Lower limb complications

Predlctlon of wound closure after debridement

wo years ago The

Diabetic Foot, one of

the sister journals of
Diabetes Digest, published a
paper by Smith and Thow (2001)

Matthew Young,

Consultant on the role of debridement in
Physician, . .

it the management of diabetic
Royal Infirmary foot ulcers. They concluded

that debridement was probably
a good thing and should be encouraged, but
there was a paucity of good evidence to
support this.

The lead paper in this quarter’'s Diabetes
Digest supplies another study to add weight
to their conclusions. Saap and Falanga
describe a debridement performance index
and its use as an independent predictor of
wound closure in 143 patients. Their index
is based on the appearance of the wound
before and after debridement using clinical
photographs.

One slight criticism is that the debridement
index was higher if there was no callus before
debridement; consequently, if the patient
was not walking at all, and no callus had
built up, the score — and the outcome — would

automatically be better. However, it seems like
a common-sense application of a useful tool
for small-scale audits and major trials.

Both the paper by Saap and Falanga and
a similar study by Steed et al (1996), which
looked at frequency of debridement, were
add-on studies to large multicentre trials of
adjuvant healing products. With Saap and
Falanga it is the bilayered skin equivalent,
Apligraf, and in Steed’s paper it was platelet-
derived growth factor-B (marketed as Regranex).

What is clear from both these papers is
that while the overall efficacy of the adjuvant
product has been demonstrated elsewhere,
the influences of good wound care on healing
rate is as large, or larger.

Therefore, before turning to these expensive
additional therapies, it is important to ensure
that all the basic aspects of wound care,
including pressure relief, infection, and
particularly debridement are optimal.

Smith J, Thow J (2001) Is debridement effective for diabetic foot
ulcers? A systematic review: 3. Diabetic Foot 4(4): 165-72

Steed DL, Donohoe D, Webster MW et al (1996) Effect of extensive
debridement and treatment on the healing of diabetic foot ulcers.
Journal of American College of Surgeons 183(1): 61-4
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New scoring system
a useful predictor
of wound closure
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foot ulceration and
death in diabetes

This study examined the
contributions of various peripheral
nerve tests, vascular tests and
other general assessments to the
development of foot ulceration,
lower limb amputation and mortality.

A total of 169 patients with
diabetes (without significant
peripheral vascular disease) and 22

Readability ; ; ; ; controls were recruited to the study
Applicability to practice
WO 77 and followed for 6 years.

Vibration perception threshold,
pressure perception threshold,

MNCV was the best predictor
of new ulceration. The best

temperature perception threshold,
autonomic neuropathy, muscle
strength, reflexes, and neuropathy
disability score all predict foot
ulceration to some degree.

The involvement of motor nerve

conduction velocity (MNCV) in
the development of foot problems in
patients with diabetes has not been
examined in a long-term study.

predictors of amputation were
pressure perception threshold and
medial arterial calcification.

Healthcare professionals can

use this knowledge to tailor
intervention strategies to individual
patients.
Carrington AL, Abbott CA, Shaw JE et al (2002) Can
motor nerve conduction velocity predict foot

problems in diabetic subjects over a 6-year
outcome period? Diabetes Care 25: 2010-15

There is currently no established

way to judge the appropriate
extent of debridement and its
performance.

This paper describes the
development of a scoring
system (the debridement
performance index) to assess
whether debridement has been
performed adequately.

Scores were assigned to

the debridement of callus,
ulcer’s edge undermining, and
wound bed necrotic tissue. A score
of 0—2 was assigned as follows:
0 = debridement needed but not done;
1 = debridement needed and done; and
2 = debridement not needed. The
three scores were added to give a total
between 0 and 6.

The score was applied to 143
patients with diabetic foot ulcers
to determine its predictive value for
wound closure. Sequential digital
photographs of each foot ulcer
were assessed.

Ulcers with a debridement index

of between 3 and 6 were 2.4
times more likely to heal than those
with a score of 0-2.

After controlling for treatment,

the score was found to be an
independent predictor of wound closure
(odds ratio 2.4; 95% Cl 1.0-5.6).

The scoring system appears to be

very promising as a predictive tool
for determining outcome in clinical trials
and, most likely, in clinical practice.

Saap LJ, Falanga V (2002) Debridement
performance index and its correlation with
complete closure of diabetic foot ulcers. Wound
Repair and Regeneration 10: 354-59
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