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Abstract: This paper aimed to study the agreement and repeatability, both intra- and interobserver,
of infrapopliteal lesion assessment with magnetic resonance angiography (MRA), using the
TransAtlantic Inter-Society Consensus (TASC) II criteria, with perioperative digital subtraction
angiography (DSA) as a reference. Sixty-eight patients with an MRA preceding an endovascular
infrapopliteal revascularization were included. Preoperative MRAs and perioperative DSAs were
evaluated in random order by three independent observers using the TASC II classification. The results
were analyzed using visual grading characteristics (VGC) analysis and Krippendorff’sα. No systematic
difference was found between modalities: area under the VGC curve (AUCVGC) = 0.48 (p = 0.58)
or intraobserver; AUCVGC for Observer 1 and 2 respectively, 0.49 (p = 0.85) and 0.53 (p = 0.52) for
MRA compared with 0.54 (p = 0.30) and 0.49 (p = 0.81) for DSA. Interobserver differences were seen:
AUCVGC of 0.63 (p < 0.01) for DSA and 0.80 (p < 0.01) for MRA. These results were confirmed using
Krippendorff’s α for the three observers showing 0.13 (95% confidence interval (CI) −0.07–0.31) for
MRA and 0.39 (95% CI 0.23–0.53) for DSA. Poor interobserver agreement was also found in the choice
of a target vessel on preoperative MRA: Krippendorff’s α = 0.19 (95% CI 0.01-0.36). In conclusion,
infrapopliteal lesions can be reliably determined on preoperative MRA, but interobserver variability
regarding the choice of a target vessel is a major concern that appears to affect the overall TASC II grade.

Diagnostics 2020, 10, 892; doi:10.3390/diagnostics10110892 www.mdpi.com/journal/diagnostics

http://www.mdpi.com/journal/diagnostics
http://www.mdpi.com
https://orcid.org/0000-0001-9177-7322
https://orcid.org/0000-0002-2670-2268
http://dx.doi.org/10.3390/diagnostics10110892
http://www.mdpi.com/journal/diagnostics
https://www.mdpi.com/2075-4418/10/11/892?type=check_update&version=2


Diagnostics 2020, 10, 892 2 of 9

Keywords: magnetic resonance angiography; MRA; digital subtraction angiography; TASC II; GLASS;
chronic limb-threatening ischemia; angiography

1. Introduction

The prevalence of lower extremity artery disease (LEAD) is increasing worldwide [1,2].
LEAD patients run a high risk of major cardiovascular and lower-limb events, which have a
substantial effect on the long-term prognosis and healthcare costs [3]. A subset of patients with more
severe symptoms—chronic limb-threatening ischemia (CLTI)—are often eligible for revascularization
procedures. A large proportion of CLTI patients have infrapopliteal lesions.

In current practice, the indication for revascularization is based on symptoms and clinical findings,
while the revascularization strategy is based on non-invasive preoperative imaging techniques such
as magnetic resonance angiography (MRA), computed tomography angiography (CTA) and duplex
ultrasonography [4]. In many centers, CTA is the preferred modality for studying lower-limb vessels,
because of its non-invasiveness and accuracy but probably mainly due to its high availability [5]. MRA has
the advantage of no radiation exposure and also enables the visualization of peripheral arteries with
high accuracy [6,7]. Most clinical MRA protocols for the lower extremity are contrast-enhanced with
gadolinium-based contrast agents, even if time-of-flight and phase-contrast techniques have also been
described. Invasive digital subtraction angiography (DSA) is regarded as the reference method for vascular
diagnostic imaging. However, due to its invasiveness and high radiation exposure, DSA is usually only
performed during endovascular revascularizations and rarely as a stand-alone diagnostic procedure.

