
DIABETES/METABOLISM RESEARCH AND REVIEWS R E V I E W A R T I C L E
Diabetes Metab Res Rev 2008; 24(Suppl 1): S84–S89.
Published online 20 March 2008 in Wiley InterScience (www.interscience.wiley.com) DOI: 10.1002/dmrr.818

Non-ulcerative skin pathologies of the diabetic foot

Ivan Bristow*

School of Health Professions and
Rehabilitation Sciences, University of
Southampton, UK

*Correspondence to: Ivan Bristow,
School of Health Professions and
Rehabilitation Sciences, University
of Southampton, UK.
E-mail: ib@soton.ac.uk

Received: 9 October 2007
Revised: 12 November 2007
Accepted: 6 December 2007

Summary

Many of the complications of the diabetes are well studied but robust
research documenting the cutaneous effects of the disease remains sparse.
Various studies have suggested that the majority of patients with diabetes
will suffer a skin disorder during the course of their disease and for some, the
skin changes may even precede the diagnosis of diabetes.

Cutaneous pathology of the diabetic foot and lower leg can arise as a
result of the direct or indirect effects of diabetic complications. The most
common manifestations include fungal and bacterial skin infection, nail
disease and diabetic dermopathy. Other less commonly observed conditions
include diabetic bullae, necrobiosis lipoidica diabeticorum (NLD), granuloma
annulare and reddening of the soles. For many of the less common disorders,
there is little in the way of effective treatment. However, much can be done
in the clinical setting in the management of the more common manifestations
such as bacterial and fungal infection. Fungal infection, in particular, although
relatively inconspicuous, is a very common foot problem and if left untreated
can threaten tissue viability in the diabetic foot leading to secondary bacterial
infection and cellulitis. Management of fungal disease is often considered
difficult due to high relapse and re-infection rates, although by introducing
a combination of therapies including mechanical and pharmacological the
success in treating this stubborn condition can be greatly improved. Copyright
 2008 John Wiley & Sons, Ltd.
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Introduction
There are many ways in which the body’s systems can be affected by diabetes
and its complications. Much research has been devoted to understanding
some of these pathological processes such as retinopathy, nephropathy and
neuropathy but very little has been investigated on non-ulcerative skin
disorders in the patient with diabetes. Elucidating reliable data on this subject
is difficult. Most of the available data is derived from older studies. Moreover,
the epidemiological data offered are of variable quality. Much of the work
has focussed on small or selected populations with various methodologies
and diagnostic criteria. Even fewer have attempted to explain the pathology
behind these dermatoses. This article will begin to review some of the more
common skin lesions thought to be associated with the disease.

How does diabetes affect the skin?

With all types of diabetes the key feature of the disease is hyperglycaemia and
as a result a number of changes in the cellular biochemistry. This includes the
increased formation of glycation end products and sorbitol [1]. The extent
and effects of these changes may vary between individuals but ultimately the
skin may suffer by alterations in collagen synthesis and structure, abnormal
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blood flow from microangiopathy and become vulnerable
to infection due to a suppressed immune response. Alone,
or in combination, each of these may contribute to the
pathology of skin disease.

The epidemiology of skin disease

In the general population, skin disease is said to affect
around one in three people during the course of their
lifetime [2]. Literature pertaining to the prevalence of
non-ulcerative skin disorders in the patient with diabetes
is sparse. Generally, it is accepted that it is common in
this group of patients. However, little data is available to
substantiate this claim. Literature suggests the figure lies
between 30% and 100% [3–6] reflecting the paucity of
knowledge. The vast majority of these cases arise during
the course of the disease; however, it is not unusual for
the skin disorder to precede the diagnosis or to exist in
patients in a pre-diabetic state.

In 2006, Wang and Margolis [7] published a study
drawing data from previously conducted medical surveys
and compared the frequency of skin complaints with two
control populations (those with hypertension and those
with gastric reflux). They concluded that patients with
diabetes were more prone to skin infections but data on
non-infective conditions were not conclusive, possibly due
to under-reporting in the initial survey.

