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Abstract
Diabetic foot ulcer occurs in up to 25% of diabetic patients. Foot ulcer affects patients’ quality of life, results to disability 

and increases morbidity and mortality. In cases of wet gagrene, amputation is the only real solution. Unfortunately, amputation 
rates among diabetic patients reach 11%. In this case, a 57-year old diabetic male presented with wet gangrene and abscess of right 
lower limb. Past medical history included a successful angioplasty of right common iliac artery for critical stenosis. We present 
the typical case of diabetic foot, which was treated with transmetatarsal amputation, antibiotics and daily cleansing and addressing 
changes for eighteen (18) months. 
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Introduction
One in four diabetic patients presents with foot ulcers [1]. Many factors contribute to the development of diabetic foot ulceration. 
Neuropathy and peripheral vascular disease, are considered some of the most determining factors. Approximately half of diabetic foot 
wounds develop an infection [2] and 90% of the cases are attributed to neuroischaemic ulceration [3]. Despite the development of inva-
sive radiology and antibiotics, wet gangrene of diabetic foot ulcer has, most of the time, one real solution, amputation [4].

Case report
A 57-year-old diabetic (Diabetes Mellitus type II) Caucasian male presented to the emergency department of our hospital (Univer-

sity Hospital of Patras, Greece) with high fever and pain of the right foot due to severe local infection with abscess formation (Figure 1, 2). 

Figure 1: Abscess formation on the plantar surface of the foot.
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Figure 2: Wet gangrene of the dorsal surface of the foot.

Past medical history included angioplasty of the right com-
mon iliac artery for critical stenosis. Physical examination revealed 
palpable peripheral pulses of the right foot (Ankle-Brachial Index: 
140/150 = 0.93). The laboratory testing revealed raised white cell 
count (30.42 k/ml) and serum creatinine levels (1.5 mg/dl). He 
started i.v. antibiotics, meropenem 2gr TID and vancomycin 1gr 
BID. A surgical draining procedure was immediately performed 
(Figure 3,4). 

Figure 3: Drainage of the dorsal surface.

Figure 4: Surgical draining of the abscess.

Because of persisting fever, an emergency foot transmetar-
sal amputation procedure was required the following day (Figure 
5,6). This led to clinical improvement without the need for further 
debridement. 

Figure 5: Transmetatarsal amputation.
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Figure 6: Transmetatarsal amputation of the right foot and debridement.

Wound cultures isolated E. coli, and antibiotics were admin-
istered according to the antibiogram. The patient was discharged 
on post-operative oral antibiotics (ciprofloxacin 500mg BID and 
clindamycin 300mg TID) for an initial period of three months and 
daily wound care with dressing changes for a period of eighteen 
months. After the end of approximately two-year period (Figure 
7a-9b) the wound was successfully and completely healed, with no 
need of negative pressure wound healing technique.

Figure 7: Healing procedure after 6 months.

Figure 8a: Healing procedure after 12 months.

Figure 8b: Healing procedure after 12 months.
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Figure 9a: Healing process after 18 months.

Figure 9b: Healing process after 18 months.

Discussion
The procedure of transmetatarsal amputation was first de-

scribed by Bernard and Heute [5] for the treatment of trench foot. 
Today it is used as a limb salvaging procedure used for severe dia-
betic foot complications. It involves removal of the forefoot at the 
level of the metatarsal shafts. In this way a significant portion of 
the foot is maintained, in order to maximise limb function. Trans-
metatarsal amputation is generally accepted as an effective salvage 
procedure in cases of gangrene, forefoot infection, and/or chronic 
ulceration. It is also considered preferable to traditional below 
knee amputation or to amputation through the hind foot. The ad-
vantage of the transmetatarsal amputation is that it preserves a vi-
able weight-bearing platform, which allows early ambulation, and 
in this way, it allows the patients to maintain their independence 
and at the same time it provides a more acceptable appearance, as 
it may be disguised with footwear. Thus, the transmetatarsal am-
putation gives the patients more independence and mobility and is 
a more favourable and satisfying option.

The success of the wound healing process depends, not 
only on sufficient blood flow and proper antibiotic therapy ac-
cording to microbial susceptibility, but also on multiple factors 
such as the domestic circumstances of individual patients, their 
financial situation and the influence of the family environment and 
the health providers. Particularly in situations where patients may 
have reduced mobility, patients should probably remain in hospital 
postoperatively for a longer period. While still in hospital phys-
iotherapy can also improve ambulation and walking aids can be 
introduced, in order to increase body strength. In our case, after 
the transmetatarsal amputation the wound of the patient was com-
pletely healed after 2 years. 

Conclusively, when the forefoot is rendered nonviable, 
transmetatarsal amputation is a relatively common and effective 
limb salvage procedure. The aim of the transmetatarsal amputation 
is to remove nonviable tissue and preserve the maximum length of 
mid foot distal to the ankle joint. Thus, transmetatarsal amputation 
helps maintain limb functionality and allows a larger surface area 
for mobility and weight-bearing.
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