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•  The Trust offers support, 
understanding and information to 
people with diabetes and those who 
care for them.

•  We listen to the needs of people 
who live with diabetes and do our 
utmost to offer help and support.

•  We raise awareness of important 
issues for people living with diabetes 
and lobby governments on issues 
that affect people’s lives.

•  We fund research into ways of 
improving the lives of people with 
diabetes
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Introduction – the reasons for this booklet 

Foot problems are one of the common complications of diabetes 
and are caused by nerve damage (neuropathy) or damage to blood 
vessels in the feet and legs. 

• Around 10% of people with diabetes will have a diabetic foot ulcer 
at some time in their lives - this is around 400,000 people.

• 130 amputations take place each week in the UK, 80% of which are 
preceded by a diabetic foot ulcer. It is estimated that 80% of these 
amputations are preventable.

• Minor amputations, such as toes, are increasing. (National Audit 
Office report, 2015)

Sadly, many people with diabetes are not receiving the necessary and 
recommended treatment and care of their feet as shown by various 
statistics.

December 2014, an online survey of 6,696 people (Diabetes UK):
• 32% were not informed about the risk levels at their annual foot 

check.
• 32% also said they were not given adequate advice about foot 

care.
• 18% did not have their feet checked for corns, calluses and 

changes in shape.

April 2015 – analysis of NHS data (Diabetes UK):
414,784 people in England did not have an annual foot check - 27.7% 
of people with Type 1 and 13.3% with Type 2 diabetes.

National Diabetes Foot Care Audit 2014/15
This Audit provides further evidence that while the National Institute 
for Health and Clinical Excellence (NICE) recommends high quality 
services for foot care, the results suggest that these are not well 
delivered.  
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Foot care for people with diabetes needs to improve 
The obvious lack of appropriate foot care for many people with 
diabetes is the main reason for producing this booklet. There should 
be a more “proactive rather reactive” approach to foot care to prevent 
ulcers and amputations which have a large detrimental effect on 
health and quality of life. 

While we can hope for improvements in the way the NHS looks after 
this important complication of diabetes, it is important that everyone 
with diabetes receives information and is taught about how to 
prevent damage to their feet. Prevention is the key. 

We hope this booklet will help you to know how to look after your feet 
and also encourage you to make sure that you receive the care of your 
feet at the right time and from a suitably qualified health professional. 
If this means you have to be a little assertive, then so be it – your feet 
need looking after properly. 
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Facts

Diabetic foot complications – the reasons to look after your feet

• Around 10% of people with diabetes will have a diabetic foot ulcer 
at some point in their lives – this is about 400,000 people. A foot 
ulcer can be defined as a local injury to the skin and/or underlying 
tissue, below the ankle.

• Currently 300 new ulcers are diagnosed every day in the UK.
• 130 amputations take place each week, 80% of which are preceded 

by a diabetic foot ulcer. It is estimated that 80% to 85% of these 
amputations are preventable. (NICE)

• After a first amputation, people with diabetes are twice as likely to 
have a subsequent amputation as people without diabetes. (NICE)

• Amputations and ulcers have a huge detrimental effect on the 
quality of life and up to 70% of people die within 5 years of an 
amputation and 50% die within 5 years of developing a foot ulcer. 
(NICE)

• People with diabetic foot ulcers have been found to have 
fewer cognitive skills than people with diabetes without this 
complication, so they may face greater challenges in self-managing 
their foot care. 

• In some areas of England people are twice as likely to undergo 
diabetes-related amputations as the national average. In some 
areas, there are as many as 4.9 amputations per 1,000 people 
with diabetes each year compared to the national average of  
2.6 per 1,000.  
(https://www.diabetes.org.uk/About_us/News/Poor-diabetes-foot-
checks/Footcare-survey-results/ Accessed 17/06/15)

• In 2013/14, the cost of diabetic foot ulcers and amputations to the 
NHS in England was an estimated £1 billion (Hex et al 2012).
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NICE Guidance

The National Institute for Health and Clinical Excellence (NICE) is-
sues guidelines on treatments that should be provided by the NHS. 
In the present system this means by your local Clinical Commission-
ing Group (CCG). So it is important that you are aware of the NICE 
recommended treatment so that you can ensure that you receive 
proper care and treatment of your feet, wherever you live. 

The key recommendations from the NICE guidance ‘Diabetic 
foot problems: prevention and management, NG 19’
• Everyone with diabetes should be informed of their level of risk of 

developing foot ulcers and supplied with advice about basic foot 
care, footwear, blood glucose management, signs of infection and 
who to contact if a foot emergency occurs.

• Children under 12, their family and carers should be advised on 
good daily care, warning signs of infection and who to contact if 
they have concerns. Those aged 12-17 years should have their feet 
screened annually or whenever a problem occurs.

• Everyone with diabetes should have an annual foot screening.
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Damage to nerves and blood vessels

Damage to nerves 
From early diagnosis of diabetes, most people should be told to look 
after their feet because of the risks that long-term diabetes or poorly 
controlled diabetes can cause nerve damage. This is just one form of 
diabetic neuropathy but probably the most common and well known 
form.

Neuropathy means damage to the nerves supplying any part of the 
body but it is usually divided into two categories:

• Peripheral neuropathy affects the nerves supplying the skin and 
muscles.

• Autonomic neuropathy affects the nerves supplying the organs 
such as the bladder, bowel or heart. It can also damage the nerves 
responsible for controlling blood pressure, sexual function etc.

