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Noi dung
1. Diéu tri bénh than kinh ngoai bién BTD (DPN: Diabetic
peripheral neuropathy)
2. Diéu tri bénh dong mach chi dvei DTD
3. Diéu trj vét loét va nhiém trung chan BTD

/y. Dy phong loét ban chan BTD




BENH THAN KINH BTP
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‘ Adapted from Pop-Busui et al. Diabetes care 2017;40:136-154



Dich té hoc BTKNB BDTP (DPN)

" Tilé DPN thay doi tUy vao dan sd NC: tubi, thoi gian DTD, phuong phap danh
gia BTKNB, chon BN...

“ NCYoung et al. trén 6847 BN BTb/118 BV BDTD & UK:
* BTKNB DTD: 22,7% DTD 1; 32,1% DTD 2
® Tang theo tubi: 5% 20-29 tudi; 44,2% 70-79 tudi. DPTD2: >50% & tudi >60
® Tang theo thoi gian bi DTD: 20,8% DTD < 5 nam; 36,8% > 10 nam

® CacNC: ~50% BN DTD c6 BTKNB:

® ~ 50% khong trieu chirng
® 15-25% BTKNB dau

NC trén dan so loét chan: ti lé cao hon

Shillo et al. Current Diabetes Reports 2019; 19: 32
Young et al. Diabetologia 1993;36:150



BTKNB gay anh hwong BN BDTH

" La yéu t6 nguy co quan trong nhat gay loét chan, NN thvdong gap
nhat doan chi khéng do chan thvong

® Co tilé tw vong cao. NCVadiveloo et al. trén 17.353 BN DTD &
Scotland co nguy co cao loet chan, sau 2 nam theo doi:

® Tilé doan chi 10%, nguy co tl* vong gap 9 lan nguy co doan chi

® Tilé t& vong & nhdm loét chan da lanh, dang bi loét va khéng loét
lan lvot 22,8%, 16% va 12,1%.

® Gay mat thiang bang va nguy co té nga trong sinh hoat

" BTKNB gay dau, tram cam, r6i loan giac ngu.

Selvarajah et al. Lancet Diabetes Endocrinol 2019
Vadiveloo et al. Diabetologia 2018



BENH THAN KINH NGOAI BIEN PTP

Small Fibers

Large Fibers

Moderate

Distal— Proximal « D

Pop-Busui et al. Diabetes care 2017;40:136-154
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Bi€u hién LS cUa ton thwong TK s¢i I&n va nho

Table 2—Symptoms and signs of DSPN
Large myelinated nerve fibers

Small myelinated nerve fibers

Function Pressure, balance

Symptoms§ Numbness, tingling, poor balance

Examination Ankle reflexes: reduced/absent
(clinically diagnostic)** Vibration perception: reduced/absent

10-g monofilament: reduced/absent
Proprioception: reduced/absent

Nociception, protective sensation
Pain: burning, electric shocks, stabbing

Thermal (cold/hot) discrimination: reduced/absent**
Pinprick sensation: reduced/absent**

§To document the presence of symptoms for diagnosis; **Documented in symmetrical, distal to proximal pattern.

Pop-Busui et al. Diabetes care 2017;40:136-154



DANH GIA LAM SANG THAN KINH SOI NHO

Nerve : Exam

Pain

» Nociception * Burning * Thermal
(pain and « Lancinating discrimination
Small  Unmyelinated temperature) . Electric (hot/cold)

Myelinated fibers
* Protective . Hbing * Pinprick

sensations . Hralgesia sensation
+ Allodynia

Pop-Busui et al. Diabetes care 2017;40:136-154



CAC DUNG CU CHAN POAN DPN




CAC DUNG CU CHAN POAN DPN




CHAN POAN DPN TREN THUC HANH LS

Xem xét chuyén kham chuyén khoa va lam cac test dac biét hon chi khi khéi
phat cap, dién tién nhanh, triéu chirng va dau hiéu khdng déi x*ng

‘ Pop-Busui et al. Diabetes care 2017;40:136-154



DPN diagnostic definition of
The Toronto Diabetic Neuropathy Expert group

1. Possible DPN: presence of symptoms or signs of DSPN may include the
following:

® Symptoms: decreased sensation, positive neuropathic sensory
symptoms (e.g., “asleep numbness,” prickling or stabbing, burning or
aching pain) predominantly in the toes, feet, or legs;

® OR signs: symmetric decrease of distal sensation or unequivocally
decreased or absent ankle reflexes

. Probable DPN: 2 or more of the following signs or symptoms: neuropathic
symptoms, decreased distal sensation, or decreased/absent ankle reflexes

. Confirmed DPN: abnormal nerve conduction and a symptom or sign of
neuropathy

. Subclinical DPN: abnormal NCS findings, without signs or symptoms

Tesfaye et al. Diabetes Care 2010;33:2285-2293



Risk factor

Hypertension

HbA, (%)

Duration of diabetes
(year)

History of smoking

Change in HbA,_ (%)

Cac yéu t6 nguy co cua DPN
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Cac yéu t6 nguy co DPN:

- Chuyén hoa: kiém soat PH kém, thoi
gian bi BTD, RLLM, béo phi, THA

- Khoéng chuyén héa: nhay cam di
truyén, tudi, chiéu cao, gidi, hut thudc
13, ruou bia

Can kiém soat cac yéu t6 nquy
co’ ¢o thé bién doi dvoc:
HbA1c

- THA

HUt thuoc 13, rvou bia

Beo phi

Tang trigyceride

Tesfaye et al. N Engl J Med 2005;352:341-50
Grisold et al. Curr Opin Endocrinol Diabetes Obes 2017; 24: 103—11



Percentage of Patients

HIEU QUA CUA CAN THIEP PH TREN DPN

DCCT DCCT EDIC
= Variable Group Baseline Closeout Year 13/14
Giam 60% bénh TK co % % %
30 biéu hién LS & nhém
tich cyc vs thvong qui Clinical neuropathy INT 10 15"
CONV 8 22
20 < P<0.001
Abnormal NCS INT 31 28"
CONV 34 49
Confirmed clinical  INT 7
neuropathy CONV 5 16

Autonomic-  Nerve-Conduction | B
Examination Nerve Study Study p<0.01; " p<0.001 versus CONV

Albers et al. Diabetes Care 2010

DCCT St 93; 329: 977—-986.



Glucose Control and Diabetic Neuropathy

-

Type 1 Diabetes ] [Typez Diabetes ]

. v |

\

Strength, Consistency,

Randomized
Control Trials

g:::mﬁs Specificity of Evidence

Observational Studies

Observational Studies

Exposure precedes
gwosure precedes Disease educed Exposure-
e gz&:dsﬁz?e:feem Disease eriice Subaegumt oees
Higher Exposure- e
igher Rate of Disease

Higher Rate of Disease
Ds/ C\N DS CAN DSP CA

DSP CAN

1 1 1 1 | | 1 |

Yes Yes Yes Yes Yes Yes "'/ - "'/ -

* Controversial Findings: Outcomes may be associated with other risk factors including :
Angeta Reports 2014 hypertension, obesity, hyperlipidemia, or chronic inflammation



Lipid-lowering therapy and peripheral sensory neuropathy
in type 2 diabetes: the Fremantle Diabetes Study

Diabetologia (2008) 51:562-566

T. M. E. Davis - B. B. Yeap - W. A. Davis - D. G. Bruce

Prevalent neuropathy Odds ratio (95% CI) p value
Age (increase of 10 years) 2.28 (1.93-2.69) <0.001
Height (increase of 1 cm) 1.04 (1.03-1.06) <0.001
Diabetes duration (increase of 5 years) 1.18 (1.07-1.31) 0.001
Log.(urinary albumin:creatinine)* (mg/mmol) .18 (1.07-1.30) 0.001
Fasting serum glucose (increase of 1 mmol/l) 1.08 (1.03-1.12) 0.001
Systolic blood pressure (increase of 10 mmHg) 0.93 (0.87-0.99) 0.020
On fibrate therapy 0.30 (0.10-0.86) 0.025
Aboriginal background 3.70 (1.17-11.70) 0.026
Overweight/obese (by waist circumference) 1.58 (1.05-2.39) 0.029

Table 2. Independent risk factors for prevalent neuropathy as identified by multiple logistic
regression analysis in 1,237 patients with type 2 diabetes
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AC KHUYEN CAO QUOCTE BPIEUTRI DPN BAU

Organisation First-line recommendations

Pain (IASP) 2010%

The European Federation of Neurological
Societies (EFNS) 20102

The American Society of Pain Educators
(ASPE) 20063

The American Academy of Neurology 20114

NICE (UK) 20135

harmacological Management of Neuropathic pain
Neurol 2010;7:1113
lin Proc 2006;81:512-25
1;76:1-8
Neuropathic Pain

The International Association for the Study of In neuropathic pain: Pregabalin, Gabapentin,

Duloxetine, Venlafaxine, Nortriptyline,
Desipramine, Topical lidocaine

In DPNP: Pregabalin, Gabapentin,
Duloxetine, Venlafaxine, TCAs

In DPNP: Pregabalin, Duloxetine, Oxycodone
CR, TCAs

In DPNP: Pregabalin

In neuropathic pain: Pregabalin,
Amitriptyline, Gabapentin, Duloxetine



Lwu d6 diéu tri DPN dau

Painful diabetic neuropathy

4 4

Consideration of contraindications and comorbidities

Olo-0 agonist SNRI
(pregabalin or gabapentin) (duloxetine)

If pain control is inadequate and considering contraindications

SNRI or o,,-6 agonist TCA or a,-6 agonist

TCA or SNRI (pregabalin or gabapentin) ll(pregabalin or gabapentin)

If pain control is still inadequate

Add opioid agonist as combination therapy

PDN = Peripheral diabetic neuropathy; SNRI = Serotonin-norepinephrine reuptake inhibitor;
TCA = Tricyclic antidepressants.

