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In recent years, conditions such as peripheral 
arterial disease (PAD) and diabetes mellitus (DM) 
have become the primary causes of lower limb 
amputations (LLAs) worldwide.[1] Peripheral arterial 
disease is encountered in 3 to 10% of the population, 
which increases to 15 to 20% in individuals over the 
age of 70.[2,3] This progressive condition results in 
amputation in 20 to 50% of these patients.[4,5]

Lower limb amputations profoundly impact 
patients and their families socially, psychologically, 
and economically. Notably, between 78 and 90% of 
LLAs in developed countries are attributed to PAD 
and DM.[4,6] Despite advancements in surgical and 
percutaneous interventions, as well as improvements 
in primary diabetic foot care, LLA remains a last 
resort option.[7]

Objectives: This study aimed to evaluate the rates and 
risk factors associated with revision amputation following 
ischemic lower major limb amputations, focusing on cases 
related to peripheral arterial disease.
Patients and methods: This retrospective study 
included 253 patients (174 males, 79 females; 
mean age: 73.1±12.2 years; range, 44 to 99 years) 
who underwent ischemic foot amputation between 
December 2012 and December 2022. Eligible patients 
were over 18 years old and had major lower extremity 
amputations due to peripheral arterial disease or chronic 
arterial occlusion. Exclusions were made for amputations 
due to diabetic foot conditions, trauma, tumors, or 
osteomyelitis and minor lower extremity amputations.
Results: Above-knee amputations were the most common 
type of amputation, accounting for 56.5% (n=143) of cases. 
Revision amputations occurred in 27.3% (n=69) of patients, 
with significantly higher rates in those with open wounds 
at first admission (chi-square [χ2]=9.81, p=0.002). Patients 
with occlusion at the popliteal artery level had a higher rate 
of revision amputation following below-knee amputation 
(p=0.034). Each additional year of age decreased the 
likelihood of revision amputation by 2.3% (p=0.049). 
Vacuum-assisted closure therapy was associated with 
higher revision rates (χ2=22.71, p<0.001). Patients who 
developed infections (n=40) had a significantly higher 
rate of revision amputations (n=26, p<0.001). Elevated 
preoperative C-reactive protein levels were also correlated 
with an increased risk of revision (p=0.006).
Conclusion: Patients with ischemic lower limb amputations, 
particularly those presenting with open wounds, are at 
higher risk for revision amputation. Elevated preoperative 
C-reactive protein levels, infections, age, and the initial 
level of amputation significantly impact the likelihood of 
reamputation.
Keywords: Amputation, chronic limb threatening ischemia, 
reoperation, risk factors, peripheral arterial disease.
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Peripheral arterial disease and DM often coexist 
and can influence each other's development. 
However, amputations due to DM typically involve 
minor amputations and have a distinct clinic 
compared to those due to PAD-related critical limb 
ischemia.[8] Current literature explores the effects of 
DM and PAD on the same LLA population.[9,10] Some 
studies have included all causes of amputation 
(traumatic, malignant, and infectious) in their 
analyses. Furthermore, the majority of the literature 
focuses predominantly on the diabetic foot 
population.[11]

As a result, it has been challenging to evaluate 
isolated PAD-related ischemia in terms of prognosis 
and revision amputations in the existing literature. 
This research gap is critical, considering the high 
morbidity and mortality rates associated with major 
amputations. Unplanned reoperations, linked to 
increased morbidity and hospital readmissions, 
directly affect the quality of postamputation care and 
the patient's quality of life.[12] Therefore, this study 
aimed to evaluate the rates and risk factors of revision 
amputation following ischemic major LLAs.

PATIENTS AND METHODS

This retrospective study included 253 patients 
(174 males, 79 females; mean age: 73.1±12.2 years; 
range, 44 to 99 years) who underwent ischemic foot 
amputation at the Trakya University Faculty of 
Medicine between December 2012 and December 
2022. The inclusion criteria were as follows: patients 
over 18 years of age who underwent major lower 

extremity amputation due to underlying circulatory 
problems such as PAD or chronic arterial occlusion. 
The exclusion criteria were as follows: patients 
who underwent amputations due to diabetic 
foot conditions, traumatic amputation, tumors, 
osteomyelitis, necrotizing fasciitis, Buerger's 
disease, and minor lower extremity amputation. 
Patients who had less than one year of follow-up 
were also excluded. The flow chart for patient 
selection is shown in Figure 1. The study protocol 
was approved by the Trakya University Faculty 
of Medicine Non-Interventional Ethics Committee 
(date: 27.02.2023, no: 03/08). Written informed 
consent was obtained from all patients. The study 
was conducted in accordance with the principles of 
the Declaration of Helsinki.

