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Abstract

Aims: To describe trends in the incidence of non-traumatic amputations among people with and without diabetes and
estimate the relative risk of an individual with diabetes undergoing a lower extremity amputation compared to an individual
without diabetes in the Republic of Ireland.

Methods: All adults who underwent a nontraumatic amputation during 2005 to 2009 were identified using HIPE (Hospital
In-patient Enquiry) data. Participants were classified as having diabetes or not having diabetes. Incidence rates were
calculated using the number of discharges for diabetes and non-diabetes related lower extremity amputations as the
numerator and estimates of the resident population with and without diabetes as the denominator. Age-adjusted incidence
rates were used for trend analysis.

Results: Total diabetes-related amputation rates increased non-significantly during the study period; 144.2 in 2005 to 175.7
in 2009 per 100,000 people with diabetes (p =0.11). Total non-diabetes related amputation rates dropped non-significantly
from 12.0 in 2005 to 9.2 in 2009 per 100,000 people without diabetes (p =0.16). An individual with diabetes was 22.3 (95%
Cl 19.1-26.1) times more likely to undergo a nontraumatic amputation than an individual without diabetes in 2005 and this
did not change significantly by 2009.

Discussion: This study provides the first national estimate of lower extremity amputation rates in the Republic of Ireland.
Diabetes-related amputation rates have remained steady despite an increase in people with diabetes. These estimates

provide a base-line and will allow follow-up over time.
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Introduction

Diabetic foot disease is a major health problem and
unfortunately, Lower Extremity Amputation (LEA) remains
a common outcome. LEA is a significant complication that is
costly to individuals economically, socially and psychologically
[1,2]. The prevalence of diabetes is rising in the Republic of
Ireland (ROI), with a projected increase to 5.9% of the
population by 2020 [3]. Increased numbers of people with
diabetes is expected to lead to an increased burden on the
health services. A rise in the number of LEAs in people with
diabetes is also anticipated [4].

Lower Extremity Amputations are an important indicator of
the quality of care of diabetes in a population [3]. A recent
review of the global variability in incidence of LEA in people
with diabetes described a large variation in LEA rates in different
communitics, ranging from 46.1 to 9,600 per 10° people with
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diabetes [6]. Recent data from England (2008) estimated LEA
rates of 250 per 100,000 population with diabetes [7].

There is a lack of published data on LEA rates in the ROL
Base-line information on LEA rates in the ROI will facilitate
comparison with other countries, benchmarking against best
practice and tracking of potential improvements in the future
[8]. Comparison of our LEA rates to those of our closest
neighbours, the UK, is particularly interesting as their population
is most similar to our own in the ROI in terms of socio-
demographics. Thus, the objectives of this study are to determine
diabetes-related and non-diabetes related LEA incidence rates and
estimate the relative risk of an individual with diabetes undergoing
a lower extremity amputation compared to an individual without
diabetes in the ROL.
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Methods

Ethics Statement

Aggregate data from a routine dataset was obtained via Health
Atlas. Ethical approval was not required. As this data cannot be
linked to individual patients, individual patient consent was not
obtained. All data included is publicly available and no personal
information was handled.

This study is a retrospective review of data on hospital
discharges from the Hospital In-Patient Enquiry (HIPE) dataset
over a 5 year period in the ROI. HIPE collects information on day
and in-patient discharges from acute public hospitals including
private patients treated in Health Service Executive hospitals. If
a patient dies in hospital, a discharge summary is completed and
the HIPE system collects this patient’s details. Data extracted for
each hospital discharge includes patient age, length of hospital
stay, discharge status, principal diagnosis and procedure and up to
20 secondary diagnoses and procedures. HIPE is available on
Health Atlas; a mapping software system [9]. HIPE data has been
previously used in other studies to identify hospital admission rates
for pancreatitis and alcohol intoxication [10,11].

