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Housekeeping, Zoom Webinar

All attendees are muted

Please ask questions via the Q&A box only
Q&A will be at the end of the presentation

This session is being recordggbu will receive a linko
this recording and copy of slides in post sessicorrespondence.

Questions will be asked anonymously to protect your privacy

Welcome to Q&A




Housekeeping, Zoom Webinar

Please ensure you have joined the session using the

same name as your event registration O participants (2
(or phone number, if you have dialled in) (D \wvPHN Education (Host, me)
u lane Example
NWMPHN uses ZoomO0s participant |1 st t

attendance and certificates and CPD will not be
Issued If we cannot confirm your attendance.

If you are not sure if your name matches, please
send a Chat message to ONWMPHN Educat

to identify yourself.
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Latest News

15 September
¥ Health.vic

Health alerts and advisonies (3

15 September
§ TGAalerts

TGA alerts:

« Safety Alerts [ (for health professionals)
« Recall Actions [ (for health professionals)
« TGA Medicine Shortages (2 (for health peofessionals)

2 July

1 Victorian Government investigation of sexual assault
allegations

The Victorian Government Is investigating sexual assault
allegations Involving a former childcare worker (4 linked to
multiple centres across Melbourne. See further information (4
Including support for concerned families and a dedicated advice
line,

Pathway Updates

Updated - 29 September
Ovartan Cancer - Established

Updated ~ 29 September
Clozapine

Updated - 26 September
Gastroenteritis in Children

Updated - 25 Seprember
Sore Throat In Children

Updared - 25 September
Acute Otitis Media

VIEW MORE UPDATES...
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HealthPathways Diabetesrelated Foot Disease and Screening

Diabetes-related Foot Disease and Screening

Assessment

1. Offer annual foot screening:

« 1o all adults with diabetes, from diagnosis.

« to children with diabetes, usually from 10 years after diagnosis.
2. Take a history v.

o piiks Click on the dro.p-down arrow to view
supplementary information

o Perform a visual inspection of the foot A

Visual inspection of the foot
Look for:

« current foot wounds and/or infection.

« nail condition and any impingement on adjacent toes.

« interdigital problems.

« skin changes e.g., dry fissured skin, skin atrophy, callus formation:
« Check nails for infection.
« Ulcers can be masked by deep corn or callus.

« structural changes e.g., high arch, clawed toes, bunions.

« foot swelling.

« Check skin temperature v - warm, normal, or cold.

« - Look for signs of neuropathy v and ischaemia v - a foot can be neuro-ischaemic and have a mixture of features:
o Check for foot sensation using 10 g monofilament.
o Check vibration with tuning fork.

o Check tendon reflexes - ankle, and if absent, check knee reflexes. /
o Perform peripheral arterial disease examination v to check for ischaemia.
« Look for signs of foot care emergencies or red flags Vv, including:
o Ulcers or wounds exposing tendon, bone, or joints - consider ulcer swab for microscopy, culture, and sensitivities (MCS).
o Severe, spreading, systemic, or limb-threatening infection v
o Osteomyelitis v.
o Critical ischaemia V.
o Active (acute) Charcot foot v.
« Look for signs of active foot disease v.

4. If no active foot disease, stratify risk. Note that Aboriginal and Torres Strait Islander people should be considered high risk until
assessed otherwise.

o Highrisk v

« Moderate risk v

« Look for signs of neuropathy A and ischaemia » - a foot can be neuro-ischaemic and have a mixture of features:

Signs of a neuro-ischaemic foot /

« Cool, hairless, with diminished or absent pulses

« Pink with atrophic skin

« May be painful

« Ulcers are usually on the edges of the feet with very little callus.

« The main complications are intermittent claudication, rest pain, gangrene, and amputation.

/

« Warm, numb, often painless, with palpable pulses
« Dry skin with distended dorsal veins

Signs of a neuropathic foot

« Ulcers are usually plantar and may have callus around the uicer.

« The patient may not be aware of any uiceration due to the loss of protective pain sensation, and continue to walk
onit.

o Check for foot sensation using 10 g monofilament.

o Check vibration with tuning fork.

o Check tendon reflexes - ankle, and if absent, check knee reflexes.

o Perform peripheral arterial disease examination v to check for ischaemia. /
« Look for signs of foot care emergencies or red flags 4, including:

Red flags

« Ulcers or wounds exposing tendon, bone, or joints
« Severe, spreading, or systemic infection

o Osteomyelitis

o Critical ischaemia

« Active (acute) Charcot foot

o Ulcers or wounds exposing tendon, bone, or joints - consider ulcer swab for microscopy, culture, and sensitivities (MCS).
o Severe, spreading, systemic, or limb-threatening infection V.

o Osteomvelitis A




HealthPathways Diabetesrelated Foot Disease and Screening

Diabetes-related Foot Disease and Screening

Management

Diabetic foot ulceration is serious and is best managed by a multidisciplinary foot care team.

1. Arrange immediate emergency assessment if:

w

o o

W o~

« acute or critical limb ischaemia,

« osteomyelitis,

« infected foot uicer and systemically unwell or febrile,

« severe infection with associated systemic features, or

« invasive infection or rapidly spreading cellulitis (i.e., peripheral redness around the wound > 2 cm).
Manage any active foot disease A . If suspected acute Charcot foot, arrange immediate immobilisation, via the emergency

department if necessary./

Active foot disease

« Refer 10 high risk foot clinic if: /
« foot ulcer or pressure injury with mild to moderate infection (< 2 cm erythema) and treat with antibiotics v.
= necrosis or dry gangrene (with or without ulceration).

« suspected acute Charcot foot, and arrange immediate immobilisation, via the emergency department if necessary.
If unable to access immobilisation, advise strict offloading v until immobilisation is available.

« lower limb ischaemia with foot ulceration.
« chronic non-healing foot wound (> 1 month with no reduction in size).

« Apply appropriate dressings and closely monitor all wounds and ulcers.

. If no red flags v or active foot disease, manage based on risk:

« Highrisk v
« Moderate risk v
« Lowrisk v
Manage specific complications:
« Painful diabetic neuropathy v
« Peripheral arterial disease - follow the Peripheral Vascular Disease pathway.

Give tetanus vaccination ¥ if indicated.

. Ensure elderly or visually impaired patients, or patients with physical disabilities, have help with regular foot care and refer for

podiatry assessment, (
. Consider the Foot Forward for Diabetes [ program for patient education and information on foot care.

For all patients, optimise management of co-morbidities and risk factors:

« Type 1 diabetes and type 2 diabetes: /
o Advise patients to register with National Diabetes Service Scheme (NDSS) (2.

o Arrange appropriate care plans and heaith assessments. Note that Aboriginal and Torres Strait Islander people are
eligible for up to 10 extra allied health sessions following a health assessment and are eligible for up to 10 allied health
sessions [/ followina a CDM plan

Active foot disease
o Refer to high risk foot clinic if:

« foot ulcer or pressure injury with mild to mod infection (< 2 cm eryth ) and treat with antibiotics A.

Antibiotics

General Principles:

o 0 pathogens in mild infecti include Staphyl and beta-haemolytic
streptococci.

« Polymicrobial infections are more likely if the ulcer is > 4 weeks old or recent antibiotics were used.

« Consider MRSA risk in high-risk patients (e.g. prior MRSA colonisation/infection, recent hospitali
residential care).

« Always modify treatment based on culture and sensitivity results.
Mild infections — low risk of polymicrobial infection

First-line:

o [@Flucloxacillin 500 mg orally 6-hourly, or

« @Dicloxacillin 500 mg orally 6-hourly

Penicillin allergy (non-severe) - @ cefalexin 500 mg orally 6-hourly
Penicillin allergy (severe) — treat as high MRSA risk

Mild infections — low risk of polymicrobial infection, high risk of MRSA
« @ cClindamycin 450 mg orally 8-hourly, or

« [@Doxycycline 100 mg orally 12-hourly

Alternative (monitor renal function):

« @ Trimethoprim + sulfamethoxazole 160 + 800 mg orally 12-hourly

e Check creatinine and potassium before and within 7 days of starting.
Mild infections - high risk of polymicrobial infection

First-line:

o @ Amoxicillin + clavulanic acid 875 + 125 mg orally 12-hourly, or

o [@Cefalexin 500 mg orally 6-hourly

o Plus @metronidazole 400 mg orally 12-hourly

Penicillin allergy (non-severe) — use @ cefalexin + @ metronidazole regimen
Penicillin allergy (severe) - treat as high MRSA risk — see below.

Mild infections - high risk of polymicrobial infection and MRSA

o @ Trimethoprim + sulfamethoxazole 160 + 800 mg orally 12-hourly, plus
o @ Metronidazole 400 mg orally 12-hourly

Monitor renal function and p ium at baseline and within 7 days.




HealthPathways Adult Podiatry and Foot Clinic Referral

Adult Podiatry and Foot Clinic Referral

Public Hospitals

For patients aged = 16 years.
1. Check criteria of relevant service.
2. Prepare the required information v
3. Refer to the service.

« Consider:
o General Practice Referral Template v

o Hospital GP Liaison v
o Aboriginal Hospital Liaison Officer v B3

« If patient at risk of hospital admission with chronic or complex condition e.g., cardiovascular disease, complex diabetes,
chronic respiratory disease, consider referral to a Complex Care Program.