Specific to the foot, few studies have been carried
out. A two-phase study of nearly 90 000 patients was
conducted across Europe by Burzykowski and colleagues
[8] who reported that 57% of their subjects had foot
pathology: about 9% of this population had diabetes,
although data specifically pertaining to this sub-group
were not ascertainable. However, diabetes as a risk factor
nearly doubled an individual’s risk of developing a foot
problem. Obesity and vascular disease similarly increased
the risk. Kanjee and colleagues [4] surveyed 100 diabetic
patients for cutaneous lesions and found 30% of their
cohort had skin lesions occurring on the foot. Diabetic
disorders can be classified as:

(1) Non-infective
(2) Infective
(3) Complications related to treatment.

This article will focus on the most common conditions
which occur on the foot. Clinically, when confronted with
a patient presenting with a skin disorder on the lower leg,
it is often difficult to discern if it represents a condition
purely associated with diabetes or if it is part of a more
generalized, unrelated disease. Careful and meticulous
assessment is required.

Non-infective conditions

Diabetic dermopathy
Diabetic dermopathy (shin spots, spotted leg syndrome)
is characterized by hyper-pigmented, atrophic macules of

a few millimetres in diameter on the shins. A few patients
may recall a preceding traumatic event but for most
they appear spontaneously. The condition is considered
to be one of the most common lesions associated with
diabetes mellitus. Yosipovitch [9] found 7% of young
patients with type 1 diabetes had such lesions, while
Melin [10] in an earlier study found 55% of older patients
with the condition. Romano [11] discovered 12% of a
population totalling 457 had the condition. The lesions
do occur in patients without diabetes, but when refining
the diagnosis to those with four or more lesions the
condition is exclusively seen in diabetic patients [12].

The cause of the lesion is unknown, but probably repre-
sents a post-inflammatory lesion in poorly vascularized
skin or a manifestation of microangiopathy [13]. To
reinforce this, observations have been made that the con-
dition often occurs in those patients with accompanying
retinopathy, neuropathy and nephropathy [14]. Currently
there is no treatment for the condition; so, for the moment
the disease remains a clinical marker of internal disease.

Necrobiosis lipoidica diabeticorum
Necrobiosis lipoidica diabeticorum (NLD) is a cutaneous
disorder almost exclusive to the diabetic patient. Even so,
the condition remains relatively rare with an incidence
of 0.3% in patients with the disease [15]. The condition
typically affects those in their fourth to sixth decades
and appears as bilateral red brown papules, which
gradually develop on the anterior surface of the shins.
Lesions enlarge to form yellow, atrophic plaques with
a translucent lustre and stippled with telangiectasia.
Subsequent trauma to the area frequently results in
ulceration [16].

The aetiology of the condition remains a mystery. His-
tologically, the lesion is characterized by a disorganized
degeneration of collagen with basement membrane thick-
ening and inflammation of the underlying subcutaneous
fat. Management of the condition remains challenging
with a number of suggested approaches including topical
and systemic corticosteroids [17], aspirin and dipyri-
damole [18] and most recently anti-TNF therapies [19],
although no robust studies have demonstrated any par-
ticular effective therapy to date.

Diabetic bullae
The spontaneous appearance of painless blisters on the
feet of a patient with diabetes is a rare but a significant
event. Lesions appear rapidly anywhere on the foot, for
most with no precipitating factors such as trauma, friction
or infection to form tense blisters which gradually enlarge
becoming more flaccid as they develop. Typically these
lesions develop most frequently over the toes, heels and
occasionally on the anterior surface of the shins ranging
in size from a few millimetres to centimetres in diameter
(Figure 1).

