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“A man is only as old as his arteries ”

Sir William Osler
First Director of Medicine,
John Hopkins Hospital

Sir William Osler (1908)



¥ Ginlimizde periferik arter hastaligi genellikle bacak
arterlerinin aterosklerotik tikayici hastaligini ifade etmek
icin kullanilan bir terimdir.

¥ 35 yag lizerindeki hastalarda bacak arterlerindeki kronik
oklizif hastaligin basta gelen nedeni aterosklerozis
obliteranstir.
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PAH'ta Klinik Prezentasyon

~%15

% 50 / Klasik kladikasyon

Asemptomatik

N\

Atipik ekstremite agrisi

~% 33

%1-2
Kritik ekstremite iskemisi



PERIFERIKARTER VE
VEN HASTALIKLARI

ULUSAL TEDAVi KILAVUZU 2016
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Kritik bacak iskemisinin klinik tanim
Ispatlanmus arterivel nkayici hastahigr olan, kronik iskemik istirahat
agrisi, tser veya gangren bulunan tiim hasialar icin kullamiabilir,

Kritik bacak iskemisi ferimi kromikligi belirtir ve akut bacak
iskemisinden avirt edilmelidir (Cok giiciii dneri)



Oneri C-2:

Kritik bacak iskemili hastalarda kardivovaskiiler risk modifikasvonu

a. Krifik bacak iskemisi olan film hastalar kardivovaskiller risk
acisindan degerlendirilmelidir (Giiglil dneri)

b. Krinik bacak iskemisi elan hastalara, kardivovaskiller risk
fakidrieri vintinden agresif tedavi vapilmaldir (Cok gilclil Gneri)

Oneri C-3:

kritik bacak iskemisinin klinik takibi

a. Daha onceden KBI tamsi konulmus olan hastalar viksck
olasihkl rekdirrens ithtimaline karst bir damar cerralu tarafindan

yilda ki kez degerlendiriimelidir (Zayif dneri)

b. Risk altindaki tiim hastalar KBI'nin objektif buleular acisindan
dilzenli ayak muayenesinden gecirilmelidir (Gilglil dneri)
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Kritik bacak iskemisi istirahat halinde
bile arteriyel akim yetersizligi

nedeni ile dokularin kronik olarak
yetersiz beslenmesi durumu olup,
iIskemik istirahat agrisi, iskemik cilt
lezyonlari, ve 2 haftadan daha fazla
surede iyilesmeyen ulser veya gangreni
olan hastalari tanimlar



Kritik bacak iskemisi

ayak bilegi basincinin 50 mmHg,

ayak bas parmagi basincinin 30 mmHg'nin
altinda

veya AKI| <0.4 oldugu tablo olarak tanimlanir.



Fontaine

Rutherford

Evre Klinik

l(atcgori

Klinik

| Asemptomatik
lla Hafif Klodikasyon
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Asemptomatik

Hafif klodikasyon
Orta klodikasyon
Ciddi klodikasyon
iskemik istirahat agnsi
Minor doku kayb
Major doku kaybi




Ayak Bilegi / Kol Indeksi (ABI)

1,2 : Normal

0.89 : Hafif damar hastaligi
0,69 : Orta damar hastaligi
Siddetli damar hastaligi

~ © Pressure recorded
ln' the brachial artery
a

-

-

' 0,9-
« 0,7-
°0,4
0.4:

v

o Doppler ultrasound
amplifies the sound

of arterial blood flow

— Bleod pressure cuff

o

Pressure recorded

in arteries of the ankie
after each arterial flow
is located

Brachial
artery

157 @ sound of arterlal
blood flow

Iocamt.l in ankla \,\<

Doppler




ABI'de Degerlendirme

istirahat ABI Hastaligin siddeti

Kalsifikasyon bulunabilir

Muhtemelen arteriyel
hastalik yok

Belirgin arteriyel hastalik
yvok, veya hafif/belirgin
olmayan hastalik var

0.81-1.00

Orta derecede hastalik
Siddetli hastalik

Kritik iskemi




Component

w (WWound)
I {lschazmia)

fl (foot Infection)

Score

W P

Ll Rd = 3 Ll PR = 3

Description

Mo ulcer (ischaemic rest pain)

