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ABSTRACT 
Diabetic foot disease results in a major global burden for patients and the health care system. The 
International working Group on the Diabetic Foot (IWGDF) has been producing evidence-based 
guidelines on the prevention and management of diabetic foot disease since 1999. In 2019, all IWGDF 
Guidelines have been updated, based on systematic reviews of the literature and formulation of 
recommendations by multidisciplinary experts from all over the world.  
 
In this document, the IWGDF Practical Guidelines, we describe the basic principles of prevention, 
classification and treatment of diabetic foot disease, based on the six IWGDF Guideline chapters. We 
also describe the organizational levels to successfully prevent and treat diabetic foot disease according to 
these principles and provide addenda to assist with foot screening. The information in these practical 
guidelines is aimed at the global community of healthcare professionals who are involved in the care of 
persons with diabetes. 
 
Many studies around the world support our belief that implementing these prevention and management 
principles is associated with a decrease in the frequency of diabetes-related lower-extremity 
amputations. We hope that these updated practical guidelines continue to serve as reference document 
to aid health care providers in reducing the global burden of diabetic foot disease. 
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INTRODUCTION  
In these International Working Group on the Diabetic Foot (IWGDF) Practical Guidelines we describe 
the basic principles of prevention and management of diabetic foot disease. The Practical Guidelines are 
based on the IWGDF Guidelines 2019, consisting of evidence-based guideline chapters on: 

• Prevention of foot ulcers in persons with diabetes (1) 
• Offloading foot ulcers in persons with diabetes (2) 
• Diagnosis, prognosis and management of peripheral artery disease in patients with a foot ulcer and 

diabetes (3) 
• Diagnosis and treatment of foot infection in persons with diabetes (4) 

• Interventions to enhance healing of foot ulcers in persons with diabetes (5) 
• Classification of diabetic foot ulcers (6) 
 
The authors, as members of the Editorial Board of the IWGDF, have summarized the information from 
these six chapters, and also provide additional advice based on expert opinion in selected areas for 
which the guideline chapters were not able to provide evidence-based recommendations. We refer the 
reader for details and background to the six evidence-based guideline chapters (1-6) and our 
development and methodology document (7); should this summary text appear to differ from 
information of these chapters we suggest the reader defer to the specific guideline chapters (1-6). 
Because terminology in this multidisciplinary area can sometimes be unclear we have developed a 
separate IWGDF Definitions and Criteria document (8). 
 
The information in these practical guidelines is aimed at the global community of healthcare 
professionals involved in the care of persons with diabetes. The principles outlined may have to be 
adapted or modified based on local circumstances, taking into account regional differences in the socio-
economic situation, accessibility to and sophistication of healthcare resources, and various cultural 
factors.  
 
Diabetic foot disease 
Diabetic foot disease is among the most serious complications of diabetes mellitus. It is a source of 
major suffering and financial costs for the patient, and also places a considerable burden on the patient’s 
family, healthcare professionals and facilities and society in general. Strategies that include elements of 
prevention, patient and staff education, multi-disciplinary treatment, and close monitoring as described in 
this document can reduce the burden of diabetic foot disease. 
 
Pathophysiology  
Although both the prevalence and spectrum of diabetic foot disease vary in different regions of the 
world, the pathways to ulceration are similar in most patients. These ulcers frequently result from a 
person with diabetes simultaneously having two or more risk factors, with diabetic peripheral 
neuropathy and peripheral artery disease usually playing a central role. The neuropathy leads to an 
insensitive and sometimes deformed foot, often causing abnormal loading of the foot. In people with 
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neuropathy, minor trauma (e.g., from ill- fitting shoes, or an acute mechanical or thermal injury) can 
precipitate ulceration of the foot. Loss of protective sensation, foot deformities, and limited joint 
mobility can result in abnormal biomechanical loading of the foot. This produces high mechanical stress 
in some areas, the response to which is usually thickened skin (callus). The callus then leads to a further 
increase in the loading of the foot, often with subcutaneous haemorrhage and eventually skin ulceration. 
Whatever the primary cause of ulceration, continued walking on the insensitive foot impairs healing of 
the ulcer (see Figure 1).  
 
Figure 1. Mechanism of ulcer developing from repetitive or excessive mechanical stress 

 
Peripheral artery disease (PAD), generally caused by atherosclerosis, is present in up to 50% of patients 
with a diabetic foot ulcer. PAD is an important risk factor for impaired wound healing and lower 
extremity amputation. A small percentage of foot ulcers in patients with severe PAD are purely 
ischaemic; these are usually painful and may follow minor trauma. The majority of foot ulcers, however, 
are either purely neuropathic or neuro-ischaemic, i.e., caused by combined neuropathy and ischaemia. In 
patients with neuro-ischaemic ulcers, symptoms may be absent because of the neuropathy, despite 
severe pedal ischaemia. Recent studies suggest that diabetic microangiopathy (so-called “small vessel 
disease”) does not appear to be the primary cause of either ulcers or of poor wound healing. 
 
 

CORNERSTONES OF FOOT ULCER PREVENTION 
There are five key elements that underpin efforts to prevent foot ulcers:  
1. Identifying the at-risk foot   
2. Regularly inspecting and examining the at-risk foot   
3. Educating the patient, family and healthcare professionals 
4. Ensuring routine wearing of appropriate footwear   
5. Treating risk factors for ulceration  
 
An appropriately trained team of healthcare professionals should address these five elements as part of 
integrated care for people at high risk of ulceration (IWGDF risk stratification 3). 
 
1. Identifying the at-risk foot 

The absence of symptoms in a person with diabetes does not exclude foot disease; they may have 
asymptomatic neuropathy, peripheral artery disease, pre-ulcerative signs, or even an ulcer. Examine a 
person with diabetes at very low risk of foot ulceration (IWGDF risk 0) annually for signs or symptoms 
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of loss of protective sensation and peripheral artery disease, to identify if they are at-risk for foot 
ulceration, including doing the following: 
• History: Previous ulcer/lower extremity amputation, claudication 
• Vascular status: palpation of pedal pulses 
• Loss of protective sensation (LOPS): assess with one of the following techniques 

(see addendum for details): 
- Pressure perception: Semmes-Weinstein 10 gram monofilament  
- Vibration perception: 128 Hz tuning fork 
- When monofilament or tuning fork are not available test tactile sensation: lightly touch the 

tips of the toes of the patient with the tip of your index finger for 1–2 seconds 
LOPS is usually caused by diabetic polyneuropathy. If present, it is usually necessary to elicit further 
history and conduct further examinations into its causes and consequences; these are outside the scope 
of this guideline. 
 
2. Regularly inspecting and examining the at-risk foot (IWGDF risk 1 or higher) 
In a person with diabetes with loss of protective sensation or peripheral artery disease (IWGDF 
risk 1-3) perform a more comprehensive examination, including the following: 
• History: inquiring about previous ulcer/lower extremity amputation, end stage renal disease, 

previous foot education, social isolation, poor access to healthcare and financial constraints, foot 
pain (with walking or at rest) or numbness, claudication 

• Vascular status: palpation of pedal pulses 

• Skin: assessing for skin colour, temperature, presence of callus or oedema, pre-ulcerative signs 
• Bone/joint: check for deformities (e.g., claw or hammer toes), abnormally large bony prominences, 

or limited joint mobility. Examine the feet with the patient both lying down and standing up 
• Assessment for loss of protective sensation (LOPS), if on a previous examination protective 

sensation was intact 
• Footwear: ill-fitting, inadequate, or lack of footwear.  

• Poor foot hygiene, e.g. improperly cut toenails, unwashed feet, superficial fungal infection, or unclean 
socks 

• Physical limitations that may hinder foot self-care (e.g. visual acuity, obesity) 
• Foot care knowledge 
 
Following examination of the foot, stratify each patient using the IWGDF risk stratification category 
system shown in Table 1 to guide subsequent preventative screening frequencies and management. 
Areas of the foot most at-risk are shown in Figure 2. Any foot ulcer identified during screening should 
be treated according to the principles outlined below. 
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Table 1. The IWGDF 2019 Risk Stratification System and corresponding foot screening frequency  
Category Ulcer risk Characteristics Frequency* 
0 Very low No LOPS and No PAD Once a year 
1 Low LOPS or PAD Once every 6-12 

months 
2 Moderate LOPS + PAD, or 

LOPS + foot deformity or 
PAD + foot deformity  

Once every 3-6 
months 

3 High LOPS or PAD, and one or more of the 
following: 
- history of a foot ulcer 
- a lower-extremity amputation (minor or 
major) 
- end-stage renal disease 

Once every 1-3 
months 

* Screening frequency is based on expert opinion, since there is no published evidence to support these intervals.  
 
Figure 2. Areas of the foot at highest risk for ulceration 
  

3. Educating patients, family and healthcare professionals about foot care 
Education, presented in a structured, organized and repeated manner, is widely considered to play an 
important role in the prevention of diabetic foot ulcers. The aim is to improve a patient’s foot self-care 
knowledge and self-protective behaviour, and to enhance their motivation and skills to facilitate 
adherence to this behaviour. People with diabetes, in particular those with IWGDF risk 1 or higher, 
should learn how to recognize foot ulcers and pre-ulcerative signs and be aware of the steps they need 
to take when problems arise. The educator should demonstrate specific skills to the patient, such as 
how to cut toe nails appropriately (Figure 3). A member of the healthcare team should provide 
structured education (see examples of instructions below) individually or in small groups of people, in 
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multiple sessions, with periodical reinforcement, and preferably using a mixture of methods. The 
structured education should be culturally appropriate, account for gender differences, and align with a 
patient’s health literacy and personal circumstances. It is essential to assess whether the person with 
diabetes (and, optimally, any close family member or carer) has understood the messages, is motivated 
to act and adhere to the advice, to ensure sufficient self-care skills. Furthermore, healthcare professionals 
providing these instructions should receive periodic education to improve their own skills in the care for 
people at high-risk for foot ulceration. 
 
Figure 3. The proper way to cut toe nails 

 
 
Items to cover when educating the person at-risk for foot ulceration (IWGDF risk 1 or higher): 
• Determine if the person is able to perform a foot inspection. If not, discuss who can assist the 

person in this task. Persons who have substantial visual impairment or physical inability to visualise 
their feet cannot adequately do the inspection 

• Explain the need to perform daily foot inspection of the entire surface of both feet, including areas 
between the toes  

• Ensure the patient knows how to notify the appropriate healthcare professional if measured foot 
temperature is perceptibly increased, or if a blister, cut, scratch or ulcer has developed 

• Review the following practices with the patient: 
- Avoid walking barefoot, in socks without footwear, or in thin-soled slippers, whether at home 

or outside 
- Do not wear shoes that are too tight, have rough edges or uneven seams 
- Visually inspect and manually feel inside all shoes before you put them on 
- Wear socks/stocking without seams (or with the seams inside out); do not wear tight or knee-

high socks (compressive stocking should only be prescribed in collaboration with the foot care 
team), and change socks daily  

- Wash feet daily (with water temperature always below 37°C), and dry them carefully, especially 
between the toes 

- Do not use any kind of heater or a hot-water bottle to warm feet 
- Do not use chemical agents or plasters to remove corns and calluses; see the appropriate 

healthcare professional for these problems 
- Use emollients to lubricate dry skin, but not between the toes  
- Cut toenails straight across (see Figure 3)  
- Have your feet examined regularly by a healthcare professional   
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4. Ensuring routine wearing of appropriate footwear  
In persons with diabetes and insensate feet, wearing inappropriate footwear or walking barefoot are 
major causes of foot trauma leading to foot ulceration. Persons with loss of protective sensation (LOPS) 
must have (and may need financial assistance to acquire) and should be encouraged to wear, 
appropriate footwear at all times, both indoors and outdoors. All footwear should be adapted to 
conform to any alteration in foot structure or foot biomechanics affecting the person’s foot. People 
without LOPS or PAD (IWGDF 0) can select properly fitting off-the-shelf footwear. People with LOPS 
or PAD (IWGDF 1-3) must take extra care when selecting, or being fitted with, footwear; this is most 
important when they also have foot deformities (IWGDF 2) or have a history of a previous 
ulcer/amputation (IWGDF 3).  
 
The inside length of the shoe should be 1-2 cm longer than their foot and should not be either too tight 
or too loose (see Figure 4). The internal width should equal the width of the foot at the metatarsal 
phalangeal joints (or the widest part of the foot), and the height should allow enough room for all the 
toes. Evaluate the fit with the patient in the standing position, preferably later in the day (when they may 
have foot swelling). If there is no off-the-shelf footwear that can accommodate the foot (e.g., if the fit is 
poor due to foot deformity) or if there are signs of abnormal loading of the foot (e.g., hyperaemia, 
callus, ulceration), refer the patient for special footwear (advice and/or construction), possibly including 
extra-depth shoes, custom-made shoes, insoles, or orthoses.  
 
Figure 4. Footwear should be sufficiently wide to accommodate the foot without excessive pressure on 
the skin 

 
 
 
To prevent a recurrent plantar foot ulcer, ensure that a patient’s therapeutic footwear has a 
demonstrated plantar pressure relieving effect during walking. When possible, demonstrate this plantar 
pressure relieving effect with appropriate equipment, as described elsewhere (1). Instruct the patient to 
never again wear the same shoe that has caused an ulcer. 
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5. Treating risk factors for ulceration 
In a patient with diabetes treat any modifiable risk factor or pre-ulcerative sign on the foot. This includes: 
removing abundant callus; protecting blisters, or draining them if necessary; appropriately treating 
ingrown or thickened nails; and, prescribing antifungal treatment for fungal infections. This treatment 
should be repeated until these abnormalities resolve and do not recur over time, and should be 
performed by an appropriately trained healthcare professional. In patients with recurrent ulcers due to 
foot deformities that develop despite optimal preventive measures as described above, consider surgical 
intervention. 
 
 

ASSESSMENT AND CLASSIFICATION OF FOOT ULCERS 
Health care professionals should follow a standardized and consistent strategy for evaluating a foot ulcer, 
as this will guide further evaluation and therapy. The following items should be addressed:  
 
Type  
By history and clinical examination, classify the ulcer as neuropathic, neuro-ischaemic or ischaemic. LOPS 
is characteristic for a neuropathic ulcer. As a first step in seeking the presence of PAD, take a symptom-
directed history and palpate the foot for pedal pulses. That said, there are no specific symptoms or signs 
of PAD that reliably predict healing of the ulcer. Therefore, examine the arterial pedal wave forms and 
measure the ankle pressure and ankle brachial index (ABI), using a Doppler instrument. The presence of 
an ABI 0.9-1.3 or a triphasic pedal pulse waveform largely excludes PAD, as does a toe brachial index 
(TBI) ≥0.75. However, ankle pressure and ABI can be falsely elevated due to calcification of the pedal 
arteries. In selected cases, other tests, such as measurements of toe pressure or transcutaneous pressure 
of oxygen (TcpO2), are useful to assess the vascular status of the foot. 
 
Cause  
Wearing ill-fitting shoes and walking barefoot are practices that frequently lead to foot ulceration, even 
in patients with exclusively ischaemic ulcers. Therefore, meticulously examine shoes and footwear 
behaviour in every patient with a foot ulcer.  
 
Site and depth  
Neuropathic ulcers most frequently develop on the plantar surface of the foot, or in areas overlying a 
bony deformity. Ischemic and neuro-ischemic ulcers more commonly develop on the tips of the toes or 
the lateral borders of the foot.  
 
Determining the depth of a foot ulcer can be difficult, especially in the presence of overlying callus or 
necrotic tissue. To aid assessment of the ulcer, debride any neuropathic or neuro-ischemic ulcers that is 
surrounded by callus or contains necrotic soft tissue at initial presentation, or as soon as possible. Do 
not, however, debride a non-infected ulcer that has signs of severe ischemia. Neuropathic ulcers can 
usually be debrided without the need for local anaesthesia.  
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Signs of infection  
Infection of the foot in a person with diabetes presents a serious threat to the affected foot and limb 
and must be evaluated and treated promptly. Because all ulcers are colonised with potential pathogens, 
diagnose infection by the presence of at least two signs or symptoms of inflammation (redness, warmth, 
induration, pain/tenderness) or purulent secretions. Unfortunately, these signs may be blunted by 
neuropathy or ischaemia, and systemic findings (e.g., pain, fever, leucocytosis) are often absent in mild 
and moderate infections. Infections should be classified using the IDSA/IWGDF scheme as mild 
(superficial with minimal cellulitis), moderate (deeper or more extensive) or severe (accompanied by 
systemic signs of sepsis), as well as whether or not they are accompanied by osteomyelitis (4).  
 
If not properly treated, infection can spread contiguously to underlying tissues, including bone 
(osteomyelitis). Assess patients with a diabetic foot infection for the presence of osteomyelitis, especially 
if the ulcer is longstanding, deep, or located directly over a prominent bone. Examine the ulcer to 
determine if it is possible to visualise or touch bone with a sterile metal probe. In addition to the clinical 
evaluation, consider obtaining plain radiographs in most patients seeking evidence for osteomyelitis, 
tissue gas or foreign body. When more advanced imaging is needed consider magnetic resonance 
imaging, or for those in whom this is not possible, other techniques (e.g., radionuclide or PET scans).  
 
For clinically infected wounds obtain a tissue specimen for culture (and Gram-stained smear, if available); 
avoid obtaining specimens for wound cultures with a swab. The causative pathogens of foot infection 
(and their antibiotic susceptibilities) vary by geographic, demographic and clinical situations, but 
Staphylococcus aureus (alone, or with other organisms) is the predominant pathogen in most cases. 
Chronic and more severe infections are often polymicrobial, with aerobic gram-negative rods and 
anaerobes accompanying the gram-positive cocci, especially in warmer climates. 
 
Patient related factors 
Apart from a systematic evaluation of the ulcer, the foot and the leg, also consider patient related 
factors that can affect wound healing, such as end-stage renal disease, oedema, malnutrition, poor 
metabolic control or psycho-social problems. 
 
Ulcer classification 
Assess the severity of infection using the IWGDF/ISDA classification criteria (4,6) and in patients with 
PAD we recommend using the WIfI (wound/ischaemia/infection) system to stratify amputation risk and 
revascularisation benefit (3,6). For communication among healthcare professionals we recommend the 
SINBAD system, which can also be used for audit of outcome of populations (6). 
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PRINCIPLES OF ULCER TREATMENT  
Foot ulcers will heal in the majority of patients if the clinician bases treatment on the principles outlined 
below. However, even optimum wound care cannot compensate for continuing trauma to the wound 
bed, or for inadequately treated ischemia or infection. Patients with an ulcer deeper than the 
subcutaneous tissues often require intensive treatment, and, depending on their social situation, local 
resources and infrastructure, they may need to be hospitalised. 
 
1. Pressure offloading and ulcer protection   
Offloading is a cornerstone in treatment of ulcers that are caused by increased biomechanical stress: 
• The preferred offloading treatment for a neuropathic plantar ulcer is a non-removable knee-high 

offloading device, i.e, either a total contact cast (TCC) or removable walker rendered (by the 
provider fitting it) irremovable 

• When a non-removable knee-high offloading device is contraindicated or not tolerated by the 
patient, consider using a removable knee-high offloading device. If such a device is contraindicated 
or not tolerated, consider using an ankle-high offloading device. Always educate the patient on the 
benefits of adherence to wearing the removable device. 

• If other forms of biomechanical relief are not available, consider using felted foam, but only in 
combination with appropriate footwear 

• When infection or ischemia are present, offloading is still important, but be more cautious, as 
discussed in the IWGDF offloading guideline (2). 

• For non-plantar ulcers, use a removable ankle-high offloading device, footwear modifications, toe 
spacers, or orthoses depending on the type and location of the foot ulcer. 

 
2. Restoration of tissue perfusion  
• In patients with either an ankle pressure <50mm Hg or an ABI <0.5 consider urgent vascular imaging 

and, when findings suggest it is appropriate, revascularisation. Also consider revascularisation if the 
toe pressure is <30mmHg or TcpO2 is <25 mmHg. However, clinicians might consider 
revascularisation at higher pressure levels in patients with extensive tissue loss or infection, as 
discussed in more detail in the IWGDF PAD Guideline (3) 

• When an ulcer fails to show signs of healing within 6 weeks, despite optimal management, consider 
revascularisation, irrespective of the results of the vascular diagnostic tests described above 

• If contemplating a major (i.e., above the ankle) amputation, first consider the option of 
revascularization  

• The aim of revascularisation is to restore direct flow to at least one of the foot arteries, preferably 
the artery that supplies the anatomical region of the wound. But, avoid revascularisation in patients in 
whom, from the patient perspective, the risk–benefit ratio for the probability of success is 
unfavourable 

• Select a revascularisation technique based on both individual factors (such as morphological 
distribution of PAD, availability of autogenous vein, patient co-morbidities) and local operator 
expertise 
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• After a revascularisation procedure, its effectiveness should be evaluated with an objective 
measurement of perfusion. 

• Pharmacological treatments to improve perfusion have not been proven to be beneficial  
• Emphasise efforts to reduce cardiovascular risk (cessation of smoking, control of hypertension and 

dyslipidaemia, use of anti-platelet drugs)  
 
3. Treatment of infection  
Superficial ulcer with limited soft tissue (mild) infection:  
• Cleanse, debride all necrotic tissue and surrounding callus  
• Start empiric oral antibiotic therapy targeted at Staphylococcus aureus and streptococci (unless there 

are reasons to consider other, or additional, likely pathogens) 
  
Deep or extensive (potentially limb-threatening) infection (moderate or severe infection): 
• Urgently evaluate for need for surgical intervention to remove necrotic tissue, including infected 

bone, release compartment pressure or drain abscesses  
• Assess for PAD; if present consider urgent treatment, including revascularisation 

• Initiate empiric, parenteral, broad-spectrum antibiotic therapy, aimed at common gram-positive and 
gram-negative bacteria, including obligate anaerobes  

• Adjust (constrain and target, if possible) the antibiotic regimen based on both the clinical response 
to empirical therapy and culture and sensitivity results 

 
4. Metabolic control and treatment of co-morbidities  
• Optimise glycaemic control, if necessary with insulin  
• Treat oedema or malnutrition, if present  
 
5. Local ulcer care  
• Regular inspection of the ulcer by a trained health care provider is essential, its frequency depends 

on the severity of the ulcer and underlying pathology, the presence of infection, the amount of 
exsudation and wound  treatment provided  

• Debride the ulcer and remove surrounding callus (preferably with sharp surgical instruments), and 
repeat as needed 

• Select dressings to control excess exudation and maintain moist environment 
• Do not soak the feet, as this may induce skin maceration. 

• Consider negative pressure to help heal post-operative wounds  
 
Consider one of the following adjunctive treatments in non-infected ulcers that fail to heal after 4-6 
weeks despite  optimal clinical care: 
• A sucrose octasulfate impregnated dressing in neuro-ischemic ulcers (without severe ischemia) 
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• A multi-layered patch of autologous leucocytes, platelets and fibrin in ulcers with or without 
moderate ischemia 

• Placental membrane allografts in ulcers with or without moderate ischemia  
• Systemic oxygen therapy as an adjunctive treatment in ischaemic ulcers that do not heal despite 

revascularisation 
 
The following treatments are not well-supported for routine ulcer management:  
• Biologically active products (collagen, growth factors, bio- engineered tissue) in neuropathic ulcers  

• Silver, or other antimicrobial agent, containing dressings or topical applications  
 
6. Education for patient and relatives  
• Instruct patients (and relatives or carers) on appropriate foot ulcer self-care and how to recognize 

and report signs and symptoms of new or worsening infection (e.g., onset of fever, changes in local 
wound conditions, worsening hyperglycaemia)  

• During a period of enforced bed rest, instruct on how to prevent an ulcer on the contra- lateral 
foot  

 
 

ORGANIZATION OF CARE FOR DIABETIC FOOT DISEASE 
Successful efforts to prevent and treat diabetic foot disease depend upon a well-organised team, that 
uses a holistic approach in which the ulcer is seen as a sign of multi-organ disease, and that integrates 
the various disciplines involved. Effective organisation requires systems and guidelines for education, 
screening, risk reduction, treatment, and auditing. Local variations in resources and staffing often dictate 
how to provide care, but ideally a diabetic foot disease programme should provide the following: 
  
• Education for people with diabetes and their carers, for healthcare staff in hospitals and for primary 

healthcare professionals 
• Systems to detect all people who are at risk, including annual foot examination of all persons with 

diabetes 

• Access to measures for reducing risk of foot ulceration, such as podiatric care and provision of 
appropriate footwear  

• Ready access to prompt and effective treatment of any foot ulcer or infection  
• Auditing of all aspects of the service to identify and address problems and ensure that local practice 

meets accepted standards of care  
• An overall structure designed to meet the needs of patients requiring chronic care, rather than 

simply responding to acute problems when they occur. 
 
In all countries, there should optimally be at least three levels of foot-care management with 
interdisciplinary specialists like those listed in Table 2.  
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Table 2. Levels of care for diabetic foot disease 
Level of care Interdisciplinary specialists involved 
Level 1 General practitioner, podiatrist, and diabetes nurse 
Level 2 Diabetologist, surgeon (general, orthopaedic, or foot), vascular specialist (endovascular 

and open revascularisation), infectious disease specialist or clinical microbiologist, 
podiatrist and diabetes nurse, in collaboration with a shoe-technician, orthotist or 
prosthetist 

Level 3 A level 2 foot centre that is specialized in diabetic foot care, with multiple experts 
from several disciplines each specialised in this area working together, and that acts as 
a tertiary reference centre 

 
Studies around the world have shown that setting up an interdisciplinary foot care team and 
implementing prevention and management of diabetic foot disease according to the principles outlined 
in this guideline, is associated with a decrease in the frequency of diabetes related lower-extremity 
amputations. If it is not possible to create a full team from the outset, aim to build one step-by-step, 
introducing the various disciplines as possible. This team must first and foremost act with mutual respect 
and understanding, work in both primary and secondary care settings, and have at least one member 
available for consultation or patient assessment at all times. We hope that these updated practical 
guidelines and the underlying six evidence-based guideline chapters continue to serve as reference 
document to reduce the burden of diabetic foot disease. 
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ADDENDUM 
 
Doing a sensory foot examination  
 
Peripheral neuropathy can be detected using the 10g (5.07 Semmes-Weinstein) monofilament (detects 
loss of protective sensation) and a tuning fork (128 Hz, detects loss of vibratory sensation).  
 
10g (5.07) Semmes-Weinstein monofilament (Figures 5 and 6) 
 
• First apply the monofilament on the patient's hands (or elbow or forehead) to demonstrate what 

the sensation feels like.  
• Test three different sites on both feet, selecting from those shown in Figure 5. 
• Ensure the patient cannot see whether or where the examiner applies the filament.  
• Apply the monofilament perpendicular to the skin surface (Figure 6a) with sufficient force to cause 

the filament to bend or buckle (Figure 6b).  
• The total duration of the approach -> skin contact -> and removal of the filament should be 

approximately 2 seconds.  
• Do not apply the filament directly on an ulcer, callus, scar or necrotic tissue.  
• Do not allow the filament to slide across the skin or make repetitive contact at the test site.  
• Press the filament to the skin and ask the patient whether they feel the pressure applied ('yes'/'no') 

and next where they feel the pressure (e.g., 'ball of left foot'/'right heel).  
• Repeat this application twice at the same site, but alternate this with at least one 'mock' application 

in which no filament is applied (a total of three questions per site).  
• Protective sensation is: present at each site if the patient correctly answers on two out of three 

applications; absent with two out of three incorrect answers. 
• Encourage the patients during testing by giving positive feedback.  
 
Monofilaments tend to lose buckling force temporarily after being used several times on the same day, 
or permanently after long duration use. Depending on the type of monofilament, we suggest not using 
the monofilament for the next 24 hours after assessing 10-15 patients and replacing it after using it on 
70-90 patients.   
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Figure 5. Sites that should be tested for loss of protective sensation with the 10g Semmes-Weinstein 
monofilament 
 

 
 
 
Figure 6. Proper method of using the 10g Semmes-Weinstein monofilament 
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128 Hz Tuning fork (Figure 7) 

• First, apply the tuning fork on the patient's wrist (or elbow or clavicle) to demonstrate what the 
sensation feels like.  

• Ensure the patient cannot see whether or where the examiner applies the tuning fork.  

• Apply the tuning fork to a bony part on the dorsal side of the distal phalanx of the first toe (or 
another toe if the hallux is absent).  

• Apply the tuning fork perpendicularly, with constant pressure (Figure 7).  
• Repeat this application twice, but alternate this with at least one 'mock' application in which the 

tuning fork is not vibrating.  
• The test is positive if the patient correctly answers at least two out of three applications, and 

negative if two out of three answers are incorrect. 

• If the patient is unable to sense the vibrations on the toe, repeat the test more proximally (e.g., 
malleolus, tibial tuberosity). 

• Encourage the patient during testing by giving positive feedback.  
 
Figure 7. Proper method of using a 128 Hz tuning fork to check for vibratory sensation 
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Light touch test 
This simple test (also called the Ipswich Touch test) can be used to screen for loss of protective 
sensation (LOPS), when the 10 gram monofilament or 128 HZ tuning fork is not available. The test has 
reasonable agreement with these tests to determine LOPS, but its accuracy in predicting foot ulcers has 
not been established.  
 
• Explain the procedure and ensure that everything is understood 
• Instruct the subject to close the eyes and to say yes when they feel the touch 
• The examiner lightly sequentially touches with the tip of hers/his index finger the tips of the first, 

third, and fifth toes of both feet for 1–2 s 
• When touching, do not push, tap, or poke 
• LOPS is likely when light touch is not sensed in ≥  2 sites 
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Foot screening sheet for clinical examination 
 
Presence of a full thickness ulcer Yes / No 
Risk factors for foot ulceration  

Peripheral neuropathy (one or more of the following tests)  

  - Protective sensation (monofilament) undetectable Yes / No 

  - Vibration (128 Hz tuning fork) undetectable  Yes / No 

  - Light touch (Ipswich touch test) undetectable Yes / No 

Foot pulses  

  - Posterior tibial artery absent Yes / No 

  - Dorsal pedal artery absent Yes / No 

Other  

  - Foot deformity or excessive bony prominences Yes / No 

  - Limited joint mobility Yes / No 

  - Signs of abnormal pressure, such as callus Yes / No 

  - Ruddy discoloration on dependency Yes / No 

  - Poor foot hygiene Yes / No 

  - Inappropriate footwear Yes / No 

  - Previous ulcer Yes / No 

  - Lower extremity amputation Yes / No 
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ABSTRACT 
The International Working Group on the Diabetic Foot (IWGDF) has published evidence-based 
guidelines on the prevention and management of diabetic foot disease since 1999. This guideline is on 
the prevention of foot ulceration in persons with diabetes and updates the 2015 IWGDF prevention 
guideline. 

We followed the GRADE methodology to devise clinical questions and critically important outcomes in 
the PICO format, to conduct a systematic review of the medical-scientific literature, and to write 
recommendations and their rationale. The recommendations are based on the quality of evidence found 
in the systematic review, expert opinion where evidence was not available, and a weighing of the 
benefits and harms, patient preferences, feasibility and applicability, and costs related to the intervention.  

We recommend to screen a person at very low risk for ulceration annually for loss of protective 
sensation and peripheral artery disease, and persons at higher risk at higher frequencies for additional 
risk factors. For preventing a foot ulcer, educate the at-risk patient about appropriate foot self-care and 
treat any pre-ulcerative sign on the foot. Instruct moderate-to-high risk patients to wear accommodative 
properly fitting therapeutic footwear, and consider instructing them to monitor foot skin temperature. 
Prescribe therapeutic footwear that has a demonstrated plantar pressure relieving effect during walking 
to prevent plantar foot ulcer recurrence. In patients that fail non-surgical treatment for an active or 
imminent ulcer, consider surgical intervention; we suggest not to use a nerve decompression procedure. 
Provide integrated foot care for high-risk patients to prevent ulcer recurrence. 

Following these recommendations will help healthcare professionals to provide better care for persons 
with diabetes at risk of foot ulceration, to increase the number of ulcer-free days and reduce the patient 
and healthcare burden of diabetic foot disease. 
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LIST OF RECOMMENDATIONS 
1. Examine a person with diabetes at very low risk of foot ulceration (IWGDF risk 0) annually for signs 

or symptoms of loss of protective sensation and peripheral artery disease, to determine if they are 
at increased risk for foot ulceration. (GRADE recommendation: Strong; Quality of evidence: High) 

2. Screen a person with diabetes at risk of foot ulceration (IWGDF risk 1-3) for: a history of foot 
ulceration or lower-extremity amputation; diagnosis of end-stage renal disease; presence or 
progression of foot deformity; limited joint mobility; abundant callus; and any pre-ulcerative sign on 
the foot. Repeat this screening once every 6-12 months for those classified as IWGDF risk 1, once 
every 3-6 months for IWGDF risk 2, and once every 1-3 months for IWGDF risk 3. (Strong; High) 

3. Instruct a person with diabetes who is at risk of foot ulceration (IWGDF risk 1-3) to protect their 
feet by not walking barefoot, in socks without shoes, or in thin-soled slippers, whether indoors or 
outdoors. (Strong; Low) 

4. Instruct, and after that encourage and remind, a person with diabetes who is at risk of foot 
ulceration (IWGDF risk 1-3) to: inspect daily the entire surface of both feet and the inside of the 
shoes that will be worn; wash the feet daily (with careful drying, particularly between the toes); use 
emollients to lubricate dry skin; cut toe nails straight across; and, avoid using chemical agents or 
plasters or any other technique to remove callus or corns. (Strong; Low) 

5. Provide structured education to a person with diabetes who is at risk of foot ulceration (IWGDF 
risk 1-3) about appropriate foot self-care for preventing a foot ulcer. (Strong; Low) 

6. Consider instructing a person with diabetes who is at moderate or high risk of foot ulceration 
(IWGDF risk 2-3) to self-monitor foot skin temperatures once per day to identify any early signs of 
foot inflammation and help prevent a first or recurrent plantar foot ulcer. If the temperature 
difference is above-threshold between similar regions in the two feet on two consecutive days, 
instruct the patient to reduce ambulatory activity and consult an adequately trained health care 
professional for further diagnosis and treatment. (Weak; Moderate) 

7. Instruct a person with diabetes who is at moderate risk for foot ulceration (IWGDF risk 2) or who 
has healed from a non-plantar foot ulcer (IWGDF risk 3) to wear therapeutic footwear that 
accommodates the shape of the feet and that fits properly, to reduce plantar pressure and help 
prevent a foot ulcer. When a foot deformity or a pre-ulcerative sign is present, consider prescribing 
custom-made footwear, custom-made insoles, or toe orthoses. (Strong; Low) 

8. Consider prescribing orthotic interventions, such as toe silicone or (semi-)rigid orthotic devices, to 
help reduce abundant callus in a person with diabetes who is at risk for foot ulceration (IWGDF risk 
1-3). (Weak; Low) 

9. In a person with diabetes who has a healed plantar foot ulcer (IWGDF risk 3), prescribe therapeutic 
footwear that has a demonstrated plantar pressure relieving effect during walking, to help prevent a 
recurrent plantar foot ulcer; furthermore, encourage the patient to consistently wear this footwear. 
(Strong; Moderate). 

10. Provide appropriate treatment for any pre-ulcerative sign or abundant callus on the foot, for 
ingrown toe nails, and for fungal infections on the foot, to help prevent a foot ulcer in a person with 
diabetes who is at risk of foot ulceration (IWGDF risk 1-3). (Strong; Low) 
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11. In a person with diabetes and abundant callus or an ulcer on the apex or distal part of a non-rigid 
hammertoe that has failed to heal with non-surgical treatment, consider digital flexor tendon 
tenotomy for preventing a first foot ulcer or recurrent foot ulcer once the active ulcer has healed 
(Weak; Low).  

12. In a person with diabetes and a plantar forefoot ulcer that has failed to heal with non-surgical 
treatment, consider Achilles tendon lengthening, joint arthroplasty, single or pan metatarsal head 
resection, metatarsophalangeal joint arthroplasty or osteotomy, to help prevent a recurrent plantar 
forefoot ulcer once the active ulcer has healed. (Weak; Low)  

13. We suggest not to use a nerve decompression procedure, in preference to accepted standards of 
good quality care, to help prevent a foot ulcer in a person with diabetes who is at moderate or high 
risk of foot ulceration (IWGDF risk 2-3) and who is experiencing neuropathic pain. (Weak; Low) 

14. Consider advising a person with diabetes who is at low or moderate risk for foot ulceration 
(IWGDF risk 1 or 2) to perform foot and mobility-related exercises with the aim of reducing risk 
factors of ulceration, i.e., decreasing peak pressure and increasing foot and ankle range of motion, 
and with the aim of improving neuropathy symptoms. (Weak; Moderate) 

15. Consider communicating to a person with diabetes who is at low or moderate risk for foot 
ulceration (IWGDF risk 1 or 2) that a moderate increase in the level of walking-related weight-
bearing daily activity (i.e. an extra 1.000 steps/day) is likely to be safe. Advise this person to wear 
appropriate footwear when undertaking weight-bearing activities, and to frequently monitor the skin 
for pre-ulcerative signs or breakdown. (Weak; Low) 

16. Provide integrated foot care for a person with diabetes who is at high risk of foot ulceration 
(IWGDF risk 3) to help prevent a recurrent foot ulcer. This integrated foot care includes 
professional foot care, adequate footwear and structured education about self-care. Repeat this foot 
care or re-evaluate the need for it once every one to three months, as necessary. (Strong; Low) 
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INTRODUCTION 
Foot ulceration is a major complication of diabetes mellitus and is associated with high levels of 
morbidity and mortality, as well as significant financial costs (1-3). The lifetime incidence rate of diabetic 
foot ulceration is 19-34%, with a yearly incidence rate of 2% (4). After successful healing the recurrence 
rates of diabetic foot ulcers (DFU) are 40% within a year and 65% within 3 years (4). Therefore, the 
prevention of DFU is paramount to reduce the risks to the patient and the resultant economic burden 
to society. 

Not all patients with diabetes are at-risk for ulceration. Key risk factors include: a loss of protective 
sensation (LOPS), peripheral artery disease (PAD) and foot deformity. Additionally, a history of foot 
ulceration and any level of lower extremity amputation further increase risk for ulceration (4-6). In 
general, patients without any of these risk factors do not appear to be at risk for ulceration. For the 
current guideline, we define the at-risk patient as one with diabetes who does not have an active foot 
ulcer, but who has at least LOPS or PAD. Table 1 shows the IWGDF system for stratifying risk for foot 
ulceration. 

If patients have no risk factors, incidence of developing a foot ulcer is very low. Therefore, only 
interventions aimed specifically at the prevention of foot ulcers in at-risk patients are included in this 
guideline. Within this group, those patients with a history of DFU or amputation are considered at 
higher risk for ulceration when compared to those without these problems (6). Thus, we consider the 
first incidence of DFU and recurrent incidences of DFU separate outcomes of interest. 

Various interventions for the prevention of foot ulcers are either used in clinical practice or have been 
studied in scientific research (7). We identify five key elements of prevention: 1) identifying the at-risk 
foot; 2) regularly inspecting and examining the at-risk foot; 3) Educating the patient, family and 
healthcare providers; 4) Ensuring routine wearing of appropriate footwear; 5) Treating risk factors for 
ulceration. Integrated foot care is a combination of these elements, and concerns the 6th element 
covered in this guideline. 

The aim of this guideline is to provide evidence-based recommendations for the prevention of foot 
ulcers in people with diabetes and includes a rationale of how we came to each recommendation.  This 
guideline is part of the IWGDF Guidelines on the prevention and management of diabetic foot disease 
(8-12), and updates our previous guideline (13). The rationale provided is based on a systematic review 
of the literature that underlies this guidance (14), together with a consideration of the benefits and 
harm, patients’ values and preferences, and the costs related to the intervention. We also provide 
general considerations and propose an agenda for future research. 
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METHODS 
In this guideline we have followed the GRADE methodology, which is structured around clinical 
questions in the PICO-format (Patient-Intervention-Comparison-Outcome), systematic searches and 
assessment of the available evidence, followed by developing recommendations and their rationale 
(15,16).  

First, a multidisciplinary working group of independent experts (the authors of this guideline) was 
installed by the IWGDF editorial board. The members of the working group devised the clinical 
questions, which were revised after consultation with external experts from various geographical regions 
and the IWGDF Editorial Board. The aim was to ensure the relevance of the questions for clinicians and 
other health care professionals in providing useful information on the prevention of foot ulcers in at-risk 
people with diabetes. We also formulated what we considered critically important outcomes relevant 
for daily care, using the set of outcomes defined by Jeffcoate and colleagues (17) as a reference guide.  

Second, we systematically reviewed the literature to address the agreed upon clinical questions. For 
each assessable outcome we graded the quality of evidence based on the risk of bias of included studies, 
effect sizes, presence of inconsistency, and evidence of publication bias (the latter where appropriate). 
We then rated the quality of evidence as ‘high’, ‘moderate’ or ‘low’. The systematic reviews supporting 
this guideline are published separately (14,18). 

Third, we formulated recommendations to address each clinical question. We aimed to be clear, specific 
and unambiguous on what we recommend, for which persons, and under what circumstances. Using the 
GRADE system we provided the rationale for how we arrived at each recommendation, based on the 
evidence from our systematic reviews (14,18), expert opinion where evidence was not available, and a 
careful weighing of the benefits and harms, patient preferences, and financial costs (resource utilization) 
related to the intervention or diagnostic method (15,16). Based on these factors, we graded the 
strength of each recommendation as ‘strong’ or ‘weak’, and for or against a particular intervention or 
diagnostic method. All our recommendations (with their rationales) were reviewed by the same 
international experts who reviewed the clinical questions, as well as by the members of the IWGDF 
Editorial Board.  

We refer those seeking a more detailed description on the methods for developing and writing these 
guidelines to the ‘IWGDF Guidelines development and methodology’ document (19). 
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1. IDENTIFYING THE AT-RISK FOOT  
PICO: In people with diabetes, is structured annual screening for risk factors of foot ulceration, 
compared to less frequent or unstructured screening  effective for preventing a first-ever or recurrent 
DFU? 

Recommendation 1: Examine a person with diabetes at very low risk of foot ulceration (IWGDF risk 0) 
annually for signs or symptoms of loss of protective sensation and peripheral artery disease, to 
determine if they are at increased risk for foot ulceration. (GRADE recommendation: Strong; Quality of 
evidence: High). 

Rationale: Targeting people with diabetes for foot ulcer prevention requires identification of those at-
risk. We found no evidence in the literature on the effect of screening for preventing a DFU. However, 
we recommend an annual foot screening for all persons with diabetes with no additional risk factors 
(IWGDF risk 0). Foot screening identifies those at risk and should specifically include screening for LOPS 
caused by diabetic peripheral neuropathy, and for signs or symptoms of PAD. Foot screening should be 
performed by an adequately trained healthcare professional (see glossary for definition). LOPS can be 
assessed with a 10-gram Semmes Weinstein monofilament (20): a recent meta-analysis of individual 
patient data found consistent results using this assessment to predict risk of foot ulcer (6). If a 10-gram 
monofilament is unavailable use the Ipswich Touch Test (21). While outcomes of this test were not 
included in the aforementioned meta-analysis, the Ipswich Touch Test has shown results similar to 
testing with the 10-gram monofilament (22). Because limited vibratory sensation may also predict risk of 
foot ulceration (4) we suggest to screen for this with a tuning fork or biothesiometer/neurothesiometer, 
if outcomes from monofilament testing do not show LOPS. Screening for PAD is discussed in the 
IWGDF Guidelines on PAD (9). In short, this includes taking a cardiovascular history, palpating for foot 
pulses, obtaining pedal Doppler arterial waveforms and blood pressure measurements (9). Although 
evidence for a screening interval is non-existent, we recommend an annual screening for a person with 
diabetes in whom LOPS or PAD have not yet been identified.  

Based on a meta-analysis (6) , the quality of the evidence that LOPS and PAD are predictive of foot 
ulceration is high. We suggest there are no harms associated with yearly foot screenings, the benefits of 
foot screening outweigh the harms. We also suggest positive value to persons with diabetes of such 
yearly screenings as part of their regular diabetes check-ups. While foot screening is generally feasible, 
acceptable and inexpensive on the individual level, it can be more complex and costly to organize on 
the societal level, given the growing number of people with diabetes and the limited time allotted for 
primary care visits. However, early identifying persons at risk of foot ulceration is highly important and is 
needed to target those who require preventative treatment. Therefore, the recommendation for annual 
foot screening is strong. 
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2. REGULARLY INSPECTING AND EXAMINING THE AT-
RISK FOOT  
PICO: In people with diabetes at-risk for foot ulceration, what are the risk factors that should be 
screened for, for preventing a first-ever or recurrent DFU?  

Recommendation 2: Screen a person with diabetes at risk of foot ulceration (IWGDF risk 1-3) for: a 
history of foot ulceration or lower-extremity amputation; diagnosis of end-stage renal disease; presence 
or progression of foot deformity; limited joint mobility; abundant callus; and any pre-ulcerative sign on 
the foot. Repeat this screening once every 6-12 months for those classified as IWGDF risk 1, once every 
3-6 months for IWGDF risk 2, and once every 1-3 months for IWGDF risk 3. (Strong; High) 

Rationale: When either LOPS or PAD is identified in a person with diabetes, more extensive and more 
frequent foot examination is needed, as the ulcer risk is higher (4,6). For these patients, this examination 
should consist of taking a detailed history of foot ulceration, lower-extremity amputation, and 
determining a diagnosis of end-stage renal disease. Physically examine the foot for presence of 
deformities of progression thereof; abundant callus and pre-ulcerative signs, such as blisters, fissures and 
haemorrhage; and limited joint mobility (5,6). A history of a previous foot ulcer or amputation are 
important predictive factors for a new ulceration, as identified in a meta-analysis of individual patient 
data (6). Foot deformities, abundant callus, pre-ulcerative signs, and limited joint mobility may increase 
the risk of foot ulceration (4,23), and are important determinants of treatment in people with LOPS or 
PAD.  

