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Abstract
Aims/hypothesis Diabetes progression and complication risk are different in Asian people compared with those of European
ancestry. In this study, we sought to understand the epidemiology of diabetes-related lower extremity complications (DRLECs:
symptomatic peripheral arterial disease, ulceration, infection, gangrene) and amputations in a multi-ethnic Asian population.
Methods This was a retrospective observational study using data obtained from one of three integrated public healthcare clusters
in Singapore. The population consisted of individuals with incident type 2 diabetes who were of Chinese, Malay, Indian or Other
ethnicity. We examined incidence, time to event and risk factors of DRLECs and amputation.
Results Between 2007 and 2017, of the 156,593 individuals with incident type 2 diabetes, 20,744 developed a DRLEC, of whom
1208 underwent amputation. Age- and sex-standardised incidence of first DRLEC and first amputation was 28.29/1000 person-
years of diabetes and 8.18/1000 person-years of DRLEC, respectively. Incidence of both was highest in individuals of Malay
ethnicity (DRLEC, 36.09/1000 person-years of diabetes; amputation, 12.96/1000 person-years of DRLEC). Median time from
diabetes diagnosis in the public healthcare system to first DRLEC was 30.5 months for those without subsequent amputation and
10.9 months for those with subsequent amputation. Median time from DRLEC to first amputation was 2.3 months. Older age
(p < 0.001), male sex (p < 0.001), Malay ethnicity (p < 0.001), Indian ethnicity (p = 0.014), chronic comorbidities (nephropathy
[p < 0.001], heart disease [p < 0.001], stroke [p < 0.001], retinopathy [p < 0.001], neuropathy [p < 0.001]), poorer or missing
HbA1c (p < 0.001), lower (p < 0.001) or missing (p = 0.002) eGFR, greater or missing BMI (p < 0.001), missing LDL-cholesterol
(p < 0.001) at diagnosis, and ever-smoking (p < 0.001) were associated with higher hazard of DRLEC. Retinopathy (p < 0.001),
peripheral vascular disease (p < 0.001), poorer HbA1c (p < 0.001), higher (p = 0.009) or missing (p < 0.001) LDL-cholesterol and
missing BMI (p = 0.008) were associated with higher hazard of amputation in those with DRLEC. Indian ethnicity (p = 0.007)
was associated with significantly lower hazard of amputation.
Conclusions/interpretation This study has revealed important ethnic differences in risk of diabetes-related lower limb compli-
cations, with Malays most likely to progress to DRLEC. Greater research efforts are needed to understand the aetiopathological
and sociocultural processes that contribute to the higher risk of lower extremity complications among these ethnic groups.
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Abbreviations
CDMS Chronic Disease Management System
DRLEC Diabetes-related lower extremity complication
MOH Ministry of Health
NHG National Healthcare Group

Introduction

Type 2 diabetes is one of the major public health problems in
the world. The growing diabetes epidemic is of major concern
especially in Asia, as the continent is home to the largest
number of people with diabetes [1]. Lower extremity compli-
cations, including peripheral neuropathy, peripheral arterial
disease, ulceration, infection, gangrene and amputations,
contribute substantially to the disability burden, loss of quality
of life, cost of care and mortality in individuals with diabetes
[2–5]. These complications, especially the more serious
sequalae, are largely preventable with greater care support
and integration [6, 7]; however, the burden from diabetes-
related lower extremity complications (DRLECs) has been
increasing globally [2].

Epidemiological data on DRLECs most commonly report
incidence estimates of lower extremity amputations (hereinaf-
ter referred to as amputations) and prevalence estimates of
diabetic foot ulcers, where substantial inter-country variations
have been reported [8, 9]. Differences in clinical protocols,
referral pathways and clinical and/or patient preferences, as
well as choice of definitions, data sources and denominator,
can make interpretation of amputation data difficult [10, 11].
Prevalence estimates are also affected by duration of disease.
A more comprehensive evaluation of DRLECs, with exami-
nation of incidence rates, can improve the understanding of
true differences in risk between population groups.

The natural history of type 2 diabetes appears to be differ-
ent in Asians, who present at relatively younger age, have
lower BMI at onset, and have early beta cell dysfunction along
with greater insulin resistance and higher risk for renal
complications, compared with Western populations [12–15].
However, the designation ‘Asian’ masks the ethnic diversity
within Asia. Distinct ethnic groups in Asia include East
Asians (indigenous to China, the Korean peninsula and
Japan), South Asians (indigenous to the Indian sub-
continent) and South-East Asians (indigenous to the region
east of India and south of China). Substantial heterogeneity
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exists between these groups in relation to diabetes pathophys-
iology, with South Asians showing greater insulin resistance
even at low BMI and East Asians showing limited insulin
secretory capacity [16–18]. There are also differences in the
predisposition to complications, with South Asians more like-
ly to have cardiovascular complications and East Asians more
likely to have renal complications [19, 20]. In relation to lower
limb complications, South Asians appear to have lower risk of
revascularisation and amputation compared with Europeans
[21]. However, there is limited data from Asia on the risk
and progression from diabetes to these complications, thus
far precluding a detailed evaluation of the differences in the
predisposition to lower limb complications among the ethnic
groups in Asia. Therefore, we investigated the epidemiology
of lower limb complications in a multi-ethnic Asian popula-
tion, using a cohort of individuals with incident type 2 diabe-
tes to ascertain the incidence, time to event and risk factors of
DRLECs and amputations.

Methods

Participants and data sources

The population in Singapore comprises Chinese, Malays,
Indians and other ethnic groups, in decreasing order of propor-
tion. Of these, Malays are indigenous to Singapore while the
rest have migrated here over the last two centuries. This multi-
ethnic composition offers a unique opportunity to compare
South-East Asians (Malays), East Asians (Chinese) and
South Asians (Indians) within a common setting.

For this study, we used data from the National Healthcare
Group (NHG) Chronic Disease Management System
(CDMS). The NHG is one of the three integrated public
healthcare clusters in Singapore, serving the central region
of the country [22]. The CDMS was developed in 2007 to
electronically capture administrative and clinical (diagnosis,
laboratory and pharmacy) data from all NHG institutions for
patients with chronic conditions [23]. As an electronic regis-
try, the CDMS scans attendances across all NHG institutions
on a daily basis to identify new patients with diabetes. Patients
are labelled as having diabetes if they meet one of the follow-
ing criteria: (1) diagnosis codes of 250.0–250.9 (ICD-9-CM;
http://www.icd9data.com/2007/Volume1/default.htm) and
E10-E14 (ICD-10-CM; http://apps.who.int/classifications/
icd10/browse/2016/en); (2) prescription of glucose-lowering
medication; and (3) laboratory results in the diabetic range
(2 h blood glucose level of ≥11.1 mmol/l or fasting plasma
glucose of ≥7.0 mmol/l) [24]. Date of diagnosis is defined as
the first date that one of these criteria is met. For all patients
with diabetes, the CDMS automatically pulls in data from the
institutional electronic medical records, on demographic

characteristics, disease profile, comorbidities and clinical
and laboratory assessments.

