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Swiss interdisciplinary guidance on good
practices for acute and complicated diabetic foot

syndromes

Bertina Peter-Rlesoh®, Astd GzoakY, llker Ugkay®, Interdlscipinary Expert Sroup on the Dlabetio Food

Guide pratique

pour le traitement optimal du
syndrome et des ulceres du pied
diabétique aigu (SPD/UPD)



PEDIS-Klassifikation
von Infektionen/IDSA

1 - Uninfected

& — hlitd mfeston

3 = Moderate infection

4= Savere infection

Mo systemic or local symproims or sipns of infaction

Infected:

AL leazt 2 of the following items are present:
=+ Local sweiling or induration

=+ Erythema > 0.5 cm” around the wound

=+ Local renderness or pain

+ Local warmth

=+ Purulent discharge

+ Other cavses of an inflammatory response of the skin
should be excluded [e g, trauma, gout, acuta Charoot
neurc-ostecarthropathy, fracture, thrombaosis, venous
stasis)

- Infection imvalving onky the tkin or subsutanesus dssue
{without involvemant of deeper tizzues and without
SYSTEMIc Mmanifestations as described balow].

- Any erythema present extends < 2 om® around the
wound

* Ny systemic signs or symptoms of infeciton [see below)

* Infgetion involving structures deeper than skin and
subcutaneous tissues [e g, bone; joint, tendon, muscle]
or grythema exrending > 2 em” from the wound
mMargin.

+ Mo systemic Sgns or symptoms of Infection [see below)

Any food infection with the fystemic inflammatory
response syndrome [3IR5), as manifested by = 2 of
following.
+Temperoture > 38 " or < 36" Celsius
+Heort rate > 30 beots/minute
+ Respirarory rate > 20 breachs/minune or
Pat0; < 4.3 kPa (32 mmHg]
= White biood cell count > 12,000 or < 4,000/mm’ or
> 10% immoture (bond) forms

ORGANISATION

Stufe

Stule 1a
Gesundhertsdiensteiser,
die in der Behanaiung
dirbetischer Fussinfekto-
Aen ficht geschult sind

Stute b
Aflgemeinmediziner mig
Erfohrung in der Behond-
fung dicbetischer Fussin
feitionen

Stule 2

Snexinlisten in der Behand-
lung Slobetscher Fuian-
[feidtipnen

Stufe 3
Interdiztiplindres Fussver-
sorgungrieorm

Nare

Fed Flags fir die Weiterlermung zu siner hohersn Stufe

leglizhe klintschen Anzsizhen siner Infekzion
fiCsA 2 3}

- Bohware Infekiion [systemizche Reaktion, IDSA 4]
=+ Snife 3

Milde Infektion [ID5A 3] und keing Anzeichen fir sing
Wundheilung mnerhalt von 14 Tagen trotz angemes-
sener Wundwersorgung und Antibiotikabehandiung
+ Stufe 2 oder 3

- Moderate Infektion (Rubor > 2 cm, ID3A 3]
=+ Srufe 2 oder 3
Schwere Infektion (systemischa Reaktion, ID5A 4)
=+ Sruffe 3

Schware Infektion [systemische Reakton, IDSA )

* Ip gy divecSon, from Bhe dbm o) the wound, The precence of cliaioally gigndicont foof & hemio mplkey Bodh

Hagaaii Sad Ieaimear of Ieied coatisieabiy st JEculr.

Maferirde J o I



3 levels of care / emergencies

The first-level, single-discipline settings
should have an expertise in DFS.

