The Diabetic Foot

How to save a limb - Part |

by Kevin Gassar

The high prevalence of diabetes melitus in our country
Is wall ecognized and |t Is estimated that there are
around 40,000 diabetlcs in Malta. This |z steadly
increasing, as it 8 in the rest of the word, as a reault of
longer life expectancy, sedentary Hestyles, and distary
cholces. Dlabetlc foot problams are the most sedous
and costly complications of diabetas. The World Health
Qrganisation astimates that In the high Incoma countries
treatment of diabet|c oot complcations accounts for
15-25% of all haalthcars resources for disbates, Over

1 milion major lower limbk amputations are perfomned
sach year In dabetica amounting to a leg belng lost

to diabetes every 30 saconds. in Matta 120 major
amputations are parformed per yvear and this figure has
remainad ralatively static for at |sast the last 6 years.
The sad thing ie that a lot of thesa complications can be
pravantad Lsing low cost and low technology solutions.
The Intemational Working Group on the diabetic Foot
{WGDF) stedes that by implementing a car stredogy
that combinas pravantion, the multidsciplinary
treatrnent of foot ulcers, appropriate organlzation, and
closs menitoring and education of people with diabetes
and haalthcana professionals, I Is possibla fo naduce
major amputations by a staggaring 85%I

What causes diabatic Toot problams?

Foot probiams arss meainly bocauss of ons or both of
the following condtions: pariphenal neuropaihy end/

or peripheral vascular disessa. Perlpheral neuropathy
caLmes loas of sensation, eutonomic dysfunction and
aftaeration of the shape of the foot which predisposes 1o
the development of ulceration, dlabetic foot Infection,
and Chencot’s cateoarthmopathy. The prevalence of
polyneuropathy In diabetics Is sstimated te be around
24% In Type |l diabetics.!

Dlabetes Is & major nsk factor for etherosclerosls and as
a result many diabatics sulfar frorm perpheral vascular
cisease affecting ary part of the vascular tree including
the acrtollac segmeants, the femoropopltedl segment
and tha crural vessals. Basad on LK population
surveys peripheral vascular disease ocours inup to
23% of dlabetics.2 Athough dlabetics also auffer from
microanglopathy, tha major problem with dlabstics
who hewve arterial disease les in the mejor arteries. ftis
& commonly hald misconception that thers Is nothing
to do for dahatics with arterdal dsease because the
probiem lies in the small vassals, Mothing could be
furthar from the truth. Most debetics with aiterial
disease are amenahla to revascularisation alther using
endovascular or open surgical tachniques. There

Is clear evidence that with Increasing numbers of
revascularisation thers Is a drop in the number of malor
amputations performed 3 4#

In the vast majorily of diabetic patients who end up
requiring a malor amputation, them Is a repetive
causal sequence of minor frauma, ukceration and
wound healing failure which often goses on for saveral
woels f not months.* Based on the recognition of
the sequenca of everts, varous guldelnes have
been drenwm up for Diabetic Foot Cana including SIGN
{Scottish Intercolleglate Guldelines Network guidaline
5E), NICE guidance {Natlonal Instiute of Clinical
Excslence), and the Consensus staterment of the
Imemational Working Group for the Diabelic Foct. All
of these guldelines have a common theme - that a
significart proportion of major amputations can be
prevantad If adequate measires are In place.

“It is a commonly held
misconception that there
is nothing to do for diabet-
ics with arterial disease
because the problem lies
in the smalf vessels
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How can emputations be provented?

Education

Footcars aducation is a fundamertal pert of the
strategy to save limbs in this group of patients. There
iz evidenca that programmes which include education
with pediairy show a positive sffect on minor foot
problems within a relatively short space of time. 7/ A
randomized cortrolled trisl showed that by showing
diabetic patients the potarial complications of disbetic
foot dissass, amputations and recurrent ulcarstion were
preventad *

oot Screaning

Becausa of the high prevalence of neuropathy in this
group of patients a ot of tham are ssymplomatic even
when they have zevers ischasmia or ulceration. As a
result pain cannat be relied upon a8 a symptom in this
cahoit. It is therefore recommended that all diabetics
undergeo foot screening.

