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Complex Lower Limb Wound Clinic (Community Based)
Melissa Blow

Introduction
My name's Melissa Blow and I'm one of the podiatrists in the clinic that supports assessing, reviewing, and developing a treatment plan for the patients. 


Description of the service
Patients with complex lower limb wounds often have quite a social stigma around that because they spend a lot of time attending for dressings. They can have odour from leakage of the wound. It also has an impact on their contribution to society. They're not able to work or they have offloading specialist footwear. That means they can't do the job that they normally do, and it can have a real impact on them from their contribution to society and their dependency on the healthcare system. 
There are multiple people involved in wound care and the aim of this service was to try and bring some of us together. In partnership with the vascular clinical nurse specialist, so that's with community podiatry and part of the South East Wales Vascular Network. We've been working in a community clinic seeing patients with complex lower limb wounds of any aetiology that don't heal with usual therapy that we bring into the clinic to try and really see if we can do anything more or offer any treatment. The clinic is run mainly with the core team, the vascular nurse, and the podiatry team, but we do have a consultant vascular surgeon that also comes once a week and supports us as well, which gives us that slightly more advanced level of input that we can then pass back out to the community as well. 
If patients have a chronic lower limb wound, if we don't provide them the most up to date evidence-based treatment, which we do in our clinic because they have access to research as well, you're actually doing harm to the patient by not providing them with that. It’s filling in some of that gap that existed in the current models. The clinic evolved for over a number of years really, it continues to develop and it has changed in recent years in response to the pandemic. And we are based in the community. The role really is moved with centralisation of vascular services. We've also now changed to help step down and step up patients through that new system. 
We're really that support for patients' prehabilitation going in for a lower limb amputation, helping them get as much setup as possible before they go in to help reduce the length of stay in hospital. But also, when they step back out of hospital, whether that's step between hospital to home, where we help support the other community teams because they can be quite complex, their needs. A lot of our patients are really poorly with complex health and they don't just have one problem. As we've evolved, we've realised that you deal with one problem and they go back to their normal place of care or back to work, but they might develop another problem. It's really become a point of contact as well as we've developed over the years that health professionals, the community team can contact. 
We sometimes do remote support working via video link. And we have rotation of the community podiatry team, nursing, nurse training, student podiatrists come through the clinic. We really take those skills back out to the community as well. That's really how we've evolved, as much as we started as a service, we're now a point of contact for those patient needs in Aneurin Bevan. Patients can access the service via any healthcare professional who can do a referral, either through the lower limb wound portal or through the existing podiatry pathway or vascular pathway that exists. We don't specify that this has to be a GP referral. It can be anyone who looks after a patient with a chronic wound that's not responding to usual care. And we triage those referrals. We sometimes redirect them to other services that look after wound care if it's not appropriate for us. And it just means there's a point of essential point that all these queries go to, that we can then filter and ensure they get to the right people at the right time. 

Impact of the service
Predominantly we've collected PREMS from the service and the patient feedback is always very positive because if you're facing a risk of limb loss and your patients are very frightened, they've got a lot to deal with their chronic health conditions. And obviously, as I mentioned previously, there's a lot of issues with how a wound makes them feel. And we've had really positive feedback from the patients. Firstly, that it's in a community setting because if you spend a lot of time in hospital, it's really daunting having another appointment in hospital. Coming to a community site where it's the same people, they get to feel more familiar with the surroundings and it's less daunting. The other feedback is that we've supported those patients through their journey and they're often really positive about that in the end. And actually, especially the patients who do, unfortunately, lose the limb and we maintain those relations and direct them to the support groups and everything that are available to them. 

The other side of the outcomes is we've definitely reduced some length of stay because we provide that step-up, step-down model. And we can offer speedy access from the community to a consultant surgeon, if necessary, right in the heart of the community. We can then support and I think the biggest thing is that we've taken that skill out to the community, that it's not all just in the clinic now that the teams are feeling more confident to manage those complex wounds and put patients on the right pathway further back into primary care as well. 

Rather than everything coming to us, we're supporting and educating further back closer to the patient, which is what we all want. The person feels that they've got access to a real, we're all advanced practitioners. We all prescribe and assess without a doctor. That reduces the burden on GPs because we're supporting it, it's quite a complex specialist area and they can come to us and we take that pressure away from primary care a little bit. The patients have a real place that they can contact, point of contact if they've got a problem. I think the wider system is helped by that, but really, the main thing is that we don't keep the patients forever, we send them back, but they go back with that knowledge and that empowerment to self-care, change lifestyle habits. We try and instill all of that into our patients. And I think for me is that confident, it helps the teams locally, such as a district nurse team with your support sometimes, they feel more confident to manage that wound and sometimes that patient may have ended up in hospital, whereas we may have intercepted that and put a plan in place to keep them at home. There might not be any treatment we can offer them. Rather than them going to hospital, have a long time spent waiting to be seen, we can see them and send them home with a plan and still offer that support ongoing. 


Lessons Learned
I think the biggest lesson for us is that the whole thing hinges on co-production of the team, that we have to work together and that you need the support from the different specialities, that if we all bring our individual experience, our connections to the case, let's say, and without that, you have to have all members involved. If people drift off, it doesn't work. We have managed to maintain that and it's important that we do maintain that going forward. The other lesson really is just that there is a lot more time involved and also becoming a point of contact does then have a disadvantage that you spend a lot of time answering queries, but the more we train everyone and the more we empower other team members to work in this way and really get to the grassroots in primary care and support them in how you manage a complex lower limb or diabetic foot wound, then that will take the pressure off us as well. 

The majority of our patients do have an underlying vascular aetiology associated with diabetic foot or vascular disease, whether that be arterial or venous. With recent centralisation to the South East Vascular Network, it would be really great if we could have more partnership working of podiatry and vascular nurses across the region. That would be my hope. I think we've proven over the last few years that that model is really successful, that we bring different skill sets. And also, these patients don't always have one wound. It's not in one location. And you can only really manage those patients holistically by working together. And I hope that that will be replicated. Now we are one region for vascular services. For any patient with a lower limb wound, it has a big impact on their life. The real aim of the service is to try and get patients to live well and live a healthy life. And when you've got complex health needs, they do develop complex wounds in the lower limb and they do develop diabetic foot ulcers, which is more common than you would imagine for people with diabetes. Part of the service is to support all meet together, give one message, one treatment plan that we can move the patient forward to successfully getting treatment early and in a timely manner. But also if there is no treatment options or it is about managing the wound long-term, we support everyone in their pathway to do that. And ultimately, the patient is at the heart of what we do and all the feedback we've had has been really positive. And I think you can't underestimate what harm having a wound can do to people. And I think any service that tries to redress the balance and really provide evidence-based practice for those patients is very valuable.
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