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EmouAwon toauuarog
IWGDF 2019 Recommendations

Prevention of foot ulcers in persons with diabetes®

Offloading foot ulcers in persons with diabetes?

Diagnosis, prognosis, and management of peripheral artery disease

(PAD) in patients with a foot ulcer and diabetes®

Diagnosis and treatment of foot infection in persons with
diabetes®

Interventions to enhance healing of foot ulcers in persons with
diabetes®

Classification of diabetic foot ulcers

&

Nicolaas C. Schaper et al: Practical Guidelines on the prevention and management
of diabetic foot disease (IWGDF 2019 update). Diabetes Metab Res Rev.2020; 36(S1):
e3266.
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AvVTIUETWTTION TNC Aoiuwénc
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Emmeiyouoa avriueTwITION
IWGDF 2019 Recommendations

15. Urgenlly «
PAD and a diabetic foot infection, as they are at particularly high

risk for major limb amputation. (Strong; moderate)

‘time is tissue”

R.J.Hinchliffe et al. Guidelines on diagnosis, prognosis, and management of peripheral
artery disease in patients with foot ulcers and diabetes (IWGDF 2019 update). Diabetes
Metab Res Rev 2020;36(S1):e3276




XEIPOUPYIKOC KaBapIouoc
IWGDF 2019 Recommendations

e ATTONAKPUVE TO ATTOTTITITWY OEPUA, VEKPWTIKO
I0TO KAl TN YEITOVIKI UTTEPKEPATWON KATA
TTPOTIUNON ME XEIPOUPYIKO KOBAPIOUO, TTapa UE
AAAeC ueBOdoUC, AaufavovTac uttown OXETIKEC
QAVTEVOEICEIC OTTWC TTOVOC 1 ooapr) IoXaiia
(GRADE: strength of recommendation: strong,
guality of evidence: low)

Gerry Rayman et al. Guidelines on use of interventions to enhance healing of chronic

foot ulcers in diabetes (IWGDF 2019 update). Diabetes Metab Res Rev.
2020;36(S1):e3283.




XEIPOUPYIKOC KaBapiouoc




AvTiueTwirion tn¢ Aoiuwéncg
[lapakAIVIKOC EAgyXOC

— RO akpou mooo¢




OareouueAitioa-apakAIVIKOC EAEyXOC
IWGDF 2019 Recommendations

. (a) In a person with diabetes and suspected osteomyelitis of the

foot, if a plain X-ray and clinical and laboratory findings are most

compatible with osteomyelitis, we recommend no further imaging
of the foot to establish the diagnosis. [Strong; low]

(b) If the diagnosis of osteomyelitis remains in doubt, consider
ordering an advanced imaging study, such as magnetic resonance
imaging scan, '“F-FDG-positron emission tomography/computed

tomography (CT) or leukocyte scintigraphy (with or without CT).

(Strong; moderate]

B.A.Lipsky et al. Guidelines on the diagnosis and treatment of foot infection in persons
with diabetes. Diabetes Metab Res Rev 2020;36:3280




OarteouueAitida-rapakAiviko¢ EAsyxoc
IWGDF 2019 Recommendations

 MRI akpou moo0¢




AvTiueTwirion tnC Aoiuwénc

o Kuttapitida (AvTIBIOTIKA aywyn )




XEIPOUPYIKN QVTIUETWITION
IWGDF 2019 Recommendations

Nonsurgeons should urgently consult with a surgical specialist in

cases of severe infection or of moderate infection complicated by

extensive gangrene, necrotizing infection, signs suggesting deep

(below the fascia) abscess or compartment syndrome, or severe

lower limb ischemia. (Strong; low)

B.A.Lipsky et al. Guidelines on the diagnosis and treatment of foot infection in persons
with diabetes. Diabetes Metab Res Rev 2020;36:e3280




XEIPOUPYIKN QVTIUETWITION
IWGDF 2019 Recommendations

21. (a) In a patient with diabetes and uncomplicated forefoot osteo-

myelitis, for whom there is no other indication for surgical treat-

ment, consider treating with antibiotic therapy without surgical

resection of bone. (Strong: moderate)