The numbers of discharges for patients with diabetes (ICD-10
codes E10-E11) for any cause between 1** January 2005 and 31*
December 2009 were initially identified. Next, all discharges for
LEA procedures performed on patients between 1** January 2005
and 31* December 2009 were identified through an ICD-10
procedure code (ICD-10 codes 1484, 1505 and 1533) in any
procedure field. LEAs were categorised as major or minor. A
major LEA was defined as through or proximal to the ankle joint
(ICD 10 codes 44361-00, 44361-01, 44367-01, 44367-02, 44370-
00, 44373-00, 44367-00); a minor LEA as one distal to the ankle
joint (ICD-10 Codes 44338-00, 44358-00, 90557-00, 44364-00,
44364-01) [7]. All traumatic LEAs, defined by any trauma-related
code of the lower extremity in any diagnosis field (ICD-10 codes
S570-99, T00-35, Wxx, and Xxx) were excluded from the analysis.
For each discharge, diabetes status was classified as no diabetes or
type 1 or type 2 diabetes (ICD-10 codes E10-E11) recorded in any
diagnosis field. Other forms of diabetes (ICD-10 codes E12-E14)
were excluded.

The denominators used were the total estimated resident
population with and without diabetes in the ROI in each year
of the study. The Institute of Public Health, Ireland provided
estimates of the prevalence rate of diabetes in the population in
2007 in a study ‘Making Chronic Conditions Count: A systematic
approach to estimating and forecasting estimate of the diabetic
population in Ireland as population prevalence on the island of
Ireland’. [3]. Population prevalence rate estimates (incorporating
obesity and smoking) for 3 different age-categories for the year
2007 were calculated by the IPH; 0.6% for 20-29 years, 3.0% for
30-59 years and 13.2% for 60+ years. These age-specific 2007
estimated prevalence rates were applied to 2005-2009 population
data [12]. A census took place in the ROI in 2006 and data for
other study years are inter-censal estimates. The estimated
population without diabetes was calculated by subtracting the
estimated population with diabetes from the estimated total
population for each year.

Statistical Analysis

Statistical analyses were performed using the Stats Direct
statistical package. Age-adjusted incidence rates were standardised
to the EU standard population and the 95% confidence intervals
were based on the Poisson distribution. Incidence rates in 3
different age-categories (2029, 30-59 and 60+ years) were
calculated. Cuzick’s trend test was used to test for significant
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changes over time. A two-sided p<<0.05 was considered statistically
significant. The relative risk of an individual with diabetes
undergoing a LEA (minor, major and any) compared with that
of an individual without diabetes was estimated with 95%
confidence intervals.

Results

Number of Discharges Per Year - Diabetes-related

Figure 1 demonstrates the number of hospital discharges for any
patient with diabetes increased from 35,938 discharges in 2005 to
65,473 discharges in 2009, with the age standardised rate
increasing significantly from 861 to 1,569 per 100,000 total
population (test of linear trend, p = 0.04).

Number of Discharges Per Year — Diabetes-Related LEAs

During 2005-2009, 2,776 patients underwent non-traumatic
LEA in the ROI. Of all amputations, 1654 (53.5%) occurred
among people with diabetes.

The median length of stay for a LEA in people with diabetes
was 24 days (range 1-539 days); with a total of 60,332 bed days
occupied over the 5 year study period. The mortality rate during
a hospital admission for LEA in patients with diabetes was 6.4%.
The majority of patients with diabetes admitted for LEA were
discharged home post-operatively (64.6%). A further 16.1% of
patients were discharged to nursing homes and the remaining
12.9% were discharged elsewhere (e.g. transfer to other hospital,
self-discharge etc.).