Small, shallow ulcer on distal leg or foot without gangrene

Deeper ulcer with exposed bone, joint or tendon + gangrenous changes limited to toes
Extensive deep ulcer, full thickness heel ulcer + calcaneal involvement £ extensive gangrene

ABI Ankle pressure (mmHg) Toe pressure or TcPO;
=0.80 ~ 100 =60

0.60—0.79 JO—100 A40—59

0.40—0.59 50—70 3a0—39

= 0.40 =50 =30

Mo symptoms/signs of infection

Local infection involving only skin and subcutaneous tissue
Local infection involving deeper than skin/subcutaneous tissue
Systemic inflammatory response syndrome



Component

w {(WWound)
I {Ischasmia)

fl (foot Infection)

Score

WEI N P

L Pod = D WD B = D

Description

Mo ulcer (ischaemic rest pain)

Small, shallow ulcer on distal leg or foot without gangrene

Deeper ulcer with exposed bone, joint or tendon + gangrenous changes limited to toes
Extensive deep ulcer, full thickness heel ulcer + calcaneal involvement £ extensive gangrene

ABI Ankle pressure (mmHg) Toe pressure or TcPO5
>0.80 ~ 100 =60

0.60—0.79 JO—100 A40—59

0.40—0.59 50—70 3a0—39

= 0.40 =50 =30

MNo symptoms/signs of infection

Local infection involving only skin and subcutaneous tissue
Local infection involving deeper than skin/subcutaneous tissue
Systemic inflammatory response syndrome

65 yasinda erkek hasta

DM +

Ayak bagparmaginda gangrenoz yara ve selulit benzeri tablo

Ayak bagparmagi basinci 30 mmHg

Sistemik enfeksiyon yok

Wound 2, Ischaemia 2, foot Infection 1 (WIfl 2-2-1).
Yuksek amputasyon riski
Revaskularize et, yara tedavisi, enfeksiyonla mucadele



Kardiyovaskuler ve serebrovaskuler mortalite ve morbiditeyi

azaltmak
Ekstremiteyi kurtarmak

Semptomlari gidermek, yarime kapasitesini artirmak ve

yasam Kalitesini dizeltmek.



Risk faktorlerinin kontrolt
Egzersiz tedavisi
“‘Antiplatelet” tedavi

Semptomlara yonelik medikal tedavi

Revaskularizasyon



1- acik cerrahi ustalari

2- aclk cerrahiyi kullanmalarina ragmen
endovaskuler tedavi ve hibrid tedaviyi
seven grup

3- her ne kosulda olsun “once
endovaskuler’diyenler

Hangisi dogru?



Literatur?

Bypass versus angioplasty in severe ischaemia of the leg
(BASIL): multicentre, randomised controlled trial
BASIL trial participants*

Lancet 2005

27 Iingiliz hastanesinden 452 hasta

Infrainguinal

Primary endpoint = amputasyon

5.5 yil
228 hastanin 195 (86%)i bypass cerrahisi ve 224 hastanin 216
(96%) si1 balon anjioplasti

1yi1l sonunda

248 (55%) hasta amputasyonsuz hayatta,

38 (8%) hasta amputasyona hayatta

36 (8%) hasta amputasyon sonrasi exitus
130 (29%) hasta amputasyon olmadan exitus



Iki yontem kiyaslandiginda Amputasyon free survival agisindan
anlamh fark yok

llk 1 yil sonunda cerrahi maliyet daha pahali

Ancak supheler mevcut

Randomizasyonu etkileyen faktorler

Hasta sec¢imi rol oynamis,

Transluminal anjioplasti mi? Yoksa subintimal mi?

greft ven mi? PTFE mi?



Bypass versus Angioplasty in Severe Ischaemia of
the Leg (BASIL) trial in perspective

Andrew W. Bradbury, BSc, MD), MBA, FRCSEd, on behalf of the BASIL trial Investigators and
Participants, Bermingham, United Kingdom

2 yildan daha az yagsam beklentisi olan hastalara endovaskiiler

2 yildan daha fazla beklentisi olan hastalara cerrahi

Muluadisciplinary teamwork. BASIL strongly sug-
gests that the best outcomes for SLI are achieved when
vascular surgeons and interventional radiologists work
closely together with other professionals as part of a
multidisciplinary team in specialized, high-volumes cen-
ters (http:/ /www.vascularsocietv.org.uk,/).



