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Abstract
This case report describes a 33-year-old woman with type 1 diabetes mellitus complicated by peripheral neuropathy, 
who developed recurrent painless stress fractures in both feet. The patient’s poorly controlled blood glucose levels likely 
contributed to severe neuropathy and increased fracture risk. While fractures in diabetics are often associated with Charcot’s 
foot (painful), this case highlights the possibility of painless stress fractures due to sensory neuropathy. The case also 
addresses the issue of skeletal abnormalities that can occur in the course of type 1 diabetes. Understanding the relationship 
between painless stress fractures of the foot and poorly controlled diabetes underscores the importance of early diagnosis 
and proper glycaemic control of type 1 diabetes mellitus to prevent such complications.
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INTRODUCTION

Diabetes is a metabolic disease that is becoming increasingly 
prevalent and is now one of the most common chronic health 
problems. Its incidence is constantly rising, leading to a 
growing number of people struggling with complications 
related to it. Neuropathy is one of the most common chronic 
complications of diabetes, caused by high blood glucose levels, 
and can affect up to 70% of patients with metabolic disorders 
of glucose regulation. Diabetes is most frequently associated 
with distal, symmetrical sensory-motor polyneuropathy [1].

Mid-foot deformations can result from fractures caused 
by Charcot neuropathy, which is a typical consequence of 
poorly managed diabetes and peripheral neuropathy [2]. 
The soft tissues, joints, and bones of the foot are all impacted 
by the sterile inflammatory process known as Charcot’s 
disease. If left untreated, the damage to these structures can 
progress to fractures and dislocations, ultimately leading to 
foot deformities [3].

Type 1 diabetes can be a cause of osteoporosis because it 
is associated with low bone mineral density [4, 5]. Therefore, 
it is important to remember that people suffering from it 
have an increased risk of bone fractures. Risk factors include 
glycosylated haemoglobin (HbA1c) levels above 8% and 

diabetes duration exceeding 10 years [6]. Development of 
optimal bone density, structure, and strength in paediatric 
patients with T1D is impaired [7]. As a result, there is a higher 
chance of incident fracture that start in childhood and lasts 
throughout the entire lifetime. Individuals diagnosed with 
type 1 diabetes experienced a significantly higher incidence 
of fractures to their lower extremities [8].

Foot fractures in the course of diabetes are usually 
associated with Charcot’s disease, and are most commonly 
painful, despite advanced neuropathy [1].

Stress fractures are small cracks in bones caused by 
repetitive, low-impact forces. While often associated with 
athletes, stress fractures can also occur in individuals with 
underlying medical conditions, such as diabetes mellitus. 
Diabetic neuropathy and microvascular insufficiency 
can contribute to impaired bone health and increased 
susceptibility to stress fractures [9].

Although painful fractures related to Charcot’s foot are the 
most common type of fracture in diabetes, stress fractures, 
which might be painless, should always be considered in 
patients with diabetes complicated by sensory neuropathy [1].

The case study discusses a patient diagnosed with 
type 1 diabetes mellitus and peripheral neuropathy, who 
experienced recurrent painless stress fractures in both feet.
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CASE REPORT

A 33-year old female patient presented to the orthopaedic 
clinic with painless swelling in her left foot. Months prior, 
she received a diagnosis of stress fractures in the fourth 
and fifth metatarsals of the same foot. Her medical history 
included type 1 diabetes mellitus (poorly controlled with 
insulin injections), which she has had for approximately 
14 years, complicated by simple retinopathy, gastropathy 
and neuropathy. The patient takes Insulin NovoRapid 14 
units before main meals and Insulin Toujeo 18–20 units 
at 22:00. Six months earlier, she had been hospitalized for 
decompensation of type 1 diabetes with a blood glucose level 
of 2020 mg/dL, glycated haemoglobin of 14, renal failure, 
metabolic acidosis, and microcytic anaemia. In her medical 
history, there had earlier been increased glucose blood levels 
(500mg/dL). The patient’s BMI is within the normal range. 
The patient has confirmed gastric ulcers and has experienced 
gastric ulcer bleeding. Additionally, she is diagnosed with 
depression. There are no other known medical conditions, 
and she is not taking any medications other than insulin and 
vitamin D3 supplementation.

Neuropathy was diagnosed based on a clinical examination. 
The patient exhibits diminished pain sensation as well 
as decreased superficial sensation in both feet. She is not 
currently on any neuropathy medications. Vitamin D levels 
are normal. Her profession requires extensive walking. 
Physical examination in the clinic revealed swelling and 
redness of the left foot. X-ray imaging revealed a recently 
formed fracture of the second metatarsal bone of the left 
foot (Fig. 1).

Two months later, the patient returned with swelling 
in both feet. Sensory testing revealed impaired pain and 
touch sensation in both feet. No other abnormalities 
were identified. The patient reported no pain. X-ray 
imaging showed healing of the previously fractured 
second, fourth, and fifth metatarsals of the left foot, a new 
fracture in the third metatarsal bone (without significant 

Figure 1. Left foot, new fracture of the second 
metatarsal bone and healing fractures of the 
fourth and fifth metatarsal bones

Figure 2. Left foot, new fracture of the third 
metatarsal bone

Figure 4. Left foot, healing fractures of the second, third, 
fourth, and fifth metatarsal bones

Figure 3. Right foot, new fracture of the fourth 
metatarsal bone and healing fractures of the 
second, fourth, and fifth metatarsal bones
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displacement) of the left foot (Fig. 2), and a fracture of the 
fourth metatarsal bone in the right foot (Fig. 3). Off-loading 
of the foot and use of a Walker ankle-foot orthosis were 
recommended. One month later, follow up X-ray imaging 
revealed healing of multiple fractures at various stages, and 
complete resolution of the swelling. During the follow-up 
visit, in addition to the previously mentioned healed fractures 
in the left foot (second, third, fourth, and fifth metatarsals) 
and the healed fourth metatarsal fracture in the right foot, 
an X-ray showed a new fracture – a subcapital fracture of the 
third metatarsal bone in the right foot (Fig. 4, 5). Examination 
showed swelling in the right foot, normal blood flow in the 
lower limbs, and persistently impaired superficial sensation 
in both feet. The fracture was asymptomatic. The patient 
did not undergo the ordered follow-up laboratory tests. All 
fractures, classified as stress fractures, healed without the 
formation of any foot deformities.

