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Managing acute limb ischaemia

Demands specialist care when caused
by thrombosis

Acute ischaemia of a limb classically presents with the six
p's-pain, pallor, pulselessness, paraesthesia, paralysis, and
perishing cold. Most commonly it is caused by an embolus,
but another important cause is thrombosis in arteries already
affected by occlusive disease. In the case of thrombosis the
presentation may be delayed for a few days because the
collateral vessels are well developed and carry some blood to
the limb. Distinguishing between the two causes of acute
ischaemia is important' 2because an embolus is readily treated
by embolectomy,' whereas the poorer outcome of thrombosis
may be improved by specialist management.4

Immediate measures are needed when the foot is white,
senseless, and totally ischaemic. Analgesia should be followed
by a bolus of heparin to prevent the clot propagating.
Emergency embolectomy will usually resolve the problem,
but if the result is unsatisfactory an arteriogram should be
done while the patient is still on the operating table. This
procedure may need to be followed by more distal exploration,
arterial reconstruction, or thrombolytic treatment."6 The
surgeon should not just accept that the embolectomy has
failed: the failure probably means that thrombosis rather than
embolism is the cause.

If thrombosis is suspected at the outset then an arteriogram
must be done. Sometimes this will point toward surgical
management, but more often there will be extensive occlusion
of vessels and thrombolytic treatment is now a recognised
method ofmanagement provided that the foot is viable. /-'The
cannula that is used to produce the arteriogram is advanced
into the thrombus and a low dose of streptokinase (about
5000 units an hour) passed through the cannula. The low dose
minimises the chance of systemic effects, but haematological
monitoring is essential. Once the thrombus has been lysed,
further arteriography will show underlying stenoses and
occlusions. These may be treated with angioplasty or bypass
grafting.9"' This modern management demands close cooper-
ation among vascular surgeons, radiologists, and haema-
tologists, which may not be possible in some hospitals.
Once the acute problem is over then a search should be

made for the source of any embolus; atrial fibrillation, for

instance, suggests that thrombus from the left atrium is the
source. Investigations such as echocardiography only rarely
help to identify the cause in other patients. " The source of the
embolus often remains obscure. There are surprisingly few
data on the long term effectiveness of treating patients who
have had emboli with anticoagulants or antithrombotic agents.
Sparse retrospective reviews suggest that recurrent embolism
is common and that anticoagulation reduces its incidence.'" 4
In a recent study of 1007 patients with atrial fibrillation
randomised to receive warfarin, aspirin, or a placebo only one
patient (given aspirin) developed a peripheral embolus, but
the incidence of cerebral events was significantly reduced in
patients having warfarin. 5

The main risk of treatment with warfarin is haemorrhage,
and an increase in the prothrombin ratio to 1 -52-2 0 has been
recommended to produce adequate anticoagulation without
an excessive risk of bleeding.'6 In one study 93 patients with
prothrombin ratios in this range were carefully monitored and
followed up for as long as seven years (G R Seabrook and
others, American Venous Forum, New Orleans, 1989); the
results showed that one patient in 26 might be expected to
have a major bleed each year. In practice the risks may be
higher because many patients do not comply well with
treatment. We need more information on both the risks and
the benefits of long term use of anticoagulant drugs or
antithrombotic agents in patients with acute ischaemia of a
limb.
A good case can be made for vascular surgeons managing all

patients with peripheral arterial disease, including those who
present as emergencies.'7 Most hospitals do not, however,
have enough staff for this to be realistic, and for the
foreseeable future general surgeons will continue to treat
these patients. But patients whose acute limb ischaemia is not
caused by emboli should be referred to a team of surgeons and
radiologists with a special interest in vascular problems.
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