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Avoid routine use of pharmacologic DVT prophylaxis in elective foot and
ankle surgery.
The decision of whether to implement pharmacologic prophylaxis should take into account the risk of deep venous thromboembolism (DVT) in the
absence of prophylaxis, and the potential adverse effects associated with the use of pharmacologic prophylaxis. Routine use may in fact be harmful,
particularly in patients at lowest risk for DVT. The final decision regarding use of pharmacologic prophylaxis should be agreed upon by the physician
and patient after a discussion of the potential benefits and harms as they relate to the individual.

Don’t culture or treat clinically uninfected lower extremity wounds with
systemic antibiotics.
Uninfected wounds are contaminated with surface flora and will yield false positive culture results. Furthermore, wounds that are not clinically infected
do not require antibiotics and the unnecessary prescription of antibiotics may have harmful side effects and lead to further antibiotic resistance.

Avoid ordering MRI in patients with suspected acute Achilles
tendon ruptures.
MRI is expensive and can lead to treatment delays. History and physical exam findings can establish the diagnosis of acute Achilles tendon ruptures
in nearly all instances. Physicians should reserve MRI for atypical presentations and subacute or neglected ruptures when preoperative planning is
needed. When physicians prefer to use the rupture gap (i.e., apposition of tendon ends) as criteria for management (surgery versus conservative
treatment), dynamic ultrasound can be easily substituted.

Don’t use synthetic or donated grafts on diabetic foot wounds without
first allowing for an adequate trial of standard wound care.
Most diabetic foot wounds will heal when proper wound care is performed. The standard of care includes treating any infection present, ensuring
there is adequate circulation for healing, taking pressure off the wound (offloading) and regular debridement. Synthetic or donated grafts are
expensive and are ineffective without first performing the standard of care. If a wound being treated with standard care has not healed by at
least 50 percent in four weeks, synthetic or donated grafts may then be necessary.

Don’t routinely use MRI to diagnose bone infection (osteomyelitis) in
the foot.
When the diagnosis of osteomyelitis can be reliably established by clinical means and/or serial plain film radiographs, MRI is generally unnecessary.
Furthermore, MRI is particularly poor at differentiating osteomyelitis from benign postoperative marrow edema and from marrow edema due to
Charcot arthropathy. Use of MRI in these instances can lead to a false positive interpretation and potentially harmful overtreatment.

These items are provided solely for informational purposes and are not intended as a substitute for consultation with a medical professional. Patients with any specific questions about the items
on this list or their individual situation should consult their physician.
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Avoid ordering arterial segmental pressures of the lower extremities
without toe pressures in patients with diabetes and foot ulceration.
Systolic ankle pressures can lack predictive validity for wound healing due to calcification of the ankle arteries. This is especially true of patients with
diabetes and advanced complications where vessel calcifications are observed in 53–66% of patients. Compared to ankle pressures, toe pressures
appear to be more predictive of distal arterial perfusion and wound healing potential in patients with diabetes. If toe pressures are requested at the
time of the initial order, repeat studies performed solely for the purpose of obtaining toe pressures can be avoided.

Don’t prescribe neuropathic pain agents for painless neuropathy.
Diabetic peripheral neuropathy is a progressive condition that may be painful or painless. Neuropathic pain agents (e.g. anticonvulsants or antidepressants)
have been studied to reduce painful symptoms in those with neuropathy; however, they have no effect on painless neuropathy and their many side effects
can cause unnecessary harm (e.g., unwanted drug interactions, increased fall risk, etc.).

Avoid major reconstructive surgical intervention on children with clubfoot
without prior Ponseti casting therapy per standard protocols.
The Ponseti method has become the standard of care worldwide for treatment of pediatric clubfoot deformity. The success rates for clubfoot treatment
with the Ponseti method, when properly administered, is 95%. In cases where rigid or neglected deformities are encountered, the Ponseti method can
reduce the complexity of the deformity, thereby reducing complexity of surgical intervention and potential complications. Failure to consider Ponseti
therapy first, may subject patients to unnecessary surgery and/or more complicated reconstruction attempts that might have otherwise been avoided.

Avoid using expensive fixation in hammertoe surgery without first
engaging in shared decision making to evaluate alternatives.
From an efficacy standpoint, there is no clear benefit to using commercially available hammertoe implants over conventional K-wire fixation, and the
cost of commercial devices, when used routinely, may be prohibitive. Since some patients may prefer the idea of not having implantable hardware
retained for life, while others may not want hardware exiting the toe during the immediate postoperative period, selection of hammertoe fixation
represents an opportunity for shared decision making.

Don’t prophylactically use compounded antibiotic soaks for aftercare
following office-based procedures (e.g., nail and skin lesion removal).
The marked increase of prescribing and dispensing of compounded antibiotic powders for soaking after non-complicated office-based procedures has
shown no more effectiveness than the current standard (i.e., over-the-counter Betadine, white vinegar, astringent soaks and Epsom salts) while having
the obvious downside of adding significant overall cost to in-office procedures. The hundreds of dollars being spent on these expensive substitutes
represents medical waste.

How This List Was Created (1–5)
The American Podiatric Medical Association’s (APMA) Clinical Practice Advisory Committee, consisting of APMA members, board members, young members and liaisons
with special interests in a variety of subspecialty areas within podiatric practice, formulated the recommendations for the ABIM Foundation’s Choosing Wisely Campaign.
The Committee worked with podiatric colleagues to create an initial list of recommendations, which was reviewed and narrowed down to eight recommendations.
The list of eight recommendations was further developed and distributed to the Committee for ranking in numerical order. Committee members were asked to rank
the recommendations based on their relevance, timeliness, strength of supporting evidence and appropriateness for inclusion in the Choosing Wisely Campaign.
The rankings and deliberation enabled the Committee to come to the final five recommendations, which were again reviewed to ensure appropriate evidence was
used to support each recommendation. The final recommendations were approved by the Board of Trustees of the APMA before submission to the ABIM Foundation.

How This List Was Created (6–10)
The American Podiatric Medical Association (APMA) tasked their Clinical Practice Advisory Committee consisting of APMA members, board members, young members,
and liaisons with special interests in a variety of subspecialty areas within podiatric practice to formulate the recommendations for the ABIM Foundation’s Choosing
Wisely Campaign. The Committee worked with podiatric colleagues to create an initial list of recommendations, which was reviewed and narrowed down to nine
recommendations. The list of nine recommendations was further developed and distributed to the Committee for ranking in numerical order. Committee members
were asked to rank the recommendations based on their relevance, timeliness, strength of supporting evidence and appropriateness for inclusion in the Choosing
Wisely Campaign. The rankings and deliberation allowed the Committee to come to the final five recommendations, which were again reviewed to ensure appropriate
evidence was used to support each recommendation. The final recommendations were approved by the Board of Trustees of the APMA before submission to the
ABIM Foundation.
APMA’s disclosure and conflict of interest policy can be found at www.apma.org.
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There are no peer-reviewed studies to support the use of compounded antibiotic powders over what is currently available for soaking after non-complicated office-based
nail and/or skin procedures. There are low-cost alternatives available currently.
No reference could be found to support the use of these soaking powders as far as being overall more effective than standard current soaking materials in non-complicated,
otherwise-healthy patients.
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