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ecent publications have quantified the harm that critical
limb ischemia (CLI) poses to the general population.
The CLI Global Society has found more incident cases
of death over 5 years after a CLI diagnosis than any
type of cancer other than lung cancer,’ and a recent study by
Armstrong et al showed that the 5-year mortality for patients
with diabetic foot complications was comparable to cancer.?
Despite posing a major threat to public health, treatment for
CLI varies widely. Each year, approximately 150,000 amputations
are attributed to CLI in the United States>* This is in part due
to primary amputation still being considered a first-line therapy
at some institutions,">? with studies finding that most patients
who had undergone primary amputation did not receive either
diagnostic angiography or revascularization attempts before
amputation®’
Although work is still needed to control CLI, physicians
are better prepared than ever to fight CLI with new imaging
equipment, low-profile tools, and techniques to tackle
complex CLI cases.

NEEDS OF A CLI CENTER

The country is seeing an interest in the development of CLI
centers with a focus on the complex multilevel, multivessel
needs of the CLI patient. These complex cases require high-
caliber imaging for fluoroscopy, intravascular ultrasound, and
extravascular ultrasound.

An adequate selective digital subtraction angiogram is critical
to map out a treatment strategy. However, it should be married
with ultrasound to get the complete assessment necessary to
adequately plan access, crossing, treatment, and closure.

Vascular sonography provides detailed real-time imaging
of arterial and venous anatomy and surrounding structures.
This provides significant benefits when incorporated
into interventional procedures of the peripheral vascular
systems, including increased safety, improved outcomes, and
decreased radiation times for both patients and staff. Vascular
sonographers are uniquely qualified to assist in this role, as
they undergo extensive training to recognize vascular anatomy
and pathology when performing diagnostic ultrasounds.
Real-time imaging with ultrasound can do more than just
increase patient safety; it can also improve patient outcomes.
Fluoroscopy has long been utilized during interventions
and is an invaluable tool. The use of ultrasound will never
replace fluoroscopy; however, it can be another beneficial
tool, working in tandem with fluoroscopy to improve patient

outcomes. Real-time imaging of catheters and wires by

an interventional sonographer can quickly and accurately
identify when a wire is outside the vessel or engaged within

a lesion. This gives the operator confidence when crossing
difficult pathology, which has two significant benefits: limiting
potential complications in the form of vessel perforation and
increased speed in crossing lesions. This translates to safer,
shorter procedures. Ultrasound use can also minimize the use
of ionizing radiation in the form of fluoroscopy. This benefits
not only the patient but all staff present.

Additionally, a broad spectrum of tools and devices must be
available to the CLI operator. A wide variety of wires, catheters,
balloons, drug-eluting technology, scaffolds, and atherectomy
devices are a must to treat complex CLI arterial anatomy,
which is fraught with chronic total occlusions that are dense,
collagenous, and have varying degrees of calcification.

Finally, let’s not forget experience and techniques. Having
the right tools in your toolbox is only half the solution for
success. The other half is having highly experienced operators
and well-trained staff. An investment in the education and
training of staff is necessary to ensure successful outcomes
for your patients. ®
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