Annales Universitatis Paedagogicae Cracoviensis
Studia Naturage, 5: 159-176, 2020, ISSN 2543-8832
DOI: 10.24917/25438832.5.11

wersitay,
\3(\\ l@%

Grazyna Sroka

University of Jozef Dietl in Krakéw, Legnicka 5 St., 31-216 Krakow, Poland; grazyna.sroka73@gmail.com

Prevention and care of diabetic foot syndrome —
an assessment of respondents’ competence

For many diseases, complications arise that could have often been prevented by ear-
lier intervention. This is particularly relevant to complications in chronic diseases.
Many disease complications start with skin damage, especially in metabolic diseases,
of which diabetes is one of the most common (King et al., 1998; Karvonen et al., 2000;
Zielinski et al., 2014; Benoit et al., 2020). Such damage can be countered by taking
various types of preventive measures. This refers to a preventive orientation of diag-
nostics and treatment of complications in large disease populations. Early protection
of the skin of the feet relates significantly to the prevention of disease syndromes in
the course of diabetes complications (Hoffstad et al., 2015). For this reason, there is
a need for planned, multi-directional skin protection. Preventive foot skin protection
requires, first and foremost, quality diabetes treatment and specialised, planned leg
skin hygiene (Taton et al., 2013). Pathological conditions of the lower limbs, that de-
velop within the arterial, venous and lymphatic vessels, can lead to disorders in the
functioning of cells, then tissues and, consequently, all of the limb structures (DiGio-
vani, Greisberg, 2010; Holman et al., 2012; Czeleko et al., 2014).

Diabetic foot syndrome (DES) is an infection of the lower extremities with ulcer-
ation and/or destruction of deep tissues, occurring in conjunction with neurological
disorders and peripheral vascular diseases of varying degrees. The first symptoms of
DFS are numbness and tingling in the foot, followed by swelling, discoloration of the
skin and changes in the appearance of nails. The feet become dry; small, difficult to
heal wounds and numerous corns and calluses form on them (Wujczyk, 2009). The
main risk factors for ulceration include improper levels of glucose in the body, ne-
phropathy, improper nutrition, impaired vision, older age and, above all, improper
foot hygiene (Kasperczyk, 2004).

The etiopathogenesis of DFS, one of the most common complications of diabetes,
is complex. The main pathogenetic factors of this disease syndrome are peripheral is-
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chemic changes, peripheral neuropathy, mechanical factors and various types of infec-
tions. Depending on the main etiological factor, diabetic foot may be ischemic, neu-
ropathic or mixed (Bernas, 2003; Gluszek et al., 2007). Ischemic DFS is the result of
progressive diabetic angiopathy (disease of a group of arterial vessels) (Kozek, 2002).
The resulting disorders are the result of atherosclerosis, sclerosis in small arterioles
and degenerative changes in the capillaries of the foot tissues (Koblik, 2005; Tuttolo-
mondo et al., 2015). The diabetic neuropathic foot syndrome develops as a result of
lesions of both the somatic and autonomic peripheral nervous system. After injuries,
it is the second most common cause of nerve damage (Boucek, 2006; Boulton et al.,
2004; Boulton, 2006; Levy, Valabhji, 2008). Whereas, mixed DFS combines ischemic
and neuropathic diabetic foot features. It results from the formation of both neuropa-
thy and angiopathy, dependent on similar clinical factors, such as duration of diabetes,
degree of metabolic control and genetic background (Koselak, 2014).

The risk of developing DFS according to Koblik (2005, 2008) is a concern in all
patients with diabetes. Taton et al. (2008, 2013) are convinced that the prevention of
DEFS begins with the diagnosis of diabetes. They claim that early prevention of diabetic
foot will protect against the risk of amputation of the lower limbs. They pay attention
primarily to preventive measures, e.g. foot exercises, careful skin care and controlling
blood supply and innervation. Koselak (2014) also wrote about the basis of preven-
tion, i.e. the patients education in the proper treatment of the DFS case. A huge role
in this prevention is assigned to the podologist, who ensures proper control of the
progressive destruction of the skin of the limbs (Swiderska, 2012). His knowledge of
various fields of medicine allows for the introduction of appropriate treatments and
care products. Therefore, he should be the first to inform the patient about possible
complications and to indicate methods of proper foot care.