Parlinenl Mstory BSsesiement (L& Bosende

Clird cal evaluaBen: Rizk-Stratification
+ Signs of Newropothy?
W pess 15 aoute Chancot Fool / digbeb peuro-patesarthrapathy 11-:3-;1:!1%:"
+ followr charcot / offloadeng pusdance and 388k xpert opinon (Level 103 care)
To refief precturs from neuropathic/-angicpathic ulcers refer to Charcot

Fuidancs

The second level consists of a network of & ihuie i /e st

H pads gasess seyerity scconding to depth and size | pleats reler to appendi)

o o o o shote doc reguired

experienced clinicians who are able to + Suspected perferolarterie discase (PADJ?  foion PAD cuidance
. . . < Sigas af rafection /inflammation? -+ follow infection pudance

address the patient to specific care without -

delay. This requires a network. N e

= Mo arteropathy (PAD)
= Mg Meuropathy NP without deformity

Arry af:

« D wound [ grade 2}

= MO Improvement, worssning
= Signs of mfection

» Artariopathy (PAD)

The third level requires the immediate e
accessibility of all specialists. Usually, this - ltory of ucer o amputation
. . Arry of:

1s a hospital, but does not need to be. S, el

= Gangrene

= Symternic infection

= Acute Bmb Echema
= Acute Charcof Foot

«EMERGENCY =

A 4 : Doubt about severity Befer to Level 2/3
e LR

H i- | UI'II:.I'E'EFIth'ﬂf Mot confident in evaleathon

e Zurich




Socicti Svizzera dEndocrinologia ¢ da Diabetologia

E schwelzerische Gesellschalt flr Endokrinologie und Diabetwlogle
B Société Suisse d'Endocrinologie et de Diabétologie Qu aliCCare
E Societad Swizra dEndocrinologa ¢ Diabetologa

Umfrage Wund-/Fusssprechstunde

1. Wie viele spezialisierte ambulante Einrichtungen zur Behandlung des diabetischen Fuss-Syndroms (ge-
eignete Wundsprechstunden, Fusssprechstunden, Fussambulanzen etc.) bestehen Ihrer Kenntnis nach
in Ihrer Region (Umkreis bis ca. 25km)?

Anzahl:







F2(12.09 %)

0,75

Type | diabetes Wound depth < 1 cm
Charlson score <5 i
Age <B65Y Grade=2 Woundsize<2cm
0,5
5. lugdunensis

0.25 wmagna) Bacterial richness
\ :5 dbic rmmu//f.’;ame
- orsolfoce . RBRGVGERY
ARS i S ___.--ﬁ—-—{:_.ﬂ -
a - _“'-TH TER gL _‘E_L
f ——=» E. faecalis
Plantar face \;‘\' W HbA1C < 7%
First visit B ok Sex F
0,25
0.5
Grade > 2
Age >65Y
obnd size:a .00 Charlson score > 5
Wound depth >1cm Type |l diabetes
-0,75

-1 0,75 0.5 0,25 1] 0.25 0.5 0.75 1
F1 (14.69 %)



DIABETICMedicine

DOLE10.1111/4.1464-5491.2011.03528 x

Article: Clinical Practice

Does osteomyelitis in the feet of patients with diabetes
really recur after surgical treatment? Natural history of
a surgical series

J. Aragon-Sanchez’, J.L. Lazaro-Martinez®, C. Hernandez-Herrero?, N. Campillo-Vilorio®,
Y. Quintana-Marrero', E. Garcia-Morales® and M.J. Hemandez-Herrero'

'Diabetic Foot Unit, La Paloma Hospital, Las Palmas de Gran Canaria, “Diabetic Foot Unit, Complutense University Clinic, Madrid *Endocrinclogy Department.
University Macarena Hogpital, Seville, Spain and *Diabetic Foot Unit, Diabetology Department, Plaza de la Salud General Hospital, Domimcan Republic

64 patients: median duration of follow-up was 101.8
weeks

* Recurrence 4.6%

e Reulceration 43.0%

* New osteomyelitis 16.9%




Intematonal fournal of Infeciouws Diseases 59 (2007 ] 6 1-654

Contents lists available at Sciencelirnect

International Journal of Infectious Diseases | W -/ ‘
HINTEENATIONAL &0 ETT §
I PR INFECTICHNIS 'I'.ll.-.r.-'n.-r.‘\.I

journal home page: www . elsevier.com/locatelijid | —
Are antibiotic-resistant pathogens more common in subsequent @Lﬂ
episodes of diabetic foot infection?