Eastern Melbourne v
North Western Melbourne A /
Alfred Health Podiatry Clinic

Northern Health Foot Procedure Unit

St Vincent's Hospital Melbourne High Risk Foot Clinic

The Royal Melbourne Hospital Diabetic Foot Clinic

The Royal Melbourne Hospital Podiatry Clinic

Western Health - Bacchus Marsh, Melton and Caroline Springs
Adult Podiatry Clinic

Western Health Diabetes Foot Service

Melbourne, City of Melbourne

Epping, Whittlesea

Fitzroy, Yarra

Fitzroy, Yarra

Parkville, Melbourne

Parkville, Melbourne

Melton West, Melton

Footscray, Maribyrmong

Western Health Diabetes Foot Service

REFERRAL opnons/

Fax

Referral form(s)

(03) 8345-6529

Referral Form [

Footscray, Maribyrnong

Service-specific criteria /

Inclusion criteria:

Diabet lated foot problem, including but not limited to:

« Non-healing foot ulceration > 1 month with no reduction in
size

« Active Charcot Foot

« Footost yelitis with ulcerati

h

s Chronic i ic signs and symp of the lower limb

with foot ulceration

Exclusion criteria:
« Patients without diabetes
paf. '™ Aiakati foo' b, A

. Is for
* Resolving ulcerations

« Requiring foot and/or orthotics not related to an active
foot wound

« Patients in residential aged care facilities. If required, refer to
relevant medical/surgical Western Health outpatient clinic.

Pre-referral link

Information for referrer /

Referrals for the DFS Clinic must include:
« Diabetes history e.g. Type, year of onset
« Medical history
« Maedications, including current antibiotics
« Recent pathology tests e.g. routine bloods, HbA1¢c, wound
swabs
« Recent vascular imaging e.g. Duplex ultrasound
« X-ray or other imaging, with results/reports
« Wound history and location
« Details of any current podiatry involvement
Urgent conditions are beyond the scope of these guidelines. If

immediate assessment is required, refer to Footscray Emergency
Department.

Referral Advice: Phone the DFS on (03) 8345-7356 or the DFS
Coordinator on 0466-487-727.

GP referrals to Western Health specialist clinics need to be
addressed to the relevant Head of Units (HOU) or Clinical Lead,
otherwise referrals will be rejected. GPs can select the relevant
HOU here.
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HealthPathways Relevant and Related Pathways

Melbourne

Relevant and Related Pathways Referral Pathways

Adult Podiatry and Foot Clinic Referral

Acute Diabetes Referral (Same-day)
Non-acute Diabetes Referral (> 24 hours)
Diabetes Education Referrals

Acute Endocrinology Referral (Same-day)
Non-acute Endocrinology Referral (> 24 hours)
Adult Dietetic Referral

Exercise Physiology Referral

Diabetes-related Foot Disease and Screening
Managing Type 2 Diabetes

Medications for Type 2 Diabetes (Excluding Insulin)
Diabetes-related Foot Disease and Screening
Glycaemic Control

Hypoglycaemia

Insulin

Newly Diagnosed or Suspected Type 1 Diabetes in Adults
Self-monitoring Blood Glucose (SMBG)

Screening and Detection of Diabetes and Pre-diabetes
Health Assessments

CPD Hours for HealthPathways Use

Disclaimer: For presentation purposes only


https://melbourne.communityhealthpathways.org/25013.htm
https://melbourne.communityhealthpathways.org/25013.htm
https://melbourne.communityhealthpathways.org/25013.htm
https://melbourne.communityhealthpathways.org/50941.htm
https://melbourne.communityhealthpathways.org/24232.htm
https://melbourne.communityhealthpathways.org/25013.htm
https://melbourne.communityhealthpathways.org/25013.htm
https://melbourne.communityhealthpathways.org/25013.htm
https://melbourne.communityhealthpathways.org/25017.htm
https://melbourne.communityhealthpathways.org/23529.htm
https://melbourne.communityhealthpathways.org/43152.htm
https://melbourne.communityhealthpathways.org/78837.htm
https://melbourne.communityhealthpathways.org/70032.htm
https://melbourne.communityhealthpathways.org/70032.htm
https://melbourne.communityhealthpathways.org/70032.htm
https://melbourne.communityhealthpathways.org/28337.htm
https://melbourne.communityhealthpathways.org/28337.htm
https://melbourne.communityhealthpathways.org/28337.htm
https://melbourne.communityhealthpathways.org/77102.htm
https://melbourne.communityhealthpathways.org/70263.htm
https://melbourne.communityhealthpathways.org/65371.htm
https://melbourne.communityhealthpathways.org/70263.htm
https://melbourne.communityhealthpathways.org/70263.htm
https://melbourne.communityhealthpathways.org/70263.htm
https://melbourne.communityhealthpathways.org/70269.htm
https://melbourne.communityhealthpathways.org/70269.htm
https://melbourne.communityhealthpathways.org/70269.htm
https://melbourne.communityhealthpathways.org/23168.htm
https://melbourne.communityhealthpathways.org/145671.htm
https://melbourne.communityhealthpathways.org/145671.htm
https://melbourne.communityhealthpathways.org/145671.htm
https://melbourne.communityhealthpathways.org/102077.htm
https://melbourne.communityhealthpathways.org/102077.htm
https://melbourne.communityhealthpathways.org/102077.htm
https://melbourne.communityhealthpathways.org/53578.htm
https://melbourne.communityhealthpathways.org/102139.htm
https://melbourne.communityhealthpathways.org/145650.htm

CPD Hours for HealthPathways Use and the CPD
RepOrU ng TO?elp 1: Access Pathway page

HealthPathways Melbourne has CPD hours for

HealthPathways Use to support clinicians in meeting
their CPD requirements through everyday use of the

platform
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Step 2: Add Learning Notes

/7 Add learning notes

What did you learn, and how will this impact your practice? What related follow-up activities de
ou plan to do?

 pour Comvervence. nchate the CPD ¢ ategory (¢ §. e0ucanonyl sctvities) and the date Ths wil make 2 easeer 1o oot
M Create B TNOrough report aner Do not nchude 3y PaTer? sdentfiadie o Crmytin

For further information on the CPD reporting tool, please see these videos:

1 How to create a CPD report

1 How to add learning notes

= .« CPDReporung

Create a report

| ear nionigCrneoattees ba CP D

Learning notes CPO reports

Al Reports / Pgychosis
Report name

Prpchona Add your reflection
Date range

01/03/2025 - 08/04/2025

Regort reflection (optional)

What &d you learn, and how will Tus impact your practice” What related folow wp activities do
you plan 10 undertake?
Do rot inchude any patent sdentifatie nformaton

Add pages you've reviewed
including reflections for each

Pages and total time

Add pages and total time you spent using thPat 10 log for CPD credit
Time on page is recorded
Page Category

Psychoss - First Episode Mental Health

See Total ume
Meibourne Communty HealthPathw 11 mins

Reflection Save report as PDF for
7 Asdnete submission

Step 3: Generate Your CPD Report

A Go to the CPD Reporting section.

A Add reflections, review pages, and confirm time
spent.

A Export your report as a PDF for submission
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https://aus01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fhealthpathways.cmail19.com%2Ft%2Ft-l-gljtytt-tijtjdirit-u%2F&data=05%7C02%7Ccrystal.barbedo%40emphn.org.au%7C002f1181963748d7633308dd7bda7aa9%7C64637d7cf140454aaf0853707c601785%7C0%7C0%7C638802900503291918%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=UjJa4XmEwOudDIsMWyPzqza7V5XjYaHlziPAhYX0aBE%3D&reserved=0
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https://melbourne.communityhealthpathways.org/145650.htm
https://melbourne.communityhealthpathways.org/145650.htm
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DuodenaMusosaResurfacing

ANovel treatment for T2DM first in human study
AThree research groups worldwide

AEndoscopic day proceduted DI A I N2 8 O2 LB b ¢
AModified scope to second part of the duodenum

AEnergy applied to superficial layer of mucasablation
AScope removed

AModified diet afterwards

AProton pump inhibitor for 7 days



Role of Duodenal Mucosal Hyperplasia in Metabolic Disease

Normal duodenal lining
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Resistance
Syndrome

Excessive duodenal hormone signaling leads to insulin resistance

[1] O ¢ B r et &l @ell 2012 [2] Gniuli et al Diabetologia 2010 [3] Theodorakis et al AJPEM 2006 [4]
Theodorakis et al D Care 2004 [5] Fractyl i Gubra collaboration (Presented at ADA 2018)



Courtesy of BKA, Cedar Sinai, CA



Duodenal Mucosal Resurfacin

A Duodenal Mucosal Resurfacigdn Endoscopic Approach to Treating Type 2 Diabetes

A Screening upper Gl endoscopy
A Major papilla identified and marked

\ Catheter inserted into scope and
extends from tip of endoscope

A Endoscope and catheter passed into D2

A\ Sequential ablations are completed to
ablate the mucosal surface of the
duodenum distal to the papilla until the
end of D4

A Ablations performed under direct
endoscopic vision

A Does NOT require radiation
A\ Does NOT require guidewire

Duodenum

Endoscope and Catheter

g Procedure

19 of ##



3) No Hyperemia
No Capillary Expansion
No Excess Fat & Chyle Deposition

Courtesy of BKA, Cedar Sinai, CA
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DMR Clinical Outcomes

A DMR with hydrothermal ablation showed significant HbA1lc reductions (~1.2% at 6 months) and
fasting glucose improvements, but early studies reported duodenal stenosis as a complication.
(Rajagopalan et al., 2016)

A Procedure modifications in a multicenter study (Van Baar et al.) improved safety, leading to
sustained metabolic benefits (HbAlc, fasting glucose, insulin resistance) at 24 months, with only
one mild SAE reported.

