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THE PREVALENCE OF ANISOMELIA AND NEUROSENSORY
IMPAIRMENT AS RISK FACTORS FOR TROPHIC ULCER
FORMATION IN DIABETIC PATIENTS

Introduction. Diabetic foot ulcers are a major complication of
diabetes, often leading to severe outcomes such as lower limb amputation.
Risk factors for their formation include vascular disease, microcirculation
disorders, impaired tissue regeneration, and local infections. However, the
role of leg length discrepancy or anisomelia in combination with
peripheral neurosensory deficit as a modifiable risk factor remains
underexplored. This study aimed to assess the prevalence of anisomelia
and peripheral neuropathy in diabetic patients compared to healthy
individuals and analyze their potential impact on trophic ulcer formation.

Methods. The study involved 200 participants, including 101 healthy
individuals divided by age into two groups and 99 diabetic patients with
and without trophic foot ulcers, comparable in age, sex, and body mass
index. Anisomelia was measured using a device with a virtual ruler
application. Neurosensory impairment was assessed with a modified
Neuropathy Disability Score. Data were analyzed using SPSS 27.0,
employing Student’s t-tests, Pearson’s chi-square tests, and one-way
ANOVA with Bonferroni corrections.

Results. The mean values and the distribution of people with different
degrees of anisomelia did not differ between students in the final stages of
their growth and mature individuals with a developed skeleton (p = 0.232;
p = 0.412). There was no statistically significant difference between the
mean leg length discrepancy values in patients with diabetes and the
healthy population (p = 0.935). The prevalence and severity of anisomelia
among patients with diabetes mellitus did not differ significantly from the
general population (x 2 = 2.06; p = 0.356). Neuropathy severity differed
significantly between diabetic patients with and without foot ulcers (y2 =
66.6; p < 0.001), with severe neuropathy predominating in individuals
who suffered from trophic ulcers (74.0%). Patients with ulcers had
significantly higher NDS scores (8.33 + 1.76) compared to those without
ulcers (4.47 £ 1.07).
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Conclusions. The study found that leg length discrepancy was similar
in prevalence and severity between healthy individuals and diabetic
patients. However, even minor asymmetry in people with diabetes may
trigger trophic ulcer formation. Peripheral neuropathy severity was
significantly higher in diabetic patients with ulcers, suggesting that
anisomelia combined with neurosensory impairment may be a key risk
factor for diabetic trophic ulceration.

Keywords: diabetes mellitus, diabetic foot ulcers, anisomelia, leg
length discrepancy, peripheral neurosensory deficit, neuropathy.
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MOIIUPEHICTh AHI3OMEJII TA HEWPOCEHCOPHHUX
IHOPYHIEHb $K ®AKTOPIB PU3UKY ®OPMYBAHHS
TPO®IYHUX BUPA3OK Y XBOPUX HA IIYKPOBHUM JIIABET

Beryn. [liabeTnuHi BUpPa3KH CTONMM — CEPHO3HE YCKIATHEHHS
IyKpPOBOTO Jia0eTy, M0 YacTO HPH3BOIUTH MO TSDKKUX HACIIIKIB,
30KpeMa aMIyTallii HWKHiX KiHIiBOK. DakTopaMu pU3HKY iX PO3BHTKY
€ CyIWHHI 3aXBOPIOBAHHS, MOPYIICHHS MIKpOUMPKYJIALIi, 3HIKCHA
3/IaTHICTh TKaHWH A0 pereHepauii ta yokanbHi iH}ekuii. OgHak poib
pi3HULI B AOBXHHI HIr (aHizomenii) y moenHaHHI 3 HepUpEpUUHUM
HelipoceHCOpHUM AediluToM K MOAM(]IKOBAaHOrO (haKTopa PU3UKY
3aJIMIIAETHCS HEJOCTATHRO BHBYCHOIO. MeTa IBOro JOCITiIZKeHHS:
OLIIHUTH MOUIMPEHICTh aHi3oMenii Ta nepudepuyHoi HeWponartii y
MAIIEHTIB 13 MYKPOBUM Aia0eTOM MOPIBHIHO 31 3AOPOBHMH 0CO0aMU Ta
MpOoaHaNi3yBaTH IXHIA MOTCHIIHHWN BILTMB HAa PO3BUTOK TPOMITHUX
BUPA30K.

