
 

 

iii STORY 

A 54 year old teacher presented with a history of 

non-insulin dependant diabetes and hypertension. 

The patient was also severely obese. Over a period 
of one year, the patient developed an ulcer on the 

plantar aspect of the right foot in  the medial longi-

tudinal arch area. The lesion presented with a dia -

meter of approximately 5cm and a depth of 2cm. 

 
Figure 1. I t was decided that Iruxol be used. The 

p rocedu re  was  a  o nce  dai ly  app li cat ion .  Th e 

wo u nd  wa s  fi r st  c lea n ed  wi th  n or ma l s a lin e 
s o lu t i o n .  C i ca t r i n  p o wd er  a n d  I r u xo l  w er e  

applied. Wound was closed by Opsite Flexigrid. 

Figure 2. At three weeks the surrounding hyper - 
ker a t o si s  wa s  r ed u ced  and  wo u n d  s i z e  wa s  
smaller. 

Another excellent choice of treatment is 

using collagenase clostridiopeptidase (lrux01) 

mono ointment. Inixol digests strands of necro-

tic collagen and debrides the wound allowing 

normal granulation to take place. It must bepointed 

out that the Inixol must be left on for 24 hours to 

be effective. (see case report). lruxol should be 

terminated once r,ramilation and epitheliasation is 

well established. 

Deeper infections must be treated with anti-

biotics. If the infection appears to be absolutely 

limited to the peri-wound area and is only mini-

mally invasive, then oral antibiotics and close 

outpatient management is warranted. Most 

infected chronic wounds are polyinicrobial in 
nature in the diabetic scenario, and broad spec-

trum coverage is required. These wounds will 

often have gram positive and gram negative 

aerobes, as well as anaerobic bacteria. It is impor-

tant to note that even though culture results 

show only one organism, the presence of occult 

organisms is frequent in the diabetic. Amoxi -

cillin covers the majority of non penicillin - 

allergic patients. Dosage is 500 in?.; 8 hourly. In 

patients that are allergic to penicillin, a combina-

tion of clindamycin, and ciprofloxacin, inay be 

used. These drugs cover gram positive, gram 

negative, and anaerobic organisms. The patients 

should be instructed to monitor their wounds 

closely. If osteomyelitis is present, a 6 week 

course of intravenous antibiotics should be 

given, either at home or in hospital. 
Limb threatening infection 

Patients that are febrile, with cllulit is  or s igns 

o f  in vas ive  illn ess  m ay  n eed  to  be admi t ted 

fo r  in t r a ve n ous  an t ib i o t i cs  an d  s u r g i c a l  

debride in ent. 

SURGICAL DEBR1 DEM ENT 

Debridement of non-healing wounds is of 

param oun t  im po r t an ce .  Th e  pu rp os e  is  t o  
remo ve  heavily contaminated tissue that can 

potentially  allow organisms to invade deeper 

tissue. The process of debridement removes 

necrotic, devitalized tissue. Any devitalized 

tissue remaining in  a  wo u n d  p ro m o tes  fu r th e r  

in fe c t io n  an d  further delays healing. 
Deep  d eb r id em en t  o f  n ecro t ic  t is s u e  to  a 

strong bleeding surface of bone and muscle with 

contractile evidence is essential. Wounds in  con -

tact  with  fran k puru lence  should  be  le ft  open.  
As the wound heals it  ga ins res istance to  infec -

t ion and  a choice can be made at that  time 

whether to close the wound, with or without a 

graft, or to leave the wound open. 

Wounds left open have an increase in vas -

cular permeability. Int ravascular fluids leak into 

the wound. Fibrinogen, one of the protein fluids 

present in the wound, is not reabsorbed by the 

lymphatics and forms into fibrin. The fibrin acts 

as a coagulum over the wound and incorporates 

the bacteria. This seals it, preventing contact 

with antibiotics. When the fibrinous coagulum 

i s removed with  in terval  debridement  the 
antibiotic therapy becomes more effective. The 
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