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Introduction

PAD isdue to atherosclerosis of upper or
more commonly lower limb arteries

Spectrum of presentation

Management depends on clinical features




Risk Factors

Age and sex

Family history
Smoking

Lipids

Hypertension
Exercise
Haematological Age and sex
variables

Glucose metabolism
Homocysteine
Antioxidant vitamins
Alcohol




Risk Factors

Age and sex
— Prevalence of PAD increases with age
— More common in men

Family history
— IHD isarisk for PAD
— Not due to conventional risk factors




Smoking

Four-fold increase in risk compared to non-
smokers

Single most important risk factor

Preventabl e cause of disease therefore all
patients must be advised to stop

Adjuncts to smoking cessation
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Lipids

Raised cholesterol increases odds by 0.9 to
2.2

L ower than for current smoking

|mportance of HDL — inversely related to
PAD

Aimto lower LDL and TGs, raise HDL




Clinical Presentation

Acute i1schaemic limb
— Sudden onset painful pulseless limb

Chronic arterial disease
— Intermittent claudication
— Rest pain

— Gangrene and ulceration




Acute Ischaemic Limb

Sudden onset paininleg
Leg feels cold

May have numbness and/or pins and
needles

Reduced movement in leg — feels dead or
heavy




Acute Ischaemic Limb

Viable

— Cool and pale but no sensory or motor deficit
— Some capillary refill

Non-viable

— Fixed blue staining of skin

— Absent sensation and no movement
— Legisdead and beyond salvage




Treatment

Viable leg

— Anti-coagulate and angiography ASAP

— May need thrombolysis or surgery but may settle
Threatened leg

— Immediate surgery (embolectomy or bypass)

— On-table angiography

Non-viable leg

— Amputation or TLC if very unfit patient




Chronic Arterial Disease —
Intermittent Claudication

Pain on walking a given distance

Paln settles with rest but recurs on further
walking

Reduced ABPI at rest or post-exercise

Management Is conservative
— Stop smoking

— Keep walking

— Take aspirin (and statin)




Chronic Arterial Disease —
Rest Pain / Tissue Loss

Pain at rest especially lying flat in bed
May have ulceration or gangrene

Usually history of intermittent claudication
May be diabetic




Presentation

Chronic critical
ISchaemia
“Sunset” foot

Pale on elevation but
red on dependency

Absent pulses




Presentation




Investigation

ABPI reduced at rest — usually <0.5

Refer

Arterial Duplex
Angiography




Measuring ABPI
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Angloplasty
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Operation
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