Answers
1. Given the current scenario the likely diagnosis is diabetic foot infection (DFI).
2. Neuropathy, vascular insufficiency, joint deformities ( charcots joint),
 hyperglycemic and other metabolic abnormalities are all risk factors for developing DFI.

3. Infectious diseases society of America’s classification of DFI [image: ]
4. This is a chronic diabetic foot infection.   In such chronic infections osteomyelitis should to be ruled out.
5.  DFI are polymicrobial, comprising of gram negative and positive organisms with anaerobes.
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6. The first step in treating a patient with DFI is to determine the need for hospitalization. Mild to moderate infection can be treated as outpatient but severe infection need hospitalization. 
Wound swabs are rarely helpful as they usually represent skin flora, but whenever possible bone or deep tissue cultures should be acquired to isolate the microorganism. In chronic infections besides clinical evaluation inflammatory markers like ESR and CRP may help in monitoring therapy.
Radiological imaging may aid in diagnosing purulent collection and osteomyelitis.

Mild DFI, may be treated with oral antibiotics like Amox/clav or Clindamycin. Antibiotic therapy of 1-2 week may suffice.

Moderate DFI, may be complicated or uncomplicated.
Uncomplicated moderate DFI may be treated with parenteral or oral antibiotics  or a combination depending on its severity. 2-3 week antibiotic therapy may suffice.
Moderate DFI, complicated by critical limb ischemia or osteomyelitis requiring surgical debridement or amputation should always be  treated with parenteral antibiotics like Piperacillin/tazobactam or Carbepenems (Imipenem)  in anti-psuedomonal doses*. Vancomycin may also be added to the regimen if MRSA is suspected or previous MRSA colonization is documented. Therapy may be prolonged to 4-6 weeks if osteomyelitis is present.

Severe DFI, with systemic signs and systems need aggressive surgical debridement along with parenteral antibiotics.

Wound care and good glycemic control are essential for wound healing.
Use this opportunity to reinforce life style modifications, ensure compliance and assess for other complications (diabetic retinopathy and nephropathy). 
Remember diabetes is a systemic disease and needs multidisciplinary approach. 
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*Anti-pseudomonal doses differ then normal drug doses. For normal Cr Cl antipseudomnal doses for Piperacillin/Tazobactam is 4.5 q6h and Imipenem 1 gm q8h.
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Table 3. Microbiology of DFIs

Acute Wounds Chronic Wounds
S aureus ‘Gram-positive coc
B-hemolytic streptococci MRSA
(groups A, B, C, and G) Enterobacteriaceae
Obligate anaerobes
P aeruginosa and other
nonfermenters
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Lacks purulence or other manifestations of infection Uninfected
Presence of 22 manifestations of inflammationt
Cellulitis extends <2 cm around ulcer

Infection limited to skin or superficial tissues
No other local complications or systemic iliness.

Infection (as above) in a patient who is systemically well and
metabolically stable, butwho has 21 of the following:
Cellulitis >2 cm

Lymphangitic streaking

Spread beneath the superficial fascia

Deep tissue abscess

Gangrene

Involvement of muscie, tendon, joint, or bone

Moderate

Infection in a patient with systemic toxicity or metabolic instability
(fever, chills, tachycardia, confusion, vomiting, leukocytosis, acidosis, Severe
severe hyperglycemia, azotemia)
*Footischemia may Increase severty,the presence o criicalischermiaoften makes the infection severe.
1Erythema, tenderness or pain, sweling o induration, local warmih
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