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The Size of the Problem

Globally 4

1566-25%
tieatment

million; people develop fioot: uiceration: every: year

of healthcare respurces)are taken upiinithe
of the diabetic feet

oot Ulceration Is the leading cause, of diabetes related
nespital admissions

People Wit
than peop

il diabetes are 25 times more likely to lose a leg

e without diabetes

/0% off amputations;are al result off diabetic/ fooet ulceration

Proper care can reduce amputation rates' by 49%-85%

Every 30 seconds al leg Is lost due to diabetes




OK, So it's a Problem

It gets worse
s 1 year mortality follewing feet ulceration; 17%

x 5 year mortality: 50% (thisiis 3 times higher than
preast Ca 17%), and/is eguivalent terthe mortality.
from colon Ca)




Now: I ami Depressed
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Now: I Feel Sick




Let’s Talk About a Few Things

Assessment
Ulcers
= Aetiology
a lreatment

Charcot's

= Aetiology
= Red flags
s [reatment




General Foot Assessment

Peripheral circulation

INeuropatny:




Peripheral Cireulation
Tihe fooet has 2 pulses

s [he poesterior tibial
s [ihe dorsalis pedis

Dorsalis
pedis artery

Plantar arch

Popliteal
artery

Posterior
tibial artery

&~

Dorsalis
pedis pulse




Neuropathy.

[ihere isinoe) internationally’ accepted way.: off defining
neuropatny.

= SO, do it one way, and: then stick to it all the time

Light: teuch
\Vibration sense

£ Pin prick




Light Touch

Use a Semmes-Weinstein 10g monoefilament:




Vibration Sense

Ideally: using a neurethesiometer —
DU these costiabout £12001— they,
should be able; to feel <25Hz

Or, Use a tuning fiork'— cheaper but
less acclrate — put It on the bigitoe
and ask them whnen: they: fieel'the
pUzZINg| disappear (this assumes
your fingers feel normally)



Ulcers

Risk FFactors
Previeus amputation
Past fioot ulcer histery,
Peripherall neuropathy.
[FOot defiormity
Peripheral arterial disease
Vistial impairment
Diabetic nephropatny: (dialysis patients)
Poor glycaemic control
s Smoking

Thus the aetiology: Is a combination off pressure;, peripheral
vascular disease, and! infection
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Motor Neuropathy

Interdigital pressure




Changes Withini the Foot

Metatarsal

Proximal phalanx

distal

centre : sentre Proximal
proximal distal

Sub-phalangeal fat- Sub-MTH fat-pad
pad thickness thickness




Changes Withini the Foot




Foot Ulceration

i
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Diabetes & Atherosclerosis

Develop PAD: at a'younger age
Afifectsimen and women egually
Asseciatediwith nyperlipidaemia
Pregression| IS more; rapid

Many: parts off therartery: develop disease

Occurs in the distal arterial tree
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Treatment for Foot Ulcers

Follew: some simple principles

Iireat any Infection that may: be present withiappropriate
antibiotIcs

Debride any: tissue that might be dead or getting inithe way: of
nealing (thisiis a pediatrists job)

Offilead the wounadlas much|as possible
Revascularise as' necessary

Wheniin ANY DOUBIF — refer to your specialist foot team




An Example ofi a Foot Formulary

Norfolk and Norwich University Hospitals INHS|

WHS Frandatinn Tras

Quick Reference Guideline Table 2: Antibiotic Management of Diabetes Related Foot Infections In Adults