Diabetes-related LEA Rates

The numbers of discharges for diabetes-related LEAs used as
the numerator are described in table 1. Denominator data is
outlined in table 2. Figure 2A outlines the trends in diabetes-
related LEA rates during 2005-2009. Total diabetes-related LEA
rates increased non-significantly from 144.2(95% CI 123.2-166.9)
in 2005 to 175.7(95% CI 152.3-200.9) in 2009 per 100,000
people with diabetes (p = 0.11). Major diabetes-related amputation
rates remained steady during the study period; 47.9 (95% CI 37.8—
59.5) to 48.0(95% CI 37.3-60.4) per 100,000 people with diabetes
(p=0.23). Minor diabetes-related amputations rates increased
non-significantly from 96.2 (95% CI 78.2-116.3) to 127.6 (95% CI
107.2-150.1) per 100,000 people with diabetes (p=0.11).
Figure 3A illustrates the trends in diabetes- related LEA rates
over time in 3 different age-categories. A non-significant increase
was seen in the 30-59 years age-category from 117.6 (95% CI
89.5-151.7) to 184.7 (95% CI 150.5-225.5) per 100,000 people
with diabetes (p =0.16).

Nondiabetes-related LEA Rates

The estimated population without diabetes used as the
denominator to calculate nondiabetes-related LEA rates is
described in table 2. There was a fall in total and major non-
DRLEAs over the 5 years (Figure 2B). The total non-DR LEA rate
dropped non-significantly from 12.0 (95% CI 10.7-13.5) to 9.2
(95% CI 8.1-10.4) per 100,000 people without diabetes (p = 0.16).
The rate for major non-DR LEAs dropped from 7.0 (95% CI 6.0—
8.2) to 4.7 (95% CI 3.9-5.6) per 100,000 people without diabetes
(p=0.16). The rate of minor non-DRLEAs remained steady
changing from 5.0 (95% CI 4.2-6.0) to 4.5 (95% CI 3.8-5.4) per
100,000 people without diabetes (p=0.55). Nondiabetes-related
LEA rates remained low in the younger age-categories and a non-
significant decrease from 45.7 (95% CI 40.2-51.7) to 33.1 (95%
CI 28.7-38.0) per 100,000 people without diabetes was observed
in the 60+ year age-category (p =0.07) (figure 3B).
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Figure 1. Hospital Discharge rates. Direct age standardised rate of hospital discharges of patients with diabetes for any cause, per 100,000 total

population.
doi:10.1371/journal.pone.0041492.g001

Relative Risk of LEA

The risk of an individual with diabetes undergoing a LEA was
22.3 times that of an individual without diabetes in 2005 and did
not change significantly by 2009 (p = 0.4) (see Table 3).

Discussion

Diabetes is on the rise and is impacting on health services in the
ROI. This is reflected in a significant increase in the age-
standardised rate of hospital discharges for all patients with
diabetes during 2005-2009 per 100,000 total population.

This study determined incidence rates of diabetes and non-
diabetes related LEAs in people with and without diabetes. A non-
significant rise in total (major & minor) diabetes-related LEA rates
from 144.2 to 175.7 per 100,000 people with diabetes was found.
We are cognisant that our results should be compared to data from
studies of similar methodology [13]. In England, from 2004 to
2008, Vamos et al described a decrease in total LEA rates from
275 to 250 per 100,000 population with diabetes [7]. Elsewhere in
Europe, in the Canary Islands in Spain, the incidence rate was
319.7 per 100,000 people with diabetes in 2001/2002 [14]. Fosse
et al reported an incidence rate of LEA of 158 per 100,000 people
with diabetes in France in 2003 [15]. However, the methodology
in the French study is slightly different as rates were sex and age
standardised while the rates in this study from the ROI are only
age standardised.

Other studies have used slightly different methods to determine
the numerator but are worthy of mention. In the UK, Canavan et
al described a decrease in total LEA rates, 564.3 to 176 per
100,000 population with diabetes in the South Tees from 1995—

Table 1. Number of discharges for Diabetes Related-LEAs per
year.

2000; while in Ipswich from 1995 to 2005, total amputations fell
from 532 to 160 per 100,000 people with diabetes [16,17].

In the Netherlands, incidence was reported as 363 per 100,000
people with diabetes in 2000 [18].