Notwithstanding the lack of evidence, other factors that we suggest taking a history of are: presence of 
social isolation, poor access to healthcare and financial constraints; foot pain (with walking or at rest); 
and numbness or claudication. We also suggest examining the presence of ill-fitting, inadequate, or lack 
of footwear; abnormal skin colour, temperature or oedema; poor foot hygiene, e.g., improperly cut 
toenails, unwashed feet, superficial fungal infection, or unclean socks; physical limitations that may hinder 
foot self-care (e.g. visual acuity, obesity); and foot care knowledge (23-26). Lacking footwear, or having 
Ill-fitting or inadequate footwear can be a cause of ulceration (24), and poor hygiene may be reflective 
of poor self-care. Appropriate interventions can potentially improve these modifiable risk factors when 
they are identified. 

Any foot ulcer identified during screening should be treated according to the principles outlined in the 
other IWGDF guidelines (8-12). 

IWGDF Risk Stratification 

Based on the findings of the screening, patients can be stratified according to their risk for foot 
ulceration (Table 1). The risk categories defined are based on a meta-analysis and a systematic review of 
prospective risk factor studies on foot ulceration (6).  
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Table 1. The IWGDF Risk Stratification System and corresponding foot screening and examination 
frequency 

Category Ulcer risk Characteristics Frequency* 
0 Very low No LOPS and No PAD Once a year 
1 Low LOPS or PAD Once every 6-12 

months 
2 Moderate LOPS + PAD or 

LOPS + foot deformity or 
PAD + foot deformity 

Once every 3-6 
months 

3 High LOPS or PAD,  
and one or more of the following: 
§ history of a foot ulcer 
§ a lower-extremity amputation (minor or 

major) 
§ end-stage renal disease 

Once every 1-3 
months 

Note: LOPS = Loss of protective sensation; PAD = peripheral artery disease. *: Screening frequency is based on expert 
opinion, since no evidence is available to support these intervals. When the screening interval is close to a regular diabetes 
check-up, consider to screen the foot at that check-up. 

Someone without LOPS and without PAD is classified as IWGDF risk 0 and is at very low risk for 
ulceration. This person requires only annual screening. All other categories are considered “at-risk,” and 
require more frequent foot screening, regular inspection and foot examination than patients who are 
not at-risk.  

A person with either LOPS or PAD, but no additional risk factors, is stratified as IWGDF risk 1, and is 
considered at low risk. They should be screened once every 6-12 months. When a combination of risk 
factors is present, a person is stratified as IWGDF risk 2 and is considered to be at moderate risk. As 
their risk is higher, they should be screened every 3-6 months. All persons with either LOPS or PAD 
and a history of foot ulcer or lower-extremity amputation are stratified as IWGDF risk 3 and considered 
to be at high risk of ulceration. These persons should be screened once every 1-3 months. We also 
regard people with LOPS or PAD in combination with end-stage renal disease (27-29) as being at high 
risk, irrespective of their ulcer history, and have therefore added these to IWGDF risk 3.  

A person’s risk status may change over time, thus requiring continual monitoring. The screening 
frequencies we have provided help guide such monitoring. If findings lead to a change in risk status, 
screening frequency should be adjusted accordingly. As someone’s diabetes course progresses, 
upgrading is the most likely change. Downgrading risk status might occur after (surgical) interventions 
that normalize foot structure or improve lower extremity blood flow. Further, in patients with 
longstanding LOPS, it is not required to repeat the assessment of LOPS at each screening. 

In view of the lack of evidence for the effectiveness of a screening interval in at-risk patients we 
recommend these intervals based on expert opinion. The aim of more frequent screening is early 
identification of risk factors that can increase the chances of developing a foot ulcer. This should then be 
followed by providing appropriate preventative foot care. For example, early diagnosis and treatment of 
pre-ulcerative signs on the foot may prevent foot ulcers, as well as more severe complications such as 
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infection and hospitalization. Screening for all these factors should help increase awareness; while it 
might also raise concern or feelings of anxiety in some patients we think that in general the potential for 
harm is limited. All screening can be done without the need for intrusive interventions and may also 
provide an opportunity to provide patient education, counselling and support. We suggest that the 
benefits associated with targeted preventative treatment following screening likely outweigh potential 
harms, provided appropriate treatment is given by an adequately trained healthcare professional. 
Screening takes relatively little time, and while this is feasible, acceptable and inexpensive at the 
individual level, it may be harder to organize and costlier on a societal level. Taking all evidence together, 
we strongly recommend such screening. 

 

3 .  EDUCATING THE PATIENT, FAMILY AND 
HEALTHCARE PROVIDERS  
3A – Instructions on foot self-care  

PICO: In people with diabetes at risk for foot ulceration, is foot self-care compared to no self-care, 
effective for preventing a first-ever or recurrent DFU? 

Recommendation 3: Instruct a person with diabetes who is at risk of foot ulceration (IWGDF risk 1-3) 
to protect their feet by not walking barefoot, in socks without shoes, or in thin-soled slippers, whether 
indoors or outdoors. (Strong; Low) 

Rationale: The feet of an at-risk person with diabetes need to be protected against high mechanical 
stresses, as well as external physical trauma, as both may cause foot ulcers (20). To protect their feet, 
these patients should therefore not walk barefoot, in socks without shoes, in thin-soled slippers, either at 
home or outside. This also includes any other open type footwear that increases risk for direct skin 
damage by a foreign object. While no studies have been performed on the effect of walking barefoot, in 
socks, or in thin-soled standard slippers, on risk of foot ulceration, there are many large prospective 
studies that show that at-risk patients with diabetes have elevated levels of mechanical plantar pressure 
during walking  barefoot, in socks and in thin-soled slippers (30,31). These high pressures are a significant 
independent risk factor for foot ulceration and should therefore be avoided (4). In addition, walking 
barefoot, in socks without shoes, or in thin-soled standard slippers has other harmful effects in at-risk 
patients with diabetes, such as lack of protection against thermal or external mechanical trauma. Thus, 
despite the lack of direct evidence for this recommendation, we feel strongly that patients should be 
advised to avoid these walking conditions to reduce risk of damaging the foot. 

Patients might prefer not to adhere to this recommendation, especially inside their house (32,33). 
However, given the harms of walking unprotected outweigh patient preferences, we strongly 
recommend to instruct at-risk patients with diabetes not to walk barefoot, in socks, or in thin-soled 
standard slippers, whether at home or when outside.  
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Recommendation 4: Instruct, and after that encourage and remind, a person with diabetes who is at risk 
of foot ulceration (IWGDF risk 1-3) to: inspect daily the entire surface of both feet and the inside of the 
shoes that will be worn; wash the feet daily (with careful drying, particularly between the toes); use 
emollients to lubricate dry skin; cut toe nails straight across; and, avoid using chemical agents or plasters 
or any other technique to remove callus or corns. (Strong; Low) 

Rationale: Although no direct evidence is available for the effect of these self-care interventions in 
preventing foot ulcers, they enable a person to detect early signs of DFU and contribute to basic foot 
hygiene. This is likely to help prevent a foot ulcer, although it may pose some burden to patients. It can 
be expected that people will generally accept basic foot hygiene, and that the benefits outweigh 
potential harms associated with either inappropriate or inadequate or no foot self-care at all. These foot 
self-care behaviours are feasible, accessible and come at a low cost per person who is at risk for DFU. 
Despite the limited evidence for the effect of these self-care activities on ulcer prevention, this is a 
strong recommendation. 

 

3B – Providing structured education about foot self-care  

PICO: In people with diabetes at risk of foot ulceration, is providing structured education about foot 
specific self-care compared to not providing it, effective for preventing a first-ever or recurrent DFU? 

Recommendation 5: Provide structured education to a person with diabetes who is at risk of foot 
ulceration (IWGDF risk 1-3) about appropriate foot self-care for preventing a foot ulcer. (Strong; Low) 

Rationale: Structured education is considered an essential and integral part of foot ulcer prevention, as it 
is widely thought that patients with diabetes at-risk for foot ulceration need to understand their disease 
in order to engage in foot self-care (34-36). Structured education is defined as any educational modality 
that is provided to patients in a structured way. This can take many forms, such as one-to-one verbal 
education, motivational interviewing, educational group sessions, video education, booklets, software, 
quizzes, and pictorial education via animated drawing or descriptive images. Despite this myriad of forms 
available and education being ingrained in clinical practice all over the world, research on its effectiveness 
is limited. There is insufficient robust evidence that limited patient education alone is effective in 
achieving clinically relevant ulcer risk reduction (37,38). However, education may improve knowledge 
and foot self-care behaviour (38). Therefore, education should aim to improve the patient’s foot care 
knowledge and self-care behaviour, and encourage the patient to adhere to the foot self-care education 
provided. 

Structured foot care education should consist of information on: 

• Foot ulcers and their consequences 
• Preventative foot self-care behaviours, such as: not walking barefoot or in socks without shoes or in 

thin-soled slippers 

• Wearing adequately protective footwear 
• Undergoing regular foot checks 
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• Practicing proper foot hygiene 
• Seeking professional help in a timely manner after identifying a foot problem (see recommendations 

3 and 4).  
As there is evidence of the benefits of treatment adherence on ulcer outcomes (39,40), encourage 
people at risk of DFU to adhere to the foot self-care education provided. It is best if such education is 
integrated with regular foot screenings (see recommendations 1 and 2), and is part of integrated foot 
care (see recommendation 16). Structured education should be culturally appropriate, account for 
gender differences, and align with a patient’s health literacy and personal circumstances. It is therefore 
not possible to provide globally applicable recommendations on the best form of education. We suggest 
that structured foot self-care education should be provided individually or in small groups of patients. It 
should be provided over several sessions and with periodical reinforcement, to maximise effect. 

Despite low quality of evidence, we strongly recommend providing structured education on foot self-
care. While education could potentially lead to harm such as an increased fear of complications (41), it 
may also provide an opportunity for patients to clarify misunderstandings and seek answers to questions 
they have (26). Overall, we assess that the benefits outweigh the potential harms. Patients will probably 
prefer structured education when it is appropriate to their circumstances, feasible, equitable and 
accessible. While structured education is inexpensive at the individual level, it may be harder to organize 
and costlier on a societal level. Taken together, we strongly recommend providing structured education. 

 

3C – Instructions about foot self-management  

PICO: In people with diabetes at risk for foot ulceration, is foot self-management compared to no self-
management, effective for preventing a first-ever or recurrent DFU (O)? 

Recommendation 6: Consider instructing a person with diabetes who is at moderate or high risk of foot 
ulceration (IWGDF risk 2-3) to self-monitor foot skin temperatures once per day to identify any early 
signs of foot inflammation and help prevent a first or recurrent plantar foot ulcer. If the temperature 
difference is above-threshold between similar regions in the two feet on two consecutive days, instruct 
the patient to reduce ambulatory activity and consult an adequately trained health care professional for 
further diagnosis and treatment. (Weak; Moderate) 

Rationale: Foot self-management differs from foot self-care as it involves more advanced interventions 
that are specifically designed for ulcer prevention, such as home-monitoring tools and telemedicine 
approaches. Self-management can include many interventions, but we found no evidence to support the 
use of any specific intervention, with the exception of home monitoring of foot skin temperature (42-
45). We found evidence that home monitoring of plantar foot skin temperature once per day with an 
easy to use infrared thermometer, combined with subsequent preventative action when elevated 
temperatures were noted for two consecutive days, is more effective than standard treatment for 
preventing foot ulcers in high risk-patients (IWGDF risk 2-3) (42-45). These preventative actions include: 
reduction of ambulatory activity, consultation with an adequately trained healthcare professional to 
discuss the findings, and further preventative treatment as per the healthcare professional’s assessment. 
For this recommendation to be effective a person needs to have ready access to and the ability to use 
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an appropriate thermometer and be in communication with an adequately trained healthcare 
professional. 

Professionals may value home monitoring of foot temperatures as an easy to use and relatively 
inexpensive method that may have high clinical value and helps empower people in their care of their 
own feet. However, the available evidence shows that adherence to measuring foot temperatures was 
an important factor in its effectiveness, and people, in particular those who have not had a foot ulcer, 
may find the requirement for daily assessment a burden (43,46). False-positive and false-negative 
outcomes of temperature measurements may unnecessarily concern people and affect their confidence 
in using this approach (47,48). To our knowledge, home monitoring of foot temperature is currently not 
routinely implemented in foot care of people with diabetes at moderate to high risk of DFU. This may 
be due to how people value the need for and ease of use of daily temperature measurements, lack of 
easy access to calibrated equipment, lack of information on cost-effectiveness and implementation 
feasibility. Because of these potential limitations, the recommendation is graded as weak. 

 

4. ENSURING ROUTINE WEARING OF APPROPRIATE 
FOOTWEAR 
PICO: In people with diabetes at-risk for foot ulceration, is any one specific orthotic intervention, 
including therapeutic footwear (e.g. shoes, insoles or orthoses) and walking aids, compared to no 
intervention or another type of orthotic, effective for preventing a first-ever or recurrent DFU? 

Recommendation 7: Instruct a person with diabetes who is at moderate risk for foot ulceration 
(IWGDF risk 2) or who has healed from a non-plantar foot ulcer (IWGDF risk 3) to wear therapeutic 
footwear that accommodates the shape of the feet and that fits properly, to reduce plantar pressure 
and help prevent a foot ulcer. When a foot deformity or a pre-ulcerative sign is present, consider 
prescribing custom-made footwear, custom-made insoles, or toe orthoses. (Strong; Low) 
 

Recommendation 8: Consider prescribing orthotic interventions, such as toe silicone or (semi-)rigid 
orthotic devices, to help reduce abundant callus in a person with diabetes who is at risk for foot 
ulceration (IWGDF risk 1-3). (Weak; Low). 

Rationale: People at moderate or high risk for foot ulceration (IWGDF risk 2-3) have often lost their 
ability to feel pain or pressure, and may not adequately judge the fit of their footwear or the level of 
pressure on their foot. Being at increased risk for ulceration, it is important that their footwear fits, 
protects and accommodates the shape of their feet; this includes having adequate length, width and 
depth (49). When a foot deformity or pre-ulcerative sign is present, it becomes even more important to 
change foot biomechanics and reduce plantar pressure on at-risk locations. This may require custom-
made footwear, custom-made insoles or toe orthoses. For people who have healed from a plantar foot 
ulcer, follow recommendation 9. Based on 3 RCTs (50-52), therapeutic footwear, including shoes, 
insoles or orthoses may reduce the risk of a first-ever foot ulcer in someone at moderate risk for foot 
ulceration (IWGDF risk 2). Additionally, such footwear can reduce the plantar pressure during walking 
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(53,54). High plantar pressures are a significant independent risk factor for foot ulceration and should 
therefore be avoided (4,55). Because patients with LOPS cannot adequately judge footwear fit, 
footwear should be evaluated by appropriately trained professionals. Evaluate the fit with the patient in 
the standing position, preferably at the end of the day (49).  

To reduce abundant callus and the associated increased foot pressure, patients at risk of ulceration 
(IWGDF risk 1-3) can be provided with toe silicone and (semi-)rigid orthoses or felted foam in addition 
to therapeutic footwear. 

Persons with diabetes may value the role of properly fitting footwear to prevent ulcers, but some still 
consider their footwear to be the cause of their problems, especially when the footwear does not fit 
properly. Properly fitting footwear may also not align with personal comfort and style preferences, while 
in some countries wearing footwear is not customary at all or may lead to inconvenience (e.g. in 
warmer or wet climates). However, we know little about the adherence of patients at moderate risk for 
ulceration to wearing properly fitting footwear. Therapeutic footwear or adequately trained 
professionals may also not be present in all countries, which limits access to orthotic interventions. 
However, with the additional benefit of protection against thermal and mechanical trauma, and the 
evidence of reducing ulcer risk, we judge the benefits to outweigh the harm and therefore assign a 
strong recommendation. 

Recommendation 9: In a person with diabetes who has a healed plantar foot ulcer (IWGDF risk 3), 
prescribe therapeutic footwear that has a demonstrated plantar pressure relieving effect during walking, 
to help prevent a recurrent plantar foot ulcer; furthermore, encourage the patient to consistently wear 
this footwear. (Strong; Moderate). 

Rationale: For people with a healed plantar foot ulcer (IWGDF risk 3), therapeutic footwear needs to 
reduce plantar pressure at high-risk areas, including the previous ulcer location. Two RCTs with very low 
risk of bias have demonstrated a reduction in ulcer risk with custom-made orthopaedic footwear (56) 
or custom-made insoles (57) that were demonstrably optimised for pressure reduction, provided the 
patient wears the footwear. Demonstrated plantar pressure relieving effect means that at high pressure 
locations there should be a ≥30% reduction in the peak pressure during walking (compared to the 
current therapeutic footwear), or a peak pressure <200kPa (if measured with a validated and calibrated 
pressure measuring system with sensor size of 2cm2) (56,57). The way to achieve such a pressure relief 
or level is by applying available state-of-the-art scientific knowledge on footwear designs that effectively 
offload the foot (49,56-64).  

The benefits of continuously wearing optimised footwear or insoles with a proven offloading effect 
outweigh the potential harm, as available trials have infrequently reported any harm related to such 
therapeutic footwear (56,57,65-69). On the other hand, non-appropriate footwear (inadequate length 
or width) increases the risk of ulceration (70), and we again stress the importance of ensuring adequate 
fit (49). Clinicians should also encourage patients to wear their prescribed footwear whenever possible. 
The costs of prescribing therapeutic footwear with demonstrated offloading effect may be quite high, as 
it requires the measurement of barefoot or in-shoe plantar pressure, which to date is relatively 
expensive. However, these costs should always be considered in association with the benefit of ulcer 
prevention. Cost-effectiveness has not been studied to date but, in our opinion, footwear designed or 
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evaluated using plantar pressure measurement is likely to be cost-effective when it can reduce ulcer risk 
by 50%, a risk reduction demonstrated in most of the above-mentioned trials on this topic (46). This is 
therefore a strong recommendation. 

Note that this recommendation is predicated on the availability of both therapeutic footwear and 
accurate technology for pressure measurement. We acknowledge that the technology and expertise for 
such measurements are not yet widely available. For regions and settings where this can be made 
available, we encourage services to invest in regular plantar pressure measurements. For regions and 
clinical setting where this cannot yet be accommodated, we suggest to prescribe therapeutic footwear 
using available state-of-the-art scientific knowledge on footwear designs that effectively offload the foot 
(49,56-59). 

 

5. TREATING RISK FACTORS FOR ULCERATION 
5A – Treatment of risk factors or pre-ulcerative signs on the foot 

PICO: In people with diabetes at risk for foot ulceration, is treating pre-ulcerative signs on the foot 
compared to not treating them, effective for preventing a first-ever or recurrent DFU (O)? 

Recommendation 10: Provide appropriate treatment for any pre-ulcerative sign or abundant callus on 
the foot, for ingrown toe nails, and for fungal infections on the foot, to help prevent a foot ulcer in a 
person with diabetes who is at risk of foot ulceration (IWGDF risk 1-3). (Strong; Low) 

Rationale: Pre-ulcerative signs on the foot, such as blisters, fissures or haemorrhage appear to be strong 
predictors of future ulceration (4,23,25). Other risk factors that require treatment include abundant 
callus, ingrown or thickened toe nails and fungal infections. These signs require immediate treatment by 
an appropriately trained healthcare professional. Appropriate treatment means: removing abundant 
callus; protecting blisters and draining them when necessary; treating fissures; treating ingrown or 
thickened toe nails; treating cutaneous haemorrhage; and, prescribing antifungal treatment for fungal 
infections. The effectiveness of treating these signs on the prevention of a foot ulcer has not been 
directly investigated. Indirect evidence of benefit is that removal of callus reduces plantar pressure, an 
important risk factor for ulceration (71,72).  

The benefit-harm ratio of treatment of pre-ulcerative signs by an appropriately trained foot care 
professional will likely be positive, and come at relatively low costs. However, these treatments do have 
the potential to harm when improperly performed, and should therefore only be done by an 
appropriately trained healthcare professional. It can be expected that persons educated to the dangers 
of pre-ulcerative signs prefer that they be treated. Despite a lack of evidence, we consider this standard 
practice and therefore the recommendation is strong. 
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5B – Surgical interventions 

PICO: In people with diabetes who are at risk of foot ulceration, is performing surgical interventions in 
comparison to non-surgical intervention, effective for preventing a first-ever or recurrent DFU? 

Recommendation 11: In a person with diabetes and abundant callus or an ulcer on the apex or distal 
part of a non-rigid hammertoe that has failed to heal with non-surgical treatment, consider digital flexor 
tendon tenotomy for preventing a first foot ulcer or recurrent foot ulcer once the active ulcer has 
healed (Weak; Low).  

Rationale: While controlled studies on this topic are lacking, various studies have shown that a digital 
flexor tendon tenotomy may reduce the risk of a recurrent plantar foot ulcer in selected patients with 
initially nonhealing ulcers when compared with non-surgical treatment for these ulcers (73-79). Flexor 
tenotomy may also reduce the risk of ulcer development in patients with abundant callus on the tip of 
their toes or thickened nails (75,76,78). We consider flexor tenotomy a promising procedure in a 
patient who has a toe ulcer, or a pre-ulcerative sign on the toe, that fails to respond to non-surgical 
treatment, and requires normalization of foot structure to prevent ulceration. Preventative surgery 
should only be considered after full evaluation of non-surgical treatment options by an appropriately 
trained healthcare professional. 

The possible benefits of digital flexor tenotomy likely outweigh the harm, as few complications have 
been reported (73-79). Patients who have pre-ulcerative lesions for which they have frequent non-
surgical treatment that does not improve outcome may value and prefer treatment by flexor tenotomy. 
The procedure is easily performed in an outpatient setting, with no need for subsequent immobilization, 
and is not likely to negatively affect foot function. Costs and cost-effectiveness of this procedure have 
not been evaluated. Possible adverse effects of the surgery should be discussed with the patient. In 
patients with poor arterial supply to the foot, this includes potential non-healing of the surgical incision 
or wound. Taken together, the recommendation is weak. 

Recommendation 12: In a person with diabetes and a plantar forefoot ulcer that has failed to heal with 
non-surgical treatment, consider Achilles tendon lengthening, joint arthroplasty, single or pan metatarsal 
head resection, metatarsophalangeal joint arthroplasty or osteotomy, to help prevent a recurrent plantar 
forefoot ulcer once the active ulcer has healed. (Weak; Low)  

Rationale: Studies primarily aimed at healing recalcitrant forefoot plantar ulcers have found that Achilles 
tendon lengthening, single or pan-metatarsal head resection and metatarsophalangeal joint arthroplasty 
may reduce the risk of a recurrent plantar foot ulcer in selected patients with initially nonhealing ulcers 
when compared with non-surgical treatment (80-99). While effect sizes are often large, very few well-
designed controlled studies show the efficacy of these interventions.  

This recommendation applies to a patient who: a) has a plantar ulcer that is unresponsive to evidence-
based non-surgical treatment; b) is expected to have a high risk of recurrence if the foot structure is not 
changed; c) has elevated forefoot plantar pressures; and d) in the case of Achilles tendon lengthening, 
has a limited ankle joint range of motion, not passing neutral. 
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Possible complications and side effects of these surgical offloading techniques include post-operative 
infection, new deformities, gait problems and transfer ulcers (83,100-102). Therefore, it is not clear if the 
benefits outweigh the harm. In any case, these techniques should be primarily used in patients to heal a 
foot ulcer that is unresponsive to evidence-based non-surgical treatment and that is expected to have a 
high risk of recurrence if the foot structure is not changed. Patient values and preferences for these 
approaches are unknown, although we expect patients to value an intervention as high when it can both 
heal and prevent an ulcer, but as low when it causes complications such as major gait or balance 
problems. The costs of surgical interventions can be much higher than for non-surgical treatment, but 
cost-effectiveness is unknown. Clinicians should carefully discuss possible adverse effects of the surgery 
with the patient. In patients with poor blood supply, this includes potential non-healing of the surgical 
incision or wound. We therefore offer a weak suggestion to consider these interventions.  

Recommendation 13: We suggest not to use a nerve decompression procedure, in preference to 
accepted standards of good quality care, to help prevent a foot ulcer in a person with diabetes who is at 
moderate or high risk of foot ulceration (IWGDF risk 2-3) and who is experiencing neuropathic pain. 
(Weak; Low) 

Rationale: While observational studies on nerve decompression procedures have demonstrated low 
ulcer incidence rates over extended follow-up periods in patients with or without a prior foot ulcer 
experiencing neuropathic pain (103-107), there is no evidence to support an ulcer prevention effect of 
nerve decompression. With various non-surgical interventions available that can be considered standard 
of good quality care to prevent a foot ulcer in an at-risk patient, we suggest not to use nerve 
decompression as surgical procedure. 

 

5C – Foot-related exercises and weight-bearing activity 

PICO: In people with diabetes at-risk for foot ulceration, are foot-related exercises compared to no 
foot-related exercises, effective for preventing a first-ever or recurrent DFU? 

Recommendation 14: Consider advising a person with diabetes who is at low or moderate risk for foot 
ulceration (IWGDF risk 1 or 2) to perform foot and mobility-related exercises with the aim of reducing 
risk factors of ulceration, i.e., decreasing peak pressure and increasing foot and ankle range of motion, 
and with the aim of improving neuropathy symptoms. (Weak; Moderate). 

Rationale: There is no direct evidence to suggest that foot-related exercises prevent DFU, as studies on 
this topic are non-existent. Various forms of foot-related exercises are possible when aiming to improve 
modifiable risk factors for foot ulceration such as plantar pressure distribution, neuropathy symptoms, 
deficits in foot sensation, foot-ankle joint mobility and strength (108-117). These exercises can include 
stretching and strengthening of the foot and ankle musculature and functional exercises such as balance 
and gait exercises, and are provided or supervised by physical therapists or similarly trained 
professionals. Multiple RCTs and non-controlled studies have shown some benefit of these exercises on 
a range of modifiable risk factors for foot ulceration, including plantar pressure, foot and ankle range of 
motion, and neuropathy symptoms (108-117) .  
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Foot-related exercises are relatively easy to perform autonomously, are inexpensive and do not require 
intensive supervision. As people at risk will likely not be aware of appropriate exercises, we recommend 
them to undergo a foot assessment and exercise prescription by an adequately trained healthcare 
professional prior to commencing exercise. Regular evaluation of progress with training and modification 
of the program in collaboration with the professional is recommended. Persons with pre-ulcerative signs 
or with an active foot ulcer should not partake in foot-related exercises in which the foot is mechanically 
loaded.  

Advising patients at low to moderate risk for foot ulceration (IWGDF risk 1 or 2) to perform foot-
related exercises is based on moderate quality evidence. Any potential for harm is outweighed by both 
general health benefits of exercise and specific improvements to the complex musculoskeletal deficits 
that develop with diabetes. The foot-related exercises are relatively easy to perform autonomously, 
inexpensive and do not need intensive supervision. Minimal exercise equipment is required, for example 
elastic bands or exercise balls. As adherence may be a challenge, we advise health practitioners to 
continue to motivate patients to complete the exercise program as prescribed. We recommend 
performing a foot assessment prior to the patient commencing exercise, and that exercise be prescribed 
by an adequately trained healthcare professional. Patients with pre-ulcerative signs or active ulceration 
should avoid weight-bearing or foot-related exercises. We recommended regularly evaluating the 
training and outcome progress and updating the program when required. 

 

PICO: In people with diabetes who are at-risk for foot ulceration, can the level of weight-bearing daily 
activities be safely increased without increasing first-ever or recurrent DFU risk? 

Recommendation 15: Consider communicating to a person with diabetes who is at low or moderate 
risk for foot ulceration (IWGDF risk 1 or 2) that a moderate increase in the level of walking-related 
weight-bearing daily activity (i.e. an extra 1.000 steps/day) is likely to be safe. Advise this person to wear 
appropriate footwear when undertaking weight-bearing activities, and to frequently monitor the skin for 
pre-ulcerative signs or breakdown. (Weak; Low). 

Rationale: Exercise has general health benefits for people with diabetes, including specific improvements 
to the complex musculoskeletal deficits that develop with diabetes (118). However, when this exercise 
is weight-bearing, it might increase the cumulative plantar tissue stress, which in turn might increase the 
risk for skin breakdown (119). Based on 2 RCTs (120,121) where patients at risk of foot ulceration 
participated in a training program that increased their weight-bearing activity, but where this did not 
result in increased incidence of ulceration, we suggest to consider advising people at low or moderate 
risk for ulceration (IWGDF 1 or 2) that a small increase in the level of weight-bearing daily activities is 
likely to be safe. We define a small increase as 1000 steps/day, based on the increases seen in these 2 
studies (120,121), and an RCT that showed such an increase to be beneficial for glycaemic control in 
people with diabetes (122). It is advisable to increase daily steps by a maximum of 10% per week, until a 
person reaches an overall increase of 1000 steps/day in comparison to baseline. For people at high-risk 
for ulceration (IWGDF 3) there is insufficient evidence to provide a recommendation on safe increase in 
activity, as the people in abovementioned RCTs who did develop an ulcer were all at high risk 
(120,121).  
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The quality of the evidence to support this recommendation is low, as it is based on only 2 RCTs that 
were each not powered to detect a difference in ulcer healing (120,121). The lack of evidence is a 
concern (and an important area for future research). However, we think the lack of differences in rates 
of ulceration between the groups in these trials and the known benefits of increasing weight-bearing 
exercises on general health and foot-related outcomes, outweighs the harms.  However, patients should 
remain cautious to avoid adverse outcomes such as falls. To prevent adverse outcomes, advise patients 
to wear appropriate footwear when undertaking weight-bearing activities (see recommendations 8-11), 
and to monitor their skin for pre-ulcerative signs or breakdown (see recommendations 4-6). Increasing 
the level of weight-bearing daily activity as recommended can be considered feasible and acceptable to 
patients. However, high drop-out rates in some trials and lack of statistical power show that this may 
not hold for all patients. Exercise programs are a relatively cheap intervention. Primarily because of the 
low quality of evidence in relation to ulcer prevention, this is a weak recommendation. 

 

6. INTEGRATED FOOT CARE  

PICO: In people with diabetes at risk for foot ulceration, is providing integrated foot care compared to 
not providing integrated foot care, effective for preventing a first-ever or recurrent DFU (O)? 

Recommendation 16: Provide integrated foot care for a person with diabetes who is at high risk of foot 
ulceration (IWGDF risk 3) to help prevent a recurrent foot ulcer. This integrated foot care includes 
professional foot care, adequate footwear and structured education about self-care. Repeat this foot 
care or re-evaluate the need for it once every one to three months, as necessary. (Strong; Low) 

Rationale: We define integrated foot care as an intervention that at a minimum integrates regular foot 
care and examination by an adequately trained professional, structured education, and adequate 
footwear. One RCT, one cohort study and four non-controlled studies all reported a significantly lower 
percentage of recurrent ulcers in patients who received integrated foot care compared to those who 
did not (123-125), or in those patients who were adherent to a program compared to those who were 
not (126-128). None of the studies reported any complications from, or other harm related to, the 
programme.  

Professional foot care, by an adequately trained healthcare professional, consists of: treating risk factors 
and pre-ulcerative signs as described in recommendation 10; structured education about foot self-care 
according to recommendations 3-5; and, providing adequate footwear following recommendations 7-9. 
The patient’s feet should be regularly examined (see recommendations 1 and 2). Integrated foot care 
may further include foot self-management (recommendation 6), access to surgery (recommendations 
11-13), and foot-related exercises and weight-bearing activity (recommendations 14 and 15).  

While integrated foot care programs have been directly investigated in the above-mentioned controlled 
and non-controlled studies, none included all potential components of integrated foot care. The 
effectiveness of a state-of-the-art integrated foot care program that combines all recommendations from 
this guideline can be expected to be much higher than with the programs researched to date. The effect 
sizes of the various components of integrated foot care have been investigated in two reviews (4,46). 
Our recommendation that integrated foot care at minimum consists of professional foot care, 
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structured patient education, and adequate footwear, with a regular examination of a person’s feet, is 
based on analysing these reviews (4,46). However, the largest effect sizes in ulcer prevention can be 
found for self-management and surgical interventions, and a complete integrated approach should 
include these as well. For all aspects of an integrated foot care program, adherence to what is 
recommended increases the benefits (4,46), and this should be given adequate attention in 
communication with the patient. Taken together, state-of-the-art integrated foot care may prevent up to 
75% of all diabetic foot ulcers (46).  

We found no information on costs and cost-effectiveness of integrated foot care. However, a 
publication from the US suggested that there was an increase in hospital admissions for a diabetic foot 
ulcer after Medicare cancelled financial coverage in one US state for preventative treatment given by 
podiatrists (129). Two further studies suggested that there was a reduction in amputations following the 
introduction of integrated foot care that included both ulcer prevention and ulcer treatment (130,131). 

Integrated foot care should be provided by an adequately trained healthcare professional. People with 
diabetes at risk for foot ulceration who are cared for by professionals without specific expertise on 
diabetic foot disease should refer them to integrated foot care services. Educational interventions 
targeting healthcare professionals to improve completion rates of yearly foot examinations and to 
improve knowledge of healthcare professionals not daily involved in diabetic foot care may be 
important, but the effectiveness of such education is unclear (132-146). Teams that provide integrated 
foot care may perform educational outreach activities to healthcare professionals in primary or 
secondary care. The teams should be aware, however, that the effect of such education is limited with 
respect to knowledge improvement and performance of yearly foot examination, and may have to be 
repeated frequently. 

The benefits of integrated foot care by an adequately trained healthcare professional outweigh the 
potential harm of such treatment. We think it is likely that patients prefer integrated footcare, rather 
than undergoing this care separately by different healthcare professionals, or not at all. We consider the 
combined effect size of the various interventions that make up integrated footcare high. Despite the low 
quality of the evidence, given the other advantages described, we rate our recommendation as strong. 

 

CONSIDERATIONS 
1. The recommendations in this guideline are aimed at health care professionals treating people with 

diabetic foot disease. However, these professionals treat patients within a healthcare system or 
organisation, which itself may have an effect on outcomes. Although direct evidence for this is not 
available, indirect evidence comes from the effect of increasing podiatrists and multidisciplinary 
teams in the Netherlands (147), which resulted in a reduction of lower-extremity amputations. 
Another study showed that the discontinuation of podiatry care from Medicare in the US (129) 
resulted in an increase in hospitalizations for diabetic foot disease. Both studies point to the 
potential importance of health care organisation in diabetic foot care, including ulcer prevention. We 
suggest that a health care system includes the multiple levels of foot care as described in our 
practical guidelines (20), that patients can be referred from primary care to secondary care without 
delay, and that evidence-based preventative interventions are reimbursed within the system. Also, all 
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healthcare professionals should be adequately trained to triage patients to ensure they are treated 
by the right professional. Investment in these aspects of the healthcare system is important to 
provide adequate preventative foot care for at-risk patients. This guideline is not written for 
governments or other agencies investing in healthcare organisations, but we do urge politicians and 
managers responsible to invest in healthcare systems that facilitate these characteristics. 

2. All recommendations in this guideline are targeted at just three strata within the IWGDF risk 
stratification system (Table 1). Some specifications are given in relation to the location of a previous 
ulcer (e.g. plantar vs. non-plantar; toes vs. forefoot) or the presence of foot deformities, when 
recommending orthotic or surgical interventions. However, many differences between patients in 
the same stratum exist, and may limit providing the right treatment for the right person at the right 
time. No research has been done on such personalised medicine and its effects in the prevention of 
diabetic foot ulcers, which means that specific personalised recommendations cannot be made. This 
may change in the near future, as the medical community is moving more and more towards 
personalised solutions for medical problems. 

3. An important factor for most recommendations made is patient’s adherence to the 
recommendations. As we noted in our previous guideline (13), adherence to an intervention has 
been shown to be crucial in preventing foot ulcers, and it is consistently reported that patients who 
do not adhere present with higher rates of ulceration (46). Some pilot studies have investigated 
methods to improve adherence (148), but a stronger focus on the development, evaluation and 
implementation of methods that improve adherence to preventative diabetic foot treatment 
remains urgently needed. 

4. Probably the two most common preventative actions in daily clinical foot practice globally are foot 
screening (recommendations 1 and 2), and (structured) education (recommendation 5). Despite 
the widespread application of these recommendations in clinical foot practice, the evidence 
underlying these recommendations is poor. Frequency of foot screening is based on expert opinion 
only, and structured education has not been studied adequately. Lack of effect shown does not 
imply that these interventions do not work, but more research is needed to provide a stronger 
evidence base. 

5. Costs and cost-effectiveness have not been investigated for any of the interventions described in 
this guidance, and more attention to cost aspects is warranted. While some interventions are 
relatively inexpensive at the individual level (such as foot screening), they can be costly at a societal 
level, considering the millions of people with diabetes. Other interventions are costly at the 
individual level (such as custom-made footwear), but reduce ulcer recurrence risk to a level that 
they are expected to be cost-saving at a societal level. More research in this area is needed. 
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FUTURE RESEARCH AGENDA 
Based on the gaps in the evidence as identified in our systematic reviews (14), and the 
recommendations and considerations made in this guideline, we consider the following topics as the 
most important for future research: 
• A state-of-the-art integrated foot care approach that combines up-to-date interventions as 

recommended in this guideline has not been investigated to date on efficacy to prevent foot ulcers, 
while the effect sizes of various interventions found suggest that up to 75% of foot ulcers can be 
prevented. This needs to be investigated in well-designed randomized controlled trials. 

• Current treatment recommendations are based on stratified healthcare. Future research is needed 
to explore the potential of a more personalised medicine approach in diabetic foot ulcer 
prevention, so to deliver the right treatment, to the right person, at the right time. 

• Organisation of healthcare and healthcare setting likely plays a significant role in ulcer prevention, 
but this has not yet been investigated. 

• Structured education is by many considered a key aspect of a foot ulcer prevention program, but it 
remains unknown what the exact effect is and which educational approach works best. Future 
research should assess the effectiveness of various educational interventions, as well as the 
frequency of education provided. This includes but is not limited to motivational behavioural 
interventions, e-health applications and (online) social support systems by peers or health 
professionals. 

• Adherence to treatment is crucial to achieve the best possible outcome in ulcer prevention, but it is 
unknown how adherence can be improved. Research on interventions that have the potential to 
improve adherence is needed. These interventions may include, among others, assistive technology, 
educational interventions or shoe technical solutions. 

• The costs and the cost-effectiveness of interventions that aim to prevent foot ulcers needs to be 
investigated. 

• Peripheral neuropathy is the most important risk factor for the development of foot ulcers in 
people with diabetes, but there is little research on the prevention or treatment of neuropathy. A 
stronger research focus in this area is needed. 

• Robust data are lacking on whom, how, and when to screen for the risk of foot ulceration. High 
quality data on the benefit of interventions to prevent a first foot ulcer are scarce. As the event rate 
(foot ulceration) is relatively low in a population without a previous ulcer, large groups of patients 
need to be targeted and it is unclear if the benefits will outweigh harm and costs. Studies are 
urgently needed to better define the categories of patients that will benefit from preventative 
interventions and what specific types of interventions should be included.  

• While there is some evidence to support surgical interventions for the prevention of a recurrent 
ulcer in selected patients, these interventions are not without risk. The exact role of these surgical 
procedures compared to conservative approaches in the prevention of ulceration is still unclear, and 
requires appropriately designed controlled studies. 
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CONCLUDING REMARKS 
The global patient and economic burden of diabetic foot disease can be considerably reduced when 
evidence-based preventative treatment is implemented in the foot care of people with diabetes who are 
at risk of developing a foot ulcer. Reducing the risk of ulceration also reduces the risk of infection, 
hospitalization, and lower-extremity amputation in these patient. While not drawing most attention of 
clinicians and researchers, foot ulcer prevention is the best way to prevent severe morbidity and 
mortality in people with diabetes. We think that following the recommendations for preventative 
treatment in this guideline will help health care professionals and teams provide better care for diabetic 
patients who are at risk of ulceration. 

We encourage our colleagues, both those working in primary care and in diabetic foot clinics, to 
consider developing forms of surveillance (e.g., registries, pathways) to monitor and attempt to improve 
their outcomes in patients at risk of foot ulceration. We also encourage our research colleagues to 
consider our key controversies and considerations and conduct properly-designed studies (17) in areas 
of prevention in which we find gaps in the evidence base, so to better inform the diabetic foot 
community on effective treatment for preventing a foot ulcer in a persons with diabetes. 
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GLOSSARY 
Abundant callus: Callus assessed by an appropriately trained healthcare professional as requiring 
debridement to reduce risk for ulceration. 
Adherence: The extent to which a person’s behaviour corresponds with agreed recommendations for 
treatment from a healthcare provider, expressed as quantitatively as possible; e.g. the proportion of 
time, steps or instances that the prescribed intervention (or comparator) is used (149). 
Adequately trained healthcare professional: a person who according to national or regional standards 
has the knowledge, expertise, and skills to perform a specified task in screening, examining, or managing 
a person with diabetes who is at risk of foot ulceration. 
Custom-made insole: An insole that is custom-made to the individual’s foot using a 2D or 3D 
impression of the foot, and that is often built-up in a multi-layer construction. This may also incorporate 
other features, such as a metatarsal pad or metatarsal bar. The insole is designed to conform to the 
shape of the foot, providing cushioning and redistribution of plantar pressure. The term “insole” is also 
known as “insert” or “liner” 
Custom-made (medical grade) footwear: Footwear uniquely manufactured for one person, when this 
person cannot be safely accommodated in pre-fabricated (medical grade) footwear. It is made to 
accommodate deformity and relieve pressure over at-risk sites on the plantar and dorsal surfaces of the 
foot. In-depth assessment, multiple measurements, impressions or a mould, and a positive model of a 
person’s foot and ankle are generally required for manufacture. This footwear includes a custom-made 
insole. Also known as “bespoke footwear” or “orthopaedic footwear”. 
Extra-depth footwear: Footwear constructed with additional depth and volume in order to 
accommodate deformity such as claw/hammer toes and/or to allow for space for a thick insole. Usually 
a minimum of 5 millimetres (~3/16”) depth is added compared to off-the-shelf footwear. Even greater 
depth is sometimes provided in footwear that is referred to as double depth or super extra-depth. 
Foot deformity: see IWGDF definitions and criteria document (150). 
Foot-related exercises: Any physical exercise specifically targeting the foot or lower-extremity with the 
aim of changing foot function. These exercises can include stretching and strengthening of the foot and 
ankle musculature and functional exercises such as balance and gait training. These exercises are 
provided and/or supervised by a physical therapist or a similarly adequately trained healthcare 
professionals. 
Foot self-care: Foot care interventions the patient can do at home, consisting of but not limited to: foot 
inspection, washing of feet, careful drying between the toes, nail cutting, using emollients to lubricate 
skin, not using chemical agents or plasters to remove callus, footwear inspection, avoidance of walking 
barefoot or on socks only or in thin-soled slippers, avoidance of wearing tight socks, avoiding exposure 
to excessive cold and heat.  
Foot self-management: Advanced assistive interventions the patient can use at home, consisting of but 
not limited to: home monitoring systems, lifestyle interventions, telemedicine, technological applications, 
peer support programs. 
Footwear: defined broadly as any shoe-gear and including insoles.  
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Footwear modification: Modification to existing footwear with an intended therapeutic effect, e.g. 
pressure relief. 
Hosiery: Stockings or socks of any kind. See further Stockings or Socks. 
In-shoe (semi-)rigid orthosis: Term used for device put inside the shoe to achieve pressure reduction 
or alteration in the function of the foot. Can be pre-fabricated or custom-made. 
Limited joint mobility: see IWGDF definitions and criteria document (150). 
Medical grade footwear: Footwear that meets the specific needs of a person. Can be either pre-
fabricated (see “Pre-fabricated medical grade footwear”) or custom-made (see “Custom-made medical 
grade footwear”). Also known as pedorthic footwear 
Off-the-shelf footwear: Readily available footwear that has not been modified and has no intended 
therapeutic functions. Preferred term is pre-fabricated footwear. 
Pre-fabricated medical grade footwear: Pre-fabricated footwear that meets the specific needs of a 
person, on the basis of footwear that provides extra depth, multiple width fittings and features designed 
to accommodate a broader range of foot types. Other features may include modified soles, fastenings 
and smooth internal linings. This type of footwear is usually available at specialty shoe shops. 
Pre-fabricated insole: An “off-the-shelf” flat or contoured insole made without reference to the shape 
of the patient’s foot. 
Shoe last: Last used to make footwear. The upper of the footwear is moulded or pulled over the last. 
The last shape defines the footwear shape including the outsole shape, heel pitch and toe spring. For 
off-the-shelf or pre-fabricated footwear generically generated lasts in different sizes are used. 
Slipper: Low-cut, open type footwear that is easily slipped onto the foot. Includes thin-soled slippers and 
flip-flops (thongs). 
Socks: Garment for the foot and lower part of the leg, typically knitted from wool, cotton, or nylon. 
Stockings: Garment that fits closely over the foot and lower leg, typically elastic. Includes compression 
stockings for medical purposes. 
Structured education: Any educational modality that is provided in a structured way. This can take 
many forms, such as one-to-one verbal education, motivational interviewing, educational group sessions, 
video education, booklets, software, quizzes, and pictorial education via animated drawing or descriptive 
images. 
Therapeutic footwear: Generic term for footwear designed to have some therapeutic effect that 
cannot be provided by or in a conventional shoe. Custom-made shoes or sandals, custom-made insoles, 
extra-depth shoes, and custom-made or prefabricated medical grade footwear are examples of 
therapeutic footwear. 
Toe orthosis: an in-shoe orthosis to achieve some alteration in the function of the toe. 
Weight-bearing activity: Activity during which the foot is loaded by supporting the body weight of the 
person, and expressed as quantitatively as possible. Incudes walking and standing. 
  

© 2019
The International Working Group on the Diabetic Foot

!"#$%&'()*)+,-.+&#/-0)1-+)

IWGDF
Guidelines



ACKNOWLEDGEMENTS 

Matilde Monteiro-Soares’ work was financed by Project “NORTE-01-0145-FEDER-000016” 
(NanoSTIMA) that was financed by the North Portugal Regional Operational Programme (NORTE 
2020), under the PORTUGAL 2020 Partnership Agreement, and through the European Regional 
Development Fund (ERDF).  

We would like to thank the following external experts for their review of our PICOs and guideline for 
clinical relevance: Lee Brentnall (Australia), Snjezana Bursac (Bosnia), Dra Nalini Campillo (Dominican 
Republic), Heidi Corcoran (Hongkong), Jill Cundell (United Kingdom), Mieke Fransen (Belgium), Alfred 
Gatt (Malta), Hanan Gawish (Egypt), Yamile Jubiz (Colombia), Hermelinda Pedrosa (Brazil), Sharad 
Pendsey (India), Ingrid Ruys (the Netherlands), Zhangrong Xu (China). 

