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1: Recent advances in peptic ulcer disease: Helicobacter pylori infection and its treatment.
Chronic peptic ulceration is a disease process in transition. During the past two decades, the disease has changed in its
incidence, in its presentation and in its medical consequences. The pathogenesis of acid-peptic disease has been the
major focus of numerous investigations, and major advances in understanding basic gastric physiology have.

Howard Steer observes H. They decide that it was Pseudomonas , a contaminant, and not related to PUD.
Bismuth is an antibacterial agent, although this is not recognized by Ramsey. Robin Warren first observes H.
Marshall and Warren successfully treat their first PUD patient with antibiotics. Marshall discovers the bacteria
he is investigating are not campylobacteria, by looking at electron micrographs. He meets with criticism,
which Marshall later admits was well-founded at least in part. Two letters authored by Warren and Marshall,
respectively, are sent to The Lancet describing their results. The same abstract is accepted for presentation at a
Campylobacter workshop in Brussels. Marshall and Ian Hislop begin a study to compare bismuth treatment
with cimetidine. The study is abandoned because it is inconclusive. Many reviewers dislike the paper.
Marshall intentionally consumes H. He takes antibiotics and is relieved of his symptoms. The New York
Times publishes an article by its medical correspondent Dr. Altman on the possible link between H. This
became the first truly successful treatment for H. Because gastritis and duodenal ulceration are rare in children
this study had the capacity to demonstrate that Warren and Marshall were correct in claiming that H. This was
the first time that New England Journal of Medicine, the worlds leading medical journal published a study
[48] on Helicobacter pylori. Morris intentionally consumes H. Like Marshall, he becomes ill, but unlike
Marshall, he is not completely cured by antibiotics. The infection will remain with him for three years. World
Congress of Gastroenterology recommends eradicating H. This was the first description of a virulence factor
for H. These malignant ulcers can also be treated by eradicating Helicobacter. This assists in identifying new
virulence factors for the infectivity of H. This strategy advocates the use of noninvasive testing to evaluate for
H.
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2: Timeline of peptic ulcer disease and Helicobacter pylori - Wikipedia
Considerable advances have been made in the area of peptic ulcer disease, an imbalance between peptic acid
secretion and gastroduodenal mucosal defenses. It is amazing how far we have come in understanding peptic ulcer
disease (PUD). Just 30 years ago, prevailing mental health theory postulated.
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the original work is properly cited. Recent advances in the management of peptic ulcer bleeding [version 1;
referees: FResearch , 6 F Faculty Rev: The incidence of non-variceal acute upper GI bleeding in the UK is
approximately 85 per , per year 1. Although the specific mortality associated with acute variceal bleeding is
higher 2 , peptic ulcer bleeding PUB remains the commonest cause of acute GI bleeding overall and
significant bleeding requiring transfusion 2 , 3. There are several evidence-based guidelines to aid the
management of PUB 4 , 5 , although comprehensive audits have shown that all aspects of management do not
always reliably follow guidelines 3. New information is continually becoming available in all aspects of PUB,
and in many cases these have not had time to directly inform guideline development. In this review, important
recent developments in all aspects of managing PUB are discussed and relevant controversies placed into
context to aid the practical management of ulcer bleeding. The management of ulcer bleeding can be divided
for convenience into areas of recognition, risk assessment, resuscitation, endoscopic and salvage therapies, and
drug therapies in both the peri-bleeding and post-bleeding situations. Recognition Usually the presentation of
acute upper GI bleeding is obvious to the clinician, certainly once the presence of blood in the vomitus or
melaena passed rectally is detected. One significant dilemma remains over the likely site of bleeding for
profuse, haemodynamically significant fresh rectal bleeding. Is this from a colonic source or very rapid transit
from an upper GI source? This has implications for the investigative process. In the United Kingdom,
nationwide review of severe GI bleeding, general clinical features, and suspicion in this situation were poorly
correlated with the actual site of bleeding 3. The presence of a pulse rate greater than the systolic blood
pressure was associated with an upper GI source for fresh rectal bleeding 3 , and although further studies
examining this index in a prospective way are required, it certainly seems reasonable to perform a gastroscopy
initially before lower GI endoscopy in these patients showing that degree of circulatory compromise after
appropriate resuscitation. Resuscitation Despite the high prevalence of PUB, there are few data on any
specifics of fluid resuscitation in this context. The general clinical principles on restoring circulating fluid
volume and adequacy of organ perfusion are employed, although it seems inevitable that there will be
individual choice in terms of fluids used and rate given. Obviously, randomised studies in this area are
extremely difficult to do and hence the widely cited trial examining blood transfusion strategies was extremely
welcome 6 , although the limitations inherent in recruiting into such a trial in acute bleeding must always be
considered when reviewing the results. In common with an increasing body of data from other critically ill
patients, across the spectrum of medicine including major sepsis 7 , 8 , a restrictive blood transfusion strategy
seems at least as good as a more traditional liberal strategy. The trial recruited all comers with upper GI
bleeding and was not specifically designed to look at subgroups. Recruitment to the trial was rather selective,
excluding those with very severe bleeding and significant circulatory diseases, which may limit generalisation.
