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Rezumat

Autorii prezintd pe scurt principalele perturbdiri
metabolice si fiziologice care favorizeazd aparitia a diverse
dermatoze in cadrul evolutiei unui diabet zaharat. Autorii
clasificd din punct de vedere evolutiv aceste dermatoze intr-
un grup fird corelatii bine stabilite in timp (dermatoze ce
pot sd apard in orice moment al evolutiei diabetului sau
chiar si il preceadit) si al doilea grup cu corelatie evidentd
in timp, incluzind dermatoze cu frecventd in crestere odati
cu vechimea diabetului.

Articolul continud cu descrierea celor mai importante
asocieri intre diabet si manifestdri tequmentare: necrobioza
lipodicd, granulomul anular, acanthosis nigricans si
scleredemul Buschke (primul grup) urmind dermopatia
diabeticd, buloza diabeticilor, mana diabeticd, xantoamele
eruptive, papulele Huntley ale degetelor si mai detaliat
piciorul diabetic.
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Summary

The authors present in short the main metabolic and
physiological perturbations wich favorise the aparition of
multiple dematoses during the evolution of diabetes
mellitus. The authors classified from an evolutive point of
view those dermatoses in two groups: the first group
dermatoses without a well established correlation with the
age of diabetes (with the possibility to be developed at any
time during the diseas”s evolution, even before) and the
second group with a well established correlation in time
with the diabetes, including dermatoses as more frequent as
the diabetes is older.

That review article continues with description of the
most important associations between diabetes and skin
diseases. The first group includes necrobiosis lipoidica,
granuloma annulare, acanthosis nigricans and Buschke”s
scleredema, with a comprehensive clinical and histological
description. The second group includes diabetic dermo-
pathy, bulosis diabeticorum, diabetic hand, eruptive xan-
thomas, Huntley”s papules of the fingers and with a more
detailed description the diabetic foot.
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Diabetul zaharat este o perturbare metabolica
profunda care altereazd homeostazia glicemiei,
fie prin scdderea productiei naturale de insuling,
fie prin reducerea preludrii glucozei la nivel
tisular, in general prin aparitia de anticorpi anti-
insulina.

Diabetes mellitus is a profound metabolic
disorder that disrupts glucose homeostasis,
either by decreasing natural insulin production
or by reducing glucose uptake at the tissue level,
generally due to the development of anti-insulin
antibodies.
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Deoarece glucoza este baza nutritiei oricdrui
tip de celuld, respectiv unica sursd de energie
celulard, alterarea homeostaziei glicemice pro-
duce in timp efecte nefavorabile in toate organele
si tesuturile corpului uman; primele organe
afectate sunt rinichii, sistemul circulator si
sistemul nervos periferic, urmand aparatul imun
in general, ochii si nu in ultimul rand tegumentul
si mucoasele.

Desi ideea uzuald de diabet presupune un
nivel permanent crescut peste normal al
glicemiei, situatiile cele mai periculoase survin in
momentele in care glicemia variaza prea mult (cu
extremele comd hiperglicemicd si invers, coma
hipoglicemicd), in timp ce homeostazia glicemica
devine inadecvata cerintelor de moment la
nivelul tuturor organelor, inclusiv cutaneo-
mucos. Practic, In timp, toate functiile fiziologice
de baza vor fi afectate.

La nivelul tegumentului se instaleazd o stare
de xerozd cutaneo-mucoasd indusd direct de
cresterea nivelului glucozei, ce favorizeaza
pruritul cronic si diverse infectii, bacteriene pe
tegument, predominant candidozice pe mucoase.

Glicemia crescutd conduce lent, dar inevitabil
in timp, la fenomenul chimic de glicozilare a
proteinelor dermice (analog glicozildrii hemo-
globinei) cu consecinte cutanate exprimate clinic
prin pseudo-scleroza si diverse alte manifestari.

Aceeasi glicemie crescuta conduce la o oferta
crescutd de substrat nutritiv pentru agentii
infectiosi bacterieni si micotici, ceea ce explica
infectdrile mai frecvente si mai ales caracterul lor
cronic si recurent.