Neuropathies also fall into two broad groups:

• Diffuse neuropathy affecting many nerves either the sensory or the 
autonomic nerves. This is the most common form and is the one 
that can affect the feet.

• Focal neuropathy affecting individual nerves – for example, this is 
the type that can cause impotence.

Symptoms of neuropathy affecting the feet or hands:
• Tingling or buzzing in the feet [parathesia] which is often worse at 

night making sleep difficult.
• Pins and needles [dyesthesia] which can become intense pain or 

an intense burning sensation, sometimes described as painful 
numbness. It can be intermittent or constant according to how 
much nerve damage there is and which nerves are affected.

• Muscle pain is different from the above in that it is more diffuse 
and more like cramp.
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• Loss of temperature perception – the hands and feet are less 
sensitive to heat and can be very sensitive to cold

• Exaggerated sensitivity in the skin [called hyperesthesia] – an 
unpleasant sensitivity to skin stimulation, just wearing socks or 
tights can be very irritating to the skin. It seems like an allergic 
reaction but there are no changes in the appearance of the skin 
and nothing to actually see. Just minor damage to the skin can be 
very painful.

Drug treatment options for neuropathy
The latest information on drug treatment options for neuropathy 
appears to be the following:

• Antidepressants 
• Anticonvulsants
• Selective serotonin reuptake inhibitors
• Narcotic analgesics
• Topical agents such as capsaicin and lidocaine patches.

Note: The reason for prescribing antidepressants for neuropathy is 
based on the suggestion that it might inhibit the pain pathways in 
the central nervous system. [Drugs and Therapeutics Bulletin April 
2007]. 

When a simple painkiller, such as paracetamol, is ineffective in 
treating painful neuropathy, the next treatment may be with a 
tricyclic antidepressant, such as amitryptyline. Other options are 
available including duloxetine [sold as Cymbalta and Yentreve] which 
has been specifically approved for peripheral neuropathic pain. 
It is recommended that its use is assessed 2 months after starting 
treatment and then 3 monthly. The trials carried out with duloxetine 
showed that there was a significant reduction in pain when 
compared to a placebo [dummy pill]. 
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You should explore all these options, or a combination of them, 
with your doctor before going down the easy and obvious route of 
taking large doses of painkillers. 

Damage to blood vessels
In addition to neuropathy, people with diabetes can also develop foot 
problems because of damage to blood vessels in the feet and legs. 
This may mean that less blood gets to the skin, muscles and tissues. A 
poor blood supply to the feet means that any injuries will not heal as 
quickly as expected.

Changes to the blood supply can cause the following symptoms:

• Cramp in the calves,
• Shiny, smooth skin,
• Loss of hair on the feet and legs,
• Thickened toenails,
• Cold, pale feet,
• Change in the colour of the skin of the feet,
• Wounds or sores,
• Pain in your feet, especially when you put them up, such as going 

to bed, and which improves when you put them down.

There is also a condition called limb ischaemia 
which is a severe obstruction of the arteries 
which markedly reduces blood flow 
to the extremities (hands, feet and 
legs) and has progressed to the 
point of severe pain and even 
skin ulcers or sores. The pain 
caused by this can wake up 
an individual at night.
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Looking after your feet

Care of the feet is very important for people with diabetes because of 
the risk of diabetic peripheral neuropathy and of possible blood vessel 
damage. Systematic and regular foot care has been shown to reduce 
ulceration and limb loss by up to 50%. Almost half of all diabetes-
related admissions to hospital are for problems related to the leg and 
foot. 

Prevention is always better than cure and there are three ways to 
look after your feet.

Check your feet
Once diagnosed with diabetes, you should check your feet every day, 
even if they look healthy, and your feet should be checked regularly by 
health professionals.

This is something that you may not have done automatically before 
diagnosis, so here are some tips to help you to remember.

• Choose when and where you are going to check your feet each day, 
for instance, it could be when you get up in the bedroom or after a 
shower in the bathroom. 

• Try to check your feet at the same time and in the same place every 
day to help you remember. If you find this difficult, use reminders 
such as a post-it note on the mirror or set a reminder on your 
mobile phone.

There are some areas of the feet where the skin is more at risk:
• The ball of the foot. You can use a sole mirror, see page 26 if you 

can’t manage to look at the soles of your feet. 
• Areas where the bones may stick out, such as bunions or hammer 

toes.
• Places where shoes or socks may rub.
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The changes to your feet you are looking for
Foot problems can start due to an injury such as a cut, a blister caused 
by shoes rubbing, a burn / scald or hard skin. These injuries can take 
a long time to heal in people with diabetes and the wounds can 
sometimes become infected. 

You should check for:

• swelling,
• redness or any changes in the colour of the 

skin, for example, pale or bruised skin,
• cuts or blisters,
• pain,
• fluid coming from a wound. 

Wash your feet
• You should wash your feet daily in warm, soapy water 

making sure that the water is not too hot, especially important if 
you have lost the feeling in your feet. You can check by dipping 
your elbow in the water or by using a bath alert, see page 28.

• Don’t soak your feet for too long in the bath as this can cause them 
to be easily damaged.

• Dry your feet well but gently, especially between your toes to 
prevent infections, such as athlete’s foot, and avoid ‘sawing’.