We included for analysis all people whowere first diagnosed
with type 2 diabetes between 1 January 2007 and 31 December
2016, were aged between 16 and 100 years and who had had no
foot problem or amputation previously recorded. The age range
was chosen to minimise the erroneous inclusion of individuals
with type 1 diabetes, and wrong dates of birth. Individuals were
followed up from diagnosis of diabetes until 31 December 2017
or date of death, whichever was earlier. Only the first instances
of DRLEC and amputation, as indicated by the earliest date of
diagnosis or procedure, were analysed. Since we could not
ascertain which limb was affected, lower limb complications
were considered to occur in order of severity. Individuals with
any DRLEC before the first visit for diabetes were excluded.
DRLEC diagnoses after amputation, and amputation without a
prior or concurrent DRLEC, were also excluded. Data from a
total of 156,593 individuals were included for analysis (see
Electronic supplementary material, Fig. 1).

To ensure completeness of data capture for all variables of
interest, each individual was also linked to the administrative
datasets of the Ministry of Health (MOH). The administrative
datasets are comprehensive in their coverage of visits and
hospitalisations to public healthcare institutions. They also
capture all hospitalisations and day surgeries in private hospi-
tals, as well as selected outpatient visits that are covered under
MediSave (the national medical savings account programme),
MediShield (the national health insurance programme) and
the Community Health Assistance Scheme (a scheme for
healthcare subsidies to lower- and middle-income house-
holds). Data on deaths were obtained through linkage with
the Singapore Registry of Births and Deaths.

This study was approved by the NHGEthics ReviewBoard
(Domain-Specific Review Board).

Outcomes of interest

DRLECs DRLECs included ulceration, infection, symptomatic
peripheral angiopathy, and gangrene with or without
angiopathy; and were defined using the ICD-9-CM and
ICD-10 codes listed in ESM Table 1. Only the first diagnosis
of DRLEC in any individual was included in the analysis.

Amputations Amputations were identified using the MOH
Table of Surgical Procedures (ESM Table 2). We excluded
traumatic and tumour-related amputations, hence all amputa-
tions identified were assumed to be related to diabetes. Only
the first ever amputation event was used for analysis.

Other variables of interest

Demographic variablesDemographic variables obtained from
the CDMS included date of birth, sex and ethnic group
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(Chinese, Malay, Indian and Other). Age was calculated as
age on the date of diagnosis, and was categorised into groups
(<50, 50–59, 60–69, 70–79 and ≥80 years).

MortalityMortality was defined based on date of death avail-
able through linkage with the Singapore Registry of Births
and Deaths.

Comorbidities Comorbidities (nephropathy, heart disease,
stroke, retinopathy, peripheral vascular disease, neuropathy)
were identified using the respective ICD codes in the datasets.
These codes are typically assigned by the treating medical
professional. The presence of a specific comorbidity was
defined as any record of diagnosis before the first visit for
diabetes (or first DRLEC) and up to 6 months after.

Biochemical and physiological variables Data on HbA1c,
lipids, eGFR, mean arterial pressure and BMI were obtained
from the CDMS or linked datasets. The closest values within
12 months from the date of first visit for diabetes (or first
DRLEC)were used for analysis. Smoking statuswas categorised
based on recorded status throughout the study period.

Statistical analysis

Calculating the incidence of DRLEC and amputation
Cumulative incidence of first DRLEC (or first amputation)
was calculated by using the total number of new cases of
DRLEC (or amputation) as numerator and the total number
of individuals with diabetes (or DRLEC) as denominator. This
was averaged over the number of observation years to gener-
ate the annual average cumulative incidence. The crude inci-
dence rate of first DRLEC was calculated by using the total
DRLEC-free period in person-years as the denominator. For
first amputation, the crude incidence rate was calculated by
using the total number of first amputations as numerator and
the total amputation-free period in those with first DRLEC in
person-years as the denominator. Differences in incidence
between age, sex and ethnicity categories were analysed using
the two-sided Fisher’s exact test for cumulative incidence, and
Poisson regression for incidence rate. Age- and sex-
standardised incidence rates for first DRLEC and first ampu-
tation were calculated using the 2013 national population with
diabetes, obtained from the MOH administrative datasets, as
the standard population. CIs for the standardised rates were
calculated using the Dobson method [25].

Calculating time to progression Time differences between the
date of first visit for diabetes and the date of each event (first
DRLEC, first amputation) were calculated to construct a
progression timeline of lower limb complications in individ-
uals who experienced progression. Time intervals were report-
ed as median and IQR.

Risk factors for DRLEC and amputation Risk factors (demo-
graphic, comorbidity, biochemical and physiological vari-
ables) for time to first DRLEC and first amputation were
analysed using Cox proportional hazard regression [26],
allowing for at least 1 year of follow-up. Complete case anal-
ysis was undertaken. A separate category of ‘missing’ was
created for each variable with missing data at baseline, to be
able to include these participants in the analysis. For analysis
of risk factors for the first DRLEC, after excluding those with
any events within 1 year (n = 10,435), 146,158 individuals
with diabetes were included in the final regression model.
Of these, 14,051 individuals developed DRLEC. After
excluding 1603 individuals experiencing events within 1 year
of the DRLEC, 12,448 individuals with DRLECswere includ-
ed in the final regression model for amputation. All variables
of interest were entered into the model. Proportional hazard
assumption was assessed using Schoenfeld’s residuals test.
No variable violated the proportional hazards assumption.

Data management and statistical analyses were performed
using R software version 3.5.0 (R Core Team, 2018; available
from https://cran.r-project.org/bin/windows/base/) and
STATA 16-MP (StataCorp LP, College Station, TX, USA,
2015).

Results

A total of 156,593 individuals with incident type 2 diabetes
were available for analysis in the CDMS, with a median
follow-up duration of 7.0 years (IQR 4.4–9.2). Of these,
135,849 did not develop any lower limb complication,
19,536 developed DRLECs only, and 1208 developed
DRLECs that progressed to amputation (Table 1). The groups
with DRLECs and amputation had a greater proportion of
men, non-Chinese ethnic groups, comorbid conditions except
for stroke and poorer control or unknown values of biochem-
ical variables at baseline. Ulceration and/or infection were the
most common among the DRLECs recorded, comprising
95.7% of all DRLECs in those without amputation, and
84.0% in those with amputation.

