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Abstract

Background: Pathologic studies have shown that in patients with critical limb threatening ischaemia (CLTI) medial
arterial calcifications are frequently found and may be responsible for aggravating the disease. These extensive
calcifitcations are found not only in arteries of the leg but also in the coronary arteries and the aorta. The progression
of these calcifications is fast and they stiffen the vessel wall and may thus increase the cardiovascular risk.
Reduction of progression of calcification may not only reduce the burden of CLTI but may also reduce the high
residual cardiovascular risk. Medial calcifications have been halted by etidronate in other trials. Its potential to reduce
the burden from peripheral vascular disease in CLTI and residual cardiovascular risk remains to be established.

Methods: This is an investigator-initiated multicenter, double blind, placebo-controlled, randomized trial comparing
the effects of etidronate versus placebo in patients with CLTI.
Subjects will be randomized to either treatment with etidronate for 12months (cyclical 20mg/kg for 2 weeks on and
10 weeks off) orally or placebo for 12months (in a similar routine).
The primary endpoint is the change in arterial calcification as quantified by CT-scan.
Secondary endpoints are the number of amputations above and below the ankle, mortality, number of vascular
interventions and quality of life.

Discussion: Up to now, the inert end stage of vascular disease in patients with CLTI, has been considered calcification
of vessel walls. We believe there is reason to reverse causation and hypothesize that calcification causes vascular
disease. This reversal can be proven in a clinical trial if halting the calcification process improves the outcome of the
patient. Therefore we use etidronate, a bisphosphate that has proven to stop the calcification in several rare
monogenetic calcifying diseases. We aim to perform this mechanistic proof-of-concept study hopefully leading to a
clinical outcome study later on.
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Background
CLTI is the most severe type of peripheral vascular dis-
ease. Patients with CLTI have pain at rest and skin
wounds in the leg(s). In addition, the cardiovascular
mortality is high. A recent systematic review and meta-
analysis on the outcome of conservative treatment of
CLTI patients showed that within 1 year of diagnosis
18% of the patients died and 27% underwent amputa-
tion. The one year amputation free survival rate was 60%
(Spreen et al. 2016; Van Reijen et al. 2021). In addition,
the PADI-trial reported a 10-year survival of only ±20%
(Konijn et al. 2020b).
With an estimated yearly incidence of 500–1000 new

cases per million individuals in Western society, CLTI
poses a considerable burden on patients’ health and re-
sources (Teraa et al. 2016).
Several histopathologic studies of amputated legs of

CLTI patients have shown that calcification of the media
is present in up to 72% of patients and that the classical
atherosclerotic disease is less pronounced (O’Neill et al.
2015; Soor et al. 2008) In a group of 54 CLTI patients,
we reported that virtually all had severely calcified per-
ipheral vessels, coronary arteries and a severely calcified
aorta. The median coronary artery calcium score was
1485 and in 19 of 45 (35%) patients, it was above 2000.
The thoracic and the abdominal aorta where completely
annular calcified in 37%, 31% of cases respectively.
Although treatment of CLTI has improved, there still is

a high cardiovascular mortality. Current treatment strat-
egies target on luminal thrombosis and cholesterol-driven
atherosclerosis, a process mainly located in the intima.
However, a process which co-occurs with atherosclerosis,
arterial calcification, may independently lead to vascular
disease. Arterial calcifications, especially when located in
the media, are a cause of vascular stiffening and an inde-
pendent cause of vascular disease (Konijn et al. 2021;
Konijn et al. 2020a; Lanzer et al. 2014; Teraa et al. 2016) A
meta-analysis showed that calcification in any vascular
bed is associated with a three to fourfold increased risk for
cardiovascular events and mortality (Rennenberg et al.
2009).
We postulate that medial arterial calcification can ag-

gravate CLTI and at the same time can be present in
other vascular territories causing acute coronary syn-
drome or stroke. Halting the progression of these calcifi-
cations may improve the outcome of the patients.
The strongest inhibitor of vascular calcification in the

body is inorganic pyrophosphate (PPi) (Evrard et al.
2015; Fleisch et al. 1965). Etidronate, the oldest bispho-
sphate is a stable PPi analogue, which has been used for
the treatment of osteoporosis. It stops the vascular calci-
fication in several rare monogenetic calcifying diseases
and was effective in several RCT’s (Bartstra et al. 2020;
Kawahara et al. 2013; Kranenburg et al. 2018; Oliveira

and Oliveira 2016) A meta-analysis showed that the risk
of cardiovascular mortality in patients treated with
bisphosphonates decreased with 19% (RR 0.81; 95% CI
0.64–1.02) and that the risk of all-cause mortality de-
creased with 10% (RR 0.90; 95% CI 0.84–0.98) (Kranen-
burg et al. 2016).
Although there is evidence that etidronate is effective

in improving proxy endpoints, both mechanistic studies
and studies with clinically relevant endpoints are lacking
in CLTI.

