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Admission to UHS 


02381208999 














Contact  ? Coordinator for admission to  ?





Tel: Bleep:





SEVERE INFECTION – ADMIT


Patient systemically unwell 


Spreading infection despite antibiotics 


Deep abscess 





Solent Podiatry Service 


Adelaide Health centre


Western Community Hospital campus


William Macleod Way, Millbrook


Southampton


SO16 4XE


Referral by letter or fax


Fax:  02380784009


Tel:   03003002011





Referral form with Diabetes Foot Assessment (DFA) GP Summary letter with details including full foot neuro & vascular assessment / infection status / diabetes control


Diabetic foot clinical advice from a Podiatrist is available from 


Monday to Friday 9am-2pm on: 03003002011








ACUTE CRITICAL ISCHAEMIA 


Features include the following:


Discoloration of toes (pale, dusky, black)


Signs of necrosis


Rest pain (often at night)


Cold


Diminished / absent pulses








Vascular Team


02381208803 


Rapid Access clinic runs weekly for urgent cases


Referral by letter / fax / telephone as indicated by the patient’s condition





HOT SWOLLEN NEUROPATHIC FOOT (Suspect CHARCOT) refer


Features may include:


Pain on walking when usually neuropathic


Recent minor trauma


Adequate blood supply








DIABETIC FOOT ULCER


(Foot ulcer = below malleoli)


New ulcer / Non healing / Infected / abscess refer ASAP








Foot assessed as


“AT INCREASED or HIGH RISK” NICE 2015


Diabetes Foot Assessment 


Score >10 refer








If mild to moderate infection refer and:


Initiate Empirical antibiotics (HIOW Antibiotics Guidelines)


Deep wound swab





Why is it important to refer promptl?


The risk of a lower extremity amputation in a person with diabetes is more than 20 x that of a person without diabetes and 95% of all non-traumatic amputations start with a foot ulcer


Good diabetes control will improve healing and outcomes 


Ensure patient has appropriate footwear, doesn’t smoke and understands the implications of diabetes





Diabetic Foot Infection Management





Mild Infection: Presence of 2 or more clinical signs of inflammation but cellulitis/erythema extends no more than 2cm from the ulcer and infection is limited to superficial tissues


Prescribe Empirical Oral Antibiotics for 7-14 days:


First line: Flucloxacillin 500mg qds


If penicillin allergic Clarithromycin 500mg bd


 Consider adding Metronidazole 400mg tds to cover anaerobes (e.g. if foul odour)


If known to be colonised with MRSA:  Doxycycline 100mg bd


Review response. Modify regime if indicated by cultures and arrange onward referral





Moderate Infection: As above in a patient who is systemically well and metabolically stable but also has 1 or more of: cellulitis extending more than 2cm, lymphatic streaking, spread beneath the superficial fascia, deep tissue abscess, gangrene and involvement of muscle, tendon, joint or bone.


Requires referral for MDT assessment and consider IV antibiotics 





Severe Infection: As above but patient is systemically unwell – admit to hospital for medical management





For advice on antibiotic therapy or culture results contact Microbiology at UHS 





Advise patient to keep well hydrated and report any diarrhoeal symptoms  





Charcot Alert





Hot, swollen, neuropathic, diabetic foot?





Think Charcot until proven otherwise. Advise to non-weight bear and refer urgently following the pathway.





Commonly mistaken for: cellulitis, acute gout, sprain/strain, DVT





An example of early Charcot:
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