A A randomized, sham -controlled trial found HbA1c and liver fat reductions, but overall results were
not statistically significant, though subgroups with high fasting plasma glucose showed
improvements.

A A systematic review/meta -analysis (Lin et al.) confirmed DMR significantly improves metabolic
parameters, independent of weight loss

A The first human study using non -thermal ablation demonstrated promising glycemic improvements,
a 100% technical success rate, and no severe complications, with complete mucosal healing in 4
weeks.
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DuodenaMusosaResurfacing RESTORE

AAge 2270

ABMI 2240 (45)

AT2DM <10 years

AHbAlc 7.1:10%

A2 or more noninsulin medicine (eg OHG, GLP1)
ANo history of gastric surgery or coeliac disease

Patients looked afterby Western Health diabetes tean (Endo, DNE, dietician)

for éLZ months after procedure. Car parking paid and gift cards $150 after each
VISI

Pts undergo: blood tests, DEXA scans, blinded CGM, procedure and two follow
up scopes
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Acknowledgement of Country Western Health

Western Health acknowledges the Traditional Custodians of all the
lands and waterways on which our staff, volunteers, consumers and
caregivers come together.

As we work, learn and grow, we pay our deep respects to the Elders
and Traditional Custodians past, present and emerging of the
Wurundjeri Woi-Wurrung, Boon Wurrung, Bunurong and
Wadawurrung Countries of the greater Kulin Nation.

We are committed to the healing of country, working towards equity
in health outcomes, and the ongoing journey of reconciliation.

Western Health is committed to respectfully listening and learning

from Aboriginal and Torres Strait Islander people and we are truly
guided by the values of relationship, responsibility and respect.
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A 7. Identifying risk factors and early disease

A 8. How and when to refer?
A 9. Q+A session
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Diabetes-related Foot Disease Western Health

A Diabetic foot disease is an extremely common and costly condition

A Lifetime incidence of foot ulceration in people with diabetes is estimated to be
between 19 and 34%

A In patients with diabetes, the risk of death at 5 years is estimated to be 2.5
times higher in a patient with a foot ulcer compared to one without an ulcer

A Approximately 20% of moderate to severe infections will lead to amputation

A Up to 40% of ulcers recur within one year and 65% within 3 years
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DFD: A growing problem ESRRIEIRRIED

A Internationally, DFD is a leading cause of:

A Hospitalisation, amputation, disability and health care costs

A In Australia, 1.3 million people are living with diabetes

A 34% of individuals with diabetes will develop a foot ulcer in their lifetime
A 15% of inpatients with diabetes will have a diabetes-related foot ulcer at any one time

A Both diabetes and diabetes-related foot disease are increasing

A Between 1998 2011, a 30% increase in the rate of diabetes-related lower limb
amputations was reported

A High risk foot services advocated to reduce the rate of avoidable amputations due to DFD
A Limited data on recent trends

Armstrong DG et al. N Engl J Med. 2017
Zhang, Y, et al. J Foot Ankle Res 2021 \



DFD: Local burden of disease

A

Study Design

A Retrospective audit using hospital
electronic administrative data

Population

A Inpatient admissions to Western Health
with diabetes mellitus in adult population
(from ED, elective admissions)

Inclusion Criteria

A Age >18 years

A All admissions/separations with ICD code
for diabetes mellitus

A Discharge/separation date: 1st Jan 2013 -
31st Dec 2022

Exclusion Criteria

A Admissions to subacute care (rehab, GEM)
A Direct discharges from Emergency
Department (including short-stay unit)

Western Health
Inpatient DM cohort
2013-2022
N = 37,561

\ @

Western Health

Admissions = 110,736
175,322yrs of observation

Median (IQR) yrs of observation = 4.63 (1.98, 7.27)

/\

DFD

N = 6,397 (17%) N =

Non-DFD
31,164 (83%)

Incidence rate =

36 cases per 1000

person-years

*DFD cohorts

Higher rates of readmission: 76% v 48%, P<0.001
Greater no. of admissions: 3 (2-7) vs 1 (1-3), p <0.001

W



DFD: Local burden of disease western Health

- Total  |WIithDFD
N (%) 37,561 6,397 (17.0% 31,164 (82.9%
Age,mean(SD) 66.23(15.09) 68.51(14.1) 65.76 (15.2) <0.001

Male sex,n (%) 20397(54.3%)  4039(63.19%)  16358(525%)  <0.001

Diabetestype, n(%)
. Typel

187050 1,559 (4.2%) 182(2.8%) 1,377 (4.4%) <0.001

el 35146(93.6%)  6033(94.3% 29,113(93.4%
/oS EARY el 463 (1.2%) 163(2.5%) 300(1.0%)
091410 393(1.0%) 19(0.3%) 374(1.2%)
Englishspeaking n(% 28877(77.0%  5,113(79.9% 23764(76.3%  <0.001

CountryOf Birth, n(%)

O NIERETE] 13719(365%)  2661(41.6%) 11058(35.5%)  <0.001
DNCIEEEE 23842(635%)  3736(584%)  20106(64.5%)

CCI on initial presentation, 3(1,5) 3(1,5) 3(1,5) 0.81
median (IQR)

CCl 5at admission 11,895(32.4%)  1,999(32.0%  9,896(324%)  0.52

DFD = diabetes foot disease; CCI1T Charlson Comorbidity Index




Western Health

DFD: Local burden of disease

DM and DFD Presentations Median Length of Stay (excluding HITH)
12000 754
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DFD: Local burden of disease

Western Health

Amputations
a0 - g
. Major
— P .
:-EEC" -E% . Minor
5 i
a =
— Major
30 - 5 = Minor
0 Lo
2013 2014 2015 2016 2017 2018 2019 2020 2021 2022
A: Rate of admissions with DFD B: Rate of diabetic foot ulcers C: Rate of diabetic foot infections

b=0.480, R2= 0.86,p<0.001 , b=0.256, R?=0.75,p=0.001 , b=0.297, R2 =0.70,p=0.002

DF O infection %




DFD: Local burden of disease western Health
I O O = e
Model A Model B

Inpatient DM cohort 37,561

6,397 1,524 (23.8%) <0.001 <0.001
31,164 3,947 (12.7%)
DFDcohort 6,397
Amputation 678 125 (18.4%) <0.001 0.270
No Amputation 5,719 1,399 (24.5%)
Amputation cohort 678
Minor amputation 542 89 (16.4%) 0.007 0.002

Major Amputation 36 (26.5%)

DM=Diabetesmellitus; DFD=diabetesrelated foot disease
Model A ¢ unadjusted

Model B ¢ adjustedfor age,sex,country of birth, primary languagespoken,diabetestype
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Major Flndlngs Western Health

A Increasing burden of inpatient DM and DFD at Western Health from 2013-2022

A Growing population in the WH catchment area
A Presence of a high-risk foot service A increased referrals from other health networks
A Increased life expectancy and duration of diabetes

A Inpatients with DFD experienced longer LOS, greater mortality, and higher
hospitalisation rates compared to inpatients with DM without DFD

A Inpatient DFD prevalence at WH (17%) is higher than national averages (7-15%)
A More than double the global average (7.1%)

A Amputation rates comparable to national average (5.2-7.2%)

Zhang, Y, et al. J Foot Ankle Res 2021
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A2. Stepping forward with Western Healt
A 3. Case presentations highlighting updates in management techniques
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Diabetes at Western Health

1 Dimbetes prevalence (9524 C1) ininpatient s at Melbourne met ropolitan
hospitals

5%
GO

1) Bach LA, Ekinci El, Engler D, Gilfillan C, Hamblin PS, Maclsaac RJ et al (2014) The high burden of inpatient diabetes mellitus: the Melbourne Public Hospitals Diabetes Inpatient Audit. MJA 2

Western Health

| - Alimb lost every 3 hours: can Australia reduce

A5 . carelsessentlal

ata from the Australian Institute of Heakh and

Welfare (ATHW) suggest that one Australian loses a

lower limb every 3 howrs as a it result of
dabetes-related foot disease (DRFD).' Further data sug-
gost there has been a J0% increase in diabetes-related
ampatatons in Austraba over the past decade, with 8% of
diabotes related doaths boing attributablo to foot dis
ease. ' These statistics are espedally disappointing given
the exponential growth in knowledge, research and pub-
tshed guideknes on managing DRFDM In order to redusce
this sgnificant burden, several complementary measurcs
are therefore urgently nequired.

1o allow for Jong-term surveillance of DRFD in Auserals,
it is paramount thar data collection & intiated o a national
Jevel The health system does not currently allow for collec-
tion of information from both public and povate soctors, and
pnoces the larpe group of people managed solely in the
community. Hfective allocation of resources and care oo
ondination an: likely to be hisdered by this lack of data, i
are idertification of at-nisk patient groups and development
and ovaluation of preventive strategies, Solutions for
nproving data collecnon would mnchede creation of speafic
Medicare #om numbers for DRFD and devolopmont of
web based data coBiection forms and databeses.