Use a moisturiser
• Use a moisturiser after you have dried your feet to keep the skin of 

your feet supple.
• Rub the moisturiser into the main parts of your feet, underneath 

and on top.
• Do not use moisturiser between your toes because it will make the 

skin there too moist.
• If you use talc, only use a small amount to avoid it clogging up and 

increasing the risk of infection.
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ADVICE ON CUTTING YOUR TOENAILS

If you have been advised by your consultant or your GP not to cut 
your toenails yourself, then you should see a podiatrist. 

However, if there is no reason why you should not cut your toenails, 
then here is the way you should do it:

• Follow the shape of the toe when cutting.
• Leave no sharp edges.
• Nails are for protection, so do not cut them too short.
• Never cut down the sides.
• If you have in-growing toenails or you suspect a nail infection, 

don’t treat it yourself, see a podiatrist.

THE GOLDEN RULES FOR LOOKING AFTER YOUR FEET

• Never go barefoot.
• Wear good fitting shoes – not tight or worn.
• Break in new shoes gradually and make sure they don’t rub.
• Keep your feet dry, especially between the toes.
• If you need to use talc, use it sparingly.
• Moisturise your skin so that your feet do not get dry or cracked.
• Cut your toenails straight across, not deep into the corners.
• Wash your feet daily using lukewarm water.
• Do not use heating pads, hot water bottles, iodine, Epsom salts 

or alcohol.
• Check your feet every day and if there are any problems see 

your doctor or podiatrist.
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Just a note about beauty treatments
Nail varnish
You can use nail varnish but if you use it all the time, you will not be 
able to see any problems or infections with your nails. It is sensible to 
remove the varnish and reapply it regularly so that you can inspect 
your nails.

Pedicures
You can have a pedicure but make sure that you use someone that is 
well qualified and that you inform them that you have diabetes when 
you make the appointment.

Foot spas
If you have been informed by a health professional that you have 
nerve damage to your feet, then you should not use foot spas. If you 
do use foot spas, then check that the water is not too hot and don’t 
soak your feet for a long time.
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Your annual foot check by a health professional 

As said above, everyone with diabetes should have an annual check 
of their feet. This should be conducted by your GP, practice nurse or 
podiatrist  as part of your diabetes annual review. It is to check the 
skin, nerve supply and circulation to your legs and feet. 

You should have to remove your shoes and socks or tights:

• Your feet should be checked for corns, calluses and any changes in 
shape.

• Your feet should be tested for any numbness or loss of sensation 
with a tuning fork or plastic strand.

• Your shoes should be looked at to make sure they are not causing 
any problems, such as sore areas from rubbing.

• At the end of the examination, you should be told the results and 
your level of risk of foot problems, what this means and what you 
should do next. If you are at increased risk of foot problems, then 
you should be referred to the Foot Protection Service. 

When should people with diabetes have their feet checked?
• At diagnosis and then annually for people at low risk.
• Frequently (every 3 to 6 months) for people who are at moderate 

risk.
• More frequently (every 1 to 2 months) for people at moderate or 

high risk if there is no immediate concern.
• Very frequently (every 1 to 2 weeks) for people at high risk if there 

is immediate concern.
• More frequent assessments may be necessary for people at 

moderate or high risk who are unable to check their own feet.
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Definitions of risk are:
Low risk
• no risk factors present except callus alone

Moderate risk
• deformity
• neuropathy 
• non-critical limb ischaemia (reduced blood flow)

High risk 
• previous ulceration 
• previous amputation 
• on renal replacement therapy
• neuropathy and non-critical limb ischaemia together
• neuropathy in combination with callus and/or deformity
• non-critical limb ischaemia in combination with callus and/or 

deformity

Ulcerated foot/foot emergency
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When problems occur, diabetes foot care is treated by the 
following services, as defined by NICE:
Foot protection service is usually based in a health centre or GP 
clinic. It provides foot care for people with diabetes, preventing 
diabetic foot problems and dealing with foot problems that don’t 
need to be treated in hospital. It should be led by a podiatrist with 
special training in diabetic foot problems. 

Multi-disciplinary foot care service is usually based at a hospital and 
specialises in treating more severe diabetic foot problems. It is made 
up of different healthcare professionals who work together to deliver 
care. This should include diabetologists, podiatrists and diabetes nurse 
specialists, as well as other healthcare professionals with expertise in 
treating and managing diabetic foot problems. 

People with an active foot problem should be referred to the 
Multi-Disciplinary Team (MDT) within 1 working day, or 24 hours 
if in hospital. 
Active foot problems are:
• ulceration
• spreading infection
• critical limb ischaemia
• gangrene,
• if there is suspicion of Charcot foot (see page 22) or an unexplained 

hot, red, swollen foot with or without pain.

People who have a moderate or high risk of developing a foot ulcer 
should be referred to the foot protection service within 2–4 weeks for 
those at high risk and within 6–8 weeks for those at moderate risk. 

Note: the full NICE guidance can be found at  
http://www.nice.org.uk/guidance/ng19 
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Who are the health professionals that look after your 
feet?

The answer to this should be simple, a podiatrist, previously called 
a chiropodist. However, it is not quite so simple and below is an 
explanation of the different levels of qualifications. 

What is the difference between a podiatrist and a chiropodist?
In the UK the name of podiatry replaced chiropody in 1993 because 
this is the internationally recognised name. 

Qualifications of a podiatrist
A registered podiatrist has to complete and pass a full time honours 
degree in podiatry [BSc Hons]. There are also approved 4.5 year part-
time courses. A podiatrist must be registered with the Health and Care 
Professions Council [HCPC]. 

