
In addition to ongoing telemetry to 
examine for paroxysmal atrial fi brillation, 
the next investigation for Mr NP is a coro-
nary angiogram to identify the source of his 
left  ventricle wall motion abnormalities. 

Mr NP undergoes coronary angiography 
via a right radial approach to avoid his 
lower limbs. Left ventriculography is not 
performed, as it would require passing a 
catheter into the left ventricle with the 
potential to dislodge further thrombus. 
The angiogram reveals a   high-grade 
stenosis in the proximal left anterior 

descending artery (Figure 4). The remaining 
arteries have minor stenosis only. 

What is the diagnosis? 
Th e conclusion is that Mr NP suff ered a myo-
cardial infarction in the left  anterior descend-
ing artery 12 months previously. He did not 
experience any chest pain at the time because 
of the altered or atypical pain sensation that 
occurs with diabetic neuropathy. 

Mr NP undergoes successful percutaneous 
coronary stenting and commences 
warfarin in addition to the heparin infusion 
and antiplatelet therapy.

Can the leg be salvaged? 
Given the fi ndings at embolectomy there is 
concern about the viability of Mr NP’s foot. 
In particular, the inability to establish fl ow 
below the ankle makes it unlikely that the 
foot would survive. Over the following days, 
the foot is observed for signs of demarcation 
(Figure 5). Eight days postoperatively, a 
 distinct line appears between dusky, non-
viable skin distally and pink perfused skin 
proximally. Th is line of demarcation is at 
the level of the heel on the plantar surface 
of the foot. 

All of this nonviable tissue needs to be 
removed. Selection of the amputation level 
is a balance between creating a stump prox-
imal enough to ensure a well-healing wound, 
but also distal enough to preserve functional 
length. Although Mr NP has a well-perfused 
ankle, this joint would be an unstable base 
for a prosthesis. In this situation, a below-
knee amputation provides the most appro-
priate point for the stable fitting of a 
functional prosthesis.

Outcome: After undergoing a below-knee 
amputation, Mr NP recovers smoothly 
and the wound heals well. Of particular 
note, he becomes highly motivated in 
looking after himself after this episode, 
including adherence to antiplatelet, 
warfarin and statin therapy. He feels 
concerned about how his previous poor 
health decisions have affected the lives 
of those around him. 

Mr NP successfully undergoes 
rehabilitation and becomes independent 
with his activities of daily living. He 
mobilises using a custom-fi tted lower 
limb prosthesis. Following review with 
an endocrinologist, he starts insulin 
during his inpatient stay and achieves 
glycaemic control. He aspires to 
return to the workforce in an offi ce 
environment. 

You see him regularly for INR checks 
and refer him for surgical follow up 
and surveillance transthoracic 
echocardiography of the left ventricle 
thrombus. You also initiate regular 
ophthalmic, renal and podiatry reviews 
and encourage Mr NP to attend his 
dentist. He and his wife are grateful that 
you recognised the urgency of his initial 
presentation. CT

COMPETING INTERESTS: None.

Figures 2a and b. Intraoperative angiograms 
showing fl ow in predistal (a, left) and 
postdistal (b, right) thrombectomy. The 
anterior tibial artery is patent from the 
beginning.

Figure 3. Transthoracic echocardiograms 
showing left ventricular thrombus in a patient 
with diabetes and apical akinesis.

Figure 4. Coronary angiogram showing an 
eccentric high-grade carotid stenosis (arrow) 
in the proximal left anterior descending 
artery in the patient with left ventricular 
thrombus.

Figure 5. Demarcation of 
Mr NP’s right foot. Note 
the extravasation through 
damaged capillaries, 
causing the fi xed colour 
change. There is a 
glyceryl trinitrate patch on 
the foot to assist local 
vasodilation.

OCTOBER 2017, VOLUME 7, NUMBER 2  CardiologyToday 25

Emergency med_May_Ischaemic leg.indd   25 22/09/2017   5:05 PM