Marepiaan Ta Metoan. Y JOCITiDKeHHI B3siH ydacTs 200 oci0,
30kpema 101 3m0poBa MroAMHA, SKUX MOJIIMIN Ha JIBi BIKOBI IpyIH, Ta
99 nauieHTIB i3 LyKpoBUM aiabeToM (3 TpohiYHUMH BHpa3KkaMu Ta 0e3
HUX), CIIBCTAaBHHUX 3a BIKOM, CTAaTTIO Ta IHJAEKCOM MacH Tija.
AHI30MENII0 BUMIPIOBAIM 32 JOMOMOIOI0 MPHCTPO, O0JaTHAHOTO
BIpTyaJIbHOWO JIiHiMKoI0. HelipoceHcopHuil nediuuTt ouiHIOBamM 3a
Moau(iKOBaHOO IIKaiow oIfiHku Hehpomnatii (Neuropathy Disability
Score). Hami amamidyBamu 3a  gomomororo  SPSS  27.0,
BUKOpHUCTOBYIoun t-tect CTblofeHTa, Y>-kpurepiit Ilipcoma Ta
omHOQakTopHUH mucnepciiiauii aHamiz (ANOVA) 3 mompaBKoio
Boudepponi.

PesyabtaTn. CepenHi 3HaueHHS Ta PO3MOAUT OCiO i3 pi3HUMH
CTYNEeHsIMHU aHi3oMenii He BIAPI3HSUIMCS MDK CTyJE€HTaMu Ha
(hiHaTBPHOMY eTami iX poCTy Ta IOPOCIHUMH JIOABMH 31 COPMOBAHUM
ckeneroM (p = 0,232; p = 0,412). He Oyno BUSBIEHO CTAaTUCTHYHO
3HAYYIIO] PI3HUI MK CepeHIMH 3HAYECHHSIMH Pi3HUI TOBXHWHH HIT y
mariedTiB i3 giaberom Ta 3m0poBux ocib (p = 0,935). I[ommupeHnicTs i
TSOKKICTh aHI30Melii cepe]l MalieHTIB 13 I[YKpOBHUM [ia0eToM He
Bipi3HAIMCA Bix 3aranpHOi nmomymsimii (2 = 2,06; p = 0,356).
TspkkicTe HeWpomnaTii CyTTE€BO BiApi3HsUIacsl MK Nali€eHTaMu 3
niabetoM, siki Maynu Tpo(iuHi BUpas3Ku, Ta TUMH, XTO iX He MaB (¥ =
66,6; p < 0,001), mpu HBOMY TsDKKAa HEWpOMaTisl mepeBakana cepen
ocib i3 Tpodiunumu Bupaskamu (74,0%). [lamienT 3 BUpa3kaMu Main
3Ha4yHO BUIII mnokasauku NDS (8,33 + 1,76) mopiBHAHO 3
JiabeTHYHIME XBOPHMH, y KOTO BHpa3ok He Oyno (4,47 £ 1,07).
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BucHoBkn. J{ocnimkeHHs MOKa3aJio, MO PI3HUI B JOBXHHI HIir

Mae TOoMi0Hy TONIMPEHICTh i CTYNiHb BHPAKEHOCTI Cepell 3I0POBUX

JIofel Ta TMali€eHTiB i3 IMykKpoBHM aiaberom. OgHAaK HABITH HE3HAYHA

acUMeTpis y JoAed i3 giabeToM MOKe CTaTh TPUIepOM ISl PO3BUTKY
Tpo¢idHnX BHUpa3oK. THKKICTh mepudepudHOi Helponatii Oyina 3HA9HO

BUIIOI Yy TWAII€HTIB i3 BHpa3KaMu, IO BKa3y€ HAa MOXIHUBY pPOJIb

aHi3oMedil B TO€JHAHHI 3 HEWPOCEHCOPHUM Ne(ilUTOM SK Ba>KIIMBOTO
(hakTOpa pU3HMKY PO3BUTKY Aia0ETHYHHUX TPO(PIYHUX BUPA3OK.

