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Empower your health through
tailored vascular surgical
precision and care.
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Below-the-Knee

Tradional rak factors

PAD Risk factors

r— = et Guideline Directed Medical Therapy (GDMT) /
Best Medical Therapy
+ Antithrombotic therapy
« Single Antiplatelet
+ Dual Pathway Inhibition (DPI)
] + Aspirin + Rivaroxaban 2.5 mg bd
« Lipid targets LDL < 1.4 mmol/L or 55 mg/dL
« Statins / Ezetimibe
\ § + PCSKQ inhibitors - Evolocumab (Repatha),
~—— > Alirocumab (Praluent)
: — « siRNA - Inclisiran (Leqvio)
= + Manage modifiable CV risk factors
+ OHGAs/Insulin/CGM
+ BP meds (ARB)
« Lifestyle modification
Jos + Smoking cessation
| + Diet (Mediterranean)
Y = * Exercise

Non-traditional rivk faceorsy
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Figure 2.3. Asoclation of risk factors with the level of atherosclerotic target kesions. The red overkay on the
anatomic cartoon (llustrates the association of risk factor with patterns of atherosclerotic disesse.
(Reprinted from Dichm N, Shang A, Silvestro A, Do DD, Dick P, Schmidli J, et al. Association of cardio-
vascular risk facton with patiem of lowcr Hmb athcroscleroas in 2659 patients undergotrg anghoplnty
Eur J Vase Endovase Surg 2006:31:59-63.)
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FIGURE 1 Clinical Subsets of PAD

Chronic

(claudication and
‘other exertional leg
symptoms)

ALl indicates acute limb ischemia; CLTI, chronic limb-threatening
ischemia; and PAD, peripheral artery disease.

What is intermittent claudication?

Table 4. Classical symptoms of intermittent claudication,
modified from Rose.”!

Exertional leg pain that:

Does not begin at rest

Involves the calf, thigh and or buttock

Causes the patient to reduce their walking speed or stop
walking

Resolves within 10 minutes of rest

18
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Asymptomatic PAD

avoid leg pain.

leg symptoms

» Associated with increased
events, including mortality

and Managament | FVC 2026

» May self-limit activity to remain below ischemic threshold to

» Majority of asymptomatic PAD develop symptoms during an
objective walking test despite not reporting any exertional

« Functional impairment comparable to patients with
claudication (chronic symptomatic)

risk of major adverse cardiac

17

HISTORY

Family hestary of CVD (coronary artery dsease. cersbrovascular
disease, sortic aneurysm, LEAD), and premature CVD (fatal or non-
fatal CVD event orfand established diagnosis of CVD in first degree
rmale relatives bedore 58 years or female relatives bedore 65 years)
Personal hustory of

* Hypertension

+ Diabetes

+ Dysipidaemia

+ Smoking (present and/or past). passive smoking exposure

* Prior CVD

+ Chronic kidney disease

+ Sedentary lde

* Dietary habits

+ History of eancer radation therapy

+ Paycho-social factors

Transient or permanent neurclogical symptoms
Armn exertion pain, particularty if associated with dizziness of vertigo

Symptoms wgfesing ingina, dripnoea

Fvc2028

| Abdaminal pun, particularty d related to eating and associated with

weight loss

Walking impairmentichudication:
* type: fatigue, aching, cramping, dacomfort, burning
« location: buttock. thigh, cal, or foot
* timing; triggered by exercise, uphill rather than downhil, quickly
relieved with rest: chronic
* dstance

Lower kb pain (including foot) at rest. and evolution at upright or
recumbent postion

Poorly healing wounds of the extremities

| | Physical activiey assessment:

+ Functional capacity and cautes of impairment

Erectiie dyfunction

VD = cardomascar dasme: LEAD = lowar extramaty artery Ssmse

19




PERIPHERAL ARTERIAL DISEASE

Alternative Diagnosis for Leg Pain or Claudication Not Related to PAD (Normal Physiological Testing)