The demographic information of the patients, 
amputation levels, levels of vascular occlusion, 
vascular interventions, operation and consultation 
notes, laboratory information, comorbidities, 
preamputation mobilization levels, and the use of 
debridement and vacuum-assisted closure (VAC) were 
retrospectively collected from patient files and the 
hospital archive system.

By evaluating the consultation notes, whether 
the patients were ischemic and whether a vascular 
intervention was necessary before the operation were 
determined. Data on the presence of skin integrity 
disruption, necrosis, or open wounds in patients 
were collected, and the WIfI (wound, ischemia, and 
foot infection) classification score was completed. 
This classification is part of the Society for Vascular 

Total lower extremity amputation (n=454)

Excluded (n=142) due to
• Traumatic amputation (n=57)
• Minor lower limb amputation (n=26)
• Diabetic foot (n=31)
• Tumor (n=9)
• Osteomyelitis (8)
• Necrotizing fasciitis (6)
• Buerger's disease, and other (n=5)

Excluded (n=59) due to
• Exitus less than one year without revision amputation
• Lost follow-up

Ischemic amputation (n=312)

Included in final analysis (n=253)

FIGURE 1. Flowchart for patient selection.
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Surgery lower extremity threatened limb classification 
system. 

The level of primary amputation was determined 
by the orthopedic surgeon in consultation with a 
vascular surgeon, considering factors such as tissue 
viability, ischemic severity, and intraoperative 
findings, following a multidisciplinary approach to 
optimize patient outcomes.

The primary outcome measure was the 
occurrence of revision amputation, which we 
defined as a surgical procedure involving the 
removal of bone and other soft tissues at a level 
more proximal than the previous amputation site. 
Specifically, this involved an amputation performed 
at a higher anatomical level due to complications 
such as infection, necrosis, or poor healing of 
the residual limb. In cases where debridement 
and similar soft tissue procedures were deemed 
insufficient, a revision amputation was performed 
based on a consensus among the clinical team. 
Procedures that only addressed soft tissue issues 
without altering the bone level were excluded from 
this definition.

Major lower extremity amputations refer to 
those performed above the ankle level, including 
hip disarticulation, above-knee amputation 
(transfemoral), knee disarticulation, and below-knee 
amputation (transtibial).

Statistical analysis

Data were analyzed using IBM SPSS version 27.0 
software (IBM Corp., Armonk, NY, USA) and R version 
4.2.1 (R Foundation for Statistical Computing, 

Vienna, Austria). The association between categorical 
variables was assessed using the chi-square (χ²) test. 
Pairwise comparisons were conducted to determine 
the groups that showed significant differences 
based on the results of the χ² test. The Kaplan-Meier 
hazard function test was used to demonstrate the 
relationship between open wounds and the likelihood 
of undergoing a revision amputation within one year. 
Binary logistic regression was utilized to analyze the 
relationship between blood tests and the probability of 
revision amputation. A p-value <0.05 was considered 
statistically significant.

RESULTS

The clinical characteristics are summarized in 
Table I. In the radiological evaluation presented, 
which included computed tomography angiography 
and Doppler ultrasonography, blood flow and 
arterial obstructions were assessed at the level 
of the ankle and the lower leg. Distal blood flow 
was observed in 12.6% of patients, while 54.5% 
had obstructions distal to the popliteal artery 
(Table II). A total of 108 patients underwent vascular 
intervention.

Patients with popliteal artery occlusion had 
higher revision rates after below-knee amputation 
(50%) compared to above-knee amputation 
(18.9%; χ² [1, n=63]=4.495, p=0.034). No significant 
differences were observed at other occlusion levels 
(p>0.005).