(b) In a patient with probable diabetic foot osteomyelitis with
concomitant soft tissue infection, urgently evaluate for the need
for surgery as well as intensive post-operative medical and surgi-

cal follow-up. (Strong: moderate)

B.A.Lipsky et al. Guidelines on the diagnosis and treatment of foot infection in persons
with diabetes. Diabetes Metab Res Rev 2020;36:e3280



AvTiueTwirion tnC Aoiuwénc

* Probe to bone test

ExTeBeipéEvo oTToyywdeC 00TO BETEI TN
dAyvwaon OOTEOMUEAITIOOC

S. Allahabadi et al. Consensus on surgical aspects of managing osteomyelitis in the
diabetic foot. Diabetic foot & ankle 2016




AVTIUETWTTION TNC AOIUWENC
IWGDF 2019 Recommendations

In a2 person with diabetes and suspected osteomyelitis of the foot,

we recommend using a combination of the probe-to-bone test, the

erythrocyte sedimentation rate (or C-reactive protein and/or pro-
icitonin), and plain X-rays as the initial studies to diagnose osteo-

myelitis. (Strong: moderate)

B.A.Lipsky et al. Guidelines on the diagnosis and treatment of foot infection in persons
with diabetes. Diabetes Metab Res Rev 2020;36:3280




AvTriueTwrrion 1n¢ Aoinwénc

* Probe to bone (+) - OoTteopueAiTidOa




AvTriueTwrrion 1n¢ Aoinwénc
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AvTiueTwTTIon TNS Aoiuwiéng

e SYAOEIC * Agaipean
VEKPWHEVWV

IOTWYV



AvTiueTwTTIon TNS Aoiuwiéng

 Toun Loeffler and Ballard




AVTIUETWTTION THS ACiuwéng




AvTiueTwirion tnC Aoiuwénc




AvTiueTwirion tnC Aoiuwénc




AVTIUETWTTION THS ACiuwéng

+ AYYEIOTTAOOTIKN O€ IYVUOKNAG
apTnpiag




AVTIUETWTTION THS ACiuwéng

* AKPWTNPIAGUOC OAKTUAWYV




AvTriueTwrrion 1n¢ Aoinwénc

* AKPWTNPIAGUOC OAKTUAWYV




AKOPWTNPIAOUOC OAKTUAOU:
AlapaAayyiKo¢




AKOPWTNPIACOUOC OAKTUAOU:
Ray




AvTriueTwrrion 1n¢ Aoinwénc

 To TpaUUA TTAPAUEVEI AVOIKTO




2UYKAEION KaTta 2° OKOTTO




AvTiueTwirion tnC Aoiuwénc

e 2UUTTANPWMATIKOC AKPWTNPIACHOC
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AVTIUETWTTION TS AOIUWENC

* AKpWTNPIAOPOI AKPOU TTO0O
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Transmetatarsal Lisfranc's Chopart's



Alquerarapoio¢ AKpwTNEIACoUOC




Alquerarapoio¢ AKpwTNEIAoUOC

AN




Merarapoio¢ AKowTtnpiaouoc
(Lisfranc)




Merarapoio¢ AKpwTnpIlaouog
(Lisfranc)




AKpwrnpiaouoc¢ tumou Chopart




Guillotine




=npr yayypaiva




AVTIUETWTTION TS AOIUWENC

« K/a rpauuaroc (Teuayio oorou)
« Gram ypwan
o AecpOfia
* Avaepofia

* loToTTABOAOYIKN £€ETAON

« OOTO TTOU aaipEiTal
e [Napapeévwyv KoOAOBwua ooTou

S. Allahabadi et al. Consensus on surgical aspects of managing osteomyelitis in the
diabetic foot. Diabetic foot & ankle 2016




AVTIUETWTTION TNC AOIUWENC
IWGDF 2019 Recommendations

8. (a) Collect an appropriate specimen for culture for almost all clini-

cally infected wounds to determine the causative pathogens.

