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[ Abstract]
patients with severe diabetic foot. Methods

Objective To investigate the main factors affecting the surgical level of major amputations in
A case-control study was conducted to analyze the clinical data of severe
diabetic foot patients who had major amputations and were admitted to the Intensive Care Unit (ICU), Air Force Hospital
of PLA Eastern Theater Command between July 2020 and July 2022. According to their surgical level of amputation,
patients were divided into transtibial amputation (TT) group and transfemoral amputation (TF) group. Correlation
analysis was performed with the clinical data of the patients, and multivariate logistic regression was performed to screen
for relevant factors affecting the surgical level of major amputation. Results The data of 48 patients with major
amputations were collected, including 15 patients in the TT group and 33 patients in the TF group. The proportion of
patients who had cardiovascular and cerebrovascular complications in the TT group was lower than that in the TF group
(26.67% [4/15] vs. 57.58% [19/33], P<0.05), the proportion of patients who had lower extremity arterial intervention
history was higher in the TT group than that in the TF group (40% [6/15] vs. 9.09% [3/33], P<0.05), and the proportion of
patients who had elevated creatinine level was lower in the TT group than that in the TF group (70.31+22.98 vs.
127.98+108.38, P<0.05). Moreover, the history of lower extremity arterial intervention may be an independent protective
factor for determining the surgical level of major amputations (odds ratio [OR]=0.15, 95% confidence interval [CI]: 0.03-
0.72, P=0.018). Conclusion History of cardiovascular and cerebrovascular diseases, serum creatinine level and history of
lower extremity arterial intervention are the main factors affecting the surgical level of major amputations in patients with
severe diabetic foot, and the history of lower extremity arterial intervention may be an independent protective factor.

[Key words] Diabetic foot Major amputation The history of lower extremity arterial intervention
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Table 1 Basic data of TT group and TF group

TT group  TF group

Variable (n=15) (n=33)

Statistic P

Cardio-cerebrovascular X2:3.947 8 0.0469

complications/case (%)

No 11(73.33) 14 (42.42)
Yes 4(26.67) 19 (57.58)

Times of hospitalization/d  1.40+0.63 1.85+1.56 Z=-0.6320  0.5274
ICU length-of-stay/d 3.20+2.01 5.36+4.55 t=-1.7586 0.0853
Agelyr. 64.67+£9.66 67.12+10.35 t=—-0.7771 0.4411

Sex/case (%) X=0.0754 07836

Male 8(53.33) 19 (57.58)
Female 7 (46.67) 14 (42.42)

History of diabetic 3.35£3.70 2.40+2.40 Z=1.2225 0.2215
foot/month

Duration of diabetes/years 12.87+5.18 13.58+8.77 t=-0.2911 0.7723

History of lower extremity Fisher's 0.0184

arterial intervention/

case (%)
No 9(60.00) 30 (90.91)
Yes 6 (40.00) 3(9.09)
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Table 2 Clinical data of TT group and TF group

Variable TT group (n=15) TF group (n=33) Statistic P
LVEF/% 56.73+5.24 54.48+10.00 Z=0.0677 0.9460
BNP/(pg/mL) 2671.93+2337.93 3749.79+6094.78 t=—0.6594 0.5130
Cr/(umol/L) 70.31+22.98 127.98+108.38 Z=-2.3803 0.0173
Hb/(g/L) 101.53+£19.04 96.45+18.11 t=0.8866 0.3799
Albumin/(g/L) 28.99+5.04 27.38+5.48 7=1.2240 0.2210
Glucose/(mmol/L) 10.68+5.19 12.66+6.83 t=—0.9939 0.3255
Lac/(mmol/L) 0.95+0.36 1.09+0.48 Z=-0.7014 0.4831
Blood pH 7.45%0.04 7.43+0.07 t=1.1486 0.2566
K*/(mmol/L) 3.96+0.33 3.73+0.77 £=1.4752 0.1470
Na'/(mmol/L) 132.73+3.48 129.40+23.57 1=0.5403 0.5916
WBC/(X109 L 14.11+4.40 17.63+10.61 Z=-0.6786 0.4974
PCT/(ng/mL)* 0.33+0.41 1.89+4.58 Z=-1.2055 0.2280
Blood bacterial culture/case (%) Fisher's 0.086 1

No 3(20.00) 12 (36.36)

Yes 2(13.33) 0 (0.00)
Bacterial culture of wound secretion/case (%) Fisher's 0.9051

No 5(33.33) 8(24.24)

Yes 8(53.33) 20 (60.61)

Unidentified 2 (13.33) 5(15.15)
Cardiotonic medication/case (%) Fisher's 1.0000

No 12 (80.00) 26 (78.79)

Yes 3(20.00) 7 (21.21)
Diuretic medication/case (%) Fisher's 0.7271

No 3 (20.00) 10 (30.30)

Yes 12 (80.00) 23 (69.70)
Variety of antibiotics/case (%) Fisher's 1.0000

1 2(13.33) 5(15.15)

2 2 (13.33) 5(15.15)

3 11 (73.33) 22 (66.67)

4 0 (0.00) 1(3.03)

*: Some severe patients had PCT results from other hospitals and these PCT results were not included in the medical records, which resulted in a small

amount of data loss, with TT group missing 1 case and TF group missing 4 cases.
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Table 3 Logistic multivariate linear regression analysis

Multiple linear regression analysis

Variable

B Standard error Wald y* P OR (95% CI)
Cardio-cerebrovascular complications (control=no) 1.12 0.81 1.9136 0.1666 3.06 (0.63-14.93)
History of lower extremity arterial intervention (control=no) -1.80 0.87 4.2927 0.0383 0.17 (0.03-0.91)
Cr 0.02 0.01 2.2187 0.1364 1.02 (0.99-1.04)

B: Partial regression coefficient; OR: Odds ratio; CI: Confidence interval.
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