Table 5. Potential differvntial @agnostic alternatives causing lower Limb pain, that may vither presont with intermiiient

Location

Condition E—— Effoct of Eifcctof est Eifoc of position
ndition Location Characteristic Effect of Exercise Effect of Rest  Effect of Position  Other Characteristics bisiieod
e BT Tomcg e N =
Hip arthritis Lateral hip, thigh Aching discomfort  After variable degree of  Not quickly refieved  Improved when not  Symptoms variable; and dially. When  sympeoes
exercise bearing weight history of S, e

14/8/2026

degenerative arthritis Eatire lower Hmb Feelief by elevation
Foot/ankle arthitis  Ankle, foot, arch  Aching pain Abter variable degree of  Not quickly relieved  May be relieved by Symptoms variable
exercise; may also be niot bearing
present at rest weight

Ofien bilsscral

Worscuing of Nl wilh rst Woise whb clevation
Nerve root o

compression

Induced by sitting,
standing, or walking

Often present at rest Improved by change
in position

History of back problems
worse with sitting;

Radiates down  Sharp lancinating
leg pain

Spinal cord stenass May eninic

(variable) relief when supine or o 1
stafiding Nerve oot Induced mainly  Present at rest and Improved by change in.
pinal stenosis (eg,  Often bilateral  Poin and weakness  May mimic claudication  Variable relief but  Rellef by lumbar  Worse with standing and L 2 i o poitne
degenerative disc  buttocks, can take a long spine flexion extending spine Hip arheia Painaod dcordont  Wome whh el b 1y akea  Less yoguiems when
disease or tumor)  posterior leg time to recover e e
Pain sod dscombon. Worse whth e but 4 ahes
ymptomatic Behind knee,  Swelling, tendemess  With exercise Also present atrest  None Not intermittant exercie time
popliteal down calf Lamer lints Pain, oheling Woncwih fain even ot e,
(Bakers) cyst e e

Flenion offoot sy |

enous claudication  Entire leg, worse Tight, bursting pain  After walking Subsides slowly Relief speeded by legHistory of iliaemoral Lomes st ol et aftr erctie Worsc i el wih rst
in calf elevation deep vein thrombosis evercie wonering of g
edema; signs of
venous stasis
s Wonewith  Delefwiiror S
hronic compartment Calf muscles  Tight, bursting pain  After strenuous exercise  Subsides very siowly  Relief with rest Typically heavy muscled sl sty
syndrome (jogaing} athletes poieal sery
Porharat Al Dissas: iagrosisand Maragemen | FVC 2028 T A M R — o
gy

20 21

Table 2.2 « Rutherford classification of the severity of PAD Rutherford classification for chronic limb ischaemia 1997

Grade Category Description

0 0 Asymptomatic

Mild claudication
Moderate claudication
Severe claudication
Ischaemic rest pain
Minor tissue loss
Major tissue loss

OB W =

25
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~ Meter
AP, Ankle pressurc; P

*Grades 11 and 111, categoric for an approximate result, divide the length value by 3.2808399

