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Foreword

“With a 5 year mortality rate of more than 50% in
diabetes patients with foot ulcers and 80% in patients
who have a diabetesrelated amputation, diabetes
foot ulcer 5 year mortality rates are similaror even
worse than many types of common cancers
(Armstrong DG, Wrobel J, Robbins JM. Int Wound J.
2007 Dec; 4(4): 286-7), (Diabetes Foot NICE NG19
Guidance).”

Professor Aftab Ahmad

There are an estimated 4.5 million people with diabetesin UK alone. An estimated 10% or
around 450,000 of diabetes patients develop a footulcer at some pointin theirlives. More
than 7000 diabetesrelated amputationsare reportedin the UK peryear. These figures
suggest that potentially 200,000 diabetes patients with foot ulcers may not be alivein5
years and more than 5500 patients with diabetes related amputations every year have less
than 5 years to live.

Breast cancer and prostate cancer each report around 11000 deaths per year, which
potentially are lowerthan the estimated 40000 expected deaths per year after developinga
diabetesrelated foot ulcer and amputation. Various otherassociated causes such peripheral
vascular and ischemicheart disease may be associated with this high mortality in diabetes
related foot ulcer patients, but they must be considered as part of the same underlying
disease process, which must be addressed.

Not onlyis it imperative to highlight this high mortality rate among diabetesrelated foot
disease, itis important to address this high mortality disease process with the same vigour
and resources apportionedto many cancers with a similaror lower mortality rate.

Despite various national and international guidelines the management of thiskillerdisease
process remains variable across the country. The amputation rate seemsto be increasing
still. The paucity of data around the developmentof superficial ulcerand its progression to
an infected foot ulcerto amputation remainsa major problemin tackling the issue. It is
almost impossible toidentify the where a superficial ulcer progressed so rapidly or so
quietly to an amputation. More importantly, why the ulcer developedinthe first place?

We need a robust foot care pathway starting from the day of the diagnosis of diabetes with
every step accountable followingthe development of a superficial ulcerin diabetes patients.
The pathway must be clear, concise and progressive to ensure the patientis appropriately
managed at the right place by the right team and if needed progressedto the nextstage of
management. A complete loop must be in place with immaculate communication between
clinicians and healthcare workers managing the diabetesfoot. There must be accurate time
lines, which are strictly met to avoid any delaysinthe management. These steps needto be
monitored, reported and audited to continuously improve care and practices. Each step



should trigger a reminderand sign post to the nextstep for ease of use and to ensure no
step can be missed out.

The North Coast Strategic Clinical Network (SCN) has worked on this principle forthe last 3
years to develop such a robust pathway. | started the process after the DUK report
highlighted significant variationin the amputation rate and type a few years ago. The
pathway has been developed by the help and hard voluntary work of the regions

patients, GPs, diabetologists, vascular and orthopaedic surgeons managing diabetes related
foot diseases, podiatrists, diabetes specialist nurses, CCG commissioners, managers and the
SCN team. | would like to say thank you to everyone who gave theirtime to helpimprove
patient care.

The pathway may be implementable in many places as it stands or can be modified to meet
local needs. We believe this will be the first of many steps to standardise and improve foot
care inour diabetes patients”.

Professor Aftab Ahmad

o
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Consultant Physician in Diabetes & Endocrinology and General Internal Medicine,
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North West Coast Strategic Clinical Network: Members comments

“Diabetes associated foot problems have the potential to have a
significant negative impact on the lives of our patients. It may be the
bodies early warning of underlying cardiovascular risks, such as heart
attacks and strokes. By having a foot-care pathway we aim to spot early
and prevent life impacting problems”.

Andrew Sharpe:
Advanced Podiatrist (Southport and Ormskirk NHS Trust)

“As a Type one diabetic with a history of foot ulceration having this
pathway is hugely important. High quality foot care can as dramatic as it
sounds prevent life changing amputation and the importance of such a
pathway to facilitate the high quality care should not be underestimated”.

Andy Lavender:
Patient

“How often do we consider our feet? STOP and THINK.

The NHS spends £1 Billion annually on foot care for people with diabetes.
Up to 80% of diabetes related amputations, with a 50% five year
mortality, are avoidable. Achieving treatment targets, smoking cessation,
seamless transition along Foot Care Pathway saves lives. Foot care is
vital”.

Dr Nigel Taylor:
GP Clinical Lead for Diabetes (South Sefton CCG)

“We can prevent 80% of lower limb amputations in people with diabetes.
Active foot ulcer prevention and aggressive foot ulcer management are
the keys to this. This can only be achieved through a comprehensive,
integrated and seamless pathway of delivering foot care to all patients
with diabetes”.