Lesions can be graded according to the TransAtlantic Inter-Society Consensus for the Management
of Peripheral Arterial Disease (TASC II) classification, which was introduced in 2007 [8]. The TASC II
classification is based on the characteristics of the lesions in terms of anatomic location, the presence
of occlusions or stenosis and the longitudinal extent, with the categorization of lesion severity as
type A, B, C or D. Several studies have compared different imaging modalities and confirmed the
good reproducibility for the aortoiliac and the femoropopliteal arterial segments [9,10]. However,
the original TASC II classification did not include the infrapopliteal arteries, which were included in a
revision of the classification in 2015 [11].

The aim of this study was to assess agreement and repeatability, both intra- and interobserver,
of infrapopliteal lesion assessment with MRA, using the infrapopliteal TASC II lesion criteria and with
perioperative DSA as a reference.

2. Materials and Methods

2.1. Overall Study Design

Preoperative MRA and perioperative DSA examinations were independently evaluated in
randomized order by three observers. The observers were blinded to all the clinical patient data.
The examinations were assessed according to the infrapopliteal TASC II classification [11].

2.2. Patients and Images

All patients aged 50 years and older who underwent an endovascular isolated infrapopliteal
revascularization for CLTI between 2008 and 2016 at our tertiary center were identified using the
national quality register for vascular surgery (Swedvasc) [12,13]. The age limit was set at 50 years to
reduce the risk of including patients with symptoms from causes other than CLTI. The definition of
CLTI was a diagnosis of chronic LEAD with ischemic resting pain, ischemic wounds and/or gangrene,
by definition, Rutherford 4–6 or Fontaine III or IV [14,15].

Preoperative MRA and DSA images were obtained from the picture archiving and communication
system. The contrast-enhanced MRA examinations were performed on 1.5 T magnetic resonance
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systems using standard clinical protocols. The majority of the examinations (52 of 68) were performed
on a whole-body Philips scanner (Achieva; Philips Healthcare, Best, The Netherlands) using a SENSE XL
coil between 2008–2014 and a dStream Posterior coil between 2015–2016. The clinical protocol consisted
of a three-station subtracted acquisition during the intravenous administration of a gadolinium-based
contrast agent (gadoterate meglumine, Dotarem®, Guerbet, Roissy CDG, France, or, in some of the
earlier examinations, gadobutrol, Gadovist®, Bayer Inc., Toronto, ON, Canada) with volumes of 12,
8 and 10 mL for the lower leg, thigh and pelvis respectively, using a 3D T1 weighted sequence and a
contrast flow rate of 1 mL/s. The parameters were TR/TE: 4.7 ms/1.5 ms; feet-head coverage: 450 mm;
acquired voxel size: 1.4 × 1.4 × 2 mm and reconstructed voxel size: 0.7 × 0.7 × 1 mm. A minority
of the examinations (16 of 68) were performed at local hospitals in our region. Ten examinations
were performed on a Siemens Symphony (Siemens Healthcare, Erlangen, Germany) and the rest on
a Philips Intera. Only static 3D maximum-intensity projections (MIP) and/or dynamic MIP series,
depending on the clinical protocol, were presented to the observers. All DSA studies comprised
imaging documentation captured during endovascular revascularization procedures.

2.3. Image Evaluation

A dedicated study manual, containing standardized image interpretation, was developed to
reduce the risk of misinterpretation. For the same reason, an initial consensus meeting was held in
which six patients, who were not included in the actual study, were analyzed and discussed.

The image evaluations were performed using ViewDEX, which is an in-house-developed image
viewer dedicated to research and optimization tasks in medical imaging [16–18]. The anonymized
images were displayed in a unique random order for each observer, on a high-resolution medical-grade
flat panel in a room with ambient low light. Four observers participated in the study. Observer 1 and 2
evaluated the full set of MRAs and DSAs twice each, starting with MRA. Observer 3 evaluated one set
of MRAs and Observer 4 evaluated one set of DSAs. As a result, each study was reviewed by three
observers for interobserver analysis and twice by two observers for intraobserver analysis. At least
one week elapsed between the evaluations of each imaging modality. The readers were interventional
radiologists or vascular surgeons with experience in interpreting vascular images ranging from five to
twenty-five years. Only patients in whom both the MRA and DSA were assessed as having sufficient
diagnostic quality for TASC II classification by both observers were included in the analysis. Examples
of the assessed images are presented in Figures 1 and 2.