P

1Five minutes at 2 mph on a

Table 8, The the revised rial disease
Fontaine Rutherford ; ; }
Class Symptoms Grade  Category  Symptoms Objective eriteria Physical examination
Stage | ASymptomatic 0 0 Asymptomatic Normal treadmill or reactive
hyperaemia test s .
Stage II Claudication pain I 1 Mild claudication Completes treadmill exercise; * T - active infection?
in limi AP after exercise > 50 mmHg . BP
1A Claudication at a but at least 20 mmHg lower than
distance > 200 m resting value * HR - ? AF ? PPM/AICD/CRTD
11B: Claudication at a 2 Moderate claudication Between categories 1 and 3 . LL
distance < 200 m 3 Severe claudication Cannot complete standard treadmill )
exdrvise, and AP after exercise « Tissue loss: Ulcer, Gangrene (wet/dry), New amputation
< 50 mmHg wound ) )
Stage 111 Rest pain, mostly I 4 Ischaemic rest pain Resting AP < 40 mmHg, flat or . COldy_ Trophic skin ch_anges .
in the feet barely pulsatile ankle or metatarsal * Mottling / Paraesthesia / Paralysis
PVR; TP <30 mmHg . .
Stage IV Ulceration and 1t 5 Minor tissue loss — Resting AP < 60 mmHg, ankle Peripheral pulses
or gangrene nonhealing ulcer, focal or metatarsal PVR flat or < LL
of the limb gangrene with diffuse barely pulsatile; TP < 40 mmHg < UL
pedal ischaemia « AAA
6 Major tissue loss — extending Same as category 5 ’
above transmetatarsal level, * Renal bruit
funetional foot o longer . .
salvageable * « Carotid pulses/bruit
AP~ ankle pressure; PVR = pulse volume recordings; TP — toe pressure. Perpters Areral isease: Dignost and Menagemert | FUG 2026
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PERIPHERAL ARTERIAL DISEASE

1 Wash your hands
Tntroduce yoursel © the patent and Sxpiain whal you are sbout |
todo

Paioate carotid puite 1of rate and hythm

Listen for carotid brut

Chack bilateral arm blood pressure

TRApect Upper DS For MUBCH BORRY, BRSUS 108, STBDIC
phenomencn, capilary refdl
Paipate bisteral brachial and radial puses

Cardhae suscutation for arrhytnias snd murmurs.
9. Exposs sddomen
10. Paipate for puisatie sbdomenal mass
11. Auscullate sbdomen for renal and offer brusts
12. Inapact kowar fimbs for gangrens’ tissus loss! pallor
13 Paipiate fest for dfference i sk temperture
|74 Eievate mb and check for slevation paiior and dependent
| 15 Paipate for bilsteral femorsl, popitesl, postenor bl and
dorsaia pede puises
18, Ascuinate femoral anaries for bruts
[ 77 Bigpest using Boppler 1o check for pulses and A

T —

o o=

feeN Ty

Figure 5 Pulse examination of paticnts whh lower xtenity

Investigations

RP — renal impairment

LFT / Lipid panel

PT/PTT GXM -> transfusion required?
« CXR

ECG, CE/TnT

« TTE

ABPI/TBI

Toe pressure

US Arterial Duplex LL

FBC — infection, anaemia, ?polycythaemia

+ Confirm diagnosis, determine anatomical location and degree of stenosis
+ Routine surveillance after lower limb bypass, stenting

US LL/ UL vein mapping

CT peripheral angiogram for aortoiliac / CFA disease

* MRA - beware nephrogenic systemic fibrosis in CRF patients

14/8/2026

Rating of LL extremity pulses?

o+ , 2t Rating of Pulses Clinical Finding
7N

e 0 Absent
Tt 2 17

1 Diminished
2 Normal

Bounding

Peripharal Ateria Disoase: Diagnosis and Managament | FVC 2026
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2. How to measure the ABI!

I e povtion. with cuff placed st above the ankle. svoiding
wounded zones. Alter a 5~ 10 mte rest. the SBP s measured by 3
Doppier probe (5-10 MHz) on the postarior 38 th snteror toeal
(o dorsal peca) arteries of each foot snd on the brachil artery of
€2ch m. Automated B2 cuffs arw mostly ot vabd for ankie pressrs
st may desplay overestmated rents m case of low ankle prevsure
The ABI of each ey  caicuiated by drding the heghess anile 589 by
tha bughast e 58P

Anterior

oppler

Doppler

-

Laser Doppler/TCOM
* ? XR/MRI tro OM

Peripheral Aterial Discase: Diagrosis and Managemerd | FYC 2026

Ankle-brachial index (ABI)

Higher systolic ankle pressure of target leg
(posterior tibial or dorsalis pedis artery)

