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ABSTRACT
BACKGROUND:
from arterial insufficiency can be a

chronic leg ulcer
nightmare either due to the pain or lack
of facilities to intervene. This case report
highlight the challenges involved in
salvaging an arterial leg ulcer.

PATIENT AND METHOD: This is a
75years old known hypertensive woman
who presented with ulcer on the right leg
of 3 weeks duration and positive history
of intermittent claudication.
Investigations supported the diagnosis of
arlerial insufficiency. Patient had balloon
angioplasty and wound care.

RESULT: Ulcer healed and the patient
improved

discharged pain free with

claudication distance

CONCLUSION: With proper attention

Lo details ~ and  interdisciplinary
collahoration, ischaemic limhs can be
salvaged.

KEY  WORD: Limb  salvaging,

peripheral vascular discasc.

INTRODUCTION

Chronic leg ulcers are very common in
sub-Saharan Africa. There are different
causes which include infection, vascular,
neuropathic, sickle cell and diabetes
mellitus. Vascular ulcer of venous origin
i1s far commoner than that of arterial
origin'. Arterial ulcers are less common
in the sub-Saharan Africa; it is the
second commonest cause of chronic leg
ulcer in the western world®. Poverty and
ignorance is a strong factor ‘militating
against these patients presenting early
and thereby adding to the amputation
rate. The diagnosis of arterial ulcer can
be made from meticulous history taking
and examination.
treatment of these patients can pose some
they
expensive facilities which are not readily
Where available the cost is

Investigation and

challenges  because involve
available,
out of the reach of even the middle class.
We hereby present a case report on the
challenges of saving an ischaemic limb
at all cosl in Nigeria.

CASE REPORT
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A. U is a 75 year old woman who
presented with three weeks history of
ulcer on the right leg. It started initially
as a Dblister which
production of serous discharge. The
resulting ulcer progressively increased in
size with no bleeding.

Prior to the presenting complaints, there
was positive history of intermittent

ulcerated  with

claudication. There was no history of
preceding trauma or visible dilated vein
on the lower limbs. She is not a known
diabetic but a known hypertensive
diagnosed over 20years ago with poor
follow up compliance.

She uses tobacco as a teenager up till
presentation.

Essential findings on examination are
arcus seniles with pulse rate of 68beat
per minute which was irregular and a
blood pressure of 200/90mmkHg. There
was an ulcer of 7cmX 9cm just above the
medial malleolus with punched out edges
and necrotic floor exposing tendons. The
base was soft and the surrounding skin,
was hairless and cold to touch (Fig.1).
The posterior tibia and dorsalis pedis
pulsations felt. ~ The
contralateral leg was also cold and
hairless with the Pulses and
ABPI=0.8

Our working diagnosis was arterial ulcer.

WErc not

faint

This was confirmed with a coloured
Doppler ultrasound scan which revealed
generalized arteriosclerotic changes and
ischaemic /post stenotic changes in the
infrapopliteal arteries on the right leg.
Parvus tardus wave form and signs of
arrhythmias also noted in the
spectral wave. We could not do an MR

was

angiography for lack of facilities in Edo
state. The Full blood count, fasting blood
sugar and urine investigation reported no
abnormalities.

A muludisciplinary group composed of
the  plastic Orthopaedic
Surgeon, physician, vascular surgeon;
the nurses and the physiotherapist were
involved in the management of this
patient. Patient was advised to lower his
limb intermittently out of bed. She was
placed on soluble Aspirin, cilostazol,
Nifedipine, moduretic, ibuprofen and
haematinics.

Effort  to balloon
angioplasty within the country was not
successful because of lack of expertise
and facilities. This necessitated our
sending the patient abroad just for the
procedure. On the second week post
patient had  balloon
angioplasty via the femoral approach.
The popliteal arteries, the anterior and

surgeon,

arrange for a

presentation,

posterior tibial arteries with the arteries
of the arc of the foot were systematically
dilated for both limbs. The residual
stenosis was <15%, <10% and <5% for
the popliteal, the tibial and the arteries of
the arc respectively. The feet were
noticed to be warm with active bleeding
from the ulcer on table. She was sent
back to our hospital one week after

'SUTgEry.

Post operatively, patient was continued
on cilostazol, Warfarin
The
normalized ratio was maintained at 2-3.

and
antihypertensive. intermational
The wound was serially debrided and
dressed twice daily with honey.
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One week post op, healthy granulation
with actively growing cdges (AGE) was
noticed and the wulcer progressively

conuracted and healed after 3months
(Fig.2).

intervention including skin grafting. She

Patient refused any  surgical

is still on cilostazol and presently ulcer
and pain free. The cstimated cost of
trcatment is three million naira.