The incheson of dhromc descase management items in
the Medixare Benelits Schedule (MBS) i acknowledgsed as
a seop forward in the fight agans DRHD, Reports suggest
that 1. 3million consultations wore provided by podiatnsts
uncder this ;vulmm in 20042008, accounting for 34% of all
consubiations.” I is important 1o note, bowever, thae this
funding arangement docs not allow for more froquent
folow -up for mdividuals with acute DRIFD complxations
or needing intensive secondary provention due to provious
uleration and/or ampusation. Recurrence rates for fooe
ulceration range from 20% 80% annually, with many of

amputations in people with diabetes?

’ Increased foot problems due to diabetes means a national focus on coordinated foot

these ukoers leading to amputation.* Improved access to Shaa M
publicly fundod spocialised foot cane sorvices, and inareas g
ing the number of rebates availible under the MBS, are Jan B Alford
sovn as cos-effective necessities for people with aarrent or LIS AR, .
past foot complications. The cost of this would be recouped
by preventing future hespitalsations and amputations. S, (RACS Vere ),
Impeoved access to appropriately skilled hoalth cano alas Swgeon
providers and multidisciplinary weams is required, and a—
coukd be achseved if Augralian health cane policymakers Posaed
adopt a standardised national model of care for DRFI. [m=a L Hollaad
This model must sustain a continuum of care between m:ﬁ
community-based health care and local hospitals,
Research supports the rr‘xmmng and implementation of o "“{:2
well defimed meatment pathways provided under a mult MartonC Kamp
discipinary model of care.™ A standandised national sery- FRAD®, M, GALIL
e model would also support a national network of NrERe.
interdisciplinary DRIT dlinics, in turn faciltating the by (g
dovelopment of a national database o assist with reforral foaed
pathways, data collection, initiation of quality anprove- Vanessa L Nue
ment programs and benchmarking across ongansatons. MWL
Such a model would also allow for accreditation of special bpeane
st dinics and staff, which is necessary to ensure adequate mm
and appropriate sorvices Fnasnongst
n-t-‘:
RUCOMMENASDONS 1O IMPove NTIoNE CabOLes. retated Dhph g
100t Qis0aSH (ORFO) Care b~
g 43t3 collac anda ol DRFD. Paut R Wratght
* rreroved accrs o case, through the Medic are Benefits 5 TRACT, TR
Schedhde, for people with dabetes who have o cument or past Cran-rroags
foot complication. ]
* Sty mode for URFDcare. NAE AT
* Noticonl sccreciation of inberdisciplinary fool cinkcs.and staft b~ §
+ Sutrexden for evdonce bacod for DRFD, sechadng
modical-grade & ] oft 8 dovics et weghtied
- Helstc o o™ g
0 heoalth outconmess for Aborigonl and Tomes Steant
pocplex * xS0 R
MIA 107 (4) - 20 August 2012 w?




Western Health Diabetes Foot Service (DFS)

Western Health - Victoria
ALarge catchment servi

A Population >900,000

A Socioeconomically demanding, culturally diverse

Western Health Diabetes Foot Service
A Established 2011

A Multidisciplinary: Podiatry, Endocrinology, DNE,

Vascular, Orthotics, Orthopaedics, Infectious
diseases, Psychology/Neuropsychology

A Admitted under Endocrinology unit, and co-
managed with Podiatry and Vascular input. IP
ward rounds twice weekly
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Western Health
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Western Health Diabetes Foot Service (DFS) ST i

A Prompt initiation of management is important to achieve best outcomes

Wound debridement Pressure off-loading

Treatment of underlying _
arterial disease Glycaemic control

Other considerations - hyperbaric Oxygen, prevention of ulcer
recurrence




Western Health Diabetes Foot Service (DFS) ST i

Vascular

Podiatry Endocrinology -

Infectious DIEIXCE Orthopaedic
: Nurse
Diseases surgery

Educator

Orthotic
technicians

Psychology
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Diabetes Foot Service at Western Health Western Health

A Multi-disciplinary outpatient service

A Twice weekly multi-disciplinary inpatient ward rounds

A Integration of the acute, subacute and community services in an inter-professional
care model; designed to facilitate shared care approach to patients and to
|l ncrease the health system0s capacity
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Introducing the new Diabetes Foot Unit Western Health

A New inpatient unit at Western Health in 2025 dedicated to the management of
patients with Diabetes-related Foot Disease
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A 3. Case presentations highlighting updates in management techniques
A 4. Review of the latest guidelines (diabetes and podiatry cycles of care)
A 5. Practical tips to prevent recurrence (DFD care 101 with a Senior Podiatrist)
A 6. Novel surgical approaches to DFD
A 7. Identifying risk factors and early disease
A 8. When to refer?
A 9. Q+A session
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Case 1 Western Health

A 64M p/w bilateral blistering wounds to dorsum of toes following burn from heater

A Past History A Social History
A T2DM (52): PDR, PN, PVD A Lives with wife and son
A IHD, HFrEF, CKD IV A Independent, working a desk job
A Obesity, HTN, Hchol A Non-smoker, social EtOH
A Medications A Examination
A Empagliflozin + Ryzodeg A Appears well
A Aspirin + Statin A Centrally obese 92kg BMI 32

A CCB + Metoprolol + Furosemide A T36.0 BP160/80 BSL 7.6




Western Health

Case 1

A 64M p/w bilateral blistering wounds to dorsum of toes following burn from heater

I T T

DP pulse palpable palpable
PT pulse palpable palpable
Toe pressure >140 mmHg >140 mmHg
Monofilament 1/4 4/4

Appearance




WIFI Classification Western Health

Grage  Clinical manifestation

The Wound, Ischemia, and Foot Infection (WIfl) classification system I 0  Nosymptoms or signs of infection
consists of 3 components graded separately from O (none) to 3 (severe).
: : . : Infection indic
o One component may be dominant but the specific combination of scores is used to estimate of the ?;wmed E2
the risk of limb amputation at 1 year and the need for or benefit of revascularization ? « Local swelling or induration
1 « Erythema 0.5-2.0 cm arcund wicer
= Local tendermess o pain
» Local warmth
- « Purulent discharge (thick, opaque
oosay | oo
Grade - Ulcer Gangrene Ankle-brachial index Toe pressure or |
| 0 e i No;e ] Grade  Ankle systolic pressure transcutaneous oximetry Infection as described above with:
+0.80 60 mm Hg * Erythema >2 om around ulcer
I 1 Small, shatlow None 0 >100 mm Hg « Involving structures deeper than
2 skin::l‘mummum
5 (Dupuithepoed  Limitedto dights 1 060-079 40-59 mm Hg e Breirses s s
e PO Ao » No signs of systemic inflammatory
0.40-0.59 30-39 mm Hg OO . . ¢ - S T i R d e B e
Extensive, deep, and  Extensive and involving 2 So-69mmig
3 involving forefoot forefoot and/or midfoat oG _ | g’““”,‘,“‘“’",’:‘m"“"
of without calcaneal  with or without calcaneal 3 B 30 ot g FEpOnSe Sydrome:
Evolvenent Nvobreaant <50mmHg | « Temperature >38 *Cor <36 °C.
‘ 3 = Heartrate >90/min
* Respiratory rate >20/min
or Paco, <32mmHg

t~.4ﬂ‘|:ltMMM
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Case 1 Western Health

A 64M p/w bilateral blistering wounds to dorsum of toes following burn from heater

I T T

WIFI Classification: W:1 1:0 FI:0

DP pulse palpable palpable

PT pulse palpable palpable A Aetiology: Neuropathic

Toe pressure  >140 mmHg >140 mmHg A Risk of amputation: Very Low
Monofilament 1/4 4/4 A Benefit of revascularisation: Very Low
Appearance

Management

A Bedside debridement + dressings
A Wound swabs for MCS

A Pressure offloading: DARCO boots
A Patient education + early clinic review

e

&
(o




Western Health

Case 1

A 64M p/w bilateral blistering wounds to dorsum of toes following burn from heater

| left | Right

DP pulse palpable palpable Progress:

PT pulse palpable palpable A Significant improvement over 3/52
Toe pressure  >140 mmHg >140 mmHg A Returned to own footwear
Monofilament 1/4 414 A Transitioned to community podiatry

Appearance
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Case 2 Western Health

A 49F p/w worsening L 5! toe ulcer not responding to oral antibiotics

A Past History A Social History
A T1DM (23): PDR, PN, PVD A Lives in a convent
A ESKD on HDx A Independent
A 2°9HPTH > PTx A Non-smoker, nil EtOH
A Medications A Examination
A Ryzodeg + Humalog A Appears well
A Calcium + Calcitriol A Centrally obese 86kg BMI 35

A PPI + Sevelamer A T36.1 BP92/60 BSL 16.8
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Western Health

Case 2

A 49F p/w worsening L 5! toe ulcer not responding to oral antibiotics

I T T

DP pulse palpable palpable
PT pulse palpable palpable
Toe pressure 130 mmHg 84 mmHg
Monofilament 0/4 0/4

