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Escalation flow for limb-/life-threatening foot problems

Severe infection

Ulcers with spreading
cellulitis, tracking in

tissues, discharge of pus,
black discolouration

Severe ischaemia

Critical ischaemia,
non-pulsatile flow, necrosis,

pink painful foot

Sepsis

Flu-like symptoms,
drowsiness, fever,

tachycardia

Urgent surgical drainage
in hospital and intravenous

antibiotics

Urgent vascular
assessment and

revascularisation in
secondary care

Immediate admission
to hospital emergency

department

Acute limb
ischaemia

Sudden onset of a cold;
pale, pulseless, 

painful limb

During COVID-19:
• Emergency department admissions still required when absolutely necessary, following escalation flow (above).
• Hospital treatment to be reduced where possible and patients seen virtually or in the community.



Escalation flow for non-limb-/life-threatening foot problem

Limited infection

Ulcers in mildly/moderately infected feet

Uncomplicated foot ulcers
or acute Charcot

Non-infected ulcers in non-ischaemic/
‘moderately ischaemic but stable’ feet

Plan to be treated at home and in the
community, plus use of removable off-loading

Mild infection may be treated in community. Moderate
infection may need repeated debridement and

drainage in diabetic foot clinic

Telephonic or telemedicine communication
with patient or referrer
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Clinical strategy for service management of diabetic foot 
units during the COVID-19 pandemic 

Background 
 
Individuals attending the diabetic foot clinic require regular and close surveillance to 
achieve optimal outcomes and limb salvage.  
 
Such intensive assessment is critical given outcomes in diabetic foot disease are 
contingent on multidisciplinary input but are also time sensitive.  
 
Often, such individuals are reviewed on a fortnightly basis as a minimum, and 
frequently once a week in secondary care multidisciplinary foot clinics.  
 
Moreover, ideally all new diabetic foot ulcers (DFU) should ideally be reviewed within 
24 hours of referral by the multidisciplinary diabetic foot team (MDFT). 
 
 
Guidance  
 
1. Provision of outpatient multidisciplinary foot service is an essential service 
 

a) Access continues to a diabetic foot service for those with acute or limb 
threatening problems – for current patients and new referrals.  

 
b) All new referrals should ideally be reviewed within 24 hours. These may be 

the highest risk group. 
 
Risks: 
 

I. Workforce capacity – frontline medical and surgical staff may be redeployed 
elsewhere 

II. Staff sickness 
III. Equipment shortage 
IV. Reduced access to revascularisation 

 
Mitigation: 
 

I. All secondary care MDFT’s to review the service arrangement and ensure 
essential service is maintained as essential activity. Providers should consider 
access being provided as a network across an STP area, if not, all providers 
can maintain their individual service but collaborative working across 
organisational boundaries is important.  
 

II. Workforce capacity assessment to be undertaken and service provision 
clarified to team members, trust leadership and users of the service. 

III. As above providers may need to collaborate with a view to ensure access and 
review for new patient assessments, unwell patients or deteriorating patients 
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across the STP if individual providers cannot deliver care as per their current 
SOP. 
 

IV. The locations of MDFT clinics may need to change as acute sites transform to 
respond to the coronavirus pandemic and growing demand for inpatient and 
critical care capacity. 

 

2. Provision of inpatient multidisciplinary foot service is an essential service 
 

a) All providers with active inpatient diabetic foot services need to ensure 
ongoing inpatient footcare provision from the MDFT. 

 
b) All new diabetes foot inpatient referrals should be reviewed by a member of 

MDFT within 24 hrs of admission. 
 

c) Access to infection control surgery should be prioritised when clinically 
indicated. 

 
d) Maintain access to revascularisation plans as close as possible. MDFT 

decision making to prioritise cases is vital. 
 

e) Aim for early assessment of social, mobility and environmental needs of the 
individual with an aim to facilitate rapid treatment and early facilities discharge 
into community. 

 
Risks 

 
I. Workforce capacity  

 
Mitigation 

 
I. All key members of the inpatient MDFT service to monitor and review capacity 

– with aim of ensuring essential service components continue to be delivered. 
 