Tesfaye et al. Diabetes Metab Res Rev 2011; 27: 629-638



PIEU TRI DPN PAU

Number
Needed to

Initial tive Treat*

25-75 mg,
1-3x daily

Drug Class

Pregabalin*™*  Anticonvulsant

.......

*Based on 30-50% improvement in symptoms
**FDA approved for DPN treatment

Adapted from Pop-Busui et al. Diabetes care 2017;40:136-154



Cac thuoc chon lva hang 2 va 3

Table Ill. Current guidelines for painful diabetic peripheral neuropathy.
Line of Treatment  EFNS (2010)"" AAN (2011)'%7  NICE (2013)'"" AACE (2015)'"" ADA (2017)""
1st line Amitriptyline Pregabalin Amitriptyline Amitriptyline Duloxetine
Duloxetine Duloxetine SNRI Pregabalin
Pregabalin Pregabalin Pregabalin
Venlafaxine Gabapentin Gabapentin
Sodium valproate Clonidine
Gabapentin
2nd line Tramadol Amitriptyline Amitriptyline Tramadol TCA
Opioids Duloxetine Duloxetine Tapentadol Gabapentin
Sodium Valproate Pregabalin Topiramate
Venlafaxine Gabapentin Oxcarbazepine
Gabapentin Lidocaine 5%
Tramadol Capsaicin
Opioids
Capsaicin
3rd line Capsaicin

Tapentad0|: one FDA approved OPIOId Tramadol Igbal et al. Clinical Therapeutics 2018




o /|
Cac diéu tri
khac

|. Endocrinol Metab Clin N Am 2013;42: 747-787

Table 4

Oxidative stress therapeutic targets

Therap}r

Mechanism

Clinical Improvements

Aldose reductase
inhibitors (ARIs)

Reduce the flux of glucose
through the polyol pathway,
inhibiting tissue accumulation
of sorbitol and fructose

Neuropathy symptoms, nerve
conduction velocity, and
vibration perception

a-Lipoic acid

Antioxidant properties and
thiol-replenishing redox-
modulating properties

Microcirculation and reversal of
neuropathy symptoms

y-Linolenic acid

Clinical and eletrophysiologic
tests

Benfotiamine

Transketolase activator that
reduces tissue advanced
glycation end products

Conduction velocity in peroneal
nerve and vibratory
perception when combined
with vitamin Bg¢/B,;

Protein kinase C
inhibitors

Decrease production of
vasoconstrictive, angiogenic,
and chemotactic cytokines

Neuropathy symptoms and
nerve conduction velocity

Methylcobolamin,
methylfolate, and
pyridoxal phosphate

Reduction of peroxynitrite and
superoxide and restoration of
glutathione levels to normal.
Also restore the coupling of
endogenous nitric acid
synthase, reducing nitrosative
and oxidative stress and
therefore improving
microvascular function

Reduce nerve damage, may also
improve sensory nerve
conduction and skin nerve
fiber density




Tom tat DPN

® Thvong gap ~ 50% BN BDTD (50% khong TC, 20-30% TC dau)

® Chan doan dya vao TC LS va cac dung cy kham don gian.
Hiém khi chuyén kham CK TK va st dung cac PP chan doan
phirc tap, trir khi c6 TC hoac dau hiéu khong dién hinh

® Diéu tri: kiEm soat cac yéu t6 nquy co co thé bién doi duorg,
giam dau

® Cac NN khong do BTD (thiéu vitamin B12...) can phat hién va

diéu tri.



Bénh dong mach chi dvei (BBMCD) BDTD

Khoé danh gia chinh xac ti 1é BDMCD:
® ~ 10% c6 TC dién hinh cuta di cach hoi
* Ti Ié thay doi tuy theo tiéu chuan chan doan va dac
dieém dan s6 NC
® Ty thudc vao tudi: 80 tudi > 20% so v&i < 5% & BN <
50 tuoi

* Két hop céc yéu td nguy co BTMXV khac: BTD, THA,
RLLM (tang nguy co gap 2 lan), hut thuoc la (tang nguy
co 2 - 4 lan)

Barnes et al. Arterioscler Thromb Vasc Biol. 2020



Ti Ié BDMCD tang theo th&i gian bi BDTD

Figure 1—Prevalence of PAD defined

< 204 | as any two of the following:
52
@ - AAl<0.8
§ 154 O I/
D - absence of both DP and PT pulses
g 10- I to palpation in at least one leg,
D
a 5 i, i [ | - intermittent claudication

o4 B H—L ] at diagnosis of diabetes, and at 3-

- . . e | (e year intervals to 18 years.

n= 4987 4437 3935 2798 1338 J323 o0
Years from diagnosis of diabetes

\ N
At diagnosis of diabetes, 1.2% subjets had PAD, which increased to 12.5% by 18 years

“ Alder et al. UKPDS 5g9. Diabetes care 2002



BDOMCD BTP anh hwédng nhv thé nao ?

®Tang ti lé loét chan va doan chi

® Tang ti |é t& vong bénh tim mach



Ti 1é doan chi do BDMCD DTD

= Van la NN doan chi hang dau & cac nwéc phat trién

" Tj & doan chi tdng hon khi két hop BCTKNB va
nhiém trang

" Con lién quan dén céac yéu to khac:
* Diéu kién kinh té va cham séc y té cua BN

* Nang lwc va kha nang chuy@&n moén clta ddi ngi vy té

Barnes et al. Arterioscler Thromb Vasc Biol. 2020



BDMCD va lanh

NC EURODIALE: 1088 bénh nhan loét chan
m&i & 14 trung tam Chéau Au:

®* 47,5% BN loét chan co BbBMCD
® 23% loét khong lanh sau 1 nam theo doi

* BDMCD: yéu to tién lwgng quan trong
nhat lanh vét loét

* Két hop nhiém tring = tadng nguy co
khong lanh vét loét va tang doan chi

loét chan DTD

30 -
20 F

llu J
U

Inf +[nf -Inf +Inf

No PAD PAD
| ORs of healing per PAD and infection (Inf) status

OR (non) healing

PAD was considered to be present if ABI was < 0.9 and/or two foot pulses were absent

Prompers et al. EURODIAL study. Diabetogia 2008



Table 1. Comparison of 5-Year Mortality Rates Across Dis-

ease Processes

Disease 5-Year Mortality Rate
CLTI without amputation 55%—-65%
Female breast cancer 109%®
Bladder cancer 230"

Colon cancer 350458
Myeloma 50043

Lung and bronchus cancer 8204
Fancreatic cancer =l

CLTl indicates chronic limb-threatening ischemia.

Tién lwong tr vong BBMCD

T& vong 5 nam & BN
hep PM nang: > 5o%,
cao hon ung thu vy,
bang quang, dai trang

Barnes et al. Arterioscler Thromb Vasc Biol. 2020



Outcome RR (95% CI)
All-cause mortality '
—Ev— 2.26 (1.77, 2.89)
Cardiovascular mortality ]
- 1.42 (1.01, 2.01)

Stroke

0.82 (0.34, 1.97)

Myocardial infarction

+ 2.63 (1.49, 4.64)

Major adverse cardiovascular event
—_— 1.73 (1.25, 2.38)

Major amputation
—=—— 3385(252,5.87)

CD kem theo tang ti lé tir vong do bénh tim mach

1,00 Normal subjects
(n = 366)
0.75 1
Asymptomatic LV-PAD
Tg ma—a (N = 42)
2 0.501
3
wn Symptomatic LV-PAD
0.25- R
' Severe symptomatic
LV-PAD
0.00 (bl
=0 2 4 6 8 10 12

Year

Figure 2. Kaplan—Meier Survival Curves Based on Mortality from

All Causes among Normal Subjects and Subjects with Sympto-

matic or Asymptomatic Large-Vessel Peripheral Arterial Disease

(LV-PAD), after the Exclusion of Subjects with Evidence of Car-
diovascular Disease at Base Line.

