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Establishing a
CLI Referral Program
for Your Hospital

One center’s successful experience developing a PAD referral program to ensure patients are

identified and treated early enough to prevent amputation.

BY JIHAD A. MUSTAPHA, MD, FACC, FSCAI; CARMEN M. HEANEY, RN, BSN, CCRC;
FADI A. SAAB, MD; AND MARILYN DEVRIES, BSN

eripheral arterial disease (PAD) occurs often across

many populations, yet it remains a very serious and

often undiagnosed problem. The reported preva-

lence of PAD varies throughout epidemiological
studies depending on the population being screened and
associated risk factors. However, 74% of the population sur-
veyed respond that they are unaware of this disease, and
only 19% of patients learn about PAD through their health
care provider.! Most PAD patients complain of claudication,
some instances of which are life limiting in severity.

Critical limb ischemia (CLI) is a serious complication relat-
ed to advanced PAD. In the not too distant past, CLI result-
ed in the unfortunate outcome of eventual amputation.
This is no longer acceptable, as the option of amputation is
increasingly challenged by interventional options. As vascu-
lar specialists, we are at the forefront of treating these
patients, and it is incumbent upon us to ensure they have
access to proper imaging and modern therapeutic options
before amputation is even considered. This article discusses
the critical frontline challenge of identifying PAD patients
early and getting them access to appropriate treatment.

INTERNAL SCREENING AND REFERRAL PROTOCOLS
Multiple PAD treatment modalities have seen tremen-
dous advancement in recent years. However, before these
technologies are even a factor in a patient’s care, the disease
must first be identified in that individual. This, rather than
the treatability of the disease itself, is often the most signifi-
cant barrier to effective treatment. More health care
providers must implement strategies aimed at bringing
potential PAD patients through the doors and initiating
early treatment in those deemed to be viable candidates.
The first step in integrating a referral pattern is to start with-

PATIENT SYMPTOMS OF CLI: THE FIVE “P”s

- Pulseless
- Parasthesia

- Pain
- Pale

- Paralysis

in your own practice. PAD screening should be integrated
into the daily routine of your office. However, the screening
process should not be limited to the physician. All employ-
ees and aspects of your practice should be involved in
screening and treating these patients. This is the only way to
build a successful internal screening program.

Nurses, medical assistants, and frontline staff (eg, sched-
ulers and telephone operators) should all be involved and
educated regarding the impact of this iliness and the impor-
tance of treating the patients promptly. For example, it
should be understood throughout the practice that a
patient with rest pain (Rutherford V) should be treated
urgently; a patient with ischemic ulcers or gangrene
(Rutherford V and VI) should be treated emergently. The
staff should be educated to prioritize these patients the
same as those who phone with chest pain and schedule
them accordingly (see Patient Symptoms of CLI sidebar and
Table 1). The importance of triage protocols cannot be
stressed enough.

Al patients coming into the practice should undergo rou-
tine PAD screening. Medical assistants should assist patients
in the removal of shoes and socks. These staff members
should receive proper training in the removal of wound
dressings and proper redressing techniques. A Doppler
ultrasound unit and associated supplies should be readily
available to the provider. Office staff can be trained to rou-
tinely perform pedal and tibial pulse assessment and per-
form straightforward ankle-brachial index (ABI) assess-
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Classification

TABLE 1. PERIPHERAL VASCULAR PHONE CALL TRIAGE

Acute CLI?
(Office visit: ASAP/same day)

Amputation Prevention
(Office visit: within 24-48 hours)

Chronic CLI
(Office visit: up to 4 weeks out)

level

the patient re: priority level

Pain New onset of moderate to severe |Ongoing moderate to severe pain  |Chronic/low-grade pain or
foot pain (better with dangling/  |(at least 2 weeks) pain associated with walking
worse with lying flat), pain with (> 20 feet)
walking < 20 feet or at rest

Temperature Cold to cool Cool Warm to slightly cool

Sensation Numb/changed from their Tingling Decreased/decreased sensation
normal sensation to vibration/or awareness of

where their foot is (loss of
proprioception)

Ulcer New onset (within 1 week) or Present/chronic/> 2 weeks/not Not present
expanding existing ulcer, gangrene |changing, may or may not have
present gangrene