Appearance




WIFI Classification Western Health

Grage  Clinical manifestation

The Wound, Ischemia, and Foot Infection (WIfl) classification system 0 Nosymmnmsormof infection
consists of 3 components graded separately from O (none) to 3 (severe). o v
: : . : Infection indic
o One component may be dominant but the specific combination of scores is used to estimate of the a:wmed E2
the risk of limb amputation at 1 year and the need for or benefit of revascularization ? « Local swelling or induration
1 « Erythema 0.5-2.0 cm arcund wicer
= Local tendermess o pain
» Local warmth
- « Purulent discharge (thick, opaque
oosay | oo
Grade -Ulcer Gangrene Ankle-brachial index Toe pressure or
| 0 e I No;e ] Grade  Ankle systolic pressure transcutaneous oximetry Infection as described above with:
. 0.80 260 mm Hg * Erythema >2 om around ulcer
1 Small, shatlow None 0 >100 mm Hg « Involving structures deeper than
2 skin:tbu:‘m::‘mum
5 (Dupuithepoed  Limitedto dights 1 060-079 40-59 mm Hg e Breirses s s
e B A » No signs of systemic inflammatory
shaa BEILARINE LANiAtIBI IR IREILEttaditt it 180 IRIIIaaIne m‘mm,
0.40-0.59 30-39 mm Hg
Extensive, deep, and  Extensive and involving 2 So-69mmig
3 involving forefoot forefoot and/or midfoot o : : g&dion:fsm%odmm
and/or midfoot with £y thickness heel necrosis =28 : sigas of systemic inflammatory
of without calcaneal  with or without calcaneal 3 B 230 e Hy response symdrome:
involvement involvement <50mmHg i » Temperature >38 “Cor <36 'C.
‘ 3 = Heartrate >90/min
* Respiratory rate >20/min
or Paco, <32mmHg

t~.4ﬂ‘|:ltMMM
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Case 2 Western Health

A 49F p/w worsening L 5! toe ulcer not responding to oral antibiotics

I T T

WIFI Classification: W:2 I:0 FI:2

DP pulse palpable palpable

PT pulse palpable palpable A Aetiology: Neuropathic

Toe pressure 130 mmHg 84 mmHg A Risk of amputation: Moderate
Monofilament 0/4 0/4 A Benefit of revascularisation: Very Low
Appearance

Management

A Surgery: L 5t toe amputation

A Antibiotics: Targeted to bone chips

A Pressure offloading: DARCO boot

A Patient education to prevent recurrence
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Case 2 Western Health

A 49F p/w worsening L 5! toe ulcer not responding to oral antibiotics

I T T

DP pulse palpable palpable Progress:

PT pulse palpable palpable A Primary wound closure

Toe pressure 130 mmHg 84 mmHg A Bone chips: light growth of skin flora
Monofilament 0/4 0/4 A Discharged day 6 post-op on PO ABx

Appearance
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Case 3 Western Health

A 58M p/w painful atraumatic R 1st metatarsal plantar DFU

A Past History A Social History
A T2DM (40): PN, ?PVD A Lives with wife and children
A IHD > CABG A Independent, high school teacher
A HTN, Hchol A Non-smoker, social EtOH
A Medications A Examination
A MTF + Empagliflozin + Ryzodeg A In pain but not unwell
A Aspirin + Statin + Fibrate A Slim build 72kg BMI 24

A Olmesartan + Metoprolol A T36.4 BP120/95 BSL5.0
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Case 3 Western Health

A 58M p/w painful atraumatic R 1st metatarsal plantar DFU

I T T

DP pulse non-palpable non-palpable
PT pulse non-palpable non-palpable
Toe pressure 60 mmHg 18 mmHg
Monofilament 3/4 3/4

Appearance




WIFI Classification Western Health

Grage  Clinical manifestation

The Wound, Ischemia, and Foot Infection (WIfl) classification system 0 Nosymmnmsormof infection
consists of 3 components graded separately from O (none) to 3 (severe). o v
: : . : Infection indic
o One component may be dominant but the specific combination of scores is used to estimate of the a:wmed E2
the risk of limb amputation at 1 year and the need for or benefit of revascularization ? « Local swelling or induration
1 « Erythema 0.5-2.0 cm arcund wicer
= Local tendermess o pain
» Local warmth
- « Purulent discharge (thick, opaque
oosay | oo
Grade -Ulcer Gangrene Ankle-brachial index Toe pressure or
| 0 e I No;e ] Grade  Ankle systolic pressure transcutaneous oximetry Infection as described above with:
+0.80 60 mm Hg * Erythema >2 om around ulcer
I 1 Small, shatlow None 0 >100 mm Hg « Involving structures deeper than
SRS ! 2 skin:tbu:‘m::‘mum
5 (Dupuithepoed  Limitedto dights 1 060-079 40-59 mm Hg e Breirses s s
e PO Ao » No signs of systemic inflammatory
0.40-0.59 30-39 mm Hg
Extensive, deep, and  Extensive and involving 2 So-69mmig
3 involving forefoot forefoot and/or midfoot , . g&dion:fsm%odmm
and/or midfoot with £y thickness heel necrosis = : sigas of systemic inflammatory
of without calcaneal  with or without calcaneal 3 B 230 e Hy response symdrome:
involvement involvement <50mmHg " » Temperature >38 “Cor <36 'C.
3 = Heartrate >90/min
* Respiratory rate >20/min
or Paco, <32mmHg

t~.4ﬂ‘|:ltMMM
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Western Health

Case 3

A 58M p/w painful atraumatic R 1st metatarsal plantar DFU

et | Rign
WIFI Classification: W:1 I:3 FI:2

DP pulse non-palpable non-palpable

PT pulse non-palpable non-palpable A Aetiology: Neuroischaemic

Toe pressure 60 mmHg 18 mmHg A Risk of amputation: High
Monofilament 0/4 0/4 A Benefit of revascularisation: High
Appearance

Management

A Revascularisation: Angiogram + plasty
A Surgery: debridement of ulcer

A Antibiotics: Targeted to bone chips

A Pressure offloading: CAM boot

-



’ o

Case 3 Western Health

A 58M p/w painful atraumatic R 1st metatarsal plantar DFU

I T T

DP pulse non-palpable non-palpable Progress:

PT pulse non-palpable non-palpable A ATA occlusion > balloon plasty
Toe pressure 60 mmHg 18 mmHg A R 1s'toe pressure 18 > 60 mmHg
Monofilament 0/4 0/4 A Bone chips: Group B Strep
Appearance A VAC applied, discharged via HITH

To

Initial improvement

A Later deteriorated?©é
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Western Health

Case 3

A 58M p/w painful atraumatic R 1st metatarsal plantar DFU

DP pulse non-palpable non-palpable
PT pulse non-palpable non-palpable
Toe pressure 60 mmHg 18 mmHg
Monofilament 0/4 0/4

Appearance
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Case 3 Western Health

A 58M p/w painful atraumatic R 1st metatarsal plantar DFU

LT R

Further Progress:

DP pulse non-palpable non-palpable

PT pulse non-palpable non-palpable A R 15t MT head + proximal phalynx OM
Toe pressure 60 mmHg 18 mmHg A Drop in toe pressure: 60 > 35
Monofilament 0/4 0/4 A Angio: restenosis of ATA + distal DPA
Appearance

Management

A Revascularisation: 2x balloon plasties
A Surgery: 1st toe ray amputation

A Antibiotics: Targeted to bone chips

A VAC applied, discharged via HITH

-
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Case 3 Western Health

A 58M p/w painful atraumatic R 1st metatarsal plantar DFU

| left | Right

DP pulse non-palpable non-palpable Progress:

PT pulse non-palpable non-palpable A Bone chips: Klebsiella

Toe pressure 60 mmHg 18 mmHg A Improved with VAC dressing
Monofilament 0/4 0/4 A Discharged after 6/52 PO ABx

Appearance




Case 4
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Western Health

A 55M p/w atraumatic hot and swollen L foot

A Past History

A T2DM (45): PDR, PN
A Obesity, HTN, Hchol
A Previous R ankle fracture

A Medications

A MTF + Dapagliflozin + Semaglutide
A Statin + Fibrate
A Ramipril

A Social History

A Lives with wife
A Independent
A Non-smoker, previous heavy EtOH

A Examination

A Appears well
A Obese 102kg BMI 30
A T36.2 BP130/85 BSL 13.8
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Case 4 Western Health

A 55M p/w atraumatic hot and swollen L foot

| left | Right |
Temperature difference

DP pulse palpable palpable

PT pulse palpable palpable A Left: 34.0
Toe pressure 122 mmHg 134 mmHg A Right 29.4
Monofilament 0/4 0/4

Appearance
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Western Health

Foot infection (fl)

Grage  Clinical manifestation

WIFI Classification

The Wound, Ischemia, and Foot 0  Nosymptoms or signs of infection

consists of 3 components grade

3 (severe

Infection indicated by 22
of the following:

« Local swelling or induration

nation of scores is used ™

nefit of

One component may be dom

the risk of imb amputation revasculanization
« Erythema 0.5-2.0 cm around wicer
LOCa tenderness of pain

ot warmth

furulent discharge (thick, opague

Ischem. white, or sanguineous)

geous oximetry

0 None None tion as described above with:
rythema »2 om around ulcer
Small, shallow None 0 >100 mm Hg nvolving structures deeper than
S LETER, skin and subcutaneous tissues
, abscess, ost iitis,
5 Decowithepowd  Limited todigt 0.60-0.79 e Jrretried e i o
m‘.}:‘om, i 70-100 mm Hg » No signs of systemic inflammatory
response (see below)
Extensive, deep, and Extensive and involving 4 At
3 involving forefoot forefoot and/or midfoo lnzfection a's described above with
and/or midfoot with Full thickness heel necrosis 22 signs of systemic inflammatory
involvement involvement * Temperature >38 "Cor <36 °C
3 » Heart rate >90/min
» Respiratory rate >20/min
or Paco, <32 mm Hg
« White blood cell count
>12 000/l or <4000/pL

or 10% immature forms ‘
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Case 4 Western Health

