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Diabetes: Futurencidence
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DiabeticFootUIcers

C Diabetesrelated foot ulcers (DFUghve a globaprevalence of 6.3%

C Infection complicates>40% of DFLandnearly 50%of patients hospitalized with a diabeteslated

foot infection (DFI) undergamputation within 1 year

Zhang P, et al. Global epidemiology of diabetic foot ulceration: a systematic review andmabtsis. Ann Med 2017; 49:1¢16
Armstrong DG, et al. Diabetic foot ulcers and their recurren&amdil Med 2017; 376:23675

Chen L, et al. Global mortality of diabetic foot ulcer: a systematic review andamalygsis of observational studies. DiabeBdsesMetab 2023; 25:3645

Jia L, Parker CN, Parker TJ, et al. Incidence and risk factors for developing infection in patients presenting with uninfected diabetic foot ulcers. PLoS One 2017; 12:e0177916
Richard JL, Lavigne JP, Got I, et al. Management of patients hospitalized for diabetic foot infection: results of the French OPIDIA study. Diabetes Metab 2011; 37:208i 15
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Five year mortality and direct costs of care for people

DFUCosts& Prognosis with diabetic foot complications are comparable to

cancer Journal of Foot and Ankle Research 13, Article number: 16 (2020)

David G. Armstrong &, Mark A. Swerdlow, Alexandria A. Armstrong, Michael S. Conte, William V. Padula
& Sicco A. Bus

Results: Five year mortality for Charcot, DFU, minor and major amputations were 29.0, 30.5, 46.2 and 56.6%,
respectively. This is compared to 9.0% for breast cancer and 80.0% for lung cancer. 5 year pooled mortality for all
reorted cancer was 31 O%

As up to one-third of the direct costs of care for diabetes may be attrlbuted to the lower extremity, these are also

readily comparable.
75
°
People with a diabetic foot ulcer %
have a 5-year mortality rate of é 50 |
30%, with a mortality rate E v
>50% for people with an 10 ’
above foot amputation. 25
0 Breast )




Referralnetwork

A Delayed& incorrecttreatment of infection

A Delayed& incorrectdiagnosiof ischemia

A Uncoordinateddiagnostic& treatment approach

A systematic review of multidisciplinary teams to reduce major
amputations for patients with diabetic foot ulcers

Jackson Musuuza, MBBS, MPH, PhD « Bryn L. Sutherland, BA « Suleyman Kurter, DPM «
Prakash Balasubramanian, MD « Christie M. Bartels, MD, MS « Meghan B. Brennan, MD, MS 2 =

Conclusions: Multidisciplinary team composition was variable but reduced major amputations in 94% of studies. Teams
consistently addressed glycemic control, local wound management, vascular disease, and infection in a timely and co-
ordinated manner to reduce major amputation for patients with diabetic foot ulcerations. Care algorithms and referral Ischemia

pathways were key tools to their success. (J Vasc Surg 2020:71:1433-46.)
Infection

A systematic review with meta-analysis of the
impact of access and quality of diabetic foot
care delivery in preventing lower extremity
amputation

Matilde Monteiro-Soares ® ® o &=, Jorge Vale-Lima ©, Jodo Martiniano 4, Sofia Pinheiro-Torres ¢,

Journal of Diabetes and its Complications -
Volume 35, Issue 4, April 2021, 107837 i d
Vanessa Dias '€, Edward ). Boyko "

Conclusions: Results support a reduction in diabetic LEA frequency in association with structured diabetic foot care,
and, in particular, major LEA. Less evidence is available for the remaining aspects of diabetic foot care delivery.
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Evidence

( Person with diabetes with suspected foot infection 7

v

« Assess patient

- Neuropathy or arterial disease of the foot?

- Presence of medical, psycho-social co-morbidities?
- Optimise glycemic and metabolic status

- Order other appropriate laboratory tests

upnd

I - Cleanse, debride and probe the wound I
- Purulence or signs of Inflammation?

- Determine if surgical consultation is needed
- Obtain specimens for culture
- Consider obtaining plain radiographs

Mild/moderate infection

A 4

T ™

/ \
4#// ifclinically infacted,, = Severe infection
—~__classify infection severity _—
-classify Y

Tr— =
~———

® Assess the need for inpatient treatment
* Review any available microbiological data
 Arrange for surgery, if needed
AaE biotic resimen idering o

e Select appropriate wound care (e.g. debridement, dressings, off-loading) .