Higher systolic brachial pressure,
irrespective of target leg

Borderline ABI

Normal
090 ABI

Abnormal
low ABI 140
Abnormal

high ABI

Toe-brachial index (TBI)

Haemodynamic criteria for PAD

Toe pressure of target leg

Higher systolic brachial pressure,
irrespective of target leg

Normal

0.70, T8I

Abnormal
low TBI

32
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Brachial ariery
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MANAGEMENT

Periphral Are

sease: Diagnosis an Management | FVC 2026
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PERIPHERAL ARTERIAL DISEASE

GUIDELINE BASED MEDICAL THERAPY

BEST MEDICAL THERAPY

OPTIMAL MEDICAL THERAPY

oS

14/8/2026

All patients with

peripheral arterial disease

All patients with

symptomatic
peripheral arterial disease

Antithrombotic drugs
Goal: Reduce MACE/MALE & avoid bleeding

Consider cilostazol or
naftidrofuryl oxalate

weatment
(Class 1, level A)

HTTPS://SPECTRUM-SURGERY.COM
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THE LANCET

sul

fisjoumal  Joumals  Publish  Clinical  Globalhealth  Multimedia  Events  About

ARTIGLES - volurma 165, s 10405, 215660 4501, My 03,2025

Semaglutide and walking capacity in people wit
|symptomatic peripheral artery disease and type 2 diabetes
(STRIDE): a phase 3b, double-blind, randomised, placebo-
controlled trial

e omaca, WD 2. 8 - Androibirces Catarg, WO ® - Brot Kim Houlng, MD*
MD* - Prol MOPhD -3 Mse®

etat show more

& BNotes Articleinfo ' Linked Aricles (1) >

Novo Nordisk A/S: Ozempic® receives EU
recommendation in peripheral arterial di

THE LANCET

STRIDE trial achieved its primary
endpoint, with semaglutide 1.0 mg
demonstrating a superior and
clinically meaningful improvement
of 13% in maximum walking
distance and a mean treatment

cementing the broad benefits of semaglutide for
people with type 2 diabetes and comorbidities

rYu——

- s Ao Dssas:Dgrts ard Managamer | V0 2026

of 39.9 meters on a
steep (12%) incline, compared to
placebo at Week 521,

38

if supervised exercise is not an option
(Class lia, level A)

| Consider structured home based exercise ‘
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Revascularisation for Asymptomatic PAD?

LoE RECOMMENDATIONS.

1. In patients with ic PAD, it i to perfarm procedur
or surgical) to reconstruct diseased arteries if needed for the safety, feasibility, or effectiveness of other
leg, aortic valve circulatory support, endovascular
aortic aneurysm repair).”*

2, In patients with ic PAD, izati
performed solely to prevent progression of disease.”'®

or surgical) should not be|

Peripheral Aterial Disoase: Diagrosis and Managament | FVC 2026
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Revascularization i< 3
reasonable treatment option
(2a)

! ' '

Hemodynamically
significant isolated
infrapoplitaal disease

Hemodynamically

significant aortoiliac

o famoropopiteal
disease

Hemodynamically
significant common
femoral artery disease

s high risk for suirgery
and/or anat

factors are favorable

Autogenous vein for
femoral-popiiteal
bypass in proforence to
prosthatic matorial
o

Continve GDMT including structured exercise
m

44

CLTI
CHRONIC LIMB THREATENING ISCHAEMIA

Peripheral Aterial Discase: Disgrosis and Maragemert | FV
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Claudication
(chrenic symptomatic PAD)

Symptoms are
functionally fimiting and
response to GOMT (including
structured exercise) is
inadequate?

(7 I—

Risk-benefit
assessmant: do
potantial benefits of
revascularization (QOL, walking
performance, functional
status) outweigh risks?

Revascularization is a
reasonable treatment option
2a)
1|

43

Aorto-iline lesion suitable for Femaro
revascularisation?

lesion suitable for
larisation?