Dr Dhanya Kalathil:
Consultant Diabetologist (Royal Liverpool and
Broadgreen University Hospitals NHS Trust)




Diabetes is the leading cause of non-
traumatic lower limb amputation. Loss of
protective sensation has been identified in
78% ulcers. A structured foot care pathway
providing clear instruction and defining roles
of Healthcare professionals is the key to the
detection of a foot “at risk”.

“Every time you see a patient with diabetes
always remove the patient’s shoes and socks

and inspect the feet” (Paul W Brand CBE
1914-2003)

Janet Singleton and Katherine
Mason
Inpatient Diabetic Specialist Nurses

(University Hospitals of

Morecombe Bay)




1. Introduction

This report provides an overview of the diabetesfootcare pathway in the NWC
Strategic Clinical Network (SCN).

1.1.

1.2.

1.3.

1.4.

1.5.

Diabetes mellitusis becoming a greater publichealth problemin the UK
with prevalence estimated to be more than 4 million people. Thisis
expected to rise further to around 5 million people in the next decade. *

A major contributing factor to diabetes morbidity isinadequate foot care
and foot complications. Foot problems contribute to an increasing burden
on acute services making it the main reasonfor diabetes related hospital
admissions. Active foot ulceration inthe diabetes prevalent population has
been estimated to be between 2-3% z,with a lifetime risk of ulcer
development beingclose to 25%.>

There have been few studies that articulate the global epidemiology of foot
care. In a Chinese systematicreview and meta-analysis the authors found
that the global prevalence of diabeticfoot ulcerationis 6.3% (95%Cl: 5.4—
7.3%), and the prevalence in North America, Asia, Europe, Africa and
Oceania was 13.0% (95%Cl: 10.0-15.9%), 5.5% (95%Cl: 4.6—6.4%), 5.1%
(95%Cl: 4.1-6.0%), 7.2% (95%Cl: 5.1-9.3%), and 3.0% (95% Cl: 0.9-5.0%).
The authors concluded that diabeticfoot disease was more prevalentin
malesthan infemales. Theyalso concluded that it was more prevalentin
type 2 diabeticfoot patients than in type 1 diabeticfoot patients. The
patients with diabeticfootulcer tendedto be older, had alowerbody mass
index, more hypertension and diabeticretinopathy. They also reporteda
more prevalenthistory of smoking history.” Overallitis estimated that 15%
of patients will suffer from diabeticfoot ulceration duringtheir lifetime. °
Althoughit is difficultto ascertain accurate figuresfor the prevalence of
diabeticfoot ulcerationthe prevalence of this complication has been
reported betweenranges from 4%-27%. &7

Diabetesrelated foot problems place a significantburden on health service
including high costs. These have been estimatedto cost around £580 million
with £307 millionspenton ulcerationin the primary care setting. This is
broken downinto £219 million forinpatientulcercare and £55 million for
amputation care. This highlights the economic burden. 8

Over the last several years there have beenimprovementsinamputation
care, but there remains considerable variation across the country in respect
of amputation rates and outcomes due to active foot disease.’ In 2012 a 10-
fold variation inamputation incidence was reported across 151 PCTs within
diabeticand non-diabetic populations.™®



1.6. Diabetes can be debilitating physically and psychologically this has a
considerable impact on community rehabilitation and social care needsas
well as emotional wellbeing. Diabeticrelated psychological disorders due to
foot amputation and foot disorders might be more widespread than first
thought with patients experiencing, acute anxiety disorders, and severe

. . . 11,12,1
depressionand adjustmentdisorders.” ™~ 3

Amputations have also shown
to impact significantly for body image disturbance.*® Understanding the
widerdeterminants and effects other than biomedical are also important in
order for clinicians to empathize with patients.™ Another aspect that affects
patients and should not be overlookedis the loss of control with many
patients reporting that they feel powerless.16This iswhy itis essential to
support patientsto regainindependence through proactive self-care
managementand in order to do this effectively patients need the relevant

and appropriate tools, structured educationis one such tool.

