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Lower limb vascular injury occurs at a rate of 2% to
3% in civilian trauma [1]. Traditionally if the limb is
anaesthetic and paralytic (dead limb) or after
fasciotomy if two or more lower limb compartments
are
non-viable
(marginally
viable
limb),
revascularisation is not attempted because of the
risks of reperfusion effects [2]. We have
revascularised four dead or marginally viable limbs
at our centre and the outcomes are presented below.
This is an analysis of prospectively maintained case
records. Patients who presented with an arterial
injury to teaching hospital Anuradhapura (THA)
either with a viable limb (Group 1) or a dead or
marginally viable limb (Group 2), from January 2015
to January 2016 were included in the analysis.
Patients’ demographic details, ischaemic time (time
from the injury to revascularisation), artery injured,
cause of arterial injury and the type of intervention
were recorded. Comparisons between Groups 1 and
2 were made. Patients with mangled limbs, those
systemically unfit for an intervention or incomplete
records were excluded. Patients with an injury
beyond the popliteal division were excluded from the
analysis because of the difficulty in determining the
number of vessels injured and these injuries were
often associated with severe soft tissue injury. All
patients underwent fasciotomy to confirm the
viability. In Group 2 patients, revascularisation was

attempted if they were young and otherwise
systemically well and there were no severe soft
tissue injury or local infection. All patients
underwent revascularisation by a single surgeon.
Post-operatively patients were closely monitored for
reperfusion effects and sepsis.
Thirteen patients were included in the analysis (9 in
Group 1 and 4 in Group 2). There were nine males
and four females. The main cause of arterial injury in
Group 1 was iatrogenic (6/9, 66.7%) whereas in
Group 2 it was road traffic accident (75%). In Group
1 four (44.4%) were blunt injuries whereas in Group
2, all injuries were blunt. Commonest artery injured
in both Groups was the popliteal artery (four in
Group, three in Group 2). The Mean ischaemic time
in Group 1 was 11.3 hours (range 0.5 to 48) and in
Group 2 it was 15.8 (range 7.5 to 25.5) hours.
However this difference was not significant
(p=0.58). The mean time between presentation to
hospital and revascularisation was 2.1 hours. All
patients in Group 2 reported improved sensation at
mean follow up of 23.0 weeks. However only one
patient (25%) had improvement of motor function.
One patient had knee joint stabilisation and is
walking now and other three patients can walk with
difficulty (due to knee joint stiffness).
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This is a retrospective review of case notes.
Commonest artery injured in both groups was the
popliteal artery. All the injuries in Group 2 were
blunt. In this series there are six iatrogenic injuries
in Group 1 (66.7 %) which is unusual. This included
three infants who had accidental puncture and
subsequent thrombosis of femoral arteries while
attempting central venous line insertion and two
patients who had iliac artery injury during spinal
surgery.
Non-viability of a limb and risk of reperfusion is
directly proportional to the duration of ischaemia. It
is interesting to note that a limb which had been
ischaemic for 25.5 hours in Group 2 was salvaged
(Table 1). Hence the ischaemic time alone should not
be considered as the deciding factor for
revascularisation.
Traditionally, following an arterial injury,
revascularisation was not attempted if the limb was
dead or marginally viable because of the risk of
reperfusion effect [2]. In our series such patients had
only mild reperfusion effects like transient
hemodynamic
instability
and
electrolyte
abnormalities and they recovered well. All patients
in Group 2 had improvement in sensation and a
quarter of patients had improvement of motor

functions. This is an acceptable outcome, because
most of the time non revascularisation results in
amputation. But when revascularising dead limbs, all
measures should be taken both pre and post
operatively
including
close
post-operative
monitoring to prevent and treat reperfusion effects. If
there is no response to interventions the limb should
be immediately amputated to save the life of the
patient. Therefore revascularisation should be
attempted when the patient is systemically fit and the
limb is not severely injured and there is no local
infection.
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Table 1. Patients who presented with dead / marginally viable limbs (Group 2)
No

Age

Sex

Artery injured

Cause

Type of
injury

Ischemic time
(hours)

Procedure

1

60

Male

Popliteal

Trap gun

blunt

7.5

Thrombectomy

2

25

Male

Femoral

RTA

Blunt

18

RSVG Repair

3

48

Female

Popliteal

RTA

Blunt

12

RSVG Repair

4

25

Male

Popliteal

RTA

Blunt

25.5

RSVG Repair

RTA - Road Traffic Accident, RSVG – Reversed Saphenous Vein Graft
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