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DIABETIC FOOT: THE IMPACT
OF DIABETES




OVERVIEW

* Diabetes In context
 YO! VIP

« Vascular (peripheral arterial disease [PADI)
* Infection (soft tissue and bone)
» Pressure (and neuropathy)

* How diabetes affects wound healing

* Infection/prevention of infection
« Cutimed® Sorbact® patient case studies

* Role of the multidisciplinary footcare service

« NICE (diabetic foot problems: prevention and management, 2019) and referral
pathway, early referral, what to look out for/signposting and who to refer to..




GLOBAL PREVALENCE

Estimated number of people with diabetes worldwide
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DIABETIC FOOT ULCER — FINANCIAL IMPACT

* NHS England spent £972m-£1.13 billion on foot ulceration and

amputation:
* 0.72-0.83% of its entire budget
- £2.66-3.09 million/day £2.66-
* 667% (2/3) of expenditure in primary, community £3.09

million/day!

and outpatient settings «err et al. 2019)
* Delay in referral leading to increase in cost?

* Only 22% were referred to specialist diabetic foot clinics
* 5% were referred to podiatry
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IMPACT ON PATIENTS AND SOCIAL CARE

Patient cost

« 8,500 amputations (minor or major) per year in UK (2013-2016)
« 176 amputations/week
* Increased from 135 amputations/ week
« 23 amputations/day (biabetes UK, 2018)

« Social care cost for DFU and amputation estimated at £13.9
billion
* 14 times more expensive than health care Bowen et al, 2018)
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BACKGROUND TO DIABETIC FOOT ULCER

 Diabetes leading cause of foot ulceration and amputation

» Eight elements that recognise risk of ulceration and amputation
(National Institute for Health and Care Excellence INICE], 2019)

* Neuropathy, callus, deformity, Pressure
Charcot arthropathy (with or without
neuropathy)

* Limb ischaemia, gangrene

or inflammation, gangrene Vascular.

e Ulceration, infection and/

Infection
(PAD) (soft tissue
(localised or or bone)
systemic)
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VASCULAR




ARTERIAL ANATOMY

Arteries consist of:
e Tunica adventita
* Tunica media

e Tunica Intima

membrane

Smooth muscle -
Internal elastic -
membrane

Lumen ——

Endothelium —

Valve
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PERIPHERAL ARTERIAL DISEASE
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VASCULAR ASSESSMENT: PODIATRY

Three Ps — pulses, pressure, phases

* Absent pulse may indicate arterial
disease

* Podiatry — lower limb speciality, beyond
the foot pulses

* Pressure

* Reduced ankle brachial pressure index
(ABPI) figures

* +/-reduced toe pressure figure
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VASCULAR ASSESSMENT: PODIATRY CONTINUED

* Phases — Doppler signals
* Monophasic — linked to PAD
* Biphasic — generally healthy
* Triphasic — healthy
(pad-database.co.uk)
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http://www.pad-database.co.uk/

VASCULAR ASSESSMENT: PALPATE FOOT PULSES

Dorsalis pedis Posterior tibial
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PRESSURE AND
NEUROPATHY



10G MONOFILAMENT TEST — LOSS OF PROTECTIVE

SENSATION (LOPS)
¢ Test 15t toe, 15t MTPJ and 5t MTPJ D (s,
(International Working Group on the Diabetic Foot [IWGDF], = N
2019)

* Ask patient to say yes whey they feel
they have had their foot touched and to -
advise where they felt it twapr, 2019)

* Test each site three times using a
mock/sham test as well awabr. 2019)

* 10g monofilament is 91% accurate at

recognising any type of neuropathy ;pham
et al, 2000)
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ABSENCE OF MONOFILAMENT: IPSWICH TOUCH TEST

DIABETES UK

CARE. CONNECT. CAMPAIGN.

About the test 1
Reference guide 1
Step-by-step instruction 2
Recording the results 3
What the results mean
and what to do 3
UT THE TEST REFERENCE GUIDE

The Touch the toes test” Is quick and easy,

dasignad to assees sensittvty In your feet, and can

bea done In the comfort of Your own home.

