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Foot complications are a major cause of hospitalization
in diabetes. Diabetic foot ulceration results from de-
creased blood supply, poor weight-bearing, loss of sen-
sation and poor foot care. Foot complications both in-
crease the health care costs and pose a heavy socioeco-
nomic burden.

A study from India reported that the cost of diabetes
care for a patient with foot ulcers was more than 4
times higher (INR 19 020; US$409) than that for a
patient without foot ulcers (INR 4493; US$97) [1]. In
India, most of the patients undergo major or minor
amputations due to the failure of antimicrobial therapy
against infections. The causes of amputations may vary
based on geographical variations. An earlier hospital-
based multi-centric study to determine the prevalence
of diabetic foot in India reported that the prevalence
of foot infection among diabetic patients was 6–11 %
and that of amputation was 3 % [2]. Another multi-
centric study involving 31 study sites across India re-
ported that major amputations comprised about 29.1 %
and minor amputations 70.9 % among diabetic patients
with foot infection, and 82 % of them had neuropathy
and 35 % had peripheral vascular disease. This study
also observed that infection was a significant cause of ampu-
tation in approximately 90 % of the study population [3].

The study of Durgad et al. [4] emphasizes the mi-
crobial etiology of diabetic foot ulcers and their suscep-
tibility patterns. They studied 70 diabetics and isolated
147 organisms from wound swabs and pus aspirates.

About 42 % of the diabetic patients were in poor
glycemic control and more than 50 % of patients stud-
ied had more serious form of infection as indicated by
Wagner’s grade 3–5 lesions. Out of 70 diabetics, 73 %
of patients were infected by the polymicrobial infection
and the microbiological analysis revealed the high pro-
portion of gram negative bacilli (57 %) compared to
gram positive cocci (27 %). Among gram positive coc-
ci, 23 % of Staphylococcus aureus isolates and 17 % of
coagulase negative Staphylococcal isolates were found
to be methicillin resistant. As to gram negative bacilli,
23 % of isolate belonged to the Enterobacteriaceae
family and were extended spectrum beta lactamase pro-
ducers. The high prevalence of multidrug-resistant or-
ganisms (MDROs) in the clinical settings, increase the
extent of hospitalization and cost of management. These
data report the prevailing existence of MDROs in the
tertiary clinical settings and the diabetic patient’s vul-
nerability to infections. Vulnerability to infection is due
to defective inflammatory response against pathogens.
Apart from susceptibility, the diabetic patients have
defective wound healing due to defective phagocytic
clearance, increased oxidative stress which causes
prolonged inflammatory state and down regulation of
different growth factors, resulting defective angiogenesis
[5]. Bagdade et al. [6] observed reduced leukocyte
phagocytosis in poorly controlled diabetes patients, and
the improvement of microbicidal rates was directly cor-
related with correction of hyperglycemia. Diabetic pa-
tients have poor tolerance towards infections, and the
infection adversely affects diabetic control. This recur-
ring cycle leads to the uncontrolled rise in glucose
levels and defective immune response to infections.

The treatment strategy for diabetic foot problems is
complicated and often requires the attention of many
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specialists. According to Infectious Diseases Society of
America (IDSA) guidelines and key recommendations,
an empirical antibiotic regimen should be executed
based upon culture and susceptibility analysis [7]. Ad-
ditional therapies include the use of antibiotic impreg-
nated beads, application of negative pressure wound
therapy and hyperbaric oxygen treatment [8–10]. In the
study of Durgad et al. [4], the empiric antibiotic therapy
administered to the patients failed to act against
MDROs and lead to progressive infection of the lesions
which was evidenced by grade 3–5 lesions. Delayed or
improper treatment of these infections leads to gangrene
and amputation. It is unfortunate that a major amputa-
tion was done in 42.8 % of patients. Most of the
amputations can be prevented and limbs rescued
through an aggressive and multipronged treatment of
antibiotics, debridement, revascularization, and staged
wound closure. As mentioned by Durgad et al. [4],
timely evaluation of patients with diabetic foot ulcers
will help to determine the prevalent flora, their suscep-
tibility profile and also, help to formulate the empiric
antimicrobial therapy. Therefore, there is an urgent need
to prevent diabetic foot infection and amputation by
ensuring good glycemic control, preventive foot care
and prompt treatment of trivial foot lesions in people
with diabetes. Besides this, imparting an awareness of
diabetes, foot care, and the availability of podiatry ser-
vices to the public, especially in subjects with diabetes
will help to achieve blooming outcomes in this context.
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