Exploring risk factors associated with ulcerations after first ray amputations.
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Conclusion

The most common complication after a partial hallux amputation,
complete hallux amputation or first ray amputation is the development
of lessertoe ulcerations. These ulceration can often lead to
subsequent lesser toe amputations. This is seen in our data, where

Statement of Purpose Results

The goal of this study is to gain a better understanding of factors which
predispose diabetic patients to lesser toe ulcerations after first ray amputations.
If these factors can be determined prior to the initial amputation, then
prophylactic measures can be taken to prevent recurrent ulcerations after first

Table 2: Su bsequent The data collected showed:
« 71.4% of the population was male

Lesser Toe Amputations +  52.4% of patients had a BMI greater than 30
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