(atrong: low)

25. (a) During surgery to resect bone for diabetic foot osteomyeli-
tis, consider obtaining a specimen of bone for culture (and, if
possible, histopathology) at the stump of the resected bone
to identify if there is residual bone infection. (Weak:
moderate)

(b) If an aseptically collected culture specimen obtained during
the surgery grows pathogen(s), or if the histology demonstrates
osteomyelitis, administer appropriate antibiotic therapy for up to

& weeks. (Strong; moderate)

B.A.Lipsky et al. Guidelines on the diagnosis and treatment of foot infection in persons
with diabetes. Diabetes Metab Res Rev 2020;36:3280



ATTOQOPTION UEAOUC
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Diabetic foot ulcers. Rutherford’s Vascular Surgery 8" ed, (116) 2014.



ATTOQOPTION HEAOUC




Ocparreia

* [lapareTapevn KATAKAION OTO
KOEPATI

 Dr Frederick Treves

(1853-1923).

« XEIPOUPYIKOC KaBapiouog

« ATOQOPTION UEAOUC

* Emuoppwaon tou aobsvoug




[looommaBeia diaowang UEAOUC
N uEICwv aKkpwTnpIacuog ?

E-ATOMIKEYZ2H

HAIKia (evdovoookouEIak voonAegia, avTiBIOTIKA oXnuara,
TTOANATTAOI XEIPOUPYIKOI KABAPIOUOi, CUYKAEION TPAUUATOG UETA ATTO
HAVEQ)

2Uvoda TTpoARuaTa (eTTavayyeiwaon xeipoupyika?, oe XNA
QAYYEIOTTAQCTIKA?)

KartakAiuévol aoBeveic-AykUAwaon péEAoUG-Mikpd TTpOadOKIUO
eMIPBiwong: (avTevOEiKvUTAl N ETTAVAINATWON)



Texvnto UEAOC




Meilovec akpwTnpliaauoi

« KAatwOev TOU yOvVaTOC
* AvwBev TOU yovaTog



AKPWTNPIACUOS KVINING




AKPWTNEIQCUOC UNPOU




Meilwv AKpowTnpIacuog

[ayypaiva tng mrépvac
Emvéunon tn¢ vEKpwang
KEVTPIKA TOU TAPOOU
[evikeuuévn onwn HE
arrooTabeporToincn Tou
appPwWaoToU

KarakekAiuévor aoBeveic ue
moAAarmAa coBapd
moofBAfnuara fj mrwyo
TTPOOOOKIUO ETTIBIWONG
2KOTTOC. Anuioupyia ikavou
KoAoBwuarog yia otnpién
ITPOOBOETIKOU UEAOUC
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Duoikn e€éraon
IWGDF 2019 Recommendations

1. Examine the feet of all patients with diabetes annually for the

presence of peripheral artery disease (PAD), even in the absence
of foot ulceration. At a minimum, this should include taking a rele-
vant history and palpating foot pulses. (Strength of the recom-

mendation: strong; quality of the evidence: low)
. Clinically examine (by relevant history and palpation of foot

pulses) all patients with diabetes and foot ulceration for the pres-

ence of PAD. (Strong; low)

R.J.Hinchliffe et al. Guidelines on diagnosis, prognosis, and management of peripheral
artery disease in patients with foot ulcers and diabetes (IWGDF 2019 Update). Diabetes

Metab Res Rev 2020;36(S1):e3276



loxaiuia

Yuxpo, wxpo Kalr AoCPUyLOo
2A: PodaAo kai (eoTo
EAAcipn 1o0TopIiKoU diaAgiTrouocag X wAoTnTac n
aAyoucC npeuiag OEv atToKAEiEl Thv Ioxailuia.
KAIVIKG n epuBpornta tou modo¢ arnv
Karapporrn 6€on (weudo-urrepaiyia) givai
EVOEIKTIKN Bapiac ioxaiuiac.

