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…… Concetto di implementazione 
linee Guida……..

Recepire un documento di consenso tra pari……
Organizzare…--applicazione/ adattamento al nostro 
vissuto
Migliorare Outcomes
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Multiprofessional and multidisciplinary approaches (team) in the 
improvement of the of diabetic foot  and implementation International 
Consensus (National level):

• Mercurio Project 1999 
• First interactive course on 

implementation guidelines.
• (more than 3000 partecipants on 

«Diabetic foot meetings»)
• First  international consensus 

translated in no english  
language
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35 years  of 
diabetic 

foot story in 
Italy.
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Proviamo a riassumere:
dallo studio delle LG.. 

adattare alla nostra realta’
Approccio multidisciplinare e multiprofessionale
Integrazione tra persone e tra sistemi
Approccio globale al Paziente con Diabete….
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Conoscenza dell’ IWGDFGL 2023
Abbiamo ancora bisogno di linee guida come queste ??
Le Linee guida rispondono alle necessità diffuse in Italia?
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• Linee guida: carattere universale che riuscissero a parlare linguaggio 
comune a paesi continenti sistemi sanitari, sociali ed economici 
completamente diversi.

• Dalla  logica di lobby (consenso tra esperti) alla obiettività del sistema 
GRADE.

• Cambio generazionale che ha spostato obiettivi, e prospettive e campi 
di interessi

• «Grade  system» e scarsi dati e contrapposti  al fare comune.
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Schema delle linee guida

10/08/2023 Roberto MD Anichini 2023

• ABSTRACT

• LIST OF RECOMMENDATIONS 
• INTRODUCTION 
• WHAT’S NEW IN THIS 2023 UPDATE 
• METHODS 
• RESULTS 
• RECOMMENDATIONS

• CONSIDERATIONS 
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In these practical guidelines of the International 
Working Group on the Diabetic Foot (IWGDF) we 
describe the basic principles of prevention and 
management of diabetes-related foot disease. 
This document is a summary of the following 

evidence-based IWGDF Guidelines (2023 
update): 
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Diabetes-related foot disease is a source of major patient burden and social costs. 
Investing in evidence-based international guidelines on diabetes-related foot disease is 
important to reduce this burden and costs, provided the guidelines are focused on 
outcomes important to key stakeholders, evidence-based and properly implemented. 

The International Working Group on the Diabetic Foot (IWGDF) has published and 
updated international guidelines since 1999. The 2023 updates were made using the 
Grading of Recommendations Assessment Development and Evaluation (GRADE) 
evidence-to-decision framework. This concerns formulating relevant clinical questions and 
important outcomes, conducting systematic reviews of the literature and meta-analyses 
where appropriate, completing summary of judgements tables, and writing 
recommendations that are specific, unambiguous and actionable, along with their 
transparent rationale. 
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Conditions for successful management and prevention
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• Common knowledge base
• Common language
• Shared sense of urgency and share aims
• Sistematic approach
• Multifactorial team approach in diagnosis treatment and prevention 
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•

METHODOLOGY USED FOR THE 2023 IWGDF SYSTEMATIC REVIEWS AND 
GUIDELINES 

1. Establishing a diverse expert panel to develop the guideline 
2. Defining key clinical questions and important outcomes 
3. Performing a systematic review (and meta-analysis) 
4. Assessing key summary of judgements items and writing the 
recommendations and their rationale 
5. External review and feedback 
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Five Key elements of prevention
1. Identifyng the at riskfoot (1 recommendation)
2. Regularly inspecting and examining the at risk foot (1R)
3. Educating the patient, family and healcare providers (5R)
4. Ensuring routine wearing of apprpriate footwear (3R)
5. Treating risk factors for ulceration (6R)
1-5 integrated foot care consists of 2 or more of these 
elements (1R)
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• LIST OF RECOMMENDATIONS 
1.Screen a person with diabetes at very low risk of foot ulceration (IWGDF risk 0) annually for 

signs or symptoms of peripheral neuropathy and peripheral artery disease, to determine if the 
person is at increased risk for foot ulceration, using the IWGDF risk stratification system. 
(GRADE recommendation: Strong; Certainty of evidence: High) 

2. If a person with diabetes has loss of protective sensation or peripheral artery disease, extend 
the screening using clinical history and further foot examinations to assess for 

1. a history of foot ulceration or lower-extremity amputation; 
2. diagnosis of end-stage renal disease; 
3. presence or progression of foot deformity; 
4. limited foot and ankle joint mobility; 
5. excess callus; 
6. and any pre-ulcerative lesion or ulcer on the foot, to determine their risk for foot ulceration 

using the IWGDF risk stratification system and to inform treatment. 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) 
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1.Educate, and after that encourage and remind a person with diabetes who is at risk of foot 
ulceration (IWGDF risk 1-3) to protect their feet by not walking barefoot, not walking in 
socks without shoes, and not walking in thin-soled slippers, whether indoors or outdoors. 
(Strong; Low) 