Seminars in
ASCULAR

SURGERY

D

Bypass versus Angioplasty in Severe Ischaemia

of the Leg (BASIL) Trial: What Are Its Implications?

Andrew W. Bradbury, BSc, MD, MBA, FRCSEd

ife, In the short-term, BSK was significantly mare morbid and expensive. However, for
those patients who survived for 2 years after randomization, initial randomization to a

BSX-first strateqy was associated with a significant increase in subsequent OS of about 7
rnunths and a nonsignificant increase in subsequent AFS of about 6 months. Vein BSX

months and a nc:-nmgnlflcant increase in suhsequent AFS of about 6 months. Vein BSX
performed significantly better than prosthetic BSX in terms of AFS but not OS. For most
patients BAP also appears preferable to prosthetic BSX. Patients who underwent BSX after
a failed BAP-first strategy did not fare as well as those who received BSX as their first
procedure. Patients who are expected to live less than 2 years should usually be offered
BAP first, especially when the alternative is prosthetic BSX. Those expected to survive
beyond this time horizon (approximately 75% of the BASIL cohort) should usually be
offered BSX first, especially where vein is available. Further RCTs to confirm or refute these
findings and recommendations are required.

Semin Vasc Surg 22:267-274 © 2009 Elsevier Inc. All rights reserved.




Eur J Vasc Endovasc Surg (2017) 54, 195—201

A Comparison of Outcomes in Patients with Infrapopliteal Disease
Randomised to Vein Bypass or Plain Balloon Angioplasty in the Bypass vs.
Angioplasty in Severe Ischaemia of the Leg (BASIL) Trial

M.A. Popplewell *, H.0.B. Davies °, J. Narayanswami *, M, Renton °, A, Sharp °, G. Bate *, S. Patel ©, J. Deeks °, A.W. Bradbury °

* Department of Vascular Surgery, University of Birmingham, Birmingham, UK
® Heart of England Foundation Trust, Birmingham, UK
“Birmingham Clinical Trials Unit, University of Birmingham, Birmingham, UK

WHAT THIS PAPER ADDS

These data reconfirm the need for further publicly funded, unbiased, pragmatic randomised controlled trials,
such as BASIL-2 and BEST-CLI, to compare the clinical and cost effectiveness of infra-popliteal vein bypass and
best endovascular treatment in patients suitable for both interventions.



L

in the PBA group. There were no statistically significant differences in AFS or 05; however, clinically important
trends were apparent in favour of a VB first strategy. Patients allocated to VB demonstrated significantly quicker
relief of rest pain when compared with PBA (p = .005), but no significant differences in improved tissue healing.
Median length of index hospital admission was significantly greater in the VB than in the PBA group (18 vs. 10
days, p < .0001) but there was no difference between the two groups in median total hospital stay between
randomisation and the primary endpoint (VB 43.5 vs. PBA 42 days).

L

Conclusions: Further randomised trials, like BASIL-2 and BEST-CLI, are required to determine whether patients

with severe limb ischaemia who require IP revascularisation and who are suitable for VB should have bypass or
endovascular intervention as their primary revascularisation procedure.



Eur J Vasc Endovasc Surg (2018) m, 1—6

A Comparison of Clinical Outcomes Between Primary Bypass and Secondary
Bypass After Failed Plain Balloon Angioplasty in the Bypass versus
Angioplasty for Severe Ischaemia of the Limb (BASIL) Trial

Lewis Meecham *, Smitaa Patel °, Gareth R. Bate °, Andrew W. Bradbury °

* University Department of Vascular Surgery, Heart of England MHS Foundation Trust, UK
" Birmingham Clinical Trials Unit, Birmingham University, UK

WHAT THIS PAPER ADDS

Angioplasty has been seen as a “free shot” at revascularisation of chronic limb threatening ischaemia. This work
suggests that patients requiring secondary bypass after failed initial angioplasty do significantly worse than
those who undergo primary bypass surgery.