KaBuartepnuevn 1pIxoEIOIKN ETTAVATTIANPWON
AOQuyuo aKpo UE yayypaiva OAKTUAOU ETTIONC
OnAwver Bapia ioxaiuia.




loxaiuia




loxaiuia

* YnAapnon opuéswv

Paxiaia Tou 100G

OrmioBia kvnuiaia







loxaiuia

 MErpnon rou apupo-Bpaxioviou OEIKTN TTIECNC
2BATlI:

e 2UCTOAIKN TTIECH OQUPWV
2UOTOAIKN TTiEan Bpayiova
(pr: > 0,9 -1.2)







2akyapwonc AiaBntncg - XNA

Weudwc¢ auénuEVveg TIUEC
Tou 2BATll, Aoyw
aTToTITAVWAONG TOU UETOU
Xitwva

Mérpnon tn¢ SAKTUAIKNC ~
rieonc
< 30 mmHg 1oxaiuia

TouAayxiorov 50mmHg yia
ETTOUAWON EAKOUC
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Aiadepuikn Ocuuerpia TcPO?2

Recommendation

Ulceration of the foot in diabetes will generally heal if the
TcPO; 1s =50 mmHeg. Healing 1s usually severely impaired
when TcPO; is <30mmHg.2 (Level 2b: Grade B)

R.J.Hinchliffe et al. Guidelines on diagnosis, prognosis, and management of
peripheral artery disease in patients with foot ulcers and diabetes (IWGDF 2019

Update). Diabetes Metab Res Rev 2020;36(S1):e3276




PAD — lNapakAIvIKO¢ EAgyxoC
IWGDF 2019 Recommendations

3. As clinical examination does not reliably exclude PAD in most

persons with diabetes and a foot ulcer, evaluate pedal Doppler

arterial waveforms in combination with ankle systolic pressure
and systolic ankle brachial index (ABI) or toe systolic pressure and
toe brachial index (TBI) measurement. Mo single modality has

been shown to be optimal, and there is no definite threshold

value above which PAD can reliably be excluded. However, PAD

is a less likely diagnosis in Lhe presence ol ABI, 0.9-1.3; TBI,
20.75; and triphasic pedal Doppler waveforms. (Strong; low)

R.J.Hinchliffe et al. Guidelines on diagnosis, prognosis, and management of peripheral
artery disease in patients with foot ulcers and diabetes (IWGDF 2019 update). Diabetes
Metab Res Rev 2020;36(S1):e3276



PAD — lNapakAIvIKO¢ EAgyxoC
IWGDF 2019 Recommendations

6. Always consider urgent vascular imaging, and revascularization, in
a patient with a diabetic foot ulcer and an ankle pressure of
<50 mmHg, ABI of <0.5, a toe pressure of <30 mmHg, or a TcPO,

of <25 mmHg. (Strong; low)

R.J.Hinchliffe et al. Guidelines on diagnosis, prognosis, and management of peripheral
artery disease in patients with foot ulcers and diabetes (IWGDF 2019 Update). Diabetes
Metab Res Rev 2020;36(S1):e3276




Hemodynamics and Probability of
Healing of a Diabetic Foot Ulcer
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PAD — lNapakAIvIKO¢ EAgyxoC
IWGDF 2019 Recommendations

7. Always consider vascular imaging in patients with a diabetic foot

ulcer, irrespective of the results of bedside tests, when the ulcer

is not healing within 4 to 6 weeks despite good standard of care.
(Strong: low)

. Always consider revascularization in a patient with a diabetic foot
ulcer and PAD, irrespective of the results of bedside tests, when
the ulcer is not healing within 4 to 6 weeks despite optimal man-

agement. (Strong: low).

R.J.Hinchliffe et al. Guidelines on diagnosis, prognosis, and management of peripheral
artery disease in patients with foot ulcers and diabetes (IWGDF 2019 update). Diabetes
Metab Res Rev 2020;36(S1):e3276



PAD — Emavaiuarwon
IWGDF 2019 Recommendations

11. When performing revascularization in a patient with a diabetic
foot ulcer, aim to restore direct blood flow to at least one of the

foot arteries, preferably the artery that supplies the anatomical

region of the ulcer. After the procedure, evaluate its effectiveness

with an objective measurement of perfusion. (Strong: low)

R.J.Hinchliffe et al. Guidelines on diagnosis, prognosis, and management of peripheral
artery disease in patients with foot ulcers and diabetes (IWGDF 2019 update). Diabetes
Metab Res Rev 2020;36(S1):e3276




EmouAwon toauuarog
IWGDF 2019 Recommendations

Healing is related to the interplay of the severity of the perfusion
deficit with other characteristics of the foot and the patient, such as
amount of tissue loss, presence of infection, mechanical load on the
ulcer, and comorbidities such as heart failure and end-stage renal dis-

ease.*® As discussed in our IWGDF classification guidelinefw the WIfl

diabetes.”® However, it should be noted that PAD is not the only

cause of reduced perfusion in a lower extremity because cedema and

infection can also result in a decrease in tissue oxygenation, and these
51,52

should all be treated appropriately.