Color Pale, cyanotic, mottling Pale/mottled Pale to pink

Muscle Limb feels heavy, new weakness or |Calf atrophy May or may not have calf

Weakness paralysis/no toe movements atrophy

Operator/ 1. Keep patient on hold, 1. Instruct patient will be contacted [RN message inbox

Clerical 2. Verbal communication to RN by RN today/may hang up with

via phone patient
3. RN message inbox high 2. Verbal communication to RN
priority via phone
3. RN message inbox high priority

RN Phone Call  |Required pick up phone Required within 2 hours/before Required within 24 hours to

to Patient ASAP/question patient re: priority |the end of the day to question question the patient re: priority

level

RN/Interventional
Physician On
Call Notification

Required

Required

Not required

RN Assessment
of Priority Level

1. Pick up phone/speak to patient,
follow triage questionnaire

2. Notify Clerical to schedule office
visit to PA emergency office slot

3. Notify rounding PA

4. Update interventionist/on call
of potential CLI patient

1. Follow triage questionnaire

2. Notify Clerical to schedule office
visit within 24—48 hours/may use
PA emergency office slot

3. Notify interventionist/on call
of potential amputation
prevention patient

Notify Clerical to schedule
office visit no longer than
4 weeks out

Clerical: Office
Visit

1. Follow RN instruction re: priority
status

2. Schedule office visit ASAP with
PA if existing patient

3. Schedule with interventionist or
attending same day if new patient
Begin to assess immediate plan to
schedule patient for procedure
with interventionist

1. Follow RN instruction re: priority
status

2. Schedule office visit with PA
within 24 hours and assess plan
for 24-48 hours procedure with
interventionist

Schedule office visit within
4 weeks

aAcute CLI should be given the same priority as chest pain/ST-segment elevation myocardial infarction.
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EXAMPLE OF A PATIENT’S GUIDE TO PAD

What is Peripheral Artery Disease (PAD)

and what causes it?

PAD Iz & common circuialony probliam when namowed arenes
raduce biood fiow 1o your arms o lags fususlly your legs). This

namowing peesents your legs from recehing encugh biood tiow to
kesp up with demands. PAD i oftan cimsed by atherosclercsis

whan Eally depesits (plagues) bulld up in your artery walls and
reduce blood Now. PAD meay also be a sign of a mom widespread
namowing of your areres causing reduced biood flow to your heart

g

What are the symptoms of FAD?
Soma peopie with PAD have very mild or no
symploms whila others have leg pain whan
waking (infermitient caudication], Inermittend
claudication includes muscls pain o Cramping
i your kege or anma that is triggered by sctily
and csappadns after rost, Tha location of the
pain depands wpon the kocation whera (ha arteny
& narrowed or blocked, Call pan ks the mos!
COMMOoN
Symptoms of PAD includa:

* intermittent claudication

* Laq numbness or waskness

= Coldness in your kg or ool laspocially
when companed fo the other leg)

* Songs on your 1063, feet or kegs that don't
Pzl

= A changa in tha color of your legs

= Hair loss or slow hair growih on your feet

* Stower growth of your toenailts

® E.I"lrr,- Skan on your s

= Mo pulse or & weak pulsa in your legs or fissl

= Erectia dhysiunchcn inmen

When should | see a doctor?
If you harve amy of the abovs symgotoms, don't dismiss therm as a
‘nommal part of aging. Call your doctor and maks an sppontment.

Even it you don't have sympioma of PAD, you may need 1o ba

-goreanad if you & over 8ga 70, cver age S0 nnd hive & history of
dhabetes or smoking, or if you are under aga 50 and have diabetes
and other PAD risk ctors such a5 obesity or high biood pressun.

What are risk factors for PAD?

Factors that increase yolr sk ol devesoping PAD ana smaking,

age and family higtony:

How do | find out if | have PAD?

The best method (o test for PAD s to have a physical exam by your
doctor and an Ankle-Brachial Index (AB), This test uses sound
winvies 10 datect if thire s reduced Dlood Sow in the aredes, ABI also
compares the biood pressum
in your ankie with the biood
[NESSLN I YOUR AT,

DOther tests include special
ultrasounds, bicod tests {lo
check for high cholesterol and
ciabwetes) and angiography
(injecting a dye into your blocd
vessels and taking X-ray Images
to chick for narmowing or
bicckags of the blood wssals,

Prevention

Reducing your nak factors i the best way 1o prvent PAD. if you
smoke, quitting 5 the sngls mast important thing you can do o
reduce your rek of complications. Oiher steps you can take to
decrease your sk of PAD are 1o exerciss ond eal 8 heafhy diet,

Canoful fool cong s ospecaly mportant for those who have
diabates &5 they ann al risk of poor healing and 2onts on [ha
lower kegs and fiest

ments. An ABI is a very simple and inexpensive tool that will
aid in identifying patients with PAD.

