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ABSTRACT 100 cases of diabetic foot lesions were examined. Age, sex and duration of diabetes seen in this study were 
comparable with the other series. Males are affected more commonly than females with ratio of 1.5:1. The 

incidence of foot problem is more in the 50 to 60 years age group than the rest in our study. 24 patients were found to have 
diabetes for more than 4 years. Most of the patients presented with fore foot involvement (56%). Sensory neuropathy was 
the most frequent component. Pure sensory neuropathy was seen in 15 patients while mixed sensory and motor neuropathy 
was seen in 15 patients, most with abscesses and gangrene. Mixed infection with both aerobes and anaerobes was the most 
common. Nosocomial infections were seen in patients having prolonged duration of stay following surgery. Rapid control 
of infection led to decreased insulin requirement and rapid glycemic control contained the spread of infection. Third gen-
eration cephalosporins were commonly used for diabetic foot lesions along with metronidazole and aminoglycosides. The 
main presenting feature was gangrene of the foot or toes or plantar abscesses. Surgical debridement with or without Ray 
amputation of the gangrenous toes was the most commonly done surgical procedure. Transmetatarsal or Syme’s amputation 
was less commonly performed. The mean duration of recovery was 4 weeks. Higher education regarding foot care forms an 
integral part of surgical management.

INTRODUCTION
Foot infection in Diabetic patients represents a major con-
cern. Somewhere in the world a leg is lost to diabetes every 
30 seconds. It is estimated that approximately 15% of all 
people with diabetes will be affected by a foot ulcer during 
lifetime.The human and economic consequences of diabetic 
foot are extreme. In developed countries up to 5% of people 
with diabetes have foot problems but in developing coun-
tries it is seen in up to 40% of cases.

One of the major nontraumatic nonmalignant cause of lower 
limb amputation is diabetic foot. Majority of the skin ulcers 
if not detected early and not treated appropriately will result 
in amputation. In the past amputation was considered as a 
treatment of choice in patients with spreading infection in 
diabetic foot but now newer trends in treating diabetic foot 
infections such as newer antibiotics, antidiabetic treatments, 
various growth factors, newer tests in early detection of dia-
betic neuropathy, early conservative foot salvage surgeries 
and rehabilitative aids such as foot wears etc. and various 
other methods have made it possible to do conservative 
treatment in view of saving the limb and its function.

This study emphasizes on these newer modalities in view of 
medical, surgical and rehabilitative aspects of treating dia-
betic foot infections and taking a conservative approach to 
minimize amputations so that we can make patients physical, 
mental as well as social life better.

AIMS AND OBJECTIVES:
a) To study efficacy of new modalities for treating diabetic 

foot infection.
b) To stress importance of conservative approach in treating 

diabetic foot infections.
c) To stress importance of foot care.

MATERIAL AND METHODS:
STUDY METHOD:-
1. The study is a randomized prospective as well as retro-

spective ethical study.
2. 100cases of diabetic foot lesions were examined. 
3. Only those cases that required admission are studied. Pa-

tients with minor ulcerations and small foot lesions were 

not admitted and so not included in this series. 
4. All patients were evaluated by taking detailed history, 

clinical examination and necessary investigation accord-
ing to case Performa. 

5. Preoperative preparation, intra operative details and 
postoperative management were recorded. 

6. Categorization and tabulation of the data was done ac-
cording to age, sex, duration and control over diabetes, 
presentation of foot lesion, vasculopathy and neuropathy, 
organism cultured, surgery offered as first procedure to the 
patient, re surgeries required and outcome of treatment.

7. Treatment decision was taken after thorough evaluation 
of patient with all noninvasive investigation procedures. 
The type and extent of the initial surgical procedure was 
determined according to clinical judgment of treatment 
team, often with a conservative treatment philosophy of 
minimizing bone resection whenever possible.

8. Patient was considered cure if wound healed within 6 
months of treatment. Treatment failure was defined as 
persistence of the ulcer at 6 moths or further surgical re-
section of bone after initial hospitalization. 

STUDY PERIOD:-
Study period was from August 2009 to July 2011.

STUDY GROUP: We studied sample size of 100 patients. Pa-
tients between 30-80 years of age, including both male and 
females were studied.

STATISTICAL ANALYSIS:-
The observations of our study are analyzed using the statis-
tics package for social science (SPSS software version 11) by 
using frequency, percentage, and chi square test. P-value less 
than 0.05 were considered as significant.

