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ENGLISH SUMMARY

The diabetic foot infection 1S ONE of the most difficult surgical problems
and despite strenuous efforts to educate patients and provide them with
adequate health care. Diabetes one of the chronic diseases that have great
affect on various tissues and organs in the body as a result of non-optimal
use of energy and the body is exposed constantly to high glucose level in
the blood, the side effects of diabetes gradually appear and without being
felt by the patient. The foot is the most part of the body that adversely
affected by the disease, and more than 25% of these patients will suffer

from health problems such as infections and foot ulcers.

The chronic inflammation of the peripheral nerves voluntary and
involuntary, with the loss of sensation gradually with ischemia in the
peripheral circulation and atherosclerosis that will expose the foot to be

easily infected which may lead to amputation.

The affected immune system in diabetic patient has a great impact on
inflammation of the foot , defensive cells not functioning optimally, also
affected platelets and vasoconstriction of peripheral blood vesseles which

facilitates the occurrence and spread of inflammation and severe failure of



medical and surgical treatment and amputation of the affected foot.

There are three pathological changes that cause diabetic foot, namely:
neuritis and ischemia and infection. Studies have shown that 40% of
patients have neuritis only, and 25% with ischemia and 35% suffer from

neuritis and ischemia.

Of the most important means for these chronic diseases are health care
Most studies indicate good results as a result of health education and
counseling for these patients and reduce the percentage of health

problems associated with diabetes and amputation of the lower limbs.

Despite these efforts and ease of incidence and poor body resistance severe
inflammation occurs in some cases, which requires medical and surgical
intervention , patient must be under care in the hospital starting
iImmediately with the use of a wide spectrum antibiotics till get the

most appropriate species with the result of the culture from injury, we
should discover ischemia in lower limbs and treated it even if surgical
intervention is necessary to get the best results, as well as local surgical
intervention to clean the wound and eradicate dead tissue and daily

dressing on the wound.



In spite of all these efforts, more than 50% of amputations cases are the
people living with diabetes and this has recently led to the use of other
means of treatment to help these patients, including immune cells, which

gave good results in this area.

In this study, we will try to shed light on the use of modern methods for
the treatment of diabetic foot and try to avoid amputation of the lower

limbs.
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