Dan Lebowitz®™!, Karim Gariani™“', Benjamin Kressmann™“, Elodie von Dach®,
Benedikt Huttner™ <, Placido Bartolone®, Nam Lé&“, Morad Mohamad®,
Benjamin A. Lipsky”, llker Uckay"™<-<"*

Table 1

Rates of antibiobc resistanae according to the increasing number of episodes of
dhabetic oot inbection.

All pathopens causing DFL by episode p-Value®
Epsode 1 Episode 2 Eptsode 3

A49% 235 14% 021
53% 25% 1% 0.08
54% 235 A 038
46% 23% 173% 027

A, diabetic foot infecbon.
* p-Value for trend.



55 diabetic foot infections, surgery 84%

2 microbiological assessments:
On admission, and 1 week later.

able 1. First culture showing community acquired infections

Table 3: Second culture showing hospital acquired infections

Organisms isolated Frequency (%)

(n=55) Organism isolated Frequency (%)
Klebsiella 14 (25.5)
= IT0G0) Pseudomonas
Enterococci 9(16.4) | E. coli 8(14.5)
Proteus 4(7.3) -
Proteus 7(12.7)
Staphylococcus aureus 4 (7.3)
g 300 Gram positive coccl in pairs 4(7.3)
Pseudomonas 1(1.8) ‘ Staphylococcus aureus 4(7.3)
Gram negative cocci 1(1.8) . - s .
Non-fermenting gram negative bacilli | 1 (1.8)
Non-fermenting gram neg bacilli | 1 (1.8)
No growth 727 No growth 3(3.5)




Proportions of « new infections »

® Proportion new
pathogens

Proportion same
pathogens

Number of debridements

{18} universtyof Wuarin et al. PLoS One. 2019 Dec 18;14(12):e0226674. nsBalgrist



ClinicalTrials.gov PRS

Protocol Registration and Results System

ClinicalTrials.gov Protocol Registration and Results System (PRS) Receipt

Release Date: August 12, 2022

ClinicalTrials.gov ID: NCT05502380

Study ldentification

Unique Protocol ID:
Brief Title:

Official Title:

BASEC 2022-00800

Broad-spectrum Antibiotic Prophylaxis in Tumor and Infected Orthopedic
Surgery ( BAPTIST )

Broad-spectrum Antibiotic Prophylaxis in Tumor and Infected Orthopedic Sur-
gery - the Prospective-randomized, Microbiologist-blinded, Stratified, Superiority
Trials - BAPTIST Trial

Secondary IDs:

Study Status

Record Verification:
Overall Status:
Study Start:

Primary Completion:
Study Completion:

August 2022

Mot yet recruiting

September 15, 2022 [Anticipated]
December 31, 2023 [Anticipated]
December 31. 2024 [Anticipated]



REVIEW

Principles and practice of antibiotic stewardship in
the management of diabetic foot infections

llker Ugkay™®, Martin Berl®, Parham Sendi®®, and Benjamin A. Lipsky®'

Purpose of review
Systemic antibiotic therapy in persons with a diabetic foot infection (DFI) is frequent, increasing the risk of

promoting resistance to common pathogens. Applying principles of antibiotic stewardship may help avoid
this problem.

Recent findings
We performed a systematic review of the literature, especially seeking recently published studies, for data
on the role and value of antibiotic stewardship (especially reducing the spectrum and duration of antibiotic

therapy) in community and hospital populations of persons with a DFI.



The long-term impact of "antibiotic stewardship” in diabetic foot

infections in two tertiary Swiss centers
Laura Soldevila-Boixader™. =, Felix WA WaibeP, Madiaina Schini, Karim Gariani, Dan Lebowitz®, Martin Berli?, iker Ugkay®43

N l R
37% 44%
24%
A0% 22%
0%
2000-2005 2006-2010 2011-2015 2016-2020
B<7d m&15d 16-30d m>30d

80%

60%



Antibiotiques IV ?
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The NEW ENGLAND JOURNAL of MEDICINE

‘ ORIGINAL ARTICLE ||

Oral versus Intravenous Antibiotics for Bone
and Joint Infection

H.-K. Li, I. Rombach, R. Zambellas, A.S. Walker, M.A. McNally, B.L. Atkins,
B.A. Lipsky, H.C. Hughes, D. Bose, M. Kiimin, C. Scarborough, P.C. Matthews,
A.J. Brent, J. Lomas, R. Gundle, M. Rogers, A. Taylor, B. Angus, |. Byren,