Data published only in abstract form 9 examining real-world outcomes after transfusion for PUB suggested a
contrary finding and showed an association between more units transfused and lower death rates. A
meta-analysis pooled the results from the four available studies of transfusion strategies in acute upper GI
bleeding, although all have different methodologies and inclusion criteria Not all of these included studies
specifically examined only acutely bleeding peptic ulceration. Again, results favoured a restrictive strategy:
Rebleeding rates were also non-significantly lower in the restrictive group odds ratio 0. An even more recent
meta-analysis including only data on acute GI bleeding from five randomised controlled trials showed that a
restrictive transfusion strategy was associated with lower all-cause mortality relative risk 0. The exact optimal
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resuscitation strategy is unclear and always needs to be individualised to the specific patient. However, given
the consistency and biological plausibility of the results and the costs and potential harm of blood transfusion,
it would seem prudent to employ a conservative transfusion strategy for most patients with PUB, whilst
maintaining adequate circulating fluid volumes. It is important to stress that transfusion strategies are but one
part of fluid resuscitation in PUB and that in the acutely bleeding patient haemoglobin levels form only one
part of the assessment of cardiovascular instability and that decisions on fluid and blood replacement must be
governed by the need to restore adequate organ perfusion. Risk stratification There are many systems that have
been used to stratify risks in upper GI bleeding. Probably the two most widely used and studied are the
Rockall scores both pre- and post-endoscopy and the Glasgowâ€”Blatchford score GBS Although these have
always been designed to assess somewhat different aspects, there continue to be studies comparing the clinical
utility of these studies. It must be remembered that the Rockall scores assess mortality risk but were never
designed directly as decision tools accepting that the risk assessment of the patient clearly does inform clinical
decision-making indirectly but that the GBS was explicitly designed and validated to predict those cases not
needing intervention therapeutic endoscopy or blood transfusion. Thus, not surprisingly, the GBS consistently
performs better in identifying lower-risk cases, suitable for direct discharge and outpatient management 13 ,
Further recent international validation of the GBS has confirmed that a score of 0 or 1 is associated with a very
low risk of intervention and that hospital admission and emergency endoscopy are not required Further scores
have been proposed. The AIMS65 score has been advocated as an even simpler score requiring scoring only
on a 5-point score for each of the following factors: Although the AIMS65 can reliably predict mortality, it
appears less accurate than the GBS in determining the need for interventions such as blood transfusion or
admission to critical care 15 , A further score, the Progetto Nazionale Emorragia Digestiva PNED score
system, which relies on a rather complex multipart scoring using age, presence of cancer, renal failure,
American Society of Anaesthesiologists grade, cirrhosis, rebleeding, and failure of endoscopic therapy, has
been proposed. A large prospective study of over 3, patients confirmed that the GBS clearly performed best in
identifying the lowest-risk patients and also in predicting interventions such as blood transfusion or
endoscopic therapy. Although the PNED and AIMS65 scores were best at predicting mortality, none of the
scores apart from the GBS appeared to be clinically useful in determining either the safety of outpatient
management or the need for endoscopic therapy A GBS of 7 or more was best at predicting the need for
endoscopic treatment This score was superior to the pre-endoscopy Rockall and AIMS65 scores in predicting
clinical intervention in a cohort of Japanese patients 17 but has not been compared against the GBS or
evaluated more widely. Timing of emergency endoscopy in acute upper GI bleeding remains a controversial
area, and although immediate endoscopy as early as possible seems theoretically attractive, this has not been
supported by evidence. Studies have shown that very early endoscopy is not associated with better outcomes
and in some cases is associated with worse outcomes although this latter effect could have been an artefact of
the design of the observational studies 18 , More recently, those patients with a GBS of 12 or more were
shown again in an observational study to have lower mortality with a presentation to endoscopy time of more
than 13 hours, whereas those with lower GBSs did not seem to benefit from such early endoscopy This
suggests that GBSs can be used both to triage patients not needing admission and to detect those who may
benefit from relatively early endoscopy. Interestingly, the abbreviated score seemed to perform as well as the
full GBS and was again superior to the Rockall scores at predicting the need for clinical intervention Whilst
further validation studies are required, this may prove to be a useful modification in clinical practice.
