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Forced migration and
foot care in people with
diabetes
Forced migration due to armed
conflicts, natural disasters, and disease
outbreaks often involves walking on
terrain that is treacherous. The focus
of The Lancet Diabetes & Endocrinology
Series on diabetes in humanitarian
crises is on health-care needs in
catastrophic times,1–3 but the Series
barely touches on the topic of foot
care. We believe that foot care should
be of primary concern for people with
diabetes in emergency situations. We
recognise that peripheral neuropathy
and insensate feet are a chronic
complication of diabetes. However,
lower-limb infection due to peripheral
neuropathy and unsanitary conditions
is common in humanitarian crises.4
Since foot lesions can originate
from a solitary traumatic event
and rapidly progress to gangrene
and sepsis, loss of life from diabetic
foot infections is both certain and
uncounted. Moreover, the problem
of diabetic foot disease might be
magnified in Africa. The International
Diabetes Federation estimates that
70% of Africans with diabetes are
undiagnosed.5 Without a diagnosis,
practices known to prevent or mitigate
diabetic foot complications will not
be implemented and people will die
before presentation.6
Acute displacement exposes people
with diabetes to situations and
environments that exacerbate the risk
for skin damage, foot ulceration, and
infections. Loss of peripheral nerve
sensation renders feet vulnerable to
unnoticed traumas and repetitive
insults due to the lack of protective
perception of pain, pressure, or temp
eratures. Therefore, foot lesions
are sustained from minor traumas
such as stepping on a sharp object
when walking barefoot or wearing
inadequate footwear, such as flipflops or shoes with deteriorating
soles.7 When undetected and thus
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unattended, callouses, cracks, fissures,
and ulcers provide a gateway for
bacteria and foot infections that spread
rapidly to underlying tissues, bone, and
the central circulation.8
Under the pressure of forced
migration, foot assessment for people
with diabetes needs to be prioritised
early in any contact with the
health-care system, no matter how
rudimentary. Of all the complications
of diabetes, life-saving foot care can
be instituted by health-care workers
and taught to displaced people.
Living conditions can be optimised
by providing cots to eliminate the
need to sleep on the ground and risk
exposure to rodent bites.8 Education
about not walking barefoot, especially
at night, to latrines can be provided.8
Clean water for wound care can
be prioritised. In short, even in the
absence of glucose control, antibiotic
therapy, and surgical care, hygienic
practices reinforced by education can
be implemented. However, education
is not an easy approach because
people are not always aware they have
diabetes, the concept of insensate
feet and the danger they present
can be difficult to teach, and walking
barefoot might be both cultural and
habitual.7 Furthermore the stress of
harsh and uncertain circumstances
can limit the ability of people to focus
on self-care.
Foot infection provoked by walking
due to forced migration is an acute
and potentially deadly consequence
of a chronic complication of diabetes.
The Series on diabetes in humanitarian
crises and the associated Boston
Declaration describe the urgent need
for research, resources, and protocol
development for diabetes care for
populations exposed to catastrophic
events.1–3 In view of the potentially
important link between forced
migration and foot injury, particularly
in African populations, in people
with diabetes (both diagnosed and
undiagnosed), we propose that foot
care protocols should be an area of
primary concern.
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We thank Arsene Hobabagabo and
Anne Sumner for highlighting the
urgent issue of foot care in people
living with diabetes in humanitarian
settings. We agree that this is an
often neglected and underappreciated
component of diabetes care in
populations undergoing forced
migration, including in Africa. Unfort
unately, data on this topic are scarce.
This limitation was evident in the
first Series paper on diabetes in
humanitarian crises, in which none
of the studies identified in our search
of the scientific literature reported
on foot care in this region. 1 Only
five studies included any mention
of peripheral neuropathy, diabetic
foot, or amputations.2–6 Four of these
studies assessed data from UN Relief
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and Works Agency for Palestine
Refugees programmes, 2–5 which
address the medical needs of a longterm and relatively stable population
and are not representative of acute
crisis situations.
Humanitarian organisations such as
Médecins Sans Frontières (MSF) have
identified foot care as an important
component of routine care for people
with diabetes and a topic to address
with people on the move. To this
end, MSF has developed basic tools to
facilitate foot examinations, includes
monofilaments in the standard
equipment list, and provides picturebased foot care information leaflets
to support patient self-management.
Nevertheless, implementation of
such tools is challenged by many
factors, including time constraints,
poor understanding of the importance
of the issue, and discomfort from
clinicians and patients regarding
foot examinations. Simplified care
protocols are needed to support
inexperienced health-care providers
in managing diabetes-related foot
wounds. Since the management of
foot ulcerations and infections is
challenging in humanitarian settings,
preventive care and patient education
will remain key.
The Boston Declaration set four
major targets to work towards during
the next 3 years, of which one is
the establishment of a unified set
of clinical guidelines for diabetes in
humanitarian crises.7 A consortium
of international humanitarian organ
isations and academic institutions
has formed that seeks to deliver
on the targets outlined in the
Boston Declaration. Many projects
are currently underway, including
the development of evidencebased clinical guidance and openaccess educational material for
the management and prevention
of diabetes and its complications
in humanitarian settings, for
both people living with diabetes
and health-care providers. As a
fundamental component of care,

this work will include educational
material on preventive foot self-care
and early recognition and treatment
of diabetic foot and its complications
that can be adapted to African and
other global settings. We very much
welcome support and feedback on this
important topic.
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The causal influence of
maternal obesity on
preterm birth
Preterm birth is the most common
cause of death in infants worldwide,
but the cause of preterm birth is
often unknown. 1 Among other
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risk factors—such as high blood
pressure, being pregnant with more
than one baby, and some vaginal
infections—maternal obesity has
been associated with preterm birth.2
Maternal obesity increases the risk of
gestational diabetes and hypertensive
disorders that contribute to medically
indicated preterm birth.
A large cohort study by Liu and
colleagues3 reported a statistically
significant association between prepregnancy obesity and increased
risk of preterm birth. However, the
study is based on observational
data, and Yuan and Niu4 argued that
periodontitis and depression might be
unobserved confounders that reduce
the translatability of the evidence.
In their reply, Liu and colleagues5
reject these confounding factors
by referring to previous literature.
However, one major problem remains:
causal inferences are difficult to make
from observational evidence because
of reverse causation and residual
confounding.
To investigate whether the
association between obesity and
preterm birth is causal, we used
Mendelian randomisation analysis.
The Mendelian randomisation analysis
approach can provide proof of the
comparative causal effects by using
single nucleotide polymorphisms
(SNPs) as proxies for a trait. The
random segregation of alleles at the
creation of germ cells (Mendel’s first
law), the independent assortment of
alleles with regard to the remainder
of the genome (Mendel’s second law),
and the SNPs’ unaffectedness by
environmental and lifestyle factors,
result in genetic variations that are
mainly unrelated to unmeasured
confounders and reverse causation.6
We applied two-sample Mendelian
randomisation analysis using available
summary statistics on SNP-risk factor
and SNP-outcome associations
from two separate genome-wide
association studies (GWAS) for large
numbers of uncorrelated variants
to investigate the causal relation
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