A.R. Berendt, S. Warren, F.E. Fitzgerald, D.J.F. Mack, S. Hopkins, J. Folb,
H.E. Reynolds, E. Moore, J. Marshall, N. Jenkins, C.E. Moran, A.F. Woodhouse,
S. Stafford, R.A. Seaton, C. Vallance, C.J. Hemsley, K. Bisnauthsing, J.A.T. Sandoe,
. Aggarwal, S.C. Ellis, D.J. Bunn, R.K. Sutherland, G. Barlow, C. Cooper, C. Geue,
N. McMeekin, A.H. Briggs, P. Sendi, E. Khatamzas, T. Wangrangsimakul,
T.H.N. Wong, L.K. Barrett, A. Alvand, C.F. Old, J. Bostock, J. Paul, G. Cooke,
G.E. Thwaites, P. Bejon, and M. Scarborough, for the OVIVA Trial Collaborators*
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Oral amoxicillin-clavulanate for treating diabetic foot

infections

Karim Gariani MDY? | Dan Lebowitz RN!® | Benjamin Kressmann RN? |
Elodie von Dach RN! | Parham Sendi MD*® | Felix Waibel MD® | Martin Berli MD?® |
Tanja Huber PhD” | Benjamin A. Lipsky MD® | llker Uckay MD? ©

*Service of Infectious Diseases, Geneva
University Hospitals, Geneva, Switzeriand
“Service of Diabetology and Endocrinology.,
izeneva Liniversity Hospitals, Geneva,
Switzeriand

2cervice of General Internal Medicine, Geneva
University Hospitals, Geneva, Switzertand
“Department of Infectious Diseases and
Hospltal Epiderdology, University Hospltal
Basel, Basel, Switrerand

SDepartment of Orthopaedics and
Traumatology, University Hospital Bazel, Basel,
Swtzeriand

“Orthopaedic Surgery, Balgrist University
Hospital Zurich, Switzeriand

TPharmacolopy. Balerist University Hospital,
Lunch, Switzerland

Aim: To assess amoxicillin-clavulanate [AMC) for the oral therapy of diabetic foot infections

(DFls), especially for diabetic foot osteomyelitis {DFO).
Methods: We performed a retrospective cohort analysis among 794 DFI episodes, including

339 DFO cases.

Results: The median duration of antibiotic therapy after surgical debridement (including partial
amputation) was 30 days (DFO, 30 days). Oral AMC was prescribed for 3 median of 20 days
(interquartile range, 12-30 days). The median ratlo of oral AMC among the entire antibiotic
treatment was 0.9 (interguartite range, 0.7-1.0). After 2 median follow-up of 3.3 years, 178 DFis
(22%) overall recurred (DFO, 75; 22%). Overall, oral AMC led to 74% remission compared with
79% with other regimens {f-tﬂt_' £ = 0.15). In multrvariate analyses and stratified subgroup
analyses, oral AMC resulted in similar clinical outcomes to other antimicrobial regimens, when

Conclusions: Oral AMC is a reasonable option when treating patients with DFls and DFOs.
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Article

Timing of Revascularization and Parenteral Antibiotic

Treatment Associated with Therapeutic Failures in Ischemic
Diabetic Foot Infections

Dominique Altmann *, Felix W. A. Waibel **, Gabor Forgo *'", Alexandru Grigorean *, Benjamin A. Lipsky *,
Ilker Ugkay * and Madlaina Schéni *

CLINICALFAILURE =1

e e o e
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Figure 1. Graphic plotting of the duration of parenteral antibiotic treatment (horizontal axis; in days)




Dureée totale des antibiotiques ?




