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eTable 1: SINBAD system

Wound classification

eTable 1: SINBAD System

Gotegory oo e
0
1

Site Forefoot
Midfoot and hindfoot

Ischaemia Pedal blood flow intact: at least one palpable pulse 0
Clinical evidence of reduced pedal flow 1
Neuropathy Protective sensation intact 0
Protective sensation lost 1
Bacterial infection None 0
Present 1
Area Ulcer <1 cm? 0
Ulcer >1 cm? 1

Depth Ulcer confined to skin and subcutaneous tissue 0
Ulcer reaching muscle, tendon or deeper 1

Adapted from Ince P et al. Use of the SINBAD classification system and score in comparing outcome of foot ulcer
management on three continents. Diabetes Care. 2008;31(5):964-7.

Source: Table reproduced with permission from the Diabetes & Feet Toolkit (Version 1, February 2022); National Diabetes
Services Scheme (NDSS), an initiative of the Australian Government and is administered by Diabetes Australia
(https://www.ndss.com.au/about-diabetes/resources/find-a-resource/diabetes-and-feet-toolkit/ ).



eTable 2: Wound, ischaemia and foot infection system

Wound classification

eTable 2: Wound, ischaemia and foot infection system

Ulcer Gangrene

No ulcer

0 Clinical description: ischaemic rest pain (requires typical symptoms + ischaemia No gangrene

grade 3); no wound

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

1 No gangrene
Clinical description: minor tissue loss. Salvageable with simple digital amputation

(1 or 2 digits) or skin coverage

Deeper ulcer with exposed bone, joint or tendon; generally not involving the heel;

shallow heel ulcer, without calcaneal involvement Gangrenous changes limited

Clinical description: major tissue loss salvageable with multiple (=3 digital to digits

amputations or standard TMA + skin coverage

Extensive, deep ulcer involving forefoot and/or midfoot; deep, full thickness heel ulcer

+ calcaneal involvement Extensive gangrene involving
3 — — — N forefoot and/or midfoot; full

Clinical description: extensive tissue loss salvageable only with complex foot thickness heel necrosis +

reconstruction or nontraditional TMA (Chopart or Lisfranc); flap coverage or complex
wound management for large soft tissue defect

@ Ischaemia

calcaneal involvement

Grade Ankle-brachial index Ankle Systolic Pressure (nmHg) Toe pressure, transcutaneous
oxygen pressure (nmHg)
0 >0.80 >100 mmHg > 60 mmHg
1 0.60 - 0.79 70 -100 mmHg 40 - 59 mmHg
2 0.4 -0.59 50 - 70 mmHg 30 - 39 mmHg
3 <0.39 < 50 mmHg < 30 mmHg

@ Foot infection

Clinical manifestation of infection

IDSA/IWGDF infection severity

0 No symptoms or signs of infection Uninfected
Infection present, as defined by the presence of at least two of the following items:
+ Local swelling or induration
* Erythema > 0.5 to0 < 2 cm around the ulcer
* Local tendermness or pain
* Local warmth
1 + Purulent discharge (thick, opaque to white, or sanguineous secretion) Mild
Local infection involving only the skin and the subcutaneous tissue (without systemic
signs).
Exclude other causes of an inflammatory response of the skin (e.g. trauma, gout,
acute Charcot Neuro-osteoarthropathy, fracture, thrombosis, venous stasis)
Local infection (as described above) with erythema > 2cm, or involving structures
deeper than skin and subcutaneous tissues (e.g. abscess, osteomyelitis, septic
2 arthritis, fasciitis) Moderate
No systemic inflammatory response signs (as described below)
Local infection (as described above) with the signs of SIRS as manifested by two or
more of the following:
* Temperature > 38°C or < 36°C N
g * Heart rate > 90 beats/min Severe
* Respiratory rate > 20 breaths/min or PaCO, < 32mmHg
* White blood cell count > 12,000 or < 4000cu/mm or 10% immature (band) forms
PACO,: Partial pressure of arterial carbon dioxide, SIRS: systemic inflammatory response syndrome
*lschaemia may complicate and increase the severity of any infection. Systemic infection may sometimes manifest with other
clinical findings, such as hypotension, confusion, vemiting, or evidence of metabolic disturbances, such as acidosis, severe
hyperglycaemia, new-onset azotaemia.