Karouosi cioBa: nykpoBuid niaber, niabeTW4Hi BHpa3KH CTOIH,
aHI30MeJIisl, PI3HMILI JIOBXHMHU HIr, NMepuQeprudHnil HeHpoceHCOpHHUN
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ABBREVIATIONS: DFUs — diabetic foot ulcers; LLD — leg length discrepancy; DM — diabetes mellitus; NDS —
Neuropathy Disability Score; BMI — body mass index; HbAlc — glycated hemoglobin

INTRODUCTION / BCTYIT

Diabetic foot ulcers (DFUs) remain a significant
health problem, often leading to lower limb
amputation and an increase in morbidity and mortality
[1]. The main pathogenetic factors in developing such
lesions are peripheral artery disease, microcirculation
disorders, reduced tissue regenerative capacity, and
local infectious complications [2]. Studies also
indicate that the characteristics of reparative processes
in trophic ulcers in patients with diabetes mellitus may
play a significant role in their progression and healing
[3]. While various risk factors of diabetic foot ulcers
may have been identified in previous research, the
effectiveness of early pathogenetically based
diagnosis, treatment, and prevention is still low [4].
That is why scientists have recently focused more and
more on additional modifiable risk factors.

The role of leg length discrepancy (LLD) or
anisomelia as a risk factor for the formation of trophic
ulcers in patients with diabetes mellitus (DM) remains
insufficiently studied [5]. According to various
researchers, LLD affects about 70-90% of the general
population [6, 7]. Anisomelia is considered significant
if it is greater than 2 cm. This condition occurs only in
0.1% of the world’s population and can influence the
person's quality of life by affecting several functional
activities such as posture, balance, walking, and
running [8]. Many people may accommodate 1 cm
LLD and do not seem to have any clinical symptoms
by a combination of kinematic changes at the pelvis,
knee and ankle. However, in some diseases like
diabetes mellitus, where the foot may be affected by
vascular changes or neuropathic disorders, any amount
of anisomelia may need to be corrected as it can cause
complications [7].

The potential impact of the peripheral neurosensory

deficit on the ability of people with diabetes to
effectively modify their gait, compensating for the
impairments caused by anisomelia, remains
underexplored. Additionally, there is limited data on
whether the prevalence and degree of LLD differ
significantly between diabetic patients and the general
population. Understanding the relationship between
anisomelia, neurosensory impairment, and trophic
ulcer formation in diabetes may offer new approaches
to early diagnosis and targeted prevention strategies.

The aim of the study was to assess the prevalence
of anisomelia and neurosensory impairment as risk
factors for the formation of trophic ulcers in patients
with  diabetes mellitus compared to healthy
individuals.

MATERIALS AND METHODS

The study involved 200 participants. The control
group consisted of 101 practically healthy individuals
(group 1; 52.5% female; age [£SD] — 33.9 + 19.5
years). It was divided by age into the groups 1la (n=>55;
58.2% female; age [+SD] — 19.1 + 1.9 years) and 1b
(n=46; 45.7% female; age [+SD] — 51.5 + 16.0 years).
The study also included 99 patients with diabetes
mellitus: 53 patients without trophic ulcers (the group
2; 50.9% female; age [£SD] — 54.8 + 14.4 years) and
46 patients with unilateral plantar trophic ulcers (the
group 3; 52.2% female; age [+SD] — 64.1 £ 7.5 years).
Table 1 shows the main clinical, age, gender, and
anthropometric characteristics of the patients in the
comparison groups.

All participants were examined at the clinical bases
of the Department of Internal and Family Medicine of
Sumy State University — the Sumy Laser Clinic and
the Sumy Regional Clinical Hospital. Inclusion criteria
for the study participants of groups 2 and 3 were
diabetes mellitus type 1, 2 moderate or severe

132


mailto:ivaanna353@gmail.com

Eastern Ukrainian Medical Journal. 2025;13(1):130-138

compensated stage (mean glycated hemoglobin
(HbAlc) < 7%), and a body mass index (BMI) < 25
km/m?. Patients with musculoskeletal disorders or
decompensated comorbidities were excluded from the
study. The distribution of patients by diabetes type did

Table 1 - Clinical characteristics of the comparison groups

not significantly differ between the 2" and 3™ groups
(p = 0.812). Patients of the group 3 were additionally
diagnosed with diabetic foot syndrome I-Il according
to the E. Wagner classification [9].