 

CONFLICT OF INTEREST STATEMENTS 
Production of the 2019 IWGDF Guidelines was supported by unrestricted grants from: Molnlycke 
Healthcare, Acelity, ConvaTec, Urgo Medical, Edixomed, Klaveness, Reapplix, Podartis, Aurealis, SoftOx, 
Woundcare Circle, and Essity. These sponsors did not have any communication related to the 
systematic reviews of the literature or related to the guidelines with working group members during the 
writing of the guidelines, and have not seen any guideline or guideline-related document before 
publication. 

All individual conflict of interest statement of authors of this guideline can be found at: 
www.iwgdfguidelines.org/about-iwgdf-guidelines/biographies. 

 

VERSION 
Please note that this guideline has been fully refereed and reviewed, but has not yet been through the 
copyediting, typesetting, pagination and proofreading process. Thus, it should not be considered the 
Version of Record. This guideline might still contain errors or otherwise deviate from the later published 
final version. Once the final version of the manuscript is published online, this current version will be 
replaced. 

 

  

© 2019
The International Working Group on the Diabetic Foot

!"#$%&'()*)+,-.+&#/-0)1-+)

IWGDF
Guidelines



REFERENCES 
(1) Lazzarini PA, Pacella RE, Armstrong DG, van Netten JJ. Diabetes-related lower-extremity complications are a 

leading cause of the global burden of disability. Diabet Med 2018 May 23.  
(2) Jupiter DC, Thorud JC, Buckley CJ, Shibuya N. The impact of foot ulceration and amputation on mortality in 

diabetic patients. I: From ulceration to death, a systematic review. Int Wound J 2016 Oct;13(5):892-903.  
(3) Kerr M, Rayman G, Jeffcoate WJ. Cost of diabetic foot disease to the National Health Service in England. Diabet 

Med 2014 Dec;31(12):1498-1504.  
(4) Armstrong DG, Boulton AJ, Bus SA. Diabetic foot ulcers and their recurrence. N.Engl.J.Med. 2017;376:2367-2375.  
(5) Monteiro-Soares M, Boyko EJ, Ribeiro J, Ribeiro I, Dinis-Ribeiro M. Predictive factors for diabetic foot ulceration: a 

systematic review. Diabetes Metab Res Rev 2012 Oct;28(7):574-600.  
(6) Crawford F, Cezard G, Chappell FM, Murray GD, Price JF, Sheikh A, et al. A systematic review and individual patient 

data meta-analysis of prognostic factors for foot ulceration in people with diabetes: the international research 
collaboration for the prediction of diabetic foot ulcerations (PODUS). Health Technol Assess 2015 Jul;19(57):1-
210.  

(7) Van Netten JJ, Price PE, Lavery LA, Monteiro-Soares M, Rasmussen A, Jubiz Y, et al. Prevention of foot ulcers in the 
at-risk patient with diabetes: a systematic review. Diabetes Metab Res Rev 2016 Jan;32 Suppl 1:84-98.  

(8) Bus SA, Armstrong DG, Gooday C, Jarl G, Caravaggi CF, Viswanathan V, et al. IWGDF Guideline on offloading foot 
ulcers in persons with diabetes Diabetes Metab Res Rev 2019;in press.  

(9) Hinchliffe RJ, Forsythe RO, Apelqvist J, Boyko EJ, Fitridge R, Hong JP, et al. IWGDF Guideline on the diagnosis, 
prognosis and management of peripheral artery disease in patients with a foot ulcer and diabetes. Diabetes Metab 
Res Rev 2019;in press.  

(10) Lipsky BA, Senneville E, Abbas ZG, Aragón-Sánchez J, Diggle M, Embil J, et al. IWGDF Guideline on the diagnosis 
and treatment of foot infection in persons with diabetes. Diabetes Metab Res Rev 2019;in press.  

(11) Rayman G, Vas PR, Dhatariya K, Driver VR, Hartemann A, Londahl M, et al. IWGDF Guideline on interventions to 
enhance healing of foot ulcers in persons with diabetes. Diabetes Metab Res Rev 2019;in press.  

(12) Monteiro-Soares M, Russell D, Boyko EJ, Jeffcoate WJ, Mills JL, Morbach S, et al. IWGDF Guideline on the 
classification of diabetic foot ulcers. Diabetes Metab Res Rev 2019;in press.  

(13) Bus SA, van Netten JJ, Lavery LA, Monteiro-Soares M, Rasmussen A, Jubiz Y, et al. IWGDF guidance on the 
prevention of foot ulcers in at-risk patients with diabetes. Diabetes Metab Res Rev 2016 Jan;32 Suppl 1:16-24.  

(14) Van Netten JJ, Raspovic A, Lavery LA, Monteiro-Soares M, Rasmussen A, Sacco ICN, et al. Prevention of foot ulcers 
in the at-risk patient with diabetes: a systematic review (update). Diabetes Metab Res Rev 2019;in press.  

(15) Alonso-Coello P, Oxman AD, Moberg J, Brignardello-Petersen R, Akl EA, Davoli M, et al. GRADE Evidence to 
Decision (EtD) frameworks: a systematic and transparent approach to making well informed healthcare choices. 2: 
Clinical practice guidelines. BMJ 2016 Jun 30;353:i2089.  

(16) Guyatt GH, Oxman AD, Vist GE, Kunz R, Falck-Ytter Y, Alonso-Coello P, et al. GRADE: an emerging consensus on 
rating quality of evidence and strength of recommendations. BMJ 2008 Apr 26;336(7650):924-926.  

(17) Jeffcoate WJ, Bus SA, Game FL, Hinchliffe RJ, Price PE, Schaper NC, et al. Reporting standards of studies and papers 
on the prevention and management of foot ulcers in diabetes: required details and markers of good quality. Lancet 
Diabetes Endocrinol 2016 Sep;4(9):781-788.  

(18) Van Netten JJ, Sacco ICN, Lavery LA, Monteiro-Soares M, Rasmussen A, Raspovic A, et al. Prevention of modifiable 
risk factors for foot ulceration in people with diabetes: a systematic review. Diabetes Metab Res Rev 2019;in press.  

(19) Bus SA, Van Netten JJ, Apelqvist J, Hinchliffe RJ, Lipsky BA, Schaper NC, et al. Development and methodology of 
the 2019 IWGDF Guidelines. Diabetes Metab Res Rev 2019;in press.  

(20) Schaper NC, Van Netten JJ, Apelqvist J, Bus SA, Hinchliffe RJ, Lipsky BA. IWGDF Practical Guidelines on the 
prevention and management of diabetic foot disease. Diabetes Metab Res Rev 2019;in press.  

(21) Rayman G, Vas PR, Baker N, Taylor CG,Jr, Gooday C, Alder AI, et al. The Ipswich Touch Test: a simple and novel 
method to identify inpatients with diabetes at risk of foot ulceration. Diabetes Care 2011 Jul;34(7):1517-1518.  

© 2019
The International Working Group on the Diabetic Foot

IWGDF Prevention Guideline

IWGDF
Guidelines



(22) Sharma S, Kerry C, Atkins H, Rayman G. The Ipswich Touch Test: a simple and novel method to screen patients 
with diabetes at home for increased risk of foot ulceration. Diabet Med 2014 Sep;31(9):1100-1103.  

(23) Waaijman R, de Haart M, Arts ML, Wever D, Verlouw AJ, Nollet F, et al. Risk factors for plantar foot ulcer 
recurrence in neuropathic diabetic patients. Diabetes Care 2014 Jun;37(6):1697-1705.  

(24) Apelqvist J, Larsson J, Agardh CD. The influence of external precipitating factors and peripheral neuropathy on the 
development and outcome of diabetic foot ulcers. J Diabet Complications 1990 Jan-Mar;4(1):21-25.  

(25) Reiber GE, Vileikyte L, Boyko EJ, del Aguila M, Smith DG, Lavery LA, et al. Causal pathways for incident lower-
extremity ulcers in patients with diabetes from two settings. Diabetes Care 1999 Jan;22(1):157-162.  

(26) Coffey L, Mahon C, Gallagher P. Perceptions and experiences of diabetic foot ulceration and foot care in people 
with diabetes: A qualitative meta-synthesis. Int Wound J 2019 Feb;16(1):183-210.  

(27) Lavery LA, Hunt NA, Ndip A, Lavery DC, Van Houtum W, Boulton AJ. Impact of chronic kidney disease on survival 
after amputation in individuals with diabetes. Diabetes Care 2010 Nov;33(11):2365-2369.  

(28) Otte J, van Netten JJ, Woittiez AJ. The association of chronic kidney disease and dialysis treatment with foot 
ulceration and major amputation. J Vasc Surg 2015 Aug;62(2):406-411.  

(29) Game FL, Chipchase SY, Hubbard R, Burden RP, Jeffcoate WJ. Temporal association between the incidence of foot 
ulceration and the start of dialysis in diabetes mellitus. Nephrol Dial Transplant 2006 Nov;21(11):3207-3210.  

(30) Fernando ME, Crowther RG, Pappas E, Lazzarini PA, Cunningham M, Sangla KS, et al. Plantar pressure in diabetic 
peripheral neuropathy patients with active foot ulceration, previous ulceration and no history of ulceration: a meta-
analysis of observational studies. PLoS One 2014 Jun 10;9(6):e99050.  

(31) Fernando M, Crowther R, Lazzarini P, Sangla K, Cunningham M, Buttner P, et al. Biomechanical characteristics of 
peripheral diabetic neuropathy: A systematic review and meta-analysis of findings from the gait cycle, muscle activity 
and dynamic barefoot plantar pressure. Clin Biomech (Bristol, Avon) 2013 Oct;28(8):831-845.  

(32) Barwick AL, van Netten JJ, Reed LF, Lazzarini PA. Independent factors associated with wearing different types of 
outdoor footwear in a representative inpatient population: a cross-sectional study. J Foot Ankle Res 2018 May 
29;11:19-018-0260-7. eCollection 2018.  

(33) Waaijman R, Keukenkamp R, de Haart M, Polomski WP, Nollet F, Bus SA. Adherence to wearing prescription 
custom-made footwear in patients with diabetes at high risk for plantar foot ulceration. Diabetes Care 2013 Jan 
15;Jun;36(6):1613-1618.  

(34) Schaper NC, Van Netten JJ, Apelqvist J, Lipsky BA, Bakker K, International Working Group on the Diabetic Foot. 
Prevention and management of foot problems in diabetes: a Summary Guidance for Daily Practice 2015, based on 
the IWGDF Guidance Documents. Diabetes Metab Res Rev 2016 Jan;32 Suppl 1:7-15.  

(35) Price PE. Education, psychology and 'compliance'. Diabetes Metab Res Rev 2008 May-Jun;24 Suppl 1:S101-5.  
(36) Price P. How can we improve adherence? Diabetes Metab Res Rev 2016 Jan;32 Suppl 1:201-205.  
(37) Dorresteijn JA, Kriegsman DM, Assendelft WJ, Valk GD. Patient education for preventing diabetic foot ulceration. 

Cochrane Database Syst Rev 2014 Dec 16;12:CD001488.  
(38) Adiewere P, Gillis RB, Imran Jiwani S, Meal A, Shaw I, Adams GG. A systematic review and meta-analysis of patient 

education in preventing and reducing the incidence or recurrence of adult diabetes foot ulcers (DFU). Heliyon 
2018 May 2;4(5):e00614.  

(39) Calle-Pascual AL, Duran A, Benedi A, Calvo MI, Charro A, Diaz JA, et al. Reduction in foot ulcer incidence: relation 
to compliance with a prophylactic foot care program. Diabetes Care 2001 Feb;24(2):405-407.  

(40) Viswanathan V, Madhavan S, Rajasekar S, Chamukuttan S, Ambady R. Amputation prevention initiative in South 
India: positive impact of foot care education. Diabetes Care 2005 May;28(5):1019-1021.  

(41) Wukich DK, Raspovic KM, Suder NC. Patients With Diabetic Foot Disease Fear Major Lower-Extremity 
Amputation More Than Death. Foot Ankle Spec 2018 Feb;11(1):17-21.  

(42) Lavery LA, Higgins KR, Lanctot DR, Constantinides GP, Zamorano RG, Armstrong DG, et al. Home monitoring of 
foot skin temperatures to prevent ulceration. Diabetes Care 2004 Nov;27(11):2642-2647.  

© 2019
The International Working Group on the Diabetic Foot

IWGDF Prevention Guideline

IWGDF
Guidelines



(43) Lavery LA, Higgins KR, Lanctot DR, Constantinides GP, Zamorano RG, Athanasiou KA, et al. Preventing diabetic 
foot ulcer recurrence in high-risk patients: use of temperature monitoring as a self-assessment tool. Diabetes Care 
2007 Jan;30(1):14-20.  

(44) Armstrong DG, Holtz-Neiderer K, Wendel C, Mohler MJ, Kimbriel HR, Lavery LA. Skin temperature monitoring 
reduces the risk for diabetic foot ulceration in high-risk patients. Am J Med 2007 Dec;120(12):1042-1046.  

(45) Skafjeld A, Iversen MM, Holme I, Ribu L, Hvaal K, Kilhovd BK. A pilot study testing the feasibility of skin temperature 
monitoring to reduce recurrent foot ulcers in patients with diabetes--a randomized controlled trial. BMC Endocr 
Disord 2015 Oct 9;15:55-015-0054-x.  

(46) Bus SA, van Netten JJ. A shift in priority in diabetic foot care and research: 75% of foot ulcers are preventable. 
Diabetes Metab Res Rev 2016 Jan;32 Suppl 1:195-200.  

(47) Wijlens AM, Holloway S, Bus SA, van Netten JJ. An explorative study on the validity of various definitions of a 2.2 
degrees C temperature threshold as warning signal for impending diabetic foot ulceration. Int Wound J 2017 
Dec;14(6):1346-1351.  

(48) van Netten JJ, Prijs M, van Baal JG, Liu C, van der Heijden F, Bus SA. Diagnostic values for skin temperature 
assessment to detect diabetes-related foot complications. Diabetes Technol Ther 2014 Nov;16(11):714-721.  

(49) van Netten JJ, Lazzarini PA, Armstrong DG, Bus SA, Fitridge R, Harding K, et al. Diabetic Foot Australia guideline on 
footwear for people with diabetes. J Foot Ankle Res 2018 Jan 15;11:2-017-0244-z. eCollection 2018.  

(50) Rizzo L, Tedeschi A, Fallani E, Coppelli A, Vallini V, Iacopi E, et al. Custom-made orthesis and shoes in a structured 
follow-up program reduces the incidence of neuropathic ulcers in high-risk diabetic foot patients. Int J Low Extrem 
Wounds 2012 Mar;11(1):59-64.  

(51) Lavery LA, LaFontaine J, Higgins KR, Lanctot DR, Constantinides G. Shear-reducing insoles to prevent foot 
ulceration in high-risk diabetic patients. Adv Skin Wound Care 2012 Nov;25(11):519-24; quiz 525-6.  

(52) Scire V, Leporati E, Teobaldi I, Nobili LA, Rizzo L, Piaggesi A. Effectiveness and safety of using Podikon digital 
silicone padding in the primary prevention of neuropathic lesions in the forefoot of diabetic patients. J Am Podiatr 
Med Assoc 2009 Jan-Feb;99(1):28-34.  

(53) Arts ML, Waaijman R, de Haart M, Keukenkamp R, Nollet F, Bus SA. Offloading effect of therapeutic footwear in 
patients with diabetic neuropathy at high risk for plantar foot ulceration. Diabet Med 2012 Dec;29:1534-1541.  

(54) Waaijman R, Arts ML, Haspels R, Busch-Westbroek TE, Nollet F, Bus SA. Pressure-reduction and preservation in 
custom-made footwear of patients with diabetes and a history of plantar ulceration. Diabet Med 2012 
Dec;29(12):1542-1549.  

(55) Fernando ME, Crowther RG, Lazzarini PA, Sangla KS, Wearing S, Buttner P, et al. Plantar pressures are higher in 
cases with diabetic foot ulcers compared to controls despite a longer stance phase duration. BMC Endocr Disord 
2016 Sep 15;16(1):51-016-0131-9.  

(56) Bus SA, Waaijman R, Arts M, de Haart M, Busch-Westbroek T, van Baal J, et al. Effect of custom-made footwear on 
foot ulcer recurrence in diabetes: a multicenter randomized controlled trial. Diabetes Care 2013 Dec;36(12):4109-
4116.  

(57) Ulbrecht JS, Hurley T, Mauger DT, Cavanagh PR. Prevention of recurrent foot ulcers with plantar pressure-based in-
shoe orthoses: the CareFUL prevention multicenter randomized controlled trial. Diabetes Care 2014 
Jul;37(7):1982-1989.  

(58) Arts ML, de Haart M, Waaijman R, Dahmen R, Berendsen H, Nollet F, et al. Data-driven directions for effective 
footwear provision for the high-risk diabetic foot. Diabet Med 2015 Jun;32(6):790-797.  

(59) Bus SA, Haspels R, Busch-Westbroek TE. Evaluation and optimization of therapeutic footwear for neuropathic 
diabetic foot patients using in-shoe plantar pressure analysis. Diabetes Care 2011 Jul;34(7):1595-1600.  

(60) Guldemond NA, Leffers P, Schaper NC, Sanders AP, Nieman F, Willems P, et al. The effects of insole 
configurations on forefoot plantar pressure and walking convenience in diabetic patients with neuropathic feet. Clin 
Biomech 2007 January;22:81-87.  

(61) Owings TM, Apelqvist J, Stenstrom A, Becker M, Bus SA, Kalpen A, et al. Plantar pressures in diabetic patients with 
foot ulcers which have remained healed. Diabet Med 2009 Nov;26(11):1141-1146.  

© 2019
The International Working Group on the Diabetic Foot

IWGDF Prevention Guideline

IWGDF
Guidelines



(62) Bus SA, Ulbrecht JS, Cavanagh PR. Pressure relief and load redistribution by custom-made insoles in diabetic 
patients with neuropathy and foot deformity. Clin Biomech (Bristol, Avon) 2004 Jul;19(6):629-638.  

(63) Praet SF, Louwerens JW. The influence of shoe design on plantar pressures in neuropathic feet. Diabetes Care 
2003 Feb;26(2):441-445.  

(64) van Schie C, Ulbrecht JS, Becker MB, Cavanagh PR. Design criteria for rigid rocker shoes. Foot Ankle Int 2000 
Oct;21(10):833-844.  

(65) Uccioli L, Faglia E, Monticone G, Favales F, Durola L, Aldeghi A, et al. Manufactured shoes in the prevention of 
diabetic foot ulcers. Diabetes Care 1995 10;18(10):1376-1378.  

(66) Reiber GE, Smith DG, Wallace C, Sullivan K, Hayes S, Vath C, et al. Effect of therapeutic footwear on foot 
reulceration in patients with diabetes - a randomized controlled trial. JAMA 2002 05/15;287(19):2552-2558.  

(67) Busch K, Chantelau E. Effectiveness of a new brand of stock 'diabetic' shoes to protect against diabetic foot ulcer 
relapse. A prospective cohort study. Diabet Med 2003 Aug;20(8):665-669.  

(68) Viswanathan V, Madhavan S, Gnanasundaram S, Gopalakrishna G, Das BN, Rajasekar S, et al. Effectiveness of 
different types of footwear insoles for the diabetic neuropathic foot: a follow-up study. Diabetes Care 2004 
Feb;27(2):474-477.  

(69) Reike H, Bruning A, Rischbieter E, Vogler F, Angelkort B. Recurrence of foot lesions in patients with diabetic foot 
syndrome: influence of custom-molded orthotic device. Diabetes Stoffwechsel 1997(6):107-113.  

(70) Litzelman DK, Marriott DJ, Vinicor F. The role of footwear in the prevention of foot lesions in patients with 
NIDDM. Conventional wisdom or evidence-based practice? Diabetes Care 1997 Feb;20(2):156-162.  

(71) Young MJ, Cavanagh PR, Thomas G, Johnson MM, Murray H, Boulton AJ. The effect of callus removal on dynamic 
plantar foot pressures in diabetic patients. Diabet Med 1992 Jan-Feb;9(1):55-57.  

(72) Pitei DL, Foster A, Edmonds M. The effect of regular callus removal on foot pressures. J Foot Ankle Surg 1999 Jul-
Aug;38(4):251-5; discussion 306.  

(73) Kearney TP, Hunt NA, Lavery LA. Safety and effectiveness of flexor tenotomies to heal toe ulcers in persons with 
diabetes. Diabetes Res Clin Pract 2010 Sep;89(3):224-226.  

(74) Laborde JM. Neuropathic toe ulcers treated with toe flexor tenotomies. Foot Ankle Int 2007 Nov;28(11):1160-
1164.  

(75) Rasmussen A, Bjerre-Christensen U, Almdal TP, Holstein P. Percutaneous flexor tenotomy for preventing and 
treating toe ulcers in people with diabetes mellitus. J Tissue Viability 2013 Aug;22(3):68-73.  

(76) Van Netten JJ, Bril A, van Baal JG. The effect of flexor tenotomy on healing and prevention of neuropathic diabetic 
foot ulcers on the distal end of the toe. J Foot Ankle Res 2013 Jan 24;6(1):3-1146-6-3.  

(77) Schepers T, Berendsen HA, Oei IH, Koning J. Functional outcome and patient satisfaction after flexor tenotomy for 
plantar ulcers of the toes. J Foot Ankle Surg 2010 Mar-Apr;49(2):119-122.  

(78) Tamir E, McLaren AM, Gadgil A, Daniels TR. Outpatient percutaneous flexor tenotomies for management of 
diabetic claw toe deformities with ulcers: a preliminary report. Can J Surg 2008 Feb;51(1):41-44.  

(79) Tamir E, Vigler M, Avisar E, Finestone AS. Percutaneous tenotomy for the treatment of diabetic toe ulcers. Foot 
Ankle Int 2014 Jan;35(1):38-43.  

(80) Mueller MJ, Sinacore DR, Hastings MK, Strube MJ, Johnson JE. Effect of Achilles tendon lengthening on neuropathic 
plantar ulcers. A randomized clinical trial. J Bone Joint Surg Am 2003 Aug;85-A(8):1436-1445.  

(81) Colen LB, Kim CJ, Grant WP, Yeh JT, Hind B. Achilles tendon lengthening: friend or foe in the diabetic foot? Plast 
Reconstr Surg 2013 Jan;131(1):37e-43e.  

(82) Cunha M, Faul J, Steinberg J, Attinger C. Forefoot ulcer recurrence following partial first ray amputation: the role of 
tendo-achilles lengthening. J Am Podiatr Med Assoc 2010 Jan-Feb;100(1):80-82.  

(83) Holstein P, Lohmann M, Bitsch M, Jorgensen B. Achilles tendon lengthening, the panacea for plantar forefoot 
ulceration? Diabetes Metab Res Rev 2004 May-Jun;20 Suppl 1:S37-40.  

(84) Lin SS, Lee TH, Wapner KL. Plantar forefoot ulceration with equinus deformity of the ankle in diabetic patients: the 
effect of tendo-Achilles lengthening and total contact casting. Orthopedics 1996 May;19(5):465-475.  

© 2019
The International Working Group on the Diabetic Foot

IWGDF Prevention Guideline

IWGDF
Guidelines



(85) Laborde JM. Treatment of diabetic foot ulcers with tendon lengthening. Am Fam Physician 2009 Dec 
15;80(12):1351; author reply 1351.  

(86) Laborde JM. Midfoot ulcers treated with gastrocnemius-soleus recession. Foot Ankle Int 2009 Sep;30(9):842-846.  
(87) Piaggesi A, Schipani E, Campi F, Romanelli M, Baccetti F, Arvia C, et al. Conservative surgical approach versus non-

surgical management for diabetic neuropathic foot ulcers: a randomized trial. Diabet Med 1998 May;15(5):412-417.  
(88) Armstrong DG, Short B, Espensen EH, Abu-Rumman P, Nixon BP, Boulton AJ. Efficacy of fifth metatarsal head 

resection for treatment of chronic diabetic foot ulceration. J Am Podiatr Med Assoc 2005 Jul-Aug;95:353-356.  
(89) Faglia E, Clerici G, Caminiti M, Curci V, Somalvico F. Feasibility and effectiveness of internal pedal amputation of 

phalanx or metatarsal head in diabetic patients with forefoot osteomyelitis. J Foot Ankle Surg 2012 Sep-
Oct;51(5):593-598.  

(90) Giurini JM, Basile P, Chrzan JS, Habershaw GM, Rosenblum BI. Panmetatarsal head resection. A viable alternative to 
the transmetatarsal amputation. J Am Podiatr Med Assoc 1993 Feb;83(2):101-107.  

(91) Hamilton GA, Ford LA, Perez H, Rush SM. Salvage of the neuropathic foot by using bone resection and tendon 
balancing: a retrospective review of 10 patients. J Foot Ankle Surg 2005 Jan-Feb;44(1):37-43.  

(92) Petrov O, Pfeifer M, Flood M, Chagares W, Daniele C. Recurrent plantar ulceration following pan metatarsal head 
resection. J Foot Ankle Surg 1996 Nov-Dec;35(6):573-7; discussion 602.  

(93) Molines-Barroso RJ, Lazaro-Martinez JL, Aragon-Sanchez J, Garcia-Morales E, Beneit-Montesinos JV, Alvaro-Afonso 
FJ. Analysis of transfer lesions in patients who underwent surgery for diabetic foot ulcers located on the plantar 
aspect of the metatarsal heads. Diabet Med 2013 Aug;30(8):973-976.  

(94) Griffiths GD, Wieman TJ. Metatarsal head resection for diabetic foot ulcers. Arch Surg 1990 Jul;125(7):832-835.  
(95) Vanlerberghe B, Devemy F, Duhamel A, Guerreschi P, Torabi D. Conservative surgical treatment for diabetic foot 

ulcers under the metatarsal heads. A retrospective case-control study. Ann Chir Plast Esthet 2013 Aug 22.  
(96) Armstrong DG, Lavery LA, Vazquez JR, Short B, Kimbriel HR, Nixon BP, et al. Clinical efficacy of the first 

metatarsophalangeal joint arthroplasty as a curative procedure for hallux interphalangeal joint wounds in patients 
with diabetes. Diabetes Care 2003 Dec;26(12):3284-3287.  

(97) Lin SS, Bono CM, Lee TH. Total contact casting and Keller arthoplasty for diabetic great toe ulceration under the 
interphalangeal joint. Foot Ankle Int 2000 Jul;21(7):588-593.  

(98) Downs DM, Jacobs RL. Treatment of resistant ulcers on the plantar surface of the great toe in diabetics. J Bone 
Joint Surg Am 1982 Jul;64(6):930-933.  

(99) Fleischli JE, Anderson RB, Davis WH. Dorsiflexion metatarsal osteotomy for treatment of recalcitrant diabetic 
neuropathic ulcers. Foot Ankle Int 1999 Feb;20(2):80-85.  

(100) Mueller MJ, Sinacore DR, Hastings MK, Lott DJ, Strube MJ, Johnson JE. Impact of achilles tendon lengthening on 
functional limitations and perceived disability in people with a neuropathic plantar ulcer. Diabetes Care 2004 
Jul;27(7):1559-1564.  

(101) Salsich GB, Mueller MJ, Hastings MK, Sinacore DR, Strube MJ, Johnson JE. Effect of Achilles tendon lengthening on 
ankle muscle performance in people with diabetes mellitus and a neuropathic plantar ulcer. Phys Ther 2005 
Jan;85(1):34-43.  

(102) Hastings MK, Mueller MJ, Sinacore DR, Salsich GB, Engsberg JR, Johnson JE. Effects of a tendo-Achilles lengthening 
procedure on muscle function and gait characteristics in a patient with diabetes mellitus. J Orthop Sports Phys Ther 
2000 Feb;30(2):85-90.  

(103) Nickerson DS. Low recurrence rate of diabetic foot ulcer after nerve decompression. J Am Podiatr Med Assoc 
2010 Mar-Apr;100(2):111-115.  

(104) Dellon AL, Muse VL, Nickerson DS, Akre T, Anderson SR, Barrett SL, et al. Prevention of ulceration, amputation, 
and reduction of hospitalization: outcomes of a prospective multicenter trial of tibial neurolysis in patients with 
diabetic neuropathy. J Reconstr Microsurg 2012 May;28(4):241-246.  

(105) Nickerson DS, Rader AJ. Low long-term risk of foot ulcer recurrence after nerve decompression in a diabetes 
neuropathy cohort. J Am Podiatr Med Assoc 2013 Sep-Oct;103(5):380-386.  

!"#$%&
'()"*+,)-+.,/0+.1"20-3/+4"5-067"0+",()"8/.9),/:";00,

!"#$%&'()*)+,-.+&#/-0)1-+)

!"#$%
#&'()*'+),



(106) Nickerson DS, Rader AJ. Nerve decompression after diabetic foot ulceration may protect against recurrence: a 3-
year controlled, prospective analysis. J Am Podiatr Med Assoc 2014 Jan-Feb;104(1):66-70.  

(107) Aszmann O, Tassler PL, Dellon AL. Changing the natural history of diabetic neuropathy: incidence of 
ulcer/amputation in the contralateral limb of patients with a unilateral nerve decompression procedure. Ann Plast 
Surg 2004 Dec;53(6):517-522.  

(108) Sartor CD, Hasue RH, Cacciari LP, Butugan MK, Watari R, Passaro AC, et al. Effects of strengthening, stretching and 
functional training on foot function in patients with diabetic neuropathy: results of a randomized controlled trial. 
BMC Musculoskelet Disord 2014 Apr 27;15:137-2474-15-137.  

(109) Melai T, Schaper NC, Ijzerman TH, de Lange TL, Willems PJ, Lima Passos V, et al. Lower leg muscle strengthening 
does not redistribute plantar load in diabetic polyneuropathy: a randomised controlled trial. J Foot Ankle Res 2013 
Oct 18;6(1):41-1146-6-41.  

(110) Pataky Z, de Leon Rodriguez D, Allet L, Golay A, Assal M, Assal JP, et al. Biofeedback for foot offloading in diabetic 
patients with peripheral neuropathy. Diabet Med 2010 Jan;27(1):61-64.  

(111) York RM, Perell-Gerson KL, Barr M, Durham J, Roper JM. Motor learning of a gait pattern to reduce forefoot 
plantar pressures in individuals with diabetic peripheral neuropathy. PM R 2009 May;1(5):434-441.  

(112) De Leon Rodriguez D, Allet L, Golay A, Philippe J, Assal JP, Hauert CA, et al. Biofeedback can reduce foot pressure 
to a safe level and without causing new at-risk zones in patients with diabetes and peripheral neuropathy. Diabetes 
Metab Res Rev 2013 Feb;29(2):139-144.  

(113) Cerrahoglu L, Kosan U, Sirin TC, Ulusoy A. Range of Motion and Plantar Pressure Evaluation for the Effects of Self-
Care Foot Exercises on Diabetic Patients with and Without Neuropathy. J Am Podiatr Med Assoc 2016 
May;106(3):189-200.  

(114) Goldsmith JR, Lidtke RH, Shott S. The effects of range-of-motion therapy on the plantar pressures of patients with 
diabetes mellitus. J Am Podiatr Med Assoc 2002 Oct;92(9):483-490.  

(115) Kanchanasamut W, Pensri P. Effects of weight-bearing exercise on a mini-trampoline on foot mobility, plantar 
pressure and sensation of diabetic neuropathic feet; a preliminary study. Diabet Foot Ankle 2017 Feb 
20;8(1):1287239.  

(116) Iunes DH, Rocha CB, Borges NC, Marcon CO, Pereira VM, Carvalho LC. Self-care associated with home exercises 
in patients with type 2 diabetes mellitus. PLoS One 2014 Dec 5;9(12):e114151.  

(117) Fayed EE, Badr NM, Mahmoud S, Hakim SA. Exercise therapy improves plantar pressure distribution in patients 
with diabetic peripheral neuropathy. International Journal of Pharm Tech Research 2016;9(5):151-159.  

(118) Colberg SR, Sigal RJ, Yardley JE, Riddell MC, Dunstan DW, Dempsey PC, et al. Physical Activity/Exercise and 
Diabetes: A Position Statement of the American Diabetes Association. Diabetes Care 2016 Nov;39(11):2065-2079.  

(119) Lazzarini PA, Crews RT, Van Netten JJ, Bus SA, Fernando ME, Chadwick PJ, et al. Measuring Plantar Tissue Stress in 
People With Diabetic Peripheral Neuropathy: A Critical Concept in Diabetic Foot Management. J Diab Sci Technol 
2019.  

(120) Lemaster JW, Mueller MJ, Reiber GE, Mehr DR, Madsen RW, Conn VS. Effect of weight-bearing activity on foot 
ulcer incidence in people with diabetic peripheral neuropathy: feet first randomized controlled trial. Phys Ther 2008 
Nov;88(11):1385-1398.  

(121) Mueller MJ, Tuttle LJ, Lemaster JW, Strube MJ, McGill JB, Hastings MK, et al. Weight-bearing versus nonweight-
bearing exercise for persons with diabetes and peripheral neuropathy: a randomized controlled trial. Arch Phys 
Med Rehabil 2013 May;94(5):829-838.  

(122) Kooiman TJM, de Groot M, Hoogenberg K, Krijnen WP, van der Schans CP, Kooy A. Self-tracking of Physical 
Activity in People With Type 2 Diabetes: A Randomized Controlled Trial. Comput Inform Nurs 2018 Jul;36(7):340-
349.  

(123) Plank J, Haas W, Rakovac I, Gorzer E, Sommer R, Siebenhofer A, et al. Evaluation of the impact of chiropodist care 
in the secondary prevention of foot ulcerations in diabetic subjects. Diabetes Care 2003 Jun;26(6):1691-1695.  

(124) Dargis V, Pantelejeva O, Jonushaite A, Vileikyte L, Boulton AJ. Benefits of a multidisciplinary approach in the 
management of recurrent diabetic foot ulceration in Lithuania: a prospective study. Diabetes Care 1999 
Sep;22:1428-1431.  

© 2019
The International Working Group on the Diabetic Foot

IWGDF Prevention Guideline

!"#$%
#&'()*'+),



(125) Jimenez S, Rubio JA, Alvarez J, Lazaro-Martinez JL. Análisis de las reulceraciones en una unidadmultidisciplinar de pie 
diabético tras laimplementación de un programa de cuidado integradodel pie. Endocrinología, Diabetes y Nutrición 
2018.  

(126) Hamonet J, Verdie-Kessler C, Daviet JC, Denes E, Nguyen-Hoang C, Salle JY, et al. Evaluation of a multidisciplinary 
consultation of diabetic foot. French]. Annals of Physical and Rehabilitation Medicine 2010 June;53:306-318.  

(127) Armstrong DG, Harkless LB. Outcomes of preventative care in a diabetic foot specialty clinic. J Foot Ankle Surg 
1998;37:460-466.  

(128) Marcinia M, Chantelau E. Qualified podiatry for rehabilitation of patients with diabetic foot syndrome. A cohort 
study. Diabetes und Stoffwechsel 1998;7:81-85.  

(129) Skrepnek GH, Mills JL, Armstrong DG. Foot-in-wallet disease: tripped up by "cost-saving" reductions? Diabetes Care 
2014 Sep;37(9):e196-7.  

(130) Marn Pernat A, Persic V, Usvyat L, Saunders L, Rogus J, Maddux FW, et al. Implementation of routine foot check in 
patients with diabetes on hemodialysis: associations with outcomes. BMJ Open Diabetes Res Care 2016 Mar 
3;4(1):e000158.  

(131) Schmidt BM, Wrobel JS, Munson M, Rothenberg G, Holmes CM. Podiatry impact on high-low amputation ratio 
characteristics: A 16-year retrospective study. Diabetes Res Clin Pract 2017 Apr;126:272-277.  

(132) Jones J, Gorman A. Evaluation of the impact of an educational initiative in diabetic foot management. Br J 
Community Nurs 2004 Mar;9(3):S20-6.  

(133) Donohoe ME, Fletton JA, Hook A, Powell R, Robinson I, Stead JW, et al. Improving foot care for people with 
diabetes mellitus--a randomized controlled trial of an integrated care approach. Diabet Med 2000 Aug;17(8):581-
587.  

(134) Kiefe CI, Allison JJ, Williams OD, Person SD, Weaver MT, Weissman NW. Improving quality improvement using 
achievable benchmarks for physician feedback: a randomized controlled trial. JAMA 2001 Jun 13;285(22):2871-
2879.  

(135) Holmboe ES, Prince L, Green M. Teaching and improving quality of care in a primary care internal medicine 
residency clinic. Acad Med 2005 Jun;80(6):571-577.  

(136) Vidal-Pardo JI, Perez-Castro TR, Lopez-Alvarez XL, Santiago-Perez MI, Garcia-Soidan FJ, Muniz J. Effect of an 
educational intervention in primary care physicians on the compliance of indicators of good clinical practice in the 
treatment of type 2 diabetes mellitus [OBTEDIGA project. Int J Clin Pract 2013 Aug;67(8):750-758.  

(137) Herring R, Pengilley C, Hopkins H, Tuthill B, Patel N, Nelson C, et al. Can an interprofessional education tool 
improve healthcare professional confidence, knowledge and quality of inpatient diabetes care: a pilot study? Diabet 
Med 2013 Jul;30(7):864-870.  

(138) O'Brien KE, Chandramohan V, Nelson DA, Fischer JR,Jr, Stevens G, Poremba JA. Effect of a physician-directed 
educational campaign on performance of proper diabetic foot exams in an outpatient setting. J Gen Intern Med 
2003 Apr;18(4):258-265.  

(139) Szpunar SM, Minnick SE, Dako I, Saravolatz LD,2nd. Improving Foot Examinations in Patients With Diabetes: A 
Performance Improvement Continuing Medical Education (PI-CME) Project. Diabetes Educ 2014 May;40(3):281-
289.  

(140) Leese GP, Brown K, Green V. Professional development for podiatrists in diabetes using a work-based tool. 
Practical Diabetes International 2008;25(8):313-315.  

(141) Harris SB, Green ME, Brown JB, Roberts S, Russell G, Fournie M, et al. Impact of a quality improvement program on 
primary healthcare in Canada: A mixed-method evaluation. Health Policy 2004;119(4):405-416.  

(142) Allen ML, Van der Does AM, Gunst C. Improving diabetic foot screening at a primary care clinic: A quality 
improvement project. Afr J Prim Health Care Fam Med 2016;8(1):1-9.  

(143) Brand SL, Musgrove A, Jeffcoate WJ, Lincoln NB. Evaluation of the effect of nurse education on patient-reported 
foot checks and foot care behaviour of people with diabetes receiving haemodialysis. Diabet Med 2016 
Feb;33(2):204-207.  

© 2019
The International Working Group on the Diabetic Foot

IWGDF Prevention Guideline

IWGDF
Guidelines



(144) Schoen DE, Gausia K, Glance DG, Thompson SC. Improving rural and remote practitioners' knowledge of the 
diabetic foot: findings from an educational intervention. J Foot Ankle Res 2016 Jul 29;9:26-016-0157-2. eCollection 
2016.  

(145) Tewary S, Pandya N, Cook NJ. Diabetes foot education: An evidence-based study in long-term care. Annals of 
Long-Term Care 2014;22(7):23-26.  

(146) Bruckner M, Mangan M, Godin S, Pogach L. Project LEAP of New Jersey: lower extremity amputation prevention in 
persons with type 2 diabetes. Am J Manag Care 1999 May;5(5):609-616.  

(147) van Houtum WH, Rauwerda JA, Ruwaard D, Schaper NC, Bakker K. Reduction in diabetes-related lower-extremity 
amputations in The Netherlands: 1991-2000. Diabetes Care 2004 May;27(5):1042-1046.  

(148) Keukenkamp R, Merkx MJ, Busch-Westbroek TE, Bus SA. An Explorative Study on the Efficacy and Feasibility of the 
Use of Motivational Interviewing to Improve Footwear Adherence in Persons with Diabetes at High Risk for Foot 
Ulceration. J Am Podiatr Med Assoc 2018 Mar;108(2):90-99.  

(149) World Health Organization. Adherence to long-term therapies: evidence for action. 2003.  
(150) IWGDF Editorial Board. IWGDF Definitions and Criteria. 2019; Available at: www.iwgdfguidelines.org/definitions-

criteria. Accessed 04/23, 2019.  

 

!"#$%&
'()"*+,)-+.,/0+.1"20-3/+4"5-067"0+",()"8/.9),/:";00,

IWGDF Prevention Guideline

IWGDF
Guidelines



IWGDF Guideline 
on offloading foot 
ulcers in persons 
with diabetes

Part of the 2019 IWGDF Guidelines
on the Prevention and Management
of Diabetic Foot Disease

IWGDF
Guidelines



AUTHORS
Sicco A. Bus1, David G. Armstrong2,
Catherine Gooday3, Gustav Jarl4,
Carlo F. Caravaggi5,6�á�����‹�Œ�ƒ�›�����‹�•�™�ƒ�•�ƒ�–�Š�ƒ�•7,
���‡�–�‡�”�����ä�����ƒ�œ�œ�ƒ�”�‹�•�‹8,9 on behalf of the International 
���‘�”�•�‹�•�‰���
�”�‘�—�’���‘�•���–�Š�‡�����‹�ƒ�„�‡�–�‹�…���	�‘�‘�–���������
���	��

INSTITUTIONS
1 Department of Rehabilitation Medicine, Academic 
Medical Center, University of Amsterdam, 
Amsterdam, The Netherlands
2 ���‘�—�–�Š�™�‡�•�–�‡�”�•�����…�ƒ�†�‡�•�‹�…�����‹�•�„�����ƒ�Ž�˜�ƒ�‰�‡�����Ž�Ž�‹�ƒ�•�…�‡��
���������������á�����‡�’�ƒ�”�–�•�‡�•�–���‘�ˆ�����—�”�‰�‡�”�›�á�����‡�…�•�����…�Š�‘�‘�Ž���‘�ˆ��
Medicine of University of Southern California (USC), 
���‘�•�����•�‰�‡�Ž�‡�•�á�����ƒ�Ž�‹�ˆ�‘�”�•�‹�ƒ�á��������
3 ���‘�”�ˆ�‘�Ž�•���ƒ�•�†�����‘�”�™�‹�…�Š�����•�‹�˜�‡�”�•�‹�–�›�����‘�•�’�‹�–�ƒ�Ž�•�á������
4 Orebro University, Sweden
5 Diabetic Foot Clinic, Istituto Clinico Città Studi, 
Milan, Italy
6 ���‹�–�ƒ�æ���ƒ�Ž�—�–�‡�����ƒ�•�����ƒ�¡�ƒ�‡�Ž�‡�����•�‹�˜�‡�”�•�‹�–�›�á�����‹�Ž�ƒ�•�á�����–�ƒ�Ž�›
7 MV Hospital for Diabetes Chennai, India
8 ���…�Š�‘�‘�Ž���‘�ˆ�����—�„�Ž�‹�…�����‡�ƒ�Ž�–�Š���ƒ�•�†�����‘�…�‹�ƒ�Ž�����‘�”�•�á��
Queensland University of Technology, Brisbane, 
Australia
9 Allied Health Research Collaborative, The Prince 
Charles Hospital, Brisbane, Australia

KEYWORDS
�†�‹�ƒ�„�‡�–�‹�…���ˆ�‘�‘�–�â���ˆ�‘�‘�–���—�Ž�…�‡�”�â���‰�—�‹�†�‡�Ž�‹�•�‡�•�â���‘�«�‘�ƒ�†�‹�•�‰�â��
footwear; cast; surgery

www.iwgdfguidelines.org



ABSTRACT 

The International Working Group on the Diabetic Foot (IWGDF) has published evidence-based 
guidelines on the prevention and management of diabetic foot disease since 1999. This guideline is on 
the use of offloading interventions to promote healing foot ulcers in persons with diabetes and updates 
the previous IWGDF guideline. 
 
We followed the GRADE methodology to devise clinical questions and critically important outcomes in 
the PICO format, to conduct a systematic review of the medical-scientific literature, and to write 
recommendations and their rationale. The recommendations are based on the quality of evidence found 
in the systematic review, expert opinion where evidence was not available, and a weighing of the 
benefits and harms, patient preferences, feasibility and applicability, and costs related to the intervention.  
 
For healing a neuropathic plantar forefoot or midfoot ulcer in a person with diabetes, we recommend 
that a non-removable knee-high offloading device is the first-choice of offloading treatment. A 
removable knee-high and removable ankle-high offloading device are to be considered as the second- 
and third-choice offloading treatment, respectively, if contraindications or patient intolerance to non-
removable offloading exist. Appropriately fitting footwear combined with felted foam can be considered 
as the fourth-choice offloading treatment. If non-surgical offloading fails, we recommend to consider 
surgical offloading interventions for healing metatarsal head and digital ulcers. We have added new 
recommendations for the use of offloading treatment for healing ulcers that are complicated with 
infection or ischemia, and for healing plantar heel ulcers.  
 