INCLUSION CRITERIA- 
1. All adult patients both male and female with diabetic 

foot infection.
2. All patients who had been treated earlier for diabetic 

foot infection and coming for follow up for the same in 
the mentioned study period

3. Ulcers extending only up to the knee and not above 
knees
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EXCLUSION CRITERIA- 
1. Patients who are critically ill
2. Ulcers extending above knee joint
3. Severe infections such as necrotizing fasciitis

OBSERVATIONS AND RESULTS
The following observations were made and results drawn 
from the study on 100 diabetic foot patients. 

Table 1: Duration of diabetes
Duration of diabetes No. of patients Percentage
Unknown 23 23.0
1yr 16 16.0
2yr 16 16.0
3yr 4 4.0
>4 yr 24 24.0
>10yr 17 17.0
Total 100 100.0

Table no.2 - Incidence of success according to sex

Sex
Outcome

Total
Success Failure

Male 46 (76.7) 14 (23.3) 60 
Female 33 (82.5) 7 (17.5) 40 
Total 79 (79.0) 21 (21.0) 100

P value 0.483

Table no. 3:The distribution of patients studied according to 
their age 

Age group (years) No. of patients Percentage
<=40 4 4.0
41 – 49 16 16.0
50 – 59 64 64.0
>=60 16 16.0
Total 100 100.0

Observation:-
In our study, 56 patients required surgical debridement and 
6 patients were managed with local treatment. 12 patients 
required resurgery ,amputation or debridement. 5 patients 
required skin grafting. 

60% of our patients were males ,40% were females. Males 
are affected more commonly than females with ratio of 1.5:1. 
Nearly 46% of patients were having poor glycemic control . 

Pure sensory neuropathy was seen in 15 patients while mixed 
sensory and motor neuropathy was seen in 15 patients, most 
with abscesses and gangrene. 

Infection was fairly common in all diabetic foot lesions. Mixed 
infection with both aerobes and anaerobes was commonly 
seen. Nosocomial infections were seen in patients having 
prolonged duration of stay following surgery. Hyperglyce-
mia and infection were complementary to each other. Rapid 
control of infection led to decreased insulin requirement and 
rapid glycemic control contained the spread of infection. 
Third generation cephalosporins, metronidazole and amino-
glycosides were commonly used . 

Patients presented with extensive lesions like gangrene of 
the toes or foot or deep plantar abscesses were treated with 
debridement and Ray amputation. Only 3 patients primar-
ily required below knee amputation and one required below 
knee amputation as a re-surgery. 

Primary surgical procedure was sufficient in 86 patients while 
14 required revision of primary procedure. Mean duration 
of recovery was 4 weeks. Prolonged stay was seen in poorly 
controlled diabetics.

CONCLUSION:-
Single aggressive debridement achieved better control of 
diabetes.

Neuropathy and vasculopathy were common occurrences in 
diabetes and affect the healing of the ulcer.

Patients required rehabilitative measures such as off-loading 
foot wear, crutches or artificial limbs for rehabilitation. 

Strict control of hyperglycaemia and proper foot care helps in 
preventing diabetic foot lesions.

It is possible to achieve limb salvage in patients by early treat-
ment of diabetic foot lesions, and prevention of new lesions.

Foot scans have completely changed the foot wear advised 
for diabetics, preventing traumatic injuries.



INDIAN JOURNAL OF APPLIED RESEARCH  X 259 

Volume : 3 | Issue : 2 | February 2013 | ISSN - 2249-555XReseaRch PaPeR

SUMMARY:
Any diabetic patient with suspected infection should be im-
mediately advised strict off-loading of the affected foot. In-
door care with immediate glycaemic and metabolic control 
should be instituted with parenteral, oral antibiotic for 8-10 
weeks. As most of the diabetic foot infections are polymicro-
bial, combination of broad spectrum antibiotic. 

It is necessary to reduce the edema by use of elasto-crepe 
bandage. Patient should be assessed for presence of vas-
culopathy.

The foot infection should be assessed properly. The extent 
of radical debridement and conservative amputation will de-
pend upon the involvement of plantar spaces. 

The procedure should be done as early as possible. 

Strict off- loading of the affected foot should be maintained 
till the wound fully heals. Gradual mobilization should be 
done wearing proper footwear after wound heals.

Proper postoperative dressing should be done. 

Patients need rehabilitative measures like footwear for arti-
ficial limb.

Foot scans have radicalized the foot wear for each individual.
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