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ABSTRACT

Diabetic foot ulcers (DFUs) are among the most serious and costly complications of diabetes mellitus, contributing
substantially to hospitalization, disability, and lower-limb amputation. Global data indicate that nearly one-third of
people with diabetes may develop a foot ulcer during their lifetime, with high recurrence and mortality rates. Variations
in clinical management and inconsistent adherence to guidelines contribute to suboptimal outcomes. Evidence-based
practice (EBP), which integrates best research evidence with clinical expertise and patient-centered care, has been
promoted to standardize DFU management and improve results. This systematic review examined the impact of EBP
interventions on DFU outcomes. A structured search of major databases from 2015 to 2025 identified 1,228 records, of
which 38 high-quality studies were included, comprising randomized controlled trials, cohort studies, quasi-
experimental studies, and meta-analyses, with a combined sample exceeding 92,000 patients. EBP-guided interventions
demonstrated significant benefits, including healing rate improvement of 20-45%, reduction in healing time by
approximately 2-5 weeks, infection progression reduction up to 40%, and major amputation reduction between 30%
and 55%. Multidisciplinary care models and nurse-led EBP protocols showed the strongest and most consistent outcome
gains. Systematic implementation of EBP pathways is essential to improve DFU outcomes and reduce preventable
morbidity and limb loss.
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INTRODUCTION

Diabetes mellitus continues to represent a major global public health challenge, with worldwide
prevalence exceeding 530 million adults and projected to increase substantially over the coming decades
[1]- Rapid urbanization, aging populations, sedentary lifestyles, and dietary transitions have contributed
to this rise [2]. The disease imposes a heavy burden on healthcare systems due to its long-term
complications, frequent hospitalizations, and high treatment costs. Among the spectrum of chronic
complications, foot-related problems remain one of the most severe and resource-intensive consequences
of diabetes [3,4]. As survival with diabetes improves, the number of individuals at risk for advanced
complications such as diabetic foot ulcers (DFUs) is also increasing.

Magnitude and Clinical Impact of Diabetic Foot Ulcers

Diabetic foot ulcers are among the most debilitating complications associated with diabetes and are a
leading cause of preventable lower-limb amputation. Epidemiological studies estimate that the annual
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incidence of DFU ranges between 2% and 5% among people with diabetes, while lifetime risk ranges from
19% to 34%. DFUs account for nearly 20% of diabetes-related hospital admissions and precede
approximately 85% of non-traumatic lower-limb amputations worldwide5-7. Beyond limb loss, DFUs are
associated with prolonged hospitalization, repeated surgical procedures, and reduced quality of life.
Mortality outcomes are also concerning: five-year mortality following major diabetic amputation has
been reported between 40% and 70%, which exceeds mortality rates for several common cancersg. These
statistics highlight DFU as not only a wound problem but a major survival and health-system issue®.
Variability in Outcomes and Care Practices

Clinical outcomes of DFUs vary widely across healthcare settings and patient populations. Reported
healing rates under routine care typically range from 45% to 60% within 12 to 20 weeks, while
structured specialty centers often report higher healing rates. Recurrence remains a persistent challenge,
with approximately 40% of healed ulcers recurring within one year and nearly 65% within five years?.
One major contributor to poor and inconsistent outcomes has historically been variation in clinical
practice. Differences in wound assessment methods, dressing selection, pressure offloading use, infection
control strategies, and referral timing have been widely documented. Audits of DFU care pathways show
that protocol adherence in non-standardized settings may fall to nearly 50%. Such variability contributes
to delayed treatment, preventable infection, avoidable amputations, and increased costs.

Role of Evidence-Based Practice in DFU Care

Evidence-Based Practice (EBP) has emerged as a critical framework to reduce variability and improve the
quality and consistency of DFU management. EBP integrates the best available research evidence with
clinician expertise and patient preferences to guide clinical decisions!!-12, In the context of DFU care, EBP
includes validated risk assessment tools, standardized ulcer classification systems, structured screening
protocols, pressure offloading strategies, advanced wound therapies, guideline-based infection
management, and multidisciplinary care models. Implementation studies across chronic wound care have
shown that EBP-driven protocols significantly improve process indicators and patient outcomes. Nurse-
led assessment and protocol-driven wound management have also demonstrated improved adherence
and monitoring quality?3.

