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Epidemiologie

* Prevalence AOMI 3% EU et 10% USA/ 15% et 20% >70 ans
e Diabete: 1/11 adulte dans le monde/ 537 millions

* En augmentation: 783 millions en 2045

* 34% ont risque d’ulcere au cours de la vie

* France 2014: 500.000 patients ALD pour AOMI

* prevalence diabete Reunion 8,82%/ 4,46% Paris (source data Ameli
2021)

* Risque d’amputation x24
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Fig 13.1.
International Diabetes Federation global diabetes projections. (From the International

Diabetes Federation. IDF diabetes atlas. 7th ed. Brussels, Belgium: International Diabetes
Federation; 2015.)
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Couts

* [schémie chronique severe: 12 milliards/ an aux US

e Diabete =9 milliards 2021 en France

* Colit patient amputé > colt patient revascularisé

Mustapha JA, Katzen BT, Neville RF, et al. Determinants of long-term outcomes and costs in the management of critical imb
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Ischémie Chronique Sévere

Douleur de Trouble trophique Hémodynamique

décubitus = > 2 semaines - IPS<0.4

S 9 . = Gangrene ou ulcére ischemique = P. orteil < 30mmHg
SaPcUiics * TcPO2 < 30mmHg




W|f| (Wound, Ischemia, foot Infection)

WOUND ISCHEMIA FOOT
INFECTION
WIf ULCER GANGRENE  ABI Toe Pressure
CLASS
None None >0.8 =260 mmHg None
Shallow None 0.6-0.79 40-59 mmHg Mild
Deep Digits 0.4-0.59 30-39 mmHg Moderate
Extensive Extensive <0.39 <30 mmHg Severe (SIR)

On classe chaque facteur sur une echelle de gravité de 0 a 3
Sur cette base, un stade WIfl est attribué




a, Estimate risk of amputation at 1 year for each combination

Ischemia — 0

Ischemia — 1

W-0 [ VL | VL

W-1 | VL | VL

W-2 |L |L

W-3 M | M
fI- | fI- | fI- | 1- | fI- | fI- | fI- | {I-
0 1 2 |3 |0 1 12 |3

Ischemia — 2

Ischemia — 3

b, Estimate likelihood of benefit of/requirement for revascularization (assuming
infection can be controlled first)

Ischemia — 0 Ischemia — 1
W-0 (VL | VL | VL | VL
W-1 VL | VL | VL | VL
W-2 | VL | VL | VL | VL
W-3 VL | VL | VL | VL
-0 | fI- | fI- | flI-
1 2 3

Ischemia — 2

Ischemia — 3

fI, foot Infection; I, Ischemia; W, Wound.

Four classes: for each box, group combination into one of these four classes

Very low = VL = clinical stage 1

Low = L = clinical staie 2

C

inical stage 5 would signify an unsalvageable foot






Hemodynamics and Probability of
Healing of a Diabetic Foot Ulcer

Toe Pressure
// TcPO,

60 80 100
mm Hg

Healing unlikely if toe pressure <55 mmHg
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Pronostic diabete + AOM|

* sauvetage de membre a 1 an sans chir = 50%/ avec >80%
* facteur de gravité = IRC:

* mortalité peri op =5%

* mortalité a1 an =40%

Forsythe RO, Apelgvist J, Boyko EJ, et al. Effectiveness of revascularisation of the ulcerated foot in patients with
diabetes and peripheral artery disease: A systematic review. Diabetes Metab Res Rev. 2020; 36(S1):e3279



AOMI et diabete

* Peu de collatérales

* Patient jeune

* Distale ++

* Pas de douleur

* Réponse inflammatoire altérée

* Calcifications

* Tres haut risque cardio vasculaire
* Risque majoré d’amputation

Prompers L, Huijberts M, Apelqgvist J, et al. Diabetologia. 2007,;50(1):18-25.



Urgent!

