40 HAW A VLR R B2 2 B 2 4k Vol. 40 No. 4
20184E 8 A Journal of Youjiang Medical University for Nationalities Aug. 2018

BREESSRERFRERFIELZENXRREEXEARZRS M

BEH,2HRR
(AILRKEEFHMBEER A4 RA, W E& 533000 E-mail:471648540@qq. com)

W OE:BH BIANERBEEHRABDEHERENX R Mo EMXE R, UK ABL S B RE R T 56 &
KAEWERRGERFAMNME, HE HI 20124 1 A—2018 F 5 A Kb w8 RE R &H 270 6 5 o % 4 %, 1L
P KRAHBERFEN 2 AERRAZ(EERREA IAB . MNEAEF ABIE.BREE R B EHE ABIE S =
4 % ABI 4 (ABI<C0. 9), F % ABI 41 (0. 9<CABI<{1.3),% ABI # (ABI=1.3) ., B Bl % it 2 47 Bt B & % 091K % E B
&G E B (LDL-C) At 41 & & (HbAle) . % B i 4 (FBG) LEF (Cr) JF 0 ik i o 2 B & (IMT) . ot /& (BP) L & 4
HLCWBCO) | 1 1 (ESR) KA & & & /LB (ACR) M K % £ Wagner 2 A EFIE KK #. R O5E# ABIA MW,
& ABL 41 X% & ABI 44 K& Z Wagner 2 R ¥ ETE, 27 AL ITFE NP <0.05);QFHRERFELA.EF ABL 4.
& ABI 4 .% ABI 41 #y LDL-C.HbAlc,WBC.SBP BEKRK X AF. 2R H Lt F & X (P <C0.05 5 P <<0.001); F ¥ &
R4 VE% ABL 4. ABI 4 & ABI 41ty FBG.IMT.Cr,ACR.ESR $ER KX A&, ZFH A% E L (P <0.05 &
P<<0.00D);@i#£ o8B ABIE S IMT £ E4% (r =0.62, P <{0.05),ABI & 5§ LDL-C.HbAlc.SBP.ACR % fi
MECr 28 H—0.13,—0.88,—0.43,—0.40, P34 <C0.05), #i® ABIMESBERFERGHNEZEARTELE FIUH
X, ABI B R E IR ERFEOEH NN EY ABLA %, ABIET#ENERFLEUT ™ ERZE XHEHH
Wrffrz — AR ERRAZNENRE, Bl o fEREREANERE. THEREZERRE LN K LXK
.
KB B A M R R s Wagner 2 &

FESES: R587.29 XHERFRIZAD : A XEHS: 1001-5817(2018)04-0299-05
doi;10. 3969/j. issn. 1001-5817. 2018. 04. 002

Analysis of relationship between the ankle-brachial index and the occurrence of diabetic
foot ulcer wound and its related factors
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Abstract: Objective To explore the relationship between ankle-brachial index(ABI) and the occurrence
of diabetic foot ulcer wound and its clinical predictive value by observing the relationship between ABI and dia-
betic foot, and comparatively analyze the related factors. Methods A total of 270 cases of diabetic foot pa-
tients treated in our hospital from January 2012 to May 2018 were selected as study subjects, and 90 cases of
T2DM patients without diabetic foot (non-diabetic foot group) as control group. The ABI value of the patients
was measured. And the patients with diabetic foot were divided into three groups according to the ABI value:
low ABI group (ABI<C0.9), normal ABI group (0. 9<CABI<C1. 3) and high ABI group (ABI=1. 3). In addi-
tion, the clinical records of low density lipoprotein cholesterol (LDL-C), glycosylated hemoglobin (HbAlc),
fasting blood glucose (FBG), creatinine (Cr), carotid intima-media thickness (IMT), blood pressure (BP),
white blood cell (WBC), erythrocyte sedimentation rate (ESR), random urinary albumin/creatinine (ACR),
and Wagner grading of diabetic foot were retrospectively analyzed for all patients. Results OCompared with
the normal ABI group, the Wagner grading of diabetic foot in the low ABI group and the high ABI group were
more serious, difference was statistically significant( P <C0. 05). @ The values of LDL-C, HbAlc, WBC and
SBP in non-diabetic foot group, normal ABI group, low ABI group and high ABI group increased in turn,
difference was statistically significant( P <C0. 05 or P <C0.001). The values of FBG, IMT, Cr, ACR and ESR
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in the non-diabeyic foot group, normal ABI group, high ABI group and low ABI group increased in turn, there
was statistically significant difference by comparison among these groups( P <{0. 05 or P <C0. 001). ®Correla-
tion analysis showed that ABI was positively correlated with IMT( » =0. 62, P <0.05), but negatively corre-
lated with LDL-C, HbAlc, SBP and ACR ( » =—0.13, —0.88, —0.43, —0. 40 respectively, all P <{0.05).

Conclusion ABI value is closely related to the occurrence and severity of diabetic foot ulcer. The diabetic
foot ulcer with too high or too low ABI values are more serious than the normal ABI group. ABI value may be
used as one of the indicators to judge the severity and prognosis of diabetic foot wound. At the same time, dia-

betic patients should control smoking and strengthen the monitoring of the blood lipids, blood glucosc, blood

pressure and urine protein, which can prevent or delay the genesis and development of diabetic foot.
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