEN ASA AND ANTICOAGULATION

e THROMBOPHILIA ANTIPHOSPHLIPID ANTIBODY ACA, LA, SLE COMBINED
ANTIPLATLET ANTICOAGULATION ¢

- PAD¢¢?

* PRESENTATION, TREATMENT, AND OUTCOMES IN PATIENTS WITH SPONTANEOUS ISOLATED
CELIAC AND SUPERIOR MESENTERIC ARTERY DISSECTION

e CHARLES DECARLO1, SUVRANU GANGULI2, JORGE C BORGES3, ROBERT M
SCHAINFEL§3, ARI J MINTZ4, JESSICA MINTZ4, MICHAEL R JAFF5 AND IDO
WEINBERG



BACKGROUND FOR COMPASS

ASPIRIN SIGNIFICANTLY REDUCES BOTH PRIMARY AND SECONDARY
CARDIOVASCULAR EVENTS EVENTS (ANTITHROMBOTIC TRIALIST
COLLABORATION LANCET 2009)

ORAL ANTICOAGULATION +/- ASA REDUCES SECONDARY EVENTS VS ASA
ALONE WITH A PROBITIVELY HIGH BLEEDING RISK (META-ANALYSIS. JACC
2003)

RIVAROXABAN HAD IMPROVED MORTALITY IN IN PATIENTS AFTER ACUTE
CORONARY SYNDROMES WITH INCREASED BLEEDING RATE VS PLACEBO
(ATLAS ACS-TIMI 46 NEJM 2012)



The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Rivaroxaban with or without Aspirin
in Stable Cardiovascular Disease

J.W. Eikelboom, S.J. Connolly, J. Bosch, G.R. Dagenais, R.G. Hart,

O. Shestakovska, R. Diaz, M. Alings, E.M. Lonn, S.S. Anand, P. Widimsky,
M. Hori, A. Avezum, L.S. Piegas, K.R.H. Branch, J. Probstfield, D.L. Bhatt, J. Zhu,
Y. Liang, A.P. Maggioni, P. Lopez-Jaramillo, M. O'Donnell, A. Kakkar, K.A.A. Fox,
A.N. Parkhomenko, G. Ertl, S. Stork, M. Keltai, L. Ryden, N. Pogosova, A.L. Dans,

F. Lanas, P.J. Commerford, C. Torp-Pedersen, T.J. Guzik, P.B. Verhamme,

D. Vinereanu, J.-H. Kim, A.M. Tonkin, B.S. Lewis, C. Felix, K. Yusoff, P.G. Steg,
K.P. Metsarinne, N. Cook Bruns, F. Misselwitz, E. Chen, D. Leong, and S. Yusuf,
for the COMPASS Investigators*




ANTICOAGULATION IN STABLE PAD
COMPASS - PAD

ASA + riva ASA + Riva vs ASA alone Riva vs ASA alone
2.5mg BID

(%)
N=2,492 N=2,474 N=2,504  HR (95%Cl) HR {95% Cl)

Qutcome Riva 5 mg

BID (%)

MALE 30 (1.2) 35 (1.4) 56 (2.2) 0.54 0.63
(0.35-0.84) (0.41-0.96)

Major 5 (0.2) 8 (0.3) 17 (0.7) 0.30 . 0.46
amputation (0.11-0.80) {0.20-1.08)



Compass Trial

INCLUSION CRITERIA
PRESENCE OF CAD OR PAD

F CAD DEFINED AS ANY OF:

* MYOCARDIAL INFARCTION WITHIN THE LAST 20 YEARS

g MULTIVESSEL CORONARY' DISEASE WITH SYMPTOMS OR
WITH HISTORY OF STABLE OR UNSTABLE ANGINA

e MULTIVESSEL PCI
e MULTIVESSEL CABG
»  PAD DEFINED AS ANY OF:

s PREVIOUS AORTO-FEMORAL BYPASS SURGERY, LIMB
BYPASS SURGERY, OR PTCA OF THE ILIAC, INFRA-
INGUINAL ARTERIES

g PREVIOUS LIMB OR FOOT AMPUTATION FOR ARTERIAL
VASCULAR DISEASE

e HISTORY OF CLAUDICATION (PERIPHERAL EXTREMITY
PAIN WITH EITHER OF ABI < 0.90 OR = 50% STENOSIS
OF PERIPHERAL ARTERY BY ANGIOGRAPHY OR DUPLEX
ULTRASOUND)

g PREVIOUS CAROTID REVASCULARIZATION OR
ASYMPTOMATIC CAROTID STENOSIS = 50% BY EITHER
ANGIOGRAPHY OR DUPLEX ULTRASOUND

IF INCLUDED FOR CAD, ALSO REQUIRES EITHER OF:
AGE = 65 YEARS

AGE < 65 YEARS WITH DOCUMENTED ATHEROSCLEROSIS OR REVASCULARIZATION INVOLVING AT LEAST 1
ADDITIONAL VASCULAR BED OR PRESENCE OF AT LEAST 2 OF:

