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Abstract. The aim of the study was to develop a clinical algorithm for assessing the risk of amputation in patients 
with diabetic foot syndrome and to test it on a clinical case, with an emphasis on determining the leading role of a 
podiatrist within a multidisciplinary team. The study was conducted as a description of a clinical case using the author’s 
15-point risk stratification card, gentle local podiatric interventions, individual offloading, behavioural modification and 
multidisciplinary routing, followed by assessment of the dynamics according to a 7- and 14-day observation protocol. 
During 14 days of observation, the implementation of a structured clinical algorithm ensured a progressive improvement 
in the local condition of the foot: on the 7th day, there was a reduction in hyperemia, pastosity, and pain, and by the 14th 
day, a pronounced epithelialisation ridge had formed along the edge of the defect, indicating the activation of reparative 
processes. The total score on the assessment card increased from 7 to 11, reflecting the patient’s transition from high 
risk of amputation to moderate risk. The section scores for local examination increased from 1 to 3, for behavioural 
section – from 1 to 2, and for load correction – from 1 to 2, confirming the effectiveness of gentle sanitation, antiseptics, 
offloading pads and interdigital orthosis. The positive dynamics were accompanied by an increase in patient compliance 
and the refusal of traumatic home manipulations. At the same time, the level of glycaemia remained elevated (9-11 
mmol/L), which necessitates long-term endocrinological control and prevention of relapses. The implementation of a 
podiatric algorithm with early stratification, gentle local interventions, individual offloading and behavioural correction 
allowed a clinically significant reduction in the risk of amputation to be achieved within 14 days of treatment. The results 
obtained can be used by podiatrists, family doctors and endocrinologists in outpatient care for early risk stratification, 
optimisation of the scope of interventions and timely referral of patients with diabetic foot syndrome for the purpose of 
preventing amputations
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e INTRODUCTION
The rise in diabetes is putting a lot of pressure on health-
care systems worldwide: by 2024, about 589 million adults 
aged 20-79 will be living with the disease (that is one in 
nine adults) [1]. One of the most serious complications is 
diabetic foot ulcer, which is diagnosed in approximately 
18.6 million people each year, with these lesions account-
ing for up to 80% of lower limb amputations among people 
with diabetes [2]. The formation of ulcers is accompanied 
by a high risk of hospitalisation, amputation and death, and 
also reduces the quality of life of patients. In the context 

of an ageing population, poor adherence to treatment and 
limited access to specialised care, there has been a steady 
increase in the number of patients with complications, 
leading to significant costs for the healthcare system. This 
necessitates the improvement of clinical risk stratification 
methods and the development of timely therapeutic and 
diagnostic interventions to prevent serious consequences, 
including amputations.

The pathogenesis of diabetic foot involves the forma-
tion of clinical factors that determine the unfavourable 
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contributed to improved organ preservation outcomes. The 
authors noted the need for further standardisation and ad-
aptation of AI approaches to the conditions of specialised 
surgical centres.

Despite numerous studies, the issue of early prediction 
of amputations in diabetic foot ulcers remained understud-
ied, especially in terms of combining clinical, laboratory, 
and instrumental indicators. The aim of the study was to 
test the developed algorithm for assessing the risk of am-
putation in patients with diabetic foot syndrome in a clini-
cal case, followed by determining the role of a podiatrist in 
the team management of such patients.