Offloading is arguably the most important of multiple interventions needed to heal a neuropathic plantar 
foot ulcer in a person with diabetes. Following these recommendations will help health care 
professionals and teams provide better care for diabetic patients who have a foot ulcer and are at risk 
for infection, hospitalisation and amputation. 
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LIST OF RECOMMENDATIONS 

1. a) In a person with diabetes and a neuropathic plantar forefoot or midfoot ulcer, use a non-
removable knee-high offloading device with an appropriate foot-device interface as the first-choice 
of offloading treatment to promote healing of the ulcer. (GRADE strength of recommendation: 
Strong; Quality of evidence: High) 

b) When using a non-removable knee-high offloading device to heal a neuropathic plantar forefoot 
or midfoot ulcer in a person with diabetes, use either a total contact cast or non-removable knee-
high walker, with the choice dependent on the resources available, technician skills, patient 
preferences and extent of foot deformity present. (Strong; Moderate) 

2. In a person with diabetes and a neuropathic plantar forefoot or midfoot ulcer for whom a non-
removable knee-high offloading device is contraindicated or not tolerated, consider using a 
removable knee-high offloading device with an appropriate foot-device interface as the second-
choice of offloading treatment to promote healing of the ulcer. Additionally, encourage the patient 
to consistently wear the device. (Weak; Low) 

3. In a person with diabetes and a neuropathic plantar forefoot or midfoot ulcer for whom a knee-high 
offloading device is contraindicated or not tolerated, use a removable ankle-high offloading device as 
the third-choice of offloading treatment to promote healing of the ulcer. Additionally, encourage the 
patient to consistently wear the device. (Strong; Low) 

4. a) In a person with diabetes and a neuropathic plantar forefoot or midfoot ulcer, do not use, and 
instruct the patient not to use, conventional or standard therapeutic footwear as offloading 
treatment to promote healing of the ulcer, unless none of the above-mentioned offloading devices 
is available. (Strong; Moderate) 

b) In that case, consider using felted foam in combination with appropriately fitting conventional or 
standard therapeutic footwear as the fourth choice of offloading treatment to promote healing of 
the ulcer. (Weak; Low) 

5. In a person with diabetes and a neuropathic plantar metatarsal head ulcer, consider using Achilles 
tendon lengthening, metatarsal head resection(s), or joint arthroplasty to promote healing of the 
ulcer, if non-surgical offloading treatment fails. (Weak; Low) 

6. In a person with diabetes and a neuropathic plantar digital ulcer, consider using digital flexor 
tenotomy to promote healing of the ulcer, if non-surgical offloading treatment fails. (Weak; Low) 

7. a) In a person with diabetes and a neuropathic plantar forefoot or midfoot ulcer with either mild 
infection or mild ischemia, consider using a non-removable knee-high offloading device to promote 
healing of the ulcer. (Weak; Low) 

b) In a person with diabetes and a neuropathic plantar forefoot or midfoot ulcer with both mild 
infection and mild ischemia, or with either moderate infection or moderate ischaemia, consider 
using a removable knee-high offloading device to promote healing of the ulcer. (Weak; Low) 

c) In a person with diabetes and a neuropathic plantar forefoot or midfoot ulcer with both 
moderate infection and moderate ischaemia, or with either severe infection or severe ischemia, 
primarily address the infection and/or ischemia, and consider using a removable offloading 
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intervention based on the patientÕs functioning, ambulatory status and activity level, to promote 
healing of the ulcer. (Weak; Low) 

8. In a person with diabetes and a neuropathic plantar heel ulcer, consider using a knee-high offloading 
device or other offloading intervention that effectively reduces plantar pressure on the heel and is 
tolerated by the patient, to promote healing of the ulcer. (Weak; Low) 

9. In a person with diabetes and a non-plantar foot ulcer, use a removable ankle-high offloading device, 
footwear modifications, toe spacers, or orthoses, depending on the type and location of the foot 
ulcer, to promote healing of the ulcer. (Strong; Low) 

 
 

INTRODUCTION 

Diabetes-related foot ulceration (DFU) results in a large global morbidity, mortality and cost burden (1-
5). DFU annually affects around 26 million people worldwide (2, 4). Without appropriate care, these 
foot ulcers can lead to hospitalisation, amputation and death (1-5). Thus, healing of DFU is of 
paramount global importance (1-5). 
 
Peripheral neuropathy affects around half of all people with diabetes and leads to loss of protective 
sensation in the feet (2-4). Elevated levels of mechanical stress in the presence of loss of protective 
sensation is one of the most common causes of DFU (2, 6-8). Mechanical stress is composed of plantar 
pressures and shear accumulated during repetitive cycles of weight-bearing activity (2, 6-8). Peripheral 
neuropathy can also lead to further changes in gait, foot deformity and soft tissue, all of which can 
further elevate mechanical stress (7-9). Thus, the combination of loss of protective sensation and 
elevated mechanical stress leads to tissue damage and DFU (2, 6, 10). Once a DFU forms, healing is 
chronically delayed if the area is not effectively offloaded (2, 6, 10).  
 
Multiple interventions are typically required to effectively heal a DFU, including local wound 
management, infection management, revascularisation and pressure offloading (11, 12). The first three of 
those interventions are covered in other parts of the International Working Group of the Diabetic Foot 
(IWGDF) Guidelines (12-15). In people with neuropathic DFUs, pressure offloading is arguably the most 
important of these interventions (10-12). There is a long standing clinical tradition of using different 
offloading devices, footwear, surgery, and other offloading interventions to heal DFUs (6, 10, 16-18). 
Previous IWGDF Guidelines have shown that sufficient evidence is available to support the use of non-
removable knee-high offloading devices to heal plantar forefoot ulcers, over all other offloading 
interventions (10, 12, 19). It also identified that more high-quality studies are needed to confirm the 
promising effects of other offloading interventions to heal DFUs, in order to better inform practitioners 
about effective treatments (10, 19). Over the last few years, several well-designed controlled studies 
have been performed in this field that add to the evidence base for offloading foot ulcers in patients 
with diabetes (20-23). 
 
This guideline aims to update the previous IWGDF guideline on footwear and offloading. However, 
unlike the previous guideline, this guideline no longer includes footwear and offloading for the 
prevention of foot ulcers; it focusses only on offloading for the management of foot ulcers. Footwear 
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and offloading for the prevention of foot ulcers is now covered by the IWGDF guideline on prevention 
(24). Other IWGDF guidelines in this series include those on peripheral artery disease, infection, wound 
healing and ulcer classification (25-28).  
 
 

METHODS 

In this guideline we have followed the GRADE methodology, which is structured around clinical 
questions in the PICO-format (Patient-Intervention-Comparison-Outcome), systematic searches and 
assessment of the available evidence, followed by developing recommendations and their rationale (29, 
30).  
 
First, a multidisciplinary working group of independent experts (the authors of this guideline) was 
installed by the IWGDF Editorial Board. The members of the working group devised the clinical 
questions, which were revised after consultation with external experts from various geographical regions 
and the IWGDF Editorial Board. The aim was to ensure the relevance of the questions for clinicians and 
other health care professionals in providing useful information on offloading interventions to heal foot 
ulcers in people with diabetes. We also formulated what we considered critically important outcomes 
relevant for daily care, using the set of outcomes defined by Jeffcoate et al. (11) as a reference guide.  
 
Second, we systematically reviewed the literature to address the agreed upon clinical questions. For 
each assessable outcome we graded the quality of evidence based on the risk of bias of included studies, 
effect sizes, presence of inconsistency, and evidence of publication bias (the latter where appropriate). 
We then rated the quality of evidence as ÔhighÕ, ÔmoderateÕ or ÔlowÕ. The systematic review supporting 
this guideline is published separately (31). 
 
Third, we formulated recommendations to address each clinical question. We aimed to be clear, specific 
and unambiguous on what we recommend, for which persons, and under what circumstances. Using the 
GRADE system we provided the rationale for how we arrived at each recommendation, based on the 
evidence from our systematic review (31), expert opinion where evidence was not available, and a 
careful weighing of the benefits and harms, patient preferences, and financial costs (resource utilization) 
related to the intervention or diagnostic method (29, 30). Based on these factors, we graded the 
strength of each recommendation as ÔstrongÕ or ÔweakÕ, and for or against a particular intervention or 
diagnostic method. All our recommendations (with their rationales) were reviewed by the same 
international experts who reviewed the clinical questions, as well as by the members of the IWGDF 
Editorial Board.  
 
We refer those seeking a more detailed description on the methods for developing and writing these 
guidelines to the ÔIWGDF Guidelines development and methodologyÕ document (32). 
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RECOMMENDATIONS  

A diagrammatic overview of the recommended offloading treatment approach to heal a foot ulcer in a 
person with diabetes can be found in Figure 1.  
 
In this guideline, many different offloading interventions are mentioned. We refer to the glossary for a 
definition and description of each of these offloading interventions.   Furthermore, many of the 
offloading devices and interventions recommended require specific training, skills, and experience to 
apply properly. As these specific skills and training are not described in the studies performed and may 
differ between countries, we suggest that the person applying the offloading should be a properly 
trained healthcare professional who according to their national or regional standards has the knowledge, 
expertise, and skills necessary to manage patients with a DFU. 
 
WhatÕs new? 
We have made several changes to the recommendations included in this updated 2019 IWGDF 
offloading guideline when compared to the previous IWGDF offloading guideline. The main changes are 
the following: 

• Removed any recommendations on the prevention of foot ulcers (these are now covered in the 
updated 2019 IWGDF prevention guideline (24)) 

• Outlined clearly the first-, second-, third- and fourth-choice of offloading treatment to heal a 
neuropathic plantar forefoot or midfoot ulcer 

• Added one new recommendation on considerations for choosing between either a total contact 
cast or non-removable knee-high walker  

• Added three new recommendations on offloading treatments for people with neuropathic plantar 
forefoot ulcers that are complicated by infection or ischemia 

• Added a new recommendation on offloading treatments for people with neuropathic plantar heel 
ulcers  

 
 

OFFLOADING DEVICES 

PICO 1: In people with a plantar DFU, are non-removable offloading devices compared to removable 
offloading devices effective to heal the DFU? 
 

Recommendation 1a: In a person with diabetes and a neuropathic plantar forefoot or midfoot ulcer, use 
a non-removable knee-high offloading device with an appropriate foot-device interface as the first-
choice of offloading treatment to promote healing of the ulcer (GRADE strength of recommendation: 
Strong; Quality of evidence: High). 
 
Rationale: Non-removable knee-high offloading devices consist of total contact casts (TCCs) and non-
removable walkers (19). TCCs are custom-made, knee-high, non-removable casts and non-removable 
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walkers are prefabricated, knee-high, removable walkers rendered irremovable by applying a layer of 
cast or tie wrap around the device. These walkers may involve a modular insole system or have an 
(custom) insole added. In any case, an appropriate foot-device interface is required, meaning that peak 
pressures are adequately distributed and reduced at the ulcer location. Non-removable offloading 
devices offer several benefits for healing a DFU over other offloading interventions, including better 
redistribution of pressure over the foot and lower leg and enforced adherence (6, 10, 19, 33). These 
factors play an important role in the healing of foot ulcers with non-removable offloading.  
 
Our updated systematic review (31) identified five high-quality meta-analyses of controlled trials on this 
topic (33-37), with much overlap present between the meta-analyses on the trials included. All found 
that non-removable offloading devices result in significantly improved healing outcomes for neuropathic 
plantar forefoot ulcers when compared with removable devices (removable offloading devices or 
footwear) (33-37). For those meta-analyses reporting relative risks, they found non-removable 
offloading devices were 17-43% more likely than removable devices to heal a neuropathic plantar 
forefoot ulcer (p<0.05) (34, 36, 37). For those reporting time-to-healing, they found non-removable 
offloading devices healed ulcers 8-12 days quicker than removable devices (p<0.05) (33, 35). We 
conclude that non-removable knee-high offloading devices have clear healing benefits over removable 
devices. The quality of evidence is rated as high. 
 
Possible adverse effects of non-removable offloading devices include muscle weakness, falls, new ulcers 
due to poor fitting, and knee or hip complaints due to the acquired limb-length discrepancy when 
wearing the device (38-40). One may consider a shoe raise for the contralateral limb to minimize this 
acquired limb-length discrepancy. In most randomized controlled trials (RCT), the wide variation in type 
of adverse events, relatively small sample sizes and low incidence of reported events prevented 
statistical testing between non-removable and removable devices (22, 23, 38, 41-43). However, two 
meta-analyses reported no differences in skin maceration or treatment discontinuation (combination of 
adverse events, voluntary withdrawal or losses to follow-up) (34, 36). Additionally, six RCTs described 
low overall incidences (0-20%) of adverse events, with no differences evident between non-removable 
and removable devices for these events, including falls, maceration, abrasions, new ulcers, infections and 
hospitalisations (22, 23, 38, 41-43). Nevertheless, clinicians and other health care providers should still 
be aware of these adverse events. We conclude non-removable and removable offloading devices have 
similar low incidences of harm. 
 
Many patients are thought to not prefer non-removable knee-high offloading devices as they limit daily 
life activities, such as walking, sleeping, bathing, or driving a car (34). Two RCTs reported on patient 
preferences with one reporting lower patient satisfaction with non-removable compared with 
removable offloading devices (23) and the other reporting no differences in patient satisfaction or 
comfort (43). One large health technology assessment reported on qualitative interviews with 16 
patients with DFU who were familiar with a variety of off-loading devices (34). They found that patients 
rated non-removable offloading devices as preferable after they understood the healing benefits of non-
removable devices, even though they rated removable offloading devices as more comfortable, allowing 
greater freedom and mobility (34). Practitioners may not prefer some non-removable offloading, as 
surveys and epidemiological studies show low use of TCCs in clinical practice, but similar (and 

© 2019
The International Working Group on the Diabetic Foot

�����
���	�����«�‘�ƒ�†�‹�•�‰���
�—�‹�†�‡�Ž�‹�•�‡

!"#$%
#&'()*'+),



moderate) use of non-removable and removable walkers (16-18, 44). We conclude that non-removable 
and removable offloading devices may be equally preferred by both patients and clinicians.  
 
Two RCTs reported on costs with one finding one-off device/material costs were higher for non-
removable and removable walkers than for TCCs (38), and the other finding that TCCs and non-
removable walkers were less expensive over the course of treatment than removable walkers (23). One 
large health technology assessment study systematically reviewed the literature and found no papers on 
economic evaluations of non-removable offloading devices (34). The authors then performed their own 
cost-effectiveness analysis, using existing literature and expert opinion, which showed that the cost per 
patient for three months of treatment (including all device/materials, dressings, consultations, labour, 
complication costs etc.) was lowest for non-removable walkers ($876) and TCCs ($1,137), compared 
with removable walkers ($1,629) and therapeutic footwear ($1,934) (34). They concluded that non-
removable walkers and TCCs were superior to the other offloading interventions because they were 
both less expensive and more effective than removable walkers and therapeutic footwear. They also 
performed a cost utility analysis which also showed that the cost per patient for 6 months of treatment 
(including all treatment costs and heath gains from ulcers healed and quality of life) was again lowest for 
non-removable walkers ($2,431) and TCCs ($2,924), compared with removable walkers ($4,005) and 
therapeutic footwear ($4,940) (34). We conclude non-removable offloading devices to be more cost-
effective than removable offloading devices. 
 
Contraindications for the use of non-removable knee-high offloading devices, based predominantly on 
expert opinion, include presence of both mild infection and mild ischemia, moderate-to-severe infection, 
moderate-to-severe ischaemia, or heavily exudating ulcers (34-36, 39, 45). We refer to the IWGDF 
infection and PAD guidelines and the IWGDF definitions and criteria document for definitions on 
infection and ischemia (27, 28, 46). We identified no RCTs in this field that have included participants 
with these conditions, seemingly for safety reasons. However, we did identify controlled and non-
controlled studies that indicate no additional adverse events in people with mild infection or mild 
ischaemia (39, 45, 47-51). One low-quality systematic review investigating mostly non-controlled studies 
of TCC use in people with ischaemia recommended an ankle brachial index threshold of >0.55 for safe 
use of a TCC (52). The use of non-removable knee-high offloading devices may also induce an 
increased risk of falls with several studies reporting abnormal gait changes and imbalance in people with 
DFU wearing knee-high offloading devices (53-55). However, in the aforementioned RCTs there was no 
increase in reported falls-related adverse events in those wearing non-removable knee-high offloading 
devices (22, 23, 38, 41-43). Further, studies investigating ankle foot orthoses, devices that share 
functional similarities to knee-high offloading devices, have shown ankle foot orthoses may help to 
improve balance and reduce falls in older people with neuropathy (56, 57). Future studies should 
specifically investigate the effect of knee-high offloading devices on risk of falls, and we suggest falls risk 
assessment should be done on a patient-by-patient basis. 
 
In summary, the quality of the evidence from the meta-analyses performed was high, even though the 
quality of evidence from individual RCTs varied. All meta-analyses favoured the use of non-removable 
knee-high over removable offloading to heal neuropathic plantar forefoot ulcers without infection or 
ischemia present. These benefits outweigh the low incidence of harm, and with positive cost-
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effectiveness and mixed patient preference for the use of non-removable over removable offloading 
devices, we grade this recommendation as strong. We refer to recommendations 7a, 7b, and 7c for 
DFU that are infected or where ischemia is present. 
 
PICO 2: In people with a plantar DFU, are total contact casts (TCC) compared to other non-
removable knee-high offloading devices effective to heal the DFU? 
 

Recommendation 1b: When using a non-removable knee-high offloading device to heal a neuropathic 
plantar forefoot or midfoot ulcer in a person with diabetes, use either a total contact cast or non-
removable knee-high walker, with the choice dependent on the resources available, technician skills, 
patient preferences and extent of foot deformity present (Strong; Moderate). 
 
Rationale: The TCC had been considered for decades the gold standard offloading intervention to heal 
a neuropathic plantar forefoot ulcer (19, 58). Our previous guideline broadened the recommendation 
to a non-removable offloading device (19), to include both a TCC and a prefabricated removable knee-
high walker rendered non-removable with an appropriate foot-device interface. However, the previous 
guideline did not provide a recommendation on which one is preferable to use (19). 
 
Our updated systematic review (31) identified one high-quality meta-analysis on this topic (34) that 
included three high-quality RCTs (23, 59, 60). The meta-analysis found no difference in ulcers healed 
using TCCs and non-removable walkers (p=0.82) (34). Another low-quality RCT also found no 
significant difference between a TCC and non-removable knee-high walker for ulcers healed (p=0.99) 
or time-to-healing (p=0.77) (61). However, none of these four RCTs was based on a sample size 
calculation for equivalence (59). Thus, the non-significant results of the individual RCTs may reflect low 
statistical power to detect differences, although the meta-analysis should have had sufficient power. We 
conclude that TCCs and non-removable knee-high walkers are equally effective to heal DFUs. 
 
As healing outcomes were similar, we analysed effects on the surrogate outcomes of plantar pressures 
and weight-bearing activity (11). One RCT found a significantly greater plantar pressure reduction from 
barefoot pressure baselines in a knee-high walker compared with a TCC at the ulcer site (91% v 80%), 
the forefoot (92% v 84%) and midfoot (77% vs 63%) (all, p<0.05), but no difference in the rearfoot 
(p=0.11) (62). However, several non-controlled within-subject studies found no significant difference in 
plantar pressure reduction from standard footwear baselines in knee-high walkers compared with TCCs 
at the ulcer site, hallux and forefoot (63-66). We found no controlled studies investigating weight-
bearing activity. We consider TCCs and non-removable knee-high walkers to have similar effects on 
reducing plantar pressures. 
 
Three high-quality RCTs reported adverse events for TCCs and non-removable knee-high walkers and 
found no significant differences (p>0.05) (23, 59, 60). Additionally, one meta-analysis found no 
significant difference for treatment discontinuation between these two devices (p=0.52) (34). While the 
low numbers of adverse events and treatment discontinuations may have resulted in low power to 
detect differences, we consider these devices to have similarly low levels of harm. The same RCTs 
reported on patient preferences. One reported higher patient satisfaction with a non-removable knee-
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high walker than with a TCC (p<0.05) (60), whilst another reported no differences (p>0.05) (23). Two 
of these RCTs also found that it took a significantly longer time to apply and remove a TCC than a non-
removable knee-high walker (by up to 14 minutes, p<0.01) (59, 60). We conclude that patient and 
practitioner preference for either device is mixed.  
 
Four RCTs reported on the costs of using a TCC or non-removable knee-high walker. One low-quality 
RCT reported that the one-off device/material costs for a TCC were lower than for a non-removable 
offloading device ($20 v $35, p<0.01) (61). Three other, high-quality, RCTs reported that treatment 
costs were lower for non-removable knee-high walkers than for TCCs (23, 59, 60). One reported that 
device/material costs were lower ($158 v $211, p=not reported) (59), another that all offloading 
treatment costs (i.e. device/materials, cast changes, dressings, cast technician salary) were significantly 
lower ($162 v $727, p<0.001) (60), and the third that average costs per day of treatment were 
significantly lower with a non-removable walker than with a TCC (! 83 v ! 243, p<0.05) (23). The cost-
effectiveness analysis of a health technology assessment showed that the cost per patient for three 
months treatment was lower per patient for a non-removable walker than for a TCC  ($876 v $1,137) 
(34). When the costs and healing probabilities were modelled over 1000 patients with a DFU, they 
reported the TCC would heal 15 more ulcers (741 v 726), but cost $260,420 more than the non-
removable knee-high walker ($1.137 million v $0.876 million). Thus, from a population-based 
perspective they suggest that for each additional DFU healed using a TCC compared with using a non-
removable walker would cost a service $17,923, and therefore would not be more cost-effective in 
most services  (34). The same study found in a cost-utility analysis that the cost per patient for six 
months treatment were lower for a non-removable walker than for a TCC ($2,431 v $2,924) (34). We 
conclude that non-removable walkers are generally more cost-effective than TCCs. 
 
In summary, based on one high-quality meta-analysis of three high-quality RCTÕs showing consistent 
results for healing between the TCC and non-removable knee-high walkers, and with a need for larger 
trials to test for equivalence, we rate the quality of evidence as moderate. Additionally, considering the 
equivalence in plantar pressure benefits and adverse events, and slight preference and lower costs for a 
non-removable knee-high walker, we grade this recommendation as strong. However, we recommend 
to base the choice for either a TCC or a non-removable knee-high walker on availability of the 
device/materials (i.e. resources), skills of available cast technicians, appropriateness of the device to fit 
the level of any foot deformity (i.e. a TCC with a severely deformed foot), and patient preferences.  
 
PICO 3: In people with a plantar DFU, are removable knee-high offloading devices compared to other 
removable offloading devices effective to heal the DFU? 
 

Recommendation 2: In a person with diabetes and a neuropathic plantar forefoot or midfoot ulcer for 
whom a non-removable knee-high offloading device is contraindicated or not tolerated, consider using a 
removable knee-high offloading device with an appropriate foot-device interface as the second-choice of 
offloading treatment to promote healing of the ulcer. Additionally, encourage the patient to consistently 
wear the device (Weak; Low). 
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Rationale: There are circumstances when a non-removable knee-high offloading device is 
contraindicated (see rationale for recommendation 1) or cannot be tolerated by the patient. Intolerance 
by the patient can include refusal to wear the device or the patientÕs circumstances do not support its 
use, such as unable to use the device as part of the patientÕs job. A removable knee-high offloading 
device may be a solution to these conditions (19). A removable knee-high device redistributes peak 
pressures in a similar fashion as a non-removable knee-high device (6, 10, 19, 33), although one study 
showed higher peak pressures during walking after a TCC was bivalved and made removable (66). A 
removable knee-high device also does this more effectively than a removable ankle-high offloading 
device (such as ankle-high walker, forefoot offloading shoes, half-shoes, cast shoes, or post-operative 
sandal) (6, 10, 19, 33). 
 
Our systematic review (31) identified one high-quality meta-analysis (34), that included two low-quality 
RCTs (38, 43), and found no difference in the proportion of plantar forefoot ulcers healed between 
removable knee-high and ankle-high offloading devices (healing sandal or half-shoe) (p=0.20) (34). A 
more recent high-quality RCT also found no difference in plantar forefoot ulcers healed between a 
removable knee-high device (bivalved TCC) and either a removable ankle-high cast shoe or forefoot 
offloading shoe, at either 12 weeks (p=0.703) or 20 weeks (p=0.305) (20). However, the authors 
noted the removable knee-high device group had significantly more deep ulcers (University of Texas 
grade 2) than both ankle-high device groups at baseline (p<0.05) (20). None of the RCTs conducted 
were sufficiently powered for equivalence. We conclude from the current evidence available that 
removable knee-high and removable ankle-high offloading devices have comparable effects on healing 
neuropathic plantar DFUs.  
 
As healing outcomes were comparable between devices, we assessed surrogate measures (11). One 
high-quality RCT (20) found a removable knee-high device (bivalved TCC) had greater plantar pressure 
reductions from standard footwear baseline levels at the ulcer site than a removable ankle-high cast 
shoe or forefoot offloading shoe (67% v 47% v 26%, respectively, p=0.029) (20). Several within-subject 
studies also found that removable knee-high devices show greater forefoot plantar pressure reduction 
than removable ankle-high devices (53, 54, 64-67). Three RCTs investigated weight-bearing activity. One 
high-quality RCT found no differences in average daily step count between a removable knee-high 
device (bivalved TCC) and removable ankle-high cast shoe or forefoot offloading shoe device (4,150 v 
3,514 v 4,447, respectively, p=0.71) (20), but it should be noted the study was not powered for this 
outcome. Another low-quality RCT found a large but non-significant reduction in daily steps in a 
removable knee-high device compared to a removable ankle-high half-shoe (768 v 1,462 steps, p=0.15) 
(38). A third, low-quality, RCT found significant reductions in average daily step count in those patients 
wearing a removable knee-high device compared to wearing a healing sandal (1,404 v 4,022, p<0.01) 
(43). We conclude that removable knee-high devices reduce plantar pressures at ulcer sites and weight-
bearing activity more effectively than removable ankle-high devices, and therefore have more potential 
for healing plantar neuropathic forefoot ulcers when worn. 
 
Adverse events for removable knee-high offloading devices are likely to be the same as for non-
removable knee-high devices. However, ankle-high offloading devices may potentially have fewer 
adverse events compared with knee-high offloading devices as they either have lower or no device walls 
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that reduce the risk for abrasions, lower-leg ulcers, imbalance, and gait challenges (33), and they may 
have lower treatment discontinuation (20). One high-quality meta-analysis including two low-quality 
RCTs (38, 43) found higher treatment discontinuation with removable knee-high devices compared with 
removable ankle-high devices (p<0.01) (34). One high-quality RCT found no differences in adverse 
events between a removable knee-high device and either a removable cast shoe or forefoot offloading 
shoe (45% v 30% v 25%, respectively, p=0.377) (20). Further, those events reported were mostly minor 
pressure points, blisters and abrasions; with smaller numbers of serious hospitalisation and fall events 
(15% v 5% v 5%, respectively, p=not reported) (20). A low-quality RCT also found no difference in 
adverse events for new ulcers or infections between removable knee-high and removable ankle-high 
devices (15% v 13%, p>0.05) (43). A third, low-quality, RCT reported no adverse events in either group 
(38). We conclude there is no clear difference in adverse events between removable knee-high and 
removable ankle-high offloading devices. 
 
We identified one low-quality RCT reporting preference outcomes that found no difference in patient 
satisfaction, comfort or preference to wear again between wearing a removable knee-high and 
removable ankle-high offloading device (p>0.05) (43). The same study reported that the removable 
knee-high group was more non-adherent than the removable ankle-high group (11% vs 0% of 
participants were deemed non-adherent with their device and were removed from the study as drop 
outs, p=not reported) (43). A high-quality RCT also reported non-significantly higher non-adherence 
with removable knee-high offloading than with two removable ankle-high devices (17% vs 5% vs 5% of 
the time, p=0.236) (20). We conclude patients have similar preference for removable knee-high and 
ankle-high devices and non-adherence does not seem to be very different between devices, although 
one should note that these studies were not powered to detect a difference in non-adherence between 
devices.  
 
One low-quality RCT reported on costs, finding that one-off device costs was more expensive for a 
removable knee-high offloading device (walker) than an ankle-high offloading device (half-shoe) ($150-
200 v $25-75, p=not reported) (38). Based on only one, already rather old study, we provisionally 
conclude that the device costs of treatment are higher in removable knee-high devices than in 
removable ankle-high offloading devices. 
 
Contraindications for the use of removable knee-high offloading devices, based predominantly on expert 
opinion, include presence of both moderate infection and moderate ischemia, or severe infection or 
severe ischaemia. We refer to the IWGDF infection and PAD guidelines and the IWGDF glossary for 
definitions on infection and ischemia (27, 28, 46) . 
 
In summary, based on similar healing outcomes in a small number of mostly low-quality controlled 
studies, but consistently superior plantar pressure offloading and induced reduction of walking activity 
and thus superior healing potential in those studies and other non-controlled studies, we rate the quality 
of evidence favouring removable knee-high devices over removable ankle-high devices as low. 
Additionally, considering this healing benefit, no apparent differences in adverse events or preferences, 
and slightly higher non-adherence and treatment costs with removable knee-high offloading, we favour 
removable knee-high offloading over ankle-high offloading in our recommendation, but grade the 
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recommendation as weak. Nevertheless, as such a device is removable and there is potential for non-
adherence, we stress that the patient should (repeatedly) be educated on the benefit of adherence to 
wearing the device to improve the effectiveness of the device for healing (55).  
 

Recommendation 3: In a person with diabetes and a neuropathic plantar forefoot or midfoot ulcer for 
whom a knee-high offloading device is contraindicated or not tolerated, use a removable ankle-high 
offloading device as the third-choice of offloading treatment to promote healing of the ulcer. 
Additionally, encourage the patient to consistently wear the device (Strong; Low). 

 
Rationale: Overall, evidence indicates that removable and non-removable knee-high offloading devices 
give better clinical outcomes or potential for healing than ankle-high devices (see rationales for 
recommendations 1 and 2). However, there may be contraindications (see rationales for 
recommendations 1 and 2) or patient intolerance for wearing a knee-high device, such as expected or 
experienced device-induced gait instability, abrasions or other complications from the cast or device 
wall, or patient refusal to wear the device. Another reason may be lack of available knee-high offloading 
devices. In those cases, removable ankle-high offloading can be considered. This includes ankle-high 
walkers, cast shoes, half shoes, forefoot offloading shoes, post-operative healing shoes and custom-made 
temporary shoes.  
 
Our systematic review identified (31) no controlled studies specifically comparing removable ankle-high 
devices to conventional or standard therapeutic footwear or other offloading interventions, for 
effectiveness of healing, surrogate healing outcomes, adverse events, patient preferences or costs.  
 
Several non-controlled studies show that 70Ð96% of plantar foot ulcers can be healed in a reasonable 
time frame (mean 34Ð79 days) with ankle-high removable offloading devices, provided they are used 
regularly (68-72). Multiple within-subject studies also consistently found that a variety of removable 
ankle-high offloading devices were more effective in reducing plantar pressure at the forefoot than a 
variety of footwear interventions (custom-made, therapeutic, extra-depth, conventional or standard 
footwear) (53, 54, 64, 65, 73-77). No studies were found for weight-bearing activity or adherence. Thus, 
we conclude that removable ankle-high devices have higher potential for healing than conventional or 
therapeutic footwear or other non-knee-high offloading interventions when worn. 
 
Adverse events comparing ankle-high offloading devices to footwear interventions have not been 
reported in the literature. Based on expert opinion, we consider ankle-high offloading devices to have a 
low adverse event rate, and comparable to conventional or therapeutic footwear. Adverse events may 
include minor abrasions, blisters, minor gait challenges or instability, and, with poor casting, new ulcers 
with cast shoes. However, it should be noted that the traditional form of half-shoes, that only support 
the midfoot and heel (71), contrary to a forefoot offloading shoe, are contraindicated owing to risk of 
midfoot fracture.  
 
Two studies reported on patient preferences (74, 75). They showed that patient comfort was similar 
between ankle-high walkers and standard footwear (75), but was lower in different forefoot offloading 
shoe models compared with standard footwear (74). A recent study reported that the use of ankle-high 
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walkers had similar patient comfort levels to athletic shoes when the contralateral leg had a shoe raise 
to compensate for leg-length discrepancy (53). Based on expert opinion, patients may prefer an ankle-
high walker over a forefoot offloading shoe, because the latter has a significant negative rocker outsole 
that may cause problems during gait. 
 
We found no studies comparing costs of ankle-high offloading devices with conventional or therapeutic 
footwear. The cost of treatment is likely to be low for some ankle-high offloading devices (e.g. cast 
shoes, forefoot offloading shoes), particularly when they require no replacement during treatment. 
However, costs for therapeutic footwear are expected to be higher than for these other ankle-high 
devices. 
 
In summary, all evidence for this recommendation comes from cross-sectional studies and expert 
opinion, and therefore the quality of evidence for this recommendation is rated as low. When weighing 
the potentially higher healing benefits of removable ankle-high devices over conventional or therapeutic 
footwear, better outcomes on plantar pressure, with expected similar low incidence of harms, patient 
preferences, and costs we grade this recommendation as strong. In particular, for countries with low 
resources or lack of trained cast technicians, these removable ankle-high devices may be an appropriate 
offloading intervention for treating plantar neuropathic forefoot ulcers. 
 
 

FOOTWEAR 

PICO 4: In people with a plantar DFU, are conventional or standard therapeutic footwear compared to 
other (non-surgical) offloading interventions effective to heal the DFU? 
 

Recommendation 4a: In a person with diabetes and a neuropathic plantar forefoot or midfoot ulcer, do 
not use, and instruct the patient not to use, conventional or standard therapeutic footwear as offloading 
treatment to promote healing of the ulcer, unless none of the above-mentioned offloading devices is 
available (Strong; Moderate). 

 
Rationale:  There are no studies that show the efficacy of conventional or standard-therapeutic 
footwear as the primary intervention to heal neuropathic plantar foot ulcers. In the few studies in which 
this footwear has been tested as a comparison intervention, the conventional or standard therapeutic 
footwear proved inferior to other offloading devices (custom-made or prefabricated, non-removable or 
removable, knee-high or ankle-high devices) to both reduce mechanical stress and effectively heal a 
neuropathic plantar forefoot ulcer. Two high-quality meta-analyses found non-removable knee-high 
offloading devices were 62-68% more likely to heal a neuropathic plantar forefoot ulcer than 
therapeutic footwear (p<0.01) (34, 37). Another high-quality meta-analysis (35), including two lower 
quality RCTs (49, 78), reported removable offloading devices were 76% more likely to heal these ulcers 
than therapeutic footwear, but the difference was non-significant (p=0.184) (35). A low quality RCT not 
included in the meta-analyses found no difference between TCCs, non-removable knee-high walkers or 
modified footwear for healing rates (p=0.99) and time-to-healing (p=0.77) (61).  
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Four low-quality RCTs reported adverse events using therapeutic footwear and all were compared to 
TCCs. Two found similar low proportions of abrasions or new ulcers for TCCs (0-4%) and footwear (0-
4%, no p=not reported) (61, 79). Whilst another two found lower proportions of infections with TCC 
(0-3%) compared with footwear (19-26%) (p<0.05) (49, 78). One high-quality meta-analysis reported 
significantly more treatment discontinuations due to a combination of adverse events, voluntary 
withdrawal or losses to follow-up in those patients treated with TCCs compared to therapeutic 
footwear (p=0.003) (34).  
 
One low-quality RCT reported on patient preference and found that those patients using TCCs and 
those using therapeutic footwear had no difference in an acceptance of treatment score (p=Ónot 
significantÓ) (79). One low-quality RCT reported the material costs for modified footwear were lower 
than for TCCs and non-removable walkers in treating patients with a foot ulcer ($7 v $20 v $35, 
respectively; p<0.01) (61). However, the aforementioned large health technology assessment showed 
therapeutic footwear was far less cost-effective than other non-removable (TCC and non-removable 
knee-high offloading device) and removable offloading devices (removable walkers) (34).  
 
Taken together, based on data from multiple meta-analyses consistently favouring the use of offloading 
devices over conventional or standard therapeutic footwear to heal neuropathic plantar forefoot ulcers, 
we rate the quality of evidence as moderate. Based additionally on worse outcomes for adverse events 
and costs using therapeutic footwear, and similar outcomes for preferences, we grade this 
recommendation as strong. 
 
 

OTHER OFFLOADING TECHNIQUES 

PICO 5: In people with a plantar DFU, are any other offloading techniques that are not device or 
footwear-related, effective to heal a DFU? 
 

Recommendation 4b: In that case, consider using felted foam in combination with appropriately fitting 
conventional or standard therapeutic footwear as the fourth choice of offloading treatment to promote 
healing of the ulcer (Weak; Low). 

 
Rationale: Despite many practitioner surveys reporting high use of other offloading techniques 
(particularly for felted foam) (17, 18), there has been limited evidence to support any other offloading 
techniques to effectively heal a neuropathic plantar foot ulcer (10). Other offloading techniques are 
defined as any intervention undertaken with the intention of relieving mechanical stress from a specific 
region of the foot that is not an offloading device, footwear or surgical approach. 
 
Our updated systematic review (31) identified just three low-quality controlled trials (70, 80, 81) on 
other offloading techniques to heal a neuropathic plantar foot ulcer. All three trials investigated felted 
foam padding (70, 80, 81). No controlled trials were identified for bed rest, crutches, wheelchairs, 
offloading dressings, callus debridement, foot-related strength and stretching exercises, or gait retraining 
to effectively heal DFUs.   
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One low-quality RCT showed significantly shorter time-to-healing with felted foam worn in a post-
operative shoe when compared with a half-shoe used without the felted foam (81). Another low-quality 
RCT showed no difference in ulcer size reduction at 4 weeks between felt fitted to the foot worn in a 
post-operative shoe compared with felt fitted to a post-operative shoe (80). A low-quality retrospective 
cohort study found no differences in ulcers healed or time-to-healing between felted foam fitted to the 
foot in a post-operative shoe, felted foam fitted to a post-operative shoe, a walking splint or TCC (70). 
Additionally, two within-subject studies found that felted foam in addition to post-operative shoes 
moderately reduced plantar pressures over one week compared to post-operative shoes alone (82, 83). 
We conclude that felted foam used with an ankle-high offloading device may be more effective than 
wearing just the device alone, to reduce plantar pressure and heal a plantar neuropathic DFU. 
Furthermore, we consider the same effectiveness may be apparent if the felted foam was used with an 
appropriately fitting conventional or standard therapeutic footwear as opposed to just wearing the 
footwear alone. 
 
The only two controlled studies reporting adverse events found similar levels of adverse events for the 
use of felted foam in combination with an ankle-high offloading device compared with an ankle-high 
device alone, including minor skin tear/maceration (10% v 20%) and new infection (25% v 23%) (80, 
81). No controlled studies were identified that investigated patient preferences or costs; however, 
patients will likely value and prefer the use of felted foam as an easy-to-use modality. The costs of felted 
foam are relatively low, but it does require frequent replacement, by a clinician, the patient, a relative, or 
a home-care nurse. Based on the evidence from the studies performed, felted foam may be used in 
ankle-high offloading devices or when no offloading devices are available then may be used in addition 
to appropriately fitting conventional or standard therapeutic footwear. We define appropriately fitting 
footwear as providing sufficient room for the patientsÕ foot shape and the added felted foam. This 
enables for some offloading treatment of the ulcer if other forms of offloading devices, as mentioned in 
recommendation 1 to 3, are not available. Whether the felted foam is fitted to the foot or to the shoe 
or insole does not make a difference in healing, although fitting it to the foot provides some offloading 
when the patient is non-adherent to wearing the shoes. 
 
In summary, based on few low-quality controlled studies, and the difficulty in determining the added 
effect of felted foam in these studies, we rate the quality of evidence as low. Any benefit found with the 
use of felted foam will likely outweigh the harm. Together with a lack of information on costs and 
patient preference, we rated the strength of this recommendation as weak. Finally, based on the 
evidence from all offloading intervention studies performed and our expert opinion, felted foam may be 
used in addition to offloading devices, or if no offloading devices are available then felted foam may be 
used in combination with appropriately fitting conventional or standard therapeutic footwear as the 
fourth-choice of offloading treatment for healing the ulcer. However, felted foam should never be used 
as a single treatment modality. 
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SURGICAL OFFLOADING TECHNIQUES 

PICO 6: In people with a DFU, are surgical offloading techniques compared to non-surgical offloading 
interventions effective to heal the DFU (O)? 
 

Recommendation 5: In a person with diabetes and a neuropathic plantar metatarsal head ulcer, 
consider using Achilles tendon lengthening, metatarsal head resection(s), or joint arthroplasty to 
promote healing of the ulcer, if non-surgical offloading treatment fails (Weak; Low). 

 
Rationale: Surgical offloading techniques have been traditionally used for plantar ulcers that are 
considered hard-to-heal with non-surgical offloading interventions (58). These techniques change the 
structure of the foot and therefore provide a more permanent offloading solution for areas of elevated 
mechanical stress, even when the patient is not adherent to wearing an offloading device. However, 
surgical offloading potentially comes with increased risk of complications (58). Surgical offloading is 
defined as a surgical procedure undertaken with the intention of relieving mechanical stress from a 
specific region of the foot, and typically include Achilles tendon lengthening, metatarsal head resection, 
osteotomy, arthroplasty, ostectomy, exostectomy, external fixation, flexor tendon transfer or tenotomy, 
and tissue fillers such as silicone or fat. 
 
Our updated systematic review (31) identified one high-quality meta-analysis on this topic (84). This 
meta-analysis included two 2 RCTs, one high-quality (85) and one low-quality (86), and investigated 
Achilles tendon lengthening and gastrocnemius recession compared with TCC controls (84). It found no 
differences in proportion of ulcers healed or time-to-healing (84). The high-quality RCT did find small 
effects, but these were not statistically significant, on ulcers healed (100% v 88%, p=0.12) and time-to-
healing (40.8 days v 57.5 days, p=0.14) favouring Achilles tendon lengthening with TCC compared with 
TCC alone in patients with reduced ankle dorsiflexion (85). Four retrospective non-controlled studies 
showed 80Ð95% healing in 3 months with Achilles tendon lengthening (87-90).  
 
One high-quality RCT found that metatarsal head resection(s) in combination with therapeutic footwear 
compared with therapeutic footwear alone healed more ulcers (95% v 79%, p<0.05) with shorter time-
to-healing (47 v 130 days, p<0.05) (91). Three low-quality retrospective controlled cohort studies also 
found metatarsal head resection(s) had shorter time-to-healing (by 21-350 days, p<0.05) than non-
surgical offloading interventions (removable walker, healing sandals and therapeutic footwear) (92-94). 
Additionally, six non-controlled studies showed positive effects of single or pan metatarsal head 
resection in time-to-healing of plantar neuropathic metatarsal head ulcers, in patients in whom non-
surgical treatment had failed (95-100).  
 
Two small lower-quality retrospective controlled cohort studies investigated metatarsal-phalangeal joint 
arthroplasty in addition to TCC and found shorter time-to-healing (by 24-43 days, p<0.05) compared 
with non-removable offloading devices (TCC or non-removable walker) (101, 102). Four non-
controlled studies showed between 91% and 100% healing of plantar, lateral, or dorsal toe ulcers using 
interphalangeal or metatarsal-phalangeal joint arthroplasty (103-106).  
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The potential harm of applying these surgical techniques includes post-operative complications, infection, 
gait problems, acute Charcot neuro-osteoarthropathy, ruptured Achilles tendons and transfer ulcers (87, 
97, 99). The controlled trials reporting adverse events found mixed results (85, 91-93, 101, 102). These 
included a significant increase in heel ulcers after Achilles tendon lengthening compared with TCC alone 
(13% v 0%, p<0.05), but similar number of abrasions (13% v 18%), infection (3% v 0%), amputation (0% 
v 3%), falls (7% v 0%) and death (10% v 9%) (85). Most other trials compared surgical techniques to 
removable offloading devices or footwear and found mixed results on adverse events that were not 
significantly different between interventions, including infection (5-40% v 13-65%) and amputation (5-7% 
v 10-13%) (p>0.05) (91-93, 101). One recent low-quality controlled study of metatarsal head 
resection(s) found significant decreases in number of hospitalisations and infections compared with non-
surgical offloading controls described as Ònon-weight bearing, and sometimes specialized footwearÓ 
(p<0.05) (94).  
 
Only one controlled study reported on patient preferences, finding higher discomfort in a surgical 
offloading group during healing (p<0.05), but higher satisfaction after treatment when compared with 
therapeutic footwear (p<0.01) (91). We found no controlled trials investigating costs. Costs of 
treatment for surgical interventions are generally considered higher than for non-surgical treatment, 
although one study showed no difference in costs between metatarsal head resection and non-surgical 
treatment of a plantar foot ulcer (99).  
 
In summary, there is some evidence to support surgical versus non-surgical offloading to improve time-
to-healing of plantar foot ulcers that prove to be hard-to-heal after unsuccessful non-surgical treatment. 
However, based on the low number of controlled trials for each surgical intervention, the general low-
quality of these trials and the mixed benefits, we consider the quality of evidence for this 
recommendation is low. When considering that the benefits predominantly relate only to time-to-
healing and not to healing proportion, it is unclear if the benefits outweigh the potential harm. Patients 
may value and prefer surgical treatment after long and unsuccessful non-surgical treatment (such as with 
knee-high offloading devices). Thus, we rate the strength of this recommendation as weak. However, we 
recommend considering surgical offloading when non-surgical offloading treatment fails in healing the 
foot ulcer. Surgical offloading is contra-indicated when severe ischemia is present; the ischemia should 
be primarily addressed in that case. 
 

Recommendation 6: In a person with diabetes and a neuropathic plantar digital ulcer, consider using 
digital flexor tenotomy to promote healing of the ulcer, if non-surgical offloading treatment fails (Weak; 
Low). 
 
Rationale: Two recent systematic reviews were identified on the efficacy of digital flexor tenotomy on 
DFU outcomes (107, 108). Both reviews identified the same five non-controlled studies (109-113) and 
one of the reviews identified a sixth non-controlled study (114). The larger systematic review reported 
an overall healing rate of 97% in a mean 29.5 days (107). The majority of the studies that reported on 
adverse events, reported moderate incidences of infection (2-7%), transfer lesions (5-16%) amputations 
(2-9%) or ulcer recurrence (0-21%) (107). None reported patient preference or cost outcomes. 
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While controlled studies on this topic are lacking, we consider this procedure to be a promising 
intervention in patients with hammertoes and recalcitrant digital ulcers in particular that fail non-surgical 
treatment. However, the quality of the evidence for this recommendation is low. The possible benefits 
of digital flexor tenotomy may outweigh the potential harm. Patients who have digital ulcers that will not 
heal with non-surgical treatment may value and prefer treatment by flexor tenotomy, which may be 
performed in an outpatient setting, without need for subsequent immobilization. Costs and cost-
effectiveness of this procedure have not been evaluated. Thus, we consider the strength of this 
recommendation to be weak. 
 
 

OTHER ULCERS 

PICO 7: In people with a plantar DFU complicated by infection or ischaemia, which offloading 
intervention is effective for healing the DFU? 
 

Recommendation 7a: In a person with diabetes and a neuropathic plantar forefoot or midfoot ulcer 
with either mild infection or mild ischemia, consider using a non-removable knee-high offloading device 
to promote healing of the ulcer (Weak; Low). 
 