2.4. Statistics

Visual grading characteristics (VGC) analysis [19,20] was used in the statistical evaluation of TASC
II classifications when comparing modalities, observers and repeat classifications by the same observer.
The analysis results in an area under the curve (AUCVGC) that describes the degree of separation between
two datasets. A random-reader analysis was employed for comparisons between modalities and for
level of confidence, while a fixed-reader analysis was used for inter- and intraobserver comparisons.

To estimate intra- and interobserver agreement, Krippendorff’s α was used [21]. Lower α values
correspond to weaker agreement, with greater differences between observers. An α value of 0
corresponds to pure chance, whereas an α value of 1 corresponds to perfect agreement. Cut-off levels
for acceptable Krippendorff’s α values depend on the type of agreement that is studied. Commonly,
a Krippendorff´s α value of ≥0.67 is regarded as an acceptable agreement. Values above 0.8 are thought
to show good agreement between observers.

The statistical software used was SPSS version 24 (IBM Corp., Armonk, NY, USA).

2.5. Ethics

Ethical approval was obtained from the ethics committee at the University of Gothenburg (entry
nos. 220-17 (26 April 2017) and T1060-17 (4 December 2017)). For this type of study, individual patient
consent was not required.
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Figure 1. A 68-year smoking patient with type-2 diabetes. He presented with ischemic wounds and 

gangrene dig 1. Images showing an occlusion in the anterior and posterior tibial artery and a short 

proximal occlusion in the fibular artery (FA). (A) Magnetic resonance angiography (MRA) and (B) 

digital subtraction angiography (DSA) before and (C) after revascularization. All four observers 

graded this as TASC B with FA as a target vessel. Sin: Sinister/left. TASC = TransAtlantic Inter-Society 

Consensus for the Management of Peripheral Arterial Disease. 

 

Figure 2. In this patient all three infrapopliteal vessels were affected and revascularized. Images 

showing short proximal occlusions in the anterior and posterior tibial artery and the fibular artery. 

Figure 1. A 68-year smoking patient with type-2 diabetes. He presented with ischemic wounds
and gangrene dig 1. Images showing an occlusion in the anterior and posterior tibial artery and a
short proximal occlusion in the fibular artery (FA). (A) Magnetic resonance angiography (MRA) and
(B) digital subtraction angiography (DSA) before and (C) after revascularization. All four observers
graded this as TASC B with FA as a target vessel. Sin: Sinister/left. TASC = TransAtlantic Inter-Society
Consensus for the Management of Peripheral Arterial Disease.
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Figure 2. In this patient all three infrapopliteal vessels were affected and revascularized. Images
showing short proximal occlusions in the anterior and posterior tibial artery and the fibular artery.
(A) Magnetic resonance angiography (MRA) and (B) digital subtraction angiography (DSA) before and
(C) after revascularization.
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3. Results

In all, 119 patients with infrapopliteal revascularization were identified. In 68, both preoperative
MRA and perioperative DSA images were available and were included in the analysis. A flow chart of
the cohort is presented in Figure 3.
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Figure 3. Flow chart showing the selection of the study cohort.

Descriptive statistics on the number of examinations with sufficient diagnostic quality and the
distribution of assessed TASC II classes are presented in Table 1.

Table 1. Distribution of TASC II classes according to modality and identity of observer.
TASC II = TransAtlantic Inter-Society Consensus for the Management of Peripheral Arterial Disease II;
MRA = magnetic resonance angiography; DSA = digital subtraction angiography.