II. Identify different staff groups with relevant skills who can support the service 
i.e. other wound care staff tissue and viability staff all working together will 
increase resilience. 

 
 
3. Protecting patients and staff while providing essential services 
 
Staff and Patient health and safety is essential, and both need support at this time. 
Working across traditional boundaries will be increasingly important. 
 

I. Reduce crowding in the DF waiting room.  
This will also include relatives and carers being informed.  

Guidance: The Public Health England (PHE) advice continues to evolve and we 
recommend that you appraise yourselves of the most recent advice on maximum 
crowd numbers.  
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II. Reduce the need for aerosol producing procedures 
Full contact casting should be stopped unless absolutely essential 
Debridement should involve the appropriate PPE see your local guidance 
 

Guidance: Those without major foot deformities may be able to safely transition into 
a removable orthotic walker (e.g. Aircast type). If significant foot deformities exist, 
consider the option of a TCC made removable. 

 
 

III. Managing staff with COVID19 symptoms 
 
Guidance: Please follow local Trust and the continuously updated PHE 
recommendations.  
 
 
IV. Manging patients with COVID19 symptoms 

 
Guidance: Please follow local Trust and the continuously updated PHE 
recommendations.  
 
 

V. Primary Care delivered services 
 
Guidance: Community podiatry services may be curtailed. Please review local plans 
and ensure clinic staff, doctors and patients are aware of what services are 
available. Review availability of District Nursing teams to provide IV OPAT or wound 
care – especially in those with recent COVID confirmation or if they are self-isolating. 
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Diabetes Foot Care in the COVID-19 Pandemic 

M. Bates, M. Edmonds, V. Kavarthapu, C. Manu, H. Rashid,  P. Vas 

Diabetic Foot Clinic, King’s College Hospital, London, UK 

 

This commentary is written to help all healthcare professionals who are treating 

people living with diabetes and particularly those with foot problems. Whilst it is 

vital to protect the resources and facilities of hospitals so that they can care for the 

massive number of persons with COVID-19, it is important to support people 

living with diabetes who have foot problems and treat as many as we can outside 

the hospital. However, it is essential to acknowledge that some foot complications 

may be limb and/or life-threatening and need to be promptly recognised and 

referred for hospital care. At the same time, non-limb threatening complications 

should be identified and arrangements made for these to be treated at home and in 

the community with guidance when required from a multidisciplinary diabetic foot 

clinic. This should avoid unnecessary visits or admissions to the hospital to reduce 

the risk of exposure to COVID-19. In support of this overall approach, helpful 

documents have recently been made available
1,2

. 

It is useful to have a triage system which can initially decide whether there is a 

need for the person with the foot problem to actually visit the clinic. This may be 

obvious from the actual referral but otherwise can be decided by telephonic or 

telemedicine communication either with the person with diabetes or the referrer. 

At the same time enquiry should be made about possible COVID-19 symptoms of 

cough or sore throat or fever and if present, national advice should be followed. In 

the absence of COVID-19 symptoms, a decision should be made as to whether the 

foot problem is limb or life-threatening or instead of a non-threatening condition. 

The former should be urgently seen in the diabetic foot clinic and the latter treated 

at home and in a community clinic, not needing to visit the hospital (Fig.1). 

The limb and/or life-threatening conditions fall into the following groups: severe 

infection, sepsis, severe ischaemia and acute ischaemia
 3

. 

Severe Infection  

This may be recognised by ulceration associated with rapidly spreading cellulitis 

as indicated by redness, swelling, heat, pain and complicated by a discharge of pus 

or black discolouration or wet gangrene or gas in soft tissues identified by crepitus 

in the skin. Also, an ulcer deep to bone complicated by infection tracking through 

surrounding soft tissues can be limb-threatening. Such severe infections will need 

urgent surgical drainage in hospital and intravenous antibiotics. 