The aim of this study was to (1) assess the practical knowledge of respondents from
three age groups on the subject of prevention and care in a DFS and to (2) identify
the most important areas of the podologist’s work in promoting the prevention of this
disease.

Research methodology

Evaluations, regarding knowledge about the care of diabetic foot, were made among
86 clients with diabetes randomly selected from a cosmetic salon in Krakow (Southern
Poland) within six months of visiting the salon. The research group was divided into
three age categories (Tab. 1). Unequal numbers in different age categories confirmed
the fact that diabetic complications are more common in older people (Taton et al.,
2013), which more often forces them to visit a podologist.
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Tab. 1. Characteristics of the statistical population taking part in the survey on feet care in diabetic foot
syndrome

Age range Gender z [%]
Male Female

I - 30-50 years old 3 6 9 10

II - 51-70 years old 14 19 33 38

III - over 70 years old 9 35 45 52

b 26 60 86 100

The study was conducted using a survey technique. In the chosen method, in
order to obtain the necessary information, a research tool was used, which was
appropriately designed the questionnaire of the survey. The questionnaire consisted
of 35 questions investigating knowledge about feet care — how to wash, moisturise,
massage, cut nails, remove layers of epidermis and use footwear, and awareness of
how to control glucose, normal body weight, blood pressure and other items. The
survey contains suggested questions (Appendix 1 - survey template). It was modelled
on the survey of July 31, 2014, National Health Fund as Annex No. 10 to ordinance
No. 88/2013/DSOZ. All respondents were informed about the aim of the research. The
content of the survey and how to complete it was explained in detail to the respond-
ents. The survey was anonymous.

In the statistical study, individual questions were assigned the following score:
“+1” point - if the answer was correct, “~1” point — if the answer was incorrect and
“0” points - if the respondent selected the answer “I do not know”. By providing all
correct answers, a respondent could receive a maximum of 35 points, while answering
all questions incorrectly would result in the lowest score of —35 points. Based on the
surveys, a comprehensive summary of all results was created in tabular form.

For the statistical analyses, the following were compared: correct, incorrect and “I
don’t know” answers given by respondents to survey questions in terms of numbers
and percentages, average survey scores for men and women in the analysed statistical
population, average survey score for the three age categories of respondents, the total
score achieved by all respondents to survey questions, the total score of the respond-
ents separately in the gender groups and the total score obtained by the respondents
for each of the three age groups.

To test the statistical significance of the average results for the female and male
groups, the student’s T-test for independent groups was used. Statistical differences
between the average results in three distinguished age groups of respondents were as-
sessed using the parametric one-way ANOVA test, using Tukey’s post hoc test. Statis-
tical significance for all tests was assumed at p < 0.05. Statistical tests were performed
using the Statistica v10.0 for Windows package.
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Fig. 1. Comparison of the total score obtained by all respondents on subsequent survey questions
(1-35 question numbers) regarding of diabetic foot care; N (number of respondents) = 86

Results of study

The numerical and percentage comparison of correct, incorrect and “I don’t know”
answers given by respondents to individual survey questions revealed that most peo-
ple correctly believe that an important element preventing diabetic foot is to control
glucose, blood pressure and maintain a healthy weight (94% of respondents). Re-
spondents know about the need for thorough drying of the space between the toes
in the prevention of diabetic foot (91% of them) and about checking the shoe before
wearing it in order to avoid mechanical injuries (93% of them). They also know that
smoking can lead to earlier development of DES (92% of respondents) (Appendix 2 —
survey summary table).

