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The outcomes in patients with 
critical limb ischaemia, tbe most 
severe end of the spectrum of PAD 
are significantly worse. Patients with 
critical limb ischaemia have a 
mortality rate of20% in the first year 
after presentation. Figure 2 
summarises the results of several 
s~ldi~s on n~ortality rates in patients 
with mtenmttent claudication and 
critical ischaemia compared to 
~ealthy controls . The striking point 
IS that the 5 year mortality in patients 
with critical limb ischaemia is over 
50%, ~orse than breast, colorectal 
or utenne cancer and similar to 
mortality from ovarian cancer (based 
on mortahty data from the National 
Cancer Registry 2005). 

Control risk factors and 
save lives 

Controlling risk factors significantly 
reduce.s t~e high rate of morbidity and 
mOltabty ill PAD. Current international 
guidelines2.6 recommend that all 
peripheral atterial disease patients 
should: 

• Be prescr!bed an antiplatelet drug; 
:'se prescnbed a statin (unless their 

total serum cholesterol is below 
3) mmo lIL); 

• St.op sm0k!ng and be given help 
with smokmg cessation (nicotine 
replacement treatment, bupropion, 
adVice) ; 

• Have their blood pressure 
controlled to less than 
140/90mmHg or in diabetics or 
patients with renal insufficiency to 
less than 130/80mmHg; 

• Have their blood glucose strictly 
controlled to achieve an HbAlc as 
close to 6% as possible if diabetic. 

. Th.e use of antiplatelet drugs 
significantly reduces non-fatal myocardial 
infarction, non-fatal stroke and vascular 
death by a staggering 20%. 7 Based on 
estimates of prevalence of PAD in Malta 
prescribing antiplatelet drugs to all PAD 
patients would prevent between 253 and 
456 vascular events (non-fatal Ml non
fatal stroke and vascular death) each year. 
The first line treatment should be 75mg 
Asplfln because of its low cost. The 
CAPRTR study however showed that 
75mg clopidogrel daily is significantly 
more effective than aspirin at reducing 
myocardial infarction, stroke and death 
(relative risk reduction 24% compared 
to aspirin).8 In those who have 
contraindications to use of aspirin, 
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Figu.re 2:.Survival rate/or controls, IC (Intermittent claudication) and CLf 
(crztlcalltmb ischaemia) 
(Source: Norgren L, Hyatt WR, Dormandy lA et al. Intersociety consensus on 
the management of perzpheral arterial disease) 

clopidogrel is clearly an even more 
etlective if somewhat more expensive 
treatment. 

The Heart Protection Study showed 
that even patients with 'normal ' 
cholesterol levels had a marked benefit 
fi'om statin use.9 Indeed the use of statins 
is associated with a 12% relative risk 
reduct!on !n overall mortality, 17% 
reduct~on III vascular mOltality, 24% 
reduction III coronary heart disease 
events, and a 27% reduction in all strokes 
over a five year period.7 Extrapolating 
these figur~s to our local population, the 
use of statlllS would prevent between 
281 and 506 deaths every five years . 
FUlthennore it would prevent between 
313 and 562 cardiovascular events in 
that same period, besides cutting the 
number of strokes and the nwnber of 
patients reguif!ng coronary or peripheral 
revasculansatlOn. Considering all of 
this and the documented cost
effectiveness of these treatments it seems 
rather.short-sighted to decline this group 
of patIents free drug treatment, as is the 
case ?UlTently .. Unfortunately despite 
the hl.gh mo,:bldlo/ and mortality 
aSSOCIated With this condition peripheral 
arterial disease does not fea~re on the 
"Schedule V" list of conditions and these 
patients are therefore not entitled to free 
medicines. In view of the cost of statins 

many ofthese patients call11ot afford to 
purchase them. 

How well are we doing at 
controlling risk factors? 

We recently presented the data from an 
aUd.it on risk factor management in 
penpberal arterial disease carried out at 
St Luke's Hospital. 10 Of all patients with 
PAf referred to a vascular surgeon, only 
4310 were on an antiplatelet drug, only 
17% ~ere on a statin and only 10% had 
been given any help with smoking 
cessation .. This compares velY poorly 
With a similar audit carried out in Scotland 
where 72% of patients were on 
antiplatelet treatment, 85% were on a 
statin.and 85%.had been given help with 
smoking cessahon.11 The major difference 
between these two countries is that all 
statins and antiplatelet drugs (including 
clopidogrel) are dispensed free of charge 
to Scottish patients and general 
practitIOners are rewarded fmancially for 
achieving set targets. 

The way forward 
The prevalence of peripheral arterial 

disease will inevitably increase as 
the populatlO~ grows older. It is high 
time that penpheral arterial disease 
sheds its ' CinderelIa' status. 

continues on page 24 



Peripheral arterial disease 
a tt:~rrible misnomer 
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As clinicians we need to recognise the fact that this is a 
'killer' disease but more importantly that we can do 
something about it. Due pressure needs to be applied to 
the relevant health authorities to ensure that this group of 
patients are treated in the same way as patients with coronary 
heart disease with whom they share Cl common pathology, 
atherosclerosis, and equally high risks. Peripheral arterial 
disease patients deserve to be provided with the treatment 
required to reduce mortality and morbidity. Unless we act, 
we will continue to witness significant numbers of 
unnecessary and preventable deathsJ~J 
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