 

Recommendation 7b: In a person with diabetes and a neuropathic plantar forefoot or midfoot ulcer 
with both mild infection and mild ischemia, or with either moderate infection or moderate ischaemia, 
consider using a removable knee-high offloading device to promote healing of the ulcer. (Weak; Low). 
 

 

Recommendation 7c: In a person with diabetes and a neuropathic plantar forefoot or midfoot ulcer 
with both moderate infection and moderate ischaemia, or with either severe infection or severe 
ischemia, primarily address the infection and/or ischemia, and consider using a removable offloading 
intervention based on the patientÕs functioning, ambulatory status and activity level, to promote healing 
of the ulcer (Weak; Low). 

 
Rationale: Many plantar ulcers seen in clinical practice are not purely neuropathic ulcers, but have some 
level of infection and/or ischemia present. Due to the neuropathic origin and mechanical stress that 
often caused and still affects these ulcers, they do require offloading. However, health care professionals 
should be more cautious about which kind of offloading to use and when to use them if ulcers are 
complicated by infection or ischaemia. 
 
As identified in Recommendation 1, non-removable knee-high offloading devices can be considered for 
healing neuropathic plantar forefoot ulcers that have mild infection, mild-to-moderate amounts of 
exudate or mild ischaemia (34-36, 39, 45, 52). Non-removable offloading should not be used for 
moderate-to-severe infections or heavily exudating ulcers that require frequent local wound care or 
inspection, or moderate-to-severe ischaemia where there may be doubt on the potential for wound 
healing, or when both mild infection and mild ischaemia are present (34-36, 39, 45, 52). Removable 
knee-high offloading devices can be considered for healing ulcers with both mild infection and mild 

© 2019
The International Working Group on the Diabetic Foot

IWGDF Offloading Guideline

IWGDF
Guidelines



ischaemia present, or with heavy exudate, moderate infection or moderate ischaemia present, which all 
require frequent local wound care or inspection. However, if a neuropathic plantar forefoot ulcer is 
complicated by both moderate infection and moderate ischemia, or by severe infection or severe 
ischaemia, then the infection or ischemia should primarily be addressed and an offloading intervention 
should be applied based on the patientÕs function, ambulatory status, and activity level. 
 
The overall quality of evidence for these recommendations are low as they are collectively based on 
only a few observational studies (39, 45, 47, 48), interpretations from small sub-groups of patients with 
these complications in some larger controlled trials (49-51), and expert opinion, but with the notion 
that these plantar ulcers still require offloading for healing (33, 34). Furthermore, based on the lack of 
evidence, data missing on harm and benefits, patient preferences and costs, the strength of these 
recommendations are weak. 
 
PICO 8: In people with a plantar rearfoot DFU, which offloading intervention is effective to heal the 
DFU? 
 

Recommendation 8: In a person with diabetes and a neuropathic plantar heel ulcer, consider using a 
knee-high offloading device or other offloading intervention that effectively reduces plantar pressure on 
the heel and is tolerated by the patient, to promote healing of the ulcer. (Weak; Low). 

 
Rationale: Neuropathic plantar rearfoot ulcers are less prevalent than forefoot ulcers (115), but are 
considered more of a challenge to offload and heal (58). There is a paucity of evidence available on 
offloading interventions to treat plantar rearfoot ulcers (58).  
 
Our updated systematic review (31) identified only one controlled study that specifically reported 
healing outcomes for plantar rearfoot ulcers (78). This low-quality RCT reported that those ulcers 
offloaded with a TCC had shorter time-to-healing than those using therapeutic footwear (69 days vs 
107 days), but no statistical significance was reported (78). Another high-quality RCT compared a 
custom-made fiberglass heel cast with standard wound care in patients with heel ulcers, but of which 
most (72%) were non-plantar (21). The authors did not specifically report on plantar heel ulcers. This 
RCT is discussed under non-plantar ulcers. 
 
As outcomes on healing were limited, we assessed surrogate measures for offloading as previously 
recommended (11) and identified three controlled trials investigating plantar pressure reductions. One 
high-quality RCT found slightly greater rearfoot plantar pressure reductions from baseline barefoot 
pressure in participants wearing a TCC compared with those wearing a knee-high walker, but this 
difference was not significant (54% v 40%, p=0.11) (62). Another high-quality RCT found a significant 
increase in rearfoot plantar pressures in those undergoing an Achilles tendon lengthening procedure in 
combination with a TCC compared with those treated with a TCC alone (70.6±28.1 vs 55.8±30.7 
N/cm2, p=0.018) (116). The other low-quality non-randomized controlled trial reported rearfoot 
plantar pressures in a removable ankle-high walker intervention increased by 10% from baseline 
pressures in conventional footwear (117). 
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A number of cross-sectional within-subject designed studies also investigated the effect of different 
offloading interventions on rearfoot plantar pressures (65, 66, 118). Three investigated TCCs compared 
with knee-high walkers and found mixed results. One found TCCs had slightly greater rearfoot plantar 
pressure reduction (118), another found knee-high walkers reduced more rearfoot pressure (65), and a 
third found they were the same in pressure relief (66). Several others found removable knee-high 
devices (walkers and bivalved TCCs) had slightly greater rearfoot plantar pressure reductions than 
ankle-high devices (walkers, cast shoes, post-operative healing shoes) (65-67, 76), but not always to a 
statistically significant level (66, 67). Other studies found that removable ankle-high devices give greater 
rearfoot plantar pressure reduction than footwear (therapeutic and standard) (74-76). Heel-relief shoes 
are specifically designed to offload the heel, but have not been tested for efficacy on pressure relief to 
date. 
 
No controlled studies specifically reported on adverse events when treating those with rearfoot ulcers. 
However, one RCT found an increase in new plantar heel ulcer development in those undergoing 
Achilles tendon lengthening in combination with a TCC to heal forefoot ulcers compared with a TCC 
alone, but did not report significance (13% v 0%) (85). Otherwise we suggest the adverse events from 
different offloading interventions would be similar to those to heal a forefoot DFU. Thus, we consider 
that non-removable and removable knee-high devices have similar low incidence of harm, but 
potentially slightly higher than removable ankle-high devices. No studies have reported on preferences 
or costs for treating plantar rearfoot ulcers. 
 
In summary, there is some evidence that using knee-high offloading devices may be more effective in 
time-to-healing and reducing plantar pressures on the heel than other offloading interventions. 
However, based on one low-quality controlled trial comparing sub-groups and several non-controlled 
studies we rate the quality of evidence as low. When considering the benefits predominately related to 
small effects on time-to-healing and plantar pressure reductions compared to other offloading 
interventions, and given the paucity of data on harms, patient preferences and costs, we rate the 
strength of this recommendation as weak. Therefore, we recommend considering using a knee-high 
offloading device or any other offloading intervention that can demonstrate effective reduction of 
plantar pressure on the heel. 
 
PICO 9: In people with a non-plantar DFU, which offloading intervention is effective to heal the DFU? 
 

Recommendation 9: In a person with diabetes and a non-plantar foot ulcer, use a removable ankle-high 
offloading device, footwear modifications, toe spacers, or orthoses, depending on the type and location 
of the foot ulcer, to promote healing of the ulcer (Strong; Low). 
 
Rationale: Overall, there is very little evidence available on how to treat non-plantar foot ulcers. This is 
despite non-plantar DFU being prevalent and also needing relief from mechanical stress (115). Our 
updated systematic review (31) identified just one controlled trial that could partly address this topic 
(21). This large high-quality RCT compared a custom-made, fiberglass heel cast in additional to usual 
care with usual care alone (Òusual care was not uniformÓ) in patients that mostly (72%) had non-plantar 
heel DFUs (21). They found no differences in ulcer healing, adverse events or patient preferences, but 
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did find the heel cast had higher overall costs (21). Although patients with non-plantar DFU made up 
the majority of included patients, the RCT did not report outcomes specifically for the non-plantar DFU 
(21).  
 
Therefore, until new evidence becomes available and depending on the location of the non-plantar 
ulcer, we recommend that various modalities can be considered, including ankle-high offloading devices, 
modifications to conventional or therapeutic footwear, toe spacers, and orthoses. Footwear does not 
have to be therapeutic but can consist of properly fitting conventional footwear that prevents, or is 
modified to prevent, direct contact with the ulcer.  The modality chosen should be based on the 
principal that it prevents any mechanical stress or contact with the ulcer and is an appropriate fit for the 
rest of the foot so as not to produce new lesions.  
 
Based on the RCT and our expert opinion, we expect any potential harm such as lesions directly caused 
by these other modalities on the foot to be minimal. We also anticipate that patients will likely prefer 
the use of these modalities for treatment of their non-plantar foot ulcers, as they should increase the 
protection of their ulcer, compared with standard care. We also suggest the additional costs for applying 
these modalities are relatively low.  
 
In summary, due to the paucity of data, we rate the quality of evidence for this recommendation as low. 
However, we assessed the strength of this recommendation as strong. This is based on our opinion that 
these modalities compared with standard wound care alone would produce benefits in terms of DFU 
healing, mechanical stress reduction and patient preference, that should outweigh any harms or small 
costs of treatment. 
 
 

KEY CONTROVERSIES AND CONSIDERATIONS 

1. Since the last guidelines, the TCC is no longer the only gold standard treatment option to effectively 
heal plantar forefoot ulcers. Prefabricated removable knee-high walkers that are rendered non-
removable have been shown with more evidence over the last 4 years, to be as effective as the 
TCC. This has changed the traditional view on offloading, in which the main comparison was TCC 
versus any other offloading interventions, but is now non-removable knee-high offloading devices 
versus other offloading interventions. This has positive implications for those settings where casting 
materials or trained casting technicians are not available. In these settings, depending on patient 
preferences and fit, reliance on the correct use of prefabricated removable walkers made non-
removable for offloading is appropriate. 

2. In the large number of studies conducted on the efficacy of the TCC or non-removable knee-high 
walkers, many different versions, types and methods of devices and casts have been used. These 
different versions of devices may potentially lead to different outcomes and varied costs. Trials are 
needed in which these different versions of casting or walkers used are compared with each other, 
so that a more informed decision can be made on which type of cast or walker is best to use for 
non-removable knee-high offloading.  
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3. Likewise, there are many different offloading devices that are defined as an Òankle-high offloading 
deviceÓ such as ankle-high walker, forefoot offloading shoe, cast shoe, healing sandal, post-operative 
healing shoe, custom-made temporary shoe, etc. These devices can be just above-ankle or below-
ankle, prefabricated or custom-made and may lead to different outcomes and varied costs. More 
consideration should be given to studying the efficacy of each of these ankle-high offloading devices 
in healing foot ulcers to determine which of these devices are most effective on healing and plantar 
pressure outcomes, so that more informed decisions can also be made in clinical practice on which 
type is best to use for removable ankle-high offloading. 

4. Many RCTs on offloading do not directly measure the degree to which the mechanical stress on the 
ulcer has been changed by the offloading intervention. Such measurements improve not only our 
understanding of the role of offloading in healing but also other outcomes. A stronger focus is 
required on measuring the factors impacting on the mechanical stress levels that lead to different 
healing outcomes, such as plantar pressure, shear stress, weight-bearing activity that includes steps 
and standing duration, and adherence to using offloading devices. 

5. Offloading studies have focused almost exclusively on the treatment of non-complicated 
neuropathic plantar forefoot ulcers. Little data are available on the value of offloading in healing 
plantar foot ulcers complicated by infection or ischaemia, rearfoot ulcers, or non-plantar ulcers, even 
though these ulcers are from clinical experience now much more common than years ago. We 
have now addressed these specific foot ulcers in separate PICOs and recommendations, which are 
largely based on expert opinion. High quality studies on offloading ulcers other than the non-
complicated neuropathic plantar forefoot ulcer are still urgently needed. 

6. Adherence to an intervention is crucial in healing foot ulcers. It is consistently reported that those 
who do not adhere to an intervention present with worse healing outcomes. A stronger focus is 
required, both in research and in clinical practice, on the measurement and improvement of 
offloading treatment adherence. 

7. Surgical offloading has primarily been applied to heal foot ulcers in selected patients typically where 
other non-surgical offloading interventions have failed. More high-quality RCTs concerning surgical 
offloading procedures are required to determine the impact of surgical interventions on the healing 
of both non-complicated and complicated foot ulcers. 

8. Information on harms and other adverse events are critical to determine whether to use an 
offloading intervention or not, and if so, which one. Most RCTs are underpowered to determine if 
there are any differences in adverse events between offloading interventions. It is unlikely a RCT will 
be established to test for adverse events as the primary outcome. However, if future trials collect 
the same adverse events with the same definitions there is the possibility of pooling adverse event 
data in more homogenous meta-analyses that may better answer questions on which interventions 
cause fewer or more adverse events. We recommend future trials ensure they collect adverse 
events based on standard definitions as recommended by Jeffcoate et al. (11).  

9. Costs and cost-effectiveness have also received little attention in offloading studies, despite the fact 
that reimbursement through insured care is more and more dependent on proven cost-
effectiveness. While some cost studies have been performed since our previous guidelines in 2015, 
more attention is still warranted in view of the continuing pressure of healthcare cost containment. 
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10. The majority of interventions discussed are from studies from more economically developed 
countries with relatively temperate climates. While some of these interventions are broadly 
applicable, there is a need for more specific guidance on approaches to ulcer healing in these lower 
income regions where climate and/or resources may be a factor in which offloading device can be 
used, adherence to wearing the device and its efficacy. 

 
 

CONCLUDING REMARKS 

The global patient and economic burden of diabetic foot disease can be considerably reduced when 
evidence-based treatment is implemented by health-care professionals and multidisciplinary teams 
working on this medical problem. Arguably, offloading the foot ulcer, is one of the, if not the, most 
important intervention with the strongest evidence available for healing foot ulcers and reducing the 
global burden of diabetic foot disease. We think that following the recommendations for offloading 
treatment of diabetic foot ulcers in this guideline will help health care professionals and teams provide 
better care for persons with diabetes who have a foot ulcer and are at risk for infection, hospitalization 
and amputation.  
We encourage our colleagues, especially those working in diabetic foot clinics, to consider developing 
some forms of surveillance (e.g., registries, pathways) to monitor and attempt to improve their 
outcomes in persons with diabetes and a foot ulcer. We also encourage our research colleagues to 
consider our key controversies and considerations and conduct well-designed studies (11) in areas of 
offloading in which we find gaps in the evidence base so to better inform the diabetic foot community in 
the future on effective offloading treatment for persons with diabetes and a foot ulcer. 
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GLOSSARY 

Adverse events in relation to offloading treatment: general or local complications related directly or 
indirectly to the intervention regardless of whether they are serious. These include but are not limited 
to: falls; new pre-ulcerative lesion formation (abrasions, calls and blisters); new DFU formation; acute 
Charcot foot; infection; hospital admissions; amputation; death. 
Adherence to offloading intervention: The extent to which a personÕs behaviour corresponds with 
agreed recommendations for treatment from a healthcare provider, expressed as quantitatively as 
possible; usually defined as the proportion of time using the prescribed offloading intervention of the 
total time in which the intervention is prescribed to be used (e.g. % of the total weight bearing time that 
the patient was wearing the prescribed offloading device). 
Ambulatory activity: usually defined as the weight-bearing activity (average daily steps or strides of the 
foot on which the specific region of interest is located, e.g. DFU site). 
Ankle-high offloading device: an offloading device that extends no higher up the leg than just above the 
ankle level. Includes ankle-high walker, forefoot offloading shoe, cast shoe, healing sandal, post-operative 
healing shoe, and custom-made temporary shoe. 
Cast shoe: a removable plaster or fibreglass cast that extends to just below or at the ankle joint, 
moulded around the shape of the foot with total contact of the entire plantar surface. Examples are 
Mabal cast shoe, Ransart boot, or Scotch-cast boot. 
Complicated DFU: a plantar DFU that is complicated by infection and/or ischemia. 
Conventional footwear: off-the-shelf footwear with no specific properties for fitting or intended 
therapeutic effect. 
Custom-made insole: An insole that is custom-made to the individualÕs foot using a 2D or 3D 
impression of the foot, and that is often built-up in a multi-layer construction. This may also incorporate 
other features, such as a metatarsal pad or metatarsal bar. The insole is designed to conform to the 
shape of the foot, providing cushioning and redistribution of plantar pressure. The term ÒinsoleÓ is also 
known as ÒinsertÓ or ÒlinerÓ 
Custom-made (medical grade) footwear: Footwear uniquely manufactured for one person, when this 
person cannot be safely accommodated in pre-fabricated (medical grade) footwear. It is made to 
accommodate deformity and relieve pressure over at-risk sites on the plantar and dorsal surfaces of the 
foot. In-depth assessment, multiple measurements, impressions or a mould, and a positive model of a 
personÕs foot and ankle are generally required for manufacture. This footwear includes a custom-made 
insole. Also known as Òbespoke footwearÓ or Òorthopaedic footwearÓ. 
Custom-made temporary shoe: a unique, usually handmade shoe that is manufactured in a short time 
frame and is used temporarily to treat a foot ulcer. The shoe is built on a positive model of the patientÕs 
foot to accommodate deformity and relieve pressure over the ulcer site on the plantar surface of the 
foot. 
Diabetes-related foot ulcer (DFU): see IWGDF definitions and criteria document (46). 
DFU healing: defined as number or percentage of healed DFUs by a fixed time (e.g. % of DFUs healed 
after 12 weeks of intervention), or time-to-healing a DFU. 
Extra-depth footwear: Footwear constructed with additional depth and volume in order to 
accommodate deformity such as claw/hammer toes and/or to allow for space for a thick insole. Usually 
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a minimum of 5 millimetres (~3/16Ó) depth is added compared to off-the-shelf footwear. Even greater 
depth is sometimes provided in footwear that is referred to as double depth or super extra-depth. 
Footwear: defined broadly as any shoe-gear and including insoles.  
Forefoot offloading shoe: prefabricated shoe especially designed for relieving forefoot locations on the 
foot. The footwear has a specific shape with a wedge design and the outsole portion missing in the 
forefoot. These shoes are usually worn unilaterally.  
Half-shoe: prefabricated shoe designed to offload the forefoot. The anterior part of the shoe is cut out, 
leaving the heel and the midfoot as the only weight-bearing surfaces. 
Healed DFU: see IWGDF definitions and criteria document (46). 
Heel-relief shoe: shoe designed to offload the heel. The heel part is missing from the footwear, and its 
sole arrangement is constructed in such a way that the heel is not loaded when walking. 
In-shoe orthoses: devices put inside the shoe to achieve some alteration in the function of the foot.  
Knee-high offloading device: an offloading device that extends up the leg to a level just below the knee 
(e.g. knee-high total contact cast (TCC), knee-high removable walker). 
Non-plantar: see IWGDF definitions and criteria document (46). 
Non-removable offloading device: an offloading device that cannot be removed by the patient (e.g. 
TCC, removable knee-high walker rendered non-removable (non-removable walker), etc.). 
Non-surgical offloading intervention: any intervention undertaken with the intention of relieving 
mechanical stress (pressure) from a specific region of the foot that does not involve a surgical procedure 
(includes offloading devices, footwear, and other offloading techniques). 
Non-removable walker: prefabricated removable knee-high walker wrapped with a layer(s) of fiberglass 
cast material circumferentially rendering it non-removable to the patient (also known as Òinstant total 
contact castÓ). 
Offloading: the relief of mechanical stress (pressure) from a specific region of the foot. 
Offloading device: any custom-made or prefabricated device designed with the intention of relieving 
mechanical stress (pressure) from a specific region of the foot (e.g. total contact cast (TCC), (non-
)removable walker, knee-high walker, ankle-high walker, ankle foot orthoses, healing sandal, cast shoe, 
forefoot offloading shoe, etc.). Note that this excludes footwear. 
Offloading intervention: any intervention undertaken with the intention of relieving mechanical stress 
(pressure) from a specific region of the foot (includes surgical offloading techniques, offloading devices, 
footwear, and other offloading techniques). 
Other offloading techniques: any other technique undertaken with the intention of relieving mechanical 
stress (pressure) from a specific region of the foot that is not a surgical offloading treatment, offloading 
device or footwear (e.g. bed rest, crutches, wheelchairs, offloading dressings, felted foam/padding, callus 
debridement, gait retraining, foot-related exercises, patient education, etc.). 
PICO: the PICO process is a technique used to frame evidence-based clinical questions. PICO stands 
for: (P): Population; (I): Intervention; (C): Control; (O): Outcome. 
Plantar: see IWGDF definitions and criteria document (46). 
Plantar pressure: see IWGDF definitions and criteria document (46). 
Post-operative healing shoe: prefabricated shoe with roomy and soft upper worn after an operation of 
the foot. 
Removable offloading device: an offloading device that can be removed by the patient (e.g. removable 
walker, forefoot offloading shoe, cast shoe, healing sandal, etc.). 
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Rocker outsole: rigid outsole with a sharp transition that aims to rock the shoe forward. during late 
support to allow walking without extension of the metatarsal-phalangeal joints. 
Shoe modification: modification to an existing shoe with an intended therapeutic effect, for example, 
pressure relief. 
Standard therapeutic footwear: off-the-shelf shoe with intended therapeutic effect but without any 
customization to the patientÕs foot. 
Surgical offloading intervention: a surgical procedure or technique undertaken with the intention of 
relieving mechanical stress (pressure) from a specific region of the foot (e.g. Achilles tendon lengthening, 
metatarsal head resection, osteotomy, arthroplasty, ostectomy, exostectomy, external fixation, flexor 
tendon transfer or tenotomy, silicone injections, tissue augmentation, etc.).  
Therapeutic footwear: Generic term for footwear designed to have some therapeutic effect that 
cannot be provided by or in a conventional shoe. Custom-made shoes or sandals, custom-made insoles, 
extra-depth shoes, and custom-made or prefabricated medical grade footwear are examples of 
therapeutic footwear. 
Toe orthosis: an in-shoe orthosis to achieve some alteration in the function of the toe. 
Total contact cast (TCC): a custom-made, well-moulded, minimally padded, knee-high non-removable 
fiberglass or plaster cast that maintains total contact with the entire plantar surface and lower leg. The 
cast is often worn with an attachable sole that protects the cast and facilitates walking. 
Ulcer area reduction: defined as the proportion of ulcer area reduction from baseline over a given 
period of time (e.g. % ulcer area reduction at 4 or 6 weeks from the start of the observation period) 
(1). 
Uncomplicated DFU: non-infected, non-ischaemic neuropathic plantar DFU. 
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ABSTRACT 

The International Working Group on the Diabetic Foot (IWGDF) has published evidence-based 
guidelines on the prevention and management of diabetic foot disease since 1999. This guideline is on 
the diagnosis, prognosis and management of peripheral artery disease in patients with foot ulcers and 
diabetes and updates the previous IWGDF guideline. 
Up to 50% of patients with diabetes and foot ulceration have concurrent peripheral artery disease 
(PAD), which confers a significantly elevated risk of adverse limb events and cardiovascular disease. We 
know that the diagnosis, prognosis and treatment of these patients are markedly different to patients 
with diabetes who do not have PAD and yet there are few good quality studies addressing this 
important sub-set of patients.  
We followed the GRADE methodology to devise clinical questions and critically important outcomes in 
the PICO format, to conduct a systematic review of the medical-scientific literature, and to write 
recommendations and their rationale. The recommendations are based on the quality of evidence found 
in the systematic review, expert opinion where evidence was not available, and a weighing of the 
benefits and harms, patient preferences, feasibility and applicability, and costs related to the intervention.  
We here present the updated 2019 guidelines on diagnosis, prognosis and management of PAD in 
patients with a foot ulcer and diabetes, and we suggest some key future topics of particular research 
interest. 
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RECOMMENDATIONS 

1. Examine the feet of all patients with diabetes annually for the presence of peripheral artery 
disease, even in the absence of foot ulceration. At a minimum, this should include taking a 
relevant history and palpating foot pulses. (Strength of the recommendation: Strong; Quality of 
the evidence: Low) 

2. Clinically examine (by relevant history and palpation of foot pulses) all patients with diabetes 
and foot ulceration for the presence of peripheral artery disease. (Strong; Low) 

3. As clinical examination does not reliably exclude peripheral artery disease (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. No 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 the presence of ABI 0.9-1.3, toe brachial index ≥0.75 
and triphasic pedal Doppler waveforms. (Strong; Low)  

4. Perform at least one of the following bedside tests in a patient with a diabetic foot ulcer and 
peripheral artery disease, any of which increases the pre-test probability of healing by at least 
25%: a skin perfusion pressure ≥40 mmHg; a toe pressure ≥30 mmHg; or, a transcutaneous 
oxygen pressure (TcPO2) ≥25 mmHg. (strong; moderate)  

5. Use the WIfI (Wound/Ischaemia/foot Infection) classification system as a means to stratify 
amputation risk and revascularisation benefit in a patient with a diabetic foot ulcer and 
peripheral artery disease. (Strong; Moderate) 

6. Always consider urgent vascular imaging, and revascularisation, in a patient with a diabetic foot 
ulcer and an ankle pressure <50mmHg, ABI <0.5, a toe pressure <30 mmHg or a TcPO2 <25 
mmHg. (Strong; Low)  

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 4-6 weeks despite good standard of care. 
(Strong; Low) 

8. Always consider revascularisation in a patient with a diabetic foot ulcer and peripheral artery 
disease, irrespective of the results of bedside tests, when the ulcer is not healing within 4-6 
weeks despite optimal management. (Strong; Low). 

9. Do not assume diabetic microangiopathy, when present, is the cause of poor healing in patients 
with a diabetic foot ulcer, therefore always consider other possibilities for poor healing. (Strong; 
Low) 

10. Use any of the following modalities to obtain anatomical information when considering 
revascularising a patientÕs lower extremity: colour Duplex ultrasound; computed tomographic 
angiography; magnetic resonance angiography; or, intra-arterial digital subtraction angiography. 
Evaluate the entire lower extremity arterial circulation with detailed visualisation of below-the-
knee and pedal arteries, in an anteroposterior and lateral plane. (Strong; Low) 

11. When performing revascularisation 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 
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region of the ulcer. After the procedure, evaluate its effectiveness with an objective 
measurement of perfusion. (Strong; Low) 

12. As evidence is inadequate to establish whether an endovascular, open or hybrid 
revascularisation technique is superior, make decisions based on individual factors, such as 
morphological distribution of peripheral artery disease, availability of autogenous vein, patient 
co-morbidities and local expertise. (Strong; Low) 

13. Any centre treating patients with a diabetic foot ulcer should have expertise in, and rapid access 
to facilities necessary to diagnose and treat, PAD, including both endovascular techniques and 
bypass surgery. (Strong; Low)  

14. Ensure that after a revascularisation 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) 

15. Urgently assess and treat patients with signs or symptoms of peripheral artery disease and a 
diabetic foot infection, as they are at particularly high risk for major limb amputation. (Strong; 
Moderate) 

16. Avoid revascularisation in patients in whom, from the patientÕs perspective, the riskÐbenefit ratio 
for the probability of success of the procedure is unfavourable. (Strong; Low) 

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)  

 
 

INTRODUCTION 

The global burden of diabetes has increased rapidly over the past decade and many international bodies 
now consider diabetes a public health emergency. Health professionals and patients are becoming 
increasingly aware of the seriousness of diabetes-related complications. Yet despite substantial increase 
in awareness, the introduction of dedicated screening programmes and specialised interdisciplinary care 
teams in many developed countries, the number of people with diabetes has quadrupled since 1980 
and the pooled estimate of worldwide prevalence of diabetes and foot ulceration is approximately 3% 1 
in community-based cohorts, with a wide variation in rates of major amputation across the world 2.  
 
It is estimated that in middle and high income countries up to 50% of patients with diabetes and foot 
ulceration have underlying peripheral artery disease (PAD) 3 4, whereas neuropathic ulcers are possibly 
more prevalent in low income countries 5 6. In patients with diabetes, PAD may remain undiagnosed 
until the patient presents with (severe) tissue loss, as many patients typically lack the classic preceding 
clinical symptoms of PAD such as claudication or rest pain 7 8. Diagnostic tests may be less reliable due 
to the presence of peripheral neuropathy, medial arterial calcification 9 and peripheral oedema. 
However, it is important to identify PAD in patients with diabetic foot ulceration (DFU) at the earliest 
possible stage, as the presence of PAD is associated with increased risk of non-healing ulcers, infection 
and major limb amputation, as well as an elevated risk of cardiovascular morbidity and overall mortality 
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10 11 12 13 14. The prognosis of a patient with diabetes, PAD and foot ulceration requiring amputation is 
worse than many common cancers Ð up to 50% of patients will not survive 5 years 4 15.  
 
There are several guidelines for the management of patients with PAD and chronic limb threatening 
ischaemia (CLTI). However, most studies reporting on PAD outcomes fail to include a diabetes sub-
group, although it is likely that many of the included patients actually have diabetes. Moreover, many 
studies reporting on PAD and diabetes include only patients with intact feet, or do not adequately 
describe the presences of neuropathy, ulcer, infection or other contributing factors to poor outcomes 16. 
 
There is no doubt that patients with diabetes and PAD represent a special sub-group. They tend to 
have a different clinical presentation, natural history and outcomes. Patients frequently present with 
severe tissue loss without significant symptoms, which may rapidly progress to limb loss; further 
characteristics are described in Table 1. As such, there is clearly a need for further research into this 
unique sub-group of patients with diabetes, foot ulceration and PAD in order that we may improve 
outcomes around the world. 
 
Table 1. 74 

Characteristics of PAD in people with diabetes (compared to people without diabetes) 

More common  

Affects younger individuals 

Multi-segmental and bilateral 

More distal  

More medial calcification 

Impaired collateral formation  

Faster progress with higher risk of amputation  

 
This guideline is an update of the previous IWGDF Guideline on PAD 17, and is part of the IWGDF 
Guidelines on the prevention and management of diabetic foot disease. We aim to provide evidence-
based recommendations on the diagnosis, prognosis, and management of PAD in patients with a foot 
ulcer and diabetes.  
 
 

METHODS 

In this guideline we have followed the GRADE methodology, which is structured around clinical 
questions in the PICO-format (Patient-Intervention-Comparison-Outcome), systematic searches and 
assessment of the available evidence, followed by developing recommendations and their rationale 18 19. 
 
First, a multidisciplinary working group of independent experts (the authors of this guideline) was 
installed by the IWGDF editorial board. The members of the working group devised the clinical 
questions, which were revised after consultation with external experts from various geographical regions 
and the IWGDF Editorial Board. The aim was to ensure the relevance of the questions for clinicians and 
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other health care professionals in providing useful information on the diagnosis, prognosis and 
management of peripheral artery disease in persons with diabetes and a foot ulcer. We also formulated 
what we considered critically important outcomes relevant for daily care, using the set of outcomes 
defined by Jeffcoate et al. 16 as a reference guide.  
 
Second, we systematically reviewed the literature to address the agreed upon clinical questions. For 
each assessable outcome we graded the quality of evidence based on the risk of bias of included studies, 
effect sizes, presence of inconsistency, and evidence of publication bias (the latter where appropriate). 
We then rated the quality of evidence as ÔhighÕ, ÔmoderateÕ or ÔlowÕ. The systematic review(s) supporting 
this guideline are published separately 20 21 22.  
 
Third, we formulated recommendations to address each clinical question. We aimed to be clear, specific 
and unambiguous on what we recommend, for which persons, and under what circumstances. Using the 
GRADE system we provided the rationale for how we arrived at each recommendation, based on the 
evidence from our systematic review(s) 20 21 22, expert opinion where evidence was not available, and a 
careful weighing of the benefits and harms, patient preferences, and financial costs (resource utilization) 
related to the intervention or diagnostic method 18 19. Based on these factors, we graded the strength of 
each recommendation as ÔstrongÕ or ÔweakÕ, and for or against a particular intervention or diagnostic 
method. All our recommendations (with their rationales) were reviewed by the same international 
experts who reviewed the clinical questions, as well as by the members of the IWGDF Editorial Board.  
 
We refer those seeking a more detailed description on the methods for developing and writing these 
guidelines to the ÔIWGDF Guidelines development and methodologyÕ document 23. 
 
 

DIAGNOSIS 

PICO: In a person with diabetes and no foot ulceration, which symptoms and signs (clinical 
examination) should clinicians examine in order to identify or exclude peripheral artery disease? 
 

Recommendation 1: Examine the feet of all patients with diabetes annually for the presence of 
peripheral artery disease, even in the absence of foot ulceration. At a minimum, this should include 
taking a relevant history and palpating foot pulses. (Strong; Low) 

Rationale: This recommendation is in line with other (inter)national guidelines on the management of 
diabetes, recommending yearly screening for PAD in subjects with diabetes 24 25 26. In addition to absent 
foot pulses, specific clinical findings that alert the healthcare professional to the presence of PAD include 
the presence of femoral bruits and a slow venous filling time 27 8 . Symptoms and signs of PAD, such as 
claudication, absent pulses and a low ABI, were identified as predictors of future ulceration in a recent 
systematic review 28, however classical signs may be absent in patients with PAD and a DFU. Patients 
with diabetes and these signs of PAD should therefore be reviewed more frequently. Moreover, 
individuals with PAD have an elevated risk of other cardiovascular diseases, necessitating strategies to 
address these problems as well 29. 
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PICO: In a person with diabetes and a foot ulcer, which symptoms and signs (clinical examination) 
should clinicians examine in order to identify or exclude peripheral artery disease? 
 

Recommendation 2: Clinically examine (by relevant history and palpation of foot pulses) all patients 
with diabetes and foot ulceration for the presence of peripheral artery disease. (Strong; Low) 

Rationale: Few data exist about the accuracy of symptoms or clinical examination for the identification 
of PAD in patients with diabetes and foot ulceration. Although a properly performed medical history 
and clinical examination can suggest the presence of PAD in a patient with a foot ulcer, their sensitivity 
is too low to rule out PAD in all patients. Many patients with diabetes and PAD have few or atypical 
symptoms7 and in our experience, patients can have severe tissue loss with limited symptoms. The 
paucity of symptoms may be related to the presence of co-existing neuropathy and loss of pain 
sensation. Foot temperature may be unreliable due to arterio-venous shunting resulting in a relatively 
warm foot 30. The palpation of foot pulses should form a key part of the initial clinical examination, 
however the presence of palpable foot pulses cannot be used in isolation to reliably exclude PAD. For 
example, in a screened primary care population of patients > 50 years more than two thirds of patients 
with PAD had a detectable pulse 31. Even in the hands of a skilled examiner, palpable pulses may be 
present despite the presence of significant ischaemia 32. Therefore, a more objective evaluation should 
be performed in all patients with a foot ulcer.  
 
 
PICO: In a person with diabetes and a foot ulcer which ÔbedsideÕ diagnostic procedure, alone or in 
combination, has the best performance in diagnosing or excluding peripheral artery disease? 
 

Recommendation 3: As clinical examination does not reliably exclude peripheral artery disease (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. No 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 the presence of ABI 0.9-1.3, toe brachial index ≥0.75 and triphasic pedal Doppler 
waveforms. (Strong; Low)  

Rationale: In addition to clinical history and examination, an objective evaluation should be performed in 
all patients with a foot ulcer. As discussed in our systematic review 20, an ABI (<0.9) is a useful test for 
the detection of PAD. However, an ABI >0.9 does not rule out PAD. The majority of patients with 
PAD and a foot ulcer will have (autonomic) peripheral neuropathy, which is associated with medial wall 
calcification (Mšnckeberg sclerosis) of the arteries in the lower leg, resulting in rigid arteries and an 
elevated ABI, adversely affecting the utility of the test 9. It should be noted that medial calcification does 
not necessarily cause arterial stenosis and reduced blood flow 33 29. The detection of a triphasic pedal 
Doppler arterial waveform with a handheld Doppler appears to provide stronger evidence for the 
absence of PAD. The same applies for measurement of a toe brachial index, which makes the presence 
of PAD unlikely if it is ≥0.75 20 and provides additional information compared to the ABI, particularly in 
patients with severe PAD below the ankle 34. Unfortunately, toe pressures may also be falsely elevated 
by the same factors that affect ABI (including digital artery calcification). There is insufficient evidence to 
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support the use of a single bedside diagnostic test for PAD that may be used for all patients with 
diabetes and foot ulceration 35. However recent studies suggest that TBI and tibial waveforms 
(measured at the level of the medial malleolus, the dorsalis pedis and in the mid-calf for the peroneal 
artery) are the most useful non-invasive tests to select patients for diagnostic imaging 36 37. Using more 
than one test in parallel certainly improves diagnostic accuracy 35 38 39.  
 
There are no definitive data on the absolute threshold or ÔnormalÕ values of non-invasive tests for 
people with diabetes and foot ulceration. Previous studies examining the use of bedside tests to 
diagnose PAD have used pre-determined threshold values, however there is no information available 
about other thresholds that may be of interest. We suggest that PAD is a less likely diagnosis in the 
presence of ABI 0.9-1.3, toe brachial index ≥0.75 and triphasic pedal Doppler waveforms, however this 
should be complimented by definitive imaging where uncertainty remains. 
 
All bedside techniques should be performed by trained healthcare professionals in a standardised 
manner. There is insufficient evidence to confidently recommend the use of any of the aforementioned 
bedside non-invasive diagnostic modalities over another for the detection of PAD. Healthcare 
professionals should be aware of the limitations of each modality and must decide which, either singly or 
in combination, to use, given their local expertise and test availability.  
 
 

PROGNOSIS 

PICO: In a person with diabetes foot ulceration and PAD, which clinical signs, symptoms or non-invasive 
bedside tests may predict ulcer healing and amputation? 
 

Recommendation 4: Perform at least one of the following bedside tests in a patient with a diabetic foot 
ulcer and peripheral artery disease, any of which increases the pre-test probability of healing by at least 
25%: a skin perfusion pressure ≥40 mmHg; a toe pressure ≥30 mmHg; or, a transcutaneous oxygen 
pressure (TcPO2) ≥25 mmHg. (strong; moderate)  

 

Recommendation 5: Use the WIfI (Wound/Ischaemia/foot Infection) classification system as a means to 
stratify amputation risk and revascularisation benefit in a patient with a diabetic foot ulcer and peripheral 
artery disease.  (Strong; Moderate) 

 

Recommendation 6: Always consider urgent vascular imaging, and revascularisation, in a patient with a 
diabetic foot ulcer and an ankle pressure <50mmHg, ABI <0.5, a toe pressure <30 mmHg or a TcPO2 
<25 mmHg. (Strong; Low)  

 

Recommendation 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 4-6 weeks despite good standard of 
care. (Strong; Low). 
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Recommendation 8: Always consider revascularisation in a patient with a diabetic foot ulcer and 
peripheral artery disease, irrespective of the results of bedside tests, when the ulcer is not healing within 
4-6 weeks despite optimal management. (Strong; Low).  

 

Recommendation 9: Do not assume diabetic microangiopathy, when present, is the cause of poor 
healing in patients with a diabetic foot ulcer, therefore always consider other possibilities for poor 
healing. (Strong; Low) 

Rationale: In our systematic review, the most useful tests for predicting healing in an ulcerated foot 
were skin perfusion pressure (≥40 mmHg), toe pressure (≥30 mmHg) and TcPO2 (≥25 mmHg) 21. All 
increased the pre-test probability of healing by at least 25% in one or more study. Given the variability 
of PAD in terms of its distribution, severity and symptoms, it is unsurprising that no single measure 
performed with consistent accuracy for the prediction of healing. Interpretation of the specific 
characteristics of PAD that predict healing, or failure to heal, of a diabetic foot ulcer should be taken in 
the context of the quality of the published literature, which is limited.  
 
Most available data in the literature are based on univariable analysis, and these PAD measures should 
all be interpreted in the context of other determinants of outcome. Given the relatively poor chance of 
healing and the increased risk of amputation in patients with a toe pressure<30mmHg or a TcPO2 
<25mmHg, we suggest imaging and consideration of revascularisation in these patients. The ABI has 
very little value in predicting ulcer healing 40, but an ABI <0.5 and/or an ankle pressure <50mmHg does 
confer a higher risk of amputation. Urgent imaging and treatment should also be considered in patients 
with PAD and higher pressure levels, in the presence of other predictors of poor prognosis, including 
infection or large ulcer surface area 41. A recent study has suggested that perfusion angiography may 
predict early major amputation but this needs further confirmation 42. Finally, in light of their limited 
diagnostic and prognostic utility, none of the tests described earlier can completely rule out PAD as a 
cause of impaired wound healing in a foot ulcer that does not respond to optimal treatment. Vascular 
imaging should therefore be performed in these patients in order to determine if the patient would 
benefit from revascularisation. In an observational study, shorter time to revascularisation (<8 weeks) 
was associated with a higher probability of healing of ischaemic foot ulcers 43. Additionally, a recent 
retrospective study demonstrated that patients with diabetes who experienced a delay of greater than 2 
weeks from presentation to revascularisation were at a significantly increased risk of limb loss 44. These 
studies suggest that an aggressive approach with early revascularisation might improve outcome but 
these procedures are not without risk as summarised below 22. The zealous approach of Ôthe sooner the 
betterÕ may be tempting, however this should be also mitigated by the finding that up to 50% of patients 
with DFU and PAD who do not undergo revascularisation may be expected to heal their foot ulcers 10. 
There is therefore no Ôone size fits all approachÕ and each case should be evaluated on an individual 
basis. 
 
We recommend considering revascularisation in all patients with diabetes, PAD and a foot ulcer, 
irrespective of the results of bedside tests, when the ulcer does not improve within 4-6 weeks despite 
optimal management. Due to the multiple factors contributing to non-healing, it is impossible to 
determine the optimal duration of a trial of conservative management before considering imaging and 
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vascular intervention. A post hoc analysis of a clinical trial suggested that a 4-week period is sufficient in 
patients with uncomplicated neuropathic foot ulcers to assess the likelihood of healing 45. For pragmatic 
reasons, based on expert opinion, we suggest considering vascular imaging and subsequent 
revascularisation in neuro-ischaemic ulcers that do not improve within 6 weeks and have no other likely 
cause of poor wound healing.  
 
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, 
comorbidities such as heart failure and end-stage renal disease 46. As discussed in our IWGDF 
classification guideline 47, the Wound, Ischemia and Foot infection (WIfI) classification system can guide 
the clinician in estimating the risk of amputation and potential benefit of revascularisation. This system 
categorises the patientÕs ulcer, severity of ischaemia based on non-invasive tests and the severity of 
infection based on the IWGDF/IDSA classification. The WIfI system was generated from expert 
consensus and subsequently validated in diabetes and non-diabetes populations48. The scoring system is 
summarised in Table 2, is discussed in our classification guideline, and is freely available to download as a 
calculator tool 47 49. Finally, the chance of healing will be related to the subsequent quality of care, which 
should address any of these aforementioned problems. 

 
Table 2. 48 
Wound   
Grade DFU Gangrene 
0 No ulcer No gangrene 

Clinical description: minor tissue loss. Salvageable with simple digital amputation (1 or 2 digits) or 
skin coverage. 

1 Small, shallow ulcer(s) on distal leg or foot; no 
exposed bone, unless limited to distal phalanx 

No gangrene 

Clinical description: minor tissue loss. Salvageable with simple digital amputation (1 or 2 digits) or 
skin coverage. 

2 Deeper ulcer with exposed bone, joint or 
tendon; generally not involving the heel; 
shallow heel ulcer, without calcaneal 
involvement 

Gangrenous changes limited to digits 

Clinical description: major tissue loss salvageable with multiple (! 3) digital amputations or 
standard transmetatarsal amputation (TMA) ± skin coverage. 

3 Extensive, deep ulcer involving forefoot 
and/or midfoot; deep, full thickness heel ulcer 
± calcaneal involvement 

Extensive gangrene involving forefoot 
and /or midfoot; full thickness 
heel necrosis 6 calcaneal involvement 

Clinical description: extensive tissue loss salvageable only with a complex foot reconstruction or 
non-traditional TMA (Chopart or Lisfranc); flap coverage or complex wound management needed 
for large soft tissue defect 

! !
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Ischemia    
Grade Ankle-Brachial Index Ankle systolic pressure 

(mmHg) 
Toe Pressure, Transcutaneous 
oxygen pressure 
(mmHg) 

0 ≥ 0.80 >100 ≥60 
1 0.6-0.79 70-100 40-59 
2 0.4-0.59 50-70 30-39 
3 ≤0.39 <50 <30 
 
Foot Infection 
Grade Clinical manifestations 
0 No symptoms or signs of infection 

Infection present, as defined by the presence of at least 2 of the following items: 
• Local swelling or induration 
• Erythema >0.5 to ≤2 cm around the ulcer 
• Local tenderness or pain 
• Local warmth 
• Purulent discharge (thick, opaque to white, or sanguineous secretion) 

1 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 (e.g., trauma, gout, acute Charcot 
neuro-osteoarthropathy, fracture, thrombosis, venous stasis) 

2 Local infection (as described above) with erythema >2 cm, or involving structures deeper than 
skin and subcutaneous tissues (e.g., abscess, osteomyelitis, septic arthritis, fasciitis), and 
No systemic inflammatory response signs (as described below) 

3 Local infection (as described above) with the signs of SIRS, as manifested by two or more of 
the following: 

• Temperature >38¼C or <36¼C 
• Heart rate >90 beats/min 
• Respiratory rate >20 breaths/min or PaCO2 <32 mm Hg 
• White blood cell count >12,000 or <4000 cu/mm or 10% immature (band) forms 

SIRS = systemic inflammatory response signs 
 
In the past, microangiopathy was thought to be an important cause of poor healing of a diabetic foot 
ulcer. However, there is currently no evidence to support this notion, and PAD remains the most 
important cause of impaired perfusion of the foot in a patient with diabetes 50. However, it should be 
noted that PAD is not the only cause of reduced perfusion in a lower extremity because oedema and 
infection can also result in a decrease in tissue oxygenation, and these should all be treated 
appropriately 51 52. 
 

TREATMENT 
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PICO: In a person with diabetes and foot ulceration, which diagnostic imaging modalities to obtain 
anatomical information are most useful when considering revascularisation? 
 