Adapted from Mills, J.L et al. The Society for Vascular Surgery Lower Extremity Threatened Limb Classification System: Risk stratification based on Wound, Ischaemia
and foot Infection (W) Journal of Vascular Surgery, Jan 2014 and Low, EJ ot al. Clinical Application of the Socioty for Vascular Surgery (SVS) Lower Extromity
Threatened Limb Classification System: Risk stratification based on Wound, Ischaemia and foot Infection (WHI). Wound practice and research, Nov 2014

Source: Table reproduced with permission from the Diabetes & Feet Toolkit (Version 1, February 2022); National Diabetes

Services Scheme (NDSS), an initiative of the Australian Government and is administered by Diabetes Australia
(https://www.ndss.com.au/about-diabetes/resources/find-a-resource/diabetes-and-feet-toolkit/ ).



eFigure 1: Peripheral artery disease pathways for a person presenting with diabetes

eripher:

Peripheral artery disease pathway for a person presenting Peripheral artery disease pathway for a person presenting
with diabetes and a diabetes-related foot ulcer with diabetes and no foot ulcer

Perform clinical examination

Perform clinical examination Doppler +ABI/AP or TBI/ TP

At risk™ Low risk"
>50years of age, § <50 years
and/or known of age, no

Perform non-invasive testing (Doppler +ABI/AP or TBI/ TP)

a_therosclerotic additional risk
disease in other [l & ciors for
iy ) atherosclerosis
and/or

Aboriginal or

Torres Strait

Islander person

Medial artery ABI| <0.5 ABI 0.5 to 0.88

calcinosis AP <50 mmHg AP 50 to 89 mmHg*

Brese:'tlt . TP <30 mmHg TP 30 to 59 mmHg*
se alternate

ey (or TcPOz <25 mmHg (or TcPO2 225 mmHg)

TP, TBI, TcPO2

| Rescreen
T annually for PAD
at minimum
Consider urgent arterial No significant DFU
imaging from aorta to foot improvement within 4 to 6
and revascularisation weeks
L Refer
suspected
Consider endovascular, open Consider arterial imaging Rescreen annually rest pain
or hybrid revascularisation 4 from aorta to foot and for PAD ata for vascular
procedure based on arterial revascularisation minimum and assessment
anatomy, patient co-morbidities provide evidence-
and presence of venous based prevention i
conduit management: ontin: i ok
Refer to cardi lar ris| " " J
¢ e Smoking cessation Provide _ewdence k}ased
v Glycaemic control IWGDF risk screening and
Pathway Vo ) tion management:
Optimise cardi ilar risk t Statin therapy & LDL-C reduction preventio agament:
Sr'ﬁoking cessation Antiplatelet therapy Antiplatelet therapy Refer to Prevention pathway
Glycaemic control Antihypertensive therapy Antihypertensive therapy . » and ulcer risk category
Statin therapy & LDL-C reduction  Lifestyle intervention: diet and physical activity Lifestyle intervention: diet and physical activity below
ABBREVIATIONS ULCER RISK CATEGORY CHARACTERISTICS RESCREEN
ABI Ankle-brachial index LEA Lower extremity amputation 0 Nao LOPS or PAD Annually
AP Ankle pressure LOPS Loss of protective sensation 1 LOPS or PAD 6-12 months
DFU Diabetes-related foot ulcer PAD Peripheral artery disease 2 LOPS + PAD or LOPS + foot deformity or PAD + foot deformity 3-6 months.
ESRD End-stage renal disease TBI Toe-brachial index 3 LOPS or PAD + one of more of history DFU/LEA/ESRD 1-3 manths
IWGDF  International Working Group on the Diabetic Foot  TePO2 Transcutaneous Oxygen prassure Adapted from the 2018 American Heart Association/American College of Cardiology Guideline on the Management of Patients
LDL-C Low density lipoprotein cholestercl P Toe pressure With Lower Extremity Peripheral Artery Disease ‘at increased risk’ classification.
LEGEND . Diagnosis . Prognosis . Pulses PAD treatment(s) recommended . Best standard of care recommendations * Figures based on wound, ischaemia, and foot infection (WIfl) classification system Mills et al, 2014
NOTE To be used in conjunction with the ather guideline pathways from the 2021 Australian Guidelines for diabetes-related foot disease. Please refer to the Ausiralian guideline on diagnasis and management of peripheral artery disease for full

details about these pathways. Development of the Diabetes & Feet Toolkit was funded through the National Diabetes Services Schema (NDSS). The NDSS is an initiative of the Australian Government and is administered by Diabetes Australia