1.7. A number of studies have demonstrated that proper management of
diabeticfoot ulcers can greatly reduce, delay or prevent complications such
as infection, amputation, gangrene, and evendeath.”” **** Many studies
indicate that aggressive and proactive multidisciplinary foot care
management has a significant effect, leadingto better outcomes for

patients with diabeticfoot disease.?” *

Outcomesimprove if the
multidisciplinary teamis coordinated by an endocrinologist and a podiatrist
and is associated with a reductionin the frequency of major amputationsin
patients with diabetes.”” Moreover, The American Diabetes Association
concludedthat a preventive care team, defined as a multidisciplinary team,
can decrease the risksassociated with diabetic foot ulceration and
amputation by up to 50%-85%.” Strong multidisciplinary podiatriccare has
beenshown to not only reduces the risk of amputation, but also
dramatically impacts the decreased rate of hospitalisation and subsequent

rate of re-ulceration.?*

1.8. Utilising pathways and algorithms have beenreported to be useful tofollow
in the community settingand have demonstrated the essential skills that
are required for the management of complex lower extremity wounds.
These can be utilised with rapid algorithmic referral pathways to facilitate
multidisciplinary approachesin the community setting. 2

2. National Focus on Diabetes Foot care
2.1. The NHS is serious about improving diabetes care and associated

complications.
o Diabetesaccounts for around 10% of the annual NHS budget. This isnearly £10
billionayear, or £1 million every hour.



o 80% of NHS spendingon diabetes goes on managing complications, most of
which could be prevented.

o Around 6,000 people with diabetes have leg, foot or toe amputations each year
in England — up to 80 per cent of people die withinfive years of having an
amputation.

o Peoplewithdiabetesare more likely to be admitted to hospital with a foot ulcer
than with any other complication of diabetes. Foot ulcers and amputations
account for around £1 in every £150 the NHS spends each year.

2.2. The main reason that is attributed to poor foot care outcomesis the result of
poor quality annual foot checks or that patientsare not beinginformed
about their risk status at the end of theirfoot check.

o Some people with active foot disease not beingreferredto a team of specialists
quickly enough. These diabetes-related foot problemscan deterioratein a
matter of hours leadingto adverse complicationsincludingamputation.

o Many people with diabetes are not having theirfeet checked whentheystay in
hospital, even though the National Institute for Health and Care Excellence
recommends every hospital inpatient with diabetes should get their foot checked
during theirstay. This shouldinclude removal of shoesand socks and close
examination of the feet.

o Too many hospitalsstill do not have specialist foot care teams or, if these teams
are in place, are not referring patients with foot disease to them quickly enough.

NWC Diabetes Data
There are variations across the North West Coast SCN region with highest rates for

minor amputations occurring in Liverpool, South Sefton, Blackpool and Fylde and
Wyre CCGs. Higher rates of major amputations also occur in South Sefton, Fylde and
Wyre and Blackpool CCG with St Helen’s CCG also having higherrates than other
areas in the NWC.

These CCGs are seekingto maximise diabetes transformation fundsto improve

Footcare Multidisciplinary Teams. (All data relates to the period 1/4/2013 to
31/3/2016. Source: North West DSCRO).
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Lancashire & South Cumbria

Minor Amputations

63%
= Major Amputations

Cheshire & Merseyside

Minor Amputations

s ’ = Major Amputations

All data relates to the period 1/4/2013 to 31/3/2016. Source: North West DSCRO

3. National guidelines and standards relevant to foot care in

diabetes patients

NHS
Outcomes
Framework
2014-15. *°

Public health
outcomes
framework for
England

2013- 16. 7/

Adult social
care outcomes
framework
2014-15. 2
CCG outcomes

indicator set
2014-15.%

Domain 1: Preventing people from dying prematurely

Domain 2: Enhancing quality of life for people withlong-term
conditions

Domain 3: Helping people to recoverfrom episodes ofill-health or
followinginjury

Domain 4: Ensuring that people have a positive experience of care
Domain 5: Treating and caring for people ina safe environment
and protecting them from avoidable harm

Domain 2: Health Improvement. People are helpedto live healthy
lifestyles, make healthy choices and reduce healthinequalities
Domain 4: Healthcare, publichealth and preventing premature
mortality

Domain 2: Delayingand reducing the needs for care and support
Domain 3: Ensuring that people have a positive experience of care
and support

Domain 1: Under 75 mortality from cardiovascular disease
Domain 2: Ensuring people feel supported to manage their
condition
e Peoplewithdiabeteswho have received nine care
processes
e Peoplewithdiabetesdiagnosed lessthan one year referred

12



Quality and
outcomes
framework
(QOF)
2015-16. *°

CCG
Improvement
Assessment
Framework
2016/17. **
NHS Five Year
Forward

View (5YFV).*

NICE Quality

Standard.
33, 34, 37

to structured education
e Unplanned hospitalisation forasthma, diabetesand
epilepsyinunder19s
e Complicationsassociated with diabetesincluding
emergency admission for diabetic ketoacidosis and lower
limb amputation
Domain 3: Emergency admissions for acute conditionsand re-
admissions within 30 days of discharge from hospital
Domain 4: Ensuring that people have a positive experience of care
e Patientexperience of GP out-of-hours servicesand patient
experience of hospital care
e Responsivenesstoin-patients’ personal needs
Domain 5: Patientsafetyincidentsreported