Outside Europe, among U.S. Medicare beneficiaries with
diabetes, the annual incidence of total LEA was 500 in 2006,
460 in 2007, and 450 in 2008 per 100,000 people with diabetes
[19]. In Texas, Lavery et al recently described an incidence of
590 per 100,000 persons with diabetes per year [20]. Direct
comparison with previous studies is not possible due to method-
ological differences. However, notwithstanding the difference in
time periods, LEA rates from the ROI seem broadly in line with
the rest of the world or, perhaps, somewhat lower. The apparent
difference, though, may be due to incomplete data capture or
possibly, lesser representation of ethnic groups with higher risk for
LEA in the Irish population [6,21,22].

An early minor amputation can prevent a later major
amputation [23]. Thus, minor amputations may reflect improved
quality of care with earlier intervention; consequently preventing
the progression from minor to major amputation. For this reason
and as the functional outcomes for major and minor LEAs differ
markedly, it is prudent to examine major and minor LEA rates
separately [24]. During the study period in the ROI, major LEA
rates fluctuated between 47.9 and 48.0 per 100,000 people with
diabetes while minor LEA rates rose from 96.2 to 127.6 per
100,000 people with diabetes. We can hypothesise that these
trends in minor LEA rates may be a sign of earlier intervention
and changes in clinical practice over time. However, it is
important to emphasise that these changes were non-significant.
Our findings are comparable to England, where major LEA rates
dropped from 118 to 102 per 100,000 people with diabetes from
2004 to 2008 [7].

Table 2. Estimated population with and without diabetes.

2005 2006 2007 2008 2009

Total DR-LEAs 324 291 334 338 367
Major DR-LEAs 125 98 119 129 114
Minor DR-LEAs 199 193 215 209 253

2005 2006 2007 2008 2009

With diabetes 137554

2,850,041

141646 148211 151698
2,943,496 3,024,785 3,077,780 3,091,222

144442
Without diabetes

doi:10.1371/journal.pone.0041492.t001

PLOS ONE | www.plosone.org

doi:10.1371/journal.pone.0041492.t002

July 2012 | Volume 7 | Issue 7 | e41492



LEA Rates in ROI

200
180
160
140
120
100

80

60

Diabetes-Related LEAs

Total DR LEA rates
== Minor DR LEA rates
=4 Major DR LEA rates

40
20

Rate per 100,000 persons with diabetes

G— ¢ —— —e

2005 2006 2007

2008

2009

12 -

10

Rate per 100,000 persons without diabetes

14 1 Non-diabetes related LEAs

==¢==Total non-DR LEA rates
Major non-DR LEA rates
«=fe==Minor non-DR LEA rates

2005 2006 2007 2008

2009

Figure 2. LEA Incidence rates. Changes in total, major and minor LEA incidence rates in A) people with diabetes expressed per 100,000 people
with diabetes and B) people without diabetes expressed per 100,000 people without diabetes.

doi:10.1371/journal.pone.0041492.9002

An increase in diabetes-related LEA rates in the 30-59 year old
age-category was observed. Although this increase did not reach
statistical significance, it is, nonetheless, worrisome (figure 3A). As
the age of onset of diabetes reduces and the age of survival
increases, more time exists for complications of diabetes including
LEA to develop [25,26]. The trend seen here suggests that these
complications are now occurring at a younger age. However, as
the event rate is low, it is difficult to provide incidence rates by age
category with acceptable reliability. Fortunately, non-diabetes
related LEAs are rare events in adults <60 years and rates in those
60+ years are reducing. This is consistent with improved
cardiovascular health in the ROI in recent decades [27].

It 1s suggested that ideally, the relative risk of a person with
diabetes undergoing a LEA should be similar to that of a person
without diabetes [16]. Recently published data from England
reports a relative risk of 21.2 for 2008-2009 [7]. Our relative risk
of 29 in 2009 suggests that patients with diabetes in the ROI have
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a greater risk of LEA than our neighbours in the UK. There are
a number of possible reasons for this; including healthcare systems
in place, foot care practices and population differences.