R.J.Hinchliffe et al. Guidelines on diagnosis, prognosis, and management of peripheral

artery disease in patients with foot ulcers and diabetes (IWGDF 2019 update). Diabetes
Metab Res Rev 2020;36(S1):e3276
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XEIPOUPVYIKN ETTAVAILUATWON
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Eidoc¢ Emavaiuarwaonc
IWGDF 2019 Recommendations

12. As evidence is inadequate to establish whether an endovascuilar,

open, or hybrid revascularization technique is superior, make
decisions based on individual factors, such as morphological dis-
tribution of PAD, availability of autogenous vein, patient co-mor-

bidities, and local expertise. (Strong; low)

R.J.Hinchliffe et al. Guidelines on diagnosis, prognosis, and management of peripheral
artery disease in patients with foot ulcers and diabetes (IWGDF 2019 UPDATE).
DIABETES Metab Res Rev 2020;36(S1):e3276




Eidoc¢ Emavaiuarwaonc
IWGDF 2019 Recommendations

13. Any centre treating patients with a diabetic foot ulcer should

have expertise in, and rapid access to facilities necessary to diag-

nose and treat, PAD, including both endovascular technigques and

bypass surgery. (Strong; low)

14. Ensure that after a revascularization procedure in a patient with a

diabetic foot ulcer, the patient is treated by a multidisciplinary
team as part of a comprehensive care plan. (Strong; low)

R.J.Hinchliffe et al. Guidelines on diagnosis, prognosis, and management of peripheral

artery disease in patients with foot ulcers and diabetes (IWGDF 2019 update). Diabetes
Metab Res Rev 2020;36(S1):e3276



PAD — Emavaiuarwan
YBpI10IKn arroKaraoTaon




PAD — Emavaiuarwon
YBpI10IKn arroKaraoTaon

UMM HOS

BINIFTRIEE T
EvdapTtnpekToun T AyyeloTTAaoTIKN-Stent &€
O€ KOIVAG Aayoviou
Mnplaiag Kai
TTAQOTIKA ME EvOapTnpeKTONN ap KOIVIG-
EMBAAWMQ eV TwW BABel

Mnpopunpia
TTOPAKAUY



IWGDF 2019 Recommendations

5. Use the Wound, Ischaemia, and foot Infection (WIfl) classification

system as a means to stratify amputation risk and revasculariza-

tion benefit in a patient with a diabetic foot ulcer and PAD.
(Strong; moderate)

WIfl score
« MéyeBoc Tou Tpauuaroc (EAKoc-yayypaiva)
 Bapurnra rnc ioxaiyiac
» Bapurnra tnc Aoiuwénc

The Society for Vascular Surgery Lower Extremity Threatened Limb Classification System: Risk
stratification based on Wound, Ischemia and foot Infection (WIfl). J Vasc Surg 2014.

R.J.Hinchliffe et al. Guidelines on diagnosis, prognosis, and management of peripheral artery disease
in patients with foot ulcers and diabetes (IWGDF 2019 UPDATE). DIABETES Metab Res Rev
2020;36(S1):e3276




MéyeBoc Tou Tpauuaroc (EAKoc-yayypaiva)

W I {1 score

W: Wound /clinical category

SVS grades for rest pain and wounds/tissue loss (ulcers and gangrene):

0 (ischemic rest pain, ischemia grade 3; no ulcer) 1 (mild) 2 (moderate) 3 (severe)

Grade Uleer Gangrene
@ AAyoOG npepiag No ulcer No gangrene
Clinical desCTIpTion: 1schcnic rest pain (requires typical symptoms + ischemia grade 3); no wound.
@ X Small, shallow ulcer(s) on distal leg No gangrene

or foot; no exposed bone, unless limited
to distal phalanx
Clinical description: minor tissue loss. Salvageable with si

I Emi@avelako €AKOG I

or Hk.j]‘l COVLTAgL.

