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DFU Management

Approximately 1/3 of people 

with diabetes will develop a DFU 

during their lifetime.1  

More than half 

of such diabetic foot ulcers 

become infected.2

20 % % of DFU infections 

will require hospitalization.1

Biofilm is present in 78 %78 %  

of diabetic foot ulcers.4

Biofilm poses a threat in connection with diabetic foot ulcers because it can release  

bacteria and it strongly increases the risk of infection – particularly in deep ulcers and  

those located near sensitive structures such as tendons, joint capsules, or bone.5,6

Did you know these key facts 

about diabetic foot?

Osteomyelitis occurs in up to  

60 % % 
of severely infected DFUs.3

1. Infection management

2. Perfusion restoration in patients with ischemia

3. Offloading

4. Debridement and exudate control

5. Metabolic monitoring

The management of 

diabetic foot ulcers is 

based on 5 basic pillars:7

infected
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1/Uninfected

Infection is the main cause of hospital admissions. DFU infection increases healthcare 

costs and length of hospital stay and is associated with high rates of amputation and 

mortality.  

Diagnosis is mainly based on clinical examination, including signs of inflammation, analysis of inflammatory biomarkers,  

probe-to-bone testing and imaging tests.  The severity of diabetic foot infections is classified according to the IWGDF/IDSA 

classification:

Diabetic foot osteomyelitis should always be ruled out. Consider using a combination of probe‐to‐bone testing, plain X‐rays, 

and ESR or CRP or PCT as the initial studies.

Cultures should only be taken from clinically infected ulcers and should never be used as a diagnostic method. Conventional 

cultures should be performed to allow for antibiograms to guide antibiotic therapy selection.

 

Diabetic foot ulcers should not be treated with antibiotics unless they are clinically infected, and antibiotic treatment should never 

be based solely on the results of microbiological cultures.8

IWGDF/IDSA 

classification

No systemic or local  

symptoms or signs of infection.

Infected: At least two of these conditions  

are present: local swelling or induration; 

erythema >0.5 but <2 cm around the wound; 

local tenderness or pain; local increased 

warmth; purulent discharge.

Infection with no systemic manifestations. 

Involving: erythema extending ≥2 cm from  

the wound margin, and/or affected tissue 

deeper than skin and subcutaneous tissues 

(e.g., tendon, muscle, joint, and bone).

Any foot infection ≥2 cm with  

associated systemic manifestations, such as:  

temperature >38°C or <36°C; heart rate >90 

beats/min; respiratory rate >20 breaths/min 

or PaCO2 < 4.3 kPa (32 mmHg); white blood 

cell count >12,000/mm3 or < 4 G/L, or >10% 

immature (band) forms.

Cleanse with wound cleansing 

solutions, debride and apply 

silver dressings to control local 

infection. Treat with systemic 

antibiotics (oral agents).

Refer patient to multidisciplinary 

diabetic foot care teams.

Treat with systemic antibiotics 

(oral/parenteral). Surgical 

debridement if it is needed.

add “O” if osteomyelitis 

is present

add “O” if osteomyelitis 

is present

Refer to multidisciplinary 

diabetic foot care teams.

Treat with systemic antibiotics 

(parenteral). Surgical debridement 

if it is needed.

2/Mild

3/Moderate

4/Severe

Cleanse with wound  

cleansing solutions and debride.

Infection in DFU and classification8

Description Clinical  

approach6
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How to help prevent infection 

and promote ulcer healing

1

2

Clean the wound using cleansing solutions 

that contain surfactant agents to help 

break down and remove biofilm. Solutions 

containing polyhexanide and betaine have 

shown beneficial effects in disrupting biofilm 

and improving wound pH.

	 •	 It is recommended to apply the 	

		  cleansing solution for approximately  

		  5 minutes using soaked compresses.

	 •	 Follow this with gentle brushing of

 		  the wound bed to rinse the area 

		  thoroughly and prepare it for 

		  debridement of non-viable tissue.

Sharp debridement is the preferred method 

for treating diabetic foot ulcers. This 

involves the use of a scalpel, scissors, or 

curette to remove necrotic tissue until 

slight bleeding is observed, indicating viable 

tissue. The effectiveness of this procedure is 

enhanced by prior application of cleansing 

agents such as Prontosan®.

B. Braun solutions

for DFU treatment

A wound irrigation solution used for rinsing, 

cleansing, moistening and decontaminating 

acute and chronic wounds. The Prontosan® 

family of products contains polyhexanide 

(PHMB) and betaine, which help achieve 

optimal wound bed preparation by removing 

barriers to healing, such as slough, necrotic 

tissue, and biofilm.9,10,11

A wound gel for acute and chronic 

wounds that provides long-lasting cleansing, 

moistening and decontamination of the wound 

bed between dressing changes.12 

This fluid gel is useful for deep or tunneling 

wounds, wound cavities, and difficult-

to-access areas.

