ARTERIAL OCCLUSIVE DISEASE
These set of notes will deal with the acute lower limb occlusion, visceral and extra-cranial arterial disease. For notes on chronic arterial insufficiency visit: http://www.rajad.alturl.com. 

PATHOPHYSIOLOGY OF ACUTE LL ISCHAEMIA (Essential Surgery 2nd Ed, pp 474, Fig 26.14)
The acutely ischaemic lower limb is due to two main causes: 1) embolism, 2) thrombosis. 
Emboli most commonly arise from: 1) heart (atrial fibrillation, mitral stenosis, MI --> mural thrombus). The common sites of obstruction is at bifurcation (aortic, iliac, femoral). 
Thrombosis occurs due to 2nd thrombus formation on atheroma. Occasionally widespread thrombosis occurs in the absence of atherosclerotic disease --> OCP, thrombocythaemia, polycythaemia rubra vera, leukaemia. 
The pathophysiology of acute LL ischaemia relies on the concept that collaterals are not formed fully (not enough time to form these) --> the worse place for collateral formation is popliteal artery. 

CLINICAL FEATURES OF ACUTE LL ISCHAEMIA (Essential Surgery 2nd Ed, pp 475)

Think back to chronic arterial insufficiency notes, which describe some of the clinical features seen in vascular disease. The acutely cold foot: The 5P’s: pain, pallor (distal to obstruction), pulselessness (distal to obstruction), parathesia (eventually loss of sensation occurs due to nerve ischaemia), paralysis (severe ischaemia). Important to look at the cause of blockage --> associated CVS risk factors. 
PRINCIPLES OF MANAGEMENT OF ACUTE LL ISCHAEMIA (Essential Surgery 2nd Ed, pp 475)

The management relies on whether its embolism or thrombosis:
· History and examination may provide clues (i.e.: one leg affected and the other leg well perfused --> most likely embolism, depending on other findings).

· Anticoagulant therapy --> IV bolus heparin
· FBC / Thrombophilia screening --> blood disorders
· Arteriography --> is it embolism / thrombosis?
· Embolism: embolectomy --> using catheter (note: usually there is no stenosis --> no angioplasty required). 
· Thrombosis: Lyse the thrombous (thrombolytics: streptokinase, urokinase, rtPA) --> inject locally --> 4-24 hrs later clot lyses. Underlying stenosis can then be treated with angioplasty. 
UPPER LIMB ISCHAEMIA (Essential Surgery 2nd Ed, pp 488)
Upper limb ischaemia do not occur as commonly as LL ischaemia because of rich collateral supply. Usually the main syndrome is: thoracic outlet compression. Clinical features: pain (especially is arms held up), pallor, decreased pulse. 
The subclavian artery passes between the 1st rib and clavicle. This space is tight, so any decrease in space will obstruct (partially / fully) the subclavian artery --> claudication symptoms + neurological symptoms (T1 distribution). Causes: congenital cervical rib, healed fracture, excess muscle build, unknown cause. Complications: apart from the ischaemic complication --> the posty-stenotic area becomes dilated --> post-stenotic dilatation --> collects thrombus --> embolise --> further ischaemia. 
EXTRA-CRANIAL ARTERIAL INSUFFIENCY (Essential Surgery 2nd Ed, pp 489)

The bifurcation of the carotid artery is the most common extra-cranial site of pathology. This is commonly atherosclerotic plaques. 
PATHOPHYSIOLOGY

Atheroma build up --> platelet aggregation --> embolise --> TIA (transient blindness, amaurosis fugax) / Stroke. Post-stenotic dilatation also occurs. Cerebral blood flow is critical is obstruction is >=65-70%. 
INVESTIGATION

Duplex ultrasound is gold standard. It can measure the degree of stenosis + blood flow velocity. If obstruction is >=65-70% --> warrants further investigation (angiogram)/surgical treatment. 

TREATMENT

Treatment is between medical antiplatelet therapy & surgical. Medical treatment relies on aspirin (up to150mg daily) --> warranted if a significant obstruction <=60% is found. If the obstruction is >65-70% then surgical intervention is warranted (studies have shown a significant reduction in annual stroke rate when surgery is used). 
The surgery is called carotid endarterectomy. Procedure: The carotid bifurcation is open longitudinally --> a bypass tube is inserted between common carotid and distal to obstruction (maintain cerebral blood flow) --> atheromatous plaque and thrombus removed --> carotid directly stitched up / vein patch used to maintain diameter. The patient is anticoagulated during operation.  
RENAL ARTERY STENOSIS (Essential Surgery 2nd Ed, pp 492)
Epidemiology: Quite uncommon. Two pt groups, 1) young (fibromuscular hyperplasia), 2) old (atherosclerosis). 
Clinical features: renal impairment (incidental finding), hypertension

Treatment: ballon angioplasty (fibromuscular hyperplasia --> reacts well, atherosclerosis --> renal impairment corrected, but hypertension may/may not be corrected). 
Source: http://www.rajad.alturl.com 