The most common procedure performed on the 
patients was above-knee amputation, accounting for 
56.5% (n=143) of the cases, followed by below-knee 

TAbLE I
Clinical characteristics and comorbidities in amputation patients (n=253)

n %

Open wound or necrosis at presentation 143 56.5

Cardiovascular outpatient clinic visit before amputation 199 78.7

Vascular intervention before amputation (angioplasty, bypass etc.) 107 42.63

Anticoagulant 161 63.26

Diabetes mellitus 98 38.7

Insulin 44 17.4

Neurological disease (stroke, Alzheimer etc.) 48 19

Renal dysfunction 23 9.1

Mobilization

Independent

Mobilization with cane/assistive device

Immobile

211

30

12

83.4

11.9

4.7
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amputation, which comprised 43.5% (n=110) of the 
procedures. The median hospital stay for the patients 
was 5 days (interquartile range [IQR], 3 to 10 days).

The median WIfI stage of the patients was 3, 
and there was no statistical difference between the 
revision amputation group and the nonrevision 
group (p=0.182).

Due to wound site problems after amputation, 
debridement was performed on 12.6% (n=32) of 

the patients. The mean time for debridement was 
13.5 days (IQR, 7 to 26 days), and VAC was used in 
5.1% (n=13) of the patients.

Revision amputation occurred in 27.3% (n=69) 
of patients. Rates peaked in the 70 to 79 age group 
before declining (Figure 2). Logistic regression 
showed a 2.3% decrease in revision risk per year of 
age (95% confidence interval 0.955-1.000, p=0.049).

The median time for revision amputation was 
21 days (IQR, 10 to 35 days). Fifty (72.4%) of the 
revision amputation occurred within the first five 
weeks, as shown in Figure 3. Of the 69 patients 
who underwent revision amputation, 72.5% (n=50) 
had open wounds upon hospital admission. In 
contrast, 35.3% (n=65) of patients who did not 
undergo revision amputation had open wounds. 
Open wounds or necrosis at admission significantly 
increased revision amputation risk (χ2 [1, n=253]=9.81, 

TAbLE II
Vascular status and intervention

Vascular intervention Distal blood flow 
(+) (n=32)

Occlusion at distal
(ATA, PTA)

(n=132)

Occlusion at 
popliteal artery level 

(n=63)

Occlusion at 
femoral artery level 

(n=20)

Total
(n=253)

Balloon angioplasty 6 21 9 4 40

Embolectomy 2 8 4 0 14

Bypass 0 25 4 4 33

Endarterectomy 0 1 1 0 2

Unknown procedure 2 7 10 1 20

ATA: Anterior tibial artery; PTA: Posterior tibial artery.

20.0

15.0

10.0

5.0

0.0

P
er

ce
nt

 (
%

)

1

13
.0

17
.4

14
.5

18
.8

8.
7

2.
9

7.
2

4.
3

2.
9

2.
9

1.
4

1.
4

1.
4

1.
4

1.
4

2 3 4 5 6 7
Weeks

9 10 11 12 14 19 25 26

FIGURE 3. Timing of revision amputations.
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p=0.002). The relationship between open wounds 
and revision amputation within the first year is 
shown in Figure 4 using the Kaplan-Meier hazard 
function test (log rank χ2=9.99, p=0.002).

In our study, it was observed that 17.3% (n=12) 
of patients who underwent revision amputation 
had previously undergone debridement. Conversely, 
among patients without a revision amputation, only 
10.8% (n=20) required debridement. The analysis 
revealed no significant relationship between the 
necessity for postamputation debridement and 
revision amputation (χ2 [1, n=253]=1.93, p=0.165). 

Vacuum-assisted closure therapy was used in 
13 patients. Out of these 13 patients who received 
VAC therapy, 11 underwent revision amputation. 
The statistical analysis showed that patients treated 
with VAC therapy following their initial amputation 

were more likely to need a subsequent revision 
amputation. This relationship was statistically 
significant (χ2 [1, n=253]=22.71, p<0.001).

Table III shows a significant relationship 
between amputation level and revision likelihood 
(χ2 [1, n=253]=8.30, p=0.016), with below-knee 
amputations more likely to require revision than 
above-knee amputations.

Binary logistic regression identified C-reactive 
protein (CRP) to be significantly associated with 
revision amputation (p=0.006), with a 6.2% increased 
risk for every 10-unit increase in CRP (Table IV). 
Multicollinearity was not an issue (tolerance, 
0.323-0.980).

A total of 40 patients were found to have infections, 
and 26 of them underwent revision amputations. 