Why Is sensitivity Important? s 1 3

Sensitnvty Is an Important way that the body can 2 l l L 6

san you 10 othar probiems Sensations, Tke sharp L

pain or throbbing. can tal you when you may have ‘ ' l 4

damage 10 & part of your body. In the case of feat, . . '.

pain could be aue 10 a bumn, bilster o cut and . ‘

bacause you feal It you can take prompt action and .

spproprizte reatment.

If sensation Is Impaked you may not realse If
minor damaga has occumred and left Lnknown
and untreated the risk of Infection Is Increased.
Infections and uicars are glso painful-but not ¥
that part of the foot also lacks sensation.

Knowing If you have Impaired senstvity requires
you to rety more on reguier isual checking for
discoloration or sweling for Instance.

1t Is iImportant to remember that Impared sensation
tseif does not cause Infection and uicerstion.

subject's Subject's

I
I subjec rg oot,
. Piaase note that the Touch the toes test Is not "?.:'::: | :.ﬂ l'o:: m 'M, m '
a substifute for your ennual foot review by en
o i o e ot R s your left your right

a side

"Orficixly Anown as the foawich Touch Tos! wihich was dasignad Dy Gorry Rayman and the foaarm af psawiclh Hospits!
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IPSWICH TOUCH TEST

WHAT THE RESULTS MEAN

AND WHAT TO DO

NORMAL SENSATION

If you felt the touch at all six or five of the six toes, as
shown in the example below, then your sensation is
normal and you are not at increased risk of developing
a foot problem because of lack of sensation. However,
you must continue having the more detailed foot
checks that you should be receiving annually.
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IMPAIRED SENSATION

If you did not feel when touched at two or more of
the six toes, as shown in the examples below, then
you are very likely to have reduced sensation and
may be at risk of a diabetic foot ulcer. This needs
to be confirmed by further testing. We suggest you
visit your surgery and ask for a full examination of
your feet. After that examination you should ask
for the results of the assessment and then if it is
abnormal you should be referred to a diabetes
specialist podiatrist, foot protection team, or the
diabetes foot clinic depending on the severity.
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VIBRATION TEST, IF UNCONFIRMED 10G MONOFILAMENT

* Test 128Hz tuning fork
* Place on bony part around great toe

* Ask patient not if they can feel the fork,
but what they feel - repeat three times

(two or three out of three is normal)

Vibration sense can decrease with age, soitis
better to combine it with another test.
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IWGDF CLASSIFICATIONS

Category | Ulcer risk | Characteristics Assessment
frequency

Very Low  No LOPS and No PAD 12 months
Low LOPS or PAD 6-12 months
2 Moderate  LOPS + PAD or 3-6 months
LOPS + foot deformity or
PAD + foot deformity
3 High LOPS or PAD, 1-3 months
and one or more of the
following:

« history of a foot ulcer

« alower-extremity
amputation (minor or major)

« end-stage renal disease
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INSPECT FOR DEFORMITY

(Photos by Neil Baker who granted Lilly a non-exclusive licence to use the copyright in the images.)
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INSPECT FOR SIGNIFICANT CALLUS




INFECTION




INFECTION CONTINUUM

BIOFILM

Contamination Colonisation Local infection Spreading infection Systanl:lliecﬁnn
Vigilance and observation Intervention and observation
st (International Wound Infection Institute [IW/I1], 2016) es
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INFECTION AND DFU

* 150-fold Increased risk of lower
extremity amputation compared to no
Infection

« 58% of DFUs at presentation are infected
« 82% of patients hospitalised for DFU have

Infection Infection
(Prompers et al, 2007) (soft tissue
or bone)
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INFECTION AND BIOFILM

* Planktonic bacteria

 Free floating bacteria are freely mobile
and ‘vulnerable’ but can attach

 Attached bacteria multiply and
encase themselves with slime ‘ _
forming protected colonies Infection
« Known as biofilms

(soft tissue
or bone)
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RECOGNISING BIOFILM

» Excessive moisture/exudate

» Poor-quality granulation tissue (e.g. friable, hypergranulation)
* Localised infection

 Antibiotic failure or recurring infection

* Negative wound culture

* Non-healing in spite of optimal wound management

* Infection >30 days

* Responds to corticosteroids and anti-TNF medication

» Gelatinous material easily removed from
wound surface.