e MATERIALS AND METHODS
The clinical case was assessed using the author’s step-by-
step algorithm for clinical assessment of the risk of am-
putation, developed on the basis of international recom-
mendations from the International Working Group on the 
Diabetic Foot [12], the American Diabetes Association [13] 
and the National Institute for Health and Care Excel-
lence [14] (Ukrainian patent No. 137472, 2025). As part of 
the algorithm testing, the following clinical case was ana-
lysed. An 82-year-old female patient, a resident of Brova-
ry (Kyiv region), with type 2 diabetes mellitus for more 
than 12 years and low adherence to therapy, complained 
of swelling, redness and increased local temperature in 
the anterior part of the right foot, which occurred after 
self-application of celandine juice to remove a callus. Med-
ical history: arterial hypertension, peripheral sensorimotor 
neuropathy, no previous ulcers or amputations. Family his-
tory includes diabetes mellitus (mother had type 2 diabetes 
mellitus with the development of neuro-ischaemic diabet-
ic foot syndrome), hypertension and cardiovascular events 
before the age of 60 (father had a myocardial infarction). At 
the time of admission, the patient was taking metformin 
(1,000 mg/day) and amlodipine (5 mg/day) irregularly, and 
her glycaemia was monitored sporadically (fasting glucose 
level – 11 mmol/L). During the examination, pastosity and 
hyperemia of the I-II toes and the dorsal surface of the 
right foot, hyperkeratosis, scales, and isolated skin cracks 
were detected. The nail plates were deformed and thick-
ened, characteristic of chronic onychomycosis (Fig. 1).

course of local lesions. A study by H.  Gong  et al.  [3] em-
phasised that the combination of infection and peripheral 
arterial insufficiency significantly increases the risk of limb 
loss in hospitalised patients. It has been shown that such 
changes lead to an increase in the frequency of surgical in-
terventions shortly after the initial visit. At the same time, 
clinical predictors of major and minor amputations were 
studied in a study by K.T. Okur et al. [4], which emphasised 
the need for stratification according to the location and 
depth of the lesion. The authors stressed that even with 
the same lesion size, the prognosis can vary significantly 
depending on the degree of tissue ischaemia. A system-
atic review by R. Forsythe et al. [5] analysed the prognos-
tic value of inflammatory markers, leukocytes, C-reactive 
protein and albumin, which could potentially be used as 
laboratory indicators of the risk of amputation. However, 
the significant variability of these indicators between pop-
ulations limits the possibility of standardising laboratory 
stratification. The promise of new treatment approaches in 
Ukrainian practice is demonstrated in the work of O. Pe-
trenko et al. [6], where the use of topical plasminogen was 
accompanied by a decrease in the frequency of amputa-
tions. At the same time, the authors emphasised the need 
for standardised clinical pathways for the management of 
such patients.

Classification systems for foot lesions served as the ba-
sis for clinical stratification of amputation risk, but their 
predictive accuracy varied significantly. Within the Wagner 
scale, D.G. Armstrong  et al.  [2] established a relationship 
between stage progression and an increase in the frequen-
cy of surgical interventions, but noted that this classifica-
tion did not take into account the severity of the infectious 
process. The integration of the Perfusion, Extent, Depth, 
Infection, Sensation (PEDIS) and Site, Ischemia, Neuropa-
thy, Bacterial Infection, Area, Depth (SINBAD) systems, as 
shown by A.S. Kaka et al.  [7], allowed for a more accurate 
prediction of the risk of complications through a combined 
assessment of ischaemia, infection and neuropathy. How-
ever, even these systems remained limited in their inter-
pretation of the complex interaction of pathogenetic fac-
tors. A study conducted by A.S. Ivanova et al. [8] presented 
the experience of implementing combined classifications 
in specialised institutions in Ukraine, demonstrating their 
practical effectiveness in reducing the frequency of ampu-
tations. The authors emphasised the importance of adapt-
ing international scales to the clinical conditions of the 
national healthcare system.

Researchers have focused on creating models for pre-
dicting amputations using machine learning and artifi-
cial intelligence (AI) methods. In a comparative study by 
Z.  Liu  et al.  [9], gradient boosting models showed higher 
accuracy in predicting major amputations among patients 
with diabetic foot ulcers than traditional logistic algo-
rithms. The authors emphasised the importance of varia-
bles such as duration of diabetes, C-reactive protein level, 
and patient age as key predictors. The use of explainable 
AI in risk factor analysis was demonstrated by C.W. Oei et 
al.  [10], who noted that the inclusion of the systemic im-
mune inflammation index increased the clinical interpret-
ability of the models. In a study by S.D. Shapoval et al. [11], 
clinical and analytical prediction algorithms were com-
bined with multidisciplinary patient management, which 

