




There will be many examples  of exemplary 
care in your country

 Some areas will have 
more of the pieces in 
place than others

 You need to have a 
way of ensuring that 
you have all the 
pieces in the correct 
place at the correct 
time





Look upon the framework as 
‘the glue’

 Cementing together all 
the pieces of the jigsaw 
correctly to

 ‘raise the bar’ of diabetes 
foot service provision

 https://www.wounds-
uk.com/resources/detail
s/capability-framework-
integrated-diabetic-
lower-limb-care-users-
guide2

https://www.wounds-uk.com/resources/details/capability-framework-integrated-diabetic-lower-limb-care-users-guide2


So let me talk you through one of 
my cases



Neuro-Ischaemic toe



A ‘wee bit’ of scalpel work



Referred to orthopaedics



Getting impatient



After removal of bone



Healing



Healing well



In Remission



REMEMBER..........what I always say to anyone 

shadowing the foot clinic

It’s not always what you put on a diabetic 
foot ulcer that heals it.

IT’S WHAT YOU TAKE OFF IT !!



But also remember what 
Prof David Armstrong said........

“ We don't heal diabetic foot ulcers....we 
only put them into remission”!!!!

So the job for the multidisciplinary foot 
team has just started



What needs to be in place........?

 Encourage the constant education of patients, daily 
foot checks, what to look out for and who to contact

 Encourage clinicians to regularly assess the at risk 
patients and deliver care according to risk

 Encourage clinicians to provide insoles/footwear 
according to risk and degree of deformity 



I think we should be trying to prevent some 
of our ‘at risk’ patients ‘tipping’ into the 
Active or Ulcerated group

 I think we should be 
providing ‘Intervention’ to 
the ‘at risk foot’ in an effort 
to prevent it becoming
Active or Ulcerated 

 I think we need to try and 
move the treatment 
compendium further back in 
the disease progress and 
concentrate more on 
prevention rather than 
just...........



Diabetic Foot Journal

 Article by Neil Baker; Consultant Podiatrist, formerly 
Ipswich Hospital NHS Trust Suffolk UK

and 

 Kristen van Acker; Consultant Diabetologist, Belgium 
and Chair of the International Working Group on the 
Diabetic Foot

Title of Article;

 Success at the World Health Organisation –
diabetic footwear recognised as essential! 



The opening paragraph of the 
article reads.............

 Therapeutic footwear for people with diabetes 
designed to help prevent ulceration relapse has been 
shown to be effective (Uccioli, 1995; Viswanath et al, 
2004; Bus et al, 2008; 2013; Ilbrecht, 2014). It is not 
known how effective prescribed footwear and 
orthosis are in those patients identified as ‘at risk’ in 
the prevention of new ulcers. However, it would be 
sensible to assume that prescribed therapeutic 
footwear would have some efficacy.



I like to call it First Aid for the 
‘At Risk’ foot

 To me its a ‘no brainer’ 

 Target the ‘at risk’ groups more aggressively

 Will all patients be concordant with this

 No 

 Would it involve investment

 Yes but invest to save

 Do I personally think it would help

 Yes if introduced in a structured manner  



In Patient care



If a patient is admitted to hospital 
or other care setting

 We must protect them against iatrogenic harm

 To protect the patients

 To protect ourselves....litigation

 National campaign

 CPR for feet



National campaign in Scotland

CPR for Feet

What is it?
It is a very simple system to make sure on admission to 

hospital or any care setting every patient:

1. Have their feet Checked

2. If their feet are at risk, they are Protected

3. If they are discovered to have an existing problem, then 

they are Referred appropriately



So what are we trying to avoid?

We need to prevent the 
preventable!!!



Who is “at risk”? 

 Elderly

 Frail

 Immobile/bedbound/

chair bound

 Malnourished

 “Special risks” – diabetes, vascular disease, CVA, renal 
impairment, during surgery, post operative patients



Why do we need 
CPR for Feet?

 Hospital acquired foot ulceration/pressure damage is;

 Unnecessary

 Delays discharge 

 Is easily preventable 

 Causes unnecessary distress to patients

 Costs our National Health Service vast sums of money

 Results in litigation



New pressure relieving/reducing range 
approved for use in 

NHS Scotland

 Introduced via the Clinical Advisory Panel (CAP) process in 
consultation with Infection Control, TVS’s, Ward staff & Podiatry

 Legal process 

 Award of the National contract

 Lowering of cost of devices

 Ensuring quality

 Evidence based and clinically effective

 Commitment to support each HB around the country with training

 Will save us as clinicians valuable time and the National Health 
Service £££



At risk and ambulatory

HeelSafe



Patient who is at risk or active ulcer but 
non-ambulant



CPR posters and pressure 
relieving algorithms



CPR badges

• Double card  holders

• Name badge and CPR card

• Constant reminder

• Inspection mirror on back



New on line training resource

 New Resource – CPR for Feet

 An educational tool for clinical and social care staff 
engaging with patients and persons at risk

https://learn.nes.nhs.scot/3704/rrheal/healthy-
aging/cpr-for-feet

https://learn.nes.nhs.scot/3704/rrheal/healthy-aging/cpr-for-feet


All of this information is available...

 Diabetes in Scotland website

www.diabetesinscotland.org.uk

http://www.diabetesinscotland.org.uk/






So .... In Conclusion

 Try to ensure screening of your patients is in a 
standardised efficient manner

 You need to educate your patients in self management 
and they must know what to look out for and who to 
contact if they have a problem

 Try and prevent your at risk patients from ulcerating

 Any patient identified as having active foot disease needs 
to be referred to a multidisciplinary foot team 
urgently.....delay results in poorer outcomes

 Time is tissue !!!!



Thank you for listening
and greetings from a 
‘Sometimes Sunny’

Scotland 