Modality Examinations
Assessed

Good Diagnostic
Quality (%) Assessed TASC II Class, n (%)

Observer 1 MRA 68 62 (91.2) 0 (0.0) 5 (8.1) 11 (17.7) 36 (58.1) 10 (16.1)
Observer 2 MRA 68 52 (76.5) 1 (1.9) 16 (30.8) 25 (48.1) 10 (19.2) 0 (0.0)
Observer 3 MRA 68 64 (94.1) 0 (0.0) 15 (23.4) 25 (39.1) 23 (35.9) 1 (1.6)

Observer 1 DSA 68 62 (91.2) 0 (0.0) 11 (17.7) 14 (22.6) 30 (48.4) 7 (11.3)
Observer 2 DSA 68 62 (91.2) 0 (0.0) 14 (22.6) 28 (45.2) 16 (25.8) 4 (6.4)
Observer 4 DSA 68 65 (95.6) 1 (1.5) 18 (27.7) 32 (49.2) 13 (20.0) 1 (1.5)

3.1. Modality Comparison

In the VGC analysis for modality comparison, only patients in whom all three observers had
deemed the diagnostic image quality to be sufficient for TASC II classification of the lower leg were
included (n = 46). This resulted in a paired data analysis which revealed no statistically significant
difference between MRA and DSA in TASC II classifications (AUCVGC = 0.48, p-value 0.58).

3.2. Assessment of TransAtlantic Inter-Society Consensus for the Management of Peripheral Arterial Disease
(TASC) II

In VGC analysis for repeated classification (intraobserver comparison), no statistically significant
differences were found for either of the observers. The AUCVGC value for Observer 1 was 0.49 (p = 0.85)
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for MRA (n = 61) and 0.54 (p = 0.30) for DSA (n = 62). The corresponding AUCVGC values for Observer
2 were similar: 0.53 (p = 0.52) for MRA (n = 49) and 0.49 (p = 0.81) for DSA (n = 60).

The intraobserver agreement on the TASC grade assignment resulted in Krippendorff’s α values
of 0.15 (95% CI −0.30–0.55, n = 61) for MRA and 0.49 (95% CI 0.25–0.70, n = 61) for DSA for Observer
1. For Observer 2, the corresponding values were 0.58 (95% CI 0.34–0.78, n = 46) for MRA and 0.69
(95% CI 0.46–0.88, n = 60) for DSA.

Differences were found in the interobserver analysis between Observer 1 and Observer 2 with
AUCVGC values of 0.63 (p < 0.01) for DSA (n = 61) and 0.80 (p < 0.01) for MRA (n = 51). Similar results
were revealed when analyzing interobserver agreement within modalities using Krippendorff’s α.
Interobserver α values for the three observers gave 0.13 (95% CI −0.07–0.31) for MRA and 0.39 (95% CI
0.23–0.53) for DSA (Table 2).

Table 2. Krippendorff’s alpha (95% CI) for interobserver agreement on assessed infrapopliteal TASC grade.

Infrapopliteal TASC n α (95% CI)

MRA Observer 1, Observer 2 and Observer 3 51 0.13 (−0.07–0.31)
MRA Observer 1 and Observer 2 51 −0.16 (−0.56–0.2)
MRA Observer 1 and Observer 3 62 0.08 (−0.26–0.40)
MRA Observer 2 and Observer 3 51 0.25 (−0.04–0.52)

DSA Observer 1, Observer 2 and Observer 4 61 0.39 (0.23–0.53)
DSA Observer 1 and Observer 2 61 0.43 (0.18–0.64)
DSA Observer 1 and Observer 4 62 0.25 (−0.02–0.49)
DSA Observer 2 and Observer 4 62 0.45 (0.11–0.72)

3.3. Selection of Target Vessel

The intraobserver agreement on choosing the target vessel was fair with Krippendorff’s α values
of 0.57 (95% CI 0.35–0.0.76, n = 61) for MRA and 0.57 (95% CI 0.35–0.77, n = 61) for DSA for Observer
1. For Observer 2, the corresponding values were 0.53 (95% CI 0.25–0.77, n = 46) for MRA and 0.60
(95% CI 0.34–0.82, n = 60) for DSA.