2.Educate, and after that encourage and remind a person with diabetes who is at risk of foot 
ulceration (IWGDF risk 1-3) to wash their feet daily (with careful drying, particularly 
between the toes), use emollients to moisturize dry skin, and cut toenails straight across. 
(Strong; Low) 

3.Educate, and after that encourage and remind a person with diabetes who is at risk of foot 
ulceration (IWGDF risk 1-3) to examine their feet daily and with the presence or suspicion 
of having a (pre-)ulcerative lesion, to rapidly contact an appropriately-trained healthcare 
professional for further advice. (Strong; Low) 

4.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) 
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Consider coaching 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 
between corresponding regions of the left and right foot is above a temperature threshold of 2.2 °C 
(or 4.0 °F) on two consecutive days, coach the patient to reduce ambulatory activity and consult an 
adequately trained healthcare professional for further diagnosis and treatment. (Conditional; 
Moderate) 
In a person with diabetes who is at risk of foot ulceration 
a) a. and with no or limited foot deformity, no pre-ulcerative lesions and no plantar ulcer history (IWGDF 

risk 1-3), educate to wear footwear that accommodates the shape of the feet and that fits properly. 
(Strong; Low) 

b) and with a foot deformity that significantly increases pressure or a pre-ulcerative lesion (IWGDF risk 2 or 
3), consider prescribing extra-depth shoes, custom-made footwear, custom-made insoles, and/or toe 
orthoses. (Strong; Low) 

c) and with 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 person to consistently wear this prescribed footwear, both indoors and 
outdoors. (Strong; Moderate) 
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9. Provide appropriate treatment for any pre-ulcerative lesion or excess 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; Very low) 

10.In a person with diabetes at risk of foot ulceration (IWGDF risk 1-3) and a non-rigid hammertoe with nail changes, excess callus or a pre-
ulcerative lesion on the apex or distal part of this toe: 

9. consider digital flexor tendon tenotomy for treating these outcomes and to help prevent a first or recurrent foot ulcer (Conditional; 
Moderate), or 

10. consider prescribing orthotic interventions, such as toe silicone or (semi-)rigid orthotic devices, to help reduce excess callus on the 
toe. (Conditional; Low) 

11.In a person with diabetes who is at risk of foot ulceration (IWGDF risk 1-3), we suggest not to use a nerve decompression procedure to 
help prevent a foot ulcer. (Conditional; Very low) 

12.Consider advising and referring a person with diabetes who is at low or moderate risk for foot ulceration (IWGDF risk 1 or 2) to participate 
in an 8-12-weeks foot-ankle exercise program, preferably under the supervision of an appropriately trained healthcare professional, and to 
continue performing foot-ankle exercises afterwards, with the aim of reducing risk factors for ulceration. (Conditional; Low) 

13.Consider communicating to a person with diabetes who is at low or moderate risk for foot ulceration (IWGDF risk 1 or 2) that an increase 
in the level of walking-related weight-bearing daily activity by an extra 1000 steps/day is likely to be safe regarding risk of foot ulceration. 
Advise this person to wear appropriate footwear when undertaking weight-bearing activities, and to frequently monitor the skin for (pre-
)ulcerative lesions. (Conditional; Low) 

14.Provide integrated foot care for a person with diabetes who is at moderate or high risk of foot ulceration (IWGDF risk 2 and 3) to 
help prevent a first or recurrent foot ulcer. This integrated foot care should include at least 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 for a person at 
high risk, and once every three to six months for a person at moderate risk, as necessary. (Strong; Low) 
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WHAT’S NEW IN THIS 2023 UPDATE 
•  This 2023 guideline updates 2019 guideline on foot ulcer prevention 
• Used a more thorough GRADE methodological approach to the guideline and the 

systematic review supporting it, by performing meta-analyses, grading effect sizes, grading 
certainty(quality) of evidence with ‘very low’ as an option, and developing summary of 
judgement tables; 

• Added new clinical question on psychological intervention for ulcer prevention; 
• Added new important outcomes, including health-related quality of life, costs, mortality, self-

efficacy, 
• well-being and adverse events; 
• Split the recommendation on the use of footwear according to the severity of foot deformity 

present; 
• Reorganized the recommendations for a person with diabetes at risk of foot ulceration 

and a non- rigid hammertoe to contain both a surgical and orthotic intervention 
recommendation; and 

• Updated the strength of recommendation and the certainty of evidence underlying the 
recommendation where appropriate based on new available evidence and on using the more 
thorough GRADE approach. 
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WHAT’S NEW IN THIS 2023 UPDATE

Not so much

Good or bad news??
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WHAT’S NEW IN THIS 2023 UPDATE
Key Considerations (Future research agenda)

• Robust data are lacking on whom, how, and when to screen 
for ulcer risk.

• High quality data on interventions to prevent a first foot 
ulcer are scarce. 

• Cost and cost-effectiveness of intervention needs more 
research.

• Adherence to an intervention is crucial in outcomes

www.iwgdfguidelines.org
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What are classifications ??
(Classification or scoring) sistems that attempt to:

• Create more homogeneus groups of patients
• For which similar levels of care should be provided and
• To standardize the modificable factors that one should focus on to

improve clinical outcomes
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For what purposes??
• NO system fits all.