It is unclear in the literature as to who is most at
risk of developing these lesions. Some authors believe
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Figure 1. Blistering of the foot

lesions to be more common in type 1 than type 2 diabetic
patients [20], while a case series of the condition have
suggested the converse is true [21]. There is general
consensus, however, that it is most frequently adult
males who are afflicted. The aetiology is unclear but
it has been suggested that some patients may have a
reduced threshold to frictional forces. An association with
neuropathy and retinopathy has been found [22].

At a cellular level, blisters appear to be of two types.
Most tend to manifest as a intra-epidermal blisters,
which are filled with clear fluid. This type appears to
heal without scarring. The second, less common variety
is a sub-epidermal blister. Typically these lesions are
haemorrhagic and heal with scarring. Such blistering
is normally typical of an immunological process (as
typified by some blistering diseases of the skin). However,
immunofluorescent studies have failed to demonstrate an
immunological cause [23].

Clinically, prevention of such lesions is difficult as most
occur spontaneously. However, standard measures should
be taken to prevent secondary infection following rupture.
Where lesions are likely to rupture by themselves, fluid
should be released under clean conditions and should be
managed as any other ulcer, with attention paid towards
off-loading and careful follow-up to monitor for signs of
infection.

Dry skin (anhidrosis, xerosis)
Normal epidermal skin water content is around 15%.
When this drops, the skin becomes dry and loses resilience.
Anhidrosis is extremely common [24] indeed, to such an
extent that it is rarely considered to be a condition in its
own right. It is often a symptom of other skin diseases such
as psoriasis, eczema and fungal infection which needs to
be considered. In the diabetic foot, autonomic neuropathy

is considered to be a significant cause [25]. The condition
predisposes an individual to fissuring and cracking of the
epidermis which in turn can lead to secondary infections
of the foot.

The management of simple anhidrosis is straightfor-
ward. Regular application of an emollient has been shown
to reduce dryness on the diabetic foot [26]. The difficulty
comes in engaging patient adherence. Incorporation of
this into the patient education programme should help.
Which brand of emollient is selected, is a matter of individ-
ual patient choice. The medicament which is considered
cosmetically unsuitable by the patient is unlikely ever to
be applied.

Plantar erythema
A minority of patients may suffer with a reddening of
the soles of the feet (plantar erythema). Some authors
believe it to be a manifestation of microangiopathy
resulting in slowing of the microcirculation which leads
to engorgement of the superficial venous plexus giving
rise to the colouration [27], while others have suggested
an autonomic neuropathy [20]. Reddening in diabetes
can also be observed in the palms and face (rubeosis
faciei). Parallels have been drawn to the condition
erythromelalgia, which gives rise to reddening of the
extremities accompanied by pain.

There is no treatment for plantar erythema, although
tighter blood glucose control has been shown to reverse
these changes in a minority of patients. Diagnosis of the
condition remains difficult owing to the natural variation
of skin complexion, and other causes of plantar erythema
such as liver disease and myeloproliferative disorders
should be considered.

Yellow nails
Yellow nails have been cited as a condition frequently
associated with diabetes mellitus. Lithner [13] observed
the discolouration most commonly in this group of
patients and those with an increased glucose tolerance.
It was suggested that non-enzymatic glycosylation of the
tissues leads to the clinical appearance, which is most
evident in the distal aspect of the hallux. Although
this has been simulated experimentally [28], others
have suggested that carotenaemia, also more common
in diabetic populations, may lead to this discolouration
through deposition of the yellow pigment into the
tissues of the skin and nail. From a clinical standpoint,
onychomycosis remains the most common cause of toe-
nail discolouration and should therefore be ruled out by
microscopy and culture if suspected.

Koilonychia
Also known as spooning, this nail condition is charac-
terized by an abnormal upward convexity of the nail
plate giving it a spoon like appearance. Although, not
considered to be the main cause, it has been reported
in patients with long standing diabetes [29]; however,
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primary research establishing this fact is lacking. The con-
dition may be observed in diabetic patients with renal
disease as spooning may signify renal failure [30].