Ti lé t& vong do bénh tim mach va do bénh

Fig. 2. Association of critical limb ischaemia with outcomes (using
patients with ABI < 0.9 as the reference group)

mach vanh gap 15 lan & bénh nhan co
BPMCD nang va co triéu ching

Agnelli et 020;293: 94—100

Criqui al. NEJM 1992 Feb 6;326(6):381-6



Amputation Rates, Mortality, and Pre-operative Comorbidities in Patients

Revascularised for Intermittent Claudication or Critical Limb Ischaemia: A
Population Based Study

. Baubeta Fri ”*, . Andersson “°, M. Thuresson °, B. Sigvant "%, B. Kragsterman ', S. Johansson i, . Hasvo _,
E. Baubeta Fridh **, M. And “, M. Th B. S ", B. K ", S. Joh P. Hasvold

® This population based observational cohort study provides mid- to long-term
follow-up data on the risk of amputation and mortality in a large and unselected
nationwide cohort with lower limb PAD who underwent revascularisation during a
5 year period.

® Atotal of 16,889 patients with PAD (IC, n =6272; CLI, n =10,617) were studied

Table 3. Cumulative incidence of ipsilateral amputation, mortality, and amputation or death for IC and CLI patients.

IC, % (95% Cl) CLI, % (95% Cl)
Amputation  Mortality Amputation or death Amputation Mortality Amputation or death
6 months 0.3 (0.2—0.4) 1.6 (1.3—2.0) 1.9 (1.6—2.3) 12.0 (11.3—12.6) 13.5(12.8-14.1) 22.2 (21.4-23.0)
12 months 0.5 (0.3—0.7) 3.4 (2.9-3.8) 3.9 (3.4-43) 14.8 (14.1—15.5) 20.5 (19.7—-21.3) 30.1 (29.2—30.9)
24 months 0.9 (0.7-1.2) 7.5 (6.8—8.2) 8.3 (7.6—9.0) 17.2 (16.4—17.9) 31.7 (30.8—32.6) 40.3 (39.3—41.3)
36 months 1.2 (0.9—1.5) 12.0(11.1-13.0) 12.9 (12.0-13.9) 18.6 (17.7—19.4) 41.4 (40.3—42.4) 48.8 (47.7—49.8)

CLI = critical limb ischaemia; IC = intermittent claudication.

“ Baubeta Fridh et al. Eur J Vasc Endovasc Surg (2017)



Chan doan BDMCD dwa vao LS va CLS

® 75% khong co TCLS
® Pi cach hoéi: ~10%, da sd ABI 0,5-0,8

® Pau luc nghi: tac nghén mach nang, co6 thé kém theo loét, hoai
thv, ABI < 0,5, HA c6 chan < 50 mmHg, HA ngon chan cai < 30
mmHg

® Kham mach: mu chan, chay sau, khoeo, ben
® Cac dau hiéu giam twéi mau, thiéu dwéng: mau sac da, da

mong, mat l6ng, thi€u duéng mong, tinh mach xep, chan s& lanh

Sigvant et al. Eur JVasc Endovasc Surg 2016;51:395—403
Aboyans et al. ESC guideline. European Heart Journal (2018) 39, 763-816



Biéu hién LS coa BBMCD

STABLE PAD

! : ! : I

: ; : Leg pain/ Leg pain on
[ Asymptomatic ] [ Classic IC } { Possible IC ] [ cany on J[exe tion and rest

CRITICAL LIMB ISCHEMIA
(ABI <0.40 and toe systolic pressure <30 mmHg)

: - Nonhealing | | ;
[Ischemlcrestpam][ wound/lcor 1[ Gangrene ]

e 2 Clinical manifestations of peripheral artery disease. ABI = ankle brachial index; IC = intermittent claudication

Capia et al. The American Journal of Medicine (2019) 132:1133-114



Pbanh gia mrc do nang BDMCD theo
phan loai WIfl

schemia
Grade  Ankle-Brachial Index Ankle systolic pressure  Toe Pressure, Transcutaneous
(mmHg) oXygen pressure
(mmHg

>100 >60
70-100 40-59
50-70 30-39
<50 <30

Mills et al. J Vasc Surg 2014;59:220-34



Khao sat hinh anh mach mau chi dvai

Table 4
Characteristics of imaging methods used to diagnose peripheral arterial disease
Magnetic Computed
Digital-Subtraction Resonance Tomographic
Characteristic DuEIex Ultrasound Angingraehz Angingraghz (MRA) AngiugraEhz (CTA)
Advantages e Noninvasive e Gold Standard e Noninvasive e Noninvasive
e Canvisualize & e High resolution e No radiation e Higher resolution
quantitate e Can guide e No contrast than MRA
severity. intervention e 3D e 3D
Disadvantages e Operator e Invasive e Lower resolution e Radiation (25% of
dependent e Radiation than CTA dose with DSA)
e Limited by dense e Contrast e Claustrophobia e Contrast
calcification e 2 dimensional e Image artifactif e Limited by
stent present calcification

Adapted from White C. Intermittent claudication. N Engl J Med 2007;356:1246.

A N\ N
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Dieu tri BDMCD DTD

Table 2—Multivariate model of incident PVD at 6 years, based on 61 of 2,398 patients

No6i khoa: 1a diéu tri nén tang, kiém soét tot cac yéu td nguy co

Comparison Odds ratio 95% CI
Age Each year older at diagnosis of diabetes 1.10 1.05-1.15
HbA, _ Each 1% increase 1.28 1.12-1.46
SBP Each 10-mmHg increase 1.25 1.10-1.43
HDL Each 0.1-mmol/l decrease 1.22 1.07-1.39
Former smoking Never smoked 0.80 0.37-1.72
Current smoking Never smoked 2.90 1.46-5.73
Cardiovascular disease None 3.00 1.30-6.70
Retinopathy Presence of retinopathy 1.64 0.97-2.78
Peripheral sensory neuropathy Doubling of voltage threshold 1.31 0.89-1.93

‘Ean thiép tai théng mach mau

N

Alder et al. UKPDS 5g. Diabetes care 2002



Pieu tri ndi khoa

® Cac guidelines Chau Au va My: diéu tri cac yéu to
nguy co cua BBDMCD twong tw nhw & BN NMCT

® Piéu tri cac yéu to nguy co co thé bién doi dwoc: PH,

HA, RLLM, ngwng tap tiéu cau, thudc IA. ..

Rooke et al. J Am Coll Cardiol 2013;61:1555-70
Eur Heart J. 2011;32: 2851-2906



Relative Risk Of Ischemic
Heart Disease Event

1.3 4 ¢ Passive smoking studies

1.0 4o Zero exposure
I T T T T T 1
0 5 10 15 20 25 30

Number of Cigarettes per Day

Ngwng thudc |4

* Ngwng thudc 14 > gidm céac bién cb
va t&r vong tim mach dac biét bénh
mach mau nao va BbMCD

* Ngung thudc la dwoc khuyén céo
cho tat ca BbDMCD (1B)

® Hat thude 1a thu déng cling can dwoc
danh gia va ngan nguwa

ESC 2017

CENTRAL ILLUSTRATION Pathogenic Effects of Tobacco: Setting the Stage for Atherosclerotic Plague Formation
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Morris et al. J Am Coll Cardiol 2015;66:1378—91




Kiém soat PH

LEA, HbA1c

Three RF

",

Thew‘;i:ect Overview of the 5 NHANES waves (2000 to
80%1 - s\k 2018) that assessed the prevalence of optimal
g P / -0 glycemic control (HbA1c <7% red circles),
v 40%- incidence of LEA (lower-extremity
30%- amputations, green circles) and prevalence of
6.0 three risk factor (RF) control (HbA1c < 7%. non-
a 5 04 HDL cholesterol < 130mg/dl, BP < 140/80
s ‘\\\’//' mmHg) in participants with diagnosed
T 4, diabetes.
200 The name perfect wave has been given to the
D 20, - = central wave (2007-2010) because it was
e T / associated with the highest prevalence of
£ 10% participants in whom all three targets were
° o simultaneously achieved, and the lowest
| . . : . incidence of LEA.
2000 - 2003 - 2007 - 2011 - 2015 -
2002 2006 2010 2014 2018

“ Caruso et al. Cardiovasc Diabetol 2021;20:135



Proportion With LEA

n A ’

0.030

0.025
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er CJ, CravenTE, et al. Effect of intensive glycemic control on risk of lower extremity amputation. J Am Coll Surg. 2018;227:596-604



Kiém soat DPH & BN BDTD c6 BPMCD

pe Z ‘A CONCLUSION
® Kiém soat PH dat muc tiéu,
(’jn dlnh Ié.u dél = The dataregarding antidiabetic therapy and PAD outcome is
meagre.
| Chon IU’a Vé. hél hO’ th UéC »  Metformin is also the oral antidiabetic of choice for people
st pl( ) p with diabetes and PAD.
PH can tinh dén: = IfPAD is confirmed, the next step should be to add an
. ; _, , SGLT-2 inhibitor or a GLP-1 agonist.
® Giam cac bién c6 BTMXV = According to current data, the use of empagliflozin and
Vé bénh thén man thU’(‘)’ng dapagliﬂr:}.::in is safe. {.‘_anagliﬂr:}gin, r::tn tf?e other hand, has
. - - - shown anincreased risk of amputation in a large outcome
kem theo BBDMCD study (albeit in retrospective subgroup analysis).
= Therapy with basal insulin analogues is safe, but a reduction
® Giam nguy co’ bl ha bH of cardiovascular events has not been proven.