TAbLE III
Amputation levels and revision amputation ratios

No revision amputation Revision amputation Total number of patient

Amputation levels n % n % n

Major amputation 184 72.8 69 27.2 253

Above knee 112 78.3 31 21.7 143 

Below knee 72 65.5 38 34.5 110 

TAbLE IV
Regression analysis results of variables associated with revision amputation

95% CI

Effect B SE Beta LL UL p

White blood cell 1.000 0.000 0.000 1.000 1.000 0.472

Hemoglobin 1.004 0.077 0.004 0.864 1.167 0.957

Urea 0.998 0.006 -0.002 0.987 1.009 0.708

Creatine 0.916 0.206 -0.088 0.612 1.371 0.670

C-reactive protein 1.006 0.002 0.006 1.002 1.011 0.006

International normalized ratio 1.163 0.124 0.151 0.912 1.481 0.223

CI: Confidence interval; LL: Lower limit; UL: Upper limit; p indicates the significance level.

TAbLE V
Factors affecting revision amputation

Variables Odds Ratio 95% CI p

Age 0.977 0.955-1.000 0.049

C-reactive protein 1.062 1.018-1.107 0.006

Open wound 4.157 2.178-7.932 0.002

VAC therapy 9.824 4.183-23.056 0.001

Infection 2.543 1.505-4.297 0.001

CI: Confidence interval; VAC: Vacuum-assisted closure.
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Statistically, patients who developed infections had 
a significantly higher rate of revision amputations 
(χ2 [1, n=253]=33.841, p<0.001). Factors affecting 
revision amputation are shown in Table V.

Patients᾿ preamputation mobility status, visits 
to the cardiovascular outpatient clinic before 
the amputation, vascular interventions prior to 
amputation (e.g., angioplasty and bypass), diabetes 
mellitus, insulin use, neurological diseases 
(e.g., stroke and Alzheimer disease), and renal 
dysfunction are not related to revision amputation 
(all p-values >0.05).

DISCUSSION

Determining the appropriate level of amputation 
in a progressive disease such as PAD can prevent 
unplanned revision surgeries and reduce morbidity 
and mortality. Therefore, identifying amputations 
that lead to revision can guide clinicians 
in adopting a more conservative or aggressive 
approach to determining the level of amputation. 
In this study, the main finding was that patients 
presenting with compromised skin integrity, such 
as necrosis or an open wound, were more likely to 
undergo revision amputation.[13] The observed high 
reamputation rate (72.5%) among patients presenting 
with open wounds or necrosis at hospital admission 
highlights the critical importance of early and 
aggressive wound management strategies. This is 
consistent with findings from similar studies that 
emphasize the role of wound site conditions in 
postsurgical outcomes and the need for vigilant 
preoperative assessment and prompt intervention.[14]

Our findings suggest a nuanced pathway for 
patient outcomes following initial amputation 
procedures, where the mean age, sex distribution, 
and predominance of above-knee amputations 
echo patterns observed in broader populations 
dealing with critical limb-threatening ischemia.[15] 
The present study's insights into the differential 
rates of reamputation based on the level of initial 
amputation add a valuable perspective to the 
existing literature, suggesting that the site of 
the initial amputation could be an important 
consideration in postoperative care plans and risk 
stratification. This finding aligns with current 
discussions in the field, advocating for tailored 
therapeutic strategies based on amputation level to 
optimize outcomes and possibly reduce the need 
for further surgical interventions.[16]

The current study found that revision rates 
decreased with aging, contrary to the expectation 
that higher CRP levels with age would lead to 

increased revisions. This suggests that elevated 
CRP levels are linked more directly to amputation 
than to age.[17] C-reactive protein emerged as a 
significant predictor of reamputation risk, aligning 
with previous studies that identified CRP as a 
marker for poor healing and complications after 
amputation.[18] This highlights the role of systemic 
inflammation in postoperative outcomes and 
supports the use of CRP as an objective measure for 
assessing complication risks.

The results indicate a clear association 
between open wounds at the time of hospital 
admission and the likelihood of undergoing 
revision amputation, a finding significantly 
reinforced by the logistic regression analysis 
illustrating the decrease in revision amputation 
probability with increasing age. In younger 
patients, we may tend to adopt a more conservative 
approach by attempting amputations at more 
distal levels, aiming to preserve as much limb 
function as possible. This correlation underscores 
the vulnerability of patients with compromised 
skin integrity and aligns with the broader literature 
on the diabetic foot, where the presence of ulcers 
significantly escalates the risk of amputation.[19] 
While our study focuses on a nondiabetic cohort, the 
implications for proactive wound management and 
the potential for intervention to prevent revision 
amputations remain pertinent.