However, almost all respondents mistakenly believed that, for cutting the nail
plate, it is best to use a metal clipper (91% of respondents); it is actually easy to damage
the skin surfaces with this type of tool, which is very dangerous with a diabetic foot.
Respondents were also not aware of how many times a day they can change dressings
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Fig. 2. Comparison of the average scoring of surveys on diabetic foot care for the groups: Fe - Females
and Ma - Males, in the analysed statistical population; statistical significance between the examined
groups was tested by the student’s T test; differences were considered significant at p < 0.05

in the presence of fresh ulceration (84% of respondents); they did not know that it is
best to walk around the house in closed-toe slippers (88% of respondents), that they
should not wear soft-soled shoes (80% of respondents) or that it is not advisable to
moisten the space between the toes of feet with DFS (84% of respondents) (Appendix
2 - survey summary table; Fig. 1). On questions such as: Hydro massagers should be
used for foot massage; For removal of nail cuticles a special preparations should be used
to dissolve them; The most important thing when checking your feet is checking the dorsal
parts — almost half of the respondents answered “I don’t know” (Appendix 2 - sum-
mary survey table).

A comparison of the average scores of surveys for males and females in the ana-
lysed statistical population showed that males averaged 6.27 points (SD * 5.57) and
females 4.87 (SD + 4.45) (Fig. 2; Tab. 2). The results of the student’s T-test showed no
statistically significant differences in the average value of points between female and
male groups (p = 0.22).
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Tab. 2. Student T-test results for independent groups: Fe — Females, Ma — Males, t — test value; df - de-
grees of freedom; p — probability value; N - sample count, SD - standard deviation; the differences were
considered significant at p < 0.05

Test-T
Variable ~ Average Average ¢ df p N N +SD  4SD %lel;)t_ (W)
Fe Ma Fe Ma Fe Ma F(W)
Number of
. 4.87 6.27 -124 84 022 60 26 445 557 157 0.16
points

Age category; expected marginal averages; current effect: F(2. 83)=6.5625, p=.00226
Decomposition of effective hypotheses; vertical bars indicate 0.95 confidence intervals

Number of points

I I 11
Age category

Fig. 3. Comparison of the average scoring of surveys on the care of diabetic foot in three age categories of
respondents; I - from 30 to 50 years, II - from 51 to 70, III - above 70

However, the average scores for the three age groups were 6.00 (SD + 4.90) for age
group I, 7.53 for group II (SD + 4.71) and 3.72 (SD+4.37) for group III (Fig. 3; Tab. 3).

Tab. 3. The results of the parametric ANOVA test made to examine the significance of statistical differ-
ences between the average scores of respondents in the three age categories analysed; the differences were
considered significant at p < 0.05

One-dimensional significance tests for “Number of points”

Effect Degrees

$8 of fregedom MS F P
Intercept 1796.97 1 1796.97 87.079 0.000
Age category 270.86 2 135.43 6.562 0.002
Error 1712.87 83 20.64 - -
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The ANOVA test, used to determine statistical significance in the average sur-
vey score, showed that there were differences between the compared age groups (p =
0.002). Tukey’s post hoc test showed that these differences only applied to age groups
IIT and II (Tab. 4).

Tab. 4. Tukey’s post hoc test results regarding statistical significance between average scoring obtained in
three age categories of respondents; I - from 30 to 50 years, II - from 51 to 70, III - above 70; the differ-
ences were considered significant at p < 0.05

Variable - ‘Number of points’; approximate probabilities for post hoc tests;
error: MS intergroup = 20.637, df = 83; uneven N

No.
1 2 3
Age category 3.{7;3 7.{5§3 6.{0(})0
I 0.539 0.754
. 1 0.005 0.755
3. I 0.005 0.539

A comparison of the total score for individual questions by group, females and
males, showed that the surveyed females remembered to dry the space between the
fingers (56 points). They knew that important elements in avoiding the formation of
diabetic foot are to control glucose, blood pressure and strive to maintain a healthy
weight (55 points) and to check shoes (55 points) before wearing. They were aware
that smoking can lead to earlier development of diabetic foot (55 points). However,
the female respondents did not know that they should not cut nails with diabetic foot
with metal clippers (—55 points) or how many times a day they should change the
dressings in the case of foot ulceration (-55 points), etc. (Fig. 4A).