Patients should be offered multiple resources to educate
them about PAD diagnosis and treatment. Reading materi-
als, including various handouts (see Example of A Patient’s
Guide to PAD sidebar), are a simple and inexpensive starting
point. Many of these materials can be obtained at no cost
to your practice from industry vendors. It is very important
to offer guidance, assurance, and treatment option explana-
tions to patients. In addition to the provider, the nursing
staff can provide valuable patient education. In our center,
the Peripheral Vascular Coordinator also serves in this
capacity. Encourage your staff to attend educational sessions
on PAD and CLI. The more knowledgeable the staff is on
this matter, the more your patients will benefit.

Having a PAD champion within your practice to drive the
day-to-day logistics and ensure the rest of the staff is well
educated and prepared to care for patients is an important
asset. Our practice has a dedicated regjstered nurse periph-
eral vascular coordinator who fills this role. She assists in
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protocol development and implementation and helps to
coordinate screening and educational events.

Clinicians who operate within a hospital environment
should educate and inform clinicians in other specialties
about the type of work and level of expertise provided.
These specialties include other vascular specialists, wound
care, primary care, podiatry, endocrinology, orthopedics,
infectious disease, dialysis units, and neurology. It is very
helpful to other providers to be aware of procedures being
done on PAD patients, especially if a patient is also under
their care. Lectures and grand rounds are excellent tools to
introduce other clinicians to PAD and available treatment
modalities.

Maintaining knowledge and an awareness of current
research by reading current literature and attending relevant
conferences is helpful in maintaining credibility within your
practice. Participating in and contributing to clinical
research is a responsibility of those who are thought leaders
and pioneers in this revolutionary stage of CLI awareness
and therapy.
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EXTERNAL SCREENING PROGRAMS AND
PATIENT REFERRAL

Reaching External Physicians and Health Care
Providers

The next step in identifying and eventually treating
patients with symptomatic PAD requires a comprehensive
program designed to utilize external screening and educa-
tion resources. Health care systems and/or providers should
adopt creative methods for reaching these patients. This is
particularly important in an outpatient setting.

In the PARTNERS study, 29% of screened patients were
found to have PAD.2 Only 49% of physicians were aware of
the PAD diagnosis in their patients. As such, clinicians
should be among our primary targets as we go out and pro-
mote PAD awareness and the treatment capabilities of our
practices. Reaching out to physicians who treat patients at a
high risk for PAD is key. It is very common for physicians
who care for patients with PAD not to be aware of
advanced therapy options that can be provid-
ed to their patients. It is our responsibility as
vascular specialists to reach out and inform our
colleagues of all the current options available.

The vascular specialists in our practice meet
with other specialists during grand rounds,
lunch periods, and after-hours dinners to pro-
vide PAD diagnosis information and build -

treatment awareness. By welcoming discussion e

with other health care providers and making
ourselves available, we have experienced an
increased source of referrals.

We have developed a referral form that is

simple for the referring office to complete and —

provides the basic information necessary to
triage the patient appropriately (see Peripheral
Vascular Order Form sidebar). We also partici-
pate in a local Save a Leg, Save a Life chapter,

which allows us access to PAD educational e yr——r
information and opportunities to contribute to o

awareness.

Wound care clinics are very important in the S o

identification of these patients and are also
instrumental in the follow-up as well. Close
relationships with your wound care specialists
are of paramount importance in achieving
optimal patient outcomes in wound healing
after revascularization.