Interestingly, the increased likelihood of 
revision amputation following VAC therapy in 
our study presents a paradoxical scenario. While 
VAC therapy is traditionally viewed as enhancing 
wound healing, its association with higher revision 
amputation rates may reflect a selection bias, where 
more severe cases are chosen for this intervention. 
This observation warrants further investigation and 
echoes the complex decision-making framework 
in treating ischemic foot conditions, as described 
by Graziani and Piaggesi[20] in their review of 
endovascular therapy outcomes for below-knee 
ischemia.

The paradoxical relationship between VAC 
therapy and higher revision rates likely reflects a 
selection bias, as VAC therapy is typically reserved 
for patients with more severe wounds or advanced 
tissue ischemia, which are conditions already 
associated with poor outcomes. Additionally, the 
timing and criteria for initiating VAC therapy may 
play a role; delayed application in ischemic settings 
might limit its effectiveness. This finding aligns 
with studies suggesting that VAC is often used 
for complex, high-risk wounds that inherently 
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carry greater risks of complications. Alternatively, 
the mechanical effects of VAC, while promoting 
granulation tissue formation, may not adequately 
address the underlying vascular or infectious 
issues that drive wound deterioration in ischemic 
patients.[21] Further research is needed to explore 
whether combining VAC with revascularization or 
enhanced infection control strategies could reduce 
revision rates and improve outcomes.

The primary limitation of this study was the 
exclusion of diabetic patients and other common 
causes of LLA, which reduces the generalizability of 
our findings to broader populations. This may limit 
the applicability of our results in diverse clinical 
settings and should be considered when interpreting 
our conclusions.

In conclusion, to mitigate the risk of reamputation 
in major ischemic foot conditions, it is crucial to 
conduct rigorous preoperative evaluations, 
strategically select the level of amputation, and 
carefully monitor skin integrity and inflammatory 
markers.

Data Sharing Statement: The data that support the 
findings of this study are available from the corresponding 
author upon reasonable request.

Author Contributions: Concept, design, control, analysis, 
writing the article: E.S.; Data collection, analysis, literature 
review: M.E., S.Y.; Supervision, critical review,materials: C.Ç., 
M.Ç.; Data collection, materials: D.E.

Conflict of Interest: The authors declared no conflicts of 
interest with respect to the authorship and/or publication of 
this article.

Funding: The authors received no financial support for the 
research and/or authorship of this article.

REFERENCES

1. Birmpili P, Li Q, Johal AS, Atkins E, Waton S, Chetter I, 
et al. Outcomes after minor lower limb amputation for 
peripheral arterial disease and diabetes: Population-based 
cohort study. Br J Surg 2023;110:958-65. doi: 10.1093/bjs/
znad134. 

2. Aday AW, Matsushita K. Epidemiology of peripheral 
artery disease and polyvascular disease. Circ Res 
2021;128:1818-32. doi: 10.1161/CIRCRESAHA.121.318535. 

3. Norgren L, Hiatt WR, Dormandy JA, Nehler MR, Harris 
KA, Fowkes FG, et al. Inter-society consensus for the 
management of peripheral arterial disease (TASC 
II). J Vasc Surg 2007;45 Suppl S:S5-67. doi: 10.1016/j.
jvs.2006.12.037. 

4. Fard B, Dijkstra PU; NEDA Study Group; Voesten HGJM, 
Geertzen JHB. Mortality, reamputation, and preoperative 
comorbidities in patients undergoing dysvascular lower 
limb amputation. Ann Vasc Surg 2020;64:228-38. doi: 
10.1016/j.avsg.2019.09.010. 

5. Hasanadka R, McLafferty RB, Moore CJ, Hood DB, Ramsey 
DE, Hodgson KJ. Predictors of wound complications 
following major amputation for critical limb ischemia. J 
Vasc Surg 2011;54:1374-82. doi: 10.1016/j.jvs.2011.04.048. 

6. Spoden M, Nimptsch U, Mansky T. Amputation rates of the 
lower limb by amputation level - observational study using 
German national hospital discharge data from 2005 to 2015. 
BMC Health Serv Res 2019;19:8. doi: 10.1186/s12913-018-
3759-5. 