ORIGINAL ARTICLE

Remission in diabetic foot infections: Duration of antibiotic
therapy and other possible associated factors

Karim Gariani MD"* | Dan Lebowitz MD" | Elodie von Dach RN” |
Benjamin Kressmann RN* | Benjamin A. Lipsky MD** | llker Uckay MD'> ©
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Annals of Surgery

DOL 10.1097/SLA.0000000000003205

Moderate to Severe Soft Tissue Diabetic Foot Infections: A Randomized, Controlled,

Pilot Trial of Post-Debridement Antibiotic Treatment for 10 versus 20 days

Truong-Thanh Pham, MD'*", Karim Gariant, MI}S*, Jean-Christophe Richard, MD",
Benjamin Kressmann, RN'?, Franois R. Jornayvaz, MD’, Jacques Philippe, MD', Benjamin
A. Lipsky, MD", flker Uckay, MD"*?

#
equal contribution as first authors



Pilot study Geneva - (Surgical) soft tissue DFI

/3 years

Age (median)

PAD

S. aureus
Gram-negative
Polymicrobial
Debridemts. (med)
Remission
Adverse events

- serious AE

- antibiotic AE

& "1':?-“;-1 University of

ey Eurich™

70 years
63%
34%
29%
43%

1
77%
40%
17%

6%

0.16
0.89
0.65
0.65
0.94
0.57
0.57
0.71
0.82
0.31

2017-2019; not published yet

65%
29%
23%
42%
1
1%
35%
19%
13%

m=Balgrist
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Six-Week Versus Twelve-Week P s e

Fabrice Dewverme.” Héldne Topolinski
Antibiotic Therapy for st il trirr i
Nonsurgically Treated Diabetic L R G

Foot Osteomyvelitis: A Multicenter
Open-Label Controlled
Randomized Study

Diabetes Core 0I5 28302307 | DO 10.2337/0c14-1514

Table 4=Clinical outcome of 40 diabetic patients with osteomyelitis of the foot

teatid nonsureically according to th diration of antibiotic thera Table 3-Antibiotic-related gastrointestinal adverse events reported in 40 diabeti
LI S patients with DFO treated nonsurgically according to the duration of antbioti
Patient outcome neX n=20 p therapy
Overall femiss 12 [60 oy 0s0 ik e
e 1[50 1[0 : Antibiotic-related adverse events n=20 n=X
Compiete hedling 18 {30) 0 08
Nauses 1(5 2{10)
Time to complete healing (weeks * 5D} Blilz B804 04 : ; ok
Overal fale 8 40) 6l 00 E‘m IL | z{mb
Noncomplete hedling 3 (10] a0y = 0
Relapsing osteomyeltls 2 {15} i(15) 1 :Ett it ; E': :' L]::t
Worsening radiologicdl bore abromalties  6[30) i) o ) 3
Bare resection 2 (10} 2{10) i Data are number of patients %}, 'F = 0.04.
Spread of osteomyelitis to contizuous sites 4 (20 210 0.37

Major amputation 2 (10) 2(10) 1




OXFORD

ACADEMIC

Clinical Infectious Diseases

Issues More Content ¥ Publish » Purchase Advertise ¥ About ¥ All Clinical

P Comments (0) ACCEPTED MANUSCRIPT
Three versus six weeks of antibiotic therapy for
diabetic foot osteomyelitis: A prospective,
randomized, non-inferiority pilot trial

Karim Gariani, MD, Truong-Thanh Pham, MD, Benjamin Kressmann, RN,
Frangois R Jornayvaz, MD, Giacomo Gastaldi, MD, Dimitrios Stafylakis, MD,
Jacques Philippe, MD, Benjamin A Lipsky, MD, ilker Uckay, MD 2

Clinical Infectious Diseases, ciaal758, https://doi.org/10.1093/cid/ciaal 758
Published: 26 November 2020  Article history »