However, the thermal or mechanical aspects are the most important, and although adrenaline is often used to
clear the endoscopic field, it probably adds little to the haemostasis as secured by these other means Although
there are a variety of through-the-scope endoscopic clips available, there are no data showing clear superiority
of any one type. Within endoscopy, there are three important recent developments: Doppler probe-guided
lesion assessment and treatment, large over-the-scope clips, and haemostatic powders. The exact place of all
of these within the management pathway requires further assessment, but all seem to offer some advantages in
certain circumstances. Doppler probe assessment to detect significant arterial signals in the ulcer base had
been reported many years previously However, the lack of availability of the equipment and lack of
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convincing evidence of efficacy at the time rather precluded further adoption. More recently, there has been an
increase in interest, stimulated by the availability of an easier-to-use Doppler unit and disposable, relatively
low-cost endoscopic probes Vascular Technologies Inc. Two studies from the same group have shown initially
how Doppler probe assessment is more accurate than classic endoscopic scoring at predicting rebleeding risks
23 and secondly, in a randomised trial, that Doppler probe-guided management reduces rebleeding and further
intervention compared with standard treatment Doppler assessment showed that many oozing ulcers Forrest
1b are actually not associated with significant arterial flow into the ulcer only Repeating Doppler assessment
post-standard endoscopic treatment showed a considerable reduction in arterial flow, and persistent arterial
inflow was associated with an increased risk of rebleeding A subsequent randomised trial compared the use of
the Doppler probe to inform both the indication for therapy and the success of that therapy against standard
haemostatic treatment based purely on endoscopic visualisation Endoscopic therapy was applied on the basis
of the presence of a Doppler signal rather than endoscopic appearance, and after endoscopic therapy, the ulcer
was re-interrogated and retreated if an arterial signal was still present. The Doppler probe allows clearer
localisation of the feeding artery. Overall, Doppler use in this manner was associated with a significant
reduction in rebleeding. This technique looks very promising. The application of the Doppler probe allows
more accurate definition of the rebleeding risk of ulcers superior to standard endoscopic stigmata , facilitates
tracing of the underlying artery for direction of haemostatic methods, and allows post-treatment interrogation
to define the efficacy of endoscopic therapy. Further studies in other populations with less experienced and
committed operators are required before widespread adoption, and further data on the efficacy of this advance
are awaited with interest. These data with the Doppler probe showing that oozing ulcers Forrest 1b are
associated with significantly lower risks of rebleeding post-endoscopic therapy 23 , 24 are in keeping with a
retrospective analysis of data from one of the large studies of proton pump inhibitor PPI therapy after
endoscopic therapy In the placebo-treated group, rebleeding was much lower in those with oozing ulcers 4.