. Control group Group la Group 1b Group 2 Group 3
Indicator (n=101) (n=55) (n=46) (n=53) (n=46) P
P1a-1p < 0.001
Agg’ ﬁ‘lﬁi 33.9+19.5 19.1+19 | 515+160 | 548+144 | 641+75 | puw2=0.822
nHax) (17-78) (17-22) (25-78) (25-82) (45-76) | pw-3=0.051
p2-3=0.053
P1a-16=0.209
Sex, fim, % 52.5/47.5 58.2/41.8 45.7/54.3 50.9/49.1 522/47.8 | Pw2= 0.532
Pib-3= 0.362
p2-3=0.151
a2 P1a-1b = 0.275
BMI, kg/m*+ pib2=0.335
SD 233+06 20.5+0.4 23.8+0.6 245+05 24.0+0.7 Dins= 0,429
P2-3= 0.735
P1a-1b=0.065
HbAlc, % P1b-2 = 0.009
+SD 48+0.8 40+0.5 52+0.6 6.8+0.5 6.9+0.3 D1 = 0.006
P2-3= 0.835

Note: f- female; m — male; BMI — body mass index; HbAlc — glycated hemoglobin; SD — standard deviation; p — the
statistical significance of differences between the groups, categorical variables were compared using the y2 test,

quantitative variables — using One-way ANOVA

All of the participants provided informed consent to
participate in the study, according to the Ethical
Principles for Medical Research Involving Human
Subjects, WMA Declaration of Helsinki, 2013.

A clinical examination was performed to assess
neuropathic changes in the feet of participants. A
modified NDS (Neuropathy Disability Score) scale was
used to quantify sensory impairment. It includes the
ankle reflex, vibration sensitivity (128 Hz tuning fork),
pin-prick, and temperature (cold tuning fork) sensation,
with a maximum score of 10 points. The severity of
neuropathy was graded as follows: mild (scores 3-5),
moderate (scores 6-8) and severe (scores 9-10) [10].

Lower limb length was measured using a device
consisting of a platform equipped with a 1 m rail
positioned at a 45° angle to its longer side. One end of
the rail was fixed to the platform’s midpoint. The other
end had a tripod to hold a mobile phone with a “virtual
ruler” application. The platform was placed flush
against a vertical wall. Patients were standing upright on
it, so their heads, shoulder blades, buttocks, and heels
touched the wall. The anterosuperior iliac spine was
palpated and marked as the proximal landmark on both
sides of the patient's body. The distal landmark was
identified as the most prominent part of the tibial bone's

outer surface on the right and left. The virtual ruler
application was used to fix the first measurement point
on the proximal landmark. Then, the mobile phone was
moved down to align with the distal landmark, tracing
its intersection with the horizontal plane (the floor).
There, the second measurement point was fixed. This
process recorded the measurement between the two
landmarks, displayed on the mobile device screen, and
documented with a photo for further calculations.
Measurements were repeated for the other leg, and the
difference in leg length was calculated. Each limb was
measured three times. The average value was used for
analysis [11].

Data analysis was conducted using the SPSS version
27.0 (USA). Quantitative variables were presented as
mean + standard deviation for normally distributed data
and percentage values. Percentages were used for
categorical data. The Shapiro-Wilk test was applied to
assess the normality of distribution for quantitative
variables. Student’s t-test was employed to compare the
quantitative variables of the two groups, while
Pearson’s chi-squared test (%) assessed the relationship
between categorical variables and their distribution.
One-way ANOVA with the Bonferroni multiple
comparisons correction was used to compare the mean
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values of the three groups. A p-value of <0.05 was
considered statistically significant.

RESULTS

A limb length discrepancy was determined with a
distribution in the following ranges: less than 0.5 cm,
0.5 to 1.5 cm, and more than 1.5 cm, to investigate the
prevalence of anisomelia in the study groups. Due to
technical and anthropometric measurement errors, a
mean leg length discrepancy of less than 0.5 cm was
considered statistically and clinically insignificant.

The control group 1 consisted of 101 practically
healthy individuals. The average difference between
the right and left limbs in the control group was 0.96 +
0.79 cm. No LLD was found in 21.8% of the subjects.
78.2% of people had a difference between both limbs.
61.4% of them had a slight difference of 0.5-1.5 cm,
and 16.8% had a difference of greater than 1.5 cm.

This group was divided into the 1%ta and 15b groups
according to age. The group 1a consisted of 55 healthy
students of Sumy State University in the final stages of
their growth and skeletal development. Their age
ranged between 17 and 22 years. The group 1b
consisted of 46 mature, virtually healthy individuals
with a developed skeleton, aged from 25 to 78 years.
There was no difference in the distribution of sex (p =
0.209), HbAlc (p = 0.065), or BMI (p = 0.275)
between the groups 1a and 1b.