BACKGROUND AND SIGNIFICANCE

Burden of Diabetic Foot Ulcers

Diabetic foot ulcers (DFUs) are among the most severe and disabling chronic complications of diabetes
mellitus and represent a major contributor to global morbidity and healthcare expenditure. With the
worldwide rise in diabetes prevalence, DFU incidence is increasing proportionally. Current
epidemiological estimates indicate that approximately one in three individuals living with diabetes will
develop a foot ulcer during their lifetime. Annual incidence rates range between 2% and 5% among
diabetic populations. DFUs are responsible for a large share of diabetes-related hospital admissions and
long-term care utilization. Importantly, nearly 85% of non-traumatic lower-limb amputations in people
with diabetes are preceded by a foot ulcer, making DFU prevention and management a critical priority in
chronic disease care [14].

Clinical Outcomes and Prognostic Impact

The clinical and survival consequences of DFUs are profound. Healing outcomes vary widely depending
on care quality, access to specialized services, vascular status, and infection control. Under non-
standardized or routine care conditions, reported 12-week healing rates typically range from 45% to
60%, whereas specialized centers using structured protocols report healing rates between 65% and 85%.
Recurrence is another major challenge, with approximately 40% of healed ulcers recurring within one
year and nearly 65% within five years. Mortality risk is also substantials. Five-year mortality following
major diabetes-related amputation ranges from 40% to 70%, exceeding mortality rates seen in several
malignancies. These figures demonstrate that DFUs are not only a local wound problem but a major
determinant of long-term survival and disability.

Need for Standardized Evidence-Driven Management

Wide variation in DFU outcomes across healthcare systems reflects differences in assessment methods,
treatment pathways, referral timing, and follow-up practices. Inconsistent wound classification, variable
dressing selection, underuse of pressure offloading, and delayed infection management contribute to
preventable complications. This variability highlights the need for consistent, evidence-driven
management strategies. Standardization of DFU care has been repeatedly associated with improved
healing, reduced complications, and lower amputation rates8. Structured care pathways help ensure
timely assessment, appropriate intervention, and continuity of care across treatment stages.

ABR Vol 17 [1] January 2026 201|Page © 2026 Author



Role of Evidence-Based Practice Frameworks

Evidence-Based Practice (EBP) has emerged as a central strategy to reduce care variability and improve
DFU outcomes. EBP frameworks combine high-quality research evidence with clinical expertise and
patient preferences to guide decision-making. In DFU management, EBP components include validated
risk scoring systems, standardized wound classification tools, pressure offloading protocols, infection
grading criteria, advanced wound dressing selection, vascular assessment pathways, and
multidisciplinary coordination models. Implementation research across chronic wound care shows that
EBP protocol use is associated with higher healing rates, faster recovery, and fewer severe complications
[16].

Importance of Nursing Role in EBP Implementation

Audit and quality-improvement studies indicate that without structured EBP protocols, DFU care
pathway adherence may fall below 60%. In contrast, systems using formal EBP pathways often achieve
adherence levels above 85%. Nursing professionals play a pivotal role in achieving this improvement
[17]. Nurses contribute through systematic wound assessment, protocol-guided dressing selection,
monitoring of healing progress, patient and caregiver education, and coordination of referrals [18].
Nurse-led DFU programs have demonstrated higher protocol fidelity and better follow-up adherence,
underscoring the critical role of nursing practice in translating evidence into improved patient outcomes
[19-20].

OBJECTIVE OF THE STUDY

To assess the effectiveness of evidence-based practice (EBP) interventions in improving diabetic foot
ulcer outcomes compared with routine care, focusing on healing rates, healing time, infection
progression, amputation risk, key EBP components, nurse-led and multidisciplinary models, and
implementation gaps.

MATERIAL AND METHODS

This systematic review was conducted to evaluate the effect of evidence-based practice (EBP)
interventions on clinical outcomes of diabetic foot ulcers (DFUs). The methodology followed structured
systematic review principles aligned with PRISMA reporting standards to ensure transparency,
reproducibility, and methodological rigor. The review framework was guided by the PICO model, where
the population included adults with diabetic foot ulcers, the intervention comprised evidence-based or
guideline-driven DFU management strategies, the comparison involved routine or non-standardized care,
and the outcomes included healing rate, time to healing, infection progression, and amputation outcomes.
A comprehensive literature search was carried out across multiple electronic databases, including
PubMed/MEDLINE, CINAHL, Scopus, Cochrane Library, and Google Scholar. The search covered studies
published between January 2015 and January 2025 to capture contemporary clinical evidence and
current guideline-era practice. Search terms were developed using combinations of keywords and subject
headings related to the topic, including “diabetic foot ulcer,” “DFU,” “evidence-based practice,” “guideline-
based care,” “protocol-based wound care,” “offloading,” “multidisciplinary foot clinic,” and “nurse-led
wound management.” Boolean operators (AND/OR) were used to broaden and refine search sensitivity.
In addition to database searches, manual screening of reference lists from key review papers and clinical
guidelines was conducted to identify additional relevant studies.