Endevaséula trestzment may be conidered o an
henatvofor ot el aricy kons
‘cxtending doven o the fersoral bi
(Class 15 bevel B)

In patients who have TASC 11 A or B femoropopliteal

Isolated below knee lesions?

eva

Balloon angiophsty with selective
bare mesal sieat placernent should be

considered s approach
for liae artery stenoses. (Class f level A)

testoms, the adjunciive use of pactiaxel costed balloan
b comidered nfice optimal balloan
ing. (Clas ta lvel A)

foplasiy

Selective drug eluting steat plocement shoald be
considesed

placement fof below knee
plnin bulloon angioplasty leslons, the use af drug eluting,

may be comidere. (Glass I8 lve ©)

venous bypass ';nmﬂmﬁr
Mww;’mﬁwm
and endovascular therapy is not

lfective ar possible. (Class  level C)

Cluss of recommendation

48

CRITICAL LIMB ISCHAEMIA

« Critical limb ischaemia
« >= 2 weeks duration
« Ischemic rest pain, ulceration or gangrene
« AND
* Ankle pressurg—=-FAsa=alL - 2
+ ABPI < 0.40
e OUTDATE
ails to encompass the full spectrum of patients who are
aluated and treated in modern practice

ymHg

Periphral Ateria Disoase: Diagrosis and Managament | FVC 2026
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CHRONIC LIMB THREATENING ISCHAEMIA

« >= 2 weeks duration
« Ischemic rest pain, ulceration or gangrene

Low ical stage 2

« CLTI = clinical syndrome / wide spectrum of disease

« Objectively documented PAD on haemodynamic testing

« Stage severity of limb threat - risk of major amputation using
Wounds, Ischemia, and foot Infection (WIfl) classification

Clinical stage 5 would signify an unsalvageable foot

CLTI
“Arterial cancer”

« End-stage manifestation of
systemic atherosclerosis
« Mortality
« 1year 24%
+ 5year 60% ~ 40% survival

« Stage 3 Colon cancer 28% ~
72% survival

Charts extracted from

Singapore Cancer Registry Annual
Report 2021
Published August 2023

Peripharal Ateria Disoase: Diagnosis and Managament | FVC 2026

in females, 2017-2021

ligure 2.2.1 Five-year age-stondardised relative survival rate (%] for fen most frequent indident cc

n mles, 2017-2021

@ 0 wn w0
Seyearsolative seevival (%]

"o
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FIGURE & Components of Care for CLTI

Multispecialty care team

‘&

Revascularization
(endovascular, surgical, hybrid)
\

Wound care and
management
of infection

Pressure

officading

Selective amputation Antiplatelet and

Patients with
cLm

‘GDMT for all patients
(Table 4)

Evaluation and care by
multispacialty care team
1

Wound care and
management of foot

Assass revascularization

on patient anatory, - N0 revascularizstion —
condut, comerbicities/risk,
patient preferences

.vwm Aol Disease: Dagrasis and Managament | FVC 2026

Continue wound care,
pressure offiosding of
wears

64

Anterior tibial artery
L]

Goals of
endovascular
revascularisation

« Pulsatile inline arterial flow to
the foot via

Posterior tibial artery @

« Direct revascularisation
Angiosome / Woundosome
* Indirect collaterals ® Anterior tibial artery
ilartery @
® Peroneal artery

@ Dorsalis pedis artery

ure 3. Angiasome distribation in the lower leg and faot.

® Medial plantar artery

@ Lateral plantar artery

® Peroneal artery

66
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+ Toe Pressure

Patient suitable for bypass or

endovascular procedure

(most distal level antithrombotic i
possible) therapy and
cardiovascular risk g
reduction =8 l 1
wonic timbth (15) Nonwiable
CUTH indicates chonic imb-threatening ischemia, tissue present in
”
sandidate? the limb?
(5} Nomyiabie - n 1] a
tissue prosent in
el
4 Patiant deemed unfit for bypass

or arterial lesion considered
suitable for straightforward
endovascular procedure

Assess GSV for sultabllity for bypass if open bypass or
endovascular intervention probably indicated

‘Suitabl gl
for bypass not available
Consider bypass.