The mean difference between the right and left
limbs of the subjects in the group la was 0.93 + 0.66
cm. No difference in leg length was found in 18.2% of
the students. The LLD between the two limbs, equal to
the 0.5-1.5 cm range, was determined in 67.3% of
them and greater than 1.5 cm — in 14.5% of the
subjects.

The average LLD in the 1%b group was 1.0 + 0.93
cm. There was no difference in the leg length in 26.1%
of practically healthy individuals in group 1b. The data
analysis showed that 54.3% of them had a difference
between the two limbs of 0.5-1.5 cm and 19.6% —
greater than 1.5 cm.

There was no difference between the mean values
of LLD in the 1%a and 1%b groups (p = 0.232).
Furthermore, the distribution of people with different
degrees of anisomelia did not differ by age (x* = 1.775;
p = 0.412).

The average leg length discrepancy in diabetic
patients of the 2" group was 0.98 + 0.88 cm. No
difference in the leg length was found in 30.4% of

participants. 69.6% of patients had a difference
between the two limbs. A slight difference equal to
0.5-1.5 cm was established in 52.2% of them, and
17.4% had an LLD greater than 1.5 cm.

The average difference between the right and left
extremities in the group 3 was 0.92 + 0.68 cm. There
was a difference of less than 0.5 cm in leg length in
28.3% of patients. A slight difference, equal to 0.5-1.5
cm, was found in 50.0% of them and greater than 1.5
cm —in 21.7%.

The next task was to analyze whether there is a
difference in the prevalence of anisomelia between the
patients with diabetes mellitus and the healthy
population, we compared the 1%, 2", and 3™ groups,
comparable in age, gender, and body mass index (p >
0.05). There were no differences in the level of the
glycated hemoglobin (HbA1lc) between the 2" and 3
groups (p = 0.835), but its level was significantly
higher compared to the 15tb group (pib-2= 0.009; p1p-3 =
0.006). There was no statistically significant difference
between the mean anisomelia values of the 1%th, 2,
and 3 groups (p = 0.935). In addition, the distribution
of people with different degrees of LLD did not differ
between the three groups (y 2 = 2.06; p = 0.356). Thus,
the prevalence and severity of anisomelia among
patients with DM do not differ from those in the
general population (Table 2).

All the participants in the 1st group didn’t have any
neurological disorders. The following results were
obtained when assessing the status of peripheral
neurosensory impairment in diabetic patients. No
patients were without neurological symptoms (0-3
NDS points) in the 2" and 3™ groups. In the 2" group,
48 patients (90.6 %) had mild severity of neuropathy
disability. 5 patients (9.4 %) of the group 2 had
moderate severity of neuropathy. There were no
patients with the severe stage of neuropathy. In
contrast, the distribution of patients in the group 3 by
the severity of neurological disorders was as follows:
mild — 6 patients (13.0 %), moderate — 6 patients (13.0
%), and severe — 34 patients (74.0 %). Thus, the
distribution of patients by severity of peripheral
neuropathy significantly differed between the groups 2
and 3 (y2 = 66.6; p < 0.001) (fig.1). The mean NDS
score in the patients of the group 2 was 4.47 + 1.07, in
the group 3 — 8.33 = 1.76. Diabetic patients with
trophic foot ulcers had a significantly higher average
NDS score than those without ulcers (p < 0.001).
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Table 2 — The prevalence of anisomelia in the studied groups

. Control group Group la Group 1b Group 2 Group 3
Indicator (n=101) (n=55) (n=46) (n=53) (n=46) p
P1a-1=0.412
ﬁl(;o )0 S 22 (21.8%) 10 (18.2%) 12 (26.1%) 16 (30.4%) 13 (28.3%) (¢ =1.775)
pib-2 = 0.888
(x>=0.24)
Al=0.5-1.5; 0 0 0 . .
n (%) 62 (61.4%) 37 (67.3%) 25 (54.3%) 28 (52.2%) 23 (50.0%) P1ba= 0.679
(»=0.775)
Al>1.5; p2-3=0.835
n(%) 17 (16.8%) 8 (14.5%) 9 (19.6%) 9 (17.4%) 10 (21.7%) (x2 = 0.36)
Average pla-lb_:OO.826392
LLD + SD, 0.96+0.79 093066 | 100093 | 098088 | 092068 |b®2Z -7
cm P1o-3= 0.
p2-3=0.157