Adressed 5 purposes (same as 2019)
• for communication among healthcare professionals
• for predicting the outcome of an ulcer in  a specific

individuals.
• for characterising a person with an infected ulcer.

• for characterising a person  with peripheral artery disease
• For the of outcome (s) of populations
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What have we done differently??

2019 2023

• Systematic review
• 28 classifications
• 149 studies
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Critical review
19 classifications

50 studies
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What have we done differently??

Roberto MD Anichini 2023www.iwgdfguidelines.org

Defined critically important outcomes
• Group elements,external experts, people with diabetes representatives

Grouped them into 4 categories:
• Clinical outcomes
• Post-baseline clinical outcomes
• Usability
• Use of resources
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What have we done differently??

Roberto MD Anichini 2023www.iwgdfguidelines.org

Selected only those conditionally orstrongly recommendation (based on 
summary of judgments for each system.
• DIAFORA
• IDSA/IWGDF
• SINBAD
• University of Texas Wound Classification System
• (Meggitt) Wagner
• WIFI
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What have we done differently?? Clinical use
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What recommendations have changed??

Same as   2019 NEW

• In a person with diabetes and a 
foot ulcer, when resources exist in 
addition to an appropriate level of 

expertise and it is considered 
feasible, consider using the WIfI 
system for communication about 

the characteristics of an ulcer 
between healthcare professionals, 
but with characterisation of each of 

the composing variables. 
(Conditional; Low) 
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In a person with diabetes and a foot ulcer, use 
the SINBAD system for communication about the 
characteristics of an ulcer between healthcare 
professionals, and clearly stating the presence or 
absence of each of the composing variables. 
(Strength of recommendation: Strong; Certainty 
of evidence: Low) 
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What recommendations have changed??

• To Classify a person with diabetes 
and an infected foot ulcer, when 
resorces exist in addition to an 

appropriate level of expertise and it 
is considered feasible, consider 

using  the  WIFI System 
(Conditional;low)

Roberto MD Anichini 2023

NEW!!!
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To classify a person with diabetes and 
an infected foot ulcer, use IDSA/IWGDF 
(version 2015)system.
(Strong;Low)

OR
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Overall:confirmation of the 2019 guidelines
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Overall:confirmation of the 2019 guidelines
2023

Use Conventional, Not  PCR (Strong;Moderate)

Use bone biopsy for DFO (Conditional;Moderate)

No Adjunctive treatments (Conditional;Moderate)

www.iwgdfguidelines.orgRoberto MD Anichini 2023

Overall:confirmation of the 2019 guidelines
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What’s new
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New recommendations
• Consider a duration of up of 3 weeks of antibiotic therapy after minor 

amputation for diabetes related osteomyelitis of the foot and positive bone
margin culture and 6 weeks for diabetes related osteomyelitis without bone
resection or amputation (conditional,low).

• Consider performing surgical resection of infected bone combined with systemic 
antibiotics in a person with diabetes-related osteomyelitis of the foot. (Conditional; Low) 

• Consider antibiotic treatment without surgery in case of (i) forefoot osteomyelitis without 
an immediate need for incision and drainage to control infection, and (ii) without 
peripheral artery disease, and (iii) without exposed bone. (Conditional; Low) 

• Use the outcome at a minimum follow-up duration of  6 months after the end of the 
antibiotics therapy to diagnose remission of diabetes-related osteomyelitis of the foot 
(Best Practice Statement)
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PAD guideline

• Aim is to have consistent suite of recommendations for PAD assessment 
and management in diabetes-related foot disease internationally

• Developed in collaboration with the 2 major international vascular
societies (ESVS and SVS) – 6 working group members from each of 3 societies

• Working group expertise- vascular surgery, interventional radiology, 
angiology, podiatry, endocrinology

• External experts and patient representative involvement
• Approved by IWGDF Editorial Board, ESVS and SVS 
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Peripheral arterial disease (PAD) guideline based on 3 
systematic reviews:
1. Effectiveness of bedside investigations to diagnose PAD in people
with diabetes mellitus (with or without a foot ulcer or gangrene)

2. Performance of non-invasive bedside vascular testing for the
prediction of wound healing or amputation among people with foot
ulcers in diabetes

3. Effectiveness of revascularisation of the ulcerated foot in patients
with diabetes and PAD
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Recommendations

• Diagnosis:   5 recommendations (1 is a Best Practice Statement)

• Prognosis:   5 recommendations

• Treatment:  15 recommendations (14 are Best Practice 
Statements)

• Includes recommendations on the principles of management of 
diabetes, lipids and antithrombotics
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What’s New? – New recommendations  

• In a person with diabetes without a foot ulcer in whom a non-
emergent  invasive foot procedure is being considered, PAD should be 
excluded by  performing assessment of pedal Doppler waveforms in 
combination with ankle-brachial index (ABI) and toe-brachial index 
(TBI).  (Best Practice Statement)

• In a person with diabetes and a foot ulcer or gangrene we suggest the 
presence of PAD and other causes of poor healing should always be 
assessed. Diabetes-related microangiopathy should not be considered  
the primary cause of foot ulceration, gangrene or poor wound healing 
without excluding other causes. (Conditional, low)
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New Recommendations
• In a person with diabetes,  PAD and a foot ulcer or gangrene who has an adequate 

single segment saphenous vein and in whom infrainguinal revascularisation is 
indicated and who are suitable for either approach, consider bypass  in preference 
to endovascular therapy (Conditional, moderate)

• A person with diabetes, PAD and a foot ulcer or gangrene, should be treated in 
centres with  expertise in, or rapid access to, endovascular and surgical bypass 
revascularisation. 