FIRST CHOICE PEMNICILLIN ALLERGY
PARTIAL OR FLLL THICKNESS EXTENDING TO UNDERLYING SOFT PARTIAL OR FULL THICKNESS EXTENINNG TO UNDERLYING SOFT
TISSUE/ BONE TISSUE/ BONE DURATION
MILD# Co-amoxiclav B25mg tds PO Co-amoxiclav B25mg tds PO Clarithromycin 500mgs bd PO | Clanithromycin 500mgs bd PO Review after 1-2
Matronidazole 400mgs tds PO weeks. May reguira an
afdnorel 1-2 waaks of
freatmani
So0 guidance balow ma LFT
monioning F rsaimant
cominues bayond 2 wesks
MODERATE# | Co-amoxiclav 625mgs ids PO Co-amoxiclav 625mgs ids PO Clindamycin 150mg - 300mg Clindamycin 150mg-200mg gds PO 2-4 weeks
+- qds PO +-
If co-amaxiclav has previously been Ciprofloxacin 500mgs bd PO Ciproflmeacin 00mgs bd PO
usp-d wit_h Na EUCCESS then consider
using Clindamycin 150mg-200mg qd= If co-ammiclaw has previously been used isee guidance nota 2 & 5 below re adding
PO instead with no success then consider using in ciprofloxacing
Clindamycin 150mg-300mg gds PO
instead of co-amoxiclay
Sae guidance note 2 & 5 re adding in
ciprofloxacin
SEVERE Caftriaxone 1-2g od IM* (see notes balow re IM administration) Cefinaxone 1-2g od IM* (see notes below re IM administration) 2-4 weeks
EOQORDERLINE | Ciprofloxacin 500mgs bd PO Ciprofloxacin 500mgs bd PO
ADMISSION Metronidazole 400mg tds PO Metronidazole 400mg tds PO
ithis ¢ If MIRSA poaitive use teicoplanin in place of ceftriaxons. See guidance note 1 below re penicillin allergy. In true penicillin allergy or if MASA
egiman will be ;
rewiewed reguiarty as poGitie use
o whether admission . )
15 Necessary) Teicoplanin [M* 400mg od {see notes below re IM administraticn)
Ciprofloxacin 500mg bd PO
Metronidazole 400mg tds PO
SEVERE Tazocin 4.5g tds IV Clarithromycin 500mg bd IV 24 wasks
MEEDS Metronidazole 400mg tds IV
ADMISSION Ceftazidime 1g tds IV (2g tds [V if vary severa). Substiute with Ciprofloxacin

If polymicrobial infection suspectad with MRSA then add in vancomcyin 1g bd IV to
the above. (see guidance notes 3 below)

500mg bd PO in true penicillin allergy. (ses guidance note 1)

If polymicrobial infection suspected with MRSA then add in vancomcyin 1g bd IV to
the above regimen (omitting clarithromycin). See guidance note 3.

"M antibiolos should ony ba guwanwhera fom an approprists faciities mailable bo roat anaphylmis. Cofrmona 3y M should be givan as wo separala ig injeckons in diferent silos.

Iy patan is MRSA posiive than prescribe according o sonsfviles [combiraticn of 2 of the iolowing oral anibicfcs, doopoycing, Timethopris, rfampicin, fusidic ackd [out do not usa fusidic acid in combinason with riampécing. Discuss with a Modical Microbiologis! on £525 F sonsfvies

nol arallabla.

Co-amo iclas may causa chokastaiic jaundice: I use s proionged, espacially In paSons over 65 years. F reatmant coninues o/er 2waeaks lvar funciion fesis (LFTs| shouid be carmied oul. Cholesta®c jaundice may ocowr up 1o 6 woals 2%or irsaiment s sinpped.




Charcots

DEfinition:
s A relatively painless) progressive; 8 destructive

arthropathy In arsingle or multiple jeints due to
Underlying neurepatny

I you' see someone withrdiabetes whoi had al hot red
swollen| fioot then| this needs an urgent referral tor the
specialist' diabgetic foot team




Charcots

[t IS uncommon — occurring N <0.5% off people with
diabetes

It makes, up 50% or' more off my: workioad at the IN&N

DUE ter a combination ofi fidCtors
Peripherall neuropathy
Selective sympathetic neurepathy.
Disruption| pre-capillary: sphincters
Highi throughput fieot
Disruption; of bone surface regulation
Iiraumsa
Renal failure




Charcots

Diagnosis cani be very difificult

IHOt red swollen oot

llemperature diffierence; off >2°C between| feet
Wheniin doubt — refer where they may: doran MRI




Management

ACUTE CHRONIC
Immobilisation infa TCC [FoetWear
PREUmBatic Walkers Orthosis
CROW Corrective Surgery.
Rest IHealth' Education
Crutches Palliative podiatry,




In Summary,

ihe number off people withi diabetes;is Increasing

More and more people will'be looked afiter in; primary.
care —.e. by YOU

More and more people will develop foot problems
I 1n doubt — refer to) the specialist foet team

Ask them) to stop smoking
Make sure they are taking their' medications as advised
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