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ABSTRACT

Introduction: Chronic ulceration of the lower leg and foot is a frequent condition and wide in distribution they may be associated with a number of
Medical, Surgical & Dermatological condition the patient suffering is very immense, commonly seen in most of the surgical wards and OPD
Material & Method: Present prospective cohort study was conducted among the patients with foot ulcers presenting to department of General
Surgery, AVMCH and were posted for elective surgeries during a period of 2 years. The patients posted for split skin graft were admitted a day prior
to surgery. A detailed history including the identification detail of the patient, presenting complaints, were obtained. General Examination and
detailed clinical examination was done. The outcome among the patients were analysed as graft uptake and any complications noted between the
groups. Result: In present study, total of 170 patients fulfilling inclusion criteria were included with mean age of 51.4+13.2yr of age. On
assessment of the 1st acceptance of graft, it was significantly higher in group B (78.8%) compared to the group A (60.3%).(p<0.05) On assessment
of different post operative day the percentage of acceptance was significantly higher in group B compared to the group A patients.(p<0.05) On
assessment of complications, there is no significant complication documented in group B compared to the group A patient. Conclusion: The study
documented the improvement in the graft acceptance in both the group, of which the non-diabetic group had significantly early healing compared to

the diabetic foot ulcer.
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L.INTRODUCTION

Ulceration can be defined as wounds with "full thickness depth" and a
"slow healing tendency" in general the slow healing tendency is not
simply explained by depth and size. But caused by an underlying
pathologic fact that needs to be removed to induce healing."* About
15% of diabetic patients will develop chronic ulcer, and about 25% of
those will have to undergo foot amputation.™

There are several studies discussing about the effectiveness of the split
skin graft in ulcers. Chronic ulceration of the lower leg and foot is
frequent condition and wide in distribution they may be associated
with a number of Medical, Surgical & Dermatological condition the
patient suffering is very immense, commonly seen in most of the
surgical wards and OPD.””

Despite its common indications, there have been few large studies
assessing the use of split thickness skin graft as a modality for
treatment of diabetic foot and leg wounds.**’ Many techniques exist to
heal chronic wounds, most of which focus on secondary intention."
Split- thickness skin graft (STSG) placement has rarely been discussed
as a primary means of healing wounds, particularly those on the
diabetic foot.” Present research aimed to study the effectiveness of split
skin graft in the treatment of diabetic and non-diabetic foot ulcers

II. MATERIAL & METHOD:

Present prospective cohort study was conducted among the patients
with foot ulcers presenting to department of General Surgery, AVMCH
who were posted for elective surgeries during a period of 2 years were
included. The patients posted for split skin graft was admitted a day
prior to surgery. Patients with age group >35 yrs of age &<65 yrs of
age, patients suffering from T2DM presenting with diabetic foot ulcer
and those with ulcers other than diabetic foot ulcer were included.
Patients with co-morbidities like renal/ hepatic/ cardiac/ dysfunctions,
those with infected ulcers, Immunocompromised patients, Recurrent
cases, and those not willing to consent were excluded. Sample size was
calculated was 170 (85 in each group) using 0.=0.05 Power =85%.

I1I. Statistical analysis
All the data were collected in proforma and entered in excel sheet. The
collected data demographic data was summarized as frequency,

percentage, mean and standard deviation. The summarised data were
represented using tables, figures, bar diagram and pie charts. The mean
difference between the continuous data was analysed using t-test, for
follow-up data paired t-test and for categorical data Chi-square test
was used to determine the significance between the parameters
observed in this study. A P <0.05 was accepted as significant. Statistical
analysis was performed using SPSS version 22.0 (IBM SPSS, US)
software operating on windows 10.

IV.RESULTS:

Patients were included in the study after taking informed consent and
grouped into two groups based on etiology of the foot ulcer, as; Group
A: Patients presenting with diabetic foot ulcer (n=85) and Group B:
Patients presenting with non-diabetic foot ulcer(n=85). In present
study, total of 170 patients fulfilling inclusion criteria are included with
mean age of 51.4+13.2yr of age. Among 170 patients, 54.1% were
male and 45.9% were female patient, with marginal male
preponderance. On assessment of the 1% acceptance of graft, it was
significantly higher in group B (78.8%) compared to the group A
(60.3%).(p<0.05) On assessment of different post operative day the
percentage of acceptance was significantly higher in group B
compared to the group A patients.(p<0.05) There is no significant
complication documented in group B compared to the group A
patients, were 25.9% documented with presence of complication in
them.(p<0.05)
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Figure 1: Mean age of the patients
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Fig 1 shows in present study, total of 170 patients fulfilling inclusion
criteria are included with mean age of 51.4+13.2yr of age.

Table 1: Comparison of characteristics between the groups.