Conclusion: In the BASIL trial, clinical outcomes following PB were significantly better than in patients undergoing
SB after failed PBA. Prior to treating patients with CLTI with primary PBA, clinicians should consider that if this
should fail, the outcome of attempted subsequent bypass is likely to be significantly worse than if PB were
attempted.



Fopplewell et @, Trigls (20181 17:11

Lol 10.1186/513063-015-1114-2 Trials

@ CrosshMark

Bypass versus angio plasty in severe
ischaemia of the leg - 2 (BASIL-2) trial:
study protocol for a randomised controlled

trial

Matthew A, Popplewell”, Huw Davies', Hugh Jarrett®, Gareth Bate', Margaret Grant®, Smitaa Patel’, Samir Mehta®,
Lazaros Andronis”, Tracy Roberts®, Jon Deeks®, Andrew Bradbury' and on Behalf of the BASIL-2 Trial Investigators



Ven bypassi ile “en iyi endovaskuler tedavi”’ kiyaslamasi

Randomisation ]
I
Surger y within -
‘Vein bypass surgery first’ strategy zrge 1‘; = Endovascular treatment (balloon

angioplasty+/-stenting) first’ strategy
randomisation

Follow-up by ressarch nurses at1, 3, 6, 9,12, 18, 24,
30, and 36 months after randomisation

Each assessment comprises: status of patient (death
and cause) and trial lag (major amputation),pulses,
ankle pressures, toe pressures,pain score, medication
review, healing of tissue loss and minor amputations,
HRGQ L, primary and secondary healthcare and social

care usage and costs, other morbidity, crossover and
re-interventions

Economic analysis Economic analysis

Late follow-up conducted through national
registries and case record review

Major amputation/death

Major amputation/death



Iriclusion criteria

Exclusion criteria

Have severe limb ischasmia due to infra-popliteal +/~ femomopoplieal disease

Be judged by respansible clinicians {consultant vascular surgean, interventional
radiolagist, and diabetologists) warking as part of a multi-disciplinary team to require
early revascularisation in addition to best medical therapy, foot and wound care,

Have adequate inflow ta suppart the randomised infra-popliteal intervention
lif nat, patients can be randomised to have their allocated infra-popliteal
intervention at the same time ar after the inflow procedure).

Be judged suitable for both vein bypass and best endovascular treatment following
diagnaostic imaging and a formal documented multi-disciplinary team meeting.

Have an anticipated life expectancy of < & marths

Are urable to provide consent due to incapacity

Are a ror-English speaker where translation services are
inadequate to provide informed consent

Are judged unsuitable for either revasculanisation strategy
by the resporsible dinician

lissue loss considered to be primarily of venous astiology




SemMINARS IN VascurLar Surcery 27 (2014) B2-8B4

Available online at www.sciencedirect.com

ScienceDirect
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www.elsevier.com/locate/semvascsung

The BEST-CLI trial: a multidisciplinary effort to
assess whether surgical or endovascular therapy is @Cmm
better for patients with critical limb ischemia

Matthew T. Menard, MD®*, and Alik Farber, MD"

“Division of Vascular and Endovascular Surgery, Brigham and Women’s Hospital, Boston, MA 02115
“Division of Vascular and Endovascular Surgery, Boston Medical Center, Boston, MA 02118

Kuzey Amerika 120 merkez , 2100 hasta

Cift kohort design
1. Kohort 1620 hasta ve UYGUN SAFEN VEN
2. Kohort 480 hasta ve UYGUN OLMAYAN SAFEN VEN



BASIL (65)

BASIL Il

BEST-CLI (117)

Population
No. of patients
Follow-up
Design
Primary endpaints
Results

Passible limitations

Rutherford classes IV, ¥, and V| due
to infrainguinal disease

452 patients
Mean of 3.1 yrs

Bypass surgery or balloon
angioplasty

Time to major (above the ankle) limb
amputation or death from any cause

No significant difference in short- or
long-term between 2 approaches

Selection bias with significant
exclusions

® Angioplasty only
m Possibly underpowered

Hemodynamic parameters not
included

m Synthetic bypass included
® One-third of the patients were not

included on antiplatelet agents and
two-thirds were not on statin therapy
Level of operator experience
unknown