\\ Balletshofer B et al. Exp Clin Endocrinol Diabetes 2019; 127 (Suppl 1): S105-5113



Kiém soat HA

* Kiém soat HA giup giam cac
bién cb tim mach, BDMCD

* Khéng khuyén céo HA < 120
mmHg & BDMCD (nguy co hinh
J) & nhirng ngwdi cao tudi, ha
HA tw thé

, © ACEI/ ARB wu tién chon lua

\\ESC 2017
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Kiém soat HA

® Muc tieu HA: 120-160 mmHg

* HA < 120 hodc > 160 mmHg lam tang cac bién cd
BDMCD (tang 26% va 21% vs HA 120-129 mmHg)

Sub-HR  95% Cl P-value mm Hg

1.26 1.05-1.52 0.015 <120 SBP o
Reference 120-129 *
0.80-1.10 0.41 130-139 N
0.91-1.27 0.40 140 - 149 i
0.92-1.37 0.27 150 - 159 2 A
1.00-1.48 0.050 = 160 —

ltoga et al. Circulation. 2018;138:1805-1814




Uc ché béta va BDMCD

* Uc ché beta khong CCP cho BBMCD: khong lam thay dbi kha nang di
bé & BDMCD nhe, trung binh

°* BN c6 BBMCD + TC NMCT: (rc ché beta gidm nguy co bién cd MV 53%
trong 32 thang.

® Than trong dbi véi BBMCD nang

TABLE 2 Prognostic Variables for New Coronary Events in Older Men and Women With Symptomatic Peripheral Arterial Disease
and Prior Myocardial Infarction and Their Regression Coefficients in the Stepwise Cox Regression Model
Parameter 95% Confidence
Variable Estimate SE p Value Risk Ratio Limits
Age [yrs) (0.028 0.004 <0.0001 1.028 1.016-1.040
Smoking 0.620 0.120 <0.0001 1.859 1.468-2.352
Systemic hypertension 0.686 0.125 <0.0001 1.986 1.554-2.538
Digbetes mellitus 0.469 0.099 <0.0001 1.598 1.316-1.940
Low-density lipoprotein cholesteraol 0.451 0.112 <0.0001 1.570 1.261-1.954
=125 mg/dl
High-density lipoprotein cholesteral 0.713 0.102 <0.0001 2.040 1.670-2.493
=35 mg/dl
Use of 8 blockers -0.761 0.103 <0.0001 0.467 0.382-0.571

Aronow and Ahn Am J Cardiol 2001;87:1284-1286
ESC 2017



Kiém soat lipid mau

® Muc tiéu LDL < 70 mg/dl hodc gidm = 50% néu LDL kh&i dau 70-
135 mg/dl (1C, ESC 2017)

* Statin dwoc khuyén céo cho tat cd BDMCD vai liéu toi wu dé dat
LDL muc tiéu (1A, ESC 2017)

* NC FIELD diéu tri Fenofibrate vs control trong 5 nam: ,giém
nguy co doan chi dau tien 36% (p=0,02) va doan chi thap khong
co bénh mach mau I&n 47% (p=0,27).

Interpretation: Classic markers of macrovascular and microvascular risk were associated
with lower extremity amputations in patients with type 2 diabetes. Treatment with
fenofibrate was associated with a lower risk of amputations, particularly minor
amputations without known large-vessel disease, probably through non-lipid mechanisms.
These findings could lead to a change in standard treatment for the prevention of

diabetes-related lower-limb amputations.

“ Rajamani et al. Lancet 2009; 373: 1780-1788



| |

Statin therapy and long-term adverse limb outcomes in patients with
peripheral artery disease: insights from the REACH registry

Aims

Results

Due to a high burden of systemic cardiovascular events, current guidelines recommend the use of statins in all patients
with peripheralartery disease (PAD). We sought to study the impact of statin use on limb prognosis in patients with symp-
tomatic PAD enrolled in the international REACH registry.

Statin use was assessed at study enrolment, as well asatime-varying covariate. Rates of the primary adverse limb outcome
(worsening claudication/new episode of critical limb ischaemia, new percutaneous/surgical revascularization, or ampu-
tation) at 4 years and the composite of cardiovascular death/myocardial infarction/stroke were compared among
statin users vs. non-users.

A total of 5861 patients with symptomatic PAD were included. Statin use at baseline was 62.2%. Patients who were on
statins had a significantly lower risk of the primary adverse limb outcome at 4 years when compared with those who were
not taking statins [22.0 vs. 26.2%; hazard ratio (HR), 0.82; 95% confidence interval (Cl), 0.72-0.92; P = 0.0013]. Results
were similar when statin use was considered as a time-dependent variable (P = 0.018) and on propensity analysis

(P < 0.0001). The composite of cardiovascular death/myocardial infarction/stroke was similarly reduced (HR, 0.83;
95% Cl,0.73-0.96; P = 0.01).

Among patients with PAD in the REACH registry, statin use was associated with an ~18% lower rate of adverse limb
outcomes, including worsening symptoms, peripheral revascularization, and ischaemic amputations. These findings
suggest that statin therapy not only reduces the risk of adverse cardiovascular events, but also favourably affects limb

prognosis in patients with PAD. _
Kumbhani et al. Eur Heart J. 2014;35(41):2864-72



Piéu tri khang déng — co ché hoat ddng cla thudc chong huyét khoi

i Platelet adhesion to endothelial wall
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Chong ngwng tap tiéu cau

DAPT = dual antiplatelet therapy;

SAPT = single antiplatelet therapy;
[ ASymptomatic j [ oy : J ( mmulrﬂnm" J VKA = vitamin K antagonist

[ Percutaneous ] ( Surgery J
0 J’ a e.g. concomitant AF or mechanical valve
] " DAPT ) " SAPT® hesi
— : prosthesis.
/ b ; - -
; SAPT should be considered if there is
1 __Clnss llaC | ) . - -
- | mo. —— another concomitant atherosclerotic disease
ﬁ SAPT: (e.g. coronary artery disease).
g c DAPT may be considered in patients with
= VKA recent acute coronary syndrome and/or
] percutaneous coronary intervention (<1
_J Class lla € < [Class ib B years) stenting of the last patent coronary
| year| [\-—f’} Ii\—/l artery, multiple coronary vessel disease in
h 1 c ) diabetic patients with incomplete
Long term” ¥ ‘ ' r ! revascularization.

d Evidence is weak and bleeding doubles as
compared to SAPT.

@ESC 2017

Clopidogrel 75 mg/day E Aspirin 75-100 mg/day m Oral Anticoagulation

Figure 2 Antiplatelet therapy in patients with lower extremity artery disease.

ESC 2017 Guidelines. European Heart Journal (2018) 39, 763-816




Piéu tri khang két tap tiéu cau

* BDMCD c6 TC: can diéu tri khang két tap tiéu cau clopidogrel
hoac ASA nhu la phong ngtra thir phat
> BN BDMCD c6 TC: Clopidogrel chirng minh tét hon ASA
(NC CAPRIE)

* Khang tiéu cau kép: ASA + Clopidogrel vs ASA cho thay
khuynh hwéng co lgi ich nhwng tang nguy co xuat huyét nhe
(CHASISMA study)

ESC 2017 Guidelines. European Heart Journal (2018) 39, 763-816



events (CAPRIE)

A randomised, blinded, trial of clopidogrel
versus aspirin in patients at risk of ischaemic Relative-risk reduction (%)

® Interpretation: Long-term administration of
clopidogrel to patients with atherosclerotic
vascular disease is more effective than
aspirin in reducing the combined risk of
Ischaemic stroke, myocardial infarction, or
vascular death. The overall safety profile
of clopidogrel is at least as good as that of

medium-dose aspirin.

RIE Steering Committee. Lancet 1996 16;348:1329-39

3 years

[]
E Stroke
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N !
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Figure 4: Relative-risk reduction and 95% CI| by disease

subgroup
Ml=myocardial infarction; PAD=peripheral arterial disease.