Strengths and Weaknesses

This study has a number of strengths; it is population based and
uses methodology comparable to other countries [7,15]. Compar-
ing results of different studies analysing LEAs in patients with
diabetes requires caution; different authors use different tech-
niques and operational definitions to identify numerators (e.g. total
versus major amputations) and denominators (e.g. total population
versus population at risk) [13]. In this study, total, major and
minor amputation rates are described per 100,000 people with
diabetes, as expression of incidence per ‘at risk’ population is
a better reflection of the true state [28,29]. A non-diabetes
comparator is also included to allow calculation of relative risk.
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Figure 3. LEA Incidence rates. Changes in total LEA incidence rates in A) people with diabetes expressed per 100,000 people with diabetes and B)
people without diabetes expressed per 100,000 people without diabetes, by age: 20-29 years, 30-59 years, 60+ years.
doi:10.1371/journal.pone.0041492.g003

Table 3. Relative risk (95% Cl) of Lower Extremity
Amputations in people with diabetes compared with those
without diabetes between 2005 and 2009 in the ROI.

All
Amputations

Major
Amputations

Minor
amputations

2005
2006
2007
2008
2009

22.3 (19.1-26.1)
21 (17.8-24.7)
21.9 (18.8-25.6)
22 (18.9-25.6)
29.2 (24.9-34.3)

14.8 (11.8-18.6)
11.5 (9.0-14.7)

13.0 (10.3-16.3)
17.2 (13.6-21.7)
17.9 (13.9-23.0)

32.7 (26.2-40.9)
36.1 (28.6-45.6)
35.5 (28.5-44.1)
37.4 (29.8-46.9)
40.9 (33.0-50.7)

PLOS ONE | www.plosone.org

doi:10.1371/journal.pone.0041492.t003

However, limitations affecting both the numerator and denomi-
nator need to be considered.

As all LEA procedures are carried out in hospital, the numbers
of discharges for LEAs serve as a proxy measure of the number of
LEAs in this study and were used as the numerator. The use of this
numerator to calculate LEA incidence, instead of the actual
number of LEA procedures performed has been criticised [30].
Van Houtum argues that more than one LEA can occur during
one admission in some patients and these extra amputation
procedures are not captured. While this is indisputable, hospital
discharges have been used in previous reports so it is valid to
compare our results with other studies of the same methodology.

This study does not include auto-amputations (spontaneous
detachments of distal limb extremities). Whether autoamputation
is an optimal management strategy in patients with diabetes is the
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subject of debate [31]. Regardless, patients with diabetes that
undergo autoamputation have been omitted from previous studies
and this study also, as this data could not be captured [32].

Concerns have been raised on the accuracy of routinely
recorded datasets such as HIPE [33,34]. Reporting procedures
in HIPE are generally regarded in Ireland as fairly robust. They
are incentivised by links between HIPE reporting and re-
imbursement mechanisms within the health system although
incomplete data capture is still a possibility which necessitates
some caution in the interpretation of our data. Of note, no
changes in recording practices occurred during the study period.
Also, divergent trends were observed between major and minor
diabetes-related LEA rates in people with diabetes (figure 2). This
suggests that data collection methods are robust and casts doubt
on the concern that the increases noted in LEA rates in people
with diabetes may be due to improved IT systems and data
recording. It is noteworthy that our estimates are similar to those
from the UK, where accuracy of discharge coding is documented
as high, in the order of 97%, for operations [34] Furthermore,
discharge databases have been used in previous studies to assess
trends in LEA procedures in patients with and without diabetes
[7,23,35-37].