Recommendation 10: Use any of the following modalities to obtain anatomical information when 
considering revascularising a patientÕs lower extremity: colour Duplex ultrasound; computed 
tomographic angiography; magnetic resonance angiography; or, intra-arterial digital subtraction 
angiography. Evaluate the entire lower extremity arterial circulation with detailed visualisation of below-
the-knee and pedal arteries, in an anteroposterior and lateral plane. (Strong; Low) 

Rationale: Deciding who needs lower limb arterial revascularisation and determining what procedure is 
the most appropriate to achieve revascularisation requires appropriate imaging to guide therapy. It is 
unacceptable to rely on clinical examination alone prior to performing a revascularisation procedure. 
Anatomical information on the arteries of the lower limb should be obtained to assess the presence, 
severity and distribution of arterial stenoses or occlusions. Obtaining detailed imaging of below-the-knee 
and pedal arteries, especially with a dedicated assessment of the pedal circulation, is critically important 
in patients with diabetes. Techniques to define the lower limb arterial system in patients with diabetes 
include Duplex ultrasound, magnetic resonance angiography, computed tomography angiography and 
digital subtraction angiography 50.  
 
Briefly, Colour Duplex ultrasound (CDUS) provides both anatomic details and a physiologic assessment 
of blood flow at specific arterial sites. By scanning sequentially from the abdominal to the tibial arteries, 
the entire lower extremity arterial circulation can be directly evaluated. However, diffuse multi-
segmental involvement, calcification and oedema may hamper the investigation. CDUS has the 
advantage of being a non-invasive test but it requires sophisticated equipment and specialized expertise 
and is not appropriate as a routine screening test. In computed tomography angiography (CTA), an 
iodinated contrast medium is injected intravenously and the vascular tree from the level of the renal 
arteries down to the foot can be visualised. Severe calcification may hamper the evaluation of smaller 
arteries, especially in the lower leg. Further disadvantages are potential allergic reactions and the 
development of contrast-induced nephropathy, particularly in patients with pre-existing renal disease or 
cardiac failure. In contrast-enhanced magnetic resonance angiography (CE-MRA) gadolinium is used as 
contrast and with dedicated techniques images can be obtained from the abdominal aorta down to the 
foot. A major advantage of CE-MRA is the use of a contrast agent with low nephrotoxicity, 
disadvantages include the limited special resolution and artefacts because of previous stent placement. 
However, its use is limited in patients with implants, such as pacemakers and claustrophobia and in 
patients with severe renal insufficiency (creatinine clearance <30mL/min) use of gadolinium-containing 
contrast is (relatively) contraindicated because of the risk of developing nephrogenic systemic fibrosis. 
Newer non-gadolinium agents, such as ultrasmall superparamagnetic particles of iron oxide (which has a 
number of magnetic resonance applications), may be alternative and safer agents in patients with 
compromised renal function 53. 
 
Intra-arterial digital subtraction angiography is still regarded as the gold standard for arterial imaging 
because of its high spatial resolution. It has the advantage of allowing endovascular therapy during the 
same procedure but has the disadvantage of the use of an iodinated contrast medium and is an invasive 
procedure, associated with potential complications of arterial puncture.  
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Healthcare professionals should be aware of these techniques and of their limitations in individual 
patients. The decision on which imaging modality to use will depend upon patient contraindications as 
well as local availability and expertise. 
 
PICO: What are the aims and methods of revascularisation and onward management in a person with 
diabetes, foot ulceration and PAD? 
 

Recommendation 11: When performing revascularisation 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) 

Rationale: The natural history of patients with diabetes, PAD and an ulcerated foot remains poorly 
defined, but in two studies reporting the outcomes of patients with diabetes and limb ischaemia who 
were not revascularised, the limb salvage rate was around 50% at 1 year 10 54. After a revascularisation 
procedure, most studies report limb salvage rates of 80Ð85% and ulcer healing in >60% at 12 months 22. 
The quality of evidence is generally low due to the poorly defined population cohorts, variability of 
indications for intervention and multiple potentially confounding factors. Patients undergoing 
revascularisation are at increased risk of peri-operative mortality and the highest risk group is those 
patients with diabetes, PAD and end-stage renal disease, who have a 5% peri-operative mortality, 40% 
1-year mortality and 1-year limb salvage rates of around 70% 22.  
 
Historically, the aim of revascularisation in patients with PAD has been to achieve inline pulsatile flow to 
the foot, usually by targeting the best vessel available. However, more recently, the angiosome-directed 
approach has been advocated but remains a subject of much debate 55 56. According to this theory, the 
foot can be divided into three-dimensional blocks of tissue, each with its own feeding artery. Direct 
revascularisation would result in a restoration of pulsatile blood flow through the feeding artery to the 
area where the ulcer is located, while with indirect revascularisation flow is restored through collateral 
vessels deriving from neighbouring angiosomes. By targeting revascularisation at the vessel directly 
supplying the anatomical area (angiosome) of tissue loss, the theory is that this will be a more effective 
method of revascularisation than simply targeting the best vessel, which may not supply the area of 
tissue loss. A recent retrospective study of endovascular limb salvage attempts in patients with DFU 
suggested that indirect angiosome revascularisation was associated with poorer outcomes than direct 
revascularisation 57. However, due to lack of clear definitions and factors like selection bias, the 
effectiveness of the angiosome concept in patients with diabetes is unknown 58 59 60 55. Particularly in 
patients with diabetes who usually have poor collaterals, restoration of flow to an artery directly 
supplying the affected area seems the best approach during an endovascular procedure 56. Successfully 
opening one or more occluded vessels is not the same as a clinically successful procedure and before 
the procedure is terminated blood flow to the ulcer area should therefore be assessed. If feasible, 
opening multiple arteries may be useful provided at least one supplies the ischaemic area directly 55. 
 
The effectiveness of a revascularisation procedure should preferably be evaluated with objective 
perfusion measurements. We have not provided target perfusion pressures in this recommendation, as 
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there is no robust evidence to support such an approach. We previously suggested revascularisation 
should achieve a minimum skin perfusion pressure of 40mmHg, toe pressure >30mmHg or TcPO2 
>25mmHg in order to be considered effective 17. However, we now recommend that revascularisation 
should aim to improve perfusion to the foot as much as possible, which will vary according to the 
individual patient. As skin oxygen tension increases progressively in a period of several weeks after a 
successful PTA, TcPO2 measurements should preferably be performed at least 1-3 weeks after the 
procedure 61. 
 

Recommendation 12: As evidence is inadequate to establish whether an endovascular, open or hybrid 
revascularisation technique is superior, make decisions based on individual factors, such as morphological 
distribution of peripheral artery disease, availability of autogenous vein, patient co-morbidities and local 
expertise. (Strong; Low) 
 

 

Recommendation 13: Any centre treating patients with a diabetic foot ulcer should have expertise in, 
and rapid access to facilities necessary to diagnose and treat, PAD, including both endovascular 
techniques and bypass surgery. (Strong; Low)  
 

 

Recommendation 14: Ensure that after a revascularisation 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) 
 

 

Recommendation 15: Urgently assess and treat patients with signs or symptoms of peripheral artery 
disease and a diabetic foot infection, as they are at particularly high risk for major limb amputation. 
(Strong; Moderate) 

 
Rationale: There is still no consensus on the most appropriate approach to revascularisation in a patient 
with diabetes and foot ulceration. In our systematic review, we found that the major outcomes of 
wound healing and amputation were broadly similar between endovascular and open interventions22. 
Each of these techniques has its advantages and disadvantages. A successful distal venous bypass can 
result in a marked increase of blood flow to the foot but general anaesthesia is usually necessary and a 
suitable vein, as a bypass conduit, should be present. An endovascular procedure has several logistical 
advantages but sometimes very complex interventions are necessary to obtain adequate blood flow in 
the foot and a failed endovascular intervention may lead to worse outcomes when an open procedure 
is subsequently performed 62. Over the past few decades, there have been significant advancements in 
endovascular techniques, however parallel to this, we have seen improvements in anaesthesia and peri-
operative care that have helped improve surgical outcomes. Whilst the BASIL trial is often quoted as a 
guide to revascularisation of patients with limb ischaemia 63, the cohort included a small proportion of 
patients with diabetes, of which there was no sub-group analysis, and was not focused on patients with 
ulceration. Therefore, we cannot extrapolate these findings to our patients with diabetes, foot ulceration 
and PAD. Finally, it is becoming increasingly common to adopt a combined open and endovascular 
(hybrid) approach. Therefore, we recommend that in each patient requiring lower-limb 
revascularisation, an endovascular, an open procedure and a hybrid procedure should be considered. As 
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there is no Ôone-fits-allÕ approach to treatment for patients with diabetes, foot ulceration and PAD, it is 
important that a treating centre has the expertise and facilities to provide a range of treatment options 
with availability of both endovascular and open methods. 
 
As discussed in other parts of the IWGDF Guidance, restoration of perfusion in the foot is only part of 
the treatment, which should be provided by multi-disciplinary care team 64. Any revascularisation 
procedure should therefore be part of a comprehensive care plan that addresses other important issues 
including: prompt treatment of concurrent infection, regular wound debridement, biomechanical off-
loading, control of blood glucose and treatment of co-morbidities 64. In particular, patients with a foot 
infection are at high risk for limb loss and should be treated as a medical emergency. The 1-year major 
amputation rate for such patients has been reported to be as high as 44% 65 and delay in treatment can 
lead to rapid tissue destruction and life-threatening sepsis 66 as described in our guidelines on infection. 
In patients with deep infection, such as a foot abscess, infection of deep a foot compartment that needs 
immediate drainage or extensive tissue loss/ gangrene that must be removed to control the infection, 
immediate drainage should be considered first, in order to control sepsis 14. As described in our 
Infection Guidelines, this should be accompanied by aggressive antibiotic therapy, initially broad-
spectrum, and rationalised according to tissue culture 14 - Ôtime is tissueÕ in these patients. Once the 
sepsis is controlled and the patient is stabilised, evaluation of the arterial tree should lead to 
consideration for prompt revascularisation (ie within a few days). Once blood flow is improved and 
infection is treated, a definitive operation may be required in order to create a functional foot, which 
may require soft tissue and bone reconstruction. In patients with severely impaired perfusion and severe 
tissue loss, but without infection, extensive debridement or amputation of part of the foot should 
preferably not be performed until perfusion is restored.  
 
 
PICO: In a patient with a diabetic foot ulcer and PAD are there any circumstances in which 
revascularisation should not be performed? 
 

Recommendation 16: Avoid revascularisation in patients in whom, from the patientÕs perspective, the 
riskÐbenefit ratio for the probability of success of the procedure is unfavourable. (Strong; Low) 
 
Rationale: Revascularisation should not be performed if there is no realistic chance of wound healing, or 
when major amputation is inevitable. Many patients pose high anaesthetic risk due to comorbidities and 
major reconstructive surgery confers significant risk of peri-operative complications. In particular, the 
following patients may not be suitable for revascularisation: those who are very frail, have short life 
expectancy, poor functional status, are bed bound, have a large area of tissue destruction that renders 
the foot functionally unsalvageable, and those who cannot realistically be expected to mobilise following 
revascularisation. The decision to proceed to primary amputation, or to adopt a palliative approach, 
should be made in conjunction with the patient and a multi-disciplinary team that includes a vascular 
surgeon or another specialist with expertise in vascular interventions 67. 
 
In those patients in whom the risk-benefit ratio of revascularisation is unclear, it should be taken into 
account that some severely ischaemic ulcers heal without revascularisation - two observational studies 
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demonstrated healing rates of around 50% (with or without minor amputations) in patients unsuitable 
(either because they were deemed too frail or where revascularisation was not technically possible) for 
revascularisation 10. 
 
There are several other techniques that have been investigated for patients with diabetes, PAD and 
ulceration in whom there are no options for revascularisation. These include venous arterialisation and 
intermittent pneumatic compression therapy. 68 69. However, there are insufficient data to provide any 
recommendation on their utility in patients where no revascularisation option exists.  
 
 
PICO: In patients with diabetes, foot ulceration and PAD, is it possible to reduce the risk of future 
cardiovascular events? 
 

Recommendation 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)  

Rationale: Patients with diabetes, PAD and ulceration have an overall 5-year mortality of around 50% 
due to the markedly increased risk of cardiovascular events 70. In line with other guidelines 26 25, we 
recommend prompt and thorough management of other cardiovascular risk factors in patients with 
diabetes and PAD.  
 
Patients should receive support to stop smoking and should maintain their blood pressure and blood 
glucose according to hypertension and diabetes guidelines recommendations. In addition, all patients 
should be prescribed a statin and anti-platelet therapy. This strategy has been shown to reduce the 5-
year mortality in patients with neuro-ischaemic ulcers 71. There is no specific evidence supporting the 
most appropriate anti-platelet agent in patients with diabetes, PAD and ulceration, however a number 
of recent guidelines have favoured clopidogrel over aspirin in the management of patients with PAD 26. 
A sub-analysis of a recent trial of anti-platelets and anti-coagulation suggested that the combination of 
aspirin and the direct oral anticoagulant rivaroxaban was more effective at reducing major limb events 
when compared to aspirin alone in patients with PAD, however this strategy was at the expense of an 
increase in (non-fatal) bleeding events 72. Although 45% had diabetes, no information was provided 
about the presence of a foot ulcer and the outcomes of these patients were not reported separately. 
It should be noted that we did not address the effect of lipid lowering therapies, blood glucose lowering 
medication or anticoagulant therapies on wound healing and amputation, as we felt that the evidence in 
these areas is still too limited. 
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FUTURE RESEARCH PRIORITIES 

Our systematic reviews have demonstrated that that there is a paucity of contemporary high-quality 
data concerning the specific sub group of patients with diabetes, ulceration and PAD. 73. Further 
research is required in order to address the issues surrounding the appropriate management, including 
diagnosis, prognosis and deciding whether, when and how to revascularise. The IWGDF and EWMA 
published in 2016 the core details required in the planning and reporting of intervention studies in the 
prevention and management of diabetic foot ulcers, including those with PAD 16. These guidelines can 
serve as a roadmap to increase the quality of studies published in this area.  
In addition, there are a number of other key areas of interest that deserve further attention: 

• What is the natural history of the diabetic foot ulcer with PAD with optimal conservative treatment?  

• What is the optimal combination of diagnostic tests to predict healing in patient with a diabetic foot 
ulcer and PAD 

• What is the role of novel methods of perfusion assessment (including the microcirculation) to 
inform the decision to revascularise patients with diabetic foot ulceration and PAD? 

• Is there any role for pre-emptive revascularisation in patients with diabetes with intact feet who are 
at high risk for ulceration / amputation? 

• Is angiosome-directed revascularisation more effective than a best vessel approach in patients with 
diabetic foot ulceration? 

• Is venous arterialisation effective in healing ulcers or preventing amputation in people who are not 
appropriate for standard revascularisation? 

• Are novel medical therapies including stem cells or peripheral blood mononuclear cells effective in 
healing patients with DFU and PAD where standard revascularisation is inappropriate? 
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ABSTRACT 
The International Working Group on the Diabetic Foot (IWGDF) has published evidence-based 
guidelines on the prevention and management of diabetic foot disease since 1999. This guideline is on 
the diagnosis and treatment of foot infection in persons with diabetes, and updates the 2015 IWGDF 
infection guideline. Based on PICOs developed by the infection committee, in conjunction with internal 
and external reviewers and consultants, and on systematic reviews the committee conducted on the 
diagnosis of infection (new) and treatment of infection (updated from 2016), we offer 27 
recommendations. These cover various aspects of diagnosing soft tissue and bone infection, including 
the classification scheme for diagnosing infection and its severity. Of note, we have updated this scheme 
for the first time since we developed it 15 years ago. We also review the microbiology of diabetic foot 
infections, including how to collect samples and to process them to identify causative pathogens. Finally, 
we discuss the approach to treating diabetic foot infections, including selecting appropriate empiric and 
definitive antimicrobial therapy for soft tissue and for bone infections, when and how to approach 
surgical treatment and which adjunctive treatments we think are or are not useful for the infectious 
aspects of diabetic foot problems. For this version of the guideline we also updated four tables and one 
figure from the 2016 guideline. We think that following the principles of diagnosing and treating diabetic 
foot infections outlined in this guideline can help clinicians to provide better care for these patients. 
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LIST OF RECOMMENDATIONS 
1. a) Diagnose a soft tissue diabetic foot infection clinically, based on the presence of local or systemic 

signs and symptoms of inflammation. (Strength of recommendation: Strong; Quality of evidence: 
Low) 
b) Assess the severity of any diabetic foot infection using the Infectious Diseases Society of 
America/International Working Group on the Diabetic Foot classification scheme. (Strong, 
Moderate) 

2. Consider hospitalizing all persons with diabetes and a severe foot infection, and those with a 
moderate infection that is complex or associated with key relevant morbidities. (Strong; Low) 

3. In a person with diabetes and a possible foot infection for whom the clinical examination is 
equivocal or uninterpretable, consider ordering an inflammatory serum biomarker, such as C-
reactive protein, erythrocyte sedimentation rate and perhaps procalcitonin, as an adjunctive measure 
for establishing the diagnosis. (Weak; Low) 

4. As neither electronically measuring foot temperature nor using quantitative microbial analysis has 
been demonstrated to be useful as a method for diagnosing diabetic foot infection, we suggest not 
using them. (Weak; Low) 

5. In a 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 procalcitonin), and plain X-rays as the initial studies to diagnose osteomyelitis. (Strong; 
Moderate) 

6. 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, 18F-FDG- positron emission tomography/computed 
tomography (CT) or leukocyte scintigraphy (with or without CT). (Strong; Moderate) 

7. In a person with diabetes and suspected osteomyelitis of the foot, in whom making a definitive 
diagnosis or determining the causative pathogen is necessary for selecting treatment, collect a 
sample of bone (percutaneously or surgically) to culture clinically relevant bone microorganisms and 
for histopathology (if possible). (Strong; Low) 

8. a) Collect an appropriate specimen for culture for almost all clinically infected wounds to determine 
the causative pathogens. (Strong; Low) 
b) For a soft tissue diabetic foot infection, obtain a sample for culture by aseptically collecting a 
tissue specimen (by curettage or biopsy) from the ulcer. (Strong; Moderate) 

9. Do not use molecular microbiology techniques (instead of conventional culture )for the first-line 
identification of pathogens from samples in a patient with a diabetic foot infection. (Strong; Low) 

10. Treat a person with a diabetic foot infection with an antibiotic agent that has been shown to be 
effective in a published randomized controlled trial and is appropriate for the individual patient. 
Some agents to consider include: penicillins, cephalosporins, carbapenems, metronidazole (in 
combination with other antibiotic[s]), clindamycin, linezolid, daptomycin, fluoroquinolones, or 
vancomycin, but not tigecycline. (Strong; High)  
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11. Select an antibiotic agent for treating a diabetic foot infection based on: the likely or proven 
causative pathogen(s) and their antibiotic susceptibilities; the clinical severity of the infection; 
published evidence of efficacy of the agent for diabetic foot infections; risk of adverse events, 
including collateral damage to the commensal flora; likelihood of drug interactions; agent availability; 
and, financial costs. (Strong; Moderate) 

12. Administer antibiotic therapy initially by the parenteral route to any patient with a severe diabetic 
foot infection. Switch to oral therapy if the patient is clinically improving, has no contraindications to 
oral therapy and if there is an appropriate oral agent available. (Strong; Low) 

13. Treat patients with a mild diabetic foot infection, and most with a moderate diabetic foot infection, 
with oral antibiotic therapy, either at presentation or when clearly improving with initial intravenous 
therapy. (Weak; Low) 

14. We suggest not using any currently available topical antimicrobial agent for treating a mild diabetic 
foot infection. (Weak; Moderate) 

15. a) Administer antibiotic therapy to a patient with a skin or soft tissue diabetic foot infection for a 
duration of 1 to 2 weeks. (Strong; High) 
b) Consider continuing treatment, perhaps for up to 3-4 weeks, if the infection is improving but is 
extensive, is resolving slower than expected, or if the patient has severe peripheral artery disease. 
(Weak; Low) 
c) If evidence of infection has not resolved after 4 weeks of apparently appropriate therapy, re-
evaluate the patient and reconsider the need for further diagnostic studies or alternative treatments. 
(Strong; Low) 

16. For patients who have not recently received antibiotic therapy and who reside in a temperate 
climate area, target empiric antibiotic therapy at just aerobic gram-positive pathogens (beta-
hemolytic streptococci and Staphylococcus aureus) in cases of a mild diabetic foot infection. (Strong; 
Low) 

17. For patients residing in a tropical/subtropical climate, or who have been treated with antibiotic 
therapy within a few weeks, have a severely ischemic affected limb, or a moderate or severe 
infection, we suggest selecting an empiric antibiotic regimen that covers gram-positive pathogens, 
commonly isolated gram-negative pathogens, and possibly obligate anaerobes in cases of moderate 
to severe diabetic foot infections. Then, reconsider the antibiotic regimen based on both the clinical 
response and culture and sensitivity results. (Weak; Low) 

18. Empiric treatment aimed at Pseudomonas aeruginosa is not usually necessary in temperate climates, 
but consider it if P. aeruginosa has been isolated from cultures of the affected site within the 
previous few weeks or in tropical/subtropical climates (at least for moderate or severe infection). 
(Weak; Low) 

19. Do not treat clinically uninfected foot ulcers with systemic or local antibiotic therapy with the goal 
of reducing the risk of infection or promoting ulcer healing. (Strong; Low)  

20. Non-surgeons 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) 
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21. a) In a patient with diabetes and uncomplicated forefoot osteomyelitis, for whom there is no other 
indication for surgical treatment, 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 surgical 
follow-up. (Strong; Moderate) 

22. Select antibiotic agents for treating diabetic foot osteomyelitis from among those that have 
demonstrated efficacy for osteomyelitis in clinical studies. (Strong; Low)  

23. a) Treat diabetic foot osteomyelitis with antibiotic therapy for no longer than 6 weeks. If the 
infection does not clinically improve within the first 2-4 weeks, reconsider the need for collecting a 
bone specimen for culture, undertaking surgical resection, or selecting an alternative antibiotic 
regimen. (Strong; Moderate)  
b) Treat diabetic foot osteomyelitis with antibiotic therapy for just a few days if there is no soft 
tissue infection and all the infected bone has been surgically removed. (Weak; Low) 

24. For diabetic foot osteomyelitis cases that initially require parenteral therapy, consider switching to an 
oral antibiotic regimen that has high bioavailability after perhaps 5-7 days, if the likely or proven 
pathogens are susceptible to an available oral agent and the patient has no clinical condition 
precluding oral therapy. (Weak; Moderate) 

25. a) During surgery to resect bone for diabetic foot osteomyelitis, 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 6 
weeks. (Strong; Moderate) 

26. For a diabetic foot infection do not use hyperbaric oxygen therapy or topical oxygen therapy as an 
adjunctive treatment if the only indication is specifically for treating the infection. (Weak; Low) 

27. To specifically address infection in a diabetic foot ulcer: 
a) do not use adjunctive granulocyte colony stimulating factor treatment (Weak; Moderate) and,  
b) do not routinely use topical antiseptics, silver preparations, honey, bacteriophage therapy, or 
negative-pressure wound therapy (with or without instillation). (Weak; Low) 
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INTRODUCTION 
The prevalence of diabetes continues to increase worldwide, leading to a rising incidence of foot 
complications, including infections.1 Diabetic foot infections (DFIs) are associated with substantial 
morbidities, requiring frequent healthcare provider visits, daily wound care, antimicrobial therapy, surgical 
procedures, with associated high health care costs.2,3 Of particular importance, DFIs remain the most 
frequent diabetic complication requiring hospitalization and the most common precipitating event 
leading to lower extremity amputation.4-6 Outcomes in patients presenting with an infected diabetic foot 
ulcer are poor: in one large prospective study at the end of one year the ulcer had healed in only 46% 
(and it later recurred in 10% of these), while 15% had died and 17% required a lower extremity 
amputation.5 Thus, it is not surprising that a bibliographic analysis of global research on diabetic foot 
ulcers in the past 10 years found that infection (DFI) scored among the most frequent topics and the 
most highly cited publications.7  

Managing DFIs requires careful attention to properly diagnosing the condition, obtaining appropriate 
specimens for culture, thoughtfully selecting antimicrobial therapy, quickly determining when surgical 
interventions are required and providing any needed additional wound and overall patient care. A 
systematic, evidence-based approach to managing DFIs likely improves outcomes, specifically resolution 
of infection and avoidance of complications, such as lower extremity amputation. This is best delivered 
by interdisciplinary teams, which should include among the membership, whenever possible, an 
infectious diseases or clinical/medical microbiology specialist.8 This team should, of course, also attempt 
to ensure optimal local wound care (e.g., cleansing and debridement), pressure off-loading, vascular 
assessment and treatment if needed, and metabolic (particularly glycemic) control. 

Several guidelines are available to assist clinicians in managing DFIs. A panel of infectious diseases experts 
convened by the International Working Group on the Diabetic Foot (IWGDF) has published widely 
used guideline documents quadrennially since 2004.9 This current guideline updates both the format and 
content of the most recent previous guideline, published in 2016. 9 Specifically, it incorporates 
information from the concurrently published systematic reviews of the literature developed by the 
infection committee: an update of the 2016 systematic review on interventions in the management of 
infection in the diabetic foot 10 and a newly conducted review of issues related to diagnosis of DFIs. Of 
note, we have slightly modified the classification system for defining the presence and severity of an 
infection of the foot in a person with diabetes (see Table 1) that the IWGDF and the Infectious 
Diseases Society of America (IDSA) first developed in 2004.11,12 In this guideline we have broadly 
divided our recommendations into those related to diagnosis, microbiologic assessment, and treatment 
(antibiotic, surgical, adjunctive). 
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BACKGROUND 
Infection is best defined as an invasion and multiplication of microorganisms in host tissues that induces a 
host inflammatory response, usually followed by tissue destruction. Almost all DFIs occur in open 
wounds; as these are colonized with microorganisms, infection cannot be defined using only the results 
of wound cultures. Instead, DFI is defined clinically as the presence of manifestations of an inflammatory 
process in any tissue below the malleoli in a person with diabetes mellitus. In persons with diabetic foot 
complications, signs and symptoms of inflammation may, however, be masked by the presence of 
peripheral neuropathy or peripheral artery disease or immune dysfunction. DFIs usually begin with a 
break in the protective cutaneous envelope, typically in a site of trauma or ulceration, most often in a 
person with peripheral neuropathy and frequently with peripheral artery disease.13 While rarely the 
primary cause of foot ulcers, the presence of limb ischemia increases the risk of an ulcer becoming 
infected,4,14-16 and adversely affects the outcome of infection.4,17,18 Foot ulcers in persons with diabetes 
often become chronic, related to increased biomechanical stress, hyperglycemia and its metabolic 
consequences, persistent inflammation, apoptosis and ischemia.19,20 Factors that predispose to foot 
infection include having: an ulcer that is deep, long-standing or recurrent, or of traumatic etiology; ill-
defined diabetes-related immunological perturbations, particularly with neutrophil dysfunction; or, 
chronic renal failure.14,16,21-24 Although examined in only a few studies, a history of chronic hyperglycemia 
may predispose to DFIs and its presence at presentation may suggest a rapidly progressive or 
destructive (necrotizing) infection.25,26 

While most DFIs are relatively superficial at presentation, microorganisms can spread contiguously to 
subcutaneous tissues, including fascia, tendons, muscles, joints and bones. The anatomy of the foot, 
which is divided into several separate but intercommunicating compartments, fosters proximal spread of 
infection.27 The inflammatory response induced by infection may cause compartmental pressure to 
exceed capillary pressure, leading to ischemic tissue necrosis and thereby progressive infection.28,29 The 
tendons within the compartments facilitate proximal spread of infection, which usually moves from 
higher to lower pressure areas. Bacterial virulence factors may also play a role in these complex 
infections.30,31 

Systemic symptoms (e.g., feverishness, chills), marked leukocytosis or major metabolic disturbances are 
uncommon in patients with a DFI, but their presence denotes a more severe, potentially limb-
threatening (or even life-threatening) infection.4,32,33 If not diagnosed and properly treated, DFIs tend to 
progress, sometimes rapidly.34 Thus, an experienced consultant (or team) should optimally evaluate a 
patient with a severe DFI within 24 hours.35 Accumulations of purulent secretions, especially if under 
pressure or associated with necrosis, require prompt (usually within 24 hours) decompression and 
drainage. Although bone resection (preferably limited, avoiding amputation) is often useful for treating 
osteomyelitis, it is usually soft tissue infection that requires urgent antimicrobial therapy and surgical 
intervention. 

The aim of this document is to provide guidelines for the diagnosis and treatment of foot infections in 
people with diabetes. These are intended to be of practical use for treating clinicians, based on all 
available scientific evidence. 
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METHODS 
In this guideline we have followed the GRADE methodology, which is structured around clinical 
questions in the PICO-format (Patient-Intervention-Comparison-Outcome), systematic searches and 
assessment of the available evidence, followed by developing recommendations and their rationale.36,37  

First, a multidisciplinary working group of independent experts (the authors of this guideline) was 
installed by the IWGDF editorial board. The members of the working group devised the clinical 
questions, which were revised after consultation with external experts from various geographical regions 
and the IWGDF Editorial Board. The aim was to ensure the relevance of the questions for clinicians and 
other health care professionals in providing useful information on the management of foot infections in 
persons with diabetes. We also formulated what we considered critically important outcomes relevant 
for daily care, using the set of outcomes defined by Jeffcoate et al.38 as a reference guide.  

Second, we systematically reviewed the literature to address the agreed upon clinical questions. For 
each assessable outcome we graded the quality of evidence based on the risk of bias of included studies, 
effect sizes, presence of inconsistency, and evidence of publication bias (the latter where appropriate). 
We then rated the quality of evidence as ‘high’, ‘moderate’ or ‘low’. The systematic reviews supporting 
this guideline are published separately.39,40 

Third, we formulated recommendations to address each clinical question. We aimed to be clear, specific 
and unambiguous on what we recommend, for which persons, and under what circumstances. Using the 
GRADE system we provided the rationale for how we arrived at each recommendation, based on the 
evidence from our systematic reviews 39,40, expert opinion where evidence was not available, and a 
careful weighing of the benefits and harms, patient preferences, and financial costs (resource utilization) 
related to the intervention or diagnostic method 36,37. Based on these factors, we graded the strength of 
each recommendation as ‘strong’ or ‘weak’, and for or against a particular intervention or diagnostic 
method. All our recommendations (with their rationales) were reviewed by the same international 
experts who reviewed the clinical questions, as well as by the members of the IWGDF Editorial Board.  

We refer those seeking a more detailed description on the methods for developing and writing these 
guidelines to the ‘IWGDF Guidelines development and methodology’ document.41 

 

DIAGNOSIS 
PICO 1a: In a person with diabetes and a foot infection, do increasing levels of severity of the 
IWGDF/IDSA criteria correlate with increasing rates of adverse outcomes (e.g., need for hospitalization, 
failure to resolve infection, lower extremity amputation)? 

Recommendation 1:  
a) Diagnose a soft tissue diabetic foot infection clinically, based on the presence of local or systemic 
signs and symptoms of inflammation. (Strong; Low) 
b) Assess the severity of any diabetic foot infection using the Infectious Diseases Society of 
America/International Working Group on the Diabetic Foot classification scheme. (Strong, Moderate) 
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Rationale: The clinician seeing a patient with a diabetic foot ulcer should always assess for the presence 
of an infection and, if present, classify the infection’s severity. Experts have proposed many classification 
schemes for diabetic foot ulcers (see IWGDF guideline on classification in this issue), many of which only 
include the presence of absence of “infection” (which is rarely specifically defined), but in the past 
decade most authorities have recommended using the IWGDF/IDSA classification that was first 
published in 2004. Two prospective cohort studies have validated all or part of the IWGDF/IDSA DFI 
classification, and one prospective and four retrospective cohort studies have validated the 
IWGDF/IDSA as part of a larger diabetic foot classification system. These and other studies from around 
the world have provided some evidence that increasing severity of infection is associated with higher 
levels of inflammatory markers,42 a greater likelihood of the patient being hospitalized for treatment, 
longer duration of hospital stay, greater likelihood and higher level of lower extremity amputation, and 
higher rate of readmission.4,33,43,44 Sepsis is uncommonly reported (perhaps partly being unrecognized) in 
patients with a DFI, even in the presence of extensive local signs and symptoms of infection. Thus, we 
considered whether we should replace using the findings of the systemic inflammatory response 
syndrome (SIRS) by another classification for severe infection, e.g., national early warning score 
(NEWS),45,46 or quick sequential organ failure assessment (qSOFA).47 These were, however, developed 
for identification or prediction of outcomes in patients with sepsis and there are no data to support 
changing from using SIRS to other classifications for DFIs.  

Two commonly used classifications for diabetic foot ulcers, WIfI (wound, ischemia, foot infection) and 
SINBAD (site, ischemia, neuropathy, bacterial Infection, and depth), which use the IWGDF/IDSA 
classification for the infection component, have been validated with patient data.48,49 The IWGDF/IDSA 
classification has several advantages, including having the most studies to validate its use in different 
populations. It is relatively easy for the clinician to use, requiring only a clinical examination and standard 
blood and imaging tests, helps direct diagnostic and therapeutic decisions about infection, has no 
obvious harms and has been widely accepted by the academic community and practicing clinicians. 
Furthermore, other available classification schemes were not specifically developed or validated for 
DFIs.50  

For the current guideline we have made a clarification in the infection classification scheme (Table 1). 
We define infection based on the presence of evidence of: 1) inflammation of any part of the foot, not 
just an ulcer or wound; or, 2) findings of the systemic inflammatory response. We have also made one 
change in the classification scheme. Because of the important diagnostic, therapeutic and prognostic 
implications of osteomyelitis, we now separate it out by indicating the presence of bone infection with” 
(O)” after the grade number (3 or 4) (see Table 1). Although uncommon, bone infection may be 
documented in the absence of local inflammatory findings. In this case, the foot should be classified as 
infected (either grade 3/moderate if there are no SIRS findings or 4/severe if there are), with an (O). As 
the presence of osteomyelitis means the foot is infected it cannot be grade 1/uninfected, and because 
the infection is subcutaneous it cannot be grade 2/mild. As the grade 3 (moderate) classification is the 
largest and most heterogeneous group, we considered dividing it into subgroups of just lateral spread 
(! 2 cm from the wound margin), or just vertical spread (deeper than the subcutaneous tissue). We 
discarded this idea as it would add to the complexity of the diagnostic scheme, especially with our 
decision to add the (O) for osteomyelitis. 
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Table 1. The classification system for defining the presence and severity of an infection of the foot in a 
person with diabetes 

Clinical classification of infection, with definitions IWGDF classification 
Uninfected  
No systemic or local symptoms or signs of infection 1 (uninfected) 
Infected  
At least two of these items are present: 
!  Local swelling or induration 
!  Erythema >0.5 cm* around the wound 
!  Local tenderness or pain 
!  Local increased warmth 
!  Purulent discharge 
And no other cause(s) of an inflammatory response of the skin (e.g. 
trauma, gout, acute Charcot neuro-osteoarthropathy, fracture, 
thrombosis or venous stasis) 

 

Infection with no systemic manifestations (see below) involving  
!  only the skin or subcutaneous tissue (not any deeper tissues), and 
!  any erythema present does not extend >2 cm** around the wound 

2 (mild infection) 

Infection with no systemic manifestations, and involving: 
!  erythema extending ! 2 cm* from the wound margin, and/or 
!  tissue deeper than skin and subcutaneous tissues (e.g. tendon, 

muscle, joint, bone,) 

3 (moderate infection) 
 
 
 

Any foot infection with associated systemic manifestations (of the 
systemic inflammatory response syndrome [SIRS]), as manifested by ! 2 
of the following: 
!  Temperature >38 °C or <36 °C 
!  Heart rate >90 beats/minute 
!  Respiratory rate >20 breaths/minute or PaCO2 <4.3 kPa (32 

mmHg) 
!  White blood cell count >12,000/mm3, or <4,000/mm3, or >10% 

immature (band) forms 

4 (severe infection) 

Infection involving bone (osteomyelitis) Add “(O)” after 3 or 4*** 
Note: * Infection refers to any part of the foot, not just of a wound or an ulcer; ** In any direction, from the rim of the wound. 
The presence of clinically significant foot ischemia makes both diagnosis and treatment of infection considerably more difficult; 
*** If osteomyelitis is demonstrated in the absence of ! 2 signs/symptoms of local or systemic inflammation, classify the foot as 
either grade 3(O) (if <2 SIRS criteria) or grade 4(O) if ! 2 SIRS criteria) (see text). 
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PICO 1b: Which persons presenting with diabetes and foot infection should be hospitalized for 
management of infection? 

Recommendation 2: Consider hospitalizing all persons with diabetes and a severe foot infection, and 
those with a moderate infection that is complex or associated with key relevant morbidities. (Strong; 
Low) 

Rationale: Hospitalization is an expensive and finite resource, and may subject the patient to some 
inconvenience and potential nosocomial risks. But while many patients with a DFI do not need to be 
hospitalized, some certainly should be. Possible reasons to hospitalize a person with diabetes who 
presents with a more complex foot infection include: more intensive assessment for progression of local 
and systemic conditions; expediting obtaining diagnostic procedures (such as advanced imaging or 
vascular assessment); administering parenteral antibiotic therapy and fluid resuscitation; correcting 
metabolic and cardiovascular disturbances; and, more rapidly accessing needed specialty (especially 
surgical) consultation. Limited evidence suggests that monitoring and correcting severe hyperglycemia 
may be beneficial.26 Patients with a complex infection, e.g., those needing urgent surgery (e.g., because of 
extensive gangrene, deep abscess or compartment syndrome), having selected comorbidities (e.g., 
severe peripheral artery disease, renal failure, immunocompromised state) or having social, physical or 
psychological vulnerabilities, may also benefit from (or even require) hospitalization (see Table 2). The 
presence of bone infection does not necessarily require hospitalization unless because of substantial 
associated soft tissue infection, for diagnostic testing, or for surgical treatment. Fortunately, almost all 
patents with a mild infection, and many with a moderate infection, can be treated in an ambulatory 
setting. Most published studies of DFIs have enrolled hospitalized patients, but over the past two 
decades several have reported good results with outpatient treatment.51-53 The IDSA/IWGDF 
classification scheme was not designed to help determine when an infection has resolved (i.e., the 
absence of signs and symptoms that were used to diagnose infection), but it makes sense that it could 
be used this way and has been in some studies of antibiotic therapy for DFIs. 
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Table 2. Characteristics suggesting a more serious diabetic foot infection and potential indications for 
hospitalization 
A – Findings suggesting a more serious diabetic foot infection 
Wound specific  
Wound Penetrates to subcutaneous tissues (e.g. fascia, tendon, muscle, joint or bone) 
Cellulitis Extensive (>2 cm), distant from ulceration or rapidly progressive (including 

lymphangitis) 
Local signs/symptoms Severe inflammation or induration, crepitus, bullae, discoloration, necrosis or 

gangrene, ecchymoses or petechiae and new anesthesia or localized pain 
General  
Presentation Acute onset/worsening or rapidly progressive 
Systemic signs Fever, chills, hypotension, confusion and volume depletion 
Laboratory tests Leukocytosis, highly elevated C-reactive protein or erythrocyte sedimentation 

rate, severe or worsening hyperglycemia, acidosis, new/worsening azotemia 
and electrolyte abnormalities 

Complicating features Presence of a foreign body (accidentally or surgically implanted), puncture 
wound, deep abscess, arterial or venous insufficiency, lymphedema, 
immunosuppressive illness or treatment, acute kidney injury 

Failing treatment Progression while on apparently appropriate antibiotic and supportive 
therapy 

B – Some Factors suggesting hospitalization may be necessary 
Severe infection (see findings suggesting a more serious diabetic foot infection above) 
Metabolic or hemodynamic instability 
Intravenous therapy needed (and not available/appropriate as an outpatient) 
Diagnostic tests needed that are not available as an outpatient 
Foot ischemia is present 
Surgical procedures (more than minor) required 
Failure of outpatient management 
Patient unable or unwilling to comply with outpatient-based treatment 
Need for more complex dressing changes than patient/caregivers can provide 
Need for careful, continuous observation 
 

 

PICO 2a: In a person with diabetes and a suspected foot infection, how well do the IWGDF/IDSA 
clinical criteria for diagnosing soft tissue infection correlate with other diagnostic tests? 

Recommendation 3: In a person with diabetes and a possible foot infection for whom the clinical 
examination is equivocal or uninterpretable, consider ordering an inflammatory serum biomarker, such 
as C-reactive protein, erythrocyte sedimentation rate and perhaps procalcitonin, as an adjunctive 
measure for establishing the diagnosis. (Weak; Low) 

Rationale: There are several diagnostic methods against which clinical examinations could be compared 
to evaluate their ability to assess the presence or severity of foot infection, or to differentiate soft tissue 
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from bone infection. Most available studies assessed the value of blood tests, especially white blood cell 
counts (WBC), erythrocyte sedimentation rate (ESR), C-reactive protein (CRP) and procalcitonin 
(PCT), by comparing them to results of IDSA/IWGDF criteria for infection.9,42,54. Unfortunately, the 
severity of infection in patients included in the available studies was not always clearly defined, which 
may account for interstudy differences in findings. In addition, many studies do not specify if enrolled 
patients were recently treated with antibiotic therapy, which could affect results.  

Of particular note is the WBC level, as it is used as part of the IDSA/IWGDF criteria for classifying 
infection as severe/grade 4. The available studies55-58 found little correlation with infection severity, with 
about half of the patients diagnosed with a DFI having a normal WBC.59,60 In most studies ESR values 
have been higher in patients with an infected diabetic foot ulcer (IDFU) compared with a noninfected 
DFU (NIDU).55,56 ESR values can be affected by various co-morbidities (e.g., anemia, azotemia) and may 
not be elevated in acute infections, due to the relatively slow response of this inflammatory biomarker, 
but a highly elevated ESR (! 70 mm/h) is more common in patients with bone than with just soft tissue 
infections.  

Most studies of serum PCT levels have also found that levels were significantly higher in IDFU than 
NIDFU, but there was little correlation between the values and the infection severity. Furthermore, PCT 
has, until recently in some areas, been costlier than CRP, and it may be unavailable in many clinical 
laboratories. Compared to ESR, CRP levels tend to rise more quickly with infection and fall more quickly 
with resolution of infection. Serum values of CRP55,56,61 have consistently been found to be significantly 
higher in IDFU than in NIDFU, and higher in patients with NIDFU than in those with no foot ulcer, with 
levels increasing significantly with the severity of infection.56,62  

Overall, CRP and PCT have shown higher diagnostic accuracy than WBC or ESR. Some studies have 
investigated using various combinations of these inflammatory markers, but none seemed especially 
useful and the highly variable cut off values make the results difficult to interpret. Serum tests for these 
common biomarkers are widely available, easily obtained, and most are relatively inexpensive. A few 
studies investigated other inflammatory markers for their role in diagnosing or following DFIs, but they 
were small and of low quality.42 

 

PICO 2b: In a person with diabetes and a suspected foot infection, do the IDSA/IWGDF criteria for 
diagnosing soft tissue infection correlate with results of skin temperature measurement or quantitative 
microbiology? 

Recommendation 4: As neither electronically measuring foot temperature nor using quantitative 
microbial analysis has been demonstrated to be useful as a method for diagnosing diabetic foot infection, 
we suggest not using them. (Weak; Low) 

Rationale: While various imaging tests are widely used for diagnosing bone infection (see PICO D3 
below), there are few data on their usefulness for soft tissue infections. Other diagnostic tests studied 
for assessing DFI include photographic foot imaging and infrared thermography. Several studies with 
these instruments have examined their value in predicting foot ulcerations. A few studies have 
demonstrated that an increase in temperature in one area on the foot, and perhaps various 
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photographic assessments, have a relatively weak correlation with clinical evidence of infection on 
examination.63-66 Overall, employing either infrared or digital thermography does not appear to provide 
substantial help in diagnosing infection or predicting clinical outcome in patients with a DFU seen in the 
hospital setting. While infrared imaging likely has no harms, it is limited by low availability. It is possible 
that it may be of value when coupled to photographic assessment through telemedicine in the early 
diagnosis of DFI.  

Some advocate using the presence of high numbers of bacteria on culture (usually defined as ! 105 

colony-forming units per gram of tissue) as a basis for differentiating infected from uninfected DFUs.67,68 
However, there is no convincing data (from conventional culture or molecular methods) supporting this 
concept.69 In the studies that assessed the validity of clinical signs for the diagnosis of DFI using microbial 
analysis as a referent test, the criteria used to define infection varied among the authors and even 
between studies conducted by the same team. In some microbial analysis studies, patients receiving 
antibiotics at the time of the wound sampling (which may cause diminished organism counts) were 
included, while others failed to provide information on this important confounding issue. Of note, these 
methods of measuring what is sometimes called “wound bioburden” are time-consuming and relatively 
expensive. Furthermore, neither quantitative classical culture nor molecular microbiological techniques 
are currently available for most clinicians in their routine practice. 

 

PICO 3: In a person with diabetes and suspected bone infection of the foot, which diagnostic tests best 
correlate with the presence of osteomyelitis, as diagnosed based on culture and/or histopathology of a 
bone specimen?  

Recommendation 5: In a 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 procalcitonin), and plain X-rays as the initial studies to diagnose osteomyelitis. (Strong; 
Moderate)  

Rationale: Diagnosing osteomyelitis in the diabetic foot may be difficult, partly because of a lack of a 
universally accepted definition or criterion standard, and partly related to low levels of inter-test 
agreement among commonly used diagnostic tests.70 Osteomyelitis may be present underlying any DFU, 
especially those that have been present for many weeks or that are wide, deep, located over a bony 
prominence, showing visible bone or accompanied by an erythematous, swollen (“sausage”) toe.71,72 
Among clinical examinations, the probe-to-bone (PTB) test is the most useful, but the performing 
clinician’s technique and experience, the ulcer’s location and its etiology may affect the test’s 
reliability.73,74 A systematic review of the PTB test found that for detecting DFO the sensitivity was 0.87 
and specificity 0.83.75 Overall, in diagnosing DFO the PTB test suggests the diagnosis if it is positive in a 
high risk patient and helps rule it out if it is negative in a low risk patient. The procedure is easy to learn 
and perform, requiring only a sterile blunt metal probe (gently inserted into the wound, with a positive 
test defined by feeling a hard, gritty structure),76 is inexpensive and essentially harmless, but 
interobserver agreement is only moderate.  