Figure 1. Initial condition of the anterior part  
of the right foot when the patient was admitted

Source: created by the author
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There was no palpation pain, and temperature and pain 
sensitivity were reduced when tested with a 10-gram mono-
filament. The pulsation in the dorsal artery of the foot was 
determined to be sharply weakened, indicating a decrease 
in peripheral blood flow. The patient’s shoes did not fit her 
feet, had stiff edges and created excessive pressure on the 
affected area, and foot hygiene and prevention rules were 
partially followed. Based on the podiatrist’s 15-point as-
sessment card, the patient was classified as being in the red 
zone of high risk of amputation (7 out of 15 points), which 
required urgent referral to an endocrinologist and vascu-
lar surgeon, as well as limiting podiatric interventions to 
non-traumatic manipulations. Repeat examinations were 
performed after 7 and 14 days in accordance with the stand-
ards for monitoring the treatment of diabetic foot syn-
drome [14]. The examination on the 7th day allowed to mon-
itor the early clinical response to therapy, ensure that there 
was no deterioration, and evaluate the effectiveness of off-
loading. The examination on the 14th day coincided with the 
end of the treatment course, included a reassessment using 
the author’s risk chart, and made it possible to determine 
the consistency of positive dynamics and changes in the to-
tal risk score. The study used a sterile anatomical scalpel, 
manual podiatric instruments (scissors, forceps, dissector), 
0.05% aqueous chlorhexidine solution, soft offloading pads, 
interdigital fixator (I-II fingers) and sterile aseptic dressings.

The preparation and description of the clinical case 
were carried out in accordance with the ethical princi-
ples of the Declaration of Helsinki World Medical Associ-
ation [15] and the requirements of Good Clinical Practice 
ICH GCP E6(R2) [16]. Before collecting data, the patient’s 
written informed consent was obtained to include clinical 
information and photographs in a scientific publication, 
provided that personal data was completely anonymised. 
The patient was informed about the purpose of using the 
information, possible risks, benefits, confidentiality, and 
the right to refuse participation at any stage without prej-
udice to further medical care.

e RESULTS AND DISCUSSION
The study resulted in the development of a step-by-step 
algorithm for clinical assessment of the risk of amputation, 
which is presented in the form of a 15-point podiatrist’s 
card (Fig. 2). The card contained five sections: medical data 
(up to 3 points), foot examination (up to 4 points), hygiene 
and behaviour (up to 3 points), footwear and pressure fac-
tors (up to 3 points), and the podiatrist’s action strategy 
(up to 2 points). the final score allowed the risk zone to be 
determined: green (low risk 13-15 points), yellow (moder-
ate risk 10-12 points) or red (high risk <9 points). Further 
application of the algorithm demonstrated its effective-
ness in clinical settings.

Figure 2. Podiatrist’s assessment card for working with patients with diabetes
Note: patented (No. 137472, 2025)
Source: created by the author

During initial visit, the patient showed signs of inflam-
matory damage to the front part of right foot, which led to 
the start of intensive medical intervention according to the 
author’s algorithm. Accordingly, a comprehensive podiatric 
approach was applied, including local gentle intervention, 
antiseptic therapy, offloading of the affected area, medical 
and health education of the patient, systemic antibacterial 
support, and referral to specialised specialists. At the first 
stage, gentle mechanical treatment of the wound surface 

was performed with a sterile anatomical scalpel and a man-
ual podiatric instrument, removing superficial necrotic 
layers and hyperkeratosis in order to reduce peripheral in-
flammation and improve tissue oxygenation. Immediately 
after that, the affected area was treated with a 0.05% chlor-
hexidine solution, offloaded with soft pads, which allowed 
to eliminate local pressure on the front of the foot and 
fix the I-II toes, and a sterile aseptic bandage was applied 
(Fig. 3). The patient and her relatives were trained in the 
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technique of bandaging, after which they independently 
changed the dressings daily at home for the next 6 days, 
observing a gradual decrease in hyperemia and pastosity.