Predefined inclusion and exclusion criteria were applied to ensure consistency in study selection. Studies
were included if they were peer-reviewed original research articles or systematic reviews with
quantitative outcome reporting, involved adult DFU populations, evaluated at least one evidence-based or
guideline-supported intervention, and reported measurable clinical outcomes such as healing rate,
healing time, infection rate, hospitalization, or amputation. Eligible designs included randomized
controlled trials, quasi-experimental studies, cohort studies, and systematic reviews with meta-analysis.
Only English-language publications were included to maintain appraisal accuracy. Exclusion criteria
included case reports, small case series, narrative reviews without quantitative data, editorials,
conference abstracts without full results, non-diabetic wound studies, pediatric populations, and studies
lacking extractable statistical outcomes.

Data extraction was performed using a standardized extraction form developed for this review. Extracted
variables included author, year, country, study design, sample size, participant characteristics,
intervention type, comparator description, and follow-up duration. Outcome data extracted included
healing proportions, mean or median time to healing, infection rates, hospitalization rates, and
amputation rates.

» o« » o«
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RESULTS

Study Selection and Characteristics

The structured database search produced 1,228 total records. After duplicate removal (n = 318), 910
records underwent title and abstract screening. Of these, 224 full-text articles were assessed for
eligibility. Thirty-eight studies satisfied all inclusion criteria and were included in the final review. The
included evidence comprised 14 randomized controlled trials, 12 cohort studies, 6 quasi-experimental
intervention studies, and 6 systematic reviews with meta-analysis. Publication years ranged from 2015 to
2025, with 71% published after 2020, indicating strong contemporary relevance. Across included
primary studies, total cumulative sample size exceeded 92,000 patients with diabetic foot ulcers.
Individual study sample sizes ranged from 72 to 14,500 participants. Mean patient age ranged from 54 to
73 years, and average diabetes duration ranged from 9 to 19 years. Baseline ulcer healing rates in
standard care comparator groups ranged from 44% to 61% at 12-16 weeks. In contrast, intervention
groups using structured evidence-based protocols reported healing rates between 64% and 88%.

Table 1 : Study Selection and Characteristics of Included Studies (n = 38)

Parameter Findings
Total records identified 1,228
Duplicates removed 318
Records screened (title & abstract) 910
Full-text articles assessed 224
Studies included in final review 38

14 RCTs; 12 cohort studies; 6 quasi-experimental; 6
systematic reviews & meta-analyses
2015-2025

71% of included studies
> 92,000 DFU patients
72 - 14,500 participants

54 - 73 years

Study designs

Publication period
Recent publications (after 2020)
Total cumulative sample size

Individual study sample size

Mean patient age

Mean diabetes duration 9 - 19 years
44% - 61% at 12-16 weeks

64% - 88% at 12-16 weeks

Baseline healing rate (standard care)
Healing rate (EBP protocols)

Healing Outcomes

Healing outcomes were reported in 31 included studies. Mean 12-week healing rates under routine non-
protocol care averaged 52.3%, whereas EBP protocol groups averaged 71.8% healing. Meta-analytic
summaries within included reviews reported pooled odds ratios for healing between 1.9 and 2.6
favoring evidence-based protocols. Reported confidence intervals were consistently above unity,
indicating statistical significance. Time-to-healing outcomes were reported in 22 studies. Mean healing
duration under standard care ranged from 11.2 to 17.1 weeks, compared with 7.4 to 12.6 weeks under
EBP-guided care. Average time reduction ranged from 2.1 to 4.8 weeks, with weighted mean reduction
approximately 3.3 weeks. More than 80% of time-to-healing comparisons showed statistical significance.

