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@ Aim of the work

AIM OF THE WORK

The aim of this work is to highlight the recent
lines and modalities of management of diabet-
ic foot disease trying to avoid or minimize the pos-
sibility of limb amputation offering a better quality

of life for those patients.



@ Introduction

INTRODUCTION

iabetes mellitus is a chronic metabolic disease
DWith pathological changes seen frequently in the
peripheral vascular, nervous, skeletal and
integumentary systems (thung p. et al., 1999).

WHO (world health organization)and the
international working group on diabetic foot defines
diabetic foot as the foot of diabetic patients with
ulceration, infection, and/or destruction of the deep
tissues associated with neurological abnormalities and
various degrees of peripheral vascular disease 1in the
lower limb.

Around the world at least 120 million people have
diabetes and up to 10% will develop foot ulceration at
some time, about 9% of national health service funds are
spent dealing with diabetes, nearly halve of this is for
hospitalization for complications, particularly of the
diabetic foot. Throughout the developed world healthcare
costs are incurred, but in the developing nations the

scarcity of care means that most of the cost is social

(Newrick p. 2000).
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About 77% of individuals over 75 years of age
undergoing amputation were unable to return to their
own homes after surgery, and required additional

financial support and social service (Lavery et al, 1997).

Diabetic patients have an increased propensity to
develop a variety of fungal and bacterial skin and soft
tissue infections. Foot infections are properly the
commonest and most important of them, being
responsible for more hospital days than any other

complications of diabetes (Ramsey et al., 1999).

There are two main types of ulcers: neuropathic
and ischemic, the vast majority of ulcers are either pure
neuropathic or mixed neuroischaemic (Katsilambros et
al., 2007).

The diagnosis of diabetic foot disease 1is
multidisciplinary, including clinical history taking and
thorough examination for gait, deformities, sensation,
ulcers, fissures, corns, dryness, onychomycosis,
infections, peripheral pulses and bruits. Also, different
1maging techniques are of value ranging from plain x-
rays, C.T (computerized tomography), MRI (magnetic

resonance imaging), radioisotope scanning up to vascular
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and hemodynamic studies such as duplex scanning,
ankle brachial index, angiography and MRA (magnetic
resonance angiography)( Katsilambros et al.,2007).

Meticulous attention to foot care and proper
management of minor foot injuries are the key to
preventing ulcer formation. Gentle cleansing with soap
and water, followed by the application of topical
moisturizers, helps to maintain healthy skin that can

better resist breakdown and injury (Lipsky et al., 2005).

Wound management can be achieved by Aggressive
surgical debridement and wound management, carefully
chosen antimicrobial therapy, and modification of host
factors (i.e., hyperglycemia). Also, improvement of limb
vascularity through different vascular techniques as
angioplasty, stenting or bypass surgery is all equally
important for a successful outcome (Perencevich et al.,
2004).

Some surgeons have proposed the advantages of
plastic surgical flaps and skin grafts to expedite wound
healing and provide for more durable soft tissue

coverage.