* Hospitalize the patient

» Attend to fluid, electrolyte, metabolic needs
» Consider obtaining blood cultures

» Arrange for surgery, if needed

1
» Select appropriate wound care (e.g. debridement, dressings, off-loading)

v

- B S

= e y % ___—— Reassessclinically atleast once daily;
g R in 2-7 days, or earlier if situation worsens ——<€—no——_ Hospitalized? y 3> - Check inflammatory markers if needed —
e _— N > ——_ - Review culture and sensitivity results __—
— = N — =
no ‘ Improving P Not improving/worsening Improving <€ #{ Not improving/worsening ‘
/J\\ Consider de-escalating l 1 ;
// . \7\ antibiotic regimen (switch to o Reassess need for surgery (consider  Switch to appropriate oral * Reassess need for surgery, including abscess drainage,
nfection cured/./d- oral agent, narrower deep abscess, osteomyelitis) antiniicroblal Feeimen '
~ // spectrum, less toxic, less TRt paeC T aaneeC o e o Consider follow-up as an « Define extent of tissue involved (advanced imaging,
expensive)  Reassess wound care, outpatient surgical exploration)
| o Reassess need for hospitalization  Consider consultation of infectious diseases specialist
e Consider consultation of infectious — or microbiologist

diseases specialist or microbiologist

e Review microbiology results and change
antibiotics accordingly

* Consider repeat cultures of optimal
specimens

yes improvement
[ ] ,

Schedule first follovs>\
up within 30 days
Further patient
education

Regular follow-up /

Worsening

o

= o
Reassess, weekly until
infection resolv
~_infection resolves
S 7

e

* Ensure all identified isolates are optimally covered
* Consider broadening antibiotic spectrum




Review > Curr Diabetes Rev. 2013 Jan 1;9(1):7-24.

T h e | m p O rtan CeOf e arly d e b rl d elme nt The management of the infected diabetic foot

iabetologist
Nephrologist
Cardiologist
Infectivologist
urologist

Foot surgeon
Orthopedic
Plastic surgeon

Vascular surgeon

scular surgeon
Interventional radiologist
Interventional cardiologist

~N

.

VS

The goal of emergency surgery
in infected ischemic diabetic
foot is the control of local and
systemic infection.

Surgery has to be performed as
soon as possible: any delay in
treating an acute lesion will
reduce the possibility to save
the limb.

PVD doesn’t modify the timing
of emergent surgery in
infective ischemic foot

Courtesyof DrR.Ferraresi

Do NOTelaysurgicabdebridement J

Carlo Caravaggi ', Adriana Sganzaroli, Paolo Galenda, Matteo Bassetti, Roberto Ferraresi,
Livio Gabrielli

Chnkcal and Tronsiotona! Reseorch

Saving the Limb in Diabetic Patients With
Ischemic Foot Lesions Complicated by
Acute Infection

Giacomo Clerici, MD', and Ezio Faglia, MD'

The Role of Early Surgical Debridement
and Revascularization in Patients with
Diabetes and Deep Foot Space Abscess:
Retrospective Review of 106 Patients

with Diabetes J Foot Ankle Surg 2006,;45:220-6

Ezio Faglia, MD,' Giacomeo Clericl, MD,” Maurizio Caminiti, MD,?
Antonella Quarantielio, MD.* Michela Gino, MD,* and Alberto Morabito, PhD*
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Theimportanceof earlydebridement

“The best antibiotic is often a blade n° 10”
“David Armstrong”

\

N\

@" Typical Durations of Therapy for Diabetic Foot Infections

Degree and Management of Foot Infection Duration
Osteomyelitis, managed nonoperatively 6 weeks
Osteomyelms,' following d.ebndement 36 weeke
(but not curative amputation)

Soft tissue infection without osteomyelitis 10-21 days®
Soft tissue infection and/or osteomyelitis,
) ! / e 0-48 hours

following curative amputation

3 Based on similar clinical outcomes with 3 vs 6 weeks of antimicrobials from a single pilot randomized, controlled
trial (RCT).

b Based on similar clinical outcomes with 10 vs 21 days of antimicrobials from a single pilot RCT. Given the limitations
of this study, shorter durations may not be appropriate for patients with peripheral artery disease or who have not
had highly sensitive imaging (eg, magnetic resonance imaging) to rule out osteomyelitis.

Although the duration of antimicrobial therapy for DFl and DFO is not well defined, it is
important to remember the currently recommended duration of therapy.