• Make treatment decisions based on patient risk and preference, limb threat 
severity, anatomic distribution of PAD, and the availability of autogenous vein
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Person with diabetes and an ulcer or gangrene

Palpate pulses and examine for signs of ischaemia

Evaluate pedal doppler waveforms, perform ABI and 
TBI to diagnose/exclude PAD

Use WIfI to stratify healing likelihood and amputation risk

ABI <0.4, ankle pressure <50mm Hg, TP 
<30mm Hg or TcPO2 <30mm Hg or 
monophasic/absent pedal Doppler 

waveforms

Urgent revascularization procedure 
should be considered, consult vascular 

specialist

Absent pulses or 
monophasic or absent 

waveforms, ankle 
pressure 50-100mm Hg or 

TP 30-60mm Hg

Consult vascular specialist 
unless urgent amputation 

indicated

PAD, ulcer with infection or 
gangrene

Urgent consultation by 
vascular specialist

Assess for presence of infection 
and manage  as recommended by 

IWGDF

Wound care and offloading as 
recommended by IWGDF

ABI 0.90-1.3,TBI >0.70, 
triphasic or biphasic 
pedal doppler waveforms, 
persist with wound car, 
offloading and treatment 
of infection as needed 

Reassess perfusion if there is lack of 
healing progress at 4 weeks

Colour code: 
yellow=conditional 
recommendation, 
green=strong 
recommendation, 
orange= best 
practice 
recommendation
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Person with diabetes, PAD and an ulcer, gangrene in whom 
revascularization is indicated

Image arterial system from aorta to pedal arch using;
Arterial colour duplex ultrasound
CT Angiography
MR Angiography  or
DS Angiography 

Assess great saphenous vein for suitability for bypass if open 
bypass or endovascular intervention likely indicated

Patient suitable for bypass or 
endovascular procedure

Image great saphenous vein(s)

Suitable single segment GSV

Consider bypass

Single segment GSV suitable 
for bypass not available

Endovascular procedure or 
bypass

Patient deemed unfit for bypass or 
arterial lesion considered suitable 
for straightforward endovascular 

procedure

DS angiography + intervention

Ideally target artery supplying 
angiosome associated with ulcer or 

gangrene

Colour code: 
yellow=conditional 
recommendation, 
orange= best practice 
recommendationRoberto MD Anichini 202310/08/2023



Members of the intersocietal IWGDF, ESVS and SVS guidelines
on PAD in people with diabetes mellitus and a foot ulcer

• IWGDF: Rob Fitridge (co-Chair), Viv Chuter (secretary), Nicolaas

Schaper, Nobuyoshi Azuma, Edward Boyko, Sigrid Nikol

• ESVS: Rob Hinchliffe (co-Chair), Christian-Alexander Behrendt, Joakim

Nordanstig, David Russell, Jos van den Berg, Maarit Vanermo

• SVS: Joe Mills (co-Chair), Michael Conte, Misty Humphries, Lee

Kirksey, Katharine McGinigle, Vincent Rowe
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Significato da approfondire (1)
Global Vascular Guidelines on the management of Chronich limb-threatening ischemia.:         
M.Conte et Al. Journal of Vascular Surgery June 2019.

1. Term: The term of CLTI da preferire a Critical limb Ischemia.
2. ……The optimal revascularization strategy is also influenced by the availability of 

autogenous vein for open bypass surgery. Recommendations for EBR are based 
on best available data, pending level 1 evidence from ongoing trials. Vein bypass 
may be preferred for average-risk patients with advanced limb threat and high 
complexity disease, while those with less complex anatomy, intermediate 
severity limb threat, or high patient risk may be favored for endovascular 
intervention. 
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A vein bypass first versus a best endovascular treatment first revascularisation strategy for patients with 
chronic limb threatening ischaemia who required an infra-popliteal, with or without an additional more 
proximal infra-inguinal revascularisation procedure to restore limb perfusion (BASIL-2): an open-label, 

randomised, multicentre, phase 3 trial Prof Andrew W Bradbury, MD, Catherine A Moakes, MSc, Matthew Popplewell, MD, Lewis Meecham, FRCS, 
Gareth R Bate, PGDip, Lisa Kelly, PGDip, Prof Ian Chetter, MD, Athanasios Diamantopoulos, PhD, Arul Ganeshan, FRCR, Jack Hall, MSc, Simon Hobbs, MD, Prof Kim 