These recent data confirm that Forrest 1b lesions tend to have smaller feeding arteries and hence rebleeding
rates are lower than previously believed. Interestingly, this study also showed that intravenous esomeprazole
did not reduce the already-low post-endoscopic rebleeding rate in the oozing ulcers in comparison with the
other high-risk stigmata , suggesting that parenteral acid suppression may be withheld from this group after
successful haemostasis and standard oral therapy used This reappraisal of rebleeding rates associated with
classic endoscopic stigmata of recent haemorrhage has important implications for the interpretation of existing
studies and the design of future studies as grouping all active bleeding groups Forrest 1a and 1b together now
seems inappropriate given the clearly divergent rebleeding risks. The main limitations of typical endoscopic
clips are their relatively small size and the pressure that the jaw can apply to close tissue or provide
mechanical haemostasis. The much larger and stronger over-the-scope endoscopic clip OTSC, Ovesco
Endoscopy, Tubingen, Germany overcomes many of these drawbacks, being able to grasp larger and more
fibrotic areas than standard clips and to apply more pressure onto feeding arteries. The obvious cost of this is
having to preload the clip on the endoscope before intubation and much greater unit cost and sometimes
difficulty passing the clip through the upper oesophageal sphincter. Several case series have reported
successful haemostasis with this device when other endoscopic methods have failed. There are no randomised
or indeed comparative studies available at present, but as a second-line endoscopic technique these clips seem
to provide a further useful tool. Haemostatic powders are in a similar position. These seem to be a promising
technology but are not yet supported by comprehensive randomised trial data. These are proprietary mineral
preparations that, when sprayed onto a bleeding area through a cannula inserted through the channel of an
endoscope, provoke rapid haemostasis. The powder acts as both a physical barrier upon contact with moisture
and a powerful procoagulant by concentrating clotting factors at the site of application. Again, there are no
randomised trials, but several case series showing successful haemostasis after failure of first-line endoscopic
therapies show that this technique can also be usefully employed in the most difficult refractory bleeding
ulcers. Obviously, this method provides no destruction of the underlying artery as clips or bipolar probes do ,
and the rate of rebleeding and the subsequent natural history of PUB bleeding in this manner are unknown.
Haemostatic powders do not influence the underlying arterial inflow, and at present it is unclear whether
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rebleeding rates with highest-risk stigmata spurting arteries or those with significant positive Doppler traces
are clinically problematical. The powder application invariably obscures the endoscopic view, and perhaps
repeat second-look endoscopy will be required to perform more secure haemostasis. At present, this cannot be
regarded as a routine first-line therapy but in some cases can be extremely useful when other methods have
failed. The technique is relatively easy, although care must be taken to avoid premature exposure of the
powder to liquid, which activates the powder. It is important to note that the requirement for blood or liquid
for effective activation often precludes the use of haemostatic powders on non-bleeding but protuberant
arteries Forrest 2a lesions that do merit some form of endoscopic therapy. Further data reporting the different
haemostatic powders in relation to more standard haemostatic methods and in ulcers with different bleeding
stigmata will help refine the place of the powders in management. Drug therapy Pre-endoscopy PPI infusion is
recommended by some guidelines but not by all Although this seems to downstage the endoscopic appearance
of bleeding ulcers, the effect on hard clinical end-points such as rebleeding or hospital stay is debateable.
Post-endoscopy PPI treatment after endoscopic therapy to high-risk ulcers has repeatedly been shown to be
better than placebo at reducing rebleeding and surgery However, despite a multitude of studies, the optimal
regimen is unclear. Other dose regimens, including intermittent parenteral dosing and even high-dose oral PPI,
have also been shown to be effective, and it is not clear what the optimal regimen is 31 , As previously
discussed, the rebleeding rate after successful endoscopic haemostasis in oozing Forrest 1b ulcers is low and
does not seem to be reduced by parenteral high-dose acid suppression and hence treatment may be rationalised
in those patients to standard oral PPI therapy After endoscopic therapy and 72 hours intravenous PPI,
high-dose oral acid suppression seems to be beneficial for highest-risk patients.
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3: Advances in Drug Therapy for Peptic Ulcer Disease | JAMA Surgery | JAMA Network
The identification of the gastric bacterium Helicobacter pyloriwas a significant advancement in the treatment of peptic
ulcer disease.H. pylori infects the gastric mucosa and its eradication is associated with the prevention of ulcer
recurrence.