The next step was to teach the patient and her relatives 
how to care for her feet: daily inspection of the soles and 
between the toes using a mirror, washing with warm water 
and neutral pH soap without soaking, thorough drying of 
the interdigital spaces, application of emollients to dry ar-
eas of skin, but not between the toes; wearing socks made 
of natural fabrics, changing them twice a day, wearing com-
fortable shoes that fit well and have soft insoles. Emphasis 
was placed on the mandatory control of glycaemia, refusal 
of aggressive home methods of self-treatment of calluses 
(salt, celandine, peroxide, salicylic acid) and the need for 
immediate medical attention in case of cracks, blisters or 
skin discolouration. Educational work was aimed at increas-
ing adherence to prevention and recurrence prevention.

Due to the high systemic risk, urgent referral was 
made on the day of the initial visit to an endocrinologist 
for correction of hypoglycaemic therapy and to a vascular 
surgeon to rule out critical ischaemia of the lower extrem-
ities and assess the need for further examination (Doppler 
ultrasound of the vessels, determination of the ankle-bra-
chial index). This confirmed the absence of acute arterial 
obstruction and allowed the conservative strategy of local 
podiatric treatment to be continued. To prevent the spread 
of the infection, Augmentin 875/125 mg (1 tablet twice dai-
ly for 5 days) was prescribed. To prevent antibiotic-asso-
ciated intestinal dysbiosis, the probiotic Neoflorum (1×109 

colony-forming units/tablet) was recommended at a dose 
of 1 tablet once a day for 14 days. The patient tolerated the 
treatment well, with no side effects noted, which allowed 
for high adherence to the treatment strategy. During the 
first 7 days of therapy, the clinical condition was character-
ised by a progressive reduction in oedema and stabilisation 
of skin colour, with the colour tone changing from hyper-
emic pink to a pale pink more characteristic of epitheliali-
sation, without perifocal areas of inflammation.

During the second week of observation, against the 
background of continued systemic antibacterial and probi-
otic therapy, local podiatric care and the use of an individu-
al orthosis, a gradual increase in signs of regeneration was 
observed. The appearance of the affected area was char-
acterised by the absence of hyperemia and oedema, clear 
delineation of the contours of the toes, a decrease in the 
density of hyperkeratotic layers, and the appearance of a 

Figure 3. Offloading and initial bandaging  
of the affected area of the foot

Note: a – soft foam pads installed to offload the forefoot; b – 
aseptic bandage after mechanical and antiseptic treatment
Source: created by the author

After the swelling went down and the soft tissues sta-
bilised (on day 7), a customised interdigital orthosis made 
of medical-grade silicone was made and fitted, which kept 
the contractured areas separated and reduced surface fric-
tion when walking (Fig. 4). An aseptic bandage continued 
to be applied daily for 3 days after the orthosis was in-
stalled, which prevented re-traumatisation of the damaged 
area and created conditions for the formation of a granula-
tion ridge, confirming the activation of recovery processes.

Figure 4. Fitting an individual  
silicone interdigital orthosis

Source: created by the author

a

b
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pale pink area of epithelialisation in the centre of the pri-
mary lesion (Fig. 5). The patient did not report pain when 
walking, and complaints of a feeling of fullness and local 
heat disappeared.