Source: Figure reproduced with permission from the Diabetes & Feet Toolkit (Version 1, February 2022); National Diabetes Services Scheme (NDSS), an initiative of the Australian Government
and is administered by Diabetes Australia (https://www.ndss.com.au/about-diabetes/resources/find-a-resource/diabetes-and-feet-toolkit/ ).



eFigure 2A: Infection diagnosis pathway for a person with diabetes and suspected foot infection

Infection

Infection diagnosis pathway for a person with diabetes and suspected foot infection

Assess for local or ic signs or

Infection present

Not 4——— PerffomCRP
infected or ESR

[ o oy
Consider additional imaging such

as CT, MRI or PET if deep soft
tissue infection suspected

Infection likely

|

Suspected osteomyelitis

YES

1. Tips for collecting diagnostic samples

« Wherever possible collect tissue, bone or pus using an aseptic technique for culture

= Histopathology should also be requested on bone specimens

= Avoid taking superficial swabs of ulcers as they will more likely identify colonising organisms
than infecting pathogens

- Before collecting a sample, debride and clean (using saling) the ulcer base

= Do not sample areas of necrotic or non-viable tissue

2. IWGDF severity classification scheme for diabetes-related foot infections

Moderate Severe

@ Mild
*» GRADE 2 GRADE 3 GRADE 4

|

Collect a specimen for culture (i.e.

Assess using probe to bone test, ESR or CRP and
plain X-ray

« Involves enly the skin or
subcutaneous tissue

« Erythema extends <2cm
from the wound margin.

« No systemic features of

Infection is not associated
with systemic inflammatory
response syndrome (SIRS)
and either:

Any infection associated
with systemic inflammatory
response syndrome (SIRS),
as manifested by =2 of the
following:

infection » Involves structures
deeper than the skin
and subcutanecus

an aseptically collected tissue
specimen if soft tissue infection; see
Box 1)

« Temperature, >38°C or
<36 °C

Likely osteomyelitis

tissues (eg. tendon, +  Heart rate, >90 beats/min
l muscle, joint, bone) + Respiratory rate, >20
OR breaths/min or PaCOyp
«  White blood cell count
To diagnose Assess with * ngéhfhEivifﬁﬁﬁ?ﬁ 212 x 109/L or <4 x
definitively and/or MR, 18-FDG- 109/L, or >10% immature
determine pathogen PET/CT, or e s
collect a bone leukocyte
sample for culture scintigraphy
i -CT Py -
S‘I;JSDSigEtopathology i +-C Osteomyelitis: Infection involving bone (add *(O)’ after grade)
| !

Assess severity of infection according to IWGDF/IDSA classification scheme (see Box 2)

1 1 Suggest not to use Recommended not to use
Mild Severe For diagnosis For culture
« Foot temperature « Molecular microbiology techniques

GRADE 4 « Quantitive microbial analysis

LEGEND - Infection grade . Infection type Suqgested standard of care . Contraindication

NOTE To be used in conjunction with the other guideline pathways from the 2021 Australian Guidelines for diabetes-related foot disease. Please refer to the Australian guideline on management of diabetos-related foot infections for full details
about this pathway.

Recommended good standard of care

Development of the Diabetes & Feet Toolkit was funded through the Nafional Diabetes Services Scheme (NDSS). The NDSS is an initiative of the Australian Government and is administered by Diabetes Australia

Source: Figure reproduced with permission from the Diabetes & Feet Toolkit (Version 1, February 2022); National Diabetes Services Scheme (NDSS), an initiative of the Australian Government
and is administered by Diabetes Australia (https://www.ndss.com.au/about-diabetes/resources/find-a-resource/diabetes-and-feet-toolkit/ ).