The contractor establishesand maintains a register of all patients
aged 17 and over with diabetes mellitus, which specifies the type
of diabetes, where a diagnosis has been confirmed

The percentage of patients with diabetes, onthe register, with a
record of a foot examination and risk classification: 1) low risk
(normal sensation, palpable pulses), 2) increasedrisk (neuropathy
or absent pulses), 3) high risk (neuropathy or absent pulses plus
deformity or skin changes in previous ulcer) or 4) ulcerated foot
withinthe preceding 12 months

The percentage of patients newly diagnosed with diabetes, onthe
register, in the preceding 1 April to 31 March who have arecord of
beingreferredto a structured education programme within9
months after entry on to the diabetesregister

Diabetes patients that have achieved all the NICE-recommended
treatment targets: Three (HbAlc, cholesterol and blood pressure)
for adults and one (HbA1c) for children

People with diabetes diagnosed less than a year who attend a
structured education course

Roll out of National Diabetes Prevention Programme
Strengthen primary care so it is the foundation for personalised
NHS care

Building the capacity and capability within primary care to support
the prevention agendaand provide

Proactive care for people with long term conditions, especially
those with complex care needs.

Demonstrating different ways of organising and delivering care,
particularly when harnessedto investmentin

Technology innovations. This will supportthe widernew care
models work.

NICE Quality Standard (NG19): Diabetic foot problems:
prevention and management

NICE Quality Standard Lower Limb Peripheral Vascular
Disease(CG147)

Peripheral arterial disease(QS52)

13



4. Diabetic foot problems: prevention and management NICE

guideline (NG19)

This guideline updatesand replaces NICE guidelines CG10 and CG119, and the
recommendations on foot care in NICE guideline CG15.
4.1. The NICE guidance covers preventingand managing foot problemsin
children, young people and adults with diabetes.* The guidelineaimsto
reduce variationin practice. Commissioners should ensure that;

o

(o]

A foot protection service for preventing diabeticfoot problems, and for
treating and managing diabeticfoot problemsin the community.

A multidisciplinary foot care service for managing diabeticfoot problems
in hospital and in the community that cannot be managed by the foot
protection service. This may also be known as an interdisciplinary foot

care service.

Robust protocols and clear local pathways for the continued and
integrated care of people across all settings, including emergency care
and general practice. The protocols should set out the relationship
betweenthe foot protection service and the multidisciplinary foot care
service.Regular reviews of treatmentand patientoutcomes, inline with
the National Diabetes Footcare Audit.

4.2. The foot protection service should be led by a podiatrist with specialist
training in diabetic foot problems, and should have access to healthcare
professionals with skillsinthe following areas:

(o]

(o]

o

Diabetology
Biomechanics and ortho
Wound care

4.3. The multidisciplinary footcare service should be led by a named healthcare
professional, and consist of specialists with skills in the following areas:

o

o
o
(o]

Diabetology

Podiatry

Diabetesspecialist nursing

Vascular surgery

e Orthopaedicsurgery

e Biomechanicsand orthoses

e Interventional radiology

e (asting

e Wound care

The MDTFC service should have access to plastic surgery, rehabilitation,

psychological and nutritional services

14



Healthcare professionals may needto discuss, agree and make special
arrangements for disabled people and people who are housebound or
livingin care settingsto ensure equality of access to foot care
assessments and treatments for people with diabetes. Each hospital
should have a care pathway for people with diabeticfoot problemswho
needinpatientcare.

A named consultant should be accountable for the overall care of the

person, and for ensuringthat healthcare professionals provide timely
care

Care within 24 hours of a person with diabetic foot problems being admitted to
hospital, or the detection of diabetic foot problems (if the person is already in

hospital)

4.4. Patient information and support

Provide information and clear explanations to people with diabetes and/or
theirfamily members or carers (as appropriate) when diabetesis, during
assessments, and if problems arise. Information should be oral and written,
and include the following:

Basic foot care advice and the importance of foot care.

Foot emergenciesand whoto contact.

Footwear advice.

The person's current individual risk of developingafoot problem.
Information about diabetes and the importance of blood glucose control.
Type 1 diabetesin adults, patient education and lifestyleadvice inthe
NICE pathway on type 2 diabetesinadults, education and information for
children and young people with type 1 diabetes and education and
information for children and young people with type 2 diabetesinthe
NICE pathway on diabetesin childrenand young people.