The same comparison in the male group revealed similar answers. Males also knew
that controlling glucose, blood pressure and striving to maintain a healthy weight (24
points) are part of avoiding diabetic foot formation. In addition, they knew that after
washing, it is best to dry your feet with a soft towel (24 points) and that they should
purchase socks made only from natural fibres (22 points). Males, like females, did not
know that they should not cut nails with diabetic foot with metal clippers (-23 points)
or that it is best to walk around the home in closed-toe slippers (22 points) (Fig. 4B).

A comparison of the total score of the respondents by age group showed that, in
age group I - i.e. 30 to 50 years old, respondents knew that after buying new shoes they
should allow their feet to gradually become accustomed to them, by daily walking for
10-15 minutes, and that after washing it is best to dry feet with a soft towel. They were
aware that controlling glucose and blood pressure and maintaining a healthy weight
are important preventive elements in DFS. This group of respondents knew to dry
the space between the toes and that they should not wear shoes on bare feet (9 points
for all answers). However, they were not aware that people with DFS should not walk
barefoot on the beach. They made the mistake of thinking that after buying new shoes,
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if there is skin abrasion, they should wait for healing and then the same shoes can
worn again (-9 points for all answers) (Fig. 5A).

In age group II - i.e. 51 to 70 years old, the respondents knew that only socks
made from natural fibers should be purchased (28 points). Other results in this group
were similar - i.e. respondents were aware of needing to control of glucose and blood
pressure and maintain normal body weight in the prevention of diabetes (28 points),
they knew that smoking can lead to earlier development of diabetic foot (28 points)
and they knew that it is best to dry feet with a soft towel (26 points). They also remem-
bered the need to dry the space between the toes (26 points). The weakest results for
this group were for the questions: Is it good to use metal clippers to cut the nail plate?
(=26 points), Should you walk in shoes with a soft sole at home? (24 points), Is it good
to walk around the home in open slippers? (=24 points) and How many times can daily
dressings be changed in the presence of fresh ulceration? (24 points) (Fig. 5B).

In age group III - i.e. over 70 years of age, respondents knew that smoking can lead
to an earlier development of DFS (45 points) and to check before putting on shoes that
there was nothing in them (44 points). They were aware of needing to control glucose
and blood pressure and maintaining normal body weight in diabetic prophylaxis (42
points). They performed most poorly on the questions: What is the best way to cut the
nail plate? (—43 points), How many times a day can the dressing be changed if there is
a fresh uncleration (—43 points), and Is it advisable to moisturise the space between the
toes in a diabetic foot? (37 points) (Fig. 5C).

Discussion

The study results were used to illustrate the most common mistakes in DFS care
among respondents of different genders and from different age ranges. There are
research studies that point to the essentiality of prevention in the treatment of di-
abetic foot but they are from the point of view of the role of a diabetologist (e.g.
Mrozikiewicz-Rakowska et al., 2013; Taton, 2014). To date, there are few studies
that demonstrate the essential role of a podologist against the background of the real
knowledge of respondents about feet care in DFS. Many diabetologists believe that
early prevention of diabetic foot will prevent amputation of the lower limbs (Bernas,
2003; Valabhji et al., 2010; Holmanet al., 2012; Hoffstad et al., 2015). They agree
that from the initial stages of diabetes the elimination of smoking, for example, is
necessary, and that regular monitoring of basic diagnostic parameters important for
diabetes is needed. An important role in this respect is served by, for example, foot
exercises, careful skin care and controlling blood supply and innervation (Bowering,
2001; Boulton, 2006).
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Fig. 4. Comparison of the total score obtained by respondents in the survey (1-35 question numbers)
regarding diabetic foot care, for individual questions separately in groups of gender: A) females (N = 60),