La acestea se adaugd atat diminuarea efica-
citatii sistemelor locale de aparare biologica ne-
specificd cat si diminuarea eficacitatii rds-
punsului imun specific, prin alterarea echili-
brului intre populatiile limfocitare LTh si LTs.

Polineuropatia senzitiva periferica este cauza
de bazd pentru aparitia ulceratiilor cronice si
hiperkeratozice plantare, cunoscute ca mal per-
forant, strict la nivelul picioarelor.

Microangiopatia se rasfrange la nivelul re-
tinei si a sistemului nervos periferic, iar ulterior,
in asociere cu macroangiopatia diabeticd, pro-
duce gangrene uscate si alte modificari complexe

Since glucose is the nutritional basis of every
type of cell and the only source of cellular energy,
the disruption of glycaemic homeostasis pro-
duces adverse effects in all organs and tissues of
the human body over time; the first organs to be
affected are the kidneys, the circulatory system
and the peripheral nervous system, followed by
the immune system in general, the eyes and last
but not least the skin and mucous membranes.

Although diabetes is commonly associated
with a permanently elevated blood glucose level,
the most dangerous situations occur when blood
glucose fluctuates too much (with the extremes
being hyperglycaemic coma and the opposite,
hypoglycaemic coma), while glycaemic homeo-
stasis becomes inadequate to the immediate
needs of all organs, including the skin and
mucous membranes. Basically, over time, all
fundamental physiological functions will be
affected.

At the level of the skin, cutaneous and
mucosal xerosis develops, directly induced by
elevated glucose levels, promoting chronic
pruritus and various infections, bacterial on the
skin and predominantly candidal on the mucous
membranes.

Elevated blood glucose leads gradually, but
inevitably over time, to the chemical pheno-
menon of glycosylation of dermal proteins
(analogous to haemoglobin glycosylation) with
cutaneous consequences clinically manifested as
pseudosclerosis and various other signs.

The same elevated blood glucose also pro-
vides an increased supply of nutrient substrate
for bacterial and fungal pathogens, which
explains the higher frequency of infections,
particularly their chronic and recurrent nature.

In addition, there is also a reduction in the
effectiveness of both local non-specific defence
mechanisms and the specific immune response,
due to an altered balance between LTh and LTs
lymphocytes.

Peripheral sensory polyneuropathy is the
underlying cause of chronic hyperkeratotic
plantar ulcers, known as mal perforans, occur-
ring exclusively in the feet.

Microangiopathy affects the retina and the
peripheral nervous system, and subsequently, in
association with diabetic macroangiopathy, leads
to dry gangrene and other complex changes in
the feet, resulting in the so-called diabetic foot.
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la nivelul picioarelor, conducand la asa-numitul
picior diabetic.

Manifestarile cutanate aflate in relatie directa
cu DZ sau cel putin favorizate de acesta sunt
numeroase, unele mai frecvente, altele rare si
adesea cu etiologie multipla — cum ar fi acan-
thosis nigricans, corelatd cu DZ, dar si cu obe-
zitatea morbidd sau cu prezenta de malignitati
interne. Vom face o trecere in revistd a prin-
cipalelor dermatoze corelate cu DZ si o descriere
mai larga a asa-numitului picior diabetic,
probabil cea mai complexd si dificil de tratat
patologie asociatd cu DZ.

Unele dermatoze sunt semnificativ mai
frecvente In cadrul DZ, dar apar si in alte contexte
patologice, nu depind de calitatea controlului
glicemiei si nu se coreleazd evolutiv (in timp) cu
acesta — pot sd apard Inaintea instaldrii DZ,
deodata cu DZ sau ulterior, oricAnd. Acestea
sunt: Necrobioza lipodicd, Granulomul anular
(unic sau multiplu), Acanthosis nigricans si
Scleredemul Buschke.

Alte dermatoze sunt puternic corelate evo-
lutiv cu DZ, in sensul cd apar doar dupa
instalarea DZ, frecventa lor creste linear cu
vechimea DZ si depinde direct de calitatea
controlului glicemiei.Acestea sunt: Dermopatia
diabeticd, Rubeoza diabeticd a fetei, Buloza
diabeticilor, Anhidroza palmo-plantard cu
hiperhidroza compensatorie a fetei, Xanthoza
tegumentului si unghiilor (rard, galben non-
icteric), Xantoame eruptive, Piciorul diabetic si
Infectii micotice (in oarecare mdasurd si bacte-
riene) frecvente, cu tendintd clara la recurente
si mai ales cronicizare (ungheale, cutanate,
genitale).