So what do the letters of qualifications mean?
DPodM or BSc(Podiatry) –  the podiatrist has completed a full 
training course in podiatry at an approved institution. Originally this 
course was a diploma in podiatric medicine - DPodM but was later 
changed to a degree course.

SRCh (State Registered Chiropodist) – since July 9th 2003 this title 
has become defunct although it is still used by many podiatrists 
for the time being as the general public may still see it 
as a sign that the podiatrist is fully qualified. 

MChS or FChS –  the podiatrist is a member 
or fellow of The Society of Chiropodists 
and Podiatrists. A practicing member 
of this society is assured of having 
professional indemnity insurance 
cover.

F.C.Pod(S) – this is a further 
qualification in surgery that 
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some podiatrists may have but the qualifications above are suitable for 
the majority of foot problems. 

So why is there confusion?
If you see a podiatrist through the NHS, then they are fully qualified 
because this is a requirement for employment of podiatrists in the 
NHS. 

Registration with the Health and Care Professional Council [HCPC]  
ensures the practitioner meets certain minimum standards of 
education but it does not guarantee that the podiatrist or chiropodist 
has completed an approved course. This is because in 2003 the HCPC  
replaced the old registration organisation and at that time it let people 
register who had been working privately as an unregistered podiatrist 
for at least 3 years - a process known as grandfathering. So not all 
podiatrists have completed a degree course.

So now you know who’s who, you can ask if the podiatrist is HCPC  
registered and then if they have a degree or 3 year diploma in podiatry 
(BSc or DPodM). If there is a reluctance to answer or that they simply 
insist that they are ‘fully qualified’, it could mean that they are not. 
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Then there’s a ‘Foot Health Practitioner’
People who have previously used the term chiropodist or podiatrist 
but who have not gained HCPC registration because they were not 
eligible have adopted the title ‘Foot Health Practitioner’. This title is 
not protected in law which means that anyone can use it regardless of 
training levels. Courses are available that offer a total of only 11 days 
practical tuition, after which students will call themselves ‘Fully trained 
and qualified Foot Health Practitioners’ and will often advertise the 
same medical treatments as those offered by Podiatrists. They should 
NOT be confused with fully qualified podiatrists.

Remember! Podiatry should be your first port of call if you have a foot 
problem. You do not need a referral from your GP to seek a private 
consultation. If your GP needs to be involved your podiatrist should 
contact them after your initial assessment.

In Scotland
People with diabetes across Scotland are to receive new foot checks in 
hospital. The new checks, (‘CPR for Feet’) aim to identify patients with 
foot ulcers or those at risk of developing them. The new ‘CPR for Feet’ 
programme will offer new foot care checks in hospital to everyone 
with a diagnosis of diabetes to determine their risk of developing foot 
disease, and gives them the information and support that they need to 
reduce that risk.
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Conditions that can affect the feet

There are various conditions that can affect the feet and for people 
with diabetes, it is especially important that you are aware of these 
conditions so that you know what to look for when you inspect your 
feet.

Diabetic foot calluses
Where there is extra or constant pressure on the feet, hard skin builds 
up and these areas of thickened skin are often called calluses.  For 
instance, if the arch of the foot drops or the toes curl under, this will 
put pressure on different parts of the foot and can cause a build-up of 
hard skin.

Calluses protect the foot because without the layer of thickened skin, 
pressure or friction can cause an open wound. However, in people 
with diabetes and peripheral neuropathy, calluses may be covering 
up a much deeper wound or ulcer. The presence of calluses can 
prevent healing and can also create increased pressure from footwear 
or walking differently for those with a neuropathic diabetic foot. If 
neglected and allowed to accumulate, calluses can cause pressure 
necrosis (dead tissue) and ulceration of the underlying tissues. 

There is a link between calluses and ulcers - callus formation preceded 
the formation of ulcers in 82% of people with diabetic foot ulcers. 
(Sage et al. in 2001) 

Management of calluses
As calluses can hide a developing ulcer, it is very important that they 
are managed appropriately. There are danger signs that a callus is 
becoming pre-ulcerative, such as speckles of blood within the callus. 

The best approach is prevention through (i) the use of proper footwear 
and orthotics to reduce friction and (ii) regular screening.
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To prevent ulceration, calluses on pressure points need regular 
treatment and careful follow up as a callus may hide or worsen 
inflammation underneath the skin.

Calluses should only be removed by podiatrists because incorrect 
removal can lead to infections. In people with diabetes, infections heal 
more slowly and if they don’t heal, can lead to amputations.     

Heel fissures
Heel fissures are common in the whole population, but 
in people with diabetes they can cause serious 
problems if they are not dealt with effectively. 
They are cracks or splits in the skin which can 
extend through to the dermis [the inner 
layers of the skin] and they are often painful 
when pressure is applied to the heel when 
standing. They can bleed and once the fissure 
opens, it is often difficult to get the two edges 
of the split to knit back together.

With so many people with diabetes suffering 
from neuropathic damage causing loss of feeling 
in the feet, these fissures often go unnoticed until 
they have become quite severe. Frequently they can become 
infected, and for people with diabetes with ischaemia (a reduced 
blood supply), they are subsequently difficult to heal and may 
ulcerate.

