
Introduction 
In diabetic patients, sensory neuropathy combines a lack of protective 

sensation with unaccommodated foot deformities and so allows patients 

to put themselves at great risk of undue sudden or repetitive stress that 

leads to the formation of an ulcer.1 Approximately 15% of patients with 

diabetes develop a foot ulcer at some point. Diabetic foot ulcers are at a 

greater risk of infection and possible amputation than non-diabetic foot 

ulcers partially because the normal physiological steps of the wound 

healing process in these patients are impeded.  

Case study 
A 25 year-old female patient with poorly controlled type 2 diabetes on 

gliclazide (HbA1c 14%) had a history of foot problems, namely cavoid 

foot shape with high plantar pressures. She had sensory neuropathy and 

had developed a corn on the dorsum of the right fourth toe after wearing 

inappropriate shoes (heeled court shoes). A proprietary treatment failed 

to resolve the corn, the tissue broke down and an acute soft tissue 

infection developed. The infection was initially treated with flucloxacillin 

500 mg qds, however the patient could not tolerate this and chose to 

stop the treatment without medical advice after 2 days. The patient 

became systemically unwell and 12 days after the development of the 

infection she was admitted to hospital as an emergency case. At this 

time, the soft tissue infection was extensive, cellulitis was affecting the 

entire right foot to the ankle and there 

was deep abscess formation / pus collection to right forefoot (Figure 1). 

Figure 1. Diabetic foot ulcer on admission to hospital 

The wound was surgically debrided with excision and drainage to the 

right foot (Figure 2). The surgeons selected Inadine®, gauze and a 

bandage as the primary wound dressing. Augmentin® was administered for 

4 weeks.  Novomix® 30 insulin was commenced to achieve optimal 

diabetes control. After 12 days the patient was referred to the diabetic 

foot team and the treatment regime was changed to Flaminal® Forte with 

super absorbent dressing as the secondary dressing. The wound measured 

75 x 40 mm. Dressing changes were twice weekly initially. 

Figure 2. Diabetic foot ulcer following surgical debridement 

After 3 days the patient was discharged from hospital. The treatment regime 

of Flaminal® Forte with super absorbent dressing was continued. After 6 weeks the 

wound was pink and granulating, the tendon remained exposed and the wound 

had reduced in size to 55 x 30 mm (Figure 3). After 13 weeks the wound had a 

pink, granulating base, the tendon was covered and the wound measured 

20 x 17 mm (Figure 4). The dressing had begun to adhere to the wound bed 

and so the treatment regime was changed to Flaminal® Hydro and super absorbent 

dressing weekly. Full healing was achieved in 16 weeks. 

Figure 3. Diabetic foot ulcer at Week 6 

Figure 4. Diabetic foot ulcer at Week 13 

Discussion 
The rapid deterioration of this wound from a corn to a deep ulcer which 

reached the tendons is not atypical of diabetic foot wounds. Successful 

treatment of diabetic wounds requires early intervention. Debridement 

should be considered the first step in the management of diabetic foot 

ulcers. It allows the removal of necrotic tissue which may impede 

healing and allows an accurate assessment of the wound to be made, 

thus ensuring the most appropriate treatment plan is adopted. 

Dressing selection tends to be based on clinical experience, wound 

assessment and patient preference. Augmentin® was prescribed for 4 

weeks only, and as the wound was discharging serous exudate a highly 

absorbent antimicrobial dressing was deemed necessary. 

Flaminal® was selected as a primary dressing based on positive previous 

experience.  It has antimicrobial properties and is available in two 

formulations; Flaminal® Forte is indicated for moderately to heavily 

exuding wounds whilst Flaminal® Hydro is indicated for lightly to 

moderately exuding wounds. Super absorbent dressing is a highly 

absorbent secondary dressing. In this patient, the use of Flaminal® 

Forte/Hydro with super absorbent dressing facilitated healing in a 

relatively short time and thus avoided the need for a 

skin graft. 

Peripheral sensory neuropathy, deformity, and trauma form a critical 

triad most commonly seen in patients with diabetic foot ulcers, with all 

three of these risk factors being present in 65% of diabetic foot ulcers.2 

Patients with a history of foot ulcers are at increased risk of future 

recurrence. Therefore, meticulous attention to foot care and immediate 

treatment of foot injury is essential to help minimize this risk of further 

ulceration and the real risk of limb amputation. Multidisciplinary 

management which addresses various aspects of care, regular review by 

an appropriately trained professional, appropriate skin care and properly 

fitting shoes, is fundamental to the care of diabetic patients. 

Conclusion 
Surgical debridement, followed by wound treatment with the 

antimicrobial dressing Flaminal® in combination with super absorbent 

dressing facilitated healing and thus prevented further tissue destruction 

in a young patient with poorly controlled diabetes. 

Key points 
• Ulcer formation in diabetic patients frequently occurs as a result of the

combination of sensory neuropathy and unaccommodated foot

deformity with repetitive stress or trauma

• Successful treatment of diabetic wounds requires early intervention

by a multi-disciplinary team

• Use of Flaminal® as an antimicrobial dressing combined with

super absorbent dressing facilitated healing of an infected ulcer in a

young patient with poorly controlled diabetes

• Meticulous foot care is essential to prevent the reccurrence of such

limb threatening episodes in diabetic patients

• Optimisation of metabolic control in diabetic patients is an important

aspect of the multidisciplinary management of foot ulcers
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