External revascularisation for pseudochronic total
occlusion of the dorsal pedis artery due to foot drop
with severe diabetes mellitus
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DESCRIPTION

A 45-year-old woman with end-stage renal disease
and severe diabetes mellitus (haemoglobin Alc
(HbA1c) 9.5%) suffered from critical limb ischaemia
(CLI). Her right ankle brachial pressure index (ABPI)
was 0.77; however, her left ABPI was immeasurable
with flat waveform. Additionally, skin perfusion pres-
sure was 34 mm Hg on the left dorsal and 22mm Hg
on the left planter. The angiography showed chronic
total occlusion (CTO) of the dorsal pedis artery
(DPA) (figure 1, left panel). We electively performed
endovascular therapy. The soft wire smoothly passed
the CTO of the DPA. We dilated the CTO with a
2.0mm balloon several times; however, blood flow
could not be restored. This discrepancy suggested an
unusual CTO. Intravascular ultrasound showed an
intact DPA. She also had foot drop due to diabetic
neuropathy. Since the entry of CTO was at the dorsal
ankle joint, this joint abnormality was considered the
cause of the CTO. Manual dorsiflexion of the left
ankle joint released the obstruction, ‘pseudo CTO’
(figure 1, right panel). Her left ABPI improved to
1.18 with dorsiflexion. We concluded that the foot
drop caused her limb ischaemia.

‘External revascularisation’ is one of the CLI
treatments. We used total contact cast therapy' and
negative pressure wound therapy to maintain dorsi-
flexion of her ankle angle and started non-weight-
bearing gait training simultaneously (figure 2). Her

Figure 1

Left panel: the dorsal pedis artery was
occluded abruptly like chronic total occlusion at the left
ankle joint level. Right panel: manual dorsiflexion relieved
the obstruction.

Figure 2 The combination of total contact cast therapy
and negative pressure wound therapy. The former keeps
the ankle right angle. The latter contributes to early
wound healing.

wound was cured in 2 months. To the best of our
knowledge, this is the first report describing the
obstruction of the DPA due to foot drop. Foot

Learning points

» Foot drop, a concomitant disorder of diabetes
mellitus, causes the occlusion of the dorsal
pedis artery. Additionally, ankle dorsiflexion
leads to external revascularisation, not internal
intervention.

» The combination of total contact cast therapy
and negative pressure wound therapy is
reasonable for keeping dorsiflexion and
non-weight-bearing, which contributes to a
patient’s cure and early rehabilitation.

» The strategy of limb salvage is wide ranging so
that many professions must work together as
a team.

BM)

Keisuke N, et al. BMJ Case Rep 2017. doi:10.1136/bcr-2017-220633 1

“1ybBuAdoa Aq pa1osiold 1sanb Aq 120z udy 6 uo jwod [wq siuodalases :dny wol) papeojumoq 2T0zZ AINC #T U0 £€9022-2T02-190/9€TT 0T Se paysignd 1sii :suoday ased rIANg


http://casereports.bmj.com/
http://crossmark.crossref.org
http://casereports.bmj.com/

drop is a common disease whose most frequent cause is a pero-
neal neuropathy. However, diabetes mellitus is also one of the
causes of this disease.” We need to consider various aetiologies
of vascular obstruction and the appropriate therapy for patients
with foot drop.
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