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in the world of the diabetic
foot, Professor William
Jeffcoate has debunked
many of the new “advanced”
therapies in diabetic foot care.
As | have previously commented in this column,
the effectiveness of such therapies — which
include new dressings, silver technologies
and wound bed gels — will always be hard
to prove. Given that randomised control trials
(RCTs) and meta-analyses are the life-blood
of evidence-based care, the variance in foot
ulcers would require patient populations too big
to be economically viable. However, this does
not minimise the impact of two of the article
summarised in this quarter’s edition of Diabetes
Digest. Game et al (2012; summarised below)
and Jeffcoate (2012; summarised alongside).
As lead author of a review by the International
Working Group of the Diabetic Foot (a special
interest group of the International Diabetes
Federation), Game et al look at the period from
2006-2010 for studies of interventions in
diabetic foot care that had positive outcome.
0Of the 1332 considered, only 43 articles were
worthy of full text review and reporting. This
is less than 4% of the original citations and
should encourage all of us to publish better
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There is continuing uncertainty
concerning optimal approaches for
managing diabetic foot ulcers.

In 2006 the International Working
Group of the Diabetic Foot undertook
a systematic review of the evidence to

quality clinical studies in diabetic foot care.

The dismal levels of evidence available
to Game et al meant that conclusions on newer
therapies are limited. Only hyperbaric oxygen
therapy, and to a lesser extent topical negative
pressure therapy, were found to be associated
with evidence strong enough to justify their use.

This leads to another piece of finely honed
prose from Jeffcoate. He poses the question: If
s0-called advanced therapies have little to offer
then what should we be doing for the person
with diabetes and a foot ulcer? His conclusions
are simple and | wholeheartedly agree with
them: (i) agree outcomes with the patient
to improve adherence to treatment; and (ii)
provide the best general wound management
and do so consistently and as early in the
development of the ulcer as possible. There is
no evidence that dressings alone heal ulcers or
prevent amputations.

Multidisciplinary diabetic foot care teams
working with their patients in a consistent
manner make the biggest difference and it
is, as Jeffcoate puts it, “the availability or
otherwise of prompt expert advice which is the
principal explanation of the major variations
that are known to exist in the incidence of
amputation even within single countries.” Yet
more reason to promote a multidisciplinary
team in every major hospital treating people
with diabetes.
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inform protocols for routine care and
to highlight areas which should be
considered for further study.

The same working group has now

updated this review by considering
papers on the interventions to improve
the healing of chronic ulcers.

The authors conclude that with

the exception of hyperbaric
oxygen therapy and, possibly, negative
pressure wound therapy, there is little
published evidence to justify the use of
newer therapies.
Game F, Hinchliffe R, Apelquist J et al (2012)
A systematic review of interventions to enhance

the healing of chronic ulcers of the foot in diabetes.
Diabetes Metab Res Rev28: 119141
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A range of interventions are

available to the clinician treating
a diabetic foot ulcer; there is more
or less evidence for the efficacy of
given interventions.

In the present article, the author
aimed to develop a practical
algorithm for promoting the healing

of open diabetic foot wounds, which
are frequently associated with
delayed healing, reduced quality of
life and secondary infection.
The author stressed the need
to discuss wound management
with the patient, and whenever
possible families or other carers as
well; patients and their carers should
be involved in decision-making.

Wound management centres on:

documenting the wound and patient
histories; determining the relative
contributions of different causative
factors (e.g. neuropathy, peripheral
vascular disease); debriding and
cleansing the wound; microbiological
sampling if infection is suspected;
agreeing a management plan with
the patient/carer; initiating antibiotic
treatment if clinical signs of infection
are present; considering the need for
vascular assessment or intervention;
protecting the wound with dressings
and offloading/protective footwear;
regular review and emergency access to
care should the ulcer worsen.

The author concludes that the

structure of care also has a major
impact on outcomes; access to an
expert multidisciplinary team reduced
the incidence of major amputation,
and non-specialists must be aware of
services and the need for early expert
assessment of diabetic foot ulceration.

Jeffcoate W (2012) Wound healing — a practical
algorithm. Diabetes Metab Res Rev 28: 85—8
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