Tahle 1. Charactenstics and Outcomes of Subjects With a Diabetic Foot

Tﬂhﬁlwmh‘:!fliﬁ Episudv- by Duratian of TIB;IMIS W':h Systemic Antibiotic Table 3. Univanate and Multivariate Associations With the Outcome
erapy Alter Debridement {Intention-to-Treat Population) (n = 93) bl . . ;
2 i “Clinical Remission” in the Intention-to-Treat and Per-Protocol
Doitia 6F AR BOINE Thaoy Populations (Cox Regression Analysis)
3 Weeks G Waoaks
Characteristic in =44 [n =44 Multivanate
Chrucal Charactenstic Univanate Analysis  Analysis
Frermale sex RO 11 {22) 27
Meadian age 70 years 65 years 23 ITT population {n = 93)
hMedian body mass index 27 kg/m* 28 kg/m* .89 DEngFEDhiES
Drateormpelifis imvolving toe 22 150 1183 20
Chancot midfoot defarmities G (14 G2 B Female sex 0.9 (6-1.6) e
Climical panpheral artanial dissase 27 (B1) 25 {53} 42 ,ﬁ,gg 1.0 11.0=1.01 —_—
Transcutanseous ceoygen 2nsion 36 mm Hg 41 mm Hg i ;

{darsal foot), median Body mass index 10(9-10) ==
Successtul angioplasty parformead 4 () 4@ a7 Toe osteomyelitis 1016-1.7) -
Wound score et admission, medisn 16 points 17 points &6 ; I ol i L

s Peripheral artenal disease 0.9 (5-15)
Staphylococcus suraus 21 (48} 23 {47) a4 Ankle-brachial index 0.7 (.2-19) —
Gramemogative Dactaria 1 {28} 17 (35 21 Aﬂgﬂmﬂﬁl‘f 14 (8-2.2) 16 (8-2.9)
Polyrnicrobaal infecbon 20 (45) 28 {67 26 )

Therapy Wound score (siza) at admission 1.0 (1.0-1.01 -
Mo, of surgical debridements, 1 interventiocn 1 intervention 27 Pﬂﬂ'mgan

mmedian
Partial amipltaton 16 136 18 (35 T Staphylococcus aureus 1.1(7-19) 14 1.8-2.4)
Hyperbaric oxygen therapy B (14) 5 (10} &1 Gram-negative bacill 081515 —
Dumhnr_'q of inttavenous tharapy, 1 day 3 days T Pobviniciabisl infaction 14 8-2 9 .

-

Cutcoms
Complete remession a7 (54)
Microbiclogical recurrence ondy 3 (V)
Adverse avents 17 3%

Therapy
Jweek antibiotic therapy arm 1.0 {6-16) 11 (.6-17)

Intravenous antibiotic duration 10(1.0-10)
No. of surgical debridemants 10(8-1.2)
Antibiotic-related adverse 409 ; 2 5
GVents Partial amputations 0.714-12) 06(2-9

CWEP'HE wodndbhoalngssr:  23(E4) oa) : Adequate patient adherence 0.9(517) =
E:' . f

Sarous sdverse avents E (11}




Waibel et al. Trials (2020} 21:54
https/doi org/10.1186/s13063-019-4006-2 Trl als

n =460

STUDY PROTOCOL Open Access

Optimization of the antibiotic management @
of diabetic foot infections: protocol fortwo
randomized controlled trials

Felix Wabel' " Martin Berli'™ Sabrina Catanzaro’, Kati Sairanen®, Maclaina Schoni', Thomas Boni', Jan Burkhard”
Dominique Holy”, Tanja Huber", Maik Bertram?’, Karin Laubli®, Dario Frustaci™”, Andrea Rosskopf”,
Sander Botter” and lker Uckay™” @




Amputation dans le pied diabetique n'exclut
pas la persistance d’infection osseuse

% DL PR ED

0 R4 SO

4'_..

L

5
% :
;A
T

i
e

2
]
E
-1-" o
8

:
ekt Sepatol, e

Kowalski et al. J Foot Ankle Surg 2011



Tech-Trials

Apres TTT
amputation conservateur

1 vs. 4 jours 10 vs. 20 jours

1 vs. 3 semaines 3 vS. 6 semaines

m=Balgrist




Interim results Spring 2022

Post- Conservative
Amputation treatment

Soft tissue 1 vs. 4 days 10 vs. 20 days

Osteomyelitis 1 vs. 3 weeks 3 vs. 6 weeks

Amputation long short p = 0.60

Remission

Revision

Conservative | long short p =0.21
Remission 52 64
Revision 12 (19%) 8 (11%)

P T University of '
() g meBalgrist




2nd interim analysis, n = 237 (actually 360)

No significant differences between the groups

In multivariate logistic regression analysis, a short
antibiotic duration did not influence overall failure rate

(odds ratio 0.8, 95% confidence interval 0.4-1.7).