Abstract We investigated crystallogenic and initiated properties of gastric mucosa and gastric mucosal
homogenates in 12 healthy peoples and 30 patients with ulcer disease 12 patients also have bleeding or
perforation or penetration. It is stated, that cocontamination of Helicobacter pylori and Providencia or
Morganella combines with high crystallogenic properties of biological fluids. It may be useful for ulcer
disease pathogenesis investigation. So, it was shown by V. Chubukov , that bacteria can formed many variants
of crystal and pseudo crystal structures [4]. These data was confirmed by other investigators [1][5]. On our
opinion, it has number of function, such as protective, pathogenic etc. Literature data analysis shown, that in
natural conditions protective function of MAK is dominated, and pathogenic function realize at bacterial
antagonism or infection process [1][2]. Special variant of MAK are a bacterial symbioses with high
crystallogenic activity. Example of this symbiosis is microbial induced film-formation in catheters. Aim of
this paper is estimation of crystallogenic properties of gastric mucosa in connection with its microbial
contamination. Materials and Methods We investigated crystallogenic properties of number of biological
substrata gastric mucosa, gastric mucosal layer homogenates of 12 healthy peoples and 30 patients with ulcer
disease, including complicated by perforation, bleeding or penetration 12 patients. Biological substrata were
gotten at fibrogastroduodenoscopy. Estimation of crystallogenic and initiated properties of biological material
was accomplished by own methods classic crystalloscopy and comparative teziography [2]. Results
Investigation of own and initiated crystallogenesis of gastric mucosa in peoples without gastrointestinal
pathology allows to state in this case biological material has low crystallogenic activity. At dehydration it
mainly formed numerous amorphic structures and single small crystals. Described crystalloscopic picture of
gastric mucosa connected with no Helicobacter pylori detection in biological substrate. So, in physiological
conditions bacterial flora and gastric mucosa, contained bulk mucopolysaccharides [3], have no essential
crystallogenic potential and do not promote material initiation of basic substance crystallogenesis in
teziographic test Figure 1. These changes were corroborated by morphological and morphometric analysis of
gastric mucosal layer homogenates dehydrated samples. In its facias only single small crystals are presented.
Visuometric estimation of crystllogenic properties of gastric mucosa At complicated variants of ulcer disease
marked crystallogenesis activation in investigated biological fluids is visualized. So, in this case
crystallograms of gastric mucosa and gastric mucosal layer homogenates include numerous single-crystal
elements and dendrites. It caused elevation of crystallizability and structure index level in comparison with
healthy people and patients with non-complicated ulcer disease rate. This tendency visualized in teziographic
facias too. At morphological analysis of gastric mucosal layer homogenates its high crystallogenic properties
were discovered. Crystallograms of this biological substrate contained dendrites. It is very important, that at
microbiological study in all biological materials Providencia or Morganella bacteria were marked out in
addition to . On this base we conjecture, that its sympiosis can be an initial factor of gastric mucosa damage.
Conclusions Our data allow supposing cocontamination of stomach mucosa by Helicobacter pylori and
Providencia or Morganella caused elevation of gastric mucosa crystallogenic properties that provoked
formation of ulcer. Procrystallogenic potential of this symbiosis may be an important link of ulcer disease
pathogenesis, which realized throw microorganism-associated mucosa damage result of MAK activation and
disease complications progress. Microbial drugs in plant growing. Soros educational journal , 7 5: Role of
mucosa barrier in stomach stress ulcers pathogenesis. Physiological journal named after I. Sechenov , 37 6:
Chemistry and life , Study and application of crystallogenic properties of Brucella for their identification and
differentiation. Bulletin of the International Scientific Surgical Association , 3 1:
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4: Recent advances in the management of peptic ulcer bleeding - FResearch
Advances in ulcer disease: proceedings of a Symposium on the Pathogenesis and Therapy of Ulcer Disease, Munich,
March ,

Subscribe to our mailing list Figure 1. Diabetic foot ulcer Diabetic foot ulcers pose life-threatening risks to
patients with diabetes. Offloading of high pressure areas of the foot is key to successful treatment. We review
various methods here. The etiology of plantar foot ulcers is multifactorial: An insensate foot, combined with
increased plantar pressure from structural foot deformities, acute or repetitive trauma, or poor fitting shoes,
can progress to the development of plantar foot ulcers. In people with diabetes, these are known as diabetic
foot ulcers DFUs. Medicare reimbursements in the United States for beneficiaries with diabetic foot ulcers are
roughly 3 times higher for health care services compared to diabetic patients without a prevalent diabetic foot
ulcer. Diabetic foot ulcers are best offloaded with knee-high devices such as total contact cast or walker.