Granuloma annulare
When discussing skin conditions related to diabetes,
Granuloma annulare (GA) is frequently mentioned.
The condition is a benign, self-resolving inflammatory
eruption characterized by erythematous plaques and
papules. The lesion typically occurs on the dorsa of
the hands and feet. There are a number of suggested
causes, but to date none have been proven. The link
between diabetes and GA has been debated and there
have been few robust studies undertaken. Studies have
failed to show conclusively any link between GA and type
2 diabetes [31], although a weak link with type 1 diabetes
has been demonstrated [32].

Infective conditions

Before the advent of insulin injections, infections
were a major cause of morbidity and mortality in the
diabetic patient. However, since the introduction there
has been a significant reduction in infections – some
authors suggesting reduction to the level of their non-
diabetic counterparts [27]. However, it is more likely that
patients with diabetes still encounter a higher rate of
infection [33]. How the disease predisposes an individual
is debated, but the effects of the disorder have been shown
to reduce the migration and killing ability of neutrophils as
well as induce changes in the adaptive immune response
and T cell function [34]. The risk of infection in the
diabetic foot is also heightened by additional factors
such as reduced skin integrity, lack of sensory perception
and poor peripheral circulation [35]. Work by Romano
suggests that patients with type 2 diabetes are more
susceptible to skin infection than type 1 patients [36].

Fungal infections
Fungal foot infection (FFI) represents the most common
microbial infection in the form of both tinea pedis (skin
infection) and onychomycosis (nail infection). In the gen-
eral population, FFI affects around 35% of adults, and
those with diabetes have a greater risk of developing
the condition [8]. Other authors have confirmed this;
Yosipovitch [9] found 32% of young diabetic patients
compared to just 7% of controls were affected. Gupta
and colleagues [37] found that people with diabetes were
nearly 3 times more likely to develop onychomycosis than
age-matched controls. Co-existing peripheral vascular dis-
ease has also been identified as an additional factor [38].

The most common infecting fungi are the dermato-
phytes [39] responsible of 90% of FFI, particularly T
rubrum. Infection virtually always begins on the skin on
the plantar surface and then spreads to other parts of the
foot (Figure 2). Typically, this type of infection produces
little in the way of symptoms and often goes unnoticed,

Figure 2. Tinea pedis presenting as a dry, plantar infection

mistaken for dry skin. From the plantar area dermato-
phytes may spread to the hands, nails and groin. FFI in
itself is little more than a nuisance. However, the infection
has the ability to reduce skin integrity and leave it vul-
nerable to secondary infection through fissures and splits.
The presence of a portal of entry hugely increases the risk
of cellulitis in the affected limb [40,41].

FFI is easy to prevent but more difficult to treat. For
patients with skin infection the application of a topical
anti-fungal agent is effective, although allylamines such
as terbinafine have been found to be more rapid in their
action than the older imidazoles such as clotrimazole and
miconazole [42]. Minor onychomycosis can be managed
with topical agents such as amorolfine which has been
shown to be up to 66% successful [43]. When the lunula
is infected, topical agents alone are insufficient. Oral
preparations are the drugs of choice. Agents such as oral
terbinafine have been shown to be safe and effective in the
treatment of onychomycosis in diabetic patients [44]. By
combining topical nail lacquers with concurrent oral med-
ications as a combination can improve cure rates further
[45], particularly if the affected toe nails are mechani-
cally reduced prior to therapy [46]. Reoccurrence rates
for FFI are high through skin re-infection and therefore
prophylactic use of topical agents should be encouraged
to prevent further spread to the nails.

Bacterial infections
Bacterial skin infections, according to available data, are
a less common event than fungal invasion. Despite this
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Figure 3. Paronychia of the hallux due to Staphylococcus aureus

people with diabetes still have a greater predisposition
than other patients [7].