B) males (N = 26)
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Fig. 5. Comparison of the total score obtained by respondents in the survey (1-35 question numbers) re-
garding diabetic foot care, for individual questions separately in groups of age: A) I - from 30 to 50 years

(N=9),

168

B) II - from 51 to 70 (N = 30), C) III - above 70 (N = 47)



The survey showed that respondents were aware of the risk of smoking in diabetic
disease (92% of respondents). They (77% of respondents) also knew that gymnastics
has a significant impact on foot health and that you need to regularly check your blood
sugar and body weight (Tab. 2). The research also showed that respondents had some
knowledge about foot care but in other respects it was insufficient, hence the need
for more frequent visits to the podologist. When caring for nails, most respondents
did not know that metal clippers cannot be used to cut nails (Tab. 2; Fig. 1, 4-5). In
diabetic foot patients, even the smallest wounds can develop inflammation and even
into ulcerations, leading, in extreme cases, to tissue necrosis (Margolis et al., 2002; Po-
taczek, 2005; Hoffstad et al., 2015). Respondents were not aware that, for ulcerations,
the number of dressing changes depends on a doctor’s recommendation; ulcerative
conditions differ and should be treated strictly according to a doctor’s instructions, es-
pecially for diabetic foot patients (Rosinski, Jasik, 2001; Catanese, 2002; Koblik, 2005;
Gluszek et al., 2007; Wujczyk, 2007).

Another risk is the ignorance of respondents regarding the wearing of open-toe
slippers in patients with diabetic foot. Open-toe slippers do not protect against var-
ious types of mechanical injuries, which are not always easy to avoid, and slippers
should not be made of plastic materials because it makes ventilation difficult and pro-
motes moisture between the toes. Similarly, a soft sole for home footwear is also not
recommended (Koselak, 2014). Keeping foot skin healthy is very important for people
with diabetes because their skin is more prone to cracking (Taton et al., 2008, 2013).
Respondents knew about this issue and care for proper moisturisation of foot skin
(Tab. 2; Fig. 1, 4-5). They knew that they need to dry the spaces between the toes
because any humidity remaining there can be conducive to fungal infections, which
are very common in DFS (Rosinski, Jasik, 2001; Catanese, 2002; Zielinski et al., 2014).

The survey showed that there were no statistically significant differences in the
level of knowledge about the care of diabetic foot between females and males (Tab. 3;
Fig. 2). Both males and females agreed that smoking can lead to earlier development
of DES (Fig. 4). They believed that controlling glucose and blood pressure and main-
taining a healthy body weight are an important element in avoiding diabetic foot. They
made similar mistakes for responses on the care of feet: they were not aware of what
tool is the best for cutting nails, they moisturized the spaces between the toes with
cream, they did not know how many times a day they should change dressings in the
event of fresh ulcerations, etc. In this case, gender did not matter because DFS equally
affects both females and males, although, as the study showed, females more often de-
cided to visit a cosmetic salon and undergo podological consultations (Tab. 1). This is
probably due to the fact that statistically more females than males have diabetes (King
et al., 1998; Taton et al., 2013).
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The results of surveys among respondents divided into three age categories re-
vealed many similarities but statistically significant differences were found between
the age group II and age group III (Tab. 3-4; Fig. 3). Generally, the highest average
score in the surveys was achieved by people from the age group II - from 51 to 70
years of age. Perhaps a greater interest in the care of diabetic foot at this age is due to
the fact that this is the group in which diabetes most often begins to appear (Koselak,
2014; Benoit et al., 2020). They are middle-aged people, willing to independently
oppose the effects of this disease. It is probable that people over 70 are less willing
to perform foot care procedures on their own, hence their significantly lower level
of knowledge on this topic (Fig. 5). Respondents from the 51-70 years age group
proved that they are aware of basic recommendations in the prevention of diabetes,
and the irregularities they commit are similar to those in other analysed age categories
(Fig. 5A-C). People in the 30-50 years age range did not know that with DFS there is
an absolute contraindication for walking barefoot on the beach (Fig. 5A), due to the
possibility of foot damage from shells. For similar reasons, it is impossible to wear
the same shoes again after foot skin abrasions are caused by new footwear. This can
quickly lead to a renewal of wounds, and with longer duration, and can be the cause of
infection and difficult-to-heal ulcers (Rosinski, Jasik, 2001; Bernas, 2003). However,
respondents from this age group knew that feet should become accustomed to new
shoes and fee should be dried with a soft towel.