Patients with peripheral arterial disease in the CHARISMA trial

Methods
and results

Keywords

The aim of this study was to determine whether clopidogrel plus aspirin provides greater protection against major
cardiovascular events than aspirin alone in patients with peripheral arterial disease (PAD).

This is a post hoc analysis of the 3096 patients with symptomatic (2838) or asymptomatic (258) PAD from the CHAR-
ISMA trial. The rate of cardiovascular death, myocardial infarction (Ml), or stroke (primary endpoint) was higher in
patients with PAD than in those without PAD: 8.2% vs. 6.8% [hazard ratio (HR), 1.25; 95% CI 1.08, 1.44, P = 0.002].
Among the patients with PAD, the primary endpoint occurred in 7.6% in the clopidogrel plus aspirin group and 8.9%
in the placebo plus aspirin group (HR, 0.85; 95% Cl, 0.66-1.08; P = 0.18). In these patients, the rate of Ml was lower
in the dual antiplatelet arm than the aspirin alone arm: 2.3% vs. 3.7% (HR, 0.63; 95% Cl, 0.42-0.96, P = 0.029), as was
the rate of hospitalization for ischaemic events: 16.5% vs. 20.1% (HR, 0.81; 95% Cl, 0.68=0.95; P = 0.011). The rates
of severe, fatal, or moderate bleeding did not differ between the groups, whereas minor bleeding was increased with
clopidogrel: 34.4% vs. 20.8% (odds ratio, 1.99; 95% Cl, 1.69-2.34; P < 0.001).

Dual therapy provided some benefit over aspirin alone in PAD patients for the rate of Ml and the rate of hospital-
ization for ischaemic events, at the cost of an increase in minor bleeding.

Peripheral vascular disease o Aspirin o Clopidogrel » Prognosis

\\ Cacoub et al. Eur Heart J 2009; 30: 192—201



Results of the randomized, placebo-controlled clopidogrel and
acetylsalicylic acid in bypass surgery for peripheral arterial disease
(CASPAR) trial

®* Methods: Patients undergoing unilateral, below-knee bypass graft for atherosclerotic peripheral arterial
disease (PAD) were enrolled 2 to 4 days after surgery and were randomly assigned to clopidogrel 75
mg/day plus ASA 75 to 100 mg/day or placebo plus ASA 75 to 100 mg/day for 6 to 24 months. The
primary efficacy endpoint was a composite of index-graft occlusion or revascularization, above-
ankle amputation of the affected limb, or death. The primary safety endpoint was severe bleeding.

®* Results: the primary endpoint occurred in 149 of 425 patients in the clopidogrel group vs 151 of 426
patients in the placebo (plus ASA) group (HR 0.98; 95%CI, 0.78-1.23). In a prespecified subgroup
analysis, the primary endpoint was significantly reduced by clopidogrel in prosthetic graft patients
(HR 0.65; 95% ClI, 0.45-0.95; P =.025) but not in venous graft patients (HR, 1.25; 95% CI, 0.94-1.67).
Although total bleeds were more frequent with clopidogrel, there was no significant difference between the
rates of severe bleeding in the clopidogrel and placebo (plus ASA) groups (2.1% vs 1.2%).

\\ ® Conclusion: The combination of clopidogrel plus ASA did not improve limb or systemic outcomes in the
overall population of PAD patients requiring below-knee bypass grafting. Subgroup analysis suggests that
clopidogrel plus ASA confers benefit in patients receiving prosthetic grafts without significantly
increasing major bleeding risk.

“ Belch et al. JVasc Surg 2010;52:825-33



Rivaroxaban with or without aspirin in patients with stable
peripheral or carotid artery disease: an international,
randomised, double-blind, placebo-controlled trial

Sonia S Anand, Jackie Bosch, John W Eikelboom, Stuart | Connolly, Rafael Diaz, Peter Widimsky, Vic 0-107 Ei.g o E;':::'l'gl’::b;_:;;?F'“'"‘ group
—— Aspirin alone group
0.08 -

® Participants with lower extremity :
PAD: history of previous aorto- £ o06-
femoral bypass surgery, limb
bypass surgery, percutaneous S R e o ae200) 005
transluminal angioplasty z - —
revascularization of the iliac or e e
infra-inguinal arteries, limb or foot N
amputation for arterial vascular 0 1 o 2 3
disease, intermittent claudication a5 oss e 129
confirmed by objective measures. aroysten 27 o 22 151

Figure 3: Cumulative incidence of individual components of major adverse limb events including major
amputation

The combination of rivaroxaban 2.5 mg twice daily and aspirin significantly lowered the incidence of MALE
and the related complications, and this combination should be considered as an important therapy for
patients with PAD Anand et al. JACC 2018




Cac thuoc dan mach

Table 3 Percentage change from baseline maximum walking distance and pain-free walking distance compared with placebo

Predictive distribution of a new study

5.7. Cilostazol: Recommendation

Values are mean (95 per cent credible interval). MWD, maximum walking distance; PFWD, pain-free walking distance.

Recommendation for Cilostazol

Treatment MWD PFWD MWD PFWD

Cilostazol 25 (11, 40) 13 (2, 26) 256 (—10, 67) 13 (11, 43)
Naftidrofuryl oxalate 60 (20, 114) 49 (23, 81) 60 (9, 138) 50 (12, 99)
Pentoxifylline 11 (—1, 24) 9 (-2, 22) 11 (—18, 47) 9 (—14, 39)

Stevens et al. British Journal of Surgery 2012

COR LOE

Recommendation

Cilostazol is an effective therapy to improve symptoms and increase walking
distance in patients with claudication (199, 200).

TD phu cilos.: chdng
mat, tiéu chay...
CCD: suy tim

5.8. Pentoxifylline: Recommendation

Recommendation for Pentoxifylline

COR LOE Recommendation

B-R Pentoxifylline is not effective for treatment of claudication (200, 203).

AHA/ACC guideline 2016




Can thiép tai thong mach mau

" Muc tiéu: cai thién kha nang di bo, giam triéu chirng, tang
kha nang lanh vét loét va ctru chi
® Chi dinh tai thdng:
° Di cach hoi
* Pau ltic nght va/ hodc vét loét: ABI < 0,4, HA ¢b chan < 50
mmHg, HA ngdn chan cai < 30 mmHg, TcPO2 < 30 mmHg
* Nghén tac mach cap tinh

\ “ Trwdc tai thong mach mau can khao sat va danh gia nghén
tac cac doan ddong mach: CLS hinh anh hoc

N



Panh gia hiéu qua tai thong mach mau

® LS: Chi s& am hon, vét loét twdi mau toét hon, mach mu chan cé
thé bat dwoc hoac ro hon

® Hinh anh qua si€u am Doppler

® Hiéu qua cua tai thbng mach mau nén dwoc danh gia qua
phuwong phap twéi mau:

» TcPO2 tang dan sau vai tudn tai théng, nén do 1-3 tuan sau tai
thong

ngon cai > 30 mmHg) dwoc xem tai thdng thanh cong

\ IWGDF-PAD Guidelines 2019

\ » Do TcPO2 trwdc tai thong, sau tai thong TcPO2 > 25 mmHg (HA



Cac lwu y tai thong mach mau

** CO6 thé tai hep nhanh sau tai thong (cin do TcPO2 trwédc va sau tai
thong):

* Tén thwong ndi mac + tdng déng = kich hoat ddng mau gay tai nghén
tac mach

* Mang xo vira khong 6n dinh & nhiéu tang, nhiéu doan sé theo dong mau
xuéng déng mach phia dudi.

*%* T4i thong c6 thé that bai:
® Chi can thiép dwoc cac mach méau I&n, mach mau dwi cd chan kho can
thiép
®* Vi hoa, xo cirng ddng mach, nghén tac qua nhiéu doan déng mach (&
nguwoi cao tudi, BTD lau nam, hat thudce 1a...)

A\ N




Tai thong mach mau khéng phai luén thwc hién duwoc ¢
BN DTD c6 BbDMCD

Recommendation 16: Avoid revascularisation in patients in whom, from the
patient’s perspective, the risk-benefit ratio for the probability of success of
the procedure is unfavourable. (Strong; Low)

In patients in whom the risk-benefit ratio of revascularisation is unclear, it should be taken
into account that some severely ischaemic ulcers heal without revascularisation

Two observational studies demonstrated healing rates of around 50% (with or without
minor amputations) in patients unsuitable (either because they were deemed too frail or
where revascularisation was not technically possible) for revascularization.