Houlind, MD, Hugh Jarrett, MSc, Suzanne Lockyer, MSc, Jonas Malmstedt, MD, Jai V Patel, FRCR, Smitaa Patel, MSc, S Tawqeer Rashid, PhD, Athanasios Saratzis, MD, 
Gemma Slinn, MPhil, Prof D Julian A Scott, MD, Hany Zayed, MD, Prof Jonathan J Deeks, PhD

The Lancet Volume 401 Issue 10390 Pages 1798-1809 (May 2023) DOI: 10.1016/S0140-6736(23)00462-2

10/08/2023



Significato da approfondire (2) 
1.In the BASIL-2 trial, a best endovascular treatment first 

revascularisation strategy was associated with a better 
amputation-free survival, which was largely driven by 
fewer deaths in the best endovascular treatment group.

2.  These data suggest that more patients with chronic limb-
threatening ischaemia who required an infra-popliteal, with or 
without an additional more proximal infra-inguinal, 
revascularisation procedure to restore limb perfusion should 
be considered for a best endovascular treatment first 
revascularisation strategy.
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IWGDF third edition «Epical battle» 
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DIABETIC 
FOOT 

SYNDROME

Abscesse
s Limited  

Joint 
Mobility

Foot 
deformiti

es

Charcot 
Foot

Neuropa
thy

Gangrene
Foot 
Ulcer

Critical 
Limb 

ischemia

Amputati
on

Cellulitis

PAD

The Diabetic Foot Syndrome… Today
Patient Centered (Holistic Approach)

FRAIL
PATIENTS 

Cerebral Arterial Disease

Cronich Kidney Disease
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So……the very nature of ulcers change:  from neuropathic to neuroischemic 
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Amputations and Revascularization Rates in DM

per 100.000 inhabitants per 100.000  inhabitants

Major Amputations Revascularizations

(4.2,5.4]
(3.7,4.2]
(2.9,3.7]
[0.5,2.9]

(24.1,27.9]
(20.3,24.1]
(17.0,20.3]
[10.8,17.0]

[Lombardo,Maggini,Anichini.Il diabete in ItaLia 
2015     
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Significato da approfondire (2) 

1.Dati italiani di AGENAS Programma Esiti negli anni.
2.Outcomes (amputazioni), rivascolarizzazioni……. 

Numero e tipo di rivascolarizzazioni
3.Popolazioni, organizzazione. Sistema sanitario

expertise, evidenze scientifiche pubblicate…..
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Significato da approfondire (2) 

ARTERIOPATIA  periferica nel paziente diabetico è un entita 
unica ??
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BAD ( BIG ARTERY DISEASE)  NON RAPPRESENTA PIU’ LA PRINCIPALE CAUSA DELLE 
MANIFESTAZIONI CLINICHE DELLA PAD

SAD (SMALL ARTERY DISEASE )  E MAC (MEDIAL ARTERIAL CALCIFICATION) SONO 2 
FACCE DELLA STESSA MEDAGLIA: UNA MALATTIA OSTRUTTIVA EPIDEMICA 
ALIMENTATA DA ETA’, DIABETE E DIALISI CHE PORTA ALLA CLTI (Chronic Limb-
Threatening-Ischemia)

I pazienti con CLTI con un quadro importante di SAD-MAC , presentano a 2aa: 
• solo il 30% di tasso di guarigione
•  rischio più elevato di amputazione maggiore
• fallimento e reinterventi vascolari e del piede 
 

R. Ferraresi. BAD and SAD-MAC: a new scenario for 
CLTI. Mar 2021. American College of  Cardiology.
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Significato da approfondire (note R. Ferraresi)

1. La rivascolarizzazione è elemento fondamentale della cura. Lungi da noi il rifiuto di una scelta chirurgica, tuttavia, 
come scritto nel documento di consenso italiano e come ribadito nelle Global Vascular Guidelines (GVGs), la scelta tra un 
approccio open o uno endo deve essere fatta seguendo un preciso e condiviso algoritmo di scelta. Tale algoritmo, al di 
là delle differenti coniugazioni, prevede degli step precisi e chiari, per esplicitarli seguirò il PLAN concept delle GVGs:

2. Paziente. La valutazione globale (olistica piace oggi dire) del paziente è il primo ineludibile punto. Sempre e solo una 
visione internistica del paziente può dirci quali sono gli spazi di intervento. Davanti ad una epidemia di vecchi con 
multiple comorbidità ed aspettanze di vita spesso ridotte è essenziale che l'internista/diabetologo coordini una visione 
globale e dia a ciascun attore della cura il necessario spazio tecnico di intervento. Ogni protagonismo tecnico (e lo dico 
io, uno degli autori dell'arte acrobatica endovascolare), va ricondotto all'essenzialità della cura ed al reale bisogno 
clinico del paziente. In questi giorni al LINC più volte, davanti a giovani colleghi che mi chiedevano consigli tecnici ho 
risposto che la medicina è servizio, non acrobazia.