In contrast, the interobserver agreement regarding the selection of a target vessel was poor (Table 3).
For MRA (n = 51) and DSA (n = 61) agreement between the three observers gave a Krippendorff’s α
value of 0.19 (95% CI 0.01–0.36) for MRA and 0.41 (95% CI 0.24–0.56) for DSA. The target vessel, being
revascularized peri-operative according to medical charts, was distributed as: tibiofibular trunk n = 17
(25%), anterior tibial artery n = 19 (27.9%), posterior tibial artery n = 11 (16.2%) and fibular artery n = 16
(23.5%). In five cases (7.4%) the operators were not able to perform a revascularization procedure.
The agreement between the choice of target vessel on preoperative MRA and the target vessel that
was eventually revascularized was also poor, with Krippendorff’s α values of −0.02, 0.14 and 0.39
for the individual observers. In 20 of the 68 cases (29.4%), more than one infrapopliteal vessel was
eventually revascularized.

Table 3. Krippendorff’s alpha (95% CI) interobserver agreement on the target vessel assessed for MRA
and versus actually revascularized vessel.

Target Vessel n α (95% CI)

MRA Observer 1, Observer 2 and Observer 3 51 0.19 (0.01–0.36)
MRA Observer 1 and Observer 2 51 0.12 (−0.13–0.35)
MRA Observer 1 and Observer 3 62 0.26 (−0.00–0.50)
MRA Observer 2 and Observer 3 51 0.13 (−0.22–0.46)

MRA Observer 1—revascularized vessel DSA 57 −0.02 (−0.33–0.26)
MRA Observer 2—revascularized vessel DSA 49 0.39 (0.06–0.67)
MRA Observer 3—revascularized vessel DSA 59 0.14 (−0.20–0.44)
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4. Discussion

There are two main findings in this study. First, no difference in infrapopliteal TASC II classification
was found between modalities when the assessment was based on MRA rather than DSA; Second,
the interobserver agreement on infrapopliteal TASC II assessment was poor, which might be explained
by the poor consensus on choosing the target vessel.

Previous research has shown that MRA gives a correct assessment of arterial infrapopliteal lesions
compared with the reference method, DSA [6,7]. The diagnostic properties that were previously
compared have been restricted to lesion detection, image quality and signal-to-noise ratio. However,
MRA and DSA have not been compared in terms of clinically oriented and internationally established
grading systems. The TASC II classification is based on lesion characteristics of importance for the
outcome of vascular intervention. Whether the assessment of infrapopliteal TASC II can be accurately
made with MRA as compared to DSA has not previously been studied. This study adds important
knowledge to this field, since a grading system would not be particularly useful if the assessments
between routinely used imaging modalities were inconsistent. In the present study, there were no
systematic differences regarding TASC II classification between the two modalities.

However, agreement on TASC II grade was poor between observers, with a numerical level of
agreement between observers approaching the likelihood of pure chance. The same poor agreement
was found in the selection of a target vessel for an intended revascularization procedure, which the
infrapopliteal TASC II classification requires. The low agreement that was observed applied to both
modalities. One probable explanation for the poor TASC II agreement might be the requirement
to choose a target vessel. This possibly introduces several limitations to clinical and scientific use.
Firstly, different observers and operators may choose different target vessels. Secondly, particularly
in endovascular procedures, more than one target vessel may be revascularized. In some patients,
there is a potential benefit to be gained from revascularizing more than one vessel to achieve wound
healing [22]. This was also confirmed in our cohort, as nearly 30% of the performed revascularizations
targeted more than one vessel. Thirdly, the choice of a target vessel may also be influenced by the
choice of revascularization technique, open or endovascular, potentially hampering comparisons of
results between open and endovascular strategies.

In this study, we used the TASC II classification, as this was the main classification available
when the study was performed. In 2019, the new Global Anatomic Staging System (GLASS) score
was introduced after the image evaluation of this study was completed, and it was therefore not
included [23]. However, the GLASS score also requires that a single target vessel is selected for
infrapopliteal assessment and hence these results are likely applicable also to this new classification.