It can, therefore, be concluded that in the analysed statistical population many
negligences in the care of diabetic foot could be avoided because they are primarily
the result of lack of contact with a podologist. Of course, they can also be the result
of a lack of interest in self-care for diabetic foot by respondents themselves. The basic
task of a podologist is to implement care recommendations that protect patients from
complications of DFS, but perhaps even more important is their function to make
patients aware of the need for individual foot care (Swiderska, 2012; Koselak, 2014).
Such care is very important in the prevention of this age-old disease (Catanese, 2002;
Taton, 2002; Taton et al., 2008, 2013; Zielinski et al., 2014).

Conclusion

(1) Most respondents correctly believed that an important element in avoiding the
formation of DFS is to control glucose and blood pressure and maintain a healthy
weight; relatively poor knowledge was observed by all respondents concerning nail
care and, in the case of ulcerations, how many times a day dressing should be made;
there were no statistically significant differences in the level of knowledge about the
care of diabetic foot between females and males; survey results in the age groups dis-
tinguished that respondents made similar mistakes in knowledge of the methods of
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care for the diabetic foot, and statistically significant differences were found for age
categories II and III; the highest scores for knowledge of DFS care were achieved by
people 51-70 years of age who want to perform foot skin care themselves. (2) The
survey also showed that respondents made basic mistakes during foot care that could
have been avoided if they had contacted a podologist; the role of the podologist is
therefore not only to perform foot care procedures but to make patients aware and
implement simple recommendations that will protect patients from complications.
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Educational survey - diabetic foot syndrome (template)

Appendix 1

Below are 35 terms for foot care.

Please assess their correctness by putting a cross in the appropriate box - YES, NO or IDON’T

KNOW
. IDON'T
No. Ascertainment YES NO KNOW
1. | Itis best to use metal clippers to cut the nail plate
2. | Feet should be washed at temperatures above 37 °C
3 After washing, moisturising cream should be to applied to
" | your feet between your toes
4. | Itis best to walk barefoot on the beach
5. | At home, one should walk in shoes with a soft sole
6 Gymnastics (pre-planned exercises performed 2-3 times a
" | week) has a significant impact on foot health
7. | Toes nails should be cut as short as possible
g |Feet should be washed very thoroughly and soaked in a bowl
" | for at least 15 minutes
9. In case of excessive sweating of the feet, talcum powder
should be used
10. | It is best to walk around the home in open-toe slippers
After buying new shoes, a foot should gradually get used to
1. them, by daily walking for 10-15 minutes
12. | Plaster is the best dressing to feet ulceration
13. Socks, tights made only of natural ﬁbres (cotton) should be
purchased; wool socks should be avoided
14. | The nails should be cut without rounding on the sides
15. | Hydro massagers should be used for foot massage
16. | Intensive moisturising creams should not be used
17. | The best shoes are natural leather, no seams inside
18, If there isa gkin abrasion after buyi'ng new shoes, you should
wait for healing and wear them again
19. | You should inform your doctor about any feet ulceration
2. You should limit physical activity associated with direct im-
pact on feet
Il To remove nail cuticles, you should use special preparations
to dissolve them
22. | You should dry the feet with a soft towel after washing
23. | You should remove layered hard skin by yourself
4 Shoes should be purchased in the morning when the foot is
" | rested
25. | Always measure your foot before buying shoes
26. | The feet should be examined daily
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An important element to avoid the formation of diabetic foot

27. |isto control glucose and blood pressure and strive to maintain
a healthy weight

28. | Using a file, your nails should be filed in one direction

29, You should remember to thoroughly dry the space between
your toes

30. | To warm feet, hot water bottles should be used

31. | Itis advisable to wear shoes with bare feet

3 Before wearing on shoes, you shoulq make sure that there is
nothing in them (sand, stones, small items)

33 The most important thing when checking your feet is to check
the dorsal parts

34 If a fresh ulceration occurs, dressings should be changed twice
a day

35, Smoking can lead to earlier development of diabetic foot syn-
drome

Gender: Female ............. Male..........