 

Sepsis 

Severe infection may or may not be complicated by sepsis which may be 

recognised by flu-like symptoms, confusion or drowsiness.  Possible signs of 

sepsis include a body temperature >37.5°C or <36°C, pulse rate >90 beats/minute, 

and respiratory rate >20 breaths/minute.  
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At this stage in the assessment, beware of two points! 

Firstly, features indicative of sepsis may be absent or diminished in people with 

diabetes and in those who are elderly. Secondly, these clinical features may be 

caused by COVID-19 infection. Whatever the cause, people with such a clinical 

presentation should be sent immediately to the local hospital emergency 

department. 

Severe ischaemia 

It is important to recognise the severely ischaemic limb that is truly critically 

ischaemic
4
. 

Ischaemic rest pain may be present in the critically ischaemic limb although this 

may vary according to the degree of neuropathy. There are usually areas of 

necrosis. Foot pulses are absent, Doppler arterial signals in the foot are 

monophasic or absent and Buerger’s sign is positive with the foot going pale on 

elevation and red when hung down (the so-called pink, painful ischaemic foot). If 

haemodynamic tests are available, critical ischaemia will be indicated by ankle 

systolic pressure < 50mmHg and toe systolic pressure < 30 mmHg. 

People with such critical ischemia need urgent vascular assessment leading to 

revascularisation in secondary care.  

Acute ischaemia 

People with acute limb ischaemia develop a sudden onset of a cold, pale, pulseless, 

painful limb with paraesthesia or paralysis. This will need immediate referral to 

hospital.  

Non-limb threatening conditions 

As well as diagnosing limb-threatening conditions, it also important to recognise 

conditions which are non-limb threatening that can be treated in the community 

(Fig 1). Uncomplicated foot ulcers which are non-infected and non-ischaemic 

ulcers in mild or moderately ischaemic but stable feet (that are not critically 

ischaemic) can be treated at home
5
. 

Mild foot infections, with superficial ulcers and local erythema < 2 cm from the 

edge with no signs of tracking or sepsis can also be treated in the community with 

oral antibiotics. Deep but limited infection may be treated with repeated 

debridement and drainage in the diabetic foot clinic and intravenous antibiotics 

with close follow-up in the clinic or community.  

The acute (active) Charcot foot can be offloaded by removable casts in the 

community. This is preferred to the total contact cast which is a challenge during 

the pandemic as it needs frequent visits to the diabetic foot clinic for change of 

cast. 

Such non-threatening lower limb conditions should be treated in the community, 

using local infection, wound care and pain management guidelines with advice 

available from diabetic foot clinics. Considering the intention to reduce the number 

of patients attending acute units, it is important to be aware of the extra work 

needed to provide foot care for patients either in their own home or in community 
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clinics. Diabetic foot clinics may support community colleagues with the offer of 

regular virtual clinics to provide ongoing case reviews and advice on the safe 

adjustment of management plans for patients, including those mutually shared 

patients. Persons in residential homes, care homes and dialysis units will also need 

surveillance. 

The mode of care in the community will vary according to location and available 

technology, including telephone, video and telemedicine. The offer of conference 

and video calls across networks may be useful. This can be carried out using 

modern technology such as Zoom, and Microsoft Team applications, which are 

suitable for a fast team approach in responding to concerns which colleagues may 

have from across each network. Thus, when there is a lack of capacity in some 

areas due to staff shortages because of sickness or self-isolation, patients can be 

redirected to clinics where there is space available for them to be seen. 

The overall aim is to treat as many foot complications as possible in the 

community and save precious hospital beds for life or limb-threatening 

complications and of course for the management of patients with COVID-19 

infection. 
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Figure 1 Flow diagram for the Diagnosis and Management of Limb and Life Threatening Complications of People with diabetes and foot problems. (Please see text for details of 

management)   



Useful links
The International Working Group on the Diabetic Foot

https://iwgdfguidelines.org/covid-19/

D-Foot International
https://www.d-foot.org

NHS England
https://www.england.nhs.uk

EASD e-Learning
https://easd-elearning.org

https://iwgdfguidelines.org/covid-19/
https://www.d-foot.org
https://www.england.nhs.uk
https://easd-elearning.org