O 00O OO

5. Diabetes Transformation Funds

5.1. The NHS Shared Planning Guidance for 2017-2019 set out transformation

fundingfor supporting improvementin the treatment and care of people
with diabetes. Around £44 million of transformation funding will be used to
improve treatment and care for the 2.8 million adults and children
diagnosed with Type 1 and Type 2 diabetes.

The four areas of treatment and care include;

1  Increasing uptake of structured education
2 | Improvingachievement of the NICE recommended treatment targets

(HbA1c, blood pressure and cholesterol foradults, HbAlc only for children)

3 | Reducingthe number of amputations by improving access to multi-
disciplinary foot care teams

4 ' Reducinglengths of hospital stays by improvingaccess to specialist
inpatient support.

15


https://pathways.nice.org.uk/pathways/type-2-diabetes-in-adults/type-2-diabetes-in-adults-overview#content=view-node%3Anodes-patient-education-and-lifestyle-advice
https://pathways.nice.org.uk/pathways/diabetes-in-children-and-young-people/type-1-diabetes-in-children-and-young-people#content=view-node%3Anodes-education-and-information
https://pathways.nice.org.uk/pathways/diabetes-in-children-and-young-people/type-1-diabetes-in-children-and-young-people#content=view-node%3Anodes-education-and-information
https://pathways.nice.org.uk/pathways/diabetes-in-children-and-young-people/type-2-diabetes-in-children-and-young-people#content=view-node%3Anodes-education-and-information
https://pathways.nice.org.uk/pathways/diabetes-in-children-and-young-people/type-2-diabetes-in-children-and-young-people#content=view-node%3Anodes-education-and-information
https://www.england.nhs.uk/ourwork/futurenhs/deliver-forward-view/

Improving care of diabetes patients within these areas of focus will have a direct
effecton foot care improvement; however, thereis a specificemphasis upon the
development of a foot care MDT.

5.2. Fourteenout of nineteen CCGs from the two Sustainability Transformation
Plan (STP) areas in the NWC SCN applied for the transformational funding for
MDT Foot care totallingapproximately £1.9 million. The NWCSN will work
with successful areas to support the implementation and progress of the
improvementsidentified fordelivery. Over £1.5 million of funding has been
secured.

6. NWC Approach to diabetes foot care
6.1. NWC Primary Care Foot care Pathway & Lower Limb Peripheral Vascular
Pathway (Diabetes).
In 2013/14 a diabetes primary care foot pathway was developedin Cheshire

and Merseyside Clinical Network. The initiative wasled by a number of lead
clinicians, podiatrists, patients and other multidisciplinary team members and
was aligned to secondary care foot care pathways. The pathway received
national recognition and has been shared on a number of national websites.
Additional supporting materials were also made available to improve the
quality of initial foot screeningincludinga training package and e-learning
tool which was designed to support the face to face competency based
training sessions. The package provided participants with the knowledge and
skills required toidentify those with low risk feetand to be able to identify
and refer anyone with increased risk, high risk or ulceration appropriately
and promptly for specialist management. The guidelines were developed
utilising specificfoot care and diabetes guidance (NICECG10 and NICE
CG147). 3¢

6.2. In 2016/17 the SCNsreceived fundingto improve diabetesand a team has
been established workinginthe NWC patch. In light of more recent NICE
diabetesand peripheral arterial disease foot care related guidelines has
meant that the primary and secondary care foot pathways neededto be

updated and aligned to current evidence and good practice. 33,3637

6.3. The development of the new pathways has followed the ethos of the
previous good work of the diabetes network. The current pathway has been
developed adoptingthe previous principles: The primary care pathway is
designedto ensure:

o Allpatients with diabetes have access to regular high quality foot
screening which includes risk stratification.

16



6.4.

6.5.

o Footscreeningis delivered by an appropriately trained workforce and

quality assurance is builtinto the process.

o Foot problemsare identified early resultinginrapid assessmentand

treated whenrequired.

o Patientsare provided with high quality supporting education.
o Activefoot diseaseisrapidlyidentified and referred for urgent medical/

surgical input.

o Patientsrequiringaccess to specialist supportfrom a podiatry foot

protection team have rapid access to these services.

o Patientsrequiringaccess to a specialist multi-disciplinary foot care team

have rapid access to these services.

o Allmembers of the primary and secondary care foot service,

commissioners and patients are clear on the expected minimum
timescales and pathway for referral and treatment.

o Afocusis placedon management of diabetesto reduce the risk of foot

and other diabetesrelated complications.