Please circle the age range: 30-50 years old, 51-70 years old, over 70 years old.
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Summary survey table

Appendix 2

Comparison of the number and percentage of “correct”, “incorrect” and “don’t know” answers given by
86 respondents to the questionnaire regarding diabetic foot care; bold has the highest percentage of re-

sponses
No. of No answer -
. Correct answers Incorrect answers 1 »
question in don’t know
survey Numerically [9%] Numerically [%)] Numerically [%]
1 0 0 78 91 8 9
2 35 41 39 45 12 14
3 11 13 72 84 3 3
4 24 28 62 72 0 0
5 3 4 69 80 14 16
6 66 77 11 13 9 10
7 39 45 38 44 9 11
8 17 20 54 63 15 17
9 63 73 15 18 9
10 8 9 76 89 2
11 62 72 6 7 18 21
12 41 48 20 23 25 29
13 77 89 4 5 5 6
14 27 31 43 50 16 19
15 19 22 19 22 48 56
16 12 14 43 50 31 36
17 70 82 8 9 8 9
18 20 23 65 76 1 1
19 61 71 9 10 16 19
20 48 56 8 9 30 35
21 25 29 19 22 42 49
22 78 91 8 9 0
23 27 31 55 64 4
24 32 37 40 47 14 16
25 60 70 11 13 15 17
26 70 81 13 15 4
27 81 94 2 2 4
28 42 49 8 9 36 42
29 78 91 2 2 6 7
30 54 63 12 14 20 23
31 60 70 24 28 2 2
32 80 93 4 5 2 2
33 14 16 26 30 46 54
34 1 1 72 84 13 15
35 79 92 3 3 4 5
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Profilaktyka i pielegnacja stopy cukrzycowej — ocena kompetencji respondentow
Streszczenie
W roku 2015 przeprowadzono badania wsréd 86 klientow losowo wybranego gabinetu kosmetycznego
w Krakowie (Poludniowa Polska). Celem pracy byta ocena wiedzy respondentéw na temat pielegnacji
i profilaktyki stopy cukrzycowej. Dodatkowym celem bylo wskazanie roli podologa w profilaktyce cho-
réb stop. Grupe badawczg stanowilo 36 kobiet oraz 26 mezczyzn powyzej siedemdziesieciu lat, 19 kobiet
i 14 mezczyzn w przedziale wiekowym od 51-70 lat i 6 kobiet 3 mezczyzn w przedziale wiekowym od
30-50 lat. Przeprowadzona ankieta byta anonimowa i skladata si¢ z 35 pytan. Dotyczyla wiedzy na temat
pielegnacji stop: ich sposobu mycia, nawilzania, masowania, obcinania paznokei, usuwania nawarstwio-
nego naskorka, uzywanego obuwia, a takze $wiadomosci kontroli podstawowych parametréw, waznych
w profilaktyce cukrzycy. Badania pokazaly, iz respondenci podczas pielggnacji stop popetniaja podstawowe
bledy, ktorych mozna byloby unikna¢ w przypadku kontaktu z podologiem. Najbardziej zainteresowana
grupa w samodzielnej pielegnacji stop okazali si¢ chorzy z przedziatu 51-70 lat, ktérzy mieli stosunkowo
najwieksza wiedze na ten temat. Ankieta pokazata, ze rola podologa polega na uswiadomieniu i wdrozeniu
u pacjenta prostych zalecen, ktére uchronia go przed powiklaniami oraz naucza wlasciwej pielegnacji kon-
czyn dolnych w zespole stopy cukrzycowej.
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