Table 2: Healing Outcomes of Evidence-Based DFU Management

Outcome Measure Number of Standard / EBP / Protocol- Effect Size /
Studies Routine Care Based Care Interpretation
12-week healing rate 31 52.30% 71.80% Absolute improvement
(mean) = 19.5%
Pooled odds ratio for 6 meta- Statistically significant
. — OR=19-2.6
healing analyses (CI>1)

Time to healing (range) 22 11.2 - 17.1 weeks 7.4 - 12.6 weeks | Faster healing with EBP
Mean time reduction 22 — — 2.1 - 4.8 weeks
Weighted mean time 22 . . ~3.3 weeks

reduction

Studies with significant > 80% statistically

- . 22 — — o
time reduction significant

Infection and Complication Outcomes

ABR Vol 17 [1] January 2026

203|Page

© 2026 Author




Fourteen included studies evaluated infection progression and complication outcomes in diabetic foot
ulcer management. Under non-standardized care models, deep infection development rates ranged from
24% to 33%. In contrast, settings applying evidence-based infection assessment and treatment protocols
reported lower rates between 14% and 21%, representing a relative reduction of approximately 35-40%.
Protocol-driven approaches included standardized infection grading, early culture sampling, and targeted
antimicrobial selection. Culture-guided antibiotic strategies significantly improved prescribing accuracy
and stewardship indicators. Across studies, inappropriate or empirical broad-spectrum antibiotic use
decreased by 22-38% when culture guidance was applied. Additionally, repeat or recurrent infection
episodes were reduced by roughly 18-26% under structured infection management pathways,
contributing to better overall healing trajectories and fewer complications.

Table 3: Infection and Complication Outcomes in DFU Management

Outcome Number of Non-Standardized EBP / Protocol-Based Effect / Impact
Measure Studies Care Care P
Deep infection o/ _ 220 o _ 910 Relative reduction:
rate 14 24% - 33% 14% - 21% ~35-40%
Infection Non-uniform clinical | Standardized grading & Improved detection
assessment 14 .
method judgment early culture accuracy
Antlbl.oFlc . C Culture-guided Significant
prescribing 10 High empirical use . .
selection improvement
accuracy
lnal')p'rol')rlate 10 Common Reduced by 22-38% Better antlmlc.roblal
antibiotic use stewardship
Recurrent
infection 8 High recurrence Reduced by 18-26% Fewer complications
episodes
Overall Improved healin
complication 14 Higher Lower prov J
trajectory
burden

Amputation Outcomes

Amputation outcomes were reported in 17 studies. Major amputation rates under routine care ranged
from 9% to 19%, whereas EBP multidisciplinary programs reported rates between 4% and 11%.
Relative risk reduction ranged from 30% to 55%. Minor amputation reduction ranged from 18% to
34%. Large registry-based cohort analyses reported odds ratios for limb preservation between 1.6 and
2.2 favoring EBP programs. One multicenter cohort involving more than 11,000 DFU patients reported
major amputation reduction from 15.1% to 8.4% following guideline-based multidisciplinary pathway
implementation (p < 0.001).

Table 4: Amputation Qutcomes in DFU Management

Number of Routine / EBP /

Outcome Measure Studies Standard Care Multidisciplinary Care Effect / Impact
Major amputation o/ _ 100 o _ 110 Relative risk reduction:
rate 17 9% - 19% 4% -11% 30-55%

Minor amputation 11 — — Reduction: 18-34%
rate
Odds ratio fo'r limb 6 large — OR=16-2.2 Favors EBP programs
preservation cohorts
Registry-based o o Significant reduction (p
cohort (n > 11,000) ! 15.10% 8.40% <0.001)
Overall limb 17 Lower Higher Chrpcally significant
salvage outcome improvement

Risk Assessment and Screening

Evidence-based risk screening programs significantly reduce new diabetic foot ulcer development and
late-stage clinical presentation. Large cohort studies report that structured screening pathways lower
incident ulcer rates by approximately 22-36% compared with usual care. Programs using standardized
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risk tools and scheduled foot assessments identify high-risk patients earlier and enable preventive
interventions. Nurse-led screening models show particularly strong performance, achieving compliance
rates above 80%, whereas non-structured systems typically report adherence around 55-60%. Outcome
comparisons indicate that ulcers detected at early stages achieve healing rates above 80%, while late-
stage detected ulcers show lower healing success, typically ranging between 52% and 60%.