In the denominator, the population with diabetes was estimated
from prevalence rates calculated by the Institute of Public Health
for 1 year, 2007, and these were applied to all years in the study
(table 2). Thus, this study assumes that the prevalence rate of
diabetes remained constant between 2005 and 2009. We
calculated that in the ROI, the population >20 years with
diabetes increased by 10% between 2005 and 2009. A Scottish
study found that if stable mortality rates are assumed, then the
natural increase in prevalence over a five year period is expected
to be 10% if incidence does not change at all [38]. This study
found a 10% increase in prevalence over five years. However,
incidence is most likely rising as suggested by the significant
increase in the age-standardised rates of hospital discharges for
people with diabetes for any cause (figure 1). It seems likely
therefore, that our estimates of the population with diabetes are
conservative. This theory is compounded by recent publications
which quoted a 18% increase in diabetes prevalence over 5 years
in England (2004-2008) and a 65% increase over 11 years in
Finland (1997-2007) [7,37]. However, in the absence of a diabetic

References

1. Price P (2004) The Diabetic Foot: Quality of Life. Clinical Infectious Diseases
39: S129-S131.

2. Coffey L, Gallagher P, Horgan O, Desmond D, MacLachlan M (2009)
Psychosocial adjustment to diabetes related lower limb amputation. Diabetic
Medicine 26: 1063-1067.

3. Balanda KP, Barron S., Fahy L. (2010) Making Chronic Conditions Count:
Hypertension, Coronary Heart Disease, Stroke, Diabetes. A systematic
approach to estimating and forecasting population prevalence on the island of
Ireland. Executive Summary. Dublin; Institute of Public Health in Ireland.

4. Boulton AJ, Vileikyte L, Ragnarson-Tennvall G, Apelqvist ] (2005) The global
burden of diabetic foot disease. Lancet 366: 1719-1724.

5. Greenfield S NA, Soeren M (2004) Selecting indicators for the quality of diabetes
care at the health systems level in OECD countries. OECD Health Technical
Papers No. 15, OECD Publishing.

6. Moxey P, Gogalniceanu P, Hinchliffe R, Loftus I, Jones K, et al. (October 2011)
Lower extremity amputations—a review of global variability in incidence.
Diabetic Medicine 28: 1144-1153.

7. Vamos EP, Bottle A, Edmonds ME, Valabhyji J, Majeed A, et al. (2010) Changes
in the Incidence of Lower Extremity Amputations in Individuals With and
Without Diabetes in England Between 2004 and 2008. Diabetes Care 33: 2592~
2597.

8. Leese GP, Wild SH, Edmonds ME (2011) Variation in practice: a useful
measure or not? Looking at amputations and diabetes care. Practical Diabetes
International 28: 7-8.

9. Johnson H. Health Atlas Ireland. Available: http://www.geocomputation.org/
2007/8A-Apps_Health/8a4.pdf. Accessed 2012 July 10.

PLOS ONE | www.plosone.org

LEA Rates in ROI

register, the current estimates of the actual population with
diabetes are the best available in the ROIL. A diabetic register
would be a useful resource for gathering precise prevalence data
for health planning, policy and research.

Implications for Practice and Future Research

With optimal care, many LEAs in people with diabetes are
preventable [15,39]. Care of diabetic foot disease needs to be
continuously improved to prevent future amputations. Across the
globe, changes are being implemented including the introduction
of structured footcare programmes and multidisciplinary teams
[16_ENREF_16,17,40,41]. A national programme to provide
evidence-based care of diabetes is currently being implemented in
the ROI. This includes the development of additional multidis-
ciplinary teams. Concurrently, the structure of diabetes care in the
ROI is currently undergoing a transformation with the focus of
care shifting from hospital to community-based management.
This study provides the first national estimate of LEA rates which
will serve as a base-line to facilitate tracking of changes and
potential improvements with the new national programme and
healthcare system reconfiguration.

It is re-assuring that these first Irish LEA rates are comparable
to the UK, despite a disparity between countries in resources
contributed to the care of the diabetic foot. It will be challenging to
reduce existing LEA rates as levels of diabetes and obesity continue
to rise. In addition, there are limited resources available for
diabetes care in the current economic climate. Future trends in
LEA rates need to be monitored as well as trends in the prevalence
of diabetes.