Rates of progression to first DRLEC and first
amputation

The crude incidence of first DRLEC was 25.34/1000 person-
years among individuals with diabetes (Table 2). The crude
incidence of first DRLEC was higher in men than in women
(27.42 vs 23.01/1000 person-years, p < 0.001), lowest in those
aged 50–59 years (22.72/1000 person-years) and highest in
those aged 80 years and above (47.13/1000 person-years).
The overall age- and sex-standardised incidence rate of first
DRLEC was 28.29/1000 person-years among individuals
with diabetes. When comparing ethnic groups, both crude
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Table 1 Characteristics of the population with incident type 2 diabetes in the NHG CDMS

Variables No DRLEC
(n=135,849)

With DRLEC only
(n=19,536)

With amputationa

(n=1208)
p value

Age group <0.001
<50 years 34,554 (25.4) 4838 (24.8) 315 (26.1)
50–59 years 41,266 (30.4) 5368 (27.5) 404 (33.4)
60–69 years 35,194 (25.9) 4705 (24.1) 295 (24.4)
70–79 years 18,040 (13.3) 3181 (16.3) 154 (12.8)
≥80 years 6795 (5.0) 1444 (7.4) 40 (3.3)

Male sex 72,656 (53.5) 11,059 (56.6) 802 (66.4) <0.001
Ethnicity <0.001
Chinese 88,567 (65.2) 12,403 (63.5) 685 (56.7)
Malay 17,303 (12.7) 2540 (13.0) 110 (9.1)
Indian 17,694 (13.0) 3188 (16.3) 300 (24.8)
Other 12,285 (9.0) 1405 (7.2) 113 (9.4)

Category of DRLEC <0.001
Ulceration/infection – 18,693 (95.7) 1015 (84.0)
Symptomatic peripheral angiopathy – 529 (2.7) 41 (3.4)
Angiopathy with gangrene – 125 (0.6) 36 (3.0)
Gangrene – 189 (1.0) 116 (9.6)

Presence of chronic comorbidities at DM diagnosis
Peripheral vascular disease 4396 (3.2) 1041 (5.3) 340 (28.2) <0.001
Nephropathy 18,030 (13.3) 3271 (16.7) 232 (19.2) <0.001
Heart disease 27,382 (20.2) 4550 (23.3) 310 (25.7) <0.001
Stroke 12,675 (9.3) 2123 (10.9) 107 (8.9) <0.001
Retinopathy and maculopathy 4991 (3.7) 999 (5.1) 201 (16.6) <0.001
Neuropathy 2810 (2.1) 552 (2.8) 71 (5.9) <0.001

HbA1c <0.001
<53 mmol/mol (<7%) 47,500 (35.0) 5343 (27.4) 103 (8.5)
≥53 mmol/mol (≥7%) 53,527 (39.4) 8393 (42.9) 710 (58.8)
Missing 34,822 (25.6) 5810 (29.7) 395 (32.7)

eGFR <0.001
≥60 ml min−1 [1.73 m]−2 89,899 (66.2) 11,372 (58.2) 597 (49.4)
<60 ml min−1 [1.73 m]−2 12,928 (9.5) 2432 (12.5) 176 (14.6)
Missing 33,022 (24.3) 5732 (29.3) 435 (36.0)

LDL-cholesterol <0.001
<2.6 mmol/l 30,314 (22.3) 3918 (20.1) 221 (18.3)
≥2.6 mmol/l 65,859 (48.5) 8841 (45.3) 438 (36.3)
Missing 39,676 (29.2) 6777 (34.7) 549 (45.5)

Mean arterial pressure <0.001
<100 mmHg 73,541 (54.1) 9811 (50.2) 446 (36.9)
≥100 mmHg 29,981 (22.1) 4326 (22.1) 242 (20.0)
Missing 32,327 (23.8) 5399 (27.6) 520 (43.1)

BMI <0.001
≤27.5 kg/m2 54,173 (39.9) 7112 (36.4) 409 (33.9)
>27.5 kg/m2 37,859 (27.9) 5246 (26.9) 138 (11.4)
Missing 43,817 (32.3) 7178 (36.7) 661 (54.7)

Smoking status <0.001
Non-smoker 74,417 (54.8) 11,148 (57.1) 524 (43.4)
Ever smoker 15,340 (11.3) 2894 (14.8) 221 (18.3)
Missing 46,092 (33.9) 5494 (28.1) 463 (38.3)

Data are presented as n (%) unless otherwise stated

Total observations: n = 156,593. Biochemical variables are taken as the closest value within 1 year from type 2 diabetes diagnosis; comorbidities were
taken at any record before type 2 diabetes diagnosis up to 6 months after diagnosis
a Only for those who were diagnosed with DRLEC and then progressed to any amputation, excluding those without anyDRLEC diagnosis recorded who
underwent amputations (n = 185)

p values are from χ2 tests, comparing differences across the three groups

1542 Diabetologia  (2021) 64:1538–1549



and age- and sex-standardised incidence rates were highest in
Malays (crude 32.75/1000 person-years, p < 0.001;
standardised 36.09/1000 person-years).

The crude incidence of first amputation was 7.28/1000
person-years among individuals with DRLEC, while the
age- and sex-standardised rate was 8.18/1000 person-years
(Table 2). Again, incidence was higher in men than in women
(10.24 vs 6.74/1000 person-years, p < 0.001) and highest
among Malays (crude 13.06/1000 person-years, p < 0.001;
standardised 12.96/1000 person-years). However, amputation
incidence did not vary significantly by age, except in the
oldest age group.

Time to progression from first visit for diabetes to first
DRLEC and first amputation

The median time interval between the first public sector diag-
nosis of diabetes and the first occurrence of DRLEC was
30.5 months (IQR 7.4–61.0) in individuals who did not prog-
ress after DRLEC, and 10.9 months (IQR 0.0–44.2) for those
with subsequent amputation (Fig. 1). One-quarter of individ-
uals undergoing an amputation procedure were diagnosed
with a DRLEC at their first visit for diabetes. The median time
to progression from DRLEC to first amputation was
2.3 months (IQR 0.2–26.6). Progression times to DRLEC
appeared shorter for men,Malays and certain age groups, with
slightly longer time for progression from DRLEC to first
amputation (ESM Table 3).