* Nhiéu bénh nén (tim, than) nang, nguy co cao BC trong va sau tai thong. Nghén tac dong
mach nang nhiéu doan, nhiéu tang. Can danh gia BMV trudce tai thong BBMCD

A ° BN qua gia, qua yéu, nam liét giwng, thdi gian sdng con ngan

* Tén thwong mé quéa Ién khéng thé héi phuc chire nang

® Khéng du nhan vat lwc

IWGDF-PAD Guidelines 2019




Tom tat BPMCD PTP

® Tilé thay doi tuy vao dan sé NC, cac yéu to nguy co mach mau

®* BDMCD lam tang ti |é loét, doan chi va t& vong tim mach. Tién
lvgng tuy thudc vao dé nang tat hep mach

® Chan doan két hop LS va CLS

® Diéu tri noi khoa cac yéu t6 nguy co tim mach xo vira la nén tang
quan trong nhat

® Tai théng mach can co diéu kién va c6 thé that bai



Nhiém trong chan DT
" NT chan rat thvéong gap:

" NT thvdng tir 1 ton thvong da & ban chan (do chan thuvong hod loét
tr BCTKNB/ MM)

® Vét loét bi NT chiém gan 50% ngay thoi diém nhap vién va 1/3 vét loét
két hop nhiém trung va hep tac mach (promper 2007)

®* NCBVCR: 100% vét loét nhap vién bi NT
“ NT chan anh hvéng:

® 1trong cac yéu to nguy co thudng gap nhat cda doan chi dwdi khong
do chan thvong, dac biét & cac nwdc dang phat trién

\ ® Co nguy co nhap vién gap 55,7 lan va nguy co doan chi gap 154,5 1an so
v&i nhdm khdng bi nhiém tring chan (Lavery 2006)

Huynh T&n Dat, Nguyén Thy Khué. Tap chiy hoc Tp HCM 2016

Lavery et al. Diabetes Care 2006
Prompers et al. Diabetologia 2007




Pichwell 2015 (Chau Au) (n=575)
Lavery 2007 (USA)(n=151)

Seth 2018 (India)(n=65)

H.T. Pat, N.T. Khué 2016 (n=202)

v&i bénh nhan nhiém trung md&c d6
trung binh.

Wukich 2013: NT ndng tang 7,22 lan
(1,83-41,05) nguy co doan chi cao so

6,6%
18,0%
12,3%
41,6%

100
75
50

25

Percentage of patients

o, ..

P06 nang NT chan BDTD (IDSA guideline)
S UNe T wngbinh | Nhe

58,8% 34,6%
34% 47%

47,7% £4,0%
50% 8,4%

B Hospitalization B Amputation

Severe

Moderate

No Infection Mild

Lavery 2007



Chan doan NT chan BTP

Chan doan NT chan dva vao LS, hién dién coa it nhat 2 TC tai ché:
® Tang thé tich (sung) hoac crng tai cho.
® Nong tai chg,
® Quang doé xung quanh vét thuong > o,5cm
® Nhay cam dau hoac dav,
®* Comu
Loai trlr nhirng NN dap &ng viém khac & da: chan thvong, gout, ban

chan Charcot cép, gay xvong, huyét khoi, viém tac, & tré tinh mach.

Lipsky, B.A. et al. (2012). Expert opinion on the management of infections in the diabetic foot. Diabetes Metab Res Rev, 28(Suppl 1): 163-178



PHAN DO NT CHAN IDSA/IWGDF 2012

* P 1 (khong nhiém tring): khong TC hodc d3u hiéu toan than hodc tai ché ca NT
¥ P 2 (nhiém trung nhe):

® NT chilién quan dén da va mo dudi da (khong lién quan dén mo sau hon,
khong co dau hiéu toan than dugc mo ta & duwdi).

® Vong do xung quanh vét loét < 2 cm.
® Khong co TC hoac dau hiéu NT toan than.
Do 3 (nhiém trung trung binh):

® NT lién quan dén cac cau tric sau hon & da va mé duvdi da, (xwong, khdp, day
chang) hodc quang dd xung quanh b& vét loét > 2cm.

héng c6 TC hodc dau hiéu nhiém tring toan than.



PHAN DO NT CHAN IDSA/IWGDF 2012

Do 4 (nhiém trung ndng):
Bat ky NT chan nao co cac dau hiéu cla hoi chirng dap &ng viém
toan than vai = 2 tiéu chuan:

® Nhiét do > 38 do hoac <36 do.

® Nhip tim > 9o lan/ phut.

® Nhip thé > 20 [an/ phut hodac PaCO2 < 32 mmHg

® Bach cau > 12.000 hodc < 4.000/ mm3 hoac 10% dang bach cau
non (band).



IWGDF Practical Guidelines E_EJJ

Panh gia ban chéan co vét loét trwére khi diéu tri

. Dang vét loét: TK (LOPS), TK-MM hodac MM

. NN: di giay dép khong vira, di chan tran thuedong gap nhat gay
loét chan = xem xét can than giay dép va thoi quen st dung/
BN loet chan

. Vi triva do sau: thuvdong & 1ong ban chan va cac 16i xwong. Banh
gia do sau kho.

. Dau hiéu NT: dya phéan loai IDSA/IWGDF

. Cac yéu to6 lién quan BN: bénh than gd cudi, SDD, kiém soat

chuyén hoa kém, kinh té xa héi.



Két cuc cva loét chan

Cac NC loét chan BTD cho thay:

® 50-60% vét loét lanh trong 20 tuan

® ~75% lanh sau 1 nam

® 65-85% vét loét lanh khong can can thiép phau thuét

® Tilé doan chi 10-20%

®Tilé t& vong la 10-20%

Apelqgvist J. Diabetes Metab Res Rev 2008
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@ li vét thwong nhiém trong: TIME ==) TIMERS

lable 1| Evolution of the TIME framework
TIME acronym
T = Tissue, non-viable or deficient

| = Infection or inflammation

M = Moisture imbalance

£ = Edge of wound, non-advancing or undermined

Terms proposed by EWMA advisory board

Tissue management
Inflammation and infection control
Moisture balance

Epithelial (edge) advancement

R = Repair and Regeneration

S = Social- and patient-related factors

EWMA 2004
International consensus - JWC 2019
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X li vét thwong theo theoi gian (TIME)

Healin i - i
Wound t'!&{:l Waound bed Wound bed ound bed
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T (tissue management): x& li mo6 vét thuvong

Co nhiéu phvong phap:
Cat loc vét thwong bang vat sac

® Cat loc vét thvong bang vat sac : : :
| J DaNg Ve nhon (dao, keo): thvong s dung

nhon (dao, kéo): thuong s dung

At nhat
nha s a on .
S ® Lay bo mo hoai tw, nét chai,
® Qua trinh dao thai va don dep tv xwong chét...
nhien ® Givp dan lvu & dich, gidam ap
® Tay va cat loc bang cac men khoang
g (enzyme) ® Giam nhiém trung
* Autring ® Giup thay dvgc mo bén dudi....

® Cac phuvong phap co hoc khac




[Contamination

[Colonisation

T: cat loc vét thvong bang vat sac nhon

[Localised Infection

{Spreading Infection

Cac van dé can lvuy: tranh cat loc qua mMc s

® M0 chét xen ké mé lanh, gigi han khong ro, lan theo khoang.

® Day chang, can co (md dém): kho phan biét md chét va md lanh,
khong thé tai tao.

® Vét thuvong BTD mo hat moc cham (thwéng cd BBMCD, SDD, sic
de khang kém, bénh nén, s dung nhiéu thuoc, thuoc la...)

=> Cat loc qua murc, lién tuc = tén thvong cang réng, moé chwva 6n
inh (mach mau chuva tai tao, con bi NT), pha vo hang rao bao vé =2
i nhiem, vét thvong réng va nang hon.



Cat loc rdng
® Catrdng, rach dai: dé dan lwy, 1y sach
cac mo (ké cd mé lanh)
® Tan pha mo va cau truc ban chan - giam
chwrc nang, tang nguy co doan chi
® Thoi gian lanh seo lau hon
‘ ® Cham soc ton kém hon (VAC, ghép da....)
* Dé thay bang

A\ N

Cat loc réng vét loét so v&i can thiép toi thiéu

® Catloc toi thiéu, dan lwu vi tri can
thiét, thwong & dich theo khoang

® [t tén thwong mé, bao tén cau tric
ban chan (can co, day chang, da)

® Théi gian lanh seo ngan hon.
® Giam chi phi
® Thay bang khoé hon




/1

Phoi hop cat loc t6i thiéu va qua trinh dao thai,
don dep tv nhien

® GiUp loai bd cac mé chét ma cat loc t6i thi€u chwa lay hét

® Bao ton toi da mo lanh, gil? cau tric ban chéan (da, can co, day
chang)

® Cho doi: tai tao mach mau, mo, thoi gian dap ng KS, kiém soat
DH, cai thién tong trang...