Necrobioza lipoidica

Afectiunea se exprimd clinic prin unul sau
mai multe placarde, rar unilateral, frecvent bila-
terale, simetrice, localizate pe gambe, totdeauna
bine delimitate, de culoare de fond rosu-inchis cu
arii galben-maronii pe toata suprafata si prezenta
obligatorie de telangiectazii. Marginile sunt
active, in extindere, usor bordate, in contrast cu
centrul atrofic. In 30% din cazuri se asociazi
ulceratii hipercronice pe suprafata placardelor. Se
descrie fenomenul Koebner si in aceastd derma-
tozd. Subiectiv, placardele sunt asimptomatice.
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Cutaneous manifestations directly related to
diabetes mellitus, or at least favoured by it, are
numerous, some more common, others rare and
often with multifactorial aetiology — such as
acanthosis nigricans, which is associated with
diabetes mellitus, but also with morbid obesity or
the presence of internal malignancies. We will
provide an overview of the main dermatoses
associated with diabetes mellitus and a more
detailed description of the so-called diabetic foot,
arguably the most complex and difficult to treat
pathology associated with diabetes mellitus.

Some dermatoses are significantly more
frequent in diabetes mellitus, but they also occur
in other pathological contexts, do not depend on
the quality of glycaemic control and do not
correlate with its course (over time) — they may
appear before the onset of diabetes mellitus,
concurrently with it or later, at any time. They
are: necrobiosis lipoidica, granuloma annulare
(single or multiple), acanthosis nigricans and
Buschke’s scleredema.

Other dermatoses are strongly correlated
with the course of diabetes mellitus, in the sense
that they occur only after its onset, their
frequency increases linearly with the duration of
diabetes mellitus and they depend directly on the
quality of glycaemic control. They are: diabetic
dermopathy, facial diabetic rubor, bullosis
diabeticorum, palmoplantar anhidrosis with
compensatory facial hyperhidrosis, xanthosis of
the skin and nails (rare, non-icteric yellow),
eruptive xanthomas, diabetic foot and frequent
fungal infections (to some extent also bacterial),
with a clear tendency to recur and, especially,
become chronic (nail, skin, genital involvement).

Necrobiosis lipoidica

The condition presents clinically as one or
more plaques, rarely unilateral, often bilateral
and symmetrical, located on the lower legs,
always well delimited, with a dark red back-
ground and yellow-brown areas throughout, and
invariably exhibit telangiectasias. The margins
are active, expanding, slightly raised, in contrast
to the atrophic centre. In 30% of cases, hyper-
chronic ulcers develop on the surface of the
plaques. The Koebner phenomenon is also
observed in this dermatosis. Subjectively, the
plaques are asymptomatic.
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Denumirea afectiunii provine de la aspectul
histologic tipic, care asociazd degenerescenta
fibrelor de colagen — necrobioza, cu depozite extra-
celulare de lipide formand depuneri lipoidice.

Evolutiv, iIn 60% din cazuri NL apare dupa
constituirea DZ, In 25% din cazuri apare aproxi-
mativ concomitent cu DZ, iar in 15% din cazuri
apare Inaintea DZ, uneori cu ani.

Tratamentul de baza il reprezintd infiltratiile
locale cu dermocorticoizi si asociat creme corti-
zonice din categoria celor cu efecte atrofiante mi-
nime pentru a nu accentua atrofia deja existenta.

Granulomul anular

Granulomul anular, numit uneori si papuloza
necrobioticd, constd intr-o eruptie de tip papule
eritematoase dispuse foarte caracteristic in cerc,
eruptie care poate fi unicd sau multipld. Rar apare
si sub forma unui placard aproximativ circular,
eritematos si cu margini bordate (elevate). Boala
este asimptomaticd, indiferent de aspect sau
extensie. La copii si adulti tineri apare de regula
un inel eritemato-papulos unic, iar la adulti peste
50 de ani boala apare de reguld sub forma unor
inele multiple pand la diseminate. Raportul
femei: barbati este de 2:1.

