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Lifestyle interventions are a key
component of management as they are
in any cardiovascular disease. Patients
should be given advice on:
•Smoking cessation
•Diet, weight management and
exercise

NICE recommends that a supervised
exercise programme is offered to all
patients with intermittent claudication. It
should include two hours of supervised
exercise a week for a three-month
period; patients should be encouraged
to exercise to the point of maximal pain. 

Vasoactive drugs such as naftidrofuryl
oxalate should be considered for
symptom control in intermittent
claudication when supervised exercise
has not led to a satisfactory
improvement and the patient prefers
not to be referred for revascularisation.
Treatment should start with the least
costly preparation. Response should be
reviewed at three to six months and the
drug stopped if there has been no
improvement in symptom control. 

REFERRAL 
Patients with severe and inadequately
controlled symptoms should be referred
to secondary care services with a view
to further imaging to assess the
appropriateness of revascularisation
either by endovascular treatment
(angioplasty or stenting) or bypass
surgery.

In patients where revascularisation is
not considered a viable option, specialist
pain management services should be
considered and/or limb amputation.

NICE recommends that contrast-
enhanced magnetic resonance
angiography (MRA) should be available
to patients who need further imaging
after duplex ultrasound before
revascularisation is considered. 
CT angiography should be used if
contrast-enhanced MRA is
contraindicated or not tolerated.

Furthermore, the guidance
recommends that all patients with
critical limb ischaemia should be
assessed by a vascular multidisciplinary
team before treatment decisions are
made and in particular before
revascularisation is abandoned and
amputation considered.

NICE makes very specific
recommendations for revascularisation
(see box 2, left) and pain interventions,
see below.

PAIN CONTROL
Patients with critical limb ischaemic pain
should be offered paracetamol, and
either weak or strong opioids,

EXAMINATION AND
ASSESSMENT 
A focused history should identify the
presence and severity of intermittent
claudication and any critical limb
ischaemia. The history should also look
to exclude other potential causes of
lower limb pain such as lumbar spine
degeneration and spinal stenosis. 

A subsequent examination should
concentrate on the palpation of lower
limb arterial pulses i.e. femoral, popliteal,
dorsalis pedis and posterior tibial. It is
important to look for signs of critical
ischaemia such as ulceration.

The key primary care investigation in
patients with suspected peripheral
arterial disease is measurement of the
ankle brachial pressure index (ABPI). 

This task is often delegated to the
practice nurse and as such GPs should
be confident that their nursing teams
are following the standardised method
of measurement recommended by the
NICE guidance, see box 1, below. 

Peripheral arterial disease is likely if
the ABPI  is < 0.95; rest pain likely if < 0.5
and ulceration and gangrene if < 0.2.
However, the ABPI can be falsely
elevated if the arteries are calcified; 
a value > 1.3 is suggestive of this and
depending on the clinical picture may

Box 1

Measuring ankle brachial pressure index1

•The patient should be resting and supine if possible 
• Record systolic blood pressure with an appropriately sized cuff* in both arms
and in the posterior tibial, dorsalis pedis and, where possible, peroneal arteries
•Take the measurements manually using a Doppler probe of suitable frequency 
in preference to an automated system
•Document the nature of the Doppler ultrasound signals in the foot arteries
•Calculate the index in each leg by dividing the highest ankle pressure by the
highest arm pressure

*The cuff bladder width should be equal to 40% of the limb circumference

Box 2

Summary of NICE recommendations on revascularisation
•Angioplasty should be offered only when:

- advice on the benefits of modifying risk factors has been reinforced and
- a supervised exercise programme has not led to a satisfactory improvement in

symptoms and 
- imaging has confirmed that angioplasty is suitable

•Primary stent placement should be offered to patients with intermittent
claudication caused by complete aortoiliac occlusion (rather than stenosis) but
not to patients with femoropopliteal disease. Bare metal stents should be used 
•Bypass surgery should only be offered to patients with severe lifestyle-limiting
intermittent claudication when angioplasty has been unsuccessful or is unsuitable
and imaging has confirmed that it is appropriate. An autologous vein should be
used, whenever possible, for patients having infrainguinal bypass surgery 
•Comorbidities, disease pattern, availability of a vein, and patient preference
should be taken into consideration

be as indicative of significant peripheral
arterial disease as a low ABPI.

MANAGEMENT
NICE recommends that patients with
mild symptoms can be managed in
primary care with referral to secondary
care in cases where symptoms do not
resolve or deteriorate. 

The prevention, diagnosis and
management of high blood pressure
and diabetes are vital.

Pharmacological therapy should
always include an antiplatelet agent 
and statin. 

‘The key primary
care investigation
in suspected
peripheral
arterial disease is
measurement of
the ankle brachial
pressure index’