Rutherford classes IV, V, and VI
due to infrainguinal disease

Aims to recruit 600 patients
Aims for a mean over 3 yrs

Saphenous vein bypass or any
endovascular procedure

Time to major (above the ankle)
limb amputation or death from
any cause

Not yet available

Hemodynamic parameters not
included

Heterogeneity of endovascular
options

Operator experience unknown

Rutherford classes|V, V, and VI
due to infrainguinal disease

Aims for 2,100 patients
From 2 to 4.2 yrs

Saphenous vein bypass vs,
endovascular procedure, also
smaller subset with PTFE

MALE (amputation above the
ankle or major reintervention)
or death from any cause

Mot vet available

Broad heterogeneity of
allowed endovascular revascu-
larization options; defining the
“best treatment” is left to each
interventionist's discretion

m Operator experience
m Nocore laboratory adjudication

for angiographic data



Endovascular Therapy Versus Bypass
Surgery as First-Line Treatment Strategies

for Critical Limb Ischemia
Results of the Interim Analysis of the CRITISCH Registry

Theodosios Bisdas, MD, PuD,*® Matthias Borowski, PuD, Konstantinos Stavroulakis, MD,?
Giovanni Torsello, MD,*" for the CRITISCH Collaborators

METHODS Between January 2013 and September 2014, 1,200 CLI patients (Rutherford 4 to 6) from 27 vascular centers
wereenrolled. The selection of the first-line treatment was left completely to the discretion of the responsible physician. The
primary composite endpoint was amputation-free survival (AFS), that is, time to major amputation and/or death from any
cause. A pre-specified interim analysis aimed at showing noninferiority of the endovascular therapy versus bypass surgery as
to the hazard ratio (HR) of AFS (noninferiority bound =1.33; interim o = 0.0058). Time-to-event analyses of major ampu-
tation, death, and the composite endpoint of reintervention and/or above-ankle amputation were also conducted.

RESULTS Endovascular therapy was applied to 642 (54%) and bypass surgery to 284 (24%) patients. Median follow-up
time was 12 months in both groups. One-year AFS was 75% and 72%, respectively. The noninferiority of endovascular
therapy versus bypass surgery for AFS was confirmed (HR: 0.91; upper bound of 1-sided (1 — 0.0058) confidence interval
[C1]:1.29; p = 0.003). An impact of the treatment strategy on time until death (HR: 1.14; 95% Cl: 0.80 to 1.63;

p = 0.453), major amputation (HR: 0.86; 95% C1:0.56 to 1.30; p = 0.463), and reintervention and/or above-ankle
amputation (HR: 0.89; 95% Cl: 0.70 to 1.14; p = 0.348) was not observed.
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Eur J Vasc Endovasc Surg (2017) m, 1—64

2017 ESC Guidelines on the Diagnosis and Treatment of Peripheral Arterial
Diseases, in collaboration with the European Society for Vascular Surgery
(ESVS)

Document covering atherosclerotic disease of extracranial carotid and vertebral, mesenteric, renal, upper and lower extremity
arteries

Endorsed by: the European Stroke Organization (ESO)

The Task Force for the Diagnosis and Treatment of Peripheral Arterial Diseases of the European Society of Cardiology (ESC) and
of the European Society for Vascular Surgery (ESVS)

Authors/Task Force Members °, Victor Aboyans +, Jean-Baptiste Ricco +, Marie-Louise E.L. Bartelink, Martin Bjorck,
Marianne Brodmann, Tina Cohnert, Jean-Philippe Collet, Martin Czerny, Marco De Carlo, Sebastian Debus,

Christine Espinola-Klein, Thomas Kahan, Serge Kownator, Lucia Mazzolai, A. Ross Naylor, Marco Roffi, Joachim Réther,
Muriel Sprynger, Michal Tendera, Gunnar Tepe, Maarit Venermo, Charalambos Vlachopoulos, lleana Desormais



Recommendations Class” Level”
An endovascular-first strategy is recommended for short (i.e. <5 cm) occlusive lesions.” I

In patients fit for surgery, aorto-(bi)femoral bypass should be considered in aorto-iliac lla

occlusions.” ™

An endovascular-first strategy should be considered in long and/or bilateral lesions in patients with lla

severe comorbidities,” """

An endovascular-first strategy may be considered for aorto-iliac occlusive lesions if done by an 11+]

experienced team and if it does not compromise subsequent surgical options,” ™% #5550

Primary stent implantation rather than provisional stenting should be considered.” lla

Open surgery should be considered in fit patients with an aortic occlusion extending up to the renal lla

arteries.