Clin Infect Dis 2012; S4:¢132-73. Endocrinol Diabetes Metab 2019; 2:¢00059, Diabetes Care 2015; 38:302~7
Clin Infect Dis 2021; 73:01539-e45. Ann Surg 2022; 276:233-8. Clin infext Dis 2023; ciad255.

Comprehensive approach to diabetic foot infections

Wound s
|se the SVS*WIFi
Y e the SVS*WIFi

Ischemia «f}JhliAﬂ s 5};1311):&9 X
0 etermine infection severity,
Foot infection 1 K,

... Urgency basedon’
"B fection severity
Duration based on
control and infectiol
IV vs PO: prefer antik
* PO where feasible,

Antibiotics

Optimize glycemic contr

Assess for PAD with
invasive vascular testi Provide longitudinal
because clinical exal ne outpatient wound care

unreliable in DFUs ]
A ress DarfiErsEoKare

k3 DIl accessing healthcare systems

*Society for Vascular Surgery Wound, Ischemia, foot Infection (Wifi) J

W ¢ I

WOUND ISCHEMIA
0: No ulcer and no gangrene Toe Pressure/TcPO,
1: Small ulcer and no gangrene 0: 260 mmHg
2: Deep ulcer or gangrene limited to toes 1: 40-59 mmHg
3: Extensive ulcer or extensive gangrene 2:30-39 mmHg

3: <30 mmHg

v

FOOT INFECTION

0: Uninfected
1: Mild (<2 cm cellulitis)
2: Moderate (>2 cm cellulitis/purulence)
3: Severe (systemic response/sepsis)
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CortesPenfield NW, et al. Evaluation and Management of Diabegizded Foot Infections. Clin Infect Dis. 2023 Aug 14;77(81L81



DiabeticFootUlcers e IGTP?

DEFINICIO INFECCIO. CLASSIFICACIO DE PEDIS

22 de les segOents condicions wil _

« 2 Signes inflamacié « Eritema perilesional >2cm + 10 més « Temperatura >38° 0 <36°C

« Celulitis <2cm parametres anteriors « Freqiéncia cardiaca >90 batecs/m

« Afectacié només pell o t.sc « Afectacié estructures més profundes « Freqliéncia respiratoria >20 resp/m

« Cap altra afectaci6 local/sistémica que pell i teixit subcutani « PaCO2 <32 mmHg

« +/-RX « Sense afectacié sistémica « Recompte leucocitari >12000 o <4000

« Test Contacte Ossi « 10% de formes inmadures )

ULCERA ULCERA )
NEUROPATICA NEUROISQUEMICA ULCERA ISQUEMICA

NO

INFECCIO ) INFECCIO INFECCIO
O INF. LLEU A | GREU GREU
(1-2 Pedis) : (4 Pedis) (4 Pedis)
ATENCIO PRIMARIA

Evolucié favorable després
15 dies tractamenta I'AP

Escala de Resvech 2.0
S[ Primera visita a
distancla sense pacient
Foto
CONTROL AP u URGENCIES UPD |  URGENCIES 'CIRURGI | URGENCIES

FINS CURACIO I NT HGTIP VASCULAR iT | HGTIPVASCULAR ( HGTIP VASCULAR
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Theimportanceof a diabeticfoot multidisciplinary treatment

CLINICAL CASES
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Clinicalcase 1




Clinicalcase 2
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Clinicalcase 2

Mind to Limb




Clinicalcase 2

Plasticsurgeryreconstruction




Clinicalcase 3
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Clinicalcase 3
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Clinicalcase 3




Clinicalcase 4
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Clinicalcase 5

VS
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Clinicalcase 5
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Clinicalcase 6
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#,  UPD e

s ‘ﬂ R . A\ 7. Aina~, Ainoha, Anabel Palma, Beni, Be... !
P ; Ivan Sanchez

Bona nit. Ingressem des d'ucies al
‘ S - SENYor ., vwe: « oui w8, Peu diabétic
' séptic EID (27k leucos, PCR 220)
. desbridament ample fet avui a
& quir...atb levo + vanco (allergia
referida a peni que caldra desga
durant I'ingrés)

Ivan Sanchez
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60%reduction in the risk
of major amputations

JAMA2023;330(1):62Z/5

VS

Endocrinology
& Nutrition

Home
hospitalizationunit

Podiatry

Vascular & Endovascular

Sociawork unit
Surgery

Rehabilitation EmergencyJnit

Radiology& Nuclear medicine
InfectiousDisease

Traumatology& Ortophedics Microbiology

PrimaryCare
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