What causes heel fissures?
Invariably heel fissures are symptomatic of dry skin conditions. Loss 
of nerve supply to the sweat glands in the feet can result in people 
with diabetes having drier skin than the rest of the population. Hot 
weather, wearing of sandals, inadequate skin care, abrasive hosiery, 
poor circulation and possibly some forms of medication can all 
contribute to the drying of skin.
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How can I prevent heel fissures?
Generally, after washing or a short soak of the feet, the application of a 
good moisturising cream should be sufficient to keep skin supple and 
so prevent the formation of heel fissures. Moisturiser should be applied 
every day, particularly if you have been instructed to do so by your 
chiropody/podiatry clinic. Basically, you can use any moisturising cream 
providing it is done on a regular basis! Such as Flexitol Heel Balm see 
page 26

How do I deal with a heel fissure already present?
If on your daily foot inspection you discover a crack in the heel, keep a 
close eye on the area and increase the moisturising routine maybe to 2 
or 3 times a day. If there is no improvement after a week, it is advisable 
to contact your podiatrist for an assessment and advice. They will be 
able to apply suitable dressings to heal the fissure and suitable padding 
materials to prevent any shoe rubbing that might prevent them healing.

Charcot foot
Charcot foot is a non-ulcerative foot condition that can occur in people 
with diabetes and is associated with nerve damage (neuropathy). It is a 
condition that affects people who have lost their sense of pain in their 
feet. Pain protects the feet as it warns people that they are doing too 
much walking, standing or exercising. In Charcot foot, the foot changes 
shape due to destruction of the bones and joints but this is not caused 
by infection. 

However, it is difficult to detect and is often treated as an infection 
because areas of the foot become red and swollen. It may also be 
mistaken for cellulitis. Another problem with diagnosis is that the initial 
X-ray of the foot may appear normal. Sometimes people are alerted 
to Charcot foot if they have a history of injuries caused by tripping or 
falling. If the condition goes untreated or is badly managed, then it can 
have very serious results. Despite difficulties with diagnosis, immediate 
diagnosis and putting the foot out of action are essential.  
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The treatment of Charcot foot is continuous foot care education, 
protective footwear and routine foot care to prevent the formation of 
ulcers.

Diabetic holiday foot syndrome
Research has shown that there is a greater risk of foot ulceration 
that can lead to serious complications during holidays, especially 
those taken in hot countries, hence the name ‘Diabetic holiday foot 
syndrome’. In one study, among 435 people studied, 17 experienced 
foot lesions during foreign holidays, 10 of whom reported a foot lesion 
for the first time. The people with holiday foot damage were a younger 
age, mainly male and their diabetes was of shorter duration than 
people with foot damage from other causes 

The causes of diabetic holiday foot syndrome were:

• direct injury
• unaccustomed exercise
• walking barefoot on the beach or in the sea
• burns from walking barefoot on hot pavements
• wearing inappropriate inflexible bathing shoes. 

It is also important not to forget to put sun cream on the top of the 
feet. If you need further warnings for your holidays, the research also 
showed that 9 out of the 17 people had to be hospitalised 
for infections as a result of holiday foot damage and 
the average stay in hospital was 11 days.

The researchers concluded that there is a 
need to increase education about foot care 
at holiday periods and that this should 
include preventative measures for those 
people at high risk of foot lesions.  
(Prac Diab Int March 2001,  
Vol 18 No 2).
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Practical ways to look after your feet

Wear correctly fitting shoes
Ill-fitting shoes can cause damage to the feet in people who have 
neuropathy and because of loss of sensation in their feet, the damage 
can go unnoticed. If shoes are too narrow, tight or loose, they 
can cause blisters or ulcers which can be slow to heal and lead to 
infections. 

Clearly it is important to have comfortable, correct fitting shoes, your 
podiatrist can advise you about this, but here are some tips:

• Beware of choosing shoes that are too tight as the increased 
pressure of tight shoes can make them feel the right size. 

• Feet get larger and broader in older people but many people often 
continue to buy the same size. One study showed that a third of 
the people surveyed said they took a different shoe size from the 
one they were actually wearing, probably due to the fact that shoes 
sizes vary from maker to maker.

• After buying a new pair of shoes, wear them for 2 hours at first, 
then inspect your feet for pressure marks or irritations. A hand 
mirror is useful to ensure that all parts of the feet can be examined. 
Gradually build up the wearing time.

• The most comfortable shoes are running shoes because they are 
made of soft fabric, provide a shock absorbing thick sole and a lace 
up top for a good snug fit.

There is a clear message here for people 
with diabetes – having well-fitting shoes 
may be expensive but not as costly as 
the damage that can be done by not 
doing this!
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Liqua Care Diabetic Flowgel Orthotics
This is the only insole in existence with published, clinical evidence 
showing a huge offloading of peak pressures combined with a 
significant increase in circulation to the feet, thereby countering the 
two main causes of diabetic foot ulcers.

They are now available on an NHS prescription, can be purchased 
directly online www.liquacare.co.uk or you can order by telephone: 
0870 041 0150. The retail price is £24.85 + £3 P&P.

The insoles give your feet a constant, gentle massage – the liquid gel 
filling helps eliminate cold feet, pain on walking any distance with 
many people reporting an improvement in the symptoms of diabetic 
neuropathy.

Post-clinical trial checks by the National Diabetes Foot Coordinator 
on the test user group, revealed that after two years there was a 
“remarkable” record - despite all participants being classed as “at risk” 
of developing an ulcer, not one was presented.

Not just designed for those with diabetes, Liqua Care insoles were 
invented to reduce the aches and pains in feet and lower legs caused 
by prolonged standing, so treat your feet to what quite possibly, could 
also save them!