Risk factors for progression to first DRLEC and first
amputation

Risk factors for progression to first DRLEC includedmale sex
(HR 1.10 [95% CI 1.06, 1.14], p < 0.001), Malay ethnicity
(HR 1.29 [95% CI 1.23, 1.35], p < 0.001) and Indian ethnicity
(HR 1.07 [95% CI 1.01, 1.13], p = 0.014) (Table 3). Hazards
for DRLEC were also increased with increasing age, and in
the presence of nephropathy, heart disease, stroke, retinopathy
and neuropathy at diagnosis. Individuals with HbA1c ≥
53 mmol/mol (≥7%) or missing HbA1c, with eGFR <
60 ml min−1 [1.73 m]−2 or missing eGFR, and BMI >
27.5 kg/m2 or missing BMI at the time of diagnosis also had
higher hazards of DRLEC, as did ever smokers and those with
missing data on LDL-cholesterol. Individuals with missing
data on mean arterial pressure and smoking status had lower
hazards of DRLEC.

Risk factors for progression to amputation included male
sex (HR 1.44 [95% CI 1.06, 1.95], p = 0.018), presence of
retinopathy (HR 3.66 [95% CI 2.69, 4.98], p < 0.001), pres-
ence of peripheral vascular disease (HR 2.33 [95% CI 1.65,
3.28], p < 0.001), HbA1c ≥ 53 mmol/mol (≥7%) (HR 2.24
[95% CI 1.46, 3.43], p < 0.001), LDL-cholesterol
≥2.6 mmol/l (HR 1.68 [95% CI 1.14, 2.49], p = 0.009) or

missing LDL-cholesterol (HR 2.4 [95% CI 1.5, 3.85],
p < 0.001) and missing BMI (HR 1.7 [95% CI 1.15, 2.51],
p = 0.008). Indian ethnicity (HR 0.49 [95% CI 0.29, 0.83],
p = 0.007) was associated with a lower hazard of amputation.

Discussion

We found that in this population with incident type 2 diabetes,
the time intervals from diabetes diagnosis to DRLEC, and
from DRLEC to amputation, were relatively short, with the
incidence of first ever DRLEC being 28.29/1000 person-years
with diabetes and incidence of first ever amputation being
8.18/1000 person-years with DRLEC. Key risk factors for
DRLEC included older age, male sex and non-Chinese ethnic-
ity as well as presence of comorbidities and poorer biochem-
ical profiles at diabetes diagnosis. Risk of amputation was
mainly associated with poorer biochemical profiles and pres-
ence of comorbidities.

We found significant ethnic differences in the incidence of
both DRLECs and amputation in our population. South East
Asian Malays had much higher incidence of both DRLECs
and amputations compared with East Asian Chinese, while
there were no differences between South Asian Indians and
Chinese. The higher incidence in Malays could be due to
differences in risk factor levels between ethnic groups. In
Singapore, the prevalence of smoking is highest among
Malays of male sex [27]. Malay individuals with diabetes
have also been reported to have higher mean BMI [28], a
greater proportion of peripheral vascular disease [29], poorer
glycaemic control [30], and a greater risk of cardiovascular
and chronic kidney disease [31], compared with individuals of
Chinese ethnicity. Indeed, there was no difference between
Malays and Chinese in hazards of amputation among those
with DRLEC after adjustment for disease-related variables
and comorbid conditions, though the differences in DRLEC
incidence persisted. On the other hand, Indians had a higher
hazard for DRLEC compared with Chinese after adjustment,
suggesting that lower comorbidity burden in Indians masks
differences in DRLEC risk. It is possible that the
aetiopathological processes for diabetes and complications
differ among these ethnic groups. It has been previously
reported that South Asians have a lower risk of peripheral
arterial disease compared with Europeans [32], due to greater
predilection for coronary rather than peripheral arterial athero-
sclerosis [21]. Similarly, greater microvascular supply to the
skin has been put forth as a potential explanation for the lower
risk of peripheral neuropathy in South Asians [33]. However,
the risk of peripheral neuropathy and peripheral arterial
disease in Malays and Chinese in comparison with other
ethnic groups has not been studied. While we were unable to
report the incidence of peripheral neuropathy and peripheral
arterial disease in our study due to their poor capture in the
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administrative datasets, future studies should examine ethnic
differences in the incidence of these precursor events in our
population in relation to the risk of DRLEC.

Differential utilisation of health services due to differences
in healthcare beliefs, health literacy, language barriers and
other socioeconomic factors may also contribute to the ethnic
differences observed in DRLEC incidence. While some of
these factors have been evaluated in relation to other condi-
tions [34–37], little is known about their relation to ethnic
differences in health service utilisation for diabetes and foot
care. More work is therefore needed to unravel the
aetiopathological as well as sociocultural mechanisms driving
DRLEC among the different ethnic groups studied here.

Half of the individuals who developed a DRLEC did so
within 3 years of diabetes diagnosis, while a one-quarter of
those progressing to amputation already had a DRLEC at their
first diabetes visit. Given that the risk of foot ulceration
increases with increasing duration of diabetes [38], these find-
ings suggest that individuals with diabetes present to the
public health system late, with limited time in which health
professionals can intervene and influence the natural history
of DRLEC and subsequent amputation. This could be due to
delayed diagnosis of diabetes, or management outside the
public sector until complications develop. Healthcare
utilisation and access issues could, therefore, be driving the
apparently short progression times. It is known that healthcare
utilisation, especially of preventive services, is determined by
sociocultural factors [39]. Individuals may delay seeking care
for diabetes until long after disease onset and may prioritise
work or family over health, due to considerations of time, cost
and limited access to care beyond working hours. These find-
ings should serve as an impetus for increasing the penetration
of the national screening programme, as well as supporting the
private primary care sector to enable more effective diabetes
management early in the course of the disease.

To the best of our knowledge, this is the first study to report
the incidence of lower extremity complications, especially
non-amputation complications, comprehensively over a
decade. This allows more accurate estimation of the burden
and risk of these complications in individuals with type 2
diabetes. However, this does make it difficult to compare
our results with previously published literature, since most
studies have reported the incidence of diabetic foot ulcers
only. In addition, we could not find any study in individuals
with incident diabetes. In populations with prevalent diabetes,
the reported incidence of first diabetic foot ulcer was 6.1 per
1000 patients in 2013–2017 in the UK [40] and 2.1 per 1000
person-years in Japan [41], while new ulcer incidence was
0.34% per year in the Netherlands [42]. In terms of incidence
of amputation in individuals with DRLECs, most previous
reports have had short follow-up times of 2 or 3 years, which
again limits comparability with our study. The annual inci-
dence of amputation in those with diabetic foot ulcers and/or
peripheral arterial disease was reported to be 1.1% in 2016 in
South Korea [43]. Cumulative incidences of 10% in 2 years in
Scotland [44] and 5.8% in 3 years in Portugal [45] have been
reported in individuals with diabetes and high-risk foot. While
not directly comparable with our results, these data cumula-
tively suggest a relatively higher incidence of DRLEC, but not
amputation, in our population. Our current findings, therefore,
emphasise the need to place focus early in the natural history
of diabetes, before the development of DRLEC, in order to
reduce the burden of amputations.