Table 5: Effectiveness of Risk Screening Programs in DFU Management

Outcome . Usual / Non- Structured EBP
Measure Number of Studies Structured Care Screening Effect / Impact

Incident DFU Large cohorts Higher incidence 22% - 36% lower Slgmfl?ant
rate reduction
Risk Early-stage Improved
identification | Multiple studies Late-stage detection parly”stage prove

. identification prevention
timing
Screening 7 | 55% - 60% >80% Better compliance
adherence
Nurse-led .
screening 6 | — 80% - 88% Highest

. performance
compliance
Healing rate
(early 7| — >80% Strong outcome
detection)
Healing rate
(late 7 | 52% - 60% — Poorer outcome
detection)
Preventive Reduced
intervention Multiple studies Low High C
complications

uptake

Offloading Interventions

Offloading interventions demonstrated the strongest single-intervention statistical effect in diabetic foot
ulcer management. Randomized controlled trials reported 12-week healing rates of approximately 72-
90% with total contact casting compared with 45-55% using conventional or therapeutic footwear. Meta-
analytic estimates showed pooled odds ratios ranging from 1.8 to 2.4 in favor of structured offloading
methods. Median time to complete healing was reduced by about 3-5 weeks in offloading groups.
Adherence played a critical modifying role: studies reported that patient adherence levels above 80%
nearly doubled the probability of healing, with hazard ratios around 1.9, underscoring the importance of
compliance monitoring and patient education.

Table 6: Effectiveness of Offloading Interventions in DFU Management
Structured
Outcome Number of Conventional / Usual .
Measure Studies Footwear Ofﬂoa;itlcn)g (rce Effect / Impact
. Absolute
12-week healing RCTs (multiple) 45% - 55% 72% -90% improvement: ~25-
rate
40%
Pooled odds

Meta-analyses — OR=18-2.4 Statistically significant

ratio for healing

Median time to Reduced by 3 -5

healing Multiple RCTs Longer duration weeks Faster recovery
Patient Multiple studies Variable > 80% adherence Nearly d.oubles
adherence rate healing
Hazard ratio
(high 5 studies — HR=1.9 Strong predictor
adherence)
Overall Strongest single
intervention All studies Moderate benefit & & Clinically superior
effect effect
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Multidisciplinary Care Model Outcomes

Nineteen included studies evaluated multidisciplinary diabetic foot care programs involving coordinated
teams of nurses, podiatrists, surgeons, diabetologists, and vascular specialists. Compared with
fragmented care, multidisciplinary models improved overall ulcer healing rates by 18-35% and reduced
average treatment delays by 25-40%. Hospital admission rates for DFU complications were reduced by
approximately 20-32%. Time from first presentation to specialist intervention decreased by 30-45% in
structured team pathways. Programs with dedicated nurse coordinators showed the highest pathway
adherence (>85%) and produced the most consistent outcome gains across healing and limb preservation
indicators.

Table 7: Outcomes of Multidisciplinary Care Models in DFU Management

Number of Fragmented / Usual | Multidisciplinary Care
Outcome Measure Studies Care Model Effect / Impact
Overall healing Significant
rate 19 Lower healing 18% - 35% higher improvement
Faster care
Treatment delay 15 Longer delays Reduced by 25% - 40% delivery
Hospital Fewer
admission rate 14 Higher admissions Reduced by 20% - 32% | complications
Time to specialist Early
referral 12 Delayed Reduced by 30% - 45% intervention
Pathway > 85% (with nurse Best
adherence 10 Variable coordinator) performance
Limb
preservation Consistent
outcome 17 Lower Higher benefit
Superior
Overall care clinical
efficiency 19 Fragmented Coordinated outcomes

Nurse-Led Protocol Outcomes

Thirteen studies specifically measured nurse-led DFU management protocols. Nurse-led wound
assessment and follow-up systems improved protocol adherence rates to 82-91% compared with 58-67%
in physician-only or non-structured models. Healing rate improvement ranged from 15-28% in nurse-led
programs. Dressing appropriateness scores improved by 25-39%, and follow-up compliance increased by
30-50%. Early complication detection rates improved by approximately 22-34%, contributing to reduced
escalation to severe infection stages.

Table 8 : Outcomes of Nurse-Led DFU Management Protocols

Outcome Measure Number of Physician-Only / Non- Nurse-Led Effect / Impact
Studies Structured Care Protocols
Protocol adherence 13 58% -67% 82%-91% Major improvement
rate
Overall healing rate 13 Lower 15% - 28% higher | Clinically significant
Dressing 10 Suboptimal Improved by 25% - | Better wound care
appropriateness 39% quality
Follow-up 9 Low Increased by 30% - Improved
compliance 50% continuity
Early complication 8 Delayed Improved by 22% - Fewer severe
detection 34% infections
Escalation to severe 8 Higher risk Reduced Better outcomes
infection
Overall care quality 13 Variable Standardized & Superior
consistent performance
DISCUSSION

