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 Osteomyelitis is one of the most frequent diabetic foot infections, 
accounting for 10-15% of mild infections and almost 50% of severe 
infections [1]. �e treatment of osteomyelitis of the foot in patients 
with diabetes continues to spur debate and so far optimal treatment 
is yet to be de�ned [2-5]. �e major continuing controversy centres 
on the relative roles of surgery and antibiotic treatment [5]. �ere are 
two principal approaches to the treatment of osteomyelitis of the foot 
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the remaining 10% had minor amputations. No major amputations 
were carried out in this selected group. Complete healing was achieved 
by secondary intention at 8 weeks [11]. However, there are several 
unresolved issues associated with surgical treatment for diabetic foot 
osteomyelitis. Who needs early surgery? [8] Should antibiotics be given 
for one month to reduce so� tissue infection, and the patient then 
o�ered elective bone surgery? [16] Should surgery be early performed 
and followed by postoperative culture-guided antibiotics based on bone 
samples? [6,11] What type of surgery should be performed? [8] Who 
can safely perform this surgery? Are recurrences and reulcerations 
more frequent with surgery than without? When can a patient who 
undergoes treatment for osteomyelitis be considered cured? [6,11] 
Several di�erent answers to the last question can be found in existing 
literature regarding remission criteria. �ese include the resolution 
of clinical �ndings [17], the absence of any sign of infection at the 
initial or contiguous site [18], limb salvage [9,19] and wound healing 
[11,20]. �ere is no current consensus about it. In my opinion, the cure 
of osteomyelitis should be de�ned as the complete epithelialisation 
of the ulcer and/or surgical wound that was created whilst treating 
the infection without recurrence. Several authorities have noted that 
with appropriate wound care and o�oading a so� tissue wound can 
heal while underlying bone infection remains. �at would be possible 
exclusively during a short period; if the bone infection persists, the 
wound will reopen [8].

Our outcomes cannot be explained by surgery alone because 
postoperative antibiotics based on bone cultures taken during surgical 
procedures were given. �e median length of time for which any type 
of antibiotic was given was 36 days [11]. Previous reports treating 
patients exclusively with antibiotics used longer periods of antibiotic 
therapy.�ere were di�erences in the duration of antibiotic therapy 
determined by patient characteristics.Patients with peripheral arterial 
disease, those who needed reoperation, and those who underwent 
open transmetatarsal amputations required longer periods of antibiotic 
therapy [11].

In my opinion, when the bone is exposed and when osteomyelitis 
is accompanied by extensive radiological damage, progressive bone 
destruction seen in sequential x-ray images, gangrene, or destruction 
of the so� tissue envelope and spreading of so� tissue infection, surgery 
must be carried out as soon as possible in order to prevent a more 
proximal level of amputation. In cases of chronic osteomyelitis without 
these complications one could opt for exclusive use of antibiotics or 
surgery but one cannot predict with certainty for which of the patients 
medical therapy will fail and the failure could be associated with a more 
proximal level of amputation. 

Recently, we have published a randomised trial comparing the 
outcomes of medical versus surgical treatment in patients with diabetes 
and forefoot osteomyelitis without ischaemia or so� tissue infections 
[21]. Antibiotics and surgical treatment had similar outcomes in terms 
of healing rates, time to healing, and short-term complications in 
patients with neuropathic forefoot ulcers complicated by osteomyelitis 
without ischaemia or necrotising so� tissue infections. However, 
this study was carried out in a highly specialised centre and it is 
unknown whether these outcomes could be achieved in other not so 
specialised centres. On the other hand, patients with ischaemia and foot 
osteomyelitis could have di�erent outcomes.

Currently, our usual approach is to perform early conservative 
surgery followed by antibiotic therapy and reoperation if necessary. 
�is procedure has some advantages: duration of antibiotic therapy 
is shorter than in medical series of treatments; the rate of infection 

recurrence is low; healing is achieved in a reasonable period of time; 
amputation is avoided when no ischaemia or so� tissue infection is 
present; and there is a low rate of major amputations. �e disadvantages 
are: cost e�ectiveness is unknown, hospitalisation is required (though 
outpatient surgery is a possible option) and so are experienced diabetic 
foot surgeons, reoperations and readmissions could be necessary, and 
the e�ects on patients’ quality of life are unknown.

�e optimum management of diabetic foot osteomyelitis remains 
one of the most controversial issues when dealing with diabetic foot 
syndrome. More research is needed from other working groups.
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