3. Piede. Come chiaramente afferma la classificazione WIfI, le condizioni del piede sono diverse ed hanno diversi 
fabbisogni di perfusion. Ogni rivascolarizzazione deve essere guidata da questo concetto. Non si rivascolarizza per il 
piacere di dimostrare skill nei vasi BTK, ma per offrire al paziente una via di guarigione. Ancora una volta servizio e non 
acrobazia.

4. Anatomical pattern of disease. Inaccettabile qualunque indicazione endo o open che non consideri il quadro 
ostruttivo dei vasi. Qualora il quadro ostruttivo sia tale da indicare come migliore un approccio open, se le condizioni 
del paziente lo permettono, se le condizioni del piede lo richiedono, se è presente una vena safena di calibro adeguato, 
allora e solo allora il bypass trova la sua corretta indicazione.
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concludere

•Sarà compito di questo congresso, dei colleghi
che si occupano linee guida di individuare il
nostro upgrade a tali affermazioni.

•Cercando di valorizzare di piu le nostre
pubblicazioni scientifiche.
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LIST OF RECOMMENDATIONS 
1. 1a. In a person with diabetes and a neuropathic plantar forefoot or midfoot ulcer, use a non-removable 

knee-high offloading device as the first choice of offloading treatment to promote healing of the ulcer. 
(GRADE recommendation: Strong; Certainty of evidence: Moderate) 

2. 1b. In a person with diabetes and a neuropathic plantar forefoot or midfoot ulcer for which a non- 
removable knee-high offloading device is to be used, choose either a total contact cast or non- removable 
knee-high walker based upon local resources and the person’s individual factors and acceptability. 
(Conditional; 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 either a removable knee-
high or ankle-high offloading device as the second choice of offloading treatment to promote healing of 
the ulcer, and encourage the person to use the device during all weight-bearing activities. (Conditional; 
Low) 

3. In a person with diabetes and a neuropathic plantar forefoot or midfoot ulcer, do not use, and educate the 
person not to use conventional footwear or standard therapeutic footwear over an offloading device, to 
promote healing of the ulcer. (Strong; Low) 

4. In a person with diabetes and a neuropathic plantar forefoot or midfoot ulcer for which offloading devices 
are not available, consider using felted foam in combination with appropriately fitting footwear as the third 
choice of offloading treatment to promote healing of the ulcer. (Conditional; Very Low) 
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1. 5a. In a person with diabetes and a neuropathic plantar metatarsal head ulcer for which non-surgical 
offloading treatment fails, consider using Achilles tendon lengthening in combination with an offloading 
device to promote and sustain healing of the ulcer. (Conditional; Moderate) 

2. 5b. In a person with diabetes and a neuropathic plantar metatarsal head ulcer for which non-surgical 
offloading treatment fails, consider using metatarsal head resection in combination with an offloading 
device to promote and sustain healing of the ulcer. (Conditional; Low) 

3. 5c. In a person with diabetes and a neuropathic hallux ulcer for which non-surgical offloading treatment 
fails, consider using joint arthroplasty in combination with an offloading device to promote and sustain 
healing of the ulcer. (Conditional; Low) 

4. 5d. In a person with diabetes and a neuropathic plantar ulcer on metatarsal heads 2-5 for which non- 
surgical offloading treatment fails, consider using a metatarsal osteotomy in combination with an 
offloading device to promote and sustain healing of the ulcer. (Conditional; Very low) 

6. In a person with diabetes and a neuropathic plantar or apex ulcer on digits 2-5, secondary to a flexible 
toe deformity, use a digital flexor tenotomy to promote and sustain healing of the ulcer. (Strong; 
Moderate) 

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

9. 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 ischaemia, primarily 
address the infection and/or ischaemia, and use a removable offloading intervention over no 
offloading based on the person's individual factors, to promote healing of the ulcer. (Strong; Very 
low) 

10.In a person with diabetes and a neuropathic plantar rearfoot ulcer, consider using a non-removable 
knee-high offloading device over a removable offloading device to promote healing of the ulcer. 
(Conditional; Very low) 

11.In a person with diabetes and a non-plantar foot ulcer, use a removable offloading device, footwear 
modifications, toe spacers, orthoses, or digital flexor tenotomy, depending on the type and location 
of the foot ulcer, to promote healing of the ulcer. (Strong; Very low) 

12.In a person with diabetes and a foot ulcer for which a knee-high or ankle-high offloading device is 
used, consider also using a shoe lift on the contralateral limb to improve the person’s comfort and 
balance while walking in the device. (Conditional; Very low) 
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Recategorisation of some interventions:

Roberto MD Anichini 2023www.iwgdfguidelines.org

• Debridement
• Dressing and Topical applications
• Oxigen and other gases
• Physical alteration of wound bed
• Skin substitutes
• Autologus products,growth factors, and other cellularTherapy
• Pharmacological
• Negative Pressure wound therapy
• Educational phycological and Behavioural
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• Principles of wound management, including debridement, wound bed 
preparation and newer technologies involving alternation of wound 
physiology to facilitate healing, are of utmost importance when attempting 
to heal a chronic diabetes-related foot ulcer. 