Infection

eFigure 2B: Infection management pathway for a person with diabetes and suspected foot infection

Infection management pathway for a person with diabetes and suspected foot infection

Person with diabetes and mild infection

GRADE 2

Treat with an oral antibiotic taking into account modifying

factors (see Box 1)

Infection acute and no recent antibiotics within a few weeks —m

« Treat with na

cover Gram positive
cefalexin; see eTG!)

Inmow. oral to
pathogens (e.g. di/flucioxacillin or

« Consider MRSA cover (see Box 2)

1. Factors to consider when choosing antibiotics

a) Pathogen: the likely or proven pathogen(s) and susceptibilities,

previous microbiology results

b) Host: severity of infection, known antibiotic allergies, patient
of and method,

, patient

proference for outpatient versus inpatient therapy, altered absorption
c) Antibiotic: evidence for efficacy of agent in diabetic foot infections,
risk of adverse events, likely drug interactions, bicavailability, agent
avallability, financial costs, antimicrobial stewardship

2. Adapted version of box 2.31 Risk factors for infecti

with methicillin-resistant Staphylococcus aureus

A patient with one of more of the
risk factors below is at ncreased
risk of tant

or infection with MRSA,
particularty if recent or

Staphylococcus aureus (MRSA)
infection. However, patients at

with the current
episode of care
« frequent stays, or a current

risk will not stay, in a hospital
be colonised or infected with with a high prevalence of
MRSA, Consider whether to MRSA, particularly if associated
modify emperical therapy on with antibiotic exposure or
an individual patient’s basis, recent surgery

taking into account the severity

of infection. Culture results are

particularly important to guide
ongoing therapy.

Risk factors for infection with

MRSA include:

« residence in an area with a
high prevalence of MRSA (eg
Northern Territory; remote
communities in northern
Queensland; regions north of
metropolitan Perth in Western
Australia, especially the
Kimberley and Pilbara)

« previous colonisation

« residence in an aged-care
facility with a high prevalence of
MRSA, particularly if the patient
has had multiple course of
antiblotics.

« Current residence, or residence
in the past 12 months, ina
correctional facility

If modifying empirical therapy

based on the presence of risk

factors consider local MRSA
epidemiology and susceplibility
pattems (particularly of
community-associated MRSA).

Adapted with permission from Empirical regimens for sepsis or

Person with diabetes and moderate infection
GRADE 3

Consider hospitalisation, especially if patient has multiple comorbidities

.
Extensive gangrene, necrotising infection, deep abscess, penetrating
injury or foreign body, compartment syndrome, severe lower limb

ischaemia or probable osteomyelitis associated with soft tissue infection

-

Probable osteomyelitis without soft tissue infection

>

Treat most patients with an oral antibiotic at presentation or after initial
P taking into modifying factors (see Box 1)
« Treat ly with broad oral to cover Gram
and athogens (e.9.
amoxicillin-clavulanate; see eTG1)

against Pseudomonas if it was isolated
within the previous few weeks or for moderate infection in a tropical/
subtropical climate
« Consider MRSA cover (see Box 2)

-

« Reconsider antibiotic regimen based on clinical response as well as

R culture and sensitivity results.

« For initial intravenous therapy, switch to oral antibiotics once patient
is clinically improving

Deep or extensive skin and soft tissue infection or severe
peripheral artery disease

Continue antibiotics for 1-2 Consider conti antibiotics for 3-4
weeks total

weeks total (review after 1-2 weeks)

- 4
ioration or failure to impi at clinical

review or end of planned th y

Re- and further studies or

0 A

g for deep re
organisms or non-infectious pathology)

Person with diabetes and severe infection
GRADE 4

Recommend hospitalisation and taking blood cultures

« Treat
positive, Gram neg: and

taking into account modifying factors (see Box 1; see eTG1)

» Consider using an agent active against Pseudomonas if it was
isolated within the previous few weeks or in a tropical/subtropical

climate
» Consider MRSA cover (see Box 2)

Probable osteomyelitis

“

Treat with an appropriate empiric antibiotic; consider switching
from to after 5-7 days if
the likely or proven pathogen is susceptible

