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The potter who ended up plastered
- self injurious behaviour of a person with diabetes

Jane Tennant 
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INTRODUCTION

Self inflicted injuries of the feet by patients attempting to
manage the cutaneous pathologies of their feet are common.
Frequently podiatrists are asked to attend to the sometimes
adverse consequences of the use of medicated corn cures and
following the self-care of ingrowing toenails that result in nail
spikes.  These injuries are usually accepted as normal
behaviour in clinical podiatric practice. At what point however
should the podiatrist confront  continual self injurious
behaviour?   The following scenario alerted the author to the
complexities of toleration and confrontation.

HISTORY

Denise, a 44 year old potter and pottery  teacher, presented
with the symptoms of chronically painful feet.  At the age of 13
Denise developed Type 1 diabetes mellitus, which required a
regime of three injections of insulin daily.  She has
hyperlipidaemia,  has received extensive laser treatment for
retinopathy, and has undergone bilateral vitrectomy.   Vascular
disease was revealed by arterial calcification with an
ankle/brachial index (ABI) greater than 1.2.  Pedal pulses were
palpable and regular.  Sensory, motor, and autonomic
neuropathy were revealed by a loss of vibratory and cutaneous
pressure perception threshold, poor muscle tone and wasting
of leg muscles.  Postural hypotension and gastrointestinal
problems were also evident.   When aged 38, after three years
of peritoneal dialysis,  Denise received a kidney donated by her
mother.  Denise then agreed to marry as  she felt that she
would have some quality of life following her renal transplant.
While her medical management team included a renal
physician, and an ophthamologist,  Denise did not engage the
services of an endocrinologist, as her renal physician
monitored her diabetes.   

Denise described her left foot  ‘collapsing’ on her wedding
day (Figure 1).  Medication at that time included 100 grams of
prednisolone, actrapid with protophane and simvastin.   Simple
analysis of her gait pattern revealed it to be abducted, with
maximal pronation of the subtalar and navicular joints.  There
was pain, heat (35°c) and swelling in the tarsal area.   It is the
author’s experience that the ‘normal’ temperature range of the
midtarsal/tarsal area is 28°c to 29°c.  Denise’s  footwear was of
good style, repair and quality.   There was no detectable
integrumentary problems.    X-rays that were taken at the time,
when compared with views taken 12 months earlier,  clearly
revealed some demineralization of the navicular as well as
tarsal collapse (Figure 2).

Following the diagnosis of Charcot’s neuroarthropathy, a
below knee walking cast was applied to the left foot.   Six weeks
later the right foot began to show signs of increased heat (34°c)
and swelling.  This too was treated with a below knee walking
cast.    Temperature reduction and radiographic coalescence
after four months indicated the coalescent phase.  Denise was
then fitted with semi rigid foot orthoses.   Despite eye
problems, Denise retained adequate vision and mobility, and
had a satisfactory understanding of the effects of diabetes on
the foot to provide safe self-care.  Denise was encouraged to
attend for regular review of her foot health.  

Denise presented for periodic consultations and at most
visits there were often Bandaids covering many of her toes.
Attempts by the author to remove these dressings were met
with requests by Denise to leave them in place.  ‘They are just
little areas that I had picked at, there is nothing to worry about.’
This poses a dilemma for the podiatrist who needs to inspect
the whole foot to ascertain its health and integrity  whilst
acknowledging the wishes of the patient.   Sometimes access
was allowed. Often the lesions revealed were trivial as claimed
by Denise.  After several more visits the author began to
confront Denise regarding these ‘pickings’.  Denise then
revealed that she had been feeling totally overwhelmed by the
events of the preceding 10 years.  She  had also been referred
to a clinical psychologist by her renal physician.   Denise
explained that she seemed to enjoy some relief from these
feelings of being overwhelmed when she used her feet as a
‘punching bag’ by picking at them.   This gave her a sense of
control over her body despite the knowledge of harm.

It was some months later that the author discovered Denise
to be an inpatient of the surgical ward of a private hospital with
a deep infection of her left foot that required surgical soft tissue
debridement.  On discharge, the Royal District Nursing Service
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