Trebuie diferentiatd de multe alte eruptii tipic
anulare — de la tinea corporis si pitiriasis
lichenoides chronica frecvente, la cele rare cum
sunt forme de lupus eritematos subacut,
erythema gyratum repens ca paraneoplazie,
granulomul elastolitic, eritemul cronic migrator
al bolii Lyme, eritemul migrator necrolitic din
afectiuni pancreatice si eriteme anulare ne-
specifice precum cele posibile dar necaracteristice
din psoriazis.

Aspectul histologic este caracteristic si consta
din granuloame necrobiotice.

Asocierile patologice sunt multiple: DZ,
hiperlipidemii esentiale sau secundare, dar si
tiroidita Hashimoto, SIDA si limfoame sau alte
tumori maligne. La copii, circa 50% din cazuri
sunt idiopatice.

Necesita doar terapii topice cu dermato-
corticoizi fdrd efecte atrofiante aplicati vreme
indelungatd — intre 3 si 6 luni, uneori sub
pansament ocluziv.

The name of the condition derives from its
typical histological appearance, which combines
the degeneration of collagen fibres — necrobiosis,
with extracellular lipid deposits forming lipoid
accumulations.

Evolutionarily, necrobiosis lipoidica develops
after the onset of diabetes mellitus in 60% of
cases, appears approximately concurrently with
diabetes mellitus in 25% of cases, and precedes
diabetes mellitus in 15% of cases, sometimes by
several years.

The mainstay of treatment consists of local
injections of corticosteroids, combined with
topical corticosteroid creams from the category
with minimal atrophogenic effects, in order not to
exacerbate the already existing atrophy.

Granuloma annulare

Granuloma annulare, sometimes also
referred to as necrobiotic papulosis, consists of an
eruption of erythematous papules arranged in a
very characteristic circular pattern, which may be
single or multiple. Rarely, it may also present as
an approximately circular plaque, erythematous,
with slightly raised margins. The condition is
asymptomatic, regardless of appearance or
extent. In children and young adults, a single
erythematous papular ring usually appears,
whereas in adults over 50 years of age, the
condition usually presents as multiple rings,
sometimes disseminated. The female-to-male
ratio is 2:1.

It must be differentiated from many other
typical annular eruptions — from the common
ones, such as tinea corporis and pityriasis
lichenoides chronica, to the rare ones, such as
forms of subacute lupus erythematosus, ery-
thema gyratum repens as a paraneoplastic
phenomenon, elastolytic granuloma, chronic
migratory erythema of Lyme disease, necrolytic
migratory erythema associated with pancreatic
disorders, and non-specific annular erythemas,
such as those that may occur in psoriasis but are
not characteristic.

The histological appearance is characteristic
and consists of necrobiotic granulomas.

The pathological associations are multiple:
diabetes mellitus, primary or secondary hyper-
lipidaemias, but also Hashimoto’s thyroiditis,
HIV infections and lymphomas or other
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Acanthosis nigricans

Sunt descrise 5 tipuri diferite de acanthosis
nigricans (AN) in functie de asocierile patologice
aproape specifice. AN poate apare ca manifestare
paraneoplazicd, sau In cadrul obezitatii maligne,
uneori doar pe fond de sindrom metabolic, in
asociere cu unele medicatii (contraceptive, STH,
stilbestrol), in circa jumatate din cazuri idiopatica
iar forma diabetica se asociaza cu DZ de tip 2
insulino-rezistent.

Manifestarea clinicad este aceeasi in toate
formele, sub forma unor arii lichenificate si
pigmentate pand la negru, asimptomatice, cu
localizare topografica tipicd pe marile pliuri —
axilare, inghinale, laterocervicale, dar prin
exceptie poate apare si pe zone de extensie
precum coatele si genunchii.

In forma asociatd cu DZ modificarile cutanate
sunt produse de insulinemia crescutd care
activeazd IGF-1 (factorul 1 de crestere de tip
insulinic) prezent pe suprafata keratinocitelor si
fibroblastelor, ceea ce conduce la ingrosarea de
tip lichenificatie a tegumentului, cu stagnarea
descuamatiei fiziologice urmatd de oxidarea
stratului cornos in exces, care ia astfel o culoare
neagra.