A 55M p/w atraumatic hot and swollen L foot

Healing fractures

2"d MT base
39 MT base
5t MT base
15t proximal phalanx

Bony debris

= Charcot
arthropathy

W
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Case 4 Western Health

A 55M p/w atraumatic hot and swollen L foot

| left | Right

DP pulse palpable palpable Diagnosis
PT pulse palpable palpable A Charcot arthropathy
Toe pressure 122 mmHg 134 mmHg A Acutely active
Monofilament 0/4 0/4 A Multiple subacute healing fractures
Appearance
Management

A Consented to TCC

A Patient education

A Antibiotics: not indicated
A Surgery: not indicated
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Case 4

A 55M p/w atraumatic hot and swollen L foot

I T T

DP pulse palpable palpable Progress:

PT pulse palpable palpable A Offloading as mainstay of Rx
Toe pressure 122 mmHg 134 mmHg A DFS clinic for cast changes
Monofilament 0/4 0/4 A 1-2 weekly for 6/12 until inactive
Appearance

Further Progress:

A Subsequent reactivation
A Responded again to TCC
A Close ortho consultation throughout

//_A_-.;.

|
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Outllne Western Health
A 1. Local burden of Diabetes-related Foot Disease (DFD)
A2. Stepping forward with Western Heal
A 3. Case presentations highlighting updates in management techniques
A 4. Review of the latest guidelines (diabetes and podiatry cycles of care)
A 5. Practical tips to prevent recurrence (DFD care 101 with a Senior Podiatrist)
A 6. Novel surgical approaches to DFD
A 7. Identifying risk factors and early disease
A 8. When to refer?
A 9. Q+A session




Check When
HbA1c At least every 6-12 months
Blood pressure At least every six months

Target
S3mmol/mol (7%) or less
130/80 or less

Foot assessment

High risk feet: At least every 3-6

Low risk feet: At least every year

Foot health maintained

menths

Eye examination At least every two years Eye health maintained

Kidney health At least every year Urine albumin levels in target range
Kidney function test in target range

Blood fats At least every year Total cholesterol less than 4mmol/L
LDL less than 2mmol/L
HDL 1mmol/L or above
Triglycerides less than 2mmol/L

Weight At least every six months BMI 18.5-24.9

Waist circumference*® At least every six months Less than 94cm (men)
Less than 80cm (women)

Healthy eating review At least every year

Physical activity
review

At least every year

Medication review At least every year

Smoking At least every year
Diabetes At least every year
management

Emotional health As needed

Following a healthy eating plan

At least 30 minutes of moderate
physical activity, five or more days a
week and minimise time spent sitting

Safe use of medications
No smoking

Self-management of diabetes
maintained

Emotional health and well-being
maintained

Current Guidelines i Annual Cycle of Care

\®

Western Health

A Treatment Principles

A

To To Do Io o

Treat to Target

HbAlc <7.0%

BP <130/80

BMI <25

Cr and UACR Normal
Lipids*

A TC<4,LDL<2HLD>1TG <2




Current Guidelines i Wound Classification Western Health

Figure 1. Australian evidence-based clinical pathway on wound classification of foot uicers for people with diabetes

Person presenting with a diabetes-related foot ulcer(s)

v

(including cardiovascular disease, kidney disease, smoking and other comorbidity status, diabetes type, duration, HbA1c, foot ulcer history, amputation history, other complications)

Assess ulcer at a minimum by using the Communicate ulcer at a minimum with other
SINBAD wound classification system* characteristics < ’ health professionals using the
(including Site, Ischaemia/PAD, Neuropathy, Bacterial infection, Area, Depth) SINBAD Wound Classification system*

’ “

If no signs of infection or ischaemia/PAD If signs of ischaemia/peripheral artery disease (PAD) If signs of infection

\ 4

Assess ischaemia/PAD ulcer severity using Assess infection ulcer severity using
WiIfl scoring system IDSA/IWGDF infection classification system

7

Provide evidence-based: PAD management: y jj Provide evidence-based: Infection

Provide evidence-based:

Wound healing management:
Refer to Wound Healing Pathway
Pressure offioading management:

Refer to Offloading Pathway Refer to PAD Pathway management - Refer to Infection Pathway

v

Ulcer(s) not healed in 6 weeks

Review evidence-based ulcer(s) classification:
Repeat above Classification Pathway

Ulcer(s) healed

Provide evidence-based:
Prevention management: Referto Prevention Pathway

I

CAUTION: Be cautious using any foot ulcer classification system to provide a definite individual ulcer prognosis

N
DARK BLUE BOX: Ulcer characteristics LIGHT BLUE BOX: Wound classification recommendations GREEN BOX: Best standard of care recommendations ORANGE BOX: Menitor and review progress

&
e
4
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Current Guidelines i Antibiotics Western Health

Mild infection of diabetes-related foot ulcers in patients at increased risk of
polymicrobial infection

Patients at increased risk of polymicrobial infection and low risk of MRSA infection

For mild infection of diabetes-related foot ulcers in patients at increased risk of polymicrobial infection (see Fiegure 2.82) and
low risk of MRSA infection (see Hegure 2.94), use:

1 amoxicillin+clavulanate 875+125 mg orally, 12-hourly. For dosage adjustment in adults with Kidney
impairment, see amoxicillin4+clavulanate oral dosage adjustment. See advice on duration of therapy

@006

OR as a 2-drug regimen

1 cefalexin 500 mg orally, 6-hourly. For dosage adjustment in adults with kKidney impairment, see cefalexin
dosage adjustment. See advice on duration of therapy @ 6 9

PLUS

metronidazole 400 mg orally, 12-hourly. See advice on duration of therapy. @ 6 9




Western Health

Current Guidelines i Antibiotics

Patients at increased risk of polymicrobial and MRSA infection

For mild infection of diabetes-related foot ulcers in patients at increased risk of polymicrobial infection (see Figure 2.82) and
increased risk of MBSA infection, a regimen containing trimethoprim4-sulfamethoxazole may be an option. However,
trimethoprim+sulfamethoxazole is associated with an increased risk of acute Kidney injury and hyperkalaemia in patients with
diabetes. If timethoprim+sulfamethoxazole is used, measure serum creatinineg and potassium concentrations before starting
treatment, and repeat within? days of starting treatment. A suitable 2-drug regimen is:

rimethoprim+sulfamethoxazole 160+800 mg orally, 12-hourly. For dosage adjustment in adults with kidney
impairment, see rimethoprim +sulfamethoxazole dosape adjustment. See advice on duration of therapy

@00

PLUS

metronidazole 400 mg orally, 12-hourly. See advice on duration of therapy. @ a @




Current Guidelines 7 Antibiotics Western Health

Table 2.90 Suggested duration of antibiotic therapy for infection of diabetes-related foot ulcers that
have not had surgical debridement or resection

Severity of infection [NB1] Total duration of therapy [NB2] [NB3]

mild 10 days

moderate or severe:

without bone or joint infection 3 weeks [NB4]

with bone or joint infection of forefoot (toes and 6 weeks (up 1o 12 weeks may be required if the infection
metatarsals) does not resolve) [NB4] [NB5]

with bone or joint infection of mid- or hindfoot or extensive up to 12 weeks (shorter course if infection has resolved
unresected necrotic tissue earlier) [NB4] [NB5]




Current Guidelines 1 Antibiotics Western Health

Table 2.91 Suggested duration of antibiotic therapy for infection of diabetes-related foot ulcers
following surgical debridement or resection

Degree of debridement or resection and severty of Likelihood of residual bone Duration of therapy [NB2] [NB3]
residual skin and soft tssue infection [NB1] or joint infection
complete and no residual infection [NB4] noneg 210 5 days
incomplete and mild residual infection low [NB5] 10 days
incomplete and moderate or severe residual infection low [NB5] 3 weeks
high [NB5] 6 weeks (shorter course if
infection has resolved earier)
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Management from DFS: What do we do? Western Health

A Early intervention saves limbs

A DFS provides care for

Wound debridement

Pressure offloading

Dressings

Infection management and prevention
Assessment and treatment of vascular disease
Diabetes management

Secondary referral to other services
e.g. hyperbaric oxygen therapy, orthotics, commu#ised services

To To To To Po Do Do
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Management continued (MOC) Western Health

A Patients are seen each 1-4 weeks depending on clinical requirements
A Early referral to DFS outpatient services is essential

A Urgent care for diabetes foot related issues should be directed to ED at Footscray hospital for
management under our unit

A On average inpatient LOS <12 days
A Average time spent in outpatient clinic is 3-9 months, but with high re-referral rate over time

A If HITH is required at discharge the inpatient team will continue to see patient with this service (FH
only)

A Dressing changes completed in between by patient, family, visiting nursing service or GP. Patients
are required to purchase dressings

A Referral occurs to community-based podiatry services early in the episode of care, to facilitate d/
end and establish contact with other support services e.g. exercise physiology

W
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Guidelines

IWGDF Editorial Board IWGDF Guidelines: Working Group Members and External Experts

Titles/abstracts screened
Full papers assessed

Systematic reviews

COllactive years OF TUR-DMe wOrk

e A o

2D 63

Together investing collective years i these hours would have been properly financially 2 IIII”' n E r
in voluntary work compensated, this would have cost at least:
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Western Health

Addressing the patient and healthcare burden for
chronic wound care

W Australian Government

ST TCASY Department of Health, Disability and Ageing

I want to enrol:

Chronic Wound Consumables Scheme

The Chronic Wound Consumables Scheme (CWCS) covers the cost of wound

consumable products for people who have diabetes and a chronic wound, and

who are 65 and over, or 50 and over for First Nations people.

