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'lt looks pretty bad, doesn't it?' said
Susan*. 'l've seen worse', lsaid, hoping
my confident voice would make her feel
more at ease. The ulcer was on her left
big toe and covered most of the medial

was not well controlled. However, her
peripheral circulation was good on the
Doppler and we were not yet down to
tendon or bone.

aspect. She had been having it dressed
three times a week with her local GP
until she was referred to me,

Susan lives alone in community housing
and survives on the aged pension.
She is at high risk of joining the 84
Australians with diabetic foot disease
who have a toe, leg or foot amputated
every week, which equates to nearly
4500 per year (Diabetic Foot Australia,
2016). lf I don't provide her with care
and her toe is to be amputated, this will
be provided to Susan at no cost to her
by the government. To try and keep it
on, she will need to pay me, but she
doesn't have the funds to do so.

The ulcer started, as they often do,
from a small blister several weeks ago.
It had loads of non-viable tissue, a high
exudate level and her type 2 diabetes

We resolved this ulcer, like many others
we see, by providing the assessment,
debridement, dressings and off-loading
at no cost over the next 3 months,
seeing Susan every fortnight. lt's no way
to run a business.

lnitial presentation on 4 May 2017

Note: Permission to obtain phatographs were obtained from the relevant individual(s) and/ar their
nert of kin according to facility protocol.
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complex wound. Sharp debridement
can take up to an hour for a large
wound. Additional requirements
would be off-loading work and boots,
education, footwear issues and
dressings. Five rebates in a calendar
year just covers the maintenance and
prevention once the wound is resolved.
The amputation cost, which on average
for a diabetes-related limb is around
$zS SSS with an additional annual
spend of $OO0S every year afterwards,
is provided by the government without
question (Diabetes Australia, 201 5).

Wound healed by 3 August 2017
I am a private podiatrist operating

in Queanbeyan in southern New
South Wales (NSW, very close to the
Australian Capital Territory FCT). We
have no ready access to any publicly
funded podiatry clinic or high-risk foot
service (HRFS) on our side of the border.
Our clinic was set up to also include
a diabetes educator and a dietitian so
that we could have a special emphasis
on managing diabetic foot disease.
Together, the three of us have over
100 years of clinical experience. We
meet most of the criteria that determines
a HRFS and although we deal with
several wounds every week, there is
currently no mechanism to publicly fund
this work adequately.

We approached our local health
directorate with a draft plan where we
would provide a HRFS and then invoice
at a pre-determined rate for the services
we provided to treat foot wounds. They
politely advised us that this was not
possible but that they would set up a
public HRFS in Goulburn, over
'100 kilometres away from Queanbeyan.
Setting up a HRFS in a public hospital
is the traditional model, but one that will
never deal with the growing demand for
HRFS. lf we are ever going to manage
the growing incidence of diabetic foot
disease that leads to amputation,
we have to think differently and put
funding into the private sector where
the appropriate level of skills, resources,
expertise and transparency exist. This
will not lead to every podiatrist wanting
to become a HRFS, as the work is
difficult and demanding and is nowhere

There is, of course, the Allied Health
Medicare Referral which provides a
rebate of $Sz.gS for a maximum of
five visits in a calendar year. However,
a plantar neuropathic ulcer is no less
complicated to resolve than any other

iVofe.' Permission to obtain photographs were obtained from the relevant individual(s) and/or their
nert of kin according to facility protocol.
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Dr Peter Lazzarini and Dr Shan Bergin
are both researchers in diabetic foot
disease. They have put these numbers
into some context. lf you counted all
the people living in Australia who have
diabetic foot disease, it would equal the
population of the ACT. lf every person
with diabetic foot disease in Australia
who is occupying a hospital bed today
moved to the ACT, all the beds at
Canberra Hospital would be filled. By
the end of the day, 12 would have had
a lower limb amputation and four would
have died as a direct result of their
diabetic foot disease (Lazzarini &
Bergin, 2012).

near as lucrative as surgery and orthotic
work.

The criteria for a HRFS is readily
available and there could be an
application process assessed by the
clcsest public HRFS. Wound expertise
credentialing that would assist in
this assessment is not far away.
Evidence of current expertise could
easily be provided and assessed. This
would give an opportunity for private
podiatrists currently working with
specialist wound clinicians and other
medical professionals in regional, rural
and remote locations to provide the
appropriate level of expertise to address
diabetic foot wounds without attempting
to build another HRFS in the local
hospital.

It is a mantra that we are already familiar
with. The money spent on prevention

will be far less than that spent on
amputation and managing ongoing
issues. However, we seem unable to
make this funding transition in Australia
with diabetic foot disease.

ls there a need to change the way we
currently fund services? Just look at
these alarming statistics from Diabetes
Australia.
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Our clinic is a facility which has a
podiatrist with many years of experience
in treating diabetic foot wounds in
remote lndigenous communities and
regional centres. Our facility also has
a dietitian who is vastly experienced in
working with diabetes and a diabetes
educator who is also skilled at wound
debridement and management. We
have indirect access to vascular and
orthopaedic surgeons as well as an
endocrinologist, but no ability to access
appropriate public funds to provide the
service.

People with diabetes hospitalised for
lower limb amputation have longer
stays in hospital than other diabetesrelated conditions.

The average length of stay is around
26 days.
Research shows it is possible to
reduce preventable amputations and
hospitalisation by between 24 and
sa%.

Around 85a/a of diabetes-related
amputations are preventable if
wounds are detected early and
managed appropriately.

Private practice needs to be seen as a
key player in wound management, not
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simply a referral source to the public
sector. lt is time for private practice
to increase its participation in wound
management where the appropriate
skills and resources exist - and receive
appropriate funding to do so. I know
there is the suggestion that wound care
be covered under Medicare, but will this
adequately address the time taken for
debridement, off-loading and dressing?
Funding needs to address the effoft and
materials involved. Amputation is a very
expensive alternative.
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So where to from here? Managing
diabetic foot disease is a team effort
and I believe that Wounds Australia,
representing a large cross-section
of wound practitioners, is the ideal
organisation to address this issue.
would certainly be happy to be a focal
point to register interest from all private
practitioners with Wounds Australia
to form a group to express interest
in taking this further. Think about it.
Significantly increase the number of
skilled practitioners into the mix of
wound care providers and at the same
time decrease the overall health cost of
managing diabetic foot wounds. lt can't
be that hard, can it?
I
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Nof her real name)
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