The Diabetes Network has re-established a working group that has reviewed
the pathways inlight of changes to evidence, guidance and policy and have
developedanew refined and integrated pathway for adoption and spread
across the region. The group consists of commissioners, patients,
diabetologists, vascular surgeons, GPWSi, podiatrists, diabetes nurse
specialists, GPs and other stakeholders. The appendix attached providesan
interactive approach to viewingand followingthe care pathway for diabetes
foot care. This will be made available to health professionals across the NWC
region.

A joint NWCSCN and regional All Party Parliamentary Vascular Foot care
eventin April 2017. The aim of the Lancashire and South Cumbria Diabetes
Footcare Event was to provide a forum for all those involvedin diabetes
footcare to come together and discuss ways to improve quality of life for
patients and their carer(s), reduce amputation rates, improve patient
experience and reduce the cost to health and social care. Essentially, to
encourage change across a complex system of care. There were around 244
diabetesrelated amputationsin Lancashire in the past year alone and it is
believedthat4 in5 diabetesamputations could be avoided. Over 80 people
attendedthe eventand discussed several key areas.

17



Pitch
Footcare Pathway

How can we teach patientsto live
without pain?

Local access to specialist vascular
opinion

How can we effectively engage with
the government?

Health Education

Talking about mortality
conversations

Should podiatrists/allied health
professionals carry out BP/AF tests
as part of routine neuro/vascular
services?

Peripheral Arterial Disease service -
how do | influence my podiatry
manager/commissioners for my
Trust to do this?

Compulsory Mandatory Training

How do we move from reactive
services towards proactive
cardiovascular focused services?

Vascular Podiatry Service

How to encourage patient
attendance structured education?

Key point

It is worthwhile to articulate the pathway
in its entirety; this can be broken down
and simplified once all information
necessaryis captured.

Focus on a catchphrase to capture
attention of the publicand promote
patientself-care to live without pain.

High level engagement with CCGs and
Trusts isneeded.

Funding needsto follow the patients, if
thereis a budgetfollowinga patient, there
would be a clinician followingthe patient
throughout the pathway.

Identify the health behaviour change that
the personbelievestheycan achieve, in
manageable bites, to empowerthem to
make further changes.

Conversations around risk factors early on.

Currently a missed opportunity to capture
early diagnosis.

The clinical network will work with
vascular clinical representatives to adopt
good practice and to follow good practice
guidelinesand standards.

We needto focus on education,
particularly for front line staff dealing with
diabetes patients.

Redesign of the process from foot
screening onwards.

Here is a need to renew patient
cardiovascular risk factor information
booklets.

Patients need lifetime education.

18



Delegates at NWCSCN and All Party Parliamentary Group Vascular event.

The number

of

amputations

in Lancs and
South
Cumbria STP
in 2016.




7. Footcare Pathways

Primary Care Footcare Blueprint 2017
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roblom dutected st Primary Care Footcare Blueprint 2017
Acnusl Netew
ient sttencs
£ primany/ Foot screening and risk stratification tool
W:;“’" bnitial diagnoziz of GP/Primary Care
ot No neuropathy AND
v:hdlepaﬁmh No limb izchzemia AND 3
primary care No zkin changes or foot deformity O Adminizter Footcare bundle
AND provide lesfiet AH s
No previous ulcer or amputation [—»  appropriste
” AND O Anrual Foot Review - Ensure
‘ Not on renal replacement therapy this iz arranged
Complete initial foot
aszessment within 12 weeks
{either GP or community . -
podiatry teamy/ foot Comemunity Pediatry (Foot Protection Service)
. Refer to Community Podiatry/Foot A
o w© ery,
v 3 NesupinO® . o Service if not aiready known to them.
Arranse up o 3 contac: zeszions @ Now aiticat i iscloenia o Administer Foot Care Bundie & lesflet A4+ 25
with the "  o jncid »| Moderate n:mmm | i
footcare education within 1 week i WER S S s Guidance note: Enzure patient has sppGintmant withn &-
. S weeks. If alrendy under Foot Frotection Service then

recall for aszessment in 3-€ months

#«oles and Responsibilities

GP

Q Toassess new disbetes patients feet
3 Utilise risk stratification tool
Q READ code appropriate activity

Guidance note: Ensure patient Nas aDDOINtMENt Wi
4 wesks. I airesdy under Foot Protection Senvice, then

FPS recall for assessment in 1-2 months (1-2 weeks if there is
3 Receive and act upan the GP referral within appropriate — |immediat= concern)
timescales
3 Provide discharge information a: required - nform GP practice
[MDET
3 Receive and act upon the GP referral within appropriate
timescales
3 Provide discharge inft ion as required - Inform GP practice
[Patient