CURRENT SMOKER

DIABETES

RENAL DYSFUNCTION WITH EGFR < 60ML/MIN
HEART FAILURE

NON-LACUNAR STROKE 2 1 MONTH PRIOR TO RANDOMIZATION

EXCLUSION CRITERIA

3 HIGH RISK OF BLEEDING

g STROKE WITHIN - T MONTH OR ANY HISTORY OF
HEMORRHAGIC OR LACUNAR STROKE

. SEVERE HEART FAILURE WITH KNOWN LVEF < 30%
OR NYHA Il OR IV

. ESTIMATED GFR < 15ML/MIN

R NEED FOR DUAL ANTIPLATELET THERAPY, OTHER
NON-ASPIRIN ANTIPLATELET THERAPY, OR ORAL
ANTICOAGULANT THERAPY

* KNOWN NON-CARDIOVASCULAR DISEASE
ASSOCIATED WITH POOR PROGNOSIS OR
INCREASES RISK OF ADVERSE EFFECT FROM STUDY
MEDICATIONS

2 HISTORY OF HYPERSENSITIVITY OR KNOWN
CONTRAINDICATION TO RIVAROXABAN, ASPIRIN,
PANTOPRAZOLE, OR EXCIPIENTS OR STUDY

PROCEDURES

> SYSTEMIC TREATMENT WITH STRONG INHIBITORS OF
CYP3A4

e ANY KNOWN HEPATIC DISEASE WITH
COAGULOPATHY

. SUBJECT WHO ARE PREGNANT, BREASTFEEDING, OR
ARE OF CHILDBEARING POTENTIAL AND SEXUALLY
ACTIVE WITHOUT CONTRACEPTION34ERC



COMPASS
Trial Design

Rivaroxaban With or Without Aspirin vs Aspirin
in Patients With CAD and/for PAD

Randomized Rivarcxaban 2.5 mg twice daily
plocebo_ plus aspirin 100 mg

olelplife]l[Te

phose |11 s’rudy —I—' Rivaroxaban 5 mg twice daily
Event driven Screening Rur=ir

27.400 po’rien’rs Pericd Period

o ensure medication Aspirin 100 mg

luded after run-in - Primary Quteame: M, Stroke, CV Death
Mezan Follow-Up: 3to 4y

ClirdzalTrials gay MCTO1 706424,




Efficacy

1° outcome 4.1

(CV death, MI,

stroke) NNT 77

ASA +riva 2.5 Riva5 mgBID
mg BID (%)

HR 0.76 (0.66-0.86)

(%)

4.9
p=0.12

5.4

ASA (%)

CV death 1.7

2:1

M 1.9

p=0.14

2.0

0.9

1.3

HR 0.58 (0.44-0.76)

Death 3.4

4.0 4.1

HR 0.82 (0.71-0.96)
NNT 143

MALE

N=2,492

30 (1.2)

N=2,474

35 (1.4)

N=2,504

56 (2.2)

1T 7 IN 7\

Rivaroxaban+aspirin vs. aspirin alone

Hazard ratio, 0.76 (95% Cl, 0.66—0.86)
0.104 P<0.001
Rivaraxaban alone vs. aspirin alone

N E 05 E:aéalrg ratio, 0.90 (95% Cl, 0.79-1.03) — _pAspirin alone

EE 0.08 : - :

3 E - _--Rivaroxaban alone

ﬁ E ‘_)J/ ’P' Rivaroxaban+aspirin

2E 0.06 ST e

TE o0s 00 ,/ s

s .