* pression a la cheville < 50mmHg
* |IPS<0,5
* pression orteil < 30mmHg

* TCPO2 < 25 mmHg

e < 2semaines

Noronen K, Saarinen E, Alback A, Venermo M. Eur J Vasc Endovasc Surg. 2017; 53(2): 206-213.

Hinchliffe RJ, Forsythe RO, Apelgvist J, et al. Diabetes Metab Res/Rev. 2020;36(Suppl 1):e3276



*Always consider urgent vascular imaging, and revascularization, in a patient with a diabetic foot ulcer
and an ankle pressure of <60 mmHg, ABI of <0.5, a toe pressure of <30 mmHg, or a TcPO2 of <25 mmHg

*Always consider revascularization in a patient with a diabetic foot ulcer and PAD, irrespective of the
results of bedside tests, when the ulcer is not healing within 4 to 6 weeks despite optimal management

°Do not assume diabetic microangiopathy, when present, is the cause of poor healing in patients with
a diabetic foot ulcer; therefore, always consider other possiblilities for poor healing. 50% des porteurs
ulcere diab ont aomi.

*Urgent imaging and treatment should also be considered in patients with PAD and higher pressure
levels, In the presence of other predictors of poor prognosis, including infection or large ulcer surface
area

Fitridge R, Chuter V, Mills J, et al. The Intersocietal IWGDF, ESVS, SVS guidelines on peripheral artery disease in people with diabetes

and a foot ulcer. Diabetes Metab Res Rev. 2024:e3686
Ince P, Game FL, Jeffcoate WJ. Diabetes Care. 2007; 30(3): 660-663

Hinchliffe RJ, Forsythe RO, Apelgvist J, et al. Diabetes Metab Res/Rev. 2020;36(Suppl 1):e3276



Traltement

* Arteriographie + angioplasties: gold standard
* Veine saphene interne?

Medial plantar
artery '

Anterior tibial artery ——+

Anterior tibial artery

Lateral plantar
artery

Peroneal artery

Dorsalis pedis artery

Lateral calcaneal branch |
of peroneal artery

Posterior tibial artery

Medial Calcaneal branch
Medial calcaneal branch of posterior tibial artery plantar artery Lateral plantar artery of peroneal artery

Schaper NC, et Al. Diabetes Metab Res Rev. 2012; 28 (S1): 218-224
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Surgery or Endovascular Therapy for Chronic Limb-
Threatening Ischemia BEST-CLI

A. Farber, M.T. Menard, M.S. Conte, J.A. Kaufman, R.J. Powell, N.K. Choudhry, T.H. Hamza, S.F. Assmann,*
M.A. Creager, M J. Cziraky, M.D. Dake, M.R. Jaff, D. Reid, F.S. Siami, G. Sopko, C.J. White, M. van Over,
M.B. Strong, M.F. Villarreal, M. McKean, E. Azene, A. Azarbal, A. Barleben, D.K. Chew, L.C. Clavijo, Y. Douville,
L. Findeiss, N. Garg, W. Gasper, K.A. Giles, P.P. Goodney, B.M. Hawkins, C.R. Herman, J.A. Kalish,

M.C. Koopmann, |.A. Laskowski, C. Mena-Hurtado, R. Motaganahalli, V.L. Rowe, A. Schanzer, P.A. Schneider,
J.J. Siracuse, M. Venermo, and K. Rosenfield, for the BEST-CLI Investigators

Best Endovascular vs Best Surgical Therapy
in Fatients with Critical Limb lschemia
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Principes traitement local

® Eviter milieu humide: multiplication des germes/ inflamation/ gangrene/ douleur

® Eviter les traumatismes (plaie et peau peri lesionnelle)

® proscrire pommade/hydrogel/hydrocolloide/ film polyuretane/ adhesif




Objectif du traitement local

® Assecher
® “momifier”
® limiter extension/ le niveau d’amputation






Amputation d’emblee

* Statut neurologique
* Pas de revascularisation possible
* Alite/ statut fonctionnel

* Qualite-projet de vie



Conclusion

® agressif dans |la prise en charge mais rester raisonnable

® Dris

® art

® surveillance/ suivi
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