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INTRODUCTION:
India is the diabetes capital of the world with over 30 million patients. 
One of the most common chronic complication of diabetes affecting 
about 15% of diabetics. The occurrence of diabetic foot  also increases 
the socioeconomic burden on the patient. Diabetic foot is the result of 
triad of neuropathy,vasculopathy and infection. The ulcers are most 
common on the pressure point in the foot. They are also the ideal site of 
infections to occur. So a clinical profile will help in preventing diabetic 
foot and the microbiological profile in treatment of the ulcer ad 
preventing morbidities.

Materials and methods:
150 patients with diabetic foot ulcer admitted in our hospital were 
included in study. Patient's history was taken regarding duration of 
diabetes, hypertension and other morbidities. Patients fasting post 
prandial blood sugar, renal function test , urine albuminuria (dipstick 
method), HbA1c,ABPI(ankle brachial pressure index)  and culture 
and sensitivity from the ulcer were analysed.

Results:
Among the 150 patients 102 had hypertension.112 had 
dysplipidemia,72 had CAD, and 30 had chronic kidney disease. The 
average duration of diabetes was 12 yrs. The mean age of presentation 
is about 62yrs.

About 82(54%) had BMI >24.Male predominance was seen in foot 
ulcers(66%).

Of the 150 patients 43% had peripheral neuropathy,89% had 
nephropathy and 64% had retinopathy. ABPI was less than 0.8 in about 
50% of patients. The mean HbA1c was 11.2. Patients with CKD tend 
have more severe grade of ulcer.

The most common organism was Staphylococcus aureus followed by 
klebsiella,pseudomonas and E.coli.

DISCUSSION:
Diabetic foot ulcer is common complication of diabetes mellitus. It 
increases the morbidity and economic burden(1) of the patient. The 
triad of vasculopathy,neuropathy and trivial trauma leads to diabetic 
foot ulcer. The blood circulation to the wound may be reduced by vaso-
occulsion due to microangiopathy,vasoconstriction due to autonomic 
neuropathy and the sensory loss further adds oil to the pyre.

Neutrophil chemotaxis, neutrophil adherence to vascular endothelium, 
phagocytosis, intracellular bactericidal activity, opsonization and 
other aspects of innate immunity are all reduced in diabetics with 
hyperglycemia. Adaptive immunity appears relatively unaffected. The 
advanced glycation products seem to be the cause of the impairment. 
The hyperglycemia diverts the NADPH for super oxide formation to 
polyol pathway(2).  The impairment of chemotaxis and phagosytosis 
seem to play a role in Staph.aureus infections. Diabetics also have  a 
predisposition to acquire Klebsiella infections.

The mean age of presentation was 62yrs which also consistent  with 
other studies in south India(3,4)

Our study showed a male predominance and higher BMI in diabetic 
foot ulcer patients as see other studies. The male predominance may be 
due to the increased exposure to environmental factors. The increased 
BMI(5) may contribute to ulcer due to increased load on pressure 
points and also reduced self care.

The patients with diabetic foot tend to have higher HbA1c. The reverse 
may be true as higher HbA1c can cause the complications leading to 
development of diabetic foot. In our study patients had a mean HbA1c 
of 10.2gm/dl which was higher than those observed in other studies in 
world(6) but similar to those in south India(4).

The frequently associated complicat ions were diabetic 
neuropathy,nephropathy,vasculopathy and retinopathy. The presence 
of neuropathy and vasculopathy contribute to the occurrence and also 
chronicity of diabetic foot ulcer. The occurrence of foot ulcer tends to 
be lower in Asians than Europeans(6).

The presence of nephropathy can aggravate the atherosclerotic process 
leading to increased vasculopathy and also tends to increase incidence 
of neuropathy.

The presence of retinopathy per se indicates poor glycemic control and 
these patients are increased risk for foot ulcers. This is mainly by two 
factors.viz.similar contributing factors for diabetic neuropathy and 
retinopathy and patients with reduced vision are more prone to get 
traumatized and also cannot appreciate minor damages during self 
examination thereby unable to prevent formation of callus and then 
ulcers.

Infection in the ulcers in order from most common were 
Staph.aureus,klebsiella,Pseudomonas and E.coli. Our institution had a 
higher prevalence of klebsiella infection when compared to other 
studies in the south Indian region(8).  The most common infection 
remains Staph.aureus. 
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Conclusion:
Prevention is better than cure. Simple techniques like daily foot 
examination, appropriate footwear, hygiene and most importantly 
adequate glycemic control can help mitigate the damage of diabetic 
foot. On the part of the treating physician identification of early 
neuropathy by monofilament test, Peripheral arterial disease and 
adequate education of the patient can prevent the dreaded 
complication. And awareness of the pattern of infection and the 
sensitivity patterns can help in choosing antibiotics and this study 
serves this very purpose.
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