On the foot, bacterial infections usually begin due to a
breach in the epidermis as a result of physical trauma
or pre-existing fungal infections. The most common
organisms to take advantage are Staphylococcus aureus
and Beta Haemolytic Group A Streptococcus. S. aureus
typically causes problems such as paronychia (Figure 3)
and ecthyma while Streptococcus causes cellulitis of the
foot and leg. Patients with diabetes have an increased
risk of developing cellulitis [47] and are likely to
require longer hospitalizations than their non-diabetic
counterparts [48]. Recurrent streptococcal infections of
the lower limb can lead to inflammation and scarring of
the lymphatics. In turn, this can lead to a permanently
swollen limb; therefore patients with recurrent bouts
may require prophylaxis with long-term penicillin. In
addition, precipitating factors such as blood glucose
control and pre-existing fungal infections should be
managed appropriately.

The inter-digital areas of the foot can also harbour
infections. Firstly, erythrasma, which is an overgrowth
of resident flora, particularly Corynebacterium minutis-
simum, appears as inter-digital maceration, often with
a brownish stain. The condition has been shown to be
common in patients with diabetes [9]. It is easily diag-
nosed, as the bacterium responsible fluoresces pink under
ultra-violet (or Woods) light. Microbiological reports can
help discern this from fungal infection. Treatment for this
minor problem is straightforward, with topical antiseptics
and advice on proper hygiene and drying between the
toes. Rarely, systemic antibiotics, such as erythromycin
are indicated.

Pseudomonas aeruginosa, a gram-negative organism,
can also be observed on the foot. The infection commonly
invades compromised tissues; therefore on the foot
common locations include wounds and inter-digital

spaces, superimposed over active fungal infection. Its
presence is marked by a blue/green pigment produced
by the bacteria (pyocyanin). For uncomplicated infection,
simple measures such as vinegar soaks or topical silver
sulphadiazine are effective. Deeper infection requires
careful selection of an appropriate systemic antibiotic.

Non-ulcerative skin pathology is a common occurrence
in diabetes and frequently may involve the foot. Although
there is no skin disorder exclusive to diabetes, many
conditions occur more frequently in this patient group
and thus, their appearance should alert the clinician to the
diagnosis. For non-infective skin conditions there is little
effective treatment available. However, skin infection still
remains a major threat to the diabetic foot and therefore
early recognition and management of the minor infections
could ultimately prevent the occurrence of more major
infections.

Conflict of interest
The author has no conflicts of interest.

References

1. Wolhrab J, Wolhrab D, Meiss F. Skin diseases in diabetes
mellitus. J Dtsch Dermatol Ges 2007; 5: 37–53.

2. Bickers DR, Lim HW, Margolis D, et al. The burden of skin
diseases: 2004 a joint project of the American academy
of dermatology association and the society for investigative
dermatology. J Am Acad Dermatol 2006; 55: 490–500.

3. Perez M. Cutaneous manifestations of diabetes mellitus (reply).
J Am Acad Dermatol 1995; 32: 143–144.

4. Kanjee A, Wahid Z. A study of 100 cases of diabetes mellitus for
their cutaneous manifestations. J Eur Acad Dermatol Venereol
1997; 9: S201–S202.

5. Al-Mutairi N, Zaki A, Sharma AK, AL-Sheltawi M. Cutaneous
manifestations of diabetes mellitus. Study from Farwaniya
Hospital, Kuwait. Med Princ Pract 2006; 15: 427–430.

6. Jelinek JE. Cutaneous manifestations of diabetes mellitus
(Letter). J Am Acad Dermatol 1995; 32: 143–144.

7. Wang YR, Margolis D. The prevalence of diagnosed cutaneous
manifestations during ambulatory diabetes visits in the United
States, 1998–2002. Dermatology 2006; 212: 229–234.

8. Burzykowski G, Molenberghs D, Abeck E, et al. High prevalence
of foot diseases in Europe: results of the Achilles project. Mycoses
2003; 46: 496–505.

9. Yosipovitch G, Hodak E, Vardi P, et al. The prevalence of
cutaneous manifestations in IDDM patients and their association
with diabetes risk factors and microvascular complications.
Diabetes Care 1998; 21: 506–509.

