
International Journal of Surgery Case Reports 92 (2022) 106853

Available online 25 February 2022
2210-2612/© 2022 The Authors. Published by Elsevier Ltd on behalf of IJS Publishing Group Ltd. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).

Case report 

Extensive thrombosis with amputation of digit I pedis dextra: A case report 
in Indonesian adult with type 2 diabetes mellitus 
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A B S T R A C T   

Background: Diabetes mellitus (DM) is a risk factor for vascularization disorders, especially in the lower extremity 
that causes acute limb infection (ALI) and chronic limb ischemia (CLI). 
Case presentation: A 41-year-old man has acute limb ischemia, critical limb ischemia, and diabetes mellitus. 
Investigation results showed vascular disorders in the lower extremity area with necrosis of the digit I pedis 
destra. The patient underwent retrograde and antegrade thrombectomy of the right to left femoral artery and 
amputation of the digit pedis. 
Discussion: Thrombectomy is still effective for the management of extensive thrombosis. Amputation of necrotic 
tissue needs to be conducted immediately to prevent infection. 
Conclusion: Vascular disorders in the extremities are an urgent health problem that requires immediate treatment 
because it prevents damage to the function of the lower extremities.   

1. Introduction 

Diabetes mellitus (DM) is a serious long-term condition with major 
impacts on the lives and well-being of individuals, families, and com-
munities around the world. The number of DM patients is estimated at 
463 million people globally, and it is estimated that the number will 
increase by 2030 [1,2]. Diabetes mellitus is a risk factor for venous 
thrombosis, which several studies have shown that many DM patients 
have thrombosis and DM increases the risk of thrombosis by 1.4 times 
[3–5]. Thrombosis will block the flow of blood that supplies nutrients, 
oxygen, and drugs to the tissues. This disruption in perfusion causes 
tissue death, making it easier for bacteria to grow and thrive in necrotic 
tissue. Over time, amputation will be one of the solutions in diabetic 
patients with foot ulcers [6,7]. Based on the above explanation, we were 
interested in reporting a case of extensive thrombosis in an Indonesian 
male with DM who had his toe amputated, in which the report used the 
Surgical Case Report (SCARE) 2020 guidelines [8]. 

2. Case presentation 

A 41-year-old man with complaints of diarrhea >5 times a day with 
yellow-brown stools, little pulp, no smell, no mucus, and blood and pain 

in the abdomen. The patient also had an injury on his right foot thumb 
that gradually made the nail black and painful so that he could not walk. 
The patient had a history of hypertension and type 2 diabetes mellitus 
(T2DM). 

Laboratory results showed some partial abnormalities as follows: 
HBa1C = 7.2, Albumin = 3.1 mg/dL, Potassium = 2.9 mg/dL Sodium =
126 mg/dL, Chloride = 88 mg/dL, CRP = 17.3 mg/L, uric acid = 8.7 mg 
/dL, partial prothrombin time (PPT) = 18.9 s, and activated partial 
thromboplastin time (APTT) = 31.8 s. Blood gas analysis examination of 
arterial blood pH: 7.51, SaO2 = 94–100%, PaO2 = 82 mmHg, PaCO2 =
34 mmHg, Base excess (BE) = 4.1 mEq/L, Bicarbonate (HCO3) = 27.1 
mEq/L, SpO2 = 100%. X-ray examination revealed no abnormalities. CT 
results showed very weak lower extremity vascularization (Fig. 1). The 
patient was diagnosed with Acute Limb Infection (ALI) in the left lower 
extremity and Chronic Limb Ischemia (CLI) in the right lower extremity 
and T2DM. 

The patient was treated with a high-calorie, high-protein diet 2100 
kcal/day, 1000 cc Wida KN2 infusion every 24 h, Ceftriaxone 1 g 
intravenous injection, Metamizole 1 g intravenous injection every 8 h, 
heparin pump 10 IU/kg BW/h, Dorner oral tablet 20 μg every 8 h, Cil-
ostazole 50 mg oral tablet every 8 h, Allopurinol 100 mg oral tablet for 
treating gout, Lisinopril 5 mg oral tablet for hypertension, Concor 2.5 
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mg oral tablet, Attapulgite 2 oral tablet every 8 h for diarrhea, Omep-
razole 20 oral tablet mg every 12 h. 

The patient underwent emergency surgery for retrograde and ante-
grade thrombectomy of the right to left femoral artery [9] that consisted 
of arteriotomy of the right to the left femoral artery, followed by 
retrograde thrombectomy on the right to left femoral artery along ±35 
cm with Fogarty number 5, obtained a hard thrombus of ±8 cm. 
Moreover, an antegrade thrombectomy was conducted on the right to 
left femoral artery with a length of ±20 cm with Fogarty number 3, 
obtained a thrombus of ±10 cm. Each thrombectomy was performed 3 
times, the flow was present after each thrombectomy, but it weakened 
again. Subsequently, a lower-extremity amputation procedure (digit I 
pedis dextra) was performed [10]. The condition of the patient's legs 
before and after the amputation can be seen in Fig. 2. 

