Management of diabetic foot ulcers =

1. Determine cause, e.q. ill fitting shoes.

2. Clinical Grading (e.g. University of Texas
grading system).

f.
A-D ne infection o schasmia (A), infection (B),
ischaemia {C}, both (O}
0-1ll:  epitheliahized {0), supsrhicial (1), penetratea to
lendan or capulse (11, penelirates 0 bone o
joint {111}, 8.

3. Ulcer treatment.

a Relief of pressure.
Men weight Baaring is essantial
Mechanical unloading

b, Restoration of skin perfusian,
Arterial revascularization procedures if

reduired,

Treal smoking, hypefension and
dyslipidernia.

Lecal wound care,

Freouent wound inspecticn.

Frecusent wound debridement

Apacrbent, non-adhesive, non-coclusive
dressings.

Footbathe are contra-indicated as they induce
r@caration af fhe skin,

Instruction of patient and relatives,
Appropriate self-cara and recogrition, as well as

reporting of signs and symptonys of
(worsening) infection, such as fever, changes
in lacal wound condliers ar hypergycamia.

Determining the eause and preventing
recurrence.

Determing cause &5 ulceration Is a recurrent
disease. Pravent ulcers on conftralateral foot
and give hesl protection dunng bed rest,
Fatient must be included im a comprehensive
Foat-care program with lifedong obsansation

Foot infection/ Infected ulcers

1. Dlagnosis.
Ciagnose wound infactions clinically {recognizing that
the inflammatary rezponse may be mitigated by

diabatic complications], by the presancs of purulent

[+ Treatment of infection.
Superficial ulzer,
Extensive debndernent with removal af a8
necrotic fissue and oral antibiotics aimed at
Haphyloteoous aureus and streplocada, Ma
topical antibictics.

secralions or local evidence of inflammation, or
oocasicnally systamic toxicty.

Laboratory tests, including cultures, may suggest but
do not estaklish the presence of infectian, with the
excaplion of raliably obiained deap bone culiures in

sugpected osteormyelitis

Deep {limb-threatening) infecticn - Swrgical
drainage as saon as passible {emergency
referral} with remanal of necratic ar poorly

vasculanzed lisswe, including infecled Bone. -
Revasculanzation if necesaany. b
Broad-spectrem antibiclics intravenoushy, '
aimed at Gram-positive and negative micna- &
arganisms, including anasrabes,
o, Metabolic contral and treatment of

comorbidity.

d.

Optimal diabetes control, if necessary with
ingulin. Treal cedema and malnetntion,

2. Non-antimicrabial treatment.

Consult @ dabetic fool care team or specialist
wheare availabla.

Correct any metabolic derangements, optimize
wound care, and assess vascular status.
Hogpitalize patients; with 2 severe infectan,
needing multiple or complax dagnestic or
surglcal procedures; having crtical foot
ischemia; needing infravenous therapy,; or
unlikely to camply with theragy

In case of severe infaction, consult appropriate
specialists prompily for any Necessany InVasive
diggnostic or surgical procedures.

3. Antimicrobial therapy

a, General principles,

1.

2.

Eresenbe far all clinically infected wounds
immediztsly, but not for uninfected wounds.
Select the narreveest specirum Therapy
possitle fior mild or moderate infections.
Cheose inflial therapy based on the
cammonest pathogens and known local
anlibiokic sensilvily data

Adjust (broaden or constrain] empine therapy
Based an the culiure results and clinical
regponse to the inidal regimen,

b. Specific choices.

1.

2.

Cower staphylococei and streptococci in
almast all casas.

Eroaden the spectrum if necessary based on
the clinical piclure, or previous culturs ar
curmrent Gram-stained smear resulis,

Topecal tharapy for mild superficial infestions
has nat been adequately studied; cral therapy
i% effactve for mest mild {o moderate
infections; parenteral therapy (at least initally)
i5 advisable for sevare infections.

Choose agents that have demonstrated
afficacy in treating complicated skin and soft
fiszue infections. These include semi-
synthetic-panicilling, caphalasponins,
penicillin-B-lactamase inhikilons, clindamysin,
flucrogquinolones, carbapenems, and
Grazeldingnes

Treat goft tisgue infections for 1-2 weeks if
mild infectons, and about 2-4 weeks Tor most
that are moderate and severe. When the
clinigal evidence of infeclion has resalved
antibiotic therapy can be stopped.

4. Therapy of ostecmyelitis.

A,

Consider surgically ramoving any infectsd
and necrobic bone, I possible,

Unlezs gll infected bone iz resected, provide
anlibintic treatment (with parentarsal thaapy,
at least inttially} for at lesat 4 weeks,
Treating for sevaral maonths with highly
mpavailable oral agents (especially
flusroguinalones) without surgical resastion
may be effectve in selected patients