One of the main strengths of our study is the investigation
of the incidence of DRLECs as a two-step process, from
diabetes diagnosis to DRLECs, and from DRLECs to first
amputation. Ours is one of the few studies to look at a compre-
hensive set of DRLECs, rather than individual complications.
This has enabled us to present a complete picture of the burden
of these complications in our population. The linkage with the

135,849 (86.75%)

No DRLECa

n=20,744 (13.25%)

Developed DRLECa

1208 (5.8%)

Progressed to amputationb

Out of which:

19,536 (94.2%)

Developed DRLEC onlyb
T2D DRLEC: 30.5 months (7.4–61.0)

Progression time, median (IQR)

T2D DRLEC: 10.9 months (0.0–44.2) 

DRLEC Amputation: 2.3 months (0.2–26.6)

T2D diagnosis

n=156,593

Fig. 1 Time to progression for lower limb complications among individuals with incident type 2 diabetes, 2007–2017. aOut of all individuals in the
CDMS with T2D diagnosis; bout of individuals who developed DRLEC. T2D, type 2 diabetes mellitus
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Table 3 Factors associated with risk of developing first DRLEC and first amputation

Variable First DRLEC after type 2 diabetesa First amputation after DRLECb

Adj. HRc 95% CI p value Adj. HRc 95% CI p value

Age at first visit for type 2 diabetes <0.001 0.080
<50 years Ref Ref
50–59 years 1.02 0.97, 1.07 0.484 0.96 0.69, 1.34 0.832
60–69 years 1.19 1.14, 1.26 <0.001 0.63 0.41, 0.97 0.036
70–79 years 1.64 1.55, 1.74 <0.001 0.56 0.33, 0.97 0.037

≥80 years 2.42 2.24, 2.62 <0.001 0.63 0.29, 1.37 0.242
Male sex 1.10 1.06, 1.14 <0.001 1.44 1.06, 1.95 0.018
Ethnicity <0.001 0.003
Chinese Ref Ref
Malay 1.29 1.23, 1.35 <0.001 1.27 0.90, 1.80 0.172
Indian 1.07 1.01, 1.13 0.014 0.49 0.29, 0.83 0.007
Other 0.83 0.77, 0.89 <0.001 1.44 0.90, 2.28 0.126

Chronic comorbidities at first visit for type 2 diabetes
Nephropathy 1.25 1.19, 1.32 <0.001 1.20 0.87, 1.66 0.263
Heart disease 1.17 1.12, 1.22 <0.001 1.15 0.84, 1.56 0.382
Stroke 1.24 1.17, 1.31 <0.001 0.87 0.57, 1.31 0.499

Retinopathy 1.44 1.33, 1.55 <0.001 3.66 2.69, 4.98 <0.001
Peripheral vascular disease 0.96 0.86, 1.07 0.457 2.33 1.65, 3.28 <0.001
Neuropathy 1.22 1.09, 1.37 <0.001 1.23 0.79, 1.92 0.367

HbA1c

<53 mmol/mol (<7%) Ref
≥53 mmol/mol (≥7%) 1.28 1.23, 1.34 <0.001 2.24 1.46, 3.43 <0.001
Missing 1.28 1.21, 1.36 <0.001 1.33 0.76, 2.33 0.321

eGFR
≥60 ml min−1 [1.73 m]−2 Ref
<60 ml min−1 [1.73 m]−2 1.12 1.05, 1.20 <0.001 1.15 0.75, 1.75 0.517
Missing 1.08 1.03, 1.13 0.002 1.10 0.71, 1.69 0.668

LDL-cholesterol
<2.6 mmol/l Ref
≥2.6 mmol/l 1.03 0.99, 1.08 0.160 1.68 1.14, 2.49 0.009
Missing 1.21 1.14, 1.30 <0.001 2.40 1.50, 3.85 <0.001

Mean arterial pressure
<100 mmHg Ref
≥100 mmHg 1.02 0.98, 1.07 0.299 0.93 0.65, 1.35 0.715
Missing 0.87 0.82, 0.92 <0.001 0.98 0.65, 1.47 0.913

BMI
≤27.5 kg/m2 Ref
>27.5 kg/m2 1.15 1.10, 1.20 <0.001 0.93 0.64, 1.34 0.692

Missing 1.20 1.14, 1.27 <0.001 1.70 1.15, 2.51 0.008
Smoking status
Non-smoker Ref
Ever smokerd 1.29 1.23, 1.36 <0.001 1.46 1.00, 2.12 0.050
Missing 0.60 0.58, 0.63 <0.001 1.10 0.79, 1.55 0.569

a In population with incident type 2 diabetes (n = 156,593): excluding those with any event within 1 year, n = 10,435; available for analysis, n = 146,158.
Biochemical variables are taken as closest value within 1 year from diabetes diagnosis and comorbidities are taken at any record before diabetes and up to
6 months after diabetes diagnosis
b In population with first DRLEC (n = 14,051): excluding those with any event within 1 year, n = 1603; available for analysis, n = 12,448. Biochemical
variables are taken as closest value within 1 year from DRLEC and comorbidities are taken at any record before DRLEC and up to 6 months after
DRLEC
cCox proportional hazard analysis, all variables entered into the model
d Ever smoker was taken as any record of smoking throughout the study period
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national administrative dataset and the death registry has
minimised loss to follow-up through the nationwide capture
of healthcare interactions and deaths, with standardised
coding across healthcare institutions for disease diagnoses
and amputation procedures. Another key strength is the exam-
ination of ethnic differences in the risk of lower extremity
complications within the context of a common health system,
thus eliminating differences due to methodology or healthcare
provision. The ethnic differences we report can therefore be
clearly attributed to disparities in healthcare utilisation and/or
differential risk. Our findings not only shed light on DRLECs
in the Asian context but also raise interesting questions for
future researchers to delve into.