Uy -

52 4

== 0.04| /ﬁ,c“

Y -

o o Gl

2% o

S5 0.02

S n

Es

v g

a 929 o0 . ; !
1 2 3
0.0 T T 1
'] 1 2 3
Year

No. at Risk
Aspirin alone 9126 7808 3860 669
Rivaroxaban alone 9117 7324 3862 670
Rivaroxaban +aspirin 9152 7904 3912 658

HR (95%
Cl)

0.54
(0.35-
0.84)

N RN

HR (95%
Cl)

0.63
(0.41-
0.96)

N AL




Safety

Major bleed
(modified ISTH)

Symptomatic
intracranial
hemorrhage, or
fatal bleed

Minor bleed

ASA +riva 2.5
mg BID (%)
3.1

HR 1.70 (1.40-2.05)
NNH 84

0.4
HR 1.23 (0.76-2.01)

1.5
HR 2.15 (1.60-2.89)

9.2
HR 1.70 (1.52-1.90)
NNH 28

Riva 5 mg BID
(%)
2.8

HR 1.51 (1.25-1.84)
NNH 112

0.5
HR 1.59 (1.00-2.53)
NNH 500

1.0
HR 1.40 (1.02-1.93)

8.1

HR 1.50 (1.34-1.68)
NNH 39

ASA (%)




Table 3. Bleeding Events and Net Clinical Benefit.*

Major and minor bleeding
Fatal bleeding 1.49 (0.67-3.33) ! 1.40 (0.62-3.15)
Nonfatal, non-ICH, symptomatic bleeding 1.43 (0.89-2.29) X 1.57 (0.98-2.50)

into critical organ

Net-clinical-benefit outcome: CV death, stroke, myo- 431 (4.7) 504 (5.5) 534 (5.9) 0.80 (0.70-0.91) <0.001 0.94 (0.84-1.07)
cardial infarction, fatal bleeding, or

symptomatic bleeding into critical organ

Minor bleeding 838 (9.2) 741 8.1) 503 (5.5) 1.70 (1.52-1.90) <0.001 1.50 (1.34-1.68)
Gastrointestinal 140 (1.5) 1 2.15 (1.60-2.89) <0.001 1.40 (1.02-1.93)

Skin or injection site 12 2.31 (1.18-4.54) I 2.34 (1.19-4.60)

Net-clinical-benefit outcome: CV death, stroke, myo- 431 (4.7) 0.80 (0.70-0.91) <0.001 0.94 (0.84-1.07)
cardial infarction, fatal bleeding, or
symptomatic bleeding into critical organ
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SPECIALISTS HAVE BELD BACK ENGAGH
CHOOSING 7O STRATIEY: THESE PATIENTS BASED UPON
SEVERITY. OF DISEASE AND THEIR EXPERIENCE




ROy earola Cave
Drawing




ARCHETYPES VOODOU AND THE COGNITIVE
ITIS ALWAYS DATA VS VOODOU AND FAITH

DESISTENCE




Primary

Evaluation Vascular
* H&P Care
» ABI \/
Limb Threat Claudication

Other Work-Up
If No PAD




Treatment Goals for the Patient
with Peripheral Arterial Disease

Clinical Treatment Goals

Improve Pres erve Prevent
Functional the Limb Progression of
Status Atherosclerosis
Improve Decrease
Symptoms the Need for
Improve Quality Revas cularization
of Life

Improve Exercise
Capacity

Reduce Cardiac

and Cerebrovascular

Morhidity and
Mortality

Hecord Honfatal
Ewvents Such As

Myocardial Infarction

and Stroke




Factors That May Improve the
Natural History of Atherosclerosis and
Prevent Acute Ischemic Events

+ Stop smoking

+ Achieve ideal body weight

+ EXercise

+ Control blood pressure

+ Control cholesterol and triglycerides
+ Control diabetes

+ Antiplatelet therapy




4 ™)

Patient Education

I,l'_

+ Lifestyle changes

+ Atherosclerosis
<33re Plar>< » Risk factor reduction

5 Exercise

A
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EVERYBODY HAS A GAME

PLAN

S

PUNCHE

NTIL THEY GET

ED IN THE FACE

MIKE TYSON



CONCLUSIONS

* EARLY IDENTIFICATION OF CLINICAL FEATURES AND ESTABLISHMENT OF RISK FACTOR
REDUCTION IS PARAMOUNT

*  MEDICAL THERAPY WORKS, BUT MAY NOT BE ENOUGH IN CLI

* REVASCULARIZATION IS STILL THE CORNERSTONE OF THERAPY TO RELIEVE REST PAIN,
IMPROVE WOUND HEALING, AND REDUCE AMPUTATION

DEVELOP PATIENT SPECIFIC GOALS FOR REVASCULARIZATION
*  WHEN IN DOUBT, ESTABLISH STRAIGHT, IN-LINE, PULSATILE FLOW TO THE FOOT

e RECOGNIZE WHAT IS SALVAGEABLE AND WHEN TO GET
OUT OF DODGE!!



