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“Every 30 seconds a lower limb
< lost somewhere in the world
45 a consequence of diabetes.”
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Diabetes: 10 leading causes of death in adults

70% of leg amputation are performed in diabetic patients

85% of all amputations are preceded by an ulcer

The 5-year mortality rate following DM-related amputation is as high as 78%

75% of the latter are preventable

Ulcer prevention is the best way to prevent amputation

When an ulcer is present the primary need is to achieve ulcer healing

McDermott K. Diabetes Care. 2023;46(1):209-221
C. Formosa Int J Low Extrem Wounds. 2024 Feb 22




Management of Diabetic Patients

In European countries, up to 70% of people with DM are not aware of having DM
complications

With a screening rate of <30%, less than a third of people currently receive the
recommended full annual health check, indicating a significant lack of appropriate
screening and management pathways

McDermott K. Diabetes Care. 2023;46(1):209-221
C. Formosa Int J Low Extrem Wounds. 2024 Feb 22



Diabetic Foot Screening Guidelines
and the Role of Artificial Intelligence:
Time to Turn the Tide!

Cynthia Formosa, PhD'2 (0, Nachiappan Chockalingam, PhD'2 (),

Nikolaos Papanas, MD, PhD* (), and Alfred Gatt, PhD'*

The International Journal of Lower Extremity Wounds —2024;1-3

» Recognises patterns of behaviour and builds its own logic
» Can help with early diagnosis of diabetes and its complications

» Provides personalised health recommendations




Below The Knee Arteries
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Ankle pressure
<50 mm Hg

Toe pressure
<30 mm Hg

TcpO2
<30 mm Hg

W s
WOUND

0: No ulcer and no gangrene
1: Small ulcer and no gangrene
2: Deep ulcer or gangrene limited to toes
3: Extensive ulcer or extensive gangrene
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Toe Pressure/TcPO,

0: 260 mmHg
1: 40-59 mmHg
2:30-39 mmHg

3: <30 mmHg

FOOT INFECTION

0: Uninfected
1: Mild (£2 em cellulitis)

2: Moderate (>2 cm cellulitis/purulence)

3: Severe (systemic response/sepsis)
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Imaging

Patient with CLTI, candidate for
revascularization

———__

Obtain high quality
angiographic imaging including
ankle and foot

) 1 - Pt with CLTI
Define the target artery path
(TAP)

Grade the femoropoliteal (FP)
segment (Fig 5.2)

) l . MDT meeting

Grade the infrapopliteal (IP)
segment (Fig 5.3)

l

Look up the overall GLASS
stage (Table 5.3)

l

Define the preferred 1
revascularization strategy by A n g I O
integrating patient risk, limb
severity (WIfI) and anatomy

(GLASS) according to the
PLAN concept (Section 6)

) CTA MRA

Global vascular guidelines on the management of chronic limb-threatening ischemia
Eur J Vasc Endovasc Surg 2019;58,51-S109
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P
Patient with CLTI
b "
Low limb risk
(WIfI stage 1)
‘Wound care,
surveillance for
deterioration
AN
Intermediate or higher
limb threat (WIfi stage =2)
| Primary amputation
A
No Candidate for
limb salvage?
N v
L Palliation/wound care Yes
Estimate procedural
risk/2-yr survival
No option for
revascularization
. w No or unclear need
Consider need for
larizati J
e
Yes
Anatomic staging of
— disease
{GLASS)
Revascularization
feasible
High risk patient Standard risk patient
p l
Perform endovascular Determine vein
intervention if possible conduit status
(eg, ultrasound mapping)
\ J
-
Revascularize using
preferred strategy
(endo or open)
vy

Global vascular guidelines on the management of chronic limb-threatening ischemia
Eur J Vasc Endovasc Surg 2019;58,51-S109
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My Diabetic Foot Treatment Approach

» Diabetologist evaluation =

> Clinical tests

> Imaging 5 days

> MDT discussion

> Treatment _

» MDT FU




The primary goal of the BTK intervention, either in isolation or with
synchronous treatment of more proximal conditions, is to establish or

maintain straight-line blood flow to the foot to allow for wound healing,
reduced pain and preservation of limb/mobility




Revascularization Contributors to Clinical Success

» Number of patent arteries post-PTA
1 vessel better than 0
2-3 vessels better than 1
Tibials better than peroneal

» Direct revascularization of the wound related artery
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When is a technically successful peripheral angioplasty effective in
preventing above-the-ankle amputation in diabetic patients with CLI ?

Major amputation was more often required in those patients with fewer patent arteries (p<0.001)

Crural patent arteries N. patients NO requiring N. patients requiring
after PTA amputation (N=398) amputation (N=22)
3 67 0
2 143 0
1 179 7 (4%)
0 9 15 (62%)

Faglia E — Diabetic medicine 2007;24:823-829



Vessel Patency: implications on durability

* Sub-optimal perfusion makes tissue vulnerable
* increased blood flow is required for wound healing, beyond the basal metabolic need
 casual / incidental trauma triggers immediate need of incremental flow

e Durable perfusion is an insurance policy against the casual occurrence of incremental flow triggers in the real world of
CLI patients

optimal Perfusion: Optimal

vascularisation
o/

stable Equilibrium
Vascularisation

sub-optimal Perfusion: Revascularisation Restenosis

> Al

Metabolic need

M
unstable Equilibrium Time needed for healing




Below-the-Knee Endovascular @
Revascularization Q J—

EBAC®

A Position Statement

Jun Li, MD,*” Ramon Varcoe, MBBS, PuD,"" Marco Manzi, MD,® Steven Kum, MD," Osamu lida, MD,?
Andrej Schmidt, MD,"” Mehdi H. Shishehbor, DO, MPH, PuD*"

J Am Coll Cardiol Intv 2024;17:589—-607




Stenotic lesions

» antegrade intraluminal crossing technique
» soft-tip wire to minimize the risk of wire-related dissection (0.014- and 0.018)

» microcatheter or a low-profile over-the-wire balloon for guidewire support




CT0

Li J, et al. J Am Coll Cardiol Intv. 2024;17(5):589-607.



M.P.,, 71y, Male

* Hypertension

* Heavy smoker (40 cig/d for >20 years)
* Hypercholesterolemia

* Diabetic




* Command ES (Abbott) 0.014" —300cm
* Astato 20 (Asahi) 0.014" — 300cm
* Low profile baloon 3mm
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Take Home

No Matter How You Treat CLI ... ..Amputation has to come after Death !

(H
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INTERNATIONAL MULTIDISCIPLINARY ENDOVASCULAR

Edition 2024

Thoracic and Abdominal Aorta / Peripheral Vascular Disease / Dialysis A-V Fistula

Florence (ltaly), 11-13 April

For more info visitt imendoforum.com
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