ChronicWounds@health.gov.au



mailto:ChronicWounds@health.gov.au

' Intergrated Diabetes Foot Care Pathway o

NDSS Helpline 1800 637 700 Western Health

for diabetes ncss.com.au

DE§§ iy FootForward Integrated Diabetes Foot Care Pathway

Diabetes Foot Risk Stratification and Triage

Risk Level Risk Factors Rescreen and Referral Foot Action Plan

LOPS or PAD ‘k 1&3 X v
and one or more of the following: Enact action plan and rescreen @m

* History of foot ulcer % RS e

* A lower-limb amputation ﬂ —
(minor or major) Initial podiatry referral @

+ ESRD “_, within 2 - 4 weeks

Review footwear

Provide structured foot care
education

ors+pap A& 1€ Hr
\t - %\

or Enact action plan and rescreen
every 3 - 6 months

.o o Moderate LOPS + Foot deformity ‘\ h Optimise diabetes holistic
" " management including modifiable
or risk factors

Risk of o Initial podiatry referral
Developing PAD + Foot deformity l?." [ W within 6 - 8 weeks .-..,

Foot Disease
- Organise referrals and recall date
LOPS or PAD “ ‘:.; [ i

. for re-screening based on risk
Enact action plan and rescreen A
classification
every 6 - 12 months

snels s ul 3Sueys Aue Jo wesy aiedyl|esy ay) JO SISGUISW |[e ISIAPY

No LOPS
i v Develop self-management

and plan that supports l

Screen every preventative self-care
No PAD l“/ 12 months behaviours

Aboriginal and Torres Strait Islander people should be censidered “High Risk™ until assessed otherwise - consider cultural safety when conducting a foot assessment and providing foot care advice.

Find this resource at ndss.com.au d diabetes = . d
Stads

Wersion 1 May 2020, NDSSRSTODI australia
T pe———y— Avatealian Dabtas Secety
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Western Health

Diabetes Foot Vascular Considerations

Ischaemiama | or contri buting factor I n many

The underlying etiology of DFU is classified into three types:

A Purely neuropathic (35%)
A Purely ischaemic (15%)

A Mixed neurosichaemic (50%)

What referral information do we require?

Investigations?

Rut herfordbés Vascular Surgery and Endovascul ar Ther
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Western Health

Diabetes Foot Vascular Considerations

Report Past Vascular History

Symptoms
A Claudication, rest pain
Investigations

A Duplex, angiograms, CT angiograms

Interventions

A Operative, endovascular, amputations
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Western Health

Diabetes Foot Vascular Considerations

Features on Examination

Pulses
Temperature
Capillary return
Trophic changes

A Hair loss, thin shiny skin, nail changes

Surgical scars

A Vein harvest, bypass scars, endarterectomy

Pallor on elevation




\ @

Wwestern Health

Diabetes Foot Vascular Considerations
Investigations
Duplex

A Non-invasive, readily available, low cost

A Operator dependent, vascular calcification, poor predictor of healing
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Western Health

Diabetes Foot Vascular Considerations

Investigations

X-Ray plain films
A Various planes
A Changes can be delayed

A Degenerative changes vs osteomyelitis
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Western Health

Diabetes Foot Vascular Considerations

Investigations

CT Bone

A Determination of osteomyelitis
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Western Health

Diabetes Foot Vascular Considerations

Investigations

CT Angiogram
A Fast acquisition, subtract calcification

A Multiplanar reconstructions, no arterial puncture

A Contrast effects, poor imaging of tibial vessels

A Limited access, expensive




Diabetes Foot Ulceration Western Health

Ulceration

.

Revascularisatio Antibiotic Protective .
Y — _ Offloading
Endovascular Stewardship OONIEE! .
Failure to Heal




Failure to Heal sl s

A Salvage vs BKA

A Function?
A Closure?

A Wound

A Bone
A Tendon
A Open to infection




Biodegradable Temporising Matrix (BTM) Western Health

A NovoSorb® BTM is a synthetic, biodegradable and biocompatible device designed
to facilitate the dermis to grow within a patented polyurethane matrix

A When ready, the sealing membrane is removed, leaving a fully vascularised
dermis, ready for definitive closure
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Biodegradable Temporising Matrix (BTM) Western Health

A Matrix

A Synthetic biodegradable biocompatible
A Open cell

A 2mm thickness

A Infiltration of cellular materials

A Scaffolding for ingrowth of cells

A Sealing membrane

A Non biodegradable
A Seal to limit moisture loss
A Barrier to bacteria




Western Health

Biodegradable Temporising Matrix (BTM)




Biodegradable Temporising Matrix (BTM) Western Health
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Biodegradable Temporising Matrix (BTM) Western Health

Post attachment dressing plan

VAC dressing
Changes at day 2, day 7 and day 14
Simple dressings from then

Delamination expected after day 28




Biodegradable Temporising Matrix (BTM) western Health
A Benefits A Cautions

A Cover bone and tendon A Ongoing infection

A Artificial dermis - skin graft ready A Requires compliant patient

A Faster time to grafting A Offloading / immobilisation

A Fill defects A Dressings review

A Infection protection A Drainage of collections

A Moisture control A Delamination of matrix

A Mobility

. | w
)
ey, 07

o




BTM Evidence

Wound healing and dermal regeneration in severe
burn patients treated with NovoSorb®™
Biodegradable Temporising Matrix: A prospective
clinical study

Cheng Hean Lo “"", Jason N. Brown°®, Eric ].G. Dantzer?,
Peter K.M. Maitz®, John G. Vandervord/, Marcus J.D. Wagstaff?,
Timothy M. Barker", Heather Cleland *?

*Victorion Adult Bumns Service, The Alfred, 55 Commercial Rd, Melbourne, VIC 3004, Australia
¥ Department of Surgery, Central Clinical School, Monash University, 99 Commercial Rd, Melbourne, VIC 3004,
Australia

“ Professor Stuart Peqg Adult Burns Centre, Royal Brishane and Women's Hospital, Butterfield St, Herston, QLD 4029,
Australin

* Centre des Briiles, Hopital d'nstruction des Armées Sainte-Anne, 2 Boulevard Sainte-Anne, 83000, Toulon, France
* Burns Unit, Concord Repatriation General Hospital, Hospital Road, Concord, NSW 2139, Australia

!Deparl:ment of Burns, Reconstructive and Plastic Surgery, Royal North Shore Hospital, Reserve Road, St. Leonards,
NSW 2065, Australia

EAdult Burns Service and Department of Plastic and Reconstructive Surgery, Royal Adelaide Hospital, Port Rd,
Adelaide, SA 5000, Australia

b palyNovo Biomaterials Pty Ltd., 2/320 Lorimer Street, Port Melbourne, VIC 3207, Australia

Results

Thirty patients were treated with BTM and delayed split skin grafting. The % graft take
had a mean of 81.9% and % BTM take had a mean of 88.6%, demonstrating effective
integration of BTM. When managed appropriately, it was possible for BTM to integrate
successfully despite findings suggestive of infection. Scar quality improved over time.

Western Health

Bums Open 9 (2025) 378

Contents lists available at ScienceDirect

VA BURNS
# L Burns Open HeEOrN
ELSEVIER journal homepage: www sciencediract.com/journal/burns-opon ]
L)
A systematic review of the Novosorb® Biodegradable Temporizing Matrix %55

in the treatment of complex wounds

Olivia Fruergaard, Mathias @rholt, Christian Lyngsaa Lang, Jennifer Berg Drejpe, Mikkel Herly,
Peter Vester-Glowinski, David Hebbelstrup Jensen

Deparoment of Mot Surgery and Burms Tn Copenhagen [ dy Hopired, Riphopirale, Copenhagen, Denmerk

Results

We identified 725 studies, and 69 were included after screening. The included studies
involved 880 participants and were mostly concerned with the management of burns,
but other difficult wounds were also addressed, The infection rate was 10%, yet only few
reported losing their BTM as a result of this consequence. The incidence of adverse

events was low, with the majority of trials reporting no adverse events related to BTM.




Diabetes Foot Ulceration Western Health

Ulceration

.