DISCUSSION

The rising prevalence of diabetes and prediabetes is associated 
with an increasing number of complications related to 
these conditions. One of the most common complications 
is neuropathy. Distal symmetric polyneuropathy, the most 
common type of diabetic neuropathy, is characterized by 
a particular distribution of symptoms that mimic wearing 
‘socks and gloves’, with the hands and lower extremities being 
most commonly affected [10]. Sensory axons are afflicted 
more commonly than motor axons [1].

The presence of at least one non-sensory region in both feet 
indicated the existence of peripheral neuropathy [11]. Factors 
that influence the development of diabetic neuropathies 
include poorly controlled blood glucose levels resulting 
in persistent hyperglycaemia, microvascular dysfunction, 
oxidative and nitrosative stress, flawed neurotropism, and 
immune-mediated neuropathies [12]. The main symptoms 
are pain and a tingling sensation in the affected area; 
feelings of burning and numbness can also occur. In 

the final stages, patients develop weaker reflexes, muscle 
atrophy, and decreased sensation [1]. While many patients 
with documented diabetic neuropathy may be clinically 
asymptomatic, there is a risk of damage to their feet caused 
by the lack of feeling [13]. Due to the increased fall risk caused 
by diabetic neuropathy, it is a substantial risk factor for the 
incidence of fractures in both males and females [8, 10].

In addition, reduced bone mineral density is a characteristic 
of type 1 diabetes, and it has a greater detrimental effect 
on the bones than type 2 diabetes. Skeletal abnormalities 
can also arise, with varying changes in indicators of bone 
resorption and decreasing markers of bone production. All 
those factors result in an increased risk of bone fractures 
throughout life [4, 8].

The patient described above had several risk factors 
associated with fractures, including late diagnosed, poorly 
controlled, and prolonged type 1 diabetes, which led to many 
complications, such as diabetic neuropathy. The patient’s 
glycated haemoglobin level was 14%. A 1% increase in HbA1c 
is associated with a 5% and 11% higher risk of fracture in men 
and women, respectively [8]. Both the length of time someone 
has diabetes and their HbA1c levels are strong indicators 
of increased risk of developing diabetic neuropathy. This 
highlights the importance of achieving good glycaemic 
control in type 1 diabetes mellitus, as it can effectively prevent 
or slow down nerve damage [10, 14].

Charcot neuroarthropathy (CN), a specific form of diabetic 
foot, is a chronic complication of diabetes which occurs in 
patients with sensory neuropathy, and manifests as bone 
and joint destruction [15, 16]. Swelling, warmth, and redness 
of the foot are characteristic symptoms that indicate that 
active Charcot neuroarthropathy should be considered. 
Diagnosis is based on clinical features, medical imaging, and 
excluding other potential causes [3]. Compared to diabetic 
individuals without Charcot joint disease, those with Charcot 
neuroarthropathy are more likely to experience fractures and 
osteoporosis [15]. However, in the absence of the Charcot foot, 
people with type 1 diabetes may also experience significant 
bone changes, increasing the risk of fractures [7].

Stress fractures are most common in athletes and present 
with severe pain and swelling. They result from repetitive 
microtraumas leading to progressive bone damage until a 
fracture occurs. This typically happens to individuals who 
regularly engage in intense physical activity without allowing 
for adequate rest and recovery. Low bone mineral density 
(BMD) increases the risk of stress fractures, which most 
commonly affect the metatarsals [9].

In the presented patient, no diagnosis was made of Charcot 
neuroarthropathy. Although her employment required 
intensive walking for many hours daily, the only symptom 
of the fractures was swelling and she experienced painless 
stress fractures due to severe sensory neuropathy.

In diabetic patients with advanced sensory neuropathy, 
stress fractures should always be considered in the differential 
diagnosis of painless foot swelling, in addition to Charcot 
neuroarthropathy [1].

CONCLUSION

Maintaining proper blood glucose levels is the most important 
element of diabetes treatment, as proper glycaemic control 
reduces the risk of complications. It is important to consider 

Figure 5. Right foot, new subcapital fracture of the third metatarsal 
bone, healing fracture of the fourth metatarsal bone

126 Journal of Pre-Clinical and Clinical Research 2024, Vol 18, No 2



Karolina Rogowska, Katarzyna Pochodowicz, Julia Zawistowska, Angelina Lęgas, Joanna Smalira, Weronika Rogala et al. Painless stress fractures of the foot in the course…

that fractures can occur in patients with diabetes, especially 
in type 1 diabetes, where the risk is increased due to bone 
disorders.

Foot fractures are often associated with a specific form 
of diabetic foot syndrome called Charcot’s foot, which is 
characterized by pain. On the other hand, painless fractures 
in patients with advanced sensory neuropathy may suggest 
stress fractures. The presence of non-painful swelling of the 
foot in the absence of a history of injury, especially in a patient 
with poorly controlled type 1 diabetes, should always be an 
indication for X-ray imaging of the affected joint to rule out 
a stress fracture that occurred in the course of severe sensory 
neuropathy, without coexisting Charcot’s neuroarthropathy.
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