10. Melin H. An atrophic Circumscribed skin lesion in the lower
extremities of diabetics. Acta Med Scand 1964; 176(Suppl. 423):
421–475.

11. Romano G, Moretti G, Di Benedetto A, et al. Skin lesions in
diabetes mellitus: prevalence and clinical correlations. Diabetes
Res Clin Pract 1998; 39: 101–106.

12. Murphy RA. Skin lesions in diabetic patients: The ‘‘spotted-leg’’
syndrome. Lahey Clin Found Bull 1965; 14: 10–14.

13. Lithner F. Cutaneous reactions of the extremities of diabetics to
local thermal trauma. Acta Med Scand 1975; 198: 319–325.

14. Ahmed I, Goldstein B. Diabetes mellitus. Clin Dermatol 2006;
24: 237–246.

15. Muller SA. Dermatologic disorders associated with diabetes
mellitus. Mayo Clin Proc 1966; 41: 689–703.

16. Lowitt MH, Dover JS. Necrobiosis lipoidica. J Am Acad Dermatol
1991; 25: 735–748.

17. Petzelbauer P, Wolff K, Tappeiner G. Necrobiosis lipoidica:
treatment with systemic corticosteroids. Br J Dermatol 1992;
126: 542–545.

Copyright  2008 John Wiley & Sons, Ltd. Diabetes Metab Res Rev 2008; 24(Suppl 1): S84–S89.
DOI: 10.1002/dmrr



Non-ulcerative Skin Pathologies of the Diabetic Foot S89

18. Statham B, Finlay A. A randomized double blind comparison of
an aspirin dipyridamole combination versus a placebo in the
treatment of necrobiosis lipoidica. Acta Derm Venereol 1981; 61:
270–271.

19. Alexis AF, Strober BE. Off-label dermatologic uses of anti-TNF-a
therapies. J Cutan Med Surg 2005; 9: 296–302.

20. Perez M, Kohn S. Cutaneous manifestations of Diabetes Mellitus.
J Am Acad Dermatol 1994; 30: 519–531.

21. Lipsky BA, Baker PD, Ahroni JH. Diabetic bullae: 12 cases of a
purportedly rare cutaneous disorder. Int J Dermatol 2000; 39:
196–200.

22. Cantwell AR Jr, Martz W. Idiopathic bullae in diabetics. Bullosis
diabeticorum. Arch Dermatol 1967; 96: 42–44.

23. Bernstein JE, Levine LE, Medenica MM, Yung CW, Soltani K.
Reduced threshold to suction-induced blister formation in
insulin-dependent diabetics. J Am Acad Dermatol 1983; 8:
790–791.

24. Litzelman DK, Marriott DJ, Vinicor F. The role of footwear in the
prevention of foot lesions in patients with NIDDM. Conventional
wisdom or evidence-based practice? Diabetes Care 1997; 20:
156–162.

25. Vinik AI, Maser RE, Mitchell BD, Freeman R. Diabetic autonomic
neuropathy. Diabetes Care 2003; 26: 1553–1579.

26. Pham HT, Exelbert L, Segal-Owens AC, Veves A. A prospective,
randomized, controlled double-blind study of a moisturizer for
xerosis of the feet in patients with diabetes. Ostomy Wound
Manage 2002; 48: 30–36.

27. Huntley A, Drugge R. Diabetes in Skin Disease, Available
at: www.telemedicine.org/dm/dmupdate.html. Accessed 14
March, 2007.

28. Sueki H, Nozaki S, Numazawa S, Aoki K, Kuroiwa Y, Fujisawa R.
Effect of non-enzymatic glycosylation and heating on browning
of human stratum corneum and nail. Dermatologica 1991; 183:
197–202.

29. Beaven DW, Brooks SE. Color Atlas of the Nail in Clinical
Diagnosis. Mosby-Wolfe: London, 1994.

30. Scher RK, Daniel CR. Nails: Therapy, Diagnosis, Surgery.
W B Saunders: Philadelphia, PA, 2002.

31. Nebesio CL, Lewis C, Chuang TY. Lack of an association between
granuloma annulare and type 2 diabetes mellitus. Br J Dermatol
2002; 146: 122–124.