Uncomplicated forefoot osteomyelitis YES

Known residual osteomyelitis or
culture/histopathology suggests Administer
residual osteomyelitis

Concomitant soft tissue infection present

-

Treat with antibiotics for 2 to 5 days and then
cease

Recommend not to use | Suggest not to use

septic shock
[published 2019 Apr. amended 2021 Sep). In: Therapeutic Guidelines [digital].

x:lbwﬂn: ',""T“g"'.‘,‘“ g;‘m'lm L'mni;au.lzozbl um ;g:tg%m.xggg au> For uninfected ulcers ;or mild infections For all infections For infections associated with ulcers
terences: 1. €TG - Diabetic foot infection (pul Py In: & Systemic or local antibiotic lopical antimicrobial agent H or topical oxygen  ( colory sti ing factor
i‘,’,m" l%:_hg:’:“’"’- Therapautic Guideines Limited; 2021 Mar. therapy therapy if solely for reating  Avold routine use of noploc’ai antiseptics, silver mﬂm& honey,
LEGEND _ Infection grade . Infection type Recommended good standard of care ﬁl] Recommended good standard of surgical care . Contraindication
Development of the Diabetes & Feet Toolkit was funded through the National Diabetes Services Scheme (NDSS). The NDSS Is an initiative of the and is by Diabetes Australia

Source: Figure reproduced with permission from the Diabetes & Feet Toolkit (Version 1, February 2022); National Diabetes Services Scheme (NDSS), an initiative of the Australian Government
and is administered by Diabetes Australia (https://www.ndss.com.au/about-diabetes/resources/find-a-resource/diabetes-and-feet-toolkit/ ).



eFigure 3: Offloading pathway for a person presenting with a diabetes-related foot ulcer

Offloading

Offloading pathway for a person presenting with a classified diabetes-related foot ulcer(s)**

Refer to the Wound Classification Pathway for assessment/classification

+

1l
Q Non- plantar ulcer location

Depending on the ulcer type and location
use one of the following:

Removable Medical Felted Toe spacers
officading OR grade OR foam OR ororthoses
device footwear

*Procedure for implementing offloading
eatment

Follow the pathway to determine best treatment(s)

2 Discuss benefits, risks, contraindications, tolerance
factors for treatment(s) with patient

Gain informed consent for treatment
Appropriately fit/use treatment with patient
Consider shoe raise for contralateral foot
Consider using additional walking aids
Consider using plantar pressure measures
Advise limit weight-bearing activity

Advise importance of adhering to treatment

0 @ N oG A W

10  Provide patient-friendly instructions on use

11 Monitor plantar pressure reducticn, adverse events
and impact on healing regularly {(~1-2 weeks)

12 Review treatment(s) effective on healing in 6 weeks

+

Q» Plantar forefoot or midfoot ulcer location

Contraindication(s) below
are present

Mild infection
OR mild ischaemia

Mild infection + mild ischaemia
OR moderate infection
OR moderate ischaemia

High falls risk

Moderate infection +
moderate ischemia
OR severe infection
OR severe ischemia

Start infection +/- ischaemia
treatment first then
depending on the patient’s
functioning status:

Use a Removable offloading
intervention (offloading
device or medical grade
footwear)

—— offloading device during all

No contraindications
are present a

Use a Non-removable knee-
high offloading device ©

Device not tolerated by patient b

Use a Removable knee-high
offloading device during all
weight-bearing activity ¢

Device not tolerated by patient b

Use a Removable ankle-high

weight-bearing activity ¢

Device not tolerated by patientb

Use Medical grade footwear

Felted foam +/-
Pressure offloading
insole

Use Digital flexor
tenotomy

Achilles tendon
lengthening
OR

Gastrocnemius recession
OR
Metatarsal head resection
OR

Joint arthroplasty

1

Q Plantar heel ulcer location
[

Depending on the person’s
contraindication(s) and tolerance factors
use one of the following:

Other offloading
intervention that
effectively reduces
plantar heel pressure

Knes-high OR
offloading device

a Offloading contraindications to consider

Infection presence and severity
Ischaemia presence and severity
High falls risk status

b Offloading tolerance factors to consider

Occupation and family requirements
Frequent driving requirements.

