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Abstract
Diabetic foot disease is a major burden on the healthcare system (10) with astronomical economic as well as social implications affecting patients
especially when this entity leads to lower extremity amputations. This review attempts to identify the problem and its burden on the healthcare system
and presents the latest evidence in finding a strategic plan to overcome this modern plague that is complicating the care of diabetic patients and is
costing millions of tax payers’ money.

Mini Review
Lower extremity amputations are common in western societies
and the United States. More than 3,00,000 patients with amputations
live in the US and 65,000 procedures are performed annually. Foot
ulcers and mainly diabetes induced ones are responsible for 85% of
lower extremity amputations. The reasons of their development are
mainly neuropathy, angiopathy and intractable infections [1]. The
longevity and quality of life of amputees is severely affected due to
decreased mobility and increased oxygen consumption [2]. Indeed
only 63% of major amputees recover independent ambulation using
prosthesis [1]. In addition, Cultural factors including the patient
background and ethnicity affects the management of these wounds
and may lead to premature amputations [3]. The emergence of
gram-negativespecies, which necessitate radical surgical treatment
of osteomyelitis, is complicating the problem as well [4].
Several modalities of treatment are in practice to treat diabetic
foot ulcers but the safest approach is prevention. The combination
of strict diabetic control, frequent checkups, foot hygiene, adequate
nutrition and aggressive wound care [5] all lead to control the rate of
below knee amputations. State of the art wound care products and
techniques including the use of colloid matrix, silver and biologics
such as PDGF are contributing to advances in treatment of diabetic
foot ulcers [6]. Goie [7] stress on the importance of education in
avoiding the development of diabetic foot ulcer. Therefore using all
potential resources such as translators, social workers and if need
be psychiatric evaluation may help optimizing patient outcome.
An algorithm for approaching diabetic foot ulcers relying
mainly on a multidisciplinary approach is needed [8]. It starts with
adequate control of risk factors such as peripheral neuropathy,

peripheral vascular disease, Smoking, trauma, duration of diabetes
mellitus and high levels of HBA1C [9]. Awareness through education
and close follow up [7] helps volumes. Proper diagnostic skills
follow with a clear history, physical exam using relatively objective
parameters such as the Wagner staging of ulcers.

Patients are then worked up with laboratory tests (inflammatory
markers), and a neurological and vascular evaluation. A plan of care
can thus be formulated addressing this prominent condition before
it deteriorates [8,10]. In adopting a multidisciplinary approach, a
team including podiatry, wound care nursing, infectious disease
specialist and plastic and/or orthopedic surgeons participate in
shared decision making regarding the treatment of diabetic ulcer
patients [8]. State of the art modalities in wound management
include various topical dressings (silver, colloids, wound vac etc.)
as well as hyperbaric therapy and proper antibiosis. These factors
contribute in concert to a dramatic change in the prognosis of
the patient. Hospitals should create committees formed from
administrators as well as physicians and nurses to monitor
the results of the multidisciplinary approach aimed at treating
diabetic foot ulcers. Problems that might be facing hospitals are
lack of sufficient resources in equipment and personnel. Another
challenge is the absolute cooperation and compliance of patients
with following up with various healths care providers. An obligatory
parameter needed to overcome these challenges is thorough
education that will reassure the patient that the proposed plan of
care will improve his/her prognosis [7]. The multidisciplinary team
should meet on a regular basis to oversee the course of treatment
of the diabetic foot ulcer patients. Concrete indicators and patient
outcome parameters are necessary in making sure that progress is
actually happening [11,12].
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