Nu are un aspect histologic caracteristic si nu
are nici vreun tratament recunoscut ca eficace.

Identificarea de novo a unei AN impune
control glicemic, evaluare neoplazicd, anamneza
riguroasd pentru medicatiile utilizate de pacient/
pacientd sau antecedente familiale.

Scleredemul Buschke

Scleredemul Buschke (SB) apare ca un pla-
card sclerodermic asimptomatic cu localizare
topograficd tipica pe spate in treimea superioard,
gat si rdaddcina membrelor, difuz delimitat.
Debutul este insidios si evolutia in timp extrem
de lents, dar odata instalat devine definitiv si nu
mai regreseaza spontan.

Majoritar este idiopatic, mai frecvent la
persoane obeze si de sex masculin. Poate fi o
manifestare paraneoplazicd care impune o
evaluare oncologicd amdanuntita. In circa 25 —
14% din cazuri, dupa diverse studii, se asociaza
cu DZ. Nu este precedat de infectii cutanate si nu
este influentat de controlul glicemic in cazul
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malignant tumours. In children, approximately
50% of cases are idiopathic.

Only topical therapy is required, consisting of
corticosteroids without atrophogenic effects,
applied for an extended period of time — between
3 and 6 months, sometimes under occlusive
dressings.

Acanthosis nigricans

Five different types of acanthosis nigricans
(AN) have been described, according to their
almost specific pathological associations. AN
may appear as a paraneoplastic manifestation, in
the context of malignant obesity, sometimes
merely on a background of metabolic syndrome,
or in association with certain medications (con-
traceptives, STH, stilbestrol); approximately half
of the cases are idiopathic, while the diabetic
form is associated with type 2 insulin-resistant
diabetes mellitus.

The clinical manifestation is the same in all
forms, presenting as lichenified and pigmented
areas ranging all the way up to black, asymp-
tomatic, with typical topographical localisation in
the major folds — axillary, inguinal, and lateral
cervical, but exceptionally, it may also appear on
extensor surfaces such as the elbows and knees.

In the form associated with diabetes mellitus,
cutaneous changes are driven by hyperinsuli-
naemia, which activates IGF-1 (insulin-like
growth factor 1) present on the surface of
keratinocytes and fibroblasts, which leads to
lichenification of the skin, with impaired physio-
logical desquamation followed by oxidation of
the excess stratum corneum, which consequently
acquires a dark colour.

It does not have a characteristic histological
appearance, nor is there any treatment
recognised as effective.

The de novo identification of AN requires
glycaemic control, neoplastic evaluation, and a
thorough history of the patient’s medications or
family history.

Buschke’s scleredema

Buschke’s scleredema (SB) presents as an
asymptomatic sclerodermoid plaque with typical
topographical localisation on the upper third of
the back, the neck and proximal limbs, with
diffuse margins. The onset is insidious, and the
evolution over time is extremely slow, but once
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asocierii cu DZ. Se mai poate asocia cu SIDA,
hiperparatirodism, insulinomul malign, poli-
artrita reumatoida si sindromul Sjogren.

Spre deosebire de sclerodermia tipicd, ingro-
sarea dermului provine de la depozitarea unor
mari cantitdti de glicozaminoglicani, eviden-
tiabili histologic prin coloratii specifice, si nu prin
alterarea fibrelor de colagen. Histologic, SB este o
mucinoza.

Tratamentele sunt exclusiv generale, cronice
si putin eficace. S-a dovedit eficace penicilina in
megadoze, factorii activi fiind de fapt metabolitii
de tip acid peniciloic si penicilamic ai penicilinei,
cu efect antisclerogen. Se mai pot incerca ciclo-
fosfamida, ciclosporina si PUVA-terapia.

Dermopatia diabetica

Ca aspect clinic este identicd cu dermatita
pigmentard de stazd din complexul varicos al
gambei si are acelasi mecanism de bazd, depo-
zitarea de hemosiderind in macrofagele locale.
In dermopatia diabetics insd nu se constata
afectarea fluxului sanguin venos cu hipoxie
cronicd, ci iIncetinirea generald a functiilor
macrofagelor pe baza alterdrii homeostaziei
glicemice.