Endovascular procedure or
bypass

8" GSV suitable

Poripheral Ateria Disease: D

and Managament | FVC 2026

I DS angiography + intervention

ideally target artery supplying
angiosome assoclated with ulcer
or gangrene

65

How to figure out the
arterial plumbing like a
vascular surgeon

ASSUMING COSTS ARE
NOT AN ISSUE
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Figure 6. Overview of the Trans-Atlantic Inter-50ciety Consensus snatormical classification of kower lmb peripheral artery diseast losion
severities In aorolliac segment.

| Fligre 9. Overview of the Trans-Atlatic Inicr Society Consensus. anatomical dassification of lower limb periphieral artery disce esion
i iteal segment.

RUG / PACLITAXEL COATED BALLOON
ANGIOPLASTY

FOR FEMORO-POPLITEAL SEGMENT IS
STANDARD OF CARE

COMPARE Clinical Trial

72
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74 \
¢ W
A i\
lliac angioplasty/stenting Aorto-bifemoral

and cross bypass graft

Figure 4.7 « Possible treatment
options in a patient with aorto-iliac
disease. Axilo-bifemoral bypass
should be reserved for patients with
critical ischaemia.

Axillo-bifemoral
bypass graft

ELUVIA brug-etuting Vascular stent system

The standard of care
in SFA stenting.

Eluvia is the
# most-implanted
SFA stent.’

10
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1, 5 om i lengrh, i the e tibial ey
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atic PAD
(Chronic symptomatic, including claudication, and CLTI)

‘ Antiplatelet and antithrombotic therapy |
Recent revascularization
No recent revascularization ‘ (endovascular or al)

Antipiatolet and

Low-dose aspirin +

rivarcxaban 2.5 mg BID antithrombotic therapy
a0 m

1

DAPT:
Clopidogre! 75 mg ll Aspirin 75-325 mg '”;zw;i’r:’.&':’
daily daily ik il
L revascularization
(22)

ment | FVC 2026
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COMPLICATIONS OF BYPASS

« Early
« Bleeding
» Thrombosis
» Wound infection ~ 15-20% groin infection
+ Swelling (Ischaemia-Reperfusion / DVT)
* Late
* Graft thrombosis/failure
* Pseudoaneurysm
* Graft infection
* Graft failure
« Early (After 1 month) — commonly technical failure
« Mid term (after 1 year) — Neointimal hyperplasia causing stenosis
« Late (2-5 years) — atheromatous disease progression

Peripheral Aterial Discase: Disgrosis and Maragemert | FV

79
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Figure 4.12 « Possible infrainguinal

. Ih revascularisation options in a patient
with critical limb ischaemia due
(a) Superficial femoral to multlevel disease. Angioplasty
artery and tibial (a) should be attempted if possible
_» I\ artery angioplasty but may need to be extensive,
— \\ with the risk of early re-occlusion.

Femoro-popliteal bypass (b) may
fail to reperfuse the foot unless at
least one calf artery s patent into
the foot. Extensive tissue loss or
sepsis usually requires a femoro-
tibial bypass gratt (c), especially in
a diabetic.

(b) Femoro-popliteal
bypass graft

a
| (c) Femoro-tibial
bypass graft
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No Option CLTI

it With CLTI
summarized in the

1. In patients with CLTI for whom revascularization s not an option and 3 tack of outflow to the foot is
observed, the usefulness of prostanoids is uncertain.*
2. In patients with CLTI for whom revascularization is not an option, arterial intermittent pneumatic
compression devices may be considered to augment wound healing or ameliorate ischemic rest pain.*

3. In patients with CLTI for whom arterial revascularization is not an option and a lack of autfiow to the foot
is observed, venous arterialization may be considered for limb preservation.”
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COMPLICATIONS OF ANGIOPLASTY