(Keast et al, 2014)
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EFFECTS DIABETES HAS ON WOUND HEALING

 High risk of sepsis spreading, systemic infection

» Osteomyelitis

* The diabetic foot is also a significant economic problem,
particularly if amputation results in prolonged hospitalisation,
rehabilitation, and an increased need for home care and
soclal services
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CASE EVALUATION

* 19 people (13 men; 6 women) with 29 wounds were enrolled
IN an evaluation to assess a dialkylcarbamoylchloride (DACC)
coated dressing's ability to manage infection in DFUs

« Wound healing occurred in less than four weeks in more

than a quarter of cases, and exudate volume reduced in 96%
of those enrolled in the evaluation

« Participants scored the dressings as ‘excellent’ for comfort,
acceptability and ease of use.
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CASE EVALUATION CONTINUED

e Tl |
Ulcer at enrollment After one week's Healed wound 20
treatment with the days later
DACC-coated
dressing
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RECOGNISING HARD-TO-HEAL WOUNDS

« Multi-factor ulcers (e.g. diabetic foot ulcer)

 Plantar foot pressures with neuropathy, arterial disease and
infection.

Hardest to heal

(SINBAD)
> Risk of amputation

Pressure

(with or without
neuropathy)

W

Arterial

. Infection
disease
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ROLE OF THE

MULTIDISCIPLINARY FOOT
SERVICE




EARLY INTERVENTION IN DIABETIC FOOT IS KEY

100
- Two-week rule
2 NDFA data would support two-week rule
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EARLY INTERVENTION IN DIABETIC FOOT IS KEY

Five-year mortality rate after DFU onset is 43-55%, comparable
to colon cancer and worse than prostate, breast cancer and
Hodgkins disease. Why is this the case? (robbins et al. 2008)
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POTENTIAL 'TWO-WEEK RULE' IN DFU MANAGEMENT

Alive and ulcer-free by time to first expert
assessment, England and Wales 2014-2017

% alive and ulcer-free at ...

Self-referred
<2 days

3-13 days

12 weeks

14 days- 2 months

> 2 months

Self-referred 68.1"

...time to first expert assessment

<2 days 6.9%

3-13 days 6.3"

24 weeks

14 days- 2 months o*

> 2 months

0 10 20 30 40 50 60 70 80

Notes: * = statistically significant at the 0.05 level (vs <2 days).
n = not statistically significant (vs <2 days). z = not applicable. Used as comparison group.

Time to assessment of

14+ days

result in worse
outcomes at 12 and
24 weeks

Compared to less than 14 days

Self-referred
ulcers are

more likely to be
healed at

12 weeks

But no difference at 24 weeks
(vs. less than 14 days)
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CONCLUSION

* Diabetic foot disease is a combination of arterial disease,
pressure, sensation loss and/or infection

* The impact of diabetic foot disease and its associated
complications is set to rise

» Everyone can play a part in recognition

 Early referral to MDFS and intervention leads to improved patient
outcomes.
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SUPPORTIVE TOOLS

- PATH allows you to choose the
educational journey that suits you

PATH @

Professional Accredited Training
for Healthcare Professionals

Brand new from Essity

PATH is a gold standard
education platform with a
diverse selection of therapy
areas and learning styles, to
help you provide the best
possible patient care.

You choose the educational
journey that suits you

Therapy Areas Topics

Select from the following: '\ / Then choose...

+ Continence Care from the available topics

«  Lower Limb Management within each therapy area and
« Lymphoedema Care* the different learning styles

+  Wound Management

« Orthopaedics*
« Sprains and Strains*

Learning Styles

« Animal Healthcare + e-Learning
+ Webcast
*Coming soon » Bitesize Learning

« Masterclasses and Events

<)
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FIND OUT MORE

To find out more about our value-added services and products
you can:;

@ Email: Concierge.service@Essity.com

or
‘ Contact your local Essity Account Manager
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