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Current Trends in the Treatment of Diabetic Foot:
Analysis of the Korean Foot and Ankle Society (KFAS) Member Survey

Sung Hun Won, Tae-Hong Min, Dong-Il Chun, Su-Young Bae*;
The Academic Committee of Korean Foot and Ankle Society, 2021

Department of Orthopedic Surgery, Soonchunhyang University Seoul Hospital,
*Department of Orthopedic Surgery, Inje University Sanggye Paik Hospital, Seoul, Korea

Purpose: This study aimed to report the current trends in the management of diabetic foot over the last few decades through a survey of
the Korean Foot and Ankle Society (KFAS) members.

Materials and Methods: A web-based questionnaire containing 40 questions was sent to all KFAS members in September 2021. The
questions were mainly related to the demographics of patients with diabetic foot, diagnostic tools, and multidisciplinary treatment. An-
swers with a prevalence of 250% of respondents were considered a tendency.

Results: Seventy-eight of the 550 members (14.2%) responded to the survey. The most common demographic factors of diabetic foot
patients were male dominance with a high percentage in the 60- to 70-year-old. Although the need for multidisciplinary treatment is
highly recognized in the treatment of diabetic foot patients, the actual implementation rate is about 39%. The contrast-enhanced mag-
netic resonance imaging (88.5%) was reported to be the most used tool for the diagnosis of osteomyelitis of the diabetic foot. It was
reported that the use of antibiotics was started empirically and then changed based on bacterial culture tests in 82.1% of patients. Simple
wound dressing and antibiotic treatment were most frequently reported for mild ulcers.

Conclusion: This study provides updated information on the current trends in the management of a diabetic foot in Korea. Both con-
sensus and variations in the approach to patients with diabetic foot were identified by this survey study. Further efforts are required for
better access to a multidisciplinary approach, such as appropriate insurance payment policies and patient education.
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Table 1. Demographics of 78 Survey Participants

Participant characteristic Number (%)
Age (yr)
30~39 8(10.3)
40~49 48(61.5)
50~59 19 (24.4)
60 or order 3(3.9)
Current workplace
University hospital 39(50.0)
Specialized hospital 9(11.5)
Hospital 22(28.2)
Private clinic 8(10.3)
Years of clinical practice on foot & ankle surgery
<5 4(5.1)
5~10 29(37.2)
10~15 25(32.1)
15~20 9(11.5)
20~30 8(10.3)
30 or more 3(3.8)
Annual cases of foot & ankle surgery in past 5 years
<100 12(15.4)
100~300 19 (24.4)
300~500 23(29.5)
500~700 15(19.2)
700 or more 9(11.5)

Annual mean numbers of patients with diabetic foots among
all treated patients

<10 11(14.1)
10~25 10(12.8)
25~50 11(14.1)
50~75 7(9.0)

75~100 11(14.1)
100 or more 28(35.9)
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Table 4. Multidisciplinary Care of Diabetic Foot

Uizt 6378(80.8%) AlEIetaaL, Btelat 6178(78.2%), A A Multidisciplinary care Number (%)
5478(69.2%), AT 447(56.4%), SR 42'5(53.8%), 4 Yes 31(39.7)
BT} 319(39.7%), BAIs 2678(33.3%), AFSIAAT 251 Be activated 10(12.8)
G219, AT 155(19.2% © 0= vebsdeh. b qm@ | Cnotveacated 2125
22 Table 4°] Q9FsF3iTt. Cause of inactivation 47(60.3)
Cost (manpower, place, etc.) 23(33.8)
Difficulty of schedule 16(23.5)
Non-cooperation 12(17.6)
Table 2. Demographics of Patients with Diabetic Foot Satisfied with consult 8(11.8)
- . . Lack of information 5(7.4)
Patient: th tic foot ch terist N %
atients with diabetic foot characteristic umber (%) Lack of leader 4(5.9)
Percentage of male patients Necessary department (multiple selection possible)
<10% 2(2.6) Endocrinology of internal medicine 63(80.8)
10%~25% 2(2.6) Vascular surgery 61(78.2)
25%~50% 10(12.8) Infectious disease of internal medicine 54 (69.2)
50%-~75% 47(60.3) Nephrology of internal medicine 44 (56.4)
75%~100% 17(21.8) Cardiology of internal medicine 42 (53.8)
Age group Plastic surgery 31(39.7)
Fifties (50~59) 12(15.4) Radiology 26(33.3)
Sixties (60~69) 51 (65.4) Social work 25(32.1)
Seventies (70~79) 15(19.2) Rehabilitational medicine 15(19.2)
Table 3. Current State of Multidisciplinary Care (Number of Respondents)
Institute Never Occasionally Some inpatients  Most inpatients  Almost all patients Total
University Hospital 16 12 2 3 6 39
Hospital 25 4 1 1 31
Clinic 6 2 8
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Semmes-Weinstein monofilament test | ]32.1 Figure 1. Diagnostic tools of diabetic foot.
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Figure 2. Classification of diabetic foot. WIFI: Wound, Ischemia and Foot In-
fection, IWGDF: International Working Group on the Diabetic Foot.