Current treatment paradigm The core principles for treating DFUs were originally put forward by Frederick
Treves and included: These include the removable cast walker RCW , the irremovable cast walker iRCW or
instant total contact cast iTCC , the modified Carville healing sandal, the felted foam technique, the football
dressing, commercial offloading shoes, and depth footwear. There has been much research dedicated to
improving offloading of diabetic feet in recent years. This review will cover recent advances in offloading.
Offloading the diabetic foot When a person steps on the ground, the ground exerts a force on the body known
as the ground reactive force. This ground reactive force can be split into two components: The shear stresses
and, less significantly, the vertical pressures are key contributory factors in the formation of DFUs and their
poor healing potential. For instance, TCCs do not allow for daily inspection of the ulcer. TCCs are also
contraindicated in patients with severe peripheral arterial disease,30 untreated osteomyelitis or soft tissue
infections, ulcers on the contralateral limb, and in patients with poor balance. If improperly applied, a TCC
can lead to further ulcers and irritation, therefore they should only be applied by a qualified healthcare
professional. The application time and difficulty in applying the cast itself have traditionally been barriers to
utilizing TCC in clinical setting. Several casting systems are now available which can ease the usage of the
TCC Table 1. Rader Football Dressing Rader football dressings The Rader football dressing was introduced in
and its use has been increasing as more data has become available. The dressing can be used for patients in
whom a TCC is contraindicated or when a cast walker cannot be obtained due to insurance limitations or other
circumstances. Removable and irremovable cast walkers Removable cast walkers reduce pressures on the
forefoot by having a rocker sole and keeping the ankle at degrees. Removable Cast Walker with Memory
Foam Insert is done by securing them in place with plaster, fiberglass, cohesive bandage, or a cable or ziptie.
Table lists alternatives to total contact casting. Insoles to improve healing Total contact insoles improve
pressure distribution and increase the effectiveness of offloading devices being used. Unfortunately, many
insoles are not adjustable or custom-molded to either the foot heat molded or a positive cast of the patient. The
typical multi-laminate insole dispensed today is rarely molded because of time and financial constraints. Most
patients end up dynamically molding the insole over time, a technique clearly discouraged by the shoe bill
itself. Custom-molded insoles have been demonstrated to be superior to non-custom insoles in decreasing
pressures under the metatarsal heads. Multi-laminate insoles have the potential to be molded or conform over
time, but do not have an inherent ability to offload. Without contouring, they are sophisticated cushioning
devices at best. Some commercial offloading devices have insoles with removable hexagonal, square, or
diamond shaped plugs to selectively offload specific areas of the foot. Thin soles that are not thick enough to
fill the arch of the foot may be able to cushion areas on the plantar surface but cannot transfer forces away
from high-pressure areas effectively unless they are coupled with a rocker soled shoe. Depth Shoe with Heat
Molded Innersole necessary to fill the average- or high-arched foot. The removable feature of the
prefabricated walker gives clinicians the ability to remove and reapply the devices for ulcer debridement and
application of advanced wound-healing products. Patients can also remove them for dressing changes and
wound care at home. Any time a device is removable, however, it increases the probability that the patient will
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walk without it. There is also a growing trend toward clinical usage of sensory-enhanced insoles. These
insoles can monitor patient activity levels, track patient fitness and gait velocity. These devices can also
monitor plantar pressures and could be beneficial in creating an environment where a patient has increased
self-management. More research is needed in the usefulness of these new devices; however, current findings
suggest that they may decrease the recurrence of foot ulcers. Pixellated Innersole There is strong clinical
evidence that offloading DFUs is a necessary component in wound healing. This is supported by a recent
systematic review of 19 interventional studies with patients with DFUs. Despite TCCs being more effective in
offloading diabetic foot ulcers, few practitioners use this modality daily. Transitional healing Although there
are few studies demonstrating a reduction of force in areas of high pressure on the foot using the depth shoe or
healing sandal, the RCW, iTCC, and TCC are irrefutably superior in their ability to produce consistently