Revascularisatio Antibiotic Protective .
Y — _ Offloading
Endovascular Stewardship OONIEE! .
Failure to Heal




Hyperbaric Oxygen Therapy

A Benefits

A High degree of evidence
Decompression iliness
Carbon monoxide poisoning

A Moderate evidence
Diabetes foot wounds
Radiation injury
Necrotising fasciitis
Burns

\ @

Western Health

A Drawbacks

A Some medical contraindications
eg ICD device

A Middle ear injuries

A Cataract formation

A Claustrophobia

A Travel daily to chamber

A Limited chamber availability
A Fire
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Hyperbaric Oxygen Therapy Evidence western Health

Sunshine

AN

Coming Soon to

Journal of Vascular Surgery
SEVIER Volume 71, Issue 2, February 2020, Pages 682-692.¢1

Review article

A systematic review and meta-analysis of
hyperbaric oxygen therapy for diabetic foot
ulcers with arterial insufficiency

Robin J. Brouwer MD @ & &, Rutger C. Lalieu MD ®, Rigo Hoencamp MD, PhD © € ¢,
Rob A. van Hulst MD ¢, Dirk T. Ubbink MD

Results: Eleven studies, totaling 7229 patients. were included for analysis, including 7 randomized clinical trials, 2

controlled clinical trials. and 2 retrospective cohorts. Four were used for quantitative synthesis. Meta-analysis showed a . . . .
significanthy fen majer amputations in the HEOT group (10,79 ve 26.09%: rick difference, —15%: 95% confidence interval Dlabetes FOOt Wound Indlcatlons
[CI], =25 to =6 F = 002 number needed to treat, 7: 95% CI, 4-20). No difference was found for minor amputations (risk

difference, 8%; 95% CI, —13 to 30; P = 46). Three studies reporting on complete wound healing showed contrasting re- H H : H
sults. Mo significant difference was found for mortality or amputation-free survival - Fallure to heal desplte I'evaSCU|aI’I5atI0n
Conclusions: Current evidence shows that adjuvant HEOT improves major amputation rate, but not wound healing. in - I

patients with DFUs and PAOD. Given the wide range of patiants included in the trials, better patient selection may help LOW tlssue Oxygen

define which patients with DFUs and PAOD benefit most fromn HBOT as standard adjunctive treatment. [J Vasc Surg - Surglca”y Optlmlsed Wound _ e

2020:71:682-92.)
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ldentifying risk factors and early disease

A Regular foot assessments in all patients living with Diabetes
A Minimum 3-6 monthly in patients at high risk

A Aim to prevent the first ulcer

A Smoking cessation
A Promoting good pedal hygiene and footwear
A Treating fungal infections

A Prompt recognition and treatment of infected ulcers

A Empiric antibiotics as per guidelines
A Then directed by appropriate (deep) wound MCS

\ @

Western Health
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When to refer to DFU and DFS outpatient services — Westemfean

Criteria for referral to public hospital
specialist clinic services

* Non-healing foot ulceration present for more than 1 month with no
reduction in size despite medical management

* Red hot swollen foot (active Charcot foot)
¢ Foot osteomyelitis with ulceration

e Chronic ischaemic signs and symptoms of the lower limb with foot
ulceration

» Neuropathic symptoms associated with deranged function and
structure.

Direct to an emergency department for:

Sepsis or acutely unwell due to foot infection
Tissue loss with absent pulses

Suspected acute limb ischaemia

Rapidly deteriorating ulceration or necrosis
Suspected infection from a foreign body in the foot
Rapidly deteriorating ulceration or necrosis

Suspected Charcot's neuroarthropathy (e.g. unilateral, red, hot,
swollen, possibly aching foot).




Western Health HARP
Access & Referral Guidelines

Diabetes Foot Service (DFS) at Western Health

The Western Hospital (Footscray) Diabetes Foot Service (DFS) provides high risk assessment and
management to patients with diabetes related foot complications in the Western Region.

The DFS clinic includes the following disciplines:

Podiatry
Endocrinology
Vascular Surgery
Orthopaedic Surgery
Infectious Diseases
Diabetes Education
Orthotics

Please review the following guidelines before referring a patient to the DFS

Eligibility for DFS services at Western Health
Diabetes related foot problem including but not limited to:

Mon healing foot ulceration

Active Charcot Foot

Foot osteomyelitis with ulceration

Chronic ischaemic signs and symptoms of the lower limb WITH foot ulceration

Conditions/Patients not seen at Western Health DFS
The following conditions are not seen by the DFS specialists at Western Health:
+ Referrals for routine foot checks for people with diabetes
+ Patients requiring footwear and/or orthotics in the absence of an active foot wound
Patients in residential aged care facilities (if required refer to relevant medical'surgical Western Health
outpatient clinic)
Alarm Symptoms
Urgent conditions are beyond the scope of these guidelines. If immediate assessment is required, please
refer patients directly to Footscray Emergency Department. Please note there is no DFS at Sunshine or
Williamstown Hospitals

Refer immediately to Emergency Department:

Septic patient or acutely unwell patient due to foot infection
Critical lower limb ischemia with necrosis, pain or ulceration
Suspected acute limb ischaemia

Rapidly deteriorating ulceration/necrosis

Minimum clinical information for referral

+ Diabetes history e.g. Type, year of onset etc.
+ Medical history

Western Health

Western Health HARP

Access & Referral Guidelines

Medications, including current antibiotics (if any)

Recent pathology tests e.g. routine bloods, HbA1c, wound swabs etc.
Recent vascular imaging e.g. Duplex ultrasound

X-ray or other imaging, with results/reports

Wound history and location

Details of any current podiatry involvement

Please note referrals that do not provide adequate information for triaging may be returned with a
request for further information.

& & & & & &

Referral requirements

+ Clearly address referral to the Diabetes Foot Service, fax referrals to 8345 7315
« List your provider number and the patient's Medicare number
+ Provide any health advocacy requirements for the client

Please contact the DFS on 8345 6922 or the DFS Coordinator on 0466 48 77 27 if you would like to
discuss a referral
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How to refer to DFU and DFS outpatient services riestem Healn

DFS outpatient services
A Phone: 03 8345 6922

A Email: diabetesfootservice@wh.org.au

A Early referrals encouraged!

The DFU team (inpatient service) can be contacted via switch at Western Health
If you wish to provide handover regarding a patients care
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Outllne Western Health
A 1. Local burden of Diabetes-related Foot Disease (DFD)
A2. Stepping forward with Western Heal
A 3. Case presentations highlighting updates in management techniques
A 4. Review of the latest guidelines (diabetes and podiatry cycles of care)
A 5. Practical tips to prevent recurrence (DFD care 101 with a Senior Podiatrist)
A 6. Novel surgical approaches to DFD
A 7. Identifying risk factors and early disease

A 8. How and when to refer?
A 9. Q+A session
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Western Health

Questions?




You will receive a post session email within a week which

will include slides and resources discussed during this session.
Attendance certificate will be received withirb4veeks.
RACGP CPD hours will be uploaded within 30 days.

To attend further education sessions, Visit,
https://nwmphn.org.au/resourcesvents/events/

This session was recorded, and you will be able to view the
recording at this link within the next week.
https://nwmphn.org.au/resourcesvents/resources/



https://nwmphn.org.au/resources-events/events/
https://nwmphn.org.au/resources-events/events/
https://nwmphn.org.au/resources-events/events/
https://nwmphn.org.au/resources-events/resources/
https://nwmphn.org.au/resources-events/resources/
https://nwmphn.org.au/resources-events/resources/

	Slide 1: Diabetic foot disease masterclass for the primary care physician 
	Slide 2: Acknowledgement of Country  
	Slide 3: Housekeeping – Zoom Webinar
	Slide 4: Housekeeping – Zoom Webinar
	Slide 5: Speakers – Western Health
	Slide 6:         Diabetic foot disease masterclass for the primary care physician    15 October 2025  
	Slide 7
	Slide 8
	Slide 9
	Slide 10
	Slide 11
	Slide 12
	Slide 13
	Slide 14
	Slide 15: Duodenal Mucosal Resurfacing For Type 2 Diabetes Mellitus –  An Overview And A New Way Forward. 
	Slide 16: Duodenal Musosal Resurfacing 
	Slide 17
	Slide 18: Unhealthy Duodenum 
	Slide 19: Duodenal Mucosal Resurfacing Procedure
	Slide 20: Healthy Duodenum
	Slide 21
	Slide 22: DMR Clinical Outcomes 
	Slide 23: Duodenal Musosal Resurfacing – RESTORE
	Slide 24
	Slide 25: Diabetic Foot Disease Masterclass for the Primary Care Physician  North-West PHN, 15 October 2025
	Slide 26: Acknowledgement of Country
	Slide 27
	Slide 28
	Slide 29
	Slide 30
	Slide 31
	Slide 32
	Slide 33
	Slide 34
	Slide 35
	Slide 36
	Slide 37
	Slide 38
	Slide 39
	Slide 40
	Slide 41
	Slide 42
	Slide 43
	Slide 44
	Slide 45
	Slide 46
	Slide 47
	Slide 48
	Slide 49
	Slide 50
	Slide 51
	Slide 52
	Slide 53
	Slide 54
	Slide 55
	Slide 56
	Slide 57
	Slide 58
	Slide 59
	Slide 60
	Slide 61
	Slide 62
	Slide 63
	Slide 64
	Slide 65
	Slide 66
	Slide 67
	Slide 68
	Slide 69
	Slide 70
	Slide 71
	Slide 72
	Slide 73
	Slide 74
	Slide 75
	Slide 76
	Slide 77
	Slide 78
	Slide 79
	Slide 80
	Slide 81
	Slide 82: Intergrated Diabetes Foot Care Pathway
	Slide 83
	Slide 84
	Slide 85
	Slide 86
	Slide 87
	Slide 88
	Slide 89
	Slide 90
	Slide 91
	Slide 92
	Slide 93
	Slide 94
	Slide 95
	Slide 96
	Slide 97
	Slide 98
	Slide 99
	Slide 100
	Slide 101
	Slide 102
	Slide 103
	Slide 104
	Slide 105
	Slide 106
	Slide 107
	Slide 108
	Slide 109
	Slide 110: Questions?
	Slide 111: Session Conclusion