Among blood tests, the ESR is the most useful, with a highly elevated rate (>70 mm/hr) suggesting bone 
infection.57,77 Any patient with possible bone infection should initially have plain x-rays of the foot. 
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Interpreted by an experienced reader, characteristic findings of bone infection (see Table 2) are highly 
suggestive of osteomyelitis, but x-rays are often negative in the first few weeks of infection and 
abnormal findings can be caused by Charcot osteoarthropathy and other disorders. Plain x-rays are 
widely available, relatively inexpensive and associated with minimal harm. A retrospective study of 107 
patients with histologically proven DFO found that after adjusting for confounders, the WBC was not 
useful for diagnosing DFO, but ESR (in particular), as well as CRP and plain radiographs, were actually 
more useful than MRI.78  

Recommendation 6:  
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, 18F-FDG- positron emission tomography/computed tomography 
(CT) or leukocyte scintigraphy (with or without CT). (Strong; Moderate) 

Rationale: Depending on the patient setting, advanced imaging for diagnosing osteomyelitis is not 
needed in many patients. When needed, magnetic resonance imaging (MRI), with a sensitivity of about 
0.9 and specificity of about 0.8, has been the most widely used test for decades.79 One retrospective 
study of 32 cases of pathologically proven DFO found that, compared to plain X-rays, MRI had added 
value in guiding surgical treatment in 65%, and a five times higher agreement with surgical findings.80 MRI 
is widely available (in high income countries), with lower costs than some of the newer advanced 
imaging technologies, and gives an overview of the presence and anatomy of both soft tissue and bone 
infections in the foot. The presence of reactive bone marrow edema from non-infectious pathologies, 
such as trauma, previous foot surgery or Charcot neuroarthropathy, lowers the specificity and positive 
predictive value.81,82 In selected patients with possible neuro-osteoarthropathy, newer techniques such 
as MR angiography, dynamic contrast-enhanced MRI or neurography may better distinguish Charcot 
from osteomyelitis.83-86 Newer advanced imaging tests, especially 18F-fluorodeoxyglucose (FDG)-PET/CT 
and 99mTc- exametazime (HMPAO)-labeled leukocyte scintigraphy can be used in patients with a 
contraindication to MRI, and appear to have a higher specificity than MRI (especially when noninfectious 
bony changes are more likely), but are limited in availability, require special expertise and are more 
expensive.87,88  Compared to other nuclear medicine techniques (e.g., leukocyte imaging), PET (especially 
with CT) offers high spatial resolution and precise anatomic localization, possibly higher sensitivity for 
chronic infection, easier performance, faster results, and low radiation exposure. However, currently 
supportive data for PET are less robust and it is less able to differentiate infection from inflammation 
(including from acute Charcot foot).89,90 The availability and cost of these advanced imaging techniques 
may vary in different locations, but they might be useful in situations when the diagnosis remains in 
doubt and there are limited options to obtain a bone biopsy. Advanced imaging (especially MRI) is also 
useful for surgical planning in selected cases, such as to identify purulent collections or the extent of 
bone involvement pre-operatively.  

As with soft tissue infections (see above), it may be difficult to know when DFO has been successfully 
treated. There are often few clinical signs and symptoms, although resolution of overlying soft tissue 
infection is reassuring. A decrease in previously elevated serum inflammatory markers suggests improving 
infection. Plain x-rays showing no further bone destruction, and better yet signs of bone healing, also 
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suggest improvement. And, some of the newer advanced imaging studies, e.g., WBC-labelled SPECT/CT, 
FDG PET/CT, may be more sensitive in demonstrating resolution of infection. The current state of the 
art, however, is that DFO is at best in “remission” if diagnostic tests suggest improvement, but should 
probably not be considered “cured" until there has been no evidence of recurrence for at least a year 
after the end of treatment.91,92 An additional outcome in patients treated for DFI is recurrence of the 
infection at the same location. In one study of over 1000 episodes of moderate or severe DFI (including 
osteomyelitis), recurrent infection was noted in 25% of patients within three years. Risk of recurrence 
was higher in those with type 1 diabetes, immunosuppression, a sequestrum, who did not undergo 
amputation or revascularization, but was unrelated to the route or duration of antibiotic therapy.91   

Recommendation 7: In a person with diabetes and suspected osteomyelitis of the foot, in whom making 
a definitive diagnosis or determining the causative pathogen is necessary for selecting treatment, collect a 
sample of bone (percutaneously or surgically) to culture clinically relevant bone microorganisms and for 
histopathology (if possible). (Strong; Low) 

Rationale: Obtaining a specimen of bone to diagnose osteomyelitis of the diabetic foot is the generally 
accepted criterion standard for diagnosing the infection and the only definitive way to determine the 
causative pathogen. Available evidence suggests that collecting a bone specimen in an aseptic manner 
(i.e., percutaneously or per-operative, not through the wound), is safe and provides the most accurate 
assessment of true pathogens.93-96 A prospective direct comparison of 46 paired per-wound and 
transcutaneous bone biopsies in patients with suspected DFO found that results were identical in only 
42%.97 To avoid a false-negative culture, some experts suggest delaying bone biopsy in a patient 
receiving antibiotics until they have been off therapy for at least a few days, and ideally for at least two 
weeks 93,94. While this seems theoretically sensible, reports from studies of various types of bone 
infection,98-101 including DFO,102 suggest that having receiving antibiotic therapy before a bone culture 
does not appear to reduce the percentage of positive cultures or time to culture positivity. Biopsy is 
generally not painful (as the majority of affected patients have sensory neuropathy) and complications 
are very rare.103 While it would be theoretically useful to obtain a bone specimen in almost all cases, this 
is often impractical as the procedure requires some time, experience and expense. Thus, it is most 
important to perform bone biopsy when it is difficult to guess the causative pathogen or its antibiotic 
susceptibility, e.g., in patients at risk for antibiotic-resistant isolates, who have been previously treated 
with antibiotics or who have had a soft tissue sample that grew multiple pathogens. Biopsy may not be 
needed if an aseptically collected deep tissue specimen from a soft tissue infection grows only a single 
virulent pathogen, especially S. aureus.93,94 The diagnosis of osteomyelitis is most assured if one or more 
bone specimens has both a positive culture and characteristic histopathological findings.104 Culture has 
the advantage of determining the causative pathogen, but histology may be more sensitive if the patient 
is on antibiotic therapy and more specific if specimen contamination is a concern. Of note, the inter-
rater agreement on the diagnosis of osteomyelitis by histopathology is low (<40% in one study)105 and 
concordance between histopathology and culture of foot bone specimens is also poor (41% in one 
study).106 Culture of soft tissue specimens (even those collected close to the bone) often miss causative 
pathogens or yield likely contaminants, and thus less accurate than bone cultures. The reported 
concordance rates between contemporaneous cultures of soft tissue and bone are mostly " 50%.93,107,108  
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Table 3. Features characteristic of diabetic foot osteomyelitis on plain X-rays 109-114  

New or evolving radiographic features* on serial radiographs**, including: 
!  Loss of bone cortex, with bony erosion or demineralization 
!  Focal loss of trabecular pattern or marrow radiolucency (demineralization) 
!  Periosteal reaction or elevation 
!  Bone sclerosis, with or without erosion 
Abnormal soft tissue density in the subcutaneous fat, or gas density, extending from skin towards 
underlying bone, suggesting a deep ulcer or sinus tract. 
Presence of sequestrum: devitalized bone with radiodense appearance separated from normal bone  
Presence of involucrum*: layer of new bone growth outside previously existing bone resulting and 
originating from stripping off the periosteum. 
Presence of cloacae*: opening in the involucrum or cortex through which sequestrum or granulation 
tissue may discharge. 
 
Note: *Some features (e.g. sequestrum, involucrum and cloacae) are seen less frequently in diabetic foot osteomyelitis than in 
younger patients with osteomyelitis of larger bones. **Usually spaced several weeks apart. 
 

MICROBIOLOGY 
PICO 4: In a person with diabetes and a foot infection, do specimens of wound tissue (obtained by 
curettage or biopsy) provide more clinically useful information on growth of pathogens or avoidance of 
contaminants than wound swabs?   

Recommendation 8: 
a) Collect an appropriate specimen for culture for almost all clinically infected ulcers to determine the 
causative pathogens. (Strong; Low)  
b) For a soft tissue diabetic foot infection, obtain a sample for culture by aseptically collecting a tissue 
specimen (by curettage or biopsy) from the ulcer. (Strong; Moderate) 

Rationale: In the great majority of cases obtaining a specimen (after cleansing and debridement, avoiding 
contamination) for culture from a DFI provides useful information on the causative pathogen(s) and 
their antibiotic susceptibility, allowing appropriate selection of antibiotic therapy. In cases of an acute, 
non-severe DFI in a patient who has not recently received antibiotic therapy and has no other risk 
factors for unusual or antibiotic-resistant pathogens (e.g., based on specific exposures or previous 
culture results), selecting empiric therapy without culture may be reasonable. In most clinical situations it 
is easiest to collect a soft tissue specimen by superficial swab, but recent studies, including two 
systematic reviews115,116 (with low quality evidence), one small prospective study117 and one well-
designed prospective study,118 have generally shown that the sensitivity and specificity of tissue 
specimens for culture results are higher than for swabs. Collecting a tissue specimen may require slightly 
more training and poses a slight risk of discomfort or bleeding, but we believe the benefits clearly 
outweigh these minimal risks. The evidence informing what method of specimen collection to use is 
limited by the absence of a definitive criterion standard for defining ulcer infection. Repeating cultures 
may be useful for a patient who is not responding to apparently appropriate therapy, but this may result 

© 2019
The International Working Group on the Diabetic Foot

IWGDF Infection Guideline

IWGDF
Guidelines



in isolating antibiotic-resistant strains that may be contaminants rather than pathogens. A key caveat is 
that the accuracy of results depends on the quality of information provided between clinical and 
microbiology staff throughout the sample pathway, from collecting to transporting to processing to 
reporting. Collaboration is important: clinicians should provide key clinical details associated with the 
sample and clinical microbiology services should provide adequately comprehensive reporting of the 
isolated organisms and their susceptibility profiles. For persons presenting in a low income or limited 
resources setting without ready access to culture or follow-up care, performing a Gram-stain smear of 
material from a DFI could be a relatively easy and inexpensive way to visualize the class of the likely 
causative pathogens, thus helping direct empiric therapy.119 

 

PICO 5: In a person with diabetes and a foot infection, do the results of molecular (genotypic) 
microbiological tests better distinguish likely clinically relevant pathogens requiring antibiotic therapy than 
standard (phenotypic) cultures? 

Recommendation 9: Do not use molecular microbiology techniques (instead of conventional culture) 
for the first-line identification of pathogens from samples in a patient with a diabetic foot infection. 
(Strong; Low) 

Rationale: Molecular microbiology techniques have demonstrated that the flora in most DFIs is more 
diverse and abundant than that revealed by conventional culture methods.120-122 Although 
Corynebacterium spp. and obligate anaerobes appear to be more prevalent using sequencing techniques, 
their pathogenic role as part of a polymicrobial infection is unclear.123 Overall, there is generally good 
agreement between molecular sequencing and conventional culture methods regarding the most 
clinically relevant pathogens identified.124 The few studies employing molecular sequencing for either soft 
tissue or bone infection have enrolled relatively few subjects, were at high risk of bias and have not 
provided information on the value of the findings for guidance on clinical management. Specifically, we 
do not know which of the many bacterial genera identified by molecular methods contribute to the 
clinical state of infection or require directed antibiotic therapy. Furthermore, molecular approaches 
identify both living and dead organisms and generally do not assess for the antibiotic sensitivities of 
identified isolates. It remains unclear whether or not determining the number of microorganisms 
(microbial load or operational taxonomic units) present in a wound, or seeking gene markers for 
virulence factors or toxin production as a diagnostic or prognostic aid will provide any additional clinical 
benefits beyond current practice. Finally, compared to standard culture techniques, molecular methods 
may be more expensive and require more processing time, but less so using newer methods and 
considering the full testing pathway. Thus, for now clinicians should continue to request conventional 
culture of specimens to determine the identity of causative microorganisms and their antibiotic 
sensitivity.  

Regardless of the method of determining the causative pathogens from a specimen, collaboration and 
consultation between the clinical and laboratory staff will help each to be most helpful to the other. 
Clinicians should provide the microbiology laboratory key clinical information (e.g., type and site of 
infected lesion, recent antimicrobial therapy), either on order forms or by direct communication. 
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Similarly, laboratory personnel should offer clear information (when requested) on how to obtain 
optimal specimens and provide preliminary and final identifications as soon as practical. 
 
 

TREATMENT 

Figure 1. Suggested overview of a stepwise approach to managing a patient with diabetes and a 
suspected foot infection  

 

PICO 6: In a person with diabetes and a foot infection, is any particular antibiotic regimen (specific 
agent[s], route, duration) better than any other for treating soft tissue or bone infection? 
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SOFT TISSUE INFECTION 
Recommendation 10: Treat a person with a diabetic foot infection with an antibiotic agent that has 
been shown to be effective in a published randomized controlled trial and is appropriate for the 
individual patient. Some agents to consider include: penicillins, cephalosporins, carbapenems, 
metronidazole (in combination with other antibiotic[s]), clindamycin, linezolid, daptomycin, 
fluoroquinolones, or vancomycin, but not tigecycline. (Strong; High) 
 

Recommendation 11: Select an antibiotic agent for treating a diabetic foot infection based on: the likely 
or proven causative pathogen(s) and their antibiotic susceptibilities; the clinical severity of the infection; 
published evidence of efficacy of the agent for diabetic foot infections; risk of adverse events, including 
collateral damage to the commensal flora; likelihood of drug interactions; agent availability; and, financial 
costs. (Strong; Moderate) 
 

Recommendation 12: Administer antibiotic therapy initially by the parenteral route to any patient with a 
severe diabetic foot infection. Switch to oral therapy if the patient is clinically improving, has no 
contraindications to oral therapy and if there is an appropriate oral agent available. (Strong; Low) 
 

Recommendation 13: Treat patients with a mild diabetic foot infection, and most with a moderate 
diabetic foot infection, with oral antibiotic therapy, either at presentation or when clearly improving with 
initial intravenous therapy. (Weak; Low) 
 

Recommendation 14: We suggest not using any currently available topical antimicrobial agent for 
treating a mild diabetic foot infection. (Weak; Moderate) 

Rationale: Antibiotic therapy, administered by an appropriate route, is required in virtually all patients 
with a soft tissue DFI. For mild and most moderate infections treatment with well-absorbed oral 
antibiotic agents is generally effective. In patients with a more severe infection (some 3 and most 4), 
initial parenteral antibiotic therapy is preferable to achieve immediate high serum levels, but can usually 
be switched to oral therapy within a week. Based on many studies (most limited by methodological 
flaws) that compared various oral or parenteral antibiotic agents in patients with DFI, treatment with any 
appropriately selected agent of most classes of antibiotics is effective in the great majority of cases.125 
Empiric therapy should be based on the clinician’s best guess at the likely causative pathogen(s) and their 
local antibiotic susceptibilities, along with a variety of other factors (e.g., history of drug allergies, recent 
hospitalization, patient co-morbidities [e.g., renal dialysis], likelihood of adverse events or potential drug 
interactions, availability and cost of various agents). In light of the complexity and often polymicrobial 
nature of DFI, definitive treatment should especially be based on principles of antibiotic stewardship 
(preferably selecting, when appropriate, a regimen with the narrowest spectrum, shortest duration, 
fewest adverse effects, safest and least expensive route). Wound culture results from a DFI are often 
polymicrobial; while virulent pathogens (e.g., Staphylococcus aureus or beta-hemolytic streptococci) that 
are isolated should be treated, some less virulent isolates (e.g., corynebacteria or coagulase-negative 
staphylococci) are often contaminants or colonizers that may not need targeted antibiotic treatment. 
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Some countries or institutions restrict the use of certain antibiotics (e.g., fluoroquinolones, rifampicin) for 
various reasons. In general, “first line” antibiotic choices are most often well-established agents while 
newer agents are often held in reserve for antibiotic-resistant pathogens. Clinicians should consider 
consulting an infectious diseases/microbiology expert about antibiotic therapy for difficult cases, such as 
those caused by unusual or highly resistant pathogens. 

Treatment with topical antimicrobial therapy has many theoretical advantages, particularly using a small 
dose only at the site of infection, thus potentially limiting issues of cost, adverse events and antibiotic 
resistance. Unfortunately, no published studies support treating either mild infections (with topical 
therapy alone) or moderate infections (with topical therapy adjunctive to systemic antibiotics).126 
Specifically, recent large unpublished studies of topical therapy for a mild DFI with pexiganan (an 
antimicrobial peptide)127,128 or with the gentamicin-collagen sponge129 failed to demonstrate superiority 
to standard of care treatment alone. Similarly, a published trial of the gentamicin-collagen sponge for 
treating mild DFI130 or as adjunctive therapy (to systemic antibiotics) for moderate or severe DFI 
showed no benefit.131  

No one antibiotic class or agent has been shown to be superior to others, but tigecycline was found to 
be clinically inferior to ertapenem (with or without added vancomycin) for treating soft tissue (and, in a 
small subset, bone) infections in a well-designed clinical trial of over 1000 patients.132 This study also 
showed that rates of adverse events were significantly higher in the tigecycline treated patients. A 
prospective observational study of 105 patients treated with tigecycline for DFI reported clinical success 
in only ~57% of patients with a moderate or severe infection, significantly lower cure rates in those with 
peripheral artery disease, and adverse treatment effects in 44%.133  Other studies have shown high 
failure rates with long-term treatment with tigecycline and it is associated with a high rate of nausea.134 

Recent studies suggest that many (perhaps most) DFIs are caused by bacteria in a biofilm mode, 
although biofilm infection is difficult to diagnose clinically.135,136 Pathogens in biofilm, compared to 
planktonic, infections are more difficult to treat but some antibiotics (e.g., rifampicin, daptomycin, 
fosfomycin) appear to be more effective for biofilm infection than others.137,138 With appropriately 
selected antibiotic therapy (combined with any necessary surgery and proper metabolic control and 
wound care), most DFIs can treated be successfully with limited harms. 

Recommendation 15:  
a) Administer antibiotic therapy to a patient with a skin or soft tissue diabetic foot infection for a 
duration of 1 to 2 weeks. (Strong; High)  
b) Consider continuing treatment, perhaps for up to 3-4 weeks, if the infection is improving but is 
extensive, is resolving slower than expected, or if the patient has severe peripheral artery disease. 
(Weak; Low)  
c) If evidence of infection has not resolved after 4 weeks of apparently appropriate therapy, re-evaluate 
the patient and reconsider the need for further diagnostic studies or alternative treatments. (Strong; 
Low) 

Rationale: Principles of antimicrobial stewardship include limiting the duration of antibiotic therapy for 
treating wounds to the minimum number of days needed for good results.139,140 More prolonged 
antibiotic therapy is associated with increased risks of adverse events, greater disruption of host 
microbiomes, higher costs and more patient inconvenience. In published studies of DFIs, duration of 
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antibiotic therapy ranged from 5 to 28 days, but they do not provide any data upon which to 
recommend an optimal duration nor criteria for when stopping antibiotic therapy is appropriate.18 In 
most of these studies patients underwent any needed superficial or deep debridement of necrotic or 
purulent tissue and patients with severe peripheral artery disease were excluded.51,132,141,142 Based on 
expert opinion, minor soft tissue infections that resolve quickly can be treated with less than one week 
of antibiotic therapy, while extending antibiotic therapy to 2—4 weeks may be appropriate for some 
patients with extensive infection or when limb ischemia limits antibiotic delivery and ulcer healing. When 
apparently appropriate treatment for a DFI appears to be failing, rather than extending the course of 
antibiotic therapy the clinician should re-consider what therapy might be more appropriate. Key 
questions to ask (see Figure 1) include: were all likely pathogens covered by the selected antibiotic 
agent; are there new pathogens (perhaps related to intercurrent antibiotic treatment); was the antibiotic 
agent being administered/taken as prescribed (whether in hospital or ambulatory setting); could 
intestinal absorption be impaired; was the possibility of insufficient perfusion due to peripheral artery 
disease not addressed; could there be an undiagnosed abscess, foreign body, osteomyelitis or other 
complication that may require surgery? While the evidence for most of these suggestions is either low 
or limited, decades of clinical experience support our making these strong recommendations. 

Recommendation 16: For patients who have not recently received antibiotic therapy and who reside in 
a temperate climate area, target empiric antibiotic therapy at just aerobic gram-positive pathogens (beta-
hemolytic streptococci and Staphylococcus aureus) in cases of a mild diabetic foot infection. (Strong; 
Low) 
 

Recommendation 17: For patients residing in a tropical/subtropical climate, or who have been treated 
with antibiotic therapy within a few weeks, have a severely ischemic affected limb, or a moderate or 
severe infection, we suggest selecting an empiric antibiotic regimen that covers gram-positive pathogens, 
commonly isolated gram-negative pathogens, and possibly obligate anaerobes in cases of moderate to 
severe diabetic foot infections. Then, reconsider the antibiotic regimen based on both the clinical 
response and culture and sensitivity results. (Weak; Low) 
 

Recommendation 18: Empiric treatment aimed at Pseudomonas aeruginosa is not usually necessary in 
temperate climates, but consider it if P. aeruginosa has been isolated from cultures of the affected site 
within the previous few weeks or in tropical/subtropical climates (at least for moderate or severe 
infection). (Weak; Low) 

Rationale: Initial antibiotic therapy for most patients with a DFI will be empiric; the goal is to cover the 
likely pathogens without prescribing an unnecessarily broad-spectrum regimen. Definitive therapy should 
then be tailored to the clinical response to empiric therapy and the results of properly collected 
specimens. For decades, studies (almost exclusively from temperate climates in North America and 
Europe) consistently demonstrated that the most common pathogens in DFIs are aerobic gram-positive 
cocci, especially S. aureus, and to a lesser extent streptococci and coagulase-negative staphylococci. 
More recent studies of DFIs from patients in tropical/subtropical climates (mainly Asia and northern 
Africa) have shown that aerobic gram-negative bacilli are often isolated, either alone or in combination 
with gram-positive cocci. These considerations, along with whether or not the patient has recently 
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received antibiotic therapy, has had gram-negative bacilli isolated from a recent previous culture, has had 
frequent exposure to water (a source for P. aeruginosa) or comes from an environment in which 
pathogens are often resistant to commonly used antibiotics, are key in selecting an empiric antibiotic 
regimen. Empiric treatment aimed at P. aeruginosa, which usually requires either an additional or 
broader-spectrum agent, is generally unnecessary in temperate climates. It should, however, be 
considered in tropical/subtropical climates or if P. aeruginosa has been isolated from previous cultures of 
the affected patient. Of course, clinicians should reassess the regimen based on the clinical response and 
culture and sensitivity results and consider changing to more appropriate, safer, more convenient, or less 
expensive agent(s).  

Obligate anaerobes can play a role in DFI, especially in ischemic limbs and in case of abscesses, 121,143 
Empiric treatment of these pathogens, e.g. with an imidazole (metronidazole), or beta-lactam with beta 
lactamase inhibitor, should be considered for DFI associated with ischemia or a foul-smelling discharge. 
Some newer cephalosporins (combined with enzyme inhibitors) and fluoroquinolones have activity 
against most obligate anaerobes, which might preclude the need for combining them with anti-anaerobic 
agents. There are, however, insufficient published data recommend use of these agents to target 
anaerobes in diabetic foot infections. 

Table 4. Selecting an empiric antibiotic regimen for diabetic foot infections* 

Infection 
severity 

Additional factors Usual 
pathogen(s) a 

Potential empirical regimens b 

Mild No complicating 
features 

GPC S-S pen; 1st gen ceph 
 

 ß-lactam allergy or 
intolerance 

GPC Clindamycin; FQ; T/S; macrolide; doxy 

 Recent antibiotic 
exposure 

GPC+GNR ß-L-ase-1; T/S; FQ 

 High risk for MRSA MRSA Linezolid; T/S; doxy; macrolide 
Moderate or 
Severe c 

No complicating 
features 

GPC±GNR ß-L-ase 1; second/third gen ceph 

 Recent antibiotics GPC±GNR ß-L-ase 2; 3rd gen ceph; group 1 
carbapenem (depends on prior therapy; 
seek advice) 

 Macerated ulcer or 
warm climate 

GNR, including 
Pseudomonas 

ß-L-ase 2; S-S pen + ceftazidime; S-S pen 
+ cipro; group 2 carbapenem 

 Ischemic 
limb/necrosis/gas 
forming 

GPC±GNR± 
Anaerobes 

ß-L-ase 1 or 2; group 1 or 2 carbapenem; 
2nd/3rd gen ceph + clindamycin or 
metronidazole 

 MRSA risk factors MRSA Consider adding, or substituting with, 
glycopeptides; linezolid; daptomycin; 
fusidic acid T/S (±rif)**; doxycycline 

 Risk factors for 
resistant GNR 

ESBL Carbapenems; FQ; aminoglycoside and 
colistin 

!"#$%&
'()"*+,)-+.,/0+.1"20-3/+4"5-067"0+",()"8/.9),/:";00,

IWGDF Infection Guideline

!"#$%
#&'()*'+),



Note: * Recommendations are based upon theoretical considerations and results of available clinical trials. Abbreviations:GPC: 
Gram-positive cocci (staphylococci and streptococci); GNR: Gram-negative rod; MRSA: methicillin-resistant Staphylococcus 
aureus; ESBL: extended-spectrum ß-lactamase-producing organism; S-S pen: semisynthetic penicillinase-resistant penicillin; ß-L-
ase: ß-lactam, ß-lactamase inhibitor; ß-L-ase 1: amoxicillin/clavulanate, ampicillin/sulbactam; ß-L-ase 2: ticarcillin/clavulanate, 
piperacillin/tazobactam; doxy: doxycycline; group 1 carbapenem: ertapenem; group 2 carbapenem: imipenem, meropenem, 
doripenem; ceph: cephalosporin; gen: generation; Pip/tazo: piperacillin/tazobactam; FQ: fluoroquinolone with good activity 
against aerobic Gram-positive cocci (e.g., levofloxacin or moxifloxacin); cipro: antipseudomonal fluoroquinolone, e.g., 
ciprofloxacin: T/S, trimethoprim/sulfamethoxazole; rif: rifamp(ic)in. ** Rifamp(ic)in: because it is associated with higher risk of 
adverse events and its use is restricted in some countries, it may be most appropriately used for treating osteomyelitis or metal 
implant related infections. a Refers to isolates from an infected foot ulcer, not just colonization at another site. b Given at usual 
recommended doses for serious infections. Where more than one agent is listed, only one of them should be prescribed, 
unless otherwise indicated. Consider modifying doses or agents selected for patients with comorbidities such as azotemia, liver 
dysfunction, obesity. c Oral antibiotic agents should generally not be used for severe infections, except as follow-on (switch) 
after initial parenteral therapy. 

 

Recommendation 19: Do not treat clinically uninfected foot ulcers with systemic or local antibiotic 
therapy with the goal of reducing the risk of infection or promoting ulcer healing. (Strong; Low)   

Rationale: There are no convincing data to support the concept that prescribing antibiotic therapy for 
clinically uninfected ulcers either accelerates healing or reduces the risk of developing clinically apparent 
infection.144 One study of 77 patients with an uninfected DFU followed with repeated cultures found 
that no culture parameter demonstrated predictive value for any DFU outcomes.145  

It may sometimes be difficult to know if a diabetic foot ulcer is infected, especially in the presence of co-
morbidities such as peripheral neuropathy or peripheral artery disease. For this reason, some clinicians 
accept “secondary” signs or symptoms, such as friable granulation tissue, ulcer undermining, foul odor, or 
increase in amount of exudate as evidence of infection. All open ulcers will harbor microorganisms, 
including ones that are potentially pathogenic, and some evidence suggests these may impair healing. 
And, clinically uninfected ulcers may become infected during the long time it takes for them to heal. For 
these (and other) reasons many clinicians prescribe antibiotic therapy for clinically uninfected ulcers. But, 
there are no convincing data to support that this is beneficial. Furthermore, as about half of all DFUs are 
clinically uninfected at presentation, this could result in a substantial exposure of patients to potentially 
unnecessary and often harmful antibiotic therapy. We strongly believe that for patients with a clinically 
uninfected ulcer the potential harms (to the patient, the health care system and society as a whole) of 
antibiotic therapy (adverse effects of antibiotic therapy, inconvenience to the patient, cost for the drug, 
likelihood of driving antibiotic resistance) clearly outweigh any theoretical benefits. 
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SURGICAL TREATMENT AND OSTEOMYELITIS 
PICO 7a: In a person with diabetes and osteomyelitis of the foot, are there circumstances in which non-
surgical (antibiotic only) treatment is as safe and effective (in achieving remission) as surgical treatment? 

Recommendation 20: Non-surgeons 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) 
 

Recommendation 21:  
a) In a patient with diabetes and uncomplicated forefoot osteomyelitis, for whom there is no other 
indication for surgical treatment, 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 surgical follow-up. 
(Strong; Moderate) 
 

Recommendation 22: Select antibiotic agents for treating diabetic foot osteomyelitis from among those 
that have demonstrated efficacy for osteomyelitis in clinical studies. (Strong; Low)  
 

Recommendation 23:  
a) Treat diabetic foot osteomyelitis with antibiotic therapy for no longer than 6 weeks. If the infection 
does not clinically improve within the first 2-4 weeks, reconsider the need for collecting a bone 
specimen for culture, undertaking surgical resection, or selecting an alternative antibiotic regimen. 
(Strong; Moderate)  
b) Treat diabetic foot osteomyelitis with antibiotic therapy for just a few days if there is no soft tissue 
infection and all the infected bone has been surgically removed. (Weak; Low) 
 

Recommendation 24: For diabetic foot osteomyelitis cases that initially require parenteral therapy, 
consider switching to an oral antibiotic regimen that has high bioavailability after perhaps 5-7 days, if the 
likely or proven pathogens are susceptible to an available oral agent and the patient has no clinical 
condition precluding oral therapy. (Weak; Moderate) 

Rationale: While antibiotic therapy is necessary for DFIs, it is often not sufficient. Most patients with a 
DFI require some surgical treatment, ranging from minor bedside debridement or incision and drainage 
to major operative procedures, including resection of deep infected tissue, drainage of abscesses or 
infected compartments, resection of necrotic or infected bone, or revascularization. While some of 
these procedures can be scheduled for convenience, a few require immediate surgery. The presence or 
severity of deep infection is often difficult to assess and may only be identified during surgery. While 
there is little published evidence addressing this issue, we strongly believe the non-surgeon should 
consider when and how urgently to consult with a surgeon for most DFIs. 
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Surgical resection of infected bone has long been the standard treatment of osteomyelitis, but over the 
past two decades evidence from several retrospective case series146-149, one retrospective cohort 
study,150 and one prospective controlled study151 has demonstrated that in properly selected patients 
antibiotic therapy alone is effective. While treatment of DFO with antibiotics without surgical resection 
of bone may be considered for any patient with DFO, based on published data the strongest cases for 
considering non-surgical treatment include patients with limited DFO of the forefoot, who are medically 
stable, for whom there is no other mechanical need for surgical treatment of the foot, and for whom 
there is an appropriate antibiotic regimen.152 There are advantages and disadvantages to both 
predominantly surgical or medical therapy of DFO, so the clinician should involve the patient (and 
family) in this decision.152  

In the absence of soft tissue infectious complications, such as deep abscesses, extensive necrosis or 
gangrene, tissue gas, or compartment syndrome, most cases of DFO do not require urgent surgery. 
Performing any required surgery as an elective procedure allows the treating team to decide which 
diagnostic studies are needed and to select appropriate empirical antibiotic therapy, as well as to 
prepare and educate the patient. This suggestion is largely based on expert opinion, as published studies 
have generally not stratified patients with DFO based on the presence or severity of any concomitant 
soft tissue infection. The few studies that have provided data on this issue have generally found that 
patients with DFO who had concomitant soft tissue infection (and perhaps those with peripheral artery 
disease) required more urgent and extensive surgery and had longer lengths of stay and worse 
outcomes.153 One small study suggests that patients not requiring urgent surgery can be treated using a 
two-step approach for combined soft tissue and bone infection: prescribe antibiotic therapy (empiric if 
necessary, then adapted to culture results) for the soft tissue infection, followed by ! 2 week off 
antibiotic therapy, then a bone biopsy (with further treatment only if it demonstrates osteomyelitis).154 
This approach requires further study. 

When prescribing antibiotic therapy for DFO the clinician must consider several issues. Penetration of 
antibiotic agents into bone is variable, but  most classes can attain adequate levels in infected bone. We 
suggest administering antibiotic agents at the higher end of their recommended dosage range and usually 
for a total duration of treatment (see below) substantially longer than for soft tissue infection.155 Most 
published studies have initially administered antibiotics parenterally, at least for a few day, but it is 
unclear if this is necessary. We think clinicians can prescribe initial therapy by the oral route in carefully 
selected patients with mild and limited soft tissue and bone infection. Many antibiotic agents have shown 
efficacy in treating DFO, including clindamycin, various beta-lactam beta-lactamase inhibitors (e.g., 
ampicillin/sulbactam) and fluoroquinolones. One antibiotic agent that may (based on limited data) be 
particularly effective for biofilm-related staphylococcal (generally S. aureus) infections such as DFO or 
hardware infections is rifampin (or rifampicin).147,154 Data supporting this use is limited and rifampin must 
always be used cautiously (especially in patients taking multiple medications or at risk for tuberculosis) 
and combined with another agent to which the causative pathogen is susceptible (e.g., a 
fluoroquinolone). An ongoing large, multicenter US trial (VA INTREPID) is examining the role of 
rifampin in treating DFO.156 Several case series, and a recent large RCT, have shown that oral antibiotic 
therapy (usually after at least a few days of intravenous therapy) is as effective as, safer, and less 
expensive than intravenous therapy for complex bone and joint infection (including DFO).157  
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The recommended duration of treatment for osteomyelitis has traditionally been 4-6 weeks, but this is 
based mostly on animal models and clinical experience. Some studies of DFO (and other types of 
osteomyelitis) have shown that therapy for longer than 6 weeks offers no additional benefit,158 and 
based mostly on theoretical considerations, treatment for just 1-2 weeks should be sufficient for patients 
in whom all infected bone has been resected.159 One retrospective cohort study of 1018 DFI episodes 
(including some with DFO) found that neither the duration of antibiotic therapy, nor the use of 
parenteral therapy, affected the risk of recurrence of DFI.91 Unfortunately, there are no definitive signs or 
tests to inform the clinician when DFO is in remission, so long term (usually at least a year) follow-up is 
recommended before declaring the infection cured. If underlying conditions that predisposed to the 
index episode of DFO are not adequately addressed, another infection at the same site may be a new 
recurrence, rather than relapse. Consideration of long-term suppressive antibiotic therapy is warranted 
only for individuals with retained orthopedic hardware or extensive necrotic bone that is not amenable 
to complete debridement.  

 

PICO 7b: In a person with diabetes and osteomyelitis of the foot who is undergoing foot surgery, is 
obtaining biopsy of the presumed uninfected residual bone margin useful for determining the need for 
additional anti-infective treatment? 

Recommendation 25:  
a) During surgery to resect bone for diabetic foot osteomyelitis, 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 6 weeks. 
(Strong; Moderate) 

Rationale: Several studies have shown that one-third to two-thirds of patients from whom the surgeon 
obtains a specimen of clinically uninfected bone (variously called “marginal”, “distal” or “proximal” bone) 
after resection have culture or pathological evidence of residual infection.160-164 This finding presumably 
means infected bone remains, requiring further antibiotic and/or surgical treatment. It is crucial that the 
bone specimen be collected as aseptically as possible, including using a new set of sterile instruments. A 
bone specimen obtained during an operation may be more likely than a percutaneous biopsy to be 
contaminated from adjoining infected soft tissue. The possibility that many of the positive bone cultures 
are false positive is supported by the substantially lower rate of positive histology on the same specimen 
in two studies.160,163 Of course, cultures may also be falsely negative, especially in patients treated with 
antibiotics or when samples are not transported and processed appropriately. An additional problem is 
the lack of an agreed definition of osteomyelitis in the diabetic foot. As three studies have found that 
patients who had evidence of residual osteomyelitis after foot bone resection were significantly more 
likely to have poorer outcomes than those with negative bone biopsy results 160-162, we think it would be 
prudent to offer most patients with a positive bone culture further anti-infective treatment.  
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PICO 8: In a person with diabetes and a foot infection, does the addition of any specific adjunctive 
treatment to systemic antibiotic therapy improve resolution of clinical findings of infection or accelerate 
ulcer healing? 

We define adjunctive treatments as those that are neither antibiotic nor surgical treatments, but which 
are often used in conjunction with these standard treatments. Many types of treatment have been 
proposed, but the available published evidence of their efficacy is limited and generally of very low 
quality. 

Recommendation 26: For a diabetic foot infection do not use hyperbaric oxygen therapy or topical 
oxygen therapy as an adjunctive treatment if the only indication is specifically for treating the infection. 
(Weak; Low) 

Rationale: Many diabetic foot ulcers fail to heal, and colonizing microorganisms may play a role in this 
process. Hyperbaric oxygen therapy (HBOT), in addition to its purported ulcer healing benefits, is also 
believed to have a variety of antimicrobial effects in soft tissue and bone.165-170 Thus, it is reasonable to 
consider whether or not adjunctive HBOT might help cure various types of DFIs. Several organizations 
(some with a bias favoring using HBOT) have suggested that HBOT should be considered for treating 
infections (especially anaerobic), including osteomyelitis (especially if chronic or refractory).171 A 
systematic review (of case reports and cohort studies) of adjunctive HBOT treatment of various forms 
of chronic osteomyelitis suggested it may be beneficial, but few of the studies were on DFO and the 
quality of available evidence was low.172 Notwithstanding that the role of HBOT in healing diabetic foot 
ulcers is still controversial, only one of the many studies on patients with a diabetic foot ulcer was 
specifically focused on the issue of foot infections. The results of that small size, poor quality study,173 
using non-standardized methods and lacking clear definitions (including of infection), do not adequately 
support recommending HBOT to treat diabetic foot infections. HBOT is certainly associated with 
financial expense, potential adverse events and inconvenience (requiring daily treatments in a medical 
setting). Thus, in the absence of any substantial data to support its effect in treating either soft tissue or 
bone infection, nor in accelerating ulcer healing via an antimicrobial effect, we think the costs and 
inconvenience outweigh any theoretical benefits.  

In addition to systemic HBOT, high levels of oxygen can be delivered to a wound by local or topical 
methods.174 Although various methods of topical oxygen therapy have been investigated for decades, 
there are only a few published case reports in patients and insufficient evidence to support using this 
form of adjunctive treatment.174-176 

 

Recommendation 27: To specifically address infection in a diabetic foot ulcer:  
a) do not use adjunctive granulocyte colony stimulating factor treatment (Weak; Moderate) and,  
b) do not routinely use topical antiseptics, silver preparations, honey, bacteriophage therapy, or 
negative-pressure wound therapy (with or without instillation). (Weak; Low) 

Rationale: Because granulocyte colony-stimulating factor (G-CSF) increases the release of neutrophil 
endothelial progenitor cells from the bone marrow and improves neutrophil functions, which are often 
impaired in people with diabetes, studies have investigated their potential role in treating infection in 
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diabetic foot ulcers. A Cochrane Database Systematic review updated in 2013 concluded that treatment 
with G-CSF does not appear to increase the likelihood of resolution of infection or healing of the foot 
ulcer.177 We found no relevant published studies on this topic since this review. While G-CSF may 
reduce the need for surgical interventions, especially amputations, or the duration of hospitalization, it is 
not clear which patients might benefit and G-CSF preparations are not generally available and are 
expensive.   

The increasing problem of infection with antibiotic resistant organisms demands development of 
alternative treatments to standard antibiotic therapy. Various types of antiseptics have been used to 
treat diabetic foot ulcers, but the available evidence does not support any beneficial effect for most of 
these.126 Silver has been shown to have an antibacterial effect and topical silver-containing treatments 
(creams, dressings, etc.) are widely used for infected diabetic foot ulcers. While silver compounds may 
offer some benefits in ulcer healing,178 there is little evidence (including from several systematic reviews) 
to support their effectiveness in treating or preventing ulcer infection.179 Several small studies have, 
however, demonstrated anti-infective benefits for some antiseptic agents (e.g., cadexomer iodine, 
hypochlorous solutions) in infected DFUs. There is evidence that dressings with silver, cadexomer iodine 
and hypochlorous solutions reduce microbial load in the ulcers.180,181 The available evidence is insufficient 
to establish whether or not silver-containing dressings or topical agents promote ulcer healing or 
prevent ulcer infection. To avoid promoting the development of resistance, we suggest avoiding using 
topical antibiotic agents that can also be administered systemically.  

Honey has long been used in the treatment of various types of ulcers, including diabetic foot ulcers, for 
its apparent ulcer healing effects. This may at least be partly mediated by its anti-bacterial, anti-oxidant 
and anti-inflammatory properties, in addition to its effects on osmolarity, acidifying pH and increasing 
growth factors.182 Topical honey appears to be safe and is relatively inexpensive. Some studies have 
demonstrated antibacterial effects of honey on various microorganisms obtained from diabetic foot 
ulcers, either in vitro or in a wound, but there are no published studies clearly demonstrating efficacy 
against clinical findings of infection.183,184 In some populations, especially in low-income countries, use of 
various home remedies for treating DFIs has been reported. While some may have beneficial effects 
(e.g., chloramines,185 Kalanchoe pinnata,186 others are clearly harmful,187 either by their direct effects or 
by patients delaying seeking more appropriate treatment. 

Bacteriophages have been used clinically for over 100 years, but the available data on efficacy (mostly 
from Eastern Europe, much of it in vitro) are limited. The few publications on using bacteriophages are 
low quality case series lacking a control group188,189 that suggest it may be safe and effective for some 
types of infected ulcers, but commercial products are limited and unavailable in many countries. 
Although the incidence of infection with extensive, or even complete, antimicrobial resistance is rising in 
some contries, antibiotic therapy is still preferable given the sparse available evidence for bacteriophages. 
Antimicrobial therapy with bacteriophages might, however, be an option in the future. 

Negative pressure wound therapy (NPWT) involves the application of a special wound dressing 
attached to a vacuum suction machine that aspirates wound and tissue fluid from the treated area into a 

canister.190 Some evidence demonstrates that NPWT results in more pro-angiogenic and anti-
inflammatory molecular conditions in wounds.191 NPWT with instillation (NPWTi) is a system 
incorporating both instillation (using one of various types of sterile fluids) and aspiration that is intended 
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to cleanse, and possibly disinfect, wounds.192 While many published studies have demonstrated the 
safety and wound healing efficacy of NPWT/NPWTi, the quality of most is relatively low, few have 
addressed diabetic foot complications193 and none have specifically addressed if there was benefit in 
resolving evidence of wound infection. NPWT is widely available, but in most countries rather 
expensive. 

Several other types of adjunctive therapy look promising but based on limited data and lack of wide 
availability it is difficult to offer a recommendation on any at this time. One example is photodynamic 
therapy (PDT), which uses a combination of a photosensitizing drug and visible light, and has been 
shown in vitro to kill various bacteria, fungi and viruses. Almost all photosensitizers show photodynamic 
activity against gram-positive bacteria, but activity against gram-negative bacteria is limited to certain 
cationic photosensitizers. A few small published studies of low quality have reported that PDT lowered 
bacterial load, cured infections and may have helped reduce lower extremity amputations.194-197 While 
PDT appears to be safe and well-tolerated, commercial products are not yet available in most countries 
and it is unclear if using PDT without systemic antibiotic therapy will be possible for most patients. 

 

KEY CONTROVERSIES IN DIABETIC FOOT INFECTION 
There is still uncertainty regarding many areas concerning the management of the infectious aspects of 
the diabetic foot. We have selected some that with think may be in most need of further studies. 
1. How should clinicians monitor treatment of a DFI and determine when infection has resolved? 

This is an important unmet need as it serves as one means to limit unnecessarily prolonged 
antibiotic therapy. 

2. What is the optimal duration of antimicrobial treatment for diabetic foot osteomyelitis? 
Since infection of bone is more difficult to eradicate than just soft tissue, the recommended duration 
of antibiotic therapy is more prolonged, but we do not know the most appropriate duration. 

3. How should clinicians adapt approaches to DFI management in low-income countries? 
The rise in incidence of DFIs in some of these countries is steep and with their constrained 
resources, finding optimal approaches, without recommending second-class care, is key to improve 
outcomes. 

4. When, and which, imaging studies should clinicians order for a patient with a DFI? 
Advanced imaging studies can be expensive and time-consuming, and may delay appropriate 
treatment. Thus, evaluating their cost-effectiveness to help optimize use could improve DFI (and 
especially DFO) management. 

5. In diabetic foot osteomyelitis cases, is obtaining a specimen of residual or marginal bone after surgical 
resection useful for deciding which patients need further antibiotic or surgical treatment? 
Several studies suggest that a substantial minority of patients who have had surgical resection of 
infected bone have remaining infection in residual bone. Determining the best way to identify these 
cases and whether or not further treatment improves outcomes could help inform management. 
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6. When is it appropriate to select primarily medical versus primarily surgical treatment for diabetic foot 
osteomyelitis? 
While the results of a variety of types of trials inform this choice, an additional large, well-designed 
prospective study is needed to more definitively answer this question. 

7. Is there a definition of, and practical clinical use for, the concept of wound “bacterial bioburden”? 
This term is widely used in the wound healing community (and by industry) but has no agreed upon 
definition. Deciding if it has value, and standardizing the definition, could help industry develop useful 
products and clinicians to know which to employ for selected clinical situations. 

8. What is the value and proper interpretation of molecular (genotypic) microbiological testing for DFI? 
The era of molecular microbiology is inexorably expanding, but it is crucial that we have studies to 
provide data to help clinicians understand the value of information derived from these techniques. 

9. Are there any approaches (methods or agents) to topical or local antimicrobial therapy that are effective 
as either sole therapy for mild infections or adjunctive treatment for moderate or severe infections? 
Although there are many types of local or topical treatment available there is no convincing data to 
support if and when they should be used. These approaches, especially if they support using agents 
that are not administered systemically, could reduce the accelerating problem of antibiotic 
resistance. 