On the 14th day of treatment, the foot condition was re-
assessed using the author’s 15-point podiatrist scorecard. 
The total score increased from 7 to 11, which correspond-
ed to a transition from the red (high risk of amputation) 
to the yellow (moderate risk) zone. This was the result of 
improved scores in section B “Foot examination”), where 
the score increased from 1 to 3 due to reduced inflamma-
tion and signs of epithelialisation, as well as in sections C 
(“Hygiene and behaviour”) and D (“Footwear and pressure 
factors”), where, thanks to training and the selection of or-
thoses, the score rose to 2 instead of the initial 1. The max-
imum score of 2 remained stable in section E (“Podiatrist’s 
treatment strategy”) as the plan of therapeutic and diag-
nostic interventions was adhered to. Clinically, this was 
reflected in the stabilisation of foot tissue homeostasis, the 
absence of indications for amputation, and the formation 
of an epithelialisation ridge. At the same time, blood glu-
cose levels remained elevated (9-11 mmol/L), necessitating 
increased endocrinological monitoring. The objective dy-
namics are summarised in Table 1, which showed a clear 
improvement in four of the five sections of the card and 
confirms the effectiveness of the comprehensive algorithm 
for clinical assessment of the risk of amputation.

Source: created by the author

Figure 5. Condition of the right foot  
on the 14th day of treatment

Source: created by the author

Card section Maximum points Before treatment After treatment Comments on dynamics

A. Medical data 3 2 2 Therapy control has been partially improved.

B. Foot examination 4 1 3 Reduction of hyperemia, edema, 
epithelialisation.

C. Hygiene and behaviour 3 1 2 Refusal of self-help, compliance with 
recommendations.

D. Footwear and pressure 
factors 3 1 2 Offloading, use of orthosis.

E. Podiatrist’s treatment 
strategy 2 2 2 The action plan has been followed.

Total score 15 7 11 Transition from the red to the yellow zone.

Table 1. Dynamics of clinical assessment according  
to the author’s 15-point podiatrist card against the background of treatment

The results confirmed that the use of a structured al-
gorithm for clinical assessment of the risk of amputation 
using the author’s 15-point podiatrist card, gentle local 
interventions, offloading, educational work and multidis-
ciplinary routing allows to quickly stabilise the condition 
of the diabetic foot and reduce the risk of amputation, em-
phasising the key role of the podiatrist as a primary care 
specialist capable of timely identifying critical changes 
and initiating preventive measures. The application of the 
author’s algorithm with a step-by-step assessment of the 
clinical risk of amputation showed high efficiency during 
a two-week observation period. The patient’s transition 
from the critically dangerous red zone to the moderate 
yellow zone was accompanied by a reduction in local in-
flammation, improvement in perfusion parameters, and 
the creation of conditions for wound healing. The greatest 
contribution to the positive dynamics was demonstrated 
by gentle local interventions and offloading technologies, 
while glycaemic control and behavioural modification re-
mained the most difficult components for the patient, lim-
iting the possibility of achieving low risk in the short term.

The reduction in the risk score from 7 to 11 within 
14 days reflected not only an improvement in the local  

condition of the foot, but also a clear impact of behavioural 
modification and the implementation of a structured po-
diatric stratification algorithm. The patient experienced 
a reduction in inflammation, restoration of microcircula-
tion, stabilisation of tissue homeostasis and formation of 
an epithelialisation ridge, which, combined with the aban-
donment of aggressive home treatment methods, allowed 
to move from the red to the yellow risk zone. Compared 
to the data of T. Korkmaz et al.  [17], where even minimal 
behavioural modification reduced the risk of amputation 
from 35.4% to 21.7%, the results obtained confirmed the 
importance of the educational component of podiatric 
care. A study by C. Gazzaruso et al. [18] showed that com-
prehensive multidisciplinary interaction with a podiatrist, 
vascular surgeon, and endocrinologist forms the basis for 
successful conservative management, which is fully con-
sistent with the routing applied in this case. At the same 
time, M.S. Aydın et al.  [19] emphasised that a normalised 
systemic inflammatory background is necessary for a long-
term reduced risk of amputation, which was not achieved 
in the patient under study, determining the need for fur-
ther endocrinological correction. This observation is fully 
consistent with the conclusions of M. Klymenko [20], who 
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highlighted that persistent low-grade inflammation under-
lies multiple chronic metabolic and microvascular compli-
cations, including impaired tissue repair and recurrent le-
sions, thus complicating the conservative management of 
diabetic foot syndrome. Comparable conclusions are pre-
sented by F. Afshar et al. [21], where it was emphasised that 
optimisation of the ratio of neutrophils to lymphocytes in 
peripheral blood <3.8 after two weeks of treatment served 
as a predictor of stability of the result, which requires addi-
tional laboratory monitoring in further management.