(=

Deeper ulcer with exposed bone, joint or Gangrenous changes limited to digits
tendon; generally not involving the heel;

}m]]mt heel uleer, mLhr.mt Ld]Ld]‘JLd] mm]mumt
Clinical description: major tissue loss salvageable with

€

BaBu £éAkog

H]‘\j]] COVLTAEL.

“xtensive, deep ulcer involving forefoot and /or Extensive gangrene involving forefoot
. ; .| midfoot; deep, full thickness heel ulcer = and /or midfoot; full thickness
-EAKog TrTépvag oAIKoU . . .
ndxoug +1- 0016 calcaneal involvement heel necrosis * calcaneal involvement

Clinic reemsivetssue loss salvageable only with a complex foot reconstruction or nontraditional TMA (Chopart or Lisfranc);

flap coverage or u:-mp]u wound management needed for large soft tissue defect

-Emrékraon o€ Tapood i

TMA, Transmetatarsal amputation.



Bapurtnra tn¢ ioxaiuiac

I: Ischemia
Hemodynamics,/ perfusion: Measure TP or TePO, if ABI incompressible { =1.3)
SVS grades 0 (none), 1 (mild}, 2 (moderate), and 3 (severe).

‘ —

=(.80 =100 mm Hg

=60 mm Hg
0.6-0.7¢ 70-100 mm IIg.-'i 0-59 mm Hg
0.4-0.55 30-70 mm Hg 30-39 mm Hg

=().3¢ <50 mm Hg <30 mm Hg

ARI, Ankle-brachial index; PVR, pulse volume recording; SPP, skin perfusion pressure; TP, toe pressure; TeP(), transcutaneous oximetry.
Patients with diabetes should have TP measurements. If arterial calcification precludes reliable ABI or TP measurements, ischemia should be documented by
TcPOa, SPP, or PVR. It TP and ABI measurements result in different grades, TP will be the primary determinant of ischemia grade.

]

Flat or minimally pulsatile forefoor PVR. = grade 3.




Bapurnta tn¢ Aoiuwénc

IDSAPEDIS

Clinical manifestation of infection VS infection severity
No symptoms or signs of infection 0 Uninfected
111%&:(:11'011 present, as dehned by the presence of at least 2 of the tollowing 5 TOUAGXIOTOV anueia QAEYLOVAC

items: - Oidnua n okAnpia

® [ ocal swelling or induration - EpuBpdtnra >0.5 w¢ <2cm yUpw arréd 10 EAKOS

® Erythema >0.5 to =2 cm around the ulcer - uwdne ékkpion

® [ ocal tenderness or pain - [16voc¢ i evaiodnaoia

® [ ocal warmth - @epuodTnra

® Purulent discharge (thick, opaque to white, or sanguineous secretion)

Mild

Aéppa-utrodopiqg,

Local infection involving only the skin and the subcutaneous tissue
(without involvement of deeper tissues and without systemic signs as
described below).

Exclude other causes of an inflammatory response of the skin {eg, trauma,
gout, acute Charcot neuro-ostecarthropathy, fracture, thrombosis,
VENnous stasis)

Local infection (as described above ) with erythema =2 cm, or involving o Moderate
structures deeper than skin and subcutaneous tssues (eg, abscess, -EpuBpoétnTa >2cm
osteomyelitis, septic arthritis, fasciiis), and -Ev Tw BGOeI 10TO]

MNo systemic inflaimmatory response signs (as described below

Local intection (as descnibed above ) with the signs ot 5IRS, as manitested o Severe”
by two or more of the following:

® Temperature >38° or <36°C @

® Heart rate =90 beats,/min

® Respiratory rate =20 breaths,/min or PaCQO, <32 mm Hg

® White blood cell count = 12,000 or <4000 cu/mm or 10% immature
(band) forms

PACO: Partial pressure of arterial carbon dioxide; STRS, syvstemic inflaimmatory response syndrome.
Ischemia may complicate and increase the severity of any infection. Systemic infection may sometimes manifest with other clinical findings, such as hypo-

tension, confusion, vomiting, or evidence of metabolic disturbances, such as acidosis, severe hyperglycemia, new-onset azotemia.