reproducible results when healing wounds. Table 3 outlines the transitional approach to diabetic foot
offloading. Knee-high devices that force compliance and restrict forward motion of the ankle should be
employed as a first line treatment when the wound is open. Rapid return to standard footwear is fraught with
problems and may account for a large portion of the recurrences noted in the literature associated with diabetic
foot wounds. After the wound has closed and the epithelium thickened to be able to withstand the shear and
pressure forces produced during ambulation, the patient can transition to the final or permanent offloading
device such as a depth or custom molded shoe. Even when completely healed, the foot should be protected
with a heat or cast-molded, in-shoe, total contact foot orthotic designed to offload areas of high pressure and
never return to the type of footwear used when they developed the wound. In the neuropathic foot, the risk of
ulceration is higher in these high-pressure areas. They are a significant predictive factor of infection,
amputation, and mortality. Therefore, treating DFUs and improving patient outcomes deserves serious focus
by clinicians. The primary method of treating diabetic foot ulcers is offloading. Of the offloading methods
currently in use, knee-high casts that are irremovable, such as TCCs and iRCWs, have been associated with
improved wound healing. Total contact casts are of benefit in patients with lower extremity deformities which
require custom molded casts. Before applying casts, it is necessary to consider certain contraindications such
as depth of ulcers, presence of infection, and peripheral artery disease. Addressing limb-length discrepancies
congenital and iatrogenic , improving patient education, and, more controversially, daily monitoring, are all
strategies to consider when attempting to improve patient adherence with offloading devices. Better offloading
adherence is predictive of greater DFU healing at 6-week follow-up visits. However, making a cast
irremovable and forcing patient compliance does not address the underlying reasons why a patient was
non-adherent. A significant predictive factor of patient offloading adherence and delayed DFU healing is
self-reported level of postural instability. Crews and Candela54 found that when a contralateral limb lift is
used in ankle-high removable cast walkers, there is an increase in patient comfort and gait. Patient Education
Another key component in addressing patient adherence is education about the efficacy of the device being
used. Educating the patient on the importance and expected efficacy of the offloading device, especially in the
case of removable cast walkers, may be important predictors of adherence. Studies have shown that patients
are more likely to wear diabetic footwear to prevent secondary diabetic foot ulcers when there is a perceived
value of the footwear itself. A more thorough discussion of patient education was written by Pal. There is no
widespread objective measure of daily adherence utilized in foot clinics. Much of the determination of
adherence has been subjective evaluation. There is a well-established positive association between adherence
and ulcer healing. Therefore, there is a great need for technology which can monitor patient adherence
throughout the day. Incorporating such a monitoring system into the standard care of DFUs could have
significant benefits to patient outcomes. National Diabetes Statistics Report, Evidence-based protocol for
diabetic foot ulcers. Lewis J, Lipp A. Pressure relieving interventions for treating diabetic foot ulcers.
Cochrane Database Syst Rev. Treatment for diabetic foot ulcers. Int J Gen Med. An audit of leg and foot ulcer
care in an Ontario community care access centre. Diabetic foot ulcers and their recurrence. N Engl J Med.
Diabetes Metab Res Rev. Prediction of outcome in individuals with diabetic foot ulcers: The pivotal role of
offloading in the management of neuropathic foot ulceration. Walsh JW, et al. Health care service and
outcomes among an estimated 6. Agency for Healthcare Research and Quality. Adv Wound Care New
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Rochelle. Everett E, Mathioudakis N. Update on management of diabetic foot ulcers. Ann N Y Acad Sci.
Pressure redistribution strategies for the diabetic or at-risk foot: Adv Skin Wound Care. Is total contact casting
the gold standard for the treatment of diabetic foot ulcerations. Off-loading the diabetic foot wound:
Semiquantitative analysis of the histopathological features of the neuropathic foot ulcer: Plantar shear stress in
individuals with a history of diabetic foot ulcer:
5: Peptic Ulcer Diseases: Genetics, Mechanism, and Therapies
The identification of the gastric bacterium Helicobacter pylori was a significant advancement in the treatment of peptic
ulcer disease. H. pylori infects the gastric mucosa and its eradication is.
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