Buloza diabeticilor

Constd din eruptii pur buloase pe gambe si
uneori antebrate, aparent spontane, cu lichid
sero-citrin sau hemoragic, aspectul hemoragic
fiind mai frecvent la diabetici cu tratamente
anticoagulante (Eliquiz, Pradaxa) sau anti-
agregante (Aspirina) asociate.

Apar mai frecvent la barbati, cu DZ de tip 1,
cu o incidentd de aproximativ 0,5% din totalul
diabeticilor.

Mina diabetica

Mana diabeticd sau cheiroartropatia diabetica
apare cu o incidentd de aproximativ 5 — 8% din
totalul diabeticilor, printr-un proces de scleroza a
tegumentului mainilor, Insotitd de contractura
Dupuytren, sindrom de tunel carpian si limitarea
mobilitatii articulare. Deoarece a fost imortalizata
de catre A.Durer printr-o gravurd din 1508 in care
si-a desenat mainile proprii, boala se mai
numeste “ Mainile lui Durer “.
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established, it becomes permanent and does not
regress spontaneously.

It is mostly idiopathic, more common in
obese and male individuals. It may be a para-
neoplastic manifestation that requires a thorough
oncological evaluation. In approximately 2.5 —
14% of cases, according to various studies, it is
associated with diabetes mellitus. It is not
preceded by cutaneous infections and is not
influenced by glycaemic control when associated
with diabetes mellitus. It may also be associated
with AIDS, hyperparathyroidism, malignant
insulinoma, rheumatoid arthritis and Sjogren’s
syndrome.

Unlike typical scleroderma, the dermal
thickening results from the deposition of large
amounts of glycosaminoglycans, which can be
histologically rendered evident by specific
staining, rather than from the alteration of
collagen fibres. Histologically, SB is classified as a
mucinosis.

The treatments are exclusively systemic,
chronic and of limited efficacy. High-dose
penicillin has proven to be effective, with the
active agents actually being the metabolites of
penicillin, penicilloic and penicillanic acids, with
antisclerogenic effect. Cyclophosphamide, cyclo-
sporine and PUVA-therapy may also be attempted.

Diabetic dermopathy

In terms of clinical appearance, it is identical
to the pigmented stasis dermatitis seen in the
varicose complex of the lower leg and shares the
same basic mechanism, namely the deposition of
haemosiderin within local macrophages. In
diabetic dermopathy, however, there is no
impairment of venous blood flow with chronic
hypoxia, but there is a general slowing of
macrophage functions due to altered glycaemic
homeostasis.

Bullosis diabeticorum

It consists of purely bullous eruptions on the
lower legs and sometimes the forearms, appar-
ently spontaneous, containing serous-citrine or
haemorrhagic fluid, with the haemorrhagic
appearance being more common in diabetic
patients receiving anticoagulant (Eliquis, Pradaxa)
or antiplatelet (Aspirin) therapy.

It appears more frequently in males with type
1 diabetes mellitus, with an incidence of approxi-
mately 0.5% among all diabetic patients.




Xantoame eruptive

Xantoamele eruptive apar cu o incidentd de
circa 1% in DZ de tip 1 si 2% in DZ de tip 2.
Conditia de aparitie este un nivel ridicat al
trigliceridelor, de peste 2000 mg/dl. Formarea lor
este favorizatd de activitatea redusd a lipo-
proteinlipazei, secundard deficitului de insulina.
Pot sd apard in orice moment al evolutiei DZ. Se
exprima clinic prin mici papule strédlucitoare de
culoare roz - galbuie, asimptomatice, localizate
preferential pe zone extensorii — genunchi si fese.

Papulele Huntley ale degetelor
(finger pebbles)

Este o0 manifestare extrem de rard, sub forma
unor numeroase micropapule strdlucitoare si
asimptomatice care se constituie pe degetele
mainilor si fata dorsald a maéinilor. Practic este o
formd de sclerodermie indusa de diabet, histo-
logic se evidentiazd alterarea fibrelor de colagen
plus hiperkeratoza, modificari prezente la nivelul
papilelor dermice, de unde si aspectul clinic
micropapulos.