Note: Having said that Liqua Care Flowgel insoles are approved for 
use on the NHS, IDDT’s experience is that many GPs are unaware of 
this and are refusing to prescribe them. This is probably because their 
Clinical Commissioning Group has not put them on their prescribing 
lists. However, this lack of awareness of such a simple way to prevent 
ulcers developing, is costing people with diabetes in terms of their 
health but also increasing the cost to the NHS. Treating a single foot 
ulcer costs the NHS about £5,500 but the cost of one pair of insoles is a 
third of 1% of that cost!
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Inspecting your feet
It is essential that people with diabetes 

look after their feet properly. Your 
feet should be inspected every day, 

in addition to daily washing and 
moisturising. It is not always easy 
to inspect the soles of your feet 

but nevertheless it is important, 
especially for people who have 

neuropathy with loss of sensation and 
don’t feel pain if an injury occurs. 

The Solesee Foot Inspection Mirror has a 
shatterproof mirror that sits at a specific angle to 

make seeing the whole of the sole of the feet as easy 
as possible from a seated position. It also folds up neatly 

to the size of an iPad so is ideal for travelling and hopefully, 
preventing ‘holiday foot syndrome’. 

This mirror, called Solesee, can be purchased from our website  
shop www.iddt.org/shop for £24.95 or you can phone IDDT  
on 01604 622837.

Diabetes - Friendly Socks 
This month sees the launch of our new range of diabetes-friendly 
socks. Our Comfort Socks have been developed for use by people  
with diabetes, vascular disorders and other circulatory problems.  
They provide the first barrier of protection against pressure, irritation 
and chafing, pressure being a potential cause of sores and ulcers.  
No elastic is used in the top of the sock, relying only on the gentle 
control of the rib for support. 

We also produce a Fuller Fitting Longer Sock for people who find it 
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difficult to wear ordinary socks. These are made with a 
large circumference top and are suitable for people who 
may be suffering from oedema, for example.

Both socks come in a range of sizes 

• The Comfort Sock comes in small [4-7], medium [6 
1/2-8 1/2], large [9-11] and x-large [11-13]. 

• The Fuller Fitting Sock comes in small [4-7], 
medium [61/2-81/2], large [9-12]. 

Both are manufactured as a unisex sock from a high 
quality cotton blend. They both come in a range 
of colours - grey, navy, white, black and beige. 

The Comfort Socks retail at £8, the Fuller Fitting at £12 per pair. Both 
prices include p&p. To order your socks, either contact us by phone on 
01604 622837, write to IDDT, PO Box 294, Northampton NN1 4XS or 
use our on-line shop at http://www.iddt.org/shop

VibraTip® 
All people with diabetes are at 
risk of losing nerve sensation 
in their toes and feet.  This 
complication can sadly lead 
to blisters and wounds which go 
unnoticed, become infected and result in ulcers 
and potential amputations.  In England alone, there are 
more than 7,000 amputations every year related to ‘diabetic  
foot’.  Despite efforts made in the NHS, this number stubbornly 
continues to rise.

Knowing that nerves in your feet are damaged is vitally important - 
because this puts your feet at a higher risk of injury and requires you 
to be much more meticulous in your footcare.
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Prof. Andrew Levy, at Bristol University Hospital NHS Foundation Trust, 
has invented a clever tool that helps to quickly and easily identify an 
early sign of a problem with the feet – the inability of the nerves to 
distinguish between a touch and a vibration.  The VibraTip®, a small 
battery operated device, emits a calibrated vibration when squeezed.  
Only the operator knows when the VibraTip® is active because the 
device runs silently.  If the patient cannot distinguish between a touch 
with vibration and a touch without vibration at the end of the big toe, 
nerve damage is suspected and further tests and advice are needed.  

Considering the ease, speed and reliability of this test, it’s not 
surprising that the VibraTip® is being used by more and more 
healthcare professionals around the world.  The simplicity of the test 
also allows a family member or friend to check patients’ feet at home, 
looking for those early signs of any loss in protective nerve function.

A VibraTip® costs only £14.30 and can be ordered from our website 
shop http://www.iddt.org/shop or by phoning IDDT on 01604 622837.  
Each device is individually blister-packed and can be used thousands 
of times before it needs replacing.

Flexitol Heel Balm
Dry or cracked heels can be overcome if treated properly by applying 
Flexitol Heel Balm to the affected areas once or twice daily over 14 
days. There are visible signs of improvement after three days of use. It 
contains Aloe, Vitamin E, Shea Butter, Lanolin, Glcolic Acid and Tea Tree 
Oil combined with 25% Urea and four other moisturising ingredients. 
It is available on the NHS or can be purchased in pharmacies.

Once the cracked heels have been restored, the rehydrated skin can be 
maintained with Flexitol Moisturising Foot Cream which is also suitable for 
use on rough, dry skin on the feet and legs. Other moisturisers are available 
but those containing 25% urea are thought to be the most effective.
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neuropad®
neuropad® is a patented 10-minute screening test for the early 
detection of diabetic foot syndrome. The test is completely painless 
and is an early warning system for your feet.

As we have read, nerve damage to the feet is a common complication 
of diabetes but is often not noticed until it becomes quite advanced. 
neuropad® helps to solve this problem with a simple colour change test.

Here’s how it works
Damage to the nerves in the feet can result in the sweat glands not 
producing enough moisture, leading to dry and cracked feet (called 
sudomotor dysfunction).