SHHAL A8 (thermoregulatory sweat test) 48(5.1%), 1] 9
(none) 29(2.6%) &2 & -3F5l9tHFig. 1).

Fio] AAHZS ATS 95 AAR EMG 2 NCV AAE
4478(56.4%)°014 718 B2 SE= 71551, I 34 3198
(39.7%), Hi-FHHE HAF 2578(32.1%), Bt} ‘%X] 1078(12.8%),
ADHAE 478(5.1%), YA 278(2.6%) =28 SHoIATH277H
A S5 A9 7).

Tl GuHF kS 913t AR HFE ¢5EY
Z%9<(CT angiography)©| 56%8(71.8%) 2.2 7} W3kal, ABI I
+ TBI 3974(50.0%), =&9 253 15%(19.2%), B g7l 129
(15.4%), M54 FHxPFs 77809.0%), HFEH7A 224 Ad
ArE48(6.1%), A715H R P<(magnetic resonance angi-
ography, MRA) 38(3.8%) <02 SHEIFH2/I7HA] S5 A

71s).
Tt FRoAA F5Y Bhto] Q4lEE 49 S A A
A2 = 2957 A7 58 94 contrast-enhanced MRI)°] 697

(88.5%) 2% 7Fg Bokal, & A7 20%(25.6%), WET ©L3A
S5EY 1578(19.2%), CT<F = "4 (bone biopsy) H £ ¥
(tissue culture) 1278(15.4%), 71 AAL HIA 19H(1.3%) 2=
SHIAH A7 5 AE 7).

50 60 70 80
Percentage (%)

]79.5
T T T 1 tomography, ABI: ankle brachial index, TBI:
toe brachial index, MRI: magnetic resonance

imaging, USG: ultrasonography.

Bl Full time
[ Part time
[ None

Figure 3. Dedicated team for wound care.
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Table 5. Additional Education for Patients with Diabetic Foot

Participant additional education for

patients with diabetic foot Number (%)
Yes (multiple selection possible) 37
Face-to-face education 30(50.0)
Handouts (pamphlet, etc.) 20(33.3)
Audiovisuals (broadcast, youtube, etc.) 8(13.3)
Websites (QR code, etc.) 2(3.3)
No 41

Table 6. Treatment Strategy of Diabetic Foot with Infection

Treatment of diabetic foot with infection Number (%)
Out-patients (multiple selection possible)
Requirement of patient and protector 49(62.8)
Experience of satisfactory out-patients treatment 47(60.3)
Avoid complications due to admission 19 (24.4)
Problem of wards and manpower 8(10.3)
Based on researches and studies 1(1.3
No out-patients treatment 2(2.6)
In-patients (multiple selection possible)
Necessity of IV antibiotics use 57(73.1)
Lack of patient compliance 37 (47.4)
Experience of unsatisfactory out-patient treatment 31(39.7)
Necessity of restriction of weight-bearing 709.1)
Requirement of patient and protector 5(6.5)
Based on researches and studies 2(2.6)
No in-patients treatment 2(2.6)
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Figure 4. Dressing materials for wound care.
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Figure 5. Degree of significance of patients specific factors in decision making for admission.
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Figure 6. Treatment failure rate of out-patients.
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Figure 7. Treatment failure rate of in-patients.
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Table 7. Reasons for Choice between Out-Patients and In-Patients

Reasons for choice (multiple selection possible) Number (%)
Antibiotics use of diabetic foot with infection
Empirical antibiotics use and then antibiotics 64(82.1)
change based on culture
Recommended antibiotics based on consult of 7(9.0)
infectious disease
Delayed antibiotics use based on culture 3(3.8)
Only empirical antibiotics use 2(2.6)
Transfer 1(1.3)
Treatment of diabetic foot with osteomyelitis
Repeated surgical debridement and culture 24(30.8)
Recommended antibiotics based on consult of 19 (24.4)
infectious disease
Radical operation (amputation) and antibiotics 13(16.7)
use based on principal
IV and PO antibiotics use during 6 to 8 weeks 10(12.8)
Decision based on clinical (infection sign) and 9(11.5)
laboratory manifestation (CRP)
Transfer 3(3.8)
IV: intravenous, PO: peroral, CRP: C-reactive protein.
Pedicled flap-] 26
Others []3:8
Tendon lengthening/tenotomy [ 5.1
Conservative treatment |[__] 10.3
Local flap 12.8
Osteotomy 14.1
Amputation 34.6
Skin graft 47.4
Surgical debridement |97.4
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Figure 8. Treatment strategy for superficial diabetic foot.
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Table 8. Causes of Out-Patients Treatment Failure

Causes of out-patients treatment failure

(multiple selection possible) Number (%)
Cause
Compliance of patient and protector 56(71.8)
General condition of patient 46 (59.0)
Insufficient treatment periods 16 (20.5)
Failure of restriction of weight-bearing 15(19.2)
Past history of patient 7(9.0)
Others 2(2.6)

New disease 10.4

Depression 18.2

Derilium/dementia aggravation 23.4

Underlying disease aggravation 49.4

Recurred wound/re-amputation | 80.5
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Figure 9. Postoperative complications of diabetic foot.
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