Acknowledgments

We would like to thank Dr Eszter P. Vamos, Imperial College London, for
her advice on methodology, the IPH (Institute of Public Health), Ireland
for providing data on diabetes prevalence and Dr Howard Johnson, Health
Intelligence Unit, Dublin, for facilitating the use of Health Atlas for HIPE
data collection.

Author Contributions

Conceived and designed the experiments: CB RJC IJP. Analyzed the data:
CB AO ADL. Wrote the paper: CB DDLH RJC CPB IJP.

10. O’Farrell A, Allwright S, Downey J, Bedford D, Howell F (2004) The burden of
alcohol misuse on emergency in-patient hospital admissions among residents
from a health board region in Ireland. Addiction 99: 1279-1285.

11. O’Farrell A, Allwright S, Toomey D, Bedford D, Conlon K (2007) Hospital
admission for acute pancreatitis in the Irish population, 1997-2004: could the
increase be due to an increase in alcohol-related pancreatitis? Journal of Public
Health 29: 398-404.

12. CSO. Central Statistics Office Ireland. Available: http://beyond2020.cso.ie/
Census/ TableViewer/tableView.aspx?Reportld = 76967. Accessed 2012 July
10.

13. Van Houtum W, Lavery L (1997) Methodological issues affect variability in
reported incidence of lower extremity amputations due to diabetes. Diabetes
Research and Clinical Practice 38: 177-183.

14. Aragon-Sanchez J, Garcia-Rojas A, Lazaro-Martinez JL, Quintana-Marrero Y,
Maynar-Moliner M, et al. (2009) Epidemiology of diabetes-related lower
extremity amputations in Gran Canaria, Canary Islands (Spain). Diabetes
Research and Clinical Practice 86: ¢6-¢8.

15. Fosse S, Hartemann-Heurtier A, Jacqueminet S, Ha Van G, Grimaldi A, et al.
(2009) Incidence and characteristics of lower limb amputations in people with
diabetes. Diabetic Medicine 26: 391-396.

16. Canavan R]J, Unwin NC, Kelly WF, Connolly VM (2008) Diabetes-and
nondiabetes-related lower extremity amputation incidence before and after the
introduction of better organized diabetes foot care. Diabetes Care 31: 459.

17. Krishnan S, Nash F, Baker N, Fowler D, Rayman G (2008) Reduction in
Diabetic Amputations Over 11 Years in a Defined U.K. Population. Diabetes
Care 31: 99-101.

July 2012 | Volume 7 | Issue 7 | e41492



22.

23.

26.

27.

28.

29.

. van Houtum WH, Rauwerda JA, Ruwaard D, Schaper NC, Bakker K (2004)

Reduction in Diabetes-Related Lower-Extremity Amputations in the Nether-
lands: 1991-2000. Diabetes Care 27: 1042-1046.

. Margolis DJ, Hoffstad O, Nafash J, Leonard CE, Freeman CP, et al. (2011)

Location, Location, Location: Geographic Clustering of Lower-Extremity
Amputation Among Medicare Beneficiaries With Diabetes. Diabetes Care.

. Lavery LA, Armstrong DG, Wunderlich RP, Tredwell J, Boulton AJM (2003)

Diabetic Foot Syndrome. Diabetes Care 26: 1435-1438.

. Khwaja HA, Syed H, Cranston DW (2002) Coding errors: a comparative

analysis of hospital and prospectively collected departmental data. BJU
International 89: 178-180.

Wraight P, Lawrence S, Campbell D, Colman P (2006) Retrospective data for
diabetic foot complications: only the tip of the iceberg? Internal Medicine
Journal 36: 197-199.

Tseng C-L, Rajan M, Miller DR, Lafrance J-P, Pogach L (2011) Trends in
Initial Lower Extremity Amputation Rates Among Veterans Health Adminis-
tration Health Care System Users From 2000 to 2004. Diabetes Care 34: 1157
1163.