This study also has some limitations. The analysis was
limited to individuals with type 2 diabetes, since the propor-
tion of individuals identified as having type 1 diabetes in the
CDMS was extremely small, with very low numbers of
DRLEC and amputation events. Diagnosis of diabetes was
based on data from public healthcare institutions. Individuals
with diabetes diagnosis outside the public sector may have
presented an artificially short time from first diabetes visit to
DRLEC. This may increase the uncertainty around our esti-
mates. However, it does not affect the validity of our findings
that individuals present late to the public health system. All
DRLEC events were combined into one single DRLEC vari-
able, due to small numbers for subgroup analysis for the indi-
vidual DRLEC subtypes. This may mask differences in
progression to amputation between the DRLEC subtypes.
L imb sa lvage e f fo r t s such as debr idement and
revascularisation procedures were not examined in relation
to risk of amputation due to data limitations. The capture of
precursor events such as peripheral neuropathy and peripheral
arterial disease is poor in the administrative data, both at
national and regional levels. Therefore, we were unable to
map progression from diabetes to these conditions in the path-
way to DRLEC.

In conclusion, this comprehensive evaluation of the epide-
miology of lower limb complications in a multi-ethnic Asian
population has revealed important ethnic differences, with
Malays having the highest incidence of both DRLEC and
amputations, and greatest risk of progression to DRLEC after
adjusting for potential confounders. Differences in the patho-
physiology of diabetes and its complications, burden of
comorbid conditions and health service utilisation may
be potential reasons for the observed ethnic differences.
Greater research efforts are needed to understand the
aetiopathological and sociocultural processes that
contribute to the higher risk of lower extremity compli-
cations among these ethnic groups. At the same time,
greater and sustained focus on improving diabetes care
in general, and diabetic foot care in particular, will be
needed to reduce the transition to DRLEC in this multi-
ethnic population.

Supplementary Information The online version contains peer-reviewed
but unedited supplementary material available at https://doi.org/10.1007/
s00125-021-05441-3.

Acknowledgements We would like to thank W. Jeffcoate (Nottingham
University Hospitals Trust, UK) for comments that have helped to greatly
improve the manuscript. Professor Jeffcoate is Clinical Lead of the
National Diabetes Foot Care Audit of England and Wales (NDFA).

Data availability The data used in this study are from the MOH
Singapore administrative datasets and the NHG CDMS and are not
publicly available. Requests for onsite access to the anonymised data
for research may be made to the respective organisations.

Funding This work was partially supported by the Saw Swee Hock
School of Public Health War on Diabetes Seed Fund, as well as the
National University Health System Health Services Research Grant.
The funding sources had no role in the writing of the manuscript or the
decision to submit for publication.

Authors’ relationships and activities The authors declare that there are
no relationships or activities that might bias, or be perceived to bias, their
work.

Contribution statement TR was involved in study design, data manage-
ment, statistical analyses and drafted the manuscript. KV conceived the
study, supervised the project, critically revised the manuscript and
produced the final draft for submission. DP performed data analysis.
MPHST contributed to study design, data extraction procedures and
provided clinical advice. CST provided advice on data management,
statistical analysis and interpretation. DYKL performed data extraction
and data cleaning. AMTLC, SC, EST and KBT provided inputs on study
design and interpretation of data, as well as the study’s relevance on
clinical practice and policymaking. All authors reviewed and approved
the manuscript. KV is the guarantor of this work and takes full responsi-
bility for the work as a whole, including the study design, access to data
and the decision to submit the work for publication.

Open Access This article is licensed under a Creative Commons
Attribution 4.0 International License, which permits use, sharing, adap-
tation, distribution and reproduction in any medium or format, as long as
you give appropriate credit to the original author(s) and the source,
provide a link to the Creative Commons licence, and indicate if changes
were made. The images or other third party material in this article are
included in the article's Creative Commons licence, unless indicated
otherwise in a credit line to the material. If material is not included in
the article's Creative Commons licence and your intended use is not
permitted by statutory regulation or exceeds the permitted use, you will
need to obtain permission directly from the copyright holder. To view a
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

1. IDF (2019) IDF Diabetes Atlas. International Diabetes Federation,
Brussels

2. Zhang Y, Lazzarini PA, McPhail SM, van Netten JJ, Armstrong
DG, Pacella RE (2020) Global disability burdens of diabetes-
related lower-extremity complications in 1990 and 2016. Diabetes
Care 43(5):964–974. https://doi.org/10.2337/dc19-1614

3. Wukich DK, Raspovic KM (2018) Assessing health-related quality
of life in patients with diabetic foot disease: why is it important and

1547Diabetologia  (2021) 64:1538–1549

https://doi.org/10.1007/s00125-021-05441-3
https://doi.org/10.1007/s00125-021-05441-3
http://creativecommons.org/licenses/by/4.0/


how can we improve? The 2017 Roger E. Pecoraro Award Lecture.
Diabetes Care 41(3):391–397. https://doi.org/10.2337/dci17-0029

4. Pagano E, De Rosa M, Rossi E et al (2016) The relative burden of
diabetes complications on healthcare costs: the population-based
CINECA-SID ARNO Diabetes Observatory. Nutr Metab
Cardiovasc Dis 26(10):944–950. https://doi.org/10.1016/j.
numecd.2016.05.002

5. Dietrich I, Braga GA, de Melo FG, da Costa Silva Silva ACC
(2017) The diabetic foot as a proxy for cardiovascular events and
mortality review. Curr Atheroscler Rep 19(11):44. https://doi.org/
10.1007/s11883-017-0680-z

6. Musuuza J, Sutherland BL, Kurter S, Balasubramanian P, Bartels
CM, Brennan MB (2020) A systematic review of multidisciplinary
teams to reduce major amputations for patients with diabetic foot
ulcers. J Vasc Surg 71(4):1433–1446.e1433. https://doi.org/10.
1016/j.jvs.2019.08.244

7. van Netten JJ, Sacco ICN, Lavery LA et al (2020) Treatment of
modifiable risk factors for foot ulceration in persons with diabetes: a
systematic review. Diabetes Metab Res Rev 36(Suppl 1):e3271.
https://doi.org/10.1002/dmrr.3271

8. Moxey P, Gogalniceanu P, Hinchliffe R et al (2011) Lower extrem-
ity amputations—a review of global variability in incidence. Diabet
Med 28(10):1144–1153. https://doi.org/10.1111/j.1464-5491.
2011.03279.x

9. Zhang P, Lu J, Jing Y, Tang S, Zhu D, Bi Y (2017) Global epide-
miology of diabetic foot ulceration: a systematic review and meta-
analysis. Ann Med 49(2):106–116. https://doi.org/10.1080/
07853890.2016.1231932