The limitations of this study include the retrospective design and the fact that only patients with
sufficient image quality for both modalities were included. The strengths include the use of consecutive
patients with CLTI from clinical routine healthcare, a structured reviewing process with the ViewDEX
software and the random-order image evaluation by blinded observers. Furthermore, we also analyzed
the variability of the reference method (DSA) and not only for the investigated index method (MRA).

Since MRA is one of the leading modalities in the preoperative assessment of peripheral vascular
lesions, these findings add new knowledge on how to accurately diagnose and predict outcomes in
these patients. Further studies need to be conducted to elucidate whether the poor agreement is due
to the choice of the target vessel or whether there are other explanations and ways of overcoming
these issues.

5. Conclusions

Infrapopliteal lesions can be reliably determined with preoperative MRA, but interobserver
variability regarding the choice of a target vessel is a major concern which appears to affect the overall
TASC II grade.



Diagnostics 2020, 10, 892 8 of 9

Author Contributions: Conceptualization, E.B.F., M.A., J.N., M.F. and Å.A.J.; methodology, E.B.F., A.S., M.A., J.N.,
M.F. and Å.A.J.; software, A.S.; validation, E.B.F., K.L., A.S., M.A., J.N., M.F. and Å.A.J.; formal analysis, E.B.F., K.L.
and A.S.; investigation, E.B.F., K.L., M.A. and M.F.; resources, M.F. and Å.A.J.; writing—original draft preparation,
E.B.F.; writing—review and editing, E.B.F., K.L., A.S., M.A., J.N., M.F. and Å.A.J. All authors have read and agreed
to the published version of the manuscript.

Funding: The work was supported by a grant from Västra Götaland Region (grant no. ALFGBG-218331 to MF).
EBF received a research grant from the Research Council, Diagnostics, Jönköping County, Sweden.

Conflicts of Interest: The authors declare no conflict of interest.

References

1. Sampson, U.K.; Fowkes, F.G.; McDermott, M.M.; Criqui, M.H.; Aboyans, V.; Norman, P.E.; Forouzanfar, M.H.;
Naghavi, M.; Song, Y.; Harrell, F.E., Jr.; et al. Global and regional burden of death and disability from
peripheral artery disease: 21 world regions, 1990 to 2010. Glob. Heart 2014, 9, 145–158.e121. [CrossRef]

2. Fowkes, F.G.; Rudan, D.; Rudan, I.; Aboyans, V.; Denenberg, J.O.; McDermott, M.M.; Norman, P.E.;
Sampson, U.K.; Williams, L.J.; Mensah, G.A.; et al. Comparison of global estimates of prevalence and risk
factors for peripheral artery disease in 2000 and 2010: A systematic review and analysis. Lancet (London
England) 2013, 382, 1329–1340. [CrossRef]

3. Baubeta Fridh, E.; Andersson, M.; Thuresson, M.; Sigvant, B.; Kragsterman, B.; Johansson, S.; Hasvold, P.;
Falkenberg, M.; Nordanstig, J. Amputation rates, mortality, and pre-operative comorbidities in patients
revascularised for intermittent claudication or critical limb ischaemia: A population based study.
Eur. J. Vasc. Endovasc. Surg. 2017, 54, 480–486. [CrossRef]

4. Farber, A. Chronic limb-threatening ischemia. N. Engl. J. Med. 2018, 379, 171–180. [CrossRef] [PubMed]
5. Cellina, M.; Gibelli, D.; Martinenghi, C.; Oliva, G.; Floridi, C. Ct angiography of lower extremities from

anatomy to traumatic and nontraumatic lesions: A pictorial review. Emerg. Radiol. 2020, 27, 441–450.
[CrossRef] [PubMed]