The reduction in hyperemia, pastosity, and local signs 
of inflammation during the first two weeks of treatment 
demonstrated the important role of regular antiseptic 
treatment and gentle mechanical sanitation in stabilising 
early diabetic lesions. It was the removal of necrotic layers 
and hyperkeratosis that minimised the risk of bacterial col-
onisation and provided the tissues with access to oxygen, 
creating optimal conditions for epithelialisation. Scientists 
É. Senneville et al. [22] proved that systematic surface san-
itation in combination with antiseptics reduced the risk 
of osteomyelitis formation within the diabetic foot by two 
times, confirming the feasibility of early local intervention. 
The work of J. Hüsers et al. [23] showed that the inclusion of 
the indicator of the frequency of mechanical treatments in 
prediction systems significantly improved the accuracy of 
amputation risk assessment tools, which emphasised the 
importance of podiatric sanitation as an important var-
iable in mathematical models. A study by D.  Demirkol  et 
al.  [24] demonstrated that the frequency and quality of 
local wound treatment determined the difference between 
conservative healing and progression to surgical interven-
tion in more than 30% of cases, proving the critical role of 
biofilm removal. Similarly, R.G.  Frykberg  et al.  [25] noted 
that the absence of mechanical sanitation and antiseptic 
prophylaxis significantly reduces the effectiveness of even 
surgical reconstructive care, emphasising the leading role 
of the podiatrist as the first specialist capable of preventing 
the penetration of infection into deep tissues and thereby 
reducing the need for amputation.

In this case, the improvement in the local condition 
of the foot was largely due to the correct selection of the 
method of offloading the affected area, which ensured a 
reduction in microtrauma to the tissues, stabilisation of 
microcirculation and the creation of conditions for physio-
logical recovery. The use of soft silicone pads and an inter-
digital orthosis contributed to the reduction of pressure in 
the critical area of the I-II toes, which was accompanied by 
the formation of an epithelialisation ridge and a transition 
from the red to the yellow risk zone. A similar effect of bio-
mechanical correction was described by Z. Huang et al. [26], 
who showed that the use of individual offloading devices 
was associated with a 38% reduction in the frequency of 
lesion progression, but noted that the maximum effect 
is achieved only with simultaneous modification of foot-
wear. In the work of F.S. Yen et al. [27], it was proven that 
the use of orthopaedic offloading devices can prevent the 
formation of ulcers in 64% of patients with monoregional 
lesions, which is comparable to the dynamics obtained in 
this study, although the authors emphasised the limited 
result in the absence of daily compliance monitoring. A 
study by A. Azhar  et al.  [28] demonstrated that the com-
bined use of antibacterial therapy and orthotics prevented  

amputation in 79.4% of cases, confirming the feasibility of 
combining orthopaedic and pharmacological approaches 
used in this case. On the other hand, S. Stefanopoulos et 
al. [29] emphasised that the long-term effectiveness of of-
floading depends on the individualisation of the approach 
and the ability to adapt to changes in the shape of the foot, 
which determined the prospect of further improvement of 
stratification algorithms for the needs of a specific patient.