* Bleeding / Pseudoaneurysm /
Retroperitoneal haematoma

* Vessel dissection/rupture
« Contrast-induced nephropathy
« Distal embolization - acute limb
ischaemia
« Device/Stent-related
« Failure to deploy
« Misplacement
« Migration
Postop reocclusion

Peripharal Ateia Dissase: Diagross and Managament | FVC 2026
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PERIPHERAL ARTERIAL DISEASE

CONTRAST INDUCED NEPHROPATHY

* Chronic kidney disease stage 3 or greater: eGFR
<B0mUmin/1.73m")

= Diabetes meliitus type 10r 2)

« Volume depletion

« Nephrotoxic drug use (NSAIDs, cickosparin,
aminogyocosides)

« Preprocedural haemodynamic instability

= Other comuorbidities:
* Ansemia
= Congestive heart failure
* Hypoalbumsnaemia

oGFR &

anti-nfir

Jomenser IRIABCn rate; NSAIDS, non

Yy dnugs

Peripheral Aterial Disoase: Diagrosis and Managament | FVC 2026

Intra-arterial of iodinated
contrast poses greater risk of CIN than
intravenous administration
Withhold metformin
+ 2 days before and after
+ Recheck Cr 48hrs KIV restart if <25%
increase compared to baseline
Intravenous volume expansion
+ 1-1.5ml/kg/hr x 3-12 hours before and
continue 6-24 hours afterwards
* Insufficient data for oral fluids
No role for N-acetylcysteine or sodium
bicarbonate drip

81
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Prevemtive
‘modicine

HTTPS://SPECTRUM-SURGERY.COM
DR. TAY JIASHENG

14/8/2026

Invasive

Hospital care

‘/
Primary care

Undlagnosed

onic limb threatening ischaemia (CLT1)
Gangrene, ulcer, rest pain

Intermittent claudication (IC)

i

Asymptomatic
periphernl arerial discose

CLINICAL VIGNETTE

Periphral Ateria Dissase: Diagnoss and Managamert | FVC 2026
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PERIPHERAL ARTERIAL DISEASE

Clinical Deterioration

« Staph aureus clusters
» Midfoot osteomyelitis
Due to

« Tibial artery reocclusions

* Up to 70% reocclusion within 6
months

* Repeat revascularisation

« Ultrasonic wound debridement +
Wound care

« Antibiotics
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* Finally almost 100% pink
granulation tissue!

Veraflo Granudacyn Cleanse Choice (VGCC)

13



PERIPHERAL ARTERIAL DISEASE

Revascularisation as per best practice

Minor amputations/debridement in OT
until no necrotic tissue

Negative Pressure Wound
Therapy with instillation and dwell
time (NPWTi-d)

+ Reiculated open-cell foam

| MY PAD (ROCF) dressing (V.A.C.

Veraflow Cleanse Choice)
LIMB

SALVAGE
pathway Urgostart Contact

Integra dermal regeneration template
AccelHeal electrical stimulation therapy
Negative Pressure Wound Therapy
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Question & Answer

Dr. Tay Jia Sheng
MBBS (Singapore), M.Med (Surgery), FRCSEd (Gen Surg), FAMS
MCR No. M117728

#  vascular, Endovascular & General Surgeon
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Tibial Transverse
Transport

Based on llizarov’s “tension-
stress rule” and

“natural rebuilding
regeneration theory”

Tissue regeneration via

« Microvascular
neorevascularisation

Journal of Inflammation Research

ORIGINAL RESEARCH

+ By ceaseless and slow transfer Tibial Cortex Transverse Transport Facilitates Severe
to generate a stimulation for Diabetic Foot Wound Healing via HIF-1a-Induced
local tension using an external

fixator

Angiogenesis
g o Coen” @

e oy e o O

HANDOUTS ON WEBSITE
https://spectrum-surgery.com

A2 SPECTRUM aias i
Empower your health through

tailored vascular surgical
precision and care.

TR EXPERTISE &
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