3 Inform the GP of any foot problems
3 Attend any appointment

o from Floar '\}'

Rk Strauncaton & Reteal Form QJ'»[ J
=1 Dinchangs Lirttnr Pollawing inpatient Stay 8 )

|Fostzare Husdie (%) =4

"~ |Low Fisk Feet (&)
| Inatione Foor Pattuery (8D nccior e Bk ot 78}
L = —
Pu!pn:mtlumimni »\;,lmmm( (5) m
MOT Dischargs Summory (5) | Lo kirg Alser Your Fost Wit (o)

To viey ad forms ck the appropriate number/ North West Coast
the Claudication and Neuropathic Pain ervt Stratogic Clinical Nutworks

Click here to
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|mmmm&mnnm (3) jadefitioral information ta MOFT afte L

= [dishaegs from Emergency Floce P
| seratdication & Reterral Form (2) ;

=4 e Wlomdulmun:mw
|lnme-nd|: {37 ¢

= |Low Risk Feet (%)
[Mpationt Foot Pathway :¢)M° s )
|Cuzpatienn Record sheet {5 [Vigh Risk Feet ©
|mv Discharge Summary () [Leoking Alter Your Foat Ulcw ®

o view/download forms, please click the appropnate number /letter

Click here to access the Claudication and Nedropathic Pain Assessment

O Receive and act upon discharge
information or referral
MDFT/Hozpital

O Manage active foot wiceration

T Discharge mod /high beck to FPS

QO Provice discharge information to GP/FPS

QO Ensure that appointments are kept
QO Contact GP or FPS if any new

North Wast Coast
Stratngic Clinical Notworks

Community Podiatry/ Foot Protection
Service Footcare Blueprint 2017

Foot screening and risk

stratification tool

|

Neuropathy OR

Chick for Homepag
GP/Primary Care|
ad mmm;
& leafiet A-H 3 appropriate
“|0  Annual Foot Review - Ensure
e
Community Podiatry {Foot Protection Service)

o Recali for assessment in 3-6 months

o Administer Foot Care Bundle & leaflet A-H as
approprizte
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Hospital Entry via ARE/AMU Hospital Care Footcare Blueprint 2017
(1)
) Nt Legs and feet
Patient with diabetes admitted ﬁ:‘e Problem = Monitor az part of
£ >
for any other reason within 24 detected? PEEGRNE 2rE £are
hours
Referred from GP/other healthcare
practitioner 3
Assessment of
#l - 2 - .| patients feet
Referred via Foot Protection Service P it
s 3id)
Patient presents with
foot problem at A&E
: A aris Outpatient
Hospital entry via MDFT Clinic management of = of@ —— B
Jac M put »| patients feet »| recuired for foot » m"g’"‘;sd‘”
i Referred from GP be seen by MDFT {32 per Trust policy) diseaze i
Referred from FPS ""‘"'"; u;omns
ay

e irdormation

— o, ———————— Roles and Responsibilities |Wﬂ'
|cuumd Fout Examination (1) {additional tnformation to MOFT aftee ) E 2
=" |dischaeps from Emergency Fioor g = O icentity a named consultant for patient care
Rk $1raification & Refermal Form \3) - O Provide ti o SRR
= e il Latiar Fallowing Wpasiont Stw(E ) O Receive patient discharge summary and code on ; / o
|¥norcare (3) D Comp of Y B
2 [Low Risk Feet (%) S RN pten O Refer ta FPS for angoing management/
[1satiens foot puttway (4) " i
= [Moderate Risk Feat (8) g on B
|o.qmm Record Sheet (5) [Miah Rk Foct {c = z SRR o Ptk
3 2 O Review patient within appropriste timescales =) Sk o
m MDT Dischiae s Scmmary (8 ) |Loaiting Atter Your Feot Uear (0} 3 e o ok ipion sacarye Snforition or Pl e eyt
To view/download forms, please dick the appropriate number/letter referral Q )0 fook) amyace
Narth Wea Coast Chick bere to access the Claudication and Neuropathic Pain Assessment —

Strangic Clinical Networks
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GP

Patient attends
primary/community
care 3ppt ﬂ
Initial di of
dizbetes confirmed WM::
S foot problem or
3t consultation roblem detectnd st
with the patient in Amnval heview
primary care

Forms and Guidance & Patient Information

lFocusedFanl'li\nion C)wmwmm 5

Diabetes Footcare
Floor

Legs and fest

within 24 hous

MUST be chacked

(o per Trust
dechilen ald)

le——

Outpetient macagement
of oot ke (munt be seen
By MOFT within 1 working

day)