In the case of ilio-femoral occlusive lesions, a hybrid procedure combining iliac stenting and femoral lla C
endarterectomy or bypass should be considered.”’ "

Extra-anatomical bypass may be indicated for patients with no other alternatives for [1+] C

: ; 301
revascularization.




Recommendations on revascularization of femoro-popliteal occlusive lesions”

Recommendations Class” Level”
An endovascular-first strategy is recommended in short (i.e. <25 cm) lesions.”™ |
Primary stent implantation should be considered in short {i.e. <25 cm) lesions -0 lla
Drug-eluting balloons may be considered in short (i.e. <25 cm) lesions. ~° 10 lib
Drug-eluting stents may be considered for short (i.e. <25 cm) lesions, ™™=~ lib
Drug-eluting balloons may be considered for the treatment of in-stent restenosis.” lib
In patients who are not at high risk for surgery, bypass surgery is indicated for long (i.e. =25 cm) I
superficial femoral artery lesions when an autologous vein is available and life expectancy is =2 years.

The autologous saphenous vein is the conduit of choice for femoro-popliteal bypass. ™™ I
When above-the-knee bypass is indicated, the use of a prosthetic conduit should be considered in the lla
absence of any autologous saphenous vein.”

In patients unfit for surgery, endovascular therapy may be considered in long (i.e. =25 cm) femoro- lib
popliteal lesions.™




Recommendations on revascularization of infra-popliteal occlusive lesions

Recommendations

Class”

Level”

In_the case of CLTI, infra-popliteal revascularization is indicated for limb salvage.

=3B

For revascularization of infra-popliteal arteries:
e bypass using the great saphenous vein is indicated

e endovascular therapy should be considered.”” **°

1 Tl rhranie limbh thraatanine icechaamaia



T

Fain control, risk facter management, wound care, antibiotics if needed, drainage of septic foot if needed

-

| Patient candidate for revascularization®

¥

Urgent imaging |

Revascularization feasible

Stenotic lesions,
short occlusions

Leng occlusions

Mo G5V or
increased risk for

open surgery

v

Endovascular first

Rewvascularization not feasible

GSY available
and patients fit

for surgery®

b

|

Bypass first

Successful revascularization -

L

Wound care

Maintenance of
revascularization

Mew procedures if mandatory

Management of risk factors

.

Failure

Failure

Impossible

Amputation mandatory?

Tes

Amputation

Rehabilitation

Ma

Pain contral,
Wound care
Management of
risk factors




Type A

Endovascular treatment of choice

Type C

Currently, surgery treatment is more
often used but insufficient evidence
for recommendation

A

-
‘Type B

Currently, endovascular treatment is
more often used but insufficient
evidence for recommendation

A YA VA

Type D

Surgical treatment of choice

AYAYA
A



Type A Lesions
« Single Stenosis <10 cm in Length
« Single Oclusion <5 cm in Length
1 PS> 4] [\

Type B Lesions
* Multiple Lesions (Stenoses or Occlusions),

Each <5 cm
« Single Stenosis or Occlusions <15 cm
Not Involving the Infrageniculate Popliteal Artery
« Single or Multiple Lesions in the Absence
of continuous Tibial Vessels to Improve Inflow
for a Distal Bypass ,] N /N I\

« Heavily Calcified Occlusion <5 cm in Length
« Single Popliteal Stenosis

Type C Lesions
» Multiple Stenoses or Occlusions Totaling >15 cm
With or Without Heavy Calcification
* Recurrent Stenoses or Occlusions That Need
Treatment After 2 Endovascular Interventions /1 [\

Type D Lesions
* Chronic Total Occlusions of CFA or SFA
(>20 cm, Involving the Popliteal Artery)
* Chronic Total Occlusion of Popliteal Artery
and Proximal Trifurcation Vessels
TR
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287 hasta 1istirahat agrisi, lilser, nekroz