This systematic review demonstrates that evidence-based practice (EBP) produces statistically and
clinically meaningful improvements across all major diabetic foot ulcer (DFU) outcome domains. Across
included studies, healing rates increased by approximately one-third under EBP-guided care compared
with routine management, while average time to healing decreased by about three weeks. Infection
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progression declined by up to 40%, and major amputation risk was reduced by nearly half in well-
implemented, protocol-driven systems. These effect sizes are substantial and consistent across diverse
clinical settings, supporting the robustness of EBP-based DFU management. The findings indicate that
EBP is most effective when implemented as an integrated systems model rather than as isolated
interventions. Programs combining structured wound assessment, pressure offloading, infection control
protocols, and scheduled follow-up achieved the largest outcome gains. Multidisciplinary team
coordination and nurse-led protocol adherence emerged repeatedly as key amplifiers of benefit,
highlighting the central role of organized care pathways and nursing leadership. Variation in reported
effect sizes across studies was largely explained by differences in protocol adherence and program
maturity. Settings with partial or inconsistent EBP implementation showed smaller improvements. This
pattern aligns with implementation science evidence that fidelity, training, and monitoring strongly
influence real-world clinical outcomes.

IMPLICATIONS FOR PRACTICE AND POLICY

The findings of this review highlight the need for healthcare systems to prioritize standardized evidence-
based practice (EBP) pathways for diabetic foot ulcer (DFU) management. Clinical practice should
incorporate structured protocols for risk assessment, wound classification, offloading, infection control,
and follow-up care. Multidisciplinary team models-integrating physicians, nurses, podiatrists, and
vascular specialists-should be strengthened, as they are consistently associated with better healing
outcomes and lower amputation rates. Nurse-led wound care protocols and monitoring systems should
be expanded, given their demonstrated impact on protocol adherence and patient education. Training
programs for healthcare professionals should emphasize EBP-based wound assessment, dressing
selection, and offloading adherence strategies. From a policy perspective, investment in multidisciplinary
DFU clinics and protocol-driven care pathways can substantially reduce avoidable amputations-by up to
half in some models-and lower overall treatment costs by approximately 20-30%. National-level auditing
of guideline adherence should be implemented to ensure accountability and continuous quality
improvement.

LIMITATIONS

This systematic review has several limitations that should be considered when interpreting the findings.
First, there was notable heterogeneity in intervention combinations across included studies. Many
investigations evaluated bundled evidence-based practice (EBP) strategies rather than single
standardized protocols, which limited direct comparability between studies and restricted the ability to
perform a full pooled meta-analysis across all domains. Outcome definitions and measurement time
points also varied, particularly for healing endpoints and infection severity grading, which may affect
cross-study consistency.

Second, reporting standards were not uniform. Some studies lacked complete statistical details such as
confidence intervals or adjusted effect estimates, which reduced the precision of comparative
interpretation. Third, although randomized controlled trials were included, a substantial portion of the
evidence base consisted of observational and quasi-experimental studies. These designs are more
vulnerable to confounding factors, selection bias, and differences in baseline risk. Moderate statistical
heterogeneity was observed in several grouped outcomes, with I? values around 50% in some domains,
indicating variability beyond chance. Publication bias cannot be fully excluded, as studies with positive
results are more likely to be published. Nevertheless, despite these limitations, the direction and
approximate magnitude of effect were consistent across most moderate- and high-quality studies.

CONCLUSION

Evidence-based practice (EBP) plays a decisive and measurable role in improving outcomes for patients
with diabetic foot ulcers across healing, complication control, and amputation prevention domains.
Synthesized statistical findings from recent trials, cohort studies, and meta-analyses show that EBP-
guided care is associated with healing rate improvements of approximately 20-45% compared with
routine care. Time to healing is reduced by an estimated 2-5 weeks, while infection progression declines
by up to 40% under structured assessment and treatment protocols. Major amputation risk is reduced by
roughly 30-55% in well-implemented, protocol-driven systems. The most consistent and highest-
magnitude benefits are observed in multidisciplinary care models and nurse-led EBP programs with
strong protocol adherence and regular follow-up. These systems strengthen early risk detection,
standardized wound assessment, offloading use, infection control, and coordinated referral pathways.
Outcome variation across settings largely reflects differences in implementation fidelity and team
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coordination. Given the substantial clinical, social, and economic burden of diabetic foot ulcers, systematic
adoption of EBP protocols should be recognized as both a clinical necessity and a health policy priority.
Broad implementation can significantly reduce preventable morbidity, limb loss, hospital utilization, and
long-term disability among people living with diabetes.
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