Rizk Stratification & Referral Form (2)

dizcharge Emerg

- Blueprint 2017

® Discharge Letter Following inpatient Stay( 8 )

Low Risk Feet (a)
Inpetient Foot Pathway Ol ara 0}
|Outpatient Record Shest (5 [tigh Risk Feet ©
MOT Discharge Summary |I.ndi|'AhquFootllm (:)

To view/download forms, please dick the appropriate number/letter

SN

Click here to access the Claudication and Neuropathic Pain Assessment

Foot screening and risk stratification tool

INHS

Horh West Count
Strmtngh CHnwal Networks

GP/Primary Care
S Noneuropsthy AND = 3 2 Recsll for
o Nokmpischaemis AND 3 Adminizter Footcace Sl
S Noskinchanges orfoot deformity AND & provide leafiet A-H 2 screening
S No pravious wicer or smgutation AND [—P]_. Speopate o Administer
S Mot onrenal repiacement therapy O Annual Foot Review - Enzure FomCan
this iz arranged Bundl
Community Podiatry (Foot Protection Service)
3 Neuropathy OR = Refertod yF y/Foot ¥
3 Noncritical Smb ischeemis OR Service if not already known to them.
L Moderate Q Rptmm‘qon o Administer Foot Care Bundie LA 2pprop
3 Sknchanges other then caliss Guicance note Enzure patent naz spduATANt within 68
\wesiz if sresdy under Foot Frotection Service then racall for
in 3-€ montns

note: Ensure patient has sppointment within 2-3

|2zzsezzment in 1-2 months {1-2 weelks if there iz immediate

weeks. If sresdy under Foot Frotection Service, then recail for|

| July 2017 {to be revised in July 2018) |
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RISK STRATIFICATION

Risk Stratification

DEFINITION

ACTION

Low Risk

No neuropathy AND

No limb ishaemia AND

No skin changes or foot deformity AND
No previous ulcer or amputation

Not on renal replacement therapy

Administer Foot Care Bundle
Recall for Annual Foot Screening

Moderate Risk

Neuropathy OR

Non critical limb ischaemia OR
Foot deformity Or

Skin changes other than callus

s Administer Foot Care Bundle
Refer to Foot Protection Service — Ensure
patient has appointment within 6-8 weeks

High Risk

Neuropathy + non critical limb ischaemia OR
Neuropathy + callus/deformity OR

Non critical limb ischaemia + callus/deformity
OR

Previous ulceration or amputation OR

On renal replacement therapy

Administer Foot Care Bundle
* Refer to Foot Protection Service — Ensure
patient has appointment within 2-4 weeks

Active Foot Disease

Ulceration
Suspected Charcot neuroarthropathy
Cellulitis or spreading infection

« Administer Foot Care Bundle

+ Refer to Foot Protection Service — Ensure
patient has appointment within 1 working

day

INHS |

North West Coast
Strategic Clinical Metwiorks

FOOT CARE BUNDLE

. Provide general foot care advice

. Document risk level for each foot individually
. Inform patient of risk for each foot individually

. Provide Foot Care Information Leaflets based on individual risk
. Provide emergency contact numbers in case of development of acute foot problems

Click for Homepage

RN
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Information and forms

Please follow the link in order to access the relevant forms and information sheets available in
this pathway. You will be able to adapt or use the forms freely

T — Forms and Guidance & Patient Information

— - =

- Focussed Foot Examination [L) Additional Information to MDFT after '%

NS = |discharge from Emergency Floor '\T)

R —— Risk Stratification & Referral Form (2 )
M N— T w\\oﬁ = |Discharge Letter Following Inpatient Stay(8 )

P o’ Footcare Bundle (3) — =

ey - \‘ . — \
= Q¢ — =" |Low Risk Feet (®)

004 =3 : (2
00, 1S Inpationt Foot Pethwey o) [Moderate Risk Feet (®)
” ~ :>\~ Eh' A A —

{" : > = Outpatient Record Sheet (5 [vigh Risk Feet ©
> — et ~
I (> - ——— - MDT Discharge Summary f\f_’) ll.ooking After Your Foot Ulcer ( P)

/ o — —— To view/download forms, please click the appropriate number/letter
/ Z ——— -_—— Click here to access the Claudication and Neuropathic Pain Assessment

Click here

To access and download the Pathway, forms and information


http://www.nwcscnsenate.nhs.uk/strategic-clinical-network/our-networks/cardiovascular/diabetes/key-documents
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