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Risk factors for amputation in patients with diabetic foot”
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[Abstract] Objective To explore the risk factors for amputation in patients with diabetic foot (DF).
Methods A total of 391 DF patients in the hospital from January 2015 to March 2019 were retrospective ana-
lyzed. The patients were assigned to either the amputation group or non-amputation group according to wheth-
er amputation occurred during hospitalization. The general information, laboratory tests, comorbidities and
complications associated with diabetes, ulcer characteristics and its intervention were compared between the
two groups. Multivariable logistic regression analysis was performed to assess the association between the risk
factors associated with amputation. Results Compared with the non-amputation group,the patients with am-
putation were likely to be older,higher level of white blood cell more serions degree of infection. Moreover, the
proportion of alone-living, peripheral arterial disease,deeper ulcer, Wagner grade=3,debridement, the use of 2
or more antibiotics and lower limb revascularization was more common,but albumin level was lower. Further-
more, multivariable logistic regression analysis showed that Wagner's grade (OR =1. 813,95%CI:1.115—
2.847;P=0. 010), peripheral artery disease (OR =5. 681,95% CI:2. 801 —11. 524; P <C0. 001), infection
(OR=2.881,95%CI :1.088—3.449; P=0.025) and living alone (OR =4. 924,95%CI :1. 700—14. 262; P =
0.003) were independent risk factors for amputation in patients with diabetic foot. Conclusion Wagner grade,
severe ischemia of lower limbs, serious infection and living alone are closely associated with amputation of DF
patients,so clinicians should pay attention and intervene.
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