Group A Group B (p-value)
Count ‘N % Count ‘N %
Gender Female |38 44.7% |40 47.1%10.09
Male |47  [55.3%[45  [52.9%(0.758)
Time of Ist acceptance of |60.3 [18.4 |78.8 (9.9 0.01*
Graft acceptance |[PODS |66.5 [20.4 |853 |10.3 [0.01%*
POD7 |74.3 (199 |88.9 [9.3 0.01*
POD9 (823 |18.1 |[92.0 (9.4 |0.01*
PODI1 (89.9 (134 [945 (8.0 |0.01*
Complications Absent |63 74.1% |81 95.3%(14.712

Table 1 shows that between the gender, there is significant difference
in distribution between the groups. On assessment of the 1™ acceptance
of graft, it was significantly higher in group B (78.8%) compared to the
group A (60.3%).(p<0.05). On assessment of different post operative
day the percentage of acceptance was significantly higher in group B
compared to the group A patients.(p<0.05). On assessment of
complications, there is no significant complication documented in
group B compared to the group A patients, were 25.9% documented
with presence of complication in them.(p<0.05).

V.DISCUSSION AND CONCLUSION

Chronic ulceration of the lower leg and foot is a common and widely
distributed disorder that can be linked to a variety of medical, surgical,
and dermatological conditions.""” It is frequently observed in surgical
wards and OPDs and causes the patient great discomfort. Despite its
common indications, there have been few large studies assessing the
use of split thickness skin graft as a modality for treatment of diabetic
foot and leg wounds. Many techniques exist to heal chronic wounds,
most of which focus on secondary intention. Split- thickness skin graft
(STSG) placement has rarely been discussed as a primary means of
healing wounds, particularly those on the diabetic foot.” The response
to the injury in healthy individual is inbuilt and is sequentially arranged
process that result in the healing of wound with complete re-
epithelialization, drainage of resolution and attainment of function to
the affected tissue.

A total of 170 patients fulfilling inclusion criteria are included with
mean age of 51.4+13.2yr of age. 41.2% were in age of 41-55yrs,
followed with 25.3% in 56-65yrs and 21.2% in 21- 40yrs of age.
Among 170 patients, 54.1% were male and 45.9% were female patient,
with marginal male preponderance. There is a significantly higher in
group B (78.8%) compared to the group A (60.3%).(p<0.05) On
assessment of different post operative day the percentage of
acceptance was significantly higher in group B compared to the group
A patients.(p<0.05) On assessment of complications, there is no
significant complication documented in group B compared to the
group A patients, were 25.9% documented with presence of
complication in them.(p<0.05) In concordance the study by Dhanaram
Betal., Split skin grafts treated about 88% of patients (graft take higher
than 90%), with a 5% recurrence rate. The others had less than 90% of
the graft taken, but the ulcer had healed. Donor site infection occurred
in 5% of cases, and all were handled conservatively. The primary
purpose of diabetic foot treatment programmes is to prevent morbidity,
promote early wound healing, and encourage early ambulation. This
process of split skin grafting aids in this. However, the optimal
approach is to prevent the formation of such diabetic ulcers by patient
education and improved glycemic management. Diabetic clinic
follow-up should include vascular and neuropathic foot examination
as well as foot care instruction.

Sanniec K et al. reported that 16 skin grafts failed and that 27 healed
with more than 90% graft take. There was no statistically significant
difference in HbA1c levels between the groups that healed a skin graft
and the groups that did not heal a skin graft. According to preliminary
evidence, an increased HbA 1¢ level does not exclude the use of a skin
graft. In diabetic individuals, the benefits of early wound closure
outweigh the hazards of skin graft application."

According to the findings of the research by Yammine K et al., STSG is
the best treatment for treating noninfected recurring or resistant leg and
dorsal foot ulcers. The authors further believe that STSG should be
utilised more often in the treatment of similar wounds. The findings

should pique the interest of future researchers. ' Maduba CC et al., The
negative pressure dressing had a higher mean skin graft take of
99.2+0.95% than the standard dressing, which had a mean take of
89.74+6.44%, which was statistically significant with a P value of
<0.001. The complication rate was 12.9% in the negative pressure
dressing group and 96.8% in the conventional wound dressing group,
indicating that traditional wound dressing had about 7.5 times greater
problem. With a P value of <0.001, this is statistically significant.
When compared to typical wound dressing methods, negative pressure
dressing for split-thickness skin transplant dramatically improves
split-thickness skin graft take with a lower complication rate.

In multiple other trials, split-thickness skin grafts were used as an
adjuvant to a treatment that was only marginally beneficial or to cover
the donor site of another plastic surgery technique. Split-thickness skin
grafts, when used as the primary closure on ideal diabetic foot
ulcerations, are 78% efficient in healing 90% of the lesion by eight
weeks.’

In the present study, on assessment of the 1" acceptance of graft, it was
significantly higher in non-diabetic patients than in diabetic patients
and on assessment of different post-operative day the percentage of
acceptance was significantly higher in non-diabetic patients than in
diabetic patients. There is no significant complication between both
the groups.
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