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Results of Infrainguinal Chronic Arterial Occlusion:
Difference in Medical and Surgical Management

Won Youn Kim, M.D., Hyung Tae Kim, M.D., Jun Mo Park, M.D., Jae Young Kwak, M.D.
Chang Soo Lee, M.D.', Hong Kim, M.D." and Won Hyun Cho, M.D.

Departments of Surgery and 'Diagnostic Radiology, Keimyung University School of Medicine, Dacgu, Korea

Purpose: In order to evaluate the result of medical treatment and compare with surgical management
in infrainguinal arterial occlusion, we analyzed 145 cases of infrainguinal chronic arterial occlusion that
admitted our department during recent 5 years. Method: Patients were grouped into 2 according to their
treatment. Group 1 was patients who underwent arterial bypass surgery (n=84) and group 2 with
conservative management of exercise and medication (n=61). In case of significant iliac arterial stenosis,
balloon angioplasty or stent insertion were added in both groups (17 in group 1, 16 in group 2). Changing
of clinical manifestation and ankle-brachial index, claudication distance, rate of major amputation and
mortality were compared between groups. Result: There was a big difference in the rate of improving
claudication distance at the end of one year after treatment (86.5% in group 1 vs 40.0% in group 2)
but 5.4% of group 1 and 32.0% of group 2 showed aggravation of the symptoms. Improved ankle-brachial
index (ABI) noted in 88.1% of group 1 but in group 2, 39.3% showed increasing of ABI only under
the conservative management. The proximal inflow procedure had more significant effect in improving
ischemic symptoms and ABI in group 2 compare to group 1. One fourth of group 1 and 18.2% of group
2 showed spontaneous healing of their toe gangrene but 3.1% of group 1 and 54.5% of group 2 needed
major amputation because of disease progress. New gangrene developed during their follow up and this
also ended with major amputation in group 2. The difference of mortality rate between groups might
be due to old age and associated cardiac disease. Conclusion: Better results in improving ischemic
symptoms and ABI with low rate of amputation and mortality encourage us to do an aggressive surgery.
But significant portion of conservative group especially in patients with inflow procedures also showed
improving symptoms, and this suggest us a need of significant consideration of medical and exercise

treatment in selected cases.
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Table 1. Demography of patients with chronic infraingui-
nal arterial occlusion

I

Group 1* Group 2
Age 56.8 years 68.4 years
Male sex ratio 76.4% 68.2%
Recent smoking rate 84.2% 88.9%
DM rate 12.4% 18.6%
Hypertension 72.4% 66.2%
Associated heart ds 24.5% 33.6%
Resting pain 38.2% 34.4%
Gangrene 21.5% 36.6%
ABI 0.45 0.38

e

*Patients who had been done arterial bypass Surgery,
"Patients treated by exercise and medication
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Table 2. Clinical
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manifestation according to arterial occlusion site
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Site™ Number Gangrene Resting pain pct Associated DM
Femoral

Group 1 33 10 ) . 4
Group 2 Q | ; ; 1
Popliteal (above knee)

Group 1 | 27 9 s : :
Group 2 71 7 - i 1
Popliteal (below knee)

Group | 20 g 3 : 3
Group 2 24 10 y | 4
Tibioperoneal

Group 1 4 ) . 1

Group 2 3 5 ” : :

xCite of arterial occlusion; TDisabled claudication.

Table 3. Fate of claudication distance & ABI after 1 year

Status Group 1 Group 2
Claudication
Improved 74/84 (88.1%) 24/61 (39.3%)

6/84 (7.1%)
4/84 (4.8%)

17/61 (27.9%)
20/61 (32.8%)

Maintained
Aggravated

ABI
At first visit 0.45 0.38
After 1 yaer 0.87 0.32

% of increasing ABI 88.1% 39.3%

FE54o] Azker spsyeldd skt AA 14
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20 o)A} mheiA )7} =7 El AL 172 86.5%, 2
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Table 4. Effect of inflow procedure (checked at 1 year)

Patients group Improvement

Inflow proc Ischemic Sx ABI difference®

c | No (67 89.5% 0.36
roup es (17) 82.4% 0.51
No (45) 22.2% 0.12

Group 2 v (16) 67.5% 0.23

*ABI difference between first visit and end of 1 year
follow up

g} A2FellAde TR AEvters oegle
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S B 9ic}(Table 4).
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Table 5. Fate of toe gangrene or leg ulcer

Amputation
Spontaneous healing .
Demarcated Aggraya[ed
With gangrene
Group 1 (n=29) 6 (20.7%) 22 (75.9%) 1 (3.4%)
Group 2 (n=17) 2 (11.8%) 3 (17.6%) 12 (70.6%)
New gangrene Amputation

Without gangrene
Group 1 (n=55)
Group 2 (n=44)

4 (7.3%)
6 (13.6%)

3 (5.5%) (1: died with gangrene)
4 (9.1%) (2: died with gangrene)

Table 6. Rate of amputation (during 3 years follow up)

Major amputation* Stump healing

Group 1 4.8%
Group 2 17.8%

95.6%
72.7%

*Amputation above ankle

Table 7. Mortality during 3 years follow up

Group 1 Group 2
Rate 4.8% 11.5%
Causes MI (2) MI (4)
CVA (D CVA (3)
Sepsis (1)

48%, 11.5% 20 2 AL AAAE Al 60,
HEBAAZ dell, 23 AA s|® =] 109}

YE 94 lolloh ATANOE A 97 3 2

= A Al S to)] Bl 0] 9lgdcH(Table 7).
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