Examination of the extremities after surgery was found to be warm, 
dry, red, and no edema. When conducting vascular evaluation in the 
lower extremity area, no palpable artery pulse was found. Meanwhile, 
palpable artery pulse was only found in the femoral artery when using 
Doppler. Moreover, further examinations showed hemoglobin (12.6 g/ 
dL), Hematocrit (38.0%), Leukocytes (12.040/μL), Platelets (299,000/ 
μL), blood sugar (117 mg/dL), creatinine (3.4 mg/dL), Albumin (2.89 
mg/dL), Potassium (3.4 mg/dL), Sodium (135 mg/dL), Chloride (94 mg/ 
dL), PPT (19.0 s), and APTT (54.3 s). 

The patient was treated with Ceftriaxone 1 g intravenous injection 
every 12 h, Metamizole 1 g intravenous injection every 8 h, heparin 
pump 10 IU/kg BW/h, Dorner tablet 20 μg every 8 h, Cilostazole 50 mg 
oral tablet every 12 h, Allopurinol tablet 100 mg orally. Warming right 
and left extremities and aortobifemoral bypass were also conducted. 

3. Discussion 

Surgical therapy for thrombotic cases of ALI includes thromboem-
bolectomy with a balloon catheter (Fogarty), bypass surgery, and other 
adjuncts such as endarterectomy, patch angioplasty, and intraoperative 
thrombolysis. A combination of these techniques is often required. 
Surgical revascularization is preferred in patients with compromised 
limb conditions, suspected bypass infection, symptoms of occlusion 
lasting more than two weeks, or contraindications to thrombolysis [11]. 
In surgical intervention, a vertical incision exposes the common femoral 
artery and its branches. The location of the embolus in the bifurcation of 
the femoral artery can be detected by distally disappeared proximal 
femoral pulse. The artery is clamped and opened transversely over the 
branch. The thrombus is extracted by passing a Fogarty balloon catheter. 
This procedure is repeated until antegrade bleeding, indicating that the 
entire clot had been successfully extracted [12]. 

Medical therapy provided includes antithrombotic drugs which are 

classified into two groups, namely antiplatelet and anticoagulant. An-
tiplatelet inhibits platelet aggregation that will prevent thrombus for-
mation in blood vessels. Antiplatelet drugs include thienopyridine (e.g. 
ticlopidine, clopidogrel, prasugrel, ticagrelor), aspirin, nonsteroidal 
anti-inflammatory drugs (e.g. abciximab, roxifiban, eptifibatide, tir-
ofiban), protease-activated receptor 1 (PAR-1) inhibitors (e.g. vor-
apaxar) [13–15]. Anticoagulants inhibit thrombus formation by 
inhibiting the hemostatic cascade in the body. This group is divided into 
four classes, such as vitamin K antagonists, heparin derivatives, direct 
oral anticoagulant (DOAC)/novel oral anti-coagulant (NOAC) consisting 
of factor Xa inhibitors, and thrombin inhibitors [13,16]. The mechanism 
of action of various antithrombotic groups is to inhibit several specific 
pathways [11]. 

Antithrombotic therapy is basically given based on the type of 
thrombosis (arterial or venous) and the organ involved. Factors that 
should be considered are that the elderly often have lower lean body 
mass so that the dose should be calculated more carefully based on body 
weight. Second, the elderly are often accompanied by various comor-
bidities so that receiving large amounts of drugs will increase the risk of 
interactions with the antithrombotic drugs given. Therefore, therapy 
monitoring must be carried out more carefully on the dose, drug effects, 
or side effects of drugs [17,18]. 

4. Conclusion 

A 41-year-old man has acute limb ischemia, critical limb ischemia, 
and T2DM. The results of the investigation show vascular disorders in 
the lower extremity area with necrosis of the digit I pedis destra. The 
treatment given is endovascular revascularization and medical therapy 
with heparin pump injection, cilostazol, uric acid control with allopu-
rinol, lisinopril, and concor for hypertension control, attapulgite to treat 
diarrhea. 

Consent 

Written informed consent was obtained from the patient for publi-
cation of this case report and accompanying images. A copy of the 
written consent is available for review by the Editor-in-Chief of this 
journal on request. 
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Soebagijo Adi Soelistijo. 

Fig. 1. CT Scan of the artery in the lower extremity.  
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