32. Veraldi S, Bencini P, Drudi E, Caputo R. Laboratory abnormali-
ties in granuloma annulare: a case control study. Br J Dermatol
1997; 136: 652–653.

33. Shah BR, Hux JE. Quantifying the risk of infectious diseases for
people with diabetes. Br J Dermatol 2003; 26: 510–513.

34. Peleg A, Weerarathna T, McCarthy JS, Davis TME. Common
infections in diabetes: pathogenesis, management and

relationship to glycaemic control. Diabetes Metab Res Rev 2007;
23: 3–13.

35. Aye M, Masson EA. Dermatological care of the diabetic foot. Am
J Clin Dermatol 2002; 3: 463–474.

36. Romano C, Massai L, Asta F, Signorini A. Prevalence of
dermatophyte skin and nail infections in diabetic patients.
Mycoses 1999; 44: 83–86.

37. Gupta A, Konnikov N, MacDonald P, et al. Prevalence and
epidemiology of toenail onychomycosis in diabetic subjects:
a multicentre survey. Br J Dermatol 1998; 139: 665–671.

38. Gupta AK, Gupta MA, Summerbell RC. The epidemiology of
onychomycosis: Possible role of smoking and peripheral arterial
disease. J Eur Acad Dermatol Venereol 2000; 14: 466–469.

39. Ellis DH, Watson AB, Marley JE, Williams TG. Non-
dermatophytes in onychomycosis of the toenails. Br J Dermatol
1997; 136: 490–493.

40. Dupuy A, Benchikhi H, Roujeau J-C, et al. Risk factors for
erysipelas of the leg (cellulitis): case-control study. Br Med J
1999; 318: 1591–1594.

41. Roujeau JC, Sigurgeirsson B, Korting HC, Kerl H, Paul C.
Chronic dermatomycoses of the foot as risk factors for acute
bacterial cellulitis of the leg: a case-control study. Dermatology
2004; 209: 301–307.

42. Hart R, Bell-Syer SEM, Crawford F, Torgerson DJ, Young P,
Russell I. Systematic review of topical treatments for fungal
infections of the skin and nails of the feet. Br Med J 1999; 319:
79–82.

43. Reinel D, Clarke C. Comparative efficacy and safety of
amorolfine nail lacquer 5% in onychomycosis, once weekly
versus twice weekly. Clin Exp Dermatol 1992; 17(Suppl. 1):
44–49.

44. Cribier BJ, Bakshi R. Terbinafine in the treatment of
onychomycosis: a review of its efficacy in high-risk populations
and in patients with nondermatophyte infections. Br J Dermatol
2004; 150: 414–420.

45. Bristow IR, Baran R. Topical and oral combination therapy for
toenail onychomycosis: an updated review. J Am Podiatr Med
Assoc 2006; 96: 116–119.

46. Jennings MB, Pollak R, Harkless LB, Kianifard F, Tavakkol A.
Treatment of toenail Onychomycosis with oral Terbinafine
plus aggressive debridement: IRON-CLAD, a large, randomized,
open-label, multicenter trial. J Am Podiatr Med Assoc 2006; 96:
465–473.

47. Koutkia P, Mylonakis E, Boyce J. Cellulitis: evaluation of
possible predisposing factors in hospitalised patients. Diagn
Microbiol Infect Dis 1999; 34: 325–327.

48. Musette P, Benichou J, Noblesse I, et al. Determinants of severity
for superficial cellulitis (erysipelas) of the leg: a retrospective
study. Eur J Intern Med 2004; 15: 446–450.

Copyright  2008 John Wiley & Sons, Ltd. Diabetes Metab Res Rev 2008; 24(Suppl 1): S84–S89.
DOI: 10.1002/dmrr