Piciorul diabetic

Modificdrile patologice la nivelul picioarelor
in cazul pacientilor diabetici sunt multiple si se
cumuleazd in timp, generdnd un complex de
afectiuni reunit sub denumirea de picior diabetic.

Xeroza cu hiperkeratoza si fisuri calcaneene
permanente creaza porti de intrare pentru
infectiile bacteriene clasice — streptodermii de tip
erizipel si stafilococii de tip celulite erizi-
pelatoide, pe un fond de aparare nespecifica si
specificd alterat, care devin cronic recidivante.

Tegumentul interdigital favorizeaza locali-
zarea candidozelor cronice, mai frecvent decéat
diverse epidermofitii, deoarece oferta de substrat
nutritiv sub forma de glucozd, specific genului
Candida, este crescuti.

La nivelul unghiilor micozele tipice cu
epidermofiti sunt mai frecvente, mai dificil de
tratat si devin de asemenea recurente.

Polineuropatia senzitivd perifericd, frecvent
intdlnitd, indusd de microangiopatia perineurala
si fenomenul de glicozilare proteicd neuronala,
conduce in final la perturbari de troficitate locala
exprimate clinic prin ulcere atone (numite si mal
perforant plantar). Aceste ulcere se dezvolta
predilect pe zonele de maximéd presiune, cum ar
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Diabetic hand

Diabetic hand, or diabetic cheiroarthropathy,
occurs in approximately 5-8% of all diabetic
patients, through a process of sclerosis of the skin
on the hands, accompanied by Dupuytren’s
contracture, carpal tunnel syndrome and limited
joint mobility. Because it was depicted by A.
Durer in a 1508 engraving in which he drew his
own hands, the condition is also referred to as
“Durer’s Hands”.

Eruptive xanthomas

Eruptive xanthomas have an incidence of
approximately 1% in type 1 diabetes mellitus and
2% in type 2 diabetes mellitus. The condition for
their occurrence is an elevated level of triglyc-
erides, over 2000 mg/dl. Their formation is
favoured by the reduced activity of lipoprotein
lipase, secondary to insulin deficiency. They may
appear at any stage of diabetes mellitus.
Clinically, they present as small, shiny, pinkish-
yellow papules, which are asymptomatic and
preferentially located on the extensor surfaces —
the knees and buttocks.

Huntley’s papules of the fingers

(finger pebbles)

It is an extremely rare manifestation,
presenting as numerous shiny and asymptomatic
micropapules that develop on the fingers and the
dorsal surfaces of the hands. It is basically a form
of diabetes-induced scleroderma; histologically, it
is characterised by altered collagen fibres and
hyperkeratosis, with changes present at the level
of the dermal papillae, accounting for the
micropapular clinical appearance.

Diabetic foot

The pathological changes in the feet in
diabetic patients are multiple and accumulate
over time, resulting in a complex of conditions
collectively referred to as the diabetic foot.

Xerosis with hyperkeratosis and persistent
heel fissures create entry points for common
bacterial infections — erysipelas-like streptococcal
skin infections and staphylococcal cellulitis-like
infections, on a background of impaired non-
specific and specific defence, which become
chronically recurrent.

The interdigital skin favours the localisation
of chronic candidiasis, more frequently than
various dermatophyte infections, due to the
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fi baza halucelui sau cdlcaie, dar pot sd apard si
pe fata laterald a degetelor de la picioare. Clinic
sunt caracterizate de inelul hiperkeratozic care le
inconjoard, persistenta hipercronica si lipsa sensi-
bilitatii dureroase a fondului ulcerului. Evo-
lueazd lent de la ulcer superficial la ulcer
profund, pand la denudarea prin necrozd a
planului osos subiacent si osteitd cronica. Trata-
mentul impune mentinerea echilibratd a DZ,
medicatie generald pentru neuropatie si local
pansamente umede proepitelizante si dezinfec-
tante.

Micro - si mai ales macroangiopatia diabetica
conduc in timp la gangrene uscate, necrotice, ale
degetelor cu ulceratii arteriale extrem de dure-
roase si autoamputari.

Piciorul diabetic necesitd pentru un tratament
corect cabinete medicale dedicate si o echipa
medicald formatd din diabetolog, dermatolog,
neurolog, chirurg vascular si eventual podiatru,
cooperand in mod eficient.
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