• These include the use of sucrose octasulfate dressings, the use of 
negative pressure wound therapies for post-operative wounds, the use of 
placental derived products, the use of the autologous 
leucocyte/platelet/fibrin patch, the use of topical oxygen therapy, and the 
use of hyperbaric oxygen, although in all cases it was stressed that these 
should be used where best standard of care was not able to heal the 
wound alone and where resources were available for the interventions. 
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1. Do not use autolytic, biosurgical, hydrosurgical, chemical or laser debridement over standard of care. (GRADE Strength of 
recommendation: Strong; Certainty of evidence: Low) 

2. Do not routinely use enzymatic debridement as opposed to standard of care (i.e. sharp debridement) to improve wound healing 
outcomes in people with diabetes and a foot ulcer. (Strong; Low)                                                                                                              
2.a In specific situations where the availability of sharp debridement may be limited by access to resources and/ or availability of 
skilled personnel, consider using enzymatic debridement. (Conditional; Low) 

3.    Do not use any form of ultrasonic debridement over standard of care (i.e. sharp debridement). 
(Strong; Low) 
4.    Do not use surgical debridement in those for whom sharp debridement can be performed outside a sterile environment. (Strong; Low) 
5.    We recommend the frequency of sharp debridement should be determined by the clinician based on clinical need. (Strong; 
Low) 
6.   Do not use topical antiseptic or antimicrobial dressings for wound healing of diabetes-related foot ulcers. (Strong; Moderate) 
7.   Do not use honey (or bee related products) for the purpose of wound healing in diabetes-related foot ulcers. (Strong; Low) 
8.   Do not use collagen or alginate dressings for the purpose of wound healing of diabetes-related foot ulcers. (Strong; Low) 
9.   Consider the use of the sucrose-octasulfate impregnated dressing as an adjunctive treatment, in addition to the best standard of 
care, in non-infected, neuro-ischaemic diabetes-related foot ulcers which have had insufficient change in ulcer area with best standard of care 
including appropriate offloading for at least 2 weeks. (Conditional; Moderate) 
10. Do not use topical phenytoin for the purpose of wound healing in diabetes-related foot ulcers. (Strong; Low) 
11. Do not use any dressing based or topical applications impregnated with herbal remedies for the sole purpose of wound healing in 
diabetes-related foot ulcers. (Strong; Low) 
12.  Consider the use of hyperbaric oxygen as an adjunct therapy in neuro-ischemic or ischemic diabetes-related foot ulcers where 
standard of care alone has failed and where resources already exist to support this intervention. (Conditional; Low) 
13.  Consider the use of topical oxygen as an adjunct therapy to standard of care for wound healing in people with diabetes-related foot 
ulcers where standard of care alone has failed and resources exist to support this intervention. (Conditional; Low) 
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List of Recommendation
• DIAGNOSIS 
1. Always consider active Charcot neuro-osteoarthropathy in a person with diabetes mellitus, neuropathy 

and intact skin when there are clinical findings of an increase in temperature, oedema, and/or redness of 
the foot, compared to the contralateral foot. Best Practice Statement. 

2. Consider using infrared thermometry to measure skin temperature of the feet in a person with diabetes 
mellitus and suspected Charcot neuro-osteoarthropathy with intact skin, using a standardised approach 
to the measurement of temperatures to allow for more accurate comparison over time. (GRADE 
recommendation: Conditional; Certainty of the evidence: Low) 

3. When using infrared thermometry to measure skin temperature of the feet in a person with diabetes 
mellitus and suspected active Charcot neuro-osteoarthropathy with intact skin, consider calculating 
temperature difference between both legs, using the highest temperature on the affected foot or ankle in 
comparison with the same anatomic point on the contralateral extremity. (Conditional; Low) 

4. In a person with diabetes mellitus with bilateral active Charcot neuro-osteoarthropathy (CNO) and intact 
skin or with unilateral CNO and intact skin in the absence of the contralateral limb, ascending 
temperature gradients (toe-knee) may be useful for comparison over time. Best Practice Statement. 

5. Initiate knee high immobilization/offloading promptly while further diagnostic studies are performed to 
confirm or rule out active Charcot neuro-osteoarthropathy (CNO) when active CNO is suspected in a 
person with diabetes mellitus and intact skin. (Strong; Low) 
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List of Recommendation
1. Perform plain X-ray of the foot and ankle in a person with diabetes mellitus and suspected active Charcot neuro-

osteoarthropathy. Ideally, bilateral plain X-rays should be performed, if possible, for comparison purposes. Best Practice 
Statement. 

2. Perform X-rays that include the anteroposterior (AP), medial oblique, and lateral projections in a person with diabetes 
mellitus and suspected active Charcot neuro-osteoarthropathy. The ankle and foot views should include the AP, mortise, 
and lateral projections. Ideally, standing (also known as “weight- bearing”) radiographs should be performed. If a patient 
is not able to bear weight on their feet, non-weight-bearing radiographs are an alternative, but may not demonstrate 
malalignments that are more apparent in the standing position. Best Practice Statement. 