Methods/design
This is an investigator-initiated double blind, placebo-
controlled, randomized clinical trial comparing the ef-
fects of etidronate (n = 40) versus placebo (n = 40), tak-
ing a 25% dropout in to account, in patients with CLTI.
Our objective is to quantify the effects of etidronate

on CT measured arterial calcification in patients with
CLTI.

Study population
Seventy-six patients with CLTI, stable for 2 weeks, will
be recruited. After the screening for eligibility and ex-
planation of the potential benefits and risks, the partici-
pants will sign the informed consent.

Inclusion criteria

– ≥55 years old and stable CLTI for at least two weeks
– CLTI is defined as Fontaine stage 3 (rest pain and

pain at night) or 4 (tissue loss)

Exclusion criteria

– eGFR < 30ml/min/1.73 m2
– Osteomalacy
– abnormality of the esophagus interfering with the

passage of the drug
– Use of bisphosphonates during the last 5 years

Intervention and comparator
Subjects will be randomized to either treatment with eti-
dronate orally for 12 months (cyclical 20 mg/kg for 2
weeks on and 10 weeks off) or placebo for 12 months (in
a similar cyclical routine).

Outcome parameters
Primary outcome: changes in arterial calcification in a
total vascular score as quantified by CT-scan at base-
line,6 months and at 1 year. Calcification will be quanti-
fied in the intracranial and extracranial carotid arteries,
coronary arteries, thoracic and abdominal aorta and iliac,
femoral and crural arteries. CT calcium volume will be
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quantified using dedicated applying a threshold of 130
Hounsfield Units for calcium.
Secondary outcomes: numbers of amputations above

and below the ankle, mortality, number of vascular inter-
ventions, quality of life as measured with the short form
36 (SF-36) health survey, serum calcium and phosphate
and inorganic pyrophosphate.

Sample size calculation and data analysis
We used data from the observational cohort study DIA-
CART with type 2 diabetes patients with peripheral vas-
cular disease, at least a history of cardiac disease, aged >
55 (Bourron et al. 2020). This cohort resembles our
CLTI patient group as shown in the pooled data from
our JUVENTAS and PADI studies in witch there were
281 CLTI patients included of whom 49.1% had diabetes
type 2, 39% coronary disease, 22% TIA or stroke, 18%
impaired renal function. At baseline the calcification
score was median (IQR) 527 (55–2253) and at 31
months follow-up 1355 (167–4235) which amounts to
44% progression per year. The TEMP-study showed us
(RCT etidronate/placebo in PXE patients) that etidro-
nate completely halted the progression of calcification in
all the main vascular beds. To be prudent we aim to find
a difference between placebo and etidronate group after
1 year of 22%. Alfa 0.05%; Power 80%; Dropout rate 30%.
Per arm 40 patients, total 80 will be included, taken into
account a drop out of 25%.
Descriptive data will be presented as categorical (n, %)

or continuous (mean ± standard deviation or median and
interquartile range when appropriate).
Differences in change in CT calcification mass will be

analyzed using unpaired Student’s t-tests or Mann-
Whitney-U tests when appropriate.
Differences in change in secondary outcomes will be

evaluated in similar manners.

Discussion
Up to now, calcification of vessels in patients with CLTI
has been considered the inert endpoint of vascular dis-
ease. This belief is based on cross-sectional studies that
show extensive calcification in CLTI patients. Yet this
type of study cannot differentiate between cause and
effect.
So far, research has shown that calcification of the

media is an active metabolic process independent of ath-
erosclerosis. This calcification has shown to prevent re-
modeling and collateral formation in the cerebral
circulation (Luijten et al. 2021) Thus, we believe there
are reasons to reverse the present paradigm from ‘vascu-
lar disease causes calcification’ into ‘calcification cause
vascular disease’. This can be proven in a clinical trial if
stopping the calcification process improves the clinical
outcome.

Etidronate halts the last step of the calcification
process. It stops and even reverses the calcification
process in nearly all vascular territories (Bartstra et al.
2020) and it decreases aortic stiffness (Kawahara et al.
2013) It also has an excellent risk profile. Yet whether
this drug halts calcifications in CLTI is unknown and it
is essential to plan a subsequent clinical study to show
that etidronate is effective in clinical relevant endpoints.
The current trial focuses on mechanistic, so-called

intermediate endpoints, but our main interest is to gain
health benefit. Therefore, we already include secondary
endpoints such as mortality, cardiovascular intervention
of any type, amputation and quality of life. All partici-
pants will be followed during and after the trial for the
occurrence of these endpoints. We hope to get our
‘mechanistic’ answer quickly and eventually will be able
(after longer follow-up without treatment) to evaluate ef-
fects on endpoints that are most relevant for patients.
This will provide us with the effect size of the treatment
with etidronate in the CLTI group. To truly investigate
an actual effect on clinical endpoints a phase 3 trial is
needed with substantially larger numbers of participants
and longer follow-up. The current proof-of-principle
trial is the first step to assess efficacy and safety of eti-
dronate in patients with CLTI.
This study may provide evidence that vascular calcifi-

cation can be stopped with etidronate and may indicate
that this could result in improved clinical outcome in
CLTI and cardiovascular disease.
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