Ort. Yas 68.7

216 hastaya revaskularizasyon
33 hasta primer amputasyon

[mi

114 54 21

27 hastada DM veya KBY yok



AglK CERRAHI 101 hasta BASKENT UNIVERSIT

Aortobifemoral bypass: 4 hasta
lliofemoral bypass : 7 hasta (4 hastaya endovaskiiler infrapopliteal girisim)

Femoral endarterektomi : 4 hasta ( 3 hastaya endovaskiler infrapopliteal
girisim)

Femoro femoral crossover bypass: 3 hasta
Axillo-unifemoral bypass:1 hasta

Suprapopliteal femoropopliteal bypass: 49 hasta (14 hastaya crural
endovaskiuler girigsim, 8 hastaya iliak artere girigim)

Femoro-crural bypass: 22 hasta (5 hastaya iliak artere girisim)
Popliteopedal bypass: 11 hasta

34 hasta hibrid
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ENDOVASKULER 115 hasta

59 hastaya iliak artere girisim (hepsine iliak stent) ve diz alti balon

56 hastaya endovaskuler infrapopliteal girisim



CERRAHI

ENDOVASKULER

BASKENT UNIVERSI

KBY 23 hasta (%22.7) 31 hasta (%26.9)
DM 63 hasta (%62.3) 51 hasta (%44.3)
KBY +DM 8 hasta (%7.9) 13 hasta (%611.3)
Yas 67.4 = 11.2 65.1 = 9.8

greft ve flap 18 hasta (%17.8) 22 hasta (%019.1)
HBO 1 14 hasta (%13.8) 17 hasta (14.7)
EGF 9 hasta (%38.9) 13 hasta (%11.3)

Koroner arter hastahgi

17 hasta (%016.8)

24 hasta (20.8)
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BASKENT UNIVERSI

CERRAHI (101)

ENDOVASKULER (115)

Gec¢ Mortalite

7 hasta (%06.9)

9 hasta (%67.8)

Gec donem Amputasyon

14 hasta (%13.8)

21 hasta (%18.2)




Yatis sureleri arasinda fark yok (24- 71 gun)
Takip suresi 34.3 5 ay

Hastane mortalitesi cerrahi grupta 3 hasta

Endovaskuler grupta 2 hasta BASKENT UNIVERSITESI

Cerrahi grupta ge¢ mortalite 7 hasta
Endovaskiler grupta 9 hasta

Amputasyon yapilmadan sagkalim cerrahi grupta 1, 2 ve 3.
yilda

%82, % 78 ve %75

Ge¢ donem Amputasyon yapilmadan sagkalim endovaskiler
grupta 1, 2 ve 3. yilda
%85, % 79 ve %68

Endovaskilerde, ikinci girisim daha fazla (%12 vs % 5.9)
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Heparin bagl pohtetraflorcedilen greftler
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<>

BASKENT UNIVERSITESI




Ne degisti?

Diz altindaki 3 arterden birinin
revaskularize edilmesi yeterli mi?

Angiosom?



1: Post tibial A 4: Ant tibial A

Dorsalis Pedis A

3: Lateral
! Plantar A
B




Surgical risk
Life expectancy
Severity of ischemia

Anatomic pattern

Vein availability

Average (<5%)

= 2 years

Major tissue loss
Multi-level, TASC C/D

G SV or good quality
alternative vein

l

BYPASS
FAVORED

High
Limited
Minorulcer

Single level
TASC A/B/C

Inadequate vein

l

ENDO

FAVORED
(Or Hybrid)



Tekrar tekrar islem ?

Bobrek koruma ve kompanse bobrek
hastaligi?

Hastayl ameliyattan kurtarma kavrami?

Cok uzun yatis suresi



Uzun tedavi ve takip suresi

Yuksek nuks orani

Cerrahi yontem

Disiplinler arasi koordinasyon zorlugu
Maliyet?

Rehabllitasyon



Revaskularizasyon
Anjioplasti
Endovaskuler Tedavi

Endokrinoloji

Nefroloji

Major Amputasyon

Osteomyelit
Yara yeri enfeksiyonu
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