10. Margolis DJ, Jeffcoate W (2013) Epidemiology of foot ulceration
and amputation: can global variation be explained?Med Clin North
Am 97(5):791–805. https://doi.org/10.1016/j.mcna.2013.03.008

11. Jeffcoate WJ, van Houtum WH (2004) Amputation as a marker of
the quality of foot care in diabetes. Diabetologia 47(12):2051–
2058. https://doi.org/10.1007/s00125-004-1584-3

12. Chan JC, Malik V, Jia W et al (2009) Diabetes in Asia: epidemiol-
ogy, risk factors, and pathophysiology. JAMA 301(20):2129–2140.
https://doi.org/10.1001/jama.2009.726

13. Ma RCW, Chan JCN (2013) Type 2 diabetes in East Asians: simi-
larities and differences with populations in Europe and the United
States. Ann N Y Acad Sci 1281(1):64–91. https://doi.org/10.1111/
nyas.12098

14. Chan JC, Yeung R, Luk A (2014) The Asian diabetes phenotypes:
challenges and opportunities. Diabetes Res Clin Pract 105(1):135–
139. https://doi.org/10.1016/j.diabres.2014.05.011

15. Staimez LR, Deepa M, Ali MK, Mohan V, Hanson RL, Narayan
KMV (2019) Tale of two Indians: heterogeneity in type 2 diabetes
pathophysiology. DiabetesMetab Res Rev 35(8):e3192. https://doi.
org/10.1002/dmrr.3192

16. KodamaK, Tojjar D, Yamada S, Toda K, Patel CJ, Butte AJ (2013)
Ethnic differences in the relationship between insulin sensitivity
and insulin response: a systematic review and meta-analysis.
Diabetes Care 36(6):1789–1796. https://doi.org/10.2337/dc12-
1235

17. Yabe D, Seino Y, Fukushima M, Seino S (2015) Beta cell dysfunc-
tion versus insulin resistance in the pathogenesis of type 2 diabetes
in East Asians. Curr Diab Rep 15(6):602. https://doi.org/10.1007/
s11892-015-0602-9

18. Unnikrishnan R, Gupta PK, Mohan V (2018) Diabetes in South
Asians: phenotype, clinical presentation, and natural history. Curr
Diab Rep 18(6):30. https://doi.org/10.1007/s11892-018-1002-8

19. Sarwar KN, Cliff P, Saravanan P, Khunti K, Nirantharakumar K,
Narendran P (2017) Comorbidities, complications and mortality in
people of South Asian ethnicity with type 1 diabetes compared with
other ethnic groups: a systematic review. BMJ Open 7(7):e015005.
https://doi.org/10.1136/bmjopen-2016-015005

20. Chi ZS, Lee ET, Lu M, Keen H, Bennett PH (2001) Vascular
disease prevalence in diabetic patients in China: standardised
comparison with the 14 centres in the WHO Multinational Study
of Vascular Disease in Diabetes. Diabetologia 44(Suppl 2):S82–
S86

21. AhmadN, Thomas GN, Chan C, Gill P (2014) Ethnic differences in
lower limb revascularisation and amputation rates. Implications for
the aetiopathology of atherosclerosis? Atherosclerosis 233(2):503–
507. https://doi.org/10.1016/j.atherosclerosis.2013.12.039

22. NHG (2017) RHS for the Central Region. Available from https://
corp.nhg.com.sg/RHSys/Pages/RHS-for-the-Central-Region.aspx,
accessed 25 August 2020

23. Heng BH, Sun Y, Cheah JT, Jong M (2010) The Singapore
National Healthcare Group Diabetes Registry—descriptive epide-
miology of type 2 diabetes mellitus. Ann Acad Med Singap 39(5):
348–352

24. Toh MP, Leong HS, Lim BK (2009) Development of a diabetes
registry to improve quality of care in the National Healthcare Group
in Singapore. Ann Acad Med Singap 38(6):546

25. PHE (2018) Technical guide: confidence intervals. Public Health
England

26. Prentice RL, Kalbfleisch JD, Peterson AV Jr, Flournoy N, Farewell
VT, Breslow NE (1978) The analysis of failure times in the pres-
ence of competing risks. Biometrics 34(4):541–554. https://doi.org/
10.2307/2530374

27. MOH (2010) National Health Survey 2010. Epidemiology &
Disease Control Division, Ministry of Health, Singapore,
Singapore

28. Hong CY, Chia KS, Hughes K, Ling SL (2004) Ethnic differences
among Chinese, Malay and Indian patients with type 2 diabetes
mellitus in Singapore. Singap Med J 45(4):154–160

29. Lekshmi Narayanan RM, Koh WP, Phang J, Subramaniam T
(2010) Peripheral arterial disease in community-based patients with
diabetes in Singapore: results from a primary healthcare study. Ann
Acad Med Singap 39(7):525–527

30. Luo M, Lim WY, Tan CS et al (2017) Longitudinal trends in
HbA1c and associations with comorbidity and all-cause mortality
in Asian patients with type 2 diabetes: a cohort study. Diabetes Res
Clin Pract 133:69–77. https://doi.org/10.1016/j.diabres.2017.08.
013

31. Liu JJ, Lim SC, Yeoh LY et al (2016) Ethnic disparities in risk of
cardiovascular disease, end-stage renal disease and all-cause
mortality: a prospective study among Asian people with type 2
diabetes. Diabet Med 33(3):332–339. https://doi.org/10.1111/dme.
13020

32. Sebastianski M, Makowsky MJ, Dorgan M, Tsuyuki RT (2014)
Paradoxically lower prevalence of peripheral arterial disease in
South Asians: a systematic review and meta-analysis. Heart
100(2):100–105. https://doi.org/10.1136/heartjnl-2013-303605

33. Abbott CA, Chaturvedi N, Malik RA et al (2010) Explanations for
the lower rates of diabetic neuropathy in Indian Asians versus
Europeans. Diabetes Care 33(6):1325–1330. https://doi.org/10.
2337/dc09-2067

34. Liew SJ, Lee JT, Tan CS, Koh CHG, Van Dam R, Müller-
Riemenschneider F (2019) Sociodemographic factors in relation
to hypertension prevalence, awareness, treatment and control in a
multi-ethnic Asian population: a cross-sectional study. BMJ Open
9(5):e025869. https://doi.org/10.1136/bmjopen-2018-025869

35. Hein T, Loo G, Tai BC et al (2013) Myocardial infarction in
Singapore: ethnic variation in evidence-based therapy and its asso-
ciation with socioeconomic status, social network size and
perceived stress level. Heart Lung Circ 22(12):1011–1017. https://
doi.org/10.1016/j.hlc.2013.04.119