A neuropad® is stuck to the sole of each foot like a small sticking 
plaster and left in place for 10 minutes. The pad is blue to start with 
and should turn pink in the presence of moisture from sweating to 
indicate a normal result. If the neuropad® test patch stays blue, or 
turns patchy blue/pink, this indicates that you may have diabetic 
peripheral neuropathy and your sweat glands are not working 
properly because there is not enough moisture to complete the colour 
change. 

In clinical trials, the sensitivity and specificity of neuropad® was 
comparable to well-established hospital-based tests.

The price of the test comprising of two test pads is £14.99, no VAT 
payable, and can be purchased from IDDT’s website shop,  
http://www.iddt.org/shop or by phoning IDDT on 01604 622837. 

29



w w w . i d d t i n t e r n a t i o n a l . o r gI N D E P E N D E N T  D I A B E T E S  T R U S T

Dealing with loss of temperature sensation
Cold
Dealing with increased feelings of being cold in the hands and feet 
is relatively easy. For the hands wearing gloves and increasing their 
thickness in winter helps. For the feet wearing heavy socks is not 
always possible but lined socks are available and these are warm but 
not very thick. For women thick tights are available.

Heat
Dealing with loss of sensation of heat is more important because 
failure to do so can result in severe burns or scalds. It is not always the 
obvious such as hot water bottles that are the problem but judging 
the temperature of everyday things like the washing up water or bath 
water can be difficult. Usually the forearms or the upper arms are more 
sensitive to heat, so running water over them as a test is a good idea.

Bath alerts are particularly important devices for people with diabetic 
neuropathy and loss of heat and cold sensations in their feet. They can 
be pre-set to the required temperature and an alert flashes and sounds 
a buzzer if the water temperature goes above this. They also detect the 
water level and warn if the water goes above this to prevent the bath 
flooding, particularly useful for people who are visually impaired.

There are several bath alerts on the market but one source is:

Lifemax Ltd, 1 Pipers Court, Thatcham RG19 4ER

Tel: 01635 874 323, email: sales@lifemaxuk.co.uk  
website: www.lifemaxdirect.co.uk 
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Dealing with painful neuropathy
The pins and needles extending to varying degrees of pain is often 
treated with pain killing drugs as described earlier but other options 
are available.

• The tingling and buzzing sensation can be helped by physical 
activity – walking or rubbing the affected area.

• Medical gel packs have been found to help some people. The 
gel pack is chilled in a freezer before use and then placed on the 
painful area. These are inexpensive and can be obtained from 
pharmacies.

• Pain control clinics are available in many areas and you can ask 
your doctor to refer you to your nearest one. 

• TENS machines (Transcutaneous Electrical Nerve Stimulation) are 
convenient, safe and effective, easy to purchase and cheap to run. 
They can be used at home without training and, for some people, 
have a demonstrable record of reducing pain. Unlike many drugs, 
there are no side effects. They work by blocking the pain messages 
to the brain in the same way as rubbing the painful area. 

Note: TENS should not be used near the heart or front of the neck and 
should not be used by anyone fitted with a pacemaker. They can be 
purchased in many larger pharmacies but always talk to your doctor 
first.
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Additional effects of neuropathy

Hearing loss and diabetes
Researchers in Italy are exploring the effect that diabetes may have 
on hearing loss. Forty seven people with insulin dependent diabetes 
and still with normal hearing abilities were studied and all of them 
had impairments in the spiral canal in the ear. These problems usually 
begin with a lesion in the inner ear spiral canal and can be caused by 
neuropathy. Previous studies have found that hearing loss is in the 
high frequency area of the ear with a progressive loss over time.

Gastroparesis
Gastroparesis is a stomach condition estimated to affect 25% of people 
with diabetes to a greater or lesser extent. It is caused by neuropathy 
affecting the nerves of the stomach so that the stomach muscles do 
not work properly and the food remains in the digestive system for a 
long time. The symptoms include:

• nausea
• vomiting
• abdominal bloating, discomfort and/or pain
• feeling full soon after eating
• indigestion or heartburn

In addition to this, gastroparesis affects blood glucose control because 
the food remains in the stomach for longer than it should and this can 
lead to erratic blood sugar.

Developments
In the US a company, Medtronic Inc, has developed an implantable 
device that has been shown to improve the symptoms of 
gastroparesis. The device delivers mild electrical pulses to the nerves in 
the stomach which stimulate digestion. A study involving 100 patients 
from various countries, showed that there was a variety of responses 
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to the device but 93% of the participants vomited less than half as 
many times after using the device and most of them felt better after 
using the device.

This treatment is called Enterra therapy and has been 
available in the US since March 2000.

NICE interventional procedures guidance [IPG489] on 
gastroelectrical stimulation, May 2014 
Treatment options are limited and include 
modification of dietary intake and medical therapy 
with antiemetics or prokinetics. Gastroelectrical 
stimulation is an option for treating chronic, intractable 
nausea and vomiting secondary to gastroparesis. It 
is delivered via an implanted system that consists of a 
neurostimulator and 2 leads. Implantation is done with the patient 
under general anaesthesia by an open or laparoscopic approach. 

When the neurostimulator is turned on, electrical impulses are 
delivered. The rate and amplitude of stimulation can be adjusted 
wirelessly with a hand-held external programmer. It may be necessary 
to return to hospital for adjustment or reprogramming of the device to 
optimise the effect on gastric emptying.

