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Change Idea 1:
Screen all new, returning or long-term 
patients who do not have a HbA1c on 
record from the preceding 3-6 months  

Team Members & Roles: 
The project team comprises the wider 
High Risk Foot Service team 
(podiatrists).  Emma Bergamin (senior 
podiatrist) is the project lead, & sponsor 
is staff specialist endocrinologist, Prof 
Namson Lau.

Buy-in from Prof Lau was important to 
provide clinical governance for 
screening, ensure appropriate 
management of abnormal results, align 
the project with contemporary diabetes 
care standards, and promote 
multidisciplinary support for 
implementation within the High Risk 
Foot Service.

Background
Diabetes-related foot disease (DFD) encompasses peripheral neuropathy, diabetes-related foot 
ulceration (DFU), peripheral arterial disease, & Charcot neuropathic osteoarthropathy.

Peripheral neuropathy causes loss of protective sensation, resulting in unrecognised trauma & 
DFU. Delayed ulcer identification increases the risk of infection & lower extremity amputation 
(LEA). 

Persistent hyperglycaemia impairs wound healing & is an important modifiable risk factor in 
patients with DFU. HbA1c reflects average glycaemic control over the previous ~3 months. 
While the general target is ≤7%, HbA1c ≥8% has been associated with 5x higher odds of LEA 
among people with DFU.

DFD places a substantial burden on patients & healthcare systems: annual costs are estimated 
at ~$45,000 per patient & $3.08 billion nationally.

Local Context & Clinical Issue:
~85% patients who attend the Liverpool Hospital High Risk Foot Service have active DFU.  The 
HRFS workflow is summarised in the below flowchart: 

Despite the importance of glycaemic control in the management of DFU, HbA1c results are not 
always available, limiting the ability to:
• Identify those with suboptimal glycaemic control
• Facilitate timely referral & escalation of diabetes management
• Support MDT decision-making in line with national & international guidelines
• Provide best standard of care 

Rationale
Improved identification & management of suboptimal glycaemic control represents an 
important opportunity to address a modifiable risk factor, support better clinical outcomes & 
improve the overall standard of care for patients living with DFD attending the Liverpool 
Hospital High Risk Foot Service.

Methods
This project follows the improvement science methodology set by the Clinical Excellence 
Commission. 

"Best standard 
of care" should 

also mean 
optimistion of  

glycaemic 
management...

… but how do 
we know if a 
patient needs 

this if we do not 
have the data? 

Driver Diagram:

Number of New Endocrine Referrals: 
The following chart details the number of new referrals to the joint endocrine-podiatry MDT clinic 
from August 2025 to August 2026. The improvement initiative began with PDSA 1 in October 2025 

& PDSA 2 in November 2025. 

PDSA 1:
• Plan: Small-scale test of 

screening of one patient 
attending initial review.

• Do: Patient did not have 
recent HbA1c result so was 
referred for cardiometabolic 
investigations.

• Study: Patient's HbA1c was 
10.6%, indicating sub-optimal 
glycaemic control.

• Act: Patient was referred to 
the podiatry-endocrine MDT 
for glycaemic optimisation, 
supporting expansion of 
screening process to a larger 
cohort.

PDSA 2:
• Plan: Expand screening to 

new, returning and long-term 
patients without a HbA1c 
within the preceding 3-6 
months.

• Do: Team members engaged 
to implement screening 
process.

• Study: Podiatrists follow up 
results to identify patients 
with elevated HbA1c levels 
who may benefit from 
referral.

• Act: Patients with abnormal 
results referred to the 
podiatry-endocrine MDT for 
management.

PDSA 3: 
• Plan: Implement repeat 

screening at 3-monthly 
intervals for patients not 
managed in the MDT.

• Do: Patients referred for 
repeat investigations in 
accordance with screening 
schedule.

• Study: Results reviewed to 
assess changes in glycaemic 
status and identify patients 
requiring escalation of care.

• Act: Patients with persistent 
or newly identified abnormal 
results referred to MDT.

Key Learnings, Challenges & Next Steps:
• You cannot improve what you do not measure: establishing baseline HbA1c data enables 

monitoring of glycaemic control over time, supports outcome measurement, and facilitates 
timely referral to the podiatry-endocrinology MDT.

• Small-scale PDSA testing demonstrated feasibility and clinical value, providing a practical model 
that can be scaled across the service to improve early identification of patients with 
suboptimal glycaemic control.

• A key challenge is maintaining staff engagement and screening compliance alongside 
competing clinical demands and priorities.

• Next steps include embedding screening into routine clinical workflows, continuing to screen 
new, returning and long-term patients without recent cardiometabolic markers, and 
implementing ongoing 3-monthly re-screening to support early detection and intervention.
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