DISCUSSION
Peripheral arterial disease 1s the second
most common cause of leg ulcer in the
western world. Accounting for 10 to
30% of lower-extremity ulcers.” *
Twvpically, these lesions are painful and
alfect the toes and/or pressure points,
such as the heel, malleoli, or anterior
shin.” The arterial pathologies that can
lead to arterial ulcers are many, but their
common pathway is arterial obstruction.
Peripheral arterial disease (PAD) 1s a
major contributor, affecting § to 12
million Americans with significant
associated morbidity and mortality.” In
Most African countries, PAD is lower
down in the differential of causes of
lower leg ulcer. It is majorly a disease of
the eldely usually above 70 years of age.
Atherosclerotic  obstruction  usually
occurs in the iliac, femoropopliteal, and
the distal branches (peroneal and tibial
arteries). In some cases, only small-sized
arterial branches are affected, leading to
skin ~ and
The  patienl

presented in this case report had the

Iimited  infarcuons  of

subcutaneous  tissue.”
popliteal and the distal arteries involved.
factors for PAD
smoking. diahetes mellitus. elevated low-

Some 1isk include

density li'])oprotcin, hypertension,
clevated fibrinogen, and advanced age.®’
In Africa, the low lifc expectancy might
be contributory to the low prevalence.
The index patient in addition to being a
high user of lobacco is an elderly
hypertensive.  Conscquently, the PAD
leading to the ulcer in this palicnt may be
caused by more than one ctiology.
Managing a patient with arterial ulcers in
rural Africa poses a huge challenge.
They will usually present late becausce of
poverly and ignorance. In Esanland
where [rrua specialist teaching hospital is
situated, 1t 1s believe that spontaneous
ulcers results from patient stepping on
native poison called “Ebafi” meaning
what 1s thrown. Most of the patient will
medical
The
superstitious believe of the people is one

approach  the  (raditional

practitioners ~ for  trealment.

reason why the patient present late.
History of spontaneous ulcer following a
period of intermittent claudication with
Ankle-brachial pressure index of <0.9 is
diagnostic. To confirm the diagnosis
patient will require duplex USS which
has now succeeded the more sensitive
technique like computerize tomogram
angiography and the Magnetic resonance

imaging angiography Dbecause it is
available, more affordable and less

invasive. However, in rural practice the
Doppler USS is not readily available.
The patient in this case report has (o
ravel so many kilometres to have
Doppler USS done.

Treatment of these patients involves

taking away the risk factors and relief of

Archives of Clinical Research velume 3 December, 2012 27



ACR 2012: 3:25-30

symproaw. * The Faeer cant be approached

racthcally or surgically

Erb tn 1911 attitbated threcfold increase

i nternmtient clandicauon m smokers

compared o non smokers. There 15 a

body  of
chnical

evidence
benefits  of
programmes in

considerable

supporting  the
stroctured  exercise
improving pain-free  walking distance
and  pmximum  walking  distance.
Excreise umining beyond 6 months has
been associated with good outcomes.™
Best date still

walking, but other alternatives are also

cxercise  ull remains
useful.'® For the elderly, even though
they can comply with quitting tobacco
use, complying with exercises can be
challenging which was the case in the
index patient.

To date. no pharmacologic or biologic
therapy has demonstraied efficacy in
reversing

the circulatory impairment

scen  in palients  with  critical  Lmb
ischemia.  What is  known 1s that
Cilostazol, a phosphodiesterase 111
inhibitor at a dosc of 50-100mg daily has
been found to increase the claudication
distance
pentoxyphylline. i

antiplatelet effect, decreasing lipid and

more compared (o

acls by causing
vasodilatation. However, it can provoke
dosc dependent cardiac arrhythmias and
hacmorrhage. Ii 1s contraindicated in
patient with congesuve cardiac fuilure.
Other adjuncts 1o the medical treatment
are 1o control hypertension diabetic and
This  patent had
challenges with getting cilostazol which

hyperhpidaemia.

had Lo be imporied from abroad.

Surgical modatities melude  nunumilly
imvasive interventional techmques such
as balloon percutancous  trunsturminal
angiography (PTA). peripheral
melal  stents, penpheral  stent  grafty
(stents covered with fabric material) and,
rarely, plaque debulking techniques,
Operadve

bare-

include
endarterectomy (removing the plaque

modalitics

from occluded or scverely stenotic
segments, €.g. aorto-iliac
endarterectomy) and bypass surgery

utilising vein or prosthetic conduits

Tradinonally, open sargical bypass was
the only effective treatment strategy for
[imb past.
However, during the past decade, the

revascularization m  the
introduction and  cvolution of
endovascular procedures have
sigmficanily increased treatment options.
[n a cerain subset of patients for whom
either  surgical or  endovascular
revascularization rmay not be appropriate,
balloon transluminal
anglography (PTA), stenting and rarely
plaque debullang technique has reduced
the incidence of amputation.