A microfiber pad designed for soft 

mechanical debridement of slough and 

debris from wounds. Its teardrop-shaped 

design features a tapered end for  

difficult-to-access areas and a round  

end for larger areas.

Prontosan® Debridement Pad 

Prontosan® Wound Gel

Prontosan® Wound Gel X  

A viscous wound gel for acute and  

chronic wounds that provides long-lasting 

cleansing, moistening and decontamination of 

the wound bed between dressing changes.12  

This thicker formulation makes it suitable for 

large surface area wounds, including burns.13

Prontosan® Wound  

Irrigation Solution

Debridement of 

non-viable tissue 

Therapeutic 

wound cleansing 

in 4 steps:6
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Discover our full range 

of wound care solutions
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The use of silver dressings prevents biofilm reformation and reduces bacterial load. 

B. Braun solutions for DFU treatment

A wound dressing that combines silver 

nanoparticles with hydrofibers to manage 

wound infection and exudate. In contact with 

wound exudate, the dressing responds by 

forming a gel which retains the bacteria and 

removes them when the dressing is changed. 

A soft paste ionic silver alginate dressing 

specifically formulated for the treatment 

of chronic wounds that are infected or 

at high risk of infection, offering broad 

antimicrobial effectiveness.14,15

Its paste form provides high conformability 

even in tunnels and sinuses.16

Reduce bacterial load 

Askina® Calgitrol® Paste Askina® Calgitrol® Ag+ 

Highly conformable and absorbent 

alginate-CMC wound dressing, suited  

for the management of moderate to 

heavily exuding wounds.

Askina® Sorb 

4
Use suitable dressings such as alginate or superabsorbent wound dressings for effective control  

of wound exudate. Excessive moisture can lead to maceration of surrounding skin and delay healing. 

B. Braun solutions for DFU treatment

A super absorbent wound dressing  

with activated charcoal, designed for  

the management of heavy, high-viscosity 

exudates, as well as malodorous wounds.

A multilayer silicone dressing  

designed for active exudate management, 

improving retention and absorption  

while maintaining the adequate moisture 

level in the wound.(17)

Control exudate 

Askina® Carbosorb Askina® DresSil Active 



Product

Prontosan® Wound Irrigation Solution

Prontosan® Wound Irrigation Solution

Prontosan® Wound Gel

Prontosan® Wound Gel X

Prontosan® Wound Gel X

Prontosan® Debridement Pad

Prontosan® Debridement Pad

Askina® Calgitrol® Paste

Askina® Calgitrol® Paste

Askina® Calgitrol Ag + 

Askina® Calgitrol Ag + 

Askina® Calgitrol Ag + 

Askina® Calgitrol Ag + 

Askina® Calgitrol Ag + 

Askina® Carbosorb

Askina® Carbosorb

Askina® Carbosorb

Askina® Sorb

Askina® Sorb

Askina® Sorb

Askina® Sorb

Askina® DresSil Active

Askina® DresSil Active

Askina® DresSil Active

Askina® DresSil Active
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Size

350 ml 

40 ml 

30 ml 

50 g 

250 g 

-

-

15 g 

15 g 

5 x 5 cm 

4 x 10 cm

10 x 10 cm 

15 x 15 cm 

2 x 45 cm 

10 x 10 cm 

10 x 20 cm

15 x 15 cm 

6 x 6 cm 

10 x 10 cm 

3 x 30 cm 

15 x 15 cm  

7.5 x 7.5 cm  

10 x 10 cm  

12.5 x 12.5 cm  

15 x 15 cm  

B. Braun Code 

400403 

400412

400505 

400517 

400508 

3908456 

3908457 

7211598 

7211599 

SFM6210510 

SFM6210410 

SFM6211010 

SFM6211510 

SFM6214505 

WIN9025006 

WIN9025014 

WIN9025007 

WIN2115S

WIN2116S 

WIN2105S 

WIN2102S 

WIN5397510 

WIN5391010 

WIN5391110 

WIN5391510 

Quantity

1 

24

1

1

1

3

10

5

10

10

10

10

10

5

10

10

10

10

10

10

10

10

10

10

10

This guideline has been developed in collaboration with Dr. Prof. José Luis Lázaro, Head of Diabetic Foot Ulcers Unit, Universidad Complutense de Madrid.
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