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Tablel Characteristics of the 137 patients

Patients 137

Men: Women 127 (93%): 10 ( 7%)

Age (mean + SD), years 48-82 (67.2+8.1)
Smoking 120 (88%)
Hypertension 86 (63%)
Hypercholesterolemia 59 (43%)
Diabetes mellitus 49 (36%)
Hemodialysis 6 (6%)
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Table2 TASC Il classification, ABPI at rest, RT and ACD in patients with proximal lesions

TASC-II Classification

(Proximal) Patients ABPI at rest RT4 (min) ACD (m)
A 25 0.66+0.19 10.1+5.2 205+ 100
B 21 0.71+0.13 11.7+53 143+ 100
c 12 0.65+0.11 76+34 209 + 146
D 22 0.50+0.18 135+56 156 + 105
m
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Table 3 TASCHI dassification, RT4 and ACD in patientswith 3 different trestmentsfor proximal lesions
Treatments TASCII

=

Exam. RT4o (min) ACD (m)

(Proximal) A B C D
Exercise 14 4 3 1 6 Pre 9.4+47 206 + 123
Post 52+39 281+ 139
EVT" n 6 13 8 4 Pre 9.6+5.0 194+ 114
Post 34+31 350+ 176
Bypass o5 5 5 3 12 Pre 13.6+5.6 135+ 91
Post 31+23 338+ 238
EVT*: endovascular treatment
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Table 4 TASC Il classification, ABPI, RTx and ACD in patients with distal lesions

TASC-II Classification (Distal)  Patients ABPl atrest  RTs(min)  ACD (m)
A 6 0.68+0.22 83+28  274+131
B 5 0.59+0.18 62+22  213+186
C 8 060+010 11.3+94  179+89
D 1 0.58+0.14 9.0+52 160+ 70
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Table5 RT4, ACD and TASC-II classification in patients with 3 different treatments for distal lesions

Treatments TASCII .

(Distal) n A B C D Exam. RT4o (min) ACD (m)
Exercise 17 4 3 5 5 Pre 75+4.0 240+ 126
Post 77+6.2 354 + 217

EVT+ 7 2 > 1 2 Pre 121+87 177 £ 102
Post 51+4.1 255+ 112

Bypass 6 0 0 > 4 Pre 9.7+64 112+ 20
Post 30+21 302+ 111

EVT:: endovascular treatment
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Figure 4 ACD and RTy in patients with 3 different treatments for distal lesions.

Table6 TASC I classification, ABPI at rest, RT4 and ACD in patients with combined lesions

TASC-I Classification

Proximal Distal Patients ABPI at rest RT4o (Min) ACD (m)
A=1,B=3
d + + +
A C-2D=3 9 047+0.11 94+34 156 + 57
B ‘S f é 4 0.70+0.16 7.3+ 30. 201+ 141
A=1,B=2
d + + +
C C-1D=-1 5 0.48+0.09 11.6+29 215+ 202
A=2,B=1
g + + +
D C-3D=3 9 0.52+0.12 12.8+5.2 151+ 110
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Figure5 ACD and RT, in patients with 3 different treatments for combined lesions.

Table 7 RTs, ACD and TASC-II classification in patients with 3 different treatments for combined

lesions for combined lesions

Treatments n TASC Il (residual lesions) Exam.  RTs (Min) ACD (m)
Proximal + Distal Pre 9.6+4.3 203+ 115
Exercise 9 A+A=1A+B=2,A+D=1,
B+A=1,B+D=1,D+A=1, Post 7.8+47 283 + 247
D+B=1,D+C=1
EVT* 6 Distal Pre 12.2+3.3 133+52
B=2,C=2,D=2 Post 80+5.2 280+ 126
Distal Pre 11.0+4.7 164 + 143
B 12 = = = =
ypess A=28=1C=3D=6 Pos  53+30  273+194

none** =1

EVT*: endovascular treatment, none**; complete revascul arization
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Therapeutic Strategies of Intermittent Claudication Based on Walking Ability
and Arterial Lesion—Based on the TASC Il Classification—

Takashi Ohta, Hiroyuki Ishibashi, Ikuo Sugimoto, Hirohide Iwata, Jun Kawanishi, Tetsuya Yamada, Masao Tadakoshi, and
Noriyuki Hida

Department of Surgery, Division of Vascular Surgery, Aichi Medical University, Aichi, Japan

Key words: intermittent claudication, therapeutic strategies, walking ability, TASC 1

We retrospectively examined treatment choices based on walking ability and arterial lesons in 137 patients with in-
termittent claudication (1C). Walking ability was evaluated based on the maximum claudication distance (ACD) and recovery
time from the ankle /brachial blood pressure ratio (ABPI) after 40-m walking to the resting ABPI (RT,). Furthermore, the
arterial leson was assessed in accordance with the TASC |1 classification.

The proximal lesion assessed according to the TASC |1 classification was not always correlated with walking ability.
However, the distal lesion assessed according to it correlated with walking ability.

Of 110 patients with single-segment lesions, exercise therapy was selected in those showing a long ACD and short
RT.0, and bypass was performed in those showing a short ACD and long RT.. Sixteen of 27 patients with combined lesions,
who underwent proximal revascularization alone, showed high levels of satisfaction with their prolonged ACD, therefore,
distal revascularization was not performed.

Exercise therapy prolonged the walking distance 14-fold, and arterial reconstruction 1.9-fold. Forty patients who under-
went exercise therapy were highly satisfied; after treatment, only 3 wished to undergo arterial revascularization.

Therapeutic strategies for 1C should be made on an individual basis, taking into account the quantitative assessment
of walking ability, arterial lesions, and the patient's self-set goals. Arterial reconstruction should not be indicated based on
imaging findings alone. (JJpn Call Angiol, 2009, 49: 299-306)
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