The patient’s adherence to hygiene recommendations, 
refusal of aggressive home procedures, and regular moni-
toring of the condition of the foot proved to be an important 
behavioural component that supported the positive local 
dynamics achieved by podiatric interventions. Daily visual 
inspection, thorough drying of the interdigital spaces, ap-
plication of emollients, and wearing of adapted footwear 
minimised the risks of re-traumatisation and secondary 
infection and contributed to the formation of an epithelial 
ridge. In the work of B. Peng et al. [30], it was shown that 
systematic implementation of preventive measures led to 
a reduction in the frequency of amputations from 27.1% to 
8.6%, which emphasised the critical role of adherence to 
recommendations even in patients with high baseline risk. 
W.W.  Han  et al.  [31] emphasised that strict adherence to 
hygiene and routing recommendations reduces the risk of 
sepsis by almost half, which is consistent with the positive 
evolution of the process in the patient under study. Accord-
ing to A.D. Popa et al. [32], a combination of daily care and 
wearing appropriate footwear can prolong the period of 
remission in almost 70% of cases, confirming the impor-
tance of the behavioural component in the prevention of 
recurrent lesions. At the same time, S. Smith et al. [33] not-
ed that without preventive measures, the risk of recurrence 
and increasing neurological complications may exceed 
50%, which justifies long-term podiatric support even after 
clinical stabilisation.

This clinical case clearly demonstrated the leading role 
of podiatrists in the system of primary prevention of am-
putations in patients with diabetic foot syndrome, where 
rapid risk stratification and early intervention are crucial 
for the formation of organ-preserving tactics. The use of 
the author’s 15-point card allowed not only to assess the 
degree of threat, but also to determine the limit of the 
permissible scope of podiatric manipulations, avoiding ex-
cessive actions that could provoke the progression of the 
lesion. The importance of rapid stratification is confirmed 
by the Australian recommendations of P.A.  Lazzarini  et 
al. [34], which state that a delay in risk assessment of more 
than 48 hours almost doubles the likelihood of amputation. 
In turn, the authors W. Jeffcoate et al. [35] emphasised that 
it is the podiatrist who should be the first point of contact, 
capable of early identification of prognostically unfavour-
able changes and initiating patient education. At the same 
time, F. Farine et al. [36] noted that adequate stratification 
allows both underestimation and oversaturation of inter-
ventions to be avoided, since it is errors in the choice of 
the scope of procedures that are associated with a 2-3-fold 
increase in the frequency of amputations. The study by 
C.K.  Perng  et al.  [37] showed that patients who were re-
ferred to a vascular surgeon within the first ten days of the 
onset of the lesion had a lower rate of progression to criti-
cal ischaemia (15.8% vs 34.1%), reflecting the need for rap-
id referral. The study by P.O. Gerasymchuk et al. [38] proved 
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that the results of modern technologies (e.g., vacuum ther-
apy) are most effective in early intervention, when the local 
process remains under the control of the podiatrist, which 
emphasised the importance of the author’s algorithm as a 
tool for timely routing.

The use of a structured algorithm with the author’s 
risk map ensured the timely detection of a high risk of 
amputation, the determination of the acceptable scope 
of local intervention, and the rapid referral of the patient 
to specialists, which is critically important in preventing 
the progression of the lesion. Thanks to a combination of 
gentle mechanical sanitation, offloading of the affected 
area, antiseptic therapy, and behavioural modification, it 
was possible to stabilise the condition of the foot tissues 
and reduce the clinical risk of amputation in less than two 
weeks. The results obtained are consistent with current 
international approaches, in which the podiatrist is con-
sidered the first point of contact, which is crucial in the 
primary prevention of diabetic foot complications through 
rapid stratification, tactical flexibility, and integration of 
the patient into a multidisciplinary care system. The use 
of such algorithms is particularly appropriate in high-risk 
groups  – elderly patients with low treatment adherence 
and severe neuropathy, where even minimal local lesions 
are highly likely to progress rapidly to amputation.

e CONCLUSIONS
The use of a structured algorithm with the author’s 
15-point podiatrist card in the management of a patient 
with diabetic foot syndrome allowed for timely stratifica-
tion according to the risk of amputation and the formation 
of a personalised trajectory of therapeutic and preventive 
interventions. The initial risk score was 7 out of a possi-
ble 15, which corresponded to the red zone (high risk of 
amputation) and led to restrictions on invasive procedures 
and urgent referral to an endocrinologist and vascular sur-
geon. The introduction of a complex of local interventions 
(gentle sanitation, antiseptic treatment, aseptic dressing), 
individual offloading and behavioural modification, com-
bined with educational work, contributed to the formation 
of conditions for the restoration of microcirculation on the 
5th day and the appearance of an epithelialisation ridge by 
the 14th day of treatment.