36. Lim JN, Potrata B, Simonella L et al (2015) Barriers to early presen-
tation of self-discovered breast cancer in Singapore andMalaysia: a

1548 Diabetologia  (2021) 64:1538–1549

https://doi.org/10.2337/dci17-0029
https://doi.org/10.1016/j.numecd.2016.05.002
https://doi.org/10.1016/j.numecd.2016.05.002
https://doi.org/10.1007/s11883-017-0680-z
https://doi.org/10.1007/s11883-017-0680-z
https://doi.org/10.1016/j.jvs.2019.08.244
https://doi.org/10.1016/j.jvs.2019.08.244
https://doi.org/10.1002/dmrr.3271
https://doi.org/10.1111/j.1464-5491.2011.03279.x
https://doi.org/10.1111/j.1464-5491.2011.03279.x
https://doi.org/10.1080/07853890.2016.1231932
https://doi.org/10.1080/07853890.2016.1231932
https://doi.org/10.1016/j.mcna.2013.03.008
https://doi.org/10.1007/s00125-004-1584-3
https://doi.org/10.1001/jama.2009.726
https://doi.org/10.1111/nyas.12098
https://doi.org/10.1111/nyas.12098
https://doi.org/10.1016/j.diabres.2014.05.011
https://doi.org/10.1002/dmrr.3192
https://doi.org/10.1002/dmrr.3192
https://doi.org/10.2337/dc12-1235
https://doi.org/10.2337/dc12-1235
https://doi.org/10.1007/s11892-015-0602-9
https://doi.org/10.1007/s11892-015-0602-9
https://doi.org/10.1007/s11892-018-1002-8
https://doi.org/10.1136/bmjopen-2016-015005
https://doi.org/10.1016/j.atherosclerosis.2013.12.039
https://corp.nhg.com.sg/RHSys/Pages/RHS-for-the-Central-Region.aspx
https://corp.nhg.com.sg/RHSys/Pages/RHS-for-the-Central-Region.aspx
https://doi.org/10.2307/2530374
https://doi.org/10.2307/2530374
https://doi.org/10.1016/j.diabres.2017.08.013
https://doi.org/10.1016/j.diabres.2017.08.013
https://doi.org/10.1111/dme.13020
https://doi.org/10.1111/dme.13020
https://doi.org/10.1136/heartjnl-2013-303605
https://doi.org/10.2337/dc09-2067
https://doi.org/10.2337/dc09-2067
https://doi.org/10.1136/bmjopen-2018-025869
https://doi.org/10.1016/j.hlc.2013.04.119
https://doi.org/10.1016/j.hlc.2013.04.119


qualitative multicentre study. BMJ Open 5(12):e009863. https://
doi.org/10.1136/bmjopen-2015-009863

37. Zheng Y, Lamoureux EL, Chiang PC et al (2012) Language barrier
and its relationship to diabetes and diabetic retinopathy. BMC
Public Health 12:781. https://doi.org/10.1186/1471-2458-12-781

38. Crawford F, Cezard G, Chappell FM et al (2015) A systematic
review and individual patient data meta-analysis of prognostic
factors for foot ulceration in people with diabetes: the international
research collaboration for the prediction of diabetic foot ulcerations
(PODUS). Health Technol Assess 19(57):1–210. https://doi.org/10.
3310/hta19570

39. Venkataraman K, Wee HL, Ng SHX et al (2016) Determinants of
individuals’ participation in integrated chronic disease screening in
Singapore. J Epidemiol Community Health 70(12):1242–1250.
https://doi.org/10.1136/jech-2016-207404

40. Paisey RB, Abbott A, Paisey CF, Walker D (2019) Diabetic foot
ulcer incidence and survival with improved diabetic foot services:
an 18-year study. Diabet Med 36(11):1424–1430. https://doi.org/
10.1111/dme.14045

41. Iwase M, Fujii H, Nakamura U et al (2018) Incidence of diabetic
foot ulcer in Japanese patients with type 2 diabetes mellitus: the

Fukuoka diabetes registry. Diabetes Res Clin Pract 137:183–189.
https://doi.org/10.1016/j.diabres.2018.01.020

42. Stoekenbroek RM, Lokin JLC, NielenMM, Stroes ESG, Koelemay
MJW (2017) How common are foot problems among individuals
with diabetes? Diabetic foot ulcers in the Dutch population.
Diabetologia 60(7):1271–1275. https://doi.org/10.1007/s00125-
017-4274-7

43. Chun DI, Kim S, Kim J et al (2019) Epidemiology and burden of
diabetic foot ulcer and peripheral arterial disease in Korea. J Clin
Med 8(5):478. https://doi.org/10.3390/jcm8050748

44. Vadiveloo T, JeffcoateW, Donnan PT et al (2018) Amputation-free
survival in 17,353 people at high risk for foot ulceration in diabetes:
a national observational study. Diabetologia 61(12):2590–2597.
https://doi.org/10.1007/s00125-018-4723-y

45. Martins-Mendes D, Monteiro-SoaresM, Boyko EJ et al (2014) The
independent contribution of diabetic foot ulcer on lower extremity
amputation and mortality risk. J Diabetes Complicat 28(5):632–
638. https://doi.org/10.1016/j.jdiacomp.2014.04.011

Publisher’s note Springer Nature remains neutral with regard to jurisdic-
tional claims in published maps and institutional affiliations.

1549Diabetologia  (2021) 64:1538–1549

https://doi.org/10.1136/bmjopen-2015-009863
https://doi.org/10.1136/bmjopen-2015-009863
https://doi.org/10.1186/1471-2458-12-781
https://doi.org/10.3310/hta19570
https://doi.org/10.3310/hta19570
https://doi.org/10.1136/jech-2016-207404
https://doi.org/10.1111/dme.14045
https://doi.org/10.1111/dme.14045
https://doi.org/10.1016/j.diabres.2018.01.020
https://doi.org/10.1007/s00125-017-4274-7
https://doi.org/10.1007/s00125-017-4274-7
https://doi.org/10.3390/jcm8050748
https://doi.org/10.1007/s00125-018-4723-y
https://doi.org/10.1016/j.jdiacomp.2014.04.011

	Diabetes-related...
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract

	This link is 10.2337/dc19-,",
	Introduction
	Methods
	Participants and data sources
	Outcomes of interest
	Other variables of interest
	Statistical analysis

	Results
	Rates of progression to first DRLEC and first amputation
	Time to progression from first visit for diabetes to first DRLEC and first amputation
	Risk factors for progression to first DRLEC and first amputation

	Discussion
	References