7. Behrendt CA, Sigvant B, Szeberin Z, Beiles B, Eldrup N, 
Thomson IA, et al. International variations in amputation 
practice: A VASCUNET Report. Eur J Vasc Endovasc Surg 
2018;56:391-9. doi: 10.1016/j.ejvs.2018.04.017. 

8. Rodrigues BT, Vangaveti VN, Urkude R, Biros E, Malabu 
UH. Prevalence and risk factors of lower limb amputations 
in patients with diabetic foot ulcers: A systematic review 
and meta-analysis. Diabetes Metab Syndr 2022;16:102397. 
doi: 10.1016/j.dsx.2022.102397.

9. Barnes JA, Eid MA, Creager MA, Goodney PP. Epidemiology 
and risk of amputation in patients with diabetes mellitus 
and peripheral artery disease. Arterioscler Thromb Vasc 
Biol 2020;40:1808-17. doi: 10.1161/ATVBAHA.120.314595. 

10. Pourghaderi P, Yuquimpo KM, Roginski Guetter C, 
Mansfield L, Park HS. Outcomes following lower extremity 
amputation in patients with diabetes mellitus and 
peripheral arterial disease. Ann Vasc Surg 2020;63:259-68. 
doi: 10.1016/j.avsg.2019.08.084. 

11. Mansoor Z, Modaweb A. Predicting amputation in patients 
with diabetic foot ulcers: A systematic review. Cureus 
2022;14:e27245. doi: 10.7759/cureus.27245. 

12. Ratliff HT, Shibuya N, Jupiter DC. Minor vs. major leg 
amputation in adults with diabetes: Six-month readmissions, 
reamputations, and complications. J Diabetes Complications 
2021;35:107886. doi: 10.1016/j.jdiacomp.2021.107886. 

13. Ulusoy S, Kılınç İ, Oruç M, Özdemir B, Ergani HM, 
Keskin ÖH, et al. Analysis of wound types and 
wound care methods after the 2023 Kahramanmaras 
earthquake. Jt Dis Relat Surg 2023;34:488-96. doi: 
10.52312/jdrs.2023.1128. 

14. Chan AS, Montbriand J, Eisenberg N, Roche-Nagle G. 
Outcomes of minor amputations in patients with 
peripheral vascular disease over a 10-year period at a 
tertiary care institution. Vascular 2019;27:8-18. doi: 
10.1177/1708538118797544. 

15. Ruemenapf G, Morbach S, Sigl M. Therapeutic 
alternatives in diabetic foot patients without an option 
for revascularization: A narrative review. J Clin Med 
2022;11:2155. doi: 10.3390/jcm11082155. 

16. Imaoka S, Sato K, Furukawa M, Okita M, Higashi T. 
Re-amputation in patients with diabetes-related minor 
amputations who underwent physical therapy during their 
hospitalization. J Foot Ankle Res 2021;14:14. doi: 10.1186/
s13047-021-00454-y. 

17. Atik OŞ. Writing for Joint Diseases and Related Surgery 
(JDRS): There is something new and interesting in this 
article! Jt Dis Relat Surg 2023;34:533. doi: 10.52312/
jdrs.2023.57916.

18. Shamir S, Schwartz Y, Cohen D, Bdolah-Abram T, Yinnon 
AM, Wiener-Well Y. The timing of limb amputation 
in nontraumatic patients: Impact on mortality and 
postoperative complication rates. J Foot Ankle Surg 
2022;61:293-7. doi: 10.1053/j.jfas.2021.08.002. 



Risk factors for revision amputation 181

19. Costa RHR, Cardoso NA, Procópio RJ, Navarro TP, Dardik 
A, de Loiola Cisneros L. Diabetic foot ulcer carries high 
amputation and mortality rates, particularly in the presence 
of advanced age, peripheral artery disease and anemia. 
Diabetes Metab Syndr 2017;11 Suppl 2:S583-7. doi: 10.1016/j.
dsx.2017.04.008. 

20. Graziani L, Piaggesi A. Indications and clinical outcomes for 
below knee endovascular therapy: Review article. Catheter 
Cardiovasc Interv 2010;75:433-43. doi: 10.1002/ccd.22287. 

21. Wilkin G, Khogali S, Garbedian S, Slagel B, Blais S, Gofton 
W, et al. Negative-pressure wound therapy after fasciotomy 
reduces muscle-fiber regeneration in a pig model. J Bone 
Joint Surg [Am] 2014;96:1378-85. doi: 10.2106/JBJS.M.01010.