The positive dynamics of the local condition was re-
flected in the increase in assessment scores in the sections 

of the “Foot Examination” card, “Hygiene and Behaviour” 
and “Footwear and Offloading” sections of the card from 
1-1-1 to 3-2-2, respectively, which indicated the effective-
ness of the sanitation and offloading approach and the pa-
tient’s increasing adherence to the recommendations re-
ceived. The total score increased from 7 to 11, i.e. by 57.1%, 
which corresponds to a transition from the red to the yel-
low risk zone. At the same time, the preservation of subop-
timal control of systemic parameters (fasting glucose level 
9-11 mmol/L) and incomplete adherence to the preventive 
regimen indicated the need for continued endocrinological 
and behavioural supervision to prevent recurrence or pro-
gression of the lesion.

The presented clinical case confirmed the leading role 
of the podiatrist not only in the local prevention of diabetic 
complications, but also in the formation of a multidiscipli-
nary referral network that allows for the implementation of 
organ-preserving tactics in outpatient settings. The imple-
mentation of this algorithm contributedd to a reduction in 
the time from referral to clinical improvement (on average 
to 14 days), individualisation of the therapeutic strategy 
and increased objectivity of risk assessment, which makes 
it a promising tool for early intervention in podiatric care, 
especially among elderly patients with low treatment ad-
herence and severe neuropathy. Further research should 
include multicentre prospective studies involving a larger 
sample of patients to verify the algorithm and refine the 
prognostic value of the author’s card.
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Анотація. Метою роботи було створення клінічного алгоритму оцінки ризику ампутації для пацієнтів із 
синдромом діабетичної стопи та його апробація на прикладі клінічного випадку, з акцентом на визначенні 
провідної ролі подолога в межах мультидисциплінарної команди. Дослідження виконано як опис клінічного 
випадку із застосуванням авторської 15-бальної карти стратифікації ризику, щадних локальних подологічних 
втручань, індивідуального розвантаження, поведінкової модифікації та мультидисциплінарної маршрутизації з 
подальшим оцінюванням динаміки за 7- та 14-денним протоколом спостереження. Упродовж 14 діб спостереження 
впровадження структурованого клінічного алгоритму забезпечило прогресивне покращення локального стану 
стопи: вже на 7-й день спостерігалося зменшення гіперемії, пастозності та болю, а до 14-го сформувався виражений 
епітелізаційний валик по краю дефекту, що свідчило про активацію репаративних процесів. Загальний бал за 
оцінковою картою підвищився з 7 до 11, відображаючи перехід пацієнтки з високого ризику ампутації до помірного. 
Секційні бали локального огляду зросли з 1 до 3, поведінкової секції – з 1 до 2, а корекції навантаження – з 1 до 
2, що підтвердило ефективність щадної санації, антисептики, розвантажувальних прокладок та міжпальцевого 
ортеза. Позитивна динаміка супроводжувалась підвищенням комплаєнсу пацієнтки й відмовою від травмувальних 
домашніх маніпуляцій. Водночас рівень глікемії залишався підвищеним (9-11 ммоль/л), що зумовлює необхідність 
тривалого ендокринологічного контролю та профілактики рецидивів. Впровадження подологічного алгоритму з 
ранньою стратифікацією, щадними локальними втручаннями, індивідуальним розвантаженням та поведінковою 
корекцією дозволило досягти клінічно значущого зниження ризику ампутації вже протягом 14 днів лікування. 
Отримані результати можуть бути використані подологами, сімейними лікарями та ендокринологами у практиці 
амбулаторної допомоги для ранньої стратифікації ризику, оптимізації обсягу втручань і своєчасного направлення 
пацієнтів із синдромом діабетичної стопи з метою профілактики ампутацій

Ключові слова: подолог; стратифікація; розвантаження; уражена ділянка; запалення; антисептична обробка; 
санація
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