EXAMPLE PROTOCOL FOR THE ASSESSMENT OF RISK OF THE DIABETIC FOOT
ADAPTED FROM THE TAYSIDE FOOT RISK ASSESSMENT PROTOCOL
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CRITICAL ISCHAE MIA INFECTION
Ros! or night pain Abscess
Pala/mottied feet Catutn
Dapandan mabas
tschasmic uiceration
Gangrens
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Foot screaning should invobe:

i. assessment of sensation by wsing
clinical neuropathy scomes or 10g
microfilamertts or vibration sensation
percepion threshold:

i. sEminzfion of pulsss:

iii. inspecton of the feet for defomity,
ulcerafion, calus, and inspaction of
footwear.

There is no agmeed frequency for
foot screaning but NICE guidance
recommeands that annual review
should be amanged at which, based
on tha obsarvations mada, patlents
am straiifled Into risk groups for foot
ulceration: low, medlurm and high
rzk or In those who have already
developad ulceration or fissue loss
as ‘ucarated foot’.

Classification Into these groups s
based on standard criteria and action
Is Initiated bazed on tha classification
group (Figure 1). This screaning
ensures that thosa at high risk In
particuiar are seen reguiarly and
active measures ame taken 1o mduce
the risk of development of ulceration
to the minimum possible. More
Importantly, thosa who have ucers
or gangrena should be refermed
immadiatay to hospital. Patlents
with new ulcaration, swelling and
discoloration should be sean In
hospital within 24 hours. The mason
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s that In this situation the demage susteined by the

foot cen progress very rapidy. Any delay In appropriate
refomal of these patients wil Incvitebly lead to limb loss.

Stuciured foot caro

Themna s loval | evidonca thet accass to podiairy reduces
the numbear and alza of foot calusas end IMproves

saff cana,” A muiddizciplinary foot taam hes baan
shown to allow repid eccess to vascular surgery and
intensahve treadment, Including control of Infection and
revascularsation which leada to wound heeling and
oot saving emputations which ufimateoly leads to e
raduction h the numier of mejor emputations.'? Al
patients with diabetas should have access to structured
oot care.

Fooiwoar, Orihoses and Total coniaot castng
OCrdinary shoes should be avoidad in diabetics es
plenter prossures generated using normal footwear ie
equivalent 1o walking bersfool. These patients should
be advised et lsast to wear high qualty cushioned-
solad trainers." ™ Thess howover aro not as effective
as custom built shoos in reducing plenter pressures
and therafors the risk of ulceration, 3 Access 1o tolal
contest casting is imporant both for the reatment of
acute Charcot'’s osteoarthropetihy and in the treaiment
of nauropethic ucemtion.™

Arteral reconstruction

The dantification of en uicer In a diabetic does not
constihuie a diegnosis. An uicar ks simply a dinical
sign of en underiying problem which In debetics Is
aither neuropsihy o arterial decase of both, Inthe
case of erteriel disaass, In the majortty of casas this
can ba treeted. It le thorefore cruckal that petients
with ulceration ere refoired as eerly as possible.
Thera la litte point In treating thess pationts with
repoated applications of the kocal tevourtts topical
antiblofic o oral antiblotics In Increasing dosss and
combinations or prescribing ncreasingly expensive
and fancy local dressings. Idamiification of arteral
disease requires initiation of treatment to control risk
Tactors — debates confral, treatment of hypertension,
Intiation of enfiplatelet treatment and statins, and
smoking cessation. I the palient’s foot is ischasmic the
sohition is 1o refer quickdy for evaecularisation. Indead
failure 1o foel bourding and easily palpeble pulsas in
these patiertia should inetigate an mmediate refemal
for vascular asssssment. If no pulsas ero folt one
should assume that the ulcar is ischaemic until proven
ciharwisa through a full vasculer assossment. Rates
of limb saivags after distal bypass surgery are relativaly
high with salvage rates of over 80% reported in the
initial presence of tissus loes or gangrens.®
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