Hot climates

Infrequent ability to attend follow-up care
Cultural practices

LEGEND - Ulcer location - Contraindication - Patient tolerance . Monitor and review progress Offioading treatmentis) recommended . Best standard of care recommendiation

NOTE To be used in conjunction with the other guideline pathways from the 2021 Australian Guidelines for diabetss-related fool disease. * Pleass refer 1o the Australian guideline on offloading treatment of foct ulcers for full details about this pathway.
Development of the Diabetes & Feet Toolkit was funded through the National Diabetes Services Scheme (NDSS). The NDSS s an initiative of the Australian Government and is administered by Diabetes Australia

Source: Figure reproduced with permission from the Diabetes & Feet Toolkit (Version 1, February 2022); National Diabetes Services Scheme (NDSS), an initiative of the Australian Government
and is administered by Diabetes Australia (https://www.ndss.com.au/about-diabetes/resources/find-a-resource/diabetes-and-feet-toolkit/ ).



eFigure 4: Wound healing interventions pathway for any person presenting with a diabetes-related foot ulcer

Wound healing interventions pathway for any person
presenting with a diabetes-related foot ulcer(s)

Assess and classify the wound: Refer to Wound classification pathway

ncluding relevant recommendations for:

Provide PAD management: Provide infection Provide offloading

Refer to PAD pathway management: management:
Refer to Infection pathway Refer to Offloading pathway

If severe PAD (TP <30 mmHg, <0.5 ABI} or pain If Not severe PAD + No pain

Consider use regular sharp debridement based
on need to remove non-viable tissue and callus*

l

Use (and replace) wound dressing based on need to control exudate, comfort and cost OR
If post-operative wound also consider negative wound therapy

If ulcer not healing If ulcer healing If ulcer healed

{i.e. ulcer size reduced by <50%) (.. ulcer size reduced by (i.e. complete
>50%) epithelialisation)

Provide prevention
managemen
Refer to Prevention
Pathway

If neuro-ischaemic/  if ischaemic/PAD Recommend not to use

PAD ulcer, . Ulcer, consider «  Sharp debridement in the presence of severe PAD or pain.
consider sucrose- systemic +  Dressings containing antimicrobial agents with a sole aim of
‘05155U|fate i hyperbaric accelerating healing.
|mpregqaied { oxygen therapy «  Negative pressure wound therapy for non-surgical ulcers
dressing «  Topical oxygen therapy.
v «  Growth factors, autologous platelet gels, bicengineered skin
If becomes available in Australia, prcdu_cls, ozone, t_npicﬂl carbon dioxide, and nitric oxide.
consider placental-derived products OR «  Electricity, magnetism, un_raso_und_and showwave agents.
autologous combined leucocyte, platelet «  Supplementation of protein, vitamins and trace elements, and

and fibrin dressing pharmacotherapy with agents premoting angiogensis.

“Sharp debridement should only be provided by thase that can demonstrate competency
ABBREVIATIONS ABI:  Ankle brachialindex PAD: Peripheral artery diseasse  TP:  Toe pressure
LEGEND . Best standard of care recommendations . Ulcer characteristics
Weound healing therapy recommendalions (in addition to best standard of fool Uicer care)
. Monitor and review pregress. . Wound healing therapies not recommended
Adjunct wound healing therapy recommendations not yel available in Australia

NOTE To be usad in conjunction with the olher guidaline pathways from the 2021 Australian Guidelines for
ciabetes-related foot disease, Please refer to the Australian guideline on wound healing interventons
le enhance healing of foot ulcers for full details about this pathway.
Development of the Diabetes & Feet Taolkit was funded through the Hational Diabetes Services Scheme (NDSS]. The NDSS Is an inftative af the Australian Gavernment and s administered by Diabetes Australa

Source: Figure reproduced with permission from the Diabetes & Feet Toolkit (Version 1, February 2022); National Diabetes Services Scheme (NDSS), an initiative of the Australian Government
and is administered by Diabetes Australia (https://www.ndss.com.au/about-diabetes/resources/find-a-resource/diabetes-and-feet-toolkit/ ).



