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Who is a DVA candidate?
Case example

No endo or surgical options

* No-option CLTI Baseline angiogram Baseline ulceration

« Rutherford 5/6 70 year old male

* Patient in an established wound CAD, PC'/ Stent 2000
care AFib

* Multi-disciplinary team agreement CVRF: Diabetes, art. HTN
of no option

Rutherford 5 left foot
Gangrene D llland DV

Shishehbor et al N Engl ) Vied. 2023
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Case example

Case example
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Case example

Case exam

i
Immediately after 3 weeks after the
Intervention intervention

Case example

3 weeks after the
intervention

Case example

6 weeks after the 8 weeks after the
intervention intervention
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Case example
TcPO2: 80 mm Hg!

24 Monats F/U

LN

8 months after the intervention
N Engl) Med 2023;388:1171-80.

Critical practices in post-DVA wound care Strong communication amongst care teams a must

+ AVOID aggressive debridement/amputations
* Early debridement (less than 4 — 6 weeks post-TADV) must be performed cautiously; debride
only necrotic/infected tissue
+ AVOID tourniquet use
* Vascular occlusion
* Hides ligated vessels
+ AVOID proximal foot amputations; ideally should be mid-metatarsal
* may damage the lateral plantar vein, 1st metatarsal perforator and dorsal outflow tract
+ AVOID primary wound closure in early TADV patients
« Utilize low-pressure (60 — 80mmHg) NPWT when appropriate
+ Prepare for bleeding and properly plan for post op dressings
« i.e.: use of coagulant products

Appropriately Multi-

Motivated Vigilant patient
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DVA procedural evaluation Recommended physician follow-up schedule

B

pain/Swelling None To Mild Mild to Moderate
Severty: . -
(mprovement) (Controlled Angiogram .
¥ A MD Hand-
Keep admitted Held/Blind X X X X X X X X X
swelling 3-4 weeks CrH RO, et X X X X X X X X X X
frto X X X X X X X X X X X
HoHfow  Lowfow i

Wouno Best PRAcTICES: wolmes  volumes ezl X X X X X X X X X X X

+ Indications for early foot surgery: infection and pain

+ Delay minor amputations unti there is clinical evidence of tissue Venous outflow (RIS x X X ox X x X XX X X

Decompression foot
surgery Minor
amputation/gTMA

oxygenation and perfusion (typically 4-6 weeks, ultrasound, oAl

wound assessment)

Rescue any arterial
collaterals

If no increased pain and/or wound deterioration noted after year 1, yearly Duplex surveillance is recommended.
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