10. How can clinicians identify the presence of biofilm infection and what is the best way to treat it? 
Studies suggest most chronic wound infections involve microorganisms in difficult to eradicate 
biofilm phenotype, but we currently have no clear information on how to diagnose or treat these 
infections. 
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POSTSCRIPT  
Foot infections in persons with diabetes certainly can be associated with poor outcomes, especially 
amputation. In a large prospective study in the UK of patients with an infected DFU, after one year of 
follow-up the ulcer had healed in only 46%, and it recurred in 10% of those patients.5 Among these 
patients with an infected DFI, 17% underwent a lower extremity amputation, 6% had a lower extremity 
revascularization and 15% died. Those with a DFU present for >2 months or with a higher 
IDSA/IWGDF score had worse outcomes. In a recent review of over 150,000 patients hospitalized for a 
DFI in the US, over one-third underwent a lower extremity amputation and almost 8% had a lower-
extremity revascularization procedure.6  But, studies of patients enrolled in antibiotic trials and our own 
experience with patients treated by interdisciplinary teams at expert centers suggest that better 
outcomes are possible. We think that following the principles of diagnosing and treating DFIs outlined in 
this guideline can help clinicians to provide better care for these at-risk patients. We also encourage our 
colleagues, especially those working in diabetic foot clinics or hospital wards, to consider developing 
some forms of surveillance (e.g., registries, pathways, interdisciplinary group meetings) to monitor and 
attempt to improve their outcomes in patients with DFIs. 
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LIST OF RECOMMENDATIONS 
1. Remove slough, necrotic tissue and surrounding callus of a diabetic foot ulcer with sharp 

debridement in preference to other methods, taking relative contraindications such as pain or 
severe ischemia into account. (GRADE Strength of recommendation: Strong; Quality of evidence: 
Low) 

2. Select dressings principally on the basis of exudate control, comfort and cost. (Strong; Low)  
3. Do not use dressings/applications containing surface antimicrobial agents with the sole aim of 

accelerating the healing of an ulcer. (Strong; Low) 
4. Consider the use of the sucrose-octasulfate impregnated dressing in non-infected, neuro-ischaemic 

diabetic foot ulcers that are difficult to heal despite best standard of care. (Weak; Moderate) 
5. Consider the use of systemic hyperbaric oxygen therapy as an adjunctive treatment in non-healing 

ischaemic diabetic foot ulcers despite best standard of care. (Weak; Moderate) 
6. We suggest not using topical oxygen therapy as a primary or adjunctive intervention in diabetic foot 

ulcers including those that are difficult to heal. (Weak; Low) 
7. Consider the use of negative pressure wound therapy to reduce wound size, in addition to best 

standard of care, in patients with diabetes and a post-operative (surgical) wound on the foot. 
(Weak; Low) 

8. As negative pressure wound therapy has not been shown to be superior to heal a non-surgical 
diabetic foot ulcer, we suggest not using this in preference to best standard of care. (Weak; Low) 

9. Consider the use of placental derived products as an adjunctive treatment, in addition to best 
standard of care, when the latter alone has failed to reduce the size of the wound. (Weak; Low) 

10. We suggest not using the following agents reported to improve wound healing by altering the 
wound biology: growth factors, autologous platelet gels, bioengineered skin products, ozone, topical 
carbon dioxide and nitric oxide, in preference to best standard of care. (Weak; Low) 

11. Consider the use of autologous combined leucocyte, platelet and fibrin as an adjunctive treatment, 
in addition to best standard of care, in non-infected diabetic foot ulcers that are difficult to heal. 
(Weak, Moderate) 

12. Do not use agents reported to have an effect on wound healing through alteration of the physical 
environment including through the use of electricity, magnetism, ultrasound and shockwaves, in 
preference to best standard of care. (Strong; Low) 

13. Do not use interventions aimed at correcting the nutritional status (including supplementation of 
protein, vitamins and trace elements, pharmacotherapy with agents promoting angiogenesis) of 
patients with a diabetic foot ulcer, with the aim of improving healing, in preference to best standard 
of care. (Strong; Low) 
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ABSTRACT 

The International Working Group on the Diabetic Foot (IWGDF) has been publishing evidence-based 
guidelines on the prevention and management of diabetic foot disease since 1999. This publication 
represents a new guideline addressing the use of classifications of diabetic foot ulcers in routine clinical 
practice and reviews those which have been published. We only consider systems of classification used 
for active diabetic foot ulcers and do not include those that might be used to define risk of future 
ulceration. 

This guideline is based on a review of the available literature and on expert opinion leading to the 
identification of eight key factors judged to contribute most to clinical outcomes. Classifications are 
graded on the number of key factors included as well as on internal and external validation, and the use 
for which a classification is intended. 

Key factors judged to contribute to the scoring of classifications are of three types: patient related (end-
stage renal failure), limb-related (peripheral artery disease and loss of protective sensation) and ulcer-
related (area, depth, site, single or multiple and infection). Particular systems considered for each of the 
following five clinical situations: (i) communication among health professionals, (ii) predicting the 
outcome of an individual ulcer, (iii) as an aid to clinical decision-making for an individual case, (iv) 
assessment of a wound, with/without infection and peripheral artery disease (assessment of perfusion 
and potential benefit from revascularisation) and (v) audit of outcome in local, regional or national 
populations.  

We recommend: (i) for communication among health professionals the use of the SINBAD system; (ii) 
no existing classification for predicting outcome of an individual ulcer; (iii) the Infectious Diseases Society 
of America/International Working Group on the Diabetic Foot (IDSA/IWGDF) classification for 
assessment of infection; (iv) the WIfI (Wound, Ischemia, foot Infection) system for the assessment of 
perfusion and the likely benefit of revascularisation; and (v) the SINBAD classification for the audit of 
outcome of populations. 
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RECOMMENDATIONS 

1. In a person with diabetes and a foot ulcer, use the SINBAD system for communication among 
health professionals about the characteristics of the ulcer. (Strength of recommendation: Strong; 
Quality of evidence: Moderate)  

2. Do not use any of the currently available classification/scoring systems to offer an individual 
prognosis for a person with diabetes and a foot ulcer. (Strong; Low) 

3. In a person with diabetes and an infected foot ulcer, use the IDSA/IWGDF infection classification 
to characterise and guide infection management. (Weak; Moderate) 

4. In a person with diabetes and a foot ulcer who is being managed in a setting where appropriate 
expertise in vascular intervention is available, use WIfI scoring to aid decision making in the 
assessment of perfusion and likelihood of benefit from revascularisation. (Weak; Moderate) 

5. Use the SINBAD system for any regional/national/international audits to allow comparisons 
between institutions on the outcomes of patients with diabetes and an ulcer of the foot. (Strong; 
High) 

 

INTRODUCTION 

It is estimated that diabetes affects 422 million people worldwide, 8.5% of the adult population, and the 
increase in prevalence is occurring at a faster rate in low- and middle- income countries (1). Around one 
in four people with diabetes will develop a diabetic foot ulcer (DFU) in their lifetime (2). The risk of 
developing a DFU, and the factors associated with development of complications such as hospitalisation, 
lower extremity amputation (LEA) and mortality may be patient related, limb related or ulcer related. 
The impact of individual factors on the outcome of DFUs will vary across communities and across 
countries. For example, infection will more strongly influence outcome in countries where antibiotics are 
not readily available, whereas ischaemia will have a greater impact in countries where peripheral artery 
disease is more prevalent. Of note, 80% of people with diabetes live in low- and middle- income 
countries (1), where many diagnostic tools are not easily available and are not expected to become so 
in the near future. 

In our review (3), we found a large number of proposed classification and scoring systems for DFUs, 
which suggests that none is ideal for routine use in populations worldwide. This perhaps also reflects the 
differing purpose of classification and scoring systems: for communication among health professionals 
(independent of the level of clinical care), for clinical prognostication and guidance of treatment, and for 
clinical audit of outcomes across units and populations. With this in mind a classification system may be 
defined as a descriptive tool, dividing patients into groups but not necessarily relating this to risk of 
adverse outcome, whereas a scoring system will attribute a scale by which the contribution of factors 
within the system will be amalgamated to produce an overall (usually numerical) score with increased 
score being associated with higher risk of adverse outcomes. 

The intended use of a classification or scoring system will influence its content. A system designed to 
assess risk or prognosis for a person with diabetes and an active ulcer on their foot will necessarily 
require more detailed information to provide a personalised outcome. By contrast a system aiming to 

© 2019
The International Working Group on the Diabetic Foot

�����
���	�����Ž�ƒ�•�•�‹�¤�…�ƒ�–�‹�‘�•���
�—�‹�†�‡�Ž�‹�•�‡

!"#$%
#&'()*'+),



compare outcomes between populations, in which there is a need to minimise the requirement for 
additional data input by busy clinicians while including factors that influence outcome across differing 
populations, should have a less burdensome data collection and processing requirement if it is to be 
taken up by clinicians treating DFUs. Classifications used for communication between health 
professionals should ideally be simple to memorise and use. The aim of this guideline is to provide 
recommendations on the use of classifications of diabetic foot ulcers for various purposes. 

 

METHODS 

This guideline has been compiled based on our review (3), and following consideration of recent review 
articles on DFU classification systems (4-8). To identify factors associated with DFU outcome (healing, 
hospitalisation, amputation, mortality), and to select the most pertinent, we searched for reports of large 
clinical cohorts (9-15). A consensus was then reached, based upon expert opinion, of eight factors that 
were consistently and meaningfully related to DFU outcomes that would ideally constitute the basis of a 
classification system: 

1. Patient factors:  End stage renal disease 

2. Limb factors: Peripheral artery disease; loss of protective sensation 

3. Ulcer factors: Area; depth; location (forefoot/hindfoot); number (single/multiple); infection. 

For determining the quality of evidence, we conducted a review (3) and assessed the presence and 
number of reliability (namely inter-observer agreement) studies, and internal and external validation 
studies for one or more clinical outcomes. Consistency and precision of the reported results was 
determined.  

For providing the strength of recommendations, we analysed the quality of evidence, the complexity and 
components of the classification, the number of variables included that correspond to those eight factors 
selected by the group as being the most relevant, and if the classification corresponds to the purpose 
defined by its creators.  

By consensus, we defined the following five clinical scenarios considered to be the most frequently 
encountered requiring classification of ulcers of the foot in patients with diabetes: 

1. Communication among health professionals about the characteristics of a diabetic foot ulcer 

2. To assess an individualÕs prognosis with respect to the outcome of their diabetic foot ulcer 

3. To guide management in the specific clinical scenario of a patient with an infected diabetic foot ulcer 

4. To aid decision-making as to whether a patient with a diabetic foot ulcer would benefit from 
revascularisation of the index limb 

5. To support regional/national/international audit to allow comparisons between institutions 
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RECOMMENDATIONS AND RATIONALE 

PICO: In individuals with an active diabetic foot ulcer, which classification system should be used in 
communication among health professionals to optimise referral? 

Recommendation 1: In a person with diabetes and a foot ulcer, use the SINBAD system for 
communication among health professionals about the characteristics of the ulcer. (Strength of 
recommendation: strong; Quality of evidence: moderate)  

Rationale: For a classification system to be used by all health professionals managing people with a 
diabetic foot ulcer, it should be quick and simple to apply, and require no specialist equipment. For it to 
be useful to the receiving specialist, it should contain appropriate information to allow triage of patients 
to ensure timely review. Such a classification system should also be confirmed to have a high inter-
observer reliability. 

Although all people with diabetes and an active DFU should be referred to a multidisciplinary diabetic 
foot team without delay, factors necessitating urgent review include the size of the ulcer (area and 
depth), presence of infection and ischaemia. Any classification system for use as a triage tool will 
therefore need to include these criteria without the need for measurements requiring specialist 
equipment (e.g. toe pressures, TcPO2). 

Classification systems which have been broadly externally validated for ulcer healing and lower extremity 
amputation (LEA) occurrence include Meggitt-Wagner, SINBAD, University of Texas and WIfI (3). 
Whilst simple to use, the Meggitt-Wagner classification does not allow for identification of PAD or 
infection, and whilst it has been validated for both healing and LEA (16-23), there are also concerns 
regarding its consistency (24). Thus, its use as a triage tool is limited. WIfI requires the use of specialist 
measurement of foot perfusion indices and although it therefore contains most of the key variables to 
allow for triage of people with a DFU, it is not ideal for use in primary/community care. The University 
of Texas system classifies DFUs using a bi-dimensional 4 x 4 matrix, according to depth (Grade 0, 1, 2, 
3) and presence of infection (Stage B), ischaemia (Stage C) or both (Stage D) (25). The original 
publication (25) described a combination of clinical signs and symptoms, plus one or more non-invasive 
criteria (transcutaneous oxygen measurements, ankle-brachial index, or toe systolic pressure) to assess 
perfusion, and so is less useful for communication among health professionals, as such equipment may 
not be available. In addition, loss of protective sensation and size (area) are not included in this 
classification. 

The SINBAD system grades area, depth, sepsis, arteriopathy, and denervation plus site as either 0 or 1 
point (see below), creating an easy to use scoring system that can achieve a maximum of 6 points (26), 
as follows: 
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Table 1. SINBAD System 
Category Definition Score 
Site Forefoot 

Midfoot and hindfoot 
0 
1 

Ischemia Pedal blood flow intact: at least 
one palpable pulse 
Clinical evidence of reduced 
pedal flow 

0 
 
1 

Neuropathy Protective sensation intact 
Protective sensation lost 

0 
1 

Bacterial infection None 
Present 

0 
1 

Area Ulcer < 1cm2 

Ulcer ≥ 1cm2 
0 
1 

Depth Ulcer confined to skin and 
subcutaneous tissue 
Ulcer reaching muscle, tendon 
or deeper 

0 
 
1 

Total possible score  6 
 

The SINBAD system is simple and quick to use, requiring no specialist equipment beyond clinical 
examination alone, and contains the necessary information to allow for triage by a specialist team. It 
would therefore be feasible to employ this classification system in localities where such equipment, 
including non-invasive measures of perfusion, are not readily available, which is the case for the majority 
of geographic settings where DFUs occur. If used for the purpose of communication between health 
professionals, it is important to use the individual clinical descriptors not merely the total score. This 
classification has been validated for both ulcer healing and amputation prediction (12, 13, 16-20, 22, 26), 
presenting good results, and has good reliability (24, 27). Thus, the quality of the evidence was 
considered to be moderate. 
 
 
PICO: In individuals with an active diabetic foot ulcer, which classification/scoring system should be 
considered when assessing an individual patient to estimate their prognosis? 

Recommendation 2: Do not use any of the currently available classification/scoring systems to offer an 
individual prognosis for a person with diabetes and a foot ulcer. (Strong; Low)  

Rationale: We identified eight factors from large clinical DFU cohort studies associated with non-healing, 
amputation and death: end-stage renal failure; peripheral artery disease; loss of protective sensation; 
area; depth; location (forefoot/hindfoot); single/multiple ulcers; and infection (3). No existing 
classification system includes all eight of these factors. 

To be used as a prognostic tool, a classification system needs to be complex enough to provide 
individualised outcome prediction, yet quick to use within a busy clinical service, ideally not requiring 
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measurements in addition to those performed for routine clinical care. The classification also needs to 
be validated for the population in which its use is proposed, as the dominant factors for poor outcomes 
in DFU vary worldwide. This validation should include how well the classification system predicts both 
ulcer healing and risk of amputation. The system should also have good inter-observer and intra-
observer reliability to provide consistent prognostic outcomes and allow for monitoring of progress with 
intervention. None of the systems met these criteria, and so further research may be required to either 
appropriately validate an existing classification or to develop a classification/scoring system according to 
these criteria.  

Meggitt-Wagner, PEDIS, SINBAD, SEWSS, University of Texas and WIfI have been externally validated 
for prediction of both ulcer healing and LEA within cohorts (3), but not at an individual level. Further, 
validation of WIfI has been largely performed in cohorts of patients with severe limb ischaemia across 
several continents, with one cohort specific to DFU and five additional papers including >75% patients 
with DFU (28-32). 

PEDIS was originally developed as a descriptive classification for use in research, and not designed for 
prognostic purposes. It does not include patient factors (end-stage renal disease), or either the location 
or the number of foot ulcers. PEDIS has been validated in two studies for both wound healing and a 
composite endpoint of non-healing, amputation and death (16, 17). It has also been demonstrated to 
have good reliability (27). Despite this, it is not a scoring system. 

The Meggitt-Wagner classification is simple, but there are concerns regarding its consistency. It does not 
include reference to loss of protective sensation, infection and ischaemia and thus its utility may vary 
between countries. It is also too simplistic to provide prognostic information at an individual level, 
including only two of the eight factors identified by the expert panel. 

University of Texas is a descriptive classification, rather than a scoring system, containing only three of 
the eight prognostic factors identified by the expert panel. Good reliability has been reported (24, 27).  

SINBAD and SEWSS are scoring systems designed to provide prognostic information. Both have been 
externally validated for prediction of wound healing and LEA occurrence on more than one continent 
(12, 19, 20, 26, 33), and both have good reliability (27, 34). Both also contain six of the eight prognostic 
factors identified by the expert panel. The SEWSS classification is complex and time consuming to 
complete. Although studies have shown good reliability, in a comparison of 11 classifications scores for 
LEA, SEWSS had one of the lowest areas under the curve on ROC analysis for discrimination between 
healing and non-healing outcomes (20). 

The quality of evidence for the prediction of DFU outcomes is weak and not directly applicable to the 
accuracy of a classification system in predicting individual patient outcomes, leading to our strong 
recommendation against the use of any system for prediction of individual patient outcomes.   
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PICO: In persons with an active diabetic foot ulcer, can any classifications/scoring system aid decision-
making in specialty areas to improve healing and/or reducing amputation risk? 

Recommendation 3: In a person with diabetes and an infected foot ulcer, use the IDSA/IWGDF 
infection classification to characterise and guide infection management. (Weak; Moderate) 
 

Recommendation 4: In a person with diabetes and a foot ulcer who is being managed in a setting 
where appropriate expertise in vascular intervention is available, use WIfI scoring to aid decision making 
in the assessment of perfusion and likelihood of benefit from revascularisation. (Weak; Moderate) 

Rationale: Only two classification systems have been developed that provide stratification that aligns to 
clinical decision-making: IWGDF/IDSA and WIfI (3). Of note: whilst the IWGDF/IDSA is incorporated 
into the WIfI, in situations where only infection is being assessed and equipment is not available to use 
WIfI, the IWGDF/IDSA infection classification can stand alone. 

IWGDF/ISDA classification consists of four grades of severity for diabetic foot infection (See Table 2). It 
was originally developed as part of the PEDIS classification for research purposes and is used as a 
guideline for management, in particular to identify which patients required hospital admission for 
intravenous antibiotics. Although the components of each grade are complex, and a previous study has 
shown only moderate reliability, the criteria are widely used. Unsurprisingly, given the context of the 
IWGDF/IDSA classification, it is a strong predictor of the need for hospitalisation (35). However it has 
also been validated for risk of both major and minor amputation (20, 24). 

Both classifications have been validated on multiple occasions for various clinical outcomes with 
consistent results and presented adequate reliability values. So, the quality of the evidence was 
considered to be strong. Due to their complexity and limited assessment in different populations and 
contexts, however, a weak strength of recommendation was given. 

Table 2. IWGDF/IDSA System  
Clinical manifestations  Infection 

severity 
PEDIS 
grade 

Wound lacking purulence or any manifestations of inflammation Uninfected 1 
Presence of ≥2 manifestations of inflammation (purulence, or erythema, 
tenderness, warmth, or induration), but any cellulitis/erythema extends ≤2cm 
around the ulcer, and infection is limited to the skin or superficial 
subcutaneous tissues; no other local complications or systemic illness 

Mild 2 

Infection (as above) in a patient who is systemically well and metabolically 
stable but which has ≥1 of the following characteristics: cellulitis extending 
>2cm, lymphangitic streaking, spread beneath the superficial fascia, deep-
tissue abscess, gangrene, and involvement of muscle, tendon, joint or bone 

Moderate 3 

Infection in a patient with systemic toxicity or metabolic instability (e.g. fever, 
chills, tachycardia, hypotension, confusion, vomiting, leukocytosis, acidosis, 
severe hyperglycemia, or azotemia) 

Severe 4 
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WIfI (See Table 3) uses a combination of scores for wound (based on depth of ulcer or extent of 
gangrene), ischaemia (based on ankle pressure, toe pressure or TcPO2) and foot infection (based on 
IWGDF/IDSA criteria) to provide a one-year risk for amputation and one-year benefit for 
revascularisation, both stratified as very low, low, moderate or high. This has benefit over perfusion 
pressures alone by including associated wound and infection criteria to provide a more holistic wound 
overview in revascularisation decision-making. Whilst WIfI has not been subject to reproducibility 
assessment in a DFU cohort, it has impressive reproducibility in a PAD setting (32). It has been validated 
in only one cohort exclusively of patients with an active DFU, but has been shown in multiple validation 
studies to predict outcomes relevant to this clinical group such as healing, time to healing, need for 
revascularisation, LEA, LEA-free-survival and mortality (28-31). Both need for revascularisation and 
timing of revascularisation can be guided by the combination of risk estimate for amputation and benefit 
estimate for revascularisation. 

Table 3. WIfI System 
Wound   
Grade DFU Gangrene 
0 No ulcer No gangrene 

Clinical description: minor tissue loss. Salvageable with simple digital amputation (1 or 2 digits) or 
skin coverage. 

1 Small, shallow ulcer(s) on distal leg or foot; no 
exposed bone, unless limited to distal phalanx 

No gangrene 

Clinical description: minor tissue loss. Salvageable with simple digital amputation (1 or 2 digits) or 
skin coverage. 

2 Deeper ulcer with exposed bone, joint or 
tendon; generally not involving the heel; 
shallow heel ulcer, without calcaneal 
involvement 

Gangrenous changes limited to digits 

Clinical description: major tissue loss salvageable with multiple (≥3) digital amputations or 
standard transmetatarsal amputation (TMA) ± skin coverage. 

3 Extensive, deep ulcer involving forefoot 
and/or midfoot; deep, full thickness heel ulcer 
± calcaneal involvement 

Extensive gangrene involving forefoot 
and /or midfoot; full thickness 
heel necrosis 6 calcaneal involvement 

Clinical description: extensive tissue loss salvageable only with a complex foot reconstruction or 
non-traditional TMA (Chopart or Lisfranc); flap coverage or complex wound management needed 
for large soft tissue defect 
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Ischemia    
Grade Ankle-Brachial Index Ankle systolic pressure 

(mmHg) 
Toe Pressure, Transcutaneous 
oxygen pressure 
(mmHg) 

0 ≥ 0.80 >100 ≥60 
1 0.6-0.79 70-100 40-59 
2 0.4-0.59 50-70 30-39 
3 ≤0.39 <50 <30 
 

Foot Infection 
Grade Clinical manifestations 
0 No symptoms or signs of infection 

Infection present, as defined by the presence of at least 2 of the following items: 
• Local swelling or induration 
• Erythema >0.5 to ≤2 cm around the ulcer 
• Local tenderness or pain 
• Local warmth 
• Purulent discharge (thick, opaque to white, or sanguineous secretion) 

1 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 (e.g., trauma, gout, acute Charcot 
neuro-osteoarthropathy, fracture, thrombosis, venous stasis) 

2 Local infection (as described above) with erythema >2 cm, or involving structures deeper than 
skin and subcutaneous tissues (e.g., abscess, osteomyelitis, septic arthritis, fasciitis), and 
No systemic inflammatory response signs (as described below) 

3 Local infection (as described above) with the signs of SIRS, as manifested by two or more of 
the following: 

• Temperature >38¼C or <36¼C 
• Heart rate >90 beats/min 
• Respiratory rate >20 breaths/min or PaCO2 <32 mm Hg 
• White blood cell count >12,000 or <4000 cu/mm or 10% immature (band) forms 

SIRS = systemic inflammatory response signs 

 
PICO: In persons with an active diabetic foot ulcer, which classification/scoring system should be 
considered for regional/national/international audit to allow comparisons between institutions? 

Recommendation 5: Use the SINBAD system for any regional/national/international audits to allow 
comparisons between institutions on the outcomes of patients with diabetes and an ulcer of the foot. 
(Strong; High) 

Rationale: In this document, the term ÔauditÕ refers to characterisation of all DFUs managed in a 
particular area or centre, in order to compare outcomes with a reference population or national 
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standard, and does not allude to the financial implications of care. Ideally one classification system should 
be used internationally to allow comparisons of outcomes. In order to do this, such a classification 
system would need to accurately assess DFU severity across the spectrum of aetiologies. Thus, 
healthcare systems where peripheral artery disease is a major contributor to non-healing and LEA can 
be compared with health care systems where infection is a major cause of LEA due to limited antibiotic 
availability. Further, the system should be simple to use, and require no specialist equipment, to allow 
the necessary clinical data to be collected routinely from all patients in all health care settings spanning 
the spectrum from low to high resource availability. Currently, SINBAD is the only classification system 
that meets all of these criteria. It has been validated for healing and LEA in diverse DFU populations (12, 
19, 20, 26, 33), and has been shown to be acceptable to clinicians from use in the UK National Diabetes 
Foot Care audit of over 20,000 DFUs (12). For these reasons, the quality of evidence was high and 
strength of recommendation was considered strong. 

 

CONSIDERATIONS 

• We were unable to recommend any of the currently available classification/ scoring systems to 
provide an individual prognosis, which would guide management and could help the patient/family. 
Future research should be directed to develop and validate a simple reproducible classification 
system for the prognosis of the individual person with a diabetic foot ulcer, their index limb or their 
ulcer.  

• None of the currently validated systems contained all 8 of the important prognostic clinical features 
identified as part of the review process. Future research should be undertaken to establish whether 
increasing the complexity of classifications by the addition of features such as ESRD, single/multiple 
ulcers, more detailed site of ulcers (such as plantar/dorsum) or more detailed measures of limb 
ischaemia significantly improves the validity of the system to predict the outcome, without 
compromising reliability or clinical utility. 

• We consider that there may never be a single DFU classification system, since the specification of 
any classification will depend heavily on its purpose and clinical setting.  

 

CONCLUDING REMARKS 

Classification of DFUs is of paramount importance in daily practice. It helps in communication between 
health professionals, assessment of prognosis and choice of best treatment strategy and audit of clinical 
outcomes across units and populations.  

The decision on which classification to use should rely on the included variables, available evidence 
around its validity and reliability, associated clinical outcomes and purpose. We encourage clinicians to 
use the classifications described in this guidance document. To do so, specific diagnostic tools are 
required and standardised definitions should be used. 
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VERSION 
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copyediting, typesetting, pagination and proofreading process. Thus, it should not be considered the 
Version of Record. This guideline might still contain errors or otherwise deviate from the later published 
final version. Once the final version of the manuscript is published, this current version will be replaced. 
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ABSTRACT 
Diabetic foot disease is a source of major patient suffering and societal costs. Investing in evidence-based 
international guidelines on diabetic foot disease is likely among the most cost-effective forms of 
healthcare expenditure, provided the guidelines are goal-focused, evidence-based and properly 
implemented.  
 
The International Working Group on the Diabetic Foot (IWGDF) has published and updated 
international guidelines since 1999. The 2019 updates are based on formulating relevant clinical 
questions and outcomes, rigorous systematic reviews of the literature, and as specific, clear, and 
unambiguous as possible recommendations and their rationale, all using the Grading of 
Recommendations Assessment Development and Evaluation (GRADE) system.  
 
We herein describe the development of the 2019 IWGDF Guidelines on the prevention and 
management of diabetic foot disease, which consist of six chapters, each prepared by a separate 
working group of international experts. These documents provide guidelines related to diabetic foot 
disease on: prevention; offloading; peripheral artery disease; infection; wound healing interventions; and, 
classification of diabetic foot ulcers. Based on these six chapters, the IWGDF Editorial Board also 
produced a set of practical guidelines. Each guideline underwent extensive review by the members of 
the IWGDF Editorial Board as well as independent international experts in each field. 
 
We believe that if healthcare professionals follow the recommendations of the 2019 IWGDF guidelines, 
and when necessary adopt them to local circumstances, it will result in improved prevention and 
management of diabetic foot disease and a subsequent worldwide reduction in the patient and societal 
burden it causes.
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INTRODUCTION 

The global prevalence of diabetes mellitus was 425 million in 2017 and is estimated to rise to 629 
million by 2045; 75% of these people live in low- or middle-income countries (1). Diabetic foot disease 
is a source of major patient suffering and societal costs. The frequency and severity of foot problems in 
persons with diabetes varies by region, largely due to differences in socio-economic conditions and 
standards of foot care (2). Foot ulcers are the most recognizable problem, with a yearly incidence of 
around 2%-4% in higher income (2), likely even higher in lower income countries, and an estimated 
lifetime prevalence of 19%-34% (3). 
 
The most important factors underlying the development of foot ulcers are peripheral neuropathy, foot 
deformities related to motor neuropathy, minor foot trauma, and peripheral artery disease (3). These 
conspire to put the patient at risk for skin ulceration, making the foot susceptible to infection-- an urgent 
medical problem. Only two-thirds of diabetic foot ulcers will eventually heal (4), and up to 28% may 
result in some form of lower extremity amputation (5). Every year, more than 1 million people with 
diabetes lose at least a part of their leg due to diabetic foot disease. This translates into the estimate 
that every 20 seconds a lower limb is lost to diabetes somewhere in the world (6). 
 
Diabetic foot disease not only represents a personal tragedy for the affected patient, it also affects that 
person’s family and places a substantial financial burden on healthcare systems and society in general. In 
low-income countries, the cost of treating a complex diabetic foot ulcer can be equivalent to 5.7 years 
of annual income, potentially resulting in financial ruin for the patient and their family (7). Investing in 
evidence-based, internationally appropriate guidelines on diabetic foot disease is likely among the most 
cost-effective forms of healthcare expenditure, provided it is goal-focused and properly implemented (8, 
9). 
 
International Working Group on the Diabetic Foot 
The International Working Group on the Diabetic Foot (IWGDF; www.iwgdfguidelines.org), founded in 
1996, consists of experts from almost all disciplines involved in the care of patients with diabetic foot 
disease. The IWGDF aims to prevent, or at least reduce, the adverse effects of diabetic foot disease, in 
part by developing and continuously updating international guidelines for use by all health care providers 
involved in diabetic foot care. Developing and updating guidelines is in the hands of the IWGDF-
Guidelines working groups. In 1999, the IWGDF published its first version of “International Consensus 
on the Diabetic Foot” and “Practical Guidelines on the Management and the Prevention of the Diabetic 
Foot”. This publication has been translated into 26 languages, and more than 100,000 copies have been 
distributed globally. As health care systems and prevalence of pathologies differ across regions in the 
world, the guidelines have to be adopted to local circumstances, if necessary. These documents have 
since been updated five times. 
 
From consensus to evidence-based guidelines  
The initial guidelines, and each subsequent update, were developed by a consensus process and written 
by a panel of experts in the field. Since 2007 the guidelines have been informed by systematic reviews of 
the literature. These guidelines were reviewed and revised by the IWGDF Editorial Board, then sent for 
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critical evaluation to IWGDF representatives throughout the world, culminating in an agreed upon text. 
Finally, the IWGDF recruited representatives from over 100 countries around the world to help 
implement the recommended practices. In 2015, we took our methodological process a step further by 
formulating recommendations for clinical practice using the GRADE system (see below), based on both 
the available evidence and expert opinion.  
 
The 2019 update 
For the 2019 IWGDF guidelines, the Editorial Board invited chair persons with whom they selected 
international experts to constitute six multidisciplinary working groups, each tasked with producing a 
guideline on one of the following topics:  
• Prevention of foot ulcers in at-risk people with diabetes  
• Offloading interventions to heal foot ulcers in persons with diabetes 
• Diagnosis, prognosis and management of peripheral artery disease in patients with diabetic foot 

ulcers 
• Diagnosis and management of foot infections in persons with diabetes 
• Interventions to enhance healing of chronic ulcers of the foot in persons with diabetes 
• Classification of diabetic foot ulcers 
 
The first five guideline chapters are updates of the 2015 guideline on the topic, while the guideline on 
classification of diabetic foot ulcers is new for 2019. All can be found at www.iwgdfguidelines.org. As in 
earlier versions, the IWGDF Editorial Board produced a document titled “Practical Guidelines on the 
prevention and management of diabetic foot disease”, based on these six guideline chapters, intended as 
a brief outline of the essential parts of prevention and management of diabetic foot disease. We advise 
clinicians and other healthcare professionals to read the full guideline chapter on each topic for the 
specific and detailed recommendations and the rationale underpinning them, as well as the associated 
systematic reviews for detailed discussion of the evidence. In addition, and new in 2019, this publication 
provides a more detailed description of the GRADE methodology followed and the writing of 
recommendations and the rationale supporting them.  
 
Also new in 2019, each working group first formulated clinical questions and relevant outcomes to guide 
the systematic review of the available literature and the writing of recommendations. These clinical 
questions were reviewed by both an international panel of independent external experts and the six 
members of the IWGDF Editorial Board. Once the drafted guidelines with recommendations were 
produced, these were sent for review to external experts (please see below for more detail). Finally, 
new in 2019 is that we also developed a “Definitions and Criteria” document for the most commonly 
used terms in diabetic foot disease. The IWGDF Editorial Board members (the authors of this 
publication), a total 49 working group members, and a total 50 external experts from 40 countries and 
5 continents were involved in the development of the 2019 IWGDF Guidelines. 
 
The six guidelines, the systematic reviews supporting them, the practical guidelines, this development 
and methodology document and the definitions and criteria document are all published as freely 
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accessible articles online, www.iwgdfguidelines.org. We recommend that health care provides use these 
guidelines as the basis for developing their own local (regional or national) guidelines. 
 
 

METHODOLOGY USED FOR THE 2019 IWGDF 
SYSTEMATIC REVIEWS AND GUIDELINES 

This section describes the various steps and methods set up by the IWGDF Editorial Board for use by 
the designated multidisciplinary working groups to develop guidelines for the prevention and 
management of diabetic foot disease. The aims were to produce high-quality systematic reviews to help 
inform each guideline, promote consistency among the guidelines developed, and ensure high quality 
documents.  
In the IWGDF Guidelines we have followed the GRADE methodology, which is structured around 
clinical questions in the PICO-format (Patient-Intervention-Comparison-Outcome), systematic searches 
and assessment of the available evidence, followed by developing recommendations and their rationale 
(10, 11). We will describe five key tasks in the development of guidelines: 1) formulation of the clinical 
questions, 2) selection of relevant outcome measures, 3) performing a systematic review of the available 
literature, 4) writing the recommendations for clinical practice, and 5) external review and feedback  
 
1. Formulation of clinical questions 
Each working group started the guideline writing process with formulating the key clinical questions they 
intended to address. This was to provide focus and structure to the setup of the evidence-based 
guidelines along the line of what a clinician or a patient would ask regarding the care provided in clinical 
practice to persons with diabetic foot disease. The questions generally involved diagnosis or treatment 
and the members of the working group reached consensus on the clinical questions they planned to 
address. 
 
These clinical questions take the format of the “PICO”, an acronym that at least includes the population 
(P) at risk (who are you studying?), the intervention (I) planned (what will you be doing?) and the 
outcome (O) of interest (what are the consequences of the intervention?). The C is for comparator or 
control, and concerns the main alternative to the intervention considered, but this is not always required 
or available.  
 
The clinical questions developed by each working group were reviewed by the IWGDF Editorial Board, 
and by a panel of independent international external experts in the field to ensure global relevance. 
These experts (in total 6-13 per working group) were selected by the working groups, under guidance 
of the Editorial Board. After revision based on these reviews the clinical questions were finalized in June 
2018. 
 
2. Selection of relevant outcome measures 
Each working group devised outcome measures to help focus on selecting the relevant topic(s) for the 
systematic review. The evidence was to be reported for these specific outcomes. While the working 
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groups had no validated core outcome set for diabetic foot disease to consult, they used the set of 
outcomes defined by the IWGDF-EWMA (12) as a guide to define their outcomes.  
Each outcome was classified regarding its role in decision making as: “critically important”; “important, 
but not critical”; or “not important”. Working groups were informed that critical outcomes, which have 
a larger effect on decision-making and recommendations, were the most important to address. 
 
3. Performing a systematic review 
Each working group undertook at least one systematic review of the medical literature that was 
designed to form the basis for the evidence-based guidelines. Each systematic review was prepared 
according to the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) 
guidelines (13) (www.prisma-statement.org). Each working group used the AMSTAR tool to check that 
they were addressing the most important aspects in their systematic review 
(www.amstar.ca/Amstar_Checklist.php). Systematic reviews were prospectively registered in the 
PROSPERO database for systematic reviews (www.crd.york.ac.uk/prospero/). 
The literature databases used for each systematic review were PubMed (via Medline), and either 
EMBASE (via Ovid SP), the Cochrane database, or both. Each working group devised a search string for 
each database. Individual working groups could consult a medical librarian to help in devising their search 
string. Study designs included in the systematic review were meta-analyses, systematic reviews, and 
randomized controlled trials. Depending on the number of papers found with these higher-level study 
designs, working groups could also include lower level designs, e.g., non-randomized controlled trials, 
case–control studies, cohort studies, (controlled) before-and-after studies, interrupted time series, 
prospective and retrospective non-controlled studies, cross-sectional studies and case series. Case 
reports were excluded from the systematic reviews. 
 
Trial registries 
The working groups searched trial registries that can contain valuable information about studies that 
have been performed but as yet not published. Trial registries searched were The World Health 
Organization International Clinical Trials Registry Platform (WHO-ICTRP) 
(apps.who.int/trialsearch/default.aspx) and the ClinicalTrials.gov registry (www.clinicaltrials.gov). A simplified 
search string derived from the original search string for the systematic review was used to search for 
relevant studies in these trial databases. 
 
Validation set 
To ensure that the search string used for the systematic review was robust, workgroups created a 
validation set of approximately 20 known key publications for each systematic review before performing 
the literature search. If each of the papers in the validation set was not identified in the literature search 
performed, the working group modified the search string. 
 
Date of search 
The time window used to conduct the literature search for all systematic reviews was between 1st and 
15th of July 2018. If highly relevant studies for the systematic review and guideline appeared between the 
date of search and the writing of the systematic review they could be included, but only with using the 
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set date of 1st of September 2018 for a second search of the literature, encompassing the period 
between the date of the first search and 1st of September 2018. 
 
Assessing retrieved publications from the search 
Two members of each working group independently reviewed publications by title and abstract to 
assess their eligibility for inclusion in the analysis based on four criteria: population; study design; 
outcomes; and intervention. At their discretion the working groups could calculate Cohen’s kappa values 
to test for agreement between the two reviewers. The two reviewers discussed any disagreement on 
which publications to include and reached consensus. The same two reviewers independently assessed 
selected full-paper copies of included publications on the same four criteria for final eligibility. Reference 
lists of included papers were not tracked. 
 
To assess for possible publication bias or selective reporting of results, the working groups assessed 
studies identified by trial registries in the WHO and ClinicalTrial.gov databases. From relevant trials 
identified from these databases, related publications were searched for in the original literature search 
database, using the trial registration number of these relevant trials. If no publications were identified, the 
principal investigator of the trial was contacted and asked about the status of the trial and any possible 
results from the trial. 
 
Classifying study design and level of evidence 
For each included publication, we used the Scottish Intercollegiate Grouping Network (SIGN) algorithm 
for classifying study design for questions of effectiveness (www.sign.ac.uk/assets/study_design.pdf). The 
same two reviewers that reviewed publications for eligibility independently assessed included 
publications with a controlled study design for methodological quality (i.e., risk of bias), using scoring 
sheets developed by the Dutch Cochrane Centre (netherlands.cochrane.org/beoordelingsformulieren-en-
andere-downloads). 
 
The two reviewers discussed any disagreement regarding risk of bias and reached consensus. The SIGN 
level of evidence was determined based on the risk of bias for each publication using the SIGN Grading 
System for Levels of Evidence (www.sign.ac.uk/assets/sign_grading_system_1999_2012.pdf) (14). Level 1 
refers to randomized controlled trials and Level 2 refers to case–control, cohort, controlled before-and-
after designs or interrupted time series. Risk of bias was scored for each study as: ++ (very low risk of 
bias); + (low risk of bias); or, – (high risk of bias). 
 
Additionally, individual working groups had the discretion to assess all publications with a controlled 
study design for quality using the 21-item scoring system for reports of clinical studies developed by the 
IWGDF in collaboration with EWMA (12). The outcomes on the 21-item scoring list were added to the 
comment box in the evidence table for controlled studies. 
 
To prevent any conflict of interest, reviewers who were one of the authors of any study assessed for 
inclusion did not participate in the assessment, data extraction or discussion of publications of that study. 
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Rating of the quality of evidence 
The quality of the evidence (QoE) obtained through the systematic review was rated per PICO and for 
each outcome, even if there were multiple outcomes for a specific intervention. The quality of evidence 
was rated as high, moderate, or low. We discarded the category “very low” used by some.  
The starting point in the QoE rating when level 1 studies (RCTs) were involved was “high”, the starting 
point for observational controlled studies (level 2, i.e. cohort, case-control) for rating was “low”. 
Working group members could then lower the QoE based on the presence of: 
• Risk of bias (scored from the risk of bias assessment per paper) 
• Inconsistency of results (i.e., true differences in the underlying treatment effect may be likely when 

there are widely differing estimates of the treatment effect [i.e. heterogeneity or variability in results] 
across studies) 

• Publication bias (as could be obtained from the Clinical Trials search), where appropriate 
 
For each of these three items that was scored as ‘present’, the QoE rating was lowered by one. For 
example: quality of the evidence could be reduced from “high” to “moderate” when risk of bias of 
included studies was high. 
 
The QoE could be raised based on the presence of a large effect size or evidence of a dose–response 
relationship (for observational studies only). For each of these two items that was scored as ‘present’, 
the QoE rating was raised by one. For example, quality of the evidence was raised from “low” to 
“moderate” when the effect size was large 
 
Many of the older papers identified in the systematic reviews lacked data to calculate or assess for 
indirectness or imprecision, two other factors that can be used to determine the QoE. Ideally, these 
items help to fully assess the QoE, but unfortunately we could not take them into account. 
 
Data extraction 
Data was extracted from each included publication that had a controlled study design and was 
summarized in an evidence table. This table included patient and study characteristics, characteristics of 
the intervention and control conditions, and primary and secondary outcomes. One of the reviewers of 
the original team of two extracted the data, while the other reviewer checked the table for content and 
presentation. All members of the working group discussed the data in the evidence tables. 
 
Each working group created a PRISMA flow diagram showing the process of selection of papers for the 
qualitative analysis, and a risk of bias table presenting in detail the risk of bias per included publication.  
 
Conclusions and evidence statements 
Finally, the working group drew conclusions for each clinical question formulated. These were based on 
the strength of the available evidence and formulated as evidence statements. All members of the 
working group participated in the discussion of these conclusions, reaching consensus on the content 
and formulation of the conclusions. 
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Systematic review on diagnostic procedures 
We obtained specific methods to the systematic review on diagnostic studies from Brownrigg et al (15) 
and we asked all groups systematically reviewing studies and writing guidelines on diagnostic procedures 
to follow the methods used in this study (15). Working groups assessed methodological quality of 
included studies against parameters included in the QUADAS tool, a consensus quality assessment tool 
designed specifically for diagnostic accuracy studies (16). Reviewers extracted data and entered them in 
a QUADAS data extraction form and calculated positive and negative likelihood ratio’s for each test in 
each study (17, 18). 
 
Systematic review on prognosis 
The methods used for the systematic review on prognostics in peripheral artery disease were the same 
as used in the 2016 systematic review on this topic (19). To assess methodological quality of included 
studies we used the QUIPS tool, designed specifically for prognostic studies (20, 21). To assess risk of 
bias we used the QUIPS Risk of Bias Assessment Instrument for Prognostic Factor Studies was used. 
 
4. Writing the guideline recommendations 
To formulate recommendations for clinical practice, we combined the overall quality of evidence as 
rated in the systematic review with different factors that were considered to determine the strength of 
the recommendations. This makes the link between the scientific evidence and recommendations for 
daily clinical practice (11). 
 
Grading the strength of a recommendation 
According to GRADE, we scored the strength of the recommendation as either “Strong” or “Weak”. 
The different factors considered to come to this score were: the QoE rating, the balance between 
desirable and undesirable effects (benefit and harms); patient values and preferences; feasibility, 
generalizability and acceptability of the diagnostic procedure or intervention; and, resource utilization 
(costs). Added to these were other factors, such as expert opinion and clinical relevance. For more 
explanation of these factors see elsewhere (10, 11).  
 
The working group carefully weighed all these factors to determine the strength of the 
recommendation, then wrote a rationale for each recommendation to explain the arguments as 
discussed within the working group on these different factors. The weighing was only to a limited extent 
a quantitative process that could only be done when literature evidence on harms (e.g. complications), 
patient preferences or costs were available. Where this was not available, working groups used a more 
qualitative and subjective approach based on expert opinion. Working group members reached 
consensus regarding the strength of the recommendations. 
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5. External review and feedback 
The members of the IWGDF Editorial Board met in person on a number of occasions to thoroughly 
review each of the guideline chapters, which were then revised by the working groups based on this 
editorial review. The working groups then sent the guideline to the panel of independent international 
external experts for their critical review. The working group subsequently revised the document further 
based on these comments, after which the IWGDF Editorial Board did a final review of the 
recommendations and the rationale provided.  
 
 

CONCLUDING REMARKS 
With the world-wide diabetes epidemic, it is now more imperative than ever that appropriate action be 
taken to ensure access to quality care for all people with diabetes, regardless of their age, geographic 
location, economic or social status. The IWGDF Guidelines on the prevention and management of 
diabetic foot disease are the result of a rather unique process that over 20 years has become more and 
more founded in a strong evidence base, with procedures to guarantee consistency, transparency and 
independency. The evidence-base for how to help prevent and optimally manage diabetic foot disease is 
progressively growing, but it remains a challenge how to use these data to optimize outcomes in 
different health care systems, in countries with different resources and in different cultures. The IWGDF 
hopes to see an increase in global awareness of diabetic foot disease and aims to stimulate this process 
of transforming global guidelines to local guidelines, leading to improved foot care throughout the world. 
Notwithstanding the limited published evidence of improved outcomes associated with using these 
IWGDF Guidelines (22), we believe that following the recommendations of the 2019 IWGDF 
Guidelines will result in improved management of foot problems in diabetes and a subsequent 
worldwide reduction in the patient, economic and societal burden caused by diabetic foot disease 
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VERSION 
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version. Once the final version of the manuscript is published online, this current version will be 
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