From Lipsky et a1 42



a, Estimate risk of amputation at 1 year for each combination

Ischemia — 0

Ischemia — 1

W-0 |NL | VL

W-1 [NL | VL

W-2 |L | L

W-3 |M | M
fI- | fI-
0 1

b, Estimate likelihood of benefit of/requirement for revascularization (assuming
infection can be controlled first)

Ischemia — 0

[schemia — 1

Ischemia — 2

Ischemia — 3

W-0 VL |VL|VL|VL VL | L |L
W-1 |VL|VL|VL|VL|L [M|M
W-2 VL |VL| VL | VL M | M
W-3 VL |VL|VL|VL [ M [M | M
f-0 | fI- | fI- | fI- | fI- | fI- | fI-
1 2 3 0 1 |2




IWGDF 2019 Recommendations

16. Avoid revascularization in patients in whom, from Lthe patient's

perspective, the risk-benefit ratio for the probability of success of

the procedure is unfavourable. (Strong; low)

R.J.Hinchliffe et al. Guidelines on diagnosis, prognosis, and management of
peripheral artery disease in patients with foot ulcers and diabetes (IWGDF 2019
update). Diabetes Metab Res Rev 2020;36(S1):e3276
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2 TTOYYOI QpVNTIKNG TTIECNC

. Consider the use of negative pressure wound therapy to reduce
wound size, in addition to best standard of care, in patients with dia-
betes and a post-operative (surgical) wound on the foot [weak: low).

3. We suggest not using negative pressure wound therapy in prefer-

ence to best standard of care in nonsurgical diabetic foot ulcers

(weak; low).

Gerry Rayman et al. Guidelines on use of interventions to enhance healing
of chronic foot ulcers in diabetes (IWGDF 2019 update). Diabetes Metab

Res Rev. 2020:36(S1):e3283.



AAAEC Beparreiec

ETOcuara yia EAEYyX0 £CIOPWHPATOC, XWEIC
QVTIMIKPORBIOKEC OUaieC (sucrose
octasulfate)

Y1repBapikd O2 (ioxaiyia) > |
[1poidvTa TTAaKOUVTa

AUTOAOYa AEUKOKUTTOPA, QIJOTTETAAIQ,
IVIKN.

Gerry Rayman et al. Guidelines on use of interventions to enhance healing
of chronic foot ulcers in diabetes (IWGDF 2019 update). Diabetes Metab
Res Rev. 2020;36(S1):e3283.




AVTIUETWITION
Neupormrabnrikwv eEAKwv

* Ta veuporrabnrika éAkn xpnlouv ToTTIKOU
KaBapiouou Kal arropopTionS Tou UEAOUC

— [ada Bpeyuévn ue opo 1 Karrolo emiBeua mou va =
dlarnpei uypo TTEPIBAAAov.

— Tomobérnon yalac yupw arro 1o EAKo¢ N xprnon
EI0IKOU UTTOONATOC, OTTOU aQaipEiTal HEOLOC THC
00AQ¢C UTTOPEI va QTTOQPOPTIOEI TNV TTEQIOXT].

o Armayopevsral n EUPBATITION TOU AKPOU TTOOOC
g€ VEPO.

 Humepkepdrwon ora xeiAn tou EAkoug Ba
ITOETTEI VA AQAIPEITAl.
* Orav d¢ev urrapxel Aoiuwién,

v xpeialeral avriBIOTIKN aywyn.