Increasing Community Awareness,
Identifying PAD Patients

Community outreach programs are also an
important component in establishing a wide
referral base. Physicians can partner with hospi-

tals and initiate media campaigns that raise awareness of the
disease (Figure 1). Making vascular specialists available and
accessible plays a major role in increasing patient referrals.
Organizing free screening campaigns can help raise aware-
ness and identify patients with PAD. At our institution, we
organize free community PAD screening events and typical-
ly identify 10% to 15% of the screened patients as undiag-
nosed with PAD. We utilize local media, our Web site, and
local health fairs to publicize these events. We hold them on
Saturdays so as not to disrupt routine office flow. We staff
these events with volunteers from the practice and hospital
setting. Community members who attend receive ABI test-
ing and the ability to speak with a podiatrist and/or vascular
specialist after their testing. Education regarding PAD diag-
nosis, prevention, and treatment is provided to the atten-
dees. Results of the testing are provided to the patient’s pri-
mary care provider. We make adjustments with each event
to streamline an efficient flow. This results in a very positive

PERIPHERAL VASCULAR ORDER FORM

-+ MetroHeart
& Vascular memesssmemen

Peripharal Vasculor Order Form

Capoingit
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experience for the attendees and the volunteers. A positive
patient experience is the best and most affordable form of
advertisement.

We also arrange local community seminars to provide
educational talks given by physicians, geared toward the
layperson. Community members can attend and ask vascu-
lar specialists general questions regarding PAD. These infor-
mal sessions provide an atmosphere where the vascular spe-
cialist is in a nonclinical area. Our experience is that patients
feel very comfortable in these small groups and ask many
questions. Logic tells us that they leave these sessions and
speak to their friends and relatives about PAD.

Take advantage of opportunities to speak with the media
about PAD and CLI. PAD Awareness Month (September) is
a great time to do this. Another opportune time to speak to
the media is after national human-interest stories emerge
regarding well-known individuals with PAD or amputation
due to CLI.

We work closely with our Community Service Liaison and
local hospital foundation to promote awareness and
fundraising geared toward patient awareness and education.
A recent 5K event devoted to our Amputation Prevention
Program was very successful and reached a wide audience.

GORE® EXCLUDER® AAA Endoprosthesis

INDICATIONS FORUSE: Trunk-IpsilateralLegEndoprosthesis
and Contralateral Leg Endoprosthesis Components. The
GORE® EXCLUDER® AAA Endoprosthesis is intended to
exclude the aneurysm from the blood circulation in patients
diagnosed with infrarenal abdominal aortic aneurysm (AAA)
disease and who have appropriate anatomy as described
below: Adequate iliac / femoral access; Infrarenal aortic
neck treatment diameter range of 19 — 29 mm and a
minimum aortic neck length of 15 mm; Proximal aortic neck
angulation < 60°; lliac artery treatment diameter range
of 8 — 18.5 mm and iliac distal vessel seal zone length of
at least 10 mm. Aortic Extender Endoprosthesis and Iliac
Extender Endoprosthesis Components. The Aortic and Iliac
Extender Endoprostheses are intended to be used after
deployment of the GORE® EXCLUDER® AAA Endoprosthesis.
These extensions are intended to be used when additional
length and / or sealing for aneurysmal exclusion is
desired. CONTRAINDICATIONS: The GORE® EXCLUDER®
AAA Endoprosthesis is contraindicated in patients with
known sensitivities or allergies to the device materials and
patients with a systemic infection who may be at increased
risk of endovascular graft infection. Refer to Instructions for
Use at goremedical.com for a complete description of all
warnings, precautions and adverse events. Kony

g

Creative Technologies
Woridwide

Products listed may not be available in all markets.
GORE®, EXCLUDER®, and designs are trademarks of W. L. Gore & Associates.
©2010 W. L. Gore & Associates, Inc. AP0830-EN1 DECEMBER 2010

Is leg pain
cramping
your
lifestyle?

If so, you could have

Peripheral Disease (PAD)

Figure 1. Example of an advertisement created with our insti-
tution to raise patient awareness of PAD.

SUMMARY

All of the described techniques have been met with a
great deal of success in our institution. By implementing the
different strategies, we were able to streamline our patient
referrals, screening, and treatment. Using streamlined sys-
tems to identify, treat, and follow-up with our PAD patients,
we were able to increase our PAD volume tremendously.
Based on our own referral numbers, our patient population
has grown steadily to more than fourfold since 2008.
Through our program, many patients have been diagnosed
and treated early, thereby avoiding amputation. These
patients, who otherwise might have faced amputation
down the road, are now walking their daughters down the
aisle and chasing their grandchildren around the yard. m
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