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[ Abstract]

There are many inspection methods help to determine the amputation level,and how to choose one or several inspec-

Diabetic foot( DF) is the main cause of non-traumatic amputation with a rising trend year by year.

tion methods to determine a suitable surgery amputation level is a question that clinical doctors must consider about.

This paper reviews several inspection methods which is commonly used to determine the amputation level of DF pa-

tients and some influence factors.
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