6. Diehm, N.; Kickuth, R.; Baumgartner, I.; Srivastav, S.K.; Gretener, S.; Husmann, M.J.; Jaccard, Y.; Do do, D.;
Triller, J.; Bonel, H.M. Magnetic resonance angiography in infrapopliteal arterial disease: Prospective
comparison of 1.5 and 3 tesla magnetic resonance imaging. Investig. Radiol. 2007, 42, 467–476. [CrossRef]
[PubMed]

7. Bonel, H.M.; Saar, B.; Hoppe, H.; Keo, H.H.; Husmann, M.; Nikolaou, K.; Ludwig, K.; Szucs-Farkas, Z.;
Srivastav, S.; Kickuth, R. Mr angiography of infrapopliteal arteries in patients with peripheral arterial
occlusive disease by using gadofosveset at 3.0 t: Diagnostic accuracy compared with selective dsa. Radiology
2009, 253, 879–890. [CrossRef]

8. Norgren, L.; Hiatt, W.R.; Dormandy, J.A.; Nehler, M.R.; Harris, K.A.; Fowkes, F.G.; Group, T.I.W. Inter-society
consensus for the management of peripheral arterial disease (tasc ii). J. Vasc. Surg. 2007, 45, S5–S67. [CrossRef]

9. Cina, A.; Di Stasi, C.; Semeraro, V.; Marano, R.; Savino, G.; Iezzi, R.; Bonomo, L. Comparison of ct and mr
angiography in evaluation of peripheral arterial disease before endovascular intervention. Acta Radiol. 2016,
57, 547–556. [CrossRef]

10. Wurz, C.; Davari, A.; Ackermann, H.; Vogl, T.J. Diagnostic performance of ce-mra in grading stenosis and
therapy planning with tasc ii classification. Vascular 2015, 23, 403–410. [CrossRef]

11. Jaff, M.R.; White, C.J.; Hiatt, W.R.; Fowkes, G.R.; Dormandy, J.; Razavi, M.; Reekers, J.; Norgren, L. An update
on methods for revascularization and expansion of the tasc lesion classification to include below-the-knee
arteries: A supplement to the inter-society consensus for the management of peripheral arterial disease (tasc
ii): The tasc steering comittee(.). Ann. Vasc. Dis. 2015, 8, 343–357.

12. Troeng, T.; Malmstedt, J.; Bjorck, M. External validation of the swedvasc registry: A first-time individual
cross-matching with the unique personal identity number. Eur. J. Vasc. Endovasc. Surg. 2008, 36, 705–712.
[CrossRef]

13. Swedvasc. The Swedish National Registry for Vascular Surgery. Available online: http://www.ucr.uu.se/

swedvasc (accessed on 11 January 2020).
14. Rutherford, R.B.; Baker, J.D.; Ernst, C.; Johnston, K.W.; Porter, J.M.; Ahn, S.; Jones, D.N. Recommended

standards for reports dealing with lower extremity ischemia: Revised version. J. Vasc. Surg. 1997, 26, 517–538.
[CrossRef]

http://dx.doi.org/10.1016/j.gheart.2013.12.008
http://dx.doi.org/10.1016/S0140-6736(13)61249-0
http://dx.doi.org/10.1016/j.ejvs.2017.07.005
http://dx.doi.org/10.1056/NEJMcp1709326
http://www.ncbi.nlm.nih.gov/pubmed/29996085
http://dx.doi.org/10.1007/s10140-020-01770-9
http://www.ncbi.nlm.nih.gov/pubmed/32221718
http://dx.doi.org/10.1097/01.rli.0000262581.52315.ef
http://www.ncbi.nlm.nih.gov/pubmed/17507820
http://dx.doi.org/10.1148/radiol.2533081627
http://dx.doi.org/10.1016/j.jvs.2006.12.037
http://dx.doi.org/10.1177/0284185115595657
http://dx.doi.org/10.1177/1708538114552094
http://dx.doi.org/10.1016/j.ejvs.2008.08.017
http://www.ucr.uu.se/swedvasc
http://www.ucr.uu.se/swedvasc
http://dx.doi.org/10.1016/S0741-5214(97)70045-4