percutaneous

Definitive high-level evidence on which
(0 base treatment decisions, with an
emphasis  on  clinical and  cost
effectiveness, 1s still lacking. Treatment
decisions in patient with critical limb are
individualized based on life expectancy,
funcuonal status, anatomy of the arterial
occlusive disease, and sureical risk. The
widespread adoption of endovascular
procedures by multiple disciplines has
increased

significantly reatment

opuons [bis change n treatment
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paradigm  has  been  driven by
technological advances, as well as by the
desicc of patients and physicians (0
reduce  procedural risk, albeit
potential tradeoffs of inferior durability
and greater cost.” Between 1996 and
20006, the number of endovascular lower-
extremity interventions in the Medicare
population 1n United State reporiedly
increased by 230%, whercas the number
of Dbypass procedures decreased by
42%."* For the ulcer in this patient to
heal, the vascular problem needed to be
resolved. This cost the patient fortune
because of flight ticket and other
logistics required (0 get o a centre with
competence in the
rreatment of peripheral arterial disease.

with

and technology

The modality best suited for our patient:

was balloon PTA because of her age and
heart condition. Balloon angioplasty is
indicated for focal stenoses (generally

in length) or short
Complications  include
haematoma, pseudoaneurysm, dissection,
vessel perforation, embolisation,
thrombotic  occlusion and
related problems. Though, the index
patient had wild spread arteriosclerosis,
the major point of obstruction was at the

under 5
occlusions.

cm

contrast-

popliteal region.

CONCLUSION

At present, Lhere are so many challenges
in managing patients with arterial ulcer
in Though the diagnostic
facilities can be found, they are not

Nigeria.

widespread and affordability could be an
issue. Many lechnologies have been
developed 1o relieve arterial obstruction

I3
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o

but these are not readily available 10 the
vascular surgeons in Nigeria. A lot of
Nigerians  (hat  have
intermittent claudication and feature of
critical  limb golien
arputation as the only {reatment option.
Effort should be geared at providing the
necessary facilities and training (o treat
peripheral vascular discascs so thal the
incidence of amputation from artcrial
uleer can be reduced.

presented  with

ischacmid have

REFERENCE

I. Adam D J, Naik J, Harlshorne T,
Bello M, London N JM. The diagnosis
and management of 689 chronic leg
ulcers in a single-visit assessment clinic.
Eur ]  Vasc  Endovasc  Surg.
2003;25:462-468

. 2. Lazarides M K, Giannoukas A D.

The role of hemodynamic
measurements in the management of
venous and ischemic ulcers. Int J Low
Extrem Wounds. 2007;6:254—
261.[PubMed

3 Mekkes J R, Loots M A, Der Wal A C
Van, Bos J D. Causes, investigation and
treatment of leg ulceration. Br J
Dermatol. 2003;148:388—401.[PubMed]
4. Renner R, Simon J C. Current
therapeutic options of chronic leg
ulcers. ] Dtsch  Dermatol  Ges.
2008:;6:389—401.[PubMed]

5. Hirsch A T, Criqui M H, Treat-
Jacobson D, et al. Peripheral arterial

discase detection, awareness, and
treatment in primary care. JAMA.
2001;286:1317-1324

49



0O

ACR 2012: 3:25-30

o Norgren L. Hiaw \WWR, Dormandy JA.
ct al TASC IT Warking Group: Inter-
Society Consensus for the Management).
of Penpheral Artenial Discase (TASC
[1) J Nasc Surg. 2007:45(Suppl S):S5-
S67. doi: 10.1016/) jvs 2006.12 037

7.Adam DJ. Beard ID. Cleveland T, el
al. Bypass versus angioplasty in severe
1schaemia  of the (BASIL):
multicentre. randomised controlled (rial.
Lancet. 2005:366:1925-1934. doi: 10.
8. Norgren L, Hiatt \WWR. Dormandy JA,
¢r al. Inter-Society Consensus for the
Management of Peripheral Armenal
Disease (TASC 1II). EwrJ Vasc
Endovasc Surg 2007: 33 (suppl 1): 51-
570.

9. Nehler MR. Wolford H. Natural
history and nonoperative treatment of

leg

chronic lower extremity ischaemia. In
Rutherford RB ed. Rutherford Vascular

Archives of Clinical Research volume 3 December, 2012

I

Surgery.  6th edition. Philadelphia:
Elscvier Saunders, 2005: 1083.

10. Wutson L, Ellis B. Leng GC.
Exercise for intermillent claudication.
Cochrane  Databuse  Syst Rev 2008,
Issue 4. Arl. No.. CD000990. DOI:
10.1002/14651858.CD000990.pub2.
I1.  NeRubertis BG, Faries PL,
McKinsey JF, et al. Shifting paradigms
in the treatment of lower extremity
vascular disease: a report of 1000
percutaneous interventions. Ann Surg.
2007;246:415-422. doi:
10.1097/SLA.0b013e31814699a2

.12. Goodney PP, Beck AW, Nagle J, et

al. National trends in lower extremity
bypass endovascular
interventions, and major amputations. J
Vasc  Surg.  2009;50:54-60.  doi:
10.1016/.jvs.2009.01.035

surgery,

30