[TpoAnwn

* O1 ao6eveic Ue TTEPIPEPIKN VEUPOTTAOEIQ TTOETTEI
va utrofBdAAovrarl o€ reAuaroypaia, ue Baon tnv
orToia Karaokeuaderai €10IKN 00Aa 1mou auBAUvVeEl
TIC TTEPIOXEC UWNANG OPTIONS TOU TTEAUQATOC
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Top Level Options

F2: F3: F4: FS:
kions/ @ Record Compare Single |
par/ New Trials Trial File
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[TepipepIKN VEUPOTTABEIO




1. MaAakr “yAdooo”
pE eTEVOLOT - XWPIG
EOWTEPIKEG POPES

2. AUTOKOAANTO /9. Emévduon pe
K?\a’mp&_ ; HOAGKN €101KA pOdpa

3. Modaké déppa A’
TOTrOL “EAGCQI”

4. Meydo BdBog yio
TUXOV TTAPOAHOPPOTEIS -
duopop@ieg TV ——y
SakTOAwV. ATrOTPETTEN
TNV EPPAVION EAKDV
OTNV POXICIO ETTIPAVEIX
TV dOKTUAWV

5. AVOOIKWHPO TOU TTPOOBIoL HEPOUS YIOK
gUKOAGTEPO Kal EEKOVPOOTO PASIOHA KOl
ATTOPOPTION TWV HETATAPOTWV KEPOAADV

8. ZxAnpn
L & vTrooTiPIEN

NG TITEPVOG

7. Emévbuon otnv
TMEPIOXT] TWV
~. OQUPWV
6. XkAnpr 00Aq,
eCaPETIKG eAaPPIG
opBoTtredikod TOTTOL




[TpoAnwn

EipeAnC pubuion Tou cakyxapou,

TOTTIKN UYIEIVA) TWV TTODIWV,

ATTOQUYN TPOAUUATIOHWY,

Xpron AveTwyv uttodnUATWY JE JAAaAKO dEpuaQ,

KaBnuepiv ETTIOKOTINON TWV TTODIWV UE EVNMEPWAON TOU BEPATTOVTOC IATPOU
yia KA0e aAAayn, dI0TI N €ykaipn dIAYVWAON TWV EAKWYV PEIWVEI TOV KivOUVO
AKPWTNPIOCUOU

Na pgnv TepmmaTtd ¢utTOANTOC,

Na pnv k6Bel fabia Ta vuxia,

Na popa KaBnuepiva KaBapEg KAATOEC (MAAAIVEG ) BapBakepEg, OXI
OQIXTEG),

Na pnv To1T00eTEl BEPUOPOPES TTAVW OTA TTOdIA,
Na kpatd Ta TodIa Tou JakpId atro T(AKIa Kal OEpUNACTPEC,
Na ta TTAEVEl KaBNUEPIVA Kal va KAvel eTTAAEIYN pE BadleAivn
2.TIC MEOODAKTUAIEC TITUXEG VO TA OTEYVWVEI KOAQ.

Na ynv TepTraTd TToAU Wpa PJE Kavoupyla TTatrouTolda.

[
»




IWGDF 2019 Recommendations

17. Provide intensive cardiovascular risk management for any patient
with diabetes and an ischaemic foot ulcer, including support for

cessation of smoking, treatment of hypertension, control of

glycaemia, and treatment with a statin drug as well as low-dose

clopidogrel or aspirin. (Strong; low)

R.J.Hinchliffe et al. Guidelines on diagnosis, prognosis, and management of
peripheral artery disease in patients with foot ulcers and diabetes (IWGDF 2019
update). Diabetes Metab Res Rev 2020;36(S1):e3276



2 UUTTEPAOUA

* H £yKaIipn QVTIMETWTTION UEIWVEI TOV
KivOUVO aKpwTnplaououU

* HowoTtn TpoAnwn YtTopEi va TTPOAGBEI
uEXPI Kal To 90% TwV akpwTNPIaOUWYV

Ouada
dianTikou
TTodI10U



Ouada dialBntikou modioU

XEIPOoUpPYyoGS

— Ayyeloxelpoupyog

— ['evIKOC XeIpoupyog

— ETrepBartikog AKTIVOAOYOG
— OpBoT1TaIdIKOC
NOINWEIOAOYOC
AlapnToAoyog

[TodiaTpog
PuoIKoBEPATTEUTAC
NoonAeuTpla ¢povTidag TPAUPATOG