Note: A/ — the value of the difference between the lengths of the lower extremities; SD — standard deviation; p —
statistical significance of differences; categorical variables were compared using the Pearson's chi-squared (x2) test,
quantitative variables — using one-way ANOVA with the Bonferroni multiple comparisons correction

100%
80%
60%

40%
20%
0%

Group 2

m Mild stage

B Moderate stage

Group 3

W Severe stage

Figure 1 — The prevalence of neuropathy by severity

DISCUSSION

In a study performed by the American Academy of
Orthopedic Surgeons, among the 600 military recruits,
32% had a difference between the length of their legs
1/5-3/5 inches (0.5-1.5cm). LLD of > 1.5 cm was
measured in 4% of cases [12]. The results of our study
confirm that anisomelia is a quite common condition.
We also proved that the prevalence of anisomelia
among people with diabetes did not differ significantly
from the general population (fig. 2).

Individuals with LLD often develop some
compensatory mechanisms to maintain balance and
reduce vertical displacement of the body’s center of
mass [6]. Some studies suggested that the shorter leg

experiences increased pressure, while others reported
that the longer leg bears a greater load [13, 14].
However, it is clear that even minor anisomelia can lead
to some changes in gait mechanics, resulting in uneven
weight distribution and increased pressure on specific
areas of the foot [7]. This is especially relevant for
patients with diabetes mellitus and neuropathy, in whom
even a slight artificially induced LLD could
significantly affect plantar pressure distribution, as was
investigated by Nahas et al. [15].

Distal symmetric polyneuropathy is one of the most
common chronic complications of diabetes, with an
estimated prevalence of more than 50% in people with
diabetes [16]. It is a significant risk factor for diabetic
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foot ulceration, which is associated with a 5-year lower
limb amputation rate of 10% and a mortality rate of
40% [17]. While neuropathy is often a symmetrical
process, diabetic foot ulcers frequently occur
unilaterally. Therefore, it can be assumed that the
presence of neurosensory impairment can significantly
aggravate the effects of anisomelia. The sensory deficits

70
60
5

=}

4

o

3

o

%
21

=]

Control group Group la

HAl<0.,5 cm: %

Group 1b

BAl=0.5-1.5cm: %

impair the ability of patients with diabetes to recognize
pain and pressure changes, making it difficult for
individuals to detect and adapt to abnormal loads [18].
Despite the symmetrical character of the neuropathy,
individual variations in gait, foot structure, and weight
distribution can predispose specific areas of the foot to
higher pressure and increased risk of ulceration [19].

1lidd

Group 2 Group 3

HAL> 1.5 cm: %

Figure 2 — The prevalence of anisomelia in patients with diabetes mellitus and healthy population; A/ — the value of

the leg lengths discrepancy

As follows, anisomelia, especially in combination
with neurological deficits, can increase the risk of
unnoticed injuries contributing to subsequent ulceration.
However, the mechanisms of this influence require
further research, which will help to develop more
effective strategies for the prevention and treatment of
diabetic foot ulcers.

Our study has several limitations, including a
relatively small sample size and the inclusion of only
patients with compensated diabetes. Additionally, the
study did not assess other important risk factors for
diabetic foot ulcers, such as peripheral arterial disease,
smoking, and glycemic control. Further research with
larger sample sizes and a more comprehensive
assessment of risk factors is necessary to fully clarify the
complex relationship between anisomelia, neuropathy,
and foot ulcer development in diabetic patients.

Conducting a larger-scale multicenter study similar to this
could lead to the establishment of a diabetic foot risk
stratification system.

CONCLUSIONS

The results of the study demonstrated that the
prevalence and severity of leg length discrepancy were
comparable between healthy individuals and diabetic
patients, regardless of age or sex. However, an
insignificant asymmetry, which in healthy people does
not manifest itself, can become a trigger for trophic ulcer
formation in the case of diabetes. In contrast, the presence
of peripheral neuropathy significantly differed, with the
highest severity observed in diabetic patients with trophic
ulcers. These findings suggest that anisomelia, in
combination with peripheral neurosensory impairment,
may be one of the most important risk factors for the
formation of diabetic trophic ulcers.

PROSPECTS FOR FUTURE RESEARCH / HEPCIIEKTUBH ITOJAJIBIINX JOCJII’KEHb

Further researches are needed to determine the long-term impact of leg length discrepancy on the unilateral
character of the diabetic foot ulcers development and progression.
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