Diagnostics 2020, 10, 892 9 of 9

15. Fontaine, R.; Kim, M.; Kieny, R. Surgical treatment of peripheral circulation disorders. Helv. Chir. Acta 1954,
21, 499–533. [PubMed]

16. Borjesson, S.; Hakansson, M.; Bath, M.; Kheddache, S.; Svensson, S.; Tingberg, A.; Grahn, A.; Ruschin, M.;
Hemdal, B.; Mattsson, S.; et al. A software tool for increased efficiency in observer performance studies in
radiology. Radiat. Prot. Dosim. 2005, 114, 45–52. [CrossRef] [PubMed]

17. Hakansson, M.; Svensson, S.; Zachrisson, S.; Svalkvist, A.; Bath, M.; Mansson, L.G. Viewdex: An efficient
and easy-to-use software for observer performance studies. Radiat. Prot. Dosim. 2010, 139, 42–51. [CrossRef]
[PubMed]

18. Svalkvist, A.; Svensson, S.; Hakansson, M.; Bath, M.; Mansson, L.G. Viewdex: A status report. Radiat. Prot. Dosim.
2016, 169, 38–45. [CrossRef]

19. Bath, M.; Mansson, L. Visual grading characteristics (vgc) analysis: A non-parametric rank-invariant
statistical method for image quality evaluation. Br. J. Radiol. 2007, 80, 169–176. [CrossRef]

20. Bath, M.; Hansson, J. Vgc analyzer: A software for statistical analysis of fully crossed multiple-reader
multiple-case visual grading characteristics studies. Radiat. Prot. Dosim. 2016, 169, 46–53. [CrossRef]

21. Hayes, A.F.; Krippendorff, K. Answering the call for a standard reliability measure for coding data.
Commun. Methods Meas. 2007, 1, 77–89. [CrossRef]

22. Biagioni, R.B.; Biagioni, L.C.; Nasser, F.; Burihan, M.C.; Ingrund, J.C.; Neser, A.; Miranda, F., Jr. Infrapopliteal
angioplasty of one or more than one artery for critical limb ischaemia: A randomised clinical trial.
Eur. J. Vasc. Endovasc. Surg. 2018, 55, 518–527. [CrossRef] [PubMed]

23. Conte, M.S.; Bradbury, A.W.; Kolh, P.; White, J.V.; Dick, F.; Fitridge, R.; Mills, J.L.; Ricco, J.B.; Suresh, K.R.;
Murad, M.H.; et al. Global vascular guidelines on the management of chronic limb-threatening ischemia.
J. Vasc. Surg. 2019, 69, 3S–125S.e140. [CrossRef] [PubMed]

Publisher’s Note: MDPI stays neutral with regard to jurisdictional claims in published maps and institutional
affiliations.

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://www.ncbi.nlm.nih.gov/pubmed/14366554
http://dx.doi.org/10.1093/rpd/nch550
http://www.ncbi.nlm.nih.gov/pubmed/15933080
http://dx.doi.org/10.1093/rpd/ncq057
http://www.ncbi.nlm.nih.gov/pubmed/20200105
http://dx.doi.org/10.1093/rpd/ncv543
http://dx.doi.org/10.1259/bjr/35012658
http://dx.doi.org/10.1093/rpd/ncv542
http://dx.doi.org/10.1080/19312450709336664
http://dx.doi.org/10.1016/j.ejvs.2017.12.022
http://www.ncbi.nlm.nih.gov/pubmed/29402670
http://dx.doi.org/10.1016/j.jvs.2019.02.016
http://www.ncbi.nlm.nih.gov/pubmed/31159978
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Overall Study Design 
	Patients and Images 
	Image Evaluation 
	Statistics 
	Ethics 

	Results 
	Modality Comparison 
	Assessment of TransAtlantic Inter-Society Consensus for the Management of Peripheral Arterial Disease (TASC) II 
	Selection of Target Vessel 

	Discussion 
	Conclusions 
	References