. Peters EJG, Childs MR, Wunderlich RP, Harkless LB, Armstrong DG, et al.

(2001) Functional Status of Persons With Diabetes-Related Lower-Extremity
Amputations. Diabetes Care 24: 1799-1804.

. Lee JM, Pilli S, Gebremariam A, Keirns CC, Davis MM, et al. (2010) Getting

heavier, younger: trajectories of obesity over the life course. Int J Obes 34: 614~
623.

Lipscombe LL, Hux JE Trends in diabetes prevalence, incidence, and mortality
in Ontario, Canada 1995-2005: a population-based study. The Lancet 369:
750-756.

Department of Health and Children, Ireland (2010) Changing Cardiovascular
Health National Cardiovascular Health Policy 2010-2019. Available: http://
www.heaadway.ie/download/pdf/changing_cardiovascular_health.pdf. Ac-
cessed 2012 July 10.

Jeffcoate W, Van Houtum W (2004) Amputation as a marker of the quality of

foot care in diabetes. Diabetologia 47: 2051-2058.
Jeffcoate WJ (2005) The incidence of amputation in diabetes. Acta Chir Belg
105: 140-144.

PLOS ONE | www.plosone.org

30.

31.

32.

33.

34.

36.

37.

38.

39.

40.

41.

LEA Rates in ROI

van Houtum WH (2008) Amputations and ulceration; pitfalls in assessing
incidence. Diabetes/metabolism research and reviews 24: S14-S18.

Fikri R, Bicknell CD, Bloomfield LM, Lyons SPR, Samarasinghe DG, et al.
(2011) Awaiting Autoamputation: A Primary Management Strategy for Toe
Gangrene in Diabetic Foot Disease. Diabetes Care 34: ¢134.

Witse E, Ronningen H (2001) Lower limb amputations: Registration of all lower
limb amputations performed at the University Hospital of Trondheim, Norway,
1994-1997. Prosthetics and Orthotics International 25: 181-185.

Burns EM, Rigby E, Mamidanna R, Bottle A, Aylin P, et al. (2011) Systematic
review of discharge coding accuracy. Journal of Public Health.

“ampbell SE, Campbell MK, Grimshaw JM, Walker AE (2001) A systematic
review of discharge coding accuracy. Journal of Public Health 23: 205-211.

. Lopez-de-Andrés A, Martinez-Huedo MA, Carrasco-Garrido P, Hernandez-

Barrera V, Gil-de-Miguel A, et al. (2011) Trends in Lower-Extremity
Amputations in People With and Without Diabetes in Spain, 2001-2008.
Diabetes Care 34: 1570-1576.

Icks A, Haastert B, Trautner C, Giani G, Glaeske G, et al. (2009) Incidence of
lower-limb amputations in the diabetic compared to the non-diabetic
population. findings from nationwide insurance data, Germany, 2005-2007.
Exp Clin Endocrinol Diabetes 117: 500-504.

Ikonen TS, Sund R, Venermo M, Winell K (2010) Fewer Major Amputations
Among Individuals With Diabetes in Finland in 1997-2007. Diabetes Care 33:
2598-2603.

Evans J, Barnett K, Ogston S, Morris A (2007) Increasing prevalence of type 2
diabetes in a Scottish population: effect of increasing incidence or decreasing
mortality? Diabetologia 50: 729-732.

Singh N, Armstrong DG, Lipsky BA (2005) Preventing foot ulcers in patients
with diabetes. Journal of the American Medical Association 293: 217-228.
Rogers LC, Bevilacqua NJ (2010) Organized programs to prevent lower-
extremity amputations. Journal of the American Podiatric Medical Association
100: 101-104.

Driver VR, Madsen J, Goodman RA (2005) Reducing Amputation Rates in
Patients With Diabetes at a Military Medical Center. Diabetes Care 28: 248
253.

July 2012 | Volume 7 | Issue 7 | e41492