® Giam chi phi diéu tri

® Can c6 kinh nghiém danh gia va theo doi dién tién vét loét.
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| : kiém soat nhiém tring
Biéu tri nhiém trung chan:

¥ Cat loc loai bd cac md hoai t, rach thao mu va dan lvu cac 6 tu dich &
cac khoang ban chan

® Co dinh va han ché van dong trén chan loét

" Diéu tri tai ch6: co thé dung 1 s6 dung dich sat khuan, 1 s6 bang gac co
tinh sat khuan

" Piéu tri KS toan than:

® Chon KS ban dau theo kinh nghiém va danh gia dap &*ng LS;

® KQ cay (can l1dy mau cdy dung phvong phap): c6 thé vi trung khéng
oc, c6 thé khong phai vi tring chinh gay bénh, da vi trung.
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I: Kiém soat viém va nhiém tring
Chon lva KS can can nhac:

" Vét loét tuy mirc d6 ton thvong vi trung co thé khac nhau:
muc do trung binh, nang thudng da vi trung

" Vét loét lau ngay, diéu tri nhiéu BV: thuwdng vi trung da khang
" Vitring vét thuong khac nhau gira cac khu vuece:

® Chau Au, Bac My : vitrung gram (+) chiém wu thé

® Chéu A va bac Phi (khi hdu nhiét d&i, can nhiét d&i): vi
trung gram (-) chiém vu thé

wa vao khao sat vi trung hoc & noi lam viéc.



TABLE 4

Infection severity

Mild

Moderate or
severe®

IWGDF 2019
update

Additional factors

No complicating features
B-lactam allergy or intolerance
Recent antibiotic exposure
High risk for MRSA

No complicating features

Recent antibiotics
Macerated ulcer or warm climate
Ischaemic limb/necrosis/gas

forming

MRSA risk factors

Risk factors for resistant GNR

Usual pathogen(s)*
GPC

GPC

GPC + GNR
MRSA

GPC £ GNR

GPC £ GNR

GNR, including
Pseudomonas

GPC £ GNR + Anaerobes

MRSA

ESBL

Do nang NT chan - vi trung — chon lya KS

Factors to consider in selecting an empiric antibiotic regimen for diabetic foot infections®

Potential empirical regimens?

S-5 pen; first gen ceph

Clindamycin; FQ; T/S; macrolide; doxy
B-L-ase-1; T/S; FQ

Linezolid; T/S; doxy; macrolide

B-L-ase 1; second/third gen ceph

[3-L-ase 2; 3rd gen ceph; group 1 carbapenem
(depends on prior therapy: seek advice)

[3-L-ase 2; 5-5 pen + ceftazidime; S5-5 pen + cipro;
group 2 carbapenem

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

Consider adding, or substituting with, glycopeptides;
linezalid; daptamycin; fusidic acid T/S (+rif)>:
doxycycline

Carbapenems; FQ; aminoglycoside and colistin



Thoi gian st dung KS

Recommendation |5:

a) Administer antibiotic therapy to a patient with a skin or soft tissue diabetic foot infection for a
duration of | to 2 weeks. (Strong; High)

b) Consider continuing treatment, perhaps for up to 3-4 weeks, if the infection is improving but is
extensive, is resolving slower than expected, or if the patient has severe peripheral artery disease.
(Weak; Low)

c) If evidence of infection has not resolved after 4 weeks of apparently appropnate therapy, re-evaluate
the patient and reconsider the need for further diagnostic studies or alternative treatments. (Strong;
Low)

Recommendation 23:

a) Treat diabetic foot osteomyelitis with antibiotic therapy for no longer than 6 weeks. If the infection
does not clinically improve within the first 2-4 weeks, reconsider the need for collecting a bone
specimen for culture, undertaking surgical resection, or selecting an altemative antibiotic regimen.
(Strong; Moderate)

b) Treat diabetic foot osteomyelitis with antibiotic therapy for just a few days if there is no soft tissue

infection and all the infected bone has been surgically removed. (Weak; Low)

B \ N WGDF 2019




Cé&c diéu tri nhiém tring khac

Recommendation 26: For a DFI, do not use hyperbaric oxygen therapy (HBOT) or
topical oxygen therapy as an adjunctive treatment if the only indication is

specifically for treating the infection. (Weak; low)

Khéng str dung diéu tri oxy cao ap (HBOT) va oxy tai chd nham
muc dich diéu tri ho troe nhiém trung (Weak; low)

Recommendation 27: To specifically address infection in a diabetic foot ulcer:
a) do not use adjunctive granulocyte colony stimulating factor treatment (Weak; Moderate) and,

b) do not routinely use topical antiseptics, silver preparations, honey, bacteriophage therapy, or

negative-pressure wound therapy (with or without instillation). (Weak; Low)

\ Khong str dung thwdng qui cac loai nwée sat tring tai chd, cac
ché pham bac, mat ong hoac VAC (Weak, Low)

A \ N

IWGDF 2019
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’ M (Moiture balance): can bang d6 am
" Vét thwong khéng hep tac mach: git? kho c6 nhiéu lgi diém:
® Giam kich thudc vét loét
® Hang rao bao vé chdng nhiém tring
® Cothé co thé ty diéu chinh do am tai vét loét, thic day tao md hat
® Dung cac gac bao vé mé hat
" Vét thuong hep tac mach: can git kho:
® Gidm nguy co nhiém trung
® M6 ty diéu chinh do am khi mach mau tai tao, du diéu kién moc md hat
N ° itdauhon

" Vét thwong am qua mrc: gdy mun va pha v& hang rao bao vé, vi trung dé

xam nhap. Co thé gay dau (vét loét mach mau)
A N N



M: Can bang do am
" Nén dé vét loét khd: it nquy co nhiém trung, dd diéu kién moc md hat
(tdi tao mach mau, hét NT) = co thé ty can bang do am
" Vét thvong tiét nhiéu dich=> nguy co bdi nhiém, 1au lanh = can
danh gia va diéu tri:
® Van dé kiém soat nhiém tring (KS)
® Van dé dan lvu 6 dich, cac khoang ban chan

® Cac bénh toan than: suy than, suy dinh dwdng, suy tinh mach chi
dudi, suy tim,....

® Kiém soat bH

® H6 tro chdng phu: danh gia albumin mau, dv dich toan than, bang
ép, gac hap thu dich, co hoc (VAQ)...



E (Epithelial (Edge) advancement): tién trién bo
vét thvong

" Bo vétloet TK:

® MO chai, chat tiét kho, dong may, moé hoai t...~> can lay bo

® Lam sach bo vét thvong: tranh ton thwong 1dp thuong bi va mo
hat.

" Bo vét loét mach mau: chd tai tao mo

® Cat loc can bdo ton da va mo dém giup tién trién nhanh bo vét loét

" Vét thuvong rong, sach, moc mé hat: VAC, ghép da, yéu to tang
trudng...



|
R (Repair and regeneration): stra ch¥a va tai tao moé

||
® Vét thwong giam kich thudc < 50% trong 4 tuan = vét thvong kho lanh

® Cothé ap dung cac phuong phap khac, ky thuat méi ngoai chdam soc chuan:
NO, oxy cao ap, yéu td tang trudng, mo/da nhan tao, san pham chiét xuat tw
nhau thai, VAC....

S (Social- and patient-related factors): yéu t6 XH va BN
® Hiéu biét vé bénh va ké hoach diéu tri, khéng st dung cac bién phap diéu tri di
biét (medical jargon) = tang sv tuan thu
N © Sa sut tri tué, tram cam anh hvéng diéu tri
® Bénh déng mac, bénh khép = anh hvdng ty cham sdc

® H6 tro cba ngudi than, kinh té gia dinh



Cac bvdc diéu tri vét thvong kho lanh

Start multiple

therapies Personalise
i therapy
Step-up
De-escalate treatment
treatment
Evaluate and
declde
Advanced
. therapies;
Assess heali ;
Farsnnalis:g Combination
antimicrobials; products
Manage risk factors
Days 1-4 Days 5-7 Weeks 1-4 Continue till healed

JWC 2019



Khuyén cao IWGDF 2019 ho tro’ lanh vét thvong

Recommendation 2: Dressings should be selected principally on the basis of exudate control,
comfort and cost. (Strong; Low)

Recommendation 3: Do not use dressings/applications containing surface antimicrobial agents
with the sole aim of accelerating healing of an ulcer. (Strong; Low)

Recommendation 5: Consider the use of systemic hyperbaric oxygen therapy as an adjunctive
treatment in non-healing ischaemic diabetic foot ulcers despite best standard of care. (Weak;
Moderate)

Recommendation 6: Do not use topical oxygen therapy as a primary or adjunctive intervention
in diabetic foot ulcers including those that are difficult to heal. (Weak; Low)

Recommendation 7: Consider the use of negative pressure wound therapy to reduce wound
size, in addition to best standard of care, in patients with diabetes and a post-operative
(surgical) wound on the foot. (Weak; Low)

Recommendation 8: We suggest not using negative pressure wound therapy in preference to
best standard of care in non-surgical diabetic foot ulcers. (Weak; Low)

Recommendation 10: We suggest not using growth factors, autologous platelet gels,
bioengineered skin products, ozone, topical carbon dioxide and nitric oxide, in preference to
best standard of care. (Weak; Low).