NICE recognises that gastroparesis can be a very debilitating condition 
with very few treatment options, and it notes patient commentaries 
describing substantial improvements in quality of life with 
gastroelectrical stimulation. Its key recommendations are:

• Current evidence on the efficacy and safety of gastric electrical 
stimulation for gastroparesis is adequate to support the use of this 
procedure.

• Patients should give consent and they should be told that some 
patients do not get any benefit from the procedure. They should 
also be given detailed written information about the risk of 
complications, including the need to remove the device.
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• Patient selection and follow-up should be done in specialist 
gastroenterology units with expertise in gastrointestinal motility 
disorders, and the procedure should only be performed by 
surgeons working in these units.

Taste and smell as a complication of diabetes
Although rare, diabetes can impair the senses of smell and taste. 
Losing these senses can have serious consequences on those who 
are affected. We tend not to appreciate how much the senses of smell 
and taste give us pleasure until we don’t have them, but it can also 
be dangerous. For instance, if the gas is accidentally left on, someone 
with an impaired sense of smell will not pick it up.

Sense of smell 
When there are chemicals in the air they are dissolved in the mucus in 
the nasal passages and these are detected by nerves which give us our 
sense of smell. One of the causes of an impaired sense of smell may 
be diabetic neuropathy and one study has shown that people with 
painful neuropathy are more likely to have an impaired sense of smell. 
Research has also shown that people without diabetes complications 
a better sense of smell. 

Taste 
Taste is more complicated and involves the sense of smell, the tongue 
and mouth, the saliva and some of the cranial nerves. In the general 
population taste worsens with age, smoking and glucose levels. 

Research has again shown that those with diabetic complications are 
more likely to have an impaired sense of taste. This was linked 

to age, duration of diabetes, peripheral neuropathy but 
not with glycaemia. Some drugs can also affect the 

sense of taste, for example, metformin for the 
treatment of Type 2 diabetes can cause taste 

disturbance, usually a metallic taste. 

34



I n s u l I n  D e p e n D e n t  D I a b e t e s  t r u s t  w w w . i d d t i n t e r n a t i o n a l . o r gw w w . i d d t i n t e r n a t i o n a l . o r g

Treatment
It can be difficult to recognise these conditions but if impaired smell or 
taste is suspected, it is important to seek the help of experts. The first 
course of action is to have any nasal or sinus diseases treated and to 
have dental treatment. However, in many cases there is no treatment, 
so the following may help:

• have good oral and dental hygiene and regular dental care

• stop smoking

• artificial saliva for those with dry mouth

It is important to remember that if there is impaired taste, then care is 
needed with unfamiliar or spicey food. Care also needs to be taken not 
to eat too much sugary food or to put extra sugar in food and drink 
because the sweetness cannot always be detected.

More research is necessary to increase awareness of these problems 
and to understand how diabetes affects these senses. 

Reduced sense of taste may increase weight loss after surgery
A study has shown that an adverse effect after weight loss surgery 
(bariatric) is that some people can’t taste food as well as they did 
before surgery.

The study involved 88 severely obese people with an average age of 
49 who were tested before surgery and 3, 6 and 12 months afterwards. 
The results showed:

• 87% of people had taste changes, including 42% who said they ate 
less because the food did not taste as good.

• Those with decreased taste lost 20% more weight over 3 months 
than those with higher taste sensitivity.

• It was not just flavour that influenced weight loss but the intensity 
of the flavour and those with diminished taste intensity lost the 
most weight.

(American Society for Metabolic and Bariatric Surgery, news release, 
Nov. 4, 2014)
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National Diabetes Foot Care Audit 2014/15

The National Diabetes Foot Care Audit 2014/15 provides further 
evidence that while NICE recommends high quality services for foot 
care, that these are not very well delivered.  

Where the time to expert assessment by a specialist foot care 
service is longer than 2 weeks, the condition of the diabetic foot 
ulcer is more severe.

On March 31st 2016 the first National Diabetes Foot Care Audit was 
released. It presented the findings about treatment and outcomes of 
more than 5,000 people with diabetes who attended for diabetic foot 
ulcer assessments in England and Wales between July 2014 and April 
2015.

The majority of these people (3,699) were referred to specialist 
services by a GP or other health service and the remainder (1,516) self-
referred to the service.
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The key findings were that about 50% (2,302) of all 
patients were ulcer-free 12 weeks after their 
first expert assessment by a specialist foot 
care service. However, when 2 weeks or 
more elapsed between initial presentation 
and expert assessment, a patient is 
significantly less likely to be ulcer-free  
12 weeks later.

• Of the 2,029 patients seen within 2 
weeks or less, 50% were ulcer-free 12 
weeks after the assessment.

• Of the 911 patients seen between 2 weeks 
and 2 months, 43% (394) were ulcer-free 12 
weeks after the assessment.

• Of the 359 patients seen after more than 2 months, only 34% (123) 
were ulcer-free 12 weeks after the assessment.

So basically the report concludes that when the time to expert 
assessment is longer than 2 weeks, a patient is significantly less likely 
to be ulcer-free 12 weeks later and the condition of the ulcer is more 
severe. The lesson for people with diabetes is that if /when problems 
occur, it is very important not to delay but to seek help from your 
doctor or podiatrist at the earliest opportunity.

Note: The National Foot Care Audit 2014/15 full report is available at: 
http://www.hscic.gov.uk/footcare

© IDDT August 2016
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Notes
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