Results were still underpowered to fulfil non-inferiority
(overall 17 difference points [90% confidence interval:
13% to 21%].

In terms of severe adverse events, short antibiotic
regimens yielded as many adverse events than with a
long course (4/110 vs. 4/127 adverse events; p=0.84).

FATEN University of '
I.:'\.I'| Fa ..I= Iuri‘c hnr ThE Ba lgrlSt







WG o Home Guidelines Translations About IWGDF-Guidelines Contact

_ Guidelines

About IWGDF-Guidelines Nouveaux

guidelines 2023

International Working Group on the Diabetic Foot

In 1996 the International Working Group on the Diabetic Foot (IWGDF) was created to develop Guidelines on the
prevention and management of diabetic foot complications, These are the only international and multidisciplinary
Guidelines that are produced through a rigorous, scientific process undertaken by health professionals and researchers
from all over the world. In addition, the IWGDF produces systematic reviews and a summary for daily practice, which are

all published in an international scientific journal and on this website.

These Guidelines are adapted for many different countries and they have been translated into most (currently 26) of the
major languages of the world. To stay current, the IWGDF Guidelines are updated every 4 years; existing Guidelines are

rewritten and new chapters are added under supervision of the IWGDF Editorial Board.
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World guidelines are saying ....2019

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

(Weak; moderate)

IWDGF 2019

FATEN University of '
I.:'\.I'| Fa ..I= Iuri‘c hnr ThE Ba lgrlSt




Choice of systemic antibiotic agents

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 combinationwith other antibiotic[s]),
clindamycin, linezolid, daptomycin,
quinolones, or vancomycin, but not

tigecycline. (Strong; high)
IWDGF 2019
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Cela commence peu a peu a changer
IWGDF 2023

Moins en intraveineux (pas de condition ferme)
Choix libre d’antibiotiques (aussi béta-lactames)

Les ostéomyélites ne sont pas toutes pareilles
- 3 semaines apres résection partielle

Recommendation 15

We suggest a duration of up to 3 weeks of antibiotic therapy after amputation for diabetic foot
osteomyelitis and positive bone margin culture and 6 weeks for diabetic foot osteomyelitis without
bone resection or amputation.




Swiss Working Group (2019)

Diabetic Foot Infection: Treatment

4. Antibiotics 2 - Duration of treatment
A. Soft tissue infection
*+  Mild: 5-7 days or dependent on clinical course
*  Moderate: 7-14 days or dependent on clinical course
+  Severe: 12-20 days or dependent on clinical course
B. Osteomyelitis
*  4-6 weeks if no resection of infected bone
*  2-6|weeks if residual infected (but viable) bone after resection
+  0-1week if no residual infected tissue after resection (eg
postamputation)




Osteomyelitis

Daniel P Lew, Francis A Waldvogel

Bone and joint infections are painful for patients and frustrating for both them and their doctors. The high success
rates of antimicrobial therapy in most infectious diseases have not yet been achieved in bone and joint infections
owing to the physiological and anatomical characteristics of bone. The key to successful management is early
diagnosis, including bone sampling for microbiological and pathological examination to allow targeted and long-
lasting antimicrobial therapy. The various types of osteomyelitis require differing medical and surgical therapeutic
strategies. These types include, in order of decreasing frequency: osteomyelitis secondary to a contiguous focus of
infection (after trauma, surgery, or insertion of a joint prosthesis); that secondary to vascular insufficiency (in
diabetic foot infections); or that of haematogenous origin. Chronic osteomyelitis is associated with avascular
necrosis of bone and formation of sequestrum (dead bone), and surgical debridement is necessary for cure in
addition to antibiotic therapy. By contrast, acute osteomyelitis can respond to antibiotics alone. Generally, a
multidisciplinary approach is required for success, involving expertise in orthopaedic surgery, infectious diseases,
and plastic surgery, as well as vascular surgery, particularly for complex cases with sofi-tissue loss.
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