Dy phong loet chan

# Any foot ulcer # Plantar foot ulcer @ Reference for Trend line
recurrence recurrence trend line (logp)
. 100+ .
Tai loét rat thvong gap o BN 90-
PTD: ’ ‘
- X 704 =
s AN . 7 A AN . | :*\- .
® Van ton tai cac yéu to nguy co - B
A r S | * Tai loét:
gay loét: BCTKNB, BBMCD, ... § w J&°° - 0%
3 * -~
c 30+ * v 0
, ~ ’ \ A = 3 ham ~ 60%
® Sauloét cau truc ban chan thay 0{/e * & = n3m ~ 65%
do6i ndng hon oyl
S, . S e o o 1 2 3 4 5 6 7 8 9 10
® Y thirc cham soc va kha nang Posthealing Follow-up {yr

kinh té

Data are from g prospective follow-up studies, 1 retrospective
study, and g randomized, controlled trials

Amstrong et al. N Engl J Med 2017;376:2367-75




yéu to quan trong lam nén tang cho phong
ngwa loét chan

CORNERSTONES OF FOOT ULCER PREVENTION

There are five key elements that underpin efforts to prevent foot ulcers:
. |dentifying the at-risk foot

L. Regularly inspecting and examining the at-risk foot

3. Educating the patient, family and healthcare professionals

4. Ensunng routine wearing of appropriate footwear

5. Treating nsk factors for ulceration

IWGDF 2019



1. Xac dinh cac
yéu td nguy co

F 2019

Foot screening sheet for clinical examination

Presence of a full thickness ulcer
Risk factors for foot ulceration

Peripheral neuropathy (one or more of the following tests)

- Protective sensation (monofilament) undetectable

- Vibration (128 Hz tuning fork) undetectable

- Light touch (Ipswich touch test) undetectable
Foot pulses

- Posterior tibial artery absent

- Dorsal pedal artery absent
Other

- Foot deformity or excessive bony prominences

- Limited joint mobility

- Signs of abnormal pressure, such as callus

- Ruddy discoloration on dependency

- Poor foot hygiene

- Inappropriate footwear

- Previous ulcer

- Lower extremity amputation

Yes / No

Yes/ No
Yes/ No

Yes/ No

Yes/ No

Yes /! No

Yes/ No
Yes/ No
Yes/ No
Yes/ No
Yes/ No
Yes/ No
Yes/ No

Yes/ No




Xac dinh ban chan nguy co va th&i gian
kham theo doi (Strong, High)

Table |. The IWGDF Risk Stratification System and corresponding foot screening and examination
frequency

Category  Ulcer risk Characteristics Frequency*

0 Very low No LOPS and No PAD Once a year
| Low LOPS or PAD Once every 6-12
months
2 Moderate LOPS + PAD or Once every 3-6
LOPS + foot deformity or months
PAD + foot deformity
3 High LOPS or PAD, Once every |-3
and one or more of the following; months
= history of a foot ulcer
" alower-extremity amputation (minor or
major)
= end-stage renal disease

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




2. Kham thwéng xuyén ban chan nguy co’ thap
(IWGDF risk 0)

Kham hang ndm dé tim TC, dau hiéu mat CG bao vé
(LOPS) va BBMCD:

" Tién s loét hoac doan chi truwdc do, di cach hoi
® Kham mach mu chan

" D3u hiéu LOPS: lam 1 trong céac test

®* Monofilament 10g

® Rung am thoa

* S& nhe dau ngon chan (Ipswich touch test)




\

* Hai tien sir: loét hodc doan chi,
bénh than man giai doan cudi,
té, dau cach hoi, giao duc, tiép
cany té.

® Kham mach mu chan

* Kham da: mau sac, nhiét do, not
chai, phu

* Xwong/ khép: cac bién dang
ban chan, 16i xwong, bién dd ct
dong khop

N

2. Kham thworng xuyén ban chan nguy co
(IWGDF 1-3): BN co LOPS hoac c6 BbMCD

Panh gia LOPS néu kham truwéce
do binh thwong

Panh gia giay dep

Danh gia vé sinh ban chan: cat
mong, nam mong, rira chan, vé&

Han ché kha nang cham séc ban
chan: m& mat, beo phi...
Kién thirc chdm séc ban chan



3. Gido duc BN, gia dinh va nhan vién y té vé cham
soc ban chan

®* Pbéng vai tro quan trong trong phong ngtra loét

® Muc dich cai thién kién thirc va ky nang ctia BN trong
cham soc ban chan

® Gido duc vién can chia nhiéu nhém nhé va nhiéu ky dé

hwdng dan ky nang cham soc cho BN.




Céc van de can GD BN c6 nguy co’ loét (d6 1-3
I\WGDF)

" Xac dinh BN nao c6 thé tw quan sat dwoc ban chan. Néu
khong, ai sé giup BN.

® Giam thj lwc, gidm thé chat: khong thé quan sat ban chan
day du.
" Can quan séat ban chan mdi ngay ké ca ké ngon

" B4o nhan vién y té: nhiét do ban chan tang, béng nudrc, tray
swot hoac co vét loét.



® Tranh di chan tran (trong nha,
ngoai duwdng)

®* Khong mang giay qua chat, co
go tho

® Nhin va s¢ trong giay truwéc
khi mang

®* Mang v& khong dwdng may va

thay moéi ngay

Rira chan moi ngay (nwéc
lubn < 37°C), lau khoé can than
dac biét ké ngon.

N

Céc van de can GD BN c6 nguy co loét (dd 1-3 IWGDF):
can quan tam day du

Khéng st dung bat ky dang
nhiét hodc nwéc ndng dé lam
am chan

Khéng st dung bat ky héa chat
nao dé loai bo chai chan. Hoi y
Kien nhan vién y te.

S dung kem gitr &m dodi véi da
kho, tranh & ké ngon.

Cat méng ngang

Kham déu dan chuyén gia ban
chan



Hwéng dan tw theo ddi ban chan (dé 2-3 IWGDF)
(Weak, Moderate)

®* Nhom nguy co loét trung binh hoac cao tw theo doi
nhiét dd ban chan 1 1an/ ngay: giup phat hién sém
dau hiéu viém > ngan nglra loét hodc tai loét chan
* Néu nhiét d6 khac nhau cung 1 ving gitra 2 chan
trong 2 ngay lién tiép: hwéng dan BN gidm di va
kham, tw van nhan vién vy té.




4. DPam bao mang giay dép phu hop

*BNDTD + LOPS, mang giay d,ép khong phu hop hoac di
chan tran - NN chinh gay chan thwong - loét chan.

* Tat ca giay dép nén phu hop véi thay dbi cau tric ban
chan:

®* IWGDF 0: sir dung giay dép théong thuwdng vira van

* IWGDF 1-3: str dung giay dép phu hop ban chan bién
dang (Strong, Low).




4. Pam bao mang giay dép phu hop (tt)

BN DTD co loéet long ban chan da lanh (IWGDF 3) - cho
mang giay chinh hinh (Strong, Moderate):

® Chirng minh lam giam ap lwc long ban chan khi di
(giam = 30%)

® Giup ngan ngwra tai loét

* Khuyén khich di thwérng xuyén



5. Diéu tri cac yéu to nguy co’ loét chan

Piéu tri thich hop cac yéu td nguy co hodc tién loét gitp
ngan ngra loét chan & BN BTD co6 nguy co loét chan
(IWGDF 1-3) (Strong, Low):

® Loai bd cac ndt chai
* Bao vé bong nwdc hodc choc hat néu can

* Piéu tri nam mong, day méng, méng an sau vao thit.



5. Diéu tri cAc yéu to nguy co l0ét chan (tt)

Can thiép ngoai khoa cac yéu td nguy co loét chan co thé
ngan ngwa loét, tai loet (Weak, Low):

® Ban chan nhiéu not chai hodc loét & dau cac ngon véi ngén
chan hinh bta khdng dap trng diéu tri thwéng qui = xem
xét cat gan gap ngon.

* BN loét ¥ trwde 1ong ban chan that bai diéu tri ndi khoa xem

xét kéo dai gan Achille, cat dau xa xwong ban, tai tao
Khop...




KET LUAN
® Bénh li ban chan (BCTKNB, mach mau, loét chan, nhiém
trung) rat thwong gap @ BN BTD
® Chan doan sdm va diéu tri ding mrc cac yéu tdé nguy co
va co cac bieén phap phong ngua loet va tai loet giup:
v Giam chi phi diéu tri

v Cai thién chat lvgng cudc sdng

v Gidm ti lé loet chan va doan chi

v Giam t] |é t& vong.