WHAT IS THE BEST WAY TO PREVENT
AMPUTATION AND PROMOTE WOUND

“IT'S 'I'HE El'..n..’“ STUPID®

.l"""F
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10% OF THOSE UNDERGOING LOWER EXTREMITY
REVASC WILL HAVE A MALE IN T YEAR.

TABLE 2 Factors Associated With 1-Year Hospitalization for MALE

Demographics
Age
65-74 yrs vs. <65 yrs 0.82 (0.79-0.84)
=75 yrs vs. <65 yrs 0.63 (0.61-0.65)
Female 0.91 (0.89-0.93)
1.27 (1.24-1.31)

Indication for revascularization

ALI vs. symptomatic PAD 1.39 (1.31-1.47) <0.0001
CLI vs. symptomatic PAD 2.24 (2.19-2.30) <0.0001

CENTRAL ILLUSTRATION 1-Year Outcomes After Peripheral Artery Revascularization

Obesity 0.91 (0.88-0.94) <0.0001
Diabetes 1.20 (1.17-1.23) <0.0001
Hyperlipidemia 0.93 (0.91-0.96) <0.0001

Procedure operator specialty
Vascular surgery vs. cardiology 2.13 (2.06-2.20) <0.0001
General surgery vs. cardiology 2.09 (2.01-2.18) <0.0001
Radiology vs. cardiology 2.11 (2.02-2.21) <0.0001
Thoracic surgery vs. cardiology 1.86 (1.77-1.97) <0.0001
Other vs. cardiology 1.58 (1.52-1.65) <0.0001

Procedure operator specialty
Vascular surgery vs. cardiology 2.13 (2.06-2.20) <0.0001
General surgery vs. cardiology 2.09 (2.01-2.18) <0.0001
Radiology vs. cardiology 2.11(2.02-2.21) <0.0001
Thoracic surgery vs. cardiology 1.86 (1.77-1.97) <0.0001
Other vs. cardiology 1.58 (1.52-1.65) <0.0001
Discharge to skilled nursing facility vs. home 1.10 (1.07-1.14) <0.0001
Hospital characteristics
Midwest vs. Northeast region 0.96 (0.92-0.998) 0.04
Bed size
350-549 beds vs. <350 beds 1.14 (1.11-1.17) <0.0001
>550 beds vs. <350 beds 1.05 (1.02-1.09) 0.002

J Am Coll Cardiol 2018;72:999-1011



DATA CAN BE RAW

DATA CAN BE
MANIPULATED

DATA CAN BE MADE UP

DATA CAN
COUNTERINTUITIVE

“Lt troubles me that we’re

bei ng led into battle by a person weari ng a bow fie.




CALL TO ACTION

INCREASE AWARENESS AND CONSEQUENCES OF PAD. (EDUCATION)
IMPROVE IDENTIFICATION OF SYMPTOMATIC PAD.( PUBLIC AWARENESS)
INITIATE SCREENING FOR PAD.

IMPROVE TREATMENT RATES.

INCREASE EARLY DETECTION IN ASYMPTOMATIC POPULATION.

UNDERSTAND AND PURSUE EVIDENCE BASED RECOMMENDATION

COMBINE REPRODUCIBLE DATA WITH BEST JUDGEMENT



"DON'T BE SURPRISED IF YOU
DRAIN THE PACIFIC OCEAN IF THE
ISLANDS ARE CONNECTED"

JUDA FOLKMAN MD




T IS NOT THE ANSWER THAT ENLIGHTENS , BUT THE
QUESTION”
EUGENE IONESCO
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TARGET BEDS

« CAROTID DISEASE ANTIPLATLET THERAPY
« AAA ANTI- PLATLET THERAPY
e CARDIAC ARRHYTHMIA ANTICOAGULATION

* ARTERIAL DISSECTION ( NO DIFERANCE BETWEEN ASA AND
ANTICOAGULATION

e THROMBOPHILIA ANTIPHOSPHLIPID ANTIRODY ACA,,LA, SLE COMBINED
ANTIPLATLET ANTICOAGULATION ¢

« PAD ¢¢2¢
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