3. Perform Magnetic Resonance Imaging in a person with diabetes mellitus and suspected active Charcot neuro-
osteoarthropathy with normal appearance of the plain X-rays to diagnose or exclude the disease and its activity. 
(Strong, Moderate) 

4. If Magnetic Resonance Imaging is unavailable or is contraindicated in a person with diabetes mellitus and suspected 
active Charcot neuro-osteoarthropathy, consider a nuclear imaging scan (scintigraphy), CT (computed tomography) 
scan, or SPECT-CT (Single Photon Emission Computed Tomography) to support the diagnosis of active Charcot neuro-
osteoarthropathy (Conditional; Low). 10. We suggest not using C-reactive protein (CRP), erythrocyte sedimentation rate 
(ESR), white blood count, alkaline phosphatase, or other blood tests in a person with diabetes mellitus and suspected 
active Charcot neuro-osteoarthropathy with intact skin to diagnose or exclude the disease. (Conditional; Low) 

5. 10. We suggest not using C-reactive protein (CRP), erythrocyte sedimentation rate (ESR), white blood count, alkaline 
phosphatase, or other blood tests in a person with diabetes mellitus and suspected active Charcot neuro-
osteoarthropathy with intact skin to diagnose or exclude the disease. (Conditional; Low) 
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List of Recommendation
• IDENTIFICATION OF REMISSION 
11.Consider measurement of skin temperature of the affected and unaffected limb with serial 

examinations to monitor disease activity in a person with diabetes mellitus and active Charcot 
neuro-osteoarthropathy with intact skin. (Conditional, Low) 

12.We suggest not using soft tissue oedema alone to determine when active Charcot neuro- 
osteoarthropathy is in remission. (Conditional; Low) 

13.We suggest that the findings of temperature measurement, clinical oedema, and imaging should all 
be considered when concluding that active Charcot neuro-osteoarthropathy is in remission. 
(Conditional; Low) 

14.We suggest that frequency of appointments for assessing disease activity in active Charcot neuro- 
osteoarthropathy should depend on specific factors such as fluctuation in oedema volume, co- 
morbidities, the risks associated with treatment and recovery, access to assistance with home 
treatment needs, and a person’s progress and recovery. (Conditional; Low) 
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List of Recommendation
• TREATMENT 
15.Use a non-removable knee-high device to immobilise and offload the foot to promote remission of the 

disease, and prevention or progression of deformity in a person with active Charcot neuro- 
osteoarthropathy and intact skin. (Strong; Low) 

16.Consider using a total contact cast in the treatment of active Charcot neuro-osteoarthropathy with intact 
skin in a person with diabetes mellitus. A knee-high walker rendered non-removable can be considered 
as a second choice in order to immobilise and offload the foot. (Conditional; Low) 

17.A removable knee-high device worn at all times can be considered as the third treatment choice in a 
person with diabetes mellitus, active Charcot neuro-osteoarthropathy and intact skin of the foot for whom 
a non-removable knee-high offloading device is contraindicated or not tolerated. (Conditional; Low) 

18.We suggest not to use a below the ankle offloading device (e.g. surgical shoe, postoperative sandal, 
custom moulded shoe, or slipper cast) in the treatment of active Charcot neuro-osteoarthropathy and 
intact skin, given the inadequate immobilisation of the diseased bone and joints, and limited off- loading 
capacity. (Conditional; Low) 

19.Treatment with a knee-high offloading device should be considered as soon as possible once the 
diagnosis of active Charcot neuro-osteoarthropathy is considered. (Strong; Low) 

20.In a person with active Charcot neuro-osteoarthropathy who is being treated with a knee-high device, we 
suggest using assistive devices to reduce weight-bearing on the affected limb. (Conditional; Low) 
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Evaluation system 
(mancanza nelle linee guida 2023)

•  analyze results
• encourage clinicians to focus on the geographic variation issue;  

systematic benchmarketing
• spread the Population Medicine perspective;
• engage clinicians in a stable community of practice in order to identify 

gaps in integration and practical models of Integrated Care 
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Conoscenza dell’ IWGDFGL 2023
Abbiamo ancora bisogno di linee guida come queste ??
Le Linee guida rispondono alle necessità diffuse in Italia?
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Awareness= Consapevolezza da diffondere

• Patologia grande impatto sociale, sanitario, economico.
• Sindrome Piede diabetico necessita ad ogni livello 

incremento di:
Behaviours:comportamenti

Knowledge: conoscenza
Skills:abilità

• ATTRAVERSO anche Applicazioni delle linee guida (IWGDF)
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CONCLUSIONI
• Linee guida adattate alla cultura, conoscienza, elaborazione di ogni

paese, sistemi sanitari.
• Necessità di linee guida capaci di parlare alla società agli

stakeholders
• Dalla teoria alla prassi ……. All’ organizzazione
• Da leggere studiare e integrare con la nostra esperienza.

www.iwgdfguidelines.orgRoberto MD Anichini 202310/08/2023



Roberto MD Anichini 2023
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